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ABSTRACT
Background The incidence of out- of- hospital cardiac 
arrest (OHCA) differs consistently between women and 
men. Besides sex- related (biological) factors, OHCA 
risk may relate to gender- related (sociocultural) factors. 
We explored the association of selected gender- related 
factors with OHCA incidence in women and men.
Methods We combined data on emergency medical 
services- attended OHCA with individual- level data 
from all women and men aged ≥25 years living in 
North Holland, the Netherlands. We estimated the 
associations between employment status, primary earner 
status, living with children and marital status and the 
OHCA incidence with Cox proportional hazards models 
stratified by sex and adjusted for age and socioeconomic 
status. To determine if metabolic factors explain the 
associations, we added hypertension, diabetes mellitus 
and dyslipidaemia to the models. Population attributable 
fractions (PAF) for all gender- related factors were 
calculated.
Results All four gender- related factors were associated 
with OHCA incidence (eg, unemployed vs employed; HR 
1.98, 95% CI 1.67 to 2.35 in women; HR 1.60, 95% CI 
1.44 to 1.79 in men). In both sexes, those unemployed, 
those who are not primary earners, those living without 
children, and married or divorced individuals had an 
increased OHCA risk. The PAF ranged from 4.9 to 40.3 
in women and from 4.4 to 15.5 in men, with the highest 
PAF for employment status in both sexes. Metabolic risk 
factors did not explain the observed associations.
Conclusion Gender- related factors were associated 
with risk of OHCA and contributed substantially to the 
OHCA burden at the population level, particularly in 
women. Employment status contributed most to the 
OHCA burden.

INTRODUCTION
Out- of- hospital cardiac arrest (OHCA) is the 
leading cause of mortality related to cardiovascular 
disease (CVD) worldwide.1 Incidence rates are 
higher in men than in women, overall and across 
subgroups within the population.2 As these dispar-
ities may arise from differences in gender- related 
(sociocultural) factors, there is an increasing interest 
to include such factors in research practices.3 Eluci-
dating which gender- related factors—and to what 
extent—associate with the incidence of OHCA in 
women and men will not only contribute to under-
standing how the burden of OHCA arises, but will 

ultimately provide opportunities for early detection 
and intervention for women and men at risk.4

Gender- related factors that relate to traditional 
expectations of women and men are associated 
with health.5–13 These include factors reflecting 
paid labour, economic responsibility, caregiving and 
social relations. These factors may differ between 
women and men and may play an important role 
in CVD risk.5 Although these have not been specif-
ically studied for OHCA, studies investigating the 
associations of marital status, employment status, 
primary earner status and caregiving burden with 
CVD and other health outcomes illustrate their 
potential relevance.5–13 For instance, being the 
breadwinner is associated with the health and well- 
being of men; more financial responsibility for 
women may increase health and well- being of both 
themselves and their partner.5

Metabolic dysregulation may explain such 
gender- related differences in disease incidence. 
Factors such as marital status, employment and 
number of children have been associated with meta-
bolic risk factors,13–16 which are known to associate 
with increased risk of OHCA.17

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Gender- related (sociocultural) factors may 
associate differently with cardiovascular disease 
burden in women and men.

 ⇒ Research on how gender- related factors are 
associated with the burden of out- of- hospital 
cardiac arrest (OHCA) within women and men 
is scarce.

WHAT THIS STUDY ADDS
 ⇒ Factors related to paid labour, economic 
responsibility, caregiving and civil status are 
associated with OHCA incidence in women and 
men.

 ⇒ Employment status contributed most to 
the OHCA burden at the population level, 
particularly in women.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE AND/OR POLICY

 ⇒ Ultimately, consideration of gender- related 
factors may help target (population) 
interventions to decrease the OHCA burden.
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This population- based cohort study aimed to determine the 
association between four gender- related factors reflecting paid 
labour, economic responsibility, caregiving and social relations 
and the incidence of OHCA in women and men aged ≥25 years. 
We determined the contribution of these factors to the OHCA 
incidence within women and men and explored whether meta-
bolic risk factors explained these associations.

METHODS
Data sources
In this cohort study, data on emergency medical services (EMS)- 
attended OHCA between 2009 and 2015 from the ARREST 
(AmsteRdam REsuscitation Studies) registry18 were combined 
with individual- level data from all women and men aged ≥25 
years living in North Holland, the Netherlands, derived from the 
administrative records of Statistics Netherlands (online supple-
mental box 1).

