
Using Virtual Learning to Develop Palliative Care Skills
Among Humanitarian Health Workers in the Rohingya
Refugee Response in Bangladesh

Megan Doherty1,2,3,4 , Anisha Lynch-Godrei1,2 , Tasnim Azad5,
Fatima Ladha6, Lailatul Ferdous7, Rowsan Ara8, Kathryn Richardson9
and Hunter Groninger10
1CHEO Research Institute, Ottawa, Ontario, Canada. 2Roger Neilson House, Ottawa, Ontario, Canada.
3CHEO, Ottawa, Ontario, Canada. 4uOttawa, Ottawa, Ontario, Canada. 5International Organization for
Migration, Chittagong, Bangladesh. 6BC Cancer, Vancouver, British Columbia, Canada. 7Bangabandhu
Sheikh Mujib Medical University, Dhaka, Bangladesh. 8Shaheed Tajuddin Ahmad Nursing College, Gazipur,
Bangladesh. 9Médecins Sans Frontières, New Delhi, India. 10MedStar Washington Hospital Center,
Washington, USA.

ABSTRACT

BACKGROUND: Palliative care is an essential component of health responses in humanitarian settings, yet it remains largely unavailable in these
settings, due to limited availability of palliative care training for healthcare professionals. Online training programs which connect experts to clin-
icians in the field have been proposed as an innovative strategy to build palliative care capacity humanitarian settings.

OBJECTIVE: To describe the implementation and evaluate the impact of delivering palliative care education using an established virtual learning
model (Project ECHO) for healthcare clinicians working in the Rohingya refugee response in Bangladesh. Program acceptability and the impacts
on learners’ self-reported knowledge, comfort, and practice changes were evaluated.

METHODS: Using the Project ECHO model, an education program consisting of 7 core sessions and monthly mentoring sessions was devel-
oped. Each session included a didactic lecture, case presentation and interactive discussion. Surveys of participants were conducted before
and after the program to assess knowledge, confidence, and attitudes about palliative care as well as learning experiences from the program.

RESULTS: This virtual palliative care training program engaged 250 clinicians, including nurses (35%), medical assistants (28%) and physicians
(20%). Most participants rated the program as a valuable learning experience (96%) that they would recommend to their colleagues (98%).
Participants reported improvements in their knowledge and comfort related to palliative care after participation in the program, and had improved
attitudes towards palliative care with demonstrated statistical significance (p < 0.05).

CONCLUSIONS: Virtual training is a feasible model to support healthcare providers in a humanitarian health response. Project ECHO can help to
address the urgent need for palliative care in humanitarian responses by supporting healthcare workers to provide essential palliative care to the
growing number of individuals with serious health-related suffering in humanitarian settings.
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Introduction

Palliative Care in Humanitarian Crises

Palliative care aims to alleviate physical, psychological, social,

and spiritual suffering for individuals with serious progressive

illnesses and their families. Despite the significant burden of

health-related suffering and mortality, palliative care has been

largely absent from humanitarian crisis responses.1,2 The

2018 Lancet Commission on pain relief and palliative care

highlighted this need, describing an “abyss of access” while

also identifying that basic palliative care interventions are rela-

tively affordable and are “an essential component of any

response to humanitarian emergencies and crises”.3

In a recent global palliative care mapping study,

Bangladesh was categorized as level 3a, which describes a

country with “isolated palliative care provision” and

Bangladesh was noted to have patchy provision of poorly sup-

ported palliative care services.4 There are more than 600 000

people who are estimated to need palliative care at any point

in time, but only a few palliative care services – primarily in

the capital city of Dhaka – are in place.5 The majority of indi-

viduals with cancer do not seek medical attention before the

disease is advanced; and more than 80% of the individuals pre-

senting to a tertiary cancer hospital (National Institute of

Cancer Research and Hospital) have incurable disease at the

time of presentation.5
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Despite availability of sustained-release and immediate-

release oral morphine in Dhaka, opioids for pain relief are

rarely available outside of the capital, leading to a significant

burden of preventable suffering. Restrictive drug control pol-

icies, a lack of training among doctors and other health profes-

sionals, and myths regarding morphine lead to poor access

despite demonstrable clinical need.6 Furthermore, palliative

care training is not comprehensively incorporated into profes-

sional training programs for physicians, nurses, or other health-

care professionals.

