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Abstract

Background: Early cervical dysplasia screening can save women from death resulting from cervical cancer.

Objective: To evaluate and compare the diagnostic performance of the Papanicolaou (Pap) smear and visual inspection with acetic acid (VIA) against histopathology as the reference test.

Methods: We recruited 160 women aged 25–60 years who were undergoing early cervical screenings at the Meru teaching and referral hospital, from June to October 2024. The sensitivity, specificity, positive predictive value (PPV), and negative predictive value (NPV) were calculated by comparing VIA and Pap smear outcomes against histology (gold standard).

Results: Mean age of the study sample was 44.96 years (s.d. = 9.49). Eighteen (11%) had inflammation, 3 (1.9%) had squamous cell carcinoma against 11 (6.9%) detected by histology, and 14 (8.8%) had precancerous lesions. There was no statistical significance between age or number of pregnancies and histology-confirmed cervical lesions. Pap smear had a sensitivity of 100% (95% confidence interval [CI]: 86–100), specificity of 94% (95%CI: 89–97), PPV of 76% (95%CI: 58–89), and NPV of 100% (95%CI: 97–100). In comparison, VIA showed diagnostic performance with sensitivity of 72% (95%CI: 51–88), specificity of 81% (95%CI: 74–88), PPV of 42% (95%CI: 27–58), and NPV of 94% (95%CI: 88–98).

Conclusion: Pap smear showed higher overall diagnostic accuracy than VIA in diagnosing cervical lesions. While less specific, VIA showed a high NPV, suggesting its potential in ruling out disease in low-resource settings. Although age and pregnancy showed no statistical significance with cervical dysplasia, more studies including characteristics are required.

What this study adds: Results provide updated evidence on the relative diagnostic performance of VIA and Pap smear, to guide cervical cancer screening strategies in settings with limited resources.
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Introduction

Cervical cancer and cervical neoplasia are mostly caused by human papillomavirus (HPV) infections, especially those involving high-risk strains of the virus. Various studies have shown that a vast majority of cervical cancer cases worldwide are caused by HPV, a sexually transmitted virus.1,2 The danger is much higher for women who are living with HIV, whose risk of cervical cancer is six times greater.3 The majority of the 197 distinct subtypes of HPV do not cause any harm, but a tiny percentage do. Variegates 16 and 18 account for approximately 70% of cervical cancer cases.4 There are other types that present lower incidences. It usually takes around 10 years after infection with a high-risk oncogenic strain for invasive cervical cancer to occur.

Worldwide, an estimated 38.8% of women are carrying the cervical HPV virus.1Among female cancer patients, cervical cancer ranks fourth, and 3.3% of cancer deaths are attributable to it.5,6 The worst hit region is Eastern Africa. Here, mortality rate per year in 100 000 women is 34.5 while age-standardised incidence is 25.3. When it comes to cancers affecting women, it comes second worldwide and is still one of the top killers in underdeveloped countries.7 Kenya is a low- and middle-income nation, making cervical cancer a big health issue there. Globally, 10.32 million women aged 15 and above could be impacted by the disease. It is still a major risk to reproductive health, especially in areas where people do not have easy access to adequate screening methods.8

When it comes to female-specific diseases, cervical cancer ranks high among both the frequency and mortality rates worldwide. This malignancy is a big public health problem, especially in low- and middle-income countries, where it ranks fourth globally. Recent studies show that these resource-limited countries account for around 90% of the expected 342 000 cervical cancer-related fatalities in 2020; with above 604 000 additional cases anticipated.9 Furthermore, it ranks as the world’s second most frequent malignancy.2 With greater infection rates, developing countries bear a hefty share of the world’s 266 000 yearly victims.10As far as female cancers are concerned, sub-Saharan Africa predominates. The high HIV prevalence in the region greatly increases the risk of cervical cancer for women.11,12

Although it accounts for just 12% of all cancer occurrences, cervical cancer is the top killer in Kenya.9 Pre-cancers can fortunately be treated and screened effectively to prevent cervical cancer.13 Enhancing capacity, harmonising, and optimising cancer screening, diagnosis, detection, and treatment are imperative. Inadequacy of health literacy, poverty, problems with infrastructure, among many potential hurdles often hinder the perception of screening’s importance and challenging health objectives towards screening for cervical cancer.13,14 The only certain approach to manage and prevent cervical cancer is to detect and treat early. Meru Teaching and Referral Hospital (MeTRH), like many healthcare facilities in Kenya, operates in a resource-limited setting. Although Papanicolaou (Pap) smear and visual inspection with acetic acid (VIA) screening methods are available in this facility, there is limited comparative data on their effectiveness in detecting early cervical dysplasia in this population. The study aimed to address the following primary and secondary objectives.

