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Abstract
Background-Acute respiratory infections (ARIs) contribute 
to major disease associated mortality and morbidity among 
children under 5 years of age. Methodology- This observa-
tional cross-sectional study was conducted among the under 
5 children in slum population of Ghaziabad city through a 
house-to-house survey, using a pre-tested, semi-structured 
questionnaire with a sample size of 667 study participants. 
Result – In this study 389(58.32%,) individuals were males 
and 278 (41.68%) females. Most of the study subject 187 
(28.04%) belonged to the 0 to <1 year age group. Among 
the study participants. maximum ARI cases (47.06%) in chil-
dren were found in the age group 0 to < 1-year children. 
Majority 25.13% ARI cases were found among the children 
with 3-to-4-member family. Among all the children, 26.01% 
ARI cases were found among the children given exclusive 
breastfeeding, Conclusion: This study identifies the over-
all prevalence of Acute Respiratory Tract Infection among 
the under live children and determines the factor influence 
prevalence of ARI.
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INTRODUCTION
A child constitutes the most priority and vulnerable 

group in terms of survival, growth, and development 
(1). Acute respiratory infections (ARIs) contribute 
to major disease associated mortality and morbidity 
among children under 5 years of age (2).

WHO in 1997 stated respiratory infection as “In-
fection in any area of the respiratory tract including 
the nose, middle ear, throat (pharynx), larynx, bron-
chi, bronchioles and lung”. Acute respiratory tract 
infection is often classified by clinical syndrome de-
pending on the site of infection and is referred to as 
acute upper respiratory tract infection (AURI) and 
acute lower respiratory tract infection (ALRI). The 
upper respiratory tract infection includes common 
cold, pharyngitis and otitis media. The lower respira-
tory tract infection includes epiglottitis, laryngitis, la-
ryngotracheitis, bronchitis and pneumonia (3).

Most common organisms known to cause ARI 
among children include bacteria such as Staphylococ-
cus aureus, Streptococcus pyogenes, Pneumococci, 
Haemophilus influenzae & Klebsiella pneumonia. Vi-
ruses such as Adeno, Rhino, Corona & Influenza are 
also the common etiological agents. Acute respiratory 
tract infection is a major cause of morbidity and mor-
tality in developing and developed countries. In young 
children, ARI is responsible for an estimated 3.9 mil-
lion deaths worldwide, with 90% deaths due to bac-
terial pneumonia. In the developing countries, seven 
out of 10 deaths happen due to ARI in under 5-year 
age group (4).

ARI in young children is responsible for an esti-
mated 3.9 million deaths every year worldwide. It is 
reported that Bangladesh, India, Indonesia, and Nepal 
together account for 40% of the global ARI mortality. 
ARI deaths about 90% are due to pneumonia which is 
usually bacterial in origin (5). The incidence of pneu-
monia in developed countries may be as low as 3-4%, 
whereas in developing countries range between 20-
30%. The difference is due to high prevalence of mal-
nutrition, low birth weight and indoor air pollution in 
developing countries (6).

Globally, 30-60% of paediatric outpatient atten-
dance and 20-30% of hospital admissions are due to 
ARI (7). Every year ARI in young children is responsi-
ble for an estimated 3.9 million deaths worldwide (8). 
The World Health Organization (WHO) estimates 
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that 2 million children under five die of pneumonia 
each year (9).

In developing countries, close to 50% of all deaths 
in the community are among under-five age group 
children (WHO comprise 13% of the general popula-
tion). Among under-fives, ARI cause specific mortali-
ty in 20-25%. On this basis, one million deaths among 
under-five in our Country are due to ARI. Cause spe-
cific mortality due to ARI is 10 to 50 times higher in 
developing countries than developed countries (10).

According to NFHS-4, prevalence of symptoms of 
ARI in last two weeks preceding the survey was 2.7% 
in Uttar Pradesh. ARI is an important cause of mor-
bidity in the children. ARI contributes to 15-30% of 
all under-five deaths in India and most of these deaths 
are preventable (8). In our country, 15.9% of deaths 
between 1-5 years of age are due to ARI. In India, 
pneumonias are estimated to be responsible for 75% 
of ARI deaths (7).

In India, ARI is one of the major causes of hospi-
talization and mortality in fewer than five. Hospital re-
cords from states with high infant mortality rates show 
that up to 13% of inpatient deaths in paediatrics wards 
are due to ARI. The proportion of deaths due to ARI 
in the community is much higher as many children 
die at home (11).

