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ABSTRACT

Adequate dysphagia awareness among health professionals is vital to facilitate collaborative dysphagia
management. However, there are concerns that in many countries, many health professionals have low or
moderate dysphagia awareness. In this descriptive, cross-sectional study, we assessed the identification
levels on risk factors of oropharyngeal dysphagia among health professionals attending to adult inpatients in
the acute-care facility of a level-six hospital in Kenya. The sample comprised 16 professionals from six
specialties: neurologists, oncologists, nurses, nutritionists, physiotherapists, and speech-language therapists.
We measured their risk factor identification levels using a previously validated nine-item questionnaire.
Frequencies, percentages, and means were used to identify key patterns in participants’ risk factor
identification levels, while the independent samples t-test and one-way ANOVA were used to establish
cross-sectional differences in identification levels based on selected demographic and general
characteristics. The mean risk factor identification score was 73.6% (SD = 17.14). There were significant
differences in identification scores due to age (F = 4.67, p = .030), educational attainment (F = 5.94, p =
.015), experience (F = 5.34, p = .020), and specialization (F = 5.06, p = .024). Mean comparisons showed
that identification levels increased with educational attainment and were highest among participants in the
category comprising oncologists, nutritionists, and speech therapists. From the findings, we concluded that
health professionals in the facility have, on average, moderate OPD risk factor awareness and that increased
educational attainment may enhance OPD awareness.

Keywords—awareness, interprofessional collaboration, oropharyngeal dysphagia, risk factor.

INTRODUCTION

A. Background Information

Oropharyngeal dysphagia (OPD) is a prevalent condition, especially among older adults. This disorder is
characterized by abnormal swallowing physiology in the upper gastrointestinal tract, leading to a range of
clinical complications, including malnutrition, dehydration, aspiration, suffocation, pneumonia, and, in
extreme cases, death [1]. With over 40% of the world’s population having OPD, it remains a leading
contributor to pressures on the global healthcare system [2]. Countries in Sub-Saharan Africa have the
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highest OPD rates [2]. Dysphagia in a population is associated with lengthy hospital stays, high readmission
rates, and up to 40% additional healthcare costs [3,4]. The high health and economic burdens associated
with OPD call for effective preventative and management interventions.

High-level cooperation between health professionals (HPs) from different specialties is vital for effective
OPD management [5,6]. A multi-disciplinary approach to OPD management is consistent with the World
Health Organization (WHO)’s Interprofessional Collaboration (IPC) model, which advocates for
practitioners in different specialties to work together in open-team practices when dealing with complex
issues [7]. Dysphagia is among the intricate problems in healthcare, given that this condition cuts across
different clinical domains. Yet, dysphagia management in most healthcare settings is primarily the function
of speech-language pathologists/therapists (SLTs) [8]. Their roles include identifying, assessing, treating
swallowing difficulties and preventing secondary complications [8]. The IPC model shifts OPD
management from SLTs alone to a team of collaborators from multiple disciplines. In addition to SLTs, the
team may include nurses, medical officers, nutritionists, and physiotherapists. The model may facilitate
effective OPD management and improved patient outcomes by promoting collaboration and cross-team
communication among diverse HPs [9].

Early risk factor identification is vital for effective disease management. Past research has isolated various
OPD predictive factors, including old age, malnutrition, dementia, stroke, and prolonged intubation [2;10].
According to [11], OPD is common across a range of neurological etiologies, such as spinal cord damage,
head and neck cancer, traumatic brain injury, stroke, Parkinson’s disease, or as a result of respiratory illness
or structural abnormalities such as COVID-19. Smithard et al. [12] point out that OPD affects 50% of
patients with stroke across Australia and England, with about 60% of them within an acute facility (ACF). It
is also known that OPD is a geriatric syndrome [13]. Age-related reduction in muscular mass and strength
may exacerbate physiological changes in swallowing function in older, healthy persons, aggravating OPD
from illnesses. Besides, OPD is a key risk for people with dementia [13].

Health professionals dealing with OPD patients should be aware of the associated risk factors. Their ability
to identify OPD-related exposures is vital in early identification and intervention [14]. Besides, when HPs
are aware of OPD risk factors, they are likely to participate actively in swallowing therapy, leading to
improved clinical outcomes for patients with or at risk of having this condition. In contrast, minimal or lack
of awareness of OPD risk factors among healthcare providers may impede their involvement in OPD
management, leading to poor health outcomes for patients with swallowing disorders [15,16].

