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EDITORIAL - VOLUME 7

What silence
costs a business

A dashboard can be accurate and still miss the most important operational fact: someone saw a
problem and decided not to say it.

Managers tend to value visible evidence. A late departure has a timestamp. A missing bag creates an exception.
A room issue may enter a shift log. What does a report show when a worker notices a flawed instruction,
judges that raising it is pointless and quietly works around it? Often nothing at all. The absent signal cannot be
counted the way a recorded failure can. This volume studies the conditions under which useful knowledge fails
to travel upward. Its subject is not politeness or personality. It is an information problem shaped by authority,
anticipated consequences, the design of reporting channels and the credibility of the managerial response. A
company can be busy collecting data while losing the first-hand observations that would make the data
intelligible. The author has worked in last-mile loading and coordination, with wholesale partners, and with
Front Office and Night Audit procedures. Those are verified categories of work, not evidence that a particular
employer discouraged reporting. The scenes in this volume are expressly constructed; they contain no
identifiable staff, guest, customer, company or private internal information. Edmondson gives the language of
psychological safety. Milliken, Morrison and Hewlin examine why employees keep concerns to themselves.
Detert and Burris show why managerial openness matters. Research in healthcare and a wider meta-analysis
provide comparisons with their own limits. The practical question is what a manager can do after an employee
takes the risk of telling the truth.

Stiven Janaqi EDITOR - STIVEN CATALYST

HOW EVERY CHAPTER IS BUILT

1 The living scene

A shift, a ramp, a desk at 03:00: one piece of work followed as it actually happens, with the hand-off where it
breaks. Scenes are constructed from real categories of work and say so.

2 The conceptual and scientific breakdown

The mechanism behind the scene, named with the model that explains it, and the research that tests it: the
study, its population, its year and its limits, before it is applied anywhere else.

3 The operating protocol for action

What a working team can try on Monday: fields, questions, a cadence and a count, each with an owner, a next
step and a return of information to the people who do the work.

THE READING CONTRACT

Field Evidence Action

Real categories of operational Research setting, sample, method A concern is closed only when the
work, no invented personal and limits stated together. decision has been told back.
incidents.
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RESEARCH NOTE

The absence of a report
is not a statistic

Silence is difficult to observe directly. The studies below help us reason about it, not
calculate a universal percentage of silent workers.

Organisational voice is the voluntary expression of work-relevant ideas or concerns. Organisational
silence, in the tradition of Morrison and Milliken, is the withholding of potentially important
information. Not every quiet employee is withholding something: they may have nothing to add, may
not have been asked, or may use a different channel. Counting zero reports cannot distinguish these
possibilities. The evidence base mixes designs. Edmondson studied 51 work teams at one
manufacturing company. Milliken, Morrison and Hewlin interviewed 40 employees. Detert and Burris
analysed 3,149 employees and 223 managers in a restaurant chain. Frazier and colleagues synthesised
136 independent samples. These counts identify the scale and setting of each study; they are not

comparable rates of silence.

01 02 03

Observed Transferred Unproven

A defined sample, a A cautious management Any claim that the author
research design and a hypothesis to test locally. measured silence or fixed it
reported association. at an employer.

The strongest statement this literature supports is directional: interpersonal risk, managerial behaviour
and organisational context are associated with whether workers speak and whether teams learn. We
cannot infer that an unreported issue exists at a specific warehouse or hotel, nor that an editorial

protocol will produce a particular improvement.

OUR READING

A complaint count is evidence of reporting. It is not a census of everything workers know.

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; Frances J. Milliken, Elizabeth W. Morrison & Patricia F.
Hewlin, Journal of Management Studies 40(6), 2003 (via Authors' manuscript); James R. Detert & Ethan R. Burris, Academy
of Management Journal 50(4), 2007; M. Lance Frazier, Stav Fainshmidt, Ryan L. Klinger, Amir Pezeshkan & Veselina
Vracheva, Personnel Psychology, 2017 (via Abstract; QIC-WD and Michigan MDHHS summaries); Elizabeth W. Morrison,
Annual Review of Organizational Psychology and Organizational Behavior 1, 2014

Edmondson (1999); Milliken, Morrison and Hewlin (2003); Detert and Burris (2007); Frazier et al. (2017). Voice and silence
defined after Morrison (2014).
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CHAPTER | - THE PROBLEM NOBODY REPORTED

The problem
nobody reported

A small workaround can conceal the fact that the next shift inherited a system
that does not quite work.

CONSTRUCTED LAST-MILE SCENE, NOT A RECORDED PERSONAL INCIDENT

A loading area prepares for departures. A worker notices that a particular handover routinely
produces an unclear status. The next colleague can still make the order ready by checking
twice and asking someone nearby. Today the team is under pressure. The worker finds the
answer, corrects the immediate situation and returns to the queue. No exception is raised.
From the dashboard, the episode looks ordinary. This is not a story of misconduct. The
employee may reasonably believe that reporting a small problem takes longer than fixing it.
Perhaps no simple reporting channel exists. Perhaps a past suggestion received no answer. Or
perhaps the local standard expects an exception to be recorded and the worker made a poor

choice. Without asking, the manager cannot know which explanation fits.

The author has documented categories such as mixed trolleys, missing bags and operational
handovers from last-mile work. The person, the exchange, the timing and the reason for
silence in this scene are invented. Their use is analytical: a process may recover from an
obstacle without teaching the organisation why that obstacle appeared.

OUR READING

An apparently normal departure may hide the extra effort that made it possible.

Source: Anita L. Tucker & Amy C. Edmondson, California Management Review, 2003
Editorial illustration informed by Tucker and Edmondson (2003); no employer-level voice data. The essay hamed

below goes to the floor to see the work.

