Basic Life Support Training for Healthcare Providers
Guidance
*Note: This policy statement will form the basis for future AHA global advocacy statements on emergency cardiovascular care, resuscitation and
first aid.

Introduction
Worldwide, millions are dying each year due to preventable and reversible critical illnesses. The World Health
Organization (WHO) estimates that about 17.9 million of global deaths each year are from cardiovascular disease
(CVD).1 More specifically, it is estimated that nearly half of all cardiovascular deaths worldwide are due to sudden
cardiac arrest (SCA), resulting in approximately 8 million cases each year.2 While data from many parts of the world is
limited and there is regional variability in the incidence, the global survival rate for SCA is less than 1%.2, 3 Immediate
high-quality basic life support (BLS) is a crucial step in the chain of survival and when delivered in compliance with
existing evidence-based guidelines, is associated with improved patient outcomes.4 Therefore, training in BLS is a vital
aspect of education for health care providers.
BLS is the foundation for saving lives after cardiac arrest and includes knowledge and skills in cardiopulmonary
resuscitation (CPR) and the use of an automated external defibrillator (AED). It can be provided by trained healthcare
providers, including doctors, nurses, physician assistants, and first responders. However, it is important that BLS
training not only focuses on patient survival but also on functional outcomes. While this depends on the early
provision of CPR, the quality of CPR delivered is equally critical. Poor-quality CPR should be considered a preventable
harm.4 Thus, research in CPR, BLS and resuscitation in general is needed to understand the epidemiology,
infrastructure and systems context, level of training, and potential for cost-effective care to improve outcomes.
Unfortunately, investment does not match the public health impact of sudden cardiac arrest. Research funding is low
relative to other leading causes of death and a disproportionate share of resources is targeted to communicable
diseases.5
Additionally, global disparities remain in terms of access to BLS and resuscitation training opportunities, the quality of
available training, and the likelihood of training implementation and quality improvement.6 There is international
recognition that the lack of adequate resuscitation training for healthcare providers is a major barrier to scaling up
and sustaining emergency care services in many countries.7 This was recognized in 2019 by the WHO in a resolution in
which:8
The World Health Assembly…urges member-states…[OP2.9] to provide dedicated training in the
management of emergency conditions for all relevant types of health providers, including developing postgraduate training programmes for doctors and nurses, training frontline providers in basic emergency care,
and integrating dedicated emergency care training into undergraduate nursing and medical curricula, and
establishing certification pathways for prehospital providers, as appropriate to their national context.”

As such, it is imperative that healthcare providers undergo adequate CPR, basic life support (BLS) and resuscitation
training.
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Building on resuscitation treatment recommendations and guidelines previously published by international
organizations,4, 8, 9 this policy statement sets forth guiding principles on the implementation, execution, quality
improvement and oversight for CPR and BLS training for healthcare providers.
AHA POSITION STATEMENT: The AHA supports high quality CPR and BLS training for healthcare providers to improve
patient outcomes. We consider poor quality CPR to be a preventable harm.
Potential Global Impact of BLS Training
Healthcare providers in many countries are often not required to gain additional knowledge and skills in BLS.
Moreover, there is no established, cost-effective BLS training for healthcare providers on a global scale. However,
research has shown that BLS training for healthcare providers do not only improve resuscitation knowledge and skills
and operational performance, 10, 11 12-14 it also improves patient outcomes.15
AHA’s Guiding Principles for Training Healthcare Providers in BLS
Guiding Principle #1: (Education) BLS should be a core ingredient to continuous professional or educational
development in institutions overseeing the education of clinicians and first responders, whether licensing bodies or
regulatory agencies, such as a national or regional ministry of health.
Guiding Principle #2: (Clinical outcomes) BLS training for healthcare workers should be based on clear scientific
evidence linking improved knowledge and skills with better patient outcomes.
Guiding Principle #3: (Strengthening healthcare systems) BLS should be integrated as an essential health service
within a comprehensive approach to strengthening healthcare systems.
Guiding Principle #4: (Quality Improvement) Healthcare systems that monitor and report quality-of-care metrics and
patient-centered outcomes (including standardized clinical registries incorporating essential BLS data points) will
have the greatest opportunity through quality improvement efforts to save the most lives.
Guiding Principle #5 (Surveillance and Research) Continued surveillance and research are needed to address
knowledge gaps that still exist not only in the field of cardiac arrest science and care but also in effective resuscitation
education and knowledge translation strategies.
Guiding Principle #6: (Emergency Preparedness) BLS should be included as a critical aspect of healthcare systems
emergency preparedness protocols.
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