





Assessing Quality of Life of Staff in implementing a 100% drug prescription fill policy at a Nigerian Teaching Hospital.   


Abstract:
Aims and objectives: To evaluate the sedentary behaviours of the staff of UBTH and educate them toward compliance with the global recommendations by the WHO. To also measure their level of physical activity and compare with the global recommended standards of 150-300 minutes per week. To educate the staff on the usefulness of engaging in physical activity to their health, mental health and social life styles and the relationship between physical activity and noncommunicable diseases like diabetes mellitus and some cancers. Background: The University of Benin Teaching Hospital implemented a 100% drug prescription fill policy in 2018, and this has a multiplier effect on the workload on the staff. This leaves little or no time for leisure time activities, social and physical alike.  Several researchers, including the World Health Organization, concluded that there is a relationship between physical inactivity and noncommunicable diseases like diabetes mellitus and some cancers. Physical activity is an integral component of quality of life (QoL). To measure the quality of life, one of the instruments to apply is the International Physical Activity Questionnaire (IPAQ).  Physical activity planned for recess period at work places could act as effective interlude that could help to effectively improve the health and the quality of life of the staff, mitigate against all-cause diseases. The non-observance of same could make the work monotonous with no significant positive impact on the quality of life of the staff. The health of some staff sometimes becomes traumatized by some ailments which could be acute, critical or even chronic in nature, and death occurs in some cases. Some suffer some mild, moderate to severe pains which could be managed under the staff health insurance or by referral services. These could diminish their inputs, effectiveness and efficiency at work and constitute additional cost burden on the staff and or on the health insurance body. One sure way to mitigate these is by measuring the quality of life (QoL) of the workers in the establishment on a scheduled basis. This would expose so many hidden information about the staff’s health and wellbeing and provide advisory information as to whether or not the staff are keeping with the minimum recommended guidelines on physical activity by the World Health Organization and other reputable scholarly reports and recommendations on physical activity and sedentary life style. It is expedient for the staff of UBTH to determine their own perception of self in the organization they work for in relation to their life goals, expectations, standards, religious and other concerns. Methodology: The International Physical Activity Questionnaire (IPAQ), a self-report assessment forms (about 400) were distributed to the staff of UBTH, after obtaining an ethical approval from the Management. They were filled freely by answering the questions therein, which requested them to state how much time they spend on each physical activities (vigorous, moderate, walking and sitting) per day. The data were collected and collated into various categories, viz: male, female, clinical and non-clinical staff members in correspondence with various times spent on each type of PAs. They were tabulated and for each table, the total population, the mean of population, the total time, percentage population and mean of time spent on each physical activity by each category of staff were calculated. For each table, the paired t-test parametric GraphPad Prism- 6 was used to compare the male with female, and clinical with nonclinical, and tests for levels of confidence intervals (CI), standard deviations (SD), standard error mean (SEM), correlation coefficient (r), R square and coefficients of variability (CV) were determined. The One-Way ANOVA repeated measures was used to compare the four categories population participation in physical activities at various times. The values obtained were interpreted as much as possible. The sample size was determined using the Taro-Yamane formular, thus:




