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The American Heart Association reports the annual incidence of out-of-hospital cardiopulmonary arrests (OHCA) is greater than
300,000 with a survival rate of 9.5%. Bystander cardiopulmonary resuscitation (CPR) saves one life for every 30, with a 10%
decrease in survival associated with every minute of delay in CPR initiation. Bystander CPR and training vary widely by region.
We conducted a retrospective study of 320 persons who suffered OHCA in South Florida over 25 months. Increased survival,
overall and with bystander CPR, was seen with increasing income (𝑝 = 0.05), with a stronger disparity between low- and highincome neighborhoods (𝑝 = 0.01 and 𝑝 = 0.03, resp.). Survival with bystander CPR was statistically greater in white- versus
black-predominant neighborhoods (𝑝 = 0.04). Increased survival, overall and with bystander CPR, was seen with high- versus
low-education neighborhoods (𝑝 = 0.03). Neighborhoods with more high school age persons displayed the lowest survival.
We discovered a significant disparity in OHCA survival within neighborhoods of low-income, black-predominance, and loweducation. Reduced survival was seen in neighborhoods with larger populations of high school students. This group is a potential
target for training, and instruction can conceivably change survival outcomes in these neighborhoods, closing the gap, thus
improving survival for all.

1. Introduction
According to the American Heart Association (AHA), in 2013
the incidence of out-of-hospital cardiopulmonary arrests
(OHCA) was 359,400, of which the overall survival rate
was 9.5% [1]. Of those arrests, 40.1% received bystander
cardiopulmonary resuscitation (CPR) [1]. Among areas being
surveyed by the Resuscitation Outcomes Consortium, there
was a greater than 5-fold regional variation [2, 3]. In 2012,
the AHA determined survival following OHCA in Detroit,
Michigan, was as low as 0.2% as compared to 16% in Seattle,
Washington [3, 4]. This vast geographical disparity is thought
to be partly due to incidence and performance-quality of
bystander CPR.

Observational studies proposed one life saved for every 30
persons that received bystander CPR [5]. Mortality translated
not only to survival at hospital arrival, but also to survival at
30 days and one year after arrest [6]. Moreover, a 10% decrease
in survival was associated with every minute of delay in
initiating CPR [7]. Incidence of bystander CPR varies widely
from 2 out of every 3 to one out of every 10 OHCA [2, 3, 8–10].
The least percentages of bystander CPR incidences have been
described in rural, low-income, and minority-predominant
neighborhoods [11–15]. Furthermore, areas with the largest
rates of bystander CPR performance experienced higher rates
of survival [8, 16].
In 2014, a nationwide study determined that CPR
training was rare and differed extensively by location [17].
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As expected, the lowest rates of CPR training occurred in
neighborhoods that were rural, low-income, and minoritypredominant [17]. Altogether, this is consistent with
lower survival rates in rural, low-income, and minoritypredominant neighborhoods, most likely due to lower
incidence and poor performance-quality of bystander CPR,
which is likely worsened by reduced CPR training.
Over the past 30 years, overall survival following OHCA
has been consistently less than 10% [3, 5, 8, 9]. Consequently,
the AHA has put forth a strong initiative to heighten
bystander CPR in all areas by way of the Hands-Only CPR
campaign, which provides public service announcements,
digital promotions, an animated instructional video, and a
mobile CPR training tour [18, 19]. Additionally, the Centers
for Disease Control in collaboration with the AHA and
Emory University developed the Cardiac Arrest Registry to
Enhance Survival to investigate the critical time between
OHCA and hospital arrival [20].
To aid in the advancement efforts for improving survival
following OHCA, more research is needed to define the
areas of disparity. Identification of these areas will allow
for direct-targeted training strategies to be designed and
implemented. Therefore, we analyzed OHCA occurring over
a 25-month period in a major metropolitan county in South
Florida to assess the impact of neighborhood race, income,
and education on bystander CPR and survival. Furthermore,
we investigated the relationship between bystander CPR and
survival with population characteristics of number of high
school age persons. Finally, we propose a strategic plan to
enhance bystander CPR incidence and performance-quality
resulting in increased survival potential.

