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How and when organization identification promotes safety voice among healthcare 

professionals 

 

Abstract 

 

Aim: The aim of this study is to examine the effect of organizational identification on safety 

voice behaviour, focusing on the mediating role of safety motivation and the moderating role 

of management commitment to safety and psychological safety.  

Design: The study used a cross-sectional questionnaire and a convenience sampling method.  

Method: Data were collected online during November 2019 from 165 staff members from a 

disability healthcare organization in Australia, that employs over 800 staff. Nearly 80% of the 

study sample were healthcare workers without supervisory responsibilities, and the remainder 

were senior staff with some operational duties. Measures of organizational identification, safety 

motivation, perceived management commitment to safety, psychological safety and safety 

voice were collected. Data were analysed using a moderated mediation model available with 

the SPSS PROCESS macro.  

Results: Findings show that organizational identification interacted with management 

commitment to safety to predict safety motivation, such that only healthcare employees who 

identified with their organization and perceived that their management cares about safety 

would feel that safety was personally important to them. In turn, safety motivation predicted 

safety voice. However, the effect of safety motivation on safety voice was only significant 

when psychological safety was low.  
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Conclusion: These findings offer initial evidence for the important role of organizational 

identification in prompting safety voice, how the relationship is contingent upon management 

commitment to safety and psychological safety.  

Impact: Healthcare professionals’ discretionary sharing of ideas and suggestions are crucial to 

organizational performance and both staff and patient safety. However, safety voice involves 

inherent social risks because speaking up might not always be perceived positively by co-

workers and leaders. We recommend that managers implement specific strategies to cultivate 

employee identification with the organization and demonstrate a genuine and visible 

commitment to safety so that employees will be motivated to raise safety concerns.   
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1. INTRODUCTION  

In Australia, the total cost of work-related injuries and diseases was estimated at $61.8 

billion for the year 2014–2015 (Safe Work Australia, 2020). A total of 107,355 serious injury 

and disease claims were made in the same year, with the highest percentage (16%) originating 

in the healthcare industry (Safe Work Australia, 2020). Behind these statistics are the 

devastating consequences of safety lapses for healthcare organizations and individual workers, 

including bodily harm, quality of life reduction, income loss, productivity loss and 

organizational reputation damage (Dekker & Hugh, 2014). These costs and consequences point 

to the importance of understanding the factors that can improve workplace safety in health care.  

One such factor is safety voice, defined as an individual’s likelihood of speaking up 

about safety-related concerns and suggesting possibilities for positive change (Noort, Reader 

& Gillespie, 2019). Safety voice involves a wide range of different voice behaviours, such as 

raising concerns about safety, talking in front of a safety committee to educate and raise 

awareness, sharing a safety concern with a supervisor or manager, and challenging co-workers’ 

unsafe acts (Tucker, Chmiel, Turner, Hershcovis, & Stride, 2008). In a healthcare setting, a 

common form of safety voice is known as ‘whistleblowing’, whereby staff raise safety 

concerns or unethical practices outside normal organizational channels; whistleblowing has 

been praised as a vital self-regulating mechanism within the healthcare system (Mannion & 

Davies, 2015; Teo & Caspersz, 2011). As such, it is vital to foster the conditions that shape and 

promote safety because when healthcare professionals feel empowered to speak up, medical 

errors can be prevented and patient lives saved (Morrow, Gustavson, & Jones, 2016; Okuyama, 

Wagner, & Bijnen, 2014).  

However, promoting safety voice is not straightforward, especially in healthcare 

settings (Hurley, & Hutchinson, 2020). Safety voice tends to be impeded by unfavourable 

organizational norms and relationship concerns, as individuals anticipate high social and 
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professional costs associated with such behaviour (Noort et al., 2019). The fear of being 

disregarded, silenced or even punished by those high in the hierarchy (e.g. physicians, nurse 

managers) are common reasons why healthcare professionals are hesitant to speak up for safety 

(Morrow et al., 2016). On the positive side, safety voice tends to be motivated by risk 

perceptions, felt responsibility and positive organizational safety leadership and practices 

(Noort et al., 2019). In a healthcare setting, patient concern and advocacy have been identified 

as crucial elements to positively influence whistleblowing behaviour (Jackson et al., 2010). 

Also, a recent study conducted in a Dutch clinical hospital ward suggests that when managers 

demonstrate a commitment to safety and promote open communication about safety, nurses 

indicate a higher willingness to speak up (Schwappach & Richard, 2018).   