Given the role of awareness in OPD management, it raises concerns that in several countries globally, many
HPs have low OPD awareness levels [17,18,19,20]. Limited dysphagia awareness among HPs is, in turn,
associated with low readiness to administer treatment to OPD patients or actively engage in other
swallowing disorder management aspects. In Kenya, over 70% of stroke patients are at risk of developing
swallowing problems [16]. Although dysphagia screening has increased considerably during the past two
decades, few nurses screen patients for this condition [16]. A key factor for nurses’ low involvement in OPD
management in the country is that many assume that OPD screening is the role of physicians [15,16,21].
Such observations bring into question the level of dysphagia awareness among nurses and, by extension,
other HPs in the country. However, there is limited research on swallowing disorder awareness among
practitioners working in various clinical settings in the country. Additional research in this area may offer
valuable information needed to develop effective OPD interventions.

Here, this study reports, for the first time, OPD risk factor awareness among HPs in the medical and surgical
wards (acute-care facility) of a Kenyan level-six hospital. The study draws on the IPC model, which
emphasizes a multi-disciplinary approach to OPD management. Improved OPD awareness levels are critical
for successful collaboration.
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B. Statement of the Problem

Given the complex nature of swallowing disorders, their effective management requires high-level
collaboration between HPs in different specialties, including SLTs, medical officers, nurses, nutritionists,
and other professionals. Such cooperation, in turn, calls on all HPs to have high awareness levels of various
OPD aspects, specifically its risk factors. Some studies have reported low involvement of nurses and other
HPs in swallowing disorder management in Kenya [15,16,21]. Their low involvement may be partly due to

low dysphagia awareness levels [17,18,20]. However, there is limited research on dysphagia awareness
among practitioners working in various clinical settings in Kenya. This gap may hinder the development of
effective interventions to improve the clinical outcomes of persons with this condition.

C. Research Aim and Question

To address these gaps, we assessed OPD awareness levels among HPs attending to adult inpatients in the
acute-care (ACF) facility of a level-six (national) hospital in Kenya. Specifically, we answered the
following question: what is the current status of HPs’ identification levels of OPD risk factors among
inpatients in the ACF of a Kenyan level-six national hospital? We use the term “identification level” to
denote HPs’ ability to identify or recognize OPD risk factors from a set of possible risk factors, some of
which may not apply to dysphagia. This ability is a critical component of OPD risk factor awareness. Our
findings emphasize the need for increased training on OPD risk factors among the hospital’s HPs.

RESEARCH METHODS

This research is part of a larger study to establish HPs’ awareness and involvement in OPD management in
Kenyan hospitals. We employed a descriptive, cross-sectional design to generate comprehensive data on the
state of OPD awareness levels among individual HPs with varied characteristics. We used participants’
identification levels as a proxy for their awareness. ldentification level was defined as the ability to
recognize OPD risk factors from a set of possible risk factors, some of which may not apply to dysphagia.

The study’s setting was the medical and surgical wards of a leading level-six hospital in Nairobi City
County, Kenya. Archival records obtained from the hospital and examined from July—December 2021
showed high inpatient SLT consultations and a relatively high OPD presence among inpatients in its
medical and surgical wards [22]. Yet, prior to the current research, no study had assessed dysphagia
awareness levels among HPs in the facility. We utilized a purposive technique to sample 19 individuals
from a target population of 63 HPs (n = 30% of N) attending to adult inpatients in the hospital’s ACF [23].
Of the 19 HPs, 16 completed and returned the questionnaires, translating into an 84.2% return rate, which
was considered adequate [23].

Participants were sampled proportionately from the six different specialties (work units) in the ACF:
physiotherapists, nurses, nutritionists, SLTs, neurologists, and oncologists (Table I). The last four had one
representative in each case and are indicate in the table under the “other” category. The sample had an equal
number (n = 8) of male and female participants, while 62.5% (n = 10) were aged between 31-40 years. All
had been in their profession for at least four (4) years, with 68.8% (n = 11) having been practicing for over
Six (6) years. The majority (75.0%, n = 12) had at least a bachelor’s degree.

Participants were also asked to indicate if they had ever observed or had to use another a language other
than Kiswahili or English with an inpatient to facilitate swallowing during feeding, whether an SLT was
present in their unit, whether they had attended a swallowing disorder training program, whether they were
satisfied with dysphagia training in their facility or wanted more training, and whether they had access to
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OPD educational resources.

