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Abstract
Background: Workers involved in the response and clean-up of the 2010 Deepwater Horizon oil spill faced possible
exposures to crude oil, burning oil, dispersants and other pollutants in addition to physical and emotional stress.
These exposures may have increased risk of myocardial infarction (MI) among oil spill workers.
Methods: Gulf Long-term Follow-up (GuLF) STUDY participants comprise individuals who either participated in the
Deepwater Horizon response efforts or registered for safety training but were not hired. Oil spill-related exposures
were assessed during enrollment interviews conducted in 2011–2013. We estimated risk ratios (RR) and 95%
confidence intervals for the associations of clean-up work characteristics with self-reported nonfatal MI up to three
years post-spill.
Results: Among 31,109 participants without history of MI prior to the spill, 77% worked on the oil spill. There were 192
self-reported MI during the study period; 151 among workers. Among the full cohort, working on the oil spill clean-up
(vs not working on the clean-up) and living in proximity to the oil spill (vs further away) were suggestively associated
with a possible increased risk of nonfatal MI [RR: 1.22 (0.86, 1.73) and 1.15 (0.82, 1.60), respectively]. Among oil spill
workers, working for > 180 days was associated with MI [RR for > 180 days (vs 1–30 days): 2.05 (1.05, 4.01)], as was
stopping working due to heat [RR: 1.99 (1.43, 2.78)]. There were suggestive associations of maximum total
hydrocarbon exposure ≥3.00 ppm (vs < 0.30 ppm) [RR: 1.69 (0.90, 3.19)] and working on decontaminating oiled
equipment (vs administrative support) [1.72 (0.96, 3.09)] with nonfatal MI.
Conclusion: This is the first study to assess the associations between oil spill exposures and MI. Results suggest
that working on the spill for > 180 days and stopping work due to heat increased risk of nonfatal MI. Future
research should evaluate whether the observed associations are related to specific chemical exposures or other
stressors associated with the spill.
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Background
The 2010 Deepwater Horizon disaster led to the largest
marine oil spill in history. The spill began April 20,
2010, following an explosion on the Deepwater Horizon
drilling rig in the Gulf of Mexico which killed 11 oil rig
workers and resulted in the release of over 200 million
gallons of crude oil [1]. Individuals involved in the oil
spill response and clean-up faced potential exposures to
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crude oil, burning oil, dispersants and cleaning agents,
in addition to physical stress related to oil spill work
tasks [2, 3]. Exertion, heat exposure, psychosocial stress,
and chemical exposures associated with the oil spill may
have impacted the cardiovascular health of clean-up
workers, in addition to the socioeconomic impacts of
the oil spill on residents of communities affected by the
spill [4–6].
Research on past oil spills has shown some acute
health consequences among clean-up workers and individuals from affected communities, including anxiety
and post-traumatic stress [7], eye and skin irritation [8],

© The Author(s). 2018 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Strelitz et al. Environmental Health (2018) 17:69

and lower respiratory tract symptoms [9] up to one year
following oil spill exposure. In several studies, longer durations of oil spill work were associated with acute respiratory symptoms, including among US Coast Guard
personnel deployed to work on the Deepwater Horizon
spill [10], and Hebei Spirit oil spill workers [11]. Persistent respiratory symptoms were observed among
clean-up workers 5 years following the Prestige oil spill
[12]. It is unclear what specific oil spill-related exposures
or physical factors drive these associations, but longer
work durations may be indicative of a larger chemical exposure burden, as well as increased physical or psychosocial stress related to the oil spill. Despite the reported
associations between oil spill work and persistent respiratory symptoms, no research has assessed incidence of
other chronic health outcomes, such as cardiovascular
events, among oil spill-exposed populations [13].
Many workers involved in the oil spill response and
clean-up faced physical stress from high ambient temperatures and the manual labor that was required for
many clean-up tasks, which could contribute to coronary events. Workplace stressors such as noise, along
with co-exposures to volatile organic chemicals, may
increase risk of hypertension [14], a primary risk factor
for coronary heart disease (CHD) [15]. Vigorous physical exertion increases risk of acute myocardial infarction (MI), particularly among adults who do not
habitually participate in physical activity and who have
atherosclerotic disease [16]. Tasks such as carrying or
lifting equipment, working outdoors in high heat, and
other labor associated with oil spill work may have created an environment with increased risk of triggering
acute cardiovascular events or exacerbating existing
coronary disease conditions among workers [4, 17].
Aside from the physical stress of oil spill work,
workers faced possible exposures to volatile organic
compounds (VOCs) and other chemicals in fresh and
weathered oil, combustion products from burning oil
and flaring of natural gas, emissions from the equipment
and machinery used during the clean-up, and chemical
dispersants [3, 18, 19]. Thus, depending on the nature,
location, and timing of work being performed, exposures
may include a complex mixture of particulate matter,
polycyclic aromatic hydrocarbons, and VOCs [2]. Particulate matter is known to impact cardiovascular health,
and even short-term increases in ambient particulate
concentrations increase risk of cardiovascular events and
overall mortality [20, 21]. Particulate levels during the
oil spill clean-up were elevated in coastal communities
and around clean-up sites, compared to typical ambient
levels in these regions [22], and pollutant concentrations
varied spatially over the course of the spill [18]. Volatile
organic compounds, such as benzene, released from
fresh oil may have also impacted cardiovascular health.
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Chronic occupational exposure to benzene has been
linked to increases in hypertension and is also associated
with hematologic changes [23]. While exposures to benzene and other VOCs potentially increase risk of adverse
health effects, the impact of such exposures on cardiovascular events in relation to oil spills has not been explored.
An oil spill workers’ tasks and work locations during
the clean-up may have been important indicators of
chemical exposures related to the oil spill. Workers on
boats, barges, and oil rigs were more often exposed to
the volatile constituents present in fresh crude oil, while
workers located on land or who performed clean-up
along shorelines were more likely to be exposed to
weathered oil with less volatile content [19]. Furthermore, workers who were tasked with burning oil deposits or who worked near burning oil may have had
greater exposures to particulate matter.
Most oil spill workers were residents of the Gulf Coast
region and may have experienced the socioeconomic impacts of the oil spill in addition to clean-up exposures.
Local industries including fishing and tourism were disrupted for months in the wake of the oil spill [24]. Surveys
of Gulf Coast residents showed decreases in income and
increases in job loss following the spill [25], which may
have contributed to psychosocial stress in these communities. Adverse mental health symptoms were also
elevated among individuals living in or adjacent to a
county where oil appeared during the spill [26]. Though
community-level exposures may have included relatively little oil exposure or other chemical exposures related to the spill, the economic impacts on the region
may have resulted in psychosocial stress. Psychosocial
stress can impact risk of cardiovascular disease by accelerating formation and progression of atherosclerotic plaques
[27]. Acute stress elevates blood pressure and may impact
cardiac arrhythmia and myocardial ischemia, which can result in onset of an acute MI or contribute to an increased
risk of a future CHD event by driving atherosclerotic progression and worsening cardiovascular disease states [4].
We assessed whether living in areas socioeconomically
impacted by the oil spill, or involvement in oil spill work
and the resulting clean-up related exposures, may be associated with risk of myocardial infarction (MI) in the 1 to
3-year period following the spill. Using data from the Gulf
Long-Term Follow-up Study (GuLF STUDY) [3], we examined the relationship of clean-up work involvement
and living in areas that were likely affected socioeconomically by the spill with risk of self-reported nonfatal MI
within 1–3 years after the Deepwater Horizon oil spill.

