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Abstract: Recurrent Respiratory Papillomatosis (RRP) is a rare but severe manifestation of human
papillomavirus (HPV). As our knowledge about HPV infections has expanded, it has become possible
to understand the course of RRP disease and unravel plausible efficient methods to manage the
disease. However, the surge in reports on HPV has not been accompanied by a similar increase
in research about RRP specifically. In this paper, we review the clinical manifestation and typical
presentation of the illness. In addition, the pathogenesis and progression of the disease are described.
On the other hand, we discuss the types of treatments currently available and future treatment
strategies. The role of vaccination in both the prevention and treatment of RRP will also be reviewed.
We believe this review is essential to update the general knowledge on RRP with the latest information
available to date to enhance our understanding of RRP and its management.

Keywords: recurrent respiratory papillomatosis; HPV; HPV infection; children; vaccine

1. Introduction

Recurrent Respiratory Papillomatosis (RRP) is a rare disease occurring in the upper
aerodigestive tract [1]. It presents as a benign neoplasm that may arise in children and
adults, giving a characteristic bimodal age distribution [2,3]. Based on age, the disease is
classified into juvenile-onset RRP (JoRRP) and adult-onset RRP (AoRRP) [4]. In addition,
a recent study suggested that the disease onset shows three peaks, specifically at ages
7, 35, and 64 [5]. Usually, the juvenile form of the disease is more aggressive and more
likely to recur [3]. RRP disease incidence is higher in children and men. The number of
cases of JoRRP compared to AoRRP varies based on the geographical area; while AoRRP is
associated with Europe and South America, JoRRP is more common in Africa. Interestingly,
the incidence of RRP is similar in both developed and developing countries, and disease
severity is usually not affected by socioeconomic factors [4].

RRP is caused by human papillomaviruses (HPVs). HPV is a non-enveloped double-
stranded circular DNA virus found in the Papillomaviridae family [6]. The HPV genome
consists of the upstream regulatory region (URR), the non-coding region, in addition to the
early and late harbor regions, which code proteins responsible for replication, transcription,
and immune resistance [7]. The late (L) region is responsible for encoding the structural
proteins L1-L2, and plays a role in virus assembly [8]. On the other hand, the early proteins
E5, E6, and E7 act as oncogenes and are involved in altering molecular mechanisms of HPV-
infected cells [9]. More than 200 distinct types of HPV are currently identified according to
their genome and are classified as low and high-risk viruses. At least 17 high-risk types,
including HPVs 16, 18, 31, 33, 35, 39, 45, 51, 52, 55, 56, 58, 59, 68, 73, 82, and 83, are reported
to be involved in the onset and development of malignancies in cooperation with other
oncogenes [10,11]. The E6/E7 proteins of high-risk HPVs have been found to enhance
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DNA integration into the host genome [12], plausibly due to enhanced chromosome
rearrangements in high-risk HPV-infected cells, leading to mutation or/and deletion of
both viral and host genes [13]. Moreover, E6/E7 proteins of high-risk HPVs can alter DNA
repair pathways [12]. Indeed, high-risk HPVs, especially HPV16, have been found to play
a pivotal role in vulvar cancer [14], uterine cervical cancer and its precancerous (CIN)
lesions [15], in addition to anal [16] and oropharyngeal cancers [17]. On the other hand,
low-risk HPVs (6 and 11) are rarely associated with cancer, and their infections result in
the development of benign anogenital papillomas and skin warts [18,19]. Even though
several distinct types of HPV may cause RRP, current evidence shows that the low-risk
HPV types (HPV6 and 11) are the most common causal factors [20–22]. Nonetheless,
high-risk HPV infection has also been reported to cause RRP [4]. A study by Stephen
et al. [23] identified a similar role for E6/E7 of HPV11 (low-risk) in the stable maintenance
of episomes as high-risk E6 and E7 proteins. In RRP-infected individuals, HPV DNA is
usually episomal (HPV infects the basal cells and develops prolonged infection) instead of
being fused or integrated with host DNA [4,24]. Studies have demonstrated that several
microbial agents, including G. vaginalis and Sneathia spp. may facilitate HPV-induced
infection, invasion, and multiplication [7,25]. In this regard, it is worth noting that there
are three different licensed prophylactic HPV vaccines: the first generation includes two
vaccines, quadrivalent (Gardasil) and bivalent (Cervarix); while the second generation
is a nonavalent HPV vaccine (Gardasil 9). These vaccines were developed against HPV
infections and HPV-induced diseases [26].

In adults, the main risk factor is increased sexual activity with multiple partners [3].
About 0.7% of mothers with HPV genital warts pass the disease to their infants. HPV
DNA is detected in up to 80% of the neonates born to mothers with genital HPV [27]. The
vertical transmission of HPV can be categorized into periconceptional (around the time
of conception), prenatal (pregnancy), and perinatal (birth or immediately after that). It
is known that juvenile-onset RRP is acquired during delivery by vertical transmission
from the mother’s anogenital site to the child’s respiratory tract either through the birth
canal or infected amniotic fluid and placenta [27]. A study by Venkatesan and colleagues
demonstrated a significant risk (231 times more) of juvenile RRP in children born to mothers
with active HPV infection than children born to unaffected mothers [28].

Moreover, previous investigations reported the possibility of transmission during the
periconceptional period, as HPV is found in the male reproductive tract and semen samples,
suggesting HPV transmission during fertilization [29,30]. Current evidence shows that the
perinatal period is the most likely period for transmission [31]. Moreover, the risk of vertical
transmission has also been linked with the mode of delivery. A meta-analysis concluded
that cesarean section is associated with significantly lower rates of HPV transmission when
compared to vaginal delivery [32]. Studies also reported childhood-onset RRP in firstborn
and vaginally delivered children compared to patients of a similar age [33,34]. One of
the plausible reasons includes a prolonged second stage of labor in primigravida women
resulting in continual exposure of the fetus to the virus [35].

Nevertheless, a report by Zouridis et al. found no significant difference in vertical
transmission when comparing vaginal delivery and cesarean section [36]. On the other
hand, breastfeeding is also considered a mode of vertical transmission; a high prevalence
of HPV subtypes, including HPV types 6 and 11, was found in the nipple and areola
epithelia in breast cancer samples [37]. Meanwhile, an investigation revealed that most
children have an absence of infection at six months, indicating temporary inoculation rather
than actual vertical infection [38]. This indicates the need for further investigations to
understand different aspects of RRP disease, including its etiological factors, development,
and complication, leading to identifying the best treatment options.

2. Clinical Presentation

As mentioned above, most newborns are infected before or during delivery. Nonethe-
less, symptoms do not usually appear immediately; instead, they generally appear between
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2 and 6 years. Patients infected with HPV type 11 have a younger presentation, aligning
with the more aggressive course [4,39]. The most common early symptom is hoarseness,
which might be challenging to notice at a young age [40]. Another initial symptom is
progressive dysphonia, which is also more frequent in adults [22,41]. Due to upper airway
involvement, dyspnea, chronic cough, recurrent upper respiratory infections, pneumonia,
acute respiratory distress, dysphagia, and/or failure to thrive may be present [41,42]. In
addition, presence of HPV genomic sequences has been reported in the nasal cavity [43].
These symptoms may lead to a misdiagnosis of asthma, laryngotracheobronchitis, foreign
body aspiration, or laryngomalacia. Several reports show that the initial presentation relies
heavily on the availability of healthcare services since countries and healthcare centers
with poor facilities usually have a higher percentage of patients presenting with more
severe symptoms like stridor and respiratory distress as the initial symptoms [44–46]. The
initial site of infection is usually the larynx. Spread to extralaryngeal structures most
commonly starts with the trachea, followed by the oropharynx, nasopharynx, nose, oral
cavity, and rarely the lung, which can be identified using computed tomography (CT) [4].
This distribution is associated with poor innate immunity.