Study population
We selected all women and men aged ≥25 years (assuming indi-
viduals are likely financially independent from this age onwards) 
living in the province of North Holland (minus the Gooi en 
Vechtstreek area) in the Netherlands on 1 January 2009, the 
reference date. This region was chosen because the ARREST 
registry includes OHCA in this specific study region. Individ-
uals were excluded from the analyses if personal and household 
income data were missing (n=15 658, 0.9%). No further exclu-
sions were made as no more data were missing. The characteris-
tics of excluded individuals were similar to the study population 
(online supplemental table 1). Data of 1 688 285 individuals 
were available for analyses (figure 1).

Outcome
In the primary analysis, we derived OHCA cases from the 
ARREST registry. An OHCA was considered if a resuscitation 
attempt was made by EMS personnel and/or a defibrillation 
attempt with an automated external defibrillator was made by 
a first responder or a bystander. EMS and hospital case files 
were reviewed and OHCAs from clear non- cardiac causes were 
excluded (eg, drug overdose, trauma and asphyxiation).

For sensitivity analyses, we included sudden cardiac death 
(SCD) using International Classification of Diseases Death 10th 
revision codes obtained from death certificate data from Statis-
tics Netherlands. Since a gold- standard, register- based definition 
for SCD is still lacking,19 we used codes I21, I24, I46 or I50 in 
line with previous work from our study group.2

Gender-related factors
We included four gender- related factors related to paid labour, 
economic responsibility, social relations and caregiving, based 
on data availability and in line with recent work.10 Participation 
in paid labour is higher in men than in women across all age 
groups.20 Therefore, employment status was included, classified 
as employed, unemployed or pensioner according to personal 
income and the Algemene Ouderdomswet (National Old Age 
Pensions Act) pension age of 65+ on the reference date. Men 
more often carry the largest economic responsibility as they 
work more hours and on average earn more.21 For this reason, 
we included primary earner status as a reflection of personal 
income and economic responsibility. It was calculated by dividing 
personal income by the gross household income provided by 
Dutch tax authorities to Statistics Netherlands, and classified as 
primary earner (contributing >60% to the household income), 
equal earning (contributing between 40% and 60%) and not 
primary earner (contributing <40%). Caregiving is still mostly 

Figure 1 Flow chart of the study population. Figure created by the authors. OHCA, out- of- hospital cardiac arrest; SCD, sudden cardiac death.
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considered a female task; women more often take care of the 
children, regardless of their employment status.22 Thus, we 
determined the potential caregiving burden by assessing whether 
participants lived with any underage (<18 years) children in the 
household (henceforth, living with children),9 classified as ‘yes’ 
(living with at least one child) or ‘no’. Finally, women and men 
traditionally fulfil different roles in a relationship22 and therefore 
marital status was included,6–8 classified as married (including 
civil partnership), not married, divorced or widowed.8 Addition-
ally, as a secondary classification, we labelled people as ‘living 
alone’ or ‘living together’ (regardless of relationship) based on 
the number of adults registered at the address.

Other variables
Age on the reference date was calculated from date of birth as 
a continuous variable. We used standardised disposable house-
hold income23 (henceforth, household income) data divided into 
quintiles based on the total population, provided by Dutch tax 
authorities to Statistics Netherlands, as a proxy for socioeco-
nomic position of the household. Ethnicity24 was determined 
based on the country of birth of the participants and their parents, 
according to the definition used by Statistics Netherlands.25

We included hypertension, diabetes mellitus and dyslipidaemia 
dichotomised into yes/no as metabolic risk factors, using data 
on medication use from dispensing records of all public phar-
macies in the Netherlands, for the year preceding the reference 
date. A dispensing record for antihypertensive drugs (C02, C03, 
C07–C09), diabetes mellitus medication (A10) and statins (C10) 
classified hypertension, diabetes mellitus and dyslipidaemia, 
respectively.

Statistical analyses
We stratified all analyses by sex.5–8 12 20 Baseline characteris-
tics were determined for the whole study population as well as 
for the cases. The crude OHCA incidence was calculated per 
100 000 person- years. Subsequently, OHCA incidence was stan-
dardised to the age structure of the Dutch population in 2009.

Cox proportional hazards models were constructed to esti-
mate the HR of OHCA incidence for the gender- related factors. 

Censoring occurred if an individual appeared in the ARREST 
registry as having suffered an OHCA, an individual died, an 
individual migrated out of the study region or at the end date 
of follow- up (31 December 2015). Visual inspection of log- log 
plots and tests based on Schoenfeld residuals did not lead to a 
rejection of the proportional hazards assumption.

