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Abstract

Background: The PulsePoint Respond app is a novel system that can be implemented in emergency dispatch centers to
crowdsource basic life support (BLS) for patientswith cardiac arrest and facilitate bystander cardiopulmonary resuscitation (CPR)
and automated external defibrillator use while first responders are en route.

Objective: Theaim of thisstudy wasto conduct aNorth American survey to eval uate the public perception of the above-mentioned
strategy, including acceptability and willingness to respond to alerts.

Methods: We designed a Web-based survey administered by IPSOS Reid, an established external polling vendor. Sampling
was designed to ensure broad representation using recent census statistics.

Results: A total of 2415 survey responses were analyzed (1106 from Canada and 1309 from the United States). It was found
that 98.37% (1088/1106) of Canadians and 96% (1259/1309) of Americans had no objections to PulsePoint being implemented
in their community; 84.27% (932/1106) of Canadians and 55.61% (728/1309) of Americans said they would download the app
to become a potential responder to cardiac arrest, respectively. Among Canadians, those who said they were likely to download
PulsePoint were also more likely to have ever had CPR training (OR 1.7, 95% CI 1.2-2.4; P=.002); however, this was not true
of American respondents (OR 1.0, 95% Cl 0.79-1.3; P=.88). When asked to imagine themsalves asacardiac arrest victim, 95.39%
(1055/1106) of Canadians and 92.44% (1210/1309) of Americans had no objections to receiving crowdsourced help in a public
setting; 88.79% (982/1106) of Canadians and 84.87% (1111/1309) of Americans also had no objections to receiving help in a
private setting, respectively. The most common concern identified with respect to PulsePoint implementation was a responder’s
lack of ahility, training, or access to proper equipment in a public setting.

Conclusions: The North American public finds the concept of crowdsourcing BLS for out-of-hospital cardiac arrest to be
acceptable. It demonstrates willingness to respond to PulsePoint CPR notifications and to accept help from others alerted by the
app if they themselves suffered a cardiac arrest.

(JMIR Mhealth Uhealth 2017;5(5):63) doi: 10.2196/mhealth.6926
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Introduction

Background

Each year, more than 400,000 people have out-of-hospital
cardiac arrest (OHCA) in the United States and Canada. Early
cardiopulmonary resuscitation (CPR) and defibrillation are key
links in the chain of survival for OHCA. Studies in specific
high-risk community settings, such as casinos[1], airports[2],
and aboard aircraft [3], have reported increased survival with
theimplementation of CPR and automated external defibrillator
(AED) training, along with an organized response to cardiac
arrest emergencies. Evidence from the “public access
defibrillation (PAD) trial,” which randomized 993 community
units, such as apartment complexes and community centers,
demonstrated that an organized lay-responder PAD program,
including CPR training, can double the chance of surviva for
individuals who suffer OHCA [4]. Many historical approaches
to increasing bystander resuscitation are limited by the fact that
bystanders are chosen by circumstance, and not design. Many
OHCA victims have probably died without receiving the benefit
of bystander resuscitation, while trained, capable, and willing
rescuers were nearby, but just out of sight.

Crowdsourcing Basic Life Support for OHCA

Crowdsourcing has been defined as the process of “obtaining
needed services, ideas, or content by soliciting contributions
from a large group of people, and especially from the online
community, rather than from traditional employeesor suppliers’
[5]. The PulsePoint Respond mobile device application (app)
is an example of atechnology solution applying the concept of
crowdsourcing to the problem of OHCA. The PulsePoint
Respond mobile device app uses crowdsourcing to address the
problem of OHCA.. In communities where PulsePoint has been
implemented, citizens can download PulsePoint Respond onto
their mobile device from the Apple App Store or Google Play
free of charge. Minimal contact information is collected on each
user to ensure privacy and confidentiality. A major component
of PulsePoint implementation involves a coordinated
communications and public outreach strategy, encouraging
CPR-trained individuals to download the PulsePoint Respond
app onto their mobile devices. Messaging, which specifically
targets individuals with CPR training (eg, paramedics,
emergency medical technicians, firefighters, other health care
providers, and CPR course graduates), is supported by resources
from the PulsePoint Foundation and is generally coordinated
by a communications professional within the hosting public
safety agency. By using the global positioning system, mapping
functionality of mobile devices, aong with cardiac arrest
location data provided by local 911 emergency call centers, the
PulsePoint system can send directed cardiac arrest notifications
to PulsePoint Respond usersin close proximity (default 400 m)
to the event. The notifications include the exact location of
suspected cardiac arrest emergencies and registered AEDs [6].

