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ABSTRACT

Background: Modern healthcare systems face major challenges where transparent
communication is essential. Organizational silence (OS), when employees withhold concerns,
reduces job satisfaction, increases burnout, and compromises patient safety. Nurses, being
central to healthcare delivery, are particularly vulnerable, and silence strongly affects their well-
being and intention to quit (ITQ). Little is known about OS in Palestinian hospitals, especially
when comparing governmental and non-governmental institutions.

Aim: This study aimed to examine the relationship between OS and ITQ among nurses in these
hospitals, considering demographic factors and hospital type.

Method: A quantitative cross-sectional design was used. Data were collected from a
convenience sample of 220 nurses across four hospitals. Instruments included a Demographic
Questionnaire, a 27-item Organizational Silence Scale (OSS), and a single-item Intention to
Leave Work question. OSS reliability was high (Cronbach’s alpha = .87 overall). Data analysis
involved descriptive and inferential statistics using SPSS (p<.05).

Results: Most nurses (70.9%) reported low intention to leave, while 53.2% experienced
moderate OS and 25% reported high OS. The highest silence dimension was lack of top
management support. Demographic factors such as age, sex, marital status, years of experience,
hospital sector (non-governmental higher OS), and income influenced OS and ITQ. A small
negative correlation indicated that higher OS was slightly associated with lower intention to
quit.

Conclusion: Although most nurses intended to stay, many experienced moderate to high OS,
particularly regarding leadership support and communication. The inverse relationship between
OS and ITQ suggests that dissatisfaction is often internalized due to job security concerns and
limited employment options in Palestinian hospitals.

Implications and Recommendations: The findings highlight the need for targeted interven-
tions to reduce OS. Hospitals should enhance communication between leaders and staff, estab-
lish anonymous feedback systems, and foster psychological safety. National standards for work-
place communication with anti-retaliation policies should be developed. Training in ethical
leadership and organizational justice is essential to improve nurse retention and patient care
quality.

Keywords: Organizational silence, intention to quit, nurses, Palestinian hospitals, Southern
West Bank, governmental hospitals, non-governmental hospitals.
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Chapter One

Introduction

This thesis explores two crucial phenomena impacting the healthcare work environment:
organizational silence and the intention to quit, with a specific focus on nursing staff within
Palestinian hospitals. It aims to establish a comprehensive foundation for the study by
addressing its significance, objectives, research questions, hypotheses, and essential concepts,
which collectively underpin the investigation.

This chapter provide an overview of the research background, followed by a discussion of
the problem statement, rationale, and importance of the study. It then elaborates on the study's
aims, objectives, research questions, and hypotheses, along with theoretical and operational
definitions of the core variables being examined. The chapter concludes with a concise summary
of its contents.

1.1 Background

Modern healthcare systems face numerous challenges that significantly influence the quality,
safety, and efficiency of care delivery. These challenges include resource limitations, increasing
patient demands, evolving regulatory requirements, and mounting pressures to improve
outcomes while managing costs (Atalla et al., 2022). Within this complex and dynamic context,
transparent communication and effective information exchange are vital for enhancing
organizational performance and ensuring patient welfare. However, organizational silence
presents a serious obstacle—this phenomenon occurs when employees, either intentionally or
unintentionally, refrain from sharing thoughts, concerns, or critical information with their
superiors (Ozdemir & Celik, 2016). Organizational silence can vary in intensity from subtle
reluctance to deliberate avoidance of communication (Parlar Kili¢ et al., 2021; Diab &
Mohamed, 2020). Its underlying causes are multifaceted, arising from personal factors such as
fear of reprisal or low self-confidence, as well as organizational issues like fear-driven cultures,
distrustful environments, ineffective communication mechanisms, or perceptions of passive
leadership (Yalginsoy, 2017; Zou et al., 2025) The ramifications of organizational silence are
significant. On an individual level, it contributes to reduced job satisfaction, increased stress
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levels, and burnout. At an organizational level, it inhibits innovation, disrupts decision-making
processes, and compromises patient safety (Kim & Song, 2024; Zou et al., 2025). Nurses play
a pivotal role in healthcare organizations due to their direct involvement in patient care and their
intimate understanding of hospital operations (Sakr et al., 2023). Their active participation in
communication and decision-making processes is essential for enhancing patient outcomes and
institutional effectiveness. Yet studies reveal that nurses often experience higher levels of
organizational silence compared to other healthcare professionals (ElI Abdou et al., 2023; Zou
et al., 2025). This tendency may stem from nursing-specific challenges or broader workplace
norms within healthcare settings (Al-Rousan et al., 2018). When nurses are unable or unwilling
to express their concerns due to organizational silence, the consequences extend beyond
workplace morale. Patient care quality and safety are compromised, along with nurses’ personal
well-being and their intention to quit (ITQ). ITQ refers to a deliberate consideration of leaving
one's current job within a certain timeframe (Mobley, 1977; Ulupinar & Erden, 2024). As a
precursor to actual turnover, this intention poses a significant challenge for healthcare systems
globally by worsening staffing shortages, increasing workloads for remaining employees, and
elevating recruitment and training expenses. Emerging research underscores a strong link
between organizational silence and heightened turnover intentions among nursing staff. For
example, a study conducted in Greek hospitals following the COVID-19 pandemic illustrated
how organizational silence negatively impacted job performance and engagement, ultimately
leading to increased turnover intentions (Yagar & Dokme Yagar, 2023). The findings
highlighted how silenced employees experience reduced morale and feelings of being
undervalued. Similarly, research from Taiwanese hospitals demonstrated that organizational
silence diminished employee engagement while amplifying feelings of insignificance—factors
directly contributing to higher turnover rates (Chen & Chou, 2022). Furthermore, evidence
suggests that organizational silence operates through mediators. A study in Turkish hospitals
revealed that organizational silence fostered cynicism within organizations, which in turn
weakened employee engagement and heightened turnover intentions (Ozdemir & Kilig, 2017).
This indicates that suppressed communication creates distrust and disillusionment among
employees, eventually leading them to leave their positions.

Research in Jordanian hospitals has revealed that insufficient administrative support
significantly contributes to organizational silence, which, in turn, heightens nurses' intentions to
leave their positions. These findings point to a critical connection: the suppression of open
communication—whether through direct actions or psychological effects like cynicism and
feelings of undervaluation—serves as a powerful catalyst for nurses opting to quit their jobs.
Organizational silence extends beyond communication issues, undermining both individual
capabilities and overall well-being among nurses. EI Abdou, Hassan, and Badran (2023)
reported a notable inverse relationship between organizational silence and nurses' self-efficacy,
finding that increased workplace silence correlates with diminished confidence in personal
abilities. This aligns with broader research linking silence in healthcare environments to
impaired communication channels and reductions in professional performance and mental



health. The reluctance to speak up, often fueled by fear of retaliation or a perceived lack of value
assigned to their input, negatively impacts nurses’ job satisfaction and performance outcomes.
Addressing organizational silence requires robust interventions, particularly in leadership and
organizational culture. Studies indicate that ethical leadership plays an essential role in reducing
silence by promoting fairness, transparency, and integrity in decision-making processes (She et
al., 2023). Diab and Mohamed (2020) corroborated this, emphasizing that organizational
justice—key to ethical leadership—can cultivate trust and openness, encouraging nurses to
share their ideas and concerns without hesitation. A supportive organizational culture is also
imperative; open and inclusive environments not only mitigate silence but enhance
organizational commitment among staff (Han, 2022). Conversely, non-supportive cultures tend
to drive nurses into silence as a defensive response to challenging work conditions or concerns
about patient care (Erigtic and Ozer, 2014).

Beyond the traditional dynamics of organizational culture, other factors can play a role in
countering silence. Diab and Mohamed (2020) observed an inverse relationship between
workplace spirituality and organizational silence; nurses with higher levels of spiritual
fulfillment were more likely to communicate openly. This highlights the need for workplaces to
address the emotional and spiritual dimensions of healthcare professionals’ experiences.
Furthermore, organizational silence detracts from organizational learning by stifling knowledge
exchange. Research by Atalla et al. (2022) and Sakr et al. (2023) consistently shows that silent
environments restrict collective learning opportunities, hindering both healthcare delivery
efficiency and the professional development of nurses.

The Southern West Bank of Palestine, particularly Bethlehem and Hebron, offers a unique
setting for studying these phenomena within nursing as it combines distinct socio-political
challenges alongside specific healthcare system issues (WHO, 2023; UN, 2025) and hospital
dynamics that influence communication patterns and job satisfaction. While organizational
silence and nurses’ intentions to leave have been examined globally (Zou et al., 2025; Caylak
et al., 2024), there remains a significant gap in research focused on Palestinian hospitals in this
region (Sakr et al., 2023; Atalla et al., 2022). Additionally, exploring differences in these
dynamics between Governmental and Non- Governmental healthcare institutions in Palestine
presents an important yet understudied avenue for further investigation. This study seeks to
address a crucial gap by examining the relationship between organizational silence and nurses'
intention to quit their roles in Palestinian hospitals located in the Southern West Bank. The
research will assess the prevalence of organizational silence and the inclination to leave the
profession, while also analyzing how various dimensions of organizational silence may impact
nurses' decisions to consider quitting. By including both Governmental and Non-Governmental
hospital settings, the study aims to deliver comparative insights into these dynamics across
diverse healthcare environments. Ultimately, it strives to provide actionable recommendations
for improving nurse retention, cultivating more open communication cultures, and enhancing
patient care quality within Palestinian hospitals.



1.2 Problem Statement

Despite the well-recognized impact of organizational silence (OS) on nurses’ well-being and
organizational performance, research on this phenomenon in Palestinian hospitals remains
limited. OS, where employees withhold concerns or feedback, affects up to 40-50% of nurses
in various settings and is associated with low job satisfaction, increased stress and burnout, and
a higher intention to quit (ITQ). At the organizational level, it reduces innovation, impairs
teamwork, and compromises patient safety. In Palestine, these challenges may be intensified by
limited healthcare resources, unique organizational structures, and socio-political constraints.
Furthermore, no study has examined the relationship between OS and ITQ among nurses, nor
compared its prevalence between governmental and non-governmental hospitals. Addressing
this gap is essential for developing evidence-based strategies to improve communication, reduce
turnover, and enhance the quality of care. Therefore, this study aims to assess the levels of OS
and ITQ among nurses, compare them across governmental and non-governmental hospitals in
Bethlehem and Hebron, and explore the relationship between the two, providing baseline data
to guide future interventions that support nurse retention and strengthen healthcare system
performance.

1.3 Justification/Significance of the Study

This study provides valuable insights into organizational silence (OS) and intention to quit (ITQ)
among nurses, directly reflecting the findings from Chapter Four. The results showed that the
majority of nurses reported low ITQ, yet over half experienced moderate organizational silence,
particularly in areas related to top management support and lack of communication.
Demographic factors such as age, sex, marital status, years of experience, hospital sector, and
income significantly influenced OS levels, while marital status impacted 1TQ. These patterns
highlight the practical need to understand how OS manifests in Palestinian hospitals and its
subtle relationship with nurses’ departure intentions.