                   N
n       =    --------------
                1 + N(e)2,   
 Where n = sample size; N = Total population of staff; 1 = constant; e = error factor of 0.05 or 5%. The total number of staff obtained from the Hospital record is 2000. Substituting these into the Taro-Yamane equation above, gives: n = 333 sampled population.  Results: Out of about 400 IPAQ data forms distributed to staff for completion, only 382 (95.5%) were returned, with some, about 18(4.5%) incompletely filled. The number of responses said ‘No or Not sure’ for all the three categories of PAs assayed was 261(22.8%) out of a total of 1,146, responses, while 885(77.2%) of the responses gave useful data for this research. In Table 1a (in days per week), there was no statistically significant difference between the means of participation in the various PAs (vigorous, moderate and walking) by all staff at P < 0.05, F value 0.5935 and P value 0.5086, R square 0.09001 using One-Way ANOVA repeated measures, GraphPad Prism- 6. The Null hypothesis was accepted. In Table 1b (in days per week), there was no statistically significant difference and correlation between males and females at P < 0.05, since the calculated t value was lower than the natural P value, and the correlation coefficient r 0.7608, mean differences 4.7, the SD differences 21.5 and R square value 0.05293. But, at P < 0.05, there was statistically significant differences between clinical and non-clinical, since the P value 0.0017 was lower than the calculated t value 5.373, and the Null hypothesis was therefore rejected. There were statistically significant differences between the categories (male, female, clinical and non-clinical), at P < 0.05, since the calculated F value 16.18 was higher than the P value (0.0002) with R square value 0.7295. In Table 2a (in hours per day), there was no statistically significant differences between the males and females, and the Null hypothesis was accepted at P < 0.05, since the calculated t value (0.3967) is smaller than the F value (0.6972), with R square = 0.01038, df =15, the mean of differences = -0.6250, SD of differences = 6.302, and 95% CI = -3.983 to 2.733, SEM of differences = 1.576; while there was a statistically significant difference in the levels of participation of clinical and nonclinical staff. The Null hypothesis was therefore rejected at P < 0.05, since the calculated t value (2.933) was higher than the F value (0.0103), at df 15, R square 0.3645, Mean of differences 9.938, SD of differences 13.55, SEM of differences 3.388 and 95% CI 2.716 to 17.16.  For the four categories of staff, there was a statistically significant difference in levels of participation at P < 0.05, since the calculated F = 6.949 is greater than the P value (0.0082), and R square 0.3166. Therefore, the Null hypothesis was rejected. In Table 2b (in minutes per day), male versus females, the Null hypothesis was accepted at P < 0.05, P value = 0.6821, and the calculated t value, t=0.4232, df=9, since the calculated t value was lower than the P value. The Mean of differences = 2.500, SD of differences = 18.68, SEM of differences = 5.907, 95% confidence interval = -10.86 to 15.86 and R square = 0.01951. For the clinical versus non-clinical staff, at P < 0.05, the P value = 0.0401, calculated t = 2.397, df = 9, there was a statistically significantly difference and the Null hypothesis was rejected, since the calculated t value was higher than the P value. The Mean of differences = 13.30, SD of differences = 17.54, SED of differences = 5.548, 95% CI = 0.7497 to 25.85 and R square = 0.3897. In Table 3a (sitting in hours per day), for male vs female sedentary behaviours, showed that at P < 0.05, there was no statistically significant difference between the population of respondents in sedentary behaviours.  and therefore, the Null hypothesis was accepted since the calculated t value (0.4082, df=19) was lower than the P value 0.6877, the Mean of differences 0.4000, SD of differences 4.382, SEM of differences 0.9798, 95% CI -1.651 to 2.451 and R square value 0.008696. Also, there was no statistically significant difference between the means of time of sitting (in hours per day and hours per week) between the male and the female staff at UBTH. For the sedentary behaviours of the clinical and non-clinical staff, at P < 0.05, there was a statistically significant difference between them, and therefore the Null hypothesis was rejected, since the calculated t 3.382, df = 19, was higher than the P value 0.0031, Mean of differences 4.650, SD of differences 6.150, SEM of differences 1.375, 95% confidence interval 1.772 to 7.528 and R square 0.3757.  Conclusion: Despite the increased workload on the UBTH staff, their levels of physical activity are still within acceptable and commendable limit for both males, females, clinical and non-clinical staff categories who respectively spent at least 26.1 minutes per day (182.7 minutes per week), 20.8 minutes per day (145.6 minutes per week), 24 minutes per day (168 minutes per week) and 23.9 minutes per day (167.3 minutes per week). This research work revealed that males of UBTH are compliant with the global minimum physical activity requirement per week, while the females fall short by 4.4 minutes per week. Though the female respondents were more who were engaged in various PAs in minutes per week than the males, they nonetheless spent less time in performing physical activities, with a mean difference of 37.1 minutes per week. The Clinical and non-clinical staff were found to be ‘equi-active’ in physical activities, and compliant with the global minimum PA requirement. 
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1. Introduction:
The University of Benin Teaching Hospital (UBTH), Benin City, Nigeria is located in the South-South geopolitical zone of Nigeria. It is the tertiary healthcare institution whose staff are under reference in this research work. It has a staff strength of about 2,000 workers (both health and allied health workers) handling the affairs and health concerns of about 354,000 clients, patients and staff per annum (2022 report). The duty demands on the staff (who are adult males and females, clinical or non-clinical oriented), are to render adequate, efficient, cost-effective, speedy or timely quality healthcare solutions to both the patients and the clients, and to also perform such other functions like administrative duties or services, inventory management and control, staff welfare care and discipline, adequate auditing and reporting to the hospital management and the supervising Federal Ministry of Health etc. The duty schedule is in three phases, called shifts (morning duty commencing at 8:00am and ends at 2:00pm, afternoon duty running between 2:00pm-8:00pm and night shift, starting by 8:00pm and runs till 8:00am the next day. This is a daily schedule for ‘non-call’ duty officers. The ‘’call’’ duty officers have their schedule divided into two tranches: From 8:00am to 4:00pm is usually the regular work period compulsory for all call officers to attend, while between 4:00pm till 8:00am the next day serves as ‘call’ period for those rostered to take ‘calls’ after their regular duty of 8:00am to 4:00pm. 
    The hospital Management institutionalized “A 100% drug prescription fill policy” in 2018 for all patients and clients that patronize the services of the hospital. This policy implementation increases the volume of work done by the staff of the hospital and it could not be without any attendant adverse consequences. The volume of filled prescriptions increased from 299,847 to 606,200 in four years for the older policy, with a growth turnover rate of about 200%, while it grew from 947,383 to 1,001,503 for the new policy tagged “A 100% drug prescriptions fill policy” in four years (Egharevba J.O. et al, March 2025, table 3) with a turnover rate of about 100%. Switching from older policy to the new policy, the growth turnover rate in four years was about 334%. This could be additional work pressure on the staff. Each work session is usually very busy and the healthcare needs of the patients and clients are compelling on the staff to sit for several minutes to hours of daily work session. They move about at short distances in the course of discharging their services to get certain things done. These service induced pressures on staff hardly permit them enough time (if any) for leisure, planned or programmed physical activities or even recess during work session. Physical activity planned for recess period at work place could act as effective interlude that could help to effectively improve the health and the quality of life of the staff, while a non-observance of same could make the work monotonous, and not significantly impactful on the quality of life of the staff.
     However, there is an obvious obligation on the Staff and the Management to ensure that the health of the Staff does not suffer any undue consequences or deteriorations due to these multiplied work pressures, otherwise it will be counterproductive in operation. The health of some staff sometimes becomes traumatized by some ailments which could be acute, critical or even chronic in nature, and death occurs in some cases. Some suffer some mild, moderate to severe pains which could be managed under the staff health insurance or by referral services. These could diminish their inputs, effectiveness and efficiency at work. It will constitute additional cost burden on the staff and the insurance body. One sure way to mitigate these is by measuring the quality of life (QoL) of the workers in the establishment on a scheduled basis. This would expose so many hidden information about the staff’s health and wellbeing and provide advisory information as to whether or not the staff are keeping with the minimum recommended guidelines on physical activity by the World Health Organization and other reputable scholarly reports and recommendations on physical activity and sedentary life style or behaviours.      
    It is expedient for the staff of UBTH to determine their own perception of self in the organization they work for in relation to their life goals, expectations, standards and concerns. Quality of life (QoL) is an individual perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns (WHOQoL: World Health Organization, 22 May, 2020). The standard indicators of QoL include wealth, employment, the environment, physical and mental health, education, recreation and leisure time, social belonging, religious beliefs, safety, security and freedom (Gregory, Derek: Johnston, Ron: Pratt, Geraldine: Watts, Michael: et al. (June 2009), Martha Nussbaum and Amartya Sen (1993) and Barcaccia, Barbara (4 September 2013). The assessment of the QoL indicators among UBTH staff is also very crucial in terms of their employment, environment of practice, health status, leisure time and activities, education, social freedom and wealth creation, security, safety and free expression of religious and cultural believes and practices. Quality of life has a wide range of contexts, including the fields of international development, healthcare, politics and employment. Health related QoL (HRQoL) is an evaluation of QoL and its relationship with health (Bottomley, Andrew (2002).   
      International physical activity (IPAQ) is an integral component of quality of life, and it’s a key factor for assessment or measurement of well-being and QoL of an individual, using the international physical activity questionnaire (IPAQ) as a tool. Physical Activity is defined as any body movement produced by skeletal muscles that requires energy expenditure (World Health Organization Geneva, 2010), and can be performed at a variety of intensities- as part of work, domestic chores, transportation or during leisure time or when participating in exercise or sports activities. Sedentary behaviour is defined as any waking behaviours while in a sitting, reclining or lying posture with low energy expenditure (Tremblay MS, Aubert S, Barnes JD, Saunders TJ, Carson V, Latimer-Cheung AE, et al., 2017). Regular physical activity is proven to help prevent and manage noncommunicable diseases such as heart diseases, hypertension, stroke, diabetes and several cancers, reduces symptoms of depression and anxiety, enhances brain health (World Health Organization, https//www.who.int 2024). It also helps to maintain a healthy body weight and can improve mental health, quality of life and well-being’ (US Department of Health and Human Services. 2018, and Bull FC. Al-Ansari, SS. Biddle, S.et al 2020). Individuals not meeting this aerobic activity recommendation are considered to be insufficiently physically active-this applies to all adults (18years and older), including those living with chronic conditions or disabilities, and pregnant or postpartum people (Tessa Strain, Seth Flaxman, Regina Guthold, Elizaveta Semenova, Melanie Cowan, Leanne M Riley, et al, August 2024). This could, among other factors, have necessitated the imperatives of the global set goals, assessment and target of achievement to improve the levels of physical activities among the various ages, sex, social groups, health status, pregnancy and postpartum stratifications. The World Health Assembly (WHA) set a target of 15% relative reduction in insufficient physical activity between 2010 and 2030(WHO. Seventy-first World Health Assembly A71/18, May 10, 2024 and WHO: Global Action Plan on Physical Activity, May 10, 2024). We assessed whether countries or territories, regions and the world would meet the global target of a 15% relative reduction of the prevalence of insufficient physical activity by 2030 if 2010-2022 trends continue (Tessa Strain, Seth Flaxman, Regina Guthold, Elizaveta Semenova, Melanie Cowan, Leanne M Riley, et al. August 2024). The imperativeness to assess the QoL of the staff of UBTH by measuring the physical activity level component becomes very germane, if the hospital management and its staff must meet the stated minimum standard within the stipulated time frame.  A comparative estimate of adults’ insufficient physical activity for countries or regions worldwide was done by (Bull, FC. Armstrong, T. Dixon, XT. et al, 2004, Ezzati. Lopez, A. Rogers, A. et al, 2004, Hallal, PC. Andersen, LB. Bull, FC. Et al, 2012 and Salis, JF. Bull, F. Guthold, R. et al, 2016). One of the recent studies on global insufficient physical activity was done by (Guthold, R. Stevens, GA. Riley, XLM. et al, 2018). They averred in their paper titled: ‘The World trends in insufficient physical activity from 2001 to 2016: a pooled analysis of 358 population-based surveys with 1.9million participants, which covered data from 65 countries’ that their results suggested global prevalence was stable between 2001 and 2016 but the trajectories varied considerably between countries and regions (Guthold, R. Stevens, GA. Riley, XLM. et al, 2018).
     “Physical activity (PA) refers to all movements involving energy expenditure. In children and adolescents, PA promotes bone health, encourages healthy growth and development of muscles, and improves motor and cognitive development, cardiometabolic health, mental health and reduced body fat. In adults and older adults, PA leads to reduced risk of all-cause mortality, risk of cardiovascular disease mortality, incident hypertension, incident site-specific cancers, incident type-2 diabetes, and falls and improved mental health, cognitive health, sleep and measures of body fat. For pregnant and post-partum women, PA leads to deceased risk of pre-eclampsia, gestational hypertension, gestational diabetes, excessive gestational weight gain, delivery complications, postpartum depressions and newborn complications. PA has no adverse effects on birthweight or increased risk of stillbirth. About 31% of adults and 80% of adolescents do not meet the recommended levels of physical activity, the global target set to reduce levels of physical inactivity in adults and adolescents.  Popular ways to be active include walking, cycling, wheeling, sports, active recreation and play, and can be done at any level of skill and for enjoyment by everybody. Works such as house chores or jobs requiring physical labour is another way to be physically active. Improving levels of PA will benefit health and well-being and contribute to attainment of global noncommunicable diseases targets and a number of the Sustainable development Goals. This requires collaboration from all actors, coordination, guidance and monitoring from WHO. Physical inactivity is one of the leading risk factors for noncommunicable diseases mortality. People who are insufficiently active have a 20% to 30% increased risk of health compared to people who are sufficiently active. A sedentary period is a time of low energy expenditure by the individual, such as sitting down, watching a TV, listening to radio or a story excluding sleep” (WHO Guidelines on Physical Activity and Sedentary behaviour Geneva, 2020).
[bookmark: _Hlk196758599] According to WHO, 2024, ‘’high levels of sedentary behaviour are associated with the following poor health outcomes: in children and adolescents, increased adiposity, poorer cardiometabolic health, fitness, and behavioural conduct, pro-social behaviour and reduced sleep duration. In adults, it increased all-cause mortality, cardiovascular disease mortality, and cancer mortality and incidence of cardiovascular disease, cancer and type-2 diabetes.  The World Health Organization: Physical activity, 26 June 2024 published an estimated high cost of physical inactivity to the public health care systems between 2020 and 2030 if the levels of physical inactivity are not reduced. This red flag by the WHO is a clarion call on all nations, states, communities, organizations, governments, groups, professional, and individuals to hearken to the WHO police guidelines and protocols of ensuring a reduction of physical inactivity by the year 2030 by at least 10%. Current global estimates show 1 in 3 adults and 80% of adolescents do not do enough physical activity (WHO, 2025). The level of inactivity increases, even as high as 70% with economic and technological developments of a nation due to changing transport patterns, increase use of technology for work and recreation, cultural values and increasing sedentary behaviour (WHO, 2025). Sedentary behaviour and inadequate levels of physical activity (ILPA) have negative impacts on health systems, the environment, community and individual well-being and quality of life (WHO, 2025). ‘The benefits of PA are well established and include a lower risk of cardiovascular disease, hypertension, diabetes, and breast and colon cancer. Additionally, PA has positive effects on mental health, delays the onset of dementia, and can help the maintenance of a healthy weight’’ (Physical Activity Advisory Committee Report, 2008, Warburton DE, Charlesworth S, Ivey A, Nettlefold L, Bredin SS, 2010, WHO. Global recommendations on physical activity, 2010, Sallis JF, Bull Guthold R, et al, 2016 and ISPAH International Society for Physical Activity and Health, 2017).  The WHO infographic data, 7th June 2021, guidelines & recommendations on IPA and sedentary behaviour for various categories of persons are summarized as shown below:
1. Limit sedentary time
                 ↓
2. Replace adult and child restricted movement with some IPA
                ↓
3. Any PA is better than none
                   ↓
4. 150 minutes of IPA/week for pregnant and postpartum women
                   ↓
5. 150-300 minutes IPA/week for adults and older adults
                   ↓
6. 60 minutes of IPA/day for children and adolescents
                    ↓
7. At least 2 days/week of muscle strengthening activities for adults 
                    ↓
8. At least 3 days/week for multicomponent activities for balance and strength for older adults
                    ↓
9. More than 300 minutes/week of IPA for everyone who can, is better. 
After 60 years of age, physical inactivity levels increase in both men and women (WHO: Physical Activity, 26th June, 2024).

