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Abstract

Background: Cervical cancer is a public health problem and one of the leading causes of death in women worldwide. In Ethiopia,
the government expands cervical cancer screening centers and recommends services to age-eligible and high-risk groups of
women. However, evidence indicates that the utilization of services among eligible and high-risk women in the country has
remained very low, and data are scarce in Dire Dawa. Therefore, this study aimed to assess cervical cancer screening service
utilization and associated factors among women aged 30 to 49 years in Dire Dawa, eastern Ethiopia.

Methods: A facility-based cross-sectional study was undertaken in Dire Dawa from February 01 to March 01, 2017. Only two
facilities provided the screening service in Dire Dawa Administration. Six- hundred and one women aged 30 to 49 years were
selected using a systematic sampling method. Data were collected using a pretested face-to-face interview administered
questionnaire. Data were entered using EpiData 3.1, and analyzed using the Statistical Package for Social Science Version 21.
Multivariable logistic regression was used to examine the factors associated with cervical cancer screening utilization. An adjusted
odds ratio (AOR) with a 95% confidence interval (CI) was used, and a p-value <0.05 was considered statistically significant.

Results: In this study, the magnitude of cervical cancer screening service utilization was 4.0% (95% CI: 2.5-5.7). The factors
associated with cervical cancer screening service utilization were older age (AOR¼ 4.2; 95% CI:1.3-13.8), attending private health
facilities (AOR¼ 8.9; 95% CI: 2.8-28.0), being employed (AOR¼ 3.3; 95% CI: 1.3-8.8), visiting the gynecology departments (AOR
¼ 3.8; 95% CI: 1.5-9.8), being knowledgeable (AOR¼ 4.8; 95% CI: 1.5-15.5), being counseled by health professionals (AOR¼ 4.1;
95% CI: 1.5-11.3), and user’s of family planning (AOR ¼ 4.9; 95% CI: 1.2-20.0).

Conclusion: The magnitude of cervical cancer screening utilization was very low. Hence, to improve the screening service
utilization of cervical cancer, a campaign on community awareness, strengthening service linkage among departments, expansion
of the centers for cervical cancer screening, and promotion of family planning method utilization are recommended.
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Introduction

Cervical cancer is a serious public health problem worldwide.

It is one of the leading causes of death in women and the second

leading cause of female cancer-related deaths.1-4 Globally,

more than 2.7 million women, of whom approximately 85%
in low- and middle-income countries are at risk of acquiring

cervical cancer.2,5 Of these, an estimated one million new cases
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of cervical cancer are diagnosed each year, half of them die,

