
MB 1

From the Department of Clinical Science, Intervention and Technology 
Division of Ear, Nose and Throat Diseases
Karolinska Institutet, Stockholm, Sweden

OPTIMIZING TREATMENT-  
TUMOR MARKERS AND SCLEROTHERAPY  

IN HEAD AND NECK LESIONS

Malin Wendt

 

Stockholm 2021



2 3

All previously published papers were reproduced with permission from the publisher.
Published by Karolinska Institutet.
Printed by Universitetsservice US-AB, 2021
© Malin Wendt, 2021
ISBN 978-91-8016-201-2
Cover illustration: by Hedda Lundström e-mail: heddalundstrom@icloud.com



2 3

 
Optimizing treatment – tumor markers and sclerotherapy in head  
 and neck lesions

 THESIS FOR DOCTORAL DEGREE (Ph.D.)

 By

 Malin Wendt

The thesis will be defended in public at lecture hall Clarence Crafoord, A5:04,  
Karolinska University Hospital, Solna, Friday 4 June, 09:00 am.

Principal Supervisor: Opponent:
Linda Marklund, assoc. professor
Karolinska Institutet
Department of Clinical Science,  
Technology and Intervention
Division of Ear Nose and Throat Diseases

Jon Mork, MD, PhD
Oslo University
Department of Otorhinolaryngology
Division of Head and Neck Surgery

Examination Board:
Tomas Wester, professor
Karolinska Institutet
Department of Women and Childrens Health
Division of Pediatric Surgery

Clas Mercke, professor
Karolinska Institutet
Department of Oncology-Pathology

Ann Hermansson, professor
University of Lund
Department of Clinical Science
Division of Otorhinolaryngology

Co-supervisor(s):
Eva Munck-Wikland, professor emerita
Karolinska Institutet
Department of Clinical Science,  
Technology and Intervention
Division of ENT diseases

Georgios Papatziamos, MD PhD 
Karolinska Institutet
Department of Women’s and Children’s Health
Division of Clinical Pediatrics

 

 



4 5



4 5

To Vilhelm, Axel and Thea
  

– to be your mother is the most exciting journey possible



6 7



6 7

ABSTRACT

Treatment of malignant and benign lesions in the head and neck area is challenging, due to complex 
anatomy and function. It is thus urgent to find ways to individualize treatment, in order to reduce  
side-effects, but with preserved efficacy.

Human papilloma virus (HPV) and its surrogate marker p16 are well accepted as a prognostic  
markers in tonsil and base of tongue cancer, and in the latest TNM oropharyngeal tumors are  
classified based on p16-status. However, the prevalence and impact of HPV and p16 in head- and 
neck cancer located outside of tonsils and base of tongue is unclear. 

Hypopharyngeal cancer is the subgroup of head and neck tumors with the worst prognosis, and both 
surgical and oncological treatment have considerable side-effects. Only a few previous studies have 
focused on HPV in hypopharyngeal cancer, and the results on prevalence and impact on survival are 
ambiguous. 

In oropharyngeal cancer the long-term outcome related to HPV, p16 and subsites is not well  
studied, but observations have reported late and atypical recurrences in HPV-positive patients.   
Previous studies have also indicated differences regarding prevalence and outcome related to  
these markers between the oropharyngeal subsites; tonsil (TSCC), base of tongue (BOTSCC) and  
otherOPSCC.

Ranula is a benign cystic lesion originating from the sublingual gland in the floor of the mouth.  
Traditional treatment is surgery, with the risk of side-effects such as nerve damage, and need of  
general anesthesia. Sclerotherapy OK-432 is a less invasive treatment, used since long in patients 
with lymphatic malformations, and with promising preliminary results also on patients with ranula.

The research questions this thesis addresses are:
- What is the prevalence of HPV and overexpression of p16, has it changed over time and do these 

markers have a prognostic value in patients with hypopharyngeal cancer?
- Is there an impact on long-term survival and recurrence in patients with OPSCC related to p16, 

HPV and subsite?
- Is sclerotherapy with OK 432 an effective and safe way to treat ranula?

In paper 1, 109 patients with hypopharyngeal cancer diagnosed in Stockholm-Gotland region 2000-
2007 and treated with intention to cure were analyzed regarding prevalence of HPV and overexpres-
sion of p16, and results were correlated to overall and disease-free survival. In paper 2, 82 patients 
with hypopharyngeal cancer diagnosed in Stockholm-Gotland region 2008-2013 were analyzed in the 
same manor. Results from both studies regarding HPV and p16 were compared to assess differences 
in prevalence over time. Survival analysis of 142 patients from both studies, treated with intention 
to cure and with a follow-up period of three years, was performed. Prevalence of both markers was 
low, HPV-DNA was found in 3,7% of the patients in paper 1 and in 6,4% of patients in paper 2, 
overexpression of p16 in 14,6% and 16,5% respectively. The conclusion is that presence of HPV in 
hypopharyngeal cancer was rare in Stockholm 2000-2013, only 5%, and did not increase over time in 
this period. Further, p16 is not a suitable surrogate marker for HPV in hypopharyngeal cancer. 
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In paper 3 529 patients with oropharyngeal squamous cell carcinoma (OPSCC), diagnosed in  
Stockholm-Gotland 2000-2010, treated with intention to cure and with available data on p16, were 
included. Clinical data, including localization and time to recurrence, was correlated to HPV and p16. 
10-year overall and disease-free survival (OS and DFS) were significantly improved for patients with 
p16+ TSCC and BOTSCC as compared to p16- cancers (p<0.05 and p<0.05), while in otherOPSCC 
p16-status had no impact on either. p16+ OPSCC showed a higher frequency of distant metastasis 
but did not relapse later than p16- OPSCC at any subsite (p<0.05 and p=ns respectively). In TSCC 
and BOTSCCC, both HPVDNA+/p16+ and HPVDNA-/p16+ correlated to a longer OS in the univa-
riate analysis compared to HPVDNA-/p16- cancer (p=<0.001 and 0.0001 resp.), while in the multi- 
variate analysis only HPVDNA+/p16+ correlated to a better OS and DFS. After recurrence, survival 
was low (5.9%), and did not differ significantly in relation to p16 or HPVDNA status in TSCC and 
BOTSCC. In conclusion, we find that p16+ TSCC and BOTSCC did not have a higher frequency of 
late recurrence compared to corresponding p16- tumors. p16+ TSCC and BOTSCC have better long-
term outcome than corresponding p16- cancer, but p16 status did not affect OS or DFS in patients 
with otherOPSCC. The combination of p16 and HPVDNA-status significantly improves prognostic 
accuracy for TSCC and BOTSCC, compared to p16 alone. 

In paper 4 20 patients with a plunging or an intraoral ranula were randomized to two double-blinded 
injections with OK 432 or saline. Effect on the cystic lesion and evaluation of symptoms and QOL 
were investigated. 19/20 patients completed the study. 5 patients with intraoral ranulas showed com-
plete response, but only 1/4 of the patients with a plunging ranula. The inflammatory reaction after 
injection with OK 432 caused a mild to moderate impact on QOL. No serious complications were 
observed. From these results we conclude that sclerotherapy with OK 432 in ranula is a safe and  
effective treatment for intraoral ranulas, but possibly less useful in plunging ranulas. The inflamma-
tory reaction after treatment is moderate and well tolerable. 

In summary, we find that HPV is rare in hypopharyngeal cancer and that overexpression of p16 is not 
a suitable surrogate marker for HPV in this group of patients. Further, long-term outcome in TSCC 
and BOTSCC is affected by p16-status, but not in otherOPSCC, p16+ OPSCC did not relapse later 
than p16- OPSCC at any subsite, and the combination of HPV/p16 increases prognostic accuracy 
compared to p16 alone in TSCC/BOTSCC. p16+ status TSCC and BOTSCC did not have a higher 
frequency of late recurrence compared to corresponding p16- tumors and p16 status did not affect 
survival after recurrence. Finally, we conclude that sclerotherapy with OK 432 can be recommended 
as primary treatment in intraoral ranulas. 
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1 PROLOGUE

The head and neck area is one of the most complex parts of our human body when it comes to 
both topography and function. In this area an intriguing web of nerves, vessels and muscles supplies  
important organs to fulfill their purpose; our senses, but also other important functions such as  
swallowing, speech, sensory impulses of the face etc. All together this means that the functionality 
of this part of the body has a great impact on aspects of being human; our ability to communicate, to  
listen to music and see a beautiful sunset, to eat and drink, to be able to enjoy what we eat and 
drink…. in short crucial aspects for our quality of life.

When treating both malignant and benign lesions in the head and neck area the head- and neck sur-
geon and oncologists must balance the possible benefit of treatment in relation to the risk of affecting 
function. An overall goal, both in malignant and benign disease, is therefore finding therapies that be-
nefits or cures the patients, but in an organ preserving way. To achieve this new treatment modalities 
are evaluated, and we search for predictive factors and/or markers to help us identify each patient’s 
best treatment option.

As a result of this, every doctor facing a patient with a condition in this area must, before recommen-
ding a treatment, carefully consider the efficacy and benefit of the suggested treatment, in relation to 
the complications it might cause. 

We are all individuals, with different anatomical predisposition, genetic set-up and personal preferen-
ces. The diseases we face have their individual distribution within the head and neck area and unique 
characteristics on a molecular level. In order to choose the best therapy for each patient we therefore 
strive at individualizing our treatment protocols based on these differences.  We aim at having the 
possibilities to design treatments in a more tailor-made, and to be able to predict the effect of the  
measures in relation to the complications that the patient fear. We hope that in the future our patients 
can be offered treatment that is less harmful but with preserved, or even better, efficacy. 
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2 INTRODUCTION 

This doctoral project aims at gaining knowledge on factors relevant for designing the best clinical 
management for patients with hypopharyngeal cancer, oropharyngeal cancer and ranula. 
In patients with hypopharyngeal cancer we study the prognostic value of human papilloma virus 
(HPV) and overexpression of p16INK4a(p16), to evaluate if these markers could help us predict treat-
ment outcome. (Paper 1-2). For patients with oropharyngeal squamous cell carcinoma (OPSCC), we 
study long- term survival and pattern of recurrence in relation to HPV, p16 and subsite (Paper 3).  In 
paper 4 we evaluate sclerotherapy with OK-432, as alternative treatment to surgery in patients with 
ranulas, in a double-blinded randomized placebo-controlled clinical treatment study. 
This introduction gives a background on the tumor markers we study, on definitions, diagnosis,  
epidemiology and treatment of these three conditions, and on OK-432 as a sclerosing agent. 

2.1 HEAD AND NECK CANCER AND HPV

2.1.1 General background
Head- and neck cancer (HNSCC) is the sixth most common type of cancer in the western world[1]  
- half a million new patients are diagnosed each year worldwide[2] and in Sweden about 1600[3]. 

The complexity in this area of the body is reflected in the heterogenicity of the head and neck  
cancer panorama; there are over 60 diagnose codes of malignant head- and neck lesions defined in the  
ICD-10, and there are large variations in clinical presentation and prognosis, even between tumor 
locations within the same subsite. However, the vast majority, 80-90%, are squamous cell carcino-
mas[3].

Traditional risk factors for HNSCC are tobacco and alcohol abuse[2] However, already in the 1980´s 
reports came of a possible connection between HPV and head- and neck cancer[4, 5] and in 1994 our 
group presented the finding of HPV type 16 DNA in tonsillar cancer[6]. In the decades that followed 
numerous studies has confirmed the etiological role of high-risk HPV for oropharyngeal cancer[7-11] 
and 2007 HPV was established as a risk factor of oropharyngeal cancer by IARC [12]. Patients 
with HPV -positive oropharyngeal tumors were also shown to have a better prognosis[13-17] and a  
different epidemiological profile with younger age, and a stronger dominance of incidence in males. 
The incidence trends are also different; whereas the incidence of HPV-negative oropharyngeal tumors 
in many countries are decreasing (correlated to less use of tobacco), the incidence of HPV-positive 
tumors show an increase in many countries, including Sweden[18-20]. Figure 1. 

Figure 1: Incidence rate of HPV- 
positive and HPV-negative tonsillar 
SCC cases per 100,000 person-years 
in the County of Stockholm between 
1970 and 2006. Näsman A et al, Inj J 
Cancer Jul 15;125(2):362-6
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The number of sex partners throughout life is a strong risk factor of HPV-positive tumors at all loca-
tions[21] and in HPV-associated HNSCC connections with oral sexual behavior has been seen[22]. 
Why the incidence of HPV-related oropharyngeal cancer is higher in men than in women is not  
entirely clear – it could be related to differences in risk of infection at oral sex, differences in sexual 
behavior or immunological differences between men and women[10].

Table 1: A comparison of HPV-negative and the HPV-positive head and neck cancers, Rettig, D´Souza et al: 
Epidemiology of head and neck cancer 2015

HPV-negative compared with HPV-positive cancer: 

Parameter HPV-negative HPV-positive

Gender 2- 3 fold more common in men 
than in women

4-5 fold more common in men than 
in women

Age Median age late 50´s and 60´s Median age mid 50´s, with an in-
creasing incidence among young-
er cohorts

Smoking >90% have a smoking history; risk 
increases with increasing tobacco 
use

50-60 % have a smoking history

Alcohol abuse Synergistic with tobacco in 
increasing risk

Not a significant factor

Sexual history Not a significant risk factor Number of oral sex partners is a 
strong risk factor

Site
Larynx and oral cavity most com-
mon; other oropharynx, hypopha-
rynx, nasopharynx, nasal cavity 
and paranasal sinuses

Oropharynx, specifically lymphoid 
tissue of tonsils and tongue base

Incidence trends Decreasing Increasing

Prognosis All sites; 5-year survival 65%, 
5-year recurrence 50%

Oropharynx; 5-years survival 20-
25 %, 5-year recurrence 50%

Oropharynx; 5-years survival 60-
90%, 5-year recurrence 10-15%

In the tumor panorama of HNSCC, with so many different entities both anatomically and on a  
molecular level, the findings of HPV and its prognostic value has raised the hope that this marker 
could be the first step towards more individualized treatment protocols. If  de-escalated therapy could 
be introduced without compromising survival, morbidity after treatment could be reduced – and since 
HPV-positive patients are younger, this would give many years of better quality of life.
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2.1.2 HPV and its molecular implications
HPV is a small, non-enveloped, double-stranded virus, with the ability to infect mucosal and cuta-
neous epithelia, and with a special affinity to the reticulated epithelium in the crypts of the tonsillar 
tissue[23]. There are more than 150 known types, and they are divided into viruses with high and 
low risk of causing cancer development. High risk viruses are HPV 16, 18, 31, 33, 35, 39, 45, 51, 52, 
56 ,58 and 59 [24]. In HNSCC the dominant type of high-risk HPV virus found is HPV 16, which  
accounts for about 90 % of HPV-positive HNSCC tumors[25], but also 18, 31, 33 and 35  are found[26].  
The traditional tobacco- and alcohol-related head- and neck cancer consists of keratinized cells, in 
contrast to the HPV-related cancer with mostly non-keratinized squamous cancer cells[27, 28]. On 
a molecular level HNSCC: s caused by HPV exhibits a very different profile than HPV-unrelated.  
Of the HPV-negative tumors 75-85% of cases have alterations of the tumor suppressor gene p 53 [29], 
and p16, a protein that inhibits pRb-phosphorylation and blocks cell cycle progression, can be lost in 
up to 60 %[30].In the SCC: s were the oncogenesis is driven by HPV the virus-genome is integrated 
in the host cell genome and a number of early (E) and late (L) proteins are transcribed. The main 
factors in the development of HPV-induced squamous cell carcinomas are the oncogenic proteins E6 
and E7. E6-protein inhibits and increases degradation of tumor suppressor p 53 and its function as a 
controller of DNA-damage and inducer of apoptosis, leading to a functional decrease of p 53 even 
though the protein itself remains wild-type. E6 also activates telomerase which increases the life span 
of the cell[31]. In addition, E7-protein inactivates phosphorylated retinoblastoma protein (pRb), an 
important controller of the host cell cycle[32, 33], and other pathways involving factor E2F. The sum 
of these processes, and possibly epigenetic changes, leads to overexpression of p 16 in HPV-positive 
tumors[34-36], see figure 2. 

In conclusion, in important differences between HPV-positive and negative cancers are that in HPV+ 
p53 is most often inactivated but not mutated, and p 16 is not lost but instead overexpressed. 

Figure 2: An overview of the oncogenic mechanisms of HPV in oropharyngeal cancer
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2.1.3 HPV and p16
p16 is a protein normally involved in the regulation of the cell cycle, by inhibiting the progres-
sion from G1 phase to S phase – in its normal function it thus slows the cell cycle down and 
serves as a tumor suppressor[37, 38]. p16 has been accepted to correlate  very well to the 
presence of HPV-DNA in tonsillar and base of tongue cancers – sensitivity at 80-100% and spe-
cificity on 70-90% has been reported[39-41], and p16 also correlate to a better prognosis[40, 
42-45]. Since immunohistochemistry is less expensive and easier available than detection of 
HPV-DNA (see point 2.1.4), overexpression of p16 is widely used as a surrogate marker of oro- 
pharyngeal carcinomas caused by HPV. 

In the latest 8th TNM-classification, HPV mediated and HPV unrelated oropharyngeal squamous cell 
carcinomas are separated based on p16-status (see p 2.3.3) [46]. However, recent studies from our 
group and others, indicate that the high correlation between HPV and overexpression of p16 may not 
hold true in other locations of the head and neck, for example hypopharynx (paper 1 and 2 in this 
thesis) and even in other subsites of the oropharynx than tonsils and base of tongue; the soft palate, 
the uvula and the pharyngeal wall[47, 48]. These findings support the theory that there are substantial 
differences in prevalence of HPV and its relation to p16 between cancers originating from the lymp-
hoid and non-lymphoid-tissues[49, 50], an issue that is further discussed in paper 3 of this thesis. 
In addition, there have been indications that patients with discordant HPV/p16-status have an inter-
mediate outcome compared to +/+ or -/-, indicating that HPV and p16 could have their independent 
prognostic values and that the combination of these markers improve prognostic accuracy[51, 52].

