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Abstract
Background
Nasopharyngeal carcinoma (NPC) accounts for 0.6% of all cancers worldwide with the highest prevalence in South East Asia, Southern China and Northern Africa but the disease is uncommon in Europe with an annual incidence in this region of less than 1 per 100 000. Although the Epstein-Barr virus (EBV) is a well known causative agent in NPC, recent reports have implicated oncogenic Human Papillomavirus (HPV) in a subgroup of these tumours. The recent striking rise of oropharyngeal carcinoma has been attributed to HPV, but little is known about the prevalence and clinical significance of the virus in NPC. The aim of this study was to determine the prevalence of oncogenic HPV in NPC from tissue archives of two head and neck cancer centres in the UK.

Methods
Samples were available for 67 patients with clinically validated NPC. The detection of high-risk HPV was carried out by screening all cases for p16 using immunohistochemistry and HPV DNA by polymerase chain reaction (PCR) using GP5+/6+ primers. All cases with p16 over-expression or positive for HPV by PCR were then examined by high-risk HPV DNA in-situ hybridisation and genotype analysis by PCR.

Results
Eleven cases (11/67, 16.4%) showed concurrent over-expression of p16 and evidence of high-risk HPV DNA by in-situ hybridisation; the majority were HPV16 positive. Of these 11 cases, nine occurred in Whites and two in Blacks. Histologically, there were two keratinising squamous cell carcinoma and nine non-keratinising carcinomas (eight differentiated and one undifferentiated). None of the HPV-positive cases showed any co-infection with EBV. There was no statistically significant difference in overall survival outcome between patients with HPV-positive and HPV-negative NPC.

Conclusion
The results of this study show that oncogenic HPV is associated with a subgroup of NPCs and is more likely to occur in Whites. However, unlike oropharyngeal carcinoma there was no significant difference in overall survival between patients with HPV-positive and HPV-negative NPC.
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Background
Nasopharyngeal carcinoma (NPC) constitutes 0.6% of all cancers worldwide but there is a wide geographic and ethnic variation in the incidence rates of the disease [1]. For example, incidence rates of up to 30 per 100,000 have been reported in certain parts of China in contrast to <1 per 100,000 in North America [2, 3]. In the United Kingdom, NPC is rare with a rate of 0.3-0.4 per 100,000 resulting in approximately 208 new cases per year [4]. The World Health Organisation (WHO) has classified NPC according to histological criteria into keratinising squamous cell carcinoma (KSCC, formerly WHO type I), non-keratinising carcinoma differentiated type (NK-D, formerly WHO type II), non-keratinising carcinoma undifferentiated (NK-U, formerly WHO type III) and basaloid squamous cell carcinoma (BSCC) [5]. The geographic and ethnic variation of this disease is also reflected in the histological subtype where KSCCs comprise around 25% and 2% of NPCs in North America and Southern China, respectively [6]. This disparity may be explained by differences in genetic and environmental factors.
Although the Epstein-Barr virus (EBV) has long been implicated in nasopharyngeal carcinogenesis, increasing numbers of reports have identified an association of oncogenic human papillomavirus (HPV) in a sub-group of NPCs [7–16]. Whilst HPV is now recognised as the causative factor for the recent striking increase in squamous cell carcinoma of the oropharynx in Europe and North America, similar epidemiological trends have not been observed in NPC [17]. Furthermore, little is known about the prevalence of oncogenic HPV in NPC and its clinical significance.
Therefore, the aim of this study was to determine the incidence of oncogenic HPV in patients with NPC from two head and neck cancer centres in the UK and to correlate HPV status with patient ethnicity, histological grade, EBV status and overall survival.

