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Abstract
This review assesses the burden of human papillomavirus (HPV)-related cancers in Bosnia and Herzegovina (BH), aiming to 
inform strategies for prevention and early detection. Despite the availability of highly effective HPV vaccines and screening 
programs, HPV-related cancers remain a significant public health burden worldwide. We conducted a comprehensive search of 
PubMed and GLOBOCAN to identify all available data on HPV prevalence/genotype and HPV-related malignancies in BH, in-
cluding information on HPV vaccination and cervical cancer screening. A comprehensive literature search revealed limited data 
on HPV prevalence and HPV-related cancers, as well as the absence of a national HPV vaccination or cervical cancer screening 
program in BH. In the largest study with available data from BH, HPV prevalence was 43% among women undergoing routine 
gynecologic exams. HPV-16 was identified as the most common cause of cervical cancer. The HPV prevalence was 50% in head 
and neck cancer, with HPV-18 being the most prevalent subtype. HPV was detected in 80% of patients with colorectal cancer, 
and HPV-16 was the most common subtype. Conclusions. HPV-related cancers, particularly cervical cancer, represent a signifi-
cant public health problem in BH. Implementation of a national HPV vaccination program, along with organized cervical can-
cer screening is essential to reduce HPV-related morbidity and mortality. Addressing systemic challenges, such as establishing a 
comprehensive cancer registry, is essential for effective HPV prevention and control. Raising public awareness about HPV infec-
tion, its consequences, and the importance of prevention is essential for vaccine acceptance and promoting healthy behaviors. 
By investing in HPV prevention, BH can significantly improve the health and well-being of its population, particularly women.
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Introduction

Overview of Human Papillomavirus (HPV) and 
Its Association with Various Cancers

The HPV virus is a small deoxyribonucleotide 
acid (DNA) virus that is the most common cause 
of sexually transmitted diseases worldwide. HPV 
is primarily transmitted through sexual contact, 
including vaginal, anal, and oral sex. While most 
HPV infections are asymptomatic and resolve 
spontaneously, persistent infections with cer-
tain high-risk HPV subtypes can lead to precan-
cerous changes and ultimately cancer. There are 
over 200 identified HPV subtypes, but only 12 are 

considered high-risk and linked to cancer devel-
opment (1). Cervical cancer is the most recognized 
HPV-related malignancy. HPV-16 and 18 are pri-
marily responsible for its development. However, 
HPV’s oncogenic potential extends beyond the 
cervix. It is a significant causative factor in other 
anogenital cancers, including vaginal, vulvar, anal, 
and penile cancers. It is a primary cause of vag-
inal and vulvar cancers, contributing to approx-
imately 75% and 69% of cases, respectively (2). 
Globally, there has been a substantial increase in 
HPV-related oropharyngeal cancers, linked to 
rising rates of sexually transmitted HPV infec-
tion. HPV-related oropharyngeal cancers gener-
ally have a more favorable prognosis compared 
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to those not associated with HPV (3). While less 
prevalent, HPV is also linked to cancers of the oral 
cavity and larynx, although the prevalence of HPV 
in these cancers is lower compared to oropharyn-
geal cancer (4). 

Prevention and early detection are crucial in re-
ducing the burden of HPV-related diseases. HPV 
infection can be effectively prevented through vac-
cination with one of three available HPV vaccines: 
bivalent, quadrivalent, and 9-valent (5, 6). These 
vaccines target both low-risk and high-risk HPV 
subtypes, with all three protecting against high-
risk HPV subtypes 16 and 18, which are responsi-
ble for most HPV-related cancers. Early detection 
of asymptomatic precancerous lesions caused by 
HPV infection through screening tests is crucial 
for preventing invasive cancer. 

Importance of Studying HPV-related Cancers in BH

Cancer represents a major public health con-
cern globally, including in BH. According to 
GLOBOCAN data, an estimated 14,265 new 

cancer cases are diagnosed annually in BH, result-
ing in approximately 8590 cancer-related deaths 
each year (7). HPV is responsible for approximate-
ly 790,000 cancers worldwide each year, account-
ing for about 5% of all cancers (8). Despite being a 
globally recognized preventable disease, BH faces 
substantial gaps in HPV prevention and control. 
The absence of a unified national cervical cancer 
screening program and HPV vaccination rates 
contributes to a high risk of HPV-related cancers 
among the population. Cervical cancer is the most 
common cancer among these cases and a leading 
cause of cancer-related deaths in women in devel-
oping countries (Figure 1). The situation in BH 
is further complicated by high rates of high-risk 
HPV infections among women of reproductive 
age and the absence of a national cervical cancer 
screening or vaccination program (9). The preva-
lence of high-risk HPV subtypes 16 and 18 among 
women of reproductive age further underscores 
the urgent need for effective prevention and con-
trol measures. 

Figure 1. The frequency and distribution of HPV-related cancers in Bosnia and Herzegovina (adapted 
from: https://hpvcentre.net/statistics/reports/BIH_FS.pdf ). 
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According to available data, cervical screening 
through the Pap test is widely accessible in 98% of 
surveyed institutions in BH (10). However, only 
26% of these institutions have documented writ-
ten protocols for conducting Pap tests. HPV test-
ing is currently limited to specific regions of BH, 
including Tuzla, Sarajevo, and Banja Luka. Despite 
the HPV vaccine registration in BH since 2007, its 
role in cervical cancer prevention was not formal-
ly recognized until the 2011 Federation of Bosnia 
and Herzegovina (FBiH) health strategy (11). 
Despite this acknowledgment, a nationwide HPV 

vaccination program remains absent. Furthermore, 
comprehensive data on HPV prevalence within the 
general population in BH is currently unavailable 
(12). Beyond cervical cancer, a limited number of 
studies from BH explored and identified high-risk 
HPV subtypes in other cancers, such as head and 
neck, and colorectal cancers (13, 14). 

We present a comprehensive review of the pub-
lished literature and the current state of HPV-
related cancers in BH. A thorough literature search 
revealed 23 studies on HPV prevalence and associ-
ated cancers in BH (Table 1) (9, 11, 13-33).

Table 1. Overview of Key Findings from HPV-Relevant Studies in Bosnia and Herzegovina

Authors Cancer 
subtype

Participants 
(N)* Age HPV 

subtype
HPV
(%)†

Most common 
HPV subtype (%)§ Detection method

Davies et al. 2023‡ Cervix NA NA NA NA NA NA

Davies et al. 2023‡ Cervix NA NA NA NA NA NA

Muhovic-Pasic et 
al. 2022

Cervix 375 NA High-risk HPVs:  16, 
18, 31, 33, 35, 39, 45, 
51, 52, 56, 58, 59, 
66, 68
Low-risk HPVs: 6, 11

2018: (54.43);
2019: (42.33);
2020: (39.08);
2021: (31.81)

HPV-16: 
2018: (13.92);
2019: (11.04);
2020: (9.19);
2021: (13.03)

Multiplex PCR 
reaction

Gavrankapetanovic 
et al. 2022

NA 1517 Mean 33 
(range 18 
to 61)

High-risk HPVs: 16, 18, 
31, 33, 35, 39, 45, 51, 
52, 56, 58, 59, 66, 68

(43) HPV-16: (22.5) Real-time PCR

Sadiković et al. 
2020

Cervix 800 18 to 40 High-risk HPVs: 16, 18, 
31, 33, 35, 39, 45, 51, 
52, 56, 58, 59, 68

(33.5) High-risk HPV: 
(33.5)

Hybrid capture II 
HPV test 

Božić et al. 2020 Head and 
neck

50 NA High-risk HPVs: 16, 
18, 31, 33, 35, 39, 45, 
51, 52, 53, 56, 58, 59, 
66, 68)

(22) NA Single PCR 
Nested PCR
Real-time PCR

Jahic et al. 2020 Cervix 11051 NA HPV 16,18,31,
35,39,45,51,
52,56,58,59,
66,68

NA HPV-16: (50.5) HPV in situ 
hybridization 
HPV genotypes 14 
Real-TM Quant

Al-Thawadi et al. 
2020

Head and 
neck

98 of 
123 had 
interpretable 
results 

Mean 62.8 High-risk HPVs: 16, 
18, 31, 33, 35, 45, 51, 
52, 58

(50) HPV-18: (56) PCR 
IHC

Gupta et al. 2020 Colorectal 
(96% rectal 
cancer)

106 Mean 65 
(range 41 
to 86)

High-risk HPVs: 16, 
31, 18, 51, 52, 45

(80) HPV-16: (53) PCR
IHC

Salimović-Bešić et 
al. 2019

Cervix 105 Average: 
Younger 
group 26.2;
Range 
19-30 

Older group
40.9;
Range 
31-62

High-risk HPVs: 16, 
18, 31, 33, 35, 39, 45, 
51, 52, 56, 58, 59

HPV DNA 
test:  Younger 
group (83.9);

Older group
(67.6)

DNA and 
mRNA test: 
Younger 
group (75.8)

Older group
(83.9)

HPV-16 in women 
aged ≤30 years: 
DNA test (32.1); 
mRNA test (26.4) 

HPV-16 in women 
aged >30 years: 
DNA test (33.0);
mRNA test (29.8)

Real-time PCR 
amplification (HPV 
High Risk Typing 
Real-TM test)
RNA-based assay: 
Real-time NASBA 
reactions
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Authors Cancer 
subtype

Participants 
(N)* Age HPV 

subtype
HPV
(%)†

Most common 
HPV subtype (%)§ Detection method

Jahić et al. 2017 Cervix 3244 Average 41 High-risk HPV NA High-risk HPV 
in women with 
ASCUS (51);
LSIL (71);

NA

Radić et al. 2017 Cervix 101 NA HPV types: 11, 16, 18, 
31, 35

(17.7) HPV-16: (35.3) Multiplex PCR

Jahić et al. 2016 Cervix 1784 Average 
37.6

High-risk HPV NA High-risk HPV 
in women with 
ASCUS (51); 
CIN 1 (88)

In situ by 
hybridization

Salimović-Bešić et 
al. 2015

Cervix 105 Average 
36.6

High-risk HPVs: 16, 
18, 31, 33, 35, 39, 45, 
51, 52, 56, 58, 59
Probable high- risk 
HPVs: 53, 66
Low-risk HPV: 70

(50.4) HPV-16: (32.6) Multiplex real-time 
PCR test 

Iljazović et al. 2014 Cervix 283 Mean 51.7 High-risk and low-risk 
HPVs: 6, 11, 16, 18, 31, 
33, 34, 35, 39, 40, 42, 
43, 44, 45, 51, 52, 53, 
54, 56, 58, 59, 66, 68, 
70, 74

(94.7) HPV-16: (95.5) SPF-10 broad 
spectrum primers 
followed by 
deoxyribonucleic 
acid enzyme 
immunoassay and 
genotyping by 
reverse line probe 
assay (LiPA25, 
version 1)

Asotic et al. 2014 Cervix 6376 NA NA NA HPV positive: 
CIN I (43.10); 
CIN II (27.93);
CIN III (25.69); CIS 
(0.52);
Normal findings 
(2.76)

PCR 

Salimović-Bešić et 
al. 2013

Cervix 105 Average 
31.6

High-risk HPVs: 
16, 18, 31, 33, 35, 39, 
45, 51, 52, 56, 58, 59

(72.4% HPV-16 in 
ASCUS (20.8);
LSIL (30.6);
HSIL (48.9)

HPV typing: 
multiplex real-time 
PCR 

mRNA typing: real-
time NASBA assay 

Poljak et al. 2013‡ Cervix NA NA NA NA NA NA

Bray et al. 2013‡ Anogenital, 
Head and 
neck

NA NA NA NA NA NA

Seme et al. 2013‡ Cervix NA NA NA NA NA NA

Jahic et al. 2013 NA 100 35.7 High-risk and low-risk 
HPVs

NA HPV positive in: 
LSIL (46);
HSIL (48.9);
normal Pap test
(14)

Digene HPV test, 
Hybrid capture

Salimović-Besic et 
al. 2007

Cervix 148 NA HPVs:
6, 44, 
53, 66, 68, 72, 73 

NA NA Hybrid Capture 2 
HPV DNA 

PCR-PGMY11/
PGMY09 

PCR-CPI/CPIIG

Iljazović et al. 2006 Cervix 55 NA NA NA High-risk HPV 
after three 
months of 
therapy: (71.4)

Digene HPV Test- 
Hybrid Capture II  

*Tested; †Prevalence; ‡Positive;  §Prevalence. These studies address HPV-related cancer in Bosnia and Herzegovina but do not provide specific data regard-
ing HPV positivity and HPV prevalence; HPV=Human papillomavirus; NA=Not applicable; PCR=Polymerase chain reaction; DNA=Deoxyribonucleotide acid; 
IHC=Immunohistochemistry; NASBA=Nucleic acid sequence-based amplification assay; ASCUS=Atypical squamous cells of undetermined significance; 
LSIL=Low-grade squamous intraepithelial lesion; HSIL=High-grade squamous intraepithelial lesion; CIN=Cervical intraepithelial neoplasia; CIS=Carcinoma in situ.

Continuation of Table 1
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Cervical Cancer

Pathogenesis, Progression, and Types of Cervical 
Cancer

Cervical cancer develops due to persistent infection 
with high-risk HPV types, particularly HPV-16 and 
HPV-18 (34). HPV evades the host immune system 
by downregulating immune responses, allowing 
the infected cells to persist and proliferate (35). 
The mechanism by which is this happening is the 
virus entry in the basal cells of the cervical epithe-
lium through micro-abrasions, following genome 
integration into the host DNA (36). This integra-
tion leads to the overexpression of viral oncogenes 
E6 and E7, which are central to the pathogenesis 
of cervical cancer. The E6 protein binds to and de-
grades the tumor suppressor protein p53, prevent-
ing the normal process of apoptosis and allowing 
cells with damaged DNA to survive and proliferate 
(37).  Simultaneously, the E7 protein inactivates the 
retinoblastoma protein (pRb), leading to uncon-
trolled cell cycle progression and increased cellular 
proliferation (38). Persistent chronic inflammation 
due to the infection creates a microenvironment 
conducive to cancer development, with inflamma-
tory cytokines and reactive oxygen species induc-
ing DNA damage (37, 38).  In advanced stages, it 
can metastasize to distant organs such as the lungs, 
liver, and bones (39). Clinically, early-stage disease 
may be asymptomatic or present with nonspecific 
symptoms like abnormal vaginal bleeding or dis-
charge (37-39).  The two primary types of cervical 
cancer are squamous cell carcinoma (SCC) and ad-
enocarcinoma, accounting for 69% and 25% of all 
cases. The remaining ~6% include small cell (neu-
roendocrine) carcinoma (SCNC), primary cervical 
lymphomas, and soft tissue tumors, such as rhab-
domyosarcoma (40-42). SCC typically progresses 
through a series of precancerous stages, known as 
cervical intraepithelial neoplasia (CIN). Screening 
methods such as the Pap test and HPV DNA test-
ing play a critical role in detecting these precancer-
ous changes, allowing for early intervention and 
reducing the risk of progression to invasive cancer 
(43). The treatment for SCC often involves surgical 
intervention, especially in the early stages, which 

may include conization, hysterectomy, or trache-
lectomy. In more advanced cases, radiation ther-
apy, chemotherapy, or a combination of both is 
commonly employed. A literature search identified 
a single study on the treatment of cervical cancer 
in BH. 

This study reported promising outcomes for in-
operable locally advanced cervical cancer treated 
with chemobrachyradiotherapy. The treatment in-
cluded external radiotherapy, concurrent low-dose 
brachytherapy with cisplatin and ifosfamide, and 
consolidation treatment with the same chemo-
therapy. The five-year local control rate was 94%, 
disease-free survival was 72.8%, overall survival 
was 76.6%, disease-specific survival was 88% and 
toxicity was acceptable (44). The outcomes of this 
study were similar to those reported in the original 
study by Vrdoljak et al., which used an identical 
protocol (45). Recent advances in targeted thera-
pies and immunotherapies are also being explored, 
particularly in recurrent or metastatic SCC, show-
ing potential in improving patient outcomes (46, 
47). Adenocarcinoma constitutes about 25% of all 
cervical cancer cases and originates from the glan-
dular epithelial cells lining the endocervix. Unlike 
SCC, adenocarcinoma arises from the mucus-pro-
ducing cells and has distinct pathological and clin-
ical features. This subtype is also strongly linked to 
HPV infection, particularly HPV 18, but it tends 
to be more challenging to detect through con-
ventional Pap smears because the glandular cells 
are located higher up in the cervix, often beyond 
the reach of standard sampling techniques (48, 
49). Histologically, adenocarcinoma can be fur-
ther subclassified into several subtypes among 
which endocervical adenocarcinoma is the most 
common (49, 50). 

The clinical management of adenocarcinoma 
mirrors that of SCC, with early-stage disease often 
treated surgically and advanced disease requiring 
chemoradiation. However, due to its unique biolo-
gy and the challenges associated with its detection, 
adenocarcinoma often necessitates more special-
ized diagnostic and therapeutic approaches (51). 
SCNC is a rare but highly aggressive form of cer-
vical cancer, characterized by small, round cells 
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that resemble those seen in small-cell lung cancer 
(52). It is associated with a poor prognosis due to 
its rapid growth and high likelihood of metastasis. 
SCNC is also linked to HPV infection, particularly 
HPV 18. Treatment typically involves a combina-
tion of surgery, chemotherapy, and radiotherapy, 
but outcomes remain poor (53). Recent molecu-
lar studies provide some opportunities for target-
ed treatments, given that a subset of SCNCs may 
harbor PIK3CA/PTEN/AKT and programmed 
cell death protein 1/PD-L1 alterations (52). 

Epidemiology of Cervical Cancer in BH

Cervical cancer represents a significant public 
health problem in BH, as in many other countries. 
The incidence is generally lower than in other re-
gions, but it remains a concern. According to the 
data reported by the Institute of Public Health of 
the FBiH, which represents approximately 70% of 
the total population of BH, in 2020 cervical cancer 
was the fifth most diagnosed cancer in women 
with a crude incidence of 10.0/100,000 women 
(54). With 67 registered deaths in 2020, cervical 
cancer was the 10th leading cause of cancer-related 
death in women. In BH, much of the available data 
relies on estimates from neighboring countries 
and reports from the World Health Organization 
(WHO) and the Catalan Institute of Oncology 
(ICO)/International Agency for Research on 
Cancer (IARC) (7, 55). 

Current estimates by the HPV Information 
Centre indicate that there are about 312 new cases 
of cervical cancer diagnosed in BH annually, which 
ranks cervical cancer as the 6th most frequent 
female cancer in this country. According to these 
estimations, 153 women die from cervical cancer 
every year, which places cervical cancer as the 
ninth leading cause of cancer deaths in BH (56). As 
reported by GLOBOCAN 2022, the estimated age-
standardized rates (ASR) for cervical cancer are 
14.1 per 100,000 for incidence and 7.1 per 100,000 
for mortality (57), which is less than reported in 
2018, when the age-standardized incidence rate 
was estimated at 23.9/100,000, with an age-stan-
dardized mortality rate of 7.9/100,000 (58).

There is much inconsistency in the available 
data regarding the epidemiology of cervical cancer 
in BH, which is mainly the result of irregular re-
porting of newly diagnosed cases, but also due to 
the high burden of the health care system, defi-
ciency of health care workers and the lack of in-
frastructure for efficient, reliable and timely health 
information system (59). The latest study investi-
gating the epidemiology of cervical cancer in BH 
was published ten years ago, where the reported 
crude incidence in Tuzla Canton varied from 18.5 
in 2005 to 4.8/100,000 in 2000 (55). 

Comparison with Global and Regional Statistics

Cervical cancer is the most common HPV-related 
malignancy in the female population, as shown 
in Figure 1. Women at risk for cervical cancer 
(Female population aged >=15 yrs) is roughly es-
timated to be 1.41 million. According to the esti-
mates, the overall cancer incidence rate is 218.6 
cases per 100,000 persons per year. According 
to GLOBOCAN, in 2022 cervical cancer was the 
fourth most common cancer in terms of both inci-
dence and mortality in women worldwide, with an 
estimated 660,000 new cases and 350,000 deaths. 
It is the most diagnosed cancer in 25 countries 
and the leading cause of cancer death in 37 coun-
tries (57). Survival rates for cervical cancer often 
vary according to a country’s level of development. 
Around 84% of cervical cancer cases and 88% of 
related deaths occur in developing countries (60). 
In contrast, among developed nations, the five-
year survival rates are much higher. In the United 
States, the five-year survival rate is 91% for local-
ized disease, 60% for regional disease, and 19% for 
metastatic disease. Similar data are reported in the 
United Kingdom, with a five-year survival rate of 
95% for stage I, 70% for stage II, 40% for stage III, 
and 15% for stage IV (61, 62). There are large dis-
parities in incidence and mortality between differ-
ent countries, with about a 10-fold variation, the 
highest rates being recorded in Eastern Africa (in-
cidence 40.4/100,000 and mortality 28.9/100,000) 
and the lowest rates found in Western Asia (in-
cidence 4.1/100,000 and mortality 2.2/100,000) 
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(57). Variance is also present between different 
European regions, with an age-standardized in-
cidence rate of 15.7, mortality of 6.3/100,000 in 
Eastern Europe, and an incidence of 6.4 and mor-
tality of 2.2/100,000 in Southern Europe. This is 
probably due to the different prevalence of chron-
ic HPV infections and limited access to screening 
and vaccination in developing countries. 

In the Summary Report published by the ICO/
IARC Information Centre on HPV and Cancer, 
there were 58,169 new cervical cancer cases annu-
ally in Europe (estimations for 2020), which ranks 
cervical cancer as the 9th leading cause of female 
cancer and the 3rd most common female cancer 
in women aged 15 to 44 years in Europe. There 
are huge variations between different European 
regions and countries, with the highest age-stan-
dardized incidence rate of cervical cancer cases 
attributable to HPV recorded in Montenegro 
(26.2/100.000 women), Romania (22.6/100,000), 
Serbia and Lithuania (18.7/100,000) and the lowest 
in Switzerland (3.4/100,000), Malta (3.7/100,000), 
Luxembourg and Finland (5.2/100,000). 
Compared to other European countries, BH is 
ranked 11th with 14.3 per 100,000 women (56). In 
Croatia, where organized screening has been pres-
ent since 2012, the age-standardized incidence 
rate is estimated at 10.1 per 100,000 women. In 
Croatia, the incidence is still relatively high, with 
276 cases annually (ASR 11.0/100,000), as is the 
mortality (ASR 4.2/100,000) (63). The age-stan-
dardized mortality rates per 100,000 women per 
year in BH are 5.2, while in Serbia, Croatia, and 
Montenegro, the rates are estimated at 7.9, 3.2, and 
10.5, respectively (56). 