2.1.4 Detection of HPV and P16
2.1.4.1 Direct HPV-testing
Different molecular techniques are available to detect HPV in head and neck cancers. They differ 
in specificity and sensitivity, and in other characteristics influencing on how they can be utilized in  
clinical and academical processes. 

Southern blot is a method where DNA is extracted and processed into small fragments that are  
separated by electrophoresis in a gel, then labeled hybrids are used to detect presence of target DNA. 
This method has the advantage of being able to assess whether DNA is integrated in genome or not, 
but it cannot be used on formalin-fixed, paraffin-embedded samples (FFPE) and it is less sensitive 
than for ex PCR and this limits its use of this method substantially. 

Polymerase chain reaction (PCR) is a method that has had a major impact of many different types 
of analyses and is now widely used both in clinical and research work. This process is in short a way 
of by preset primers amplifying certain signal sequences of DNA or RNA by transcribing an immense 
number of copies, if the target sequence is present. These copies can then be detected with different 
techniques (hybridization, fluorescent procedures, enzyme immunoassays etc).  For the detection of 
HPV in head and neck cancers, the advantages of this method is that it can be used on both fresh tissue 
biopsies and FFPE:s, is it cost-effective and it is highly variable. Disadvantages are that this technique 
do not distinguish integrated HPV-DNA from DNA present outside of genome, and it cannot differ 
HPV in tumor cells from HPV in non-cancer cells[53]. The efficacy of the technique is also depen-
ding on that the sequence analyzed is not compromised during viral genome integration. A common 
target, also used by our research group, is the primer set GP5+/GP6+, which is at a proper length (140  
basepairs) also for FFPE-samples where DNA can be fragmentary after processing. (Procedure  
further described in p 4.1.2.)
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As mentioned before, PCR can fall out positive based on only a few copies of HPV-DNA in the 
cell, and cannot assess the quantity/viral load of HPV-DNA, meaning that false positive samples are 
possible. To solve this real-time PCR has been tested, a method where you by special markers keep 
information on how much target DNA was found in the sample.

In the light of clinical interest, however, the key issue is how strong the impact of HPV is on the host 
genome; in short determined by the levels of viral transcripts[54]. To assess the level of HPV-genome 
transcription real-time PCR aiming at HPV mRNA for oncogenic proteins E6 and E7 is used, and is 
accepted as the golden standard for assessment of HPV-infection of clinical relevance regarding ma-
lignant transformation [33, 34, 53, 55].  This method is outstanding regarding sensitivity and clinical 
relevance; however, it is time consuming and too complicated to be used in routine clinical protocols. 

In situ hybridization (ISH) is a method to detect HPV-DNA in place, in the nuclei of the infected 
cell. It will detect almost exclusively clinically relevant HPV-infections[53]. It has a very high spe-
cificity, but a lower sensitivity, by some regarded as a strength in comparison with PCR since false 
positive tests then are avoided. ISH for mRNA E6 and E7 is under development.  

There are also methods used to detect HPV in oral brush-tests, imitating the pap-smears of cervical 
cancer. One is the hybrid capture 2 (HCII) HPV-DNA test, but this is very seldom used for HNSCC

2.1.4.2 Proxy tests correlated to HPV
Immunohistochemistry (IHC) of p 16 is a widely used method for proxy assessment of transcriptio-
nally active HPV in tonsil and base of tongue cancer. As described above, when a cell is infected with 
a high-risk HPV and HPV-DNA is integrated in the genome the viral proteins E6 and E7 are transcri-
bed, see p 2.3.1. E7 will inhibit the Retinoblastoma protein (pRb), which leads to an increase of p16 
(see figure 2). IHC of p16 is a well-accepted method on FFPE-samples, which makes it easy to use 
in the clinical setting. Earlier there were discrepancies on how IHC on p16 was evaulated, which led 
to difficulties comparing results[41]. An accepted algorithm set by American college of Pathologists 
gives that samples with more than 70% staining are considered positive[56] – this assessment is often 
straightforward since most samples are either strongly stained or not stained at all. The reliability of 
p16 as proxy of HPV-related OPSCC is debated, (see p 2.3.5), and the combined analysis of HPV 
DNA and overexpression of p 16 is by many argued as the preferred method [34]. This combination 
has been found to increase specificity significantly[57]. 

Biomarkers such as oral rinse samples and E6/E7-antibodies have been suggested for screening 
of HPV-infection and related risk of cancer. Oral rinse samples have been found to have a poor  
sensitivity, but HPV16 E6 antibodies up to 88%[58].  In a retrospective pilot study pretreatment E6 
antibodies were found to be associated with risk of recurrence[59]but this has not yet been confirmed 
in prospective studies.  

2.2 HYPOPHARYNGEAL CANCER 

2.2.1	 Definition	and	classification 
The hypopharynx is the area caudal of the pharynx, above the esophagus, behind and lateral to the 
larynx. The World Health Organization defines four sub-sites in the hypopharynx; the piriform sinus, 
the hypopharyngeal part of the ary-epiglottical fold, the post-cricoid area and the posterior pharyng-
eal wall of the hypopharynx[60] (se image 1 and 2). 
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Image 1: Hypopharynx from a lateral view       Image 2: from a posterior view

Image by: K. Toverud with permission

ICD-10

Piriform sinus C12.9

Post-cricoid area C13.0

Hypopharyngeal part of ary-epiglottical fold C13.1

Posterior hypopharyngeal wall C13.2

Non-specific location, overgrowth C13.8, C13.9

Hypopharyngeal cancer is a small subgroup of HNSCC:s that represents 3-7 % of the whole group[61]. 
In Sweden approximately 60 patients/year are diagnosed with hypopharyngeal cancer, there is a 
clear male/female positive ratio with an incidence of 0,66/100 000 for males and 0,20 for women 
(SweHNSCCR). 

Classification of hypopharyngeal cancer: 
(T= tumor, N= regional metastasis in lymph nodes of the neck, M= distant metastasis)

T-categories Hypofaryngeal cancer, AJCC/UJCC  8th edition (2017) *

T1: Tumor limited to one subsite of hypopharynx and ≤2 cm in greatest dimension

T2: Tumor invades more than one subsite or adjacent site or measures > 2 cm but ≤ 4 cm without 
fixation of hemilarynx.

T 3: Tumors > 4 cm with fixation of hemilarynx or extension into esofagus

T 4a: Tumor invades thyroid/cricoid cartilage, hyoid bone, thyroid gland, esophagus or central 
compartment of soft tissue.

T4 b: Tumor invades prevertebral fascia, encases the carotid artery or involves mediastinal structu-
res

*Brierly JD, Gospodarowicz MK, Wittekind C. AJCC/UJCC TNM classification of malignant tumours, 8th edition. 
2017 Wiley-Blackwell.
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Clinical staging 
(c TNM 8):

N0 N1 N2 N3

T1 I III IVA IVB

T2 II III IVA IVB

T3 III III IVA IVB

T4 IVA IVA IVA IVB

T4b IVB IVB IVB IVB

(M1 always results in stage IVC)

2.2.2 Epidemiology and prognosis
Malignancies in the hypopharynx are predominantly squamous cell carcinomas (SCC)[62]. The  
traditional risk factors for HNSCC in general are tobacco and alcohol abuse[2, 63], and in hypo- 
pharyngeal cancer this is has not changed over time. Hypopharyngeal cancer is the subgroup of 
HNSCC: s with the worst prognosis – the 5-year overall survival rate is at 30-35%[61, 64, 65] The 
disease is often diagnosed at a late stage – up to 75 % are in stage 3 or 4 [64, 66, 67], due to several 
factors. The anatomical location is “silent”, so that lesions give symptoms later compared to other 
locations[68], and that the hypopharynx has a lymphatic drainage promoting early neck node meta- 
stasis [69] - at the time of diagnosis 60-80% of patients have ipsilateral metastases and up to 40 % 
show contralateral metastasis, leading to advanced tumor stage at diagnosis[63]. 

The poor overall-prognosis of hypopharyngeal cancer is not only due to diagnosis at a late stage, but 
also related to the epidemiologic profile of the patients diagnosed with this disease. Patients are often 
male, with a history of tobacco and alcohol abuse, and often have co-morbidities. This results in a 
poor performance status which can limit treatment intensity and options, and entails a predisposition 
to develop secondary malignancies. Recurrence in hypopharyngeal cancer occurs both locoregionally 
and distant and prognosis after recurrence is, as for primary tumor, not good [70-72].

Figure 2: Relative survival of patients 
with hypopharyngeal cancer, per stage 
2008-2016 (SweHNCR 2019)
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In hypopharyngeal cancer many different molecular markers have been suggested to have a  
possible prognostic and predictive value, also HPV and p16. However, hypopharyngeal cancer is rare,  
study-groups are small and no pioneering results have yet been found, so further work is of essence.  

2.2.3 Treatment 
Depending on clinical stage and co-morbid conditions the available treatment options are, radio- 
therapy and/or chemotherapy and surgery. Targeted therapy i.e., EGFR-receptor blockers are also 
used, and in recent years immunotherapy such as PD-L1 -inhibitors have been added in select cases, 
often as second-line therapy. 

Over time the treatment algorithm of advanced hypopharyngeal cancer has changed. Before the 
1990´s standard treatment was often primary surgery with total pharyngo/laryngectomy[73, 74], 
but in the last decades a shift has taken place towards laryngeal preservation therapies[75, 76]. The 
shift towards a non-surgical regimen of hypopharyngeal cancers was inspired by the ”game-shifting”  
randomized trial by Department of Veterans Affairs Laryngeal Cancer Study Group published in 
1991[77]. In this study chemoradiotherapy was compared to laryngectomy and post-operative  
radiation in patients with advanced laryngeal carcinoma, and results showed that the outcome was 
very similar. Chemoradiotherapy has over time become standard first-line treatment in advanced head 
and neck cancer for many subsites, also hypopharynx[78, 79]. However, in the hypopharynx there are 
challenges with organ preserving therapy – the submucosal growth implicates difficulties in asses-
sing treatment response, and to perform extensive salvage surgery in patients with failing response is 
difficult and outcome is poor[70, 80, 81]. In a study from 2019 Tassler et al retrospectively assessed 
137 patients treated with primary surgery (in this study total laryngectomy or pharyngectomy) plus  
adjuvant RT, or organ preserving non-surgical therapy, and found a significantly higher overall survi-
val in the primary surgery-group (p=0.02)[82]. 

In Sweden most patients with hypopharyngeal cancer are primarily treated with radiotherapy, or  
chemoradiotherapy in advanced stage patients fit for heavier treatment. In the case of residual disease 
or recurrence, pharyngo- and/or laryngectomy is performed as salvage if possible. Small tumors can 
be submitted to primary surgery.

However, new surgical techniques with endoscopic laser surgery, ultrasound knives and, in  
later years, robotic surgery have opened new windows for surgical treatment of hypopharyngeal  
cancer, also with partly preserved larynx, and with reports on improved survival compared to RT/RCT.  
Already in 2001 Steiner reported of a series of 129 patients with carcinoma in sinus piriformis treated 
with transoral laser microsurgery, with a 5-year survival of 71% in stage 1 and 2, and 47% in stage 3 
and 4 subgroup[83]. In a large review from 2011 Ambrosch et al states that in selected T1, T2 and T3 
hypopharyngeal cancers transoral microsurgery gave less morbidity and significantly higher survival 
than both open surgery and RT[84]. 

Since hypopharyngeal cancer is a relatively rare disease, there are few studies that gives level 1  
evidence regarding treatment. Many studies on non-surgical laryngeal preservation treatments  
contain a heterogenous population of both laryngeal and hypopharyngeal carcinomas[62]. In a review 
from 2018 by A Habib, two randomized and 11 observational studies were evaluated[85]. A meta- 
analysis of the two randomized trials showed a small difference with better overall survival after surgical  
treatment, the observational studies showed no survival advantage with either treatment. In 2002 
Godballe et al analyzed 110 patients diagnosed from 1965-1998, and the only factor that significantly 
had impact was the increased radiation dose that what introduced  1985- following this alteration 
patients had a better disease specific survival (DSS) than earlier years[70]. 
  



22 23

Immunotherapy is a rapidly emerging field in treatment for head and neck cancer in general, and 
also in hypopharyngeal cancer. Suggested targets for immunotherapy are the death ligand pathway  
(PD-1, PD-L1)[86], also in combination with tumor infiltrating lymphocytes such as CD8+ [87].  
There are also molecular targets such as p53 and ERCC1 – expression of interest when studying  
treatment response [88].  

2.2.4 Previous data on HPV and hypopharyngeal cancer
In hypopharyngeal cancer, the prevalence and prognostic impact of high-risk HPV remains uncertain. 

Only a few previous studies have focused on HPV and hypopharyngeal cancer, and the results on 
prevalence and impact on survival are ambiguous. 

Regarding prevalence of HPV in hypopharyngeal cancer the results are diverging, but mostly repor-
ted as relatively low, between 10 – 17%[89, 90]. Ernoux-Neufcouer reported in 2011 a very high 
rate, 82%, but very few of these where p16-positive[91]. A few studies have indicated that HPV may 
be a favorable prognostic factor[90], and it has been suggested that HPV-positivity could serve as a 
selection factor between organ preserving chemoradiotherapy and laryngectomy[89]. There have also 
been observations that HPV-positive tumors often are located in the pyriform sinus and had a charac-
teristic gross feature with exophytic and granulomatous, whart-like growth, whereas the HPV-negati-
ve tumors tended to be ulcerative[90, 92]. 

On the other hand, there are studies where no prognostic impact of HPV in hypopharyngeal SCC was 
seen[93] and even indications of higher risk for recurrence[91] . Regarding overexpression of p16 the 
results also diverge regarding impact on outcome[91, 94].

Since most studies on hypopharyngeal cancer includes a relatively small number of patients and the 
prevalence of HPV-positivity is relatively low, more studies are needed to answer the question on the 
predictive value of HPV in hypopharyngeal cancer, possibly to establish whether HPV-status could 
help selecting patients to different primary therapy regimens.
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Image 3, 4 and 5: Subsites of the oropharynx. Image by: K. Toverud with permission

2.3  OROPHARYNGEAL CANCER 

2.3.1	 Definition	
The oropharynx includes the base of the tongue and the tonsils, and also the uvula, posterior  
pharyngeal wall and the soft palate. These subsites are defined by the ICD 10 /World Health Organi-
zation as: tonsillar: C 09.1,.8,.9, base of tongue: C01.9 and formerly C02.4, and for other oropharynx 
C 10.0-C10.9 and C05.1- C 05.9.

ICD-10

Tonsil C 09.0, C 09.8, C 09.9

Base of tongue C 01.9

Arch of the soft palate C 09.1

Soft palate surface to oral cavity C 05.1, C 05.8, C05.9

Uvula C 05.2

Posterior pharyngeal wall, lingual surface of epiglottis C 10.0, C10.2, C10.3, C10.8, C10.0



24 25

90% of oropharyngeal cancers are squamous cell carcinomas, but also salivary gland tumours and 
hematolymphoid tumors occurs. The tonsils and base of tongue are a part of the mucosa-associated 
lymphoid tissue and forms, together with the adenoid, the Waldeyer´s ring. The tonsillar crypts are 
lined with a specialized reticular epithelium, important for the immune system[95], while the other 
sites of the oropharynx origins from classic mucous membrane. Tonsillar and base of tongue cancer 
dominates oropharyngeal cancer with roughly 90% of all cases. 

2.3.2 Epidemiology 
As mentioned already, the epidemiology of oropharyngeal cancer is dominated by HPV as a “new” 
risk-factor [2, 14, 96, 97], a fact that has been correlated to an increase in high-risk HPV-related tu-
mors ; see point 2.1.1.Simultaneously, the prevalence of smoking has decreased, resulting in a shift 
towards a larger proportion HPV-positive tumors in the oropharyngeal subsites[11, 98]. Data from 
our group indicated a plateau in the increase of tonsillar cancers positive for HPV in Stockholm 
2000-2008, however, the increase has recurred after 2009 and currently around 70% of TSCC and 
BOTSCC in Stockholm are HPV+[99, 100]

In OPSCC there is a male/female dominance of 3:1. The far most common localizations are tonsil and 
base of tongue, which accounts for 90% of all OPSCC.

The prevalence of HPV has been found to be significantly higher in the lymphoepithelial sites (ton-
sils and base of tongue) than in the non-lymphoepithelial sites (otherOPSCC)[47, 101, 102], and as 
shown in image 5, the increasing incidence of OPSCC in Sweden depends fully on the increase of 
tonsillar and base of tongue cancer, while the other oropharyngeal sites have remained at a low level.

