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Medicine’s complexity has exceeded our individual capabilities as doctors. The core structure 
of medicine—how health care is organized and practiced—emerged in an era when doctors 
could hold all the key information patients needed in their heads and manage everything 
required themselves. . . But you can’t hold all of the information in your head any longer, 
and you can’t master all the skills. . .We train, hire, and pay doctors to be cowboys. But 
it’s pit crews people need.

(Gawande, 2011: 9)

In a 2001 report, the Institute of Medicine (IOM) boldly proclaimed that the 
breach between our current healthcare system and the healthcare system that we 
could (and perhaps, should) have was not a gap, but a chasm (IOM, 2001). The 
above quote from noted physician Atul Gawande highlights the need for health-
care practitioners to adapt their skill sets to meet modern population needs. The 
purpose of this chapter is twofold: 1) to highlight the role of autonomous learn-
ing in the drive to aid practitioners in adapting their skills, and 2) to discuss the 
potential for negative effects due to the presence of a hidden curriculum. The job 
of a healthcare professional is marked with a number of characteristics, both task 
and contextual, which lead these professionals to depend heavily on informal, 
autonomous learning for skill development. While this reliance may seem benign 
in concept, there is a dark side.

The chapter begins with a historical overview of how the health care profes-
sion has changed and its implications for how medical professionals acquire the 
knowledge and skills necessary to effectively treat patients. Next, we outline 
why today’s medical professionals must rely on autonomous learning to gain 
skills crucial for job and career success. We then explain the hidden curriculum 
and why it is so pervasive in this industry by identifying a series of structural 
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and organizational factors that reinforce the power and presence of a hidden 
curriculum. These factors help illustrate how autonomous learning can have a 
dark side such that employees learn problematic, rather than effective, behavior. 
Finally, the chapter closes with a discussion of the realities facing the healthcare 
industry should these issues go unaddressed, followed by possible ways that 
autonomous learning scholars could assist via research efforts.

The Changing Role of Health Care Professionals

The twentieth century has seen dramatic shifts in the nature of healthcare. Prior 
to 1880 and the popularization of Louis Pasteur and Robert Koch’s work on 
immunization and Germ Theory, the role of the physician involved comfort-
ing the patient, using humor to balance crude treatments like blood-letting, 
and isolating disease either through amputation or quarantine (Marsh, 2005). As 
Germ Theory began to dominate the field, the recognition that illnesses were 
caused by microorganisms led to changes in behaviors like handwashing (Best & 
Neuhauser, 2004).

It would be another 50 years, however, before physicians would be armed 
with a revolutionary weapon against their microscopic enemies: penicillin. For 
the first time, physicians could consistently provide effective treatment for a lim-
ited set of illnesses (Quirke, 2001). Over the next 60 years, there was a boom in 
the discovery, production, and administration of vaccines and antibiotics target-
ing a variety of the deadly diseases like polio, small pox, cholera, and syphilis 
(Armstrong, Conn, & Pinner, 1999). Behind every illness, it seemed there was a 
microorganism, and for every microorganism, there was a drug that could pre-
vent or reverse its effects.

Despite these advances, the physician’s workload still consisted primarily of acute 
diseases, but nearly all of them were treatable. Thus, the life expectancy of the aver-
age male in the United States shot up from 46.3 years in 1900 to 65.6 years in 1950, 
a number that continued to rise through the remainder of the twentieth century to 
a staggering 74.3 years in 2000. This trend may continue well into the future, with 
estimates suggesting that the percentage of Americans over the age of 65 will grow 
from 13 percent in 2000 to 20 percent by 2040 (US Census, 2008).

Although bacteria and viruses are no longer the primary killer in developed 
nations, the increased age of our population has led to different challenges in 
healthcare. Chronic diseases such as cardiovascular disease, type 2 diabetes, 
cancer, and Alzheimer’s disease are the dominant concern (Xu et al., 2016). 
Antibiotics and vaccines are relatively useless against these threats. A singular 
doctor is unable to singlehandedly manage all of these chronic diseases in addition 
to infectious diseases that still plague patients. Given the prevalence of issues and 
the magnitude of patients, the physician, who was once a patient’s sole healthcare 
provider, must now choose to specialize in one of many disciplines to provide a 
high standard of care.



