Open access

BM)J Open

To cite: Grailey K, Leon-
Villapalos C, Murray E,

et al. Exploring the factors

that promote or diminish

a psychologically safe
environment: a qualitative
interview study with critical
care staff. BMJ Open
2021;11:¢046699. doi:10.1136/
bmjopen-2020-046699

» Prepublication history and
additional supplemental material
for this paper are available
online. To view these files,
please visit the journal online.
(http://dx.doi.org/10.1136/
bmjopen-2020-046699).

Received 06 November 2020
Accepted 20 July 2021

| '.) Check for updates

© Author(s) (or their
employer(s)) 2021. Re-use
permitted under CC BY-NC. No
commercial re-use. See rights
and permissions. Published by
BMJ.

"Department of Surgery and
Cancer, Imperial College London,
London, UK

%Department of Critical Care,
Imperial College Healthcare NHS
Trust, London, UK

%Said Business School,
University of Oxford Said
Business School, Oxford, UK

Correspondence to
Dr Kate Grailey;
k.grailey18@imperial.ac.uk

Original research

Exploring the factors that promote or
diminish a psychologically safe
environment: a qualitative interview
study with critical care staff

Kate Grailey @, Clare Leon-Villapalos
Stephen Brett © '

ABSTRACT

Objectives This study aimed to quantify the presence of
psychological safety (defined as an environment ‘safe for
interpersonal risk taking’) in critical care staff, exploring
the ways in which this manifested.

Design Qualitative interview study incorporating a short
quantitative survey.

Setting Three intensive care units within one National
Health Service Trust in London.

Participants Thirty participants were recruited from all
levels of seniority and roles within the multidisciplinary
team. A purposive sampling technique was used, with
recruitment ceasing at the point of thematic saturation.
Interventions Semistructured interviews explored
attitudes towards psychological safety and contained

a quantitative assessment measuring the climate of
psychological safety present.

Results Twenty-eight participants agreed that it was
easy to ask for help, with 20 agreeing it is safe to take a
risk on the team, demonstrating a strong perception of
psychological safety in this group.

Our thematic analysis highlighted areas where the context
influenced an individual’s psychological safety including
personality, culture and leadership. Possible negative
consequences of psychological safety included distraction
and fatigue for the team leader. We demonstrated that
speaking up can be influenced by motivations other than
patient safety, such as undermining or self-promotion.
Conclusions Our data demonstrate reassuring levels of
psychological safety within the participants studied. This
allowed us to explore in depth the participant experience of
working within a psychologically safe environment. We add
to the current literature by uniquely demonstrating there
can be negative consequences to a psychologically safe
environment in the healthcare setting. We expand on the
influence of context on psychological safety by developing
a model, allowing leaders to identify which elements of
context can be modified in order to promote speaking

up. Team leaders can use these data to help foster a
culture of openness, innovation and error prevention while
minimising the risk of negative implications

INTRODUCTION
Psychological safety was originally defined in
1990 as an employee’s ‘sense of being able to
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Strengths and limitations of this study

» We demonstrate that context is important in creat-
ing a psychologically safe environment and identify
potential areas for change that organisations can
influence in order to promote psychological safety.

» This study highlights that there can be unintended
negative consequences of a psychologically safe en-
vironment within the healthcare environment.

» These data are useful for healthcare leaders wishing
to create and promote an environment of psycholog-
ical safety by identifying areas within their environ-
ment that are modifiable.

» The themes identified regarding context and the
manifestation of a psychologically safe environ-
ment are likely to be generalisable across clinical
departments.

» There is a risk of participation bias in this study;
those who have an interest in safety or who have
experienced high levels of stress may have been
more willing to participate.

show and employ one’s self without fear of
negative consequences to self-image, status or
career’.' This concept has been built on by
Edmonson® to define its application in work
teams as ‘an environment safe for interper-
sonal risk taking” and is reliably described as
a positive influence on team working within
organisations. An environment such as this
influences and helps promote employee
voice, commitment to the organisation and
innovation within the workplace.”*

The intensive care unit can be a busy,
relentless and stressful working environment.
Staff are required to care for the sickest popu-
lation of patients within the hospital, often
in rapidly changing clinical scenarios and
emergencies. They also must contend with
constant pressures to manage patient flow
within the constraints of capacity.

