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Introduction

Head and neck cancers are prevalent malignancies associ-
ated with high morbidity and mortality, and most cases of 
these cancers are squamous cell carcinomas of the head and 
neck (HNSCC) [1]. HNSCC accounts for approximately 
5% of all cancers and is a serious public health problem 
worldwide [2]. Classification based on anatomical location 
and tumor stage may not indicate a high level of biological 
heterogeneity, and appropriate clinical diagnosis remains 
a major challenge [1]. In all anatomical subtypes, men 
with a 2:1 to 4:1 ratio are more likely to be diagnosed than 
women with HNSCC [3, 4]. The most common risk factors 
for HNSCC comprise smoking, alcohol consumption, and 
human papillomavirus (HPV) infection [5, 6]. According 
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Abstract
Background Head and neck cancers are among the most prevalent cancers in the body. The aim of this study was to evaluate 
the expression of P16 and Epstein-Barr virus/latent membrane protein (EBV/LMP1) markers by immunohistochemistry in 
patients with squamous cell carcinoma of the head and neck.
Methods In this study, all tissue samples of head and neck biopsies from 75 patients with confirmed diagnosis of squamous 
cell carcinoma (HNSCC) during 2016 to 2018 who admitted to the pathology laboratory of Imam Khomeini Hospital, Iran 
were selected. Paraffin blocks which prepared from these tissue samples were obtained. The slides were prepared from all 
samples for routine Hematoxylin-Eosin and immunohistochemical staining to evaluate the expression of EBV/LMP1 and 
P16 markers in cancer cells.
Results The mean age of patients was 63 years and most patients (85.3%) were male in 75 patients with HNSCC. There was 
a significant relationship between EBV/LMP1 biomarker expression and vascular invasion in patients (p < 0.05). There was 
no relationship between EBV/LMP1 biomarker expression and age, sex ,anatomical site of tumor and tumor differentiation 
of patients (p > 0.05). There was no relationship between P16 biomarker expression and age, sex, tumor differentiation, ana-
tomical site of tumor and vascular invasion of patients (p > 0.05). There is a significant relationship between P16 biomarker 
and EBV/LMP1 biomarker staining (p < 0.05).
Conclusion The level of P16 positive biomarker was high in patients with HNSCC. However, the EBV/LMP1 positive bio-
marker was moderate in patients. There was a relationship between EBV/LMP1 biomarker expression and vascular invasion 
in HNSCC patients, as well as between P16 biomarker and EBV/LMP1 biomarker staining.
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to epidemiological studies, 12.8 to 59.9% of HNSCCs are 
related to HPV infection [7].

Epstein-Barr virus (EBV) has long been associated with 
nasopharyngeal carcinoma [8] and a recent meta-analysis 
showed a significant association between EBV and HNSCC 
[9]. However, the possible role of EBV and other herpes 
viruses in HPV-related oral cancers is not yet well under-
stood and most studies were based on HPV-DNA markers 
and failed to detect P16 expression, which is a substitute for 
oncogenic HPV infection [10]. Among EBV latent mole-
cules, latent membrane protein 1 (LMP1) is the major onco-
gene of EBV because of its ability to utilize a set of cellular 
genes and inhibit apoptosis by increasing Bcl-2 levels [11, 
12]. P16 overexpression by immunohistochemistry (IHC) is 
an outstanding surrogate marker of HPV association in oro-
pharyngeal SCC [13] and is well established as a prognostic 
biomarker of favorable outcome in HNSCC [14]. Herein, 
we designed an immunohistochemical study to evaluate P16 
and EBV/LMP1 expressions in patients with HNSCC.

