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§ 01 — FOUNDATIONS

Before you teach

ACLSMED replaces a room full of proprietary hardware with tablets your learners already

know how to hold. This section covers what the two products are, what you need on the

table, and how to stand a room up in ten minutes.

§ 01.01 The two pl'OdUC"'S

They are separate apps that work as one system. SIM is the paid clinical suite you run the code on.

CPR is the free trainer your learners install on their own phones — it feeds compression quality

straight into the room.

ACLSMED™ SIM

ACLSMED™ CPR

Runs on

Price

Who holds
it

What it
does

Sign-in

Network

iPad (tablet)

Paid — plan per account

Instructor + student roles

Monitor/defib, instructor remote, IV pump,
ventilator, MegaCodes

ACLSMED account + seat

Local peer-to-peer between your devices

iPhone & Android phones

FREE = NO account, no ads

One per learner at the manikin

Measures compression rate, depth and
hands-on time on a manikin

None — nothing to log into

Local peer-to-peer to a SIM tablet



WHY THIS SPLIT MATTERS

Because CPR asks for no account and no sign-in, you can tell twenty learners to install it in
the parking lot and it will just work. Nothing they do on their phone touches your seat

count, and no learner data leaves the phone.

s 01.02 What you need in the room

One iPad running Monitor. This is the screen the team treats as the patient. Put it where a real

monitor would live — at the head of the bed, screen out.

One iPad running Instructor. This is yours. Never let learners see it; everything you do here

appears on their monitor as if the patient did it.

A manikin or a mat. Any compression surface. The suite does not talk to manikin hardware — it

does not need to.

A local network. Any Wi-Fi network, or none at all: devices find each other peer-to-peer. No

internet needed once signed in.

Optional: extra iPads for IVmed (pump) and RESPmed (ventilator); a projector or TV mirroring

the Monitor for large classes; learner phones for CPR.

DO THIS BEFORE EVERY CLASS
Charge every tablet above 80%, disable Auto-Lock (Settings - Display & Brightness -
Auto-Lock - Never), and turn on Do Not Disturb. A monitor that sleeps mid-arrest is the

single most common avoidable failure in a live session.

s 01.05 Seats, plans & sign-in

SIM licenses a set number of tablets per account — one seat per role. Sign in once per tablet, pick

that tablet's role, and the seat is held until you release it. If you need to move a role to a different

iPad mid-course, release the seat in Settings on the old device first.



Plan tiers, seat counts and current pricing live on aclsmed.com/#pricing — deliberately not
reprinted here so this manual can't go stale. In short: the lower tier covers Monitor + Instructor; the
full suite adds IVmed and RESPmed.

0102 The ten-minute room build

wn

Power and unlock. Tablets plugged in or fully charged, Auto-Lock off, Do Not Disturb on.

Same network. Put every tablet on the same Wi-Fi, and leave Bluetooth on — discovery

uses both.
Sign in and assign roles. Monitor on the patient iPad, Instructor on yours. See § 02.01.

Confirm the link. On the Monitor, check the CONNECTION panel shows a green tick beside

every role you're using. See § 02.02.

Load a scenario and rehearse one beat. Change a rhythm from your remote and watch the

Monitor follow. If it does, the room is live.

Seat the learners. Hand out phones for CPR if you're running compression testing, then brief

scope: manikin only.


https://www.aclsmed.com/#pricing

§ 02 — ACLSMED™ SIM

The clinical suite

One patient state, broadcast live to every instrument in the code. You change the patient
from a remote in your hand; the team reads a monitor that behaves like the real thing —

including the parts that punish a slow decision.

§ 02.01 Picking a role

Each tablet is one instrument. On first launch — and any time later from Settings — the app asks
what this iPad is. The choice persists across restarts, so a tablet you label "Monitor" stays the

monitor.
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FIGURE 2.1 — ROLE PICKER

Five roles: MONITOR (patient monitor + defib), INSTRUCTOR
(orchestrator remote), IVMED (IV pump), RESPMED (ventilator),
and CPR SIMULATOR (multi-student CPR test, shown in blue). The
dots along the top show which roles are currently present on
the network.

