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Abstract
Background The onset of the COVID-19 pandemic catalysed a monumental shift in the field of continuing 
professional development (CPD). Prior to this, the majority of CPD group-learning activities were offered in-person. 
However, the pandemic forced the field to quickly pivot towards more novel methods of learning and teaching in 
view of social distancing regulations. The purpose of this study was to obtain the perspectives of CPD leaders on the 
impact of the pandemic to elucidate trends, innovations, and potential future directions in the field.

Methods Semi-structured interviews were conducted between April-September 2022 with 23 CPD leaders from 
Canada and the USA. Interviews were audio-recorded, transcribed, and de-identified. A thematic analysis approach 
was used to analyse the data and generate themes.

Results Participants characterised COVID-19 as compelling widespread change in the field of CPD. From the 
interviews, researchers generated six themes pertaining to the impact of the pandemic on CPD: (1) necessity is 
the mother of innovation, (2) the paradox of flexibility and accessibility, (3) we’re not going to unring the bell, (4) 
reimagining design and delivery, (5) creating an evaluative culture, and (6) a lifeline in times of turmoil.

Conclusion This qualitative study discusses the impact of the pandemic on the field of CPD and leaders’ vision for 
the future. Despite innumerable challenges, the pandemic created opportunities to reform design and delivery. Our 
findings indicate a necessity to maintain an innovative culture to best support learners, to improve the healthcare 
system, and to prepare for future emergencies.

Keywords Continuing professional development, Medical education, COVID-19, Leadership, Learning, Innovation, 
Delivery modalities, Hybrid, Accessibility, Emergency preparedness
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Background
Continuing professional development (CPD) in the 
health professions comprises education activities which 
serve to maintain, develop, and/or increase health pro-
fessionals’ competence and performance [1, 2]. Research 
suggests that CPD is integral to safe and effective prac-
tice, and that a lack of engagement in CPD activities 
results in risks to patients, staff, and organisations [3].

With the global onset of the Coronavirus disease 2019 
(COVID-19) pandemic in March 2020, the field of CPD 
was met with unprecedented disruption, echoing the tur-
moil felt across society. Prior to this, formal CPD oppor-
tunities were predominantly provided in person, through 
conferences, courses, seminars, workshops, and grand 
rounds [4]. Similarly, informal CPD activities tradition-
ally took place through person-to-person mentoring, 
coaching [5], or membership in a community of practice 
[6]. Despite an abundance of promising digital technol-
ogy pre-pandemic, CPD organisations largely exhibited 
resistance towards embracing novel delivery methods [7]. 
However, with the advent of COVID-19, ushering in an 
era of self-isolation and physical-distancing measures [8], 
CPD providers were compelled to adapt their approach 
to delivery and accreditation [9]. The urgency of this 
transformation was further elevated by the centrality of 
CPD in equipping clinicians with credible information 
and the necessary skills to navigate the evolving health 
crisis [10]. In this qualitative study, we conducted semi-
structured interviews with leaders in the field of CPD 
across Canada and the USA to understand the trends and 
innovations in teaching and learning that emerged from 
the pandemic and to explore how leaders imagine the 
future of CPD education. We discuss shifting attitudes 
and the emergence of new priority areas. This work con-
tributes significantly to the literature by illuminating the 
field’s own standpoint on its successes and shortcomings 
during the pandemic and ambitions for the future. We 
note that at the time of writing of this article the World 
Health Organization has declared an end to COVID-19 
as a Public Health Emergency of International Concern 
[11], likewise there appears to be a prevailing trend to 
downplay the pandemic as a past tense phenomenon in 
an effort to return to a semblance of normalcy [12]. How-
ever, the implications of the pandemic for CPD continue 
to reshape the landscape, necessitating ongoing adapta-
tions and an enduring commitment to address the evolv-
ing needs of clinician learners.

Methods
Design
Given the exploratory nature of our study, a qualita-
tive research design was chosen as the most appropriate 
method for eliciting the perspectives of CPD leaders.

Participants and recruitment
To meet the inclusion criteria, participants had to be: 
(1) CPD leaders, (2) work in Canada or the USA, and (3) 
be fluent in written and verbal English. Our criteria for 
a “CPD leader” included involvement in CPD scholar-
ship (discovery, integration, application, and/or teaching) 
[13], while holding a formal leadership position or having 
10 + years of experience in the field.

