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Abstract- Handover from an ambulance crew to emergency
department (ED) staff is a short, crowded exchange on which
much of a patient's early hospital care depends. Research on this
interface has concentrated on what information moves across it
and on the mnemonics used to structure the telling. A prior
question has attracted much less attention: whether paramedics
feel able to say what they know. This paper brings together
evidence from organisational behaviour and from emergency care
research to argue that prehospital-to-hospital handover is a
psychological safety problem as much as an information-design
problem. We searched the biomedical and management literature
published between 2000 and 2026 on psychological safety,
employee voice and silence, and EMS-to-ED handover, then
synthesised the material narratively. Four mechanisms recur in
the literature and, we argue, act together: an asymmetry of status
and control built into the physical and social arrangement of the
resuscitation bay; implicit beliefs that speaking up is futile or
personally costly; receiver behaviour, in particular interrupted or
divided attention, which teaches crews that their input is
unwanted; and the near-absence of outcome feedback, which
leaves paramedics with no evidence that voice ever changes
anything. We propose treating these four as a single explanatory
model of handover silence, and we draw out implications for
resource-constrained and custodial health settings, where the
interface is thinner and a lost detail costs more. Structured
handover tools remain worth using, but they will not repair a
listening problem on their own.

Index Terms- clinical handover, emergency medical services,
employee silence, patient safety, psychological safety

I.INTRODUCTION

he ambulance bay door opens and a clock starts running. A
crew that has spent twenty or forty minutes with a patient now
has perhaps sixty seconds to pass on what it learned. Some of what
matters is documented and will survive the transfer whatever
happens in the room. Much of it is not. The colour of the patient
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at first contact, the smell of the flat, the fact that a relative said
something that did not match the presenting complaint, the
response to a first dose of analgesia, the sense that a patient who
now looks stable did not look stable ten minutes ago: none of that
is on a form. It exists only for as long as somebody is willing to
say it and somebody else is willing to hear it.

Handover between prehospital and hospital staff has been
studied for two decades, and the findings are consistent enough to
be discouraging. A review of twenty-one studies found handover
exchanges complicated by noisy environments, shortage of time
and shortage of staff, with poor communication tied to behaviours
such as not listening and to mistrust between the two groups [1].
A systematic review of sixty articles on EMS-to-ED information
transfer sorted the barriers into educational, operational, cultural
and cognitive categories, and named disrespect and disinterest
among the descriptive themes alongside information loss, poor
recall and absent feedback [2]. Work in Icelandic, Australian,
German and Saudi settings has reported variations on the same
picture [3]-[6].

The dominant response has been to standardise. Mnemonics
such as IMIST-AMBO and ISBAR give the crew a fixed order in
which to speak and give the receiver a fixed order in which to
listen, and trials of such protocols have reported more complete
transfer of key items [7]. Yet the evidence that standardisation
fixes the problem remains inconclusive [1], and Wood and
colleagues argued that the field reached for tools before it
understood the interface those tools were meant to repair.

This paper takes up that argument from a different direction.
We suggest that a substantial part of what is lost at handover is not
lost because the format was wrong. It is lost because the paramedic
decided not to say it. That decision is the subject of a large body
of work in organisational psychology on psychological safety,
voice and silence, and that work has not been applied to the
prehospital-hospital boundary with any seriousness. Our aim is to
make the connection explicit, to set out the mechanisms that
plausibly drive silence at this particular interface, and to consider
what follows for practice in settings, such as our own, where the
margin for a missed detail is narrow.
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Il. METHODS

This is a narrative review with a conceptual synthesis. It reports
no new empirical data and did not require ethical approval.

We searched PubMed/MEDLINE, Scopus and Semantic
Scholar, together with the reference lists of the reviews retrieved.
Searches were run in August 2026 and combined three sets of
terms: (i) psychological safety, employee voice, employee silence,
speaking up, safety voice; (ii) clinical handover, handoff,
prehospital, ambulance, paramedic, emergency medical services;
and (iii) patient safety, safety culture. We restricted results to
English-language work published between 2000 and 2026, with
the exception of foundational theoretical papers retained for
conceptual grounding.

