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ABSTRACT  

Background: Efforts to mobilise resources for reproductive health services require data 
on common reproductive morbidities which constitute a significant proportion of global 
ill-health among women of reproductive age. This study assessed the prevalence and 
correlates of reproductive morbidity among female traders of reproductive age in Ibadan, 
Nigeria.  

Methods: Using systematic random sampling, 410 female traders aged 15-49 years were 
selected and data collected with interviewer-administered structured questionnaires in a 

cross-sectional study at a major Ibadan market. Univariate, bivariate and multivariate 
analysis were done using SPSS version 23.0 and WINPEPI version 11.65 at 5% 
significance level. 

Results: The respondents’ mean age was 34.6±7.8 years and 223 (58.7%) had secondary 
education. Most 349 (91.8%) had experienced reproductive morbidity, of which 279 
(79.9%) had gynaecologic morbidities with menstrual problems (273; 97.8%) being the 
commonest; 262 (75.1%) had obstetric morbidities among whom 221 (84.4%) had 
pregnancy complications while 185 (53.0%) experienced intimate partner violence (IPV). 
Women aged 30-39 years had lower odds of any reproductive (OR=0.27; 95% CI=0.08–
0.89) and obstetric morbidities (OR=0.18; 95% CI=0.10–0.31) while those ≥40years had 

twice the odds of gynaecologic morbidity (OR=2.18; 95% CI=1.22–3.90) as those <30 
years. The odds of IPV and of experiencing any reproductive morbidity reduced with 
increasing wealth status.  

Conclusion: Reproductive morbidity is common among traders in Ibadan. Obstetric and 
gynaecological morbidities were commoner among older women while higher wealth 
status was a protective factor. Reproductive health interventions should prioritise older 
and poorer women as at-risk groups for gynaecological interventions. 
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INTRODUCTION  

Reproductive morbidities contribute 

significantly to global ill-health, making up 

to one-third of all deaths and disabilities 

among women of reproductive age and one-

fifth of the total global ill-health burden.1 

Reproductive morbidity has been described 

as “any morbidity or dysfunction of the 

reproductive behaviour including 

pregnancy, abortion, childbirth, or sexual 

behaviour and may include those of 
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psychological nature.” These are categorised 

into gynaecologic, obstetric and morbidity 

related to contraceptive use.2 The 

importance of reproductive morbidity in 

calculating the burden of disease using 

disability adjusted life years (DALYS) has 

been emphasised as these conditions affect 

people in the prime of life.3, 4 Maternal 

conditions are a major contributor to the 

global burden of disease ranking third in 

DALYS for women 15-44 years in 2005.5 

Although the DALYS for maternal 

conditions dropped by 17% between 2005 

and 2013, the DALYS for gynaecological 

conditions increased by 11.7% in the same 

period.6  

The burden of reproductive morbidities 

however, remains largely hidden due to a 

culture of silence and secrecy around issues 

related to the reproductive system in most 

low- and middle-income countries (LMICs).2, 

7, 8 Literature abounds on maternal 

mortality which has been used to measure 

country progress in improving their health 

systems. Beyond assessing mortality due to 

reproductive health problems however, an 

assessment of morbidity due to reproductive 

illness will assist in better awareness of the 

reproductive health care needs as more 

people tend to live with reproductive 

morbidity and its sequelae than die from 

these conditions.3  

The situation in Nigeria is similar to most 

other LMICs with a high premium placed on 

childbearing which is an integral part of 

women’s lives and reproductive morbidity 

can have a negative impact on both their 

social lives and economic abilities.9 Social 

advancements have led to increasing 

involvement of women in economic activities 

outside the home and women are now an 

important part of the national workforce in 

the society. Optimal reproductive health is 

therefore valuable and addressing 

reproductive morbidity with its negative 

impact on women’s economic contribution 

is imperative. Provision of effective 

reproductive health care services requires 

an awareness of the prevalent reproductive 

morbidities. Individual gynaecologic health 

problems and obstetric morbidities have 

been assessed in different studies in Nigeria. 

For instance, sexually transmitted 

infections (STIs) are known to be one of the 

top five reasons for gynaecologic clinic visits 

in Nigeria10 and the awareness, prevalence 

and health seeking behaviour of adolescents 

and youth has been documented. 11–13 

Similarly, the experience of menstrual 

disorders has been assessed among female 

adolescents and youth in the country.14, 15 

No single study has however attempted to 

examine reproductive morbidities as a 

group among economically active women.  

