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Introduction
Out-of-hospital sudden cardiac arrest

has been identified as a key area in which
to study the dual problem of the poorer
health status of minority populations and
their poorer access to the health care sys-
tem.' These issues not only have troubled
politicians2 but have also become of in-
creasing concem to health professionals.3

The purpose of this report is to de-
scribe the racial differences in the out-
come ofsudden cardiac arrest occurring in
the area served by the Seattle Fire De-
partment's emergency medical services
division, and to analyze these differences
in terms of service-related and demo-
graphic factors known to influence resus-
citation and survival. We are unaware of
previous studies addressing this issue.
Since 1970, the Seattle emergency medi-
cal services program has provided rapid
response to out-of-hospital medical emer-
gencies, including cardiac arrest,4,5 and
has enhanced public awareness of cardio-
pulmonary resuscitation (CPR) through its
community training program.6

Methods

From routine incident reports com-
pleted by paramedics, all cases of out-of-
hospital cardiac arrest were identified for
whom the Seattle Fire Department's as-
sistance was requested from May 30,
1984, through July 31, 1986. The Seattle
Fire Department is the sole agency re-
sponsible for delivering out-of-hospital ad-
vanced life support in Seattle, a city of
approximately 500 000 population. Vic-
tims with arrests due to trauma, drug over-
dose, or other noncardiac conditions such
as massive hemorrhage were excluded
from analysis. Only victims aged 20 years

or older were considered. The character-
istics of the Seattle emergency medical
services system have been described
previously.4-6

Data extracted from the incident re-
ports included the age, race, and gender of
the victim; the victim's initial cardiac
rhythm; treatments provided; whether the
arrest was witnessed; and whether CPR
was provided prior to the arrival of the
emergency services team. Response times
of the fire department units were obtained
from the dispatch center recordings and
verified by individual case review for a
separate study.4 For patients who were
initially resuscitated, hospital records
were reviewed to determine the patient's
status at hospital discharge. Patients who
were not able to live independently were
classified as having major neurologic dis-
ability.

Factors known to influence the out-
come of resuscitation6 were selected for
analysis in victims who were in arrest
when the emergency team arrived at the
scene of collapse and who received para-
medic treatment. Factors included the
presence of ventricular fibrillation, wit-
nessed collapse, prompt (bystander) initi-
ation of CPR, emergency team response
times (including early application of de-
fibrillation), younger age, and location of
collapse (home vs away from home).
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Differences of discrete variables
were tested by Fisher's Exact Test or x2

with Yate's correction; continuous vari-
ables were tested by the t test or the
Mann-Whitney rank sum nonparametric
statistic. Racial differences in outcome
variables stratified by age (20 to 61; 62 and
older) were tested with the Mantel-Haen-
szel x2 statistic for combining two-by-two
tables. The significance of race in the mul-
tivariate model was assessed by stepwise
logistic regression after adjusting for the
effects of covariates known to affect out-

comes. Two-tailed tests of significance are
reported.

Results

During the 26 months of this case se-

ries, fire department personnel responded
to 1332 victims (1087 Whites, 137 Blacks,
and 108 of other ethnic groups or un-

known race) of out-of-hospital cardiac ar-

rest aged 20 or older and ofpresumed car-

diac etiology. Analysis was limited to the
Whites and Blacks (n = 1224) because of

the small number and varied ethnic back-
ground of the other victims. The ratio of
Whites to Blacks in these cases with car-
diac arrest was 7.9:1, compared with
10.8:1 in the Seattle population aged 20
and over.8 The annual incidence rates for
these cases of cardiac arrest per 1000 pop-
ulation aged 20 and over were 1.6 for
White and 2.1 for Black victims. How-
ever, because the Black population was
younger, the Black incidence rate was age
adjusted to the age structure of the White
population for an adjusted rate of 3.4 per
thousand (P < .001, Whites vs Blacks).
The overall survival rates for Blacks and
Whites, respectively, were 10.2% (14/137)
and 16.7% (182/1087) (P < .07); the pro-
portions discharged without major neuro-
logic disability were 8% (11/137) and
15.2% (165/1087) (P< .04).

Treated Cardiac Atests
Ofthe 1224 patients, resuscitative ef-

forts were ceased for 129 White and 12
Black victims because of rigor mortis or
assessment by other health care profes-
sionals not to resuscitate. Thus, 1083 re-
suscitatable patients received advanced
life support from fire department para-
medics. Ofthese, 977 patients were pulse-
less and unconscious when fire depart-
ment personnel arrived on the scene and
106 developed cardiac arrest after the
emergency team arrived. The ratios of
Whites to Blacks in the latter two groups
were 7.4 and 12.3, respectively (P > .20).
Tables 1 to 6 all show data restricted to
patients who were found in cardiac arrest
when first examined.