Study Objective
PulsePoint engages community volunteers outside of the
traditional professional emergency response as users. Although

the mgjority of PulsePoint volunteers are off-duty health care
providers [7], anyone in the community can download the app
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and become a Pul sePoint responder. When new users download
the app, they are asked to declare that they are CPR trained and
willing to respond in an emergency. Designed as a true
crowdsourcing solution to remove barriers to registration and
encourage large numbers of “good samaritans’ to participate,
this self-declaration isnot vetted. Thisdesignisconsistent with
the general understanding that any attempt as resuscitation
during cardiac arrest, whatever the quality, is better than no
attempt at al. The traditional response to 911 calls for
emergency medical conditions has been limited to professional
emergency personnel with validated CPR training. PulsePoint
represents a departure from the status quo and has raised
concerns about privacy and public safety among public safety
agencies approached to consider implementation.

These are potential barriersto implementation of crowdsourcing
solutionsfor OHCA. Itisnot clear whether the public perception
of crowdsourcing for emergency response to cardiac arrest,
specifically around privacy and safety issues, is consistent with
the privacy and liability concerns that may be harbored by
decision makers in public safety agencies. This valuable
information could guide future research and implementation
efforts. Accordingly, our study objective was to evaluate the
public perceptions of the PulsePoint mobile app in the North
American setting. More specifically, the aim of this research
was to determine the level of public acceptance of
crowdsourcing basic life support (BLS) for cardiac arrest and
identify specific concerns with this strategy.

Methods

A Web-based public opinion survey was conducted within
Canada and the United States in collaboration with an
established polling vendor, IPSOS Reid. This study was
approved by the Queen’s University Health Sciences Research
Ethics Board.

Setting

This study used the IPSOS eNation Canadian and US Online
Omnibus survey platforms [8]. Data were collected through
stratified random sampling of the more than 800,000-member
Web-based panel and the Ampario sample source. The IPSOS
Web-based panel is recruited and maintained using double and
triple opt-in screening processes to ensure maximum return
from an engaged and representative audience. The panel is
updated regularly and non-responders are removed.

Study Sample

The study sample was designed to be nationally representative
of the adult Canadian and American populations. Data were
weighted on gender, age, region, and income, based on census
information, to ensure that the sample's composition reflected
that of the reference population. The Canadian sampling process
included an additional sampling of French-speaking respondents
in Canadato provide a base for analysis within that group. The
US sampling process included an additional sample of
Spanish-speaking respondents to provide a base for analysis
within that group. The margin of error associated with this
technique on a sample size of 1000 adults is <+3.1% relative
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to the result that would be attained after polling the entire
population, 19 times out of 20 [9].

Study Questionnaire

We presented the respondents with a short concept description
of cardiac arrest and the PulsePoint app, followed by six
closed-ended and four open-ended questions (Multimedia
Appendix 1). Survey questions were developed by the research
team and expertsfrom | PSOS-Reid and pil ot tested with agroup
of six lay public members affiliated with our research program.
Our primary outcome was comfort level with theideaof having
aPulsePoint-notified responder attend the respondent, imagining
the scenario that they had suffered a sudden cardiac arrest. We
specifically asked them about their comfort level when
considering the situation of cardiac arrest in a public location
versus a private (residential) location.

Data Analysis

Survey responses from the United States and Canada were
treated independently because the samples were individually
weighted according to US or Canadian census data. Analysis
of the survey responses was carried out using descriptive
statistics and comparison of groups based on responses to
primary questions using chi-sguared testing. We considered a
P value of less than .05 to be statistically significant. We also
conducted weighted-logistic regression analysis to assess the
relationship between demographic factors (ie, the predictor
variables) and two outcome variables (STATA version 13,
STATA Corp). The weights used in our regression analysis
were the same weights used to design the study sample, as
described earlier. The outcome variables were the respondent’s
comfort level to crowdsourced BLS for an OHCA in a public
location or a private location (see Questions 4 and 6 in
Multimedia Appendix 1). Responses to the outcome variables,
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which were reported on a Likert scale, were dichotomized with
specified cut-points set a priori. This was done to simplify the
interpretation of the weighted-logistic regression analysis.
Individuals who responded to the comfort-level questionswith
“very comfortable,” “somewhat comfortable” or “neither
comfortable nor uncomfortable” were coded as having “no
objections” Individuals who responded with *somewhat
uncomfortable” and “very uncomfortable” were coded asfeeling
“uncomfortable” (Figure 1).

