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Abstract
Hand, foot, and mouth disease (HFMD) causes characteristic blisters and sores mainly in

infants and children, and has been monitored in South Korea through sentinel surveillance

since 2009. We described the patterns of HFMD occurrence and analyzed the effect of cli-

matic factors on national HFMD incidence. Weekly clinically diagnosed HFMD case rates

(per 1,000 outpatients) in sentinel sites and weekly climatic factors, such as average tem-

perature, relative humidity, duration of sunshine, precipitation, and wind speed from 2010 to

2013, were used in this study. A generalized additive model with smoothing splines and cli-

matic variables with time lags of up to 2 weeks were considered in the modeling process. To

account for long-term trends and seasonality, we controlled for each year and their corre-

sponding weeks. The autocorrelation issue was also adjusted by using autocorrelation vari-

ables. At an average temperature below 18°C, the HFMD rate increased by 10.3% for every

1°C rise in average temperature (95% confidence interval (CI): 8.4, 12.3%). We also saw a

6.6% increase in HFMD rate (95% CI: 3.6, 9.7%) with every 1% increase in relative humidity

under 65%, with a 1.5% decrease in HFMD rate observed (95% CI: 0.4, 2.7%) with each

1% humidity increase above 65%. Modeling results have shown that average temperature

and relative humidity are related to HFMD rate. Additional research on the environmental

risk factors of HFMD transmission is required to understand the underlying mechanism

between climatic factors and HFMD incidence.

Introduction
Hand, foot, and mouth disease (HFMD) is caused by members of the genus Enterovirus,
mainly by enterovirus 71 (EV 71) and different subtypes of Coxsackie virus, including CA16
[1]. HFMD is usually transmitted through direct contact with infected individuals and environ-
mental factors [2]. The symptoms of this viral disease include blisters and sores in the mouth,
on the palms of the hands, and on the soles of the feet, with a 3–7 day incubation period [3].
Although it is known to be a self-limiting condition from which a person can recover naturally,
rarely, patients demonstrate severe complications, such as encephalitis, meningitis, and flaccid
paralysis, which can lead to death, particularly in infants infected with EV 71 [4]. Although an
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EV71 vaccine has been developed [5] and was recently introduced in China [6], the vaccine’s
availability is limited to China, and only symptomatic treatment is available in other countries.
Thus, preventative measures have been emphasized to minimize the outbreak and transmission
of HFMD.

HFMD has been a concern in Asian regions since the late 1990s [7,8], and it has been a
major public health issue for neighboring countries including China and Japan [9–11].
Although EV71 was isolated in 2000 in South Korea [12], South Korea’s surveillance system
for this disease was actually initiated in 2009 after several fatal cases were reported. Many previ-
ous studies have revealed that HFMD occurrence is associated with climatic factors in temper-
ate countries [9] and that it has clear seasonality [9,13,14]. Cyclical patterns of 3 years have
been observed in some countries [15]. Meteorological factors including temperature, relative
humidity, and rainfall have been associated with HFMD in previous studies [16,17]. One study
in China also revealed that HFMD was positively correlated with wind speed with a 1-week
time lag [18]. Considering climactic factors in estimating HFMD incidence is critical in coun-
tries where HFMD is a major public health issue. In this study, we aim to analyze the pattern of
HFMD occurrence and the effect of climatic factors on HFMD in South Korea. This is the first
study using the HFMD sentinel surveillance data from the Korea Centers for Disease Control
and Prevention (KCDC) to examine the associations between climatic factors and the inci-
dence of HFMD in South Korea.

Materials and Methods

Study Area
South Korea is located in East Asia with a land size of 97,477 km2. According to Statistics
Korea, in 2013 the total population of the country was approximately 51 million with a popula-
tion density of 511 per km2. South Korea is part of the East Asian Monsoon region and has
four distinct seasons with a temperate climate.