Methods
Data collection

The GuLF STUDY is a prospective cohort study of individuals who worked for at least one day on, or who
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trained for but did not work on, the response and
clean-up of the 2010 Deepwater Horizon oil spill. Participants in the study include individuals who completed
mandatory oil spill safety training in order to take part
in the oil spill response and clean-up as well as government workers and oil professionals. Details of the study
design and participant enrollment have been described
previously [3].
Recruitment for the GuLF STUDY began in March
2011, 11 months after the start of the oil spill, and continued through May 2013. Eligible participants were at least
21 years old and lived in the United States (US) at the time
of enrollment. From a list of 62,803 presumably unique
names with sufficient contact information, a total of
32,608 participants were enrolled into the study. Of these,
we excluded 999 individuals who completed a Vietnamese
language abbreviated version of the questionnaire which
did not collect complete information on oil spill clean-up
jobs, leaving 31,609 participants for this analysis.
During the enrollment telephone interview, conducted
in English or Spanish, participants were asked to provide
demographic and lifestyle information, details about
tasks they performed during the oil spill response and
clean-up, and information on their personal health history, including any diagnoses of MI. If the participant reported ever having an MI, they were asked the month
and year of their first diagnosis. If they could not recall
the month and year, they were asked their age at diagnosis. We excluded 495 study participants (366 clean-up
workers, 129 non-workers) who reported an MI occurring prior to the oil spill, and 5 participants who reported an MI with unknown timing, resulting in a final
sample size of 31,109.
Information on oil spill clean-up activities was assessed
retrospectively during the enrollment telephone interview,
1–3 years after the spill. Participants were asked their
home residence location, work locations during the oil
spill response and clean-up, dates of oil spill work, and detailed information on their tasks, and contact with oil, dispersants and other chemicals during the oil spill. The
study protocol was approved by the Institutional Review
Board (IRB) of the National Institute of Environmental
Health Sciences and this analysis was approved by the IRB
at the University of North Carolina at Chapel Hill.

Defining outcomes, exposures, and covariates

The outcome of interest was any incident self-reported
diagnosis of a first nonfatal MI. MI considered in this
analysis were those occurring after an individual began
clean-up work, or, for non-workers, from the start of the
oil spill on April 20, 2010 until the enrollment interview.
Therefore, the risk period for an incident MI was the
three-year period following the start of the oil spill.
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In this analysis we evaluated the complex and varied
exposures that workers faced during the oil spill. This
included participation in clean-up work and duration of
clean-up work, clean-up tasks, heat stress, and exposures to crude oil and burning oil during the clean-up
work. To consider the impact of community level stress
resulting from the spill, we assessed associations with
living in, or adjacent to, a county or parish with coastline
oiled during the spill. We considered both coastal and
adjacent counties because these areas were most likely
to have been impacted socioeconomically by the oil spill.
Living in, or adjacent to, a county oiled during the spill
was also a predictor of post-spill adverse mental health
outcomes [26].
The exposures of interest in this analysis were defined
as participation in clean-up work (yes, no); duration of oil
spill clean-up work (categorized based on the distribution
of work duration as 1–30 days, 31–90 days, 91–180 days,
> 180 days); highest exposure clean-up job (response, operations support work, clean-up on the water, clean-up on
land, decontamination, administrative support – classified
hierarchically (highest to lowest) by likely level of exposure
to total hydrocarbons as an indicator of exposure to oil
spill chemicals [19]); maximum overall total hydrocarbon (THC) exposure during oil spill work (< 0.30 ppm,
0.30–0.99 ppm, 1.00–2.99 ppm, ≥3.00 ppm) as estimated from a job exposure matrix [3, 19] as described
below; potential work exposure to burning crude oil
(yes, no), which was derived from work task and location information; ever having had to stop clean-up
work activities due to heat (yes, no); and residential
proximity to the oil spill (“direct or indirect proximity”:
resident of a county or parish that had coastline oiled from
the spill or was adjacent to a county with oiled coastline;
“away from the spill”: elsewhere in the Gulf states or
broader US). All exposure data were self-reported or were
derived from self-reported information, aside from maximum THC exposure estimates which also incorporated
information on hydrocarbon concentrations from personal
exposure monitors.
A job exposure matrix was used to assign workers to
maximum total hydrocarbon (THC) exposure categories
based on their highest exposure task during the
clean-up. The job exposure matrix (JEM) was created
using data from personal exposure monitor measurements of VOCs, including THC, collected during the oil
spill response and clean-up. Exposure ranges were determined and ordinal estimates for level of THC exposure
were assigned to exposure groups defined by vessel or
vessel type (for clean-up work on the water), job type
and task, and time period of clean-up work and ultimately linked to data from participant questionnaires to
estimate individual exposure levels. Levels of exposure
to THC served as a proxy for oil spill chemical exposure
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and was assigned to each self-reported work task using
the JEM. Most participants reported multiple work tasks
during clean-up, with some reported during the same
time period. For this analysis, workers were characterized by their maximum overall THC exposure across all
self-reported jobs/tasks [19].
Information on other covariates including age, gender,
ethnicity, cigarette smoking, height and weight, income,
and education were ascertained via self-report during
the enrollment telephone interview.

