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Abstract
Background and Objectives: The aim of the study was to test the effectiveness of the peer
education method on the learning and application of Basic Life Support (BLS) in high
school students and to test the effectiveness of the peer education model on the BLS instruc-
tor training.
Methods:High school grade one students were included in the study. Students were divided in
two groups (Group A andGroup B). Peer instructors who were trained by health professionals
trained students in Group A. Peer instructors who were trained by their peers trained students
inGroupB. Pre- and post-training awareness and knowledge tests were applied tomeasure the
awareness and knowledge of all students. Students’ success in applying BLS steps was evaluated
by a practical exam that was coordinated by physicians using a checklist.
Results: Result of the pre-post training awareness questionnaire, pre-post training
knowledge tests, and practical exam indicated that instructors trained by their peers were
as effective as the instructors trained by medical physicians in terms of giving BLS training
to high school students. In the 16-step BLS application competence evaluation, the students
in Group A applied BLS with a success rate of 90.2% and in Group B with a success rate of
93.4%.
Conclusion: In the current study, it was shown that the peer education model is effective in
BLS training and BLS instructor training in high school students. This novel method of
peer education gives an opportunity to overcome the stated shortage in the budget and
in trained instructors.
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Introduction
Out-of-hospital cardiac arrest (OHCA) has a high mortality rate unless early Basic Life
Support (BLS) is initiated by bystanders.1 Approximately 55/100,000 OHCA cases occur
annually in Europe and America, and less than 10% of them survive.2,3 It has been shown
that immediate initiation of BLS decreases morbidity and mortality of OHCA patients.4,5

Despite this information, the rate of early BLS application is low inmost countries.6–8 Thus,
BLS training for the public is important to increase the rate of BLS application in OHCA.8

Trainers for public BLS education are usually medical staff, and medical staff usually cannot
cover the extortionate need of the whole population.

It is easy and effective to educate children on BLS through the community. In 2011, the
American Heart Association (AHA; Dallas, Texas USA) issued a statement suggesting that
BLS training is compulsory for school children.9 Higher resuscitation rate and survival rate
after OHCA were reported by the countries that integrated the BLS training to their
education programs.10 Pre-adolescent children are open and enthusiastic for BLS training.
It has been shown that only two hours of training per year is sufficient to learn BLS.11

There is no definite specification about which age group should be educated, but there
are publications showing that the 12-20 age group is more suitable for learning cardiac
compression.12,13 Providing BLS training to school children is also important because they
have the opportunity to teach what they learn to their parents, siblings, and grandparents at
home. In this way, many people can be reached at the same time.14
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The method that the students help each other and learn by
teaching is called the “peer education model.” In a previous study,
high school teachers trained as instructors; this model was found to
be successful for high school BLS education.15

In this study, the authors aimed to test the effectiveness of
the peer education method on the learning and application of
BLS in high school students. They also aimed to test the effective-
ness of the peer education model on the BLS instructor training.
The success of the peer education model for BLS may eventually
arise a possibility of BLS coverage for the whole community.

Method
Hacettepe University (Ankara, Turkey) Ethical Committee
approved the study (GO 19/454). The study was conducted in
high school, and grade one students were included in the study.
Informed consent was obtained from the students and their
families for participation in BLS training. Ameeting was held with
the teachers and school administrators before the study. It was
decided to use the peer education model for BLS training.
Education content was prepared by using European Resuscitation
Council (Niel, Belgium) 2015 BLS Guidelines.16 Slides, videos,
and summary information were prepared for use in training.
Special abbreviations were used to help students remember
the application steps easily. The training consisted of one hour
of theoretical and one hour of practical training on resuscitation
mannequins.

Students were randomized in two groups (Group A and Group
B). At the beginning of the study, pediatric emergency and pedi-
atric intensive care physicians trained eight students in Group A.
After the training, the success of these students was assessed by
practical exam. Subsequently, these eight students were given
BLS instructor training. Afterwards, these students trained eight
students in Group B with the same method, and those eight
students in Group B became instructors (Figure 1).