2.1 Problem statements:
 The workload per staff of the University of Benin Teaching Hospital has trebled (Egharevba O. J. et al, March 2025) since implementation of ‘a 100% drug prescription fill policy’ by the Management in 2018 till date. This, coupled with post Covid-19 pandemic global economic meltdown and constant shortage of staff occasioned by regular oversea drift of healthcare workers in search of greener pasture, could have undoubtable adverse consequences on the social, economic, physical, mental, health and wellbeing of the workers at UBTH. There could, most probably, be little or no time for recess or break at work, leisure time activities, organized games or sporting activities. The workers perform their duties by sitting for hours although they are at liberty to walk from one point to the other in the process of rendering their services when necessary. The staff are all adult males and females, clinical and non-clinical officers alike, with ages within the government official work ages of 18 - 60 or 65 years. They have their physiologic, biochemical and social changes to worry about especially the fears arising from putting so much into their daily jobs with little or no time for leisure activities such as sports and games. Some of the women are within their gravida age bracket while others are postpartum and menopausal. For each category, there is need to keep with the globally recommended minimum standards of physical activity, thus: 150 minutes of PA per week for the gravid and postpartum women and 150 -300 minutes of PA per week for other normal healthy adults; greater than 300minutes of Physical Activities (PAs) per week for anyone who can do it (WHO Infographic, June 2021). There is also the fear, worry and concern over staff’s health regarding WHO’s published statement that there is an association between PA and all-cause mortalities and cardiovascular disease mortality in adults, 18-64 years of age, (WHO Global recommendations on Physical Activity for health, Geneva, 2010). ‘About 31% of adults globally do not meet the recommended levels of PA (i.e they are physically inactive), and the global target set is to reduce levels of Physical Inactivity (PiA) in adults and adolescents by 10% relative reduction by 2025 and 15% by 2030 from 2020 baseline. The global estimate of the cost of physical inactivity to public healthcare systems between 2020 and 2030 is about 300 billion USD (approximately 27 billion USD per year, if levels of PiA are not reduced’ (World Health Organization, June 2024). Therefore, there lies the puzzle to solve: Whether or not the staff of UBTH are keeping with these minimal recommended guidelines of WHO, to keep off the numerous diseases and associated mortalities, from their lives and their communities of work and residence.  
2.2 Importance of this research to science:
This research seeks to assess the compliance level of the staff and management of UBTH with the globally recommended standards and guidelines for minimal Physical Activities (PAs) and reduction of sedentary life style and bahaviours by WHO and other renowned bodies. This work’s recommendations will proffer scientifically rationalized solutions to the ailing health conditions of staff of the establishment through improved PAs and thus improve their quality of life. This will increase staff’s effectiveness and efficiency at work and a reduction of the burden of cost of PiA on the local healthcare systems. The research is purposed to guide the establishment and staff thereof toward attainment of the WHO proposed 2030 target of improving PAs. Most countries globally are off track to meet the 2030 target, therefore, greater investment at the global and national level is needed to implement effective policies of reverse trends in physical activity, and countries on track must continue to maintain the trajectory (WHO: Global status report on physical activity, 2022). WHO guidelines recommend that all countries develop or update national policy and implementation plans on physical activity and, most importantly, allocate the necessary political priority and resources to enable implementation or their commitment to increase physical activity will not be achieved (World Health Organization, Switzerland, 2018). The knowledge and regular practice of physical activity of any sort by the staff can lead to averting a reasonable number of death of staff per year, if the staff population becomes more physically active. Between 4-5 million deaths per year could be averted if the global population was more active (Lee IM, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk PT, et al, 2012 and Strain T, Brage S, Sharp SJ, Richards J, Tainio M, Ding D, et al; 2020.   
3.1 Research methodology: 
This research was carried out in 2024 at the University of Benin Teaching Hospital, Benin City, Nigeria using the staff as respondents. The International Physical Activity Questionnaire (IPAQ) abridged type was used in data collection by distributing 400 of same to the Staff and Management to fill without interferences. This was after obtaining an ethical approval from the Health Research Ethics Committee of the Hospital, vide protocol number: ADM/E22/A/ Vol. VII/ 1483011857, to carry out this research work in the Hospital using the staff and the Hospital’s books and records. The Staff and Management freely completed the self-report IPAQ data form used in this work. There are no global standard protocols for analyzing and reporting of device-based measurements of physical inactivity, and different data leaning methods and cut-points are applied in different studies, leading to non-comparability of results (Ekelund, U. Tomkinson, G. Armstrong, N. 2011). It is currently not possible to know the prevalence of meeting physical activity guidelines based on accelerometer data’ (Migueles, JH. Cadenas-Sanchez, C. Tudor-Locke, C.et al, 2019;29:566-574), hence the IPAQ self -report form was used in data collection.
The sample size was determined using the Taro-Yamane formular, thus:
                   N
n       =    ---------------
                1 + N(e)2
Where n = sample size; N = Total population of staff; 1 = constant; e = error factor of 0.05 or 5%. The total number of staff obtained from the Hospital record is 2000. Substituting these into the Taro-Yamane equation above, gives:
                    2000                                  2000                              2000          2000
n     =     ----------------------      =       -------------------------        =     --------    = ---------   = 333.33
              1 + 2000(0.05)2                          1 + 2000 x 0.0025              1 + 5              6

