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Abstract: The impact of heat waves on ischemic heart disease (IHD) mortality and
morbidity in Germany during 2001–2010 is analyzed. Heat waves are defined as periods of
at least three consecutive days with daily mean temperature above the 97.5th percentile of
the temperature distribution. Daily excess mortality and morbidity rates are used. All
calculations were performed separately for 19 regions to allow for the investigation of regional
differences. The results show that IHD mortality during heat waves is significantly
increased (+15.2% more deaths on heat wave days). In stark contrast, no heat wave
influence on hospital admissions due to IHD could be observed. Regional differences in heat
wave IHD mortality are present, with the strongest impact in Western Germany and weaker
than average effects in the Southeastern and Northwestern regions. The increase in
mortality during heat waves is generally stronger for females (+18.7%) than for males
(+11.4%), and for chronic ischemic diseases (+18.4%) than for myocardial infarctions
(+12.2%). Longer and more intense heat waves feature stronger effects on IHD mortality,
while timing in season seems to be less important. Since climate change will most likely
enhance the number and intensity of heat waves, the obtained results point to public
adaptation strategies to reduce the future heat wave impact on mortality.
Keywords: heat waves; human health; cardiovascular diseases; ischemic heart disease;
mortality; hospital admissions; Germany
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1. Introduction
Weather affects public health in many ways and heat is one of the primary weather-associated
threats to human life [1]. High ambient temperature is associated with increases in both mortality and
morbidity [2–5]. For example, the death toll of the 2003 heat waves in Europe was estimated to be
around 50,000 additional deaths [6]. Heat waves, defined as extended periods of extreme high
temperatures, exert a stronger influence on human health than isolated hot days [7,8]. Generally, the
heat effect is present particularly among the elderly, while the younger population is less vulnerable to
heat stress (e.g., [9]). Furthermore, there are distinct differences between the various diseases: while
the heat effect is highest for cardiovascular and respiratory diseases, other illnesses seem to be less
affected [9,10].
Studies frequently report that the temperature-mortality relationship is stronger than the
temperature-morbidity relationship, which also implies that heat episodes cause stronger increases in
deaths than in hospital admissions [11,12]. Some authors also investigated the influence of heat wave
characteristics on human health and showed that more intense and longer heat waves feature stronger
effects [2,7]. Furthermore, an earlier occurrence of heat episodes in summer also led to a stronger
effect [13–15].
The pathophysiological mechanisms of the heat impact on the human body involve dehydration,
increased blood viscosity and a higher risk of thrombo-embolic diseases [16,17]. Moreover, high
temperatures may impair the endothelial function, which in turn enhances the risk for cardiovascular
events [18]. Even if dehydration is avoided, the work required to maintain thermoregulation is
increased, which stresses the cardiovascular system [19].
While the previous results are generally well documented, there are a number of aspects regarding
heat waves and health that are less frequently studied. For example, subtypes of diseases may be
affected by heat via different mechanisms, which can lead to weaker or stronger physiological reactions
to heat [4,20]. Some studies also report stronger heat-related impacts on women than on men [21–23].
Further subjects of interest are regional differences, since the effect of heat shows large geographical
heterogeneity among cities or regions [9,24].
Understanding how heat affects human health in its various aspects is of major importance to
prepare for the future and to minimize the temperature-related health impacts in a changing climate.
Scientific knowledge of heat wave-associated mortality in Germany was claimed to be insufficient so
far [25], since most studies focus on single heat episodes or only a subset of cities (e.g., [26,27]).
In our study, we analyze the impact of heat waves on ischemic heart diseases in Germany in the
period 2001–2010. All IHD deaths and hospital admissions during this time period are considered in a
nationwide database, which offers the advantage to assess reliable area-covering heat effects and to
enable regional intercomparisons. Differences between mortality and morbidity as well as IHD subtype
and gender differences are studied. Furthermore, the effects of heat wave characteristics (such as
intensity, duration, and timing in season) on IHD are considered. The paper is organized as follows:
a description of the data and methods used is given in Section 2, results are presented in Section 3,
followed by a discussion and concluding remarks in Section 4.
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2. Data and Methods
2.1. Mortality and Morbidity Data
Ischemic heart diseases (I20–I25 according to the International Classification of Diseases, 10th
revision (ICD-10)) represent about 17% of all deaths and 4% of all hospital admissions in Germany in
the period 2001–2010 [28,29]. Daily mortality and morbidity data are obtained from the Research Data
Centre of the Statistical Offices of the Länder and cover all deaths and hospital admissions in Germany
due to IHD in the years 2001–2010. An overview of the total numbers and daily averages of deaths
counts and hospital admissions is presented in Table 1. The data are divided into subgroups of
ischemic diseases (I20–I22 and I24–I25 for mortality data; I20, I21–I23, and I24–I25 for morbidity
data) and according to gender. Furthermore, the data are available at the resolution of 19 regions,
enabling an individual analysis of different geographic areas. An additional consideration of different
age groups was not feasible due to data privacy protection reasons: whenever the number of daily
cases in a region was below 5, it was set to 3 by the Research Data Centre, in order to avoid that single
cases could be tracked. Due to the small number of cases with data privacy protection reasons
(compared with the overall number of deaths or hospital admissions) a possible bias in the data
analyses introduced by this method is very unlikely.
Table 1. Total numbers and daily averages of deaths and hospital admissions due to
ischemic heart diseases (IHD) in Germany in the period 2001–2010. Differences between
I20-I25 and the sum of I20 to I25 are caused by data privacy protection reasons: if the
number of daily cases per region was smaller than 5, the number was set to 3 by the
Research Data Centre of the Statistical Offices of the Länder.
ICD-10 Code

