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What this study adds
This study adds to a growing body of literature that short-term 
temperatures are a population-level risk factor for sudden car-
diac death (SCD). It adds to the limited body of evidence on 
the impacts of nonextreme temperatures on SCD and suggests 
that both warm and cold temperatures are associated with an 
increasing risk of SCD.
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Short-term exposures to temperature and risk of 
sudden cardiac death in women
A case-crossover analysis in the Nurses’ Health Study
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Background:  Sudden cardiac death (SCD) is a major source of mortality and is the first manifestation of heart disease for most 
cases. Thus, there is a definite need to identify risk factors for SCD that can be modified on the population level. Short-term expo-
sures to temperature have been implicated as a potential risk factor. Our objective was to determine if short-term temperature expo-
sures were associated with increased risk of SCD in a US-based time-stratified case-crossover study.
Methods:  A total of 465 cases of SCD were identified among participants of the prospective Nurses’ Health Study (NHS). Control 
days were selected from all other matching days of the week within the same month as the case day. Average ambient temperature 
on the current day (Lag0) and preceding 27 days (Lags1–27) was determined at the residence level using 800-m resolution estimates. 
Conditional logistic distributed lag nonlinear models (DLNMs) were used to assess the relative risk (RR) of the full range of temperature 
exposures over the lag period.
Results:  Warmer exposures in the days before event and colder temperatures 21–28 days prior were associated with increased 
risks of SCD. These results were driven by associations in regions other than the Northeast and among married women.
Conclusions:  Both warm and cold ambient temperatures are suggestively associated with risks of SCD among middle-aged and 
older women living across the United States.
Keywords:  Sudden cardiac death; Mortality; Heart disease; Risk factors

Introduction
Sudden cardiac death (SCD) accounts for approximately 
180,000–400,000 deaths in the United States each year.1–3 The 
lifetime risk of SCD has been estimated to be 10.9% among men 
and 2.8% among women, although lifestyle factors (e.g., blood 
pressure) only explain some of this risk.4 Therefore, there is a 
need to identify risk factors that can be modified on a popula-
tion level to broadly impact SCD risk.

Seasonal patterns in cardiovascular incidence and mortality 
have been observed in countries around the world,5,6 with con-
sistently higher disease incidence in winter months.7,8 Although 
many studies have observed this pattern for SCD as well,7–10 
some studies have observed higher incidence of SCD in the 
summer.9,11–16 Exposures to extreme temperatures have also 
been associated with increased odds of SCD or out-of-hospital 
cardiac arrest (OHCA) in multiple study settings.7,8,16–44 Less is 
known, however, on the impact of more moderate temperatures 
on SCD or on associations in United States populations.13,45 Our 
objective was to examine the association between short-term 
temperature and changes in temperature with risks of SCD in 
women living throughout the United States. We also wanted to 
examine these associations among subpopulations (defined by 
region, season, and marital status [as a measure of socioeco-
nomic status]).
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Methods

Study population

The Nurses’ Health Study (NHS) is a prospective cohort study 
that began in 1976 with 121,701 married female registered 
nurses, 30–55 years of age, who each completed a mailed 
questionnaire. At the study inception, the nurses resided in 11 
states (CA, CT, FL, MA, MD, MI, NJ, NY, OH, PA, and TX); 
however, due to residential mobility, there are now at least 10 
cohort members in all 50 states and the District of Columbia. 
Follow-up questionnaires, with response rates above 90%, are 
mailed every 2 years to update information on risk factors and 
the occurrence of major illnesses.46,47 Information on residential 
address is updated for each questionnaire, enabling residential 
mobility over follow-up to be accounted for. The study proto-
col was approved by the Institutional Review Board of Brigham 
and Women’s Hospital, and implied consent was inferred from 
the return of questionnaires.

Sudden cardiac death case ascertainment

Deaths in the cohort are identified by reports from next of kin, 
postal authorities, or by searching the National Death Index 
(NDI). Details on the method of classifying SCD in this cohort 
have been published previously.3 Briefly, SCDs were confirmed 
by physician review of medical records and next-of-kin reports 
regarding the circumstances surrounding the death if not ade-
quately documented in the medical record. Cardiac deaths were 
considered sudden if the death or cardiac arrest occurred within 
1 hour of the onset of symptoms. To increase specificity for 
arrhythmic death, we also required there be no evidence of circu-
latory collapse or a neurologic event before the disappearance of 
the pulse.48 Unwitnessed deaths or deaths that occurred during 
sleep where the participant was documented to be symptom free 
within the preceding 24 hours were considered probable SCDs if 
an autopsy or circumstances suggested that the death could have 
been arrhythmic.49 SCD follow-up included all cases from the 

start of the cohort through the end of 2012. We excluded cases 
without complete information on date of death (n = 6) and those 
(n = 27) that occurred before temperature data were available.

