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ABSTRACT
Background  Kawasaki disease (KD) is an acute 
vasculitis primarily affecting children. While some 
studies suggest a link between KD and PM

2.5
 exposure, 

findings remain inconsistent. This study aimed to perform 
spatiotemporal analysis to investigate the impact of 
monthly and annual exposure to PM

2.5
 and other air 

pollutants on the incidence of KD before and after the 
advent of the COVID-19 pandemic.
Methods  In this retrospective analysis, we used the 
Japanese administrative claims database to identify the 
incidence of KD in children under age 5 in 335 secondary 
medical care areas across Japan before (from July 2014 
to December 2019) and during (from January 2020 to 
December 2021) the COVID-19 pandemic. For each of 
these periods, we developed hierarchical Bayesian models 
termed conditional autoregressive (CAR) models that can 
address the spatiotemporal clustering of KD to investigate 
the association between the monthly incidence of KD and 
exposure to PM

2.5
, NO, NO

2
 and SO

2
 over 1-month and 

12-month durations. The pollution data were collected 
from publicly available data provided by the National 
Institute for Environmental Studies.
Results  In the before-pandemic and during-pandemic 
periods, 55 289 and 14 023 new cases of KD were 
identified, respectively. The CAR models revealed that only 
12-month exposure to PM

2.5
 was consistently correlated 

with KD incidence, and each 1 µg/m3 increase in annual 
PM

2.5
 exposure corresponded to a 3%–10% rise in KD 

incidence. Consistent outcomes were observed in the age-
stratified sensitivity analysis.
Conclusions  Annual exposure to PM

2.5
 was robustly 

linked with the onset of KD. Further research is needed 
to elucidate the underlying mechanism by which the 
spatiotemporal distribution of PM

2.5
 is associated with KD.

INTRODUCTION
Kawasaki disease (KD) is a febrile illness 
of unknown aetiology that predominantly 
affects children under 5.1–3 Intravenous 
immunoglobulin (IG) therapy has been 
widely adopted to reduce the risk of fatal coro-
nary artery aneurysms, with approximately 
95% of KD cases in Japan receiving intrave-
nous IG early in the course of the illness.2 4–6 
Despite treatment advancements, including 

the combination of corticosteroids with intra-
venous IG, as well as the use of cyclosporine 
A, infliximab or ulinastatin, coronary artery 
lesions occur in about 6% of cases,7 under-
scoring the urgent need to uncover clues 
to understand the disease’s pathogenesis. 
Some researchers attribute the cause of KD 
to viral infections, while others point to the 
association between KD and air pollutants, 
including PM

2.5
.8–11 Cytokine-induced oxida-

tive stress has been proposed as a potential 
mechanism linking chronic exposure to PM

2.5
 

with the onset of KD.11 Association between 
Candida influx and the onset of KD has also 
been reported, which may imply that certain 
substances within air pollutants could trigger 
the disease.8 12

The association between KD and PM
2.5

 has 
been the subject of research. While some 
studies have indicated no significant effect 
of short-term exposure to PM

2.5
, others have 

shown an impact of annual or intrauterine 
exposure to PM

2.5
.9–11 13 14 These studies may 

indicate the association between KD and 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Previous studies have suggested a potential link be-
tween air pollution and Kawasaki disease (KD), but 
the evidence has been inconclusive.

WHAT THIS STUDY ADDS
	⇒ Our spatiotemporal modelling showed that annual 
exposure to PM

2.5
 was consistently linked with high-

er KD incidence before and during the COVID-19 
pandemic across all age groups of children (0, 1 or 
2–4 years).

	⇒ Each 1 µg/m3 increase in PM
2.5

 concentration corre-
sponded to a 3%–10% increase in KD cases.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ This study provides a strong foundation for future 
research into the underlying mechanisms of KD on-
set related to air pollution.
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long-term exposure to PM
2.5

; however, several limita-
tions should be noted. First, most previous studies ignore 
repeatedly documented spatiotemporal clustering of 
KD.15–19 Spatiotemporal clustering of this disease with 
unknown aetiology indicates possible autocorrelation 
in the residuals, comprising the validity of the gener-
alised linear regression and leads to biased estimates. 
The conditional autoregressive (CAR) models, which 
are hierarchical Bayesian models designed for spatial 
and spatiotemporal analysis, can address residual auto-
correlation by incorporating a spatiotemporal term.20–22 
Second, studies on KD often focus on the exposure 
defined by a single time length, leaving it uncertain 
whether observed differences in results are due to the 
length of time unit or other aspects of the study design. 
Third, the dramatic reduction in KD after the onset of 
the COVID-19 pandemic may have disrupted the station-
arity assumptions.8 23 24 Changes in social factors, such 
as mask-wearing and physical distancing, may also have 

modified the impact of air pollutants on the incidence 
of KD.