A planned sensitivity analysis was conducted by using a
different cut-point in the dichotomization of the outcome
variables. Individuals who responded to the comfort-level
guestionswith “very comfortable” and “ somewhat comfortable’
were coded as feeling “comfortable,” while individuals who
responded with “neither comfortable nor uncomfortable,”
“somewhat uncomfortable,” and “very uncomfortable” were
coded as feeling “less than comfortable” (Figure 1). The
sensitivity analysis was conducted to test the stability of our
primary regression models. We wanted to make sure that
dichotomizing at a given cut-point, versus another cut-point,
would not significantly influence the interpretation of our
analysis. We built separate univariable and multivariable
weighted logistic regression model s for each outcome (comfort
in private settings, comfort in public settings) in each national
cohort (United States and Canada). Multivariable regression
models included the following predictor variables: sex,
education, household income, employment status, whether or
not the respondent had children, age group, spoken language
(Canadian data only), marital status (US data only), and race
(USdataonly). Wedid not apply the finite population correction
because our sample size was significantly smaller than the
inference population. Open-ended, text-based responses
regarding concernswere coded and summarized using standard
content analysis[10].
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Figure 1. Dichotomization of comfort level measures as reported by survey respondents for logistic regression analysis and sensitivity analysis.

Results

Data were collected between May 29 and June 3, 2015. A total
sample of 2415 total surveyswas collected: 1106 from Canada
and 1309 from the United States. We did not calculate the
response rate asthe nature of the panel survey approach renders
this statistic inapplicable. The demographic characteristics of
the respondents are outlined in Table 1. A summary of the
survey responses is presented in Table 2. At some point, 70%
(769/1106) of Canadians and 63% (828/1309) of Americans
had been trained in CPR. However, about one-third obtained
their certification more than five years ago (United States:
441/1309, 34%; Canada: 356/1106, 32%). Among Canadians,
those who said that they were likely to download PulsePoint
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were also more likely to have ever had CPR training (OR 1.7,
95% CI 1.2-2.4; P=.002). This suggested that knowledge of
CPR might influence the likelihood of registering asa PulsePoint
user. However, this relationship did not hold true among
Americans (OR 1.0, 95% CI 0.79-1.3; P=.88).

Most Canadians (1088/1106, 98%) and Americans (1259/13009,
96%) had no objections to PulsePoint implementation in their
community. Furthermore, most had no objections to receiving
CPR if they were victim of cardiac arrest in a public location
(Canada: 1055/1106, 95%; United States: 1210/1309, 92%) or
private location (Canada: 982/1106, 89%; United States:
1111/1309, 85%).
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Among Americansand Canadians, after adjusting for covariates,
multivariable regression analysesfound that demographic factors
were not associated with comfort-level measures in the public
setting scenario (Multimedia Appendices 2 and 3). Sensitivity
analysis, with different cut-off points for the dichotomous
outcome variables used in each model, revealed similar results.
The multivariable regression analysis assessing comfort level
to crowdsourced BL Sin a private setting found that, compared
with females, males had higher odds of having no objections
to crowdsourced BLS (United States: OR 1.7, 95% Cl 1.2-2.4;
P=.004; Canada: OR 2.3, 95% CI 1.3-3.9) (Multimedia
Appendices 2 and 3). Among Americans, compared with single
individuals, married or co-habitating individuals had 1.7 times
(95% CI 1.1-2.8; P.03) the odds of having no abjections to
crowdsourced BLS in a private setting scenario (Multimedia
Appendix 2). Among Canadians, in comparison to individuals
with household income <$50,000, those with income between
$50,000 and $99,999 had half the odds of having no objections
to crowdsourced BLS in a private setting scenario (OR 0.51,
95% CI 0.28-0.92, P=.02; Multimedia Appendix 3). However,
thisfinding was not robust to the outcome cut-off selection; the
odds ratio for this covariate was not statistically significant in
the sengitivity analysis.

When asked, less than 60% (1421/2415) of the respondents
identified any concerns with the PulsePoint mobile device app
asdescribed. Theresults are summarized in Figure 2. The most
common concerns raised by the respondents were lack of
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training among Pul sePoint responders and trust issues (Canada:
174/1106, 16%; United States: 241/1309, 18%). Thiswaslargely
driven by concerns that PulsePoint responders might not have
sufficient ability or training to provide effective assistance
(Canada: 140/1106, 13%; United States: 190/1309, 15%). Some
expressed security concerns, including legal liabilities, especialy
among Americans, and being stuck in a risky or dangerous
situation. When asked to consider cardiac arrest in a public
setting, concerns around lack of training and ability were the
most significant here as well (Canada: 235/1106, 21%; United
States: 350/1309, 27%). Security (Canada: 111/1106, 10%;
United States: 215/1309, 16%) and privacy (Canada: 28/1106,
2%; United States: 9/1309, 1%) issues were less significant
concerns. When asked to consider cardiac arrest in aprivate (ie,
residential) setting, lack of training and ability remained the
most significant concern (Canada: 165/1106, 15%; United
States: 244/1309, 19%). Security (Canada: 131/1106, 12%;
United States: 173/1309, 13%) and privacy issues (Canada:
129/1106, 12%; United States: 159/1309, 12%) were also
generally more significant concernsin this setting.

