Joumnal of Populalion vol. t1, no. 1, 2005: 35-69 35

The Impact of Passive Smoking at
Home on Respiratory Diseases:
Results from the Indonesia 2001
National Survey Data

Triasih Djutaharta
Abdillah Ahsan
Tata Tachman
Hendratno
Elizabeth Gilpin

Abstract. This study uses raw data covering over 17,000 respondents from
the 2001 National Socio-Economic Survey (NSES) and 2001 Narional
Household Health Survey (NHHS), including 3621 children under 10 years
of age. to invesiigate the relationship between respiratory diseases and
expostre to sccondhand cigarctte smoke through living in a home where
people smoke. An important finding is that children under 10 years of age
who live in homes where 30 or more cigarettes are smoked each day are
significantly more likely to have various respiratory diseases than children
who live in smoke-free hones.

Keywords: Tobacco, smoking; secondhand smoke; environmental
tobacco smoke; cigareltes; tobacco policy; respiratory
disease; Indonesia.

1. INTRODUCTION

Tobacco use is one of the causes of death among adults.
Many smokers greatly underestimate the risks to their health and fives, in part
because diseases caused by smoking usually take decades to develop. The
number of smokers and smoking prevalence in Indonesia appears to he
increasing. Smoking prevalence among males 10 year and older rose from
51.3 percent in 1995 to 54.5 percent in 2001 (CBS, 2001). Over the same
period, smoking prevalence among teenage girls aged 15-19 years increased
from 0.7 percent (Suhardi, 1997) to 0.9 percent (Sirait, 2002).
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Cigarette smoke is not only dangerous for smokers but also for people
around them (passive or involuntary smokers). There is an extensive
mternalional literature documenting the health risks of exposure to
secondhand smoke. For example, Janson et al. (2001) studied that 7,882 adults
{age 2048 years) who had never smoked in 16 European countries and found
that passive smoking in the workplace was significantly associated with all
types of respiratory symptoms and current asthma (odds ratio 1.90 [95% CI
0.90 to 2.88]).

Adioetomo et al. (2001) found that based on the results of the 1999
National Socio-Economic Survey (NSES) 57.2 percent of households in
Indonesia included one or more smokers. Household smoking prevalence is
highest among the lowest income families: 55.6 percent for households with
low income and 50.8 percent for households with high income. Members of
poor families are more likely to live with a smoker than members of better-off
families.

The results of the 1995 National Household Health Survey (NHHS)
indicates that the main cause of death after discases of the circulation system
in Indonesia was disease of the respiratory system (MOH, 2000, for deaths at
all ages). The 2001 National Health Survey (Surkesmas/Survei Kesehatan
Nasional) shows the same patterns as in 1995 (Djaja et al., 2002).

According to the California Environmental Protection Agency
(CEPA, 1997) environmental tobacco smoke (ETS) (also called secondhand
smoke) can cause (a) impaired development and sudden infant death, (b)
respiratory illness, (¢) cancers, and (d) cardiovascular effects. The respiratory
diseases related to ETS exposure are acute lower respiratory tract infections in
children (bronchitis and pneumonia), asthma induction and exacerbation in
children, chronic respiratory symptoms in children, eye and nasal irritation in
adults, and middle ear infection in children.

A large study in California (CEPA, 1997) showed that ETS
exacerbates asthma (relative risk/RR=1.6 to 2). Relative risks for respiratory
effects in children were also large: RR was 1.62 for middle ear infection and
1.5 to 2 for lower respiratory discase in young children. Asthma was induced
in 0.5 to 2 percent of ETS-exposed children (RR=1.75 to 2.25). Other studies
support these findings (e.g. Cook and Strachan, 1999). The odds ratio for
respiratory illness and symptoms was 1.2 if either parent smoked, and was
higher for pre-school than school-aged children. Further, Mannino et al.
(1996) found that environmental tobacco smoke exposure at home is an
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important predictor of increased morbidity of children. Children who were
exposed to environmental tobacco smoke had a higher incidence of acute
respiratory illness. Janson et al. (2001) found that passive smoking increased
the likelihood of experiencing respiratory symptoms. Ashley and Rerrence
(1998) comment on the public health and economic impact of children's
cxposure to environmental tobacco smoke. Janghorbani and Bafti (1999)
document an increase in frequency of respiratory illness among Iranian infants
and children exposed to secondhand smoke.

These data indicate that children are especially sensitive to the
respiratory effects of ETS exposure, and the home is the most important site
of this exposure. Coughing is one symptom of respiratory illness infection.
According to the 2001 National Social Economic Survey (CBS, 2001), in
Indonesia 26 percent of the urban population and 25 percent of the rural
population complained about their health in 2001. Among them, 40 percent
suffered from coughing, 41 percent from fluw/cold and 33 percent from fever,
A higher percentage of chil.dren than adults suffered from these symptoms.

The time children spent at home and the extent to which people
smoke in homes make home the main source of ETS exposure for children.
Children spend much of their time at home, and often gather near to other
family members who are at home. About 92 percent of Indonesian smokers
report smoking at home while together with their family (CBS, 2001), and
about half smoke 11-20 cigarcttes per day. Data from 1995 were similar: 91
percent of smokers (89.3 percent in rural areas and 93.4 percent in urban
areas) said they smoked in their homes. This was the case in all provinces in
Indonesia with the highest percentage in North Sulawesi (94.2 percent) and
the lowest percentage in Bengkulu (81.3 percent)’.

The effect of tobacco smoke is exacerbated by other sources of air
pollution in Indoncsian homes that also increase the risk of respiralory
diseases. According to the results of the 1997 Indonesian Family Life Survey,
50 percent of households used biomass fuel like firewood or charcoal for
cooking®. The percentage of households that used firewood/charcoal as their
main source of energy varics from 47.1 percent (in North Sumalra) to 71.7
percent (in Lampung). The exceptions arc DKI Jakarta and West Java with
1.74 percent and 28.8 percent respectively of households using biomass fuel.

The present study investigates the relationship between secondhand
tobacco smoke exposure at home and respiratory illness among children in
Indonesia. It helps quantify the effects of passive smoking, and should be
considered in decisions about tobacco conirol policy in Indonesia.
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2. STUDY OBJECTIVE AND CONCEPTUAL
FRAMEWORK

2.1 Objective

The main objective of the study is to investigate the impact of
exposure (o tobacco smoke at home on respiratory iliness in children.

2.2 Conceptual Framework

Smoking In the household

- There are smokers at home
- Quanlily of cigareltes smoked

Confounding factors:

- Household socloeconomic status

- Other source of IAP al home and oulside
- House physical cenditions

- Hurmidity

- Demographic factors

Notes:
ETS = environmental tobacco smoke, also called sccandhand smoke.
1AT = indoor air pollution,

As indicated in the diagram above, smoking within the home
produces ETS which may be in part responsible for respiratory illnesses in
children. However, other factors might also play a role.