A total of 23 participants were recruited using pur-
posive and convenience sampling [14]. This combined 
approach allowed us to specifically recruit individu-
als with expertise in CPD leadership and the knowledge 
needed to answer our research question. It also provided 
an opportunity to ask individuals within our profes-
sional network to suggest colleagues who might be inter-
ested in participating in our study. To capture variability 
and diversity in perspectives, participants were selected 
from a range of institutions (universities, colleges, and 
academic health centres) and geographical regions from 
Canada (British Columbia, Manitoba, Nova Scotia, 
Ontario, Quebec) and the USA (California, Illinois, Ken-
tucky, Maryland, Ohio, Tennessee, Wisconsin). Partici-
pants’ experience in the field ranged from 2 to 35 years, 
and multiple participants (n = 12) held dual roles as CPD 
professionals and medical doctors.

Prospective participants were contacted by the prin-
cipal investigator (SSok) through email to inform them 
about the study. Interested participants were thereupon 
forwarded to a member of the research team (RS, RZ), 
who was not known to them and had no affiliation with 
any of the CPD offices, to recruit and initiate the consent 
and interview process.

Data collection
Interviews, approximately 60  min in length, were con-
ducted between April and September 2022 by two mem-
bers of the research team (RS, RZ) via WebEx video 
conferencing [15]. Research Electronic Data Capture 
(REDCap), a secure web-based software platform, was 
used to obtain e-consent from participants [16, 17]. 
Interviews were audio-recorded, transcribed, and de-
identified. Quotes included in this article convey key 
messages from the wider data set and have been lightly 
edited for clarity. Open-ended interview questions cov-
ered topics including: (1) How has COVID-19 disrupted 
CPD? (2) How are CPD organisations adapting to the 
new reality? and (3) Potential future directions in CPD? 
(See Additional file 1 for the complete set of interview 
questions).

Data analysis
We conducted a thematic analysis using the six-step pro-
cess detailed by Braun and Clarke [18]. After a familia-
risation period, authors (RS, RZ, SSok) independently 
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reviewed a subset of transcripts before collaboratively 
generating an initial codebook. Subsequently, all 23 tran-
scripts were uploaded into Dedoose 9.0.54 qualitative-
analysis software [19] and coded by authors LD, MS, and 
RS. Authors (LD, MS, RS, RZ, SSok) met routinely to dis-
cuss coding, reflexive memos, and to identify recurring 
patterns in the data. Next, authors (BW, LD, MS, MT, 
RS, RZ, SSok) organised codes into preliminary themes, 
ensuring that all codes captured under one theme were 
interrelated. Iterative re-coding and analysis were per-
formed to refine themes until they were reflective of the 
complete data set. This article presents a subset of the 
data gathered during the study. A portion of the data was 
separately published in consideration of its distinctive 
thematic elements warranting detailed examination [20].

Trustworthiness
In this study we employed intercoder reliability [21], 
negative case analysis [22], and reflexivity [23] to enhance 
the trustworthiness of our analysis. Double-coding was 
implemented for the first three transcripts until coder 
consensus was established. Throughout coding and 
analysis, authors (LD, MS, RS, RZ) engaged in reflexive 
memoing to extract meaning from the data, promote 
critical thinking, and enhance team dialogue [24]. Fur-
thermore, given our diverse personal and professional 
identities, we frequently engaged in discussion to deter-
mine appropriate research paradigms for our research 
objectives and to investigate our collective subjectivity 
[25].

Ethics
Research Ethics Board approval was obtained from the 
Centre for Addiction and Mental Health (REB 023/2021).

Results
From the data, we generated six themes related to the 
impact of the pandemic on CPD organisations: (1) neces-
sity is the mother of innovation, (2) the paradox of flex-
ibility and accessibility, (3) we’re not going to unring the 
bell, (4) reimagining design and delivery, (5) creating an 
evaluative culture, and (6) a lifeline in times of turmoil 
(See Table 1).

Theme 1: necessity is the mother of innovation
According to our participants, prior to the pandemic, 
there was widespread reluctance within CPD to devi-
ate from ‘traditional’ ways of delivery, namely in-person 
education. The field showed little inclination towards the 
integration of emerging technologies or alternative edu-
cational approaches, holding firm in a ‘don’t fix what isn’t 
broken’ mentality.

“Healthcare providers are initially very resistant 
to new technology; we don’t want to play with new 
technology. We only want ‘safe’ stuff.” – P015.

