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ABSTRACT
Background: In Ireland and internationally, small-group learning (SGL) has been shown to be 
an effective way of delivering continuing medical education (CME) and changing clinical 
practice.
Research Question: This study sought to determine the benefits and limitations, as reported 
by Irish GPs, of the change of CME-SGL from face-to-face to online learning during COVID.
Methods: GPs were invited to participate via email through their respective CME tutors. The 
first of three rounds of a survey using the Delphi method gathered demographic information 
and asked GPs about the benefits and/or limitations of learning online in their established 
small groups. Subsequent rounds obtained a consensus opinion.
Results: Eighty-eight GPs across Ireland agreed to participate. Response rates varied from 
62.5% to 72% in different rounds. These GPs reported that attending their established CME- 
SGL groups allowed them to discuss the practical implications of applying guidelines in 
COVID care into practice (92.7% consensus), reviewing new local services and comparing 
their practice with others (94% consensus); helping them feel less isolated (98% consensus). 
They reported that online meetings were less social (60% consensus), and informal learning 
that occurs before and after meetings did not take place (70% consensus). GPs would not like 
online learning to replace face-to face-CME-SGL after COVID (89% consensus).
Conclusion: GPs in established CME-SGL groups benefited from online learning as they could 
discuss how to adapt to rapidly changing guidelines while feeling supported and less 
isolated. They report that face-to-face meetings offer more opportunities for informal 
learning.
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Introduction

Continuing medical education (CME) is part of the 
process of lifelong learning that all doctors under
take from medical school until retirement in order 
to keep their clinical knowledge and practice up to 
date [1]. In Ireland, CME for general practitioners 
(GPs) is delivered by a national network of 40 tutors 
based locally who coordinate ‘small group learning’ 
(SGL) sessions for 2–5 groups of GPs. Under the 
direction of the tutors, group leaders (who are group 
members) facilitate teaching which involves small 
groups of 8–12 GPs meeting in the evenings after 
work for approximately 2 hours to discuss cases, 
reflect on evidence presented in the meeting and 
consider what changes they will make to their own 
practice. Tutors not only co-ordinate this teaching 
but are responsible for teaching within their own 
small groups within a local area. There are typically 
7–8 meetings per group per year and around 1400 

CME-SGL meetings annually across the country. 
First established in 1983, the tutor network is 
funded by the Health Service Executive (HSE), 
Ireland’s national health authority, and is governed 
by the Irish College of General Practitioners (ICGP), 
which also administers the professional competence 
scheme for GPs.

There is a large body of literature which examines 
the effectiveness of CME for physicians and for their 
patients [2–4]. The effectiveness of any medical edu
cation intervention is influenced by the format 
through which it is delivered. Structured small 
group work has been shown to contribute to an 
individual’s increase in and ongoing use of knowl
edge in Ireland [5]. CME-SGL provides opportunities 
for doctors to meet with colleagues and have time 
away from practice obligations, incorporating perso
nal, social, and professional experiences into the 
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learning process [6,7]. The core skills applied in SGL 
are questioning, listening, responding and explaining 
[8]. These skills form a platform to facilitate reflection 
and discussion; however, the success of this approach 
is dependent in part upon the roles and responsibil
ities taken by students (participants) and tutors 
(including group leaders) and the consequent group 
dynamic.

A recent paper assessed, analysed, and compared 
CME programs for general practice in the United 
Kingdom, Norway, the Netherlands, Belgium, 
Germany, Switzerland, and France and concluded 
that future CME programs for GPs should develop 
curriculum objectives, promote innovative compre
hensive learning platforms, establish clear rules for 
sponsorship, develop new financing models, and 
scientifically evaluate CME training [9]. The authors 
noted the importance of cooperation between pri
mary care providers and health authorities during 
the Corona pandemic, and that the forecasts of an 
increase in pandemics emphasise the importance of 
appropriate training content in CME.

In line with changes to medical education that 
occurred worldwide during the COVID-pandemic, 
the mode of CME-SGL in Ireland changed from face- 
to-face meetings to online interaction. Such changes 
have been found to significantly affect medical edu
cation as well as clinical training; moreover, the 
COVID pandemic altered the way people interacted 
with each other [10]. This study sought to determine 
the benefits and limitations, as reported by GPs, of 
the transfer of Irish CME-SGL to online meetings.

