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Classification of influencing factors 
of speaking‑up behaviour in hospitals: 
a systematic review
Dimmy van Dongen1*, Frank Guldenmund1, Irene Grossmann1 and Jop Groeneweg1 

Abstract 

Background  Speaking up among healthcare professionals plays an essential role in improving patient safety 
and quality of care, yet it remains complex and multifaceted behaviour. Despite awareness of potential risks 
and adverse outcomes for patients, professionals often hesitate to voice concerns due to various influencing factors. 
This complexity has encouraged research into the determinants of speaking-up behaviour in hospital settings. This 
review synthesises these factors into a multi-layered framework. It aims to provide a more comprehensive perspective 
on the influencing factors, which provides guidance for interventions aimed at fostering environments contributing 
to speaking up in hospitals.

Methods  A systematic review was conducted in November 2024, searching databases: PubMed, Scopus and Web 
of Science. Following PRISMA guidelines and the three stages for thematic synthesis, we developed the classification 
of influencing factors. Out of 1,735 articles identified articles, 413 duplicates were removed, 1,322 titles and abstracts 
were screened, and 152 full texts (plus six additional articles) were assessed. Ultimately, 45 articles met the inclusion 
criteria.

Results  The review categorised influencing factors into four categories: individual (29 articles, 64%), relational (21 arti-
cles, 47%), contextual (19 articles, 42%), and organisational (26 articles, 58%). These categories encompass motivating, 
hindering and trade-off factors affecting speaking up among healthcare professionals in hospitals.

Conclusions  The multi-layered framework highlights the dynamic interplay of factors influencing speaking 
up among healthcare professionals. A systems approach is essential for identifying barriers and enablers and design-
ing effective speaking up interventions. This framework serves as a foundation for more focused research and practi-
cal guidance, enabling healthcare leaders to address barriers across all categories. By fostering environments that sup-
port open communication, organisations can enhance patient safety and quality of care.

Keywords  Speaking up, Open communication, Patient safety, Quality of care

Introduction
The tragic case of Elaine Bromiley is a sad illustration of a 
patient who died due to preventable medical errors and a 
lack of effective decision-making as a result of poor com-
munication. Finding herself in a ‘cannot intubate cannot 
oxygenate’ situation, for which a fixed protocol exists, the 
professionals involved were so focused on their own tasks 
that they didn’t consult each other when the situation 
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went from bad to worse. A nurse who tried to intervene 
was quickly dismissed without being heard [1]. This inci-
dent illustrates how failure to speak up about concerns 
can have severe consequences, making it a compelling 
case for examining the factors influencing speaking-up 
behaviour of healthcare professionals. Besides this case, 
communication has been one of the most cited factors 
contributing to mishap incidents and medical errors for 
decades [2–4]. Effective communication is essential for 
delivering high-quality, safe patient care [5].

Background and definition
The concept of speaking up, which refers to opportuni-
ties for employees to express opinions, concerns and 
suggestions to improve patient care or working condi-
tions, is particularly interesting [6, 7]. One definition of 
employee voice that influenced the speaking up concept 
is that of Morrison “informal and discretionary com-
munication of ideas, suggestions, concerns, problems, 
or opinions about work-related issues, with the intent to 
bring about improvement or change” [8], e.g. improved 
decision-making. In healthcare, the speaking up concept 
is defined just differently, a systematic review of defini-
tions of speaking up in healthcare by Kane et al. defines 
it as “a healthcare professional identifying a concern that 
might impact patient safety and using his or her voice to 
raise the concern to someone with the power to address 
it” [9]. Over recent years, research has been done on dif-
ferent types of voice [10–13], but in this review, we focus 
on the definition of speaking up that is most commonly 
used in healthcare.

Both definitions offer relevant information to define 
the concept of speaking up further. Firstly, someone 
must have a ‘latent voice opportunity’ to speak up or 
remain silent [11]. In healthcare, a latent voice opportu-
nity means, for instance, that a professional must recog-
nise or become aware of a risky or erroneous action or 
a concern that might impact patient safety or quality of 
care. For example, according to Schwappach and Richard, 
perceived patient safety concerns were frequent among 
nurses and doctors [14]. In their study, between 62 and 
80% of the healthcare professionals reported at least one 
safety concern in the last four weeks. These perceived 
patient safety concerns can be considered as latent voice 
opportunities. Secondly, in both definitions, raising con-
cerns or using his or her voice refers to spoken behaviour. 
This seems self-evident, but raising concerns or reporting 
can also be done via reporting systems, which is outside 
the scope of the speaking up concept, as we will review 
here. Finally, healthcare professionals speak up for the 
benefit of patient safety or care quality to a person with 
the authority to address it. According to Edmondson 
and Besieux, speaking up contributes to better outcomes 

when it is productive and aimed at the right person, i.e. 
fits the given situation [10]. However, they argue that not 
all speaking-up behaviour is of added value and can even 
be of a disruptive nature, for instance, when only one 
person is speaking, leaving no room for other team mem-
bers to contribute.

