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Mortality rates in children under 5 years of age have declined by 49% globally since
2000. Sub-Saharan Africa has also recorded major gains in lowering the mortality rate
in children under 5 years by 48% during the same period; however, Sub-Saharan Africa
remains one of the regions with the highest rate of mortality among children in this age
group.1 Ethiopia is one of the countries that are on a “fast track” in terms of progress
made in reducing child mortality, but still bears a high child mortality burden.2
Acute respiratory tract infection (ARI) is a leading cause of morbidity and mortality in children under the age of 5 years throughout the world. Pneumonia is one
of the most serious manifestations of ARI. Each year, ARI causes 15% of all deaths
in children under the age of 5 years globally. About 50% of these deaths occur in
Sub-Saharan Africa.1 Nearly 265,000 in-hospital deaths of young children took place
due to ARI globally in 2010, 99% of which were reported in developing countries.3
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Background: Acute respiratory tract infection (ARI) remains the major cause of child mortality
in Sub-Saharan Africa. Various factors are associated with its occurrence and vary by context.
However, available large-scale, population-based data are not fully exploited to identify locally
relevant risk factors. The objective of this study was to identify factors associated with ARI in
children under the age of 5 years in Ethiopia.
Methods: Further analysis of the 2011 Ethiopia Demographic and Health Survey was carried
out involving 11,645 children under the age of 5 years and their mothers. Information relevant
to the current study was extracted from the main data set and a working data set was prepared.
A complex survey logistic regression analysis was applied.
Results: Acute ARI in this study was associated with severe malnutrition. Children who
were severely wasted were highly likely to develop ARI (adjusted odds ratio [AOR] 1.7; 95%
confidence interval [CI] 1.1–2.5). ARI was less likely to occur in children from families with
an educated father and professional mother (AOR 0.4; 95% CI 0.2–0.6 and AOR 0.1; 95% CI
0.01–0.6, respectively).
Conclusion: Malnourished children from a lower socioeconomic category are more likely to
suffer from ARI. Targeting disadvantaged children for effective interventions can help reduce
the burden of morbidity and death due to ARI.
Keywords: acute respiratory tract infection, pneumonia, severe malnutrition, children,
Ethiopia
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Studies show that the majority of cases of ARI occur in rural
areas and among children under one year of age.4 ARI is also
a major cause of hospital admission and referrals among
young children. Each year, more than 12 million children
with severe ARI are admitted to hospitals worldwide. In
Ethiopia, ARI is one of the leading causes of morbidity and
mortality in children under the age of 5 years. According to
the 2011 Ethiopia Demographic and Health Survey (EDHS),
the prevalence of ARI was 7%.5
Research has shown that many factors are associated
with ARI. These factors differ from one country to another.
Evidence from developing countries reveals that low birth
weight, exposure to indoor air pollution, non-exclusive
breast feeding, incomplete immunizations, crowding (more
than seven members per household), poor nutrition, formula
feeding, weaning, young maternal age, low educational status
of mothers and fathers, and premature birth are consistently
associated with severe ARI.6–14 Lack of availability of adequate medical care, low family income, and parental cigarette
smoking are also risk factors associated with pneumonia.15
A variety of studies done in different regions of Ethiopia show that household use of high-pollution biomass fuel
(charcoal, wood, dung, or straw) for cooking, household
overcrowding, small height for age, lack of a separate kitchen,
and being carried on the mother’s back while cooking are
primary risk factors for development of ARI in children under
the age of 5 years.16,17
Despite the public health relevance of this disease in
Ethiopia, few studies have assessed the factors affecting
the occurrence of ARI in a large representative sample of
children in Ethiopia. This further analysis of the 2011 EDHS
data addresses knowledge gaps by assessing some of the
risk factors associated with ARI in children under the age
of 5 years using nationally representative data.

Methods and materials
A community-based cross-sectional study design was used,
and a nationally representative secondary data analysis was
done on the 2011 EDHS. The samples were selected using
a two-stage stratified cluster sampling technique. Initially
all nine regions were stratified into urban and rural clusters.
From 624 enumeration areas, 187 urban and 437 rural clusters were considered. Of 18,720 households, 5,610 urban
and 13,110 rural households were selected. All women aged
15–49 years who were usual residents or who slept in the
selected households the night before the survey were eligible
for participation. All women with children aged 0–59 months
were included in the current analysis.
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The children’s record data and household members’
record data were merged to obtain a working dataset. The
dataset provided potential household and individual level
predictor variables. The data include 11,645 observations.
Since the survey used a two-stage cluster sampling design,
a complex survey binary logistic regression was employed.
SVY syntax was used to weight the analysis. A logit model of
complex logistic regression analysis was used. The adequacy
of the models was checked using an F-test.

