Biomedical Sciences and Clinical Medicine 2022;61(1):40-8.
doi:10.12982/CMUBSCM.2022.06
https://www.med.cmu.ac.th/bscm/

Original Article Open Access

Team Psychological Safety and Voice of Nurses in Affiliated Hospitals of
Guangxi University of Chinese Medicine, the People’s Republic of China

Menggi Zhongs, Thitinut Akkadechanunt: and Bunpitcha Chitpakdee

Faculty of Nursing, Chiang Mai University, Chiang Mai, Thailand

Correspondence: Thitinut Akka-
dechanunt, Ph.D., RN, Faculty of
Nursing, Chiang Mai University,
110/406, Inthawaroros Road,
Sriphum District, Chiang Mai
50200, Thailand.

E-mail: thitinut.a@cmu.ac.th

Received: April 23, 2021;
Revised: August 2, 2021;
Accepted: August 4, 2021

© The Author(s) 2022. Open Access

(©MOom

This article is license under a
Creative Commons Attribution 4.0
International License, which permits
use, sharing, adaptation, distribution
and reproduction in any medium or
format, as long as you give appropriate
credit to the original author(s) and the
source, provide a link to the Creative
Commons license, and indicate if
changes were made.

ABSTRACT

OBJECTIVE To explore team psychological safety and voice of Chinese nurses
and examine the relationship between team psychological safety and the voice
of nurses in China.

METHODS A descriptive correlational study was conducted among 417 nurses
who had worked at least one year in three affiliated hospitals of Guangxi Uni-
versity of Chinese Medicine, the People’s Republic of China. Data was collect-
ed using a set of questionnaires consisting of Demographic Data Form, Team
Psychological Safety Climate Scale (TPSCS), and Employee Voice Scale (EVS).
The validity of the research instruments was tested by the original authors
of the questionnaires. The Cronbach’s alpha coefficients of the TPCSC and
EVS were 0.96 and 0.91, respectively. Descriptive statistics and Spearman’s
Rank-order Correlation were used to analyze the data.

RESULTS The nurses perceived both team psychological safety and voice of
nurses at a moderate level. Team psychological safety and voice had a strong
positive correlation (r = 0.51, p < 0.01). The dimensions of speak one’s mind
freely, respect each other, interpersonal risk-taking, and mutual trust were
found to be positively associated with voice (r = 0.38, 1 = 0.48,r = 0.16,and r =
0.47, p < 0.01, respectively).

CONCLUSIONS When nurses perceive psychological safety in their team, they
are more likely to express ideas, information, opinions, and make cooperative
contributions to the work unit and to the hospital. These findings can help
guide hospitals and nursing administrators in developing strategies to im-
prove team psychological safety which will lead to an increase in the voice of
nurses.

KEYWORDS team psychological safety, voice, Chinese nurses

INTRODUCTION

Nurses constitute the majority of healthcare
professionals and work closely with patients;
they are responsible for observing and detect-
ing early signs of unsafe conditions of patients
(1). Having nurses be willing to speak up about
behavior that violates safety rules and poten-
tial mistakes is essential to enhancing patient
safety and quality of care as well as to pre-
venting patient harm, e.g., medication errors,
infection, and other sentinel events (2). It has

been reported that most critical adverse events
are the consequence of the failure of healthcare
professionalstospeakup, eventswhich eventu-
ally result in harm to the patient (3). However,
speaking up can be challenging for nurses.
They may be reluctant to voice their opinions
about work-related issues because they believe
that open discussion or sharing their thoughts
could adversely affect their position. They are
concerned that they would appear to be a prob-
lematic person, or that their suggestions and
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ideas would not result in any changes (4). Fur-
thermore, when nurses are involved in adverse
events, they become secondary victim and can
become greatly affected by a series of psycho-
logical and psychosomatic symptoms such as
anxiety, remorse, symptoms of depression,
difficulty sleeping, and fear of future errors. If
these feelings or symptoms are not properly
addressed, they tend to negatively affect inter-
personal relationships as well as the quality of
communication in the workplace (5).