TABLE I. Participant Characteristics

Characteristic Category n (%
Male 8 [50.0
Gender Female 8 [50.0
25-30 years 6 (375
Age group 31-35 years 5 [31.3
36-40 years 5 ]31.3
Diploma 4 125.0
Educational attainment Bachelor 8 [50.0
Post-graduate 4 125.0
4-6 years 5 [31.3
Experience 7-9 years 5 |[31.3
> 9 years 6 |37.5
Physiotherapist 7 |43.8
Specialization Nurse 5 (313
Other 4 [25.0
No 1 163
Used another language?
Yes 15 |93.8
. No 1 |63
Pathologist present
Yes 15 (93.8
L - No 10 |62.5
Swallowing disorder training
Yes 6 |37.5
. N 1 163
Want training 0
Yes 15 |93.8
N 11 :
Satisfied with training ° 68.8
Yes 5 |[31.3
No 11 |68.8
Access to resources
Yes 5 |31.3

We adopted a previously validated questionnaire to generate data on participants’ risk factor identification
levels [24,25]. They were distributed to participants online through Google Forms following approvals and
formal consent from the Kenya National Commission for Science Technology and Innovation (NACOSTI),
and the Kenyatta University’s Ethics Review Committee (KU-ERC). The questionnaire had nine (9) risk
factors. Participants were to isolate the ones that applied to OPD from the set. Identification levels were
computed based on the number of correctly identified items. Raw frequencies, percentages, and means were
used to summarize the identification levels, while the independent samples t-test and one-way ANOVA
were used to assess cross-sectional differences in awareness levels based on participants’ characteristics.
The study complied with the ethical guidelines outlined by Kenyatta University’s ethics review committee.
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RESULTS

A. Results on Risk Factor Awareness Levels

We conducted three sets of statistical analyses. Firstly, we used descriptive summaries to establish key
patterns in participants’ OPD risk factor identification levels. Respondents were first presented with nine (9)
disorder risk factors. They were to identify the ones that applied to OPD from the list. Table Il displays their
responses to the nine items.

All participants identified cancer (head and neck) and trauma (intubation injury, inhalation burn) as OPD
risk factors. The other most selected factors were neurological conditions, head/neck surgery, and TBI. In
each case, 87.5% (n = 14) isolated the three as OPD risk factors.

We then isolated correct answers from the responses. On average, each participant answered correctly to
73.6% (SD = 17.14) of the nine items. We employed the following system to classify identification levels: 0—
25% = very low, 26-50% = low, 51-75% = moderate, and > 75% = high awareness. Based on this
scheme, the sample had, on average, moderate identification level of OPD risk factors. Fig. 1 further shows
that 56.3% (n = 9) had low or moderate OPD risk factor identification scores. Only 43.8% (n = 7) had high
identification levels, while none had very-low scores. Only 18.8% (n = 3) responded to all the items
correctly, while the lowest score was only 44.4%.

We also computed aggregate scores in each risk factor item. The results are in Table Ill. Five (5) items
(neurological conditions, head/neck surgery, traumatic brain injury, head/neck cancer, and trauma due to
intubation injury/inhalation burn) were marked correctly by over 75% of the HPs. Hence, identification
levels of these factors were considered high. Lowest scores were for COVID-19, Parkinson’s disease, and
Alzheimer’s disease/dementia. Although these three are OPD risk factors, only 37.5% (n = 6), 43.8% (n =
7), and 50.0% (n = 8) considered COVID-19, Parkinson’s disease, and Alzheimer’s disease/dementia,
respectively, as such.

TABLE Il. RESPONSES TO RISK FACTOR AWARENESS ITEMS

Risk Factor No, n (%) [Yes, n (%)
Neurological (stroke, cerebral palsy) 2 (12.5) (14 (87.5)
Surgical (head and neck surgery) 2 (12.5) (14 (87.5)
Traumatic brain injury 2 (12.5) (14 (87.5)
Alzheimer’s disease/dementia 8 (50.0) [8(50.0)
Parkinson’s disease 9(56.3) |7(43.8)
Oncology (head and neck cancer) 0 (0.0 16 (100)
Trauma (intubation injury, inhalation burn) 0 (0.0 16 (100)
COVID-19 10 (62.5) |6 (37.5)
Respiratory issues 5(31.3) (11 (68.8)
Page 744

www.rsisinternational.org


https://rsisinternational.org/journals/ijrsi/
https://rsisinternational.org/journals/ijrsi/
http://www.rsisinternational.org/

INTERNATIONAL JOURNAL OF RESEARCH AND SCIENTIFIC INNOVATION (1JRSI)
ISSN No. 2321-2705 | DOI: 10.51244/1JRSI |[Volume XI Issue 111 March 2024

7.14%

N Low
Moderate

8 M High
57.14%

Fig 1. Awareness levels (low, moderate, or high)
B. Association between Risk ldentification Levels and Selected Individual Characteristics

We also compared risk factor identification levels across participant categories. The Shapiro-Wilk test
showed that the identification scores were normally distributed (SW = .911, p = .120), allowing us to use of
parametric tests for the comparisons. Specifically, independent samples t-tests and one-way ANOVA were
used as appropriate. The results were as shown in Table IV. Levene’s test indicated that all the models had
significant homogeneity in their variances.