MONITOR INSTRUCTOR

PATIENT MONITOR + DEFIB ORCHESTRATOR REMOTE

The student-facing screen. Waveforms, vitals, Your control surface. Drives every value the

defibrillator, pacer, 12-lead, X-ray, labs. students see, plus scenario loading and the code
log.




IVMED RESPMED

IV PUMP VENTILATOR
A working infusion pump with two channels and Vent modes, airway pressure and flow
a drug library. Suite tier. waveforms, lung-protective targets. Suite tier.

CPR SIMULATOR

MULTI-STUDENT CPR TEST

The station board for ACLSMED™ CPR. Up to six

learner phones at once. See § O3.

s 02.02 Pairing the room

There are no codes to type. Devices advertise themselves on the local network and connect
automatically, then sign every message they exchange so a stray tablet in the next classroom

cannot drive your patient.

Confirm the link on the Monitor's CONNECTION panel, bottom-right of the waveform area. A green

dot and a tick mean that role is live; a red cross means it is not connected yet.

IF A ROLE WON'T CONNECT
* Both devices on the same Wi-Fi, Bluetooth on, Airplane Mode off.

* Accept the local network permission prompt on first launch. If it was declined: Settings
- ACLSMED - Local Network - on.

* Guest and enterprise Wi-Fi often block device-to-device traffic. If discovery fails on
hospital Wi-Fi, make a personal hotspot from a spare phone and put both tablets on it —

or turn Wi-Fi off entirely and let them pair directly.

 Still stuck? Force-quit both apps and relaunch the Monitor first, then the Instructor.




s 02.05 1 he Instructor Remote — anatomy

This is the screen you will live in. It mirrors what the students see at the top, gives you every dial in
the middle, and logs what happened at the bottom. Learn these six regions and you can run any

code without looking away.
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FIGURE 2.2 — INSTRUCTOR REMOTE, HUB TAB

Top: a live mirror of the student monitor with HR, ABP, SpO0:

and EtCO:. Middle:

independent sliders for every vital, plus

PACER and DEFIB blocks. Bottom: the current rhythm with a

CHANGE RHYTHM control, four QUICK ACTIONS that fire on the
monitor, and a read-only MONITOR MIRROR reporting what the
students have actually done with the defibrillator and pacer.

REGION

WHAT IT DOES

USE IT TO.

Tab bar

HUB RHYTHMS
MEGA CODES MEDS

CODE SUMMARY

Patient strip

Vitals sliders

PACER

DEFIB

Rhythm + Quick

Actions

Monitor Mirror

Switches your control surface. HUB is
the live dashboard; the others are
catalogs and the log.

Name, age, sex, weight, height,
allergies, blood type, loaded scenario,
step counter and bed location.

HR, SpO,, ABP (systolic/diastolic with
live MAP), PA, RR, CVP, EtCO,, Temp.
Each has a normal-range badge and
an on/off toggle.

Sets rate (bpm) and output (mA), then
TURN ON.

Energy with 50/150/200/360 J
presets, mode, and a SAFE/armed
state.

Current rhythm with step arrows and
CHANGE RHYTHM,; then 12-Lead, X-
RAY, Labs and Silence.

Read-only report of student-only
controls: defib mode, energy, shock
count, standby rhythm; pacer rate, mA,
on/off.

Jump from driving vitals to loading
a scenario without losing patient
state.

Confirm at a glance which patient
the room believes it has.

Deteriorate or improve the patient
in real time. Toggling a channel off
removes that trace from the
monitor entirely.

Reward correct transcutaneous
pacing — or show capture failing
at too low an output.

Preset the machine before a beat,
or reset it between cases.

Fire a 12-lead or chest film onto
the student monitor the moment
the team asks for it.

See what the team actually did —
how many shocks, at what energy
— without walking over.



