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Objectives.To examine rates at which people sufferingmedical emergencies on public

streets receive help frombystanders, that is, laypersonswhofirst arrive on the scene, and

how this varies across patient race and incident locations.

Methods. We analyzed data on 22 487 patients from the 2011 National Emergency

Medical Services Information System, which we linked to characteristics of counties

where the incidents occurred.

Results. Bystanders provided help to patients suffering a wide range of medical

emergencies, but only about 1 in 39 patients (2.57%) received bystander support. Black

patientswere significantly less likely to receive bystander support (odds ratio = 0.42; 95%

confidence interval = 0.35, 0.50). Bystander support and county socioeconomic status

have a curvilinear relationship; patients in the most disadvantaged counties are least

likely to receive bystander support.

Conclusions. Help from bystanders is rare and less likely among Black patients and

those in the poorest counties. (Am J Public Health. 2016;106:1049–1051. doi:10.2105/

AJPH.2016.303127)

Each year, Americans make approxi-
mately 36 million calls for emergency

medical services (EMS).1 Laypersons are
often the first to arrive at medical emergen-
cies in public places, and help they provide
can improve patient outcomes.2 For
example, bystander-performed cardiopul-
monary resuscitation doubles the chance
of survival from cardiac arrest.3 Bystanders
can also perform the Heimlich maneuver,
apply pressure to a wound, attach a splint,
rinse a patient’s skin, or assist with medi-
cations. These actions stem from basic
first aid training,2 whereas other forms
of support, such as providing water,
a blanket, or a cold compress, require
no training at all.

Previous research estimates that about
a quarter of cardiac arrest patients in the
United States receive bystander cardiopul-
monary resuscitation. Rates are lower among
those with less income or education, racial/
ethnic minorities, and those in socioeco-
nomically disadvantaged neighborhoods.4

Disparities in the availability of cardiopul-
monary resuscitation training programs
contribute to these patterns.5 However, less

is known about the distribution of forms of
bystander support that do not require
specialized training.

Social scientific research suggests that by-
standers’ willingness to provide help may be
shaped by the context in which a crisis occurs.
According to the “bystander effect,” the
presence of multiple bystanders leads to
a diffusion of responsibility that reduces
helping.6 Localized socioeconomic disad-
vantage may also erode trust, social cohesion,
and informal control among residents, leading
to a lack of collective efficacy7 and, potentially,
reluctance to help others during a crisis.8

We extend research on community re-
sponses tomedical emergencies by examining
the availability of bystander support across
a wide range of patient conditions and
locations. We used multistate data from
the National Emergency Management In-
formation Systems (NEMSIS) to examine

rates at which patients suffering medical
emergencies on public streets receive by-
stander support.We also considered how such
support varies across patient race and across
population density and socioeconomic dis-
advantage in incident locations.

METHODS
The 2011 NEMSIS data set includes

185 480 adult patients who suffered non–
traffic-related medical emergencies on public
streets and sidewalks in 33 states.9 EMS
providers indicated whether patients received
help from a bystander before EMS arrival.
EMS providers also noted patient symptoms
and racial/ethnic background. Because of the
underrepresentation of Hispanic patients,
we focused on Black and White patients.

We drew a case–cohort subsample retaining
all patients who received bystander support
(n=1900) and a random 11.2% sample of
patientswhodidnot (n=20 587).This afforded
a 10 to 1 ratio of nonbystander support cases to
bystander support cases in all of our analyses.
For each case in the subsample, NEMSIS
staff linked selected characteristics of incident
counties from the 2010 US Census and 2007–
2011 American Community Surveys.

We assessed population density using the
county’s decile ranking of population per
square mile in the 2010 US Census. To
capture localized socioeconomic disadvan-
tage, we combined county decile rankings
from the 2007–2011 American Community
Surveys for median household income,
education levels, and poverty. These items
load on 1 factor (eigenvalue = 2.8; all
loadings > 0.76) with excellent reliability
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(Cronbach a= 0.90). We calculated factor
regression scores in SDs, weighting each
item by its factor loading. (Summary
statistics are available in Tables A and B,
available as a supplement to the online
version of this article at http://www.ajph.
org.) We conducted statistical analyses
using Stata version 13 (StataCorp LP,
College Station, TX).