By examining OS and ITQ together, this study contributes theoretically by refining existing
models on workplace silence and turnover intentions, integrating demographic and institutional
variables. Practically, the findings inform interventions targeting communication gaps,
leadership support, and psychological safety. For instance, strategies such as establishing direct
feedback channels, fostering supportive leadership, and implementing anti-retaliation policies
can help reduce OS and enhance nurse retention. Furthermore, the study offers baseline data for
future research, curriculum development in nursing education, and evidence-based
policymaking, aiming to improve both employee well-being and patient care quality in
governmental and non-governmental hospitals in Bethlehem and Hebron.



1.4 Purpose of the study

The main purpose of this study was to examine the relationship between organizational silence
(OS) and intention to quit (ITQ) among nurses in governmental and non-governmental hospitals
in southern Palestine.

1.5 Objectives of the Study

The specific objectives of this study were to:

To assess the level of organizational silence among nurses working in Palestinian
hospitals in southern Palestine.

To assess the level of intention to quit among nurses working in Palestinian hospitals in
southern Palestine.

To examine the relationship between organizational silence and intention to quit among
nurses.

To explore whether demographic factors (such as age, gender, years of experience, and
educational level) influence the relationship between organizational silence and intention
to quit.

To investigate the impact of hospital type (Governmental vs. Non- Governmental) on
the relationship between organizational silence and intention to quit among nurses.

1.6 Main Research Questions

Is there any correlation between organizational silence and intention to quit among
nurses?

What is the level of organizational silence among nurses in southern Palestine (Bethlehem
and Hebron regions)?

What is the level of intention to quit among nurses in southern Palestine?
Are there any statistically significant differences in the level of organizational silence
among nurses based on their demographic characteristics (e.g., gender, years of
experience, educational level)?
Are there any statistically significant differences in the level of organizational silence
among nurses based on the healthcare sector (Governmental vs. Non- Governmental)?
Are there any statistically significant differences in nurses' intention to quit based on
demographic factors (e.g., age, gender, years of experience, educational level)?



1.7 Main Hypotheses

e (Ho): There is no significant correlation between organizational silence and intention to
quit among nurses.

e (Ho): There are no statistically significant differences in the level of organizational silence
among nurses based on their demographic characteristics (e.g., gender, years of
experience, educational level).

e (Ho): There are no statistically significant differences in the level of organizational silence
among nurses based on the healthcare sector (Governmental vs. Non- Governmental).

e (Ho): There are no statistically significant differences in nurses' intention to quit based on

demographic factors (e.g., age, gender, years of experience, educational level).

Table 1.1(a): Theoretical and Operational Definition.

Terms Theoretical definition Operational definition
a phenomenon where employees, either
consciously or unconsciously, withhold | Organizational silence will be measured
opinions,  concerns,  or Important | py ysing tools like the Organizational
Organizational | Nformation  from —organizational | slence Scale (OSS), which assesses the
Silence leadership.” ~ (Ozdemir & Gelik, 2016) | Jevel of silence by evaluating
environment, and psychological factors. (Schechtman, 2008; Brinsfield, 2009).
(Tett & Meyer, 1993; Kim & Song, 2024)
The number of years a person has lived
influences their perspectives, adaptability, | This will be tested in demographic data
Age and approach to organizational structures. | in the first part of the questionnaire.
(De Lange, Kooij, & Kooij, 2019)
Biological differences between
males and females impact
workplace interactions, This will be tested in demographic data
Sex communication, and leadership in the first part of the questionnaire
dynamics. (Acker, 2020) (female, male)
Indicates the highest degree attained, N . .
Educational affecting cognitive ability, problem- Thls W'.” be tested in demo_graph_lc data
; . in the first part of the questionnaire
Level solving skills, and workplace engagement. X , ,
(Diploma, Bachelor's, Master's, and
(McEwan, 2020 PhD)
The number of years worked in a This will be tested in demographic data
Period of profession, shaping expertise, confidence, | in the first part of the questionnaire
Experience and ability to navigate work-related (Less than 1 year,1 - 5 years,6 - 10
P challenges (Ericsson, Hoffman, Kozbelt, years,11 - 15 years.
& Williams, 2018) More than 15 years.
The functional unit within an organization, Thls W'." he tested in demograph_lc data
. . . in the first part of the questionnaire.
with each department potentially having . .
Department . . Intensive Care Unit (ICU), Emergency,
different cultures and communication - o 27
. Surgical, Internal Medicine, Pediatrics,
patterns. (Daft & Marcic, 2020) Clinics)




Table 1.1(B): Theoretical and Operational Definition.

involvement in organizational processes.
(Greenhaus, 2021)

Terms Theoretical definition Operational definition
Distinguishes  between  governmental
(state-funded, bureaucratic) and non-
governmental ~ (market-driven, flexible) | This will be tested in demographic data in
healthcare settings, influencing work i i i
Healthcare ) : % g oW the first part of the questionnaire
ynamics an communication. | (Governmental vs. Non- Governmental)
Sector (Buchbinder & Shanks, 2021)
Th? f_|nanC|aI c_ompensatlon _or earnings an This will be tested in demographic data in
individual receives from their . .
emplovment. which can be in the form of the first part of questioner (Less than 1000
ploy ' . dinars,1000 - 2000 dinars, 2000 - 3000
Income salary, wages, or other monetary benefits dinars)
(Jones, 2020)
Indicates whether a person is single, L . . .
. . . _p . g This will be tested in demographic data in
Marital married, divorced, or widowed, which may . . . )
. . the first part of the questionnaire. Single
Status affect their work-life balance and

Married <Divorced<Widowed (

Geographical
Location

Refers to the region where an individual
works, with each location potentially
affecting organizational culture, resources,
and communication patterns (Bryson &
Yeung, 2020)

This will be tested in demographic data in
the first part of the questionnaire
(Bethlehem and Hebron)

1.8 Summary

The study investigates the level of organizational silence among nurses working in
Governmental vs. Non- Governmental hospitals in the southern region of Palestine, specifically
in Bethlehem and Hebron. It also examines the relationship between organizational silence and
nurses’ intention to quit their jobs, considering the influence of demographic characteristics and
hospital type. The unique socio-political and healthcare context of the region adds further
relevance to this inquiry. A validated Organizational Silence Scale (OSS) and a scale measuring
intention to quit will be used for data collection. The findings of this study are expected to
provide a deeper understanding of organizational silence and its potential impact on nurses’
turnover intentions, thereby informing policies and interventions aimed at enhancing
communication, reducing turnover, and strengthening organizational effectiveness within the

Palestinian healthcare sector.




Chapter Two

Literature Review

2.1 Introduction

This chapter provides a comprehensive review of the existing academic literature on organiza-
tional silence (OS) and intention to quit (ITQ), focusing specifically on their relevance to the
nursing profession. The review aims to establish a robust theoretical and empirical foundation
for the study, clarify the conceptual underpinnings of the variables, and pinpoint the specific
research gaps that this study seeks to address, particularly within the unique context of Palestin-
ian hospitals.

Organizational Silence (OS)

Organizational silence (OS) is a well-established concept in organizational behavior, defined as
the conscious withholding of important work-related information, ideas, concerns, and feedback
by employees from their superiors and colleagues (Morrison & Milliken, 2000). It's not merely
a lack of communication but a deliberate choice to remain silent, often driven by a belief that
speaking up is futile or carries significant personal risk. This phenomenon is critical in under-
standing workplace dynamics and has been categorized into three main types:

. Acquiescent Silence: Occurs when employees withhold information because they be-
lieve their opinion is not important or won't make a difference.

. Defensive Silence: Stems from a fear of negative consequences, such as punishment, re-
taliation, or damage to one's career.



. Prosocial Silence: Involves withholding information to protect a colleague or the organ-
ization itself, even if that information could be beneficial (Van Dyne et al., 2003).

In healthcare, OS is especially detrimental, as it can directly impact patient safety and the quality
of care. For nurses, the act of remaining silent can be a response to perceived risks, such as a
lack of managerial support, a fear of being blamed for mistakes, or a sense of hopelessness that
their concerns will be addressed. When nurses suppress their voices, it can lead to a host of
negative outcomes, including decreased job satisfaction, increased stress, emotional exhaustion,
and a breakdown in teamwork and collaboration (Cavusoglu & Kose, 2016; Yasar & Dokme
Yasar, 2023). The suppression of voice within healthcare is a critical issue that must be ad-
dressed to ensure a safe and effective working environment.

Intention to Quit (ITQ)

Intention to quit (ITQ) is a key concept in human resource management and organizational psy-
chology, widely considered the most reliable predictor of actual employee turnover (Tett &
Meyer, 1993). It is defined as an employee's conscious and deliberate willingness to leave their
current organization in the near future. While ITQ is a strong indicator of future behavior, it's a
complex variable influenced by a variety of factors, including organizational climate, job satis-
faction, perceived workload, leadership style, and feelings of burnout (Hayes et al., 2012).

In the high-stress environment of nursing, ITQ is a persistent challenge. It is often linked to poor
working conditions, inadequate staffing levels, a lack of professional recognition, and a general
feeling of being undervalued. Nurses with high ITQ are more likely to experience emotional
exhaustion, reduced engagement, and a decline in organizational commitment (Flinkman et al.,
2010). The link between OS and ITQ is particularly significant: when nurses are silenced, their
feelings of frustration and disempowerment grow. This lack of voice can erode their sense of
belonging and value within the organization, ultimately leading to a higher likelihood of them
choosing to leave.

2.2 Search Strategy

This research employed a methodical and extensive strategy for literature searching, ensuring
an unbiased and detailed examination of studies related to organizational silence and nurses'
intentions to leave, especially within the setting of hospital nursing in the Southern West Bank.

The following steps were taken in the search strategy:



o Database Selection: A range of reputable academic databases were consulted, including
PubMed, CINAHL, Scopus, Web of Science, and Google Scholar. These databases were
specifically chosen due to their extensive coverage of peer-reviewed literature related to
healthcare, nursing, organizational behavior, and management.

« Keyword Identification: A detailed list of keywords was developed to encompass both the
central themes of the study (e.g., organizational silence, nurse silence, employee voice,
turnover intention, intention to quit) and the unique contextual factors of the West Bank
(e.g., Bethlehem, Hebron, Palestine, healthcare system).

« Search String Development: The keywords were systematically combined using Boolean
operators (AND, OR, NOT) to create search strings tailored for each of the selected data-
bases.

 Inclusion and Exclusion Criteria: Clear and strict criteria were developed to ensure the
inclusion of relevant studies. Inclusion criteria included studies that focused on organiza-
tional silence, nursing, employee voice, and intentions to quit in healthcare settings. Exclu-
sion criteria included studies that were not peer-reviewed, did not employ validated meas-
urement tools, or were not in English or easily translatable.

o Study Selection and Screening: The search outcomes were first screened by title and ab-
stract. Full-text articles that met the preliminary criteria were then retrieved and critically
evaluated for methodological rigor, quality of information, and relevance to the study's
aims.

« Data Extraction and Synthesis: After determining the eligible studies, relevant data were
extracted systematically, focusing on key variables such as organizational silence, de-
mographics, healthcare settings, and intention to quit. A thematic synthesis approach was
used to identify recurring themes, patterns, relationships, and significant gaps in the exist-
ing literature.