Results
Histological subtype
Of the 67 cases included in this study, there were 6 (8.9%) keratinising squamous cell carcinomas (KSCCs), 20 (29.9%) non-keratinising carcinomas, differentiated type (NK-D), 40 (59.7%) non-keratinising carcinomas, undifferentiated type (NK-U), and 1 (1.5%) was a basaloid squamous cell carcinoma (BSCC, Table 1). There was a statistically significant correlation between ethnicity (Far Eastern Asians, p=0.01 Chi square) and histological subtype (NK-U, p <0.001 Chi square).Table 1
                          Summary of patient and tumour characteristics of all NPC cases
                        


	Patient characteristic
	Number (%)

	Gender
	 
	  Male
	49 (73.1)

	  Female
	18 (26.9)

	Age mean, range
	48, 12–74

	Stage
	 
	  II
	10 (14.9)

	  III
	21 (31.3)

	  IV
	35 (52.2)

	  Not available
	1

	Virus status
	 
	  EBV-HPV-
	9 (13.4)

	  EBV+HPV-
	47 (70.2)

	  EBV-HPV+
	11 (16.4)

	  EBV+HPV+
	0

	Ethnicity
	 
	  White
	34 (50.7)

	  Far Eastern Asian
	17 (25.4)

	  Black
	14 (20.9)

	  North African
	2 (3.0)

	Histological subtype
	 
	  KSCC
	6 (8.9)

	  NK-D
	20 (29.9)

	  NK-U
	40 (59.7)

	  BSCC
	1 (1.5)





EBV status
Forty-seven (70.1%) were positive for EBV. Of these 17 (36.2%), 16 (34.0%), 12 (25.3%) and 2 (4.2%) occurred in Whites, Far Eastern Asians, Blacks and North Africans, respectively. One (2.1%) was a KSCC, 36 (76.6%) were NK-Us, 9 (19.2%) were NK-Ds, and 1 (2.1%) was a BSCC.

HPV status
Eleven (16.4%) cases demonstrated p16 over-expression, all of which were assigned a maximum H score of 300 (staining intensity × percentage tumour staining; 3×100=300) [18]. All cases over-expressing p16 were also positive for HPV DNA by consensus PCR and ISH for high-risk types. Among the 56 p16-negative cases, 51 had sufficient FFPE tissue for DNA extraction and amplifiable DNA was present in 40 of 51 samples. Two of these 40 cases were positive for HPV DNA by PCR, but were subsequently negative for high-risk HPV ISH. Of the HPV-positive NPCs, all were negative for EBV; 2/11 (18.2%) were KSCC, 7/11 (63.6%) were NK-D and 2/11 (18.2%) were NK-U (Table 2, Figure 1). 9/11 (81.8%) and 2/11 (18.2%) of HPV positive NPCs occurred in Whites and Blacks, respectively (Table 2, Figure 2). There were no HPV positive NPCs in Far-eastern Asians (Table 2, Figure 2). A statistically significant inverse correlation was seen between HPV and EBV status and Far-Eastern Asian ethnicity (both p<0.0001, Chi square). HPV-positive NPCs were more likely to occur in Whites (p=0.03, Chi square). Of the HPV-positive NPCs, 9/11 (81.8%) were genotyped as HPV16, 1/11 (9.1%) was HPV18 and there was insufficient amplifiable DNA in the remaining case.[image: A13027_2013_Article_456_Fig1_HTML.jpg]
Figure 1
                          Viral status of NPCs by histological subtype of keratinising squamous cell carcinoma (KSCC), non-keratinising carcinoma, differentiated type (NK-D), non-keratinising carcinoma, undifferentiated type (NK-U) and basaloid squamous cell carcinoma (BSCC), expressed as percentage.
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Figure 2
                          Viral status of all NPC cases subdivided by ethnicity, expressed as percentage.
                        