Study objectives and hypotheses

Primary objective

To evaluate and compare the diagnostic performance of VIA and the Pap smear, using histopathology (haematoxylin and eosin staining) as the reference standard, for detecting cervical precancer and cancer among women aged 25–60 years in Meru County, Kenya.

Secondary objectives


	To estimate and compare the diagnostic accuracy measures (sensitivity, specificity, positive predictive value [PPV], negative predictive value [NPV], and overall accuracy) for VIA and Pap smear.

	To determine the level of agreement between each screening test and histopathology using Cohen’s kappa statistic.

	To assess the influence of demographic and reproductive factors (such as age, gravida, and parity) on histology-confirmed cervical lesions using logistic regression analysis.



Study hypothesis

We hypothesised that the Pap smear would demonstrate higher diagnostic accuracy than VIA in identifying histology-confirmed cervical precancer and cancer, and that older age and higher parity may be associated with increased likelihood of cervical lesions.

Methods

Ethical considerations

The study ethical approval was sought from the ethical review committee of Mount Kenya University (reference number MKU/ISERC/3548). The research permit was obtained from National Commission for Science, Technology, and Innovation under license number NACOSTI/P/24/34592. Permission to access clients for data collection was approved by the Meru Director of Medical Services. Prior to their participation, all subjects were explained the purpose of the study and were required to give a written consent. Participation in this study was completely voluntary. As a precaution, data privacy was maintained by using password-protected devices only accessible to the principal investigator.

Study area

The research study was done at MeTRH in Meru County from June to October 2024. This is a level 6 facility that also serves nearby counties including Isiolo, Laikipia, Marsabit, Tharaka Nithi, and Embu. Meru County is one of the 47 Counties in Kenya with a population of about 1.55 million, 777 975 of whom are female.15 Meru Town, where MeTRH is situated, lies on the north-eastern slopes of Mount Kenya, at 37.649803° east and 0.047035° north.

Study design and sampling method

The study used a cross-sectional design aimed at comparing data on cervical cancer screening methods. A consecutive sampling technique was employed to select 160 participants who met the selection criteria. All women who visited MeTRH for early cervical screening during the study period and met the inclusion criteria were invited to participate. Women were included consecutively as they presented until the required sample size was reached, ensuring that every eligible attendee had an equal opportunity to participate. The sample size was calculated using the formula for an infinite population.16

Sample size determination

In this study we were unsure of the number of women visiting MeTRH for early cervical screening; we assumed the population is infinite. Therefore, the sample size (n) was calculated using Cochran’s formula (see Equation 1) for an infinite population16:



[image: AJLM-15-3054-E1.jpg]

Where:


Z = Z-value (e.g., 1.96 for a 95% confidence level)

p = Estimated proportion of the population (0.5 is used for maximum variability)

e = Margin of error (e.g. 0.0775 for ± 7.75%)



We chose a margin of error of 7.75% (e = 0.0775) because of resource constraints in this study.17

Plugging these values into the formula in Equation 2:
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Recoding of test variables

To perform diagnostic accuracy analysis, the results from VIA, Pap smear, and histology were recorded into binary factor variables with positive and negative categories. Histology, the reference standard, was coded as positive for confirmed precancerous or cancerous lesions (squamous cell carcinoma, cervical intraepithelial neoplasia I–III, adenocarcinoma in situ), and those cases where no abnormal Pap smear results were obtained (No evidence of malignancy). Pap smear was coded negative for intraepithelial lesion or malignancy (NILM) and atypical squamous cell of undetermined significance, and positive for atypical squamous cells, cannot exclude high-grade intraepithelial lesions, low-grade squamous intraepithelial lesion, high-grade squamous intraepithelial lesion, and atypical glandular cells, not otherwise specified, allowing conservative classification in sensitivity analysis. Visual inspection with acetic acid was coded negative for ‘Negative’ findings and positive for all other outcomes, including ‘Suspicious’ and ‘Positive’, which is consistent with clinical practice. All recoded variables were converted to factors with levels 0 = negative and 1 = positive for computation of sensitivity, specificity, PPV, NPV, and Kappa against histology.