3. METHODOLOGY
3.1 The Model

According o CEPA ([1997) and several other studies on
tobacco, environment tobacco smoke can affect individual health status. ETS
contains a complex mixture of chemicals that are generated during the buming
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and smoking of tobacco products. Chemicals present in ETS include systemic
toxicants such as hydrogen cyanide and sulfur dioxide, mutagens and
carcinogens such as benzo (a) pyrene, formaldehyde and 4-aminobiphenyl and
reproductive toxicants nicotine, cadmium and carbon monoxide.

Santerre and Neun (1996), using a health economics approach, stated
that health could be considered in a similar way to other good and services.
This view takes the concept of an individual health production process, in
which endowments, lifestyle, environmental factors, socioeconomic (SE)

status and medical care produce health. Age and sex also affect health status. .

Health status reflects the level of health at a point in time. Health
status or another indicator of morbidity such as respiratory diseases or ear
infections among children is a dependent variable in the model. The general
form of the health production function is as follows:

Morbidity = f (ETS, life style, endowment, environment, SE status)

where the independent variables are:
= ETS is environment tobacco smoke,
= Life style factors are smoking and diet,
»  Endowment is measured by educational attainment,
= Environment is a vector consisting of environmental factors inside the
home, and
= SE status is socioeconomic slatus.

4. DATA SOURCES

The study uses raw data from the 2001 National Socio-
Economic Survey (NSES) and 2001 National Household Health Survey
(NHHS). The NHHS is a sub-sample of the NSES. According to the National
Institute of Health Research and Development, the Ministry of Health (2001),
NSES was conducted in early 2001 by the Central Board of Statistics (CBS),
and the NHHS was conducted by the National Institutec of Health Research
and Development, the Ministry of Health (MOH).

4.1 National Socio-Economic Survey (NSES)

The 2001 NSES was conducted throughout Indonesia (except
in Maluku and Daerah Istimewa/Special Region Aceh). Several questions in
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the NSES asked about health characteristics, smoking, cooking fuel, housing
conditions and health expenditure. The NSES was designed by the Central
Board of Statistics (CBS), and the National Institute of Health Research and
Development, the Ministry of Health, helped design the health module
questlionnaire.

Experienced interviewers trained by the CBS collected the NSES
data. They visited every household sampled. They attempted to question each
household member. General household information was collected from the
household head, husband/wife or other household member who was able to
answer the questions.

There were several steps in the NSES sample design. For urban areas,
the first step was selection of blocks using linear systematic sampling from
the block census. The second step was selection of 16 households from each
selected census block using linear systematic sampling.

4.2 National Household Health Survey (NHHS)

The 2001 NHHS is a baseline survey that was integrated with
the 2001 NSES. The NHHS consists of three parts, one of which was a
morbidity study on a sample of 6,272 households comprising 19,280 people
(MOH, 2002). Teams, consisting of a physician and a medical examiner,
conducted health examinations as part of the NHHS. Surveyors were trained
medical workers, such as doctors and midwives.

All members of households in the sample received a general medical
check up. This enabled information to be collected about unperceived and
perceived illness through interviews, physical examination and laboratory
tests, Interviews also gathered medical histories from birth, and asked detailed
questions about perceived illness during the previous month, Diseases were
diagnosed using the International Code for Diseases, ICD-10.

4.3 Merged Dataset

The NHHS was conducted in 26 provinces (excluding only
Acch, Maluku and Irian Jaya/Papua). The data sets were merged, identifying
respondents by codes for province, district, sub district, village, urban-rural
classification, block census number, sample code number and household
sample number. The core module of the NSES included 54,892 households




Joumal of Population vol, 11, no.1, 2005 35-69 41

and 277,432 people. The merged data set from both the NHHS and NSES
contained 17,060 observations (individual respondents), including 3,621
children under the age of 10 years.

4.4 Unit of Analysis

The unit of analysis is each respondent from the merged data
from the 2001 NSES and 2001 NHHS. The main text of this report examines
children under the age of 10 years. Results for persons 10 years of age and
older are also shown in Appendix B which tabulates disease status for the
entire population.

5. VARIABLE

5.1 Independent variables

The independent variables used in the analyses of
children<10 years of age are described below, and Table 1 summarizes the
categories of the variables defined for the statistical analyses.

(a) Environment Tobacco Smoke (ETS)

According to the NSES 2001, smokers stated that they smoked at home,
including when other household members were in the house. The survey
did not ask how many cigarettes they smoked at home, but did ask each
current smoker aged 10 years or more "How many cigareftes did you
consume in the last 24 hours? We used the tolal quantity of cigarettes
smoked by all household members in the past 24 hours as a proxy
measure of ETS at home. The hypothesis is that people living with
smokers have a higher probability of getting respiratory diseases than
people living in households that do not include any smokers.

(b) Balanced Diet
Good eating habits are assumed to be negatively correlated with
respiratory diseases. A balanced diet was measured by houschold
expenditure (purchascs by self and gifts) on several kind of the food
including sources of animal protein {milk, fish, meat and eggs), as well as
vegclables, fruit and pulses.
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(¢} Endowments

Educational attainment was used as the indicator of endowments. We
assumed that more educated people are healthier than less educated
people (Santerre and Neun, 1996). The survey did not gather information
on children younger than 10 years. For the analysis, we created an
educalion attainment variable based on years of schooling of the parents.

(d) Environment

Healthy housing conditions provide a good environment for all household
members. Lubis et al (1996) found that a bad housing environment can
lead to respiratory diseases. They used several environment parameters,
such as floor, wall and ceiling, population densily and cooking fuel.
Soesanto et al. (2000) add other indicators of housing environment:
natural light and ventilation. Humidity inside the house, conditions in the
kitchen and bedroom, and the population density in the household are the
key environmental variables used in the present study. Those conditions
are:

Humidity. Bad ventilation of the house will worsen the- air
conditions and humidity inside the house. A humidity variable
was developed based on whether the widest floor of the house
was made of earth or the widest wall was made of wood or
bamboo.

Bedroom condition. Bad ventilalion in the bedroom (where
people spend many hours) may increase the likelihood of
respiratory diseases. The "bedroom condition" variable was
based on answers to questions about bedroom ventilation and
natural light.

Kitchen condition. If the household uses fuel that causes high
levels of smoke/indoor pollution, household members who spend
a lot of lime in the kitchen or at home are more likely to suffer
from respiratory diseases (Lubis et al, 1996). A kitchen variable
was developed using information about the type of cooking fuel
used and whether the kitchen was well ventilated or not.

