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ABSTRACT Objective. To determine the prevalence of HIV in women with (pre)cancerous cervical lesions in Suriname and
their retention in care.

Methods. A retrospective population study including all women diagnosed with (pre)invasive cervical intraep-
ithelial neoplasia (CIN | to Ill or cervical cancer) in the only pathology department, during 2010-2020. The HIV
test coverage and the HIV positivity ratio were determined through matching pathology data with the national
HIV test database. The relation between retention in HIV care up to 2022 and different covariates was deter-
mined through Kaplan—-Meier survival analysis and log-rank tests.

Results. There were 2 901 (1 395 CIN I, 396 CIN Il, 444 CIN Ill, and 666 cervical cancer) diagnoses of (pre)
invasive cervical neoplasia. An overall HIV test coverage of 57.5% and a positivity ratio of 5.8% were found,
with no difference among the (pre)cancer stages. The undiagnosed prevalence (women not previously known
HIV-positive at cervical diagnosis) was 1.6% and 2.9% among precancer and cancer diagnoses, respectively.
The median time in care of women with cervical cancer was 8 months for those not on antiretroviral therapy
(ART) and 4 years for those starting ART. Among women with precancer stages this was 5 and 10 years,
respectively (p < 0.05).

Conclusions. HIV testing, followed by treatment initiation when found HIV-positive, should be prioritized in
women diagnosed with cervical neoplasia. This will enhance the individual clinical outcomes and facilitate the
control of the HIV epidemic in Suriname.

Keywords HIV infections; uterine cervical neoplasms; retrospective studies; Suriname.

Human immunodeficiency virus (HIV) remains a global
public health problem, with an estimated 9.9 million peo-
ple living with HIV in 2023. The risk of HIV transmission
increases when other sexually transmitted infections (STI) are
present (1). Given the similar epidemiologic risk factors for
transmission and the potentiation between infectious patho-
gens, the World Health Organization (WHO) emphasizes the
importance of strategies addressing the combined disease
burden.

One of the most prevalent STIs is human papillomavirus
(HPV) (2), which is the major etiologic agent of cervical (pre)
cancer lesions (3-5). Globally, cervical cancer is the fourth most
common cancer among females, with approximately 570 000
cases and 311 000 deaths annually (6). A higher incidence of
cervical intraepithelial neoplasia (CIN) has been reported in
women living with HIV (7, 8). This correlates with the higher
prevalence of HPV (54% versus 27%) in people living with HIV
(9). Women living with HIV are six times more likely to progress
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to cervical cancer (10), especially those with lower CD4 counts
(11). This coincides with more frequent positive HPV tests in
those with CD4 counts less than 200 copies/uL (93% versus
48%) (12). The clearance of oncogenic HPV types is promoted
by providing antiretroviral therapy (ART) for HIV (11, 13).

Both HIV and cervical cancer are more prevalent in devel-
oping countries (1, 3). Even after ART initiation, a more than
2 and 11 times higher frequency of cervical cancer among
women living with HIV was recorded in Latin America and
Africa, respectively, compared to in Europe (14). Screening,
early diagnosis, and treatment of cancerous cervical lesions
were shown to be effective in reducing risk and achieving
comparable cervical cancer incidence rates for HIV-positive
and HIV-negative women (15), earmarking these activities as
key interventions for vulnerable women at high risk for HIV
and cervical cancer (2). Additionally, for people living with
HIV, retention in care and treatment is important to achieve
and maintain viral suppression and to prevent opportunistic
infections, which overall leads to better public health and clin-
ical outcomes (16).

In Suriname, a multi-ethnic country in South America, both
HIV and cervical cancer are prevalent diseases. There are an
estimated 7 400 (6 500-8 400) people living with HIV, equating
to an adult prevalence of 1.6% in 2023 (17), and only 50% of
people living with HIV know their HIV status (18). With 25-35
deaths annually, cervical cancer is the second leading cause of
cancer deaths among Surinamese women. With an incidence of
23.7 per 100 000 it is the fourth highest ranking for estimated
age-standardized incidence rates in South America (19). A
cross-sectional study reviewing cervical cancer cases in Suri-
name detected 11 HPV types, of which HPV 16 and 18 were
most frequent (20).