According to RCOS, almost one in every six (16 
percent) children aged 0-5 had cough during the 15 
days prior to the survey. However, all those who had 
cough did not show the symptoms of ARIs. Only about 
50 percent of the children (8.6 percent of all children) 
having cough had breathing faster than usual with 
short, rapid breaths or had difficulty in breathing, and 
the difficulty in breathing was due to a problem in the 
chest or to a blocked or runny nose (i.e., symptoms 
of ARI). For more than three quarters (77 percent) of 
the children with ARI, medical advice/treatment was 
sought. The prevalence of ARI symptoms was a little 
higher in rural areas (9.1 percent) than in urban areas 
(7.6 percent); though in both areas medical help was 
sought for 76-80 percent of affected children. With 
increases in mother’s education and wealth quintile, 
there was a decrease in the prevalence of symptoms of 
ARI and an increase in the proportion of children who 
received medical help, though the differences were not 
very significant (12).

Keeping these facts in mind and realizing the 
need for a community-based data, the present study 
on prevalence of acute respiratory tract infection and 

its risk factors among under five children of slums of 
Ghaziabad city, Uttar Pradesh was undertaken.

AIMS AND OBJECTIVE 
To know the prevalence of acute respiratory tract 

infection in under five years age group children in 
slums of Ghaziabad city.

To assess the risk factors influencing Acute Respi-
ratory Tract Infection in the children under five years 
of age residing in slums of Ghaziabad.

MATERIALS AND METHODS
Study Type: Community-based, cross-sectional 

study
Study Population: All the population having chil-

dren under five years of age residing in slum at Kar-
haida, which comes under field practice area of de-
partment of community medicine Santosh medical 
college and hospital Ghaziabad.

Study Duration: The study was carried out from 
May 2017 to April 2018.

Sample Size calculation: According to previous 
studies conducted on ARI the prevalence of ARI was 
found as 52% by Goel K et al (7) in 2011-12 at Meerut, 
23% by Arun A et al (13) in 2013 at Lucknow, 26.22% 
by Islam F. et al (1) in 2004 at Guwahati, 59.1% by Ku-
mar S.G. et al (14) in 2013-14 at Puducherry and 27% 
by Sharma D (15) in 2009-10 at Kancheepuram.

Therefore the “Mean Prevalence” = 37.5%
Sample size was calculated by the following formu-

la: – n= 4pq/L2

Where n=sample size, p=prevalence, q=100-p, 
L-Allowable error (10%) i.e., 10% of prevalence.

Here in this study: P=37.5%, q=100-37.5=62.5, 
L=37.5*10 /100=3.75

Now n=4pq/L2 = 4*37.5*62.5 / (3.75)2 = 9375/14.06 
= 666.78 = 667

Inclusion Criteria: All children of under five years 
(up to 4 years and 364 days) of age, residing in the se-
lected slums of Ghaziabad city.

Exclusion Criteria: Children whose families had 
not been residing in the slums for the past 3 months 
and children of families who were visiting their rela-
tives were excluded from the study.

  Severely ill children and those who were not co-op-
erating.

Strategy for collection: For the selection of study 
area, a list of all slums in Ghaziabad city was obtained 
from Nagar Nigam Ghaziabad which consists of 40 



1266 | Cardiometry | Issue 25. December 2022

slums, from which study area was selected using sim-
ple random sampling technique. The study area select-
ed was” KARHAIDA” having the population of 7250. 
This slum area was visited during the study period 
and the households in the slum were visited as per re-
search methodology till the required sample size was 
achieved. Data was collected from the respondents 
(especially mothers) who had under five children. In 
the first house enquiry was done about the presence of 
any under five children and if any were present then 
the required information was collected from the re-
spondent regarding that child. If there were more than 
one under five children present in the family, then all 
the under five children were covered for the study.

