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STANDARD 
Improve survival rates for all pre-hospital sudden cardiac arrest patients.   
 
PURPOSE 
The High-Performance CPR (HPCPR) guideline is built upon a common framework including: 
clearly identified roles, common terminology, interoperability between agencies, similar equipment, 
continually practiced skills, and a common goal of increased survival for cardiac arrest patients.  
 
As a rural community with a significant and vital volunteer population, clarification for one-person  
HPCPR is provided.  
 
PROCEDURE 
Agencies are encouraged to create an in-house policy/procedure on how to best manage resources 
within their agency or with partnering agencies for the most effective and efficient response in the 
interest of overall patient care.  Responders will train to do the best they can with the resources 
available. Agencies should develop practices to identify how they will fill the HPCPR common roles and 
how to best utilize their resources to achieve success. Agencies and responders should practice and 
reinforce their skills on a frequent and regular basis utilizing CPR training equipment capable of 
providing CPR quality feedback as much as possible. 
 
MAIN GOALS - 

✓Apply AED and analyze as soon as possible (ASAP). 

✓ Begin continuous chest compressions (CCC) 

✓ Push Hard (≥2 in.) Push Fast (> 100-120/min) 

✓Starts POx (NC at 15 lpm) 

✓Manage Airway 

✓ Change compressors every 2 minutes 

✓ Limit interruptions to <10 seconds 
 
HPCPR COMMON ROLES – The common roles are listed in order of priority and should be filled in this 
order as resources allow. It is understood that these roles may be shared, combined, or rotated based 
on available resources and need to maintain effective HPCPR.  

• Scout / Initial Compressor 

• AED / Airway (SGA Placement) (roles may be separated when >2 responders) 

• Timekeeper / Coordinator (orchestrate CPR train as resources arrive) 

• Paramedic / Team Lead / ALS Care (ALS treatment protocols not included) 
 
HPCPR COMMON COMMUNICATIONS 

• “Stop CPR”, “Hover” 

• “Clear”, “Analyzing”, “Rotate” 

• “Clear”, “Shocking” 

• “Start CPR” 
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COMPRESSION / VENTILATION RATIO & COMPRESSION RATE & DEPTH – SEE TOOL FOR AGE GROUPS    
 
AED PROGRAMING & COORDINATION (per manufacturer capability) – 

• Initiate analysis without delay for witnessed or unwitnessed cardiac arrest. 

• Time 15 seconds for ~30 chest compressions while AED is charging. 

• Two minutes of uninterrupted CPR between analyze/shock attempts. 

• Minimize unnecessary communications or delays that increase time hands are off the chest. 
 
A. Adult HPCPR guidelines: 

1. One person HPCPR (CCC) –  
o If an AED is available, turn on the AED, apply AED pads and analyze ASAP (witnessed or 

unwitnessed arrest). 
o If shock advised, initiate chest compressions while AED is charging. Perform 30 

compressions (~15 seconds) before shocking. Continue one-person HPCPR until additional 
resources arrive. 

o If available, apply passive oxygenation (NC at 15 lpm) during the first or second 
analyze/shock attempt. 

o If shock is not advised, initiate one-person HPCPR CCC for 2 min. until the next analysis or 
additional resources arrive.  

 
2. Team of > 2 BLS Responders (10:1) -  

o 1st Responder - Begin continuous chest compressions.  
▪ Push Hard (≥2 inches) 
▪ Push Fast (100-120/min) with full recoil. 

• 30 CC during AED charging (~ 15 seconds)  
▪ Change compressors every 2 minutes at analyze (sooner if not effective) 
▪ Limit all interruptions to compressions to <10 sec.  This includes the use of a 

mechanical compression device. 
o 2nd Responder - Apply AED and analyze as soon as possible (ASAP). 
o 2nd or 3rd Responder – Start airway management. 

▪ Apply passive oxygenation (NC at 15 lpm) after first analyze/shock attempt or sooner 
if resources available (before Igel or BVM). 

▪ Passive oxygenation may be performed to a maximum of 6 minutes to allow 
prioritization of CPR and defibrillation.  Once resources are on scene, to allow for 
non-compromised CPR and defibrillation, an Igel or BVM ventilations should be 
utilized ASAP. 

▪ Place Igel (if EMT SGA credentialed), if not available initiate BVM. 

• Switch passive oxygenation to Igel bag valve 15 lpm if only one O2 tank. 
▪ If BVM only, insert oropharyngeal airway (OPA permitted for EMRs) 
▪ Bag Valve size for adult ventilation - Use child BVM or small adult size bag (not 

>1000 ml = stroke volume 450-725 ml) with appropriate adult size mask.  The target 
volume for full sized adults is 450 ml.   
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▪ Always prioritize the next AED analyze and shock attempt before ventilations. 
 