Population density. According to Lubis et al. (1996), high
population density inside the house can increase the risk of
young children developing coughs. In our study, a density
variable considered whether the dwelling floor area was less than
or greater than 8§ m’/capita.
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(e) Demographic factors
Two demographic factors were included in the analyses:

Age and Sex, Stansfield and Shepard (1991) suggested that the incidence
of acute respiratory infections is inversely related to age. We assumed that
younger children are more vulnerable to respiratory diseases, and created
an appropriate variable categorizing age. Males were compared to
females.

{f) Socio-cconomic factors
Two socio-economic indicators were considered:

Income. There tends to be a positive relationship between household
income and ‘ealth. According to Thabrany and Hidayat (1999), a study in
Indonesia found that health status improved at higher incomes. However
Santerre and Neun {1996) report that a literature survey showed mixed
empirical results about the relationship between health and income. Our
siudy uses household expenditure as a proxy for household income.

Urban (Location). We hypothesized that urban residents were more likely
to have respiratory diseases because of living in areas of higher
population density and worse air pollution.

5.2 Dependent Variables

The dependent variables in the analysis measure morbidity
due to respiratory diseases and middle ear infections. Composite variables
were created by combining various ICD-10 codes (see Appendix A). Analyses
of children under the age of 10 years used the following dependent variables:

= Specific respiratory discases (respk}: J12-J18, J40-J47,

= Advanced respiratory diseases (respail): J00-J03, JO5-JOG, J10-J18,
J20-)22, J32, 135, J40-J47, and

= Respiratory and middle ear diseases (smorb_cltk): J12-J18, J40-J47,
Ho65-H67.

A complete summary of all variables (dependent and independent)
examined for the analyses for children under 10 years of age is included in
Table 1.
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Table 1

LIST AND CATEGORIES OF ALL YARIABLES

Variable Name

Description of Variable

Respiratory diseases

respk
respall

morb_chk

ETS

Quy0
Qryl
Qry2
Qty3

Balanced diet

Foodab

Sex of child
Sex

Location Urban

HH income

Incl Inc2... Inc5

Education®
Educai

Educal

Based on ICD-10 Code

Specific respiratory discases J12-J18 140-147

Advanced respiratory diseascs J00-J03, J05-J06, J10-18, J20-
122, )32, 135, 140- 347,

Specilic respiratory discases and middle car infection: variable
respk and HES5-HG7

This variable was estimated as total household daily cigarcties
consumption.

None

1-14 cigarenes/houschold/day

15-29 cigareltes’household/day

30+ cigarettes/houschold/day

Proporiion of expenditures on healthy food to total food
expenditure. Healthy food consists of fish, meat, cgg, milk,
vegetables and fruit.

The percentage of healihy food to total foed expenditure
<20%=1, >20%=0

If male sex=1, il female sex=0
If respondent lives in urban area then urban=1 ¢lse urban=0

This variables was estimated using total household
expenditures
Quintile 1, Quintile 2, ... Quintile 5

Household head or wife has <6 years of schooling or cannat
write=1, otherwise=0

Houschold head has < & years education or cannot read=1,
othenvise=0

{Continued)
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Variable Name

Description of Variable

Age of respandent
Age(
Agel 5
Age5-10

Kitchen condition
Kitehd!l

Humidity of house
Humid

Bedroom condition*
Beddl

Bed4
Population density at

hame
Floord

Age <] years
Age | year to <5 years
Age 5 to <|0 years

Houschold uses wood/coal as a fuel and kitchen has bad
ventilation=1, otherwise=0

Housc widest floor is made of earth or widest wall is made of
wood or bamboo=1, othenvise=0

Bedreom has poor ventilation and not ¢cnough natural light
coded=1, otherwise=0

Bedroom has poor ventilation or not enough natural light and
only onc bedroom coded 1, otherwise=0.

Dwelling floor arca is < 8 mllcapila=l >§ m’/capita =0

Nate: * Analyses used dilferent coding for these variables,

6. STATISTICAL METHODS

The relation of the dependent variables to ETS exposure was
examined univariately using Pcarson's chi-square statistics. To account for
possible confounders, the relation between the dependent and independent
variables was then examined using logistic regressions from the STATA
regression estimation program. All the independent variables were included in
the model. To further verify the findings, a stepwise procedure was followed
in which the program runs a series of multiple regressions, each time deleting
one of the predictor variables. The weakest predictor, with the biggest
absolute p value, is chosen for deletion each time. Rotherford and Choe
(1993) called this the method of backward deletion. Independent variables
related to dependent variables with p<0.15 are reported as significant.




46 Resuli from the Indonesia 2001 Nalional Survey Data

7. THE RESULTS
7.1 Disease Prevalence

: A general description of diseases in Indonesia for the entire
population based on the 2001 NHHS is presented in Appendix B. It shows
that acute respiratory diseases are the most common of all discases among
children and younger children are more affected than older ones. For children,
chronic respiratory diseases were the fourth most common disease group.

In the merged 2001 NHHS and NSES data, there are 17,060
individual observations, of which 70% (11,981} lived in households with at
least one smoker. Of the 3,621 respondents under the age of 10, almost 70
percent (69.5%, 2,516) lived in households with at least one smoker and 1,105
(30.5%) lived in a household in which no one smoked, as shown in Table 2.

A detailed distribution of smoking-related diseases according to
whether or not the household was smoke-free is presented in Table 2. The
ICD-10 codes deflining each category are shown, and Appendix A gives a
description of each individual code. The proportion of children with
respiratory diseases (respafl) was slightly greater among children who lived in
households with smokers than in smoke-free households (43% compared to
40%). For the respall or earall definitions of respiratory diseases, 45% of
children in househoelds with smokers and 42% in smoke-free households were
diagnosed. Therefore, children who lived in households with smokers had a
slightly higher probability of getting respiratory disease and ear infection than
children who lived in smoke-free households.
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Table 2
DISTRIBUTION OF TOBACCO-RELATED DISEASES AMONG CHILDEREN <10
YEARS BY HOUSEHOLD SMOKING STATUS, 2001 NHHS AND 2001 NSES

Houschold-Smoking Status

Group Diseases Smoke-free HHs Smoking HHs
Cases % Cases Yo
Tatal observations 1,105 30.5 2,516 69.5
Respiratory discase .
respall J00-J03, JOS5-JO6, §20-J22 443 40.1 1,080 429
132,135, J47
respk J12-J18, 140-J47 36 33 79 31
Ear infection
carall H65-H75, HE0-H83 28 25 75 3.0
eark JG5-167 25 23 64 25
Respiratory diseases & middle ear infection
respall or earall 457 41.1 1112 442
respk or eark 60 5.4 138 3.5
Tuberculosis
Any kind of TB (1ball) (A15-19)" 5 0.5 Lo 04
Tuberculosis (1bk) ( AL5-16) 4 0.4 8 0.3
Any kind of disease related to tobacco use
respall or earall or thall or other groups 462 41.8 1,121 44.6
respk or eark or 1bk or other groups 66 6.0 149 5.9

Note: ' A17 has no observalion.

