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Simple Summary: Classical markers alone, such as HPV DNA, p16 and HPV mRNA expression, are
not enough to stratify HPV-positive head and neck squamous cell carcinoma (HNSCC) patients, but
when combined with serological markers, the latter are strong indicators of prognosis in oropharyn-
geal squamous cell carcinoma (OPSCC) patients. Specifically, HPV16 E7 oncoprotein in serum at the
time of diagnosis, correlates with disease recurrence and patient overall survival. To our knowledge,
this is the first study to investigate HPV E7 oncoprotein in patient serum. The E7 oncoprotein detec-
tion in serum at the time of diagnosis may be useful as a non-invasive procedure for HPV-positive
OPSCC patient stratification and follow-up, helping to identify patients at risk for tumor recurrence
and metastasis during follow-up, and ultimately, providing a tool for clinicians to identify patients
for de-escalation treatment or those to be kept under close surveillance.

Abstract: Despite improved prognosis for many HPV-positive head and neck squamous cell carci-
nomas (HNSCCs), some cases are still marked by recurrence and metastasis. Our study aimed to
identify novel biomarkers for patient stratification. Classical HPV markers: HPV-DNA, p16 and HPV
mRNA expression were studied in HNSCC (n = 67) and controls (n = 58) by qPCR. Subsequently,
ELISA tests were used for HPV16 L1 antibody and HPV16 E7 oncoprotein detection in serum at
diagnosis and follow-up. All markers were correlated to relapse-free survival (RFS) and overall
survival (OS). HPV-DNA was found in HNSCCs (29.85%), HPV16-DNA in 95% of cases, HPV16 E7
mRNA was revealed in 93.75%. p16 was overexpressed in 75% of HPV-positive HNSCC compared to
negative samples and controls (p < 0.001). Classical markers correlated with improved OS (p < 0.05).
Serological studies showed similar proportions of HPV16 L1 antibodies in all HNSCCs (p > 0.05).
Serum E7 oncoprotein was present in 30% HPV-positive patients at diagnosis (p > 0.05) and correlated
to HNSCC HPV16 E7 mRNA (p < 0.01), whereas it was associated to worse RFS and OS, especially
for oropharyngeal squamous cell carcinoma (OPSCC) (p < 0.01). Detection of circulating HPV16 E7
oncoprotein at diagnosis may be useful for stratifying and monitoring HPV-positive HNSCC patients
for worse prognosis, providing clinicians a tool for selecting patients for treatment de-escalation.

Keywords: human papillomavirus; oropharyngeal squamous cell carcinoma; treatment de-escalation;
patient stratification; E7 oncoprotein; HPV DNA; HPV antibodies; ELISA
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1. Introduction

Human papillomavirus (HPV)-related head and neck squamous cell carcinomas (HN-
SCCs) are increasing worldwide [1]. Specifically, HPV-positive oropharyngeal squamous
cell carcinomas (OPSCC) have increased over the past few years, with approximately
93,000 new OPSCCs diagnosed per year worldwide [2–4]. HPV-positive OPSCCs constitute
a biologically distinct group of HNSCCs. Indeed, the American Joint Committee on Cancer,
8th edition, reports improved prognosis and treatment outcome for HPV-positive OPSCC
patients compared to HPV-negative cases [5,6].

HPV plays an important role in OPSCC onset [7]. The main transforming activity
of HPV relies on oncoproteins E6 and E7, which hamper p53 and pRb tumor suppressor
protein activities, respectively. Moreover, HPV E6 and E7 oncoproteins are key players in
tumor development, accounting for immune escape, angiogenesis, and the formation of a
pro-proliferative microenvironment [8].

Optimizing protocols through targeted therapies and personalized treatments is
paramount to increase survival rates for all patients [4]. In this context, several clinical trials,
such as PATHOS (NCT02215265) or OPTIMA (NCT02258659), are now in progress [9,10]
aiming to determine whether treatment de-intensification could improve quality of life
for HPV-positive OPSCC patients whilst maintaining high rates of cure. Indeed, even
if HPV-positive OPSCC patients usually respond to treatment de-escalation, 10–25% of
HPV-positive patients present recurrences and worse prognosis [9,11–13].

Hence, correctly stratifying HPV-positive patients is necessary to select optimized
treatment [14]. In an effort to improve stratification, many studies investigate HPV status,
p16 overexpression which is the surrogate marker of HPV transformation [6,12], and HPV
E6/E7 mRNA expression [15]. However, the current stratification system leads to several
pitfalls, i.e., (i) HPV might be present as a transient infection, but not active in tumors [15];
(ii) p16 expression is not always observed in HPV-positive tumors [16]; (iii) HPV mRNA
levels could be too low for detection [17,18].

Serological testing has gained interest in the past few years for HPV-positive OPSCC
prognostic studies. The immune response of the host has been studied in association with
both HPV-positive tumors and patient prognosis [4,19]. Serum IgG antibodies against
HPV16 L1 capsid protein can be detected several years before OPSCC onset/presentation,
but are also cumulative markers of viral exposure [20,21]. Antibodies to HPV16 E6 and E7
oncoproteins at the time of tumor diagnosis may be useful to predict disease-free survival
in HPV-positive OPSCC patients [22,23]. However, routine testing for antibodies against
HPV oncoproteins are difficult to perform due to the lack of available commercial kits.

Studies on cervical cancer have shown that detection of HPV E6 and E7 oncoproteins
in cervical scrapings may constitute valuable markers for disease progression [24,25].
Moreover, the presence of HPV16 E6 and E7 oncoproteins has been demonstrated by direct
ELISA in culture supernatant of HPV-positive cervical cancer cell lines SiHa and CaSki,
indicating the release of viral oncoproteins from tumor cells [26].

Therefore, we have hypothesized that HPV E6 and E7 oncoproteins could be present
in serum from HPV HNSCC patients, and their serum identification could be useful for
prognostic purposes. The presence of HPV E6 and E7 oncoproteins in serum from HPV-
associated cancer patients is yet to be investigated. Since new kits for testing serum HPV
E7 protein are now commercially available new investigations can be carried out.

The aim of this study was to identify markers for HPV-positive HNSCC patient
stratification. To this purpose, classical tumor markers, such as HPV DNA, p16 expression
and HPV E7 mRNA were studied in different HNSCC subtypes, including OPSCC. Sera
of HNSCC patients were analyzed for HPV16 L1 antibody titers and, for the first time,
HPV16 E7 oncoprotein levels at the time of tumor diagnosis and during follow-up at 3, 6,
12 and 24 months. Finally, results were correlated to patient relapse-free survival (RFS) and
overall survival (OS) at 24 months.
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2. Materials and Methods
2.1. Patient Samples

HNSCC specimens (n = 67) from patients, mean age ± standard deviation [SD] 64.94
± 10.88 years [y] old, were collected for analyses. Tumor-free tonsillar (TFT) samples
(n = 58), from non-oncological patients who had undergone tonsillar surgery, 39 ± 15.17 y
old, were used as controls. Samples were collected consecutively from 2016 to 2020 at the
Ear, Nose and Throat (ENT) Clinic (University Hospital of Ferrara, Ferrara, Italy). Inclusion
criteria was the histopathological detection of primary HNSCC in patients 18–95 y old,
including hidden or occult SCC with lymph node cervical positive histology. Exclusion
criteria were radiotherapy and/or chemotherapy treatment. The 8th edition of AJCC
classification was used [5]. Tumor and TFT specimens were collected at the time of surgery.
Blood specimens were also collected from HNSCC patients at the time of surgery and
during patient follow-up at 3, 6, 12, and 24 months.

