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Abstract 41 

Aim:  Each minute is crucial in the treatment of out-of-hospital cardiac arrest (CA).  42 
Immediate chest compressions and early defibrillation are keys to good outcomes.  We 43 
hypothesized that a coordinated effort of alerting trained local neighborhood volunteers 44 
(vols) simultaneously with 911 activation of professional EMS providers would result in 45 
substantial decreases in call-to-arrival times, leading to earlier CPR and defibrillation.   46 

Methods: We developed a program of simultaneously alerting CPR- and AED-trained 47 
neighborhood vols and the local EMS system for CA events in a retirement residential 48 
neighborhood in Southern Arizona, encompassing approximately 440 homes.   The 49 
closest EMS station is 3.3 miles from this neighborhood.  Within this neighborhood, 15 50 
vols and the closest EMS station were involved in multiple days of mock CA 51 
notifications and responses.    52 

Results:  The two groups differed significantly in distance to the mock CA event and in 53 
response times.  The volunteers averaged 0.3±0.2 miles from the mock CA incidences while 54 
the closest EMS station averaged 3.4±0.1 miles away (p<0.0001).  Response times (time 55 
from call to arrival) also differed. Two volunteers, one bringing an AED, averaged 1 min 38 56 
sec ± 53 sec in Phase 1, while it took the EMS service an average of 7 min 20 sec ± 1 min 57 
13 sec to arrive on scene; p<0.0001.   58 
     59 
Conclusion:  Local neighborhood volunteers were geographically closer and arrived 60 

significantly sooner at the mock CA scene than did the EMS service.  The approximate 61 

time savings from call to arrival with the volunteers was 4-6 minutes. [243 words] 62 

 63 

Key Words:  out-of-hospital cardiac arrest, neighborhood volunteer response network, 64 

EMS services, Chain-of-Survival, crowdsourcing, and digital-mobile device technology 65 
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Introduction 68 
 69 

The key to improving survival from out-of-hospital cardiac arrest (CA) is the 70 
“Chain of Survival”.1   Experience over the last two decades has shown that, though all 71 
links can influence survival, the first three, i.e. early recognition of the problem, early 72 
CPR, and early defibrillation for those with shockable rhythms, are the most potent 73 
targets for improving long-term, neurologically favorable outcomes.2   There are 74 
numerous reports showing that early CPR can increase survival from out-of-hospital 75 
CA.3-11  Bystander CPR, when begun immediately upon the victim’s collapse, can raise 76 
the CA survival rate 2- to 3-fold.7-11  The power of bystander CPR to increase survival is 77 
well recognized but rates of bystander assistance ,unfortunately, remain low, with the 78 
national average about 40%.12    79 

 80 
Historically, efforts to increase bystander involvement in the early treatment of 81 

CA victims have included major campaigns to educate the lay public about this national 82 
public health crisis, and to train them to provide basic life-supporting skills until the 83 
arrival of professional EMS providers.  In a few communities this approach has been 84 
quite successful,12 but less so in most others.  Cardiac arrests occurring in public places 85 
have better outcomes than those occurring in homes or residences.8,13   Contemporary 86 
studies have found higher rates of initially shockable rhythms among CA occurring in 87 
public places than in non-public areas, with better survival after CA in public areas than 88 
in the privacy of one’s own home.14  Our historical efforts at public programs to enhance 89 
bystander CPR participation have only been partially effective because they have not 90 
penetrated the residential communities as much as the workplace or other general 91 
public venues.  Unfortunately, the most common location for CA is in the non-public 92 
arena, typically at home.  More than 70% of out-of-hospital CA occurs in private 93 
residences.13,14  Finding a solution to help this majority receive timely bystander CPR is 94 
critical and requires new, innovative approaches.15-24  95 

 96 
A promising approach is local, neighborhood-based volunteer networks for 97 

responding to mobile-phone alerts of CA within their own communities.  This concept 98 
was first suggested in 2001 as a “neighborhood health watch program:  Save A Victim 99 
Everywhere (SAVE)”,25 but to date has not been extensively tested26. We hypothesized 100 
that local neighborhood volunteer networks responding to cardiac arrest emergencies in 101 
their own residential communities would provide earlier CPR and more bystander AED 102 
use than communities dependent solely on professional EMS providers.  Such earlier 103 
treatment of cardiac arrest should result in increased survival rates.  Here we detail 104 
results of a pilot study of local neighborhood-based volunteer networks for responding 105 
to mobile-phone alerts of simulated community CA events.   106 
 107 
Methods 108 

