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1. Introduction

The Human Papillomavirus (HPV) has been shown to play a causative role in anal, head and
neck, oral, oropharyngeal, penile, vaginal, vulvar and cervical cancers. The last one is the
second most common cancer among women worldwide [1-3]. Some types of HPV have been
established as the central cause of cervical carcinoma [4-7]

Acquisition of HPV is very common, particularly among sexually active young adults, and
incidence of infection with oncogenic HPV types appears to be higher than the incidence of
infection with non-oncogenic types [8]. Oncogenic HPV types 16 and 18 and history of other
concurrent sexually transmitted diseases were found to be significantly associated with
progression to cervical cancer [1-13].

More than 100 HPV types have been identified and about 40 types can infect the genital tract.
Worldwide, HPV 16 is the most common high-risk type, present in 50%, followed by HPV 18,
present in 14% of cervical cancers [9]. Same types of HPV were more frequent in malignant
than in benign lesions, and infection with high-risk types of HPV is now considered the major
risk factor for the development of cancer of the uterine cervix [1].

Thus, the HPV infection is necessary for the development of the cervical cancer. The develop‐
ment of this cancer is considered to be a multistep process, where HPV is necessary but in itself
an insufficient cause. Disease can only develop when there is persistent HPV infection of the
cervical epithelium [3,9].

Cervical cancer is considerate a rare complication of infection with high risk HPV (HR-HPV),
but every abnormal or dysplastic lesion of the cervix is potentially malignant and may develop
into cervical cancer over time. The incidence is highest in developing countries, largely as a
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result of lack of screening programs and poor access to medical care [1]. The prevalence of
HPV and the distribution of its types probably plays an important role as well. On the other
hand, the relationship between others cancer types and HPV-associated is just emerging [10].

The variability in HPV-attributable proportions for non cervical cancers, in part, arises from
differences in HPV detection methods across studies as well as from true geographic differ‐
ences in HPV-attributable proportions [11]. Despite this variability, 90%–93% of anal cancers,
12%–63% of oropharyngeal cancers, 36%–46.9% of penile cancers, 40%–64% of vaginal cancers,
and 40%–51% of vulvar cancers are potentially attributable to HPV infection [11-15].

Abnormal cervical epithelial cells can be detected microscopically following Papanicolaou
(Pap) staining of conventional cervical smears or of the more homogeneous cell suspension
from liquid cytology medium. This forms the basis of cervical screening programmes for
detection of women at risk of disease progression, and also for incident infections [9,16].
Molecular detection of HPV provides a different approach to screening and patient manage‐
ment. In this chapter was described the diagnosis of HPV infection to screening cervical cancer
and molecular tools to detect HPV-DNA/RNA.

2. The diagnosis of HPV infection to screening cervical cancer

Carcinoma of the uterine cervix is the second most common cancer among women worldwide,
with very high mortality rates in developing countries. It was observed more than 20 years
ago that some types of HPV were more frequent in malignant than in benign lesions, and
infection with high-risk types of HPV is now considered the major risk factor for the devel‐
opment of cancer of the uterine cervix [1]. Oncogenic HPV types 16 and 18 and history of other
concurrent sexually transmitted diseases were found to be significantly associated with
progression to cervical cancer [5].

Studies have demonstrated a strong association between lifetime number of sexual part‐
ners and genital HPV acquisition. The acquisition of new sexual partners continues through‐
out all age groups. In addition, studies have shown consistently that the risk of cervical cancer
can be predicted as much by a woman's own sexual behaviour as by the sexual behaviour
of her husband/partner. The presence of HPV DNA in the penis and urethra of her sexual
partner(s) is directly related to her HPV carrier status and therefore her risk of developing
cervical cancer [13-15].

Of the genital HPVs, which are sexually transmitted, 15 are categorized as high risk and are
considered the causative agents of most cervical cancers, with over 99% of cervical lesions
containing viral sequences [1]. The remaining viral types are rarely found in malignancies.
High-risk HPVs (HR-HPV) are also associated with many vulvar, anal and penile carcinomas
and contribute to oral cancers [17], 2006). Additionally, these cancers, in contrast to cervical
cancer, appear to be preferentially associated with HPV16 [11,14]. For instance, in the subset
of penile cancer attributed to HPV infection, HPV 16 was found in 60,23% of cases [18]. A
vaccine has recently been introduced that can prevent the initial infection by two of these high-
risk types, HPV 16 and 18, which are responsible for about 70% of cervical cancers [19].
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The process by which HPV facilitates tumour initiation and fosters tumour progression is an
exceptional model to understand the development of many other human cancers and also
allows identification of additional signalling pathways targeted in malignant progression [19].
The association between HPV and human cancer was first proposed more than three decades
ago by Harald zur Hausen, and he was honored with one of two 2008 Nobel Prizes in Medicine
for his isolation and characterization of HPV 16 in 1983 and later HPV 18 in cervical cancer [20].
The award recognized not only the importance of his discovery in the eventual documentation
of the etiology of HPV in cervical and a number of other cancers, but also the importance of
the application of his discovery to the clinical use of HPV testing and in implementation of the
HPV vaccine.

Additional, many studies have demonstrated the direct role of HPV infection in the develop‐
ment of several human cancers [12-15,21]. HPV 16 and HPV 18 are the most frequently found
HPV types in cervical cancers worldwide, being detected in approximately 50 and 20% of the
cases, respectively [2-22]. For this reason, the majority of the biological studies were focused
on these two HPV types.

The viral genomes are replicated in synchrony with cellular DNA replication. After cell
division, one daughter cell migrates away from the basal layer and undergoes differentiation.
Differentiation of HPV-positive cells induces the productive phase of the viral life cycle, which
requires cellular DNA synthesis machinery. The expression of E6 and E7 deregulates cell cycle
control, pushing differentiating cells into S phase, allowing viral genome amplification in cells
that normally would have exited the cell cycle. The late-phase L1 and L2 proteins encapsidate
newly synthesized viral genomes and virions are shed from the uppermost layers of the
epithelium [19].

The induction of hyperproliferation by the E7 oncoprotein triggers apoptosis, which is blocked
by the actions of the E6 oncoprotein. The cooperative actions of E6 and E7 efficiently immor‐
talize cells and this process is augmented by the actions of the E5 protein. The ability of E6 and
E7 to target crucial regulators of proliferation, apoptosis, immortalization and genomic
stability collectively promotes the emergence of a clonal population of cells with a growth
advantage and an increased propensity for transformation and malignant progression [19].

The best-characterized HPV 16 E6 activity is its ability to induce degradation of the tumor
suppressor protein p53 via the ubiquitin pathway. This cellular protein is a transcription factor
that can trigger cell cycle arrest or apoptosis in response to a large variety of cellular stresses,
such as hypoxia or DNA damages. Overall, the role of p53 is to ensure the integrity of the
cellular genome, preventing cell division after DNA damage or delaying it until the damage
has been repaired. The induction of p53 degradation appears to be an exclusive feature of E6
proteins from the HR-HPV types [23].

