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MILITARY TRAINING NETWORK
ACLS RE-AFFILIATION CHECKLIST

____MTN RE-AFFILIATION FORM

____LIST OF PROJECTED COURSES TO BE TAUGHT

____INSTRUCTOR/ TSF LIST WITH EXPIRATION DATE OF CARDS

____SATELLITE LIST (IF APPLICABLE)

____CURRICULUM VITAE (CV) FORM (Program Director only)

____ANNUAL REPORT

____LIST OF COURSES COMPLETED FY _____

____FINANCIAL DISCLOSURES FOR ALL INSTRUCTORS (Requesting Continuing Education Only)

____AGENDAS FOR EACH COURSE TO BE TAUGHT (Provider/Instructor/Refresher)

____ EQUIPMENT LIST

NOTES- DOCUMENTATION MUST BE ANNOTATED ON THE MOST CURRENT MTN FORM

MTN WEBSITE- WWW.USUHS.MIL/MTN

MILITARY TRAINING NETWORK

AFFILIATION/RE-AFFILIATION REQUEST FORM

We plan to conduct the following training:

(Please fill out one sheet per program)
Include proposed course schedule/outline/agenda for each type of course
BLS   FORMCHECKBOX 




ACLS   FORMCHECKBOX 



PALS   FORMCHECKBOX 

	Unit Name
	     
	Phone: Comm
	     
	DSN
	     

	Mailing Address for MTN correspondence: (No PO Boxes)
Unit /Office:      
Street Address:      
City State Zip:      
	Fax: Comm
	     
	

	
	Commander’s Office

	
	Phone: Comm
	     
	DSN
	     

	
	Fax:  Comm
	     
	

	

	


	Program Director: (Must provide MTN  Updated CV annually)
	Program Administrator: 

	Name: 
	     
	Rank:       
	Name: 
	     
	Rank:      

	                     (Last name, First name)
	                     (Last name, First name)

	Duty Phone:  Comm:
	     
	Duty Phone:  Comm:
	     

	DSN:
	     
	DSN:
	     

	Duty E-mail:
	     
	Duty E-Mail:
	     

	TSF Card Expiration Date:
	     
	Date of Appointment:
	     

	Estimated Number To Be Trained  (Projected Card Request)

	Program
	Instructor
	Provider
	Training Site Faculty

	ACLS
	      
	      
	     

	PALS
	     
	     
	     

	         PEARS
	 
	     
	

	BLS-HCP
	     
	     
	     

	Heartsaver
	     
	     
	     

	Heartsaver AED
	 
	     
	     

	Heartsaver CPR
	 
	     
	     


   ** CME IS OFFERED FOR ALL PALS COURSES AND MUST BE PRE-APPROVED
REQUEST CME THROUGH THE MTN?  Check one        FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO

WE HAVE MEDICAL STUDENTS OR INTERNS? Check one        FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO


I CERTIFY THAT ALL EQUIPMENT IAW AHA INSTRUCTOR MANUAL IS AVAILABLE TO CONDUCT TRAINING.

     
 










 
  
 _______________________________________________________________
               ______________________________

Printed Name Commanding Officer/Unit Commander/Facility Director


Signature 
Date:       
MILITARY TRAINING NETWORK   

ACLS INSTRUCTOR LIST
1. List all Instructors including satellite personnel

2. Instructor to TSF ratio is 15:1
Number of Instructors:         Number of TSF:      
3. *Send MTN a copy of each TSF nomination form/ensure MTN has TSF form(s) on file.

4. Fill in the Financial Disclosure (FD) expiration (exp) date for all ACLS /PALS instructors and submit copies with the annual report NLT 30 Sep (if requesting Continuing Education). 

	Name (Last, First, MI)
	Professional Licensure (MD, DO, CRNA, RN, EMT, etc.)
	 Instructor Card
	*TSF
	FD (ACLS/PALS)
	Date Completed Official 

	Rank, Branch of Service, Corps
	
	Exp Date
	 Card 

Exp Date
	 Exp Date
	AHA 2010 Update

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	 
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      

	
	     
	     
	     
	     
	      


PROJECTED CLASSES FOR FY_____

DATE(S) and TYPE(S) of courses (1 October to 30 September):
Types of Courses available:  ACLS Provider, ACLS Instructor, ACLS Provider Renewal
	COURSE TYPE
	COURSE DATE(S)

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


SATELLITE LIST
	Satellite Name
	Complete Address
	Phone Number

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     


	Military Training Network (MTN) Curriculum vitae (CV) Form

	PURPOSE: To provide information about MTN Program Director (PD) and Training Site Faculty (TSF).