The differences in OPD risk factor identification levels due to gender and training were non-significant at
the 95% confidence level (p > .050). There was a significant difference in risk factor awareness levels due to
age (F = 4.67, p = .030). The mean scores indicated that, on average, the highest identification levels were
among those aged 31-35, while the other two age groups had near-equal risk factor awareness levels. Post-
hoc tests using Tukey’s HSD showed that the mean scores were significantly different between age groups
25-30 and 31-35 years (p = .030). The other differences were not statistically significant at the 95%
confidence level. Thus, there was no definite pattern in differences in risk factor awareness levels due to age.

TABLE I1l. NUMBER (%) OF CORRECT RESPONSES

Risk Factor n (%
Neurological (stroke, cerebral palsy) 14 187.5
Surgical (head and neck surgery) 14 187.5
Traumatic brain injury 14 187.5
Alzheimer’s disease/dementia 8 150.0
Risk Factor n (%
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Parkinson’s disease 7 |43.8
Oncology (head and neck cancer) 16 {100
Trauma (intubation injury, inhalation burn) 16 (100
COVID-19 6 |37.5
Respiratory issues 11 (68.8

There was a significant difference in risk factor identification levels due to educational attainment (F =
5.94, p = .015). The mean scores suggested that, on average, identification levels increased with educational
attainment. Participants with a post-graduate degree and a diploma certificate had the highest and lowest
mean scores, respectively. Post-hoc comparisons revealed that only post-graduates and diploma certificate
holders had a significant difference in their mean risk factor awareness scores (p = .014). The other
differences were non-significant at the 95% confidence level.

There was a significant difference in risk factor awareness levels due to work experience (F = 5.34,p=
.020). Mean score comparisons indicated that, on average, participants who had been in the healthcare
professions for 7-9 years had the highest risk factor awareness levels, while those with a 4-6-year
experience had the lowest scores (Table 4.7). Post-hoc tests indicated that HPs with a 7-9-year experience
had, on average, significantly higher awareness levels than those who had worked for 4-6 years (p = .019).
The other differences between the other experience pairs were non-significant (p > .050).

Finally, there was a significant difference in risk factor awareness levels due to specialization areas (F =
5.06, p = .024). From the mean scores (Table 4.8), HPs in the “other” category had, on average, higher risk
factor awareness levels than those in the other groups. Nurses attained the lowest scores, although the nurse-
physiotherapist awareness margin was narrow. Post-hoc comparisons confirmed that HPs in the “other”
category had, on average, significantly higher risk factor awareness than both nurses (p = .025) and
physiotherapists (p = .050). The risk factor awareness

TABLE IV. RISK FACTOR IDENTIFICATION LEVELS BY PARTICIPANTS’ CHARACTERISTICS

Factor Category n |M SD t/F p
Gender Male 8 [/3611131% | 50 |1.000
Female 8 |73.61 |20.521
25-30 6 |64.82110.927
Age group (years) [31-35 5 188.89 (11.110 [4.67 |.030
36-40 5 168.89 |18.256
Diploma 4 161.11 |11.115
Education Bachelor 8 |70.84 (11.784 |15.94 [.015
Post 4 191.67 |16.665
4-6 years 5 [62.2219.942
Experience 7-9 years 5 188.89 |11.110 |5.34 |.020
> 9 years 6 |70.37 [16.727
Nurse 5 164.44 |12.174
Specialization Physio-therapist |7 |69.84 (12.362 [5.00 |.024
Other 4 [91.67 |16.665
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Factor Category n (M SD t/F p
- No 10(72.22 {15.931 |-
Training 0.418 .682
Yes 6 [75.93]19.136 |