Codon 72 polymorphism on the 4th exon of TP53 is involved in multiple steps of carcinogenesis
and may also account for genetic differences in susceptibility to cancer [24-26]. This most
common polymorphism results in a non-conservative change at codon 72 of an arginine to a
proline within a proline - rich region of p53 which is known to be important for the growth
suppression and apoptotic functions [25]. It has been demonstrated that the TP53 polymor‐
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phism varies according to ethnic and geographical distribution, like most human genetic
polymorphisms [24].

A meta-analysis of such studies revealed that the arginine homozygous genotype is associated
with an increased risk of invasive cervical cancers, but not with squamous intraepithelial
lesions supporting the hypothesis that the p53 codon 72 polymorphism may have a principal
role in progression to HPV-related cancer, rather than in initiation of the neoplasia [27].

For prevention and early detection of cervical cancer, it is important to detect not only cervical
intraepithelial changes, but also to identify the presence of HR-HPV and its type as well. If the
results of HR-HPV test are positive, the possibility of cervical intraepithelial neoplasia (CIN)
can be prognosticated even if there are no cytologic changes in the cervix. The possibility for
regression of CIN 2 cervical changes caused by HPV type 16 is lower compared with cervical
changes caused by other HR-HPV types. The risk of mild cervical changes leading to severe
cervical changes (CIN 3) is higher when detecting HR-HPV types, especially HPV type 16,
compared with lower-risk HPV types. HR-HPV-positive women, even without cytologic
changes, have a 210-fold higher risk of developing CIN 3 in 6 years as compared with HR-
HPV-negative women [28].

Starting in the late 1960s significant advances were made in understanding the cellular changes
leading to invasive cervical cancer, but it was not until 1976 that Meisels and Fortin first
established HPV as the etiologic agent in an abnormal cervical cytologic finding (koilocytotic
atypia) [20]. The advent of screening to identify and treat cervical cancer precursor lesions,
CIN, has led to a substantial reduction in the incidence of cervical cancer in those countries
where routine screening is in place. Conversely, most cervical cancer-related mortality occurs
in countries where there is no routine cervical screening, although Pap’s smear is a cost
effective screening method in low resource settings [10].

Cervical screening is considered to have been the most effective cancer-screening test ever
introduced and in developed countries with organized programmes. A successful screening
programme however is dependent on understanding and acceptance of the need for a
particular test, the need for further investigation of abnormalities and particularly, the need
for quality assurance of all parts of the system [29].

In the evaluation by IARC in 2005 was concluded that there is sufficient evidence that screening
women ages 35 to 64 for cervical cancer precursors by conventional cytology every 3 to 5 years
within high-quality programs reduces incidence of invasive cervical cancer by at least 80%
among those screened [6]. Despite the large amount of data available on the value of HPV-
DNA testing for the detection of cervical cancer precursors, both in the primary cervical
screening and in the management of ‘borderline’ or Atypical Squamous Cells of Undetermined
Significance (ASCUS) cytology, HPV-DNA tests have not always and correctly been translated
into clinical practice by clinicians and within national cervical screening programs [30-31].

Although Pap's smears have reduced the incidence of cervical cancer by over 80% in the United
States, cervical cancer is the second leading cause of cancer deaths in women worldwide, and
effective implementation of the HPV vaccine and continued screening should dramatically
reduce the incidence of these cancers [19]. Cervical cytologic testing or colposcopy is an
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acceptable method for managing women over the age of 20 years with ASCUS, but HPV-DNA
testing is the preferred approach. Several population-based studies have established that tests
for HR-HPV DNA have higher clinical sensitivity than cytology in detecting cervical intrae‐
pithelial neoplasia (CIN) of grades 2 and above (CIN2+), and that combined HPV and cytology
testing shows the highest negative predictive values (NPV) for CIN2+ [31-69]. Thus, the HPV
DNA test should be used in conjunction with Pap's smear test wherever feasible and affordable
or potentially as a stand-alone test [32], because both combined has been shown to greatly
improve the ability to detect pre-cancerous states [33].

In general, the prevalence of HPV is higher in young women compared to women over 30
years [34-35]. Most HPV infections are transient [9,36] and natural history studies have shown
that HPV DNA is detectable in cells from the cervix for less than a year in most infected women.
Therefore, the presence or absence of HPV DNA at a single time point is a poor indicator of
lifetime exposure. To mitigate this problem, serological tools to detect HPV antibodies have
been developed.

However, the serological assays have only limited accuracy and HPV cannot be grown in
conventional cell cultures. As infection with HPV is followed by a humoral immune response
against the major capsid protein [37], with antibodies remaining detectable for many years,
serology is not suitable for distinguishing present and past infections. Consequently, accurate
diagnosis of HPV infection relies on the detection of viral nucleic acid [9,38].

The Hybrid Capture Assay I (HC1) was first introduced by Digene in 1995 [39]. HC1 was a
relatively fast, liquid hybridization assay designed to detect 14 HPV types divided into high-
risk types (HPV 16, 18, 31, 33, 35, 45, 51, 52 and 56) and low-risk types (HPV 6, 11, 42, 43, and
44). Initially, this was to be used to augment the sensitivity of conventional Pap testing and to
provide a meaningful negative predictive value for assessing cervical dysplasia [20].

The second generation of Hybrid Capture Asssay, the hybrid capture-II (HC2) DNA test -
Digene (Now Qiagen, Valencia, Calif Gaithersburg, MD, USA), which uses a micro titer plate
instead of tubes and has been approved by the US Food and Drug Administration (FDA) for
DNA- HPV identification [40], as an adjunct to cervical screening in the US women in aged 30
years and over. HC2 is a semiquantitative measure of viral load relative to 1pg/ml and uses
RNA-labeled probes for targeting DNA sequences from 13 high-risk HPV (16, 18, 31, 33, 35,
39, 45, 51, 52, 56, 58, 59, and 68) 5 low-risk types (6, 11, 42, 43 and 44) [7,40-41].

Although its use has become the standard in many countries, it has several limitations
including the inability to identify specific types and the lack of internal control for the amount
of input DNA 7,40-42]. In addition, the reliance on sample volume as a proxy for cellularity
may give rise to false negatives in samples with few infected cells. The lack of a negative control
within the test also prevents detection of false negatives due to procedural or reagent problems.
Another source of concern is the fact that the HR-HPV probe set is not all-inclusive. Women
with unusual types may have a true-negative HC2 test yet still harbor a virus capable of causing
cancer [43].

Studies comparing HC2 and Polymarese Chain Reaction (PCR) results have also shown that
the hybrid capture probes are not entirely type specific [43]. The detection limit of approxi‐
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mately 5000 genome is the power of HC2 and it makes it less sensitive than PCR and cross-
reactivity of the two probe cocktails can reduce the clinical relevance of a positive result [20,40].