Although national protocols for screening and treatment of
HIV and cervical cancer exist in Suriname, actual data on the
combined disease burden are not known. This study, there-
fore, aims to evaluate the continuum of HIV care for women
with cervical cytologic and histologic changes by determin-
ing the HIV test coverage, HIV prevalence, and retention in
care.

MATERIALS AND METHODS
Study design and setting

This study is a retrospective population study.

HIV program. Suriname implements a decentralized
approach for HIV service provision. HIV testing is available
through primary and secondary health care providers, either
through walk-in facilities or by means of referral. The national
protocol dictates that persons with an HIV-positive test result
are referred to their family doctor for a complete medical
work-up. The national HIV treatment guideline follows the
test-and-treat strategy, and antiretroviral medications are dis-
pensed free of charge. Also, annual screening for cervical cancer
is recommended for all women living with HIV (21).

Cervical cancer program. Suriname has no formal national
screening program for cervical cancer. For diagnosis either a
Pap smear or visual inspection with acetic acid (VIA) com-
bined with colposcopy and biopsy are carried out. Biopsies are
evaluated at the sole pathology laboratory, and the results may
either be negative, cervical intraepithelial neoplasia (CIN I,
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CIN II or CIN III), or cervical cancer. CIN I management entails
biannual follow-up. For CIN II and CIN III, cryotherapy, loop
electrosurgical excision procedure (LEEP), or cold knife cone
biopsy are done. Cervical cancer cases are discussed in mul-
tidisciplinary meetings, where treatment options (surgery,
radiotherapy, chemotherapy, hormone therapy) are decided.
Currently HIV testing is only advised in cases of cervical can-
cer diagnosis (22).

Study population

The study population was all women, irrespective of age, with
(pre)invasive cervical neoplasia diagnosed in the pathology
laboratory during 2010-2020. Depending on the abnormality of
the cells under the microscope and the level of cervical tissue
damage, there is a classification of precancer (CIN I to III) or
cervical cancer (23, 24).

Data sources

Database of the Academic Hospital Paramaribo Depart-
ment of Pathology. Upon receipt of samples for evaluation, the
person’s demographic information and pathology findings are
entered in a database.

HIV databases. The national HIV Patient Master Index
(PMI) is the national case-based surveillance database, cre-
ated through a process of linking the databases on HIV
testing, HIV treatment, CD4 count and viral load (VL), and
elimination of mother-to-child transmission (EMTCT). It
contains a unique set of individuals (25). The HIV PMI was
linked to the pathology database using the unique identi-
fier. Information such as HIV treatment, date of last contact,
etc., were extracted and merged with information from the
pathology database. The national HIV test database collects
information about HIV tests done in the country. Informa-
tion is collected either electronically or paper-based from
the implementing organization and then entered in the
national database. The Radio Therapeutic Center (RTC)
database contains the demographic and clinical information
on women with cervical cancer discussed during multidisci-
plinary meetings. The cervical cancer stage at diagnosis was
obtained from this database.

Variables and definitions

The cervical-HIV cascade was evaluated in seven steps
with additional analysis within each step. An overview of the
cervical-HIV cascade indicators, definitions, and data sources
is provided in Table 1.

