
https://doi.org/10.1177/2333794X211043061

Global Pediatric Health
Volume 8: 1 –8 
© The Author(s) 2021
Article reuse guidelines:
sagepub.com/journals-permissions 
DOI: 10.1177/2333794X211043061
journals.sagepub.com/home/gph

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons 
Attribution-NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial 

use, reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE 
and Open Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).

Provider Wellness, Training, and Education – Original Research Article

Background

Children with life-threatening or life-limiting conditions 
frequently experience significant pain or other symp-
toms during treatment and in the terminal phase of 
their disease. Palliative care can improve the manage-
ment of symptoms and communication with children 
and their families.1,2 Globally, an estimated 21 million 
children require palliative care annually, with 98% of 
these children living in low- and middle-income coun-
tries (LMICs) where access to palliative care is often 
limited.3 Providing palliative care education and men-
torship programs that are effective and readily accessi-
ble is important to improve access to palliative care for 
children in resource-limited settings.4

Project ECHO (Extension for Community Healthcare 
Outcomes) is an educational model that connects com-
munity-level health care providers in underserviced 
areas with specialists.5 ECHO uses a “hub and spoke” 

design to connect a team of experts (the hub) with mul-
tiple participants (the spokes) during regularly sched-
uled sessions which support learning and mentorship 
(Figure 1). ECHO has been proposed as an effective 
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Abstract
Project ECHO (Extension of Community Healthcare Outcomes) is an innovative model of online education which has 
been proposed to enhance access to palliative care in resource-limited settings. There is limited literature describing 
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qualitative description study explores the learning experiences of participants in a Project ECHO program on pediatric 
palliative care in South Asia through focus group discussions. Discussions were transcribed, coded, independently 
verified, and arranged into overarching themes. We identified learning themes including the importance of creating 
a supportive learning community; the opportunity to share ideas and experiences; gaining knowledge and skills, and 
access to additional learning materials. Designing future programs to ensure a supportive and interactive learning 
community with attention cultural challenges may enhance learning from future Project ECHO programs.
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strategy to address the need for pediatric palliative care 
education in LMICs by connecting specialists with pro-
viders in rural or remote settings where there are many 
children needing palliative care.6,7

A recent systematic review of 52 studies, examining 
the impact of ECHO, reported that participants report 
overall favorable results for increased knowledge and 
self-efficacy from ECHO participation, although the 
strength of evidence for most of the studies was low and 
very few studies were conducted in LMIC.8 Evidence 
from LMICs about the experiences of learners with 
Project ECHO is particularly relevant given the growing 
options to implement virtual training in these settings.7 
Understanding the learning experiences of health care 
providers participating in virtual training is needed to 
effectively adapt and implement learning programs to 
address the learning needs of individuals in these set-
tings. The objective of this study is to explore the per-
spectives and experiences of participants in a virtual 
learning and mentorship program on pediatric palliative 
care in South Asia.

Materials and Methods

Program Structure

Since 2018, a collaborative team, from the Hyderabad 
Centre for Palliative Care (HCPC) and Two Worlds 
Cancer Collaboration (TWCC), has implemented 9 
Project ECHO courses on palliative care, which have 

been described elsewhere.9 Since 2018, 15 new children’s 
palliative care services have developed, including 10 
community-based programs in India (8) and Bangladesh 
(2) and 5 hospital-based programs (Bangladesh (4), 
India (1)). Participants from 11 of these programs par-
ticipated in these Project ECHO courses, while prac-
titioners from the remaining new programs were 
involved in other training programs supported of 
TWCC and HCPC, including in-person Advanced 
Certificate Courses and other similar programs. The first 
Project ECHO course (March 2018-February 2019), 
comprised regular teaching sessions (90 minutes) every 
2 weeks. The HCPC was the hub site, with additional 
specialist faculty from India, Canada, the United States, 
South Africa, the United Kingdom, Australia, and New 
Zealand also participating. The program’s curriculum 
was developed from a review of the relevant literature, 
an online needs assessment of participants at the time of 
registration, and input from the program’s faculty. Each 
session consisted of a didactic presentation by a clinical 
expert, followed by a clinical case presentation by a par-
ticipant, and then group discussion. During the discus-
sion, the session facilitator invited participants to share 
their experiences and encouraged interaction and dis-
cussion from all learners. All sessions used multi-point 
video-conferencing software (Zoom), and session 
recordings were available for learners to review after-
wards. After each session, the key learning points and a 
link to a database of additional resources were shared 
with participants via email and social media.

