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We retrospectively reviewed six patients with squamous 
cell carcinoma of the anus (SCCA) and human immuno- 
deficiency virus (HIV) infection treated between 1985 
and 1988. M1 six patients were homosexual men. Five 
patients had MDS and one was HIV-positive. The most 
common symptoms and signs were pain (n = 5), mass (n 
---- 5), and bleeding (n = 5). The average tumor size was 
3.2 cm with a range of 1-10 cm. Five tumors were located 
in the anal canal and one at the anodermal junction. One 
patient was treated with biopsy alone, one with local 
excision, one with wide local excision and radiation 
therapy, and two with diverting colostomy. The average 
follow-up was 8 months. Of the five MDS patients, two 
died, one was transferred to a hospice facility, one was 
lost to follow-up, and one remains alive 1 year following 
treatment. The HIV-positive patient died secondary to 
metastatic SCCA. This group of patients raises the ques- 
tion of a possible association between HIV and SCCA. 
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W e retrospectively reviewed our exper ience 

with squamous cell carcinoma of the anus 

(SCCA) in patients with human immunodef ic iency  

virus (HIV) infection at the University of California, 

San Francisco, because of a perceived increase in 

f requency of patients present ing with both diag- 

noses. 

MATERIALS A N D  M E T H O D S  

Tumor  registry and pathology records were 

scanned, and hospital charts were reviewed for all 

patients with both SCCA and HIV infection be- 

tween 1980 and 1988. Six patients were identified 

with a diagnosis of HIV infection and SCCA. Five 

patients had AIDS and one patient was HIV-positive 

without  a history of AIDS. All of the patients with 

a diagnosis of AIDS had either a history of Pneu- 
mocystis carinii pneumonia  or Kaposi 's sarcoma. 

All six patients were gay men  with biopsy-proven 

SCCA diagnosed be tween  1985 and 1988. Data 

were  coded  for risk factors, symptoms,  signs, lab- 
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complications,  and survival. Tumors  were staged 

retrospectively according to the method  of Rich- 

ards et al. (Table 1) .  1 

RESULTS 

The average age was 37 with a range of 31-57 
years. The clinical history of each patient is sum- 

marized in Table 2. The patients had a variety of 

c o m m o n  anorectal disorders in addit ion to the anal 

cancer. There were three patients who had hemor- 

rhoids. One  patient with hemorrhoids  had an as- 

sociated fistula-in-ano. The most  c o m m o n  present- 

ing symptoms and signs were anal mass, pain, and 

bleeding.  The mean hematocri t  was 25.6 with a 

range of 16-41. All of the gay men  with AIDS had 

hematocrits  less than or equal to 30. The alkaline 

phosphatase was normal  in all six patients. The 

mean tumor  size was 3.3 cm at diagnosis, with a 

range of 1-10 cm. Three tumors were stage A, and 

two stage C. One patient could not be staged 

retrospectively because of insufficient data re- 

corded in the medical  record. 

One of the tumors was located at the anodermal  

junction and five tumors were located in the anal 

canal. One of the two patients with AIDS and SCCA 

who had a diagnostic biopsy but no further therapy 

was cons idered  to be too ill to tolerate chemother-  
apy or radiation therapy (XRT). The other patient 

initially refused treatment and presented  18 

months  later with obstruction requiring an emer- 

gency  diverting co los tomy (Patient 4). One  patient 

was treated with local excision and XRT initially, 

but required diverting co los tomy 8 months  later 

(Patient 3). 

Follow-up ranged from 3 months  to 1 year, with 

an average follow-up of 8 months.  Two patients 

died; one  of these patients died as a result of AIDS 

(Patient 4). The HIV-positive patient died as a 
result of metastatic SCCA 9 months  after diagnosis 
(Patient 3). Two additional patients with advanced 
AIDS were lost to follow-up (Patients 1 and 6). 
Two of the AIDS patients treated with local exci- 
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sion of the tumor  were  alive 3 and 12 months  after 

diagnosis  (Patients 2 and 5). Both of the surviving 

pat ients  with AIDS and SCCA had Stage A tumors.  

One  of these  Stage A tumors  was located at the 
anodermal  junction (Patient 2). 