2. Methods
We conducted a retrospective study of persons who suffered
OHCA in Broward County, Florida, with associated medical
care at Broward Health Hospitals over a 25-month period.
Of 320 patients with OHCA, 195 were excluded that did not
meet the eligible criteria. “Noncardiac” causes of OHCA were
excluded, such as trauma, drowning, overdose, asphyxia,
and electrocution. As this study’s interest was directly tied
to performance of layperson bystander CPR, we excluded
OHCA that occurred in a medical facility with on-site
healthcare professionals (nursing homes, hospitals, medical
clinics, and air ambulances), those witnessed by healthcare
professionals, and those that occurred in a facility with basic
life support-certified staff (airports and jails).
Using records from Broward County Fire Rescue and
Broward Health Hospitals, the following variables were evaluated: location of OHCA (home versus street), zip code of
OHCA, presence of a witness, performance of bystander
CPR, initial cardiac rhythm, time until CPR, time until
return of spontaneous circulation (ROSC), outcome (survival
or death), and cause of death. The primary endpoint was
designated as either ROSC following initial CPR immediately
following OHCA or determination of death.
The Broward County Geographic Information Systems
and United States Department of Commerce/United States

Emergency Medicine International
Census Bureau information were employed to collect data
on median income, racial breakdown, percentage of high
school graduates, and number of persons 15 to 19 years of
age per zip code. Annual income brackets were separated
based on local economic trends in salaries and earnings
and divided into three categories: less than $31,000 (low),
$31,000 to $50,000 (intermediate), and greater than $50,000
(high). Neighborhoods were classified as white-predominant
or black-predominant if greater than 80% of the population
in that neighborhood was of that race or integrated if there
was no predominance. Neighborhoods were separated into
low- (less than 75%), intermediate- (75% to 89%), and
high-education (greater than 89%) based on the percent of
population with education of high school and above. Finally,
neighborhoods were separated based on the number of high
school age persons per zip code: less than 1,000 (low), 1,000
to 5,000 (intermediate), and greater than 5,000 (high).
Microsoft Excel was used to conduct chi-square test
analyses. 𝑝 values determined statistical significance as less
than or equal to 0.05. Institutional review board approval was
obtained in advance to initiate this research study.

3. Results
3.1. Patient Demographics and Neighborhood Characteristics.
Patient demographics and neighborhood characteristics are
displayed (Table 1). All population sizes were statistically
comparable amongst the variables discussed.
3.2. Variations in Survival by Neighborhood Income, Race,
and Education Level. Analysis of socioeconomic status in
relation to OHCA revealed a statistically significant trend in
both overall survival (𝑝 = 0.05) and survival with bystander
CPR (𝑝 = 0.05), such that there was greater survival as the
income bracket of the neighborhood increased (Figure 1(a)).
The statistical significance was even greater when comparing
low- to high-income neighborhoods with respect to overall
survival (𝑝 = 0.01) and survival with bystander CPR (𝑝 =
0.03) (Figure 1(a)).
Quantification of the improved outcome of survival
revealed more than two times greater (a 123% increase)
rate of survival in high- versus low-income neighborhoods
(Figure 1(d)), which was even more striking with bystander
CPR, specifically more than three times greater (a 225%
increase) (Figure 1(d)).
Although not statistically significant (𝑝 = 0.16), the
number of bystander CPR times performed was nearly
double in the high-income neighborhoods as compared to
both the intermediate- and low-income brackets. It is likely
that both reduced incidence and performance-quality of
bystander CPR played a role in the disparity between the
neighborhoods.
Race-based population analyses also demonstrated statistically significant trends, specifically in survival with
bystander CPR between white-predominant and blackpredominant neighborhoods (𝑝 = 0.04) (Figure 1(b)).
There was a substantial trend of improved survival with
bystander CPR transitioning from black-predominant to
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Table 1: Patient demographics and neighborhood characteristics.
Loweducation

Higheducation

Male
Female

20
22

30
14

Home
Street

33
9

Asystole
PEA
VF
Pulseless VT
Unknown

22
11
9
1
0

(a)

Low-income Intermediate-income High-income
Gender
Male
20
22
31
Female
22
16
14
Location
Home
33
19
22
Street
9
19
23
Initial rhythm
Asystole
22
18
19
PEA
11
8
10
VF
8
10
15
Pulseless VT
1
0
0
Unknown
0
2
1