B. Pediatric HPCPR guidelines: 

2. One person HPCPR (30:2) –  
o If an AED is available, turn on the AED, apply AED pads and analyze ASAP (witnessed or 

unwitnessed arrest). 
o If shock advised, initiate chest compressions while AED is charging. Perform 30 

compressions (~15 seconds) before shocking. Continue one-person HPCPR (30:2) until 
additional resources arrive. 

o Ventilate appropriately. If available, apply passive oxygenation (NC at 15 lpm) during the 
first or second analyze/shock attempt. 

o If shock is not advised, initiate one-person HPCPR (30:2) for 2 min., stopping for ventilations 
until the next analysis or additional resources arrive.  

 
3. Team of > 2 BLS Responders (15:2) -  

o 1st Responder - Begin continuous chest compressions. 
▪ Push Hard (≥ 1/3 diameter of chest) 
▪ Push Fast (100-120/min) with full recoil. 

• 30 CC during AED charging (~ 15 seconds)  
▪ Change compressors every 2 minutes at analyze (sooner if not effective) 
▪ Limit all interruptions to compressions to <10 sec.   

o 2nd Responder - Apply AED and analyze ASAP. 
o 2nd or 3rd Responder – Start airway management. 

▪ Initiate appropriate ventilations with supplemental O2.  
▪ If two O2 tanks are available, apply passive oxygenation (NC at 15 lpm) after first 

analyze/shock attempt or sooner if resources are available. 
▪ For advanced airway management with supraglottic airway device, see BLS Airway 

Management Protocol. 
 
D. Other General Guidelines 
 

o ALS procedures are reflected in the ALS specific protocols. 
o BLS personnel should not wait for paramedic arrival to utilize AED. 
o SGA Credentialed EMTs should not wait for paramedic arrival to place Igel. 
o DO NOT STOP compressions for any procedures unless specifically instructed by paramedic.  

Confirm the need to stop, before stopping. 
o Switch compressors every two minutes or sooner if compressor is losing effectiveness. 
o Stop chest compressions for the first ventilation to assure patent airway (chest rise).  Then 

do not stop CPR for ventilations unless cause. 
o About one second per breath.  Watch for visible chest rise on initial attempt, do not over 

ventilate. A manometer device on BV is recommended. 
o Ventilations should be asynchronous with chest compressions. 
o Use a metronome (when available) to ensure proper chest compression rates. 
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o Mechanical Chest Compression Devices (MCD) – MCD’s (Lucas 2 or other MPD approved 
device) may be utilized only in the setting of MPD approved device used according to 
manufacturer’s instructions, and in the absence of adequate personnel to perform 
adequate HPCPR, longer duration events, or due to safety issues, such as during transport.  
a. Follow the manufacturer’s instructions regarding appropriate use.  MCD’s can be utilized 

for patients older than 12 years old and are appropriate for cardiac arrest of non-
traumatic nature. 

b. Use of MCD’s should not delay or significantly interrupt high quality chest compressions 
and should be implemented by highly trained and very proficient providers. Agencies 
and providers who utilize MCD ‘s should be prepared for possible device failure and 
have the necessary resources available to continue HPCPR without their use. 

c. The use of MCD’s only replaces the task of High-Quality Chest Compressions (HQCC).  All 
other elements of HPCPR shall be accomplished by responders. 

d. Continuously assess the location and application of the device on the patient.  Readjust 
as needed. 

e. Delivery of the shock will always take priority over any MCD application steps. 
 

o BLS Providers should not transport or rendezvous with a cardiac arrest patient unless a 
pulse is obtained >60 beats/min. If a pulse is detected during resuscitation but systolic 
blood pressure is < 60, resume CPR.  If ALS is not in route or available, contact medical 
control for transport direction. 

o If 3 consecutive “no shock” are advised and there is no pulse, continue CPR without 
interruption until ALS arrives.  If ALS is not available, continue shock attempts every 2 
minutes and contact medical control for directions. 

o For other situations related to sudden cardiac arrest, follow ASHI/AHA BLS guidelines. 
o Following completion of the cardiac arrest incident, providers should complete a thorough 

and complete patient care report, to include the WA Cardiac Arrest Registry to Enhance 
Survival (WACARES) data elements.  

 
REFERENCE TOOLS (included) 

• Kittitas County Prehospital Protocols: High Performance CPR Guidelines Reference Tool by Age 
Groups for Resuscitation Interventions 

• Adult HPCPR Skill Check Sheet – BLS Continuous 
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