2.3 Theoretical Background

The theoretical literature on organizational silence provides a valuable framework for under-
standing the dynamics that influence employees' willingness to speak up or remain silent within
their organizations. In the context of healthcare, and specifically within nursing, several promi-
nent theories help explain the conditions under which silence is more likely to occur and how it
can contribute to a higher intention to quit. These include Social Exchange Theory, Organiza-
tional Justice Theory, Social Cognitive Theory, and Sensemaking Theory.
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e Social Exchange Theory (Blau, 1964): This theory suggests that individuals make deci-
sions based on the perceived benefits and costs associated with their behaviors. In the con-
text of organizational silence, nurses decide whether to speak up or remain silent based on
their assessment of potential rewards (e.g., being heard, positive change) and risks (e.g.,
retaliation, being ignored). When the perceived costs of speaking out outweigh the benefits,
silence becomes the logical choice, which can eventually lead to a decision to leave the
organization. In the Palestinian healthcare system, where political instability and job inse-
curity often complicate workplace dynamics, the perception of risk could be amplified,
reinforcing silence and driving an intent to leave.

« Organizational Justice Theory (Greenberg, 1990): This theory emphasizes the role of
fairness in influencing employees' attitudes and behaviors. It highlights three key as-
pects: Distributive Justice (fairness in reward allocation), Procedural Justice (fairness in
decision-making processes), and Interactional Justice (fairness in interpersonal interac-
tions). Nurses who perceive their workplace as fair are more likely to feel empowered to
voice concerns. Conversely, those who feel decisions are made unfairly or that their con-
tributions are not valued may choose silence, which is a significant predictor of disengage-
ment, job dissatisfaction, and a higher intention to quit.

« Social Cognitive Theory (Bandura, 1986): This theory explains how behaviors are
shaped by both individual and environmental factors. In the context of organizational si-
lence, nurses' decisions to speak up or remain silent may be influenced by observing the
behavior of their colleagues and superiors. If nurses observe that those who speak up are
penalized or ignored, they may choose silence as a self-protective response. This theory
emphasizes the critical role of leadership in creating a culture where employees feel sup-
ported and confident in voicing their concerns.

o Sensemaking Theory (Weick, 1995): This theory focuses on how individuals interpret
and make sense of ambiguous or uncertain situations. In situations where the organizational
context is unclear or complex, employees may choose silence as a way to cope. For nurses,
role ambiguity, unclear expectations, or political instability in the broader environment may
lead them to withhold their opinions. This theory is especially relevant to Palestinian hos-
pitals, where political and economic challenges often create complex environments, leading
nurses to adopt silence as a coping strategy that can lead to disengagement and a higher
intention to quit.

The theoretical frameworks above provide a comprehensive understanding of the factors that
influence silence behaviors in healthcare organizations. They collectively offer valuable insights
into how individual perceptions of equity, leadership approaches, organizational culture, and
the broader socio-political context impact the decision of nurses to either voice their concerns
or remain silent. By applying these theories, this study aims to explore the factors contributing
to organizational silence in both Governmental vs. Non-Governmental hospitals and investigate
its impact on nurses' intention to quit.
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2.4 Empirical Review on Organizational Silence and Intention to Quit in Nursing

This section synthesizes the principal empirical findings from a set of studies analyzing organ-
izational silence (OS) and its intricate relationships with nurses' intention to quit (ITQ), as
well as various influencing and mediating factors. The synthesis is presented thematically to
emphasize prominent trends and existing gaps in the literature.

The Direct and Indirect Impact of Organizational Silence on Intention to Quit:

A substantial body of research consistently links organizational silence to heightened turnover
intentions among nurses, primarily through its negative effects on their well-being and engage-
ment. Studies by Yagar & Dokme Yagar (2023) in Greek hospitals found a direct negative re-
lationship between OS and job performance and engagement, consequently increasing ITQ. This
emphasizes how a silent environment reduces morale and encourages feelings of underappreci-
ation. Likewise, Chen & Chou (2022) observed in Taiwanese hospitals that OS resulted in re-
duced engagement and increased feelings of being undervalued, contributing significantly to
higher 1TQ. Beyond direct effects, OS often operates through mediating variables. Ozdemir &
Kilig (2017) revealed that OS elevated organizational cynicism in Turkish hospitals, which in
turn propelled 1TQ. This suggests that when nurses perceive their voices are suppressed, it
breeds cynicism, eroding their commitment to the organization. Furthermore, Al-Hussami
(2015) in Jordanian hospitals found that a lack of administrative support contributed to OS,
which subsequently intensified nurses' ITQ. These findings collectively underscore that the sup-
pression of voice, whether directly or via psychological states like cynicism or feelings of un-
dervaluation, is a potent driver of nurses' desire to leave their positions.

The Part of Leadership and Organizational Culture in Lessening Organizational Silence:

Competent leadership and a helpful organizational culture are critical in promoting an environ-
ment where nurses feel authorized to speak up. She et al. (2023) found that ethical leadership
importantly reduces organizational silence among nurses by advocating for transparency and
equity in decision-making. This corresponds with findings from Diab & Mohamed (2020), who
stressed that organizational justice, a cornerstone of ethical leadership, is vital in reducing si-
lence by cultivating trust and candor. Nurses who see their workplace as fair and just are more
likely to voice concerns and ideas instead of remaining silent (Han, 2022; Yang et al., 2022).
Supplementing this, organizational culture has a pivotal role. Han (2022) showed that a positive
organizational culture, marked by openness and backing, actively lessens organizational silence
and concurrently boosts organizational commitment. Conversely, unsupportive organizational
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cultures, as found by Erigtg et al. (2014) often compel nurses into silence as a coping mecha-
nism, especially concerning work conditions and patient care.

Workplace Spirituality and Organizational Learning as Protective Factors:

Beyond traditional organizational dynamics, other elements contribute to mitigating organiza-
tional silence. Diab and Mohamed (2020) identified an inverse relationship between workplace
spirituality and organizational silence, suggesting that nurses who experience a sense of spiritual
satisfaction in their work are more prone to engage in open communication. This underscores
the significance of cultivating an environment that addresses both the emotional and spiritual
well-being of healthcare professionals. Moreover, organizational silence has a profound nega-
tive impact on organizational learning. Studies by Ghanem Atalla et al. (2022) and Sakr et al.
(2023) consistently showed that silent environments hinder opportunities for knowledge sharing
and collective learning among nurses. This communication deficit not only damages the effi-
ciency of healthcare delivery but also limits the professional growth of nurses. These findings
are strongly corroborated by Atalla, Elamir, and Abou Zeid (2022), who concluded that foster-
ing a learning-oriented culture and actively reducing silence are critical for improving both in-
dividual and organizational performance.

Conclusion of Empirical Review and Research Gap:

Collectively, these studies affirm the pervasive and detrimental impact of organizational silence
across diverse nursing contexts, primarily influencing nurses' intention to quit through various
direct and indirect pathways. While the literature extensively explores the factors contributing
to silence and its consequences, there remains a significant empirical void in understanding
these dynamics specifically within Palestinian hospitals. The socio-political and healthcare
specificities of this region, coupled with the lack of comparative analysis between Governmen-
tal vs. Non- Governmental institutions, necessitate further investigation to develop contextually
relevant strategies for fostering open communication, improving nurse retention, and ultimately
enhancing the quality of care.

2.5 Linking the Studies and Identifying Research Gaps

The reviewed literature consistently demonstrates that organizational silence (OS) negatively
affects nurses, resulting in problems like decreased job satisfaction, increased stress, and a
higher intention to quit (ITQ) (Yasar & Dokme Yasar, 2023; Ozdemir & Kili¢, 2017; Chen &
Chou, 2022). This silence can also prevent hospitals from learning and evolving (Ghanem Atalla
et al., 2022; Sakr et al., 2023). Conversely, research suggests that strong ethical leadership and
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a positive, supportive workplace culture can help reduce organizational silence (She et al., 2023;
Diab & Mohamed, 2020; Han, 2022).

Despite these global insights, there's a significant gap in research when it comes to Palestinian
hospitals in the Southern West Bank. While we know about OS and ITQ generally, very little is
known about how these two factors interact specifically among nurses in this unique region. The
distinct local challenges, like the socio-political setting and limited healthcare resources, mean
that findings from other nations might not entirely pertain here.

Specifically, existing studies have not:

o Directly measured both organizational silence and the desire to resign among nurses in
Palestinian hospitals in the Southern West Bank.

e Analyzed the specific relationship between these two variables within this specific
healthcare context.

o Compared how these issues differ between Governmental vs. Non-Governmental hospi-
tals in the region.

This lack of specific local research makes it hard to develop effective solutions to keep nurses
in their jobs and improve healthcare quality in Palestine. Therefore, this study is crucial to fill
these specific knowledge gaps and provide much-needed data for the region's healthcare sector.

2.6 Conceptual Framework

This study employs a comprehensive conceptual framework to systematically examine the in-
tricate relationships between organizational silence (OS), intention to quit (ITQ), and various
demographic factors among nurses in Governmental vs. Non-Governmental hospitals within
Bethlehem and Hebron. The framework is specifically designed to guide the investigation into
how OS influences ITQ, and how demographic characteristics might moderate or directly influ-
ence both OS and ITQ across these two distinct healthcare settings. The comparative approach
aims to provide a nuanced understanding of these dynamics within different institutional con-
texts.

The study is underpinned by several established theoretical lenses that provide a robust founda-
tion for explaining the hypothesized relationships:

o Social Exchange Theory (SET): This theory will be utilized to understand how nurses
evaluate the perceived benefits versus costs of speaking up or remaining silent. It helps
explain how an imbalance in this exchange, often fostered by organizational silence, can
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lead to decreased commitment and an increased intention to quit (Cropanzano & Mitch-
ell) Organizational Justice Theory (OJT): This theory is crucial for examining how
nurses' perceptions of fairness within the hospital impact their communication behaviors
and subsequent decision to remain or leave. A perceived lack of justice can exacerbate
organizational silence and contribute to turnover intentions (Colquitt et al., 2001).

o Social Cognitive Theory (SCT): SCT will be employed to explain how leadership be-
haviors and the broader organizational culture influence nurses' decision to voice con-
cerns or remain silent. It also helps understand how these contextual factors shape their
overall attitudes towards the organization, including their ITQ (Bandura, 1986).

« Sensemaking Theory: This theory is particularly relevant for understanding how nurses
in the unique Palestinian context interpret and make sense of their workplace environ-
ment. It helps explain how this interpretive process, influenced by local socio-political
realities and hospital dynamics, shapes their communication behaviors (e.g., silence) and
their subsequent intention to quit (Weick, 1995).

The integrated conceptual framework, therefore, proposes that organizational silence will sig-
nificantly predict nurses' intention to quit. Furthermore, demographic factors are expected to
play a crucial role in shaping these relationships, and their influence will be comparatively ex-
amined across Governmental vs. Non-Governmental hospital settings. This holistic framework
aims to offer a clear and comprehensive understanding of the complex interplay between indi-
vidual attributes, organizational communication dynamics, and turnover intentions within the
specific healthcare context of the Southern West Bank.

2.7 Study Variables (Operational Definitions of Variables)

This section outlines the key variables explored in this study, specifying their functions as in
dependent, dependent, or control variables inside the research framework.
2.7.1 Dependent Variable

e Intention to Quit (ITQ): This is the primary dependent variable, representing nurses'
conscious and deliberate inclination to leave their current employment. It will be as-
sessed using a recognized Turnover Intention Scale (e.g., Mobley, 1977), which
measures the likelihood of nurses considering resignation.
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2.7.2 Independent Variable

Organizational Silence (OS): This is the core independent variable. It refers to the phe-
nomenon where nurses intentionally or unintentionally withhold job-related infor-
mation, opinions, or concerns from organizational leadership. OS will be measured using
a well-established and validated Organizational Silence Scale (e.g., the 27-item scale
from Schechtman, 2008), capturing various dimensions such as acquiescent, defensive,
and prosocial silence.