7.2 Exposure to ETS

As mentioned above, about 30% of children under age 10
years lived in smoke-free households. Around 44% lived in a household were
they were exposed to between 1 and 14 cigarettes per day, another 20% were
exposed to 15-29 cigarettes per day, and 4% were exposed to smoke from
more than 30 cigarettes per day.

Table 3 shows cross tabulations between the number of ciparettes
consumed in the household and the main dependent variables analyzed, and
suggests a clear relationship between the quantity of cigarettes smoked and
risk of respiratory diseases among children. Among children less than 10
years old living in houscholds whose members smoked 30 or more cigarette
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per day, 7.4% had respiratory diseases (respk) compared to 3.2% of children
who lived in households with no members who smoked or where fewer than
30 cigareltes were smoked per day (Pearson chi-square, p=0.024). For
advanced respiralory disease (respall), there was more disease-among children
in homes with intermediate levels of consumption, and those in households
where 30 or more cigarettes were smoked showed a higher rate but overall
statistical significance was not achieved (Pearson chi-square, p=0.517).
Finally, for specific respiratory diseases combined with ear infections
(morb_chk), children living in households that smoked 30 or more cigarettes
per day had over twice the prevalence (12.1%) of these diseases than children
in households where 0-29 ciparettes were smoked (about 5%, Pearson chi-
square, p=0.005).

Table 3
NUMBER OF CIGARETTES SMOKED PER DAY BY HOUSEHOLD MEMBERS AND
DPEPENDENT YARIABLES OF INTEREST IN CHILDREN <10 YEARS

Household All respk respall morb _chk
Eposurc per Day  Observation Cases %  Cases o, Cases %
No cigarrette 1,108 36 3.2 444 40.1 60 54
1-<15 picces 1,609 43 2.7 689 428 82 51
15-<30 picces 755 25 33 322 4206 38 5.0
30 or more picces 149 11 7.4 68 45.6 18 12.1

7.3 Relationship of Independent Variables to
Disease Status

The association of all the independent variables with each of
the dependent ones is examined in the next set of tables.

Table 4 shows that except for sex, all the independent variables
examined in this analysis showed a significant univariate relationship to
respiratory discases (respk). However, income did not show a consistent
relationship; there is no explanation for why the middle quintile should show
lower rates of respiratory diseases for children than households with lower or
higher incomes. In the logistic regression analysis, which adjusts for all the
other variables in the model, exposure to 30 or more cigarettes per day was
still significant. Other variables significantly related to the dependent variable
were diet, income (although not consistently), education of the household
head or wife, child’s age, and the population density in the household. Age
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(younger children) and houschold density (<8m’ capita) showed the strongest
relationships in the multivariate analysis. The backward stepwise procedure
confirmed these findings.

The results shown in Table 5 for advanced respiratory diseases
(respall} were, in general, not as strong as for respk. In the multivariate
analysis, ETS exposure was not significant. Quintile 3 of income again
showed significantly less risk, and the overall income relationship was again
inconsistent. Age was clearly the most important variable, with younger
children most at risk for advanced respiratory diseases. Only one other factor
was independently significant, kiichen condition. These results were
confirmed by the backward stepwise procedure.

The logistic regression results for the combination of respiratory diseases and
ear infections (morb_chk) are shown in Table 6. Children in homes with more
than 30 cigarettes smoked per day showed significantly more specific
respiratory diseases/ear infections than children with no ETS exposure in the
home, after adjusting for all the other variables in the model. Adding ear
infections appears to have increased the strength of the ETS variable. Diet was
also significant both univariately and in the multiple logistic regression, as
were age, kitchen conditions, humidity and population density. Again, age
appears to be the strongest factor to disease. These relationships were again
confirmed by the backward stepwise procedure.

Table 4
DEPENDENT YARIABLE: RESPIRATORY DISEASES (RESPK)
IN CHILDREN <10 YEARS

All Univariate Analysis Logistic Regression
Obser ' Odds  Std. P value
vation  eaces o valuc Ratio  Err. Z
ETS exposure (ciparettes/day
MNone 1,108 36 325  0.024 1.0
I-14 1,609 43 2.07 0.776 0.18 -1.08 0.282
15-29 55 25 3.31 0.957 0.27 -0.16 0.876
10" 149 I 7.38 £.990 0.76 1.79 0.073
Diet
>20% healthy [ood/Iolal food cxpenscs
3,268 95 2.91 0.005 1.0

<20% healthy food/total food expenscs

{Continued}
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Table 4 (continned)

All Univariate Analysis Logistic Regression
Obser p- Odds Std. P value
vation  cpene o value Ratio Err. Z
353 20 5.67 1.559 0.43 1.62 0.104
Sex
Female 1,171 5] 2.88 0320 1.0
Male 1,850 64 346 1.207 0.23 0.98 0.329
Location
Rural 2,362 84 556 0.074 1.0
Urban 1,259 3t 2.46 0.838 0.22 -0.43 0.631
Income
Quint 5 619 15 242  0.018 1.0
Quint 4 737 27 3.66 1.335 0.45 0.85 0.393
Quint 3 788 i3 1.65 0.555 022 -1.42 0.143
Quint 2 794 30 3.78 1.138 0.41 0.36 0.718
Quint | 682 30 439 1.289 0.48 0.68 0.496
Education of HH head or wife (Educai)
>( years of schooling
2,178 56 257  0.011 1.0
<6 years of schooling or cannot write
1,443 59 4.09 1.343 0.27 1.45 0.146
Age (years)
Age 5- 1,551 31 2,00 0.000 1.0
<0
Age 1<5 1,380 5l 70 1.879 0.44 2.71 0.007
Age <l 690 33 4.8 2516 0.65 3.58 0.000
Kitchen condilions
Good ventilation or dogs no1 use coal/wood
3,165 92 2.91 0.0l5 1.0
Poor ventilation and uses coal/wood
456 23 5.04 1.144 0.30 0.51 0614
Humidlly of house, widest floor or widest wall
Not earth or bamboo
1,694 a8 224 0.003 1.0
Earth or bamboo
1,927 77 4.00 1.322 0.30 132 0.220

{Continuec)




Joumal of Population vol. 14, no. 1, 2005; 3569 51

Table 4 (continued)