Within this context, this study aimed to 

determine the prevalence of selected 

reproductive morbidities and their 

correlates among female traders in a major 

market in Ibadan. This study reviewed 

gynaecologic morbidities including 

menstrual problems and STIs; obstetric 

morbidities including delay in conception, 

complications in pregnancy and at delivery 

and intimate partner violence (IPV).   
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METHODOLOGY  

This cross-sectional study was carried out 

in Ibadan, the capital city of Oyo State 

which is made up of 11 Local Government 

Areas (LGAs) and is the largest indigenous 

city in West Africa located in the south 

western part of Nigeria.16 The estimated 

population in 2011 when the study was 

conducted was  2,763,064 while the core 

urban Ibadan, comprising  five LGAs, had a 

population of about 1, 538, 818 of whom 

681,329 were females.17 This study among 

female traders aged 15 to 49 years was 

carried out in Aleshinloye market, a major 

market located in Ibadan South-West Local 

Government Area, one of the five core urban 

areas of the city. Aleshinloye market was 

purposively selected for the study because 

of the wide range of wares and varying 

categories of traders working in the market.  

The minimum sample size of 372 female 

traders was calculated using the Kish 

formula for determining single 

proportions.18 This was determined using 

the prevalence of the most common 

reproductive health problem identified from 

a previous study (unsafe abortions with a 

prevalence of 41% among young women in 

Edo State, Nigeria19) with precision set at 

5%. The addition of a 10% non-response 

rate increased the minimum sample size to 

410. A systematic random sampling 

technique was used for participant 

selection. The estimated number of shops in 

the market was 4926 and this was used as 

a proxy for the number of female traders 

with the understanding that one woman will 

be interviewed in each shop. After selecting 

the first shop by simple random sampling, 

subsequent shops were selected 

systematically at intervals of 12.  

Data was collected over a two-week period 

by the first author assisted by four 

university undergraduates who were trained 

for the purpose of the research. An 

interviewer-administered, structured 

questionnaire which included questions 

determined by reviewing existing literature 

was used. The questionnaire was pretested 

in another market different from the one 

selected for the study and corrections made 

based on the analysis of the pre-test data. 

Data analysis was on the Statistical Package 

for Social Sciences (SPSS) for windows 

version 22.0 and included descriptive 

statistics while the odds of experiencing 

reproductive morbidity were determined 

using WINPEPI version 11.65.20 All analysis 

was done at the 5% level of significance.  

Assessment of outcome variables: The 

outcome variables were the reproductive 

morbidities experienced by the participants. 

Since the selected reproductive morbidities 

were assessed through self-reporting by the 

study participants, the following operational 

definitions were used for easy identification 

by the participants.  

Gynaecologic Morbidity – was defined as 

experience of either menstrual problems or 

STIs. 

Menstrual problems: This included 

experience of the following every month in 

the three months preceding the study: 

Menorrhagia (menstrual flow containing 

clots); Menstrual irregularity (cycle length 
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longer than 45 days or shorter than 21 

days); Abnormal menstrual flow (menstrual 

period longer than 7 days or shorter than 2 

days); Dysmenorrhoea (painful periods) and 

Premenstrual syndrome (presence of either 

abdominal fullness or breast tenderness in 

the premenstrual period each month in the 

3 months preceding the study).21  

Sexually transmitted infections: 

Respondents who had experienced either 

genital ulcer diseases or abnormal vaginal 

discharge, offensive odour in the genital 

region, burning sensation while passing 

urine or persistent lower abdominal pain  in 

the three months prior to the study were 

classified as having sexually transmitted 

infections.1  

Obstetric Morbidity – included delay in 

achieving conception, experience of 

pregnancy or delivery complications.  

Delay in achieving conception: This was 

defined as experience of greater than one-

year delay in achieving conception. This 

outcome was assessed among women who 

had ever been pregnant at the time of the 

survey.  

Pregnancy complications: Respondents who 

reported experiencing any one or more of the 

following in their last pregnancy: 

Hypertension (high blood pressure); 

Diabetes (high blood sugar); Anaemia 

(shortage of blood); Convulsions; Urinary 

tract infection (dysuria defined as painful 

urination); Antepartum haemorrhage and 

Fever. This outcome was assessed for 

participants who had ever been pregnant. 

Delivery complications: Having a positive 

history of any one or more of the following 

in the most recent delivery – Prolonged 

labour (>12 hours); Postpartum 

haemorrhage (defined as bleeding that was 

so much that the respondent thought she 

would die); Convulsions and Stillbirth. This 

outcome was assessed for participants who 

had ever been pregnant. 