Among Canadians and Americans, 90% (995/1106) and 89%
(1158/1309) felt that it was important that responders have
up-to-date CPR certification, respectively. This is even more
pronounced among those who say they would download the
app (Canada: OR 5.2, 95% CI 3.0-9.1; P<.001; United States:
OR 4.3, 95% CI 2.8-6.6; P<.001).
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Table 1. Respondent demographics.

Demographics Canada (N=1106), United States P value
n (%) (N=1309),
n (%)

Gender
Mae 540 (49) 579 (44) .05
Female 566 (51) 730 (56)

Age(in years)
18-34 315 (28) 381 (29) .94
35-54 416 (38) 484 (37)
55+ 375 (34) 443 (34)

Primary language
English 838 (76) 1153 (88) -
Spanish® K 156 (12)
French 268 (24) -

Education
L ess than high school 71 (6) 49 (4) <.001
High school diploma 210 (19) 277 (21)
Post-secondary 466 (42) 475 (36)
University degree 359 (32) 509 (39)

Household income
< $50,000 304 (27) 438 (33) <.001
$50,000-99,000 335 (30) 602 (46)
$100,000-149,000 252 (23) 179 (14)
$150,000 + 72(7) 90 (7)

Marital status®
Single - 314 (24) -
Married or cohabitating - 799 (61)
Widowed - 61 (5)
Divorced or separated - 135 (10)

Children
Yes 315 (28) 347 (26) 34
No 791 (72) 962 (74)

Completed CPR training

Ever 769 (70) 828 (63) .003
Within the last year 128 (12) 154 (12) <.001
In the past 5 years 286 (26) 233(18)

> 5 years ago 356 (32) 441 (34)

3Data on the proportion of Spanish-speaking Canadians were not available for Canadian respondents.
bData on marital status were not available for Canadian respondents.
CHyphens indicate that the data were not collected.
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Table 2. Survey responses by question.

Question Canada, United States, P value
n (%) n (%)

To what extent do you agree or disagree that the PulsePoint Respond app is something that you would want to be made available
in your community?

N=1106 N=1309
Agree or strongly agree 903 (82) 1005 (77) .002
Neither agree nor disagree 186 (17) 254 (19)
Disagree or strongly disagree 18 (1) 50 (4)

If the PulsePoint app was availablein your community, how likely are you to download the app onto your mobile device?

N=932 N=1189
Likely or very likely 583 (62) 728 (61) .26
Neither likely nor unlikely 183 (20) 214 (18)
Unlikely or very unlikely 166 (18) 247 (21)

If you suffered a cardiac arrest in a public setting (eg, walking down the street, in a park, at the mall, at work), how comfortable
would you be with nearby PulsePoint users being notified of your exact location and coming to help you until professional crews

arrived?
N=1106 N=1309
Comfortable or very comfortable 882 (80) 1002 (77) .02
Neither comfortable nor uncomfortable 174 (16) 207 (16)
Uncomfortable or very uncomfortable 51 (5) 99 (8)

If you suffered a cardiac arrest in a private setting (eg, your home or the home of a friend or relative), how comfortable would you
be with nearby PulsePoint users being notified of your exact location and coming to help you until professional crews arrived?

N=1106 N=1309
Comfortable or very comfortable 796 (72) 892 (68) .04
Neither comfortable nor uncomfortable 187 (17) 219 (17)
Uncomfortable or very uncomfortable 124 (11) 198 (15)

How important isit to you that all PulsePoint users, who could potentially be notified of cardiac arrest locations, have a valid and
up-to-date CPR certification?

N=1106 N=1309
Important or very important 995 (90) 1158 (89) 54
Neither important nor unimportant 93 (8) 124 (9)
Unimportant or very unimportant 18(2) 27 (2)
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Figure 2. Concerns about the implementation of the Pulsepoint™ application by category.
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Figure Legend:

App user ability/training/history: training, skills, confidence, stress managing difficult situation, trust, defer to trained

health professionals, etc.

App user availability/timing: too inconvenient, awkward, reaching patientin time, guilt for not helping, proximity,

finding person, too many helpers, etc.
Safety, security: legal liabilities, risky or dangerous situations

Technology concerns: effectiveness, accessibility, distrustin app, don't have smartphone
Victim concerns: injuring, hurting or losing the patient, stranger, patient family refuse help

Privacy concern: tracking and privacy
Misuse: use by criminals, scammers, fakers, and overuse

Others concerns: notifications, lack of awareness, and accuracy of information onapp.