Figure 3: Incidence of OPSCC, 
subsites, in Sweden 2008-2016, 
data from SweHNCR
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2.3.3	 Classification
Since HPV is a well-accepted risk factor of oropharyngeal cancer, and affects prognosis, the WHO 
recommends to separate OPSCC into HPV+ and HPV- tumors. The TNM-classification for orop-
haryngeal cancer was altered in the latest edition, the 8th, now separating HPV+ (p16+) and HPV 
negative (p16-) tumors[46]. The new classification is based on p16-status as a surrogate marker for 
presence of HPV, and has foremost an impact on nodal status: 

TNM 8th edition*: T-category p16-negative oropharyngeal 
cancer 

T-category p16-positive oropharyngeal 
cancer 

T1 Tumor≤ 2cm Tumor≤ 2cm
T2 Tumor > 2 cm ≤ 4 cm Tumor > 2 cm ≤ 4 cm
T3 Tumor > 4 cm, or spread to lingual surface 

of epiglottis
Tumor > 2 cm ≤ 4 cm

T4a Tumor invading: larynx, deep muscles of 
tongue, medial pterygoid, hard palate or 
mandible

T4: Tumor invading: larynx, deep muscles 
of tongue, medial pterygoid, hard palate or 
mandible, m. pterydoideus lat., pterygoid 
plate, lateral aspect of nasopharynx, skull 
base, around 
carotid artery

T4b Tumor invading; m. pterydoideus lat., 
pterygoid plate, lateral aspect of naso-
pharynx, skull base, around carotid artery

TNM 8th edition*: Clinical N-category p16-negative 
oropharyngeal cancer 

Clinical N-category p16-positive 
oropharyngeal cancer

N1 One ipsilateral node ≤ 3cm with no 
extranodal extension (ENE)

N1 Unilateral node/nodes ≤ 6 cm

N2a One ipsilateral node > 3cm ≤ 6 cm 
and no ENE

N2 Contralateral or bilateral nodes ≤ 6 cm

N2b Multiple ipsilateral nodes ≤ 6 cm and 
no ENE

N2c Contralateral or bilateral nodes,≤ 6 
cm and no ENE

N3a Node > 6 cm no ENE N3 Node or nodes > 6 cm
N3b Extranodal extension, clinical or 

radiological

*Brierly JD, Gospodarowicz MK, Wittekind C. AJCC/UJCC TNM classification of malignant tumours, 8th edi-
tion. 2017 Wiley-Blackwell.

In addition there are pathological N categories, based on histopathological examination of neck  
dissection specimens, where pN1 is metastasis in 1 to 4 lymph nodes and pN2 in metstasis in 5 or 
more lymph nodes. 

The split of p16-positive and negative oropharyngeal tumors has yet no implications on treatment in 
Sweden, but a clear aim to separate HPV+/- patients is to de-escalate oncological treatment for the 
HPV-positive patients, in order to reduce side-effects but without impairing their good prognosis. 
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2.3.4 Treatment 
In Sweden the baseline treatment is radiotherapy (RT) by external beam up to a curative dose, given 
locally and regionally. There have been fast advances in the field of external radiation, including the 
development of intensity-modulated RT technique (IMRT), a method with high precision and less 
effect on adjacent normal tissue[103]. For base of tongue cancer, locally administered brachy boosts 
are used is selected cases.  

Concomitant chemotheraphy (CT) with platinum-based treatment, mainly cisplatin is used in more 
advanced stages, and is internationally widely recommended. Cisplatin has been shown to improve 
survival in patients with advanced stage [104, 105]. There have been several de-escalation studies 
investigating whether cetuximab (Erbitux) could replace cisplatin in order to reduce toxicity in HPV+ 
patients, but data has shown that RT+cisplatin provides a better overall and disease-free survival than 
RT+ cetuximab[106, 107]. However, for patients not suitable for platinum (renal failure, impaired 
hearing) cetuximab can be considered. 

Surgery is sometimes used as primary modality for small tumors (T1) of the uvula and soft palate. For 
tonsillar and base of tongue cancers surgery of primary tumor with adequate margins is can be techni-
cally challenging and associated with morbidity, but the development of transoral robotic surgery and 
transoral microsurgery is expected to widen the opportunities.  Wilkie et al reported equal survival but 
less morbidity regarding swallowing with transoral laser microsurgery +postoperative RT compared 
to CRT[108], but Huang et al compared transoral surgery with IMRT ablation in HPV+ patients and 
found similar outcome both on survival and morbidity[103]. Oropharyngeal cancers are in Sweden 
still most often treated with (chemo)radiotherapy but it is possible that a shift towards more surgery 
is ahead. 

Historically patients with oropharyngeal cancer with advanced regional spread were planned for neck 
dissection after completed radiotherapy, if the primary tumor was considered in complete response. 
However, studies have showed that in patients with a complete response locally after RT very few 
have viable cancer cells in the neck dissection specimen[109], and that surveillance with imaging 
such as PET-CT can provide a safe way so assess the need for surgery, saving costs and morbidity 
[110, 111]. Based on this now only patients with a clinical or radiological suspicion of remaining 
tumor in the neck will undergo neck dissection.

Treatment response is evaluated clinically and radiologically, with PET-CT after 3 months. After tre-
atment patients are clinically controlled every third month for 2 years, and then every six months for 
another 3 years, in total 5 years.

The knowledge of the prognostic impact of HPV-positivity in oropharyngeal tumors has resulted 
in an intense search for ways to de-escalate treatment without affecting the good prognosis in these 
patients[112]. Many randomized trials are ongoing, but to find de-escalation protcols that does not 
compromise survival has shown to be difficult and no results are yet translated into clinical practice. 
Consequently, the treatment protocols in Sweden are yet the same regardless of HPV(p16) +/-. 
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2.3.5 Prognosis 

Globally there are geographical differences in survival in patients with oropharyngeal cancer, corre-
lating with prevalence of HPV and level of health care infrastructure. In Sweden the relative 5-year 
overall survival for the whole group of OPSCC is 70 % and for patients treated with curative intent 
75%[3].

As mentioned before, survival in patients with tonsillar or base of tongue cancer varies substanti-
ally in relation to HPV-status; patients with HPV‐positive cancers have a better both overall and 
disease-specific survival than HPV‐negative tumours[17, 33, 113], a prognostic advantage that is 
shown to be independent of age, gender and tumour stage, see figure 4.

Figure 4: DSS for patients with HPV 
positive vs negative tonsillar cancer in 
Stockholm 1970-2002. Lindquist et al, 
Mol Oncol. 2007;1(3):350-5

Figure 5: Overall and disease-free survival in patients with base of tongue SCC in Stockholm, Sweden, 
diagnosed 1998-2007 (Attner et al, Int J of Cancer 2010, vol128;12.p.2892-2897)
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 There is however increasing evidence of differences in survival in relation to HPV and p16 
between the large group of tonsillar and base of tongue cancer (TSCC and BOTSCC), and the other  
oropharyngeal cancers (otherOPSCC) located in the soft palate, uvula and pharyngeal wall. Our rese-
arch group have found that the sensitivity of p16 as a surrogate marker in otherOPSCC is low[47], and 
that p16+ otherOPSCC have a significantly worse survival compared to p16+ TSCC/BOTSCC[48]. 
That the cancers arising from the non-lymphoepithelial tissue of the oropharynx have different cha-
racteristics and relation to HPV than those from the lymphoepithelial tonsils and base of tongue, and 
in fact behave more like oral cancers, are consistent with the findings of both Gelwan et al[114] and 
Tham et al[49] .

Most recurrences in oropharyngeal cancer occur within 2 years after end of treatment, and far 
most common is loco-regional recurrence. In a Danish population-based study from 2018 23 % of  
patients treated for oropharyngeal cancer had recurrence, less common for HPV -positive (15%) than  
negative (35%) patients[115] . There has been reports on HPV-positive patients presenting with atypical  
patterns of recurrence; late failures and aggressive disease in unusual locations has been descri-
bed[116, 117], but also results indicating that HPV-positive patients have a better outcome after  
recurrence[118, 119] However, further studies are needed to investigate the long-term pattern of the 
relatively new panorama of HPV-influenced oropharyngeal cancer. 

In conclusion the “epidemic” of viral-induced HPV-positive tonsillar and base of tongue carcino-
mas[18, 19, 33] is widely accepted, but in other subgroups of HNSCC: s, including the hypopharynx 
and otherOPSCC:s, the role of HPV, and connection to prognosis, is inconsistent and this needs to be 
studied further, which is the background of paper 1-3 in this thesis.

2.4 RANULA AND SCLEROTHERAPY OF OK 432

2.4.1 Background                             
Ranula means “little frog” in latin and originates from the latin word “rana” (frog).  A ranula is a pseu-
docyst originating from the sublingual gland in the floor of the mouth,  causing a swelling superficial 
to the gland- intraoral ranula (image 1)- or the cyst can herniate caudally through the mylohyoid 
muscle to the submandibular space and appear as a cervical swelling - plunging ranula (image 2 and 
3)[120]. 

Image 6: Intraoral ranula                    Image 7: Plunging ranula                    Image 8: MRI plunging ranula,  
                                                                                                                       coronal view
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Ranulas are not true cystic lesions[121], i.e. their origin is not congenital, instead caused by acqui-
red extravasation of saliva into the surrounding connective tissues. This can occur due to blockage 
of secretion from a part of the sublingual gland or after trauma [122, 123]. A ranula is thus pseudo- 
cystic, meaning it has no true epithelial lining. Since this is an acquired lesion, ranulas most common-
ly present in early adulthood, but can occur at all ages. The prevalence is not well studied but in 1976 
Axell et al reported a prevalence of  0,2 per thousand individuals in a cohort study of oral lesions in 
Sweden [124]. Studies from New Zeeland indicate that genetic factors play a role in the etiology of 
ranulas – the condition is more common in Maori and Polynesians than in Kaukasians [125].

Intraoral ranulas can cause difficulties to speak and in more advanced cases eating difficulties, but 
in most cases the lesion is moderately disturbing. Plunging ranulas can cause pressure problems 
and cosmetic disturbance, and case-reports of plunging ranulas with extensive spread causing more  
severe problems, amongst others breathing difficulties, have been reported[126, 127]. 

2.4.2 Diagnosis 
The diagnosis of ranula is based on patient’s history, clinical examination, radiology and fine-needle 
aspiration cytology. Radiology can be ultrasound and/or CT /MRI.  The viscosity of the cystic fluid 
in a ranula is of a very typical thread-like mucous type. (Image 9). With higher age the suspicion 
of malignancy is higher and a more thorough investigation is needed. It is common that patients 
with plunging ranulas are misdiagnosed since they can mimic many other conditions: abscesses,  
lymphatic malformations, thyroglossal or branchial cleft cysts or cystic metastases of head- and neck  
cancer[128-130]. 

Image 9: Typical thread-like aspirate 
from a plunging ranula

 2.4.3 Treatment
Surgery has been the traditional treatment of ranulas[120]. For intraoral ranulas various surgical  
approaches have been practiced; marsupialization, excision of the ranula pseudocyst, and excision of 
the sublingual gland. Both marsupialization and excision of the ranula pseudocyst have a high rate of 
recurrence[122, 131, 132]. Extirpation of the affected sublingual gland is accepted as the treatment 
of choice to achieve a definite cure for an intraoral ranula, and to treat patients with plunging ranula 
[120, 122, 123, 133, 134].  Earlier a transcervical excision of the plunging ranulas pseudocyst was 
often performed, but studies have shown that a properly performed excision of the gland itself is suf-
ficient; the pseudocystic sac will be resorbed once the sublingual gland is removed[134, 135]. This 
procedure, however, can cause complications such as injury to the lingual nerve, and is performed 
under general anesthesia[136].
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Apart from full surgery, several less invasive methods have been evaluated. The method of micro-
marsipualization has been suggested as a minimal-invasive treatment of intraoral ranulas[137]. This  
procedure involves a technique in which silk-sutures sutures covering the dome of the ranula are 
placed, in order to create new epithelium-lined tracts that evacuate saliva and allows healing with 
maintained new openings from the sublingual gland (method described in detail by Kwon et al[138]). 

Another method suggested to treat both types of ranula is to chemically ablate the salivary gland with 
98% dehydrated alcohol (EtOH). Brannan et al treated 24 patients with 1-3 injections at a success 
rate of 87%[139]. However, this method requires general anesthesia or at least sedation since the 
procedure is painful. 

Different sclerosing agents have been also been tried, and OK 432 (Picibanil) is the most frequently 
used, see point 2.4.4.

2.4.4 OK 432 and ranulas
Sclerotherapy is a non-surgical fibrosis-inducing treatment used for many years in the management 
of vascular malformations. Advantages of sclerotherapy is the avoidance of surgical complications, 
but since the effect of all types of sclerotherapy is mediated by an inflammatory response to the drug 
injected, the patient will experience some level of discomfort after treatment- usually swelling and 
light pain, but sometimes also fever and more severe discomfort[140].  

OK 432 is a lyophilized streptococcal preparation derived from group A hemolytic streptococcus Su 
strain[141]. It is heated and pretreated with benzylpenicillin. OK 432 was originally developed as an 
adjuvant immunological cancer therapy - the antitumoral effect was not satisfactory, but it proved to 
be useful in treating ascites and other cystic conditions related to cancer[142].

The exact mechanism of how OK 432 works is not known, but it triggers a strong inflammatory 
reaction with elevated levels of IL-6, IL-8, VEGF and TGF-beta for weeks after an injection with 
OK 432[143], without the toxic effect normally seen from streptococcal infections.  OK 432 has been 
used for more than 30 years in sclerotherapy of macrocystic lymphatic malformations, with reported 
cure rates of 60-90%[144-146]. There have been several studies on the efficacy also on other benign 
cystic cervical lesions with promising results[147-149]. 

Even if many patients with lymphatic malformations respond well to treatment, an entity of patients 
do not respond at all[150]. Studies have indicated that the response to treatment could be correlated 
to expression of Toll-like receptor expression[151].

Previous studies on the usage of OK 432 sclerotherapy on ranulas have reported various efficacy, with 
results ranging from 33% to 87% success rate[152-155].  Several studies with OK 432 has shown 
good results in treating intraoral ranulas[155, 156], but for plunging ranulas the results diverge[154, 
157]. Sclerotherapy is done as an ultrasound-guided procedure in an office-based setting, without 
general anesthesia or sedatives.
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3 RESEARCH AIMS

• To study prevalence of and whether HPV and overexpression of p16 has a prognostic value in 
hypopharyngeal cancer (paper 1 and 2)

• To study long-term survival and recurrence in oropharyngeal cancer, in correlation to p16, HPV 
and subsites. (paper 3)

• To assess the safety and efficacy of OK 432-sclerotherapy on patients with ranula (paper 4)
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4 MATERIALS AND METHODS

4.1 STUDY SUBJECTS, MATERIALS AND METHODS PAPERS 1-3

4.1.1 Study subjects and study design:
Karolinska University Hospital is a tertiary center responsible for the care of advanced ENT diseases 
in the Stockholm-Gotland region of Sweden, including approximately 2,4 million inhabitants. The 
studies were conducted under ethical permits Dnr 2009/1278-31/4, amendment Dnr 2010/1117 32 
(paper 1-3) and Dnr 2013/553 31-1, amendment No 2017-1007-32-1 (paper 4).

4.1.1.1 Study subjects paper 1:
Patients diagnosed with hypopharyngeal cancer at Karolinska University Hospital 2000-2007 were 
included, in total 142. The diagnosis covered were set according to the International Classification of 
Diseases (ICD) system, version 10 [158], including the pyriform sinus (C12.9), the postcricoid area 
(C 13.0), the aryepiglottical fold (C13.1), extended growth (C13.8) and hypopharynx unspecified 
localization (C13.9). 

All patient charts were evaluated for patient characteristics and clinical data.  Only patients treated 
with intention to cure, n=96, were included in survival analyses. 

4.1.1.2 Study subjects paper 2:
93 patients diagnosed with hypopharyngeal cancer between 2008-2013 in the Stockholm-Gotland  
region were included. From this cohort 46 patients treated with intention to cure and with at least 
three years follow-up available were included in survival analyses.

Survival analyses of the patients treated with intention to cure in the whole group (2000-2013) were 
performed, in total 96+46= 142 patients. 

4.1.1.3 Study subjects paper 3: 
529 patients diagnosed with oropharyngeal cancer (OPSCC) in Stockholm-Gotland, with available 
data on overexpression of p16 and treated with intention to cure between the years 2000-2010 were 
identified. Of these 525 had available data also on presence of HPV DNA. 

ICD-10 code C09.0-09 and C02.4 were categorized as tonsillar squamous cell carcinoma, TSCC, 
C01.9 as base of tongue, BOTSCC, and C10.0-9, C05.1-9 as other oropharyngeal squamous cell 
carcinoma, otherOPSCC.

Patient charts were assessed for survival, date of recurrence and localization of recurrence if such 
occurred. 

4.1.2 DNA extraction and PCR: 
As described under p 2.3.2, there are different methods used to detect oncogenic active HPV-DNA. 
The method used in paper 1-3, was described by Schmitt et al in 2006[159]. 

Tumor samples were formalin-fixed paraffin embedded pre-treatment biopsies (FFPE). To extract 
DNA in paper 1 and 2 we used the High Pure RNA paraffin kit, Roche Diagnostics, but excluded the 
DNase step. This procedure was originally designed for RNA -extraction but is widely used also for 
DNA extraction.



34 35

The Luminex multiplex assay detects 24 different HPV-types including all 15 high-risk HPV and as 
an internal control of presence of amplifiable DNA the housekeeping gene β-globin was used. 

This type of assay consists of four steps:

1) PCR amplification of HPV-DNA. This is performed with a primer set of broad spectra of reverse 
biotylinated GP5+ and GP6+ primers, detecting the L1 region of HPV-DNA. This set of primers is 
designed to get equal amplification strength for all the 24 different HPV-types of the assay, with a 
sensitivity of 10-100 gene copies.

2) Incubation with colored magnetic beads with 24 specific probes binding to each type of HPV-
DNA, and one for the internal control of β-globin/S14.

3) Incubation with fluorescent streptavidin binding to the biotinylated primers

4) Analysis of color and fluorescence, and thereby presence of HPV-DNA for each type respective-
ly, by a Luminex MagPix instrument. From the MagPix we get a Median Fluorescent Index (MFI), 
which is transformed into an index according to protocol by Schmitt et al[159]. 

Samples with a median fluorescent index for β-globin or S14 below 30 were considered to have to 
poor DNA quality to be properly assessed for HPV and were excluded.