More in the essay Gemba: what you see on the floor that the report does not show

stivencatalyst.com Stiven Catalyst 5



OPERATIONAL TREATISE - VOL. 7 - OCTOBER 2026 CHAPTER | - BREAKDOWN

1 SCENE 2 BREAKDOWN 3 PROTOCOL

CHAPTER | - THE PROBLEM NOBODY REPORTED

The missing signal
in the feedback system

A reported exception is only one possible outcome of a problem being noticed.

Morrison and Milliken argued in 2000 that organisational silence can become collective: people
infer from leadership behaviour and shared experience that speaking up carries costs or little
prospect of influence. Their paper is a conceptual framework, not a survey proving that most
organisations suppress information. It nevertheless separates an operational problem from the
social route by which the problem becomes known. A worker must first notice an issue, interpret
it as relevant, see a feasible channel, judge the interpersonal risk and decide whether to use that
channel. Even after speaking, the information must be received and processed. At every step an
organisation may lose knowledge. A manager who measures only the final complaint count

observes the end of this chain, not the conditions upstream.

01 (17 03 04 05

Notice Assess Speak Receive Act

A problem or an >Risk and likely >A usable channel. >The listener >Decision and
improvement usefulness. understands. feedback.
[[e[-N

This is why silence cannot be treated as a personal flaw. A conscientious worker can still judge
that a meeting with little time, a public audience and no feedback is an unhelpful place to raise a
concern. The alternative is not to excuse every failure to report: safety and compliance duties
remain binding. The task is to improve both the channel and the expectation that a concern will
be fairly evaluated.

OUR READING

The absence of recorded concerns cannot establish the absence of operational
obstacles.

Sources: Elizabeth W. Morrison & Frances J. Milliken, Academy of Management Review 25(4), 2000; Elizabeth W.
Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014

Conceptual source: Morrison and Milliken (2000); voice definitions after Morrison (2014). The five-stage flow is
editorial.
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CHAPTER | - THE PROBLEM NOBODY REPORTED

Where the knowledge
is lost on the way up

A fully synthetic illustration of the chain on the previous page: twenty invented
observations, followed stage by stage.

SYNTHETIC EXAMPLE, AUTHORED FOR THIS VOLUME; NOT EMPLOYER DATA

INVENTED COHORT OF 20 NOTICED PROBLEMS
Noticed
T 20

Worth raising
14

Channel seen

(%2]

©

o

=

[

=)
©

Understood

o

Fed back
3

Every count is invented so the arithmetic can be followed. The manager's log would show six entries and
three closures, while seventeen of the twenty observations never became visible. The largest losses sit
upstream: eleven observations were filtered out by the worker's own judgement of risk, usefulness or the
lack of a channel. No real operation has these proportions. A low complaint count can describe a quiet
channel as easily as a quiet process; only asking the people who notice tells the two apart.

OUR READING

The complaint log counts what survived the chain. Manage the chain, not the log.

Source: Elizabeth W. Morrison & Frances J. Milliken, Academy of Management Review 25(4), 2000

Every value on this page is synthetic, authored for this volume; the stages follow Morrison and Milliken (2000). The PDF draws
only the downstream funnel of Chapter V.

stivencatalyst.com Stiven Catalyst 7



OPERATIONAL TREATISE - VOL. 7 - OCTOBER 2026 CHAPTER | - PROTOCOL

1 SCENE 2 BREAKDOWN 3 PROTOCOL

CHAPTER | - THE PROBLEM NOBODY REPORTED

Ask about the work
before asking for blame

A first inquiry should make problems observable without forcing people to identify
colleagues or disclose sensitive data.

Choose one handover
A loading, order-preparation or shift-transfer process with an observable result.

Ask where people recover
What do workers double-check, chase or explain to make the next step possible?

Separate observation from interpretation
Record what was checked, what was said and what remains uncertain.

Check the safe channels
How can a worker raise a recurring issue confidentially through the right organisational route?

Assign the next decision
A responsible role and a near-term date for a response; no premature promise of a fix.

Return to the team
Share what was verified, what will change and what still needs investigation.

OMOIROIONOING

A safety-critical matter follows the existing immediate escalation rules; a process question can receive a
slower, transparent review. The two should not be merged because the same worker identified them. Watch
for one effect: after an invitation, reporting may rise because detection improved, not because the
operation deteriorated.

OUR READING

The useful question is not “Why did nobody report it?” but “What made reporting possible, safe
and worthwhile?”

Sources: Elizabeth W. Morrison & Frances J. Milliken, Academy of Management Review 25(4), 2000; Anita L. Tucker & Amy C.
Edmondson, California Management Review, 2003

Proposed operating checklist, not a validated intervention. Research foundations: Morrison and Milliken (2000); Tucker and
Edmondson (2003).
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CHAPTER Il - THE FEAR OF SPEAKING UP

The sentence
left unsaid

The cost of saying something can be immediate and personal; the benefit may be
distant and uncertain.

HYPOTHETICAL TEAM INTERACTION, NOT THE AUTHOR'S REPORTED DIALOGUE

A new team member spots an ambiguity in an instruction. The experienced colleagues
proceed without discussion. The worker could ask, but the question may sound basic in front
of a crowded room. There is no evidence that the instruction is wrong; the problem may be
the employee's incomplete understanding. Still, the worker decides that asking later will be
easier. The briefing ends; the ambiguity remains. A manager later says that everyone had the
opportunity to ask. Technically, that may be true. Yet the relevant question is whether the
opportunity felt usable to the people least familiar with the system. Speaking is a social act. A
question carries information about the work, but it can also expose uncertainty, interrupt a

supervisor and invite comparison with peers.

This constructed scene illustrates an interpersonal risk, not a proven event at a hotel or last-
mile employer. It argues neither that every silence means fear nor that safety removes
accountability. It suggests that access to information depends partly on how people expect
others to respond to an inconvenient question.