Local Risk Factors for Cervical Cancer

Cervical cancer represents 1.8% of all cancer cases, 
with a corresponding mortality rate of 1.8% (7). In 
the 2014 analysis, most cases (92.2%) were histo-
logically classified as SCC, and 95% tested pos-
itive for HPV. Infections were predominantly 
single, accounting for 95.5% of cases, with HPV-16 
and 18 being the most prevalent, responsible for 
77.8% of the positive cases. Other notable HPV 

types included HPV-45 (4.4%), HPV-33 (3.1%), 
HPV-51 (2.3%), and HPV-31 (2.2%). The mean 
age of individuals infected with the seven most 
common HPV types globally HPV-16, HPV-
18, HPV-45, HPV-31, HPV-33, HPV-52, and 
HPV-58—was 51.1 years (with a standard devia-
tion of 11.6 years). This is notably younger by six 
years compared to individuals infected with other 
HPV types, whose mean age was 56.3 years (with 
a standard deviation of 12.9 years) (11). Various 
reports from BH indicate a prevalence of cervical 
HPV infection ranging from 17% to 72% (Table 1) 
(9, 17, 20-23, 25, 26, 30-33). The five studies listed 
in Table 1 explored HPV-related cancer in BH but 
lacked specific information on HPV positivity and 
prevalence specific to the country (15, 16, 27-29). 
Furthermore, the data from these studies primari-
ly reflected HPV status across Central and Eastern 
Europe.

In BH, various risk factors contribute to the 
prevalence of HPV infections and related can-
cers, particularly cervical cancer. These factors 
are shaped by socioeconomic challenges, cultural 
norms, and a fragmented healthcare system. One 
significant issue is the limited access to healthcare 
services, including regular cervical cancer screen-
ings and HPV vaccinations. Socioeconomic dis-
parities further compound this issue, as poverty 
and economic instability limit access to health-
care. Many individuals, particularly from low-in-
come backgrounds, may not prioritize or afford 
preventive measures, such as screenings and vac-
cinations. Additionally, educational barriers and a 
lack of awareness about HPV contribute to high-
risk behaviors and delayed diagnosis (64, 65). 
Cultural and social norms also influence HPV 
risk factors. Sexual behaviors, such as early initi-
ation of sexual activity, multiple sexual partners, 
and inconsistent condom use, are associated with 
increased HPV transmission. In BH, cultural stig-
mas surrounding sexual health may limit open 
discussions and reduce awareness about protective 
measures. Traditional gender roles may further re-
strict women’s access to preventive care and hinder 
their ability to discuss HPV-related concerns with 
healthcare providers. The fragmented healthcare 
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infrastructure in the country presents another 
challenge. Under-resourced and disjointed, the 
healthcare system struggles to implement compre-
hensive HPV prevention and treatment programs. 
This fragmentation hampers efforts to accurate-
ly assess the burden of HPV-related diseases and 
target interventions effectively (55). Additional 
risk factors include smoking and co-infections. 
Smoking is a known co-factor that can exacer-
bate the risk of HPV-related cancers, particular-
ly cervical cancer, and its prevalence in BH may 
contribute to higher cancer rates among HPV-
infected individuals (66). Up to 41% of adults in 
BH consume cigarettes (67). Other factors, such as 
co-infections with other sexually transmitted in-
fections, such as chlamydia, also increase the risk 
of HPV persistence and progression to cancer, fur-
ther compounded by limited sexual health educa-
tion and resources (68).

Other HPV-Related Cancers

Vulvar Cancer: Epidemiology, Risk Factors, and 
Treatment

Vulvar cancer is the twenty-ninth most prevalent 
cancer in women worldwide, with around 47,342 
new cases reported in 2022 (57). In Europe, it rep-
resents the nineteenth most common cause of 
cancer incidence in women with approximately 
16,506 new cases in 2020 (69). According to data 
from the SEER database, five-year survival rates 
vary by stage: 85.6% for localized disease (stages I/
II), 47.5% for regional or locally advanced disease 
(stages III/IVA), and 23.3% for stage IVB, which 
encompasses patients with pelvic nodal involve-
ment (70). In geographic terms, there is around a 
30-fold variation in the recorded incidence rates of 
vulvar cancer with the higher incidence in seven 
countries and three continents, amongst them 
Bahrain, Germany, the Netherlands, Canada, 
France, Australia, and the United Kingdom (71, 
72). The incidence rates of vulvar cancer are ap-
proximately 2-fold higher in high-income coun-
tries (ASR = 1.56 per 100,000) than in low- and 
middle-income countries (ASR = 0.6 per 100,000), 

while the difference in mortality rates is less pro-
nounced (ASR = 0.35 vs ASR = 0.27) (73). In 
Central and Eastern Europe and Central Asia, 
vulvar cancer incidence and mortality rates are 
2-3 times higher than other anogenital cancer sites 
(28). The estimated age-standardized incidence 
in Europe is 1.68/100,000 women with a mortal-
ity rate of 0.51/100,000. The highest incidence in 
Europe is recorded in Germany, with an ASR of 
3.61/100.000 and a mortality rate of 0.71. According 
to National Cancer Registry data, around 350 new 
cases of vulvar cancer are diagnosed in Poland 
each year, with 200 women dying from the dis-
ease (74). Croatia ranked tenth among EU-27 na-
tions for age-standardized vulvar cancer incidence 
in 2022 and second in terms of vulvar cancer fatal-
ity estimates. Eastern Europe (Slovakia, Romania, 
Hungary, and Poland) had the highest fatality rates 
for vulvar cancer, with Germany ranking fourth 
(75). According to the Croatian National Cancer 
Registry data, 1451 women were diagnosed with 
invasive vulvar cancer and 814 women died due a 
vulvar cancer in the period 2011-2019. In BH, an 
estimated number of new cases of vulvar cancer 
for 2020 was 42 (76). The incidence is estimated at 
1.06 and mortality at 0.57/100,000, which is lower 
than in Croatia and Serbia, where the estimated 
incidence is 1,67 for both countries and mortality 
at 0.54 and 0.69, respectively. Montenegro has the 
highest estimated mortality rate (0,90/100,000) in 
Europe, while the incidence rate of 1.36/100,000 is 
similar to other countries in the region (56). 

The epidemiology disparities between different 
countries and regions are most likely a result of the 
availability of screening programs since the detec-
tion of vulvar cancer is linked to screening for cer-
vical cancer. Another factor could also be the lack 
of public awareness, social, religious, and cultural 
differences, but also the lack of national cancer reg-
istries and adequate reporting of new cases (72). 

Vulvar cancer primarily affects elderly women. 
More than 60% are keratinizing vulvar SCC 
(VSCC), followed by the basaloid type which 
is more common in young women and linked 
mostly to HPV-16 (72, 77, 78). Age, the pres-
ence of HPV, tobacco use, HIV infection, vulvar 
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intraepithelial neoplasia, and lichen sclerosus are 
the most common risk factors for vulvar cancer 
(77). As previously mentioned, basaloid carcino-
mas are more likely to be HPV-positive than ke-
ratinizing carcinomas. They share HPV-related 
factors with cervical cancer, such as lifetime sexual 
partners, age at first intercourse, and cigarette 
smoking. However, their etiologies differ (71). 
30-60% of VSCCs are HPV related with signifi-
cant variation across studies (78, 79). According 
to WHO 2020 classification, ESGO, and NCCN 
guidelines, it is mandatory to stratify VSCC into 
HPV-associated and HPV-independent using p16 
immunohistochemistry (77, 80, 81). In addition, 
HPV-independent VSCC is divided into two cat-
egories: p53 mutant (p53mut) and p53 wild-type 
(p53wt), and therefore it is recommended to assess 
p53 status according to NCCN and ESGO guide-
lines for the proper management of patients with 
VSCC (77, 80). There is growing evidence that 
HPV-associated and p53wt cancers may have a 
better prognosis than those p53mut. Among ret-
rospectively analyzed 413 samples of VSCC, 
the 5-year overall survival was 83% for HPVpos 
VSCC, 64% for HPVneg/p53wt VSCC, and 48% 
for HPVneg/p53mut VSCC. Women with HPVpos 
VSCC were younger at surgery (59 years) than 
those with HPVneg/p53wt VSCC or HPVneg/
p53mut VSCC (73 and 75 years, respectively). The 

majority of patients with HPVpos VSCC (79%) or 
HPVneg/p53wt VSCC (81%) tumors had stage I/II 
disease, contrary to (57%) HPVneg/p53mut VSCC 
(Table 2) (82). In addition, a meta-analysis evalu-
ating 18 studies, including 475 women with VSCC, 
reported that HPV-associated VSCC showed a sig-
nificant correlation between p16pos/p16neg and 
overall survival (ranging from 62% to 81% vs 22% 
to 47% in 5-year OS). 

Among them, four studies in this meta-analy-
sis reported an overall survival according to p53, 
including 310 women with VSCC of which 166 
(53.5%) were p53 positive and 144 were p53 neg-
ative. Women with p53 positive VSCC had a sig-
nificantly worse 5-year OS (ranging from 35-63%) 
compared to p53 negative (ranging from 68-70%) 
(Table 2) (83). In the era of personalized medicine, 
a potential strategy to tackle high operation mor-
bidity and pre-operative risk assessment based on 
the molecular subtype of VSCC is valuable in tai-
loring surgery, patient counseling, and planning 
adjuvant treatment for the patient’s risk profile. A 
single study’s findings revealed that the concor-
dance of preoperative and postoperative molecu-
lar subtypes in a relatively small number (N=57) 
of samples was 91.2%. These findings could assist 
in therapy tailoring, particularly given the less 
aggressive behavior of HPV-associated VSCC 
and the fact that these cancers occur in younger 

Table 2. Overview of the Relevant Studies Examining the Survival of Patients with HPV-Related Cancers According to p16, 
p53, and HPV Status

Author Tumor type Tested patients 
(N)

HPV 
Subtype(s)

Molecular 
subtype OS (%) Detection method

Kortekas et al. Vulva 413
75
275
63

HPV-16, 18, 33 HPVpos
HPV neg/p53mut
HPV neg/p53wt

5y OS
(83)
(48)
(64)

IHC

Sand et al. Vulva 475
181
294

310
166
144

NA p16pos
p16neg

p53pos
p53neg

5y OS range
(62-81)
(22-47)

5y OS range
(35-63)
(68-70)

IHC

Feldbaum et al. Vagina 43 NA p16pos
p16neg

Mean
49.5 months
25.3 months

IHC

OS=Overall survival; IHC=Immunohistochemistry; ISH=In-situ hybridization; HPV=Human papillomavirus; RNA=Ribonucleic acid; DNA=Deoxyribonucleo tide 
acid; PCR=Polymerase chain reaction; NA=Not applicable.
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women. On the contrary, in older and frail pa-
tients unfit for upfront surgery, in the light of re-
cently published studies, definitive or neoadjuvant 
chemoradiotherapy or chemotherapy, which have 
shown durable responses, could also be an option 
(84-86). Comprehensive genomic profiling among 
HPV-associated and HPV-independent VSCC 
showed two distinct entities (87). HPV-positive 
VSCC exhibited PI3K/mTOR pathway muta-
tions and was enriched in FGFR3 and PTEN mu-
tations (87, 88). In a cohort of HPVpos VSCC, 
61% of tumors had genetic mutations in the PI3K/
mTOR pathway. HPV-positive cancers sequenced 
from metastases had a significantly greater rate of 
STK11 mutations, a negative regulator of mTOR 
signaling, than HPV-positive tumors sequenced 
from primary cancer (88). Depending on the stro-
mal invasion, local treatment is recommended, or 
a wide local excision (T1a ≤1 mm of stromal inva-
sion) or a radical partial vulvectomy (T1b >1 mm 
of stromal invasion), especially in cases with mul-
tifocal involvement, to obtain surgically negative 
margins (according to recent guidelines, a path-
ological minimal margin of >2-3 mm seems ad-
equate). Groin treatment should be performed 
for tumors greater than T1a and could be per-
formed in various ways depending on the tumor 
size and distance from midline; radical partial vul-
vectomy and ipsilateral inguinofemoral lymphad-
enectomy with or without sentinel lymph node 
biopsy or radical partial vulvectomy and bilater-
al inguinofemoral lymphadenectomy or a senti-
nel lymph node biopsy in selected cases. Adjuvant 
treatment (radiotherapy or chemoradiotherapy) 
is advised for patients with a positive margin and 
lymph node involvement. In patients with local-
ly advanced inoperable VSCC, primary chemo-
radiotherapy or neoadjuvant platinum-based 
chemotherapy is recommended after a thorough 
multidisciplinary assessment in selected cases (77, 
80). Systemic therapy, platinum-based chemother-
apy, is recommended in a metastatic setting or 
recurrent, inoperable disease. In the post-progres-
sion setting, there are no standard treatments, al-
though chemotherapy, VEGF inhibitors, immune 
checkpoint inhibitors, EGFR inhibitors, or, in the 

case of a NTRK1-3-positive tumor, larotrectinib or 
entrectinib, could be considered (77, 80, 89, 90). 
New promising approaches to the treatment of 
HPV-related cancers include adaptive T cell ther-
apy (clinical trial NCT01585428, in which two of 
nine patients with metastatic cervical cancer had 
complete responses), cancer vaccines (ISA101, a 
peptide vaccine developed for HPV-related can-
cers), and intra-tumoral oncolytic viral therapy 
(79). A clinical trial using a T cell receptor that tar-
gets the E7 antigen is currently enrolling patients 
(NCT02858310) (91).

Vaginal Cancer: Epidemiology, Risk Factors, and 
Treatment

Primary vaginal cancer accounts for only 2% of 
female genital tract cancers in adulthood, with 
an estimated incidence of 18,800 new cases diag-
nosed worldwide in 2022 (57, 92). A report using 
population-based cancer registries found a three-
fold variance in recorded incidence rates for vagi-
nal cancer. However, vaginal cancer incidence was 
lower and more stable than vulvar cancer, despite 
the larger HPV-attributable fraction among co-
horts born 1940-50 and afterward. The Dominican 
Republic has the highest risk of vaginal cancer 
(ASR=2.7 per 100,000), followed by Malawi and 
Zambia, with rates of 1.4 and 1.3 per 100,000, re-
spectively (71). According to GLOBOCAN, vagi-
nal cancer ranks 33rd worldwide in terms of both 
incidence and mortality. The age-standardized 
rate (ASR) for incidence is 0.36 per 100,000, while 
the ASR for mortality is 0.15 per 100,000 (57). In 
Europe, the ASR of vaginal cancer incidence for 
2020 is estimated to be 0.33 per 100,000, with the 
highest rates observed in Northern Europe at 0.38 
per 100,000. An estimated number of new cases of 
vaginal cancer for 2020 in BH was 14 (93). The in-
cidence is estimated at 0.41 per 100,000, which is 
higher than the rates in Croatia and Serbia, both of 
which have an incidence rate of 0.33 per 100,000. 
Conversely, Montenegro has the highest estimat-
ed incidence rates in Europe, with an ASR of 0.74 
per 100,000 women (56). These data are compa-
rable to those observed for cervical cancer, likely 
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attributable to the prevalence of chronic HPV in-
fection, which is a major risk factor for both cer-
vical and vaginal carcinoma. In adults, only 10% 
are  vaginal-originating cancers,  whereas the rest 
are spread from other locations such as the cervix, 
endometrial, vulva, and rectum (94). The majority 
of primary vaginal SCC cases are HPV-associated 
(Table 3); thus, the risk factors for vaginal SCC are 
the same as those for cervical cancer: multiple life-
time sexual partners, early age at first intercourse, 
and smoking. A history of vaginal adenosis [re-
lated or not to diethylstilbestrol (DES)] is anoth-
er risk factor for some kinds of adenocarcinoma, 
as is past DES exposure and endometriosis (92). 
Individuals with AFAB (hysterectomized individ-
uals assigned female at birth) and pre-existing cer-
vical intraepithelial neoplasia are more than twice 
as likely to develop vaginal cancer (95). SCC is the 
most frequent histologic type accounting for ~90% 
of cases (92, 95). Persistent infection with high-
risk HPVs has been found in vaginal malignan-
cies, as well as 85-90% of vaginal intraepithelial 
neoplasia grades 2 and 3 (VaIN2). The most fre-
quent form, HPV-16, is seen in 46-77% of vaginal 
malignancies. HPV-18 has been detected in lower 
percentages (78, 96). 

Primary vaginal adenocarcinomas are very un-
common, while other morphologic subtypes are 
rarer (92, 95). In 2020, the WHO modified the cat-
egorization of female genital tumors and recom-
mended a distinction between HPV-associated and 
HPV-independent vaginal SCC (81). A retrospec-
tive assessment of 43 vaginal cancer patients found 
that those with p16- positive diffuse staining had 
a significantly higher survival rate (~50 months) 
compared to those with p16-negative disease (~25 
months) (Table 2) (97). The most important prog-
nostic factors for vaginal cancer are the stage at 
diagnosis, tumor size greater than 4 cm, age, and 
tumor position outside of the upper region of the 
vagina. Adenocarcinoma has a worse prognosis 
than squamous cell carcinoma (98, 99). Patients 
with vaginal cancer are often treated with radia-
tion, surgery, chemoradiation, or a combination of 
these treatments, regardless of their cancer subtype 
and HPV infection status. Treatment options differ 

by stage (92, 95). There are two options for early 
curative management: surgical excision (with mi-
croscopically clear margins without unnecessary 
morbidity) or chemotherapy and radiation thera-
py. Primary chemoradiotherapy involves external 
beam radiation (EBRT), brachytherapy, and cis-
platin-based chemotherapy as the recommended 
protocol for stages II-IVA disease. Cisplatin-based 
chemotherapy should be administered concur-
rently. When cisplatin is not an option for vaginal 
cancer treatment, carboplatin or radiotherapy may 
be used instead. Premenopausal women should 
be informed about ovarian transposition early on 
(92, 98). For patients with limited distant (oligo-) 
metastatic disease at presentation, curative treat-
ment options include stereotactic radiation, sur-
gery, and radiofrequency ablation. Because vaginal 
cancer is a rare entity and similar to cervical cancer, 
treatment decisions are often based on cervical 
cancer guidelines. According to current guidelines 
for metastatic disease next-generation sequenc-
ing (NGS) and comprehensive molecular profil-
ing are recommended. The following biomarkers 
should be tested: PD-L1, tumor mutational burden 
(TMB), p53, RET fusion, MSI-H, NTRK1-3 fu-
sions, and HER2 (95). The current standard of care 
for PD-L1 positive metastatic disease is a combina-
tion of cisplatin-based chemotherapy and pembro-
lizumab with or without bevacizumab, based on 
the results of KEYNOTE-826 study that revealed 
a statistically significant improvement in PFS, OS, 
and ORR (100). The addition of pembrolizumab to 
chemotherapy with or without bevacizumab con-
tinued to show significant survival benefits in PD-
L1-positive tumors at a median follow-up of 39.1 
months, with a median OS and PFS of 28.6 and 10.5 
months versus 16.5 and 8.2 months in the pembro-
lizumab plus chemotherapy arm versus the place-
bo plus chemotherapy arm (101). Otherwise, based 
on the GOG-240 study, adding bevacizumab to 
cisplatin-based chemotherapy in the first-line set-
ting of metastatic, persistent, or recurrent cervical 
cancer resulted in a substantial improvement in OS 
among patients receiving bevacizumab, especially 
in patients who were not treated with prior pelvic 
radiotherapy (102). Additional therapy options in 
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Table 3. Overview of the Representative Studies Reporting HPV Prevalence in HPV-Related Cancers

Author Tumor 
type

Tested 
participants
(N)

Age HPV subtype HPV positive 
(%)

Most common 
HPV subtype
(%)*

Detection method

Komloš et 
al. 2011

Anal (invasive 
and in situ) 21 NA

High-risk and 
low-risk HPV; 
6, 16, 52, 61

95.8 HPV-16 (90.5) GP5+/6+ PCR / Inno-
LiPA

Tachezy et 
al. 2007

Anal squamous 
cell carcinoma 22 Mean = 64.2; 

Range 47-86
High-risk HPV
16 81.8 HPV-16 (81.8) GP5+/6+ PCR / RLB and 

sequencing

De Vuyst et 
al. 2009

Anal (29 
studies) 955 NA HPV-18 

HPV-33 84.3 HPV-16 (73.4)

PCR

Vaginal (14 
studies) 136 NA HPV-18 

HPV-31 69.9 HPV-16 (53.7)

Vulvar (63 
studies) 1,873 NA

HPV-33 
HPV-18 
HPV-6 
HPV-11 

40.4 HPV-16 (32.3)

Frisch et al. 
1997

Anal (invasive 
and in situ) 388 Median = 63; 

Range 26-94

High-risk HPV
16, 18, 31, 33, 
35, 39, 45, 51, 
52, 56, 58, 59, 
66, 68 
Low-risk HPV,
6, 11, 40, 42, 
43, 44

84 HPV-16 (73.4) PCR

Škamperle 
et al. 2013

Anal (3 studies) 43 NA
HPV-16, HPV- 
6, HPV-52, 
HPV-61

Overall 
HPV DNA 
prevalence = 
90.7

HPV-16
(94.9)

PCR (MY09/11 / DBH 
and sequencing 
GP5+/6+ PCR / RLB and 
sequencing 
HPV-16/18 TS PCR and 
Linear Array® 
MY09/11 / HPV-16 TS 
PCR and sequencing 
HPV-16/18 TS PCR 
MY09/11 PCR / RFLP 
MY09/11 PCR / pU-
1M/2R PCR 
GP5+/6+ PCR / IA and 
RLB 
Inno-LiPA® 
MY09/11 PCR / HPV-
16/18 TS PCR 
HPV-16, -18, -33 TS PCR 
E6-E7 consensus PCR 
/ HPV-16, -18, -31, -33, 
-45, -52, -59, -68 TS PCR)

Cervical (24 
studies) 2,531 Mean 50.2

HPV-16, HPV-
18, HPV-31, 
HPV-33, HPV-
45, HPV-35,
HPV-39, HPV-
51, 
HPV-52, HPV-
56, HPV-58, 
HPV-59, HPV-
68

Overall
HPV DNA 
prevalence= 
86.6

(59.6)

Vulvar (3 
studies) 164 NA

HPV-16, HPV-
33, HPV-45, 
HPV-58, 
HPV-6, 
HPV-42

Overall 
HPV DNA 
prevalence= 
32.9

(22)

Šimić et al. 
2023

Oral cavity, 
oropharynx 76 Median= 61 High-risk HPV

16, 18 23.7 HPV-16
(77.7) PCR

*Prevalence. Inno-LiPA®=INNO-LiPA HPV Genotyping Extra test (Innogenetics NV, Ghent, Belgium) or INNO-LiPA HPV genotyping test (Labo Biomedical Prod-
ucts, Rijswijk, the Netherlands); Linear Array®=Linear Array® HPV genotyping test (Roche Molecular Systems Inc., Alameda, CA, USA); PCR=Polymerase chain 
reaction; TS PCR=Type-specific PCR; DBH=Dot-blot hybridization, RLB=Reverse line-blot hybridization; IA=Immuno-assay–enzyme-linked oligosorbent assay; 
NA=Not applicable; HPV=Human papillomavirus; DNA=Deoxyribonucleotide acid.

subsequent lines include chemotherapy, immune 
checkpoint inhibitors (pembrolizumab, cemiplim-
ab, nivolumab), biomarker-specific therapies 
based on agnostic tumor approvals (trastuzumab 

deruxtecan for HER2 positive tumors, selperca-
tinib for RET gene fusion-positive tumors, and 
TRK inhibitors for, NTRK1-3 fusion-positive 
tumors) (103-109). Tisotumab vedotin (TV) is an 
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and 0.22 for men, with the highest recorded in the 
Czech Republic for both women (0.42/100,000) 
and men (0.55/100,000). The mortality rate for 
BH is estimated at 0.12/100,000 for men and 0.08 
for women, which is lower than in Serbia, where it 
was estimated at 0.29 for men and 0.14 for women 
(56). As reported by GLOBOCAN 2022, BH is 
one of the countries with the lowest ASR of inci-
dence (0.16) and mortality (0.04) in Europe (57). 
However, these estimates have a high degree of un-
certainty because they are not derived from popu-
lation-based cancer registries.