For earlier patients in paper 3 (year 2000-2006) HPV was analyzed with PCR using general primers 
GP5+/6+ and CPI/IIG. All samples were also tested with HPV16-specific primers, and those positive 
with general primers but negative for HPV16 were sequenced. These older samples were at a later sta-
ge re-analyzed with the Luminex MagPix bead-based assay, so effectively all samples from patients 
included in paper 3 were analyzed also by this method. 

4.1.3 Immunohistochemistry of p16: 
All immunohistochemistry was performed on 4 µm-sections from the formalin-fixed paraffin  
embedded pre-treatment biopsies. In order to reduce the chemical modifications caused by the  
formaldehyde, the process for all markers was initiated with a heat-mediated epitope retrieval. 

In paper 1 and 3, immunohistochemistry with the p16Ink4a primary monoclonal mouse anti- 
human antibody, clone JC8, was conducted according to manufacturer (Santa Cruz Biotechnology):s 
instructions, with dilution of antibody 1:100. After epitope retrieval and blocking the sections were  
incubated with primary antibody, then with secondary biotylinated anti-mouse antibody, an  
avidin-biotin-complex-PO (VECTASTATIN-kit), developed in DAB and counterstained in hema- 
toxylin. For negative control we used the monoclonal mouse antibody A2. 

In paper 2, we used the primary E6H4 mouse monoclonal antibody from CINtec p16 histology  
(Ventana, Tucsonm Arizona), followed by a secondary Biotinulated Horse Anti-Mouse IgG antibody 
(Vestor Laboratories, California) diluted 1:200. Procedure of staining was carried out according to 
manufacturer’s instructions. 

In all three studies the results of immunohistochemistry were evaluated by light microscopy.   
Samples with dark brown staining in 70% or more of tumor cells were considered positive, in  
accordance with the American college of  Pathologists[56] DAHANCA recommendations for scoring 
of oro-pharyngeal cancer[160], also in accordance to recommendations by El-Naggar[161]. Notably, 
the absolute majority of samples had either <10 % or >90 % of stained cells. 
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4.1.4 Statistical analyses paper 1 and 2
The statistical analyses were calculated in STATA 10. In paper 2 a comparison between the early and 
the late cohort was made to evaluate changes over time regarding HPV-DNA and p 16 positivity, and 
overall and disease-free survival was assessed for both cohorts together. 

Fischer´s exact test was used to correlate presence of HPV -DNA with overexpression of p 16. 

Overall and disease-free survival related to p 16 and HPV was calculated for the patients treated with 
intention to cure, in paper 1 96 patients and in paper 2 for all 142 patients from both cohorts, and 
presented in Kaplan-Meier curves. A log-rank test was used for comparison of the different survival 
rates. 

Uni- and multivariate analysis was performed and there we used the Cox proportional hazard model 
to adjust for covariates. Significance level was set at p=<0.05.

4.1.5 Statistical analyses paper 3: 
In paper 3 the analyzes were made in SPSS (version 25 for Mac).  

Differences in categorical data were assessed with Chi2 test. Overall survival (OS) and disease-free 
survival (DFS) was calculated in relation to p16-status for the whole cohort (OPSCC) and for TSC-
C+BOTSCC and otherOPSCC separately. 

A sub-group analysis for TSCC/BOTSCC with performance status WHO 0 (as a surrogate for ful- 
filled treatment) was performed, in which we analyzed uni-and multivariate hazard ratios for OS and 
DFS related to HPV and p16-status, age, smoking and dichotomized stage. We also analyzed overall 
survival after recurrence for TSCC/BOTSCC, in relation to both HPV and p16-status. Significance 
level was set at p=<0.05.

4.1.6 Methodological considerations paper 1-3:
The Luminex bead-based assay is considered to have a high sensitivity and is the method we use in 
our laboratory. In our experience, 5-10 ng of DNA was enough to obtain a strong signal in HPV 16 
-positive tonsillar cancers. When we performed our analyses, we thus started with analyzing 10 ng 
of DNA from our hypopharyngeal tumor samples. As further described in our results, we found very 
few samples positive for HPV in the hypopharyngeal cancers, why we re-did the analysis with 50 ng 
DNA, with consistent results. 

The Luminex assay only includes primers testing presence of the L1-region, so if this region is lost 
when HPV-DNA is integrated it will fall out negative. In later studies by our group, we have included 
primers aiming at both E6 and L1. Our experience is that is it very rare that L1 is negative but E6 is 
positive, so we judge it not likely that this would have influenced the results of paper 1 and 2 in any 
major way. 

In paper 3 we excluded patients where diagnosis was based only on cytology, since this material is 
not enough to make analyses of HPV and p16. The patients diagnosed only in this way are mostly in 
a palliative state or at a high-performance status, thus not likely to be given a full curative treatment. 
Therefore, it is not likely that their exclusion had any impact on survival analysis of patients treated 
with full curative intent. 

IHC is a method with many challenges; results are depending on cut-offs, which often differs between 
studies, and on inter-individual differences when interpreting results. In other tumor-types and other 
parts of the body IHC of p16 can show an unstable patchier pattern[162], but in head- and neck SCC 
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it is considered stable, is well tested and cut-off levels are set and internationally accepted, both by 
researchers and in clinical use[56, 160]. Our experience is that most often the staining for p16 is either 
strong, or weak, with only a very few samples near the cut-off. 

To perform subgroup analyses in a retrospective setting such as in paper 3, gives a limited scope of 
information. A prospective setting, with strict follow-up on treatment protocols, would be preferable.

In OPSCC there are large differences in numbers between the dominating group of tonsil and base of 
tongue cancer and the relatively few otherOPSCC. This entails statistical challenges, and the risk of 
missing characteristics of the minority when evaluating the whole OPSCC-group together. 

A general fact is that our study-groups are based on the diagnosis set by the clinician according to 
ICD-10. Since it is not always clear where a tumor has its origin, some level of uncertainty is involved 
in this assessment.

Major weaknesses are that the studies are retrospective, with clinical data collected in same cases 
many years after death, from different chart systems, which could entail missing data. 

 

4.2 STUDY SUBJECTS, MATERIALS AND METHODS PAPER 4:

4.2.1 Study subjects and study design:
This study was approved by the Swedish Medical Agency[161] and registered in the EUDRA-CT 
clinicaltrials.eu (study 2012-004540-29). 

20 patients with ranula, oral or plunging, were included in a double-blinded placebo-controlled  
randomized trial, in which sclerotherapy with OK 432 was evaluated regarding efficacy and safety. 

43 patients were assessed for participation, 20 of these were included in the study. The main reason 
for exclusion was autoimmune disease and patients own wish for immediate treatment, inclusion and 
exclusion criteria are fully described in paper 4. 

Patient characteristics such as age and gender were similar in the included and excluded groups. 
The assessment of correct diagnosis was for plunging ranula based on typical appearance on radio-
logy (ultrasound or CT, in some cases MRI) and benign cytology, for oral ranulas a typical clinical 
appearance and cytology was considered sufficient. 

Included in the study were 10 patients with plunging and 10 patients with oral ranulas. 

The study thus comprised two injections with a follow-up after approximately 2 months, and after this 
first part the placebo-group was offered active treatment according to the same protocol.
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4.2.2 Intervention:
The injections were given in our outpatient clinic, by ENT-surgeons experienced in ultrasound. 

Patients were randomized by a non-blinded study nurse. All patients in the active group got the same 
fixed dose, 0,1 mg OK 432, diluted in different volumes NaCl depending on size of the cyst, in accor-
dance with the protocol used for lymphatic malformations at Karolinska.  For detailed description of 
treatment procedure see paper 4. 

Patients were handed QOL-questionnaires; EQ5L-Sweden[164] and a patient diary for recording 
inflammatory response, to be returned at next visit. 

4.2.3 Outcome measures:
Patients with both plunging and oral ranulas were assessed by clinical examination and ultrasound at 
the follow-up, QOL-forms and patient diaries were collected.

Primary outcome measure was the response to treatment. This was assessed in a dichotomized way; 
complete responder (CR) or not responder (NR). Any remaining cystic lesion clinically or on ultra-
sound entailed NR-result. Secondary outcome measure was the patients experience of the inflamma-
tory reaction after injection, assessed through the documents. 

An additional overall outcome measure was safety, and adverse events were assessed at every visit 
and telephone follow-up. In the study we also calculated the costs per patient compared to surgery 
(excision of the sublingual gland as a day-surgery procedure) with one series of two injections and the 
following control visits. The study was continuously monitored by KTA (Karolinska Trial Alliance)

Flow chart of the study: 
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4.2.4 Statistical analyses paper 4:
The study groups were compared through a student’s T-test using a two-tailed significance and assu-
ming equal variance.

4.2.5 Methodological considerations paper 4: 
The number of patients in the study is small, with an obvious impact on the statistical strength (we 
can barely show a weak significance active treatment vs placebo). We misjudged the effect based on 
excellent results in our own small pilot-study, results we could not repeat here. That plunging ranulas 
could respond differently should possibly have been anticipated based on varying results in other 
studies, but was not observed in our pilot-study. To some extent these problems reflects the diffi- 
culties in performing randomized studies in rare conditions such as ranula. To summon a larger  
number would take a long time, and the fact that two patients in the placebo-group were cured by 
NaCl was also surprising to us.

Another somewhat disappointing observation is that included patients showed a low compliance 
when it comes to filling in and returning QOL-forms and patient diaries. This could reflect that 
this condition has a moderate impact on patients’ daily life; generating a lower compliance in ful- 
filling study documents than in clinical trials on more serious conditions. Or the documents were too  
time-consuming; a digital solution could have generated a higher rate of obtained information. 

The intent of paper 4 was good, but in retrospect it is hard to avoid the thought that the ambition 
was too high. We could have set up a simpler treatment-study, entailing a lower level of evidence,  
gathered a larger volume of patients and the study had been easier to carry out.
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5 ETHICAL CONSIDERATIONS

Regarding study 1-3, carried out under ethical permit Dnr 2009/1278-31/4, amendment Dnr 2010/1117 
32, and permit 2005 /431 31/4, 2005/1330-32, studies are carried out retrospectively, on existing 
biopsy material and patient charts. The main ethical issue here is to store data and analyses in a safe 
way, and to anonymize data so that no participating patient can be identified. 

All patient data are coded according to routine (given numbers with a pass-word secured code) and 
the data sets are stored in the Karolinska system in looked firesafe facilities. 

Regarding study 4, ethical permit No 2013/553 31-1, amendment No 2017-1007-32-1, the ethical 
considerations are mainly:

1. The safety aspect of evaluating OK 432, a well-established treatment of lymphatic mal- 
formation, in a new group of patients

2. That the placebo group will be given two injections with only saline with 2 months of obser-
vation time between, and thus have their treatment delayed for 4 months. 

3. That the placebo group will be subjected to two unnecessary injections, with related pain 
and discomfort. 

Regarding these considerations our research group have made the following conclusions:

1. OK 432 has been used for over 30 years without any known serious complication. The study 
on ranula means testing the drug on a new indication, but in the same dose and in the same 
procedure as earlier usage. We saw no alarming risks in this.

2. Ranula is a benign disease that generally causes a mild or moderate discomfort, mainly cos-
metical. We therefore judged that the delay of treatment with 4 months for the placebo-group 
was acceptable, considering the possible benefit of finding a less invasive treatment option.

3. The pain related to injections was judged mild to moderate, and short-term. We considered 
it was acceptable. 
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6 RESULTS AND DISCUSSION

6.1 RESULTS AND DISCUSSION PAPER 1 AND 2

6.1.1 Presence of human papilloma viruses and p16 expression in hypopharyngeal 
cancer: 

6.1.1.1 Aim:
In paper 1 we investigated whether HPV is a risk factor and a favorable prognostic factor for patients 
with hypopharyngeal cancer and assessed the correlation to overexpression of 16 in this subgroup. 

6.1.1.2 Main results: 
109 out of 142 identified patients had available tumor samples of sufficient quality for analyses of 
HPV DNA, and were further assessed for overexpression of p16 by immunohistochemistry and in-
cluded in the further analyses. The overall 5-year survival was 17 %, (19/109 patients), disease-free 
survival 55 %. 78/109, 72 % of the patients were diagnosed in stage 3 or 4. 7 out of 109 samples were 
positive for HPV-DNA; 4 samples of HPV 16 and 3 other types (see table 1) 

18 patients had tumors positive for overexpression of p16 (for definition of p16-positivity see point 
4.1.3). The correlation of p16-positivity and HPV in total was low, with only 4/18 (22%) of p16-po-
sitive tumors being also HPV-positive. However, all patients with HPV 16 were also p16-positive, 
see table 1. 

Table 1. HPV and p16 in patients with hypopharyngeal cancer 2000-2007 in Stockholm
p 16+

No of patients

p 16-

No of patients

HPV 16+ 4 0

HPV 51, 53, 56+ 0 3

HPV - 14 88

Total no of patients 18 91

Only patients with curative intent were included in the survival analysis n=96 

Neither HPV or overexpression of p16 showed a significant correlation to disease-free survival.  
Regarding overall survival, the univariate analysis showed no significant correlation of HPV to  
better overall survival, but in the multivariate analysis the presence of HPV all types and HPV 16 did  
(p= .015 and .031). 

Overexpression of p16 showed no significant correlation to a better overall survival but a possible 
tendency (see figure 6).
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Figure 6: 5-year overall survival for 
patients with hypopharyngeal cancer 
stratified for tumor expression of p16

Three of the four patients with tumors positive for HPV 16 and p16 lived tumor free for more than 5 
years. 

6.1.2 Human papillomavirus DNA and p 16 (INK4a) expression in hypopharyngeal  
           cancer and in relation to clinical outcome, in Stockholm, Sweden
6.1.2.1 Aim:
In paper 2 we seeked to assess whether the prevalence of HPV and overexpression of p16 in hypo- 
pharyngeal cancers has enhanced over time and the value of these markers in relation to clinical  
outcome.

6.1.2.2 Main results:
82 out of 93 identified patients diagnosed with hypopharyngeal cancer between 2008-2013 had  
available tumor biopsies and were analyzed for HPV and overexpression of p 16 (for definitions and 
details see point 4.1.2 and 4.1.3, and the papers). 

Of these 82 patients, 3 were positive for HPV (3,7%), all HPV 16, and all three were also p16- 
positive. 

12 of the 82 patients (14,6%) were p16-positive, i.e., the correlation to HPV was poor. 

These results from HPV and p16-analyses were very similar to the results in paper 1, see table 2: 

Table 2: comparison of study 1 and 2.
Tumor HPV DNA and p16 status

Paper 1 Paper 2 Total

No of patients analyzed 82 109 191

p16-positive (%)  12 (14,6%) 18 (16,5%) 30 (15,7%)

HPV-positive (%)  3 (3,7%) 7 (6,4%) 10 (5,2%)

HPV 16-positive (%)  3 (3,7%) 4 (3,7%) 7 (3,7%)

HPV 16 and p16-positive (%) 3 4 7 (3,7%)
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In the survival analyses all patients from 2000-2011 (based on the need of a follow-up period of at 
least three years) were included (96 from 2000-2007 and 46 from 2008-2011). For illustration, see 
Fig 1 paper 2. 

In the survival analyses there was a significantly better 3-year overall survival for the patients HPV16+/
p16+ (p=.0185), figure 7 A. Disease specific survival showed a tendency, but is not significant, figure 
7 B. p16 was not significantly correlated to OS or DSS, but there was a tendency towards better OS 
for patients with p16+ tumors, figure 7 C and D. 

6.1.2.3 Discussion Paper 1+2: 
Our results show that the prevalence of HPV in hypopharyngeal cancer in the years 2000-2013 in 
Stockholm was very low, only 10/191, 5,2%, and stable over time, in contrast to the high portion of 
HPV/p16-positive tumors in the oropharynx during the same period of time[18, 97]. 

When our studies were initiated a study by Ernoux-Neufcouer et al had shown a very high preva- 
lence of high-risk HPV in a group of 61 stage 4 hypopharyngeal cancer, 82%[91] . However, in their  
study only 7 patients showed overexpression of p16, which could indicate that only a few of the HPV+  
patients had clinically relevant transcriptionally active DNA. In the Ernoux study presence of high-
risk HPV was not correlated to a better prognosis, rather a worse, but all 7 patients with hypo- 
pharyngeal cancer overexpressing p16 were disease free after 3 years. The latter was not significant 
(low number of p16+ patients) but is an interesting observation. 

Figure 7: Kaplan-Meier curves of all 142 patients with hypopharyngeal cancer 2000-2011 included in sur-
vival analysis. A: OS and B: DSS of patients with HPV16+/p16+ vs other hypopharyngeal cancer, C: OS 
and D: DSS of patients with p16+ hypopharyngeal cancer vs p16-. A=significant, p=.0185
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In the years that followed other studies confirmed that HPV does not show a high prevalence in 
hypopharyngeal cancer, with HPV found in 10-20% of cases[34, 89, 90, 165, 166]. Since hypo- 
pharyngeal cancer is rare, and the prevalence of HPV in this group of tumors is low, multicenter- 
studies would be very useful in order to gain more knowledge on the issue. 

Our results suggests that in this subgroup of head- and neck cancers overexpression of p16 is not well 
correlated to HPV, and thus not a reliable surrogate marker to oncogenic active HPV. This is in line 
with the study by Ernoux et al, and for the whole group of non-OPSCC by Lechner[167].  

However, there are indications that patients with p16+ hypopharyngeal cancer show a tendency of 
better survival regardless of HPV-status[168]. Here, in the survival analysis of the merged cohort 
from paper 1 and 2 we find a tendency that p16-positive patients have a better outcome compared to 
p16-negativ; 3-year-OS was 50% vs 31% respectively, 3-year DSS was 58% vs 43%. These differen-
ces were not significant, but the findings are in line with Chung et al[168] and Ernoux et al[91], and 
the role of p16 as an independent tumor marker deserves further attention. 

