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Introduction: Although the importance of leader–member relationships in teamwork is acknowledged in literature, a deeper under-
standing of this relationship is lacking, especially in rural areas. The impact of leader–member relationships on team outcomes is 
especially important in rural Chinese hospitals as improving teamwork forms a national health reform priority in these hospitals. This 
study investigates how leader-member relationships (ie leader-member perceived similarity and power distance orientation) influence 
team outcomes (ie perceived quality of care and job satisfaction) via speaking up and silence.
Methods: An online questionnaire was completed by 1017 team members (ie doctors, nurses and other healthcare professionals) of 
300 teams in four rural Chinese hospitals in October 2022. The questionnaire measured leader-member perceived similarity, power 
distance orientation, speaking up, silence, perceived quality of care, job satisfaction and control variables. Multilevel mediation 
analysis was conducted to test the hypotheses.
Results: Leader–member perceived similarity and power distance orientation are positively related to speaking up (β=0.61, p<0.01; 
β=0.17, p<0.01 respectively) and to silence (β=0.41, p<0.01; β=0.63, p<0.01 respectively). Speaking up is positively related to the 
perceived quality of care (β=0.24, p<0.01; β=0.46, p<0.01) and job satisfaction (β=0.30, p<0.01; β=0.54, p<0.01), while the impact of 
silence is not significant. Finally, speaking up mediates the associations of both leader-member perceived similarity and power distance 
orientation with perceived quality of care (β=0.15, p<0.01; β=0.08, p<0.01 respectively) and job satisfaction (β=0.30, p<0.01; β=0.54, 
p<0.01 respectively).
Conclusion: Speaking up, rather than silence, contributes to team functioning by mediating the impact of leader–member relation-
ships to team outcomes. Hospital management may therefore seek to stimulate speaking up by focussing on leader-member relation-
ships: increasing leader-member similarity and promoting members’ power distance orientation. However, any unintended effect of 
increased silence through these leader–member relationships is an important area of future research, which can adopt multidimensional 
models of speaking up and silence.
Keywords: leader-member relationship, leader-member perceived similarity, power distance orientation, speaking up, silence

Introduction
Leader–member relationships have received much attention in the research into team functioning and leadership in 
healthcare (and other industries) across the globe, including rural areas in developing countries in recent decades.1–4 The 
two relational aspects leader-member perceived similarity and power distance orientation are impactfully present in rural 
Chinese hospitals, where most employees are locals who share cultural and living backgrounds and develop close 
interpersonal relationships with their colleagues, including the leaders.5 This localised characteristic may drive 
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employees to perceive their leaders as similar to themselves and cultivate low power distance orientation even though 
power distance is traditionally high in China.6,7

While leader–member perceived similarity and power distance orientation have been linked to employee behaviour 
and team performance,8,9 a comprehensive understanding of this relationship is lacking. Derue et al have hypothesised in 
the Integrated Model of Leader Traits, Behaviours and Effectiveness that leader-member perceived similarity will lead to 
employee and team effectiveness but were not able to test this relationship and provide evidence.10 Cornelis et al present 
a positive relationship between leader-member perceived similarity and team cooperation.11 Likewise, there is initial 
evidence suggesting that power distance orientation is negatively related to employee mental health and job satisfaction12 

and might enlarge the leader-member communication gap and reduce employee participation.13 Nonetheless, the 
evidence on the roles of leader-member perceived similarity and power distance orientation in team functioning is scarce 
and mostly from developed countries.

Based on the input-process-outcome framework which is the foundation of many teamwork models in healthcare,14–16 

leader-member perceived similarity and power distance orientation can be seen as two team input elements, which may 
impact outcomes via team processes. Morrison’s review shows that the leader–member relationship and hierarchy are 
antecedents of speaking up and silence, thus providing theoretical support for causal relationship from the team inputs 
leader-member perceived similarity and power distance orientation to the team processes speaking up and silence.17 

Speaking up and silence are crucial team processes in hospitals, which are in turn causally related to team outcomes and 
specifically to quality of care.18,19 Speaking up and silence are seen as different constructs and can coexist as team 
members may speak up on some issues while being silent on others.20,21

Team outcomes such as quality of care and job satisfaction are typically associated positively with speaking up and 
negatively with silence.18,22–24 Accordingly, we propose that the team processes speaking up and silence transmit the 
impact of the team inputs leader-member perceived similarity and power distance orientation to the team outcomes 
perceived quality of care and job satisfaction.