Despite the HC2 present some limitations [33], this assay has shown high sensitivity for the
detection of CIN of grade 2 and worse (CIN2+) and it was recently recommended to be used
as a benchmark for performance assessment of new candidate HPV tests for primary cervical
cancer screening in women of 30 years and older. The emergence of competing platforms like
the Linear Array (Roche) and INNO-LiPA HPV (Innogenetics) has led to the development of
some new elements by Qiagen that are designed to counteract perceived advantages of
alternative tests [43]. This others platforms are commonly used in the HPV typing assays and
follow up of persistent infections to monitor the presence of specific HPV genotypes [44].

Has been demonstrated that HC2 has proven its effectiveness in large clinical trials and
everyday practice, but the search continues for markers with superior specificity for high-
grade disease without excessive corresponding loss of sensitivity. A number of new assays
have been developed for molecular and immunostaining platforms with the intention of
meeting this need [43].

As a screening test, cervical cytology for CIN has reduced the incidence of mortality worldwide
[45], however this methodology has a limited sensitivity. So, as described by [46] a shift from
conventional cytology to a molecular approach integrated into cervical cancer screening is the
most likely solution to the goals of improved screening in both the developed and developing
world. Therefore, molecular tests have become available for clinical and research purposes in
response to the need for identifying infection during earlier stages and improving patient
follow-up [9,40].

A modified, experimental Hybrid Capture assay named Hybrid Capture 3 uses RNA probes,
as in Hybrid Capture 2, but in combination with biotinylated capture oligonucleotides that are
directed to unique sequence regions within the desired target to increase test specificity [47].
The assay has been developed further to reduce cross-reactivity while maintaining sensitivity
and for use either on DNA or RNA as targets. A recent comparison study concluded that, at
the optimal cut-off points, Hybrid Capture 2 and 3 had similar screening performance
characteristics for high-grade lesions diagnosed at the enrolment visit [48].

Hybrid Capture 3 (HC3) is being evaluated as the next generation of hybrid capture clinical
assays that target 13 oncogenic HPV types for the detection of cervical precancerous cervical
intraepithelial neoplasia grade 3 (CIN3). A primary technical distinction between HC3 and
HC2 is that HC3 employs a biotinylated DNA oligonucleotide specific for selected HPV DNA
sequences for the capture of the DNA-RNA complexes on streptavidin-coated wells, whereas
HC2 uses wells coated with polyclonal antibody against DNA-RNA complexes for hybrid
capture. The use of capture oligonucleotide instead of an immobilized antibody also dimin‐
ishes the possibility of nonspecific RNA-DNA hybrids, present as the result of improperly
alkali-denatured specimens, from binding to the microplate well and consequently may reduce
false positivity for HC3 compared to HC2 [48].

This ratio assay may reflect the natural pattern of HPV mRNA expression that occurs during the
progression of disease in cervical epithelium. After initial infection, polycistronic, pre-mRNA
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is transcribed from HPV DNA that exists either as circular, extrachromosomal episomes or as
DNA that is integrated into the chromosome. As pre-malignant lesions progress, the abun‐
dance of mRNAs that encode the oncogenes, such as E6 and E7 (E6–7), may increase and the
mRNAs encoding non-oncogenic HPV proteins, such as E2 and L1, may decrease [49]. The
incidence of HPV integration may reduce further transcripts encoding E2 and other down‐
stream genes, such as L1, because integration usually occurs at the E2 loci [50]. The E2 gene
product is an important down-regulator of oncogenic E6–7 expression [19]. Thus, lower E2 levels
may correlate with disease progression. Therefore, it may be useful to measure the ratio of E6–
7 over E2 transcripts in cervical specimens and compare this ratio with the severity of disease [51].

In the study [48] was compared the performance of a prototype version of the Hybrid Capture
3 (HC3) human papillomavirus (HPV) DNA assay to the current generation Hybrid Capture 2
(HC2) assay, both of which target 13 oncogenic HPV types, for the detection of cervical intraepi‐
thelial neoplasia grade 3 and cancer (CIN3+) with cervicovaginal lavage specimens collected at
enrollment into a 10-year cohort study at Kaiser Permanente. The authors suggest that HC3 may
be a slightly more sensitive, equally specific test for the detection of CIN3+ over the duration of
typical screening intervals compared to its predecessor, HC2. The increased sensitivity of HC3
compared to HC2 appears to be the result of increased detection of CIN3+ in women who were
30 years of age or older and were cytologically negative. They emphasize that further valida‐
tion studies of HC3 are needed with more clinically relevant cervical specimens.

Diagnosis of HPV infection relies on the detection of the viral DNA in clinical samples; thus
accurate detection and genotyping of HPV are of critical importance for determining the
prevalence of HPVs in a given population and for determining the risks associated with
infections of a particular type [52]. The first evaluation of the use of HPV testing in a potential
clinical application was published in 1989 by Tidy et al. on the detection of HPV 16 by PCR
both in normal and in dyskaryotic smears from 21 women. The results was sufficiently
compelling to predict that HPV testing might eventually supplement cytologic analysis of
cervical samples in screening [20].

PCR is a highly sensitive technique and allows testing on samples with less tissue or fewer
cells [7,46]. Multiplex HPV genotyping methods based on hybridization to fluorescently
labeled beads have also been reported [53]. These methods are capable of detecting very small
copy numbers of virus, and extremely high sensitivities have been reported. However, because
HC2 has been established as the criterion standard for clinical treatment algorithms, such high
positive rates are actually a drawback rather than an advantage for clinical use. The relative
complexity of PCR-based methods, concerns about contamination of the laboratory by PCR
products, and patent protection on some aspects of the technology have further hindered
widespread adoption of this approach [43].

The sensitivity and specificity of PCR based methods vary, depending mainly on the primer
set, the size of the PCR product, the reaction conditions and efficacy of the DNA polymerase
used in the reaction, the spectrum of HPV types amplified, the ability to detect multiple types
and the availability of a type-specific assay. PCR can theoretically produce 109 copies from a
single double stranded DNA molecule after 30 cycles of amplification. Therefore, care must
be taken to avoid false-positive results derived from cross-contaminated specimens or
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reagents. Several procedures are available to avoid the potential problems of using PCR
protocols for HPV DNA detection [30].

The limitations associated with PCR-based HPV-DNA detection are related to primer selec‐
tion and optimal protocol standardization [46,54]. The PCR assay most likely to be amendable
to broad screening and/or surveillance applications are based on consensus primer amplifica‐
tion of a broad spectrum of genotypes which are subsequently differentiated by type-specific
oligonucleotide probe hybridization. The most commonly used consensus PCR target is the
highly conserved L1 open reading frame (ORF), of genital HPV genomes [52]. Among these are
the single pair of consensus primers GP5/6 [55] and its extended version GP5+/6+ [35,56] and the
MY09/11 degenerate primers [57] and its modified version, PGMY09/11 [30,58] and SPF 10 [59].
In addition, none of these assays can be automated or deployed on a high-throughput plat‐
form, features that are essential for an assay intended for use with a large volume of patients [60].