In addition to the delayed onset, there is also delayed diagnosis due to the subtle
manifestations seen, causing diagnosis to occur about one year after initial symptoms
appear [47]. Diagnosis is usually made using flexible fiberoptic laryngoscopy or direct
laryngoscopy and biopsy in addition to the symptoms mentioned above [48]. Confirmatory
diagnosis of RRP is done by laryngoscopy or fiberoptic bronchoscopy. Bronchoscopy is
considered as the most reliable technique for diagnosis of RRP lesions of the central airway
and aids in the therapeutic planning of RRP [3]. However, in cases of tracheobronchial
changes, further evaluation is done using CT-scan [49]. While helical CT is the standard
diagnosis method for RRP, it is infrequently diagnosed by X-ray [50]. In RRP patients
including lung involvement, chest X-rays tend to indicate the presence of solid or cavitated
pulmonary nodules [49]. On the other hand, helical CT demonstrates a higher accurate
rate in the identification of tracheobronchial and pulmonary lesions [51]. Moreover, CT
scan findings report the presence of focal or diffused airway narrowing on the mucosal
surface [3]. CT scan images of lung involvement in RRP include single or multiple solid
nodular or polypoid lesions mainly in the basal and posterior regions of varying sizes [3].
Other CT findings are associated with airway blocking, secondary infections as well as
bronchiectasis [3]. A non-invasive technique for RRP diagnosis is virtual bronchoscopy
of the tracheobronchial tree, providing three-dimensional images of the airway [52]. In
addition, magnetic resonance imaging (MRI) shows presence of lesions in the larynx,
tracheobronchial and pulmonary regions, however, its role in RRP diagnosis is not well-
defined [53]. The presence and location of lesions, calcifications as well as association with
pulmonary parenchyma abnormalities and clinical data indicate specific diagnosis and can
help direct the therapeutic interventions [51,54]. Finally, histopathological findings confirm
the diagnosis of RRP [54,55].

Histologically, RRP is composed of neoplastic squamous epithelium with exophytic,
finger-like projections overlying supporting fibrovascular cores. The surface epithelium
may show abnormal keratinization and basal cell hyperplasia. Epithelial atypia is usually
absent [4,22,56]. Generally, papillomas appear as nodules or exophytic masses. Several
papillamatous lesions grow at anatomical sites. Moreover, HPV is involved in epithelial
maturation delay leading to thickening of the basal layer and increase in the number of
nucleated cells in the suprabasal layer of the stratified epithelium [57]. In cases where
lesions spread to the tracheobronical tree, the epithelium appears squamous, ciliated and
cylindrical [49]. On the other hand, pulmonary lesions differ morphologically and appear
as foci of squamous epithelium [49]. The lesions tend to grow, combine and damage
the pulmonary parenchyma leading to cavity formation [49,51]. Histologically, although
papillomas are benign, they can undergo malignant transformation and pathological
changes include atypia focal necrosis, foci of keratinization and sheets of polyglonal tumor
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cells [53]. In addition, immunohistochemical analysis reports the presence of cytokeratins-5
and -6 demonstrating epithelial origin [53].

Staging is also necessary to determine the appropriate therapy. Staging includes an
assessment of clinical features and a structural assessment. Remission is achieved in most
patients with the support of a robust immune system, which plays an essential role in
eliminating HPV-caused infections. Nevertheless, recurrence and persistence of the disease
also may occur in several cases [4,58].

3. Immune Response

It has been revealed that infants exposed to HPVs in the birth canal do not develop
RRP, suggesting other factors, including immunologic and genetic factors affecting the
development and recurrence of this disease (Figure 1) [28].

Figure 1. Outline of HPV type 6 and 11 infection pathways. Although RRP is not a malignancy, it can progress to cancer
following further genomic deregulation caused by other oncogenes or oncoviruses.

However, the pathogenesis of low-risk and high-risk HPVs is different [59]. While
E6 and E7 proteins of low-risk HPV are involved in the evolved viral life cycle, they
display a comparatively fewer transforming activities and do not play a role in genomic
instability [59]. In contrast, E6 and E7 proteins of high-risk HPVs maintain a low copy
number in infected cells with a prolonged persistence without causing clinical disease [59].
In addition, transformed cells influence the local immune environment allowing high-risk
HPVs to escape from immune attack [59]. Several studies reported E6/E7 interactions
with the host immune system; the E6/E7 protein of HPV inhibits activation of target
human keratinocyte cells and transcription of inflammatory cytokines by deregulating
the antiviral signaling cascade [60–63]. E6/E7 co-operate and inhibit the expression of
several inflammatory cytokines, including interleukins (ILs)-2, -8, and -18 [60,64,65]. In
RRP-infected patients, E6 can block the expression of interleukins (ILs), IL-2, and IL-8, thus,
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causing an imbalance in the adaptive immune response [66]. On the other hand, IL-18
plays a significant role in the skin inflammatory response to viral infection; increased IL-18
in the presence of HPV infection can reduce the cellular immune response [67]. A previous
investigation reported that the CR3 region of E7 was required for triggering the production
of IL-18 in keratinocytes; increased IL-18 expression inhibits the activation of CD4-positive
lymphocytes [68]. The study indicates that elevated IL-18 can help HPV escape the immune
response and contribute to HPV persistence in the epithelium [68]. Moreover, E6/E7
decrease antiviral interferon production by deregulating the roles of interferons (IFNs)
regulatory factors (IRFs) [69,70] and nuclear factor kappa B (NF-κB) [71,72]. On the other
hand, E7 inhibits cytostatic cascade of certain cytokines (transforming growth factor β

(TGF-β), tumor necrosis factor α (TNF-α), IFN-α, IFN-γ, and insulin-like growth factors
(IGFs)) involved in regulating cellular growth and immune reaction to viral infection.
While E7 inhibits TGF-β, promoting epithelial cell growth [73], in keratinocytes expressing
E7, TNF-β is deregulated, inducing cellular differentiation [74]. In addition, E7 reduces
IFN-β expression and deregulates IFN-α–mediated cellular signaling, further evading
immune response to IFNs [75,76]. In low-risk HPV-infected patients, response rate of IFNα

is higher in comparison to those infected with high-risk HPVs [77], indicating involvement
of high-risk HPVs in IFN signaling resistance. Additionally, the E6 protein of HPVs
significantly impairs immune regulation in RRP [66], thus modifying immature Langerhans
cells (iLCs) response and TH2-like/Treg HPV-specific adaptive immunity [78]. A recent
study in RRP patients showed compromised monocyte/ iLCs due to elevated levels of
cyclooxygenase-2/prostaglandin E2 (PGE2) [78]. Another study in RRP patients reported
a rise in a subset of circulating CD4+ T cells that expresses TH2-like cytokines, increasing
the likelihood of a TH2 and Treg response [79,80]. Additionally, in RRP patients, levels of
several TH2-like chemokines (CCL17, CCL18, and CCL22) were elevated and associated
with disease severity [81].

Additionally, the innate immune response is also dysregulated. This is partly due
to the dysregulation of adaptive immunity, which leads to the dysfunctional activation
of innate immunity. Increased IL-1F9 expression is found in patients with RRP and is
associated with disease severity; IL-1F9 was found to induce a TH2-like response and
modify innate signaling [82,83]. Interestingly, programmed death-ligand 1 (PD-L1), a
negative immune regulator on APCs, is up-regulated in the papilloma and infiltrating
immune cells [84]. These differences in immune responses may explain the reason behind
the small percentage of people who develop clinical manifestations of the disease. The
immune aspect of the disease has led to several trials aiming to use immune therapy to
reduce the severity and/or occurrence of RRP [85,86].

4. Malignant Transformation

The risk of malignant transformation in RRP is exceptionally low (1–2%) [87]. In addi-
tion, squamous cell carcinomas that arise due to RRP are usually well-differentiated [88–91].
This risk is commonly found in adults with additional adverse factors [88,90,91]. Moreover,
children with early-onset and prolonged disease carry a greater risk [28]. Interestingly,
several studies have consistently found HPV-11 in malignant cases, suggesting a higher risk
than HPV-6 [92–95]. Another study also identified HPV11-positive patients to develop ma-
lignancy in the area of the papilloma as compared to HPV6-positive patients, who showed
no sign of malignant development [95]. In addition, a case series including HPV11-positive
children with RRP reported the development of bronchogenic squamous cell carcinoma,
indicating the possible transformation of RRP into malignancy [88,89,94,96].