ROUTINE USES:  Documentation of teaching credentials for PD and TSF at training sites and MTN.



	Last Name, First Name, MI, Professional Licensure, Branch of Service
	Rank

	     
	     

	Complete Duty Mailing Address

	     

	Duty Station or Employer
	Telephone(s)

	     
	Comm:      
DSN:      

	Present Position, Duty and Responsibilities

	     

	Education Institution
	Major
	Degree
	Year
	Other

	     

	     
	     
	     
	     

	RELEVANT TEACHING EXPERIENCE AS PD, TSF, LEAD INSTRUCTOR OR INSTRUCTOR FOR BLS, ACLS, AND/OR PALS (TYPE OF CLASS and DATES)

List the last 8 courses taught in this format (DATE/TYPE/LOCATION)

**If substitute CV is used, please attach / AHA teaching history

	     

	Membership in organizations; publications, area of special interest, awards, etc


ACLS ANNUAL REPORT FY      
     
(Name of the Facility)

	Program
	Number of Providers Trained (Initial Trng)
	Number of Providers Re-trained
	Total Providers 
Cards Used / Destroyed Cards
	Provider
Card Balance



	ACLS
	     
	     
	       /       
	     


	Program
	Number of Instructors Trained
	Number of Instructors
Re-registered
	Total Instructor Cards Used / Destroyed Cards
	Instructor
Card Balance

	ACLS
	     

 FORMTEXT 

	     
	       /       
	     


	     Program
	Total TSF Cards Used
	Total TSF Cards Destroyed
	TSF Card Balance

	       ACLS
	                     
	                       
	               


PROJECTED CARD USE FOR FY      
	Program
	Instructor
	Provider
	Training Site Faculty

	     
	     
	     
	     


MTN Appointed Positions:

	Program Director:
	
	
	

	
	Printed Name
	Signature
	Date

	Program Administrator:
	
	
	

	
	Printed Name
	Signature
	Date


LIST OF COURSES COMPLETED FY       

	FACILITY
	     
	REGION/COMMAND
	     

	DATE

AND
COURSE
	NUMBER OF PROVIDERS

TRAINED
	NUMBER OF PROVIDERS

RE-TRAINED
	NUMBER OF INSTRUCTORS

TRAINED
	NUMBER OF INSTRUCTORS

RE-REGISTERED
	PCR SENT TO MTN

(If no, please attach)

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


DATE:  _______________________

Dear < insert name of Instructor>:
RE: Standards of Practice in Continuing Education (CE)

We are pleased that you are able to participate in our CE activity scheduled for <Insert date> at the <insert location> in <insert city or base>. 

The Uniformed Services University of the Health Sciences (USUHS) is accredited by the Accreditation Council for Continuing Medical Education, the American Nurses Credentialing Center’s Commission on Accreditation, the American Psychological Association, the Accreditation Council for Pharmacy Education, the American College of Health Care Executives, and the Maryland Board of Social Work Examiners.  Since our accreditations are important to us, we plan activities that meet our accreditors’ expectations for our continuing education (CE).  We look forward to working with you to assure that this activity is of the highest standard.

The activity we have asked you to participate in is based on readiness and professional competence needs. We have planned the activity so that students are provided offerings to gain/improve knowledge and skills.  The purpose or objective of your contribution is planner or instructor.

It is USUHS policy that faculty not accept any additional payments or reimbursements from any commercial interest for presenting CE activities. In addition, we draw your attention to the following:

	Information for Learners
	The information above on needs, expected results, and purpose or objectives will be provided to learners by USUHS. These have been framed in terms of health care professional practice change or patient health status improvement, in keeping with our CE mission.

All instructors, authors, and presenters/faculty must include statements that describe the accuracy and utility of the materials presented, the basis of such statements, the limitations of the content being taught, and the severe and the most common risks of therapeutic approaches discussed. (APA)

	Content Validation
	USUHS expects that all of its CE programs will adhere to our content validation value statements. 

Specifically, all the recommendations involving clinical medicine in a CE activity must be based on evidence that is accepted within the profession of medicine as adequate justification for their indications and contraindications in the care of patients. All scientific research referred to, reported or used in support or justification of a patient care recommendation must conform to the generally accepted standards of experimental design, data collection and analysis. Please contact USUHS at continuingeducation@usuhs.mil if you do not feel your presentation can meet these standards.  