Furthermore, in a healthcare team, nurses’
voice plays a significant role in improving team
performance (6). Providing opportunities for
nurses to share ideas and speak up about
work-related concerns can increase their job
satisfaction, reduce burnout rate, and thereby
reduce the turnover of nurses (7). In recent years,
nurses’ voice has drawn extensive attention
because of the benefits to patients, nurses, and
the entire organization. Thus, encouraging
nurses to express their voice in the organiza-
tion is important and needs to be given more
attention.

Voice is challenging-promotive extra-role
behavior that is intended to improve the status
quo (8). It could be future-oriented promotive
expressions that aim at making innovative and
constructive suggestions for change, or pro-
hibitive expressions that focus on pointing out
existing or potential harmful practices in the
organization (9). In nursing, voice includes an
array of behaviors in which nurses proactively
speak up about concerns, report potential mis-
takes, and make suggestions related to patient
safety and improving the workplace status quo
(10). Nurses’ voice hasbeen studied in previous
research; however, the findings have yielded
different results. Studies conducted in the con-
text of Chinese nursing have reported low to
moderate levels of nurses’ voice (11-13). The
voice of nurses can be affected by various factors,
e.g., personality (12), leadership behavior (14),
and team psychological safety (15). Recent
research has primarily explored associations
between voice and individual differences or
interpersonal factors, while rarely paying at-
tention to the influence of psychological an-
tecedents of promotive and prohibitive voice.
Voice is intentional behavior. According to the
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theory of planned behavior, its occurrence may
be contributed to by a variety of psychological
antecedents (9).

Team psychological safety, defined as a
shared belief in a team (16), allows members to
express their thoughts freely, to have respect
for each other’s opinions and ways of doing
things, to be able to speak up without worry
about offending others or creating interper-
sonal issues and to have trust in other team
members (17). Previous research on psycho-
logical safety has focused on exploration at the
individual or organizational level. Psychologi-
cal safety in the context of nursing should focus
on the nursing team as the team members are
influenced by the same set of team structures
(16). Ina psychologically safe team, nurses can
effectively develop and maintain supportive
and trusting interpersonal relationships. They
are encouraged to proactively speak up about
work-related concerns, to voice constructive
suggestions, and to raise objections without
fear of offending others (18). Most studies con-
ducted in China on the levels of nurses’ team
psychological safety reported inconsistent
findings, ranging from low to moderate (19-
21). Extensive reviews of nursing research lit-
erature have shown that team psychological
safety is important and has been found to be
associated with the voice of nurses. To date,
however, there have been no studies conducted
on the nursing profession in China. There is a
clear need to explore team psychological safety
and voice and the relationship among nurses in
China.

METHODS
Study design

A descriptive correlational study was con-
ducted to determine the level of team psycho-
logical safety and voice among Chinese nurses
and to explore the relationship between team
psychological safety and voice.

Study setting, participants

The present study was conducted in three
university hospitals in Guangxi Zhuang Auto-
nomous Region, the People’s Republic of China.
The population of this study included 2,926
nurses who were currently working at affiliated
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hospitals of the Guangxi University of Chinese
Medicine. Yamane’s formula (22) was used
to calculate the sample size with a statistical
significance level of .05. In consideration of
the possible loss of participants, an additional
20% was added to the calculated sample size. A
total of 422 questionnaires were distributed to
nurses, of which 420 were returned. Of those,
417 completed questionnaires (99.29%) were
included in the data analysis. We used a pro-
portional stratified random sampling method
to determine the number of participants from
each department in the three hospitals. The
participants were selected by a simple random
sampling method from the list of names of
nurses in each hospital. The inclusion criteria
were: 1) nurses who had worked for their hos-
pital for at least one year, and 2) nurses who
worked in inpatient or outpatient departments
and who provided direct nursing care to pa-
tients. The exclusion criteria were 1) individuals
in the position of head nurse, nurse supervisor,
or director of the nursing department, 2) nurses
on maternity leave, sick leave, vacation, or
continuing education, and 3) nurses who had
participated in the reliability test.