As mentioned, the role of E6/E7 proteins of low-risk HPVs differs from high-risk
HPVs as does their interaction with cellular proteins. While E6 proteins of both low-
and high-risk HPVs bind to p53, only high-risk E6 proteins interact with the p53 core
domain resulting in p53 degradation (Figure 1) [97]. Likewise, E7 proteins of both low
and high-risk HPVs are also capable of cooperating with the Rb protein [98]. Nevertheless,
E7 proteins of high-risk HPVs have a higher affinity for Rb which interrupts Rb and E2F
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interactions (Figure 1) [98]. A study by Zhang et al. [99] demonstrated that E7 proteins
of both HPV6 (low-risk) and HPV16 (high-risk) can disrupt p130 as well as delay and/or
reduce differentiation, however, as reported previously [98], only E7 protein of the high-
risk HPV can control pRb and p107 for oncogenesis. In general, the E6/E7 proteins of
high-risk HPVs play a causal role in oncogenesis. While, E6 is involved in telomerase
activation and thus disrupts pathways involved in cell growth, proliferation, differentiation,
immune recognition and survival signaling, E7 can promote genomic instability [100,101].
The E6/E7-induced activities of cell-cycle alteration, telomerase activation and genomic
instability creates a suitable environment for cell transformation [101]. Several studies
have also demonstrated a molecular mutation in the p53 oncogene to play a crucial role in
malignant transformation [89–92]. E6 and E7 oncogenes of HPV target retinoblastoma (Rb)
and p53, respectively, leading to keratinocyte cancerization and malignant transformation
in cooperation with other oncogenes or oncoviruses (Figure 1) [93,102–104]. In some
RRP cases, there are concurrent viral infections of RRP with other viruses, such as HSV-1,
cytomegalovirus, and EBV [105,106]. In some instances, aggressive RRP can develop
into lung cancer. A recent study conducted with Juvenile-onset recurrent respiratory
papillomatosis (JoRPP) confirmed the involvement of E6 and E7 in RRP caused by low-risk
HPV; higher levels of E6 and E7 transcription correlated with increased aggressiveness
of the disease course [24]. Studies also revealed underlying molecular mechanisms of
low-risk HPVs induced malignancies [82,103,107,108]. Expression of chemokine ligands
CXCL1, CXCL6, CXCL8, and vascular endothelial growth factor (VEGF)-A were found
to be differentially expressed in papillomas and to be associated with severe RRP and
malignant progression [82,108]. In addition, the expression of both oncogenes, as well as
tumor suppressor genes, also demonstrated differential expression in papillomas [82]. This
suggests the use of E6 and E7 of HPV types 6 and 11 as possible prognostic biomarkers for
RRP and a potential target for the treatment of this disease.

5. Treatment of RRP

Although there is no definitive cure for RRP, typical management includes surgical
and medical therapy to treat RRP recurrence (Table 1). Table 1 summarizes the different
therapeutic strategies used for RRP treatment.

Table 1. Therapeutic strategies used in RRP treatment.

Therapy Treatment Rationale Reference

Surgery

Microdebridement
Removal of papilloma along with maintaining

healthy respiratory tract tissue [109,110]Sharp dissection

CO2 laser surgery

Photodynamic
Therapy

Di-hematoporphyrin ether
(DHE)

Short-term immunologic viral clearance of
antigens mediated by IL-10 and IFN-γ on

presence of E6/E7 oncoproteins of HPV due to
necrosis of infected tissue

[85,111,112]
M-tetra(hydroxyphenyl)

chlorine

Photoangiolytic Laser Potassium titanium
phosphate [KTP]

Reduces the infected tissue by disrupting
papilloma microcirculation [111,113]

Alpha-interferon They block viral RNA or DNA replication by
stimulating protein kinase and endonuclease [114–116]

Antiviral Therapies

Ribavirin
Used to treat respiratory syncytial virus in
infants. Used for treatment of aggressive

laryngeal RRP
[117]
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Table 1. Cont.

Therapy Treatment Rationale Reference

Adjuvant Therapies

Acyclovir
Treatment of RRP with co-existing viruses

(HSV-1, EBV or cytomegalovirus) as it targets
thymidine kinase presented by these viruses

[105,118]

Cidofovir An analog of cytosine, it reduces DNA
transcription efficacy [119]

Celebrex (Ongoing
Clinical Trials)

It is a COX-2 inhibitor and aims to provide a
prolonged inhibitory effect on microvascular

regrowth and COX-2 enzyme, thus preventing
recurrence of RRP

[120,121]

Ranitidine Demonstrates immunomodulatory effects and
reduces RRP recurrence [122–124]

Dietary Supplements

Indole-3-Carbinol (I3C)
Increases estrogen binding in RRP lesions. In

mice, I3C reduced formation of papilloma lesion
by 75%

[125,126]

Retinoids, metabolites and
Vitamin A

Excess and lack of vitamin A reduces squamous
differentiation and induces hyperkeratinization [127,128]

Inhibitors

EGFR inhibitors
(Gefitinib)

They inhibit epithelial growth and
differentiation of HPV16-infected keratinocytes,

thus reducing RRP growth. Used in RRP
treatment in the presence of extensive

tracheobronchial epithelial cells

[129,130]

VEGF inhibitors
Inhibits VEGF activity and prevents receptor

activation, thus increasing time between surgical
intervention and reduces RRP severity

[131–134]

Vaccines

HPV Vaccines

Cervarix Targets HPVs-16 and -18

[135–138]Gardasil Targets HPVs-6, -11, -16 and -18

Gardasil-9 Targets HPVs-6, -11, -16, -18, -31, -33, -45, -52
and -58

DNA Vaccines

INO-3016
Targets the E6/E7 oncoproteins of HPV, creates a

T-cell immunological response and reduces
surgical intervention

[139,140]

CO2: Carbon dioxide; COX-2: Cyclooxygenase-2; DHE: Di-hematoporphyrin ether; EBV: Epstein–Barr virus; EGFR: Epidermal growth
factor; HPV: Human papillomavirus; HSV-1: Human simplex virus-1; I3C: Indole-3-Carbinol; IFN-γ: Interferon gamma; IL-10: Interleukin-
10; KTP: Potassium titanium phosphate; RRP: Recurrent respiratory papillomatosis; VEGF: Vascular endothelial growth factor.

5.1. Surgery

Surgery is the primary treatment of RRP; on an average basis, RRP patients un-
dergo approximately four surgeries annually [141]. The purpose of surgery involves
papilloma removal in parallel to preserving healthy respiratory tract tissue; common
methods for surgery include microdebridement, sharp dissection, and Carbon dioxide
(CO2)-laser [109,110]. Although microdebridement offers detailed papilloma resection,
post-operative side effects can include vocal cord injury and scarring. CO2-laser surgery
is the most frequently used laser for RRP [35]. CO2-laser surgery vaporizes the diseased
tissue and helps minimize disease recurrence; however, cold steel excision micro instru-
mentation treatment is preferred over CO2-laser surgery to prevent scar formation of vocal
cords, particularly in adults [35,85]. In addition, endoscopic microdebrider is preferred
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over CO2-lasers as it helps to rapidly reduce the papilloma in addition to improving voice
quality, decreased mucosal injury, and better cost-benefit [111]. However, despite removing
all clinically evident papilloma, latent viruses may remain in the nearby tissues.

Photodynamic Therapy (PDT) is another form of therapy used for RRP treatment that
stimulates gradual necrosis of diseased tissue, causing the release of HPV oncoproteins
(E6 and E7) [85]. This allows the presentation of antigens and short-term immunologic viral
clearance interceded by IL-10 and IFN-γ [112]. Di-hematoporphyrin ether (DHE) was the
first drug developed under PDT. The treatment showed small but statistically significant
results in reducing RRP growth. However, patients treated with DHE became markedly
photosensitive for 2-8 weeks following the treatment [35]. M-tetra(hydroxyphenyl) chlorine,
the last drug developed, has shown comparatively fewer damaging results in animal
models [35,112]. However, the dye utilized in PDT is not virus-specific and hence is likely
to damage nearby healthy laryngeal tissue.