Inclusion and exclusion

This study sought to recruit women between 25–60 years old seeking cervical screening services at MeTRH. The investigator explained the qualities needed, procedures, including potential risks and benefits, and obtained informed consent from qualified participants. However, several factors determined who to exclude from the study. Some of these included women who were already diagnosed with cervical cancer, who had undergone total hysterectomy, those below 25 years or above 60 years of age, and those who had a cervical biopsy or cryotherapy or any other intrusive procedure done in the past 6 weeks.18,19 Similarly, those who, at the time of screening, were on menses or had vaginal bleeding were also excluded from the study.

Data and sample collection procedures

The participants were given instructions to follow before the day of sample collection. No special preparation was needed for a Pap test, but clients were advised to avoid such things as douching, applying tampons, jellies, moisturisers, or using spermicidal foams and vaginal medicines for 7 days or more, and sexual intercourse for 2 days before the test.20 Socio-demographic data such as parity, age, and screening pattern, were collected using a semi-structured questionnaire.

First, the participants were advised to empty their bladder before the procedure was done. Then one by one, they were requested to undress from the waist down, then lie in a lithotomy position on a prepared examination couch and place their feet in stirrups while spread. A disposable non-lubricated plastic speculum was gently inserted into the vagina to allow viewing of the cervix.21 An Ayer’s spatula was used to gently scrape cells from the ectocervix and endocervical canal.18,22 The obtained material was spread on a labelled glass slide and was immediately fixed in a coupling jar containing 95% absolute alcohol. The prepared fixed smears were sent to the pathology laboratory in MeTRH for staining using Pap stain and microscopic examination.23,24 The participants were advised to come back for the results after 2 weeks, at a specified date. Samples for histological examination were obtained through colposcopy from those found with abnormal results.

For colposcopy, the participants were directed to lie on an examination table and a Colposcope was used to provide illumination and magnification to allow targeted examination of the cervix and the vaginal walls. A solution of 3% acetic acid was applied over the cervix and visualised by naked eye after 1 min for patches of aceto-white, which indicated abnormal cells.21 Alternatively, Lugol’s solution (iodine) was used to further differentiate normal and abnormal cells whereby areas with normal cells stained brown, while abnormal areas appeared yellow. If positive and suspicious areas were identified, a small tissue sample (biopsy) was taken for processing and analysis in the histology department in MeTRH. Quality control was maintained throughout by running known positive and negative specimen samples together with the test samples.

The procedures were performed guided by the standard operating procedures, trained personnel, and the Bethesda system for reporting. Examinations and reporting were done by a cytotechnologist. A second cytotechnologist re-examined them blindly to maintain reliability. The results of the two were compared and those identified as abnormal were reassessed by a pathologist to validate the diagnosis. Depending on biopsy outcome, the participants were referred to a consultant in oncology department for counselling, follow-up, and targeted treatment options like loop electrosurgical excision procedure to ensure proper healing.

Data analysis

Study data were analysed using computer software R version 4.3. Qualitative data were presented as frequencies and percentages. Quantitative data were presented as mean and standard deviation. A 2 × 2 contingency table was used to calculate sensitivity, specificity, PPV, NPV and diagnostic accuracy of VIA and Pap smear in diagnosing cervical cancer, against histopathology as gold standard.25 Logistic regression analysis was performed to obtain the odds ratios, corresponding 95% confidence interval (CI), and p values.

Results

Demographic characteristics of the study population

The study included 160 participants, aged between 25–60 years. The largest proportion of these women were between the age of 35–44 years (n = 55, 34.4%) followed by those between 45–54 years (n = 49; 31%) and the least were those aged 60+ years (n = 13; 8%). This indicated that the sample represented women in their reproductive and perimenopausal years. The cohort was predominantly multi-gravid, with about 99.4% (n = 159) had experienced at least one pregnancy. Notably, over two-third of the participants (68%) reported more than two pregnancies, among which about 61% were living children, suggesting a population with high parity. However, approximately 24% (n = 39) of the participants experienced at least one pregnancy loss (Table 1).
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Diagnostic evaluation tests