Thus, this paper aims to perform spatiotemporal anal-
ysis based on the CAR model to investigate the impact 
of monthly and annual exposure to PM

2.5
 and other air 

pollutants on the incidence of KD before and after the 
advent of the COVID-19 pandemic.

METHODS
Data source
In this retrospective study, we extracted clinical data 
from the Japanese administrative claims database 
named the Diagnosis Procedure Combination (DPC) 
database, comprising anonymised clinical and admin-
istrative claims data featuring baseline information of 
patients and facilities, diagnostic records, procedural 
data, device utilisation and prescription details. As of 
2023, over 2000 hospitals had implemented DPC-based 

Figure 1  Study population and the exclusion criteria. ICD-10, International Classification of Diseases, Tenth Revision.
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reimbursement systems. This database substantiated its 
reliability through prior research.25 Data were accessed 
on 16 August 2023. Among hospitalisation data from 
April 2014 to March 2022, we extracted clinical infor-
mation on children under 5 diagnosed with KD, iden-
tified by the International Classification of Diseases, 
Tenth Revision (ICD-10) code of M30.3. To minimise 
bias associated with misclassification, we focused on 
hospital admissions where patients received KD-spe-
cific medications, namely intravenous IG, cyclosporine 
A, infliximab or ulinastatin.3 6 7 We considered the date 
of first admission with KD treatment as the onset date, 
excluding cases with unclear onset dates, specifically 
transfer cases and those not administered intravenous 
IG within 7 days of the first admission. To address uncer-
tainties associated with identifying of initial hospitalisa-
tions, cases of KD that occurred in the first 3 months of 
the observation period were excluded, given the risk of 
misinterpreting the middle of a series of hospitalisations 
that began before the observation period as the onset. 
Cases from the last 3 months of the period were also 
excluded, as the number of onsets during this period 
may be underestimated due to administrative delays in 
medical claims processing. Then, the timeframe from 
July 2014 to December 2019 was defined as the period 
before the COVID-19 pandemic, whereas from January 
2020 to December 2021, it was defined as the period 
during the COVID-19 pandemic.

The atmospheric environment database of the National 
Institute for Environmental Studies publishes pollution 
data from 2184 monitoring stations across 319 (95%) of 
the 335 secondary medical care areas in Japan.26 Each 
secondary medical care area, established across 1718 of 
the 1724 municipalities and managed by the 47 prefec-
tural governments, ensures general inpatient treatment, 
including initial treatment of KD. We extracted daily expo-
sure to PM

2.5
, nitric monoxide (NO), nitrogen dioxide 

(NO
2
) and sulphur dioxide (SO

2
) for each medical care 

region, imputed missing values using the prefectural 
average and calculated monthly exposure. As a result, we 
obtained 22 100 and 8040 spatiotemporal units based on 
the exposure status in 335 secondary medical care areas 
over 66 months and 24 months before and after the onset 
of the COVID-19 pandemic, respectively.

Outcomes and variables
As an outcome measure, the monthly incidence of KD 
was counted for each secondary medical care area asso-
ciated with facilities. The monthly or annual exposure 
to PM

2.5
, NO, NO

2
 and SO

2
 in the corresponding area 

was incorporated in the analysis as continuous variables. 
The logarithm of person-days for each spatiotemporal 
unit based on the under 5 population in the Population 
Census 2020 was implicitly incorporated in all the statis-
tical models as an offset variable.27

Statistical analysis
To capture the fundamental relationship between KD 
incidence and exposure to PM

2.5
, NO, NO

2
 and SO

2
, we 

developed non-Bayesian Poisson regression models, both 
univariable and multivariable, using overall exposure 
levels during the two distinct periods before and after 
the onset of the COVID-19 pandemic. Subsequently, we 
performed Markov chain Monte Carlo (MCMC) simula-
tions with the CARBayes library V.6.1 and CARBayesST 
library V.5.0 in R V.4.3.2 to create four types of multi-
variable Bayesian Poisson regression models predicting 
the monthly incidence of KD based on 1-month and 
12-month exposure to these air pollutants: ‘GLM model’ 
is a Bayesian implementation of a generalised linear 
model that ignores spatiotemporal autocorrelations; 
‘CARar(1) model’ is a first-order CAR model, where ‘first-
order’ indicates that the model accounts for dependen-
cies on the immediately previous time step; ‘CARar(2) 
model’ is an extension of the CARar(1) model, incor-
porating dependencies on the past two time steps; and 
‘CARadaptive model’ is another first-order CAR model, 
which includes an adapted spatial weight matrix to 
handle spatial heterogeneity.20 21 28–31 We adopted the 
model with the lowest widely applicable information 
criterion (WAIC) among these four Bayesian models.32 
Univariable models were also developed to assess the 
impact of individual air pollutants. The parameters were 
estimated from distributions derived from 40 000 MCMC 
samples, equating to 400 000 iterations with a thinning 
factor of 10 to reduce autocorrelation. This estimation 
followed an initial burn-in period of 100 000 iterations to 
stabilise the sampling process. In the sensitivity analysis, 
we developed comparative Bayesian models with subjects 

