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Abstract 
Background: There arc several respiratory diseases 
(RDs) in the Nigerian populace. However, reports 
on the incidence and physiotherapist's involvement 
in the care and management of RDs is scarcc. This 
study investigated the incidence, pattern of RDs and 
referral for physiotherapy care in two Nigerian 
teaching hospitals. 
Methodology: A 10-ycar retrospective audit of RDs 
was conductcd at two Nigerian University teaching 
lospitals, Osun State, South-west, Nigeria. A total 
:>f2,637 case files of patients with RDs from January, 
2005 to December 2014 were reviewed. Types of 
RDs, socio-dcmographic information, duration of 
lospitalization, referral for physiotherapy carc, and 
;tatus at the point of discharge (dead or alive)] were 
ecordcd. Data were summarised using descriptive 
statistics and graphical representations. 
Results: The frequency of RDs was 12.4% in both 
lospitals. Pneumonia and respiratory tract infections 
RTI) 1446(54.8%), tuberculosis 460(17.4%) and 
;hronic obstructive pulmonary diseases (COPD), 
196( 11.2%) were the predominant forms of RDs. 
vlorc males than females were aficctcd especially 
:hildren whose ages ranged between 0 - 9 years 
instituting 58.2%. Pneumonia/ RTI and COPD were 
he leading causes of death, 42 .1% and 23 .3% 
espcctivcly. Majority of the patients, 77.9% were 
Jischargcd within the first week of admission while 
>nly 4(0.2%) of all eases of RDs were referred for 
physiotherapy. 
Vinclusion: The frequency of respiratory diseases 
n two tertiary health institutions in South-west, 
Nigeria from a 10 year review was high. Pneumonia 
ind COPD were the leading causcs of hospitalisation 
•vhile male children were more vulnerable with high 
Mortality and refer ra l for phys io therapy was 
extremely poor. 
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Resume 
Contexte: II cxiste plusicurs maladies rcspiratoircs 
(MR) dans la population nigcrianc. Ccpcndant, les 
rappor ts sur Tincidencc ct la part icipat ion du 
physiothcrapeute dans les soins et la gestion des MR 
sont rarcs. Ccttc etude a ctudic Fincidence, le schema 
des MR et le renvoi pour les soins dc physiotherapic 
dans deux hopitaux d'enscigncment nigcrian. 
Methodologie: Unc verification retrospective dc 10 
ans sur les MR a etc mcnec dans deux hopitaux 
d'enscigncment dc FUnivcrsi te nigcrianc, Etat 
d 'Osun , Sud-Oucst, Nigeria. Un total dc 2637 
dossiers de cas de patients attcints de MR de janvicr 
2005 a dccembrc 2014 a etc examine. Les types dc 
MR, les donnecs sociodcmographiqucs, la durcc dc 
H o s p i t a l i s a t i o n , le renvoi pour les soins dc 
physiotherapic ct le statut au point dc dcchargc (mort 
ou vivant)] ont ctc cnrcgistrcs. Les donnecs ont etc 
rcsumccs a Faidc dc statistiqucs dcscriptivcs ct dc 
representations graphiqucs. 
Resultats: L'frequence des MR a etc dc 12,4% dans 
les deux hopitaux. La pneumonic ct les infections 
dc la trachcc rcspiratoirc (ITR) 1446 (54,8%), la 
tubcrculosc460 (17.,4%) ct les maladies pulmonaircs 
obstructives chroniqucs (MPOC) 296 (11,2%) ctaicnt 
les formes predominates dc MR. Plus dc males que 
dc femmes ont etc aITcctcs, en particulicr les enfants 
dont les ages variaicnt cntrc 0 ct 9 ans, rcprcscntant 
58,2%. La pncumonic/ITR ct la MPOC ont etc les 
pr incipals causcs dc dcccs, rcspcctivcmcnt 42,1% 
ct 23,3%. La majoritc des patients, 77,9% ont etc 
libcrcs au cours dc la premiere scmainc d'admission 
alors que sculcmcnt 4 (0,2%) dc tous les cas dc MR 
ctaicnt rcfcrcs pour la physiotherapic. 
Conclusion: Pfrequency des maladies rcspiratoircs ^ 
dans deux ctablisscmcnts dc santc tcrtiairc dans 1c 
sud-oucst, du Nigeria a partir d 'unc evaluation dc ^ 
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10 ans ctait clcvcc. La pneumonic ct la MPOC ont etc 
lcs principalcs causcs d'hospitalisation, tandis que les 
enfants masculins etaicnt plus vulncrablcs avee unc 
mortalitc clcvcc ct lc renvoi pour la physiothcrapic ctail 
cxtrcmcmcnt mcdiocrc. 