OUR READING

An invitation has little value if the employee expects the cost of using it to
outweigh the benefit.

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; Frances J. Milliken, Elizabeth W. Morrison &
Patricia F. Hewlin, Journal of Management Studies 40(6), 2003 (via Authors' manuscript)

Constructed illustration; the psychological-safety concept after Edmondson (1999), the employee interviews after

Milliken, Morrison and Hewlin (2003). The essay named below works in a team of many languages.

More in the essay Teams with many languages and many countries
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CHAPTER Il - THE FEAR OF SPEAKING UP

Psychological safety
is not comfort

The construct concerns perceived interpersonal risk when asking, admitting
uncertainty or challenging a practice.

Amy Edmondson defined team psychological safety in 1999 as a shared belief that the team is
safe for interpersonal risk taking. The distinction is exacting: it is not a promise that colleagues
will always agree, that every criticism will be accepted or that professional standards can be
ignored. A team can expect disciplined, high-quality work and still allow employees to identify a
mistake without humiliation. Edmondson's field study examined 51 work teams within one
manufacturing company. Psychological safety was associated with learning behaviours such as
seeking feedback and discussing errors. The association was not a randomised test of a
managerial training programme, and it establishes no universal numerical benefit for transport,
hotels or wholesale operations.

o1 02 03

Voice Standards Accountability

Can | ask or warn without Will the concern be tested What must | still do,

being treated as disloyal? against the real including urgent reporting
requirement? duties?

A manager can reduce unnecessary interpersonal risk by asking precise questions, thanking the
person for specific information and separating the report of a problem from proof of
responsibility. Conversely, a warm tone without consequences for unresolved risks is not enough.
Psychological safety becomes operationally relevant when information moves into verification
and a decision.

OUR READING

Safety to speak and responsibility to act are complements, not opposites.

Source: Amy Edmondson, Administrative Science Quarterly, 1999

Edmondson, Administrative Science Quarterly (1999). The three-part practical interpretation is editorial.
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CHAPTER Il - THE FEAR OF SPEAKING UP

Two studies,
different questions

One examines learning in teams. Another asks why employees decide to remain
silent. A third separates two kinds of voice.

51 40

manufacturing work teams in Edmondson's employees interviewed in Milliken, Morrison

1999 field study; psychological safety and Hewlin's 2003 exploratory study; fear of

associated with learning behaviour, with the negative labels and damaged relationships

study's controls was frequently described

EDMONDSON, 1999, ONE COMPANY MILLIKEN, MORRISON AND HEWLIN, 2003,
INTERVIEWS

The samples cannot be combined into a prevalence estimate. The manufacturing study concerns
team-level beliefs and behaviours. The interview study explores employees' accounts of
situations in which they chose not to raise concerns; it is not designed to say what share of all
workers behave this way. Both make the social cost of voice analytically visible, but neither
proves the outcome of a specific speak-up initiative at a loading point. The distinction between
promotive and prohibitive voice deepens this. A suggestion for a better process and a warning
that a current process is unsafe or failing feel quite different. Liang, Farh and Farh followed 239
employees in a two-wave study and reported different psychological antecedents for the two
kinds of voice. A channel that attracts ideas will not automatically attract difficult warnings.

OUR READING

Count the study participants accurately. Never turn their stories into an invented
company-wide silence rate.

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; Frances J. Milliken, Elizabeth W. Morrison & Patricia
F. Hewlin, Journal of Management Studies 40(6), 2003 (via Authors' manuscript); Jian Liang, Crystal I. C. Farh & Jiing-
Lih Farh, Academy of Management Journal 55(1), 2012

Edmondson (1999); Milliken, Morrison and Hewlin (2003); Liang, Farh and Farh (2012). No cross-study effect is
calculated.
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CHAPTER Il - THE FEAR OF SPEAKING UP

Make the first response
worth the risk

The first managerial reaction can lower or raise the perceived risk of the next report.

Acknowledge the contribution
The person supplied potentially useful information; say so without certifying a cause.

Clarify the observation
What happened, when it was noticed and what the worker could actually verify.

Do not demand an instant culprit
Distinguish an honest report from any later finding about conduct or compliance.

Protect appropriate privacy
Authorised channels for serious allegations or confidential details; no published case files.

Give a realistic next step
The role that will review the matter and the timing of an update.

Follow through
Even when the claim proves incorrect, explain the reasoning respectfully where appropriate.

OO CIOIROCINO,

An urgent concern uses the existing emergency or escalation process. In routine improvement, leaders
should avoid teaching employees that a problem becomes dangerous to their reputation merely
because it is uncomfortable for the manager. Equally, a fair inquiry allows the concern to be

inaccurate; it does not presume the reporter was right.

OUR READING

The first response to a concern is also a lesson to everybody deciding whether to speak
next time.

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; Frances J. Milliken, Elizabeth W. Morrison & Patricia F.
Hewlin, Journal of Management Studies 40(6), 2003 (via Authors' manuscript)

Original practice proposal informed by Edmondson (1999), Milliken, Morrison and Hewlin (2003) and Morrison (2014).
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CHAPTER IIl - THE OPEN DOOR NOBODY USES

The open door
nobody enters

A leader can sincerely invite feedback and still, without meaning to, make the
invitation difficult to accept.

HYPOTHETICAL LEADERSHIP SCENE, NOT A DOCUMENTED MEETING

A supervisor ends the weekly briefing by saying that the door is open. The team nods. During
the meeting the supervisor had interrupted one colleague repeatedly, explained away a
concern before hearing its details and described another question as something everybody
should already know. No explicit prohibition has been issued. Nevertheless, the team has
received more than one message about what kind of speaking is welcome. Another employee
knows that a recurrent task has become harder since a process change. It is possible to talk to
the supervisor privately. But asking for attention feels like arguing with the person who owns
the new procedure. The employee waits for a better moment, and the manager later infers

from the quiet meeting that the rollout is complete.

