ANZCOR Guideline 10.2 – Advanced Life
Support Training
Summary
Definitions
For the purposes of this guideline, the terms Basic Life Support (BLS), Advanced Life Support
(ALS) and Health Care Professional are defined in the Australian and New Zealand
Resuscitation Councils glossary.
ALS courses are mainly directed at healthcare professionals and may cover management
principles for newborns, children or adults. In general, they cover the knowledge, skills,
attitudes and behaviours needed to function as part of (and ultimately lead) a resuscitation
team.1

Who does this guideline apply to?
This guideline applies to ALS trainers and trainees.

Who is the audience for this guideline?
This guideline is for ALS training curriculum developers and providers and health care
professionals who provide and receive ALS training

Conflict of interest statement
Both the Australian Resuscitation Council and New Zealand Resuscitation Council
(ANZCOR) are providers of resuscitation education and generate income from these
activities.
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Recommendations
1.

ANZCOR suggests that precourse preparation is provided (strong recommendation,
very low to low certainty of evidence).

2.

ANZCOR suggests that ALS training programmes include 6-8 hours of instructor-led
training time (ungraded, good practice statement). ANZCOR suggests ALS training
can be delivered by either a spaced learning approach or a 1-2 day block ALS course
(weak recommendation, very low certainty of evidence).

3.

ANZCOR recommends that team and leadership training should be included as part
of ALS training for healthcare providers (weak recommendation, very low-quality
evidence).

4.

ANZCOR suggests that cognitive aids may be considered for use in ALS training
(ungraded, good practice statement).

5.

ANZCOR suggests the use of feedback devices that provide directive feedback on
chest compression rate, depth, release, and hand position during training (weak
recommendation, low-quality evidence).

6.

ANZCOR suggests that summative assessment at the end of ALS training should be
considered as a strategy to improve learning outcomes (ungraded, good practice
statement).

7.

ANZCOR suggests the use of high-fidelity manikins when training
centres/organisations have the infrastructure, trained personnel, and resources to
maintain the programme (weak recommendations based on very-low-quality
evidence).

8.

ANZCOR suggests the use of low-fidelity manikins if high-fidelity manikins are not
available (weak recommendations based on low-quality evidence).

9.

ANZCOR suggests that high fidelity scenarios (those that integrate psychomotor
skills, non-technical skills and clinical decision making) are more important than the
fidelity of the manikin (ungraded, good practice statement).

10. ANZCOR suggests frequent manikin-based refresher training for students of ALS
courses to maintain competence compared with standard retraining intervals of 12 to
24 months (weak recommendation, very-low-quality evidence).
11. ANZCOR suggests that all ALS courses should have a robust process for continuous
evaluation and quality improvement (ungraded, good practice statement).
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Guideline
1

ALS courses

This guideline is based on the assumption that the quality of resuscitation and patient
outcomes are improved with the acquisition of ALS knowledge, skills, attitudes and
behaviours.2 This is supported by a 2019 International Liason Committee on Resuscitation
(ILCOR) systematic review and CoSTR, demonstrating that ALS courses have a positive impact
on return of spontaneous circulation and survival.3,4
Section 1 covers the content for initial ALS training and Section 2 covers refresher training.

1.1

Pre-course preparation

A demonstrated ability to perform basic life support (BLS) skills is a pre-requisite to enrolment
and attendance at an ALS training course.
Pre-course preparation should:
-

be made available to participants

-

be tailored to participants’ learning needs

-

be aligned with intended learning outcomes

-

optimise participant engagement and active learning

Pre-course preparation (e.g. computer-assisted learning tutorials, written self-instruction
materials, video-based learning, textbook reading, and pretests) is recommended as part of
ALS courses.5 However, any method of pre-course preparation that is aimed at reducing
instructor-to-learner face-to-face time should be formally assessed to ensure equivalent or
improved learning outcomes compared with standard instructor-led courses.5
There are various strategies of precourse learning. Large published studies have investigated
diverse methods of pre-course learning (e.g. manuals, online simulators) as well as how precourse learning interconnects with the ALS course (e.g. whether it provides. additional material
or replacement of material within the course). Blended learning models (e.g. independent
electronic learning coupled with a reduced-duration face-to-face course time) have been
reported to acheive similar learning outcomes and substantial cost savings.6
In the 2020 CoSTR, ILCOR recommend the option of precourse e-learning as part of a blended
learning approach for participants of ALS courses. (strong recommendation, very-low to low
certainty of evidence).7 The highest quality evidence on pre-course preparation comes from one
randomised control trial (RCT) examining the addition of e-learning (interactive simulations
with feedback) to providing ALS manuals 4-weeks before the course.8 While this RCT found
no additional benefit of providing e-learning for skill performance or knowledge, user
evaulations favoured e-learning and stated that it contributed to their understanding of course
materials.8
ANZCOR suggests precourse preparation is provided (strong recommendation, very-low to
low certainty of evidence). At a minimum, this should include the course objectives, prerequisite knowledge, course outline, method of delivery (online, face-to-face) and assessment
criteria. This information should be provided with sufficient time for participants to assimilate
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knowledge. There is insufficient evidence to make clear recommendation for a specific method
or timeframe.