These relationships are investigated in rural China as China’s rural hospitals have been especially encouraged to 
improve teamwork.25 Such rural healthcare settings in developing countries are especially of interest because of the 
urgency to advance understanding of these relationships for improving teamwork, while empirical evidence is still 
lacking. The research aim is therefore to investigate the relationships among leader-member perceived similarity, power 
distance orientation, speaking up, silence, perceived quality of care and job satisfaction in rural Chinese hospitals. China 
is culturally different from Western contexts where most of the evidence on team functioning stems from and feeds into 
theory. Moreover, cultural differences are also present within China, for example, between rural and urban China.26 For 
instance, rural Chinese citizens tend to have kept the traditional Chinese cultural value “collectivism”,27 while urban 
Chinese residents have gradually become more individualistic.28 Such cultural disparities may reduce the validity and 
generalisability of current evidence for rural China and its 17,555 rural hospitals.29

This research addresses the limited understanding of how leader–member relationships influence team outcomes in 
rural hospitals in developing countries such as China. By strengthening the scientific understanding of teamwork in this 
setting, it will consequently contribute to an evidence base for similar rural contexts in developing countries, which 
ultimately serve a significant portion of the global population striving for universal health coverage.

Hypotheses
Leader-member perceived similarity refers to team members’ perceptions of similarity between themselves and team 
leaders.30,31 This perceived similarity is related to deep-level psychological attributes such as values, beliefs and 
attitudes, different from actual similarity, which is based on surface-level demographic characteristics such as age, 
gender and race.32 Perceived similarity plays a more important role in leader–member interaction and team functioning 
than actual similarity.30,33

Speaking up is defined as voluntarily expressing ideas, suggestions or opinions about work-related issues with the 
intention of workplace improvements within teams17,34 and used interchangeably with voice behaviour.21,35 Silence 
refers to withholding ideas or opinions about work-related issues or behaviours that violate personal or moral 
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standards.17,34 As mentioned above, speaking up and silence are distinct constructs and can be practiced simultaneously 
depending on topic.

The similarity attraction theory36 suggests that team members are more likely to interact with other team members 
perceived as similar to themselves. More specifically, there is evidence that leader-follower similarity is positively related 
to employees’ voice behaviour37,38 and (indirectly) negatively related to employees’ defensive silence behaviour.39 

Hence, we posit that team members are more likely to express their ideas and less likely to keep silent when they 
perceive their leaders as similar to themselves.

Hypothesis 1: Leader-member perceived similarity is positively related to speaking up, while negatively related to 
silence.

Power distance orientation refers to the degree of an individual’s acceptance of unequal distribution of power 
among individuals within organisations.40,41 Based on the cultural dimensions theory,42 people with high power 
distance orientation readily accept the fact that power is unequally distributed and believe that decisions made by 
the people with a higher position should not be questioned. This may promote silence and impede speaking up. 
Conversely, when team members have a low power distance orientation and believe power should be distributed more 
equally, they may be less likely to remain silent and more likely to speak up. There is indeed evidence that power 
distance orientation is negatively related to voice behaviour43,44 and positively related to employee silence.45 Thus, we 
propose:

Hypothesis 2: Power distance orientation is negatively related to speaking up, while positively related to silence.

Effective communication in general and speaking up in particular are considered to benefit the quality and safety of 
care, for example, in case of raising concerns about safety issues.18,46 Silence and failure in communication can lead to 
adverse events and threaten patient safety,23 which will consequently reduce the perceived quality of care. Likewise, 
speaking up and communication are found to be positively related to job satisfaction,47,48 while organisational silence 
drives employees to be less satisfied with their job.49,50 Moreover, team members who speak up and perceive their 
opinions are valued and supported by their leaders are more likely to experience a sense of belonging and be satisfied 
with working on the team.51 Thus, we propose:

Hypothesis 3: Speaking up is positively related to perceived quality of care and job satisfaction.