Estimating risk of heart attack

We used log binomial regression to estimate risk ratios
(RR) for the association of each exposure with nonfatal
MI, with separate models for each association of interest.
Analyses focused on worker/non-worker status and residential proximity to the oil spill included the full cohort,
while analyses of specific clean-up work characteristics
(work duration, job type, THC exposure, burning oil exposure, heat exposure) were among workers only, using
workers with the lowest exposure or no exposure as the
referent group. Each regression model adjusted for age
at enrollment (20–29, 30–39, 40–49, 50–59, 60–64,
≥65 years), gender (male, female), cigarette smoking
(current, former, never), body mass index (BMI) (< 25,
25–29.9, ≥30 kg/m2), maximum education attainment
(less than high school, high school diploma/GED, some
college/2-year degree, 4+ year college graduate) and residential proximity to the oil spill (direct/indirect, away
from the spill). We were unable to control for finer categories of smoking than current/former/never because
there was a substantial amount of missing data for
pack-years of smoking among former smokers. When
modeling associations with residential proximity to the oil
spill, stopping work due to heat, highest exposure job, and
working near burning oil, we controlled for clean-up work
duration in addition to the other confounders.
We evaluated the impact of heat stress on MI in several ways. We compared those who reported ever having
to stop clean-up work due to heat to those who did not
report this. We also carried out sensitivity analyses in
which we adjusted for this measure of potential heat
stress in the other exposure models to determine if
adjusting for heat stress changed any associations with
nonfatal MI. To differentiate potentially more acute heat
stress-related MI events from any longer-term impacts
of exposures on MI risk, we compared associations with
nonfatal MI in two time periods - the active clean-up
period up beginning April 20, 2010 until the end of
2010, and 2011 through the end of follow-up. Most
clean-up activities had ceased by the end of 2010 and
subsequent MI events were unlikely to be acutely due to
clean-up-related heat stress.
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Effect measure modification

We assessed the presence of effect measure modification
by smoking or residential proximity to the oil spill, using
stratified analyses and product terms. Since smoking is a
strong risk factor for MI, associations between oil spill
exposures and MI could be more apparent among nonsmokers or there could be synergistic effects between
smoking and oil spill chemicals. We considered residential proximity to the oil spill as a potential effect measure modifier to evaluate the possibility of a synergistic
effect among clean-up workers living in areas affected by
the spill, who may have experienced socioeconomic
stress related to the oil spill in addition to chemical/
physical oil spill-related exposures. Smoking status was
defined as current/former smoker vs. never smoker, and
residential proximity to the spill remained coded as direct/indirect proximity to the spill vs. away from the spill.
Estimates for the exposure/outcome relationships were
generated using log binomial regression models after
stratifying by the modifier. To assess effect measure modification on the multiplicative scale, a product term between the modifier and main exposure was included in
each model. We tested the statistical significance of modification of the risk ratio on the multiplicative scale using
the likelihood ratio test (LRT) to compare models including and not including the product term, with alpha = 0.05.

Results
Among the 31,109 study participants without a previous
MI, there were 192 first MI cases occurring after the start
of the oil spill; 151 were among oil spill workers and occurred after they began oil spill-related work. As seen in
Table 1, 81% of participants were male, 57% were ≥
40 years old, 66% were white, and 24% reported having
graduated from college. More than half of all study participants reported living in a county or parish proximal to the
oil spill and 77% of participants worked on the oil spill response and clean-up for at least one day (workers).
Among those who worked on the spill, 88% worked for
over 30 days. Maximum overall estimates of THC exposure ranged from 0 ppm to 23.24 ppm (data not shown),
with 14% of workers having maximum THC exposure
≥3.00 ppm during clean-up (Table 2).
Adjusted risk ratios (RR) from the regression models
for each of the oil spill exposures and nonfatal MI are
shown in Table 3. Among the full cohort, there were
suggestive, but not statistically significant, associations
for working on the oil spill response and clean-up (vs.
not working on clean-up) and nonfatal MI [RR = 1.22,
95% Confidence Interval = (0.86, 1.73)], and for living in
direct/indirect proximity to the oil spill (vs. away from
the spill) with risk of MI [RR = 1.15 (0.82, 1.60)] after
adjusting for confounders.
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Table 1 Nonfatal MI by participant demographic characteristics. GuLF STUDY, 2010–2013 (N = 31,109)
Nonfatal MI (N = 192) (%)

Total N (N = 31,109) (%)

Worked on oil spill clean-up
Yes

151 (78.6)

23,933 (77.2)

No (non-workers)

41 (21.4)

7070 (22.8)

Missing

106 (0.3)

Gender
Male

182 (94.8)

24,949 (80.5)

Female

10 (5.2)

6052 (19.5)

Missing

108 (0.3)

Age category (years)
20–29

4 (2.1)

6214 (20.1)

30–39

20 (10.4)

7299 (23.6)

40–49

56 (29.2)

7593 (24.6)

50–59

64 (14.8)

6807 (22.0)

60–64

19 (15.1)

1746 (5.7)

≥ 65

29 (15.1)

1243 (4.0)

Missing

207 (0.7)

Ethnicity
White

116 (60.4)

20,246 (65.7)

Black

49 (25.5)

7349 (23.8)

Asian

2 (1.0)

320 (1.0)

Other/multi-racial

25 (13.0)

2921 (9.5)

Missing

273 (0.9)

Hispanic
Yes

12 (6.3)

2078 (6.7)

No

180 (93.8)

28,845 (93.3)

Missing

186 (0.6)

Education completed
Less than high school

57 (29.7)

4950 (16.0)

High school diploma/GED

64 (33.3)

9257 (30.0)

Some college/2 year degree

54 (28.1)

9228 (29.9)

4+ year college graduate

17 (8.9)

7472 (24.2)

Missing

202 (0.6)

Income
≤ $20,000

75 (43.6)

8102 (29.1)

$20,001 To $50,000

53 (30.8)

8890 (32.0)

More Than $50,000

44 (25.6)

10,831 (38.9)

Missing

3286 (10.6)

Residential location
Direct/indirect proximity

140 (72.9)

18,914 (61.0)

Other residence

52 (27.1)

12,089 (39.0)

Missing

106 (0.3)

Cigarette smoking
Current

62 (32.6)

9237 (30.0)

Former

69 (36.3)

6574 (21.4)

Never

59 (31.1)

14,979 (48.6)

Missing

319 (1.0)
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Table 2 Nonfatal MI and oil spill clean-up characteristics among workers. GuLF STUDY, 2010–2013 (n = 24,006)
Nonfatal MI (N = 151) (%)