HFMD Sentinel Surveillance Data
In 2008, 186 pediatric clinics voluntarily participated in the initial surveillance of HFMD. In
June 2009, HFMD was designated as a national infectious disease that requires reporting by
sentinel sites through a sentinel surveillance system. In the beginning of 2010, 193 sentinel sites
were designated based on the population of each administrative region, and the number of par-
ticipating clinics doubled to 393 in 2011 as the Infectious Disease Prevention and Control Act
intensified HFMD surveillance. Sentinel sites were selected based on population size (1 site per
100,000 people). The number of sentinel sites was subsequently reduced to 100 in October
2013 (week 40). We did not include 2008 and 2009 surveillance data in the analysis, since
reporting bias, such as underreporting was very likely during this introductory stage. Surveil-
lance data after week 39 of 2013 was also excluded to minimize the effect of altered reporting
facilities. Therefore, the study period consisted of 196 weeks (week 1 of 2010 to week 39 of
2013). Although the number of sentinel sites varied over the study period, these were selected
based on the population of each region. HFMD was primarily diagnosed using the clinical
characteristics of the disease such as mouth ulcers and vesicular lesions on particular regions
that included the hand, foot, and buttocks. Surveillance data were directly reported from senti-
nel sites to the KCDC Division of Infectious Disease Surveillance through the web reporting
system on a weekly basis. Hospitals participating in HFMD sentinel surveillance were only
required to report the number of clinically confirmed HFMD patients out of the total number
of outpatients once per week; therefore, the reports and data contain no personal information
regarding the patients.
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Climatic Data
Average temperature, relative humidity, duration of sunshine, precipitation, and wind speed
were analyzed from 16 climate centers from 2010 to 2013. These climate centers are located in
16 main cities and provinces of the nation, covering various geographical locations of South
Korea. Daily climatic data were converted into weekly data to match the format of the surveil-
lance data. Since the number of HFMD sentinel sites were based on the population of 16
regions, each climatic factor was also weighted using the number of HFMD sentinel sites. The
climatic data were provided by the Korea Meteorological Administration.

Statistical Analysis
Surveillance data consist of the number of clinically diagnosed HFMD cases and the number of
total outpatients in each week. The total outpatient value is the number of outpatients having
visited one of the primary pediatric sentinel sites to seek medical care for any reasons within
the reporting week. The rate of HFMD is defined as the number of clinically diagnosed HFMD
cases per 1,000 outpatients for the corresponding week. Pearson correlation analysis was ini-
tially attempted to identify an underlying correlation among climactic factors. Findings from
the Pearson correlation analysis were taken into account in the subsequent modeling process.
As there was no information about any underlying relationships, a generalized additive model
(GAM) was applied. GAM with Poisson distribution was used to find the associations between
the HFMD rates and climatic factors including average temperature, relative humidity, precipi-
tation, duration of sunshine, and wind speed, all on a weekly basis. To account for seasonal and
yearly variation, variables for individual weeks (1 to 196), weeks within the year (1 to 52 or 53),
and individual years (2010 to 2013) were included in the model. The incubation period of
HFMD (3–7 days), climatic data with a time lag of 1 or 2 weeks, and climatic data with a cumu-
lative time lag (0–2 weeks) were also considered in the model. A lag between the time of
HFMD onset and the actual reporting of the case through the sentinel surveillance system is
likely; therefore, a time lag up to 2 weeks was taken into account in the modeling. Since HFMD
rate was likely to have an autocorrelation issue by correlating with the preceding week, the vari-
able representing HFMD rate with a 1-week time lag was incorporated in all models. To cap-
ture non-linear relationships, a smoothing spline with four degrees-of-freedom was used.
When applicable, piecewise linear Poisson regression was used to determine the association
between climactic factors and HFMD rate in detail. All statistical analyses were conducted
using SAS 9.4.

Results

Descriptive Statistics
During 40,461,309 outpatient visits at sentinel sites, 214,642 patients were clinically diagnosed
with HFMD during the study period (0.53% of total outpatients). The weekly rate of HFMD
ranged from 0.1 to 29.3, with a mean value of 5.0 (Table 1). Fig 1 shows the weekly climatic fac-
tors and HFMD rate in South Korea. The HFMD rate showed distinct seasonality over the
study period; the disease was mainly reported from spring to early summer, peaking each year
in late June.