Data collection

Data collection was done using a set of
questionnaires consisting of three parts 1)
the Demographic Data Form, developed by
the researcher, which contained items about
age, gender, marital status, educational level,
working department, professional title, and
working experience, 2) the Team Psychologi-
cal Safety Climate Scale (TPSCS), developed by
Wu and Chen (17), which consisted of 16 items
and four dimensions: ability to speak one’s
mind freely, respect for each other, interper-
sonal risk-taking, and mutual trust (each di-
mension contained four items), and 3) the Em-
ployee Voice Scale (EVS), developed by Liang
et al. (9), which consisted of 10 items and two
dimensions: promotive voice (five items) and
prohibitive voice (five items). All items of the
TPSCS and EVS were rated on a five-point Likert
scale ranging from 1 “strongly disagree” to 5
“strongly agree.” The higher the score of both
TPSCS and EVS, the higher level of nurses’
team psychological safety and voice. The vali-
dity of the research instruments was tested
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by the original authors of those instruments.
The reliability of both instruments was tested
among 15 nurses in three hospitals. The Cron-
bach’s alpha coefficient of the TPSCS was 0.96
and the dimensions of speak one’s mind freely,
respect each other, interpersonal risk-taking,
and mutual trust were 0.93, 0.81, 0.93, and 0.83,
respectively. The Cronbach’s alpha coefficient
of EVS was 0.91 and the dimensions of promo-
tive voice and prohibitive voice were 0.75 and
0.89, respectively.

The data collection was conducted in March
and April 2020. After obtaining permission for
data collection, the researchers distributed
the packages of questionnaires, including in-
formed consent forms, to each participant.
Research coordinators selected by the directors
of the nursing departments were responsible
for collecting the completed questionnaires
in sealed envelopes and depositing them in
designated boxes after two weeks and returning
them to the researcher. The researcher checked
the questionnaires for completeness before
data analysis.

Data analysis

Data analysis was conducted using the Sta-
tistical Package for the Social Sciences Statis-
tics (SPSS Statistics 23.0). Descriptive statistics
(frequency, percentage, mean, standard devi-
ation) were used to analyze demographic data
and the team psychological safety and voice.
Kolmogorov-Smirnov Z (KS) was used to test
the data distribution. As the data distribution
violated the assumption of normality, Spear-
man’s rank correlation coefficient was used
to analyze the correlation between variables.
Based on Grove, Burns, and Gray (23), a positive
value signified a direct correlation, a negative
value indicated an inverse correlation. Corre-
lation coefficient (r) values < 0.30 represented
a weak correlation, 0.30 > r < 0.50 signified a
moderate correlation, and r > 0.50 indicated a
strong correlation. A p-value of less than 0.05
was considered statistically significant.
Ethical considerations

The research was approved by the Research
Ethics Committee of the Faculty of Nursing,
Chiang Mai University, Thailand (IRB certificate
of approval number 013/2020). Permission for
data collection was obtained from the directors
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of the nursing departments in the three hospi-
tals. All participants were given information
and a thorough explanation of the study. They
agreed to participate in this study and signed
informed consent forms. Information regarding
the participants was kept confidential and their
identities were not disclosed. Only code num-
bers were used for questionnaire follow-ups.

RESULTS

As displayed in Table 1, the mean age of the
participants was 30.79 (SD = 5.98), and most
(60.43%) were between 22 and 30 years of
age. Almost all the participants were female
(97.60%), and most (60.19%) were married. A

majority (71.22%) held a bachelor’s degree in
nursing, and 58.27% worked in a medical and
surgical department. About half (53.72%) had
obtained the professional title of Senior Nurse.
Most of the participants (73.86%) had working
experience of between 2 to 10 years, while the
others had over 10 years’ experience.