n   = 333 sampled population.
 However, 400 self-report IPAQ data forms were distributed to the staff of UBTH and the data were collected and collated into various categories, viz: male, female, clinical and non-clinical staff members in correspondence with various times spent on each type of PAs (vigorous, moderate, walking and sitting).  The data were analyzed using The GraphPad Prism 6. The total PA for each day of the week for all activities was calculated and the percentage for each PA was also calculated. Using One-Way ANOVA repeated measures, the Null hypothesis was tested among the various PAs means, and test for levels of confidence intervals (CI), standard deviations (SD), standard error mean (SEM), correlation coefficient (r), R square and coefficients of variability (CV) were determined using Paired t-test (parametric), regression and correlation analysis of variances. The values obtained were interpreted as much as possible. In Table 1a below, titled ‘uncategorized sampled population,’ out of about 400 IPAQ data forms distributed to staff for completion, only 382 (95.5%) were returned, with some, about 18(4.5%) incompletely filled. The respondents complained of time constraints and work pressure, mostly by the clinical staff. The time spent by the entire sampled population on each type of International Physical Activity was recorded against the corresponding number of respondents who filled that time on each physical activity.  The number of responses that said ‘No or Not sure’ for all the three categories of PAs assayed was 261(22.8%) out of a total of 1,146 responses, while 885(77.2%) of the responses gave useful data for this research. In Table 1b, the data were separated into different categories of sex (male and female) and profession (clinical and non-clinical.
3. 2 Exclusion criteria:
 Staff who were less than five years old in the Hospital were excluded from taking part in the questionnaire. The external patients and clients did not also take part in the questionnaire. Respondents who didn’t fill their sex and or profession had nothing recorded for them under categorization though their self-report values were scored in the uncategorized Tables.
4. RESULTS:
Interpretation of Results:
    In Table 1a, a One-Way ANOVA repeated measures performed on the data using GraphPad Prism- 6 showed that there was no statistically significant difference between the means at P < 0.05, F value 0.5935 and P value 0.5086, R square 0.09001. The Null hypothesis was accepted. There was also no statistically significant effective matching of the three groups at P < 0.05, F value 0.5992, P value 0.7263 and R square 0.2142.  
Table1a: International Physical Activity (IPA) in days per week for uncategorized sampled population. 
	 Physical Activities↓
	                                                Responses ↓ 
	No/Not sure

	Days/week→
	1
	2
	3
	4
	5
	6
	7
	Total
	Mean 
	

	Vigorous
	33
	78(8.8%)
	59(6.6%)
	39
	26
	0
	20
	255(28.8%)
	36.4(28.8%)
	127(48.7%)

	Moderate 
	35
	54(6.1%)
	54(6.1%)
	22
	48
	16
	32
	261(29.5%)
	37.3(29.5%)
	121(46.3%)

	Walking ›10 mins at a time
	4

	53(6.0%)
	44(5.0%)
	19
	91
	30
	128
	369(41.7%)
	52.7(41.5%)
	13(5.0%)

	Total 
	72
	185(20.9%)
	157(17.7%)
	80
	165
	46
	180
	885
	126
	261



In Table 1b below, the One-Way ANOVA performed using GraphPad Prism- 6 shows that the Null hypothesis was rejected, since the calculated F value 4.052 was higher than the P value 0.0183 at P < 0.05, R square 0.3362. The paired t-test parametric was used to compare the male participation in physical activities with the female, and the result revealed that no statistically significant differences and correlation occurred between them at P < 0.05, since the calculated t value was lower than the natural P value, and the correlation coefficient r 0.7608, mean differences 4.7, the SD differences 21.5 and R square value 0.05293. The paired t-test was also performed to compare the participation of the clinical and the non-clinical staff in the various physical activities, and the results were as follows: At P < 0.05, there was statistically significant differences between them, since the P value 0.0017 was lower than the calculated t value 5.373, and the Null hypothesis was therefore rejected. Further analysis showed: The mean differences 56.29, SD differences 27.72 and R square value 0.8279 and 95% confidence interval CI, 30.65 to 81.92. However, there was no statistically significant correlation between them, since the correlation coefficient r was 0.7842. Repeated measures One-way ANOVA was used to compare the participation of the four categories of staff of UBTH and the results were as follows: There were statistically significant differences between the categories (male, female, clinical and non-clinical), at P < 0.05, since the calculated F value 16.18 was higher than the P value (0.0002) with R square value 0.7295. The matchings between the categories across the rolls were also statistically significant since the calculated F value 12.97 was greater than the P value < 0.0001, and R square of 0.5391.
 
Table1b: IPA in days per week, categorized into sex and profession.
	PA Days/week                 →
	1
	2
	3
	4
	5
	6
	7
	Total responses
	Mean of responses 

	Male vigorous
	23(31.9%)

	46(24.9%)
	24(15.3%)
	20(25%)
	11(6.7%)
	0
	10(5.55%)
	134
	19.1

	Male moderate
	25(34.7%)
	17(9.2%)
	27(17.2%)
	15(18.8%)
	15(9.1%)
	11(23.9%
	18(10%)
	128
	18.3

	Male walking
	0
	30(16.2%)
	25(15.9%)
	7(8.8%)
	36(21.8%)
	0(0%)
	66(36.6%)
	164
	23.4

	Male Total
	48

	93
	76
	42
	62
	11
	94
	426
	60.8

	Female vigorous
	10(13.9%)
	32(17.3%)
	35(22.3%)
	19(23.7%)
	15(9.1%)
	0
	10(5.55%)
	121
	17.3

	Female moderate
	10(13.9%)
	37(20%)
	27(17.2%)
	7(8.7%)
	33(20%)
	5(10.9%)
	14(7.8%)
	133
	19

	Female walking 
	4(5.6%)
	23(12.4%)
	19(12.1%)
	12(15%)
	55(33.4%)
	30(65.2%
	62(34.4%)
	205
	29.3

	Female Total 
	24
	92
	81
	38
	103
	35
	86
	459
	65.6

	Clinical- staff vigorous
	3(4.2%)
	26(14.1%)
	23(14.7%)
	13(16.2%)
	7(4.3%)
	0
	3(1.7%)
	75
	10.7

	Clinical staff moderate
	7(9.7%)
	21(11.4%)
	9(5.7%)
	3(3.8%)
	7(4.2%)
	3(6.5%)
	6(3.3%)
	56
	8

	Clinical staff walking
	2(2.8%)
	0
	16(10.2%)
	12(15%)
	26(15.8%)
	4(8.7%)
	31(17.2%)
	91
	13

	Clinical Total
	12
	47
	48
	28
	40
	7
	40
	222
	31.7

	Non-clinical staff Vigorous
	30(41.6%)
	52(28.1%)
	36(22.9%)
	26(32.5%)
	19(11.5%)
	0
	17(9.4%)
	180
	25.7

	Non-clinical moderate
	28(38.9%)
	33(17.8%)
	45(28.7%)
	19(23.7%)
	41(24.9%)
	13(28.3%
	26(14.5%)
	205
	29.3

	Non-clinical walking
	2(2.8%)
	6(3.2%)
	28(17.8%)
	7(8.8%)
	65(39.4%)
	26(56.5%
	97(53.8%)
	231
	33

