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Abstract: Hereditary women’s syndromes due to inherited mutations result in an elevated risk of
developing gynecological cancers over the lifetime of affected carriers. The BRCA 1 and 2 mutations,
Lynch syndrome (LS), and mutations in rare hereditary syndromes increase this risk and require more
effective management of these patients based on surveillance and prophylactic surgery. Patients need
counseling regarding risk-reducing surgery (RRS) and the time required to perform it, considering
the adverse effects of premenopausal surgery and the hormonal effect on quality of life, bone density,
sexual activity, and cardiological and vascular diseases. Risk-reducing salpingo-oophorectomy (RRSO)
is the gold standard for BRCA-mutated patients. An open question is that of endometrial cancer (EC)
risk in patients with BRCA1/2 mutation to justify prophylactic hysterectomy during RRSO surgical
procedures. RRS provides a 90–95% risk reduction for ovarian and breast cancer in women who are
mutation carriers, but the role of prophylactic hysterectomy is underinvestigated in this setting of
patients. In this review, we evaluate the management of the most common hereditary syndromes and
the benefits of risk-reducing surgery, particularly exploring the role of prophylactic hysterectomy.

Keywords: risk-reducing surgery; abdominal hysterectomy; bilateral salpingo-oophorectomy;
hereditary cancers; BRCA syndrome

1. Introduction

Pathogenic variants in genes, usually associated with the regulation of cellular replication
and double-strand DNA break repair, are often associated with hereditary cancers (HCs).

BRCA mutations and Lynch syndrome are the most common hereditary conditions
associated with cancers. BRCA1/2 syndrome involves an increased risk, higher than that
of the general population, for female and male breast cancer, ovarian cancer (including
fallopian tube and primary peritoneal cancers), and prostate and pancreatic cancer [1].
Lynch syndrome is an autosome-dominant condition characterized by DNA mismatch
repair (MMR) gene mutations that predispose people of the same family to colorectal and
endometrial cancer.

Genetic counseling HCs should be recommended in cases of individual suspected risk,
based on an evaluation of the family history. Identifying women with an inherited risk of
gynecological cancer gives the possibility to efficiently prevent cancer in patients and their
blood relatives [2].
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Screening and use of the oral contraceptive pill, breastfeeding, and a healthy lifestyle
might decrease the risk of inherited cancers. However, for high-risk women, the main
treatment opportunity is risk-reducing surgery (RRS) [1].

The term ‘risk-reducing’ is usually adopted rather than ‘prophylactic’ as it consid-
ers that not all malignant neoplasia can be prevented. Indeed, risk-reducing salpingo-
oophorectomy (RRSO) cannot prevent primary peritoneal cancer in BRCA1/2-mutated
women. Furthermore, RRSO could reduce, but not eradicate the breast cancer (BC) risk.

RRS requires complex decision making. The risk-reducing surgery types depend
on a woman’s risk profile. The decision should be timed according to the woman’s age-
dependent risk level, considering her pregnancy desire and willingness to take hormonal
replacement therapy. RRSO will lead to fertility loss and surgical menopause in younger
women. Furthermore, bone fracture risk, quality of life, and severe adverse events for
RRSO or the effects of RRSO should be considered. However, delaying surgery increases
the risk of gynecological malignancies.

2. Hereditary Women’s Cancer
2.1. BRCA Syndrome

The BRCA1 and BRCA2 tumor suppressor genes play a role in the homologous
recombination repair (HRR) of double-stranded DNA breaks. Poly ADP ribose polymerase
(PARP) is an essential component of single-strand DNA repair, and the inhibition of
PARP increases double-strand breaks and prevents HRR-deficient (HRD) tumor cells from
surviving chemotherapy-induced DNA damage, leading to synthetic lethality. In the
general population, the carrier rate for BRCA1/2 mutations is estimated at 1:500–1:800.
Some ethnic and geographical populations show a higher risk, for example, the Ashkenazi
Jewish community, where BRCA1/2 mutations occur in up to 1 in 40 individuals [3].

A study investigating women diagnosed with ovarian cancer and its association with
family history showed that the probability of carrying a gBRCA mutation in patients
without family history is 14%; in patients with at least one relative with ovarian cancer,
it is 45% and 47% if other family members have developed breast cancer. If breast and
ovarian cancer are diagnosed in the family, the probability of carrying germline mutations
of BRCA1 or 2 is 60% [4].