Statistical analysis

The clinical and demographic characteristics for each step
were described. The categorical variables were described as
proportions and the numerical variables as mean and stan-
dard deviation (SD). The median and interquartile range
(IQR) were used where data were not normally distributed.
For cascade step 3, the odds ratio (OR) for each independent
factor was calculated related to HIV test result using univar-
iate logistic regression; factors with a p value less than 0.05
were considered significant. The retention in HIV care until
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TABLE 1. Cervical-HIV cascade indicators, definitions, and data source

Cascade step

1. Number of women diagnosed with cervical
pathology during 2010-2020

2. Number of women with cervical pathology tested
for HIV

w

. Number of women with cervical pathology testing
HIV-positive

S

. Number of women with cervical-HIV comorbidity
linked to HIV care

o

. Number of women with cervical-HIV comorbidity
with ART initiation

. Number of women with cervical-HIV comorbidity
with VL suppression

D

~

. Number of women with cervical-HIV comorbidity
retained in care

Definition and source

Women in the pathology database diagnosed during
2010-2020 with (pre)invasive cervical neoplasia. For
women with more than one diagnosis the more severe
was taken.

HIV test result on record, retraced by linking to the
national HIV test database.

The test date closest to the date of cervical diagnosis
was taken.

All women with an HIV-positive test result matching
to the national test database or with a match to the
HIV Patient Master Index (PMI) were classified as
HIV-positive.

Linking with the HIV PMI, the woman was defined as
linked based on having either a CD4 count result, VL
result, or ART dispensing on record.

From the PMI, ART yes/no was classified.

The last recorded VL result is 1 000 copies/mL or less
among those initiated on ART.

The median or mean time in HIV care from cervical
diagnosis until 2022 was calculated. This is based on
last contact registered in the PMI.

Original research

Additional analysis

Descriptive analysis of 2010-2020 cohort by cervical
pathology type, age, residence, cervical cancer stage.

HIV test coverage by cervical diagnosis.

a. HIV prevalence among women diagnosed with (pre)
invasive cervical neoplasia.

* Prevalence undiagnosed HIV: the positivity ratio
after exclusion of women already diagnosed with
HIV before the cervical pathology.

. Factors related to positivity: age, ethnicity,
insurance, stage of (pre)invasive cervical neoplasia,
district (area of residence).

(=

Disaggregated by cervical diagnosis.

Disaggregated by cervical diagnosis.

Disaggregated by cervical diagnosis.

Disaggregated by precancer diagnoses and cervical
cancer; the factors residence area, ART use, and
insurance were evaluated.

ART: antiretroviral therapy; PMI: Patient Master Index; VL: viral load.
Source: Prepared by the authors.

2022 was determined through Kaplan—-Meier survival analy-
sis and log-rank tests for comparison of different categories.
The median time in care is reported; the mean time in care is
given instead where the time in care is too short to report the
median.

RESULTS

In the period 2010-2020, a total of 2 901 women were diag-
nosed with a form of cervical neoplasia in Suriname. Their
median age was 41 years (IQR 33-50). CIN I accounted for
48.1% (n = 1 395) and cervical cancer for 23% (Table 2). Of the
317 (47.6%) women with cervical cancer for which the stage was
known, 84.2% were diagnosed in stage 2 or later.

The HIV test coverage was on average 57.5% with no signifi-
cant differences among the different cervical diagnoses (p > 0.05).
The average HIV positivity ratio was 5.8%, showing no differ-
ence between cervical diagnoses (p > 0.05). An undiagnosed HIV
prevalence of 1.6% and 2.9% was found for preinvasive neoplasia
and cervical cancer, respectively. Women of Creole and Maroon
ethnicity had an OR of 3.51 (95% CI [1.74, 7.08]) and 3.84 (95%
CI [1.68, 8.78]), respectively, and so four times more likely to be
HIV-positive compared to Hindustani women (Table 3).

Cervical-HIV comorbidity
Among the 2 901 women with cervical neoplasia, 100 were

HIV-positive. Their median age was 37 (IQR 31-43). Excluding
10 women that were not found in the RTC database, 10 (77%) of

the women with HIV and cervical cancer were stage 2 or higher
at diagnosis.