Short-term exposures to temperature

Gridded (800-m resolution) daily ambient temperature data 
from 1981 to 2012 were obtained from the Parameter-Elevation 
Regressions on Independent Slopes Model (PRISM) Climate 
Group time series datasets50 from the Northwest Alliance for 
Computational Science & Engineering (NASCE).51 The predic-
tions were produced from climatologically aided interpolation, 
have been shown to predict accurately (r2 = 0.99 and mean 
absolute error = 1.49 °F) when compared with weather station 
values, and have determined to be highly useful for environ-
mental epidemiology studies.52 Briefly, temperature data from 
all weather stations across the conterminous United States 
from 1981 onward were compiled into a weighted regression 
model, accounting for elevation and other climatological fac-
tors, to produce grid-level daily average surface air temperature. 
Ambient average daily temperature data were assigned to each 
participants’ residential addresses for the 27 days before each 
case and control day.

Statistical methods

We used a nested time-stratified case-crossover design to assess 
the associations of temperature on the current day (Lag0), the 
preceding 27 days (Lags1–27), the preceding week (average of 
Lags0–6), and previous weeks (average of Lags7–13, average of 
Lags14–20, and average of Lags21–27) with risk of SCD.53,54 Control 
days were selected to include all other matching days of the week 
within the same calendar month. The case-crossover design has 
been shown to effectively control for interindividual personal 
characteristics (e.g., age, sex, and race/ethnicity) and confound-
ers; the time-stratified approach additionally controls for other 
potential confounders that vary with time, including lifestyle 

Figure 1.  Residential addresses of the 465 participants who died of an SCD within the NHS.
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factors, seasonality, and long-term secular trends. Therefore, our 
models do not adjust for personal characteristics.

We performed conditional logistic regression stratifying on 
the matched set to obtain relative risks (RRs) and 95% confi-
dence intervals (CIs) for each of the week averages. For com-
parability across measures, we present RRs for an interquartile 
range (IQR) increase in temperature. Deviations from linearity 
in the dose-response were assessed through the use of cubic 
regression splines.55 Likelihood ratio tests comparing the model 
with the spline to a linear model were used to determine statis-
tically significant deviations from linearity. To assess the overall 
impact of exposures from the current day to 27 days prior, we 
used distributed lag nonlinear models (DLNMs).56 The models 
included natural splines with 3 degrees of freedom each for tem-
perature and the lag periods.

To assess potential effect modification by season (spring, 
summer, fall, and winter), region (Northeast: yes/no), and mari-
tal status (married: yes/no, as a proxy for socioeconomic status), 
we calculated the DLNM within strata. A two-sided P value of 
0.05 was considered statistically significant. All analyses were 
performed in SAS, version 9.4, or R, version 4.3.1.

Results
There were a total of 465 cases of SCD between January 1981 
and December 2012. A total of 1555 control days were selected. 
The spatial distribution of the cases is shown in Figure 1. The 
cases were all women, predominantly white, and mainly lived in 
the Northeast (Table 1). The average age at the time of SCD was 
73.4 (SD = 6.5) years, and events were least likely to happen in 
the fall and on Wednesdays.

The distributions of the exposures are presented in Table 2. 
The means and SDs were similar, regardless of the exposure time 
window, with averages around 11.5 °C and SDs around 10 °C. 
The range of temperature exposures was wide, with differences 
between the 1st and 99th percentiles of over 40 °C.

Increasing temperature in the 3 weeks prior (Lags0–20) was sug-
gestively associated with increasing risks of SCD (Table 3). Each 
IQR increase (15.90 °C) in the days before an event (average of 
Lags0–6) was associated with an RR = 1.44 (95% CI = 0.83, 2.50) 
of SCD in models including all 4 weeks of average exposures. 
Increasing average exposures on Lags21–27 were associated with 
decreasing risks (RR = 0.88 [95% CI = 0.47, 1.62]), although 
this exposure-response displayed deviations from linearity (P 
value for test for linearity = 0.004). As shown in Figure 2, asso-
ciations between temperature and SCD were more pronounced 
directly before and almost a month prior to the event, with cold 
effects being the most important after Lag25. When examining 
the impacts of exposure on specific lag days (Figure 3), warmer 
temperatures were important on Lag0, while U-shaped associa-
tions were observed for Lag13, Lag20, and Lag27. In stratified mod-
els (Figure S1; http://links.lww.com/EE/A288), it was clear that 
although a little under half of the participants lived outside of the 
Northeast, the overall pattern in the full dataset was being driven 
by the pattern in these other regions. In the Northeast, there 
were stronger effects in the earlier lag days and stronger effects 
of warmer temperatures than in the other regions. Similarly, 
the patterns in the overall dataset were driven by those among 
married women, although they represented less than half of the 
included participants. The patterns among the four seasons were 
different, with the largest associations with cold temperatures in 
the winter at longer lags but with shorter lags in the spring and 
summer and elevated associations with warmer temperatures at 
shorter lags in all non-winter seasons.

