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Abstract  
 

Background: Cervical carcinoma is a major cause of morbidity and mortality among women in developing countries, 

where screening facilities are often limited. This study aimed to evaluate the sociodemographic profile, reproductive 

characteristics, clinical features, risk factors, and histopathological patterns in VIA-positive women. Methods: This cross-

sectional study was conducted in the Department of Obstetrics and Gynaecology, Rajshahi Medical College Hospital, 

Rajshahi, Bangladesh, from July 2007 to December 2007. This study included 100 VIA positive women attending the OPD 

of Obstetrics and Gynaecology during the study period. Results: Most participants were aged 30–39 years (49%), resided 

in urban areas (64%), and were predominantly housewives (77%). Nearly half (48%) had parity between 3–4, and three-

fourths (75.3%) experienced their first delivery before 20 years. The mean age of menarche was 12–13 years. Excessive 

vaginal discharge (54%), dyspareunia (44%), and backache (30%) were the most frequent complaints, while 35% were 

asymptomatic. Major risk factors included early age at first coitus (78%), early childbirth (75.3%), and high parity (61%). 

Histopathological findings revealed normal results in 25% and inflammation in 23%, while 29% had CIN I, 12% CIN II, 

6% CIN III, and 5% invasive carcinoma. Overall, 52% had pre-invasive or invasive lesions. Conclusion: The findings 

highlight early sexual debut, early childbirth, and high parity as key risk factors for cervical pathology in VIA-positive 

women. Strengthening cervical cancer screening and awareness programs is essential for early detection and prevention. 
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INTRODUCTION 
Cervical cancer is a malignant tumor that 

develops in the cervix, the lowermost part of the uterus. 

When diagnosed in its early stages, it is a highly treatable 

condition [1]. However, it remains a significant global 

health challenge, with approximately 500,000 new cases 

and 250,000 deaths annually. The burden of this disease 

falls disproportionately on developing countries, where 

access to essential screening and treatment is often 

limited [2,3]. 

 

Globally, cervical cancer is the fourth most 

common cancer among women. In 2018 alone, an 

estimated 570,000 new cases were reported, accounting 

for 6.6% of all female cancers [4]. Tragically, about 90% 

of cervical cancer deaths occur in low- and middle-

income countries [5-7]. 

 

This cancer is characterized by the uncontrolled 

multiplication of cells at the squamocolumnar junction 

(SCJ) of the cervix [8]. The primary cause is a persistent 

infection with the human papillomavirus (HPV), which 

can lead to precancerous changes known as cervical 

intraepithelial neoplasia (CIN) and eventually to 

invasive cancer [9]. CIN is categorized into three stages 

(CIN I, II, and III) based on the extent of abnormal cell 

growth in the cervical epithelium [10]. The high-risk 

HPV types 16 and 18 are responsible for roughly 70% of 
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cervical cancer cases and about half of all CIN3 lesions 

[11]. These infections are typically detected in women 

aged 25–30, or about a decade after their first sexual 

intercourse [9]. 

 

While HPV infection is the main risk factor, 

numerous other elements contribute to the disease's 

development. These include sociodemographic and 

socioeconomic factors, sexual and reproductive health 

history, and other medical comorbidities, all of which 

play various roles in the progression from precancerous 

lesions to cancer [13-15]. 

 

In Bangladesh, cervical cancer is a leading 

cause of cancer-related death among women. The 

National Institute of Cancer Research & Hospital 

(NICRH) reported that it constituted 26% of all female 

cancers between 1976 and 1981. Despite its high 

incidence, cervical cancer is one of the most preventable 

and treatable forms of cancer, but only if it is detected 

early and managed effectively [10]. Early diagnosis and 

access to treatment are therefore critical for improving 

survival rates [16]. 

 

Among the strategies implemented worldwide 

to reduce the burden of cervical cancer, screening for 

precancerous lesions remains a cornerstone for early 

detection and prevention [17]. Common screening 

methods include the Papanicolaou (Pap) smear, HPV 

DNA testing, and visual inspection with acetic acid 

(VIA). Cytology-based screening is considered the 

standard; however, it requires specialized personnel and 

laboratory infrastructure, making it costly and difficult to 

implement in low- and middle-income countries [16,18]. 