For women with CIN I, II, III, and cervical cancer, 68%, 78%,
67%, and 52%, respectively, were already enrolled in the HIV
system before their cervical diagnosis. For the precancerous
lesions the median time was 5 years (IQR -8 to 0.5) while for
cervical cancer it was 1.5 years before (IQR —6.8 to 0.0).

With an average linkage to care of 95%, no difference was
found in the different cervical neoplasia. ART initiation was
on average 91.2% for women with precancerous lesions and
72.2% for women with cervical cancer (Figure 1). Based
on the last viral load on record, 82.7% had achieved viral
suppression.

Retention in care

Among women with cervical cancer, the overall median time
in HIV care was almost two years. For the women with cervical
cancer and HIV, among those who initiated ART their median
time in care was 4.3 years compared to 8 months for those with-
out ART (p < 0.05) (Figure 2).

For women diagnosed with CIN I to III, the average time in
care was 10 years. Those on ART had a longer survival in care
compared to those not on ART, with a mean duration in care of
5 years without ART compared to 10 years with ART (p < 0.01)
(Figure 3).

Among women from the interior of the country, their median
time in HIV care was 4 years compared to 10 years for women
from urban or rural areas (p < 0.01).
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TABLE 2. Sociodemographic characteristics and HIV test result of women with a cervical (pre)cancer diagnosis during 2010-2020

Overall CIN'|
N (%) n (%)
2901 (100) 1395 (100)
Age group
<25 148 (5.1) 108 (7.8)
25-34 735 (25.3) 455 (32.8)
35-44 903 (31.1) 479 (34.5)
45+ 1115 (38.4) 345 (24.9)
Residence area
Urban 2174 (74.9) 1056 (75.7)
Rural 462 (15.9) 225 (16.1)
Interior 180 (6.2) 57 (4.1)
Unknown 85 (2.9) 57 (4.1)
Ethnicity
Hindustani 724 (25.0) 414 (29.8)
Creole 708 (24.4) 346 (24.9)
Maroon 203 (7.0) 56 (4.0)
Javanese 526 (18.1) 249 (18.0)
Mixed 211 (7.3) 106 (7.6)
Other/unknown 431 (14.9) 216 (15.6)
Insurance category*
Government 1603 (55.3) 856 (61.4)
Private 1298 (44.7) 539 (38.6)
HIV testing**
Yes 1667 (57.5) 778 (55.8)
No 1234 (42.5) 617 (44.2)

CIN I CIN 11l CCA
n (%) n (%) n (%)
396 (100) 444 (100) 666 (100)
29 (7.4) 6(1.4) 4(0.6)
118 (30.0) 109 (25.1) 48 (7.1)
116 (29.5) 147 (33.9) 157 (23.3)
130 (33.1) 172 (39.6) 465 (69.0)
305 (77.0) 353 (79.5) 460 (69.1)
64 (16.2) 54 (12.2) 119 (17.9)
16 (4.0) 31(7.0) 76 (11.4)
11(2.8) 6(1.4) 1(1.7)
86 (21.9) 96 (22.1) 125 (18.5)
107 (27.2) 111 (25.6) 139 (20.6)
20 (5.1) 43(9.9) 84 (12.5)
79 (20.1) 74 (17.1) 122 (18.1)
33 (8.4) 34 (7.8) 38 (5.6)
68 (17.3) 76 (17.5) 166 (24.6)
199 (50.3) 209 (47.1) 339 (50.9)
197 (49.7) 235 (52.9) 327 (49.1)
224 (56.6) 263 (59.2) 402 (60.4)
172 (43.4) 181 (40.8) 264 (39.6)

CCA: cervical cancer; CIN: cervical intraepithelial neoplasia.

Notes: *Government includes all health insurances for which the government is responsible for the payment, while private includes out-of-pocket payments, payments by the company the person works for, etc. **HIV test ever done

(found on record).
Source: Prepared by the authors based on the study data.