Hypothesis 4: Silence is negatively related to perceived quality of care and job satisfaction.

Altogether, the similarity attraction theory,36 the cultural dimensions theory42 and the input-process-outcome 
teamwork framework14–16 suggest that the team processes speaking up and silence mediate the effects from the 
team inputs leader-member perceived similarity and power distance orientation to the team outcomes perceived quality 
of care and job satisfaction. Team members who perceive their leaders similar to themselves and have a low power 
distance orientation are more likely to speak up and less likely to stay silent on issues with the quality of care, which 
may subsequently translate to higher perceived quality of care and job satisfaction. Reasoning along this line, we 
propose:

Hypothesis 5: Speaking up and silence mediate the effect of leader-member perceived similarity on perceived quality of 
care and job satisfaction.

Hypothesis 6: Speaking up and silence mediate the effect of power distance orientation on perceived quality of care and 
job satisfaction.

The corresponding theoretical model is shown in Figure 1.
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Methods
Research Design
A cross-sectional research design was used for this study. An online questionnaire was distributed among healthcare 
professionals in four Chinese hospitals in the rural area via the Chinese survey platform “Wen Juan Xing” in 
October 2022. Respondents were asked to participate on a voluntary basis.

Sample and Procedure
This study was approved by the Research Ethics Review Committee of Erasmus School of Health Policy & Management, 
Erasmus University Rotterdam (No. ETH2122-0807) and was conducted in accordance with the Declaration of Helsinki. 
The aim of this study and how the data would be processed and protected were explained to potential respondents in an 
informed consent form in which they were offered the possibility to ask questions to the first author by email. 
Respondents explicitly gave their consent before the data collection started. No reminders were sent.

The Health Human Resources Development Centre of the National Health Commission of China and the County 
Health Media were approached by the researchers to assist in connecting with rural Chinese hospitals. Based on the 
provided information on the research aim and questionnaire, they connected the researchers to seven rural Chinese 
hospitals in different provinces that were potentially interested in participating in this study. After the researchers reached 
out to these seven hospitals, four hospitals, from four different provinces, together employing 3500 employees (including 
about 1000 doctors and 1700 nurses), agreed to participate.

Respondents were team members, including doctors, nurses and other healthcare professionals, from healthcare 
teams, which provide direct care for patients. Team leaders were excluded as respondents. The presidents of the four 
participating hospitals shared the survey link with all team leaders in their hospitals. Then, these team leaders distributed 
the link to all members within their teams and asked them to complete the questionnaire within three days.

Measures
All the items of the measurements for each variable are shown in the appendix. A 7-point Likert scale ranging from 1 
(strongly disagree) to 7 (strongly agree) was used to rate the items for measuring leader-member perceived similarity, 
power distance, speaking up, and silence.

Leader-Member Perceived Similarity
Liden et al’s 6-item measure30 was used to measure the leader-member perceived similarity (Cronbach’s α=0.99).

Figure 1 Theoretical model.
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Power Distance Orientation
A 6-item measure developed by Dorfman & Howell52 and adapted by Culpepper & Watts8 and Lin et al12 for individual- 
level measurement was used to measure power distance orientation (Cronbach’s α=0.97).

Speaking up
A 6-item measure developed by Van Dyne and LePine53 and adapted by Morrison et al54 was used to measure speaking 
up (Cronbach’s α=0.95).

Silence
Silence was measured by a 5-item measure developed by Detert and Edmonson55 and adapted by Guenter et al56 and 
Mignonac et al57 (Cronbach’s α=0.94).

Perceived Quality of Care and Job Satisfaction
Individual perceived quality of care and job satisfaction were assessed by single-item indicator scales,58,59 respectively, 
with the value of 1 indicating “very bad” or “very dissatisfied” and the value of 10 indicating “very good” or “very 
satisfied”.

Control Variables
This study controlled for gender (0=male, 1=female), team tenure and team type (0=monodisciplinary team, 1=multi-
disciplinary team) based on previous research.47,53,54,56 Furthermore, a preliminary analysis was conducted to test the 
influence of several potential control variables, including birth origin, gender, team tenure, team type, profession and 
education, on the mediators and dependent variables. The results show that team tenure is significantly positively related 
to silence, while female and monodisciplinary team members rated perceived quality of care and job satisfaction 
significantly higher. These results further support the choice for the three control variables.