We determined the associations for each of the separate 
gender- related factors adjusting for age (model 1) and for age, 
household income and ethnicity (model 2). To correct for poten-
tial relatedness of the factors, in model 2 primary earner status 
was additionally adjusted for marital status and employment 
status, and employment status for primary earner status. Subse-
quently, to assess whether the associations were different for 
women and men, we added a statistical interaction term for each 
gender- related factor and sex on an additive scale. To investi-
gate whether metabolic factors explain the association between 
gender- related factors and OHCA incidence, treatments for 
hypertension, diabetes mellitus and dyslipidaemia were simulta-
neously added to the full models (model 3).

To determine how much of the OHCA cases could theoreti-
cally be prevented by eliminating the underlying conditions asso-
ciated with a factor,26 the population attributable fraction (PAF) 
for each individual gender- related factor in women and men 
was calculated using the adjusted HR from model 2.26 Primary 
earner status had multiple categories; accordingly, an extension 
of the formula was used to calculate the PAF. For pensioner 
men and widowed women and men, the HRs were below 1 and 
therefore the PAF could not be calculated. Hence, employment 
status (employed vs unemployed) and marital status (married 
vs not married) were dichotomised. Additional analyses were 
performed as described in online supplemental box 2.

All statistical tests were two- tailed and statistical significance 
was defined as p<0.05. Statistics were performed using R 
V.4.0.3.

RESULTS
The median age of women was 49 (total population) and 70 
(cases) years vs 48 (total population) and 65 (cases) years in men 
on the reference date (table 1). In total, 1659 OHCAs occurred 

Table 2 Crude and age- standardised OHCA incidence rates per 100 000 person- years, overall and by factor, stratified by sex

Women Men

n/events
Crude OHCA 
incidence rate

Age- standardised OHCA 
incidence rate n/events

Crude OHCA 
incidence rate

Age- standardised 
OHCA incidence rate

Overall   866 834/1659 29.2 30.8 821 451/3834 71.2 87.1

Employment status Employed 508 418/293 8.5 7.9 589 213/1325 33.4 30.1

  Unemployed 167 707/339 30.0 17.0 86 297/564 99.8 56.4

  Pensioner 190 709/1027 91.4 19.6 145 941/1945 228.4 53.2

Primary earner 
status

Primary 298 266/634 33.9 27.3 463 601/2236 74.0 83.4

  Equal 110 311/193 26.3 35.7 223 079/1048 71.0 93.0

  Not primary 458 257/822 26.6 35.5 134 771/550 62.0 93.8

Living with children Yes 282 171/155 8.0 42.4 244 526/476 28.6 85.7

  No 584 663/1504 40.0 31.7 576 925/3358 90.3 88.6

Marital status Not married 227 684/174 11.6 29.0 272 656/496 27.6 77.9

  Married 438 221/857 28.9 35.5 446 055/2648 89.8 87.8

  Divorced 109 610/239 33.1 36.0 80 021/465 90.3 90.1

  Widowed 91 293/389 76.1 25.7 22 697/225 187.0 71.8

Living situation Alone 551 967/1097 30.3 29.7 496 031/2274 70.0 86.8

  Together 314 867/562 27.2 33.1 325 420/1560 73.1 87.7

OHCA, out- of- hospital cardiac arrest.

https://dx.doi.org/10.1136/jech-2021-218329
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during follow- up in women and 3834 in men. In both the total 
population and the cases, men more frequently than women 
had higher household income, were more often employed and 
a primary earner, and were less often widowed. Distributions 
of ethnicity, living with children, living situation and metabolic 
factors were similar in women and men.

The age- standardised incidence rate of OHCA was 30.8 per 
100 000 person- years in women and 87.1 in men, and ranged 
from 7.9 to 42.4 per 100 000 across levels of the gender- related 
factors in women and from 30.1 to 93.8 per 100 000 in men 
(table 2).

