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Abstract
Anatomical, physiologic, and socio- cultural changes during pregnancy and child-
birth increase vulnerability of women and newborns to high ambient temperatures. 
Extreme heat can overwhelm thermoregulatory mechanisms in pregnant women, 
especially during labor, cause dehydration and endocrine dysfunction, and com-
promise placental function. Clinical sequelae include hypertensive disorders, ges-
tational diabetes, preterm birth, and stillbirth. High ambient temperatures increase 
rates of infections, and affect health worker performance and healthcare seeking. 
Rising temperatures with climate change and limited resources heighten concerns. 
We propose an adaptation framework containing four prongs. First, behavioral 
changes such as reducing workloads during pregnancy and using low- cost water 
sprays. Second, health system interventions encompassing Early Warning Systems 
centered around existing community- based outreach; heat- health indicator track-
ing; water supplementation and monitoring for heat- related conditions during labor. 
Building modifications, passive and active cooling systems, and nature- based solu-
tions can reduce temperatures in facilities. Lastly, structural interventions and cli-
mate financing are critical. The overall package of interventions, ideally selected 
following cost- effectiveness and thermal modeling trade- offs, needs to be co- 
designed and co- delivered with affected communities, and take advantage of exist-
ing maternal and child health platforms. Robust- applied research will set the stage 
for programs across Africa that target pregnant women. Adequate research and cli-
mate financing are now urgent.
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1  |  BACKGROUND

“As a species, we are expert problem solvers. But we haven't yet 
applied ourselves to this problem [climate change] with the focus it 
requires.” Sir David Attenborough, 2019.

1.1  |  Extreme heat in Africa

Africa is the continent hardest hit by climate change, has the few-
est resources to respond,1 is least responsible for the crisis, and to 
date has had limited success in securing adequate climate financing 
and reparations for losses and damages from climate change.2 Heat- 
health burdens of disease are mounting as the average global tem-
perature rises— it is already 1.2°C above pre- industrial levels, and a 
further degree or more warming appears inevitable.3 Yet, tempera-
ture increases are spread unevenly across the globe. Increases in 
many parts of Africa are well above the global average.2 Heatwaves 
are becoming more frequent, intense, and longer lasting, and heat-
wave conditions will occur on at least 50% of days during the warm 
season in many cities near the Sahel by 2100, assuming the current 
trajectory of emissions continues.4 Already many of the tempera-
tures being recorded in Africa are close to the limits of “liveability”, 
and physical labor or “workability” is not possible for parts of the 
year.5 Studies in Burkina Faso,6 Ghana,7 Kenya,8 South Africa,9 and 
Tanzania10 have shown considerable spikes in overall population- 
level mortality on days with higher than average temperatures. 
Additionally, the number of emergency department visits increased 
at higher temperatures in Botswana,11 as did hospital admissions 
in Uganda,12 and diarrheal rates in children under 5 years of age in 
South Africa.7,9 Studies in Ethiopia, South Africa, and Uganda have 
documented heat impacts on pregnancy outcomes.13- 15

Many women in Africa have little or no protection against expo-
sure to extreme heat events during pregnancy. Rapid urbanization 
on the continent means that increasing numbers of pregnant women 
reside in informal housing in urban heat islands, where temperatures 
can be several degrees higher than in surrounding areas. Health 
facilities, poorly built brick dwellings, and informal housing are fre-
quently 4°C– 6°C warmer indoors than outdoors.16,17 Additionally, in 
many rural areas in Africa, pregnant women have little or no means 
of reducing heat exposure, and even drinking water may be scarce 
or non- potable.18 Levels of knowledge about the harmful effects 
of high ambient temperatures are low in Africa,19 and cultural, so-
cial, and religious practices such as outdoor church services, may 
increase exposure risks.

1.2  |  Pathophysiologic processes and indirect 
impacts of high ambient temperatures on 
maternal and newborn health

Worldwide, around 200 studies have documented the negative im-
pacts of exposure to high ambient temperatures on maternal and 

newborn health.13,20,21 The threshold for harmful temperature 
exposure in pregnant women, however, varies by climate zone, 
health condition, and individual risk profiles, among other factors. 
Generally, relationships between temperature and adverse health 
outcomes are U-  or J- shaped, with the base of the exposure- outcome 
curve commonly at relatively mild temperatures around 20°C, and 
the arms of the curves becoming exponentially steeper with each 
degree increase in temperature or additional day of a heatwave.13 
Even at relatively mild temperatures, health consequences begin to 
mount and the harmful impacts of heat exposure are not restricted 
to heatwaves. The term “extreme heat” is used in this article to de-
note heat waves and “high ambient temperatures” to encapsulate 
the full range of temperature patterns that result in adverse health 
outcomes related to heat, either through direct or indirect pathways. 
These pathways and their pathophysiologic, infectious disease and 
health systems mechanisms are delineated below (Figure 1).

High ambient temperatures may overwhelm the capacity of ma-
ternal thermoregulatory mechanisms to dissipate heat in pregnancy 
and labor (Figure 1: Box 1). The physiologic and anatomical changes in 
pregnancy that challenge the maternal thermoregulation peak in ad-
vanced pregnancy and labor, including the considerable endogenous 
heat generated by fetal metabolism, strain from additional weight 
gain in pregnancy, fat deposits that retain heat, and the major exer-
tion of labor and childbirth, which generates significant amounts of 
heat. This endogenous thermal load makes it difficult for pregnant or 
parturient women to maintain normothermia during periods of high 
ambient temperatures. We highlight four interlinked pathophysio-
logic processes that may explain the harmful impacts of heat when 
thermoregulatory capacity is exceeded during pregnancy or labor.