Consequently, this is a good environment
in which to study psychological safety, as it is
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a pressurised environment that offers the scope for it to
be very psychologically safe or unsafe. In this setting, an
environment with high levels of psychological safety helps
to facilitate all team members being able to voice poten-
tial concerns regarding patient safety, as well as proposing
ideas and innovations that might improve both patient
care and the management of the clinical department.

High rates of medical error are an ongoing problem
in the healthcare sector,” with inadequate communica-
tion contributing to a significant proportion of cases.’
A cross-sectional survey study comparing error, stress
and teamwork in medicine and aviation found that 50%
of intensive care staff reported difficulty in discussing
mistakes and that error was not handled well by managers
at their hospital.” A similar study® found that physicians
and nurses perceived their working environments differ-
ently, with nurses finding it more difficult to speak up
than physicians. This study also investigated the impact of
astrict hierarchy on the team members, finding that most
of those studied felt it was easier to speak up if a flat hier-
archy was in place. If an individual feels psychologically
safe within their working environment, it should follow
that errors and mistakes will be identified, raised and
corrected earlier, thereby minimising the risk of signifi-
cant harm to patients. A psychologically safe environment
should also facilitate organisational learning when system
failures are discussed openly within the team rather than
being quietly corrected by an individual.’

This study used predominantly qualitative method-
ology to explore attitudes to safety and the presence of
psychological safety in staff members working within the
critical care environment. The subset of data we present
in this paper pertains to psychological safety within this
setting and how our findings may be applicable to other
environments within the healthcare setting.

This study was designed to build on existing literature
regarding the presence of psychological safety within
the healthcare setting by exploring psychological safety
at three levels within the working environment (indi-
vidual, team and organisational). The influence of situ-
ational context on the perception of psychological safety
was identified during an extensive literature review
(completed within a body of work on psychological safety
by KG as part of a PhD programme). During the analysis
of papers included within this review, a pattern of situ-
ational context affecting psychological safety was iden-
tified, which has not been explored in detail within the
current literature on psychological safety in healthcare.
These contextual factors included having a setting condu-
cive to speaking up'’ "' and the team having common
goals for patient care.'” We aimed to further explore the
idea of situational context and how each clinical scenario
may have contextual factors that can impact psycholog-
ical safety.

Psychological safety is typically regarded as a positive
entity, with studies reporting it to be the most important
contributing factor to good teamwork.”” The question
has been raised within the literature: can the presence of

psychological safety lead to negative consequences?” An
environment of psychological safety (which by definition
allows individuals to bring up problems and tough issues)
may also facilitate behaviours that are detrimental to the
organisation. A study exploring psychological safety and
unethical behaviour in management undergraduates
found cheating behaviour to be higher in teams with high
levels of psychological safety, as this facilitated such ideas
being raised."” There are no similar studies in healthcare
workers, with existing literature focusing on the bene-
fits of psychological safety in the clinical environment."

While we did not anticipate unethical behaviour to mani-

fest in this participant group, we hope to contribute to

our understanding of psychological safety in the health-
care setting by addressing a gap acknowledged within the
existing literature, whether an environment that feels

psychologically safe can have negative repercussions’ ' °

and what format this might take in healthcare workers.

The objectives in this study were designed to first estab-
lish the presence of psychological safety within our partic-
ipant group using a quantitative survey (nested within the
qualitative interview)? and subsequently apply a thematic
analysis technique to our qualitative interview data to
identify themes and concepts regarding the materialisa-
tion and impact of a psychologically safe environment.

These three objectives were as follows:

1. Establish whether our study participants believed
themselves to be working in a clinical department that
was psychologically safe.