Simple correlation analysis revealed that the HFMD rate was positively correlated with aver-
age temperature, relative humidity, and precipitation, and negatively correlated with sunshine
(Table 2). Among the climatic factors, relative humidity was highly correlated with other cli-
matic variables, and it was not included in the same model with other factors, with the excep-
tion of wind speed, to avoid potential collinearity.
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Regression Modeling Results
Time lags of up to 2 weeks were used in the GAMmodeling, and the associations between each
time lag climate variable and HFMD rate were analyzed. Only average temperature and relative
humidity had any kind of pattern with HFMD rate in our analysis (Fig 2). Precipitation, sun-
shine, and wind speed had no significant effect on HFMD rate after controlling for long-term
trends, yearly variation, and the autoregressive effect for HFMD rate; these variables were
therefore dropped from the final model. The rate of HFMD was significantly associated with
average temperature; specifically, increases in average temperature below 18°C had a positive
impact on HFMD rate, while increases in average temperature above 18°C negatively influ-
enced HFMD rate. This pattern was observed when analyzing average temperature with the
other time lag variables (1 or 2 weeks and cumulative). Humidity, which is highly correlated
with average temperature, was positively associated with HFMD rate when it was below 65%.

Based on these modeling results, a piecewise linear Poisson regression model was adapted
with breakpoints at a temperature of 18°C and humidity at 65% using cumulative time lag cli-
matic data (0–2 weeks). At an average temperature below 18°C, the HFMD rate increased by
10.3% (95% confidence interval (CI): 8.4, 12.3) for every 1°C rise in average temperature
(Table 3). In addition to this, HFMD rate increased 6.6% (95% CI: 3.6, 9.7) per every 1%
increase in relative humidity under 65%. Any additional 1% increase in relative humidity
above 65% caused a 1.5% decrease in HFMD (95% CI: 0.4, 2.7).

Discussion
Although many studies have discovered associations between climatic factors and HFMD inci-
dence in East Asia [8,19], this study is the first to explain HFMD occurrence in South Korea
using nationwide HFMD sentinel surveillance data. When looking for associations, the long-
term effects of seasonality and the short-term effects of climatic factors were taken into
account. Unlike analyses from other countries that modeled average temperature and relative
humidity together [13], this study used separate models for each climatic factor, since average
temperature and relative humidity were highly correlated. South Korea is known to be very
humid in the summer and dry in the winter. These climatic characteristics were identified in
our data and were accounted for in the modeling process. In terms of piecewise regression anal-
ysis, average temperature and relative humidity were similarly associated with HFMD, proba-
bly due to the high correlation between these two climatic factors.

Modeling results have shown that average temperature and relative humidity are related to
the HFMD rate in Korea. Specifically, HFMD rate rises along with average temperature and
relative humidity up to certain points (18°C and 65%, respectively), and then subsequently
decreases with increasing temperature and humidity. These findings are not consistent with

Table 1. Descriptive statistics of the weekly HFMD rate and climatic factors, 2010–2013.

Variables Mean SD Median Min Max

HFMD rate* 5.0 6.2 2.4 0.1 29.3

Average temperature (°C) 13.2 10.4 14.5 −6.5 29.8

Relative humidity (%) 66.0 9.9 65.2 45.4 88.5

Precipitation (mm) 8.5 10.0 4.7 0.0 50.0

Sunshine (hours) 6.1 1.9 6.2 1.6 10.3

Wind speed (m/s) 2.3 0.4 2.2 1.4 3.6

* Weekly HFMD cases per 1,000 outpatients

doi:10.1371/journal.pone.0157500.t001
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Fig 1. Weekly HFMD rate, average temperature, relative humidity, precipitation, sunshine, and wind
speed in South Korea, 2010–2013.

doi:10.1371/journal.pone.0157500.g001
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other studies, which have shown either gradually increased HFMD incidence as the tempera-
ture rises [20] or a certain temperature range with an increased risk of HFMD transmission
[21]. These discrepancies might be explained through human behaviors; it is extremely difficult
to measure human behavior and quantify those patterns directly linked to HFMD transmis-
sion. Nevertheless, spring, with an average temperature of 11.7°C and average relative humidity
of 60.9%, is the season during which outdoor activities increase significantly, and these kinds of
behavioral changes and dynamics may facilitate HFMD transmission. It stands to reason that
as temperature and humidity increase beyond 18°C and 65%, respectively, people begin to feel
uncomfortable being outside and reduce their outdoor activities, accounting for the decrease in
HFMD transmission in those conditions.