Discussion
In this study of women from the US general population, increas-
ing temperatures on the days before an event and decreasing 

temperatures almost a month prior were suggestively associated 
with increased risk of sudden cardiac death. These associations 
were driven by participants living outside the Northeast and by 
those who were married.

Our findings of an impact of temperature on SCD are consistent 
with the international literature on this topic,8,13,16,19,20,22,37,38,44,45,57  
although many studies have focused specifically on tempera-
ture extremes.7,19,37,38,45,57 An early study in Canada found that 
among men under 65 years of age, cold snaps (defined as days 
on which the mean temperature was at least 4.4 °C lower than 
the day before) were associated with 16% increase in the num-
ber of SCDs.7 Similar findings were shown in a Tunisian study, 
where there was an increase in SCD when temperatures dropped 
below 15 °C.8 In a series of Finnish case-crossover studies con-
ducted within The Finnish Study of Genotype and Phenotype 
Characteristics of Sudden Cardiac Death (FinGesture), expo-
sures to cold spells (defined as 3 or more consecutive days with 
a daily minimum temperature below the fifth percentile for that 
address 1961–2011) in the 7 days preceding the death were con-
sistently associated with an increased odds of SCD (odds ratio 
[OR] = 1.33 [95% CI = 1.00, 1.78]). These associations were 
strongest for longer cold spells, in autumn and winter, and in 

Table 1.

Selected characteristics at the time of death of the 465 women 
from the NHS with a SCD between January 1981 and December 
2012

Characteristic n (%) or mean ± SD

Age (yrs) 73.4 ± 6.5
Race
 � African American 6 (1.3)
 � White 447 (96.1)
 � Other race 12 (2.6)
Prior evidence of coronary heart disease
 � Yes 2 (0.4)
 � No 463 (99.6)
Smoking status
 � Current 104 (22.4)
 � Former 197 (42.4)
 � Never 164 (35.3)
Regular aspirin use
 � Yes 167 (35.9)
 � No 216 (46.5)
 � Missing 82 (17.6)
Marital status
 � Married 208 (44.7)
 � Single/widowed/divorced 257 (55.3)
Husband’s educational attainment
 � Less than high school 23 (5.0)
 � High school 79 (17.0)
 � More than high school 131 (28.2)
 � Missing or never married 232 (49.9)
Census region of residence
 � Northeast 241 (51.8)
 � Midwest 69 (14.8)
 � West 62 (13.3)
 � South 93 (20.0)
Season of death
 � Spring (March to May) 125 (26.9)
 � Summer (June to August) 106 (22.8)
 � Fall (September to November) 95 (20.4)
 � Winter (December to February) 139 (29.9)
Day of week of death
 � Sunday 65 (14.0)
 � Monday 68 (14.6)
 � Tuesday 83 (17.9)
 � Wednesday 55 (11.8)
 � Thursday 72 (15.5)
 � Friday 60 (12.9)
 � Saturday 62 (13.3)

http://links.lww.com/EE/A288
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those with prior ischemic heart disease and not taking cardio-
protective medications, and in those with higher levels of coro-
nary stenosis.37,38,57 In a study of 243 sudden cardiac deaths in 
Israel, a ratio of observed to expected deaths of 1.20 (listed as 
not statistically significant) was observed for temperatures <15 
°C on the day of event, compared with 1.00 for temperatures 
of 15–30 and 0.75 for temperatures >30. Associations were 
stronger among those with known heart disease.9 The findings 
of these studies are in alignment with our findings at both ends 
of the temperature range. In a Taiwanese study among patients 
with arrhythmogenic right ventricular dysplasia/cardiomy-
opathy, a total of 68 SCDs were confirmed by autopsy. SCDs 
peaked in summer months, increasing temperature on the day 
of the event (OR = 1.23 [95% CI = 1.16, 1.31], per SD increase) 
was associated with odds of SCD, after adjustment for other 
meteorological factors (e.g., sunshine duration, humidity).20 
Among SCDs identified from autopsies in Budapest, Hungary 
(1995–2002), there was a negative correlation between daily 
mean temperature and number of SCDs.14 A negative correla-
tion between minimum daily temperature sudden cardiac deaths 
was observed in Tokyo between 2012 and 2013.58 There have 

also been numerous studies that have observed increases in 
SCD with both hot and cold temperatures,19,22 indicating that 
there are complex patterns between SCD and temperature that 
vary around the world. In one of only a few studies on this 
topic in the United States, the relative risk of SCDs occurring in 
Olmstead County, MN was elevated in all seasons relative to the 
summer and in colder (below 17 °C) temperatures.13 In a study 
using daily mortality data from 50 US cities, exposures to both 
cold (daily maximum temperature less than or equal to the first 
percentile) and hot (daily minimum temperature ≥99th percen-
tile) days were associated with increases in cardiac arrest deaths, 
and there was evidence that these associations were modified by 
average temperatures and temperature variability, availability of 
heating and cooling.45

An association between short-term exposures to tempera-
ture and SCD is biologically plausible through multiple mech-
anisms. These have previously been summarized by Ryti et al. 
and include changes in blood composition factors, changes in 
blood pressure, changes in autonomic function, changes in car-
diac oxygen demand, and changes in endothelial function.57 For 
example, in studies where individuals were exposed to a few 

Table 2.