Several of the gender- related factors were associated with OHCA 
incidence (figures 2 and 3) and the associations appeared stronger 
in women than in men. For instance, the associations with employ-
ment status, primary earner status, living with children and living 

situation were stronger in women than in men. In our fully adjusted 
models, women and men who were unemployed and pensioners 
(women only) had a higher OHCA risk than those who were 
employed (eg, in women: HR 1.98, 95% CI 1.67 to 2.35; for unem-
ployment and in men: HR 1.60, 95% CI 1.44 to 1.79). Moreover, 
those who were equal earners or not primary earners had a lower 
risk than primary earners (eg, in women: HR 1.67, 95% CI 1.40 to 
2.00; not primary earners and in men: HR 1.17, 95% CI 1.06 to 
1.29). Interaction with sex was statistically significant for pensioners 
and those earning equally (online supplemental table 2). Women 
and men living without children had a higher hazard for OHCA 
compared with women and men living with children. The hazard 
for OHCA was also significantly higher for those who were married 
(HR 1.30, 95% CI 1.10 to 1.54 in women; HR 1.23, 95% CI 1.11 
to 1.36 in men) or living together (women only). Divorced (women 

Figure 2 Association between gender- related factors and out- of- hospital cardiac arrest incidence in women. Model 1: adjusted for age. Model 
2: adjusted for age, ethnicity and household income; additionally employment status adjusted for primary earner status, and primary earner status 
adjusted for employment status and marital status. Model 3: model 2 adjusted for medication for hypertension, diabetes mellitus or dyslipidaemia. 
Figure created by the authors.

https://dx.doi.org/10.1136/jech-2021-218329
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only) and widowed individuals did not have an increased hazard 
for OHCA as compared with their unmarried counterparts. No 
evidence for different associations was found for these variables 
(online supplemental table 2).

The relative contribution of employment and the other gender- 
related factors to the OHCA burden varied between 1.6% and 
40.3% and was stronger in women than in men (table 3; under-
lying data given in online supplemental tables 2 and 3). For instance, 
women ‘earning equally’ or ‘not being the primary earner’ contrib-
uted 24.4%, while in men this was 4.4%. In both women and men, 
PAF was highest for employment status.

The associations of most factors with OHCA incidence weak-
ened slightly in both sexes when metabolic factors were added to 
the models, but remained statistically significant (figures 2 and 3, 
online supplemental table 4).

Overall, our findings were not substantially altered by the addi-
tional analyses using the combined OHCA+SCD outcome (online 
supplemental table 2). Subgroup analyses limited to those <65 years 
showed a similar direction for all the associations, but the associa-
tions for living with children in men and being married or widowed 
for both sexes were no longer statistically significant. Finally, no 
considerable differences in patterns of associations compared with 
the main analysis were found in the analyses limited to those living 
together or in the analyses excluding the first year of follow- up.

DISCUSSION
In a large cohort of almost 1.7 million individuals, we found 
that those who were not employed, who were equal or not 
primary earners, were living without children, and were married 

Figure 3 Association between gender- related factors and out- of- hospital cardiac arrest incidence in men. Model 1: adjusted for age. Model 2: 
adjusted for age, ethnicity and household income; additionally employment status adjusted for primary earner status, and primary earner status 
adjusted for employment status and marital status. Model 3: model 2 adjusted for medication for hypertension, diabetes mellitus or dyslipidaemia. 
Figure created by the authors.
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or divorced (men) had an increased OHCA risk. The contri-
bution of these gender- related factors to the OHCA burden 
was stronger in women than in men, with employment status 
and children in the household, and in women primary earner 
status, contributing most to the burden. Finally, metabolic risk 
factors had a limited contribution to the observed associations of 
gender- related factors with OHCA.

The strengths of this study were the availability of a large- 
scale, population- based database and linkage to national statis-
tics, which allowed prospective analysis of gender- related 
factors in relation to OHCA risk, disaggregated by sex. Poten-
tial limitations should also be considered. First, measures of the 
gender- related factors may have been suboptimal. We relied on 
the availability of data in Statistics Netherlands, which were not 
collected for categorising gender- related variables and may not 
entirely reflect the processes we aimed to study. For example, we 
presumed that people living with children were the caregivers. 
However, we could not determine who was responsible for the 
caregiving, nor the amount of time invested or experienced 
burden. Second, we relied on medication data to classify people 
with hypertension, diabetes mellitus or dyslipidaemia. Conse-
quently, we might have missed people who were not yet aware 
and people who had been diagnosed but were not receiving 
treatment.27 This potentially underestimated the contribution 
of metabolic dysregulation to the associations of gender- related 
factors with OHCA. Lastly, our statistical analyses may suffer 
from noise. We were not able to exclude people with a history 
of OHCA before the reference date. Further, we did not account 
for competing risks in our analyses. Therefore, HRs should be 
interpreted as ‘risk among those patients who did not (yet) expe-
rience the event of interest or competing event’.28 Moreover, 
the calculation of the PAF required us to merge certain groups, 
complicating distinction between, for example, varying risks for 
those who are not employed and those who are pensioner. In 
spite of the adjustments (eg, primary earner status adjusted for 
employment status and marital status), residual confounding 
may remain.

