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Abstract
Background: Our objective was to determine the impacts of artificial intelligence (AI) on public health practice.
Methods: We used a fundamental qualitative descriptive study design, enrolling 15 experts in public health and AI
from June 2018 until July 2019 who worked in North America and Asia. We conducted in-depth semi-structured
interviews, iteratively coded the resulting transcripts, and analyzed the results thematically.
Results: We developed 137 codes, from which nine themes emerged. The themes included opportunities such as
leveraging big data and improving interventions; barriers to adoption such as confusion regarding AI’s applicability,
limited capacity, and poor data quality; and risks such as propagation of bias, exacerbation of inequity, hype, and
poor regulation.
Conclusions: Experts are cautiously optimistic about AI’s impacts on public health practice, particularly for
improving disease surveillance. However, they perceived substantial barriers, such as a lack of available expertise,
and risks, including inadequate regulation. Therefore, investment and research into AI for public health practice
would likely be beneficial. However, increased access to high-quality data, research and education regarding the
limitations of AI, and development of rigorous regulation are necessary to realize these benefits.
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Background
After more than 60 years of evolution as a field [1], artificial intelligence (AI) has become ubiquitous in the last
decade. These changes have prompted both excitement
and trepidation regarding potential impacts in virtually
all human endeavours, including public health. Interestingly, despite widespread discussion, there is no universally accepted definition of AI. One definition, offered by
Kaplan and Haenlein, describes AI as “a system’s ability
to interpret external data correctly, to learn from such
data, and to use those learnings to achieve specific goals
and tasks through flexible adaptation.” [2] Cybernetics
researchers developed some of the first AI systems, including designs for an artificial neuron in 1943 [1]. The
AI-term was adopted by the field following a workshop
in 1956 [1]. In the ensuing years, AI research went
through several boom and bust cycles, including a focus
on rules-based expert systems in the 1970s and -80s [3].
In the early 2000s, increasing computational power, the
ability to record and access vast amounts of data, and
several enabling theoretical developments encouraged a
renewed focus on data-driven approaches to AI [1].
Many of these approaches fall under the subfield of machine learning, which can be loosely defined as a “field
of study that gives computers the ability to learn without
being explicitly programmed.” [4] Machine learning
forms the foundation for most modern applications of
AI, including targeted online advertising, conversational
AI-assistants, and movie recommendations. These approaches are data-hungry, often relying on big data, or
information flows with abundant volume, velocity, and
variety [5].
Beyond the most visible applications of AI among the
tech giants of Silicon Valley, it has started to infiltrate
healthcare and public health. In healthcare, AI applications have been reported that match or outperform
physicians in various domains including radiology [6],
dermatology [7], and pathology [8]. Additionally, some
hospitals have begun to integrate AI into the clinical
workflow, as in the case of New York University Langone Health’s predictive analytics unit [9]. While considerable attention has been paid to AI in healthcare, there
has been less attention on its impact in public health
[10]. Despite this, public health researchers and practitioners have begun applying AI to diverse projects such
as scanning the internet for nascent outbreaks [11], predicting suicide using electronic health records [12], and
identifying risk factors [13]. As such, there has been
growing optimism regarding the potential for AI to improve public health [14]; however, few AI systems have
actually been implemented within public health organizations. Moving forward, there are serious concerns
regarding AI’s impacts on privacy, interpretability, and
potential for bias [15, 16]. Also, there has been criticism
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that AI as applied in precision public health is merely
scaling up the precision medicine approach [17]. The
potential to move beyond biomedical applications of AI
to models incorporating rich characterizations of the
social determinants of health has been identified as a
promising and largely unexplored frontier. A clearer understanding of AI’s relevance to public health, which is
presently absent from the literature, is needed to navigate the opportunities and risks. We conducted an initial
step towards filling this gap by examining the perspectives of experts in public health and AI regarding implications of AI for public health practice.

Methods
We used a fundamental qualitative descriptive study
design [18] to explore the impacts of AI on public health
practice (see Additional file 1 for the consolidated criteria
for reporting qualitative research (COREQ) checklist). We
conducted in-depth semi-structured interviews with
experts in public health and/or artificial intelligence. We
selected participants using a mixed sampling strategy. A
thematic analysis underlies our conclusions. The project
was approved by the Hamilton Integrated Research Ethics
Board (Project #: 4825).
Participant recruitment

We sampled contributors from a pool of experts in public health and artificial intelligence using a combination
of convenience, snowball, and stratified purposeful sampling [19]. This included identifying participants known
to us, known to interviewees, and performing internet
searches. We selected prospective interviewees to represent a range of perspectives, including academia, government, industry, and non-governmental organizations
(NGOs); a range of disciplines, including public health
physicians, epidemiologists, computer scientists, and
policy-experts; and a range of contexts, including highincome and low-income countries.
We initially contacted all participants with a standard
email invitation. If we did not receive a response, we
sent a single follow-up email after 1 week but made no
further efforts to contact prospective participants. We
answered interested invitees’ questions and emailed
them a consent form. We received written consent to
participate.
Semi-structured interviews

We developed an interview guide to support the semistructured interview process, which was pilot tested (see
Additional file 2 for interview guide). This guide was based
on the essential public health functions developed by the
Pan-American Health Organization [20]. Functions include examples such as “monitoring, evaluation, and analysis of health status”, “health promotion”, and “research
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in public health”. We framed interview questions around
AI’s impact on essential public health functions, as well as
several current issues in public health. In addition to prespecified interview questions, we followed up on statements
made by interviewees [21]. Also, we focused on domains
most related to the interviewee’s expertise. Therefore, we
asked different questions with each interviewee.
At the beginning of each interview we discussed the
consent form, answered questions, and obtained and archived a signed copy of the form (see Additional file 3
for a description of the interviewers). No one except for
the interviewer(s) and interviewee were present. We
conducted interviews once with each participant either
over the phone or in-person (depending on the interviewee’s preference) and recorded them. We stored the
recordings in an encrypted, password-protected folder.
Field notes were made during and after interviews.
We conducted fifteen interviews, which is consistent
with the number collected in comparable studies [21].
Additionally, we verified that fewer new codes were generated in later interviews, indicating relative saturation
(see results). However, given the broad area of inquiry,
absolute saturation could not be guaranteed. We transcribed the interviews using Descript [22], an automated
transcription program. Then, we manually edited and
de-identified transcripts. Transcripts were only viewed
by the researchers.
Coding and thematic analysis

Following transcription and de-identification, we imported
transcripts into an encrypted project within Dedoose [23],
a mixed-methods research data-processing program.
Then, two investigators iteratively created codes used to
categorize components of each transcript. Following initial
coding, we conducted a three-stage process to generate
themes. First, two investigators independently identified
five initial themes, which were compared. Then, we identified and discussed topics and themes from each interview.
Lastly, we identified the most-used codes and iteratively
combined them into themes. We collated the results of
each stage into the list of themes.
Following initial thematic analysis, we re-organized
and condensed the codes. Additionally, we reviewed the
transcripts to identify key quotes related to identified
themes. Throughout this process, we continued to refine
themes until reaching consensus. Participants did not
provide feedback on findings.