and over 85% of deaths each year as a result of cervical cancer

occur in low- and middle-income countries.6-10

Cervical cancer screening utilization (CCSU) is low in

low-income countries, particularly in sub-Saharan Africa. As

a result, it is the leading cause of morbidity and mortality in the

region.9 In Ethiopia, there are an insignificant number of facil-

ities providing cervical cancer diagnostic modalities that aim to

diagnose and treat based on World Health Organization

(WHO) recommendations. They are meant for women aged

30 to 49 years and high-risk groups of women, such as those

who have multiple sexual partners, smoke cigarettes, practice

sex early, human immunodeficiency virus (HIV) positive, and

have other sexually transmitted diseases.10,11

The burden is increasing because of late detection of most of

the cases, unfavorable attitudes toward the screening services,

low socioeconomic conditions, and lack of service, awareness,

enough resources, and trained human power.12-15 The inci-

dence and mortality of cervical cancer are 26.4 and 18.4 per

100,000 women per year, respectively.5,16 Women aged 30-49

years have a higher chance of developing precancerous lesions

so that screening at this point has an opportunity to detect

lesions earlier, which can be effectively treated with simple

and low-cost interventions.17-20

Cervical cancer screening is testing for precancerous lesions

and cancer among women who have no symptoms. Early

screening is the most effective measure for early detection,

treatment, and prevention of precancerous lesions and can-

cer.3,4,20,21 WHO recommends the use of screening and treat-

ment approaches for women using visual inspection with acetic

acid (VIA) for screening and cryotherapy for treatment.22 It is

the most efficient and cost-effective screening technique for

low-income countries.3,23 This method also increases coverage

in all countries and ultimately decreases cervical cancer inci-

dence and mortality.22,24 Moreover, early detection and treat-

ment of precancer lesions at an early stage can reduce the

incidence and mortality by 65%. If these interventions are uni-

versally available for women (i.e., 40% to 90% coverage),

almost three thousand women can be saved each year.3,9,25 The

burden of cervical cancer could also be prevented by increasing

women’s awareness of its key prevention methods and creating

and organizing opportunities for screening at local community

levels.4,6,24

The Federal Minister of Health (FMOH) of Ethiopia has

organized a national cancer control plan to be implemented

from 2015 to 2020, which is a scale-up of the screening and

treatment for cervical precancer into 800 health facilities (one

health facility per district). The plan primarily targeted 30 to 49

years-old and high-risk groups of women.16 It aims to promote

cervical cancer prevention and early detection, improving diag-

nosis and treatment to palliative care and maximize screening

coverage to more than 80%. However, poor infrastructure, lim-

ited awareness, late-stage arrival for screening, and lack of

trained human power are the main obstacles to achieving the

plan across the nation, including our study setting.10,26,27

Despite efforts from governmental and non-governmental

organizations to improve access to the screening service in

Ethiopia, utilization has not raised.16,28 Different studies have

documented factors associated with cervical cancer screening

utilization worldwide, including the age of the women, risk

perception, financial constraints, marital status, and parity,

although there are inconsistencies among the studies.29,30

However, there is a paucity of data on CCSU in Ethiopia,

particularly in Dire Dawa. Therefore, this study aimed to assess

cervical cancer screening utilization and associated factors

among women aged 30-49 years in Dire Dawa, eastern

Ethiopia.

Materials and Methods

Study Setting, Design, and Population

A facility-based cross-sectional study was conducted in Dire

Dawa from February 01 to March 01, 2017. Dire Dawa is found

in eastern Ethiopia and located 515 km away from Addis

Ababa, the capital of Ethiopia. According to the Central Sta-

tistical Agency population projections of 2017, its total esti-

mated population was 359,000. Of these, 175,782 were women.

Of the total number of women, approximately 55% were in the

reproductive age group. Of these, nearly 5% were 30 to 49

years old.20,31 In Dire Dawa, there are two public hospitals and

15 public health centers, as well as 3 private hospitals and more

than ten private higher clinics. However, only two of the health

facilities; Dilchora Hospital and the Family Guidance Associ-

ation Higher Clinic provide a cervical screening service. All

women aged 30 to 49 years and attending the two facilities

were included in the study, but those with severe mental illness

and critically ill women were excluded. The facilities are inte-

grated to link any eligible and high-risk women to screening

service units from the antenatal care (ANC) unit, family plan-

ning unit, gynecology care unit, and adult outpatient

departments.

Sample Size and Sampling Procedure

The sample size was determined using a single proportion for-

mula considering the proportion of women who underwent

cervical cancer screening in Mekelle, Ethiopia (19.8%),32

4% level of significance (a ¼ 0.04), 95% CI, a design effect

of 1.5 and 5% a non-response rate. The final sample size was

601. The two health facilities were selected based on service

availability in the catchment area. We allocated the final sam-

ple size to the selected health facilities proportional to their

monthly client flow from the previous year’s quarterly report

of the same periods. The study subjects were selected from the

ANC unit, family planning unit, gynecology outpatient unit,

and adult outpatient unit attendants using a systematic sam-

pling technique. A sampling interval (k) of 2 was used for each

unit/department to select women aged 30-49 and high-risk

women, where the first eligible woman was selected randomly.
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Data Collection and Procedure