As shown in Table 2, nurses perceived the
level of overall team psychological safety as
moderate (mean = 3.47, SD = 0.49). The four
dimensions, including speaking one’s mind
freely (mean = 3.41, SD = 0.56), interpersonal
risk-taking (mean =3.12,SD = 0.54),and mutual
trust (mean = 3.57, SD = 0.67) were perceived
as moderate, but the dimension of respect each

Table 1. Demographic characteristics of the participants (N = 417)

Demographic Characteristics

Frequency (n) Percentage (%)

Age (years) (mean = 30.79, SD = 5.98, range = 22-58)

22-30 252, 60.43
31-40 134 3213
41-50 27 6.48
>50 4 0.96
Gender
Female 407 97.60
Male 10 2.40
Marital Status
Married 251 60.19
Single 163 39.09
Divorced 3 0.72
Educational Level
Diploma 2 0.48
Associate Degree 117 28.06
Bachelor Degree 297 71.22
Master Degree 1 0.24
Working Department
Medical Department 153 36.69
Surgical Department 90 21.58
Outpatient Department 6/ 15.35
Operating Room 31 7.43
Obstetrics-Gynecology Department 30 7.19
Pediatrics Department 19 4.56
Intensive Care Unit 17 4.08
Emergency Room 13 3.12
Professional title
Senior Nurse 22/ 53.72
Nurse-in-Charge 104 24.94
Junior Nurse 76 18.22
Associate Chief Nurse 11 2.6/
Chief Nurse 2 0.48
Working Experience (mean = 8.65, SD = 6.62, range = 2-37)
2-10 308 73.86
11-20 81 19.42
21-30 22 5.28
>30 6 1.44
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Table 2. Descriptive statistics for study variables (N = 417)

Variable Mean SD Level
Team Psychological Safety
Overall team psychological safety 3.47 0.49 Moderate
Speak one’s mind freely 3.41 0.56 Moderate
Respect each other 3.77 0.75 High
Interpersonal risk-taking 3.12 0.54 Moderate
Mutual trust 3.57 0.67 Moderate
Voice
Overall voice 3.66 0.51 Moderate
Promotive voice 3.81 0.59 High
Prohibitive voice 3.52 0.57 Moderate

other was perceived as high (mean = 3.77, SD =
0.75). The overall voice and the prohibitive voice
as perceived by nurses were rated as moderate
(mean = 3.66, SD = 0.51; mean = 3.52, SD = 0.57,
respectively), while the promotive voice was
rated as high (mean = 3.81, SD = 0.59).

As presented in Table 3, the results revealed
a strong positive correlation between overall
team psychological safety and voice (r = 0.51,
p <.01). Additionally, the dimensions of speak
one’s mind freely, respect each other, inter-
personal risk-taking, and mutual trust were
significantly and positively associated with
voice (r=0.38,r=0.48,r=0.16,andr = 0.47,p <
0.01, respectively).

DISCUSSION

The results of the current study demon-
strate that the nurses perceived team psycho-
logical safety at only a moderate level. This
result is consistent with the results of Zou and
Chen (21) and Yuan et al. (20), but not with the
results of Yan and Kang (19) which reported a
low level of team psychological safety. Some
possible explanations for this divergence are
explored below. First, the professional status
of nursing may influence nurses’ perception
of team psychological safety. Healthcare exists
as a well-entrenched status and hierarchical
culture in which individuals with higher pro-
fessionally-derived status seem to perceive a
higher level of team psychological safety (24).
In China, the professional status of nurses is
generally reflected in the hierarchical division
of the ladder of the nurse management sys-
tem. Based on educational background, work-
ing experience, and work performance, nurses
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Table 3. Correlations among study variables (N = 417)

Team psychological safety Voice
Overall 0.51"
Speak one’s mind freely 0.38"
Respect each other 0.48"
Interpersonal risk-taking 0.16™
Mutual trust 0.47""