Page 3 of 14

Results
Of the 25 interview invitees, 7 (28%) did not respond
and 3 (12%) declined to participate. In all cases when
the interview was declined, the reason given was that
prospective participants were overwhelmed with their
responsibilities. The fifteen conducted interviews had a
median duration of 45 min.
Table 1 shows the participants’ characteristics. Approximately one quarter of the participants were female.
Most respondents’ primary expertise was in epidemiology, medicine, or public health; however, all had
significant experience or interest in AI. Participants differed widely in career stage and age.
We developed 135 codes, which were applied 572
times to 377 excerpts. The number of new codes generated decreased over time, with interviews 13, 14, and 15
producing three, two, and zero new codes respectively.
The coding system included 3 levels of nested codes,
with most in the second level. The major root-codes
were Opportunities, Barriers, Threats, and Hype. Including sub-codes, we used the Opportunities root-code the
most, a total of 188 times. We applied Barrier codes 126
times and Threats codes 62 times. See Fig. 1 for a word
cloud of the codes used and Additional file 4 for a table
containing detailed coding information.
Thematic analysis

Nine themes emerged (See Table 2). A description of
each theme, including key quotes, follows.
From big data to big insights

The potential for AI to convert big data into actionable
public health insights was a major focus of discussion.
Many experts emphasized that public health has always
Table 1 Participant characteristics
Number of Participants (%)
Female

4 (26.7%)

Continent
Asia

1 (6.7%)

North America

14 (93.3%)

Organization Type (not mutually exclusive)
Academia

10 (66.7%)

Government

8 (53.3%)

Industry

3 (20%)

Non-governmental Organization

2 (13.3%)

Primary Area of Expertise

Word cloud

We built a word cloud of the study codes using WordArt [24] software. The number of applications of each
code determined its size in the word cloud. The word
cloud excludes the most general root-codes.

Artificial Intelligence

2 (13.3%)

Epidemiology

3 (20%)

Medicine

3 (20%)

Public Health

7 (46.7%)
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Fig. 1 A word cloud of the study codes, excluding the most general root-codes. The size of each code reflects the number of times that it was applied.

been very data-driven, but that AI could expand these
activities even further.
The broad implications of AI for public health are
that AI can serve as an intermediary between the
huge amounts of data that we generate and action.
[Participant ID # 4] (see Additional file 5 for
characteristics associated with each participant ID).
Specifically, interviewees highlighted surveillance as a
top domain of public health for AI applications (see
Additional file 6 for further supporting quotations). AI’s
ability to use novel data sources for extracting meaningful public health information from unstructured data
sources was considered a major advantage, that could
supplement traditional disease surveillance.
You know, our traditional approaches, analysis,
regression, so on work with structured data and
you can work with even large amounts of structured
data[…] But when you’re talkin’ about data that’s
coming, and, again, you can think of all these sorts of
unstructured data from large numbers of people …

Like, basically if you look at that raw data every
second of your day... There’s a record for that.
Um, you can’t analyze that with traditional
methods, and you don’t necessarily want to,
right? So, you need tools [like AI] that will take
one individual’s data [and] turn it into something
meaningful. And then you’ve got millions of people’s
worth of data.
[Participant ID # 7].
One example pointed out by participants, HealthMap
[11], uses a combination of official and unofficial online,
unstructured data sources for disease surveillance (see
Additional file 6).
In addition to making use of novel sources of data,
participants pointed out that AI could allow us to perform disease surveillance in a more timely and ongoing
fashion.
… looking at things like mortality data. We’ve had a
very significant lag. It gets coded, it gets cleaned, it
gets deposited at the provincial or national level.
The data can be a year or two out of date. […] With

Table 2 Themes identified
Opportunities Themes

Barriers Themes

Risks Themes

• From Big Data to Big Insights
• AI Will Improve Public Health Interventions

• What is AI for?
• Limited Capacity
• Lack of Quality Data

• Bias Must be Controlled
• Uncertain Impact on Inequity
• Hold the Hype
• Rigorous Regulation Required
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some of these [AI] tools we are going to have the
opportunity to really accelerate and for the first
time have population-based data in real time.
[Participant ID # 9].
An example highlighted by respondents entailed
using hospital triage data for real-time surveillance
(see Additional file 6).
Better use of large, linked datasets for both disease
surveillance and exploratory analyses is another opportunity identified by participants.
It’s difficult to think of the dataset that wouldn’t
potentially have relevance to public health. And
this is the point when we start doing these big
data fusion exercises, you often find that the
most interesting, informative dataset is one you’ve
never thought of. You just threw it in there because
you had access to it.
[Participant ID # 4].
Experts pointed to a platform being piloted that uses a
sophisticated ontology to integrate administrative health
data, health survey data, and electronic medical records
data, while also automatically providing evidence-informed
population health priorities, causal information, and applicable preventive interventions (see Additional file 6).
In a related sense, experts pointed out that AI may
prove capable of sifting through big data to facilitate
knowledge translation broadly, as well as the creation of
guidelines (see Additional file 6).
Beyond improving existing disease surveillance
systems, it was thought that AI might allow leapfrogging in places lacking traditional infrastructure. In so
doing, AI could enable earlier and more effective
control of burgeoning epidemics.
… there [are] a lot of places in the world where
there is absolutely no public health infrastructure
whatsoever and when things kick off there, that’s
where you start to get your […] Ebola outbreaks or
your Zika virus outbreaks. […] I picture [AI] as
being […] an easy sort of tractable way to get
surveillance into places where spillover events,
where emerging infections are likely to kind of pop up
and where they would otherwise generally go missed
due to a lack of laboratories and infrastructure.
[Participant ID # 6].

AI will improve public health interventions

Participants affirmed AI’s potential to advance public
health interventions, including screening for diseases
where it may sometimes already exceed human performance (see Additional file 6).
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In addition to automating existing screening programs, AI may make entirely new forms of screening
feasible.
I think the cost of these technologies is going to
continue to come down. So, I don’t want to get too
sci-fi, but you could imagine a future where everyone’s
got a device of some type. […] So cheap that the
government actually provides everyone with a
personal health monitor.
[Participant ID # 7].
Experts also thought that AI’s ability to better leverage
real-time insights from big data may facilitate nearly instantaneous design and enactment of preventive interventions, creating a much nimbler loop of learning and
action.
I think [AI’s] also going to enable us to design and
implement interventions in real-time. So, to be able
to do like […] internet companies[, who] will do A/
B testing on the color of that button that you got
right there and see which one people are more
responsive to. We can start to think about [similar
real-time interventions] in public health. Uh, can we
go into supermarkets and change the way in which
signs around vegetables are presented, and monitor
cash register data in real-time. So, you can design
health promotion interventions in real time.
[Participant ID # 7].
Some interviewees went on to suggest that these realtime AI interventions could be used for more personalized health promotion, particularly through using social
media information.
You’ll probably be accused of nanny state-type
intervention, but, you know, every time you see
someone eating a cheeseburger and French fries on
their [social media platform] you say, ‘Hey, [ …]
how about some vegetables?’
[Participant ID # 4].
Rather than simply personalizing health promotion, it
was proposed that we might apply social networking
models to target public health messaging for maximal
impact.
… machine learning plays a critical role in sort of
identifying where your opportunities are to influence
and, you know, if I look at who’s following whom on
[social media], I actually only need to influence four
people and now I can influence 400,000.
[Participant ID # 4].
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However, not all respondents thought there was great
potential for more adaptive and targeted health promotion interventions (see Additional file 6).

What is AI for?