The instructor students trained the rest of the students with
approximately nine students per instructor. A physician and a
teacher supervised every training session. A training session was
not intervened unless there was wrong information transferred
or unanswered question by instructor students. Physicians evalu-
ated the instructors and noted if an intervention was made during
the training session.

Pre- and post-training awareness and knowledge tests were
applied to measure the awareness and knowledge of all students.
Students’ success in applying BLS steps was evaluated by a practical
exam that was coordinated by physicians using a checklist.

Statistical Analysis
To estimate the number of students, the authors performed
a sample size calculation. The sample size was calculated as
117 for α= 0.05 and β-1= 80%, and effect size= 0.331. Indeed,
59 students were needed in each group, but by anticipating
drop-outs, sample size was increased to 80 students in each group.

Data were analyzed using the SPSS version 21 program
(Statistical Package for Social Sciences v.21; IBMCorp.; Armonk,
New York USA). As descriptive statistics, the number and the
percentage of the students were given. Pearson Chi-Square test
and Fisher’s exact test were used, where appropriate, to investigate
the association between categorical variables. Two-sided P values
<.05 were considered statistically significant.

Results
One hundred fifty-six of 161 high school grade one students were
included in the study. All of the students were 14 years old. There
were 78 students in Group A and 78 students in Group B.

Questionnaire about BLS Awareness
A pre-training BLS awareness questionnaire was filled out by
73 students in Group A and 78 students in Group B. The
pre-awareness questionnaire revealed that 48 students (65.7%) in
Group A and 40 students (51.2%) in Group B had heard about
BLS. Forty-four students (62.8%) in Group A and 40 students
(51.2%) in Group B specified that they frequently used internet
for research. Sixteen students (21.9%) in Group A and seven
students (8.9%) in Group B previously attended BLS training.
Forty-two students (58.3%) in Group A and 32 students
(41.0%) in Group B had seen BLS application. The number of
students that had witnessed BLS application were 19 (26.0%)
and 12 (15.3%) in Group A and Group B, respectively. Nine
(12.3%) students in Group A and eight students (10.2%) in
Group B took an active role during BLS application.

The questions included in the pre- and post-training awareness
questionnaires and differences between pre- and post-training tests
in both groups, as well as comparison of improvement between
groups, are shown in Table 1.

In the post-training awareness questionnaire, significant
improvement was determined in terms of BLS hearing, under-
standing of BLS need, feeling sufficient to apply BLS, giving
BLS training in schools, and watching videos about BLS (Table 1).

In Group A, 26 students in the pre-training questionnaire and
27 students in the post-training questionnaire specified that they
would hesitate to apply BLS (Q10; Table 1). In Group B, 31 stu-
dents in the pre-training questionnaire and 23 students in the post-
training questionnaire specified that they would hesitate to apply
BLS (Q10; Table 1). Reasons of hesitation were fear of giving
damage (Group A: pre-test 20 students, post-test 21 students;
Group B: pre-test 22 students, post-test 17 students); fear of wrong
application (Group A: pre-test 17 students, post-test 19 students;
Group B: pre-test 31 students, post-test 12 students); fear of infec-
tion (Group A: pre-test 2 students, post-test 3 students; Group B:
pre-test 9 students, post-test 2 students); and embarrassment
(Group A: pre-test 5 students, post-test 6 students; Group B:
pre-test 6 students, post-test 6 students).

InGroup A, nine students in pre-training questionnaire and ten
students in post-training questionnaire specified that they would
not give mouth-to-mouth breath during BLS if necessary (Q11;
Table 1). InGroup B, 20 students in the pre-training questionnaire
and 15 students in the post-training questionnaire specified that

Kesici © 2021 Prehospital and Disaster Medicine

Figure 1. The Distribution of Peers to the Groups.
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Group A

Questions Pre-Test
n (%)

Post-Test
n (%) Pa OR(CI)

Q1 Have you ever heard of BLS? 48/73

(65.7)

74/78

(94.8)

<.001 0.104 (0.034-0.317)

Q2 Have you ever searched about BLS? 12/73

(16.4)

30/78

(38.4)

.001 0.291 (0.135-0.626)

Q3 Can you understand why a person
needs BLS?