DISCUSSION

This study revealed that almost 43% of women diagnosed
with a (pre)invasive cervical neoplasia were never tested for
HIV. An HIV prevalence of about 6% was found, with no differ-
ence in the various stages of neoplasia. The undiagnosed HIV
prevalence was 1.6% and 2.9%, respectively, in preinvasive neo-
plasia and cervical cancer. Women who started HIV treatment
where more than two times longer retained in care.

Most studies regarding the comorbidity of HIV and (pre)
invasive cervical neoplasia focus on cervical neoplasia
among people living with HIV. Global estimates indicate
5.8% of new cervical cancer diagnoses also had HIV (26).
Little is known about the HIV and cervical pathology
comorbidity in the Caribbean. There are an estimated
800 000 women living with HIV in Latin America and the
Caribbean (27), and the prevalence of HPV is higher than
the average worldwide prevalence (28, 29). This substanti-
ates the observed prevalence of 6%, which is higher than
the general HIV prevalence of 1.6%. The undiagnosed HIV
prevalence figures found are similar to findings in Europe,

where among CIN II and IIT and cervical cancer, 1% were
HIV-positive (30).

The current national treatment protocol for preinvasive
neoplasia does not include HIV testing, which is only advised
in case of cervical cancer diagnosis. The current study find-
ings justify testing for HIV whenever cervical neoplasia is
diagnosed; indicator condition testing has been found to be
cost-effective when the undiagnosed HIV prevalence is 0.1%
(31, 32). Further, we found that 40% of the cervical diagnoses
were not tested for HIV, and two-thirds were known with HIV
before their cervical diagnosis; this reiterates the importance
of testing for HIV with a cervical diagnosis but also promot-
ing regular cervical screening when HIV is diagnosed. This
is important for public health measures and also of clinical
importance, as HIV causes cervical neoplasia to progress rap-
idly (11).

In line with other studies, the importance of HIV treatment
(ART) for women with both HIV and cervical pathology is
emphasized. Previous studies mention decrease in the progres-
sion of cervical dysplasia and increased clearance of oncogenic
HPV types with ART use (13, 33). More emphasis needs to
be placed on getting people living with HIV onto treatment,
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TABLE 3. Correlations with HIV test result

HIV-negative ~ HIV-positive Odds ratio 95% Cl
n (%) n (%)
Age group
<25 106 (94.6) 6(5.4) - -
25-34 540 (94.1) 34 (5.9) 1.1 0.46,2.72
35-44 498 (92.7) 39(7.3) 1.38 0.57,3.35
45+ 421 (95.2) 21 (4.8) 0.88 0.35,2.24
Residence area
Urban 1145 (93.3) 75 (6.1) - -
Rural 258 (95.9) 11 (4.1) 0.65 0.34,1.24
Interior 119 (93.7) 8(6.3) 1.02 0.48,2.18
Missing 43 (87.8) 6(12.2) - -
Ethnicity
Hindustani 328 (97.2) 10 (2.8) - -
Creole 411 (90.5) 44 (9.5) 3.51 1.74,7.08**
Maroon 128 (90.6) 15(9.4) 3.84 1.68,8.78**
Javanese 253(97.2) 7(2.8) 0.91 0.34,2.41
Mixed 134 (95.7) 6(4.3) 1.47 0.52,4.12
Other/unknown 311 (94.8) 18 (5.2) 1.90 0.86,4.18
Insurance
category*
Government 864 (93.0) 65 (7.0) - -
Private 701 (95.2) 35(4.8) 0.66 0.44,1.01
Cervical
pathology stage
CCA 379 (94.3) 23(5.7) - -
CIN'| 736 (94.7) 41 (5.3) 0.92 0.54,1.55
CINTI 206 (92.0) 18 (8.0) 1.44 0.76,2.73
CIN I 244 (93.1) 18 (6.9) 1.21 0.64,2.30

CCA: cervical cancer; CIN: cervical intraepithelial neoplasia.