Study Design 109 
 This study was a prospective, observation comparison of a local neighborhood 110 
volunteer network versus professional EMS providers’ response times from call to 111 
arrival for mock out-of-hospital CA events. The primary endpoint was time from call to 112 
arrival at residential address of the mock CA.  University of Arizona Institutional Review 113 
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Board approval was obtained for this study.  All volunteer data were de-identified and 114 
reported only as a group, not per individual. 115 
 116 
Study Setting 117 
 The study was performed in a well-defined, age 55 and older, active adult 118 
community located in Green Valley, Arizona. The Springs at Santa Rita (“The Springs”) 119 
consists of 442 homes developed between 1996 and 2003.  Green Valley has five fire 120 
stations, all of which respond to 911 calls for emergency services.  The closest station 121 
to The Springs residential development is approximately 3.3 miles away.  The study 122 
was performed in two phases, the first during May 2018 and the second in August 2018.  123 
Phase 1, evaluated whether volunteers could arrive faster than the professionals. We 124 
decided to run additional trials over a two week period of time, during the summer, and 125 
at different hours of the day (8 am to 7 pm).  This Phase 2 was done to ensure that our 126 
results were also valid over different seasons of the year, different days within the week 127 
(including weekends), and different hours of the day. In Phase 2, we also reduced the 128 
number of available AED locations from six to one based on response times in Phase 1, 129 
which had shown that reducing the location of the AED to one from six had no impact 130 
on elapsed time of neighborhood volunteers’ arrival in this community of 442 131 
households. Phase 2 also required volunteers to enter the home, begin CPR on a 132 
manikin, and connect the AED to the patient’s chest. 133 
 134 
Study Population 135 
 This study consisted of a group of neighborhood volunteers from The Springs 136 
and the closest fire station staffed with professional firefighter EMS first responders.  137 
The original volunteer group consisted of 9 volunteers, 5 women and 4 men.  A second 138 
group of volunteers was added later, consisting of an additional 4 volunteers, 1 woman 139 
and 3 men, bring the total to 13 volunteers. 140 
   141 
Study Protocol 142 

The idea of local neighborhood volunteer networks responding to CA 143 
emergencies in their own residential areas, and the rationale for such a program, was 144 
presented to the Green Valley Council of Homeowners Associations (HOA).  145 
Understanding that minutes are crucial in the treatment of out-of-hospital CA and that 146 
immediate chest compressions and early defibrillation are keys to good outcomes, they 147 
agreed to pilot a local neighborhood volunteer response program designed to decrease 148 
delays to early CPR and AED use in residential areas.  We hypothesized that a 149 
coordinated effort of alerting trained neighborhood volunteers simultaneously with 911 150 
activation of professional EMS providers would provide earlier CPR and defibrillation in 151 
such communities. The Council was very interested in participating and assisted us in 152 
identifying a community in which to conduct the study and to find a good number of 153 
volunteers.  In conjunction with an enthusiastic HOA, we approached the Green Valley 154 
Fire Department to discuss the concept of local neighborhood volunteers willing to be 155 
trained in CPR and AED use.  They would be notified for CA events simultaneously with 156 
the EMS providers, with both expected to respond to the emergency.  The Fire 157 
Department was also willing to explore this concept, and agreed to participate in both 158 
planning and conducting a series of mock CA events to test response times of such 159 
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neighborhood volunteers and the closest professional EMS/Fire Fighter station.  After 160 
some discussion and responding to their concerns and questions, the leadership of 161 
Green Valley Fire agreed to participate and felt such a program could benefit their 162 
community.  A plan was developed for a series of “mock” CA calls and measurement of 163 
response times for both neighborhood volunteers and EMS providers.  A neighborhood 164 
residential community was chosen and an adequate number of willing volunteers were 165 
recruited.  A volunteer training program was scheduled to teach them chest 166 
compression-only CPR and how to operate an AED.   167 