Demographic Characteristics:

(¢]

O

O

Age: Measured in years or categorized into specific age groups.

Sex: Measured as male or female.

Educational Level: Categorized based on the highest nursing qualification ob-
tained.

Years of Experience: Measured as the total number of years working as a reg-
istered nurse.

Department/Work Unit: Categorized by the specific clinical area where the
nurse is primarily employed.

Income (JD): Measured as the monthly income in Jordanian Dinars.

Marital Status: Categorized as Single, Married, Divorced, or Widowed.
Healthcare Sector: Categorized as Governmental Hospital or Non-Governmen-
tal Hospital.

Geographical Location: Categorized based on the specific city where the hos-
pital is located (e.g., Bethlehem or Hebron).
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Chapter Three

Methodology

3.1 Introduction

This chapter presented the methodological framework used in the current study, which aimed
to investigate the relationship between organizational silence and nurses' intention to quit in
Governmental Hospital and Non-Governmental hospitals in the Bethlehem and Hebron
governorates, located in the southern region of the West Bank, Palestine. It included the research
design, study setting and population, sampling procedures, data collection instruments, and the
data analysis plan. Furthermore, this chapter explained the ethical considerations taken into
account throughout the research process to ensure scientific rigor, reliability, validity, and
ethical integrity.

3.2 Research Design

This study employed a cross-sectional quantitative research design, whereby data were

collected at a single point in time from nurses working in Governmental Hospital or Non-
Governmental hospitals. The main purpose of using a cross-sectional design was to assess the
current levels of organizational silence and intention to quit, and to explore the relationship
between them, as well as the influence of demographic and contextual variables such as age,
years of experience, and type of healthcare institution (Governmental vs. Non-Governmental).
The cross-sectional design was deemed appropriate for this study as it provided an efficient and
time-effective method for capturing the prevalence and extent of the phenomena under
investigation within a specific geographical context. While this design does not establish
causality, it allows for the identification of correlations and patterns between variables (Polit &
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Beck, 2021). Its key advantages included cost-effectiveness compared to longitudinal designs,
which require extended periods of data collection, and its wide applicability in descriptive and
correlational studies. Therefore, it was suitable for examining organizational silence behaviors
in healthcare settings and for analyzing the factors associated with nurses' intention to quit.

3.3 Study Setting

The study was conducted in four hospitals located in the Bethlehem and Hebron governorates
in the Southern West Bank, Palestine.

Governmental Hospitals:
e Princess Alia Governmental Hospital (Hebron)
e Al-Hussein Governmental Hospital (Bethlehem)
Non-Governmental Hospitals:
o Al-Ahli Hospital (Hebron)
o Al-Mizan Specialist Hospital (Hebron)

These hospitals used to ensure a representative sample of both Governmental and Non-
governmental health institutions in the area and to capture a range of work environments and
organizational relationships within Palestinian health care organizations. For instance, Alia
Governmental Hospital in Hebron which is the largest government hospital in Hebron
governorate, and Al-Hussein Hospital in Bethlehem, an important governmental hospital
providing health care services for the Bethlehem region. Regarding the non-governmental
sector, Al-Ahli Hospital and Al-Mizan Hospital in Hebron were chosen because of their
perceived ubiquity and large size as the two main non-governmental health centers. This
purposive sampling made it possible to ensure a strong comparative analysis between
governmental and non-governmental institutions which can sometimes contradict in
operational, management and cultural terms. It is important to note that while the original plans
included the Arab Society Hospital for Rehabilitation, it was ultimately excluded from the study
because it declined to participate in the distribution of questionnaires, citing the sensitive nature
of the research topic. This revised selection of hospitals was crucial for gathering a diverse range
of experiences and ensuring that the study's results were both practical and relevant within the
specified geographical and healthcare context.

Study Population and Sample Target Population:

The target population for this study comprised all nurses currently employed in governmental
and non-governmental hospitals located within the Bethlehem and Hebron governorates of the
Southern West Bank, Palestine. The focus was placed on nurses working in both governmental
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and non-governmental hospital settings, enabling a comparative analysis of organizational
silence and intention to quit.

Sampling Frame:

A list of hospitals and their nursing staff was compiled in cooperation with hospital
administrations in order to construct a reliable and accurate sampling frame. The total number
of nurses in the four hospitals included in the study was as follows:

e Princess Alia Governmental Hospital (Hebron) 317 nurses
e Al-Ahli Hospital (Hebron) 400 nurses
e Al-Mizan Specialist Hospital (Hebron) 150 nurses
e Al-Hussein Governmental Hospital (Bethlehem) 170 nurses
This provided a total population of 1,037 nurses from which the sample was drawn.
e Sampling Technique:

A convenience sampling technique was used to select participants from the above hospitals.
Nurses were approached based on their accessibility and willingness to participate. The sample
included nurses from various shifts and units to ensure a diverse representation of the nursing
workforce in each hospital.

e Sample Size:

The required sample size was calculated using Sample Size Calculator software with a
confidence level of 90% and a margin of error of 5%. Based on this calculation, a minimum of
220 nurses was deemed sufficient to meet the study's statistical requirements. Ultimately, 220
questionnaires were distributed and collected from nurses across the four hospitals so the
response rate is 100%.

3.4 Inclusion Criteria

Nurses were to participate in this study if they met all of the following criteria:

e Current Employment: Currently employed as a nurse in one of the selected govern-
mental or non-governmental hospitals located within the Bethlehem or Hebron gover-
norates of the Southern West Bank, Palestine. This ensures representation from both
governmental and non-governmental sectors for comparative purposes.

« Informed Consent: Provided informed consent by completing the questionnaire after
being fully informed about the study. Participation was voluntary, and participants could
withdraw at any time without penalty.

o English Proficiency: Possessed adequate proficiency in English to fully understand and
accurately complete the study questionnaires.
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Availability: Available to complete the study questionnaires within the specified
timeframe, ensuring efficient data collection and minimizing potential bias from incom-
plete or delayed responses.

3.5 Exclusion Criteria

Participants were excluded from the study if they met any of the following criteria:

Health Conditions: Nurses with significant physical or mental health conditions that
could impair their ability to provide accurate and reliable responses (e.g., severe illness
or cognitive impairment).

Extended Absence: Nurses who were absent for extended periods or on long leave, as
their responses may not reflect the current organizational environment.

Inability to Comprehend the Questionnaire: Any nurse who demonstrated difficulty
understanding the questionnaire items, which were available only in English.
Educational Level: Nurses without a diploma or equivalent qualification in nursing, to
ensure participants have the necessary professional knowledge and skills.

Work Experience: Nurses with less than three months of experience in the current hos-
pital, as they may not have sufficient exposure to accurately assess the organizational
environment.

Administrative or Non-Clinical Roles: Nurses in purely administrative roles or not
directly involved in patient care (e.g., department heads or assistants), to ensure re-
sponses reflect direct clinical experiences.

3.6 Study Instruments

This study employed the following instruments for data collection:

Demographic Questionnaire: A structured questionnaire collected data on nurses'
demographic characteristics, including age, sex, educational level, period of experience,
department, healthcare sector (governmental or non-governmental), income (JD), marital
status, and geographical location (Bethlehem or Hebron).

Organizational Silence Scale (OSS): The primary instrument for measuring
organizational silence was a validated scale adapted from Schechtman (2008) and Brinsfield
(2009). This 27-item scale assessed organizational silence across five dimensions:

Support of Top Management for Silence (5 items): Assessed the extent to which top
management implicitly or explicitly supported silence.

20



o Lack of Communication Opportunities (6 items): Measured the extent to which
communication channels were limited within the organization.

o Support of Supervisor for Silence (5 items): Assessed whether supervisors encouraged or
discouraged open communication.

o Official Authority (5 items): Measured the extent to which managers relied on formal
authority to influence subordinates.

o Subordinate's Fear of Negative Reactions (6 items): Assessed subordinates' concerns about
potential negative consequences of speaking up.

Scoring: Responses were rated using a 3-point Likert scale (1=Disagree, 2=Neutral, 3=Agree).
The overall score for the Organizational Silence Scale ranged from 27 to 81. The scores were
categorized into levels of organizational silence as follows: the low level ranged from 27 to 45
(representing < 55%), the moderate level ranged from 46 to 63 (representing 55%-77%), and
the high level ranged from 64 to 81 (representing >77%). These scores are based on Dyne et al.,
(2003).

e Intention to Leave Work Question: Intention to leave work was assessed using a single
item question: "Looking to your career goals, are you going to change your work setting in
the coming year?" Participants responded by selecting one of the following options:

o Very unlikely
o Unlikely

o Likely

o Very likely

3.6.1 Validity of Instruments:

To ensure the appropriateness and interpretability of the data collection instruments within the
study's context, the instruments, particularly the Organizational Silence Scale, were critically
reviewed for their face and content validity. As the primary scales were adapted from previously
validated instruments (Schechtman, 2008; Brinsfield, 2009), their foundational validity was
established in prior research. For the purpose of this study and to ensure their relevance and
clarity for the target population of Palestinian nurses, the English version of the questionnaire
underwent an expert review. A panel of academic experts and clinical professionals, including
Dr. Ashraf Abuejheisheh and Dr. Farid Gharib, Dr. Kifah Al-Zabin, were consulted. Their
feedback was crucial in assessing the clarity, cultural appropriateness, and comprehensibility of
the English phrasing of the items for nurses in the Palestinian healthcare context. Based on their
valuable input, any necessary modifications were considered to enhance the face and content

21



validity of the scales for the local setting, ensuring the instrument was well-understood by the
participants.

3.6.2 Reliability Analysis of Organizational Silence Scale:

The reliability analysis of the organizational silence scale and its subscales demonstrated
acceptable to good internal consistency. Cronbach's alpha values ranged from .75 to .84 across
the five subscales, indicating reliable measurement. The overall organizational silence scale,
consisting of 27 items, showed strong internal consistency with a Cronbach's alpha of .87,
confirming the reliability of the instrument. As seen in Table 3.1.

3.6.3 Culture Sensitivity and Adaptation in the Palestinian Healthcare Context:

Recognizing the distinctive socio-cultural and linguistic factors within the Palestinian healthcare
environment, particular effort was made to ensure the study instruments were both clear and
accessible for the target population. To support ethical participation and comprehension, the
introductory and informed consent sections of the questionnaire were provided in Arabic.
However, the primary survey tools, including the Organizational Silence Scale and the question
addressing Intention to Leave Work, were delivered in English. This approach was guided by
several critical considerations specific to the nursing profession in Palestine: - **Professional
Language**: English is the global standard for advanced education, research, and professional
documentation in medicine and nursing. In Palestinian academic institutions, nurses extensively
interact with English-language textbooks, clinical guidelines, and scholarly articles throughout
their training and ongoing professional development. - **Specialized Terminology**: A
substantial portion of medical and nursing terminology is rooted in English, ensuring that nurses
are well-versed in using English professional vocabulary. - **Instrument Origin**: The selected
scales (Organizational Silence Scale, developed by Schechtman, 2008, and Brinsfield, 2009)
were originally created in English-speaking contexts. Administering them in their original
language helped preserve their conceptual integrity and avoided potential distortions that could
arise during translation.

