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Abstract
Background Pelvic floor disorders (PFDs), include urinary incontinence, overactive bladder, anal incontinence, and pelvic organ
prolapse negatively affect physical, psychosocial, and economic wellbeing of women. In developing countries, less than a quarter
of womenwith PFDs seek health care for their problem. Health care seeking for PFDs, and its associated factors, is little known in
Ethiopia. This study aimed to assess health care seeking for PFDs, associated factors, and deterrents for seeking care.
Methods From a community based cross sectional study conducted form August 10 to September 4, 2016 to assess pelvic floor
disorders, seven hundred four participants with PFDs drawn for health care seeking behavior analysis. Data were collected
through interviewed administered questionnaire. Poisson regression model with robust variance was used to investigate the
association of the independent variable with health care seeking behaviors. The results are reported in crude and adjusted
prevalence ratio with 95% confidence intervals.
Result Two hundred twenty five (32%; CI: 26.8–35.5) women sought care for their PFDs. Majority 160 (71%) of them seek care
from government health facilities. Middle wealth index Adjusted Prevalence Ratio (APR) = 1.4, CI: 1.1, 1.8), autonomous
decision making on own health (APR = 1.3, CI: 1.1, 1.7), and sever impact of PFDs on quality of life (APR = 1.4, CI:1.1, 1.9)
were identified as associated factors for health care seeking.
Conclusion A large number of women with pelvic floor disorder did not seek health care: this calls for urgent and tailored
intervention to enhance health care seeking behaviors of women with PFD.
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Introduction

Pelvic floor disorder (PFD) is a term used to describe condi-
tions related to changes in anatomy or functioning of the pel-
vic organs, include urinary incontinence, overactive bladder,
anal incontinence, and pelvic organ prolapse [1, 2]. The PFDs
can occur in isolation or more commonly co-exist together [3].

It has a profound influence on women’s physical, psycholog-
ical and social lives, and health care costs. It seriously affects
physical health by contributing to perineal rash, pressure ulcer,
and urinary tract and uterine infection. It also imposes a bur-
den on psychosocial health through creating embarrassment,
negative self-perception, depression, and social stigma.
Moreover, the global cost of PFDs to the health care system
and society is enormous. The average annual cost (direct cost
and lost productivity) related to PFDs per person is estimated
to be $4110 [4–7].

Although women with PFDs experiences numerous unfa-
vorable outcomes, a large number of them do not seek health
care. Less than one fourth of women with PFDs sought health
care in developing countries [4, 8–10]. Misconceptions about
cause of PFDs and its treatability, sociocultural taboos that
prevent disclosing ones’ private conditions to others, econom-
ic constraints, and health care workers behaviors negatively
influence women’s health care seeking behavior. Women in
developing countries silently wait to heal from their problem
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without seeking care until the disease progressively worsens
[11–13]. On the other hand, older age, literacy, severe distress
of PFDs, and longer duration of PFDs symptoms are reported
as facilitating factors to seeking health care for PFDs [14] .

Women develop adaptive behavior and strategies that min-
imize PFDs’ impact on quality of life (QOL). They only start
to search for help when PFDs’ impact worsens and adaptive
behaviors fail to maintain expected QOL. Treating PFDs after
it reaches the advanced stage has little impact, and the treat-
ment outcome is not satisfactory to revert back to normal as
the disease state progresses. Timely and effective treatment of
early symptoms may contribute to better recovery, higher
QOL, and lower economic burden [5, 13, 14].

In Ethiopia, where only one third of women seek maternal
health care, and have limited decision making power [15],
health care seeking behaviors for PFDs, deterrents and factors
associated to health care seeking is unknown [11, 12].
Therefore, this study aimed to assess health care seeking
among women with pelvic floor disorder, identify factors as-
sociated with seeking care and explore the barriers against
seeking care.

Methods and material

Study area period

This is a part of large scale community based cross sectional
study on PFDs and associated factors conducted in Kersa
Demographic and Health Surveillance System site (HDSS)
in Kersa district. The study was conducted from August 10
to September 4, 2016. The district has 6 health centers and 20
health posts. The site constitutes 26,061 household and
127,000 inhabitants of which 23% are women of reproductive
age [16].