Beyond leveraging big data and improving interventions,
experts were in less agreement regarding AI’s applications. Some thought that AI’s greatest potential lies in
causal inference and hypothesis generation.
What are the factors that contribute to drowning in
[the] beach? [You] look for similarities, patterns,
trends that were not anything that would have been
[previously] comprehended because people would
focus on, you know, they couldn’t swim or they
didn’t have life jackets. But it may be that they all
have congenital heart disease. Again, not likely […],
but you’re getting my drift.
[Participant ID # 9].
In contrast, other interviewees thought that AI has little potential for identifying novel causes.
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which are often considered much more flexible than
standard regression techniques.
… the question then becomes is the extra information
that comes from loosening [the model] up actually
valuable and useful? That’s what we need to still
figure out. We don’t have a good handle on that
yet. But I think we will. […] And then we can
refine our efforts at focusing on those specific
places instead of just saying, oh we need to just
[…] neural network everything.
[Participant ID # 12].
Limited capacity

Many respondents identified barriers to applying AI in
public health, such as limited availability of AI expertise
and a lack of leadership on it in public health.
Right now, it’s hard to see that drive coming from
within public health and […] it’s hard to see it […]
coming from the AI community because there’s so
many more low-hanging fruits that are […] competing
for their attention right now.
[Participant ID # 3].

… we’re not going to discover new risk factors. I
don’t believe that. I don’t believe these methods are
going to reveal risks for sub-populations that we
don’t already know.
[Participant ID # 12].

It was thought that cross-training of those with public
health expertise, including medical students who become
public health physicians, would be helpful.

Indeed, the interpretability of machine learning algorithms is widely considered to be an issue. Many AI
methods, especially deep learning, are considered inscrutable. However, some participants thought that these issues
could be overcome.

They need to be exposed to, here’s really basic highlevel intuition of how machine learning works.
Here’s what the tools can do for you as a physician
whether you become a radiologist or public health
physician. And here are some examples of how
they’re applied. And that’s really all you can do.
[Participant ID # 4].

I mean the two hottest research areas in machine
learning and AI right now are explainability and
causal reasoning. So, I think there is a huge demand
from many, many, many perspectives to be better
able to explain those things and to be, um, you
know, to be able to learn causal association. Or
causal, you know factors. […] My sense is we’ll get
better at it. I don’t know if it’ll ever get perfect with
the really, truly data-driven methods, but I think
we’ll see big improvements in the next few years.
[Participant ID # 3].
Despite the potential for increasingly interpretable AI,
it is more commonly applied to predictive analytics.
Some interviewees thought that this will be an important
application for public health (see Additional file 6).
However, even for prediction applications experts point
to difficulties in knowing when to use AI approaches,

Experts also thought that hiring staff with dedicated
AI expertise was important, but noted it was difficult to
compete with industry and more healthcare-oriented
sectors (see Additional file 6).
… if you need talent to do stuff like this, you’re
competing with industry offering […] eye watering
salaries.
[Participant ID # 4].
And while participants had found significant interest
in AI applications for public health from decisionmakers, it was difficult to obtain the financial support
needed to innovate.
All of that sort of technical and brain power stuff
that’s been tough for me to get, um, because I have
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no money. I have no money or no resources, so I’m
trying to build relationships to get us to do that. So,
the government in themselves have not been able to
get me there. They like the concepts. Everybody
agrees with the concepts. All the big people agree
with the concepts. It’s delivering it.
[Participant ID # 9].
Lack of quality data

Experts frequently emphasized that most AI approaches
are predicated on access to clean, high-quality data,
which can be difficult to find for health applications.
… the fuel for artificial intelligence is data and the
state of data, of health-related data right now is...
It’s pretty dismal.
[Participant ID # 13].
For example, while there has been significant interest
in using AI to leverage clinical notes in electronic medical records (EMRs) for disease surveillance, the quality
of this data is a concern.
I must say I’m not overly optimistic of the value of
[applying natural language processing to EMRs].
[…] I’m not [sure] what you get out of there that’s
not already in structured format [and] that you can
do consistently in a repeatable manner. […] It’s
going to be highly variable depending on the
EMR. […] I think it’s a value but […] I think it’s
a big heavy job to do it across multiple EMRs
and the [whole region] and do a good job of it.
[Participant ID # 3].
Increased standardization was suggested to improve
the usability of health data and the potential for linkage
among various datasets (see Additional file 6).
Privacy concerns were acknowledged as another
concern when obtaining data for public health
purposes.
Yeah, some hospitals, their privacy officers are just
so concerned. There’s such a fear now of, you know,
the potential for re-identification and privacy.
Sometimes it’s about the time and resources for
them to come on. It’s about risk and liability and it’s
really unfortunate. We’ve done like just so much
work. We’ve spent so many hours. We’ve had legal
counsel involved. Uh, just to overcome privacy
concerns. Yeah, it’s quite an issue.
[Participant ID # 8].
Some thought that privacy concerns among administrators, lawmakers, and scientists may not realistically
reflect citizens’ concerns.
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… the public are a lot savvier than we give them
credit for and people are very good at distinguishing
between corporations use of data for […] targeting
advertising […] versus […] medical and scientific
use of data to improve peoples’ health. […] We
often are afraid that we’re going to be painted with
the same brush that people paint […] [social media
companies or political consulting firms, thinking
that] if we use anything to do with that and if we
even say the word data people are going to get really
angry.
[Participant ID # 6].
Finally, many datasets of interest to public health are
owned by private companies, making their use difficult.
[This computer’s company’s] got data, [that
wearable company’s] got data, there’s other firms
that have... [This sporting goods company’s] got
their systems, right. So, everyone’s got their systems.
And there’s really no way for public health, if we felt
we wanted to use that for surveillance purposes, we
would have to go out and negotiate with each one.
[Participant ID # 7]
Bias must be controlled

Participants were concerned about the potential for AI
to propagate social and cognitive biases that can become
part of the datasets used by AI algorithms for training.
… data and algorithms just kind of absorb and
amplify the biases that we already have.
[Participant ID # 10].
It was also a concern that datasets used for AI may
have selection bias, meaning participants that are not
representative of the population as a whole. They also
noted that there may have been inadequate attention
paid to this issue when applying AI.
Definitely [traditional epidemiological] studies have
the potential for those biases, although we do a lot
to try and minimize them or at least them and quantify the impact. And so, I think the difference is we’re
not talking about this with AI. I haven’t seen any discussion of oh, we should quantify the impact of the selection bias in our, you know, neural network. Or I’ve
seen much less of that.
[Participant ID # 12].
Furthermore, it was pointed out that much of the
data used with AI is generated as a by-product or for
purposes unrelated to proposed applications. This can
make it more difficult to understand potential biases
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and errors in measurement of variables of interest
(see Additional file 6). Despite these concerns, some
interviewees pointed out the potential for AI to remove bias from judgments.
… [AI] removes that human element, which in some
ways is quite good [even though] some people don’t
like it. I think there’s a huge benefit of having that
human element and that potential bias removed
from the […] actual actions.
[Participant ID # 9].
It was
trained to
could be
itional file

suggested that AI approaches could be
reduce bias, and that while bias is a risk it
overcome with more research (see Add6).