 168 
All five fire stations in Green Valley respond to 911 calls for emergency services.  169 

The closest station to The Springs residential development was selected to respond to 170 
our “mock” CA upon receipt of a call regarding a potential CA.  It was agreed that any 171 
true emergency would take precedence over responding to any mock events.  The 172 
distance to the mock event and the time from alert to arrival were recorded for both 173 
volunteers and the EMS providers.  Times to the minute were recorded when the alerts 174 
were broadcast via text message to the volunteers and via cell phone call to the fire 175 
station. Times to the minute were recorded in Phase 1 for the arrival of each volunteer 176 
and the fire department response vehicle at the trial address. In Phase 2, times to the 177 
minute were recorded for the arrival of each volunteer inside the mock victim’s 178 
residential dwelling. The time of the initiation of CPR on the manikin was noted to the 179 
minute, as was the application of the AED to the manikin. The time was recorded by a 180 
member of the field work team (TC), who was aware of the study hypothesis. The Fire 181 
Chief verified arrival times of the fire department teams and each volunteer also 182 
submitted a time slip upon arrival. Comparisons were made between volunteers and 183 
professional EMS providers.  184 

 185 
Dispatch System  186 

For this study, volunteers were notified via text message and EMS was notified 187 
simultaneously by a direct voice call to the participating station by the Fire Chief.  188 

 189 
Mock Cardiac Arrest Events 190 

The mock trials took place during the months of May (Phase 1) and August 191 
(Phase 2) in 2018.  Mock testing during Phase 1 (9 volunteers) was held on three days 192 
(Monday, Tuesday and Wednesday), with four alerts per day between the hours of 8 am 193 
to 4 pm (total of 12 different alerts at various times during daytime hours).  This 194 
provided a total of 120 response opportunities, 12 for EMS and 108 for volunteers.   195 

 196 
Additional mock testing (Phase 2) expanded the 9 volunteers to 13 (7 men, 6 197 

women).  Weekends were now included in the random testing window and the hours 198 
expanded to 8 am to 6 pm.  Summer was deliberately chosen for this 2nd phase of mock 199 
testing, a season when many Southern Arizonans travel to escape the summer heat.  200 
The Fire Department was not included in this series of tests, since their distance and 201 
responses were well-documented in Phase 1.  Four different mock CAs were staged, 202 
including one on a rainy Saturday afternoon.  During Phase 2, between 10 to 12 203 
volunteers participated since some of the 13 were out-of-town during the testing period.  204 
Mock events occurred on Monday, Tuesday, Thursday and Saturday between the hours 205 
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of 8 am to 6 pm over a two-week period in various weather conditions.  Only one test 206 
per day was done during Phase 2, but the days were spread out over a two-week 207 
window.  Phase 2 provided a total of 46 volunteer response opportunities. 208 

 209 
When the simulated emergency calls were made, the professionals responded 210 

as if the calls were real. The nine-member group of resident volunteers was also 211 
instructed to respond.  Each volunteer received a text message with directions to a 212 
certain address for each trial. Some were assigned to pick up an AED (defibrillator) at 213 
one of the designated spots within the community center. The others went directly to the 214 
home. Volunteers were advised to go about their normal business and not be waiting for 215 
the messages; otherwise, the study would be less realistic.  216 

 217 
Various home locations were chosen as the site of the simulated CA emergency.  218 

Figure 1 highlights the location of these different sites.  The Springs was an ideal 219 
community in which to conduct this first pilot study since this neighborhood is the 220 
farthest from an assigned fire station in Green Valley. 221 

 222 
Data Collection 223 
 224 
Characteristics and Results of Mock Events 225 

Data collection included: 1) date (month of the year, day of the week); 2) time of 226 
the day; 3) general weather on day of the mock event 4) distances from closest EMS 227 
station and all neighborhood responders; 5) time from alert until arrival at the scene.  228 
Such data was gathered for each class of responder, both volunteers and EMS 229 
professionals.   230 

 231 
Data Analysis 232 

Characteristics of the volunteers participating in the study were 233 
summarized by frequency and the associated percentage for each of the 234 
categorical characteristics (e.g. sex) and by mean and the associated standard 235 
deviation for each of the continuous characteristics (e.g. age), respectively. 236 
Fisher’s exact test and two-sample t test was performed to compare categorical 237 
and continuous characteristics, respectively, between the volunteers and EMS 238 
professionals.  239 

