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Abstract

Objective:  The hidden curriculum is a set of influences that function at the level of organizational 
structure and culture which fall outside the formal curriculum, and are often unarticulated or unex-
plored. Learning associated with the hidden curriculum may have negative consequences on trainee 
educational development. The study goal was to examine how aspects of the hidden curriculum were 
enacted during ward rounds on a tertiary care general paediatrics clinical teaching unit (CTU).
Methods:  We conducted an ethnographic case study on a CTU of a tertiary care paediatric hospital 
and observed interactions between medical students, residents and attending staff on rounds. Detailed 
field notes were collected and inductive analysis was used to inform descriptions and identify themes 
regarding the hidden curriculum.
Results:  Twenty-two hours of observation were performed. Two major themes emerged: the hier-
archical nature of team dynamics and engagement mediated by perceptions of relevance of the rotation. 
The hierarchical nature of team dynamics reflected the reinforcement of the rules of rank and ‘who to 
respect’; it contained three subthemes including ‘rules of the game’, positioning and questioning order. 
Engagement mediated by perceptions of relevance of the rotation concerned the finding that active partici-
pation and attentiveness during rounds varied by home discipline.
Conclusions:  We were able to identify representations of the hidden curriculum during observations 
on a tertiary care paediatric CTU. Interest appears to be a determinant in student level of engagement 
and observed hierarchies have the potential to impact this engagement either positively or negatively.
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All physicians in training are educated in the knowledge, skills 
and attitudes for medical practice via the formal curricula deliv-
ered at undergraduate and postgraduate levels. However, the 
informal and hidden curricula also exert influence on learners 
throughout their training.

The informal curriculum consists of unscripted, ad hoc and 
interpersonal forms of teaching and learning that take place 

among faculty and students (1). The informal curriculum 
should not necessarily imply a negative connotation, as positive 
interactions can occur in these settings.

The hidden curriculum, in contrast, is a set of influences that 
function at the level of organizational structure and culture (1), 
essentially representing what an institution teaches without 
intending to, or being aware it is taught (2).
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Learning associated with the hidden curriculum can have 
negative consequences on trainee educational development, 
including loss of idealism, adoption of a ‘ritualized’ profes-
sional identity, emotional neutralization, change of ethical 
integrity, acceptance of hierarchy, learning less formal aspects 
of ‘good doctoring’ (2,3) and decline in moral reasoning (4). 
Hafferty and Franks (1) hypothesize that conflicts between 
the formal and hidden curricula may contribute to these neg-
ative consequences. The need to investigate and address the 
hidden curriculum has been emphasized by the medical com-
munity (5–9).

Qualitative and ethnographic studies have proven to be 
effective approaches in examining the informal and hid-
den curriculum (10). Martimianakis et al. have encouraged 
discipline-specific examination of the hidden curriculum 
to help set a research agenda for pursuing evidence-based 
educational and health practice in relation to issues of the 
hidden curriculum and humanism (11). As compared to 
the classroom setting, the hidden curriculum is not as well 
studied in applied learning contexts. In one such study 
examining paediatric ward rounds, Balmer and colleagues 
(12–14) performed ethnographic observations of rounds. 
They examined what they termed the ‘implicit curriculum’ 
and examined clinical learning on ward rounds and specifi-
cally how the learning mapped to the Accreditation Council 
for Graduate Medical Education (ACGME) competen-
cies. The  hidden curriculum, however, was not explicitly 
examined.

Thus, the goal of our study was to examine how aspects 
of the hidden curriculum were enacted during ward rounds 
on a tertiary care general paediatrics clinical teaching unit 
(CTU).

METHODS
Design
This study was formally reviewed and approved by The 
Children’s Hospital of Eastern Ontario (CHEO) Institutional 
Research Ethics Board.

Our qualitative, exploratory study was informed by an ethno-
graphic approach that was used to describe and interpret learn-
ing related to the hidden curriculum. As such, we examined the 
observable and learned patterns (15) of a convenience sample 
of physicians and trainees as they conducted daily rounds on 
an inpatient CTU. Fieldwork included participant observations 
that focused primarily on interactions between our key infor-
mants: attending physicians and physicians in training (i.e., 
medical students and residents). Other members of the inter-
disciplinary team, including nurses and pharmacists, would par-
ticipate in rounds periodically but were not consistently present 
during group interactions.

Participants
Attending physicians were invited to participate in the study 
via an e-mail message distributed to faculty in the Division of 
General Pediatrics at the University of Ottawa. Following their 
agreement to participate, we approached the trainees on their 
respective teams. Written, informed consent was obtained from 
all team members prior to fieldwork commencement. Patients 
and their families were informed about the study via a written 
script delivered to each patient and their family prior to rounds 
commencing.