Intimate partner violence: Using the Nigeria 

Demographic and Health Survey (NDHS) 

definition of domestic violence as any act of 

violence resulting in physical, sexual, or 

psychological harm or suffering to women, 

girls, or men, including threats of such acts, 

coercion, or arbitrary deprivation of liberty8 

we identified intimate partner violence as 

follows: Respondents who had experienced 

either psychological abuse (insults or 

intimidation; threats against a loved one or 

controlling behaviour such as restricting 

contact with friends or family members), 

physical abuse (such as threats to or 

actually throwing something at, pushing, 

grabbing, shoving, slapping, kicking or 

beating), or sexual abuse (forced sexual 

intercourse) in the 3 months prior to the 

study were categorised as having 

experienced intimate partner violence. This 

category also included experience of any of 

these variants while pregnant. 

Assessment of independent variables 

Socioeconomic status: the participants’ 

wealth index was used as the measure of 

socioeconomic status and was defined using 

the ownership of some of the productive and 

non-productive household amenities and 
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household living conditions. These items 

were divided into household effects, means 

of transportation and ownership of 

agricultural land, farm animals and 

bank/savings account.22 The selected 

household effects were television, 

refrigerator and generator; means of 

transport were car/motorcycle; living 

conditions were living in an en suite (toilets, 

bathrooms and kitchen) accommodation 

and the ownership of a house. Principal 

Component Analysis (PCA) was used to 

assign indicator weights and a single factor 

extracted which represents household 

wealth. The factor scores were then 

aggregated into quintiles and classified into 

the lowest, second, middle, fourth and 

highest socioeconomic classes.  

Ethical considerations  

Ethical approval (approval number 

UI/EC/11/0074) was obtained from the 

University of Ibadan/University College 

Hospital Institution Review Board. 

Permission for the study was also obtained 

from the market chairman and the leader of 

the female traders. Participation in the 

study was voluntary. All participants signed 

consent forms after the purpose of the 

research was explained to them. Data 

confidentiality was maintained by ensuring 

no identifying information was documented 

while the data was only made available to 

the research team. 

RESULTS 

Of the 410 interviews conducted, 380 

completed all questions giving a 92.6% 

response rate. The remaining 30 were 

removed from the analysis because of 

missing information provided. 

Socio-demographic characteristics  

The socio-demographic characteristics of 

the respondents are shown in Table 1. The 

mean age of the respondents was 34.6 ± 7.8 

years. Two hundred and ninety-seven 

(78.2%) were married, 330 (86.8%) were 

Yoruba, and 223 (58.7%) had secondary 

education. The most common items sold by 

138 (36.3%) of the participants were 

clothing and accessories.  

Prevalent Reproductive Morbidities 

A total of 349 (91.8%) of the respondents 

had experienced at least one reproductive 

morbidity. Among these, 279 (79.9%) 

reported gynaecologic morbidities while 262 

(75.1%) reported obstetric morbidities 

(Table 2). Menstrual problems were the most 

common gynaecologic morbidity 

experienced by 273 (97.8%) and of this, 

premenstrual syndrome experienced by 231 

(82.8%) of the participants had the highest 

prevalence. Among the 114 (40.9%) who had 

STIs, persistent lower abdominal pain and 

abnormal vaginal discharge were reported 

by 100 (87.7%) and 95 (83.3%), respectively 

while genital ulcers were least reported 30 

(26.3%).  

Among the obstetric morbidities, pregnancy 

complications were most common 221 

(84.4%). IPV was reported by 185 (53.0%) 

overall, with psychological abuse being most 

common 109 (58.9%) followed by sexual 

abuse 95 (51.4%) among those who had 

experienced IPV. Physical abuse, reported 

by 44 (23.8%) was the least common form of 
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IPV among the study participants while 74 

(40%) had experienced IPV during 

pregnancy. 

