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Abstract: Background: Low back pain (LBP) is a common musculoskeletal condition and a 
leading cause of disability worldwide, contributing to reduced quality of life and economic 
burden. Despite its high prevalence, there remains variability in its clinical presentation 
across different populations, particularly in low- and middle-income countries. Objective: 
To describe the clinical findings in patients presenting with low back pain at Moi Teaching 
and Referral Hospital (MTRH), Eldoret, Kenya. Methods: A hospital-based cross-sectional 
study at MTRH (September 2024–August 2025) included 218 adults with low back pain who 
underwent lumbosacral X-ray and MRI. Consecutive sampling was used. Socio-
demographic and clinical data were collected using structured tools and analyzed using 
STATA version 18 and summarized using descriptive statistics. Results: The mean age of 
participants was 51.2 years, with a female predominance (60.6%).  Majority were 
overweight (32.1%) or obese (58.3%). A total of 74.8% of the participants presented with 
gradual onset pain with 45.4% presenting with symptoms lasting more than 12 weeks. Pain 
was sharp or aching in nature, with moderate intensity pain being most frequently 
reported. Aggravating factors included prolonged standing, sitting, and physical activity. 
Exercise and postural changes provided relief. Sciatic pain affected 31.7% of patients, and 
over one-third were unable to work due to functional limitation. Conclusion: Low back 
pain at MTRH affects middle-aged females with high BMI, was chronic and mechanically 
aggravated. Recommendation: High index of suspicion is required to make accurate 
clinical diagnosis. Further research on LBP is required as there is paucity of publications 
in developing countries. 
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INTRODUCTION 

Low back pain (LBP) is a highly prevalent and challenging musculoskeletal condition 

affecting a large proportion of the global population, with a reported lifetime prevalence 

ranging from 50% to 80% [1, 2]. Clinically, it represents one of the most common conditions 

encountered in primary healthcare settings and remains a significant public health concern 

due to its high frequency of presentation and recurrence [3]. 

 Globally, LBP constitutes a major cause of morbidity, with the World Health 

Organization estimating that approximately 619 million people are currently affected, 



Vol. 13 No. 04 (2026): British Journal of Healthcare and Medical Research 

Scholar Publishing 

 

 
 

Page | 296  

 

making it one of the leading causes of disability worldwide [4]. It is associated with 

substantial economic burden due to loss of productivity, increased healthcare utilization, 

and long-term disability, thereby impacting both individuals and society at large [5-7].  The 

clinical presentation of LBP is heterogeneous, ranging from mechanical and structural causes 

to inflammatory and neuropathic etiologies, as well as a large proportion of nonspecific 

cases. This variability contributes to its diagnostic complexity and challenges in 

management. Clinically, LBP is broadly classified into specific and nonspecific types, with 

some cases persisting beyond two weeks and often requiring minimal or targeted 

investigations depending on clinical suspicion [1, 8].  

 Beyond its high prevalence, LBP significantly contributes to disability-adjusted life 

years (DALYs), largely due to functional limitations, reduced productivity, and associated 

healthcare costs [1]. Despite its global impact, variability in prevalence, sociodemographic 

factors, clinical patterns and presentation continues to exist across different populations 

and healthcare settings, particularly in low- and middle-income countries where data 

remains limited [9-18]. Of concern is lifestyle modification and promotion of rehabilitation 

practices which reduce pain related disability and hence promote work productivity [12, 14- 

18]. This study therefore aimed to describe the clinical findings in patients presenting with 

low back pain at Moi Teaching and Referral Hospital (MTRH), Eldoret, to improve 

understanding of its local clinical profile and support better diagnostic and management 

strategies. 

 

MATERIALS AND METHODS 

This study was a hospital-based cross-sectional study conducted at Moi Teaching and 

Referral Hospital (MTRH), located in Eldoret, Kenya. The study was carried out in the 

Orthopaedic and Neurosurgical clinics and wards of the hospital, which serve as major 

referral points for patients with spinal conditions.  The study period was between September 

2024 and August 2025. The study population consisted of adult patients aged 18 years and 

above who presented with a clinical diagnosis of low back pain having undergone both 

lumbosacral X-ray and Magnetic Resonance Imaging (MRI) as part of their diagnostic work-

up. Patients who had spinal congenital deformities or who had undergone prior spinal 

surgeries were excluded from the study.  