Overall, we found that the factors reflecting paid labour 
and economic responsibility contributed most to the OHCA 
burden in our population, particularly in women, which is in 
line with previous studies.29–31 For instance, being unemployed 
was associated with greater CVD risk on area level, specifically 
in women.30 In line with the findings that unemployed individ-
uals had a higher OHCA risk, women and men who were not 
primary earners (eg, income equal or lower than other house-
hold members) had an increased OHCA risk compared with 
primary earners. Differences between groups may relate to a 
higher occurrence of known risk factors for CVD. For instance, 

unemployed individuals are more likely to smoke31 or have a 
higher body mass index,29 which is associated with higher systolic 
blood pressure, blood glucose and total cholesterol.29 However, 
in our study, differences in metabolic factors only markedly 
explained the associations. A likely explanation is that other 
mechanisms, for example, related to social and mental well- 
being, play a role.11 32 Furthermore, the unemployed and non- 
primary earner groups may include home makers. Home making 
has been associated with lower psychological well- being, and a 
higher CVD, coronary heart disease and stroke risk in female 
home makers, compared with their employed counterparts.33 
Besides caregiving and household responsibilities at home, home 
makers may be involved in caregiving activities outside their own 
household, for example, for the elderly.

Factors related to social relations and caregiving also contrib-
uted to the OHCA burden. For instance, living without children 
was associated with an increased OHCA risk. Caring for children 
may have benefits and disadvantages for one’s health and well- 
being.34 The balance is determined by demands and resources 
that may vary by the social position and across the life course. We 
found a higher estimated contribution to the OHCA burden in 
women, and also in people living with another adult and in those 
aged <65 years. This is consistent with literature on gendered 
differences in the effects of parenthood.34 For instance, while all 
parents describe better social integration and less depressive feel-
ings, only women report more housework and marital conflict,35 
which are associated with poorer health outcomes.36–38

We observed that OHCA burden was higher in married 
women or cohabiting women. This is in line with a study 
observing a trend towards a lower risk of cardiovascular death, 
myocardial infarction and stroke for women with stable coro-
nary artery disease who are living alone compared with those 
living with others.6 The authors speculate that this is a result of 
women living alone forming stronger social networks, relying 
less on spousal support and having developed superior self- care 
skills. In men, we also found a higher risk among those who 
were married or divorced, but no association for living situa-
tion. Earlier studies found that married men in particular were 
at a lower risk of CVD or sudden cardiac arrest than those who 
were not,7 8 36 39 and identified living alone as a CVD risk factor.6 
This may be in part explained by inclusion of older men or men 
who were divorced (higher risk) or widowed (lower risk) in the 
comparison group.

The associations of marital status with OHCA were not 
mediated by metabolic factors, while earlier studies found 
lifestyle and metabolic factors to partially mediate the asso-
ciation of marital status with CVD.7 13 One reason may be 
that beneficial effects of being married, such as increased 
social support, early recognition of health changes and better 
adherence to medication, are over- ruled by disadvantageous 
effects. Marital communication, conflict and strain are asso-
ciated with a higher mortality.37 Stress and hostility in a rela-
tionship may result in depression and worse health metrics, 
leading to worse outcomes.36 Alternatively, the associations of 
marital status with OHCA may be explained by an increased 
chance of being witnessed or found after a cardiac arrest. 
Indeed, the associations for being married, but not divorced 
(in men), weakened when SCD was considered. This suggests 
that associations may also reflect selection, rather than bene-
ficial or disadvantageous processes.

In conclusion, this study contributes to mounting evidence 
that the studied gender- related factors associate with OHCA 
incidence and may play a different role in women and men. As 
we were able to analyse only a subset of factors, future studies 

Table 3 Population attributable fraction of out- of- hospital cardiac 
arrest for each factor within women and men

PAF (%)

Women Men

Employment status (unemployed)* 40.3 15.5

Employment status (unemployed; no pensioners)† 24.5 7.7

Primary earner status (not primary earner) 24.4 4.4

Living with children (no) 29.0 14.6

Marital status (married) 14.5 9.5

Living situation (together) 4.9 1.6

*Unemployed and pensioner were combined into one category to calculate the PAF.
†Pensioners are not included.
PAF, population attributable fraction.
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may extend this work to other factors related to economic 
responsibility, social relations, the division of unpaid work 
or other domains of interest.10 38 Ultimately, consideration 
of gender- related factors may improve clinical practice, for 
instance if gender- related factors offer additional value to 
OHCA risk prediction models. Additionally, it may contribute 
to the development of interventions that mitigate the OHCA 
burden, for instance through the design of policies targeting 
the risks at the population level or educational campaigns for 
specific subgroups.