Women with a pathogenic BRCA1 mutation exhibit a 55–72% lifetime risk of develop-
ing BC that usually has an early onset and triple-negative subtype, with more aggressive
and poorer prognosis. For BRCA2 mutations, the lifetime risk of breast cancer is 45–69%.

BRCA-associated syndrome is characterized by an earlier onset than that of sporadic
ovarian cancer, with a median age of 51 years [4]. The lifetime risk of developing ovarian
cancer (OC) is 39–44% for BRCA1 and up to 11–17% for BRCA2-mutated women, with an
onset 5–10 years later [5–8] (Table 1).

Table 1. Risk of malignancy in individuals with/without a germline pathogenic variant.

Cancer Type General Population Risk Risk of Malignancy 1

BRCA1 BRCA2 MSH2 MLH1 MSH6

Lifetime risk of OC 1–2% 39–44% 11–17% 10–17% 10–15% 10–13%

Cumulative risk of
OC at 40 ys of age <1% 1.5% <1% 4% 3% 4%

Lifetime risk of EC <1% 2% <2% 21–57% 34–54% 16–49%

Cumulative risk of
EC at 40 ys of age <1% <1% <1% 2% 3% 0%

Breast cancer 12% 55–72% 45–69% n.a. n.a. n.a.

Abbreviations: OC = ovarian cancer, EC = endometrial cancer; n.a.= not available; ys = years. 1 References: [6–18].

Because the fallopian tubes and endometrium share the paramesonephric (Müllerian)
ducts as an embryological precursor, it is possible that the endometrium may be susceptible
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to analogous carcinogenesis. However, it is not clear if BRCA1 and BRCA2 mutations also
provide increased lifetime risk of endometrial cancer (EC).

In the literature, the data are conflicting. A large multicentric study documented
a two–three-fold increased risk for EC in overall BRCA1 mutation carriers (SIR = 3.51,
95% CI = 2.61 to 4.72) and BRCA2 (SIR = 1.70, 95% CI = 1.01 to 2.87), with highest risk
observed for the rare subgroups of serous-like and p53-abnormal EC in BRCA1 mutation
carriers [9]. Furthermore, this study demonstrated that the risk depended on gBRCA1/2
mutations rather than previous hormonal therapy [9,10].

It is necessary to clarify this point because the serous/serous-like subtype accounts for
only about 10% of EC patients but more than 40% of deaths in this subgroup of women [10].
However, previous studies did not report a raised EC risk or only an increased risk in an
aggressive subgroup of EC with serous-like histology [12,13,19–21].

Although most studies documented a two-fold increase in risk relative to that of the
general population [19,20,22,23], the results were statistically significant in only two of
these studies [19,20].

In line with a previous study [9], a recent series advised a higher relative risk (RR)
only in serous uterine cancer, but the results were only statistically significant for BRCA1-
mutated populations [24].

It was supposed that the apparent increase in EC risk is not associated with the
BRCA1 or 2 mutation, but with previous breast-cancer-related tamoxifen treatment. Indeed,
different authors considered tamoxifen a relevant factor in endometrial cancer risk [9].

These uncertain data in the literature can be attributed to the small cohort sizes of the
study, limited number of ECs, low median age at enrolment, relatively short follow-up,
and lack of outcome validation [9].

In contrast with these data, a large retrospective study from the Breast Cancer Linkage
Consortium documented an increased risk of EC in BRCA1-mutated women but not in
BRCA2-mutated women [19].

A meta-analysis of 11 studies reporting a total of 13,871 carriers of BRCA1 and BRCA2
mutations suggested a slightly increased risk of EC, mainly for BRCA1. In particular, EC
prevalence was 0.62% and 0.47% among BRCA1 and BRCA2 mutated population carriers,
respectively, with an RR of 1.18 (95% CI 0.7–2.0) [25].

2.2. HRD Mutation

A particular mention should be made of the Homologous recombination status that
may provide information on patients without a BRCA1/2 mutation. Homologous recom-
bination repair (HRR) is a DNA repair pathway that acts on DNA double-strand breaks
and interstrand cross-links. A deficiency in the HRR pathway (homologous recombination
deficiency (HRD)) is a phenotype characterized by a cell’s inability to effectively repair
DNA double-strand breaks using the homologous recombination repair (HRR) pathway.
It has been associated with several tumor types including breast, ovarian, prostate, and
pancreatic cancers. Tumors that are not HRD are termed homologous recombination pro-
ficient (HRP). Testing for a deficient HRR pathway is performed by probing the genome
for evidence of genomic abnormalities. Several breast and ovarian cancer studies have
identified genomic signatures of instability associated with an HRD phenotype [26].

