APPENDIX A
Appendix Table A. Step-by-step implementation checklist for establishing a locally adapted PALS programme in a LMIC setting using IMEGH model
This checklist is intended as a practical guide for clinical teams at any resource-limited institution wishing to replicate the TASH–IMEGH model. It covers five phases: preparation, local adaptation, facilitator training, course delivery and sustainability. The sustainability phase includes a dedicated step on financial sustainability. This reflects the principle that institutional embedding rather than grant dependency provides a foundation for accessible education programmes.

	
	Phase
	Action
	What to check / do

	
	PHASE 1 — PREPARE: Build your foundation before you begin

	1
	Conduct a needs assessment
	Survey your target audience
	· Administer a pre-course survey to prospective participants
· Capture: prior training history, confidence levels, frequency of paediatric emergencies
· Survey specific clinical scenarios they find most challenging and identify perceived barriers: technical skills, drug knowledge, team communication
· Use results for scenario selection, lecture content and course design

	2
	Contact & connect
	Reach out to IMEGH
	· Contact team at IMEGH
· Discuss your setting, patient population, and programme goals
·  Request access to the IMEGH PALS curriculum 
· Ask about the certification pathway for your institution
· Explore whether an IMEGH faculty member can co-facilitate your pilot

	3
	Build your local team
	Identify motivated local clinicians and allied staff
	· Recruit 3–6 clinicians with interest in simulation, education or resuscitation medicine
· Identify at least one person with prior PALS/EPALS/BLS training as course lead
·  Consider including multi-disciplinary team from outset
· Agree on roles: course director, simulation lead, logistics coordinator

	
	PHASE 2 — ADAPT: Tailor the course to your context

	4
	Know your setting
	Audit your local clinical context honestly
	·  What are the most common paediatric emergencies at your institution?
· Which drugs are reliably available? 
·  What equipment is always present  and what is rarely or never available?
·  What are local referral pathways when a child deteriorates?
·  Who leads a resuscitation at your institution — and who is usually present?

	5
	Audit your simulation equipment
	Know what you have and what you can improvise
	· Identify available mannequins (infant, child, adult): location, condition, intubatable?
· Check airway equipment: ETTs, LMAs, BVMs, airway adjuncts, suction
·  Locate your defibrillator, confirm it works and trainees know where it is
· Consider producing bespoke device videos: film your own local AED and manual defibrillator to teach device-specific familiarity
·  Improvise IO access: at TASH, 20G needles inserted into chicken bone provided low-cost, high-engagement IO practice without an IO drill kit
· Select the most appropriate simulation space and availability

	6
	Adapt scenarios and drug doses
	Make every scenario recognisable and locally relevant
	· Replace scenarios with locally prevalent presentations
· Adapt drug doses and routes to locally available formulations
·  Review the ALS algorithm against local drug and defibrillation availability
· Add a discussion on what to do when first-line treatments are unavailable

	7
	Plan your sustainability model
	Decide how the course will be funded from the outset
	· Identify who absorbs faculty time: fellowship, university teaching commitment or volunteer
· Map your marginal costs: consumables, catering, equipment 
· Institutional embedding: aim to make the course a formal curriculum component 
· Explore whether a named academic partnership (e.g. IMEGH MOU) creates a platform for grant applications
·  Consider income-tiered registration: free for trainees, nominal fee for consultants

	
	PHASE 3 — TRAIN: Prepare your facilitators

	8
	Facilitator preparation
	Train your faculty before you train others
	· Hold a pre-course faculty meeting: scenario design, role clarity, debrief approach
· Assign observer/facilitator split — one observing and debriefing, one facilitating
· Agree psychological safety protocols 
· Agree on a structured debrief framework 

	9
	Run a dry simulation
	Test everything before the course day
	· Run through each scenario with the full facilitator team 
· Test all equipment: mannequins, defibrillator, airway devices, monitoring
· Confirm equipment works as intended 
· Time each station — adjust if any run significantly over or under

	
	PHASE 4 — DELIVER: Run the course

	10
	Pre-course setup
	Set up the environment and assess baseline knowledge
	· Distribute pre-course MCQ and reading to all participants before the course
· Discuss psychological and physical safety for participants and facilitators 
·  Deliver participant safety briefing
· Arrange the room: lecture area, skills stations, simulation bay

	11
	Course delivery
	Run lectures, skills stations and simulations
	· Follow the timetable but remain flexible, adapt pace to group needs
· Didactic teaching and hands-on practice throughout the day
· Ensure every participant leads at least one simulation scenario
·  Use structured debriefs after each simulation. Focus on reasoning, not blame
· Explicitly address non-technical skills: team communication and dynamics, closed-loop, leadership

	12
	Post-course assessment
	Capture knowledge gain and participant feedback
	· Administer post course MCQ immediately 
· Distribute the course satisfaction and evaluation form
· Conduct structured post-course faculty debrief and produce written report
· Communicate report to curriculum partner (e.g. IMEGH) for review
· Ask: What will you do differently on Monday? Collect qualitative comments

	
	PHASE 5 — SUSTAIN: Build for the long term

	13
	Embed in local structures
	Make the course a recurring institutional event
	· Agree a course cycle with your department
· Name a local consultant as course director 
· Version-stamp and date-stamp all materials; archive old versions, never delete
· Identify new facilitators from each cohort to grow your instructor pool
· Seek formal departmental or hospital endorsement

	14
	Expand scope progressively
	Grow the programme once the model is established
	· Introduce multidisciplinary team members to future cohorts
· Add multidisciplinary scenarios involving surgeons, nurses, anaesthetists together
· Consider role-stratified preparation materials: BLS primer for nursing staff
· Connect with IMEGH, CASIEF or EADP for mentorship and curriculum updates

	15
	Track and publish outcomes
	Contribute to the evidence base
	· Record pre- and post-course MCQ scores for every cohort
·  Track self-reported confidence changes over time
· Where possible, establish Utstein-style arrest documentation at your institution
· Follow up at 3–6 months to assess knowledge retention
·  Publish your results — even small pilots contribute to the LMIC evidence base