In the literature, employee voice and the concept of 
speaking up are often related to the concept of employee 
silence or withholding voice [10–12]. When employees 
have a concern, idea or opinion, they have the choice 
to speak up or remain silent. However, there is a debate 
among scholars whether silence is seen as the opposite 
construct of voice or whether it is on the same continuum 
[15]. If someone is silent, it may be because someone 
has nothing to voice or has other personal or prosocial 
motives [10, 12]. In the latter, scholars speak of withhold-
ing voice. In this study, we recognize that both employee 
silence and voice are two multidimensional concepts and 
that examining the influencing factors of these two con-
cepts gives us insight into speaking up and why people 
speak up or remain silent.

Furthermore, the concept of speaking up differs 
from concepts such as whistle-blowing, organisational 
silence, incident reporting or reporting concerns, and 
moral courage. Whistle-blowing focuses on commu-
nicating illegal, immoral or illegitimate practices from 
people in the organisation to people outside the organi-
sation [16]. Organisational silence refers to employees 
who consciously do not share their concerns and ideas 
about organisational problems with the administration 
but keep these to themselves [17]. Whistle-blowing and 
organisational silence concern more structural prob-
lems within an organisation that people are afraid to 
address. In addition, these concepts do not necessar-
ily pertain to spoken behaviour; such issues can also be 
expressed in other ways. The latter also applies to inci-
dent reporting or reporting concerns, where reporting 
often refers to submitting a (written) report to the sys-
tem [18, 19]. Moral courage can be defined as the volun-
tary willingness to stand up for and act on one’s ethical 
beliefs despite barriers that may inhibit the ability to pro-
ceed toward the right action [20]. Speaking up can take 
moral courage; these concepts are thus closely related. 
However, they are different, where moral courage often 
implies a broader commitment to ethical beliefs and a 
willingness to endure significant risks. Speaking up can 
occur in more everyday contexts, not necessarily involv-
ing profound ethical dilemmas. For this review, we focus 
on the concept of speaking up.

Outcomes of speaking up
When healthcare professionals can speak up about their 
concerns, they experience positive outcomes for the 
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patient, the organisation and themselves [5]. Positive out-
comes for patient safety or quality of care are, for exam-
ple, better hand hygiene [21], being able to speak up, 
which leads to better technical team performance dur-
ing anaesthesia training [22], and (in)directly preventing 
infections [23]. In addition to the direct positive effects 
on patient safety, speaking-up behaviour of healthcare 
professionals is also related to organisational learning and 
innovation [24]. When speaking up is targeted to a per-
son who can take action, it is positively related to a unit’s 
effectiveness [25]. Speaking up also positively impacts 
the healthcare professionals’ working experience. When 
people can speak up and feel heard, this leads to lower 
turnover rates [26] and higher job satisfaction [27]. How-
ever, speaking up can also have negative consequences 
because it can be experienced as risky behaviour. When 
speaking up to prevent problems, employees feel anxious, 
and afterwards, they withdraw from their coworkers [28]. 
This behaviour may have negative consequences for the 
individual and organisation as it inhibits employees from 
engaging in interpersonal citizenship behaviour. How-
ever, Morrison concludes that the current evidence sug-
gests that groups and organisations perform better when 
employees speak up about suggestions and concerns [11].

Influences on speaking up behaviour
Even though speaking up plays a critical role in improv-
ing patient safety, its occurrence is often complex and 
multifaceted. Despite being cognizant of the poten-
tial risks and adverse outcomes for patients, healthcare 
professionals may hesitate to voice concerns due to a 
combination of historical, individual and contextual fac-
tors [29]. This complexity has led to a growing body of 
research investigating the determinants of speaking-up 
behaviour in healthcare settings.

Morrison’s Model of Employee Voice provides a foun-
dational framework for understanding the individual 
and contextual factors in the decision-making process of 
speaking up. The model highlights the trade-off between 
perceived capability, efficacy and safety [11, 15]. In an 
earlier literature review, Okyuama et  al. applied Mor-
rison’s model within the healthcare context, identify-
ing numerous motivating and hindering factors, such as 
responsibility, confidence based on experience, teamwork 
and hospital support [30].

Much of the existing research has concentrated on 
nurses and healthcare students, given their compara-
tively low hierarchical status within the healthcare sector 
and the challenges they report in speaking up [31–33]. 
Two recent literature reviews, specifically examined the 
factors influencing speaking up among nurses [34, 35]. 
These studies identified three major barriers – fear of 
negative consequences, hierarchical structures, and poor 

work environment—as well as two key motivators: pro-
fessional responsibility and a supportive environment. To 
illustrate the breadth of influencing factors, Lee et al. pro-
posed categorizing them into four contextual domains: 
individual, team, organisational and sociocultural [35]. 
While these two reviews focus on specific populations or 
regions (e.g., nurses and East Asia), broader perspectives 
are also emerging. For instance, Lainidi et  al. explored 
how employee voice and silence are conceptualised and 
measured in the healthcare literature. Their proposed 
framework categorises factors into individual, team, lead-
ership and organisational domains [7]. However, their 
proposed framework extends beyond empirical evidence, 
incorporating suggestions for addressing research gaps, 
which may limit its immediate practical applicability.