Tumors with loss-of-function genes in this pathway might raise PARP inhibitors
and platinum-based chemotherapy sensitivity. RAD51 testing showed high concordance
with sBRCA mutation and genomic HRD. It should be incorporated into clinical decision
making [26].

2.3. Lynch Syndrome

Lynch syndrome (LS) is a dominant inheritance due to pathogenic germline variants
in the DNA mismatch repair (MMR) genes MLH1, MSH2, MSH6, and PMS2. LS causes a
cancer predisposition defined by the early occurrence of colorectal cancer (CRC) and no
CRCs, and EC is the most frequent.
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In a meta-analysis of 53 studies, including 12,633 EC patients, the authors estimated
that the prevalence of LS in EC patients is approximately 3%, like that of CRC patients,
and that about 10% of mismatch repair deficient (MMRd)/microsatellite unstable ECs are
causally related to germline mutations of one of the MMR genes MLH1, PMS2, MSH2, and
MSH6 [27].

ECs linked to MMR variants are usually diagnosed in younger individuals relative to
the general population.

Carriers of different MMR variants exhibit distinct patterns of cancer risk and survival.
LS confers an approximate 50–80% lifetime risk of CRC in either sex, and it confers an about
50% lifetime risk of EC in women. A higher risk of other cancers, including ovarian, small
intestinal, brain, skin, and urinary tract, have also been described, without a significantly
increased risk of BC in LS.

Identification of LS is recommended in all endometrial cancer patients, evaluating
immunohistochemistry for MMR proteins, unless loss of MLH1 expression is caused by
MLH1 promoter hypermethylation, which is likely due to somatic MLH1 mutations within
the tumor itself [14].

Universal screening of EC patients for LS has been recommended by numerous
experts and specialist societies. The results of a meta-analysis by Rian et al. may be
beneficial in informing the planning and implementation of universal LS screening in EC
patients [15–18,27,28].

The Manchester International Consensus Group strongly recommends that all women
be informed of their MMR pathogenic-variant-specific risk of gynecological cancer, specif-
ically endometrial and ovarian cancer, interpreted in the context of their family history
(grade C) [18]. The Consensus Group recommends that women at risk of Lynch syndrome
who have not experienced gynecological cancer undergo optional annual review from the
age of 25 years with an appropriate clinician to discuss red-flag symptoms for endometrial
and ovarian cancer where contraceptive and fertility needs are raised [18].

2.4. Other Genetic Syndromes

Cowden syndrome (CS), or PTEN hamartoma tumor syndrome, is an autosomal-
dominant mutation in the PTEN gene. This gene is involved in cell signaling pathways for
cell proliferation and survival. In this syndrome, there is the risk of neoplasia in different
organs, including the endometrium, breast, thyroid, colon, and melanoma [29].

Endometrial cancer occurs in 21–28% of CS women and could grow in very young
patients [30].

Germline variants of POLD1 and POLE, DNA replication, and proofreading poly-
merases have been identified as inherited predisposition in CRC and susceptibility to
endometrial cancer. However, no study has quantified the EC risk to date [31].

MUTYH-associated polyposis is an autosomal-recessive predisposition to adenoma-
tous polyposis and CRC. Patients with MAP are at higher risk of CRC (about 75%) and
have a two-fold increased risk for EC [31]. However, the evidence is limited, and more
extensive studies are needed.

A mutation of the NTLH1 gene predisposes the individual to adenomatous polyposis
and CRC. A study identified a germline variant of this gene in patients from three unre-
lated families, including women, where an EC occurred [32]. Another study evaluating
17 families with NTLH1 mutation described the occurrence of polyposis, BCs, and EC [33].
According to these results, NTHL1 deficiency determines a high-risk hereditary multitumor
syndrome that seems to predispose to CRC, BC, and EC.