45/73

(61.6)

71/78

(91.0)

<.001 0.158 (0.064-0.393)

Q4 Do you feel sufficient in terms of BLS
application?

11/73

(15.0)

50/78

(64.1)

<.001 0.099 (0.045-0.219)

Q5 Do you think it is necessary to learn
BLS?

59/73

(80.8)

71/78

(91.0)

.07 0.415 (0.157-1.097)

Q6 Do you think BLS should be taught at
school?

59/73

(80.8)

73/78

(93.5)

.01 0.289 (0.098-0.848)

Q7 What number do you call for
emergency?

71/73

(97.2)

77/78

(98.7)

.52 0.461 (0.041-5.195)

Q8 Do you think the BLS application until
the emergency team arrives changes the
outcome?

70/73

(95.8)

75/78

(96.1)

.93 0.933 (0.182-4.778)

Q9 Do you volunteer to apply BLS to
someone in need after the training?

54/73

(73.9)

66/78

(84.6)

.10 0.517 (0.231-1.158)

Q10 Would you hesitate to apply BLS to
someone in need after the training?

26/73

(35.6)

27/78

(34.6)

.89 1.045 (0.535-2.039)

Q11 Would you give mouth-to-mouth
breath during BLS if necessary?

59/68

(79.4)

68/78

(87.1)

.94 0.964 (0.367-2.532)

Q12Have you everwatched a video about
BLS?

18/72

(25.0)

70/78

(89.7)

<.001 0.038 (0.015-0.094)

Group B

Questions Pre-Test
n (%)

Post-Test
n (%) Pb OR(CI) Pc

Q1 Have you ever heard of BLS? 40/78

(51.2)

69/69

(100.0)

<.001 0.513 (0.413-0.637) .004

Q2 Have you ever searched about BLS? 12/78

(15.3)

28/69

(40.5)

.001 0.266 (0.122-0.581) .38

Q3 Can you understand why a person
needs BLS?

47/78

(60.2)

62/69

(89.8)

<.001 0.171 (0.069-0.423) .10

Q4 Do you feel sufficient in terms of BLS
application?

58/78

(74.3)

67/69

(97.1)

<.001 0.087 (0.019-0.386) <.001

Q5 Do you think it is necessary to learn
BLS?

58/78

(74.3)

67/69

(97.1)

<.001 0.087 (0.019-0.386) .01

Q6 Do you think BLS should be taught at
school?

60/78

(76.9)

63/69

(91.3)

.01 0.317 (0.118-0.854) .83

Q7 What number do you call for
emergency?

77/78

(98.7)

69/69

(100.0)

.25 0.987 (0.963-1.012) .56

Q8 Do you think the BLS application until
the emergency team arrives changes the
outcome?

68/78

(87.1)

68/69

(98.5)

.009 0.10 (0.012-0.803) .001

Q9 Do you volunteer to apply BLS to
someone in need after the training?

55/78

(73.0)

56/69

(81.1)

.13 0.555 (0.256-1.205) .46

Q10 Would you hesitate to apply BLS to
someone in need after the training?

31/78

(39.7)

23/69

(33.3)

.42 1.319 (0.671-2.592) .04

Kesici © 2021 Prehospital and Disaster Medicine

Table 1. Results of Pre- and Post-Training Awareness Questionnaire (continued )
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they would not give mouth-to-mouth breath during BLS if neces-
sary (Q11; Table 1). Reasons for not giving mouth-to-mouth
breath were fear of infection (Group A: pre-test 4 students,
post-test 7 students; Group B: pre-test 9 students, post-test 6
students); embarrassment (Group A: pre-test 4 students, post-test
7 students; Group B: pre-test 3 students, post-test 2 students);
and finding disgusting (Group A: pre-test 5 students, post-test
3 students; Group B: pre-test 11 students, post-test 10 students).