Disease

I20-I25

Ischemic heart diseases

I20

Angina Pectoris

I21

Acute myocardial infarction (MI)

I22

Subsequent MI

I23

Complications following MI

I24

Other acute ischemic heart diseases

I25

Chronic ischemic heart disease

Deaths

Hospital Admissions

Sum

Per Day

Sum

Per Day

1,474,983

404

7,478,227

2048

2,715,232

743

642,617

176
2,000,283

548

2,765,448

757

No cases

No cases

820,078

225

The mortality data are standardized following a two-step procedure. Firstly, for every region the
absolute number of deaths is transformed into daily mortality rate per 100,000 inhabitants. Subsequently,
the daily “excess” mortality, i.e., the difference between observed and expected mortality, is calculated
in order to remove long-term trends and seasonal fluctuations. The expected mortality is calculated
applying a method developed by [30]. In order to allow for seasonal variations in the mortality data,
this method is smoothing the data by using a 365-day Gaussian low-pass filter with a filter response
function R [31,32]:
R(f) = exp(−1/3 π2 f3)

(1)
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with f as the frequency of the time series. The Gaussian smoothing also eliminates trends. Due to the
length of the filter function of one year the minima and maxima of this function become very flat. In
order to control for this fact, [33] suggests introducing a correction factor. This correction factor can be
used if the oscillation of interest is sinusoidal as is the course of the year. We have chosen the
correction factor in a way that the differences between the raw-data and the filter function were
minimized. The rational for choosing a filter length of 365 days for the estimation of the expected
mortality was that we want to cover one year with the filter. The corrected filter function is taken as
the expected mortality rate.
The calculations for the morbidity data are generally done in a similar way, but additionally the
strong weekly cycle was removed. This was done by the estimation of expected morbidity for every
day of the week separately by application of the method of [30], but this time using a Gaussian filter
with length 52 days. The rational for choosing this filter length was, as for the mortality data, that we
want to cover one year with the filter. As each day of the week was filtered separately this required a
filter with the same length as the number of weeks per year. After calculating the excess morbidity rate
for every weekday, the data were put together again to one time series in their original order.
Detailed information about the monthly mortality and morbidity rates per 100,000 inhabitants is
presented in Figure 1. Regarding the mortality rates (Figure 1, left), a decreasing long-term trend in the
period 2001–2010 and a distinct seasonal cycle with the highest values in winter can be seen in all
subtypes of ischemic heart diseases. Furthermore, the mortality rates are very similar for men and
women. For the morbidity rates (Figure 1, right), a decreasing trend between 2001 and 2010 is
observed for total IHD morbidity, but the subtypes I20 and I21-I23 show the opposite signal. Seasonal
cycles are much weaker than for mortality. Furthermore, short-term fluctuations are present, which are
caused by lower than average values in the month of December (probably due to the lack of planned
hospital admissions in the last third of this month). Considering the gender differences, the morbidity
rates are much higher for men than for women.
Figure 1. Monthly rates of mortality (left) and morbidity (right) per 100,000 inhabitants
(averaged over all 19 regions) for ischemic diseases and its subgroups (the rates for men
and women are based on 100,000 male/female inhabitants). For total ischemic diseases
(I20–I25), additionally the geographical variability (calculated from the standard deviation
of the 19 regions) is displayed by error bars.
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2.2. Meteorological Data
Weather data were obtained from the German Meteorological Service. As we aim to study also
regional variations in the relationships between heat waves and mortality or morbidity, for every
region a representative weather station was selected. Only high-quality stations of the observational
network of the German Meteorological Service are used (which are in accordance with the official
weather station criteria of the World Meteorological Organization). Therefore, an urban influence can
widely be excluded. The weather stations are furthermore selected according to representativeness of
the local climate and of the population under investigation. In addition, stations that did not cover the
complete study period or had substantial data gaps were omitted. Daily mean temperature was
calculated from hourly temperature values at 2 m height. Missing values of temperature were filled in
by linear interpolation (short data gaps) or by interpolated values of adjacent stations (longer data
gaps). In summary, the quality of the temperature data set was very good, with less than 0.1%
missing values.
2.3. Heat Wave Definition
Up to now, no common formal definition of heat waves exists (e.g., [1]). According to [34], a heat
wave can be seen as “an extended period of unusually high atmosphere-related heat stress”. Therefore,
a heat wave always includes the combination of intensity and duration of high temperature periods. In
our study, we define heat waves as periods of at least three consecutive days with daily mean
temperature above the 97.5th percentile of the temperature distribution between 2001–2010. This
