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Abstract
Purpose: To determine the rates of HIV testing and infection
among patients with cancer at initiation of systemic cancer therapy.

Methods: We conducted a retrospective cohort study of adults
with cancer who registered at a comprehensive cancer center
from January 2004 through April 2011 and received systemic
cancer therapy. We determined rates of HIV-1/2 and/or Western
blot testing and HIV positivity at initiation of systemic cancer
therapy. Multivariable logistic regression was used to determine
predictors of HIV testing.

Results: Of 18,874 patients with cancer who received sys-
temic cancer therapy during the study period, 3,514 (18.6%)
were tested for HIV at initiation of cancer therapy. The prevalence
of positive HIV test results was 1.2% (41 of 3,514), and the

prevalence of newly diagnosed HIV was 0.3% (12 of 3,514). The
HIV testing rate was lower in black than in white patients (13.7%
v 19.2%), but the prevalence of positive test results was higher in
black patients (4.5%) than in any other racial/ethnic group.
Among patients with AIDS-defining cancers (eg, non-Hodgkin
lymphoma and cervical cancer), predictors of HIV testing were
history of non-Hodgkin lymphoma, younger age, and registration
after 2006. Among patients with non–AIDS-defining cancers,
predictors of HIV testing were younger age, registration after
2006, male sex, history of illicit drug use or sexually transmitted
disease, having a hematologic malignancy, and black race.

Conclusion: The prevalence of HIV infection among patients
with cancer was 1.2%, higher than the 0.1% prevalence thresh-
old above which national guidelines recommend routine opt-out
testing; however, the overall HIV testing rate was low.

Introduction
In the United States, more than 1.2 million individuals are infected
with HIV, of whom approximately 16% are unaware of their in-
fection status.1 Thus, the Centers for Disease Control and Preven-
tion (CDC) and the US Preventive Services Task Force
(USPSTF)2,3 recommend routine opt-out HIV testing in areas
where the prevalence of HIV infection exceeds 0.1% and for per-
sons age 13 to 65 years to expeditiously identify and treat persons
with HIV, reduce transmission to uninfected persons, and reduce
the risk of AIDS-related events, such as development of AIDS-
defining cancers. According to these recommendations, HIV test-
ing should be performed as part of routine medical care unless the
patient declines. Of note, to increase the efficiency of HIV testing,
the CDC advises that separate written informed consent and pre-
test HIV prevention counseling should not be required before HIV
testing.2 Despite these recommendations, relatively few institu-
tions have successfully implemented routine HIV testing, in many
cases because of system- and physician-related barriers.2,4,5

Because of immune deficiency, patients with HIV infection
have a high risk of developing not only cancers considered to be
AIDS defining (eg, non-Hodgkin lymphoma [NHL], cervical can-
cer, and Kaposi sarcoma) but also non–AIDS-defining cancers (eg,
Hodgkin lymphoma and anal, liver, lung, and oropharyngeal can-
cers).4 HIV-infected patients with non–AIDS-defining cancers
have been reported to have overall worse cancer outcomes than
HIV-uninfected patients with the same cancers; however, some

studies have reported substantial improvement in outcomes in
HIV-infected patients in the current era of highly active antiretro-
viral therapy (HAART).4 Systemic cancer therapy may cause pro-
longed immunosuppression in patients with HIV,6,7 and the
concomitant administration of cancer therapy and antiretroviral
therapy can cause serious drug interactions through cytochrome
P450 3A4 and other inducers and inhibitors central to chemother-
apy metabolism.8 Thus, at the initiation of cancer therapy, testing
patients with cancer for HIV infection could facilitate selection of
appropriate cancer and antiretroviral therapies, which could im-
prove patients’ clinical outcomes.9

Rates of HIV testing have been reported to be low among
cancer survivors (41%)10 and in studies with small cohorts of
patients with AIDS-defining cancers (11% to 60%).11,12 How-
ever, little is known about rates of HIV testing and infection
among patients with cancer before initiation of systemic cancer
therapy. In this study, we aimed to determine the rates of HIV
testing and positivity at the initiation of systemic cancer therapy
among patients with AIDS-defining and non–AIDS-defining
cancers at a large US comprehensive cancer center.