Table 1  Basic characteristics of spatiotemporal units

Characteristic Before the COVID-19 pandemic,* n=22 110 During the COVID-19 pandemic,* n=8040 SMD 95% CI

Incidence 1.0 (0.0, 3.0) 0.0 (0.0, 2.0) 0.21 0.18, 0.23

PM
2.5

, μg/m3 11.4 (9.2, 13.9) 8.5 (6.9, 10.3) 0.94 0.91, 0.96

NO, ppb 2.47 (1.22, 4.52) 1.72 (0.88, 3.07) 0.34 0.31, 0.36

NO
2
, ppb 7.8 (5.0, 11.4) 6.2 (4.0, 9.2) 0.38 0.35, 0.40

SO
2
, ppb 1.27 (0.79, 1.94) 0.83 (0.47, 1.24) 0.52 0.50, 0.55

*Median (IQR).
ppb, parts per billion; SMD, standardised mean difference.
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divided into three age groups: 0 years, 1 year and 2–4 
years.

Patient and public involvement
Patients and/or the public were not involved in this 
study’s design, conduct or dissemination.

RESULTS
We extracted 101 534 admissions of children under 5 
years of age admissions with the ICD-10 code M30.3 
from the DPC database (figure  1). In the before-
COVID-19 and during-COVID-19 pandemic periods, 
55 289 (837.7 per month) and 14 023 (584.3 per 
month) onsets of KD were identified, respectively. The 
basic characteristics in table 1 indicate the significant 
reduction in KD incidence and exposure to air pollut-
ants following the COVID-19 pandemic. Intergroup 

differences with standardised mean differences greater 
than 0.1 were observed. The scatterplot matrix in 
online supplemental figure 1 illustrates significant posi-
tive correlations between air pollutants. As shown in 
online supplemental table 1, the missing rates of daily 
air pollutant data at the secondary medical care area 
level were within a few per cent.

Table 2 presents the non-Bayesian Poisson regression 
models before and during the COVID-19 pandemic, 
indicating that overall exposure to PM

2.5
 has been the 

only consistent contributor to the incidence of KD. 
Multicollinearity was within acceptable limits, with no 
variance inflation factors above 5. Online supplemental 
table 2 demonstrates that the CARadaptive models 
achieved the lowest WAIC. Tables 3 and 4 present the 
CARadaptive models before and during the COVID-19 
pandemic, revealing that 12-month exposure to PM

2.5
 

has been the sole consistent contributor to the incidence 

Table 3  CARadaptive models before the COVID-19 
pandemic

Variable

Univariable Multivariable

IRR 95% CI IRR 95% CI

1-month exposure to air pollutants

 � PM
2.5

, µg/m3 1.00 1.00, 1.01 1.00 0.99, 1.01

 � NO, ppb 1.00 1.00, 1.01 1.00 0.99, 1.01

 � NO
2
, ppb 1.00 1.00, 1.01 1.00 0.99, 1.01

 � SO
2
, ppb 1.02 1.00, 1.04 1.01 0.99, 1.04

12-month exposure to air pollutants

 � PM
2.5

, µg/m3 1.03* 1.01, 1.05 1.03* 1.01, 1.06

 � NO, ppb 1.00 0.99, 1.01 0.99 0.97, 1.01

 � NO
2
, ppb 1.01 1.00, 1.02 1.01 0.99, 1.03

 � SO
2
, ppb 1.02 0.99, 1.06 1.00 0.96, 1.04

*P<0.05.
IRR, incidence rate ratio; ppb, parts per billion.

Table 4  CARadaptive models during the COVID-19 
pandemic

Variable

Univariable Multivariable

IRR 95% CI IRR 95% CI

1-month exposure to air pollutants

 � PM
2.5

, µg/m3 1.00 0.98, 1.02 0.98* 0.97, 1.00

 � NO, ppb 1.01 0.99, 1.03 1.02 0.99, 1.05

 � NO
2
, ppb 1.02* 1.01, 1.03 1.01 0.98, 1.03

 � SO
2
, ppb 1.01 0.96, 1.06 1.02 0.96, 1.09

12-month exposure to air pollutants

 � PM
2.5

, µg/m3 1.09* 1.04, 1.15 1.10* 1.04, 1.17

 � NO, ppb 0.99 0.95, 1.02 0.90* 0.84, 0.95

 � NO
2
, ppb 1.02 1.00, 1.05 1.07* 1.02, 1.12

 � SO
2
, ppb 1.02 0.94, 1.10 0.94 0.85, 1.04

*P<0.05.
IRR, incidence rate ratio; ppb, parts per billion.

