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A B S T R A C T

Background: Early defibrillation with an automated external defibrillator (AED) is a key element in the out-of- 
hospital cardiac arrest (OHCA) chain. However, a public automatic defibrillator (PAD) is often not easily 
accessible during emergency situations. Here, we have developed an AED-based alarm system together with a 
smartphone Hearing AED application (APP) that would activate registered public access AED within 300 m 
radius from the location of an OHCA event. It also alerts nearby related personnel to bring in the AED to the 
OHCA location for emergency assistance. The aim of this study is to determine if this novel Hearing AED alarm 
system shortens the AED delivery time.
Methods: This was a randomized controlled simulation study. Participants were randomly assigned to one of the 3 
groups: (a) bystander group, (b) APP responder group, and (c) AED alarm responder in equal ratios. The by
standers were stationed at the OHCA scene, and must access a nearby AED by the instruction of the dispatcher of 
emergency medical services. APP responders were stationed within 300 m of the cardiac arrest scene, and were 
activated by the Hearing AED APP. The AED alarm responders were brought to AED location, and were activated 
by the AED-based alarm device mounted on an AED case. We measured the time taken to find and bring the 
nearby AED to the OHCA scene. The primary outcome was the total delivery time in each group. The secondary 
outcomes were times needed: (a) from the starting point to AED place, (b) from AED place to the OHCA scene, 
and (c) the operation time.
Results: We enrolled 90 participants in this study. The total AED delivery times were significantly different across 
the 3 groups. The shortest time was in the AED alarm responder group, compared with the other two groups. The 
median time from the starting point to AED was statistically shorter in the bystander group than in the APP 
responder group (116.0 sec, IQR 80.0–135.0 vs 159.0 sec, IQR 98.5–200.5, p = 0.029). In the analysis with the 
general linear model, we found statistically shorter total AED delivery time in the AED alarm responder group (β 
= -122.4, p = 0.004). In contrast, the APP responder group was associated with a markedly longer total AED 
delivery time (β = 104.6, P=0.016).
Conclusion: In this simulation study, the Hearing AED system contributed to shortening the AED delivery time. 
Further studies are needed to determine its validation in the real world situation in the future.
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Introduction

Sudden cardiac arrest is a worldwide important public health issue, 
with over 3 million patients experiencing out-of-hospital cardiac arrest 
(OHCA) each year.1 Early cardiopulmonary resuscitation and defibril
lation using a public automatic defibrillator (PAD) before the arrival of 
emergency medical services (EMS) play a pivotal role in OHCA survival 
rate.2–3 Patients with OHCA receiving PAD defibrillation have a better 
chance of survival, and their neurological outcomes are also more 
favorable.4–5 Survival rates of OHCA are from 2 % to 11 % globally,1 and 
such survival with favorable neurological outcomes increases up to 60 % 
if victims of OHCA with cardiac origin have received defibrillation 
within 5 min of their collapse,6 indicating the importance of early 
defibrillation.

Although PADs are increasingly deployed in many countries, their 
utility rate remains low.7–9 One reason may be related to the difficulty 
for lay responders to find a nearby PAD, creating a barrier for its use 
during an emergency situation. To resolve this problem, the Interna
tional Consensus on CPR and Emergency Cardiovascular Care Science 
encourages the use of social media technologies to activate lay re
sponders to perform CPR and to apply an automated external defibril
lator (AED).10 Studies have reported that activation of lay responders by 
text-message or smart phone can shorten the time to resuscitation in real 
practices,11–12 and these technologies can improve bystander CPR and 
defibrillation rate before EMS arrival.11,13 However, utilization of these 
devices relies on nearby voluntary responders, and the round-trip to 
retrieve AEDs is often time consuming. Therefore, we here modified the 
idea to focus on optimizing AEDs’ accessibility, and established a 
connection between dispatch center and PADs. Once an OHCA event has 
happened, we hope that the dispatch center can alert and activate vol
unteers nearby AED via an AED alarm system.

We thereby developed an AED-based alarm system to activate lay 
responders who are close to PAD to join the emergent rescue. We hy
pothesized that such an innovative system activates local lay responders 
and shortens AED delivery time.

Methods

Study design

We performed a randomized controlled study from November 2023 
to December 2023, using a simulated cardiac arrest scenario.