The disruptions of the pandemic engendered a need for 
adaptation within CPD organisations. Many participants 
commented that change was long overdue, specifying 
that the required tools and technologies already existed, 
however, implementation had been limited. Against this 
setting, the pandemic brought forth an opportunity to 
leverage these preexisting innovations.

“Technology was already disrupting but people 
had a choice […] COVID took those choices away. 
It accelerated the use of technologies that already 
existed which people were struggling to get deployed.” 
– P008.
“I guess if you say, necessity is the mother of inven-
tion, we innovated. But it’s not so much innovation 

Table 1 Summary of themes and exemplar quotes
Theme Exemplar Quotes
1. Necessity is the mother 
of innovation

“I guess if you say, necessity is the mother of invention, we innovated. But it’s not so much innovation as it was in some 
cases, we were just forced to use the tools that were there in order to connect and interact.” – P013

2. The paradox of flexibility 
and accessibility

“I think added flexibility for people is something that’s really important. A “7 a.m. Grand Rounds” where half of your fe-
male faculty couldn’t attend because they were dropping children off at school, but now they’re online and can actually 
participate. But I also think it really needs to be tempered because just because you can put something online and ask 
that a clinician do it in their spare time, it just erodes into the time that they’re not supposed to be doing work.” – P003

3. We’re not going to 
unring the bell

“I foresee us living in a hybrid environment for a long time and having that extra flexibility for people to determine how 
they want to participate.” – P020

4. Reimagining design and 
delivery

“I think CPD going forward is no longer the kind of didactic, bums in seats […] I think CPD needs to be workplace-based, 
practice-based, able to do where you are at, when you have time to do it, with the space and tools that you have.” – P009

5. Creating an evaluative 
culture

“As leaders in CPD, we need to create a culture of finding new ways. We need to test what we’re actually doing and 
gather data and show whether or not it’s working.” – P013

6. A lifeline in times of 
turmoil

“I think we need to think about how CPD can help institutions prepare for the next pandemic. We’re going to have 
another pandemic at some point, how do we learn from this so that we’re better prepared to help our institutions, and 
how can we be strategic players in that so we can ramp up much more efficiently and less chaotically the next time we 
have to deal with an emergency like this.” – P014
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as it was in some cases, we were just forced to use the 
tools that were there in order to connect and inter-
act.” – P013.

Participants noted that the pandemic fundamentally 
shifted decision-making mechanisms within their organ-
isations. For CPD course developers this comprised the 
implementation of rapid knowledge dissemination strat-
egies and swift determinations regarding modalities 
and formats. Similarly, CPD accreditors created rapid 
response teams to expedite their procedures. Thus, previ-
ously arduous hierarchical processes were replaced with 
rapid and targeted decision-making approaches.

“We didn’t have the luxury of saying, okay, we can 
work three months with a planning committee. 
Everything we did in terms of identifying subject 
matter experts, how we engage them, the frequency 
we engage them, all of our processes that were tried 
and true for so many years, we just had to stop and 
re-design given this environment. I think that’s inno-
vation.” – P002.

However, as illustrated by one participant, as the health 
crisis has waned, some of the conventional hierarchical 
practices in CPD have begun to resurface:

“In the beginning I think there was more space for 
innovation because a lot of the hierarchy that goes 
along with decision making within any institution 
was taken away because people realised that you 
had to do things, and you had to do things quickly. 
Some of that hierarchy has come back now.” – P007.

Nevertheless, participants determined that the pandemic 
imposed a much-needed shift in prevailing attitudes 
towards innovation:

“In the past when you brought those [technologies] 
up, people’s eyes glazed over […] Now they’re like, 
oh really, I could do that? I can operate an anaes-
thesia machine remotely? Tell me more! Before it 
was, you’ve got to be kidding me, that’s dangerous.” 
– P008.

Theme 2: the paradox of flexibility and accessibility
The response to virtual learning was mixed. CPD provid-
ers faced many challenges as they navigated unfamiliar 
technology, striving to make the content both meaningful 
and engaging. Additionally, concerns emerged about the 
potential loss of ‘hands-on’ experience, prompting ques-
tions about pedagogical quality and transferability:

“Some of it we have noticed from the residents that 
have been coming through, and certainly from the 
course that I developed, I think people are missing 
out on some of the hands-on training that virtual 
CPD cannot provide.” – P023.

