Appendix 1. Analysed survey structure and item wording
The variables and 23 Likert items available in the analytic dataset are listed below. This appendix reflects the survey structure that could be verified from the available dataset and should not be interpreted as evidence that the original questionnaire was a psychometrically validated scale. Likert items were scored from 1 = strongly disagree to 5 = strongly agree.
A. Informed consent to participate
1. Do you agree to participate in this study? (Yes/No). Participants who selected 'Yes' continued to the questionnaire; those who selected 'No' exited the survey and contributed no research data.
B. Demographic, professional, and institutional variables
	Variable
	Response options

	Professional role
	Anaesthesiologist; Anaesthesia technician/technologist; Anaesthesiology resident

	Sex
	Female; Male

	Age group
	≤25; 26-30; 31-35; 36-40; 41-45; ≥46

	Experience in anaesthesia
	<1 year; 1-3 years; 4-6 years; 7-10 years; 11-15 years; ≥16 years

	Institution type
	State hospital; Training and research hospital; University hospital; Private hospital

	Current work setting (multiple responses)
	Operating room; Intensive care unit; Pain clinic; Palliative care; Non-operating-room anaesthesia

	Average on-call shifts per month
	None; 1-3; 4-6; 7-9; ≥10

	Formal incident/complication reporting system at institution
	Yes; No; Do not know

	Formal training on the reporting system
	Yes; No

	Frequency of feedback after incident reporting
	Never; Rarely; Sometimes; Often; Always

	Complication/near miss in the past 12 months
	Yes; No


C. Five-point Likert items
Response scale: 1 = Strongly disagree; 2 = Disagree; 3 = Neither agree nor disagree; 4 = Agree; 5 = Strongly agree.
1. Near-miss events should be reported even when no patient harm occurs.
2. I believe that incident reporting improves patient safety.
3. When incidents are not reported, the health system loses opportunities to learn.
4. A heavy clinical workload makes incident reporting more difficult.
5. The current reporting system is not practical or user-friendly.
6. I would report more incidents if the reporting process were faster and simpler.
7. I worry about being personally blamed when I report an incident.
8. I think incident reporting may lead to legal or administrative consequences.
9. Staff who report incidents are supported and not blamed in my institution.
10. Complications are generally addressed as system problems rather than individual errors.
11. Managers explicitly encourage incident reporting.
12. I believe that processes following incident reports are handled fairly and transparently.
13. I receive feedback about the outcome after I report an incident.
14. I see incident reporting lead to tangible changes in clinical practice.
15. I do not think incident reporting provides meaningful benefit in practice.
16. A complication or near miss that I experience stays on my mind for a long time.
17. I experience a temporary loss of professional confidence after such events.
18. Staff who experience a complication receive psychological or professional support in my institution.
19. The stress I experience reduces my willingness to report incidents.
20. Hierarchy within the anaesthesia team makes incident reporting more difficult.
21. Reporting incidents is more difficult for residents and technicians/technologists.
22. I would report more incidents if the reporting system were improved.
23. Regular training on incident reporting would increase my willingness to report.
Appendix 2. Exploratory comparisons of Likert items by professional role
Values are presented as median [interquartile range]. H denotes the Kruskal-Wallis statistic. Holm-adjusted p values account for the 23 omnibus comparisons. epsilon-squared (ε²) is reported as an approximate effect-size measure.
	Item
	Anaesthesiologist
	Technician/
technologist
	Resident
	H
	Holm-adjusted p
	ε²

	1. Near-miss events should be reported even when no patient harm occurs.
	5 [5-5]
	5 [4-5]
	5 [4-5]
	11.23
	0.018
	0.022

	2. I believe that incident reporting improves patient safety.
	5 [4-5]
	5 [4-5]
	5 [4-5]
	5.30
	0.084
	0.008

	3. When incidents are not reported, the health system loses opportunities to learn.
	5 [4-5]
	5 [4-5]
	5 [4-5]
	7.14
	0.084
	0.012