AED-based alarm system − Hearing AED

Emson Social Enterprise Co., Ltd. developed an AED-based alarm 
device (Fig. 1) together with a smartphone application Hearing AED 
system (Fig. 2). The alarm device was designed to mount on the case of a 
registered AED, connecting to the EMS dispatch center every 15 sec 
through Wireless Fidelity to acquire information on OHCA events. When 
EMS had received a call of suspected cardiac arrest, the dispatcher 
assigned an ambulance to the scene, and at the same time, activated the 
Hearing AED system. An AED-based alarm device located within 300 m 
radius of the OHCA event was activated, emitting a buzzer sound, with 
accompanying voice instructions. A QR code indicating the location of 
the OHCA event also occurred on the display screen of the alarm device. 
The alarm buzzer sound was 106 dB loud, lasting for 2 min. Then a voice 
signal followed: “Someone has collapsed nearby. Please pick up the AED 
and scan the QR code to assist the rescue”. When a potential rescuer was 
close to an AED alarm device, he/she could have heard the alert buzzer 
sound and voice instructions, and responded to this emergency event. 
These AED alarm responders used their smartphones to scan the QR code 
on the display screen of the AED alarm device and brought the AED to 
OHCA scene through the Hearing AED smartphone application (APP). 
This APP was supplemental to the AED-based alarm device. Once the 
dispatcher activated the Hearing AED system, a signal notification was 

sent to the APP-loaded smartphones within 300 m of OHCA scene 
(Fig. 2a). After receiving the notification, the APP responder was able to 
choose either trying to find a nearby AED and bring it to the OHCA 
scene, or going directly to the OHCA scene (Fig. 2b). A geographic in
formation and built-in navigation system were shown on the display 
screen of smartphones to guide the rescuers according to their choice 
(Fig. 2c).

Registered PADs location and available time were provided by the 
Ministry of Health and Welfare of Taiwan. The AED-based alarm device 
and Hearing AED smartphone application were allowed to retrieve in
formation on the EMS system through the National Fire Agency, Min
istry of the Interior prior to the start of this study.

Participants and randomization

We enrolled subjects aged between 18 and 55 years old, and each 
owned an internet-accessible smartphone. We excluded those with 
major chronic illness, and those who had any difficulties in their 
movements. Participants were recruited via advertisement in social 
media as well as by word of mouth from the existing participants. 
Informed consents were acquired from participants prior to the study.

Participants were randomly assigned to one of 3 groups in a 1:1:1 
ratio using simple randomization: (a) bystander group, (b)APP 
responder group, and (c) AED alarm responder group. The allocation 
was notified to the participants just before the simulation scenario. After 
randomization, study participants were informed about their allocated 
group, but were blinded to the purpose of the study. All participants 
received a prepaid card of 100 New Taiwanese Dollars as token thanks 
for their participation.

We documented the demographic data (age, sex, education, occu
pation), basic life support training, and experience of CPR/resuscitation 
of all participants.

Setting of simulations

The study was conducted at the street near a registered PAD in the 
North District of Taichung City. Thirty OHCA scenarios with the same 

Fig. 1. AED alarmer on an AED case.
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location were prepared. Simulated OHCA location was prepared within 
300 m of this PAD. The researchers planned in advance the order of the 
scenarios, and set the time schedule.

In each scenario, 3 participants were stationed. They acted each as: 
(a) the bystander, (b) the APP responder (activated by smartphone 
application system), and (c) the AED alarm responder (activated by 
buzzer sound of AED alarm device). Smartphones with the APP were 
provided to the APP responder and to the AED alarm responder, but not 
to the bystander. We first briefed participants outlines of the simulation 
scenario and the role of each participant, but without introducing the 
operation steps of the APP prior to the start of the scenario. Participants 
of each group were brought to corresponding designated places 
respectively by researchers before the scenario. Bystanders were 
brought to the OHCA scene, and APP responders were brought to a 
designated location within 300 m of the OHCA scene. AED alarm re
sponders were brought to the place of AED. They were all informed of 
the actions they were supposed to take on receiving a signal notification 
on a simulated OHCA event.

Once the OHCA event signal notification had been sent off, by
standers were given the following scenario: “Someone just collapsed in 
front of you. He has no response. I will perform CPR. So, please find and 
bring an AED as soon as you can.” A researcher told the bystander the 
location of the nearest AED, and the bystander had to find the nearby 
AED alone. At the start of each scenario, another researcher activated 
the Hearing AED APP, and sent a signal notification on the OHCA event 
to smart phones within 300 m of the OHCA scene. After receiving the 
notification, the nearby APP responders were to look for the nearest AED 
through the APP. Meanwhile, the APP system activated the AED-based 
alarm and generated a buzzer sound to alert the AED alarm responder. 

He/she was to scan the QR code on the display screen of the AED alarm 
device, and to bring an AED to the OHCA site based on instructions given 
in the APP. During the AED searching process, participants were allowed 
to ask lay people in the neighborhood regarding AED locations. The 
simulated scenario is shown in Supplementary 1.

Data collection

We placed real AEDs in the scheduled AED place, and instructed 
bystanders, APP responders and AED alarm responders to carry a real 
AED to the OHCA scene. AED delivery time of each group and their 
operation time were recorded by researchers using a stopwatch. During 
each scenario, researchers were not allowed to helping bystanders and 
responders in their task of looking for an AED and carrying it to the 
OHCA location.