Informal Learning in the Healthcare Industry  221

In recognition of this need for specialization, the landscape of the medical 
community began to change. The American Board of Medical Specialties, for 
example, was established in 1933 to represent the major specialties of the era 
(Dermatology, Obstetrics & Gynecology, Otolaryngology, and Ophthalmology). 
This organization laid the groundwork for standards of training and certification 
for specialties beyond standard physician education. Today, the American Board 
of Medical Specialties represents and certifies 24 medical specialties.

Why Healthcare Professionals Must Rely  
on Informal Learning

As the need for specialized knowledge and training has increased, so too has 
the traditional physician job changed from being a “cowboy” to participating 
as a “pit crew” member. Medical professionals today must be capable of fre-
quent, high-quality teamwork and collaboration (Bedwell et al., 2012), such as 
communicating effectively with other personnel and patients (Gawande, 2011). 
Such sentiments are echoed in healthcare policy as leadership and communica-
tion skills have been identified as imperative for avoiding medical errors and 
malpractice (Joint Commission, 2016). However, clear communication between 
specialties and the various medical personnel who must work together when 
treating a patient (e.g., physicians, nurses, anesthesiologists, medical assistants) 
can be difficult as each contributing member of the medical “pit crew” often has 
a differential educational background and corresponding jargon (Manser, 2009).

Take, for example, a patient handoff, which is “the process of transferring pri-
mary authority and responsibility for providing clinical care to a patient from one 
departing caregiver to one oncoming caregiver” (Patterson & Wears, 2010: 53).  
Without the appropriate information, the incoming provider cannot make timely, 
appropriate clinical decisions (Cohen & Hilligoss, 2010). However, this transfer 
is not often done well. In a study of 889 medical malpractice claims, 40 percent 
identified poor teamwork as a major contributor—particularly in handoffs, which 
occurred in 15 percent of the cases (Singh et al., 2007). This has led to the patient 
(and, in some cases, the patient’s family) becoming one of the main sources of 
information continuity (e.g., Heggland & Hausken, 2014; Song et al., 2015). 
Physicians and other healthcare professionals must, therefore, not only be able to 
communicate effectively with their own team, but also the incoming team tak-
ing over responsibility for the patient during shift changes and the patient and the 
patient’s family. In particular, communication with patients requires the physician 
to elicit knowledge and participation (e.g., asking questions and providing infor-
mation) from the patient (Song et al., 2015). Unfortunately, formalized training 
programs commonly address only the need for specialized technical knowledge 
and skills, leaving nontechnical skills such as communication, interpersonal abili-
ties, and teamwork to be learned by practitioners through some other means on 
the job (Bedwell, Fiore, & Salas, 2014).
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Yet even more problematic to the often ignored, but clearly important 
nontechnical skills, many formalized healthcare educational programs provide 
minimal opportunity to master technical skills, particularly for non-physicians. 
For example, recent graduates of nursing programs reported feeling inadequately 
prepared by their training programs for not only leadership roles but also pharma-
cology issues, clinical practice, and the use of electronic medical records (Candela 
& Bowles, 2008). This is likely due to the fact that many nursing programs, 
in particular, rely heavily on a lecture-based pedagogy, rather than hands-on 
practice or experiential learning (Candela & Bowles, 2008). Nurses leave these 
programs knowing how to complete a procedure in theory, yet lack the practical 
experience necessary to effectively execute such complex tasking in real world, 
pressure-intense situations.

One likely reason for this issue is the fact that nurses have been required 
to vastly increase their scope of work in recent years. A report by the IOM 
focusing on the results of a 2009 initiative to overhaul the nursing education sys-
tem, asserts new nursing competencies include “community and public health, 
geriatrics, leadership, health policy, system improvements and change, research 
and evidence-based practice, and teamwork and collaboration” (IOM, 2011: 6).  
Results of this initiative suggested that: 1) more nurses are working outside of 
hospitals than ever before, 2) nurses need to be able to lead teams, and 3) no 
single certification can provide nurses with all of the information necessary for 
the entirety of their careers. Thus, the issue is not necessarily the fault of formal-
ized healthcare training programs as they cannot possibly provide the level of 
practice that would be needed for nurses and other healthcare professionals to 
master each of the ever-increasing number of necessary competencies. Further 
complicating this challenge is the rapid rate at which best practices and guide-
lines are updated and changed (Padua, Hobson-Webb, Martinoli, 2013). This 
requires medical professionals to keep their skills up-to-date long after they 
graduate from formal learning programs. Lifelong learning is, therefore, essential 
for avoiding skill obsolescence, decay, and stagnancy (IOM, 2011; American 
Nurses Association, 2010: 56). Although programs can instill a belief in the 
necessity of lifelong learning and underscore the dynamic nature of the content 
they are providing, in the end the burden of learning and mastery falls to the 
healthcare professional.