Data were collected using a pretested structured questionnaire

adapted from different studies14,16,22,32-34 and modified to suit

the local context. The questionnaire was translated from English

into local languages. Then, it was translated back into English to

maintain consistency. Through face-to-face interviews, eight

diploma nurses and midwives collected the data, and

two supervisors checked the collection. Reproductive

health-related questions were incorporated. The utilization of

cervical cancer screening services was defined as women who

ever used cervical cancer screening services within the past three

to five years. Good knowledge was defined as those who scored

> the mean score value of the knowledge measuring questions,

while those who scored less than the mean value were labeled as

having poor knowledge. We defined favorable attitudes as

women who scored > the mean score value of the attitude mea-

suring questions and unfavorable attitude for a score less than the

mean value of the attitude measuring questions.33

Data Quality Control

To ensure the quality of the data, one-day training was given to

all the data collectors and supervisors. Before the data collec-

tion, a pretest was carried out on 5% of the sample size (in

Harar family guidance clinic), who were not included in the

study. Based on the findings of the pretest, modifications to the

questionnaire were made. The data collection process was

closely supervised, and the completeness of each questionnaire

was checked by the investigators and the supervisors on a daily

basis. Finally, double data entry was performed to check the

consistency of the data.

Data Processing and Analysis

The data were coded and entered EPI Data Version 3.1, and

then exported to SPSS Version 21 statistical software for anal-

ysis. Data were summarized and presented using descriptive

statistics. The outcome variables were coded as “1” for women

who used the screening service whereas “0” for others. The

associations between the outcome variables (i.e., received the

screening service) and the independent variables were analyzed

using a binary logistic regression model. Covariates with a

p-value <0.2 were retained and entered into the multivariable

logistic regression analysis. Hosmer and Lemeshow

goodness-of-fit tests were used to assess whether the necessary

assumptions were fulfilled. The results were presented as

adjusted odds ratio (AOR) with 95% confidence interval

(CI). A p-value <0.05 was considered for declaring statistical

significance.

Ethical Consideration

This study was approved by the Institutional Health Research

Ethics Review Committee (IHRERC) of the College of Health

and Medical Sciences, Haramaya University (approval no.IH-

RERC 84/2017). All patients provided informed written

consent before enrollment in the study. Following approval, a

written official letter of cooperation was given to the Dire

Dawa Regional Health Bureau and the respective facility

heads. Then, a permission letter was obtained from the respec-

tive officials. The purpose and importance of the study were

explained to the study participants and facility heads. To ensure

confidentiality, names and other identifiers of the women were

not recorded on the data collection tools.

Results

Sociodemographic Characteristics

In this study, 595 participants were interviewed, yielding

a response rate of 99%. Their mean age was 37.4 (SD +4.1)

years. Of all the respondents, 397 (66.7%) were from a public

health facility; 425 (70.3%) were urban dwellers; 345 (58.0%)

were married; 426 (71.5%) attended formal education; and 426

(70.5%) were employed (Table 1).

Reproductive Health Characteristics

Two hundred and forty-three women (40.8%) had a history of

chronic lower pelvic pain. The majority of the women 507

(85.2%) had ever taken the HIV test and counseling. More than

half 378 (63.5%) of the participants had sexual intercourse

before the age of sixteen years. Three hundred eighty-three

(64.4%) used modern family planning methods. Of these, 198

Table 1. Socio-Demographic Characteristics Among Women Who
Attended Health Facilities in Dire Dawa, Eastern Ethiopia, February 01
to March 01, 2017 [N ¼ 595].

Variables Frequency(N) Percent (%)

Age women in
years

30-39 444 74.6

40-49 151 25.4
Educational

status
No Formal Education 169 28.4

Primary Level 75 12.6
Secondary Level 122 20.5
College and Above 229 38.5

Marital Status Married 345 58.0
Single 104 17.5
Divorced 109 18.3
Widowed 37 6.2

Occupational
status

Gov’t employee 180 30.1

Private worker 230 38.7
House Wife 160 27.0
Unemployment 25 4.2

Residence Urban 418 70.3
Rural 177 29.7

Monthly Income
in USD

<22.2$ 163 27.4

22.3$ -61.1$ 197 33.1
61.14$-118.5$ 202 34.0
>118.6$ 33 5.5
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(51.7%) used injections, and 84 (21.9%) used the implant.

Three hundred twenty-five (54.6%) participants said that they

had a history of sexually transmitted infections (STIs) during

the last one year, and 37 (6.2%) participants had a history of

smoking. Regarding parity, 513 (86.2%) women were multi-

parous and 82 (13.8%) of them were nulliparous.