Table 1: Sociodemographic Characteristics of 
the Study Population 
Characteristics n (%) 

Age (years)  

<30 110 (29.0) 
30–39 151 (39.7) 
≥ 40 119 (31.3) 
 
Marital Status 

 

Married 297 (78.2) 
Single* 83 (21.8) 

 
Tribe 

 

Yoruba 330 (86.8) 
Other tribes 50 (13.2) 
 
Level of Education 

 

No formal education 19 (5.0) 

Primary 47 (12.4) 
Secondary 223 (58.7) 
Tertiary 91 (23.9) 
 
Item sold 

 

Clothing and accessories 138 (36.3) 
Food items 111 (29.2) 

Household utensils 95 (25.0) 
Services 
(Tailoring/Hairdressing) 

36 (9.5) 

 
Wealth quintiles 

 

Lowest 64 (16.8) 

Second 88 (23.2) 
Middle 100 (26.3) 
Fourth 84 (22.1) 
Highest 44 (11.6) 

n=380; Mean=34.6±7.8 years; *Included those who 
were widowed, separated/divorced or never married.  

 

Socio-demographic factors and 
reproductive morbidities  

 

The socio-demographic factors that were 

analysed in this study were age, marital 

status, level of education and socioeconomic 

status which was measured using the 

wealth quintiles of the respondents. As 

shown in Table 3, women between ages 30 

and 39 years had significantly lower odds of 

experiencing any reproductive morbidity 

compared with those <30 years (p=0.023). 

The odds of experiencing any reproductive 

morbidity was lower with increasing wealth 

status, although this was only significant for 

those in the fourth wealth quintile 

(p=0.015). Women who were 40 years and 

above had twice the odds of gynaecologic 

morbidity as women who were <30 years 

(p=0.008). On the other hand, single women 

had significantly lower odds of reporting 

gynaecologic morbidity compared with the 

married (p=0.025). The odds of gynaecologic 

morbidity was lower with increasing wealth 

status although this finding was only 

significant among those in the fourth 

(p=0.001) and the fifth (p=0.003) quintiles. 

Women aged 30–39 years and those ≥40 

years had significantly lower odds of 

obstetric morbidity (p<0.001 and p=0.001, 

respectively). On the other hand, single 

women had significantly higher odds of 

experiencing obstetric morbidity compared 

with those who were married (p<0.001). 

The odds of experiencing menstrual 

problems was about 3% higher among 

women between 30 and 39 years than 

among those below 30 years while the odds 

were two times higher among women 40 

years and above than among women below 

30 years (Table 4a). With regards to marital 

status, married women had significantly 

lower odds of experiencing menstrual 

problems than the single women (p=0.021). 

Higher wealth status appeared to be 

protective against experiencing menstrual 

problems as the odds of having menstrual 

problems reduced with increasing wealth 

quintiles. The association with wealth 

status was only significant for those in the 

fourth and fifth quintiles (OR=0.24, 95% CI 

= 0.11–0.53 and OR=0.19, 95% CI= 0.07–
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Table 2: Prevalence of reproductive morbidities among the study population 
Reproductive morbidities   Yes (%) 

Any reproductive morbidity  349 (91.8) 
Gynaecologic morbidity*   279 (79.9) 
 
Menstrual problems**  

  
273 (97.8) 

 Premenstrual syndrome 231 (82.8) 
 Dysmenorrhoea 166 (60.8) 
 Abnormal menstrual flow 109 (39.9) 

 Menstrual irregularity 94 (34.4) 
 Menorrhagia 92 (33.7) 
   
Sexually transmitted infections** 114 (40.9) 
 Persistent lower abdominal pain   100 (87.7) 
 Abnormal vaginal discharge 95 (83.3) 
 Burning sensation while passing urine 43 (37.7) 

 Genital ulcers 30 (26.3) 
 
Obstetric morbidity* 

  
262 (75.1) 

 Delay in achieving conception 63 (24.0) 
 Pregnancy complications 221 (84.4) 
 Delivery complications 118 (45.0) 
 

Intimate partner violence* 

  

185 (53.0) 
 Psychological abuse 109 (58.9) 
 Sexual abuse 95 (51.4) 
 Social restriction 71 (38.4) 
 Physical abuse 44 (23.8) 
 IPV while pregnant 74 (40.0) 

*n= 349;  **n=279 
 

 

0.53, respectively). 

Age and marital status were significantly 

associated with experience of STIs. Women 

between 30 and 39 years had 41% lower 

odds than women less than 30 years old. On 

the other hand, the odds of STIs were twice 

as high among women who were 40 and 

above than for those less than 30 years. 

Single women had 39% lower odds of 

experiencing STIs than those who were 

married while being in the higher wealth 

quintiles appeared protective against the 

experience of STIs. For IPV, the odds were 

significantly lower among women in their 

30s (p=0.004) while those aged 40 years and 

above had significantly higher odds of 

reporting IPV (p=0.018). The odds of IPV 

reduced significantly with increasing wealth 

quintiles among the study population.   