Thus, among the many reasons healthcare professionals must rely upon infor-
mal learning to maximize their job and career success, we believe the following 
should be highlighted.

1	 Nontechnical skills have become increasingly important, but are not ade-
quately addressed in formalized training or education programs.

2	 Opportunities to practice technical skills in high fidelity environments are 
often limited, if at all provided, in formalized training or education programs.

3	 Healthcare is a dynamic field with rapidly changing standards and best prac-
tices that one must continually learn.
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Methods of Informal Learning in Healthcare

Mentoring programs. As mentioned previously, due to these three needs, 
the burden of continued learning and mastery has shifted from formalized train-
ing and education programs to informal learning opportunities provided to—or 
sought out by—healthcare professionals. Because complex healthcare procedures 
have steep learning curves before proficiency is met, opportunities to practice 
with feedback are critical (Dagash, Chowdhury, & Pierro, 2003). One of the 
many informal learning opportunities provided to healthcare professionals is 
mentoring programs. Programs such as preceptorships, which allow undergradu-
ate or newly hired nurses to work with more tenured professionals (Mamchur & 
Myrick, 2003), have become common in the industry. They provide an oppor-
tunity for new employees (protégés) to acquire complex skills on the job in 
a closely supervised environment, while simultaneously providing an opportu-
nity for both the seasoned healthcare professionals (mentors) and protégés to 
practice nontechnical skills (e.g., communication, provision of feedback) and 
enables mentors to learn updated information from their protégés (e.g., Allen & 
Eby, 2003). A nursing preceptor assists new nurses to “reflect on clinical experi-
ences and promote professional growth, leadership, and future career planning” 
(Anderson, Hair, & Todero, 2012: 205). In addition to identifying skill gaps, pre-
ceptors also serve as a model for appropriate behavior in nontechnical tasks such 
as prioritizing, communicating with patients, and working with other specialties. 
Evaluations of such programs have largely been positive and suggest that they 
improve desirable outcomes such as behavioral performance, critical thinking, 
and self-confidence (Beecroft et al., 2001; Anderson, Hair, & Todero, 2012). 
Mentoring programs, like nursing preceptorships, may also help create an under-
standing of which knowledge, skills, and competencies gained during formalized 
education programs will be most relevant on the job (e.g., Kram, 1988; Lankau 
& Scandura, 2002).

Feedback and reflection. Informal learning in healthcare may also occur 
in response to the multiple sources of feedback inherent in these jobs. Feedback 
in relation to job performance is information (positive or negative) that leads 
to improvements in task execution (Herold & Greller, 1977). Within the con-
text of informal learning, feedback specifically refers to information an individual 
receives from either the task (e.g., a patient’s vital signs) or others (e.g., a mentor’s 
advice) that can be used to improve attitudes, behaviors, or cognitions for future 
performance cycles (e.g., Tannenbaum et al., 2010). Feedback can occur during 
task execution (e.g., changes in vital signs during administration of analgesics) 
or at the end of a performance cycle (e.g., end-of-shift rounds). For healthcare 
professionals, the feedback process may be structured, as is the case with many 
residency and clinical experience programs, or unstructured occurring during 
daily activities and interactions.

Intrinsically linked to feedback reception is the opportunity for healthcare 
providers to reflect upon their experiences, knowledge, and environment in 
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order to further promote growth. Specifically, reflection involves cognitively 
linking behaviors to outcomes to understand the experience and potentially 
revise the mental model (Marsick & Volpe, 1999; Tannenbaum et al., 2010). This 
requires actively working to understand the event or issue, which should result 
in improved self-knowledge (Duggan, Vicini, Allen, & Shaughnessy, 2015) and 
ultimately, performance. Consider the example of nontechnical skills. Medical 
students, particularly poor performers, often rate themselves higher than a subject 
matter expert in interpersonal skills (Gruppen et al., 1997; Langendyk, 2006). 
However, reports detailing the root cause of surgical errors suggest that 43 per-
cent were due to communication issues rather than technical expertise issues 
(Yule, Flin, Paterson-Brown, & Maran, 2006). Yet, interpersonal skill feedback 
was not routinely provided in healthcare settings. This clearly made reflection 
of one’s skills difficult. However, the increased use of patient satisfaction surveys 
enables detailed feedback regarding bedside manner (Nelson & Niederberger, 
1990). Thus, providers are able to reflect on their interactions with the patients 
to improve interpersonal skill abilities.