Although the effect of weather conditions on physical activity has been revealed in many
studies [22], there have been no supporting studies about the effect of climatic factors on physi-
cal activity among Korean children. These explanations are based on assumptions, yet it
remains the most likely situation given the limited data available. Population behaviors are
likely to be different from other countries and could have affected the study results.

Potential confounders may have played major roles in the observed associations between
climatic factors and HFMD incidence in South Korea. Further precise research is recom-
mended to identify these possible confounders as well as the biological relationships between
climactic factors and HFMD incidence in South Korea. With this regard, childcare centers are
a potential confounder, since they are widespread and the cost is fully supported by the govern-
ment. In these facilities, close contact with other children is likely to occur, which may contrib-
ute to the transmission of HFMD. Indeed, childcare centers were one of the risk factors for
severe HFMD found in a neighboring country [23]. Further research is required to measure the
effect of childcare centers on the spread of HFMD.

Unlike other studies that showed the effect of wind speed on HFMD incidence [13,18,24],
wind speed was not associated with HFMD incidence in South Korea. Based on previous study
results, it seems that each country and region has unique associations with climatic parameters,
suggesting that countries with HFMDmust determine their own relationships with various cli-
matic factors.

The national sentinel surveillance system is operated based on designated nationwide senti-
nel sites. Although these sentinel sites were selected based on population size and are meant to
represent the burden of HFMD in the nation, the data is limited in that the entire country’s
occurrence of HFMD is not shown. Therefore, child population density may not be fully
adjusted for, and this was one of the potential determinants for HFMD in China [17]. The
number of sentinel sites also changed during the study period, and potential reporting bias is
still likely, even though we used the number of outpatients as the denominator for determining
HFMD rate. HFMD diagnosis is solely made upon clinical symptoms and no supporting

Table 2. Pearson correlation coefficient between HFMD rates and climatic factors, 2010–2013.

Climatic factors HFMD rate* Average temperature (°C) Relative humidity (%) Precipitation (mm) Sunshine (hours)

Average temperature (°C) 0.61 -

Relative humidity (%) 0.49 0.72 -

Precipitation (mm) 0.39 0.47 0.62 -

Sunshine (hours) −0.15 NS −0.63 −0.44 -

Wind speed (m/s) NS −0.22 −0.26 NS NS

NS: Not statistically significant

* Weekly HFMD cases per 1,000 outpatients

doi:10.1371/journal.pone.0157500.t002
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Fig 2. The effect of a 0–2-week time lag, average temperature, and relative humidity on HFMD rate
controlling for seasonal and yearly variations. The line represents a spline curve and the shaded area shows
the 95% confidence interval.

doi:10.1371/journal.pone.0157500.g002

Table 3. The effect of a 1-unit increase in average temperature and relative humidity on HFMD rate, with a cumulative time lag (0–2 weeks).

Climactic factors Relative Risk 95% CI P value

Average temperature <18°C 1.103 1.084 1.123 <0.0001

Average temperature �18°8 0.986 0.964 1.008 0.2146

Relative humidity <65% 1.066 1.036 1.097 <0.0001

Relative humidity �65% 0.984 0.973 0.996 0.0079

doi:10.1371/journal.pone.0157500.t003

Climatic Factors Associated with Hand, Foot, and Mouth Disease

PLOS ONE | DOI:10.1371/journal.pone.0157500 June 10, 2016 7 / 9



laboratory test is available at this point. Although Enterovirus laboratory surveillance has oper-
ated since 2006, participants are mainly secondary and tertiary hospitals rather than primary
clinics, and these hospitals are not population-based. This indicates that the existing laboratory
surveillance system is not comparable to the HFMD sentinel surveillance system. Additionally,
asymptomatic and mild HFMD cases can be missed, meaning that patients may not actively
seek medical care. Thus, sentinel surveillance data may not fully estimate the total burden of
HFMD in the nation. Still, the KCDC HFMD surveillance system is the only population-based
nationwide sentinel surveillance system providing HFMD incidence data with population
representativeness.