SCC constitutes 80–85% of all anal cancers. 
Adenocarcinomas are the second most common 
type, accounting for 5–18% of all cases, and in that 
case, should be treated as low rectal cancers (116). 
Anal carcinoma has been associated with HPV in-
fection (anogenital warts), a history of receptive 
anal intercourse or sexually transmitted diseases, a 
history of genital tract cancer, immunosuppression 
from solid organ transplantation, or HIV infection. 
In addition, other risk factors include smoking, au-
toimmune disorders, and hematologic malignancies 
(116, 117). However, persistent infection with high-
risk HPV variants (e.g., HPV-16, HPV-18) is strong-
ly linked to anal cancer (118, 119). The prevalence 
and distribution of HPV in anogenital cancers in 16 
Central and Eastern European countries including 
BH ranged from 81.8% to 100% (120). Overall, 37 
(94.9%) of 39 HPV DNA-positive anal malignancies 
from the Slovenian and Czech cohorts were positive 
for HPV-16 (120-123). Meta-analysis of anogenital 
cancerous and precancerous lesions found the high-
est HPV prevalence in anal cancer (84.3%), pre-
dominately HPV-16 (73.4%) (78). A large study of 
tumor specimens of anal cancer discovered a high 
prevalence of high-risk HPV DNA in 84% of anal 
cancer specimens, particularly HPV-16, which was 
detected in 73% of them (Table 3) (124). Contrary 
to that, high-risk HPV was not found in any of the 
rectal cancer tissues tested, although various re-
ports lately have stated the potential link between 
HPV and EBV co-presence as a possible contribut-
ing element to colorectal cancer development (124, 
125). Among them, a report on the Qatari popula-
tion found the presence of high-risk HPV in 52% 

ADC (antibody-drug conjugate) that consists of an 
anti-TF (tissue factor) monoclonal antibody cova-
lently linked to the microtubule-disrupting agent 
MMAE via a protease-cleavable linker. It is FDA-
approved for the treatment of recurrent or meta-
static cervical cancer with disease progression on 
or after chemotherapy based on phase 3, random-
ized, innovaTV-301/ENGOT-cx12/GOG-3057 
where patients receiving TV had a 30% reduction in 
risk of death versus chemotherapy (110). Ongoing 
developments in the management of locally ad-
vanced cervical cancer include the use of immune-
checkpoint inhibitors with chemoradiotherapy 
(KEYNOTE-A18 study (NCT04221945), and in re-
current/metastatic cervical cancer, TV might be es-
tablished as a first-line treatment (111, 112).

Anal Cancer: Epidemiology, Risk Factors, and 
Treatment

Anal cancer is a rare disease that accounts for <3% 
of all gastrointestinal cancers with an annual in-
cidence of 0.5-2.0 in 100,000 (113). Five-year 
overall survival (OS) rate improved from a mean 
estimate of 64% in 1980 to 75% in 2010 (114). 
Based on GLOBOCAN 2020, anal cancer ranks 
30th globally in terms of both incidence and mor-
tality (69). In 2020, there were 54,194 new cases 
(23,999 males and 30,195 females) of anal cancer 
worldwide, involving the anal canal, or anorec-
tum (57). However, there are varying reports in-
dicating an increase in incidence among both 
men and women over the past 20 years, par-
ticularly in high-income countries (113, 115). 
According to IARC, the estimated age-standard-
ized incidence rate for anal cancer in Europe for 
2020 was 0.66/100,000 for men and 1.05/100,000 
for women, with the highest incidence for men re-
corded in Germany (1.20/100,000) and for women 
in France (2.53/100,000). The incidence rate es-
timated for BH was 0.19 for women and 0.20 for 
men, which is lower in comparison with Croatia, 
Serbia, and Montenegro, where the rates were esti-
mated at 0.27, 0.36, and 0.38 for women and 0.34, 
0.55, and 0.77 for men, respectively. The estimat-
ed mortality rate in Europe was 0.24 for women 
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of colorectal cancer samples, whereas coinfection 
with more HPV subtypes was strongly correlated 
with advanced-stage colorectal cancer (125, 126). 
In addition to that finding, the high prevalence of 
high-risk HPV types (HPV-16 and HPV-18) among 
colorectal cancer samples in the Bosnian popula-
tion was ~50% (Table 1) (14). Further research is 
needed to more thoroughly evaluate the potential 
role of the presence of high-risk HPV in colorec-
tal carcinogenesis. An early-stage perianal disease 
that does not affect the anal sphincter and superfi-
cially invasive SCC of the anus can be treated with 
local excision, where negative margin excision can 
be accomplished without compromise of the adja-
cent sphincter muscles. 

Combined chemoradiotherapy is the primary 
therapeutic preference for locoregional anal cancer 
(127). Over the past four decades, the current 
standard of care has been the combined modality 
of 5-FU (capecitabine) and mitomycin with radio-
therapy where intensity-modulated radiotherapy 
is the preferred modality over 3D-conformal ra-
diotherapy, according to the results of the phase 
2 RTOG trial, which showed significant reduc-
tions in hematological, dermatological, and gas-
trointestinal toxicity (127–130). A retrospective 
National Cancer Database review of 10,524 pa-
tients with nonmetastatic disease from 2004 to 
2015 revealed no benefit to OS with a higher dose 
of radiation of 54-60 Gy compared to 54 Gy in lo-
cally advanced anal cancer (HR 1.08, P=0.166) 
(131). Current guidelines propose the suggested 
dose according to the RTOG-0529 trial (127, 130). 
Ongoing research in locally advanced anal cancer 
focuses on strategies to reduce radiation-associat-
ed toxicities, such as bone marrow-sparing IMRT 
(VMAT) and proton beam radiotherapy (132, 
133). Immunotherapy is currently recommended 
as a second-line treatment for metastatic cancer; 
preferably with nivolumab or pembrolizum-
ab based on the NCI9673 and Keynote-158 stud-
ies, regardless of PD-L1 status (127, 134, 135). 
A post-hoc analysis and retrospective analy-
sis within the NCT02919969 and NCI9673 stud-
ies showed that patients with durable responses to 
immune checkpoint inhibitors had higher levels 

of tumor-infiltrating CD8+PD-1+T cells, PD-L1-
positive tumors, and HPV positivity, based on p16 
IHC (134, 136). Overall survival, locoregional re-
currence, and disease-free survival were improved 
in HPV-positive SCC compared to HPV-negative 
SCC (137). Immunotherapy is also being investi-
gated in locoregional settings, particularly in com-
bination with radiation therapy, because of its 
potential role as a sensitizer for immune check-
point inhibitors by increasing antigen presenta-
tion by dendritic cells (138) and tumor-infiltrating 
lymphocytes, especially in patients with a high 
HPV16 viral load (139). When patients are diag-
nosed, approximately 10% have metastatic dis-
ease, and those with localized disease treated with 
CRT have a ~10% likelihood of metastatic recur-
rence (140). According to the InterAACT trial, a 
combination of carboplatin and paclitaxel is cur-
rently the optimal frontline therapy option for 
metastatic squamous cell anal carcinoma and is 
listed as a preferred first-line option in current 
guidelines (127, 140). Immune checkpoint inhib-
itors are currently being explored in combination 
with chemotherapy in treatment-naïve metastatic 
anal cancer, triplet therapy with the HPV-16 vac-
cine, NHS-IL12 tumor-targeted immunocytokine, 
and M7824 bifunctional fusion protein  targeting 
PD-L1 and TGFβ in metastatic or refractory/re-
current HPV-associated malignancies, or with the 
EGFR/TGFβ fusion monoclonal antibody in lo-
cally advanced/unresectable or metastatic, im-
mune-checkpoint-naïve EGFR-driven advanced 
solid tumors (NCT04444921, NCT04287868, 
NCT04429542) (141-143). Mutations or amplifi-
cations of the phosphatidylinositol-4,5-bisphos-
phate 3-kinase catalytic subunit alpha (PIK3CA) 
are another possible target in HPV-positive SCC. 
Alterations in other cancer drivers, like FBXW7 
and KMT2D, occur at a low frequency, typically 
~10-20% within most cohorts (144).

Oropharyngeal Cancer: Epidemiology, Risk 
Factors, and Treatment

Head and neck cancers (HNC) involve the upper 
aerodigestive tract, including the oral cavity, 
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nasopharynx, oropharynx, hypopharynx, and 
larynx. Squamous cell carcinoma is the most prev-
alent histology (145). Head and neck squamous 
cell carcinoma as a combined entity (HNSCC) is 
the sixth most prevalent malignancy worldwide, 
with an incidence in both sexes >890,000 new 
cases in 2022 (57, 146, 147). HNC often gets diag-
nosed in the advanced stage with a 5-year surviv-
al rate of only 40-50% (148, 149). The primary risk 
factors for HNSCC development include smoking 
and heavy alcohol consumption. Recently, HPV 
has been linked to oropharyngeal cancers. Tobacco 
and alcohol-induced HNSCC is decreasing in 
Western countries, whereas HPV-driven HNSCC, 
particularly oropharyngeal, is increasing in young 
people, especially non-drinkers and non-smokers 
(146, 150, 151). According to GLOBOCAN 2022, 
oropharyngeal cancer is ranked 24th in terms of 
incidence and 23rd in terms of mortality globally 
(57). The age-standardized rates (ASR) for oropha-
ryngeal cancer are estimated to be 1.1 per 100,000 
for incidence and 0.53 per 100,000 for mortal-
ity. In the United States, the overall incidence of 
HPV-positive oropharyngeal cancers is rising, es-
pecially among men (152), whereas the incidence 
of HPV-negative oropharyngeal cancers, which 
are primarily associated with tobacco and alco-
hol use, is declining (153). In the United States 
and certain regions of the European Union, the 
attributable fraction of HPV in newly diagnosed 
oropharyngeal cancers is estimated to be 60-70% 
(154). Globally, oropharyngeal cancer occurs two 
to three times more often in men than in women. 
However, women worldwide have a higher rate 
of HNC associated with HPV than men for can-
cers of the oropharynx and larynx. Women were 
more likely to have oropharyngeal cancer associat-
ed with HPV than men in Central-Eastern Europe 
(61.5% vs. 45.5%), Southern Europe (22.6% vs. 
8.4%), and Western Europe (38.9% vs. 13%), but 
not in Northern Europe (50% vs. 50%) (150). The 
ASR for oropharyngeal cancer incidence in women 
across Europe is estimated at 0.92 per 100,000, 
with the highest rate observed in Western Europe 
at 1.53 per 100,000. Denmark has the highest inci-
dence in Europe, with an ASR of 2.58 per 100,000. 

In contrast, BH has a lower estimated ASR of 0.27 
per 100,000 compared to Serbia (0.42), Croatia 
(0.36), Slovenia (1.0), and Montenegro (0.64). 
The incidence of oropharyngeal cancer is consid-
erably higher in men, with an ASR estimated at 
3.74 per 100,000 in Europe. Eastern Europe re-
ports the highest rate, with an incidence of 4.36 
per 100,000. Romania has the highest ASR for 
incidence in Europe at 8.0 per 100,000. In con-
trast, BH has lower rates, with an ASR of 1.42 per 
100,000, similar to Montenegro (1.18 per 100,000). 
The incidence rates in other regional countries are 
somewhat higher, with ASRs estimated at 2.72 for 
Serbia, 2.62 for Croatia, and 6.54 per 100,000 for 
Slovenia. The estimated ASR for mortality from 
oropharyngeal cancer in women across Europe is 
0.28 per 100,000, with the highest mortality ob-
served in Western Europe at 0.40 per 100,000. 
Denmark and Hungary have the highest mortal-
ity rates in Europe, with an estimated ASR of 0.56 
per 100,000. Montenegro also exhibits a high esti-
mated mortality rate of 0.53 per 100,000. In con-
trast, BH has a relatively low mortality rate of 0.07 
per 100,000, which is lower compared to region-
al countries such as Serbia (0.17), Croatia (0.21), 
and Slovenia (0.24). The estimated ASR for oro-
pharyngeal cancer mortality in men across Europe 
is 1.70 per 100,000, with the highest rate record-
ed in Eastern Europe at 2.31 per 100,000. Moldova 
reports the highest mortality rate in Europe, with 
an ASR of 5.03 per 100,000. Among other regional 
countries, Slovenia and Croatia also exhibit higher 
mortality rates, with ASRs of 3.06 and 2.22 per 
100,000, respectively. In contrast, BH has a lower 
mortality rate of 0.80 per 100,000, which is similar 
to the rate in Montenegro at 0.66 per 100,000 (56). 

Most cases of HPV-associated HNSCC contain 
HPV-16, which can induce carcinogenesis through 
the expression of oncoproteins E6 and E7. These 
oncoproteins promote angiogenesis, genomic in-
stability, telomere shortening inhibition, apoptosis 
suppression, and contribute to invasion and me-
tastasis through interaction with tumor suppressor 
proteins p53 and pRb (3,155-157). While HPV-16 
is the most frequent type, genotyping differs based 
on gender and geography; the global prevalence 
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ranges from 0 to 60% (11). In a small Croatian 
cohort, the results were consistent with previous 
studies, but in Bosnian HNSCC samples, the most 
commonly expressed high-risk HPVs were HPV-
18, with HPV-16 ranking fourth (Tables 1 and 3) 
(3, 13, 158). A retrospective analysis of 50 patients 
from the University Clinical Center of Banja Luka 
found that HPV was present in 27.3% of oropha-
ryngeal malignancies. High-risk HPVs were found 
in 22% of head and neck cancer samples (Table 1) 
(19). Oropharyngeal cancer is classified as either 
HPV positive with a better prognosis or HPV 
negative with a worse prognosis, although multi-
center, multinational individual patient data anal-
ysis suggests that double testing with p16 and HPV 
should be performed because their findings pro-
vide robust evidence of discordance in HPV and 
p16 prevalence in these patients, which translates 
to overall survival. The median overall survival for 
p16+/HPV+ cases was 15 years, while p16-/HPV- 
cases had a median of 3.5 years, p16-/HPV+ cases 
had a median of 5.3 years, and p16+/HPV- cases 
had a median of 6.7 years. Overall 5-year survival 
rates were 81.1%  for p16+/HPV+, 40.4% for p16-/
HPV-, 53.2% for p16-/HPV+, and 54.7%for p16+/
HPV- cases (Table 2) (151, 159). Although these 
two groups (some will “argue” four) have distinct 
etiologies, the treatment is the same depending on 
the cancer stage. It includes (surgery, radiothera-
py, radiotherapy and chemotherapy, radiothera-
py and cetuximab +/- induction chemotherapy, 
radiotherapy and cisplatin +/- induction chemo-
therapy), and in recurrent, unresectable, or meta-
static disease chemotherapy, immune checkpoint 
inhibitors, cetuximab, trastuzumab deruxtecan for 
HER2+ (score 3+) as a tumor-agnostic approach 
(3, 105, 160-169). 

However, it could be an option to personalize 
treatment for specific patient groups, especially 
those who are eligible for oropharyngeal HPV-
associated de-escalation, but there are still vari-
ous obstacles and unanswered questions, although 
cisplatin-based chemoradiotherapy remains the 
standard of care for locoregionally advanced oro-
pharyngeal cancer (170, 171). Besides HPV-
positive oropharyngeal tumors, tumor-infiltrating 

lymphocytes (TILs) can play an important role in 
de-escalation treatment strategies. HPV-positive 
oropharyngeal cancer patients with high TILs 
exhibited a significantly better overall survival 
rate compared to those with low TILs (172-174). 
However, further research is needed to under-
stand the total impact on survival and tailor treat-
ment. Efficient strategies to tackle HPV-positive 
oropharyngeal cancer are still the subject of many 
trials and treatment de-escalation can take numer-
ous forms: should we substitute cisplatin for a po-
tentially less toxic agent, for example, cetuximab, 
although cetuximab showed underpowered re-
garding cisplatin in overall survival; should we use 
concomitant chemoradiotherapy with or without 
induction chemotherapy; should we use a single 
modality (surgery or radiotherapy) and eliminate 
chemotherapy; or at least reduce the dose of cispl-
atin; and lastly which dose of radiotherapy is ap-
propriate without compromising local and distant 
control and overall survival (159, 175-178)?

Phase 2 clinical studies are ongoing to assess 
the efficacy and safety of the anti-HPV vaccine 
in combination with immune checkpoint inhib-
itors. TheOpcemISA phase 2 study examines the 
efficacy of the combination of ISA101b (a pelto-
pepimut-S vaccine targeting E6/E7 HPV oncop-
rotein) with cemiplimab compared to cemiplimab 
alone in recurrent or metastatic HPV-16-positive 
oropharyngeal cancer. 198 patients with recur-
rent or metastatic squamous cell HPV-positive 
cancer of the oropharynx were included. There 
was no difference in the overall response rate be-
tween the two groups. However, in the sub-analy-
sis, patients who had CPS ≥20 and added ISA101b 
to cemiplimab significantly increased ORR (28.1% 
vs. 23.3%) and OS (11.9 vs. 30.1 months) without 
a significant increase in toxicity (179). On a simi-
lar track, other studies were also ongoing, includ-
ing NCT03978689 with CUE-101 (the first vaccine 
using the Immuno-STAT platform) in combina-
tion with pembrolizumab and NCT04180215 with 
HB-200 (the arenavirus vaccine) in combination 
with pembrolizumab in recurrent or metastatic 
HPV-16-positive head and neck cancers (180-182). 
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Cervical Screening

Importance of Cervical Screening in Preventing 
Cervical Cancer

The WHO has recently launched a global initiative 
aimed at advancing preventive strategies, screen-
ing, and treatment for cervical cancer. This initia-
tive prioritizes the expansion of HPV vaccination 
programs, enhancement of screening and man-
agement protocols for both pre-invasive and inva-
sive cervical lesions, and the provision of optimal 
therapeutic care for women diagnosed with inva-
sive cervical cancer (183). The main goal of cervical 
screening is the prevention of cervical cancer by de-
tection and treatment of precancerous intraepithe-
lial lesions and early invasive cancers, to decrease 
mortality rates. There are two types of screenings: 
(i) organized population-based screening and (ii) 
opportunistic non-population-based screening. 
An organized  population-based screening  pro-
gram is defined as a program that involves a defined 
target population, including specific age categories, 
methods, and intervals of screening. Also, there are 
mechanisms to identify the eligible individuals and 
send personal invitations to attend the screening 
(184). On the contrary, in opportunistic screening, 
the exams are performed randomly by a healthcare 
professional, the target population is not systemat-
ically invited, and the screening coverage depends 
on the frequency of visits to a doctor. Numerous 
studies in the past showed that organized popula-
tion-based screening programs are more efficient, 
more cost-effective, and more equally distribut-
ed than opportunistic  screening (185, 186). They 
also provide enhanced protection against the neg-
ative consequences that can arise from low-quality 
screenings or screenings conducted too frequent-
ly (187).

Overview of Cervical Screening Methods

Currently, the screening tests used in ongoing 
programs worldwide include cervical cytology, 
known as Pap test, HPV testing alone, or a com-
bination of HPV testing and cytology. The tech-
nique of  cervical  cytology was developed by 

Papanicolaou and Babes in the 1920s and later im-
proved by Papanicolaou (188). The conventional 
cytology technique involves collecting exfoliated 
cells from the transformation zone and endocer-
vical canal. Cells collected for microscopic exami-
nation are applied to a glass slide for conventional 
cytology and commonly fixed using 95% ethyl al-
cohol covering the whole cellular area of the slide. 
According to general recommendations, cytologi-
cal examinations are best scheduled approximately 
two weeks after the start of the previous menstrual 
period. To ensure accurate results, it is important 
to avoid sexual intercourse within 24 hours before 
the exam and refrain from using intravaginal es-
trogen products. Additionally, after childbirth, 
obtaining sufficient cervical samples for accu-
rate interpretation is challenging until at least 8 
weeks postpartum (184, 189). In the 1960s, cervi-
cal cytology was implemented for cervical cancer 
screening in several high-income countries. Over 
time, the focus of the Pap test has evolved from 
detecting invasive cancer to identifying precan-
cerous lesions. After the implementation of cervi-
cal screening, there was a substantial decrease in 
the incidence of cervical cancer. It has been shown 
that in countries with a well-organized cytologi-
cal screening, performed every three to five years 
in the age range from 35–64 years, the incidence of 
cervical cancer is reduced by 80% or more among 
screened women (190). It has been well-estab-
lished that persistent infection with specific HPV 
types is closely linked to the development of cer-
vical precancerous lesions and cancer. This un-
derstanding has prompted the consideration of 
detecting HPV genetic sequences as a potential 
alternative to traditional screening methods that 
rely on the microscopic examination of cervical 
cells (184). For the past two decades, HPV test-
ing has emerged as a pivotal tool in cervical cancer 
prevention, offering a more precise approach to 
detecting high-risk HPV types associated with cer-
vical malignancies. Today, there is an abundance 
of commercially available HPV tests. Most of these 
tests target multiple alpha-papillomaviruses types, 
including those with significant clinical relevance 
due to their carcinogenic potential. Specifically, 12 
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types, known as the IARC-2009 high-risk HPV 
types, are classified as carcinogenic (Group 1) by 
the IARC. These include HPV types 16, 18, 31, 33, 
35, 39, 45, 51, 52, 56, 58, and 59 (191). HPV-based 
screening offers 60-70% greater efficacy in pro-
tecting against invasive cervical cancer compared 
to cytology. Evidence from extensive randomized 
trials supports the initiation of HPV-based screen-
ing starting at age 30 and recommends extend-
ing screening intervals to a minimum of 5 years 
(192). Many trials compared co-testing (HVP and 
cytology) to HPV primary testing alone. Evidence 
suggests that co-testing is associated with higher 
costs, increased referral rates to colposcopy, and 
reduced positive predictive value for CIN2+ de-
tection among referred women (193, 194). 

