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Abstract
Background
Hot and cold temperatures have been associated with childhood asthma. However, the relationship between daily temperature variation and childhood asthma is not well understood. This study aimed to examine the relationship between diurnal temperature range (DTR) and childhood asthma.

Methods
A Poisson generalized linear model combined with a distributed lag non-linear model was used to examine the relationship between DTR and emergency department admissions for childhood asthma in Brisbane, from January 1st 2003 to December 31st 2009.

Results
There was a statistically significant relationship between DTR and childhood asthma. The DTR effect on childhood asthma increased above a DTR of 10°C. The effect of DTR on childhood asthma was the greatest for lag 0–9 days, with a 31% (95% confidence interval: 11% – 58%) increase of emergency department admissions per 5°C increment of DTR. Male children and children aged 5–9 years appeared to be more vulnerable to the DTR effect than others.

Conclusions
Large DTR may trigger childhood asthma. Future measures to control and prevent childhood asthma should include taking temperature variability into account. More protective measures should be taken after a day of DTR above10°C.
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DTRDiurnal temperature range


EDAEmergency department admission


ICD10International classification of disease, tenth revision


NO2
Nitrogen dioxide


PM10
Particulate matter ≤10 μm


SDStandard deviation.




Background
Childhood asthma is a major global health issue, affecting more than 300 million people worldwide [1] and is regarded as a national health priority in several countries [2, 3]. It was the most commonly reported long-term condition among 0–14 years Australian children in 2007–2008 [4]. Although the underlying causes of childhood asthma are not well understood, previous studies have documented that a variety of factors, including viral infections [5], air pollution [6] and aero-allergen exposure [7], contribute to the onset of asthma attacks.
Ambient temperature is also associated with childhood asthma [5, 8]. However, there has been limited research on the relationship between daily temperature variation and childhood asthma. Diurnal temperature range (DTR), the temperature variation within one day, has been associated with cardiovascular and respiratory diseases [9–12]. For example, Song et al. postulated that large DTR may be a source of additional environmental stress in chronic obstructive pulmonary disease, and it has been found that stress on the respiratory system increases during periods of extreme temperature change [10]. Thus, it is probable that large DTR could also pose a threat to childhood asthma. Nonetheless, to date, few data are available on this topic.
This study aimed to examine three key research questions: 1) What is the relationship between DTR and childhood asthma? 2) Which children subgroups are most vulnerable to DTR effect? 3) Is there a delayed effect of DTR on childhood asthma?

Methods
Data collection
Emergency department admission (EDA) data during January 1st 2003 – December 31st 2009 were obtained from Queensland Health and were classified according to the International Classification of Disease, 10th version (ICD–code 10). Ethical approval was obtained prior to the data being collected. EDAs with the principle cause coded as asthma (ICD–10 codes: J45) among children aged 0–14 years were included in the data analysis. Daily data on maximum and minimum temperatures and relative humidity in Brisbane for the same period were retrieved from the Australian Bureau of Meteorology. DTR was calculated as the daily maximum temperature minus the daily minimum temperature. Data on daily average particular matter ≤ 10 μm (PM10) (μg/m3), daily average nitrogen dioxide (NO2) (μg/m3) and daily average ozone (O3) (ppb) were obtained from the Queensland Department of Environment and Heritage Protection.

Statistical analyses
A Poisson generalized linear regression model combined with a distributed lag non-linear model (DLNM) was used to quantify the effect of DTR on childhood asthma. NO2, PM10, O3, mean temperature and relative humidity were controlled in the model by using a natural cubic spline with three degrees of freedom (df). Seasonal patterns and long-term trends were controlled by using a natural cubic spline with seven df per year of data. Day of week was controlled as a categorical variable, and influenza epidemics were also controlled. In all cases, the Akaike Information Criterion (AIC) and an analysis of residuals were used to evaluate the choice of df.
Previous studies have revealed that there may be a lagged effect of DTR on human health [10, 13]. Further, the relationship between DTR and respiratory diseases has been shown to be non-linear [11]. Therefore, we used a distributed lag non-linear model to incorporate both the lagged and non-linear DTR effects [14]. Specifically, DTR and lag were incorporated using a “natural cubic spline–natural cubic spline” approach. The model included lags up to 11 days, which corresponded to a relatively low AIC value, and also allowed to capture any harvesting effects due to large DTR days. We also found the effect of DTR on childhood asthma was negligible for lags above 11 days, so we calculated the relative risk of DTR with lags up to 11 days. Effects of DTR on childhood asthma admissions were estimated and presented as overall relative risks incorporating all lags, stated for a 5°C increase in DTR above 10°C. This value was selected by examining the DTR–asthma relationship graphically.
All data analysis was conducted using the R statistical environment (version 2.15) with the “dlnm” package used to fit the regression model [15]. A sensitivity analysis was performed by varying the df for time, temperature and humidity.