All Univariate Analysis Logistic Regression
Ob_ser r Qdds Std. P value
vation  aeac % value  Ratio  Err. z

Bedroom condition (Beddl)

Good ventilation or cnough natural light

3,279 99 302 0.096 1.0

Poor ventilation and not enough natural light
342 16 4,68 1115 0.330 0.37 0.712
Population density in home
>Bm/capita 2,805 74 264 0.001 1.0
<8m2/ecapita 816 41 5.02 1.677 0.35 2.47 0.013
Pseudo R? 0.055
Table 5

DEPENDENT YARIABLE: ADVANCED RESPIRATORY DISEASES (RESPALL)
AMONG CHILDREN < 10 YEARS

All Univariate Analysis Logistic Regression
Obser % p- Odds  Std. P
vaton - gceg value Ratio  Err. Z value

ETS exposure (cigarettes/day)

Nonc 1,108 444 40.1 0517 1.0

1-i4 1,609 689 42.8 1.123 0.09 1.43 0.153
15-29 755 322 42.6 1.138 0.11 1.29 0.197
ot 149 68 45.G 1.281 0.23 .36 0.173
Diet

>20% healthy foodftotal food expenses
3,268 1,365 41.8 0.280 1.0
<20% healthy food/total food expenses

353 158 443 1.029 0.12 0.24 0.810
Scx
Female 1,771 756 42,7 0.454 1.0
Male 1,850 767 41.5 0.953 0.06 -071 0.477
Location
Rural 2,362 1,002 424 0546 1.0
Urban 1,259 521 414 1.033 0.08 040 0.686

{Continned)
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Table 4 (conrinucd)

All Univariate Analysis Logistic Regression

Obser % p- Odds  Std P

vation  Caces value Ratio  Err Z value
[ncome
Quint § 619 254 41.0 0.007 1.0
Quint 4 737 in 42.2 1.037 012 032 0.747
Quint 3 788 292 37.] 0.814 .10 -L.75 0.08¢
Quint 2 794 292 45.6 1.127 014 0959 0.323
Quint | G683 304 44.5 1.044 0.14 033 0.743

Education of HH head or wife (Educai)
>0 years of schooling

2,656 1,098 41.30. 0.145 1.0
<6 years of schooling or cannot write '
965 425 440 1.061 0.09 0.74 0.461
Age (years)
Age 5-<10 1,551 566 36.5  0.000 1.0
Apge 1<5 1,380 616 44.6 1.391 011 4.33 0.000
Age<| 690 341 49.4 1.688 0.16  5.601 0.000

Kitchen conditions (Kitchd1)
Good ventilation or does not use coal/ wood

3,165 1,306 413 0011 1.0

Poor ventilation and uses coal/wood
456 217 47.6 1.188 0.13 1.538 0.114

Humidity of house, widest floor or widest wall (humid)
Not earth or 2,607 1,073 41.0 0.037 1.0
bamboo
Earth or 1,004 450 44.8 1.071 0.09 1082 0411
bamboo

Bedroom condition {Beddd)
Good veatilation or enough natural light

3,369 1,407 41.8 0.185 1.0
Poor veniilation and not enough natural light and only one bedroom
252 116 46.0 1.037 0.14 026 0.794
Populgetion density in home
>§m2/capita 2,805 1,163 41.5 I.176 1.0
<Bm2/capita 816 360 44,1 1.092 0.09 1.06 0291

Pseudo R2 0.013
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Table 6
DEPENDENT VARIABLE: SPECIFIC RESPIRATORY DISEASES/EAR INFECTIONS .
(MOREB_CHK} AMONG CHILDREN <i0 YEARS

All Unlvariate Analysis Logislic Repression

Obser % p- QOdds Std. P

valion  Cases value  Ralio Err. Y/ value
ETS exposure (ciparcttesiday)
None 1,108 60 542  0.005 1.0
i-14 1,609 82 5.10 0.871 0.16 -0.77 0441
15-29 755 38 5.03 0.853 019 071 0.477
30" 149 18 1211 2.037 0.62 233  0.020
Dlet
>20% healthy food/to1al food expenses

3,268 164 5.19  0.000 1.0
<20% heallhy food/iotal food expenses

353 34 9.63 1.63] 0.35 230 0021

Sex
Female 1,771 92 519 0.479 1.0
Male 1,850 106 5.73 1111 0.16 0.71 0.477
Location
Rural 2362 147 6.22  0.006 1.0
Urban 1,259 51 4.05 0.808 0.16 -1l 0.267
income
Quint 5 619 27 440 0.033 1.0
Quint 4 737 37 5.02 1.012 027 004 0965
Quint 3 788 35 4.44 0.858 0.24 -0.58  0.560
Quint 2 794 46 5.75 0.96% 0.27 000 0911
Quint | 683 53 7.76 1.237 0.35 0.75 0453

Education of HH hecad or wife (Educai)
>6 years of schooling
2,178 109 5.00 0.132 1.0

<G years of schooling or cannot wrile

1,443 89 6.17 0.962 0.15 -0.25  0.806
{Continued)
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Table 6 fcontinucd)

All Univariate Analysis Logistic Repression
Observa % p-value QOdds Std. P value
tion Cases Ratio Err. Z
Age (years)
Age 5-<10 1,551 64 4.13 £.009 1.0
Age 1<5 1,380 90 6.52 1.614 0.27 2.82 0.005
Age <l 690 44 6.38 1.600 0.33 230 0.022
Kitchen conditions (KitchdI)
Good veatilation or docs not use coal/wood
3,165 155 490 0.000 1.0
Poor ventilation and uses coal/wood
456 43 943 1.412 0.28 1.72 0.085
Humidity of house, widest floor (humid)
Not earth or bamboo
1,694 68 4,01 0.000 1.0
Earth or bamboo
1,927 130 6.75 1.306 0.23 1.54 0.124
Bedroom condition (Beddl)
Good ventilation or encugh natural light
3,279 169 5.15 0.010 1.0
Paor venlilation and not enough natural light
342 29 8.48 1.259 0.28 1.02 0.306
Population density in home
§m’/capila 2,805 134 0.001 1.0
<Rm’/capita 816 G4 7.84 1.460 0.24 229 0.022
Pseudo R? 0.038
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8. CONCLUSIONS AND POLICY
RECOMMENDATIONS

8.1 Conclusions

Of the 3,621 children less than ten years old, nearly 70%
lived in households where at least one person smoked. In most of the smoking
households, fewer than 15 cigarettes were smoked each day in the home.
However, 6% of all children younger than 10 years old lived in homes where
30 or more cigarettes were smoked each day, implying high exposure to
secondhand smoke.