Therefore, according to the WHO strategy for 
the elimination of cervical cancer, it is recommend-
ed that the screening should be performed with a 
high-performance test equivalent to or better than 
the HPV test (183). Over the past decade, numer-
ous studies have examined the efficacy of collect-
ing cervical material for HPV testing via vaginal 
self-sampling, to increase participation in cervical 
screening programs, particularly among women 
who are less likely to attend screening. The sensi-
tivity of HPV testing for identifying cervical pre-
cancerous lesions and cancer using self-collected 
cervicovaginal samples was proved to be equiva-
lent to that observed with conventional cytology 
or liquid-based cytology conducted with clinician-
collected samples. However, the specificity of HPV 
testing with self-collected samples tends to be 
lower (195). With the development of more pre-
cise diagnostic tests, the use of self-collected sam-
ples for HPV testing could be considered a viable 
alternative in organized, population-based screen-
ing programs, particularly for women who have 
not participated in screening despite receiving 
a personal invitation (196). Aside from Pap and 
HPV tests, there is another affordable and straight-
forward technique, known as visual inspection 
with acetic acid (VIA). This screening method is 
widely utilized in mass screening programs in low-
income regions. By applying a 3-5% acetic acid so-
lution to the cervix, nuclear-dense lesions become 

visible as acetowhite areas. This test has a specific-
ity of 82% (ranging from 64-98%) and a sensitivi-
ty of 84% (ranging from 66-96%), although it has a 
high rate of false positives (197).

Current Status and Challenges of Cervical 
Screening in BH

Although BH adopted screening protocols in 
alignment with recommendations from inter-
national health organizations, the implementa-
tion has progressed very slowly. According to the 
“Strategy for Prevention, treatment and Control of 
malignant diseases 2012-2020”, in 2011 the gov-
ernment of the FBiH set a goal to implement and 
improve the organized population screening for 
cervical cancer, by developing individual popula-
tion screening programs according to expert’s con-
sensus criteria and European recommendations 
on age and frequency, including the screening for 
cervical cancer for women based on cytological 
examination (198). To date, the screening program 
has been conducted on an opportunistic basis and 
includes mostly cytological examination and, in 
some parts of the country, HPV testing (199).

Comparisons with Cervical Screening Programs 
in Other Countries

More data regarding the screening program for 
cervical cancer are available from neighboring 
countries. In Serbia, there was notable progress in 
advancing preventive healthcare services for wom-
en’s reproductive health, by initiating organized 
cervical cancer screening in 2012. To date, four 
screening cycles, each spanning three years, have 
been conducted among women aged 25 to 64. The 
current cervical cancer screening coverage across 
Serbia ranges from 35% to 68%, with evident re-
gional disparities (200). According to the Institute 
for Public Health of Croatia, the Government ad-
opted the National Program for Early Detection of 
Cervical Cancer in 2010, with its implementation 
commencing in December 2012 (201). During the 
initial implementation cycle (2013-2016), of the 
414,018 women invited for screening, only 10% 
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responded to the test invitation. According to the 
European Health Interview Survey in 2019, the 
results of the second screening cycle in Croatia 
showed that a significant proportion of women 
aged 20-64 (76%) underwent a Pap test in the pre-
vious three years, while only 5% reported never 
having had the test (202).

In Montenegro, an organized and centralized 
cervical cancer screening program was initial-
ly launched as a pilot project in July 2016. Since 
February 2018, this program has been imple-
mented nationally, targeting women aged 30 to 50 
years. The primary screening method employed 
is HPV genotyping, with a screening cycle sched-
uled every five years (203). A review published in 
2022 reported that the screening coverage in BH 
over five years was 30%, which is lower compared 
to neighboring upper-middle-income countries. 
Specifically, Serbia, North Macedonia, and Albania 
reported coverage rates of 66%, 67%, and 58%, re-
spectively. In Montenegro, the coverage rate was 
39%. For comparison, the average coverage of five-
year screening programs in high-income countries 
is 77%, with coverage rates ranging from 66% to 
88% (204).

HPV Vaccination

Overview of HPV Vaccines (Types, Efficacy, and 
Recommendations)

Persistent infection with high-risk human papillo-
mavirus (HPV) types is the leading cause of cervi-
cal cancer, and HPV vaccines are a critical tool in 
preventing this and other HPV-related cancers. To 
effectively combat these HPV-related cancers, sig-
nificant efforts are required to develop and imple-
ment efficient vaccination programs and strategies 
(205). Three main HPV vaccines that have been li-
censed and widely used are Cervarix, Gardasil, and 
Gardasil 9. Cervarix (GSK, Rixensart, Belgium) 
is a bivalent vaccine that targets HPV-16 and 18, 
which cause about 70% of cervical cancer cases. 
It is particularly effective in preventing cervical 
cancer but does not cover types that cause geni-
tal warts. Next, in line is Gardasil (Merck & Co, 

Whitehouse Station, NJ, USA), a quadrivalent vac-
cine with broader protection, covering HPV-6, 11, 
16, and 18. Application has been widespread for 
both cervical cancer as well as genital warts. The 
most comprehensive option is Gardasil 9 (Merck 
&Co, Whitehouse Station, NJ, USA), a nine-va-
lent vaccine showing protection against nine HPV 
types 6, 11, 16, 18, 31, 33, 45, 52, and 58. This 
vaccine offers expanded protection by targeting 
additional HPV strains, covering approximate-
ly 90% of cervical cancer cases and most genital 
warts. As a result, it is often the preferred choice 
in various vaccination programs due to its com-
prehensive coverage (206). All three HPV vac-
cines—Cervarix, Gardasil, and Gardasil 9—are 
developed using virus-like particles (VLPs), which 
are made from the L1 protein of the human papil-
lomavirus (HPV). These L1 proteins self-assemble 
into VLPs that mimic the structure of the actual 
virus, but without containing any viral DNA. As a 
result, VLPs are non-infectious and cannot cause 
disease, making them a safe and effective founda-
tion for vaccines. The resemblance of these VLPs 
to the natural virus plays a crucial role in their ef-
fectiveness. When introduced into the body, they 
trigger a strong immune response, allowing the 
immune system to recognize and produce an-
tibodies against HPV. This response equips the 
immune system to quickly identify and neutral-
ize the virus if the individual is exposed to it in 
the future. The high immunogenicity of the VLPs 
ensures that even without the use of strong adju-
vants, the vaccines provide long-lasting protection 
against the targeted HPV types. 

Clinical trials and long-term studies have 
shown that these vaccines have been effective in 
preventing infection for many years, significantly 
reducing the risk of HPV-related cancers and con-
ditions. Moreover, because VLPs closely mimic the 
virus’s outer shell, they generate an immune re-
sponse that is both robust and specific to the HPV 
types they represent. This mechanism helps es-
tablish a strong memory response in the immune 
system, providing durable protection and reduc-
ing the incidence of HPV-related diseases in vacci-
nated populations (207). The current HPV vaccine 
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recommendations by the Advisory Committee on 
Immunization Practices (ACIP) recommend rou-
tine HPV vaccination for all preteens aged 11-12 
years, though it can be started as early as age 9. The 
WHO endorses HPV vaccination for girls start-
ing at age 9. For those who receive their first dose 
before the age of 15, a two-dose schedule is rec-
ommended, with the second dose given six to 12 
months after the first. For those vaccinated after 
age 15 or those with certain immunocompromis-
ing conditions, a three-dose schedule is advised. 
Additionally, ACIP extended recommendations to 
include catch-up vaccination for everyone through 
age 26. Additionally, individuals aged 27-45 who 
were not adequately vaccinated earlier and are at 
risk of new HPV infections may also benefit from 
vaccination, though this is typically decided on a 
case-by-case basis with healthcare providers (208). 
When it comes to safety, HPV vaccines are well-
studied and considered safe. Common side effects 
include mild pain, swelling, or redness at the in-
jection site. 

A systematic review by the WHO found no sig-
nificant difference in serious adverse events be-
tween those vaccinated and those who received a 
placebo. The risk of severe reactions, such as ana-
phylaxis, is very low, estimated at 0.3-3 cases per 
million doses administered. Furthermore, ex-
tensive data analysis has shown no causal link 
between the vaccine and conditions like Guillain-
Barré syndrome, complex regional pain syndrome 
(CRPS), or primary ovarian failure. WHO ad-
vises against the use of the HPV vaccine during 
pregnancy as a precautionary measure. However, 
research indicates that inadvertent administration 
of the vaccine during pregnancy does not elevate 
the risk of adverse outcomes for either the mother 
or the infant (208, 209). The results of the meta-
analysis have confirmed that HPV vaccines do not 
result in increased risks of obstetric or birth com-
plications (210).

Status of HPV Vaccination Programs in BH

BH is at the bottom of the ranking (immediate-
ly after Azerbaijan) in its HPV prevention efforts. 

BH faces challenges due to the absence of robust 
primary and secondary prevention strategies, in-
cluding comprehensive vaccination programs and 
HPV screening services. Furthermore, it lacks reli-
able, evidence-based information on HPV preven-
tion, which impedes public awareness and access 
to necessary preventive measures (211). What 
adds to the complexity of the issue is that health-
care responsibilities are divided among the FBiH, 
Republika Srpska (RS), and Brčko District (BD), 
each managing their healthcare initiatives, includ-
ing HPV vaccination programs. As of mid-2021, 
FBiH had not integrated HPV vaccination into its 
health plans, and no vaccination programs were in 
place. 

However, progress had been made in Canton 
Sarajevo where a free, voluntary HPV vaccination 
program for girls aged 11-12 using the 4-valent 
Gardasil vaccine began in November 2022, and 
by December 2023, the program was extended 
to include females aged 11-26. Additionally, pilot 
programs for girls aged 13-14 started in January 
2023 in three other cantons, with plans to expand 
to the remaining six cantons by September 2023. 
In Republika Srpska, while HPV vaccination was 
recognized in health policies by mid-2021, no 
programs had been implemented. By June 2023, 
HPV vaccination was added to the Immunization 
Calendar, offering free, voluntary shots for girls 
and boys aged 11-14 through primary health clin-
ics using the 9-valent Gardasil vaccine. The vac-
cine is also available for those aged 15 and older 
through regional public health units, although 
it’s not free. Details on HPV vaccination in Brčko 
District were not provided, suggesting that fur-
ther information might be needed to understand 
the status there (15). Given the estimated effec-
tiveness of the current HPV vaccines, which could 
prevent up to 77.8% of cervical cancer cases in BH 
associated with HPV-16 and 18, there is significant 
potential for reducing the incidence of this dis-
ease. Additionally, if the cross-protection offered 
by these vaccines against non-vaccine HPV types 
proves to be long-lasting, an additional 6-10% of 
cases could be prevented (11).
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Comparison with HPV Vaccination Coverage in 
Other Countries

Leading countries in HPV prevention include 
Denmark, Sweden, Finland, the United Kingdom, 
and Ireland. These nations have set a high standard 
by implementing comprehensive, best-practice 
policies. Their approach features gender-neutral 
vaccination programs that are freely available to 
all eligible individuals, resulting in notably high 
vaccination coverage. Additionally, they offer free 
HPV screening for adults, ensuring early detection 
and prevention of HPV-related conditions. These 
countries also excel in providing accessible and re-
liable information through government-supported 
websites, which help educate the public about HPV 
and its prevention (211). Coverage was highest in 
Australia, New Zealand (77%), and Latin America 
(61%), while Europe and North America reached 
35%. In contrast, Northern Africa, Oceania (ex-
cluding Australia and New Zealand), and Asia had 
low coverage rates. Despite limited introduction 
in sub-Saharan Africa, nearly 20% coverage was 
achieved due to effective programs (212).

Barriers to Vaccine Access and Availability

As of June 2020, 107 out of 194 WHO Member 
States (55%) have introduced HPV vaccination na-
tionwide or partially. However, the distribution is 
uneven: 85% of countries in the Americas and 77% 
in Europe have introduced the vaccine, compared 
to only 41% of low- and middle-income countries 
(LMICs) by the end of 2019. In 2019, 87% of new 
introductions occurred in LMICs, with six coun-
tries in sub-Saharan Africa, five in Latin America 
and the Caribbean, and three in Asia and the 
Pacific joining the program. GAVI has support-
ed 19 LMICs, representing 35% of these coun-
tries. Thirty-three out of 107 programs (31%) 
were “gender neutral,” vaccinating both boys and 
girls. Most programs (47%) targeted 12-year-
olds, but LMICs generally targeted younger girls 
(9-10 years). In 2019, at least 35 million girls aged 
9-14 were targeted, with 25 million in LMICs 
and 10 million in high-income countries (HICs). 

School-based delivery was the primary method 
in LMICs (90%), while HICs used both school-
based (39%) and facility-based (48%) approaches. 
Globally, only 15% of girls and 4% of boys complet-
ed the full HPV vaccination course by 2019, with 
20% and 5% receiving at least one dose, respec-
tively, as shown in Figure 2 (212, 213). Seven of 
the ten most populous countries, including China, 
India, and Nigeria, have not fully introduced HPV 
vaccination, which affects global coverage, limit-
ing it to 15%. Among the girls living in countries 
with HPV programs, only 53% received the final 
dose.  Program performance averaged 67% for the 
first dose and 53% for the final dose. LMICs had 
higher first-dose coverage (80% vs. 72% in HICs) 
but also higher dropout rates (18% vs. 11%). Only 
five countries (6%) achieved over 90% coverage 
for the final dose, the target for global cervical 
cancer elimination by 2030. Twenty-two countries 
(21%) exceeded 75% coverage, while 35 countries 
(40%) had 50% or lower coverage, with 14 coun-
tries (16%) below 20%. By comparison, only 3% 
of countries globally have DTP3 vaccine coverage 
below 50%  (212).

Public Health Implications and 
Recommendations

Impact of Inadequate Screening and Vaccination 
on Public Health

High-risk HPVs spread through sexual contact and 
are linked to anogenital and oropharyngeal malig-
nancies (214, 215). On May 19, 2018, the Director 
General of WHO issued a global call to action 
aimed at eliminating cervical cancer, which has the 
greatest HPV-related disease burden (>90%). The 
main strategies that all countries should achieve by 
2030 include 90% of girls fully vaccinated with the 
HPV vaccine by age 15, 70% of women screened 
with a high-performance HPV test by age 35 and 
again by age 45, and 90% of women with the cervi-
cal disease treated (15). 

According to the Federal Ministry of Health’s 
2020 public health report, the second most 
common cause of death in the FBiH in 2020 was 



258

Acta Medica Academica 2024;53(3):237-273

malignant neoplasms (C00-C97). Women had  a 
considerably greater incidence of cancer than men 
in the age range of 25 to 54 (54). Cervical cancer 
is the second most frequent female cancer in BH, 
as well as the third major cause of cancer death 
in women aged 15 to 44 years (76). Although the 
2020 report does not include information on the 
prevalence of HPV infections and HPV-related 
malignancies, we could anticipate that this inci-
dence may be linked to the fact that, besides breast 
cancer, HPV-related cancers such as cervical cancer 
are more common in this age group. Because of in-
adequate and  ineffective screening, several coun-
tries in Central and Eastern Europe have a high 
cervical cancer burden; the estimated 14,300 new 
cases and 7200 deaths in 2008 are expected to rise 
5% and 15%, respectively, to 15,000 cases and 8300 
deaths by 2030 (28). The prevalence of HPV in-
fections in women with normal cervical cytology 
in Central and Eastern Europe (based on sam-
ples from Croatia, the Czech Republic, Hungary, 
Lithuania, Poland, and Slovenia) revealed an over-
all prevalence of infection with high-risk HPV 
types of ~11% (28). However, reports from BH in-
dicate a significantly greater prevalence. In a 10-
year cross-sectional study of a Bosnian cohort of 
1517 routinely screened women, 653 (43%) tested 
positive for HPV. Out of all the HPV-positive pa-
tients, 386 (59%) were infected with only one type 
of virus. HPV-16 was the most prevalent type 
(22.5%); however, the majority of patients were in-
fected with HPV-16 or HPV-18 in combination 
with other HPVs. The average age of HPV-positive 
patients was 33.38±7.85, with a range from 18 to 
61 years (Table 1) (18). In another study of women 
with positive cervical cytology (N=105), 16 differ-
ent HPV strains were identified, with the majority 
being high-risk HPV types. HPV-16 was the most 
commonly found genotype in ~33% of women, 
while HPV-18 was detected in 7.5% of women 
(Table 1) (24). A report from nine Central and 
Eastern European countries (Bulgaria, Croatia, 
the Czech Republic, Hungary, Poland, Romania, 
Serbia, Slovakia, and Slovenia) provided quanti-
tative evidence on the impact of early death due 
to HPV-related cancers in 2019. The societal and 

economic impact was calculated by analyzing the 
“productivity loss of early death owing to HPV-
related cancer, years of life lost (YLL), years of pro-
ductive life lost (YPLL), and the present value of 
future lost productivity (PVFLP)”. In 2019, HPV-
related cancers caused 6,832 deaths, 107,846 YLL, 
28,330 YPLL, and a PVFLP of approximately €151 
million. Cervical cancer had the highest mortality 
burden, accounting for 72% of deaths, as well as the 
biggest PVFLP, at €114 million, accounting for 76% 
of total PVFLP (215). Although this report does 
not include data from Bosnia and Herzegovina, it 
demonstrates the socioeconomic burden of HPV-
related malignancies, which result in significant 
productivity losses. If we consider that the life ex-
pectancy at birth for the FBiH population in 2019 
was 77.13 years, slightly higher for women (79.25) 
than for men (74.93) according to the 2020 report, 
we can  only anticipate negative effects of HPV-
related carcinomas on socioeconomic aspects, re-
gardless of the high unemployment rate (54). The 
prospective benefit of high-coverage HPV vacci-
nation is expected to help reduce this increasing 
burden. For example, in the United States, the per-
centage of preventable cancers based on HPV-
positive cancers would be nearly 80% through 
uptake of the 16/18 vaccine, with an additional 
13% of cancers avoidable through the 9-valent vac-
cine, indicating a more than 90% decrease in HPV-
positive cancers (2). In Europe, the total number 
of cancer cases that could be avoided by vaccinat-
ing girls and boys at present vaccine uptake ranged 
from 318 and 168 per cohort of 200,000 preadoles-
cents (100,000 girls plus 100,000 boys) in Croatia 
(<20% uptake of the 9-valent vaccine) to 1904 and 
467 in Estonia (<70% uptake of the 9-valent vac-
cine) (214). Many reports assessed the cost-effec-
tiveness of HPV vaccination programs. 

The WHO suggests that cost-effectiveness 
should be considered before introducing the vac-
cine, particularly in countries with limited re-
sources. For national decision-making, the PRIME 
(Papillomavirus Rapid Interface for Modeling and 
Economics) model can be used to assist country-
led data gathering and provide more individual-
ized outcomes (216, 217). A report from Central 
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and Eastern Europe and Central Asia (CEECA) on 
the cost-effectiveness of the HPV-16/18 vaccine for 
12-year-old girls found that the HPV-16/18 vac-
cination was very cost-effective in 25 of 28 coun-
tries, including Bosnia and Herzegovina (218).

Strategies to Improve HPV SCREENING and 
Vaccination Rates in BH

Despite marked technological improvements 
worldwide, BH still faces huge challenges in en-
hancing public health because of complex political 
and healthcare systems and the lack of a nation-
al cancer registry 30 years after the war. The pri-
mary goal of the cancer registry is to obtain, code, 
and categorize all malignancies to generate statis-
tics on the occurrence of cancer in certain pop-
ulations during a specific period and provide a 
system for monitoring and controlling the impact 
of cancer on the community. Cancer incidence sta-
tistics generated by registries can be used in a wide 
range of cancer control areas, including etiological 
research, early detection, assessment of outcomes, 
and overall healthcare planning (219). From all 
the above, we cannot even conclude which cate-
gory we fall into: “the good, the bad, or the ugly.” 

The main strategies for reducing the prevalence 
of HPV infections and HPV-related malignancies 
should be the implementation of the HPV vaccine, 
adequate screening of target populations, and im-
provement of treatment through the introduction 
of new therapeutic options and the expansion of 
existing indications through the Federal Institute 
of Health Insurance. Prevention strategies are the 
gold standard for reducing the risk and prevalence 
of diseases. Therefore, it is crucial to prioritize ev-
idence-based awareness campaigns promoting 
HPV vaccination to enhance cancer prevention 
and combat misinformation, ultimately increas-
ing health literacy. For HPV prevention purposes, 
additional efforts could be made through educa-
tional workshops in schools and educational in-
stitutions, by introducing or strengthening the 
system of inviting and reminding about vaccina-
tion, consultations organized through youth asso-
ciations or associations of cancer patients, and also 

STD counseling centers for the youth and persons 
with high-risk sexual behavior and the LGBT pop-
ulation. For the prevention of HPV-related ma-
lignancies, the implementation of the National 
Cervical Cancer Early Detection Program will 
provide access to cervical cancer screening, diag-
nostic, and treatment services. In addition to the 
political will to accelerate the introduction of HPV 
prevention programs, there is a need to build in-
frastructure, including high-quality cytological 
testing. 

