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Abstract: Background: This observational study was aimed 
to determine the frequency of existence of sero-positivity for 

human immunodeficiency virus (HIV) infection among 

women of age between 25 to 75 years with invasive cervical 
carcinoma and to decide whether HIV testing should be 

included as part of the initial routine work-up of cervical 

cancer patients. Methods: Histologically proven 120 cases of 
invasive carcinoma cervix, who came for treatment between 

2009-2013, in the department of radiotherapy, after 

counselling gave consent were investigated for HIV by 
immunochromatography based rapid test. Results: Out of 

120 patients investigated, reports revealed that only two 

patients (1.67%) were HIV seropositive. Both of these 

patients were already HIV seropositive and on 

gynaecological screening were found to have malignancy of 

cervix. No patient of diagnosed carcinoma cervix was found 
seropositive for HIV. Most patients (106/120) were above 40 

years of age, from rural background (92/120) and housewives 

(80/120). Only 15% (18/120) were smokers. 95.8% 
(115/120) were of stage II and III. None presented with 

metastasis. Most common pathology was moderately 

differentiated carcinoma, in 76 patients (63.3%). 
Conclusion: Screening for HIV, as part of the initial work up 

for cervical cancer is not necessary in countries with limited 

resources and low HIV prevalence. 
Key Words: Carcinoma; Cervix; HIV; Coexistence; 
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Introduction: 
HIV infection is increasing worldwide at an alarming rate. 

Also, cervical malignancy ranks number one among 

malignancy in females in rural areas of India. The HIV 
prevalence among the High Risk Groups, i.e., Female Sex 

Workers, Injecting Drug Users, Men who have Sex with Men 

and Transgenders is about 20 times higher than the general 
population. Most infections occur through heterosexual 

transmission.1 

Though India is a country with low HIV prevalence, it has 
the third largest number of people living with HIV/AIDS. It 

is estimated that total number of people living with 

HIV/AIDS in India is 23.9 lakh (19.3-30.4 lakh) in 2009. Of 
all HIV infections, 39 percent (9.3 lakhs) are among women. 

Children under 15 years account for 3.5 percent of all 

infections, while 83 percent are the in age group 15-49 
years.1 

Analysis of epidemic projections revealed that the number of 

new annual HIV infections has declined by more than 50 

percent during the last decade. It is estimated that India had 

approximately 1.2 lakh new HIV infections in 2009, as 

against 2.7 lakh in 2000. The estimated adult HIV prevalence 
in India was 0.32 percent (0.26%-0.41%) in 2008 and 0.31 

percent (0.25%-0.39%) in 2009. This is one of the most 

important evidence on the impact of the various interventions 
under NACP and scaled-up prevention strategies.1 

People infected with HIV have a substantially higher risk of 

some types of cancer compared with uninfected people of the 
same age. Three of these cancers are known as acquired 

immunodeficiency syndrome AIDS-defining cancers or 

AIDS-defining malignancies: Kaposi sarcoma, non-Hodgkin 
lymphoma, and cervical cancer. A diagnosis of any one of 

these cancers marks the point at which HIV infection has 

progressed to AIDS. Women infected with HIV are, at least 5 
times more likely to be diagnosed with cervical cancer.2 

Multiple studies from across the globe3-5 as well as from 

India6 have clearly demonstrated that HIV-infected women 
are two to five times as likely as HIV-uninfected women to 
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manifest with cervical intraepithelial neoplasia and cervical 

cancer. 
This study, conducted at a tertiary health institute in India, 

intended to project coexistence of HIV infection and 

carcinoma cervix and found the same in 1.67% (2/120) 
patients. Although, the study is small, it may help in making 

recommendation regarding routine HIV screening in cervical 

cancer patients; especially in limited resources set ups. 

Material and Methods: 
Histologically proven 120 cases of invasive carcinoma 

cervix, which came for treatment in department of 
radiotherapy, who, after counselling gave consent were 

investigated for HIV by immunochromatography based 

Rapid test in Microbiology department of PGIMS, Rohtak 
(India). Characteristics of carcinoma cervix patients who 

were investigated for HIV by immunochromatography based 

rapid test are shown in Table 1. 

Table 1: Patient characteristics 

Characteristics Number % 

Age 

20-29 years 02 1.67 

30-39 years 12 10 

40-49 years 29 24.17 

50-59 years 34 28.33 

60 years & above 43 35.83 

Social background 

Rural 92 76.67 

Urban 28 23.33 

Smoking habit 

Non Smoker 102 85 

Smoker 18 15 

Occupation 

Housewife 80 66.67 

Laborer 34 28.33 

Service 06 5 

Treatment opted 

Radiotherapy 101 84.17 

Surgery 19 15.83 

FIGO stage 

Stage I 02 1.67 

Stage II 58 48.33 

Stage III 57 47.5 

Stage IV 03 2.5 

Histopathology 

Adenocarcinoma 02 1.67 

Squamous cell 

carcinoma 
118 98.33 

PDSCC 14 11.67 

MDSCC 76 63.33 

WDSCC 09 7.5 

SCC (NS) 19 15.83 

Results: 
Out of 120 patients investigated, reports revealed that only 

two patients (1.67%) were HIV seropositive. Both of these 

patients were already HIV seropositive and on 
gynaecological examination were found to have malignancy 

of cervix. No patient of diagnosed carcinoma of cervix was 

found seropositive for HIV. Most patients (106/120) were 
above 40 years of age, 76.6% were from rural background 

(92/120), and 76.67% were housewives (80/120). Only 15% 

(18/120) were smokers. Most, 95.8% (115/120) were of stage 
II and III. None presented with metastasis. Most common 

histopathology was moderately differentiated squamous cell 

carcinoma, in 76 patients (63.3%)(Table 1). 