Methods

This study was carried out from March 2021 over 
a 6-month period following ethical approval obtained 
from the ICGP in 2020, and involved the application 
of the conventional Delphi survey technique in which 
a series of questionnaires are sent to a target cohort 
(experts) over a set period with the aim of achieving 
an expert consensus [11,12]. Three sequential surveys 
were sent in electronic form to a national sample of 
GPs attending CME-SGL in the Republic of Ireland. 
The Delphi method was considered an optimal means 
of obtaining consensus on the target group as the 
survey could be carried out online and in an anon
ymous manner during the time of COVID restric
tions. The iterative approach ensured participants 
could reflect on group consensus over the three 
rounds of the survey.

An initial email was sent by the principal investi
gator to all 40 Irish CME tutors nationally explaining 
the nature and purpose of the study and asking for 
help to recruit volunteers from their CME groups 
(comprising just over 2800 CME-SGL attendees 
across Ireland). All CME tutors replied by email to 

the principal investigator agreeing to email their 
group members directly, thus ensuring a national 
sample. After this, tutors had no further involvement; 
in particular, they were not made aware of who 
volunteered to participate, or what their responses 
were regarding online learning. CME tutors could 
therefore not influence participation or responses in 
any way.

Participants volunteered to be involved in the 
study by emailing the principal researcher and by 
giving their signed consent. As all those who agreed 
to participate were recruited, no randomization was 
applied. Participants were advised that they could opt 
out at any stage of the study and that all responses 
were anonymous. They were then sent questionnaires 
(3 rounds) via Survey Monkey. With each survey 
round, a single reminder email was sent to all parti
cipants 2 weeks after the original email. Apart from 
these emails, there was no direct contact between the 
principal investigator and study participants.

The first round of the survey collected descriptive 
information on the expert group including age, gen
der, number of years in practice, and location of GP 
practice (rural or urban). In addition, the first ques
tionnaire asked two open-ended questions to be 
answered in free text:

(i) What were the benefits (if any) of CME-SGL 
being transferred online during the COVID- 
19 pandemic?

(ii) What were the limitations (if any) of CME- 
SGL being transferred online during the 
COVID-19 pandemic?

Responses received from the first round were 
reviewed by the research team. Where two or more 
GPs gave similar responses to a question, these were 
collated into a single statement. All statements, with
out exclusion, were then divided into several key 
themes (Table 2). Subsequently, in the round two 
questionnaire, GPs were asked to indicate on 
a Likert scale their level of agreement with each of 
the statements as ‘strongly agreed’ (1), ‘agreed’ (2), 
‘neither agreed nor disagreed’ (3), ‘disagreed’ (4), or 
‘strongly disagreed’ (5).

The results of the second round of the Delphi 
process were reviewed by the research team and 
those statements with which more than 60% of GPs 
had either strongly agreed or agreed were considered 
to represent the consensus view and thus the study 
outcome (Table 2). Statements which received less 
than 40% agreement were excluded from the final 
results.

The second-round responses had indicated satisfac
tion with certain aspects of the move to online teach
ing for CME-SGL, and dissatisfaction with other 
aspects of this educational format. Accordingly, in 
the third round of the Delphi survey the research 
team included just two specific questions, focusing 
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on whether a permanent switch to online teaching 
might be desirable, and on informal aspects of face- 
to-face meetings. In this round, GPs could also provide 
free text comments.

Results

Eighty-eight GPs from 10 different tutor groups 
consented to participate in the study. The response 
rate was 72.7% in round one, 62.5% in round two 
and 64% in round three. Participant demographics 
and practice settings (Table 1) were consistent with 
those previously published for GPs attending CME- 
SGL [5].

Collation and review of round one responses gen
erated statements comprising five main themes, 
including educational benefits of online CME-SGL, 

helping GPs to cope at a time of significant change in 
practice, importance of prior knowledge of the group 
for online learning, challenges associated with online 
learning and convenience of online learning 
(Table 2).