2. Explore how context influences the presence of psy-
chological safety within the clinical environment, and
what contextual factors are important at different lev-
els within the organisation?

3. Identify any potential consequences of working in a
psychologically safe environment. In particular, do any
perceptions of negative consequences or experiences
of psychological safety exist?

METHODS

Members of the multidisciplinary team working within
critical care (across all levels of seniority) were recruited
according to a purposive sampling technique from three
critical care units within one trust in London between
January and June 2019. This sampling technique ensured
those participating in the study reflected the multidis-
ciplinary team working within the critical care depart-
ment.'” Written informed consent was obtained from
participants, with provision of written materials prior to
the commencement of the qualitative interviews. The
study protocol is available in online supplemental file 1.

Data collection and analysis

In line with qualitative methodology, interview data
were continuously reviewed and analysed for similari-
ties and differences using a constant comparative tech-
nique.'®" This technique allowed themes to be identified
and explored further as part of an iterative process.
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Participant recruitment ceased at the point of achieving
thematic saturation, defined at the point at which no new
codes were added to the evolving thematic framework.**!

Within the qualitative semistructured interview, partic-
ipants were asked to complete a ‘measure of climate for
psychological safety’ survey by stating their agreement
with statements relating to psychological safety.” The
topic guide for these interviews was informed by a thor-
ough literature search and refined by discussion within
the research team (KG, EM and SB). This (including the
survey used to assess psychological safety) can be found in
online supplemental file 2.

Qualitative interview audio files were recorded and
transcribed with all personal identifying information
removed. These transcripts were analysed within qualita-
tive software NVivo'” using a thematic analysis approach
that followed the sequence of familiarisation with the
data, subsequent construction of an initial thematic
framework, indexing and sorting of the data, review of
data extracts and finally data summary and display.*”
Quantitative survey data assessing the presence of psycho-
logical safety were analysed using descriptive statistics
within Microsoft Excel and GraphPad PRISM.

Ten per cent of the transcripts were coded by a second
researcher (CL-V) and assessed for inter-rater reliability
through calculation of the percentage agreement and the
kappa coefficient (a statistical measure to determine the
observed agreement between two raters™). This analysis
was performed within NVivo."” Discrepancies between
coders were resolved through discussion within the wider
research team.

Reflexivity
For reflexivity, KG is a clinical research fellow with a back-
ground in anaesthesia and critical care, CL-V is a senior
nurse educator in critical care, EM is a former NHS
manager who is now an academic in organisational studies
and SB is a clinical academic and consultant in intensive
care; all have previous experience with the conduct and
analysis of qualitative studies in a clinical environment.
This manuscript is written in accordance with the Stan-
dards for Reporting Qualitative Research (checklist.**
This can be seen in online supplemental file 3.

Patient and public involvement
No patients or public were involved in the design or
implementation of this study.

RESULTS

Thirty participants across three critical care units were
recruited; each completed Edmondson’s safety survey
and a semistructured qualitative interview. The inter-
views were all conducted in person and ranged between
00:21:49 and 01:05:12 in duration (with an average length
of 00:38:39). The participant sample included 11 nurses,
3 physiotherapists and 16 doctors, encompassing all levels
of seniority. Thematic saturation was defined by the point

at which no new codes were added to the thematic frame-
work, and no codes or themes were further modified or
added as subsequent transcripts were analysed. This was
done in line with existing literature regarding qualita-
tive methodology.”” *' Thematic saturation was achieved
within the first 20 transcripts analysed, with only minor
modifications made to the coding framework after this
point.

Three (10%) of the transcripts were selected at random
to assess inter-rater reliability. A coding comparison query
was performed with two outcomes: the kappa coefficient
(how likely agreement is to be due to chance) and the
percentage agreement. These data can be seen within
online supplemental file 4, with values for each of the
theme and subthemes relating to psychological safety
that were developed within the thematic framework
constructed during the thematic analysis. The percentage
agreement was high across all themes, with the kappa
coefficient demonstrating excellent agreement (K>0.7)
for eight of the themes and fair to good agreement
(K=0.4-0.7) for three.