Results
There were 13324 EDAs for asthma among children aged 0–14 years in Brisbane during 2003–2009. Table 1 shows the summary statistics of weather variables, air pollutants and age- and gender-specific asthma admissions. The average values of daily EDAs for asthma among children aged 0–4, 5–9, and 10–14 years were 3.4 (standard deviation (SD):2.4), 1.3 (SD:1.4) and 0.5 (SD:0.8), respectively. The average daily EDAs in male and female children were 3.2 (SD:2.4) and 2.0 (SD:1.7). The average values of daily mean, maximum, minimum temperatures and DTR were 20.6°C, 25.6°C, 15.5°C, and 10.0°C, respectively. Every year, there were 173 days with DTR over 10.0°C, and there were 32 days with DTR over 15.0°C, from 2003 to 2009. The average relative humidity was 57.3%, and the mean values of O3, PM10 and NO2 were 12.6 ppb, 16.0 μg/m3 and 7.0 μg/m3, respectively.Table 1
                        Summary statistics for climate variables, air pollutants, and pediatric asthma in Brisbane, Australia, during January1st 2003 to December 31st 2009
                      


	Variables
	Median
	Range
	Percentile

	 	 	 	25
	75

	Mean temperature (°C)
	20.9
	9.0–34.2
	17.3
	23.8

	Maximum temperature (°C)
	25.8
	13.8–40.2
	23.0
	28.1

	Minimum temperature (°C)
	16.1
	−0.1–28.1
	11.7
	19.8

	Diurnal temperature range (°C)
	9.8
	0.6–21.6
	7.5
	12.2

	Relative humidity (%)
	58.0
	5.0–98.0
	49.0
	67.0

	O3 (ppb)
	12.3
	1.7–31.6
	9.9
	14.9

	PM10 (μg/m3)
	14.5
	4.4–355.2
	11.7
	17.9

	NO2 (μg/m3)
	6.0
	0–25.3
	3.8
	9.7

	EDAs for childhood asthma
	5
	0–23
	3
	7

	0–4 asthma
	3
	0–15
	2
	5

	5–9 asthma
	1
	0–9
	0
	2

	10–14 asthma
	0
	0–6
	0
	1

	Male asthma
	3
	0–15
	1
	5

	Female asthma
	2
	0–11
	1
	3





Table 2 depicts the spearman correlations between weather variables and air pollutants. DTR was negatively correlated with mean temperature (r= −0.55) and humidity (r= −0.65). Further, there were statistically positive correlations between DTR and O3 (r= 0.15), PM10 (r= 0.06), and NO2 (r= 0.51).Table 2
                        Spearman’s correlation coefficients between daily weather conditions and air pollutants in Brisbane, Australia, from January 1st 2003– December 31st 2009
                      


	 	Mean temperature
	DTR
	Relative humidity
	PM10

	O3


	DTR
	−0.55**
	 	 	 	 
	Relative humidity
	0.39**
	−0.65**
	 	 	 
	PM10

	0.08**
	0.06**
	−0.10**
	 	 
	O3

	0.04*
	0.15**
	−0.09**
	0.16**
	 
	NO2

	−0.67**
	0.51**
	−0.33**
	0.01
	−0.22**


*P<0.05; ** P<0.01.




Figure 1 shows the overall effects of DTR on childhood asthma up to 11 days. This figure does not suggest a threshold level of DTR associated with childhood asthma, but it does suggest that the DTR effect increased significantly above a DTR of 10°C (the average value across the study period).[image: A12940_2012_Article_623_Fig1_HTML.jpg]
Figure 1
The overall effects of diurnal temperature range on childhood asthma. No reference was chosen, and the figure is for lag 0–11. NO2, PM10, O3, mean temperature and relative humidity were controlled.