2.2. Nucleic Acid Extraction

DNA/RNA extractions from HNSCC (n = 67) and TFT tissues (n = 58) were carried
out using the AllPrep DNA/RNA/Protein Extraction Kit (Qiagen, Milan, Italy). After
quantification using the NanoDrop 2000 (Thermo Scientific, Milan, Italy), DNA and RNA
samples were stored at −80 ◦C until analyses. DNA suitability for PCR analysis was as-
sessed as before [27,28]. Total mRNA was retro-transcribed using the Improm II (Promega,
Fitchburg, WI, USA) reverse transcription system [29].

2.3. HPV Analysis

HPV (GenBank: K02718.1) screening was performed by quantitative PCR (qPCR) using
the GP5+/GP6+ primer pair (Table S1) [27]. DNA (50 ng) was analyzed in 10 µL reactions
consisting of 2× SsoAdvanced Universal SYBR Green Supermix, Bio-Rad (Hercules, CA,
USA) and 500 nM of each primer. QPCR analyses were performed in triplicate. Thermal
cycling was: 95 ◦C for 5 min, 40 cycles of 95 ◦C for 15 s and 60 ◦C for 30 s. To discriminate
between HPV genotypes, a final high-resolution melting (HRM) step was added from
65–95 ◦C, increasing 0.1 ◦C every 0.03 s. Recombinant plasmids containing DNA sequences
from HPV types 6/11/16/18/31/33/45 were used as positive controls. An HPV-negative
genomic DNA sample, and a mock sample, without DNA, were used as negative controls.
HPV genotyping was done by comparing sample melting curves to the plasmid controls.
Quantification of the viral DNA load was performed in comparison to the standard curve
of a plasmid-HPV-type specific [29].

2.4. Gene Expression Analysis

QPCR was performed for p16 and HPV16 E7 gene expression analyses. Briefly, 50 ng
of cDNA were used in 10 µL reactions using 2× SsoAdvanced Universal SYBR Green
Supermix (Bio-Rad). A final concentration of 500 nM of each primer was employed
(Table S1). Samples were run in triplicate, along with mock samples used as negative
controls. Thermal conditions for HPV E7 and p16 were; 95 ◦C for 5 min and 40 cycles
of 95 ◦C for 15 s followed by a 60 ◦C for 30 s. Detection of the housekeeping gene
glyceraldehyde 3-phosphate dehydrogenase (GAPDH) was used for normalization of
mRNA levels and the fold change was calculated using the 2−∆∆Ct method, as done
previously [30,31]. Furthermore, data was normalized against the TFT control group.

2.5. Detection of Serum HPV16 L1 Antibodies

Upon collection, blood samples were allowed to clot for 15 min at room temperature
and then centrifuged at 1300 g for 15 min. Serum HPV16 L1 IgG antibodies were evaluated
in HPV-positive (n = 20) and HPV-negative (n = 8) HNSCC patients at the time of diagnosis
(T0) and during follow-up at 3, 6, 12 and 24 months.

HPV16 L1 IgG antibodies were analyzed with a commercial kit (HPV16 L1, Cusabio,
Houston, TX, USA). The test was performed according to the manufacturer’s instructions.
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The signal intensity was measured as Optical Density (OD) at 450 nm (model Multiskan
EX, Thermo Electron Corp., Waltham, MA, USA) [32]. The cutoff value was calculated
according to the manufacturer’s instructions; an OD sample/OD negative ratio, equal or
greater than 2.1, was considered positive.

2.6. Serum E7 Oncoprotein Level Detection

Serum HPV16 E7 oncoprotein levels were evaluated in HPV-positive (n = 20) and
HPV-negative (n = 8) HNSCC patients, using the “HPV16 E7 Oncoprotein ELISA Kit”
(Cell Biolabs, San Diego, CA, USA), according to the manufacturer’s instructions. The
presence or absence of E7 oncoprotein was determined by considering sample absorbance
above or below the cutoff value, respectively, calculated as done previously [33]. The cutoff
for HPV16 E7 oncoprotein was 0.75 ng/mL. HPV16 E7 oncoprotein variation during the
follow-up was assessed by the ratio between protein amount at time of relapse and at
previous time point; ratios > 1 indicated increment of protein prior to relapse, while ratios
< 1 indicated decrement.

2.7. Statistical Analysis

Statistical analyses were carried out using the GraphPad Prism for Windows (version
8.0, GraphPad, San Diego, CA, USA) [34]. The ANOVA test was used to compare the mean
between groups for gene expression analyses. Pearson/Spearman correlation tests were
used to correlate viral gene expression and HPV DNA load, and E7 oncogene and p16
expression, respectively, and to assess univariate differences of clinicopathological features
according to E7 oncoprotein presence in serum. All parameters were correlated to patient’s
relapse-free survival (RFS) and overall survival (OS) at 24 months using the Kaplan-Meier
model; statistical significance was estimated using the log-rank test. p values of less than
0.05 were considered statistically significant for all analyses.

3. Results
3.1. HPV DNA Analysis

HNSCCs and control samples were analyzed for HPV DNA sequences and genotype.
HPV DNA was found in 20/67 (29.85%) of HNSCC samples, consisting of 2/20 (10%)
oral squamous cell carcinoma (OSCC), 15/20 (75%) OPSCC, 2/20 (10%) hypopharyngeal
cancer and 1/20 (5%) laryngeal cancer (Table 1). HPV-genotype was determined by high
resolution melting (HRM) to be HPV16 in 19/20 (95%) of the HNSCC HPV-positive cases
and HPV33 in 1/20 (5%) of the cases. Control DNAs were found to be HPV11-positive in
1/58 (1.7%) of the cases. Our further studies were hereafter focused on HPV type 16 due to
high prevalence in HNSCC. Viral DNA load in cancer specimens ranged from 2.52 × 10−4

to 4.26 × 102 copies of HPV DNA per cell (Figure 1A).
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Table 1. Clinicopathological features of HNSCC patients.

Clinicopathological
Variables

HPV-
Negative HPV-Positive p-Value

Tumor Site (HPV-Positive)

Oral p-Value * Oropharynx p-Value Hypopharynx p-Value * Larynx p-Value *

Tumor Site
Oral 25/47 (53.20%) 2/20 (10%)

Oropharynx 13/47 (27.66%) 15/20 (75%)
Hypopharynx 1/47 (2.13%) 2/20 (10%)

Larynx 6/47 (12.77%) 1/20 (5%)
Hidden 1 2/47 (4.25%) -

Tumor Size
T1 7/47 (14.89%) 3/20 (15%) 0.225 - NA 2/15 (13.33%) 0.031 1/2 (50%) NA - NA
T2 14/47 (29.79%) 5/20 (25%) - 4/15 (26.67%) 1/2 (50%) -
T3 9/47 (19.15%) 3/20 (15%) - 3/15 (20.00%) - -
T4 17/47 (36.17%) 9/20 (45%) 2/2 (100%) 6/15 (40.00%) - 1/1 (100%)

Node Status
N0 9/47 (19.15%) 3/20 (15%) 0.108 - NA 2/15 (13.33%) 0.096 - NA 1/1 (100%) NA
N+ 38/47 (80.85%) 17/20 (85%) 2/2 (100%) 13/15 (86.67%) 2/2 (100%) -

Clinical Stage
I 1/47 (2.13%) 1/20 (5%) 0.467 - 1/15 (6.67%) 0.336 - NA - NA
II 7/47 (14.89%) 5/20 (25%) - 5/15 (33.33%) - -
III 7/47 (14.89%) 5/20 (25%) - 4/15 (26.67%) 1/2 (50%) -
IVa 25/47 (53.19%) 9/20 (45%) 2/2 (100%) 5/15 (33.33%) 1/2 (50%) 1/1 (100%)

