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Cultural Linguistic Competency (CLC) & Implicit Bias (IB)

STATE LAW:

The California legislature has passed Assembly Bill (AB) 1195, which states that as of July 1, 2006, all Category 1 CME activities that relate to patient care must 
include a cultural diversity/linguistics component. It has also passed AB 241, which states that as of January 1, 2022, all continuing education courses for a 
physician and surgeon must contain curriculum that includes specified instruction in the understanding of implicit bias in medical treatment.

The cultural and linguistic competency (CLC) and implicit bias (IB) definitions reiterate how patients’ diverse backgrounds may impact their access to care.

EXEMPTION:

Business and Professions Code 2190.1 exempts activities which are dedicated solely to research or other issues that do not contain a direct patient care 
component. 

The following CLC & IB components will be addressed in this presentation: 

 Barriers faced by HPV positive patients
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https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
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Epidemiology of HPV related OPSCCs

 Human papilloma virus (HPV) cancers have been increasing in 
incidence 

 Oropharynx: Tonsils, Base of tongue, soft palate, posterior 
pharyngeal wall

 In 2018 OPSCC had surpassed cervical cancer as the most 
common HPV-associated cancer in the US

 Annual increases in OPSCC incidence rates of 2.7% in men and 
0.8% in women from 1999 to 2015.

10.1056/NEJMcp2108502
10.1056/NEJMra1715715
10.1002/cncr.34124 
Shah J. Jatin Shah’s Head and Neck Surgery and Oncology. 5th ed. Elsevier; 2019. 
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HPV related OPSCCs

 Several different subtypes of HPV

 HPV 16, 18 and 33 most commonly 
cause cancers

 Patients tend to be younger, fewer 
comorbidities and less exposure to 
alcohol and tobacco

 Expression of E6 and E7 
oncoproteins, which disrupt cell 
cycle regulators such as p53 and Rb

HPV-positive HNSCC HPV-negative HNSCC

Age (mean) Younger (40–60) Older (>60)

Main risk factors Sexual contact, 
HPV16 and HPV18

Alcohol and smoking

Mutation burden Lower Higher

Main carcinogenic 
factor

Viral protein E6 and 
E7 action

DNA damage and 
inaccurate DNA 
repair promoted by 
alcohol catabolism 
and smoke 
carcinogen 
components action

Responsiveness to 
chemoradiation

Better than HPV-
negative HNSCC

Worse than HPV-
positive HNSCC

Prognosis Better than HPV-
negative HNSCC

Worse than HPV-
positive HNSCC

10.1002/jmv.29746
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Clinical Presentation

 Neck Mass

 Pain in the back of throat

 Trouble swallowing

 Unilateral ear pain

 Voice change

 Change in diet

 Incidental PET avidity in Oropharynx or Neck

Shah J. Jatin Shah’s Head and Neck Surgery and 
Oncology. 5th ed. Elsevier; 2019. 
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Diagnostic Workup

 Complete Head and Neck exam including 
nasopharyngoscopy

 Biopsy of the primary site or FNA of the neck lymph 
node – excisional biopsies only as last resort

 HPV testing by p16 or in situ hybridization of high risk 
HPV for oropharyngeal SCCs only

 Imaging: 

o CT neck with contrast or MRI neck w/wo 
contrast

o CT chest w/wo contrast

o PET/CT
10.5858/arpa.2024-0388-CP 
Shah J. Jatin Shah’s Head and Neck Surgery and 
Oncology. 5th ed. Elsevier; 2019. 
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Staging

 AJCC 8 edition distinguishes between HPV 
positive and HPV negative due to differences 
prognosis

 No T4a or T4b in HPV positive OPSCCs

 Only N2 in HPV positive OPSCCs

10.1056/NEJMra1715715 
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Treatment

Multidisciplinary team is essential

o Head and Neck Surgery

o Radiation Oncology

o Radiology

o Dentistry

o Pathology

o Nursing

o Physiotherapy/Occupational 
therapy

o Speech pathology

o Social Work

o Dietitian

o Audiology

o Pain management

o Tobacco cessation
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Treatment

 For early-stage HPV-positive OPSCC (I or II), 
single-modality therapy—either transoral robotic 
surgery (TORS) or definitive radiotherapy—is 
standard

 Treatment choice guided by tumor location, 
anticipated cure rate, and functional outcomes
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Transoral Robotic Surgery
 Goals of Transoral Robotic Surgery

o Maybe used to provide a pathologically risk-
adapted means to determine adjuvant therapy