The viral nucleic acid must be preserved to avoid false-negative results caused by degradation
by  endogenous  endonucleases.  This  is  especially  important  when  analyzing  HPV-RNA
transcripts. To assess the integrity of genomic DNA in the specimen and its suitability for
molecular analysis, adequate controls, such as β-globin gene amplification or spiking of the
sample with known positive material, are crucial. Several commercially available sampling kits,
originally intended for cytology (e.g. PreservCyt, Cytyc Corp.) adequately preserve nucleic acids
for molecular diagnosis even after prolonged storage at ambient temperatures [61].

The commercial HPV assays are based on L1 or E1 PCR for high-risk HPV DNA detection and
genotyping are now available from different companies: AmplicorR and Linear Array (Roche
Molecular Systems, CA, USA), INNO-LiPAR (Inngenetics, Ghent, Belgium), PapiloCheck
(Greiner Bio-One GmbH, Germany), Multiplex HPV Genotyping Kit (Multimetrix GmmbH,
Heildelberg, Germany) [Table 01]. After amplifying parts of the L1 region, such assays
hybridize the resulting PCR product to a detection and visualization unit (microarray or a
reverse line blot) [62].

HPV-DNA assays can be performed using the same specimen as used for cytological exami‐
nation, which is an important logistic aspect of routine clinical testing. However, a cervical
scrape is only a small sample of the cervical epithelium and sampling errors may influence
cytology grading. Only a portion of the cervical cell suspension is used for DNA isolation with
only a fraction of the isolated DNA being used for specific DNA detection. Therefore, if a
specimen only contains a limited number of HPV-DNA copies, sampling errors may produce
inconsistencies even in a sensitive assay. Furthermore, the outcome of a HPV-DNA assay can
vary depending on the menstrual cycle [9].

Luminex (xMAP) suspension array technology is based on polystyrene beads that are inter‐
nally dyed with various ratios of two spectrally distinct fluorophores. Different molecules such
as individual oligonucleotide probes can be coupled to different bead sets with specific
absorption spectra. These sets are combined to a suspension array and allow up to 100 different
probes to be measured simultaneously in a single reaction (multiplexing) [62].

This technology can potentially be fully automated, dramatically decreasing the personal cost
component of the assay; this assay has been used for the genotyping of 45 HPV types with
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PGMY09/11 PCR, 22 HPV types with GP5+/6+ PCR 15 HPV types with YBT L1/GP-1 PCR, and
18 HPV types with GP5+/6+ PCR. These multiplex HPV genotyping (MPG) methods have been
compared with other well established HPV detection methods such as HC2, restriction
fragment length polymorphism (RFLP) and DNA chip technology for the evaluation of their
performance. However, none of these well established assays are perfect and suitable for the
“gold standard”. Sequencing gives the most conclusive genotype information, although it is
the most labor intensive. However, sequencing is the most desirable way to validate HPV
genotyping methods [62].

Assay name HPV genotypes detected Detection technology
DNA and HPV gene

detected
Producer

Hybrid capture

2 (HC2)

High-risk

16,18,31,33,35,39,45,51,52,56,58,59,6

8

Low –risk

6, 11, 42, 43, 44

Sandwich capture

molecular

DNA, L1 Qiagen (MD,

USA)

Cervista 16, 18 and bulk (31, 33, 35, 39, 45, 51,

52, 56, 58, 59, 66, 68)

Invader chemistry DNA, L1, E6, E7 Hologic (WI, USA)

Cobas HPV

test

16, 18 and bulk (31, 33, 35, 39, 45, 51,

52, 56, 58, 59, 66, 68)

Real-time PCR DNA, L1 Roche (Rotkreuz,

Switzerland)

Abbott´s Real

Time High Risk

HPV

16, 18 and bulk (31, 33, 35, 39, 45, 51,

52, 56, 58, 59, 66, 68)

Real-time PCR DNA, L1 Abbott (IL, USA)

Clinical Array 6, 11, 16, 18, 26, 31, 33, 35, 39, 40, 42,

43, 44, 45, 51, 52, 53, 54, 56, 58, 59, 61,

62, 66, 68, 70, 71, 72, 73, 81, 82, 83, 84,

85, 89.

PCR/microarray DNA, L1 Genomica

(Madrid, Spain)

Linear Array 6, 11, 16, 18, 26, 31, 33, 35, 39, 40, 42,

45, 51, 52, 53, 54, 55, 56, 58, 59, 61, 62,

64, 66, 67, 68, 69, 71, 71, 72, 73, 81, 82,

83, 84.

PCR/reverse

hybdridization line blot

DNA, L1 Innogenetics

(Gent, Belgium)

INNO-LiPA

Genotyping

Extra

6, 11, 16, 18, 26, 31, 33, 35, 39, 40, 43,

44, 45, 51, 52, 53, 54, 56, 58, 59, 66, 68,

69, 70, 71, 73, 74, 82.

PCR/reverse

hybdridization line blot

DNA, L1 Innogenetics

(Gent, Belgium)

PapilloCheck 6,11, 16, 18, 31, 33, 35, 39, 40, 42, 43,

44/55, 45, 51, 52, 53, 56, 58, 59, 66, 68,

70, 73, 82

PCR/microarray DNA, L1 Greiner BioOne

(Frickenhaunsen,

Germany)

* Modified from [62]

Table 1. Commercial HPV-DNA assays
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3. HPV nucleic acid detection

Detection of HPV E6/E7 messenger RNA (mRNA) is an indicator of HPV oncogenic activity
and may be used as a clinically predictive marker to identify women at risk of developing
high-grade cervical dysplastic lesions and cervical carcinoma [63]. This method has been
proposed as a more specific marker for cervical dysplasia and cancer than HPV DNA [64].
Several assays have been designed to detect mRNA of the E6 and E7 transforming genes of
HPV. The level of E6 and E7 gene expression is increased in high-grade lesions compared with
low-grade lesions. These tests have high specificity for detecting disease and could potentially
serve as functional discriminators between high-risk and low-risk infections [19].

Initial studies comparing HPV DNA and RNA detection (using consensus PCR and PreTect
HPV-Proofer) in women with ASCUS and mild dysplasia on cervical cytology showed that
twice as many women were positive for HPV DNA compared with those with HPV RNA
positivity. They also demonstrated that while both tests were highly sensitive for detection of
CIN2+ (85.7%), HPV RNA detection was far more specific for detection of high-grade lesions
(84.9% vs 50%) [65].

The PreTect HPV-Proofer (NorChip AS, Klokkarstua, Norway) is a commercially available
real-time multiplex nucleic acid sequence-based amplification (NASBA) assay, also called
NucliSENS EasyQ (bioMérieux, Marcy l'Etoile, France). This assay is based HPV detection
using HPV DNA plasmids and detects E6/E7 mRNA of the five most common HPV types,
HPV16, 18, 31, 33, and 45 [64,66]. These five types have been shown to account for about 82%
of cervical cancer worldwide, but their prevalence varies between different geographical
regions [67].