The present study aims to build on this line of research by investigating the role of 

organizational identification in promoting safety voice in a residential disability healthcare and 

support setting. Drawing on social identity theory and prior voice research both external to 

(e.g., Tangirala & Ramanujam, 2008; Wilkinson & Fay, 2011) and within healthcare (e.g., 

Weiss et al., 2017, 2018), we build and test a model in which the effect of organizational 

identification on safety voice is mediated by safety motivation. Our study builds on and extends 

existing research which tends to focus exclusively on organizational safety practices (Alingh, 

van Winjgaarden, van de Voorde, Paauwe, & Huijsman, 2019) and individual healthcare 

workers’ perceptions of risk and morality (Fagan, Parker, & Jackson, 2016). Although there is 

empirical evidence that organizational identification can prompt voice behaviour in general 

(Islam, Ahmed & Ali, 2019), the relationship between organizational identification and safety 

voice has not been examined. We also identify two key boundary conditions to the proposed 

organizational identification–safety motivation–safety voice relationship: management 

commitment to safety and psychological safety. This focus complements existing research 
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which tends to examine the main effects of these variables on safety behaviour and voice 

behaviour, respectively.  

Although there is much research on employee voice in mainstream healthcare settings 

(e.g., hospitals and other primary healthcare centres), relatively few studies have considered 

residential health care. This gap is a serious omission because this occupational context is rife 

with hazards that are often unknown in advance to the healthcare worker and difficult to 

control, including unsanitary environments (e.g., pest infestations, uncleanliness), trip/fall 

hazards (e.g., clutter), aggressive pets and neighbourhood crime (Gershon et al., 2008). Other 

patient safety risks exist in this context, such as an elevated risk of patient falls, which has been 

investigated but usually from the perspective of ergonomic interventions, such as manual 

handling, and technological innovations to isolate or eliminate the hazard (Anderson, Boshier, 

& Hanna, 2012; Duffy, 2013). In such settings, the elicitation, collation and analysis of 

intelligence obtained from healthcare employees speaking up about and voicing the unsafe 

conditions that they encounter are likely to dramatically improve both patient/client and staff 

safety outcomes. 

1.1 Background 

1.1.1 Organizational identification and safety voice – the mediating role of safety motivation 

The effects of organizational identification on safety voice can be explained by social 

identity theory, which suggests that individuals make sense of the world by categorizing 

themselves into group memberships and are motivated to act in their identified group’s best 

interests (Blader, Patil, & Packer, 2017). In organizational settings, high identifiers were found 

to act in the organization’s best interests and are more likely to perform voluntary tasks 

benefitting the organization (E. S. Lee, Park, & Koo, 2015). For instance, organizational 

identification has been found to be an antecedent of general employee voice behaviour across 

different settings (Burris, Rockmann, & Kimmons, 2017; Venkataramani & Tangirala, 2010). 
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In healthcare settings, organizational identification has also been linked to voluntary safety 

behaviour such as safety participation (Ford & Tetrick, 2011), as well as nurses’ voice 

behaviour (Islam et al., 2019).  

We expect safety motivation to mediate the effect between organisational identification 

and safety voice. Social identity theory suggests that when individuals are highly identified 

with their organizations, their self-perceptions, thoughts and feelings occur in accordance with 

their organizational member attributes (Hogg & Terry, 2000). Safety motivation refers to an 

“individual’s willingness to exert effort to enact safety behaviours and the valence associated 

with those behaviours” (Neal & Griffin, 2006, p. 947); it reflects individuals’ perceived 

importance of organizational safety. In high-risk environments such as the healthcare setting, 

where patient and staff safety play a prominent role (Biegen et al., 2004), highly identified 

employees are more likely to internalize the importance of health and safety, as compared to 

an employee who is low in organizational identification (Ford & Tetrick, 2008). However, 

empirical evidence is lacking in this area.  

As a psychological process directing, energizing and sustaining action, safety 

motivation has been found to be a key determinant of safety behaviour across a range of 

contexts (Conchie, 2013; Xia et al., 2020), including health care (Neal & Griffin, 2006). In line 

with this reasoning, it is expected that safety voice behaviour is likely influenced by an 

individual’s level of internalized safety motivation. Supporting this idea, a recent study across 

two distinct occupational samples (i.e., chemical plant and administration) suggests that the 

motivation to strive for a safety goal can promote safety voice (Curcuruto et al., 2020). Based 

on this indirect evidence, we argue that safety motivation would be one of the most important 

factors in explaining safety voice among healthcare professionals. As such, we hypothesize:  

Hypothesis 1. Organizational identification is positively related to safety voice.  
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  Hypothesis 2. Safety motivation mediates the relationship between organizational 

identification and safety voice. 