The presence of psychological safety

Our approach to exploring psychological safety within
the participant group yielded a wealth of data. Within
the seven statements® used to evaluate whether they
perceived a climate of psychological safety to be present,
the majority of participants answered in a way that was
consistent with their workplace being psychologically
safe. In particular, 28 (93%) felt confident that they could
ask other members of the team for help, with the same
number agreeing that no one in the team would delib-
erately undermine them. These results are displayed in
figure 1.

The influence of context on the presence of psychological safety
Once a climate of psychological safety had been identi-
fied in our participant sample by way of agreement with
statements on Edmondson’s psychological safety survey,
qualitative interview transcripts were further examined to
understand and develop themes regarding the influence
of context on psychological safety. Some key subthemes
emerged from this analysis, which were relevant at
different levels within the workplace. These data can be
viewed in full in online supplemental file 5.

At an individual level, contextual factors that influ-
enced psychological safety included location to speak up
(this was particularly relevant if the setting was during a
ward round with a large number of attendees), previous
experience of speaking up and an individual’s confidence
in their ability.

Other contextual factors at an individual level were the
impact of their personality (as perceived by the partici-
pant) and their culture (some participants felt that their
ability to raise concerns was impeded by that fact they
did not find it culturally acceptable to speak up against
someone more senior).
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“Working with members of this team, 2;‘ unigue
skills and talents. are valued and utilised™

"No one on this team would deliberately act in a
way that undermines my efforts”

“Itis difficult to ask other membaers of this team
for help”

"It is safe to take a risk on this team"

“People on this team sometimes reject others for
being different”

*Members of this team are able to bring up
problems and tough issues®

"If you make a mistake on this team, it is often
held against you™

BE Ambivalent
B Disagree
HE Agree

Figure 1

At a team level, three areas of context emerged that
affected an individual’s psychological safety. This included
the level of clarity regarding allocated roles within the
team (this was a particularly predominant theme when
discussing psychological safety within an emergency clin-
ical scenario), presence of clear leadership and person-
ality of other team members.

Context also had an influence at an organisational level,
with factors influencing psychological safety that applied
to all teams and individuals working within that environ-
ment being identified as prominent themes during the
analysis. For example, environments with a stricter hier-
archy were reported as creating a less psychologically safe
space. The context of the culture within the organisation
was also important (eg, if speaking up was encouraged
within the organisation as a whole, as opposed to just
within individual teams). This was reflected when looking
at the context of organisational support. The provision of
alternative routes to speak up as provided by the structure
within the organisation also proved to be a prominent
subtheme; using alternative routes was a method used
by many individuals as a way to navigate around some
perceived barriers to psychological safety.

A model demonstrating how these factors can influence
the context of each clinical situation requiring psycholog-
ical safety was developed and is shown in figure 2.

Potential negative consequences of working in a psychologically
safe environment

One area explored within the qualitative interviews was a
participant’s experience of working in a psychologically
safe environment. Within this, participants were asked
directly if they had observed or experienced any negative
consequences of psychological safety. While all partici-
pants were in agreement that the presence of psycholog-
ical safety was important and generally beneficial within
the critical care environment, there was an awareness
from both those ‘listening to concerns’ and those ‘taking
risks” of the potential for negative consequences. This did
not influence the feeling of being ‘safe to take a risk on

L L L[S I LN T PR T FIEE I

10 20 30

NUMBER OF PARTICIPANTS
Participant agreement with statements pertaining to psychological safety.

the team’ itself as these consequences did not lead to the
individual feeling unsafe or at risk of personal retribution
as a result of taking a risk within the working environ-
ment. There were three key subthemes where negative
consequences of psychological safety were described as
arising: the impact on a clinical decision maker’s ‘band-
width’ (defined as the energy or mental capacity to deal
with a situation), that the context of the clinical situation
could lead to negative consequences when all individuals
were psychologically safe and that a psychologically safe
environment facilitated motivations to speak up that were
not always regarded as beneficial to the organisation.