Respiratory diseases (respalfy were common in children (42%),
including acute respiratory infections (29%). These diseases were slightly
more common in children who lived in a household with at least one smoker
compared to smoke-free houscholds (43% vs. 40%). Regardless of whether or
not there were smokers in the household, the occurrence of specific
respiratory diseases (respk) or of this variable combined with ear infections
(morb_chk) were similar. However, all diseases were more common in
households where 30 or more cigarettes were smoked per day than in smoke-
free households: (respk) 7.4% vs 3.2%, (respail) 45.6% vs. 40.1%, and
(morb_chk), 12.1% vs. 5.1%. Only respall showed intermediatc levels in
households where 1-29 cigarettes were smoked per day.

When adjusting for many other factors that might also influence
disease, the logistic regressions with specific respiratory diseases (respk) as
the dependent variable found significant relationships for households where
30 or more cigarettes were smoked per day (elevated compared to smoke-free
households). The child's age (babies and young children compared to those 5-
<10 years), population density (all p<0.10), and unhealthy [ood (p<0.15) were
also significant in the multivariate analysis. While all the other variables
cxcept sex showed significant univariate relationships with the dependent
variable, household income, humidity of the house, and bedroom condition
were not significant in the multivariate analysis.

The logistic regression results were less strong for respall. ETS
exposure was not slatistically significant, and only age of the child showed a
meaningful significant relationship to this dependent variable.

Because morb_chk is a composite of respk and ear infections, the
logistic regression results for this variable were somewhat similar, but in
general less significant than when respk was analyzed separately. However,
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the relationship between ETS exposure and morb_chk was stronger (p=0.02)
than for respk, suggesting a stronger relationship of ear infections to ETS.
Other significant factors were indoor air pollution from cooking, child's age,
whether the household bought healthy food and population density in the
home.

An important limilation to this study is the accuracy of the proxy
measure of ETS exposure. Most likely, not all of the cigarettes smoked by
household smokers were smoked inside the home in the presence of the
children. Thus, it is very likely that lower levels of exposure than indicated
from our analyses are actually associated with the development of respiratory
diseases in children. Another potential limitation is the accuracy in the
diagnosis and reporting of the diseases considered.

The results of our analyses suggest that ETS exposure is an important
independent factor in the development of respiratory infections and possibly
ear infections in children under 10 years of age, even after adjusting for other
contributing factors.

8.2 Policy Recommendations

(a) Educate the public on the fact that secondhand smoke increases the risk of
illness, in order to protect people from exposure to secondhand smoke.

This study adds data from Indonesia, consistent with international
evidence, that children exposed to secondhand smoke in their homes have
a higher probability of respiratory diseases (ICD 10: J12-J18 and J40-J47)
than children living in homes where no one smokes. Children who
become ill are likely to be absent from school and to need healtheare,
sometimes at considerable cost Lo their families. The public should be
educated and informed about the dangers of secondhand smoke.

According to the CEPA (1997), secondhand smoke contains irritants and
systemic toxicants such as hydrogen cyanide and sulfur dioxide, and
mutagens and carcinogens such as benzo(a)pyrene, formaldehyde and
carbon monoxide. Over 50 compounds in cigarelte smoke have been
identified as carcinogens and six as developmental or reproductive
toxicants. Non-smokers especially children should be protected from
exposure to secondhand smoke.




Joumal of Popidation val. 11, no. 1, 2605: 35-69 57
(b) Spread the message that smoke-frec homes are healthier.

A house offers protection from rain and other elements, and is also a place
to rest and relax with family members. Smoke-free homes provide a
healthier environment, and this knowledge has begun to change smoking
behavior dramatically in the United States, where most smokers no longer
smoke in their own homes. Unfortunately, most smokers in Indonesia still
smoke at home. This endangers other people who are exposed to their
cigarette smoke. It should be suggested to smokers in Indonesia that they
are responsible for protecting their non-smoking family members from
cigarette smoke exposure.

{(c) Strengthen enforcement of the smoke-free area law.

Government decree No.19 of 2003 determined that public places such as
healthcare facilities, schools, children’s playgrounds, religious places and
public transportation should be smoke-free areas. However, low
monitoring and enforcement mean that the regulation has not had all of its
intended effect. The government should enforce the law by fining people
who smoke in smoke-free areas and accompany enforcement with efforts
to promote community awareness of the law and its rationale. Woollery et
al (2000) noted that clean indoor-air law enforcement protects non-
smokers and also leads to a significant reduction in smoking prevalence
and average cigarette consumption among continuing smokers.

{(d) Reduce the number of smokers and the amount they smoke.

Reducing the number of smokers and the amount they smoke, and
deterring children and youth from starting to smoke will also improve
health outcomes by reducing the population's exposure to ETS. According
to the World Bank (1999), effective and cost-effective non-price measures
to decrease smoking are; publishing the results of research related to the
dangers of smoking, banning all tobacco advertising and promotion,
educating people about the danpers of smoking and prohibiting smoking
in public and working places. Warner et al (1995) and World Bank (1999)
showed that the tobacco excise tax is an important pelicy tool for
deterring young people from starting to smoke. Young people are
especially responsive to price increases, so higher prices (and taxes) dcter
potential new smokers and also decrease cigarette consumplion among
eslablished smokers.
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NOTES

1. Computed from raw dala of the 1995 National Socio-economic Survey.
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APPENDIX A

ICD-10 CODES FOR RESPIRATORY DISEASES AND
EAR INFECTIONS

The TCD-10 codes for respiratory diseases and ear infections are listed below.

Acute upper respiratory infections (Mannino et al. 1996):

- JOO Acute nasopharyngitis (common cold).

- J01 Acute sinusitis.

- J02 Acute pharingitis.

- J03 Acute tonsiilitis.

- J05 Acute obstructive larymgitis (croup) and epiglotitis.

- JO6 Acute upper respirastory infections of multiple and unspecified sites.

Influenza and Prneumonia (Mannino et al. 1996):

- J10 Influenza due to identified influenza virus.

- J11 Influenza, virus not identified.

- J12 Viral pneumonia, not elsewhere classified.

- J13 Pneumonia due to Streptococcus pneumonia.

- J14 Pneumenia due to Haemophilus influenza.

- J15 Bacterial pneumonia, not elsewhere.

- J16 Pneumonia due to other infectious organisms, not elsewhere classified.
- J17 Pneumonia in diseases classified elsewhere.

- 118 Pneumenia, organism unspecified.

QOther acuie lower respiratory infections (Mannino et al. 1996, CEPA 1997);
- J20 Acute bronchilis.