1.1.2 The moderating role of management commitment to safety 

Further drawing on social identity theory, we contend that the relationship between 

organizational identification and safety motivation is moderated by management commitment 

to safety, which is defined as employees’ perceptions of the extent to which managers show a 

genuine and meaningful value towards the importance of safety. As individuals identify with a 

social group, they are more likely to act in line with the norms of that social group (Ashforth 

& Mael, 1989). Management commitment to safety represents the perception of how closely 

and intensely an organization values and prioritizes safety, and hence is likely to influence 

social norms and conventions surrounding safety behaviour (Zohar, 2010). There is significant 

research evidence that links management commitment to safety to group and individual safety 

outcomes in healthcare settings (Al-Bsheish, bin Mustafa, Ismail, Meri, & Dauwed, 2019; 

Mashi, Subramaniam, & Johari, 2020). In this study, we further suggest that management 

commitment to safety is likely to enhance the relationship between organizational identification 

and safety motivation. When management commitment is high, the relationship between 

organizational identification and safety motivation will be strengthened as individuals value 

the importance of safety in accordance with the explicit organizational expectations (Hofmann, 

Morgeson, & Gerras, 2003). On the contrary, low management commitment to safety sends 

out the signal that safety is not valued by the organization, discouraging even those highly 

identified employees to value and allocate their effort to safety. Existing empirical studies on 

the moderating effect of management commitment to safety are limited in the healthcare 

setting. However, a recent study using a sample of 422 hospital employees demonstrated how 

management commitment to safety was able to moderate the relationship between work 

pressure on safety behaviours (Amponsah-Tawaih & Adu, 2016). As such, we hypothesize: 
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Hypothesis 3a. Management commitment to safety moderates the relationship between 

organizational identification and safety motivation.  

Hypothesis 3b. Management commitment to safety moderates the indirect effect of 

organizational identification on safety voice via safety motivation.  

 

1.1.3 The moderating role of psychological safety 

Edmondson (1999) suggests that psychological safety underscores a sense of safety 

regarding self-expression and interpersonal risk-taking, such that employees do not feel that 

they will be rejected or turned down for help when involved in situations where they make 

mistakes, speak up with different opinions or take proactive action. As we discussed above, 

safety motivation plays an important role in eliciting safety behaviour because it directs 

employees’ attention and energy to maintaining and improving safety (Neal & Griffin, 2006). 

However, for safety motivation to translate to safety voice – a socially risky form of safety 

behaviour (Blair, Kable, Courtney-Pratt, & Doran, 2016) – employees must not be afraid of 

potential negative consequences that result from speaking up (Tucker & Turner, 2014). This 

finding is particularly relevant for healthcare settings, where voice behaviour such as 

whistleblowing in general is perceived negatively by organizational members (Pohjanoksa, 

Stolt, Suhonen, & Leino-Kilpi, 2019). A qualitative study based on interviews with 11 nurses 

who have engaged in whistleblowing acts described an experience of fear (Jackson et al., 2010). 

Psychological safety provides an enabling condition for voice – healthcare workers will not 

offer ideas, admit mistakes or provide feedback unless they perceive a sufficiently favourable 

environment in which to do so (O’Donovan & McAuliffe, 2020). In this way, psychological 

safety amplifies the effect of safety motivation on safety voice, as the sense of security prompts 

those who value safety to contribute by voicing their concerns or suggestions. In contrast, when 
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employees feel unsafe to speak up in their work environment, then they may not feel 

comfortable to raise safety concerns or suggest new ways to improve safety even though they 

sincerely value it (Traylor et al., 2020). A growing amount of work suggests it is appropriate 

to treat psychological safety as a moderator (see Frazier et al., 2017 for a meta-analytic review). 

However, the role of psychological safety as a moderator on safety motivation and safety voice 

has not been examined. As such, this leads to our final hypotheses: 

Hypothesis 4a: Safety motivation will be positively related to safety voice when 

psychological safety is high. When psychological safety is low, safety motivation will not be 

related to safety voice.  

Hypothesis 4b. Psychological safety moderates the indirect effect of organizational 

identification on safety voice via safety motivation.  

 

2. THE STUDY 

2.1 Aims 

 The aims of this study were to a) investigate the relationship between organizational 

identification and safety voice behaviour, through b) developing and testing a model that 

integrates social identity theory, psychological safety and safety performance, and c) exploring 

the moderating effects of psychological safety on the core relationships of interest. 

