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EVALUATION OF OCCURRENCES OF LOW BACK PAIN AMONG HEALTH CARE

WORKERS IN UNIVERSITY OF PORT HARCOURT TEACHING HOSPITAL, NIGERIA

ABSTRACT
Low Back Pain is a common musculoskeletal health condition that affects 50 to 80 per cent
of people at some point during their lifetime. It is said to be one of the leading causes of
activity restriction and job loss worldwide, imposing enormous financial hardship on
individuals, families, communities, corporations, and governments. It is a widespread and
challenging problem among healthcare workers that might have a significant impact on the
lives of other colleagues they work with. The present study investigated the occurrences of
low back pain among healthcare workers at the University of Port Harcourt (UPTH), Nigeria.
The study population comprised all 2424 healthcare workers in UPTH from which 334
wereused following the application of ‘the Krejcie and Morgan sampling technique. The
methodology used was a descriptive research. design.” A research questionnaire was used to
obtain data from the respondents, while Pearson Product Moment Correlation aided by
Statistical Package for Social Sciences (SPSS) was used for data analysis. The study
consequently revealed.a high prevalence of low back pain (81%) among healthcare workers
in the University of Port Harcourt Teaching Hospital and that the physical work environment
might contribute to the occurrences of low back pain. There was a negative relationship
between general health conditions and the occurrence of low back pain in healthcare workers
in UPTH (R®=-0.61). There was a relationship between the years of engagement at work of
the healthcare workers and the occurrence of low back pain with a chi-square value of
313.655; however, there was no relationship between the sociodemographic characteristics
and the prevalence of low back pain among healthcare workers in UPTH. The study
concludes that prolonged sitting or standing without ergonomic breaks can increase the risk
of occurrence of low back pain. The study recommends the provision of ergonomic breaks
for healthcare workers in UPTH in addition to regular health examinations to improve the
general health conditions of healthcare workers.Education and training courses on back care
ergonomics and patient transfer should be regularly implemented and reviewed for healthcare

workers.
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1.0 INTRODUCTION

Pain is an unpleasant emotional state that starts in one body part but can be perceived by the
mind. It is a self-defence process in which a person defends a wounded component from
further harm [6]. Pain, muscle tension, or stiffness in the lower section of the spine

(lumbosacral area) is known as Low Back Pain (LBP) [7].

LBP is one of the most common types of work-related musculoskeletal

disorders (Nair, 2020; Tavakkol, 2020). It is said to be one of the leading causes of
activity restriction and job loss worldwide, imposing enormous financial hardship on
individuals, families, communities, corporations, and governments. Despite significant efforts
in primary prevention in various countries, a high prevalence of back pain, especially low
back pain, among healthcare workers has persisted for years [9]. LBP is not only the most
common cause of functional disability worldwide, but it is also known to affect around 90 per
cent of the world’s population at some point in their lifetime [8, 10, Fayzi et al., 2022]. Low
back pain is also thought to be one of the most frequently occurring musculoskeletal
disorders affecting the working population in both the developed and developing countries of
the world [11].

LBP is recognized as a cause of morbidity in developed countries across various occupational
settings, particularly among healthcare workers (HCWSs) such as physicians, nurses, and technicians,
who are especially susceptible to LBP (Mukhtad and Mohamed, 2018).According to the US
Department of Labor, approximately one million injuries and illnesses caused by private
industry, and state and local government employees resulted in days off work.Low back pain
(LBP) and low back problems generally accounted for 16.6% of all injuries and illnesses,
resulting in 191,479 days absent from work [1]. The cost of pain surpassed the cost of cancer
and diabetes by 30%, according to a study funded by the National Institute of Health. The
authors went on to say that medications for pain management cost $16.4 billion per year, and
lumbar operations cost $2.9 billion. Indirect expenses for pain were estimated to be $18.9

billion in disability compensation and $6.9 billion in lost productivity [2].