Population and sampling technique

The population of this study were drawn from the study pop-
ulation set for investigation of PFDs. Ever-married women
who had PFDs (over active bladder, stress urinary inconti-
nence, pelvic organ prolapse and anal incontinence) were in-
cluded in this study. A multi stage stratified random sampling
procedure was used to enroll the study population. The sample
was proportionally allocated to each kebele and village per
size of house hold. The sample frame is extracted from
Kersa HDSS database. Details of methods are described else-
where [17].

Data collection tools

The questionnaire used to assess the outcome variable (Health
seeking behaviors among women with PFDs) was adapted

from different literature [4, 18, 19]. To assess PFDs, a stan-
dardized data collection tool was customized and adapted
from An International Urogynecologic Association (IUGA)/
International Continence Society (ICS) joint report on the ter-
minology for female PFD [20], Swedish Pregnancy, Obesity
and Pelvic floor [21], and Epidemiology of Incontinence and
prolapse Questionnaire [19]. Other explanatory variables in-
cluding socio-demography and obstetrics condition of study
participants were also collected using a structured question-
naire adapted from a health related national survey [22].

The English version of the original questionnaire was trans-
lated into local languages (Afan Oromo and Amharic) for data
collection. We pretested the questionnaire in a similar setting
and refined the tool to fit to the social and cultural norms.
Experienced female data collectors and field supervisors flu-
ent in the local languages were recruited and trained for four
days in preparation for fieldwork. The data collectors conduct-
ed the interviews in a private setting at the interviewee’s
house.

Measurement

Health care seeking behavior for PFDs (the outcome variable
for this study) was assessed by the following questions: “Have
you ever sought care/help for urinary symptoms (this include
over active bladder and/or stress urinary incontinence)?”
“Have you ever sought care/help for pelvic organ prolapse?”
“Have you ever sought care/help for anal incontinence?” The
response set was “yes” or “no.” Participants who responded
“yes” were considered to be ‘sought care for disorder’ and
those who responded “no” were considered to be ‘not sought
care for disorder’ for each PFD. The findings from each pelvic
floor disorder were combined together to create care seeking
behavior for overall PFDs. Those who sought care for at least
one of the PFDs is considered to be ‘sought care for overall
PFDs’ and those who did not seek health care for any of PFD
were considered to be ‘not sought health care for overall
PFDs.’

Those who responded “yes” to the question of seek health
care, were further interviewed as to where they sought care:
“Where/ did you seek care?” The response sets were “govern-
ment health facilities (government hospital, government
health center, and government health post),” “private health
facilities (private hospital, private clinic, and private pharma-
cy),” and “traditional medicine (herbalist, faith healer, and
homemade remedy).”

Participants who reported that they never sought help were
asked the following question: “What was the reason that you
did not seek any care?” The response sets were “Ashamed
(shy to disclose their problem to someone or embarrassed),”
“do not believe it had treatment options,” “inaccessibility
(lack of qualified health care worker, too far from health fa-
cilities, lack of transportation services),” “affordability
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problem (unable to pay for diagnosis and treatment),” and
“health care workers bad behavior and /or lack of female
health care workers”.

The independent variables included age of respondent,
marital status, wealth status, women decision making au-
tonomy, impact of pelvic floor disorder on quality of life,
and duration of pelvic floor disorder. Age of respondents
were categorized by 10 year intervals (15–24 years, 25–
34 year, 35–44 year, 45–54 year, 55+ years); marital status
(currently married, widowed/divorced); the wealth index of
each household was constructed using principal component
analysis and is expressed as wealth quintiles grouped in to
three (first tercile ‘poor’, second tercile ‘middle’, and third
tercile ‘ better off’); for women’s decision making autono-
my, information was collected on three issues that respon-
dents could make decision autonomously: respondent’s
own health care, making major household purchases, and
visits to family or relatives. Women were considered to par-
ticipate in a decision if they usually made that decision
alone or jointly with their husbands. Options for the ques-
tionnaire included “mainly wife”, “mainly husband”, “wife
and husband jointly,” and “someone else.” These four cate-
gories of response were reduced into two responses; if the
response of participants was “mainly wife” and “wife and
husband jointly” the responses categorized as ‘women can
decide autonomously;’ and if participants’ response was
“mainly husband” and “someone else” the responses were
categorized in to ‘women cannot decided autonomously.’
Thus, the response is categorized in to “can decide and can-
not decide” for the three components [23].