Knowledge Related to Cervical Cancer Screening Services

Among the total women, three hundred ten (52.1%) heard

about cervical cancer. Of them, two hundred (64.5%) heard

from mass media, 87 (28.0%) from health care providers, and

82 (26.5%) from the Community Cervical Cancer Screening

campaign. Regarding the main risk factors for cervical cancer

development, 98 (31.6%) of the 310 respondents believed it

was having multiple sexual partners; for 63 (20.3%), it was

early sexual practice; for 45 (14.5%), it was related to having

a weak immune system; and for 58 (18.7%), it was smoking

cigarette. Moreover, one hundred and one (42.3%) of the 310

women knew the availability of screening services in the facil-

ities, they were attending; 45 (14.5%) knew bleeding or pain

after coitus is a sign of cervical cancer. The majority of

132 (42.6%) women mentioned abnormal vaginal discharge,

followed by abnormal vaginal bleeding 65 (21.0%). Regarding

the prevention methods, only 133 (43.0%) knew at least one

prevention method, 85 (27.4%) mentioned cervical screening,

74 (23.9%) mentioned avoiding risk factors such as premarital

sex, STI, multiple sexual partners used to prevent cervical

cancer and only 3 (1.0%) human papillomavirus vaccine. The

overall mean score for knowledge measurement questions was

15, and 173 (29.1%) participants had good knowledge about

CCSSU (Table 2).

Attitude and Perception of Respondents Toward
Cervical Cancer Screening

Two hundred (64.6%) participants agreed that cervical cancer can

be prevented. Two hundred fifty-one (81.0%) strongly support

recommending screening services for friends. The mean attitude

score was 3, and 137 (23.0%) respondents had a favorable atti-

tude towards cervical cancer and its screening services. (Table 3).

Cervical Cancer Screening Utilization

The magnitude of cervical cancer screening utilization was

24 (4.0%; 95% CI: 2.5%- 5.7%). Of these, 8 were in the early

stages of the disease, and 16 were screened in private health

facilities. Among the women who were not screened, the main

reason for 458 (80.2%) was lack of awareness about cervical

cancer and screening services, and 284 (49.7%) were believed

not risky for the disease (Figure 1).

Factors Associated With Cervical Cancer
Screening Service Utilization

In the multivariable logistic regression analysis, women aged

40-49 years, attending private health facilities, being government

employed, attending care in the gynecology unit, being knowl-

edgeable, being counseled by health care providers, and users of

family planing were significantly associated with CCSSU. Older

women (aged 40-49 years) were almost four times (AOR ¼ 4.2;

Table 2. Knowledge related to cervical cancer risks, signs, prevention, consequence and service availability among women who attended Health
facilities in Dire Dawa, eastern Ethiopia, February 01-March 01, 2017 [n¼310].

Variables Yes Percent (%) No Percent (%)

Human Papilloma Virus infection risk for cervical cancer 28 9.1 282 90.9
Having Multiple Sexual Partners risk for cervical cancer 98 31.6 212 68.4
Performed early sexual practice <20 years risk for cervical cancer 63 20.3 247 79.7
Having a weak immune system risk for cervical cancer 45 14.5 265 85.5
Use of contraceptive for more than 6 years risk for 17 5.5 293 94.5
Having Cigarette smoking exposed to cervical cancer 58 18.7 252 81.3
Cervical cancer symptoms gradually appear 181 58.4 129 41.6
Abnormal vaginal bleeding is a sign of cervical cancer 65 21.0 245 79.0
Abnormal Vaginal discharge is a sign of cervical cancer 132 42.6 178 57.4
Bleeding or pain after coitus is a sign of cervical cancer 45 14.5 265 85.5
Bleeding after menopause is a sign of cervical cancer 21 6.8 289 93.2
Cervical screening used to prevent cervical cancer 85 27.4 225 72.6
Avoid risk factors like Premarital sex, STI, multiple sexual partners used to prevent cervical cancer 74 23.9 236 76.1
HPV vaccine is used for prevent cervical cancer 3 1.0 307 99.0
Women with untreated cervical cancer can die 215 69.4 95 30.6
Advanced stage of cervical cancer causes infertility 105 33.9 205 66.1
Cervical cancer causes reproductive organ disability 91 29.4 219 70.6
The advanced stage of cervical cancer causes psychosocial problems in women’s life. 65 21.0 245 79.0
Cervical cancer is easily cured if detected at an early stage 198 63.9 112 36.1
Women know cervical screening service is available in this facility. 131 42.3 179 57.7
Women’s aged 30-49 is recommended to take the cervical screening 73 23.6 237 76.4
Any high-risk groups of women are advised to take cervical screening at the health facility. 57 18.4 253 81.6
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95% CI: 1.3-13.8) more likely to use the screening service com-