This scene is assembled to illustrate managerial signals. It accuses no named leader or
organisation and is not a transcript from the author's experience. Its question is practical:
which matters more, the verbal invitation or the way leaders react when a concern finally
arrives?

OUR READING

An open door is a claim about access. The response to the first inconvenient
question tests that claim.

Sources: James R. Detert & Ethan R. Burris, Academy of Management Journal 50(4), 2007; Ingrid M. Nembhard &
Amy C. Edmondson, Journal of Organizational Behavior 27(7), 2006

Constructed scene. Research lens: Detert and Burris (2007); Nembhard and Edmondson (2006). The essay named

below leads people without losing the person.

More in the essay Leading people without losing the person
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CHAPTER IIl - THE OPEN DOOR NOBODY USES

Openness is
observable behaviour

Leadership affects voice not only through its declared values, but through the social
signals attached to everyday responses.

Detert and Burris examined employee voice in a two-phase study of 3,149 employees and 223
managers at a restaurant chain. Managerial openness was more consistently associated with
improvement-oriented voice than the other leadership construct they measured, transformational
leadership, and perceived psychological safety mediated the relationship in their model. This does not
show that merely telling managers to smile makes employees speak. Nembhard and Edmondson
studied 23 neonatal intensive care units engaged in improvement projects. Their survey results
supported a model in which inclusive words and actions from leaders related to psychological safety
and to engagement in improvement, in the presence of professional-status differences. Those findings
come from clinical teams, not hotels or transport operators.

01 02 03

Invite Receive Conclude

Ask for inconvenient Make room for clarification Describe the decision and
information, not just good without interruption or the right channel for further
news. ridicule. action.

These principles are deliberately behavioural. A worker evaluates a leader's reaction to correction,
uncertainty and disagreement. A stated intention matters, but is weaker evidence than the visible
response to an actual concern. Open dialogue still requires verification, good faith and compliance
with the standards that protect customers and workers.

OUR READING

Openness becomes credible through a repeated pattern of response, not a sign on the office
door.

Sources: James R. Detert & Ethan R. Burris, Academy of Management Journal 50(4), 2007; Ingrid M. Nembhard & Amy C.
Edmondson, Journal of Organizational Behavior 27(7), 2006

Detert and Burris, Academy of Management Journal (2007); Nembhard and Edmondson, Journal of Organizational Behavior
(2006).
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CHAPTER IIl - THE OPEN DOOR NOBODY USES

The influence
above the supervisor

Workers read the wider hierarchy, not only the personality of their immediate
manager.

interviews in Detert and Trevifio's qualitative research at a multinational
89 technology company, across manufacturing and research-and-development
units

Employees described direct supervisors and leaders several levels higher as influencing whether
speaking up seemed risky or futile. The findings complicate the advice to fix the relationship with
the immediate manager. A frontline employee may expect the local supervisor to listen, yet
believe that someone with authority over the actual process will ignore or penalise the message.
The number 89 counts interviews, not silenced employees. The research did not measure what
share of operational issues went unreported; it identified pathways of perceived influence in one
company. Its relevance to a warehouse, a hotel or a wholesale service is a hypothesis about

hierarchy to be checked, not assumed.

LEADER SIGNAL, AND A POSSIBLE READING BY THE TEAM

01 Asks for contradictions Inconvenient facts may be useful.

02 Explains an unresolved The issue was heard, even without a fix.
decision

03 Dismisses a question Speaking up may risk reputation.
publicly

04  Escalates carefully Authority may support local learning.

OUR READING

The reporting line and the decision-making line are not always the same line.

Source: James R. Detert & Linda K. Trevifio, Organization Science 21(1), 2010

Detert and Trevifio, Organization Science (2010), qualitative research. The interpretive table is editorial.
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CHAPTER IIl - THE OPEN DOOR NOBODY USES

A listening routine
that can be checked

Turn openness into a small set of public behaviours without exposing employees or
confidential issues.

Ask one focused question
For example: which part of today's handover forced a second explanation?

Allow a second interpretation
Invite the team to correct the leader's understanding before a conclusion is drawn.

Protect dissent
Separate the content of a concern from assumptions about attitude or loyalty.

Name the responsible level
If the local supervisor cannot change the condition, clarify the authorised escalation route.

Report the status truthfully
Acknowledged, under review, decision reached and closed are different conditions.

Check the next meeting
Did the team receive a meaningful answer about the issue previously raised?

OMOIROIONOING,

A routine does not turn every meeting into a public complaints session. Some issues belong in
confidential, human-resources, safety or other formal channels. The common principle is that the
employee knows where to raise an issue and how to get a response, without the concern being turned into

an accusation by default.

OUR READING

The observable test of openness is whether the team can bring difficult facts into a usable
decision process.

Sources: James R. Detert & Ethan R. Burris, Academy of Management Journal 50(4), 2007; James R. Detert & Linda K. Trevifo,
Organization Science 21(1), 2010; Ingrid M. Nembhard & Amy C. Edmondson, Journal of Organizational Behavior 27(7), 2006

Editorial protocol developed from Detert and Burris (2007), Detert and Trevifio (2010) and Nembhard and Edmondson (2006).
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CHAPTER IV - THE SILENT SHIFT

The quiet
handover

Work moves between people who may never have the chance to explain it face to
face.

