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INTEGRATING CPR, AED, AND BLEEDING 
CONTROL INTO PATROL OPERATIONS

The Patrol Mission Has Expanded, Whether Policy Has or Not
Modern patrol officers operate in an environment that looks fundamentally different from 
policing even a decade ago. The radio traffic has not slowed. If anything, it has intensified. 
But what has changed is the type of crisis officers encounter first.
They are first to overdoses in parking lots. They are first to cardiac arrests at youth sporting 
events. They are first to shootings in neighborhoods. They are first to officer-down emergen-
cies. They are first to in-custody medical crises. They are first to chaotic, emotionally charged 
scenes where seconds matter and expectations are immediate.
In many communities, patrol officers routinely arrive several minutes before EMS. In rural 
jurisdictions, that gap may exceed 15 minutes. During active threat incidents, EMS may not 
gain access until the scene is secured and declared safe.
That time gap is not neutral.It is the difference between reversible and irreversible brain 
injury. Between survivable and non-survivable hemorrhage. Between respiratory arrest and 
cardiac arrest. Between a life saved and a headline written.
Approximately 350,000 out-of-hospital cardiac arrests occur annually in the United States. 
Survival decreases by 7–10% for every minute without CPR and defibrillation. The U.S. con-
tinues to record over 100,000 overdose deaths annually, primarily driven by opioid-induced 
respiratory depression. Trauma research consistently identifies uncontrolled hemorrhage as 
one of the leading causes of preventable death.
The physiology is unforgiving. The clock starts immediately. And in thousands of incidents 
each year, the first professional on scene is not a paramedic. It is a patrol officer. Medical 
intervention is no longer an ancillary skill for patrol. It is not a specialized unit responsibility. 
It is not an optional competency reserved for the motivated few. It is a core patrol function.
This guide outlines how agencies can intentionally integrate CPR, AED deployment, and 
bleeding control into routine patrol operations — not as compliance training, not as a check-
the-box certification requirement, but as operational doctrine woven into the fabric of patrol 
identity.
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THE FIRST FIVE MINUTES: Why Patrol Owns the Survival Window
When the heart stops, oxygen delivery to the brain stops. Irreversible brain injury begins within 
4–6 minutes. Massive hemorrhage can lead to death in under five minutes depending on severity 
and environment. Respiratory arrest from opioid overdose can quietly progress to cardiac arrest 
while bystanders stand frozen, unsure what to do.
Now consider response realities. Median EMS response intervals in many urban environments 
exceed 7 minutes and are significantly longer in rural communities. Weather, traffic, scene safety 
concerns, and resource availability all influence arrival times. Patrol deployment models, by 
contrast, are built for rapid geographic coverage and visible presence. Officers frequently arrive 
first simply because they are already moving throughout the community.
That arrival creates a physiological responsibility. The period between injury or collapse and 
paramedic arrival is not a holding pattern. It is a survival window. During that window, oxygen 
must move. Blood must circulate. Hemorrhage must stop.
Agencies that recognize this reality reframe patrol medical care from “helping until EMS gets here” 
to “stabilizing the patient so EMS receives a viable patient.” The difference in mindset is profound. 
The first approach is passive support. The second is active intervention.
The officer who arrives first determines whether oxygenation, circulation, and hemorrhage control 
begin immediately… or not at all. This is not mission creep. It is mission alignment with biology.
The agencies that lead in this space embed the expectation clearly: the first five minutes belong to 
patrol. Officers are trained to move decisively toward life-saving intervention while simultaneously 
maintaining scene awareness and safety. The cultural message is unambiguous: medical action is 
part of patrol professionalism.
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CPR AND AED: Defibrillation Is a Patrol Responsibility
Cardiac arrest in the patrol environment is not rare, and it does not announce itself conveniently.
It may occur when a suspect collapses after a foot pursuit. It may occur in a holding cell. It may 
occur during a traffic stop when a driver slumps forward over the steering wheel. It may occur at a 
parade, a football game, or inside a grocery store. It may occur during a high-adrenaline encounter 
when stress compounds underlying cardiac disease.
National survival from out-of-hospital cardiac arrest remains approximately 10%. That statistic 
often obscures a more important truth: survival is highly time-dependent and highly situational. 
In witnessed ventricular fibrillation arrests where early defibrillation occurs, survival can exceed 
50–70%.
The difference is time-to-shock. Police AED programs across the country have demonstrated 
improved survival outcomes when officers deploy defibrillators prior to EMS arrival. The common 
denominator in these programs is not technology; it is speed.
Yet in many agencies, AEDs are treated as equipment inventory rather than operational tools. They 
are stored in trunks beneath other gear. Officers know they are present, but not necessarily where 
they are positioned for fastest access. Deployment is discussed during certification renewals but 
not practiced under stress.
True integration requires more than equipment placement. It requires performance expectation 
and repetition.
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An integrated patrol AED doctrine includes:
•	 AEDs mounted and immediately accessible in every patrol vehicle
•	 Mandatory shift-level readiness checks with documented verification
•	 Deployment drills initiated from inside the vehicle upon simulated arrival
•	 Pad placement practiced in confined spaces, on pavement, and in awkward body positions
•	 CPR practiced in full duty gear, with realistic environmental constraints
•	 Time-to-pad-placement benchmarks (target: under 90 seconds) 
•	 After-action review of resuscitation events for continuous improvement