The first pathway involves elevated maternal body tempera-
tures. In normal labor, maternal temperature increases by about 
0.02°C per hour, but at a considerably faster pace among women 
who are primiparous,22 have prolonged labor,23 or who are obese.24 
Additionally, maternal core temperature increase during fever from 
malaria or other infections, following epidural analgesia,25 or if 
thermoregulatory mechanisms such as perspiration and hyperven-
tilation cannot compensate for the additional burden of endoge-
nous heat during periods with high ambient temperatures. Because 
fetal temperature is consistently 0.3°C– 0.5°C higher than the ma-
ternal core temperature,26 fetal temperatures can rise to danger-
ous levels if maternal temperatures increase. A systematic review 
summing 36 studies showed that maternal hyperthermia around 
the time of childbirth increased the odds of neonatal brain injuries, 
such as cerebral palsy, by 2.5- fold.27 Neuronal injury in the fetus 
related to hyperthermia is ascribed to “energy failure”, where the 
amount of oxygen and substrates delivered to brain tissue in the 
fetus are insufficient to meet an increased demand during hyper-
thermia, leading to brain tissue acidosis, ischemic injury, and long- 
term neurologic sequalae in affected children.28 In those studies, 
body temperatures above 39°C in the mother had particularly se-
vere consequences for the fetus, but even mildly elevated maternal 
temperatures (37.1°C– 37.5°C) carried substantial risks for adverse 
birth outcomes.29
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Second, maternal dehydration during a heat event can lead to 
electrolyte imbalances and cause endothelial, oxidative, and inflam-
matory sequelae,30 undermining already burdened cardiovascular 
and renal systems during pregnancy. Levels of mild dehydration, as 
measured by urine specific gravity, can reach 40% among women 
during pregnancy and childbirth, even during periods with normal 
temperatures.31,32 Within the fetus, dehydration can manifest as 
severe oligohydramnios during extreme heat events.33 Third, high 
ambient temperatures can interrupt endocrine system function, 
increasing oxidative stress, inflammation, and the release of heat- 
shock proteins, which affect placental adaptation to hypoxia, cell 
death regulation, and cytoskeletal rearrangements.34,35 Extreme 
heat events in pregnancy have been linked with abnormal glucose 
tolerance and gestational diabetes mellitus, both of which can 
negatively affect maternal and newborn health.36 At high ambient 
temperatures, adrenaline and stress hormones rise, adversely af-
fecting mental health and well- being, of concern given the already 
heightened risk for mental health conditions during pregnancy and 
postpartum.37,38 Lastly, in a fourth mechanism, heat stress affects 
placental growth, development, and function.39 Chronic thermal 
stress is associated with “placental shrinkage” or reduction in volume 
and weight of the placenta, as shown in human39 and animal40 stud-
ies. This limits placental transport efficiency, including for oxygen 
and nutrients. During more acute periods of thermal stress, shunting 
of blood to the body surface reduces uterine blood flow and causes 
placental hypoperfusion.41

The four interlinked pathophysiologic processes described above 
manifest clinically in a broad spectrum of conditions (Figure 1). 
Maternal health conditions linked with high ambient temperatures 
include hypertensive disorders of pregnancy (e.g., pre- eclampsia and 
eclampsia),42,43 including in a recent study in South Africa,14 preterm 
prelabor rupture of membranes,44 placental abruption,45 antenatal 

and postpartum hemorrhage,42,43 renal disease,43 and increased 
rates of emergency cesarean sections24,43 (Figure 1: Box 2). Data 
are not yet available on the impacts of high ambient temperatures 
on maternal deaths, though this is likely as heat exposure increases, 
the risk for all the principal causes of maternal deaths. Less frequent 
causes of these deaths in Africa also appear heat sensitive, for exam-
ple, in one study in the USA the risk of a cardiovascular event during 
childbirth rose by 11% with each 1°C increase in temperature.46

Heat exposure can lead to increased uterine contractions,47,48 
fetal tachycardia and reduced fetal movements, as demonstrated in 
studies among pregnant women exposed to high temperatures in 
thermal chambers49 or through intrauterine temperature monitors 
in women during labor.50 Clinically, during periods of high ambient 
temperatures there are increased rates of fetal distress,42 preterm 
birth (increased in a meta- analysis by 1.16- fold during heatwaves, 
for example),13 low birth weight,13 stillbirths (increased in a meta- 
analysis by 1.24- fold at high versus low temperatures),13 meconium 
aspiration,42 neonatal jaundice,51 neonatal intensive care admis-
sions,52 and perinatal mortality (increased 1.53- fold in one study 
when temperature exceeded the 95th centile).53 Furthermore, sev-
eral studies, including in Ethiopia54 and Uganda,15 have suggested 
that exposure to high ambient temperatures in utero affects health 
throughout the life course.55

Indirect impacts of high ambient temperatures include in-
creased incidence of food- , water-  and vector- borne infections 
(Figure 1: Box 3). High temperatures promote replication and 
survival of microbes and disease vectors. Infections of the gen-
ital tract, such as group B streptococcus,56 which is the leading 
cause of bacterial pneumonia, sepsis, and meningitis in neonates, 
are especially concerning, in particular if labor is prolonged during 
heat extremes. Malaria infections and shifts in distribution to 
areas with non- immune populations have major implications for 

F I G U R E  1  Pathophysiologic processes and indirect impacts of high ambient temperatures on maternal and newborn health.
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maternal health as pregnant women are at high risk for compli-
cated malaria.5,57

High ambient temperatures place additional strains on health 
systems, including through reducing work performance of health 
providers (Figure 1: Box 4).58 Further, levels of irritability and anx-
iety among health workers may rise as temperatures escalate,38 
potentially leading to patient disrespect. Extreme heat events 
threaten cold chains, and the safe storage of drugs and diagnos-
tics. A study in Malawi showed that drug storage temperatures ex-
ceeded the recommended 25°C– 30°C threshold for oxytocin in half 
of the 40 facilities assessed.59 In another study in France, a large 
spike in cases of postpartum hemorrhage was ascribed to damage 
to an oxytocin batch during a heatwave, and rates of postpartum 
hemorrhage returned to baseline once a new batch of oxytocin 
was received.60 High ambient temperatures may also undermine 
healthcare seeking behaviors during pregnancy.61 Many women 
wait in long queues to receive antenatal care, which is challenging 
during hot periods. Moreover, though no evidence is available, it 
is possible that during labor the burden of traveling by foot or in 
crowded, non- ventilated vehicles to facilities during periods of high 
ambient temperatures may make some women favor home over 
facility birth. Women giving birth under the care of a traditional 
birth attendant or a family member may lack protections during 
periods with high ambient temperatures: a study in Bangladesh, 
for example, found that newborns born at home during periods of 
extreme heat were 1.14- fold more likely to have neonatal illnesses 
(e.g., serious infections) than those born at home on cooler days.62 
Additionally, periods of high ambient temperatures, accompanied 
by soil drying, can reduce crop and livestock yields, raising risk for 
malnutrition and reducing income for pregnant women. In turn, 
reduced income may limit a woman's ability to meet the out- of- 
pocket costs of accessing maternity care.

