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Abstract

Background: Musculoskeletal disorders (MSD) constitute one of the main occupational hazards among health care
workers. However, few epidemiological studies on work related MSD among nursing professionals have been
carried out in Africa. The purpose of this study was to assess the work related musculoskeletal disorders and
associated risk factors among nursing professionals in Uganda.

Methods: This was a cross-sectional study of MSD among 880 nursing professionals from five selected hospitals in
Uganda. Data was collected using a questionnaire adapted from the Dutch Musculoskeletal and Nordic Musculoskeletal
questionnaires. Descriptive (mean, standard deviation and percentages) and inferential (Chi square test and logistic
regression analysis) statistics were used to analyse data. Alpha level was set at p < 0.05.

Results: A total of 741 completed questionnaires were analysed (response rate 85.4%). The average age of the
respondents was 35.4 (SD 10.7) years and a majority were female (85.7%). The average working hours per week
was 43.7 (SD 18.9 hours). The 12-month period-prevalence of MSD at anybody site was 80.8%. The most common
site of MSD was the lower back (61.9%). Significant risk factors for reported MSD included often working in a
slightly bent posture (adjOR 2.25, 95% CI 1.20-4.26), often working in a slightly twisted posture for long
(adjOR 1.97, 95% CI 1.03-3.77), mental exhaustion (adjOR 2.05, 95% CI 1.17-3.5), being absent from the work station
for more than 6 months due to illness or an accident (adjO|R, 4.35, 95% CI 1.44-13.08) and feeling rested after a
break (adjOR 2.09, 95% CI 1.16-3.76).

Conclusions: Musculoskeletal disorders affect more than 80% of nursing professionals in Uganda with the most
commonly, affected site being the lower back. Significant risk factors for MSD include; being absent from the work
station for more than 6 months due to illness or an accident, working in awkward postures, pushing/pulling of
heavy loads and mental exhaustion. There is a need for greater advocacy, better working conditions and adoption
of strategies to reduce occupational injuries.
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Background
Africa, with 24 percent of the global burden of disease,
employs only three percent of all health professionals [1].
Nurses in Africa are arguably the most important health
care workers available in most sub-Saharan nations, per-
forming a broad range of tasks and working in settings
where no other health workers, including physicians, are
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available [2]. In Uganda the acute shortage of nursing pro-
fessionals stands at a dismal six nurses to 100,000 popula-
tions [3], with the result that the available few have to
work under relatively difficult conditions.
Musculoskeletal disorders (MSD) have been described

as one of the main occupational hazards among frontline
health care workers in whom they present as a major oc-
cupational problem and a significant cause of morbidity
[4]. Nursing professionals are commonly identified as
being at risk for patient handling injuries, but many other
health care professionals providing direct care during the
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course of a patient’s hospital stay are also potentially at
risk. Patient handling has been identified as a significant
contributor to musculoskeletal injuries among nurses and
nurses’ aides especially injuries to the back, neck, and
shoulders. Despite their large demographic and associated
potential for occupational health problems, few epidemio-
logical studies have investigated MSD risk factors among
African nursing professionals [5,6]. The main purpose of
this study was to assess the work related musculoskeletal
disorders, and associated risk factors among nursing pro-
fessionals in Uganda.

Methods
Study design and setting
This was a cross-sectional study of nursing professionals
MSD from 5 selected hospitals in Uganda. The hospitals
included a purposive sample of 3 regional referral hospi-
tals, one non-governmental private not for profit hospital
and one private for profit hospital. The sample size was
calculated using the online OpenEpi software for sample
size calculation for proportions (www.openepi.com) [7].
We used an assumed prevalence of MSD of 78% as was
reported in the study by Tinubu et al. [6] and precision of
5% (delta). To allow for adequate power during sub ana-
lysis a confidence level of 99.9% for (1-β) was selected to
give a sample size of 743 nursing professionals. To this we
included a 20% additional allowance for non- response.
This gave a final targeted sample size of 890 nursing pro-
fessionals. All nursing professionals in the hospitals were
eligible for inclusion in the study.

Questionnaire design
Data was gathered by means of an anonymous, self-
reporting questionnaire which was adapted from the
standardized Dutch Musculoskeletal (DMQ) and Nordic
Musculoskeletal questionnaires (NMQ) [8,9]. These ques-
tionnaires have been used extensively in research studies
on MSD in the general population and among different
occupational groups [10-16]. The NMQ is a useful tool
for surveillance of work related MSD with an excellent
sensitivity (82.3%- 100%), specificity (51.1%- 100%) and a
high repeatability (Kappa = 0.63-0.90). The DMQ has been
shown to have good reliability (Cronbach’s alpha >0.80)
[9,17-21]. Cross cultural adaptation and psychometric
evaluation of the NMQ and physical work related items of
the DMQ have also been done [22,23]. The DMQ is a vali-
dated tool for the analysis of musculoskeletal workload
and associated potential hazardous working conditions
as well as musculoskeletal symptoms in worker popula-
tions. The DMQ enables a global assessment of muscu-
loskeletal workload and other potentially hazardous
working conditions by seven homogeneous indices (forces,
dynamic loads, static loads, repetitive loads, climatic fac-
tors, vibration and ergonomic environmental factors) and
four separate factors (sitting, standing, walking, uncom-
fortable postures).
The questionnaire was pre-tested, simplified and ad-