A majority of participants were negative (NILM) with Pap smear, accounting for 68.1% (n = 109). Eighteen (11%) of the participants were diagnosed with inflammatory variations associated with atypical squamous cell of undetermined significance. Squamous cell carcinoma was identified in only 3 (1.9%) cases by Pap smear. Twenty-six precancerous lesions cases were detected: High-grade squamous intraepithelial lesion, 9 (5.6 %); high-grade intraepithelial lesions, 8 (5%); low-grade squamous intraepithelial lesion, 9 (5.6%). Four (2.5%) participants tested positive for atypical glandular cells, not otherwise specified. Histology results showed that 126 (78.8%) participants were NILM. Squamous cell carcinoma was detected in 11 (6.9%) cases by histology. Cervical intraepithelial neoplasia I, II, III and adenocarcinoma in situ were detected in 14 (8.8%) participants, as shown in Table 2.
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Participant flow and verification

All eligible participants were screened using VIA and Pap smear screening methods. Histology and biopsy were performed conditionally, where only those participants with abnormal Pap smear results were assessed, in accordance with standard clinical management pathways. Histology was not performed on participants with NILM or atypical squamous cell of undetermined significance results, but they were treated as negative for histology in the sensitivity analysis.

By using this kind of classification, VIA showed moderate sensitivity and specificity relative to the histology reference. It had a high NPV, suggesting good capability to rule out the disease. On the other hand, Pap smear demonstrated higher diagnostic performance and stronger agreement with histology.

Diagnostic evaluation

The diagnostic performance of VIA and Pap smear was evaluated against histology as the gold standard (Table 3 and Table 4).
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Overall, VIA demonstrated moderate diagnostic accuracy, with a sensitivity of 72% (95%CI: 51–88) and a specificity of 67% (95%CI: 30–93). The test yielded a relatively high PPV of 86% (95%CI: 64–97), but a low NPV of 46% (95%CI: 19–75). Agreement between VIA and histology was moderate, with a Cohen’s kappa of 0.34.

In comparison, the Pap smear showed a perfect sensitivity of 100% (95%CI: 86–100), indicating that it correctly identified all histology-positive cases in this sample. However, its specificity was low at 11% (95%CI: 0–48), suggesting a high number of false-positive results. The Pap smear had a PPV of 76% (95%CI: 58–89) and a perfect NPV of 100% (95%CI: 3–100), which was substantially higher than that observed for VIA. Despite its high sensitivity, agreement between Pap smear and histology was only slight, with a Cohen’s kappa of 0.16 (see Table 5).
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Impact of age and parity on cervical lesions

In the logistic regression analysis, neither age nor parity was significantly associated with histology-confirmed cervical lesions. Increasing age showed a small, non-significant increase in the odds of a positive histology result (β = 0.034; odds ratio = 1.04, 95%CI: 0.98–1.09; p = 0.208), indicating that each additional year of age was associated with approximately a 3% increase in odds, although this effect was not statistically significant. Similarly, parity was not a significant predictor (β = 0.154; odds ratio = 1.17, 95%CI: 0.84–1.61; p = 0.347), suggesting that a higher number of pregnancies was associated with slightly increased odds of disease, but with wide confidence intervals crossing 1. Overall, these findings indicate that age and gravida did not independently predict histological outcomes in this study population (see Table 6).
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Although age and parity were not statistically significant predictors in this analysis, further studies with larger sample sizes are recommended to better explore and clarify their potential association with histology-confirmed cervical lesions.

Discussion

The study also discovered a non-significant association between higher parity and an increased likelihood of cervical dysplasia. The likelihood of cervical dysplasia being positive increased for women who gave birth three times or more. Nevertheless, beyond seven childbirths, the distribution of abnormalities did not remarkably increase, indicating that factors beyond parity alone may contribute to cervical changes. Diagnostic evaluation revealed that Pap smear offered better sensitivity, specificity, PPV, and NPV, making it the most effective test for confirming cervical dysplasia and ruling out false negatives compared to VIA. However, in high-prevalence settings, Pap smear may still pose a risk of false negatives, demanding follow-up testing for patients with negative results to ensure accurate diagnosis. The research found that the frequency of cervical anomalies increased with age, particularly in the lower age group. This further demonstrates why age-specific programmes and early screening are so beneficial. Improved surveillance and early interventions for women 40 years and above are crucial to facilitating early diagnosis and treatment of cervical dysplasia before it progresses to cervical cancer. Notably, cervical dysplasia was also diagnosed across all age groups, emphasising the vital role of early continuous screening even in women of young age. Additionally, the confirmed squamous cell carcinoma cases support the necessity of early screening, diagnosis, and intervention among all women above 24 years of age.