Taken together, it is clear that the escalations in temperatures 
owing to climate change will have major consequences for maternal 
and child health in Africa, and progressively so as temperatures es-
calate. Establishing large- scale programs to address these burdens is 
a major priority, but requires a robust evidence base to inform fund-
ing allocations. In the section that follows we present an approach 
to interventional research and program design that has been devel-
oped by the Climate Change and Health Group.

2  |  AN APPROACH TO HE AT-  HE ALTH 
RESE ARCH AND PROGR AMMING FOR 
SECURING MATERNAL AND NE WBORN 
HE ALTH

In recent decades, it has become apparent that, with adequate inter-
vention, health risks from extreme heat can be ameliorated. Within 
many high- income countries, heat- related mortality and morbidity have 
declined with successive heatwaves as adaptation measures have im-
proved, approaching zero excess deaths in some areas.5,63 These de-
clines may be attributable to interventions encompassing four domains, 

namely (1) behavioral changes; (2) health system inputs, including the 
development of new health services; (3) changes to the built environ-
ment, in particular air conditioning64– 66; and (4) structural and policy 
interventions (Figure 2). We describe the salient features of these do-
mains below, and how they relate to maternal and newborn health.67

2.1  |  Behavior change interventions

Information campaigns and behavior change interventions that tar-
get pregnant women, female family members (e.g., mothers- in- law), 
male partners, community leaders, and other stakeholders could 
support self- care interventions during pregnancy.68 Such interven-
tions include maintaining hydration during hot periods, accessing 
cool areas, or seeking shade; using low- cost water sprays; wearing 
appropriate clothing, ideally cotton; and self- monitoring for symp-
toms of heat illness, especially dizziness, heavy sweating, fatigue, 
and clammy skin with goosebumps.64– 66 Many pregnant women 
continue to do physical work even late in gestation, including walk-
ing long distances to collect water and firewood. Interventions are 
needed to shift these workloads to other family members during 
pregnancy. Promotion of hydration and water supplementation dur-
ing periods of high ambient temperatures, such as in “Water- Rest- 
Shade” initiatives, can have major benefits.69

Coverage of antenatal care and community- based services 
are high in many parts of Africa, meaning that pregnant women 
have frequent contacts with the health system, providing multi-
ple opportunities for reinforcement of behavior changes. Several 
mHealth initiatives have specifically targeted pregnant women (e.g., 
MomConnect SMS program in South Africa70 and Wired Mothers 
in Zanzibar, Kenya71), offering an additional medium for heat- health 
messaging. Further, preparedness and complication readiness— key 
tenets of heat planning responses— have been at the heart of health 
promotion in maternal health, and could be adapted to encompass 
heat- related interventions. Birth preparedness, for example, in-
cludes helping women to plan in advance for their transport during 
labor,72,73 which may be particularly important during periods of 
high ambient temperatures.

F I G U R E  2  Framework for reducing impacts of high ambient 
temperatures on maternal and newborn health.
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2.2  |  Health system and service interventions

The considerable investments in Africa in infrastructure, services, 
and human resources for maternal health provide a platform for in-
terventions such as Early Warning Systems. Warning systems form 
the mainstay of heat- health services in high- income countries. Here, 
when weather forecasts predict that a pre- specified temperature 
threshold will be exceeded, warnings are issued and a series of 
tiered interventions are triggered. Then, when the heat event occurs, 
health services focus on protecting high- risk groups, including preg-
nant women and infants.64– 66 This light include home “check- ups” of 
pregnant women by community health workers, and facilitating ac-
cess to “cooling areas” in the community or in a maternity facility. 
Heightened monitoring during childbirth for potential complications 
of heat exposure is prudent, such as more frequent assessments of 
water intake and hydration status, labor duration, blood loss, and 
signs of infection, especially group B streptococcus. In hot climates, 
water supplementation, even in people with very mild dehydration, 
can have considerable positive impacts.74 Other health system inter-
ventions could include integrating indicators within the district health 
systems to track the burden of heat- related conditions in pregnant 
women and newborns, and ensuring that the cold chain for drugs is 
maintained during extreme heat events, especially for oxytocin.

2.3  |  Built environment, cooling, and  
nature- based solutions

Most women in Africa give birth in a health facility, meaning that 
providing an environment for childbirth that protects pregnant 
women and newborns against high ambient temperatures may have 
a high impact (Figure 3). Passive cooling can provide high levels of 
sustained protection. This may include minor modifications to labor 
wards to alter interactions between a building envelope and the nat-
ural elements. Simple facade fixes such as awnings, overhangs, lou-
vres, and insulated walls and roofs are highly effective at reducing 
solar radiation. “Heat proofing” includes enhancing heat resistance 
of buildings through increasing reflectivity of surfaces (enhanced 

albedo) and the provison of localized solutions such as mist sprays 
and evaporative materials. White reflective paint for rooftops can 
reflect almost all solar radiation.66

Indigenous knowledge around building design and urban plan-
ning holds much promise, with, for example, traditional earthen 
housing construction with straw roof materials providing substantial 
thermal comfort advantages over poorly insulated concrete housing 
and sheet iron roofs. Natural ventilation strategies such as chimneys 
and air vents (e.g., “whirly birds”) in homes and maternity wards could 
facilitate cool air circulation and dissipate heat. The effectiveness of 
passive cooling, however, varies widely, depending on the location 
of the sun and wind direction, among other factors. Careful thermal 
modeling simulations and cost- effectiveness evaluations can assist 
in selecting the optimum building modifications.