Table 3.1: Reliability.

Organizational silence subscales n Cronbach Alpha
Support of the Top Management of Silence 5 .76
Lack of Communication Opportunities 6 .78
Support of Supervisor for Silence 5 a7
Official Authority 5 15
Subordinate's Fear of Negative Reactions 6 .84
Organizational silence 27 .87
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3.6.4 Normality tests:

The normality of the data for both key variables was assessed using the Kolmogorov-Smirnov
and Shapiro-Wilk tests. These tests revealed that both variables deviated significantly from a
normal distribution, as indicated by their respective significance values. Consequently, the
findings suggested that the data for both variables were not normally distributed, necessitating
the use of non-parametric statistical tests for data analysis. The results of the normality tests are
presented in Table (3.2).

Table 3.2: Tests of Normality.

Kolmogorov-Smirnov Shapiro-Wilk

Statist | Df Sig. Statist | df Sig.

ic ic
Intention of leave work mean | .230 220 <.001 .848 220 <.001
score * *
Organizational silence mean | .062 220 .039* .985 220 017*
score

*Significant values

3.7 Data Collection Procedure

This section detailed the step-by-step procedures for collecting data, ensuring the ethical and
methodological rigor of the research.

e Ethical and administrative approvals were obtained from Al-Quds University, the
Ministry of Health, Al-Ahli and Al-Mizan Hospitals before data collection began.

e Meetings were held with nursing directors to secure their approval for conducting the
study.

e Explained the study purpose and objectives to the nurses and distributed the
questionnaires.

e It was clarified that completing the questionnaire indicated consent to participate in the
study.

e Participants were assured that no personal information would be disclosed and that all
questionnaires would be kept and disposed of confidentially.

e After collecting the questionnaires, the researcher proceeded with data entry and
analysis.

e Recruitment and Approval
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Nurses were recruited using a Convenience Sampling technique, as detailed in section When
the required ethical approvals were obtained, the researcher printed the questionnaires in English
and proceeded to the selected hospitals. Appointments were made with the nursing directors or
responsible nursing management to obtain their permission for conducting the study within their
institutions. After securing administrative permission, the researcher began visiting various
departments within the hospitals. The researcher met with eligible nurses, often in groups or
individually, during their regular shifts (day and night). The purpose of the study, as outlined in
the questionnaire's introductory section, was explained to them, and they were invited to
participate and complete the questionnaire. The introductory section of the questionnaire itself
stated that their agreement to complete the questionnaire implied their consent to participate in
the study. In instances of work overload, the researcher met some nurses individually at
appropriate times to prevent work interruption.

e Informed Consent:

All potential participants were provided with an information sheet (integrated into the
questionnaire's introductory pages) detailing the study's aims, procedures, risks, and benefits, as
well as their right to withdraw at any time. Their voluntary completion of the English-only
questionnaire was considered as their informed consent to participate in the study.

e Questionnaire Administration and Collection:

After participants indicated their informed consent through completion, the English
questionnaires (comprising the Demographic Questionnaire, Organizational Silence Scale, and
the Intention to Leave Work question) were distributed to the eligible nurses. The researcher
was available near the nurses to provide any clarification, explanation, or answer questions
regarding the questionnaires and the study. It took each nurse approximately 8 minutes to
complete the questionnaire. Once the participants finished filling out the questionnaires, the
researcher collected them directly and expressed her thanks and appreciation for their
participation and efforts.

e Data Management:

All collected data were stored securely, adhering to strict confidentiality and anonymity
protocols. Participants' personal information was not collected, ensuring de-identification of
data. The data management plan ensured the integrity, accuracy, and security of the data
throughout the study. (Specify the software used for data entry, storage, and analysis here if
desired).

3.8 Data Cleaning

After data collection, the gathered data were thoroughly checked for completeness, accuracy,
and any inconsistencies. Outliers were identified and addressed using appropriate statistical
techniques to ensure data quality prior to analysis.
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3.9 Data Analysis

All statistical analyses were performed using IBM SPSS Statistics, Version 27. The significance
level was set at p<.05 (two-tailed) to minimize the risk of Type I error.

The data analysis process included the following steps:

Descriptive Statistics: Descriptive statistics, including means, standard deviations,
frequencies, and percentages, were used to summarize the demographic characteristics of
the sample and to describe the distribution of organizational silence and nurses' intention
to leave work. This provided an overall understanding of the prevalence and level of these
phenomena within different hospital settings.

Comparison Between governmental and Non-governmental Hospitals: Given the nature
of the data and the findings from preliminary assumption checks, Mann-Whitney U tests
were utilized to compare the levels of organizational silence and nurses' intention to leave
work between nurses working in governmental and Non-governmental hospitals. This
analysis determined if there were significant differences in the extent of these variables
between the two hospital settings.

Assessing Relationships: Spearman's rank-order correlation coefficient was used to assess
the relationships between organizational silence, nurses' intention to leave work, and
demographic characteristics (e.g., age, experience, sex, hospital type). This helped
determine whether specific demographic factors were associated with higher or lower levels
of organizational silence or intention to leave work within each hospital setting.

Exploring Group Differences in Demographic Variables:

Mann-Whitney U tests were employed to compare differences in organizational silence and
intention to leave work between two independent groups (e.g., male vs. female, single vs.
married).

Kruskal-Wallis H tests were conducted to explore differences in organizational silence and
intention to leave work across more than two categories (e.g., different age groups,
educational levels, years of experience, departments, and monthly income levels). When
significant differences were found, Dunn’s post hoc tests were performed to identify which
specific groups differed significantly.

3.10 Ethical Considerations

This study prioritized ethical research practices to ensure the rights and well-being of
participants were protected. The following ethical measures were implemented:
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e Ethical Approval: Ethical approval was obtained from the Ethical Research Committee
(REC) at Al-Quds University to ensure adherence to ethical research guidelines and the
protection of participants' rights. The application for ethical approval clearly outlined the
study's aims, procedures, potential risks and benefits, and measures for safeguarding
participant confidentiality and anonymity. This approval also specifically included the
method of obtaining informed consent through questionnaire completion after full
information disclosure. All data collection procedures complied with the Declaration of
Helsinki to conduct research.

e Informed Consent: Participants were provided with an information sheet (integrated into
the English-only questionnaire's introductory pages) detailing the study's aims,
procedures, risks, and benefits, as well as their right to withdraw at any time. Their
voluntary completion of the questionnaire was considered as their informed consent to
participate in the study.

e Confidentiality and Anonymity: All data collected were kept confidential and
anonymous. Participants were not identified by name or any personal identifiers. Data
were securely stored and de-identified.

e Data Security: Data were protected through password protection, encryption, and regular
backups. Only authorized personnel had access to the data.

e Minimizing Risk: The study involved minimal risk to participants. Any psychological
distress caused by answering sensitive questions was minimized through careful
questionnaire design and clear instructions. Support services were available for
participants who needed assistance.

e Data Ownership and Sharing: The data remained the property of Al-Quds University,
and access was granted only to authorized personnel. Data sharing followed relevant
regulations.

3.11 Summary

This research assessed the level of organizational silence among hospital nurses in Bethlehem
and Hebron, Southern West Bank, Palestine, and to investigate its relationship with nurses'
intention to leave work, with a focus on comparing governmental and Non-governmental
hospitals. Using a cross-sectional design, the study employed a validated Organizational Silence
Scale and a single intention to leave work question to measure the prevalence and extent of these
phenomena in both hospital types. A convenience sampling method was used to select a
representative sample of nurses from both governmental and Non-governmental hospitals.
Descriptive statistics, t-tests, correlation, and regression analysis were conducted to examine the
levels of organizational silence and intention to leave work, compare them between the two
types of hospitals, and assess any demographic factors and the influence of organizational
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silence that contributed to intention to leave work. The study provided valuable insights into the
prevalence of organizational silence and intention to leave work in different healthcare settings
and contributed to the development of strategies for improving communication and
organizational effectiveness. Ethical standards were followed to ensure the protection and
confidentiality of participants.

Research Timeline

o Research Start: September 2024 — Study proposal approved and research plan initi-
ated.

o Data Collection: May 1 — May 31, 2025 — Questionnaires distributed and completed by

participants.

Data Analysis: June — July 2025 — Data entry, cleaning, and statistical analysis.

o Thesis Writing / Drafting Chapters: July — August 2025 — Writing methodology, re-
sults, discussion, and literature review.

o Thesis Defense / Discussion: August 23, 2025 — Final presentation and defense at Al-
Quds University.

(©]
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Chapter Four

Results

4.1 Introduction

The research findings from this chapter stem from analyzing data obtained from 220 nurses.
The study presents descriptive statistics about participant demographics together with their
organizational silence levels and their plans to leave their work. The research used Mann-
Whitney U tests and Kruskal-Wallis H tests and Spearman correlation tests to analyze key
variables for differences and relationships. The study results follow the research objectives to
present data patterns and associations in an organized manner.

4.2 Frequency and Percentages of the Demographic Characteristics of Nurses

The majority of participants were aged 20-29 years, accounting for 43.2% (n = 95). Most were
female, comprising 60.5% (n = 133) of the sample. In terms of marital status, the majority were
married, representing 68.6% (n = 151). Geographically, most participants were from Hebron at
72.7% (n = 160). Regarding educational level, the highest proportion held a Bachelor's degree,
making up 74.1% (n = 163). In terms of experience, 1-5 years was the most common category,
with 39.1% (n = 86). The most frequently reported department was the Emergency Department
at 19.1% (n = 42). The majority worked in the governmental sector, representing 59.5% (n =
131). Finally, the most common monthly income range was 500-999 JD, reported by 66.8% (n
= 147) of the participants. As shown in Table (4.1).
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Table 4.1(a): Frequency and Percentages of the Demographic Characteristics of Nurses
(n=220).

Demographic Characteristics n %
Age Group (Years)
20-29 95 43.2%
30-39 82 37.3%
40-49 31 14.0%
50-59 12 5.5%
Sex
Male 87 39.5%
Female 133 60.5%
Marital Status
Single 69 31.4%
Married 151 68.6%
Geographical Location
Bethlehem 60 27.3%
Hebron 160 72.7%
Educational Level
Diploma 38 17.3%
Bachelor’s Degree 163 74.1%
Higher education (Master and PhD) 19 8.6%
Years of Experience in
Healthcare
<1 year 17 7.7%
1-5 years 86 39.1%
6-10 years 62 28.2%
Department
Intensive Care Unit (ICU) 33 15.0%
Emergency 42 19.1%
Surgical 26 11.8%
Medical 30 13.6%
Pediatrics 17 7.7%
Hemodialysis 13 5.9%
Ear, Nose and Throte 7 3.2%
Operation room 8 3.6%
Clinics 15 6.8%
Others 29 13.2%
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Table 4.1(b): Frequency and Percentages of the Demographic Characteristics of Nurses (n=220).

Sector
Governmental sector 131 59.5%
Non- Governmental sector 89 40.5%
Monthly income
<500 JD 36 16.4%
500-999 JD 147 66.8%
1000-1500 JD 28 12.7%
>1500 JD 9 4.1%

4.3 Intention to Leave Work Among Nurses

The bar chart illustrates the levels of intention to leave work among nurses. The majority of
nurses (70.9%) reported a low intention to leave their jobs, while 20.5% indicated a moderate
intention. Only a small proportion (8.6%) expressed a high intention to leave. As shown in Fig
4.2).