Total N (N = 24,006) (%)

1–30 days

11 (7.3)

2936 (12.3)

31–90

46 (30.5)

7518 (31.4)

91–180

56 (37.1)

8216 (34.3)

> 180

38 (25.2)

5263 (22.0)

Work duration

Missing

73 (0.3)

Maximum exposure job
Response Work

20 (13.2)

4387 (18.3)

Operations Work

39 (25.8)

4289 (17.9)

Clean-up on Water

21 (13.9)

3699 (15.5)

Decon Work

33 (21.9)

3509 (14.7)

Clean-up on Land

18 (11.9)

3572 (14.9)

Administrative Support Work

20 (13.2)

4477 (18.7)

Missing

73 (0.3)

Potentially exposed to burning/flaring oil and gas
Yes

13 (9.0)

2106 (8.9)

No

132 (91.0)

21,328 (91.1)

Missing or unknown

572 (2.4)

Ever had to stop work due to heat
No

72 (50.7)

14,142 (65.8)

Yes

70 (49.3)

7358 (34.2)

Missing

2506 (10.4)

Max overall THC exposure
≥ 3.00 ppm

24 (15.9)

3387 (14.2)

1.00–2.99 ppm

49 (32.5)

7324 (30.6)

0.30–0.99 ppm

60 (39.7)

7836 (32.8)

< 0.30 ppm

18 (11.9)

5360 (22.4)

Missing

Among oil spill workers, work duration > 180 days (vs.
1–30 days) was associated with increased risk of nonfatal
MI [RR = 2.05 (1.05, 4.01)], although the suggestive
exposure-response trend across category of work duration was not statistically significant (p-value for linear
trend test = 0.20). There was a positive association between ever having to stop clean-up work activities due to
heat and risk of MI [RR = 1.99 (1.43, 2.78)]. There were no
apparent associations with MI by job type, aside from a
possible association with decontamination work [RR =
1.72 (0.96, 3.09)]. There was no association with working
near burning oil [RR = 1.00 (0.56, 1.77)]. Maximum overall
THC exposure ≥3.00 ppm (vs < 0.30 ppm) had a possible
association with nonfatal MI [RR = 1.69 (0.90, 3.19)], but
with no evidence of an exposure-response trend.
Adjusting for stopping work due to heat did not
substantively change any of the associations of interest (results not shown). In an analysis restricted to the 135

99 (0.4)

nonfatal MI (114 among workers) that occurred from
January 1, 2011 through the end of the study period
(Table 4), the association with working on oil spill
clean-up [RR = 1.83 (1.13, 2.94)] was stronger than what
was observed among first MI diagnoses across the entire
study period. Other associations were generally similar to
those observed for the entire study period; however the results for the later time period lacked precision due to the
small number of cases in some strata (Table 4). There were
too few cases to evaluate MI risk specifically during the active clean-up period or to further stratify the risk period.
Overall, associations with clean-up work and residential
proximity were more evident among never-smokers than
among ever-smokers though the stratified estimates
mostly had overlapping confidence intervals. Working on
the oil spill appeared to be associated with MI only among
never-smokers (Table 5). Never-smokers had somewhat
stronger associations of work duration with MI compared
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Table 3 Associations between oil spill exposures and first
nonfatal MI. GuLF STUDY, 2010–2013
MI cases/na

RRb (95% CI)

Workers and non-workers (N = 31,109)
Worked on clean-up
Yes

149/23399

1.22 (0.86, 1.73)

No

40/6872

ref

c

Residential proximity to oil spill
Direct/indirect
Away from the spill

138/18487

1.15 (0.82, 1.60)

51/11784

ref

Clean-up workers only (n = 24,006)
Maximum exposure jobd
Response Work

20/4344

0.71 (0.37, 1.35)

Operations Work

39/4250

1.24 (0.70, 2.21)

Clean-up on Water

20/3650

0.73 (0.38, 1.39)

Decontamination Work

33/3481

1.72 (0.96, 3.09)

Clean-up on Land

18/3532

0.93 (0.49, 1.78)

Administrative Support

19/4392

ref

Work duration
> 180 days

38/5162

2.05 (1.05, 4.01)

91–180 days

56/8056

1.77 (0.93, 3.37)

31–90 days

44/7327

1.63 (0.84, 3.14)

1–30 days

11/2854

ref

d

Ever had to stop work due to heat
Yes

70/7248

1.99 (1.43, 2.78)

No

72/13912

ref

Yes

13/2072

1.00 (0.56, 1.77)

No

136/21327

ref

Worked near burning oild

Maximum overall THC exposure
≥ 3.00 ppm

24/3323

1.69 (0.90, 3.19)

1.00–2.99 ppm

49/7183

1.26 (0.71, 2.21)

0.30–0.99 ppm

59/7675

1.81 (1.05, 3.14)

< 0.30 ppm

17/5192

ref

Residential proximity to the spill is defined as living in or adjacent to a county
or parish with coastline that was oiled during the spill
a
Total number of observations included in the adjusted model
b
Risk ratios (RR) adjusting for age, gender, BMI, education, residential proximity
to the oil spill, and smoking
c
Models adjust for duration of clean-up work in addition to the confounders
age, gender, BMI, education, and smoking
d
Models adjust for duration of clean-up work in addition to the confounders
age, gender, BMI, education, smoking and residential proximity to the oil spill

to the associations among smokers, although there was no
evidence of an exposure-response trend. The LRT statistic
showed that the product term improved fit for models of
job type and maximum THC exposure.
There did not appear to be much heterogeneity of the
observed associations after stratifying by residential
proximity to the oil spill, although some risk estimates

were qualitatively stronger among those living in proximity to the spill (Table 6). For example, the association
for stopping work due to heat and MI was significant
among those living in proximity to the spill but was
somewhat weaker in magnitude, and less precise, among
those living further away [2.10 (1.42, 3.10) and 1.53
(0.80, 2.95), respectively]. Those living in proximity to
the spill had a somewhat stronger association for maximum overall THC exposure ≥3.00 ppm with MI compared to workers living further away from the spill [1.99
(0.88, 4.51) and 1.27 (0.47, 3.38), respectively]. The LRT
statistics showed that including a product term for home
proximity to the spill did not improve fit for any of these
models (p-values all > 0.05), indicating no modification
of the risk ratio on the multiplicative scale.