I think it’s easy for people to say well that data is
garbage and that is garbage. I think we need to get
more nuanced to say when, what measurement
error counts when and where?
[Participant ID # 12].
Uncertain impact on inequity

Respondents were worried that the use of AI and novel
complex data sources to better target interventions in
public health (sometimes referred to as precision public
health) [25] could worsen health inequity, both within
and between countries, based on ability to afford the necessary technologies.
… one of the huge concerns that I have around
so-called precision medicine, precision public
health, is it just strikes me that these are inherently
inequity exacerbating […] for a variety of reasons. […]
Who’s gonna be within a health system that’s got the
capacity to develop these things and produce
products that are used for … You know, it ain’t
going to be low- middle-income countries. It’s
going to be high-income countries and it’s going
to be specific communities, you know, entities,
economic strata, within that.
[Participant ID # 1].
Furthermore, there is the potential for selection bias in
the data used for AI applications to further marginalize
underrepresented populations (see Additional file 6).
[If your data is not representative of the population]
you could be, you know, making things worse,
consistently, systematically, for people in terms of
what you’re recommending or detecting or not
detecting.
[Participant ID # 3]
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However, others proposed that the increased health information and service-accessibility enabled by AI may in
fact reduce inequities.
… we know that better-educated, higher-income
people tend to have healthier diets and access to
better information […] So, [we may reduce inequity]
if we’re able to create better personalized tools, […]
like a voice interface that can give someone with a
low reading level access to good nutritional information.
[Participant ID # 7].
Hold the hype

Despite major advances, interviewees believed that AI is
shrouded in hype, and that this could lead to it taking
resources away from proven approaches.
That whole concept that, you know, this is what’s
new, this is what’s getting hyped, this is what’s
absolutely sexy and is starting to suck in policymakers, funders, etcetera. To the point where we
take from where we should be investing because
the historical track record indicates that it has
produced good.
[Participant ID # 1].
They stressed that it is not so different from traditional
statistical methods and is subject to similar limitations,
which is often not fully appreciated.
You can think of AI as just […] the next set of tools
in statistics. Yeah, we moved beyond t-tests and we
have convolutional neural networks now but the
basic principles […] are fundamentally the same …
[Participant ID # 4].
As such, participants thought that it should be emphasized that concerns regarding issues like bias apply equally
to AI applications, as they always have in statistical applications to public health. It was posited that AI researchers
have been mostly focused on developing advanced
methods, while data generation and potential bias has
been of less concern, leading to some of this confusion.
[The computer science] discipline has been focused on developing the method, not generating
the data. So, and that’s not a criticism, that’s just
what they do, and it’s great that they do. But
when you’re in public health […] you have to
focus on […] generating that data or understanding the pros and cons of different data for a public health application. We spend a lot of time,
actually more time, on the dataset, data creation, data
analysis, […] data interpretation, data integration than
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anything.
[Participant ID # 12]
Experts indicated that AI has been most impactful so far in
commercial efforts, such as sales and marketing, where there
is often higher tolerance for errors than in public health.
[A soda company brand] can maybe afford some level
of error […] in what a machine spits out when it’s
doing a marketing campaign to sell more [beverages.]
[….] We don’t have that same luxury […] where we’re
dealing with human life and human health. And so, I
think that’s going to be a struggle for us because we’re
going to need to have that higher threshold of accuracy and more confidence that [the] machine-created
algorithm is going to be acceptable.
[Participant ID # 2]
There is also a concern that AI-based errors could be
even more damaging than those of poorly performing
human public health practitioners or doctors.
… if it were just one doctor making a mistake, then
that is fine, […] I mean that’s not fine, but at least
only one patient is harmed. But if an AI makes a
mistake, then potentially tens of thousands of patients will […] be harmed.
[Participant ID # 13].
Rigorous regulation required

Several respondents were concerned about the largely
unregulated nature of AI and its use in public health.
… a lot of these tech groups operate under the same
ethos that, [various companies in Silicon Valley do],
which is ‘move fast and break things’. […] And, in
[health], when you move fast and break things, lives are
at risk. And so, a worry of mine is that some of these
AI groups are going to potentially move too quickly.
[Participant ID # 14].
As such, most participants agreed that rigorous regulation is necessary. However, they were unsure of exactly
what form this should take.
So, somehow, we almost need like [a Food and
Drug Administration] for artificial intelligence,
that will regulate constant evaluation of the AI
tools that we are incorporating into practice.
[Participant ID # 13].

Discussion
Our findings from this qualitative study can serve as a
preliminary roadmap of high-level issues for decision-
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making about AI in public health. Our results also
support investigating multiple applications of AI, broadly
including using AI to gain better insights from data and
to develop improved public health interventions.
New or improved information gathering

Participants were optimistic about the potential for AIbased applications to incorporate different types of unstructured data into disease surveillance, to do this in a more
continuous and timely fashion, and to better leverage large,
linked databases. Existing examples highlighted by participants include using natural language processing to analyze
emergency room triage data in real-time for anomalies,
monitoring social media and news reports for emerging
infectious diseases worldwide [11], and using ontologies to
integrate public health-relevant data from numerous
sources and identify evidence-informed intervention
recommendations (e.g. PopHR) [26]. Another real-world
example is the use of individual-level online search data to
identify foodborne illness and prioritize restaurant inspections, which may be superior to traditional approaches [27].
More recently, BlueDot, a private company, used approaches similar to HealthMap (but also integrating proprietary airline ticketing data) to identify the Covid-19
outbreak before the World Health Organization [28], and
was similarly successful in predicting the spread of Zika
virus [29]. Our findings are consistent with an evolution of
opportunities previously identified in public health informatics, which has progressed to integrating increasing
amounts of data with less latency, permitting timelier action
[30]. While promising, the identified applications using AI
to leverage big data have yet to be widely used in practice,
and further research is needed to assess their effectiveness
and feasibility compared to existing approaches. Furthermore, most suggested applications would only complement
existing public health indicators. Given that AI may enable
entirely new approaches in public health, ongoing creative
thinking could help to maximize its benefits. In particular,
the combination of AI and big data may allow novel and
more precise characterizations of the social determinants
and their impacts on health [17].
New or improved public health interventions

Opportunities for improved public health interventions
were also outlined, such as automated and novel forms
of screening for diseases, adaptive and personalized
health promotion, and leveraging social networks for
health promotion. As suggested by participants, certain
forms of screening, including for cervical precancer, can
already be performed with greater accuracy using AI
[31]. Novel forms of screening have also begun, such as
using machine learning to screen for atrial fibrillation
with Apple watches, which was recently approved by the
FDA [32]. However, unless such devices were proven to
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be cost-effective and ethical, they are unlikely to be useful in public health practice. Other expert suggestions
included using AI to inform health promotion interventions in real-time, such as using transaction data to inform vegetable signage placement in grocery stores. This
would be a type of “nudge”, or intervention that tailors
the presentation of information to encourage beneficial
behaviours [33]. Early systematic reviews demonstrate
efficacy of such interventions in certain contexts [34];
however, there are ethical concerns regarding their use
[33] and few thus far have used AI. The potential for
using social media and more targeted health promotion
approaches, some of which apply AI, appears promising
in early reviews [35–37]. For example, AI-based chatbots
have been used successfully as weight-loss coaches and
to deliver cognitive behavioural therapy [38, 39]. Lastly,
experts mentioned the potential for AI to leverage social
network structure to increase the effectiveness of health
promotion interventions. There is initial work in this
area, including a group in California developing RECONNECT, an algorithm that connects individuals with
friends who are likely to increase the chance of positive
behaviour change [40]. Overall, the potential for AI to
improve public health interventions is promising, as suggested by experts, but similarly to the use of AI for analyzing big data, these tools have rarely been incorporated
in practice and need further study.

predictive models have been developed to inform policy
around dementia, diabetes, and cardiovascular diseases
[45–47]. Despite substantial optimism about AI-based
prediction, recent systematic reviews found no improvement in machine learning-based clinical prediction
models generally [48], or for chronic diseases [49], when
compared to logistic regression. However, it was acknowledged that most models only incorporated a small number
of simple predictors, which might not fully leverage machine learning methods. Furthermore, a scoping review of
machine learning-based prediction applications in population health found infrequent use of novel and large data
sources, which may have hindered their performance [50].
Additionally, there was limited adherence to guidelines,
which makes robust comparisons challenging. Overall, experts were divided on the utility of AI for inference in
public health, with some stating that it would be unlikely
to help identify novel risk factors. More fundamental research into methods development will be necessary to
clarify AI’s applicability to causal inference. In the meantime, further studies applying amenable AI methods [16]
to exploratory analyses in public health could help ascertain its utility for risk factor discovery. Finally, additional
studies comparing machine learning approaches to traditional methods for prediction that use big data and adhere to guidelines are necessary to further clarify when AI
might offer improvements.