TABLE V. MIXED FACTOR MODEL FOR THE EFFECT OF PARTICIPANT CHARACTERISTICS

Model B SE t p LCL UCL PES
Intercept 11.11 |549.97 (0.020 |0.987 |-6976.95 |6999.17 |<.001
[Age=25-30 years] -11.11 [189.54 |- 0.059|0.963 |-2419.46 |(2397.24 |<.001
[Age=31-35 years] -<.001 |164.80 (5 ggg [1-000 |-2094.04 (2094.04 |<.001
[Gender=Male] 2222 (99.38 5994 [0.860 |-1240.53 |1284.98 |0.048
[Specialization=Nurse] -44.44 138.49 |- 1.155|0.454 |-533.51 |444.62 |0.571
[Specialization=Physio-therapist] -22.22 [49.69 |[-0.4470.732 |-653.60 [609.15 |0.167
[Experience=4-6 years] 22.22 |111.11 |0.200 |0.874 |-1389.58 |1434.02 |0.038
[Experience=7-9 years] 33.33 [108.87 |0.306 [0.811 (-1349.94 (1416.61 (0.086
[Education=Diploma] 22.22 (110.55 [0.201 |0.874 [-1382.50 |(1426.95 |0.039
[Education=Bachelor] -11.11 |31.43 -0.354 0.784 |-410.43 |388.21 |0.111
[Training = No] -<.001 [49.69 |0.000 |1.000 (-631.38 [631.38 [<.001
[Resources=Yes] -<.001 (117.59 (0.000 |1.000 (-1494.11 |1494.11 |(<.001

difference between nurses and physiotherapists was non-significant (p = .775).

For further analyses, a mixed-factor univariate model was tested for the effect of each factor while
controlling for the others. The results are in Table V. In addition to the factors assessed in Table 1V, the
model also accounts for the effects of access to OPD educational resources.

The table shows model coefficients (B), the corresponding t-values, confidence levels, p-values, and partial
eta squared (PES) values. From the p-values, none of the coefficients was significant at the 95% confidence
level. Hence, the effects of these variables were non-significant after controlling for other factors.

DISCUSSION

We analyzed responses from 16 HPs attending to adult inpatients in the ACF of a leading level-six hospital
in Kenya to establish their identification levels of OPD risk factors. The majority of the participants were
well-educated and experienced practitioners. Besides, all worked in professions that required them to
interact regularly with OPD patients. Hence, they were expected to have high awareness and involvement in
OPD management. However, their responses to the questionnaire items suggested that they had, on average,
only moderate OPD risk factor identification levels. Only about a third (35.71%, n=5) had high
identification levels (Fig. 1).
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The IPC model’s emphasis on a multi-disciplinary approach to the management of complex health issues
requires all HPs in clinical settings to have adequate OPD awareness levels. However, the present findings
suggest that for the hospital in this study, many HPs in its medical and surgical wards have either low or
moderate awareness of OPD, specifically its risk factors. These findings are comparable to those reported
elsewhere [17,18,19,20]. These results highlight the need for increased awareness of OPD risk factors
among HPs attending to patients in the ACF. Minimal identification levels of OPD risk factors may make it
challenging for HPs at the facility to isolate and minimize patients’ exposures to OPD [15]. They may also
lead to missed referrals, ineffective treatments, and increased complications [5]. There is a need for the
management to create dysphagia risk factor awareness among the facility’s HPs.

The majority, and in some cases, the participants selected five of the nine questionnaire items as OPD risk
factors. The least-selected items were COVID-19 and Parkinson’s disease. COVID-19 has been shown to
bea leading risk factor for swallowing disorders [26]. From the records accessed by the researcher before the
study, 7% of initial OPD diagnoses in the facility had COVID-19 [22]. Hence, we expected that participants
would easily select COVID-19 as an OPD risk factor. However, only a small proportion of the respondents
selected this item.

At least two factors could account for this unexpected finding. Firstly, it could be that due to the low
presence of COVID-19 among OPD patients in the facility (7%), many HPs did not consider it a risk factor
for swallowing complications. Another possibility is that many HPs in the sample were not actively
involved in OPD management. In that case, it would be hard for them to know all OPD risk factors,
especially those occurring in low proportions. This latter possibility is highly plausible considering the
relatively low OPD awareness among the HPs in the sample. Irrespective of the reason, the present results
show that HPs in the facility have varied views on what constitutes OPD risk factors.