Ivb/c 7/47 (14.89%) - - - - -

Recurrence 16/47 (42.55%) 6/20 (30%) 0.0001 1/2 (50%) NA 4/15 (26.66%) 0.001 1/2 (50%) NA 0/1 (0%) NA
Persistance 4/47 (8.51%) 2/20 (10%) 2/15 (13.33%)

N/A 2/47 (4.25%) 2/20 (10%) - 2/15 (13.33%) - -

Tobacco
consumption

No 5/47 (10.64%) 2/20 (10%) 0.481 - NA 2/15 (13.33%) 0.582 - NA - NA
Ex Smoker 13/47 (27.66%) 7/20 (35%) - 4/15 (26.67%) 2/2 (100%) 1/1 (100%)

Smoker 25/47 (53.19%) 7/20 (35%) 2/2 (100%) 5/15 (33.33%) - -
N/A 4/47 (8.51%) 4/20 (20%) - 4/15 (26.67%) - -
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Table 1. Cont.

Clinicopathological
Variables

HPV-
Negative HPV-Positive p-Value

Tumor Site (HPV-Positive)

Oral p-Value * Oropharynx p-Value Hypopharynx p-Value * Larynx p-Value *

Alcohol
consumption

No 10/47 (21.28%) 5/20 (25%) 0.962 - NA 4/15 (26.67%) 0.725 - NA 1/1 (100%) NA
Ex consumer 3/47 (6.38%) 2/20 (10%) 1/2 (50%) 0/15 (0%) 1/2 (50%) -

Consumer 27/47 (57.45%) 9/20 (45%) 1/2 (50%) 7/15 (46.67%) 1/2 (50%) -
N/A 7/47 (14.89%) 4/20 (20%) - 4/15 (26.67%) - -

Age 64.04 ± 11.55 67,05 ± 9,05 0.709 63 ± 1.41 NA 65.73 ± 9.15 0.409 73 ± 1.41 NA 83 ± NA NA

Gender
Male 32/47 (68.09%) 17/20 (85%) 0.244 2/2 (100%) NA 12/15 (80%) 0.289 2/2 (100%) NA 1/1 (100%) NA

Female 15/47 (31.91%) 3/20 (15%) - 3/15 (20%) - -

Clinicopathological variables in HNSCC patients both HPV-negative and HPV-positive. p-values are referred to correlation between E7 oncoprotein expression in serum and the different variables in HPV-positive
HNSCC patients. 1 Hidden or occult tumors refer to SCC with lymph node cervical positive histology. p values < 0.05 were considered statistically significant. * Too few pairs were available for correlation
analysis.
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Figure 1. Analysis of classical markers for stratification of HNSCC samples. Statistical significance
was indicated as * for p < 0.05 and ** for p < 0.0001; (A) viral load quantification of HPV-positive
HNSCC samples by qPCR; (B) differential p16 mRNA expression in HNSCC samples analyzed by
qPCR; (C) Viral E7 mRNA expression in HPV-positive HNSCC samples; (D) Spearman correlation
analyses between the expression of E7 (log2) oncogene and p16 (log2) showed correlation (r = 0.59;
p < 0.05) in HPV-positive HNSCC tumor samples.

3.2. p16 Gene Expression

Forty-one out sixty-seven HNSCC matching DNA/RNA samples were available for
further analyses. P16 mRNA expression was investigated in HNSCC samples, showing
upregulation in 12/16 (75%) of HPV16-positive HNSCC and in 5/25 (20%) of HPV-negative
HNSCC samples compared to controls (p < 0.001). HPV-positive patients showed overall
p16 gene upregulation compared to controls (Mean ± [SD], 2.60 ± 3.98 log2 fold, p < 0.05)
with the exception of two samples that harboured p16 downregulated. HPV-negative
samples were downregulated compared to control samples (Mean ± [SD], −2.34 ± 3.71
log2 fold, p < 0.05). Differences in p16 expression between HPV-positive and -negative
were also significant (p < 0.0001) (Figure 1B).

3.3. HPV mRNA Expression

HPV-positive HNSCC samples were analyzed for HPV16 E7 gene expression by qPCR.
Specifically, HPV16 E7 gene expression was analyzed in 16 HPV-positive HNSCC samples.
mRNA E7 expression was detected in 15/16 (93.75%) (Figure 1C). Pearson correlation
test showed no correlation between the expression levels (log10) of E7 and HPV DNA
load (r = 0.42, p > 0.05). Furthermore, Spearman correlation analyses showed correlation
between E7 expression and p16 up-regulation (r = 0.59; p < 0.05) (Figure 1D). But, HPV E7
mRNA expression did not correlate to p16 upregulation for all samples, since two samples
(one OSCC and one OPSCC) presented E7 expression with p16 downregulation, and one
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sample presented p16 upregulation but no E7 expression; therefore, p16 is not always a
good marker of HPV infection.

3.4. Serological Studies
3.4.1. HPV16 L1 Antibody Titer

Serum from all HPV-positive (n = 20) HNSCC patients (Table 1) and from HPV-
negative (n = 8) HNSCC patients, consisting of 4/8 (50%) OPSCCs and 4/8 (50%) OSCCs,
were tested for HPV16 L1 IgG antibodies. HPV16 L1 antibodies were found with a similar
proportion in 18/20 (90%) HPV–positive HNSCC and 7/8 (87.5%) HPV-negative HNSCC
patients at T0 (p > 0.05). HPV DNA-positive HNSCC patients presented higher Optical
Density (OD) readings for antibodies anti-HPV16 L1 compared to HPV-negative (Mean
± [SD], 4.001 ± 2.11 vs. 2.29 ± 0.32; p < 0.05) (Figure 2A). Antibody response was further
compared during follow-up at 3, 6, 12 and 24 months. Results indicated that HPV16 L1
antibody titers did not vary significantly during follow-up (p > 0.05) (Figure 2B).
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Figure 2. ELISA tests on HNSCC serum samples. Statistical significance was indicated as * for
p < 0.05; (A) Serum antibody levels against HPV16 L1 in HNSCC patients. Differential OD between
HPV-positive and HPV-negative patients (p < 0.05); (B) HPV16 L1 antibody variation during HPV-
positive patient follow-up; (C) HPV16 E7 oncoprotein quantification in serum shows no difference
between HPV-positive and HPV-negative patients (p > 0.05); (D) HPV16 E7 oncoprotein variation
during HPV-positive patient follow-up.



Cancers 2021, 13, 3370 9 of 18

3.4.2. HPV16 E7 Oncoproteins in Sera

HPV16 E7 oncoprotein (ng/mL) amounts were evaluated at the time of diagnosis and
during follow-up at 3, 6, 12 and 24 months. At T0, HPV16 E7 oncoprotein was detected in
6/20 (30%) HPV-positive patient serum and no HPV-negative cases (p > 0.05) (Figure 2C).
Variation in the amount of E7 oncoprotein during follow-up was studied. Nine out of
20 (45%) patients showed an increment in the amount of oncoprotein during follow-up;
4/9 (44.44%) patients were positive at the time of diagnosis, while 5/9 (55.55%) became
positive during follow-up. Two patients out of 20 (10%) positive at the time of diagnosis,
presented HPV E7 decrement over-time, and one became negative. HPV16 E7 variation in
samples during follow-up resulted statistically insignificant (p > 0.05) (Figure 2D). Nine
out 20 (45%) patients were E7 negative at T0 and remained negative during follow-up.