Primary outcome and secondary outcomes

The primary outcome was the total AED delivery time, taken 
together by the bystander, the APP responder, and the AED alarm 
activated responder. The total AED delivery time was the interval from 
the start of the scenario until the AED had been delivered to OHCA place. 
Secondary outcomes were multiple time intervals during the AED de
livery, including: time from starting point to AED place, time from AED 
place to OHCA place and the operation time. The operation time was the 
length of time between the simulated collapse happened to the time 
when signal notification on the OHCA event was sent by the APP.

Fig. 2. Displays of application operation on the smartphone. Three steps of the application operations. a, Signal notification about nearby OHCA event (1), then 
responders push the event button (2). b, Map indicating location (3) of cardiac arrest and nearby accessible AED were shown on the display. Responders can choose 
either “go to OHCA scene directly “ (4) or “pick up nearby AED “(5). c, the APP connected to the built-in map in the smartphone automatically and provide nav
igation (6).
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Ethical consideration

The study was carried out under the Declaration of Helsinki from the 
World Medical Association. All participants submitted their prior writ
ten informed consent. This study was approved by the Institutional 
Review Board of Jen-Ai Hospital, Taichung (IRB approval code 
202300016A3).

Statistical analyses

Sample size for each group was calculated to be 30 participants based 
on a 5 % type I error at 80 % power. Baseline characteristics were 
compared between groups using the Kruskal-Wallis test for numerical 
variables, and the Chi-square test for categorical variables. Primary and 
secondary outcomes were analyzed with the Mann-Whitney U test and 
Kruskal-Wallis test. P values < 0.05 were considered statistically sig
nificant. We also used general linear model to evaluate bystander group 
as a reference, as compared with APP responder group and AED alarmed 
responder group. All statistical analyses were performed using SAS 
software (version 9.4, SAS Institute, Inc., Cary, NC).

Results

We enrolled a total of 90 participants in this study. Their baseline 
characteristics are shown in Table 1. We found no significant difference 
across groups of participants regarding their demographics and basic 
characteristics, including first aid training license.

Distributions of all time intervals measured in the study are shown in 
Table 2. The total AED delivery time was significantly different across 
study groups (p < 0.001), with the shortest delivery time in the AED 
alarm responder group (median and IQR: 110.0 and 90.0–133.0 sec, vs 
224.0 and 204.0–266.0 sec in the bystander group, and vs 296.0 and 
203.5–423.5 sec in the APP responder group). The median time for the 
starting point to AED place was shorter in the bystander group, 
compared with APP responder group (median and IQR: 116.0 and 
80.0–135.0 sec vs 159.0 and 98.5–200.5 sec, p = 0.029). Moreover, the 
median time for operation time in the AED alarm responder group 
(median and IQR: 67.5 and 38.0–94.0 sec) was longer compared with 
the APP responder group (median and IQR: 48.0 and 41.0–70.0 sec) 
(Fig. 3).

In the analysis with the general linear model, the AED alarm 
responder group was associated with a significantly shorter total AED 
delivery time (β = -122.4, p = 0.004). Conversely, the APP responder 
group was associated with a markedly longer total AED delivery time (β 
= 104.6, p = 0.016), as shown in Supplementary 2. The time for trav
eling from the AED place to the OHCA place in the APP responder group 
was significantly longer (β = 48.8, p = 0.035), when compared with the 
bystander group.

We noticed that some participants had a total delivery time > 480 
sec; specifically, they included 4 (13.3 %) in the bystander group, 6 
(20.0 %) in the APP responder group, and 1 (3.3 %) in the AED alarm 
responder group. with > 480 sec However, such differences were not 
statistically significant.

Discussion

This simulation study evaluated the effectiveness of an innovative 
Hearing AED system to speed up activated responders to deliver AED in 
the neighborhood to an OHCA scene. This is the first study with a design 
to activate responders to nearby AED for patient resuscitation, to 
markedly reduce the time for AED delivery to the OHCA place. Timely 
defibrillation is critical for the effectiveness of AED. If responders to a 
nearby AED can be activated successfully, it is the fastest way to deliver 
AED to the scene of OHCA since they only need to travel a one-way 
distance. We found that the median AED delivery time in the AED 
alarm responder group was 122.4 sec shorter than the bystander group, 
and 227 sec shorter than the APP responder group.