Figure 1. Hub and spoke model of Project ECHO.
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Study Population and Setting

Learners from this Project ECHO were invited by 
email to participate in a focus group to explore their per-
spectives and learning experiences with the program. 
Demographic and professional practice characteris-
tics of study participants was collected. Focus groups 
occurred approximately in the 3 months after the pro-
gram finished (February-April 2019). Focus groups had 
3 to 8 participants (depending on how many participants 
could be scheduled for a particular time). Participants 
were assigned to a focus group based on availability.

Sampling Strategy

Learners who had attended at least 5 of the 24 sessions 
were invited to participate in this study. By including 
learners who had attended a small number of sessions, 
we deliberately sampled a broad range of participants 
representing diverse learner experiences. All eligible 
learners were invited to participate and recruitment 
efforts sought to include participants from a variety of 
locations and professional backgrounds for maximum 
variation within the dataset, as well as those who were 
noted to be engaged participants (eg, those who fre-
quently offered comments or suggestions during case 
discussions) and those who spoke less often.10,11

Data Collection

Due to scheduling constraints and the geographical 
distances between participants, 2 focus groups were 
conducted using internet-based videoconferencing. This 
likely posed no barriers to participants as they were 
accustomed to meeting virtually for the learning ses-
sions. Two focus groups were conducted in-person by 
scheduling them concurrently with other professional 
activities that brought some of the participants together 
(eg, conferences and training workshops). All focus 
group discussions were facilitated by 1 study team 
member (MD, female physician), with a second research 
team member (EE, female medical student) who took 
field notes but did not participate in the discussion. 
Focus group facilitator training and guidance was pro-
vided by a member of the research team with expertise 
in this area (DN). The smaller focus group sizes were to 
allow for adequate participation, since non-verbal cues 
are limited, and the facilitator had a more active role in 
encouraging discussion and sharing of ideas. Focus 
group size was also limited by participant availability. 
Data was collected from all study participants who were 
able to participate, based on availability.

We chose to use focus groups to facilitate the co-cre-
ation of knowledge between participants and provide 

opportunities for knowledge to build from comments 
from others.12 We hoped that group interaction would 
allow participants to interact and share their lived expe-
riences to permit the co-construction of the multiple 
realities. Focus groups are often used to understand the 
factors which influence participants’ attitudes, actions, 
and perceptions which is of particular interest in this 
study, particularly in settings where the research is 
exploratory, as was the case in our study.13 Data collec-
tion was continued until all participants who it was pos-
sible to involve in the study had participated.

The facilitator (MD) was known to study partici-
pants, from her involvement as a member of the ECHO 
program leadership team. The participants were intro-
duced to the facilitator at the beginning of the focus 
group, when a discussion of the team’s goals for doing 
the research were explained. The research goals were 
also outlined in the study invitation documents.

A discussion guide was developed, informed by a lit-
erature review, to ensure that each focus group discus-
sion covered the same topics. Three authors (MD, EE, 
DN) developed the guide (Table 1) which explored par-
ticipants’ learning experiences and incorporated key 
principles from medical education related to Project 
ECHO. The questions were designed to be open-ended 
and the facilitator encouraged exploration of topics 
through follow-up questions or probes until no new 
information was expressed.14 All focus groups were 
audio-recorded and transcribed verbatim. Transcripts 
and coding were not returned to participants for com-
ment or correction.

Data Analysis

Thematic analysis of the focus group data was con-
ducted within a qualitative description approach.15,16 An 
initial coding scheme of inductive codes was developed 
manually by the team and refined as the analysis pro-
ceeded and the team members became more familiar 
with the data. The key aspects of learning from Project 
ECHO were also used to inform the development and 
organization of codes. Once the coding scheme was 
finalized, the transcripts were manually coded by 1 
author (EE) and then verified independently by 2 other 
authors (MD, SM) to ensure consistency and accuracy 
in coding. Any disagreements in coding at this point in 
the analysis were settled by team consensus.

Results

Participant Characteristics

All 36 learners who were eligible were invited to partici-
pate. Twelve participants (33%) did not respond to the 
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email invitation to participate, 24 (66%) participants 
consented but 7 (19%) of these were unable to partici-
pate due to difficulties with scheduling of focus groups 
at a time which was convenient for them (n = 6, 17%) or 
having moved to another country (n = 1, 2.8%). In total, 
17 learners (47% of eligible participants) participated 
and 4 focus groups (2 in person, 2 virtual) were con-
ducted. Participants practiced in a variety of settings in 
India and Bangladesh, which are shown in Table 2. 
Focus groups were 45 to 60 minutes in duration.