1.2

Course content

ALS courses involve the acquisition of specific knowledge, skills (psychomotor, teamwork,
communication), and attitudes with the goal of maximising resuscitation performance, and
therefore patient outcomes.2 ALS courses should be designed with the target patient
population in mind. ALS courses should have core components that may be supplemented by
context-specific components. As a minimum, ALS training programmes should include the
following core elements or recognition of prior learning:
Adult and paediatric courses

Neonatal courses

Recognising and responding to deteriorating
patients

Recognition of antenatal and
intrapartum risk for needing
resuscitation

Reversible causes and rhythms associated
with cardiac arrest

Assessment of need for resuscitation at
birth

Management of shockable or non-shockable
arrest rhythms

Initial steps in resuscitation of the
neonate

Advanced airway management
Ventilation
Vascular access
Drug therapy
Defibrillation

Special circumstances – e.g. the very or
extremely preterm neonate, the
neonate with congenital anomalies
Teamwork and communication
Post resuscitation care
Legal and ethical issues related to resuscitation

Communication with and care of families,
significant others and bystanders

Communication with and care of parents

Other techniques or interventions related to role, scope and context of practice

1.3

Course duration

The optimum duration and structure of ALS training programmes is unknown,6 however
course duration should provide sufficient opportunity for participants to achieve the intended
learning outcomes (knowledge, skills, attitudes and behaviours).
A pre-test, post-test study of deliberate practice using high fidelity simulation to teach ALS to
internal medicine residents showed that performance improved after training. After baseline
testing, participants received four 2-hour blocks of training with peer feedback: 80% (33/41) of
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participants passed the assessment after the scheduled 8-hour course, whereas 20% (8/41)
required an additional 15 to 60 minutes to achieve the minimal passing score on all 6 ALS
cases.9 The amount of practice time needed to reach the minimum passing score was a negative
predictor of post-test performance.9
ANZCOR suggests that ALS training programmes include 6-8 hours of instructor-led training
time. There is insufficient evidence to recommend whether courses are modular in nature or
take a comprehensive all-at-once approach supported by pre-course learning. ANZCOR
suggests ALS training can be delivered by either a spaced learning approach or a 1-2 day block
ALS course.

1.4

Course delivery

There is insufficient evidence to recommend any specific method of training, compared with
traditional lecture/practice sessions, to improve learning, retention, and use of ALS skills.5
Pre-briefing is an important strategy to create a safe learning environment, acknowledge to
learners that mistakes are expected and are seen as valuable learning opportunities, and to
build rapport between learners and educators.2 Further, pre-briefing should make explicit
performance targets and outline the key elements of performance feedback (timing, sources,
intent) so learners have clear expectations.2
The traditional approach to ALS provider courses has been 1-2 day courses culminating in
assessment of skill acquisition and renewal after a variable period of time, typically 1 – 4 years.2
Whilst this approach has been effective for short term learning and most candidates pass the
assessment, skills and knowledge are known to deteriorate within 1 to 6 months without
practice.2 The risk of poor resuscitation performance with this deterioration has been a driver
for increasing training frequency.
Spaced, or distributed practice, involves spreading content across different sessions or
repeating content at separate sessions.2 There is some evidence from cognitive psychology that
spacing results in better learning outcomes than practice that is clustered together, however
the optimum number of repetitions or time intervals is unclear.2
The 2020 ILCOR CoSTR suggests that spaced learning (i.e. training or retraining distributed
over time) may be used instead of massed learning (training provided at one single time point)
(weak recommendation, very low certainty of evidence).10 This recommendation was based on
the growing body of evidence suggesting that spaced learning can improve skill retention
(performance 1 year after course conclusion), skill performance (performance between course
completion and 1 year) and knowledge at course completion.
ANZCOR suggests ALS training can be delivered by either a spaced learning approach or a 12 day block ALS course (weak recommendation, very low certainty of evidence).