The current study
The present study has three primary objectives, and is 
guided by the following research question: What are fac-
tors influencing healthcare professionals’ speaking-up 
behaviour concerning patient safety and quality of care? 
First, given the rapid increase in research on the factors 
influencing healthcare professionals’ speaking-up behav-
iour regarding patient safety, this review seeks to provide 
an updated synthesis of the current literature. Unlike 
previous reviews that predominantly focus on specific 
populations or regions, this study includes all health-
care professionals working in hospital settings, offering 
a broader scope. Second, this review aims to go beyond 
a thematic summary of influencing factors by develop-
ing a multi-layered framework where the factors are sys-
tematically categorised and organised. Finally, this study 
aspires to provide a more comprehensive perspective on 
the influencing factors of speaking-up behaviour. By syn-
thesising the existing knowledge, it offers guidance for 
future research and practical insights for prioritising and 
designing interventions aimed at fostering an environ-
ment contributing to speaking up in hospital settings.

Method
Search strategy
We used the Preferred Reporting Items for Systematic 
Review and Meta-Analyses (PRISMA) framework as a 
guideline [36]. Relevant English-language articles pub-
lished before 18 November 2024 were sourced using 
Web of Science, Scopus, and PubMed (date last search: 
18 November 2024). Our research question identifies the 
following variables of interest: target population (health-
care professionals), concept (speaking-up behaviour), 
and context (hospitals). An overview of the final search 
terms can be found in Table  1. The search terms were 
determined from keywords and synonyms. The literature 
searches and final search queries were conducted with 
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the assistance of experts in library science from Delft 
University of Technology. In addition, the reference list of 
relevant articles was screened.

Selection criteria
We only included an article if it met all the inclusion cri-
teria: 1) the subjects of the study are healthcare profes-
sionals, medical or nursing students working in hospitals; 
2) the article defines or describes speaking-up behav-
iour as verbal behaviour; 3) the article describes factors 
that influence this behaviour, 4) the study is based on 
empirical and primary data, 5) a research article which is 
peer-reviewed, and 6) written in English. An article was 
excluded if: 1) the study was conducted outside the hos-
pital setting; 2) it focused on other types of raising con-
cerns, such as whistleblowing or not on patient safety or 
quality of care issues; 3) it focused on communication 
between healthcare professionals and patients or their 
relatives; 4) it described only training programs or inter-
ventions, 5) no empirical data, e.g. editorials and reviews, 
and 6) or not available in English.

We did not perform a quality assessment of the sci-
entifically published articles because the inclusion and 
exclusion criteria already ensure that the articles are 
peer-reviewed and published in scientific journals, which 
indicates they meet baseline quality standards. Addition-
ally, professionals and policymakers rely on these articles 
to inform their decisions and interventions. Including 
such articles, regardless of further quality assessment, 
provides a comprehensive overview of the available evi-
dence they already consider valid, aligning our review 
with real-world practices.

Data extraction
In the first screening phase, two authors (DvD and FG) 
independently reviewed all titles and abstracts of gener-
ated references to assess their eligibility for further review 
based on the selection criteria and chose relevant articles 
for possible inclusion. In the second screening phase, 

full papers of all possible relevant articles were indepen-
dently reviewed by the same authors, who decided which 
articles to include in this review based on the in- and 
exclusion criteria. When there was disagreement about 
whether to in- or exclude an article, a third reviewer (JG 
or IG) was consulted, and consensus was reached before 
continuing.

This review prioritizes articles that appear to be rele-
vant based on content rather than particular study types 
or articles that meet particular methodological stand-
ards. We’ve included a wide variety of articles, including 
both qualitative or quantitative and exploratory as well as 
confirmatory studies. The data collected for each study 
included the article, authors, publication year, definition 
of the speaking up concept, the study aim, the meth-
odology including study type, the method, the target 
group, and the reported factors influencing speaking-up 
behaviour.

Data synthesis
To assess the factors influencing speaking-up behaviour 
about patient safety or quality of care by healthcare pro-
fessionals in hospitals, we used the method of thematic 
synthesis. We followed the stages for thematic synthe-
sis consisting of three stages: line-by-line coding of the 
findings of the primary data, organising these codes in 
descriptive themes, and developing analytical themes 
[37]. To develop the classification of influencing factors 
of speaking-up behaviour of healthcare professionals in 
hospitals, two reviewers (DvD and FG) independently 
began with a detailed inspection of the articles, gradually 
identifying recurring factors and themes via line-by-line 
coding. Organising the individual codes in groups -the 
translation of concepts or axial coding-, was done inter-
actively by the same reviewers. Finally, we developed the 
current classification of influencing factors of speaking-
up behaviour as analytical themes. When a disagreement 
about factors, themes or the classification was identi-
fied, a third reviewer (JG or IG) was consulted, and we 

Table 1  Overview of the search terms

Concepts: combine with AND

Synonyms and/or related terms: combine with OR concept 1:
Influencing factors

concept 2:
speaking up behaviour

concept 3:
healthcare worker

concept 4:
patient safety

Influencing factor Speaking up behaviour Healthcare worker Patient safety

Factor Speaking up Healthcare employee

Influence Voice concern Healthcare professional Patient outcome

Predictor Raise concern Nurse Care quality

Withhold Doctor Patient care

Silence Surgeon Safety concern

Physician
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achieved consensus before continuing. The final clas-
sification was discussed with all reviewers during a peer 
feedback session.