- J21 Acute bronchiolitis.
- J22 Unspecified acute lower respiratory infection,

Other diseases of upper respiratory trac{ (Mannino et al. 1996):
- J32 Chronic sinusitis.
- J35 Chronic diseases of tonsils and adenoids,

Chronic lower respiratory diseases (Mannino et al. 1996, CEPA 1997):
- J40 Bronchitis, not specified as acute or chronic.

- J41 Simple and mucopurulent chronic bronchitis.

- J42 Unspecified chronic bronchitis.

- J43 Emphysema.
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- J44 Other chronic obstructive pulmonary diseases.

- J45 Asthma (National Health and Medical Research Council 1997)".
- J46 Status asthmaticus.

- J47 Bronchiectasis.

NOTE

1. Many studies carried out in different populations, using a variety of study designs
and different methods of measuring the presence and severity of asthma
symptoms have, with few exceptiens, shown a link between asthma symptoms in
childhood and passive smoking.

Ear infections (EPA (1997):

- H65 Non-suppurative otitis media.

- H66 Suppurative and unspecified otitis media.

- H67 Otitis media in diseases classified elsewhere.

Tuberculosis (TB):

- Al5 Respiratory tuberculosis, bacteriologically and histologically confirm.

- A16 Respiratory tuberculosis, not confirmed bacteriologically or
histologically.

- A17 Tuberculosis of nervous system.

- A 18 Tuberculosis of other organs.

- A19 Miliary tuberculosis.

In the analysis, these diseases are classified into five groups, to create the

dependent variables:

(a) specific respiratory diseases (respk) ICD-10 J12-J18 dan J40-J47,

(b) advance respiratory diseases (respall) JO0-J3, J5-J6, JO-J8, J0-J2, J32, J35,
* J40-]147,

(c) respiratory and middle ear diseases {(morb_chk) J12-J18, J40-47,

H65-H67,
(d) specific TB (tbk) A15-A16, and
(¢) advanced TB (tball) A15-A19.

The first three of the above dependent variables were used in the
analyses of children under 10 years of age.
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APPENDIX B

GENERAL DESCRIPTIONS OF POPULATION DISEASE
PREVALENCE

63

Data from the 2001 NHHS show that the most common diseases were
diseases of the oral cavity, salivary glands, and jaws (dental and oral disease,
ICD-10: K00-K14), with 60% of the sample diagnosed (Table B-1). Disease
related to smoking was also frequent: 24% of the sample had an acute
respiratory infection (acute respiratory infections, influenza and pneumonia
and other acute lower respiratory infections), 16% was diagnosed with
hypertension, and 10% with a chronic respiratory infection (bronchitis,
emphysema, asthma and other chronic obstructive pulmonary diseases).

Table B-1
TEN MOST FREQUENTLY DIAGNOSED DISEASES, BY GENDER, PERCENT
OF 200t NHHS DATA

No. Kind ol Disease ICD-10 Male Female M+F
1. Discase of dental and oral (D&O) K00-K 14 50.1 60.7 599
2. Visual and refraction disturbance H52-H54 29.5 3.7 30.7
3 Acute respiration infection (ARI) Joo-J22 23.1 24.0 23.6
4. Blood-forming disorder & the D50-D89 i8.0 225 203
immune mechanism (BDI)
5. Hypertension no-LI5 14.7 17.4 16.2
6. Other digestive sysiem diseases K20-K93 12.0 17.0 14.6
7 Other cye discase HO0Q-HS51; 12.0 13.1 12.6
H55-H59
3. Skin discascs LOG-L99 11.8 11.8 11.8
9. foint or reciprocat diseases MO0-M99 0.8 12.5 1.7
10 Chronic respiratory infection J40-399 10.2 9.5 0.8
(CRI)
Any king of disease™ 36.6 88.6 82.7
Toral samples 9240 10,040 19,280
Sonrce:  Ministry of Healih, 2002 {2001 NHHS).
Nare:! * Al least ane discase in the 1CD-10.
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The percentage of males and females with acute respiratory infections
and chronic respiratory diseases were similar. Slightly more women were
diagnosed with hypertension; 7%, compared to 15% among males.

The pattern of disease varies by age. Over 55% of aduits (15 vears
and older) had dental and oral disease. The incidence of several other disease
groups rose with age: visual and refraction disturbance, hypertension, other
eye diseases, and joint and reciprocal diseases. For example, the proportions
for hypertension were 6% for 25-34 years old, 15% for adults 35-44 years old
and 43% for adults 55+ years old (Table B-2).

By contrast, children were much more likely to have acute respiratory
diseases, with incidence falling with age. For example, 39% of children
younger than one year and 42% of 1-4 years old children were diagnosed with
an ARI incident in the past month, but this declined to 18% for adults aged 55
and older.

The tenth most frequent disease group was chronic respiratory
infection. For children aged 14 or younger, this was the fourth most frequent
disease group, and incidence was 6% for infants under one year, 9% for
children 14 years old and 12% for children 5-14 years old. The biggest
proportion was among children 5-14 years old and 55+ years old (12% for
both).

Table B-2
TEN MOST FREQUENTLY DIAGNOSED DISEASES, BY AGE GROUP,
2001 NHHS DATA

Ape Groups
Disease Graup ICD-10

<1 1-4 5-14  15-24 25-)4 3544 45.54 55+ Total
In Percentage

Diseases ol dental K00-K14 2.2 1.9 33 56.7 753 824 89.7  90.8 59.9
ard oral
Visunl and refraction  H52-H54 0 02 8.1 13 21,7 423 747 B2S5 10,7
disturbance
Actte respiratory Ja0-322 8.7 42,2 28.8 19.6 19.8 19.3 191 17.6 | 23.6
infection
Disorders of blood &  D50-D89 4.l 13 232 144 14.6 15.9 17.3 267 203
the immune
mechanism
Hypertenslon 1e-115 o 1] 0 0.5 6.1 14,7 276 429 16.2
Other digest system K20-K93 4.4 1.6 6.1 14.9 20 221 i9.8 185 14.6

diseases

(Contimicd)
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Table B-2 (Contirued)

Age Groups
No.  Discnse Grou -10
‘ el P ICD <1 14 514 1524 72534 3544 4554 55+ Total
In Percentage
7 Others eye discases HOO0-H51, 2.6 28 3.1 4 7.5 13.1 222 43 12.6
H55-1159
8 Skin diseases L00-L99 12.3 124 11.3 10.4 11 11.9 13.8 133 11.8
9 Joint or reciprocal MOO-M99 0 0.1 0.4 3! 9.4 16.1 259 39.6 11.7
discases
10 Chronicresplratory  J40-199 6.3 8.7 1L.6 9 8.7 %1 9.3 12 9.8
Infeciion
Sample total 270 1,708 4,170 3,101 3,054 2,736 1,945 2,296 19,280

Source: Ministry of Health, 2002.