Despite broader overall coverage of PAD for cardiac arrest in recent 
years, only a small percentage of AEDs are applied to patients prior to 
EMS arrival.14–15 In Japan, only 8 % bystander-witnessed OHCA re
ceives PAD before EMS arrival.4 In addition, a study in Denmark re
ported that only 3.8 % of all OHCAs have an AED applied before 
ambulance arrival, while 15.1 % of all OHCAs have occurred within 100 
m of a public accessible AED.7 In the real world, AEDs are often inac
cessible16 or difficult to find when needed despite the availability of 
many AED maps.12,17–19 The expected life-saving potential of AEDs may 
be of no value if they cannot be brought timely to the victim. We 
developed this AED-based alarm system that can be activated directly by 
the EMS dispatch center when someone has collapsed nearby. This 
system alerts and activates responders nearby AED, and provides the 
opportunity for the AED to be delivered to the patient and be used for 
life-saving. This innovative Hearing AED system also included a sup
plemental smartphone application which provided a geographically 
coordinate system for personnel navigation, facilitating responders to 
rapidly locate the OHCA scene.

The survival of OHCA without resuscitation is known to drop by 10 
% for every passing minute.20 In order to speed up the application of 
CPR, and the use of AED for cardiac arrest, several countries and com
munities have promoted and implemented dual dispatching EMS sys
tems, which encourage lay responders dispatched to OHCA scene before 
ambulance arrival. A number of studies reported that involving lay first 
responders in resuscitation markedly shortens the time between collapse 
and the initiation of resuscitation,11–13,21–23 improving the survival 
outcome.21–22 Smartphone APPs are currently being developed and have 
been implemented in many countries to activate community responders 
to initiate first aid.17,21,23 They helped to increase the chance of 
bystander CPR, bystander defibrillation18 and eventually improve sur
vival rate.13 Similar technological solutions for improving the AED 
functionality are also recommended by Lancet commission.24 Our study 
found that the AED-based alarm system not only activates nearby res
cuers by APP, but also triggers the AED alarm device to alert nearby 
responders. Our study also found that both the time needed to travel 
from the starting point the AED place, and the time taken to travel from 
the AED place to the OHCA place were the longest in the APP responder 
group. In addition, 20 % participants in the APP responder group were 
unable to deliver AED within 8 min. The 8 min time is a standard EMS 

Table 1 
Demographics of participants.

Bystander 
group (n =
30)

App responder 
group (n = 30)

AED alarmer 
responder group 
(n = 30)

p- 
value

Age, median 
(IQR)

33.5 
(29.0–39.0)

34.0 
(28.0–39.0)

37.0(32.0–43.0) 0.280a

Sex,-male, n(%) 25 (83.3) 18(60.0) 23(76.7) 0.109b

Place 
familiarity, n 
(%)

​ ​ ​ 0.619b

Very familiar 13(43.3) 10(33.3) 10 (33.3) ​
Familiar 16 (53.3) 18 (60.0) 20 (66.67) ​
Not familiar 1 (3.3) 2 (6.7) 0 (0.00) ​

Basic life 
support 
training, n 
(%)

​ ​ ​ 0.270b

Not trained 3 (10.0) 4 (13.3) 2 (6.7) ​
Trained, 
within date of 
validity

27 (90.0) 25 (83.3) 24 (80.0) ​

Trained, 
expired 
validity date

0 (0.0) 1 (3.3) 4 (13.3) ​

a: Mann-Whitney U test; b: Kruskal-Wallis test.
IQR: interquartile range.
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response time aimed for OHCA patients.25 This longer time taken is 
likely related to the fact that APP responders need to use the APP two 
times to locate two different places in the simulation test. Therefore 
participants’ map navigation skills and proficiency in operating mobile 
phones may have a great impact on the delivery time. Besides, the fa
miliarity with APP operation also influences the time intervals. 
Although the operation time in the AED alarm responder group was the 
longest, the total AED delivery time can be reduced by 50 to 60 %.This is 
because of the fact that the AED alarm activated responders only need to 
locate the OHCA place once and make a trip in one-way. As the survival 
benefits of public AEDs are overwhelming if applied within the first few 
minutes after a patient’s collapse,6,26 we intend in the future to simplify 
operating steps in APP to further reduce the operation time.

Early defibrillation is key to improve patient survival due to the 
initial presence of a shockable heart rhythm after an OHCA.2,22 Within 
minutes after a cardiac arrest, it is critical that bystanders promptly 
locate and deliver the AED to the victim. Though the PAD coverage rate 

is high, few people know the location of the nearest PAD,27 and they may 
have difficulty in finding one when needed. In the simulation scenario, 
we found some participants were unable to locate the AED, even if the 
AED was within their sight. This situation is similar to the real world 
since many current PADs have no standard label nor prominent signage. 
In the UK, the inadequacy of signage for PADs was noted: 2/3 of com
munity PADs had no signage.28 The majority of AED locations labeled on 
mobile APPs are accurate only in terms of the address, or a prominent 
landmark, but no information regarding the exact floor in case of city 
high-rises or building compounds. Lin et al reported that very few 
buildings provide guides and AED signs outside the proximity of AED 
location. This situation is worse than those of the emergency exit, fire 
extinguisher and restroom.29 The absence of clearly marked signage 
likely impedes or limits the availability of PADs, failing to raise 
awareness on AED in the local community. As in the case that someone 
has collapsed nearby, despite sufficient PAD installed for geographic 
coverage, and a willing bystander to retrieve and deploy the device, the 

Table 2 
Outcomes.