Knowledge Test
There was a statistically significant improvement in seven questions
from twelve questions between the pre- and post-training knowl-
edge tests (P<.05; Table 2). Students were able to give true answers
regarding environmental safety, control of the airway and respira-
tion, 30:2 chest compressions, 100 times chest compression, and
the hands placed in the middle of the chest in the post-training
knowledge test. This situation was similar in the two groups and
there was no difference between the two groups in terms of
improvement in post-training knowledge test performance
(Table 2).

The questions included in the pre- and post-training knowledge
test and difference between pre- and post-training tests in both
groups, as well as the comparison of improvement after the training
between groups, are shown in Table 2.

Practical Exam
Students were evaluated in terms of BLS application competence.
In the 16-step evaluation, the students in Group A applied BLS
with a success rate of 90.2% and in Group B with a success rate
of 93.4%. There was no difference in terms of success rate of
BLS steps between groups.

In Group A, it was found that the most successful steps were
respiration control and performing 30:2 chest compressions.
Calling emergency call center step was the most forgotten step
in Group A. In Group B, the most successful step was to provide
environmental safety; the most forgotten step was similarly to call
emergency call center.

The steps checked in practical exam and differences between
success rates of groups are shown in Table 3.

Discussion
In this study, the authors aimed to investigate the effectiveness of
the peer educationmodel in BLS education in high schools and the
success of the BLS instructor education with the peer education

model. It was found that the theoretical and practical success results
of the instructors who were trained by professionals and the
instructors who were trained by their peers were similar. It was
observed that there was an improvement in BLS awareness and
theoretical knowledge levels of the students in both groups who
were trained by two different instructor groups. In the light of these
results, the peer education model is effective in BLS education and
also in BLS instructor education in the age group of high school
grade one students. Therefore, the peer educationmodel is a prom-
isingmethod to reduce the need of health professionals and the cost
for public BLS education. In previous studies, it was shown that the
instructors trained by professionals could be able to give successful
training to their peers.17–19 In the current study, the authors aimed
to test whether high school students trained by professionals can be
able to give BLS instructor education to their peers. This method
was found to be satisfactory because the students in both groups
were successful in theoretical and practical applications. With this
method, the number of people targeted for BLS training can be
reached in a shorter time. Furthermore, this important goal that
will affect the prognosis of OHCA can be achieved by using fewer
health care professionals and at a lower cost.

During the study, it was observed that the students were willing
to receive BLS education. Only five (3.3%) students did not par-
ticipate in the study. It has been shown in previous studies that high
school students are eligible for BLS education.12,13,20 The current
study found that this situation is also valid for the students in this
country. Students’ awareness about BLS increased significantly
after the training sessions, similarly in both groups. Twenty-eight
students stated that they had witnessed BLS application; this find-
ing indicates the high frequency of OHCA in public and the need
of public BLS training. Most of the students in both groups
(Group A: 97.2%, Group B: 98.7%) had already known the
number of the emergency call center before the training. This is
an indication of the success of public efforts to raise awareness
of the emergency call center number in the country. Despite that
911 is popular in media and cinema as an emergency call number,
112 is in use in this country. But with wisely organization, all calls
made to 911 are also directed to 112. In the post-training question-
naire, it was obtained that there was significant improvement
in questions regarding BLS hearing, searching about BLS, under-
standing of BLS need, feeling sufficient to apply BLS, giving BLS
training in schools, and watching videos about BLS. In the post-
training questionnaire, the proportion of students searching about

Group B

Questions Pre-Test
n (%)

Post-Test
n (%) Pb OR(CI) Pc

Q11 Would you give mouth-to-mouth
breath during BLS if necessary?

58/78

(74.3)

54/69

(78.2)

.57 0.806 (0.375-1.731) .23

Q12Have you ever watched a video about
BLS?