Methods

Data Sources
For this retrospective cohort study, we searched institutional
tumor registry and informatics databases to identify adults with
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all cancer types who registered at The University of Texas MD
Anderson Cancer Center (Houston, TX) from January 1, 2004,
through April 30, 2011. We identified patients who received
systemic cancer therapy, defined as cytotoxic chemotherapy and
other therapies administered through intravenous or other non-
oral routes, in outpatient treatment centers. We excluded oral
chemotherapy because we could not validate medication dis-
pensing dates. We excluded patients in clinical trials because
some clinical trials excluded patients with HIV and because
HIV testing in a clinical trial might have been dictated by the
clinical trial and not reflective of the investigators’ decisions.
There was no official policy recommending prechemotherapy
HIV testing for all patients at MD Anderson during the study
period. This study was approved by the institutional review
board of MD Anderson Cancer Center, which waived the re-
quirement for informed consent.

Through institutional clinical databases, we determined pa-
tients’ demographic information, cancer types, cancer chemo-
therapy drugs and dates administered, and information about
whether HIV testing was performed. Through institutional ad-
ministrative databases, we determined whether patients had se-
lected risk factors for HIV infection, such as history of a sexually
transmitted disease or history of illicit drug use, by Interna-
tional Classification of Diseases (ninth revision; ICD-9) codes
for these conditions recorded before the second cancer therapy
administration date.

We determined the test dates and results for HIV testing,
defined as ordering of an HIV-1/2 antibody test by enzyme-
linked immunosorbent assay and/or confirmatory Western blot
testing after registration at MD Anderson. We defined the pe-
riod of initiation of cancer therapy as the period from 2 months
before the first systemic cancer therapy administration until
receipt of the second systemic cancer therapy administration.
Positive results on HIV-1/2 antibody tests and associated West-
ern blot tests defined HIV infection. Until recently, at MD
Anderson, Western blot confirmatory testing was not reflex-
ively performed among patients with positive HIV-1/2 test re-
sults; instead, confirmatory testing had to be ordered separately
by the treating medical provider. Thus, not all study patients
who had a positive HIV-1/2 test result had subsequent confir-
matory testing. If only one test (HIV-1/2 or Western blot) was
performed, the result of that test was used to determine the
patient’s HIV test status. Patients with a positive HIV-1/2 test
result but a negative Western blot test result were considered to
be without HIV infection. After we identified patients with
positive HIV test results through database review, we reviewed
the medical records of those patients to determine whether they
were known to be infected with HIV before they underwent
HIV testing at the initiation of cancer therapy.

Statistical Analyses
Primary outcomes were prevalence of HIV testing and preva-
lence of positive HIV test results. We used Fisher’s exact, �2,
and t tests to compare characteristics between patients who were
tested and patients who were not tested for HIV and between
tested patients who were HIV positive and tested patients who

were HIV negative. A multivariable logistic regression model
using Firth’s penalized maximum likelihood estimation was
used to determine predictors of HIV testing. Potential predic-
tors included age, sex, race/ethnicity, history of sexually trans-
mitted disease, history of illicit drug use, and cancer type. Year
of registration at MD Anderson was used to examine potential
changes in HIV testing rates after publication of the 2006 CDC
HIV screening recommendations.2 Modeling was performed
separately for patients with AIDS-defining and patients with
non–AIDS-defining cancers. For statistical analysis, we used
SAS software (version 9.3; SAS Institute, Cary, NC).

Results
A total of 18,874 patients with cancer received systemic cancer
therapy during the study period and met study criteria. Of
these, 3,514 (18.6%) were tested for HIV at the initiation of
systemic cancer therapy. Patient characteristics are summarized
in Table 1. The median age was 56 years. The rate of HIV
testing among patients younger than 65 years was 19.5%, and
the rate of HIV testing in this age group ranged from 16.4% in
the subset of patients age 56 to 65 years to 48.4% in the subset
of patients age 18 to 25 years. A total of 3,479 patients had
HIV-1/2 testing but no Western blot confirmatory testing, 31
patients had HIV-1/2 testing and Western blot confirmatory
testing, and four patients did not have HIV-1/2 testing but did
have Western blot testing.