The analysis of nurses’ responses to the question regarding their intention to change their work
setting in the coming year revealed varying levels of intention to leave. A total of 38.2% reported
being "Unlikely" to leave, while 32.7% indicated they were "Very unlikely," together
representing a majority with low intention to leave. Meanwhile, 20.5% of participants stated
they were "Likely" to change their work setting, and 8.6% were "Very likely" to do so. The
overall mean score was 2.05 (SD = 0.937), placing the group in the moderate intention to leave
category based on the defined cut-off points (1-2.00 = Low, 2.01-3.00 = Moderate, 3.01-4.00
= High). As shown in Table (4.2).

Level of Intention to Leave Work Among Nurses
0.709

0.205
I
Low Moderate High

Fig 4.1. Level of Intention to Leave Work Among Nurses.
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Table 4.2: Frequency, Percentages and Mean Score for the Intention to Leave Work Among

Nurses (n=220).

Item N % Mean SD Status
Are you going to Very unlikely 72 | 32.7% 2.05 .937 Moderate
change your work Unlikely 84 |38.2% intention
setting in the coming | Likely 45 | 20.5% to leave
year? Very likely 19 | 8.6%

Cut off points as follows; 1-2.00=Low intention, 2.01-3.00=Moderate intention, 3.01-4= High

intention Mean score over 4

4.4 Organizational Silence Among Nurses

The chart illustrates the levels of organizational silence among nurses. Over half of the
participants (53.2%) reported a moderate level of organizational silence, while 25.0% indicated
a high level, and 21.8% experienced low organizational silence. As shown in Fig. (4.2).

Level of Organizational Silence Among Nurses

0.218

Low

0.532

Moderate

Fig. 4.2. Level of Organizational Silence Among Nurses.
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4.5 Organizational Silence Subscales mean score among nurses

The bar chart presents the mean scores of organizational silence subscales among nurses. The
highest mean score was observed in the "Support of the Top Management” (2.19). This was
followed by "Lack of Communication™ (2.06) and "Subordinate's Fear of Negative Reactions"
(2.01). The lowest mean scores were found in "Support of Supervisor" (1.98) and "Official
Authority" (1.95), suggesting relatively lower levels of silence in these areas. As shown in Fig.
4.3).

Organizational Silence Subscales mean score among

nurses
2.19
2.06
2.01
1.98
1.95
Support of the Lack of Support of Official Subordinate’s
Top Communication  Supervisor Authority  Fear of Negative
Management Reactions

Fig. 4.3 Organizational Silence Subscales mean score among nurses.

The support of the top management of silence indicates a moderate level of organizational
silence among nurses across all five items. Individual item means ranged from 2.10 to 2.30, with
the highest score related to discomfort when management is involved in personal problems (M
= 2.30, SD = 0.800), and the lowest related to management’s limited role in implementing
instructions (M = 2.10, SD = 0.846). As seen in Table (4.3).

The lack of communication opportunities reflects a moderate level of organizational silence
among nurses. All six items scored within the moderate range, with mean values ranging from
1.91 to 2.23. The highest mean (2.23, SD = 0.824) was related to the lack of communication
channels between employees and senior management, while the lowest (1.91, SD = 0.853)
addressed the absence of information exchange among departments. As shown in Table (4.4).
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Table 4.3: Mean Score for the Support of the Top Management of Silence (n=220).

Item Mean SD Status

1. Organization's management believes that its role is limited 2.10 .846 | Moderate
to the implementation of instructions.

2. The organization is not interested in encouraging 2.11 .860 | Moderate

employees to express their opinions or suggestions
concerning aspects of the work.

3. Management of the organization does not tend to serious 2.22 .798 | Moderate
discussion of the views and suggestions of employees.

4. Management of the organization does not express gratitude | 2.26 .817 | Moderate
to workers for their opinions and suggestions for useful
work.

5. 1 do not feel comfortable when management of the 2.30 .800 | Moderate
organization is involved in a problem belonging to me
personally.

Total Mean Score (5 items) 2.19 588 | Moderate

Higher mean score means higher organizational silence Cut off point as follow; 1-1.66=low,
1.67-2.33=Moderate, 2.34-3=High. Mean score over 3

Table 4.4: Mean Score for the Lack of Communication Opportunities (n=220).

Item Mean SD Status

1. There is no exchange of information among various | 1.91 .853 Moderate
departments and divisions within the organization

2. The chances of communication between employees in other | 2.04 .854 Moderate

departments are not enough

Management of the organization does not notify the staff | 2.06 .861 Moderate
with the organization's important problems and issues

3. There are not enough channels of communication between | 2.23 .824 Moderate
employees and senior management of the organization.

4. Management of the organization does not bother to hold | 2.13 .856 Moderate
meetings to discuss issues and matters relating to work

5. My supervisors at work do not possess the good skills | 2.05 .845 Moderate
needed for listening to my views and suggestions.

Total Mean Score (6 items) 2.06 587 Moderate

Higher mean score means higher organizational silence Cut off point as follow; 1-1.66=low,
1.67-2.33=Moderate, 2.34-3=High. Mean score over 3

The support of supervisor for silence showed a moderate level of organizational silence among
nurses, with all five items falling within the moderate range. Mean scores ranged from 1.84 to
2.09, with the highest score (M = 2.09, SD = 0.855) reflecting the perception that supervisors
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view criticism as a challenge, and the lowest (M = 1.84, SD = 0.848) indicating that supervisors
may disregard negative feedback about employee performance. As shown in Table (4.5)

Table 4.5: Mean Score for the Support of Supervisor for Silence (n=220).

Item Mean SD Status

1. I hesitate to speak freely with my direct manager 2.01 .712 | Moderate
concerning a problem at work.

2. My direct manager does not care about any negative 1.84 .848 | Moderate
information about my performance.

3. My direct manager sees any criticism against him a sort of 2.09 .855 | Moderate
challenging him.

4. My direct manager suspects the source of my information 1.93 .841 | Moderate
concerning my performance at work

5. My direct manager sees the difference in opinion on the 2.07 871 | Moderate
problems of working longer unhelpful

Total Mean Score (5 items) 1.98 598 | Moderate

Higher mean score means higher organizational silence Cut off point as follow; 1-1.66=low,
1.67-2.33=Moderate, 2.34-3=High. Mean score over 3.
The mean scores for official authority indicate a moderate level of organizational silence among
nurses. All five items scored within the moderate range, with means ranging from 1.73 to 2.14.
The highest mean (2.14, SD = 0.849) was related to the perception that managers primarily rely
on their official authority to influence subordinates, while the lowest mean (1.73, SD = 0.821)
reflected that manager follow laws and regulations when solving subordinate problems. As
shown in Table (4.6).

Table 4.6 Mean Score for the Official Authority (n=220).

Item Mean SD Status

1. My direct manager depends mainly on the official authority | 2.14 .849 | Moderate
to influence subordinates

2. My direct manager draws on the method of threatening 2.00 .884 | Moderate
with punishment to guide the behavior of subordinates

3. My direct manager accepts excuses of subordinates with 2.11 .844 | Moderate
difficulty when they commit negligence in their work.

4. My direct manager directs the behavior of subordinates 1.78 .844 | Moderate
through compliance with laws and regulations *

5. My direct manager complies with laws and regulations in 1.73 .821 | Moderate
force when solving problems of subordinates *

Total Mean Score (5 items) 1.95 430 | Moderate

Higher mean score means higher organizational silence Cut off point as follow; 1-1.66=low,
1.67-2.33=Moderate, 2.34-3=High. Mean score over 3
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The subordinate's fear of negative reactions demonstrated a moderate level of organizational
silence among nurses, with all six items falling within the moderate range. Mean scores ranged
from 1.80 to 2.12, with the highest score (M = 2.12, SD = 0.865) indicating concern that
speaking about work problems could harm personal interests, while the lowest (M = 1.80, SD =
0.838) reflected fear of informing managers about organizational problems. The total mean
score was 2.01 (SD = 0.648), suggesting that nurses moderately refrain from speaking out due
to fear of conflict, damaged relationships, or negative consequences—highlighting a notable
barrier to open communication in the workplace. As seen in Table (4.7).

Table 4.7: Mean Score for the Subordinate's Fear of Negative Reactions (n=220).

ltem Mean | SD Status

1. | feel afraid to inform my direct manager with the problems | 1.80 .838 Moderate
of work in the organization.

2. Idon’ttend to talking about the negative working conditions | 2.00 .886 Moderate
for fear of being held accountable.

3. | prefer to stay silent in order to avoid conflicts or | 2.08 877 Moderate
disagreements with superiors.

4. | prefer to stay silent for fear of breaking my relationships | 2.03 .867 Moderate
with my colleagues.

5. | prefer to stay silent not to be considered a problem-maker. | 2.05 877 Moderate

6. My speaking of work problems could be harmful to my | 2.12 .865 Moderate
personal interests.

Total Mean Score (6 items) 2.01 .648 Moderate

Higher mean score means higher organizational silence Cut off point as follow; 1-1.66=low,
1.67-2.33=Moderate, 2.34-3=High. Mean score over 3

4.6 Differences Between Demographic Variables in Terms of Intentional to Leave

A Mann-Whitney U tests and Kruskal-Wallis H tests were conducted to assess the differences
in intention to leave work based on demographic characteristics among participants (n = 220).
A statistically significant difference was found in intention to leave work based on marital status,
(U =42945, Z =-2.202, p = .028), with single participants (Mean Rank = 123.76) reporting
higher intention to leave compared to married participants (Mean Rank = 104.44) based on
Dunn’s post hoc test. No significant differences were observed by age group, (H(3) = 2.133, p
=.545); sex, (U=5132.5,Z=-1.491, p =.136); geographical location, (U =4432.5, Z =-0.921,
p = .357); educational level, (H(2) = 0.201, p = .904); years of experience, (H(3) = 2.519, p =
472); department, (H(9) = 7.941, p = .540); sector, (U = 5357, Z =-1.075, p = .282); or monthly
income, (H(3) = 3.461, p =.326). As shown in Table (4.8).

35



Table 4.8: Differences between demographic variables in terms of intentional to leave work

mean score (n=220).