Diagnostic performance of visual inspection with acetic acid and Papanicolaou smears

In comparison to VIA, Pap smears were more sensitive and specific, according to the results of this investigation, making it a more reliable early screening tool. These results differ from previous studies that discovered higher sensitivity for VIA but lower specificity.25,26,27 Pap smear, as shown by our findings, is an important tool for routinely screening cervical cancer. Additionally, when Pap smear and HPV tests are not an option, VIA should be considered as an additional, viable screening tool where resources are limited.28 However, a meta-analysis found that VIA sensitivity ranged between 65% and to 95%, while Pap smear sensitivity was found to be lower, ranging between 50% and to 75%.29 Nevertheless, in this study, Pap smear (93%) outperformed VIA (83%) in detecting cervical dysplasia, aligning with a previous study, and underscored the importance of cytotechnician proficiency in enhancing Pap smear accuracy.30

In this study, possible explanations for the superiority of Pap smear in both sensitivity and specificity could be due to the small sample size, low disease prevalence, or its higher accuracy in detecting high-grade malignancy. Several studies have argued that conducting Pap smear under optimal conditions can surpass VIA in cervical diagnostic performance.31 Moreover, researchers have shown that liquid-based cytology is more sensitive than the traditional Pap smear, which may be the reason for the observed differences.32 Conversely, VIA’s lower accuracy in this study could be ascribed to inter-observer variability, since interpretation of VIA test is individual and dependent on the medical professional’s training and expertise. A study on acetic acid application variability and differences in lesion identification clarify why VIA performed worse than in some previous studies performed in low-income settings.31

Age and cervical dysplasia

In this study, the findings revealed that the prevalence of cervical dysplasia was detected across all age groups. Some earlier studies demonstrate that the disease had a peak at 35–45 years.33 Older women are at higher risk because of persistent HPV infections, delayed screening, or a lack of follow-up care after they reach menopause. In a recent study, women below the age of 30 were found to have the highest prevalence of HPV infection, but persistent infection and progression to dysplasia were found to be more prevalent in middle-aged women.33 Nevertheless, our findings concur with a similar one which revealed that postmenopausal women still have a chance of developing high-grade lesions after 50 years,32 highlighting the need for ongoing monitoring. This shift in peak prevalence may be a result of cohort effects where aged women could not have taken part in early cervical cancer screening programmes as frequently as needed. In addition, latent high-risk HPV infections, although not evaluated in this study, might have been reactivated by immune responses, influencing late-onset cervical dysplasia.32,33,34 The findings emphasise the necessity for screening policies that do not prematurely exclude women going into their 50s. This is because the threat of cervical precancerous lesions is quite substantial for this age group.

Parity and cervical dysplasia

The current study revealed a non-significant association between parity and cervical dysplasia. This is in line with other findings that reported that hormonal changes, cervical trauma, and frequent, prolonged HPV exposure during childbirth may promote neoplastic transformation.35 Our findings also agree with those of other researchers who established in their study of sub-Saharan African women that five or more births had nearly double risk of cervical intraepithelial neoplasia-III compared to nulliparous women.36 However, this relationship was weaker in Western populations, perhaps because of differences in contraceptive use, HPV vaccination, and early screening programmes.37

Strength and limitations

A key limitation of this study is the potential for partial verification or work-up bias, which happens since histopathology was limited to participants with abnormal Pap smear findings. Participants with NILM or atypical squamous cell of undetermined significance recorded as negative for histology despite not undergoing biopsy for sensitivity analysis. This may have introduced mis-classification if underlying lesions were present but not verified. This may result in overestimation of diagnostic accuracy, and especially sensitivity and NPV, and requires cautious interpretation. Future studies should consider using universal histological verification or apply an alternative statistical method that can account for verification bias and improve the precision of diagnostic accuracy estimates. Because this was a cross-sectional study, it couldn’t track changes over time. There was potential inter-observer variability in VIA interpretation. The sample was obtained from a single clinical setting which limits its capability to be generalised to a bigger population. Awareness issues, as well as cultural barriers such as stigma and embarrassment surrounding gynaecological examination was also a limitation. The limited representation of younger women in the study may impact age-specific analyses and proposes the necessity for targeted recruitment strategies to achieve broader age diversity from adolescent girls to older women across different settings.