justed to the Ugandan setting for easy understanding. It
comprised of a simple tick-box format, with the first sec-
tion covering demographic (individual) items such as
age, tobacco smoking, alcohol consumption, marital sta-
tus, and number of children. The second section focused
on workplace factors such as work hours, shift work,
and career duration as a nursing professional. Questions
addressing psychosocial factors constituted the third
component, and were adapted from the DMQ [8]. Fur-
ther items included their daily physical tasks, posture,
and perceived intensity of work.
MSD were classified according to the criteria of Kuorinka

et al. [9], who defined them as an ache, pain discom-
fort or numbness in the defined area over a set period
of time. MSD questions included an anatomical dia-
gram with specifically shaded areas, which focused
on the occurrence of symptoms at certain body sites
over the previous 12-month period and whether sick
leave had been taken or medical advice sought [9]. A
12-month recall period was used for MSD, as this has
been shown to be an appropriate time-scale in other
studies [10].

Ethical considerations
Permission of the administrators of the selected research
hospitals was obtained before the commencement of
the study. The study was conducted in accordance with
three basic ethical principles, namely respect for persons,
beneficence and justice. Ethical review and approval was
sought from the Makerere University School of Biomedical
Sciences Research and Ethics Committee. Written in-
formed consent for participation in the study was obtained
from all participants. Questionnaires were distributed to
the 5 hospitals and an ample time of 2 weeks was given for
their completion.

Data analyses
Data was entered into Epidata version 3.2 (Epidata asso-
ciation, Denmark) and exported to STATA 12 (StataCorp
LP, Texas, USA) where after checking for duplicate entries
a preliminary analysis of each variable was made to iden-
tify additional range and omission errors. Once the data
was cleaned the results of the analysis were then sum-
marized using frequencies and descriptive statistics to
summarize the data. Subsequent analysis was made with
various tests including multiple response analysis to de-
scribe the MSD and its associated risk factors for the study
population. Chi-square cross tabulations were used to dis-
tinguish differences in reported MSD among the different
nursing cadres. Data was stratified by MSD subcategory
(neck, shoulder, elbows, upper back, wrist/hands, lower
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back, knees, ankles/feet and any MSD. MSD was used as
the dependent variable, with demographic (individual) fac-
tors, workplace factors, and psychosocial factors used as
the independent variables. Univariate logistic regression
analysis was used to identify a few key risk factors for this
study population followed by multivariable logistic regres-
sion of only the significant items to create a single multi-
factorial model of MSD for the study population. Risk
factors were calculated using logistic regression later pre-
sented as Odds Ratios (OR) and Adjusted Odds ratios
(adjOR) with 95% Confidence Intervals (95% CI). The
level of significance was set at <0.05.
Results
Demographic factors and prevalence
A total of 880 questionnaires were distributed of which
755 completed the questionnaire giving a response rate
of 85.4%. These 755 nursing professionals participated
keeping the power (1-β) of the study above the calcu-
lated 99.9% for the targeted 743 nursing professionals.
Respondents in the study comprised of nurses (58.4%),

midwives (28.9%), theatre staff (3.8%) and nurse aides
(8.9%). The average age was 35.4 (SD 10.7) years, range
18–62 years) and the majority were female (85.7%).
About 59.5% were married. The average working hours
per week was 43.7 (SD 18.9) hours and the mean career
duration of 11.9 (SD10.5) years.
In this study 598 of 741 respondents reported having

experienced an ache, pain or numbness in any one re-
gion of their bodies in the 12 months prior to the study
giving a self-reported 12 month MSD at anybody site
prevalence of 80.8% (Table 1). Overall the most common
sites of reported MSD were; the lower back (61.9%), feet
and ankles (38.1%), knees (37.1%), neck (36.9%), upper
back (35.8%), and the shoulders (32.6%).
Table 1 Pattern of musculoskeletal disorders among
nursing professionals

MSD Frequency Percentage

Neck 226 36.9

Shoulders 231 32.6

Upper back 256 35.8

Elbows 109 15.4

Wrists 206 29.1

Lower back 445 61.9

Hips 198 27.9

Knees 267 37.1

Ankle and feet 275 38.1

Any MSD 596 80.8
MSD risk factors
Additional file 1: Table S2 shows the association between
the 12 month self-reported MSD in the different body re-
gions and the various risk factors. The risk factors were
categorized as demographic/individual factors, work place
factors and psychosocial factors. Some risk factors like
being married, having children, weekly working hours,
work often hindered by the absence of others and manual
handling of patients were excluded from the table because
they were not statistically significant.
Among the individual factors age (OR 1.05, 95% CI 1.03

to 1.07), sex (OR 0.47, 95% CI 0.30 to 0.75), being married
(OR 1.69, 95% CI 1.17 to 2.44) and having children (OR
1.16, 95% CI 1.02 to 1.31) had significantly increasing odds
in respondents with reported MSD. For the specific sites
note that female respondents were 2.26 times more likely
to report lower back pain than their male counterparts
(OR 2.26 95% CI 1.42 to 3.60). Midwives were most likely
to have reported pain in their elbows (27.8%) compared
with nurses (14.4%), nurse aides (10.2%) and theatre assis-
tants 17.7%). This was significant (Chi square = 16.05,
p value = 0.01). This pattern of significant reported pain
according to occupation was also observed with the
ankles/ feet (midwives, 54.6%; Nurses, 44.9%; theatre assis-
tants, 35.3%; nurse aides, 26.5%; Chi-square value = 13.60
p value = 0.03). There were no other significant differences
in reported pain for the other parts of the body according
to the respondents’ occupation in the 12 months prior to
the study. On considering the different anatomical regions
(Table 1), the lower back was most frequently affected in
61.9% of respondents.
Among the work place factors career duration (OR