Acknowledgements We thank all participating EMS dispatch centres 
(Amsterdam, Haarlem, Alkmaar), regional ambulance services (Ambulance 
Amsterdam, GGD Kennemerland, Witte Kruis, Veiligheidsregio Noord- Holland Noord 
Ambulancezorg), fire brigades, police departments and the Schiphol Airport for their 
cooperation and support. We greatly appreciate the contributions of Vera van Eeden 
and Remy Stieglis of the Academic Medical Centre (Amsterdam, The Netherlands) 
to the data collection, data entry and patient follow- up, and of Dr RW Koster for 
acquisition of funding for the ARREST registry. We thank all students of the ARREST 
team who helped collect the automated external defibrillator data. Lastly, we thank 
Renee Bolijn for her constructive comments on a previous version of the manuscript.

Contributors RLAS, LHvD, MTB and IGMvV were involved in the conceptualisation; 
RLAS and IGMvV in the methodology; RLAS in the formal analysis, data visualisation 
and writing - original draft; LHvD, MTB, HLT and IGMvV in writing - review and 
editing; and IvV in the supervision. RLAS is the guarantor of this work.

Funding The work was supported by ZonMw (grant numbers 849200008 and 
555003016; RLAS, and HLT and GMIvV). In addition, LHvD, MTB and HLT were 
supported by grants from the European Union’s Horizon 2020 research and 
innovation programme under the acronym ESCAPE- NET (registered under grant 
agreement number 733381), the COST Action PARQ (grant agreement number 
CA19137) supported by COST (European Cooperation in Science and Technology), 
and the Netherlands CardioVascular Research Initiative, Dutch Heart Foundation, 
Dutch Federation of University Medical Centres, Netherlands Organisation for 
Health Research and Development, and Royal Netherlands Academy of Sciences 
- CVON2017- 15 RESCUED and CVON2018- 30 Predict2. The ARREST registry is 
supported by an unconditional grant from Stryker, Emergency Care, Redmond, 
Washington, USA.

Disclaimer The funders had no access to the data and did not contribute to the 
preparation of this manuscript.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement No data are available. The data underlying this 
article are available in the article and in its online supplemental materials. The data 
cannot be shared publicly for privacy of individuals who participated in the study 
as data cannot be provided completely anonymous according to the Medical Ethics 
Committee and the Data Protection Officer of our institution (MEC:  mecamc@ amc. 
nl, DPO:  fg@ amc. nl).

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Robin L A Smits http://orcid.org/0000-0002-5744-3166

REFERENCES
 1 Myat A, Song K- J, Rea T. Out- of- hospital cardiac arrest: current concepts. Lancet 

2018;391:970–9.

 2 Bolijn R, CHAM S, Kunst AE. Sex differences in incidence of out- of- hospital cardiac 
arrest across ethnic and socioeconomic groups: a population- based cohort study in 
the Netherlands. Int J Cardiol.

 3 EUGenMed Cardiovascular Clinical Study Group, Regitz- Zagrosek V, Oertelt- Prigione 
S, et al. Gender in cardiovascular diseases: impact on clinical manifestations, 
management, and outcomes. Eur Heart J 2016;37:24–34.

 4 Gahagan J, Gray K, Whynacht A. Sex and gender matter in health research: addressing 
health inequities in health research reporting. Int J Equity Health 2015;14:12.

 5 O’Neil A, Scovelle AJ, Milner AJ, et al. Gender/Sex as a social determinant of 
cardiovascular risk. Circulation 2018;137:854–64.

 6 Gandhi S, Goodman SG, Greenlaw N, et al. Living alone and cardiovascular disease 
outcomes. Heart 2019;105:1087–95.

 7 Chen R, Zhan Y, Pedersen N, et al. Marital status, telomere length and cardiovascular 
disease risk in a Swedish prospective cohort. Heart 2020;106:267–72.

 8 Empana J- P, Jouven X, Lemaitre R, et al. Marital status and risk of out- of- 
hospital sudden cardiac arrest in the population. Eur J Cardiovasc Prev Rehabil 
2008;15:577–82.

 9 Magnus MC, Iliodromiti S, Lawlor DA, et al. Number of offspring and cardiovascular 
disease risk in men and women: the role of shared lifestyle characteristics. 
Epidemiology 2017;28:880–8.