Themes

Two major themes and 6 sub-themes were identified 
through the analysis of the focus group transcripts, as 
shown in Table 3.

Theme: Benefits of Participation

Participants consistently spoke about the benefits 
derived from participating in this program. These bene-
fits fell into 4 subthemes: creation of a supportive learn-
ing community; opportunity to exchange ideas and 
experiences; increased relevant knowledge and skills; 
and access to additional learning resources.

Creation of a supportive learning community. The sense of 
community and opportunity for networking afforded by 
the program was a salient theme across all focus groups. 
Becoming members of an international learning com-
munity was a meaningful aspect of participants’ experi-
ences. Indeed, participants reported that they would like 

to create a more permanent or ongoing community to 
continue collaboration. While the program was running, 
participants also constructed additional learning com-
munities at their own health facilities, stimulated by 
participation in the ECHO program. Moreover, net-
working with other care providers both within their 
own country and internationally built opportunities for 
sharing knowledge and resources outside of the ECHO 
platform. The presence of supportive faculty who are 

Table 2. Demographic Data of Focus Group Participants 
(N = 17).

Focus group 
participants

Sex n (%)
 Male 12 (70.6)
 Female 5 (29.4)
Country of residence
 India 10 (58.8)
 Bangladesh 7 (41.2)
Health profession
 Physician 14 (82.4)
 Pharmacist 1 (5.9)
 Nurse 1 (5.9)
 Palliative care program coordinator 1 (5.9)
Primary practice setting
Rural palliative care service (combined 

hospital and community-based service)
8 (47.1)

Hospital-based palliative care service 7 (41.2)
Hospice 1 (5.9)
Community-based palliative care service 1 (5.9)

Table 1. Typical ECHO Pediatric Palliative Care session timeline.

Section Approximate duration Description

Introduction 5 minutes Facilitator welcomes participants
Didactic presentation 20-30 minutes The speaker is introduced and leads a didactic teaching session
Discussion 10-15 minutes Participants are invited to discuss the topic and ask the speaker 

questions (verbally or written in chat feature)
The facilitator leads group in discussion around the potential local 

challenges to implementation of treatments discussed by the speaker
Case presentation 10 minutes One participant presents a clinical case (case does not include any 

personal health information), using a structured template
The presenter identifies 2 to 3 key questions from the case for 

discussion
Case discussion 15-20 minutes Participants discuss the key questions from the case

The facilitator stimulates discussion by asking questions or asking 
participants to share relevant experience

The facilitator encourages verbal questions, but offers participants the 
option to write questions or comments in the chat feature

Summary 10 minutes The facilitator summarizes the key learning points of the session
Post-session Electronically (email, 

file sharing sites, and 
social media)

The program coordinator shares key learning points, relevant clinical 
resources (articles, book chapters, guidelines), and the video 
recording link with participants
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Table 3. Study Themes and Sub-Themes, With Illustrative Quotes.

Illustrative quotes

Benefits of participation: 
Creation of a 
supportive learning 
community

P16: “So, actually, I feel that I am in a community. This is more like a classroom and I can attend or 
share my knowledge or my experiences with another person or another people that are sitting in a 
different country. I feel that we are sitting in one room. I do feel that. I think it is good that I feel I 
am in the community in learning from different countries”

P10: “when I saw [the ECHO facilitator] for the first time in Bangladesh, I didn’t feel like I was a 
stranger or anything. We knew each other for one year on the ECHO platform and it’s kind of 
helped us to speak easier”

P6: “I felt like a family. When [the ECHO facilitator] calls on me and asks what my name is, we feel 
very welcome”

Benefits of participation: 
Opportunity to 
exchange ideas and 
experiences

P8: “We are different people from different culture, and the culture is not matching with everybody 
or the culture is not the same. Sometimes I definitely feel comfortable to raise issues regarding 
what we are doing in our country to compare with other countries. I think it’s rational and it’s 
helpful”

P2: “There are cultural differences and similarities that have yet to be explored, and these ECHO 
sessions are very helpful for that.”

P16: “There are lots of physicians that are not aware enough to use opioids. . .So I take this 
opportunity as my responsibility to make aware all of the physicians that it’s a good drug and you 
can prescribe it and how to prescribe it.”

Benefits of participation: 
Increased palliative care 
knowledge and skills

P8: “The sessions give me the floor to learn new things in pediatric palliative care. After the case 
presentation there is a group discussion which is helpful. These have helped me a lot to learn new 
cases. I am so happy because pediatric palliative care is new for me.”