18/78

(23.0)

40/69

(57.9)

<.001 0.218 (0.107-0.443) <.001

Kesici © 2021 Prehospital and Disaster Medicine

Table 1. (continued). Results of Pre- and Post-Training Awareness Questionnaire
Abbreviation: BLS, Basic Life Support.

a Difference between pre- and post-training in Group A.
bDifference between pre- and post-training in Group B.
c Comparison of improvement between groups.
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Group A

Questions Pre-Training Test Post-Training Test Pa ORa

Q1 Check for Danger 21.5% (14/65) 86.2% (56/65) <.001 22.66

(0.039-56.83)

Q2 Check Responsiveness 36.9% (24/65) 93.8% (61/65) <.001 0.38

(0.012-0.119)

Q3 Check Airway 30.8 % (20/65) 96.9% (63/65) <.001 0.14

(0.003-0.063)

Q4 Check Breathing 80.0% (52/65) 95.4% (62/65) .008 0.194

(0.052-0.716)

Q5 Start Chest Compression 74.3% (52/70) 74.3% (52/70) NA 1.00

(0.46-2.13)

Q6 Call 112 47.1% (33/70) 58.6% (41/70) .17 0.63

(0.32-1.23)

Q7Compression/Breath Ratio 31.4% (22/70) 94.3% (66/70) <.001 0.028

(0.009-0.086)

Q8 Compression Rate 29.2% (19/65) 60.0% (39/65) <.001 0.275

(0.133-0.571)

Q9 Compression Hand Placement 41.4% (29/70) 65.7% (46/70) .004 0.369

(0.186-0.732)

Q10 Mouth-to-Mouth Breath
Effectiveness

64.3% (45/70) 77.1% (54/70) .09 0.533

(0.254-1.12)

Q11Automatic External Defibrillator 92.9% (65/70) 92.9% (65/70) NA 1.00

(0.27-3.62)

Q12Automatic External Defibrillator
Safety

65.7% (46/70) 71.4% (50/70) .46 0.76

(0.37-1.56)

Group B

Questions Pre-Training
Test

Post-Training
Test

Pb ORb Pc ORc

Q1 Check for Danger 23.2% (16/69) 82.6% (57/69) <.001 0.064

(0.028-0.147)

.77 0.89

(0.39-1.99)

Q2 Check Responsiveness 34.8% (24/69) 92.8% (64/69) <.001 0.042

(0.015-0.117)

.88 1.049

(0.539-2.041)

Q3 Check Airway 50.7% (35/69) 94.2% (65/69) <.001 0.063

(0.021-0.193)

.10 0.59

(0.308-1.129)

Q4 Check Breathing 87.0% (60/69) 94.2% (65/69) .14 0.41

(0.12-1.402)

.71 0.909

(0.546-1.511)

Q5 Start Chest Compression 73.9% (51/69) 73.9% (51/69) NA 1.00

(0.46-2.13)

NA 1.00

(0.579-1.727)

Q6 Call 112 46.4% (32/69) 58.0% (40/69) .17 0.62

(0.32-1.22)

.98 1.006

(0.524-1.933)

Q7 Compression/Breath Ratio 31.9% (22/69) 94.2% (65/69) <.001 0.029

(0.009-0.089)

.96 0.985

(0.497-1.950)

Q8 Compression Rate 17.4% (12/69) 40.6% (28/69) .003 0.308

(0.14-0.677)

.77 1.137

(0.476-2.715)

Q9 Compression Hand Placement 42.0% (29/69) 65.2% (45/69) .006 0.38

(0.19-0.77)

.94 0.978

(0.506-1.890)

Q10 Mouth-to-Mouth Breath
Effectiveness

63.8% (44/69) 78.3% (54/69) .06 0.48

(0.23-1.03)

.93 1.023

(0.583-1.793)

Kesici © 2021 Prehospital and Disaster Medicine
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Group B

Questions Pre-Training
Test

Post-Training
Test

Pb ORb Pc ORc

Q11 Automatic External Defibrillator 94.2% (65/69) 92.8% (64/69) .73 1.27

(0.32-4.94)

.95 0.985

(0.605-1.603)

Q12Automatic External Defibrillator
Safety

66.7% (46/69) 71.0% (49/69) .58 0.81

(0.39-1.68)

.94 0.980

(0.556-1.729)

Kesici © 2021 Prehospital and Disaster Medicine

Table 2. (continued). Results of Pre- and Post-Training Knowledge Tests
aDifference between pre- and post-training test in Group A.
bDifference between pre- and post-training test in Group B
cComparison of improvement after training between groups.