Impact of PFD on quality of life was measured by Pelvic
Floor Impact Questionnaire (PFIQ-7). All of the items use the
following response scale: 0, not at all; 1, somewhat; 2, mod-
erately; 3, quite a bit. PFIQ-7 Score Scales includes: Urinary
Impact Questionnaire (UIQ-7): 7 items under bladder or
urine” Colorectal-Anal Impact Questionnaire (CRAIIQ-7): 7
items under Bowel / rectum, Pelvic Organ Prolapse Impact
Questionnaire (POPIQ-7): 7 items under “Pelvis / Vagina.
To calculate scale scores, the mean value for all of the an-
swered items within the corresponding scale (possible value
0–3) was multiply by (100/3) to obtain the scale score (range
0–100). Scores from the 3 domain (UIQ-7, CRAIIQ-7, and
POPIQ-7) scales were added together to obtain the summary
score (range 0–300). The severity of impact on quality of life
categorized as mild impact 0–33, moderate 34–66, and severe
67–100 for each sub category. For all the three it was cate-
gorized as mild impact score 0–100, moderate 101–199
and severe symptoms 200–300 [24]. Impact of pelvic
floor disorder was categorized as ‘mild 0–100′, ‘moderate
101–199′, and ‘severe 200–300.’ Duration of the symp-
toms of PFDs was asked by the following question: “how
long did you suffer with PFDs?” the option set was ‘<
1 year’, ‘1–5 year’ and ‘> 5 year’.

Data analysis

Data were double entered into Epi-Data 3.1 and validated for
consistency. Data were then exported to STATA version 14
(StataCorp. 2015, Texas) for analysis. Prevalence of care seek-
ing for PFD, where sought health care, and reason for not
seeking health care were reported with 95% confidence inter-
val (CI). When the outcome of interest was common (larger
than 10%), the odds ratio (OR) overestimates the prevalence
ratio (PR) and logistic regression model produces poor esti-
mates. Thus, we used Poisson regression analysis model with
robust variance estimation to investigate the association of the
independent variables with care seeking for PFDs. Bivariate
analysis was first made and the variable with a p value less
than 0.2 were consider for the multivariable analysis. These
were reported in adjusted prevalence ratio (APR) with 95%
CI. P values <0.05 were taken as indicating statistical signif-
icance. Multi-collinearity was assessed by variance inflation
factors (VIF) and interaction were also checked among the
independent variables.

Results

This study encompassed 704 ever-married women reported
symptoms of PFDs (over active bladder, stress urinary incon-
tinence, pelvic organ prolapse, and anal incontinence). The
mean age and standard deviation of study participants were
(39.5 + 13.6 years). One hundred and thirty nine (19.8%)
study participants autonomously decided upon their own
health care. Two hundred and twenty (31%) women suffered
with PFDs for more than five years.

Among 704 women with PFDs, 225(32%; CI: 26.8–35.5)
study participants sought health care for their problem. Women
with pelvic organ prolapse were most likely to seek care, with
40.3%(95% CI: 35.0–45.7) reporting seeking care. Women
who were affected by urinary symptoms(stress urinary incon-
tinence and Over active bladder) were slightly less likely, with
25.9% (95% CI: 22.4–29.7) seeking care. Among 225 women
who sought health care, the majority of them 160 (71%) sought
help from government health facilities, and the least proportion
(15.5%) sought help from traditional medicine (home remedy,
herbalist, and religious services) (Table 1).

Among 225 study participants seeking health care, 123
(54.5%) of them sought health care only from one source;
29.7% sought health care form government health facilities
only, 16% from private health facilities only, and 8.8% form
traditional medicine only. Among those who sought health
care from more than one source, 32% of the women visited
government health facilities as the first option. The proportion
of women who visited a private health facility as the second
option was 14.2%, whereas 11.5% visited private health facil-
ities as a first option. About 2 % of women sought care from
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traditional medicine as the last or third option, and 1.3% as the
second option (Fig. 1).