Role of Healthcare Policy and Education in 
Cancer Prevention

According to the Health Care Law, primary health-
care involves strategies that preserve and enhance 
the population’s health, such as disease and injury 
prevention, treatment, and rehabilitation; identi-
fication and management of risk factors for non-
communicable diseases; youth preventive health 
care; immunization against infectious illnesses; re-
habilitation and medical treatment; palliative care; 
and so on (54). All these facts suggest that health-
care providers play a valuable role and have legal 
liability in healthcare education among the general 
population as well as in high-risk groups. Doubts 
regarding the security and efficacy of vaccines are 
seen to be increasing among the public. 

According to the World Health Organization, 
vaccine hesitancy is defined as a delay in accepting 
or refusing immunization regardless of the avail-
ability of vaccination services (220). Healthcare 
workers (HCWs) are trusted providers of medi-
cal information, yet their skepticism about vacci-
nations may impact vaccine coverage. A study of 
Croatian HCWs primarily employed in epidemi-
ology and public health, school medicine, pediat-
rics, and general practice/family medicine found 
that 17% of primary HCWs were vaccine-hesi-
tant, with a significant distinction between physi-
cians and nurses (7% vs. 24.9%) (221). This finding 
is concerning because nurses tend to spend more 
time with patients, engaging in less formal interac-
tions, and providing guidance and assistance daily. 
According to the 2020 Public Health Report and 
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2018–2019 BiH Youth Study, only 13% of young 
people in BiH have a university degree, 50% have 
a three-year secondary education, and 4% have no 
formal education. Data on computer literacy was 
collected from 1,229,972 respondents, with 38.7% 
declaring themselves computer illiterate (54).  To 
ensure successful prevention, healthcare workers 
must have greater knowledge of and offer addition-
al information about measures like HPV vaccines. 
Because vaccine hesitancy in HCWs can have a 
significant impact on the national vaccination 
program’s implementation, it is critical to increase 
confidence among primary HCWs and address 
vaccination-related knowledge gaps, particular-
ly in the nursing population, through systematic 
vaccination training for healthcare workers. 

Future Directions

Potential Areas for Research and Policy 
Development

The substantial global burden of HPV-related can-
cers underscores the urgent need for comprehen-
sive research in this area and effective prevention 
strategies. While progress has been made, signif-
icant challenges persist, particularly in countries 
like BH. Europe Beating Cancer Plan has initiated 
a comprehensive effort to eradicate HPV-related 
cancers through increased HPV awareness, wide-
spread vaccine availability, and effective cervical 
cancer screening (222). Key goals are to achieve 
HPV vaccination rates of 90% for girls and to sig-
nificantly increase the vaccination of boys by 2030 
in Europe. These European initiatives offer valu-
able guidance for BH. Addressing fundamental 
challenges, such as establishing a functional com-
prehensive cancer registry, is a prerequisite for ef-
fective HPV prevention and control strategies in 
BH. To effectively implement and evaluate HPV 
prevention strategies, a central HPV vaccination 
registry is essential, given the current absence of 
comprehensive HPV prevalence data in BH. Data 
from the literature suggests that high vaccine costs 
and negative public perception have been prima-
ry obstacles to the widespread adoption of HPV 

vaccination programs in Central and Eastern 
European countries (27). 

To address these challenges in BH, targeted 
public awareness campaigns are crucial. Similar to 
the prevention of other infections (e.g., COVID-
19), public awareness campaigns about HPV in-
fection, its consequences, and the importance of 
prevention are vital to promoting public support 
for HPV vaccination. These should emphasize the 
advantages of vaccination while proactively ad-
dressing misinformation (64). Implementing fully 
reimbursed vaccination programs and integrating 
HPV screening into national cancer plans are es-
sential steps toward improving vaccination rates 
and cervical cancer prevention in BH. 

Importance of Continued Surveillance and Data 
Collection

Continuous surveillance and robust data collec-
tion are needed for the successful implementa-
tion and evaluation of HPV prevention strategies. 
A comprehensive national immunization register 
is essential for monitoring vaccination coverage, 
identifying disparities, and evaluating the impact 
of interventions. By creating a comprehensive na-
tional HPV register it would be possible to track 
progress, identify challenges, and measure the 
impact of the interventions. For example, by iden-
tifying specific challenges such as low vaccination 
rates, vaccine hesitancy, or access barriers, target-
ed interventions can be implemented to enhance 
HPV prevention efforts. This approach facilitates 
data-driven decision-making to optimize resource 
allocation, target high-risk populations, and refine 
prevention strategies.  Knowledge and experience 
sharing with regional and European countries can 
significantly enhance the effectiveness of HPV in-
fection prevention strategies in BH. The high prev-
alence of high-risk HPV types 16 and 18 among 
younger women in BH underscores the need for 
a screening program prioritizing these specif-
ic subtypes. The identification of HPV in nearly 
half of oral and head and neck cancer cases in 
BH underscores the broader impact of HPV in-
fection beyond cervical cancer (13). Eliminating 
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structural barriers and expanding vaccination 
access are important to achieving optimal HPV 
prevention outcomes.

Conclusions 

Studies conducted in BH revealed a high HPV 
prevalence among women. HPV-16 has consis-
tently been identified as the most common sub-
type in women with normal cervical cytology, 
preinvasive cervical changes, and cervical cancer. 
Furthermore, literature research has revealed a 
high HPV prevalence in HNC and colorectal can-
cers. HPV-related cancers have a significant public 
health burden, particularly in less developed 
countries like BH where access to prevention and 
screening services is limited. Despite the well-es-
tablished link between HPV and cervical cancer, 
as well as other malignancies, a comprehensive lit-
erature search reveals that no HPV prevention or 
screening program has been implemented in BH. 
Key challenges to progress include the absence of 
a unified cervical cancer screening program, lim-
ited HPV vaccination coverage, and the lack of 
comprehensive cancer and HPV registry data. 
However, recent efforts to incorporate HPV pre-
vention into national health strategies represent a 
positive step forward. 

Final Thoughts on Improving HPV-Related 
Cancer Outcomes in BH

Our review offers a comprehensive overview of 
existing studies in BH, providing valuable insights 
into HPV genotypes that can guide the develop-
ment of effective prevention strategies. To effec-
tively reduce the burden of HPV-related cancers 
in BH, a comprehensive approach is essential. This 
includes prioritizing the implementation of a na-
tional HPV vaccination program and establishing 
a cervical cancer screening program. Additionally, 
investing in research and raising public awareness 
are required components of a successful HPV pre-
vention strategy. By addressing these challenges 
and implementing evidence-based interventions, 
BH can significantly improve cancer outcomes 

and reduce the impact of HPV-related diseases on 
public health. Further research is necessary to ex-
plore the complete extent of HPV-related cancer 
in BH and to inform the development of targeted 
prevention strategies.

Authors’ Contributions: Conception and design: AP, KT and 
SV; Acquisition, analysis and interpretation of data: AP, KT, 
LA, AF and SV; Drafting the article: AP, KT and SV; Revising 
it critically for important intellectual content: AP, KT, LA, AF 
and SV; Approved final version of the manuscript: AP, KT, LA, 
AF and SV.

Conflict of Interest: The authors declare that they have no 
conflict of interest.

References

1. National Cancer Institute. HPV and Cancer. [Internet]. 
[cited 2024 Aug 8]. Available from: https://www.cancer.
gov/about-cancer/causes-prevention/risk/infectious-
agents/hpv-and-cancer

2. Saraiya M, Unger ER, Thompson TD, Lynch CF, Her-
nandez BY, Lyu CW, et al. US Assessment of HPV Types 
in Cancers: Implications for Current and 9-Valent HPV 
Vaccines. JNCI: Journal of the National Cancer Institute 
[Internet]. 2015 Jun [cited 2024 Jul 31];107(6). Available 
from: https://academic.oup.com/jnci/article-lookup/
doi/10.1093/jnci/djv086

3. Lechner M, Liu J, Masterson L, Fenton TR. HPV-asso-
ciated oropharyngeal cancer: epidemiology, molecular 
biology and clinical management. Nat Rev Clin Oncol 
[Internet]. 2022 May [cited 2024 Aug 1];19(5):306–27. 
Available from: https://www.nature.com/articles/s41571-
022-00603-7

4. Sabatini ME, Chiocca S. Human papillomavirus as a 
driver of head and neck cancers. Br J Cancer [Internet]. 
2020 Feb 4 [cited 2024 Aug 23];122(3):306–14. Avail-
able from: https://www.nature.com/articles/s41416-019-
0602-7

5. Markowitz LE, Schiller JT. Human Papillomavirus Vac-
cines. The Journal of Infectious Diseases [Internet]. 2021 
Sep 30 [cited 2024 Aug 23];224(Supplement_4):S367–78. 
Available from: https://academic.oup.com/jid/arti-
cle/224/Supplement_4/S367/6378095

6. Soca Gallego L, Dominguez A, Parmar M. Human Pap-
illoma Virus Vaccine. In: StatPearls [Internet]. Treasure 
Island (FL): StatPearls Publishing; 2024 [cited 2024 
Aug 23]. Available from: http://www.ncbi.nlm.nih.gov/
books/NBK562186/

7. Ferlay J, Ervik M, Lam F, Laversanne M, Colombet M, 
Mery L, Piñeros M, Znaor A, Soerjomataram I, Bray F. 
Global Cancer Observatory: Cancer Today. Lyon, France: 



262

Acta Medica Academica 2024;53(3):237-273

International Agency for Research on Cancer [Internet]. 
[cited 2024 Aug 8]. Available from: https://gco.iarc.who.
int/today

8. HPV-associated oncogenesis in head and neck cancer. 
LV [Internet]. 2022 Mar 30 [cited 2024 Aug 23];144(3–
4). Available from: http://lijecnicki-vjesnik.hlz.hr/pdf/3-
4-2022/07_tomaic.pdf

9. Sadiković A, Iljazović E, Konrad Čustović M, 
Karasalihović Z, Avdić S. Prevalence of high-risk human 
papillomavirus infection and cervical cytology abnor-
malities among women up to age 40 in the Tuzla Canton, 
Bosnia and Herzegovina. Acta Dermatovenerol Alp Pan-
nonica Adriat. 2020 Dec;29(4):175–9. 

10. Davies P, Dr Aida Pilav, Dr Sladjana Siljak, Dr Semir 
Beslija. The Implementation of Breast &amp; Cervi-
cal Cancer Screening Programs in Bosnia &amp; Her-
zegovina [Internet]. Unpublished; 2013 [cited 2024 
Aug 25]. Available from: http://rgdoi.net/10.13140/
RG.2.1.4404.5523

11. Iljazović E, Mena M, Tous S, Alemany L, Omeragić F, 
Sadiković A, et al. Human papillomavirus genotype dis-
tribution in invasive cervical cancer in Bosnia and Her-
zegovina. Cancer Epidemiol. 2014 Oct;38(5):504–10. 

12. HPV information centre. Human Papillomavirus and 
Related Cancers, Fact Sheet 2023 [Internet]. [cited 2024 
Aug 8]. Available from: https://hpvcentre.net/statistics/
reports/BIH_FS.pdf

13. Al-Thawadi H, Gupta I, Jabeen A, Skenderi F, Aboulkas-
sim T, Yasmeen A, et al. Co-presence of human papil-
lomaviruses and Epstein–Barr virus is linked with ad-
vanced tumor stage: a tissue microarray study in head 
and neck cancer patients. Cancer Cell Int [Internet]. 
2020 Dec [cited 2024 Jul 31];20(1):361. Available from: 
https://cancerci.biomedcentral.com/articles/10.1186/
s12935-020-01348-y

14. Gupta I, Al Farsi H, Jabeen A, Skenderi F, Al-Thawadi H, 
AlAhmad YM, et al. High-Risk Human Papillomaviruses 
and Epstein–Barr Virus in Colorectal Cancer and Their 
Association with Clinicopathological Status. Pathogens 
[Internet]. 2020 Jun 8 [cited 2024 Jul 31];9(6):452. Avail-
able from: https://www.mdpi.com/2076-0817/9/6/452

15. Davies P, Aluloski I, Aluloski D, Dizdarevic Maksumic 
A, Ghayrat Umarzoda S, Gutu V, et al. Update on HPV 
Vaccination Policies and Practices in 17 Eastern Euro-
pean and Central Asian Countries and Territories. Asian 
Pac J Cancer Prev [Internet]. 2023 Dec 1 [cited 2024 Jul 
31];24(12):4227–35. Available from: https://journal.wa-
ocp.org/article_90931.html

16. Davies P, Aluloski I, Aluloski D, Brcanski J, Davidzenka 
A, Durdyeva A, et al. HPV Vaccination and Cervical 
Cancer Screening Policies and Practices in 18 Coun-
tries, Territories and Entities across Eastern Europe and 
Central Asia. Asian Pac J Cancer Prev [Internet]. 2023 
May 1 [cited 2024 Aug 23];24(5):1781–8. Available from: 
https://journal.waocp.org/article_90639.html

17. Pasic N, Kahvic M, Karup S, Pecar D, Kandic E, Salihefen-
dic L, et al. Predominant HPV Types From Cervical Swabs 
Determined by Molecular DNA Testing in a Period From 
2018-2021 in Bosnia and Herzegovina. Mater Sociomed 
[Internet]. 2022 [cited 2024 Aug 23];34(2):88. Available 
from: http://www.matersociomed.org/?mno=71087

18. Gavrankapetanovic F, Sljivo A, Dadic I. Epidemiologi-
cal Aspects of Age and Genotypical Occurrence of HPV 
Infection Among Females of Canton Sarajevo Over a 10-
year Period. Mater Sociomed [Internet]. 2022 [cited 2024 
Aug 17];34(4):260. Available from: http://www.materso-
ciomed.org/?mno=126426

19. Božić L, Jovanović T, Šmitran A, Janković M, Knežević 
A. Comparison of HPV detection rate in formalin‐fixed 
paraffin‐embedded tissues of head and neck carcinoma 
using two DNA extraction kits and three amplification 
methods. European J Oral Sciences [Internet]. 2020 Dec 
[cited 2024 Jul 31];128(6):501–7. Available from: https://
onlinelibrary.wiley.com/doi/10.1111/eos.12746

20. Jahic M, Kameric L, Hadzimehmedovic A. Progression 
Low Squamous Intraepithelial Lesion and Human Pap-
illomavirus Infections. Mater Sociomed [Internet]. 2020 
[cited 2024 Aug 23];32(2):127. Available from: https://
www.ejmanager.com/fulltextpdf.php?mno=114275

21. Salimović-Bešić I, Tomić-Čiča A, Hukić M. Genotyping 
test based on viral DNA, RNA or both as a management 
option for high-risk human papillomavirus positive 
women: a cross sectional study. Medicinski Glasnik [In-
ternet]. 2019 May 10 [cited 2024 Aug 23];16(2):172–8. 
Available from: https://medicinskiglasnik.ba/article/103

22. Jahic M, Jahic E, Mulavdic M, Hadzimehmedovic A. 
Difference Between Cryotherapy and Follow Up Low 
Grade Squamous Lesion of Cervix Uteri. Med Arch 
[Internet]. 2017 [cited 2024 Aug 23];71(4):280. Avail-
able from: http://www.ejmanager.com/fulltextpdf.php? 
mno=274814

23. Jahic M. Diagnostic Approach to Patients with Atypical 
Squamous Cells of Undetermined Significance Cytologic 
Findings on Cervix. Med Arh [Internet]. 2016 [cited 
2024 Aug 23];70(4):296. Available from: http://www.
scopemed.org/fulltextpdf.php?mno=237505

24. Salimović-Bešić I, Hukić M. Potential coverage of cir-
culating HPV types by current and developing vaccines 
in a group of women in Bosnia and Herzegovina with 
abnormal Pap smears. Epidemiol Infect [Internet]. 2015 
Sep [cited 2024 Jul 31];143(12):2604–12. Available from: 
https://www.cambridge.org/core/product/identifier/
S0950268814003720/type/journal_article

25. Asotic A, Taric S, Asotic J. Frequency of L-sil and H-sil 
Findings in Hpv Positive Women. Mater Sociomed [Inter-
net]. 2014 [cited 2024 Aug 23];26(2):90. Available from: 
http://www.scopemed.org/fulltextpdf.php?mno=157359

26. Salimović-Bešić I, Tomić-Čiča A, Smailji A, Hukić M. 
Comparison of the detection of HPV-16, 18, 31, 33, 
and 45 by type-specific DNA- and E6/E7 mRNA-based 



263

Ana Paric et al: HPV-Related Cancers in Bosnia and Herzegovina

assays of HPV DNA positive women with abnormal 
Pap smears. Journal of Virological Methods [Internet]. 
2013 Dec [cited 2024 Aug 23];194(1–2):222–8. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S0166093413003832

27. Poljak M, Seme K, Maver PJ, Kocjan BJ, Cuschieri KS, 
Rogovskaya SI, et al. Human Papillomavirus Preva-
lence and Type-Distribution, Cervical Cancer Screening 
Practices and Current Status of Vaccination Implemen-
tation in Central and Eastern Europe. Vaccine [Inter-
net]. 2013 Dec [cited 2024 Aug 23];31:H59–70. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S0264410X1300340X

28. Bray F, Lortet-Tieulent J, Znaor A, Brotons M, Poljak M, 
Arbyn M. Patterns and Trends in Human Papillomavi-
rus-Related Diseases in Central and Eastern Europe and 
Central Asia. Vaccine [Internet]. 2013 Dec [cited 2024 
Jul 31];31:H32–45. Available from: https://linkinghub.
elsevier.com/retrieve/pii/S0264410X13004763

29. Seme K, Maver PJ, Korać T, Canton A, Částková J, Dimitrov 
G, et al. Current status of human papillomavirus vaccina-
tion implementation in central and eastern Europe. Acta 
Dermatovenerol Alp Pannonica Adriat. 2013;22(1):21–5. 

30. Jahic M, Mulavdic M, Hadzimehmedovic A, Jahic E. As-
sociation between aerobic vaginitis, bacterial vaginosis 
and squamous intraepithelial lesion of low grade. Med 
Arch. 2013;67(2):94–6. 

31. Salimović-Besic I. Evaluation of hybrid capture 2 HPV 
DNA test and two variants of polymerase chain reaction 
(PCR-PGMY11/ PGMY09 and PCR-CPI/CPIIG) ac-
cording to HPV types. Med Arh. 2007;61(3):135–7. 

32. Iljazović E, Ljuca D, Sahimpasić A, Avdić S. Efficacy in 
treatment of cervical HRHPV infection by combination 
of beta interferon, and herbal therapy in woman with 
different cervical lesions. Bosn J Basic Med Sci. 2006 
Nov;6(4):79–84. 

33. Radić K, Pojskić L, Tomić-Čiča A, Ramić J, Ler D, Lojo-
Kadrić N, et al. VALIDATION OF VAGINAL SELF-
SAMPLING AS AN ALTERNATIVE OPTION IN PCR 
BASED DETECTION OF HPV IN CERVICAL CAN-
CER SCREENING IN BOSNIA AND HERZEGOV-
INA. GenApp [Internet]. 2017 Jun 1 [cited 2024 Aug 
25];1(1):23–32. Available from: https://genapp.ba/edi-
tions/index.php/journal/article/view/109

34. World Health Organization, Fact Sheets, Cervical Can-
cer 2022. [Internet]. [cited 2024 Sep 2]. Available from: 
https://www.who.int/news-room/fact-sheets/detail/cer-
vical-cancer

35. Senba M, Mori N. Mechanisms of virus immune eva-
sion lead to development from chronic inflammation to 
cancer formation associated with human papillomavirus 
infection. Oncol Rev. 2012 Oct 2;6(2):e17. 

36. Senapati R, Senapati NN, Dwibedi B. Molecular mecha-
nisms of HPV mediated neoplastic progression. Infect 
Agent Cancer. 2016;11:59. 

37. Pal A, Kundu R. Human Papillomavirus E6 and E7: The 
Cervical Cancer Hallmarks and Targets for Therapy. 
Front Microbiol. 2019;10:3116. 

38. Mir BA, Ahmad A, Farooq N, Priya MV, Siddiqui AH, 
Asif M, et al. Increased expression of HPV-E7 onco-
protein correlates with a reduced level of pRb proteins 
via high viral load in cervical cancer. Sci Rep. 2023 Sep 
12;13(1):15075. 

39. Wang L, Yi S, Teng Y, Li W, Cai J. Role of the tumor mi-
croenvironment in the lymphatic metastasis of cervical 
cancer (Review). Exp Ther Med. 2023 Oct;26(4):486. 

40. Campos-Parra AD, Pérez-Quintanilla M, Martínez-
Gutierrez AD, Pérez-Montiel D, Coronel-Martínez J, 
Millan-Catalan O, et al. Molecular Differences between 
Squamous Cell Carcinoma and Adenocarcinoma Cervi-
cal Cancer Subtypes: Potential Prognostic Biomarkers. 
Curr Oncol. 2022 Jul 5;29(7):4689–702. 

41. Balasubramaniam SD, Balakrishnan V, Oon CE, Kaur G. 
Key Molecular Events in Cervical Cancer Development. 
Medicina (Kaunas). 2019 Jul 17;55(7):384. 

42. Winer RL, Kiviat NB, Hughes JP, Adam DE, Lee SK, 
Kuypers JM, et al. Development and duration of human 
papillomavirus lesions, after initial infection. J Infect Dis. 
2005 Mar 1;191(5):731–8. 

43. Safaeian M, Solomon D, Castle PE. Cervical cancer pre-
vention--cervical screening: science in evolution. Obstet 
Gynecol Clin North Am. 2007 Dec;34(4):739–60, ix. 

44. Tomić K, Berić Jozić G, Parić A, Marijanović I, Lasić I, 
Soldo D, et al. Chemobrachyradiotherapy and consoli-
dation chemotherapy in treatment of locally advanced 
cervical cancer: A retrospective single institution study. 
Wien Klin Wochenschr [Internet]. 2021 Nov [cited 2024 
Sep 3];133(21–22):1155–61. Available from: https://link.
springer.com/10.1007/s00508-021-01958-0

45. Petric Miše B, Boraska Jelavic T, Strikic A, Hrepic D, 
Tomic K, Hamm W, et al. Long Follow-up of Patients 
With Locally Advanced Cervical Cancer Treated With 
Concomitant Chemobrachyradiotherapy With Cisplatin 
and Ifosfamide Followed by Consolidation Chemothera-
py. Int J Gynecol Cancer [Internet]. 2015 Feb [cited 2024 
Sep 9];25(2):315–9. Available from: https://ijgc.bmj.com/
lookup/doi/10.1097/IGC.0000000000000336

46. Guimarães YM, Godoy LR, Longatto-Filho A, Reis RD. 
Management of Early-Stage Cervical Cancer: A Litera-
ture Review. Cancers (Basel). 2022 Jan 24;14(3):575. 