definition is similar to those used previously [15,23], but with the focus slightly more on duration than
on intensity. A variety of meteorological variables and indices (e.g., mean temperature, maximum
temperature, apparent temperature, humidex) has been used and compared against each other in
previous studies [7,35–38]. There is no single temperature indicator that fits best in all situations, but
mean temperature turned out to be a consistent and well-fitting predictor of mortality [7,35,36]. Since
we evaluate heat wave related mortality and morbidity for every district separately, the use of relative
over absolute thresholds allows for regional acclimatization to temperatures normal for a community.
Furthermore, this enables the comparison of regional sensitivities. Heat waves are defined in each
region for 2001–2010 using the region-specific temperature threshold. Each event is classified by its
intensity (mean temperature during heat wave), duration (heat wave length in days), and time of
occurrence (first or subsequent heat wave in a year).
2.4. Methods
The heat wave effect on ischemic heart diseases is investigated based on daily relative deviations of
mortality and morbidity from the correspondent baseline (expected mortality and morbidity rate). To
enable an evaluation of the temporal course of the mortality and morbidity effect before, during, and
after a heat wave, for each event the time range from three days before up to 30 days after the onset of
the heat wave is considered. For the graphical presentation of the mean temporal course of the heat
wave impacts (cf. Section 3.2), the mortality and morbidity effects are averaged over all heat waves in
the 19 regions (adjusted for population) during 2001–2010.
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Heat wave characteristics are studied to evaluate the potential effects of heat wave intensity,
duration, and timing on IHD mortality. Each of the 19 regions is analyzed separately and subsequently
aggregated to a nationwide average weighted by population size. In order to investigate the heat wave
intensity effect, impacts on IHD mortality were analyzed for three classes of intensity, which
correspond to the lower, medium, and upper tercile of daily mean temperature values during heat
waves. The duration effect was estimated by calculation of the heat wave influence on IHD mortality
separately for heat waves with a length of 3 days, 4 days, 5–9 days, and 10–14 days. Medium- and
long-length heat waves are aggregated as outlined above in order to obtain classes with similar
numbers of heat wave days. In order to study the heat wave effects related to timing in season, we
divided all heat waves into two subgroups: the first heat wave in a season and the subsequent heat
waves in the same season.
The statistical significance of relative deviations of mortality and morbidity from the baseline for
the temporal course of the averaged heat waves is assessed by the Monte Carlo method (cf. [39]). A
total of 10,000 synthetic series were generated based on year-round relative deviations. For each series,
the same number of 34-day sequences (D−3 to D+30) as the number of heat waves was drawn from the
data set. From the 0.5th, 2.5th, 97.5th, and 99.5th percentiles of the resulting distribution, the 95% and
99% confidence intervals around the zero line are estimated.
The significance of differences between data subsets is calculated using the student t-test (e.g., [33])
with a confidence level of 0.95. Tested are the differences between heat wave days and non heat wave
days, between regional differences, between males and females, and between IHD subtypes I20–I22
and I24–I25. Furthermore, the t-test was used for the calculation of significances regarding heat
wave characteristics.
3. Results
3.1. Meteorological Heat Wave Characteristics
The meteorological heat wave characteristics in Germany and their spatial variability are
presented in Table 2. The average region-specific threshold for daily mean temperature (97.5th
percentile) is 22.7 °C. There are only moderate variations between the different regions with the lowest
thresholds lying in the North of Germany. A similar pattern is observed for the average temperature
during heat waves, which are lowest again in Northern Germany (see also Section 3.3.1 for a detailed
regional analysis). The applied heat wave definition leads on average to 1.1 heat waves per year over
the investigated period 2001–2010, with variation by region from 0.8–1.4 heat waves. Generally the
Northern and Eastern territories tend to feature more frequent heat waves. The length of heat waves is
within the range of three to 14 days with an average duration of 5.0 days. Longer heat waves are
observed mostly in the Western districts, while they are generally shorter in Eastern Germany
(cf. Section 3.3.1). There are on average 5.4 heat wave days per year, with regional differences varying
from 4.0–6.3 days. In summary, the meteorological heat wave characteristics are relatively similar
across Germany with only moderate variation by region.
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Table 2. Meteorological heat wave characteristics for Germany during 2001–2010:
mean (±standard deviation), minimum, and maximum of the 19 regions.
Heat Wave Characteristics
Mean (±Stdv) Min Max
Temperature threshold (°C)
22.7 (±0.8)
20.9 24.3
Mean temperature during heat waves (°C)
24.7 (±0.9)
22.3 26.2
Mean number of heat waves per year
1.1 (±0.2)
0.8
1.4
Mean duration of heat waves (days)
5.0 (±0.6)
4.0
6.3
Mean number of heat wave days per year
5.4 (±0.5)
4.6
6.7