Role in inference and prediction

Barriers: capacity and data

Respondents offered somewhat divergent views regarding AI’s role in causal inference and prediction, which
both inform public health practice. Causal inference in
epidemiology is necessary for evidence-informed public
health interventions. For example, Sir Austin Bradford
Hill’s causal criteria were used to inform identification
of the causal link between smoking and lung cancer,
which has led to decades of successful preventive interventions [41]. An initial step towards causal inference is
hypothesis generation, which machine learning algorithms
such as random forest can contribute to by identifying
“important” variables for predicting specific health outcomes in training datasets [42]. While AI has had limited
use in more formal causal analysis, it is now being used
for this purpose in targeted learning, an alternative that
may outperform propensity score methods [43]. Outside
of the specific algorithms that can be used for exploratory
analyses and targeted learning, there seems to be limited
applicability of AI for inference. However, as identified by
participants, this is a very active area of research with new
methods for interpreting algorithms under development
[44]. Predictive algorithms can also inform public health
practice by anticipating future disease burdens, directing
policy, and targeting preventive interventions towards the
highest-risk groups. For example, population-level

Barriers to the adoption of AI in public health must be
addressed before useful applications can be widely
deployed. Key issues identified were a lack of leadership,
available expertise, and funding to pursue AI approaches. Experts suggested that teaching high-level machine learning concepts to public health practitioners
could be helpful in catalyzing AI initiatives. Interestingly,
such an initiative has begun in Canada, scheduled to
start in the summer of 2021 [51]. Stakeholders could
also consider targeted funding for development of AI
initiatives in public health, including programs for dualtrained AI and public health practitioners who can work
productively with AI experts. Another concern is limited
access to high-quality data. Experts highlighted numerous data sources of interest to public health, such as
electronic medical records, administrative databases,
health surveys, social media, and news reports with
widely differing formats and standards. The lack of
standardization (e.g. widely differing EMR software) and
inconsistencies in data entry (e.g. in free-form clinical
notes) make linkage of datasets and deployment of AI
methods challenging [52]. This could be alleviated by
adopting common data standards, alongside legislation
that supports greater integration and access to relevant
data. An initiative addressing some of these issues is

Morgenstern et al. BMC Public Health

(2021) 21:40

underway in Canada, the Strategy for Patient-Oriented
Research (SPOR), which aims to accelerate efforts to
harmonize, link, and reduce barriers to access for a variety of governmental health and social datasets [53]. The
adoption of standard EMRs and public health information systems across jurisdictions, that also encourage
machine-readable data entry, would be an additional
helpful strategy. Another issue noted by experts is the
difficulty in accessing proprietary data that would be
useful for public health, such as wearable or grocery
transaction data. The success of BlueDot’s disease surveillance initiatives [28], using private airline data, and
FINDER’s foodborne illness tracing [27], which involved
a partnership with Google, suggest the feasibility and
value of pursuing public-private partnerships. Relevant
retail transaction data has also been integrated into
PopHR [26]. Such partnerships could be accelerated with
greater financial and research investment. Similar
barriers related to overall capacity and data quality have
been previously highlighted by public health informaticians, who have had some success developing interdisciplinary training programs and improving data integration
[54]. This is encouraging for future deployment of AI in
public health. Finally, as noted by experts, privacy concerns can prevent access to important public health data
and must be addressed. It was suggested that the public
might be more supportive than anticipated of public
health’s use of their data, which is supported by initial
studies [55–57]. Future research should continue to evaluate the public’s appetite for use of their data for public
health applications in local contexts and develop best
practices for the use of novel data sources. Policymakers
and practitioners should follow these developments to
inform improvements in data infrastructures and surveillance systems.
Bias and impact on health equity

Many risks surrounding AI remain to be overcome.
Experts were concerned about propagation of societal
and cognitive biases, as well as intensification of information and selection bias. For example, racial bias was
recently found in an AI algorithm designed to help guide
referrals and future healthcare decisions [58]. The algorithm was biased towards predicting lower health needs
for Black patients, because it used healthcare costs as a
proxy for need. Less money had been spent on Black patients with the same level of need in its training data.
Left unchecked, similar biases could lead to inappropriate allocation of services and preventive interventions in
a public health setting. Furthermore, selection bias can
have an impact when groups are not included in training
data, resulting in suboptimal performance. This was
highlighted recently among cardiovascular prediction
models trained almost exclusively on White people [59].
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Finally, measurement error can reduce the accuracy of
AI models, as was seen with Google Flu Trends when
changes in Google’s search algorithms and spurious
media events changed what their algorithms were measuring [60]. Efforts to reduce the effects of these biases
on AI applications include the adoption of big data standards, the use of algorithms to detect and eliminate bias,
and greater efforts to be inclusive of the population as a
whole during data collection [61]. Ongoing research is
needed to improve understanding of the effects of these
biases, implement strategies to adapt to their presence,
and ascertain the suitability of new data-sources for use
in public health. Furthermore, AI’s effects on inequities
must also be evaluated continually. Ideally, as suggested
by participants, AI investments should focus on areas
likely to reduce inequities, including improved access to
public health services and health information. This could
include examples previously identified, such as an automated weight-loss coach [38] and the use of novel data
sources to expand disease surveillance globally [11].
Hype and regulation

Experts were concerned about hype surrounding AI. In
addition to statistical limitations, they noted that the implementation of AI in public health will be more difficult
than in industry, where the stakes are often lower. Consequently, the limitations of AI in public health contexts
should be emphasized during related training. Furthermore, given a lack of evidence from implementation of
AI in public health, it is uncertain to what degree AI
techniques might improve upon public health actions
that are already heavily data informed. Keeping these
caveats in mind, it is essential that practitioners not
significantly disinvest from traditional public health
practice in their enthusiasm to adopt AI.
Our findings suggest that AI should be regulated; however, further work is needed to determine how and by
whom. The Federal Drug Administration has recently
proposed a regulatory framework for AI-based software
as a medical device, that would uniquely permit continuous
improvement and learning of approved algorithms [62].
While primarily aimed at healthcare, this is an important
step that will inform regulation in public health. There is
also a need for practice guidelines for the use of AI tools to
inform both regulators and public health decision-makers.
The GRADE approach to guideline development, particularly Evidence to Decision (EtD) frameworks [63], could be
useful for systematically and transparently appraising not
only the health benefits and harms of AI tools but also key
considerations in the evaluation of AI including costeffectiveness, equity, acceptability, and feasibility [64]. By
applying the EtD framework to public health guidance
around the use of AI, we could increase the chance that AI
interventions truly have a net benefit to population health.
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The application of EtD frameworks would be based on
additional work to identify best practices in the use of AI
methods in health research. Finally, stakeholders must collectively decide which organizations would use these guidelines to regulate the use of AI in public health.