Finally, HPV16 E7 oncoprotein levels in serum were studied in correlation to the
viral mRNA expression in the tumor samples. Results showed correlation between the
amount of HPV16 E7 mRNA expressed in the tumors and E7 oncoprotein in serum (r = 0.79,
p < 0.01), suggesting that circulating E7 protein may be due to release from the tumor site.

3.5. Survival Analysis
3.5.1. RFS and OS in Correlation to HPV DNA, p16 Expression and HPV mRNA

The median follow-up time of this study was 24 months. Relapse free survival (RFS)
and overall survival (OS) were assessed in HPV-positive HNSCC patients compared to
HPV-negative cases. Different RFS rates were observed; 72.11% and 48.77% for HPV-
positive and -negative, respectively (p > 0.05) (Figure 3A). Furthermore, OS was improved
for HPV-positive patients; 88.89% compared to 52.08% in HPV-negative OPSCCs (p < 0.01)
(Figure 3B).

To study the effect of p16 expression on survival rate, all HNSCC samples were
subdivided into p16-over or –underexpression in the tumor sample. Log2 fold change (FC)
value (with fixed interval) was used as the cut-off criteria. High and low expression were
considered when FC was greater than 1 (n = 13) or lower than −1 (n = 17), respectively [35].
RFS was 73.84%, in patients carrying p16 upregulation, compared to p16 downregulation,
48.12% (p > 0.05) (Figure 3C). OS was 100% in patients with higher p16 expression compared
to 52.94% of patients with p16 downregulation (p < 0.01) (Figure 3D).

RFS and OS were also assessed for HPV E7 mRNA expression in HNSCCs samples.
Samples were divided into expressing E7 oncogene (n = 15) and non (n = 26). Survival
proportions indicated that RFS was 64.61% in patients positive for E7 mRNA, and 48.77%
in patients HPV mRNA-negative (p > 0.05) (Figure 3E). OS was higher in patients carrying
HPV E7 mRNA, 92.85%, compared to HPV mRNA-negative, 52.08% (p < 0.05) (Figure 3F).



Cancers 2021, 13, 3370 10 of 18Cancers 2021, 13, x  10 of 18 
 

 

 
Figure 3. Kaplan-Meier (KM) curves for RFS and OS in HNSCC; KM curves for (A) RFS and (B) OS 
for HPV DNA presence in HNSCC tumor samples; KM curves for (C) RFS and (D) OS for p16 over- 
or under-expression in HNSCC samples; KM curves for (E) RFS and (F) OS for HPV E7 mRNA 
expression in HNSCC tumor samples. Statistical significance was indicated as p < 0.01 or p < 0.05. 

3.5.2. RFS and OS in Relation to Serum HPV16 L1 Antibodies 
The next step was to study the association between HPV infection serological mark-

ers, such as HPV16 L1 antibody, with patient’s survival. No significant differences were 
observed for HPV16 L1 antibodies in RFS or OS for HPV-positive patients (n = 20) at the 
time of diagnosis and during follow up. RFS was 51.28% and 100% for HPV16 L1 anti-
body-positive (n = 18), for HPV16 L1 antibody-negative (n = 2) patients, respectively (p > 
0.05) (Figure 4A). OS was also similar between HPV-positive patients and HPV16 L1 an-
tibody positivity or negativity, at 63.64% and 100%, respectively (p > 0.05) (Figure 4B). 
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3.5.2. RFS and OS in Relation to Serum HPV16 L1 Antibodies

The next step was to study the association between HPV infection serological markers,
such as HPV16 L1 antibody, with patient’s survival. No significant differences were
observed for HPV16 L1 antibodies in RFS or OS for HPV-positive patients (n = 20) at
the time of diagnosis and during follow up. RFS was 51.28% and 100% for HPV16 L1
antibody-positive (n = 18), for HPV16 L1 antibody-negative (n = 2) patients, respectively
(p > 0.05) (Figure 4A). OS was also similar between HPV-positive patients and HPV16 L1
antibody positivity or negativity, at 63.64% and 100%, respectively (p > 0.05) (Figure 4B).
Overall these results indicate that HPV16 L1 is a poor indicator of prognosis and since it is
a cumulative marker of exposure, it may be used solely for epidemiological purposes.
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OPSCC patients during follow-up. Statistical significance was indicated as p < 0.05.

3.5.3. RFS and OS in Relation to Serum HPV16 E7 Oncoprotein

HPV16 E7 oncoprotein in serum was correlated to patients’ clinicopathological features
(Table 1). Interestingly, E7 oncoprotein in serum was strongly associated to recurrence in
HNSCC patients (p < 0.0001) and in the OPSCC subgroup (p < 0.001). Statistical analyses
on other HNSCC subtypes were not possible due to the small sample size (Table 1). RFS
was 0% for HNSCC with E7 positivity compared to 90.9% for patients testing negative for
E7 protein (p < 0.0001) (Figure 4C). OS was 100% and 50% in patients negative and positive
for E7 oncoprotein, respectively (p < 0.01) (Figure 4D).

The variation in serum E7 oncoprotein was also studied in correlation to patient
survival. RFS was 42.85% in HNSCC patients who increased E7 oncoprotein amounts
during follow-up, compared to 79.55% in those who experienced E7 decrease (p > 0.05)
(Figure 4E). OS proportion was 85.71% for patients showing increased E7 oncoprotein, and
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90.9% for those showing a decreased E7 oncoprotein (p > 0.05) (Figure 4F). These results
highlight the importance of patient monitoring for recurrence after circulating HPV E7
oncoprotein being found at the time of diagnosis or increasing levels during follow-up.

3.6. TNM Stage in Correlation to OPSCC Patient Prognosis and E7 Oncoprotein in Serum

RFS was 72.9% and 57.14% for patients with T (1–2) and T (3–4), respectively (p > 0.05)
(Figure 5A), while OS was 87.5% and 90%, respectively (p > 0.05) (Figure 5B). Similarly,
no statistically significant differences were observed for RFS or OS survival rates when
studied in correlation to lymph node involvement; RFS was 100% vs. 58.18% for patients
without and with lymph node involvement (p > 0.05) (Figure 5C), while OS was similar;
100% and 86.67%, respectively (p > 0.05) (Figure 5D).
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 Figure 5. Kaplan-Meier (KM) curves for tumor size (T), node status (N) and stage in HPV-positive
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into tumor size: T (1–2) and T (3–4); KM representing (C) RFS and (D) OS for patients divided into
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and III/IV; OS for patients divided into stages I/II and III/IV. Statistical significance was indicated
as p < 0.05.
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Patients in stages III/IV are more likely to recur. Indeed, RFS for patients in stage
III/IV was 42.86% compared to 100% for patients in stage I/II (p < 0.05) (Figure 5E), while
OS was similar for both groups 83.33% and 100%, respectively (p > 0.05) (Figure 5F).

Lastly, we studied the correlation between serum E7 presence and tumor size, lymph
node involvement and disease stage. E7 in serum correlated to tumor size (p < 0.05), but not
to lymph node involvement in OPSCC (p > 0.05) (Table 1). Out of 6 HPV-positive patients
with stage I/II, none presented E7 oncoprotein in serum at T0, while 5/12 (41.66%) of the
patients in stage III/IV presented E7 oncoprotein in serum (p > 0.05).