Table 2
                        Summary of patient ethnicity and histological subtype with viral status
                      


	 	Viral status

	Number (%)

	 	EBV-/HPV-
	EBV+/HPV-
	EBV-/HPV+
	EBV-/HPV-

	n= 9
	n= 47
	n= 11
	n= 0

	Ethnicity
	 	 	 	 
	  White
	8 (88.9)
	17 (36.2)
	9 (81.8)
	0 (0)

	  Far-Eastern Asian
	1 (11.1)
	16 (34.0)
	0 (0)
	0 (0)

	  Black
	0 (0)
	12 (25.5)
	2 (18.2)
	0 (0)

	  North African
	0 (0)
	2 (4.3)
	0 (0)
	0 (0)

	Histological subtype
	 	 	 	 
	  KSCC
	3(33.3)
	1 (2.1)
	2 (18.2)
	0 (0)

	  NK-D
	4 (44.4)
	9 (19.2)
	7 (63.6)
	0 (0)

	  NK-U
	2 (22.2)
	36 (76.6)
	2 (18.2)
	0 (0)

	  BSCC
	0 (0)
	1 (2.1)
	0 (0)
	0 (0)




Overall survival
Patients were followed up for a period of 4–120 months (mean 33.7, median 26.0). The mean overall survival for all cases was 63.1 months (95% CI 49.6-76.5) whereas the mean overall survival for EBV-negative/HPV-negative, EBV-positive/HPV-negative and EBV-negative/HPV-positive were 47.6 months (95% CI 19.9-75.3), 67.9 months (95% CI 52.1-83.7) and 53.6 months (95% CI 18.3-88.8), respectively. There was no statistically significant difference in the mean overall survival between EBV-negative/HPV-negative, EBV-positive/HPV-negative and EBV-negative/HPV-positive patients (p=0.57, log rank; Figure 3).[image: A13027_2013_Article_456_Fig3_HTML.jpg]
Figure 3Kaplan-Meier plot for overall survival of NPC by viral status (EBV-/HPV-, EBV+/HPV- and EBV-/HPV+). There was no statistically significant difference in the overall survival between these groups (p=0.57, Log Rank).