1.5

Knowledge

There are a number of ways to teach the required knowledge that underpins ALS, however,
the method used must align and achieve the intended learning outcomes. It is acknowledged
that participants will have varying levels of prior knowledge and this needs to be considered
in decisions regarding the most appropriate teaching method. For example, new learners may
require more detailed initial explanations. Options for delivery of knowledge should be flexible
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and may include: self-directed learning, use of written or online materials, lectures or small
group sessions.

1.6

Skills

Participants must demonstrate satisfactory integration of ALS skill(s) in a simulated team
training environment. Mastery “implies that a learner can consistently demonstrate a
predefined level of competence for a specific skill or task”.2p e4 Therefore resuscitation education
experiences should enable learners to practice fundamental resuscitation skills, receive directed
feedback, and improve their performance until mastery is achieved.2
.Participants

must demonstrate satisfactory performance in:

-

both component (e.g. ‘skill station’) and scenario based skills

-

capacity to operate within a team

Participants must demonstrate an understanding of the:

1.7

-

indications for resuscitation

-

indications for equipment and potential complications of procedures

-

sequencing and prioritisation of resuscitation interventions

Teamwork, communication and leadership

Team training in a resuscitation context should focus on the key elements of crisis resource
management, such as leadership, followership, communication, situational awareness, and
resource use.2,11
There are no RCTs testing the effect of specific leadership or team training on the critical
outcome of patient survival. However, two observational studies12,13 have shown team training
had a positive effect on survival from in-hospital paediatric cardiac arrest 12 and severityadjusted surgical mortality.13
Studies of the effect of teamwork training on skill performance in actual resuscitation have
produced conflicting results. One RCT showed no effect on CPR quality14 and two
observational studies that showed positive effects on neonatal resuscitation15 and improved
coordination and deployment of extracorporeal membrane oxygenation during CPR.16
A number of studies have examined skill performance for patient interventions, teamwork
performance and leaders’ performance at course conclusion from 4 to 12 months. Team and
leadership training have been shown to improve CPR hands-on time and time to initiation of
various patient interventions (8 RCTs17-23 and 4 observational studies24-27) at course conclusion
and improved CPR hands-on time (chest compression fraction) and time to initiation of various
patient interventions at follow-up assessment (two RCTs17,18). Teamwork-trained learners
exhibited more frequent teamwork behaviours at course completion (6 RCTs17,19-21,23,28 and 3
observational studies26,29,30) and at follow-up assessment (one RCT17 and one observational
study29). Leadership-trained instructors (4 RCTs18,22,24,31 and 2 observational studies27,32)
demonstrated more frequent leadership behaviours at course conclusion and at follow-up
assessment (one RCT18 and one single observational study29). For the important outcome of
cognitive knowledge, there is no current published evidence.
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The ILCOR 2020 CoSTR suggests that specific team and leadership training be included as part
of ALS training for healthcare providers (weak recommendation, very low certainty of
evidence).33
ANZCOR recommends that team and leadership training should be included as part of ALS
training for healthcare providers (weak recommendation, very low-quality evidence).

1.8

Cognitive aids

It is reasonable to use cognitive aids (e.g., checklists, flow charts) during resuscitation training,
provided that they do not delay the start of resuscitative efforts. It is preferable that these
cognitive aids should be the same or similar, where practical, to those available to participants
in clinical practice. Aids should be validated using simulation or patient trials, both before and
after implementation, to guide rapid cycle improvement.5 Current evidence supporting the use
of cognitive aids highlights a number of issues. One study of simulated paediatric cardiac arrest
showed that 85% of participants used cognitive aids, but in 25% of cases there were errors in
management.34 However, a seminal study from 1990 showed that the introduction of cognitive
aids while performing bag-mask ventilation did not significantly affect psychomotor
performance by paediatric residents.35
ANZCOR suggests that cognitive aids may be considered for use in ALS training (ungraded,
good practice statement).

