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Abstract. ARI is an Acute Respiratory Tract Infection that comes suddenly, which is short
and severe. ARI can become Pneumonia or often called pneumonia, which is a coughing
disease characterized by rapid breathing or shortness of breath. ARI is still one of the leading
public health problems. This is due to the high mortality rate due to ARI, especially in infants
and toddlers. This type of research is descriptive with Time Series analysis method. In
conclusion, the upper ARI patients are most commonly found in the age group 12- <60
months. The incidence of ARI in Buton Tengah tends to decrease from year to year. Children
who experience the most ARI are 1 - <5 years.
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1. Introduction
ARI is often mistaken for an upper respiratory tract infection [1]. ARI is a respiratory tract

infection that is anatomically distinguished from the upper airway from the nose to the fangs and
lower respiratory tract starting from the larynx to the alveoli and its annex, due to the invasion of
infecting agents that result in inflammatory airway reactions involved [2]. Until now, more than
300 types of bacteria and viruses have been identified as the cause of ARI.

The incidence of ARI in Buton Tengah has decreased from 2015 - 2018. In 2015 the incidence
of ARI in infants reached 29 %. In 2016 the incidence of ARI in infants is still constant at 29 %. In
2017 ARI disease in infants decreased by 21 %. And it declined again in the following year 2018
which is 14 %. Related to the incidence of ARI in Buton Tengah, all sub-districts in Buton Tengah
were detected to have ARI in infants [3]. The causes of ARI are diverse, but the most common
causes are viral and bacterial infections [4]. ARI consists of more than 300 types of bacteria,
viruses, and rickets. Bacteria that cause ARD include genera Streptococci, Staphylococci,
Pneumococci, Hemophilus [5],[6]. ARI virus consists of the group Micosovirus, Coronavirus,
Picornavirus, Mycoplasma, Herpesvirus [7]. In 2015 there were 13 cases of ARI disease in
Wamolo sub-district, Buton Tengah district. Some of the symptoms experienced by toddlers
include coughing, hoarseness while talking, runny nose, and fever.
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2. Method
This type of research is descriptive with Time Series analysis method. The population in this

study was data of the ARI sufferers in children starting at five years in Buton Tengah District in
the years 2015-2018. The data collected are secondary data, namely data on ARI sufferers
obtained from monthly records of the ARI eradication and prevention program from January 2015
to December 2018 at the Buton Tengah Health Office.

3. Results

Figure 1. Report of the cases of Acute Respiratory Infections by gender

The results of the study show that based on sex, from 2015 to 2018 the distribution of patients
with ARI more often affects women. In 2015-2016 the distribution of patients with ARI was the
same for both men and women. Handling of efforts to reduce ARI incidence from year to year has
decreased, and this shows that the management of ARI in Buton Tengah has succeeded in
reducing the rate of ARI in infants in Buton Tengah district in 2018, (Figure 1).



Figure 2. Report of the cases of Acute Respiratory Infections under five years

Based on the age distribution of toddlers who have ARI disease is toddlers aged 1- <5 years.
In 2015-2016 the distribution of toddlers who had the most ARI was equal to 20% at ages 1 - 5
years, in 2017 the incidence of ARI in toddlers decreased to 16%, namely at ages 1- <5 years
while in 2018 experienced decrease is 8% at ages 1- <5 years. Whereas at the age of <1 year in
2015 and 2016 the distribution of children under five with ARI was 9%, in 2017 the incidence of
ARI in children under five decreased by 5% and in 2018 the placement of children with ARI
increased to 6%, (Figure 2).

Figure 3. Distribution of the cases of Acute Respiratory Infections



Based on the sub-district area in Buton Tengah district, it was found that in 2015 and 2016 the
incidence of ARI in infants was most prevalent in the Wamolo sub-district, in 2017 the highest
rate of ARI in infants was in the Lakudo sub-district, while in 2018 the highest frequency
happening in the region of the sub-district Sangia Wambulu, and Mawasangka Tengah, (Figure 3).

4. Discussion
ARI is an acute inflammation of the upper and lower respiratory tract caused by infection with

microorganisms or bacteria, viruses, without or accompanied by inflammation of the lung
parenting [8]. The upper ARI is generally caused by a virus, while the lower ARI can be caused by
bacteria and viruses [9]. The lower ARI caused by bacteria usually has severe clinical
manifestations that cause several problems in its treatment [10]. Meanwhile, other factors in the
occurrence of ARI include LBW (mild birth weight), malnutrition, indoor air pollution, not getting
full breast milk, dense occupancy, incomplete immunization and deficiency of vitamin A [11].

ARI starts when microorganisms or foreign substances such as drops of liquid are inhaled,
enter the lungs and cause inflammation. If the cause is a virus or bacteria, fluid is used by
attacking organisms for development media. If the reason is a foreign substance, the liquid
provides a growing place for plants that already exist in the lungs or respiratory system [12].
Rehabilitation in preventing the occurrence of ARI disease can be done with physical
rehabilitation if there are physical health problems due to ARI [13],[14]. Maintain good nutritional
condition, immunization, maintain personal and environmental cleanliness, and prevent children
from dealing with ARI sufferers [15]. Treatment includes supportive treatment and antibiotics
[16]. The most common cause of ARI is a viral infection, so antibiotics for this infection are not
rational except for sinusitis, exudative tonsillitis, exudative pharyngitis and inflammation of the
middle ear [17],[18].

Treatment of patients with ARI is intended to prevent the continuation of mild ARI to
moderate ISPA and ARI is becoming a severe ARI and reduce severe ARI mortality. Treatment of
ARI disease can also be done in several ways, one of which is to treat patients in the hospital. If
treatment for all children with chest wall withdrawal is not possible, consideration can be given to
antibiotic therapy at home with close supervision in children who do not experience severe chest
wall withdrawal, cyanosis, or signs of very severe disease [19].

5. Conclusion
The upper ARI patients are found mostly in the age group 12- <60 months, which is more

common in boys than in girls with a ratio of 1.2: 1. The incidence of ARI in Buton Tengah tends
to decrease from year to year. Children who experience the most ARI are 1 - <5 years.
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