2.2 Design 

 We used a cross-sectional design for this study. All 841 members of an Australian 

healthcare organization (based in the State of Queensland) were eligible to participate in the 

study. Queensland is Australia’s largest eastern state and had a population of 4.7 million as at 

2016 (Australian Bureau of Statistics, 2016). Other than English, the top-spoken language is 

Mandarin (1.5% of the state’s population).  Just over half of people aged 15 years and over 

were employed on a full-time basis in Queensland (57.7%). Of relevance to our study, health 
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care is the state’s largest employer (4.3% of the working-age population). The largest city in 

Queensland is Brisbane, which has over 30 private and 20 public hospitals located in the central 

business district and surrounding local suburbs. 

The organization involved in our study specializes in providing in-home healthcare 

support to clients with physical and intellectual disability who are living independently in the 

community. Employees are trained in basic healthcare tasks, including administering 

medications, first-aid, bandaging and wound dressing/care. Employees use company vehicles 

to visit clients and provide regular in-home healthcare services and social support under a 

national disability insurance scheme run federally across Australia. Clients can access the 

scheme if they are born with or acquire a disability, and the scheme is entirely publicly funded 

(paying for costs associated with any ‘reasonable and necessary’ support required). We 

employed methods to reduce the likelihood of common methods bias (e.g., social desirability) 

by highlighting the independent and ethics-bound nature of the data collection and ensuring 

that individual employees could not be identified from their responses (Podsakoff, MacKenzie, 

Lee, & Podsakoff, 2003). 

2.3 Sample/participants 

 To be included in the study, staff were required to provide some level of healthcare 

support; therefore, administration and support staff (corporate areas) were excluded. A non-

random convenience sampling strategy was used for this study. In total, 173 employees 

responded to the request to participate in the survey. This figure represented a response rate of 

20.5%. A total of seven ineligible respondents were removed from the sample, resulting in 165 

participants for analysis. To maintain confidentiality, only organizational tenure and position 

level were collected. For moderated mediation models, a sample size of 100–150 would be 

appropriate (Cheung & Lau, 2017; Schoemann, Boulton, & Short, 2017) to gain enough power 

for our model. Therefore, our final sample of 165 was appropriate for the analysis.  
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2.4 Data collection 

 The survey questions were established on a Qualtrics platform and were collected 

entirely online. There were no incentives or rewards for participating in the study. The study 

was part of a larger consulting project that the researchers were engaged in (free of charge) to 

deliver information around safety culture and employee safety performance. The 

organization’s safety manager and CEO distributed the initial participation URL and reminder 

messages (one per week). The survey was open for a period of three weeks in total.  

Participants were asked to rate their agreement with each survey item using a five-point 

Likert scale, ranging from 1 (strongly disagree) to 5 (strongly agree). As all variables were self-

reported, steps were taken to control for the effects of common method variance (CMV). As a 

procedural remedy, the predictor and outcome variables were separated in the survey. 

Measuring variables at different parts of the same survey can alleviate CMV to some extent 

(Podsakoff et al., 2003).  

 Organizational identification was measured using four items adapted from Fuchs and  

Edwards (2012), an example item is “I identify with [Organization Name]”. The scale 

demonstrated a good level of internal reliability (α = 0.93). 

 Safety motivation was measured using a three-item scale from Neal and Griffin’s (2006) 

short-form workplace health and safety measure. For example, “I feel that it is important to 

maintain safety at all times.” The scale demonstrated a good level of internal reliability (α = 

0.80). 

 Safety voice was measured using the four items from the voice facet of the safety 

citizenship behaviour scale (Hofmann et al., 2003).. For example, “I speak up and encourage 

others to get involved in safety issues” The scale demonstrated a good level of internal 

reliability (α = 0.86). 
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 Management commitment to safety was measured using a three-item scale from Neal 

and Griffin’s (2006) management commitment to safety. An example item is, “safety is given 

a high priority by management”. The Cronbach’s α was 0.96 in this study. 

 Psychological safety was measured using three-items from Edmondson’s (1999) team 

psychological safety scale. For example, “People on this team sometimes reject others for being 

different.” The scale demonstrated a good level of internal reliability (α = 0.86). 

2.5 Ethical considerations 

 Full ethics approval was obtained from both the authors’ academic institutions and the 

organization’s own internal review committee (which consisted of senior managers). A full 

informed consent procedure was used at the time of data collection, with participants’ 

progression of the survey indicating their agreement to take part in the study. No ethical 

problems or issues were reported to the study authors or ethics boards throughout the project. 