Consensus was obtained on 15 statements in 
round two (Table 2); two statements on lack of enjoy
ment for and difficulty with concentration during 
online CME were rejected (less than 40% agreement). 
These GPs agreed that online CME-SGL facilitated 
interaction with their colleagues which they found 
supportive at a time of uncertainty and constant 
change. The online sharing of knowledge on new 
clinical problems, treatment guidelines and services 
helped them to cope during then pandemic. They 
agreed that prior knowledge of the group created 
trust and a level of comfort, but that certain topics 

Table 1. Demographics and experience of GPs (N = 88) in the Delphi study 
group.

Participating GPs 
N [%]

Response rate round one 64 [72.7%]
Male GPs 25 [39%]
Female GPs 63 [61%]
Practice setting Rural 14 [22%]

Mixed 12 [19%]
Urban 38 [59%]

Years working in GP <5 years: 5 [7.8%]
5-14 years: 14 [21.8%]
15-29 years: 32 [50%]
>29 years: 13 [20.3%]

Regular attender of CME (≥ 4 meetings per annum) 63 [98.4%]
Response rate round two 55 [62.5%]
Response rate round three 56 [63.6%]

Table 2. Level of agreement with statements resulting from the Delphi survey round one [N = 55].

Statement

(Agree/ 
Strongly 

agree)

N [%]
Theme 1: Educational benefits of online CME-SGL
Online CME-SGL helped us to keep up to date with new evidence or guidelines regarding the management of COVID illness in GP as 

well as the practical application of these guidelines into clinical practice.
51 [92.7%]

Online CME-SGL facilitated exchange of knowledge among GPs with respect to different local services that were available for our 
patients during COVID.

49 [89.1%]

Online CME-SGL helped us to keep up to date with new evidence or guidelines regarding the management of non-COVID illness in GP 
as well as the practical application of these guidelines into clinical practice.

50 [90.9%]

Theme 2: Helping GPs to cope at time of significant change in practice
Online CME-SGL facilitated interaction with colleagues for advice and reassurance during a time when GPs were practicing medicine in 

a completely different way.
52 [94%]

Online CME-SGL facilitated sharing of knowledge regarding adapting to the changes we needed to make in our practices because of 
COVID (e.g., appointment systems, telephone consultations, prescribing systems, etc.).

52 [94%]

Online CME-SGL was very good for problem solving during this period of adjustment and uncertainty. 45 [81.8%]
It was great to have contact with peers during times of constantly changing information on COVID and vaccines. 53 [96.4%]
It was very supportive knowing we weren’t alone; participation in the group helped us to cope. 54 [98%]
Theme 3: Importance of prior knowledge of the group for online learning
In other Zoom meetings where I don’t know the other participants well, talking and sharing ideas can sometimes be awkward. 48 [87.3%]
There was comradery in sharing common experiences online with familiar faces where trust had been established prior to learning 

online.
51 [92.8%]

The CME-SGL group is established (i.e., I know the other participants well), so I feel comfortable talking and sharing ideas over Zoom. 42 [76.3%]
Theme 4: Challenges associated with online learning
A key benefit of attending CME-SGL is finding out what other GPs do in particular situations, and it is harder for people to share these 

anecdotes online.
37 [67.2%]

It is much harder for discussions on certain topics to develop during online CME-SGL, as you cannot see the whole group or react to 
their social cues (body language, facial cues).

33 [60%]

Theme 5: Convenience of online learning
It is very convenient to attend online CME-SGL from home (e.g., less travel, easier childcare). 50 [90%]
It was great being able to log in from home after a long tiring day during COVID. 45 [82%]
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were more difficult to discuss in an online setting. 
The convenience of attending online CME-SGL from 
home was generally agreed.

The round three consensus feedback (level of 
agreement) from the group on two key statements, 
one about attitudes to a permanent switch to online 
CME-SGL, and another on specific reservations GPs 
had raised with respect to the third and fourth main 
themes identified in round one, are presented in 
Table 3, along with associated comments from the 
participants. The majority of GPs did not favour 
a permanent switch to online CME-SGL and empha
sised the importance of direct contact for social clues, 
body language and full engagement of all partici
pants. These GPs also felt that online meetings result 
in a loss of informal spontaneous educational inter
actions that often happen in a face-to-face setting.