In recent decades, occupational health issues involving the musculoskeletal system have
received a lot of attention. LBP is one of them and has been described as a worldwide
problem with a particularly high prevalence rate [3]. The word "pain" describes an
uncomfortable and emotional sensation brought about by a real or probable tissue injury [4].
It is a common symptom of a wide range of illnesses and is known to have a significant

influence on a person's quality of life and general functioning [5].

LBP mostly affectstheworkingpopulationinbothdevelopedanddevelopingcountries,
resultinginindividualimpairment (World Health Organization) [12,13]. Chronicbackpaincan
be caused by an injury, an illness, or strains on multiple bodily components, and it.can range
in severity from mild to severe. Nursing profession has a reputation. for.being a high-risk
profession for musculoskeletal issues, particularly LBP. Back pain.is thought to:be the reason

why about 3.5 percent of nurses resign from their jobs [8].

LBPisthemostcommoncauseoftemporarydisabilityamongthegeneralpopulationunder 45
yearsofage, anditisthethirdmostcommoncauseofphysicalactivityrestrictionin  people who
havehadheartproblemsorrheumaticdiseasesin ‘the age group. under 45 years, according to
studies conducted in the United States [14].

According to the World Health Organization [12], "health care personnel” include "all paid
workers in organizations or institutions whose primary goal is to improve health, as well as
those whose personal activities are mostly intended to improve but who work for other sorts
of organizations". Health workers-as professionals have major cases of occupational LBP and
injuries in the lumbar area since their career isuniquewithintenseemotionalandphysicalstrain,
andtheyaresubjectedto acombinationofmechanicalandpsychologicalstressat work [15]. This
may be due:to a:lack of space or movement limits imposed by unique working conditions,
working positions in dialysis units, operating rooms, and intensive care units which are
usually,uncomfortable. During their shifts, nurses are obliged to walk and stand up more than
warehouse personnel, typically for more than 6 hours each day [16]. Despite the fact that
several risk factors, such as working posture, melancholy moods, obesity, body height, and
age, have been identified among healthcare workers, the exact causes of back pain remain

unknown, and reaching aprecise diagnosis is also known to be difficult [17].

Back pain is proposed to be caused by a variety of personal physical variables such as
decreased cardiovascularfitness, lowbackmuscularendurance, changedmotorcontrolpatterns,

poorspinalposture, andlimitedsagittalrangeofmotioninworkersinthehealthcareindustry [18-20].



Physical inactivityandexcessivelevelsofvigorousphysicalactivityespecially when repetitive

movements such as vibrations are involved have also been connected to back discomfort.

LBPhas a direct impact on the amountandqualityofhealthcareofferedtoclients, aswellasthe
productivity of healthcare workers at work. This condition (LBP) is a source of significant
financial burden because it is a major cause of medical expenses, absenteeism from work
which is the source of income (with consequent risk of being laid off work and job loss), and

disability.

Ifthisproblemisnotaddressedeffectively, it can result in psychological despair and suffering,
as well as financial and societal costs. Other consequences of this condition include reduced
quality of life, work disability, incessant need for sick leave, and early retirement which
further reduces the number of manpower available in the already depleted workforce in the
healthcare industry. In light of this, the occurrence of
LBPamonghealthcareprofessionalsattheUniversityof - ‘Port “Harcourt Teaching Hospital

inNigeria was investigated.
2.0 MATERIALS AND METHODS
2.1 Area of Study

This studywasconductedinthestateof Rivers.” Rivers State, usuallyknownasjustRivers,
isoneofNigeria’s36 states. Accordingto figures from the 2006 National Population Census,
the state has a population 0f5,185,400 people, making it the sixth most populated in the
country. PortHarcourt, Rivers State’scapital,
isthecountry’slargestmetropolisandthecentreofthecountry’soilsector. TheAtlanticOcean
bordersRiversStateon thesouth, Imo, Abita, andAnambrastates on thenorth, AkwalbomState
on theeast, andBayelsaandDeltastates on thewest. Manyindigenousethnicgroupslivethere,
includingthelkwerre, Ibani, Opobo, Eleme, Okrika, andKalabari, aswellasEtche, Ogba,