These subthemes regarding the possible negative
consequences to psychological safety are outlined below,
with supporting quotations for each subtheme illustrated
in figure 3. Further supporting qualitative data can be
viewed in online supplemental file 6.

Impact on ‘banawidth’

Itappeared consistent across all interviews that the person
who was responsible for clinical decision making (this
would vary depending on the clinical scenario, staffing

Context: Individual Level PROMOTE PSYCHOLOGICAL
SAFETY

LOCATION >
PERSONALITY
PREVIOUS EXPERIENCES
CULTURE
CONFIDENCE

F:

Context: Team Level
CLEAR ROLE IN TEAM

LEADERSHIP

FERSONALITY
ntext: nisational Level
HIERARCHY
— ALTERNATIVE
IMPEDE PSYCHOLOGICAL ROUTES

SAFETY
CULTURE

SUPPORT

Figure 2 Contextual factors that can influence
psychological safety and differ between clinical scenarios.
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NEGATIVE
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PSYCHOLOGICAL ( CONTEXT ]
SAFETY

( MOTIVATION

"

( BANDWIDTH J-—» ( DISTRACTION J/

™~

( WORKLOAD ]\

Open access

EXAMPLES SUPPORTING QUOTATIONS
“at nights you can have someone come to you every ten
minutes and tell you about something, and you have to then
" | make a decision as to whether that is actually a problem or
FATIGUE not.” uNioR bocTOR

“You’re being continually distracted. It happens all day"
SENIOR DOCTOR

miss those things and that’s a safety risk because I think they
Just don’t really understand what we do” sENIoR DOCTOR

hen makes everyone else really busy in the evening because
none of the jobs are done" yuior poctor

[ “And if you keep getting interrupted then actually you can J

[makev a four hour ward round take two hours l{mgar which
1

"It might not be a good idea in a really stressed situation
when everyone’s running around trying to do the best they

[TIME CRITICAL —

can for a patient and {Jbvmuxl} if somebody senior knows
exactly what’s happening and it’s something that you need to
deal with incredibly quickly. For example, some sort of

"
™~

airway emergency then you wouldn’t be questioning, why
does the patient need intubation?" juNIoR DOCTOR

“But sometimes more experienced people in the team should
hau Ihe/readom to mute all this information coming from
/he speaker.” SENIOR DOCTOR

—/

PRESENCE OF A
H I E RARC HY [ “if you have a loosening of the structure or the hierarchy yo

-an have the nurse go to different people and that can
ctually distort the information a lot” JUNIOR DOCTOR

period of time, and so you can do one thing and another
doctor will do another thing, and I think that's the
difficulty in such an environment” yuNIOR DOCTOR

\_);)

[ “nursing staff can go to more than one doctor over a

UNDERMINING
COLLEAGUES \,[

“You see that in junior doctors that come through or
members of the team that may not want to take responsibility,
but they just want to be critical” SENIOR DOCTOR

;/

DEMONSTRATE
OWN ABILITY |~

“But you get members of the team constantly, instead
of saying yes, this is a difficult situation, what are we
doing here? That question. What are we exactly
doing here? That's not helpful. So that that can be
frustrating.” sENIOR DOCTOR

Figure 3 Themes that emerged from our analysis pertaining to the potential negative consequences of psychological safety.

and shift times) was at risk of having an overloaded ‘band-
width’ as a result of multiple concerns or ideas being
raised.

The impact on a clinical decision makers ‘bandwidth’
had three potential consequences. First, the decision
maker became at risk of fatigue, potentially leading to
poorer clinical decision making. Second, an increase in
the volume of concerns raised causing the decision maker
to become distracted, potentially missing important clin-
ical information or making errors. Third, participants
raised the issue that the clinical workload is often signifi-
cant and by having to manage a large number of concerns
being raised this could subsequently reduce the time
available for clinical care (eg, by making the ward round
longer in duration).