Mots elds: Frequence. Schema, Maladie rcspiratoirc. 
Institution de saute tertiaire. Physiothcrapic 

Introduction 
The prcvalcncc of respiratory diseases is on the 
increase globally [I]. According to the Br i t i sh 
Thoracic Society [2], a p p r o x i m a t e l y 1 in 7 
individuals arc afTcctcd by some forms of chronic 
lung disease, most commonly chronic obstruct ive 
pulmonary disease (COPD), which includes asthma, 
chronic bronchitis and emphysema. Data from the 
Centres for Disease Control and Prevention indicated 
that 16.2 million adults and 6.7 million children had 
asthma leading to more than 10.6 million visits to 
office-based physicians and a minimum of 444,000 
hospital stays [3, 4]. Similarly, acute respiratory 
infections in children under 5 years of age arc the 
most frequent causc of death from lung disease 
causing more than 4 million dea ths annua l ly . 
Furthermore, pulmonary tuberculosis (TB) constitutes 
the most frequent causc of death from a single pathogen 
in persons aged 15 to 49 years accounting for a total of 
2 - 3 million deaths annually [5]. 

According to Lozano et al [6] when the top 
ten leading causcs of death w o r l d w i d e a r c 
considered, four belong to respiratory d iseases 
namely chronic obstructive pulmonary d i sease 
(COPD), lower respiratory t r ac t i n f e c t i o n s , 
pulmonary TB and lung cancer. Lower respiratory 
tract infection (RTI) and pulmonary TB arc ranked 
second and eighth respectively as major causes of 
mortality in Africa [6]. In Nigeria, lower RTI 
constituted the second leading causc of death in all 
age brackets in 2002 and pulmonary T B was the 
seventh leading causc of death accounting for 4 % of 
all deaths [7]. It is'now evident that rates of death 
from lower RTI is more than double for each decade 
of life, whereas rates of death from pulmonary T B 
remain relatively constant [8]. Respiratory diseases 
have thus remained major public health conccrn and 
may continue to put heavy burden on the health care 
system if urgent actions arc not taken. 

Although national immunisation programme 
for the prevention and control of c h i l d h o o d 
communicable diseases has led to s u b s t a n t i a l 
reduction in the prcvalcncc of major killer diseases 
among children, respiratory diseases arc still among 
important leading causcs of morbidity and mortality 
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in sub-Sahara Africa (SSA) [9]. Several factors but not 
limited to poor nutritional status among children, 
persistent air pollution and increasing smoking habit 
a m o n g young adults as well as increasing aged 
population have been identified as risk factors for the 
increasing incidence of respiratory diseases in SSA [9, 
10]. Unfortunately, there arc few studies investigating 
the incidence of respiratory diseases in the south-west 
of Nigeria and also Nigeria as a whole. 

Management of respiratory diseases has 
always been domiciled in tertiary health institutions 
d u e to i nadequacy of specialised hcalthcarc 
practitioners and facilities at primary and secondary 
health care ccntrcs. In Osun State, south-western 
Nigeria, there arc only two tertiary health institutions 
providing medical scrviccs to a huge population of 
patients in the citics. However, larger numbers of 
inhabitants in Osun State arc living in the rural 
communities with limited acccss to medical scrviccs. 
T r e a t m e n t s of respiratory diseases using 
pharmacological approaches have been reported to 
be e f fec t ive for controlling infections, airway 
clearance and efficient breathing. However, many 
patients remain burdened with respiratory disability 
due to easy fatigability and poor cxcrcisc tolerance. 