As expected, the odds of HIV testing were significantly
higher among patients with a history of a sexually transmitted
disease (37.7% v 18.5%) or a history of illicit drug use (46.2%
v 18.6%) than among patients without these characteristics
(P � .001 for each), although the majority of patients with
either of these characteristics were not tested. HIV testing rates
were lowest among black (13.7%) and Asian patients (11.4%).
Among patients with AIDS-defining cancers, HIV testing rates
were relatively high for patients with NHL (88.4%) but low for
patients with cervical cancer (9.4%). None of the study patients
had Kaposi sarcoma. Only 12.1% of patients with non–AIDS-
defining cancers had HIV testing, although rates were higher
among patients with Hodgkin lymphoma and other hemato-
logic malignancies. The overall HIV testing rate increased only
incrementally after publication of the CDC recommendations,
from 17.5% in the period of 2004 to 2006 to 19.3% in the
period of 2007 to 2009.

The prevalence of positive HIV test results among tested
patients was 1.2% (41 of 3,514). Characteristics of tested pa-
tients by HIV status are summarized in Table 2. Rates of HIV
positivity were highest among patients age 26 to 55 years, male
patients, and black patients. Among the 41 HIV-positive pa-
tients, 23 had NHL, and 18 had a non–AIDS-defining cancer.
A review of medical records for the 41 patients with positive
HIV test results showed that 29 patients were known to have
HIV infection before HIV testing at the initiation of cancer
therapy, whereas 12 patients, or 0.3% of all patients tested for
HIV, were newly diagnosed with HIV.

Among the 1,873 patients with AIDS-defining cancers,
1,462 (78.1%) were tested for HIV infection at the initiation of
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systemic cancer therapy. A multivariable logistic regression
analysis (Table 3) showed that younger age, history of NHL,
and registration after publication of the 2006 CDC recommen-
dations were significant predictors of HIV testing at the initia-

tion of cancer therapy. Conversely, predictors of not having
HIV testing were older age, history of cervical cancer, and reg-
istration in the period of 2004 to 2006. Women with NHL had
higher odds of being screened than women with cervical cancer.

Table 1. Characteristics of Patients by HIV Testing Status

Characteristic Total (N � 18,874), No. (%)

HIV Testing*

OR (95% CI)Yes (n � 3,514), No. (%) No (n � 15,360), No. (%) P†

Age, years � .001

Mean 55 52 56

SD 13.5 15.5 12.9

18-25 548 (2.9) 265 (48.4) 283 (51.6) 5.0 (4.2 to 6.0)

26-35 1,156 (6.1) 358 (31.0) 798 (69.0) 2.4 (2.1 to 2.8)

36-45 2,534 (13.4) 480 (18.9) 2,054 (81.1) 1.2 (1.1 to 1.4)

46-55 4,902 (26.0) 840 (17.1) 4,062 (82.9) 1.1 (1.0 to 1.2)

56-65 5,470 (29.0) 899 (16.4) 4,571 (83.6) 1.1 (0.9 to 1.2)

� 65 4,264 (22.6) 672 (15.8) 3,592 (84.2) Referent

Sex � .001

Male 8,196 (43.4) 2,011 (24.5) 6,185 (75.5) 2.0 (1.8 to 2.1)

Female 10,678 (56.6) 1,503 (14.1) 9,175 (85.9) Referent

Race/ethnicity � .001

White 13,225 (70.1) 2,534 (19.2) 10,691 (80.8) Referent

Hispanic 2,334 (12.4) 477 (20.4) 1,857 (79.6) 1.1 (1.0 to 1.2)

Black 2,108 (11.2) 289 (13.7) 1,819 (86.3) 0.7 (0.6 to 0.8)

Asian 572 (3.0) 65 (11.4) 507 (88.6) 0.5 (0.4 to 0.7)