	Non-clinical Total 
	60
	91
	109
	52
	125
	39
	140
	616
	88



NB: In Tables 2a and 2b below, the total time was calculated based on the sum of times in which there were PAs, while the mean of time was determined based on the total time divided by the number of times in which there were PAs.  In Table 2a below, a paired t-test parametric was performed on the participation of men and women in PAs (in hours per day), and the result showed no statistically significant differences between the two groups. The Null hypothesis was accepted at P < 0.05, since the calculated t value (0.3967) is smaller than the F value (0.6972), with R square = 0.01038, df =15, the mean of differences = -0.6250, SD of differences = 6.302, and 95% CI = -3.983 to 2.733, SEM of differences = 1.576. The pairing was not statistically significantly effective. The correlation was not also statistically significant, with a Correlation coefficient (r) = 0.9213, at P < 0.05.  A similar paired t-test parametric was performed on the clinical and non-clinical categories of staff participation in PAs, and the result proved that there was a statistically significant difference in their levels of participation. The Null hypothesis was therefore rejected at P < 0.05, since the calculated t value (2.933) was higher than the F value (0.0103), at df 15, R square 0.3645, Mean of differences 9.938, SD of differences 13.55, SEM of differences 3.388 and 95% CI 2.716 to 17.16. However, the pairing was not statistically effective and the correlation not statistically significant, with a correlation coefficient (r) = 0.9325 at P < 0.0001.  A One-Way ANOVA Repeated Measures was performed to test the variances in PAs participation, in hours per day, among the four categories of staff. The results revealed that there was a statistically significant difference in levels of participation in PAs among the various categories at P < 0.05, since the calculated F = 6.949 is greater than the P value (0.0082), and R square 0.3166. Therefore, the Null hypothesis was rejected while the alternate hypothesis was accepted. There One-Way ANOVA analysis further showed that there was also a significant matching of the groups at P < 0.05, F =21.67, P < 0.0001 and R square= 0.8315. 
Table 2a: Time spent (in hours per day) on PAs, categorized into sex and profession.
	PAs↓
	
	             Corresponding scores for hour(s) spent per day on various PAs ↓ 

	Hours/ day
→
	1
	1.5
	2
	2.5
	3
	3.5
	4
	4.5
	5
	5.5
	6
	7
	7.5
	8
	10.5
	14
	Total
time
	Total 
Responses
	Mean of Responses
	Mean of 
Time  

	Male vigorous
	24
	5 
	22
	8
	0
	0
	5
	0
	2
	0
	4
	0
	2
	0
	0
	3
	43.5
	75
	
	4.8

	Male moderate
	8
	6
	19
	6
	5
	4
	2
	0
	3
	0
	3
	1
	0
	4
	1
	0
	54
	62
	
	4.5

	Male Walking
	13
	7
	6
	2
	11
	0
	0
	1
	4
	0
	3
	5
	0
	1
	0
	0
	40.5
	53
	
	4.1

	Total male
	45
	18
	47
	16
	16
	4
	7
	1
	9
	0
	10
	6
	2
	5
	1
	3
	80
	190
	12.6
	5.3

	Female Vigorous
	24
	5 
	22
	8
	0
	0
	5
	0
	3
	0
	7
	0
	0
	1
	0
	2
	44
	77
	
	4.9

	Female Moderate
	6
	0
	16
	0
	8
	0
	4
	0
	3
	0
	5
	1
	0
	2
	1
	0
	46.5
	46
	
	5.2

	Female Walking
	4
	3
	23
	0
	11
	0
	0
	1
	4
	0
	7
	3
	0
	1
	0
	0
	38
	57
	
	4.2

	Total Female
	34
	8
	61
	8
	19
	0
	9
	1
	10
	0
	19
	4
	0
	4
	1
	2
	69
	180
	13.8
	5.3

	Clinical Vigorous
	7
	0
	9
	2
	0
	0
	3
	0
	2
	0
	2
	0
	0
	0
	0
	3
	34.5
	28
	
	4.9

	Clinical Moderate
	5
	0
	9
	0
	4
	0
	0
	0
	3
	0
	3
	1
	0
	3
	1
	0
	42.5
	29
	
	5.3

	Clinical Walking
	3
	3
	12
	0
	5
	0
	0
	1
	5
	0
	3
	5
	0
	1
	0
	0
	38
	38
	
	4.2

	Total Clinical
	15
	3
	30
	2
	9
	0
	3
	1
	10
	0
	8
	6
	0
	4
	1
	0
	46.5
	88
	7.3
	3.9

	Non-clinical vigorous
	27
	5
	31
	6
	5
	0
	5
	0
	3
	0
	9
	0
	0
	3
	0
	0
	33
	94
	
	3.7

	Non-clinical Moderate
	9
	6
	26
	6
	9
	4
	6
	0
	3
	0
	5
	1
	0
	3
	1
	0
	54
	79
	
	4.5

	Non-clinical Walking
	14
	7
	17
	2
	17
	0
	0
	1
	5
	0
	7
	3
	0
	1
	0
	0
	40.5
	74
	
	4.1

	Total non-clinical
	50
	18
	74
	14
	31
	4
	11
	1
	11
	0
	21
	4
	0
	7
	1
	0
	58.5
	247
	19
	4.5



In Table 2b, a paired t -test parametric was perform on the male versus female and also on the clinical versus non-clinical staff to test for any significant differences between each paired group participation in the various PAs, in minutes per day. For male versus females, the Null hypothesis tested was accepted at P < 0.05, P value = 0.6821, and the calculated t value, t=0.4232, df=9, since the calculated t value was lower than the P value. The Mean of differences = 2.500, SD of differences = 18.68, SEM of differences = 5.907, 95% confidence interval = -10.86 to 15.86 and R square = 0.01951. The pairing was not statistically significantly effective, and also there was no statistically significant correlation between the males and females’ participation in PAs in minutes per week at P < 0.05, with the coefficient of correlation (r) = 0.8849, and P value = 0.0003. For the clinical versus non-clinical staff, at P < 0.05, the P value = 0.0401, calculated t = 2.397, df = 9, there was a statistically significantly difference and the Null hypothesis was rejected, since the calculated t value was higher than the P value. The Mean of differences = 13.30, SD of differences = 17.54, SED of differences = 5.548, 95% CI = 0.7497 to 25.85 and R square = 0.3897. However, the pairing was not statistically significantly effective.  Also, the correlation was not statistically significant at P > 0.05, r = 0.8936 and P=0.0002.  A one-way repeated measures ANOVA performed on the four categories of staff revealed that: At P < 0.05, there was no statistically significant difference in the involvement of the different categories of staff in PAs, in minutes per day, and by extension, in minutes per week. The matching of the categories was statistically significant at P < 0.05, F= 9.334, P = < 0.0001 and R square = 0.7266. 

Table 2b: Time spent (in minutes per day) on PAs, categorized into sex and profession.
	IPA↓
	Corresponding scores for minutes spent per day on various PAs ↓

	Mins/day →

	5
	10
	12.5
	15
	20
	25
	30
	37
	40
	45
	Total 
responses.
	Mean of responses.
	Total
Time 
	Mean of 
Time 
	Mins/week

	Male Vigorous
	0
	17
	0
	12
	13
	0
	2
	0
	0
	0
	44
	
	75
	18.8
	131.6

	Male Moderate
	0
	11
	0
	9
	27
	0
	35
	0
	0
	0
	82
	
	75
	18.8
	131.6

	Male Walking
	0
	14
	7
	0
	22
	7
	54
	7
	7
	15
	133
	
	219.5
	27.4
	191.8

	Male Total
	0
	42
	7
	21
	62
	7
	91
	7
	7
	15
	259
	28.8
	234.5
	26.1
	182.7

	Female Vigorous
	12
	20
	0
	0
	12
	0
	49
	0
	0
	25
	118
	
	110
	22
	154

	Female Moderate
	0
	6
	0
	0
	7
	0
	24
	0
	0
	17
	54
	
	105
	26.3
	184.1

	Female Walking
	0
	0
	0
	14
	37
	0
	47
	0
	0
	14
	112
	
	110
	27.5
	192.5

	Female Total
	12
	26
	0
	14
	56
	0
	120
	0
	0
	56
	284
	47.3
	125
	20.8
	145.6

	Clinical vigorous
	0
	17
	0
	0
	12
	0
	49
	0
	0
	0
	78
	
	60
	20
	140

	Clinical Moderate
	0
	6
	0
	0
	17
	0
	25
	0
	0
	0
	48
	
	60
	20
	140

	Clinical Walking
	0
	0
	0
	9
	22
	0
	47
	0
	0
	7
	76
	
	110
	27.5
	192.5

	Clinical Total
	0
	23
	0
	9
	51
	0
	121
	0
	0
	7
	202
	40.4
	120
	24
	168

	Non-clinical vigorous
	0
	20
	0
	12
	13
	0
	251
	0
	0
	25
	95 
	
	120
	24
	168

	Non-clinical Moderate
	1
	11
	0
	9
	17
	0
	34
	0
	0
	17
	89
	
	125
	20.8
	145.6

	Non-clinical Walking
	0
	14
	7
	5
	37
	7
	54
	7
	7
	22
	160
	
	234.5
	26.1
	182.7

	Non-clinical Total
	1
	45
	7
	26
	67
	7
	113
	7
	7
	64
	344
	34.4
	239.5
	23.9
	167.3