Air conditioning is referred to as “tantamount to a potentially 
life- saving medical device” for groups with high heat vulnerability.66 
But, equally, the widespread use of air conditioning is “a clear exam-
ple of maladaptation to climate change”. Hence, notwithstanding the 
multiple drawbacks of air conditioning (e.g., using as much as 8.5% 
of total electricity consumption and more than half of electricity on 
hot days, high energy costs, noise pollution, heat generation, power 
outages, and its signaling of widening global “thermal inequities”),5 
if used appropriately, it may have an important role in protecting 
maternal and newborn health. Use of air conditioning in a few des-
ignated “cool spaces”, such as labor wards, can provide protection 
during extreme heat events and may be cost- effective. There are 
direct parallels between the concept of Maternity Waiting Homes, 
which serve to shelter and protect pregnant women, and the notion 
of having dedicated cooling “shelters” in maternity hospitals. Many 
lessons from waiting homes around acceptability, recipient selection, 
and implementation may also be applicable to “cooling centres”.72 
Maintaining comfortable temperatures in facilities would also help 
to reduce thermal discomfort for maternity health workers, shoring 
up their performance, and potentially averting irritability or aggres-
sive behaviors. Electric and hand- held fans with light water spraying 
offer low- cost, potentially scalable alternatives to air conditioning.5

Nature- based “green and blue” solutions around maternity facil-
ities and at the homes of pregnant women can reduce temperatures 

F I G U R E  3  Potential built environment, cooling and nature- based solutions.
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by several degrees, and are often low cost and considered an essen-
tial part of “bottom- up” community- led adaptations. Interventions 
may include street trees, green roofs, green walls, ponds and other 
water features, where feasible. Shading from tree canopies reduces 
radiant heat loads, a key determinant of outdoor thermal comfort 
around antenatal clinics, for example. Moreover, trees and other 
vegetation produce considerable cooling from evapotranspiration. 
Greening also has several environmental and health co- benefits, in-
cluding noise reduction, improvements in social well- being, and ame-
lioration of the mental health impacts of high ambient temperatures.

2.4  |  Structural, policy, and climate financing 
interventions

Major investments are needed to improve the social and economic 
conditions that underlie much of the vulnerability to climate change in 
Africa. Most especially, many of the factors that place pregnant women 
in Africa at risk during periods of high ambient temperatures relate to 
resource constraints, and the deficiencies in housing, nutrition, and 
social services that mark the continent. Resilience to climate shocks is 
low in most parts of Africa. Intense, prolonged heat waves can have 
devastating impacts on crop and livestock resources, placing pregnant 
women and newborns at high risk for malnutrition. Rates of metabolism 
are raised markedly during periods of high temperatures, heightening 
nutritional needs. Clearly, pregnant women need to be a high prior-
ity population for food support. Cash transfers provided to pregnant 
women have multiple benefits for pregnant women and newborns, 
aside from improving food security.75 Of major concern, few countries 
in Africa have developed policies around climate change and health. 
The CHANCE network established within the EU Horizons ENBEL pro-
ject aims to address this key gap. A conducive policy environment is es-
sential for developing programs and services around behavioral, health 
systems, and the built environment as described above.

Commitments to provide adequate climate financing were a 
central part of the Paris Accord and subsequent meetings of global 
leaders. Scant progress, however, has been made to meeting these 
commitments. For example, only a small fraction of the US$ 100 bil-
lion per year promised by high- income countries has been provided.76 
Climate financing earmarked for enhancing resilience in pregnant 
women and for programming to provide heat- related services for 
pregnant women may go a long way towards addressing the growing 
burden of heat- related conditions among pregnant women in Africa.

3  |  RESE ARCH AND PROGR AMMATIC 
PRIORITIES IN AFRIC A

Climate change threatens to undo the hard- fought gains made by 
maternal and child health programs in Africa over the past few 
decades.77 These gains are fragile: maternal and newborn mortal-
ity in Africa remains the highest worldwide, with two out of every 
three maternal deaths in the world occurring in sub- Saharan 

Africa for example,78 and rates of preterm birth in Africa remain 
the highest globally.79 Clearly, adaptation interventions that re-
sult in even small reductions, for example, risk for preterm births, 
will have major cost savings and lifelong benefits for affected 
individuals.

A cluster of factors and health system opportunities make 
pregnant women a highly suitable target group for heat- related 
interventions in Africa. Considerable investments in shoring up 
maternal and child health services— at both facility and commu-
nity level— on the continent means that these services provide an 
ideal platform for heat- health interventions. Indeed, maternal and 
child health services form the cornerstone of primary health care 
in Africa and have proven historically to be adept at incorporating 
new programmatic areas, as shown by HIV mother- to- child trans-
mission programs.80

What is needed are intervention packages that draw on 
a range of behavioral, health systems, and built environment 
solutions, optimized in each setting. These packages need to 
be systematically co- designed with pregnant and postpartum 
women, health workers, male partners, and other stakeholders. 
Qualitative, ethnographic research, and participatory co- design 
processes are key for tailoring heat adaptation interventions to 
different socio- cultural and geographical contexts. Selection of 
the package of interventions requires careful consideration of the 
cost- effectiveness trade- offs between potential interventions. 
Integrating heat- related interventions within existing programs 
for maternal and newborn health may enhance sustainability in 
the long run. Importantly, many health workers do not yet have 
the knowledge and skills required to protect pregnant women 
and newborns against high ambient temperatures, and training is 
needed, both pre-  and in- service.