Demographic Characteristics n Mean Statistical | P-value
Rank value
Age Group (Years) 20-29 95 115.34 H=2.133 .545
30-39 82 102.92 DF=3
40-49 31 112.81
50-59 12 118.04
Sex Male 87 118.01 U=5132.5 136
Female 133 105.59 Z7=-1.491
Marital Status Single 69 123.76 U=4294.5 .028*
Married 151 104.44 Z7=-2.202
Geographical Bethlehem 60 104.38 U=4432.5 .357
Location Hebron 160 112.80 Z=-921
Educational Level Diploma 38 113.95 H=.201 .904
Bachelor’s Degree 163 109.25 DF=2
Higher education (Master and PhD) 18 108.47
Years of Experience <1 year 17 124.85 H=2.519 472
in Healthcare 1-5 years 86 115.15 DF=3
6-10 years 62 103.54
>10 years 55 106.64
Department Intensive Care Unit (ICU) 33 99.53 H=7.941 .540
Emergency 42 113.82 DF=9
Surgical 26 121.10
Medical 30 117.78
Pediatrics 17 109.71
Hemodialysis 13 86.31
Ear, Nose and Throat 7 103.36
Operation room 8 83.56
Clinics 15 104.77
Others 29 124.57
Sector Governmental sector 131 106.89 U=5357 .282
Z=-1.075
Non-Governmental sector 89 115.81
Monthly income <500 JD 36 127.58 H=3.461 .326
500-999 JD 147 107.38 DF=3
1000-1500 JD 28 106.70
>1500 JD 9 104.89

Mann Whitney U test and Kruskal Wallis H tests

*Significant values
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4.7 Differences Between Demographic Variables in Terms of Organizational Silence

The research findings demonstrated major distinctions in organizational silence mean scores
which corresponded to specific demographic characteristics among participants (n=220). A
Statistically significant differences were found based on age group, (H (3) = 8.719, p = .033),
with participants aged 40—49 years (Mean Rank = 136.85) showing higher organizational silence
compared to other age groups based on Dunn’s post hoc test. A significant difference was also
observed by sex, (U = 4794, Z = -2.149, p = .032), where females (Mean Rank = 117.95)
reported higher silence scores than males (Mean Rank = 99.10). Similarly, marital status
showed a significant difference, (U = 3545.5, Z = -3.801, p < .001), with married participants
(Mean Rank = 121.52) reporting higher silence than single participants (Mean Rank = 86.38).
Regarding years of experience in healthcare, significant differences were observed, (H (3) =
12.445, p =.006), with the lowest mean rank found among participants with less than 1 year of
experience (Mean Rank = 65.56), and the highest among those with 6-10 years (Mean Rank =
125.19). A significant difference was also found based on sector, (U = 4719, Z =-2.398, p =
.016), with non -Governmental sector employees (Mean Rank = 122.98) reporting more
organizational silence than those in the Governmental sector (Mean Rank = 102.02).
Additionally, monthly income differences were statistically significant, (H (3) = 16.711, p <
.001), with participants earning 1000-1500 JD showing the highest mean rank (126.45), and
those earning more than 1500 JD the lowest (67.33). Based on Dunn’s post hoc test. No
statistically significant differences were found in organizational silence by geographical
location, (U = 4526.5, Z = -0.651, p = .515); educational level, (H (2) = 2.271, p = .321); or
department, (H (9) = 14.539, p =.104). As shown in Table (4.9).

Table 4.9(a): Differences between demographic variables in terms of organizational silence
total mean score (n=220).

Demographic Characteristics N Mean | Statistical | P-
score value value
Age Group (Years) 20-29 95 99.14 H=8.719 .033*
30-39 82 112.19 DF3
40-49 31 136.85
50-59 12 120.79
Sex Male 87 99.10 U=4794 .032*
Female 133 117.95 Z=-2.149
Marital Status Single 69 86.38 U=35455 | <.001*
Married 151 121.52 Z=-3.801
Geographical Bethlehem 60 115.06 U=4526.5 515
Location Hebron 160 108.79 Z=-.651
Educational Level Diploma 38 123.39 H=2.271 321
Bachelor’s Degree 163 106.46 DF=2
Higher education (Master and PhD) 18 113.75
Years of Experience | <1 year 17 65.56 H=12.445 .006*
in Healthcare 1-5 years 86 106.08 DF=3

37



6-10 years 62 125.19
>10 years 55 114.75
Department Intensive Care Unit (ICU) 33 89.88 H=14.539 .104
Emergency 42 98.38 DF=9
Surgical 26 120.77
Medical 30 115.45
Pediatrics 17 149.35
Hemodialysis 13 129.04
Demographic Characteristics N Mean | Statistical | P-
score value value
Ear, Nose and Throte 7 114.86
Operation room 8 87.19
Clinics 15 106.27
Others 29 113.67
Sector Governmental sector 131 102.02 U=4719 .016
Non- Governmental sector 89 122.98 Z=-2.398
Monthly income <500JD 36 78.94 H=16.711 | <.001*
500-999 JD 147 117.83 DF=3
1000-1500 JD 28 126.45
>1500JD 9 67.33

Mann Whitney U test and Kruskal Wallis H tests

*Significant values

4.8 The Relationships Between Intentional to Leave Work and Organizational Silence

Subscales

The Spearman correlation analysis demonstrated a significant small negative relationship
between work departure intentions and total organizational silence (r = —.153, p =.023) which
shows that higher organizational silence levels lead to slightly lower departure intentions. The
only subscale that demonstrated a statistically significant negative relationship with intention to
leave was lack of communication opportunities (r = —.133, p =.048) which indicates that

restricted communication is weakly linked to decreased departure intentions.

The remaining subscales including support of top management, support of supervisor, official
authority and fear of negative reactions did not show significant correlations with intention to
leave but displayed weak negative relationships. The subscales demonstrated strong and
significant correlations with each other as well as with the total organizational silence score

which indicates strong internal consistency within the organizational silence construct.
Table 4.10: The relationships between intentional to leave work and organizational silence

subscales (n=220).
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Spearman Correlation 1) 2 (3) 4 (5) (6) (7
)
(1) Intention r
P-
value
(2) Support of the Top r -.127
Management of P- .059
Silence value
(3) Lack of r -.133 481
Communication P- .048* | <.001
Opportunities value *
(4) Support of Supervisor | r -094 | 468" | .486
for Silence )
P- 167 | <.001 | <.001
value * *
(5) Official Authority r -.103 .265 .240 .386
P- 129 | <.001 | <.001 | <.001
value * * *
(6) Subordinate's Fear of r -.097 290 .286 522 307
Negative Reactions P- 151 | <001 | <001 | <001 | <.001
value * * * *
(7) Organizational silence | r -.153 .689 716 .818 551 715
P- .023* | <001 | <001 | <.001 | <.001 | <.001
Value * * * * *

r: Correlation Coefficient
*Significant values
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Chapter Five

Discussion

5.1 Introduction

This chapter present the discussion of the results of this study compared to the previous study
on the same topic. Moreover, this chapter illustrates some recommendations for policy makers
in addition to the strengths and area of improvement.

The study becomes the first research to investigate employee retention patterns in Palestinian
hospital settings and specifically in Southern West Bank facilities. The regional socio-
political challenges along with restricted healthcare resources make it logical that workforce
retention factors exist beyond what global studies reveal. The research indicates workforce
stability but alsoshows the necessity for maintaining ongoingassessment along with
organizational initiatives  that fosteropen dialogue and psychological safety and
nurse empowerment programs.

Organizational Silence

The research showed that Palestinian nurses experienced moderate organizational silence at
53.2% and high silence at 25.0%. The research indicates that more than three-quarters of the
nurses experienced at least moderate voice suppression which shows substantial barriers to open
communication and feedback in their organizations. The findings match those of the systematic
review done on China, Turkey, and Korea. In several hospitals, this phenomenon was found to
be widespread among nurses and related to various negative outcomes such as cynicism, job
satisfaction, and turnover intentions (Wen et al., 2025). Lv et al. (2024) found that the nurses in
Chinese general hospitals reported moderate to high levels of organizational silence due to
fear of retaliation, lack of support, and hierarchical leadership.
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The moderate levels of silence might indicate an organizational environment where nurses
sometimes feel heard but still fear negative consequences from speaking up. According to Li et
al. (2024), nurses usually refrain from speaking up because they think that their concerns will
not beaddressed in environments where feedback mechanisms are weak or leadership is
authoritarian.

The 25.0% ofnurses experiencing high levelsof silence isparticularly concerning.
Research shows that high levels of organizational silence are linked to major problems such as
decreased psychological safety, impaired teamwork,and lower patient safety outcomes
(Hashemian et al., 2025; Lee et al., 2024). A systematic review by Montgomery et al.
(2025) demonstrated that nurses who experience high levels of silence may stop sharing crucial
clinical information or hide errors or refuse to participate in improvement programs which puts
patient care quality at risk and decreases staff morale (Montgomery et al., 2025). Only 21.8% of
participants experienced low levels of organizational silence indicatingthat few nurses
feel completely comfortable and empowered to expressthemselves freely. This
percentage indicates there is a leadership or cultural problem that prevents open communication.
El-Gazar et al. (2025) emphasized that transparent, fair, and psychologically safe leadership
known as ethical leadership is necessary to reduce silence and foster nurse voice behavior.

The small number of nurses whoreported low organizational silence requires targeted
interventions to develop an inclusive and communicative work environment. The interventions
should include leadership training alongside non-punitive reporting systems and decision-
making participation structures. The absence of research comparing hospital environments in
Palestine makes itnecessary to create interventions that address local socio-cultural and
institutional elements of the region.

5.2 Organizational Silence Subscales

The analysis of organizational silence subscales provides essential information about which
organizational dimensions lead nurses to remainsilent. Nurses reported the highest level
of'silence or voice suppression through their responses to the “Support of the Top Management”
scale. Research by Al-Momani et al. (2023) and Bellack and Dickow (2019). supports this
finding because distant top management creates communication barriers which prevent frontline
staff from expressingtheir opinions orconcerns. When seniorleaders appear distant
or uninterested it creates an environment where employees feel their input becomes pointless or
dangerous.

The lowest mean scores appeared in “Support of Supervisor” and “Official Authority” because
nurses reported fewer obstacles when interacting with their direct supervisors and
formal reporting channels. The results might indicate thatunit-level leaders maintain close
informal relationships with nurses or that department-level support systems protect nurses from
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higher-level organizational silence Asif et al. (2023), discovered similar results when they found
immediate supervisors served as a connection between staff members and senior leaders. The
different organizational silence patterns show that this phenomenon exists independently across
hierarchical structures and relational systems. The implementation of targeted interventions
requires proper alignment with specific organizational needs. The perception of disconnect
that leads to top-level silence can be reduced through initiatives that strengthen top management
visibility and establish feedback loopsand improve vertical communication. The existing
supervisor-level strengths should be used to promote voice behavior and psychological safety
and shared decision-making.

The “Subordinate’s Fear of Negative Reactions” (M = 2.01) also emerged as a key factor
influencing silence. Nurses may withhold input due to concerns about being criticized, ignored,
or facing retaliation. This fear can be especially strong in settings where power dynamics are
rigid. As noted by Srivastava et al. (2023), fear-based silence can erode trust, stifle innovation,
and reduce employee morale. Establishing psychological safety, reinforcing anti-retaliation
policies, and training leadership in empathetic communication are vital strategies to address this
issue.

The varied levels across subscales highlight that organizational silence is not uniform but
influenced by specific relational and structural elements. Tailored interventions are necessary.
Strengthening vertical communication, increasing top management engagement, and addressing
communication deficiencies and fear of retaliation can help create a more transparent, safe, and
responsive workplace culture.

5.3 Demographic Differences in Both Intentions to Leave and Organizational Silence

The research study discovered major population differences between work departure intentions
and workplace silence among nurses because personal and social environments shape
their workplace perceptions and actions. The research shows that single nurses want to
leave their jobs at higher rates than nurses who are married. The results match previous research
which demonstrates that single healthcare employees tend to move jobs more often because they
have  fewer family = commitments to  theircurrent roles  andpossibly less
organizational dedication (Clendon & Walker, 2017). Single nurses tend to feel more confident
about finding superior opportunities because theylack organizational supportin stressful
work environments. The external responsibilities and economic needs and family support and
organizational commitment of married nurses lead to their greater job stability (Clendon &
Walker, 2017).