Table B-3 shows the incidence of tobacco-related diseases according
to whether or not there was a smoker in the household.




Result from the indonesia 2001 National Survey Data

66

fpanuyies)

- - 4 91 - - vl 69 (LGN "9PN 'Z6-16N) d11HoJu1
ENT YR

T0 ¥ oS 865 v0 ¥ £9 r443 (8Z-SZH) A245 dno1n
BT |

00 0 00 £ 70 Z o0 Z ¢ (ZEL-0ZL) jwng
oing

£0 2 80 1]} ¥0 4 80 ot (91-§1v ) (g1} s1so[molagny,

¥0 ] 60 (i €0 g 60 17 o(61v-61¥) (1egs) €1, J0 pup| Auy
S[so[naI3qn g,

[ gE1 9y s ¥e 09 L'y 6ET yivz 10 ydsas

T r4 DA B 7 4 LIS'E ¥ LS¥ 6'62 FAL! }ypina 10 jppdsad
0})3350] JEI I|PPIW 7 SISEISIP Alojendsdy

§2 9 't stl €T, 54 "1 S¢S L9-59f A48

0t 5L 21 012 $T 14 81 68 £3H-08H'SLH-GOH Ijeted
(34e3) wona)uf 18y

¢ 6L SE 74 €'t 9¢ L't 181 Lir0Fr ‘g1l dsa

AT A A

6Ty 080°1  ¥'8Z L0t'E oy chp 39z 19t'l -0Z( 'S 1C-0L[ “00F-50f ‘£0r-00r (1edsax
(dsayy) aseas|p Atopeaydseyg
07001 91¢'c 0000 18611 0001 SQI'L 0001 6L0°S SU01IBAIISqD [EI0]L,

o4 SA5H]) o 55ED) oh 53a5eD o4 SasE)
UIRTID $qO v mIpind SOy $3SESIP Jo dnoto
SHH 3upjowms SHH 2a1j-a)0Wg

SHHN 1002 ‘SNLVLS ONDIOWS TOHASNOH Ag SASYISIA AFLYTIY 000V4OL 40 NOTLNEIH LS

€-g2Iq.L



67

Jourmal of Population vol.11, no 1, 2605; 3569

(SHHN [002) Z00Z ‘W|EoH Jo Ansiuny aaumog
*SHH 3uljours SHH 2-2)0LLS UOUEAISSQD OU Li-pL[' 141 “L9-S9I ‘€9-09 [t
'rED) PUR ZED A|UO S{qE|ieat UoLRAISqQ (£
‘UONAISGO OU ZE-97 ] PUe £ZL ‘071 (Z

‘suoneaddsqo ou 1y (] aoN
6's 6vl 8Ll L' a9 99 €0z LEQ'T sdnosd 19410 10 Y44 10 3403 10 ydsay
St 1Z1'1 3’6t £9LY 81y or [ArA4 A sdnoad 1oylo o fogs 10 yrapa 1o jadsay
asn 033E(0) 0) PAJE[II I5EISIP Jo pury Luy
0 6 ol gz - - (rd| <19 :ﬁ 8L-€L1 “1L-091 "STI-0TI "0[1) Inad12
SISEISIp AI0JE[NIILY)
. €676 "L9D "¥9D '98D '£$D PE-TED
- - 00 0 - - 00 z 62D TTD 9I-€1D “p1-002) wseydoau
wsedoap
- - - - - - - - (s6d ‘zz-12d ‘L0d ‘s0d) qfjea
Yuiq A[I83 pA)R[dS SUSEASI(]
an sase) o SISE7) o sasey o 53587
T3IPIYD sq0 v u3Ippyy) QO IV sasgasip Jo dnorgy
SHH dupjows SHH 3245-2qowg

{paunie3) g-g ajqel



68 Resoll from the indonesia 2001 National Survey Data

Table B-4 shows that 70% of children (less than 10 years) and 67% of
women (10 or older) lived in households with one or more smoker (HH-S),
implying a high prevalence among women and children of exposure to
secondhand smoke (also called environmental tobacco smoke, ETS).

Tahle B-4
DISTRIBUTION OF SAMPLE WHO LIVE WITHAWITHOUT SMOKERS AT HOME,
INDONESIA, 2001

Status of Specific  Children age <10 Women age 10+ Population 10+ Al population

Population N o N o N o N o
Live withour smoker 1,108 306 2,306 330 3990 29.7 5098 2909
Live with smoker 2,513 69.4 4,082 67.0 9,449 703 11,962 70.1
Total sample 3,621 100.0 6,988 1000 13,439 100.0 17,060 100.0

Senrce: Merped daia of 2001 NHHS and 2001 NSES.

Table B-5 shows that 42% children younger than 10 years old
had respiratory discases (respall). The most frequent disease in the
respall group of children was acute upper respirafory infection (29%})
followed by pneumonia (9%). Among women and girls aged 10 years
or older, 25% had respiratory diseases (respall). The most frequent
disease for this group was acute respiratory disease (17%) followed by
pneumonia (5%). This is fairly similar to the data for children less than
10 years. For the full sample, only 1% was diagnoses with tuberculosis
(thall).
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Table B-5
INCIDENCE OF RESPIRATORY DISEASES BY DISEASE GROUP AND
POPULATION, INDONESIA, 2001

Children <10 Women 10+ All population

years years 10+ years
No. Description Freq. % Freg. Ya Freq. %%
[ Specific Respiratory diseases (respk)
1 J12-J18 21 0.6 9 0.1 15 0.1
2, J40.147 95 2.6 221 3.2 481 3.6
11,12 115 3.2 230 33 496 3.7
] Advance respiratory diseases {(respall)
Acute upper respiratory infections (JOO-
1. J0G), 1,049 290 1,174 168 2,165 16.1
2, Peumonia ($10-J18) 341 2.4 369 53 682 5.1
Onher acute lower respiratory infections
A (120-122) 40 1.1 51 0.7 102 0.8
. J32 & J35 166 4.6 100 14 197 1.5
5. J40-147 95 2.6 221 3.2 481 36
11,112, 113, 114 , 115 1,523 42.1 1,759 252 3345 249
Respiratory discases & middle car
|1 infection (marb_chk)
1. resph (1) 115 3.2 230 i3 496 3.7
2, HG65-HG67 89 2.5 41 0.6 101 0.8
I, 12 198 5.5 267 KR 589 4.4
Total respondents 3,621 100.0 6,988 1000 13,439 100.0
All ages Freq. %
v Specilic TB (tbh) Al5-AlG 141 0.83
v Advance TB (thall) A15-A19 154 0.9
Tolal respondents 17,060 100.0

Sorrce: Merged ravy data, 2001 NHHS and 2001 NSES.