Discussion
Among oil spill workers, we observed positive associations
between duration of clean-up work and heat stress with
self-reported MI occurring up to 1–3 years after the oil
spill, and suggestive but not statistically significant associations for maximum THC exposure and decontamination
work. Individuals living in proximity to the oil spill had a
small, non-significantly increased risk of nonfatal MI compared to individuals living further away. The other observed associations were generally modest in magnitude
and had wide confidence intervals, and conclusions should
reflect the uncertainty in the observed estimates.
The positive associations between duration of clean-up
work with MI, and suggestive associations between maximum THC exposure and decontamination work with
MI, may be driven by chemical exposures during the oil
spill response and clean-up or by other stressors related
to the spill. Participants with longer work duration or
tasks with more contact with fresh oil likely had higher
exposures to crude oil and related exposures to volatile
organic compounds, polycyclic aromatic hydrocarbons
and particulate matter. Short-term increases in
ambient-level particulate matter exposures increase risk
of acute MI in the general population [20], and ambient
exposure to volatile organic compounds is also associated with increased risk of heart disease [23, 28]. Exposures to oil-related chemicals during clean-up work may
have had acute as well as longer-term impacts on incidence of MI. We did not see any association between
potential work exposures to burning oil (a source of exposure to particulate matter and other combustion products) and MI, which may be due to the relatively low
number of participants with exposure to burning or imprecision in the exposure measure. Workers were categorized as exposed to burning oil based on their job
tasks and work locations; misclassification may have reduced our ability to detect associations with MI. It is
also possible that the magnitude or duration of exposure
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Table 4 Associations of oil spill exposure characteristics and nonfatal MI occurring after December 31st 2010. GuLF STUDY 2010–2013
MI cases/ total Na

RRb (95% CI)

Among workers and non-workers (N = 30,946; 135 cases)
Worked on clean-up
Yes

112/23362

1.83 (1.13, 2.94)

No

20/6852

ref

Direct/indirect

95/18444

1.17 (0.79, 1.74)

Away from the spill

37/11770

ref

Residential proximity to oil spillc

Among clean-up workers only (n = 23,896; 114 cases)
Maximum exposure jobd
Response Work

14/4305

0.61 (0.29, 1.27)

Operations Work

25/4200

0.97 (0.50, 1.89)

Clean-up on Water

17/3603

0.76 (0.38, 1.55)

Decontamination

26/3436

1.66 (0.87, 3.16)

Clean-up on Land

14/3484

0.88 (0.43, 1.82)

Administrative Support

16/4334

ref

> 180 days

33/5157

1.99 (0.98, 4.04)

91–180 days

38/8038

1.35 (0.67, 2.70)

Work duration

31–90 days

31/7314

1.27 (0.63, 2.59)

1–30 days

10/2853

ref

Yes

51/7201

1.85 (1.25, 2.73)

No

55/13827

ref

Ever had to stop work due to heatd

Worked near burning oild
Yes

9/2068

0.93 (0.47, 1.84)

No

103/21294

ref

16/3315

1.34 (0.65, 2.76)

Maximum overall THC exposure
≥ 3.00 ppm
1.00–2.99 ppm

35/7169

1.05 (0.56, 1.96)

0.30–0.99 ppm

46/7662

1.65 (0.91, 2.99)

< 0.30 ppm

15/5190

ref

a

Number of observations included in the fully adjusted model, by exposure status
b
Risk ratios (RR) adjusting for age, gender, BMI, education, smoking and residential proximity to the oil spill
c
Models adjust for duration of clean-up work in addition to the confounders age, gender, BMI, education, and smoking
d
Models adjust for duration of clean-up work in addition to the confounders age, gender, BMI, education, smoking and residential proximity to the oil spill

to burning oil was not sufficient to produce an effect observable in this study.
The suggestive association between living in proximity
to the oil spill and nonfatal MI may be driven by psychosocial stress caused by the spill, pollutant exposures, or
other spill-related environmental factors, although the
precision of the observed associations suggests that
these could be chance findings. Individuals living in
counties impacted by the oil spill were more likely to
face economic and social hardships in the aftermath of
the spill [25]. Furthermore, living in or adjacent to a
county exposed to oil was associated with adverse

mental health symptoms following the oil spill [26].
Psychosocial stress and anxiety contribute to hypertension [29] and other cardiovascular risk factors, and
thereby may have increased risk of an acute MI or contributed to chronic development of CHD [30].
We evaluated differences in self-reported health characteristics between those living in proximity to the spill
and those who live further away. Those living in proximity to the spill had a higher prevalence of self-reported
fair or poor health (23.8% vs 11.6%) and higher prevalence of self-reported worse health compared to prior to
the spill (36% vs 20.2%) at the time of the GuLF STUDY
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Table 5 Modification of the associations between oil spill exposures and nonfatal MI among workers and non-workers by smoking
status. GuLF STUDY, 2010–2013
MI cases/na

RRb (95% CI)

MI cases/na

RRb (95% CI)

LRTe P-value*

Among workers and non-workers without prevalent MI (N = 31,109)
Ever smoker (n = 15,861)

Never smoker (n = 15,016)

Yes

100/12043

0.99 (0.67, 1.47)

52/11359

1.98 (0.98, 4.03)

No

33/3533

ref

9/3341

ref

Direct/indirect

97/10377

0.99 (0.67, 1.48)

45/8114

1.52 (0.84, 2.76)

Away from the spill

36/5199

ref

16/6586

ref

Worked on clean-up
0.11

Residential proximity to oil spillc
0.26

Among clean-up workers and responders without prevalent MI (n = 24,009)
Ever smoker (n = 12,510)

Never smoker (n = 11,701)

Response Work

14/2338

0.66 (0.30, 1.45)

7/1974

0.80 (0.28, 2.25)

Operations Work

30/2471

1.21 (0.60, 2.44)

10/1744

1.11 (0.42, 2.93)

Clean-up on Water

11./1955

0.53 (0.23, 1.22)

9/1651

1.02 (0.38, 2.75)

Decontamination

26/1856

1.74 (0.86, 3.51)

7/1587

1.20 (0.43, 3.39)

Clean-up on Land

7/1764

0.47 (0.18, 1.20)

11/1724

1.89 (0.75, 4.72)

Administrative Support

12/1659

ref

8/2679

ref

d

Maximum exposure job

< 0.01

Work duration
> 180 days

24/2699

1.53 (0.71, 3.30)

14/2463

2.90 (0.83, 10.09)