Table 2  Non-Bayesian Poisson regression models before and during the COVID-19 pandemic

Variable

Univariable Multivariable

IRR 95% CI P value IRR 95% CI P value VIF

Before the COVID-19 pandemic

 � PM
2.5

, µg/m3 1.02 1.02, 1.03 <0.001 1.03 1.02, 1.03 <0.001 1.40

 � NO, ppb 0.99 0.99, 1.00 <0.001 1.00 1.00, 1.01 0.13 4.02

 � NO
2
, ppb 1.00 0.99, 1.00 <0.001 0.99 0.99, 0.99 <0.001 4.45

 � SO2, ppb 1.02 1.02, 1.03 <0.001 1.01 1.00, 1.02 0.011 1.24

After the COVID-19 pandemic

 � PM
2.5

, µg/m3 1.04 1.03, 1.05 <0.001 1.03 1.02, 1.05 <0.001 1.33

 � NO, ppb 0.98 0.97, 0.98 <0.001 0.97 0.96, 0.99 <0.001 3.80

 � NO
2
, ppb 0.99 0.99, 1.00 <0.001 1.00 0.99, 1.01 0.6 3.99

 � SO
2
, ppb 1.08 1.06, 1.11 <0.001 1.06 1.04, 1.09 <0.001 1.23

IRR, incidence rate ratio; ppb, parts per billion; VIF, variance inflation factor.
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of KD. Favourable convergence was suggested by the 
Geweke diagnostics with absolute values less than 2. In 
univariable analysis before and during the COVID-19 
pandemic, monthly exposure to PM

2.5
 was not signifi-

cantly associated with the onset of KD. CARadaptive 
model during the COVID-19 pandemic, 1-month expo-
sure to PM

2.5
 and 12-month exposure to NO were asso-

ciated with a decreased incidence of KD, whereas NO
2
 

showed a converse effect.
Tables 5 and 6 display the age-stratified multivariable 

CARadaptive models achieved in the sensitivity analysis 
for the before pandemic and during pandemic. The reac-
tivity to each air pollutant was aligned with the primary 
analysis, which revealed sustained significant associations 
between the onset of KD and 12-month exposure to 
PM

2.5
.

DISCUSSION
Before the COVID-19 pandemic, 55 289 new cases of KD 
were identified, and 14 023 cases were detected during the 
pandemic period. The classical method of non-Bayesian 
Poisson regression suggested a fundamental correlation 
between KD incidence in the secondary medical care 
area and the regional level of PM

2.5
. A detailed analysis 

through the CAR models revealed that 12-month expo-
sure to PM

2.5
 was the exclusive variable consistently 

associated with KD incidence (tables  3 and 4). Parallel 
outcomes were observed in the sensitivity analysis strati-
fied by age (tables 5 and 6).

The remarkable reduction in WAIC associated with 
the CARadaptive models substantiated their efficiency 
and adequacy in the analysis. The convergence of these 
models and the consistency of the results bolster the 

Table 5  Age-stratified multivariable CARadaptive models before the COVID-19 pandemic

Variable

0 years of age 1 year of age 2–4 years of age

IRR 95% CI IRR 95% CI IRR 95% CI

1-month exposure to air pollutants

 � PM
2.5

, µg/m3 1.00 0.99, 1.01 1.00 0.99, 1.01 1.00 0.99, 1.01

 � NO, ppb 1.00 0.99, 1.01 1.00 0.99, 1.01 1.00 0.99, 1.01

 � NO
2
, ppb 1.00 0.99, 1.01 1.00 0.99, 1.01 1.00 0.99, 1.01

 � SO
2
, ppb 1.01 0.99, 1.04 1.01 0.99, 1.04 1.01 0.99, 1.04

12-month exposure to air pollutants

 � PM
2.5

, µg/m3 1.03* 1.00, 1.06 1.03* 1.00, 1.06 1.03* 1.00, 1.06

 � NO, ppb 0.99 0.97, 1.01 0.99 0.97, 1.01 0.99 0.97, 1.01

 � NO
2
, ppb 1.01 0.99, 1.03 1.01 0.99, 1.04 1.01 1.00, 1.03

 � SO
2
, ppb 0.99 0.95, 1.03 0.99 0.96, 1.03 1.00 0.96, 1.04

*P<0.05.
IRR, incidence rate ratio; ppb, parts per billion.