P1: “Before the ECHO session, I have a fear and feeling that I could not communicate with 
children. . . By the ECHO session, now I know how to communicate with children and how to talk 
with their parents about death and the prognosis. This is the most important thing that I learned 
from the ECHO”

Benefits of participation: 
Access to additional 
learning materials

P17: “I make a folder in my laptop on ECHO folder. I have downloaded all the videos from ECHO 
and I make a folder of those videos, all 26 weeks of literature and lectures,”

P14: “She [another physician] contacted me saying that she wants to start some pediatric palliative 
care in their remote hospital and how to go about it. I also shared with her those resources to start 
getting some ideas.”

Challenges to 
participation: Time 
management

P4: “From 9-5 we have to cover our patients, home care we have to attend, we have to go for lunch 
also and we have to attend ECHO Sessions, and team meetings, and case presentations. . ..We 
have to go here and there and we have to update everything, there are a lot of people suffering.”

P8: “I wanted to make that time, but it was very difficult for me. I would get caught up in so many 
things”

P11: “Coming to a monthly session is okay, but with 2 meetings each week on our side, and of 
course locally we have to attend so many meetings, sometimes from health commissioner, so we 
have to do all of those things.”

Challenges to 
participation:  
Socio-cultural factors

P5 “English is a barrier. So, I can translate some slides in Bangla (Bengali language) and I can also 
share some videos. The videos are in English, but I can translate for them.”

P11 “I was feeling shy because we didn’t know each other”
P12: “Sometimes we are not comfortable and wonder if we should ask the question or not. In our 

culture, sometimes there are some barriers. Sociocultural things [are] an important part of our 
centre and culture, but sometimes it is uncomfortable for us.”

from a similar culture and speak the same language 
emerged as an important component of the learning 
community. Participants also note that the facilitator 
become a trusted teacher and welcoming presence 
encouraging their sustained participation.

Opportunity to exchange ideas and experiences. Partici-
pants identified the unique ideas and experiences which 
different learners brought to the program as a significant 

benefit of the program. Participants recognized that the 
program provided a platform for sharing ideas from 
across a wide range of resource levels, cultures, and pal-
liative care settings.

Increased Knowledge and Skills

Participants identified the importance of gaining new 
knowledge and skills relevant to pediatric palliative care, 
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particularly as this related to their own self-identified 
knowledge gaps. Learning in areas which were particu-
larly challenging, such as communication with children 
were also areas which participants regarded as particu-
larly valuable.

Beyond the benefits of the knowledge itself, partici-
pants noted reductions in stress, as ECHO PPC provided 
them with skills to better address their patients’ needs.

Access to additional learning resources. Participants used 
the additional educational resources which were pro-
vided after ECHO sessions for a variety of purposes. 
Participants adapted the resources to teach their col-
leagues or health professional students or to specifically 
address clinical issues with their own patients. They also 
shared the resources with others who had not attended 
the ECHO sessions, including colleagues who they were 
supporting or mentoring.

Challenges to Participation

Time management. The difficulty of managing time 
constraints and balancing hectic practice schedules to 
attend ECHO sessions were noted as common chal-
lenges across the focus groups.

There was 1 diverse case mentioned by participant 10 
relating to how missing sessions lead to stress “A couple 
of times, those days were really critical, and I couldn’t 
make it for the session. It was just not possible. Then you 
would feel bad that you missed this. That would really 
bring stress because you missed out. That reminds me of 
the session where I were supposed to have a Zoom call 
and I slept, I got up in the middle of the night and started 
messaging her [PI] and didn’t fall asleep the whole 
night because I was so panicky.”

Socio-cultural factors. Barriers related to language chal-
lenged participants’ abilities to communicate their 
knowledge or to engage fully in the sessions. A reluc-
tance to speak in the group setting due to shyness or 
for fear of not being understood emerged a challenge. 
Participants noted that cultural barriers to asking 
questions also presented a challenge.

Discussion

Our study describes the perspectives and experiences 
of learners who participated in a 1-year online series 
of learning sessions (ECHO program) on pediatric pal-
liative care for healthcare providers in South Asia. 
Participants identified benefits and challenges to partici-
pation, which provide new insights into how Project 
ECHO facilitates participant learning in palliative care.17

Supporting health care providers to change their clin-
ical behaviors is key to efforts to improve palliative care 
access for patients, through Project ECHO. Medical 
education literature suggests that learners are more 
likely to engage in new behaviors if they receive posi-
tive reinforcement from influential individuals.17,18 We 
report a novel finding related to learning from ECHO; 
the facilitator plays a key role in supporting learners to 
incorporate new clinical skills into their practice. In our 
study, participants specifically identified that the facili-
tator would summarize key messages, noting that this 
improved learning from ECHO sessions. Participants 
also noted that the facilitator became a familiar, trusted, 
and welcoming leader who bridged the gap between pal-
liative care practices described by experts from high-
income settings and their own practice settings. These 
attributes and actions of the facilitator contributed to 
participants’ increased confidence and sense of support 
in adopting and performing new behaviors.