Discussion

Principal Findings

In a representative sample of the North American public, we
found that most are in favor of crowdsourcing BLS for cardiac
arrest in their community with the PulsePoint system. In
addition, wefound that most have no objectionswith the concept
of receiving help from anonymous Pul sePoint usersin the setting
of apubliclocation cardiac arrest emergency, occurring outside
of the hospital. When prompted, aminority of respondentsraised
concerns regarding issues around training and capability of
PulsePoint responders, safety, and privacy. Theseresults provide
important insight for future implementation of such systems.

Crowdsourcing isincreasingly being used to address challenges
in health care research and delivery. Professiona researchers
crowdsource cohortsfrom health socia networksfor conducting
traditional studies regularly so they can quickly and efficiently
get opinions and test potentia interventions [11-14]. For
example, a hew Web-based program, CrowdMed, aims to
leverage the “wisdom of the crowd” by giving patients an
opportunity to submit their cases of undiagnosed illnesses and
interact with case solversto obtain diagnostic possibilities[14].
Scientists from the University of Southampton and The
University of Pennsylvania Perelman School of Medicine ran
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a “My Heart Map Challenge’ to create a map of automatic
external defibrillators (AEDS) inthe city of Pittsburgh. The map
was populated by members of the general public identifying
and submitting photos and information about public AEDs[15].

Traditionally, 911 callsresult in aresponse from vetted on-duty
professional responders. PulsePoint and other similar systems
represent a paradigm shift in the way in which we deploy help
for 911 callers reporting a possible cardiac arrest and provide
the ability to connect responders and victimsin atimelier way
to address the issue of low bystander response rates. Recently,
Ringh et al found that rates of bystander-initiated CPR could
be significantly increased with the use of asimilar mobile phone
positioning system. That system also located mobile phone users
and dispatched lay volunteers who were trained in CPR to a
patient nearby with OHCA [16]. Zijlstraet al and Pijlset a had
similar findings in their studies of SMS text message (short
message service, SMS) aert systems in Sweden and the
Netherlands, respectively [17,18]. However, there are challenges
with such systems, including low response rates,
misidentification of cardiac arrest victims, and technical
difficulties, such as excessive activation radii, and insufficient
user density inthe community [18]. Assuch, these systemshave
not received much scientific attention. During recent attempts
to implement the PulsePoint system in several Canadian
jurisdictions because of concerns over protecting privacy and
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uncertainty about public opinion or potential backlash [7]. Our
work demonstrates that public opinion strongly supports the
implementation of Pul sePoint-type appsand that many members
of the public are willing to become responders, if given the
opportunity.

Technologies are not separate from the society in which they
are embedded, but are rather integral to the advancement of the
social environment [19]. Society’s increasing dependence on
technologies, however, comeswith anincreased need to closely
examine “ society-technology” interactions. While on the one
hand, a new technology may bring about radical changes in
society, on the other hand, the fate of that technology restswith
the society inwhichit isbeing applied. Much research has been
conducted on risk and benefit perceptions and public attitudes,
asthese are believed to be the major factors influencing public
acceptance of technologies [20-24]. In areview by Guptaet al
on the sociopsychological determinants of public acceptance
of technologies, perceived risk, perceived benefit, trust and
culpability, knowledge, individual differences, and attitude are
traditionally the most often reported or cited determinants[19].
This maps closely with the domains we included in our study.
The most common concern identified with respect to Pul sePoint
implementation was a potential crowdsourced responders’ lack
of ability, training, knowledge, or having proper equipment in
a public setting. In the case of PulsePoint, our results would
indicate that the general public feels that the perceived benefit
outweighs any perceived risk. Further, while issues of trust and
privacy exist, in general, people would find it more than
acceptable to use and to receive help from other users.

Findingsfrom thiswork have several implicationsfor the design
of new crowdsourcing apps for cardiac arrest response or
improvement of existing apps of this nature. For example, to
address the concerns raised by respondents regarding the
knowledge of responders, designers may consider including a
training requirement to download the application. This could
be as informal as agreeing to watch a short 5-minute video
before download or asformal as uploading proof of professional
CPR training. Each may have an impact on the public's
willingnessto download and would need to be monitored. Apps
may aso need to consider collecting further registration
information from responders in order to ensure the safety of
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victims aswell asto gather information on bystander response,
something that is currently very difficult to collect.