Table 6  Age-stratified multivariable CARadaptive models during the COVID-19 pandemic

Variable

0 years of age 1 year of age 2–4 years of age

IRR 95% CI IRR 95% CI IRR 95% CI

1-month exposure to air pollutants

 � PM
2.5

, µg/m3 0.98* 0.97, 1.00 0.98* 0.97, 1.00 0.98* 0.97, 1.00

 � NO, ppb 1.02 0.99, 1.04 1.02 0.99, 1.04 1.02 0.99, 1.05

 � NO
2
, ppb 1.01 0.98, 1.03 1.01 0.98, 1.03 1.01 0.98, 1.03

 � SO
2
, ppb 1.02 0.96, 1.09 1.02 0.96, 1.09 1.02 0.96, 1.09

12-month exposure to air pollutants

 � PM
2.5

, µg/m3 1.10* 1.04, 1.16 1.10* 1.04, 1.17 1.11* 1.04, 1.17

 � NO, ppb 0.90* 0.85, 0.95 0.90* 0.85, 0.96 0.89* 0.84, 0.95

 � NO
2
, ppb 1.05* 1.01, 1.10 1.06* 1.01, 1.11 1.07* 1.02, 1.12

 � SO
2
, ppb 0.94 0.84, 1.04 0.94 0.85, 1.04 0.93 0.84, 1.03

*P<0.05.
IRR, incidence rate ratio; ppb, parts per billion.
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validity and robustness of our research. The compara-
tive analysis of 1-month and 12-month exposure under-
scored the criticality of the exposure duration. The 
climb in KD incidence with annual rather than monthly 
exposure to PM

2.5
 aligns with previous research.9–11 13 14 

The univariable and multivariable CARadaptive models 
demonstrated a 3%–10% increase in the incidence of KD 
for every 1 µg/m³ increase in PM

2.5
. This increase corre-

sponds to a 16%–61% rise with a 5 µg/m³ increase and is 
consistent with findings from a previous South Korean 
study.11

Previous research has shown that a considerable 
amount of PM

2.5
 comes from sources over 100 km away, 

whereas NO
2
 mainly comes from sources within 10 km.33 

NO has an even shorter dispersal distance compared with 
NO

2
.34 Their contrasting effects observed in the during-

pandemic multivariable CARadaptive model—the opti-
mistic influence of NO and the pessimistic impact of 
NO

2
—can jointly modify predictions towards less inci-

dence of KD in areas experiencing nearby air pollution. 
It may be that the remarkable reduction in distantly 
originated PM

2.5
35 necessitated adjustments for the less 

harmful PM
2.5

 derived from proximate pollution sources.
The strength of this study lies in the adept use of CAR 

models that address the well-documented spatiotemporal 
aggregation of KD.15 17 Spatiotemporal autocorrelation 
of the error term caused by this aggregation violates 
the Gauss-Markov theorem’s assumptions, enhancing 
the prevalence of type I and type II errors.36 37 Given 
the unknown pathogenesis of KD, measuring all the 
confounders with spatial effects to eradicate autocorrela-
tion of the error term is not feasible, thus necessitating 
the adoption of clustering-aware models.

Limitations
Selection bias is a concern in observational studies. In 
light of the incidence rates of KD reported in previous 
studies, it can be estimated that approximately 70% of the 
domestic cases were included.23 Although the inclusion 
criteria were carefully constructed based on the ICD-10 
code and KD-specific medications, the level of concord-
ance between the judged and actual onset of KD is yet 
to be confirmed. In this real-world data study, informa-
tion on symptoms and clinical findings was not available. 
We considered the risk of misclassification with multi-
system inflammatory syndrome in children (MIS-C) to be 
negligible based on the rarity of MIS-C cases in Japan.8 38 
The exclusion of untreated cases can be expected to be 
marginal, considering the ubiquity of early intravenous 
IG administration in Japan.2 Imputation of exposure at 
the prefectural level for the small amount of missing data 
may have biased the analyses toward the null. Although 
the dose–response relationship observed in this study 
aligns with previous research conducted in geographi-
cally close Korea, different results might be obtained in 
distant countries due to varying sources of PM

2.5
. Unmeas-

ured substances or microorganisms dispersing similarly 
to PM

2.5
, rather than PM

2.5
 itself, might be involved in 

the onset of KD.39 40 Besides, it should be noted that 
spatiotemporal analysis with different granularities of 
spatiotemporal units may yield different results.41 Given 
the limited geographic activity range of children under 
the age of five, the impact of exposure outside their 
secondary medical care area would be minimal. Anal-
ysis with a finer granularity would pose challenges due 
to boundary-crossing admissions, while extensive unit 
aggregation would reduce statistical power. We handled 
data at the spatiotemporal unit level, thereby not distin-
guishing between prenatal and postnatal exposures at 
the individual level. While the impact of annual PM

2.5
 

exposure in infants under 1 year may imply potential 
influences of prenatal exposure, these effects have not 
been explicitly examined.

In conclusion, we used the CAR models to address the 
spatiotemporal aggregation of KD, confirming the robust 
association between the incidence of KD and annual 
exposure to PM

2.5
. Further investigation is required to 

clarify the underlying mechanism of association between 
the spatiotemporal distribution of KD and PM

2.5
.