In contrast, VIA offers a simple, cost-effective 

alternative suitable for resource-limited settings. This 

method involves applying 3–5% dilute acetic acid to the 

cervix and visually inspecting it under bright light after 

one minute. The appearance of well-defined acetowhite 

areas near the SCJ indicates a positive result [18,19]. 

Several cross-sectional studies in less-developed 

countries have demonstrated promising results for VIA, 

supporting its use as an effective alternative to 

conventional cytology [20–22]. Consequently, VIA is 

often preferred over HPV testing or Pap smears for 

cervical cancer screening in resource-constrained 

environments [17]. 

 

In the present study, we aimed to evaluate the 

sociodemographic profile, reproductive characteristics, 

clinical features, risk factors, and histopathological 

patterns among VIA-positive women. 

 

METHODOLOGY & MATERIALS 
This cross-sectional study was conducted in the 

Department of Obstetrics and Gynaecology, Rajshahi 

Medical College Hospital, Rajshahi, Bangladesh, from 

July 2007 to December 2007. In this study, we included 

100 VIA positive women attending the OPD of 

Obstetrics and Gynaecology during the study period.  

 

These were the following criteria for eligibility as 

study participants:  

Inclusion Criteria: 

• Women aged 18 years or above. 

• Married women with onset of sexual activity at 

a young age (< 20 years), even if below 30 years 

of age. 

• Women with suspected or known sexually 

transmitted infections (STIs). 

• Women presenting with clinical symptoms or 

signs suggestive of early cervical cancer. 

• Women with a clinically unhealthy-looking 

cervix on examination. 

 

Exclusion Criteria 

• Women with previously diagnosed or treated 

cervical carcinoma. 

• Pregnant women at the time of screening. 

• Patients with severe medical comorbidities 

making biopsy contraindicated. 

• Women unwilling to participate or who did not 

provide consent. 

 

Data Collection Procedure:  

Data were collected under the guidance and 

supervision of the research supervisor using a structured 

questionnaire that included both coding and non-coding 

items. Women attending the Gynecology Outpatient 

Department who met the inclusion criteria were referred 

to the VIA center. After obtaining informed consent and 

providing appropriate counseling, each patient was 

placed in the lithotomy position, and the cervix was 

exposed using a Cusco’s vaginal speculum. A 5% acetic 

acid solution was then applied to the cervix, and after one 

minute the cervix was carefully inspected for acetowhite 

changes around the squamocolumnar junction (SCJ). 

Women who tested VIA-positive were further evaluated 

through colposcopy, and colposcopically directed 

biopsies were obtained from suspicious lesions and sent 

for histopathological examination. Data collection 

focused on several key outcome variables, including age, 

sociodemographic characteristics, reproductive and 

gynecological history, clinical findings, identified risk 

factors, as well as VIA and colposcopic findings. 

 

Data Analysis:  

All data were recorded systematically in a pre-

formatted data collection form. Data were analyzed 

using descriptive statistics, and results were presented in 

frequency tables, percentages, and charts. Data analysis 

was performed by using SPSS 16 (Statistical Package for 

Social Sciences) for Windows version 10. This study was 

ethically approved by the Institutional Review 

Committee of Rajshahi Medical College Hospital.  
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RESULTS 
 

Table 1: Sociodemographic Profile of the Study Subjects (n=100) 

Characteristic Number Percentage 

Age Group (years)   

< 30 23 23.0% 

30-39 49 49.0% 

40-49 23 23.0% 

50-59 5 5.0% 

Residence   

Urban 64 64.0% 

Rural 36 36.0% 

Occupation   

Housewife 77 77.0% 

Employed 22 22.0% 

Student 1 1.0% 

Husband's Occupation   

Businessman 34 34.0% 

Farmer 27 27.0% 

Service (Govt./Private) 23 23.0% 

Others 16 16.0% 

Yearly Family Income (TK)   

< 30,000 27 27.0% 

30,000 - 49,999 33 33.0% 

> 60,000 40 40.0% 

 

Table 1 summarizes the socio-demographic 

characteristics of the study population. The majority of 

participants (49%) were between 30–39 years of age, 

while 23% were below 30 years and another 23% 

between 40–49 years. Most participants resided in urban 

areas (64%) and were predominantly housewives (77%). 