Ogoni, Engenni, Obolo, andothers. Figure 1 shows the map of Rivers State.
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Fig. 1 Map of Rivers State showing the location of UPTH
2.2 Population of the Study

The participantsinthisstudywereallofthehealthcare ~ workersattheUniversity
ofTeachingHospitalinRiversState, a: total of 2424 people. Doctors, nurses, therapists,
laboratory scientists, cleaning staffdand technicians were among those who consented to
participate in the research. data collection process for four (4) weeks. From October 8 to

October 29, 2021, a four-week:period was in effect.

Convenience, accessibility,-and participant willingness were among the selection criteria.
by the

practicalitiesofselectingparticipantswithinareasonabledrivingdistanceaswellasthosewhoindicat

Participants: participation in the study is explained
eadesiretoparticipate. The researcher was not aiming for a precise trait of “"excellence," as this

is difficultto define and determine.
2.3 Participant Solicitation/Gaining Access/Informed Consent

The researcher used a script/solicitation letter to invite people to participate. The participants
needed to be aware of the study's expectations. Both verbally and in writing, these
expectations were communicated. The

participantswereinformedthattheymightwithdrawatanymomentduringthestudy.

workersattheUniversity {

Comment [NM1]: Health staff or health care
workers




2.4 Sample andSampling Techniques

The studyusedarandomsamplingtechnique. To arrive at a sample size of 334, the researcher
used the Krejcie and Morgan [21] sampling method. This is shown in Equation 1.

_ _ X?NP(1-p)

ST BEWO-D+x?P(1-P) @
S is the sample size required, X? represents the chi-square table value for 1 degree of freedom
at the desired confidence level(3.841), N is the number of people, P is the proportion of the
population(assumed to be 0.50 since this would provide the maximum samplesize), d i= the

degree of precisionrepresented as a percentage(0.05).

The KrejcieandMorgan[21]table was also used toestablishthesamplesizeforthestudy,

whichisdisplayedin Table 1.

Table 1: Population and corresponding sample size

S N S N S N S N S

10 100 80 280 162 800 260 2800 338
14 110 86 290 165 850 265 3000 341
19 120 92 300 169 900 269 3500 346
24 130 97 320 175 950 274 4000 351
28 140 108 340 181 1000 278 4500 354
32 150 108 360 186 1100 285 5000 358
36 160 113 380 191 1200 291 6000 361
40 170 118 400 196 1300 297 7000 364
44 180 123 420 201 1400 302 8000 367
48 190 127 440 205 1500 306 9000 368
52 200 132 460 210 1600 310 10000 370
56 210 136 480 214 1700 313 15000 375
59 220 140 500 217 1800 317 20000 377
63 230 144 550 226 1900 320 30000 379
66 240 148 600 234 2000 322 40000 380
70 250 152 650 242 2200 328 50000 381
73 260 155 700 248 2400 331 75000 382
76 270 159 750 254 2600 335 1000000 384

Note: N is population size; S is sample size (Source: Krejcie& Morgan, [21])



In this case study, there are 2424 health workers in the institution. From the table above, the
sample size is 334.31 respondents. Thus, a total of 334 respondents were chosen as the

sample size.
2.5 Instrument for Data Collection

For thisstudy, aresearchquestionnaire titled "Questionnaire on Occurrence of LBP among
Health Workers in UNIPORT Teaching Hospital (QOLBHW)" was created for the
participants the participants in this study were given copies of the questionnaire.
Thequestionnairewasdividedintosections.