' p<.01

have been classified into five levels from novice
to expert, namely, junior nurse, senior nurse,
nurse-in-charge, associate chief nurse, and chief
nurse (25). Promotion to each level involves
correspondingly rigorous assessment and
evaluation criteria. In a nursing team, nurses
with higher professional status generally act as
the backbone of the team. In addition to pro-
viding patient care services, they also assume
responsibility for mentoring junior nurses,
carrying out scientific research projects, and
monitoring clinical nursing quality, and thus
have more right to speak up than other mem-
bers of the team. In the present study, 71.94%
of the participants were in a relatively low
professional status (junior nurses and senior
nurses); only 3.12% were in a high professional
status (associate chief nurses and chief nurses).
Most of the nurses (308) had working experience
of between 2-10 years and had developed team-
work to some degree, but not to the highest
level. This could explain the moderate level of
team psychological safety.

Second, the familiarity between team mem-
bers may be an enabler of team psychological
safety. Due to the interdependent nature of
nursing work, nurses in a team usually com-
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municate, collaborate, and share information
with their team members in routine work face
to face, which is bound to create familiarity
among team members and to enhance their
trust and tacit understanding of relationships
(26). To some extent, the degree of cultivation
of familiarity between team members is based
on the level of stability of the team. When new
members regularly join a team, team stabili-
ty will be negatively affected and the building
and maintenance of team psychological safe-
ty will become challenging (27). When nurses
are employed by a hospital, they are assigned
to different clinical nursing units according to
each unit’s workforce demand. To ensure the
stability of the nursing team, nurses continue
in their unit of initial assignment after that and
are rarely transferred to other units. Our study
found that the participants’ average length of
working with their current team was 8.65 years
which indicates sufficient team composition
stability to allow the team’s psychological
safety to develop.

Another finding of this study was that nurses
perceived the overall voice as being at a mod-
erate level. This is consistent with the results
of Wang and Zu (11), while inconsistent with
the result of a study conducted by Yi et al. (12)
which reported a low level of nurses’ voice.
The first reason for this finding in the present
study is related to organizational factors. The
participants in this study were nurses working
in tertiary hospitals. Compared to lower-level
hospitals, tertiary hospitals pay more atten-
tion to the cultivation of nurses’ voice, focus-
ing more specifically and comprehensively on
aspects of voice platform establishment, voice
training project implementation, and environ-
ment creation (28). Hospital managers provide
opportunities for nurses to voice their concerns
through various channels, e.g., regular forums,
seminars, quality control circles, questionnaires,
and suggestion boxes, which are designed to
encourage nurses to participate in the process of
decision-making (29). Furthermore, the non-
punitive system related to nurses reporting
adverse events creates a psychologically secure
environment that encourages nurses to proac-
tively report patient safety issues. In practice,
however, despite the establishment of a non-
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punishment nursing adverse events reporting
system, the willingness of nurses to report
adverse events appears to be lower than would
be expected. The reason may be that the system
is not fully implemented and/or that the name
of the person reporting an event is not kept
confidential (12).

Another reason for the relatively higher
level of voice among tertiary hospital nurses
may be related to demographic factors. In the
current study, the mean period of work of the
participants was 8.65 years, so they had ac-
cumulated a certain level of work experience
through day-to-day practice, making it easier
for them to detect work-related problems,
raise constructive suggestions and brainstorm
new ideas. As other studies have shown, the
longer an employee works in their post, the
greater the frequency of their voice (13). An-
other possible factor is education level. In this
study, 71.22% of the nurses held a bachelor’s
degree compared to 42.1% of nurses in primary
and secondary hospitals (28). That higher level
of education makes the nurses more likely to
participate in the operation and management
of decision-making and to put forward view-
points reflecting their values and using their
influence (11). Another demographic factor that
might have had a lowering effect on the voice
of nurses was professional titles. Almost 70
percent of the nurses in this study were clin-
ical nurses. In that capacity, they focus more
on routine work than on proposing their ideas
for preventing adverse events in their unit
which may have led to the only moderate level
of voice.