 Participants were recruited using consecutive sampling technique. Data was 

collected from eligible participants using a structured data collection tool. Variables 

captured included socio-demographic characteristics such as age, gender, occupation, 

weight, and height. Clinical characteristics recorded included onset of low back pain, 

duration of symptoms, character of pain, aggravating and relieving factors. These clinical 

findings were obtained through patient interviews and clinical evaluation documented 

during consultation.  Completed data forms were entered into Microsoft Excel database for 

cleaning and coding. Data quality checks were performed to ensure consistency and 

accuracy before analysis. Statistical analysis was conducted using STATA version 18 

software. Descriptive statistics was used to summarize patient characteristics and clinical 

findings.  

 Prior to commencement of the study, ethical approval was obtained from the 

Institutional Research and Ethics Committee (IREC), Moi University and Moi Teaching and 
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Referral hospital with approval number 0004916. Additional authorization to conduct the 

study was granted by the management of MTRH, through the Chief Executive Officer, 

ensuring institutional clearance for data collection within the hospital setting. Furthermore, 

a research permit was obtained from the National Commission for Science, Technology and 

Innovation (NACOSTI), under license number NACOSTI/P/25/416187, in compliance with 

national research regulations and standards. The investigation was approved, and informed 

consent was obtained from all participants prior to their involvement in the study. 

 

RESULTS AND DISCUSSION 
The study included 218 participants with low back pain. Age ranged from 18 to 88 years with 

a mean age of 51.2 years (SD=16). Most patients were female (60.55%), over half of the 

participants were obese (58.26%), with 32.11% being overweight and 9.63% with a normal 

BMI. In terms of occupation most were self-employed (40.37%) or unemployed (31.65%), 

formal employment was the least common (10.09%). 

 

Table 1: Sociodemographic characteristics of patients with low back pain 

Sociodemographic characteristics Frequency (%) 

Age  

   Mean (SD) 51.2 (16.0) 

   Range 18 – 88 

Gender  

   Male 86 (39.45%) 

   Female 132 (60.55%) 

BMI  

   Normal 21 (9.63%) 

   Overweight 70 (32.11%) 

   Obese 127 (58.26%) 

Occupation  

   Self-employment 88 (40.37%) 

   Informal employment 39 (17.89%) 

   Unemployment 69 (31.65%) 

   Formal employment 22 (10.09%) 

 

 Majority of patients (74.77%) experienced gradual onset pain, while 25.23% reported 

sudden pain. Nearly half (45.41%) had chronic pain (>12 weeks), 

while 29.36% reported acute pain (<6 weeks). Pain was mostly sharp/aching (47.71%) or dull 

(33.48%), with few cases of impulse-triggered pain (4.13%). Moderate pain (49.54%) was 

most common, followed by severe pain that affects daily life (27.52%), while 22.94% had 

mild pain.  

 Only 0.5% reported "worst pain" (9-10/10) requiring bed rest. Pain Intensity in this 

study was measured using the Numeric Pain Rating Scale (NPRS), a standardized 0–10 scale 

for musculoskeletal pain assessment. Participants rated their pain from 0 (no pain) to 10 

(worst possible pain), and scores were categorized as mild (1–3), moderate (4–6), or severe 

(7–10). The aggravating factors mentioned were prolonged standing (29.4%), activity 

(27.1%), and prolonged sitting (27.1%).  
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 A small subset worsened with rest (5%) or Valsalva maneuvers (0.5%). Relieving 

factors mentioned were exercise (35.8%), positional changes (33%), and rest (28%). A few 

had no relief (1.8%) or relied on bending forward (1.4%). The pain was described as sciatic 

by 31.7% of the participants, unilateral by 19.3% while 29.4% had no radiating pain. 27.1% 

reported no abnormal sensation, and 10.6% reported incontinence. 