Disruptive innovation

Viewing AI as a disruptive technology, our findings are
consistent with disruptive innovation theory [65]. This
theory describes a propensity for new technologies to
take root in either market-segments that are over-served
by mainstream performance capabilities or new markets
made possible by innovations. Eventually, an innovation’s performance may improve to a point where it can
serve mainstream needs. For example, personal computers were a disruptive technology that opened a new
market by providing a lower-cost, lower-performance alternative to mainframe computers and minicomputers
[66]. Eventually, their performance improved to the
point that they could meet almost all market-segment
needs. While applications of the disruptive innovation
theory outside of private industry are imperfect, our
findings highlight initial opportunities for AI in public
health that are analogous to new markets [67], such as
novel forms of disease surveillance and health promotion. These activities were previously impossible because
leveraging big and unstructured data in real-time is not
feasible for humans and standard statistical approaches.
Therefore, these “new market” applications may be
among the first widely used AI tools in public health.
Conversely, respondents characterized core public health
activities as requiring high-performance, including minimal bias, attention to health equity, and high accuracy,
due to the sector’s impact on people’s health. These
requirements explain experts’ concern about hype and
predict that core public health will be more difficult to
disrupt than the mainstream of other markets. For
example, market segments interested in activities like
targeted advertising of consumer products and movie
recommendations may find that their needs are already
met by the performance levels of current AI tools. The
disruptive innovation perspective also suggests that public
health organizations may be able to accelerate adoption of
AI by establishing semi-autonomous innovation units
[66]. This is analogous to the approach taken by the city
of Chicago with their Department of Innovation and
Technology, which helped the city’s public health department become a leader in the application of AI [68]. In
jurisdictions without sufficient resources to consider this
at the local or regional-level, such a strategy could be considered by state/provincial or national bodies. In the nearterm, AI is likely to be restricted to use in new (previously
impossible) public health domains with strict oversight.
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As AI’s performance improves, it may be applied to progressively more core public health needs.
Strengths and limitations

To our knowledge, this is the first study to systematically
and broadly assess experts’ appraisal of the implications
of AI for public health practice. We used a credible
qualitative study design that revealed diverse perspectives from multiple disciplines, countries, and settings.
Our study was limited by a small sample size and nonprobability sampling. Therefore, in the context of the broad
area of inquiry, our results are unlikely to capture all possible implications of AI for public health practice. However,
this was not our intention. Additionally, our sample had a
smaller number of female participants, which may reflect a
lack of diversity in AI-research and industry [69]. We also
recruited relatively few AI-focused researchers. Given that
all invitees who refused to participate were in the AI field,
this may reflect the lack of capacity identified in our study.

Conclusions
Our results highlight that AI holds promise for improving
public health practice; however, many barriers remain,
and risks need to be better characterized. Experts emphasized the potential for AI to improve disease surveillance
and health promotion interventions, which should be the
focus of further research and evaluative studies. To successfully implement AI, initiatives increasing AI expertise
and funding for public health are necessary. Public health
policy innovations should improve the standardization, integration, and availability of relevant high-quality data.
Further research is also needed to determine the best usecases of AI, how to mitigate bias, and how to ensure a
positive impact on health equity. In the meantime, training initiatives for AI-practitioners in public health should
emphasize the limitations of AI, in order to combat hype.
Finally, ongoing research and collaboration is needed to
better regulate AI, steering it towards truly benefiting
population health. As one respondent phrased it: “AI’s
gonna have an impact on everything in society, so it has to
have an impact on public health”. As this impact comes, it
is up to the public health community whether we will be
ahead of, or behind, the curve.
Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12889-020-10030-x.
Additional file 1. COREQ (COnsolidated criteria for REporting Qualitative
research) Checklist: COREQ Checklist.
Additional file 2. Artificial Intelligence and Public Health: Interview
Guide: Interview Guide.
Additional file 3. Description of Interviewers.
Additional file 4. Detailed Coding Information.

Morgenstern et al. BMC Public Health

(2021) 21:40

Additional file 5. Specific Participant Characteristics.

Page 13 of 14

6.

Additional file 6. Supporting Participant Quotations.
7.
Abbreviations
AI: Artificial intelligence; COREQ: Consolidated criteria for reporting qualitative
research; EMR: Electronic Medical Record; NGO: Non-governmental
organization; EtD: Evidence to Decision
Acknowledgements
Not applicable.
Authors’ contributions
JDM assisted in the design of the study, collected data, conducted analyses,
interpreted the results, and led the writing. LCR interpreted the study results
and revised the manuscript. MJD interpreted the study results and revised
the manuscript. VG interpreted the study results and revised the manuscript.
HS interpreted the study results and revised the manuscript. TP conceived
and supervised the study, led the study design, collected data, conducted
analyses, interpreted the results, and revised the manuscript. All authors have
read and approved the manuscript.

8.

9.

10.

11.

12.

Funding
Not applicable.

13.

Availability of data and materials
The datasets generated and analysed during the current study cannot be
made available due to the richness of qualitative data, the limited number of
experts in this field, and the corresponding risk of re-identification of
participants.

14.

Ethics approval and consent to participate
The project was conducted in accordance with the Declaration of Helsinki. It
was approved by the Hamilton Integrated Research Ethics Board (Project #:
4825). Informed written consent was requested and obtained from each
participant.

16.

15.

17.
18.

Consent for publication
Not applicable.
19.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Department of Health Research Methods, Evidence, and Impact, McMaster
University, Hamilton, Ontario, Canada. 2Dalla Lana School of Public Health,
University of Toronto, Toronto, Ontario, Canada. 3Institute for Clinical
Evaluative Sciences, Toronto, Ontario, Canada. 4Public Health Ontario,
Toronto, Ontario, Canada. 5Vector Institute, Toronto, Ontario, Canada.
6
Department of Computer Science, Western University, London, Ontario,
Canada. 7Department of Biology, Western University, London, Ontario,
Canada. 8Department of Actuarial Sciences and Statistics, Western University,
London, Ontario, Canada. 9Brain and Mind Institute, Western University,
London, Ontario, Canada. 10Department of Medicine, McMaster University,
Hamilton, Ontario, Canada.

20.

21.
22.
23.

24.
25.

Received: 18 September 2020 Accepted: 9 December 2020
26.
References
1. Russell SJ, Norvig P. Artificial intelligence: a modern approach. 2nd ed.
Upper Saddle River: Prentice Hall; 2003.
2. Kaplan A, Haenlein M. Siri, Siri, in my hand: Who’s the fairest in the land? On
the interpretations, illustrations, and implications of artificial intelligence. Bus
Horiz. 2019;62(1):15–25. https://doi.org/10.1016/J.BUSHOR.2018.08.004.
3. Langley P. The changing science of machine learning. Mach Learn. 2011;
82(3):275–9. https://doi.org/10.1007/s10994-011-5242-y.
4. Samuel AL. Some studies in machine learning using the game of checkers.
IBM J Res Dev. 1959;3(3):210–29. https://doi.org/10.1147/rd.33.0210.
5. Lacey D. 3D data management: controlling data volume, velocity and
variety. META Gr Res note. 2001;6(70):1.

27.

28.

29.