Materials and Methods

Design and Study Sample

This cross-sectional study used tissue samples from 75 
patients with HNSCC during 2016 to 2018. Patients admit-
ted to the pathology laboratory of Imam Khomeini Hospi-
tal, Iran with confirmed HNSCC diagnosis were selected. 
All samples that met the inclusion criteria (diagnosis of 
HNSCC pathology and having sufficient information in the 
patient’s hospital record) were included in the study. Clini-
copathological features of the tumor (including age and sex 
of the patients, tumor differentiation, vascular invasion, 
P16 expression, EBV/LMP1 staining intensity, proportion 
of EBV/LMP1 staining score, Allred score for EBV/LMP1 
marker in tumoral tissues (SCC) [15], EBV/LMP1 expres-
sion in lymphocytes and anatomical site of tumor were 
extracted and recorded. Allred score was calculated as pre-
sented in Table 1.

Method

We made 3 to 4 micron cuts on the paraffin block and placed 
it on the adhesive slide. Healthy tonsillar mucosa tissue 
was used in tonsillectomy specimens for P16 control and 
Hodgkin’s lymphoma as LMP1 control. The slides were 
placed in an oven at 65 ° C for 24 h to remove paraffin and 
then watered in xylene, absolute ethanol, and 96% ethanol, 
respectively. Then, we washed the slides in running water 
and placed them in jars containing Tris with pH = 9 and put 
them in an autoclave for 15 min. The slides were completely 
cooled down to room temperature and rinse again under 
running water. We washed in Tris-buffered saline (TBS) 
buffer with pH = 7.6. We then placed it in jars containing 
oxygenated water and methanol in a dark room. We washed 
them again in theTBS buffer and left them in the TBS buffer 
at 4 ° C for 24 h. Then, we removed the extra buffer from the 
surface of the remaining slides and marked the texture range 
with a Daco pen. After that, we placed the tissues in a damp, 
dark room and covered the surface of the tissues with P16 
and EBV/LMP1 antibodies for 60 min at room temperature.

The slides were then washed in the first jar of the first 
TBS buffer and placed in the second jar of the first TBS buf-
fer for 10 min. We then placed the tissues in a damp, dark 
chamber and added the peroxide-labeled polymer for 30 to 
35 min. Then, we washed the slides in the first round of the 
second TBS buffer and left them in the second round of the 
second TBS buffer for 10 min. It was placed the tissues in 
a damp chamber and surface the tissues was located in a 
solution of chromogen and a substrate (diamino benzidine) 
for 15 min. The tissues were rinsed in TBS buffer for 5 min 
and then in the running water. They were stained with hema-
toxylin for 1 min and washed again under running water and 
after that, immersed in lithium carbonate solution for 5 min 
and rinse again under running water. We put them in two 
containers of ethanol 96, two containers of absolute etha-
nol and one container of xylene each for 5 min and finally 
covered with lamel. After the above process, the slides were 
studied under a light microscope. The slides were read by an 
assistant and a pathologist. Some tissue blocks were not of 
good quality that either the blocks were melted and molded 
again or if the sample in the block was small, it was removed 
from the study and replaced with a new block. EBV/LMP1 
and P16 expressions are shown in Fig. 1. We showed posi-
tive P16 staining as positive G-I (Faint or Focal), positive 
G-II (Moderate Diffuse), positive G-III (Intense and Dif-
fuse). For EBV/LMP1 staining, we included intensity score 
that is equivalent to staining intensity (no staining = 0, weak 
positive staining = 1, moderate positive staining = 2, severe 
positive staining = 3) and proportion score represented the 
percentage of stained cells (no staining = 0, less than 1/100 
cells = 1, 1/10 − 1/100 cells = 2, 1/10 − 1/3 cells = 3, 1/3 − 2/3 

Table 1 Calculation of Allred score for EBV/LMP1 marker
Proportion of positive staining 
score

Staining intensity score

PS Range IS Type
0 0 0 No staining
1 < 1 1+ Weak positive staining
2 1–10 2+ Moderate positive staining
3 11–33 3+ Strong positive staining
4 34–66 Allred score = PS + IS
5 67–100
Abbreviations:
PS, Proportion Score; IS, Intensity Score
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cells = 4, more than 2/3 cells = 5). For EBV/LMP1 staining, 
we calculated “Allred Score = Proportion Score + Intensity 
Score” that Allred score is a score between 0 and 8. Allred 
scores are considered between 0 and 2 as negative and more 
or equal to 3 as positive.