Acknowledgements  We used open geographic data from the publicly available 
National Land Numerical Information released by the Japanese Ministry of Land, 
Infrastructure, Transport and Tourism (https://nlftp.mlit.go.jp/).

Contributors  KY: Conceptualisation, data curation, methodology, formal analysis 
and writing of the original draft. DS: Conceptualisation, methodology, review 
writing, editing and funding acquisition. NT: Conceptualisation and writing the 
review. KF: Supervision, resources, review writing and funding acquisition. All 
authors have accepted responsibility for the entire content of this manuscript and 
approved its submission. The guarantor (DS) accepts full responsibility for the work 
and the conduct of the study, had access to the data and controlled the decision to 
publish.

Funding  Funding for this research was provided by a Grant-in-Aid for Policy 
Planning and Evaluation Research from Japan’s Ministry of Health, Labour and 
Welfare (grant identifier 22AA2003 (awarded to KF)) and a Grant-in-Aid for 
Scientific Research (B) through the Japan Society for the Promotion of Science 
(JSPS KAKENHI, grant identifier 20H03921 (awarded to DS)). The funders did not 
influence the design or conduct of the study, the gathering or interpretation of data, 
the decision to submit the results for publication or the drafting of the research 
paper.

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication  Not applicable.

Ethics approval  This study involves human participants. This study was approved 
by the institution review board at the Tokyo Medical and Dental University 
(registration no. M2021-013). Given the anonymised nature of the data, the 
requirement for informed consent was waived.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  No data are available. Due to the confidential nature 
of the data, it is unavailable for sharing.

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

B
M

J P
aediatrics O

pen: first published as 10.1136/bm
jpo-2024-002887 on 26 S

eptem
ber 2024. D

ow
nloaded from

 https://bm
jpaedsopen.bm

j.com
 on 28 D

ecem
ber 2024 by guest. P

rotected by
 copyright.

https://nlftp.mlit.go.jp/


7Yoneda K, et al. BMJ Paediatrics Open 2024;8:e002887. doi:10.1136/bmjpo-2024-002887

Open access

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

ORCID iDs
Kota Yoneda http://orcid.org/0000-0003-1605-5340
Daisuke Shinjo http://orcid.org/0000-0002-7495-7409

REFERENCES
	 1	 Kawasaki T. Acute febrile mucocutaneous syndrome with lymphoid 

involvement with specific desquamation of the fingers and toes in 
children. Arerugi 1967;16:178–222.

	 2	 Ae R, Makino N, Kosami K, et al. Epidemiology, Treatments, and 
Cardiac Complications in Patients with Kawasaki Disease: The 
Nationwide Survey in Japan, 2017-2018. J Pediatr 2020;225:23–9. 

	 3	 McCrindle BW, Rowley AH, Newburger JW, et al. Diagnosis, 
Treatment, and Long-Term Management of Kawasaki Disease: A 
Scientific Statement for Health Professionals From the American 
Heart Association. Circulation 2017;135:e927–99. 

	 4	 Furusho K, Kamiya T, Nakano H, et al. High-dose intravenous 
gammaglobulin for Kawasaki disease. Lancet 1984;2:1055–8. 

	 5	 Newburger JW, Takahashi M, Beiser AS, et al. A single intravenous 
infusion of gamma globulin as compared with four infusions 
in the treatment of acute Kawasaki syndrome. N Engl J Med 
1991;324:1633–9. 

	 6	 Kobayashi T, Saji T, Otani T, et al. Efficacy of immunoglobulin plus 
prednisolone for prevention of coronary artery abnormalities in 
severe Kawasaki disease (RAISE study): a randomised, open-label, 
blinded-endpoints trial. Lancet 2012;379:1613–20. 

	 7	 Miura M, Ayusawa M, Fukazawa R, et al. Guidelines for Medical 
Treatment of Acute Kawasaki Disease (2020 Revised Version). J 
Pediatr Cardiol Cardiac Surg 2021;5:41–73. 

	 8	 Iio K, Matsubara K, Miyakoshi C, et al. Incidence of Kawasaki 
disease before and during the COVID-19 pandemic: a retrospective 
cohort study in Japan. BMJ Paediatr Open 2021;5:e001034. 

	 9	 Yorifuji T, Tsukahara H, Kashima S, et al. Intrauterine and Early 
Postnatal Exposure to Particulate Air Pollution and Kawasaki 
Disease: A Nationwide Longitudinal Survey in Japan. J Pediatr 
2018;193:147–54. 

	10	 Buteau S, Belkaibech S, Bilodeau-Bertrand M, et al. Association 
between Kawasaki Disease and Prenatal Exposure to Ambient and 
Industrial Air Pollution: A Population-Based Cohort Study. Environ 
Health Perspect 2020;128:107006. 