All the information was gathered in pre-tested and 
semi-structured Proforma. Study variables include 
demographic variables such as age, sex, religion, ed-
ucational status, family size etc., socioeconomic status 
such as education, occupation, per capita income, etc. 
Variables in relation to environment such as ventila-
tion, housing condition, overcrowding, kitchen, fuel 
used in kitchen etc. Immunisation status and Feeding 
Practices of the child. Medical history which includes 
illness in the past 2 weeks of the children. Data col-
lection tools used are Weighing scale, Wristwatch, 
Mercury Thermometer etc., General clinical examina-
tion for assessing illness. Correct age of the child was 
collected based on birth certificate, parent’s informa-
tion, age of other siblings, etc. Immunization card of 
the child. Weighing scale for measuring weight of the 
children

Ethical Approval: The study protocol was ap-
proved by Institutional Ethical Committee of Santosh 
medical college and hospital Ghaziabad 

Consent: Informed consent was taken from all the 
participants parents and confidentiality was main-
tained

Data Analysis – Data was coded and entered in 
Statistical Package for the Social Sciences (SPSS). 
Qualitative data was expressed in proportions and chi-
square test was applied. Mean and standard deviation 
was used for quantitative data. Suitable tests of signifi-
cance were applied wherever necessary.

Data was collected and entered in MS Office excel 
2013 and analysed in Statistical Package for the Social 
Sciences (IBM SPSS) Version 16 (Trial). Descriptive 
statistics were applied for different study variables. Chi 
square test was used to analyse the categorical variable. 

Criteria of significance used in the study was taken as 
a p value = <0.05.

RESULT 
A total of 428 household were visited to meet the 

required sample size of 667. The result of the present 
study are as follows:

In table no.1 majority of children (28.04%) be-
longed to 0 to <1 year age group. Most of the children 
were male 58.32%, while female constituted 41.68%. 
Majority 71.67% of the children were Hindus, 23.69% 
were Muslims and 3.59% were in others followed by 
1.05% in Christian community. Out of 428 families 
studied in urban slums of Ghaziabad city, 61.92% 
families were nuclear families. bearing 43.03% of total 
under five children while 23.36% were joint families 
bearing 32.98% of total under five children and 14.72% 
were three generation families bearing 23.99% of total 
under five children. Most of the children belonged to 
Socio-economic class IV families (71.21%). followed 
by class III (24.59%) and class II (4.2%). Majority 
(50.67%) of the children’s mothers were illiterate. Ma-
jority 63.42% children’s parent used to smoke, where-
as 36.58% children’s parent did not have the smoking 
habit. Most of children (62.82%) lived in houses with 
unsatisfactory ventilation. while 37.18% children 
lived in houses with satisfactory ventilation. Majority 
66.27% of the children lived in houses with attached 
kitchen, while 33.73% lived in houses where the kitch-
en was separate. Majority of the children (65.98%) 
lived in overcrowded houses. Majority 63.26% of the 
children were not given exclusive breast feting while 
(36.74%) were exclusively breast feed. Most of the chil-
dren (68.33%) are fully immunized.

In table 2 maximum ARI cases (47.06%) in chil-
dren were found in the age group 0 to < 1-year chil-
dren, whereas 41.96%, 33.33%, 21.85% and 12.10% 
ARI cases were found among 1 to < 2 year, 2 to 3 years, 
3 to <4 years and 4 to 5 years age group children re-
spectively. (This difference was statistically significant, 
p < 0.001). Maximum ARI cases (35.25%) were found 
among female children and 28 53% ARI cases were 
found among male children. However, the difference 
was not statistically significant (p > 0.05). Maximum 
42.86% ARI cases were found among the children be-
longing to nuclear families, whereas 25.45% ARI cases 
were found among the children belonging to the joint 
families and 18.75% ARI cases were found in three 
generation families. (This difference was statistically 
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Table 1
Distribution of children according to Sociodemographic fea-
tures

SOCIODEMO-
GRAPHIC FEA-

TURES

Variables Number of 
Children 

Percent-
age (%)

AGE 0 – <1 187 28.04%
1 – <2 112 16.79%
2-<3 84 12.59%
3- <4 119 17.84%
4-<5 165 24.74%

SEX Male 389 58.32%
Female 278 41.68%

RELIGION Hindu 478 71.67%
Muslim 158 23.69%
Christian 7 1.05%
Others 24 3.59%

FAMILY TYPES Nuclear 287 43.03%
Joint 220 32.98%
Three generation 160 23.99%

NUMBER OF 
FAMILY MEM-
BERS 

3 – 4 187 28.04%
5 – 6 209 31.33%
7 or more 271 40.63%

SOCIOECO-
NOMIC STATUS 

Upper Class(I) 0 0.00%
Upper Middle 
Class(II)

28 4.20%

Lower Middle 
Class(III)

164 24.59%

Upper Lower 
Class(IV)

475 71.21%

Lower Class(v) 0 0.00%
MOTHER’S 
EDUCATIONAL 
STATUS

Illiterate 338 50.67%
Primary School 146 21.89%
Middle School 79 11.84%
High School 65 9.75%
12th Class passed 
and above