Setting
The field site for this study was an inpatient general paediatrics 
CTU at CHEO. CHEO is a 167-bed tertiary care paediatric hos-
pital associated with the University of Ottawa. The University 
of Ottawa offers a 4-year undergraduate medicine program in 
either English or French. The core paediatrics rotation for med-
ical students is a 6-week mandatory rotation during the clerk-
ship year of undergraduate medical training. The academic year 
for medical students runs from September to August and for 
residents runs from July to June.

Residents from general paediatrics and other specialty pro-
grams such as family medicine also complete rotations on the 
paediatric wards. These rotations are 1 month in duration.

Typically, rounds occur in the hallway outside of patient 
rooms. The Division of General Paediatrics adheres to a philos-
ophy of patient and family centred rounds (16). As such, the 
parents and/or patient are invited to participate in rounds while 
the CTU team discusses their case in the hallway outside of the 
patient room. The team member assigned to the patient (typ-
ically a medical student or R1) presents the case to the team 
and summarizes the plan for the patient. The trainee may then 
be asked questions or for clarification by the senior resident or 
attending staff. Family members are then asked if they have any 
questions and have understood the medical plan.

Data collection
Data collection occurred in two phases, and different observ-
ers were used for the first and second phase of data collection. 
In the first phase, we performed descriptive observations using 
field notes and diagrams with no a priori assumptions regarding 
interactions pertinent to the hidden curriculum. These obser-
vations were completed by a research assistant with experience 
in medical education. This data, as well as a review of the litera-
ture and expert opinion, informed the development of a struc-
tured observation field guide that was used in the second phase 
of data collection. The observational field guide was piloted by 
two team members with qualitative experience, to refine the 
tool and establish consistent observational procedures. The 
remainder of the second phase of observation was conducted by 
the research assistant using the field guide. The field guide was 
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structured to document the following elements: type of partici-
pants; location and context of interactions; descriptive notes of 
directly observable behaviors including body language, group 
positioning, quotes and tones and reflective notes to capture 
any inferences made by the researcher. Reflective notes were 
frequently completed at the end of the observation session to 
collect the observer’s emergent perceptions and insights. Data 
collection and analysis were concurrent and data collection was 
ended when saturation was reached. This was determined when 
no new ideas or patterns emerged.

In both phases of data collection, the researcher-observers 
had no prior relationships with the study participants, remained 
separate from the group during rounds aside from initial intro-
ductions, and were not in a position of authority in comparison 
to the participants. The researcher-observers did not assume 
an active role as participants and it is not anticipated that their 
backgrounds influenced the study results. Additionally, they 
were instructed to make note of instances where they felt their 
presence influenced group dynamics and document evidence 
of possible Hawthorne effect in their field notes.

Data analysis
Observational data was first synthesized by the observer, during 
which time raw field notes, observational field guides and reflec-
tive notes were compiled into a cohesive, descriptive, summary 
of each observation day. Following this step, data were analyzed 
via an iterative process, using thematic analysis. This involved 
reading and rereading of observational data to identify themes 
in the data, clustering of themes, interpretation of content and 
structure of themes and development of coding schemes. Two 
members of the research team familiar with the topic area and 
trained in qualitative research methods independently reviewed 
the descriptive summaries, observations and diagrams collected 
in the field. This involved reading, memoing, grouping and 
organizing the data to inform initial codes. They met to discuss 
their interpretations of the data and initial codes, and to develop 

a coding scheme to apply to the data set. This preliminary phase 
of coding informed more complex thematic generation.

The entire research team, including physicians, nonphysi-
cian clinicians and nonclinicians then assembled to discuss 
and review the preliminary coding. Areas of incongruence in 
interpretations were examined and debated until consensus 
was reached on the coding scheme, themes and definitions. The 
data set was then reclassified with attention paid to recurrent 
themes. See Table 1 for a description of how the key determi-
nants of trustworthiness of qualitative studies (17–20) (cred-
ibility, transferability, dependability and confirmability) were 
addressed in our study.

RESULTS
Twenty-two hours of observation (14 hours in Phase 1, 8 hours 
in Phase 2) of 11 sets of CTU rounds were performed. Phase 
1 occurred in April to May 2012 and Phase 2 in April to May 
2014. April to May was considered a time of year when train-
ees would have been quite experienced in the basic process of 
rounding on inpatients; i.e., for medical students, the timing 
of the study would have coincided to be halfway through their 
clerkship. Rounds typically occurred between 9:00 am and 
noon and length of rounds ranged between 100 and 200 min-
utes. Parents or caregivers participated in rounds in the majority 
of cases.