All data included in this report were previously pub-
lished and publicly available. This study did not require 
submission to the local institutional review board for eth-
ical approval.

Results
Study characteristics
The initial systematic literature search identified 1,735 
unique citations (Fig.  1). In the first title and abstract 
screening, 1,170 articles were excluded because the focus 
was not on speaking up in a healthcare setting, written 
in English or a research paper. In total, 152 articles were 
selected for detailed review by two researchers (DvD 
and FG) to determine whether they met all the inclu-
sion criteria. A total of 39 articles met the inclusion cri-
teria; 6 other articles were retrieved from the reference 
list and hand searches. Thus, 43 studies spread over 45 
articles were identified; 11 were published between 2010 
and 2015, 17 between 2016 and 2020, and 17 to the final 
search in November 2024. Most studies are conducted 
in the United States of America (N = 15), Switzerland 
(N = 6), and the Netherlands (N = 5). See Table  2 for an 
overview of the descriptives of the articles.

Influencing factors categories
In line with the objective of this review, the influencing 
factors are classified in a structured manner. We follow 
the same approach in structuring the results as Blen-
kinsopp et  al. in their literature review on whistleblow-
ing by clustering and categorising the factors [16]. In the 
literature, the influencing factors are usually described 
or mentioned as themes, barriers, categories or factors. 
To structure this, various researchers have distinguished 
between motivating, hindering and/or trade-off factors 
[38–41]. Some researchers have chosen to structure the 
factors more hierarchically or structurally. For example, 
Garon distinguishes between personal and organisational 
factors [42], and Etchegaray et  al. distinguish between 
personal and leadership barriers [31]. These two arti-
cles distinguish individual and contextual factors (as in 
Morrison’s Employee Voice Model [15]. However, some 
researchers have a more specific classification of factors. 
For example, Boesten et  al. structured the influencing 
factors under three levels: at the hospital, team or patient 
case level [43]. Nembhard et al. distinguish between indi-
vidual, work, organisational, data, and external environ-
ment-related categories [44]. Slootweg et  al. distinguish 
between relational, cultural and professional categories 
[45]. Finally, Sur et al. distinguish four themes: systems, 
supervisor, trainee, and clinical factors [46]. To reclassify 

Fig. 1  PRISMA flow diagram
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all these factors, we need comprehensive and mutually 
exclusive categories. Based on these two considerations 
and an inductive approach to the data, we developed the 
following classifications: individual, relational, contex-
tual, and organisational. A total of 29 (64%) articles are 
included in the individual, 21 (47%) in the relational, 19 
(42%) in the contextual and 26 (58%) in the organisational 
category. We describe how various factors can have a 
motivating, hindering or trade-off effect on speaking up 
or remaining silent.

Individual
This category includes 29 of the 45 (64%) reviewed arti-
cles: using surveys (15), interviews (7), mixed methods 
(5) including simulations, vignettes, and focus groups (2). 
Factors influencing speaking-up behaviour at the indi-
vidual level pertain to characteristics intrinsic to the indi-
vidual, such as their profession, perceptions, emotions, 
experiences, and competencies. What position someone 
holds influences the extent to which a person speaks 
up more easily or frequently. On one hand, profession-
als with medical and comparatively higher hierarchical 
positions experience fewer barriers to speaking up about 
patient safety concerns [39, 44, 47–49]. For instance, a 
survey study by Schwappach and Richard among 979 
healthcare professionals shows that nursing experts and 
senior physicians were more likely to report frequent 
speaking-up behaviour compared to others [14]. On the 
other hand, a simulation study by Weiss et al. found no 
significant difference in the frequency of speaking up 
between nurses and physicians [50].

In general, speaking up is seen as risky regardless of 
one’s position, indicating that both nursing and medi-
cal students [32, 51] and registered nurses and doctors 
[52] find speaking up about patient safety-related issues 
challenging or difficult. Healthcare professionals ask 
themselves if it is safe for them to express themselves. 
This question is referred to in various ways in survey 
and focus group studies: perceived personal safety [53], 
psychological safety [54–56], the safety calculus [41], 
lack of safety [57], or safety climate [58]. If healthcare 
professionals perceive the environment as psychologi-
cally unsafe, they fear negative consequences, such as 
negative or harsh reactions or being labelled negative or 
a troublemaker [31, 40, 57, 59], or they are afraid of a bad 
evaluation [52], retaliation [60] or retribution [61, 62]. 
Positive and negative experiences with speaking up influ-
ence someone’s consideration of speaking up again [63, 
64]. Prior negative experiences influence this unsafe feel-
ing and leave healthcare professionals hesitant to speak 
up [57]. If healthcare professionals perceive the environ-
ment as psychologically safe, the frequency of withhold-
ing voice significantly decreases [55]. Perceptions about 

psychological safety are related to environmental influ-
ences but are an individual’s perceptions. Therefore, this 
review categorises this as being on the individual level.