Regarding husbands’ occupations, 34% were 

businessmen, 27% farmers, and 23% engaged in service, 

with 16% belonging to other categories. In terms of 

yearly family income, 40% of families earned more than 

Tk. 60,000, 33% earned between Tk. 30,000–49,999, 

and 27% earned less than Tk. 30,000. 

 

Table 2: Obstetrical and Gynecological History (n=100) 

Characteristic Number Percentage 

Parity   

0 7 7.0% 

1-2 32 32.0% 

3-4 48 48.0% 

≥ 5 13 13.0% 

Age of Menarche (in years of age)    

12 44 44.0% 

13 46 46.0% 

14 10 10.0% 

Age at First Delivery (n=93)   

< 20 years 70 75.3% 

≥ 20 years 23 24.7% 

Contraceptive Use   

Hormonal 54 54.0% 

None 19 19.0% 

Barrier & Both 27 27.0% 

Menopausal Status   

Pre-menopausal 91 91.0% 

Post-menopausal 9 9.0% 

 

Table 2 presents the reproductive 

characteristics of the respondents. Nearly half of the 

participants (48%) had parity between 3–4. The mean 

age of menarche was commonly 12–13 years, with 44% 

experiencing menarche at 12 years and 46% at 13 years. 

Among those who had delivered (n=93), the majority 
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(75.3%) had their first delivery before 20 years of age, 

while 24.7% delivered at 20 years or above. Regarding 

contraceptive practices, 54% reported using hormonal 

methods, 27% used barrier or combined methods, 

whereas 19% reported no contraceptive use. Most 

participants (91%) were pre-menopausal, with only 9% 

being post-menopausal. 

 

 
Figure 1: Distribution of Study Participants by Presenting Complaints (n=100) 

 

This figure illustrates the presenting complaints 

of the study participants. The most frequently reported 

symptom was excessive vaginal discharge (54%), 

followed by dyspareunia (44%) and backache (30%). 

About 35% of participants were asymptomatic. Other 

complaints included dysuria (22%), post-coital bleeding 

(14%), abnormal inter-menstrual bleeding (12%), and 

lower abdominal pain (8%). 

 

Table 3: Prevalence of Risk Factors in Study Subjects (n=100) 

Risk Factor Number Percentage 

High Parity (≥3 children) 61 61.0% 

Early Age at First Coitus (≤17 years) 78 78.0% 

Early Age at First Delivery (<20 years) 70 75.3% 

History of Extramarital Exposure 17 17.0% 

Unsatisfactory Personal Hygiene 31 31.0% 

Family History of Cancer 9 9.0% 

History of STI 2 2.0% 

 

Table 3 shows that a majority of the women had 

early age at first coitus (78%) and early age at first 

delivery before 20 years of age (75.3%). High parity (≥3 

children) was reported in 61% of participants. Other risk 

factors included unsatisfactory personal hygiene in 31% 

and history of extramarital exposure in 17%. Family 

history of cancer (9%) and history of sexually 

transmitted infection (2%) were comparatively less 

common. 

 

Table 4: Final Histopathological Diagnosis (Colposcopically Directed Biopsy) 

Diagnosis Number Percentage 

Normal 25 25.0% 

Inflammation 23 23.0% 

Pre-invasive Disease (CIN) 
  

CIN I 29 29.0% 

CIN II 12 12.0% 

CIN III 6 6.0% 

Invasive Carcinoma 5 5.0% 

Total Pre-invasive & Invasive 52 52.0% 

 

Table 4 shows the histopathological diagnoses 

of the study participants. One-fourth (25%) had normal 

findings, while 23% showed inflammation. Among those 

with pre-invasive disease (CIN), 29% had CIN I, 12% 

had CIN II, and 6% had CIN III. Invasive carcinoma was 

identified in 5% of participants. Overall, the combined 

proportion of pre-invasive and invasive lesions was 52%, 

12.0%

35.0%

30.0%

44.0%

22.0%

54.0%

8.0%

14.0%

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0%

Abnormal Inter-menstrual Bleeding

Asymptomatic

Backache

Dyspareunia (Pain during intercourse)

Dysuria

Excessive Vaginal Discharge

Lower abdominal pain

Post Coital Bleeding



 

 

Fahmida Shireen et al; Sch Int J Obstet Gynec, Sep. 2025; 8(9): 291-297 

© 2025 | Published by Scholars Middle East Publishers, Dubai, United Arab Emirates                                                                                       295 

  
 

indicating that more than half of the study population had 

some form of cervical pathology. 