In comparison to HPV DNA tests, NASBA-based HPV detection showed better results in terms
of specificity for high-grade cervical lesions, while its sensitivity is lower. Currently, it is
difficult to know whether the differences in diagnostic accuracy are a result of the larger type
detection range and high analytical sensitivity of the HPV DNA tests. To elucidate this issue,
experimental confirmation that RNA is the sole target of HPV NASBA is required [64].

NASBA-positive women are 69.8 times more likely to be diagnosed with CIN2+ within 2 years
of testing than NASBA negative women. Thus, the addition of HPV mRNA triage to cervical
screening programmers may decrease the incidence of false-negative results while also
allowing the time interval between screening events to be increased for those women who are
HPV DNA and RNA negative [63]. Several studies on the relative performance of NASBA have
been conducted in Europe with an indication that this test is more specific than other tests,
including the APTIMA and HC2 assays to identify CIN 2+ [65,68-70]. This indicates that the
NASBA assay can be used reliably to obtain simultaneous type-specific information for the
five genotypes targeted by the test. This is an appealing feature given the indication for the
identification of types 16 and 18 in risk stratification and better clinical management of women
with a positive HPV test [71].

On the other hand, there have been reports that the NASBA technique can detect DNA, causing
false-positive results [64,72]. However, NASBA can serve as a better triage test than HPV DNA
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to reduce colposcopy referral in both ASCUS and low grade squamous intraepithelial lesion
(LSIL). It is also more efficient than cytology for the triage of HPV DNA-positive women.
Nevertheless, its low sensitivity demands a strict follow-up of HPV DNA positive-mRNA
negative cases [73].

APTIMA (Gen-Probe, San Diego, CA) is a commercially available mRNA test for HPV, which
detects mRNA of HR-HPV types (HPV 16, 18, 31, 33, 35, 39, 45, 51, 52, 56, 58, 59, 66, and 68), based
on transcription-mediated amplification [66,74]. There is indication that the APTIMA test has
clinical sensitivity similar to that of HC2 [74], but with higher specificity for detection of dysplasia
and improved clinical specificity over that of HC2, which is designed to detect DNA of the same
HPV types, except for type 66 [66]. The germany study concluded that APTIMA had a sensitiv‐
ity similar to but a specificity significantly higher (P < 0.0001) than the HC2 test for the detec‐
tion of CIN2+. that he AHPV assay was significantly more sensitive and significantly more
specific than cytology for the detection of disease [75]. The assay is sensitive and very specific
for detection of high-risk HPV, which may improve patient management and reduce the cost of
care. However, APTIMA does not specify the individual HPV types detected [76].

In study carried out as part of a multicenter study in Canada which was assessed the clinical
usefulness of testing for E6/E7 mRNA and other molecular biomarkers in cervical cancer
screening in comparison with HPV DNA testing and cytology. A point worth noting is that 61
(15.9%) of 384 CIN 2+ cases were found in women with normal cytology at the time of
enrollment, and 70.5% and 86.9% of these were positive by NASBA and HC2, respectively.
This reinforces the importance of incorporating HPV testing or repeat cytology in cervical
cancer screening. Also, a separate analysis of unsatisfactory cytology indicated an enriched
population of CIN 2+ [71].

This reflects the inherent limitation of cytology-based evaluation. Regardless, the positivity
with NASBA or HC2 was dependent on the number of genotypes covered by the respective
tests and their prevalence in different grades of cytologic and histologic lesions. Furthermore,
the lesion progression is more strongly associated with types 16 and 18, and there are indica‐
tions that an HPV test that distinguishes types 16 and 18 from other oncogenic types may be
more useful as it could identify women at greater risk of cervical cancer [71].

Microfluidic approaches in diagnostics achieve significant reagent volume reduction and thus
cost-drive innovation, potentially achieving widespread penetration in non-hospital, non-
specialized environments. However, microfluidic approaches are not without their challenges.
The field of “lab-on-a-chip” (LOC) diagnostics has grown rapidly from this basic need, and it
is fast accelerating towards a “sample-in answer-out” platform for molecular diagnostics.
NASBA technology with real-time fluorescence measurement was adapted to detect HPV
mRNA in cervical specimens and cervical cell lines. The isothermal nature of NASBA greatly
simplifies amplification strategies for nucleic acid detection on chip. This platform has huge
potential within “point-of-care”(POC) diagnostics as up to 16 different targets can be detected
simultaneously for each clinical sample analyzed [77].

In recent study from Norway, the prototype NASBA platform presented amplification efficien‐
cy of has been compared to an industry gold standard for HPV detection with encouraging
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results. By this, we have demonstrated the subcomponents of a complete integrated in vitro
diagnostic system: from clinical sample input to sample preparation to amplification to detection,
thus advancing towards a “sample-in, answer-out” diagnostic platform. The prototype NASBA
platform combined extraction and amplification in a microfluidic device consisting of extrac‐
tion and NASBA chips. In addition, the adopted NASBA method offers the unique characteris‐
tics of isothermal amplification, greatly simplifying the thermocycling requirements for the
system: effectively allowing a “blackbox” technology to be developed encompassing amplifica‐
tion and detection simultaneously in a real-time format. The Authors described this technolo‐
gy platform is not limited to diagnostics of cervical precancer and cancer, but it has enormous
potential in the monitoring and diagnosis of gene activity in areas such as infectious disease,
oncology, immune response to allergens, immunotherapies, and chemotherapies [77].

The mRNA assays with real-time PCR may be a useful tool in investigation of as well as in
primary screening for cervical neoplasias, and it might be worthwhile to consider which
genotypes to include in further investigations to optimize sensitivity and specificity, especially
in a post vaccine era, when it may be necessary to reconsider HPV testing strategies [66].

3.1. MicroRNA analysis in Human Papillomavirus (HPV)

MicroRNAs (miRNAs) are noncoding regulatory RNAs 18-25 nucleotides in size that are
derived from RNA polymerase II (pol II) transcripts of coding or noncoding genes. MiRNAs
most often function by binding to the 3´ UTRs of target messenger RNAs, whereby they induce
mRNA degradation or translational repression [78]. Many miRNAs are tissue- or differentia‐
tion-specific, and their temporal or short-lived expression modulates gene expression at the
posttranscriptional level by base-pairing with complementary nucleotide sequences of target
mRNAs [79-80]. The functions of miRNAs are still largely unknown, but it seems that they are
important in the regulation of cellular gene expression and behavior [81,82].

As of August 2012, the miRBase database (http://www.mirbase.org/) [112] had collected 21,264
entries representing hairpin precursor pre-miRNAs. Human genome contains ~ 416 miRNA
genes encoding 1048 distinct mature miRNAs from every chromosome except Y. Approxi‐
mately 113 miRNA genes encode a cluster of miRNAs and produce ~ 390 miRNA sequences.
Bioinformatics prediction shows that each miRNA targets ~ 200 RNA transcripts directly or
indirectly, and up to one-third of the total number of human mRNAs are targets of more than
one miRNA [81]. So, the actions of miRNAs exert profound effects on gene expression at the
posttranscriptional level in almost every biological process. However, miRNA expression
itself, similar to any other transcription mediated by pol II, is regulated both at the transcrip‐
tional and posttranscriptional levels.