Limitations

As with any survey-based study, our research has limitations.
Our survey was conducted using a Web-based survey platform,
which may create a bias toward individuals with computer
literacy and accessto the Internet. Due to the nature of the panel
survey approach, we were unable to calculate the traditional
response rate. Opinions may differ between responders and
nonresponders to the survey, so our results may have been
subject to selection bias. Finaly, our weighted-logistic
regression analysis was limited by a small sample size (within
variables). This may limit the precision and power of our
measures of association. Thus, although an association may not
have been found in these analyses, arelationship between certain
demographic characteristic and comfort level to crowdsourced
BLSinapublicor private setting may still exist dueto type-two
error.

Conclusions

A key conclusion of the American Heart Association statement
on the use of mobile devices, social media, and crowdsourcing
as digital strategies to improve emergency cardiovascular care
is that there is a clear need for rigorous research to build the
scientific evidence base for their effectiveness and safety [25].
Our findings provide thefirst empirical scientific evidence that
the North American public supports the implementation of the
PulsePoint mobile device application to crowdsource BLS for
OHCA. The large majority of people are comfortable with the
concept of receiving BLS from nearby PulsePoint users when
given the hypothetical situations of suffering acardiac arrest in
a public or private location. Concerns around PulsePoint
responders’ abilities, level of training, and personal safety should
be considered when planning implementation in communities
as well as when designing future versions of the PulsePoint
system. The results of our analysis should be very useful for
decision-makers considering implementation of this strategy.
Our findings can aso guide developers of crowdsourcing
solutions in addressing concerns related to trust and responder
training in order to optimize community uptake.

This research was funded through a grant from the Laerdal Foundation for Acute Medicine.

Conflictsof Interest
None declared.

Multimedia Appendix 1
Survey questionnaire.

[PDE File (Adobe PDF File), 172K B-Multimedia Appendix 1]

Multimedia Appendix 2
Weighted regression analysis for the USA population.

[PDE File (Adobe PDF File), 34KB-Multimedia Appendix 2]

http://mhealth.jmir.org/2017/5/e63/

JMIR Mhealth Uhealth 2017 | vol. 5| iss. 5| €63 | p. 9
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=mhealth_v5i5e63_app1.pdf&filename=2fd1bcad11d083f13ce436c2bed8892c.pdf
https://jmir.org/api/download?alt_name=mhealth_v5i5e63_app1.pdf&filename=2fd1bcad11d083f13ce436c2bed8892c.pdf
https://jmir.org/api/download?alt_name=mhealth_v5i5e63_app2.pdf&filename=848f9dac4966f6beafffe9aa5b089d1a.pdf
https://jmir.org/api/download?alt_name=mhealth_v5i5e63_app2.pdf&filename=848f9dac4966f6beafffe9aa5b089d1a.pdf
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MHEALTH AND UHEALTH Dainty et a

Multimedia Appendix 3
Weighted regression analysis for the Canadian population.

[PDE File (Adobe PDF File), 36K B-Multimedia Appendix 3]

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

ValenzuelaTD, RoeDJ, Nichol G, Clark LL, Spaite DW, Hardman RG. Outcomes of rapid defibrillation by security officers
after cardiac arrest in casinos. N Engl JMed 2000 Oct 26;343(17):1206-1209. [doi: 10.1056/NEJM200010263431701]
[Medline: 11071670]

Caffrey SL, Willoughby PJ, Pepe PE, Becker LB. Public use of automated external defibrillators. N Engl JMed 2002 Oct
17;347(16):1242-1247. [doi: 10.1056/NEJM0a020932] [Medline: 12393821]

Page RL, Joglar JA, Kowal RC, Zagrodzky JD, Nelson LL, Ramaswamy K, et a. Use of automated external defibrillators
by aU.S. airline. N Engl JMed 2000 Oct 26;343(17):1210-1216. [doi: 10.1056/NEJM200010263431702] [Medline:
11071671]

Hallstrom AR, Ornato JP, Weisfeldt M, Travers A, Christenson J, McBurnie MA, Public Access Defibrillation Trial
Investigators. Public-access defibrillation and survival after out-of-hospital cardiac arrest. N Engl JMed 2004 Aug
12;351(7):637-646. [doi: 10.1056/NEJM 0a040566] [Medline: 15306665]

Merriam-Webster. Definition of crowdsourcing URL : https.//www.merriam-webster.com/dictionary/crowdsourcing [accessed
2017-04-10] [WebCite Cache ID 6pcjMusEl]

Pulsepoint. URL: http://www.pulsepoint.org [accessed 2017-01-11] [WebCite Cache ID 6nRMLgsxT]