Table 3 depicts the cumulative effects of DTR on childhood asthma. It indicates that DTR was more likely to affect asthma among male children and children aged 5–9 years. A 5°C increase (for lag 0–9) of DTR was found to be associated with a 31% increase in total, 81% increase in 5–9 year olds and 42% increase in male asthma admissions.Table 3
                        The cumulative effects of diurnal temperature range on pediatric asthma, with diurnal temperature range of 15°C versus 10°C
                      


	 	Relative risk (95% CI)

	 	Lag 0
	Lag 0–1
	Lag 0–2
	Lag 0–3
	Lag 0–8
	Lag 0–9
	Lag 0–10
	Lag 0–11

	
                            Total children
                          
	1.01 (0.97,1.06)
	1.03 (0.97,1.13)
	1.06 (0.98,1.19)
	1.13 (1.02,1.25)*
	1.31 (1.11,1.57)*
	1.31 (1.11,1.58)*
	1.31 (1.10,1.58)*
	1.29 (1.06,1.57)*

	
                            0-4 children
                          
	0.99 (0.94,1.05)
	0.98 (0.90,1.06)
	1.00 (0.88,1.13)
	1.02 (0.90,1.16)
	1.17 (0.94,1.46)
	1.18 (0.92,1.48)
	1.15 (0.91,1.45)
	1.12 (0.88,1.43)

	
                            5-9 children
                          
	1.09 (1.01,1.20)*
	1.20 (1.05,1.37)*
	1.29 (1.09,1.53)*
	1.38 (1.13,1.69)*
	1.75 (1.25,2.45)*
	1.81 (1.26,2.58)*
	1.86 (1.25,2.69)*
	1.91 (1.26,2.83)*

	
                            10-14 children
                          
	1.01 (0.89,1.18)
	1.07 (0.86,1.33)
	1.15 (0.87,1.51)
	1.24 (0.90,1.70)
	1.54 (0.91,2.62)
	1.49 (0.85,2.60)
	1.38 (0.76,2.49)
	1.23 (0.66,2.30)

	
                            Male children
                          
	1.02 (0.97,1.08)
	1.06 (0.97,1.16)
	1.12 (0.99,1.24)
	1.18 (1.04,1.34)*
	1.43 (1.15,1.77)*
	1.42 (1.12,1.75)*
	1.41 (1.08,1.74)*
	1.35 (1.05,1.74)*

	
                            Female children
                          
	0.99 (0.92,1.03)
	1.02 (0.91,1.13)
	1.03 (0.90,1.19)
	1.05 (0.90,1.24)
	1.15 (0.88,1.52)
	1.17 (0.88,1.56)
	1.18 (0.87,1.59)
	1.18 (0.86,1.63)


*P-value<0.05.




To conduct the sensitivity analysis, we changed the df (8–15 per year) for time to control for season. We also varied the df (4–7) for temperature and humidity. The results changed little (results not shown).