 

DISCUSSION 
In the present study, nearly half of the 

participants (49%) were aged 30–39 years, which is 

consistent with findings from Biswas et al., who reported 

that 41.1% of patients were between 31 and 40 years 

[10]. Similarly, another study documented a mean age of 

32.7 ± 9.0 years [23], while a comparable study found 

that 42% of patients were aged 35–45 years [24].  

 

With regard to socioeconomic status, 40% of 

families in the current study had an annual income above 

Tk. 60,000, 33% earned between Tk. 30,000–49,999, 

and 27% earned less than Tk. 30,000. In contrast, Biswas 

et al., observed that 51.6% of patients’ families reported 

a monthly income of Tk. 10,000–20,000 [10]. Other 

studies also highlighted the predominance of lower 

socioeconomic backgrounds, with 60% of participants 

belonging to the lower socioeconomic class [24] and 

75.56% categorized as low socioeconomic status [25], 

supporting the present findings.  

 

The most common presenting symptom in this 

study was excessive vaginal discharge (54%), followed 

by dyspareunia (44%) and backache (30%). Less 

frequent complaints included dysuria (22%), post-coital 

bleeding (14%), intermenstrual bleeding (12%), and 

lower abdominal pain (8%). Biswas et al., similarly 

reported intermenstrual bleeding in 40% of patients, 

post-coital bleeding in 27.4%, and watery discharge in 

31.6% [10]. Other studies have also identified vaginal 

discharge as the predominant complaint, with prevalence 

ranging from 76% to 84%, while abdominal pain was 

reported in up to 40% of cases [10,24].  

 

In terms of reproductive characteristics, almost 

half of the participants (48%) had a parity of 3–4, and 

32% had 1–2 children. Biswas et al., found a similar 

distribution, with 48.4% of women having para 2, and 

reported a mean parity of 2.52 ± 1.26, comparable to 

other studies that emphasized multiparity as a common 

feature [10,24]. Most participants (91%) were 

premenopausal, with only 9% postmenopausal. The 

average age of menarche was 12–13 years, and the 

majority (75.3%) experienced first delivery before 20 

years of age. Biswas et al., also reported that 55.8% of 

patients delivered before 18 years, with a mean age at 

first delivery of 17.87 ± 1.72 years [10]. 

 

Contraceptive use patterns showed that 54% of 

participants used hormonal methods, 27% used barrier or 

combined methods, and 19% reported no contraceptive 

use. Biswas et al., reported a similar distribution, with 

43.2% using oral contraceptive pills, 9.4% using 

condoms, 6.3% using injections, and 41.1% not using 

any contraception [10].  

 

The present study identified several key risk 

factors: early age at first coitus (78%), first delivery 

before 20 years (75.3%), high parity (≥3 children, 61%), 

unsatisfactory personal hygiene (31%), and history of 

extramarital exposure (17%). Family history of cancer 

(9%) and history of sexually transmitted infection (STI, 

2%) were less common. Tekalegn et al., reported parity, 

post-coital bleeding (PCB), smoking, STI, and multiple 

sexual partners as significant determinants of VIA 

positivity [26]. In our study, 2% of women had an STI 

history, consistent with Tekalegn et al.’s finding that 

women with prior STI had twice the odds of VIA 

positivity [26]. This is supported by several studies from 

Ethiopia and elsewhere [27-30], reflecting the strong 

association between STI, HPV infection, and cervical 

cancer risk [26]. 