Conclusion

It is clear from this study’s results that engaging in early cervical screening, using a larger sample size, and maintaining diagnostic accuracy would work well in improving early detection, treatment, and overall cervical cancer prevention. The findings confirm that Pap smear is more sensitive and specific, while VIA has high sensitivity but is less specific. Further studies are needed to explore longitudinal follow-ups and molecular HPV testing to enhance screening accuracy. The findings suggest that a suspicious or positive VIA result should be confirmed using Pap smear or histology to lower the number of false positives. Nevertheless, training and standardisation of VIA procedures need enhancement to improve specificity. The implications of this study are to reinforce the need for policy-driven cervical cancer screening strategies that focus on middle-aged and older women at higher risk, while making sure early diagnosis efforts remain accessible for all age groups starting from adolescent girls.
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TABLE 3: Visual inspection vs histology for women at Meru teaching and referral
hospital from June to October 2024.

VIA result Histology negative (0) Histology positive (1) Total
VIA Negative (0) 110 (TN) 7 (FN) 117
VIA Positive (1) 25 (FP) 18 (TP) 43

Total 135 25 160

VIA, visual inspection with acetic acid; TN, true negative; FN, false negative; FP, false positive;
TP, true positive.
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TABLE 4: Pap smear vs histology for women at Meru teaching and referral
hospital from June to October 2024.

Pap smearresult Histology negative (0) Histology positive (1) Total

Pap negative (0) 127 (TN) 0(FN) 127
Pap positive (1) 8(FP) 25 (TP) 33
Total 135 25 160

Pap, Papanicolaou: TN, true negative; FN, false negative; FP, false positive; TP, true positive.
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TABLE 1: Demographic characteristics of the study population for women at
Meru teaching and referral hospital from June to October 2024.

Demographic characteristics n %
Age group (years)

25-34 24 150
35-44 55 34.4
45-54 49 306
55-59 19 119
60+ 13 81
Gravidity (number of pregnancies)

0 1 06
1-2 50 313
3+ 109 68.1
Number of living children

0 1 06
i5) 61 38.1
3+ 98 613
Number of pregnancy losses

0 756
1 206
2+ 3.8
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TABLE 2: Cases distribution based on Pap smear, visual inspection with acetic
acid and histopathological findings for women at Meru teaching and referral
hospital from June to October 2024.

Distribution of conditions n %
Pap (160)
Negative
NILM 109 68.1
ASC-US 18 113
Negative
HSIL 9 56
LSiL 9 56
ASCH 8 5.0
AGC-NOS 4 25
scc 3 19
VIA (160)
Positive 35 220
Negative 117 74.0
Suspicious 8 5.0
Histopathological examination
Normal 126 788
CINI 3 19
CIN Il 5 31
CIN 11l 4 25
Al 2 13
scC 11 6.9

Pap, Papanicolaou; VIA, Visual inspection with acetic acid; NILM, negative for intraepithelial
lesion or malignancy; ASC-US, atypical squamous cell of undetermined significance; HSIL,
high-grade squamous intraepithelial lesion; LSIL, low-grade squamous intraepithelial lesion;
ASC-H, atypical squamous cells, cannot exclude high-grade intraepithelial lesions; AGC-NOS,
atypical glandular cells, not otherwise specified; CIN, cervical intraepithelial neoplasia; AlS,
adenocarcinoma in situ; SCC, squamous cell carcinoma.
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TABLE 5: Visual inspection and Pap smear results for women at Meru teaching and referral hospital from June to October 2024.

Test Sensitivity 959Cl Specificity 95%Cl PPV 95%Cl NPV 959CI Cohen’s kappa
VIA 0.72 0.51-0.88 0.81 0.74-0.88 0.42 0.27-0.58 0.94 0.88-0.98 0.41
Pap smear 1.00 0.86-1.00 0.94 0.89-0.97 0.76 0.58-0.89 1.00 0.97-1.00 0.83

Cl, confidence interval; VIA, visual inspection with acetic acid; Pap, Papanicolaou; PPV, positive predictive value; NPV, negative predictive value.
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TABLE 6: Logistic regression analysis for women at Meru teaching and referral
hospital from June to October 2024.

Predictor Estimate (8)  OR 95%Cl lower  95%CI upper »
Intercept -3.804 0.022 0.0019 0.20 0.0012
Age 0.034 1.035 0.982 1.093 0.2084
Parity 0.154 1.166 0.841 1.606 0.3466

OR, odds ratio: Cl. confidence interval.