Statistical Analysis

After collecting all the data, the data were analyzed using 
SPSS 22.0 software. Descriptive statistics (frequencies, per-
centages) were used to present the results. Chi-square test 

was used to determine the relationship between marker inci-
dence and nominal qualitative variables.

Results

In this study, 75 patients with HNSCC were studied 
(Table 2). The age of patients was between 28 and 92 years 
with a mean of 63.2 years. According to the results of this 
study, most patients (85.3%) were male. Tumor was well-
differentiated in 44% of patients. Vascular invasion was 
positive in 37.3% of patients. P16 biomarker was positive 
in 74.7% of patients and EBV/LMP1 biomarker in 57.3% 
of patients. On the basis of TNM8 system anatomical sites 
of tumor were divided into 6 groups; from the lip and oral 
cavity, the pharynx (including oropharynx, nasopharynx 
and hypopharynx), the larynx, the nasal cavity and para-
nasal sinuses (maxillary and ethmoid sinus), the unknown 
primary carcinoma (cervical nodes) and the major salivary 
glands.

Approximately, There were significant associations of 
EBV/LMP1 expression with vascular invasion (p = 0.015) 
and P16 expression (p = 0.034) that fewer patients with vas-
cular invasion presented positive EBV/LMP1 expression 
(25.6%) than those no vascular invasion (74.4%) (Table 3) 
and also more patients with positive P16 expression pre-
sented positive EBV/LMP1 expression (65.1%) than those 
negative P16 expression (34.9%). Therefore, there was the 
association of vascular invasion and P16 expression with 
EBV/LMP1 expression (p < 0.05). There was no signifi-
cant relationship between EBV/LMP1 expression and age, 
sex, tumor differentiation of patients and anatomical site of 
tumor. By anatomical location, 80.9% (17/21) of the oral 
cavity, 80% (4/5) of the pharyngeal ,68.4% (26/38) of laryn-
geal, 75% (3/4) of nasal cavity and paranasal sinuses, 100% 
(3/3) of major salivary glands and 75% (3/4) of unknown 
primary carcinoma (cervical nodes) were positive for P16 
expression .In addition, there was no significant relationship 
between P16 expression and age, sex, tumor differentiation, 
vascular invasion of patients and anatomical site of tumor 
(Table 4).

Discussion

EBV/LMP1 expression was associated with vascular inva-
sion and P16 expression among HNSCC patients while 
EBV/LMP1 expression was not associated with age, sex, 
and tumor differentiation of patients. In addition, P16 
expression was also found not to be associated with age, sex, 
tumor differentiation, anatomical site of tumor and vascular 
invasion of patients. However, the highest P16 expression 

Fig. 1 P16 expression based on immunohistochemical staining: A) 
Negative (×50), B) Positive (×100), and C) Positive (×200)
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of studies in this area limits the possibility of comparing our 
results with the existing literature. However, in some previ-
ous studies, EBV and P16 expressions have been investi-
gated in patients with HNSCC [16–19]. Another study [18] 
evaluated 75 HNSCC tissue samples for the expression of 
P16 marker by IHC and they found P16 marker to be posi-
tive in 78.7% of the samples. HPV integration with viral 
oncoprotein transcription induces overexpression of P16, 
and therefore immunohistochemical expression of P16 
could be used as an HPV marker. Turunen et al. [16] found 
the incidence of EBV in the tissue samples of HPV-positive 
HNSCC patients to be 21% in cancer cells, 41% in lympho-
cytes, and 15% in both groups of cells. The results showed 
that HPV/EBV synchronicity was associated with survival 
shortening. In our study, P16 biomarker was positive in 
74.7% of patients and EBV/LMP1 biomarker in 57.3% of 
cancer cells and 42.7% in lymphocytes.