Intermediateeducation
Gender
23
16
Location
19
20
Initial rhythm
18
9
11
0
1

22
22
19
9
14
0
2

(b)

Male
Female
Home
Street
Asystole
PEA
VF
Pulseless
VT
Unknown

Black-predominant Integrated White-predominant
Gender
21
25
27
22
16
14
Location
33
21
20
10
20
21
Initial rhythm
23
19
17
11
9
9
8
12
13
1

0

0

0

1

2

(c)

Low
Intermediate high
High
high school age
school age
high school age
persons
persons
persons
Gender
Male

32

Female

17

20

21

12

23

Location
Home

21

20

33

Street

28

12

11

Initial rhythm
Asystole
PEA
VF
Pulseless VT
Unknown

20

17

22

9

8

12

18

6

0

0

0

1

2

1

0

integrated to white-predominant neighborhoods (𝑝 = 0.1)
(Figure 1(b)).
Quantification of differences in survival disclosed notable
findings. Bystander CPR resulted in three times greater
survival (a 200% increase) in white-predominant versus
black-predominant neighborhoods (Figure 1(d)). Survival
with bystander CPR nearly doubled (a 75% increase) in
integrated versus black-predominant neighborhoods (Figure 1(d)). A similar increase (71%) in survival with bystander
CPR was seen in integrated versus white-predominant neighborhoods. The disparity was less pronounced in overall survival with near doubling of overall survival (a 71% increase)
in white-predominant versus black-predominant neighborhoods (Figure 1(d)). There was no statistical difference in
incidence of bystander CPR, which introduces the caveat that
performance-quality of bystander CPR was likely diminished
in black-predominant neighborhoods.
Neighborhoods categorized by education level also provided analogous results. Analysis of overall survival noted
a substantial trend such that the higher the percentage of
education persons within a neighborhood, the greater the
rates of overall survival (𝑝 = 0.08) (Figure 1(c)). There was a
statistically significant increased rate of both overall survival
(𝑝 = 0.03) and survival with bystander CPR (𝑝 = 0.03)
when comparing high- versus low-education neighborhoods
(Figure 1(c)). Further, there was a statistically significant
trend in survival with bystander CPR directly proportional
to having a greater percentage of the neighborhood population with high school education and above (𝑝 = 0.05)
(Figure 1(c)).
Quantification revealed survival resulting from bystander
CPR was more than three times greater (a 225% increase)
in high-education neighborhoods (greater than 89%) as
compared to low-education neighborhoods (less than 75%)
(Figure 1(d)). Although not statistically significant (𝑝 = 0.16),
the number of bystander CPR times performed was nearly
double in neighborhoods with the highest percentage of
educated persons. Altogether, this suggests that both reduced
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Survival based on income:
predominant income of neighborhood
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0

0
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Survival with bystander CPR

Survival with bystander CPR

Survival (overall)
Black
Integrated
White

Low
Intermediate
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(a)

(b)

(%)

80

p = 0.1

p = 0.03

(%)

60
p = 0.1

40

20

% increase above
low-income

p = 0.03
p = 0.08

0

% increase above % increase above
low-education black-predominant

100

Survival based on neighborhood education:
percent of population with education ≥high school
p = 0.05
Education

100

200

300

62%

Intermediateincome

50%
123%

Highincome

225%

Integrated
neighborhood

79%
75%

Whitepredominant

71%

Intermediateeducation

77%
50%

200%

Higheducation

108%
225%

0
Survival (overall)

Survival with bystander CPR
Survival (overall)
Survival with bystander CPR

Low
Intermediate
High
(c)

(d)

Figure 1: Survival based on income, race, and education level. Neighborhoods were separated by (a) income bracket, (b) race-predominance,
and (c) education level. Overall survival (left) and survival with bystander CPR (right) are displayed. 𝑝 values with arrows indicate trends
across the 3 groups. 𝑝 values with underlying brackets indicate differences between the two populations under each arm of the bracket. (d)
Percent increased survival in intermediate-income and high-income versus low-income neighborhoods (upper half), integrated and whitepredominant versus black-predominant neighborhoods (middle half), and high- and intermediate-education level versus low-education level
(lower half) is shown.
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100
Bystander
CPR
26%