47. Palumbo M, Della Corte L, Ronsini C, Guerra S, Giam-
paolino P, Bifulco G. Surgical Treatment for Early Cervi-
cal Cancer in the HPV Era: State of the Art. Healthcare 
[Internet]. 2023 Nov 10 [cited 2024 Sep 2];11(22):2942. 
Available from: https://www.mdpi.com/2227-9032/11/22 
/2942

48. Rositch AF, Levinson K, Suneja G, Monterosso A, Schy-
mura MJ, McNeel TS, et al. Epidemiology of Cervical 
Adenocarcinoma and Squamous Cell Carcinoma Among 



264

Acta Medica Academica 2024;53(3):237-273

Women Living With Human Immunodeficiency Virus 
Compared With the General Population in the United 
States. Clin Infect Dis. 2022 Mar 9;74(5):814–20. 

49. Giannella L, Di Giuseppe J, Delli Carpini G, Grelloni C, 
Fichera M, Sartini G, et al. HPV-Negative Adenocarcino-
mas of the Uterine Cervix: From Molecular Character-
ization to Clinical Implications. Int J Mol Sci. 2022 Nov 
30;23(23):15022. 

50. Machida H, Matsuo K, Matsuzaki S, Yamagami W, Ebina 
Y, Kobayashi Y, et al. Proposal of a Two-Tier System in 
Grouping Adenocarcinoma of the Uterine Cervix. Can-
cers (Basel). 2020 May 15;12(5):1251. 

51. Wu SY, Huang EY, Lin H. Optimal treatments for cervical 
adenocarcinoma. Am J Cancer Res. 2019;9(6):1224–34. 

52. Cimic A, Vranic S, Arguello D, Contreras E, Gatalica 
Z, Swensen J. Molecular Profiling Reveals Limited Tar-
getable Biomarkers in Neuroendocrine Carcinoma of 
the Cervix. Applied Immunohistochemistry & Molecu-
lar Morphology [Internet]. 2021 Apr [cited 2024 Sep 
9];29(4):299–304. Available from: https://journals.lww.
com/10.1097/PAI.0000000000000884

53. Balakrishnan D, Hansadah S, Sahu P. A Rare Case of 
Small-Cell Neuroendocrine Cancer of the Cervix: An 
Unexpected Diagnosis. Cureus. 2023 Jan;15(1):e34006. 

54. Bosna i Hercegovina, Federacija Bosne i Hercegovine, 
Federalno Ministarstvo zdravstva, Izvještaji o zdravst-
venom stanju stanovništva i zdravstvenoj zaštiti u FBiH 
2020.godina (engleski) [Internet]. [cited 2024 Aug 16]. 
Available from: https://fmoh.gov.ba/uploads/files/en-
gleski-ZZJZ_web.pdf

55. Iljazović E, Mehinović N, Ljuca D, Karasalihović Z, 
Adžajlić A, Omeragić F, et al. Estimate of cervical cancer 
incidence and mortality rate in Bosnia and Herzegovina. 
Coll Antropol. 2014 Sep;38(3):933–7. 

56. Bruni L AG, Serrano B, Mena M, Collado JJ, Gómez D, 
Muñoz J, Bosch FX, de Sanjosé S. Human Papillomavi-
rus and Related Diseases in the World. Summary Report: 
ICO/IARC Information Centre on HPV and Cancer 
(HPV Information Centre); 2023 [Internet]. [cited 2024 
Sep 2]. Available from: https://hpvcentre.net/statistics/
reports/XWX.pdf

57. Bray F, Laversanne M, Sung H, Ferlay J, Siegel RL, Soer-
jomataram I, et al. Global cancer statistics 2022: GLO-
BOCAN estimates of incidence and mortality worldwide 
for 36 cancers in 185 countries. CA A Cancer J Clinicians 
[Internet]. 2024 May [cited 2024 May 21];74(3):229–63. 
Available from: https://acsjournals.onlinelibrary.wiley.
com/doi/10.3322/caac.21834

58. Ferlay J, Colombet M, Soerjomataram I, Mathers C, Par-
kin DM, Piñeros M, et al. Estimating the global cancer 
incidence and mortality in 2018: GLOBOCAN sources 
and methods. Intl Journal of Cancer [Internet]. 2019 Apr 
15 [cited 2024 Sep 2];144(8):1941–53. Available from: 
https://onlinelibrary.wiley.com/doi/10.1002/ijc.31937

59. Giordano L, Bisanti L, Salamina G, Ancelle Park R, 
Sancho-Garnier H, Espinas J, et al. The EUROMED 
CANCER network: state-of-art of cancer screening pro-
grammes in non-EU Mediterranean countries. Eur J 
Public Health. 2016 Feb;26(1):83–9. 

60. Arbyn M, Weiderpass E, Bruni L, de Sanjosé S, Saraiya 
M, Ferlay J, et al. Estimates of incidence and mortality 
of cervical cancer in 2018: a worldwide analysis. Lancet 
Glob Health. 2020 Feb;8(2):e191–203. 

61. American Cancer Society. Cancer Facts & Figures 2022. 
Atlanta: American Cancer Society; 2022. [Internet]. 
[cited 2024 Sep 2]. Available from: https://www.cancer.
org/content/dam/cancer-org/research/cancer-facts-and-
statistics/annual-cancer-facts-and-figures/2022/2022-
cancer-facts-and-figures.pdf

62. Cancer Research UK, Cervical Cancer Statistics [Internet]. 
[cited 2024 Sep 2]. Available from: http://www.cancerre-
searchuk.org/about-cancer/cervical-cancer/survival.

63. Mario Šekerija Ljubica Bubanović Jelena Lončar Petra 
Čukelj Jana Veltruski Leonarda Mikolaj Deni Stupnik. 
Hrvatski zavod za javno zdravstvo, Registar za rak Repub-
like Hrvatske. Incidencija raka u Hrvatskoj 2020., Bilten 
45, Zagreb, 2022 [Internet]. [cited 2024 Sep 2]. Available 
from: https://www.hzjz.hr/wp-content/uploads/2017/01/
Bilten-Incidencija-raka-u-Hrvatskoj-2020.-godine.pdf

64. Fojnica A, Vranic S. Precise and insufficient scientific en-
deavour: COVID-19 pandemic experience from Bosnia 
and Herzegovina. J Glob Health [Internet]. 2023 Nov 3 
[cited 2024 Aug 23];13:03055. Available from: https://
jogh.org/2023/jogh-13-03055

65. Fojnica A, Osmanovic A, Đuzic N, Fejzic A, Mekic E, 
Gromilic Z, et al. COVID-19 vaccine acceptance and 
rejection in an adult population in Bosnia and Herze-
govina. PLoS One. 2022;17(2):e0264754. 

66. Zhao R, Sekar P, Bennis SL, Kulasingam S. A systematic 
review of the association between smoking exposure and 
HPV-related cervical cell abnormality among women 
living with HIV: Implications for prevention strategies. 
Prev Med. 2023 May;170:107494. 

67. Gligorić D, Preradović Kulovac D, Micic L, Vulovic V. 
Economic cost of cigarette smoking in Bosnia and Her-
zegovina. Tob Control. 2024 Jun 4;33(Suppl 2):s95–100. 

68. Lu Y, Wu Q, Wang L, Ji L. Chlamydia trachomatis en-
hances HPV persistence through immune modulation. 
BMC Infect Dis. 2024 Feb 20;24(1):229. 

69. Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomata-
ram I, Jemal A, et al. Global Cancer Statistics 2020: GLO-
BOCAN Estimates of Incidence and Mortality World-
wide for 36 Cancers in 185 Countries. CA Cancer J Clin. 
2021 May;71(3):209–49. 

70. National Cancer Institute, Surveillance, Epidemiology, 
and End Results Program, Cancer Stat Facts: Vulvar Can-
cer 2023. [Internet]. [cited 2024 Aug 15]. Available from: 
https://seer.cancer.gov/statfacts/html/vulva.html



265

Ana Paric et al: HPV-Related Cancers in Bosnia and Herzegovina

71. Bray F, Laversanne M, Weiderpass E, Arbyn M. Geo-
graphic and temporal variations in the incidence of vul-
var and vaginal cancers. Intl Journal of Cancer [Internet]. 
2020 Nov 15 [cited 2024 Aug 11];147(10):2764–71. Avail-
able from: https://onlinelibrary.wiley.com/doi/10.1002/
ijc.33055

72. Huang J, Chan SC, Fung YC, Pang WS, Mak FY, Lok V, 
et al. Global incidence, risk factors and trends of vulvar 
cancer: A country‐based analysis of cancer registries. Intl 
Journal of Cancer [Internet]. 2023 Nov 15 [cited 2024 
Aug 11];153(10):1734–45. Available from: https://on-
linelibrary.wiley.com/doi/10.1002/ijc.34655

73. Kang YJ, Smith M, Barlow E, Coffey K, Hacker N, Canfell 
K. Vulvar cancer in high-income countries: Increasing bur-
den of disease. Int J Cancer. 2017 Dec 1;141(11):2174–86. 

74. Wierzba W, Jankowski M, Placiszewski K, Ciompa P, Ja-
kimiuk AJ, Danska-Bidzinska A. Analysis of incidence 
and overall survival of patients with vulvar cancer in 
Poland in 2008–2016 — implications for cancer reg-
istries. Ginekol Pol [Internet]. 2022 Jun 29 [cited 2024 
Aug 11];93(6):460–6. Available from: https://journals.
viamedica.pl/ginekologia_polska/article/view/83850

75. ECIS - European Cancer Information System [Inter-
net]. [cited 2024 Aug 11]. Available from: https://ecis.jrc.
ec.europa.eu

76. HPV Information Centre, Copyright © 2024 ICO/IARC 
Information Centre on HPV and Cancer. Human Papil-
lomavirus and Related Diseases Report, BOSNIA AND 
HERZEGOVINA [Internet]. [cited 2024 Aug 16]. Avail-
able from: https://hpvcentre.net/statistics/reports/BIH.
pdf?t=1723829154821

77. Oonk MHM, Planchamp F, Baldwin P, Mahner S, Mirza 
MR, Fischerová D, et al. European Society of Gynae-
cological Oncology Guidelines for the Management 
of Patients with Vulvar Cancer - Update 2023. Int J 
Gynecol Cancer [Internet]. 2023 Jul [cited 2024 Aug 
11];33(7):1023–43. Available from: https://ijgc.bmj.com/
lookup/doi/10.1136/ijgc-2023-004486

78. De Vuyst H, Clifford GM, Nascimento MC, Madeleine 
MM, Franceschi S. Prevalence and type distribution of 
human papillomavirus in carcinoma and intraepithelial 
neoplasia of the vulva, vagina and anus: A meta‐analysis. 
Intl Journal of Cancer [Internet]. 2009 Apr [cited 2024 
Aug 5];124(7):1626–36. Available from: https://onlineli-
brary.wiley.com/doi/10.1002/ijc.24116

79. Adeleke S, Gao Y, Okoli S, Choi S, Ding H, Galante JR, 
et al. Current Methods and Advances in the Immuno-
therapy Treatment of Non-Ovarian Gynaecological Can-
cers. Future Pharmacology [Internet]. 2023 Jun 1 [cited 
2024 Aug 11];3(2):488–514. Available from: https://www.
mdpi.com/2673-9879/3/2/31

80. National Comprehensive Cancer; Network, Inc. All 
Rights Reserved; National Comprehensive Cancer Net-
work® (NCCN®) NCCN Clinical Practice Guidelines in 
Oncology (NCCN Guidelines®) for Vulvar Cancer Ver-

sion 4. 2024 [Internet]. [cited 2024 Aug 11]. Available 
from: www.nccn.org/professionals/physician_gls/pdf/
vulvar.pdf

81. Höhn AK, Brambs CE, Hiller GGR, May D, Schmoeck-
el E, Horn LC. 2020 WHO Classification of Female 
Genital Tumors. Geburtshilfe Frauenheilkd. 2021 
Oct;81(10):1145–53. 

82. Kortekaas KE, Bastiaannet E, Van Doorn HC, De Vos 
Van Steenwijk PJ, Ewing-Graham PC, Creutzberg CL, 
et al. Vulvar cancer subclassification by HPV and p53 
status results in three clinically distinct subtypes. Gyne-
cologic Oncology [Internet]. 2020 Dec [cited 2024 Aug 
11];159(3):649–56. Available from: https://linkinghub.
elsevier.com/retrieve/pii/S0090825820339172

83. Sand FL, Nielsen DMB, Frederiksen MH, Rasmussen 
CL, Kjaer SK. The prognostic value of p16 and p53 ex-
pression for survival after vulvar cancer: A systematic 
review and meta-analysis. Gynecologic Oncology [Inter-
net]. 2019 Jan [cited 2024 Aug 11];152(1):208–17. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S0090825818312964

84. Höhn AK, Forberger M, Alfaraidi M, Gilks CB, Brambs 
CE, Höckel M, et al. High concordance of molecular sub-
typing between pre-surgical biopsy and surgical resection 
specimen (matched-pair analysis) in patients with vulvar 
squamous cell carcinoma using p16- and p53-immunos-
taining. Gynecologic Oncology [Internet]. 2024 Jun [cit-
ed 2024 Aug 13];185:17–24. Available from: https://link-
inghub.elsevier.com/retrieve/pii/S0090825824000817

85. Moore DH, Ali S, Koh WJ, Michael H, Barnes MN, Mc-
Court CK, et al. A phase II trial of radiation therapy and 
weekly cisplatin chemotherapy for the treatment of local-
ly-advanced squamous cell carcinoma of the vulva: A gy-
necologic oncology group study. Gynecologic Oncology 
[Internet]. 2012 Mar [cited 2024 Aug 13];124(3):529–33. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S0090825811008845

86. Natesan D, Hong JC, Foote J, Sosa JA, Havrilesky L, Chi-
no J. Primary Versus Preoperative Radiation for Locally 
Advanced Vulvar Cancer. Int J Gynecol Cancer [Inter-
net]. 2017 May [cited 2024 Aug 13];27(4):794–804. Avail-
able from: https://ijgc.bmj.com/lookup/doi/10.1097/
IGC.0000000000000938

87. Xing D, Fadare O. Molecular events in the pathogenesis 
of vulvar squamous cell carcinoma. Seminars in Diag-
nostic Pathology [Internet]. 2021 Jan [cited 2024 Aug 
13];38(1):50–61. Available from: https://linkinghub.else-
vier.com/retrieve/pii/S0740257020300848

88. Williams EA, Werth AJ, Sharaf R, Montesion M, Sokol 
ES, Pavlick DC, et al. Vulvar Squamous Cell Carcinoma: 
Comprehensive Genomic Profiling of HPV+ Versus 
HPV– Forms Reveals Distinct Sets of Potentially Action-
able Molecular Targets. JCO Precision Oncology [Inter-
net]. 2020 Nov [cited 2024 Aug 13];(4):647–61. Available 
from: https://ascopubs.org/doi/10.1200/PO.19.00406



266

Acta Medica Academica 2024;53(3):237-273

89. Woelber L, Mathey S, Prieske K, Kuerti S, Hillen C, 
Burandt E, et al. Targeted Therapeutic Approaches in 
Vulvar Squamous Cell Cancer (VSCC): Case Series and 
Review of the Literature. oncol res [Internet]. 2020 Mar 
16 [cited 2024 Aug 13];28(6):645–59. Available from: 
https://www.ingentaconnect.com/content/10.3727/0965
04020X16076861118243

90. Praiss A, Navitski A, Cohen S, Tessier-Cloutier B, Broach 
V, O’Cearbhaill RE. Immunotherapy for recurrent or 
metastatic vulvar carcinoma: A case report and review of 
current guidelines. Gynecologic Oncology Reports [In-
ternet]. 2022 Jun [cited 2024 Aug 13];41:100982. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S2352578922000625

91. E7 TCR T Cells for Human Papillomavirus-Associated 
Cancers [Internet]. [cited 2024 Aug 14]. Available from: 
https://clinicaltrials.gov/study/NCT02858310

92. Nout RA, Calaminus G, Planchamp F, Chargari C, Lax 
S, Martelli H, et al. ESTRO/ESGO/SIOPe Guidelines 
for the management of patients with vaginal cancer. Int 
J Gynecol Cancer [Internet]. 2023 Aug [cited 2024 Aug 
15];33(8):1185–202. Available from: https://ijgc.bmj.
com/lookup/doi/10.1136/ijgc-2023-004695

93. Global Cancer Observatory, International Agency for 
Research on Cancer, World Helath Organization [In-
ternet]. [cited 2024 Aug 15]. Available from: https://gco.
iarc.fr/today/en/dataviz/tables?mode=cancer&group_
populations=1&multiple_populations=1&sexes=2&pop
ulations=70

94. Matsuo K, Blake EA, Machida H, Mandelbaum RS, 
Roman LD, Wright JD. Incidences and risk factors of 
metachronous vulvar, vaginal, and anal cancers after 
cervical cancer diagnosis. Gynecologic Oncology [Inter-
net]. 2018 Sep [cited 2024 Aug 14];150(3):501–8. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S0090825818310801

95. National Comprehensive Cancer; Network, Inc. All 
Rights Reserved; National Comprehensive Cancer Net-
work® (NCCN®) NCCN Clinical Practice Guidelines in 
Oncology (NCCN Guidelines®) for Vaginal Cancer Ver-
sion 2. 2025 [Internet]. [cited 2024 Aug 15]. Available 
from: www.nccn.org/professionals/physician_gls/pdf/
vaginal.pdf

96. Nygård M, Hansen BT, Dillner J, Munk C, Oddsson K, 
Tryggvadottir L, et al. Targeting Human Papillomavirus 
to Reduce the Burden of Cervical, Vulvar and Vaginal 
Cancer and Pre-Invasive Neoplasia: Establishing the 
Baseline for Surveillance. Batra SK, editor. PLoS ONE 
[Internet]. 2014 Feb 5 [cited 2024 Aug 15];9(2):e88323. 
Available from: https://dx.plos.org/10.1371/journal.
pone.0088323

97. Feldbaum VM, Flowers LC, Oprea-Ilies GM. Improved 
Survival in p16-Positive Vaginal Cancers Across All Tu-
mor Stages but No Correlation With MIB-1. American 
Journal of Clinical Pathology [Internet]. 2014 Nov 1 [cit-

ed 2024 Aug 15];142(5):664–9. Available from: https://
academic.oup.com/ajcp/article/142/5/664/1761197

98. Jhingran A. Updates in the treatment of vaginal cancer. 
Int J Gynecol Cancer [Internet]. 2022 Mar [cited 2024 
Aug 15];32(3):344–51. Available from: https://ijgc.bmj.
com/lookup/doi/10.1136/ijgc-2021-002517

99. Gadducci A, Fabrini MG, Lanfredini N, Sergiampi-
etri C. Squamous cell carcinoma of the vagina: natural 
history, treatment modalities and prognostic factors. 
Critical Reviews in Oncology/Hematology [Internet]. 
2015 Mar [cited 2024 Aug 15];93(3):211–24. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S1040842814001504

100. Colombo N, Dubot C, Lorusso D, Caceres MV, Hasega-
wa K, Shapira-Frommer R, et al. Pembrolizumab for 
Persistent, Recurrent, or Metastatic Cervical Cancer. 
N Engl J Med [Internet]. 2021 Nov 11 [cited 2024 Aug 
15];385(20):1856–67. Available from: http://www.nejm.
org/doi/10.1056/NEJMoa2112435

101. Monk BJ, Colombo N, Tewari KS, Dubot C, Caceres MV, 
Hasegawa K, et al. First-Line Pembrolizumab + Chemo-
therapy Versus Placebo + Chemotherapy for Persistent, 
Recurrent, or Metastatic Cervical Cancer: Final Overall 
Survival Results of KEYNOTE-826. JCO [Internet]. 2023 
Dec 20 [cited 2024 Aug 15];41(36):5505–11. Available 
from: https://ascopubs.org/doi/10.1200/JCO.23.00914

102. Tewari KS, Sill MW, Penson RT, Huang H, Ramondetta 
LM, Landrum LM, et al. Bevacizumab for advanced cer-
vical cancer: final overall survival and adverse event anal-
ysis of a randomised, controlled, open-label, phase 3 trial 
(Gynecologic Oncology Group 240). The Lancet [Inter-
net]. 2017 Oct [cited 2024 Aug 15];390(10103):1654–63. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S0140673617316070

103. Maio M, Ascierto PA, Manzyuk L, Motola-Kuba D, Pe-
nel N, Cassier PA, et al. Pembrolizumab in microsatel-
lite instability high or mismatch repair deficient cancers: 
updated analysis from the phase II KEYNOTE-158 study. 
Annals of Oncology [Internet]. 2022 Sep [cited 2024 Aug 
15];33(9):929–38. Available from: https://linkinghub.el-
sevier.com/retrieve/pii/S0923753422017203

104. Oaknin A, Monk BJ, Vergote I, Cristina De Melo A, Kim 
YM, Lisyanskaya AS, et al. EMPOWER CERVICAL-1: 
Effects of cemiplimab versus chemotherapy on patient-
reported quality of life, functioning and symptoms 
among women with recurrent cervical cancer. European 
Journal of Cancer [Internet]. 2022 Oct [cited 2024 Aug 
15];174:299–309. Available from: https://linkinghub.el-
sevier.com/retrieve/pii/S0959804922001605

105. Meric-Bernstam F, Makker V, Oaknin A, Oh DY, Ba-
nerjee S, González-Martín A, et al. Efficacy and Safety 
of Trastuzumab Deruxtecan in Patients With HER2-Ex-
pressing Solid Tumors: Primary Results From the DES-
TINY-PanTumor02 Phase II Trial. JCO [Internet]. 2024 



267

Ana Paric et al: HPV-Related Cancers in Bosnia and Herzegovina

Jan 1 [cited 2024 Aug 1];42(1):47–58. Available from: 
https://ascopubs.org/doi/10.1200/JCO.23.02005

106. Scott LJ. Larotrectinib: First Global Approval. Drugs [In-
ternet]. 2019 Feb [cited 2024 Aug 15];79(2):201–6. Avail-
able from: http://link.springer.com/10.1007/s40265-018-
1044-x

107. Doebele RC, Drilon A, Paz-Ares L, Siena S, Shaw AT, 
Farago AF, et al. Entrectinib in patients with advanced 
or metastatic NTRK fusion-positive solid tumours: 
integrated analysis of three phase 1–2 trials. The Lan-
cet Oncology [Internet]. 2020 Feb [cited 2024 May 
21];21(2):271–82. Available from: https://linkinghub.el-
sevier.com/retrieve/pii/S1470204519306916

108. Duke ES, Bradford D, Marcovitz M, Amatya AK, Mishra-
Kalyani PS, Nguyen E, et al. FDA Approval Summary: 
Selpercatinib for the Treatment of Advanced RET Fu-
sion-Positive Solid Tumors. Clinical Cancer Research 
[Internet]. 2023 Sep 15 [cited 2024 Aug 15];29(18):3573–
8. Available from: https://aacrjournals.org/clincancerres/
article/29/18/3573/728890/FDA-Approval-Summary-
Selpercatinib-for-the

109. Oaknin A, Moore K, Meyer T, López-Picazo González 
J, Devriese LA, Amin A, et al. Nivolumab with or with-
out ipilimumab in patients with recurrent or metastatic 
cervical cancer (CheckMate 358): a phase 1–2, open-
label, multicohort trial. The Lancet Oncology [Internet]. 
2024 May [cited 2024 Aug 15];25(5):588–602. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S1470204524000883

110. Vergote IB, Gonzalez Martin A, Fujiwara K, Kalbacher 
E, Bagameri A, Ghamande S, et al. LBA9 innovaTV 301/
ENGOT-cx12/GOG-3057: A global, randomized, open-
label, phase III study of tisotumab vedotin vs investiga-
tor’s choice of chemotherapy in 2L or 3L recurrent or 
metastatic cervical cancer. Annals of Oncology [Inter-
net]. 2023 Oct [cited 2024 Aug 15];34:S1276–7. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S092375342304173X

111. García E, Ayoub N, Tewari KS. Recent breakthroughs in 
the management of locally advanced and recurrent/met-
astatic cervical cancer. J Gynecol Oncol [Internet]. 2024 
[cited 2024 Aug 15];35(1):e30. Available from: https://
ejgo.org/DOIx.php?id=10.3802/jgo.2024.35.e30

112. Fontenot VE, Francoeur A, Tewari KS. Review of emerg-
ing biological therapies for recurrent and advanced 
metastatic cervical cancer. Expert Opinion on Biological 
Therapy [Internet]. 2024 Jun 29 [cited 2024 Aug 15];1–5. 
Available from: https://www.tandfonline.com/doi/full/1
0.1080/14712598.2024.2373320

113. Islami F, Ferlay J, Lortet-Tieulent J, Bray F, Jemal A. In-
ternational trends in anal cancer incidence rates. Int J 
Epidemiol. 2017 Jun 1;46(3):924–38. 