T h e r e is cvidcncc that cxcrcisc plays 
significant role in reducing the burden of respiratory 
diseases through improvement in cxcrcisc capacity 
and quality of life [11, 12]. However, there is dearth 
of empirical data on pattern and involvement of 
physiotherapists in the management of respiratory 
diseases in Nigeria despite the prevailing cvidcncc 
of its impor tance in the literature. This study 
conducted a 10 - year retrospective audit on the 
frequency and pattern of respiratory diseases and 
referral for physiotherapy care in two tertiary health 
institutions in Osun State, South west, Nigeria. 

Methodology 
This retrospective study was conducted in Ladokc 
A k i n t o l a Univers i ty of Technology Teaching 
Hosp i t a l (LAUTECH), ' Osogbo and Obafcmi 
Awolowo University Teaching Hospital Complex 
( O A U T H C ) l lc-Ifc Osun State, Nigeria. The 
LAUTECH is a slate government owned institution 
established about 20 years ago. It is Ibcatcd in 
Osogbo, capital city of Osun State. The hospital has 
more than 350 bed spaces and receives referral from 
all the neighbouring citics and states close to Osun 
State. The hospital is well developed with modem 
facilities for respiratory care and a good number of 
experts in pulmonology and respiratory carc. 

The Obafcmi Awolowo University Teaching 
Hospital Complex (OAUTHC) lie - Ifc Osun State, 
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Nigeria was founded more than four dccades ago 
and is being funded by the Federal government of 
Nigeria. It was founded 011 integrated comprehensive 
health care services based on a pyramidal structure 
desmncd to secure excellent and efficient services. 
1 he institution lias more than 850 bed spaces and 
pro\ ides health-care services to more than 10 million 
Nigerians in South West Zone of Nigeria. The 
services co\er neighbouring states including Ondo, 
Oyo, Hkiti. Edo and part of Kwara Stale 113]. 

Procedure 
The ethical approval for this study was obtained from 
the Health and Research Ethics Committee of the 
Inst i tute of Publ ic Heal th , O b a f c m i Awolowo 
University, He - Ifc, Nigeria. Permission to examine 
case files of patients with respiratory diseases within 
period of years under review (January, 2005 to 
December, 2014) was sought and obtained from both 
institutions. The procedures for data collection were 
111 two stages. Stage 1 included obtaining records 
from the health information technology units of the 
medical record of L A U T E C H and O A U T H C to 
assess the total number of patients diagnosed and 
admitted for various respiratory diseases during the 
period under review. Fur thermore , the q i s e file 
number and other relevant information needed to 
facilitate the retrieval of case file in the medical 
record library were obtained. Data that were obtained 
covered January, 2005 and December, 2014. Stage 
2 involved selection of case files of patients with 
various respiratory diseases over the period under 
review and individual case notes were traced out and 
scrutinised to obtain data including gender, age, types 
of various respiratory diseases, number of patients 
referred for physiotherapy and status at discharge 
(dead-or alive) and yearly distribution of various 
respiratory diseases. Other relevant information to 
this study was obtained from the case file. 1 he data 
were organised and tabula ted . Age g roup was 
classified into ten years interval and duration of 
hospitalisation. Information obtained were recorded 
and stored in a storage device. 

Data analysis 
Data were analysed using descriptive statistics of 
frequency, percentage and graphical representations. 
The Statistical Package of Social Sciences (SPSS 
version 19) was used to perform statistical analysis. 