INSTRUCTOR HABIT WORTH BUILDING
Keep your eyes on the Monitor Mirror during an arrest, not on the students’ hands. Shock
count and energy tell you whether the team is following the algorithm more reliably than

watching them narrate it.

s 02.04 The Monitor — what learners see

The Monitor is a defibrillator/monitor, not a slideshow. Everything on it is operable by the team:
they select energy, charge, shock, pace, run an analyze cycle in AED mode, cycle an NIBP, and pull

up a 12-lead. Your remote sets the patient; the students work the machine.
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FIGURE 2.3 — MONITOR, STUDENT VIEW

Lead II ECG at 25 mm/s, SpO: plethysmograph and EtCO:
capnograph, with numerics and normal ranges at right. The defib
column carries DEFIB / AED / SYNC / ANALYZE, an energy-select
dial, CHARGE and SHOCK, and a pacer block. The CONNECTION panel
(bottom right) confirms which roles are linked. Bottom toolbar:
MEGA CODES, RHYTHM, SUMMARY, 12-LEAD, X-RAY, LABS, MEDS, CPR,
PADS, NIBP, SILENCE.

Three things to point out during orientation, because learners miss them:

* SYNC exists, and using it is graded reality — synchronized cardioversion behaves differently

from a defibrillation shock.

e ANALYZE / AED mode turns the same machine into an AED for BLS-level teaching, so one iPad

covers both audiences.



* SILENCE silences alarms without fixing the patient. Watch who reaches for it first; it is one of

the most useful teaching moments in the app.
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FIGURE 2.4 — MONITOR SKINS

The monitor ships in several hardware looks (hospital, brushed
metal, transport). Match the skin to the environment you are
teaching — a transport-style face reads very differently to a
paramedic class than a hospital face does.

s 02.05 Driving vitals & rhythms

Two ways to move the patient, and you will use both in one code:

° Slide a vital. Drag HR, SpO,, ABP, EtCO, or Temp on the HUB. The change appears on the
monitor immediately, so use small increments to simulate a gradual decline and large ones

for a sudden event.

° Change the rhythm. Use the arrows to step through the catalog, or opoen CHANGE RHYTHM
/ the RHYTHMS tab to pick a specific one. The catalog is large — well over sixty entries

spanning sinus rhythms, blocks, tachycardias, arrest rhythms and artifact.

Give them data when they ask for it

The four QUICK ACTIONS on your remote fire onto the student monitor: 12-Lead, X-RAY, Labs and

Silence. Hold them back until the team asks — whether they ask at all is half the assessment.
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FIGURE 2.7 — 12-LEAD ECG

A full twelve-lead on ECG paper with a lead II rhythm strip,
patient header and interpretation line. Zoom, SAVE and PRINT
are live controls — print the tracing and put it in the team's
hands for the debrief. The footer carries the simulation-only
disclaimer, so a printout can never be mistaken for a clinical
record.

MAKE DETERIORATION BELIEVABLE

Real patients don't jump. Drop the pressure and the saturation before you change the
rhythm, give the team a beat to notice, and only then convert to VF. Learners who are

taught to read the trend beat learners who are taught to react to the alarm.

s 02.06 Running a MegaCode

The MEGA CODES tab holds a library of prepared cases (33 in the shipped catalog, listed in
Appendix A). Loading one sets the patient, the starting rhythm and the opening vitals in one tap,



and gives you the case material to narrate.

Each scenario ships with a patient record, a dispatch scene, clinical history, opening vitals, the

expected monitor interpretation, lab values, an optional chest film, and explicit learning objectives.

IMPORTANT — YOU ARE THE ALGORITHM ENGINE

ACLSMED does not step a scenario forward on its own and does not score the team's
decisions. Loading a MegaCode sets the stage; you decide when the patient deteriorates,
converts, or achieves ROSC. This is deliberate — it keeps clinical judgment with the

instructor instead of with a script. Plan your beats before class.

A workable five-beat structure

BEAT YOU DO YOU'RE TESTING

1 - Present Load the scenario, read the dispatch scene, Primary survey, rhythm recognition.
let the team assess.

