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Abstract
Background Voice barriers among frontline healthcare workers hinder safety related to work and patients. 
Understanding these barriers and practices is crucial to improve voice behavior in healthcare settings. Therefore, this 
study aims to identify the voice barriers and practices among healthcare workers in Pakistan.

Research method The study has adopted a mixed-method research design. Data was collected from 15 frontline 
healthcare workers through semi-structured interviews to achieve study objectives. Descriptives and content analysis 
were conducted to explore voice barriers and alternative practices to solve their concerns. After that, a quantitative 
study was conducted to determine the statistical significance of the identified voice barriers and the magnitude of 
their effect. For this purpose, data was collected from 480 frontline healthcare workers in the primary, secondary, and 
territory healthcare units. A questionnaire survey was used for data collection. Then, multistage hierarchical regression 
analysis was employed for data analysis.

Results Study findings highlight the determinants of two key factors: withholding patient safety concerns and 
withholding worker safety concerns. First, the study identifies several factors that increase the likelihood of healthcare 
workers withholding concerns about patient safety. These factors include professional designation, work experience, 
blackmailing, overconfidence, longer work tenure, feelings of insult, early career stage, fear of patient reactions, bad 
past experiences, job insecurity, and uncooperative management. Fear of increased workload also plays a significant 
role. Second, when it comes to work-related safety concerns, factors such as gender, shyness, lack of confidence, fear 
of duty changes, management issues, interpersonal conflicts, and resource shortages contribute to the withholding 
of concerns. To navigate these challenges, healthcare workers often resort to strategies such as seeking political 
connections, personal settlements, transfers, union protests, quitting, using social media, engaging in private practice, 
or referring patients to other hospitals.
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Contribution to the literature review

  • This study provides an in-depth qualitative 
examination of the voice barriers encountered by 
healthcare workers, including doctors, nurses, and 
midwives, in Pakistani public hospitals

  • It explores the practices adopted by healthcare 
workers when facing these voice barriers, offering 
insights into their coping mechanisms and the 
impact on their professional behavior.

  • Using hierarchical regression analysis, the study 
quantitatively assesses the magnitude of the effect 
of each voice barrier on prohibitive voice related 
to patient safety and healthcare worker safety. It 
contributes valuable figures to the understanding of 
communication challenges in healthcare settings.

Introduction
Healthcare sector is the most fragile, with no room for 
errors. Upon fulfilling all the safety standards in health-
care system, finally the diagnosis, procedures and treat-
ments depends on health practitioners. One small error 
can jeopardise a patient’s life. There are several psy-
chosocial factors and consequent outcomes which can 
adversely affect employee’s ability to proceed with suc-
cessful work operations. Such as job demand control 
imbalance, effort reward imbalance, interpersonal con-
flicts [1], bullying etc., and their consequences as stress, 
mental health issues, burnout, and voice suppressions 
etc. Basically, voice plays a moderating role in the rela-
tionship between psychosocial factors and employee 
outcomes. If voice raised, it reduces the negative effect 
of psychosocial factors on employee outcome. If voice 
supressed, it increases the negative effect of psychosocial 
factors on employee outcome and increase the chances of 
error in healthcare practices. Prohibitive voice describes 
“employees ‘expressions of concern about work practices, 
incidents, or employee behavior that are harmful to their 
organization” [2]. Prohibitive voice plays an important 
role for organizational health, mainly since such fright-
ening communications place beforehand unobserved 
glitches on the shared agenda to be determined or avoid 
tricky initiatives. Similarly, withholding voice related 
to patient safety is defined as “an intentional behaviour 
not to verbalise ideas, information and opinions for the 
improvement of patient safety and is thus more than the 

absence of speaking up” [3]. While, voice barriers are 
the obstacles to raise voice for safety concerns. When 
employees cannot directly raise their safety concerns, 
they resort to indirect methods to address their issues to 
some extent. These indirect methods, termed as conse-
quent voice practices, can be harmful to the organization.

Medication and medical errors cause adverse events 
and serious threat to the lives of the patients. Every year 
134  million adverse events occur in lower- and middle-
income countries, which results in 2.6  million deaths. 
However, medical errors are avoided to disclose, report 
and record in the hospitals [4, 5]. Whereas, medication 
errors cannot be hide due to prescription and manual 
records. Statistics shows that annually 500,000 people die 
in Pakistan due to medication errors [6, 7]. Medication 
errors accounts for 18.3% of adverse events occur in Paki-
stani hospitals [8]. There are several reasons, which leads 
to medical and medication errors. Such as organiza-
tional fear, workload, pay problems, concentration issues 
(among nurses, USA) [9], inadequacy of physical exami-
nation [10], burnout [11–13]. Consequently, all these 
factors along with realization of medical errors leads to 
adverse mental health [14, 15] and suicidal behaviour 
among healthcare workers [16–18]. Therefore, medical 
errors endanger both the health and safety of patients 
and healthcare workers. However, health and safety of 
both the stakeholders can improve through healthcare 
worker’s voice behaviour [19, 20]. Speaking up behaviour 
can prevent harms [21], and can increase patient safety 
culture [22]. Nonetheless, there are several voice barriers 
in the healthcare sector.