Distributions of average daily temperature (°C) for the 2020 (465 cases and 1555 controls) days included in the analyses

Distribution percentiles

Time window Mean SD 50th IQR 25th 75th 1st 99th

All days

Lag 0 11.52 10.07 12.21 16.08 3.81 19.89 −12.00 29.36
Lag 1 11.58 10.08 12.13 16.05 3.93 19.98 −11.17 29.40
Lag 2 11.59 10.08 11.88 16.08 3.93 20.01 −10.66 29.24
Lag 3 11.51 10.07 11.94 16.24 3.70 19.93 −11.55 29.56
Lag 4 11.47 10.07 11.82 16.14 3.54 19.68 −11.68 29.42
Lag 5 11.50 10.09 11.95 15.99 3.78 19.77 −12.29 29.26
Lag 6 11.42 10.17 11.86 16.31 3.51 19.82 −11.48 29.12
Lag 7 11.57 10.10 12.29 16.04 3.89 19.92 −11.60 29.36
Lag 8 11.56 10.10 12.02 16.07 3.89 19.95 −11.31 29.42
Lag 9 11.58 10.13 12.00 16.13 3.81 19.94 −10.66 29.33
Lag 10 11.53 10.17 11.86 16.46 3.55 20.01 −11.51 29.69
Lag 11 11.51 10.21 11.94 16.29 3.59 19.88 −12.27 29.37
Lag 12 11.45 10.21 12.04 16.34 3.49 19.83 −12.49 29.50
Lag 13 11.37 10.24 11.89 16.58 3.24 19.82 −11.36 29.24
Lag 14 11.58 10.16 12.34 16.33 3.62 19.95 −11.28 29.44
Lag 15 11.54 10.20 12.34 16.29 3.73 20.02 −11.56 29.47
Lag 16 11.58 10.21 12.04 16.27 3.71 19.98 −10.68 29.46
Lag 17 11.63 10.18 12.03 16.56 3.64 20.19 −11.77 29.75
Lag 18 11.64 10.15 12.09 16.36 3.67 20.03 −11.89 29.37
Lag 19 11.58 10.07 12.27 16.24 3.68 19.91 −11.50 29.29
Lag 20 11.46 10.18 12.01 16.44 3.49 19.93 −11.15 29.24
Lag 21 11.64 10.22 12.32 16.60 3.55 20.15 −10.77 29.36
Lag 22 11.59 10.34 12.50 16.61 3.53 20.13 −11.71 29.67
Lag 23 11.60 10.36 12.16 16.83 3.40 20.23 −11.06 29.78
Lag 24 11.64 10.33 12.17 16.62 3.64 20.26 −11.77 29.88
Lag 25 11.73 10.26 12.09 16.45 3.88 20.33 −12.19 29.47
Lag 26 11.72 10.11 12.35 16.34 3.82 20.15 −11.50 29.52
Lag 27 11.62 10.17 12.26 16.62 3.54 20.15 −10.90 29.54

Table 3.

Case-crossover–based associations per IQR increase of average daily temperature in the 28 days prior and risk of SCD from 1981 to 
2012 among 465 women in the NHS

Time window Case days Control days IQR RR (95% CI)

Avg 0–6 465 1,555 15.90 1.44 (0.83, 2.50)
Avg 7–13 465 1,555 16.09 1.15 (0.64, 2.06)
Avg 14–20 465 1,555 16.23 1.35 (0.74, 2.48)
Avg 21–27a 465 1,555 16.53 0.88 (0.47, 1.62)

Lag
0
 represents exposures on the current day, Lag

1
 on the previous day, etc. All exposures are modeled simultaneously.

aThe average of Lags
21–27

 displayed statistically significant deviations from linearity but is included for completeness.
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hours of moving air to induce cooling, increases in platelets, red 
blood cells, fibrinogen, cholesterol, and blood viscosity were 
observed, with larger increases in elderly participants compared 
with young adults.59,60 Similar effects have also been observed 
in studies of individuals subjected to high temperatures.61 Blood 
pressure has also been shown to vary with ambient temperature, 
with evidence of higher blood pressure in colder, as opposed to 
warmer, temperatures.60,62–64 Exposures to extreme temperatures 

have also been shown to alter autonomic function and that this 
dysregulation increases with age.65,66 Lastly, emerging evidence 
suggests that extremes in short-term temperature exposures are 
associated with ventricular arrhythmias, which may underlie the 
findings observed with SCD.67–69