Predicting the effect of global warming on the occurrence of HFMD in Korea is not simple.
If climate change on a global scale continues as it has been, the seasonality of HFMD is likely to
be reduced, but overall occurrence is very likely to increase on a nationwide level. This would
be comparable to other Southeast Asian countries in tropical regions where HFMD is regarded
as an endemic disease that occurs throughout the year. This estimation is also supported by
other studies that predict increased HFMD burden with climate change [19].

The history of HFMD surveillance in Korea is relatively short, and the nationwide primary
clinic-based sentinel surveillance could be improved by appropriate supporting laboratory sur-
veillance. This would enable the characterization of dominant Enterovirus strains and further
genetic analysis of population-representative reported cases. In addition, spatial analysis in
China has shown valuable information about HFMD [16,25]; therefore, this is one of the
approaches that must be considered in future research. Although South Korea has a relatively
small land size, spatial analysis can be used to identify the regions and populations most vul-
nerable to HFMD outbreak in South Korea. As HFMD is unlikely to be maintained under the
current level in the near future, additional research into the environmental risk factors of
HFMD transmission and additional efforts to incorporate various climatic factors in HFMD
monitoring are required for more effective and efficient nationwide disease control.

Acknowledgments
We acknowledge the Korea Meteorological Administration for providing the supporting cli-
matic data and all sentinel sites both for their participation in the national infectious disease
surveillance and for their dedication to promoting public health. The results of this study do
not necessarily represent the official position of the Korea Centers for Disease Control and
Prevention.

Author Contributions
Conceived and designed the experiments: BCC BIK. Performed the experiments: BIK HK SP
EC. Analyzed the data: BIK BCC. Contributed reagents/materials/analysis tools: BIK HK SP
EC. Wrote the paper: BCC BIK.

References
1. Goksugur N, Goksugur S. Images in clinical medicine. Hand, foot, and mouth disease. N Engl J Med.

2010; 362: e49. doi: 10.1056/NEJMicm0910628 PMID: 20375401

2. Ang LW, Koh BK, Chan KP, Chua LT, James L, Goh KT. Epidemiology and control of hand, foot and
mouth disease in Singapore, 2001–2007. Ann Acad Med Singapore. 2009; 38: 106–112. PMID:
19271036

3. Jiang M, Wei D, OuWL, Li KX, Luo DZ, Li YQ, et al. Autopsy findings in children with hand, foot, and
mouth disease. N Engl J Med. 2012; 367: 91–92. doi: 10.1056/NEJMc1110981 PMID: 22762340

4. Frydenberg A, Starr M. Hand, foot and mouth disease. Aust Fam Physician. 2003; 32: 594–595. PMID:
12973865

Climatic Factors Associated with Hand, Foot, and Mouth Disease

PLOS ONE | DOI:10.1371/journal.pone.0157500 June 10, 2016 8 / 9

http://dx.doi.org/10.1056/NEJMicm0910628
http://www.ncbi.nlm.nih.gov/pubmed/20375401
http://www.ncbi.nlm.nih.gov/pubmed/19271036
http://dx.doi.org/10.1056/NEJMc1110981
http://www.ncbi.nlm.nih.gov/pubmed/22762340
http://www.ncbi.nlm.nih.gov/pubmed/12973865


5. Zhu F, XuW, Xia J, Liang Z, Liu Y, Zhang X, et al. Efficacy, safety, and immunogenicity of an enterovi-
rus 71 vaccine in China. N Engl J Med. 2014; 370: 818–828. doi: 10.1056/NEJMoa1304923 PMID:
24571754

6. Mao QY, Wang Y, Bian L, Xu M, Liang Z EV71 vaccine, a new tool to control outbreaks of hand, foot
and mouth disease (HFMD). Expert Rev Vaccines. 2016; 15: 599–606. doi: 10.1586/14760584.2016.
1138862 PMID: 26732723