Discussion
Oncogenic HPV is now recognised as the causative factor for the striking increase in the incidence of cancers of the oropharynx in recent decades in North America and Western Europe. This phenomenon is accompanied by the observation that patients with HPV-related oropharyngeal cancer have a significantly improved overall- and disease-specific survival compared to site-matched HPV-negative cancers. Although HPV-related head and neck cancers have a strong site predilection for the oropharynx, the virus is also known to be associated with carcinomas in other head and neck sites including the nasopharynx [19]. However, while the biological behaviour of HPV-related oropharyngeal carcinoma is now becoming increasingly established, little is known about the clinical significance of this virus in NPC. This study therefore aimed to address this knowledge gap by determining the incidence of oncogenic HPV in NPC and to correlate viral status with patient ethnicity, histological grade and overall survival.
There are morphological and functional similarities between oro- and naso-pharyngeal mucosa. Both sites contain mucosa-associated lymphoid tissue with reticular crypt epithelia that are specialised for trans-epithelial antigen processing. These similarities, together with the close anatomical proximity between these two sites have led Singhi et al. to speculate that HPV-related carcinomas of the nasopharynx likely represent secondary extension from the oropharynx [14]. Furthermore, since all HPV-related nasopharyngeal tumours in their series demonstrated oropharyngeal continuity, they maintain confidence that detection of HPV in metastatic squamous cell carcinomas in cervical nodes should direct the search for the primary tumour to the oropharynx. By contrast, in the current study, all tumours were radiologically confirmed as centred in the nasopharynx without any evidence of continuity with oropharyngeal mucosa. The identification of HPV-related carcinomas of truly nasopharyngeal origin raises the necessity of including the nasopharyngeal mucosa in the search for the primary tumour in patients presenting with HPV-positive metastatic carcinomas from an unknown origin. Significantly, these data suggest that it may not be oncologically safe to exclude the nasopharynx from the field of therapeutic irradiation for these patients despite the greater levels of toxicity.
The reported incidence of HPV in NPC ranges from 9–52.9% [8–10, 12–14]. Although this wide range may be attributed to differences in geographic variation with regard to aetiology and prevalence of NPC, it is more likely a result of non-standardised viral detection methods. HPV DNA detection by PCR alone is known to result in false positives [20, 21] which explains why the incidence of the virus in NPC is much lower when surrogate markers for oncoprotein expression are used in combination with DNA in-situ hybridisation [14]. The current study employed a previously described algorithm that combines an initial screening using p16 immunohistochemistry, a highly sensitive surrogate marker for viral oncoprotein, followed by highly specific high-risk HPV DNA in-situ hybridisation [21]. This multi-tier approach is likely therefore to represent a more accurate assessment of the incidence of biologically significant oncogenic HPV in NPC.
An increasing body of evidence now indicates that patients with HPV-positive oropharyngeal squamous cell carcinoma have a better overall- and disease-specific survival compared to site-matched HPV-negative patients [17]. However, little is known about the prognostic significance HPV detection in non-oropharyngeal head and neck cancer including those that arise within the nasopharynx. Since, to our knowledge, only a single report has evaluated the clinical significance of HPV in this disease, we sought to correlate viral status with overall survival in our cohort of NPC patients [16]. We found no significant difference in overall survival between patients with HPV-positive and HPV-negative NPCs. Therefore, unlike HPV-associated oropharyngeal carcinoma, the oncogenic papillomavirus status in NPC is unlikely to influence survival outcome. These findings are timely since there are now calls for treatment de-escalation for patients with HPV-positive oropharyngeal carcinoma based on improved survival outcome. Our data suggest that improved survival in HPV-positive tumours is likely to be limited to the oropharyngeal carcinomas and there is currently no evidence to support any changes in NPC treatment protocols based on oncogenic HPV status. However, larger cohort studies are necessary to confirm the lack of difference in survival outcome between HPV-positive and HPV-negative NPC.
Evidence from UK-based studies indicates that 57-61% of oropharyngeal carcinomas are attributable to high-risk HPV [21, 22]. Whilst data is emerging for the incidence rates of HPV-associated cancer in non-oropharyngeal head and neck sites, the current study is the first to provide such data in NPC within an ethnically diverse UK population [23]. The overall incidence of 16.4%, is in keeping with other studies from Western centres using similar detection methods [12, 14]. Although these tumours are rare in this population, our data suggest that NPC should be included when evaluating the overall burden of HPV-associated disease.
Our findings also confirm previous reports that HPV-associated NPC is more likely, but not exclusively, to occur in Whites [11]. The reason for the predilection of HPV in this group of patients is unknown. Interestingly, while some groups have identified HPV and EBV co-infection, we and others demonstrate an inverse relationship between these viruses such that all HPV-associated tumours do not harbour EBV [8, 11]. Our data support current guidelines from the College of American Pathologists recommending HPV testing in EBV-negative NPCs [24]. Although viral status is unlikely to influence treatment decisions and outcome, an accurate incidence and prevalence of oncogenic HPV in NPC is important in order to ascertain the true disease burden of HPV-related malignancy.

Conclusion
We confirm the presence of high-risk HPV in a subgroup of NPC patients. HPV-16 is the most commonly implicated genotype and prevalence of HPV-positive NPC is 16.4% in this UK population of mixed ethnicity. HPV-associated NPC is more likely to occur in Whites, but there is no association between histological grade and HPV status in these tumours. Unlike HPV-related oropharyngeal carcinoma, HPV status is not associated with improved overall survival outcome in NPC. Larger cohort studies are needed to confirm these findings and to characterise the biological and clinical significance of HPV in NPC.

Methods
Ethics
This study has had National Research Ethics Service review (12/SC/0151) and has been registered with National Health Service Research and Development (RJ112/N247).