 

High parity also emerged as an important 

determinant in this study. Women with three or more 

children had higher VIA positivity, a finding supported 

by Tekalegn et al., who reported that women with parity 

≥4 had twice the risk compared to those with fewer 

children [26]. Similar associations have been reported in 

Debremarkos and Jimma (Ethiopia) [31,32], in a review 

by Castellsague et al., [33], and in a cohort study by 

Jensen et al., [34]. However, studies from Israel and 

Rwanda reported high parity as protective (AOR=0.39 

and 0.42, respectively) [35,36], suggesting possible 

regional or population-based differences. 

 

PCB was also strongly associated with VIA 

positivity in this study, with affected women having 

three times higher odds, consistent with Tekalegn et al., 

and with findings from Israel, where PCB was identified 

as a significant risk factor for cervical dysplasia 

(AOR=1.82) [35]. In addition, another study showed that 

longer sexual exposure and younger age at first 

intercourse were significantly associated with 

preinvasive and invasive cervical lesions [37].   

 

Limitations of the study 

This study was a single-center study. We took a 

small sample size due to the short study period, which 

may limit the generalizability of the findings to the wider 

population. Being a cross-sectional study, it was not 

possible to establish causal relationships between risk 

factors and cervical pathology. Additionally, as only 

VIA-positive women were included, the prevalence of 

risk factors and pathology in the general population 

could not be assessed. 

 

CONCLUSION AND RECOMMENDATIONS 
The study highlights that VIA-positive women 

commonly present with multiple risk factors for cervical 

carcinoma, including early age at sexual debut, early 

childbirth, and high parity. Excessive vaginal discharge 

and dyspareunia were the most frequent clinical 

complaints, although a significant proportion of women 

remained asymptomatic. Histopathological evaluation 

revealed that more than half of the participants had pre-
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invasive or invasive lesions, underscoring the 

importance of early detection. These findings emphasize 

the need to strengthen cervical cancer screening 

programs, improve awareness regarding risk factors, and 

promote preventive strategies to reduce the burden of 

cervical carcinoma in Bangladesh. 

 

Further study with a prospective and 

longitudinal study design, including a larger sample size, 

needs to be done to validate the findings of this study. 

 

Funding: No funding sources. 

 

Conflict of interest: None declared. 

 

Ethical approval: This study was ethically approved.  

 

REFERENCES 
1. Kaushik M, Joshi RC, Kushwah AS, Gupta MK, 

Banerjee M, Burget R, et al. Cytokine gene variants 

and sociodemographic characteristics as predictors 

of cervical cancer: A machine learning approach. 

Comput Biol Med. 2021 Jul 1;134:104559. 

2. Kushwah AS, Gupta MK, Singh R, Banerjee M. 

Cytokine gene variants and treatment outcome of 

cisplatin-based concomitant chemoradiotherapy in 

cervical cancer. Br J Biomed Sci. 2020 Apr 

2;77(2):81-6. 

3. Gupta MK, Singh R, Banerjee M. Cytokine gene 

polymorphisms and their association with cervical 

cancer: A North Indian study. Egypt J Med Hum 

Genet. 2016 May 6;17(2):155-63. 

4. World Health Organization. Fact sheet on cervical 

cancer [Internet]. 2018 [cited 2025 Sep 11]. 

Available from: 

https://www.who.int/cancer/prevention/diagnosis-

screening/cervical-cancer/en 

5. Chumworathayi B, Blumenthal PD, Limpaphayom 

KK, Kamsa-ard S, Wongsena M, Supaatakorn P. 

Effect of single-visit VIA and cryotherapy cervical 

cancer prevention program in Roi Et, Thailand: a 

preliminary report. J Obstet Gynaecol Res. 

2010;36(1):79–85. 

6. Horo A, Jaquet A, Ekouevi DK, Toure B, Coffie PA, 

Effi B, et al., Cervical cancer screening by visual 

inspection in Côte d’ivoire, operational and clinical 

aspects according to HIV status. BMC Public 

Health. 2012;12(1):237. 

7. Nwankwo KC, Aniebue UU, Aguwa EN, Anarado 

AN, Agunwah E. Knowledge attitudes and practices 

of cervical cancer screening among urban and rural 

Nigerian women: a call for education and mass 

screening. Eur J Cancer Care (Engl). 