Our study has several limitations. We do not have informa-
tion on time-activity patterns for participants, and we do not 
know how well ambient temperature predictions predicted per-
sonal temperature exposures in this cohort. This would likely 
lead to nondifferential exposure misclassification, which would 
limit our power to detect statistically significant effects. The 
cohort is comprised of females who at enrollment were married 
and had a nursing degree. This potentially limits generalizabil-
ity, especially if there are biological mechanisms that are not as 
relevant for men or for populations with different distributions 
of ambient temperature exposures. Lastly, although our study is 
comprised of one of the largest prospective collections of SCDs 
among women, due to the rarity of the event in an all female 
general population sample, power was limited to detect effects.

The study also has numerous strengths. This is one of only 
a small number of studies to examine the associations between 
short-term temperature exposures across a wide range of tem-
peratures and SCD. As opposed to most of the existing litera-
ture, we examined associations at all levels of temperature, not 
just extremes such as cold spells or heat waves. Additionally, we 
examined the impact of temperature for the entire country, not 
just a selected city or metropolitan area. Our use of a fine-spatial 
scale (800 m) data allowed a more precise prediction of expo-
sure, relative to previous work that used coarser (10–30 km) 
resolution estimates. Due to this study being embedded in the 
prospective NHS cohort, we were able to look at the impact of 
multiple potential effect modifiers, with information collected 
prospectively.

In conclusion, in this study of US women, increases in tem-
perature in the week before an SCD were suggestively asso-
ciated with increasing risk of SCD. Short-term decreases in 
temperature relative to the prior week were also associated with 
increased risk of SCD. These findings, paired with literature 

Figure 2.  Cumulative RRs for associations between temperature on the 
day of event (Lag0) or before 28 days (Lags1–27) and SCD that occurred from 
1981 to 2012 in 465 women in the NHS, all relative to the minimum mortality 
temperature.

Figure 3.  RRs for associations between temperature and SCD that occurred from 1981 to 2012 in 465 women in the NHS, all relative to the minimum mortality 
temperature. Plots show the effect across the temperature range on lag days (top left to bottom right) 0, 6, 13, 20, and 27.
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from around the world, suggest that ambient temperature may 
be an emerging population-level risk factor for SCD.

Conflict of interest statement
The authors declare that they have no conflicts of interest with 
regard to the content of this report.

Acknowledgements
We thank the participants and staff of the Nurses’ Health Study 
for their valuable contributions. We assume full responsibility 
for analyses and interpretation of these data.

References
	1.	 Nichol G, Rumsfeld J, Eigel B, et al; American Heart Association 

Emergency Cardiovascular Care Committee. Essential features of 
designating out-of-hospital cardiac arrest as a reportable event: a 
scientific statement from the American Heart Association Emergency 
Cardiovascular Care Committee; Council on Cardiopulmonary, 
Perioperative, and Critical Care; Council on Cardiovascular 
Nursing; Council on Clinical Cardiology; and Quality of Care and 
Outcomes Research interdisciplinary working group. Circulation. 
2008;117:2299–2308.

	2.	 Kannel WB, McGee DL. Epidemiology of sudden death: insights from 
the Framingham Study. Cardiovasc Clin. 1985;15:93–105.

	3.	 Albert CM, Chae CU, Grodstein F, et al. Prospective study of sud-
den cardiac death among women in the United States. Circulation. 
2003;107:2096–2101.

	4.	 Bogle BM, Ning H, Mehrotra S, Goldberger JJ, Lloyd-Jones DM. 
Lifetime risk for sudden cardiac death in the community. J Am Heart 
Assoc. 2016;5:e002398.

	5.	 Fares A. Winter cardiovascular diseases phenomenon. N Am J Med Sci. 
2013;5:266–279.

	6.	 Boussoussou N, Boussoussou M, Meresz G, Rakovics M, Entz L, 
Nemes A. Complex effects of atmospheric parameters on acute cardio-
vascular diseases and major cardiovascular risk factors: data from the 
CardiometeorologySM study. Sci Rep. 2019;9:6358.

	7.	 Anderson TW, Rochard C. Cold snaps, snowfall and sudden death from 
ischemic heart disease. Can Med Assoc J. 1979;121:1580–1583.

	8.	 Ben Ahmed H, Allouche M, Zoghlami B, et al. [Relation entre la tem-
perature ambiante, l’humidite et la mort subite cardiaque au nord de la 
Tunisie]. Tunis Med. 2014;92:681–685.

	9.	 Katz A, Biron A, Ovsyshcher E, Porath A. Seasonal variation in sudden 
death in the Negev desert region of Israel. Isr Med Assoc J. 2000;2:17–21.