SectionAtookideographicinformationfromrespondents, whilesectionB was left :open-ended,
with B1, B2, and B3 sections enabling participants to rely on the occurrence of LBP among

health workers at their health facility.
2.6 Validation of the Instrument

The magnitude towhichatestismeasuredisreferred . toasvalidation.  Theterm"validity"
isusedbysomeresearchers. "Validity is a subjective judgment madeon the basis of experience
and empirical indications," Afolabi and Adeleke [22] stated.
“Validityasks"Isthetestmeasuringwhatyouthinkit’smeasuring?Asaresult,

tovalidatetheinstrument, afaceandcontentauthenticationtestwasperformed on
thequestionnairecreatedforthisstudy.«Face validity is the idea that a test should look validon
the surface to test what it'is designed to- test, whereas content validity is the extent to which
the test items cover the behavioural objectives represented by the theoretical concept being

evaluated, according to.Okoye[23].
2.7 Reliability of the-lnstrument

The . test-retestapproachwasusedtodeterminetheinstrument’sreliability. The first exam was
given to ten (10) healthcare employees who were not part of the study's target population. A
week later, the same responders were given the second exam. Cronbach Alpha was used to
link the results of the two tests. The reliability of the instrument was then determined by the

value obtained. The purpose of the dependability test was to find out the following:
1) The clarity of the items utilized in the study

2) The feasibility of the proposed data analysis method



3) Uncertainty of items, to which the respondent was unable to respond to
4) The necessity to expand some sections of the questionnaire.

The instrument's reliability was determined according to Borg and Gall's [24] guideline of
using the Cronbach Alpha for instruments that are likely to give dichotomous responses and
have various parts that require section-by-section dependability. As a result, Cronbach Alpha
was used to examine the data from the pre-test (pilot research) conducted on health workers
picked from outside the study area. The IBM Statistical Package for the Social Sciences
(SPSS) software version 20.0 was used to calculate the dependability coefficients for various
parts. The instrument as a whole, however, received a score of 0.76..This figure:was deemed
high enough to demonstrate the instrument's reliability, as. the higher the reliability
coefficient, the more trustworthy the device is for data collecting. Cronbach Alpha () is

calculated as shown in Equation 2

a=-—"_ @)

p+(N-1).c
The averageinter-item covarianceamongtheitemsisc, the. average variance is 7, and
Nisthenumberofitems. However, the 1BM, statistical package for the social sciences(SPSS)
software version i20.0 was used to determine the Cronbach alpha for the study’s instrument.
Therefore:
If 0> 0.5, accept the instrument as being reliable

If 0 < 0.5, reject the instrument as being unreliable
2.8  Method of:Data;Collection

A total of three hundred and thirty-four (334) questionnaires were sent out. Three hundred
and twenty:(320). questionnaires were filled and returned (about 97.3% of the questionnaires
sent out were returned). Out of the 320 questionnaires received, only three hundred (300)
questionnaires were considered fit for analysis by the researcher (about 90% of the
questionnaires sent out were fit for data analysis). The questionnaire used was created with
Google Forms, and a link was created and shared with case study participants via the health

institution's Whatsapp group.

2.9  Method of Data Analysis



Data wasanalyzedusingmeanandstandarddeviations, and hypotheses were tested using

Spearman Correlation and Pearson Product Moment Correlation (PPMC).
3.0 RESULTS
3.1  Demographic Variables

Table 2 displays the cross-tabulation between the gender and job roles of the respondents
sampled in the study. Among the administrative staff, 21 were females while 5 were males.
Among the cleaning staff sampled, 7 were females while 3 were males. Among the medical
practitioners who responded, 95 were females and 121 were males while.among:the nurses
there were 21 females and 10 males. Finally, the porters sampled in this study were 6 females
and 11 males respectively. Thus, a total of 26 administrative staff, 10.cleaners; 216 medical
practitioners, 31 nurses and 17 porters were sampled respectively for this'study. In summary,
150 (50%) respondents were males and another 150 (50%) respondents were females. Table 3

displays the years of engagement of all staff, from the:cleaners to the medical practitioners.