So far, several studies were conducted to investigate 
workers voice barriers, worldwide. In this regard, Mor-
row, et al. [23] conducted meta-analysis of 11 qualitative 
articles published during 2005 to 2015. It was identified 
that safety voice among healthcare workers is (1) per-
ceived as unsafe and ineffective, (2) delayed because of 
power dynamic and hierarchies, and (3) can be increased 
by open communication and manager’s support. Further 
it was identified that all the studies were conducted in 
context of Australia, Bulgaria, Canada, Hong Kong, East 
Africa, Ireland, Korea, New Zealand, Sweden, Switzer-
land, and the United States.

Fisher and Kiernan [24] examined the factors which 
effect nurses’ voice behaviour for patient safety through 
qualitative study in context of the UK. They found that 
nurses do not speak for patient safety because of fear of 

Conclusion Findings demonstrates that healthcare workers in Pakistan often withhold safety concerns due to 
hierarchical pressures, personal insecurities, and fear of repercussions. Their reliance on external mechanisms, such 
as political influence or social media, underscores the need for significant reforms to improve safety culture and 
management support. Addressing these issues is crucial for ensuring both patient and worker safety.

Keywords Voice barriers, Prohibitive voice, Patient safety, Worker safety, Healthcare workers



Page 3 of 15Kanwal et al. BMC Health Services Research           (2025) 25:32 

punitive action, context of exposure, hierarchy, and team 
culture.

Lee and Dahinten [25] investigated voice behaviour of 
nurses in South Korea and found that inclusive leader-
ship and psychological safety reduce withholding voice 
and increase the behaviour of speaking up and intention 
to report error. Similarly, another study was conducted in 
the Netherlands found psychological safety can increase 
speaking up behaviour [26]. Mihdawi, et al. [27] identi-
fied that patient safety can be enhance through nursing 
working environment. In context of Pakistan, Nawaz, et 
al. [28] concluded that idiosyncratic deals can improve 
healthcare workers voice behaviour.

Thus, previous literature review on voice behaviour 
suggests six research gaps. First, previous studies largely 
focused on nurse’s voice behaviour. Whereas the behav-
iour of doctors and midwives was overlooked. Sec-
ond, voice behaviour related to patient safety is densely 
investigated, whereas, voice behaviour related to work-
ers safety was ignored. Though workers safety leads to 
patient safety [27]. Third, almost all the studies were con-
ducted in the developed countries and developing coun-
tries such as Pakistan were ignored greatly. Fifth, previous 
study found voice barriers through qualitative method 
but the identified barriers were not empirically validated. 
Sixth, previous studies ignored to identify the alternative 
practices in presence of voice barriers. Thus, we propose 
to address these gaps by uncovering voice barrier among 
healthcare workers in developing country, Pakistan, by 
identifying voice barriers to both patient safety and work-
ers safety, by extending study sample to other healthcare 
workers as doctors and midwives, by validating identified 
voice barriers through empirical analysis as the research 
model proposed (as depicted in Fig. 1), and by identifying 

healthcare worker’s alternative voice practices in pres-
ence of voice barriers. We raised three main questions 
based on the above discussion.

1. What are the prohibitive voice barriers (patient 
safety and worker safety), among frontline healthcare 
workers (doctors, nurses, and midwives) in Pakistan?

2. What are the consequent practices frontline 
healthcare workers follow within the presence of 
voice barriers?

3. What is the magnitude of the effect of voice barriers 
on withholding voice (patient safety and worker 
safety)?

Conservation of resources theory (COR) [29] severs as 
basis to support this study. Which indicates employee’s 
behaviour of resource conservation by shaping voice 
behaviours. Such as healthcare workers withhold voices 
to avoid resource depletion. The study has several prac-
tical and theoretical implications. The study finding 
compels strategists to make policies to improve work-
ing conditions leading to worker and patient safety in the 
hospitals. It helps healthcare management to develop a 
safe working culture, which motivate workers to bring 
their concerns to management. Further, this study sup-
ports management to remove voice barriers in the hospi-
tals with larger magnitude of effect on withholding voice. 
The study also adds in literature related to healthcare 
safety.

Methodology
Following the research questions of the study, Mixed-
method research design was adopted to conduct it. As the 
study aims to identify voice barriers among healthcare 

Fig. 1 Conceptual model
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workers in Pakistan and then validate them through 
empirical analysis. Therefore, initially, semi structured 
interviews were conducted with the healthcare workers. 
The study sample encompassed participants employed in 
public hospitals at primary, secondary, and tertiary lev-
els in the Lahore district, Pakistan. Interviewees were 
selected using the convenience sampling technique. No 
explicit criteria were applied for interviewee selection, as 
all medical and paramedical staff working in public hos-
pitals met the necessary job requirements. Consequently, 
in line with the study objectives, participants were com-
prised in this study without age and experience limits. All 
methods were conducted in accordance with the Helsinki 
guidelines. Informed written consent was taken before 
interview session. Interviewees were ensured about con-
fidentiality of the data and its removal after utilization for 
research purpose. Each interview lasted about 35  min. 
Data collection continued until saturation was achieved, 
which occurred after 15 interviews were completed. To 
ensure data saturation, an additional 3 interviews were 
conducted, confirming that saturation has achieved. 
However, data collection on 15th interview was com-
pleted due to reiteration of the responses.