 240 
For each mock event, the mean and associated standard deviation was 241 

reported for distance traveled and call-to-time of arrival. Two-sample t testing was 242 
performed to compare distances and times between the volunteers and EMS 243 
professionals.  All statistical tests were 2-sided, with p values <0.05 considered to 244 
indicate statistical significance.   245 
 246 
Results 247 

Data on the community of Green Valley and “The Springs” neighborhood 248 
demographics and characteristics are displayed in Table 1.  Additional data was 249 
gathered on all volunteers to characterize this group and their prior experience with CA 250 
and emergency responses (Table 2). Of note, male/female participation was nearly 251 
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equal.  The average age was 70 years.  All were retired, though two were working part-252 
time again.  Five of 12 were former medical professionals, including an RN, a family 253 
physician, a dentist, a medical social worker, and a military veteran with medical 254 
training.   255 

 256 
Distances to travel to the mock CA events were significantly less for 257 

neighborhood volunteers compared to the EMS providers stationed at the closest Fire 258 
Station. Volunteers arrived at the scene by car, golf cart or bicycle. One arrived in 259 
pajamas.  The volunteers averaged 0.33±0.2 miles from the mock CA incidences while 260 
the closest EMS station was 3.4±0.1 miles from the tested neighborhood (p<0.0001).   261 

 262 
The primary endpoint of time from alert to arrival at the residential address was 263 

significantly shorter for the neighborhood volunteers (Table 3).  The average time difference 264 
for arrival of for 2 volunteers with an AED versus the team of professional EMS providers 265 
was 5 minutes 42 seconds.   266 

 267 
At least three volunteers responded to all scenarios, but not all volunteers 268 

responded to every alert. In Phase 1, 32% (35/108) of the volunteer alerts did not result 269 
in a response by the alerted individual.  Volunteers noted that they did not respond for a 270 
variety of reasons.  One forgot her cell phone was “off”, one was playing tennis, several 271 
were indisposed, and some were simply unavailable for other reasons.    An average of 272 
5.8±1.2 (range 3-7) volunteers arrived at each scene.  Emergency medical services was 273 
unable to respond to 3 of the 12 (33%) mock events due to other real-life emergencies.  274 
In such cases in real emergencies, the next closest station (4.8 miles) would respond 275 
for true emergencies but, being further away, such a secondary response would take 276 
even longer to arrive, probably 9-10 minutes.   277 

 278 
As anticipated, the volunteer response rate was lower with 29/49 (59%) volunteer 279 

alerts not resulting in a response during the week in August.  Again, never did less than 3 280 
volunteers arrive at the mock scene to assist.  In every case, a volunteer arrived with the 281 
community AED.  Average distance traveled for volunteers in this testing period was 0.3 ± 282 
0.1 miles.  Table 3 compares the Phase 1 & 2 response times.  Arrival time for 2 volunteers 283 
and an AED was longer by 2 min 8 sec, which was a significant difference (p<0.001). Note 284 
that the response times in Phase 2 trials were measured based on entering the home of the 285 
mock event and beginning CPR on a manikin, adding some time to the results as expected. 286 
The response times for the professional teams would also have increased slightly using the 287 
same protocol.  288 

 289 
Discussion 290 

This initial experience suggests that a network of local neighborhood volunteers, 291 
geographically closer to the mock CA event, arrive significantly sooner at the scene than the 292 
EMS service.  The mean time of arrival for at least 2 volunteers with an AED was 4 to 6 293 
minutes faster than the professional rescuers.  Pollock et al., using out-of-hospital public 294 
area cardiac arrest data, showed that such a time saving between bystander defibrillation 295 
using an AED versus AED defibrillation by the EMS professionals would equate to a 296 
doubling of the survival rate with good neurological function from 35% to 70%.27  Cardiac 297 
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arrests occurring in residential homes may be different, including less shockable rhythms, 298 
than those occurring in the public sector.  However, the benefit of early CPR for residential 299 
cardiac arrests could still be substantial.28  300 