Variables
Socioeconomic, demographic, and behavioral factors were
extracted from the dataset for further analysis. A wealth index
was provided in the dataset. It was constructed by combining
information on household assets, such as ownership of consumer
items, type of dwelling, source of drinking water, and availability of electricity, into a single index. The wealth index was
categorized as poorest (1), poorer (2), middle (3), richer (4), and
richest (5). The age of the child was categorized as ,6 months,
6–11, 12–23, 24–35, 36–47, and 48–59 months.
Anthropometric measurements were extracted for the
current analysis. The Z-score is a measure of how far a
child is from the median weight of the reference distribution
for children of the same height, taking into consideration
the standard deviation of the reference distribution, which
increases as children get older.18 Based on the World Health
Organization definition, -2 to +2 standard deviation (SD)
is normal, -2 to -3 SD is moderate, and below -3 SD is
severe stunting (height for age). These classifications are the
same for wasting (weight for age) and underweight (weight
for height). A child is classified as obese if the Z-score is
above +2 SD.
Birth order of the child is also categorized as 1 (first),
2–3, 4–6, or $7. Source of drinking water is also categorized
as piped water (1), other protected source, eg, protected
dug well (2), unprotected dug well (3), and other unimproved source (4).
The occupation of the children’s mothers and fathers
was broken down into various categories. Maternal occupation was classified as unemployed, professional/technical/
managerial, agricultural sales and service, skilled manual
labor, or unskilled manual labor. Paternal occupation was
categorized as unemployed, armed forces, student, professional/technical/managerial, agricultural, clerical, sales and
service, skilled manual labor, or unskilled manual labor.
The dependent variable was constructed as the occurrence of cough accompanied by short, rapid breathing in the
2 weeks preceding the survey. The result was considered as

Pediatric Health, Medicine and Therapeutics 2015:6

Pediatric Health, Medicine and Therapeutics downloaded from https://www.dovepress.com/ by 34.204.173.45 on 22-Oct-2019
For personal use only.

Dovepress

a binary variable, with a code of 1 if a child had ARI and
0 otherwise.
The analysis was done using Stata version 12 software
(Statacorp, College Station, TX, USA). First, strata were
generated using region and residence as stratification
variables. A normalized weight was then generated. Data
were declared to be complex survey data. A complex sample
binary logistic regression model was employed to assess
the association between the explanatory variables and the
outcome of interest. A P-value ,0.025 was taken to select
variables for the multivariable analysis. In addition to the
statistical criteria used to select variables for the final model,
previous theoretical knowledge was used. As a result, use of
a shared latrine and birth order of the child were included in
the multivariable analysis. The odds ratio (OR) with a 95%
confidence interval (CI) was reported, and all variables that
were found significant at a P-value ,0.05 were considered
risk factors for childhood ARI.

Ethical approval
Ethical clearance for this survey was obtained from the
Ethiopia Health and Nutrition Research Institute Review
Board, the National Research Ethics Review Committee at
the Ministry of Science and Technology, and the Institutional
Review Board of ICF International and the Centers for Disease Control and Prevention. Informed verbal consent was
obtained from all mothers/caretakers of the selected children,
including mothers under the age of 18 years on behalf of their
children, and recorded by the research team on the ethical
consent form.
In addition, ethical clearance was obtained from the
Institutional Review Board of Hawassa University College
of Medicine and Health Science. Official permission was
also granted by Measure DHS (Monitoring and Evaluation
to Assess and Use Results Demographic and Health Surveys)
to use the data set for the current study. The data source is
a secondary human dataset from 2011 EDHS. The primary
2011 EDHS has passed through all relevant ethical clearance
procedures and has received clearance from the responsible
bodies. There is no personal identifier attached to the dataset.
New primary data were not collected.

Results
Prevalence of ARI
The prevalence of ARI was higher among children whose
mothers had no education (6.7%), as compared with mothers
with higher educational status (2.36%). Similarly, children
whose father had no education (6.8%) showed a higher
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prevalence of ARI than children whose father had a secondary
(3.29%) or higher educational level (2.39%).
The prevalence of ARI was also higher in children with
malnutrition, being 7% among children with normal weight
for age, 7.56% for moderately wasted children, 11% for
severely wasted children, 7.13% for with normal weight for
height children,11.27% for moderately underweight children, and 10.78% for severely underweight children. The
prevalence of ARI in children who were severely stunted
was 7.43% (see Table 1).