 

 

As shown in Table 4b, the odds of delayed 

conception were significantly lower among 

women aged 30–39 (OR=0.26; 95% CI = 

0.010–0.64) and women ≥40 years 

(OR=0.38; 95% CI = 0.15–0.99) than those 

who were less than 30 years. In addition, 

women in the second and third wealth 

quintiles had significantly higher odds of 

delayed conception than those in the lowest 

quintiles. The odds were also higher in the 

upper two quintiles, although this was not 

statistically significant. The odds for 

experiencing complications in pregnancy 

reduced with increasing age while single 

women had 16% higher odds than the 

married of experiencing complications in 

pregnancy.  These findings were however 

only statistically significant for women aged 

30–39 years (p=0.003). The odds of having 

complications in pregnancy was 
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significantly lower in the second (OR=0.48; 

95% CI = 0.24–0.96), fourth (OR=0.29; 95 CI 

= 0.14–0.61) and fifth wealth quintiles 

(OR=0.12; 95% CI = 0.04–0.38).  

Age was not significantly associated with the 

experience of delivery complications. On the 

other hand, single women had significantly 

higher odds of experiencing delivery 

complications than the married women 

(p=0.042) while those with secondary 

education had lower odds compared with 

those who had tertiary education. Being in 

the higher wealth quintiles appeared to be 

protective against having delivery 

complications but this was only significant 

for those in the highest wealth quintile 

(p=0.028).  

 

DISCUSSION 

This community-based descriptive study 

captures the burden of reproductive health 

morbidities among women traders in a 

Nigerian city using self-reported symptoms. 

Overall, most of the study participants had 

experienced at least one form of 

reproductive morbidity with the reported 

prevalence of gynaecologic morbidity being 

higher than that of obstetric morbidity and 

IPV. The prevalence of reproductive 

morbidities of 91.8% in this study is much 

higher than the 57% reported in a similar 

study among married women in an urban 

slum in India and another study reviewing 

self-reported reproductive health problems 

among adolescents in an urban area of 

Bangladesh where the prevalence was 

50%.23, 24 The difference may be because the 

reproductive morbidities assessed in the 

Indian study included contraceptive-related 

morbidities but not IPV unlike this study 

while the study in Bangladesh was 

restricted to adolescents.  

Women in their 30s had lower odds of both 

overall reproductive morbidity and obstetric 

morbidity while single women had higher 

odds of obstetric morbidity than the 

married. Women who are single are also 

likely to be younger than the married. It has 

been documented that pregnancies at the 

extremes of age (before 18 and after 35 

years) are associated with poor outcomes,25 

with the risk of maternal morbidity and 

mortality being higher in adolescence when 

the pelvis is not yet fully developed.26, 27 The 

risk of maternal morbidity and mortality 

also increases with higher parity and older 

maternal age due to associated medical 

morbidities.27 These facts may account for 

the direction of the odds among the 

participants in this study. 

Among the reproductive morbidities 

assessed in this study, menstrual problems 

had the highest prevalence. A similar study 

in Iran found menstrual problems, pelvic 

organ prolapse at 41.4% and reproductive 

tract infections (37.6%) to be most 

common.28 In the Indian study mentioned 

above, sexually transmitted infections (STIs) 

were most common (99%) followed by 

menstrual problems (68%) and pregnancy 

related problems (11%).24 A systematic 

review of studies on menstrual problems in 

developing countries found that menstrual 

problems are fairly common although the 

culture of silence in most of the countries 

hampers care seeking.29 If left untreated, 
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these disorders often impede daily activities 

as found in a study among undergraduate 

students in southwest Nigeria14 and can 

have a negative impact on a woman’s 

economic capacity. Menstrual irregularities 

have also been associated with 

discontinuation of contraception in previous 

studies.30 Considering this high prevalence 

of menstrual disorders, reproductive health 

care services need to prioritise care for 

menstrual problems particularly among 

younger women.  