pared with women aged less than 40 years. The number of women

who attended private health facilities were approximately nine

times (AOR¼ 8.9; 95% CI: 2.8- 28.0) more likely to use screen-

ing services compared with those who attended public health

facilities. Furthermore, government employee women were three

times (AOR ¼ 3.3; 95% CI: 1.3- 8.8) more likely to utilize the

service compared with others. The women who visited the gyne-

cology unit were almost four times (AOR¼ 3.8; 95% CI: 1.5- 9.8)

more likely to undergo cervical cancer screening. Moreover,

knowledgeable women were five times (AOR ¼ 4.8; 95% CI:

1.5- 15.5) more likely to use the services than their counterparts.

Additionally, those who were counseled by healthcare providers

about cervical cancer and those who used family planning were

four and five times (AOR¼ 4.1; 95% CI: 1.5-11.3), (AOR¼ 4.9;

95% CI: 1.2- 20.0) more likely to utilize cervical cancer screen-

ing, respectively (Table 4).

Discussion

The Ethiopian FMOH recommends cervical cancer screening

every three-five years irrespective of HIV status. In

resource-poor settings, including Ethiopia, 30-49 years old

women are the target population for screening because cervical

cancer is rare in women under 30 years old, except for high-risk

groups of women. It is an interventional period to minimize

the devastating effects on women’s lives.16 Therefore, we con-

ducted this study to determine cervical cancer screening service

uptake and the associated factors among women aged 30-49

years in Dire Dawa, eastern, Ethiopia. Thus, the findings will

help health planners to improve service-related barriers and

plan an effective intervention applicable in the local context.

The findings of the present study indicated that the magni-

tude of CCSU was 4.0% (95% CI: 2.5%, 5.7%). This finding is

extremely lower than those found in low- and middle-income

countries; for example, 39% in Botswana,35 25% in Tanza-

nia,36 and 25% in Kenya.37 It is also lower than reported in

Ethiopia: 10.7% to 19.8% in Mekelle,32,33 8.3% in Dessie,34

and 21.8% in Addis Ababa and southern Ethiopia.38,39 The

possible explanation for this low cervical cancer screening uti-

lization could be due to the low level of awareness, limited

access to screening services, socio-cultural, sociodemographic,

economic disparities, and lack of specificity of national cancer

prevention and control strategies in Ethiopia. Moreover, Ethio-

pia has invested little in the infrastructure, training, and labora-

tory capacity required for successful screening services.

Table 3. Attitude of Respondents Toward Cervical Cancer Screening Utilization in Dire Dawa, eastern Ethiopia, February-March 2017
[n ¼ 310].

Variable

Respondents attitude toward screening service utilization (n ¼ 310)

Strongly disagree (1) Disagree (2) Neutral (3) Agree (4) Strongly agree (5)

Cervical cancer is easily cured 4 (1.2%) 13 (4.2%) 93 (30.0%) 103 (33.2%) 98 (31.6%)
Cervical cancer affects any women 4 (1.2%) 33 (10.6%) 135 (43.5%) 88 (28.4%) 49 (15.8%)
Cervical cancer can prevented 2 (0.6%) 14 (4.5%) 93 (30.0%) 122 (39.4%) 78 (25.2%)
Being Screen no Harm 3 (1.0%) 29 (9.4%) 140 (45.2%) 90 (29.0%) 47 (15.1%)
Free cost screening 5 (1.6%) 35 (11.3%) 133 (42.9%) 94 (30.0%) 42 (13.5%)
Recommend to friends 2 (0.7%) 5 (1.6%) 51 (16.5%) 144 (46.5%) 107 (34.5%)