1.05, 95% CI 1.03 to 1.08), pushing/pulling loads greater
than 20 kg (OR 1.47, 95% CI 1.01 to 2.13) and, working
in bent and twisted postures (OR 2.02, 1.23 to 3.30) were
significantly associated with MSD. Manual handling of
patients was reported by 84.4% of respondents but there
was no significant association with MSD (OR 1.30 95%
CI 0.79 to 2.12). Several psychosocial factors were con-
sidered, those with a significant association with any
MSD included; mental exhaustion (OR 2.22, 95% CI 1.51
to 3.27), nurses who supervised others (OR 1.81, 95% CI
1.23 to 2.67) and those who had been absent from their
work stations in the last six months because of an illness
or an accident (OR 5.91, 95% CI 2.36 to 14.79). On aver-
age respondents had 1.5 (SD 1.3 breaks) during the
course of their working day, however sixty-nine percent
of them reported that their breaks were insufficient (OR
0.46, 95% CI 0.32 to 0.68) and they were not rested after
the breaks and this significantly contributed to their
MSD (OR 0.85, 95% CI 0.58 to 1.25). About 48.7% of
nurses reported that circumstances in their private lives
significantly affected their work (OR 1.38, 95% CI 0.95
to 2.00). Table 2 summarises the model fitting for all the



Table 2 A multivariable logistic regression analysis of the various risk factors for reported MSD

Factor Odds ratio AdjOR 95% CI AdjOR

Age 1.05 1.00 0.94-1.08

Sex 0.47 0.71 0.35-1.43

Married 1.69 1.24 0.70-2.17

Number of children 1.16 1.13 0.93-1.37

Alcohol consumption 0.82 0.48 0.26-0.87

Smoking 0.54 0.06 0.01-0.53

Number or hours worked per week 0.99 1.00 0.98-1.01

Career duration 1.05 1.03 0.96-1.11

Pushing/pulling loads > 20 kg 1.47 1.31 0.75-2.28

Often work slightly bent posture 2.28 2.25 1.20-4.26

Often work in heavily bent posture 1.34 0.43 0.20-0.96

Slightly twisted posture for long 2.07 1.97 1.03-3.77

Bent and twisted posture 2.02 1.73 0.75-4.02

Mental exhaustion 2.22 2.05 1.17-3.58

Work hindered by the absence of others 1.20 0.71 0.47-1.28

Supervision of other 1.81 1.36 0.77-2.41

Having part time jobs 0.93 0.50 0.22-1.16

Being absent for more than 6 months 5.91 4.35 1.44-13.08

Normal breaks sufficient 0.46 0.66 0.36-1.21

Feeling rested after the breaks 0.85 2.09 1.16-3.76

Work conditions affect private life 1.38 1.27 0.74-2.21

Manually handling patients 1.29 1.12 0.52-2.42

Items in bold remained significant after adjustment (p < 0.05).
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variables used in the study note that only; alcohol con-
sumption (adjOR 0.48, 95% CI 0.26-0.87), often working
in a slightly bent posture (adjOR 2.25, 95% CI 1.20-4.26),
often working in a heavily bent posture (adjOR 0.43, 95%
CI 0.20-0.96), working in a slightly twisted posture for
long (adjOR 1.97, 95% CI 1.03-3.77), mental exhaustion
(adjOR 2.05, 95% CI 1.17-3.5), being absent from the work
station for more than 6 months (adjO|R, 4.35, 95% CI
1.44-13.08) and feeling rested after a break (adjOR 2.09,
95% CI 1.16-3.76) remained significant.

Discussion
This study assessed the work related musculoskeletal
disorders, and associated risk factors among nursing
professionals in Uganda. The study found several signifi-
cant factors associated with MSD among nursing staff.
These included alcohol consumption, pushing/pulling
heavy loads, working in awkward postures, mental ex-
haustion being absent from one’s work station for more
than 6 months and feeling rested after a break.
Despite their large demographic and associated poten-