All of the seven patients in paper 1+2 with HPV16+/p16+, of which six had a survival for more 
than three years, had their tumors located in the aryepiglottical fold or the pyriform sinus; thus, they 
were “true” hypopharyngeal cancers and not overgrowth from tonsils or base of tongue. Naturally no  
conclusions can be drawn from such a small number, but it is an interesting observation considering 
the general bad prognosis in this group of patients. It is also interesting related to the finding by Joo 
et al that HPV-positive tumors often were located in the pyriform sinus and had a characteristic gross 
feature with exophytic and granulomatous growth[90].

Hypopharyngeal cancer is a rare disease, so many previous studies include a small number of  
patients – a strength of these two papers is the large material, which includes all patients diagnosed with  
hypopharyngeal cancer in the population of Stockholm-Gotland region in the actual period of 
time. This constitutes in comparison to many previous studies a large cohort of patients with a rare  
diagnosis. Summing patient characteristics give important knowledge of this group; the panorama 
regarding age, TNM stage etc. remains stable over time, in contrary to the epidemiological changes 
in oropharyngeal cancers related to the impact of HPV. 

Regarding treatment of hypopharyngeal cancer the findings of Steiner and Ambrosch [83, 84]that 
primary surgery in selected cases gives a more favorable outcome is important. Since the prognosis 
in this group is so bad, every possibility to improve treatment choices must be carefully assessed, and 
the development of surgical techniques widens the boundaries of what is technically possible.

6.1.2.4 Conclusions Paper 1+2:
• Precence of high-risk HPV was rare, only 5%, and did not increase over time in Stockholm during 

the years of 2000-2013
• p 16 is not a suitable surrogate marker for HPV in hypopharyngeal cancer.
• HPV 16 in combination with p16-positivity is a possible prognostic factor in hypopharyngeal 

cancer, but the numbers in our studies are too few to confirm this.
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6.2 RESULTS AND DISCUSSION PAPER 3

6.2.1 Long-term survival and recurrence in oropharyngeal squamous cell 
           carcinoma, in relation to subsites, HPV and p16-status:

6.2.1.1 Aim:
The aim of paper 3 was to investigate the long-term outcome in oropharyngeal cancer, both regarding 
overall survival and recurrence, in order to gain better knowledge of recurrence pattern in relation to 
p16, HPV and subsites.

6.2.1.2 Main results:
We found that both overall and disease-free long-term survival was significantly higher in p16- 
postive than negative patients with OPSCC (p=<0.0001 and < 0.0001 respectively). When analyzing 
subsites separately, the difference holds in TSCC/BOTSCC: s, but in the group of otherOPSCC there 
is no significant difference in relation to p16-status regarding neither OS or DFS, see figure 8.

Figure 8: Kaplan Meier figures with 10-year overall survial (OS) and 10-year disease-free survival (DFS) in patients 
with OPSCC (A-B) and separated on subsite with TSCC/BOTSCC (C-D) and otherOPSCC (E-F). A-B) Patients with p16 
positive OPSCC had a significantly better OS and DFS as compared to patients with p16 negative OPSCC (log rank: 
p<0.0001 and p<0.0001 respectively). C-F) Patients were separated into lymphoepithelial sub-sites (TSCC/BOTSCC) and 
non-lymphoepithelial subsites (otherOPSCC) and analysed separately. C-D) Patients with p16 positive TSCC/BOTSCC 
had a significantly better OS and DFS as compared to patients with p16 negative TSCC/BOTSCC (log rank: p<0.0001 and 
p<0.0001 respectively). E-F) No significant differences in OS and DFS between patients with p16 positive and p16 negative 
otherOPSCC were observed (log rank: p = 0.13 and p = 0.9 respectively).
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In the whole cohort 110/529, 21%, of patients had recurrence. In TSCC/BOTSCC there was an equal 
distribution between locoregional recurrence (LRR) and distant recurrence (DR), but in otherOPSCC 
most had LRR (see figure 9).  OPSCC patients with p16-positive tumors had a significantly higher 
portion of distant recurrences (DR) compared to p16-negative, (p=<0.04).

Figure 9: Distribution (count) of LRR and DR 
separated per OPSCC sub-site

From the subgroup analysis of TSCC/BOTSCC WHO 0 we learn that patients with HPV+/p16+ have 
a significantly higher long-term OS and DFS compared to HPV-/p16-, (p=<0,0001 and 0.0001), but 
in addition to this we also find that discordant status, HPV-/p16+, have a significantly worse OS than 
patients with double positive HPV/p16 (p=<0,029, figure 10), and likewise that HPV+/p16- had an 
intermediate survival (data not shown).  

Figure 10: Kaplan Meier figures with 10-year overall survival (OS) and 10-year disease-free survival (DFS) in 
patients with TSCC/BOTSCC (A-B) A) Patients with HPV DNA positive and p16 positive (HPV+/p16+) TSCC/
BOTSCC had a significantly better OS and DFS, as compared to patients with HPV DNA negative and p16 negative 
TSCC/BOTSCC (log rank: p<0.0001 and p<0.0001 respectively). However, patients with p16 positive but HPV 
negative (HPV-/p16+) TSCC/BOTSCC presented an intermediate OS and DFS as compared to patients with double 
positive or double negative HPV/p16 status. (HPV+p16+ vs HPV-p16+ (log rank test): OS: p=0.029; DFS: p=0.086 
and HPV-p16+ vs HPV-p16- (log rank test): OS: p=0.001; DFS: p=0.072)

Beyond this, we find that in the multivariate only HPV+/p16+ was correlated to a better long-term OS 
and DFS compared to HPV-/p16- (not HPV-/p16+), (see table 2 paper 3). 

Survival after recurrence in TSCC/BOTSCC was low, 5,9%, and HPV/p16-status was in this material 
not significantly correlated to prognosis at this point forward. see figure  11: 
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6.2.1.3 Discussion Paper 3:
From paper 3 we gained important knowledge on the long-term recurrence panorama of OPSCC, both 
for the tumors associated to HPV and those that are not. 

The origin of this study was an eager to investigate whether the case reports and observations of 
HPV-positive tumors with late and atypical recurrences could be verified to represent a difference 
in recurrence pattern in this relatively new entity of tumors. Secondly, we wanted to continue the 
assessment of the prognostic value of p16 regarding recurrence and long-term survival separating the 
subsites TSCC/BOTSCC and otherOPSCC. 

The result that patients with p16-positive tumors are at less risk of developing recurrence was  
expected, several studies have reported this[115, 169]. However, in this study we find no results  
supporting the observations of p16-positive patients presenting with late relapses[116, 170, 171].

Two findings in this study are important in relation to the new TNM 8-staging separating p16+/ 
p16- OPSCC. 

1. In the present study we can confirm that the prognostic value of p16 in OPSCC derived from 
the non-lymphoid tissue in otherOPSCC differs from TSCC/BOTSCC, also regarding long-
term outcome and recurrence. 

2. HPV-/p16+-TSCC/BOTSCC patients has a significantly lower OS compared to HPV+/p16+ 
patients, why de-escalations studies and/or future treatment protocols should not be based 
on p16-status alone.

In this and previous studies the subgroup of otherOPSCC resembles more the tumors of the oral 
cavity, regarding both correlation of p16-status to HPV, and long-term prognosis. This entails a 
need to take precaution in using the new p16-based TNM 8 staging system of oropharyngeal tumors 
for de-escalation of treatment in this subgroup. There is an obvious risk of under-treatment if the  
other OPSCC are blindly merged with TSCC/BOTSCC. 

Regarding the combination of HPV/p16 it is an interesting observation that TSCC/BOTSCC- 
patients with HPV-/p16+-status significantly differs in OS from HPV+/p16+. Firstly, this implicates 
that de-escalation selection based only on p16-status entails a risk to undertreat the group HPV-/p16+, 
who according to these results do not have the same good prognosis as HPV+/p16+. Secondly, this 
raises the question of what this combination actually stands for regarding tumor biology. p16 is a  
tumor suppressor who has its own role in cell cycle and DNA-repair, independently of HPV-infection. 
Others have found similar results; Worsham et al found that HPV-/p16+ patients had a worse survival 

Figure 11. Kaplan Meier figures with 
10-year survival after a locoregional 
or distant recurrence (LRR/DR) sepa-
rated for HPV and p16 status. No sig-
nificant differences were observed in 
survival between patients with TSCC/
BOTSCC after recurrent disease in-
dependent of HPV and p16 status.  
(HPV+p16+ vs HPV-p16- (log rank 
test): p=0.12)
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that HPV+/p16+, but still clearly better than HPV-/p16-, and draw the conclusion that HPV-/p16+ are 
a distinct subgroup where HPV is not involved[51]. This is supported by Rasmussen et al, who in a 
large cohort-study show that HPV-/p16+ patients have a higher risk of DR than HPV+/p16+[52], and 
further Klussman et al found that 5,5% of p16-positive OPSCC patients had no HPV-DNA, and in the 
majority of these patients survival was worse than +/+[172]. Their study does not separate subsites in 
the oropharynx, but they conclude that p16 as a single marker is insufficient. 

Similarly, in our study TSCC/BOTSCC-patients with tumors positive for HPV but negative for p16 
(HPV+/p16-) also presented with an intermediate survival compared to double-negative or double- 
positive. In that case the effect of the new TNM is the reverse; they will be classified as p16-, but 
possibly have a better prognosis than expected, and thus risk a more intense treatment than necessary.  

In our study we did not proceed with subgroup analysis of otherOPSCC and both markers HPV/p16, 
since the volume of patients ends up too low when separating a small subsite-group into another level 
of division. It could however be interesting to gather a larger multicenter study, in order to further 
evaluate the role of p16 as a marker independent of HPV. 

Our findings support the theory that SCC arising in lymphoid and non-lymhoid tissue are different 
entities; even within the tonsils, studies indicated differences between tumors arising in the epi- 
thelium of the crypts and epithelium on the tonsil surface, with different survival in relation to 
HPV[173, 174]. With the new TNM 8 we are approaching different treatment regimens based on 
HPV by proxy; p16-status. In our opinion, this is not sufficient; HPV status, subsite and possible even 
histopathological features within subsite should be taken into account. 

In these studies, we have not made any correlation of outcome to actual given treatment. Treatment 
protocols have changed over time, but treatment have been consistent within each group and time-
frame.Finally, our result support the theoretical view of otherOPSCC as more alike oral cancers. 
Together with the recent advances made in robotic surgery and transoral microsurgery this entails 
that a shift towards more primary surgery in selected patients possibly should be evaluated. Since the 
number of patients is small, this should be done in a multi-center setting. 

6.2.1.4 Conclusions Paper 3:
• Patients with p16+ TSCC/BOTSC have a better long-term OS and DFS than patients with 

corresponding p16-negative tumors
• p16-status did not affect long-term outcome in otherOPSCC, entailing that this markers is 

not a suitable prognostic marker in this subgroup of patients. 
• The combination of HPV and p16-status seemingly give a more correct prognostic informa-

tion than p16-status alone in TSCC/BOTSCC
• Late recurrences were unusual, did not occur more often in p16+ TSCC/BOTSC vs p16-, 

and after recurrence p16-status was not related to outcome.
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6.3 RESULTS AND DISCUSSION PAPER 4

6.3.1 Sclerotherapy with OK 432 on ranula – a prospective, randomised, double-
           blinded placebo-controlled study:
6.3.1.1 Aim: 
In paper 4, our aim was to investigate sclerotherapy with OK-432 on ranula, intraoral and plunging, 
regarding efficacy, safety and the impact on QOL of the inflammatory reaction following injection. 

6.3.1.2 Main results:
19 out of 20 participants finished the study. 
Primary outcome was effect on cystic lesion, assessed as complete response (CR) or non-responder 
(NR).  (For details regarding assessment of outcome see point 4.2.3and paper 4.)
In the randomized groups 6/9 patients treated with OK-432 and 2/10 patients treated with NaCl were 
cured, see table 3. There is a significant effect of treatment at p= 0,041. 
Results of the randomized groups: 

Table 3. Summary of results in the randomized groups. p=.041
Double-blinded randomized treatment:

Responder Non responder
OK-432 6 3
Placebo 2 8

  
After the first part of the study, the patients treated with placebo were offered OK-432 or surgery. All 
patients in the placebo group with remining lesion (n=8) chose treatment with OK-432. 

Summarizing both groups (9 patients randomized to OK-432 plus the 8 patients with remaining lesion 
after placebo treated with OK in a non-blinded setting) gives in total 17 patients treated with OK-432, 
8 intraoral and 9 plunging ranulas. After this “second round” of non-blinded active treatment in the 
placebo-group, all the intraoral ranulas were cured, but only 2 out of 9 of the plunging see table 4. 

Table 4. All patients treated
Responder Non responder

Intraoral 8 0
Plunging 2 7

Secondary outcome was the impact on quality of life after sclerotherapy with OK-432, based on 
EQ-5D-Sweden and patient diaries. Only 12 out of 20 randomized patients handed in the documents, 
but from the obtained material we learned that the reaction lasted 2-9 days, with a mild to moderate 
impact on quality of life. For detailed information see paper 4. A non-validated observation is that 
the patients that were treated in the non-blinded setting, after placebo, seemed to experience a worse 
impact on QOL by OK-432 sclerotherapy than the patients treated double-blinded. 

Results from the calculations regarding costs per patient show that in Karolinska University Hospital 
the total sum of surgery (excision of the sublingual gland) was ten times higher than one injection 
series of OK-432 (including staff, material, drug related costs etc). 

No serious adverse event was noted. Adverse events noted were one local infection after placebo  
injection (the one drop-out from the study) and one patient got a common cold after injection.
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6.3.1.3 Discussion Paper 4:
In this study we find that sclerotherapy with OK-432 is safe, very effective in intraoral ranulas, but 
seemingly less effective in plunging ranulas. We can also conclude that the inflammatory reaction 
after injection causes an impact on QOL that the patients find acceptable. 

In addition, sclerotherapy is cost-effective with a 1:10 rate versus surgery.
 
Part of the results in this study are somewhat surprising. First, our pilot study indicated a success rate 
of 80%, and that was the rate we used for the preparatory power analysis, where we also assumed 
no patient in the placebo group should be cured.  Second, we did not anticipate there would be a  
difference in treatment response between plunging and intraoral ranulas. 

In this study the success rate in the group randomized to OK-432 is 67 % (6/9).  If we look at all 
patients including those treated with OK-432 after placebo, all 8 patients with intraoral ranulas were 
cured but only 2/9 of the plunging, thus a clear indication of difference in treatment response between 
the two localizations. 

Regarding success rate the definition of effect in this study can be discussed. We only conside-
red patient as a responder if total shrinkage had occurred, and no cystic lesion was present. In our  
experience any remaining cystic lesion, even very small, entails a recurrence eventually. But –  
patients can sometimes be satisfied with the decrease in volume and voluntarily postpone further 
injections and/or surgery. 

The low response to OK-432 in plunging ranulas compared to intraoral could is interesting and needs 
to be studied further. Several groups have reported longer series of injections of OK 432 for lympha-
tic malformations, and also higher doses up to 0,3 mg OK-432/injection [175, 176]. Our choice of 2 
injections is based on our pilot-study, in which average number needed for cure was 2,1, in combi-
nation with the ethical issue of delaying active treatment further for the placebo group. In Karolinska 
our experience has been that O,1 mg OK-432/injection (according to original protocol established by 
Ogita 1987 [144]) is sufficient for lymphatic malformations, but it is possible that a higher dose and/
or multiple injections would yield a better outcome on plunging ranulas. 

Another possible explanation is that the more complex anatomical set-up of a plunging ranula could 
lead to difficulties reaching the whole cyst. Or, the mechanism of sclerotherapy on ranulas could be 
mediated by inflammation of the sublingual gland itself? The good results in the study of chemical 
ablation of the sublingual gland by Brannan et al[139] indicates that could be a possible explana-
tion. In that case, the OK-432 should be injected directly into the gland, not into the cyst, and it 
would explain why injection in a cyst located intraorally is more successful than injection into a 
cyst that has transcended into the submandibular space. For intraoral ranulas the approach of micro- 
marsupialization is an interesting option. In Karolinska we have no experience of this, but as it is 
described as a simple procedure with seemingly god results and few disadvantages[138] it could be 
an alternative to consider. 
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In summary, we find that sclerotherapy with OK 432 is an easily available, safe and effective  
treatment for intraoral ranulas, but on plunging ranulas further studies are needed. 

An overall observation is that many patients are very eager to avoid surgery; and since ranula is a  
benign condition, often with moderate symptoms, efforts should continue to develop minimal-inva-
sive options further.

6.3.1.4 Conclusions Paper 4:

• Sclerotherapy with OK-432 is a safe and effective way to treat intraoral ranulas, but for plunging 
ranulas possible less effective

• The inflammatory response after sclerotherapy with OK-432 is well tolerable for the patient.
• Sclerotherapy is cost-effective compared to surgery with excision of the sublingual gland. 
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7 SUMMARY OF CONCLUSIONS

The results from paper 1-4 in this thesis suggests that: 

• The prevalence of high-risk HPV and overexpression of p16 in hypopharyngeal cancer in 
Stockholm during the years of 2000-2013 was low, 5 %, and did not increase over time

• p16 is not a suitable marker for HPV in hypopharyngeal cancer.

• The very rare combination of HPV 16 in combination with overexpression of p16 is a  
possible, but not confirmed, prognostic factor in hypopharyngeal cancer. 

• In patients with tonsil and base of tongue cancer, long-term overall survival and disease-free 
survival is correlated to p16-status, but the combination of both HPV and p16 give a more  
detailed prognostic information in this group. However, in patients with otherOPSCC 
p16-status is not a suitable prognostic marker.

• In patients with oropharyngeal cancer late recurrences were unusual, did not occur more 
often in patients with p16+ than p16- tumors, and after relapse p16-status was not related to 
outcome. 