Outcomes A. Bystander group (n 
= 30)

B. App responder group 
(n = 30)

C. AED alarmer responder 
group (n = 30)

p-value A vs. B 
p- 
value

B vs. C p- 
value

A vs. C p- 
value

Primary outcome ​ ​ ​ ​ ​ ​ ​
Total AED delivery time (sec), median 

(IQR)
224.0 (204.0–266.0) 296.0 

(203.5–423.5)
110.0 
(90.0–133.0)

<0.001b 0.026a <0.001a <0.001a

Secondary outcomes ​ ​ ​ ​ ​ ​ ​
Time from starting point to AED place 

(sec), median (IQR)
116.0 
(80.0–135.0)

159.0 
(98.5–200.5)

− 0.029a 0.029a − −

Time from AED place to OHCA scene 
(sec), median (IQR)

110.0 
(90.0–123.0)

148.5 
(102.5–213.0)

110.0 
(90.0–133.0)

0.041b 0.013a 0.080a 0.544a

Operation time (sec), median (IQR) − 48.0 
(41.0–70.0)

67.5 
(38.0–94.0)

0.274a − 0.274a −

a: Mann-Whitney U test; b: Kruskal-Wallis test.
IQR: interquartile range.

Fig. 3. Distribution of each time parameter in each group, present as Median (IQR).
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PAD cannot be applied in time. Therefore, to maximize PAD effective
ness, the presence of clear on-site visual guides or signs becomes 
important for effective navigation and the landmark-associated strate
gies for its identification. Some measures can be beneficial, such as 
placing PADs next to restrooms. Proper lighting of the AED cabinet also 
helps to improve the effectiveness of signage. Our innovative AED alarm 
device also had an audible signage that was a buzzer sound together 
with voice instructions to alert nearby community volunteers once the 
dispatch center had activated the system. Though the current alarm 
sound duration is only 2 min, extending duration beyond 2 min should 
be considered in the future. That may assist bystanders and APP re
sponders in finding an AED more effectively.

According to recommendations in the American Heart Association 
guidelines30 for AED placement, an AED is expected to cover an area 
reachable within 1 to 2 min walking, or equivalent to ~ 100 m. How
ever, no consensus has been reached regarding the effective range of 
AED coverage (i.e., the distance from an AED to the location of an 
OHCA), at which its retrieval is potentially beneficial. Some have pro
posed distances like 100 m,7–8 200 m,31 300 m17 and 500 m.32 Mortality 
of patients is known to increase at 10 % per 100 m distance between an 
AED and the site of OHCA.33 To expand the area of AED coverage and to 
maximize AED effectiveness in our Hearing AED system, APP responders 
and alarm activated responders should be waiting at each starting point 
within 300 m of the OHCA scene. Similar to most countries, OHCA 
events in Taiwan predominantly occur in residential areas. Residential 
and commercial areas overlap in most cities in Taiwan. This situation 
differs from Europe and America. We believe our Hearing AED system 
may also benefit OHCA events that occur at home, if the AED-based 
alarm system can be widely applied, and Hearing AED system can be 
well implemented in the communities.

Limitations

Our study has several limitations. First, this was a simulation in an 
ideal setting, not a real emergency. Some bystanders may have difficulty 
following the voice instructions in the real emergency situationy.34

Second, the study was carried out in only one area which was an open 
space in the city center. In reality, AEDs are actually located in various 
places non-uniformly. Therefore, our findings can not be safely gener
alized. The future implementation of this model in a variety of locations 
is needed to confirm benefits of the system. Third, though all partici
pants were randomized allocated, neither the participants or the re
searchers were blinded. This may attributed to performance bias.

Lastly, participants of the alarm activated responders group had 
received the introduction of the AED alarm device and the system before 
the scenario. This was inconsistent with the actual event. Since lay re
sponders do not always opt to retrieve the AED in the real world, the 
actual benefits may be less. We need to conduct education and training 
in sites where AEDs are installed to teach site personnel the importance 
of timely resuscitation.

Conclusion

This innovative system-Hearing AED alarm system can shorten the 
AED delivery time by activating laypersons nearby AED in the simula
tion scenarios. Further studies are needed to determine its effectiveness 
in the real world situation in the future.