Complications in pregnancy including 

hypertension and diabetes were the second 

most common cause of obstetric morbidity 

in this study with a prevalence of 84.4% 

with higher odds among younger women. In 

comparison, a similar community based 

study in India found pregnancy related 

problems among only 11% of the 

respondents.24 The global changes in 

disease pattern has led to more women 

being affected by diabetes, hypertensive 

heart disease and other chronic non-

communicable diseases.31 An estimated 15-

50 million women are affected by pregnancy 

related morbidities globally.5 In Nigeria, the 

prevalence of hypertension among women is 

25.2% and is projected to be on the rise32 

while the prevalence of gestational diabetes 

is 13.9% among urban women.33  The 

prevalence of anaemia in pregnancy in a 

hospital-based study in Abeokuta, 

southwest Nigeria was 76.5%.34 Given these 

findings in the literature, the proportion 

reporting complications in pregnancy in this 

study is not surprising. Having 

complications in pregnancy is often 

associated with poor pregnancy outcomes 

and may lead to subsequent mental health 

problems such as depression or anxiety 

disorders.5 

The prevalence of 53% reported for intimate 

partner violence (IPV) in this study is higher 

than the prevalence of 36.6% reported in 

Africa as a whole.4 The prevalence from this 

study is also higher than the national 

prevalence of IPV reported in the NDHS 

2013 which was 25%.8 In Oyo State, where 

this study was conducted, the prevalence of 

IPV was only 16.1% in the NDHS 2013.8 The 

high prevalence of IPV in this study could be 

due to cultural norms where abuse is 

justified as punishment for wrongdoing as 

reported in previous studies including one 

conducted in Ibadan.35, 36 In this study, the 

odds of experiencing IPV reduced with 

increasing wealth. This may be due to a 

higher level of self-confidence which is often 

demonstrated with economic stability.37, 38 

Previous literature has documented a 

hump-shaped (inverted “U”) association 

between female education and experience of 

IPV where women with the least and the 

highest levels of education suffered less 

violence and those in the middle suffered 

more.39 An explanation for this is that 

higher levels of education enables women to 

challenge norms better but may be 

associated with a risk of repercussions if the 

women are not sufficiently empowered.39, 40 

It has also been documented that increase 

in women’s resources leads to a “violence 

backlash” where men resort to violence to 

counteract the increase in women’s 

resourcefulness and reinstate their 
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dominance or in an attempt to extract 

resources from the women.39, 41 This was 

however not confirmed in our study as the 

odds of IPV was lower among those with 

secondary education than among those who 

had tertiary education while those who had 

primary or no formal education had higher 

odds of IPV than those with tertiary 

education. It is possible that women with 

lower educational status hold the belief that 

IPV is culturally acceptable, hence their 

higher chances of reporting it. On the other 

hand, women with higher educational 

status may feel more of the stigma that 

encourages a culture of silence around IPV 

leading to the lower level of reporting among 

them.8, 42   

Sexually transmitted infections were 

reported by about 41% of the respondents 

in this study compared with 99% in a 

similar study in India.24 On the other hand, 

only 19% of the participants in a study 

conducted in Ghana43 and 15% of the 

participants in the study in an urban region 

in Bangladesh reported STI symptoms.23 

The marked difference in findings could be 

due to the differences in operational 

definitions. Whereas the Indian study 

included vaginal discharge, lower 

abdominal pain and back pain as symptoms 

of STIs, the study in Bangladesh identified 

genital ulcers/sores, burning during 

urination and excessive bleeding as 

symptoms of STIs.23, 24 Our study on the 

other hand included abnormal vaginal 

discharge, genital ulcers, persistent lower 

abdominal pain and burning sensation 

while passing urine in the operational 

definition of STIs.1 

Limitations  

The reproductive morbidities highlighted in 

this study were self-reported and this could 

have led to some overestimation or 

underestimation of the prevalence of 

morbidities due to recall or social 

desirability bias. To limit this recall of 

symptoms was limited to the 3 months 

preceding the study. Furthermore, 

comparison of our findings to existing 

research is limited as there is paucity of 

literature reviewing the prevalence of 

reproductive morbidities in a manner 

similar to what we have done in this study 

particularly in the West African sub-region.  

Conclusion 

Most of the study participants had 

experienced at least one reproductive 

morbidity in the three months preceding the 

study. Gynaecologic morbidities had a 

higher prevalence than obstetric morbidities 

and IPV. Compared with women who were 

less than 30 years old, the odds of 

experiencing obstetric morbidity was lower 

among women aged 30 to 39 years while the 

odds of gynaecologic morbidities was higher 

among women who were 40 years and 

above. The odds of experiencing IPV was 

higher among women in their thirties and 

lower among women who were 40 years and 

above than among women less than 30 

years. Increasing wealth status was also 

associated with reduction in odds of IPV. 