2.6 Data analysis  

We tested our hypotheses using observed variable regression approaches proposed by 

Hayes’ (2017) PROCESS Macro code for SPSS, which is an observed variable and logistic 

regression path analysis modelling tool. Observed variable and logistic regression is the most 

popular approach to analyse moderated mediating models (Cheung & Lau, 2017). This 

approach includes the interaction term of the independent variable and the moderator in the 

regression to estimate the moderating effect. Hypotheses 1 and 2 were tested using a simple 

mediation model (Model 4). Organizational identification was entered as the independent 

variable, safety motivation was entered as the mediator, and safety voice entered as the 

dependent variable. A bootstrap procedure with 5000 samples was used to test the indirect 

effects. The mediation effect is significant if the 90% confidence interval (CI) for the indirect 

effect does not contain zero (Preacher, Zyphur, & Zhang, 2010). Hypotheses 3 and 4 were 

tested using a moderated mediation model (Model 7 and Model 21 respectively), with 
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management commitment to safety added as the stage 1 moderator, and psychological safety 

added as the stage 2 moderator to the previously tested organizational identification–safety 

motivation–safety voice mediation relationship. All variables were mean-centred. The same 

bootstrapping procedure was used. For all analyses, we report standardized Beta (B) weights 

from the PROCESS outputs.  

2.7 Validity and reliability/rigour 

 All survey measures used in this study have been validated by previous researchers. 

Only some minor contextual changes were made to the ‘management safety commitment’ and 

‘organizational commitment’ items to ensure they referred to the correct organizational name. 

Internal consistency reliability was assessed, and all measures had values above the 

recommended 0.70 for applied research (Tavakol & Dennick, 2011). To support the construct 

validity of the measures we included in this study, the data were subjected to confirmatory 

factor analysis using MPlus and followed the scale verification procedures outlined by Byrne 

(2013). First, a single congeneric factor model was estimated (i.e., all survey items loading 

onto a single factor). This model had a very poor fit: χ2(119)=1102.54, p<.01; root mean square 

error of approximation (RMSEA)=0.22, 90% CI 0.21–0.23, p<.01; comparative fit index 

(CFI)=0.51; Tucker Lewis Index (TLI)=0.44; standardized root mean square residual 

(SRMR)=0.17. Next, a differentiated five-factor model was run, with each set of survey items 

loading onto their respective individual latent factor. This model had excellent fit statistics, 

demonstrating strong evidence of discriminant construct validity: χ2=172.23, p<.01; 

RMSEA=0.06, 90%CI 0.04–0.07, p=0.21; CFI=0.97; TLI=0.96; SRMR=0.05. Further, the 

latent factors’ pairwise correlations ranged from -0.10 to 0.60, which again supports 

discriminant validity.  

 

3. RESULTS 
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3.1 Sample characteristics 

 Overall, 134 (79.8%) respondents were workers without supervisory responsibilities, 

21 (12.5%) were workers with some supervisory responsibilities (such as a team leader) and 

13 (7.7%) were principal or senior staff members with managerial responsibilities. Regarding 

organizational tenure, most staff were fairly new to the organization, having tenure of 12 

months or less (64, 37.0%). Other demographics provided by the company’s safety manager 

showed that the majority of the eligible staff population at the time of this study were female 

(65%) and aged between 31 and 40 years (22%). 

3.2 Descriptive statistics 

Table 1 displays the means, standard deviations, bivariate correlations and Cronbach’s 

alphas for all study variables. The bivariate correlations were largely consistent with the 

hypothesized main effects. Organizational identification was positively related to voice (r = 

.20, p <. 05). This finding provides initial support for Hypothesis 1. Furthermore, 

organizational identification was positively related to safety motivation (r = .33, p <. 01) and 

safety motivation was positively related to safety voice (r = .38, p <. 01). These findings 

provide initial support for Hypothesis 2. In line with previous research, management 

commitment to safety was also positively related to safety voice (r = .18, p <. 05).  

3.3 Mediation analysis 

Table 2 presents the result of the mediation analysis. Organizational identification was 

positively related to safety motivation (β = .16, p < .001), which in turn was positively related 

to safety voice (β = .50, p < .001). The indirect effect of organizational identification on safety 

voice via safety motivation was significant (β = .08), as the bootstrap CI ([.045, .118]) did not 

include zero. Taken together, Hypotheses 1 and 2 were supported.  