7. HoM, Chen ER, Hsu KH, Twu SJ, Chen KT, Tsai SF, et al. An epidemic of enterovirus 71 infection in
Taiwan. Taiwan Enterovirus EpidemicWorking Group. N Engl J Med. 1999; 341: 929–935. PMID:
10498487

8. Hii YL, Rocklov J, Ng N. Short term effects of weather on hand, foot and mouth disease. PLoS One.
2011; 6: e16796. doi: 10.1371/journal.pone.0016796 PMID: 21347303

9. Onozuka D, Hashizume M. The influence of temperature and humidity on the incidence of hand, foot,
and mouth disease in Japan. Sci Total Environ. 2011; 410–411: 119–125. doi: 10.1016/j.scitotenv.
2011.09.055 PMID: 22014509

10. Sun LM, Zheng HY, Zheng HZ, Guo X, He JF, Guan DW, et al. An enterovirus 71 epidemic in Guang-
dong Province of China, 2008: epidemiological, clinical, and virogenic manifestations. Jpn J Infect Dis.
2011; 64: 13–18. PMID: 21266750

11. Ma E, Chan KC, Cheng P, Wong C, Chuang SK. The enterovirus 71 epidemic in 2008—public health
implications for Hong Kong. Int J Infect Dis, 2010; 14: e775–780. doi: 10.1016/j.ijid.2010.02.2265
PMID: 20599410

12. Jee YM, Cheon DS, Kim K, Cho JH, Chung YS, Lee J, et al. Genetic analysis of the VP1 region of
human enterovirus 71 strains isolated in Korea during 2000. Arch Virol. 2003; 148: 1735–1746. PMID:
14505086

13. Li T, Yang Z, Di B, WangM. Hand-foot-and-mouth disease and weather factors in Guangzhou, southern
China. Epidemiol Infect. 2014; 142: 1741–1750. doi: 10.1017/S0950268813002938 PMID: 24267476

14. Tu PV, Thao NT, Perera D, Huu TK, Tien NT, Thuong TC, et al. Epidemiologic and virologic investiga-
tion of hand, foot, and mouth disease, southern Vietnam, 2005. Emerg Infect Dis. 2007; 13: 1733–
1741. doi: 10.3201/eid1311.070632 PMID: 18217559

15. Podin Y, Gias EL, Ong F, Leong YW, Yee SF, Yusof MA, et al. Sentinel surveillance for human enterovi-
rus 71 in Sarawak, Malaysia: lessons from the first 7 years. BMC Public Health. 2006; 6: 180. PMID:
16827926

16. Wang JF, Guo YS, Christakos G, YangWZ, Liao YL, Li ZJ, et al. Hand, foot and mouth disease: spatio-
temporal transmission and climate. Int J Health Geogr. 2011; 10: 25. doi: 10.1186/1476-072X-10-25
PMID: 21466689

17. HuM, Li Z, Wang J, Jia L, Liao Y, Lai S, et al. Determinants of the incidence of hand, foot and mouth dis-
ease in China using geographically weighted regression models. PLoS One. 2012; 7: e38978. doi: 10.
1371/journal.pone.0038978 PMID: 22723913

18. Liao Y, Ouyang R, Wang J, Xu B. A study of spatiotemporal delay in hand, foot and mouth disease in
response to weather variations based on SVD: a case study in Shandong Province, China. BMC Public
Health. 2015; 15: 71. doi: 10.1186/s12889-015-1446-6 PMID: 25636654

19. Huang Y, Deng T, Yu S, Gu J, Huang C, Xiao G, et al. Effect of meteorological variables on the inci-
dence of hand, foot, and mouth disease in children: a time-series analysis in Guangzhou, China. BMC
Infect Dis. 2013; 13: 134. doi: 10.1186/1471-2334-13-134 PMID: 23497074

20. Huang J, Wang J, Bo Y, Xu C, Hu M, Huang D. Identification of health risks of hand, foot and mouth dis-
ease in China using the geographical detector technique. Int J Environ Res Public Health. 2014; 11:
3407–3423. doi: 10.3390/ijerph110303407 PMID: 24662999

21. Wang Y, Feng Z, Yang Y, Self S, Gao Y, Longini IM, et al. Hand, foot, and mouth disease in China: pat-
terns of spread and transmissibility. Epidemiology. 2011; 22: 781–792. doi: 10.1097/EDE.
0b013e318231d67a PMID: 21968769