The standard translation/back-translation technique was used to translate all the measures from English into 
Chinese.60 Every participant’s average scores per measure were used to form the individual measurements of leader- 
member perceived similarity, power distance orientation, speaking up and silence.

Analysis
The data analysis was performed using SPSS 29 and AMOS 28 in the following steps. First, before the main analysis, 
confirmatory factor analysis was conducted to examine the construct validity of the measured variables. The results show 
good factor loadings for leader-member perceived similarity, power distance orientation, speaking up, and silence, 
ranging from 0.72 to 0.97. Therefore, all original items remained included in all measurements. In addition, the four- 
factor model (in which leader-member perceived similarity, power distance orientation, speaking up and silence are 
separate factors) shows an acceptable model fit (χ2(224)=1861.62, p<0.01, CFI=0.95, TLI=0.95, RMSEA=0.09, 
SRMR=0.05) and fits significantly better than a three-factor model, which combines speaking up and silence into one 
factor (χ2(227)=6978.47, p<0.01, CFI=0.80, TLI=0.78, RMSEA=0.17, SRMR=0.21), a two-factor model, which addi-
tionally combines leader-member perceived similarity and power distance orientation into one factor (χ2(229)=14,389.88, 
p<0.01, CFI=0.58, TLI=0.53, RMSEA=0.25, SRMR=0.29) and the one-factor model combining all four into one factor 
(χ2(230)=17,582.59, p<0.01, CFI=0.48, TLI=0.43, RMSEA=0.27, SRMR=0.29).

Second, as all the variables were measured at the same time, Harman’s single-factor test was conducted to assess the 
common method bias of this study.61 The results show that the first extracted factor explains 46.04% of the variances, 
which is below the 50% threshold,62,63 Therefore, the common method bias is within an acceptable level. Moreover, 
variance inflation factors for the control variables, independent variables and mediators were calculated to assess 
multicollinearity. The results show that the values of variance inflation factors range from 1.01 to 2.14, indicating that 
there is no serious multicollinearity in the model.64

Third, multilevel mediation analysis was used to test the hypotheses. The respondents were nested within teams, 
resulting in dependency of observations. Moreover, significant between-group variances were found for the dependent 
variables (ie perceived quality of care and job satisfaction) via the mixed models in SPSS. Therefore, multilevel 
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mediation analysis with the individual level as level 1 and the team level as level 2 was conducted. In addition, a random 
effects model was adopted as the intercepts and slopes were expected to vary across teams.65 This multilevel mediation 
analysis strengthens the reliability and validity of the findings by separating the individual and team-level analyses and 
eliminating bias in coefficient estimation.66

Four independent multilevel mediation models were created via MLmed macro in SPSS,67 with leader-member 
perceived similarity and power distance orientation as separate independent variables, perceived quality of care and job 
satisfaction as separate dependent variables and speaking up and silence as parallel mediators. The control variables 
gender and team tenure were level-1 covariates, and team type was a level-2 covariate. As the hypotheses all regard the 
individual level, all variables were measured at level 1, and the analysis concerns four 1-1-1 multilevel mediation 
models. To align with the hypotheses, the reporting focuses on level 1 yet also presents level-2 results.66

Results
Questionnaires from 1017 team members of 300 teams (ie 248 monodisciplinary teams and 52 multidisciplinary teams) in the 
four participating rural hospitals were received. The respondents had an average age of 32.25 years (median: 31.00; standard 
deviation: 7.95) and an average team tenure of 6.67 years (median: 5.00; standard deviation: 6.19). The proportion of doctors 
in the respondents (37.95%) is close to that in Chinese hospitals (38.04%), while nurses account for a higher proportion 
(58.01%) than the national data (44.81%).29 The demographic characteristics are shown in Table 1.