80
No
bystander
CPR
74%

(%)

60
40
20
0
<1

1–4 5-6 7–9 10–12 13–15 16–20 >20
Time delay until CPR initiation (minutes)

Not
survived
56%

Survived
44%

Not
survived
31%
Survived
69%

Survival
Linear (survival)

Figure 2: Effect of time delay in initiation of CPR on survival.
Patients were evaluated based on time delay in CPR initiation. A
trend line is displayed with an equation of 𝑦 = −0.05𝑥 + 0.77
and a coefficient of determination (R-squared) of 0.7, indicating a
favorable goodness of fit in correlation of the improved survival with
reduced time delays in CPR initiation.

incidence of initiating bystander CPR and performancequality of bystander CPR contribute to the disparity of survival in neighborhoods with a lower percentage of educated
persons.
3.3. Survival in Association with Time and Effect of Bystander
CPR on Overall Survival. Previous studies published by the
AHA indicated a relationship between delay in the initiation
of CPR and survival and thereby the crucial role of bystander
CPR [17]. Therefore, the total population was analyzed with
respect to time delay until CPR initiation. With each oneminute incremental delay in initiating CPR, there was a 7.2%
decrease in survival (Figure 2). The coefficient of determination was 0.7 indicating a goodness of fit in correlation.
The total population was further evaluated for overall
incidence of bystander CPR and its impact on survival
(Figure 3). Of the 125 OHCA, 86 were witnessed, 63 survived,
and 34 received bystander CPR. The overall survival was
50.4%. When bystander CPR was excluded, survival dropped
to 44%, as compared to 69% with bystander CPR (Figure 3),
further indicating the grave importance of bystander CPR in
survival outcome following OHCA.
3.4. Variations in Survival by High School Population. As a
potential target group of training, survival was also examined
with relation to high school age populations (15 to 19 years
of age). In neighborhoods with low high school age persons,
there were more witnessed OHCA and more events of performed bystander CPR (Figure 4(a)). There was a substantial
trend revealing more witnessed OHCA (𝑝 = 0.07) and more
events of bystander CPR (𝑝 = 0.05) inversely proportional
to the number of high school age persons (Figure 4(a)). A
statistically significant greater number of witnessed OHCA

Figure 3: Effect of bystander CPR on survival. Patients were divided
into those that received bystander CPR and those that did not (top
pie chart). Each group was further evaluated for outcome of survival
in association with having received bystander CPR (bottom right
pie chart) and not having received bystander CPR (bottom left pie
chart).

(𝑝 = 0.03) and performed bystander CPR (𝑝 = 0.03) in the
neighborhoods with low versus intermediate high school age
persons (Figure 4(a)).
Overall survival and survival with bystander CPR followed similar trends. There was a statistically significant trend
revealing greater overall survival (𝑝 = 0.05) and survival
with bystander CPR (𝑝 = 0.02) inversely proportional
to the number of high school age persons (Figure 4(b)).
Further, there were statistically significant greater overall
survival (𝑝 = 0.02) and survival with bystander CPR (𝑝 =
0.02) in the neighborhoods with low verses high school age
persons (Figure 4(b)). Although not statistically significant
with overall survival (𝑝 = 0.08), there was a statistically
significant higher rate of survival with bystander CPR (𝑝 =
0.04) in neighborhoods with low versus intermediate high
school age persons (Figure 4(b)).
Quantification of these differences in survival provided
similar correlations. There was more than three times greater
(a 250% increase) survival with bystander CPR in neighborhoods with low versus high school age persons (Figure 4(c)). The trend was also significant, specifically nearly
tripling (a 180% increase) of survival with bystander CPR
in neighborhoods with low versus intermediate high school
age persons (Figure 4(c)). Altogether, these data reveal that
there is no statistical difference in witnessing of OHCA
in neighborhoods with a larger number of high school
age persons, but there is a statistically significant reduced
incidence of bystander CPR, overall survival, and survival
with bystander CPR.