Table 1 shows the outcomes for these
patients according to racial group and
within the two age strata. Although we
observed a significantly lower rate of ini-
tial resuscitation within the Black popula-
tion (17.1% vs 40.7%, P < .0001), the
groups fared somewhat equally once they
were admitted to the hospital after spon-
taneous circulation was restored. Overall,
the survival rate was lower in Blacks
(9.4% vs 17.1%,P < .03). The proportion
who survived without major neurologic
disability was 15.3% for Whites and 6.8%
in Blacks (P < .009).

Analysis by race of variables known
to be predictive of outcome (Table 2)
showed that Black victims were younger
than the White ones (P < .001), which,
other factors being equal, would tend to
favor the survival of the Black victims.
Neitherthe proportion withwitnessed col-
lapse nor the emergency team response
times were significantly different, al-
though witnessed arrest tended to be less
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frequent in Black victims. Black victims
were less likely to have had CPR initiated
by a bystander prior to the arrival of the
fire department personnel (18.1% vs
31.7%, P < .003). The proportion of
Black victims found in ventricular fibril-
lation tended to be lower than that ob-
served in White victims (40.2% vs 49.1%,
respectively) while asystole was the first
recorded rhythm in a correspondingly
higher proportion of Blacks (37.6% vs
28.4%). Pulseless electrical rhythm (elec-
tromechanical dissociation) was present
in approximately equal proportions of
Blacks and Whites (Table 2).

Following adjustment for known co-
variates, logistic regression analyses were
conducted to examine the role of race in
relation to initial resuscitation and sur-
vival. Covariates included age, gender, re-
sponse time of the first emergency team
unit, response time of the first defibrilla-
tor-equipped emergency team unit, re-
sponse time of the advanced life support
unit, whether the arrest was witnessed,
whether a bystander performed CPR, and
initial cardiac rhythm on emergency team
arrival (ventricular fibrillation vs all oth-
ers; asystole vs all others). For the logistic
regression analysis, the 13 cases of ven-
tricular tachycardia (all in Whites) were
combined with the ventricular fibrillation
cases. Of the 977 patients, 92.0% (109
Blacks and 790 Whites) had knownvalues
for all covariates and were used in these
multivariate analyses (Tables 3 and 4).
Race was a significant predictor of both
initial successful resuscitation and sur-
vival without major neurologic disability.
As shown in Tables 3 and 4, the odds ratio
for White vs Black race was approxi-
mately 4 for resuscitation and more than
2.5 for hospital discharge without major
neurologic disability. When the 13 pa-
tients with ventricular tachycardia were
excluded from the logistic analyses, nearly
identical odds ratios were estimated.

Treated Victim with Venticular
Fibrilation on Emergency Team
Anival

Table 5 shows outcomes by race,
stratified by age, for the 422 White and 47
Black victims who had ventricular fibril-
lation when first examined. The initial re-
suscitation rate was significantly less for
Black victims found in ventricular fibril-
lation (31.9% vs 60.4%, P < .0008). Al-
though survival to hospital discharge and
survival without neurologic morbidity
tended to be lower in Blacks than in
Whites (14.9% vs 26.3% for the latter out-
come), these differences were not consid-

ered statistically significant (P > .24 and
< .09, respectively).

Similar to the findings in the total se-
ries, the Black ventricular fibrillation pa-
tients were younger on average than the
White patients (59.2 vs 66.5 years,
P < .002), were slightly less likely to have
had a witnessed arrest, and had compara-
ble emergency team response times (Ta-
ble 6). Automated extemal defibrillators
were used by first responders in similar
proportions of the two groups of ventric-
ular fibrillation patients: 49.5% in Whites
and 44.7% for Blacks. In ventricular fibril-
lation victims, bystander-initiated CPR
was provided slightly less often to Blacks
thantoWhites(28.3%vs40.1%;P > .15),
and Black victims were more likely than

White victims to have collapsed at home
(76.6% vs 59.5%, P < .04). (The site of
collapse was known only for the ventric-
ular fibrillation victims.)

Again, logistic regression analyses
were performed to examine whether the
victims' race was independently predic-
tive of successful initial resuscitation and
survival without major neurologic disabil-
ity. The covariates in the model were lo-
cation of collapse (home vs away), patient
age, gender, race, witnessed arrest, re-
sponse time of the first arriving unit, re-
sponse time of the advanced life support
unit, and the response time of the unit
whose personnel delivered the first shock.
Three (White) patients who were not
shocked could not be included in the mul-
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tivariate analysis. All covariates were
known in 442 of the 469 patients, (46
Blacks and 396 Whites, or 94.2%). In the
first multivariate analysis, following ad-
justment for the known covariates, the
odds ratio for resuscitation and admission
to hospital was 3.2 (P < .001, 95% confi-
dence interval [CI] = 1.58, 6.44), favoring
White over Black ventricular fibrillation
victims. In a second multivariate analysis,
survival to hospital discharge without neu-
rologic morbidity had a nonsignificant
odds ratio of2.1 (P < .10, 95% CI = 0.84,

5.18), tending to favor Whites over
Blacks.