D I S C U S S I O N  

The incidence of SCCA has increased  in the past 
decade  e 5 and the disease is n o w  more  c o m m o n  in 

m e n  than w o m e n  in San Francisco. H o m o s e x u a l  

behavior  and anorecep t ive  sexual in tercourse  

are associated with an increased inc idence  of 

SCCA) u Anal condylomata  and h u m a n  papi l loma-  
virus (HPV) have b e e n  associated with SCCA, rais- 

ing the possibil i ty of  a viral e t io logy of the tu- 
mor.  8 J~ Recently, HPV DNA has b e e n  local ized in 
SCCA cells. ~2 Surprisingly, none  of the six pat ients  

we  t reated with HIV infect ion and SCCA in the past 

3 years had associated anal condylomata .  All of  our  

patients  were  at high risk for bo th  human  immu-  
nodef ic iency  virus (HIV) infect ion and SCCA. An 

Table 1. 
Staging of SCCA 

Stage Depth of Tumor Invasion 

A Tumor invasion into anal sphincter muscle 
B Tumor invasion through anal sphincter muscle 
C Tumor metastatic tumor to regional lymph 

associat ion of anorectal  epithel ial  dysplasia with 

HIV seroposi t ivi ty  in homosexua l  m e n  was no ted  
prospec t ive ly  by Frazer e t  al. 8 In their  study, HIV 

did not  appea r  to initiate anal dysplasia but acted 
as a p romoter .  HIV may  be  a cofactor that HPV 
requires  to induced  anorectal  dysplasia. 8 

Specific t rea tment  r e c o m m e n d a t i o n s  for this 

un ique  group  of pat ients  are difficult based  on the 

small  n u m b e r  of pat ients  in this study. Although 
case reports  exist, 13 to date, no pub l i shed  series of 

HIV-infected pat ients  with SCCA exist. Most au- 

thors current ly  r e c o m m e n d  preopera t ive  XRT a n d /  

or CTX with local resect ion of residual  tumor  or 

definit ive CTX and XRT wi thout  surgery in the 
t rea tment  of  SCCA in non-HIV-infec ted  pa- 
tients.~4 20 Small tumors  and areas of  carc inoma i n  

s i t u  or dysplasia are amenab l e  to local excision. 

Radical resec t ion  is reserved  for those patients  with 

residual or recurrent  disease.  

We r e c o m m e n d  rad io therapy  or wide  local ex- 

cision for the control  and poss ib le  cure of  patients  

with Stage A disease.  No c h e m o t h e r a p y  was admin-  

is tered to any of our pat ients  for fear of  worsen ing  

their  i m m u n o c o m p r o m i s e d  state. For Stage B or C 

patients,  we  r e c o m m e n d  pr imary  rad io therapy with 
later excis ion of local tumor,  if necessary.  

Although fol low-up informat ion on this g roup  of 

pat ients  is incomple te ,  the o u t c o m e  was poor.  Five 

Table 2. 
Clinical Summary 

Associated 
Patient Anorectal Findings 

Disorders 
Treatment Complications Size 

Location (cm) Stage Survival 

1 None Bleeding, pain 

2 Fistula 
PRA 

3* None 

Mass, drainage 

Bleeding, pain, 
mass, CBH 

4 Hemorrhoid Bleeding, pain, 
mass, CBH 

5 Fistula Bleeding, pain, 
Hemorrhoid mass, drainage, 

CBH 
6 Hemorrhoid Bleeding, pain, 

Anal herpes mass, drainage 

Biopsy None Canal 1 ? 

Biopsy, I & D None Anoderm 1 A 
PRA 

Local excision, Radiation proctitis Canal 3 C 
XRT colos- 
tomy 

Biopsy, colos- Prolapsed mucous Canal 10 C 
tomy fistula 

Local excision None Canal 1 A 

Lost to F/U 
Referred for 

XRT 
F/U 1 year 
Alive 
F/U 9 months 
Died 

F/U 11 months 
Died 
F/U 3 months 
Alive 

Biopsy None Canal 2 A Lost to F/U 
after 4 
months 

Referred for 
hospice care 

PRA = perirectal abscess; I & D = incision and drainage; CBH = change of bowel habits; F/U = follow-up. 
* HIV+ without AIDS. 
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patients had AIDS. The HIV-positive patient with- 

out AIDS had an aggressive tumor that caused his 

death. Therapy should be directed at local control  

of  the tumor. As the AIDS epidemic  progresses,  we 

may be faced with an increasing number  of patients 

with SCCA. The solution to this clinical problem 
awaits improved unders tanding and treatment of  

HIV infection. 

CONCLUSION 

Six patients with a diagnosis of HIV infection 

and SCCA have been  treated at the University of 

California, San Francisco, in the past 3 years. The 

most  c o m m o n  complaints  were pain, bleeding,  and 

a mass. The tumors were aggressive and the out- 

come poor. The quest ion of a possible relation 

be tween HIV infection and SCCA is unresolved.  
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