Annual heat wave statistics for Germany are presented in Table 3. The occurrence of heat waves
exhibits strong fluctuations between the individual years. Most heat waves are observed in 2003, 2006,
and 2010, while in other years only very few heat waves occurred (e.g., 2005, 2009). Additionally, the
longest average duration of heat waves is found in the years of 2003 and 2006. Therefore, the number
of heat wave days shows a similar pattern as the number of heat waves, with the highest amount of
heat wave days in the years 2003, 2006, and 2010. Altogether, these three years represent about 65%
of heat wave days in the investigated time period.
Table 3. Heat wave statistics for 2001–2010: Average number of heat wave days per
region, percentage of annual heat wave days compared to the total number of heat wave
days in the period 2001–2010, average number of heat waves per region, and annual
average heat wave duration.
Year
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010

Average No. of Heat Wave
Days Per Region
3.8
3.1
12.9
3.7
0.8
14.1
3.6
3.1
0.5
8.2

Heat Wave
Days (%)
7.0
5.7
23.9
6.9
1.6
26.1
6.7
5.8
1.0
15.3

Average No. of Heat
Waves Per Region
1.1
0.9
2.1
0.8
0.3
2.2
1.0
0.7
0.2
1.7

Average Duration
(Days)
3.4
3.4
6.1
4.4
3.2
6.4
3.6
4.5
3.3
4.7

3.2. Heat Wave Related Mortality and Morbidity
The heat wave effect on deaths due to ischemic heart diseases (I20–I25) is presented in Figure 2
(left). The mean temporal course of heat waves exhibits a strong relationship between heat and
mortality. With the onset of a heat wave, mortality rate deviations are increasing sharply, reaching a
peak on day D+2, and subsequently declining slowly towards zero with falling temperature.
The influence of heat is very direct, with a time lag of 0–1 days. Mortality rates lie continuously above
the 99.5th percentile during days D+0 to D+12, confirming the highly significant heat wave effect on
mortality. On average, mortality is increased by 15.2% during heat events (Table 4a), with significant
differences between heat wave days and non heat wave days.
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Figure 2. Mean relative deviations of IHD mortality (left) and morbidity (right) for 34-day
sequences of heat waves beginning from three days before up to 30 days after the onset of
the heat waves. Solid (dashed) lines denote the 99% (95%) confidence interval obtained by
the Monte Carlo method, highly significant relative deviations (α < 0.01) are colored in red.