2 - Confirm Fire the 12-lead or labs when asked — not Whether they ask for the right data.
before.

3 - Pressure Slide pressure and saturation down. Say Trend recognition, closed-loop
nothing. communication.

4 - Event Convert the rhythm — arrest, block, or a Algorithm execution, shock/drug
tachyarrhythmia. timing, CPR quality.

5 - Resolve Reward correct care with ROSC, or continue Post-ROSC thinking, or the honest
the arrest if care lapsed. debrief.

§ 02.07 IVmed & RESPmed i1 11ex

Two more instruments on two more iPads, both bound to the same patient. They matter because

they add the task load a real resuscitation has: someone has to actually program the pump and



manage the vent while the code runs.
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FIGURE 2.5 — IVMED

A two-channel infusion pump (LINE A / LINE B) with a hardware-
style keypad, START / STOP, AUDIO PAUSED, BACK PRIME and
ON/OFF. Learners program a rate the way they would on a real
pump — including getting it wrong.
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FIGURE 2.6 — RESPMED

Ventilator with live P,y and flow waveforms and a full numeric
row (FTOT, VTE, VE, PPEAK, PPLAT, PMEAN, I:E, PEEP). Patient
setup computes predicted body weight from height and sex and
shows lung-protective Vt targets at 6 and 8 mL/kg.



TEACHING CUE — RESPMED

The predicted-body-weight panel is worth ten minutes on its own. Set an obese patient's
height and let the class see that lung-protective volume follows predicted weight, not

actual weight. Most learners have never seen that distinction made concrete.

s 02.060 Code Summary & debrief

The CODE SUMMARY tab on your remote (and SUMMARY on the Monitor) keeps a running log of
the resuscitation — the events, the shocks, the energy delivered and the timings. Open it the

moment you call the code and debrief from it while the room is still warm.

Shock #2 delivered

Shock #1 delivered
15E J (UAL

FIGURE 2.8 — CODE SUMMARY

A timestamped log with a roll-up header — here 2 events - 2
shocks - 310 J delivered. Each entry records what was done, at
what energy, in which mode, and when. Note the header's other
words: wiped on power-cycle.



CAPTURE IT BEFORE YOU RESTART
The log is a live session record, not a saved file — the header says so plainly: wiped on

power-cycle. Debrief from it first, or screenshot it before you close the app for the next

group. Restart and the timeline is gone.

Debrief from data, not memory. "You gave epinephrine at 4:10 and the second shock at 4:55" is a

conversation. "I think you were slow" is an argument.



§ 63 — ACLSMED™ CPR

Compression quality

Six learners, six phones, one board. Each learner's phone measures their own
compressions on a manikin and streams the result to your tablet, so you can see who is

pushing hard enough — and who only thinks they are.

SCOPE OF USE — STATE THIS TO EVERY CLASS

ACLSMED™ CPR is a training aid for use on a manikin only. It is not a medical device, it is
not for use on or during the care of a real patient, and its readings are for education and
feedback in a simulation setting. Say this out loud before the first test; it is part of using the

product correctly.

s 05.01. How the system works

Two halves, both required:

* The learner's phone runs the free ACLSMED™ CPR app. Its motion sensors detect each
compression and compute rate, depth and hands-on time entirely on the phone. Nothing is
uploaded; there is no account. A 110/min metronome is built in for pacing drills, and every

learner must clear a training-only acknowledgement before the app will start.

* Your iPad runs SIM in the CPR SIMULATOR role. It accepts up to six phones — one per slot —

and shows every learner's quality live, side by side, then scores them.

SEND THEM HOME WITH IT

The phone works without a tablet — it measures and scores on its own, it just has no board
to stream to. So the homework after a CPR lab is real: "practice on a cushion at home and
bring me your rate and depth next week." That is the cheapest between-session retention

you will ever assign.