39 5.85%

PARENTS SMOK-
ING HABIT

Yes 423 63.42%
No 244 36.58%

VENTILATION IN 
HOUSE 

Satisfactory 248 37.18%
Unsatisfactory 419 62.82%

TYPE OF KITCH-
EN

Separated 225 33.75%
Attached to living 
room

442 66.27%

OVER CROWD-
ING

Present 440 65.98%
Absent 227 34.02%

EXCLUSIVE 
BREAST FEEDING 
GIVEN

Yes 223 36.74%
No 384 63.26%

IMMUNIZATION 
STATUS

Fully immunized 328 68.33%
Partially immu-
nized

121 25.22%

Not immunized 31 6.45%

Table 2
Distribution of children according to ARI status 

CATEGORY
ARI IN CHILDRENS

PRESENT ABSENT P VALUE 
AGE 

0 – <1 88(47.06%) 99(52.94%)

0.000

1 – <2 47(41.96%) 65(58.04%)

2-<3 28(33.33%) 56(66.67%)

3- <4 26(21.85%) 93(78.15%)

4-<5 20(12.12%) 145(87.88%)
 SEX 

Male 111(28.53%) 278(71.47%)
0.065

Female 98(35.25%) 180(64.75%)
 RELIGION 

Hindu 147(30.75%) 331(69.25%)

0.322
Muslim 56(35.44%) 102(64.56%)

Chirstian 1(14.29%) 6(85.71%)

Others 5(20.83%) 19(79.17%)
 FAMILY TYPES  

Nuclear 123(42.86%) 164(57.14%)

0.000Joint 56(25.45%) 164(77.37%)

Three generation 30(18.75%) 130(81.25%)
NUMBER OF FAMILY MEMBERS  

3 – 4 47(25.13%) 140(74.87%)

0.02395- 6 79(37.80%) 130(62.20%)

7 or more 83(30.63%) 188(69.37%)
SOCIOECONOMIC STATUS  

Upper Class(I) 0(0%) 0(0.00%)

 

Upper Middle 
Class(II) 0(0%) 28(100.00%)
Lower Middle 
Class(III) 42(25.61%) 122(74.39%)
Upper Lower 
Class(IV) 167(35.16%) 308(68.84%)

Lower Class(v) 0(0%) 0(0%)
MOTHER’S EDUCATIONAL STATUS 

Illetrate 134(39.64%) 204(60.36%)

0.000

Primary School 42(28.77%) 104(71.23%)

Middle School 18(22.78) 61(77.23%)

High School 10(15.38%) 45(84.62%)
12th Class passed 
and above 5(12.82%) 34(87.18%)
PARENTS SMOKING HABIT 

Yes 147(34.75%) 276(65.25%)
0.012

No 62(25.41%) 182(74.59%)
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significant, p < 0.0001). Majority 25.13% ARI cases 
were found among the children with 3-to-4-member 
family, while 37.80% and 30.63% were among the chil-
dren with 5 to 6 member and 7 or more member fam-
ilies respectively. (This difference was statistically sig-
nificant, p = 0.0239). Maximum (39.64%) ARI cases 
were found among the children whose mothers were 
illiterate, whereas the percentage of ARI cases decreas-
es as the mother’ educational status increases. (This 
difference was statistically significant, p < 0.0001). 
Maximum (84-75%) ARI cases were bond among 
be children whose parents used to smoke, where-
as 25.41% ART cases found mong e children whose 
parents did not have the smoking habit. (This differ-
ence was statistically significant, p < 0.05). Maximum 
number of ARI cases (33.65%) occurred in children 
living in houses with. inadequate ventilation, where-
as 27.42% occurred in children living in houses with 
adequate ventilation. (The difference was statistically 
not significant, p> 0.05). Maximum number of ARI 
cases (35.75%) occurred in children living in hous-
es with, attached kitchen, whereas 22.67% occurred 
in children living in houses with separated kitchen. 
(The difference was statistically significant, p < 0.001). 
Maximum number of ARI cases (36.14%) occurred 
in children living in houses where overcrowding was 
present, whereas 22.02% occurred in children living 
in house where overcrowding was absent. (The differ-
ence was statistically significant, p < 0.001). Among 

all the children, 26.01% ARI cases were found among 
the children given exclusive breastfeeding, whereas 
35,68% ARI cases were found among be g not given 
exclusive breastfeeding. (This difference was statis-
tically significant, 0.05). ARI cases were maximum 
(51,61%) among the children who were not immu-
nized followed by 47.93% and 14.33% in partially and 
fully immunized children respectively, (This differ-
ence was statistically significant, p< 0.001)