Table 4. Heat wave effects on IHD mortality: (a) Based on all heat waves during 2001–2010.
Differences between individual genders (male vs. female) and IHD subtypes (I20–I22 vs.
I24–I25) are significant (α < 0.05); (b) According to heat wave intensity classes (lower,
medium, and upper tercile of daily mean temperature distribution during heat waves).
Significant differences (α < 0.05) between intensity classes (medium/upper tercile vs. lower
tercile) are marked with *; (c) According to duration of heat waves. Significant differences
(α < 0.05) between duration classes (4/5–9/10–14-day length vs. 3-day length) are marked
with *; (d) According to timing of heat waves (first heat wave in season or subsequent heat
waves). Differences regarding timing in season are nonsignificant. (a–d) All heat wave
effects in this table are significant (α < 0.05) if tested against summer (May–September)
non heat wave days.
Data Base

Mean Daily
Temperature

No. of Heat Wave
Days

IHD Mortality Increases (%)
I20–I25

I20–I25
Male

I20–I25
Female

I20–I22

I24–I25

18.7

12.2

18.4

11.7
20.1*
24.2*

8.7
11.1
16.8*

12.5
20.2*
22.6*

7.0
12.0
12.6
16.0*

10.5
17.0
23.6*
26.0*

9.6
14.3
12.8
15.1

10.0
16.2
22.4*
25.0*

(a) Complete Data Base:
All heat waves

24.7 °C

1023

15.2

11.4

(b) Heat Wave Intensity Classes:
Lower tercile
Medium tercile
Upper tercile

23.2 °C
24.4 °C
26.5 °C

341
341
341

10.1
16.0*
19.6*

7.4
10.9
15.9*

(c) Duration of Heat Waves:
3 days
4 days
5–9 days
10–14 days

24.1 °C
24.7 °C
24.4 °C
25.3 °C

294
156
285
288

10.1
15.1
17.2*
18.9*
(d) Timing in Season:

First heat wave
subsequent heat
waves

24.4 °C

617

15.1

11.5

18.2

13.4

17.3

24.9 °C

406

15.4

11.3

19.2

10.4

20.0

Climate 2014, 2

141

The mean temporal course of heat wave effects on IHD hospital admissions is shown in Figure 2
(right). In stark contrast to the mortality results, no significant relationship between heat and morbidity
could be found. The deviations of the morbidity rate remain close to zero during the complete heat
wave, with only little day-to-day variation and never exceeding values of ±2.5%. Since in our study
heat waves affect IHD mortality but not morbidity, more detailed heat wave impacts (by region,
gender, IHD subtype, and heat wave characteristics) will be presented only for mortality (Section 3.3).
3.3. Specific Heat Wave Related Mortality Effects
3.3.1. Regional Variations
There are strong regional variations in the heat wave effect on IHD mortality in Germany. While
daily mortality rates are increased during heat waves by less than 10% in some districts, in other
regions they are enhanced by up to 25% (Figure 3). Lower than average effects are observed mainly in
the Southeast and in two Northwestern districts, moderate effects are seen in a broad band extending
from the Northeast to the Southwest, and strongest mortality increases are found in the West (Federal
State of North Rhine-Westphalia). However, due to the limited number of heat waves and the high
variability of heat wave effects, only three regions show significant deviations from the national-scale
mean of 15.2%.
3.3.2. Gender Differences
The investigation of heat wave effects on IHD mortality specified by gender exhibits major
differences between the sexes. The heat effect is much stronger for women than for men in the
majority of regions, with the exception of four adjacent regions located mainly in the Northwest
featuring the opposite result (not shown). Regarding the mean temporal course of heat waves averaged
over Germany, females seem to be considerably more vulnerable to heat than males (Figure 4, top).
While average mortality increases for males are not exceeding 12%, the correspondent rates for
females are much higher (up to 21%) and a total of ten days show highly significant deviations from
the expected mortality rate. On average, during heat wave days the mortality rate is increased
by 11.4% for males and by 18.7% for females (Table 4a). The gender difference is found to be
significant (α < 0.05).
3.3.3. IHD Subtype Differences
The consideration of heat wave effects on mortality separately by IHD subtypes reveals large
differences between the individual subtypes. In 17 of 19 regions in Germany the heat effect is stronger
for I24–I25 (mainly chronic ischemic disease) than for I20–I22 (mainly myocardial infarction).
Furthermore, the mean temporal course of heat waves shows the same result with higher values for
I24–I25 than for I20–I22 (Figure 4, bottom). While for myocardial infarctions only four days are
highly significant, for chronic ischemic diseases there are 11 days featuring highly significant
mortality increases. On average, during heat wave days the mortality rate is enhanced by 12.2% for
I20–I22 and by 18.4% for I24–I25 (Table 4a). The difference between the IHD subtypes is also found
to be significant (α < 0.05).
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Figure 3. Mean relative IHD mortality increase during heat wave days by region
(2001–2010). Significant (α < 0.05) deviations from the national-scale mean (15.2%) are
denoted by *. Mean temperature during heat wave days and mean duration of heat waves
are given in brackets.