ACLS CPR

& TRAINING ONLY

Before you begin

I UNDERSTAND — CONTINUE

FIGURE 3.1 — THE GATE

Before a learner can start, the
app states the scope — manikin
only, not a medical device,
never on a person — and
requires "I understand —
continue." Your verbal briefing
and the app agree.

FIGURE 3.2 — PAIRING NOTICE

The phone confirms it is paired
with ACLSMED™ Sim and says
where feedback appears: on the
Sim patient monitor. It also
spells out the fallback — no
tablet in the room and the
phone still measures and scores
alone.

ACLS! CPR

CONNECTED
[ ]

FIGURE 3.3 — READY

Connected to the room, showing
the paired tablet by name. The
prompt is physical: place hands
over the device. START sits
under the thumb; the badge
beside it is the 110/min
metronome.



ACLS! CPR
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FIGURE 3.4 — ACTIVE

A quiet screen by design: ring,
compressions, elapsed time,
running score — and the line
"live feedback is on the
monitor," which keeps the
learner's eyes on the manikin
and the room, not on their
hand.

FIGURE 3.5 — TEST COMPLETE

Score with a plain-language
band, then a sentence per
category: "on target — a good,
steady pace"; "meets the
guideline — shorten pauses to
reach 80%." Coaching the
learner can act on.

FIGURE 3.6 — SESSION SUMMARY

Depth and rate shown as zones
rather than centimetre
readouts, plus hands-on
fraction and release speed. The
app deliberately avoids
precision it cannot honestly
claim.

s 0s.02 Setting up a station test

o Put your iPad in the CPR SIMULATOR role and place it where the whole group can see it —

this board is the teaching surface.

° Have learners install ACLSMED™ CPR and open it. No sign-up, no account.



Watch the slots fill. The CPR SLOTS indicators (1-6) turn green as phones connect; open

slots read "waiting for a phone to connect.”

° Phone placement is the whole ball game. Strapped to the back of the hand or held flat
against it, screen up, moving only with the chest. A phone in a pocket, on the mat, or loose in

a palm measures noise. See § 03.06.

o Set the stations. One learner per manikin per phone; everyone else watches the board and

coaches.

o Start the test with the play control. The countdown runs two minutes — one full AHA

compression cycle.

s 5.0 Running the two-minute test

During the run, each learner gets a row: a name and a live bar that fills as they compress and

colours by depth zone. The verdict at the end of the row is the coaching word you say out loud.
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FIGURE 3.7 — LIVE STATION BOARD

Five phones connected, slot 6 open. Each row fills red - yellow
- green as depth builds; the trailing word is the live verdict
— GOOD, ALMOST, PUSH HARDER. The countdown at the top is the

remaining test time.



BAR READS VERDICT SAY THIS

Reaches the green G0OD "That's the depth. Hold it — don't drift."

band

Stalls in the yellow ALMOST "Nearly there. A centimetre more, same rate.”

band

Stays in the red band PUSH HARDER "Straight arms, shoulders over your hands, use your body
weight.”

Overshoots past green TOO DEEP "Ease off slightly — over 6 cm has its own harms.”

s 03.0. Reading the results

When the countdown ends, the board flips to a debrief card per learner: one overall ring, three
sub-rings — RATE, DEPTH, CCF (chest-compression fraction, the share of the test their hands were

actually working) — and a single focus badge. A leaderboard ranks the group.
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FIGURE 3.8 — RESULTS & LEADERBOARD

Per learner: OVERALL plus RATE / DEPTH / CCF, and one
prescriptive badge (GREAT CPR, FOCUS: DEPTH, FOCUS: RATE). The
example makes the teaching point neatly — a learner can hold a
90% rate and still finish at 60% overall because depth was 30%.

USE THE FOCUS BADGE, NOT THE PERCENTAGE

A learner told "60%" hears a grade. A learner told "your rate was excellent, your depth was
the problem, push a centimetre deeper” hears an instruction. Read the sub-rings aloud,
then the badge. Save the leaderboard for motivation, and only with a group that will take it

well.



s 03.05 How the score is calculated

You should be able to answer "where did that number come from?" without hedging. The score is
built on published AHA targets — 2025 Guidelines, Part 7: Adult Basic Life Support — and weighted

toward the two parameters the guidelines rate most strongly.