 10 Raparelli V, Norris CM, Bender U, et al. Identification and inclusion of gender factors 
in retrospective cohort studies: the GOING- FWD framework. BMJ Glob Health 
2021;6:e005413.

 11 van der Noordt M, IJzelenberg H, Droomers M, et al. Health effects of employment: a 
systematic review of prospective studies. Occup Environ Med 2014;71:730–6.

 12 King TL, Shields M, Byars S, et al. Breadwinners and losers: does the mental health 
of mothers, fathers, and children vary by household employment arrangements? 
Evidence from 7 waves of data from the longitudinal study of Australian children. Am 
J Epidemiol 2020;189:1512–20.

 13 Molloy GJ, Stamatakis E, Randall G, et al. Marital status, gender and cardiovascular 
mortality: behavioural, psychological distress and metabolic explanations. Soc Sci Med 
2009;69:223–8.

 14 Gharipour M, Sadeghi M, Nouri F, et al. Socioeconomic determinants and 
metabolic syndrome: results from the Isfahan healthy heart program. Acta Biomed 
2016;87:291–198.

 15 Cho DY, Koo J- W. Differences in metabolic syndrome prevalence by employment type 
and sex. Int J Environ Res Public Health 2018;15. doi:10.3390/ijerph15091798. [Epub 
ahead of print: 21 08 2018].

 16 Demiral Y, Arik H, Toğrul BU. The association between employment status and 
metabolic syndrome in women: modifying effect of education. Women Health 
2012;52:755–70.

 17 Thorgeirsson G, Thorgeirsson G, Sigvaldason H, et al. Risk factors for out- of- hospital 
cardiac arrest: the Reykjavik study. Eur Heart J 2005;26:1499–505.

 18 Blom MT, van Hoeijen DA, Bardai A, et al. Genetic, clinical and pharmacological 
determinants of out- of- hospital cardiac arrest: rationale and outline of the Amsterdam 
resuscitation studies (arrest) registry. Open Heart 2014;1:e000112.

 19 Tan HL, van Dongen LH, Smits RLA, et al. Can we better understand sudden cardiac 
death by including data from unwitnessed victims? Europace 2021;23:819–20.

 20 Centraal Bureau voor de Statistiek. Dashboard arbeidsmarkt: Werkenden 2020.
 21 van den Brakel M, Portegijs W, Hermans B. Emancipatiemonitor 2020: Meisjes vlijtig 

door het onderwijs en jongens een flitsende loopbaanstart? 2020.
 22 van den Brakel M, Portegijs W, Hermans B. Emancipatiemonitor 2020: Wie zorgt er 

voor de kinderen? 2020.
 23 Daly MC, Duncan GJ, McDonough P, et al. Optimal indicators of socioeconomic status 

for health research. Am J Public Health 2002;92:1151–7.
 24 Dicker B, Todd VF, Tunnage B, et al. Ethnic disparities in the incidence and outcome 

from out- of- hospital cardiac arrest: a New Zealand observational study. Resuscitation 
2019;145:56–62.

 25 Stronks K, Kulu- Glasgow I, Agyemang C. The utility of ’country of birth’ for the 
classification of ethnic groups in health research: the Dutch experience. Ethn Health 
2009;14:255–69.

 26 Williamson DF. The population attributable fraction and confounding: buyer beware. 
Int J Clin Pract 2010;64:1019–23.

 27 Agyemang C, Kieft S, Snijder MB, et al. Hypertension control in a large multi- 
ethnic cohort in Amsterdam, the Netherlands: the HELIUS study. Int J Cardiol 
2015;183:180–9.

 28 Noordzij M, Leffondré K, van Stralen KJ, et al. When do we need competing 
risks methods for survival analysis in nephrology? Nephrol Dial Transplant 
2013;28:2670–7.

 29 Kozieł S, Lopuszańska M, Szklarska A, et al. The negative health consequences of 
unemployment: the case of Poland. Econ Hum Biol 2010;8:255–60.

 30 Naimi AI, Paquet C, Gauvin L, et al. Associations between Area- Level unemployment, 
body mass index, and risk factors for cardiovascular disease in an urban area. Int J 
Environ Res Public Health 2009;6:3082–96.

 31 Zagożdżon P, Parszuto J, Wrotkowska M, et al. Effect of unemployment on 
cardiovascular risk factors and mental health. Occup Med 2014;64:436–41.