 Recommended for

o T1-T2 OPSCC with a high probability of negative 
margin resection (can consider for select 
exophytic T3)

o Lateralized OPSCC

 Not recommended for:

o if significant soft palate extension

o Matted nodes or extranodal extension

o Parapharyngeal fat involvement

o Abuts the hyoid bone or invades the extrinsic 
tongue musculature

 Adjuvant radiation therapy

o Perineural invasion, lymphovascular invasion

o 2 – 4 positive nodes and/or < 1 mm extranodal 
extension

 Adjuvant chemoradiation therapy

o Positive margins

o 5 or more positive nodes or > 1 mm ENE

10.1200/JCO-24-02755 
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Treatment

 For advanced-stage disease (III or higher), 
concurrent chemoradiation (CCRT) 

 Platinum-based chemotherapy (typically 
cisplatin 100 mg/m² every 3 weeks for 3 
cycles, or 40 mg/m² weekly) remains the 
standard of care
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Occult Primary

 Adult presents with neck mass

 Cancer until proven otherwise

 Excisional biopsies should not be done 
until workup has been completed which 
includes nasopharyngoscopy, palatine 
and lingual tonsillectomy

10.1200/JCO.20.00275 
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Prognosis

 3-year overall survival rate of 82.4% for HPV-positive 
OPSCC versus 57.1% for HPV-negative cases, with a 58% 
reduction in the risk of death for HPV-positive patients

 Median survival for HPV-positive patients is dramatically 
longer (131 months vs. 20 months for HPV-negative 
patients)

10.1200/JCO.22.02625 
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Longterm Outcomes and Quality of Life

10.3322/caac.21343 
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Longterm Outcomes and Quality of Life

10.3322/caac.21343 
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Longterm Outcomes and Quality of Life

10.3322/caac.21343 
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Longterm Outcomes and Quality of Life

10.3322/caac.21343 
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Surveillance

 Clinical follow-up every 1 to 3 months during the first year after treatment, every 2 to 6 months in the second 
year, every 4 to 8 months in years 3 to 5, and annually thereafter

o Practically, every 3 months during first 2 years, every 6 months in years 3 – 5, yearly after 5 years if 
patient prefers

 Imaging is recommended once at 3 to 6 months post-treatment to establish a new baseline, with further 
imaging at the discretion of the treating team, typically guided by symptoms or clinical suspicion of recurrence
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Circulating Tumor DNA

 Disease recurrence was diagnosed in 9% of patients, with 
1- and 2-year RFS of 91% (95% CI = 86%–95%) and 89% 
(95% CI = 84%–94%), respectively. Detectable TTMV 
during surveillance was strongly associated with 
decreased RFS

 Patients with either undetectable TTMV in all surveillance 
tests or with a single indeterminate TTMV result that 
returned to undetectable upon subsequent testing 
remained disease-free and were thus considered true-
negatives

 The trajectory of surveillance TTMV values was 
uptrending just prior to diagnosis of recurrence for most 
true-positive subjects

10.1158/1078-0432.CCR-24-3053  
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HPV Vaccines

 CDC Advisory Committee on Immunization Practices (ACIP) 
recommends routine HPV vaccination for all children at 11 or 12 
years of age, with the option to initiate as early as 9 years. Catch-up 
vaccination is recommended for all previously unvaccinated 
individuals up to age 26, and for adults aged 27 to 45 years, 
vaccination may be considered based on shared clinical decision 
making.

 The only HPV vaccine currently marketed in the United States is the 
9-valent vaccine (Gardasil-9), which covers HPV types 6, 11, 16, 18, 
31, 33, 45, 52, and 58

 For patients already diagnosed with HPV-positive head and neck 
cancer, prophylactic HPV vaccination does not treat existing 
infection or established malignancy, but may provide protection 
against new infections at other mucosal sites

10.15585/mmwr.mm6832a3 
10.1056/NEJMcp2108502
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Clinical Trials at City of Hope – NCT05451004
SPECT-CT Guided Elective Contralateral Neck Treatment (SELECT) for Patients with Localized 
Oropharyngeal Cancer: A Phase III Randomized Controlled Trial
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Clinical Trials at City of Hope – NCT04892173
A Phase III Study of NBTXR3 Activated by Investigator's Choice of Radiotherapy Alone or 
Radiotherapy in Combination With Cetuximab for Platinum-based Chemotherapy-ineligible 
Elderly Patients With LA-HNSCC 
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Clinical Trials at City of Hope – NCT06699212
A Phase III Multicenter, Randomized, Open-label Study of ASP-1929 Photoimmunotherapy in 
Combination with Pembrolizumab Versus Standard of Care in the First Line Treatment of 
Patients with Locoregional Recurrences of HNSCC with no Distant Metastases
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Questions
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