CONSTRUCTED HOTEL-SHIFT EXAMPLE, NOT A CLAIMED GUEST INCIDENT

An evening team completes its shift. A small service concern was raised earlier; somebody
has looked at it, but another department must decide what happens next. The situation is not
urgent. A brief handover note says only that it needs follow-up. The night colleague can see
the open item, but not the uncertainty behind it: what was actually checked, which answer
was given and who owns the next step. At first glance the issue is an incomplete handover.
Yet one more question matters. Did the earlier colleague omit information because the
template made it hard to record, because the person did not know which detail was useful, or
because an uncomfortable uncertainty seemed better left unsaid? The manager cannot

diagnose intentional silence from an incomplete note alone.

The author has handled Night Audit documentation, technical room issues and shift
handovers. The time, the particular case and the motives in this scene are fictional. No guest

or payment data, security procedure, room identifier or internal technology is revealed.

OUR READING

An unfinished task may be visible in a log while the uncertainty needed to finish it
remains invisible.

Sources: Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014;
Anita L. Tucker & Amy C. Edmondson, California Management Review, 2003

Constructed illustration using verified categories of hospitality work. Conceptual references: Morrison (2014);

Tucker and Edmondson (2003). The essay named below makes the case for the handover.

More in the essay Why the shift handover is one of the most underrated processes
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CHAPTER IV - THE SILENT SHIFT

The handover
has two channels

A status can move to the next shift without moving the judgement that the next
worker needs.

In a shift-based service, the handover carries two kinds of information. The formal channel
contains fields, statuses, timestamps and assigned work. The informal channel contains context:
what a person is uncertain about, why a promised action did not happen or which interpretation
has not been confirmed. Both can be needed, but the informal channel is particularly vulnerable
when a shift ends under time pressure. The manager's task is not to encourage uncontrolled verbal
storytelling. It is to make the formal record expressive enough for uncertainty. A useful handover
distinguishes observed facts, reported claims, actions already taken and the decision still required.
The next shift should be able to act without reconstructing a conversation whose participants
have gone home.

o1 02 03

Status Uncertainty Next owner

What the system says, What remains unverified Who is authorised to

and when it was updated. or disputed. review, decide and
respond.

Operational silence can arise here without anyone intending to suppress information. Workers
may be unsure whether an unresolved problem will be read as failure, or may lack a safe channel
for disagreement about the state of a case. The remedy must distinguish communication design,

training needs and interpersonal risk; none can be diagnosed from the number of notes alone.

OUR READING

A handover is complete only when the receiving person knows what is known and
what is not.

Source: Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014

Editorial cross-shift application; voice concepts from Morrison (2014). Not a property-specific hotel procedure.
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1 SCENE 2 BREAKDOWN 3 PROTOCOL

CHAPTER IV - THE SILENT SHIFT

When workarounds
mask failure

Evidence from healthcare illustrates the difference between recovering from an
obstacle and learning why it recurred.

9 hospitals in Tucker and Edmondson's 2003 qualitative field research on
nurses' responses to process failures and the barriers to system change

The researchers described an operational equilibrium in which frontline professionals worked
around recurring process problems. Their study of nurses in nine hospitals differentiated
errors from problems and examined why recovery on the day did not automatically generate
organisational learning. This is a valuable analogy for information that vanishes at a
handover, but it is not a study of hotel Night Audit. A second distinction comes from Liang,
Farh and Farh's two-wave study of 239 employees. They separated promotive voice, which
proposes improvement, from prohibitive voice, which warns about harmful practices, and
found psychological safety particularly relevant to subsequent prohibitive voice. The exact
relationships depend on their design and population. Together these studies pose a question
worth testing: does our handover format allow staff to flag what may be wrong, as well as

record what was done?

OUR READING

Recovery gets the shift through the night. Learning asks why recovery was
necessary.

Sources: Anita L. Tucker & Amy C. Edmondson, California Management Review, 2003; Jian Liang, Crystal I. C. Farh
& Jiing-Lih Farh, Academy of Management Journal 55(1), 2012

Tucker and Edmondson (2003); Liang, Farh and Farh (2012). The sector transfer is explicitly hypothetical.
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1 SCENE 2 BREAKDOWN 3 PROTOCOL

CHAPTER IV - THE SILENT SHIFT

Carry the uncertainty
across the shift

A handover format can preserve dissent without inviting speculation or exposing private
information.

@ State the observed issue
A neutral category and the factual condition; identifiable detail stays in the approved internal
system.

Separate reported from verified
What a colleague or customer said is not necessarily what was observed.

Explain the remaining question
What has not been established, and what information would settle it.

Record the action actually taken
Do not turn an attempted step into a completed outcome.

Transfer responsibility
The authorised receiving role and the next review point.

Report back where appropriate

The person who raised the concern should learn that a decision was made, within confidentiality
limits.

OOIROINOINO,

No public text should reproduce private hotel procedures, payment controls or security details. For
operational use the template is reconciled with the organisation's official requirements; an anonymous
example teaches the structure while the authoritative record stays in the approved system.

OUR READING

The next shift deserves the truth about an open problem, including the part nobody has yet
resolved.

Sources: Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014; Anita L. Tucker
& Amy C. Edmondson, California Management Review, 2003

Original editorial handover protocol; no claim of certification or managerial approval at a named employer. The site's shift-
handover tool follows the same structure.
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1 SCENE 2 BREAKDOWN 3 PROTOCOL

CHAPTER V - WHEN SPEAKING UP CHANGES NOTHING

The meeting that
returns no answer

Listening can create an expectation that a concern will travel somewhere useful.

CONSTRUCTED FOLLOW-UP SCENE, NOT A REPORTED EXPERIENCE

A staff member raises an obstacle that recurs every week. The supervisor writes it down and
thanks the worker. Days pass without an update. In the next meeting the team is asked to
describe possible improvements. The same obstacle comes up, this time more cautiously.
Nobody needs to be hostile for the message to become clear: speaking creates work for the
employee, but its effect is impossible to see. Perhaps the manager escalated the issue and
received no decision. Perhaps the problem is technically complicated. Perhaps the
observation was incorrect. Silence from management gives the team no way to tell these
cases apart. The organisation has created an information exchange without completing it.