DISCUSSION 
The present study entitled “STUDY OF PREV-

ALENCE OF ACUTE RESPIRATORY TRACT IN-
FECTION AND ITS RISK FACTORS AMONG 
UNDER FIVE CHILDREN OF SLUMS OF GHA-
ZIABAD CITY” was undertaken to assess the prev-
alence of acute respiratory tract infection and its 
risk factors among under five children of slums of 
Ghaziabad city, Uttar Pradesh. The results and ob-
servations of the present study are compared in this 
chapter in the light of available data, information 
and observation made by other workers in the simi-
lar region or elsewhere.

Table 1 shows that Majority of the children were 
male (58.32%). while female constituted 41.68%.

Maharjan PL et al in their study found that Sex 
wise distribution was almost equal male (54.5%) and 
female (45.5%) (16).

Kuldeep Temani et al in their study in Kota city 
found that out of 406 children.

56.65% (230) were male, whereas 43.35% (176) 
children were female (17).

In a study done by Upadhyay et al in urban slums 
of Puducherry, South India it was found that, nearly 
57% of children were males.

Table 1 shows that out of 428 families studied in ur-
ban slums of Ghaziabad city, 61.92% families were nu-
clear families bearing 43.03% of total under five chil-
dren while 56.97% were joint families bearing 39.74% 
of total under five children.

Maharjan PL et al, in their study found that ma-
jority of the families were nuclear families (58%) (16). 
Both the studies showed that most of the slum dwell-
ers settled as nuclear families.

Table 1 shows that 63.42% children’s parent used to 
smoke, and 36.58% children’s parent did not have any 
smoking habit.

Maharjan PL et al in their study found that 67.5% 
of the population didn’t smoke Cigarettes (16).

VENTILATION IN HOUSE  

Satisfactory 68(27.42%) 180(72.58%)
0.093

Unsatisfactory 141(33.65%) 278(66.35%)
TYPE OF KITCHEN 

Separated 51(22.67%) 174(77.33%)
0.000Attached to living 

room 158(35.75%) 284(64.25%)
OVER CROWDING   

Present 159(36.14%) 281(63.86%)
0.000

Absent 50(22.02%) 177(77.98%)
EXCLUSIVE BREAST FEEDING GIVEN 

Yes 58(26.01%) 165(73.99%)
0.014

No 137(35.68%) 247(64.32%)
IMMUNIZATION STATUS 

Fully immunized 47(14.33%) 281(85.67%)

0.000Partially immunized 58(47.93%) 63(52.07%)

Not immunized 16(51.61%) 15(48.39%)



Issue 25. December 2022 | Cardiometry | 1269

In this present study distribution of children ac-
cording to the presence of ARI are described in table 2.

In the present study it was found that out of 667 
children, 209 children (31.33%) had ARI, whereas 458 
(68.67%) were free from ARI. (Table 2)

In a study by Maharjan PL et al, conducted 
amongst under five children in Gorkha, Nepal 2017 it 
was found that the prevalence of ARI was found to be 
21.5% (16).

In another study done in Saudi Arabia in the PHC 
of Makkah 2016, the incidence of ARI in children un-
der 5 years old was 358 (39.4%) (18).

Gupta et al in their study in urban slums of Banku-
ra, West Bengal found that overall prevalence of ARI 
was 44.73% (19).

Risk factors in relation with ARI:
ARI cases in relation to their family type and ARI 

cases in relation to the number of family members:
In this present study 42.86% ARI cases were found 

among the children belonging to nuclear families, 
whereas 22.63% ARI cases were found among the chil-
dren belonging to the joint families. (This difference 
was statistically significant with p <0.0001) (Table 2)

In this study 25.13% ARI cases were found among the 
children with 3-to-4-member family, while 37.80% and 
30.63% were among the children with 5 to 6 member 
and 7 or more member families respectively. (This dif-
ference was statistically significant, p =0.0239). (Table 2)

Kuldeep Temani et al in their study in Kota city 
found that Prevalence of ARI was more in children 
whose family had >2 under five children (48.4%) as 
compared to children whose family had <2 under five 
children (28.9%) (p=0.002) (17). 