       In Table 3a below, a Paired t-test parametric was performed on the set of paired data for male and female sedentary behaviours, and the results were as follows: At P < 0.05, there was no statistically significant difference between the population of respondents in sedentary behaviours of the males compared with the females, and therefore, the Null hypothesis was accepted since the calculated t value (0.4082, df=19) was lower than the P value 0.6877, the Mean of differences 0.4000, SD of differences 4.382, SEM of differences 0.9798, 95% CI -1.651 to 2.451 and R square value 0.008696. There was no statistically significant effective pairing, correlation coefficient (r) 0.7313 at P < 0.05.  Also, there was no statistically significant difference between the means of time of sitting (in hours per day and hours per week) between the male and the female staff at UBTH. Also, a Paired t-test parametric was performed on the sedentary behaviours of the clinical and non-clinical staff of UBTH, and the following results were obtained: At P < 0.05, there was a statistically significant difference between them, and therefore the Null hypothesis was rejected, since the calculated t 3.382, df = 19, was higher than the P value 0.0031, Mean of differences 4.650, SD of differences 6.150,  SEM of differences 1.375, 95% confidence interval 1.772 to 7.528 and R square 0.3757.  There was no statistically significant pairing and correlation at P > 0.05, Correlation coefficient (r) 0.6278. 

Table 3a:  Sedentary (sitting) in hours per day, categorized into sex and profession.
	Sitting in hours/day →                
	1
	1.5
	2
	2.5
	3
	3.5
	4
	4.5
	5
	5.5
	6
	7
	8
	9
	10
	11
	12
	10.5
	14
	18

	All staff categories
	2
	10
	12
	5
	24
	2
	27
	7

	12

	5

	36

	12

	35

	10

	2
	3
	10
	7

	10

	3

	Male
	2
	3
	4
	2
	10
	1
	12
	6

	8

	1

	19

	3
	13

	3

	1

	3
	5

	4

	10

	3


	Female
	0
	7
	8
	3
	14
	1
	15
	1
	4

	4
	17

	9

	22
	7
	1
	0
	5
	3
	0
	0

	Clinical-staff
	0
	5
	4
	0
	9
	1
	8
	1
	1
	1
	5
	3
	16
	3
	1
	0
	5
	3
	0
	0

	Non-clinical staff
	2
	5
	8
	0
	15
	1
	19
	6
	11

	4
	31

	9

	19

	4

	1

	3

	5
	3
	10

	3




Table 3a: Sedentary behaviour (Sitting) in hours per day continued: 
	Staff Categories 
	Total Responses
	Total sitting time
	Mean of Responses.
	Mean of sitting time
In hours/day
	Sitting time in Hours/week

	All staff categories
	234
	138
	11.7
	6.9
	48.3

	Male
	113
	138
	5.6
	6.9
	48.3

	Female
	121
	94
	7.6
	5.9
	41.3

	Clinical-staff
	65
	91.5
	4.33
	6.1
	42.7

	Non-clinical staff
	159
	135.5
	8.4
	7.1
	49.7



In Table 3b, the paired t -test parametric was performed on the sedentary behaviours (in minutes per day and per week) of male and female, and of clinical and non-clinical staff of UBTH, and the following results were obtained: At P < 0.05, there was no statistically significant difference between the paired groups but there was a statistically significant correlation, with coefficient of correlation r = 0.1474. 
Table 3b: Sedentary (sitting) in minutes per day.
	Sitting in mins per day →                
	5
	10
	12.5
	14
	15
	20
	25
	30
	37
	40
	45
	No/ Not sure

	All staff categories
	0
	0
	0
	0
	0
	14
	0
	27
	0
	0
	0
	341(37%)

	Male
	0
	0
	0
	0
	0
	7
	0
	27
	0
	0
	0
	72(7.8%)

	Female
	0
	0
	0
	0
	0
	7
	0
	0
	0
	0
	0
	269(29.2%)

	Clinical-staff
	0
	0
	0
	0
	0
	7
	0
	27
	0
	0
	0
	170(18.4%)

	Non-clinical staff
	0
	0
	0
	0
	0
	7
	0
	0
	0
	0
	0
	171(18.6%)



Table 3b: Sedentary (sitting) in minutes per day continued.
	Sitting in mins per day    →                
	Total responses
	Total sitting time in minutes
	Mean of responses
	Mean of sitting time in minutes
Per day
	Sitting time in minutes/week 