1.9

Performance Feedback and Assessment

Performance Feedback
Feedback is defined as information regarding performance compared with a specific standard;
whereas, debriefing is defined as a reflective conversation regarding performance, which may
include some elements of feedback.2 Performance feedback is vital to maintaining and
improving clinical skills, even for experienced clinicians.2,36 Effective feedback should be
specific, timely, actionable, and be learner specific. Feedback should also enable the learner to
identify positive aspects of performance and those requiring improvement.2,37 Instructors
should be cognisant that learners have difficulty using feedback that threatens their self-esteem
or conflicts with their perceptions of self.14,38 Careful consideration must be given to feedback,
as the effect of feedback can be positive or negative on learning.14,38
A systematic review and meta-analyses of the effectiveness of feedback during procedural
skills training using simulation based medical education showed that feedback was associated
with significantly improved skill outcomes.39 There was no significant difference between
formative and summative feedback, for skill outcomes assessed immediately at the end of the
intervention or when skills were assessed at least 5 days post-training.39 When compared to a
single source of feedback, multiple sources (e.g. instructor and visual) of feedback enhanced
learning outcomes39
Establishing a Safe Learning Environment
Establishing a psychologically safe training environment includes: clarifying expectations;
engaging in an explicit and collaborative agreement in which both instructors and learners
commit to what can reasonably occur to make the situation as real as possible whilst
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acknowledging the limitations of a simulation environment; and enacting a commitment to
respecting learners and their psychological safety. The instructor-participant relationship
should be collaborative and there should be consistency between what instructors say and do.37
Instructors should be aware of the intended learning outcomes so that training can be tailored
to specific learners or learner groups.2 Intended learning outcomes should be patient focused
and not solely meet the requirements of content delivery.2 Instructors should have a sound and
clear understanding of the key instructional design features that enhance learning in an ALS
course and should have specific training in feedback and debriefing.2
CPR prompt or feedback devices
CPR prompt or feedback devices may be considered during CPR training for health care
professionals. The use of CPR feedback or prompt devices during CPR in clinical practice or
CPR training is intended to improve CPR quality as a means to improving ROSC and
survival.5,40 The forms of CPR feedback or prompt devices includes audio and visual
components such as voice prompts, metronomes, visual dials, numerical displays, wave-forms,
verbal prompts, and visual alarms. Visual displays enable rescuers to see compression-tocompression quality parameters, including compression depth and rate.40 Audio prompts may
guide CPR rate (e.g., metronome) and may offer verbal prompts to rescuers (e.g., “push
harder,” “good compressions”).40
The 2015 ILCOR CoSTR6 did not identify any studies related to the use of real-time audiovisual
feedback and prompt devices during CPR training and the critical outcomes of improvement
of patient outcomes and skill performance in actual resuscitations. A review of 5 studies (four
studies of 1029 participants in adult CPR training 41-44 and one study of 36 participants in
neonatal CPR training 45) showed substantial skill decay 6 weeks to 12 months after training
with and without the use of a feedback device. For the important outcome of skill performance
at course conclusion, a review of 28 studies 41-68 showed limited improvements in CPR quality
(i.e. compression depth, compression rate, chest recoil, hand placement, hands-off time, and
ventilation) with a feedback device.
ANZCOR suggests the use of feedback devices that provide directive feedback on compression
rate, depth, release, and hand position during training (weak recommendation, low-quality
evidence).6 If feedback devices are not available, we suggest the use of tonal guidance
(examples include music or metronome) during training to improve compression rate only
(weak recommendation, low-quality evidence).6
Summative assessment
Assessment is defined as “any systematic method of obtaining information from tests and other
sources, used to draw inferences about characteristics of people, objects or programmes”.69 In
the context of ALS courses, the domains that may be assessed include resuscitation knowledge,
technical skills (e.g. chest compressions) and nontechnical skills (e.g. leadership or
communication). These domains are complex so the construct being assessed must be clearly
identified.2 Assessment methods may include written assessments (e.g. multiple-choice
questions) and assessments of performance (e.g. a simulated resuscitation scenario or
demonstration of a specific technical skill).2 Assessments should measure elements of
resuscitation that are important for patient outcomes rather than what is easy to assess,2 and
should be performed for both the individual (e.g. delivery of guideline compliant chest
compressions) and team performance.2
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Assessment data may be derived from direct observation, retrospective video review, or CPR
feedback devices.2 Assessment for learning should occur throughout the course, to inform
instructor feedback and coaching. Assessment of learning typically occurs at the end of an ALS
course as a measure of the effectiveness of the educational intervention and for certification.2
Assessment tools should be valid, reliable and reflect the course learning outcomes.
Assessment results should be reproducible.2 Summative assessment at the end of ALS training
should be considered as a strategy to demonstrate achievement of learning outcomes.
Summative assessment of ALS knowledge and skills following a course should include written
and practical testing components. The use of written assessment alone is insufficient. 4
ANZCOR suggests that summative assessment at the end of ALS training should be considered
as a strategy to improve learning outcomes.5