2011;20(3):362–7. 

8. Ahrq Q. Screening for cervical cancer: a systematic 

evidence review for the U. S. Preventive services 

task force, vol. 86; 2007. 

9. Crosbie EJ, Einstein MH, Franceschi S, Kitchener 

HC. Human papillomavirus and cervical cancer. 

Lancet. 2013;382(9895):889–99. 

10. Biswas M, Akter S, Begum B, Khatun S. Socio-

Demographic Characteristics among VIA Positive 

Cervical Cancer Cases. The Planet. 2022;6(02):192-

9. 

11. Smith JS, Lindsay L, Hoots B, Keys J, Franceschi S, 

Winer R, et al., Human papillomavirus type 

distribution in invasive cervical cancer and high-

grade cervical lesions: a meta-analysis update. Int J 

Cancer. 2007;632(7435):621–32. 

12. Teixeira MF, Sabidó M, Leturiondo AL, Ferreira 

TA, de Oliveira CMB, Torres KL, et al., High-risk 

human papillomavirus prevalence and genotype 

distribution among women infected with HIV in 

Manaus, Amazonas. Virol J. 2018;15:36. 

13. Thulaseedharan JV, Malila N, Hakama M, Esmy 

PO, Cheriyan M, Swaminathan R, et al., 

Sociodemographic and reproductive risk factors for 

cervical cancer – a large prospective cohort study 

from rural India. Asian Pac J Cancer Prev. 

2012;13(6):2991–5. 

14. Teame H, Addissie A, Ayele W, Gebresilassie S, 

Girma S, Gebrehiwot Y, et al., Factors associated 

with cervical precancerous lesions among women 

screened for cervical cancer in Addis Ababa, 

Ethiopia: a case control study. PLoS One. 

2018;13(1):e0191506. 

15. Sharma P, Pattanshetty SM. A study on risk factors 

of cervical cancer among patients attending a 

tertiary care hospital: a case-control study. Clin 

Epidemiol Global Health. 2018;6:83–7. 

16. World Health Organization. Fact sheet on cervical 

cancer [Internet]. 2013 [cited 2025 Sep 5]. Available 

from: 

http://www.who.int/cancer/prevention/diagnosis-

screening/cervical-cancer/en/ 

17. Tesfaye B, Tilahun T, Dechasa Heyi W, Oljira R. 

Associated factors of positive visual inspection of 

cervix with acetic acid test among women screened 

for cervical cancer at public health facilities in 

Woliso town, Southwest Shoa, Ethiopia: a case–

control study. SAGE Open Med. 2022 

Jul;10:20503121221108227. 

18. Denny L, Quinn M, Sankaranarayanan R. Chapter 

8: screening for cervical cancer in developing 

countries. Vaccine. 2006;24 Suppl 3:S3/71-7. 

19. World Health Organization. WHO Guidelines for 

Screening and Treatment of Precancerous Lesions 

for Cervical Cancer Prevention: Supplemental 

Material: GRADE Evidence-To-Recommendation 

Tables and Evidence Profiles for Each 

Recommendation; 2013. 

20. Sankaranarayanan R, Gaffikin L, Jacob M, Sellors 

J, Robles S. A critical assessment of screening 

methods for cervical neoplasia. Int J Gynecol 

Obstet. 2005;89 Suppl 2:S2. 

21. Sankaranarayanan R, Wesley R, Thara S, Dhakad N, 

Chandralekha B, Sebastian P, et al. Test 

characteristics of visual inspection with 4% acetic 

acid (VIA) and Lugol's iodine (VILI) in cervical 



 

 

Fahmida Shireen et al; Sch Int J Obstet Gynec, Sep. 2025; 8(9): 291-297 

© 2025 | Published by Scholars Middle East Publishers, Dubai, United Arab Emirates                                                                                       297 

  
 

cancer screening in Kerala, India. Int J Cancer. 2003 

Sep 1;106(3):404-8. 

22. Belinson JL, Pretorius RG, Zhang WH, Wu LY, 

Qiao YL, Elson P. Cervical cancer screening by 

simple visual inspection after acetic acid. Obstet 

Gynecol. 2001 Sep;98(3):441-4. 