Heiduschka et al. [17] found that the expression of the 
P16 marker occurred in 92% of all HNSCC patient samples. 
It was finally concluded that P16 positivity in patients with 
HNSCC who received radiotherapy and cetuximab was 
associated with a favorable prognosis. Another study [19] 
reported that the incidence of P16 in women was higher 

was seen in the salivary glands ,oral cavity and pharyngeal 
cancers ,respectively, compared to the larynx and the nasal 
cavity.

Based on our knowledge, this is the first study to examine 
the concomitant association of EBV and HPV using tissue 
samples from patients with HNSCC. Although novel, lack 

Table 2 Characteristics of the patients
Variable
Age, years
 Mean ± standard deviation
 <60
 ≥60

63.2 ± 13.66
40 (53.3)
35 (46.7)

Sex
 Male
 Female

64 (85.3)
11 (14.7)

Tumor differentiation
 Well-differentiated
 Moderately differentiated
 Poorly differentiated

33 (44)
30 (40)
12 (16)

Vascular invasion
 Positive
 Negative

28 (37.3)
47 (62.7)

P16 expression
 Negative
 Positive (Grade Ӏ)
 Positive (Grade ӀӀ)
 Positive (Grade ӀӀӀ)

19 (25.3)
17 (22.7)
17 (22.7)
22 (29.3)

EBV/LMP1 staining intensity
 Negative
 Weak
 Moderate
 Severe

26 (34.7)
22 (29.3)
23 (30.7)
4 (5.3)

Proportion of EBV/LMP1 staining score
 Negative
 Positive (< 1%)
 Positive (1–10%)
 Positive (11–33%)
 Positive (34–66%)
 Positive (67–100%)

26 (34.7)
13 (17.3)
15 (20)
13 (17.3)
7 (9.4)
1 (1.3)

Allred Score
 Negative (0–2)
 Positive (≥ 3)

32 (42.7)
43 (57.3)

EBV/LMP1 expression in lymphocytes
 Negative
 Positive (5%)
 Positive (10%)
 Positive (20%)
 Positive (30%)

43 (57.3)
14 (18.7)
9 (12)
7 (9.3)
2 (2.7)

For P16 staining: Negative, No Staining; Positive G-I, Faint or 
Focal; Positive G-II, Moderate Diffuse; Positive G-III, Intense and 
Diffuse. For EBV/LMP1 staining: Intensity Score is equivalent to 
staining intensity (no staining = 0, weak positive staining = 1, mod-
erate positive staining = 2, severe positive staining = 3) and propor-
tion score represents the percentage of stained cells (no staining = 0, 
less than 1/100 cells = 1, 1/10 − 1/100 cells = 2, 1/10 − 1/3 cells = 3, 
1/3 − 2/3 cells = 4, more than 2/3 cells = 5). Allred Score = Propor-
tion Score + Intensity Score. Allred score is a score between 0 and 
8. Allred scores are considered between 0–2 as negative and more or 
equal to 3 as positive

Table 3 Correlation between EBV/LMP1 expressions based on Allred 
score and the variables
Variable EBV/LMP1 expression, 

N (%)
p-value

Positive 
(43)

Negative 
(32)

Age, years 0.618
 <60 24 (55.8) 16 (50)
 ≥60 19 (44.2) 16 (50)
Sex 0.513
 Male 5 (11.6) 6 (18.7)
 Female 38 (88.4) 26 (81.3)
Tumor differentiation 0.107
 Well-differentiated 21 (48.8) 12 (37.5)
 Moderately differentiated 13 (30.3) 17 (53.1)
 Poorly differentiated 9 (20.9) 3 (9.4)
Vascular invasion 0.015
 Yes 11 (25.6) 17 (53.1)
 No 32 (74.4) 15 (46.9)
P16 expression 0.034
 Positive 28 (65.1) 28 (87.5)
 Negative 15 (34.9) 4 (12.5)
Anatomical sites 0.445
 -Lip and Oral cavity 12(57.2) 9(42.8)
 -Pharynx 3(60) 2(40)
 -Larynx 18(47.4) 20(52.6)
 -Nasal cavity and paranasal 
sinuses