 

Table 2: The clinical findings in patients with low back pain 

Clinical characteristics Frequency (%) 

Onset  

   Sudden 55 (25.23%) 

   Gradual 163 (74.77%) 

Duration  

   <6 weeks 64 (29.36%) 

   6-12 weeks 55 (25.23%) 

   >12 weeks 99 (45.41%) 

Character  

   Dull 73 (33.48%) 

   Sharp aching 104 (47.71%) 

   Impulse produces pain 9 (4.13%) 

   Others 32 (14.68%) 

Intensity on ten  

   Mild 50 (22.94%) 

   Moderate 108 (49.54%) 

   Severe 60 (27.52%) 

Pain location  

   L1/L2 6 (2.75%) 

   L2/L3 21 (9.63%) 

   L3/L4 40 (18.35%) 

   L4/L5 84 (38.53%) 

   L5/S1 51 (23.40%) 

   S1/S2 16 (7.34%) 

 

 
Figure 1: Aggravating factors 
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Figure 2: Relieving factors 

 

 
Figure 3: Radicular pains 

 

 
Figure 4: Sphincter dysfunction 
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Figure 5: Abnormal sensation 

 

 
Figure 6: Level of activity 

 
 About 40.4% of the participants reported no major limitations, but: 37.2% could not 

work, 12.8% were bedridden, and 9.6% needed help with activities of daily living (bathing, 
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 Low back pain (LBP) is a leading global cause of disability, affecting up to 80% of 
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care, and limited access to advanced imaging often lead to chronic and recurrent symptoms 
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the established pattern that LBP prevalence peaks in middle-aged and older populations due 

to cumulative mechanical stress and progressive spinal degeneration [14,16]. This 
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 A significant female predominance (60.6%) was observed, consistent with global 

evidence suggesting increased susceptibility in women due to anatomical, hormonal, and 

psychosocial factors [4,10]. Furthermore, a strong link between body mass index (BMI) and 

LBP was reinforced, with 58.3% of participants being obese and 32.1% overweight. High BMI 

amplifies mechanical loading on the lumbar spine, accelerating degenerative disc and facet 

joint changes [11,12]. 

 The socioeconomic impact was evident in the participants' occupational patterns; 

most were self-employed (40.4%) or unemployed (31.6%), with only 10.1% in formal 

employment. These findings suggest that physically demanding or unstable work 

environments in resource-limited settings predispose individuals to chronic musculoskeletal 

strain and limit participation in the formal workforce [13,14]. 

 Clinical findings were consistent with chronic degenerative etiologies, characterized 

by a predominance of gradual onset (74.8%) and symptoms lasting more than 12 weeks 

(45.4%). The description of pain as sharp, aching, or dull suggests mixed nociceptive–

neuropathic mechanisms. Symptoms were largely mechanical, aggravated by prolonged 

standing or sitting (27.1–29.4%) and relieved by exercise or postural changes, underscoring 

the necessity of ergonomic management in treatment [16,18]. 

 Specific pathology was indicated by sciatic pain in 31.7% of patients, suggesting 

nerve root involvement. Pain was most frequently localized to the L4/L5 (38.5%) and L5/S1 

(23.4%) regions, which are the levels most susceptible to degenerative disc disease and 

herniation [15,16]. The functional consequences were severe, with 37.2% of participants 

reporting an inability to work and 9.6% requiring assistance with daily activities. These 

results emphasize the multifactorial and disabling nature of LBP at MTRH, highlighting the 

vital need for integrated clinical and imaging assessments to guide effective management 

of low back pain patients. 

 
CONCLUSION 

Low back pain at MTRH predominantly affects middle-aged adults, with higher occurrence 

in females and patients with high BMI. Most patients present with chronic, mechanically 

aggravated pain and significant functional limitation.  Low back pain contributes 

substantially to disability, highlighting the need for early diagnosis, multidisciplinary 

management, and preventive strategies targeting modifiable risk factors such as obesity and 

ergonomic factors. 

 
RECOMMENDATIONS 

Clinicians should have high index of suspicion when handling patients with LBP in order to 

come up with the real cause and make accurate clinical diagnosis in these patients. This is 

because LBP is a heterogenous condition (many differential diagnoses). There is need for 

further research as there is limited knowledge especially in Kenya and other regional 

countries unlike in industrialized countries. 

 
 
 



Vol. 13 No. 04 (2026): British Journal of Healthcare and Medical Research 

Scholar Publishing 

 

 
 

Page | 302  

 

ACKNOWLEDGEMENT 

The authors acknowledge all the faculty of Moi University and Moi Teaching and Referral 

Hospital, Eldoret, fellow residents in Orthopaedics and Rehabilitation, and the patients who 

consented to participate in this study. Their active participation led to successful 

completion of this study. Almighty GOD Bless you all. 

 
Conflict of Interest Statement 

The authors did not get any external funding, hence there was no conflict of interest. 