The study found that female nurses displayed higher levels of organizational silence than
male nurses. The research findings match existing studies about gender relationships within
healthcare facilities. Female nurses tendto hide their opinions because of cultural norms
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and power differences and concerns about professional repercussions (El Abdou et al., 2023).
The research shows that married nurses tend to remain silent more frequently than single nurses.
The need to protect their family financial stability and job security makes married workers more
cautious about workplace conflicts. The risk-averse nature of married nurses leads them to avoid

expressing concerns because they believe it could damage their professional reputation (El
Abdou et al., 2023).

The research findings indicate that marital status and gender interact with organizational culture
to determine how employees express themselves at work and their plans to leave their jobs.
The findings have significant implications for nurse managers and policymakers because they
demonstrate  the requirement for individualized interventions. The establishment of
psychologically safe environments for female nursescombined with targeted solutions
for single staff members regarding career development and inclusion issues can decrease both
silence and departure intentions. The observed differences demonstrate the necessity for
leadership approachesto maintain equity intheir practices. Workforce engagement and
retention require organizations to prevent their systems from unintentionally silencing specific
groups including women and married employees.

5.4 Intention to Leave Work

The majority of nurses at 70.9% showed a low intention to leave their current jobs indicating
stable job retentionin this studied setting. The resultindicates that supportive
leadership alongside workplace cohesion and professional commitment act as buffers that
protect nurses from organizational stressors. Nurses working in Palestine's healthcare context
choose to stay in their jobs despite dissatisfaction may be due to the economic dependence and
job scarcity and cultural norms.

A fact that 20.5% of nurses expressed moderate exitintentions while 8.6% showed high
intentions to leave remains significant. The workforce segment identified in this study faces
risks despite showing lower departure rates than international research has demonstrated. The
Turkish hospital study conducted by Caylak and Altuntas (2017) jobs because of organizational
silence. The research of Saeidipour et al. (2021) discovered thatnurses working in Iran
showed higher turnover intentions because organizational silence decreased their workplace
engagement and made them feel undervalued.

The current study shows that only 8.6% of nurses reported a high intention to leave, which
indicates that although organizational silence may be present, its negative effects are likely
reduced by protective factors. These include ethical leadership, which promotes trust and
fairness; organizational support, which makes employees feel valued; a positive organizational
culture, which encourages openness and communication; and workplace spirituality, which
gives employees a sense of purpose and connection. Research supports the idea that these factors
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help minimize the impact of organizational silence and strengthen employee commitment (Kim
& Song, 2024; Parcham & Ghasemizad, 2017).

The 20.5% of workers showing moderate intention to leave represents an essential discovery.
The employees who fall into this category might be on the verge of changing their behavior
because of growing dissatisfaction or suppressed communication. According to Caylak and
Altuntag (2017), organizational silence functionsin ways thatcreates disengagement and
cynicism through subtle processes. The workforce stability risk increases when this group
remains without intervention because they might evolve into high-risk candidates for turnover.

5.5 Relationship Between Intention to Leave and Organizational Silence

Organizational silence shows a significant negative correlation with work leave intentions
which contradicts the general findings inthe literature. The research findings contradict
typical studies by showing that nurses who experience more organizational silence tend to leave
their jobs less often.

The inverse relationship between organizational silence and nurse intention toleave work
may occur because nurses choose to internalize their dissatisfaction instead of taking action
when they cannotleave their jobs. The economic limitations along with restricted job
opportunities and cultural expectations within the Palestinian healthcare system create
conditions where nurses tendto remain silent abouttheir dissatisfaction. Nurses choose to
hide their voices while tolerating poor working conditions because they want to maintain their
job security and fulfill their family obligations which leads them to use passive coping instead of
leaving their jobs (El Abdou et al., 2023).

The short-term maintenance of staffing stability through this silence creates major long-term
problems for healthcare systems. The suppression of feedback through organizational silence
prevents the identification and resolution of systemic problems. The lack of institutional
problem resolution because of unaddressed weaknesses results in operational inefficiencies and
repeated errors and workforce trust deterioration. The quality of patient care deteriorates
because nurses choose not to report unsafe practices and insufficient resources and harmful
behaviors. The failure to address clinical concerns through silence creates direct threats to
patient safety which leads to more medical errors and poor communication and compromised
outcomes.

Nurses who maintain prolonged silence experience emotional exhaustion and moral distress
which eventually leads to burnout (Karakachian & Colbert, 2019). The psychological pressure
of hiding concerns while dealing with challenging situations creates long-term negative effects
on their mental health and job satisfaction and professional identity. The failure to address
chronic stress leads to higher risks of employee absence and disengagement and eventual
departure from work despite initial low intentions to leave. Healthcare leaders need to address
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this issue with immediate strategic support because organizational silence appears to lower
turnover intentions but creates hidden threats to system resilience and patient safety and nursing
well-being.

The practice of organizational silence functions as a protective mechanism which helps nurses
maintain their workplace status through avoiding confrontations that could lead to conflict.
When nurses remain silent, they create emotional distance that prevents them from leaving their
positions.  Thedistinction  between active  disengagement (e.g., turnover) and
passive disengagement (e.g., silence) is supported by Du Plessis (2021) who shows that passive
disengagement can lead to job retention despite employee dissatisfaction.

The research findings differ from multiple studies which demonstrated a positive relationship
between silence and employee turnover intentions. The Saeidipour et al. (2021) discovered that
nurses who experienced increased organizational silence developed stronger intentions to quit
because silence decreased their engagement and lowered their morale. The results indicate that
cultural elements together with environmental factors determine how silence impacts
employee decisions about staying or leaving their jobs.

5.6 Conclusion

The research evaluated both organizational silence levelsand nurse departure intentions
together with their demographic variations and connection patterns. The majority of nurses
indicated low departure intentions yeta substantial number demonstrated moderate to
high organizational silence levels especially regarding top managementsupport and
communication deficiencies. The research discovered an inverse relationship between
organizational silence and nurse departure intentions because some nurses remain silent instead
of leaving their jobs possibly because of job security and limited employment options in
particularly of the political conflict in Palestine and the current war that started on October 7,
2023.

Single nurses demonstrated higher intentions to leave their jobs but female nurses along
with married nurses displayed more organizational silence. The research demonstrates how
personal and social elements shape workplace conduct. Theresearch demonstrates
that organizations need to establish open communication channels and practice ethical
leadership while creating supportive work environments to decrease silence and maintain nurse
retention.

5.7 Strengths and Limitations of the Study

This study is not without limitations. First, it employed a descriptive cross-sectional design and
was limited to the southern region of the West Bank in Palestine. Therefore, future research is
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recommended to encompass all regions of Palestine for a more comprehensive understanding.
Second, data were collected through self-administered questionnaires, which may introduce
certain biases such as self-reporting or social desirability bias. Third, some hospitals declined to
participate—possibly due to the sensitivity of the topic from the perspective of administrators.
We recommend developing strategies to enhance hospital engagement in future research.
Additionally, using alternative methodologies such as qualitative or mixed-method designs may
provide deeper insights into the issue. Despite these limitations, and to the best of the authors’
knowledge, this is the first study conducted in Palestine to investigate this critical issue.

5.8 Recommendations

For hospital administrators

e Theestablishment of directcommunication links between hospital leaders and
nursing personnel helps decrease staff perceptions of distance and organizational silence.

* Theimplementation of anonymous feedback systems through suggestionboxes or
digital surveys enables staff to report concerns without facing any negative consequences.

For nurse managers and supervisors

. The creation of psychological safety requires nurse managers to guarantee that employees
can share their concerns without facing any form of retaliation or judgment.

For policy-makers and healthcare authorities

* The development ofnational guidelines should establish workplace communication
standards while enforcing zero tolerance for retaliation practices.

* The governmentshould allocate fundingto support training initiatives which teach
ethical leadership and organizational justice practicesin both Governmental and Non-
Governmental healthcare facilities.
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Part 1: Demographic Information

Please fill in the following information by marking or filling in the appropriate option.

¢ Age: (Years)
¢ Sex:
O Male O Female

¢ Marital Status:

[ Single 0 Married [ Divorced 0 Widowed

¢ Geographical Location:

O Bethlehem O Hebron

¢ Educational Level:

O Diploma [0 Bachelor's Degree [0 Master's Degree O PhD

¢ Years of Experience in the Healthcare Sector:

[J Less than 1 year OO1-5years 06 -10years [ More than 10 years
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&

Department You Work In:

O Intensive Care Unit (ICU) O Emergency [ Surgical [ Internal Medicine

[0 Pediatrics O Clinics [ Other (Please specify):

Do you work in the public or private healthcare sector?

O Public sector O Private sector

Monthly Income (in JD or USD):

O Less than 500 JD / 700 USD O 500 - 1000 JD / 700 - 1400 USD

O 1000 - 1500 JD / 1400 - 2100 USD O More than 1500 JD / 2100 USD

Looking to your career goals, are you going to change your work setting in the
coming year?"

O Very unlikely O Unlikely

O Likely O Very likely

Part 2: Organizational Silence Scale

For each item below, please indicate your level of agreement using the following scale:

1 = Disagree 2 = Neutral 3 = Agree

Support of the Top Management of Silence

ltem

1. Organization's management believes that its role is limited to

the implementation of instructions.
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2. The organization is not interested in encouraging employees to
express their opinions or suggestions concerning aspects of the

work.

3. Management of the organization does not tend to serious

discussion of the views and suggestions of employees.

4. Management of the organization does not express gratitude to

workers for their opinions and suggestions for useful work.

5. 1 do not feel comfortable when management of the organization

is involved in a problem belonging to me personally.

Lack of Communication Opportunities

ltem 1

1. There is no exchange of information among various

departments and divisions within the organization.

2. The chances of communication between employees in other

departments are not enough.

3. Management of the organization does not notify the staff with

the organization’s important problems and issues.

4. There are not enough channels of communication between

employees and senior management of the organization.
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5. Management of the organization does not bother to hold

meetings to discuss issues and matters relating to work.

6. My supervisors at work do not possess the good skills needed

for listening to my views and suggestions.

Support of Supervisor for Silence

ltem

1. I hesitate to speak freely with my direct manager concerning a

problem at work.

2. My direct manager does not care about any negative

information about my performance.

3. My direct manager sees any criticism against him a sort of

challenging him.

4. My direct manager suspects the source of my information

concerning my performance at work.

5. My direct manager sees the difference in opinion on the

problems of working longer unhelpful.

Official Authority

ltem

1. My direct manager depends mainly on the official authority to

influence subordinates.
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2. My direct manager draws on the method of threatening with

punishment to guide the behavior of subordinates.

3. My direct manager accepts excuses of subordinates with

difficulty when they commit negligence in their work.

4. My direct manager directs the behavior of subordinates through

compliance with laws and regulations.

5. My direct manager complies with laws and regulations in force

when solving problems of subordinates.

Subordinate’s Fear of Negative Reactions

ltem

1. | feel afraid to inform my direct manager with the problems of

work in the organization.

2.1 don’t tend to talking about the negative working conditions for

fear of being held accountable.

3. | prefer to stay silent in order to avoid conflicts or disagreements

with superiors.

4. | prefer to stay silent for fear of breaking my relationships with

my colleagues.

5. | prefer to stay silent not to be considered a problem-maker.

6. My speaking of work problems could be harmful to my personal

interests.
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