Community reproductive health needs 

assessment should be routinely 

incorporated into reproductive health 
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service delivery to ensure that interventions 

are targeted towards the prevalent 

reproductive health issues and at those who 

are most at risk in each community. In 

addition, there is a need for greater 

alertness to IPV in women of reproductive 

age and additional resources to help older 

women prevent and manage morbidities 

need to be made available. 
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Table 3: Correlates of reproductive morbidity among the study population  
Socio-demographic 

factors 

Total reproductive 

morbidity 

Odds Ratio 

(95%CI) 
p- value 

Gynaecologic 

morbidity 

Odds ratio (95%CI) p- value Obstetric 

morbidity 

Odds ratio 

(95%CI) 

p- value 

Age (years)           

<30 100 (90.9) 1 ref 86 (78.2) 1 ref 53 (48.2) 1 ref 

30–39 146 (96.7) 0.27 (0.08–0.89) 0.023 119 (78.8) 0.96 (0.53–1.75) 0.903 127 (84.1) 0.18 (0.10–0.31) <0.001 

40 and above 103 (86.6) 1.55 (0.68–3.57) 0.299 74 (62.2) 2.18 (1.22–3.90) 0.008 82 (68.9) 0.42 (0.25–0.72) 0.001 

 

Marital status 
   

      

Married  272 (91.6) 1 ref 210 (70.7) 1 ref 226 (76.1) 1 ref 

Single 77 (92.8) 0.85 (0.34–2.13) 0.727 69 (83.1) 0.85 (0.75–0.96) 0.025 36 (43.4) 1.75 (1.36–2.26) <0.001 

 

Level of Education 
  

      

Tertiary 83 (91.2) 1 ref 65 (71.4) 1 ref 60 (65.9) 1 ref 

Secondary  207 (93.2) 0.75 (0.31–1.83) 0.531 
167 (75.2) 0.82 (0.48–1.42) 0.486 154 (69.4) 0.85 (0.51–1.43) 0.553 

None/Primary 59 (88.1) 1.41 (0.50–3.93) 0.517 47 (70.1) 1.06 (0.53–2.12) 0.861 48 (71.6) 0.77 (0.39–1.51) 0.446 

 

Wealth quintiles 
   

      

Lowest  56 (87.5) 1 ref 40 (62.5) 1 ref 43 (67.2) 1 ref 

Second 79 (89.8) 0.80 (0.29–2.18) 0.661 59 (67.0) 0.82 (0.42–1.60) 0.562 59 (67.0) 1.01 (0.51–1.99) 0.985 

Middle 89 (89.0) 0.87 (0.33–2.27) 0.770 69 (69.0) 0.75 (0.39–1.44) 0.390 62 (62.0) 1.25 (0.65–2.42) 0.500 

Fourth 82 (97.6) 0.17 (0.04–0.83) 0.015 72 (85.7) 0.28 (0.13–0.61) 0.001 65 (77.4) 0.60 (0.29–1.24) 0.167 

Highest 43 (97.7) 0.16 (0.02–1.32) 0.059 39 (88.6) 0.21 (0.07–0.61) 0.003 33 (75.0) 0.68 (0.29–1.62) 0.382 

ref = Reference; Statistically significant values highlighted in bold   
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Table 4a: Socio-demographic factors and reproductive morbidities among the study population 

Socio-demographic 

factors 
Menstrual problems Odds Ratio  (95%CI) 

p-

value 

Sexually  

Transmitted  

Infections  

Odds Ratio (95%CI) 
p-

value 
Intimate Partner Violence  Odds Ratio (95%CI) p-value 

Age (years)          

<30 85 (77.3) 1 ref 32 (29.1) 1 ref 51 (46.4) 1 ref 

30–39 116 (76.8) 1.03 (0.63–1.67) 0.932 62 (41.1) 0.59 (0.35–0.99) 0.047 97 (64.2) 0.48 (0.29–0.79) 0.004 

40 and above 72 (60.5) 2.22 (1.25–3.95) 0.006 20 (16.8) 2.03 (1.08–3.81) 0.027 37 (31.1) 1.92 (1.12–3.28) 0.018 

 

Marital status 
               

Married  205 (69.0) 1  82 (27.6) 1 ref 146 (49.2) 1 ref 

Single 68 (81.9) 0.49 (0.27–0.90) 0.021 32 (38.6) 0.61 (0.37–1.01) 0.054 39 (47.0) 1.09 (0.67–1.77) 0.727 

 