3.4 Moderation analysis 
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Hypothesis 3a suggested that management commitment to safety would moderate the 

relationship between organizational identification and safety motivation, such that the effect 

would be stronger when management commitment to safety was high. The interaction between 

organizational identification and management commitment to safety in predicting safety 

motivation was statistically significant (β = .06, p <. 05). As illustrated by the simple slope test 

in Table 3, the relationship between organizational identification and safety motivation 

strengthens as management commitment to safety increases. Therefore, Hypothesis 3a was 

supported. The index of moderated mediation was also significant (β = .03), with a 90% CI 

[.009, .061]. Table 4 shows the conditional indirect effects for both a higher (1 SD above the 

mean) mean and lower levels (1 SD below the mean) of management commitment to safety. 

The data suggest that the indirect effect of organizational identification on safety voice via 

safety motivation was stronger when management commitment to safety was high.  Therefore, 

Hypothesis 3b was also supported.  

Hypothesis 4a stated that psychological safety would moderate the relationship between 

safety motivation and safety voice, such that the effect of safety motivation on safety voice 

would only be significant when psychological safety is high. The interaction between safety 

motivation and psychological safety in predicting safety voice was significant (β = -.28, p <. 

05). Unexpectedly, the relationship between safety motivation and safety voice was only 

significant when psychological safety was low or at an average level. When psychological 

safety was high, the effect of safety motivation on safety voice was non-significant. Therefore, 

Hypothesis 4a was partially supported. Hypothesis 4b stated that psychological safety would 

also moderate the indirect effect of organizational identification on safety voice via safety 

motivation. The index of moderated mediation was significant (B = -.02, bootstrap confidence 

interval [-.036, -.002]). Table 4 shows the conditional indirect effects for both higher (1 SD 

above the mean) and lower levels (1 SD below the mean) of psychological safety. The results 
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suggest that the indirect effect of organizational identification on safety voice via safety 

motivation was not significant when psychological safety was high. When psychological safety 

was at the mean or at a low value, the indirect effect was statistically significant. Therefore, 

Hypothesis 4b was partially supported.  

4. DISCUSSION 

This study extends knowledge of safety voice in health care by examining how and 

when organizational identification prompts employees to speak up about safety. Existing 

research on organizational identification and safety voice in health care is sparse. Instead, 

there is a greater focus on the links between identification and general organizational 

behaviour (Scott, 2020) and employee health outcomes like physical and psychological 

wellbeing (Steffens et al., 2017). Meta-analytic research in the healthcare setting has 

emphasized the importance of organizational identification in promoting extra-role 

performance, such as organizational citizenship (which includes dimensions or types of 

employee voice; E. S. Lee et al., 2015). In relation to safety performance, organizational 

identification is also an integral construct because it fosters proactive and extra-role safety 

behaviours like safety participation (Ford & Tetrick, 2012; Thurston & Glendon, 2018), 

which is tangentially related to concepts like safety voice. Taking this established empirical 

and theoretical basis into account, our study integrates the findings from outside health care 

and safety performance with existing research conducted within health care to advance the 

understanding and practice of how and under what conditions organizational identification 

drives safety voice in a healthcare setting. In doing so, we fill a significant gap not only in the 

general safety science literature but also within healthcare-specific literature because issues 

like patient and staff safety are ongoing challenges that the industry has yet to successfully 

overcome (Rangachari & Woods, 2020).  
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In one recent and relevant healthcare study involving 15 German hospitals, Jungbauer 

and colleagues (2018) investigated whether leader–member exchange (a leadership style) 

influenced patient safety incident reporting intentions via reporting-specific trust and 

organizational identification. Interestingly, organizational identification was not directly 

related to incident reporting intentions, but the relationship became significant when 

perceptions of discipline for not following safety regulations were high. The implication of 

this result is that employees rely on their social context to give them cues about how they 

should invest the motivation and engagement that they derive from strong group 

identification at work. By emphasizing patient safety rules and standards, identified 

employees become aware of the importance of safety goals to the group, and so are more 

likely to invest effort to achieve them on behalf of their organization. This study highlights 

the importance of organizational identification in driving intentions to report incidents – 

potentially a proxy of employee safety voice; however, as demonstrated elsewhere (Javadi et 

al., 2013), intentions are only indicative of subsequent behavioural demonstration in the 

healthcare safety domain. Thus, our study extends this previous work by moving beyond 

safety intentions and into the realm of safety behaviour. 

In another recent and relevant study, conducted with over 500 nurses across multiple 

hospitals in Pakistan, the effects of ethical leadership, bullying and organizational 

identification on employees’ general voice behaviours were explored (Islam et al., 2019). The 

researchers argued that ethical leadership promotes voice behaviour among employees 

through encouraging a perception of support and ‘oneness’, whereby healthcare employees 

learn to identify strongly with the organization and adopt its goals, values and objectives as 

their own. Findings showed that organizational identification was strongly and directly 

associated with general employee voice in the healthcare setting (Islam et al., 2019). 