tial for work related health problems, few epidemio-
logical studies have investigated MSD risk factors among
African nursing professionals. The prevalence of MSD
recorded in this survey cannot be compared directly with
those found in most other studies because of differences
in the method of investigation and case definition of the
populations studied. In our study MSD were classified ac-
cording to the criteria of Kuorinka et al. [9] who designed
the NMQ as were several studies among Swedish [24],
Japanese [25] and Chinese nurses [26]. The self-reported
12-month period-prevalence of MSD at anybody site
during our study was 80.8%, which is comparative to pre-
vious investigations of Nigerian nurses (78%) [6], Swedish
nurses (84%) [24] and Japanese nurses (85.5%) [25] but
higher than a Chinese investigation (70%) [26]. By indivi-
dual body site, 61.9% of the respondents in our study, re-
ported lower back as the most frequent site for MSD. This
figure is much higher than the 20% prevalence of low back
pain in the Ugandan population [27]. Low Back Pain
(LBP) is a regular occupational problem for nurses world-
wide, and has been previously reported at rates between
45% in England [28], 63% in Australia [29] and 64% in
Sweden [24]. Research from Hong Kong and China has
also shown that LBP may affect between 40.6% [30] and
56% [26] respectively. African studies report LBP rates
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between 44.1% and 79.4% [5,6]. Neck MSD rate was 36.9%
which was almost similar to a United States study (35.1%)
[31], but lower than those reported among European and
Asian nurses with rates between 40% and 71.6% respec-
tively [24-26,29,32]. We came across only one African
study which reported a neck MSD rate of 28% [6] however
the sample size was relatively small (128 respondents).
Though not widely reported the knees and ankle/feet
MSD were also reported but at rates relatively higher than
those reported elsewhere (22% and 10.2% respectively) [6].
To the knowledge of the authors there is an apparent
dearth of information on musculoskeletal pain in the
Ugandan general population however community studies
done elsewhere reported pain in the back (23%), knees
(19%) and shoulders (16%) [33]. The lifetime prevalence of
back pain is 58–84% and the point prevalence (proportion
of population studied that are suffering back pain at a par-
ticular point of time) is 4–33% [34,35]. Pain and sensory
disturbance in the upper limb are common symptoms in
the general population with reported point prevalence
rates ranging from 4% to 35% [36,37].
It can be deduced from the above prevalence rates that

MSD among Ugandan nursing professionals are higher
than in the general population at rates comparable to
other parts of the world.
MSD risk factors
For this population the study found that; age, gender,
being married and having children had significant dif-
ferent odds for respondents with MSD when compared
with those without MSD. Females were twice as likely to
report MSDs in several regions of the body especially the
lower back and lower limbs compared to their male coun-
ter parts. Many studies indicate that women have a higher
musculoskeletal morbidity than men [38-40]. This has
been found in studies of the general population as well as
in different occupational groups. The reasons for these
gender differences are not always obvious. Prevailing ex-
planations of women’s excess health risk revolve around
two basic propositions. Greater prevalence or severity of
symptoms may be due to the higher demands and con-
straints that women face, or because women are more af-
fected by, or vulnerable to, the health impact of particular
demands and constraints [41]. In the African society
women do the bulk of house-hold chores, MSDs may be a
reflection of the accumulation of difference in exposures
at work and at home, providing an opportunity to tease
out the relationships between work-related factors, domes-
tic load and underlying biological differences. Thus the dif-
ference between women and men in exposure, at work
and at home, to risk factors for musculoskeletal disorders
is one model that may explain the markedly higher preva-
lence of these disorders in women compared to men [38].
Alcohol consumption was found to have a protective
effect on reported MSD (Table 2). Wright et al. [42] also
found that people who consumed either moderate or ex-
cess quantities of alcohol reported having consulted a
practitioner for back pain less often than those who did
not drink at all. This might be surprising however alco-
hol has been associated with decreased prevalence of
chronic widespread pain [43]. Studies have shown indi-
viduals often use alcohol to cope with stress [44] and
chronic pain can be a significant stressor [45], others use
it for pain management [45].
Three work place risk factors of MSD were identified in

this study. Career duration, pushing/pulling loads greater
than 20 kg (OR 1.47), often working in bent (OR 2.28)
and twisted postures (OR 2.02) for long periods. Of these
three, working for long periods in a slightly bent position
remained significant after adjusting for all the other vari-
ables. This is not surprising because most of the hospitals
in Uganda are poorly equipped and understaffed [46].
Most hospitals do not have patient lifting equipment
therefore patients have to either be lifted or be pushed on
mal-functioning trolleys to and from theatre, emergency
and in between other hospital departments.
Pushing and pulling of heavy load in our study mostly

affected the neck, elbows and the lower back. This differed
with Smedley et al. [47] who observed that pushing/pulling
seemed to be harder on subjects’ shoulders than on their
backs.
Musculoskeletal pain among hospital nurses has also

been associated with some actual tasks and items related
to work postures, work control, and work organization
[48]. Several studies have implicated manual handling of
patients’ physical loads as predictors of MSDs and low
back pain among nurses [10,28-30,49,50] however in this
study there was no significant association between MSDs
and manual handling of patients. People with MSD symp-
toms may have been selected out of the most physically
demanding jobs. Some hospitals in Uganda have a ten-
dency of allocating lighter duties to nursing professionals
with co morbidities especially the elderly, those with phy-
sical disabilities and those with chronic pain. This there-
fore shields them from patient handling activities and
would tend to obscure associations between MSD and pa-
tient handling activities. Because of the potential for such
biases, the findings require further testing with a prospec-
tive study design where activities are ascertained in people
who are pain free, and they are then followed up to assess
the subsequent incidence of symptoms.
Among the nursing professionals surveyed, midwives