The correlation analyses show significant strong correlations between leader-member perceived similarity and 
speaking up (r=0.73, p<0.01), between power distance orientation and silence (r=0.72, p<0.01), and between perceived 
quality of care and job satisfaction (r=0.90, p<0.01) (Table 2). A significant moderate correlation is also found between 
speaking up and silence (r=0.34, p<0.01).

Table 1 Demographic Characteristics

Number of People (Percentage)

Gender
Male 204 (20.06%)

Female 782 (76.89%)

Prefer not to say 31 (3.05%)
Age*
<=30 485 (47.69%)

31–40 366 (35.99%)
41–50 123 (12.09%)

≥51 38 (3.74%)

Profession
Doctors 386 (37.95%)

Nurses 590 (58.01%)

Other healthcare professionals 41 (4.03%)
Local or non-local
Local 884 (86.92%)

Non-local 133 (13.08%)
Education background
Master 23 (2.26%)

Bachelor 717 (70.50%)
Lower than bachelor 277 (27.24%)

Professional title
Senior 25 (2.46%)
Deputy senior 69 (6.78%)

Intermediate 269 (26.45%)

Junior 654 (64.31%)

Note: * The total number of people per age groups is lower than the number of 
respondents as there are missing values for age.
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The results of the multilevel mediation analyses with leader-member perceived similarity and power distance 
orientation as separate independent variables are shown in Tables 3 and 4, respectively. As stated in the methods section, 
only level-1 results will be reported to test hypotheses.

Table 3 shows leader–member perceived similarity is significantly and positively associated with speaking up 
(β=0.61, p<0.01) and silence (β=0.41, p<0.01), partially supporting hypothesis 1. Table 4 shows power distance 
orientation is significantly positively related to speaking up (β=0.17, p<0.01) and silence (β=0.63, p<0.01), partially 
supporting hypothesis 2. Speaking up is significantly and positively related to perceived quality of care (β=0.24, p<0.01, 
independent variable: leader-member perceived similarity; β=0.46, p<0.01, independent variable: power distance 

Table 2 Correlation Matrix

1 2 3 4 5 6 7 8 9

1. Gender (1=female) 1.00
2. Team tenure −0.15** 1.00

3. Multidisciplinary team −0.03 −0.02 1.00

4. Leader-member perceived similarity 0.06 0.02 −0.05 1.00
5. Power distance orientation −0.03 0.08* 0.03 0.25** 1.00

6. Speaking up 0.03 0.04 −0.04 0.73** 0.27** 1.00

7. Silence −0.02 0.05 0.02 0.31** 0.72** 0.34** 1.00
8. Perceived quality of care 0.15** −0.09** −0.09** 0.37** 0.00 0.34** 0.06 1.00

9. Job satisfaction 0.15** −0.05 −0.13** 0.41** 0.00 0.38** 0.07** 0.90** 1.00

Notes: *: p<0.05; **: p<0.01.

Table 3 Multilevel Mediation Analyses (Leader-Member Perceived Similarity)

Speaking Up Silence Perceived  
Quality of Care

Job  
Satisfaction

Fixed effects
Level 1
Intercept 2.27** 1.68** 5.83** 5.18**

Leader-member perceived similarity 0.61** 0.41** 0.27** 0.27**
Speaking up - - 0.24** 0.30**

Silence - - −0.04 −0.04

Gender 0.02 −0.34 0.38* 0.43**
Team tenure 0.01 0.01 −0.02* −0.02*

Level 2
Leader-member perceived similarity 0.62** 0.42** 0.33** 0.41**
Speaking up - - 0.27* 0.29**

Silence - - −0.11* −0.12**

Gender −0.07 0.06 0.51** 0.52**
Team tenure −0.00 0.02 −0.02 −0.01

Multidisciplinary −0.03 0.17 −0.21 −0.39**

Indirect effect - Mediation
Level 1 – Speaking up - - 0.15** 0.19**

Level 1 – Silence - - −0.02 −0.02

Level 2 – Speaking up - - 0.16* 0.18**
Level 2 – Silence - - −0.05* −0.05*

Random effects
Intercept 0.05** 0.38** 0.22** 0.20**
Slope (Leader-member perceived similarity ~) 0.09** 0.05 0.14* 0.14*