COMPONENT TARGET BAND WEIGHT NOTES
Rate 100-120 / min 37.5% Full marks inside the band; falls off outside it.
Depth 5.0-6.0 cm 37.5% Full marks inside the band; penalised for both shallow

and excessive.

CCF = 60% floor 25% The guideline floor is 60%; full marks are set at the
80% = full marks high-performance-team target of 80%.

// overall quality score, 0-100 Overall = 0.375 x Rate + 0.375 x Depth +
0.25 x CCF

Two design decisions worth knowing, because sharp learners will ask:

* Scores use arolling average, not one compression. Phone depth measurement carries a few
millimetres of random error against a band only ten millimetres wide. Averaging across recent
compressions removes most of that noise — and means textbook technique can actually reach

100 instead of being docked by measurement scatter.

* The three rings you see are the score. There is no hidden fourth dimension. Recoil is
deliberately not scored (see below), and rhythm consistency is measured for interest but

carries no weight.



s 05.06 Limits you must teach

Say these out loud. An instructor who states the tool's limits builds more trust than one who

oversells it — and learners who understand the limits use the number correctly.

LIMITATION WHAT TO TELL LEARNERS

Recoil is not A single phone sensor cannot detect leaning. Full chest recoil still matters

measured enormously — you coach it by eye. The app is silent on it, not forgiving of it.

Depthis an It is a sensor estimate on a manikin, not a calibrated measurement. Tilting the

estimate hand changes it. Use it to drive behaviour ("deeper”, "ease off"), not to certify a
millimetre.

Placement changes Same technique, different phone position, different number. Standardise

the reading placement across the class before you compare learners to each other.

Surface matters A manikin on a soft bed reads differently from one on the floor. Keep the

surface constant within a session.

Manikin only Never on a person. Not in a real arrest, not "just to see.” This is the line that
keeps the tool a training aid.

COMPARING LEARNERS FAIRLY

Because placement and surface both move the numbers, a leaderboard is only fair when
every station is set up identically. If one learner straps the phone to the back of the hand
and another grips it in a fist, you are ranking phone position, not CPR. Set placement once,

demonstrate it, then test.




§ 04 — PLAYBOOKS

Teaching playbooks

Three session plans that work out of the box, plus the debrief structure that makes any of
them stick. Times assume a group of six to twelve learners with two tablets and one

manikin.

s 04.01 The 60-minute ACLS refresher

TIME BLOCK WHAT YOU RUN

0-5 Orient Show the Monitor. Point at SYNC, ANALYZE and SILENCE. Set expectations:
they work the machine, you are the patient.

5-15 Rhythm drill Step the RHYTHMS catalog. Call each one cold, no scenario. Fast, high-
repetition recognition.

15-25 Skill isolation One skill per learner: charge and shock; sync cardioversion; set pacer rate
and mA until capture.

25-45 Two One shockable, one non-shockable — e.g. Pulseless VT then PEA —
MegaCodes Hypovolemia. Five-beat structure (§ 02.06).
45-60 Debrief Open CODE SUMMARY. Walk the timeline. One thing to keep, one thing to

change, per learner.



s 04.02 1 he 30-minute CPR quality lab

TIME BLOCK WHAT YOU RUN
0-5 Scope + State manikin-only scope. Install the app, fill the slots, standardise phone
setup placement.
5-10 Baseline Two-minute test, no coaching, no board visible. This is the honest starting
point.
10-18 Coached Board visible. Coach live off the bars using the verdict words. Rotate
round compressors.
18-25 Re-test Two-minute test again. Same placement, same surface. Compare to
baseline.
25-30 Debrief Read sub-rings and focus badges. Name the limits (§ 03.06). Set one target

each for next time.