 32 Barcella CA, Mohr GH, Kragholm K, et al. Increased risk of out- of- hospital cardiac 
arrest associated with psychiatric disorders. Eur Heart J 2019;40:1349.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-5744-3166
http://dx.doi.org/10.1016/S0140-6736(18)30472-0
http://dx.doi.org/10.1093/eurheartj/ehv598
http://dx.doi.org/10.1186/s12939-015-0144-4
http://dx.doi.org/10.1161/CIRCULATIONAHA.117.028595
http://dx.doi.org/10.1136/heartjnl-2018-313844
http://dx.doi.org/10.1136/heartjnl-2019-315629
http://dx.doi.org/10.1097/HJR.0b013e3283083e04
http://dx.doi.org/10.1097/EDE.0000000000000712
http://dx.doi.org/10.1136/bmjgh-2021-005413
http://dx.doi.org/10.1136/oemed-2013-101891
http://dx.doi.org/10.1093/aje/kwaa138
http://dx.doi.org/10.1093/aje/kwaa138
http://dx.doi.org/10.1016/j.socscimed.2009.05.010
http://www.ncbi.nlm.nih.gov/pubmed/28112697
http://dx.doi.org/10.3390/ijerph15091798
http://dx.doi.org/10.1080/03630242.2012.725240
http://dx.doi.org/10.1093/eurheartj/ehi179
http://dx.doi.org/10.1136/openhrt-2014-000112
http://dx.doi.org/10.1093/europace/euab051
http://dx.doi.org/10.2105/ajph.92.7.1151
http://dx.doi.org/10.1016/j.resuscitation.2019.09.026
http://dx.doi.org/10.1080/13557850802509206
http://dx.doi.org/10.1111/j.1742-1241.2010.02443.x
http://dx.doi.org/10.1016/j.ijcard.2015.01.061
http://dx.doi.org/10.1093/ndt/gft355
http://dx.doi.org/10.1016/j.ehb.2010.05.004
http://dx.doi.org/10.3390/ijerph6123082
http://dx.doi.org/10.3390/ijerph6123082
http://dx.doi.org/10.1093/occmed/kqu044
http://dx.doi.org/10.1093/eurheartj/ehz748.0130


808 Smits RLA, et al. J Epidemiol Community Health 2022;76:800–808. doi:10.1136/jech-2021-218329

Original research

 33 Carson AP, Rose KM, Catellier DJ, et al. Employment status, coronary heart disease, 
and stroke among women. Ann Epidemiol 2009;19:630–6.

 34 Umberson D, Pudrovska T, Reczek C. Parenthood, childlessness, and well- being: a life 
course perspective. J Marriage Fam 2010;72:612–29.

 35 Nomaguchi KM, Milkie MA. Costs and rewards of children: The effects of becoming a 
parent on adults’ lives. J Marriage Fam 2003;65:356–74.

 36 Dhindsa DS, Khambhati J, Schultz WM, et al. Marital status and outcomes in patients 
with cardiovascular disease. Trends Cardiovasc Med 2020;30:215–20.

 37 Eaker ED, Sullivan LM, Kelly- Hayes M, et al. Marital status, marital strain, and risk of 
coronary heart disease or total mortality: the Framingham offspring study. Psychosom 
Med 2007;69:509–13.

 38 Bolijn R, Perini W, Tan HL, et al. Gender- related characteristics and disparities in 
estimated cardiovascular disease risk in a multi- ethnic general population: the HELIUS 
study. Int J Cardiol 2021;327:193–200.

 39 Wong CW, Kwok CS, Narain A, et al. Marital status and risk of cardiovascular 
diseases: a systematic review and meta- analysis. Heart 2018;104:1937–48.

http://dx.doi.org/10.1016/j.annepidem.2009.04.008
http://dx.doi.org/10.1111/j.1741-3737.2010.00721.x
http://dx.doi.org/10.1111/j.1741-3737.2003.00356.x
http://dx.doi.org/10.1016/j.tcm.2019.05.012
http://dx.doi.org/10.1097/PSY.0b013e3180f62357
http://dx.doi.org/10.1097/PSY.0b013e3180f62357
http://dx.doi.org/10.1016/j.ijcard.2020.11.041
http://dx.doi.org/10.1136/heartjnl-2018-313005

	Gender-related factors and out-of-hospital cardiac arrest incidence in women and men: analysis of a population-based cohort study in the Netherlands
	Abstract
	Introduction
	Methods
	Data sources
	Study population
	Outcome
	Gender-related factors
	Other variables
	Statistical analyses

	Results
	Discussion
	References