Discussion
This study yielded several interesting findings. There was a statistically significant relationship between DTR and childhood asthma. The DTR effect increased significantly above a DTR of 10°C. The DTR effect was greatest for lag 0–9 days, and for children aged 5–9 years, with effects increasing for further lags. Male children and children aged 5–9 years appeared to be more vulnerable to the DTR effect than other children.
The results of this study support that there is a significant relationship between DTR and childhood asthma. In line with previous studies, Mireku et al. found that between-day changes of temperature were associated with emergency department visits for childhood asthma [16]. Even though the exact mechanism by which exposure to large DTR values increases asthma risk in children still remains to be explored, there are several plausible explanations for their relationship. Bull discussed that weather change might affect humoral or cellular immunity [17]. Children’s immune systems are relatively under-developed [18], and have less self-care ability [19], meaning that they may not dress appropriately and thus may have more thermal stress. When facing a large temperature change within one day, their thermoregulation cannot offset the pressure caused by the temperature change, and thus disease may occur. Togias et al. reported that sudden changes in the temperature of inhaled air was associated with the release of inflammatory mediators by mast cells [20]. Graudenz et al. argued that sudden temperature changes caused more inflammatory nasal responses [21], which may also explain some of the mechanisms associated with the DTR effect on asthma.
This study shows that there was no threshold level of DTR associated with childhood asthma, which corresponds to the results in other DTR studies [9, 13]. Every year between 2003 and 2009, children in Brisbane were exposed to the risk of relatively large DTR (>10°C) for over 170 days, and to the risk of large DTR (>15°C) for over 30 days. The risk of childhood asthma increased significantly above the DTR of 10°C, suggesting that children, especially those with asthma, should be made aware of the possible threat posed by large DTR. This study indicates that large DTR values may trigger potential symptoms of asthma among children.
This study found that male children and children aged 5–9 years were more likely to suffer from asthma during days with large DTR. According to a report published by Australian Institute of Health and Welfare, males aged 5–9 represented the highest asthma prevalence group among all ages in Australia, accounting for approximately 15% of the total asthma patients [4]. It has been observed that boys are more prone to asthma than girls up to teenage years, which can be explained by differential growth rates of lung/airway size, along with immunological differences [22–24]. The reasons why children aged 5–9 are more vulnerable to asthma are unclear. This finding may encourage future studies concentrating on the physiological explanations of this vulnerability. A better understanding of vulnerable subgroups can give important clues to the children caregivers for better early protection.
This study is, to our knowledge, the first study which has found the statistically significant relation between childhood asthma and daily temperature variation in a subtropical city. Our results suggest that DTR may trigger childhood asthma, and future research needs to elucidate the causal pathway of this process. Additionally, we used advanced methods to assess this association, which was able to incorporate not only non-linear effects of temperature and DTR but also lagged effects in the one model.
Several limitations of this study should be acknowledged. This is an ecological study, and therefore some bias due to exposure misclassification may be inevitable. Only one city was examined, which might limit the generalizability of our results. However, the findings of this research may encourage a large scale, multi-centre study in the future.

Conclusions
This study demonstrates a significant relationship between DTR and childhood asthma. Large DTR may increase the incidence of childhood asthma among children. As climate change continues, DTR is likely to increase in some regions of Australia, and it will be necessary to develop effective strategies to protect children from being harmed by climate impacts.

Acknowledgements
We would like to thank Xiaofang Ye and Yan Bi for their valuable comments in the early draft. We are also very grateful to the two reviewers whose valuable comments have helped us to improve the paper. ZX is funded by a China Scholarship Council Postgraduate Scholarship, a Queensland University of Technology fee waiving scholarship, and a CSIRO Climate Adaptation Flagship Collaboration Fund; ST is supported by a National Health and Medical Research Council Research Fellowship (#553043).

References
1.
Baena-Cagnani C, Badellino H: Diagnosis of allergy and asthma in childhood. Curr Allergy Asthma Rep. 2011, 11: 71-77. 10.1007/s11882-010-0156-5.CrossRef

2.
Asher M, Keil U, Anderson H, Beasley R, Crane J, Martinez F, Mitchell E, Pearce N, Sibbald B, Stewart A: International study of asthma and allergies in childhood (ISAAC): rationale and methods. Eur Respir J. 1995, 8: 483-491. 10.1183/09031936.95.08030483.CrossRef

3.
Asher MI, Montefort S, Björkstén B, Lai CKW, Strachan DP, Weiland SK, Williams H: Worldwide time trends in the prevalence of symptoms of asthma, allergic rhinoconjunctivitis, and eczema in childhood: ISAAC Phases One and Three repeat multicountry cross-sectional surveys. Lancet. 2006, 368: 733-743. 10.1016/S0140-6736(06)69283-0.CrossRef

4.
The Australian Institute of Health and Welfare: Australian Health 2010. 2010, Canberra: The Australian Institute of Health and Welfare

5.
Rawlinson WD, Waliuzzaman Z, Carter IW, Belessis YC, Gilbert KM, Morton JR: Asthma exacerbations in children associated with rhinovirus but not human metapneumovirus infection. J Infect Dis. 2003, 187: 1314-1318. 10.1086/368411.CrossRef

6.
Erbas B, Kelly A-M, Physick B, Code C, Edwards M: Air pollution and childhood asthma emergency hospital admissions: estimating intra-city regional variations. Int J Environ Health Res. 2005, 15: 11-20. 10.1080/09603120400018717.CrossRef

7.
Murray CS, Poletti G, Kebadze T, Morris J, Woodcock A, Johnston SL, Custovic A: Study of modifiable risk factors for asthma exacerbations: virus infection and allergen exposure increase the risk of asthma hospital admissions in children. Thorax. 2006, 61: 376-382. 10.1136/thx.2005.042523.CrossRef