	11	 Kim H, Jang H, Lee W, et al. Association between long-term PM
2.5

 
exposure and risk of Kawasaki disease in children: A nationwide 
longitudinal cohort study. Environ Res 2024;244:117823. 

	12	 Rodó X, Ballester J, Cayan D, et al. Association of Kawasaki disease 
with tropospheric wind patterns. Sci Rep 2011;1:152. 

	13	 Zeft AS, Burns JC, Yeung RS, et al. Kawasaki Disease and Exposure 
to Fine Particulate Air Pollution. J Pediatr 2016;177:179–83. 

	14	 Oh J, Lee JH, Kim E, et al. Is Short-Term Exposure to PM2.5 
Relevant to Childhood Kawasaki Disease? IJERPH 2021;18:924. 

	15	 Yashiro M, Nakamura Y, Ojima T, et al. Ten Year Observation of 
Time-space Relationship on Incidences of Kawasaki Disease in 
Japan, Analyses in Hokkaido and Shikoku. J Jpn Pediatr Soc 
1999;103:832–7.

	16	 Nakamura Y, Yashiro M, Uehara R, et al. Monthly observation of the 
number of patients with Kawasaki disease and its incidence rates in 
Japan: chronological and geographical observation from nationwide 
surveys. J Epidemiol 2008;18:273–9. 

	17	 Sano T, Makino N, Aoyama Y, et al. Temporal and geographical 
clustering of Kawasaki disease in Japan: 2007-2012. Pediatr Int 
2016;58:1140–5. 

	18	 Burney JA, DeHaan LL, Shimizu C, et al. Temporal clustering of 
Kawasaki disease cases around the world. Sci Rep 2021;11:22584. 

	19	 Kim J, Hong K, Yoo D, et al. Spatiotemporal clusters of Kawasaki 
disease in South Korea from 2008 to 2017: A municipal-level 
ecological study. Front Pediatr 2022;10:1054985. 

	20	 Lee D. CARBayes: An R Package for Bayesian Spatial Modeling with 
Conditional Autoregressive Priors. J Stat Softw 2013;55:1–24. 

	21	 Lee D, Rushworth A, Napier G. Spatio-Temporal Areal Unit Modeling 
in R with Conditional Autoregressive Priors Using the CARBayesST 
Package. J Stat Softw 2018;84:1–39. 

	22	 Haining RP, Li G. Modelling Spatial and Spatial-Temporal Data: A 
Bayesian Approach. Chapman and Hall/CRC, 2020.

	23	 Ae R, Makino N, Kuwabara M, et al. Incidence of Kawasaki Disease 
Before and After the COVID-19 Pandemic in Japan: Results 
of the 26th Nationwide Survey, 2019 to 2020. JAMA Pediatr 
2022;176:1217–24. 

	24	 Burney JA, Roberts SC, DeHaan LL, et al. Epidemiological and 
Clinical Features of Kawasaki Disease During the COVID-19 
Pandemic in the United States. JAMA Netw Open 2022;5:e2217436. 

	25	 Yamana H, Moriwaki M, Horiguchi H, et al. Validity of diagnoses, 
procedures, and laboratory data in Japanese administrative data.  
J Epidemiol 2017;27:476–82. 

	26	 National Institute for Environmental Studies. Air pollution continuous 
monitoring data. n.d. Available: https://tenbou.nies.go.jp

	27	 Population Census. Portal site of official statistics of Japan. 2020. 
Available: https://www.e-stat.go.jp/en/stat-search/files?page=1&​
toukei=00200521&tstat=000001136464

	28	 Leroux BG, Lei X, Breslow N. Estimation of Disease Rates in Small 
Areas: A New Mixed Model for Spatial Dependence. New York: 
Springer, 2000:179–91.

	29	 R Core Team. R: a language and environment for statistical 
computing. 2023.

	30	 Rushworth A, Lee D, Mitchell R. A spatio-temporal model for 
estimating the long-term effects of air pollution on respiratory 
hospital admissions in Greater London. Spat Spatiotemp Epidemiol 
2014;10:29–38. 

	31	 Rushworth A, Lee D, Sarran C. An Adaptive Spatiotemporal 
Smoothing Model for Estimating Trends and Step Changes in 
Disease Risk. J R Stat Soc Ser C Appl Stat 2017;66:141–57. 

	32	 Watanabe S. Asymptotic Equivalence of Bayes Cross Validation and 
Widely Applicable Information Criterion in Singular Learning Theory. 
J Mach Learn Res 2010;11:3571–94. 

	33	 Wang Y, Bechle MJ, Kim S-Y, et al. Spatial decomposition analysis 
of NO2 and PM2.5 air pollution in the United States. Atmos Environ 
(1994) 2020;241:117470. 