On the other hand, the photoangiolytic laser provides a safe and effective treatment for
RRP. The frequently used photoangiolytic laser is potassium titanium phosphate (KTP), a
585 nm flash dye or argon laser which disrupts papilloma microcirculation, thus shrinking
the infected tissue. The KTP laser is often used alongside a ventilating bronchoscopy or
ventilating resectoscope when the papilloma is present in the tracheobronchial tree [111].
In addition, since KTP laser provides surgical precision, it is used in combination with
bevacizumab, an anti-angiogenic agent [113].

Although surgery is the primary treatment choice, in approximately 20% of the cases,
adjuvant therapy is required [85,142]. The main indication for adjuvant therapy includes a
total of more than four surgical procedures in 12 months or less, rapid regrowth of resected
papilloma, or metastasis [35]. Some of the primary adjuvant therapies used are discussed
in the section below.

5.2. Adjuvant Therapies

Adjuvant therapies include the use of interferon, antiviral therapeutics (Acyclovir,
Cidofovir, Ribavirin), retinoids, in addition to inhibitors of the cyclooxygenase-2 [143].

Alpha-interferon was the first mode of treatment used in adjuvant therapy for
RRP [114,115]. Interferons are proteins produced by cells to inhibit viral RNA and DNA
replication by enhancing protein kinase and endonuclease [116]. However, the use of inter-
ferons induces both acute side effects, such as fever, nausea, fatigue, chills, or headache;
Chronic side effects include a decrease in the child’s growth rate, increase in liver transami-
nase levels, and febrile seizures [35].

The use of other antivirals has also been encouraged for RRP treatment (Table 1). For
example, Ribavirin is used for the treatment of a more aggressive laryngeal RRP [117].
Another antiviral drug, Acyclovir, was found effective in some RRP cases, with coexisting
viral infections (HSV-1, cytomegalovirus, or EBV) [105,106]. The activity of this drug is
dependent on the presence of virus-encoded thymidine kinase [118]. Cidofovir, an analog
of cytosine, is either given intravenously, via nebulization, or by intralesional injection
and is frequently used as an antiviral in adjuvant treatment for RRP [85,119]. Although
intralesional administration has no local side effects, long-term risks have shown cidofovir
to be carcinogenic [85].

Celebrex is a Cox-2-inhibitor that demonstrated anti papilloma activity, particularly in
rabbit models [120]. Preliminary trials are ongoing to analyze the role of Celebrex in chil-
dren and adults with RRP [121]. In addition, the measles-mumps-rubella (MMR) vaccine,
when injected into RRP lesions, demonstrated moderate therapeutic benefit. However,
further studies are needed to investigate the role of the MMR vaccine as a therapeutic agent
for RRP (41,48). On the other hand, antireflux therapy is gaining importance as it has been
implicated in reducing the recurrence rate of RRP [122–124]. Ranitidine (H2-antihistamine
cimetidine) displayed immunomodulatory effects against HPV-induced RRP [123] and has
been suggested as adjunctive therapy for RRP [124].
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On the other hand, dietary supplements, including Indole-3-Carbinol (I3C) and
retinoids, negative estrogen regulators, have been included as a treatment option for
RRP, based on the elevated levels of estrogen binding present in RRP lesions [125]. A
study in in-vivo models using immunocompromised mice treated with I3C showed a 75%
reduction in the formation of HPV-induced papilloma lesions [126]. Hence, a plausible
role of I3C in reducing RRP lesion size can be postulated. On the other hand, retinoids,
metabolites, and vitamin A analogs were found to inhibit squamous differentiation (excess
vitamin A) and hyperkeratinization (deficiency of vitamin A) [128]. In addition, Accu-
tane (13-cis-retinoic acid) is being used for RRP treatment; however, it was found to have
psychiatric and teratogenic side effects [127].

Treatment options for RRP also include gene therapies where target genes are present
in diseased tissues and not normal cells (Table 1). In the context of RRP, targeting early
HPV 6 and 11 genes, such as E2, E5, E6, and E7, might be particularly relevant. In addition,
EGFR is expressed in RRP; hence use of EGFR inhibitors induced growth arrest and
differentiation in HPV16-infected keratinocytes [129]. Moreover, gefitinib is proposed as a
potential RRP treatment in the presence of extensive tracheobronchial epithelial cells [130].
Additionally, the use of topical aerosol EGFR inhibitors has been reported to enhance
epithelial differentiation and inhibit RRP growth [35].

In addition to gene therapy, checkpoint and VEGF inhibitors are also being studied
for RRP treatment (Table 1). Avastin (Bevacizumab), a monoclonal antibody against
vascular endothelial growth factor (VEGF), has been found to increase the time between
surgical interventions and reduce RRP disease severity [133]. Moreover, intravenous
administration of Avastin is used as adjuvant therapy in patients with advanced pulmonary
and tracheal RRP [131,132,134]. Furthermore, another monoclonal antibody, Avelumab
(Bavencio), an anti-PD-L1 monoclonal antibody, was tested in RRP patients; all patients
with laryngeal RRP responded to the treatment [144], indicating the use of PD-L1 inhibitors
as an additional alternative adjuvant therapy.

5.3. HPV Vaccines

In addition to the above therapeutic strategies, HPV vaccinations are involved in
RRP preventive treatment (Tables 1 and 2). The vaccines are prepared using recombinant
technology established on the self-assembly characteristic of the L1 capsid protein of the
virus [26]. Although the vaccines consist of viral-like particles, they are not infectious. Most
importantly, HPV vaccines differ in the number of HPV types they are comprised of and
their targets [26]. Table 2 summarizes the comparison between the three HPV vaccines.

Table 2. Comparison between the three prophylactic HPV vaccines [26,145].

Bivalent Vaccine Quadrivalent
Vaccine Nonavalent Vaccine

Brand Name Cervarix Gardasil Gardasil-9

Type of Viral-Particle HPV-16, -18 HPV-6, -11, -16, -18
HPV-6, -11, -16, -18,

-31, -33, -45, -52
and -58

Expression System Baculovirus-insect
cell Yeast Yeast

Adjuvant System

AS04 adjuvant system
in sodium chloride,
sodium dihydrogen
phosphate dihydrate

Amorphous
Aluminum

Hydroxyphosphate
Sulfate

Amorphous
Alumi-num

Hydroxyphosphate
Sulfate

Recommended Dose 20/20 µg 20/40/40/20 µg 30/40/60/40/20/
20/20/20/20 µg

Scheduled Dose 0, 1 and 6 months 0, 2 and 6 months 0, 2 and 6 months
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A clinical trial conducted in 2005 included 27 children with severe RRP, used HspE7
(recombination fusion product) as a treatment agent. It reported a significant (93%) increase
in the first inter-surgical interval [146].

On the other hand, the quadrivalent HPV vaccine, Gardasil-4 (Merck, Whitehouse
Station, NJ, USA) that targets HPVs 6, 11, 16, and 18 and the nonavalent HPV vaccine,
Gardasil -9 that targets HPVs 6, 11, 16, 18, 31, 33, 45, 52 and 58 have been postulated for RRP
treatment [136–138]. Recently, Rosenberg et al. performed a systematic review and meta-
analysis of 12 publications and 63 RRP patients treated with Gardasil-9 [138]. The meta-
analysis reported a significant decrease in surgeries per month after the vaccination [138].
Although the underlying mechanism for the therapeutic effect of Gardasil-9 is not known,
it is designed to target the L1 protein of the HPV capsid to generate neutralizing antibodies
and create a vaccine-induced humoral response, thus, inhibiting HPV infection within
or around the surgical site [135,140]. In addition to Gardasil-9, novel DNA vaccines
aim to target the E6/7 oncoproteins of HPV and create a significant T-cell immunologic
response [140]. The novel INO-3016 vaccine demonstrated immunologic response both
in-vitro and in-vivo and reduced inter-surgical interval [139,140].

Furthermore, an HPV-DNA test can act as a predictor of RRP lesion recurrence. If a
patient tests negative, he is less likely to experience recurrence than other patients who
consistently test positive [138]. Since RRP patients display a significant immunologic
response to HPV vaccination, HPV vaccines can be considered a therapeutic option for
RRP-infected individuals.