In addition, competence, knowledge, and experience 
affect whether healthcare professionals speak up or 
remain silent. Healthcare professionals believe that high 
interpersonal communication skills, self-advocacy and 
coping skills are required to speak up effectively [55, 57]. 
This applies more to nurses than to doctors. Landgren 
et al. also indicate that interpersonal communication and 
clinical knowledge promote speaking up [53]. A feeling 
that one is not good at this or has insufficient knowledge 
inhibits someone’s speaking-up behaviour. Interview 
studies among nurses, new graduates, and medical train-
ees, the more knowledge they have, the more confident 
they are about speaking up [38, 46, 64, 65]. Also, doctors 
indicate that experience is important for speaking up 
[29]. A lack of communication skills, experience, knowl-
edge and confidence can make the decision to speak up 
more difficult [62]. In general, having more experience is 
related to having more knowledge and better skills.

Relational
This category includes 21 of the 45 (47%) reviewed arti-
cles using mixed methods (8) including focus groups and 
observations and simulations, surveys (7), and interviews 
(6). Factors influencing speaking-up behaviour at the 
relational level pertain to the communication and rela-
tionship between the person speaking up and the actor/
receiver, such as their role or hierarchical differences, 
approachability of the actor or concerns about damaging 
the relationship.

A frequently mentioned inhibitor for speaking up is the 
hierarchical difference between two healthcare profes-
sionals. Umoren et al. conducted a mixed-method study 
among 62 healthcare professionals and state that health-
care professionals of all specialities, professions, and 
experience levels acknowledge that the medical environ-
ment is hierarchical and, therefore, a barrier to speaking 
up [65]. Healthcare professionals with less knowledge, 
experience, or power feel uncomfortable speaking up. 
In Fisher and Kiernan’s interview study, the twelve par-
ticipating nursing students unanimously stated that hier-
archy is an automatic inhibitor to raising concerns with 
more senior or experienced staff [61]. The hierarchical 
difference between the student and the actor often deter-
mines if they speak up or remain silent. Hierarchal and 
power differences are barriers for junior anaesthetists to 
challenge a senior anaesthetist [62], for nurses to speak 
up to a physician or nurse manager [38], or for new grad-
uates to more experienced team members [64]. When 
observing a safety issue, healthcare professionals in lower 
hierarchical positions often doubt their interpretation of 
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the situation, particularly when the actor holds greater 
experience and occupies higher hierarchal status [40]. 
In a survey study among 38 surgical trainees and 23 
attending surgeons, Belyansky et  al. found that hierar-
chical differences had a modest impact on communica-
tion between residents and attendings, with much of the 
dynamic depending on the attending’s personality [66]. 
An approachable attending significantly facilitates resi-
dents’ willingness to speak up. Ng et  al. argue that the 
strong hierarchical culture in Chinese hospitals is a bar-
rier for nurses to speak up to doctors and for younger 
nurses to speak up to more senior nurses, and their role 
is primarily to listen [39]. However, a working environ-
ment without a strong hierarchy between disciplines and 
opportunities for everyone to ask questions and share 
opinions makes it easier to speak up. Besides power dif-
ferences being a barrier to speaking up, healthcare pro-
fessionals with different professions use different kinds of 
power to speak up [67].

To whom someone speaks up also influences speaking-
up behaviour of healthcare professionals. Luff et al. found 
in their survey and vignette study that radiology trainees 
speak up less to attendings than nurses, interns or resi-
dents [51]. Some professions might be more approach-
able than others, but supervisors must be reflective and 
approachable towards new employees such as trainees, 
residents or new graduates [46, 64, 66]. However, some 
supervisors face challenges in encouraging others [45, 
65]. Being approachable and actively inviting input is 
not easy for everyone. Nevertheless, fostering openness 
and responding constructively to concerns play a crucial 
role in facilitating open communication. If the actor’s 
response is of unconstructive nature and unpredictable, 
this acts as a barrier for healthcare professionals to speak 
up [40, 59, 68]. Conversely, a positive reaction encourages 
others to speak up [38]. The predictability of a reaction 
is influenced by familiarity and previous interactions. The 
longer healthcare professionals have worked together, 
the better they understand each other’s likely responses. 
Whereas having no pre-existing relationship is a barrier 
to speaking up [62], developing or having a relationship 
positively influences speaking up [38]. A good relation-
ship between nursing students and their mentors is espe-
cially important because they still have a lot to learn and 
need to be able to ask questions [61, 69]. Good teamwork 
– trusting each other and positive perceptions about the 
collaboration with colleagues – increases speaking up 
[31, 43, 58]. However, when having these relationships, 
healthcare professionals do not want to damage them 
or get others in trouble by speaking up [38, 52, 62, 70]. 
On the one hand, good relations are needed to speak up 
more easily; on the other hand, it can inhibit speaking 
up because it might damage the relationship. However, 

reducing relationship conflicts creates an environment 
where healthcare professionals can speak up more easily 
[39].