• Sclerotherapy with OK-432 is an effective way to treat intraoral ranulas, but for plunging 
ranulas possible less effective.

• The inflammatory response after sclerotherapy with OK-432 is well tolerable for the patient, 
and sclerotherapy is cost effective compared to surgery with excision of the sublingual gland. 
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8 POINTS OF PERSPECTIVE

Despite efforts regarding chemoradiotherapy, targeted therapy and optimized surgical methods the out-
come for patients with hypopharyngeal cancer is stable and discouragingly low.. In this light, the fact 
that new conquests in robotic and transoral laser surgery show promising results also in patients with  
advanced hypopharyngeal cancer is interesting, but extensive surgery comes with a price for the  
patient. 

HPV seems, based on the evidence to date, not to be of major importance in hypopharyngeal cancer 
- but the search for clinically relevant tumor markers must and will go on. If we, on the diagnostic 
biopsy, could identify those patients that will respond well to radiotherapy/chemoradiotherapy and 
those who will not, choice of primary treatment could be individualized - so, the need for further  
search for predictive markers in hypopharyngeal cancer is clear.

Regarding HPV and oropharyngeal cancers, we have an interesting shift ahead.  Vaccination against 
high-risk HPV, in Sweden also offered to boys, will over time have a substantial effect not only on the 
main target cervical cancer, but also on oropharyngeal cancers. Will HPV-associated oropharyngeal 
cancer become an almost eradicated disease? Regardless, more focus should be put on the HPV- 
negative patients and their bad prognosis. Here prevention measures, aiming at less use of tobacco 
and alcohol, early detection efforts, and further search of predictive markers should be continued. 

It is an interesting observation that even within subsites there could be different histopathological 
features (crypt/surface epithelium in tonsils for example). Our diagnostic system is based on a rough 
separation mainly based on clinical judgement.  With the new molecular knowledge, we are in many 
areas moving towards precision medicine, where tumors will be mapped based on markers and more 
detailed histopathological features. In the future, we will probably be increasingly dependent on our 
pathologists, and possibly re-evaluate the way we separate subsites in the head and neck region. 

HPV and its surrogate marker p16 are the first tumor markers in clinical use in head and neck cancer 
practice. The discovery of HPV: s role in oropharyngeal cancer is an example of how  how large 
epidemiological studies identified a major shift, that through extensive work could be linked to vi-
ral and molecular explanations, and a causative chain could be established. However, the work to 
translate this knowledge into clinical practice is a complex and challenging task. The fact that the  
combination of HPV and p16-analyzes seemingly gives better prognostic information than either 
alone, should be taken into careful account in the design of de-escalation studies. 

It is of great importance that a de-escalation of treatment, with a benefit regarding morbidity and  
side-effects for one group of patients does not entail a deterioration for another group, in the enthusi-
asm of having found a clinically relevant tumor marker.   

Serum antibodies against E6/E7 have been suggested for screening of HPV-infection and related risk 
of cancer, and also as predictive markers of risk of recurrence. This is a very interesting field where 
prospective studies are ongoing. 

Regarding ranula, it is a benign disease with moderate symptoms, and no known risk for ma-
lign transformation. The treatments we can offer our patients range from the most invasi-
ve method, excision of the sublingual gland, providing a definite cure but entailing risk of 
complications of surgery and anesthesia, to less invasive but possible less effective non-sur-
gical methods. This is truly a field where patients own perception regarding the level of  
discomfort and preferences, can help us find the best alternative for each individual.
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9 POPULAR SCIENCE SUMMARY OF THE THESIS

The head and neck area is one of the most complex parts of our human body when it comes to both 
topography and function. It holds many of our senses, but also other important functions such as 
swallowing and speech. This brings challenges when treating both malignant and benign lesions. The 
head- and neck surgeon and oncologists must balance the possible benefit of treatment in relation 
to the risk of affecting function. An overall goal, both in malignant and benign disease, is therefore  
finding therapies that benefits or cures the patients, but in an organ preserving way. To achieve this, 
new treatment modalities are evaluated, and we search for predictive factors and/or markers to  
identify each patient’s best treatment option. 

This thesis involves two quite different areas of the disease panorama in the head and neck; cancer 
in the throat, in two different locations, and a benign cystic lesion arising from a salivary gland in 
the floor of the mouth. All four papers aim at finding ways to treat patients in a more individualized  
manner, were individual aspects of the patients and their disease can help clinicians to choose treat-
ment wisely.  

Head- and neck cancer (HNSCC) is the sixth most common type of cancer in the western world, in 
Sweden about 1600 new cases are diagnosed each year. Traditional risk factors for head and neck can-
cer are tobacco and alcohol. However, since the 80`s it has been noted that the number of new patients 
diagnosed with tonsil and base of tongue cancer is increasing, and that many patients are now young-
er and without the “regular” history of tobacco and alcohol. Studies by our research group and others 
have established that this increase is correlated to human papilloma virus (HPV) – a virus since long 
recognized to cause cancer in the cervix (sv: livmoderhals) - also in the tumors in tonsils and base of 
tongue. Furthermore, tumors that are caused by HPV have a better survival than those without HPV. 

One of the mechanisms involved when HPV causes cancer includes an increased level of a  
protein named p16 in the affected cell, and abundance of this protein has been found to correspond 
very well to HPV-positive tumors. Since p16 is easier to analyze than HPV-DNA it is sometimes used 
as a surrogate marker of cancer caused by HPV. 

The knowledge about HPV and p16 in relation to survival are mostly based on patients with tumors in 
the dominating subsites tonsillar cancer and cancer in the base of the tongue. However, the relation- 
ship between HPV, p16 and the development of cancer is not so clear in other subsites of the throat 
such as the back wall and the uvula, and in the lower part, the hypopharynx. 

Patients with cancer in the lower part of the throat, the hypopharynx, are the subgroup of patients 
with head- and neck cancers who has the worst prognosis, only around 30% of patients are still alive  
5 years after diagnosis. Treatment is most often oncological treatment with radiotherapy and some-
times chemotherapy, and few patients go to primary surgery. Some patients respond very well to 
radiotherapy, and some not at all- if we could find markers already at diagnosis that we could connect 
to treatment response it would help us chose treatment for each patient in a better and individualized 
manner. 
 
Since HPV has been established as a risk factor of oropharyngeal cancer, interest has grown to  
investigate if HPV has an impact also in other subsites of the head- and neck area.  In the first two 
papers of this thesis, we investigate HPV and p16 and the relation to cancer in the lower part of the 
throat, the hypopharynx. In these papers we analyze data from tumor samples and the patients’ chart 
retrospect. We find that HPV is uncommon in hypopharyngeal cancer, that the correlation to elevated 
levels of p16 is low, and that this situation did not change over time 2000-2011.  From this we draw 



58 59

the conclusion that HPV is not an important biomarker in hypopharyngeal cancer, and that p16 is not 
to be used as a surrogate marker for HPV-positivity in this subsite. 

There have been observations reporting that tumors caused by HPV show a tendency to recur later 
than HPV-negative, but the long-term results of patients with cancer in the upper part of the throat – 
the oropharynx - have not been well studied. In the third paper we analyze the long-term survival and 
pattern of recurrence in patients with oropharyngeal cancer. We find that late recurrences (after more 
than 5 years) were rare, both in HPV + and HPV – patients, and that prognosis after recurrence was 
bad regardless of HPV-status.  

In addition, we find that in patients with tonsillar and base of tongue cancer an elevated level of p16 
clearly corresponds with less risk of developing recurrence . However, in patients with cancer in 
non-tonsillar, non-base of tongue oropharynx (back wall, uvula etc) we find no such correlation. In 
the group of tonsillar and base of tongue cancers, we find that the combination of testing both HPV 
and p16 gives a more detailed prognostic information than testing only p16. From this we conclude 
that it is important to take into account which subsite the tumor is found in, and to analyze both p16 
and HPV, when tailoring future treatment protocols and clinical studies. 

Ranula is a benign disease in which a pseudocyst is arising from the sublingual gland. Ranula can be 
located either within the mouth, called intraoral ranula, or pass out to the neck, then named plunging 
(diving) ranula. Traditional treatment of ranula is surgery, which is performed under general anest-
hesia and entails risk of complications such as nerve damage and infection. 

Paper No 4 aims at testing a less invasive treatment, sclerotherapy with OK 432– a method where 
we, instead of using surgery, inject a substance in the cyst in order to cause inflammation, and con- 
sequently shrinking and processes resulting in that the tissue adhering together. This study was condu-
cted in a “looking-ahead”, randomized, double-blinded fashion, meaning that either patient nor doctor 
knew if the patient received active agent or placebo. The aim was to evaluate the efficacy, but also to  
assess how difficult the inflammatory reaction was for the patients. The results showed that intraoral  
ranula responded very well to the treatment, but on plunging ranulas the treatment was seemingly less  
successful. The inflammatory response was well tolerated by the patients, and no unexpec-
ted side effects were noted. In addition, sclerotherapy is cost effective compares to surgery.  
Since ranula is a rare condition, it is difficult to gather many cases and thus harder to show  
convincing statistical proofs, but the method is less invasive than surgery and patients have 
been very interested to participate in the study, despite the risk of first going through placebo- 
injections and thus delay of active treatment. 

Our opinion is that these results, supported by other researchers’ findings, should be enough to  
establish sclerotherapy with OK 432 as an alternative primary treatment for patients with intraoral 
ranula, and we judge it wise to conduct further studies of this minimal-invasive method on plunging 
ranula.

In conclusion, his doctoral project includes studies aiming to gain more detailed knowledge on factors 
relevant for choosing the best treatment regimen for patients with hypopharyngeal cancer, oropha-
ryngeal cancer and ranula. Hopefully some pieces of the complex puzzles at issue have been added 
by this work, to be continued……
 



58 59

10 ACKNOWLEDGEMENTS

I would like to express my profound gratitude for making this doctoral thesis possible to many, and 
in particular: 

Linda Marklund, my principal supervisor during the finish of this marathon research race, I will be 
forever grateful for your sparkling intelligence and your calm and always kind, but clear, support. 
When research is carried out like this magic winter, with discussions on science during cross-country 
skiing and ice skating, it is filled with pure happiness. I hope we will continue with outdoor aca- 
demical processes for many more years. 

Eva Munck-af Rosenschöld Wikland – my principal supervisor during the major part of this thesis, 
and my co-supervisor at the end. You are a true ENT goddess. Your curiosity and energy have made a 
deep impact on many of us raised at the ENT-clinic of Karolinska, and your enthusiasm for science is 
contagious. I will always hear your invigorating” but Malin, this is so much fun!” whenever trouble 
appears… and your support during this whole process has been priceless. 

Georgios Papatziamos – co-supervisor, my tutor in clinical matters and my companion in the long 
strive towards more knowledge on sclerotherapy and ranula. You are a true role model on many  
different levels, and I am very grateful that I have the opportunity to work with you, both with patients 
and in research. Thank you also for inspiring our family to visit Greece” off the beaten track”-  I hope 
to have the opportunity to sit in that restaurant on the square of Proti sometime soon again……

A warm thank you to professor Tina Dalianis and her research group at CCK, especially Anders 
Näsman, the smartest guy in Stockholm, and Mircea Romanitan, for our cooperation in paper 1-3, 
and for the welcoming and creative spirit that characterizes the work in your team.   

Lalle Hammarstedt-Nordenvall– former co-supervisors that I lost somewhere along my lingering 
path to this day… thank you for support, guidance and wise thoughts. 

The Research School for clinicians in Molecular Medicine by Karolinska Insitutet. Apart from a 
solid base of knowledge and very important knowledge on methodology I also gained a dear friend,  
Sophia Brismar.
 
Catharina Ihre-Lundgren; my research mentor. I hope we will keep up our lunch-dates also in the 
future; I appreciate our discussions highly. 

Lars-Olaf Cardell, professor and Head of Division of Oto-Rhino-Laryngology at the Department of 
CLINTEC, thank you for creating an inspiring academic atmosphere. 

To former and present bosses: Head of Department of ENT Karolinska: Mats Holmström,  
Bo Tideholm and Alexander Ahlberg, thank you for creating a creative environment and for having 
made research possible at our clinic. Richard Kuylenstierna- you are a guiding star, both as a leader 
and clinician, and your work in forming the pediatric airway team Karolinska is amazing. Sushma 
Nordemar, thank you for being an appreciated friend and boss for many years, and for supporting 
me in testing my wings elsewhere. Amelie Björlin, thank you for the opportunity to try a different 
path than the set one.

Henrik Smeds, Magnus Starkhammar, Rusana Bark and Sofia Hultman-Dennisson; you have 
provided support on many levels, I really miss our former group of middle-managers.



60 61

Per Mattson- your always energetic support is priceless.  To my surprise, you were right! 

Caroline Gahm –my team-mate and soul-mate; your input in this process, and many others, is  
invaluable. What would I do without you? David Landin, thank you for pep-talks on science and 
never-ending insightful reflections on life and politics;  and Andreas Ekborn, for the intense but 
absolutely wonderful spirit and joy of work in our pediatric airway team. 

All nurses and assistant nurses in the ENT-outpatient department; especially Sofia, who worked with 
the ranula-study, and Jane, Gudrun, Christina and Lisa who have become extremely skilled in  
assisting at ultra-sound guided injections; thank you!

All present and former colleagues at the ENT-department Karolinska; there is not a day at work 
without laughter, and the feeling that I am so blessed to work at a place with such high competence 
and professional attitude. A special thanks to Alexandra Elliot, my former room-mate, for all the 
talks.

Thomasine Cederö for proof-reading and wise thoughts. 

Henry Lindholm and Gösta Claesson, for your energy and enthusiasm when we started the  
pilot-study on sclerotherapy and ranula, and Åsa Kågedal for keeping positions on this when I was 
on parental leave.

Mairi Savage and her” Leading in complexity”; Mairi, this would not have happened in another 15 
years without certain aha-moments provided by you.

Barbro Friden – my mentor. Thank you SO much for your support during this process. I am blessed 
to have your wise input; you have really helped me to help myself. 

To our extended family Katarina, Thomas, Hjalmar, Frida and to my oldest friends Karin, Åsa, 
Anna and Johanna; thank you for being there, when the sun shines and when it rains. 

Agneta Wittlock, thank you for your help with countless obstacles in KI-bureaucracy, and for the 
great help with graphical finish of this book. 

I also want to give a big hug and warm thank my mother, Birgitta, the most important role model 
of all, and my father Kalle, for both always encouraging academical curiosity and interest of natural 
science. And to Christer, my mother’s late partner; I am so sad that you are not around to see that I 
actually finished this at the end. But I think you know somehow.

Also, a big thank you to the rest of the family, and a special thanks to professor Birgitta Norberg, my 
aunt, for pep-talks on science and an inspiring career.

Vilhelm, Axel and Thea, thank you for being the most wonderful part of my life.  I love you to the 
moon and back and around again.
 
Finally, the deepest thank you of all to Anders, my husband and the best IT-support ever. Thank you 
for encouraging me, helping me (except for the time when you permanently erased a whole days 
work) and for being the best father possible.  I love you very much, and I am so grateful for our life 
together!

This work was financially supported by grants from: The ACTA Otolaryngologica foundation, The Stockholm 
County ALF, The Stockholm Cancer Foundation, The King Gustav V Jubilee Fund and Laryngfonden.



60 61

10   REFERENCES
1. Observatory, G.C. Cancer today. 2020  [cited 2021 

20210113]; Global cancer burden in 2020, incidence, 
mortality and prevalence]. Available from: gco.iarc.
fr.

2. Marur, S. and A.A. Forastiere, Head and Neck Squ-
amous Cell Carcinoma: Update on Epidemiology, 
Diagnosis, and Treatment. Mayo Clin Proc, 2016. 
91(3): p. 386-96.

3. Svenskt and k.f.h.-o. halscancer. https://kunskapsban-
ken.cancercentrum.se/diagnoser/huvud-och-halscan-
cer/vardprogram/epidemiologi/. 2019  [cited 2021 
20210113]; Available from: https://kunskapsbanken.
cancercentrum.se/diagnoser/huvud-och-halscancer/
vardprogram/epidemiologi/.

4. Syrjänen, K.J., et al., Human papillomavirus (HPV) 
involvement in squamous cell lesions of the oral cavi-
ty. Proc Finn Dent Soc, 1983. 79(1): p. 1-8.

5. Syrjänen, K.J., S. Pyrhönen, and S.M. Syrjänen, Evi-
dence suggesting human papillomavirus (HPV) etio-
logy for the squamous cell papilloma of the paranasal 
sinus. Arch Geschwulstforsch, 1983. 53(1): p. 77-82.

6. Lewensohn-Fuchs, I., et al., Involvement of aberrant 
p53 expression and human papillomavirus in carcino-
ma of the head, neck and esophagus. Anticancer Res, 
1994. 14(3b): p. 1281-5.

7. Syrjänen, S., HPV infections and tonsillar carcinoma. 
J Clin Pathol, 2004. 57(5): p. 449-55.

8. D’Souza, G., et al., Case-control study of human 
papillomavirus and oropharyngeal cancer. N Engl J 
Med, 2007. 356(19): p. 1944-56.

9. Pytynia, K.B., K.R. Dahlstrom, and E.M. Sturgis, 
Epidemiology of HPV-associated oropharyngeal can-
cer. Oral Oncol, 2014. 50(5): p. 380-6.

10. Marur, S., et al., HPV-associated head and neck can-
cer: a virus-related cancer epidemic. Lancet Oncol, 
2010. 11(8): p. 781-9.

11. Mork, J., et al., Human papillomavirus infection as a 
risk factor for squamous-cell carcinoma of the head 
and neck. N Engl J Med, 2001. 344(15): p. 1125-31.