Steps Group A Group B P OR

1. Check for Danger 94.0% (63/67) 100.0% (63/63) .04 0.94

(0.885-0.999)

2. Check Responsiveness 89.5% (60/67) 93.6% (59/63) .40 0.58

(0.162-2.090)

3. Shout for Help 83.5% (56/67) 79.3% (50/63) .53 1.32

(0.544-3.220)

4. Check Airway 94.0% (63/67) 87.3% (55/63) .18 2.29

(0.654-8.024)

5. Check Breathing 97.0% (65/67) 98.4% (62/63) .59 0.52

(0.046-5.928)

6. Call 112 71.6% (48/67) 74.6% (47/63) .70 0.86

(0.395-1.871)

7. Compression/Breath Rate 97.0% (65/67) 93.6% (59/63) .36 2.203

(0.389-12.473)

8. Compression Hand
Placement

89.5% (60/67) 92.1% (58/63) .62 0.739

(0.222-2.461)

9. Compression Rate 95.5% (64/67) 98.4% (62/63) .34 0.344

(0.035-3.398)

10. Compression Depth 94.0% (63/67) 95.2% (60/63) .76 0.788

(0.169-3.667)

11. Allow Chest Recoil 95.5% (64/67) 95.2% (60/63) .93 1.067

(0.207-5.491)

12. Restart Compressions in
<10 Seconds

95.5% (64/67) 96.8% (61/63) .69 0.699

(0.113-4.331)

13. Give Breath Longer than
1 Second

97.0% (65/67) 98.4% (62/63) .59 0.524

(0.046-5.928)

14. Achieve Raise of Chest
During Mouth-to-Mouth
Breath

98.5% (66/67) 98.4% (62/63) .96 1.065

(0.065-17.390)

15. Position the Pads of the
AED Correctly

95.5% (64/67) 95.2% (60/63) .93 1.067

(0.207-5.491)

16. Prevent Patient Touch
when the AED is in Use

97.0% (65/67) 98.4% (62/63) .59 0.524

(0.046-5.928)

Kesici © 2021 Prehospital and Disaster Medicine

Table 3. Evaluation of BLS Application Success among Students After Training
Abbreviations: AED, automatic external defibrillator; BLS, Basic Life Support.
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BLS increased to 38.4% and 40.5% in Group A and Group B,
respectively. At the end of training, instructors advised the students
to watch videos about BLS and they shared the links of videos on
the last slide. In the post-training questionnaire, 89.7% (25.0% in
pre-training) of the students in Group A and 57.9% (23.0% in pre-
training) of the students in Group B stated that they watched a
video about BLS. These results are indicating that BLS training
increased the students’ interest in the subject and led them to search
BLS. It is known that this age group is intensively using internet,
and in pre-training questionnaire, 44 students (62.8%) in Group A
and 40 students (51.2%) in Group B specified that they frequently
used internet for research. Similar to the previous studies, this study
showed that students used internet for research and video sugges-
tions to attract their attention and supports the BLS education.21,22

These findings also confirm the importance of the use of internet
and social media to raise BLS awareness of the public. In a previous
study including college students, it was shown that voluntariness
increased after training.8 In the current study, there was an increase
in voluntariness to apply BLS, but this was not statistically signifi-
cant in both groups. Post-training questionnaire revealed the
decrease in hesitation from BLS application and mouth-to-
mouth breath, but the difference between pre- and post-training
questionnaire was not statistically significant in both groups.
Reasons of the hesitation from BLS application were generally
fear of giving damage and fear of wrong application in both
groups. This situation should be considered in further training
sessions, including this age group, and students must be encour-
aged to apply BLS. It should be frequently emphasized during
training that the most harmful thing is to do nothing in case of
OHCA. Reasons of hesitation from mouth-to-mouth breath
were fear of infection and finding disgusting in both groups.
It is important to remind the students that there are only a few
recorded cases about infection transmission because of mouth-
to-mouth breath giving in the whole BLS history. It is a known
situation that sometimes bystanders do not start to apply the other
steps of BLS because of hesitation from mouth-to-mouth breath
giving; to overcome this confusion, it is crucial to emphasize the
benefit and importance of chest compressions with or without
breath.