Results 
I able I showed annual distribution of respiratory 
d i seases at L a d o k e Akintola Unive r s i ty of 
Technology Teaching Hospi ta ls ( L A U T E C H ) , 
Osogbo and Obafcmi Awolowo University Teaching 
I lospitals Complex (OAUTIIC). He- Ifc, Osun State, 
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South west, Nigeria over a period of ten years 2005 
to 2014. The incidence rates of respiratory diseases 
in LAUTECH and OAUTI IC were 33.0 and 67.0% 
respect ive ly . Highest inc idence of r esp i ra to ry 
d i s e a s e s was wi tnessed in year 2 0 1 0 with a 
prevalence rate of 12.4% and a distribution rate of 
40.5 and 59.5%. However, year 2011 recorded the 
lowest incidence of respiratory diseases with 6.6%. 
The incidence rate of pneumonia/ respiratory tract 
infection (RTI) during the years under review at both 
teaching hospitals was 54.8% followed by pulmonary 
t u b e r c u l o s i s , 17 .4% and c h r o n i c o b s t r u c t i v e 
pulmonary diseases (COPD) with 11.2 %. Pleural 
e f fus ion and pulmonary oedema were the least 
respiratory diseases (Table 2). 

Table 1: Annual distribution of respiratory diseases at both 
teaching hospitals 

LAUTECH OAUTHC All 
Year n(%) ' n(%) N(%) 

2005 104(33.1) 210(66.9) 314(11.9) 
2006 101(39.3) 156(60.7) 257(9.7) 
2007 85(32.1) 180(67.9) 265(10.0) 
2008 104(35.5) 189 (64.5) 293(11.1) 
2009 104 (35.7) 187(64.3) 291(11.0) 
2010 87(31.0) 194(69.0) 281(10.7) 
2011 101(40.4) 149(59.6) 250(9.5) 
2012 64(26.7) 176(73.3) 240(9.1) 
2013 100(40.0) 150(60.0) 250(9.5) 
2014 84(42.9) 112(57.1) 196(7.4) 
Total 934(35.4) 1703(64.6) 2637(100.0) 

Key: LAUTECH- Ladoke Akintola University of 
Technology Teaching Hospital 
OAUTHC - Ohafemi Awolowo University 
Teaching Hospitals Complex 

Table 2: Frequency and pattern of various respiratory 
diseases recorded at both teaching hospitals 

Respiratory 
Diseases 

No. of cases Percentage 

Pncumonia/RTI 1446 54.8 
Pulmonary TB 460 17.4 
C O P D 2 % 11.2 
Asthma 205 7.8 
Chest Injury 109 4.1 
Pleural Effusion SO 3.1 
Pulmonary Oedema 41 1.6 
Total 2637 100.0 

Key; RTI - Respiratory tract injection. COPD - Chronic 
obstructive pulmonary diseases. TB - Tuberculosis 
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Key: Yrs: years 
Fig. 1: Age distributions of respiratory diseases at both leaching hospi ta ls 
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Key: R Tl Respiratory tract infection, COPD - Chronic ohstriu live pu/monarv diseases 
Fig. 2: Annual distribution ofall respiratory diseases at both teach ing hospitals 

The age distribution of patients with various respiratory 
diseases showed that individuals within age group of 0 
- 9 years were mostly affected with a total prevalence 
of 53.9%. However, individuals older than 90 years 
recorded least prevalence of 0.6% (Figure 1). Table 3 
shows gender distribution of respiratory diseases by 
age at both (caching hospitals during the years under 
review. The total prevalence of respiratory diseases was 
57.4%. Male children within the age group of 0 - 9 years 
constituting 53.9% recorded highest prevalence of 
respiratory diseases. Males also recorded higher 
prcvalcncc cxccpl in the age group of 20-29 years with 
a prcvalcncc rate, male to female of 46.6% and 55.4% 
respectively. 