	34	 Fraigneau Y, Gonzalez M, Coppalle A. Turbulence effects upon the 
NO2/NO conversion in the vicinity of an urban area. Sci Total Environ 
1996;189–190:293–300. 

	35	 Zhang Y, Wu W, Li Y, et al. An investigation of PM2.5 concentration 
changes in Mid-Eastern China before and after COVID-19 outbreak. 
Environ Int 2023;175:107941. 

	36	 Lehmann EL, Casella G. Normal Linear Models. New York:: Springer, 
1998:176–87.

	37	 Majumdar S, Flynn C, Mitra R. Detecting Bias in the Presence of 
Spatial Autocorrelation. Proc Mach Learn Res 2022;171:6–18.

	38	 Matasubara D, Matsubara Y, Ayusawa M, et al. Nationwide survey 
of multisystem inflammatory syndrome in children associated with 
coronavirus disease 2019 in Japan. SSRN [Preprint] 2024. 

	39	 Rodó X, Curcoll R, Robinson M, et al. Tropospheric winds 
from northeastern China carry the etiologic agent of Kawasaki 
disease from its source to Japan. Proc Natl Acad Sci U S A 
2014;111:7952–7. 

	40	 El-Askary H, LaHaye N, Linstead E, et al. Remote sensing 
observation of annual dust cycles and possible causality of 
Kawasaki disease outbreaks in Japan. Glob Cardiol Sci Pract 
2017;2017:e201722. 

	41	 Wang Y, Di Q. Modifiable areal unit problem and environmental 
factors of COVID-19 outbreak. Sci Total Environ 2020;740:139984. 

B
M

J P
aediatrics O

pen: first published as 10.1136/bm
jpo-2024-002887 on 26 S

eptem
ber 2024. D

ow
nloaded from

 https://bm
jpaedsopen.bm

j.com
 on 28 D

ecem
ber 2024 by guest. P

rotected by
 copyright.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-1605-5340
http://orcid.org/0000-0002-7495-7409
https://pubmed.ncbi.nlm.nih.gov/6062087
http://dx.doi.org/10.1016/j.jpeds.2020.05.034
http://dx.doi.org/10.1161/CIR.0000000000000484
http://dx.doi.org/10.1016/s0140-6736(84)91504-6
http://dx.doi.org/10.1056/NEJM199106063242305
http://dx.doi.org/10.1016/S0140-6736(11)61930-2
http://dx.doi.org/10.24509/jpccs.0501G1
http://dx.doi.org/10.24509/jpccs.0501G1
http://dx.doi.org/10.1136/bmjpo-2021-001034
http://dx.doi.org/10.1016/j.jpeds.2017.10.012
http://dx.doi.org/10.1289/EHP6920
http://dx.doi.org/10.1289/EHP6920
http://dx.doi.org/10.1016/j.envres.2023.117823
http://dx.doi.org/10.1038/srep00152
http://dx.doi.org/10.1016/j.jpeds.2016.06.061
http://dx.doi.org/10.3390/ijerph18030924
http://dx.doi.org/10.2188/jea.je2008030
http://dx.doi.org/10.1111/ped.12970
http://dx.doi.org/10.1038/s41598-021-01961-5
http://dx.doi.org/10.3389/fped.2022.1054985
http://dx.doi.org/10.18637/jss.v055.i13
http://dx.doi.org/10.18637/jss.v084.i09
http://dx.doi.org/10.1001/jamapediatrics.2022.3756
http://dx.doi.org/10.1001/jamanetworkopen.2022.17436
http://dx.doi.org/10.1016/j.je.2016.09.009
http://dx.doi.org/10.1016/j.je.2016.09.009
https://tenbou.nies.go.jp
https://www.e-stat.go.jp/en/stat-search/files?page=1&toukei=00200521&tstat=000001136464
https://www.e-stat.go.jp/en/stat-search/files?page=1&toukei=00200521&tstat=000001136464
http://dx.doi.org/10.1016/j.sste.2014.05.001
http://dx.doi.org/10.1111/rssc.12155
http://dx.doi.org/10.5555/1756006.1953045
http://dx.doi.org/10.1016/j.atmosenv.2020.117470
http://dx.doi.org/10.1016/j.atmosenv.2020.117470
http://dx.doi.org/10.1016/0048-9697(96)05222-9
http://dx.doi.org/10.1016/j.envint.2023.107941
http://dx.doi.org/10.1073/pnas.1400380111
http://dx.doi.org/10.21542/gcsp.2017.22
http://dx.doi.org/10.1016/j.scitotenv.2020.139984

	Spatiotemporal analysis of the association between Kawasaki disease incidence and PM﻿2.5﻿ exposure: a nationwide database study in Japan
	Abstract
	Introduction﻿﻿
	Methods
	Data source
	Outcomes and variables
	Statistical analysis
	Patient and public involvement

	Results
	Discussion
	Limitations

	References