	10.	 Nakanishi N, Nishizawa S, Kitamura Y, et al. Circadian, weekly, and 
seasonal mortality variations in out-of-hospital cardiac arrest in Japan: 
analysis from AMI-Kyoto multicenter risk study database. Am J Emerg 
Med. 2011;29:1037–1043.

	11.	 Savopoulos C, Ziakas A, Hatzitolios A, et al. Circadian rhythm in sud-
den cardiac death: a retrospective study of 2,665 cases. Angiology. 
2006;57:197–204.

	12.	 Arntz HR, Willich SN, Schreiber C, Brüggemann T, Stern R, Schultheiss 
HP. Diurnal, weekly and seasonal variation of sudden death. 
Population-based analysis of 24,061 consecutive cases. Eur Heart J. 
2000;21:315–320.

	13.	 Gerber Y, Jacobsen SJ, Killian JM, Weston SA, Roger VL. Seasonality 
and daily weather conditions in relation to myocardial infarction and 
sudden cardiac death in Olmsted County, Minnesota, 1979 to 2002. J 
Am Coll Cardiol. 2006;48:287–292.

	14.	 Toro K, Bartholy J, Pongracz R, Kis Z, Keller E, Dunay G. Evaluation of 
meteorological factors on sudden cardiovascular death. J Forensic Leg 
Med. 2010;17:236–242.

	15.	 Silverman RA, Ito K, Freese J, et al. Association of ambient fine particles 
with out-of-hospital cardiac arrests in New York City. Am J Epidemiol. 
2010;172:917–923.

	16.	 Bierton C, Cashman K, Langlois NE. Is sudden death random or is it in 
the weather? Forensic Sci Med Pathol. 2013;9:31–35.

	17.	 Ahn C, Kim J, Kim W, et al. Association of ambient temperature with 
the outcomes in witnessed out-of-hospital cardiac arrest patients: a 
population-based observational study. Sci Rep. 2019;9:13417.

	18.	 Borghei Y, Moghadamnia MT, Sigaroudi AE, Ghanbari A. Association 
between climate variables (cold and hot weathers, humidity, atmospheric 

pressures) with out-of-hospital cardiac arrests in Rasht, Iran. J Therm 
Biol. 2020;93:102702.

	19.	 Chen R, Li T, Cai J, Yan M, Zhao Z, Kan H. Extreme temperatures and 
out-of-hospital coronary deaths in six large Chinese cities. J Epidemiol 
Community Health. 2014;68:1119–1124.

	20.	 Chung FP, Li HR, Chong E, et al. Seasonal variation in the frequency of 
sudden cardiac death and ventricular tachyarrhythmia in patients with 
arrhythmogenic right ventricular dysplasia/cardiomyopathy: the effect 
of meteorological factors. Heart Rhythm. 2013;10:1859–1866.

	21.	 Dahlquist M, Raza A, Bero-Bedada G, et al. Short-term departures 
from an optimum ambient temperature are associated with increased 
risk of out-of-hospital cardiac arrest. Int J Hyg Environ Health. 
2016;219:389–397.

	22.	 Dai J, Chen R, Meng X, Yang C, Zhao Z, Kan H. Ambient air pollution, 
temperature and out-of-hospital coronary deaths in Shanghai, China. 
Environ Pollut. 2015;203:116–121.

	23.	 Empana JP, Sauval P, Ducimetiere P, Tafflet M, Carli P, Jouven X. 
Increase in out-of-hospital cardiac arrest attended by the medical mobile 
intensive care units, but not myocardial infarction, during the 2003 heat 
wave in Paris, France. Crit Care Med. 2009;37:3079–3084.

	24.	 Hensel M, Geppert D, Kersten JF, et al. Association between weather- 
related factors and cardiac arrest of presumed cardiac etiology: a pro-
spective observational study based on out-of-hospital care data. Prehosp 
Emerg Care. 2018;22:345–352.

	25.	 Hiraki K, Irie J, Nomura O, et al. Impact of air temperature on occurrence 
of bath-related cardiac arrest. Medicine (Baltim). 2021;100:e27269.

	26.	 Kang SH, Oh IY, Heo J, et al. Heat, heat waves, and out-of-hospital 
cardiac arrest. Int J Cardiol. 2016;221:232–237.

	27.	 Kim JH, Hong J, Jung J, Im JS. Effect of meteorological factors and 
air pollutants on out-of-hospital cardiac arrests: a time series analysis. 
Heart. 2020;106:1218–1227.

	28.	 Kranc H, Novack V, Shtein A, Sherman R, Novack L. Extreme tem-
perature and out-of-hospital-cardiac-arrest. Nationwide study in a hot 
climate country. Environ Health. 2021;20:38.

	29.	 Kvaloy JT, Skogvoll E. Modelling seasonal and weather depen-
dency of cardiac arrests using the covariate order method. Stat Med. 
2007;26:3315–3329.