The annual distribution of respiratory diseases 
showed that pneumonia had the highest prevalence 
rate.. Highest prevalence rates of pncumonia/RTI 
were recorded in years 2009, 2010 and 2013 
respectively (Figure 2). The mortality rate resulting 
from all respiratory diseases was 10.1%. The highest 
mortal i ty rate -15.3% from respiratory diseases 
occurred in 2005 while the lowest- 3.3% occurred 
in year 2013. Findings from this study also showed 
that there was progressive but inconsistent decline 
in mortality bctw.cn years 2005 to 2014 (Table 4). 
Table 5 shows tnc mortality rale resulting from 
various respiratory diseases during the years under 
review. Pncumonia/RT I remained consistently the 
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Table 3: Gender distribution of respiratory diseases by 
a lie at both teaching hospitals 

Age (year) Male Female All 
n (%) n (%) N (%) 

0 9 828(58.2) 594(41.8) 1422(53.9) 
1 0 - 19 79(52.7) 71(47.3) 150(5.7) 
20 29 79(46.6) 98(55.4) 177(6.7) 
30 - 39 70(50.4) 69(49.6) 139(5.3) 
40 - 49 65(52.0) 60(48.0) 125(4.7) 
50 - 59 68(56.2) 53(43.8) 121(4.6) 
60 - 69 135(60.3) 89(39.7) 224(8.5) 
7 0 - 7 9 130(67.0) 64(33.0) 194(7.4) 
8 0 - 8 9 45(65.2) 24(34.8) 69(2.6) 

>90 10(62.5) 6(37.5) 16(0.6) 
Total 1509(57.2) 1128(42.8) 2637(100.0) 

Table 4: Distribution of death and live cases recorded 
per annum at both teaching hospitals 

Year Death Alive All 
n (%) n (%) N (%) 

2005 48(15.3) 266(84.7) 314(11.9) 
2006 38(14.8) 219(85.2) 257(9.7) 
2007 32(12.1) 233(87.9) 265(10.0) 
2008 , 23(7.8) 270(92.2) 293(11.1) 
2009 24(8.3) 267(91.7) 291(11.0) 
2010 23(8.2) ' 258(91.8) 281(10.7) 
2011 24(9.6) 226(90.4) 250(9.5) 
2012 8(3.3) 232(96.7) 240(9.1) 
2013 30(12.0) 220(88.0) 250(9.5) 
2014 16(8.2) 180(91.8) 196(7.4) 

Total 266(10.1) 2371(89.9) 2637(100.0) 
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Table 6 shows the duration of hospitalization for 
v a r i o u s r e s p i r a t o r y d i s e a s e s and r e fe r r a l 
physiotherapy care at both teaching hospitals. Most 
patients were discharged from hospitals within the 
first week of admission with a prevalence rate of 
77.9% while fewer patients were hospitalized more 
than nine weeks. However, the rate of referral 
showed that only 0.2% of all cases of respiratory 
diseases were referred for physiotherapy care 
throughout the years under review. 

Table 6: Duration of hospitalisation and referral for 
physiotherapy care at both teaching hospitals 

Duration (week) No. of cases Percentage 

0 - 1 2054 77.9 
1 - 2 389 14.8 
2 - 3 132 5.0 
3 - 4 47 1.8 
4 - 5 1 0.0 
5 - 6 3 0.1 
6 - 7 3 0.1 
7 - 8 5 0.2 

> 9 3 0.1 
Total 2637 100.0 
Referral for , 
physiotherapy carc n % 
Yes 4 0.2 
No 2633 99.8 
Total 2637 100.0 

Table 5: Mortality distribution from various respiratory diseases at both teaching hospitals 

Respiratory condition No. of case No. of death Percentage 

Pncumonia/RTI 
COPD 
Pulmonary TB 
Chest Injury 
Pleural Effusion 
Pulmonary Oedema 
Asthma 
Total 

1446 I I 2 4 2 1 

296 62 23.3 
460 * 4 0 1 5 6 

109 1 7 6 4 

80 1 4 5 3 

4 1 12 4.5 
205 9 3 4 

2637 266(10.1)* 100.0 

•Total Death Rate = 10.1% . , • ™ ^ , 
Key: COPD - Chronic obstructive pulmonary diseases. RTI - Respiratory Tract Infection, TB Tuberculosis 

leading cause of mortality throughout the years. The 
prevalence of death rate from pncumonia/RTI alone 
was 4 2 . 1 % fo l lowed by C O P D (23 .3%) and 
pulmonary TB (15.6%) while the least cause of death 
from respiratory diseases was asthma with 3.4%. 