 301 
The firefighter EMTs traveled an average of .43 miles per minute in responding to the 302 

mock events.  The neighborhood volunteers traveled only about half that speed (.24 miles 303 
per minute) but obviously were always traveling much shorter distances on neighborhood 304 
streets.  These data suggest that, if the closest fire/EMT station is further than 1.29 miles 305 
from the site of the CA, the neighborhood volunteers should be able to arrive before the 306 
professional responders.  Even if the station is within this calculated distance, neighborhood 307 
volunteer responders may have value just in case the EMTs have conflicting priorities that 308 
delay their arrival (e.g. by pushing the response to a more distant station).  In this regard, 309 
the next closest station for “The Springs” neighborhood is 4.8 miles distance away.  This is 310 
25% further than the closest station.  An additional 25% time from call to arrival for the 311 
professional providers would translate into an expected time of arrival time of 9 min 10 sec.  312 
The difference then could be as high as 8 min 28 sec sooner for the local neighborhood 313 
responders.  314 

 315 
The local neighborhood volunteers from The Springs had positive experiences 316 

and felt good about their involvement.  Some of their comments included: 317 
 318 

• “This could definitely save some lives. We’re very happy to be a part of it [the 319 
study].”—Chief Operating Officer, Green Valley Recreation, Inc.  320 

• “Participating in the study made me realize that we can make a difference and save 321 
lives here in our community. We had no trouble finding enough volunteers.”—a 322 
volunteer and former HOA board member 323 

•  “With the training we received and getting notice of an emergency I am confident 324 
that I could save a life if the need arose.” .”—a volunteer 325 

• “I see this as the right thing to do and came away from the training energized with 326 
the knowledge that I could save a life.” .”—a volunteer 327 
 328 

The use of wireless capabilities is increasingly being used in emergency 329 
situations.  One such smart phone application dedicated to sudden cardiac arrest is 330 
PulsePoint (29). The key difference between the system modeled in our study and 331 
PulsePoint is that the latter focuses on sudden cardiac arrests that occur in public, high 332 
density locations such as city centers, shopping malls, and sports arenas. By design, 333 
PulsePoint is not typically being used in suburban residential neighborhoods. 334 

 335 
 A number of practical lessons were learned from this pilot project.  The alert system 336 
had some issues.  Once the alert misspelled the street address of the mock emergency.  337 
The map function failed to work during another alert.  Occasionally, volunteers complained 338 
they could not hear the alert while they were engaged in other tasks.  Such issues are 339 
remediable and were successfully dealt with during this pilot study.  The community 340 
leadership had questions at the end of the pilot study about how to best continue a program 341 
of ongoing community education and volunteer training, and what was the best number of 342 
volunteers to keep the program functional.  The answer to such questions are not yet 343 
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known. We were able to demonstrate that a single central AED location was sufficient; no 344 
significant differences were noted compared to having as many as six AEDs located 345 
throughout the selected community.   346 
 347 
Limitations 348 

This was a simulation study and it can only estimate the effect of such early access to 349 
CPR and AED use for victims of residential CA.  We realize such estimates are based on 350 
the “best possible circumstances” and may overestimate the actual time savings.  However, 351 
the time saving was not small, but rather 4-6 minutes in this simulation.  Even if it were only 352 
half that in real world situations, a substantial benefit could be achieved.  It will be imperative 353 
to collect relevant data for real cardiac arrest events, including when emergency calls are 354 
placed, how long it takes the 911 center to determine the nature of the emergency and 355 
dispatch alerts to responders, the time to arrival, initiation of CPR, and application of pads to 356 
the victim. Further studies are necessary to determine the long-term viability of such a 357 
program, its psychological impact on both volunteers and neighborhoods and, importantly, 358 
whether this initial experience in a highly motivated, upscale retirement community is 359 
generalizable to more racially, ethnically, economically, and age diverse neighborhoods.   360 

 361 
Conclusions 362 
 A local neighborhood volunteer network for responding to residential community CA 363 
victims had shorter distances to travel than the local professional EMS service and, hence, 364 
had significantly shorter times from ‘alert to arrival’ at the mock victim’s residential location.   365 

 366 
 367 
 368 
  369 



 