Teams were most commonly comprised of one staff attending 
physician (S) one senior 3rd year resident (R3), several 1st year 
residents (R1) and 3rd year medical students (MS3). R1s could 
either be paediatric residents or residents from other disciplines 
rotating on the paediatrics ward. Nurses were present and par-
ticipated in rounds during approximately half of the observa-
tions. Attending staff did not always round on a daily basis with 
the CTU team. Only rarely would rounds occur in the absence 
of both the attending staff and R3. All attending staff were prac-
ticing general paediatricians and none had further subspecialty 

Table 1.  Methods employed in our study to address the key determinants of trustworthiness of qualitative data

Determinant Method of addressing determinant in our study

Credibility Enhanced using investigator triangulation, and by comparing observation data collected by two independent 
observers and analyzed by two research team members. Credibility was also strengthened through peer review. 
Preliminary results were presented at a local medical education conference as a way of soliciting peer review. 
Feedback from the audience of healthcare professionals with expertise in medical education indicated that the 
concepts identified were relevant, and that issues described in this study were common to other settings.

Transferability Enhanced using rich descriptions, allowing the reader to judge the reliability of the data and interpretation of 
findings and the extent to which these findings can be transferred to other settings.

Dependability Enhanced through the maintenance of a detailed audit trail comprising raw data, logs, and field notes; data 
reduction memos and analysis notes; and process notes.

Confirmability Enhanced through the maintenance of an audit trail of coding decisions and data analysis procedures, as well as 
copies of evolving coding schemes.
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training. No examples of possible Hawthorne effect were docu-
mented in the field notes.

Two major themes emerged regarding the enactment of the 
hidden curriculum: 1) the hierarchical nature of team dynamics 
and 2) engagement as mediated by perceptions of relevance of the 
rotation.

The hierarchical nature of team dynamics
The existing rank among participants (MS3s, R1-3s, S) was 
readily observable during rounds. This hierarchy manifested in 
many ways including an awareness of the ‘rules’ of when and 
who to pay attention to, physical positioning of participants, 
and questioning order.

‘Rules of the game’
We noted whether active engagement was or was not noted 
when certain team members were speaking. Active engagement 
was observed through the use of reinforcing and mimicking 
body language, including nods of agreement, eye contact with 
the speaker and note taking. Junior team members (MS3s and 
R1s) appeared more engaged and attentive when the R3s or 
attendings were presenting a case. In contrast MS3s would only 
sometimes give full attention to R1s, and R1s only rarely gave 
their full attention to MS3s.

Positioning of participants during rounds
Physical positioning during rounds also reinforced participants’ 
hierarchical position within the team. This included elements 
such as physical proximity to one another, to the mobile compu-
ter, and to the most senior member of the team. Physical position-
ing remained fairly consistent throughout rounds, irrespective 
of the location of rounds (hallway versus bedside). Attending 
staff and R3s tended to be physically distanced from the more 
junior trainees. We used the analogy of the attending staff and/
or R3s as ‘planets’ with the R1s and MS3s in varying degrees 
of orbit (Figure 1A and 1B). Sometimes the R3 and attending 
would be positioned together as a ‘single planet’ (Figure  1A); 
at other times, they would be separated as ‘double planets’, 
each with their own trainees in orbit around them (Figure 1B). 
Often, MS3s would be the most separated physically from the 
entire team with the R1s standing closer to the attending and R3 
(Figure 1A and 1B). A notable exception to this separation was 
when the attending staff and R3 were both absent; in these cases, 
the participants were in close proximity to one another.

Questioning order
During rounds, attendings and R3s posed questions broadly to 
the team. There was a discernable order imposed when ques-
tions were asked, starting with the most senior member of the 
team (apart from the R3) and, if unanswered, deferring to the 
other trainees in order of rank. When a question was posed to 
the group it was, for example, extremely uncommon for MS3s 
to offer an answer before residents had the opportunity to reply 
to the question. Though the order was never explicitly set, this 
pattern was consistent across rounding groups and appeared to 
be a learned behavior of trainees.

It was also noted that MS3s actively competed to answer 
questions if no residents were present, but did not do this if res-
idents were present. Direct questioning of trainees appeared to 
only occur in the situation where the R3 was doing the ques-
tioning, and in this case they would often direct questions to 
individual MS3s, but not to R1s.

Engagement as mediated by perceptions of relevance of 
the rotation
The level of engagement and attention of R1s appeared to be 
dependent on home discipline. For example, R1s whose home 
program was general paediatrics often participated most in 
rounds discussions. They were also the most likely team mem-
bers to assume a leadership position when the R3s and attend-
ings were absent from rounds. Equally, the R1s from other 
disciplines often appeared less attentive and engaged during 
rounds.