Other 635 (3.4) 149 (23.5) 486 (76.5) 1.3 (1.1 to 1.6)

Sexually transmitted disease‡ � .001

Yes 106 (0.6) 40 (37.7) 66 (62.3) 2.7 (1.8 to 4.0)

No 18,768 (99.4) 3,474 (18.5) 15,294 (81.5) Referent

Illicit drug use‡ � .001

Yes 39 (0.2) 18 (46.2) 21 (53.8) 3.8 (2.0 to 7.1)

No 18,835 (99.8) 3,496 (18.6) 15,339 (81.4) Referent

Cancer type � .001

AIDS defining§ 25.9 (23.0 to 29.2)

Non-Hodgkin lymphoma 1,628 (8.6) 1,439 (88.4) 189 (11.6)

Cervical cancer 245 (1.3) 23 (9.4) 222 (90.6)

Non–AIDS defining Referent

Anal cancer 43 (0.2) 6 (14.0) 37 (86.0)

Oropharyngeal cancer 417 (2.2) 7 (1.7) 410 (98.3)

Liver cancer 186 (1.0) 6 (3.2) 180 (96.8)

Lung cancer 2,093 (11.1) 32 (1.5) 2,061 (98.5)

Other solid tumor 12,233 (64.8) 451 (3.7) 11,782 (96.3)

Hodgkin lymphoma 356 (1.9) 322 (90.4) 34 (9.6)

Other hematologic malignancy 1,673 (8.9) 1,228 (73.4) 445 (26.6)

Year of registration at MD Anderson .005

2004-2006 7,576 (40.1) 1,326 (17.5) 6,250 (82.5) Referent

2007-2009 8,403 (44.5) 1,625 (19.3) 6,778 (80.7) 1.1 (1.0 to 1.2)

2010-2011 2,895 (15.3) 563 (19.4) 2,332 (80.6) 1.1 (1.0 to 1.3)

Abbreviations: OR, odds ratio; SD, standard deviation.
* Testing period from 2 months before first administration of chemotherapy until second administration of chemotherapy.
† From �2 test of association or two-sample independent-sample t test, as appropriate.
‡ Exposure-type HIV risk factors included International Classification of Diseases (ninth revision) codes before second chemotherapy administration, as follows: sexually
transmitted disease: 054.10, 054.19, 078.10, 078.11, 078.19, 094.89, 094.9, 097.0, 097.1, 097.9, 099.54; illicit drug use: 305.90, 305.91, 305.92, 305.93.
§ No study patient had Kaposi sarcoma.
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In contrast, only 2,052 (12.1%) of the 17,001 patients with
non–AIDS-defining cancers were tested for HIV infection at
the initiation of systemic cancer therapy. A multivariable logis-
tic regression analysis (Table 3) showed that younger age, male
sex, black race, history of sexually transmitted disease, history of

illicit drug use, hematologic malignancy, and registration after
publication of the 2006 CDC recommendations were signifi-
cant predictors of HIV testing at the initiation of cancer ther-
apy. Black patients had 30% lower odds of HIV testing than
white patients.

Table 2. Characteristics of Patients by HIV Test Result

Characteristic Total (N � 3,514), No. (%)

Result

OR (95% CI)Positive (N � 41), No. (%) Negative (N � 3,473), No. (%) P*

Age, years � .001

Mean 52 44 52

SD 15.5 10.6 15.5

18-25 265 (7.5) 2 (0.8) 263 (99.2) 5.1 (0.5 to 56.5)

26-35 358 (10.2) 7 (2.0) 351 (98.0) 13.4 (1.6 to 109.2)

36-45 480 (13.7) 13 (2.7) 467 (97.3) 18.7 (2.4 to 143.3)

46-55 840 (23.9) 14 (1.7) 826 (98.3) 11.4 (1.5 to 86.7)

56-65 899 (25.6) 4 (0.4) 895 (99.6) 3.0 (0.3 to 26.9)