Brooks SC, Simmons G, Worthington H, Bobrow BJ, Morrison LJ. The PulsePoint Respond mobile device application to
crowdsource basic life support for patients with out-of-hospital cardiac arrest: Challenges for optimal implementation.
Resuscitation 2016 Jan;98:20-26. [doi: 10.1016/j.resuscitation.2015.09.392] [Medline: 26475397]

IPOSOS. IPSOS Canadian Omnibus Services URL: http://www.ipsos.ca/en/products-tool s/public-affairs/

omni bus-surveys-product/canadian-omnibus-services.aspx [accessed 2017-01-11] [WebCite Cache ID 6nRMEhDGt]
ipsosglobaladvisor. IPSOS Globa Advisor URL: http://www.ipsosgl obal advisor.com/methodol ogy.aspx [accessed
2017-01-11] [WebCite Cache ID 6nRM 7AfTF]

Elo S, Kyngéds H. The qualitative content analysis process. J Adv Nurs 2008 Apr;62(1):107-115. [doi:
10.1111/j.1365-2648.2007.04569.x] [Medline: 18352969]

Gottlieb A, Hoehndorf R, Dumontier M, Altman RB. Ranking adverse drug reactions with crowdsourcing. J Med Internet
Res 2015;17(3):e80 [FREE Full text] [doi: 10.2196/jmir.3962] [Medline: 25800813]

Kristan J, Suffoletto B. Using online crowdsourcing to understand young adult attitudes toward expert-authored messages
aimed at reducing hazardous al cohol consumption and to collect peer-authored messages. Transl Behav Med 2015
Mar;5(1):45-52 [FREE Full text] [doi: 10.1007/s13142-014-0298-4] [Medline: 25729452]

Chang T, VermaBA, Shull T, Moniz MH, Kohatsu L, Plegue MA, et a. Crowdsourcing and the accuracy of online
information regarding weight gain in pregnancy: a descriptive study. J Med Internet Res 2016 Apr 07;18(4):e81 [FREE
Full text] [doi: 10.2196/jmir.5138] [Medline: 27056465]

Meyer AN, Longhurst CA, Singh H. Crowdsourcing diagnosis for patients with undiagnosed illnesses: an evaluation of
CrowdMed. JMed Internet Res 2016;18(1):e12 [FREE Full text] [doi: 10.2196/jmir.4887] [Medline: 26769236]
Merchant RM, Asch DA, Hershey JC, GriffisHM, Hill S, Saynisch O, et a. A crowdsourcing innovation challenge to
locate and map automated external defibrillators. Circ Cardiovasc Qual Outcomes 2013 Mar 01;6(2):229-236 [FREE Full
text] [doi: 10.1161/CIRCOUTCOMES.113.000140] [Medline: 23481522]

Ringh M, Rosenqvist M, Hollenberg J, Jonsson M, Fredman D, Nordberg P, et al. Mobile-phone dispatch of laypersons
for CPR in out-of-hospital cardiac arrest. N Engl JMed 2015 Jun 11;372(24):2316-2325. [doi: 10.1056/NEJM 0a1406038]
[Medline: 26061836]

ZijlstraJ, Beesems S, De Haan RJ, Koster R. Psychological impact on dispatched local lay rescuers performing bystander
cardiopulmonary resuscitation. Resuscitation 2015 Jul;92:115-121. [doi: 10.1016/j.resuscitation.2015.04.028] [Medline:
25957944]

Pijls RW, Nelemans P, Rahel B, Gorgels AP. A text message aert system for trained volunteers improves out-of-hospital
cardiac arrest survival. Resuscitation 2016 Aug;105:182-187 [FREE Full text] [doi: 10.1016/].resuscitation.2016.06.006]
[Medline: 27327230]

Mendelson J, Berg M. Getting theright bystander to the right place at the right time. Resuscitation 2016 Oct;107:A11-A12.
[doi: 10.1016/j.resuscitation.2016.07.002] [Medline: 27496258]

Fischer ARH, De Vries PW. Everyday behaviour and everyday risk: An exploration how people respond to frequently
encountered risks. Health Risk Soc 2008;10:397.