80.2%

49.7%

13.0%

10.6%

8.8%

7.7%

3.2%

2.6%

2.6%

0 10 20 30 40 50 60 70 80 90

I am not well informed

 I am not risky

I am not decided to be screened

Fear of positve result

I fear of  health care providers

Others resons not to be screened

I heard that it is painful

My husband not  support  me

I don have any resons to be screened

Figure 1. The reasons for not utilizing cervical cancer screening among women who attended health facilities in Dire Dawa, eastern Ethiopia,
February- March 2017 [N ¼ 571].
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However, this study is in agreement with study findings in

some African countries: for example, 6% in Morocco,40 5%
in Nigeria,41, 4.8% in Uganda,42 and 2.9% in a nationwide

study in Ethiopia.43

In the multivariable logistic regression analysis, older age,

attendants of private health facilities, being employed, visiting

the gynecology unit, being knowledgeable, receiving informa-

tion from health professionals, and user of family planning

were independently associated with CCSU. The women aged

40-49 years were four times more likely to be screened com-

pared to the women aged 30-39 years. This is in line with study

results in Ethiopia,34 Malaysia,44 and Kenya.23,45 The explana-

tion for this could be that individuals would consider being at

risk and seeking care after recognizing symptoms and perceiv-

ing susceptibility. Most of the women said that they would have

made gynecological examinations and screenings if they had

obtained the information and felt the symptoms of the disease.

Furthermore, the women who were knowledgeable about cer-

vical cancer and screening were five times more likely to use

screening services than their counterparts. This finding is also

supported by studies in Kenya,45 Ethiopia,46 Nigeria,47 Malay-

sia,21 Jamaica,48 and Tanzania,36 which revealed that

knowledge of cervical cancer and its prevention increases the

odds of screening utilization.

Furthermore, employed women were three times more

likely to practice screening services compared to unemployed

women. This is consistent with reports from Kenya49 and

Korea,50 where the odds of screening utilization increased by

two times more among employed women. This might be due to

an invitation by coworkers in the workplace. In addition,

employed women are educated and thus can solve the con-

straints of money to attend their health condition. Moreover,

the women who attended private health facilities were approx-

imately nine times more likely to use screening services than

those who attended public health facilities. This might be due

to the need for safety and privacy issues and promotion and

intervention activities to eligible women disseminate informa-

tion about cervical cancer and its screening by private health

facilities. In addition, there might be adequate counseling to the

individual client about cervical cancer and its screening service

by healthcare providers in these facilities.

The respondents’ perception of potential susceptibility to

cervical cancer was another critical factor in predicting the

chance of screening service utilization. The participants who

Table 4. Factors Associated With Cervical Cancer Screening Utilization Among Women Who Attended Health Facilities in Dire Dawa, eastern
Ethiopia, February-March 2017 [N ¼ 595].

Variables

Screening service utilization

COR (95% CI) AOR (95% CI)No Yes

Age in years 30-39 430 (92.8%) 13 (7.2%) 1.00 1.00
40-49 141 (97.1%) 11 (2.9%) 2.10 (1.1, 5.9)* 4.2 (1.3, 13.8)**

Type of health facility Private 182 (91.9%) 16 (8.1%) 4.28 (1.8, 10.2)* 8.9 (2.8, 28.0)**
Public 389 (98.0%) 8 (2.0%) 1.00 1.00

Occupation Government employee 170 (91.4%) 16 (8.6%) 2.99 (1.2-7.5)* 3.3 (1.3, 8.8)**
Non-governmental 401 (98.0%) 8 (2.0%) 1.00 1.00

Income in USD �129.6$ 151 (92.6%) 12 (7.4%) 2.7 (1.2, 6.3)* 4.7 (0.9, 23.8)
�129.5$ 420 (97.2%) 12 (2.8%) 1.00 1.00

Attending unit Women visits gynecology OPD 124 (90.5%) 13 (9.5%) 4.26 (1.9, 9.7)* 3.8 (1.5, 9.8)**
Other unit 447 (97.5%) 11 (2.4%) 1.00 1.00

Knowledge Good knowledge 155 (89.6%) 18 (10.4%) 8.05 (3.1, 20.6)* 4.8 (1.5,15.5)**
Poor knowledge 416 (98.6%) 6 (1.4%) 1.00 1.00