Interviews were conducted in Urdu language. All the 
interview sessions were digitally recorded, transcribed, 
contents were derived and translated into English lan-
guage for reporting and analysis purpose.

Based on the identified contents a questionnaire was 
developed and distributed for data collection among 700 
healthcare frontline workers. A total of 511 filled in ques-
tionnaires were returned. Thirty-one questionnaires were 
discarded due to improper filled in responses and rest 
480 were used for data analysis. Data was tested for com-
mon method bias. According to [30] common method 
bias can occur if data of dependent and independent 
variable is collected from the same respondent. To ensure 
data is free from common method bias, Herman’s sin-
gle factor analysis was conducted [31]. Then diagnostic 
tests as multicollinearity, normality, and reliability were 
employed before main statistical analysis. Finally, we pro-
ceeded for Hierarchical Multilevel Regression analysis to 
analyse data using statistical software SPSS [32–34].

Measures
Withholding prohibitive voice behaviour for worker was 
measured with five items, on 5-point Likert scale adapted 
from the study Liang, et al. [2] ranging from “1” strongly 
disagree to “5” strongly agree. Whereas withholding voice 
behaviour related to patient safety was adapted from the 
study of Schwappach and Richard [35] and measured 
with four items, on 5-point Likert scale ranging from “1” 
rarely to “5” very often.

Voice barriers identified through interview were mea-
sured on categorical scale coded with 1 “Yes” and 0 “No” 

(See appendices: Questionnaire). The study controlled 
the effect of four variables such as gender, age, designa-
tion and work experience. Else, they can influence main 
results of the study.

Results
Results qualitative study
Demographic details
Demographic results show percentage of interviewees 
based on gender, age, designation, and work experience. 
8 males and 7 females participated in this study. Based 
on age 46.7% of participants were from age group 31 to 
40 followed by 33.3% were from age group 22 to 30, and 
20% of the participants were related to age group 41 to 50 
years old. Designation wise, doctors, nurses, dispensers, 
and midwives participated in the study with the percent-
age of 26.7, 33.3, 20, and 20 respectively. Based on work 
experience 20% of the participants were less than one 
year of work experience, 33.3% of the participants expe-
rienced ranged from 1 to 5 years, experience of 26.7% and 
20% of the participants was ranged from 5 to 10 years, 
and greater than ten years, respectively.

Prohibitive voice barriers and consequent practices
Voice barriers

i. Personal traits

First, voice barriers were distinguished based on indi-
vidual and contextual characteristics as personal or 
internal factors, such as self-efficacy, which is the basic 
concept introduced by Bandura and Cervone [36]. Which 
determines the degree of resistance and amount of pres-
sure to change. Self-efficacy is defined in terms of hard 
work, deliberate effort, choosing tough projects, progress 
towards mastery of work, goal achievement, and perse-
verance in the face of challenges. As a result, particularly 
in high-risk situations, a high level of self-efficacy rein-
forces the notion that an individual can influence events 
to get the desired results. According to Amos and Kli-
moski [37] self-confidence is a personality trait, therefore, 
it affects voice behaviour [38, 39]. Similarly, shyness is 
one of the personality components [40], individuals those 
shy avoids speaking behaviour. Related to personality 
traits, this study evidenced, shyness, lack of confidence, 
and feeling insult are the potential voice barriers.

ii. Uncertainty avoidance

According to Ebrahimi, et al. [41] workers reluctant to 
speak due to fear of job loss, demotion, and job pressure. 
Similarly, this study demonstrated healthcare workers 
have several fears if they speak, they would be trans-
ferred to health facilities at longer distance. Which can 
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loss them in terms of money, time and effort. Another 
type is the fear of rotation change, in which duty could 
be changed in different unsuited rotation as from morn-
ing to night shift. Fear of inquiries, in which workers get 
involved into unnecessary inquiries, which costs them 
mental stress and wastage of time. Another fear is related 
to pay stop, through which workers being pushed into 
departmental processes to resume their salaries. Fear 
of job lost also restrict individuals to raise their voices. 
In short, to avoid all these problems, workers withhold 
their voices and adjust themselves according to working 
environment.

Align with previous research findings, we have found 
pressure of external and internal stakeholders as an 
important factor of voice behaviour qualitative and quan-
titative data analysis. In this study, external stakehold-
ers were described as patient and their attendants, and 
internal stakeholder were peers and hospital manage-
ment personnel. We have identified that frontline health-
care workers do not raise their voices of patient to avoid 
negative reactions of internal and external stakeholders. 
healthcare workers familiar with stakeholders’ negative 
reactions by their past experiences and ongoing inci-
dents occurring with other colleagues or at other health 
facilities. Negative reactions by external stakeholders 
includes protests by patients and attendants with the 
perceptions of faulty medical treatment, against front-
line healthcare workers. Which creates further problems 
for the healthcare worker in terms of investigations and 
reputation. Therefore, withholding voice perceived as 
safe behaviour. Secondly, internal stakeholders as hospi-
tal management and peers consider worker’s raised voice 
regarding patient safety, as a weakness or voice raiser’s 
fault towards patient, therefore, they put all the blame on 
the voice raiser and blackmail them in future. To avoid 
this fear healthcare workers less likely, raise voice related 
to patient safety, particularly.

iii. Psychosocial factors

Relationship between psychosocial factors and voice 
behaviour is evidenced in previous research. Accord-
ing to Detert and Edmondson [42] and Subhakaran and 
Dyaram [43] explained that psychosocial voice barriers 
effect the employees’ inclination to speak up [43] and 
consequently team’s performance [44].