were most likely to develop MSDs especially at the elbows
and the ankles. Uganda has one of the highest fertility
rates in the world however it has numerous maternal and
child health challenges [51]. Midwives work in appalling
conditions many hospitals have poorly equipped and badly
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designed labour suites with mainly low lying delivery beds
[52]. After a full, busy workday, the physiological patterns
of labour and birth and the desirability of continuity of
care may dictate that the workday for midwives extend far
into the night with fatigue, sleep deprivation and the
potential for work-family conflict [52] adding to the pres-
sures. Working under these conditions may result in
injury [53] and subsequent workforce attrition [54]. Some
studies have shown that physical and psychological de-
mands might cause health care workers to leave their pro-
fession [55,56]. In a survey of over 43,000 nurses in five
countries, 17% to 39% reported that they planned to leave
their job in the next year due to the physical and psycho-
logical demands of the profession [57]. These findings are
especially disturbing given the current shortage of nurses
and the increasing need for nursing care projected over
the next decade [58].
Psychosocial factors have been identified as strong risks

of MSD [26,59,60]. Mental exhaustion was found to be
associated with an almost 2 fold increase in reported MSD
in this study (see Table 2). A previous study by Nabirye
et al. [46] reported that Ugandan nurses had high occupa-
tional stress levels especially the older age group and those
working in public hospitals, and this significantly affected
their performance at work. This is also consistent with
studies done among Asian nurses who reported high men-
tal pressure as a significant risk factor for MSD [25,26].
Supervision of others, circumstances in private life and ab-
senteeism from work due to illness were also identified as
risk factors for MSD (Additional file 1: Table S2). There
are several push factors which significantly affect the
productivity of health workers and these include; poor re-
muneration and conditions of service, civil unrest lack of
opportunities for postgraduate training, feelings of lack of
respect/value placed in health workers by country/system,
and concern about poor governance and management of
the health system [61,62]. Feeling rested after a break off
work had a significant association with reported MSD.
This might be due to the fact that when one is experien-
cing pain in the body, a period of rest will reduce the pain
and he/she will feel some relief whereas if one initially had
no pain then the difference might not be as obvious.
Interpretation of our study results must take into ac-

count several limitations of the study design. Errors may
have occurred from biased recall of symptoms or activ-
ities and hospitals did not have a uniform number of
nursing staff.

Conclusions
Work related MSD are relatively common among nursing
professionals in Uganda. The etiology of MSD among
nursing professionals is multi-factorial. Among the indi-
vidual factors age, gender, being married and having chil-
dren had significant association with MSD. Significant
work place risk factors included the pushing/pulling of
heavy loads and working in awkward postures. Mental ex-
haustion, supervision of others, circumstances in private
life and absenteeism from work due to illness were the
psychosocial factors identified as risk factors for MSD. To
help alleviate the considerable MSD burden, there should
be greater advocacy, increased recruitment of more hu-
man resources, better working conditions, reduction of
the work overload and increase job satisfaction and job
performance, and adoption of strategies to reduce manual
patient handling activities.

Implication for nursing practice
The results of this study have implications for nursing
practice. Most hospitals in Uganda are poorly equipped,
have low staffing levels and the health workers are poorly
remunerated. This leads nursing professionals to seek for
part-time jobs, resulting in long working hours (average
weekly work hours for this study was 43.7 hours) and poor
job performance. Work-related musculoskeletal injuries
negatively impact employees’ quality of life, patient care,
and health care facilities’ profit margin. The consequences
of musculoskeletal injuries have included job change, job
loss, and chronic pain [63]. Nurses in low-income coun-
tries are migrating to wealthier countries in search of bet-
ter salaries, improved working conditions, and more
opportunities for further training, resulting in a “brain
drain” [64]. A study done among nursing students at 2
Ugandan universities on factors that would influence their
future practice locations revealed that 70% had the intent
to migrate abroad within the next 5 years with dissatisfac-
tion with financial remuneration being their main reason
[65]. Therefore to retain the few nurses we have in the
country, there is a need to improve on their working con-
ditions and to come up with effective early prevention
strategies against work related MSD.

Implication for management
Occupational health is a field that has been neglected in
Uganda, there is no forum for addressing work related
musculoskeletal injuries especially in public hospitals. The
results of this study challenge the ministry of health to
create a culture of safety for health care workers, which
will improve on their performance and patient safety. The
Ugandan health system needs to create a culture that en-
courages injury and potential safety violation reporting so
incidents can be prevented. Hospitals too should create a
culture of safety whereby everyone in the facility is looking
for ways to decrease injuries and improve safety. Nurses
should report potential risks, make sure that all serious
injuries are reported, and occupational health teams are
formed in hospitals to improve safety. Nursing training
curricula must address safe body mechanics, injury pre-
vention, and safety improvement.
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Additional file

Additional file 1: Table S2. The association between the 12 month
Self-reported MSD in the different body regions and the various risk
factors.

Abbreviations
MSD: Musculoskeletal injuries and disorders; LBP: Low back pain.

Competing interests
The authors declare no conflict of interest.

Authors’ contributions
ESM and IGM conceived and designed the study. All contributed in the data
collection. ESM, IGM and WB analyzed the data. JO, DLK and ESM prepared
the manuscript, final proof reading and approval of the manuscript was
done by OJ. All authors read and approved the final manuscript.