	Safeguards Against Commercial  Bias 
	USUHS expects that the content or format of CE activities and related materials will promote improvements or quality in healthcare and not a specific proprietary business interest of a commercial interest.

We employ several strategies to ensure the absence of commercial bias and you are integral to their successful implementation. 

1. Everyone who is in a position to control or influence the content of an education activity must disclose to us all relevant financial relationships with any commercial interest.  In order to do this, please complete the enclosed disclosure form and return it to us by <insert date due>.   If you refuse to disclose relevant financial relationships, you will be disqualified from being a part of the planning and implementation of this activity.   

2. If a potential or real conflict of interest exists as a result of a financial relationship you may have, this will need to be resolved well before the activity plans are finalized.  The information you disclose will be provided to our learners in writing before the activity.

3. We also remind you that CE must give a balanced view of therapeutic options.  Use of generic names will contribute to this impartiality. If your CE educational material or content includes trade names, cite trade names from multiple companies if applicable, not just trade names from a single company.

4. Our learners will be evaluating your presentation for the presence of commercial bias. 

	Measurements of Effectiveness
	USUHS will be seeking feedback from the learners on the effectiveness of this CE activity through an evaluation instrument. Results of the evaluation will be shared with the planning committee and faculty presenters/authors. 

	Educational Materials
	Educational materials that are a part of this activity, such as slides, abstracts, and handouts, cannot contain any advertising, trade names, or product-group messages. Please note that it is unlawful to duplicate and distribute copyrighted material for classroom use unless written permission has been obtained from the author/publisher. Your copyrighted handouts will be duplicated only if a copyright release is submitted.  Articles written by Federal employees as part of their official duties are not copyrighted and may be reproduced without written permission. 


Questions about USUHS conflict of interest and disclosure policies may be addressed to continuingeducation@usuhs.mil.

Again, thank you for agreeing to work with us in this CE activity. We look forward to this activity making an important contribution to the continuing professional development of our learners and their professional practice.

Sincerely,  <Insert Name of the POC at the Training Site>    <Insert Job Title>
Attachment:  Disclosure Form  <insert date due to Training Site>.

DISCLOSURE FORM
As an accredited continuing education provider, the Uniformed Services University of the Health Sciences must ensure balance, independence, objectivity, and scientific rigor in all CE educational activities.  All individuals in a position to influence the content of the activity must disclose any relevant relationship with a commercial entity within the past 12 months.  Failure to complete and submit this form will result in exclusion from participation.

I. Activity and Individual 

ActivityTitle:  ___ACLS________    Activity time period (mm/dd/yyyy– mm/dd/yyyy) _____________ - __________

Presentation(s) Title:   (leave blank)


Day/time:  (leave blank)

Your Name/Rank/Degree:                


                                             

                 Email:


        

            Phone: 

Your Role in This Activity:  FORMCHECKBOX 
Planner  FORMCHECKBOX 
Instructor  FORMCHECKBOX 
  Other:___________
II.  
Disclosure  Check one of the following statements, and if applicable, provide the nature and name of the relevant relationship below:

 FORMCHECKBOX 
 I, or an immediate family member including spouse or partner, have no financial relationships relevant to the content of this CE activity.  (If you check this box, proceed to section III.)
 FORMCHECKBOX 
 I, or an immediate family member including spouse or partner, have a personal financial relationship with a commercial interest and have control over educational content about the products of the commercial interest that could be perceived as a real or apparent conflict of interest within the context of this CE activity

  Nature of Affiliation / Financial Interest



Name of Commercial Interest

[image: image2.jpg]


 See definitions on reverse. Do not disclose the actual financial value of any affiliation.

 FORMCHECKBOX 

Grants/Research Support  
_____________________________________________________________

 FORMCHECKBOX 

Consultant  
________________________________________________________________________

 FORMCHECKBOX 

Stock Shareholder (directly purchased)  
__________________________________________________

 FORMCHECKBOX 

Honorarium Recipient  
________________________________________________________________

 FORMCHECKBOX 

Employee  
_________________________________________________________________________

 FORMCHECKBOX 

Other:  

___________________________________________________________________________

III.        Will there be a discussion of unlabeled uses?  FORMCHECKBOX 
No       FORMCHECKBOX 
Yes
  

Specify the product and use you will discuss.   You are required to inform the audience verbally when discussing unlabeled (non FDA-approved) uses.  The information you provide below will be included in the materials to the participants.  
Product:__________________________
Use:________________________

IV.         Attestation

 FORMCHECKBOX 
 I agree to the terms and conditions listed on this form (see reverse). 