Patients and samples
Patients presenting to two UK head and neck cancer centres (Guy’s and St. Thomas’ NHS Foundation Trust, London and Newcastle-upon-Tyne Hospitals NHS Foundation Trust) were identified retrospectively from pathology databases over a period of 12 years (2000–2012). Only tumours radiologically confirmed as centred in the nasopharynx without extension into the oropharynx were included in this study. Formalin-fixed paraffin embedded (FFPE) tissue was available from 67 patients of which 48 were males and 19 females (M:F ratio 2.5:1) with a mean age of 48 years (range 12–74 years old). There were 34 Whites (50.7%), 17 Far-Eastern Asians (25.4%), 14 Blacks (20.9%), and two North Africans (3.0%). Patient and tumour characteristic are summarised in Table 1.
All cases were independently classified according to WHO histological criteria by two specialist head and neck pathologists (MR and ST) [5]. A consensus was reached for tumours with discordant grades. Ethnicity and patient survival were determined by review of patient treatment records.

p16 immunohistochemistry
p16 immunohistochemistry (IHC) was performed on all cases using a proprietary kit (CINtec Histology, mtm Laboratories AG, Germany) on a Ventana Benchmark Autostainer (Ventana Medical Systems Inc. USA). A tonsil carcinoma with high p16 expression was used as a positive control. The primary antibody was omitted from negative controls. The tests were independently scored by two specialist head and neck pathologists (MR & ST) using a binary scoring system and the recently described H score (Figure 4) [18]. Discordant scores were resolved by consensus at a meeting between the pathologists.[image: A13027_2013_Article_456_Fig4_HTML.jpg]
Figure 4An HPV-positive NPC. A-C. Representative photomicrographs of H&E (A), p16 IHC (B) and high-risk HPV DNA ISH (C). D. Coronal section of T2 STIR MRI image of the same patient. Arrows delineate tumour in the right nasopharynx.





Polymerase chain reaction
DNA was extracted from 25μm sections of FFPE biopsies using the QIAamp DNA (FFPE) tissue kit (Qiagen, Crawley, UK) according to the manufacturer’s instructions. Contamination of samples with extrinsic DNA was minimised by cleaning the microtome with xylene and discarding the microtome blade between each case. PCR reactions were carried out using standard operating procedures to prevent sample contamination. All DNA samples were screened for the human β-globin gene by PCR to verify the presence of amplifiable DNA [25]. HPV DNA was analysed by PCR using the improved general primer set GP5+/6+ which amplifies part of the HPV L1 gene encoding the HPV major capsid protein, detecting low-risk genotypes −6, -11, -40, -42, -43 and −44 and high-risk genotypes −16, -18, -31,-33, -35, -39, -45, -51, -52, -56, -58, -59, -66 and −68 as previously described [26]. DNA from the UPCI: SCC089 and SCC090 oropharyngeal squamous cell carcinoma cell lines were used as positive and negative controls, respectively [27]. A binary classification of presence or absence of an amplicon of appropriate size on resolving gels was employed.

In-situ hybridisation
EBV RNA in-situ hybridisastion (ISH) was performed using proprietary reagents (Inform EBER DNP RNA probe, Ventana Medical Systems Inc, UK) on a Benchmark Autostainer (Ventana Medical Systems Inc. UK) and visualised using the Ventana ISH/iView Blue detection kit according to manufacturer’s instructions. The Inform EBER probe detects early RNA transcripts EBER-1 and EBER-2. Cells known to contain high numbers of EBER transcripts were supplied by the manufacturer and used as a positive control. An intense blue reaction product in the majority of malignant cells was considered positive. The tests were independently scored by the study pathologists using a binary classification and a consensus agreement was reached for all discordant scores.
All cases over-expressing p16 were subject to high-risk HPV DNA ISH using proprietary reagents (Inform HPV III Family 16 Probe (B), Ventana Medical Systems Inc, USA) on a Benchmark Autostainer (Ventana Medical Systems Inc. UK). The Inform HPV III Family 16 Probe (B) detects high-risk genotypes HPV-16, -18, -31, -33, -35, -39, -45,-51, -52, -56, -58 and −66. Three control samples were used: FFPE CaSki cells (HPV-16-positive; 200–400 copies per cell), HeLa cells (HPV-18-positive; 10–50 copies per cell) and C-33A (HPV-negative; Ventana Medical Systems Inc. USA). The high-risk HPV ISH test was scored as positive if there was any blue reaction product that co-localised with cell nuclei. Diffuse nuclear and cytoplasmic (‘episomal’ pattern) staining and punctate nuclear (‘integrated’ pattern) staining were scored as positive (Figure 4). Focal specific staining of only part of the tumour section was regarded as positive. Pale staining limited to the nucleoli of cells and staining of occasional leucocytes and stromal cells were also disregarded, in line with the manufacturer’s instructions.
The tests were independently scored by the two study pathologists using a binary classification as previously described and a consensus agreement was reached for all discordant scores [21]. Only cases demonstrating p16, PCR and ISH positivity were considered as HPV-positive.