Victims Who Developed Cardiac
An-est under Surveilance of
Emergency Team Personnel

Of the 106 patients who developed
cardiac arrest after arrival of the emer-
gency services personnel, 98 were White
and only 8 were Black. Resuscitation
rates in this small group were similar but
tended to favor the Blacks (87.5% vs

61.2%, P > .20). The rates of survival

without neurologic disability were 33.7%
for Whites and 37.5% in Blacks.

Diwussion
In this case series ofpersons assessed

by emergency service personnel because
of out-of-hospital cardiac arrest, the age-
adjusted annual incidence for Blacks was
double that of Whites (3.4 vs 1.6 arrests
per 1000 population aged 20 and over).
The Black victims were younger and had
significantly poorer initial resuscitation
and survival rates. Although our observa-
tions could possiblybe attributed in part to
sampling variability related to the rela-
tively small number of Blacks, we think it
unlikely that this represents a major short-
coming of the study.

The poorer outcomes might be par-
tially explained by the fact that, on arrival
of the emergency team, a slightly lower
proportion of the Black victims (40.2% vs
49.1%) were found in ventricular fibrilla-
tion, the rhythm that carries amuch higher
probability of survival than asystole or
electromechanical dissociation. How-
ever, when considering only those victims
found in ventricular fibrillation, the initial
outcome of resuscitation was still much
poorer in Black than in White victims. In
the subset of patients with ventricular fi-
brillation, the racial difference in survival
was less impressive, but the overall rate of
survival without neurologic disability still
favored Whites, albeit only marginally so
from a statistical perspective.

Previous work has demonstrated
features of cardiac arrest in this commu-
nity that were associated with outcome,S
but the Black-White difference is not ex-
plained completely by those variables. It
is therefore likely that additional factors
are at work to reduce the probability of
successful resuscitation. The features of
treating cardiac arrest that relate to out-
come have been described in predomi-
nantly White populations, and it is pos-
sible that the relationships between these
variables and outcome, particularly any
underlying associationswith health or be-
havior, may not be the same for diverse
ethnic groups. Additionally, the illness
behavior or "symptom response" of mi-
nority populations may differ from that of
their cocitizens.9"10 Although the num-
bers were small, proportionately more
Blacks were in cardiac arrest when first
examined compared with those who de-
veloped arrest while under paramedic
surveillance. That might suggest hesi-
tancy or delay among the Blacks before
requesting aid. Unfortunately, we do not
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have adequate data from interviews to
estimate either the delays between col-
lapse and request for assistance or the
prevalence of symptoms prior to cardiac
arrest.

We found no racially based differ-
ences in emergency team response times,
in the proportion of cases who received
advanced life support, or in outcome
when paramedics witnessed the arrests.
Hence, there were no indications that ser-
vice factors might have been responsible
for the differences in outcome according
to race.

Socioeconomic differences among
populations or population subgroups are
known to be correlated with health
status,11-13 and most minority popula-
tions within the United States have a
lower socioeconomic status than their
White counterparts.'4 It may be that the
poorer background level ofhealth and the
greater prevalence of concomitant pa-
thology' within the Black victims of sud-
den cardiac arrest act to reduce the like-
lihood of successful resuscitation. There
is evidence that Blacks with recognized
coronary artery disease tend to have par-
ticularly severe disease.15 Perhaps those
who fall prey to sudden cardiac arrest
have a more extensive degree of coro-
nary artery disease or greater myocardial
dysfunction, which thereby makes resus-
citation less likely. Additionally, it is pos-
sible that a consideration of the underly-
ing cardiac disorders-for example,
noncoronary cardiomyopathies-might
shed light on the lower rate of initial re-
suscitation.

What can be done to improve this
situation? Some improvement might be

realized by increasing the uptake of CPR
instruction within the Black population.
Minority populations are less knowledge-
able with regard to CPR,6 and the present
study has shown that Blackvictims ofout-
of-hospital sudden death may be less
likely to have CPR initiated by a by-
stander.

Again, there was no evidence here
that service-related factors contributed to
the racial difference in resuscitation. We
suggest that the underlying socioeco-
nomic and health status of the minority
populations are factors likely to affect out-
come from cardiac arrest, and that further
studies to clarify and ultimately correct
this relationship are appropriate. [l
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