Among 479 participants who did not seek health care, 209
(43.6%) of respondents avoided seeking health care because
of they thought PFDs have no treatment, 35% avoided care
seeking because of affordability of the treatment and diagno-
sis, and 16.2% did not seek health care in order not to disclose
their condition to health care providers (Fig. 2).

In bivariate analysis, a significant association was observed
between care seeking for PFDs and independent variables
including older age, currently married, middle wealth status,
severely affected quality of life, longer duration of PFDs, and
women who can decide autonomously about their own health
(Table 2). In multiple Poisson regression analysis care seeking
was higher by 40% among middle wealth status individual
compare to poor wealth status (APR = 1.4, CI: 1.1, 1.8).
Moreover, the prevalence of care seeking was 1.3 times higher
among women who can decide autonomously on their own
health than those who cannot decide (APR = 1.3, CI: 1.1, 1.7).
Those who suffer longer than five years with PFDs were 1.5
times higher in seeking health care than those who suffer with
PFDs less than 1 year (APR = 1.5, CI: 1.1, 2.2). Those whose
quality of life affected severely were 1.4 times higher in seek-
ing care as compared to those whose quality of life was mildly
affected (APR = 1.4, CI:1.1,1.9) (Table 2).

Discussion

In this study, one third of participants sought health care for
overall PFDs. A fourth of womenwith urinary symptoms, two

fifth of women with pelvic organ prolapse, and a tenth of
women with anal incontinence sought health care for their
problem. Two thirds, two fifths, and one sixth of women with
pelvic floor disorder visited government health facilities, pri-
vate health facilities, and traditional medicine for their prob-
lems respectively. Women’s economic status, decision-
making power, duration of PFDs, and PFD’s impact on quality
of life were independently associated with health care seeking
behaviors.

In Ethiopia where a fifth of women suffer from PFDs
[17], a few of them sought health care. Although sexual
function, marital harmony, and social and gender role of
women are impacted by PFDs [11, 12, 25, 26], two thirds
of them did not seek care. Our finding is consistent with
reported prevalence of 29.3% from Turkey [10]. A report-
ed 65.6% women with PFD seeking health care from
Lebanon and 57% from USA [27] are higher than our es-
timate of 32%. And 12.9% prevalence of health care seek-
ing reported from Nigeria [8] is lower than ours. Diversity
in care seeking rates is likely due to the differences in
cultural background and living standards of the population.
In our study 85% of study participants has no formal edu-
cation, whereas study participants in both Lebanon and
USA are more educated. Education as a facilitating factors
of care seeking may contribute for difference in care seek-
ing [28]. Similar to our finding, other study demonstrated
that women with pelvic organ prolapse more likely to seek
health care followed by urinary symptoms, and anal incon-
tinence [27]. The most probable reason why women with
pelvic organ prolapse (POP) seek health care more than
other types of PFDs may be associated with complication

Table 1 Health care seeking
behaviors among women with
pelvic floor disorder, Kersa
district, 2016

Variable Frequency % (95% CI)

Health care seeking for overall PFDs n = 704 No 479 68.0 (64.4–71.3)

Yes 225 32.0 (26.8–35.5)

Health care seeking by types of pelvic floor disorder

Care sought for urinary symptom n = 555 No 411 74.0 (70.2–77.5)

Yes 144 25.9 (22.4–29.7)

Care sought for pelvic organ prolapse n = 325 No 194 59.6 (54.2–64.9)

Yes 131 40.3 (35.0–45.7)

Care sought for anal incontinence n = 67 No 60 89.5 (79.3–95.0)

Yes 7 10.4 (4.9–20.6)

Health care seeking by site

Seek care from gov’t health facilities n = 225 No 65 28.8 (23.3–35.1)

Yes 160 71.1 (64.8–76.8)

Seek care from private health facilities n = 225 No 129 57.3 (50.7–63.6)

Yes 96 42.6 (36.3–49.2)

*Seek care from traditional medicine n = 225 No 190 84.4 (79.0–88)

Yes 35 15.5 (11.3–20.9)

*Complementary and alternative medicine; that are not conventional medicine thought in medical school
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(severity) of advanced POP and availability of surgical
treatment in the country.