Contextual
This category includes 19 of the 45 (42%) reviewed arti-
cles using surveys (8), interviews (6), focus groups (2) and 
mixed methods (3), including focus groups, observations 
and simulations. Factors related to the contextual level 
concern the specific patient safety issue at hand and what 
plays a role in that very specific moment. A factor that 
is related to the context is the type of issue that arises. 
According to Martinez et al., healthcare professionals are 
more likely to speak up about classic patient safety issues 
than unprofessional behaviour [52]. In multiple surveys 
and a simulation study, the frequency of speaking up 
varies per error or rule violation [49, 50, 52, 71]. There 
is a strong motivation to speak up in high-risk situations 
with a significant potential for severe harm to the patient 
[29, 38, 40, 46, 59], or complex patient cases during Mul-
tidisciplinary Team Meetings (MDTM) [43]. However, 
the potential danger or harm to the patient may not be 
immediately clear. For instance, senior anaesthesiolo-
gists might doubt the extent and nature of potential dam-
age to the patient. This doubt influences their decision 
to speak up or remain silent [62]. Sometimes, residents 
do not speak up if they think that an error is not serious 
and would not cause harm to the patient [53]. However, 
healthcare professionals’ ratings of potential harm to the 
patient may differ, and they can have different focuses at 
that moment [40, 63].

Multiple interview, survey and focus group studies 
among different professions show that a high workload 
is a barrier for healthcare professionals to speak up [38, 
44, 53, 57, 64]. Due to high workload, they lack the time 
to speak up or participate in discussions and actions 
prompted by voice [44]. Not having enough time your-
self or seeing that the actor or colleagues have time con-
straints and are distressed leads to remaining silent [38, 
40, 41, 43, 60].

Healthcare professionals can speak up in different con-
texts: in the patient room, operating room, during meet-
ings, and in the corridors, ed. What role professionals 
have in specific contexts influences speaking-up behav-
iour. During MDTMs, nurses have a more passive role 
and speak up less than doctors, compared to other meet-
ings where they have a more active role [43]. When other 
people are present – patient(s), relatives or other caregiv-
ers – healthcare professionals experience this as a barrier 
to speaking up [63, 68]. When the patient and relatives 
are present, they do not want to damage the relationship 
and trust between the patient and their caregiver [38, 63].
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Organisational
This category includes 26 of the 45 (58%) reviewed arti-
cles using surveys (15), interviews (7), focus groups 
(3) and mixed methods (3), including focus groups and 
observations and vignettes. A regular influencing factor 
of speaking up references to the organisational, depart-
mental or institutional culture [42, 46, 65, 71, 72]. In an 
organisational culture with shared values and beliefs 
about patient safety, healthcare professionals speak up 
more easily [44, 64]. Multiple survey and interview stud-
ies among different professions specifically refer to safety 
culture as an important factor for speaking up [31, 38, 51, 
72]. According to Lee et al., patient safety culture consists 
of non-judgemental and non-punitive unit culture, open 
communication for continuous learning, communica-
tion about patient safety issues and priorities, reporting 
patient adverse events, supervisors’ and hospital man-
agement support, and protocols/policies about patient 
safety or speaking up [38, 48]. Having job resources [73, 
74], knowing whom to contact in the organisation [41] 
or procedural clarity about who, when and how to voice 
your concern can promote speaking-up behaviour of 
healthcare professionals [44]. Lack of formal opportuni-
ties, access to information and facilitations or a discour-
aging environment inhibits speaking up [47, 57].

According to Umoren et  al., the leadership approach 
modulates the impact of medicine’s culture on the speak-
ing-up behaviour of healthcare professionals [65]. Lead-
ers’ explicit invitation to speak up motivated healthcare 
professionals to speak up about patient care concerns. 
The actions of leaders play an important role in others’ 
speaking-up behaviour [44, 64]. When healthcare pro-
fessionals perceive their leaders to support speaking-up 
behaviour, they are less hesitant to speak up. Multiple 
studies among different professions show that supervi-
sors and managers with an open, supportive and proac-
tive attitude towards patient safety act as a motivation to 
speak up [38, 41, 43, 74]. The extent to which managers 
are trusted and seen to solicit and listen to suggestions on 
(patient safety) issues enhances speaking-up behaviour of 
nurses [33, 43, 73, 75]. Contrarily, perceptions that man-
agers did not address raised concerns, did not prioritise 
safety concerns or were retaliatory to staff who spoke 
up acted as a barrier to speaking-up behaviour [31]. In 
highly challenging environments where nurses experi-
ence abusive supervision – characterised by persistent 
displays of hostile verbal and non-verbal behaviours by 
supervisors – or feel professional disrespect by doctors, 
nurses are more likely to withhold their concerns about 
patient safety [76, 77].