Hosny A, Parmar C, Quackenbush J, Schwartz LH, Aerts HJWL. Artificial
intelligence in radiology. Nat Rev Cancer. 2018;18(8):500–10. https://doi.org/
10.1038/s41568-018-0016-5.
Esteva A, Kuprel B, Novoa RA, et al. Dermatologist-level classification of skin
cancer with deep neural networks. Nature. 2017;542(7639):115–8. https://doi.
org/10.1038/nature21056.
Wang D, Khosla A, Gargeya R, Irshad H, Beck AH. Deep learning for
identifying metastatic breast cancer; 2016. http://arxiv.org/abs/1606.05718.
Accessed 7 Sep 2019.
Johnson SR. Population health management could see wins from AI,
machine learning | Modern Healthcare Indepth. Modern Healthcare
InDepth. https://www.modernhealthcare.com/indepth/how-ai-plays-role-inpopulation-health-management/. Published 2018. Accessed 20 June 2019.
The Lancet Public Health TLP. Next generation public health: towards
precision and fairness. Lancet Public Health. 2019;4(5):e209. https://doi.org/
10.1016/S2468-2667(19)30064-7.
Brownstein JS, Freifeld CC, Madoff LC. Digital disease detection —
harnessing the web for public health surveillance. N Engl J Med. 2009;
360(21):2153–7. https://doi.org/10.1056/NEJMp0900702.
Walsh CG, Ribeiro JD, Franklin JC. Predicting risk of suicide attempts over
time through machine learning. Clin Psychol Sci. 2017;5(3):457–69. https://
doi.org/10.1177/2167702617691560.
Holmes E, Loo RL, Stamler J, et al. Human metabolic phenotype diversity
and its association with diet and blood pressure. Nature. 2008;453(7193):
396–400. https://doi.org/10.1038/nature06882.
Wiens J, Shenoy ES. Machine learning for healthcare: on the verge of a
major shift in healthcare epidemiology. Clin Infect Dis. 2018;66(1):149–53.
https://doi.org/10.1093/cid/cix731.
Flaxman AD, Vos T. Machine learning in population health: opportunities
and threats. PLoS Med. 2018;15(11):e1002702. https://doi.org/10.1371/
journal.pmed.1002702.
Mooney SJ, Pejaver V. Big data in public health: terminology, machine
learning, and privacy. Annu Rev Public Health. 2018;39:95–112. https://doi.
org/10.1146/annurev-publhealth-040617-014208.
Olstad DL, McIntyre L. Reconceptualising precision public health. BMJ Open.
2019;9(9):e030279. https://doi.org/10.1136/bmjopen-2019-030279.
Bradshaw C, Atkinson S, Doody O. Employing a qualitative description
approach in health care research. Glob Qual Nurs Res. 2017;4:
2333393617742282. https://doi.org/10.1177/2333393617742282.
Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K.
Purposeful sampling for qualitative data collection and analysis in mixed
method implementation research. Adm Policy Ment Health. 2015;42(5):533–
44. https://doi.org/10.1007/s10488-013-0528-y.
PAHO/WHO. The essential public health functions as a strategy for
improving overall health systems performance: trends and challenges since
the public health in the Americas initiative, 2000-2007. Washington, DC;
2008. http://www1.paho.org/hq/dmdocuments/2010/EPHF_Strategy_to_
Strengthen_Performance.pdf. Accessed 25 June 2019.
Green J, Thorogood N. Qualitative methods for health research. Los
Angeles: SAGE PublicationsSage CA; 2018.
Descript Version 2.4.0 (10328). 2019. www.descript.com.
Dedoose Version 8.2.14, web application for managing, analyzing, and
presenting qualitative and mixed method research data. 2019. www.
dedoose.com.
WordArt. 2020. https://www.wordart.com.
Horton R. Offline: in defence of precision public health. Lancet. 2018;
392(10157):1504. https://doi.org/10.1016/S0140-6736(18)32741-7.
Shaban-Nejad A, Lavigne M, Okhmatovskaia A, Buckeridge DL. PopHR: a
knowledge-based platform to support integration, analysis, and visualization
of population health data. Ann N Y Acad Sci. 2017;1387(1):44–53. https://doi.
org/10.1111/nyas.13271.
Sadilek A, Caty S, DiPrete L, et al. Machine-learned epidemiology: real-time
detection of foodborne illness at scale. NPJ Digit Med. 2018;1(1):36. https://
doi.org/10.1038/s41746-018-0045-1.
Niiler E. An AI Epidemiologist Sent the First Warnings of the Wuhan
Virus | WIRED. Wored. https://www.wired.com/story/ai-epidemiologistwuhan-public-health-warnings/. Published January 25, 2020. Accessed 15
Mar 2020.
Bogoch II, Brady OJ, Kraemer MUG, et al. Anticipating the international
spread of Zika virus from Brazil. Lancet. 2016;387(10016):335–6. https://doi.
org/10.1016/S0140-6736(16)00080-5.