Palliative care education represents a critical step to increase

access to this essential care in Bangladesh and other low- and

middle-income countries (LMICs).

Project ECHO

Project ECHO (Extension for Community Healthcare

Outcomes) is an online technology-enabled educational

model designed to strengthen the knowledge and skills of

community-level health care providers by providing remote

teaching, guidance, and mentorship. In this model, multi-point

videoconferencing is utilized to connect local healthcare provi-

ders (“spokes”) with specialists at a “hub” site (Figure 1).
Project ECHOhas been proposed as an innovative strategy to

address the significant need for palliative care education in set-

tings where resources are limited. Several studies in LMICs

have described programs using Project ECHO to provide pallia-

tive care education and mentorship in these settings.7,8 A 2019

systematic review examining the impacts for healthcare providers

participating in Project ECHO programs, identified very few

studies in LMICs and the quality of evidence of most studies

was low.9 Several more recent studies of palliative care Project

ECHO programs in Bangladesh and India report increased clin-

ical knowledge and skills for participants.7,10

Despite the potential benefits of virtual learning, there are

significant challenges to its implementation in resource-limited

settings, including a lack of face-to-face interaction and the

need to ensure adaptation of the training materials to the

local healthcare environment and resource realities.11 Virtual

training programs in humanitarian crisis situations have not

been widely reported, and this setting presents even greater

challenges for such programs, including rapid staff turnover

and poor internet connectivity. Exploring the use of virtual

learning in humanitarian settings, using Project ECHO, will

be important to guide the development of online education pro-

grams for future humanitarian health responses.

We developed and implemented a Project ECHO on

Palliative Care for healthcare workers in the Rohingya Refugee

Response in Bangladesh (RRC ECHO). The program is a part-

nership between Two Worlds Cancer Collaboration (TWCC),

Palliative Care in Humanitarian Aid Situations and

Emergencies (PallCHASE), and the Fasiuddin Khan Research

Foundation (FKRF). The goal of the program was to develop

a supportive learning community focused on strengthening par-

ticipants’ confidence and skill in providing basic palliative care.

This study aimed to describe the implementation and evaluate

the impact of delivering palliative care education and training

using Project ECHO in a medical humanitarian response. We

sought to assess program acceptability, and the impacts on lear-

ners’ self-reported knowledge, comfort, and practice changes.

Methods

Program Development

Learning Needs Assessment. We previously conducted 3 in-person

training workshops (2-4 days duration) on palliative care for

healthcare workers in the Rohingya response between June 2018

and Jan 2020, in Cox’s Bazar, Bangladesh. Participant and

faculty feedback from these workshops informed the RRC

ECHO program’s learning goals and helped to establish key

topics for the program, which were further refined during the

preparation phase (January - July 2020). We also incorporated

experiences from experts and key leaders, as well as knowledge

from our previous experiences with Project ECHO programs in

India, Bangladesh, and Nepal.7

Leadership Team Development. We established a core leader-

ship team of physicians, nurses, pharmacists, social workers,

and a project coordinator with experience in palliative care edu-

cation in Bangladesh and in humanitarian settings. This inter-

disciplinary team included local and international palliative care

experts. The teammet during the planning phase to develop the

learning program and share experiences regarding the health-

care system in the region, including information about the

availability of essential palliative care medications and supplies.

During the first iteration of the course, the leadership team

met after each session to debrief, review participant questions

and comments, and strategize about necessary modification to

the program. This facilitated rapid evolution to meet any shift-

ing educational needs of the participant audience. After the first

series of the course, the leadership team chose to reduce the fre-

quency of debriefing to once or twice per course as course

content became more firmly established.
Figure 1. Hub and Spoke model used in Project ECHO.
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Leadership team participants included 12 health care profes-

sionals (6 doctors, 3 nurses, 2 pharmacists, and 1 social worker)

with expertise in palliative care, including 4 faculty members

from Bangladesh, 1 from Kenya, and 7 from high income coun-

tries (Canada, US, The Netherlands). There was also 1 local

program coordinator who provided technical and administrative

support.