An often mentioned and important theme or fac-
tor is speaking up’s (perceived) efficacy. Speaking up 
might feel ineffective because healthcare professionals 

feel or experience that nothing is being done about the 
raised patient safety concerns [40, 56, 57, 59, 64]. It 
causes healthcare professionals to feel not taken seri-
ously, frustrated, powerless and unheard [41, 53, 57]. A 
non-encouraging environment and high feelings of res-
ignation are associated with withholding voice [14, 59]. 
However, when healthcare professionals speak up and 
see that things can change and have positive experiences 
with speaking up, this motivates them to continue doing 
this [41]. Healthcare professionals must receive feedback 
when they speak up; they want to know what is done with 
their concerns and be heard [42].

Discussion
Theoretical implications
Given the rapid increase in research on the factors influ-
encing healthcare professionals’ speaking-up behaviour 
in relation to patient safety, this review aimed to provide 
an updated synthesis of the current literature. Providing 
a multi-layered framework categorising the influenc-
ing factors and offering a comprehensive perspective on 
these factors and categories. A total of 45 publications 
met our selection criteria and were incorporated into a 
multi-layered framework. The majority of studies took 
an exploratory approach, yielding a broad range of influ-
encing factors, indicating that the decision for healthcare 
professionals to speak up is complex and might be chal-
lenging [32, 39]. However, the diversity and distribution 
of information make it challenging to design and imple-
ment effective interventions to enhance speaking-up 
behaviour, thereby improving patient safety and quality 
of care. Our review and multi-layered framework help to 
understand why healthcare professionals speak up or not 
and contribute to a clear presentation of the various influ-
encing factors. The framework consists of four catego-
ries: individual, relational, contextual and organisational. 
This framework aligns, to some extent, with the classi-
fications found in single case studies [44–46] and other 
more focused or broader reviews [7, 35]. Unlike prior 
research focussing on specific professions or regions, this 
study considers a wide range of healthcare professionals 
in hospital settings, this inclusivity improves the general-
isability of the findings.

This comprehensive, multi-layered framework offers 
researchers a structured approach to designing research 
and analysing factors that influence speaking-up behav-
iour among healthcare professionals. Within the con-
text of the empirical research cycle [78], this framework 
facilitates a deductive methodology for examining these 
influencing factors. This represents a progression from 
the predominantly inductive approaches employed in the 
reviewed studies, thereby providing a logical next step in 
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advancing the understanding of speaking-up behaviour 
in hospital settings.

Practical implications
Additionally, this framework can assist practitioners 
and researchers in developing interventions to enhance 
the speaking-up behaviour of healthcare professionals. 
To date, speaking-up interventions have not yielded the 
desired outcomes [79, 80]. O’Donovan et  al. conducted 
a review on the effectiveness of speaking-up interven-
tions in healthcare and recommended developing strat-
egies that target not only the individual but also team 
and organisational levels  [79]. Other reviews have also 
emphasised the importance of multifaceted approaches, 
suggesting, for example, providing speaking-up training 
to professionals [35, 56, 81], improving the work envi-
ronment [34, 35], and, most frequently, fostering a posi-
tive speaking-up culture [34, 35, 81–83]. To create such 
a culture, recommendations include fostering a psycho-
logically safe environment, promoting inclusive leader-
ship, implementing effective voice systems or channels, 
providing role models, and enhancing interpersonal rela-
tionships within the workplace. However, as noted by 
Jones et al., a ‘one-size-fits-all’ approach is unlikely to be 
effective in creating a more open and supportive speak-
up culture [80]. They also state that pre-existing socio-
cultural relationships, workplace hierarchies, perceptions 
of speaking up and other social and workplace barriers 
are often overlooked when implementing speaking up 
training.

Our findings can guide the development of policies and 
training interventions aimed at reducing barriers and 
enhancing enablers for speaking-up behaviour tailored 
to specific organisational contexts. Our results show that 
58% of the reviewed articles are included in the organisa-
tional category, showing the importance of external fac-
tors. In addition, 64% of the articles are included in the 
individual category, including articles about perceived or 
psychological safety. We do acknowledge that perceived 
and psychological safety are influenced by external (rela-
tional, contextual and organisational) factors [30, 41]. 
Therefore, a systems perspective is essential, emphasiz-
ing the need to address multiple categories of influence 
– individual, relational, contextual and organisational. 
Adopting a systems perspective and examining all four 
categories allows for better identification of underlying 
problems and targeted action [84]. For instance, train-
ing individuals to be assertive and speak up is insuf-
ficient if their efforts are met with negative reactions 
from leaders or colleagues. Continuous improvements 
require addressing the broader system, including training 
leaders and receivers, framing speaking up as a shared 

accomplishment and co-creating contexts of shared 
accountability [85, 86].

While the ultimate decision rests with the individual, the 
organisational environment plays a pivotal role in shaping 
their perception of safety and effectiveness [12, 15, 34, 41, 
57]. Interventions should aim for the highest level in the 
hierarchy of control from occupational safety, which pri-
oritises systemic, collective and organisational measures 
before focussing on individual-level strategies [87]. By 
improving working conditions, implementing supportive 
policies, and fostering open communication, leaders and 
policymakers can create environments that empower indi-
viduals to speak up and drive sustainable change.