Many cellular transcription factors, including c-Myc, p53, and E2F, have been described to
regulate miRNA transcription. Oncogenic HPV E6 induces degradation of p53 and E7 mediates
degradation of pRB to release E2F from the pRB–E2F complex, it is conceivable that oncogenic
HPV infection causes aberrant expression of cellular miRNAs [81]. Other factors involved in
miRNA maturation and processing after transcription are Drosha (an RNase-II endonuclease
that produces pre-miRNA from pri-miRNA), DGCR8 (DiGeorge syndrome critical region gene
8, a double-stranded RNA-binding protein needed for Drosha activity), exportin 5 (for pre-
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miRNA export), Dicer (an RNase-III enzyme that produces mature miRNA from pre-miRNA),
TRBP (a Dicer partner), and Ago2 (a major component for RISC) [81,83-84].

In the study [81] was profiled 455 miRNAs via miRNA microarray in 4 cervical cancer tissues
and 4 normal cervical cancer tissues and they found significant overexpression of 18 miRNAs
and underexpression of 15 miRNAs cervical cancer tissues compared to normal cervical cancer
tissues [85]. In the analysis from157 cellular miRNAs via the TaqMan MicroRNA Human Early
Panel Kit (Applied Biosystems) in 10 early stage squamous cell carcinomas and 10 normal
cervical samples. The authors found overpression of 68 miRNAs and underexpression of two
in the cervical carcinomas versus normal cervical samples [86].

A recent review published [81] presented that cervical cancer represents a unique tumor model
for understanding how viral E6 and E7 oncoproteins deregulate the expression of the miR-15/16
cluster, miR-17-92 family, miR-21, miR-23b, miR-34a, and miR-10b/93/25 cluster via the E6-
p53 and E7-pRb pathways. miRNAs may influence the expression of papillomavirus gene in a
differentiation-dependent manner by targeting viral RNA transcripts. Genome-wide profiling
of miRNA signatures has indicated that aberrant, increased or decreased, miRNA expression is
common in most human tumors [83,86]. The table 2 [81] presented a summary of miRNA
expression profiling studies in cervical cancer, as illustrated below, in three distinct studies.

In the study conducted in 2011 was found significant overexpression of 18 miRNAs and
underexpression of 2 miRNAs in cervical cancer tissues compared to normal cervical tissues via
TaqMan MicroRNA arrays. Those authors demonstrated, via individual qRT-PCR assays,
significant overexpression of miR-16, miR-21, miR-106b, miR135b, miR-141, miR-223, miR-301b
and miR-449a, and underexpression of miR-218 and miR-433 in cervical cancer and dysplasia
from normal cervical compared to normal cervical tissue. Their results showed that miR-21,
miR-135b, miR-223 and miR-301b were overexpressed in the cervical cancer tissue compared to
both normal and cervical dysplasia tissue. So, those authors concluded that such miRNAs are
good candidates for markers of progression from normal to dysplasia to cancer [85].

Another recent study published in 2011 was analyzed six paired normal and cervical cancer
tissues by using the same miRNA array plataform and showed an increased expression of 12
miRNAs and decreased expression of 11 miRNAs, as presented in table 2 [87]. The study
presented by [88] found increased expression of miR-21 in cervical cancer and a decreased
expression of both miR-143 and miR-145. Those data together indicated that cervical cancer
expresses no or very little of the miR-143/145 cluster. A PCR-based miRNA assay was used to
analyze 102 cervical cancer samples [89] and the authors identified miR-200a and miR-9 as two
molecular markers that could be used to predict cervical cancer survival.

In the analysis [90] was investigated 802 unknown and 122 predicted human miRNAs via
CaptialBio mammalian miRNA arrays V 3.0 in 13 HPV-16 and HPV-18 positive cervical cancers
and their adjacent normal tissues. The authors found that miR-141 is overexpressed and
miR-218 is underexpressed in cervical cancer compared to normal cervical tissue. In the study
[111] analyzed miRNA expression via microarray in 5 cervical squamous cell carcinomas that
appeared to be HPV-negative and 5 normal cervical tissues and they found that miR-21 to be
overexpressed in the cervical cancer samples.
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MiR-21 is the most highly overexpressed miRNA in numerous cancers and it down regulates
the tumor suppressor PTEN in non-small cell lung cancer and in hepatocellular cancer, in
which PTEN regulation leads to overexpression of matrix metalloproteinases MMP2 and
MMP9 [85]. These proteins promote cellular migration and invasion. MiR-21 also targets the
tumor suppressor genes tropomyosin I (TPM1), programmed cell death 4 (PDCD4) and
maspin, and the latter two have been implicated in tumor invasion and metastasis [91].
Increased miR-21 expression in cervical cancer may be attributable to both E6 and E7. Such
viral oncoproteins play important roles in regulating cellular miRNA expression and their
function can be reduced due to epigenetic modification of miRNA genes. Identification of a
panel of miRNAs that can be used as early biomarkers in cervical cancer is potentially useful
to determine disease behavior and prognosis. They may also provide new targets for anticancer
therapy [85].

Until now, there are evidence indicating that HPV regulation of cellular miRNA expression
most likely occurs through viral E6 and E7 [81], although oncogenic HPVs do not produce viral
miRNAs, they are responsible for the aberrant expression of oncogenic or tumor suppressive
miRNAs. High-risk E6 and E7 interact separately with several dozens or even hundreds of
cellular factors and these interactions could lead to increased or decreased expression cellular
miRNAs. Some of the altered miRNA expression could be a result from both E6 and E7. It is
known that the main function of oncogenic HPV E6 is to target p53 for degradation [81-93].
As a transcription factor, p53 plays an important role in the transcription of numerous coding
and noncoding genes [92-94] and it seems that oncogenic HPV is capable of regulating the
expression of many cellular miRNAs via p53 [81], and its downstream targets are miR-34a and
miR-23b, increasing cell growth and migration in cervical tissues.

miRNA Chromosome locationWang et al [108] Li et al [109] Witten et al [110]

miR-15ª 13q14.2 Up

miR-15b 3q25.33 Up Up

miR-16 13q14.2 Up Up

miR-17-5p 13q31.3 Up Up

miR-20a 13q31.3 Up Up

miR-20b Xq26.2 Up Up

miR-21 17q23.1 Up Up Up

miR-93 7q22.1 Up Up

miR-106a Xq26.2 Up Up

miR-146a 5q34 Up

miR-148a 7p15.2 Up

miR-155 21q21.3 Up Up

miR-181c 19p13.13 Up

miR-182 7q32.2 Up Up Up

Human Papillomavirus and Related Diseases – From Bench to Bedside A Diagnostic and Preventive Perspective40



miRNA Chromosome locationWang et al [108] Li et al [109] Witten et al [110]

miR-183 7q32.2 Up

miR-185 22q11.21 Up Up

miR-223 Xq12 Up

miR-224 Xq28 Up Up

miR-324-5p 17p13.1 Up

miR-10b 2q31.1 Down Down

miR-29a 7q32.3 Down Down

miR-30b 8q24.22 Down

miR-34a 1p36.22 Down Down

miR-125a 19q13.41 Down Down

miR-125b 11q24.1 Down Down

miR-126 9q34.3 Down Down

miR-127 14q32.2 Down Down

miR-133a 18q11.2 Down

miR-133b 6p12.2 Down Down

miR-143 5q32 Down Down Down

miR-145 5q32 Down

miR-191 3p21.31 Down

miR-218 4p15.31;5q34 Down Down

miR-378 (422b) 5q32 Down

miR-422a 15q22.31 Down

miR-424 Xq26.3 Down Down Down

miR-450 Xq26.3 Down Down Down

miR-455 9q32 Down Down

miR-574 4p14 Down

Up: upregulated in cervical cancer; down, downregulated in cervical cancer.[81].