1.10 Equipment / resources
High fidelity manikins are computerised, full-body manikins that can be programmed to
provide realistic physiological response to learners actions. There is insufficient evidence to
support or refute the use of techniques such as high-fidelity manikins and in situ training
compared with training on low-fidelity manikins and education centre-based training.5
High-fidelity training compared with low-fidelity training has been shown to have a moderate
effect on improved skills performance at course completion (very-low-quality evidence from
12 RCTs with 726 participants17,70-80), but no benefit in skills performance at 1 year (low-quality
evidence from one RCT with 86 participants70 and very low-quality evidence from one RCT
with 47 participants71). High-fidelity training compared with low-fidelity training had no
benefit in knowledge at course conclusion (low-quality evidence from 8 RCTs with 773
participants71-74,79-82 and 1 non-RCT with 34 participants).83
ANZCOR suggests the use of high-fidelity manikins when training centres/organisations have
the infrastructure, trained personnel, and resources to maintain the programme (weak
recommendations based on very-low-quality evidence). If high-fidelity manikins are not
available, ANZCOR suggests that the use of low-fidelity manikins is acceptable for standard
ALS training in an educational setting (weak recommendations based on low-quality
evidence).
In making these recommendations, ANZCOR considered the well-documented, but selfreported participant preference for high-fidelity manikins (versus low-fidelity manikins) and
the likely impact of this preference on willingness to train.84 ANZCOR considered the positive
impact of skill acquisition at course completion, as well as the lack of evidence of sustained
impact on the learner, and the relative costs of high- versus low-fidelity manikins. High-fidelity
manikins can provide physical findings, display vital signs, physiologically respond to
interventions (via computer interface), and enable performance of procedures.85 When
considering physical realism, high-fidelity manikins are more expensive but are increasingly
more popular with candidates and faculty, however there may be marginal benefits for the
intervention. In reviewing the science, it was clear that there was a benefit to high-fidelity
manikins but less clear whether the incremental costs justified the added expenses.6
ANZCOR recommends that technology needs to be appropriate in order to generate skills,
therefore at a minimum, there should be learner access to basic manikin with an airway and
the ability to simulate the display of cardiac rhythm.
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ANZCOR suggests that high fidelity scenarios are more important than the fidelity of the
manikin (ungraded, good practice statement). When high- and low-fidelity simulations of
neonatal resuscitation were compared, there was also no significant difference in non-technical
skills performance or in the stress responses of learners.78