12. Cancer, W.I.A.f.R.o., IARC Monographs on the 
Evaluation of carcinogenic risks to humans. 2007: 
Lyon, France.

13. Dahlstrand, H., et al., Human papillomavirus accounts 
both for increased incidence and better prognosis 
in tonsillar cancer. Anticancer Res, 2008. 28(2b):  
p. 1133-8.

14. Chaturvedi, A.K., et al., Human papillomavirus and 
rising oropharyngeal cancer incidence in the United 
States. J Clin Oncol, 2011. 29(32): p. 4294-301.

15. Ramqvist, T., N. Grün, and T. Dalianis, Human pa-
pillomavirus and tonsillar and base of tongue cancer. 
Viruses, 2015. 7(3): p. 1332-43.

16. Fakhry, C., et al., Improved survival of patients with 
human papillomavirus-positive head and neck squa-
mous cell carcinoma in a prospective clinical trial. J 
Natl Cancer Inst, 2008. 100(4): p. 261-9.

17. Nygård, M., et al., Population-based evidence of in-
creased survival in human papillomavirus-related 
head and neck cancer. Eur J Cancer, 2012. 48(9):  
p. 1341-6.

18. Näsman, A., et al., Incidence of human papillomavi-
rus (HPV) positive tonsillar carcinoma in Stockholm, 
Sweden: an epidemic of viral-induced carcinoma? Int 
J Cancer, 2009. 125(2): p. 362-6.

19. Hammarstedt, L., et al., Human papillomavirus as a 
risk factor for the increase in incidence of tonsillar 
cancer. Int J Cancer, 2006. 119(11): p. 2620-3.

20. Näsman, A., J. Du, and T. Dalianis, A global epide-
mic increase of an HPV-induced tonsil and tongue 
base cancer - potential benefit from a pan-gender 
use of HPV vaccine. J Intern Med, 2020. 287(2):  
p. 134-152.

21. Heck, J.E., et al., Sexual behaviours and the risk of 
head and neck cancers: a pooled analysis in the Inter-
national Head and Neck Cancer Epidemiology (IN-
HANCE) consortium. Int J Epidemiol, 2010. 39(1): 
p. 166-81.

22. D’Souza, G., et al., Oral sexual behaviors associated 
with prevalent oral human papillomavirus infection. 
J Infect Dis, 2009. 199(9): p. 1263-9.

23. Pai, S.I. and W.H. Westra, Molecular pathology of 
head and neck cancer: implications for diagnosis, 
prognosis, and treatment. Annu Rev Pathol, 2009.  
4: p. 49-70.

24. McLaughlin-Drubin, M.E., J. Meyers, and K. Mun-
ger, Cancer associated human papillomaviruses. Curr 
Opin Virol, 2012. 2(4): p. 459-66.

25. Kreimer, A.R., et al., Human papillomavirus types in 
head and neck squamous cell carcinomas worldwide: 
a systematic review. Cancer Epidemiol Biomarkers 
Prev, 2005. 14(2): p. 467-75.

26. Spence, T., et al., HPV Associated Head and Neck 
Cancer. Cancers (Basel), 2016. 8(8).

27. Chernock, R.D., et al., HPV-related nonkeratinizing 
squamous cell carcinoma of the oropharynx: utility of 
microscopic features in predicting patient outcome. 
Head Neck Pathol, 2009. 3(3): p. 186-94.

28. Westra, W.H., The morphologic profile of HPV-rela-
ted head and neck squamous carcinoma: implications 
for diagnosis, prognosis, and clinical management. 
Head Neck Pathol, 2012. 6 Suppl 1(Suppl 1): p.  
S48-54.

29. Zhou, G., Z. Liu, and J.N. Myers, TP53 Mutations 
in Head and Neck Squamous Cell Carcinoma and 
Their Impact on Disease Progression and Treatment 
Response. J Cell Biochem, 2016. 117(12): p. 2682-
2692.

30. Namazie, A., et al., Cyclin D1 amplification and 
p16(MTS1/CDK4I) deletion correlate with poor 
prognosis in head and neck tumors. Laryngoscope, 
2002. 112(3): p. 472-81.

31. Klingelhutz, A.J., S.A. Foster, and J.K. McDou-
gall, Telomerase activation by the E6 gene product 
of human papillomavirus type 16. Nature, 1996. 
380(6569): p. 79-82.

32. Narisawa-Saito, M. and T. Kiyono, Basic mecha-
nisms of high-risk human papillomavirus-induced 
carcinogenesis: roles of E6 and E7 proteins. Cancer 
Sci, 2007. 98(10): p. 1505-11.



62 63

33. Lindquist, D., et al., Human papillomavirus is a fa-
vourable prognostic factor in tonsillar cancer and its 
oncogenic role is supported by the expression of E6 
and E7. Mol Oncol, 2007. 1(3): p. 350-5.

34. Ndiaye, C., et al., HPV DNA, E6/E7 mRNA, and 
p16INK4a detection in head and neck cancers: a 
systematic review and meta-analysis. Lancet Oncol, 
2014. 15(12): p. 1319-31.

35. Leemans, C.R., P.J.F. Snijders, and R.H. Brakenhoff, 
The molecular landscape of head and neck cancer. 
Nat Rev Cancer, 2018. 18(5): p. 269-282.

36. Munger, K., T.K. Gwin, and M.E. McLaughlin-Dru-
bin, p16 in HPV-associated cancers, in Oncotarget. 
2013. p. 1864-5.

37. Rocco, J.W. and D. Sidransky, p16(MTS-1/CDKN2/
INK4a) in cancer progression. Exp Cell Res, 2001. 
264(1): p. 42-55.

38. Liggett, W.H., Jr. and D. Sidransky, Role of the p16 
tumor suppressor gene in cancer. J Clin Oncol, 1998. 
16(3): p. 1197-206.

39. Liu, S.Z., et al., Correlation of p16 expression and 
HPV type with survival in oropharyngeal squamous 
cell cancer. Oral Oncol, 2015. 51(9): p. 862-9.

40. Mellin Dahlstrand, H., et al., P16(INK4a) correlates 
to human papillomavirus presence, response to radi-
otherapy and clinical outcome in tonsillar carcinoma. 
Anticancer Res, 2005. 25(6c): p. 4375-83.

41. Grønhøj Larsen, C., et al., Correlation between hu-
man papillomavirus and p16 overexpression in orop-
haryngeal tumours: a systematic review. Br J Cancer, 
2014. 110(6): p. 1587-94.

42. Weinberger, P.M., et al., Prognostic significance of 
p16 protein levels in oropharyngeal squamous cell 
cancer. Clin Cancer Res, 2004. 10(17): p. 5684-91.

43. Ang, K.K., et al., Human papillomavirus and survival 
of patients with oropharyngeal cancer. N Engl J Med, 
2010. 363(1): p. 24-35.

44. Näsman, A., et al., Human Papillomavirus and Poten-
tially Relevant Biomarkers in Tonsillar and Base of 
Tongue Squamous Cell Carcinoma. Anticancer Res, 
2017. 37(10): p. 5319-5328.

45. Attner, P., et al., Human papillomavirus and survival 
in patients with base of tongue cancer. Int J Cancer, 
2011. 128(12): p. 2892-7.

46. MB, A., et al., AJCC cancer staging manual. 8th ed., 
A.C.S. American Joint Committee on Cancer, Editor. 
2017, Springer: Chicago.

47. Hammarstedt, L., et al., The value of p16 and HPV 
DNA in non-tonsillar, non-base of tongue oropha-
ryngeal cancer. Acta Otolaryngol, 2021. 141(1):  
p. 89-94.

48. Marklund, L., et al., Survival of patients with orop-
haryngeal squamous cell carcinomas (OPSCC) in 
relation to TNM 8 - Risk of incorrect downstaging 
of HPV-mediated non-tonsillar, non-base of tongue 
carcinomas. Eur J Cancer, 2020. 139: p. 192-200.

49. Tham, T., et al., The prognostic effect of anatomic 
subsite in HPV-positive oropharyngeal squamous 
cell carcinoma. Am J Otolaryngol, 2019. 40(4):  
p. 567-572.

50. Tham, T., et al., Anatomical subsite modifies survival 
in oropharyngeal squamous cell carcinoma: National 
Cancer Database study. Head Neck, 2020. 42(3): p. 
434-445.

51. Stephen, J.K., et al., Significance of p16 in Site-speci-
fic HPV Positive and HPV Negative Head and Neck 
Squamous Cell Carcinoma. Cancer Clin Oncol, 2013. 
2(1): p. 51-61.

52. Rasmussen, J.H., et al., Risk profiling based on p16 
and HPV DNA more accurately predicts location 
of disease relapse in patients with oropharyngeal 
squamous cell carcinoma. Ann Oncol, 2019. 30(4):  
p. 629-636.

53. Venuti, A. and F. Paolini, HPV detection methods 
in head and neck cancer. Head Neck Pathol, 2012.  
6 Suppl 1(Suppl 1): p. S63-74.

54. Badaracco, G., et al., Molecular analyses and prog-
nostic relevance of HPV in head and neck tumours. 
Oncol Rep, 2007. 17(4): p. 931-9.

55. Smeets, S.J., et al., A novel algorithm for reliable 
detection of human papillomavirus in paraffin em-
bedded head and neck cancer specimen. Int J Cancer, 
2007. 121(11): p. 2465-72.

56. Lewis, J.S., Jr., et al., Human Papillomavirus Testing 
in Head and Neck Carcinomas: Guideline From the 
College of American Pathologists. Arch Pathol Lab 
Med, 2018. 142(5): p. 559-597.

57. Prigge, E.S., et al., Diagnostic accuracy of p16(IN-
K4a) immunohistochemistry in oropharyngeal squa-
mous cell carcinomas: A systematic review and me-
ta-analysis. Int J Cancer, 2017. 140(5): p. 1186-1198.

58. D’Souza, G., et al., Evaluating the Utility and Preva-
lence of HPV Biomarkers in Oral Rinses and Sero-
logy for HPV-related Oropharyngeal Cancer. Cancer 
Prev Res (Phila), 2019. 12(10): p. 689-700.

59. Fakhry, C., et al., Serum Antibodies to HPV16 Ear-
ly Proteins Warrant Investigation as Potential Bio-
markers for Risk Stratification and Recurrence of 
HPV-Associated Oropharyngeal Cancer. Cancer Prev 
Res (Phila), 2016. 9(2): p. 135-41.

60. Brierly JD and W.C.W.-B. Gospodarowicz MK, 
AJCC/UJCC TNM classification of malig-
nant tumours, 8<sup style=””>th edition. 2017,  
Wiley-Blackwell.

61. Newman, J.R., et al., Survival trends in hypopharyng-
eal cancer: a population-based review. Laryngoscope, 
2015. 125(3): p. 624-9.

62. Garneau, J.C., R.L. Bakst, and B.A. Miles, Hypopha-
ryngeal cancer: A state of the art review. Oral Oncol, 
2018. 86: p. 244-250.

63. Rettig, E.M. and G. D’Souza, Epidemiology of head 
and neck cancer. Surg Oncol Clin N Am, 2015. 24(3): 
p. 379-96.

64. Petersen, J.F., et al., Trends in treatment, incidence 
and survival of hypopharynx cancer: a 20-year popu-
lation-based study in the Netherlands. Eur Arch Otor-
hinolaryngol, 2018. 275(1): p. 181-189.

65. Pingree, T.F., et al., Treatment of hypopharyngeal 
carcinoma: a 10-year review of 1,362 cases. Laryng-
oscope, 1987. 97(8 Pt 1): p. 901-4.



62 63

66. Takes, R.P., et al., Current trends in initial manage-
ment of hypopharyngeal cancer: the declining use of 
open surgery. Head Neck, 2012. 34(2): p. 270-81.

67. Gatta, G., et al., Prognoses and improvement for head 
and neck cancers diagnosed in Europe in early 2000s: 
The EUROCARE-5 population-based study. Eur J 
Cancer, 2015. 51(15): p. 2130-2143.

68. Hoffman, H.T., et al., Hypopharyngeal cancer pa-
tient care evaluation. Laryngoscope, 1997. 107(8):  
p. 1005-17.

69. Belcher, R., et al., Current treatment of head and neck 
squamous cell cancer. J Surg Oncol, 2014. 110(5):  
p. 551-74.

70. Godballe, C., et al., Hypopharyngeal cancer: results 
of treatment based on radiation therapy and salvage 
surgery. Laryngoscope, 2002. 112(5): p. 834-8.

71. Tateda, M., et al., Management of the patients with 
hypopharyngeal cancer: eight-year experience of 
Miyagi Cancer Center in Japan. Tohoku J Exp Med, 
2005. 205(1): p. 65-77.

72. Leeman, J.E., et al., Patterns of Treatment Failure 
and Postrecurrence Outcomes Among Patients With 
Locally Advanced Head and Neck Squamous Cell 
Carcinoma After Chemoradiotherapy Using Modern 
Radiation Techniques. JAMA Oncol, 2017. 3(11):  
p. 1487-1494.

73. Bova, R., et al., Total pharyngolaryngectomy for squ-
amous cell carcinoma of the hypopharynx: a review. 
Laryngoscope, 2005. 115(5): p. 864-9.

74. Chevalier, D., et al., Free jejunal graft reconstruction 
after total pharyngolaryngeal resection for hypopha-
ryngeal cancer. Clin Otolaryngol Allied Sci, 1997. 
22(1): p. 41-3.

75. Zelefsky, M.J., et al., Combined chemotherapy and 
radiotherapy versus surgery and postoperative radi-
otherapy for advanced hypopharyngeal cancer. Head 
Neck, 1996. 18(5): p. 405-11.

76. Lefebvre, J.L., et al., Laryngeal preservation with 
induction chemotherapy for hypopharyngeal squa-
mous cell carcinoma: 10-year results of EORTC trial 
24891. Ann Oncol, 2012. 23(10): p. 2708-2714.

77. Department of Veterans Affairs Laryngeal Cancer 
Study, G., et al., Induction chemotherapy plus radia-
tion compared with surgery plus radiation in patients 
with advanced laryngeal cancer. N Engl J Med, 1991. 
324(24): p. 1685-90.

78. Vokes, E.E., et al., Concomitant chemoradiothera-
py as primary therapy for locoregionally advanced 
head and neck cancer. J Clin Oncol, 2000. 18(8):  
p. 1652-61.

79. Altundag, O., et al., Induction chemotherapy with 
cisplatin and 5-fluorouracil followed by chemoradi-
otherapy or radiotherapy alone in the treatment of 
locoregionally advanced resectable cancers of the la-
rynx and hypopharynx: results of single-center study 
of 45 patients. Head Neck, 2005. 27(1): p. 15-21.

80. Johansen, L.V., C. Grau, and J. Overgaard, Hypopha-
ryngeal squamous cell carcinoma--treatment results 
in 138 consecutively admitted patients. Acta Oncol, 
2000. 39(4): p. 529-36.

81. Hartley, B.E., I.D. Bottrill, and D.J. Howard, A third 
decade’s experience with the gastric pull-up opera-

tion for hypopharyngeal carcinoma: changing pat-
terns of use. J Laryngol Otol, 1999. 113(3): p. 241-3.

82. Tassler, A.B., W.E. Gooding, and R.L. Ferris, Hy-
popharyngeal cancer treatment: Does initial surgery 
confer survival benefit? Head Neck, 2019. 41(7):  
p. 2167-2173.

83. Steiner, W., et al., Organ preservation by transoral la-
ser microsurgery in piriform sinus carcinoma. Otola-
ryngol Head Neck Surg, 2001. 124(1): p. 58-67.

84. Ambrosch, P. and A. Fazel, Functional organ preser-
vation in laryngeal and hypopharyngeal cancer. GMS 
Curr Top Otorhinolaryngol Head Neck Surg, 2011. 
10: p. Doc02.

85. Habib, A., Management of advanced hypopharyngeal 
carcinoma: systematic review of survival following 
surgical and non-surgical treatments. J Laryngol 
Otol, 2018. 132(5): p. 385-400.

86. Ono, T., et al., Association between PD-L1 expres-
sion combined with tumor-infiltrating lymphocytes 
and the prognosis of patients with advanced hypop-
haryngeal squamous cell carcinoma. Oncotarget, 
2017. 8(54): p. 92699-92714.

87. Hu, C., et al., Prognostic and clinicopathological sig-
nificance of PD-L1 and tumor infiltrating lymphocy-
tes in hypopharyngeal squamous cell carcinoma. Oral 
Oncol, 2020. 102: p. 104560.

88. Hasegawa, Y., et al., Predictive biomarkers for com-
bined chemotherapy with 5-fluorouracil and cisplatin 
in oro- and hypopharyngeal cancers. Mol Clin Oncol, 
2018. 8(2): p. 378-386.

89. Bates, J.E., et al., Locally advanced hypopharyng-
eal and laryngeal cancer: Influence of HPV status.  
Radiother Oncol, 2019. 140: p. 6-9.

90. Joo, Y.H., et al., Characteristics and prognostic impli-
cations of high-risk HPV-associated hypopharyngeal 
cancers. PLoS One, 2013. 8(11): p. e78718.

91. Ernoux-Neufcoeur, P., et al., Combined analysis of 
HPV DNA, p16, p21 and p53 to predict prognosis 
in patients with stage IV hypopharyngeal carcinoma.  
J Cancer Res Clin Oncol, 2011. 137(1): p. 173-81.

92. Rooper, L.M., et al., HPV-positive Squamous Cell 
Carcinoma of the Larynx, Oral Cavity, and Hypop-
harynx: Clinicopathologic Characterization With  
Recognition of a Novel Warty Variant. Am J Surg 
Pathol, 2020. 44(5): p. 691-702.

93. Dahm, V., et al., Cancer stage and pack-years, but 
not p16 or HPV, are relevant for survival in hypopha-
ryngeal and laryngeal squamous cell carcinomas. Eur 
Arch Otorhinolaryngol, 2018. 275(7): p. 1837-1843.