Context
Another subtheme was the context of the clinical situ-
ation. In an emergency situation, raising concerns that
were not time-critical was felt to be negative and posed
a risk of distracting the clinical decision maker from the
current situation. Some individuals would voice concerns
to multiple senior staff members, which had the potential
to cause confusion and error.

Looking at the context of each clinical scenario, an
environment perceived to have a flatter hierarchy was

deemed to have an effect on facilitating some of the nega-
tive aspects of psychological safety. This more level struc-
ture allowed multiple voices and opinions to be heard,
risking confusion and a distortion of the original clinical
plan.

Motivation to speak up
The perception of being in a psychologically safe envi-
ronment was described as providing individuals with the
assurance and confidence to speak up and be an active
member of the team, even if their motivations were not to
promote good clinical care or improve the organisation.
Some participants observed that in others, this moti-
vation may not have been driven by patient safety, but
cither to deliberately criticise or to undermine those in
a more senior position. This also manifested as individ-
uals raising issues to more than one person. In addition,
individuals may use a psychologically safe environment
in order to speak up and be ‘seen’ to be engaged and
involved, knowing they can do this without fear of
personal repercussion.

DISCUSSION
Broadly speaking, the participants in our study provided
a positive account of their experiences and feelings of
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psychological safety within the critical care environ-
ment. The experiences reported and forming peoples’
views will of course not just have been derived from their
current position but will also encapsulate wider profes-
sional experience. Our data show that most participants
were in agreement with statements that corresponded to
high levels of psychological safety. By establishing that the
participants included in this study perceived themselves
to have a very good level of psychological safety, it allowed
the exploration of how this manifests and what affects
its presence. The strong presence of psychological safety
also then allowed us to explore what the consequences
of this environment might be, specifically whether any of
these were negative.

Our first significant finding is the influence of situa-
tional context on psychological safety. These findings
highlighted recurrent factors at the individual, team
and organisational level that were specific to a health-
care setting. Understanding the role of context in every
clinical scenario is important and an essential part of
improving psychological safety within the clinical envi-
ronment. Knowing what factors can influence the context
ensures the clinical team possesses enough psychological
safety to ‘take a risk’, thereby minimising the likelihood
of clinical error and fostering a culture of innovation.

The model developed in this thematic analysis can
assist team leaders in recognising the dynamic factors that
influence the context of the situation and subsequently
psychological safety within their own team. This informa-
tion can be used to mitigate barriers and promote the
factors that foster a culture of psychological safety.

While some factors affecting context may be fairly
consistent, for example, the location and setting of the
ward round and who leads it, others may vary from day to
day depending on the individuals comprising the team.
The nature of individuals’ different personalities, cultural
backgrounds and confidence influences the context.
Team leaders can acknowledge this, providing encour-
agement and reassurance to their team when speaking
up or proposing ideas. Workload also plays a role; clinical
cases have varying complexity, and the volume of cases
change from day to day. These factors interact with the
clinical experience of members of the team and affect
how psychologically safe they may feel.

The context of each clinical scenario can be affected
by team dynamics. The impact of this on psychological
safety can be improved by increasing the clarity of allo-
cated roles and responsibilities.

Consistent factors (such as location to speak up) can
also be identified and modified, recognising that a large
ward round may inhibit some individual’s psychological
safety and consequently providing alternative routes and
locations to speak up.