Table 2: Gender and Job Role Cross tabulation

Job role Total
Administrative | Cleaners | Medical Nurses Porters
Staff practitioners
Female |21(81%) 7(70%) | 95(44%) 21(68%) |[6(35%) |150
Gender Male |5(19%) 3(30%) |121(56%) 10(32%) |11(65%) | 150
Total 26 10 216 31 17 300
Table 3: Years of Engagement at Work and Job Role Cross tabulation
Job role Total
Administrative |Cleaner | Medical Nurse |[Porter
Staff practitioner
1-5yrs 18 2 32 4 4 60
Years of11-15yrs |3 4 78 9 6 100
engagemen 16 -20yrs |1 0 15 3 1 20
tatwork  21-25yrs |1 3 12 4 0 20
6-10yrs |3 1 79 11 6 100
Total 26 10 216 31 17 300

Table 4 outlines. the-different department and job roles of the respondents sampled in this
study. Among the administrative staff, 4 worked in the Internal medicine unit, 3 in the
Paediatrics department/unit, 4 in the Community medicine unit, 7 in the Family medicine
department;:2 in the Obstetrics and Gynaecology (O&G) unit, 4 in the Surgery unit and 2 in
the Pathology unit. Among the cleaners, 3 were in the Internal medicine unit, 1 in the
Paediatrics unit, 1 in the Community medicine unit, 1 in the Family medicine unit, 1 in the
O&G wunit, 2 in the Surgery unit and 2 in the Pathology unit. Among the medical
practitioners, 62 were in the Internal medicine unit, 16 were in the Paediatrics unit, 20 were
in the Community medicine unit, 7 were in the Family medicine unit, 15 were in the O&G

unit, 79 were in the Surgery unit and 17 were in the Pathology unit. Among the nurses, 9



were in the Internal medicine unit, 3 were in the Paediatrics unit, 3 were in the Community

medicine unit, 2 were in the Family medicine unit, 3 were in the O&G unit, 9 were in the

Surgery unit and 2 were in the Pathology unit. Finally, among the porters, 4 were in the

Internal medicine department, 4 were in the Paediatrics department, 1 was in the Community

medicine unit, 1 was in the Family medicine unit, 2 were in the O&G unit, 3 were in the

Surgery unit and 2 were in the Pathology unit.

Table 4: Department and Job Role Cross tabulation

Job role Total
Administrative | Cleaner | Medical Nurse [Porter
Staff practitioner
Internal medicine | 4 3 62 9 4 82
Paediatrics 3 1 16 3 4 27
Community
o 4 1 20 3 1 29
Medicine
Department ) o
Family Medicine | 7 1 7 2 1 18
0&G 2 1 15 3 2 23
Surgery 4 2 79 9 3 97
Pathology 2 1 17 2 2 24
Total 26 10 216 31 17 300

According to.the:responses from the respondents, about 88 percent which represented a total

of 264 respondents agreed that they were not satisfied with the physical environment

(structural. facilities) in their workplace. Based on their responses, the researcher concluded

that the structural facilities were inadequate and that this was a contributing factor in the

occurrence of LBP among healthcare workers who used the facility.




Table 5: Responses on satisfaction with the physical environment

Items Frequency percent Cumulative Percent
No 264 88.0 88.0

Yes 36 12.0 100.0

Total 300 100.0

From the responses in Table 6, about 73 percent (219) of the respondents agreed that there is
a likelihood of pain being strongly associated with their current clinical.practices. 16.3
percent (49) saidthat there is a weak association between pain and.their current;clinical
practice while 10.7 percent (32) of the respondents asserted that pain was not associated at all

withtheir current clinical practices. Based on the responses, there is a:strong association
between pain and the respondents’ current clinical practices.In another study, Trinkoff
et al. reported LBP as the most common musculoskeletal disorder in nurses

at the University of Maryland, USA (Trinkoff et al., 2002).