Interpersonal conflicts, lack of support by manage-
ment, bullying, perceived injustice, and conflicts based 
on job cadre (power distance), are the psychosocial fac-
tors identified among healthcare workers as the voice 
barriers in context of Pakistan.

iv. Previous voice experience

Previous experience related to voice raising and its out-
comes plays important role to determine voice behav-
iour. Employees are reluctant to raise voices if less likely 
regarded with their voices in the past or they got worse 
consequences due to their voice behaviour and vice 
versa. Several studies evidenced the role of experience in 
changing behaviour [45]. Other studies identified that the 
experience of psychological contract breach (not fulfill-
ing promise by management / boss) effect voice behav-
iour [46]. Similar concept is supported by social cognitive 
theory of self-regulation by Bandura [47]. Albarracín and 
Wyer [48] provided empirical evidence of the positive 
relationship between past behaviour and future behav-
iour. In the same way, this study identified that employees 
past voice behaviours and its effects, shape individuals’ 
voice behaviours. In this study, we found that major-
ity of the respondents demonstrated that they do not 
raise their voice because they are cannot bear its conse-
quences, as in the past they did.

xxii. Professional knowledge rivalries

Professional knowledge rivalry is another factor of voice 
behaviour among healthcare individuals identified in 
this study. Individuals with higher self-efficacy in their 
field, less likely raise their voices to seek help. Similarly, 
healthcare workers, those have professional knowledge 
conflicts with others do not speak out to get guidance on 
the issues related to patient safety. Differ of opinion halt 
them to consult with each other in patient safety matters.

Knowledge based conflicts occurs when individuals 
being disregarded based on their knowledge and prac-
tices. Conflicts can occur for a wide variety of reasons, 
from incompatible behaviour (Deutsch 1973) to a misun-
derstanding of one another’s interests (Rubin et al. 1994). 
Another study identified conflicts negatively effects oper-
ational functioning, reduce satisfaction and effect future 
decisions through endangering cohesiveness of a team 
(Schweiger et al. 1986). Similarly, this study identified 
conflicts related to professional knowledge affect individ-
uals’ decision to ask for help and guidance. This finding is 
specifically evident in context of voice raising regarding 
patient safety.

vi. Work tenure

Work tenure is also identified as a potential determi-
nant of voice behaviour. Previously many studies high-
lighted the importance of work tenure or job tenure as 
a significant factor of voice behaviour such as Ngo, et al. 
[49] identified it among Hong Kong workers for voice 
behaviour of discrimination at work. Similarly, Zhang, et 
al. [50] found work tenure as a covariate factor to shape 
voice behaviour among teachers. Whereas several other 
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researchers considered work tenure as a potential control 
variable, while assessing the effect of other independent 
factors on voice behaviour [51–53]. Likewise, we have 
identified work tenure as a critical factor in shaping voice 
behaviour among frontline healthcare workers in Paki-
stan, into two domains as work safety and patient safety. 
We have further validated the point (greater or lesser) of 
work tenure effects voice behaviour through quantitative 
study.

Figure  2 elaborate and distinguishes the voice barri-
ers related to patient safety and worker’s safety among 
healthcare workers in Pakistan. Voice barriers with the 
domains and factors, and consequent practices is pre-
sented below (Table 1).

Consequent practices However, voice barriers at work-
place impel workers to adopt over the counter approaches 
to fix their workplace problems. Such as political refer-
ences, relocations, and social media sharing. To resolve 
work related problems, workers put political pressure on 
hospital management through political pubic representa-
tive figures. Some workers effort to change their work-
stations, whereas, most of the young workers highlight 
problematic issues on social media to get public support. 
Most of the workers resolve their problems individually 
and secretly, which is the biggest hinderance in forming 
safety culture at the workplace. However, if same problem 
experienced frequently by all the workers within the same 
cadre than it is tackled through union protests. Such as 
undervalue someone’s role and workload issues. However, 

some of the workers with well-off background prefer to 
quit their jobs.

Whereas, to solve the matters related to patient safety, 
healthcare workers refer patients to other hospitals, 
beware them about lack of medical equipment and facili-
ties in the hospital, suggest them private hospitals. In this 
way, they ruin reputation of public hospitals and promote 
private practices.

Results quantitative study
Sample characteristics
Demographics statistics presented in Table 2, demon-
strates dominant participation of female respondents in 
this study with 55%. Based on age, 35% of the respon-
dents were of age 31 to 40 followed by 32.5% from age 
group 22 to 30, 22.5% from age group 41 to 50, and 10% 
respondents were greater than 50 years in age. Designa-
tion wise respondents categorized into four categories, 
among them participation rate of disperser was 40%, fol-
lowed by doctor’s participation rate 30%, nurses 22.5%, 
and midwife’s participation rate was 7.5%. Most of the 
respondents (38.2) were with 5 to 10 years work experi-
ence followed by 35.4% with more than 10 years, 19.6% 
with 1 to 5 years, and 6.8% were with less than 1 year of 
work experience.