4. Discussion
Our observational, retrospective study revealed a direct relationship between neighborhood income, race, and education
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100
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0

0
Bystander CPR

Witnessed

Survival (overall)

Survival with bystander CPR

<1,000
1,000–5,000
>5,000

<1,000
1,000–5,000
>5,000
(a)

(b)

(%)
100

% increase
above >5000
high school age
persons

0

200

300

67%

1000–5000
persons

100%
180%

<1000
persons

250%

Survival (overall)
Survival with bystander CPR
(c)

Figure 4: Bystander CPR based on number of high school age persons. (a) Neighborhoods were separated by number of high school age
persons. Percentages of witnessed cardiopulmonary arrests (left) and bystander CPR (right) are displayed. (b) Overall survival (left) and
survival with bystander CPR (right) are displayed. 𝑝 values with arrows indicate trends across the 3 groups. 𝑝 values with underlying brackets
indicate differences between the two populations under each arm of the bracket. (c) Percent increased survival in low number and intermediate
number of high school age persons versus high number of high school age persons.

level with survival from OHCA, both overall and with
bystander CPR. A direct correlation of increased survival
associated with increased neighborhood income was found,
most evident in comparison of the low- and high-income
brackets. Similar associations were found with respect to
neighborhood race-predominance, specifically the lowest
survival with bystander CPR seen in black-predominant
neighborhoods. Parallel results were seen in populations
distinguished by percent educated, such that neighborhoods
with more educated persons had greater survival, both overall
and with bystander CPR.
The AHA determined a 10% increase in mortality with
each one-minute delay in initiation of CPR [7]. Our study
reports similar results with a mortality increase of 7.2%. This
further underscores the importance of bystander CPR. In

our study, there was a significant improvement in survival
when comparing outcomes with and without bystander CPR.
This data is also well established in the literature [5, 6, 8, 16].
However, the disparity in survival varies vastly by region [2, 3,
7–10, 17] indicating a role for both incidence and performance
quality of CPR.
Our study clearly defines the decreased incidence in
bystander CPR performance in neighborhoods with greater
high school age persons despite comparable incidence in witnessed OHCA. Further evidently, there is increased mortality
in these areas with greater high school age persons. Therefore,
the population category of high school students is a strong,
potential target group for future training.
Recent focus has been on evaluating this population
subset for CPR training. In 2003, the International Liaison
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Committee on Resuscitation made recommendations for
CPR training to become included into school curriculums
[21]. In 2004, the AHA initiated a movement to train teachers
in CPR, such that they may extend training to students for
medical emergency response on school grounds [22]. By 2010,
36 states encouraged CPR training incorporation into school
curricula; however execution was inconsistent [23]. For that
purpose, the AHA released a statement recommending CPR
training and understanding of automated external defibrillation (AED) use become required in high schools [23].
Multiple studies have shown that the rate of bystander
CPR performance was significantly higher when persons
were trained [10, 24]. The education system offers an excellent
population pool for establishment and integration of CPR
training. Numerous studies have evaluated competency of
persons following training in different age brackets [25–
32]. These studies indicated that retention of training and
subsequent adeptness with CPR performance was greatly
reduced in 10 to 12 year olds [26, 27, 32]. However in a slightly
older age bracket of 12 to 14 year olds, significant proficiency
with CPR skills was demonstrated 4 weeks after training [29].
In another study, 13 to 14 year olds performed chest compressions on the level of adults [28]. In evaluation of CPR training efficacy on short-term and longer-term performancequality among high school students, four-month followup demonstrated remarkable 99% still proficient with chest
compressions [31]. Interestingly, nearly 100% of those trained
admitted feeling more confident about performing CPR in
an emergency medical situation, as compared to 27% prior
to training [31].
Questions have been raised as to whether high school
students would be a practical group to be trained. Although
the majority of OHCA occur in the older population and
there is an extremely low incidence of OHCA that occur
in schools [33], upwards of two-thirds occur at home [34]
and another large percentage occurs in local areas that
high school students frequent, such as shopping malls and
sporting venues [35]. In a recent study, one in 5 students
was exposed to an emergency medical event, but only one
out of 4 in those situations actually attempted to perform
CPR [36]. Cost-analysis of implementing CPR and AED
training in high schools determined the cost per student
was around 9 dollars [36]. High schools are both localized
and organized. Establishing CPR training as a graduationrequirement aids in easy implementation. Altogether, this
indicates that training high school students in CPR is not only
realistic in terms of location and exposure but also practical
with regard to efficacy and cost-effectiveness.
4.1. Limitations. There are important limitations within our
study. The population size is small and localized lending
for the possibility of sampling bias. Being retrospective,
it is problematic to rely on others for accurate records.
There is no centralized database from the county EMS.
Altogether, this can introduce information bias into the study.
Finally, argument can also be made that there are greater
morbidity and associated mortality in persons of minority
race, low-income, and low education, providing room for a
confounding variable.
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5. Conclusions
We discovered a significant disparity in survival following OHCA within neighborhoods of low-income, blackpredominance, and poor education. Neighborhoods with
reduced survival had a large population of high school
students, making them a potential target for future training
and allowing for early intervention. There is more power in
training high school age persons in one location and this
instruction can conceivably change survival outcomes following OHCA in these unfortunate neighborhoods. By enhancing both incidence and performance-quality of bystander
CPR, training of local high school populations within each
neighborhood can hopefully close the gap between races,
income-status, and education level, resulting in improved
survival for all.