Morgenstern et al. BMC Public Health

(2021) 21:40

30. McNabb SJN, Koo D, Seligman J. Centers for disease control and prevention.
Informatics and public health at CDC. MMWR Suppl. 2006;55(2):25–8 http://
www.ncbi.nlm.nih.gov/pubmed/17183240. Accessed September 11, 2019.
31. Hu L, Bell D, Antani S, et al. An observational study of deep learning and
automated evaluation of cervical images for cancer screening. JNCI J Natl
Cancer Inst. 2019. https://doi.org/10.1093/jnci/djy225.
32. Husten L. Apple Watch and atrial fibrillation detection: more harm than
good? - STAT. STAT News. https://www.statnews.com/2019/03/15/applewatch-atrial-fibrillation/. Published March 15, 2019. Accessed 15 Mar 2020.
33. Arney D, Senges M, Gerke S, et al. A user-focused Transdisciplinary research
agenda for AI-enabled health tech governance; 2019. https://cyber.harvard.
edu/publication/2019/user-focused-transdisciplinary-research-agenda-ai-en-.
Accessed 10 Mar 2020.
34. Arno A, Thomas S. The efficacy of nudge theory strategies in influencing
adult dietary behaviour: a systematic review and meta-analysis. BMC Public
Health. 2016;16(1):676. https://doi.org/10.1186/s12889-016-3272-x.
35. Capurro D, Cole K, Echavarría MI, Joe J, Neogi T, Turner AM. The use of
social networking sites for public health practice and research: a systematic
review. J Med Internet Res. 2014;16(3). https://doi.org/10.2196/jmir.2679.
36. Welch V, Petkovic J, Pardo Pardo J, Rader T, Tugwell P. Interactive social
media interventions to promote health equity: An overview of reviews. Heal
Promot Chronic Dis Prev Canada. 2016;36(4):63–75. https://doi.org/10.24095/
hpcdp.36.4.01.
37. Laranjo L, Arguel A, Neves AL, et al. The influence of social networking sites
on health behavior change: a systematic review and meta-analysis. J Am
Med Inform Assoc. 2015;22(1):243–56. https://doi.org/10.1136/amiajnl-2014002841.
38. Stein N, Brooks K. A fully automated conversational artificial intelligence for
weight loss: longitudinal observational study among overweight and obese
adults. JMIR Diabetes. 2017;2(2):e28. https://doi.org/10.2196/diabetes.8590.
39. Fitzpatrick KK, Darcy A, Vierhile M. Delivering cognitive behavior therapy to
young adults with symptoms of depression and anxiety using a fully
automated conversational agent (Woebot): a randomized controlled trial.
JMIR Ment Heal. 2017;4(2):e19. https://doi.org/10.2196/mental.7785.
40. Wilder B, Ching Ou H, de la Haye K, Tambe M. Op-Timizing network
structure for preventative health. 2018;9 www.ifaamas.org. Accessed 3
Mar 2020.
41. Phillips CV, Goodman KJ. The missed lessons of sir Austin Bradford Hill.
Epidemiol Perspect Innov. 2004;1(1):1–5. https://doi.org/10.1186/1742-5573-1-3.
42. S. J M. Big data in public health: terminology, machine learning, and
privacy. Annu Rev Public Health. 2018;39:95–112. https://doi.org/10.1146/
annurev-publhealth-040617-014208.
43. Schuler MS, Rose S. Targeted maximum likelihood estimation for causal
inference in observational studies. Am J Epidemiol. 2017;185(1):65–73.
https://doi.org/10.1093/aje/kww165.
44. Molnar C. Interpretable machine learning: a guide for making black box
models explainable: Leanpub; 2019. https://christophm.github.io/
interpretable-ml-book/.
45. Fisher S, Hsu A, Mojaverian N, et al. Dementia population risk tool
(DemPoRT): study protocol for a predictive algorithm assessing dementia
risk in the community. BMJ Open. 2017;7(10). https://doi.org/10.1136/
bmjopen-2017-018018.
46. Rosella LC, Manuel DG, Burchill C, Stukel TA. A population-based risk
algorithm for the development of diabetes: development and validation
of the diabetes population risk tool (DPoRT). https://doi.org/10.1136/
jech.2009.102244.
47. Manuel DG, Tuna M, Bennett C, et al. Development and validation of a
cardiovascular disease risk-prediction model using population health
surveys: the cardiovascular disease population risk tool (CVDPoRT). CMAJ.
2018;190(29):E871–82. https://doi.org/10.1503/cmaj.170914.
48. Christodoulou E, Ma J, Collins GS, Steyerberg EW, Verbakel JY, Van Calster B.
A systematic review shows no performance benefit of machine learning
over logistic regression for clinical prediction models. J Clin Epidemiol. 2019;
110:12–22. https://doi.org/10.1016/j.jclinepi.2019.02.004.
49. Nusinovici S, Tham YC, Chak Yan MY, et al. Logistic regression was as good
as machine learning for predicting major chronic diseases. J Clin Epidemiol.
2020;0(0). https://doi.org/10.1016/j.jclinepi.2020.03.002.
50. Morgenstern JD, Buajitti E, O’Neill M, et al. Predicting population health with
machine learning: a scoping review. BMJ Open. 2020;10:e037860. https://doi.
org/10.1136/bmjopen-2020-037860.

Page 14 of 14

51. UM Today Staff. Building equitable AI for public health. UM Today. https://
news.umanitoba.ca/building-equitable-ai-for-public-health/. Published
January 17, 2020.
52. Panch T, Mattie H, Celi LA. The “inconvenient truth” about AI in healthcare.
NPJ Digit Med. 2019;2(1):77. https://doi.org/10.1038/s41746-019-0155-4.
53. Guttmann A. The SPOR Canadian data platform: opportunity for multiprovincial research. CMAJ. 2019;191(40):E1091–2. https://doi.org/10.1503/
cmaj.191040.
54. Savel TG, Foldy S. Centers for Disease Control and Prevention. The role of
public health informatics in enhancing public health surveillance. MMWR
Suppl. 2012;61(3):20–4 http://www.ncbi.nlm.nih.gov/pubmed/22832993.
Accessed 11 Sep 2019.
55. Cunningham-burley S. Public acceptability of data sharing; 2013.
October 2014.
56. Skovgaard LL, Wadmann S, Hoeyer K. A review of attitudes towards the
reuse of health data among people in the European Union: the primacy of
purpose and the common good. Health Policy (New York). 2019;123(6):564–
71. https://doi.org/10.1016/j.healthpol.2019.03.012.
57. Aitken M, De St Jorre J, Pagliari C, Jepson R, Cunningham-Burley S. Public
responses to the sharing and linkage of health data for research purposes: a
systematic review and thematic synthesis of qualitative studies. BMC Med
Ethics. 2016;17(1):1–24. https://doi.org/10.1186/s12910-016-0153-x.
58. Obermeyer Z, Powers B, Vogeli C, Mullainathan S. Dissecting racial bias in an
algorithm used to manage the health of populations. Science (80- ). 2019;
366(6464):447–53. https://doi.org/10.1126/science.aax2342.
59. Gijsberts CM, Groenewegen KA, Hoefer IE, et al. Race/ethnic differences in
the associations of the Framingham risk factors with carotid IMT and
cardiovascular events. PLoS One. 2015;10(7):e0132321. https://doi.org/10.
1371/journal.pone.0132321.
60. Lazer D, Kennedy R, King G, Vespignani A. The parable of google flu: traps
in big data analysis. Science (80- ). 2014;343(6176):1203–5. https://doi.org/10.
1126/science.1248506.
61. Cahan EM, Hernandez-Boussard T, Thadaney-Israni S, Rubin DL. Putting the
data before the algorithm in big data addressing personalized healthcare.
NPJ Digit Med. 2019;2(1):78. https://doi.org/10.1038/s41746-019-0157-2.
62. Federal Drug Administration. Proposed regulatory framework for
modifications to artificial intelligence/machine learning (AI/ML)-based
software as a medical device (SaMD)-discussion paper and request for
feedback; 2020. https://www.fda.gov/downloads/medicaldevices/
deviceregulationandguidance/guidancedocuments/ucm514737.pdf.
Accessed 15 Mar 2020.
63. Alonso-Coello P, Schünemann HJ, Moberg J, et al. GRADE evidence to
decision (EtD) frameworks: a systematic and transparent approach to
making well informed healthcare choices. 1: introduction. BMJ. 2016;353:
i2016. https://doi.org/10.1136/bmj.i2016.
64. Moberg J, Oxman AD, Rosenbaum S, et al. The GRADE evidence to decision
(EtD) framework for health system and public health decisions. Heal Res
Policy Syst. 2018;16(1):45. https://doi.org/10.1186/s12961-018-0320-2.
65. Christensen CM, Grossman JH, Hwang J. The Innovator’s prescription: a
disruptive solution for health care: McGraw-Hill; 2009. https://www.hbs.edu/
faculty/Pages/item.aspx?num=35729. Accessed 11 Sep 2019.
66. Hwang J, Christensen CM. Disruptive innovation in health care delivery: a
framework for business-model innovation. Health Aff. 2008;27(5):1329–35.
https://doi.org/10.1377/hlthaff.27.5.1329.
67. Eggers WD, Baker L, Vaughn A. Public sector, disrupted: how disruptive
innovation can help government achieve more for less. Deloitte Insights.
2019; https://www2.deloitte.com/us/en/insights/topics/innovation/publicsector-disrupted.html. Accessed 11 Sep 2019.
68. Choucair B, Bhatt J, Mansour R. A bright future: innovation transforming
public health in Chicago. J Public Health Manag Pract. 2015;21(Suppl 1):
S49–55. https://doi.org/10.1097/PHH.0000000000000140.
69. Chin C. AI Is the Future—But Where Are the Women? | WIRED. Wired.
https://www.wired.com/story/artificial-intelligence-researchers-genderimbalance/. Published August 17, 2018. Accessed September 3, 2019.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