4. Discussion

The current study aims to find markers for recurrence in HPV-positive patients. For
patient stratification, we studied classical HPV markers, such as HPV DNA, p16 mRNA
and viral mRNA expression. Once stratified, we studied the presence of potential sero-
logical markers, i.e., HPV16 L1 antibodies and, for the first time, the HPV E7 oncoprotein.
Serological markers were then correlated to patient prognosis.

In an initial screening, we found that 29.85% of HNSCC tumor samples, including
75% OPSCC, harbored HPV-DNA, and 95% tested HPV16-positive. These findings are in
accordance to other studies indicating that HPV is found in 25% of all HNSCCs, and in up
to 70% of OPSCC tumors [36–39], whereas 90% of all HPV-positive tumors carried HPV
type 16 [40]. P16 mRNA expression was found to be overexpressed in 75% of HPV-positive
HNSCC samples. P16 is an established surrogate marker for tumors with transcriptionally
active HPV, which is known to be associated with tumors that respond better to therapy
and have improved outcomes [41,42]. Yet, not all HPV-positive tumors show p16 gene
upregulation, as shown in herein and in previous studies [15]. Transcription of E7 viral
oncogene was assessed in HPV-DNA positive patients only, showing 93.75% of HPV16
DNA positive samples expressing the HPV16 E7 oncogene, in agreement with previous
studies [30].

Since HPV status has a great impact on patient prognosis for different HNSCCs, such
as OPSCC and OSCC [43,44], it is important to stratify patients correctly. In our study, we
found that 30% of HPV-positive patients presented recurrence within the first two years of
diagnosis, similarly to other studies [9,11–13]. Classical HPV infection markers, i.e., HPV
DNA, p16 and HPV mRNA showed improved patient OS in our cohort of study, but none
of them correlated with recurrence.

Antibody response against L1 was studied for the prevalence of viral infection in
HNSCC patients. HPV L1 antibodies are cumulative markers of past and present infection,
although their presence does not imply HPV-driven tumorigenesis [45]. Indeed, in our
study both HPV-positive and -negative HNSCC patients had antibodies against HPV16 L1
with a similar level of prevalence at 90% and 87.5%, respectively. Interestingly, the antibody
titer in HPV-positive patients was higher compared to HPV-negative cases, which could be
indicative of active infection.

We also studied the antibody response during the follow-up to monitor disease status,
as proposed by Routman et al. [46], but no significant antibody titers change was observed
during follow up, indicating that antibody levels against HPV L1 may not be useful in
diagnosing or monitoring the disease.

Recently, the study of antibody response against HPV E6/E7 oncoproteins in OPSCC,
the major subtype of HNSCC, has been proposed as a marker for disease progression.
In spite of good perspectives for both diagnosis and prognosis [19,20,22,23,47], results
are still under debate due to the lack of seroconversion in many patients, as was also
underlined before for other diseases which are related to viral infections [48]. In a study
conducted by Kreimer et al., 57.6% of OPSCC patients remained HPV E6 seronegative
during follow-up [47].

To our knowledge, no previous research has been conducted to detect HPV E7 on-
coprotein in HNSCC patient serum, while the availability of ELISA kits for oncoprotein
detection could rapidly facilitate such study outcomes into clinical use. E7 oncoprotein in
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serum was specifically found with a frequency of 30% in HPV-positive samples, while the
detection of circulating protein at the time of diagnosis strongly correlated to recurrence.
Our data are in accordance to other studies showing higher levels of antibodies against
HPV oncoproteins at the time of diagnosis in association to a significantly increased risk of
recurrence [22,49]. Similar to previous studies on antibody titer variation during follow-up,
our investigation found no variation, increment or decrement of E7 oncoprotein in OPSCC
serum could be association with patient outcome during the two-year follow-up [20,21,50].
Nevertheless, an increase or decrease in serum E7 during follow-up was observed in
patients whether experiencing recurrence or not, respectively, thus, lack of significant
correlation between serum E7 level and relapse may be due to limited sample sizes.

It is to be noted that, circulating E7 protein showed correlation with high E7 mRNA
expression in the tumor, suggesting that tumor sites may provide the circulating onco-
protein. Circulating E7 protein may be considered a tumorigenesis marker, representing
at serological level what occurs at the tumor site. Sources of viral oncoproteins in serum
have currently not been established, but some hypotheses could be proposed. Firstly, the
transcriptionally active circulating tumor cells may account for the presence of serum
viral oncoproteins [13]. Indeed, HPV spreading through blood cells has been previously
reported [51], while HPV E6/E7 transcription in circulating tumor cells (CTCs) has been
correlated to patient prognosis [13]. Secondly, invasion and the associated development
of a tumor vascular bed may result in the release of E6/E7 proteins from the tumor mass,
probably as a consequence of necrosis [52]. Thirdly, HPV-positive tumor cells may secrete
exosomes containing viral oncoproteins, as has been reported for other DNA viruses [53].
Whatever the mechanism, HPV16 E7 oncoproteins were successfully found in HNSCC
patient serum and correlated to patient prognosis. E7 oncoprotein detection in serum at
the time of diagnosis displayed strong diagnostic and prognostic reliability in predicting
relapses and overall survival in HPV-positive HNSCC patients, especially HPV-positive
OPSCC patients. Moreover, since HPV mRNA may be present in HPV-DNA negative
samples [54], the analysis of HPV mRNA should be taken into consideration in all HNSCCs
to avoid HPV-driven tumors misclassification.

Moreover, E7 oncoprotein also correlated to tumor size, but not lymph node involve-
ment or disease stage. Overall, 41.66% HNSCC patients with high disease stage III/IV
presented E7 oncoprotein in serum, while none of those with low stage I/II did so, in
agreement with previous serologic studies [20,55], making the detection of E7 oncoprotein
in serum an excellent discriminator for HNSCC patients that may relapse, especially for
OPSCC patients.

This study demonstrates for the first time, the presence of circulating E7 oncoproteins
in serum from HNSCC patients using a direct ELISA assay. Our results indicate that the
presence of E7 oncoprotein in OPSCC patient serum at the time of diagnosis is indicative
of a higher risk of recurrence. Liquid biopsy for the detection of prognostic markers in
HPV-positive OPSCC patients provides valuable information on disease progression and
may help stratify and monitor patients over-time; this, can result extremely useful for
patients presenting persistent or occult tumors. For future studies, in order to increase
the statistical power of the study, a larger sample size for all HNSCC subtypes will be
considered. This study takes medicine one step closer to correct patient stratification for
therapy de-intensification. The combination of classical markers with serological markers,
may be used to plan personalized treatment strategies for HPV-positive patients.