However, exploration of boundary conditions and linkages to safety-specific behaviours were 
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not explored. Again, our study extends this prior work by moving the findings into a safety-

specific context. 

Research has only begun to examine how management commitment to safety might 

amplify or attenuate the effects of general organization constructs on safety-specific 

performance outcomes in healthcare settings. For instance, Amponsah-Tawaih and Adu 

(2016) explored the moderating effects of safety climate (which included a dimension of 

management safety commitment) on the job pressure–safety behaviour relationship. A 

counter-intuitive finding was discovered, whereby under conditions of high work pressure 

and high management commitment, safety behaviour was low. The authors suggested that in 

health care, (mis)alignment between commitment and working conditions can have a 

powerful effect over safety behaviour. In our study, management safety commitment 

‘boosted’ the positive effects of organizational identification on safety voice; under 

conditions of low management commitment, organizational identification made no difference 

to safety voice. In other words, when managers fail to demonstrate their commitment to 

safety, even the high identifier will not develop a strong safety motivation. Thus, in relation 

to our ‘misalignment’ finding, this study revealed a social-identification-based mechanism 

that affects safety motivation. Specifically, management attitudes and behaviour (i.e., 

commitment to safety) serve as indicators of approved group norms and thus interact with the 

intensity of group identification to influence behaviour.  

We also found evidence of a complex interaction between safety motivation, 

psychological safety and safety voice. Based on existing psychological research, we had 

expected a contingent activation effect of psychological safety – namely, that safety 

motivation will only have a positive impact when psychological safety is high. However, the 

interaction plots suggest that safety motivation will have a positive impact on safety voice 

when psychological safety is low, suggesting a compensating role of safety motivation. This 
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finding suggests that when there is a lack of psychological safety, safety motivation will 

compensate and motivate safety voice behaviour. Our finding that the motivation to achieve a 

desired goal (i.e., safety) is important for speaking up aligns with the general voice literature, 

which suggests that a strong motivation to change the organization serves as the strongest 

motivation for voice (Kaufman, 2015). This finding also aligns with previous research on 

whistleblowing in the healthcare setting, which suggests that organizational commitment to 

patient advocacy and patient safety, as well as more supportive team climates, can motivate 

nurses to speak up despite fear of hierarchy or punishment (Jackson et al., 2014). Exerting 

some caution around generalizability, this relationship may be a function of the nuances of 

our sample, because, overall, psychological safety was very low (M=2.44) and varied 

significantly across respondents (SD=1.01). Nevertheless, this finding can still be relevant 

given studies have reported that psychological safety can be very low among nursing groups 

(O’Donovan & McAuliffe, 2020).   

In our study, the ethnicity of the healthcare workers was varied, but, unfortunately, 

due to privacy concerns, direct information about background was not collected. 

Nevertheless, our study stimulates some discussion on the role of national culture in affecting 

safety voice. From the handful of studies that have been conducted on the topic of safety and 

national culture in health care, one is especially relevant to our research. A qualitative study 

to understand barriers to implementing a patient safety initiative (infection control) in a 

Greek hospital setting found that staff identified the strong hierarchy between supervisors and 

frontline nursing staff as a significant barrier, which – although a common challenge across 

all healthcare settings (Green, Oeppen, Smith, & Brennan., 2017; Weiss et al., 2017) – may 

be especially prominent in national settings where power distance is high (Triantafillou et al., 

2020). The authors found some evidence that national culture impedes speaking up about 

safety and other employee voice behaviours (Triantafillou et al., 2020). Our study included 
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two ‘culturally-sensitive’ contextual variables that affected the relationships with safety 

voice: organizational identification (affected by beliefs around individualism versus 

collectivism; Baker, Carson, & Carson, 2009) and psychological safety (affected by beliefs 

around uncertainty avoidance; Frazier et al., 2017). In sum, although we did not directly 

measure national culture as a variable in our study, the relevance of it to important contextual 

variables suggests that this would be a fruitful area for future research, particularly in the 

diverse, multicultural healthcare environment. 

Overall, recent research on organizational identification and safety performance has 

been scattered and presents some early indications of the importance of this concept for 

patient and staff safety in healthcare settings. Although there are strong links between 

organizational identification and some forms of employee voice, there is an opportunity to 

investigate linkages with safety-specific voice. In the next section, we discuss each core 

empirical finding from our study and demonstrate how it supports or extends previous 

healthcare-related safety research.    