Course Content

Through a series of workshops, the leadership team developed

the course structure and the topics for 7 core sessions. A pilot

course (first cohort) was conducted in August to October

2020 and subsequent modifications were made to further

adapt the content to the local healthcare situation. Didactic

and case presentation content was peer reviewed by faculty

members familiar with the local palliative care situation and

medication availability to ensure that treatments discussed

were available. Wherever possible, course content was tailored

to the Rohingya humanitarian crisis. After the first cohort,

the content was finalized, translated into Bengali, and video lec-

tures were recorded in both Bengali and English (see Table 1).

Mentoring session topics are determined by discussion among

the leadership team, which was based on feedback from course par-

ticipants and included topics of relevance or interest to local health

care professionals. This also included specific learning gaps that the

faculty identified. Mentoring sessions are also intended to increase

awareness about palliative care among the wider community of

health care professionals in the Cox’s Bazar region.

Program Recruitment

We contacted local healthcare organizations and healthcare

providers via social media, text messages, telephone, and

word of mouth to invite healthcare providers to join the RRC

ECHO. All healthcare providers were welcomed to participate

free of charge. For the first two session of the course, partici-

pants who are not registered are permitted to join to explore

whether the course was of interest to them, and were then

encouraged to register to ensure if they wished to complete

the course and be eligible to receive a certificate.

Program Structure

The RRC ECHO program includes 2 components: 7 core

course sessions and ongoing mentoring sessions. The 7

weekly core course sessions cover key palliative care topics; par-

ticipants are required to engage in all 7 sessions receive a course

certificate. Optional monthly mentoring sessions are inter-

spersed with the core sessions and are open to all previous

and current participants and other health care workers in the

region. These mentoring sessions provide continuing profes-

sional development through support as well as ongoing mentor-

ing for past course participants.

Each core session consists of a short didactic teaching

session which summarizes content from a 20–30 minute

video that participants are required to watch before the teaching

session itself. Faculty presentations are followed by group dis-

cussion and then a faculty-driven case presentation. Each case

is designed to generate further discussion and provide oppor-

tunities for participants to reflect on implementing new

content into clinical care.

Mentoring sessions follow a similar format, but without pre-

recorded videos. For both types of sessions, participants are

encouraged to participate actively in the discussion and ask

questions either verbally or through the virtual chat. Several

faculty members monitor and respond to chat questions

throughout each session.

Learning Materials

After each live session, the session video recording is shared

with participants, as well as key learning points and

Table 1. Summary of Rohingya Refugee ECHO session topics.

CORE TEACHING TOPICS

1. Introduction to Palliative Models of Care

2. Which patients need palliative care

3. Pain Management

4. Managing Non-Pain Symptoms

5. Communication in Advanced Illness

6. Emotional and Spiritual Support to patients and families

7. Wound Care and Care of the Dying Patient*

MENTORING SESSIONS

1. Pediatric Palliative Care**

2. Pediatric Pain Management

3. Communicating with children

4. Non-pharmacological pain strategies for children

5. Home-based palliative care

6. Community-based palliative care model in the Rohingya
refugee camps

7. Challenging ethical situations in palliative care

8. Family centered care

9. Trauma informed care

10. Pain Assessment

11. Pain treatment using Opioids: Understanding tolerance and
addiction

12. The role of palliative care in COVID infection

*Topics both covered in one session.
**this topic was repeated twice due to high levels of interest.
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presentation materials (articles, slides). Participants are encour-

aged to join a private WhatsApp chat moderated by faculty,

providing a forum to share additional resources and answer par-

ticipants’ questions. Such asynchronous learning is intended to

create a larger community of practice for participants.

During the first iteration of the course, participants were

asked to complete a group assignment focused on challenges

to practical implementation of palliative care in their work

setting. Due to low levels of participation, and challenges for

group members to work together as a result of distance and

work schedules, the assignment was not used with future

cohorts, instead assignment content was coved through case

discussions and mentoring sessions. Further details of the

development of our ECHO program, including key practices

and modifications relevant to South Asia have been previously

described.7

Language

Participants are encouraged to ask questions in English or in

Bengali depending on their comfort. There are Bengali and

English versions of all core videos available for participants to

review before the sessions, which contain identical content.

There are Bengali speaking palliative care faculty present to

answer questions, clarify points, and translate key ideas into

Bengali during each session. In addition, a verbal Bengali lan-

guage summary is provided at the end of each session.