Diagnostic tests
Before proceeding for hierarchical multilevel regression 
analysis, first, the independent variables were tested for 
multicollinearity through correlation analysis. Table  3 

Fig. 2 Distinguished voice barriers to patient and worker safety
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presents the results of correlation analysis, which shows 
that none of the independent variables is highly cor-
related (Correlation coefficient > 0.50) [54], hence, the 
problem of multicollinearity not detected. Second, nor-
mality of the data was ensured through skewness (within 
± 1) and kurtosis (within ± 3) values [55, 56]. Third, 
internal consistency of the constructs verified through 
the value of Cronbach’s alpha not less than 0.70 for 
each construct [57]. Fourth, data is tested for common 
method bias through Harman’s single factor analysis and 
principal component analysis [30, 58]. The first factor 
accounted for 30% variance, which indicates data is free 
from common method bias.

Hierarchical multilevel regression analysis
Hierarchical multilevel regression analysis was con-
ducted to determine the direct effect of voice barriers 
to prohibitive voice behaviour related to patient safety 
and safety at work. Table  4 presents the direct effect of 
voice barriers on withholding prohibitive voice behaviour 
related to patients’ (WPVPS) safety. Stepwise hierarchi-
cal regression analysis consists on different steps. The 

first step includes control variable. Second step includes 
independent variable. Regression was run with stepwise 
method, which produce results based on magnitude of 
effect and significance of the model. Following the stan-
dard practice, we selected model 13 for this study.

The direct effect of control variables on withhold-
ing prohibitive voice behaviour related to patient safety 
revealed the positive effect of gender (β = 0.866, p < 0.01) 
and negative effect of designation (β= − 0.308, p < 0.01) 
towards withholding prohibitive voice behaviour related 
to patient safety. However, the result of age and work 
experience did not demonstrated significance at this 
stage. Then, hierarchical regression analysis automatically 
selected the factor of blackmailing among all other inde-
pendent variables for model 2. Which indicates black-
mailing by peers and management (β = 0.3.169, p < 0.001) 
contributes greatest effect towards WPVPS as compare 
to all other factors. The third model added knowledge-
based overconfidence with 2nd major effect (β = 0.1.170, 
p < 0.001). Fourth model included the factor of work ten-
ure greater than others at work (β = 1.002, p < 0.001) as 
a third major factor. Fifth model added another factor 

Table 1 Classification of voice barriers and consequent practices
Domains Factors Consequences of withholding prohibitive voice  

behavior
Patient safety Safety at work

Voice barriers Personal Lack of confidence 1. Motivate patient to 
move to a private health-
care facility
2. Part time practices on 
private clinics
3. Union protests

1. Political approaches
2. Change workstations
3. Burnout
4. Quit
5. Adjust accordingly
6. Union protests
7. Social media sharing 
from fake ids
8. Individually matter 
settlement

Shyness
Feeling insult

Uncertainty Fear of job lost
Fear of inquiries
Fear of change in duties
Fear of patient and attendants’ reaction
Fear of blackmailing by management 
and peers

Professional knowledge Professional knowledge-based conflict
Over confidence based on profes-
sional knowledge

Psychosocial factors Interpersonal conflicts
Bullying
Unsupportive management
Perceived injustice
Conflict based on cadre (power 
distance)

Work tenure Greater than others
First year of service

Voice experience Bad experience with voicing behavior

Table 2 Sample characteristics
Gender Frequency (%) Age (Years) Frequency (%) Designation Frequency (%) Work experience (year) Frequency (%)
Male 45.0 22–30 32.5 Doctor 30.0 < 1 6.8
Female 55.0 31–40 35.0 Nurse 22.5 1–5 19.6
- - 41–50 22.5 Dispenser 40.0 5–10 38.2
- - > 50 10.0 Midwife 7.5 > 10 35.4
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feeling insult (β = 0.523, p < 0.001) as fourth major voice 
barrier. Model 6 added interpersonal conflict with sig-
nificant negative effect (β=-0.540, p < 0.001). Which 
demonstrates frontline healthcare workers do not com-
promise for patient safety due to interpersonal conflicts. 
Model 7 added knowledge-based conflict (β = 0.544) as a 
fourth major fifth substantial factor contributes toward 
voice WPVPS. Then, model 9,10,11, 12 and 13 added 1st 
year of service (β = 0.462, p < 0.001), fear of reaction by 
patients and attendants (β = 0.472, p < 0.001), bad voice 
experience (β = 0.399, p < 0.001), job insecurity (β = 0.326, 
p < 0.001), non-cooperative management (β = 0.235, 
p < 0.001), and fear of increase in workload (β = 0.140, 
p < 0.001), respectively, as a potential positive contributor 
towards WPVPS.