91–180 days

37/4306

1.37 (0.66, 2.83)

20/3751

2.54 (0.76, 8.55)

31–90 days

30/3647

1.34 (0.64, 2.80)

15/3681

2.16 (0.63, 7.43)

1–30 days

9/1391

ref

3/1464

ref

0.21

d

Ever had to stop work due to heat
Yes

53/4125

2.39 (1.58, 3.60)

18/3096

1.23 (0.68, 2.24)

No

42/7048

ref

30/6796

ref

0.07

Worked near burning oild
Yes

10/1104

1.11 (0.57, 2.14)

4/969

0.98 (0.35, 2.74)

No

90/10939

ref

48/10390

ref

≥ 3.00 ppm

19/1822

1.67 (0.79, 3.55)

6/1502

1.43 (0.47, 4.34)

1.00–2.99 ppm

34/4073

1.13 (0.56, 2.26)

16/3111

1.32 (0.53, 3.32)

0.30–0.99 ppm

36/4061

1.43 (0.73, 2.83)

23/3614

2.29 (0.97, 5.39)

< 0.30 ppm

11/2071

ref

7/3122

ref

0.31

Maximum overall THC exposure
0.05

a

Number of observations included in the fully adjusted model, by exposure status
b
Risk ratios (RR) adjusting for age, gender, BMI, education, and residential proximity to the oil spill
c
Models adjust for duration of clean-up work in addition to the confounders age, gender, BMI, and education
d
Models adjust for duration of clean-up work in addition to the confounders age, gender, BMI, education, and residential proximity to the oil spill
e
LRT Likelihood Ratio Test. The LRT was used to assess statistical significance of an interaction term between the modifier variable and the main exposure variable
*Alpha = 0.05

enrollment interview. The prevalence of self-reported
hypertension prior to the oil spill was also slightly higher
among those living in proximity to the spill compared to
those living further away (18.7% vs 14.9%). These differences indicate poorer health among those living in proximity to the spill, and may contribute to a higher risk of
MI in this group.

The present study included nonfatal MI cases occurring up to 1–3 years after the oil spill. Separate analyses
for MI diagnoses reported as occurring after the active
clean-up period sought to rule out the possible role of
heat stress or other acute exposures on the overall results. Results restricted to the 135 events occurring on
or after January 1, 2011 generally showed similar trends
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Table 6 Modification of the associations between oil spill exposures and nonfatal MI by residential proximity to the oil spill. GuLF
STUDY, 2010–2013
MI cases/ total na

RRb (95% CI)

MI cases/ total na

RRb (95% CI)

LRTe P-value*

Among workers and non-workers (N = 31,109)
Direct/indirect proximity (n = 18,984)

Away from the spill (n = 12,125)

106/13801

1.16 (0.79, 1.70)

43/9598

1.32 (0.62, 2.81)

32/4686

ref

8/2186

ref

Worked on clean-up
Yes
No

0.81

Among clean-up workers and responders only (n = 24,375)
Direct/indirect proximity (n = 14,140)

Away from the spill (n = 9866)

Response Work

15/2439

0.83 (0.37, 1.87)

5/1872

0.58 (0.20, 1.66)

Operations Work

29/2836

1.35 (0.65, 2.80)

10/1378

1.06 (0.42, 2.68)

Clean-up on Water

17/2400

0.82 (0.40, 1.82)

3/1206

0.46 (0.12, 1.68)

Decontamination

25/2366

1.88 (0.89, 3.95)

8/1077

1.33 (0.50, 3.49)

Clean-up on Land

11/2128

0.87 (0.37, 2.06)

7/1360

1.02 (0.38, 2.71)

Administration Support

10/1633

ref

10/2705

ref

> 180 days

31/3392

1.50 (0.93, 2.40)

7/1770

0.97 (0.40, 2.33)

91–180 days

37/4866

1.10 (0.71, 1.72)

20/3191

1.39 (0.73, 2.65)

1–90 days

40/5545

ref

17/4638

ref

Maximum exposure jobc
0.31

d

Work duration

0.08

c

Ever had to stop work due to heat
Yes

56/5116

2.10 (1.42, 3.10)

14/2104

1.53 (0.80, 2.95)

No

48/7898

ref

23/5945

ref

Yes

10/1094

1.26 (0.65, 2.43)

3/978

0.78 (0.28, 2.20)

No

96/12707

ref

40/8620

ref

≥ 3.00 ppm

17/1819

1.99 (0.88, 4.51)

7/1504

1.27 (0.47, 3.38)

1.00–2.99 ppm

40/5018

1.42 (0.68, 2.94)

9/2165

0.92 (0.36, 2.38)

0.30–0.99 ppm

41/4800

1.92 (0.93, 3.97)

18/2875

1.54 (0.68, 3.49)

< 0.30 ppm

8/2151

ref

9/3041

ref

0.56

Worked near burning oilc
0.54

Maximum overall THC exposure
0.48

Residential proximity to the spill is defined as living in or adjacent to a county or parish with coastline that was oiled during the spill
a
Number of observations included in the fully adjusted model, by exposure status
b
Risk ratios (RR) adjusting for age, gender, BMI, education, and smoking
c
Models for the associations of stopping work due to heat with MI and working near burning oil with MI adjust for duration of clean-up work in addition to the
confounders age, gender, BMI, education, and smoking
d
For analyses of work duration stratified by residential proximity to the spill, the variable was recoded into 3 categories (1–90 days, 91–180 days, > 180 days) due
to insufficient numbers of cases in the shorter work duration categories
e
LRT Likelihood Ratio Test. The LRT was used to assess statistical significance of an interaction term between the modifier variable and the main exposure variable
*
Alpha = 0.05

as our main analyses, though the association for working
on clean-up and MI was stronger after the active
clean-up period than for the whole study period. We
were not able to further stratify the risk period due to
the low number of cases. If acute stressors such as heat
or physical exertion were primarily responsible for increases in nonfatal MI after the oil spill, we would have
expected to see diminished associations for MI occurring after most clean-up work had ended. That some