Evidence from rigorous studies is required to ensure that climate 
financing aid to assist African countries to adapt to climate change 
is used optimally. The limited research to date on climate change 
adaptation in Africa, however, means that there are major gaps in 
evidence. Research among pregnant women is the ideal place to 
begin building an evidence base, which can then be extended to 
other vulnerable groups on the continent. To our knowledge, world-
wide, only one study has so far set out to examine heat adaptation 
interventions in pregnant women (the CHAMNHA study, funded by 
the Belmont Forum).81 In fact, globally, across all population groups, 
most assessments to date of effectiveness of heat adaptation inter-
ventions have been based on post- hoc analyses of trends in health 
surveillance data after heat waves.52,63

Clearly, formulating, testing, costing, and scaling up solutions 
to protect pregnant women against high ambient temperatures 
is a major public health priority. There is also a moral imperative 
to do so: women in Africa have made a negligible contribution to 
global carbon emissions, yet may be among the populations most 
affected by climate change and have the fewest resources to cope, 
especially while pregnant. Large- scale research projects among 
pregnant women in Africa and then heat- heath programs at scale 
are long overdue.



    |  7CHERSICH et al.

AUTHOR CONTRIBUTIONS
MFC, FS, VL and SL contributed to the conceptualization of the 
paper, writing of drafts of the articles and preparation of the final 
manuscript. Climate Change and Heat- Health Study Group members 
contributed to the draft writing and editing of the manuscript.

ACKNOWLEDG MENTS
This research was supported by the Natural Environment Research 
Council (NERC; grant numbers NE/T013613/1, NE/T01363X/1); 
Research Council of Norway (RCN; grant number 312601); and The 
Swedish Research Council for Health, Working Life and Welfare in 
collaboration with the Swedish Research Council (Forte; grant num-
ber 2019- 01570); coordinated through a Belmont Forum partner-
ship in the CHAMNHA project.

CONFLIC T OF INTERE S T
MFC and FS hold investments in the fossil fuel industry through 
their pension funds as obligated by the Wits Health Consortium. The 
University of the Witwatersrand holds investments in the fossil fuel 
industry through their endowments and other financial reserves. No 
other conflicts of interest declared.

DATA AVALILIBILIT Y S TATEMENT
Data sharing is not applicable to this article as no new data were cre-
ated or analyzed in this study.

ORCID
Matthew F. Chersich  https://orcid.org/0000-0002-4320-9168 

R E FE R E N C E S
 1. Opoku SK, Leal Filho W, Hubert F, Adejumo O. Climate change and 

health preparedness in Africa: Analysing trends in six African coun-
tries. Int J Environ Res Public Health. 2021;18(9):4672.

 2. IPCC. Climate Change 2022: Impacts, Adaptation, and Vulnerability. 
Contribution of Working Group II to the Sixth Assessment Report of 
the Intergovernmental Panel on Climate Change [H.- O. Pörtner, D.C. 
Roberts, M. Tignor, E.S. Poloczanska, K. Mintenbeck, A. Alegría, M. 
Craig, S. Langsdorf, S. Löschke, V. Möller, A. Okem, B. Rama (eds.)]. 
Cambridge University Press. 2022.

 3. IPCC. In: Masson- Delmotte V, Zhai P, Pirani A, et al., eds. Climate 
Change 2021: The Physical Science Basis. Contribution of Working 
Group I to the Sixth Assessment Report of the Intergovernmental Panel 
on Climate Change. Cambridge University Press. 2021.

 4. Varela R, Rodríguez- Díaz L, de Castro M. Persistent heat waves 
projected for Middle East and North Africa by the end of the 21st 
century. PLoS One. 2020;15(11):e0242477.

 5. Watts N, Amann M, Arnell N, et al. The 2020 report of the lancet 
countdown on health and climate change: responding to converg-
ing crises. Lancet. 2021;397(10269):129- 170.

 6. Bunker A, Sewe MO, Sie A, Rocklov J, Sauerborn R. Excess burden 
of non- communicable disease years of life lost from heat in rural 
Burkina Faso: a time series analysis of the years 2000- 2010. BMJ 
Open. 2017;7(11):e018068.

 7. Azongo DK, Awine T, Wak G, Binka FN, Oduro AR. A time se-
ries analysis of weather variability and all- cause mortality in the 
Kasena- Nankana districts of northern Ghana, 1995- 2010. Glob 
Health Action. 2012;5:14- 22.

 8. Egondi T, Kyobutungi C, Rocklov J. Temperature variation and heat 
wave and cold spell impacts on years of life lost among the urban 

poor population of Nairobi, Kenya. Int J Environ Res Public Health. 
2015;12(3):2735- 2748.

 9. Scovronick N, Sera F, Acquaotta F, et al. The association between 
ambient temperature and mortality in South Africa: a time- series 
analysis. Environ Res. 2018;161:229- 235.

 10. Mrema S, Shamte A, Selemani M, Masanja H. The influence of 
weather on mortality in rural Tanzania: a time- series analysis 1999- 
2010. Glob Health Action. 2012;5:33- 43.

 11. van der Linden N, Longden T, Richards JR, et al. The use of an 'accli-
matisation' heatwave measure to compare temperature- related de-
mand for emergency services in Australia, Botswana, Netherlands, 
Pakistan, and USA. PLoS One. 2019;14(3):e0214242.

 12. Bishop- Williams KE, Berrang- Ford L, Sargeant JM, et al. 
Understanding weather and hospital admissions patterns to inform 
climate change adaptation strategies in the healthcare sector in 
Uganda. Int J Environ Res Public Health. 2018;15(11):2402.

 13. Chersich MF, Pham MD, Areal A, et al. Associations between high 
temperatures in pregnancy and risk of preterm birth, low birth 
weight, and stillbirths: systematic review and meta- analysis. BMJ. 
2020;371:m3811.

 14. Part C, le Roux J, Chersich MF, Sawry S, Filippi V, Roos N, et al. 
Ambient temperature during pregnancy and risk of maternal hyper-
tensive disorders: A time- to- event study in Johannesburg, South 
Africa. Environ Res (under review) 2022;212:113596.