Against Ethiopian national reproductive health strategy tar-
get of treating all (100%)womenwith Pelvic organ prolapse at
hospitals [29], less than half seek care, and 15.5% of them
visited non-conventional care (traditional medicine) for their
PFDs. Findings from Ethiopia and other developing countries
is in agreement with this finding. [8, 11, 26]. Physical discom-
fort associated with medical diagnosis and treatment, and per-
ceived ineffectiveness of modern medicine to cure PFDs were
cited as reasons for women to prefer traditional medicine than
modern medicine [26]. Their knowledge on the cause of PFDs
influences where to seek health care. Women who have asso-
ciated evil spirit and bad eye as cause of PFD believed that
their condition would not be treated by modern medicine [11,
12]. Moreover, women may seek care from traditional

medicine considering it as effective as modern medicine, or
their choice may related to cost of treatment as traditional
medicine are less expensive compared to modern medicine.
Women who seek care from unproven traditional medicine,
delay in obtaining scientific and advanced care from health
facilities [30]. Relying on traditional medicine may exacerbate
their condition and eventually lead to complications and mor-
tality. Working on awareness creation about pelvic floor dis-
order causes and its treatability at community level or health
facilities may minimize delay of care seeking and improve
care seeking from health facilities.

Among 479 women who did not seek health care in this
study, about half reported they perceived PFDs has no treat-
ment. A significant number of women also avoid seeking care
because of economic reasons. Privacy matters to disclose the
problem, and inaccessibility of health care services were also

Fig. 1 Source of health care and sequence of visit for pelvic floor disorder, Kersa district, 2016
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mentioned as reason not to seek care for PFDs. Women with
PFDs in this setting are challenged with social taboos, lack of
information about treatability of the symptoms, and their eco-
nomic burden. Similar to our findings, other studies from dif-
ferent countries identified lack of knowledge about option of
PFDs treatment, behaviors and sex of health care workers,
shyness and hesitation to disclose their condition,
unaffordability, and access to health facilities as a barrier to
care-seeking [4, 5, 26].

Women with gynecological problem in Ethiopia delayed
three years in average (ranges 1–10 year) without seeking
health care after recognizing their symptom and secretly hiding
their condition, even from their family members [25]. Delay in
seeking care and suffering in silence would worsen the problem
by deterring family support and medical care [11, 12]. These
deterrents of health care seeking need a context specific com-
munity intervention that will enhance health care seeking by
breaking taboos and improving knowledge about prevention
and treatment options for pelvic floor disorder. Strengthening
community and health service delivery linkage may help to
refer women with PFDs for medical care as early as the symp-
toms observed. Providing free service for gynecological mor-
bidity similar to that of maternal and child health care services
in Ethiopia, may encourage women to seek health care, which
they missed because of economic reasons [29].

Better economic status, and decision-making power of
women for their health are independently associated with
health care seeking for the PFDs. This study identified that
women who have little economic constraints tend to sought

health care. This finding is supported by other studies [5, 11].
In countries, where health care is widely unavailable women’s
economic condition affects their access to health care.
Women’s empowerment is likely to increase their ability to
seek and use health services for their problems. Women who
are involved in decision making about their health have had
better understanding of treatment and improvement in health
outcomes [31]. This study is consistent with other studies
concerning women who receive reproductive health services
in Ethiopia [23].

Severity of PFDs’ impact on quality of life, and longer
duration of the symptoms are strongly associated with
health care seeking behavior. Health care seeking for
PFDs was higher by 40% among women whose quality
of life is severely affected by PFD than those whose qual-
ity of life was affected mildly, and health care seeking
behavior was higher by 50% among women who had
pelvic floor disorder for more than five years compared
to those with less than one year. This study demonstrated
that women adapt themselves to pelvic floor disorders
without seeking health care until their quality of life is
severely impacted and the symptoms persist for a longer
duration without subsiding. Our finding is consistent with
other studies [4, 5, 27].