	4. A heavy clinical workload makes incident reporting more difficult.
	5 [4-5]
	5 [4-5]
	5 [4-5]
	7.75
	0.083
	0.014

	5. The current reporting system is not practical or user-friendly.
	5 [4-5]
	4 [3-5]
	4 [3-5]
	27.80
	<0.001
	0.062

	6. I would report more incidents if the reporting process were faster and simpler.
	5 [4-5]
	4 [4-5]
	4 [3.5-5]
	6.37
	0.084
	0.010

	7. I worry about being personally blamed when I report an incident.
	5 [4-5]
	4 [3-5]
	4 [3-5]
	26.87
	<0.001
	0.059

	8. I think incident reporting may lead to legal or administrative consequences.
	5 [4-5]
	4 [3-5]
	4 [3-5]
	28.44
	<0.001
	0.063

	9. Staff who report incidents are supported and not blamed in my institution.
	5 [3-5]
	3 [3-4]
	3 [3-4]
	60.23
	<0.001
	0.139

	10. Complications are generally addressed as system problems rather than individual errors.
	5 [3-5]
	3 [3-4]
	3 [3-4]
	58.88
	<0.001
	0.136

	11. Managers explicitly encourage incident reporting.
	5 [3-5]
	3 [3-4]
	3 [2-4]
	47.32
	<0.001
	0.108

	12. I believe that processes following incident reports are handled fairly and transparently.
	5 [3-5]
	3 [2-4]
	3 [2-3.5]
	74.77
	<0.001
	0.174

	13. I receive feedback about the outcome after I report an incident.
	5 [3-5]
	4 [3-4]
	3 [3-4]
	50.32
	<0.001
	0.115

	14. I see incident reporting lead to tangible changes in clinical practice.
	5 [3-5]
	3 [3-4]
	4 [3-4]
	52.92
	<0.001
	0.122

	15. I do not think incident reporting provides meaningful benefit in practice.
	5 [3-5]
	3 [2-4]
	3 [2-4]
	51.33
	<0.001
	0.118

	16. A complication or near miss that I experience stays on my mind for a long time.
	5 [4-5]
	4 [4-5]
	4 [4-5]
	31.55
	<0.001
	0.071

	17. I experience a temporary loss of professional confidence after such events.
	5 [4-5]
	4 [2-4]
	4 [3-4.5]
	54.33
	<0.001
	0.125

	18. Staff who experience a complication receive psychological or professional support in my institution.
	5 [3-5]
	3 [2-4]
	3 [2-3]
	62.50
	<0.001
	0.144

	19. The stress I experience reduces my willingness to report incidents.
	5 [3-5]
	4 [3-4]
	4 [3-4]
	30.30
	<0.001
	0.068

	20. Hierarchy within the anaesthesia team makes incident reporting more difficult.
	5 [3-5]
	4 [3-5]
	4 [3-4]
	21.10
	<0.001
	0.046

	21. Reporting incidents is more difficult for residents and technicians/technologists.
	5 [4-5]
	4 [3-5]
	4 [4-4.5]
	19.86
	<0.001
	0.043

	22. I would report more incidents if the reporting system were improved.
	5 [4-5]
	4 [4-5]
	4 [4-5]
	23.25
	<0.001
	0.051

	23. Regular training on incident reporting would increase my willingness to report.
	5 [4-5]
	4 [3-5]
	4 [4-5]
	26.00
	<0.001
	0.057


For selected items, Holm-adjusted post-hoc Mann-Whitney U comparisons were as follows: Item 7, anaesthesiologist vs technician/technologist p < 0.001 and anaesthesiologist vs resident p < 0.001; Item 8, p < 0.001 for both comparisons; Item 9, p < 0.001 for both; Item 13, p < 0.001 for both; Item 18, p < 0.001 for both; Item 20, p < 0.001 for both; and Item 21, p < 0.001 for both. No significant difference was identified between technicians/technologists and residents for these selected items. These post-hoc analyses were exploratory.