 15. Duchoslav J. Prenatal temperature shocks reduce cooperation: ev-
idence from public goods games in Uganda. Front Behav Neurosci. 
2017;11:249.

 16. Naicker N, Teare J, Balakrishna Y, Wright CY, Mathee A. Indoor 
temperatures in low cost housing in Johannesburg, South Africa. 
Int J Environ Res Public Health. 2017;14(11):1410.

 17. Wright CY, Street RA, Cele N, et al. Indoor temperatures in patient 
waiting rooms in eight rural primary health care centers in Northern 
South Africa and the related potential risks to human health and 
wellbeing. Int J Environ Res Public Health. 2017;14(1):43.

 18. Kouanda S, CHAMNHA Consortium. How Heatwaves  
Affect Maternal and Newborn Care Behaviours: Perspectives from 
Women and Health Providers. FIGO Conference October 25 2021 
Session: Putting out the Fire! –  Managing the Risks of Extreme 
Heat on Maternal and Newborn Health Arising from Climate 
Change. 2021.

 19. Kutywayo A, Chersich MF, Naidoo N, et al. Knowledge, attitudes 
and impacts of climate change in secondary school learners in 
South Africa. Jamba (Submitted). 2022;14(1):1162.

 20. Haghighi MM, Wright CY, Ayer J, et al. Impacts of high environmen-
tal temperatures on congenital anomalies: a systematic review. Int J 
Environ Res Public Health. 2021;18:4910.

 21. Chersich MF. Impacts of Extreme Heat During Pregnancy: A Systematic 
Review. 33rd Annual Conference of the International Society for 
Environmental Epidemiology Session entitled: ''Climate change, and 
maternal and newborn health outcomes: New methods to address heat 
impacts in vulnerable populations'' 2021.

 22. Marx GF, Loew DA. Tympanic temperature during labour and par-
turition. Br J Anaesth. 1975;47(5):600- 602.

 23. Schouten FD, Wolf H, Smit BJ, Bekedam DJ, de Vos R, Wahlen 
I. Maternal temperature during labour. Int J Obstet Gynaecol. 
2008;115(9): 1131- 1137.

 24. Frölich MA, Esame A, Zhang K, Wu J, Owen J. What factors af-
fect intrapartum maternal temperature? A prospective co-
hort study: maternal intrapartum temperature. Anesthesiology. 
2012;117(2):302- 308.

 25. Fusi L, Steer PJ, Maresh MJ, Beard RW. Maternal pyrexia as-
sociated with the use of epidural analgesia in labour. Lancet. 
1989;1(8649):1250- 1252.

 26. Kasiteropoulou D, Topalidou A, Downe S. A computational fluid dy-
namics modelling of maternal- fetal heat exchange and blood flow in 
the umbilical cord. PLoS One. 2020;15(7):e0231997.

https://orcid.org/0000-0002-4320-9168
https://orcid.org/0000-0002-4320-9168


8  |    CHERSICH et al.

 27. Morton S, Kua J, Mullington CJ. Epidural analgesia, intrapartum 
hyperthermia, and neonatal brain injury: a systematic review and 
meta- analysis. Br J Anaesth. 2021;126(2):500- 515.

 28. Kasdorf E, Perlman JM. Hyperthermia, inflammation, and perinatal 
brain injury. Pediatr Neurol. 2013;49(1):8- 14.

 29. Lieberman E, Cohen A, Lang J, Frigoletto F, Goetzl L. Maternal 
intrapartum temperature elevation as a risk factor for cesar-
ean delivery and assisted vaginal delivery. Am J Public Health. 
1999;89(4):506- 510.

 30. Halonen JI, Zanobetti A, Sparrow D, Vokonas PS, Schwartz J. 
Associations between outdoor temperature and markers of inflam-
mation: a cohort study. Environ Health. 2010;9:42.

 31. Aziz MM, Kulkarni A, Tunde- Agbede O, Benito CW, Oyelese Y. 
Are women with threatened preterm labor more dehydrated than 
women without it? Journal of Obstetric, Gynecologic, and Neonatal 
Nursing: JOGNN. 2018;47(5):602- 607.

 32. Mulyani EY. Hardinsyah, Briawan D, Santoso BI. Hydration status of 
pregnant women in West Jakarta. Asia Pac J Clin Nutr. 2017;26(Suppl 
1):S26- s30.

 33. Luton D, Alran S, Fourchotte V, Sibony O, Oury JF. Paris heat wave 
and oligohydramnios. Am J Obstet Gynecol. 2004;191(6):2103- 2105.

 34. Kanninen TT, Sisti G, Witkin SS. Induction of the 70 kDa heat 
shock protein stress response inhibits autophagy: possible con-
sequences for pregnancy outcome. J Matern Fetal Neonatal Med. 
2016;29(1):159- 162.

 35. MacPhee DJ, Miskiewicz EI. The potential functions of small heat 
shock proteins in the uterine musculature during pregnancy. Adv 
Anat Embryol Cell Biol. 2017;222:95- 116.

 36. Molina- Vega M, Gutiérrez- Repiso C, Muñoz- Garach A, et al. 
Relationship between environmental temperature and the diagno-
sis and treatment of gestational diabetes mellitus: an observational 
retrospective study. Sci Total Environ. 2020;744:140994.

 37. Chersich MF, Swift CP, Edelstein I, et al. Violence in hot weather: 
will climate change exacerbate rates of violence in South Africa? S 
Afr Med J. 2019;109(7):447- 449.

 38. Lin Y, Hu W, Xu J, et al. Association between temperature and ma-
ternal stress during pregnancy. Environ Res. 2017;158:421- 430.

 39. Wang J, Liu X, Dong M, et al. Associations of maternal ambient tem-
perature exposures during pregnancy with the placental weight, 
volume and PFR: a birth cohort study in Guangzhou, China. Environ 
Int. 2020;139:105682.

 40. Limesand SW, Camacho LE, Kelly A, Antolic AT. Impact of thermal 
stress on placental function and fetal physiology. Anim Reprod. 
2018;15(1):886- 898.