One of the most commonplace examples of feedback and reflection is that of a 
team debrief or an after-action review. Team debriefs are commonly used to pro-
vide feedback that can improve a medical team’s understanding of their individual 
roles within the team, as well as how and when information and tasks should be 
shared with team members (Tannenbaum & Cerasoli, 2013). Patient outcomes 
are complex and influenced by many antecedents. The highly interdisciplinary 
nature of patient care makes it difficult for novices to pinpoint what and whose 
behaviors were incorrect. Debriefs are a discussion of the performance episode 
designed to provide feedback on task and teamwork so that future performance 
is improved. Debriefs are not simply receiving feedback, they are active, involve 
self-discovery and reflection, and have been shown to improve performance by 
nearly 25 percent (Tannenbaum & Cerasoli, 2013). Proper debriefing techniques 
can be formally taught in healthcare-based crew resource management programs 
such as TeamSTEPPS so that employees have the skills they need for future 
informal learning (Alonso et al., 2006).

Observation. Last, many healthcare workers, particularly those in the 
formative stages of their careers, learn through observation. Opportunities for 
observation range from shadowing opportunities for high school and undergrad-
uate students interested in the field to formalized observation-based rotations 
included in medical school or residency. Beyond these opportunities, healthcare 
workers who are in transition from one hospital or unit to another might rely 
upon observation to understand the social norms and expectations within their 
new environment. By watching others complete their tasks, whether they are 
technical or interpersonal in nature, healthcare providers establish a mental model 
of appropriate attitudes, behaviors, and cognitions within their new environment. 
This can aid in diffusion of novel methods or with cultural shifts in attitudes 
toward teamwork or knowledge of new drugs. Opportunities to observe abound 
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in healthcare, particularly in the modern era in which technology increases an 
individual’s access to information or videos (e.g., TED talks, webinars, YouTube 
videos, etc.). Together, these opportunities can help foster or promote autono-
mous learning in healthcare.

To recap, we outlined three of the primary methods and sources of informal 
learning that can help healthcare professionals supplement their formal training 
and education.

1	 Mentorship programs and preceptorships offer both mentors and protégés an 
opportunity to learn.

2	 Feedback and reflection are critical methods of autonomous learning in 
healthcare that are particularly fostered by debriefs and environmental cues.

3	 Opportunities for observation of peers and respected colleagues or supervi-
sors are another main source of informal learning in healthcare.

The Dark Side of Autonomous Learning in Healthcare:  
The Hidden Curriculum

Autonomous, informal learning is unstructured, experiential learning controlled 
by the individual (Marsick & Volpe, 1999). Tannenbaum and colleagues (2010) 
consider informal learning to be self-directed, deliberate learning that does not 
occur in a formal setting, but rather on the job by participation. In this model, 
informal learning has four components: 1) intent to learn, improve, and develop; 
2) experience and action; 3) feedback; and 4) reflection. Each component is 
influenced by both the learner and the organization in which the learning occurs. 
Tannenbaum and colleagues (2010) assert that not all four components are neces-
sary for learning to occur, but each component incrementally improves learning. 
Understanding the nature of autonomous learning can help illustrate why it can 
have a dark side, even within an industry that thrives on this type of learning and 
sees it as the key to success.

Medical education, as delineated by Hafferty (1998), is influenced by three 
sources: 1) the formal, intentional, endorsed curriculum; 2) the informal curricu-
lum; and 3) the hidden curriculum. The first is the formal outline of what should 
be done on the job. This is what is taught in medical school and vocational 
training programs. The second is the unscripted learning describe above (e.g., 
observation, reflection). However, it is the hidden curriculum that we believe is 
critical to acknowledge. Hidden curriculum refers to values, attitudes, beliefs, and 
behaviors gleaned through organizational culture and norms. These aspects are 
implicitly endorsed and passed on from one healthcare professional to another. 
Management support, reward structures, informal policies, resource allocation, 
and job design give rise to the hidden curriculum. The hidden curriculum may 
never be explicitly stated, but rather emerges from the interactions between indi-
viduals, the policies that are (and are not) enforced, and the artifacts present in 



226  Britany N. Telford et al.

the environment that communicate organizational values. Autonomous learning 
is the only way in which the “content” of this curriculum is acquired.