4.4 Implications for practice 

Our study suggests that managers may benefit from recognizing that social factors, 

particularly a combination of organizational identification and management commitment to 

safety, can facilitate or prevent safety voice. For residential healthcare organizations where 

employees are often geographically dispersed and less accessible than in a hospital setting, 

utilisation of virtual meetings may serve as a protective mechanism to preserve organizational 

identification and engagement, as studies have investigated during COVID-19 (DeFilippis et 

al., 2020). When it comes to demonstrating a genuine commitment to safety, an example is the 

proliferation of crew resource management-inspired training that has been adapted to the 

healthcare setting from aviation and which focuses on topics like safety communication and 

safety motivation via explicit linkages to the organization’s safety culture commitments and 
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espoused values (Gross et al., 2019). A key challenge here is balancing the inherent tensions 

between stuff versus patient safety (Al-Bsheish et al., 2019; Hu et al., 2020a). Further, key 

elements of management safety commitment are the highly visible safety practices that 

management participate in alongside employees (Hu et al., 2020b). For residential healthcare 

employees, this is a difficult challenge to surmount as employees are distributed spatially and 

may not have a chance to directly observe management commitment. Innovative approaches 

such as using films and other visual media to document management safety participation and 

communicating these across the organization could be impactful, as suggested by explorations 

of technology to communicate safety information to workers using videos in construction 

settings (Edirisinghe & Lingard, 2016). 

Also, for nursing education programs generally, there are a few practical implications 

that arise from our study. For trainee nurses, continued efforts to normalize speaking up about 

errors and safety events is recommended. In addition, nursing education should also ensure that 

equal attention is paid to both patient and staff safety because this will ensure that safety voice 

broadens its domain outside patient errors and incidents. For nursing leadership and 

management education, the importance of the social context in shaping safety outcomes should 

be considered. It is vital that management training move beyond simplistic models that 

emphasize the role of ‘direct’ mechanisms to influence healthcare performance, such as 

transactional leadership (e.g., management by exception and contingent rewards) and worker 

education and training that targets safety knowledge. Healthcare leaders of the future would 

benefit from knowing more about how to indirectly shape employee motivation and behaviour, 

particularly in the safety domain as society’s acceptance of medical error and incident further 

reduces.  

4.5 Limitations and directions for future research 
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The current study has several limitations to consider when interpreting the findings. 

The cross-sectional design precludes any inferences of causality. Although the direction of 

relationships was assumed from prior research, it is possible that reciprocal relationships exist. 

Safety voice could be both a consequence and an antecedent of psychological factors; for 

example, sharing a well-received idea to improve safety practice may facilitate employees’ 

future motivation to be safe. Despite some limitations, self-report cross-sectional surveys 

remain a prevalent safety research method due to difficulties in implementing more 

sophisticated field research designs (Christian et al., 2009; Spector, 2019) and their utility in 

establishing preliminary evidence of new relationships between variables. Furthermore, CMV 

might be a concern, despite our method including steps to control for this influence. In 

particular, CMV effects were not estimated directly in the current study. Given the majority of 

the study variables are internal psychological states, the decision to use a survey was driven by 

prior research suggesting: (a) the impact of CMV and biases such as social desirability may be 

overstated; and (b) self-report is more appropriate for subjective, unobservable states (Detert 

& Burris, 2007). Future research should aim to replicate the results found here in other 

healthcare settings, such as hospitals, where other contextual factors like hierarchy might 

impact the pattern of relationships (particularly the boundary conditions marked out by 

psychological safety). Also, it would be helpful to differentiate the subtypes of safety voice, 

two possibilities being: patient versus staff safety as the content domain, and preventative 

versus promotive safety voice as the intention or purpose of safety voice. 

5. CONCLUSION 

This cross-sectional survey study built on existing safety voice research by 

incorporating a social identity perspective. We demonstrated how organizational identification 

can enhance safety motivation, resulting in higher levels of safety voice. Our findings suggest 

that identification has profound and positive effects on voice behaviour and may be the missing 
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link to help explain why some individuals take the risk to go above and beyond and speak up 

about safety. This is theoretically interesting and practical as organizational identity can 

potentially be encouraged using structured organizational development interventions, which 

engage employees in building a sense of shared identity. Further, we showed the important 

boundary conditions that psychological safety places on the motivation–voice relationship, 

which means that healthcare organizations should go beyond individually focused behavioural 

and attitudinal training programs and couple these with structural-, system- and team-level 

social interventions to enhance employees’ willingness to engage in interpersonal risks for the 

benefit of staff and patient safety. 
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