3.3.4. Effects of Heat Wave Characteristics
Regression analyses usually show a continuous increase in mortality with increasing temperature
above a certain threshold. Therefore, it can be assumed that heat wave intensity also influences the
deviation of mortality rate from its expected value. The analysis of the average temperatures during
heat waves exhibits that intensity of heat waves is highly correlated with health impacts (Figure 5,
left). While the least intense heat wave days are linked to about 10% more IHD deaths, the heat impact
is enhanced by 16% for medium intense days and by about 20% for the most intense days. Detailed
analyses also considering individual genders and IHD subtypes are presented in Table 4b. Differences
between the intensity classes (upper/medium tercile vs. lower tercile) are significant for total IHD
mortality and for most of the gender and disease-specific results.

Climate 2014, 2
Figure 4. Mean relative deviations of IHD mortality for males (top, left), females (top,
right), subtypes I20–I22 (bottom, left), and subtypes I24–I25 (bottom, right) for 34-day
sequences of heat waves beginning from 3 days before up to 30 days after the onset of the
heat waves. Solid (dashed) lines denote the 99% (95%) confidence interval obtained by the
Monte Carlo method, highly significant relative deviations (α < 0.01) are colored in red.

Figure 5. Mean relative deviations of IHD mortality according to: (left) heat wave
intensity classes, (center) duration of heat waves, (right) timing of heat waves (first heat
wave in season or subsequent heat waves).
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The investigation of the duration effect shows that the duration of heat waves has major impacts on
mortality: the longer the heat wave the higher the daily mortality increases (Figure 5, center). While
heat waves with a duration of three days exhibit an average IHD mortality increase of about 10%, days
during longer heat waves are associated with higher mortality increases of up to 19%. Enhanced
temperatures during the longest heat waves (duration 10–14 days) may contribute to this result, but
comparable daily mean temperatures during the heat waves of short and medium lengths (cf. Table 4c,
second column) confirm that the duration effect is independent of the intensity effect. Considering
individual genders and IHD subtypes, the general positive relationship between heat wave duration and
IHD mortality is verified (Table 4c). In the majority of cases, the differences between medium or
long-sized heat waves and short heat waves (5–9/10–14-day vs. three-day length) are significant.
The timing in season effect was analyzed via the classification of heat events into first-in-season or
later-in-season heat waves. Overall, about 60% of heat wave days are classified as first-in-season. We
found almost no difference between the two classes: both groups are associated with a mortality
increase of about 15% (Figure 5, right and Table 4d). However, average intensity was lower and
duration was shorter for first-in-season heat waves (temperature: 24.4 °C vs. 24.9 °C, duration: 4.4 vs.
5.9 days), which points to a masked timing in season effect. Rough estimates taking into account the
differences in intensity and duration result in a small albeit not significant timing effect of 2%–3%.
Differences were found between IHD subtypes and (to a lesser extent) between the individual genders:
while first-in-season heat waves have higher effects than subsequent heat waves for subtypes I20-I22
and men, the opposite is found for I24-I25 and women. This suggests that a potential timing in season
effect prevails mainly in males and persons with myocardial infarctions.
4. Discussion and Conclusions
In this study we provide evidence that heat waves in Germany are associated with significant excess
in IHD mortality. On average, mortality increases during heat wave days by 15%, which is in line with
results from studies regarding heat wave effects on total and cardiovascular mortality in the range
of 10%–13% for other European countries, e.g., Austria [22], Czech Republic [23], the Netherlands [40],
and Sweden [41]. The slightly higher values in this study may be due to different heat wave definitions
and the restriction on persons with IHD. The mean temporal course of mortality during heat waves
documents that the used heat wave definition is suitable to capture heat waves adequately. The link
between heat and mortality is immediate with short time lags between the onset of the heat event and
the mortality increase. Similar results are obtained by [23,39] for the Czech Republic and by [42]
for Italy.
In contrast to the mortality results, no heat wave effect on hospital admissions could be
found. Previous studies dealing with morbidity show a wide range of heat effects. Some authors
find equally strong effects compared to mortality [43,44], but the majority of studies report weaker
impacts [42,45-47]. Smaller or even absent impacts are observed particularly in studies that investigate
heat wave effects on mortality and morbidity simultaneously [11,48,49]. The reasons for this behavior
are still not well understood, one hypothesis states that deaths during heat events possibly occur very
rapidly. Especially, older people living alone may not receive adequate care and medical attention
during heat waves, and, therefore, may die at home before they have the chance to reach the next