8.
Hashimoto M, Fukuda T, Shimizu T, Watanabe S, Watanuki S, Eto Y, Urashima M: Influence of climate factors on emergency visits for childhood asthma attack. Pediatr Int. 2004, 46: 48-52. 10.1111/j.1442-200X.2004.01835.x.CrossRef

9.
Chen G, Zhang Y, Song G, Jiang L, Zhao N, Chen B, Kan H: Is diurnal temperature range a risk factor for acute stroke death?. Int J Cardiol. 2007, 116: 408-409. 10.1016/j.ijcard.2006.03.067.CrossRef

10.
Song G, Chen G, Jiang L, Zhang Y, Zhao N, Chen B, Kan H: Diurnal temperature range as a novel risk factor for COPD death. Respirology. 2008, 13: 1066-1069.

11.
Lim YH, Hong YC, Kim H: Effects of diurnal temperature range on cardiovascular and respiratory hospital admissions in Korea. Sci Total Environ. 2012, 417–418: 55-60.CrossRef

12.
Lim YH, Park A, Kim H: Modifiers of diurnal temperature range and mortality association in six Korean cities. Int J Biometeorol. 2012, 56: 33-42. 10.1007/s00484-010-0395-0.CrossRef

13.
Chu C, Zhou W, Gui Y, Kan H: Diurnal temperature range as a novel risk factor for sudden infant death. Biomed Environ Sci. 2011, 24: 518-522.

14.
Gasparrini A, Armstrong B, Kenward MG: Distributed lag non-linear models. Stat Med. 2010, 29: 2224-2234. 10.1002/sim.3940.CrossRef

15.
Gasparrini A, Armstrong B: Distributed lag non-linear models in R: the package dlnm.http://​cran.​r-project.​org/​web/​packages/​dlnm/​vignettes/​dlnmOverview.​pdf,

16.
Mireku N, Wang Y, Ager J, Reddy RC, Baptist AP: Changes in weather and the effects on pediatric asthma exacerbations. Ann Allergy Asthma Immunol. 2009, 103: 220-224. 10.1016/S1081-1206(10)60185-8.CrossRef

17.
Bull GM: The weather and deaths from pneumonia. Lancet. 1980, 315: 1405-1408. 10.1016/S0140-6736(80)92666-5.CrossRef

18.
Gerba C, Rose J, Haas C: Sensitive populations: who is at the greatest risk?. Int J Food Microbiol. 1996, 30: 113-123. 10.1016/0168-1605(96)00996-8.CrossRef

19.
Xu Z, Etzel RA, Su H, Huang C, Guo Y, Tong S: Impact of ambient temperature on children’s health: a systematic review. Environ Res. 2012, 117: 120-131.CrossRef

20.
Togias A, Naclerio R, Proud D, Fish J, Jr NA, Kagey-Sobotka A, Norman P, Lichtenstein LM: Nasal challenge with cold, dry air results in release of inflammatory mediators. Possible mast cell involvement. J Clin Invest. 1985, 76: 1375-1381. 10.1172/JCI112113.CrossRef

21.
Graudenz GS, Landgraf RG, Jancar S, Tribess A, Fonseca SG, Faé KC, Kalil J: The role of allergic rhinitis in nasal responses to sudden temperature changes. J Allergy Clin Immunol. 2006, 118: 1126-1132. 10.1016/j.jaci.2006.07.005.CrossRef

22.
Almqvist C, Worm M, Leynaert B, working group of GALENWPG: Impact of gender on asthma in childhood and adolescence: a GA2LEN review. Allergy. 2008, 63: 47-57.

23.
Becklake MR, Kauffmann F: Gender differences in airway behaviour over the human life span. Thorax. 1999, 54: 1119-1138. 10.1136/thx.54.12.1119.CrossRef

24.
Von Mutius E: Progression of allergy and asthma through childhood to adolescence. Thorax. 1996, 51: S3-S6.CrossRef



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
ZX and ST contributed to the design. ZX led in writing the paper. CH, HS, LRT and ZQ contributed to manuscript revision. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





OEBPS/A12940_2012_Article_623_Fig1_HTML.jpg
_ _ _ _ _
0t ¢ 0¢ SI 01 S0

BUWYISE HY

20

15

10

DTR