3. Management
3.1. Screening and Gynecologic Surveillance in Families with Hereditary Syndromes

Cancers in women with HS are mostly diagnosed at a younger age compared with
patients in the general population. Actually, it is necessary to investigate new screening
algorithms in order to mainly focus on the most common hereditary syndrome.
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The most frequent tumors in BRCA pathogenic variant carriers are BC and OC in
women and prostate cancer in men. International guidelines recommend regular screening
for these cancers. In those patients, from the age of 25 years, BC screening with breast
examination is recommended. Moreover, annual breast magnetic resonance is recom-
mended for women 25–29 years of age, adding mammography in patients older than
30 years. Transvaginal ultrasound and CA125 blood testing are suggested for ovarian
cancer screening from the age of 30 years [34].

The results of three studies suggest a potential stage shift when a risk of ovarian cancer
algorithm (ROCA)-based ovarian cancer screening protocol is followed in high-risk women,
though it remains unknown whether this screening protocol impacts survival [35–37]. In
particular, the UK Collaborative Trial of Ovarian Cancer Screening (UKCTOCS), which
assessed multimodality screening with transvaginal ultrasound (TVUS) and CA-125 versus
either TVUS alone or no screening, showed that multimodality screening is more effective at
detecting early stage cancer; however, after a median of 11 years of follow-up, a significant
mortality reduction was not observed [35].

For those who have not elected RRSO, which is the recommended risk management
option for ovarian cancer in carriers of a pathogenic, likely pathogenic (P/LP) BRCA1/2
variant, TVUS and serum CA-125 may be considered at the clinician’s discretion starting at
30 to 35 years of age [38].

In endometrial cancer, screening for genetic mutations should be considered, especially
for patients < 50 years of age [38–44]. If these patients have Lynch syndrome, they are at a
higher lifetime risk (≤60%) of endometrial cancer; thus, close monitoring and discussion
of risk-reducing strategies are recommended [39,40,45–48]. In addition, their relatives
may have Lynch syndrome. For patients and family members with Lynch syndrome but
without endometrial cancer, a yearly endometrial biopsy is recommended to assess for
cancer [43,49].

EC is considered a “sentinel” cancer in women with Lynch syndrome because it pre-
cedes other tumors, and it allows the recognition of other family members with mutations
in MMR genes. Immunohistochemical (IHC) staining for MMR proteins (MLH1, MSH2,
MSH6, and PMS2) in tumor specimens could be a screening test and is highly concordant
with microsatellite instability testing in EC [18]. MMR protein loss or high microsatellite
instability is diagnosed in about 20–35% of unselected ECs.

If immunohistochemistry discovers an MMR deficiency, next-generation sequencing
(NGS) and germline testing are performed to evaluate the hereditary predisposition in LS
patients. This strategy effectively identifies mutation carriers with the lowest number of
diagnostic tests [14].

In patients with Cowden and other HSs with higher EC risk, the diagnosis is rare in an
unscreened EC population due to their low prevalence. The search for genomic alteration
seems helpful in the case of individual or family history [24].

3.2. Prophylactic Surgery

Several clinical trials proved the cancer-preventing effects of the -reducing surgery [50,51].
Hysterectomy and bilateral salpingo-oophorectomy to prevent ECs and OCs should

be preferably offered after childbearing and earlier than 40 years of age. The surgeon may
discuss with the patient all the pros and cons of prophylactic surgery, including the risk of
occult gynecological cancer diagnosis after the prophylactic surgical procedures. Indeed,
women do not present symptoms before the prophylactic surgery, but with occult neoplasia,
might be detected in this high-risk population.

Surgery is not without risk and potential long-term side effects, however, and pre-
operative counseling is important. The laparoscopic approach is associated with less
postoperative pain, quicker recovery, and improved short-term quality of life, making it
the preferred approach in uncomplicated cases. Surgical menopause follows risk-reducing
oophorectomy in premenopausal women. This is associated with vasomotor symptoms,
urogenital dryness and atrophy, reduced sexual function, emotional lability, and cognitive
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decline, as well as increased risks of osteoporosis, cardiovascular disease, and CRC. Thus,
prescription of estrogen-only hormone replacement therapy (HRT) until at least natural
menopause age (~51 years) is strongly recommended to prevent these sequelae [52–54].

Previous series showed more favorable oncological outcomes in terms of overall
survival among carriers of a pathogenic BRCA1/2 variant in women with OC than in
noncarrier patients. Moreover, survival outcomes seem to be most favorable for carriers
of a pathogenic BRCA2 variant. Additionally, BRCA2 mutations were associated with
significantly better response rates (compared with noncarriers or BRCA1 mutation carriers)
to first-line chemotherapy. Conversely, the BRCA1-mutated variant did not result in better
prognosis or higher chemotherapy response [55].