Despite pedagogical uncertainties, there appeared to be 
a marked rise in CPD programming attendance, with 
many attributing this to increased accessibility and flex-
ibility. The pivot towards virtual CPD offerings enabled 
participation from a broader community of clinicians in 
ways that were not possible pre-pandemic. Notably, some 
participants described how virtual platforms enhanced 
accessibility.

“The good thing has been the reach. Many of the 
providers are saying that they’ve been able to reach 
individual learners and audiences, including those 
internationally and in more rural areas that we 
were not able to reach before.” – P002.
“For example, in India, women emergency physi-
cians are never resourced to go to international con-
ferences. The guys go, and the women stay behind 
and man the fort. Having something remote can pro-
vide access to education.” – P016.
“For our young membership it’s good because they 
can attend even if they have a baby at home.” – 
P012.

Furthermore, one participant highlighted the utility of 
virtual CPD for learners with diverse learning needs:

“There are people that have hearing disabilities that 
really appreciate being online, as it’s a controlled 
environment […] They can really focus and concen-
trate on what is being said, and with the addition of 
subtitles, it’s really reducing some accessibility chal-
lenges.” – P019.

In contrast, some participants were less optimistic about 
virtual education. Although women were cited as poten-
tial benefactors of virtual CPD, they were also asymmet-
rically burdened by household and parental obligations 
during the pandemic, thus limiting their capacity to 
meaningfully engage in CPD.

“Women’s work was impacted significantly for clini-
cians and non-clinicians, because even though we 
talk about equality and we’re working outside our 
homes, we still do far more at home. I could give you 
examples of two or three PhD researchers in CPD 
who I had meetings with, and their partner got the 
good computer, the office, the quiet space in the base-
ment, and they were in the TV room with SpongeBob 
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playing […] I suspect when we look at the literature 
we’ll discover that a lot of guys wrote papers dur-
ing COVID, and a lot of women just didn’t have the 
bandwidth.” – P016.

Moreover, participants signalled the challenges that older 
clinicians experienced with the rapid introduction of new 
technologies:

“A lot of our senior members closed their practices, 
and retired either because of the lack of patients, or 
the lack of their ability to acquire the technology that 
they needed to see their patients virtually and confi-
dently. It really put such a burden on them.” – P023.

Similarly, several participants cautioned against adding 
superfluous virtual education to a busy clinician’s life. 
Given the inordinate rate of burnout associated with the 
pandemic, participants felt that an overabundance of 
programming compromised both clinicians’ task atten-
tion and their work/life boundaries.

“I think added flexibility for people is something 
that’s really important. A “7 a.m. Grand Rounds” 
where half of your female faculty couldn’t attend 
because they were dropping children off at school, 
but now they’re online and can actually partici-
pate. But I also think it really needs to be tempered 
because just because you can put something online 
and ask that a clinician do it in their spare time, it 
just erodes into the time that they’re not supposed to 
be doing work.” – P003.
“Normally [clinicians] would book off their practice 
and would go to a conference for two days. That was 
no longer possible. So, moving online, even though 
there was greater flexibility, there was still that sense 
that I might have to stop at any moment and take a 
call.” – P009.

Theme 3: we’re not going to unring the bell
As pandemic restrictions eased, many organisations 
moved towards a “hybrid,” “blended,” or “hyflex” model of 
delivery.1 Despite the lack of clarity around these terms, 
there was widespread expectation that this model will 
remain prominent.

1 It is important to note that terms such as “hybrid,” “blended,” and “hyflex” 
remain ambiguous with limited understanding of their precise definitions 
[26]. Our participants further noted there is a prevailing trend to use the 
above terms interchangeably in the field of CPD. As such, for the purposes 
of this article, we can only offer a loose definition of “hybrid,” “blended,” and 
“hyflex” learning as incorporating both in-person and online components 
[26–28]. Further research is needed to establish comprehensive definitions 
in the CPD context.

“I foresee us living in a hybrid environment for a long 
time and having that extra flexibility for people to 
determine how they want to participate.” – P020.
“The definitions are constantly changing because we 
haven’t really defined what it’s going to look like after 
the pandemic. There are all of these words that we’re 
using like hyflex, hybrid, but there’s no concrete defi-
nition. And there are ways of collaborative learning 
with technology that haven’t even been defined yet.” 
– P017.