Program Evaluation

We contacted all registered participants via email to complete

short surveys at the time of registration and at the end of the

7 core sessions. These English-language surveys were devel-

oped from those previously developed for a pediatric palliative

care Project ECHO in South Asia.7,10,12 The surveys explored

participants’ experiences with palliative care training program,

including participant knowledge, comfort, and attitudes about

palliative care, with specific questions matching the content

of the core course sessions. We asked participants about their

experiences with the learning program, including program sat-

isfaction, barriers, and factors which supported and/or

enhanced their learning. We also asked participants about

their use of the additional learning materials (session recordings

and Supplemental materials) and to list any specific changes to

their clinical practice. Demographic data including health pro-

fessional education, medical specialty, professional role, years of

experience, type of health facility, and the number of individuals

needing palliative care who were seen on average each month

were also collected.

We piloted this survey for the first cohort and subsequently

modified the wording of comfort and attitudes questions based

on this initial pilot to improve clarity and simplicity in English,

and better reflect local palliative care concepts based on feed-

back from Bangladeshi leadership team members, who had

detailed knowledge of the level of English proficiency of

course participants. After cohort 1, we increased the number

of Likert scale response options from 5 to 7 to provide more

detailed response options. There were 21 participants who

completed the end of course surveys during this pilot phase.

Statistical Analysis

Descriptive statistics were obtained using Microsoft Excel.

Mann-Whitney U-tests were performed to evaluate differences

between knowledge, comfort, and attitude scores that partici-

pants reported before and after the program. An a-priori statis-

tical significance was set to p= 0.05.

Ethics Statement

The study was approved by the Children’s Hospital of Eastern

Ontario Research Ethics Board (CHEO 17/201X).

Results

Program Characteristics

During the study time period (Sept 11, 2020 to Aug 13, 2021)

34 education sessions were conducted. This included 3 itera-

tions of the 7 core didactic sessions and 13 optional mentoring

sessions. The average number of individuals attending each

session was 34 (SD 8.2, range 18-46).

Program Participants

During the study, 341 participants registered for Project

ECHO during the study time frame. There were 250 health

care professionals who attended at least one ECHO session,

89 of whom attended all 7 core sessions and received a certifi-

cate of course completion. Fifty-one participants completed the

final follow up survey. Participant characteristics for those who

completed the follow up survey are shown in Table 2.

Participant characteristics for those who registered for the

program were similar to those who completed the survey in

terms of gender, education, profession, and practice

characteristics.

Knowledge, Comfort and Attitudes Towards Palliative Care

At the course outset, participants reported the greatest lack of

knowledge in end-of-life care (n= 14, 27%), breaking bad

news (n= 9, 18%) managing pain (n= 13, 25%), and how to

introduce palliative care (n= 14, 27%). These were similar to

the areas in which participants self-reported their confidence

in clinical skills as lacking, which included identifying patients

needing palliative care (n= 16, 31%), treating pain (n= 13,

26%), identifying patients who are approaching end of life (n

= 14, 27%), and serving as a palliative care expert in their work-

place (n= 16, 31%). These statistics were determined by com-

bining participant pre-ECHO responses of 1 strongly disagree,
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2 disagree, 3 somewhat disagree, and 4 neutral. Further details

are shown in Table 3.

Clinical Practice Changes
All participants agreed that since starting the ECHO program

their knowledge of palliative care patient management had

improved, with 98% reporting “better” or “a lot better” knowl-
edge. When asked to list any specific changes in clinical practice

as a result of ECHO, 5 participants (10%) noted improvements

in their ability to provide appropriate wound care, 4 participants

(8%) mentioned that they had started using a validated pain

scale, 4 participants (8%) stated that they had started to

respond more empathetically to patients’ mental health

needs, and 4 participants (8%) felt better able to identify

patients in need of palliative care. However, participants also

noted that they needed additional clinical and/or formal teach-

ing to increase their practice change. The cost and availability of

palliative care medications were also identified as barriers for

22%, and 16% of participants respectively. During the study

time frame, oral morphine was available from very few health-

care programs in the Cox’s Bazar region. Table 4 shows further
details of participants’ learning experiences with the RRC

ECHO.

Program Acceptability and Satisfaction

The most frequent barriers to program participation included

time (n= 23, 45%) and technical barriers (n= 30, 59%), with

language noted by 9 participants (18%). Despite such chal-

lenges, participants reported a high level of course satisfaction,

as indicated by their willingness to recommend the ECHO to

colleagues (n= 50, 98%), and that they found the ECHO to be

a valuable experience for them (n= 49, 96%).

