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Abstract 

Reproductive health has come into lime light not only as a yardstick for 
measuring national growth and development but also as an index for 
achieving the targets of the Millennium Development Goals (MDGs). 
Reproductive health of woman could be enhanced physically, mentally and 
socially when handled through good nutritional and health practices. 
Therefore, this study investigated nutrition and health practices as 
correlates of reproductive health problems of women. The descriptive 
survey research design was adopted for the study. The participants were fifty 
(50) women attending antenatal clinic conveniently drawn from state 
hospitals in Asaba, Delta state. The modified nutritional and health 
practices/reproductive health problem questionnaire (NHP-RHPQ) was 
employed for data collection. The test-re-test method was used to 
determine the reliability of the instrument which yielded a coefficient of r 
= 0.74. Three hypotheses were analyzed with the use of inferential statistics 
of linear regression analysis set at the 0.05 level of significance. The result 
showed that there was a significant correlation between nutritional practices 
and reproductive health problems (F (16> 34)=2.95; P < 0.05) as well as between 
health practices and reproductive health problems (F (31, i9)=2.71; P < 
0.05).There was also a significant composite correlation of the two variables 
and reproductive health problems (F (4lj9)=1.709; P < 0.05). From the 
findings of this study, it was concluded that nutritional and health practices 
correlate positively well reproductive health problems. Women should 
endeavor to update themselves with nutritional and health information that 
would guide positive practices. They should also make efforts to engage in 
meaningful physical activities as well periodic medical examination and 
avoid self-diagnosis and medications. 

 
The reproductive health indices of most developing countries are still typical of a sub-Saharan 

Africa, where poverty, illiteracy, low status of women, unrestricted sexual behaviour resulting in high 
population growth rate, harmful traditional practices social amenities combine to nature reproductive 
ill health. In recent times, reproductive health has come into lime light not only as a yardstick for 
measuring national growth and development but also as an index for achieving the targets of the 
Millennium Development Goals (MDGs). Reproductive health is a state of complete physical, mental and 
social wellbeing; and not merely the absence of disease of infirmity in all things patterning to the 
reproductive system and to its functions and processes (UN, 1995). 

 
Reproductive health therefore, encompasses those aspects of health that surrounds sexuality 

and procreation. To address reproductive health issues, several areas such as infertility, maternal 
mortality and morbidity, sexually transmitted infections (STI) including human immunodeficiency 
virus/acquired immune deficiency syndrome (HIV/AIDS), and overall improvement in the quality of 
life of women, needs to be addressed. Reproductive health has been promoted as a way of addressing a 
range of women health needs as well as improve the quality of services provided to current family 
planning users. By reducing ill health and premature deaths, reproductive health care is considered a 
worthy investment in its own right. While the issues of reproductive health and sexuality involve 
men and women, women face more health risks. Recent data show that about one third of the total 
disease burden (ill health and premature deaths) that women face is linked to pregnancy, childbirth, 
abortion, HIV and other health disorders (Hamilton, Martin and Ventura, 2010).They are more 
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susceptible to STDs and HIV and can transmit these diseases to their unborn children (WHO, 1995; 
UNFPA, 1995). The studies of Bajaj (1989); Chatterjee and Lambert (2011) underscore the life cycle 
of women's nutritional problems and roles. 

The consequences for nutritional needs at conception close to menarche, while the young girl is 
still growing, and the opportunity to renew maternal resources between reproductive cycles are 
reflected upon by Winkvist, Jali, Rasmussen and Habicht (1994). Adolescence affords a second chance to 
boost female health and growth in order to enhance women's productive and reproductive capabilities. 
Post-menopausal women also deserve greater nutritional protection as they continue to participate in 
the labour force, and because appropriate measures could prevent debility due to chronic diseases. 

 
The nutritional handicap accumulated in the life of a woman is passed on to the next 

generation through low birth weight, which considerably reduces survival and jeopardizes growth. In 
essence, small mothers give birth to small babies, who grow into small mother. The cycle turns with the 
realization that the plight of young girls is inseparable from that of their mothers. In adulthood, the 
multiple roles of women exacerbate nutritional stress, as McGuire and Popkin (1990) discussed. 
Women are important participants in the labour force and contribute significant proportions of family 
income. In addition, they have a central role in food-chain activities such as production, marketing, 
processing, preparation, and intra-household distribution. However, there contributions are not 
recognized in terms of women's status, and therefore family and state investments in women's 
education, nutrition, health, and skill-training, in service support for women, and in drudgery-reducing 
technologies are low. As a result, women are caught in a nutritional "zero-sum game." To participate 
in the processes of economic development and avail themselves of new technologies, market 
opportunities, or even social services, women must invest time, energy, and income which are already in 
short supply. These can only be divested at the expense of their own nutrition and health status, or of 
the health and economics security of their families. 