CRediT authorship contribution statement

Chih-Yu Chen: Writing – original draft, Validation, Methodology. 
Jeffrey Che-Hung Tsai: Writing – original draft, Validation, Method
ology. Shao-Jen Weng: Writing – review & editing, Validation, Super
vision. Yen-Ju Chen: Investigation, Data curation.

Declaration of competing interest

The authors declare that they have no known competing financial 
interests or personal relationships that could have appeared to influence 
the work reported in this paper.

Data availability

Data will be made available on request.

Acknowledgement

This study was supported by grants from Puli Branch Taichung 
Veterans General Hospital (PLVGH112-008).

Appendix A. Supplementary material

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.resplu.2024.100781.

References

1. Berdowski JBR, Tijssen JG, Koster RW. Global incidences of out-of-hospital cardiac 
arrest and survival rates: systematic review of 67 prospective studies. Resuscitation. 
2010;81(11):1479–1487.

2. Hasselqvist-Ax IRG, Herlitz J, Rosenqvist M, Hollenberg J, Nordberg P, Ringh M, 
Jonsson M, Axelsson C, Lindqvist J, Karlsson T, Svensson L. Early Cardiopulmonary 
resuscitation in out-of-hospital cardiac arrest. N Engl J Med. 2015;372(24): 
2307–2315.

3. Nakahara STJ, Ichikawa M, Nakamura F, Nishida M, Takahashi H, Morimura N, 
Sakamoto T. Association of bystander interventions With neurologically intact 
survival among patients with bystander-witnessed out-of-hospital cardiac arrest in 
Japan. JAMA. 2015;314(3):247–254.

4. Nakashima TNT, Tahara Y, Nishimura K, Yasuda S, Onozuka D, Iwami T, 
Yonemoto N, Nagao K, Nonogi H, Ikeda T, Sato N, Tsutsui H. Japanese Circulation 
Society with Resuscitation Science Study Group, Public-access defibrillation and 
neurological outcomes in patients with out-of-hospital cardiac arrest in Japan: a 
population-based cohort study. Lancet. 2019;394(10216):2255–2262.

5. Kitamura TKK, Sakai T, Matsuyama T, Hatakeyama T, Shimamoto T, Izawa J, 
Fujii T, Nishiyama C, Kawamura T, Iwami T. Public-access defibrillation and out-of- 
hospital cardiac arrest in Japan. N Engl J Med. 2016;375(17):1649–1659.

6. Blom MTBS, Homma PC, Zijlstra JA, Hulleman M, van Hoeijen DA, Bardai A, 
Tijssen JG, Tan HL, Koster RW. Improved survival after out-of-hospital cardiac arrest 
and use of automated external defibrillators. Circulation. 2014;130(21):1868–1875.

7. Agerskov MNA, Hansen CM, Hansen MB, Lippert FK, Wissenberg M, Folke F, 
Rasmussen LS. Public Access Defibrillation: Great benefit and potential but 
infrequently use. Resuscitation. 2015;96:53–58.

8. Ho CLLC, Tsui KL, Kam CW. Investigation of availability and accessibility of 
community automated external defibrillators in a territory in Hong Kong. Hong Kong 
Med J. 2014;20(5):371–378.

9. Karam NME, Dumas F, Offredo L, Beganton F, Bougouin W, Jost D, Lamhaut L, 
Empana JP, Cariou A, Spaulding C, Jouven X. Paris Sudden Death Expertise Center, 
Characteristics and outcomes of out-of-hospital sudden cardiac arrest according to 
the time of occurrence. Resuscitation. 2017;116:16–21.

10. Bhanji FFJ, Lockey A, Monsieurs K, Frengley R, Iwami T, Lang E, Ma MH, Mancini 
ME, McNeil MA, Greif R, Billi JE, Nadkarni VM, Bigham B; Education, 
Implementation, and Teams Chapter Collaborators, Part 8: Education, 
Implementation, and Teams 2015 International Consensus on Cardiopulmonary 
Resuscitation and Emergency Cardiovascular Care Science With Treatment 
Recommendations. Circulation, 2015. 132(16).

11. Zijlstra JASR, Riedijk F, Smeekes M, van der Worp WE, Koster RW. Local lay 
rescuers with AEDs, alerted by text messages, contribute to early defibrillation in a 
Dutch out-of-hospital cardiac arrest dispatch system. Resuscitation. 2014;85(11): 
1444–1449.

12. Auricchio AGL, Burkart R, Benvenuti C, Muschietti S, Peluso S, Mira A, Moccetti T, 
Caputo ML. Real-life time and distance covered by lay first responders alerted by 
means of smartphone-application: Implications for early initiation of 
cardiopulmonary resuscitation and access to automatic external defibrillators. 
Resuscitation. 2019;141:182–187.