The goal is automaticity. When collapse is recognized, hands move without debate. When the AED 
prompts “shock advised,” the officer delivers it confidently. If an officer hesitates because they are 
uncertain about authority, liability, or procedure, the gap is cultural, not clinical. Defibrillation is not 
optional. It is decisive.
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BLEEDING CONTROL: Owning the First 60 Seconds
Uncontrolled hemorrhage is one of the few immediate causes of death that is both rapid and 
preventable. That reality creates a clear operational mandate.
Military trauma research over the last two decades demonstrated that extremity hemorrhage was 
a leading cause of preventable death in combat. Early tourniquet application dramatically reduced 
mortality when applied before shock onset. These lessons reshaped trauma care worldwide.
Civilian law enforcement has increasingly encountered similar injury patterns during active 
violence incidents, vehicle collisions, and assaults. The Hartford Consensus emphasized that no 
one should die from uncontrolled bleeding when simple interventions are available.
Today, many patrol officers carry Individual First Aid Kits containing:

•	 Tourniquets
•	 Hemostatic gauze
•	 Pressure bandages
•	 Chest seals

But equipment carriage does not equal operational readiness. The operational question is this: 
Can that tourniquet be applied correctly, one-handed, under stress, in under 60 seconds, while 
managing radio traffic and scanning for threats? Integration requires performance-based training 
that moves beyond demonstration and into repetition.

•	 One-handed tourniquet drills (dominant and non-dominant hand)
•	 Cross-body and self-application scenarios
•	 Low-light and limited-visibility training
•	 Wound packing with simulated blood to create realism and urgency
•	 Integration into active threat, vehicle extraction, and defensive tactics scenarios
•	 Continued hemorrhage control during casualty movement

Modern evidence supports early tourniquet use when life-threatening bleeding is suspected. The 
risk of delay exceeds the risk of appropriate application.
The cultural message must be clear: if life-threatening bleeding is present or strongly suspected, 
act decisively. In hemorrhage control, hesitation costs blood volume. And blood volume is life.
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TACTICAL INTEGRATION: Medical Care Under Operational Threat
Medical intervention in patrol rarely occurs in controlled environments. It unfolds amid 
uncertainty, emotion, and potential danger.
Officers may need to apply a tourniquet while another suspect remains unaccounted for. They 
may begin CPR in the middle of a chaotic crowd. They may administer naloxone in confined spaces 
with limited lighting. They may manage a bleeding victim while coordinating perimeter security.
This is why Tactical Emergency Casualty Care (TECC) principles matter.
TECC outlines phased care:

1.	 Care Under Threat
2.	 Tactical Field Care
3.	 Tactical Evacuation Care

The framework acknowledges that officer safety remains paramount while life-saving 
interventions begin. It also reinforces that medical care and tactical awareness are not competing 
priorities, they are simultaneous responsibilities.
Agencies that integrate medical training into tactical training reduce cognitive overload during real 
incidents. Skills practiced in isolation often degrade under stress. Skills practiced together become 
coordinated.
Officers must practice:

•	 Applying tourniquets from behind cover while maintaining situational awareness
•	 Performing CPR while another officer maintains overwatch
•	 Delivering structured handoff reports (MIST: Mechanism, Injuries, Signs, Treatment)
•	 Coordinating with rescue task force models and EMS staging areas
•	 Managing bystanders while maintaining scene control