	30.	 Lin YK, Cheng CP, Kim H, Wang YC. Risk of ambulance services associ-
ated with ambient temperature, fine particulate and its constituents. Sci 
Rep. 2021;11:1651.

	31.	 Nakashima T, Ogata S, Noguchi T, et al. Machine learning model for 
predicting out-of-hospital cardiac arrests using meteorological and 
chronological data. Heart. 2021;107:1084–1091.

	32.	 Niu Y, Chen R, Liu C, et al. The association between ambient tempera-
ture and out-of-hospital cardiac arrest in Guangzhou, China. Sci Total 
Environ. 2016;572:114–118.

	33.	 Onozuka D, Hagihara A. Spatiotemporal variation in heat-related 
out-of-hospital cardiac arrest during the summer in Japan. Sci Total 
Environ. 2017;583:401–407.

	34.	 Onozuka D, Hagihara A. Extreme temperature and out-of-hospital car-
diac arrest in Japan: a nationwide, retrospective, observational study. Sci 
Total Environ. 2017;575:258–264.

	35.	 Onozuka D, Hagihara A. Out-of-hospital cardiac arrest risk attributable 
to temperature in Japan. Sci Rep. 2017;7:39538.

	36.	 Park C, Yang J, Lee W, Kang C, Song I-K, Kim H. Excess out-of-hospital 
cardiac arrests due to ambient temperatures in South Korea from 2008 
to 2018. Environ Res. 2022;212:113130.

	37.	 Ryti NRI, Junttila MJ, Antikainen H, Kortelainen ML, Huikuri HV, 
Jaakkola JJK. Coronary stenosis as a modifier of the effect of cold spells 
on the risk of sudden cardiac death: a case-crossover study in Finland. 
BMJ Open. 2018;8:e020865.

	38.	 Ryti NRI, Makikyro EMS, Antikainen H, et al. Risk of sudden cardiac 
death in relation to season-specific cold spells: a case-crossover study in 
Finland. BMJ Open. 2017;7:e017398.

	39.	 Tanigawa-Sugihara K, Iwami T, Nishiyama C, et al. Association 
between atmospheric conditions and occurrence of out-of-hospital 
cardiac arrest- 10-year population-based survey in Osaka. Circ J. 
2013;77:2073–2078.

	40.	 Tobaldini E, Iodice S, Bonora R, et al. Out-of-hospital cardiac arrests in 
a large metropolitan area: synergistic effect of exposure to air particu-
lates and high temperature. Eur J Prev Cardiol. 2020;27:513–519.

	41.	 Wang YC, Lin YK, Chen YJ, Hung SC, Zafirah Y, Sung FC. Ambulance 
services associated with extreme temperatures and fine particles in a 
subtropical island. Sci Rep. 2020;10:2855.

	42.	 Yoshinaga T, Shiba N, Kunitomo R, et al. Risk of out-of-hospital cardiac 
arrest in aged individuals in relation to cold ambient temperature - a 
report from North Tochigi experience. Circ J. 2019;84:69–75.



Hart et al.  •  Environmental Epidemiology (2024) 8:e322	 www.environmentalepidemiology.com

7

	43.	 Zhang XW, Tan ZJ, Li YL, Wang B, Yu A, Zhang G. [A study on yearly 
and daily circadian rhythm of cardiovascular events]. Zhonghua Nei Ke 
Za Zhi. 2009;48:818–820.

	44.	 Borchert W, Grady ST, Chen J, et al. Air pollution and temperature: a 
systematic review of ubiquitous environmental exposures and sudden 
cardiac death. Curr Environ Health Rep. 2023;10:490–500.

	45.	 Medina-Ramon M, Schwartz J. Temperature, temperature extremes, and 
mortality: a study of acclimatisation and effect modification in 50 US 
cities. Occup Environ Med. 2007;64:827–833.

	46.	 Bao Y, Bertoia ML, Lenart EB, et al. Origin, methods, and evolution 
of the three nurses’ health studies. Am J Public Health. 2016;106: 
1573–1581.

	47.	 Colditz GA, Manson JE, Hankinson SE. The Nurses’ Health Study: 
20-year contribution to the understanding of health among women. J 
Womens Health. 1997;6:49–62.

	48.	 Hinkle LE Jr, Thaler HT. Clinical classification of cardiac deaths. 
Circulation. 1982;65:457–464.

	49.	 Fishman GI, Chugh SS, Dimarco JP, et al. Sudden cardiac death pre-
diction and prevention: report from a National Heart, Lung, and 
Blood Institute and Heart Rhythm Society workshop. Circulation. 
2010;122:2335–2348.

	50.	 Daly C, Smith JI, Olson KV. Mapping atmospheric moisture climatologies 
across the conterminous United States. PLoS One. 2015;10:e0141140.