The 13th model considered the final model of the study, 
which indicates significance of three control variables age 
(β=-0.130, p < 0.001), designation (β = 0.127, p < 0.001), 
and work experience (β = 0.043, p < 0.10), which indicates 
significant positive effect of designation and work experi-
ence, and negative significant effect of age towards with-
holding patients’ safety voice. Whereas the model did not 
demonstrate significant effect of gender. Among voice 
barriers, blackmailing by peers and management estab-
lish largest positive effect (β = 0.2.090, p < 0.001), followed 
by knowledge based over confidence (β = 0.957, p < 0.001), 
work tenure greater than others at work (β = 0.907, 
p < 0.001), knowledge-based conflict (β = 0.816, p < 0.001), 
fears of reaction by patient and attendants (β = 0.559, 
p < 0.001), first year of service (β = 0.514, p < 0.001), bad 
voice experience (β = 0.433, p < 0.001), feeling insult 
(β = 0.426, p < 0.001), no cooperation by management 
(β = 0.282, p < 0.001), job insecurity (β = 0.252, p < 0.001), 
and fear of workload increase (β = 0.140, p < 0.001). 
Whereas, interpersonal conflict has significant negative 
effect towards withholding voice behaviour related to 
patient safety. The R2 value 0.96 shows, identified voice 
barriers accounts for 96% variation in the dependent 
variable, withholding voice behaviour related to patient 
safety. The value of F statistics is 419.402, which is sig-
nificant at 1% level and evidence significance of overall 
model. 1.524 the value of Durbin-Watson is less than 2, 
which indicate there is no problem of autocorrelation.

To measure the direct effect of voice barriers on with-
holding voice behaviour related to safety at work through 
multilevel hierarchical regression, at the first step con-
trol variables were entered, then, all the voice barri-
ers related to work safety were added at step two, and 
stepwise method was employed. The results provided 
three models (See Table 5). First model included gender, 
which demonstrate significant positive effect towards 
withholding prohibitive voice related to safety at work 
(WPVSW). Model 2 included the significant negative 
effect of shyness (β = 0.303, p < 0.001). Finally, model 3 

demonstrated 10 factors with significant effects. Regard-
ing control variables, gender established positive effect 
(β = 0.471, p < 0.001) and designation evidenced signifi-
cant negative effect (β=-0.202, p < 0.001). Fear of change 
in duties identified as substantial factor with largest 
positive effect (β = 0.731, p < 0.001) on WPVSW. 2nd 
substantial factor lack of confidence demonstrated sig-
nificant positive effect (β = 0.730, p < 0.001) on WPVSW. 
Shyness (β = 0.657, p < 0.001) identified as third larg-
est barrier towards WPVSW. Familiarity with shortage 
of resources found as fourth dominant factor towards 
withholding voice related to safety at work. Followed by 
non-cooperative management (β = 0.179, p < 0.05), work-
load increase (β = 0.142, p < 0.05), bad voice experience 
(β = 0.136, p < 0.10), and interpersonal conflicts (β = 0.142, 
p < 0.10). Whereas, bullying (β=-0.383, p < 0.001) dem-
onstrated negative significant effect toward withhold-
ing voice related to safety at work. Job insecurity did not 
find as significant voice barrier related to work safety. 
The value of R2 = 0.832, evidenced 83.2% variation in the 
dependent variable withholding voice behaviour related 
to work safety, due to independent variables. The value 
of F = 115.815 is significant at 1% level, which evidence 
overall acceptability of the model is substantial. Value of 
Durbin-Watson is less than 2, that indicates model is free 
from the problem of autocorrelation.

Discussion
This study was conducted to identify voice barriers in the 
healthcare industry among frontline healthcare workers 
in Pakistan. Voice behaviors were discerned based on 
patients’ safety and workers safety. Voice behavior can 
be categorized into two ways: promotional voice behav-
ior and problem resolving voice behavior. Promotional 
voice behavior is necessary for innovation and develop-
ment purposes. Whereas problem-solving voice behavior 
is essential to overcome challenges. Absence of prob-
lem-solving voice behavior tends to decrease health and 
well-being. We cannot proceed for innovation and devel-
opment through promotional voice behavior without 
prohibitive voice behavior. Therefore, in this study, we 
focused on prohibitive voice behavior among healthcare 
workers, as it is essential to address workplace challenges.

Healthcare is a sensitive sector, where employees’ pro-
hibitive voice behavior plays a critical role in safe work 
operations. Worker’s behavior of withholding prohibitive 
voices affects their mental and physical health destruc-
tively. This further affects their behavior towards patients’ 
safety and increases the rate of medical errors. Health-
care worker’s minor mistake can take life of the patient 
under treatment or cause long term disability or injury. 
Thus, to ensure safe working conditions and patients’ 
safety it is essential to assess prohibitive voice behav-
ior of healthcare workers and underlying factors. In this 
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regard this study answers three questions proposed in the 
beginning.