Learning Resources

Almost all participants (>94%) were aware of the online learn-

ing resources, and most (>90%) chose to access them on their

Table 2. Characteristics of participants for project ECHO on palliative
care in Rohingya Refugee Response.

N % TOTAL

Profession

Nurse 18 35.3%

Medical Assistant 14 27.5%

Physician 10 19.6%

Psychologist or Psychotherapist 4 7.8%

Physiotherapist 2 3.9%

Community Health Educator 2 3.9%

Pharmacist 1 2.0%

Primary Practice Setting

Primary Health Center 18 35.3%

Secondary Health Care Facility 24 47.1%

COVID Severe Acute Respiratory Isolation Center 4 7.8%

Health Post or Sub Centre 2 3.9%

Missing Data 2 3.9%

Gender n % Total

Female 18 35.3%

Male 33 64.7%

Focus of Professional Work*

Palliative Care 25 49.0%

General Medical Care 20 39.2%

COVID Care 18 35.3%

Pediatric or Neonatal Care 17 33.3%

Emergency Care 2 3.9%

Cancer Care 2 3.9%

Surgical & Orthopedic 1 2.0%

Years in clinical practice

< 2 years 13 25.5%

2-4 years 23 45.1%

5 years or more 13 25.5%

Missing data 1 2.0%

Average (SD), median 3.4 years
(1.86), 3
years

Highest level of education completed

Secondary School Certificate 2 3.9%

Undergraduate Degree 29 56.9%

Master’s degree 19 37.3%

(continued)

Table 2. Continued.

N % TOTAL

Missing data 1 2.0%

Number of palliative care patients managed
monthly

0 6 11.8%

1-10 23 45.1%

11-25 0 0.0%

26-50 19 37.3%

>50 3 5.9%

*Participants permitted to select more than one response.
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Table 3. Changes in Likert scale scores of participants’ knowledge, self-rated confidence, comfort, and attitudes about palliative care at baseline and the
end of ECHO program.*

KNOWLEDGE (N=49)

FOR MY SCOPE OF PRACTICE, I HAVE/HAD AN

APPROPRIATE LEVEL OF KNOWLEDGE ABOUT…

MEAN, BASELINE MEAN, END OF PROGRAM MEAN DIFFERENCE M-W U-

TEST** P VALUE

Medical conditions appropriate for palliative care 5.09 6.49 1.40 < 0.00001

How to introduce palliative care to patients/families 5.11 6.47 1.36 < 0.00001

Managing pain in advanced illness 5.13 6.34 1.21 < 0.00001

Managing nausea and vomiting 5.18 6.34 1.16 < 0.00001

Managing shortness of breath 5.27 6.40 1.13 < 0.00001

Managing anxiety and depression 5.25 6.45 1.20 < 0.00001

Breaking bad news to parents 5.27 6.48 1.21 < 0.00001

Managing end of life care 4.96 6.33 1.37 < 0.00001

CONFIDENCE AND COMFORT (N= 50)

WITHIN MY SCOPE OF PRACTICE, I AM
CONFIDENT IN MY ABILITY TO…

MEAN,
BASELINE

MEAN, END OF
PROGRAM

MEAN
DIFFERENCE

M-W U-TEST** P
VALUE

Identify patients needing palliative care 5.04 6.49 1.63 <0.00001

Introduce palliative care to patients/families 5.11 6.53 1.65 <0.00001

Discuss the role of palliative care with other health
care providers

5.15 6.57 1.53 <0.00001

Support individuals with serious illness 5.24 6.46 1.45 0.00003

Break bad news to a terminally ill individual 5.11 6.39 1.64 <0.00001

Treat pain using morphine 5.02 6.31 1.44 <0.00001

Manage nausea and vomiting 5.06 6.27 1.50 <0.00001

Manage shortness of breath 5.21 6.39 1.76 <0.00001

Provide bereavement care 5.13 6.51 1.45 <0.00001

Identify patients who are approaching end of life 4.89 6.22 1.77 <0.00001

Serve as a palliative care expert in my workplace 4.74 6.20 1.65 <0.00001

ATTITUDES ABOUT PALLIATIVE CARE

MEAN,
BASELINE

MEAN, END OF
PROGRAM

MEAN
DIFFERENCE

M-W U-TEST** P
VALUE

Palliative care can be provided concurrently with
curative treatment (n=32)