associations were actually stronger after the active
clean-up period also suggests the possibility of a healthy
worker effect, where events during the active clean-up
period may be under-ascertained.
Stratified analyses showed possible evidence of modification by smoking and, to a lesser extent, residential
proximity to the oil spill. Some associations were stronger among never smokers than among ever smokers.
This may be due to reduced ability to detect spill-related
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associations with MI in the presence of smoking, which
is a strong risk factor for MI. Stratified results also suggested some elevated risks among those living in proximity to the oil spill, though differences were generally
small and not significant. Workers who lived in proximity to the oil spill likely faced greater emotional stress related to the oil spill, including loss of income and
disruption of normal activities compared to those living
further away, which may have contributed to a possible
synergistic impact of psychosocial stress related to the
oil spill and clean-up related exposures on MI.
This study has several limitations. The estimate of each
individual’s maximum THC exposure is based on their
task with the highest exposure and does not account for
duration of that exposure or for cumulative exposure
across tasks. Cumulative, chemical-specific estimates that
take into account exposure from multiple tasks and duration of those tasks are currently being developed. Misclassification of workers’ THC exposure would be
expected to bias results toward the null, since misclassification would likely occur non-differentially with respect to
the outcome. Nonetheless, these exposure estimates were
derived from detailed self-reported data on clean-up tasks
and from monitoring data of airborne THC concentrations collected during the oil spill clean-up [19], providing
more detailed exposure data than has been available in
previous studies of oil spill workers.
Another limitation of the exposure assessment was the
challenge of grouping workers based on task, due to the
complex work patterns that were common among oil
spill workers; many workers reported multiple tasks,
even within the same time period. To examine associations with MI by work task, we categorized workers by
their maximum exposure job, which may not have been
the job where they spent the most time.
This study relied on self-report of MI diagnoses, which
is subject to reporting errors. Research in other populations has shown that recall of an MI diagnosis may be
poorer among older or less educated individuals [31],
however the majority of the GuLF STUDY participants
were < 60 years old at enrollment, and more than half
attended at least 2 years of college. Self-report of MI has
shown moderate agreement with hospital discharge data
(kappa = 0.64) [32]. Furthermore, this study focused on a
relatively short 1 to 3-year risk period in which participants were asked to recall the occurrence and timing of
a diagnosis. We expect that misreport of MI diagnoses
would be non-differential with respect to the exposures
of interest and would attenuate risk estimates.
Another limitation is the lack of information on mortality in the target population during the study period.
Potentially eligible individuals who died before study recruitment in 2011–2013 – due to a fatal MI or other
causes – are not included in this study, as participants
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had to be living at the time of recruitment. Excluding individuals who did not survive to enroll in our study may
have resulted in under-ascertainment of MI incidence in
our study population, especially if oil spill-related exposures contributed to acute incidence of MI and fatality.
We therefore may have underestimated risk of MI related to the oil spill.
The GuLF STUDY is the largest study of the human
health impact of oil spills and is the first to assess heart
disease among oil spill-exposed populations. The study
features detailed assessment of clean-up-related tasks
and improves upon exposure estimation from previous
studies by developing job exposure matrix-based estimates of total hydrocarbon exposure among clean-up
workers [19]. The longitudinal design of the study will
allow for ongoing assessment of the observed associations over time.

Conclusions
Results of this study suggest that several oil spill-related
exposures may have been associated with an increased
risk of nonfatal MI within 1–3 years after the Deepwater
Horizon oil spill. Further research is needed to
characterize the pattern of associations over time, and to
better understand what specific exposures, such as stress
or individual chemical exposures are driving the observed associations.
Acknowledgments
The authors would like to acknowledge the study team at Social & Scientific
Systems for their contributions to preparing the analytic dataset for this
project and editing the manuscript.
Funding
The GuLF STUDY is supported by the Intramural Research Program of the
NIH, National Institute of Environmental Health Sciences (Z01-ES102945) and
the NIH Common Fund. While working on this research, Jean Strelitz was
funded by an NIEHS-funded T32 training grant (ES07018).
The datasets generated and/or analyzed during the current study are
publicly available on reasonable request from the GuLF STUDY. For more
details and to submit a data request, please visit: https://gulfstudy.nih.gov/
en/forresearchers.html
Authors’ contributions
JS analyzed and interpreted the results and drafted the manuscript. LE, RK,
AM, AB and DS contributed to the interpretation of the results and to the
discussion of the findings. All authors approved the final manuscript.
Ethics approval and consent to participate
All participants provided informed consent prior to participating in the GuLF
STUDY. The GuLF STUDY protocol was approved by the Institutional Review
Board (IRB) at the National Institute of Environmental Health Sciences, and
this research was approved by the IRB at the University of North Carolina.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Strelitz et al. Environmental Health (2018) 17:69

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Department of Epidemiology, Gillings School of Global Public Health,
University of North Carolina at Chapel Hill, Chapel Hill, NC, USA. 2National
Institute of Environmental Health Sciences, NIH, DHHS, Research Triangle
Park, NC, USA. 3National Cancer Institute, NIH, DHHS, Bethesda, MD, USA.
Received: 15 May 2018 Accepted: 19 July 2018