Factors associated with ARI
In the bivariate analysis, parents reading a newspaper at
least once a week, father’s educational status, age of the
child, source of drinking water, floor materials, wealth index,
Table 1 Prevalence of ARI among children under 5 years of
age cross-tabulated by selected background characteristics in
Ethiopia, 2011
Characteristics
WFA Z-score
Normal
Moderately wasted
Severely wasted
Obese
WFH Z-score
Normal
Moderately underweight
Severely underweight
Obese
HFA Z-score
Normal
Moderately stunted
Severely stunted
Maternal occupation
Jobless
Professional/technical/managerial
Agricultural
Sales and service
Skilled manual
Unskilled manual
Maternal education status
No education
Primary education
Secondary
Higher
Paternal educational status
No education
Primary education
Secondary
Higher
Total

Unweighted number
of children

Children
with ARI

6,130
2,460
938
91

6.98
7.56
10.9
1.66

8,530
850
127
112

7.13
11.27
10.78
1.35

6,059
1,978
1,582

7.56
7.02
7.43

6,438
103
2,377
1,882
798
56

6.54
0.31
6.12
7.2
6.86
6.52

8,142
2,930
386
196

6.7
6.22
6.79
2.36

5,982
4,181
800
478
10,808

6.8
6.79
3.29
2.34
7

Abbreviations: ARI, acute respiratory infection; HFA, height for age; WFA, weight
for age; WFH, weight for height.
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maternal occupation, duration of breast feeding, whether or
not the child had ever had a vaccination, had received vitamin A in the previous 6 months, place of residence, weight
for age, and weight for height were statistically significant.
However, only the age of the child, weight for age, father’s
educational status, and maternal occupation remained statistically significant in the multivariable analysis.
Based on a multivariable complex logistic regression
analysis, the odds of ARI decreased as the age of the child
increased. A 50% reduction in the odds of ARI was observed
in children aged 48–59 months as compared with infants
under 6 months of age (adjusted OR 0.5; 95% CI 0.3–0.8).
The odds of ARI among severely wasted children were
1.7 times higher than in normal children (adjusted OR 1.7;
95% CI 1.1–2.5). Maternal occupation also has a statistically
significant association with ARI; accordingly, compared with
children of unemployed mothers, children whose mothers
were professionals had a 90% reduced odds of having ARI
(adjusted OR 0.1; 95% CI 0.01–0.6). Paternal educational
status is another factor found to be significant in this study.
A 60% reduction in the odds of ARI was observed in
children whose fathers had tertiary education (adjusted OR
0.4; 95% CI 0.2–0.6) and a 50% reduction was observed in
children whose fathers had secondary education compared
with children whose fathers had no education (adjusted OR
0.5; 95% CI 0.3–1.0; see Table 2).

Discussion
In the current analysis, age of the child, weight for age,
paternal education, and maternal occupation were found
to be significantly associated with ARI. The multivariable
analysis showed that the age group of 48–59 months has
lower odds of ARI. This result is in line with studies done
in Ahmadabad City and in other low-income and middleincome countries.9,13 Studies done in the People’s Republic of
China and South India have also shown that the prevalence
of ARI is very high in children aged 6–36 months.19,20 This
could be due to the fact that as children get older, their
immunity grows stronger and becomes better able to resist
infection.
The prevalence of ARI was found to be higher in children with malnutrition. This result is also consistent with
studies done in India, Solapur and Gujarat, Ethiopia, and
in other developing countries.4,7,9,10,12,16,20,21 This result also
demonstrates the fact that children with malnutrition tend to
have low immunity and are vulnerable to a number of infections, including ARI. On the other hand, having a paternal
educational status of secondary school or higher is a factor
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Table 2 Multivariable analysis of factors associated with acute
respiratory infection in children under the age of 5 years in
Ethiopia
Characteristics
Child’s age, months
,6
6–11
12–23
24–35
36–47
48–59
Maternal occupation
Unemployed
Professional/technical/managerial
Agricultural
Sales and service
Skilled manual
Unskilled manual
WFA Z-score
Normal
Moderately wasted
Severely wasted
Obese
Paternal educational status
No education
Primary
Secondary
Higher
Household with separate kitchen
No
Yes

Crude OR

Adjusted OR

(95% CI)

(95% CI)