94. Lee, J.K., et al., p16 as a prognostic factor for the 
response to induction chemotherapy in advanced hy-
popharyngeal squamous cell carcinoma. Oncol Lett, 
2018. 15(5): p. 6571-6577.

95. Perry, M.E., The specialised structure of crypt 
epithelium in the human palatine tonsil and its func-
tional significance. J Anat, 1994. 185 ( Pt 1)(Pt 1):  
p. 111-27.

96. Hammarstedt, L., et al., The incidence of tonsillar 
cancer in Sweden is increasing. Acta Otolaryngol, 
2007. 127(9): p. 988-92.



64 65

97. Attner, P., et al., The role of human papillomavirus in 
the increased incidence of base of tongue cancer. Int J 
Cancer, 2010. 126(12): p. 2879-84.

98. Gillison, M.L., et al., Epidemiology of Human Pa-
pillomavirus-Positive Head and Neck Squamous Cell 
Carcinoma. J Clin Oncol, 2015. 33(29): p. 3235-42.

99. Näsman, A., et al., Incidence of human papillomavi-
rus positive tonsillar and base of tongue carcinoma: a 
stabilisation of an epidemic of viral induced carcino-
ma? Eur J Cancer, 2015. 51(1): p. 55-61.

100. Haeggblom, L., et al., Changes in incidence and pre-
valence of human papillomavirus in tonsillar and base 
of tongue cancer during 2000-2016 in the Stockholm 
region and Sweden. Head Neck 2019 Jun;41(6):1583-
1590 doi: 10 1002/hed 25585 Epub 2018 Dec 24, (6): 
p. 1583-1590.

101. Haeggblom, L., et al., Time to change perspectives on 
HPV in oropharyngeal cancer. A systematic review of 
HPV prevalence per oropharyngeal sub-site the last 3 
years. Papillomavirus Res, 2017. 4: p. 1-11.

102. Marklund, L., et al., Prevalence of human papilloma-
virus and survival in oropharyngeal cancer other than 
tonsil or base of tongue cancer. Cancer Med, 2012. 
1(1): p. 82-8.

103. Huang, S.H., et al., The interplay of IMRT and trans-
oral surgery in HPV-mediated oropharyngeal can-
cer: Getting the balance right. Oral Oncol, 2018. 86:  
p. 171-180.

104. Furness, S., et al., Interventions for the treatment of 
oral cavity and oropharyngeal cancer: chemotherapy. 
Cochrane Database Syst Rev, 2011(4): p. Cd006386.

105. Blanchard, P., et al., Meta-analysis of chemotherapy 
in head and neck cancer (MACH-NC): a comprehen-
sive analysis by tumour site. Radiother Oncol, 2011. 
100(1): p. 33-40.

106. Gillison, M.L., et al., Radiotherapy plus cetuximab 
or cisplatin in human papillomavirus-positive orop-
haryngeal cancer (NRG Oncology RTOG 1016): 
a randomised, multicentre, non-inferiority trial.  
Lancet, 2019. 393(10166): p. 40-50.

107. Jones, D.A., et al., Concurrent cisplatin or cetuximab 
with radiotherapy for HPV-positive oropharynge-
al cancer: Medical resource use, costs, and quality- 
adjusted survival from the De-ESCALaTE HPV trial. 
Eur J Cancer, 2020. 124: p. 178-185.

108. Wilkie, M.D., et al., Transoral laser microsurgery 
for oropharyngeal squamous cell carcinoma: A para-
digm shift in therapeutic approach. Head Neck, 2016. 
38(8): p. 1263-70.

109. Marklund, L., B. Lundberg, and L. Hammar-
stedt-Nordenvall, Management of the neck in no-
de-positive tonsillar cancer. Acta Otolaryngol, 2014. 
134(10): p. 1094-100.

110. Mehanna, H., et al., PET-CT Surveillance versus 
Neck Dissection in Advanced Head and Neck Cancer. 
N Engl J Med, 2016. 374(15): p. 1444-54.

111. Mehanna, H., et al., PET-NECK: a multicentre rando-
mised Phase III non-inferiority trial comparing a po-
sitron emission tomography-computerised tomograp-
hy-guided watch-and-wait policy with planned neck 
dissection in the management of locally advanced 
(N2/N3) nodal metastases in patients with squamous 
cell head and neck cancer. Health Technol Assess, 
2017. 21(17): p. 1-122.

112. Rosenberg, A.J. and E.E. Vokes, Optimizing Tre-
atment De-Escalation in Head and Neck Cancer: 
Current and Future Perspectives. Oncologist, 2021. 
26(1): p. 40-48.

113. Dahlstrand, H., et al., Presence of human papilloma-
virus in tonsillar cancer is a favourable prognostic 
factor for clinical outcome. Anticancer Res, 2004. 
24(3b): p. 1829-35.

114. Gelwan, E., et al., Nonuniform Distribution of High-
risk Human Papillomavirus in Squamous Cell Car-
cinomas of the Oropharynx: Rethinking the Anatomic 
Boundaries of Oral and Oropharyngeal Carcinoma 
From an Oncologic HPV Perspective. Am J Surg  
Pathol, 2017. 41(12): p. 1722-1728.

115. Grønhøj, C., et al., Pattern of and survival following 
loco-regional and distant recurrence in patients with 
HPV+ and HPV- oropharyngeal squamous cell car-
cinoma: A population-based study. Oral Oncol, 2018. 
83: p. 127-133.

116. Huang, S.H., et al., Atypical clinical behavior of 
p16-confirmed HPV-related oropharyngeal squamous 
cell carcinoma treated with radical radiotherapy. Int J 
Radiat Oncol Biol Phys, 2012. 82(1): p. 276-83.

117. Ruzevick, J., A. Olivi, and W.H. Westra, Metastatic 
squamous cell carcinoma to the brain: an unrecogni-
zed pattern of distant spread in patients with HPV-re-
lated head and neck cancer. J Neurooncol, 2013. 
112(3): p. 449-54.

118. Fakhry, C., et al., Human papillomavirus and over-
all survival after progression of oropharyngeal squ-
amous cell carcinoma. J Clin Oncol, 2014. 32(30):  
p. 3365-73.

119. Argiris, A., et al., Prognostic significance of hu-
man papillomavirus in recurrent or metastatic head 
and neck cancer: an analysis of Eastern Cooperati-
ve Oncology Group trials. Ann Oncol, 2014. 25(7):  
p. 1410-1416.

120. Harrison, J.D., Modern management and pathophy-
siology of ranula: literature review. Head Neck, 2010. 
32(10): p. 1310-20.

121. van den Akker, H.P., R.A. Bays, and A.E. Becker, 
Plunging or cervical ranula. Review of the literature 
and report of 4 cases. J Maxillofac Surg, 1978. 6(4): 
p. 286-93.

122. Patel, M.R., A.M. Deal, and W.W. Shockley, Oral and 
plunging ranulas: What is the most effective treat-
ment? Laryngoscope, 2009. 119(8): p. 1501-9.

123. Mun, S.J., et al., Ductal variation of the sublingual 
gland: a predisposing factor for ranula formation. 
Head Neck, 2014. 36(4): p. 540-4.



64 65

124. Axéll, T., A prevalence study of oral mucosal lesions 
in an adult Swedish population. Odontol Revy Suppl, 
1976. 36: p. 1-103.

125. Chin, S.J., I.S. Zeng, and R.P. Morton, The epidemi-
ology of plunging ranula in South Auckland. Laryng-
oscope, 2016. 126(12): p. 2739-2743.

126. Macdonald, A.J., K.L. Salzman, and H.R. Harnsber-
ger, Giant ranula of the neck: differentiation from 
cystic hygroma. AJNR Am J Neuroradiol, 2003. 
24(4): p. 757-61.

127. Övet, G., et al., A Rare Cause of Acute Respiratory 
Distress: Cervical Ranula, in Turk Arch Otorhinola-
ryngol. 2015. p. 133-135.

128. Jain, R., R.P. Morton, and Z. Ahmad, Diagnostic dif-
ficulties of plunging ranula: case series. J Laryngol 
Otol, 2012. 126(5): p. 506-10.

129. O’Connor, R. and M. McGurk, The plunging ranula: 
diagnostic difficulties and a less invasive approach to 
treatment. Int J Oral Maxillofac Surg, 2013. 42(11): 
p. 1469-74.

130. Barnard, N.A., Plunging ranula: a bilateral pre-
sentation. Br J Oral Maxillofac Surg, 1991. 29(2):  
p. 112-3.

131. Zhao, Y.F., et al., Clinical review of 580 ranulas. Oral 
Surg Oral Med Oral Pathol Oral Radiol Endod, 2004. 
98(3): p. 281-7.

132. Morita, Y., et al., Treatment of ranula--excision of 
the sublingual gland versus marsupialization. Auris  
Nasus Larynx, 2003. 30(3): p. 311-4.

133. Harrison, J.D., The Pathophysiological Basis and 
Surgical Management of Ranula are Established, in 
World J Surg. 2018: United States. p. 1208-1209.

134. Chen, J.X., et al., Sublingual gland excision for the 
surgical management of plunging ranula. Am J Oto-
laryngol, 2018. 39(5): p. 497-500.

135. Samant, S., R.P. Morton, and Z. Ahmad, Surgery for 
plunging ranula: the lesson not yet learned? Eur Arch 
Otorhinolaryngol, 2011. 268(10): p. 1513-8.

136. Zhao, Y.F., J. Jia, and Y. Jia, Complications associa-
ted with surgical management of ranulas. J Oral Max-
illofac Surg, 2005. 63(1): p. 51-4.

137. Morton, R.P. and J.R. Bartley, Simple sublingual  
ranulas: pathogenesis and management. J Otolaryng-
ol, 1995. 24(4): p. 253-4.

138. Woo, S.H., et al., Treatment of intraoral ranulas with 
micromarsupialization: clinical outcomes and safety 
from a phase II clinical trial. Head Neck, 2015. 37(2): 
p. 197-201.

139. Brannan, Z.J., et al., Percutaneous treatment of ra-
nulas: ultrasound-guided drainage with salivary 
gland chemical ablation. Pediatr Radiol, 2019. 49(6):  
p. 801-807.

140. Horbach, S.E., et al., Sclerotherapy for low-flow vas-
cular malformations of the head and neck: A syste-
matic review of sclerosing agents. J Plast Reconstr 
Aesthet Surg, 2016. 69(3): p. 295-304.

141. Ogita, S., et al., OK-432 therapy for lymphangioma 
in children: why and how does it work? J Pediatr 
Surg, 1996. 31(4): p. 477-80.

142. Kato, H., et al., Treatment of malignant ascites and 
pleurisy by a streptococcal preparation OK-432 with 
fresh frozen plasma--a mechanism of polymorpho-
nuclear leukocyte (PMN) accumulation. Int J Im-
munopharmacol, 1989. 11(2): p. 117-28.

143. Fujino, A., et al., A role of cytokines in OK-432 injec-
tion therapy for cystic lymphangioma: an approach 
to the mechanism. J Pediatr Surg, 2003. 38(12):  
p. 1806-9.

144. Ogita, S., et al., Intracystic injection of OK-432: a 
new sclerosing therapy for cystic hygroma in child-
ren. Br J Surg, 1987. 74(8): p. 690-1.

145. Ghaffarpour, N., et al., Patients with lymphatic mal-
formations who receive the immunostimulant OK-
432 experience excellent long-term outcomes. Acta 
Paediatr, 2015. 104(11): p. 1169-73.

146. Smith, M.C., et al., Efficacy and safety of OK-
432 immunotherapy of lymphatic malformations.  
Laryngoscope, 2009. 119(1): p. 107-15.

147. Ohta, N., et al., Effects and mechanism of OK-432 
therapy in various neck cystic lesions. Acta Otola-
ryngol, 2010. 130(11): p. 1287-92.

148. Kim, M.G., et al., The therapeutic effect of OK-
432 (picibanil) sclerotherapy for benign neck cysts.  
Laryngoscope, 2008. 118(12): p. 2177-81.

149. Knipping, S., et al., Sclerotherapy of cervical cysts 
with Picibanil (OK-432). Eur Arch Otorhinolaryngol, 
2007. 264(4): p. 423-7.

150. Poldervaart, M.T., et al., Treatment of lymphatic mal-
formations with OK-432 (Picibanil): review of the 
literature. J Craniofac Surg, 2009. 20(4): p. 1159-62.

151. Reismann, M., et al., Dynamic Toll-like receptor ex-
pression predicts outcome of sclerotherapy for lymp-
hatic malformations with OK-432 in children. J Surg 
Res, 2014. 187(1): p. 197-201.

152. Roh, J.L., Primary treatment of ranula with intracys-
tic injection of OK-432. Laryngoscope, 2006. 116(2): 
p. 169-72.

153. Fukase, S., et al., Treatment of ranula wth intracystic 
injection of the streptococcal preparation OK-432. 
Ann Otol Rhinol Laryngol, 2003. 112(3): p. 214-20.

154. Rho, M.H., et al., OK-432 sclerotherapy of plunging 
ranula in 21 patients: it can be a substitute for surgery. 
AJNR Am J Neuroradiol, 2006. 27(5): p. 1090-5.

155. Lee, H.M., et al., Treatment of ranula in pediatric pa-
tients with intralesional injection of OK-432. Laryng-
oscope, 2006. 116(6): p. 966-9.

156. Kono, M., et al., Evaluation of OK-432 Injection 
Therapy as Possible Primary Treatment of Intra-
oral Ranula. J Oral Maxillofac Surg, 2017. 75(2):  
p. 336-342.

157. Chung, Y.S., Y. Cho, and B.H. Kim, Comparison of 
outcomes of treatment for ranula: a proportion me-
ta-analysis. Br J Oral Maxillofac Surg, 2019. 57(7): 
p. 620-626.

158. Socialstyrelsen, S. ICD 10-SE: https://www.social-
styrelsen.se/utveckla-verksamhet/e-halsa/klassifice-
ring-och-koder/icd-10/. 2018  [cited 2021 20210115]; 
Available from: https://www.socialstyrelsen.se/ut-
veckla-verksamhet/e-halsa/klassificering-och-koder/
icd-10/.



66 MB

159. Schmitt, M., et al., Bead-based multiplex genotyping 
of human papillomaviruses. J Clin Microbiol, 2006. 
44(2): p. 504-12.

160. P, L. DAHANCA guidelines for scoring and classifi-
cation of p16-immunohistochemistry in HPV-related 
oropharyngeal cancer. 2012  [cited 2021 20210115]; 
Available from: www.dahanca.dk.

161. El-Naggar, A.K. and W.H. Westra, p16 expression as 
a surrogate marker for HPV-related oropharyngeal 
carcinoma: a guide for interpretative relevance and 
consistency. Head Neck, 2012. 34(4): p. 459-61.

162. Ribeiro, E.A. and Z. Maleki, p16 immunostaining 
in cytology specimens: its application, expression,  
interpretation, and challenges. J Am Soc Cytopathol, 
2020.

163. https://www.lakemedelsverket.se/en/about-the-
swedish-mpa. 2021  [cited 2021 January 30th].

164. EQ-5D™, E.G. http://ssas.se/files/score_shoul-
der/EQ_5D-5L.pdf. 2010  [cited 2021 20210114]; 
Swedish version of European quality of life assess-
ment tool].

165. Sethi, S., et al., Characteristics and survival of head 
and neck cancer by HPV status: a cancer registry- 
based study. Int J Cancer, 2012. 131(5): p. 1179-86.

166. Hoffmann, M., et al., Human papillomaviruses in 
head and neck cancer: 8 year-survival-analysis of 73 
patients. Cancer Lett, 2005. 218(2): p. 199-206.

167. Lechner, M., et al., Frequent HPV-independent p16/
INK4A overexpression in head and neck cancer.  
Oral Oncol, 2018. 83: p. 32-37.

168. Chung, C.H., et al., p16 protein expression and  
human papillomavirus status as prognostic bio-
markers of nonoropharyngeal head and neck squ-
amous cell carcinoma. J Clin Oncol, 2014. 32(35):  
p. 3930-8.

169. Sedghizadeh, P.P., et al., Is p16-positive oropha-
ryngeal squamous cell carcinoma associated with 
favorable prognosis? A systematic review and meta- 
analysis. Oral Oncol, 2016. 54: p. 15-27.

170. Trosman, S.J., et al., Effect of human papillomavi-
rus on patterns of distant metastatic failure in oro- 
pharyngeal squamous cell carcinoma treated with 
chemoradiotherapy. JAMA Otolaryngol Head Neck 
Surg, 2015. 141(5): p. 457-62.

171. Huang, S.H., et al., Natural course of distant metast-
ases following radiotherapy or chemoradiotherapy 
in HPV-related oropharyngeal cancer. Oral Oncol, 
2013. 49(1): p. 79-85.

172. Wagner, S., et al., Evaluation of p16(INK4a) ex-
pression as a single marker to select patients 
with HPV-driven oropharyngeal cancers for tre-
atment de-escalation. Br J Cancer, 2020. 123(7):  
p. 1114-1122.

173. Haeggblom, L., et al., Human papillomavirus and 
survival of patients per histological subsite of ton-
sillar squamous cell carcinoma. Cancer Med, 2018. 
7(5): p. 1717-1722.

174. Garnaes, E., et al., Double positivity for HPV DNA/
p16 in tonsillar and base of tongue cancer improves 
prognostication: Insights from a large population- 
based study. Int J Cancer, 2016. 139(11): p. 2598-605.

175. Kim, D.W., OK-432 sclerotherapy of lymphatic mal-
formation in the head and neck: factors related to out-
come. Pediatr Radiol, 2014. 44(7): p. 857-62.

176. Ogita, S., et al., OK-432 therapy in 64 patients with 
lymphangioma. J Pediatr Surg, 1994. 29(6): p. 784-5.