 41. Pirhonen JP, Vähä- Eskeli KK, Seppänen A, Vuorinen J, Erkkola RU. 
Does thermal stress decrease uterine blood flow in hypertensive 
pregnancies? Am J Perinatol. 1994;11(5):313- 316.

 42. Cil G, Cameron TA. Potential climate change health risks from in-
creases in heat waves: abnormal birth outcomes and adverse ma-
ternal health conditions. Risk Anal. 2017;37(11):2066- 2079.

 43. Qu Y, Zhang W, Ryan I, et al. Ambient extreme heat exposure in 
summer and transitional months and emergency department visits 
and hospital admissions due to pregnancy complications. Sci Total 
Environ. 2021;777:146134.

 44. Gat R, Kachko E, Kloog I, et al. Differences in environmental fac-
tors contributing to preterm labor and PPROM -  population based 
study. Environ Res. 2021;196:110894.

 45. Rammah A, Whitworth KW, Han I, Chan W, Hess JW, Symanski 
E. Temperature, placental abruption and stillbirth. Environ Int. 
2019;131:105067.

 46. Agha SB, Tchouassi DP, Bastos ADS, Sang R. Assessment of risk of 
dengue and yellow fever virus transmission in three major Kenyan 
cities based on Stegomyia indices. PLoS Negl Trop Dis. 2017;11(8):20.

 47. Khamis Y, Shaala S, Damarawy H, Romia A, Toppozada M. Effect 
of heat on uterine contractions during normal labor. Int J Gynaecol 
Obstet. 1983;21(6):491- 493.

 48. Morishima HO, Glaser B, Niemann WH, James LS. Increased uter-
ine activity and fetal deterioration during maternal hyperthermia. 
Am J Obstet Gynecol. 1975;121(4):531- 538.

 49. Vähä- Eskeli K, Erkkola R. The effect of short- term heat stress on 
uterine contractility, fetal heart rate and fetal movements at late 
pregnancy. Eur J Obstet Gynecol Reprod Biol. 1991;38(1):9- 14.

 50. Cronjé HS. Intra- uterine temperature measurements during fetal 
tachycardia. S Afr Med J. 1977;52(12):476- 478.

 51. Scrafford CG, Mullany LC, Katz J, et al. Incidence of and risk factors 
for neonatal jaundice among newborns in southern Nepal. Tropical 
Med Int Health. 2013;18(11):1317- 1328.

 52. Kakkad K, Barzaga ML, Wallenstein S, Azhar GS, Sheffield PE. 
Neonates in Ahmedabad, India, during the 2010 heat wave: 
a climate change adaptation study. J Environ Public Health. 
2014;2014:946875.

 53. Basagana X, Sartini C, Barrera- Gomez J, et al. Heat waves and cause- 
specific mortality at all ages. Epidemiology. 2011;22(6):765- 772.

 54. Randell H, Gray C, Grace K. Stunted from the start: Early life 
weather conditions and child undernutrition in Ethiopia. Soc Sci 
Med. 2020;261:113234.

 55. Chersich M, Kovats S, Part C, Samuels L, Hajat S, Solarin I, et al. 
Systematic review of the effect of ambient heat on maternal health 
outcomes. International Society for Environmental Epidemiology (ISEE) 
2021 Conference 2021; https://ehp.niehs.nih.gov/doi/abs/10.1289/
isee.2021.O- SY- 092.

 56. Dadvand P, Basagana X, Figueras F, Sunyer J, Nieuwenhuijsen 
MJ. Climate and group B streptococci colonisation during 
pregnancy: present implications and future concerns. BJOG. 
2011;118(11):1396- 1400.

 57. Rocklov J, Dubrow R. Climate change: an enduring challenge 
for vector- borne disease prevention and control. Nat Immunol. 
2020;21(5):479- 483.

 58. International Labour Organization. Working on a Warmer Planet: The 
Effect of Heat Stress on Productivity and Decent Work. 2019; https://
www.ilo.org/globa l/publi catio ns/books/ WCMS_71191 9/lang- - en/
index.htm.

 59. Hagen N, Khuluza F, Heide L. Quality, availability and storage con-
ditions of oxytocin and misoprostol in Malawi. BMC Pregnancy 
Childbirth. 2020;20(1):184.

 60. Parpex G, Khediri Z, Michel P, Visbecq JN, Duviquet MJ, Poncelet C. 
Postpartum hemorrhage: could oxytocin be the cause? Results from 
a morbidity and mortality review to enhance quality, safety, and rel-
evance of care. Eur J Obstet Gynecol Reprod Biol. 2021;258:299- 303.

 61. Lusambili A, Khaemba P, Chabeda S, Scorgie F, Nakstad B, Kadio K, 
et al. Community Perspectives on Maternal and Newborn Experiences 
of Heat Stress: A qualitative Inquiry in Kilifi, Kenya. 12th European 
Congress on Tropical Medicine and International Health 2021.

 62. Mannan I, Choi Y, Coutinho AJ, et al. Vulnerability of newborns to 
environmental factors: findings from community based surveil-
lance data in Bangladesh. IJERPH. 2011;8(8):3437- 3452.

 63. Chung Y, Yang D, Gasparrini A, et al. Changing susceptibility to non- 
optimum temperatures in Japan, 1972- 2012: the role of climate, 
demographic, and socioeconomic factors. Environ Health Perspect. 
2018;126(5):57002.

 64. Public Health England, NHS England, Local government associa-
tion, Met Office. Heatwave Plan for England: Protecting Health and 
Reducing Harm From Severe Heat and Heatwaves. Updated 2021.

 65. WMO, WHO. Heatwaves and health: guidance on warning- system de-
velopment. WMO- No. 1142. 2015.

 66. WHO Regional Office for Europe. Heat and health in the WHO 
European Region: updated evidence for effective prevention. Licence: 
CC BY- NC- SA 3.0 IGO. 2021.