Limitation of the study

A limitation of this study is that a cross-sectional study design
may prove an association but not causality. The self-reported

Fig. 2 Reasons for not seeking
health care among study
participants with pelvic floor
disorder in Kersa district, 2016
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nature of the questionnaire meant that recall and reported bias
was inevitable. Moreover, the questionnaire was sensitive to
traditional women, under reporting is inevitable.

The main strength of this study is that the study was
conducted in an established Health and Demographic
Surveillance System location, which provided a robust
platform to randomly select participants. Furthermore, da-
ta collectors and supervisors were well trained and all
questionnaire items were clearly stated, and quality con-
trol of the interviews ensured the validity and complete-
ness of the results. Thus, it provides better picture of
health care seeking for PFDs than common study con-
ducted at facilities level among women attended health
care for various health problem rather than PFDs.

Conclusion

Tolerating and living with this problemmay affect the produc-
tivity of the women. Cultural taboos associated with reproduc-
tive health problem, lack of knowledge on PFDs treatment,
and economical constraints have played a great role in deter-
ring women with PFD from seeking health care. On the other
hand, women’s empowerment and better wealth status facili-
tate women to seek health care for their pelvic floor disorder.

This calls for urgent and tailored intervention to enhance
health care seeking behaviors of women with PFD: Providing
adequate education about cause and treatment PFD, locating
available service including conservative treatment, and pro-
viding proper incentives (free gynecological morbidity service

Table 2 Bivariate and
Multivariable Poisson regression
Factors associated with health
care seeking behavior among
women with pelvic floor disorder,
Kersa district, 2016

Variable Health care seeking CPR(CI) APR(CI)

Yes (%) No (%)

Age of respondents

15–24 years 16(22.5) 55(77.5) 1 1

25–34 year 69(34.7) 130 (65.3) 1.5(0.9, 2.4)* 1.3(0.8,2.1)

35–44 year 71(35.7) 128(64.3) 1.5(0.9, 2.5)* 1.3(0.8,2.1)

45–54 33(31.5) 72 (68.5) 1.3(0.8, 2.3)* 1.3(0.8,2.3)

55+ years 36(27.7) 94(72.3) 1.2(0.7, 2.0) 1.2(0.7,2.0)

Education

Has no formal education 195(32.7) 402 (67.3) 1

Has some education 30(28.0) 77(72.0) 0.8(0.6,1.1) NA*

Marital status

Currently married 184(33.2) 369(66.7) 1.2(0.9, 1.6)* 1.1(0.8,1.5)

Widowed/divorced 41(27.2) 110(72.8) 1 1

Wealth index

Poor 57(26.2) 161(73.8) 1 1

Middle 85(39.0) 133(61.0) 1.4(1.1,1.9)** 1.4(1.1,1.8)**

Better off 69(31.8) 148(68.2) 1.2(0.9,1.6)* 1.2(0.9,1.6)

Decide on their health

Making decision 60(43.2) 79 (56.8) 1.4(1.2,1.8)* 1.3(1.1,1.7)**

Not making decision 165(29.3) 399 (70.7) 1 1

Decide to visit family

Making decision 69(36.3) 121(63.7) 1.2(0.9,1.5)* 1.0(0.8,1.3)

Not making decision 156(30.4) 357(69.6) 1 1

Duration of PFD symptoms

< 1 year 53(19.7) 216(80.3) 1 1

1–5 year 88(40.9) 127(59.1) 2.0(1.5,2.8)** 1.7(1.2,2.3)**

> 5 year 84(38.2) 136(61.8) 1.9(1.4,2.6)** 1.5(1.1,2.2)**

PFD’s effect on QoL

Mild 106(25.4) 310(74.5) 1 1

Moderate 69(41.0) 99(59.0) 1.6(1.2,2.0)** 1.3(1.1,1.7)**

Severe 50(41.7) 70(58.3) 1.6(1.2,2.1)** 1.4(1.1,1.9)**

*p < 0.2, ** p < 0.05 *CPR= crude prevalence ratio, NA = not applicable
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as with other maternal health services) for the treatment of the
PFDs may help women to overcome obstacles that prevent
them from seeking health care.
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