When medical skills are isolated in classroom settings, performance suffers under operational 
pressure. When they are embedded in realistic scenarios, they become instinctive components of 
patrol performance.
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OVERDOSE RESPONSE: Airway Management Is Patrol Reality
The opioid crisis has permanently altered patrol operations. In many communities, overdose 
calls are no longer sporadic, they are routine. Officers frequently encounter individuals with slow, 
shallow, or absent respirations before EMS arrival. Bystanders may be panicked. The environment 
may be unsafe or chaotic.
Opioid overdose kills by suppressing breathing. The airway is the priority.
Naloxone has become standard issue in many agencies, representing a significant public health 
partnership between law enforcement and community response. However, naloxone alone is not 
a comprehensive strategy.
Effective patrol overdose integration requires:

•	 Rapid recognition of respiratory depression
•	 Immediate airway positioning (head-tilt/chin-lift or jaw thrust as appropriate)



•	 Bag-valve-mask ventilation when respirations are inadequate
•	 Timely naloxone administration via approved routes
•	 Monitoring for re-sedation or recurrent respiratory depression
•	 Management of post-reversal agitation with officer safety considerations
•	 Clear documentation and communication with EMS

Training must reflect operational realities: confined bathrooms, vehicles, abandoned buildings, 
emotionally charged family members. Officers must be trained to prioritize oxygenation, not just 
medication delivery. Ventilation saves lives. Naloxone supports ventilation. Overdose response is 
not a peripheral task. It is airway management under operational stress.
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LEADERSHIP, LIABILITY, AND MEASURABLE READINESS
Medical readiness is not solely a training issue. It is a leadership and governance issue.
In-custody death investigations, civil litigation, and public review increasingly examine the quality 
and timeliness of medical intervention. Questions often include:

•	 How quickly was CPR initiated?
•	 Was an AED available and deployed?
•	 Was hemorrhage controlled promptly?
•	 Were officers trained recently and repetitively? 
•	 Is documentation thorough and accurate?

Agencies unable to demonstrate structured, recurring, performance-based medical training face 
increased scrutiny and potential liability. Forward-looking departments move beyond certification 
expiration dates and compliance checklists.
They track meaningful metrics:

•	 Time-to-CPR initiation
•	 Time-to-first-shock
•	 Tourniquet application time 
•	 Naloxone deployment intervals
•	 Scenario-based performance evaluations

Supervisors reinforce expectations. Training divisions review performance data. Leadership 
communicates clearly that medical readiness is part of professional standards. Medical 
performance is not merely a training issue. It is a leadership statement about what the agency 
values.

THE EMERGING STANDARD OF PATROL
Public expectations of law enforcement capability continue to evolve. Community members 
increasingly assume that when officers arrive first, they are capable of providing immediate life-
saving intervention.



Communities expect officers to:
•	 Perform CPR competently
•	 Deploy AEDs immediately 
•	 Control life-threatening bleeding 
•	 Administer naloxone appropriately
•	 Communicate clearly with EMS

At the same time:
•	 Public access AED programs are expanding
•	 Community bleeding control initiatives are growing
•	 In-custody medical events face heightened scrutiny
•	 Interagency mass casualty exercises are increasing 
•	 Technology is enabling better performance tracking

The agencies that lead in this space are not reactive. They are proactive. They embed medical 
response into patrol SOP. They conduct joint EMS simulations. They digitize training metrics 
and track improvement over time. They align procurement decisions with high-fidelity training 
tools. They treat medical readiness as part of officer survival and professional identity. Medical 
integration is becoming inseparable from professional patrol operations.
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Conclusion: Medical Readiness Is Patrol Readiness
There is a defining operational question for modern law enforcement leadership: When your 
officer arrives first, and someone is dying, is your agency structured for decisive medical action? 
Not certification. Not policy language. Not equipment inventory. Decisive action.

Because when seconds matter:
•	 CPR must begin immediately 
•	 AED pads must be applied without hesitation 
•	 Tourniquets must go on fast and correctly 
•	 Airway support must be deliberate and sustained 

•	 Communication must be structured and clear
The first five minutes belong to patrol. Those minutes determine whether EMS receives a viable 
patient. They determine survival. They influence public trust. They shape scrutiny. They define 
professionalism. Medical integration into patrol operations is not mission expansion. It is mission 
alignment with operational reality. Preparedness is repetition under stress. Performance is 
expectation made visible.