Slope (Speaking up ~) - - 0.05 0.10

Notes: *: p<0.05; **: p<0.01. The random slopes of silence to perceived quality of care and job satisfaction are tested as redundant via 
MLmed macro therefore are not included in the analysis.
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orientation) and job satisfaction (β=0.30, p<0.01, independent variable: leader-member perceived similarity; β=0.54, 
p<0.01, independent variable: power distance orientation), while silence has non-significant associations with the two 
outcomes. The differences in the regression coefficients regarding the relationships between team processes (ie, speaking 
up and silence) and team outcomes (ie, perceived quality of care and job satisfaction) are due to the influence of 
including different independent variables (ie, leader-member perceived similarity and power distance orientation) in the 
models and does not impact the significance. Therefore, the findings support hypothesis 3 but reject hypothesis 4, which 
also violates the condition of mediation relationships for silence. Accordingly, speaking up plays a significantly positive 
mediating role in the relationship between leader-member perceived similarity and perceived quality of care (β=0.15, 
p<0.01) or job satisfaction (β=0.19, p<0.01) and the relationship between power distance orientation and the two 
outcomes (perceived quality of care: β=0.08, p<0.01; job satisfaction: β=0.09, p<0.01). Thus, hypotheses 5 and 6 are 
partially supported.

Discussion
This study investigates the relationships among leader-member perceived similarity, power distance orientation, speaking 
up, silence, perceived quality of care and job satisfaction in rural Chinese hospitals.

The findings show that healthcare professionals in rural Chinese hospitals are more likely to speak up and keep silent 
at the same time when they perceive their leaders more similar to themselves and when they have a relatively high power 
distance orientation. These findings contradict the hypotheses in two ways. First, the positive relationship between power 
distance orientation and speaking up is opposite to the hypothesis. Interestingly, this finding appears to be at odds with 
extant scientific literature. Possible explanations may lie in the subtypes of speaking up as distinguished to relate to 

Table 4 Multilevel Mediation Analyses (Power Distance Orientation)

Speaking Up Silence Perceived  
Quality of Care

Job  
Satisfaction

Fixed effects
Level 1
Intercept 5.13** 1.33** 5.96** 5.34**
Power distance orientation 0.17** 0.63** −0.04 −0.06

Speaking up – – 0.46** 0.54**

Silence – – 0.01 0.01
Gender 0.23 −0.15 0.43** 0.47**

Team tenure 0.00 −0.00 −0.02* −0.02*
Level 2
Power distance orientation 0.12** 0.69** −0.16* −0.18**

Speaking up – – 0.56** 0.65**
Silence – – 0.05 0.06

Gender 0.06 0.19 0.52** 0.53**

Team tenure 0.00 0.00 −0.02 −0.00
Multidisciplinary −0.15 0.02 −0.23 −0.42**

Indirect effect - Mediation
Level 1 – Speaking up - - 0.08** 0.09**
Level 1 – Silence - - 0.00 0.01

Level 2 – Speaking up - - 0.07** 0.08**

Level 2 – Silence - - 0.03 0.04
Random effects
Intercept 0.17** 0.10* 0.24** 0.21**

Slope (Power distance orientation ~) 0.02 0.05* - -
Slope (Speaking up ~) - - 0.19** 0.24**

Notes: *: p<0.05; **: p<0.01. The random slopes of silence or power distance orientation to perceived quality of care and job 
satisfaction are tested as redundant via MLmed macro therefore are not included in the analysis.
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different motives: acquiescent, defensive and prosocial speaking up.21 For example, healthcare professionals with high 
power distance orientation might express their supportive ideas (ie acquiescent speaking up) to affirm leadership support 
or express justifications of behaviour out of fear of possible negative consequences (ie defensive speaking up). Such 
explanations remain hypotheses for further research as the selected instrument did not measure the distinct subtypes of 
speaking up. Another possible explanation is rooted in a different perspective on the collectivist nature of the Chinese 
society.42 Team members with high power distance orientation readily accept the unequally distributed power between 
leaders and members and might, therefore, feel less responsible for team functioning and outcomes. Hence, these team 
members can speak their minds more freely. However, team members with low power distance orientation who perceive 
a shared responsibility may be less outspoken with an eye towards consequences to preserve harmony, which is an 
important value in the collectivist Chinese culture.42,68 These possible explanations leave much space for future research 
to explore the nature of the relationship between power distance orientation and the various forms of speaking up, in 
relation to outcomes in China’s rural hospitals and in other settings with high power distance.