Notes: *Government includes all health insurances for which the government is responsible for the payment,
while private includes out-of-pocket payments, payments by the company the person works for, etc. **p < 0.05.
Source: Prepared by the authors based on the study data.

because half of the women without treatment were previously
known to be HIV-positive. These women have 95% linkage to
care, 72% and 91% ART initiation for cervical cancer and precan-
cerous lesions, and 83% viral suppression — similar outcomes
to the general HIV-positive adult population in Suriname. For
adults enrolled from 2010 to 2015, the linkage, ART initiation,
and viral suppression were 80%, 67%, and 77%, respectively
(18).

Another interesting finding related to retention in care was
the area of residence. Women with HIV and precancerous
lesions from urban areas remain three times longer in HIV
care than those from the interior of the country. This difference
is not found for women with cervical cancer, which may indi-
cate access barriers to primarily HIV services. The initiation of
ART for interior, rural, and urban areas is 75.0%, 81.8%, and
92.0%, respectively. A previous study also revealed increased
odds of mother-to-child transmission of HIV among mothers
from the interior. Early screening and treatment of both HIV
and cervical neoplasia is needed. Barriers to timely healthcare

Original research

services for women from the interior need to be identified.
In different studies the main barrier for HPV vaccination
and cervical screening in low- and middle-income countries
was lack of knowledge regarding HPV, cervical pathology
risk, and the importance of screening, especially with HIV, in
relation to cancer development (34, 36, 37). For Suriname the
highest incidence of cervical cancer and mortality was found
in Creole and Amerindian populations (38, 39). Preliminary
results from a small study in Suriname also identified Creole
and Maroon populations as at a higher risk for cervical can-
cer; on the other hand, it found that one-third of women were
not aware of the importance of screening related to cancer.
Other barriers mentioned were little to no information from
healthcare workers and the transportation and distance to a
screening site (40).

The data for this study were analyzed by linking different
surveillance databases. Errors in coding or missing data could
influence results and is a limitation of this study. To min-
imize the impact of errors in coding, probabilistic matching
was done. Furthermore, specific reasons for women not being
retained in care or missing an HIV test are not known. In cal-
culating the HIV test coverage, anyone ever tested for HIV
was considered; this means that women were not necessarily
tested near their date of cervical diagnosis. For evaluation of
adherence to protocol, dictating screening for cervical abnor-
malities in women living with HIV, a prospective study is
advised.

Nevertheless, this study presents the first evaluation of HIV
and cervical pathology in Suriname. In terms of recommen-
dations, although code-matching is an issue, using existing
national surveillance databases to facilitate evidence-based
intervention is a viable option in resource-limited settings like
Suriname. This can serve as a good starting point for a more
comprehensive information system that regularly collects data
on HIV and cervical neoplasia.

A second recommendation is to include routine HIV testing
when CIN I to IIT are diagnosed, justified by the high percent-
age undiagnosed HIV prevalence found. This will facilitate
better clinical outcomes but also help in achieving the HIV
target of, by 2030, 95% of people living with HIV know their
HIV status. A third recommendation is the promotion of HPV
vaccination, as HPV is the major cause of cervical neopla-
sia. The HPV vaccination coverage for Suriname is 3% (41).
Implementation of the Pan American Health Organization
(PAHO)/WHO recommendations is warranted; this would
mean cervical screening starting at 25 years, instead of 30
years, for women living with HIV. Also, HPV vaccination
is recommended for girls and boys aged 9-14 years and for
those living with HIV up to 26 years (27). This would facilitate
integration of both services, promoting essential treatment
and care for both HIV and cervical pathology. Fourth, health
education explaining HIV and cervical neoplasia comorbid-
ity, HPV vaccination, and the risks and benefits of screening
and vaccination needs to be accelerated, both for the general
population and healthcare workers. Lastly, further research is
needed to identify barriers to timely access to the healthcare
system and retention in care, especially for women living in
the interior of the country. This will facilitate the development
of tailored interventions addressing the burden of HIV and
cervical pathology in Suriname.
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FIGURE 1. HIV treatment cascade for women with a cervical neoplasia diagnosis during 2010—-2020 and HIV infection, including
95% confidence interval