23. Petousis S, Christidis P, Margioula-Siarkou C, 

Sparangis N, Athanasiadis A, Kalogiannidis I. 

Discrepancy between colposcopy, punch biopsy and 

final histology of cone specimen: a prospective 

study. Archives of gynecology and obstetrics. 2018 

May;297(5):1271-5. 

24. Arora RS, Patel SM, Poddar P. A study of cytology 

and colposcopy in VIA (visual inspection of cervix 

with 5% acetic acid) positive women. Int J Reprod 

Contracept Obstet Gynecol. 2018 Feb 1;7(2):571. 

25. Atla BL, Uma P, Shamili M, Kumar SS. Cytological 

patterns of cervical pap smears with 

histopathological correlation. Int J Res Med Sci. 

2015 Aug;3(8):1911-6. 

26. Tekalegn Y, Aman R, Woldeyohannes D, 

Sahiledengle B, Degno S. Determinants of VIA 

positivity among women screened for cervical 

precancerous lesion in public hospitals of Oromia 

Region, Ethiopia: unmatched case-control study. 

International Journal of Women's Health. 2020 Jul 

30:587-96. 

27. Kassa RT. Risk factors associated with 

precancerous cervical lesion among women 

screened at Marie Stops Ethiopia, Adama town, 

Ethiopia 2017: a case control study. BMC Res 

Notes. 2018;11 (1):145. doi:10.1186/s13104-018-

3244-6  

28. 29. Hailemariam T, Yohannes B, Aschenaki H, et 

al., Prevalence of cervical cancer and associated risk 

factors among women attending cervical cancer 

screening and diagnosis center at Yirgalem General 

Hospital, Southern Ethiopia. J Cancer SciTher. 

2017;9:730–735.  

29. Gedefaw A, Astatkie A, Tessema GA, Atashili J. 

The prevalence of precancerous cervical cancer 

lesion among HIV-infected women in Southern 

Ethiopia: a cross-sectional study. PLoS One. 

2013;8(12): e84519.  

30. Izudi J, Adrawa N, Amongin D. Precancerous cervix 

in human immunodeficiency virus infected women 

thirty years old and above in Northern Uganda. 

Hindawi Publishing Corporation. J Oncol. 2016;7.  

31. Getinet M, Gelaw B, Sisay A, Mahmoud EA, Assefa 

A. Prevalence and predictors of Pap smear cervical 

epithelial cell abnormality among HIV-positive and 

negative women attending gynecological 

examination in cervical cancer screening center at 

Debre Markos referral hospital, East Gojjam, 

Northwest Ethiopia. BMC Clin Pathol. 

2015;15(1):16. 

32. Bezabih M, Tessema F, Sengi H, Deribew A. Risk 

factors associated with invasive cervical carcinoma 

among women attending Jimma University 

specialized hospital, Southwest Ethiopia: a case 

control study. Ethiop J Health Sci. 2015;25:345–

352.  

33.  Castellsague X, Munoz N. Chapter 3: cofactors in 

human papillomavirus carcinogenesis--role of 

parity, oral contraceptives, and tobacco smoking. J 

Natl Cancer Inst Monogr. 2003;2003(31):20–28.  

34. Jensen KE, Schmiedel S, Norrild B, et al., Parity as 

a cofactor for high-grade cervical disease among 

women with persistent human papillomavirus 

infection: a 13-year follow-up. Br J Cancer. 

2013;108(1):234–239.  

35. Cohen O, Schejter E, Agizim R, et al., Postcoital 

bleeding is a predictor for cervical dysplasia. PLoS 

One. 2019;14(5):e0217396.  

36. Makuza JD, Nsanzimana S, Muhimpundu MA, Pace 

LE, Ntaganira J, Riedel DJ. Prevalence and risk 

factors for cervical cancer and pre-cancerous lesions 

in Rwanda. Pan Afr Med J. 2015;22(1).  

37. Khatri S. Histopathological and colposcopic 

correlation for cervical lesions at tertiary care centre 

in central part of India. Int J Sci Res (IJSR). 2017 

Sep;6(9):1143-7. 

 