13. Andelius LMHC, Lippert FK, Karlsson L, Torp-Pedersen C, Kjær Ersbøll A, Køber L, 
Collatz Christensen H, Blomberg SN, Gislason GH, Folke F. Smartphone activation of 
citizen responders to facilitate defibrillation in out-of-hospital cardiac arrest. J Am 
Coll Cardiol. 2020;76(1):43–53.

14. Carolina Malta Hansen, M.F.K.L., MD; Mads Wissenberg, MD; Peter Weeke, MD; Line 
Zinckernagel, MScPH; Martin H. Ruwald, MD, PhD; Lena Karlsson, MB; Gunnar 
Hilmar Gislason, MD, PhD; Søren Loumann Nielsen, MD; Lars Køber, MD, DSc; 
Christian Torp-Pedersen, MD, DSc; Fredrik Folke, MD, PhD, Temporal Trends in 
Coverage of Historical Cardiac Arrests Using a Volunteer-Based Network of Automated 

C.-Y. Chen et al.                                                                                                                                                                                                                                

https://doi.org/10.1016/j.resplu.2024.100781
https://doi.org/10.1016/j.resplu.2024.100781
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0005
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0005
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0005
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0010
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0010
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0010
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0010
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0015
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0015
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0015
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0015
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0020
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0020
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0020
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0020
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0020
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0025
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0025
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0025
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0030
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0030
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0030
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0035
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0035
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0035
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0040
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0040
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0040
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0045
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0045
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0045
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0045
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0055
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0055
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0055
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0055
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0060
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0060
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0060
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0060
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0060
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0065
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0065
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0065
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0065


Resuscitation Plus 20 (2024) 100781

7

External Defibrillators Accessible to Laypersons and Emergency Dispatch Centers. 
Circulation, 2014 Nov 18(130(21)): p. 1859-67.

15. ChihYu Chen TH. The usage of automated external defibrillator for out-of-hospital 
cardiac arrest patients in Taichung city, Taiwan. Resusciation. 2018:130.

16. Hansen CMWM, Weeke P, Ruwald MH, Lamberts M, Lippert FK, Gislason GH, 
Nielsen SL, Køber L, Torp-Pedersen C, Folke F. Automated external defibrillators 
inaccessible to more than half of nearby cardiac arrests in public locations during 
evening, nighttime, and weekends. Circulation. 2013;128(20):2224–2231.

17. Smith CMWM, Ghorbangholi A, Hartley-Sharpe C, Gwinnutt C, Dicker B, 
Perkins GD. The use of trained volunteers in the response to out-of-hospital cardiac 
arrest – the GoodSAM experience. Resuscitation. 2017;121:123–126.

18. Brooks SCSG, 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; 
98:20–26.

19. Hatakeyama TNC, Shimamoto T, Kiyohara K, Kiguchi T, Chida I, Izawa J, 
Matsuyama T, Kitamura T, Kawamura T, Iwami T. A smartphone application to 
reduce the time to automated external defibrillator delivery after a witnessed out-of- 
hospital cardiac arrest a randomized simulation-based study. Simul Healthc. 2018;13 
(6):387–393.

20. Cummins ROOJ, Thies WH, Pepe PE. Improving survival from sudden cardiac arrest: 
the “chain of survival” concept. a statement for health professionals from the 
advanced cardiac life support subcommittee and the emergency cardiac care 
committee american heart association. Circulation. 1991;83:1832–1847.

21. Caputo MLMS, Burkart R, Benvenuti C, Conte G, Regoli F, Mauri R, Klersy C, 
Moccetti T, Auricchio A. Lay persons alerted by mobile application system initiate 
earlier cardio-pulmonary resuscitation: A comparison with SMS-based system 
notification. Resuscitation. 2017;114:73–78.

22. Malta Hansen CKK, Pearson DA, Tyson C, Monk L, Myers B, Nelson D, Dupre ME, 
Fosbøl EL, Jollis JG, Strauss B, Anderson ML, McNally B, Granger CB. Association of 
bystander and first-responder intervention with survival after out-of-hospital cardiac 
arrest in North Carolina, 2010–2013. JAMA. 2015;314(3):255–264.

23. Berglund ECA, Nordberg P, Djärv T, Lundgren P, Folke F, Forsberg S, Riva G, 
Ringh M. A smartphone application for dispatch of lay responders to out-of-hospital 
cardiac arrests. A smartphone application for dispatch of lay responders to out-of- 
hospital cardiac arrests. Resuscitation. 2018;126:160–165.

24. Marijon ENK, Smith K, Barra S, Basso C, Blom MT, Crotti L, D’Avila A, Deo R, 
Dumas F, Dzudie A, Farrugia A, Greeley K, Hindricks G, Hua W, Ingles J, Iwami T, 
Junttila J, Koster RW, Le Polain De Waroux JB, Olasveengen TM, Ong MEH, 
Papadakis M, Sasson C, Shin SD, Tse HF, Tseng Z, Van Der Werf C, Folke F, 

Albert CM, Winkel BG. The Lancet Commission to reduce the global burden of 
sudden cardiac death: a call for multidisciplinary action. Lancet. 2023;402(10405): 
883–936.