The hidden curriculum may often be in contrast to formalized learning. For 
example, many surgeons are formally taught the necessity of debriefing after 
a surgical procedure is completed. However, hospitals are paid based on the 
number of procedures completed; therefore, scheduling often does not leave 
adequate time for debriefing. By not providing the necessary time, the organiza-
tion is unintentionally telling surgeons that behavior is not valued or rewarded 
in the organization. Thus, employees learn that to be successful, they should not 
debrief. This issue is not unique to healthcare. Organizations in all industries 
may have multiple goals that compete with one another. For example, research 
universities often promote faculty solely based on the number of quality publica-
tions they produce. If the quality of faculty teaching is not also a factor in the 
promotion decision, faculty may divert attention to their research at the expense 
of their students.

The social, epidemiological, and economic developments that have increased 
the need for informal learning as a supplement to formal education programs 
have also created a variety of organizational and cultural structures. These struc-
tures and factors give rise to the hidden curriculum, which can have positive or 
negative effects (Bennett et al., 2004) such as enforcement of detrimental behav-
iors, performing invasive procedures on terminally ill patients, retrospectively 
completing supervisors’ notes, or performing tests without patient consent (e.g., 
Hawryluck et al., 2002; Lempp & Seale, 2004; Paice et al., 2002; Stephenson, 
Higgs, & Sugarman, 2001).

The power of a toxic culture or poor norms for behavior are quite strong 
in shaping younger professionals and role modeling expected behavior. For 
example, medical schools are working hard to suggest that error reporting is a 
valuable learning tool for healthcare professionals; yet Madigosky and colleagues 
(2006) found that over the course of their internships, medical students’ belief 
that medical errors should be kept secret increased, while a belief that improving 
patient safety was important decreased. These attitudes were likely not explicitly 
expressed by workers, neither were they endorsed by the formal or even informal 
curricula. Instead, experiences and actions while on the job convey these trou-
bling attitudes as part of the hidden curriculum.

Organizational and cultural structures that perpetuate  
the hidden curriculum

Hierarchy. Strict hierarchies within healthcare organizations create an envi-
ronment that pressures employees to learn the hidden curriculum, and learn 
it quickly. Newcomers or lower status workers must learn and accept social 
norms, specifically those regarding their social status and amount of power (e.g., 
Mahood, 2011). Those in low-status positions often feel an “intense pressure to 
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‘know their place’ in the medical hierarchy and endorse the dominant culture” 
(Gaufberg et al., 2010: 1711) and report feelings of disempowerment and dis-
respect (Gaufberg et al., 2010). Newcomers may be intentionally humiliated by 
individuals with higher status in the hierarchy in order to motivate newcomers 
to learn and adopt behaviors congruent with the norms that are expected by 
senior staff (Lempp & Seale, 2004).

Gaufberg and colleagues (2010) suggest that the nature of the strict hierar-
chies in healthcare allow individuals with senior status to define expectations of 
performance and other behaviors like professionalism, while also evaluating those 
of lower status by these definitions. This centralization of power within the top 
of the hierarchy motivates low-status employees to rapidly learn and adopt these 
norms and unspoken performance expectations to avoid negative evaluations. 
Interestingly, one study found that students were more impressed by a healthcare 
worker’s status in the hierarchy than with that individual’s skills and abilities (Paice, 
Heard, & Moss, 2002). This infatuation with hierarchical status motivates new-
comers to autonomously learn what is needed to more effectively assimilate into 
the hierarchy while gaining the approval of senior members of the organization.

Competition and demands. Competition and resource hoarding due to 
a scarcity of physical resources and time (Bennett et al., 2004) is commonplace. 
This also provides opportunities to teach inappropriate behaviors. As noted above, 
newcomers are highly motivated to learn group norms. Younger healthcare pro-
fessionals quickly seek to understand what is required to function effectively in 
this environment, and when time is limited and opportunities to work with 
desired personnel are limited, this serves to reinforce a culture of competition 
(Bennett et al., 2004). In fact, Lempp & Seale (2004) found that half of medical 
students sampled “reported that competition rather than cooperation is the defin-
ing characteristic of medicine” (Lempp & Seale, 2004: 772).