Table 2. Summary of miRNA signatures in cervical cancer.

4. Clinical utility of molecular HPV diagnosis

The incidence of cervical cancer in the decades to come might in fact increase in developing
countries due to the aging of the population and the persistent absence of adequate screening
programs [95]. In countries with screening, the target of preventive efforts has shifted from
cervical cancer detection to the diagnosis and treatment of cancer precursor lesions. However,
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the morphologic basis of the screening test cannot be substantially improved, inherently
diminishing the accuracy for precursor lesion diagnosis. In these countries, a false negative
Pap test occurs in 30% of all cervical cancers diagnosed and another 10% is attributable to errors
in following up abnormal cytology reports [95,96].

Despite this limitation, a significant reduction in cervical cancer has been achieved with
cytology-based technology and screening strategies [95]. HR-HPV DNA testing is currently
recommended for triage of cytological diagnoses of ASCUS, as a cotest with the Pap smear in
the general screening of women ≥30 years of age, and for follow-up of women after colono‐
scopy and treatment [97].

Histological examination of colposcopy-guided biopsies is still considered the “gold standard”
in the assessment of cervical lesions; however, the histologic assessment of these lesions is
limited to the interpretation of the morphology, with little to no information regarding the risk
of persistence, progression, or regression. In addition, histologic assessment of cervical lesions
is complicated by interobserver variability. The main interpretive categories include distin‐
guishing normal from dysplasia (CIN) of any grade and low-grade (CIN1) lesions from high-
grade (CIN2/3) lesions. Errors in histologic diagnosis lead to either overtreatment of patients
who will not benefit from intervention or, conversely, undertreatment of patients with
clinically significant high-grade lesions that received false negative diagnoses [98].

Contemporaneous cervical cancer screening guidelines from the American Cancer Society
(ACS) and the American College of Obstetricians and Gynecologists (ACOG) in effect
acknowledged the extremely high sensitivity of FDA-approved Pap and HPV co-testing by
specifically accepting lengthened screening intervals for women who test negative on both
cytology and HPV tests [103]. There is ample evidence that the detection of HPV DNA in
cervical samples has a higher sensitivity for cervical cancer and precancerous lesions than the
Pap test and high-quality HPV tests are routinely used in prevention programs in some
developed countries [99].

Although the recent introduction of a highly effective prophylactic HPV vaccine has great
promise for the prevention of persistent infections and precancerous lesions, cervical cancer
screening will still be required because the current vaccines do not protect against all carcino‐
genic HPV types and do not treat preexisting HPV infections and related disease [97]. Since
persistent infection with HR-HPV is a risk factor for progression to cervical cancer and with
the advent of HPV vaccines, it is increasingly relevant to perform HPV genotyping to identify
oncogenic HPV vaccine types. HPV genotyping is of clinical interest, since the risk of devel‐
oping a precancerous lesion is between 10%, and 15% with HPV types 16 and 18, and below
3% for all other high-risk types combined. Genotyping information could provide more
information regarding risk-stratification as well as persistence of infection [98].

While current guidelines and recommendations consistently advise on vaccinating young girls
before their sexual debut, natural history studies indicate that all sexually active women are
at risk of new oncogenic HPV infections and of development of cervical lesions and cancer
throughout their lives. The reviewed data suggest that most sexually active women have the
potential to benefit from HPV vaccination, with the exception of those with current infections
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with both oncogenic HPV vaccine types. Women of all ages should be able to make a well-
informed decision when considering HPV vaccination [99].

Screening protocols are likely to be modified taking advantage of the higher validity of HPV
tests as compared to the conventional Pap smear. Many clinical trials have compared HPV
DNA testing and cytology in screening scenarios and concluded that HPV test offers a greater
sensitivity (in the range of 30%) and a reduced specificity (in the range of 8%) as compared to
cytology. Moreover HPV tests are less demanding in terms of manpower and quality control
and automated equipments are available for high throughput performance [100]. Other
biomarkers are under evaluation to increase the specificity of screening programs and for the
triage of HPV positive women with normal cytology. These include HPV typing, p16 INK
immunostaining and others [101].

p16INK4a has been successfully deployed for the classification of HPV-related disease for
several reasons: the expression of p16INK4a is directly linked to the HPV oncogenic action,
since continuous expression of E7 is necessary to maintain the malignant phenotype, the
expression of p16INK4a is independent of the HPV type, and therefore, genotyping does not
need to be performed, and the expression of p16INK4a by cycling cells is a specific marker of
HPV-E7 overexpression or other events that inactivate Rb by immunochemistry. Additionally,
improving diagnostic accuracy and reproducibility, the use of p16INK4a immunohistochem‐
istry may help in identifying CIN1 lesions that are associated with HR-HPV types; these lesions
are at an increased risk for progression to high-grade dysplasia or carcinoma [98]. Thus, the
clinical assessment of HPV infection uses a combination of diagnostic cytologies, such as the
Pap test in association with complementary DNA test and hostp16INK4a [101].

The new guideline regarding screening for the early detection of cervical precancerous lesions
and cancer was published by the ACS and American Society for Colposcopy and Cervical
Pathology (ASCC) in American Journal of Clinical Pathology [102]. The new guideline includes
a review of molecular screening tests and strategies, it suggest that perhaps the largest
immediate gain in reducing the burden of cervical cancer incidence and mortality could be
attained by increasing access to screening (regardless of the test used) among women who are
currently unscreened or screened infrequently. Incorporation of HPV testing may offer
advantages over what is already a successful screening strategy if utilized (ie, cytology) [103].
Incorporation of HPV testing into cervical cancer screening strategies has the potential to allow
both increased disease detection and increased length of screening intervals. The recommen‐
dations are described in the Table 3.

Population Screening Method* Management of Screen Results Comments

Aged <21 years (y) No screening HPV testing should not be used for

screening or management of ASC-

US in this age group

Aged 21-29 years

(y)

Cytology alone every

3 y

HPV-positive ASC-US† or cytology of

LSIL or more severe: Refer to ASCCP

guidelines2.