Given the relatively low risk factor awareness levels observed in this study, it is not surprising that the
analysis also revealed inadequate OPD training opportunities for HPs in the hospital’s medical and surgical
wards (Table ). Only a slight majority (62.5%, n = 10) had attended a training course, workshop, or any
education on swallowing disorders since joining the hospital. Less than a third, however, were satisfied with
the training received, suggesting that even some who had been part of a training program were not content
with the training they received. A possible reason could be that the training did not meet their needs. In that
case, HPs may have low motivation to participate in such programs [27]. In either case, these results are
consistent with findings from various parts of the world indicating that many HPs do not receive training or
are inadequately trained on dysphagia management [8,28,29].

The IPC model emphasizes ongoing HP training (WHO, 2010). Regular training equips HPs with the
knowledge and skills to manage OPD (Samuriwo, 2022). Besides, research shows regular training is a vital
predictor of HP’s involvement and participation in OPD management [29,30]. Adequate training also
prepares HPs to screen patients effectively for OPD and make appropriate referrals [29]. The inadequate
training opportunities reported in this study may suggest that many HPs in the hospital’s ACF are
inadequately prepared to handle OPD patients. Low OPD training may also indicate that many OPD
inpatients admitted in the facility are at risk of going unidentified and missing timely referral or treatment
opportunities.

On a positive note, the majority (93.8%, n = 15) stated that they would want additional training (Table I).
This finding further confirms the low training opportunities at the facility. However, it also reveals a high
willingness to participate in training programs. The hospital’s management could capitalize on this
willingness and implement regular training programs. Notably, although training was expected to produce
improved OPD risk factor awareness [31], the results indicated otherwise (Table V). This unanticipated
finding may be due to sample bias but may also imply that existing training programs were not as effective
as expected.
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When asked if they had ever observed or had to use another language with an inpatient other than Kiswabhili
or English when dealing with a patient with swallowing difficulties, the majority (93.8%, n = 14) were
affirmative (Table 1). The implication is that working with OPD inpatients in the hospital’s medical and
surgical wards requires HPs to have high cultural awareness and, if needed, have a translator to minimize
misinformation or misinterpretations that may arise due to language or cultural differences [13].

The findings in Table IV suggested that, on average, OPD risk factor identification levels increased with
educational attainment, and was highest among post-graduates. A post-graduate degree instills increased
ability and confidence in HPs and enhances their understanding and application of specialty-related
evidence [32]. This observation may explain the high awareness levels of OPD risk factors among post-
graduates in this sample.

The findings on work experience were also against our expectations. Although past research suggests that
increased work experience improves HPs’ knowledge and awareness [29,30], we could not verify this
hypothesis. Instead, participants with 7-9 years of experience had, on average, better OPD risk factor
awareness than those with longer experiences. It was beyond our scope to explore the reason for this
inconsistency. In addition to sampling bias, factors not controlled, such as participants’ involvement with
OPD patients, may explain the discrepancy.

Finally, individuals in the “other” specialization category had the highest OPD risk factor identification
levels. The difference in awareness levels due to specialties may be explained by the degree of contact with
OPD npatients. Specifically, HPs who interact frequently with OPD patients are likely to have high
awareness of this disorder [8]. The “other” category, included an SLT, who is expected to interact frequently
with OPD patients. Hence, they were expected to have relatively high swallowing disorder awareness. In
either case, the present findings may help the hospital’s management determine the areas to emphasize when
designing interventions to improve OPD awareness among HPs.

CONCLUSIONS

HPs working in this facility had, on average, only moderate identification levels of OPD risk factors. Mean
comparisons across different participant categories indicated that, on average, risk factor identification
scores increased with educational attainment. The highest and lowest identification levels were among post-
graduates and diploma certificate holders, respectively. Regarding their specialization, participants in the
“other” category, which included neurologists, oncologists, nutritionists, and SLTs

on average, had higher risk factor awareness than nurses and physiotherapists. The differences in OPD risk
factor identification levels due to gender, age, experience, and training were either inconsistent or non-
significant.

Two (2) main conclusions can be drawn from the findings. Firstly, HPs attending to inpatients in the
hospitals” medical and surgical units have, on average, moderate identification levels of OPD risk factors.
Secondly, high educational attainment is associated with increased identification levels of OPD risk
factors.The management should consider developing strategies to increase OPD awareness among the
hospital’s HPs.

A major limitation of this study was its relatively small sample size. Nevertheless, the sample was
sufficiently representative of the target population. Additionally, the study was descriptive and did not
control for other factors that could influence HPs’ knowledge or awareness of OPD risk factors. The
limitations notwithstanding, the findings offer valuable insights into the state of OPD awareness among HPs
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in the hospital. Future studies could attempt to replicate the results using highly controlled designs.
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