Time demands also present barriers to engaging in high-quality debriefing 
such as time or lack of priority (Ahmed et al., 2013). Therefore, when team 
debriefs do occur they often focus on taskwork rather than teamwork (Smith-
Jentsch, Cannon-Bowers, Tannenbaum & Salas, 2008). This emphasis reinforces 
the hidden curriculum by focusing reflection solely on task performance and 
adherence to social roles and norms versus interpersonal interactions (Smith-
Jentsch et al., 2008).

For others, time demands may motivate unethical behavior (e.g., taking short 
cuts; Gaufberg et al., 2010). In these cases, the hidden curriculum may endorse 
various unethical behaviors while punishing behaviors that adhere to formal 
training. For example, when the healthcare environment promotes quick but 
inexpensive service (e.g., drop-in clinic), some healthcare providers have reported 
“pretending to examine patients or making up vital signs, ignoring contamina-
tion” (Mahood, 2011: 983) among other questionable behaviors. Providers may 
miss critical symptoms because the organization values seeing as many patients as 
possible. This will result in suboptimal diagnoses.
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Social job tasks. Many tasks within healthcare require social interaction with 
colleagues. During these interactions, particularly if there are power differentials, 
individuals need to understand the hidden curriculum. Newcomers must learn 
social norms (e.g., the acceptability of asking for a break, who is responsible 
for what actions within a particular unit, the desired method of handoffs) to 
avoid negative emotions and experiences during transitioning to new jobs, units, 
or organizations. During rounds, for example, subordinates learn a variety of 
skills and behaviors, some of which can be negative. If learners are humiliated or 
embarrassed by the leader when they incorrectly answer questions, they learn to 
treat others with humiliation for mistakes (Lempp & Seale, 2004).

Gaufberg and colleagues (2010) suggest that newcomers likely learn to dehu-
manize patients during rounds when asked to “practice clinical skills on patients 
who were pragmatically powerless to refuse” (Gaufberg et al., 2010: 1711). 
Specifically, this dehumanization helps newcomers cope with their inability to 
prevent the mistreatment patients may receive during rounds when subjected 
to newcomers who are unprepared and unsure. Consider the case of needing to 
take blood from a patient whose veins are constricted. The pressure of potentially 
harming the patient as one practices this skill forces a coping response (i.e., dehu-
manization). In this way, the salient demands of rounds force a secondary lesson, 
one that underlies the technical procedure being practiced. Such secondary les-
sons pose ethical dilemmas, yet the ubiquity of the hidden curriculum means 
such dilemmas may go unrecognized by the learner and unacknowledged by any 
formal training (Ginsburg, Regehr, Stern, & Lingard, 2002).

In addition to rounds, many newcomers are motivated to learn a hidden cur-
riculum during periods of patient transition. Healthcare personnel learn handoff 
protocol informally while on the job (Hilligoss & Cohen, 2011). Although the Joint 
Commission supports the use of the SBAR (Situation-Background-Assessment-
Recommendation) framework for patient handoffs, there are many formal and 
informal protocols for this procedure (De Meester, Verspuy, Monsieurs, & Van 
Bogaert, 2013; Haig, Sutton & Whittington, 2006; Hilligoss & Cohen, 2011). 
The desired protocol may differ across organizations, across units, or even across 
people. Therefore, in order to ensure that the desired information is transferred, 
individuals need to learn the preferred qualities (e.g., speed, level of detail, provi-
sion of contingencies) of varying handoffs (e.g., between units, between equals, 
from a subordinate to a supervisor, from one shift to the next) on the job. Despite 
potentially being formally taught the importance of a high-quality handoff, many 
healthcare workers (informally) learn that handoffs are not valued by a particular 
healthcare organization. For example, obstetric anesthetists reported a number 
of organizational and social norms barriers preventing optimal handoffs such as a 
lack of handoff policy in their unit (90 percent), no allocated time for handoffs 
(21 percent), and skipping the handoff due to pressure from non-elective work 
(25 percent; Sabir, Yentis, & Holdcroft, 2006). Together, these cues promote 
a hidden curriculum that undervalues handoffs, teaching newcomers that they 
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need not worry about the quality of their handoff behaviors. Because these cues 
and pressures create a hidden curriculum (e.g., high-quality handoffs are not val-
ued) that is in direct contrast to formal education and training (e.g., high-quality 
handoffs are necessary for patient safety), the healthcare provider may experience 
a certain amount of dissonance. In order to resolve this dissonance, providers may 
alter their behaviors to align with the more relevant information (the hidden cur-
riculum) and engage in poor handoff behaviors (e.g., not providing all necessary 
information). This can ultimately result in negative outcomes for patients (Kitch 
et al., 2008).