Conversely, several participants acknowledged that vir-
tual delivery may not always be preferred. While some 
learners appreciated this new mode of delivery, many 
lamented the loss of networking and social connection, 
as well as the Zoom fatigue associated with videoconfer-
encing. Participants substantiated this through examples 
such as clinicians’ eagerness to resume in-person events 
despite the presence of tangible barriers, including travel 
time:

“We offered [a conference] virtually and in-person. 
The virtual numbers were so low that we cancelled 
the virtual. We have about 260 mostly rural doctors 
coming down to a location in the province because 
networking and getting out of the communities was 
so important.” – P010.
“The number one complaint is we can’t break bread. 
We can’t talk with one another. We can’t meet our 
future employers. Maybe they want to speak with 
somebody on the east coast or the west coast. How 
are the programs different? We can have these con-
versations, but it’s limited.” – P017.

Additional considerations pertaining to hybrid events 
can act as deterrents. For instance, these events can be 
more cost prohibitive, requiring additional staffing and 
information technology infrastructure. This can make 
hybrid delivery especially challenging to implement in 
smaller scale contexts.

“Many [organisations] were doing hybrid [events]. 
We tried to do that, but we had such low numbers 
that it wasn’t worth the cost. It costs so much more 
to do both.” – P010.
“The biggest problem we have right now is the 
smaller teams cannot do hybrid CPD. We tried to 
help them, but it was not a success […] They are now 
starting to do face-to-face CPD, and they did virtual 
CPD during the pandemic, but the hybrid one is 
really, really difficult to implement.” – P004.

Hybrid events were also described as more challenging to 
host than exclusively virtual or in-person events. During 
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the initial transition to virtual delivery, both learners and 
educators had to navigate unfamiliar technology. Educa-
tors had to adapt their content and find ways to meaning-
fully engage the audience in the absence of body language 
and the inclination of learners to multitask. These chal-
lenges are compounded in a hybrid environment where 
educators must decipher how to effectively engage both 
audiences simultaneously.

“But if we do the two together, that’s where I think 
the challenge is going to be. How do you integrate 
both an in-person and a virtual component, and be 
able to satisfy both audiences, and have everyone 
feel included in a meaningful way?” – P010.

Despite these concerns, most participants concurred that 
the field has changed forever:

“What it’s going to look like after the pandemic is 
really hard to say because everything is changing so 
quickly right now, but we’re not going to unring the 
bell. You’re not going to get to a point where we’re 
going to go back to the way things were before the 
pandemic as far as teaching and CPD goes. We’re on 
a very steep learning curve right now.” – P017.

Theme 4: reimagining design and delivery
In addition to the longevity of hybrid education, par-
ticipants shared how CPD could further refine deliv-
ery methods to maximise learning and drive practice 
change. They commented on anticipated learning model 
trends which included: micro and practice-based learn-
ing; learner-centric and personalised learning; work-
place-based and in situ learning; collaborative learning 
(team-based and interprofessional education); longitudi-
nal learning; and mentoring/coaching. Further research 
is needed to determine optimal learning environments, 
approaches, and design.

“I think CPD going forward is no longer the kind of 
didactic, bums in seats […] I think CPD needs to be 
workplace-based, practice-based, able to do where 
you are at, when you have time to do it, with the 
space and tools that you have.” – P009.
“The future of CPD really has to be flexible, indi-
vidualised, point in time, work integrated, leverag-
ing people’s experiences. That sounds almost impos-
sible today. How do you do that? Other than having 
a one-to-one educator learner structure. That’s my 
immediate thought. But that’s because we haven’t 
figured it out yet.” – P005.

Participants similarly contemplated the use of technology 
to enhance CPD education, including social media, elec-
tronic medical records, virtual reality, and artificial intel-
ligence (AI).

“I have a feeling long-term-wise there are a lot 
of activities that AI could replace. For example, 
instead of speaking to a coach about a problem, you 
could get that basic interaction with AI, and you 
could go back to it as often as you needed as opposed 
to using those human resources, which is often where 
we run out of steam. I see [AI] as a potential signifi-
cant addition that would make the delivery of CPD 
easier, but still effective and impactful.” – P018.

In tandem with reimagined tools and methods for edu-
cation, a few participants underscored the importance of 
involving key stakeholders in education design, empha-
sising the importance of these voices in the conception, 
implementation, and delivery of CPD.