This is not an accusation about a real supervisor; the sequence is hypothetical. It shows why a
listening practice should be judged not only by how many concerns it gathers, but by what the

organisation can verify, act upon and communicate afterwards.

OUR READING

Being heard once is not the same as knowing what happened to what you said.

Sources: Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014;
Anita L. Tucker & Amy C. Edmondson, California Management Review, 2003

Constructed scenario. Conceptual sources: Morrison (2014); Tucker and Edmondson (2003). The essay named

below decides whether to solve or escalate.

More in the essay When to solve it yourself and when to take it higher
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1 SCENE 2 BREAKDOWN 3 PROTOCOL

CHAPTER V - WHEN SPEAKING UP CHANGES NOTHING

Silence can follow
a failed response

The perceived futility of voice is a distinct risk from the fear of interpersonal
consequences.

Morrison's 2014 review of employee voice and silence synthesises work on whether employees
communicate suggestions and concerns upward, the factors influencing that choice and the
implications for organisations. Silence can be related to the expectation that speaking will be
risky; it can also emerge when speaking seems unlikely to make a difference. These are
analytically different problems. A manager may respond politely while having no mechanism to
bring a cross-functional concern to a decision. Detert and Trevifio's interviews showed that voice
perceptions were influenced by several levels of leadership. A local supervisor may receive a
concern but not control the process causing it. Without a defined route to the person who can act,
even a sympathetic response may become another unfulfilled promise.

01 Captured The concern exists in a recognised, appropriate channel.

02  Acknowledged Receipt is confirmed, not the truth of the claim.

03 Verified A responsible person has investigated the evidence.

(1 7/ Decided An action, a reasoned refusal or an identified dependency.

05 Told back The reporting worker or team has received an appropriate
explanation.

OUR READING

Feedback is not a courtesy at the end of listening. It completes the information process
the report started.

Sources: Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014;
James R. Detert & Linda K. Trevifo, Organization Science 21(1), 2010

Morrison (2014); Detert and Trevifio (2010). The five-status model is editorial; an honest no-action decision made
visible can be better than a promise that authority or evidence cannot support.
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CHAPTER V - WHEN SPEAKING UP CHANGES NOTHING

The funnel of
unanswered concerns

A fully synthetic illustration of why the count of reports is not the count of resolved
problems: one cohort of twelve findings.

SYNTHETIC EXAMPLE, AUTHORED FOR THIS VOLUME; NOT EMPLOYER DATA

ILLUSTRATIVE COUNTS, ONE COHORT OF 12 FINDINGS
Raised
T 12

Acknowledged

©

Assigned

N

Action started

o

Told back

()

Verified closed

2

Twelve concerns produce only three returns of information, while the record claims activity because seven
issues have an owner. Ownership is not action, action is not closure and closure is not communication to
the people who spoke. Nor are the other nine proven unfair: some may be confidential or still under
review. Never make a low complaint count a performance goal; it rewards discouraged reporting. More
concerns may mean safer disclosure, a worse process or better detection; the count alone cannot tell.

OUR READING

Measure the route from report to decision, while refusing to reward silence.

Source: Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014

All counts and bar proportions are fabricated for demonstration, as in the author's PDF; no local response rate is estimated.
Statuses after the five-status model on the previous page.
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CHAPTER V - WHEN SPEAKING UP CHANGES NOTHING

Return with a decision,
not a slogan

A proportionate feedback practice protects privacy and avoids promising what the
organisation cannot deliver.

Confirm receipt through the right channel
Acknowledge without prejudging truth or liability.

Triage by risk and authority
Safety and protected reporting follow formal channels, not the improvement queue.

Verify facts and scope
Hear the sending and the receiving side of the process, where appropriate.

Name the next owner
Specific enough that a concern cannot vanish between departments.

State the decision and the uncertainty
Solved, testing, awaiting authority, insufficient evidence or declined, with reasons.

Tell back at the right level
What is allowed, when the next update comes, how more information can be added.

OOINOHOINOINO

A review rhythm is an operating experiment, not a scientific standard: urgent matters cannot wait for
the meeting, complex ones may take longer than one cycle. The minimum obligation is a truthful,
timely update through an authorised route. If more concerns arrive, ask whether trust, exposure or the

underlying failures changed before claiming success or deterioration.

OUR READING

A concern is not closed by assigning a number. The information loop ends when the
outcome is understood.

Sources: Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1, 2014; James R.
Detert & Linda K. Trevifio, Organization Science 21(1), 2010

Original operating proposal synthesising Morrison (2014) and Detert and Trevifio (2010); not formally validated.
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CHAPTER VI - BUILDING A CULTURE THAT HEARS

The useful
uncomfortable question

A leadership team can decide differently by hearing a warning before a defect
becomes a headline.

HYPOTHETICAL LEADERSHIP SCENE, NOT A DOCUMENTED ACHIEVEMENT

A process change is being reviewed. The dashboard looks encouraging. The manager asks
whether anyone has seen a condition that would make the reported result unreliable. A junior
colleague says that one category of requests is being completed differently from the others.
The manager asks for the observation, not a verdict. Someone checks the definition and
agrees to compare a small sample. The review closes with an owner and a follow-up date, not
a promise that the new process is already wrong. The warning may prove correct, partly
correct or mistaken. All three outcomes support learning when the evidence is examined
fairly. A speaking-up culture does not treat every objection as fact. It lets important doubts

enter a responsible decision system before hierarchy or fear filters them out.