6. Conclusions

In conclusion, RRP is generally a benign disease characterized by papillomatous
lesions in the aerodigestive tract, commonly affecting infants and young adults. However,
RRP can recur and spread within the respiratory tract, leading to mortality. The underlying
etiology, clinical presentations, and diagnosis are essential for choosing treatment options.
The review indicates that in addition to surgery, RRP incidence is reducing with the
increased use of HPV vaccines, especially Gardasil 4 and 9. Ongoing research using
adjuvant therapy and DNA vaccines, along with PD-L1 inhibitors may pave the way for
additional therapeutic strategies.
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CO2 Carbon dioxide
COX-2 Cyclooxygenase-2
CT Computed tomography
CXCL Chemokine ligand
DHE Di-hematoporphyrin ether
EBV Epstein–Barr virus
EGFR Epidermal growth factor receptor
HPV Human papillomavirus
HSV-1 Herpes simplex virus-1
I3C Indole-3-Carbinol
IGF Insulin-like growth factors
IHC Immunohistochemistry
IL Interleukin
iLCs Immature Langerhans cells
INF Interferon
IRF Interferons regulatory factors
JoRRP juvenile-onset
MMR Measles-mumps-rubella
KTP Potassium titanium phosphate
MRI magnetic resonance imaging
NF-κB Nuclear factor kappa B
PGE2 Prostaglandin E2
PD-L1 Programmed death-ligand 1
RRP Recurrent respiratory papillomatosis
TGF Transforming growth factor
TH2 T helper type 2
TNF Tumor necrosis factor
Treg Regulatory T cells
VEGF Vascular endothelial growth factor
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51. Ağgünlü, L.; Erbaş, G. Recurrent respiratory papillomatosis with lung involvement. Diagn. Interv. Radiol. 2009, 15, 93–95.
[PubMed]

52. Chang, C.H.; Wang, H.C.; Wu, M.T.; Lu, J.Y. Virtual bronchoscopy for diagnosis of recurrent respiratory papillomatosis. J. Formos.
Med. Assoc. 2006, 105, 508–511. [CrossRef]

53. Mauz, P.S.; Zago, M.; Kurth, R.; Pawlita, M.; Holderried, M.; Thiericke, J.; Iftner, A.; Stubenrauch, F.; Sotlar, K.; Iftner, T. A case
of recurrent respiratory papillomatosis with malignant transformation, HPV11 DNAemia, high L1 antibody titre and a fatal
papillary endocardial lesion. Virol. J. 2014, 11, 114. [CrossRef] [PubMed]

54. Marchiori, E.; Pozes, A.S.; Souza Junior, A.S.; Escuissato, D.L.; Irion, K.L.; Araujo Neto, C.; Barillo, J.L.; Souza, C.A.; Zanetti, G.
Diffuse abnormalities of the trachea: Computed tomography findings. J. Bras. Pneumol. 2008, 34, 47–54. [CrossRef]

55. Taliercio, S.; Cespedes, M.; Born, H.; Ruiz, R.; Roof, S.; Amin, M.R.; Branski, R.C. Adult-onset recurrent respiratory papillomatosis:
A review of disease pathogenesis and implications for patient counseling. JAMA Otolaryngol. Head Neck Surg. 2015, 141, 78–83.
[CrossRef]

56. Abramson, A.L.; Steinberg, B.M.; Winkler, B. Laryngeal papillomatosis: Clinical, histopathologic and molecular studies. Laryngo-
scope 1987, 97, 678–685. [CrossRef]

57. Wiatrak, B.J. Overview of recurrent respiratory papillomatosis. Curr. Opin. Otolaryngol. Head Neck Surg. 2003, 11, 433–441.
[CrossRef]

58. Campisi, P.; Hawkes, M.; Simpson, K.; Canadian Juvenile Onset Recurrent Respiratory Papillomatosis Working Group. The epi-
demiology of juvenile onset recurrent respiratory papillomatosis derived from a population level national database. Laryngoscope
2010, 120, 1233–1245. [CrossRef]

59. Zhou, C.; Tuong, Z.K.; Frazer, I.H. Papillomavirus Immune Evasion Strategies Target the Infected Cell and the Local Immune
System. Front. Oncol. 2019, 9, 682. [CrossRef]

60. Guess, J.C.; McCance, D.J. Decreased migration of Langerhans precursor-like cells in response to human keratinocytes expressing
human papillomavirus type 16 E6/E7 is related to reduced macrophage inflammatory protein-3alpha production. J. Virol. 2005,
79, 14852–14862. [CrossRef]

61. Reiser, J.; Hurst, J.; Voges, M.; Krauss, P.; Münch, P.; Iftner, T.; Stubenrauch, F. High-risk human papillomaviruses repress
constitutive kappa interferon transcription via E6 to prevent pathogen recognition receptor and antiviral-gene expression. J. Virol.
2011, 85, 11372–11380. [CrossRef]

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

63. Karim, R.; Meyers, C.; Backendorf, C.; Ludigs, K.; Offringa, R.; van Ommen, G.J.; Melief, C.J.; van der Burg, S.H.; Boer, J.M.
Human papillomavirus deregulates the response of a cellular network comprising of chemotactic and proinflammatory genes.
PLoS ONE 2011, 6, e17848. [CrossRef]

64. Cho, Y.S.; Kang, J.W.; Cho, M.; Cho, C.W.; Lee, S.; Choe, Y.K.; Kim, Y.; Choi, I.; Park, S.N.; Kim, S.; et al. Down modulation of
IL-18 expression by human papillomavirus type 16 E6 oncogene via binding to IL-18. FEBS Lett. 2001, 501, 139–145. [CrossRef]

65. Huang, S.M.; McCance, D.J. Down regulation of the interleukin-8 promoter by human papillomavirus type 16 E6 and E7 through
effects on CREB binding protein/p300 and P/CAF. J. Virol. 2002, 76, 8710–8721. [CrossRef]

http://doi.org/10.11604/pamj.2018.30.209.11211
http://doi.org/10.1371/journal.pone.0141722
http://doi.org/10.1016/j.ijporl.2014.09.017
http://doi.org/10.1080/16549716.2017.1289736
http://doi.org/10.1016/j.anorl.2018.07.005
http://doi.org/10.1001/archotol.130.6.711
http://doi.org/10.1016/j.ijporl.2019.109697
http://doi.org/10.1590/S1806-37132008001200016
http://www.ncbi.nlm.nih.gov/pubmed/19517378
http://doi.org/10.1016/S0929-6646(09)60192-3
http://doi.org/10.1186/1743-422X-11-114
http://www.ncbi.nlm.nih.gov/pubmed/24942884
http://doi.org/10.1590/S1806-37132008000100009
http://doi.org/10.1001/jamaoto.2014.2826
http://doi.org/10.1288/00005537-198706000-00005
http://doi.org/10.1097/00020840-200312000-00005
http://doi.org/10.1002/lary.20901
http://doi.org/10.3389/fonc.2019.00682
http://doi.org/10.1128/JVI.79.23.14852-14862.2005
http://doi.org/10.1128/JVI.05279-11
http://doi.org/10.4049/jimmunol.167.1.497
http://doi.org/10.1371/journal.pone.0017848
http://doi.org/10.1016/S0014-5793(01)02652-7
http://doi.org/10.1128/JVI.76.17.8710-8721.2002


Life 2021, 11, 1279 14 of 17

66. DeVoti, J.; Hatam, L.; Lucs, A.; Afzal, A.; Abramson, A.; Steinberg, B.; Bonagura, V. Decreased Langerhans cell responses to
IL-36γ: Altered innate immunity in patients with recurrent respiratory papillomatosis. Mol. Med. 2014, 20, 372–380. [CrossRef]

67. Wittmann, M.; Purwar, R.; Hartmann, C.; Gutzmer, R.; Werfel, T. Human keratinocytes respond to interleukin-18: Implication for
the course of chronic inflammatory skin diseases. J. Investig. Dermatol. 2005, 124, 1225–1233. [CrossRef]

68. Richards, K.H.; Doble, R.; Wasson, C.W.; Haider, M.; Blair, G.E.; Wittmann, M.; Macdonald, A.; Imperiale, M.J. Human
Papillomavirus E7 Oncoprotein Increases Production of the Anti-Inflammatory Interleukin-18 Binding Protein in Keratinocytes. J.
Virol. 2014, 88, 4173–4179. [CrossRef]