Medical readiness is no longer supplemental; it is mission readiness.



REFERENCES
1.	 American Heart Association. (2020). 2020 American Heart Association Guidelines for Cardiopulmonary 

Resuscitation and Emergency Cardiovascular Care. Circulation, 142(16_suppl_2). https://cpr.heart.org/en/
resuscitation-science/cpr-and-ecc-guidelines

2.	 American Heart Association. (2023). Heart Disease and Stroke Statistics—2023 Update. Circulation. https://
professional.heart.org/en/science-news/heart-disease-and-stroke-statistics-2023-update

3.	 Centers for Disease Control and Prevention (CDC). (2024). Drug Overdose Deaths in the United States. 
National Center for Health Statistics. https://www.cdc.gov/drugoverdose/deaths/index.html

4.	 Cobb, L. A., Fahrenbruch, C. E., Walsh, T. R., Copass, M. K., Olsufka, M., Breskin, M., & Hallstrom, A. P. (1999). 
Influence of cardiopulmonary resuscitation prior to defibrillation in patients with out-of-hospital ventricular 
fibrillation. JAMA, 281(13), 1182–1188. https://jamanetwork.com/journals/jama/fullarticle/188291

5.	 Eastridge, B. J., Mabry, R. L., Seguin, P., Cantrell, J., Tops, T., Uribe, P., ... & Blackbourne, L. H. (2012). Death 
on the battlefield (2001–2011): Implications for the future of combat casualty care. Journal of Trauma and 
Acute Care Surgery, 73(6 Suppl 5), S431–S437. https://journals.lww.com/jtrauma/Fulltext/2012/12005/
Death_on_the_battlefield__2001_2011_.3.aspx

6.	 Hasselqvist-Ax, I., Riva, G., Herlitz, J., Rosenqvist, M., Hollenberg, J., Nordberg, P., ... & Svensson, L. (2015). 
Early cardiopulmonary resuscitation in out-of-hospital cardiac arrest. New England Journal of Medicine, 
372(24), 2307–2315. https://www.nejm.org/doi/full/10.1056/NEJMoa1405796

7.	 Kragh, J. F., Walters, T. J., Baer, D. G., Fox, C. J., Wade, C. E., Salinas, J., & Holcomb, J. B. (2008). Survival with 
emergency tourniquet use to stop bleeding in major limb trauma. Journal of Trauma, 64(2 Suppl), S38–S49. 
https://journals.lww.com/jtrauma/Abstract/2008/02001/Survival_with_Emergency_Tourniquet_Use_to_
Stop.9.aspx

8.	 National Association of Emergency Medical Technicians (NAEMT). (2023). Tactical Emergency Casualty Care 
(TECC) Guidelines. https://www.naemt.org/education/tecc

9.	 National EMS Information System (NEMSIS). (2023). National Emergency Medical Services Data Report. 
https://nemsis.org/reports/

10.	 Rando, J., Broering, D., Olson, J. E., Marco, C., & Evans, S. B. (2015). Intranasal naloxone administration by 
police first responders is associated with decreased opioid overdose deaths. Prehospital Emergency Care, 
19(3), 372–377. https://www.tandfonline.com/doi/full/10.3109/10903127.2014.995845

11.	 The Hartford Consensus III. (2013). Implementation of Bleeding Control—If You See Something Do 
Something. American College of Surgeons. https://www.facs.org/media/zcjdtrd1/hartford_consensus_iii.pdf

12.	 White, R. D., Bunch, T. J., & Hankins, D. G. (2005). Evolution of a community-wide early defibrillation 
programme: Experience over 13 years using police/fire personnel and paramedics as responders. 
Circulation, 111(23), 284–289. https://www.ahajournals.org/doi/10.1161/CIRCULATIONAHA.104.528950

Guide to Life-Saving Readiness  
in Modern Law Enforcement

7

Disclaimer: This article was developed with the support of generative AI tools and reviewed by our team to ensure accuracy and relevance. It is intended for educational 
and informational purposes only and should not be considered medical advice, clinical guidance, or a substitute for professional training. Always consult relevant 
institutional policies, accrediting bodies, or medical professionals for clinical decisions.  
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