	All staff categories
	41
	50
	45.5
	25
	175

	Male
	34
	50
	17
	25
	175

	Female
	7
	20
	7
	20
	140

	Clinical-staff
	34
	50
	17
	25
	175

	Non-clinical staff
	7
	20
	7
	20
	140



5. DISCUSSION OF RESULTS 
  In Table 1a, there was no statistically significant difference between the three means (vigorous, moderate and walking) at P < 0.05, F value 0.5935 and P value 0.5086, R square 0.09001. The Null hypothesis was accepted. The implication of this is that there is no statistically significant difference between the means of the population (responses) of staff who take part in vigorous, moderate and walking at least 10minutes at a time per week. This, (according to WHO Infographic, June 2021), is a form of multicomponent activities that can help strength and balance. The amounts of PAs measurements per week is centred on a minimum of two days or three days by the WHO recommendations: ‘’At least 2 days per week for muscle strengthening activities and at least 3 days per week for multicomponent activities for balance and strength; greater than 300minutes of Physical Activities (PAs) per week for anyone who can do it’’ (WHO Infographic, June 2021).  From Table 1a, more people do vigorous activities for 2 or 3 days per week, respectively representing 78(8.8%) and 59(6.6%) of the responses, (with SD of 25.7, CV 70.5, a lower CI of 12.66 and an upper CI of 60.19) than on other days per week. These respective population values are higher than their common mean of 36.4(28.9%). Similarly, more responses do moderate physical activities for 2 or 3 days per week than on any other day of the week, representing 54(6.1%) each (with SD 15.24, CV 40.87, lower and upper CI 23.19 and 51.38 respectively). This is higher than the common mean for moderate physical activity population of 37.3(29.6%). The percentage summation of the responses that do both vigorous and moderate physical activities for the week is 58.3%. These two physical activities help in muscle strengthening, balance and strength, according to WHO recommendations. Most responses, (41.7%) do walking for at least 10 minutes at a time, than other physical activities for the week. About 128(14.5%) of the responses claim that they do walking (for not less than 10 minutes at a given time) for 7 days of the week. This is very commendable. This is expected considering the facts that: some of the staff walk from their homes to the office, while some do some distances to get certain services done within the hospital premises, and some others walk some reasonable distances from their car parks to their duty posts in the hospital. Each of such distances could take 10minutes or more in some cases because of the large size of the hospital and the location of the car parks from the clinics.  
In Table 1b, the mean value for the female respondents is 65.6, and it is higher than 60.8 for male respondents by an average of 4.8 units, representing about 7.8% higher. This only suggests that more women at UBTH were engaged in physical activities than the men by 7.8%, in terms of physical activities in days per week. This could most probably follow the research by Segar et al which confirms that middle-aged women are more motivated and likely to stay with activity with a focus on social psychological needs (Segar ML, Eccles JS, Richardson CR, 2011). This view of Segar et al fits with most social cognitive models, and particularly with self-determination theory (Deci EL, Ryan RM. 2000). However, this finding negates the WHO report in 2024 that women are less active globally than men by an average of 5% points. The finding could be a harkening to the WHO recommendation that women should be encouraged more to participate in physical activities. The data in Table 1b further revealed that the females exceeded the males in moderate and walking physical activities, with 133(mean 19) and 205(mean 29.3) respectively, against 128(mean 18.3 and 164(mean 23.4) respectively for males, but the males exceeded the females in vigorous physical activities with 134(19.1 mean) compared with 121(17.3 mean) for females. Both sexes demonstrated reasonable numbers of participation in physical activities in days per week but not the extent of participation. In the same Table 1b, the clinical staff showed a total participation response population of 222(mean 31.7) in the vigorous, moderate and walking physical activities, while the non-clinical staff showed a total score of 616 (mean 88). This suggested that more non-clinical staff participate in the various physical activities than the clinical staff by 394units (177.5%).  However, it should be pointed out clearly that the data of Tables 1a and 1b were mere expressions of the number of days in a week they were engaged in physical activities without actually measuring the duration or amount of time spent on each physical activity per day. A more realistic and reliable data would be the ones that measure the length of time spent on each day on physical activities, either in hours or in minutes. This becomes obvious because active participation, intensity of participation, regularity of participation, consciousness to participate and length of time of participation in physical activities are the fundamental determinants of health benefits from involvement in physical activities. These key determinants of physical activities measure the extent or degree of physical activity, and will help to reduce sedentary behaviours and promote good health.   
Table 2a showed that 190 male respondents claimed they participated in physical activities in a mean time of 5.3 hours per day, while 180 female respondents claimed that they participated in a mean time of the same 5.3 hours per day. This equality in the mean hours per day of active participation in physical activities suggested that both male and female staff at UBTH are ‘equi-active’ physically. This measurement showed a marked improvement on the part of the males in terms of total response population involved and the length of time of involvement in physical activities. From the data of table 2a, 88 clinical staff claimed that they spent a mean time of 3.9 hours in physical activities per day, while 247 non-clinical staff claimed that they spent a mean time of 4.5 hours per day on physical activities, implying a mean time difference of 0.6hours higher. The non-clinical staff proved more physically active than the clinical staff in terms of response population and length of time spent in PAs. Whether or not it is the nature of job description or/and work pressure or/and empathy for patients that were responsible for the observed relatively poorer physical activity of the clinical staff than non-clinical staff is a matter of concern for this research work.  
  In Table 2b, 259 male responses claimed that they spent a mean time of 26.1 minutes per day and by extension, 182.7 minutes on physical activities per week. The female counterpart had 284 response population who claimed that they spent 20.8 minutes per day, equivalent to 145.6 minutes per week on active physical activities. Though the female respondents are more who were engaged in various PAs in minutes per week than the males, but they spent less time, with a mean difference of 37.1 minutes per week. The female category has to do more of moderate-vigorous physical activities more regularly and for a longer duration, if they must remain active, according to (Mielke, GI. Da Silva, ICM. Kolbe X Alexander, TL. et al, 2018), “The emphasis should be on shifting the inactivity curve worldwide in favour of the female gender.” The amount of time spent on each physical activities per day and per week, the intensity and regularity of the activity are very germane in achieving the health benefits of physical activities involvement. Much health benefits are achieved with higher intensity of physical activities than length of time spent on it, according to (Sowrabha Bhat and Grrishma Balakkrishnan, 2024). “Increasing evidence has come to light about the importance of exercise intensity rather than its duration for its beneficial effect on cardiovascular health. This has led to evolution of various forms of exercise and exercise routines such as the high intensity interval training which may provide greater cardiovascular benefits with shorter duration of exercise. Although low-moderate intensity exercise does not require pre-exercise evaluation, high intensity exercise, especially in previously sedentary individuals, warrants medical clearance. In general, beginning with simple low-intensity exercises with a gradual increase in intensity would be prudent to avoid injuries and complications.” The World Health Organization recommended a 150 – 300 minutes of physical activity per week. Both sexes need to further improve on their time and frequency of engagement (in minutes) in each vigorous PA per week to secure improved health benefits and reduce sedentary life style. The men need to do more time on vigorous and moderate physical activities for better health results. The clinical staff had a respondent population of 202 who scored themselves a mean time of 24 minutes per day and 168 minutes per week for physical activities. The non-clinical staff, on the other hand, had a respondent population of 344 who scored themselves a mean time of 23.9 minutes per day and 167.3 minutes per week for physical activities. The clinical staff improved in terms of time spent on PAs. Interestingly, both categories perform above the minimum recommended times in minutes to be spent by each adult on physical activities per week. 
   Regular Pa is a known protector factor for the prevention and management of non-communicable diseases such as cardiovascular diseases, type-2 diabetes mellitus, breast and colon cancer, according to (WHO. Seventy-first World Health Assembly, May 10, 2022., Lee IM, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk PT, et al. 2012; and McTiernan A, Friedenreich CM, Katzmarzyk PT, Powell KE, Macko R, Buchner D, et al. 2019). Another study by (Scuch FB, Vancampfort D, Richard J, Rosenbaum S, Ward PB, Stubbs B. 2016) revealed that physical activity benefits for mental health, it delays the onset of dementia (Livingstone G, Sommerlad A, Orgeta Costafreda SG, Huntley J, Ames D, et al. 2017). Other studies by WHO and other scholars revealed that: “Physical activity contributes to the maintenance of healthy weight” (WHO. Geneva: World Health Organization, 2010., Sallis JF, Bull Guthold R, et al. 2016), as well as ‘contributes to the maintenance of general wellbeing’, according to (Das P, Horton R. 2012). 
       In Table 3a, the mean time of sitting per week for all categories of sex and profession is 6.9 hours, within a range of 5.9-7.1 hours per day. This is relatively high and may portend danger of health issues for the individuals involved. According to (Ekelund U, Brown WJ, Steene-Johannessen J, Fagerland MW, Owen N, Powell KE, et al.2019, Ekelund U, Steene-Johannessen, J, Brown WJ, Fagerland MW, Owen N, Powell KE, et al. 2016, and Keadle SK, Conroy DE, Buman MP, Dustan DW, Mathews CE, 2017), ‘Evidence shows that high levels of sedentary behaviour are associated with cardiovascular diseases and type -2 diabetes mellitus and cardiovascular cancer and all-cause mortality’. Physical inactivity is a leading contribution to global mortality. Furthermore, epidemiological evidence shows the greatest health benefits can be gained by increasing activity among those with the lowest physical activity levels (Bull, FC. Al-Ansari, SS. Biddle, SX. et al. World Health Organization, 2020). The UBTH staff need to reduce their levels of sedentary behaviours to preserve and maintain their health status. This will reduce deaths before retirement age from service and also improves their contribution to their job demands. In recognition of the strong link between PA and major non-communicable diseases, WHO agreed to a 10% relative reduction in the prevalence of insufficient PA (IPA) by 2025 as one of the global targets to improve the prevention and treatment of non-communicable diseases (WHO. Global action plan for the prevention and control of noncommunicable diseases 2013-2020. Geneva: World Health Organization, 2013.) Insufficient physical activity was defined as not doing 150 minutes of moderate-intensity activity, 75 minutes of vigorous-intensity activity, or an equivalent combination per week (Bull, FC.Al-Ansari, SS. Biddle, SX.et al. World Health Organization, 2020). These estimates follow the guidelines for accurate and transparent Health Estimates Reporting, according to (Stevens, GA. Alkema, L. Black, X RE. et al, the GATHER statement, 2016). 
      Metabolic syndrome (MetS) has been on the rise worldwide, contributing to an increase in cardiovascular morbidity and mortality (Sowrabha Bhat and Grrishma Balakkrishnan, 2024). “The components of the MetS such as diabetes, hypertension, dyslipidemia and obesity are rightly known as ‘lifestyle’ diseases, and it is well known that a sedentary lifestyle is a significant risk factor for the development of obesity and cardiovascular diseases. Physical activity including exercise and leisure time physical activity have an important role in both prevention and management of MetS. Regular physical activity benefits individual components of MetS such as waist circumference, adiposity, hyperglycemia, and hypertension. Also, daily exercise has been known to improve cardiorespiratory fitness and reduce cardiovascular risk. Unlike loss of lean body mass with calorie restriction alone, weight loss as a result of regular exercise combined with a low -calorie diet tends to preserve lean body mass while reducing adiposity.’’ (Sowrabha Bhat and Grrishma Balakkrishnan, 2024). Physical activity is a significant factor influencing overall quality of life. Higher levels of PA are associated with better overall quality of life, including improvements in physical functioning, role limitations due to physical health, and general health domains. (Berger BG, Tobar D. In: Tenenbaum G, Eklund RC, 2007 Gilbson FB, Skevington SM, Sato A, Standage M, Evangelidou S, 2009; McAuley E, Elavsky S. Zhu W, Chodzko W, 2005. Bize R, Johnson JA, Plotnikoff RC, 2007) in their much research confirmed that PA enhances QoL. ‘People get into PA and stay in it because PA contributes to their QoL’ (Diane L. Gilll, Cara C. Hammond, Erin J. Reifsteck, Christine M. Jehu, Rennae A. Williams, Melanie M. Adams, Elizabeth H. Lange, Katie BECOFSKY, Enid Rodriguez, Ya-Ting Shang).  According to (American College of Sports Medicine. Chodzko-Zajko WJ, Proctor DN, Fiatarone Singh MA, Minson CT, Nigg CR, Salem GJ, Skinner JS, et al, 2009), “The Medicine stand position is ‘Exercise and PA for older adults summarizes evidence for benefits, including psychological and QoL benefits.” ‘It is quite clear that PA contributes to all aspects of QoL, and not just the physical. Indeed, the social and emotional benefits may be the primary motivators for community participants.’(Diane L. Gilll, Cara C. Hammond, Erin J. Reifsteck, Christine M. Jehu, Rennae A. Williams, Melanie M. Adams, Elizabeth H. Lange, Katie BECOFSKY, Enid Rodriguez, Ya-Ting Shang).
    From the above discussions, it is pertinent to consider the WHO’s definition of health and ascertain whether or not the above discussions fit into what health stands for.  According to World Health Organization, Health is a state of complete physical, mental, and social well-being, and not merely the absence of disease or infirmity (World Health Organization. WHO Constitution. Cited 2012 Dec 4.). Research work by Segar et al confirms that middle-aged women are more motivated and likely to stay with activity with a focus on social psychological needs (Segar ML, Eccles JS, Richardson CR, 2011). This view of Segar et al fits with most social cognitive models, and particularly with self-determination theory (Deci EL, Ryan RM, 2000). ‘That is, as participants find that PA meets needs and contribute to QoL (enhances mood, social relationships etc) they move up the continuum toward more self-determined motivation. That positive cycle, with PA enhancing QoL, and enhanced QoL motivating participation creates a positive health cycle.’ (Diane L. Gilll, Cara C. Hammond, Erin J. Reifsteck, Christine M. Jehu, Rennae A. Williams, Melanie M. Adams, Elizabeth H. Lange, Katie BECOFSKY, Enid Rodriguez, Ya-Ting Shang). The global age-standardized prevalence of insufficient PA was 31.3% in 2022, an increase from 23.4% in 2000 and 26.4% in 2010 (Tessa Strain, Seth Flaxman, Regina Guthold, Elizaveta Semenova, Melanie Cowan, Leanne M Riley, et al, August 2024). 
The WHO policy recommendation for global action plan on physical activity countries and communities to promote physical activity include: policies that ensures access to walking, cycling, and non-motorized transport, all of these improve physical activity opportunities in schools, workplaces, childcare centres and in healthcare service delivery. Increase in accessibility and availability of community sports and public open fields or spaces. In compliance with the: UN. United Nations General Assembly Resolution, 2024 on Sustainable Development Goals’ focusing on leaving no one behind, and UN. Seventy-Fifth United Nations General Assembly: Decade of Action on Healthy Aging 2021-2030. 2020, accessed: May 10, 2024, the results of this research work call for actions to increase both male and female adult engagement in physical activity at the UBTH, with focus on deliberate consciousness for regularity, intensity and duration of physical activities. UBTH, and any other organization, could better promote sustainable PA participation by rebranding exercise as a primary way individuals can enhance the quality of their daily lives, according to (Segar ML, Eccles JS, Richardson CR. 2011). The staff should be given some time off their duty to engage in planned or programmed physical activities of various intensities and desirable durations on a regular bases, according to (Diane L. Gilll, Cara C. Hammond, Erin J. Reifsteck, Christine M. Jehu, Rennae A. Williams, Melanie M. Adams, Elizabeth H. Lange, Katie BECOFSKY, Enid Rodriguez, Ya-Ting Shang) “I think we should still have recess, ‘’Recess- that implies PA that is clearly positive with emotional, social and perhaps spiritual connotations- and lots of fun.” Recess is PA for QoL. We should all have more recess in our PA programs and in our lives (Diane L. Gilll, Cara C. Hammond, Erin J. Reifsteck, Christine M. Jehu, Rennae A. Williams, Melanie M. Adams, Elizabeth H. Lange, Katie BECOFSKY, Enid Rodriguez, Ya-Ting Shang.2013). 
6.  Conclusion:
 Quality of life measurement is very important for staff of every organization and the individuals alike. One of the instruments for good measurement of QoL is the international physical activity questionnaire (IPAQ). International physical activity (IPA) is an integral component of quality of life, and it’s a key factor for assessment or measurement of well-being and QoL of an individual, using the international physical activity questionnaire (IPAQ) as a tool. Despite the increased workload on the UBTH staff, their levels of physical activity are still within acceptable and commendable limit for both males, females, clinical and non-clinical staff categories who respectively spend at least 26.1 minutes per day (182.7 minutes per week), 20.8 minutes per day (145.6 minutes per week), 24 minutes per day (168 minutes per week) and 23.9 minutes per day (167.3 minutes per week). This research work revealed that males of UBTH are compliant with the global minimum physical activity requirement per week, while the females fall short by 4.4 minutes per week. Though the female respondents were more who were engaged in various PAs in minutes per week than the males, they nonetheless spent less time in performing physical activities, with a mean difference of 37.1 minutes per week. The Clinical and non-clinical staff were found to be ‘equi-active’ in physical activities and are compliant with the global recommended minimum requirements for physical activity.  The staff of University of Benin Teaching Hospital need to be engaged in more vigorous and intensity activities regularly to keep their physical level higher than the present toward the attainment of the global set goal of 300 minutes per week, to mitigate occurrences of all-cause health challenges (WHO infographic 2021). The female of UBTH, according to the data of this research, demonstrated more desire in participation in various physical activities with a response 459 (mean of response population 65.6) higher than that of the men 426 (mean of response population 60.8), though they spent relatively lesser length of time on each physical activities per week as men. This could be in response to the recommendation of the WHO that more women should be encouraged to participate in physical activities, but they need to do more of moderate, vigorous and intensity activities.  In similitude to this comparison, the non-clinical staff of UBTH showed more responses population of 616 (mean of response population 88) who were engaged in PA than the clinical staff whose response in all physical activities was 222(mean of response population 31.7), but both categories of staff spent closely same time in physical activities. The two groups were found to be physically active and compliant with the WHO minimum standard requirements for physical activity per week. 