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hospital [11,50]. However, further research is necessary to verify this hypothesis. The analyzed IHD
morbidity data set shows a strong weekly course, with most admissions on Mondays and Tuesdays.
More hospital admissions on Mondays are found also in other studies and are at least partially due to
events with uncertain dates being coded as taking place on Mondays [51]. Furthermore, the observed
weekly course is an indicator for the fact that many hospital admissions are being planned.
Unfortunately, in our study it was not possible to separate planned from spontaneous (acute) hospital
admissions, so that possible heat effects could be superimposed by other effects that are controlled by
administrative factors. Therefore, we cannot exclude that using other morbidity indicators rather than
hospital admissions, also IHD morbidity can be related to heat events.
Regional variations in the heat wave effect on IHD mortality were found to be relatively large
across Germany. This is in line with the outcome of other studies, which also observe geographical
differences of heat impacts, for example between coastal and inland areas in Italy [42]. The obtained
findings underline the importance of long-term multi-city or multi-region studies, as investigations of
heat waves for single cities or districts can mislead in the representativeness of results. Parts of the
observed pattern can possibly be explained by climatic factors. For example, the relatively low heat
wave effects in some Northwestern regions may be related to the maritime influence of the North Sea,
which prevents an occurrence of extremely high temperatures. The strong heat wave impacts in
Western Germany are at least partially due to the exceptional heat waves of August 2003, July 2006,
and July 2010, each time featuring above-average mortality increases in this region. Additionally,
longer average duration of heat waves in the West may also contribute to the elevated impacts. On the
other hand, not all observed structures can be explained by climatic factors. For example, heat waves
of similar intensity, duration, and timing in season are noticed to cause varying mortality increases in
different regions. Potential reasons for the observed differences include uncertainties regarding the
meteorological and mortality data sets, as well as population-specific and socioeconomic issues.
Firstly, the used weather stations are primarily representative for their local environment but to a lesser
extent for a larger area (for which health data were available). The thermal environment is further
modified by population density (urban heat island effect) and building properties. Therefore, the
individual exposition to heat is difficult to determine, particularly in spatial heterogeneous regions.
Additionally, meteorological conditions not captured by the applied heat wave definition, e.g., high
humidity or exceptionally high day/night-time temperatures, may be able to influence the results.
Different regional reliability of the mortality data may also contribute to the observed pattern [52], as
the compiling of the mono-causal mortality statistics was done by the federal states individually.
Furthermore, differences in age structure, medical care quality, distance to the next hospital,
socioeconomic status, and health awareness are of major importance and play a strong role for the
spatial heterogeneity of heat wave effects. For example, the relatively low heat wave impacts in the
city of Berlin compared to stronger effects in the surrounding rural region of Brandenburg, can at least
partially be explained by differences in age structure (people aged above 60 years in 2010: 24.5% vs.
28.0% [53]) and the easier and faster access to medical care in the former area.
We were able to show significant gender differences regarding IHD mortality, with females being
more vulnerable to heat than males. Most studies also find higher heat impacts for women [21–23],
while only some authors report the opposite effect (e.g., [54]). Possible reasons for the gender differences
involve population-specific factors (different age, social structures, and ethnic variability), as well as
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physiological mechanisms according to menopause [55] or pre-existing diseases, such as diabetes [56].
We observed smaller heat wave effects on myocardial infarctions (I20–I22) than on chronic ischemic
heart diseases (I24–I25). Thus far, studies investigating heat influence on subgroups of IHD
simultaneously are relatively rare. Some studies report smaller heat impacts on myocardial infarctions
than on the overall number of ischemic diseases [4,57], but others do not [20]. In Germany, 55% of
I20–I22 deaths and 43% of I24–I25 deaths are attributable to men. Moreover, people dying from
chronic ischemic heart diseases are on average older than people dying from myocardial infarctions.
Therefore, we assume that the differences between IHD subtypes are at least partly due to different
gender and age structures. As for data privacy protection reasons our data set did not include age and
gender for IHD subtypes, we were not able to follow up this hypothesis. Future research should
incorporate age and gender specifics to verify this assumption.
We demonstrated that heat wave characteristics contribute substantially to IHD mortality. More
intense heat waves lead to stronger mortality increases, a fact that is well-known for different regions of
the world [7,15,24] and can be attributed to the positive temperature-mortality relationship for high