In case of women carrying a pathogenic BRCA1/2 variant who underwent RRSO, the
authors reported a range of 4–9% of occult gynecological malignancy. Tubal intraepithelial
carcinoma (TIC) is considered an early precursor lesion for serous OCs. In the case of
patients with a pathogenic BRCA1 or BRCA2 variant, the risk of TIC (with or without other
lesions) was about 5–8% of cases from women who underwent RRSO [56].

In the case of early cancers in women with a pathogenic BRCA1/2 variant, the pre-
dominant site of the origin of the disease is the fimbriae or the distal part of the tube. In
order to detect potential occult lesions, both ovaries and fallopian tubes should be removed
and carefully sectioned with microscopic examination. Moreover, international guidelines
suggest adding surgical procedures such as a laparoscopic examination of all peritoneal
sites and pelvic washing to identify other sites of occult metastasis [57,58].

The occult disease diagnosis is more frequent in BRCA1-mutated patients than BRCA2
carriers (4.2% vs. 0.6%, respectively). Women with BRCA1 mutations are more likely to
develop malignant pathology at a younger age, so one would expect an increase in occult
cancers at the time of RRSO compared with BRCA2 carriers [56].

Although RRSO is the gold standard of prophylactic management for BRCA-mutated
women, the benefit of concomitant hysterectomy (H) remains controversial [23].

An aspect to consider is that although hysterectomy is not thought to be justified for
cancer prevention in women with BRCA1 or 2 mutations, it can simplify later hormonal
therapy to decrease the risk of BC or estrogen for menopausal symptoms [59]. Indeed,
in case of RRSO plus hysterectomy, the patient is candidate for estrogen-alone hormone
replacement therapy (HRT), instead of combined therapy with estrogen and progesterone,
which is indicated when the uterus is not removed. Estrogen-alone therapy is associated
with lower risk of breast cancer than combined therapy.

For patients who choose to undergo prophylactic surgery, the surgeon may inform the
woman about the risks and benefits of concurrent total hysterectomy [38].

In BRCA1 mutation carriers, delaying RRSO beyond 40 years is associated with an
increased risk of developing OC or tubal cancer. The age of onset in BRCA2 mutation
carriers is later and the penetrance is lower than in BRCA1 carriers, so surgery may be
delayed until after 40 years. If a woman’s mutation status is not known before prophylactic
surgery, genetic counseling and testing should be suggested to the patient. If this is not
possible, then the time decision needs to be made taking into account the family history.

Those with Cowden and Lynch syndrome might postpone surgical procedures until
after forty years due to the median age of the onset of EC and the lower penetrance for
ovarian cancer in Lynch syndrome.

A single-institution study of Duenas analyzed 976 LS individuals with a mean follow-
up of 10.2 years; of 531 women with LS, risk-reducing surgery significantly reduced EC
(25.2 vs. 9.1%), demonstrating that risk-reducing surgeries are effective in decreasing the
incidences of colorectal and gynecological cancer in LS carriers [60].

Identification of a pathogenic variant (PV) in an ovarian cancer-risk gene may initiate
more intensive and personalized medical management that would not be prompted based
on family history alone.

The age of OC incidence in patients carrying BRIP1 and RAD51C/D mutations is
under investigation [60–64].
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The absolute ovarian cancer risk is lower than in BRCA carriers, with lifetime risks
ranging from 6 to 15%.

For women with PVs in BRIP1, RAD51C, or RAD51D, NCCN guidelines recommend
that RRSO be considered at age 45–50 [38] (Table 2).

Table 2. Summary of OC risk for RRSO by gene.

Gene NCCN Recommendation [38] Age at RRSO
(Years)

RRSO vs. No RRSO According to BRCA
Mutation Status [52]

BRCA1 RRSO 35–40
Overall survival:

HR 0.30
(95% CI: 0.17 to 0.52)

BRCA2 RRSO 40–45
Overall survival:

HR 0.44
(95% CI: 0.23 to 0.85)

MLH 1 Consider TH/RRSO After childbearing, not earlier than 35–40 n.a

MSH 2 Consider TH/RRSO After childbearing, not earlier than 35–40 n.a

MSH 6 Consider TH/controversial for
RRSO but potentially beneficial After childbearing, not earlier than 35–40 n.a

BRIP 1 Consider RRSO 45–50 n.a

RAD 51C Consider RRSO 45–50 n.a

RAD 51D Consider RRSO 45–50 n.a

Abbreviations: TH = total hysterectomy; RRSO = risk-reducing bilateral salpingo-oophorectomy; CI = confidence
interval; HR = hazard ratio; n.a. = not available.

