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Bystander cardiopulmonary resuscitation (B−CPR) can triple the chance of out−of−hospital cardiac arrest

(OHCA) survival. Hispanics are more likely to experience OHCA, but less likely to receive B−CPR and survive

than non−Hispanic whites. No previous study includes Rhode Island data, in which Hispanics are the largest

minority.We sought to investigate disparities in B−CPR and their effects on outcomes based on neighborhood−

level ethnicity in a Rhode Island hospital registry of OHCA.
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neurologic outcome rate. Those who received B−CPR had increased survival (OR: 5.4, CI:1.9−15.4, x2 p<0.001)

and good neurologic outcome (OR:6.5, CI:2.0−21.5, x2p<0.001). Assessing differences between neighborhoods

with the least and greatest Hispanic populations, neighborhoods with Hispanic ethnicity 0−12.5% had less BCPR

(11%) than neighborhoods with Hispanic ethnicity >50%, (22%) (OR: 0.44, CI:0.20−0.96, x2 p<0.05). However,

they did not have significantly lower rates of survival. These high and low Hispanic ethnicity neighborhoods

were also negatively correlated with B−CPR in a multivariate logistic regression (adjusted OR:0.11,

CI:0.03−0.41, p<0.01).
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