 67. Chersich MF. Maternal health and environmental heat. 14th European 
Public Health Conference 10 November 2021 Session Entitled 
Public Health Measures to Address the Impact of Climate Change on 
Population Health 2021.

https://ehp.niehs.nih.gov/doi/abs/10.1289/isee.2021.O-SY-092
https://ehp.niehs.nih.gov/doi/abs/10.1289/isee.2021.O-SY-092
https://www.ilo.org/global/publications/books/WCMS_711919/lang--en/index.htm
https://www.ilo.org/global/publications/books/WCMS_711919/lang--en/index.htm
https://www.ilo.org/global/publications/books/WCMS_711919/lang--en/index.htm


    |  9CHERSICH et al.

 68. WHO. WHO Consolidated Guideline on Self- Care Interventions for 
Health. 2021.

 69. Wegman DH, Apelqvist J, Bottai M, et al. Intervention to diminish 
dehydration and kidney damage among sugarcane workers. Scand J 
Work Environ Health. 2018;44(1):16- 24.

 70. Kabongo EM, Mukumbang FC, Delobelle P, Nicol E. Combining the 
theory of change and realist evaluation approaches to elicit an ini-
tial program theory of the MomConnect program in South Africa. 
BMC Med Res Methodol. 2020;20(1):282.

 71. Lund S, Nielsen BB, Hemed M, et al. Mobile phones improve ante-
natal care attendance in Zanzibar: a cluster randomized controlled 
trial. BMC Pregnancy Childbirth. 2014;14:29.

 72. WHO. WHO recommendations on health promotion interventions 
for maternal and newborn health. 2015. https://wwwwh oint/mater 
nal_child_adole scent/ docum ents/healt h- promo tion- inter venti ons/en/

 73. Magoma M, Requejo J, Campbell O, Cousens S, Merialdi M, Filippi 
V. The effectiveness of birth plans in increasing use of skilled care at 
delivery and postnatal care in rural Tanzania: a cluster randomised 
trial. Tropical Med Int Health. 2013;18(4):435- 443.

 74. Fadda R, Rapinett G, Grathwohl D, et al. Effects of drinking sup-
plementary water at school on cognitive performance in children. 
Appetite. 2012;59(3):730- 737.

 75. Chersich MF, Luchters S, Blaauw D, et al. Safeguarding maternal 
and child health in South Africa by starting the child support Grant 
before birth: design lessons from pregnancy support programmes 
in 27 countries. S Afr Med J. 2016;106(12):1192- 1210.

 76. Green Climate Fund. https://wwwgr eencl imate fund/about/ resou 
rce- mobil isation.

 77. Garcia DM, Sheehan MC. Extreme weather- driven disasters and 
children's health. Int J Health Serv. 2016;46(1):79- 105.

 78. Graham W, Woodd S, Byass P, et al. Diversity and diver-
gence: the dynamic burden of poor maternal health. Lancet. 
2016;388(10056):2164- 2175.

 79. Chawanpaiboon S, Vogel JP, Moller AB, et al. Global, regional, 
and national estimates of levels of preterm birth in 2014: a 

systematic review and modelling analysis. Lancet Glob Health. 
2019;7(1):e37- e46.

 80. Chersich MF, Newbatt E, Ng'oma K, de Zoysa I. UNICEF's contri-
bution to the adoption and implementation of option B+ for pre-
venting mother- to- child transmission of HIV: a policy analysis. Glob 
Health. 2018;14(1):55.

 81. CHAMNA Project. Climate, Heat and Maternal and Neonatal Health 
In Africa: A Belmont Forum Project. https://wwwls htmac uk/resea 
rch/centr es- proje cts- group s/chamnha.

How to cite this article: Chersich MF, Scorgie F, Filippi V, 
Luchters S, Climate Change and Heat-Health Study Group. 
Increasing global temperatures threaten gains in maternal 
and newborn health in Africa: A review of impacts and an 
adaptation framework. Int J Gynecol Obstet. 2022;00:1-9. 
doi:10.1002/ijgo.14381

APPENDIX 

CLIMATE CHANG E AND HE AT-  HE ALTH S TUDY G ROUP
Andrea Huggett (Wits RHI), Euphemia Sibanda (CeSHHAR), Craig 
Parker (Wits RHI), Darshnika Lakhoo (Wits RHI), Gloria Maimela 
(Wits RHI), Helen Rees (Wits RHI), Ijeoma Solarin (Wits RHI), Lois 
Harden (Department of Physiology, Faculty of Health Sciences, 
University of the Witwatersrand, Johannesburg, South Africa), 
Robyn Hetem (School of Animal, Plant and Environmental Sciences, 
Faculty of Sciences, University of the Witwatersrand, Johannesburg, 
South Africa), and Webster Mavhu (CeSHHAR).

https://wwwwhoint/maternal_child_adolescent/documents/health-promotion-interventions/en/
https://wwwwhoint/maternal_child_adolescent/documents/health-promotion-interventions/en/
https://wwwgreenclimatefund/about/resource-mobilisation
https://wwwgreenclimatefund/about/resource-mobilisation
https://wwwlshtmacuk/research/centres-projects-groups/chamnha
https://wwwlshtmacuk/research/centres-projects-groups/chamnha
https://doi.org/10.1002/ijgo.14381

	Increasing global temperatures threaten gains in maternal and newborn health in Africa: A review of impacts and an adaptation framework
	Abstract
	1|BACKGROUND
	1.1|Extreme heat in Africa
	1.2|Pathophysiologic processes and indirect impacts of high ambient temperatures on maternal and newborn health

	2|AN APPROACH TO HEAT-­HEALTH RESEARCH AND PROGRAMMING FOR SECURING MATERNAL AND NEWBORN HEALTH
	2.1|Behavior change interventions
	2.2|Health system and service interventions
	2.3|Built environment, cooling, and nature-­based solutions
	2.4|Structural, policy, and climate financing interventions

	3|RESEARCH AND PROGRAMMATIC PRIORITIES IN AFRICA
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	CONFLICT OF INTEREST
	DATA AVALILIBILITY STATEMENT
	REFERENCES
	Synopsis