CINI CINI
100.0% 100.0%
90.0% 90.0%
80.0% 80.0%
70.0% 70.0%
60.0% 60.0%
50.0% 50.0%
40.0% 40.0%
30.0% 30.0%
20.0% 20.0%
10.0% 10.0%
0.0% 0.0%
Linkage to care ART VL suppression Linkage to care ART VL suppression
CIN Il CCA
100.0% + 99.7% + 99.7% 100.0% + 99.8% + 99.7%

90.0% ©BER L a00%

80.0% 80.0% * 8%
70.0% 70.0%
60.0% 60.0%
50.0% 50.0%
40.0% 40.0%
30.0% 30.0%
20.0% 20.0%
10.0% 10.0%
0.0% 0.0%

Linkage to care ART VL suppression Linkage to care ART VL suppression

ART: antiretroviral therapy; CCA: cervical cancer; CIN: cervical intraepithelial neoplasia; VL: viral load.
Source: Prepared by the authors based on the study data.

FIGURE 2. Kaplan—Meier survival analysis for sociodemographic and clinical factors related to time in care for women with
cervical cancer and HIV
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ART: antiretroviral therapy; Gov: Government; UrbRur: urban and rural areas together.
Note: Ethnicity: 0 = Amerindian, Hindustani, Javanese, Mixed; 1 = Creole; 2 = Maroon; 3 = Other/unknown.
Source: Prepared by the authors based on the study data.
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FIGURE 3. Kaplan—Meier survival analysis for sociodemographic and clinical factors related to time in care for women with

preinvasive neoplasia and HIV
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ART: antiretroviral therapy; Gov: Government; UrbRur: urban and rural areas together.
Note: Ethnicity: 0 = Amerindian, Hindustani, Javanese, Mixed; 1 = Creole; 2 = Maroon; 3 = Other/unknown.
Source: Prepared by the authors based on the study data.

Conclusion

Similar HIV prevalence was found in women with cervical
cancer or an earlier stage of neoplasia in Suriname. Also, HIV
treatment doubles the retention in care among women with
both HIV and a cervical (pre)cancerous lesion. With half of peo-
ple living with HIV in Suriname not knowing their HIV status,
and no difference in HIV prevalence among the different stages
of cervical neoplasia and high undiagnosed prevalence, the rec-
ommendation is to include routine HIV testing for all cervical
neoplasia diagnoses. Also, the current protocol where routine
cervical screening is advised for women living with HIV should
be enforced. This will facilitate early diagnosis, improve clini-
cal outcomes, and ultimately help Suriname reach the target of
reducing new HIV infections.
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Prevalencia del VIH en los casos diagnosticados de lesiones cervicouterinas
(pre)cancerosas en Suriname: estudio poblacional retrospectivo

RESUMEN

Palabras clave

name y su permanencia en la atencion de salud.
Métodos. Estudio poblacional retrospectivo en el que se incluyé a todas las mujeres a las que se diagnosticé
una neoplasia intraepitelial cervicouterina (pre)invasiva (NIC | a Ill o cancer cervicouterino) en el Unico depar-
tamento de anatomia patolégica, entre el 2010 y el 2020. La cobertura de las pruebas del VIH y la tasa de
positividad para el VIH se determinaron mediante el cotejo de los datos anatomopatolégicos con la base de
datos nacional de pruebas del VIH. La relaciéon entre la permanencia en los servicios de atencioén a la infec-
cion por el VIH hasta el 2022 y las distintas covariables se determind mediante un anélisis de supervivencia

de Kaplan-Meier y pruebas de orden logaritmico.