Abbreviations
AED:
AHA:
CPR:
EMS:
OHCA:
ROSC:

Automated external defibrillation
American Heart Association
Cardiopulmonary resuscitation
Emergency Medical Services
Out-of-hospital cardiopulmonary arrest
Return of spontaneous circulation.

Competing Interests
The authors declare that they have no competing interests.

Acknowledgments
The study was supported by North Broward Hospital District.

References
[1] A. S. Go, D. Mozaffarian, V. L. Roger et al., “Heart disease
and stroke statistics—2014 update: a report from the American
Heart Association,” Circulation, vol. 129, no. 3, pp. e28–e292,
2014.
[2] G. Nichol, T. P. Aufderheide, B. Eigel et al., “Regional systems of
care for out-of-hospital cardiac arrest: a policy statement from
the American Heart Association,” Circulation, vol. 121, no. 5, pp.
709–729, 2010.
[3] G. Nichol, E. Thomas, C. W. Callaway et al., “Regional variation
in out-of-hospital cardiac arrest incidence and outcome,” The
Journal of the American Medical Association, vol. 300, no. 12, pp.
1423–1431, 2008.
[4] R. B. Dunne, S. Compton, R. J. Zalenski, R. Swor, R. Welch,
and B. F. Bock, “Outcomes from out-of-hospital cardiac arrest
in Detroit,” Resuscitation, vol. 72, no. 1, pp. 59–65, 2007.
[5] C. Sasson, M. A. M. Rogers, J. Dahl, and A. L. Kellermann,
“Predictors of survival from out-of-hospital cardiac arrest a systematic review and meta-analysis,” Circulation: Cardiovascular
Quality and Outcomes, vol. 3, no. 1, pp. 63–81, 2010.
[6] M. Wissenberg, F. K. Lippert, F. Folke et al., “Association of
national initiatives to improve cardiac arrest management with
rates of bystander intervention and patient survival after outof-hospital cardiac arrest,” The Journal of the American Medical
Association, vol. 310, no. 13, pp. 1377–1384, 2013.