5. Conclusions

Detection of circulating HPV E7 oncoprotein at the time of diagnosis, may be used
as non-invasive procedure for patient stratification and follow-up, ultimately providing
a tool for clinicians to determine which patients would be good candidates for treatment
de-escalation or should be kept under close surveillance.
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M. Combined transcriptome and proteome analysis of immortalized human keratinocytes expressing human papillomavirus 16
(HPV16) oncogenes reveals novel key factors and networks in HPV-induced carcinogenesis. Msphere 2019, 4, e00129. [CrossRef]
[PubMed]

9. Hargreaves, S.; Beasley, M.; Hurt, C.; Jones, T.M.; Evans, M. Deintensification of adjuvant treatment after transoral surgery in
patients with human papillomavirus-positive oropharyngeal cancer: The conception of the PATHOS study and its development.
Front. Oncol. 2019, 9, 936. [CrossRef]

https://www.mdpi.com/article/10.3390/cancers13133370/s1
https://www.mdpi.com/article/10.3390/cancers13133370/s1
http://doi.org/10.1038/s41572-020-00224-3
http://www.ncbi.nlm.nih.gov/pubmed/33243986
http://doi.org/10.1002/ijc.31937
http://doi.org/10.1158/1940-6207.CAPR-19-0098
http://www.ncbi.nlm.nih.gov/pubmed/31003993
http://doi.org/10.3322/caac.21389
http://www.ncbi.nlm.nih.gov/pubmed/28128848
http://doi.org/10.1002/hed.25985
http://www.ncbi.nlm.nih.gov/pubmed/31633252
http://doi.org/10.1128/mSphere.00129-19
http://www.ncbi.nlm.nih.gov/pubmed/30918060
http://doi.org/10.3389/fonc.2019.00936


Cancers 2021, 13, 3370 16 of 18

10. Mirghani, H.; Blanchard, P. Treatment de-escalation for HPV-driven oropharyngeal cancer: Where do we stand? Clin. Transl.
Radiat. Oncol. 2018, 8, 4–11. [CrossRef] [PubMed]

11. Roberts, S.; Evans, D.; Mehanna, H.; Parish, J.L. Modelling human papillomavirus biology in oropharyngeal keratinocytes. Philos.
Trans. R. Soc. B 2019, 374, 20180289. [CrossRef]

12. Cohen, E.E.W.; Bell, R.B.; Bifulco, C.B.; Burtness, B.; Gillison, M.L.; Harrington, K.J.; Le, Q.-T.; Lee, N.Y.; Leidner, R.; Lewis, R.L.;
et al. The society for immunotherapy of cancer consensus statement on immunotherapy for the treatment of squamous cell
carcinoma of the head and neck (HNSCC). J. Immunother. Cancer 2019, 7, 184. [CrossRef]

13. Economopoulou, P.; Koutsodontis, G.; Avgeris, M.; Strati, A.; Kroupis, C.; Pateras, I.; Kirodimos, E.; Giotakis, E.; Kotsantis, I.;
Maragoudakis, P.; et al. HPV16 E6/E7 Expression in circulating tumor cells in oropharyngeal squamous cell cancers: A pilot
study. PLoS ONE 2019, 14, e0215984. [CrossRef]

14. Mehanna, H.; Robinson, M.; Hartley, A.; Kong, A.; Foran, B.; Fulton-Lieuw, T.; Dalby, M.; Mistry, P.; Sen, M.; O’Toole, L.; et al.
Radiotherapy plus cisplatin or cetuximab in low-risk human papillomavirus-positive oropharyngeal cancer (De-ESCALaTE
HPV): An open-label randomised controlled phase 3 trial. Lancet 2019, 393, 51–60. [CrossRef]

15. Reuschenbach, M.; Tinhofer, I.; Wittekindt, C.; Wagner, S.; Klussmann, J.P. A systematic review of the HPV-attributable fraction of
oropharyngeal squamous cell carcinomas in Germany. Cancer Med. 2019, 8, 1908–1918. [CrossRef] [PubMed]

16. Lechner, M.; Chakravarthy, A.R.; Walter, V.; Masterson, L.; Feber, A.; Jay, A.; Weinberger, P.M.; McIndoe, R.A.; Forde, C.T.; Chester,
K.; et al. Frequent HPV-independent P16/INK4A overexpression in head and neck cancer. Oral Oncol. 2018, 83, 32–37. [CrossRef]
[PubMed]

17. Kitamura, K.; Nimura, K.; Ito, R.; Saga, K.; Inohara, H.; Kaneda, Y. Evaluation of HPV16 E7 expression in head and neck carcinoma
cell lines and clinical specimens. Sci. Rep. 2020, 10, 22138. [CrossRef] [PubMed]

18. Van Abel, K.M.; Moore, E.J. Focus issue: Neck dissection for oropharyngeal squamous cell carcinoma. ISRN Surg. 2012, 2012,
547017. [CrossRef] [PubMed]

19. Holzinger, D.; Wichmann, G.; Baboci, L.; Michel, A.; Höfler, D.; Wiesenfarth, M.; Schroeder, L.; Boscolo-Rizzo, P.; Herold-Mende,
C.; Dyckhoff, G.; et al. Sensitivity and specificity of antibodies against HPV16 E6 and other early proteins for the detection of
HPV16-driven oropharyngeal squamous cell carcinoma. Int. J. Cancer 2017, 140, 2748–2757. [CrossRef]

20. Dahlstrom, K.R.; Anderson, K.S.; Cheng, J.N.; Chowell, D.; Li, G.; Posner, M.; Sturgis, E.M. HPV serum antibodies as predictors of
survival and disease progression in patients with HPV-positive squamous cell carcinoma of the oropharynx. Clin. Cancer Res.
2015, 21, 2861–2869. [CrossRef]

21. Piontek, T.; Harmel, C.; Pawlita, M.; Carow, K.; Schröter, J.; Runnebaum, I.B.; Dürst, M.; Graw, F.; Waterboer, T. Post-treatment
human papillomavirus antibody kinetics in cervical cancer patients. Phil. Trans. R. Soc. B 2019, 374, 20180295. [CrossRef]

22. Spector, M.E.; Sacco, A.G.; Bellile, E.; Taylor, J.M.G.; Jones, T.; Sun, K.; Brown, W.C.; Birkeland, A.C.; Bradford, C.R.; Wolf, G.T.; et al.
E6 and E7 antibody levels are potential biomarkers of recurrence in patients with advanced-stage human papillomavirus-positive
oropharyngeal squamous cell carcinoma. Clin. Cancer Res. 2017, 23, 2723–2729. [CrossRef] [PubMed]

23. Lang Kuhs, K.A.; Kreimer, A.R.; Trivedi, S.; Holzinger, D.; Pawlita, M.; Pfeiffer, R.M.; Gibson, S.P.; Schmitt, N.C.; Hildesheim,
A.; Waterboer, T.; et al. Human papillomavirus 16 E6 antibodies are sensitive for human papillomavirus-driven oropharyngeal
cancer and are associated with recurrence. Cancer 2017, 123, 4382–4390. [CrossRef]

24. Yang, Y.-S.; Smith-McCune, K.; Darragh, T.M.; Lai, Y.; Lin, J.-H.; Chang, T.-C.; Guo, H.-Y.; Kesler, T.; Carter, A.; Castle, P.E.; et al.
Direct human papillomavirus E6 whole-cell enzyme-linked immunosorbent assay for objective measurement of E6 oncoproteins
in cytology samples. Clin. Vaccine Immunol. 2012, 19, 1474–1479. [CrossRef] [PubMed]

25. Kong, L.; Xiao, X.; Lou, H.; Liu, P.; Song, S.; Liu, M.; Xu, T.; Zhang, Y.; Li, C.; Guan, R.; et al. Analysis of the role of the human
papillomavirus 16/18 E7 protein assay in screening for cervical intraepithelial neoplasia: A case control study. BMC Cancer 2020,
20, 999. [CrossRef] [PubMed]

26. Lee, S.J.; Cho, Y.S.; Cho, M.C.; Shim, J.H.; Lee, K.A.; Ko, K.K.; Choe, Y.K.; Park, S.N.; Hoshino, T.; Kim, S.; et al. Both E6 and E7
oncoproteins of human papillomavirus 16 inhibit IL-18-induced IFN-gamma production in human peripheral blood mononuclear
and NK cells. J. Immunol. 2001, 167, 497–504. [CrossRef] [PubMed]

27. Rotondo, J.C.; Oton-Gonzalez, L.; Mazziotta, C.; Lanzillotti, C.; Iaquinta, M.R.; Tognon, M.; Martini, F. Simultaneous detection
and viral DNA load quantification of different human papillomavirus types in clinical specimens by the high analytical droplet
digital PCR method. Front. Microbiol. 2020, 11, 591452. [CrossRef] [PubMed]