First question was “what are the prohibitive voice bar-
riers (patient safety and worker safety), among frontline 
healthcare workers in Pakistan?” To answer this ques-
tion the study adopted a qualitative method. Seventeen 
voice barriers were explored through interviews. Content 
analysis further categorized these barriers into six main 
factors: (1) personal traits, (2) uncertainty avoidance, (3) 
psychosocial factors in the workplace, (4) work tenure, 
(5) professional knowledge rivalries, and (6) unpleasant 
experiences of voice raising. In the domain of personal 
traits, it was explored that individuals do not raise patient 
safety voices because of lack of confidence and feel-
ing insult in asking for help in diagnosis and treatment. 
According to them, asking questions shows their inabil-
ity to work in the hospital. Whereas shyness is another 
cause due to which healthcare workers are reluctant to 
raise voices for their own safety. Empirical analysis dem-
onstrated statistical significance of all three factors in 
affecting prohibitive voice of patient and workers safety. 
Further, the results are in line with previous studies [40, 
41].

The second major domain is uncertainty avoidance. 
Which suggests that healthcare workers avoid uncertain-
ties by withholding their voices. They do not speak up 
due to fear of job loss, unnecessary inquiries, changes 
in duties, salary freezes, and negative reaction of patient 
attendants. Fear of job loss, fear of blackmailing by peers 
and management, and negative reaction by patient 

attendants were identified as significant causes of with-
holding patient safety voices. Whereas fear of job loss 
and unwanted change in duty demonstrated significance 
in withholding workers’ safety voices. The results are sup-
ported by previous studies [42].

The third major domain is professional knowledge 
rivalries. Which demonstrates that healthcare workers 
have knowledge and technique-based conflicts. Which 
tends them to disagree on peers’ diagnosis and treat-
ment methods. Thus, their overconfidence of profes-
sional knowledge does not let them get others’ opinions. 
Empirical analysis indicates statistical significance of 
knowledge-based conflicts affecting patient safety voices. 
Findings are supported by previous literature [59, 60].

The fourth major reason is the psychosocial factors at 
the workplace. Interpersonal conflicts, bullying, unsup-
portive management, perceived injustice, and designa-
tion/cadre-based conflicts were explored as voice barriers 
and grouped in psychosocial factors through content 
analysis. Empirical findings confirmed the effect of bul-
lying, interpersonal conflicts, awareness of shortage of 
resources, and unsupportive management on prohibitive 
voices related to patient safety. Unsupportive manage-
ment, bullying, awareness of shortage of resources, and 
interpersonal conflicts were also identified as significant 
determinants of withholding prohibitive voice related to 
workers safety. The results are in line with previous stud-
ies [43, 44].

The fifth major voice barrier is work tenure. Qualita-
tive results demonstrate that healthcare workers avoid 
raising voices if their work tenure is shortest or longest 
at the workplace. Empirical findings demonstrated Work 
tenure is the significant determinant of withholding voice 
related to patient safety. Previous studies [50–54] support 
these findings.

The sixth major voice barrier explored through quali-
tative findings is voice experience. Healthcare workers 
those got negative consequence of raising voice in the 
past, they reluctant to speak up on patient safety and 
workers safety concerns. Empirical analysis demon-
strated statistical significance in this regard. The results 
are supported by previous studies [46–49].

Secondly, the study answers the question “What are 
the consequent practices frontline healthcare workers 
follow within the presence of voice barriers”? Following 
qualitative methods and using content analysis this study 
identified several practices healthcare workers adopt in 
consequence of suppressing voice. For patients’ safety, 
firstly, they refer them to other health facilities which 
have all the resources to treat the patients. Secondly, lim-
ited resources and threats to voice raising motivate them 
to open their private clinics and serve the patients part-
time. Thirdly, voice barriers cause union protest, but if 
majority of the healthcare workers face same issue.

Table 5 Voice barriers effecting prohibitive behaviour of 
withholding work-related safety concerns
Variables Model 1 Model 2 Model 3
(Constant) 2.287*** 2.960*** 1.772***
Gender 1.357*** 1.372*** 0.471***
Designation − 0.303*** − 0.202***
BWS1(Shyness) 0.657***
BWS2(Lack of confidence) 0.730***
BWS3 (Fear of change in duty) 0.731***
BBS1(Bullying) − 0.383***
BBS2(Non cop. management) 0.179**
BBS3(Interpersonal conflict) 0.142*
BBS4(Job insecurity) 0.102
BBS5(Fear of workload increase) 0.142**
BBS6(Bad voice exp.) 0.136*
BBS7(Familiarity with shortage 
of resources)

0.305***

R2 0.625 0.681 0.916
∆R2 0.388 0.460 0.832
F (1-278)

178.043***
(2-277)
119.874***

(12–267)
115.815***

Durbin-Watson 1.525
* indicates a 10% significance level, ** indicates a 5% significance level, 

*** indicates a 1% significance level
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The consequence of suppressing voice related to work-
ers safety arise in terms of leave the workstation and 
accelerating the efforts to transfer to other health facil-
ity, using political references to solve their problems at 
the workplaces, union protests, sharing the problems on 
social media using fake IDs, quitting the jobs, or working 
until finding out new jobs. The findings are in line with 
previous studies [61, 62]. Previous studies suggest that 
employees leave their job due to workplace problems. 
However, this study indicates employees leave their jobs 
if they cannot raise their voices to solve these problems.