Discussion

Eighty-eight GPs from 10 different geographical areas 
in Ireland agreed to participate in this national 
Delphi study. Response rates were high in all three 
rounds. Demographics and practice setting were con
sistent with those previously published for GPs 
attending CME in Ireland; most were experienced 
practitioners who were regular participants in SGL. 
These GPs reported with high levels of consensus 
(≥89%) that online attendance at their already estab
lished CME-SGL groups during the pandemic 
allowed them to discuss the practical implications of 
applying rapidly changing guidelines on COVID care 
into clinical practice, to share knowledge about new 
local services, and compare their practice (including 
adaptations made due to the pandemic) with others. 

There was high consensus regarding the benefits of 
interaction with an established group of peers that is 
both familiar and trusted. Participation in online 
CME-SGL allowed these GPs to feel both reassured 
and less isolated, helping them to cope at 
a challenging time for general practice. Despite this 
very positive feedback, the majority (89% consensus) 
reported that they would not like all CME-SGL meet
ings to continue online after the pandemic. 
Limitations reported for online SGL included that it 
was less social (60% consensus), and that the informal 
learning that occurs before and after meetings was 
lost (70% consensus).

Implementation of practice guidelines is a complex 
activity that requires attention to the task of clinicians, 
the constraints they face, and the social practice of med
icine. A scoping review by Fischer found that the central 
elements of successful strategies for guideline implemen
tation include dissemination, education and training, 
and social interaction. Furthermore, the available evi
dence indicates that structured implementation can 
improve adherence to guidelines [13,14]. Irish CME- 
SGL provides a structure that incorporates both educa
tion and social interaction, and so is an ideal forum for 
both implementation of guidelines, and adherence to 
them. A qualitative study conducted in 2018 among 
GPs (n = 43) in Ireland 6 months after delivery of an 
educational module through CME-SGL found that care 
was delivered more consistently as a consequence of the 
teaching implemented. Study participants reported that 
through discussion with their colleagues during CME- 
SGL, they can find practical ways to apply guidelines in 
the care of their patients [7]. These authors concluded 
that participation in CME-SGL helps with the applica
tion of clinical guidelines into daily practice [15]. In 

Table 3. GP responses to two key statements in round three of the Delphi survey.

Statement
Disagree/Strongly 

disagree

I would like all meetings to be online in the future (i.e., after COVID). 89.29% [50/56]
Comments made in round three
There are so many missing cues online instead of face to face
Zoom has been necessary, but it is remote contact. Personal contact has far more depth at every level.
People get distracted during zoom. They look at their mobile phones, they play with their iPad.
Zoom CME was great when we needed it but it’s time to go back to face-to-face.
It can never be as good as a face-to-face meeting.
It is much more difficult to pick up on social cues online
Body language is a huge part of normal discussion. Subtle body language is absent. You cannot see the whole group, and quieter members are less likely to 

participate.
Some people don’t’ speak at all during Zoom CME. I’ve had enough! PLEASE -back to face to face. . ..
Sometimes it was hard to see all the faces at the same time and on several occasions, there were a few people who did not turn on their camera/fell asleep 

during the meeting and did not engage. This was quite disconcerting. Also, the natural flow of conversation that occurs at the real-life group was not 
apparent

Statement Agree/Strongly 
agree

The opportunity for easy informal discussions about both clinical and non-clinical matters is lost because the Zoom 
format intrudes on the usual spontaneity of discussion.

70% (39/56)

Comments made in round three
Much of the meaningful contact within a meeting setting takes place either before or after the formal meeting. This is lost in Zoom.
Again, more difficult to have spontaneous interactive discussion. In traditional small groups topics could come up that were not always directly related to 

the proposed topic on the night which often provided a learning opportunity. However, I found that with zoom people stick directly with topic and 
meetings are completed quicker with much less diversion into other areas of interest.

There was a tendency for everyone to want to get off zoom after the formal clinical meeting was ending, we did have some discussion of cases or more 
social stuff, but normally in F2F meetings we would have a lot of time and space, and enthusiasm for this. on zoom, people just want to log off
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keeping with the above, the current Delphi study found 
that at a time of significant and rapid change with respect 
to COVID and non-COVID care GPs were facilitated to 
implement new treatment guidelines through the discus
sions they had with their colleagues at online CME-SGL 
meetings.