69. Antonsson, A.; Payne, E.; Hengst, K.; McMillan, N.A. The human papillomavirus type 16 E7 protein binds human interferon
regulatory factor-9 via a novel PEST domain required for transformation. J. Interferon. Cytokine Res. 2006, 26, 455–461. [CrossRef]

70. Cordano, P.; Gillan, V.; Bratlie, S.; Bouvard, V.; Banks, L.; Tommasino, M.; Campo, M.S. The E6E7 oncoproteins of cutaneous
human papillomavirus type 38 interfere with the interferon pathway. Virology 2008, 377, 408–418. [CrossRef]

71. Byg, L.M.; Vidlund, J.; Vasiljevic, N.; Clausen, D.; Forslund, O.; Norrild, B. NF-κB signalling is attenuated by the E7 protein from
cutaneous human papillomaviruses. Virus. Res. 2012, 169, 48–53. [CrossRef]

72. Vandermark, E.R.; Deluca, K.A.; Gardner, C.R.; Marker, D.F.; Schreiner, C.N.; Strickland, D.A.; Wilton, K.M.; Mondal, S.;
Woodworth, C.D. Human papillomavirus type 16 E6 and E 7 proteins alter NF-kB in cultured cervical epithelial cells and
inhibition of NF-kB promotes cell growth and immortalization. Virology 2012, 425, 53–60. [CrossRef]

73. Pietenpol, J.A.; Stein, R.W.; Moran, E.; Yaciuk, P.; Schlegel, R.; Lyons, R.M.; Pittelkow, M.R.; Münger, K.; Howley, P.M.; Moses, H.L.
TGF-beta 1 inhibition of c-myc transcription and growth in keratinocytes is abrogated by viral transforming proteins with pRB
binding domains. Cell 1990, 61, 777–785. [CrossRef]

74. Münger, K.; Basile, J.R.; Duensing, S.; Eichten, A.; Gonzalez, S.L.; Grace, M.; Zacny, V.L. Biological activities and molecular targets
of the human papillomavirus E7 oncoprotein. Oncogene 2001, 20, 7888–7898. [CrossRef]

75. Barnard, P.; McMillan, N.A. The human papillomavirus E7 oncoprotein abrogates signaling mediated by interferon-alpha.
Virology 1999, 259, 305–313. [CrossRef]

76. Park, J.S.; Kim, E.J.; Kwon, H.J.; Hwang, E.S.; Namkoong, S.E.; Um, S.J. Inactivation of interferon regulatory factor-1 tumor sup-
pressor protein by HPV E7 oncoprotein. Implication for the E7-mediated immune evasion mechanism in cervical carcinogenesis.
J. Biol. Chem. 2000, 275, 6764–6769. [CrossRef]

77. Schneider, A.; Papendick, U.; Gissmann, L.; De Villiers, E.M. Interferon treatment of human genital papillomavirus infection:
Importance of viral type. Int. J. Cancer 1987, 40, 610–614. [CrossRef]

78. Israr, M.; DeVoti, J.A.; Lam, F.; Abramson, A.L.; Steinberg, B.M.; Bonagura, V.R. Altered Monocyte and Langerhans Cell Innate
Immunity in Patients With Recurrent Respiratory Papillomatosis (RRP). Front. Immunol. 2020, 11, 336. [CrossRef]

79. Romagnani, S. Th1 and Th2 in human diseases. Clin. Immunol. Immunopathol. 1996, 80, 225–235. [CrossRef]
80. Bonagura, V.R.; Hatam, L.J.; Rosenthal, D.W.; de Voti, J.A.; Lam, F.; Steinberg, B.M.; Abramson, A.L. Recurrent respiratory

papillomatosis: A complex defect in immune responsiveness to human papillomavirus-6 and -11. APMIS 2010, 118, 455–470.
[CrossRef]

81. Rosenthal, D.W.; DeVoti, J.A.; Steinberg, B.M.; Abramson, A.L.; Bonagura, V.R. T(H)2-like chemokine patterns correlate with
disease severity in patients with recurrent respiratory papillomatosis. Mol. Med. 2012, 18, 1338–1345. [CrossRef] [PubMed]

82. DeVoti, J.A.; Rosenthal, D.W.; Wu, R.; Abramson, A.L.; Steinberg, B.M.; Bonagura, V.R. Immune dysregulation and tumor-
associated gene changes in recurrent respiratory papillomatosis: A paired microarray analysis. Mol. Med. 2008, 14, 608–617.
[CrossRef] [PubMed]

83. Ramadas, R.A.; Li, X.; Shubitowski, D.M.; Samineni, S.; Wills-Karp, M.; Ewart, S.L. IL-1 Receptor antagonist as a positional
candidate gene in a murine model of allergic asthma. Immunogenetics 2006, 58, 851–855. [CrossRef] [PubMed]

84. Ahn, J.; Bishop, J.A.; Roden, R.B.S.; Allen, C.T.; Best, S.R.A. The PD-1 and PD-L1 pathway in recurrent respiratory papillomatosis.
Laryngoscope 2018, 128, E27–E32. [CrossRef]

85. Ivancic, R.; Iqbal, H.; deSilva, B.; Pan, Q.; Matrka, L. Immunological tolerance of low-risk HPV in recurrent respiratory
papillomatosis. Clin. Exp. Immunol. 2020, 199, 131–142. [CrossRef]

86. Brahmer, J.R.; Drake, C.G.; Wollner, I.; Powderly, J.D.; Picus, J.; Sharfman, W.H.; Stankevich, E.; Pons, A.; Salay, T.M.; McMiller,
T.L.; et al. Phase I study of single-agent anti-programmed death-1 (MDX-1106) in refractory solid tumors: Safety, clinical activity,
pharmacodynamics, and immunologic correlates. J. Clin. Oncol. 2010, 28, 3167–3175. [CrossRef]

87. Hartley, C.; Hamilton, J.; Birzgalis, A.R.; Farrington, W.T. Recurrent respiratory papillomatosis—The Manchester experience,
1974–1992. J. Laryngol. Otol. 1994, 108, 226–229. [CrossRef]

88. Cook, J.R.; Hill, D.A.; Humphrey, P.A.; Pfeifer, J.D.; El-Mofty, S.K. Squamous cell carcinoma arising in recurrent respiratory
papillomatosis with pulmonary involvement: Emerging common pattern of clinical features and human papillomavirus serotype
association. Mod. Pathol. 2000, 13, 914–918. [CrossRef]

89. Rady, P.L.; Schnadig, V.J.; Weiss, R.L.; Hughes, T.K.; Tyring, S.K. Malignant transformation of recurrent respiratory papillomatosis
associated with integrated human papillomavirus type 11 DNA and mutation of p53. Laryngoscope 1998, 108, 735–740. [CrossRef]

90. Hammoud, D.; El Haddad, B. Squamous cell carcinoma of the lungs arising in recurrent respiratory papillomatosis. Respir. Med.
CME 2010, 3, 270–272. [CrossRef]

http://doi.org/10.2119/molmed.2014.00098
http://doi.org/10.1111/j.0022-202X.2005.23715.x
http://doi.org/10.1128/JVI.02546-13
http://doi.org/10.1089/jir.2006.26.455
http://doi.org/10.1016/j.virol.2008.04.036
http://doi.org/10.1016/j.virusres.2012.06.028
http://doi.org/10.1016/j.virol.2011.12.023
http://doi.org/10.1016/0092-8674(90)90188-K
http://doi.org/10.1038/sj.onc.1204860
http://doi.org/10.1006/viro.1999.9771
http://doi.org/10.1074/jbc.275.10.6764
http://doi.org/10.1002/ijc.2910400506
http://doi.org/10.3389/fimmu.2020.00336
http://doi.org/10.1006/clin.1996.0118
http://doi.org/10.1111/j.1600-0463.2010.02617.x
http://doi.org/10.2119/molmed.2012.00284
http://www.ncbi.nlm.nih.gov/pubmed/23019074
http://doi.org/10.2119/2008-00060.DeVoti
http://www.ncbi.nlm.nih.gov/pubmed/18607510
http://doi.org/10.1007/s00251-006-0146-x
http://www.ncbi.nlm.nih.gov/pubmed/17021861
http://doi.org/10.1002/lary.26847
http://doi.org/10.1111/cei.13387
http://doi.org/10.1200/JCO.2009.26.7609
http://doi.org/10.1017/S0022215100126350
http://doi.org/10.1038/modpathol.3880164
http://doi.org/10.1097/00005537-199805000-00021
http://doi.org/10.1016/j.rmedc.2009.09.021