4.86 6.16 1.30 0.00008

Talking about death with a patient with a progressive
incurable illnesses can be appropriate (n=34)

4.82 5.94 1.12 0.00188

Providing palliative care is a worthwhile experience
for me (n= 48)

5.19 6.17 0.98 0.00034

Palliative care requires active care (n= 49) 5.07 6.21 1.14 < 0.00001

When used appropriately, morphine does not hasten
death (n= 48)

5.07 6.15 1.08 < 0.00001

*Item response options ranged from strongly disagree 1 to strongly agree.7 Further details of the exact wording of questions is found in Supplemental data files
(S1).
**Mann-Whitney U-test.
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own time. Video recordings of program sessions were the most

frequently accessed, with 57% watching the recordings to

review or learn more and 51% watching recordings for sessions

which they had missed. Participants also accessed the record-

ings to assist in their management of a specific patient (37%)

or to teach colleagues (33%).

Discussion
We successfully developed, piloted and implemented a virtual

palliative care training program for humanitarian healthcare

providers in Bangladesh, using the Project ECHO model.

Clinicians found this online learning to be a valuable and

supportive learning experience that they would recommend to

their colleagues. Participants reported improvements in their

knowledge, comfort, and attitudes towards palliative care after

participation in the program.

This is the first Project ECHO program exclusively focused

on healthcare workers in humanitarian settings. We found the

Project ECHO model to be successful in providing palliative

care education to humanitarian healthcare providers in a

remote region of Bangladesh, with more than 94% of partici-

pants agreeing that the program introduced them to best prac-

tices for providing care to individuals with serious illness. Most

participants found the program valuable and would recommend

Table 4. Participants’ learning experience with the RRC ECHO program.

BENEFITS OF PARTICIPATION, PARTICIPANTS AGREEING WITH THE FOLLOWING STATEMENTS* N %

I would recommend this program to my colleagues. 50 98.0%

Participating in this program was a valuable experience for me. 49 96.1%

This program was a supportive community of practice for me 49 96.1%

I have learned about best practices of care for patients with serious illnesses through this program 48 94.1%

I respect the knowledge of the faculty involved in this program 48 94.1%

This program was an effective way for me to learn 47 92.2%

This program reduced my professional isolation 41 80.4%

WHAT WERE THE OBSTACLES TO CHANGING YOUR CLINICAL PRACTICE BASED ON ECHO PROGRAM?** (N= 49) N %

I need for more formal teaching or training in palliative care 29 59.2%

I need clinical exposure or hands-on training in palliative care 24 49.0%

There is no one else at my hospital to help me implement palliative care as discussed in ECHO 11 22.4%

The medications discussed in ECHO are too expensive for my patients to afford 10 20.4%

I do not have enough time to provide care as described in ECHO 9 18.4%

The medications discussed in ECHO are not available in my setting 8 16.3%

Members of my team are not aware of palliative care and how it can help 5 10.2%

The rest of my team does not provide clinical care in the way it was discussed in ECHO 4 8.2%

No obstacles 1 2.0%

BARRIERS TO PARTICIPATING IN ECHO PROGRAM (N= 51)** N %

Technical issues (ie, internet connectivity) 30 58.8%

Lack of time or working hours interfering with ECHO session 23 45.1%

Language 9 17.6%

PARTICIPANT EXPERIENCES WITH LEARNING VIA THE ECHO PROGRAM (N= 51)* N %

I feel comfortable speaking, asking questions, and sharing my opinion with other participants 47 92.2%