Records were screened on title and abstract for relevance to
either the handover interface or the determinants of withheld voice
in health care. We did not appraise studies against a formal quality
instrument, and we made no attempt at exhaustive coverage; the
review is interpretive rather than systematic. Findings were
grouped inductively until four recurring mechanisms had been
identified, and these form the structure of Section IV. Readers
should treat the resulting model as a proposition to be tested, not
as a validated framework.

I1l. THE HANDOVER INTERFACE AS A DISTINCT
PROBLEM

Psychological safety, as Edmondson defined it, is a shared belief
held by members of a team that the team is safe for interpersonal
risk-taking [8]. Where it is present, people ask questions, admit
uncertainty and report problems. Where it is absent they calculate,
and the calculation usually favours silence. An evidence synthesis
covering sixty-two studies from nineteen countries found the
construct present but uneven across health care, and found that an
individual's willingness to speak was strongly conditioned by
situational context rather than being a stable personal trait [9].

That last point matters here. Most health care research on
psychological safety examines intact teams: a ward, an operating
theatre, an intensive care unit, groups of people who work together
repeatedly and accumulate a shared history. The handover
interface has almost none of those properties. The paramedic and
the receiving nurse may never have met and may never meet again.
There is no shared supervisor, no common employer in many
systems, no joint performance review, and no forum in which a
grievance about the encounter could be raised. The encounter lasts
a minute or two and then one party leaves the building.

So the usual repair mechanisms are unavailable. A junior
doctor who is spoken over in theatre on Monday has Tuesday and
Wednesday to rebuild standing. A crew that is spoken over at
03:00 has no such opportunity, and what it carries away is a
generalised expectation about how the next handover will go.
Detert and Edmondson described these expectations as implicit
voice theories: taken-for-granted rules about when speaking up is
risky or inappropriate, learned early, applied automatically, and
rarely tested against evidence [10]. Because the handover interface
offers so little corrective feedback, it is close to an ideal
environment for such rules to form and then persist unchallenged.
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Two further features distinguish this interface. The first is that
the paramedic is, briefly, the only person in the room who holds
certain information; the asymmetry of knowledge runs opposite to
the asymmetry of status. The second is that the transfer is
irreversible in practice. Once the trolley is empty and the crew has
cleared for the next call, an unspoken observation is gone.

Taken together, these features suggest that psychological
safety theory cannot be transplanted here without modification.
The construct was built to describe stable groups and is normally
measured at team level with items that presuppose an ongoing
relationship. Neither assumption holds at a handover. What
operates instead is something closer to a standing expectation
carried by one profession about how another will behave, formed
across many brief encounters with many different individuals and
attached to the role rather than to the person. A paramedic who has
been cut off by a dozen different nurses in a dozen different
departments has learned something about the interface, not about
any of those nurses. That distinction has practical weight: it means
improvement efforts aimed at individual relationships will
underperform, while changes to the routine shape of the encounter
should generalise.

IV. FOUR MECHANISMS OF WITHHELD VOICE

A. Status and control are built into the room

Speaking up in health care is patterned by hierarchy. Among 817
staff in Swiss psychiatric hospitals, self-reported withholding of
voice ranged from 13 to 25 per cent across items, and hierarchical
position predicted the stated likelihood of raising a concern [11].
A narrative synthesis of authority-challenging behaviour in
operating rooms reached similar conclusions [12], and reviews of
speaking up by hospital staff describe the same gradient [13], [14].

At the ambulance-to-ED interface the gradient is not only
professional but spatial. Campeau's ethnographic account of
paramedic practice describes prehospital work as the management
of a space the crew controls: they arrive, they define the scene,
they set the sequence of actions [15]. Crossing the ED threshold
reverses that. The crew enters territory owned by others, using
equipment that is not theirs, under a triage logic they do not set.
Ambulance work has been characterised as high-intensity labour
performed at the edge of institutional structures [16], and the
handover is the moment at which those structures reassert
themselves.

This is why a purely educational fix tends to disappoint. A
review of fourteen interventions aimed at improving
psychological safety, speaking up and voice found mixed results
overall, and concluded that education by itself is unlikely to shift
behaviours that are rooted this deeply [17]. Teaching a paramedic
assertiveness phrases does not change who owns the room.

B. The calculus of futility

The organisational literature is clear that silence is not simply the
absence of voice; the two behave as separate constructs with
different predictors [18], [19]. A meta-analysis pooling 168
samples and more than 63,000 employees found that
psychological safety accounts for a large share of the explained
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variance in silence specifically, more than it does for voice [20].
Put plainly, a supportive climate does less to make people speak
than an unsafe one does to make them stop.