“Scholarship in innovation without ensuring that the 
end user is at the table with the implementation in 
the design of what you’re trying to create, I think it is 
potentially an oversight. Because the best designed, 
best intended education, with the most robust out-
comes, if it cannot be adopted and integrated into 
the workflow of your target audience, it’s not going to 
matter.” – P003.
“I think one way to improve things would be to have 
a patient, somebody who is using the health services, 
to have them in our meetings, and to have them take 
a look at the evaluation that we do of our program.” 
– P004.

Theme 5: creating an evaluative culture
Participants called for improved evaluation strategies to 
assess the quality of CPD education as well as learner 
and, ultimately, patient outcomes. Historically, evalua-
tion has been insufficient and under-resourced, however, 
post-COVID, there appears to be increasing momentum 
towards a data-driven approach to improving service 
delivery.

“As leaders in CPD, we need to create a culture of 
finding new ways. We need to test what we’re actu-
ally doing and gather data and show whether or not 
it’s working.” – P013.
“Is the quality of what is produced virtually of higher 
quality, lesser quality, or the same quality as in-per-
son CPD? – P023.
“We need to have some evaluations that really do 
reflect likelihood to change. It no longer cuts the 
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mustard to say we served ‘x’ number of people, and 
they liked it.” – P011.

Furthermore, evaluations should be multipronged, longi-
tudinal, and demonstrate tangible outcomes:

“All education should be designed around outcomes; 
improved patient outcomes, improved environment 
for people to practise in, increased value, decreased 
cost; there are a million.” – P003.

However, some participants noted that barriers such as 
limited resources, including time and money, continue to 
hinder meaningful evaluation initiatives.

“I think that resources don’t exist to measure out-
comes and design activities in a meaningful way. 
Pushing on [CPD] offices to create education that 
leads to meaningful outcomes, again without pro-
viding the resources to measure the patient outcomes 
or collect and analyse the data is unfair.” – P003.

Evaluation is integral to demonstrating the value of CPD. 
Despite the increasing recognition of its importance, 
much work remains to ensure it is ingrained within the 
field.

“If we can’t show our value to decreasing costs and 
improving patient outcomes in the long-term, I do 
believe there is a significant threat to CPD educa-
tion.” – P002.
“Evaluation culture is starting, but we still have so 
much teaching to do to make sure that it’s something 
that is well accepted.” – P004.

Theme 6: a lifeline in times of turmoil
Finally, participants remarked that the value of CPD 
became heightened during the pandemic among medical 
professionals and the public. Amid chaos and confusion, 
it became a trusted source of information providing life-
saving education about the virus, ultimately, becoming a 
lifeline for those working in medicine.

“It has impressed me how much CPD can do to be 
of value and a change in what is happening to the 
population. CPD plays a critical role in not only just 
delivering education […] We are a trusted source.” – 
P010.
“I think the value of CPD has been significantly ele-
vated. It became a very important, valued, sought 
after solution to a complex problem. And so, it has 
elevated its position in health professions.” – P005.

Moreover, CPD attained an indispensable status in the 
reorganisation of the healthcare system, expanding their 
mandate and facilitating interprofessional and cross-
organisational collaboration to manage the crisis.

“CPD became a forum to manage this health crisis. 
This has shown the power of education and bringing 
the leaders together in helping to manage a health 
crisis or anything healthcare related.” – P010.
“We helped our colleagues organise themselves. We 
reorganised the healthcare system. The nurses were 
gone, so what do you do in the clinics now? How 
can we help them? So CPD now includes manage-
ment. That is something that we didn’t do before. 
We needed to do CPD for team leaders. They needed 
that. They needed the help to manage their team. All 
the organisation of the clinic, of the hospital, how 
can we be there for them, and teach them how to do 
it? The subjects of CPD exploded with the pandemic.” 
– P004.

To best prepare for the next emergency, participants 
extracted key lessons from COVID-19, which included 
adaptability, rapid decision-making, and collaboration.

“Today it’s COVID. Tomorrow it may be something 
else. So, educators need to find that adaptability.” – 
P005.

“I think we need to think about how CPD can help 
institutions prepare for the next pandemic. We’re 
going to have another pandemic at some point, how 
do we learn from this so that we’re better prepared 
to help our institutions, and how can we be strategic 
players in that so we can ramp up much more effi-
ciently and less chaotically the next time we have to 
deal with an emergency like this.” – P014.