References
1. National Commission on the BP Deepwater Horizon Oil Spill and Offshore
Drilling. Deep Water: The Gulf Oil Disaster and the Future of Offshore
Drilling, Report to the President. In: Drilling NCotBDHOSaO, editor.
Washington, DC: United States Government Publishing Office; 2011.
2. Goldstein BD, Osofsky HJ, Lichtveld MY. The Gulf oil spill. N Engl J Med.
2011;364(14):1334–48.
3. Kwok RK, Engel LS, Miller AK, Blair A, Curry MD, Jackson WB, Stewart PA,
Stenzel MR, Birnbaum LS, Sandler DP. The GuLF STUDY: a prospective study
of persons involved in the deepwater horizon oil spill response and cleanup. Environ Health Perspect. 2017;125(4):570–8.
4. Steptoe A, Kivimaki M. Stress and cardiovascular disease: an update on
current knowledge. Annu Rev Public Health. 2013;34:337–54.
5. Brook RD. Cardiovascular effects of air pollution. Clinical science (London,
England : 1979). 2008;115(6):175–87.
6. Culic V. Acute risk factors for myocardial infarction. Int J Cardiol. 2007;117(2):
260–9.
7. Palinkas LA, Petterson JS, Russell J, Downs MA. Community patterns of
psychiatric disorders after the Exxon Valdez oil spill. Am J Psychiatry. 1993;
150(10):1517–23.
8. Na JU, Sim MS, Jo IJ, Song HG. The duration of acute health problems in
people involved with the cleanup operation of the Hebei Spirit oil spill. Mar
Pollut Bull. 2012;64(6):1246–51.
9. Zock J-P, Rodríguez-Trigo G, Pozo-Rodríguez F, Barberà JA, Bouso L, Torralba
Y, Antó JM, Gómez FP, Fuster C, Verea H. Prolonged respiratory symptoms
in clean-up workers of the prestige oil spill. Am J Respir Crit Care Med.
2007;176(6):610–6.
10. Alexander M, Engel LS, Olaiya N, Wang L, Barrett J, Weems L, Schwartz EG,
Rusiecki JA. The Deepwater horizon oil spill coast guard cohort study: a
cross-sectional study of acute respiratory health symptoms. Environ Res.
2018;162:196–202.
11. Gwack J, Lee JH, Kang YA, Chang KJ, Lee MS, Hong JY. Acute health effects
among military personnel participating in the cleanup of the Hebei spirit oil
spill, 2007, in taean county, Korea. Osong Public Health Res Perspect. 2012;
3(4):206–12.
12. Zock J-P, Rodríguez-Trigo G, Rodríguez-Rodríguez E, Espinosa A, PozoRodríguez F, Gómez F, Fuster C, Castaño-Vinyals G, Antó JM, Barberà JA.
Persistent respiratory symptoms in clean-up workers 5 years after the
prestige oil spill. Occup Environ Med. 2012;69(7):508–13.
13. Aguilera F, Mendez J, Pasaro E, Laffon B. Review on the effects of exposure
to spilled oils on human health. Journal of applied toxicology : JAT. 2010;
30(4):291–301.
14. Chang T-Y, Wang V-S, Hwang B-F, Yen H-Y, Lai J-S, Liu C-S, Lin S-Y. Effects of
co-exposure to noise and mixture of organic solvents on blood pressure. J
Occup Health. 2009;51(4):332–9.
15. Yusuf S, Hawken S, Ounpuu S, Dans T, Avezum A, Lanas F, McQueen M,
Budaj A, Pais P, Varigos J, et al. Effect of potentially modifiable risk factors
associated with myocardial infarction in 52 countries (the INTERHEART
study): case-control study. Lancet. 2004;364(9438):937–52.
16. Thompson PD, Franklin BA, Balady GJ, Blair SN, Corrado D, Estes NA 3rd,
Fulton JE, Gordon NF, Haskell WL, Link MS, et al. Exercise and acute
cardiovascular events placing the risks into perspective: a scientific
statement from the American Heart Association Council on nutrition,
physical activity, and metabolism and the council on clinical cardiology.
Circulation. 2007;115(17):2358–68.
17. Inoue N. Stress and atherosclerotic cardiovascular disease. J Atheroscler
Thromb. 2014;21(5):391–401.

Page 12 of 12

18. Middlebrook AM, Murphy DM, Ahmadov R, Atlas EL, Bahreini R, Blake DR,
Brioude J, de Gouw JA, Fehsenfeld FC, Frost GJ, et al. Air quality
implications of the Deepwater horizon oil spill. Proc Natl Acad Sci U S A.
2012;109(50):20280–5.
19. Stewart PA, Stenzel MR, Ramachandran G, Banerjee S, Huynh T, Groth C,
Kwok RK, Blair A, Engel LS, Sandler DP. Development of a total hydrocarbon
ordinal job-exposure matrix for workers responding to the Deepwater
Horizon disaster: The GuLF STUDY. J Expo Sci Environ Epidemiol. 2018;28(3):
223–30. https://doi.org/10.1038/jes.2017.16. PMID: 29064482.
20. Brook RD, Rajagopalan S. Particulate matter air pollution and atherosclerosis.
Curr Atheroscler Rep. 2010;12(5):291–300.
21. Brook RD, Rajagopalan S, Pope CA, Brook JR, Bhatnagar A, Diez-Roux AV,
Holguin F, Hong Y, Luepker RV, Mittleman MA. Particulate matter air
pollution and cardiovascular disease an update to the scientific statement
from the American heart association. Circulation. 2010;121(21):2331–78.
22. Nance E, King D, Wright B, Bullard RD. Ambient air concentrations exceeded
health-based standards for fine particulate matter and benzene during the
Deepwater horizon oil spill. J Air Waste Manag Assoc. 2016;66(2):224–36.
23. Bahadar H, Mostafalou S, Abdollahi M. Current understandings and
perspectives on non-cancer health effects of benzene: a global concern.
Toxicol Appl Pharmacol. 2014;276(2):83–94.
24. Shultz JM, Walsh L, Garfin DR, Wilson FE, Neria Y. The 2010 Deepwater
horizon oil spill: the trauma signature of an ecological disaster. J Behav
Health Serv Res. 2015;42(1):58–76.
25. Gould DW, Teich JL, Pemberton MR, Pierannunzi C, Larson S. Behavioral
health in the gulf coast region following the Deepwater horizon oil spill:
findings from two federal surveys. J Behav Health Serv Res. 2015;42(1):6–22.
26. Kwok RK, McGrath JA, Lowe SR, Engel LS, Jackson WBN, Curry MD, Payne J,
Galea S, Sandler DP. Mental health indicators associated with oil spill
response and clean-up: cross-sectional analysis of the GuLF STUDY cohort.
The Lancet Public health. 2017;2(12):e560–7.
27. Rozanski A, Blumenthal JA, Kaplan J. Impact of psychological factors on the
pathogenesis of cardiovascular disease and implications for therapy.
Circulation. 1999;99(16):2192–217.
28. Tsai DH, Wang JL, Chuang KJ, Chan CC. Traffic-related air pollution and
cardiovascular mortality in Central Taiwan. Sci Total Environ. 2010;408(8):
1818–23.
29. Ushakov AV, Ivanchenko VS, Gagarina AA. Psychological stress in pathogenesis
of essential hypertension. Curr Hypertens Rev. 2016;12(3):203–14.
30. Wirtz PH, von Kanel R. Psychological stress, inflammation, and coronary
heart disease. Current cardiology reports. 2017;19(11):111.
31. Yasaitis LC, Berkman LF, Chandra A. Comparison of self-reported and
medicare claims-identified acute myocardial infarction. Circulation. 2015;
131(17):1477–85.
32. Heckbert SR, Kooperberg C, Safford MM, Psaty BM, Hsia J, McTiernan A,
Gaziano JM, Frishman WH, Curb JD. Comparison of self-report, hospital
discharge codes, and adjudication of cardiovascular events in the Women's
Health Initiative. Am J Epidemiol. 2004;160(12):1152–8.