8
[7] M. P. Larsen, M. S. Eisenberg, R. O. Cummins, and A. P.
Hallstrom, “Predicting survival from out-of-hospital cardiac
arrest: a graphic model,” Annals of Emergency Medicine, vol. 22,
no. 11, pp. 1652–1658, 1993.
[8] B. J. Bobrow, D. W. Spaite, R. A. Berg et al., “Chest compressiononly CPR by lay rescuers and survival from out-of-hospital
cardiac arrest,” The Journal of the American Medical Association,
vol. 304, no. 13, pp. 1447–1454, 2010.
[9] B. McNally, R. Robb, M. Mehta et al., “Out-of-hospital cardiac
arrest surveillance—Cardiac Arrest Registry to Enhance Survival (CARES), United States, October 1, 2005—December 31,
2010,” MMWR Surveillance Summaries, vol. 60, no. 8, pp. 1–19,
2011.
[10] R. Swor, I. Khan, R. Domeier, L. Honeycutt, K. Chu,
and S. Compton, “CPR training and CPR performance: do
CPR-trained bystanders perform CPR?” Academic Emergency
Medicine, vol. 13, no. 6, pp. 596–601, 2006.
[11] L. B. Becker, B. H. Han, P. M. Meyer et al., “Racial differences
in the incidence of cardiac arrest and subsequent survival,” The
New England Journal of Medicine, vol. 329, no. 9, pp. 600–606,
1993.
[12] D. Brookoff, A. L. Kellermann, B. B. Hackman, G. Somes,
and P. Dobyns, “Do blacks get bystander cardiopulmonary
resuscitation as often as whites?” Annals of Emergency Medicine,
vol. 24, no. 6, pp. 1147–1150, 1994.
[13] S. Y. Killien, J. P. Geyman, J. B. Gossom, and D. Gimlett, “Out-ofhospital cardiac arrest in a rural area: a 16-year experience with
lessons learned and national comparisons,” Annals of Emergency
Medicine, vol. 28, no. 3, pp. 294–300, 1996.
[14] C. Sasson, D. J. Magid, P. Chan et al., “Association of neighborhood characteristics with bystander-initiated CPR,” The New
England Journal of Medicine, vol. 367, no. 17, pp. 1607–1615, 2012.
[15] C. Vaillancourt, A. Lui, V. J. De Maio, G. A. Wells, and I. G. Stiell,
“Socioeconomic status influences bystander CPR and survival
rates for out-of-hospital cardiac arrest victims,” Resuscitation,
vol. 79, no. 3, pp. 417–423, 2008.
[16] T. D. Rea, M. Crouthamel, M. S. Eisenberg, L. J. Becker, and
A. R. Lima, “Temporal patterns in long-term survival after
resuscitation from out-of-hospital cardiac arrest,” Circulation,
vol. 108, no. 10, pp. 1196–1201, 2003.
[17] M. L. Anderson, M. Cox, S. M. Al-Khatib et al., “Rates of
cardiopulmonary resuscitation training in the United States,”
JAMA Internal Medicine, vol. 174, no. 2, pp. 194–201, 2014.
[18] P. A. Meaney, B. J. Bobrow, M. E. Mancini et al., “Cardiopulmonary resuscitation quality: improving cardiac resuscitation
outcomes both inside and outside the hospital: a consensus
statement from the American heart association,” Circulation,
vol. 128, no. 4, pp. 417–435, 2013.
[19] M. R. Sayre, R. A. Berg, D. M. Cave, R. L. Page, J. Potts, and R.
D. White, “Hands-only (compression-only) cardiopulmonary
resuscitation: a call to action for bystander response to adults
who experience out-of-hospital sudden cardiac arrest: a science
advisory for the public from the American Heart Association
Emergency Cardiovascular Care Committee,” Circulation, vol.
117, no. 16, pp. 2162–2167, 2008.
[20] CDC, Cardiac Arrest Registry to Enhance Survival. CARES,
Centers for Disease Control and Prevention, 2005.
[21] D. A. Chamberlain, M. F. Hazinski, European Resuscitation
Council et al., “Education in resuscitation: an ILCOR symposium: Utstein Abbey: Stavanger, Norway: June 22–24, 2001,”
Circulation, vol. 108, no. 20, pp. 2575–2594, 2003.