This is a constructed scene, not a claim that the author delivered a programme that improved
speaking-up rates. The operations background shows where information matters; the voice

mechanism described here remains a proposal to test.

OUR READING

The outcome of speaking is not automatic agreement. It is a fair and traceable
decision.

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; James R. Detert & Ethan R. Burris, Academy of
Management Journal 50(4), 2007; Elizabeth W. Morrison, Annual Review of Organizational Psychology and
Organizational Behavior 1, 2014

Editorial scene informed by Edmondson (1999), Detert and Burris (2007) and Morrison (2014). The essay named

below describes the manager this volume argues for.

More in the essay The Operations Manager | want to be
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CHAPTER VI - BUILDING A CULTURE THAT HEARS

Five steps
from voice to action

An operating system for concerns must include the opportunity to speak and the
obligation to respond.

01 Invite A realistic route to raise process defects, improvement ideas
and uncomfortable warnings.

(17 Protect Good-faith reporting is not a personal accusation; formal
escalation and confidentiality are safeguarded.

03 Verif Distinguish the report from what has been independently
y ]
observed; seek corr peting explanations.

04 Decide What is within local authority, what needs cross-team
approval and what cannot be adopted.

(1153 Return An authorised response, including what remains open and
when it will be reviewed.

These steps are a synthesis, not an intervention trial. Frazier and colleagues' 2017 meta-analysis
aggregated 136 independent samples involving over 22,000 individuals and nearly 5,000 groups.
That breadth supports taking psychological safety seriously as an organisational construct. It does
not validate this five-step procedure or guarantee that it changes performance in a particular hotel
or logistics operation. The goal is observable management behaviour. Publicity is not protection:
a suggestion channel must not publish worker identities, guest information, operational
credentials or details of a protected complaint. Real organisations adapt the framework to labour
rules, safeguarding requirements and authorised workflows.

OUR READING

A culture that hears is one where an important message can reach someone who can
decide responsibly.

Source: M. Lance Frazier, Stav Fainshmidt, Ryan L. Klinger, Amir Pezeshkan & Veselina Vracheva, Personnel
Psychology, 2017 (via Abstract; QIC-WD and Michigan MDHHS summaries)

Frazier et al. (2017) sample totals; the five-stage framework is editorial, developed from the cited voice literature.
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CHAPTER VI - BUILDING A CULTURE THAT HEARS

A short trial
of real listening

Test whether an improvement process can receive, verify and respond to concerns without
tracking personal identities in public.

Select one bounded workflow
Its owner and authorised reporting channel are known.

Set definitions before collecting
Improvement idea, risk warning, complaint and routine clarification differ.

Ask consistently
One question about recurring obstacles, one about consequences.

Record safely
Approved systems; publish only anonymous categories and aggregate status.

Resolve or explain
Check facts, name a decision-maker, return a status even when nothing changes.

Review the effects
Watch recurrence and side effects; fewer reports is never the success target.

OMOIROIONOING,

Review the channel after two weeks and the process after a month: local choices, not evidence-based
deadlines, with serious risks treated at once under existing rules. If staff do not use the channel, do not
conclude the system is healthy; examine access, trust, language, confidentiality and whether earlier

submissions got real answers.

OUR READING

The measure of leadership is not how often a manager says “speak freely”, but what happens
after someone does.

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; Elizabeth W. Morrison, Annual Review of Organizational
Psychology and Organizational Behavior 1, 2014; M. Lance Frazier, Stav Fainshmidt, Ryan L. Klinger, Amir Pezeshkan & Veselina
Vracheva, Personnel Psychology, 2017 (via Abstract; QIC-WD and Michigan MDHHS summaries)

Proposed operating experiment after the cited voice literature; no guaranteed effectiveness or implied prior implementation.
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FIELD TOOL

The Speak-Up
Signal Card

One issue, one safe pathway, one decision and one return message. Keep
confidential case detail in the authorised system.

01 The process which one process or handover does the concern refer to?

02 Observed or what is known first-hand, and what is only an account or an
reported interpretation?

03 The cost of does the person have a usable, appropriately protected reporting
speaking route?

04 Theright response which risk category and authorised owner should review the issue?

05 The decision what was verified, decided, deferred or declined, and on what basis?

06 Told back who can receive which update, through what approved channel, and by when?

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; Elizabeth W. Morrison, Annual Review of
Organizational Psychology and Organizational Behavior 1, 2014; James R. Detert & Ethan R. Burris, Academy of
Management Journal 50(4), 2007

An editorial checklist, not a validated psychological-safety survey, a whistleblowing mechanism or a replacement
for formal safety and HR procedures. Do not record identifiable people or confidential hotel, guest, payment or
logistics data on the public copy.

Open the tool: Shift Handover stivencatalyst.com/tools/shift-handover/
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CLOSING ESSAY

What the quiet room
cannot tell you

The absence of disagreement can mean alignment. It can also mean that the
information the manager needs has nowhere safe to go.

An operations manager wants the day to be predictable. Vehicles should depart with complete
loads. Customers should receive what was promised. An arriving shift should understand what
the previous shift could not finish. Reports should contain reliable facts. These are legitimate
expectations. But none of them can be met sustainably if staff have to choose between keeping
the manager comfortable and making the process visible. In loading operations, a small
workaround can look like competence and conceal recurrent waste. In a hotel, an unresolved
issue may carry a status without the context needed for a fair next decision. In a wholesale
relationship, the people closest to fulfilment may know that a promise needs clarification long
before a sales target reveals any problem. Different sectors, one shared danger: the organisation
mistakes the information that reaches the system for all the information that exists.