HPV genotype analysis
DNA was extracted from 10μm curls of formalin-fixed paraffin embedded tissue using the Cobas DNA extraction kit (Roche Molecular Systems Inc. USA). DNA yield was measured using a Nanodrop spectrophotometer (Thermo Scientific, USA). 200ng of DNA was diluted in 1000 μl of Surepath fluid (BD Diagnostics-TriPath, USA) and the samples were analysed using the Cobas HPV test on the Cobas 4800 instrument (Roche Molecular Systems Inc. USA).

Statistical analysis
The Chi-squared test was used to evaluate the correlation between different groups. Overall survival was defined as the time from diagnosis to the date of death or last follow up. The Kaplan-Meier method was used to estimate time to event curves, and the survival curves were compared using the log-rank test. P values below 0.05 were regarded as significant. All data was analysed using SPSS software version 20.


References
1.
Jemal A, Bray F, Center MM, Ferlay J, Ward E, Forman D: Global cancer statistics. CA Cancer J Clin. 2011, 61: 69-90. 10.3322/caac.20107.PubMedCrossRef

2.
Parkin DM, Muir CS: Cancer incidence in five continents. Comparability and quality of data. IARC Sci Publ. 1992, 120: 45-173.PubMed

3.
Chang ET, Adami HO: The enigmatic epidemiology of nasopharyngeal carcinoma. Cancer Epidemiol Biomarkers Prev. 2006, 15: 1765-1777. 10.1158/1055-9965.EPI-06-0353.PubMedCrossRef

4.
Price G, Roche M, Crowther R, Wright R: Profiles of Head and Neck Cancers in England: Incidence, Mortality and Survival.http://​www.​ncin.​org.​uk/​publications/​reports/​,

5.
Barnes L: Pathology and genetics of head and neck tumours. 2005, Lyon: IARC Press

6.
Wei WI, Sham JS: Nasopharyngeal carcinoma. Lancet. 2005, 365: 2041-2054. 10.1016/S0140-6736(05)66698-6.PubMedCrossRef

7.
Giannoudis A, Ergazaki M, Segas J, Giotakis J, Adamopoulos G, Gorgoulis V, Spandidos DA: Detection of Epstein-Barr virus and human papillomavirus in nasopharyngeal carcinoma by the polymerase chain reaction technique. Cancer Lett. 1995, 89: 177-181. 10.1016/0304-3835(94)03667-8.PubMedCrossRef

8.
Rassekh CH, Rady PL, Arany I, Tyring SK, Knudsen S, Calhoun KH, Seikaly H, Bailey BJ: Combined Epstein-Barr virus and human papillomavirus infection in nasopharyngeal carcinoma. Laryngoscope. 1998, 108: 362-367. 10.1097/00005537-199803000-00010.PubMedCrossRef

9.
Punwaney R, Brandwein MS, Zhang DY, Urken ML, Cheng R, Park CS, Li HB, Li X: Human papillomavirus may be common within nasopharyngeal carcinoma of Caucasian Americans: investigation of Epstein-Barr virus and human papillomavirus in eastern and western nasopharyngeal carcinoma using ligation-dependent polymerase chain reaction. Head Neck. 1999, 21: 21-29. 10.1002/(SICI)1097-0347(199901)21:1<21::AID-HED3>3.0.CO;2-Z.PubMedCrossRef