Discussion 
This study investigated the prevalence, pattern and 
referral for physiotherapy carc for respiratory 
diseases in two government owned tertiary health 
institutions during a ten year period - 2005 to 2014. 
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The result indicated a high incidcncc of rcspii atoiy 
diseases such that Obafcmi Awolowo University 
Teaching Hospitals Complex (OAUT HC), He I c 
had higher eases of respiratory diseases compared 
to Ladokc Akintola Univers i ty of Techno logy 
Teaching Hospi ta l , O s o g b o , O s u n Sta te . I he 
plausible explanation for the dilfcrcncc between the 
two teaching hospitals could be that the OAUT HC 
receives larger number of patients, more medical 
facilities and had presence of a large number of 
expe r t s in the f ield of r e s p i r a t o r y med ic ine . 
Furthermore, the hospital is one of the leading centres 
for care of respiratory diseases being funded by the 
Federal government of Nigeria. 

Findings from our study also show that a 
prevalence ratio of male to female was 1.3: 1, 
implying more males than females were affected by 
respiratory diseases. This finding is also similar to a 
study by Rogcrson et a I, [14] who reported higher 
incidence of respiratory diseases in men. However, 
this is contrary to the findings of Dcsalu et al, [15] 
who reported male to female ratio of 1:1.4. The 
gender bias in the incidence of respiratory diseases 
may be due to hormonal differences between male 
and female. It has been reported that oestrogen might 
confer a protective mechanism on women from 
respiratory diseases until after menopause [16]. 
Furthermore, male gender might possibly be at higher 
risk of respiratory diseases due to risky lifestyle 
including smoking and alcohol abuse. However, Ibch 
and Ele, [17] were of the opinion that the rate of 
respiratory disease might be changing without gender 
difference perhaps due to an increasing prevalence 
of smoking habit among women in the recent time. 

Highest incidcncc of respiratory diseases was 
found among children within the age group of 0 - 9 
years. This is in agreement with the findings of 
Kumar et al, [18] who reported that incidcncc of 
respiratory diseases decreases with increasing in age. 
The reason for high incidcncc in this age group could 
be adduced to low immune status in this age category. 
Furthermore, studies have reported that children with 
low socio-economic s t a tus arc more prone to 
respiratory diseases [19, 20]. Poor nutritional status 
and poor neighbourhood environment including air 
pollution may lead to development of respiratory 
diseases among children and adul ts [10, 20]. 
Considering the pattern of respiratory diseases in the 
two health institutions, pncumonia/RTI, COPD were 
the leading causcs of morbidity and mortality in this 
study. This is consistent with the findings of previous 
studies that pneumonia and COPD were the leading 
causcs of death as a result of respiratory diseases 
[21,22]. 

/f 'V 

W c found that death rate from respiratory 
disease w a s high. Similarly, reports Iron, Ireland |23J 
.,ls« indicated that respiratory disease is the second 
i di g » . « » r to." ^ c o - i n g l», 42% ,,f 
dea ths however , this figure has fallen by almost a 

'li ter 173] Our finding was also similui lo thai of 
Mcnc7.es c>/ al. 124] w h o reported that mortality from 
respiratory diseases w a s high but ts gradual v on the 
decline Although, findings from our study show that 
there was progressive decline in the mortality rate 
f r o m 2 0 0 4 ( 1 8 . 1 % ) to 2 0 0 7 (8 .7%) . nonetheless 
reduction in death rate appears not yet satisfactory 
The reduction in mortality rate could be explained 
from the view point o f improvement in health care 
services national immunization programme against 
killer diseases such as whooping cough, tuberculosis 
and increasing awareness against the risk factois such 
as smoking and changes in lifestyles that predispose to 
respiratory diseases. Furthermore, availability of ami -
retroviral d rugs for the treatment of HIV could also 
contribute to the reduction in the incidence of 1 B and 