Second, the positive relationship between leader-member perceived similarity and silence also contradicts our 
hypothesis. Different from the instrument measuring speaking up behaviour within the team,53,54 the measurement for 
silence includes several items, which explicitly regard the interaction between a team member and the leader.55–57 The 
social identity theory69 and self-categorisation theory70 suggest that team members might categorise leaders who are 
similar to themselves as “ingroups”. The concept of “ingroups” facilitates the establishment of close interpersonal 
relationships and thus may prevent team members from commenting on similar leaders in front of others, which may also 
be attributed to the Chinese cultural elements “harmony” and “saving face”.68 Conversely, team members may 
experience less restraint to express their discontent to dissimilar leaders (“outgroups”) and therefore be less likely to 
remain silent with them.

In line with extant literature, speaking up is found to be positively associated with the two outcomes considered, 
perceived quality of care and job satisfaction. Speaking up is also confirmed to mediate the relationships between team 
inputs and outcomes. By contrast, the findings do not show a significant relationship between silence and outcomes at the 
level of individual team members as hypothesised. This might be explained by the difficulty to distinguish whether a silent 
person is holding back or has no information to share. At the team-level, however, the multilevel models reveal that silence 
is negatively related to perceived quality of care and to job satisfaction when leader-member perceived similarity is the 
independent variable. This finding might reveal a downside of “ingroups” causing team members to keep a protective 
silence with similar leaders because they are “ingroups”.69,70 When team members remain silent on perceived quality of 
care and job satisfaction, an important relationship between team communication and outcomes is lost.

Morrison’s review of research on employee voice and silence in the past decade indeed shows there is limited 
evidence on the outcomes of silence.34 Most of the outcomes researched are emotion-related outcomes such as burnout 
and anger. An exception is Y. Wang & Hsieh’s study which finds that individual-level acquiescent silence is negatively 
related to job satisfaction.71 Similar to the multidimensionality of speaking up, silence can also be divided into three 
subtypes: acquiescent, defensive and prosocial silence.21 Healthcare professionals may, for instance, remain silent to 
protect anonymity of fellow team members (ie prosocial silence) or to conceal errors made by themselves (ie defensive 
silence). To provide more evidence on silence, future research can investigate the subtypes of silence and their 
antecedents and outcomes.

Additionally, there are two other interesting findings. One is the positive correlation between speaking up and silence, 
which further confirms that they are two distinct constructs rather than a pair of opposite behaviours. The other 
interesting finding is that healthcare professionals from multidisciplinary teams have lower job satisfaction compared 
to those from monodisciplinary team, which is especially relevant as multidisciplinary teams are increasingly important 
in rural Chinese hospitals and elsewhere.

Limitations
First, this study includes four hospitals and may therefore not depict a representative picture of all rural Chinese 
hospitals. Second, the response rate is unknown as the exact number of persons that have received the link of the 
questionnaire is not known. Third, all data were collected with the same type of respondents (ie healthcare professionals) 
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and methods (ie survey), which may create common source and method biases. Fourth, this study is a cross-sectional 
study. Therefore, causality of the relationships among the measured variables are not claimed.

Conclusion
Speaking up plays an important role in improving team outcomes in rural Chinese hospitals, while silence shows 
a relatively negligible role. Perhaps surprisingly, speaking up and remaining silent can be practiced simultaneously in 
hospitals teams perceiving high leader-member similarity and with high power distance orientation. Hospitals that 
reinforce leader–member relationships should be aware of the unintended increased behaviour of silence in teams. 
Future research might further explore these relationships by focussing on the multidimensional aspects of speaking up 
and silence and their coexistence. On the positive side, speaking up facilitates a positive impact of leader-member 
relationships (ie leader-member perceived similarity and power distance orientation) on team outcomes (ie perceived 
quality of care and job satisfaction).
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