1
1.3 (0.8–2.1)
1.3 (0.9–1.9)
1.0 (0.6–1.5)
1.0 (0.7–1.5)
0.6 (0.4–1.0)**

1
1.1 (0.7–1.8)
1.0 (0.7–1.5)
0.7 (0.4–1.1)
0.8 (0.5–1.2)
0.5 (0.3–0.8)**

1
0.0 (0.0–0.2)**
0.9 (0.7–1.2)
1.1 (0.8–1.5)
1.1 (0.7–1.7)
1.0 (0.2–4.2)

1
0.1 (0.0–0.6)**
0.9 (0.7–1.2)
1.1 (0.8–1.5)
1.1 (0.7–1.8)
1.4 (0.3–5.7)

1
1.1 (0.9–1.4)
1.6 (1.1–2.4)**
0.2 (0.0–1.2)

1
1.1 (0.9–1.4)
1.7 (1.1–2.5)**
0.2 (0.0–1.1)

1

1
1.0 (0.7–1.2)
0.5 (0.3–1.0)**
0.4 (0.2–1.0)**

1
1.0 (0.6–1.4)

1
0.9 (0.6–1.4)

Note: **Significant variable P,0.005.
Abbreviations: CI, confidence interval; OR, odds ratio; WFA, weight for age.

protecting against ARI in children under the age of 5 years.
This finding is in line with studies done in Southeast Nigeria,22 but contradicts studies done in Solapur and Ethiopia,
which reported no statistically significant association between
ARI and paternal education.12,16 Our study also found mothers
working in a professional/technical occupation is a protective
factor against ARI. This may be because these mothers spend
less or no time cooking food for their family while carrying
their children on their back, thus reducing their children’s
exposure to indoor air pollution. Further, mothers working
in professional or technical occupations are likely to have a
literacy level equivalent to secondary education or higher, so
their educational background may also indirectly contribute
to their ability to protect their children from infectious diseases such as ARI. Therefore, higher education and better
income are protective factors for reducing the occurrence of
ARI in children under the age of five. This result is consistent
with studies done in India, Ahmadabad City, Baghdad/Iraq,
and Ethiopia.12–14,17
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Conclusion
Malnutrition is one of the key modifiable risk factors for
ARI in children under the age of 5 years. The risk of ARI
decreases as the age of the child increases. Higher paternal
education contributes to the reduction of ARI. Therefore,
governments should continue to strengthen their provision
of educational opportunities for all citizens. Alleviation of
poverty is one of the important strategies for reducing the
risk of ARI in children under the age of 5 years.

Acknowledgments
The authors are grateful to Measure DHS for their support
in providing the data for this project. They also express their
appreciation to the School of Public and Environmental
Health, Medicine and Health Science College of Hawassa
University for its support. They thank Addis Continental
Institute of Public Health for this research opportunity.

Disclosure
The authors report no competing interests in this work.

References

1. United Nations International Children’s Fund. Committing to child
survival: a promise renewed – progress report 2014. Available from:
http://www.unicef.org/publications/index_75736.html. Accessed
February 12, 2015.
2. Options Consultancy Services/Evidence for Action, Cambridge Economic Policy Associates, and the Partnership for Maternal, Newborn
and Child Health. Success factors for women’s and children’s health:
country specific review of data and literature on 10 fast-track countries’
progress towards MDGs 4 and 5. Available from: http://www.who.
int/pmnch/knowledge/publications/country_data_review.pdf?ua=1.
Accessed February 12, 2015.
3. Nair H, Simões EA, Rudan I, et al. Global and regional burden of hospital admissions for severe acute lower respiratory infections in young
children in 2010: a systematic analysis. Lancet. 2013;381:1380–1390.
4. Mirji G, Shashank KJ, Shrikant SW, Reddy D, Naik H. Socio-demographic
profile of children under the age of five admitted for acute lower respiratory tract infections in a tertiary care hospital. Int J Contemp Pediatr.
2014;1:106–109.
5. Central Statistical Agency (Ethiopia) and ICF International. Ethiopia
Demographic and Health Survey 2011. Addis Ababa, Ethiopia, and
Calverton, MD, USA: Central Statistical Agency and ICF International; 2012. Available from: http://www.usaid.gov/sites/default/files/
documents/1860/Demographic%20Health%20Survey%202011%20
Ethiopia%20Final%20Report.pdf. Accessed February 12, 2015.
6. Pore PD, Ghattargi CH, Rayate MV. Study of risk factors of acute
respiratory infection (ARI) in underfives in Solapur. National Journal
of Community Medicine. 2010;1:64–67.