Acknowledgements
The work was supported by Training Health Researchers into Vocational
Excellence (THRiVE) in East Africa, grant number 087540, funded by
Wellcome Trust.
We would like to thank Ms Christine Kusasira Maholo for the data entry.
We would also like to extend our appreciation to the administrators and
nursing professionals from the hospitals included in this study.

Author details
1Anatomy Department, School of Biomedical Sciences, College of Health
Sciences, Makerere University, P.O. Box 7072 Kampala, Uganda. 2Surgery
Department, Faculty of Medicine, Gulu University, Gulu, Uganda.

Received: 1 May 2013 Accepted: 20 February 2014
Published: 24 February 2014

References
1. Poaching nurses from the developing world. The Lancet 2006,

3679(9525):1791.
2. Munjanja O, Kibuka S, Dovlo D: The Nursing Workforce in Sub-Saharan

Africa. In The Global Nursing Review Initiative. Geneva: International Council
of Nurses; 2005:1–68.

3. Buchan LC: Summary: the global shortage of registered nurses. In The
global nursing review initiative. Geneva: International Council of Nurses;
2005:1–24.

4. Burdorf A, Sorock G: Positive and negative evidence of risk factors for
back disorders. Scand J Work Environ Health 1997, 23(4):243–256.

5. Fabunmi AA, Gbiri CA: Relationship between balance performance in the
elderly and some anthropometric variables. Afr J Med Med Sci 2008,
37(4):321–326.

6. Tinubu BM, Mbada CE, Oyeyemi AL, Fabunmi AA: Work-related
musculoskeletal disorders among nurses in Ibadan, South-west Nigeria:
a cross-sectional survey. BMC Musculoskelet Disord 2010, 11:12.

7. OpenEpi: open source epidemiologic statistics for public health. www.openepi.com.
8. Hildebrandt VH, Bongers PM, van Dijk FJ, Kemper HC, Dul J: Dutch

musculoskeletal questionnaire: description and basic qualities.
Ergonomics 2001, 44(12):1038–1055.

9. Kuorinka I, Jonsson B, Kilbom A, Vinterberg H, Biering-Sorensen F, Andersson G,
Jorgensen K: Standardised Nordic questionnaires for the analysis of
musculoskeletal symptoms. Appl Ergon 1987, 18(3):233–237.

10. Chiou WK, Wong MK, Lee YH: Epidemiology of low back pain in Chinese
nurses. Int J Nurs Stud 1994, 31(4):361–368.

11. Smith DR, Leggat PA: Musculoskeletal disorders among rural Australian
nursing students. Aust J Rural Health 2004, 12(6):241–245.

12. van den Heuvel SG, van der Beek AJ, Blatter BM, Hoogendoorn WE, Bongers PM:
Psychosocial work characteristics in relation to neck and upper limb
symptoms. Pain 2005, 114(1–2):47–53.

13. van Beurden KM, Vermeulen SJ, Anema JR, van der Beek AJ: A participatory
return-to-work program for temporary agency workers and unemployed
workers sick-listed due to musculoskeletal disorders: a process evaluation
alongside a randomized controlled trial. J Occup Rehabil 2012, 22(1):127–140.
14. Engels JA, van der Gulden JW, Senden TF, van't Hof B: Work related risk
factors for musculoskeletal complaints in the nursing profession: results
of a questionnaire survey. Occup Environ Med 1996, 53(9):636–641.

15. Janwantanakul P, Pensri P, Jiamjarasrangsi W, Sinsongsook T: Associations
between prevalence of self-reported musculoskeletal symptoms of the
spine and biopsychosocial factors among office workers. J Occup Health
2009, 51(2):114–122.

16. Wijnhoven HA, de Vet HC, Picavet HS: Explaining sex differences in
chronic musculoskeletal pain in a general population. Pain 2006,
124(1–2):158–166.

17. Descatha A, Roquelaure Y, Chastang JF, Evanoff B, Melchior M, Mariot C,
Ha C, Imbernon E, Goldberg M, Leclerc A: Validity of Nordic-style
questionnaires in the surveillance of upper-limb work-related
musculoskeletal disorders. Scand J Work Environ Health 2007, 33(1):58–65.

18. Dickinson CE, Campion K, Foster AF, Newman SJ, O'Rourke AM, Thomas PG:
Questionnaire development: an examination of the Nordic
musculoskeletal questionnaire. Appl Ergon 1992, 23(3):197–201.

19. Franzblau A, Salerno DF, Armstrong TJ, Werner RA: Test-retest reliability of
an upper-extremity discomfort questionnaire in an industrial population.
Scand J Work Environ Health 1997, 23(4):299–307.

20. Palmer K, Smith G, Kellingray S, Cooper C: Repeatability and validity of an
upper limb and neck discomfort questionnaire: the utility of the
standardized Nordic questionnaire. Occup Med (Lond) 1999, 49(3):171–175.

21. Hildebrandt VH: Prevention of work related musculoskeletal disorders: setting
priorities using the standardized Dutch musculoskeletal questionnaire. Doctoral
thesis. TNO Work and Employment: Hoofddorp; 2001.