As anticipated, the results of this study sug-
gest that team psychological safety is mod-
erately positively associated with the voice of
nurses. That is consistent with the results of a
study conducted in the Netherlands by Alingh
et al. (15), which indicated that when nurses
feel psychologically safe in their team, they will
more frequently speak up about patient safety
issues. Voice is a discretionary and intention-
al behavior; due to the associated potential
benefits and risks, individuals may consider
in advance whether the consequences will be
positive or negative before speaking up (30).
Team psychological safety creates a favorable

45



Menggqi Ahong, et al.

context that allows individuals to evaluate the
voice outcomes (31). In a psychologically safe
environment, the team tolerates and encour-
ages team members to express themselves
frankly. Additionally, the team affords enough
respect and trust to team members’ sugges-
tions and opinions, even if they hold objections.
For that reason, team members are more will-
ing to believe that it is safe for them to speak
out without risk of possible punishment or of
bringing about interpersonal risks when they
voice challenges to the current status (32). In
a healthcare team, for the team to work effec-
tively, team members must accept and encour-
age diversity of opinions from others, respect
and appreciate each other’s roles, and respect
each other’s talents, beliefs, and professional
contributions (33). When employees feel they
are respected by others, they experience a psy-
chological change of control beliefs (proactive
motivation of “can-do”) and a positive mood
(proactive motivation of “energized-to”) which
then motivates voice (34). Healthcare team
members openly discuss information, concerns,
and opinions about safety-related issues through
discretionary, change-oriented, and assertive
communication which contributes to the preven-
tion of adverse patient events (35). In summa-
ry, team psychological safety reduces concern
that voice may lead to negative consequences
and results in nurses being more confident and
willing to use their voice in the team.

LIMITATIONS OF THE STUDY

This study was conducted in three university
hospitals in China which are all tertiary public
hospitals. Due to differences in organizational
characteristics and structure, some of the study
findings may not apply to other levels of hospi-
tals or other types of healthcare organizations.
Futureresearch is needed to replicate this study
in other levels of hospitals and other types of
healthcare organizations in China. Addition-
ally, qualitative and other types of research
related to this topic are needed to explore the
contributing factors for and barriers to voice
among nurses in their workplace which could
contribute to expanding insights relevant to
the voice of nurses in the Chinese context.
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CONCLUSIONS

To our knowledge, the present study is the
first to explore the relationship between team
psychological safety and voice in the context
of Chinese nursing. The results highlight that
both team psychological safety and voice of
nurses need to be improved. The evidence to
date regarding the benefits of team psycho-
logical safety and voice of nurses in healthcare
suggests that further exploration is indispen-
sable necessary to determine the identify en-
ablers of these two variables. Additionally, the
results expand understanding of the positive
correlation between team psychological safety
and voice, which provides basic information
and has practical implications for nursing
management in China. Interventions that facili-
tate nurses’ team psychological safety should
be implemented to motivate their voice in the
workplace. For example, team leaders, as the
anchors of the nursing team, could have dia-
logues that include deep listening, share their
insights with team members, and avoid early
evaluation to them overly hasty evaluation of
new ideas and suggestions. Additionally, the
team leader’s leadership behavior was found to
be an important influence on team psycholog-
ical safety. Positive leadership behaviors, such
as inclusiveness, trustworthiness, and ethical
leadership, can facilitate team members’ psy-
chological safety (36). By contrast, if a leader
behaves in an authoritarian or unsupportive
manner or if they take a defensive stance, the
feeling of psychological safety of team mem-
bers will be diminished (24). Additionally, the
non-judgmental listening of leaders can en-
hance nurses’ team psychological safety (37).
Establishing a foundation of open commu-
nication, mutual trust, and respect through
team-based activities is needed to facilitate
the psychological safety of nurses of different
hierarchical status (38). Leaders who devote
themselves to developing strategies and de-
signing interventions, e.g., changing behaviors
and providing support, are key to facilitating
psychological safety in nursing teams.
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