Emergency Medicine International
[22] M. F. Hazinski, D. Markenson, S. Neish et al., “Response to cardiac arrest and selected life-threatening medical emergencies:
the medical emergency response plan for schools a statement
for healthcare providers, policymakers, school administrators,
and community leaders,” Circulation, vol. 109, no. 2, pp. 278–
291, 2004.
[23] D. M. Cave, T. P. Aufderheide, J. Beeson et al., “Importance and
implementation of training in cardiopulmonary resuscitation
and automated external defibrillation in schools: a science
advisory from the American Heart Association,” Circulation,
vol. 123, no. 6, pp. 691–706, 2011.
[24] L. E. Pelinka, A. R. Thierbach, S. Reuter, and W. Mauritz,
“Bystander trauma care—effect of the level of training,” Resuscitation, vol. 61, no. 3, pp. 289–296, 2004.
[25] J. W. Gundry, K. A. Comess, F. A. DeRook, D. Jorgenson,
and G. H. Bardy, “Comparison of naive sixth-grade children
with trained professionals in the use of an automated external
defibrillator,” Circulation, vol. 100, no. 16, pp. 1703–1707, 1999.
[26] K. Hill, C. Mohan, M. Stevenson, and D. McCluskey, “Objective
assessment of cardiopulmonary resuscitation skills of 10-11year-old schoolchildren using two different external chest
compression to ventilation ratios,” Resuscitation, vol. 80, no. 1,
pp. 96–99, 2009.
[27] D. L. Isbye, C. S. Meyhoff, F. K. Lippert, and L. S. Rasmussen,
“Skill retention in adults and in children 3 months after basic
life support training using a simple personal resuscitation
manikin,” Resuscitation, vol. 74, no. 2, pp. 296–302, 2007.
[28] I. Jones, R. Whitfield, M. Colquhoun, D. Chamberlain, N.
Vetter, and R. Newcombe, “At what age can schoolchildren
provide effective chest compressions? An observational study
from the Heartstart UK schools training programme,” British
Medical Journal, vol. 334, no. 7605, pp. 1201–1203, 2007.
[29] J. Kelley, P. B. Richman, G. A. Ewy, L. Clark, B. Bulloch, and
B. J. Bobrow, “Eighth grade students become proficient at CPR
and use of an AED following a condensed training programme,”
Resuscitation, vol. 71, no. 2, pp. 229–236, 2006.
[30] L. Lawson and J. March, “Automated external defibrillation by
very young, untrained children,” Prehospital Emergency Care,
vol. 6, no. 3, pp. 295–298, 2002.
[31] T. M. Meissner, C. Kloppe, and C. Hanefeld, “Basic life support
skills of high school students before and after cardiopulmonary
resuscitation training: a longitudinal investigation,” Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine,
vol. 20, article 31, 2012.
[32] P. J. Moore, R. C. Plotnikoff, and G. D. Preston, “A study of
school students’ long term retention of expired air resuscitation
knowledge and skills,” Resuscitation, vol. 24, no. 1, pp. 17–25,
1992.
[33] K. Lotfi, L. White, T. Rea et al., “Cardiac arrest in schools,”
Circulation, vol. 116, no. 12, pp. 1374–1379, 2007.
[34] I. Lund-Kordahl, T. M. Olasveengen, T. Lorem, M. Samdal, L.
Wik, and K. Sunde, “Improving outcome after out-of-hospital
cardiac arrest by strengthening weak links of the local Chain of
Survival; quality of advanced life support and post-resuscitation
care,” Resuscitation, vol. 81, no. 4, pp. 422–426, 2010.
[35] L. J. Becker, M. Eisenberg, C. Fahrenbruch, and L. Cobb,
“Public locations of cardiac arrest. Implications for public access
defibrillation,” Circulation, vol. 97, no. 21, pp. 2106–2109, 1998.
[36] L. L. McFarland and M. D. Nadine, Student CPR/AED Training
in High Schools—Is There a Need? National Association of EMS
Physicians, Naples, Fla, USA, 2013.

MEDIATORS
of

INFLAMMATION

The Scientific
World Journal
Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Gastroenterology
Research and Practice
Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Journal of

Hindawi Publishing Corporation
http://www.hindawi.com

Diabetes Research
Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

International Journal of

Journal of

Endocrinology

Immunology Research
Hindawi Publishing Corporation
http://www.hindawi.com

Disease Markers

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Volume 2014

Submit your manuscripts at
http://www.hindawi.com
BioMed
Research International

PPAR Research
Hindawi Publishing Corporation
http://www.hindawi.com

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Volume 2014

Journal of

Obesity

Journal of

Ophthalmology
Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Evidence-Based
Complementary and
Alternative Medicine

Stem Cells
International
Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Journal of

Oncology
Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Parkinson’s
Disease

Computational and
Mathematical Methods
in Medicine
Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

AIDS

Behavioural
Neurology
Hindawi Publishing Corporation
http://www.hindawi.com

Research and Treatment
Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

Oxidative Medicine and
Cellular Longevity
Hindawi Publishing Corporation
http://www.hindawi.com

Volume 2014