Discussion: 
Invasive cervical cancer is an AIDS-defining condition, and 

because many women in developing countries present only in 
the late stages of the disease in absence of organized 

screening programs, it is often the very first sign of AIDS in 

these women. Thus, a potential role of offering HIV testing 
exists for selected high-risk groups of women presenting with 

cervical neoplastic conditions, although this approach has yet 

to be validated rigorously in other resource-limited settings 
with similar general population prevalence of HIV. However, 

with increasing population HIV prevalence in settings like 

India, this approach merits investigation.7 
Wabinga and colleagues in an analysis of population based 

data linked to the cancer registry in Uganda showed that HIV 

did not influence survival of patients with invasive cervical 

cancer.8 

A case-control study in the Ivory Coast found that cervix 

cancer was associated with HIV infection for women under 
the age of 40.9 

In Nairobi, Kenya, a case-control study indicated that cases 

of patients younger than 35 years with cervix cancer were 
more likely to be HIV positive than controls of similar age 

(odds ratio 2.6, p=0.043). HIV-positive women were more 

likely to have poorly differentiated tumors than HIV-negative 
women (odds ratio 3.1, p=0.038).10 However, the same group 

of researchers found that the two to three fold increase, in 
national prevalence of HIV in Kenya from 1989 to 1998 did 

not have a proportional effect on the incidence of cervix 

cancer.11 
In a study by Nel CPG et al, in 1475 treated patients, from 

1997 to 2000, HIV status was known for 1393 patients and 

13.1% were HIV positive. The patients were predominantly 

African (92.8%) in the age groups 40 to 69 years (74.7%) 

with stage 3 (53.6%) and stage 4 (21.2%) disease. For the age 

group 30 to 34 years, the prevalence is significantly higher in 
the cervix cancer patients than the antenatal patients, and 

close to significantly higher for the age group 34 to 39. They 

suggested that all women presenting with cervix cancer be 
tested to ascertain their HIV status, so that the therapy can be 

adjusted to improve their prognosis. HIV positive women 

should undergo regular screening for cervical carcinoma.12 
Another study by Kietpeerakool C was undertaken to 

evaluate the prevalence of human immunodeficiency virus 

(HIV) infection and the feasibility of routine HIV screening 
in women undergoing various treatment of cervical neoplasia 

at Chiang Mai University Hospital between October 2004 

and October 2006. Four hundred and ninety five (495) 
women were recruited for HIV screening. In this study, 

thirty-seven (7.47%) women had a previous diagnosis of HIV 

infection with a mean duration 4.16 years (range: 1-15 years). 
The remaining 458 women consented to have an HIV test. 

Six women (1.31%) were newly identified as HIV 

seropositive, giving an overall prevalence of 8.69%. In 
conclusion, the prevalence of HIV infection in this study was 

considerably high and routine HIV screening is feasible 

because of the high acceptance rate.13 
Kahesa C et al in their study found that HIV-1 prevalence 

was much higher among the cases (21.0%) than among the 

controls (11.6%). In logistic regression, HIV-1 was 
associated with cancer of the cervix (OR = 2.9, 95% CI = 

1.4-5.9). Among the cases the mean age was lower for HIV-1 

infected (44.3 years) than HIV-1 uninfected women (54 
years, p = 0.0001) and concluded that resource-constrained 

countries with a high burden of HIV-1 and cervical cancer 

should adopt a high-risk approach that targets HIV-1 positive 

women for screening of cervical cancer initially by utilizing 

HIV/AIDS resources.14 
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In a prospective case controlled study by Chan YM and Ng 

TY in 225 consecutive patients, with newly diagnosed 
cervical cancer and 223 age-matched women with benign 

gynecological condition, serum samples were tested for HIV 

I and HIV II antibodies at diagnosis and three months later. 
All the HIV tests were negative. The HIV prevalence rate 

was estimated to be 0.0-1.6% for both groups. The study 

concluded that HIV screening should not be a part of the 
initial work up for cervical cancer in a population with low 

background prevalence.15 

Conclusion: 
This study has looked into the prevalence of HIV in 

histopathologically confirmed cervical cancer patients in 

Haryana and the need of HIV screening in these patients. The 
results do not favour the association between prevalence of 

HIV infection in cervical cancer patients. 

Our study may have number of potential limitations that may 

have distorted our estimates. The cases were selected from 

the only government cancer treatment centre in Haryana. 

However, a very small proportion of all cases of cervical 
cancer are seen in hospitals. The cases seen are likely to be 

those who have access to health services (geographical, 

economic), women with advanced cancer. 
Our study has demonstrated that HIV-1 infection is not 

associated with invasive cancer of the cervix. Resource-

constrained countries with a high burden of HIV and cervical 
cancer should adopt a high-risk approach that targets HIV-1 

positive women for screening of cervical cancer initially by 
utilizing HIV/AIDS resources. But countries with less 

association of cervical cancer patients with HIV and limited 

resources may not require screening for HIV and should not 
be a part of the initial work up for cervical cancer in a 

population with low background prevalence. 
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