However, some participants expressed concern that the 
lessons from this pandemic may lose traction. Notably, 
one participant positioned this apprehension in the con-
text of the 2002–2004 severe acute respiratory syndrome 
(SARS) outbreak, highlighting that much of the knowl-
edge gained from that crisis was overlooked. This led 
to inadequate emergency preparedness resulting in the 
reactionary approach to innovation during COVID-19.

“[An author] wrote an article about SARS1 in which 
he outlined all of the things that CPD should become 
because of SARS1. It included using technology 
more, more longitudinal, more networking. SARS1 
was quite short lived, although it was still very 
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impactful. But there we were ten years later read-
ing the article and it told us exactly what we should 
have been doing, and we would have been very pre-
pared […] Most people will probably say that CPD 
has changed forever. I think it’s changed given that 
we’ve been in this pandemic for quite a long time. 
I’m still not convinced CPD has changed forever. I 
don’t know if we’ve changed our mindset enough as 
a group of professionals. I think we’re still thinking 
about knowledge transfer in a very traditional way. 
I probably sit on the side of, we will go back to as it 
was, more than we will hold on to the changes.” – 
P013.

Irrespective of participants’ viewpoints on the lasting 
impact of COVID-19 on CPD, there was widespread 
agreement that a comprehensive examination of both the 
failures and successes of the field’s response to the crisis 
is essential.

“Let’s say we get another pandemic, how can CPD be 
more effective in rolling out information? It’s hard to 
teach when information is not reliable and is ever-
changing. How can CPD offices in the future, using 
COVID as an example, find out what went wrong, 
what went right?” – P011.
“By the time something like a crisis happens it’s too 
late. It’s too late to innovate. You just respond.” – 
P013.

Discussion
To our knowledge, this is the first study exploring the per-
spectives of CPD leaders regarding the impact of COVID-
19 on CPD and potential directions post-pandemic. We 
found that the pandemic incited a long-awaited trans-
formation in teaching and delivery, although some CPD 
leaders expressed reservations about the endurance of 
these changes. Historical evidence attests that periods 
of turmoil act as powerful catalysts for innovation. Our 
participants substantiated that the pandemic acted as an 
inflection point for CPD. McMahon [10] highlights that 
the urgent demand for new solutions prompted CPD 
organisations to adopt a more decentralised approach to 
decision-making, thus fostering an environment ripe for 
innovation. In alignment with the broader literature, our 
findings indicate that the most prominent change expe-
rienced within CPD was the transition to virtual educa-
tion which was associated with a significant surge in CPD 
attendance at the beginning of the pandemic [10, 29–31].

Increased flexibility and accessibility have been touted 
as the primary advantages of online learning [29, 32]; 
however, there exists a duality of sentiments regard-
ing the implications for historically excluded groups. 

Some scholars contend that the flexibility offered by 
virtual delivery has the potential to eliminate systemic 
barriers for equity-denied groups [29, 32]. In particular, 
COVID-19 may have increased access to medical educa-
tion content for women [29], parents of young children 
[33], individuals from remote communities [29, 34], and 
international audiences [35] who may face barriers to 
in-person attendance. Conversely, we found that in cer-
tain instances, virtual delivery impeded clinicians’ ability 
to meaningfully engage in CPD, particularly for women 
and senior clinicians. This duality is recognized in the 
literature which cautions that virtual CPD may inadver-
tently reinforce gender disparities. There is evidence that 
women were disproportionately burdened by household 
and childcare duties during the pandemic, thereby poten-
tially reducing their capacity to engage in virtual CPD 
[33, 36]. While additional research on this topic is war-
ranted, in light of these nascent findings, CPD program 
developers should consider the divergent experiences 
that exist among different populations when assessing 
content delivery modalities.

Despite the challenges listed above, our findings sug-
gest a prevailing interest in retaining the virtual compo-
nent of medical education which may significantly alter 
the nature of CPD delivery moving forward. In fact, some 
scholars argue that learning preferences have been per-
manently altered by the pandemic [31]. Given under-
graduate and graduate medical education students also 
pivoted to virtual learning, with research indicating a 
high degree of acceptance [37], this may further reinforce 
the enduring nature of the virtual component. While the 
wider literature indicates a preference towards “hybrid” 
education [31, 32], there remains gaps in knowledge 
regarding this modality. Our research indicates a fore-
most need to obtain definitional clarity regarding what 
constitutes “hybrid,” “hyflex,” and/or “blended” educa-
tion. In addition, there remains a paucity of literature on 
the unique considerations associated with meaningful 
engagement during hybrid events. Preliminary research 
has begun to contribute to this gap, for example, Gottlieb 
et al. [35] found that using multiple mediums can intro-
duce challenges with synchrony that dilute the quality 
of experience for both in-person and virtual audiences. 
The authors suggest that enlisting technology specialists, 
creating opportunities for interactivity and engagement, 
and ensuring that content is appropriate for digital for-
mat are crucial to enhancing hybrid events. In proceed-
ing forward, the creation of best practices in hybrid CPD 
is imperative.