Life 2021, 11, 1279 15 of 17

91. Kanazawa, T.; Fukushima, N.; Imayoshi, S.; Nagatomo, T.; Kawada, K.; Nishino, H.; Misawa, K.; Ichimura, K. Rare case of
malignant transformation of recurrent respiratory papillomatosis associated with human papillomavirus type 6 infection and p53
overexpression. Springerplus 2013, 2, 153. [CrossRef]

92. Reidy, P.M.; Dedo, H.H.; Rabah, R.; Field, J.B.; Mathog, R.H.; Gregoire, L.; Lancaster, W.D. Integration of human papillomavirus
type 11 in recurrent respiratory papilloma-associated cancer. Laryngoscope 2004, 114, 1906–1909. [CrossRef]

93. Gorgoulis, V.; Rassidakis, G.; Karameris, A.; Giatromanolaki, A.; Barbatis, C.; Kittas, C. Expression of p53 protein in laryngeal
squamous cell carcinoma and dysplasia: Possible correlation with human papillomavirus infection and clinicopathological
findings. Virchows. Arch. 1994, 425, 481–489. [CrossRef]

94. Rabah, R.; Lancaster, W.D.; Thomas, R.; Gregoire, L. Human papillomavirus-11-associated recurrent respiratory papillomatosis is
more aggressive than human papillomavirus-6-associated disease. Pediatr. Dev. Pathol. 2001, 4, 68–72. [CrossRef]

95. Gerein, V.; Rastorguev, E.; Gerein, J.; Jecker, P.; Pfister, H. Use of interferon-alpha in recurrent respiratory papillomatosis: 20-year
follow-up. Ann. Otol. Rhinol. Laryngol. 2005, 114, 463–471. [CrossRef]

96. Moore, C.E.; Wiatrak, B.J.; McClatchey, K.D.; Koopmann, C.F.; Thomas, G.R.; Bradford, C.R.; Carey, T.E. High-risk human
papillomavirus types and squamous cell carcinoma in patients with respiratory papillomas. Otolaryngol. Head Neck Surg. 1999,
120, 698–705. [CrossRef]

97. Li, X.; Coffino, P. High-risk human papillomavirus E6 protein has two distinct binding sites within p53, of which only one
determines degradation. J. Virol. 1996, 70, 4509–4516. [CrossRef]

98. Heck, D.V.; Yee, C.L.; Howley, P.M.; Münger, K. Efficiency of binding the retinoblastoma protein correlates with the transforming
capacity of the E7 oncoproteins of the human papillomaviruses. Proc. Natl. Acad. Sci. USA 1992, 89, 4442–4446. [CrossRef]

99. Zhang, B.; Chen, W.; Roman, A. The E7 proteins of low- and high-risk human papillomaviruses share the ability to target the pRB
family member p130 for degradation. Proc. Natl. Acad. Sci. USA 2006, 103, 437–442. [CrossRef]

100. Korzeniewski, N.; Spardy, N.; Duensing, A.; Duensing, S. Genomic instability and cancer: Lessons learned from human
papillomaviruses. Cancer Lett. 2011, 305, 113–122. [CrossRef]

101. McBride, A.A.; Warburton, A. The role of integration in oncogenic progression of HPV-associated cancers. PLoS Pathog 2017,
13, e1006211. [CrossRef]

102. Al Moustafa, A.E.; Foulkes, W.D.; Wong, A.; Jallal, H.; Batist, G.; Yu, Q.; Herlyn, M.; Sicinski, P.; Alaoui-Jamali, M.A. Cyclin D1 is
essential for neoplastic transformation induced by both E6/E7 and E6/E7/ErbB-2 cooperation in normal cells. Oncogene 2004, 23,
5252–5256. [CrossRef]

103. Al Moustafa, A.E.; Foulkes, W.D.; Benlimame, N.; Wong, A.; Yen, L.; Bergeron, J.; Batist, G.; Alpert, L.; Alaoui-Jamali, M.A.
E6/E7 proteins of HPV type 16 and ErbB-2 cooperate to induce neoplastic transformation of primary normal oral epithelial cells.
Oncogene 2004, 23, 350–358. [CrossRef]

104. Al Moustafa, A.E.; Chen, D.; Ghabreau, L.; Akil, N. Association between human papillomavirus and Epstein-Barr virus infections
in human oral carcinogenesis. Med. Hypotheses 2009, 73, 184–186. [CrossRef]

105. Pou, A.M.; Rimell, F.L.; Jordan, J.A.; Shoemaker, D.L.; Johnson, J.T.; Barua, P.; Post, J.C.; Ehrlich, G.D. Adult respiratory
papillomatosis: Human papillomavirus type and viral coinfections as predictors of prognosis. Ann. Otol. Rhinol. Laryngol. 1995,
104, 758–762. [CrossRef]

106. Rimell, F.L.; Shoemaker, D.L.; Pou, A.M.; Jordan, J.A.; Post, J.C.; Ehrlich, G.D. Pediatric respiratory papillomatosis: Prognostic
role of viral typing and cofactors. Laryngoscope 1997, 107, 915–918. [CrossRef]

107. Lehoux, M.; D’Abramo, C.M.; Archambault, J. Molecular mechanisms of human papillomavirus-induced carcinogenesis. Public
Health Genom. 2009, 12, 268–280. [CrossRef]

108. Moriconi, A.; Cesta, M.C.; Cervellera, M.N.; Aramini, A.; Coniglio, S.; Colagioia, S.; Beccari, A.R.; Bizzarri, C.; Cavicchia, M.R.;
Locati, M.; et al. Design of noncompetitive interleukin-8 inhibitors acting on CXCR1 and CXCR2. J. Med. Chem. 2007, 50,
3984–4002. [CrossRef] [PubMed]

109. Handa, K.; Tb, S. Management of Recurrent Respiratory Papillomatosis: Current Status. Int. J. Phonosurgery Laryngol. 2011, 1,
33–36. [CrossRef]

110. Ivancic, R.; Iqbal, H.; deSilva, B.; Pan, Q.; Matrka, L. Current and future management of recurrent respiratory papillomatosis.
Laryngoscope Investig. Otolaryngol. 2018, 3, 22–34. [CrossRef] [PubMed]

111. McMillan, K.; Shapshay, S.M.; McGilligan, J.A.; Wang, Z.; Rebeiz, E.E. A 585-nanometer pulsed dye laser treatment of laryngeal
papillomas: Preliminary report. Laryngoscope 1998, 108, 968–972. [CrossRef]

112. Shikowitz, M.J.; Abramson, A.L.; Steinberg, B.M.; DeVoti, J.; Bonagura, V.R.; Mullooly, V.; Nouri, M.; Ronn, A.M.; Inglis, A.;
McClay, J.; et al. Clinical trial of photodynamic therapy with meso-tetra (hydroxyphenyl) chlorin for respiratory papillomatosis.
Arch. Otolaryngol. Head Neck Surg. 2005, 131, 99–105. [CrossRef]

113. Zeitels, S.M.; Barbu, A.M.; Landau-Zemer, T.; Lopez-Guerra, G.; Burns, J.A.; Friedman, A.D.; Freeman, M.W.; Halvorsen, Y.D.;
Hillman, R.E. Local injection of bevacizumab (Avastin) and angiolytic KTP laser treatment of recurrent respiratory papillomatosis
of the vocal folds: A prospective study. Ann. Otol. Rhinol. Laryngol. 2011, 120, 627–634. [CrossRef]