THE MOVE THAT CHANGES BEHAVIOUR

Run the baseline round with the board hidden. Learners who see live feedback from the first
compression never find out what their unassisted CPR actually looks like — and that gap is

the entire lesson.

s 04.05 T he full mock code

Everything at once, for a team that has done the parts. Four tablets — Monitor, Instructor, IVmed,

RESPmed — plus phones on the compressors.

° Assign real roles. Team leader, compressor, airway, drugs, recorder. The recorder writes

times on paper; you will compare theirs to the Code Summary afterwards.



q

Load a layered scenario. Something with a reversible cause — Hyperkalemia - Wide

Complex - VF, or Tension Pneumothorax > PEA.

Run it straight through. No stopping, no coaching. Drive your beats and let mistakes

happen.

Layer real task load. Make them program the pump on IVmed and manage the vent on

RESPmed while the code runs. Task saturation is the point.

Debrief with three data sources. Code Summary timeline, CPR results board, and the

recorder's sheet. Where those three disagree is where the learning is.

s 0.0« Debriefing that lands

Learner first. "Walk me through what you saw.” They usually name their own error, which is worth

more than you naming it.
Then the data. Timeline, shock count, compression scores. Specific, timestamped, unarguable.

One change each. Not five. One behaviour, stated as an action: "next code, call the rhythm out

loud before you charge.”

Close on competence. End with something each learner did well. They will remember the last

thing you said far longer than the list in the middle.



§ 05 — REFERENCE

Troubleshooting & reference

The failures you will actually hit in a live room, the full scenario library, and a one-page

card to keep beside the tablet.



s 05.01 Troubleshooting

SYMPTOM

MOST LIKELY CAUSE

FIX

Instructor and
Monitor won't link

Worked yesterday,
not on hospital Wi-
Fi

Monitor sleeps mid-
scenario

Remote changes
don't reach the
Monitor

A phone won't take
a CPR slot

CPR depth reads
implausibly low/high

One learner always
scores worse

Code Summary is
empty after a
restart

Cantsigninona
new iPad

Different networks, or local-
network permission declined

Guest/enterprise network
blocking device-to-device
traffic

Auto-Lock

Link dropped silently

All six full, or phone on another
network

Phone placement or
compression surface

Non-standard phone
placement

The log is wiped on power-
cycle

All seats held by other devices

Same Wi-Fij, Bluetooth on, Airplane Mode off.
Settings > ACLSMED - Local Network - on.
Relaunch Monitor first.

Use a phone hotspot for the tablets, or turn
Wi-Fi off and let them pair directly.

Settings - Display & Brightness - Auto-
Lock = Never. Do this on every tablet before
class.

Check the CONNECTION panel. Re-establish,
then confirm with a single rhythm change
before resuming.

Check the slot indicators; free a slot or move
the phone onto the tablet's network.

Re-seat the phone flat against the back of
the hand, screen up. Keep the surface
identical across the class.

Re-demonstrate placement and re-test
before drawing any conclusion about their
CPR.

Expected behaviour — debrief from it, or
screenshot it, before closing the app or
restarting the tablet.

Release the seat on the device no longer in
use, then sign in.



s 05.02 Appendix A — Scenario library

The 33 MegaCode scenarios in the shipped catalog, by category. Each carries a patient record,
dispatch scene, history, opening vitals, monitor interpretation, labs, an optional chest film, and

learning objectives.



# SCENARIO CATEGORY
1 Pulseless Ventricular Tachycardia ACLS — Cardiac Arrest
2 Refractory Ventricular Fibrillation ACLS — Cardiac Arrest
3 PEA Arrest — Hypovolemia (Trauma) ACLS — Cardiac Arrest
4 Asystole — Opioid Overdose ACLS — Cardiac Arrest
5 Stable Monomorphic Ventricular Tachycardia ACLS — Tachycardia