RESULTS
In the NEMSIS data, 1 in 39 patients

(2.57%) who suffered medical emergencies
on public streets received bystander support.
Consistent with research on bystander car-
diopulmonary resuscitation, 22.68% of pa-
tients with cardiac arrest received bystander
support.4,10 However, most (80.22%) of the
patients who received bystander support suf-
fered noncardiac symptoms, such as bleeding
or a wound from a traumatic injury, seizure,
fainting, and respiratory issues (Table B).

Figure 1 presents predicted probabilities
of bystander support, which we calculated

from weighted logistic regression models,
across patient race and incident county
characteristics (Table C, available as a sup-
plement to the online version of this article
at http://www.ajph.org). Black patients
are about 57% less likely than are White
patients to receive bystander support
(odds ratio = 0.42; 95% confidence inter-
val = 0.35, 0.50; predicted probabilities:
0.018 for Black patients; 0.042 for White
patients). Black patients are significantly less
likely than are White patients to receive
bystander support across all incident
contexts.

Within racial groups, patients in counties
with low population densities are most likely
to receive help. Variation in bystander
support across population densities is not as
wide as is that across levels of socioeconomic
disadvantage. Patients in the most disad-
vantaged counties are least likely to receive
help from a bystander.

When combined, patient race and local
socioeconomic disadvantage create substan-
tial disparities in access to bystander support.
About 1 in 30 White patients (3.22%) in

high-density counties with average socio-
economic levels receive bystander support,
compared with about 1 in 260 Black patients
(0.38%) in high-density, socioeconomically
disadvantaged counties.

DISCUSSION
We found that bystanders help patients

who are suffering a wide range of medical
emergencies, including but not limited to
cardiac arrest. However, bystander support is
rare. In the NEMSIS data, only about 1 in
39 patients (2.57%) on public streets receive
help from a bystander.

Strikingly, Black patients are less than half
as likely as are White patients to receive
bystander support. We found that this dis-
parity is not attributable to socioeconomic
differences across incident counties. How-
ever, it is possible that residential segregation
concentrates Black patients in neighborhoods
lacking services and institutions, which may
reduce bystander support.10 Disparities in
bystander support may also stem from racial
biases that shape how Black individuals are
perceived in public spaces.

Experimental research suggests that im-
plicit bias reduces prosocial behavior toward
Black individuals and underlies racial dispar-
ities in police officers’ use of force.11 Further
research should consider how residential
segregation and racial bias may contribute to
lower rates of bystander support for Black
patients, leaving them to wait longer for help.

Consistent with models of the bystander
effect, rates of bystander support are highest
among patients in low-density areas.6 How-
ever, differences across county levels of socio-
economic disadvantage are more pronounced.
Lower rates of bystander support among pa-
tients in disadvantaged counties may reflect
a lack of first aid training in poor communities,5

butmany formsof bystander support require no
training. Another possibility is that the social
organization of incident contexts shapes by-
standers’ willingness to provide help.

Sociological research suggests that
community-level socioeconomic disadvan-
tage weakens social bonds, erodes trust, and
limits informal control within communities—
all of which reduce collective efficacy and
may contribute to a local normative orien-
tation that discourages support and concern
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FIGURE 1—Probability of Receiving Bystander Support, by Patient Race and Population
Density and Socioeconomic Disadvantage Within the Incident County: National Emergency
Medical Services Information System, United States, 2011
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for others.7,8 Concentrated poverty and
crime also precipitate distrust and fear,12

which may lead people to avoid interac-
tions with strangers. Exploring how local
social processes shape behavior during crises
such as medical emergencies and disasters is
an important direction for further research.

We acknowledge several limitations of this
study. First, while the NEMSIS sample is
large, it is not nationally representative; we
could not estimate national rates of bystander
support. Second, Hispanic patients are un-
derrepresented in the data, which may reflect
state-level differences in NEMSIS participa-
tion, EMS providers’ errors in coding His-
panic ethnicity, or lower rates of EMS
activation among Hispanic patients. Finally,
the incident county is the smallest geographic
unit for which NEMSIS could provide
information.9

To our knowledge, this study is the first to
consider rates of generalized bystander sup-
port during medical emergencies. We found
that bystander support is rare and unequally
distributed, with lower rates for Black patients
and those in socioeconomically disadvan-
taged areas.We urge further research on racial
bias and community social contexts in the
provision of bystander support. Inequalities in
bystander support across millions of medical
emergencies each year in the United States
may contribute to persistent racial and so-
cioeconomic disparities in health.
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