114. Healy, G.B.; Gelber, R.D.; Trowbridge, A.L.; Grundfast, K.M.; Ruben, R.J.; Price, K.N. Treatment of recurrent respiratory
papillomatosis with human leukocyte interferon. Results of a multicenter randomized clinical trial. N. Engl. J. Med. 1988, 319,
401–407. [CrossRef]

http://doi.org/10.1186/2193-1801-2-153
http://doi.org/10.1097/01.mlg.0000147918.81733.49
http://doi.org/10.1007/BF00197551
http://doi.org/10.1007/s100240010105
http://doi.org/10.1177/000348940511400608
http://doi.org/10.1053/hn.1999.v120.a91773
http://doi.org/10.1128/jvi.70.7.4509-4516.1996
http://doi.org/10.1073/pnas.89.10.4442
http://doi.org/10.1073/pnas.0510012103
http://doi.org/10.1016/j.canlet.2010.10.013
http://doi.org/10.1371/journal.ppat.1006211
http://doi.org/10.1038/sj.onc.1207679
http://doi.org/10.1038/sj.onc.1207148
http://doi.org/10.1016/j.mehy.2009.02.025
http://doi.org/10.1177/000348949510401002
http://doi.org/10.1097/00005537-199707000-00015
http://doi.org/10.1159/000214918
http://doi.org/10.1021/jm061469t
http://www.ncbi.nlm.nih.gov/pubmed/17665889
http://doi.org/10.5005/jp-journals-10023-1008
http://doi.org/10.1002/lio2.132
http://www.ncbi.nlm.nih.gov/pubmed/29492465
http://doi.org/10.1097/00005537-199807000-00003
http://doi.org/10.1001/archotol.131.2.99
http://doi.org/10.1177/000348941112001001
http://doi.org/10.1056/NEJM198808183190704


Life 2021, 11, 1279 16 of 17

115. Leventhal, B.G.; Kashima, H.K.; Weck, P.W.; Mounts, P.; Whisnant, J.K.; Clark, K.L.; Cohen, S.; Dedo, H.H.; Donovan, D.J.; Fearon,
B.W.; et al. Randomized surgical adjuvant trial of interferon alfa-n1 in recurrent papillomatosis. Arch. Otolaryngol. Head Neck
Surg. 1988, 114, 1163–1169. [CrossRef]

116. Sen, G.C. Mechanism of interferon action: Progress toward its understanding. Prog. Nucleic Acid. Res. Mol. Biol. 1982, 27, 105–156.
[CrossRef]

117. McGlennen, R.C.; Adams, G.L.; Lewis, C.M.; Faras, A.J.; Ostrow, R.S. Pilot trial of ribavirin for the treatment of laryngeal
papillomatosis. Head Neck 1993, 15, 504–512. [CrossRef]

118. Chaturvedi, J.; Sreenivas, V.; Hemanth, V.; Nandakumar, R. Management of adult recurrent respiratory papillomatosis with oral
acyclovir following micro laryngeal surgery: A case series. Indian J. Otolaryngol. Head Neck Surg. 2014, 66, 359–363. [CrossRef]

119. Tran, M.N.; Galt, L.; Bashirzadeh, F. Recurrent respiratory papillomatosis: The role of cidofovir. Respirol. Case Rep. 2018, 6, e00371.
[CrossRef]

120. Wu, R.; Coniglio, S.J.; Chan, A.; Symons, M.H.; Steinberg, B.M. Up-regulation of Rac1 by epidermal growth factor mediates
COX-2 expression in recurrent respiratory papillomas. Mol. Med. 2007, 13, 143–150. [CrossRef]

121. Whang, Z. Celebrex (Celecoxib) Treatment of Laryngeal Papilloma. Available online: https://ClinicalTrials.gov/show/NCT005
92319 (accessed on 15 November 2021).

122. Borkowski, G.; Sommer, P.; Stark, T.; Sudhoff, H.; Luckhaupt, H. Recurrent respiratory papillomatosis associated with gastroe-
sophageal reflux disease in children. Eur. Arch. Otorhinolaryngol. 1999, 256, 370–372. [CrossRef]

123. Harcourt, J.P.; Worley, G.; Leighton, S.E. Cimetidine treatment for recurrent respiratory papillomatosis. Int. J. Pediatr. Otorhino-
laryngol. 1999, 51, 109–113. [CrossRef]

124. McKenna, M.; Brodsky, L. Extraesophageal acid reflux and recurrent respiratory papilloma in children. Int. J. Pediatr. Otorhino-
laryngol. 2005, 69, 597–605. [CrossRef]

125. Essman, E.J.; Abramson, A. Estrogen binding sites on membranes from human laryngeal papilloma. Int. J. Cancer 1984, 33, 33–36.
[CrossRef]

126. Newfield, L.; Goldsmith, A.; Bradlow, H.L.; Auborn, K. Estrogen metabolism and human papillomavirus-induced tumors of the
larynx: Chemo-prophylaxis with indole-3-carbinol. Anticancer Res. 1993, 13, 337–341.

127. Bell, R.; Hong, W.K.; Itri, L.M.; McDonald, G.; Strong, M.S. The use of cis-retinoic acid in recurrent respiratory papillomatosis of
the larynx: A randomized pilot study. Am. J. Otolaryngol. 1988, 9, 161–164. [CrossRef]

128. Lotan, R. Effects of vitamin A and its analogs (retinoids) on normal and neoplastic cells. Biochim. Biophys. Acta 1980, 605, 33–91.
[CrossRef]

129. Ben-Bassat, H.; Rosenbaum-Mitrani, S.; Hartzstark, Z.; Shlomai, Z.; Kleinberger-Doron, N.; Gazit, A.; Plowman, G.; Levitzki, R.;
Tsvieli, R.; Levitzki, A. Inhibitors of epidermal growth factor receptor kinase and of cyclin-dependent kinase 2 activation induce
growth arrest, differentiation, and apoptosis of human papilloma virus 16-immortalized human keratinocytes. Cancer Res. 1997,
57, 3741–3750.

130. Bostrom, B.; Sidman, J.; Marker, S.; Lander, T.; Drehner, D. Gefitinib therapy for life-threatening laryngeal papillomatosis. Arch.
Otolaryngol. Head Neck Surg. 2005, 131, 64–67. [CrossRef]

131. Bedoya, A.; Glisinski, K.; Clarke, J.; Lind, R.N.; Buckley, C.E.; Shofer, S. Systemic Bevacizumab for Recurrent Respiratory
Papillomatosis: A Single Center Experience of Two Cases. Am. J. Case Rep. 2017, 18, 842–846. [CrossRef]

132. Best, S.R.; Mohr, M.; Zur, K.B. Systemic bevacizumab for recurrent respiratory papillomatosis: A national survey. Laryngoscope
2017, 127, 2225–2229. [CrossRef] [PubMed]

133. Maturo, S.; Hartnick, C.J. Use of 532-nm pulsed potassium titanyl phosphate laser and adjuvant intralesional bevacizumab
for aggressive respiratory papillomatosis in children: Initial experience. Arch. Otolaryngol. Head Neck Surg. 2010, 136, 561–565.
[CrossRef] [PubMed]

134. Zur, K.B.; Fox, E. Bevacizumab chemotherapy for management of pulmonary and laryngotracheal papillomatosis in a child.
Laryngoscope 2017, 127, 1538–1542. [CrossRef] [PubMed]

135. Makiyama, K.; Hirai, R.; Matsuzaki, H. Gardasil Vaccination for Recurrent Laryngeal Papillomatosis in Adult Men: First Report:
Changes in HPV Antibody Titer. J. Voice 2017, 31, 104–106. [CrossRef]

136. Markowitz, L.E.; Dunne, E.F.; Saraiya, M.; Chesson, H.W.; Curtis, C.R.; Gee, J.; Bocchini, J.A.; Unger, E.R. Human Papillomavirus
Vaccination Recommendations of the Advisory Committee on Immunization Practices (ACIP). Morb. and Mortal. Wkly. Rep.
Recomm. Rep. 2014, 63, 1–30.

137. Mauz, P.S.; Schäfer, F.A.; Iftner, T.; Gonser, P. HPV vaccination as preventive approach for recurrent respiratory papillomatosis—A
22-year retrospective clinical analysis. BMC Infect. Dis. 2018, 18, 343. [CrossRef]

138. Rosenberg, T.; Philipsen, B.B.; Mehlum, C.S.; Dyrvig, A.K.; Wehberg, S.; Chirilǎ, M.; Godballe, C. Therapeutic Use of the Human
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