6 Unstable VT = Synchronized Cardioversion ACLS — Tachycardia

7 SVT — Vagal Maneuvers & Adenosine ACLS — Tachycardia

8 Atrial Fibrillation with Rapid Ventricular Response ACLS — Tachycardia

9 Symptomatic Sinus Bradycardia ACLS — Bradycardia
10 Third-Degree (Complete) Heart Block — Emergent Pacing ACLS — Bradycardia
11 Mobitz Il Second-Degree AV Block ACLS — Bradycardia
12 Witnessed Cardiac Arrest — BLS with AED BLS

13 Submersion / Drowning — Rescue Breathing BLS

14 Pediatric Ventricular Fibrillation — Cardiac Arrest PALS / Neonatal

15 Infant Symptomatic Bradycardia PALS / Neonatal

16 Pediatric SVT — Vagal Maneuvers & Adenosine PALS / Neonatal

17 Neonatal Resuscitation — NRP Algorithm PALS / Neonatal

18 Acute Ischemic Stroke — tPA Decision Stroke

19 Hemorrhagic Stroke — Blood Pressure Management Stroke



# SCENARIO CATEGORY

20 Anterior STEMI — Cath Lab Activation ACS / STEMI

21 Inferior STEMI — Right Ventricular Infarct ACS / STEMI

22 Anterior STEMI - Ventricular Fibrillation Arrest ACS / STEMI

23 Posterior STEMI — The Missed MI ACS / STEMI

24 Tension Pneumothorax > PEA Arrest Hsand T's

25 Cardiac Tamponade - PEA Arrest H's and T's

26 Hyperkalemia - Wide Complex - VF Arrest H'sand T's

27 Massive Pulmonary Embolism - PEA Arrest Hsand T's

28 Hypothermic Cardiac Arrest — Accidental Hypothermia H's and T's

29 Anaphylaxis - Cardiovascular Collapse Medical Emergencies
30 Sepsis > Septic Shock Medical Emergencies
31 Submassive PE — Thrombolytic Decision Medical Emergencies
32 TCA Overdose — Wide Complex Tachycardia Medical Emergencies
33 Post-ROSC Management — Post-Cardiac Arrest Care Advanced Resuscitation

s 0s.05 Appendix B — Quick reference

CPR targets (AHA 2025, Part 7: Adult BLS)



PARAMETER

TARGET

SCORED?

Compression rate

Compression depth (adult)

Chest-compression fraction

Full chest recoil

Test length

Stations per tablet

Pre-class checklist

100-120 / min

5.0-6.0 cm

>60% floor - 80% target

Every compression

2:00

e Tablets charged >80%, Auto-Lock off, Do Not Disturb on

» All devices on one network; local-network permission granted

* Roles assigned; CONNECTION panel all green

* Scenario chosen and beats planned

YES — 37.5%

YES — 37.5%

YES — 25%

NO — COACH BY EYE

ONE FULL CYCLE

ONE PHONE EACH

* CPR: app installed, slots filled, phone placement demonstrated and standardised

* Scope stated to the class: manikin only, training only

Where to get help

* Support: support@aclsmed.com

* Downloads: aclsmed.com/download

* Institutions & team seats: aclsmed.com/institutions


mailto:support@aclsmed.com
https://www.aclsmed.com/download.html
https://www.aclsmed.com/institutions.html

SCOPE & LIMITATIONS — FINAL WORD

ACLSMED™ SIM and ACLSMED™ CPR are education and simulation software for use with
simulated patients and training manikins. Neither is a medical device; neither is intended for
use on, or during the care of, a real patient; and neither replaces an accredited AHA course,
a clinical protocol, or professional judgment. Clinical targets referenced in this manual are
drawn from the American Heart Association 2025 Guidelines for CPR and ECC. Always

defer to your institution's current protocols and your own clinical judgment.

ACLSMED™

Instructor Manual - Revision 1.0 - Covers ACLSMED™ SIM and ACLSMED™ CPR
Simulation Reimagined. Founded by clinicians in 2013. © 2013-2026 ACLSMED.com - Toronto, Ontario,
Canada

Not a substitute for certified ACLS training. For training and education on simulated patients and manikins

only.