Note: If your circumstances change, it is your obligation to inform us of new commercial relationships and to update your disclosure form.

______________________________________   

_____________________ 
Signature (actual or electronic or digital accepted)


Date

Upon completion please return to:  <insert name, email, phone number, fax, & mailing address (if applicable)> 

Deadline: ____<insert>_____________________

COMMERCIAL SUPPORT TERMS AND CONDITIONS

Attestation:  In the context of the relationships/affiliations that you designated, we ask that you attest that:

1. Relationships/affiliations will not bias or otherwise influence your involvement in the CE activity

2. Practice recommendations that are relevant to the companies with whom you have relationships 
will be supported by the best available evidence, or absent evidence will be consistent with 
generally accepted medical practice

3. All reasonable clinical alternatives will be discussed when making practice recommendations.

4. Additional information may be requested to resolve a conflict of interest (COI).  All identified COI 
will be resolved and disclosure make to activity participants prior to the start of the CE activity.

5. If your circumstances change, you will inform us of new commercial relationships and update 
your disclosure form.

Commercial Interest.  Any entity producing, marketing, reselling, or distributing health care goods or services consumed by, or used on, patients. (Accreditation Council for Continuing Medical Education, August 2007)

Disqualification. Anyone refusing to disclosure a relevant financial relationship is disqualified from, “being a planning committee member, a teacher, or an author of continuing medical education and cannot have control of, or responsibility for, the development, management, presentation or evaluation of the CME activity.” (2004 Accreditation Council for Continuing Medical Education Standards for Commercial Support)

Disclosure. Anyone associated with a CE activity who may influence the agenda, content or program, must complete and submit the Disclosure Form located on the front side of this document prior to the activity date and ensure that the Disclosure Form is complete and truthful to the best of their knowledge. 

Relevant relationship. Anyone who may have control of, or responsibility for, the development, management, presentation or evaluation of the CE activity shall report financial relationships occurring within the past 12 months that may create a conflict of interest.

Fair Balance. Activities are required to present fair and balanced information that is objective and scientifically rigorous.  

Use of Generic versus Trade Names. Presenters should use scientific or generic names when referring to products. Should it be necessary to use a trade name, trade names of all similar products should be used.

Commercial Supporter Influence. Planners, coordinators, presenters are not permitted to receive any direct remuneration or gifts from the commercial supporter(s) of this activity nor should they be subject to direct input from a commercial supporter regarding the content of any presentations.

Nature of Affiliation: Employee, Grants/research support recipient, board member, advisor or review panel member, consultant, independent contractor, stock shareholder excluding mutual funds, speaker’s Bureau, honorarium recipient, royalty recipient, holder of intellectual property rights, or other.
<INSERT UNIT NAME>
ACLS Instructor Course Agenda