Limitations
This review has several limitations regarding the stud-
ies included in this review and the review process. First, 
most studies included in this review employed qualita-
tive methods to explore factors influencing speaking-up 
behaviour among healthcare professionals. When applied 
rigorously and reported transparently, such methods can 
yield valuable insights. However, they also have some 
limitations. For instance, some studies lacked detailed 
descriptions of results, offering only quotes without 
sufficient explanation, which can confuse readers and 
obscure key findings [46, 60]. Additionally, the flex-
ibility inherent in qualitative research allows research-
ers to define themes and categories freely. While useful 
for exploration, this flexibility complicates comparisons 
across studies. For instance, similar concepts may be 
labelled differently, such as "psychological safety" versus 
"perceived personal safety," or identical terms like "per-
sonality" may refer to different constructs, such as "being 
vocal" [46], and “attitude” [60]. Second, the evidence in 
this review mostly includes ‘WEIRD’ studies; only ten 
studies are conducted in other countries, of which four 
are in South Korea. Both Lee et al. and Ng et al. indicate 
that culture (South Korean or Chinese) influences speak-
ing-up behaviour of nurses [38, 39]. The strong hierarchy 
and valuing good relationships, in particular, influence 
this behaviour [38, 70]. More research is needed to define 
cultural differences and the impact on speaking-up 
behaviour of healthcare professionals in hospitals.

This review process has three key limitations. First, we 
critically assessed whether articles defined or explained 
the concept of speaking up, including only those with a 
definition or alignment with the definition of Kane et al. 
[9]. Articles lacking a clear definition were excluded, 
which may have led to overlooking relevant studies. Con-
sistent with other researchers [7, 9, 13], we advocate for 
greater consistency in defining concepts like employee 
voice and speaking up. Too often, speaking up is treated 
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as a self-evident concept, yet it is conceptually linked to 
reporting, whistleblowing, organizational silence, and 
moral courage, which may lead to confusion. Second, this 
review focuses on factors influencing speaking-up behav-
iour among healthcare professionals in a hospital setting, 
which may limit its applicability in other healthcare set-
tings. Finally, this review does not establish the relation 
between all factors identified, nor does it fully explain 
the interrelations between the different categories [81]. 
This was beyond the scope of our review, as many of 
the included studies were exploratory and qualitative in 
nature. Future research would benefit from investigat-
ing these relationships more systematically to provide a 
deeper understanding of how the categories interact.

Future research
Given that most studies adopt an inductive approach and 
speaking up training programs do not have the desired 
outcomes, we recommend a different research direc-
tion. Based on this review and aligned with the empiri-
cal research cycle [78], it would be valuable to conduct 
case studies using the proposed framework to determine 
which factors across all categories of our multi-layered 
framework play a role in speaking up. This approach 
could then inform specific, actionable recommendations 
grounded in the hierarchy of controls, offering more 
effective strategies to address the barriers and facilitators 
of speaking up in hospital settings.

Furthermore, our review focused exclusively on speak-
ing up about patient safety concerns and quality of care, 
excluding issues related to working conditions [6], worker 
well-being [2] or unprofessional behaviour [88], despite 
evidence that these factors also impact patient safety 
and quality of care [89, 90]. Unprofessional behaviour is 
more frequently observed than traditional patient safety 
threats, and healthcare professionals think it is more 
challenging to speak up about this [51, 52]. If unprofes-
sional behaviours like bullying and incivility are present 
in the workplace, healthcare professionals feel less con-
fident and psychologically unsafe, have reduced trust in 
teams, and the organisational culture is more accepting 
of mistakes [81]. In such environments, the chances of 
more unprofessional behaviour, reduced staff well-being 
and reduced patient safety and quality of care are higher. 
However, in a study by Lee et al., nurses with perceived 
impact and psychological safety had lower levels of burn-
out through voice [56]. However, studies focussing on 
speaking up about unprofessional behaviour are limited 
compared to speaking up about traditional patient safety 
concerns. Wilkinson et al. argue that speaking up about 
patient safety concerns and unprofessional behaviour 
might be interconnected, but different kind of research 
is needed to confirm this relationship [91]. We suggest 

using our multi-layered framework to systematically 
study factors influencing speaking up about unprofes-
sional behaviour or other work environment concerns 
because maybe similar mechanisms influence such 
speaking-up behaviour.

Conclusion
This systematic literature review synthesizes the fac-
tors influencing speaking up among healthcare profes-
sionals in hospital settings. Our analysis resulted in a 
multi-layered framework of four interrelated categories: 
individual, relational, contextual and organisational. This 
framework underscores the complexity and multifaceted 
nature of speaking up, shaped by dynamic interactions 
across these categories. Adopting a systems perspective 
is essential for identifying barriers and opportunities to 
design effective speaking up interventions. Our frame-
work provides a foundation for more focused research 
and practical guidance for organisations. By addressing 
factors across all categories, healthcare leaders can fos-
ter environments that encourage speaking up, improving 
open communication, patient safety, and quality of care.
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