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ABSTRACT
BACKGROUND: Paediatric respiratory tract infections are one of the most common reasons for physician visits and hospitalization  and are 
associated with signicant morbidity and mortality. The World Health Organization (WHO) has suggested diagnosis and assessment of severity of 
ALRTI on the basis of clinical features and empirical antibiotics in all cases of ALRTI. This leads to administration of antibiotics to all children, 
including those with viral ALRTI. Concerns about unnecessary use of antibiotics for ALRTI have been expressed.
objectivesTo study the clinical presentation and diagnosis of acute lower respiratory tract infections in outpatient and hospitalized patient 
Material and Methods The study was conducted in the Department of Pediatrics at Padmashree D Y Patil Hospital and Research Centre Kolhapur, 
Maharashtra. All the patients between 2 months to 5 years of age who attended the outpatient department with complaints of fever, cough, 
breathlessness, poor feeding with evidence of lower respiratory tract infection were included in the study. A detailed history was taken and a 
thorough physical examination performed. Three principal signs namely rapidity of breathing ,chest indrawing and inability to feed were assessed. 
From this disease is  classied as mild , moderate, severe and this determines therapeutic intervention  
RESULTS During the study period there were 1043 patients admitted in the paediatric ward, out of which 207admissions were of LRTI (19.8%).In 
our study there were a total of 453patients suffering f rom LRTI. A total of 246 pat ients were treated on OPD basis and the rest of 207 (45.7%) 
needed hospitalization for their LRTI. There were 304 (67 %) male and 149 (33 %) female patients in our study.. Based on the age distribution 
among the OPD patients there were 157 patients in the age group of <1, 52 patients in the age group of 1-3, and 37 in the age group of 3-
5years.Similarly, among the IPD patients there were 126, 68, and13 patients in the age group of <1, 1-3 and 3-5 respectively. Based on the clinical 
features in our pat ients for LRTI,we found that 308 patients presented with cough. The other most common signs and symptoms found in our study 
in thedecreasing order of frequency were: fever in 294, tachypnoea in 285 and chest indrawing in 267 of the patients. Stridor was found in 15 
patients. Two hundred and thirty one patients presented wi th poor feeding and crepitatons were present in 144 patients. 350 patients were 
diagnosed as pneumonia, 68 had croup, 35 had bronchiolit is.Five patients presented with complications as empyema and pleural effusion. 
CONCLUSION:-Most of the ALRIs occurred in children below the age of 5 years (59.1%) than infants (40.9%).�It was observed that more male 
children suffered from acute respiratory tract infect ions than female children.�Clinically, majorityof the children had a respiratory rate more than 
50/min. which formed a reliable clinical marker.
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INTRODUCTION:
ARIs are the most common causes of morbidity and mortality in 
children under ve years of the age. These patients have an average of 
three to six episodes of ARIs annually regardless of where they live or 

(1,2)what their economic situation is.

Because of the differences in specic etiologies and risk factors, the 
severity of LRIs in children under ve is worse in developing countries 
resulting in a higher case fatality rate. Although medical care can to 
some extent mitigate both severity and fatality, many severe LRIs do 
not respond to therapy largely because of the lack of highly effective 
antiviral drug. according to WHO studies a growing preschool child 
will have 6 to 8 episodes of ARI per year.The World Health 
Organization (WHO) estimates that 2 million children  under ve die 

(3).of pneumonia each year Acute lower respiratory tract infection 
(ALRTI) is the leading cause of mortality and a common cause of 

(4).morbidity in children below ve years of age  The World Health 
Organization (WHO) has suggested diagnosis and assessment of 
severity of ALRTI on the basis of clinical features and empirical 
antibiotics in all cases of ALRTI. This leads to administration of 
antibiotics to all children, including those with viral ALRTI. Concerns 

(5)about unnecessary use of antibiotics for ALRTI have been expressed . 

Many published studies have addressed the differentiation of bacterial 
(6,7,8) (9-17)from viral ALRTI using clinical radiological and routine 

(6,7,18,19). hematological investigations In India ARI form 20 to 40% of 
 outpatient attendance and responsible for 12to 35% of hospital 

admissions .one fth of al deaths in children less than 5 years are due to 
(20,21)ALRI  . 