	Time 
	Lesson 
	Event

	0800 – 0805
	Lesson 1
	Introduction

	0805 – 0815
	Lesson 2
	ACLS Course Briefing

	0815 – 0830
	Lesson 3 
	ACLS Science Update

	0830 – 0845
	Lesson 4
	New ACLS Course Design

	0845 – 0855
	Lesson 5 
	Instructor Materials

	0855 – 0905
	Lesson 6
	ACLS Course Outline

	0905 – 0920
	Lesson 7
	Lesson Maps

	0920 – 0925 
	Lesson 8 
	Technology and Equipment

	0925 – 0935
	Lesson 9 
	Room Setup

	0935 – 0940
	Lesson 10
	Provider Course Prerequisites

	0940 – 1000
	Lesson 11
	BLS Skills Testing

	1000 – 1010
	Break
	Break

	1010 – 1015 
	Lesson 12
	Implementing Changes

	1015 – 1020
	Lesson 13
	Following Lesson Maps

	1020 – 1025
	Lesson 14 
	ACLS Start

	1025 – 1045
	Lesson 15
	Respiratory Arrest

	1045 – 1055
	Lesson 16
	Pulseless Arrest VF/VT

	1055 – 1130 
	Lesson 17 
	Role-Play: Pulseless Arrest VF/VT

	1130 – 1145
	Lesson 18 
	ACS/Stroke

	1145 – 1215 
	Lesson 19
	Role Play – ACS/Stroke

	1215 – 1315
	Lunch 
	Lunch

	1315 – 1330
	Lesson 20
	Bradycardia / Tachycardia

	1330 – 1350 
	Lesson 21
	Putting it All Together

	1350 – 1355
	Lesson 22
	Written Test

	1355 – 1400
	Lesson 23
	Remediation 

	1400 – 1415
	Lesson 24
	Megacode Test

	1415 – 1430
	Break
	Break

	1430 – 1600
	Lesson 25 
	Role-Play: Megacode Test

	1600 – 1605
	Lesson 26
	Self-Directed Learning and Blended Training

	1605 – 1610
	Lesson 27
	Instructor Renewal

	1610 – 1640
	Lesson 28
	Training Center Specifics

	1640 – 1655
	Lesson 29
	Course Monitoring


<INSERT UNIT NAME>
ACLS PROVIDER COURSE

Day 1

8:30 - 8:35 
Welcome/Introductions
8:35 - 8:40
Lesson 1 – ACLS Course Overview/Organization
8:40 - 9:00
Lesson 2 – BLS and ACLS Surveys
Divide class into 2 Groups

	
	Lesson 3
Management of Respiratory Arrest

Learning and Testing Station
	Lesson 4
CPR and AED Practice and Testing Station

	9:00 - 9:45
	Group 1
	Group 2

	9:45 - 10:00
	Break
	Break

	10:00 - 10:45
	Group 2
	Group 1


One large group

10:45 - 11:10
Lesson 5 – The Megacode and Resuscitation Team Concept
Divide class into 2groups

	
	Lesson 6
Cardiac Arrest (VF/Pulseless VT) Learning Station
	Lessons 7 and 8

ACS and Stroke Learning Station

	11:10 - 12:40
	Group 1
	Group 2

	12:40 - 13:25
	Lunch
	Lunch

	13:25 - 14:55
	Group 2
	Group 1


14:55 – 15:10
Break

Divide class into 2 groups

	
	Lesson 9
Bradycardia/Asystole/PEA

Learning Station
	Lesson 10
Tachycardia, Stable and Unstable

Learning Station

	15:10 - 15:55
	Group 1
	Group 2

	15:55 - 16:40
	Group 2
	Group 1


16:40
End of Day 1
Day 2

Divide class into 2 groups

	
	Lesson 11
Putting It All Together

Learning Station
	Lesson 11
Putting It All Together

Learning Station

	8:30 - 10:05
	Group 1
	Group 2


10:05 - 10:20
Break
Divide class into 2 groups

	
	Lesson T3-5

Mega Code Test
	Lesson T3-5
Mega Code Test

	10:20 - 11:20
	Group 1
	Group 2


One large group (as students finish Megacode test)

11:20 - 12:20
Lesson T6 - 7 - Written Test

12:15

Class Ends/Remediation
<INSERT UNIT NAME>
ACLS UPDATE COURSE
8:30 - 8:35  
Welcome/Introductions
8:35 - 8:40
Lesson 1 - ACLS Course Overview/Organization
8:40 - 9:05
Lesson 2 - ACLS Science Overview Video
9:05 - 9:25
Lesson 3 - BLS and ACLS Surveys (Lesson Maps ACLS-U 3A-B)
Divide class into 2 groups

	
	Lesson 4
(Lesson Maps ACLS-U 4A-B)

Bag- Mask Ventilation Testing Station
	Lesson 5
(Lesson Maps ACLS-U 5A-B)

CPR /AED Testing Station

	9:25 - 9:55
	Group 1
	Group 2

	9:55 - 10:25
	Group 2
	Group 1


One Large Group

10:25 - 10:40  
Break
10:40 - 11:05  
Lesson 6 - The Megacode and Resuscitation Team Concept

Divide Class into 2 Groups
	
	Lesson 7
(Lesson Maps ACLS-U 7A)

Putting It All Together Learning Station
	Lesson 7
(Lesson Maps ACLS-U 7A)

Putting It All Together Learning Station

	11:05 - 12:30
	Group 1
	Group 2


12:30 – 13:15
Lunch
Divide Class into 2 Groups
	
	  Mega Code Test
	 Mega Code Test

	13:15 -14:15
	Group 1
	Group 2


14:15 - 14:25
Lesson T6 - Written Test

14:45   

Class Ends/Remediation
Optional: ACS and Stroke Lessons