 
REFERENCES 

1. Kahere M, Ginindza T. Mapping evidence on the prevalence, incidence, risk factors and cost 

associated with chronic low back pain among adults in Sub-Saharan Africa: a systematic scoping 

review protocol. Syst Rev. 2020;9(1):1-9. doi:10.1186/s13643-020-01321-w.  

2. Murray CJL, Lopez AD. Measuring the global burden of disease. N Engl J Med. 2013;369(5):448-

457. doi:10.1056/NEJMra1201534.  

3. AlAteeq MA, Alseraihi AA, Alhussaini AA, Binhasan SA, Ahmari EA. Plain lumbosacral X-rays for 

low back pain: findings correlate with clinical presentation in primary care settings. J Family 

Med Prim Care. 2020;9(12):6115-6120. doi: 10.4103/JFMPC.JFMPC_1238_20.  

4. World Health Organization. Low back pain [Internet]. Geneva: World Health Organization; 2023. 

Available from: https://www.who.int/news-room/fact-sheets/detail/low-back-pain  

5. Baker R, Coenen P, Howie EK, Williamson A, Rempel DM, Straker LM. Risk factors for low back 

pain: an updated systematic review. Eur Spine J. 2019;28(11):2781-2800. doi:10.1007/s00586-

019-06164-6.  

6. Flynn TW, Smith B, Chou R. Appropriate use of diagnostic imaging in low back pain. J Orthop 

Sports Phys Ther. 2011;41(11):838-846. doi:10.2519/jospt.2011.3618.  

7. Koerich MHA, Meirelles BHS, Echevarría-Guanilo ME, et al. Disability in people with chronic low 

back pain treated in primary care. Fisioter Mov. 2021;34: e34121. doi:10.1590/FM.2021.34121.  

8. Barrey CY, Le Huec JC. Chronic low back pain: relevance of a new classification based on injury 

pattern. Orthop Traumatol Surg Res. 2019;105(2):339-346. doi: 10.1016/j.otsr.2018.11.021.  

9. Louw QA, Morris LD, Grimmer-Somers K. The prevalence of low back pain in Africa: a 

systematic review. BMC Musculoskelet Disord. 2007; 8:105. doi:10.1186/1471-2474-8-105.  

10. Fatoye F, Gebrye T, Adeyemi I. Real-world incidence and prevalence of low back pain using 

routinely collected data. Rheumatol Int. 2019;39(4):619-626.  

11. Heuch I, Hagen K, Heuch I, Nygaard Ø, Zwart JA. Body mass index as a risk factor for chronic 

low back pain. Spine (Phila Pa 1976). 2013;38(2):133-139.  

12. Shiri R, Karppinen J, Leino-Arjas P, et al. The association between obesity and low back pain: a 

meta-analysis. Am J Epidemiol. 2010;171(2):135-154.  

13. Omoke NI, Amaraegbulam PI. Prevalence and correlates of low back pain among adults in a 

Nigerian tertiary hospital. Niger J Clin Pract. 2016;19(2):212-217. doi:10.4103/1119-

3077.175964.  

14. Delitto A, George SZ, Van Dillen LR, et al. Low back pain. J Orthop Sports Phys Ther. 

2012;42(4): A1-A57. doi:10.2519/jospt.2012.42.4. A1.  

https://www.who.int/news-room/fact-sheets/detail/low-back-pain


Vol. 13 No. 04 (2026): British Journal of Healthcare and Medical Research 

 

Scholar Publishing 

 

 
 

Page | 303  

 

15. Sima S, Diwan S. Contemporary clinical perspectives on chronic low back pain. JOR Spine. 

2025;8(1): e70021. doi:10.1002/jsp2.70021.  

16. Vlaeyen JWS, Maher CG, Wiech K, et al. Low back pain. Nat Rev Dis Primers. 2018; 4:52. 

doi:10.1038/s41572-018-0052-1.  

17. Lukecha KR, Geoffrey E, Gonzaga MA, Sam B. MRI findings among young adults with low back 

pain. BMC Med Imaging. 2022; 22:1-13. doi:10.1186/s12880-022-00830-5.  

18. Nicol V, Verdaguer C, Daste C, et al. Chronic low back pain: a narrative review of international 

guidelines. J Clin Med. 2023;12(4):1685. doi:10.3390/jcm12041685.  