 10 

Conflicts of Interest: 370 
 371 
Karl B. Kern, MD is a principal of CardioSpark, LLC, a newly formed start-up company 372 
pursuing the formation of such community response networks. 373 
 374 
Thomas P. Colberg is the CEO of CardioSpark, LLC 375 
 376 
Charles Wunder, Jr., is Chief of the Green Valley Fire Fighters 377 
 378 
Cater Newton, MD is the founder and president of CardioSpark, LLC 379 
 380 
Marvin J. Slepian, MD is a principal of CardioSpark, LLC  381 
 382 
 383 
 384 
Acknowledgements 385 

We are grateful for the support of the Green Valley Council and Green Valley 386 

Recreation Inc., The Springs neighborhood volunteers, and the Green Valley Fire 387 

Department for their contributions that made this study feasible and productive.   388 



 

 11 

References 389 
 390 

1. Cummins RO, Ornato JP, Thies WH, Pepe PE.  Improving survival from sudden 391 
cardiac arrest: The “Chain of Survival” concept.  Circulation 1991;83:1832-47. 392 

2. Deakin CD.  The chain of survival: Not all links are equal.  Resuscitation 393 
2018;126:80-2. 394 

3. Larsen MP, Eisenberg MS, Cummins RO, Hallstrom AP.  Predicting survival from 395 
out-of-hospital cardiac arrest: a graphic model.  Ann Emerg Med 1993;22:1652-8. 396 

4. Litwin PE, Eisenberg MS, Hallstrom AP, Cummins RO.  The location of collapse 397 
and its effect on survival form cardiac arrest.  Ann Emerg Med 1987;16:787-91. 398 

5. Wik L, Steen PA, Bircher NG. Quality of bystander cardiopulmonary resuscitation 399 
influences outcome after prehospital cardiac arrest.  Resuscitation 1994;28:195-400 
203. 401 

6. Gallagher EJ, Lombardi G, Gennis P.  Effectiveness of bystander 402 
cardiopulmonary resuscitation and survival following out-of-hospital cardiac 403 
arrest.  JAMA 1995;274:1922-5. 404 

7. Valenzuela TD, Roe DJ, Cretin S, Spaite DW, Larsen MP. Estimating 405 
effectiveness of cardiac arrest interventions: a logistic regression survival model.  406 
Circulation 1997;96:3308-13. 407 

8. Holmberg M, Holmberg S, Herlitz J. Factors modifying the effect of bystander 408 
cardiopulmonary resuscitation on survival in out-of-hospital cardiac arrest 409 
patients in Sweden.  Eur Heart J 2001;22:511-9. 410 

9. Wissenberg M, Lippert FK, Folke F, et al.  Association of national initiatives to 411 
improve cardiac arrest management with rates of bystander intervention and 412 
patient survival after out-of-hospital cardiac arrest.  JAMA 2013;310:1377-84. 413 

10. Hasselqvist-Ax I, Riva G, Herlitz J, et al.  Early cardiopulmonary resuscitation in 414 
out-of-hospital cardiac arrest.  N Engl J Med 2015;372:2307-15. 415 

11. Nakahara S, Tomio J, Ichikawa M, et al.  Association of bystander interventions 416 
with neurologically intact survival among patients with bystander-witnessed out-417 
of-hospital cardiac arrest in Japan.  JAMA 2015;314:247-54. 418 

12. Benjamin EJ, Virani SS, Callaway CW, et al; on behalf of the American Heart 419 
Association Council on Epidemiology and Prevention Statistics Committee and 420 
Stroke Statistics Subcommittee. Heart disease and stroke statistics⎯2018 421 
update: a report from the American Heart Association [published online ahead of 422 
print Jan 31, 2018.  Circulation.  DOI:10.1161/CIR0000000000000558. 423 

13. Iwami T, Hiraide AS, Nakansihi N, et al.  Outcome and characteristics of out-of-424 
hospital cardiac arrest according to location of arrest: a report from a large-scale, 425 
population-based study in Osaka, Japan.  Resuscitation 2006;69:221-8 426 

14. Weisfeldt ML, Everson-Stewart S, Sitlani C, et al.  Ventricular tachyarrhythmia 427 
after cardiac arrest in public versus at home.  N Engl J Med 2011;364: 313-21. 428 

15. Bobrow BJ, Spaite D, Berg RA, et al.  Chest compression-only CPR by lay 429 
rescuers and survival from out-of-hospital cardiac arrest.  JAMA 2010;304:1447-430 
54. 431 