28. Tognon, M.; Tagliapietra, A.; Magagnoli, F.; Mazziotta, C.; Oton-Gonzalez, L.; Lanzillotti, C.; Vesce, F.; Contini, C.; Rotondo, J.C.;
Martini, F. Investigation on spontaneous abortion and human papillomavirus infection. Vaccines 2020, 8, 473. [CrossRef]

29. Oton-Gonzalez, L.; Rotondo, J.C.; Cerritelli, L.; Malagutti, N.; Lanzillotti, C.; Bononi, I.; Ciorba, A.; Bianchini, C.; Mazziotta, C.;
De Mattei, M.; et al. Association between oncogenic human papillomavirus type 16 and Killian polyp. Infect. Agent Cancer 2021,
16, 3. [CrossRef]

30. Olthof, N.C.; Speel, E.-J.M.; Kolligs, J.; Haesevoets, A.; Henfling, M.; Ramaekers, F.C.S.; Preuss, S.F.; Drebber, U.; Wieland, U.;
Silling, S.; et al. Comprehensive analysis of HPV16 integration in OSCC reveals no significant impact of physical status on viral
oncogene and virally disrupted human gene expression. PLoS ONE 2014, 9, e88718. [CrossRef] [PubMed]

31. Rotondo, J.C.; Giari, L.; Guerranti, C.; Tognon, M.; Castaldelli, G.; Fano, E.A.; Martini, F. Environmental doses of perfluorooctanoic
acid change the expression of genes in target tissues of common carp. Environ. Toxicol. Chem. 2018, 37, 942–948. [CrossRef]

http://doi.org/10.1016/j.ctro.2017.10.005
http://www.ncbi.nlm.nih.gov/pubmed/29594236
http://doi.org/10.1098/rstb.2018.0289
http://doi.org/10.1186/s40425-019-0662-5
http://doi.org/10.1371/journal.pone.0215984
http://doi.org/10.1016/S0140-6736(18)32752-1
http://doi.org/10.1002/cam4.2039
http://www.ncbi.nlm.nih.gov/pubmed/30821126
http://doi.org/10.1016/j.oraloncology.2018.06.006
http://www.ncbi.nlm.nih.gov/pubmed/30098776
http://doi.org/10.1038/s41598-020-78345-8
http://www.ncbi.nlm.nih.gov/pubmed/33335126
http://doi.org/10.5402/2012/547017
http://www.ncbi.nlm.nih.gov/pubmed/22586518
http://doi.org/10.1002/ijc.30697
http://doi.org/10.1158/1078-0432.CCR-14-3323
http://doi.org/10.1098/rstb.2018.0295
http://doi.org/10.1158/1078-0432.CCR-16-1617
http://www.ncbi.nlm.nih.gov/pubmed/27872102
http://doi.org/10.1002/cncr.30966
http://doi.org/10.1128/CVI.00388-12
http://www.ncbi.nlm.nih.gov/pubmed/22815148
http://doi.org/10.1186/s12885-020-07483-z
http://www.ncbi.nlm.nih.gov/pubmed/33054783
http://doi.org/10.4049/jimmunol.167.1.497
http://www.ncbi.nlm.nih.gov/pubmed/11418688
http://doi.org/10.3389/fmicb.2020.591452
http://www.ncbi.nlm.nih.gov/pubmed/33329471
http://doi.org/10.3390/vaccines8030473
http://doi.org/10.1186/s13027-020-00342-3
http://doi.org/10.1371/journal.pone.0088718
http://www.ncbi.nlm.nih.gov/pubmed/24586376
http://doi.org/10.1002/etc.4029


Cancers 2021, 13, 3370 17 of 18

32. Mazzoni, E.; Bononi, I.; Benassi, M.S.; Picci, P.; Torreggiani, E.; Rossini, M.; Simioli, A.; Casali, M.V.; Rizzo, P.; Tognon, M.; et al.
Serum antibodies against simian virus 40 large T antigen, the viral oncoprotein, in osteosarcoma patients. Front. Cell Dev. Biol.
2018, 6, 64. [CrossRef]

33. Pietrobon, S.; Bononi, I.; Lotito, F.; Perri, P.; Violanti, S.; Mazzoni, E.; Martini, F.; Tognon, M.G. Specific detection of serum
antibodies against BKPyV, a small DNA tumour virus, in patients affected by choroidal nevi. Front. Microbiol. 2017, 8, 2059.
[CrossRef]

34. Contini, C.; Rotondo, J.C.; Magagnoli, F.; Maritati, M.; Seraceni, S.; Graziano, A.; Poggi, A.; Capucci, R.; Vesce, F.; Tognon, M.;
et al. Investigation on silent bacterial infections in specimens from pregnant women affected by spontaneous miscarriage. J. Cell
Physiol. 2018, 234, 100–107. [CrossRef]

35. Li, L.; Cai, S.; Liu, S.; Feng, H.; Zhang, J. Bioinformatics analysis to screen the key prognostic genes in ovarian cancer. J. Ovarian
Res. 2017, 10, 27. [CrossRef]

36. International Agency for Research on Cancer. Human Papillomaviruses: IARC Monographs on the Evaluation of Carcinogenic Risks to
Humans; IARC: Lyon, France, 2007; Volume 90, ISBN 978-92-832-1290-4.

37. Castellsagué, X.; Alemany, L.; Quer, M.; Halec, G.; Quirós, B.; Tous, S.; Clavero, O.; Alòs, L.; Biegner, T.; Szafarowski, T.; et al.
HPV involvement in head and neck cancers: Comprehensive assessment of biomarkers in 3680 patients. J. Natl. Cancer Inst. 2016,
108, djv403. [CrossRef]

38. Betiol, J.; Villa, L.L.; Sichero, L. Impact of HPV infection on the development of head and neck cancer. Braz. J. Med. Biol. Res. 2013,
46, 217–226. [CrossRef]

39. McIlwain, W.R.; Sood, A.J.; Nguyen, S.A.; Day, T.A. Initial symptoms in patients with HPV-positive and HPV-negative oropha-
ryngeal cancer. JAMA Otolaryngol. Head Neck Surg. 2014, 140, 441. [CrossRef]

40. Pytynia, K.B.; Dahlstrom, K.R.; Sturgis, E.M. Epidemiology of HPV-Associated Oropharyngeal Cancer. Oral Oncol. 2014, 50,
380–386. [CrossRef] [PubMed]

41. Lin, J.; Albers, A.E.; Qin, J.; Kaufmann, A.M. Prognostic significance of overexpressed P16INK4a in patients with cervical cancer:
A meta-analysis. PLoS ONE 2014, 9, e106384. [CrossRef]

42. Schlecht, N.F.; Ben-Dayan, M.; Anayannis, N.; Lleras, R.A.; Thomas, C.; Wang, Y.; Smith, R.V.; Burk, R.D.; Harris, T.M.; Childs,
G.; et al. Epigenetic changes in the CDKN2A locus are associated with differential expression of P16INK4A and P14ARF in
HPV-positive oropharyngeal squamous cell carcinoma. Cancer Med. 2015, 4, 342–353. [CrossRef] [PubMed]

43. Ekanayake Weeramange, C.; Tang, K.D.; Vasani, S.; Langton-Lockton, J.; Kenny, L.; Punyadeera, C. DNA methylation changes in
human papillomavirus-driven head and neck cancers. Cells 2020, 9, 1359. [CrossRef] [PubMed]