Otway HJ, Von Winterfeldt D. Beyond acceptable risk: on the socia acceptability of technologies. Policy Sci
1982;14(3):247-256. [doi: 10.1007/BF00136399]

Siegrist M, Keller C, Kastenholz H, Frey S, Wiek A. Laypeople's and experts' perception of nanotechnology hazards. Risk
Anal 2007 Feb;27(1):59-69. [doi: 10.1111/j.1539-6924.2006.00859.x] [Medline: 17362400]

http://mhealth.jmir.org/2017/5/e63/ JMIR Mhealth Uhealth 2017 | vol. 5 | iss. 5| €63 | p. 10

RenderX

(page number not for citation purposes)


https://jmir.org/api/download?alt_name=mhealth_v5i5e63_app3.pdf&filename=ebfdfea2be3d037bb03bdabe0bf9c577.pdf
https://jmir.org/api/download?alt_name=mhealth_v5i5e63_app3.pdf&filename=ebfdfea2be3d037bb03bdabe0bf9c577.pdf
http://dx.doi.org/10.1056/NEJM200010263431701
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11071670&dopt=Abstract
http://dx.doi.org/10.1056/NEJMoa020932
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12393821&dopt=Abstract
http://dx.doi.org/10.1056/NEJM200010263431702
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11071671&dopt=Abstract
http://dx.doi.org/10.1056/NEJMoa040566
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15306665&dopt=Abstract
https://www.merriam-webster.com/dictionary/crowdsourcing
http://www.webcitation.org/

                                            6pcjMusEl
http://www.pulsepoint.org
http://www.webcitation.org/

                                            6nRMLgsxT
http://dx.doi.org/10.1016/j.resuscitation.2015.09.392
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26475397&dopt=Abstract
http://www.ipsos.ca/en/products-tools/public-affairs/omnibus-surveys-product/canadian-omnibus-services.aspx
http://www.ipsos.ca/en/products-tools/public-affairs/omnibus-surveys-product/canadian-omnibus-services.aspx
http://www.webcitation.org/

                                            6nRMEhDGt
http://www.ipsosglobaladvisor.com/methodology.aspx
http://www.webcitation.org/

                                            6nRM7AfTF
http://dx.doi.org/10.1111/j.1365-2648.2007.04569.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18352969&dopt=Abstract
http://www.jmir.org/2015/3/e80/
http://dx.doi.org/10.2196/jmir.3962
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25800813&dopt=Abstract
http://europepmc.org/abstract/MED/25729452
http://dx.doi.org/10.1007/s13142-014-0298-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25729452&dopt=Abstract
http://www.jmir.org/2016/4/e81/
http://www.jmir.org/2016/4/e81/
http://dx.doi.org/10.2196/jmir.5138
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27056465&dopt=Abstract
http://www.jmir.org/2016/1/e12/
http://dx.doi.org/10.2196/jmir.4887
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26769236&dopt=Abstract
http://circoutcomes.ahajournals.org/cgi/pmidlookup?view=long&pmid=23481522
http://circoutcomes.ahajournals.org/cgi/pmidlookup?view=long&pmid=23481522
http://dx.doi.org/10.1161/CIRCOUTCOMES.113.000140
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23481522&dopt=Abstract
http://dx.doi.org/10.1056/NEJMoa1406038
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26061836&dopt=Abstract
http://dx.doi.org/10.1016/j.resuscitation.2015.04.028
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25957944&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0300-9572(16)30101-0
http://dx.doi.org/10.1016/j.resuscitation.2016.06.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27327230&dopt=Abstract
http://dx.doi.org/10.1016/j.resuscitation.2016.07.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27496258&dopt=Abstract
http://dx.doi.org/10.1007/BF00136399
http://dx.doi.org/10.1111/j.1539-6924.2006.00859.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17362400&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MHEALTH AND UHEALTH Dainty et a

23.

24,

25.

26.

Sjoberg L. Attitudes toward technology and risk: going beyond what isimmediately given. Policy Sci 2002;35(4):379-400.
[doi: 10.1023/A:1021354900928]

Sjoberg L, Fromm J. Information technology risks as seen by the public. Risk Anal 2001 Jun;21(3):427-441. [Medline:
11572424]

GuptaN, Fischer ARH, Frewer LJ. Socio-psychological determinants of public acceptance of technologies: areview. Public
Underst Sci 2012;21(7):782-795. [doi: 10.1177/0963662510392485]

Rumsfeld JS, Brooks SC, Aufderheide TP, Leary M, Bradley SM, Nkonde-Price C, American Heart Association Emergency
Cardiovascular Care Committee; Council on Cardiopulmonary, Critical Care, Perioperative and Resuscitation; Council on
Quality of Care and Outcomes Research; Council on Cardiovascular and Stroke Nursing; Council on Epidemiology and
Prevention. Use of mobiledevices, social media, and crowdsourcing asdigital strategiesto improve emergency cardiovascular
care: ascientific statement from the American Heart Association. Circulation 2016 Aug 23;134(8):e87-e108. [doi:
10.1161/CIR.0000000000000428] [Medline: 27334603]

Abbreviations

AED: automated external defibrillator
AEDs. automatic external defibrillators
BLS: basic life support
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