In conjunction with this pivot towards virtual for-
mats, our participants asserted that greater change is 
needed in CPD to sustain relevance in the face of evolv-
ing societal circumstances. These calls to reform CPD 
predate the pandemic [38]. Our participants exhorted 
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the investigation and adoption of innovative learning 
models such as team-based, workplace, and practice-
based learning, which gained momentum during the 
pandemic. These approaches are crucial for thinking and 
moving beyond professional silos [39], enhancing knowl-
edge translation through practice [40], and ensuring 
learned skills and knowledge are relevant to patient care 
[41], respectively. Moreover, several of our participants 
expressed a keen interest in expanding the use of inno-
vative technology which they experimented with during 
COVID-19, albeit with varying degrees of success. This 
included the use of trending digital tools such as social 
media [42], podcasting [43], and AI [44], which have 
been explored by other scholars.

Our participants further voiced the need for CPD to 
be informed by systematic evaluation to measure learn-
ing and clinical outcomes. Scholars have long advocated 
for robust evaluation and assessment practices in CPD, 
contending that the development of effective learning 
interventions requires evidence-based content with well-
defined, attainable, and measurable learning outcomes 
[45]. This can help bolster the value of CPD by providing 
objective indicators that demonstrate how CPD activi-
ties improve clinician performance, augment healthcare 
quality, and improve cost effectiveness [46]. While out-
come evaluation is crucial, a recent scoping review [47] 
examining CPD evaluation techniques revealed major 
gaps; the authors argue for comprehensive approaches 
that integrate process evaluation and that are guided by 
theoretical frameworks. We contend that this endeavour 
is not possible without meaningful support from CPD 
offices, through both increased financial and human 
resources.

As a final consideration, our participants underscored 
the need for CPD to adopt a proactive stance in prepara-
tion for future crises. However, in light of CPD’s failure 
to implement lessons from previous emergencies, partici-
pants expressed concerns that takeaways from COVID-
19 may not be internalised and applied moving forward. 
For example, in their article on CPD delivery after the 
2003 Toronto SARS outbreak, Davis et al. [48] urged pro-
viders to develop a “flexible” emergency preparedness 
plan outlining the role of technology in achieving those 
aims. Moreover, the authors stressed the importance of 
transitioning CPD from “a passive, reactive model toward 
a multimodal, proactive, and systemic vehicle” to facili-
tate the dissemination of up-to-date information. These 
recommendations resonated with our participants, who 
felt that had these been effectuated, the field would have 
been better prepared for COVID-19. Drawing on lessons 
from the past with an eye to the future, three paramount 
COVID-19 takeaways were proposed: (1) the impor-
tance of fostering a culture of innovation, (2) promot-
ing interprofessional and patient collaborations, and (3) 

demonstrating the value proposition of CPD as a lifeline 
for clinicians.

Limitations
We note that because the study sample was restricted 
to participants from Canada and the USA, the find-
ings should be interpreted within this specific contex-
tual milieu and may not necessarily be transferable to 
other settings. While we made efforts to recruit a diverse 
sample (including professional backgrounds and years 
of experience), we did not formally collect demographic 
data. Finally, given this research captured perspec-
tives during a determinate timeframe, we acknowledge 
that attitudes, perspectives, and experiences may have 
evolved as the COVID-19 situation has progressed.

Conclusion
The pandemic presented profound implications for CPD, 
compelling a culture of adaptability and innovation. The 
challenges generated opportunities for the field to rei-
magine CPD design and delivery to reflect evolving soci-
etal conditions and preferences. Moreover, this allowed 
the field to build resilience and demonstrate its value to 
healthcare and greater society. We caution that while the 
public health emergency appears to have subsided, our 
research underscores the need to sustain progress made 
during the crisis to ensure a better “new normal.” As we 
move forward, we call for the CPD community to lever-
age this momentum and internalise lessons learned to 
avoid perpetuating past mistakes during inevitable future 
crises.
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