AIMS
To study the clinical presentation and diagnosis of acute lower 
respiratory tract infections in outpatient and hospitalized patients 

MATERIAL AND METHODS
A cross sectional  study was conducted in the Department of Pediatrics 
at Padmashree D Y Patil Hospital and Research Centre Kolhapur, 
Maharashtra. All the patients between 2 months up to 5 years of age 

who attended the outpatient department with complaints of fever, 
cough, breathlessness, poor feeding with evidence of lower respiratory 
tract infection were included in the study. A detailed history was taken 
and a thorough physical examination performed. The most widely 
used denition is based on pioneering work by shannn & collegues in 
papua geneva and was promugalated by WHO ,it assesses three 
principal signs namely rapidity of breathing ,chest indrawing and 
inability to feed. From this disease is classied as mild , moderate, 
severe and this determines therapeutic intervention It has been 
subsequently modied to give different threshold for tacypnoea. Thus 
in children < 2 months threshold is 60 breaths/minute (bpm), in those 
2-11months it is 50 bpm and in those 1-4 yrs is 40 bpm. This greatly 
improves the sensitivity of case identication but does decrease 

(22) specicity The second route is to base diagnosis on the individual 
(23,24)paediatrician's experience and acumen using chest auscultatation  

.Rest of the patients were treated on outpatient basis.. 

INCLUSION CRITERIA
All the patients between 2 months up to 5 years of age who attended the 
outpatient department with complaints of fever, cough,breathlessness, 
poor feeding with evidence of lower respiratory tract infection were 
included in the study.

EXCLUSION CRITERIA
Ÿ Upper respiratory tract infections,
Ÿ Tuberculosis and other associated conditions like malaria, HIV 

were excluded from study

RESULTS:- This study “Clinical prole of acute lower  respiratory 
tract infections in children from 2 month s t o 5 years of age. ”

was a cross sectional study conducted in the department of paediatrics 
from june 2007 to 2009 . A total number of patients attending the OPD 
during this study period were 1576.Out of those 453 were suffering 
from LRTI.During the study period there were 1043 patients admit ted 
in the paediatric ward, out of which 207admissions were of LRTI 
(19.8%).
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Thus, in our study there were a total of 453patients suffering from 
LRTI. A total of 246 patients were treated on OPD basis and the rest of 
207 (45.7%) needed hospitalizationfor their LRTI as shown in the 
following gure

Table 2: Number of patients hospitalized for LRTI

Based on the age distribution among the OPD patients there were 157 
patients in the age group of <1, 52 patients in the age group of 1-3, and 
37 in the age group of 3-5years.

Similarly, among the IPD patients there were 126, 68, and 1 3 patients 
in the age group of <1, 1-3 and 3-5 respectively 

IPD patients No. 

DISCUSSION
Lower respiratory tract illness (asthma, bronchiolitis,bronchitis, 
croup, pneumonia) remains one of the major causes of childhood 

(25,26)morbidity . Special attention is directed at viral lower respiratory 
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tract i llness (LRTI) in the rst two years of life because the highest 
incidence's and rates of hospitalization for LRTI  are found at this time, 
and because of the risk of chronic sequelae from LRTI in early 
childhood.one agent, respiratory syncytial virus (RSV),is particularly 

(27,28,29)likely to cause LRTI in the rst two years of life .Observational 
evidence of an association between inadequate growth and the risk of 
experiencing or dying from For the proper management of patients 

(32)with ALRTI, a history, clinical examination, chest x-ray  and 
identication of the offending organism and its sensitivity to 
antimicrobial medications are recommended. Facilities for identifying 
various organisms are almost lacking in underdeveloped countries, 
and are only available to some extent in rich developing countries. For 
countries with inadequate medical facilities, WHO has initiated a 
program for the clinical management and control of acute respiratory 

(30,31)infections which has resulted in the reduction of ALRTI mortality 
rates by 25%-67%91.For developing countries, guidelines for 
diagnosis and management of ALRTI based on chest x -ray and minor 
laboratory facilities are required. The present study was conducted 
with a view to examine the children less than 5 years of age with ALRI 
attending the paediatrics out patient department with special reference 
to clinical presentation and factors which are independent and 
modiable such as immunization ,nutrition and conditions of living. A 
total of 1576 OPD patients were included in the study, out of which 453 
were suffering from LRTI (28.8%). During the study period there were 
1043 hospitalizations in the above age group, out of which 207 
admissions were related to LRTI (19.8%). Al l the patients were 
selected and worked up as per the pre -determined proforma. Children 
suffering from tuberculosis,URI and other associated conditions like 
malaria, HIV were excluded from the study.

The prevalence of ALRI in our study was 28.8%. Similar results 
(32), (18)mentioned in (bulletein of WHO 1984) M.R.savithia  et al  where 

prevalence was 25%..In our study there were 267 (58.9%) male & 
(18)186(41.00%) female. In a study conducted by,M.R.savithia  et al in 

cheluvamba hospital among 208 patients , there were 133(63.9%) 
males &75(36%) females. Among the patients who were treated on the 
OPD basis,There were 157 (64 %) less than I year of age & 89 (36.1% ) 
were in the age group of 1 to 5 years . Similar results in the study done 

(33)by Tripura Padmaji Kanchichi  etal. at J.J.hosital Mumbai where 176 
patients were enrolled.
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