22. Chan CB, Ryan DA. Assessing the effects of weather conditions on physical activity participation using
objective measures. Int J Environ Res Public Health. 2009; 6: 2639–2654. doi: 10.3390/ijerph6102639
PMID: 20054460

23. Suzuki Y, Taya K, Nakashima K, Ohyama T, Kobayashi JM, Ohkusa Y, et al. Risk factors for severe
hand foot and mouth disease. Pediatr Int. 2010; 52: 203–207. doi: 10.1111/j.1442-200X.2009.02937.x
PMID: 19663940

24. MaE, LamT,WongC, Chuang SK. Is hand, foot andmouth disease associated with meteorological param-
eters? Epidemiol Infect. 2010; 138: 1779–1788. doi: 10.1017/S0950268810002256 PMID: 20875200

25. Wang JF, Xu CD, Tong SL, Chen HY, YangWZ. Spatial dynamic patterns of hand-foot-mouth disease
in the People's Republic of China. Geospat Health. 2013; 7: 381–390 PMID: 23733299

Climatic Factors Associated with Hand, Foot, and Mouth Disease

PLOS ONE | DOI:10.1371/journal.pone.0157500 June 10, 2016 9 / 9

http://dx.doi.org/10.1056/NEJMoa1304923
http://www.ncbi.nlm.nih.gov/pubmed/24571754
http://dx.doi.org/10.1586/14760584.2016.1138862
http://dx.doi.org/10.1586/14760584.2016.1138862
http://www.ncbi.nlm.nih.gov/pubmed/26732723
http://www.ncbi.nlm.nih.gov/pubmed/10498487
http://dx.doi.org/10.1371/journal.pone.0016796
http://www.ncbi.nlm.nih.gov/pubmed/21347303
http://dx.doi.org/10.1016/j.scitotenv.2011.09.055
http://dx.doi.org/10.1016/j.scitotenv.2011.09.055
http://www.ncbi.nlm.nih.gov/pubmed/22014509
http://www.ncbi.nlm.nih.gov/pubmed/21266750
http://dx.doi.org/10.1016/j.ijid.2010.02.2265
http://www.ncbi.nlm.nih.gov/pubmed/20599410
http://www.ncbi.nlm.nih.gov/pubmed/14505086
http://dx.doi.org/10.1017/S0950268813002938
http://www.ncbi.nlm.nih.gov/pubmed/24267476
http://dx.doi.org/10.3201/eid1311.070632
http://www.ncbi.nlm.nih.gov/pubmed/18217559
http://www.ncbi.nlm.nih.gov/pubmed/16827926
http://dx.doi.org/10.1186/1476-072X-10-25
http://www.ncbi.nlm.nih.gov/pubmed/21466689
http://dx.doi.org/10.1371/journal.pone.0038978
http://dx.doi.org/10.1371/journal.pone.0038978
http://www.ncbi.nlm.nih.gov/pubmed/22723913
http://dx.doi.org/10.1186/s12889-015-1446-6
http://www.ncbi.nlm.nih.gov/pubmed/25636654
http://dx.doi.org/10.1186/1471-2334-13-134
http://www.ncbi.nlm.nih.gov/pubmed/23497074
http://dx.doi.org/10.3390/ijerph110303407
http://www.ncbi.nlm.nih.gov/pubmed/24662999
http://dx.doi.org/10.1097/EDE.0b013e318231d67a
http://dx.doi.org/10.1097/EDE.0b013e318231d67a
http://www.ncbi.nlm.nih.gov/pubmed/21968769
http://dx.doi.org/10.3390/ijerph6102639
http://www.ncbi.nlm.nih.gov/pubmed/20054460
http://dx.doi.org/10.1111/j.1442-200X.2009.02937.x
http://www.ncbi.nlm.nih.gov/pubmed/19663940
http://dx.doi.org/10.1017/S0950268810002256
http://www.ncbi.nlm.nih.gov/pubmed/20875200
http://www.ncbi.nlm.nih.gov/pubmed/23733299