� 65 672 (19.1) 1 (0.1) 671 (99.9) Referent

Sex .002

Male 2,011 (57.2) 33 (1.6) 1,978 (98.4) 3.1 (1.4 to 6.8)

Female 1,503 (42.8) 8 (0.5) 1,495 (99.5) Referent

Race/ethnicity � .001

White 2,534 (72.1) 23 (0.9) 2,511 (99.1) Referent

Hispanic 477 (13.6) 4 (0.8) 473 (99.2) 1.0 (0.4 to 2.8)

Black 289 (8.2) 13 (4.5) 276 (95.5) 5.2 (2.6 to 10.3)

Asian 65 (1.8) 0 (0.0) 65 (100.0) 0.8 (0.0 to 13.9)

Other 149 (4.2) 1 (0.7) 148 (99.3) 1.1 (0.2 to 5.7)

Sexually transmitted disease† .078

Yes 40 (1.1) 2 (5.0) 38 (95.0) 4.6 (1.1 to 19.9)

No 3,474 (98.9) 39 (1.1) 3,435 (98.9) Referent

Illicit drug use† .191

Yes 18 (0.5) 1 (5.6) 17 (94.4) 5.1 (0.7 to 39.1)

No 3,496 (99.5) 40 (1.1) 3,456 (98.9) Referent

Cancer type .058

AIDS defining‡ 1.8 (1.0 to 3.4)

Non-Hodgkin lymphoma 1,439 (41.0) 23 (1.6) 1,416 (98.4)

Cervical cancer 23 (0.7) 0 (0.0) 23 (100.0)

Non–AIDS defining Referent

Anal cancer 6 (0.2) 1 (16.7) 5 (83.3)

Oropharyngeal cancer 7 (0.2) 0 (0.0) 7 (100.0)

Liver cancer 6 (0.2) 2 (33.3) 4 (66.7)

Lung cancer 32 (0.9) 0 (0.0) 32 (100.0)

Other solid tumor 451 (12.8) 7 (1.6) 444 (98.4)

Hodgkin lymphoma 322 (9.2) 2 (0.6) 320 (99.4)

Other hematologic malignancy 1,228 (34.9) 6 (0.5) 1,222 (99.5)

Year of registration at MD Anderson .577

2004-2006 1,326 (37.7) 14 (1.1) 1,312 (98.9) Referent

2007-2009 1,625 (46.2) 18 (1.1) 1,607 (98.9) 1.1 (0.5 to 2.1)

2010-2011 563 (16.0) 9 (1.6) 554 (98.4) 1.5 (0.7 to 3.5)

Abbreviations: OR, odds ratio; SD, standard deviation.
* From �2 test of association, Fisher’s exact test, or two-sample independent-sample t test, as appropriate.
† Exposure-type HIV risk factors included International Classification of Diseases (ninth revision) codes before second chemotherapy administration, as follows: sexually
transmitted disease: 054.10, 054.19, 078.10, 078.11, 078.19, 094.89, 094.9, 097.0, 097.1, 097.9, 099.54; illicit drug use: 305.90, 305.91, 305.92, 305.93.
‡ No study patient had Kaposi sarcoma.
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Discussion
In this single-site study of HIV testing among patients initiating
systemic cancer therapy, the overall rate of HIV testing at the
initiation of cancer therapy was low (18.6%), and the rate of
HIV testing increased marginally after publication of the 2006
CDC screening recommendations, from 17.5% in the period
of 2004 to 2006 to 19.3% in the period of 2007 to 2009.
Among tested patients, the prevalence of newly diagnosed HIV
was 0.3%. The overall HIV positivity rate among all patients
was 1.2%, higher than the prevalence above which CDC and
USPSTF guidelines recommend routine opt-out HIV screen-
ing.2,3 The prevalence of HIV has been reported to be 0.6% in
Houston and 0.3% in Texas.13 HIV prevalence was highest

among black patients (4.5%). However, the rate of HIV screen-
ing among black patients was low (13.7%). Of the 41 patients
with positive HIV test results at the initiation of cancer therapy,
12 (29%; 0.3% of all patients tested) were newly diagnosed
with HIV at the initiation of cancer therapy.