16. Lerner EB, Rea TD, Bobrow BJ, et al.  Emergency medical service dispatch 432 
cardiopulmonary resuscitation prearrival instructions to improve survival from out-433 



 

 12 

of-hospital cardiac arrest: a scientific statement from the American Heart 434 
Association.  Circulation 2012;125:648-55. 435 

17. Lewis M, Stubbs BA, Eisenberg MS.  Dispatcher-assisted cardiopulmonary 436 
resuscitation: time to identify cardiac arrest and deliver chest compression 437 
instructions.  Circulation 2013;128:1522-30. 438 

18. Bobrow BJ, Spaite DW, Vadeboncoeur TF, et al.  Implementation of a regional 439 
telephone cardiopulmonary resuscitation program and outcomes after out-of-440 
hospital cardiac arrest.  JAMA Cardiol 2016;1:294-302. 441 

19. Wu X, Panczyk M, Spaite DW, et al.  Telephone cardiopulmonary resuscitation is 442 
independently associated with improved survival  and improved functional 443 
outcome after out-of-hospital cardiac arrest.  Resuscitation 2018;122:125-40. 444 

20. Ringh M, Rosenqvist M, Hollenberg J, et al.  Mobile-phone dispatch of 445 
laypersons for CPR in out-of-hospital cardiac arrest.  N Engl J Med 446 
2015;372:2316-25. 447 

21. Brooks SC, Simmons G, Worthington H, Bobrow BJ, Morrison LJ.  The 448 
PulsePoint Respond mobile device application to crowdsource basic life support 449 
for patients with out-of-hospital cardiac arrest: challenges for optimal 450 
implementation.  Resuscitation 2016;98:20-5. 451 

22. Piljs RWM, Nelemans PJ, Rahel B, Gorgels APM.  A text message alert system 452 
for trained volunteers improves out-of-hospital cardiac arrest survival.  453 
Resuscitation 2016;105:182-7. 454 

23. Caputo ML, Muschietti S, Burkart R, et al.  Lay persons alerted by mobile 455 
application system initiate earlier cardio-pulmonary resuscitation:  a comparison 456 
with SMS-based system notification.  Resuscitation 2017;114:73-8. 457 

24. Rumsfeld JS, Brooks SC, Aufderheide TP, et al.  Use of mobile devices, social 458 
media, and crowdsourcing as digital strategies to improve emergency 459 
cardiovascular care.   A Scientific Statement from the American Heart 460 
Association.  Circulation 2016;134:e87-e108.  DOI: 461 
10.1161/CIR0000000000000428. 462 

25. Zipes DP.  President’s page:  The neighborhood health watch program:  Save a 463 
victim everywhere (SAVE).  J Am Coll Cardiol 2001;37:2004-5. 464 

26. Zijlstra JA, Stieglis R, Riedijk F, Smeekes M, van der Worp W, Koster RW.  Local 465 
lay rescuers with AEDs, alerted by text messages, contribute to early 466 
defibrillation I a Dutch out-of-hospital cardiac arrest dispatch system.  467 
Resuscitation 2014;85:1444-9. 468 

27. Pollock RA, Brown SP, Rea T, et al.  Impact of bystander automated external 469 
defibrillator use on survival and functional outcomes in shockable observed 470 
public cardiac arrests.  Circulation 2018;137:2104-13. 471 

28. Ringh M, Hollenberg J, Palsgaard-Moeller, et al.  The challenges and possibilities 472 
of public access defibrillation.  Journal of Internal Medicine 2018;283:238-56. 473 

29. Brooks SC, Simmons G, Worthington H, Bobrow BJ, Morrison LJ.  The 474 
PulsePoint respond mobile device application to crowdsource basic life support  475 
for patients with out-of-hospital cardiac arrest: Challenges to optimal 476 
implementation.  Resuscitation. 2016;98:20-26. 477 
 478 

 479 



 

 13 

 480 
 481 

 482 
 483 
  484 



 

 14 

Figure Legends 485 

 486 
Figure 1.  A map of “The Springs” showing locations of the mock trials in Phase 1 (blue 487 
dots) and the community AED (red heart).   488 
 489 
 490 