Table 6: Responses on the likelihood of pain associated with clinical practices

Items Frequency |Percent |Cumulative
Percent

Not associated at all 32 10.7 10.7

Weakly associated 49 16.3 27.0

Strongly associated 219 73.0 100.0

Total 300 100.0

It was observed that 21.3 percent (64) of the respondents spent 0-1 hour sitting, 34 percent
(102) respondents spent 2-4 hours sitting down, 32 percent (96) of the respondents spent 5-6
hours sitting down while 12.7 percent (38) of the respondents spent more than 6 hours sitting
down. Also, 17.3 percent (52) of the respondents spent 0-1 hour standing, 53 percent (159) of
the respondents spent 2-4 hours standing, 22 percent (66) of the respondents and 7.7 per cent
(23) of the respondents spent more than 6 hours standing. More so, 58.3 per cent (175) of the
respondents spent 0-1 hour walking, 23 per cent (69) of the respondents spent 2-4 hours
walking, 13.3 per cent (40) of the respondents spent 5-6 hours walking and 5.3 per cent (16)



of the respondents spent more than 6 hours walking. Thus, the respondents spend 0-1 hour of
their time walking, 2-4 hours standing and 5-6 hours sitting. The findings corroborate with
another study by Mohd et al. [25], which found that prolongedsitting, poorfitness,
asedentarylifestyle, anduncomfortableworkposturesare all risk factors for LBP. When
compared to those who work for less than 4 hours by standing, Simsek et al. [26] found that
those who work for4—8 hours by standing have0.145 times greater risk while those who work
for more than 8 hours by standing have 0.185 times more risk.
Whencomparedtothosewhoworkedforlessthan 4 hoursbysitting, thosewhoworkedfor4-8

hoursbysittinghad4.7 times therisk.

In Table 7, 18.3% (55) of the respondents claimed to have experienced:low back discomfort
for less than a month. Low back discomfort was reported by 25%. of respondents (75%) to
have been present for at least 1-6 months. 10.7% (32) of the respondents said they had been
suffering from LBP for 7-12 months, while 46% (138) said they had been suffering from LBP
for more than a year. As a result, the prevalence of lower back pain among health workers is

significantly high. This is in line with the findings of Fayzi etal. (Fayzi et al., 2022).

Table 7: Respondent'with:.LBP.and duration.

Frequency | Percent |Cumulative Percent
<1 month 55 18.3 18.3
1-6 months 75 25.0 433
7-12 months 32 10.7 54.0
>1 year 138 46.0 100.0
Total 300 100.0

Table 8 displays the visual analogue scale for measuring pain among healthcare workers.
40.7 percent (122) of the respondents rated 1-4, 26.3 per cent (79) of the respondents rated 5-
7, 12.7 per cent (38) of the respondents rated 8-10 and 20.3 percent (61) said it did not apply
to them. The number of responders that confirmed the prevalence of LBP they had using the
VAS was significant, indicating that LBP was common among healthcare employees.Johnson
& Edward[27] complement the findings of this study by reporting that 37.8% of 648 Greek
public office workers had one-year prevalence. Pain-related sleep disruptions were reported

by 37% of office clerks with persistent LBP. Age, gender, BMI, adjustable back support,



clerk body position when sitting, sitting time of more than6 hours, job satisfaction, repetitive
labour, and anger within30 days before the trial were all significant factors for LBP

recurrence, according to multiple logistic regression models [27].