In our study, rates of HIV testing among patients with NHL
and Hodgkin lymphoma were relatively high (88% and 90%,
respectively). In other studies, rates of HIV testing were previ-
ously reported to be approximately 60% among patients with
NHL and 59% to 63% among patients with Hodgkin lym-
phoma.11,12 Although some of our institutional departments
have developed clinical practices that include HIV testing, the
actual decision of whether to order testing remains at the dis-

Table 3. Multivariable Analysis of Predictors of HIV Testing Among Patients With AIDS-Defining and Non–AIDS-Defining Cancers

Characteristic

AIDS-Defining
Cancers (n � 1,873)

Non–AIDS-Defining
Cancers (n � 17,001)

OR (95% CI)* P OR (95% CI)* P

Age, years

18-25 3.1 (1.0 to 9.8) .05 7.6 (5.5 to 10.5) � .01

26-35 1.9 (1.0 to 3.8) .07 4.7 (3.6 to 6.2) � .01

36-45 1.3 (0.8 to 2.1) .33 2.4 (1.9 to 3.1) � .01

46-55 1.5 (1.0 to 2.3) .07 1.6 (1.3 to 2.0) � .01

56-65 1.0 (0.7 to 1.4) .91 1.2 (1.0 to 1.5) .05

� 65 Referent Referent

Sex

Male — — Referent

Female — — 1.4 (1.3 to 1.7) � .01

Race/ethnicity

White Referent Referent

Asian 0.7 (0.3 to 2.0) .52 0.9 (0.6 to 1.3) .52

Black 0.7 (0.4 to 1.1) .13 0.7 (0.5 to 0.9) � .01

Hispanic 0.9 (0.6 to 1.4) .56 1.0 (0.8 to 1.2) .84

Other 0.7 (0.3 to 1.7) .47 1.3 (0.9 to 1.8) .13

Sexually transmitted disease

No Referent Referent

Yes 4.8 (0.9 to 26.2) .07 3.3 (1.6 to 6.6) � .01

Drug abuse

No Referent Referent

Yes 0.5 (� 0.1 to 3.1) .44 4.5 (1.6 to 12.8) � .01

AIDS-defining cancer

Female, cervical cancer Referent — —

Female, non-Hodgkin lymphoma 81.3 (47.9 to 138.0) � .01 — —

Male, non-Hodgkin lymphoma 82.7 (49.6 to 138.2) � .01 — —

Non–AIDS-defining cancer

Solid tumor — — Referent

Hematologic malignancy — — 90.9 (78.8 to 104.9) � .01

Year of registration at MD Anderson

2004-2006 Referent Referent

2007-2009 1.4 (1.0 to 1.9) .03 1.3 (1.1 to 1.5) � .01

2010-2011 1.1 (0.7 to 1.6) .73 1.3 (1.1 to 1.6) � .01

NOTE. Dashes indicate not applicable.
Abbreviation: OR, odds ratio.
* Obtained from multiple logistic regression modeling.
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cretion of the physician or other medical provider. The high
rates of HIV testing among patients with hematologic malig-
nancies in our study likely reflected providers’ heightened
awareness of the link between HIV infection and NHL. Both
the European Society for Medical Oncology and National
Comprehensive Cancer Network (NCCN) guidelines recom-
mend HIV testing in patients with NHL as well as those with
Hodgkin lymphoma.14-16 In contrast, the NCCN cervical can-
cer guideline panel had major disagreements about HIV testing,
and thus, routine screening is not supported by the NCCN.17

The lack of guidance from national oncology societies may have
influenced the low rate of HIV testing among patients with
cervical cancer in our study (9%), which was similar to that in
another study of patients with cervical cancer (11%).11