The third question, this study answers is “What is the 
magnitude of effect of voice barriers on withholding pro-
hibitive voice (patient safety and worker safety)”? The 
study answers this question using hierarchical regres-
sion analysis. Related to withholding patent safety voice 
15 factors were identified. Based on magnitude of effect 
these factors were listed in descending order as fear of 
blackmailing (2.090), knowledge-based overconfidence 
(0.957), longest work tenure (0.907), knowledge based 
conflict (0.816), fear of reaction by patient and attendants 
(0.559), shortest work tenure (0.514), bad experience in 
raising voice (0.433), feeling insult (0.426), uncoopera-
tive management (0.282), job insecurity (0.252), fear of 
increase in workload (0.140), designation (0.127), and 
work experience (0.043). The result of the study is in line 
with previous research in terms of climate of fear [63], 
bullying [64], organizational tenure [1], unsafe working 
conditions [64].

However, in this study we have extended previ-
ous research related to voice barriers to patient safety 
as Liang, et al. [2] identified work tenure effect voice 
behavior, but it was not identified which point of work 
tenure effect voice behavior. This study extended previ-
ous research by evidencing first year of service and work 
tenure greater than others at work significantly contrib-
utes to withholding patient safety voice. Related to unsafe 
working conditions [23] and safety climate [60], this 
study evidenced the factors and their effect on withhold-
ing patient safety voice, such as non-cooperative manage-
ment, blackmailing, and job insecurity. Workers personal 
concerns such as lack of confidence, bad voice experience 
in the past, and fear of reaction by patient and atten-
dants. Further, voice barriers related to knowledge-based 
conflict and overconfidence were not identified in previ-
ous research related to healthcare.

Regarding withholding voice related to workers safety, 
it was found that fear of change in duty (0.731), lack of 
confidence (0.730), shyness (0.657), awareness of lack of 
resources (0.305) non-cooperative management (0.179), 
fear of upsurge workload (0.142), interpersonal conflict 
(0.142), bad experience of raising voice (0.136), and job 
insecurity (0.102) significantly contributes to withhold-
ing voice related to safety at work. None of the previous 

studies identified the magnitude of effect of these factors 
on withholding prohibitive voice related to safety at work 
in healthcare settings. Overall, the results are in line with 
previous studies in terms of personal (lack of confidence 
and shyness) and managerial factors (unsupportive man-
agement, change in duty, job insecurity, increase in work-
load), previous experience, and anticipated fears [23, 64].

This study identifies barriers to voicing concerns in 
healthcare settings, impacting patient safety, work safety, 
and outcomes. Implications for healthcare management 
include ensuring resources, transparent procedures, 
and periodic surveys to assess worker satisfaction, along 
with safety training and discouraging political favoritism. 
Policymakers should create protective policies for those 
raising concerns and discourage political interference. 
Organizational management needs to address issues like 
job insecurity and resource shortages, ensuring a safe 
environment and encouraging workers to speak up. For 
healthcare workers, safety and resiliency training can 
enhance confidence and reduce fear, promoting a culture 
of open communication.

Limitations and future research directions
This study has several future directions to enhance 
understanding of voice barriers in healthcare sector and 
in general.

Although this study has identified potential barriers to 
prohibitive voice behavior related to patient and work-
ers safety among frontline healthcare workers in context 
of developing country, Pakistan. However, there are cer-
tain limitations. First, this study is conducted in context 
of Pakistan. Thus, the results may vary based on socio 
demographic characteristics. Future researchers may 
explore voice barriers in the context of different coun-
tries. Second, this study focused on the healthcare sector 
and frontline healthcare workers. Future researchers may 
focus on other sectors and healthcare workers other than 
frontline. Third, this study’s sample consists of public sec-
tor hospitals, which are different from private hospitals in 
terms of resources and management. Therefore, upcom-
ing studies may enhance the understanding of voice bar-
riers in context of private hospitals. Fourth, this study 
identified the effect of voice barriers on prohibitive voice, 
the results are controlled based on gender, age, designa-
tion, and work experience. Future studies may extend the 
current study model by investigating moderating effect 
of gender, age, designation, and work experience on the 
effect of voice barriers on prohibitive voice. Fifth, this 
study further suggests examining the effect of prohibitive 
voice related to work safety on prohibitive voice related 
to patient safety.

Sixth, there are other factors such as personality traits, 
cognition, peer support, and other social and environ-
mental factors, which may be helpful to study prohibitive 
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voice behavior. Seventh, this study focused on determi-
nants of prohibitive voice behavior. Future studies can 
extend the study model employing mediating and mod-
erating techniques by incorporating social and environ-
mental factors. Eighth, the second phase of the study is 
cross-sectional, and future researchers can adopt a lon-
gitudinal research design to further validate the results.

Conclusion
The study concludes that healthcare workers in Paki-
stan often withhold safety concerns to avoid adminis-
trative retaliation, such as salary stoppages, blackmail, 
and duty reassignments. The lack of a safety culture and 
power gaps lead to bullying and reduced communication 
about safety issues. Consequently, many turn to private 
practices, citing insufficient resources in public hospi-
tals, which increases costs for patients. Other methods 
include incognito sharing concerns on social media and 
seeking political support to address problems. This situa-
tion highlights significant challenges for both patient and 
worker safety in public hospitals, underscoring the need 
for major administrative reorganizations.
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