I feel comfortable using videoconferencing to learn 46 90.2%

The faculty are supportive and approachable 48 94.1%

The faculty try to include and engage me in the discussion 46 90.2%

*Includes strongly agree, agree, or somewhat agree.
**Multiple responses permitted.
***Item response options ranged from strongly disagree 1 to strongly agree.7 See Supplemental data files (S1) for further details of questions.
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it to their colleagues. Increased awareness and interest in the

program was observed over the course of the study, with

increased participant registration in subsequent cohorts, and

sustained participation in ongoing mentoring sessions. Our

findings provide evidence of the feasibility and value of deliver-

ing virtual palliative care education to address the continued gap

in services for individuals with serious illnesses in humanitarian

settings.3,13

Participants experienced significant benefits from the

program, including improved knowledge and comfort in pro-

viding palliative care. Our findings mirror results from other

ECHO programs in South Asia that have identified positive

impacts on participants’ perceived knowledge and self-

efficacy in palliative care. Our findings are particularly

important since our study includes a relatively inexperienced

group of clinicians (70% had less than 5 years of experience)

where developing comfort in palliative care may be more

challenging. These findings are particularly relevant in

humanitarian settings, where there has been very limited pal-

liative care clinical activity or training to date, and high staff

turnover presents a further challenge.1 Project ECHO may

offer an innovative solution to address the gap in access to

palliative care training in humanitarian settings, where a

program structured around a short core program (7

modules) can provide basic training. This may then be

further enhanced with ongoing monthly mentorship from

faculty with knowledge of the local context. Further studies

should explore the longer-term impacts of involvement in

these types of educational programs.

Engaging community health workers in palliative care is

critical to increasing access to services for seriously ill indivi-

duals who may not seek care from health facilities and often

reside in rural or remote areas.14 Our education program

included a wide variety of health professions including

nurses, physician assistants, as well as community health edu-

cators, whose highest level of formal education was secondary

school. Further studies should explore how training programs

can support the educational needs of a variety of health

workers.

Developing training programs that address the learning

needs of community-level health workers is especially import-

ant in humanitarian settings where there are frequently

shortages of more highly skilled professionals.

A previous study of learners’ experiences with Project

ECHO in South Asia identified language as a barrier to partici-

pation.7 We modified the Project ECHO model to mitigate

potential language barriers to participation. To address lan-

guage challenges, we included Bengali speaking faculty, a

Bengali summary at the end of the session, and Bengali

pre-session videos. To allow opportunities for participants to

review and study the course material at their own pace, we pro-

vided participants with presentations and other learning mate-

rials via social media to complement the live sessions. Despite

these supports, 18% of participants in our study cited language

as a barrier to active participation.

Complementing live ECHO sessions with social media and

electronic resources also provides additional opportunities for

learning, as described in our previous work on Project

ECHO.7,10 We previously described how learners used these

additional resources to teach their colleagues or students,

share with colleagues outside of the ECHO, or as a guide

when faced with a particular clinical situation.10 Similarly, the

participants in this study reported accessing materials to guide

patient care and to teach or share with colleagues. These find-

ings suggest that access to learning materials is particularly

important and future studies should further explore the

impact of these materials on participant learning.

Technical barriers are often identified as a significant

barrier to e-learning in LMICs and were common in our

study as well.11 Despite nearly 60% reporting internet con-

nectivity as a barrier to participation, participants remained

highly satisfied with the program and found it to be a valu-

able experience. The availability of video recordings may

have mitigated this issue. This experience mirrors findings

from our pediatric palliative care ECHO program in India

where participants also noted internet connectivity problems

as a barrier.7

Study Strengths

We describe an innovative virtual palliative care training

program suitable for humanitarian settings, which includes

experiences from a wide range of health professionals. The

key features of this program include attention to the local

healthcare situation and culture, suggesting that with these con-

siderations the program may be transferable to other humani-

tarian settings.

Study Limitations

Although 250 participants joined the RRC ECHO Program,

only 51 completed the full survey at the end of the program

and the lower number of completed surveys could still lead to

a selection bias in favor of those who found the ECHO to be

most useful or participated more fully. Participants were also

asked to self-report their knowledge, comfort, and attitudes

towards palliative care, which may not accurately describe

their abilities. Since surveys were in English, language barriers

may also have affected survey responses and participation

rates, despite our efforts after the pilot course to simplify the

English used in the surveys and ensure that it was easily com-

prehensible to participants. We could not assess patient-level

impacts. Future studies should seek to assess the impact of pal-

liative care training on the clinical care experiences of indivi-

duals with serious illnesses and their families, including

bereaved family members.
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Conclusion
Virtual learning using Project ECHO is an innovative strategy

to provide education in palliative care for healthcare providers in

a humanitarian health response, which can improve access to

palliative care services for individuals with serious health-related

suffering.
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