22. De Barros ENC, Alexandre NMC: Cross-cultural adaptation of the Nordic
musculoskeletal questionnaire. International nursing review 2003,
50(2):101–108.

23. Eltayeb S, Staal JB, Kennes J, Lamberts PH, de Bie RA: Prevalence of
complaints of arm, neck and shoulder among computer office workers
and psychometric evaluation of a risk factor questionnaire.
BMC Musculoskelet Disord 2007, 8:68.

24. Josephson M, Lagerstrom M, Hagberg M, Wigaeus Hjelm E: Musculoskeletal
symptoms and job strain among nursing personnel: a study over a three
year period. Occup Environ Med 1997, 54(9):681–685.

25. Smith DR, Mihashi M, Adachi Y, Koga H, Ishitake T: A detailed analysis of
musculoskeletal disorder risk factors among Japanese nurses. J Safety Res
2006, 37(2):195–200.

26. Smith DR, Wei N, Kang L, Wang RS: Musculoskeletal disorders among
professional nurses in mainland China. J Prof Nurs 2004, 20(6):390–395.

27. Galukande M, Muwazi S, Mugisa DB: Aetiology of low back pain in mulago
hospital, Uganda. Afr Health Sci 2005, 5(2):164–167.

28. Smedley J, Egger P, Cooper C, Coggon D: Manual handling activities and
risk of low back pain in nurses. Occup Environ Med 1995, 52(3):160–163.

29. Lusted MJ, Carrasco CL, Mandryk JA, Healey S: Self reported symptoms in
the neck and upper limbs in nurses. Applied ergonomics 1996,
27(6):381–387.

30. Yip YB: A study of work stress, patient handling activities and the risk of
low back pain among nurses in Hong Kong. Aust J Adv Nurs 2001,
36:796–804.

31. Trinkoff AM, Lipscomb JA, Geiger-Brown J, Brady B: Musculoskeletal
problems of the neck, shoulder, and back and functional consequences
in nurses. Am J Ind Med 2002, 41(3):170–178.

32. Lagerstrom M, Wenemark M, Hagberg M, Hjelm EW: Occupational and
individual factors related to musculoskeletal symptoms in five body
regions among Swedish nursing personnel. Int Arch Occup Environ Health
1995, 68(1):27–35.

33. Urwin M, Symmons D, Allison T, Brammah T, Busby H, Roxby M, Simmons A,
Williams G: Estimating the burden of musculoskeletal disorders in the
community: the comparative prevalence of symptoms at different
anatomical sites, and the relation to social deprivation. Ann Rheum Dis
1998, 57(11):649–655.

34. Woolf AD, Pfleger B: Burden of major musculoskeletal conditions.
Bull World Health Organ 2003, 81(9):646–656.

35. Carmona L, Ballina J, Gabriel R, Laffon A: The burden of musculoskeletal
diseases in the general population of Spain: results from a national
survey. Ann Rheum Dis 2001, 60(11):1040–1045.

36. Andersson HI, Ejlertsson G, Leden I, Rosenberg C: Chronic pain in a
geographically defined general population: studies of differences in age,
gender, social class, and pain localization. Clin J Pain 1993, 9(3):174–182.

http://www.biomedcentral.com/content/supplementary/1472-6955-13-7-S1.doc
http://www.openepi.com


Munabi et al. BMC Nursing 2014, 13:7 Page 8 of 8
http://www.biomedcentral.com/1472-6955/13/7
37. Atroshi I, Gummesson C, Johnsson R, Ornstein E, Ranstam J, Rosen I:
Prevalence of carpal tunnel syndrome in a general population.
JAMA 1999, 282(2):153–158.

38. Kilbom A, Messing K: Work-related musculoskeletal disorders. In Women’s
health at work. Edited by Kilbom A, Messing K, Thorbjörnsson CB. Solna:
Arbetslivsinstitute; 1998:203.

39. Ariens GAM, Borghouts JAJ, Koes BW: Neck pain. In Epidemiology of pain.
Edited by LeResche L, Von Korff M, Linton SJ, Crombie IK, Crof TPR.
Seattle, USA: International Association for the Study of Pain; 1999:235–256.

40. LeResche L: Gender considerations in the epidemiology of chronic pain.
In Epidemiology of pain. Edited by Crombie IK, Croft PR, Linton SJ, LeResche L,
Von Korff M. Seattle, USA: International Association for the Study of Pain;
1999:43–52.

41. McDonough P, Walters V: Gender and health: reassessing patterns and
explanations. Soc Sci Med 2001, 52(4):547–559.

42. Wright D, Barrow S, Fisher AD, Horsley SD, Jayson MI: Influence of physical,
psychological and behavioural factors on consultations for back pain.
Br J Rheumatol 1995, 34(2):156–161.

43. Ang DC, Peloso PM, Woolson RF, Kroenke K, Doebbeling BN: Predictors of
incident chronic widespread pain among veterans following the first
Gulf War. Clin J Pain 2006, 22(6):554–563.