114. Sekhar H, Zwahlen M, Trelle S, Malcomson L, Kochhar R, 
Saunders MP, et al. Nodal stage migration and prognosis 
in anal cancer: a systematic review, meta-regression, and 

simulation study. Lancet Oncol. 2017 Oct;18(10):1348–
59. 

115. Mignozzi S, Santucci C, Malvezzi M, Levi F, La Vecchia 
C, Negri E. Global trends in anal cancer incidence and 
mortality. Eur J Cancer Prev. 2024 Mar 1;33(2):77–86. 

116. Bown E, Shah V, Sridhar T, Boyle K, Hemingway D, 
Yeung JM. Cancers of the Anal Canal: Diagnosis, Treat-
ment and Future Strategies. Future Oncol [Internet]. 
2014 Jun [cited 2024 Aug 3];10(8):1427–41. Available 
from: https://www.tandfonline.com/doi/full/10.2217/
fon.14.23

117. Ryan DP, Compton CC, Mayer RJ. Carcinoma of the Anal 
Canal. N Engl J Med [Internet]. 2000 Mar 16 [cited 2024 
Aug 3];342(11):792–800. Available from: http://www.
nejm.org/doi/abs/10.1056/NEJM200003163421107

118. Selimagic A, Dozic A, Husic-Selimovic A, Tucakovic 
N, Cehajic A, Subo A, et al. The Role of Inflammation 
in Anal Cancer. Diseases [Internet]. 2022 May 6 [cited 
2024 Jul 31];10(2):27. Available from: https://www.mdpi.
com/2079-9721/10/2/27

119. Ouhoummane N, Steben M, Coutlée F, Vuong T, Forest 
P, Rodier C, et al. Squamous anal cancer: Patient charac-
teristics and HPV type distribution. Cancer Epidemiolo-
gy [Internet]. 2013 Dec [cited 2024 Aug 5];37(6):807–12. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S1877782113001574

120. Škamperle M, Kocjan BJ, Maver PJ, Seme K, Poljak M. 
Human papillomavirus (HPV) prevalence and HPV type 
distribution in cervical, vulvar, and anal cancers in cen-
tral and eastern Europe. Acta Dermatovenerol Alp Pan-
nonica Adriat. 2013;22(1):1–5. 

121. Komloš KF, Kocjan BJ, Košorok P, Rus T, Toplak J, 
Bunič M, et al. Distribution of HPV genotypes in Slo-
venian patients with anal carcinoma: preliminary re-
sults. Acta Dermatovenerol Alp Pannonica Adriat. 2011 
Sep;20(3):141–3. 

122. Tachezy R, Jirasek T, Salakova M, Ludvikova V, Kubecova 
M, Horak L, et al. Human papillomavirus infection and 
tumours of the anal canal: correlation of histology, PCR 
detection in paraffin sections and serology. APMIS. 2007 
Mar;115(3):195–203. 

123. Tachezy R, Smahelova J, Salakova M, Arbyn M, Rob L, 
Skapa P, et al. Human papillomavirus genotype distribu-
tion in Czech women and men with diseases etiologically 
linked to HPV. PLoS One. 2011;6(7):e21913. 

124. Frisch M, Glimelius B, Van Den Brule AJC, Wohlfahrt J, 
Meijer CJLM, Walboomers JMM, et al. Sexually Trans-
mitted Infection as a Cause of Anal Cancer. N Engl J Med 
[Internet]. 1997 Nov 6 [cited 2024 Aug 5];337(19):1350–
8. Available from: http://www.nejm.org/doi/abs/10.1056/
NEJM199711063371904

125. Fernandes Q, Gupta I, Murshed K, Samra HA, Al-
Thawadi H, Vranic S, et al. Incidence and association 
of high-risk HPVs and EBV in patients with advanced 



268

Acta Medica Academica 2024;53(3):237-273

stages of colorectal cancer from Qatar. Human Vaccines 
& Immunotherapeutics [Internet]. 2023 Aug [cited 2024 
Jul 31];19(2):2220626. Available from: https://www.tand-
fonline.com/doi/full/10.1080/21645515.2023.2220626

126. Fernandes Q, Gupta I, Murshed K, Abo Samra H, Al-
Thawadi H, Vranic S, et al. Coinfection of HPVs Is As-
sociated with Advanced Stage in Colorectal Cancer Pa-
tients from Qatar. Pathogens [Internet]. 2023 Mar 8 [cit-
ed 2024 Aug 5];12(3):424. Available from: https://www.
mdpi.com/2076-0817/12/3/424

127. National Comprehensive Cancer; Network, Inc. All 
Rights Reserved; National Comprehensive Cancer Net-
work® (NCCN®) NCCN Clinical Practice Guidelines 
in Oncology (NCCN Guidelines®) for Anal Carcinoma 
Version 1. 2024 [Internet]. [cited 2024 Aug 6]. Available 
from: Available online:  https://www.nccn.org/profes-
sionals/physician_gls/pdf/anal.pdf

128. Epidermoid anal cancer: results from the UKCCCR ran-
domised trial of radiotherapy alone versus radiotherapy, 
5-fluorouracil, and mitomycin. The Lancet [Internet]. 
1996 Oct [cited 2024 Aug 6];348(9034):1049–54. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S0140673696034095

129. Gunderson LL, Winter KA, Ajani JA, Pedersen JE, 
Moughan J, Benson AB, et al. Long-Term Update of US 
GI Intergroup RTOG 98-11 Phase III Trial for Anal Car-
cinoma: Survival, Relapse, and Colostomy Failure With 
Concurrent Chemoradiation Involving Fluorouracil/
Mitomycin Versus Fluorouracil/Cisplatin. JCO [Inter-
net]. 2012 Dec 10 [cited 2024 Aug 6];30(35):4344–51. 
Available from: https://ascopubs.org/doi/10.1200/
JCO.2012.43.8085

130. Kachnic LA, Winter K, Myerson RJ, Goodyear MD, Wil-
lins J, Esthappan J, et al. RTOG 0529: A Phase 2 Evaluation 
of Dose-Painted Intensity Modulated Radiation Therapy 
in Combination With 5-Fluorouracil and Mitomycin-
C for the Reduction of Acute Morbidity in Carcinoma 
of the Anal Canal. International Journal of Radiation 
Oncology*Biology*Physics [Internet]. 2013 May [cited 
2024 Aug 6];86(1):27–33. Available from: https://linkin-
ghub.elsevier.com/retrieve/pii/S0360301612036012

131. Shah NK, Qureshi MM, Dyer MA, Truong MT, Mak 
KS. Optimal Radiotherapy Dose in Anal Cancer: Trends 
in Prescription Dose and Association with Survival. J 
Gastrointest Canc [Internet]. 2021 Mar [cited 2024 Aug 
6];52(1):229–36. Available from: https://link.springer.
com/10.1007/s12029-020-00393-0

132. Arcadipane F, Silvetti P, Olivero F, Gastino A, Car-
levato R, Chiovatero I, et al. Concurrent Chemora-
diation in Anal Cancer Patients Delivered with Bone 
Marrow-Sparing IMRT: Final Results of a Prospective 
Phase II Trial. JPM [Internet]. 2021 May 18 [cited 2024 
Aug 7];11(5):427. Available from: https://www.mdpi.
com/2075-4426/11/5/427

133. Wo JY, Plastaras JP, Metz JM, Jiang W, Yeap BY, Drapek 
LC, et al. Pencil Beam Scanning Proton Beam Chemora-
diation Therapy With 5-Fluorouracil and Mitomycin-C 
for Definitive Treatment of Carcinoma of the Anal Ca-
nal: A Multi-institutional Pilot Feasibility Study. Interna-
tional Journal of Radiation Oncology*Biology*Physics 
[Internet]. 2019 Sep [cited 2024 Aug 7];105(1):90–5. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S0360301619307473

134. Morris VK, Salem ME, Nimeiri H, Iqbal S, Singh P, 
Ciombor K, et al. Nivolumab for previously treated 
unresectable metastatic anal cancer (NCI9673): a mul-
ticentre, single-arm, phase 2 study. Lancet Oncol. 2017 
Apr;18(4):446–53. 

135. Marabelle A, Cassier PA, Fakih M, Kao S, Nielsen D, 
Italiano A, et al. Pembrolizumab for previously treated 
advanced anal squamous cell carcinoma: results from 
the non-randomised, multicohort, multicentre, phase 
2 KEYNOTE-158 study. The Lancet Gastroenterol-
ogy & Hepatology [Internet]. 2022 May [cited 2024 Aug 
7];7(5):446–54. Available from: https://linkinghub.else-
vier.com/retrieve/pii/S2468125321003824

136. Huffman BM, Singh H, Ali LR, Horick N, Wang SJ, Hoff-
man MT, et al. Biomarkers of pembrolizumab efficacy 
in advanced anal squamous cell carcinoma: analysis of a 
phase II clinical trial and a cohort of long-term respond-
ers. J Immunother Cancer [Internet]. 2024 Jan [cited 
2024 Aug 7];12(1):e008436. Available from: https://jitc.
bmj.com/lookup/doi/10.1136/jitc-2023-008436

137. Parwaiz I, MacCabe TA, Thomas MG, Messenger DE. 
A Systematic Review and Meta-Analysis of Prognostic 
Biomarkers in Anal Squamous Cell Carcinoma Treated 
With Primary Chemoradiotherapy. Clinical Oncology 
[Internet]. 2019 Dec [cited 2024 Aug 7];31(12):e1–13. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S0936655519302717

138. Sharabi AB, Lim M, DeWeese TL, Drake CG. Radia-
tion and checkpoint blockade immunotherapy: radio-
sensitisation and potential mechanisms of synergy. The 
Lancet Oncology [Internet]. 2015 Oct [cited 2024 Aug 
7];16(13):e498–509. Available from: https://linkinghub.
elsevier.com/retrieve/pii/S1470204515000078

139. Balermpas P, Martin D, Wieland U, Rave-Fränk M, 
Strebhardt K, Rödel C, et al. Human papilloma virus 
load and PD-1/PD-L1, CD8 + and FOXP3 in anal can-
cer patients treated with chemoradiotherapy: Rationale 
for immunotherapy. OncoImmunology [Internet]. 2017 
Mar 4 [cited 2024 Aug 7];6(3):e1288331. Available from: 
https://www.tandfonline.com/doi/full/10.1080/216240
2X.2017.1288331

140. Rao S, Sclafani F, Eng C, Adams RA, Guren MG, Sebag-
Montefiore D, et al. International Rare Cancers Initiative 
Multicenter Randomized Phase II Trial of Cisplatin and 
Fluorouracil Versus Carboplatin and Paclitaxel in Ad-
vanced Anal Cancer: InterAAct. JCO [Internet]. 2020 



269

Ana Paric et al: HPV-Related Cancers in Bosnia and Herzegovina

Aug 1 [cited 2024 Aug 7];38(22):2510–8. Available from: 
https://ascopubs.org/doi/10.1200/JCO.19.03266

141. Bedard PL, Hernando-Calvo A, Carvajal RD, Morris VK, 
Paik PK, Zandberg DP, et al. A phase 1 trial of the bifunc-
tional EGFR/TGFβ fusion protein BCA101 alone and in 
combination with pembrolizumab in patients with ad-
vanced solid tumors. JCO [Internet]. 2022 Jun 1 [cited 
2024 Sep 9];40(16_suppl):2513–2513. Available from: 
https://ascopubs.org/doi/10.1200/JCO.2022.40.16_sup-
pl.2513

142. National Cancer Institute (NCI). Combination Immuno-
therapy in Subjects With Advanced HPV Associated Ma-
lignancies; ClinicalTrials. Gov Identifier NCT04287868; 
National Cancer Institute (NCI): Bethesda, MD, USA, 
2020. [Internet]. [cited 2024 Sep 9]. Available from: 
https://clinicaltrials.gov/study/NCT04287868

143. National Cancer Institute (NCI). EA2176: Phase 3 Clini-
cal Trial of Carboplatin and Paclitaxel +/- Nivolumab 
in Metastatic Anal CancerPatients; ClinicalTrials.Gov 
Identifier NCT04444921; National Cancer Institute 
(NCI): Bethesda, MD, USA, 2020. [Internet]. [cited 2024 
Sep 9]. Available from: https://clinicaltrials.gov/study/
NCT04444921#study-overview

144. Iseas S, Mariano G, Gros L, Baba-Hamed N, De Parades 
V, Adam J, et al. Unraveling Emerging Anal Cancer Clin-
ical Biomarkers from Current Immuno-Oncogenomics 
Advances. Mol Diagn Ther [Internet]. 2024 Mar [cited 
2024 Aug 8];28(2):201–14. Available from: https://link.
springer.com/10.1007/s40291-023-00692-9

145. Mehanna H, Paleri V, West CML, Nutting C. Head and 
neck cancer--Part 1: Epidemiology, presentation, and 
prevention. BMJ [Internet]. 2010 Sep 20 [cited 2024 Jul 
31];341(sep20 1):c4684–c4684. Available from: https://
www.bmj.com/lookup/doi/10.1136/bmj.c4684

146. Božinović K, Sabol I, Dediol E, Milutin Gašperov N, 
Manojlović S, Vojtechova Z, et al. Genome-wide miRNA 
profiling reinforces the importance of miR-9 in human 
papillomavirus associated oral and oropharyngeal head 
and neck cancer. Sci Rep [Internet]. 2019 Feb 19 [cited 
2024 Jul 31];9(1):2306. Available from: https://www.na-
ture.com/articles/s41598-019-38797-z

147. International Agency for Research on Cancer, Cancer 
Today [Internet]. [cited 2024 Jul 31]. Available from: 
https://gco.iarc.who.int/today

148. Tiwana MS, Wu J, Hay J, Wong F, Cheung W, Olson 
RA. 25 Year survival outcomes for squamous cell car-
cinomas of the head and neck: Population-based out-
comes from a Canadian province. Oral Oncology [In-
ternet]. 2014 Jul [cited 2024 Jul 31];50(7):651–6. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S1368837514000992

149. Fakhry C, Zhang Q, Nguyen-Tan PF, Rosenthal D, El-
Naggar A, Garden AS, et al. Human Papillomavirus and 
Overall Survival After Progression of Oropharyngeal 
Squamous Cell Carcinoma. JCO [Internet]. 2014 Oct 

20 [cited 2024 Jul 31];32(30):3365–73. Available from: 
https://ascopubs.org/doi/10.1200/JCO.2014.55.1937

150. Castellsagué X, Alemany L, Quer M, Halec G, Quirós 
B, Tous S, et al. HPV Involvement in Head and Neck 
Cancers: Comprehensive Assessment of Biomarkers in 
3680 Patients. JNCIJ [Internet]. 2016 Jun [cited 2024 Jul 
31];108(6):djv403. Available from: https://academic.oup.
com/jnci/article-lookup/doi/10.1093/jnci/djv403

151. Mehanna H, Taberna M, Von Buchwald C, Tous S, 
Brooks J, Mena M, et al. Prognostic implications of 
p16 and HPV discordance in oropharyngeal cancer 
(HNCIG-EPIC-OPC): a multicentre, multinational, 
individual patient data analysis. The Lancet Oncology 
[Internet]. 2023 Mar [cited 2024 Aug 1];24(3):239–51. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S147020452300013X

152. Liao CI, Francoeur AA, Kapp DS, Caesar MAP, Huh 
WK, Chan JK. Trends in Human Papillomavirus-Asso-
ciated Cancers, Demographic Characteristics, and Vac-
cinations in the US, 2001-2017. JAMA Netw Open. 2022 
Mar 1;5(3):e222530. 

153. Chaturvedi AK, Engels EA, Anderson WF, Gillison ML. 
Incidence trends for human papillomavirus-related and 
-unrelated oral squamous cell carcinomas in the United 
States. J Clin Oncol. 2008 Feb 1;26(4):612–9. 

154. Mehanna H, Beech T, Nicholson T, El-Hariry I, McCon-
key C, Paleri V, et al. Prevalence of human papillomavirus 
in oropharyngeal and nonoropharyngeal head and neck 
cancer--systematic review and meta-analysis of trends by 
time and region. Head Neck. 2013 May;35(5):747–55. 

155. Pešut E, Đukić A, Lulić L, Skelin J, Šimić I, Milutin 
Gašperov N, et al. Human Papillomaviruses-Associated 
Cancers: An Update of Current Knowledge. Viruses 
[Internet]. 2021 Nov 6 [cited 2024 Jul 31];13(11):2234. 
Available from: https://www.mdpi.com/1999-4915/13/ 
11/2234

156. Laprise C, Madathil SA, Schlecht NF, Castonguay G, 
Soulières D, Nguyen-Tan PF, et al. Human papillomavi-
rus genotypes and risk of head and neck cancers: Results 
from the HeNCe Life case-control study. Oral Oncology 
[Internet]. 2017 Jun [cited 2024 Aug 1];69:56–61. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S1368837517300763

157. Fernandes Q, Allouch S, Gupta I, Elmakaty I, Elzawawi 
KE, Amarah A, et al. Human Papillomaviruses-Related 
Cancers: An Update on the Presence and Prevention 
Strategies in the Middle East and North African Re-
gions. Pathogens [Internet]. 2022 Nov 19 [cited 2024 
Jul 31];11(11):1380. Available from: https://www.mdpi.
com/2076-0817/11/11/1380

158. Šimić I, Božinović K, Milutin Gašperov N, Kordić M, 
Pešut E, Manojlović L, et al. Head and Neck Cancer Pa-
tients’ Survival According to HPV Status, miRNA Profil-
ing, and Tumour Features—A Cohort Study. IJMS [Inter-



270

Acta Medica Academica 2024;53(3):237-273

net]. 2023 Feb 7 [cited 2024 Jul 31];24(4):3344. Available 
from: https://www.mdpi.com/1422-0067/24/4/3344

159. Sung SY, Kim YS, Kim SH, Lee SJ, Lee SW, Kwak YK. 
Current Evidence of a Deintensification Strategy 
for Patients with HPV-Related Oropharyngeal Can-
cer. Cancers [Internet]. 2022 Aug 17 [cited 2024 Aug 
10];14(16):3969. Available from: https://www.mdpi.
com/2072-6694/14/16/3969

160. Bourhis J, Sire C, Graff P, Grégoire V, Maingon P, Calais 
G, et al. Concomitant chemoradiotherapy versus acceler-
ation of radiotherapy with or without concomitant che-
motherapy in locally advanced head and neck carcinoma 
(GORTEC 99-02): an open-label phase 3 randomised tri-
al. The Lancet Oncology [Internet]. 2012 Feb [cited 2024 
Aug 1];13(2):145–53. Available from: https://linkinghub.
elsevier.com/retrieve/pii/S1470204511703461

161. Denis F, Garaud P, Bardet E, Alfonsi M, Sire C, Germain 
T, et al. Final Results of the 94–01 French Head and Neck 
Oncology and Radiotherapy Group Randomized Trial 
Comparing Radiotherapy Alone With Concomitant 
Radiochemotherapy in Advanced-Stage Oropharynx 
Carcinoma. JCO [Internet]. 2004 Jan 1 [cited 2024 Aug 
1];22(1):69–76. Available from: https://ascopubs.org/
doi/10.1200/JCO.2004.08.021

162. Adelstein DJ, Li Y, Adams GL, Wagner H, Kish JA, Ensley 
JF, et al. An Intergroup Phase III Comparison of Stan-
dard Radiation Therapy and Two Schedules of Concur-
rent Chemoradiotherapy in Patients With Unresectable 
Squamous Cell Head and Neck Cancer. JCO [Internet]. 
2003 Jan 1 [cited 2024 Aug 1];21(1):92–8. Available from: 
https://ascopubs.org/doi/10.1200/JCO.2003.01.008