other chest conditions. 
Trea tment of r e sp i r a to ry d i sease involves 

m u l t i - d i s c i p l i n a r y a p p r o a c h . T h e use of 
pharmacological intervention such as antibiotics, 
cort icosteroids and expec toran ts helps to control 
infec t ions , re l ief of b r c a t h l c s s n c s s , suppresses 
immune react ions, lessen acu te exacerbat ion and 
lower mortality [25, 26]. Furthermore, patients with 
respiratory diseases usual ly exper ience dyspnea, 
fatigue and impair cxcrcisc tolerance. Exercise has 
been found to be c a p a b l e of enhanc ing aerobic 
performance and improve cxcrcisc capacity. Excrcisc 
is one of the c o r e p h y s i o t h e r a p y p rac t i ces for 
improving strength, dyspnea and functional capacity, 
strengthening of breathing muscles and thoracic cage 
compliance, cxcrcisc tolerance, and quality of life 
[12, 27]. Various phys io the rapy procedures and 
techniques including postural drainage, relaxation 
methods and brea th ing control a r e important in 
improving respiratory care. 

Findings from our study show that referral for 
physiotherapy care is poor. Previous studies have 
shown that p a t i e n t s vviih r e s p i r a t o r y diseases 
improved s ign i f ican t ly fo l lowing physiotherapy 
intervention 125 - 27]. Similarly, physiotherapists 
also use different methods to help clear excessive 
secretion along airway and breathing techniques to 
lessen energy expenditure during labored breathing. 
In addition, increased physical activity and improved 
health-related quality of life has direct link with 
reduction in all-cause mortality |26, 27]. Systematic 
icviews and meta-analyses also showed that patients 
with C O P D and acu te hypcrcapn ic respiratory 
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failure, physiotherapy carc including non-invasive 
ventilation reduced mortality compared to usual carc 
and reduced the need for intubation [28, 29]. Several 
factors not limited to lack of multidisciplinary team 
a p p r o a c h , c o m m u n i c a t i o n bar r ie r and lack of 
k n o w l e d g e o f p h y s i o t h e r a p i s t s ' r o l e in the 
management of respiratory diseases among experts 
in respiratory carc might account for the poor referral 
for physiotherapy carc. 

T h e o u t c o m c of t h i s s t u d y s h o u l d be 
in te rpre ted with cau t ion due to s o m e inherent 
limitations. This report was mainly hospital-based 
findings which might not be true reflection of what 
is obtainable at community level. This might limit 
the gcncralizability of our findings to other settings. 
Furthermore, the actual causcs of death in patients 
with respiratory diseases were not ascertained as not 
all cases of death had post mortem reports. 

Conc lus ion and r ecommenda t ions 
In conclusion, incidence of respiratory diseases is 
high among patients attending government owned 
tertiary health institutions in Osun State, south-west, 
N i g e r i a . P n e u m o n i a and c h r o n i c o b s t r u c t i v e 
pu lmona ry d i s e a s e s , w e r e the leading causcs of 
morbidity and piortality and children below ten years 
old were more vulnerable especially males. Referral 
of p a t i e n t s w i t h r e s p i r a t o r y d i s e a s e s fo r 
physiotherapy carc was extremely poor. There is an 
urgent need to i n c r e a s e a w a r e n e s s a b o u t t h e 
importance of physiotherapy in respiratory care in 
Nigeria to enhance effective management and rcducc 
morbidity and mortality associated with respiratory 
diseases. Government should fo rmula te policies 
against tobacco smoking, air pollution by industries, 
good environmental hygienic practiccs, reduction in 
biomass materials for cooking and tarring of roads 
to reduce inhalation of dust that can easily predispose 
individuals to respiratory diseases. Children less than 
10 years should be given greater attention in the carc 
for respiratory diseases. Furthermore, referrals of 
respiratory diseases for physiotherapy carc should 
be e m p h a s i z e d in o u r h o s p i t a l s . In a d d i t i o n , 
community physiotherapy should be intensified to 
cducatc the populace about the havoc of indoor and 
outdoor b iomass po l lu tan t s in the ae t io logy of 
respiratory diseases. 
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