The rates of HIV testing among patients being treated for
solid tumors other than cervical cancer have not been well stud-
ied. One recent population-based study of survivors of solid
tumors reported HIV testing rates of 35% to 62%.10 In com-
parison, our rate of HIV testing among patients with solid
tumors was lower, which may indicate different screening prac-
tices for patients with cancer undergoing active cancer therapy
versus cancer survivors who have completed therapy. To date,
there are no clear recommendations from oncology societies
regarding HIV testing at the initiation of cancer therapy for
patients with solid tumors. The American Society of Clinical
Oncology has not issued specific guidelines for HIV testing of
patients cancer. The NCCN cancer-related infections guideline
cites the 2006 CDC testing guidelines, but with the caveat that
“the implementation of these guidelines is largely dependent on
institutional practices and the prevalence of undiagnosed HIV
infections in specific institutions.”18

In 2006, the CDC released revised recommendations for
HIV testing in all health care settings, calling for routine, non-
targeted opt-out screening for individuals age 13 to 64 years.2

Many physician groups support this approach, including the
American Medical Association and the American College of
Physicians.19,20 In 2013, the USPSTF echoed the 2006 CDC
recommendations, citing several reasons for altering the previ-
ous risk-based testing guidelines.3 First, risk-based testing for
HIV has proven ineffective; several studies have shown delayed
HIV diagnosis in patients who have had multiple encounters
with emergency rooms, hospitals, and clinics. Second, over-
whelming evidence demonstrates that early diagnosis of HIV
infection and treatment with combined antiretroviral therapy
improve survival. Third, routine opt-out HIV testing of preg-
nant women has substantially decreased the rate of perinatal
HIV infection. Despite these recommendations, many barriers
have hindered routine implementation of opt-out HIV testing
in the United States.19 Physician attitudes, logistic problems,
and funding issues associated with the extra effort associated
with opt-out testing continue to threaten the long-term sustain-
ability of many opt-out HIV testing programs.5,21

However, opt-out HIV testing for all patients presenting for
cancer care may be of particular importance because of the
increased risk of morbidity and mortality associated with sur-
gery, radiation therapy, and cytotoxic chemotherapy in patients

with HIV-related immunosuppression.4 For these patients,
preventing further immunosuppression with immediate initia-
tion of HAART and commencement of appropriate prophy-
laxis seems to improve survival.22-24 Indeed, before widespread
use of HAART, the outcomes of patients with HIV-related
malignancies were extremely poor, with median survival times
often less than 6 months.25 In contrast, in the HAART era,
survival and outcomes of individuals with AIDS-related malig-
nancies have greatly improved,23,26 and outcomes for HIV-
infected patients with cancer are now comparable to those of
HIV-uninfected patients with the same cancer.8,27,28 Thus,
early identification and treatment of HIV are extremely impor-
tant determinants of treatment outcomes for HIV-positive pa-
tients with cancer.

Our single-institution study has several limitations, includ-
ing the retrospective study design and limited generalizability of
the findings. Clinical risk factors for HIV infection may have
been inconsistent because of errors or inaccurate use of ICD-9
codes. However, our study included a large and heterogeneous
population of patients with hematologic malignancies and solid
tumors who underwent HIV testing. Because not all positive
HIV test results were confirmed by Western blot testing, the
HIV test results in this study need to be interpreted with
caution. Patients could have had HIV testing before our
study testing period or outside of MD Anderson, and pro-
viders may have elected not to repeat HIV testing before
initiating cancer therapy, even among patients with known
HIV infection. There were no patients with Kaposi sarcoma,
which likely reflects referral patterns to our institution dur-
ing the study period.

In summary, in this study from a comprehensive cancer
center, we found that the overall prevalence of HIV infection
was 1.2%, and prevalence of newly diagnosed HIV was 0.3%.
Both rates exceed the 0.1% prevalence threshold set by the
CDC and USPSTF above which routine opt-out HIV screen-
ing is recommended.2,3 Thus, our study supports testing pa-
tients with cancer for HIV infection before cancer therapy,
which will allow early identification of HIV-infected patients
and personalized HIV and cancer therapies. We found that
although the HIV testing rate was low among patients with
non–AIDS-defining solid tumors, the HIV testing rate was
high among patients with hematologic malignancies (both
AIDS defining and non–AIDS defining), demonstrating that
high rates of HIV testing for patients presenting for cancer care
are feasible.
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