There appeared to be a perception of a lower rank of nonpae-
diatric R1s on the team, as evidenced by the fact MS3s and R1s 
would rarely give their full attention to non-paediatric residents 
when said trainees were presenting a case.

Figure 1.  Positioning of team members during rounds. (A) ‘Single planet model’ with trainees 
in orbit around senior team members and (B) ‘Double planet model’ with senior resident and 
attending acting as separate ‘planets’ with trainees in orbit. S, staff; R3, Senior Resident; R1, First 
year resident; MS, medical student; P, parent.
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DISCUSSION
One of our key themes was the hierarchical nature of team dy-
namics. Literature has shown that paediatric team members 
acknowledge that expected roles exist (14). Our study adds 
to this by identifying hierarchies within these roles. The hier-
archical structure of medicine has been described in previous 
studies of the hidden curriculum (21–23). Gaufberg et al. (24) 
have emphasized that hierarchy in medicine is complicated by 
the fact that expected behaviors in medicine are rarely made 
explicit, and that the accountability of superiors is not always 
defined. Our study findings underscore the effect hierarchies 
have in the clinical teaching setting. In particular, we found that 
trainees preferentially direct their attention to certain individu-
als while directing less attention to others. The hierarchical na-
ture of the team extended to the positioning of trainees during 
rounds, with the staff attending and R3s being physically dis-
tanced from the other more junior trainees. These findings have 
implications for teaching. Ideally one would like to construct 
an open and interactive teaching environment; the hierarchical 
nature of the paediatric team structure may represent a barrier 
to achieving this.

Although questioning (or ‘pimping’) in medicine has been 
discussed previously in the literature (25–31), our unique study 
finding concerned exactly how teaching and in particular, ques-
tioning occurred on rounds by the attendings or R3s. We found a 
clear hierarchy of questioning was observable. Another interesting 
aspect noted is how MS3s will actively compete to answer ques-
tions if no residents are present, but will not do this if residents 
are present. Clearly, the students have learned the implicit rules of 
when to speak up during rounds and when to remain quiet.

We observed differential engagement with the learning pro-
cess depending on a resident’s home discipline and this has 
not been previously described in the literature. While paediat-
ric residents appear to be very engaged in learning on rounds, 
nonpaediatric residents would often appear less engaged. The 
reasons for this remain unclear. We theorize that some residents 
may filter what they are learning though a preconceived notion 
of relevance to them, namely that they may be chiefly concerned 
with learning directly applicable to their home discipline and 
less engaged with learning that is perceived as less pertinent. 
Another possible explanation relates to team dynamics and the 
perceived lower rank of nonpaediatric trainees on the team. 
Finally, nonpaediatric trainees may be less engaged because 
they feel less comfortable with the subject matter. These possi-
bilities would need to be further examined with interviews and 
focus groups to obtain the perspective of these trainees.

One strength of our study was our diverse team and the use 
of a collaborative approach to data analysis. Although there 
was a time gap between when Phases 1 and 2 of the study were 
performed, there was no significant change in how rounds were 
conducted in the two phases of data collection. Other potential 

limitations of the study include that data was collected at a sin-
gle site, the fact that a convenience sample was used, and data 
authenticity. As mentioned, we attempted to minimize the 
Hawthorne effect by having the observers note any occurrences 
when they felt that their presence influenced group dynam-
ics, interactions or behaviors. Study team members also dis-
cussed the observation data to determine whether they seemed 
authentic; of note, no data were discarded as a result of these 
team-debriefing discussions.

However, the presence of family members may also have af-
fected the nature of the interactions observed. Certainly, family 
members’ presence may affect how various team members en-
gage with one another, and the patterns observed in our study 
may not necessarily be seen in other specialties that do not use 
this family centred approach. For example, it is conceivable that 
team members were polite and present in their interactions 
with one another due to the presence of family members. As 
such, our findings may be uniquely generalizable to specialties 
who incorporate a similar family centred approach.

As such, the exploratory utility of these findings can be used 
to enhance further research at different centres and in different 
specialties.

CONCLUSIONS
We were able to demonstrate specific aspects of the hidden cur-
riculum during observations on a tertiary care paediatric CTU. 
Interest appears to be a key determinant in student level of en-
gagement and observed hierarchies have the potential to impact 
this engagement either positively or negatively. As a result, it 
may be advisable to address issues pertaining to the hidden cur-
riculum during teaching on rounds in order to ensure optimal 
engagement of all trainees. Further qualitative studies could be 
performed to further expand upon the perception trainees have 
in the rounds process and how it links to clinical learning.
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