4(100) 0(0)

 -Unknown primary carcinoma  
(cervical nodes)

3(75) 1(25)

 -Major salivary glands 2(66.7) 1(33.3)
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Conclusion

P16 positivity was 74.7% in patients with HNSCC while 
EBV/LMP1 positivity was 57.3% in the patients. EBV/
LMP1 biomarker expression was associated with vascular 
invasion and P16 expression in HNSCC patients. Therefore, 
P16 expression probably can complement EBV/LMP1 sta-
tus in predicting treatment outcomes for HNSCC patients. 
Future prospective studies on larger sample sizes should 
evaluate the association of the expression of these markers 
with patient survival outcomes.

Authors’ contributions Conceptualization: E.J.; Methodology: E.J.; 
Formal analysis and investigation: J.A. and A.M.Y.; Writing—origi-
nal draft preparation: J.A.; Writing—review and editing: E.J., M.S., 
A.M.Y., R.C.L.; Funding acquisition: E.J.; Resources: A.M.Y.; Super-
vision: E.J. All authors have read and agreed to the published version 
of the manuscript.

Funding This study was a part of Dr. Ali Mousavi Yekta dissertation 
for the degree of MD Subspecialty in Pathology and was performed 
with the support of Kermanshah University of Medical Sciences (Proj-
ect number: 980123).

Data Availability The datasets used and/or analyzed during the cur-
rent study are available from the corresponding author on reasonable 
request.

Code Availability Not applicable.

Declarations

Competing Interests The other authors declare that they have no com-
peting interest.

Ethics Approval The study was approved by the Ethical Committee 
of the Kermanshah University of Medical Sciences (registration code: 
IR.KUMS.REC.1398.089). All tissue samples were obtained based 
on ethical principles. Patient identity was kept confidential and data 
analysis was performed on all subjects. All methods were performed in 
accordance with the relevant guidelines and regulations.

Consent to Participate Written informed consent was obtained from 
patients or their guardian before starting the study.

Consent for Publication Not applicable.

References

1. Jou A, Hess J. Epidemiology and molecular biology of head and 
neck cancer. Oncology research and treatment 2017, 40, 328–332.

2. Ferlay J, Steliarova-Foucher E, Lortet-Tieulent J, Rosso S, Coe-
bergh J-WW, Comber H, Forman D, Bray F. Cancer incidence 
and mortality patterns in Europe: estimates for 40 countries in 
2012. Eur J Cancer. 2013;49:1374–403.

3. Bray F, Ren JS, Masuyer E, Ferlay J. Global estimates of cancer 
prevalence for 27 sites in the adult population in 2008. Int J Can-
cer. 2013;132:1133–45.

than men (47.1% and 27.6%) in oropharyngeal SCC tissue 
samples. HPV-related HNSCC also showed better prognosis 
than non-HPV-related HNSCC.

A review [20] showed that EBV has a complex role in 
the pathogenesis of nasopharyngeal cancer. Viral proteins, 
particularly LMP1, LMP2, and EBNA1, are involved in 
modulating key factors involved in malignant conversion. 
LMP1 expression in EBV-related cancers is associated with 
the regulation of tumor cell proliferation, immortality, inva-
sion, and angiogenesis [21, 22]. Chew et al. [23] showed 
the role of EBV/ LMP1 in the promotion of invasion and 
metastasis in nasopharyngeal cancer. In line with this result, 
our study showed a significant correlation between EBV/ 
LMP1 expression and vascular invasion in HNSCC cases.