Level of Education  
           

Tertiary 62 (22.7) 1 ref 22 (24.2) 1 ref 38 (41.8) 1 ref 

Secondary  164 (60.1) 0.76 (0.44–1.29) 0.303 76 (34.2) 0.61 (0.35–1.06) 0.081 120 (54.1) 0.61 (0.37–1.00) 0.048 

None/Primary 47 (17.2) 0.91 (0.46–1.80) 0.786 16 (23.9) 1.02 (0.39–2.67) 0.966 27 (40.3) 1.06 (0.56–2.01) 0.854 

 

Wealth quintiles 
               

Lowest  38 (59.4) 1 ref 10 (15.6) 1 ref 19 (29.7) 1 ref 

Second 56 (63.6) 0.84 (0.43–1.61) 0.593 21 (23.9) 0.59 (0.26–1.35) 0.213 39 (44.3) 0.53(0.27–1.04) 0.067 

Middle 68 (68) 0.69 (0.36–1.31 0.260 27 (27) 0.50 (0.22–1.12)   0.089 53 (53) 0.37 (0.19–0.72) 0.003 

Fourth 72 (85.7) 0.24 (0.11–0.53) <0.001 35 (41.7) 0.26 (0.12–0.57) 0.001 46 (54.8) 0.35 (0.18–0.69) 0.002 

Highest 39 (88.6) 0.19 (0.07–0.53) 0.001 21 (47.7) 0.20 (0.08–0.49) <0.001 28 (63.6) 0.24 (0.11–0.54) <0.001 

ref = Reference; Statistically significant values highlighted in bold   
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Table 4b: Socio-demographic factors and reproductive morbidities among the study population 
Socio-

demographic 

factors 

Delayed 

conception 

(n=338) 

Odds Ratio 

(95%CI) 

p-

value 

Pregnancy  

complications (n=338) 
Odds Ratio (95%CI) 

p- 

value 

Delivery  

complications (n=338) 
Odds Ratio (95%CI) p- value  

Age (years)          

<30 6 (7.7) 1 ref 43 (55.1) 1 ref 24 (30.8) 1 ref 

30-39 35 (24.5) 0.26 (0.10–0.64) 0.002 106 (74.1) 0.43 (0.24–0.77) 0.003 60 (42.0) 0.61 (0.34–1.10) 0.102 

40 and above 21 (17.9) 0.38 (0.15–0.99) 0.042 71 (60.7) 0.80 (0.45–1.70) 0.443 34 (29.1) 1.08 (0.58–2.02) 0.798 

 

Marital status 
               

Married  55 (19.3) 1 ref 187 (65.6) 1 ref 99 (34.7) 1 ref 

Single 7 (13.2) 1.57 (0.67–3.67) 0.293 33 (62.3) 1.16 (0.63–2.11) 0.639 19 (22.9) 1.79 (1.02–3.15) 0.042 

 

Level of Education  
       

Tertiary 19 (23.8) 1 ref 49 (61.3) 1 ref 18 (22.5) 1 ref 

Secondary  35 (17.9) 1.42 (0.76–2.67) 0.271 127 (65.1) 0.85 (0.50–1.44) 0.543 79 (40.5) 0.43 (0.24–0.77) 0.005 

None/Primary 8 (12.7) 2.14 (0.87–5.25) 0.094 44 (69.8) 0.68 (0.34–1.37) 0.285 21 (33.3) 0.58 (0.28–1.21) 0.149 

 

Wealth quintiles 
               

Lowest  18 (29.5) 1 ref 30 (49.2) 1 ref 17 (27.9) 1 ref 

Second 10 (12.8) 2.85 (1.21–6.70) 0.015 52 (66.7) 0.48 (0.24–0.96) 0.038 22 (28.2) 0.98 (0.47–2.06) 0.965 

Middle 14 (15.6) 2.27 (1.03–4.99) 0.040 50 (55.6) 0.77 (0.41–1.48) 0.441 29 (32.2) 0.81 (0.40–1.65) 0.568 

Fourth 15 (20.5) 1.62 (0.74–3.55) 0.231 56 (76.7) 0.29 (0.14–0.61) 0.001 32 (43.8) 0.50 (0.24–1.02) 0.056 

Highest 5 (13.9) 2.60 (0.88–7.64 0.081 32 (88.9) 0.12 (0.04–0.38) <0.001 18 (50.0) 0.39 (0.17–0.90) 0.028 

ref = Reference; Statistically significant values highlighted in bold 

 

 

 