The literature does not invite a sentimental answer. Psychological safety is not the abolition of
standards. Evidence must still be checked. Employees can be mistaken; managers sometimes
have to disagree; protected concerns must use the appropriate channels. The research instead sets
a practical challenge: make it possible for people to bring relevant concerns forward, then treat
those concerns as inputs to an honest decision. That decision may be a correction, a refusal with
reasons, an escalation or a question that remains open. No amount of listening theatre can
substitute for the difficult second half of the work. A note must find an owner. An uncertainty
must find a way to be verified. A response must return to those who need it, without violating
privacy. A manager need not promise to solve every problem today. A manager can promise not
to confuse a conversation with a completed improvement. The quietest team is not necessarily the
strongest. Sometimes silence is what a team has learned to offer when it doubts that the truth will

be useful.

OUR READING
The problems a team never reports cannot be managed by a dashboard. They must first
become safe enough to be seen.

Editorial conclusion. No discouraged reporting, suppressed concern or sanction is attributed to any named employer.
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METHOD

Every claim
has a boundary

An evidence-informed editorial synthesis, not new field research. All managerial
conversations and shift scenes are constructed and labelled as such; sample counts
describe published studies, never silence rates at the author's workplaces.

01 Concept Morrison and Milliken (2000) and Morrison (2014) define
silence and voice; they are frameworks and a review, not
measured rates.

02 Field studies 51teams (Edmondson 1999), 40 interviews (Milliken et al.
2003), 9 hospitals (Tucker and Edmondson 2003), 23 NICUs
(Nembhard and Edmondson 2006), 3,149 employees and 223
managers (Detert and Burris 2007), 89 interviews (Detert and
Trevifo 2010), 239 employees (Liang et al. 2012).

03  Synthesis Frazier et al. (2017): 136 independent samples, over 22,000
individuals, nearly 5,000 groups; it supports the construct,
not any protocol here.

04 Invented counts 2014 -9-.6_-5_3(Chapterl)and12 - 9 -7 - 5
3 - 2 (Chapter V) are illustrations, flagged on their pages; no
proportion is a benchmark.

The Speak-Up Signal Card, the listening routine and the short trial are designs for local
assessment and require formal approval before operational use. Confidential data, personnel
allegations and employer-specific procedures are excluded. Editorial standard: a concept, a field
study, a synthesis and a proposal are named as such, and the sentence stops claiming where the

evidence stops.

Sources: Amy Edmondson, Administrative Science Quarterly, 1999; Elizabeth W. Morrison & Frances J. Milliken,
Academy of Management Review 25(4), 2000; Frances J. Milliken, Elizabeth W. Morrison & Patricia F. Hewlin, Journal
of Management Studies 40(6), 2003 (via Authors' manuscript); Anita L. Tucker & Amy C. Edmondson, California
Management Review, 2003; Ingrid M. Nembhard & Amy C. Edmondson, Journal of Organizational Behavior 27(7),
2006; James R. Detert & Ethan R. Burris, Academy of Management Journal 50(4), 2007; James R. Detert & Linda K.
Trevifo, Organization Science 21(1), 2010; Jian Liang, Crystal I. C. Farh & Jiing-Lih Farh, Academy of Management
Journal 55(1), 2012; Elizabeth W. Morrison, Annual Review of Organizational Psychology and Organizational Behavior 1,
2014; M. Lance Frazier, Stav Fainshmidt, Ryan L. Klinger, Amir Pezeshkan & Veselina Vracheva, Personnel Psychology,
2017 (via Abstract; QIC-WD and Michigan MDHHS summaries)

Every source is cited at its DOI or page on the next page. The author's PDF also mentions Tucker (2004) beside
Chapter | without listing it among its sources; the site cites Tucker and Edmondson (2003) alone.
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SOURCES AND METHOD

SOURCES

Where the claims

come from

The figures in this volume come from the sources below, each with its year. The scenes are

constructed; the protocols are proposals; what is research is named as research.

Psychological Safety and Learning Behavior in Work
Teams

Amy Edmondson, Administrative Science Quarterly,
1999

An Exploratory Study of Employee Silence: Issues
that Employees Don't Communicate Upward and Why
Frances J. Milliken, Elizabeth W. Morrison & Patricia F.
Hewlin, Journal of Management Studies 40(6), 2003 -
via Authors' manuscript

Making It Safe: The Effects of Leader Inclusiveness
and Professional Status on Psychological Safety and
Improvement Efforts in Health Care Teams

Ingrid M. Nembhard & Amy C. Edmondson, Journal of
Organizational Behavior 27(7), 2006

Speaking Up to Higher-Ups: How Supervisors and
Skip-Level Leaders Influence Employee Voice

James R. Detert & Linda K. Trevifio, Organization
Science 21(1), 2010

Employee Voice and Silence

Elizabeth W. Morrison, Annual Review of
Organizational Psychology and Organizational
Behavior 1, 2014

stivencatalyst.com

Organizational Silence: A Barrier to Change and
Development in a Pluralistic World

Elizabeth W. Morrison & Frances J. Milliken, Academy
of Management Review 25(4), 2000

Why Hospitals Don't Learn from Failures
Anita L. Tucker & Amy C. Edmondson, California
Management Review, 2003

Leadership Behavior and Employee Voice: Is the Door
Really Open?

James R. Detert & Ethan R. Burris, Academy of
Management Journal 50(4), 2007

Psychological Antecedents of Promotive and
Prohibitive Voice: A Two-Wave Examination
Jian Liang, Crystal I. C. Farh & Jiing-Lih Farh,
Academy of Management Journal 55(1), 2012

Psychological Safety: A Meta-Analytic Review and
Extension

M. Lance Frazier, Stav Fainshmidt, Ryan L. Klinger,
Amir Pezeshkan & Veselina VVracheva, Personnel
Psychology, 2017 - via Abstract; QIC-WD and Michigan
MDHHS summaries
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