44. Mascitti, M.; Tempesta, A.; Togni, L.; Capodiferro, S.; Troiano, G.; Rubini, C.; Maiorano, E.; Santarelli, A.; Favia, G.; Limongelli,
L. Histological features and survival in young patients with HPV-negative oral squamous cell carcinoma. Oral Dis. 2020, 26,
1640–1648. [CrossRef] [PubMed]

45. Pierce Campbell, C.M.; Viscidi, R.P.; Torres, B.N.; Lin, H.-Y.; Fulp, W.; Abrahamsen, M.; Lazcano-Ponce, E.; Villa, L.L.; Kreimer,
A.R.; Giuliano, A.R. Human papillomavirus (HPV) L1 serum antibodies and the risk of subsequent oral HPV acquisition in men:
The HIM study. J. Infect. Dis. 2016, 214, 45–48. [CrossRef] [PubMed]

46. Routman, D.M.; Jethwa, K.R.; Garda, A.E.; DeWees, T.A.; Joern, L.; Hilfrich, R.; Liu, M.C.; Price, K.A.; Moore, E.J.; Laack, N.N.;
et al. HPV16 L1 capsid antibody titers and prognosis in HPV associated malignancy: Oropharyngeal, anal, cervical and vaginal
cancer. Int. J. Radiat. Oncol. Biol. Phys. 2019, 105, E666. [CrossRef]

47. Kreimer, A.R.; Ferreiro-Iglesias, A.; Nygard, M.; Bender, N.; Schroeder, L.; Hildesheim, A.; Robbins, H.A.; Pawlita, M.; Langseth,
H.; Schlecht, N.F.; et al. Timing of HPV16-E6 antibody seroconversion before OPSCC: Findings from the HPVC3 consortium.
Ann. Oncol. 2019, 30, 1335–1343. [CrossRef] [PubMed]

48. Rizzo, R.; Pietrobon, S.; Mazzoni, E.; Bortolotti, D.; Martini, F.; Castellazzi, M.; Casetta, I.; Fainardi, E.; Di Luca, D.; Granieri, E.;
et al. Serum IgG against simian virus 40 antigens are hampered by high levels of SHLA-G in patients affected by inflammatory
neurological diseases, as multiple sclerosis. J. Transl. Med. 2016, 14, 216. [CrossRef]

49. Fakhry, C.; Qualliotine, J.R.; Zhang, Z.; Agrawal, N.; Gaykalova, D.A.; Bishop, J.A.; Subramaniam, R.M.; Koch, W.M.; Chung, C.H.;
Eisele, D.W.; et al. Serum antibodies to HPV16 early proteins warrant investigation as potential biomarkers for risk stratification
and recurrence of HPV-associated oropharyngeal cancer. Cancer Prev. Res. 2016, 9, 135–141. [CrossRef] [PubMed]

50. Schroeder, L.; Wichmann, G.; Willner, M.; Michel, A.; Wiesenfarth, M.; Flechtenmacher, C.; Gradistanac, T.; Pawlita, M.; Dietz, A.;
Waterboer, T.; et al. Antibodies against human papillomaviruses as diagnostic and prognostic biomarker in patients with neck
squamous cell carcinoma from unknown primary tumor: HPV antibodies as biomarker in NSCCUP patients. Int. J. Cancer 2018,
142, 1361–1368. [CrossRef]

51. Vergara, N.; Balanda, M.; Vidal, D.; Roldán, F.; Martín, H.S.; Ramírez, E. Detection and quantitation of human papillomavirus
DNA in peripheral blood mononuclear cells from blood donors. J. Med. Virol. 2019, 91, 2009–2015. [CrossRef]

52. Stanley, M. Antibody reactivity to HPV E6 and E7 oncoproteins and early diagnosis of invasive cervical cancer. Am. J. Obstet.
Gynecol. 2003, 188, 3–4. [CrossRef]

53. Rajagopal, C.; Harikumar, K.B. The origin and functions of exosomes in cancer. Front. Oncol. 2018, 8, 66. [CrossRef]

http://doi.org/10.3389/fcell.2018.00064
http://doi.org/10.3389/fmicb.2017.02059
http://doi.org/10.1002/jcp.26952
http://doi.org/10.1186/s13048-017-0323-6
http://doi.org/10.1093/jnci/djv403
http://doi.org/10.1590/1414-431X20132703
http://doi.org/10.1001/jamaoto.2014.141
http://doi.org/10.1016/j.oraloncology.2013.12.019
http://www.ncbi.nlm.nih.gov/pubmed/24461628
http://doi.org/10.1371/journal.pone.0106384
http://doi.org/10.1002/cam4.374
http://www.ncbi.nlm.nih.gov/pubmed/25619363
http://doi.org/10.3390/cells9061359
http://www.ncbi.nlm.nih.gov/pubmed/32486347
http://doi.org/10.1111/odi.13479
http://www.ncbi.nlm.nih.gov/pubmed/32531817
http://doi.org/10.1093/infdis/jiw083
http://www.ncbi.nlm.nih.gov/pubmed/26931445
http://doi.org/10.1016/j.ijrobp.2019.06.967
http://doi.org/10.1093/annonc/mdz138
http://www.ncbi.nlm.nih.gov/pubmed/31185496
http://doi.org/10.1186/s12967-016-0981-y
http://doi.org/10.1158/1940-6207.CAPR-15-0299
http://www.ncbi.nlm.nih.gov/pubmed/26701665
http://doi.org/10.1002/ijc.31167
http://doi.org/10.1002/jmv.25551
http://doi.org/10.1067/mob.2003.97
http://doi.org/10.3389/fonc.2018.00066


Cancers 2021, 13, 3370 18 of 18

54. Dwedar, R.A.; Omar, N.M.; Eissa, S.A.-L.; Badawy, A.Y.A.; El-Kareem, D.A.; Ahmed Madkour, L.A.E.-F. Diagnostic and prognostic
impact of E6/E7 MRNA compared to HPV DNA and P16 expression in head and neck cancers: An egyptian study. Alex. J. Med.
2020, 56, 155–165. [CrossRef]

55. Dahlstrom, K.R.; Li, G.; Hussey, C.S.; Vo, J.T.; Wei, Q.; Zhao, C.; Sturgis, E.M. Circulating human papillomavirus DNA as a marker
for disease extent and recurrence among patients with oropharyngeal cancer. Cancer 2015, 121, 3455–3464. [CrossRef] [PubMed]

http://doi.org/10.1080/20905068.2020.1827944
http://doi.org/10.1002/cncr.29538
http://www.ncbi.nlm.nih.gov/pubmed/26094818

	Introduction 
	Materials and Methods 
	Patient Samples 
	Nucleic Acid Extraction 
	HPV Analysis 
	Gene Expression Analysis 
	Detection of Serum HPV16 L1 Antibodies 
	Serum E7 Oncoprotein Level Detection 
	Statistical Analysis 

	Results 
	HPV DNA Analysis 
	p16 Gene Expression 
	HPV mRNA Expression 
	Serological Studies 
	HPV16 L1 Antibody Titer 
	HPV16 E7 Oncoproteins in Sera 

	Survival Analysis 
	RFS and OS in Correlation to HPV DNA, p16 Expression and HPV mRNA 
	RFS and OS in Relation to Serum HPV16 L1 Antibodies 
	RFS and OS in Relation to Serum HPV16 E7 Oncoprotein 

	TNM Stage in Correlation to OPSCC Patient Prognosis and E7 Oncoprotein in Serum 

	Discussion 
	Conclusions 
	References