A second significant finding is the presence of poten-
tially negative consequences of a psychologically safe envi-
ronment. It is often assumed that psychological safety is
universally beneficial and should be promoted in every
situation. A recent review of psychological safety” raised

the question that there may be negative effects of psycho-
logical safety and have drawn attention to this as an area
for future research. Our data provide evidence to corrob-
orate this suggestion and highlight several ways in which
high levels of psychological safety can have negative
consequences, some of which are specific to the health-
care setting (eg, during emergency clinical scenarios) and
others that are more generalisable to all workplaces (such
as distraction of the team leader). These negative aspects
only become prominent when a high level of psycholog-
ical safety is present, as without an environment where
individuals feel free to take a risk (eg, working within a
psychologically safe culture that encourages speaking up
to raise concerns), these negative aspects do not manifest.

These negative consequences manifested in three key
subthemes within our analysis, which also allows potential
solutions to be considered.

Many participants in senior positions found that they
were at risk of distraction and fatigue, with their ‘band-
width’ often becoming overloaded. This might be mini-
mised by providing clear signposted opportunities for
individuals to speak up, thereby reducing the risk of
constant questioning and interruption.

There were two key areas within the subtheme of
context that appeared to lead to negative consequences of
psychological safety. In time-critical situations, perceived
psychological safety allowed multiple opinions and ideas
to be raised, taking up valuable time and risking patient
safety. This may be improved by providing opportunities
to contribute at a more appropriate time or by empha-
sising the time-critical nature of the situation.

Hierarchy also had an important influence. While
a flatter hierarchy is known to promote psychological
safety, conversely it may facilitate some of the negative
aspects to psychological safety as demonstrated within
our analysis. Many participants were in agreement that
a steep hierarchy was a negative concept but also wanted
clear leadership with the team. This clear leadership may
be crucial in managing negative consequences of psycho-
logical safety, subsequently protecting the team leader.

The third subtheme demonstrated how a psychologi-
cally safe environment could facilitate voices and contri-
butions with other motivations, such as undermining
others and promoting oneself. It is difficult to truly ascer-
tain an individual’s personal motivation for speaking up,
but it may be worthwhile for team leaders to bear this in
mind if the psychologically safe environment is allowing a
team member to speak freely, and this is taking the form
of criticism, or that their negative opinions are becoming
problematic for the functioning of the team as a whole.

Mitigating these negative consequences is not only the
responsibility of the team leader, but of those within the
team, using their own ability to weigh up the context of the
situation, the urgency of the concern and the workload of
the senior decision maker. It is worth remembering that
these negative consequences must be managed and miti-
gated in a way that does not interfere with the psycho-
logical safety of the working environment, for example,
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the team leader clearly signposting opportunities for indi-
viduals to be an active member of the team but simulta-
neously minimising the risk of distraction and allowing
space for decision making.

Our study has some limitations. While we achieved
thematic saturation during the recruitment and analysis,
it is still possible that themes regarding psychological
safety within our recruitment sites were not represented.
There is also the risk of participation bias; those with a
proactive interest in safety and quality improvement (or
conversely those who do not feel psychologically safe)
may have been more willing to participate in this study.

There is scope to further explore the influence of
context on psychological safety and the potential for
negative consequences of a psychologically safe environ-
ment in clinical environments outside the critical care
unit and within different NHS Trusts. While this study
was performed within the critical care units of one large
academically focused institution, the issues identified
seem likely to be salient elsewhere and certainly worthy
of wider exploration.

Conclusions
This study provides two unique contributions to the
literature: through identifying and extending the role
of situational context in psychological safety and second
by introducing and expanding on the possible negative
effects of a psychologically safe environment within the
healthcare setting. By understanding the nuanced differ-
ences in facilitators and barriers within a particular work-
place (eg, critical care within a wider model of healthcare)
and how the context can change and also influence
psychological safety, we may be able to develop environ-
ment specific and personalised solutions for departments
to enhance the psychological safety of their workers.
While attainment of high levels of psychological safety
within the team remains the goal, it is important to be
aware there are negative consequences that arise as a
function of being psychologically safe. By being aware of
the possible negative aspects of general team psycholog-
ical safety, team leaders and management can develop
and institute systems in order to mitigate these while
preserving an atmosphere in which people feel free to
take risks and be active members of both the team and
organisation as a whole.
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