A research [24] reported that overexpression of P16 is 
related to improved progression-free survival and locore-
gional control in EBV-positive nasopharyngeal cancer 
patients and P16 expression may complement EBV status 
in predicting treatment outcomes for nasopharyngeal can-
cer cases. Our study confirmed this result that there was a 
significant correlation between EBV and P16 expressions in 
HNSCC patients.

The most important limitations of this study were small 
sample size, not evaluating expression all types of tissues, 
no comparison with healthy tissues.

Table 4 Correlation between P16 expression and the variables
Variable P16 expression, N (%) p-value

Positive 
(56)

Negative 
(19)

Age, years 0.943
<60 30 (53.6) 10 (52.6)
≥60 26 (46.4) 9 (47.4)
Sex 0.567
 Male 8 (14.3) 3 (15.8)
 Female 48 (85.7) 16 (84.2)
Tumor differentiation 0.360
 Well-differentiated 22 (39.3) 11 (57.9)
 Moderately differentiated 24 (42.8) 6 (13.6)
 Poorly differentiated 10 (17.9) 2 (10.5)
Vascular invasion 0.075
 Yes 24 (42.9) 4 (21.1)
 No 32 (57.1) 15 (78.9)
Anatomical sites 0.904
 -Lip and Oral cavity 17(80.9) 4(19.1)
 -Pharynx 4(80) 1(20)
 -Larynx 26(68.4) 12(31.6)
 -Nasal cavity and paranasal 
sinuses

3(75) 1(25)

 -Unknown primary carcinoma
(cervical nodes)

3(75) 1(25)

 -Major salivary glands 3(100) 0(0)

1 3



Head and Neck Pathology

poor prognosis of head and neck carcinomas. Oncotarget. 
2017;8:27328.

17. Heiduschka G, Grah A, Oberndorfer F, Seemann R, Kranz A, 
Kornek G, Wrba F, Thurnher D, Selzer E. Significance of p16 
expression in head and neck cancer patients treated with radio-
therapy and cetuximab. Strahlenther Onkol. 2014;190:832–8.

18. Ralli M, Singh S, Yadav S, Sharma N, Verma R, Sen R. Assess-
ment and clinicopathological correlation of p16 expression in 
head and neck squamous cell carcinoma. J Cancer Res Ther. 
2016;12:232.

19. Saito Y, Yoshida M, Ushiku T, Omura G, Ebihara Y, Shi-
mono T, Fukayama M, Yamasoba T, Asakage T. Prognostic 
value of p16 expression and alcohol consumption in Japanese 
patients with oropharyngeal squamous cell carcinoma. Cancer. 
2013;119:2005–11.

20. Fernandes Q, Merhi M, Raza A, Inchakalody VP, Abdelouahab N, 
Zar Gul AR, Uddin S, Dermime S. Role of Epstein–Barr virus in 
the pathogenesis of head and neck cancers and its potential as an 
immunotherapeutic target. Front Oncol. 2018;8:257.

21. Dawson CW, Port RJ, Young LS. The role of the EBV-encoded 
latent membrane proteins LMP1 and LMP2 in the pathogenesis 
of nasopharyngeal carcinoma (NPC). In Proceedings of the Semi-
nars in cancer biology, 2012; pp. 144–153.

22. Young LS, Murray PG. Epstein–Barr virus and oncogenesis: from 
latent genes to tumours. Oncogene. 2003;22:5108–21.

23. Chew MM, Gan S-Y, Khoo AS, Tan E-L. Interleukins, laminin 
and Epstein-Barr virus latent membrane protein 1 (EBV LMP1) 
promote metastatic phenotype in nasopharyngeal carcinoma. 
BMC Cancer. 2010;10:1–10.

24. Jiang W, Chamberlain PD, Garden AS, Kim BY, Ma D, Lo EJ, 
Bell D, Gunn GB, Fuller CD, Rosenthal DI. Prognostic value of 
p16 expression in Epstein-Barr virus–positive nasopharyngeal 
carcinomas. Head Neck. 2016;38:E1459–66.