Objetivo. Determinar la prevalencia del VIH en mujeres con lesiones cervicouterinas (pre)cancerosas en Suri-

Resultados. Hubo 2901 diagndsticos de neoplasia cervicouterina (pre)invasiva (1395 de NIC I, 396 de NIC I,
444 de NIC Il y 666 de cancer cervicouterino). Se observé una cobertura general de las pruebas del VIH del
57,5% y una tasa de positividad del 5,8%, sin diferencias entre los estadios de las lesiones precancerosas. La
prevalencia no diagnosticada (mujeres sin positividad conocida previa para el VIH en el momento del diag-
nostico del cancer cervicouterino) fue del 1,6% y el 2,9% en las diagnosticadas de lesiones precancerosas
y cancer, respectivamente. La mediana del tiempo de permanencia en la atenciéon de salud de las mujeres
con cancer cervicouterino fue de 8 meses en las que no recibian tratamiento antirretroviral y de 4 afios en las
que lo iniciaban. En el caso de las mujeres en estadio precancerosos fue de 5y 10 afios, respectivamente (p

<0,05).

Conclusiones. La realizacion de las pruebas del VIH, seguidas de un inicio del tratamiento al detectar un
resultado positivo para el VIH, debe ser una prioridad en el caso de las mujeres a las que se diagnostica una
neoplasia cervicouterina. Esto permitira mejorar los resultados clinicos individuales y contribuira al control de
la epidemia de la infeccién por el VIH en Suriname.

Infecciones por VIH; neoplasias del cuello uterino; estudios retrospectivos; Suriname.
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Prevaléncia de HIV em pacientes diagnosticadas com les6es cervicais (pré-)
cancerosas no Suriname: estudo populacional retrospectivo

RESUMO

Palavras-chave

Objetivo. Determinar a prevaléncia de infeccao pelo HIV em mulheres com lesGes cervicais (pré-)cancerosas
no Suriname e a retengéo dessas pacientes no cuidado.

Métodos. Estudo populacional retrospectivo incluindo todas as mulheres diagnosticadas com neoplasia
intraepitelial cervical (pré-)invasiva (NIC | a lll ou cancer do colo do Utero) em um Unico servigo de patologia
no periodo de 2010 a 2020. Os dados de patologia foram cruzados com a base nacional de dados de testes
de HIV para determinar a cobertura de testagem do HIV e o indice de positividade. A relagdo entre a retencao
no cuidado do HIV até 2022 e diferentes covariaveis foi determinada por meio da analise de sobrevivéncia de
Kaplan-Meier e testes de log-rank.

Resultados. Houve 2901 diagnoésticos de neoplasia cervical (pré-)invasiva (1395 NIC |, 396 NIC Il, 444 NIC Il
e 666 casos de cancer do colo do Utero). A cobertura geral do teste de HIV foi de 57,5%, com um indice de
positividade de 5,8%, e nao houve diferenca entre os estagios da lesdo cervical. A prevaléncia ndo diagnos-
ticada (mulheres que n&o sabiam ser soropositivas para o HIV no momento do diagndstico da lesdo cervical)
foi de 1,6% e 2,9% para os diagnosticos de lesdes pré-cancerosas e cancerosas, respectivamente. O tempo
mediano de tratamento de mulheres com cancer do colo do Utero foi de 8 meses entre as que n&o receberam
terapia antirretroviral (TARV) e de 4 anos entre as que iniciaram TARV. Entre as mulheres com lesGes pré-
cancerosas, esses periodos foram de 5 e 10 anos, respectivamente (p < 0,05).

Conclusoes. A testagem de HIV, seguida de inicio do tratamento em caso de resultado positivo, deve ser pri-
orizada em mulheres diagnosticadas com neoplasia cervical. Isso melhorara os resultados clinicos individuais
e facilitara o controle da epidemia de HIV no Suriname.

InfeccBes por HIV; neoplasias do colo do Utero; estudos retrospectivos; Suriname.
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