25. De Maio VJSI, Wells GA, Spaite DW, Ontario Prehospital Advanced Life Support 
Study Group. Optimal defibrillation response intervals for maximum out-of-hospital 
cardiac arrest survival rates. Ann Emerg Med. 2003;42(2):242–250.

26. Kobayashi DSJ, Kiyohara K, Kitamura T, Kiguchi T, Nishiyama C, Okabayashi S, 
Shimamoto T, Matsuyama T, Kawamura T, Iwami T. Public location and survival 
from out-of-hospital cardiac arrest in the public-access defibrillation era in Japan. 
J Cardiol. 2020;75(1):97–103.

27. Brooks BCS, Lander P, Adamson R, Hodgetts GA, Deakin CD. Public knowledge and 
confidence in the use of public access defibrillation. Heart. 2015;101(12):967–971.

28. Sidebottom DBPR, Newitt LK, Hodgetts GA, Deakin CD. Saving lives with public 
access defibrillation: a deadly game of hide and seek. Resuscitation. 2018;128:93–96.

29. Zhang LLB, Zhao X, Zhang Y, Deng Y, Zhao A, Li W, Dong X, Zheng ZJ. Public access 
of automated external defibrillators in a metropolitan city of China. Resuscitation. 
2019;140:120–126.

30. Aufderheide THM, Nichol G, Steffens SS, Buroker A, McCune R, Stapleton E, 
Nadkarni V, Potts J, Ramirez RR, Eigel B, Epstein A, Sayre M, Halperin H, 
Cummins RO. Community lay rescuer automated external defibrillation programs 
key state legislative components and implementation strategies a summary of a 
decade of experience for healthcare providers, policymakers, legislators, employers, 
and community leaders from the american heart association emergency 
cardiovascular care committee, council on clinical cardiology, and office of state 
advocacy. Circulation. 2006;113(9):1260–1270.

31. Karlsson LMHC, Wissenberg M, Møller Hansen S, Lippert FK, Rajan S, Kragholm K, 
Møller SG, Bach Søndergaard K, Gislason GH, Torp-Pedersen C, Folke F. Automated 
external defibrillator accessibility is crucial for bystander defibrillation and survival: 
a registry-based study. Resuscitation. 2019;136:30–37.

32. Zijlstra JASR, Riedijk F, Smeekes M, van der Worp WE, Koster RW. Local lay 
rescuers with AEDs, alerted by text messages, contribute to early defibrillation in a 
Dutch out-of-hospital cardiac arrest dispatch system. Resuscitation. 2014;85(11): 
1444–1449.

33. Sarkisian LMH, Schakow H, Gerke O, Starck SM, Jensen JJ, Møller JE, Jørgensen G, 
Henriksen FL. Longer retrieval distances to the automated external defibrillator 
reduces survival after out-of-hospital cardiac arrest. Resuscitation. 2022;170:44–52.

34. Rea TBJ, Damon S, Phelps R, Eisenberg M. A link between emergency dispatch and 
public access AEDs: potential implications for early defibrillation. Resuscitation. 
2011;82(8):995–998.

C.-Y. Chen et al.                                                                                                                                                                                                                                

http://refhub.elsevier.com/S2666-5204(24)00232-7/h0075
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0075
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0080
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0080
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0080
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0080
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0085
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0085
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0085
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0090
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0090
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0090
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0090
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0095
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0095
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0095
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0095
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0095
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0100
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0100
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0100
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0100
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0105
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0105
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0105
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0105
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0110
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0110
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0110
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0110
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0115
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0115
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0115
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0115
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0120
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0120
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0120
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0120
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0120
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0120
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0120
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0125
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0125
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0125
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0130
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0130
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0130
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0130
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0135
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0135
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0140
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0140
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0145
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0145
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0145
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0150
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0155
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0155
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0155
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0155
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0160
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0160
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0160
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0160
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0165
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0165
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0165
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0170
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0170
http://refhub.elsevier.com/S2666-5204(24)00232-7/h0170

	An innovative Hearing AED alarm system shortens delivery time of automated external defibrillator – A randomized controlled ...
	Introduction
	Methods
	Study design
	AED-based alarm system − Hearing AED
	Participants and randomization
	Setting of simulations
	Data collection
	Primary outcome and secondary outcomes
	Ethical consideration
	Statistical analyses

	Results
	Discussion
	Limitations
	Conclusion
	CRediT authorship contribution statement
	Declaration of competing interest
	Data availability
	Acknowledgement
	Appendix A Supplementary material
	References