Patient interaction. A key job requirement for any healthcare professional 
is interaction with patients. These interactions may also promote the negative 
effects of the hidden curriculum. If, for example, a patient has a serious negative 
reaction to a newer therapy or drug, physicians are likely to overweight that one 
case and ignore the scientific evidence backing that method of treatment (Bennett 
et al., 2004). Healthcare requires significant levels of empathy, but the empathy 
resulting from one patient’s negative experience can drive medical professionals 
to adopt rigid opinions about care options that result in future patients receiving 
lower-quality treatment. A separate study found that some physicians intention-
ally mislead patients by introducing medical students as doctors, potentially to 
avoid negative feedback from the patient about receiving care from an inexpe-
rienced professional (Ginsburg et al., 2002). This unethical behavior saves the 
healthcare professional time and is met with positive feedback from the patient, 
resulting in a reinforced hidden curriculum.

Healthcare providers are also at high risk of abuse from patients (e.g., Yassi, 
1994). The relatively high level of autonomy in healthcare regarding when 
non-critical patients can be seen means that patients who are difficult often are 
avoided until they can be passed off to different providers (Ginsburg et al., 2002). 
Similarly, healthcare providers may avoid informing patients of undesirable diag-
noses, prognoses, or outcomes (Ginsburg et al., 2002). Rightly or wrongly, these 
types of unprofessional behaviors are reinforced by the negative feedback health-
care providers receive when faced with unhappy patients receiving undesirable 
news or unhappy patients who perceive (whether accurate or not) that they are 
being ignored and respond with verbal abuse. Indeed, the mere opportunity 
to avoid negative feedback or abuse from patients may certainly be enough to 
enforce the hidden curriculum of certain unethical behaviors designed to avoid 
difficult patient interactions.

Paperwork and care documentation. Healthcare workers have become 
inundated with paperwork, with some estimates suggesting that for every hour of 
patient care, there is up to an additional hour of paperwork (American Hospital 
Association, 2003). This paperwork, particularly when completed away from 
the patient in electronic medical records, may actually be causing employees to 
reflect upon their patients and cases in an emotionally neutralized or detached 
manner, thus reinforcing the dehumanization of patients (Gaufberg et al., 2010; 
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Haque & Waytz, 2012). Paperwork and the electronic medical record are inten-
tionally designed to capture case-relevant information, not personal information 
that might reinforce the humanity of the patient (Haque & Waytz, 2012). Also, 
paperwork is often completed individually or in isolation, thus potentially rein-
forcing the notion of the healthcare practitioner as an independent actor.

Discussion

Healthcare organizations, more than ever before, need to capitalize on informal 
learning experiences to make up for the fact that professionals: 1) are not able 
to garner all necessary technical skills in formal training programs due to time 
constraints and the dynamic nature of the competencies required for effective-
ness, and 2) are not learning adequate effective interpersonal skills in educational 
settings. Yet, one of the most concerning aspects of opportunities for positive 
learning is the potential for an organizational climate to undermine formal learn-
ing, or even sanctioned informal learning like continuing medical education, 
in favor of a toxic hidden curriculum (Bennett et al., 2004). When a majority 
of employees within a healthcare organization, particularly those in positions 
of power, do not overtly support codified learning and development, instead 
favoring a set doctrine of preferred practices that may not be positive in nature, 
individuals who are trained in novel, evidence-based practices will be unable to 
transfer these skills to the workplace (Bennett et al., 2004). Workers learn what 
their organization values through their experiences with enforced policies and 
practices. If healthcare workers are expected to adhere to new guidelines, but are 
not able to change their own behaviors and actions due to cultural constraints, 
then they learn from the hidden curriculum that the organization does not truly 
value the new guidelines (Bennett et al., 2004).