7. Recommendations:
This research revealed some key information which formed the basis of the following recommendations. It is commendable that a good number of the females take part in various physical activities but they should do more of the vigorous and intensity activities that would help strength their muscles and keep them in good health. It is also my candid recommendation that the female folk should spend more and reasonable quality time on physical activities to guarantee their health benefits from physical activity. Keeping with 75 minutes of vigorous activities per week (according to WHO, 2020) is not a bad idea. The need for the Hospital Management to put a policy in place that would make room for engagement of staff in organized or programmed physical activities within the week is apt, if the staff must reduce their physical inactivity by 15% by 2030, according to WHO 2020 target. It is also recommended that management could encourage staff to keep with WHO’s agreed 10% relative reduction in the prevalence of insufficient PA (IPA) by the year 2025 as one of the global targets to improve the prevention and treatment of non-communicable diseases (WHO.Global action plan for the prevention and control of noncommunicable diseases 2013-2020. Geneva: World Health Organization, 2013). The management should improve on the sporting activities equipment and facilities and create a conducive time frame for staff to utilize them such as organized regular sport competitions among various categories of staff on a routine basis. The management could create an incentive for such organized games to encourage staff participation in the physical activities. Recess should be introduced into the practice schedule to allow time for some exercises that could help limit sedentary behaviours in staff. Effective awareness campaign by the management through handbills and circulars to staff on the importance of engagement in physical activities on the health, mental, social etc should be done by the Hospital Management. Such campaign should aim at destroying some superstitions about pregnant women and post-gravid women participation in physical activities as well as eliminate gender discrimination in engagement in physical activities. A periodic conduct of this kind of QoL assessment of the staff should be done or sponsored by the management to ascertain the state of total well-being of the staff, and compliance with the global requirements for physical activity by WHO. These will undoubtedly put the hospital staff on the front line in attainment of the global set targets to minimize or reduce inactivity among the adult population globally. The staff should reduce their sedentary behaviours by at least 15% daily (and should be less than 6 hours per day).
8. Ethical approval and consent: 
A written consent and ethical approval of the   Management of the University of Benin Teaching Hospital was obtained vide protocol number ADM/A/Vol.vii/1483011857 through the Health Research Ethics Committee to carry out this research work in the hospital using the staff, hospital books and records. 
9.DISCLAIMER (Artificial Intelligence):
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