HPV testing should not be used for

screening in this age group
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Population Screening Method* Management of Screen Results Comments

Cytology negative or HPV-negative

ASC-US†: Rescreen with cytology in 3 y

Aged 30-65 years

(y)

HPV and cytology

“cotesting” every 5 y

(preferred)

HPV-positive ASC-US or cytology of

LSIL or more severe: Refer to ASCCP

guidelines2

HPV positive, cytology negative:

Option 1: 12-mo follow-up with

contesting

Option 2: Test for HPV16 or HPV16/18

genotypes

• If HPV16 or HPV16/18 positive: refer

to colposcopy

• If HPV16 or HPV16/18 negative: 12-

mo follow-up with cotesting

Cotest negative or HPV-negative ASC-

US: Rescreen with cotesting in 5 y

Screening by HPV testing alone is

not recommended for most clinical

settingst.

Cytology alone every HPV-positive ASC-US† or cytology of

LSIL or more severe: Refer to ASCCP

guidelines2

Cytology negative or HPV-negative

ASC-US†: Rescreen with cytology in 3 y

Aged "/>65 years

(y)

No screening

following adequate

negative

prior screening

Women with a history of CIN2 or a

more severe diagnosis should

continue routine screening for at

least 20 y

After hysterectomy No screening Applies to women without a cervix

and without a history of CIN2 or a

more severe diagnosis in the past 20

y or cervical cancer ever

HPV vaccinated Follow age-specific

recommendations

(same

as unvaccinated

women)

ASCCP, American Society for Colposcopy and Cervical Pathology; ASC-US, atypical squamous cells of undetermined
significance; CIN2, cervical intraepithelial neoplasia grade 2; HPV, human papillomavirus; LSIL, low-grade squamous
intraepithelial lesion.

* Women should not be screened annually at any age by any method.

† ASC-US cytology with secondary HPV testing for management decisions. * Modified from [102].

Table 3. Summary of Recommendations of The American Society for Colposcopy and Cervical Pathology
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On the other hand, educative action to prevent cervical and non cervical cancers, which are
part of basic health actions, should be considered a professional commitment to the popula‐
tion’s quality of life and a care quality commitment, emphasizing patients’ autonomy in self-
care. In the study in Brazil aimed to evaluate the applicability of an educational booklet that
contained information for the general population about promotion and prevention of infec‐
tions and neoplasic process caused by the HPV. The authors enphatized it is necessary to
promote and improve campaigns to the population about the HPV and its relations with the
neoplasic process to preventive strategies [104].

Proper condom use as a primary prevention measure should remain a top priority for health
officials. Campaigns with a primary aim to increase sexually transmitted infection (STI)
knowledge and awareness with the intention of influencing risk perceptions amongst those
sexually active, may not effectively translate into an increase in prevention behaviors. To reach
the public health goal of reducing STI prevalence, barriers to engaging in STI prevention need
to be addressed, including preventive strategies [105].

Education should not only be considered an extra activity, but an action that redirects practices
at health promotion as a whole. Suggests that preventive knowledge about the natural history
of cervical and non cervical cancer and, such as use of HPV vaccination in both sex will decrease
the incidence of HPV associated cancers and has the potential to be of great significance to
high-risk female and male populations, the largest group to suffer from HPV-associated
cancers within this greater population [105].

In addition, molecular tools are a relatively new division of laboratory medicine that detects,
characterizes, and/or quantifies nucleic acids to assist in the diagnosis of human disease.
Molecular assays augment classical areas of laboratory medicine by providing additional
diagnostic data either in a more expeditious manner or by providing results that would not
be obtainable using standard methodologies. These methods are used for detecting infectious
agents have several advantages when compared to classical approaches, because these
methods generally do not require growth in culture media, like HPV, which cannot be grown
in conventional cell cultures [106].

In this context, researchers benefit from having a variety of molecular diagnostic tests at their
fingertips; however, the clinical laboratories in the United States have a more limited selection
of FDA-approved tests for HPV. Many of the HPV diagnostic kits available in regions such as
Europe and Canada have not been approved for clinical use in the United States. Meanwhile,
laboratories may choose to use non-approved tests as analyte specific reagents (ASRs) or home
brews, although more extensive validation is required in these cases [59].

Regardless of the technical method used, careful consideration is necessary in the evaluation
of diagnostic techniques for HPV screening. Most infectious disease tests strive for the highest
possible analytical sensitivity, and PCR is typically the optimal method to achieve that
standard. However, the more important standard for HPV screening is not analytical sensi‐
tivity but clinical sensitivity and specificity. Clinical utility of HPV screening is based on the
prediction of cervical cancer, not simply the presence of the virus. Especially in young adult
populations, detecting the HPV virus has little clinical use because the vast majority of these
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cases will self-resolve and never develop into cancer. The high sensitivity of PCR is thus a
detriment in HPV screening, because PCR can detect even miniscule amounts of virus that
may have no clinical significance [59].

There are many advantages to the PCR technology for such screening applications, including
automation capabilities, turnaround time, multiplexing, sensitivity/specificity, multiple
specimen types, and small-specimen volume. The major concern with the in vitro amplification
technologies is the potential for contamination [107]. PCR require that laboratories determine
a threshold of detection representing a clinically significant result. Likewise, the detection of
non cancer-causing, low-risk strains of HPV has virtually no clinical utility. Knowing that a
low-risk HPV strain is present does not have an impact on the clinical management of a patient
with cutaneous or mucosal warts. In order to prevent superfluous laboratory testing, clinicians
should also heed the ASCCP guidelines for the management of women with or without
cytological abnormalities [59].

The clinical laboratory must evaluate many factors in the adoption of an appropriate HPV test,
including consideration of the population being served. In underprivileged areas, for example,
HPV screening tests with less than optimal clinical sensitivities and specificities may still far
surpass current cervical cancer screening methods. As new data emerge from recently
established HPV screening methods, researchers and clinicians will continue to strive toward
the goal of early and accurate detection of cervical cancer [59].

5. Conclusion

Molecular biology techniques with different sensitivity and specificity have facilitated the
characterization of the entire HPV genome, where different functional regions are identified,
as a profile of their gene expression. Additionally, molecular tools have been recognized as
the most appropriate method to identify and type HPV genomes because of its higher
sensitivity and specificity. Although the cervical cytology for CIN has been used to reduce the
incidence of mortality worldwide, molecular technologies continue to evolve for many
molecular diagnostic applications. Novel strategies for detection and genotyping are impor‐
tant to complement the screening programmes for HPV detection in women at risk of cervical
cancer.

It is also important to mention the WHO Global HPV LabNet as a WHO initiative established
to support the world-wide implementation of HPV vaccines through improved laboratory
standardization and quality assurance of HPV testing and typing methods to promote
international comparability of results. The major methods for achieving progress towards this
goal are developing international biological standards as well as preparing and validating
proficiency panels to qualify methods. And finally, the incorporation of HPV testing into
cervical cancer screening strategies has the potential to allow both increased disease detection
and increased length of screening intervals. The recommendations are described above (Table
3) and follows the so-called “Meyer-criteria” that present scientific evidence for minimal
criteria for an HPV test.
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