Small group learning provides a safe and supportive 
environment where doctors can openly discuss the pres
sures and emotional challenges of work; this, in turn, 
provides GPs with the support they need while offering 
protection against compassion fatigue and burnout 
[7,16]. Access to CME has been identified as being of 
key importance as a support for doctors in their work 
and may help to reduce the stress levels of GPs [17–19]. 
Collegial support is a protective factor for good mental 
health and is associated with resilience and reduced 
sickness [20]. A systematic review on interventions to 
reduce burnout among doctors found that improving 
communication and giving participating doctors permis
sion to acknowledge and manage stress have proven 
effective [21]. The GPs who participated in the Delphi 
study reported that the transfer of CME-SGL online 
allowed them to continue their learning in established 
groups with which they were familiar (i.e., ‘I know the 
other participants well’), and in this context, they were 
comfortable sharing their ideas and concerns over online 
platforms. Colleagues provided each other with advice 
and reassurance. There was a sense of comradery, and 
GPs felt less isolated. This, in turn, helped them to cope 
during a time of enormous stress and change.

Adapting face-to-face SGL to online platforms 
required flexibility from both learners and tutors, 
and the rapid implementation of such technology 
into CME has shown the strengths of collaborative 
skills and adaptability in medical academic set
tings. A variety of online meeting tools are being 
used to facilitate online medical SGL [22]. Obvious 
benefits of online learning include that members 
can attend in real-time from any location, that 
synchronous sessions are possible and that multi
ple users can participate in any one session [21]. 
GPs in this study reported that a particular con
venience of online learning was that they did not 
have to travel and could attend meetings from the 
comfort of their own home. However, technologi
cal difficulties, such as poor broadband connec
tions, software incompatibilities or hardware 
malfunctions, can be disastrous for the smooth 
running and effectiveness of online learning [21]. 
The quality and rate of interaction during an 
online SGL session depends on the ability of each 
individual to remain focused and engaged, thereby 
preventing the online atmosphere from becoming 
stilted or awkward [21].

The majority of GPs in this study reported that 
they would not like all their CME-SGL meetings to be 
delivered online after COVID (89% consensus). 

Factors contributing to this outcome might be that 
GPs reported that the informal learning that often 
occurs before and after face-to-face meetings no 
longer occurred in online meetings that online meet
ings were ‘less social’ and had less spontaneity, and 
that interactions with less well-known colleagues 
were more awkward in this setting. The pressures 
facing both urban and rural GPs have risen due to 
escalating bureaucracy, increased patient demand, 
workforce shortages and a reduction in resources; 
moreover, despite being at the highest ever levels, 
they continue to rise [23–26]. It is argued that these 
pressures have contributed to low job satisfaction and 
low morale among staff, as well as stress and burnout 
[27]. Doctors, including GPs, are not invulnerable to 
the clinical and emotional demands of their work, 
and the impact of the emotional component of 
work in general practice on the personal well-being 
of GPs is well-known [25,28]. Access to informal and 
formal support is crucial in enabling GPs to do their 
job effectively and to stay well. The responses from 
the GPs who participated in this Delphi study suggest 
that CME-SGL is an important outlet which sup
ported them through the period of sustained high 
pressure associated with the pandemic. The factors 
that influence whether an educational meeting is 
enjoyable and more sociable for GPs are multiple, 
and include both internal and external factors, along 
with group dynamics. Nevertheless, the impression 
given by these GPs is that they find face-to-face meet
ings more socially and emotionally satisfying than 
online interactions.

Educational interventions for doctors remain cru
cially important for improving the quality of health 
care. One of the strengths of SGL is the opportunity 
for doctors to become actively involved in the process 
of learning and tutors (who are themselves GPs) have 
an active role to facilitate this process in the small 
groups [29]. Peer-to-peer interaction is reported as 
one of the main factors that influence the practice of 
GPs, and which can directly influence GP perfor
mance [30]. The known benefits of SGL include the 
development of discussion skills and thinking, 
exploration of attitudes, and sharing and reflecting 
upon experiences. The impact of the COVID pan
demic on medical education including CME is not 
yet known, and it is therefore crucial that changes 
made are recorded and studied [21,31]. The transfer 
of Irish CME-SGL to an online format as 
a consequence of the pandemic restrictions, the first 
time such a change has been made, afforded an 
opportunity for such a study.