 
The ultimate constraint of time affects the extent to which women can acquire nutritional goods and 
services and allocate them to improving their own well-being or that of their families. Women's own 
energy can be drained into a negative-balance situation resulting in illness and death. In summary, there 
is a limit to what can be expected of women by way of participation in development programmes, 
unless these efforts concentrates specifically on "enlarging the size of the pie" of benefits that accrue to 
women. 
 

For any programme, therefore, a cost- benefit analysis from the point of view of women is 
essential. Optimal nutritional status is the state where the body gets all the nutrients that provide good 
health and optimal utilization. Presence of problems like inadequate food intake, infectious and parasitic 
diseases, and adverse environmental factors often associated with poverty, cause low nutritional status 
and therefore, prevents people from realizing their full growth potential. 

 
Malnutrition is therefore, a state in which the physical functions of an individual is impaired 

to the point where she/he can no longer maintain an adequate level of performance at such things as 
physical work, resisting or recovering from effects of disease, maintaining an adequate level of 
growth, or the process of pregnancy or lactation. Nutritional status is therefore a sensitive indicator of 
health status and nourishment levels of a population (Toroitich-Ruto, 1998; Madise and Mpoma, 
1997). While nutrition and reproductive health have always been addressed differently in the past, it 
is imperative that intervention measures take into account the close links between the two issues in 
order that quality of life in Africa is improved. 

 
Personal health practices have an important influence on health at any age. However, decisions made in 
the teen and young adult years may be particularly important to future health. Nearly half of all yearly 
deaths are a result of modifiable behavioural risk factors. Modifiable risk factors are personal 
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behaviours such as smoking, not wearing a seat belt, and being physically inactive, that can lead to 
disease, disability, and death. Many of the factors that affect the women's health are beyond the direct 
control of health services as the determinants of health involve a complex array of social, economic and 
personal factors. A broad range of personal health practices that influence women's health, such as 
poor personal hygiene, alcohol and tobacco use, sexual behaviours(multiple sex partners , unprotected 
sex) that increase risk for sexually transmitted infections, physicalinactivity, poor food hygiene 
practices, self-medication, none use of complementary and alternative therapies, and unhealthy eating 
practices were factors that could greatly increase chances of ill health and premature death among 
women. HoweverBy taking control of risk factors through determined personal health practices such as 
discussed in this work wouldpromote individual wellbeing and enhance national development through 
increased productivity. 
Methodology. 
 

The description survey research design was adopted for the study. The participants were fifty 
(50) women attending antenatal clinics conveniently drawn from state hospitals in Asaba, Delta state. 
The participants were recruited from Igbusa General Hospital (21, 42%) and Asaba General Hospital, 
Okwe (29, 58%). The modified nutritional and health practices as well as reproductive health problem 
questionnaire (NHP-RHPQ) was employed for data collection. The test-re-test method was used to 
determine the reliability of the instrument which yielded a coefficient of r =0.74. The responses from 
the completed questionnaire were coded and analyzed using descriptive statistics of percentage and 
frequency count for the demographic data while inferential statistics of linear regression analysis was 
U5Cd to test the three hypotheses set at the 0.05 level of significance. 
The following hypotheses were tested in the study: 
1. Nutritional practices will not be a significant correlate of reproductive health problem of 

women in Asaba. 
2. Health practices will not be significant correlate of reproductive health problem of women 

in Asaba. 
3. There will be no significant composite effect of the independent variables on 

reproductive health problem of women in Asaba. 
 
Results 

The demographic results revealed that 13 (26.0%) of the respondents were within 26 - 30 
years of age, 16 (32.0%) were within 31 -35 years, 7 (14.0%) were within 36 - 40 years and 14 
(28.0%) were 41 years and above. Based on marital status, 47 (94.0%) of the respondents were 
living with their husbands, 2 (4.0%) were divorced whereas 1 (2.0%) reported that she was 
widowed. On the issue of educational status, only 6 (12.0%) were SSS/WAEC certificate holder, 
19 (38.0%) were holders of Dip /NCE, 20 (40.0%) had obtained B.Ed. / B.Sc. degree and 5 (10.0%) 
were postgraduate degree holders. Ho.l: Nutritional practices will not be significant correlate of 
Reproductive Health Problem of Women in Asaba 
 
Table 1: Linear Regression Analysis Showing the Correlation Between Nutritional  
Practices  and Reproductive Health Problems 
Variable Sum of Squares Df Mean square F Sig. 
      