44. Pohorecky LA: Stress and alcohol interaction: an update of human
research. Alcohol Clin Exp Res 1991, 15(3):438–459.

45. Chapman CR, Gavrin J: Suffering: the contributions of persistent pain.
Lancet 1999, 353(9171):2233–2237.

46. Nabirye RC, Brown KC, Pryor ER, Maples EH: Occupational stress, job
satisfaction and job performance among hospital nurses in Kampala,
Uganda. J Nurs Manag 2011, 19(6):760–768.

47. Smedley J, Inskip H, Trevelyan F, Buckle P, Cooper C, Coggon D: Risk factors
for incident neck and shoulder pain in hospital nurses. Occup Environ
Med 2003, 60(11):864–869.

48. Ando S, Ono Y, Shimaoka M, Hiruta S, Hattori Y, Hori F, Takeuchi Y:
Associations of self estimated workloads with musculoskeletal
symptoms among hospital nurses. Occup Environ Med 2000, 57(3):211–216.

49. Harber P, Billet E, Gutowski M, SooHoo K, Lew M, Roman A: Occupational
low-back pain in hospital nurses. J Occup Med 1985, 27(7):518–524.

50. Wilkinson WE, Salazar MK, Uhl JE, Koepsell TD, DeRoos RL, Long RJ:
Occupational injuries: a study of health care workers at a northwestern
health science center and teaching hospital. AAOHN J 1992,
40(6):287–293.

51. The dilemma of Uganda’s pregnant women. Available at http://www.
monitor.co.ug/Magazines/PeoplePower/-The-dilemma-of-Uganda-s-
pregnant-women-/-/689844/1842096/-/15rld1h/-/index.html.

52. Grzywacz JG, Frone MR, Brewer CS, Kovner CT: Quantifying work-family
conflict among registered nurses. Res Nurs Health 2006, 29(5):414–426.

53. Knardahl S: Psychological and social factors at work: contribution to
musculoskeletal disorders and disabilities. G Ital Med Lav Ergon 2005,
27(1):65–73.

54. Fochsen G, Josephson M, Hagberg M, Toomingas A, Lagerstrom M:
Predictors of leaving nursing care: a longitudinal study among Swedish
nursing personnel. Occup Environ Med 2006, 63(3):198–201.

55. Trinkoff AM, Lipscomb JA, Geiger-Brown J, Storr CL, Brady BA: Perceived
physical demands and reported musculoskeletal problems in registered
nurses. Am J Prev Med 2003, 24(3):270–275.

56. Choobineh AR, Rajaeefard A, Neghab M: Association between perceived
demands and musculoskeletal disorders among hospital nurses of Shiraz
university of medical sciences: a questionnaire survey. JOSE 2006,
2:347–354.

57. Aiken LH, Clarke SP, Sloane DM, Sochalski JA, Busse R, Clarke H, Giovannetti P,
Hunt J, Rafferty AM, Shamian J: Nurses’ reports on hospital care in five
countries. Health affairs 2001, 20(3):43–53.

58. Brewer C, Kovner CT: Is there another nursing shortage? What the data
tell us. Nursing outlook 2001, 49(1):20–26.

59. Bongers PM, de Winter CR, Kompier MA, Hildebrandt VH: Psychosocial
factors at work and musculoskeletal disease. Scand J Work Environ Health
1993, 19(5):297–312.

60. Bongers PM, Kremer AM, ter Laak J: Are psychosocial factors, risk factors
for symptoms and signs of the shoulder, elbow, or hand/wrist?: a review
of the epidemiological literature. Am J Ind Med 2002, 41(5):315–342.

61. Makasa E: Africa's medical brain drain: why I want to stay in Africa.
Bmj 2005, 331(7519):780. discussion 780–781.
62. Buchan MK, Lorenzo FM: International migration of nurses: trends and policy
implications. Geneva: International Council of Nurses; 2005.

63. Hart PD research associates: Safe patient handling: A report. Washington D.C:
AFT Healthcare; 2006.

64. Aiken JB, Sochalski J, Nichols B, Powell M: Trends in international nurse
migration. Health Aff 2004, 23:69–77.

65. Nguyen L, Ropers S, Nderitu E, Zuyderduin A, Luboga S, Hagopian A: Intent
to migrate among nursing students in Uganda: measures of the brain
drain in the next generation of health professionals. Hum Resour Health
2008, 6:5.

doi:10.1186/1472-6955-13-7
Cite this article as: Munabi et al.: Musculoskeletal disorder risk factors
among nursing professionals in low resource settings: a cross-sectional
study in Uganda. BMC Nursing 2014 13:7.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.monitor.co.ug/Magazines/PeoplePower/-The-dilemma-of-Uganda-s-pregnant-women-/-/689844/1842096/-/15rld1h/-/index.html
http://www.monitor.co.ug/Magazines/PeoplePower/-The-dilemma-of-Uganda-s-pregnant-women-/-/689844/1842096/-/15rld1h/-/index.html
http://www.monitor.co.ug/Magazines/PeoplePower/-The-dilemma-of-Uganda-s-pregnant-women-/-/689844/1842096/-/15rld1h/-/index.html

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study design and setting
	Questionnaire design
	Ethical considerations
	Data analyses

	Results
	Demographic factors and prevalence
	MSD risk factors

	Discussion
	MSD risk factors

	Conclusions
	Implication for nursing practice
	Implication for management

	Additional file
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