Two judgements drive the decision. One concerns risk:
Milliken and colleagues interviewed forty employees and found
the most common reason for staying quiet was fear of being
labelled negatively and of damaging a working relationship [21].
The other concerns efficacy, and at handover it is probably the
more powerful of the two. A crew that has watched three previous
observations be received without acknowledgement forms a
reasonable belief that the fourth will go the same way.
Withholding it is then not timidity but an economical response to
accumulated evidence. Morrison's reviews of the field describe
exactly this reasoning [18], [19], and it is worth noting that some
withholding is situationally sensible; the problem is that at
handover there is no later occasion on which the deferred item can
be raised.

C. The receiver teaches the sender

Psychological safety at this interface is produced almost entirely
by the behaviour of the receiving team, and the most consequential
behaviour is attention. Owen and colleagues interviewed fifty
paramedics, nurses and doctors and identified a tension between
doing and listening: receiving staff, under pressure to act, begin
their own assessment while the crew is still speaking, and
communication fragments [22]. Talbot and Bleetman showed how
expensive that is, finding that ED staff retained only part of the
information delivered at handover even where a structured
approach was in use [23].

Interruption is the visible form of the problem. A cross-
sectional survey of 219 nurses and paramedics in the Eastern
Province of Saudi Arabia found that paramedics reported being
interrupted during handover significantly more often than nurses
did, while nurses reported greater opportunity to ask questions
about things they had not understood [6]. The asymmetry in that
finding is the point. Both groups were describing the same
encounters and reporting different experiences of who got to hold
the floor.

From the crew's side an interruption carries information
beyond its immediate effect. It signals that the remainder of the
report is of secondary value. Since the softest and most
interpretive items usually come last, after the vital signs and the
interventions, these are the items most reliably lost. Reviews of
trauma and critical handover report the same ordering effect [24],
[25], and instruments now exist that treat receiver behaviour as a
measurable human-factors property of the handover rather than as
background noise [26].

D. Nobody ever finds out

Feedback closes the loop that makes voice feel worthwhile, and in
ambulance services that loop is usually open. Wilson and
colleagues interviewed ambulance staff about outcome feedback
and documented how rarely crews learn what became of a patient
after transfer [27]. Absent feedback appears among the barrier
themes in the EMS-to-ED systematic review as well [2].

The consequence is specific rather than general. Without
outcome information a paramedic cannot distinguish the
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observation that changed a diagnosis from the observation that
was politely ignored. Both feel identical at the time. Over a career,
the discriminating judgement about what is worth insisting on
cannot develop, and the safe default is to report the protocol items
and stop. This also means the ED never learns which of its
receiving habits are costing it information, so the two sides of the
interface remain unable to correct one another. Sujan and
colleagues described handover across care boundaries as a set of
dynamic trade-offs negotiated locally under pressure [28]; without
feedback those trade-offs are negotiated blind.

V.WHY THIS MATTERS CLINICALLY

The clinical stake is not abstract. Reviews of emergency handover
consistently link incomplete transfer to downstream error, and the
items most vulnerable to loss are those that carry the crew's
interpretation rather than a number [24], [25], [29]. A recorded
blood pressure survives a bad handover. The observation that the
patient's condition was moving in the wrong direction does not,
because it has no home on a form and depends on someone
choosing to voice it.

It is worth being concrete about what falls into this category,
because the argument stands or falls on whether such information
exists. Three kinds recur in the qualitative literature and in
ordinary practice. There is trajectory: not the current observation
but its direction, which only the crew has watched. There is
context of the scene, including living conditions, medication
packaging on the floor, and the demeanour of family members,
none of which the receiving team will ever see. And there is the
crew's own uncertainty, the sense that a presentation does not fit
its label. The last of these is the hardest to voice, because it is
unverified by definition and exposes the speaker to being wrong
in front of strangers. It is also, arguably, the item with the highest
expected value to the receiving clinician, since it identifies exactly
where the working diagnosis may need to be reopened.