163. Bonner JA, Harari PM, Giralt J, Cohen RB, Jones CU, Sur 
RK, et al. Radiotherapy plus cetuximab for locoregion-
ally advanced head and neck cancer: 5-year survival data 
from a phase 3 randomised trial, and relation between 
cetuximab-induced rash and survival. The Lancet Oncol-
ogy [Internet]. 2010 Jan [cited 2024 Aug 1];11(1):21–8. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S1470204509703110

164. Janoray G, Pointreau Y, Garaud P, Chapet S, Alfonsi M, 
Sire C, et al. Long-Term Results of a Multicenter Ran-
domized Phase III Trial of Induction Chemotherapy 
With Cisplatin, 5-fluorouracil, ± Docetaxel for Larynx 
Preservation. JNCI: Journal of the National Cancer In-
stitute [Internet]. 2016 Apr [cited 2024 Aug 1];108(4). 
Available from: https://academic.oup.com/jnci/arti-
cle/2412557/Long-Term

165. Vermorken JB, Remenar E, Van Herpen C, Gorlia T, 
Mesia R, Degardin M, et al. Cisplatin, Fluorouracil, 
and Docetaxel in Unresectable Head and Neck Cancer. 
N Engl J Med [Internet]. 2007 Oct 25 [cited 2024 Aug 
1];357(17):1695–704. Available from: http://www.nejm.
org/doi/abs/10.1056/NEJMoa071028

166. Gibson MK, Li Y, Murphy B, Hussain MHA, DeConti 
RC, Ensley J, et al. Randomized Phase III Evaluation of 

Cisplatin Plus Fluorouracil Versus Cisplatin Plus Pacli-
taxel in Advanced Head and Neck Cancer (E1395): An 
Intergroup Trial of the Eastern Cooperative Oncology 
Group. JCO [Internet]. 2005 May 20 [cited 2024 Aug 
1];23(15):3562–7. Available from: https://ascopubs.org/
doi/10.1200/JCO.2005.01.057

167. Burtness B, Harrington KJ, Greil R, Soulières D, Tahara 
M, De Castro G, et al. Pembrolizumab alone or with 
chemotherapy versus cetuximab with chemotherapy 
for recurrent or metastatic squamous cell carcinoma 
of the head and neck (KEYNOTE-048): a randomised, 
open-label, phase 3 study. The Lancet [Internet]. 2019 
Nov [cited 2024 Aug 1];394(10212):1915–28. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S0140673619325917

168. Ferris RL, Blumenschein G, Fayette J, Guigay J, Colevas 
AD, Licitra L, et al. Nivolumab for Recurrent Squamous-
Cell Carcinoma of the Head and Neck. N Engl J Med [In-
ternet]. 2016 Nov 10 [cited 2024 Aug 1];375(19):1856–
67. Available from: http://www.nejm.org/doi/10.1056/
NEJMoa1602252

169. Vermorken JB, Trigo J, Hitt R, Koralewski P, Diaz-Rubio 
E, Rolland F, et al. Open-Label, Uncontrolled, Multi-
center Phase II Study to Evaluate the Efficacy and Toxic-
ity of Cetuximab As a Single Agent in Patients With Re-
current and/or Metastatic Squamous Cell Carcinoma of 
the Head and Neck Who Failed to Respond to Platinum-
Based Therapy. JCO [Internet]. 2007 Jun 1 [cited 2024 
Aug 1];25(16):2171–7. Available from: https://ascopubs.
org/doi/10.1200/JCO.2006.06.7447

170. Petar S, Marko S, Ivica L. De-escalation in HPV-associat-
ed oropharyngeal cancer: lessons learned from the past? 
A critical viewpoint and proposal for future research. Eur 
Arch Otorhinolaryngol [Internet]. 2021 Nov [cited 2024 
Jul 31];278(11):4599–603. Available from: https://link.
springer.com/10.1007/s00405-021-06686-9

171. Mehanna H. Treatment De-Escalation of HPV-Positive 
Oropharyngeal Cancer—Lessons Learnt from Re-
cent Trials. In: Vermorken JB, Budach V, Leemans CR, 
Machiels JP, Nicolai P, O’Sullivan B, editors. Critical Is-
sues in Head and Neck Oncology [Internet]. Cham: 
Springer International Publishing; 2023 [cited 2024 
Aug 3]. p. 123–8. Available from: https://link.springer.
com/10.1007/978-3-031-23175-9_9

172. Faraji F, Fung N, Zaidi M, Gourin CC, Eisele DW, Rooper 
LM, et al. Tumor‐infiltrating lymphocyte quantification 
stratifies early‐stage human papillomavirus oropharynx 
cancer prognosis. The Laryngoscope [Internet]. 2020 
Apr [cited 2024 Aug 6];130(4):930–8. Available from: 
https://onlinelibrary.wiley.com/doi/10.1002/lary.28044

173. Ruangritchankul K, Sandison A, Warburton F, Guerrero‐
Urbano T, Reis Ferreira M, Lei M, et al. Clinical evalua-
tion of tumour‐infiltrating lymphocytes as a prognostic 
factor in patients with human papillomavirus‐associated 
oropharyngeal squamous cell carcinoma. Histopathol-



271

ogy [Internet]. 2019 Jul [cited 2024 Aug 6];75(1):146–
50. Available from: https://onlinelibrary.wiley.com/
doi/10.1111/his.13873

174. Ward MJ, Thirdborough SM, Mellows T, Riley C, Har-
ris S, Suchak K, et al. Tumour-infiltrating lymphocytes 
predict for outcome in HPV-positive oropharyngeal 
cancer. Br J Cancer [Internet]. 2014 Jan [cited 2024 Aug 
6];110(2):489–500. Available from: https://www.nature.
com/articles/bjc2013639

175. Suton P, Skelin M, Rakusic Z, Dokuzovic S, Luksic I. 
Cisplatin-based chemoradiotherapy vs. cetuximab-based 
bioradiotherapy for p16-positive oropharyngeal cancer: 
an updated meta-analysis including trials RTOG 1016 
and De-ESCALaTE. Eur Arch Otorhinolaryngol [Inter-
net]. 2019 May [cited 2024 Jul 31];276(5):1275–81. Avail-
able from: http://link.springer.com/10.1007/s00405-019-
05387-8

176. Yom SS, Torres-Saavedra P, Caudell JJ, Waldron JN, Gil-
lison ML, Xia P, et al. Reduced-Dose Radiation Therapy 
for HPV-Associated Oropharyngeal Carcinoma (NRG 
Oncology HN002). JCO [Internet]. 2021 Mar 20 [cited 
2024 Jul 31];39(9):956–65. Available from: https://asco-
pubs.org/doi/10.1200/JCO.20.03128

177. Ferris RL, Flamand Y, Weinstein GS, Li S, Quon H, 
Mehra R, et al. Phase II Randomized Trial of Transoral 
Surgery and Low-Dose Intensity Modulated Radiation 
Therapy in Resectable p16+ Locally Advanced Orophar-
ynx Cancer: An ECOG-ACRIN Cancer Research Group 
Trial (E3311). JCO [Internet]. 2022 Jan 10 [cited 2024 Jul 
31];40(2):138–49. Available from: https://ascopubs.org/
doi/10.1200/JCO.21.01752

178. Misiukiewicz K, Gupta V, Miles BA, Bakst R, Genden 
E, Selkridge I, et al. Standard of care vs reduced-dose 
chemoradiation after induction chemotherapy in HPV+ 
oropharyngeal carcinoma patients: The Quarterback tri-
al. Oral Oncology [Internet]. 2019 Aug [cited 2024 Aug 
3];95:170–7. Available from: https://linkinghub.elsevier.
com/retrieve/pii/S1368837519302106

179. Even C, Harrington KJ, Massarelli E, Klein Hesselink 
M, Visscher S, Fury MG, et al. Results of a random-
ized, double-blind, placebo-controlled, phase 2 study 
(OpcemISA) of the combination of ISA101b and ce-
miplimab versus cemiplimab for recurrent/metastatic 
(R/M) HPV16-positive oropharyngeal cancer (OPC). 
JCO [Internet]. 2024 Jun 1 [cited 2024 Aug 3];42(16_
suppl):6003–6003. Available from: https://ascopubs.org/
doi/10.1200/JCO.2024.42.16_suppl.6003

180. Chung CH, Colevas ADD, Adkins D, Rodriguez CP, 
Park JC, Gibson MK, et al. A phase 1 dose-escalation 
and expansion study of CUE-101, a novel HPV16 E7-
pHLA-IL2-Fc fusion protein, given as monotherapy and 
in combination with pembrolizumab in patients with 
recurrent/metastatic HPV16+ head and neck cancer. 
JCO [Internet]. 2023 Jun 1 [cited 2024 Aug 3];41(16_

suppl):6013–6013. Available from: https://ascopubs.org/
doi/10.1200/JCO.2023.41.16_suppl.6013

181. Colevas AD, Chung CH, Adkins D, Rodriguez CP, Park 
JC, Gibson MK, et al. A phase 1 dose-escalation and ex-
pansion study of CUE-101, given as monotherapy and in 
combination with pembrolizumab, in patients with recur-
rent/metastatic HPV16+ head and neck squamous cell 
cancer (R/M HNSCC). JCO [Internet]. 2024 Jun 1 [cited 
2024 Aug 3];42(16_suppl):6004–6004. Available from: 
https://ascopubs.org/doi/10.1200/JCO.2024.42.16_sup-
pl.6004

182. Ho AL, Nabell L, Neupane PC, Posner MR, Yilmaz E, Niu 
J, et al. HB-200 arenavirus-based immunotherapy plus 
pembrolizumab as first-line treatment of patients with 
recurrent/metastatic HPV16-positive head and neck 
cancer: Updated results. JCO [Internet]. 2024 Jun 1 [cit-
ed 2024 Aug 3];42(16_suppl):6005–6005. Available from: 
https://ascopubs.org/doi/10.1200/JCO.2024.42.16_sup-
pl.6005

183. Global strategy to accelerate the elimination of cervi-
cal cancer as a public health problem. Geneva: World 
Health Organization; 2020. Licence: CC BY-NC-SA 
3.0 IGO. [Internet]. [cited 2024 Sep 2]. Available from: 
https://iris.who.int/bitstream/handle/10665/336583/ 
9789240014107-eng.pdf?sequence=1

184. IARC (2022). Cervical cancer screening. IARC Handb 
Cancer Prev. 18:1–456 [Internet]. [cited 2024 Sep 2]. 
Available from: https://publications.iarc.fr/604.

185. Arbyn M, Rebolj M, De Kok IMCM, Fender M, Becker 
N, O’Reilly M, et al. The challenges of organising cervical 
screening programmes in the 15 old member states of the 
European Union. Eur J Cancer. 2009 Oct;45(15):2671–8. 

186. Palència L, Espelt A, Rodríguez-Sanz M, Puigpinós R, 
Pons-Vigués M, Pasarín MI, et al. Socio-economic in-
equalities in breast and cervical cancer screening practic-
es in Europe: influence of the type of screening program. 
Int J Epidemiol. 2010 Jun;39(3):757–65. 

187. Miles A, Cockburn J, Smith RA, Wardle J. A perspec-
tive from countries using organized screening programs. 
Cancer. 2004 Sep 1;101(5 Suppl):1201–13. 

188. Swailes AL, Hossler CE, Kesterson JP. Pathway to the Pa-
panicolaou smear: The development of cervical cytology 
in twentieth-century America and implications in the 
present day. Gynecol Oncol. 2019 Jul;154(1):3–7. 

189. European Commission. Directorate General for Health 
and Food Safety. European guidelines for quality as-
surance in cervical cancer screening: second edition : 
supplements. [Internet]. LU: Publications Office; 2015 
[cited 2024 Sep 2]. Available from: https://data.europa.
eu/doi/10.2875/859507

190. Coleman D, Day N, Douglas G, Farmery E, Lynge E, 
Philip J, et al. European Guidelines for Quality Assur-
ance in Cervical Cancer Screening. Europe against can-
cer programme. Eur J Cancer. 1993;29A Suppl 4:S1-38. 

Ana Paric et al: HPV-Related Cancers in Bosnia and Herzegovina



272

Acta Medica Academica 2024;53(3):237-273

191. Poljak M, Oštrbenk Valenčak A, Gimpelj Domjanič G, 
Xu L, Arbyn M. Commercially available molecular tests 
for human papillomaviruses: a global overview. Clin Mi-
crobiol Infect. 2020 Sep;26(9):1144–50. 

192. Ronco G, Dillner J, Elfström KM, Tunesi S, Snijders PJF, 
Arbyn M, et al. Efficacy of HPV-based screening for 
prevention of invasive cervical cancer: follow-up of four 
European randomised controlled trials. Lancet. 2014 Feb 
8;383(9916):524–32. 

193. Ronco G, Giorgi-Rossi P, Carozzi F, Confortini M, Dalla 
Palma P, Del Mistro A, et al. Efficacy of human papillo-
mavirus testing for the detection of invasive cervical can-
cers and cervical intraepithelial neoplasia: a randomised 
controlled trial. Lancet Oncol. 2010 Mar;11(3):249–57. 

194. Ronco G, Segnan N, Giorgi-Rossi P, Zappa M, Casadei 
GP, Carozzi F, et al. Human papillomavirus testing and 
liquid-based cytology: results at recruitment from the 
new technologies for cervical cancer randomized con-
trolled trial. J Natl Cancer Inst. 2006 Jun 7;98(11):765–74. 

195. Arbyn M, Verdoodt F, Snijders PJF, Verhoef VMJ, Su-
onio E, Dillner L, et al. Accuracy of human papilloma-
virus testing on self-collected versus clinician-collected 
samples: a meta-analysis. The Lancet Oncology [Inter-
net]. 2014 Feb [cited 2024 Sep 2];15(2):172–83. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S1470204513705709

196. Cora-Cruz MS, Martinez O, Perez S, Fang CY. Evaluat-
ing human papillomavirus (HPV) self-sampling among 
Latinas in the United States: A systematic review. Cancer 
Med. 2024 Aug;13(16):e70098. 

197. Sankaranarayanan R, Nene BM, Shastri SS, Jayant K, 
Muwonge R, Budukh AM, et al. HPV screening for 
cervical cancer in rural India. N Engl J Med. 2009 Apr 
2;360(14):1385–94. 

198. STRATEGIJA ZA PREVENCIJU, TRETMAN I KON-
TROLU MALIGNIH NEOPLAZMI U FEDERACIJI 
BOSNE I HERCEGOVINE 2012-2020. Sarajevo, de-
cembar 2011. [cited 2024 Sep 2]; Available from: https://
www.iccp-portal.org/system/files/plans/BIH_B5_Strate-
gija_maligne_final_decembar_2011.pdf

199. Zavod za javno zdravstvo, SBK/KBS ZzJZ. Uvođenje 
savremenih dijagnostičkih procedura 2024. [Internet]. 
[cited 2024 Sep 2]. Available from: http://www.zzjz-sb-
kksb.ba/novosti/uvodenje-savremenih-dijagnostickih-
procedura.html.

200. Djordjevic S, Boricic K, Radovanovic S, Simic Vukoma-
novic I, Mihaljevic O, Jovanovic V. Demographic and 
socioeconomic factors associated with cervical cancer 
screening among women in Serbia. Front Public Health. 
2023;11:1275354. 

201. Ministarstvo zdravstva, Hrvatski Zavod za Javno 
Zdravstvo. Nacionalni program ranog otkrivanja raka 
vrata maternice. [Internet]. [cited 2024 Sep 2]. Available 
from: https://necurak.hzjz.hr/

202. Ministarstvo zdravstva, Hrvatski Zavod za Javno 
Zdravstvo. Nacionalni program ranog otkrivanja raka 
vrata maternice. [Internet]. [cited 2024 Sep 9]. Available 
from: https://necurak.hzjz.hr/o-programu/rezultati/

203. Institut za Javno Zdravlje Crne Gore, Program HPV 
vakcinacije u Crnoj Gori [Internet]. [cited 2024 Sep 2]. 
Available from: https://www.ijzcg.me/me/hpv-vakcinaci-
ja-u-crnoj-gori

204. Bruni L, Serrano B, Roura E, Alemany L, Cowan M, Her-
rero R, et al. Cervical cancer screening programmes and 
age-specific coverage estimates for 202 countries and ter-
ritories worldwide: a review and synthetic analysis. The 
Lancet Global Health [Internet]. 2022 Aug [cited 2024 
Sep 2];10(8):e1115–27. Available from: https://linking-
hub.elsevier.com/retrieve/pii/S2214109X22002418

205. Kamolratanakul S, Pitisuttithum P. Human Papilloma-
virus Vaccine Efficacy and Effectiveness against Cancer. 
Vaccines (Basel). 2021 Nov 30;9(12):1413. 

206. Fruscalzo A, Londero AP, Bertozzi S, Lellè RJ. Second-
generation prophylactic HPV vaccines: current options 
and future strategies for vaccines development. Minerva 
Med. 2016 Feb;107(1):26–38. 

207. Schiller J, Lowy D. Explanations for the high potency of 
HPV prophylactic vaccines. Vaccine. 2018 Aug 6;36(32 
Pt A):4768–73. 

208. Lake P, Fuzzell L, Brownstein NC, Fontenot HB, Mi-
chel A, McIntyre M, et al. HPV vaccine recommenda-
tions by age: A survey of providers in federally qualified 
health centers. Hum Vaccin Immunother. 2023 Dec 
31;19(1):2181610. 

209. Stillo M, Carrillo Santisteve P, Lopalco PL. Safety of hu-
man papillomavirus vaccines: a review. Expert Opin 
Drug Saf. 2015 May;14(5):697–712. 

210. Dousti R, Allahqoli L, Ayar Kocaturk A, Hakimi S. Can 
human papillomavirus vaccination during pregnancy 
result in miscarriage and stillbirth? A meta-analysis and 
systematic review. Eur J Midwifery. 2023;7:9. 

211. L Galeridis et al. (February 2024). Bridging Gaps in 
HPV Prevention: The HPV Prevention Policy Atlas as 
a Vital Communication Tool [Internet]. [cited 2024 Sep 
2]. Available from: https://www.hpvworld.com/articles/
bridging-gaps-in-hpv-prevention-the-hpv-prevention-
policy-atlas-as-a-vital-communication-tool/

212. Bruni L, Saura-Lázaro A, Montoliu A, Brotons M, Ale-
many L, Diallo MS, et al. HPV vaccination introduction 
worldwide and WHO and UNICEF estimates of national 
HPV immunization coverage 2010-2019. Prev Med. 2021 
Mar;144:106399. 

213. Our World in Data, Which countries include human 
papillomavirus (HPV) vaccines in their vaccination 
schedules? 2021 [Internet]. [cited 2024 Sep 2]. Available 
from: https://ourworldindata.org/grapher/human-papil-
lomavirus-vaccine-immunization-schedule



273

214. Qendri V, Bogaards JA, Baussano I, Lazzarato F, Vänskä 
S, Berkhof J. The cost-effectiveness profile of sex-neutral 
HPV immunisation in European tender-based settings: 
a model-based assessment. The Lancet Public Health 
[Internet]. 2020 Nov [cited 2024 Jul 31];5(11):e592–603. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S2468266720302097

215. Sabale U, Karamousouli E, Popovic L, Krasznai ZT, Har-
rop D, Meiwald A, et al. The indirect costs of human 
papillomavirus-related cancer in Central and Eastern 
Europe: years of life lost and productivity costs. Journal 
of Medical Economics [Internet]. 2024 Apr 19 [cited 
2024 Jul 31];27(sup2):1–8. Available from: https://www.
tandfonline.com/doi/full/10.1080/13696998.2024.23415
72

216. Jit M, Brisson M, Portnoy A, Hutubessy R. Cost-effec-
tiveness of female human papillomavirus vaccination 
in 179 countries: a PRIME modelling study. The Lan-
cet Global Health [Internet]. 2014 Jul [cited 2024 Oct 
15];2(7):e406–14. Available from: https://linkinghub.el-
sevier.com/retrieve/pii/S2214109X14702372

217. Abbas KM, Van Zandvoort K, Brisson M, Jit M. Effects 
of updated demography, disability weights, and cervi-
cal cancer burden on estimates of human papilloma-
virus vaccination impact at the global, regional, and 
national levels: a PRIME modelling study. The Lancet 
Global Health [Internet]. 2020 Apr [cited 2024 Oct 
15];8(4):e536–44. Available from: https://linkinghub.el-
sevier.com/retrieve/pii/S2214109X2030022X

218. Berkhof J, Bogaards JA, Demirel E, Diaz M, Sharma M, 
Kim JJ. Cost-Effectiveness of Cervical Cancer Prevention 
in Central and Eastern Europe and Central Asia. Vac-
cine [Internet]. 2013 Dec [cited 2024 Oct 15];31:H71–9. 
Available from: https://linkinghub.elsevier.com/retrieve/
pii/S0264410X13006154

219. Curado MP, Voti L, Sortino-Rachou AM. Cancer reg-
istration data and quality indicators in low and middle 
income countries: their interpretation and potential use 
for the improvement of cancer care. Cancer Causes Con-
trol [Internet]. 2009 Jul [cited 2024 Aug 18];20(5):751–
6. Available from: http://link.springer.com/10.1007/
s10552-008-9288-5

220. MacDonald NE. Vaccine hesitancy: Definition, scope and 
determinants. Vaccine [Internet]. 2015 Aug [cited 2024 
Aug 18];33(34):4161–4. Available from: https://linking-
hub.elsevier.com/retrieve/pii/S0264410X15005009

221. Tomljenovic M, Petrovic G, Antoljak N, Hansen L. Vac-
cination attitudes, beliefs and behaviours among primary 
health care workers in northern Croatia. Vaccine [Inter-
net]. 2021 Jan [cited 2024 Jul 31];39(4):738–45. Avail-
able from: https://linkinghub.elsevier.com/retrieve/pii/
S0264410X20315024

222. European Commission - Press release. Commission rec-
ommends new measures on vaccine-preventable cancers 
under Europe’s Beating Cancer Plan [Internet]. [cited 
2024 Aug 9]. Available from: https://ec.europa.eu/com-
mission/presscorner/detail/en/IP_24_519

Ana Paric et al: HPV-Related Cancers in Bosnia and Herzegovina