	51.	 PRISM Climate Group. Descriptions of PRISM Spatial Climate Datasets 
for the Conterminous United States. Available at: http://prism.oregon-
state.edu/documents/PRISM_datasets.pdf. Accessed July 23, 2018.

	52.	 Spangler KR, Weinberger KR, Wellenius GA. Suitability of gridded 
climate datasets for use in environmental epidemiology. J Expo Sci 
Environ Epidemiol. 2018;29:777–789.

	53.	 Maclure M. The case-crossover design: a method for studying transient 
effects on the risk of acute events. Am J Epidemiol. 1991;133:144–153.

	54.	 Levy D, Lumley T, Sheppard L, Kaufman J, Checkoway H. Referent 
selection in case-crossover analyses of acute health effects of air pollu-
tion. Epidemiology. 2001;12:186–192.

	55.	 Govindarajulu US, Malloy EJ, Ganguli B, Spiegelman D, Eisen EA. The 
comparison of alternative smoothing methods for fitting non-linear 
exposure-response relationships with Cox models in a simulation study. 
Int J Biostat. 2009;5:Article 2.

	56.	 Gasparrini A. Distributed lag linear and non-linear models in R: the 
package dlnm. J Stat Softw. 2011;43:1–20.

	57.	 Ryti NR, Makikyro EM, Antikainen H, et al. Cold spells and ischaemic 
sudden cardiac death: effect modification by prior diagnosis of ischaemic 
heart disease and cardioprotective medication. Sci Rep. 2017;7:41060.

	58.	 Suzuki M, Ikaga T, Hori S. Relationship between bath-related deaths 
and low air temperature. Intern Med. 2017;56:3173–3177.

	59.	 Neild PJ, Syndercombe-Court D, Keatinge WR, Donaldson GC, Mattock 
M, Caunce M. Cold-induced increases in erythrocyte count, plasma cho-
lesterol and plasma fibrinogen of elderly people without a comparable 
rise in protein C or factor X. Clin Sci (Lond). 1994;86:43–48.

	60.	 Keatinge WR, Coleshaw SR, Cotter F, Mattock M, Murphy M, Chelliah 
R. Increases in platelet and red cell counts, blood viscosity, and arte-
rial pressure during mild surface cooling: factors in mortality from 
coronary and cerebral thrombosis in winter. Br Med J (Clin Res Ed). 
1984;289:1405–1408.

	61.	 Keatinge WR, Coleshaw SR, Easton JC, Cotter F, Mattock MB, Chelliah 
R. Increased platelet and red cell counts, blood viscosity, and plasma 
cholesterol levels during heat stress, and mortality from coronary and 
cerebral thrombosis. Am J Med. 1986;81:795–800.

	62.	 Goyal A, Narang K, Ahluwalia G, et al. Seasonal variation in 24 h blood 
pressure profile in healthy adults- a prospective observational study. J 
Hum Hypertens. 2019;33:626–633.

	63.	 Stergiou GS, Myrsilidi A, Kollias A, Destounis A, Roussias L, 
Kalogeropoulos P. Seasonal variation in meteorological parameters and 
office, ambulatory and home blood pressure: predicting factors and clin-
ical implications. Hypertens Res. 2015;38:869–875.

	64.	 Tabara Y, Matsumoto T, Murase K, et al; and the Nagahama Study 
Group. Seasonal variation in nocturnal home blood pressure fall: the 
Nagahama Study. Hypertens Res. 2018;41:198–208.

	65.	 Hintsala H, Kentta TV, Tulppo M, et al. Cardiac repolarization and 
autonomic regulation during short-term cold exposure in hypertensive 
men: an experimental study. PLoS One. 2014;9:e99973.

	66.	 Kaltsatou A, Flouris AD, Herry CL, et al. Age differences in cardiac 
autonomic regulation during intermittent exercise in the heat. Eur J 
Appl Physiol. 2020;120:453–465.

	67.	 Zanobetti A, Coull BA, Kloog I, et al. Fine-scale spatial and temporal 
variation in temperature and arrhythmia episodes in the VA Normative 
Aging Study. J Air Waste Manag Assoc. 2017;67:96–104.

	68.	 Nguyen JL, Laden F, Link MS, Schwartz J, Luttmann-Gibson H, Dockery 
DW. Weather and triggering of ventricular arrhythmias in patients with 
implantable cardioverter-defibrillators. J Expo Sci Environ Epidemiol. 
2015;25:175–181.

	69.	 Huang HC, Suen PC, Liu JS, Chen CC, Liu YB, Chen CC. Effects of 
apparent temperature on the incidence of ventricular tachyarrhythmias 
in patients with an implantable cardioverter-defibrillator: differential 
association between patients with and without electrical storm. Front 
Med (Lausanne). 2020;7:624343.

http://prism.oregonstate.edu/documents/PRISM_datasets.pdf
http://prism.oregonstate.edu/documents/PRISM_datasets.pdf