The evidence linking psychological safety to hard patient
outcomes is, in fairness, thinner than advocacy for the concept
sometimes suggests. A recent systematic review of quantitative
studies found only nine eligible papers and mixed results, and
cautioned against strong causal claims [30]. Our argument does
not require the strong version. It requires only that information
which exists in one clinician's head and is not spoken aloud cannot
inform the next clinician's decision, and that the conditions
determining whether it is spoken are describable and modifiable.

VI. IMPLICATIONS FOR PRACTICE

Five implications follow from the mechanisms above. They are
ordered by how much of the problem each addresses rather than
by how easy each is to introduce.

First, protect the floor. If interruption is the main channel
through which the interface teaches silence, then the single most
useful change is a locally enforced rule that the crew's report runs
uninterrupted to its end before assessment begins. The IMIST-
AMBO trial worked partly for this reason: it gave the receiving
team a reason to wait [7]. A rule of this kind costs nothing and
belongs to the ED, not to the ambulance service, which matters
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because the party with the power to change the behaviour is the
party that currently does not experience the problem.

Second, make the last thirty seconds explicit. Structured tools
capture the objective record well and the interpretive material
badly. A closing prompt owned by the receiver, something as
ordinary as asking what worried the crew that is not in the
numbers, converts a discretionary act of voice into an expected
answer to a question. That shift matters more than the wording,
because answering a question carries almost none of the
interpersonal risk that volunteering an opinion carries.

Third, return outcomes. Even irregular feedback to crews
about patients they transferred would begin to supply the missing
evidence about which contributions matter [27]. In small or closed
systems this is administratively straightforward, and it is one of
the few interventions here that acts on the efficacy judgement
rather than on the risk judgement.

Fourth, treat the interface as a joint unit for improvement.
Where prehospital and hospital staff have been brought into shared
training and shared review of handover, mutual understanding has
improved [3], [5], [31]. Models of interprofessional speaking-up
behaviour place leader and receiver conduct at the centre of
whether others contribute [32], and management approaches built
on commitment rather than control predict willingness to raise
concerns through team psychological safety [33].

Fifth, measure the receiver. Departments audit handover for
completeness of the crew's report and almost never for the
conditions under which it was delivered. Instruments that score the
human-factors properties of the encounter, including whether the
report was interrupted and whether the receiving team was
assembled before it began, already exist and are practicable at
ward level [26]. Counting interruptions per handover over a
fortnight would tell a department more about its information losses
than another round of mnemonic training, and it produces a
number that can be moved.

A word on our own setting. The three authors work in a prison
health centre, where emergency transfers involve custodial escort,
restricted documentation, restricted communication devices and a
receiving team that may hold assumptions about the patient before
the crew speaks. We are not aware of empirical work on handover
psychological safety in correctional health services, and we do not
want to overstate what can be inferred. What we would say is that
every mechanism described above appears amplified in this
context: status asymmetry is greater, the environment is more
constrained, feedback is scarcer, and the patient is less able to
supply missing history themselves. Studies of Saudi safety culture
have repeatedly found non-punitive response to error and
openness of communication among the weakest-scoring
dimensions [34]-[36], and workplace violence has been
documented among EMS personnel in the Kingdom [37], both of
which make the case for attention to this interface stronger rather
than weaker. We offer the custodial setting as a priority site for
empirical work, not as a finding.

VII. LIMITATIONS

The review is narrative. We did not follow PRISMA, did not
appraise study quality formally and did not assess publication bias,
so selection reflects our judgement and can be argued with. Most
of the handover literature we drew on is qualitative, observational
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or single-site, and most of the voice and silence literature comes
from outside health care and outside the Gulf. The four-
mechanism model is a synthesis rather than a tested framework; it
has not been operationalised, and no instrument currently
measures psychological safety at a transient interprofessional
interface of this kind. Developing one would be a reasonable next
step.

VIIl. CONCLUSION

Handover research has spent twenty years improving the container
and comparatively little time asking whether the person holding
the contents feels able to hand them over. The evidence assembled
here suggests that silence at the ambulance-to-ED interface is
produced by conditions rather than by character: a room whose
control shifts at the threshold, beliefs about voice that go untested
because the encounter is too brief to test them, receiving behaviour
that signals disinterest through interruption, and a feedback
vacuum that prevents any of it from being corrected. Each of those
is open to intervention, and the cheapest of them, letting the crew
finish, requires no new tool and no new training budget.
Mnemonics can carry the numbers. Only a listener can carry the
doubt.
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