ARI cases in relation to their socio-economic sta-
tus:

In my study 35.16% ARI cases were present in the 
children belonging to socioeconomic status Class IV 
whereas 25.61% ARI cases were present amongst the 
children in Class III status. (This difference was statis-
tically significant, p < 0.0001). (Table 2)

Prajapati et al conducted one study in Ahmadabad 
district in Gujarat in 2009 found that prevalence of 
ARI was higher in low social class (in class III – 31.4%, 
class IV 22.1%, and class V-26.2%). This difference 
was statistically significant (p-0.001) (20).

ARI cases in relation to mother’s educational status:
In this study maximum (39.64%) ARI cases were 

found among the children whose mothers were illiter-

ate, whereas the percentage of ARI cases decreased as 
the mother’s educational status increased. (This differ-
ence was statistically significant, p <0.0001). (Table 2)

Kuldeep Temani et al in their study in Kota city 
found that Prevalence of ARI was significantly higher 
in children of illiterate mothers (39.8%) (p=0.007) (17).

ARI cases in relation to parents smoking habit:
In present study maximum (34.75%) ARI cases 

were found among the children whose parents used 
to smoke, whereas 25.41% ARI cases found among 
the children whose parents did not have the smoking 
habit. (This difference was statistically significant, p < 
0.001). (Table 2)

Kuldeep Temani et al in their study in Kota city 
found that overall prevalence of ARI was 32%. Pres-
ence of a smoker in the household was a significant 
risk factor for developing ARI (17). 

ARI cases in relation to Exclusive breast feeding 
given after birth:

In this present study 26.01% ARI cases were found 
among the children given exclusive breastfeeding, 
whereas 35.68% ARI cases were found among the 
children not given exclusive breastfeeding. (This dif-
ference was statistically significant, p <0.05). (Table 2)

In a study by Ladomenou F et al found that chil-
dren who are exclusive breast fed for 6 months had 
30%-42% lower incidence of ARI compared to chil-
dren who did not receive for same duration of breast 
feeding (21).

Distribution of ARI cases in relation to their im-
munization status:

ARI cases were maximum (51.61%) among the 
children who were not immunized followed by 47.93% 
and 14.33% in partially and fully immunized children 
respectively. (This difference was statistically signifi-
cant, p < 0.001) (Table 2)

Gornale VK et al in their study in Bengaluru in 
2011 found that immunisation status (p=0.0001) was 
significantly associated with severity of lower respira-
tory infections (22).

In another study conducted by Abhishek Arun 
et al in Lucknow 2013, direct correlation was found 
between immunization status of children and occur-
rence of ARI. It was least in children who were fully 
immunized (12.5%) as compared to unimmunized 
children (26%). This difference was statistically signif-
icant (Chi Sq.= 36.15, p<0.001) (13).

It is to be noted that quality of care during child-
birth can also be determinant of ARIs in children, 
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however, the present study did not evaluate that. (23) 
Also, it is to be noted that inherent genetic factors con-
tributing to immunity may play a role in the develop-
ment of ARIs in children, however, an evaluation of 
such risk factors was beyond the scope of this study 
(24-27). Lastly, it is recommended to conduct future 
studies with fine control over study design so that reli-
able evidence can be generated (28).

CONCLUSION
Findings of the study summarized below

A. Magnitude of the problem
The overall prevalence of Acute Respiratory Tract 

Infection among the under live children in the Slums 
of Ghaziabad City was found to be 31.33%.

B. Factor influencing the prevalence of ARI:
• Maximum prevalence of ARI (47.06%) has been ob-

served amongst the children less than 1 year age, how-
ever the prevalence of ARI was found to decrease grad-
ually with the advancement of the age of the child.

• Maximum ARI cases were observed amongst the 
children belonging to the lower socio-economic 
status.

• Prevalence of ARI (39.64%) among under five chil-
dren of the illiterate mothers was higher than those 
children of the literate mothers.

• Prevalence of ARI amongst the under five children 
of the parents who had the habit of smoking was 
maximum (34.75%).

• Maximum prevalence of ARI (35.75%) was ob-
served amongst the under five children living in 
the houses where the kitchen was attached to the 
living room.

• Prevalence of ARI amongst the under five chil-
dren was maximum in those living in overcrowded 
housing conditions and in ill ventilated rooms

• Prevalence of ARI was low amongst the under 
five children who were exclusively breastfeed than 
those who were not exclusively breast feed.

• Prevalence of ARI among the under five children 
who were fully immunized was lower than those 
children who were not immunized.
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