It was obtained with pre- and post-training knowledge tests that
knowledge levels of the students in both groups were increased after
the training. Statistically significant improvement in seven ques-
tions from twelve questions was recorded between the pre- and
post-training knowledge tests in both groups. Success rate of the
question regarding the timing of chest compression remained
the same in both groups. And also, success rate of timing of emer-
gency call was not improved in both groups and remained 58.6%
and 58.0% in Group A and Group B, respectively. Despite that the
results of the pre-training questionnaire revealed that almost all of
the students had known the number of emergency call, the students
in both groups confused timing of the emergency call during BLS
steps. This situation should be considered in further training ses-
sions and abbreviations regarding BLS steps may be revised to
remind and emphasize the timing of emergency call. Success rate
of questions regarding chest compression rate and hand placement
during chest compression were improved significantly in both
groups, but success rate of these questions was not satisfactory in
post-training knowledge test. It can be said that only one session
of training could not provide an increase in the students’ knowledge
level about the steps of BLS. Contrary to the unsatisfactory

success rate of the questions regarding chest compression rate
and hand placement during chest compression, students in both
groups greatly achieved these steps in practical exam. This situation
indicates that visuality is more effective than theoretical knowledge
in education of this age group. In the light of these findings
and consistently with previous studies, it can be recommended
that BLS education in schools should consist mostly of visual
material.23,24

In practical exam, students in both groups greatly remembered
and achieved the BLS steps. Success rate of the steps were>90% in
14 of 16 steps in both groups. Calling emergency call center was
the most forgotten step in both groups. Although they knew the
number, it was interesting that they confused the timing of emer-
gency call in the knowledge test and forgot to call the number in the
practical exam. To improve the application success of this step, the
importance of calling the emergency call center should be empha-
sized during both theoretical and practical training and emergency
call step must be more memorable in visual education materials.
Besides, simple abbreviations attract students’ interest and facilitate
their learning, and they used these abbreviations to remember steps
during BLS application.23

Limitations
This study was conducted in a private school with a restricted
number of volunteers who were trained by physicians. So, there
appears a need of further and wider studies to verify the current
results.

Conclusion
This current method for providing BLS instructor training to a cer-
tain number of students carries the capability to initiate a chain
reaction, and as a consequence, the domino effect may cause a rapid
public spread.

It is known that OHCA prognosis can only be improved if BLS
is initiated and continued by bystander until the health workers
arrive at the scene.4,5 Public BLS training is the crucial point to
increase the rate of early BLS application by bystanders. Human
resources of all countries in the world are limited in terms of health
professionals who will provide BLS education to the public.
Because of this situation, novel methods have been tried to give
BLS training to the public. The peer education method was found
to be effective in BLS training in high schools.17 In this study, the
authors took that method a step further and tested the effectiveness
of the peer education method in BLS instructor training. Results of
the pre-post training awareness questionnaire, pre-post training
knowledge tests, and the practical exam indicated that instructors
trained by their peers are as effective as the instructors trained by
medical physicians in terms of giving BLS training to high school
students.

The goal of BLS training is to cover every single person
in the society. But this target requires a huge budget and lots
of health care specialists. This novel method of peer education
gives an opportunity to overcome the stated shortage in the
budget and in trained instructors. Besides, teaching the activity
itself is such an efficient way of learning that becomes possible
all through the peer education model. Moreover, youngsters
interiorize the BLS course when they become a part of its
education. Thus, the peer education model is definitely emerging
as a way out for spreading BLS among the community in spite of
restricted sources.
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