ambient temperatures (e.g., [9] for 15 European cities). Additionally, the duration of heat waves is
associated with the magnitude of excess mortality, which is also confirmed by previous
investigations [8,15,24]. In our study, we found no timing in season effect of heat waves on mortality,
contrary to results by other authors [13,15,58]. However, differences regarding intensity and duration
between first and subsequent heat waves suggest at least a small masked timing effect. Seasonal
acclimatization is a major reason for the timing effect and the elderly are known to have impaired
acclimatization abilities. Since, in our study, the timing effect appears to be more present for men and
persons with myocardial infarctions, we hypothesize that this is possibly due to the younger age of these
groups, which leads to a better within-season acclimatization and reduced heat effects in later-in-season
heat waves.
Previous studies have shown improved public health response due to the implementation of Heat
Health Warning Systems (HHWS) [59–61]. In Germany, heat warnings are issued by the national
meteorological service since 2005. However, only in some administrative regions an intervention chain
was triggered in case of a warning by the responsible health authorities. Rough estimates show that
there are only minor differences in the heat wave impact on IHD in Germany between the periods
2001–2005 and 2006–2010 (before and after the introduction of a HHWS in Germany). From the short
period that has been analyzed before and after the introduction of the warning system and the
differences in the character of the heat waves, e.g., heat waves were on average longer and a little bit
more intense in the second five years, we cannot draw conclusions about the effectiveness of the
warning system based on the available data.
Uncertainties regarding the estimation of heat wave effects on mortality involve possible
confounding factors such as air pollution and forward displacement of deaths as well as changing
structures in population and socioeconomic factors. Air pollution (particularly ozone and particulate
matter) is reported to contribute to the impact of heat on mortality (e.g., [62–64]). We did not account
for air pollution due to the lack of data. However, current research shows that heat wave effects in
Europe are relatively robust to air pollution, with air pollutants contributing only minor to mortality
during heat waves compared to temperature effects [65].
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The term “mortality displacement” describes an increase in mortality during heat waves followed
by a subsequent reduction after the heat wave. Such a pattern is frequently observed for heat episodes
and suggests a short-term forward shift of mortality in people with impaired health who presumably
would have died a few days or weeks later [40]. The magnitude of the mortality displacement effect
varies strongly between individual heat waves. In a review, effects for major heat waves are reported
to be mostly less than 15% [66], but other authors refer higher values (e.g., [67]). We did not investigate
mortality displacement as we concentrated on daily mortality increases during heat waves and did not
assess absolute numbers of deaths. However, the three weeks following the average heat wave show no
indication of substantial mortality displacement (Figure 2, top).
Changing structures in age and socioeconomic factors during the period 2001–2010 may also influence
the results. The increasing number of people aged above 60 years (2001: 24.1%, 2010: 26.3% [53]) is
likely to enhance the subgroup of vulnerable persons. On the other hand, improved health care systems
and health awareness accompanied by an increased use of air conditioning act to reduce the heat
effects on mortality. However, since the study period of 10 years is comparatively short, the impacts of
these potential changes are assumed to be limited.
In conclusion, the presented results show that (a) heat waves in Germany are associated with
increased IHD mortality rates; (b) heat wave characteristics are strongly modulating the mortality
results; and (c) heat impacts are different regarding individual regions, genders, and diseases.
The strengths of the current study consist in the estimation of heat effects specifically for ischemic
heart diseases, which was analyzed relatively rarely to date, and its national-scale design which
enables the estimation of area-covering heat effects and regional comparisons.
Climate change will most likely enhance the number and intensity of heat waves in Europe [68].
Therefore, the number of deaths attributed to heat is expected to increase considerably. Demographic
changes are projected to additionally elevate the heat effect (higher number of potentially vulnerable
persons), while long-term physiological adaptation to climate change will act in the opposite direction.
Studies investigating the heat-mortality relationship are of major importance to design preventive
measures, which are able to minimize the future heat wave risks. Heat health warning systems,
heat wave action plans, public adaptation strategies and an enhanced use of air conditioning could
help to reduce the individual heat burden. Furthermore, the heterogeneity in the heat wave impacts
suggests that the implementation of gender and region specific heat wave action plans could be an
appropriate strategy.
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