Table 8: Visual Analog Scale for Measuring Pain

Frequency |Percent |Cumulative Percent
14 122 40.7 40.7
5-7 79 26.3 67.0
8-10 38 12.7 79.7
Not applicable 61 20.3 100.0
Total 300 100.0

The correlation coefficient between general health and LBP. was obtained to be-0.61. It
indicates that there is a negative association between general health and the occurrence of
LBP. This suggests that if health care workers'overall health improves the occurrence of LBP
decreases, and vice versa. The findings support the findings of Bohman et al. [28] showing a
healthy lifestyle is linked to a reduction‘in long-term LBP among women with intermittent
LBP. Mierswa and Kellmann.[29] found an elevated risk of acquiring LBP among smokers in

a sample of 60 pain-free administrative staff from German universities.

To investigate the relationship between the prevalence of LBP and job role, a test of
significance was ‘done and the chi-square value of 3.30 was obtained which is less than the
critical. value=of 9.49-at 4 degrees of freedom. So there is no relationship between the

prevalence.of LBP and job role atthe University of Port Harcourt.

Similarly,:there is no correlation between the incidence of LBP and the age of health workers
in the University of Teaching Hospital because the calculated chi-square value obtained was
5.515 which is less than the chi-square critical value 0f9.49 at4 degrees of freedom. In
conclusion, there is no link between sociodemographic factors and the prevalence of LBP
amonghealthworkersattheUniversity ofTeachingHospital. This supports the findings of Kwon
et al. [30], who found no statistically significant link betweenLBP and age when other

characteristics such as obesity, smoking, degree of activity, educational attainment, and stress



level were held constant. Furthermore,
thereisnolinkbetweenemploymentroleandtheoccurrenceoflowback discomfort. As a result,
there is no link between socio-demographic factors and the prevalence of LBP

amonghealthcareprofessionalsattheUniversity ofTeachingHospital.

The relationship between years of work engagement and LBP among health workers was
investigated. There is a link between years of job engagement and LBP
amonghealthworkersattheUniversity ofTeachingHospital, asthe computed Chi-square value

of 313.655 is more than the Chi-square critical value of 21.03 at degree of freedom 12.

40  Conclusion

For academics, the study has produced empirical data on the “occurrence’ of LBP
attheUniversity ofTeachingHospital, which can be used in_comparison studies by other
researchers. This study also gave management attheUniversity ofTeachingHospital
information on how their employees feel about their physical work environment, allowing
them to set up appropriate workstations and increase their'workers' welfare and well-being.

Based on thefindingsofthestudy, thefollowingconclusionsweremadeforthestudy;

1. Long periods of sitting or standing witheut taking.ergonomic breaks can raise the risk of
LBP.

2. Because most of the healthcare professionals attheUniversity ofTeachingHospital are

constantly exposed, there'is a significant prevalence of LBP among them.

3. At the University. ofTeachingHospital, thereisalinkbetweengeneralhealthandthe occurrence

of LBP among healthcare employees.

4. The. incidence. of LBP amonghealthworkersattheUniversity ofTeachingHospital is

unrelated to.the respondents' socio-demographic factors.

5. Among the health workers attheUniversity ofTeachingHospital, there is a link between

years of work engagement and low back discomfort.

The prevalence of the issue is notably high, making it crucial to implement a strict no-weight-lifting
policy. Hospitals should be adequately equipped with the necessary lifting equipment, as these

measures could significantly help reduce the high incidence of LBP among healthcare workers.



It is therefore recommended that UPTH's management guarantee that its employees'
workstations are as pleasant as possible to limit the incidence of LBP in these healthcare
workers. To reduce the occurrence of LBP, healthcare professionals should take ergonomic
pauses. Due to the high frequency of LBP in healthcare workers, primary medical caregivers
should have a high index of suspicion to implement management early and perhaps improve
the quality of life of healthcare workers. Regular health discussions and health education for
UPTH healthcare personnel to raise awareness of the causes of LBP and how to avoid it
should be held. The health talks will also cover how to ensure that the ergonomic breaks put
in place are followed. Regular health checks to screen for and treat other health.disorders, as

there is a link between the occurrence of other health conditions and the occurrence of LBP.
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