Acute respiratory infection in Ethiopian children
7. Prajapati B, Talsania N, Sonaliya KN. A study on prevalence of acute
respiratory tract infections (ARI) in under five children in urban and
rural communities of Ahmedabad District, Gujarat. National Journal
of Community Medicine. 2011;2:255–259.
8. Al-Sharbatti S, AlJumaa LI. Infant feeding patterns and risk of acute
respiratory infections in Baghdad/Iraq. Ital J Public Health. 2012;9(3).
9. Bipin P, Nitiben Talsania Sonaliya KN. A study on prevalence of acute
respiratory tract infections (ARI) in under five children in urban and
rural communities of Ahmedabad district, Gujarat. Natl J Community
Med. 2011;2:255–259.
10. Stewart J, Kyle M, Harish N. Risk factors for severe acute lower respiratory infections in children – a systematic review and meta-analysis.
Croat Med J. 2013;54:110–121.
11. Selvaraj K, Chinnakali P, Majumdar A, Krishnan IS. Acute respiratory
infections among under-5 children in India: a situational analysis. J Nat
Sci Biol Med. 2014;5:15–20.
12. Cardoso AM, Coimbra CE Jr, Werneck GL. Risk factors for hospital
admission due to acute lower respiratory tract infection in Guarani
indigenous children in southern Brazil: a population-based case-control
study. TropMed Int Health. 2013;18:596–607.
13. Savitha MR, Nandeeshwara SB, Pradeep Kumar MJ, ul-Haque F,
Raju CK. Modifiable risk factors for acute lower respiratory tract
infections. Indian J Pediatr. 2007;74:477–482.
14. Bhat R, Manjunath N. Correlates of acute lower respiratory tract infections in children under 5 years of age in India. Int JTuberc Lung Dis.
2013;17:418–422.
15. Azab SF, Sherief LM, Saleh SH, Elsaeed WF, Elshaf ie MA,
Abdelsalam SM. Impact of the socioeconomic status on the severity and
outcome of community-acquired pneumonia among Egyptian children:
a cohort study. Infect Dis Poverty. 2014;3:14.
16. Fekadu GA, Terefe MW, Alemie GA. Prevalence of pneumonia among
under-five children in Este Town and the surrounding rural Kebeles,
Northwest Ethiopia:a community based cross sectional study. Science
Journal of Public Health. 2014;2:150–155.
17. Alemayehu M, Alemu K, Sharma HR, Gizaw Z, Shibru A. Household
fuel use and acute respiratory infections in children under five years
of age in Gondar city of Ethiopia. Journal of Environment and Earth
Science. 2014;4:77–85.
18. Ethiopia Early Warning Department, Disaster Prevention and Preparedness Commission. Ethiopia Early Warning System (EWS):
Guideline On Emergency Nutrition Assessment. Addis Ababa, Ethiopia:
Early Warning Department/Disaster Prevention and Preparedness
Commission; 2002.
19. Yanqin Lu, Wang S, Han J. Epidemiology of human respiratory viruses
in children with acute respiratory tract infections in Jinan, China. Clin
Dev Immunol. 2013;2013:210490.
20. Sharma D, Kuppusamy K, Bhoorasamy A. Prevalence of acute respiratory infections (ARI) and their determinants in under five children in
urban and rural areas of Kancheepuram district, South India. Ann Trop
Med Public Health. 2013;6:513–518.
21. Prajapati B, Talsania NJ, Lala MK, Sonalia KN. Epidemiological profile
of acute respiratory infections (ARI) in under five age group of children
in urban and rural communities of Ahmedabad District, Gujarat. Int J
Med Sci Public Health. 2012;1(2):52–58.
22. Ujunwa FA, Ezeonu CT. Risk factors for acute respiratory tract infections in under-five children in Enugu Southeast Nigeria. Ann Med Health
Sci Res. 2014;4(1):95–99.

Dovepress

Pediatric Health, Medicine and Therapeutics

Publish your work in this journal
Pediatric Health, Medicine and Therapeutics is an international, peerreviewed, open access journal publishing original research, reports,
editorials, reviews and commentaries. All aspects of health maintenance,
preventative measures and disease treatment interventions are addressed
within the journal. Practitioners from all disciplines are invited to submit

their work as well as healthcare researchers and patient support groups.
The manuscript management system is completely online and includes a
very quick and fair peer-review system. Visit http://www.dovepress.com/
testimonials.php to read real quotes from published authors.

Submit your manuscript here: http://www.dovepress.com/pediatric-health-medicine-and-therapeutics-journal

Pediatric Health, Medicine and Therapeutics 2015:6

submit your manuscript | www.dovepress.com

Dovepress

Powered by TCPDF (www.tcpdf.org)

13