Attitude Unfavorable Attitude 289 (94.1%) 18 (5.9%) 2.9 (1.16-7.5)* 1.4 (0.3, 5.2)
Favorable Attitude 282 (97.9%) 6 (2.1%) 1.00 1.00

Counseled by HCW Yes 139 (89.7%) 16 (10.3%) 6.2 (2.6, 14.8)* 4.1 (1.5, 11.3)**
No 432 (98.2%) 8 (1.8%) 1.00 1.00

Know the availability of
screening service

Yes 182 (91.9%) 16 (8.1%) 4.0 (1.7, 9.2)* 1.6 (0.1, 17.6)
No 389 (98.0%) 8 (2.0%) 1.00 1.00

Invitation by HCP from
clients

Yes 389 (98.0%) 16 (8.1%) 4.3 (1.8,10.8)* 2.2 (0.6, 8.2)
No 362 (94.8%) 8 (2.0%) 1.00 1.00

Family planning Used 209 (98.1%) 20 (5.2%) 2.9 (1, 8.8)* 4.9 (1.2,20.0)**
Not used 227 (93.4%) 4 (1.9%) 1.00 1.00

Chronic pelvic pain Had treated 344 (97.7%) 16 (6.6%) 3.03 (1.3-7.19)* 2.3 (0.7, 7.5)
Not treated 227 (94.5%) 8 (2.3%) 1.00 1.00

STIs Had Exposure 264 (97.8%) 18 (5.5%) 2.57 (1.0, 6.6)* 1.7 (0.5, 5.8)
Had No exposure 309 (94.6%) 6 (2.2%) 1.00 1.00

SRH service Attending 352 (98.2%) 20 (5.4%) 3.1 (1, 9.1)* 1.7 (0.5, 6.6)
Not attend 219 (89.7%) 4 (1.8%) 1.00 1.00

*significant COR, P � 0.05, **significant association at AOR P � 0.05, SRH; Sexual and Reproductive health service and STIs; sexually transmitted infections
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attended the gynecology unit were about four times more likely

to undergo screening, which is consistent with study findings in

Ethiopia.14,30,32,33 This might be due to the strong relationship

between gynecological problems with cervical cancer and most

reproductive problems referred to this unit. When women

become more risk full and become symptomatic for cervical

cancer, this increases the chance of utilizing screening services.

As per this study, the women who were counseled by health-

care providers about cervical cancer and their prevention meth-

ods were four times more likely to utilize screening services

than their counterparts. This finding is in agreement with the

studies in France,30 Thailand,51 Uganda,42 Korea,50 and

Kenya.49,52 This might be due to the trust of healthcare provi-

ders, which increases the probability of screening services uti-

lization. Similarly, those users of family planning were five

times more likely to accept CCSU compared to those who did

not use family planning. This finding is in line with those in

Malaysia44 and Kenya.23 This could be due to an increased

chance of communicating with health care providers to obtain

information about cervical screening and the availability of

service screening services.

This study was not without limitations. First, as a

cross-sectional study, it is difficult to establish a cause-and-

effect relationship between dependent and independent variables.

Second, it used self-reporting (interview response), which might

have a social desirability bias. Some questions also required the

participants to recall, which could have affected the results, as

most of them could have forgotten. Third, this finding is from a

facility-based study, which is not representative of the whole

population. Its strength was based on WHO recommendations

and aged eligible and high-risk groups of women in inclusive data

in the facility, which can infer for facilities attendants.

Conclusion

In conclusion, the prevalence of CCSU was low in Dire Dawa.

Women’s age, attending private health facilities, being

employed, visiting the gynecology department, being knowl-

edgeable, being counseled by healthcare providers, and using

family planning were independently associated with CCSU in

Dire Dawa, eastern Ethiopia. Hence, to improve screening ser-

vice utilization, campaigns on community awareness, working

on women’s education, strengthening service linkage among

departments, expansion of the centers for cervical cancer

screening, and promotion of family planning method utilization

are recommended. In addition, cervical cancer screening can be

increased through updating the healthcare providers’ knowl-

edge and counseling skills on cervical cancer and health work-

ers to discuss the disease when women visit the health

facilities.
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