10.
Mirzamani N, Salehian P, Farhadi M, Tehran EA: Detection of EBV and HPV in nasopharyngeal carcinoma by in situ hybridization. Exp Mol Pathol. 2006, 81: 231-234. 10.1016/j.yexmp.2006.04.006.PubMedCrossRef

11.
Maxwell JH, Kumar B, Feng FY, McHugh JB, Cordell KG, Eisbruch A, Worden FP, Wolf GT, Prince ME, Moyer JS: HPV-positive/p16-positive/EBV-negative nasopharyngeal carcinoma in white North Americans. Head Neck. 2010, 32: 562-567.PubMedPubMedCentral

12.
Lo EJ, Bell D, Woo JS, Li G, Hanna EY, El-Naggar AK, Sturgis EM: Human papillomavirus and WHO type I nasopharyngeal carcinoma. Laryngoscope. 2010, 120: 1990-1997. 10.1002/lary.21089.PubMedPubMedCentralCrossRef

13.
Laantri N, Attaleb M, Kandil M, Naji F, Mouttaki T, Dardari R, Belghmi K, Benchakroun N, El Mzibri M, Khyatti M: Human papillomavirus detection in moroccan patients with nasopharyngeal carcinoma. Infect Agent Cancer. 2011, 6: 3-10.1186/1750-9378-6-3.PubMedPubMedCentralCrossRef

14.
Singhi AD, Califano J, Westra WH: High-risk human papillomavirus in nasopharyngeal carcinoma. Head Neck. 2012, 34: 213-218. 10.1002/hed.21714.PubMedCrossRef

15.
Shah SM, Drage MG, Lichtman AH, Haddad RI: Metastatic human papillomavirus-positive nasopharyngeal carcinoma with an unusual pattern of aggressive hematogenous spread. J Clin Oncol. 2012, 30: e321-323. 10.1200/JCO.2012.42.3566.PubMedCrossRef

16.
Lin Z, Khong B, Kwok S, Cao H, West RB, Le QT, Kong CS: Human papillomavirus 16 detected in nasopharyngeal carcinomas in Caucasian Americans but not in endemic Southern Chinese patients. Head Neck. 2013, 10.1002/hed.23362. Epud ahead of print

17.
Chaturvedi AK: Epidemiology and clinical aspects of HPV in head and neck cancers. Head Neck Pathol. 2012, 6 (Suppl 1): S16-24.PubMedCrossRef

18.
Jordan RC, Lingen MW, Perez-Ordonez B, He X, Pickard R, Koluder M, Jiang B, Wakely P, Xiao W, Gillison ML: Validation of methods for oropharyngeal cancer HPV status determination in US cooperative group trials. Am J Surg Pathol. 2012, 36: 945-954. 10.1097/PAS.0b013e318253a2d1.PubMedCrossRef

19.
Isayeva T, Li Y, Maswahu D, Brandwein-Gensler M: Human papillomavirus in non-oropharyngeal head and neck cancers: a systematic literature review. Head Neck Pathol. 2012, 6 (Suppl 1): S104-120.PubMedCrossRef

20.
Smeets SJ, Hesselink AT, Speel EJ, Haesevoets A, Snijders PJ, Pawlita M, Meijer CJ, Braakhuis BJ, Leemans CR, Brakenhoff RH: A novel algorithm for reliable detection of human papillomavirus in paraffin embedded head and neck cancer specimen. Int J Cancer. 2007, 121: 2465-2472. 10.1002/ijc.22980.PubMedCrossRef

21.
Thavaraj S, Stokes A, Guerra E, Bible J, Halligan E, Long A, Okpokam A, Sloan P, Odell E, Robinson M: Evaluation of human papillomavirus testing for squamous cell carcinoma of the tonsil in clinical practice. J Clin Pathol. 2011, 64: 308-312. 10.1136/jcp.2010.088450.PubMedCrossRef