With the COVID-19 pandemic, most continuing 
medical education activities became virtual (VCME). 
The authors conducted a scoping review to synthesize 
the advantages and disadvantages of VCME to estab
lish the impact of this approach on inequities that 
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physicians face along the intersections of gender, 
race, and location of practice. Salient advantages 
identified were convenience, favourable learning for
mats, collaboration opportunities, effectiveness at 
improving knowledge and clinical practices, and cost- 
effectiveness. Prominent disadvantages included tech
nological barriers, poor design, cost, lack of sufficient 
technological skill, and time. Analysis of the studies 
showed that VCME was most common in the gen
eral/family practice specialty, in suburban settings, 
and held by countries in the Global North [32].

A recent German survey addressed the perception of 
participants in CME, in particular online CME, and 
reported on the impact of the pandemic as well as expec
tations for the future [33]. The authors found that the 
perception of users was that the CME system reacted 
adequately to meet their demand but that online courses 
are disadvantaged by the lack of direct personal interac
tion. In the case of large groups, face-to-face interaction 
during lectures is an important feedback tool for both 
lecturer and trainee without which valuable communica
tion is lost. In addition, online education is associated 
with a risk of diminished discussions with peers and the 
psychological impact of isolation. These drawbacks 
favour the combination of traditional face-to-face learn
ing with online formats in a blended learning approach.

Limitations of the study

The most important limitation of this study is that the 
sample was self-selected from the GPs who were sent 
the initial e-mail invitation to participate. Only 88 GPs 
consented to participate, of whom only around two- 
thirds responded in each round of the survey. The 
majority of these participants were well-established 
GPs who were longstanding members of SGL groups 
and regular attendees at CME meetings. It is not 
known whether a broader group, including younger 
doctors or those who attend CME-SGL infrequently 
may have reported differently, or whether the GPs 
who volunteered might have represented a group 
which was more (or less) engaged with the online 
format. Another potential limitation is that it is 
unclear to what extent the extreme pressures on GPs 
at the time of the COVID pandemic may have affected 
their perception of online versus traditional CME- 
SGL. The results of Delphi surveys are often presented 
on the basis of consensus judgments, yet depending on 
how consensus was defined, up to 40% of the experts 
may not agree with the outcome. The identity of these 
experts and the judgments they have made remains 
unclear, and there is a risk that valuable minority 
judgments will be neglected [34]. Finally, the study 
participants were not specifically asked whether they 
might support a ‘blended’ approach to CME-SGL, 
with some meetings held using the traditional face-to- 
face format, and others (e.g., in winter, or during 

school holidays) held online. Nevertheless, based on 
the comments made during round 3, it seems likely 
that most GPs would prefer the majority of CME-SGL 
meetings to continue in a face-to-face setting. A key 
strength of this study was that although only 88 GPs 
participated in the study, the sample was national, and 
the response rates were comparatively high. No parti
cipants withdrew and most participated in all three 
rounds during a very busy time for GPs in their 
practices.

Conclusions

Online CME was accelerated and promoted by the 
recent COVID pandemic. This Delphi survey found 
that Irish GPs in established CME-SGL groups bene
fited from online learning as they could discuss how to 
adapt to rapidly changing guidelines while feeling sup
ported and less isolated. Nevertheless, these GPs 
reported that face-to-face meetings offer more oppor
tunities for informal learning and are more socially and 
emotionally satisfying. A high proportion of this study 
group (who are longstanding attenders of CME meet
ings) felt that the opportunity for informal discussions 
about both clinical and non-clinical matters is lost 
during online CME-SGL because the format intrudes 
on the usual spontaneity of discussion. Relatively little 
is known about this aspect of small group learning, and 
to what extent such informal discussions may contri
bute to the success of these educational groups. Future 
work should try to capture what ‘other learning’ occurs 
before and after face-to-face CME-SGL meetings in 
order to better understand exactly what is lost during 
the online component of ongoing learning for doctors.
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