Regression 
Residual  
Total 

20.312  
12.922  
33.234 

16  
34  
48 

1.270  
431 

2.947 .005 

 
R = .782, R2 = .611, Adjusted R2 = .404, Std. Error of Estimate =.656  
Df is n1+ n2- 2 = 16 + 34 - 2 =48 
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Table 1 shows the linear regression analysis between nutritional practices and 
reproductive health of women attending antenatal clinic in Asaba. The result showed that 
nutritional practices have positive correlation with reproductive health problem of women 
attending antenatal clinic in Asaba. The above table shows the adjusted R2 value of .611 
obtained is not due to chance as it is found to be significant (F ,16/34) = 2.947; P< 0.05). 
Consequently, the hypothesis which states that nutritional practices will not be a significant 
correlate of reproductive health problem of women is hereby rejected. 
H0>2: Health Practices will be not be Significant Correlate of Reproductive Health 
Problem of Women in Asaba. 
 
Table 2: Linear Regression Analysis Showing the Correlation between Health Practices and 
Reproductive Health Problems 
Variable Sum of Squares Df Mean square F Sig. 
      
Regression 
Residual 

25.055  
5.413 

31 19 .864 
 .319 

2.714 .017 

Total 30.468 50    
R = .907, R2 = .822, Adjusted R2 = .519, Std. Error of Estimate =.564 

 
Table 2 shows the linear regression analysis between nutritional practices and 

reproductive health of women attending antenatal clinic in Asaba. The result showed that 
nutritional practices have positive correlation with reproductive health problem of women 
attending antenatal clinic in Asaba. The above table shows the adjusted R2 value of .519 obtained 
is not due to chance as it is found to be significant (F (3U9) - 2.714; P < 0.05). Consequently, the 
hypothesis which states that health practices will not be a significant correlate of reproductive 
health problem of women is hereby rejected. 
 
HO.3: There will be no Significant Composite Effect of the Independent Variable on Reproductive 
Health Problem of Women in Asaba. 
 
Table 3; Regression Analysis showing the Composite Effect of Independent Variables on 
Women's Reproductive Health Problems 
Variable Sum of Squares Df Mean square F Sig. 
      
Regression 
Residual  
Total 

25.037  
2.849  
37.886 

41  
9  
48 

.695  

.407 
1.709 .237 

R = .948, R2 = .898, Adjusted R2 = .372, Std. Error of Estimate =.638 
 

Table 3 shows the liner regression analysis between nutritional practices and reproductive 
health of women attending antenatal clinic in Asaba. The result showed that nutritional practices have 
positive correlative with reproductive health problem of women attending antenatal clinic in Asaba. 
The above table shows the adjusted R2 value of .898 obtained is not due to chance as it is found to be 
significant (F (41/9) = 1.709; P < 0.05). Consequently, the hypothesis which states that health practices will 
not be a significant correlate of reproductive health problem of women is hereby rejected. 
 
Discussion 

This study found out that nutrition and health practices correlate positively with reproductive 
health problems of women. This is in line with Adair and popkin (1992) investigation on weight loss 
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from 2 to 24 months post-partum in Filipino women, as part of a longitudinal study of the health and 
nutrition of the women and their infants, who reported that although weight loss is a normal feature of 
the post-partum period, in nutritionally at-risk women even moderate weight loss may have 
consequence for maternal health. Incidentally post-partum period requires meals rich in nutrients 
such as iron, iodine, zinc, mineral, vitamins, protein and carbohydrates providing immunity for 
mother and child (Adir and Popkin, 1992). 

 
Reifsnider (2006) opined that adequate nutrition in women is one of the most crucial 

components of a healthy society. He further reiterated that many of the chronic, ongoing problems 
that women experience during pregnancy in the areas of health, employment, and productivity can be 
alleviated if they receive adequate nutrition throughout their life cycle. Quinn, Thompson and Ott 
(2005) posited that the reproductive health problems faced by women in developing countries 
should be tackled through strategic advocacy of local nutrition since many poor women in the 
Third World are chronically energy deficient. 

 
The consequence of these nutritional and poor health practice problems among the most 

sensitive outcomes related to fetal exposure to tobacco (via maternal consumption or environmental 
tobacco smoke) is low birth weight, increased risk of maternal mortality, reduced work capacity and 
increased morbidity due to reduced resistance to infections (Fowles, 2002.) inadequate nutrition 
amongst women in developing countries will, therefore, often lead to impairments in the women's 
health and affect their ability to fulfill their social and occupational roles as well as save delivery. 
 
Conclusion 

From the findings of this study, it was concluded that nutritional and health practices correlate 
positively well with reproductive health problems. Women should endeavor to update themselves 
with nutritional information that would guide positive practices. They should also make efforts to 
engage in meaningful physical activities as well periodic medical examination and avoid self - 
diagnosis and medications. Engage in stress reduction therapies, such as rest, watching T V, or reading 
magazines, patronize certified medical personnel instead of quacks, maintain proper personal and 
environmental hygiene. 
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