2. Advanced Life Support re-training and refresher
training
Health professional exposure to cardiac arrest is relatively low. Victorian data shows that
paramedics are exposed to an average 1.4 (IQR=0.0-3.0) out-of-hospital cardiac arrests per year
and it takes, on average, 163 days for paramedics to be exposed to out-of-hospital cardiac
arrest.86 Annually, there are approximately 10.2 million hospital admissions in Australia87 and
1.1 million in New Zealand.88 A systematic review of the frequency, characteristics and
outcomes of adult in-hospital cardiac arrests in Australia and New Zealand showed that the
frequency of in-hospital cardiac arrests ranged from 1.31-6.11 per 1000 admissions in four
population studies and 0.58-4.59 per 1000 in 16 cohort studies.89 In contrast, newborn
resuscitation is more frequent. While one in five newborn infants is reported to receive some
form of resuscitation intervention, one in twenty received assisted ventilation (which is often
the most important neonatal resuscitation intervention). Nevertheless only about 3 per 1000
receive chest compressions, suggesting a low frequency of exposure of newborn care providers
to the need to provide extensive resuscitation.90
Retraining cycles of 12 to 24 months are not adequate to maintain competence in resuscitation
skills.6 . The optimal retraining intervals are yet to be defined, but more frequent training may
be helpful for providers.6
For the important outcome of skill performance at 1 year, there were 4 studies91-94 using varying
refresher techniques (simulation-enhanced booster 7 to 9 months after ALS course, monthly
use of an eLearning tool, 3-monthly information mail-outs related to course objectives or
patient management, in situ monthly simulation for 6 months) and outcome measures
(procedural skills and teamwork behaviour; composite scoring of written test and cardiac
arrest simulation test, mock arrest, compression, and ventilation performance, changes in
Clinical Performance and Behavioural Assessment scores).91-94 The use of simulation boosters
showed benefit in terms of procedural skills and teamwork behaviour scores (very-low-quality
evidence, downgraded for indirectness and imprecision).94 There was no benefit from periodic
eLearning and mail outs except in mock arrest performance (very-low-quality evidence,
downgraded for indirectness and imprecision).91,92 One study compared frequent refreshers to
standard retraining intervals, using manikin-based simulation93 and showed improvement in
Clinical Performance and equivalence Behavioural Assessment scores using shorter retraining
time (4.5 versus 7.5 hours) (low-quality evidence, downgraded for imprecision). 93
For the important outcome of skill performance beyond course completion and before 1 year,
there was one study that compared a single refresher using video and self-guided practice or a
single 2-hour hands-on session with no retraining: there was no benefit from refresher training
(very-low-quality evidence, downgraded for serious bias, indirectness, and imprecision).95 For
the important outcome of knowledge, there were four studies using a variety of refresher
techniques (simulation-enhanced booster, video and self-guided practice, knowledge
examination, and mock resuscitation training or mail-outs): there was no benefit from refresher
training (very-low-quality evidence, downgraded for serious bias, indirectness, and
imprecision).92,94-96
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The optimal frequency and duration of this retraining is yet to be determined. There is also no
definitive answer to how frequently training should be delivered because outcomes are
dependent on the type of training. For example, the use of different types of manikins can lead
to improved outcomes in the short term.97 To date, studies related to ALS refresher training are
of relatively poor quality, limited in sample size, and lack the use of consistent high-quality
assessment tools.6
Refresher training, in the form of frequent low-dose in situ training using manikins, may be a
practical cost-effective solution given sessions can be integrated into daily workflow thus
decreasing the need to remove staff for standard refresher training and retraining times can be
reduced.95 Further, learning from “frequent, low-dose” compared with “comprehensive, allat-once” instruction is effective and preferred by learners.98 Initiatives such as Rapid Cycle
Deliberate Practice (RCDP),99 a novel instructional method for simulation-based learning that
incorporates multiple repetitions of short simulations with interspersed feedback warrant
further consideration. In a prospective pre-post interventional study of RCDP for cardiac arrest
management, RCDP was associated with improvement in key performance measures for high
quality life support in the first five minutes of resuscitation.100 A recent study of nurses
randomised participants to 1, 3, 6 and 12 month CPR training.101 Training included a verbal
briefing about the components of high quality CPR and two minutes of CPR using an adult
CPR torso manikin with real-time performance feedback.101 The proportion of participants
who were able to deliver high quality CPR was: 58% in the 1-month group; 26% in the 3-month
group (p = 0.008); 21% in the 6-month group (p = 0.002) and 15% in the 12-month group (p <
0.001).101 The role of experiential learning and clinical exposure with feedback or peer-review
in retraining is unclear.
ANZCOR suggests that more frequent manikin-based refresher training for students of ALS
courses may be better to maintain competence compared with standard retraining intervals of
12 to 24 months (weak recommendation, very-low-quality evidence). In making this
recommendation, ANZCOR considers the rapid decay in skills after standard ALS training to
be of concern for patient care.

3. Governance and administration
Governance structures and processes are the essential systems and procedures of oversight for
consistent delivery; maintenance of standards and review of outcomes. They should guide all
courses making statements to the rules, procedures, and other informational guidelines. In
addition, governance frameworks define, guide, and provide for enforcement of these
processes.
Models for the governance will vary but should incorporate aspects of:
•
•
•
•
•
•
•
•

Defined rules and regulations
Organisational and individual accountability
Administration requirements before/during and following the course
Review processes
Information storage
Health and safety requirements
Fiscal probity
Equity
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•
•
•
•
•
•

Participant requirements
Instructor proficiency and conduct
Candidate selection /eligibility
Assessment systems
Appeal process
Certification

The governance must comply with statutory legislative requirements and be available to all
participants for review. Ongoing review of the material, structures and participant feedback
of the course should occur to ensure the substance of the course is current in the clinical and
governance scope. ANZCOR suggests that all ALS courses should have a robust process for
continuous evaluation and quality improvement.
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See attached worksheets:
- Feedback
- Simulation
- Pre-course Learning;
In ALS course participants, does pre-course learning assists
compared with no pre-course learning improve course
outcomes (knowledge acquisition, skills performance,
successful course completion)
In ALS courses, does a modular approach (eg. two hours per
week for 6 weeks) compared with a block approach (eg. 1-2
day course) improve course outcomes (knowledge acquisition,
skills performance, successful course completion)
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