22.
Schache AG, Liloglou T, Risk JM, Filia A, Jones TM, Sheard J, Woolgar JA, Helliwell TR, Triantafyllou A, Robinson M: Evaluation of human papilloma virus diagnostic testing in oropharyngeal squamous cell carcinoma: sensitivity, specificity, and prognostic discrimination. Clin Cancer Res. 2011, 17: 6262-6271. 10.1158/1078-0432.CCR-11-0388.PubMedPubMedCentralCrossRef

23.
Lopes V, Murray P, Williams H, Woodman C, Watkinson J, Robinson M: Squamous cell carcinoma of the oral cavity rarely harbours oncogenic human papillomavirus. Oral Oncol. 2011, 47: 698-701. 10.1016/j.oraloncology.2011.04.022.PubMedCrossRef

24.
Carlson D, Barnes L, Chan J, Ellis G, Harrison L, Hunt J, Richardson M, Seethala R, Shah J, Thompson LDR: Protocol for the Examination of Specimens From Patients With Carcinomas of the Pharynx.http://​www.​cap.​org/​apps/​docs/​committees/​cancer/​cancer_​protocols/​2012/​Pharynx_​12protocol.​pdf,

25.
Saiki RK, Gelfand DH, Stoffel S, Scharf SJ, Higuchi R, Horn GT, Mullis KB, Erlich HA: Primer-directed enzymatic amplification of DNA with a thermostable DNA polymerase. Science. 1988, 239: 487-491. 10.1126/science.2448875.PubMedCrossRef

26.
Jacobs MV, Snijders PJ, van den Brule AJ, Helmerhorst TJ, Meijer CJ, Walboomers JM: A general primer GP5+/GP6(+)-mediated PCR-enzyme immunoassay method for rapid detection of 14 high-risk and 6 low-risk human papillomavirus genotypes in cervical scrapings. J Clin Microbiol. 1997, 35: 791-795.PubMedPubMedCentral

27.
White JS, Weissfeld JL, Ragin CC, Rossie KM, Martin CL, Shuster M, Ishwad CS, Law JC, Myers EN, Johnson JT, Gollin SM: The influence of clinical and demographic risk factors on the establishment of head and neck squamous cell carcinoma cell lines. Oral Oncol. 2007, 43: 701-712. 10.1016/j.oraloncology.2006.09.001.PubMedPubMedCentralCrossRef



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
MR was involved in the conception of the study, identified the cases, undertook histological evaluation, carried out genotype analysis, participated in the design and coordination and helped to draft the manuscript. YS undertook DNA extraction, data collection from treatment records and performed statistical analyses. VP undertook data collection and was involved in drafting and critical evaluation of the manuscript for intellectual content. DD performed immunohistochemistry and in-situ hybridisation assays. BA performed PCR assays. LP supported immunohistochemistry and in-situ hybridisation assays. ST was involved in the conception of the study, identified the cases, undertook histological evaluation, participated in the design and coordination and drafted the manuscript. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A13027_2013_Article_456_Fig4_HTML.jpg





OEBPS/A13027_2013_Article_456_Fig3_HTML.jpg
Cumulative survival

I3 EBV-/HPV-
—ITVEBV-HPV+

I EBV+/HPV-

=4 EBV-/HPV- censored
—4— EBV-/HPV+

—§— EBV+HPV- oensored

0 60
Survival (months)





OEBPS/contact.gif





OEBPS/A13027_2013_Article_456_Fig2_HTML.jpg
®
S

= North African
70 mBlack
, 60 = Far Eastern
2 = White
8 50
o
a
Z 40
©
S 30
*
20
10
[

EBV-HPV- EBV+HPV- EBV-HPV+





OEBPS/A13027_2013_Article_456_Fig1_HTML.jpg
% of all NPC cases

~
=

a

0

IS
3

@
=3

n
=3

o

» EBV-HPV-
= EBV+HPV-

= EBV-HPV+

Kscc

NK-D NK-U
Histological subtype

BSCC