For example, many nurses report that they do not perceive their hospital 
as promoting people that have engaged in formalized continuous education to 
expand their knowledge base (Bahn, 2007). With no reward for formal learn-
ing experiences, employees are less likely to sacrifice resources, such as time, 
to engage in that type of learning. Bahn (2007) also found that nurses did not 
feel they could engage in lifelong learning tasks because no one could cover 
their patient load. This barrier is echoed in a 2001 Audit Commission report, 
which identified a systemic lack of policies to deal with patient coverage when 
engaging in continuing professional development. As another example, hospi-
tals want healthcare practitioners to use up-to-date, evidence-based practices, 
but only 36 percent of surveyed nurses stated they had access to electronic 
databases through their place of employment (Pravikoff et al., 2005). Many 
nurses, therefore, reported a perceived lack of value for research in practice 
(Pravikoff et al., 2005). This suggests that the reported lack of time and physi-
cal resources required to engage in these behaviors might actually represent 
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a lack of prioritization by the organization. The unfortunate end result is the 
strengthening of the hidden curriculum. Progress and innovation are halted 
and the practice of medicine is reduced to knowing “how we’ve always done it 
around here” versus how it should be done in order to stay current and evolve 
to an ever-higher standard of care.

The hidden curriculum in healthcare also continues to thrive because of the 
feedback that workers receive from their organizations, supervisors, and peers. For 
example, although formal performance evaluations typically target official com-
petencies, the process of evaluation (Bennett et al., 2004) and the actual criteria 
used convey messages about the content of, and necessity to adhere to, the hid-
den curriculum. The feedback employees receive may actually stand in contrast 
to lessons learned through formal training or organizationally-endorsed informal 
learning (Bennett et al., 2004). Furthermore, the criteria on which individuals are 
evaluated may not be clear (Ginsburg, Regehr, Stern, & Lingard, 2002) or even 
stated, let alone job-relevant (Gaufberg et al., 2010). When desired performance 
is ambiguous, fear of negative feedback may lead learners to compromise their 
knowledge or integrity in order to adhere to the hidden curriculum, potentially 
risking their own or others’ safety (Feudtner, Christakis, & Christakis, 1994; 
Gaufberg et al., 2010).

Furthermore, even if many in the organization are aware of the negative 
consequences of the hidden curriculum and recognize the risks associated with 
questionable behavior, it can be difficult or uncomfortable to provide meaningful 
feedback (Mahood, 2011). But by failing to provide clear and powerful feedback, 
healthcare organizations may actually be promoting the unethical or undesirable 
behaviors they intend to quell since the absence of clear direction otherwise 
serves as an endorsement of the hidden curriculum (Mahood, 2011). Together, 
this pattern of ambiguous or questionable evaluation processes and poor or absent 
feedback from organizational representatives may perpetuate a hidden curriculum 
that endorses unethical or undesirable behavior.

Implications for Scholarship and Practice

By implementing hospital-wide, structured policies for covering workload, 
healthcare facilities can communicate support of continuous education and pro-
vide departments with the resources to do so. It is important that organizational 
and managerial support for learning is perceived by employees (Ellinger, 2005; 
Sambrook & Stewart, 2000; Skule, 2004), otherwise intent to learn, a critical 
component of autonomous learning, is curbed and the hidden curriculum pre-
vails. For example, by creating an environment in which healthcare workers are 
prompted to, and rewarded for, turning errors and ambiguity into performance 
feedback and concrete, discernable revisions in processes and practices, autono-
mous learning becomes a positive vehicle for change.
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Informal learning scholars can aid in the transition of hidden curricula. It is 
important to identify the sources that lead to the greatest negative behavioral 
changes. Is it the role modeling of short cuts that are conveniently overlooked, 
as seeing more patients helps the bottom line? Does the status of the role model 
matter or is it possible to have culture change from the ground up when policies 
are aligned to promote positive behaviors that lead to desired (and rewarded) 
outcomes? Questions abound, but the bottom line is that such research requires 
systems thinking (Katz & Kahn, 1978).

The hidden curriculum will always play a role in the behavior of employees, 
regardless of the industry. The goal is not to ignore it. In the end, to change the 
hidden curriculum, one must also change the organizational culture (Lempp & 
Seale, 2004), thus shaping the experiences and actions of employees in a manner 
that is consistent with formal and organizationally-endorsed informal learning. 
Systems thinking suggests that a change to one part of the system begets a change 
to another. Therefore, a piecemeal approach to improving informal learning 
opportunities, particularly autonomous learning, will not result in desired out-
comes. There are multiple inputs into the hidden curriculum as discussed above 
(e.g., time, status, lack of policy enforcement, etc.), and its power to shape behav-
iors is dictated in large part by norms of behavior that may not be readily visible. 
Interdisciplinary research efforts aimed at understanding the impact of changes to 
any one component of the system is required to truly understand the potential 
dark side of the hidden curriculum.
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