A related finding was reported for ECHO program on 
hypertension in the USA, where described the impor-
tance of the moderator who is both a knowledgeable dis-
ease expert and skilled instructor.17 The facilitator’s role 
in our program is slightly different, with the facilitator 
described as building a supportive learning community 
where learners felt welcome to participate in the discus-
sion. Having a facilitator who is a member of the local 
culture was valued, and participants identified how that 
made them feel more at ease asking questions. Further 
studies should seek to explore the role of the facilitator 
in learning through ECHO in low- and middle-income 
countries, particularly since participants in these settings 
may be more hesitant to actively participate and ques-
tion new knowledge, due to socio-cultural hierarchies.

We describe several additional novel findings, with 
learners deriving significant benefit from easy access to 
relevant educational resources and learners being stimu-
lated to engage in additional learning outside of the for-
mal ECHO sessions, with several participants describing 
how they conducted discussions or shared resources 
with their colleagues based on the content of ECHO ses-
sions. Participants identified that these activities led to 
further consolidation of their learning, by increasing 
their confidence and providing positive reinforcement 
of new behaviors learned from ECHO. Participants 
accessed the learning resources to enhance the clinical 
care they provided in their workplaces, directly linking 
the knowledge and skills acquired from ECHO to 
patient care. These finding may be particularly relevant 
in LMICs, where online resources may be blocked by 
paywalls, and thus may not have been identified in pre-
vious studies in high income settings where online 
learning materials and expert advice may be easier to 
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access. Since these types of benefits have not been pre-
viously described in ECHO programs, further studies 
should seek to explore these findings in greater detail.

A key component of the ECHO model is “de-monop-
olizing” knowledge and the concept of “all teach, all 
learn,” emphasizing the unique contributions and knowl-
edge that all participants bring to ECHO, both special-
ists and participants.7 This idea was highlighted by our 
participants, who emphasized the value of the peer 
learning community, noting that this was especially 
helpful when approaching difficult cases in their per-
sonal practice. We also describe how a sense of commu-
nity emerged among learners which persisted even after 
completion of the program, as participants noted that 
they felt connected to other group members and 
expressed a desire to maintain connections and pursue 
ongoing collaboration. Beyond simply creating a learn-
ing community, we also found that participants noted 
how this support and encouragement reduced their per-
sonal stress levels and enhanced their participation. 
These findings have not previously been reported in the 
literature, and further studies should seek to explore this 
finding in relation to the practices of clinicians in LMIC 
where professional networks may be different than those 
in high income settings.

Study Strengths and Limitations

This is the first study to explore the experiences of ECHO 
participants in a resource-limited setting. Our findings 
represent the perspectives of participants from a broad 
range of practice locations, demographic characteristics, 
and professional backgrounds, suggesting that these 
findings have some degree of transferability. We also 
recognize that our findings are specific to this ECHO 
program and that participant perspectives are therefore 
influenced by the program content as well as the facilita-
tor and participant dynamics. Given that our study was 
situated in South Asia, future studies could examine how 
geography and socio-cultural factors impact the learning 
experiences of healthcare providers and whether differ-
ences exist between regions or healthcare professions. A 
limitation of our study was the number of participants 
who agreed to participate but who could not participate 
in a focus group due to scheduling conflicts.

Conclusions

Our study identified the key benefits and barriers for 
healthcare providers participating in a technology-enabled 
learning program on pediatric palliative care (Project 
ECHO). Making the program’s learning resources (video 

recordings, presentations, journal articles) available for 
sharing and use outside of the ECHO sessions is par-
ticularly important in LMICs. When developing ECHO 
programs, educators should pay close attention to the 
role of the facilitators, ensuring that these individuals 
are aware of their critical role in creating a supportive 
learning community for participants. Facilitators should 
also be encouraged to address the cultural and resource 
differences in medical care in LMICs, by making sug-
gestions and stimulating discussion about how to adapt 
treatment plans from high income settings to local 
resource constraints. These considerations may allow 
educators to improve the quality of learning from 
Project ECHO for healthcare providers in resource-lim-
ited settings.
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