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

Springer Nature or its licensor holds exclusive rights to this article under 
a publishing agreement with the author(s) or other rightsholder(s); 
author self-archiving of the accepted manuscript version of this arti-
cle is solely governed by the terms of such publishing agreement and 
applicable law. 

4. Lambert R, Sauvaget C, de Camargo Cancela M, Sankaranaray-
anan R. Epidemiology of cancer from the oral cavity and orophar-
ynx. Eur J Gastroenterol Hepatol. 2011;23:633–41.

5. Sankaranarayanan R, Masuyer E, Swaminathan R, Ferlay J, 
Whelan S. Head and neck cancer: a global perspective on epide-
miology and prognosis. Anticancer Res. 1998;18:4779–86.

6. Pezzuto F, Buonaguro L, Caponigro F, Ionna F, Starita N, Annun-
ziata C, Buonaguro FM, Tornesello ML. Update on head and neck 
cancer: current knowledge on epidemiology, risk factors, molecu-
lar features and novel therapies. Oncology. 2015;89:125–36.

7. Kreimer AR, Clifford GM, Boyle P, Franceschi S. Human pap-
illomavirus types in head and neck squamous cell carcinomas 
worldwide: a systematic review. Cancer Epidemiol Prev Bio-
markers. 2005;14:467–75.

8. Longnecker RM, Kieff E, Cohen JI. Epstein-barr virus. In: Fields 
Virology: Sixth Edition. Adis (ESP): Wolters Kluwer Health; 
2013. p. 11959 p.

9. She Y, Nong X, Zhang M, Wang M. Epstein-Barr virus infection 
and oral squamous cell carcinoma risk: A meta-analysis. PLoS 
ONE. 2017;12:e0186860.

10. Broccolo F, Ciccarese G, Rossi A, Anselmi L, Drago F, Toniolo 
A. Human papillomavirus (HPV) and Epstein-Barr virus (EBV) 
in keratinizing versus non-keratinizing squamous cell carcinoma 
of the oropharynx. Infect agents cancer. 2018;13:1–5.

11. Kieser A. Signal transduction by the Epstein-Barr virus onco-
gene latent membrane protein 1 (LMP1). Signal Transduction. 
2007;7:20–33.

12. Korcum AF, Ozyar E, Ayhan A. Epstein-Barr virus genes and 
nasopharyngeal cancer. Turk J Cancer. 2006;36:97–107.

13. Gillison ML, Zhang Q, Jordan R, Xiao W, Westra WH, Trotti A, 
Spencer S, Harris J, Chung CH, Ang KK. Tobacco smoking and 
increased risk of death and progression for patients with p16-pos-
itive and p16-negative oropharyngeal cancer. J Clin Oncol. 
2012;30:2102.

14. Eze N, Lo Y-C, Burtness B. Biomarker driven treatment of head 
and neck squamous cell cancer. Cancers of the head & neck. 
2017;2:1–12.

15. Borthakur P, Kataki K, Keppen C, Khamo V, Medhi S, Deka M. 
Expression of Epstein Barr Virus encoded EBNA1 and LMP1 
oncoproteins in nasopharyngeal carcinomas from Northeast 
India. Asian Pac J Cancer Prev. 2016;17:3411–6.

16. Aaro T, Jaana R, Reidar G, Kari S, Stina S. Epstein-Barr 
virus (EBV)-encoded small RNAs (EBERs) associated with 

1 3


	﻿A Survey of Human Papillomavirus and Epstein-Barr virus Immunohistochemical Status in Patients with Head and Neck Squamous Cell Carcinoma (HNSCC) 
	﻿Abstract
	﻿Introduction
	﻿Materials and Methods
	﻿Design and Study Sample
	﻿Method
	﻿Statistical Analysis

	﻿Results
	﻿Discussion
	﻿Conclusion
	﻿References