In a recent study, Cummings et al. reported a median age at ovarian cancer diagnosis
of 53 years for BRCA1, 59 years for BRCA2, 65 years for BRIP1, 62 years for RAD51C, and
57 years for RAD51D [60]. This study suggested that it is safe to delay RRSO until age 45–50
in RAD51D PV carriers and possibly until age 50–55 in BRIP and RAD51C PV carriers [60].

4. Conclusions

Risk-reducing surgery should be offered to women with a high-risk genetic mutation
or a strong family history. Accordingly, a general recommendation regarding risk-reducing
surgery, particularly for premenopausal patients, cannot be given. Surgical procedures
should be individually tailored based on the type of cancer the patient is at risk of and the
patient’s age, future need for hormonal replacement treatment, history of breast cancer,
tamoxifen use, and personal operative risks.

Nowadays, risk-reducing surgery can be successfully achieved by minimally invasive
surgery. If it is performed by a qualified surgeon, it has a minimal risk of postoperative
complications, and short operative time, hospital stay, and recovery [65–67]. However,
controversy about performing a hysterectomy at the time of RRSO is still ongoing [68].

Considering recent studies that demonstrated the increased risk of EC in BRCA1/2
carriers and the development of surgical skill in minimally invasive surgery, we suggest
evaluating the removal of the uterus at the time of the RRSO to avoid a second operation in
case of occult endometrial malignancy.

Author Contributions: Conceptualization, C.C. and L.D.C.; Methodology, C.C., L.D.C. and S.P.;
Writing—Original Draft Preparation, S.P., G.D.M., C.M., M.P. and G.S.; Supervision, A.E. and
G.B.; Project Administration, S.C. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.



Medicina 2023, 59, 300 8 of 11

References
1. Petrucelli, N.; Daly, M.B.; Pal, T. BRCA1- and BRCA2-associated hereditary breast and ovarian cancer. In Gene Reviews;

Adam, M.P., Everman, D.B., Mirzaa, G.M., Pagon, R.A., Wallace, S.E., Bean, L.J.H., Gripp, K.W., Amemiya, A., Eds.; Uni-
versity of Washington: Seattle, WA, USA, 1998.

2. NCCN Guidelines. Available online: https://www.nccn.org/professionals/physician_gls/pdf/genetics_bop.pdf (accessed on
20 November 2022).

3. Evans, O.; Gaba, F.; Manchanda, R. Population-based genetic testing for Women’s cancer prevention. Best Pract. Res. Clin. Obstet.
Gynaecol. 2020, 65, 139–153. [CrossRef]

4. Singer, C.F.; Tan, Y.Y.; Muhr, D.; Rappaport, C.; Gschwantler-Kaulich, D.; Grimmm, C.; Polterauer, S.; Pfeiler, G.; Berger, A.;
Tea, M.M. Association between family history, mutation locations, and prevalence of BRCA1 or 2 mutations in ovarian cancer
patients. Cancer Med. 2019, 8, 1875–1881. [CrossRef] [PubMed]

5. Toss, A.; Molinaro, E.; Sammarini, M.; Del Savio, M.C.; Cortesi, L.; Facchinetti, F.; Grandi, G. Hereditary ovarian cancer: Not only
BRCA 1 and 2 genes. Biomed. Res. Int. 2015, 2015, 341723. [CrossRef] [PubMed]

6. Antoniou, A.; Pharoah, P.D.; Narod, S.; Risch, H.A.; Eyfjord, J.E.; Hopper, J.L.; Loman, N.; Olsson, H.; Johannsson, O.; Borg, A.;
et al. Average risks of breast and ovarian cancer associated with BRCA1 or BRCA2 mutations detected in case Series unselected
for family history: A combined analysis of 22 studies. Am. J. Hum. Genet. 2003, 72, 1117–1130. [CrossRef] [PubMed]

7. Ramus, S.J.; Gayther, S.A. The contribution of BRCA1 and BRCA2 to ovarian cancer. Mol. Oncol. 2009, 3, 138–150. [CrossRef]
8. Finch, A.P.; Lubinski, J.; Møller, P.; Singer, C.F.; Karlan, B.; Senter, L.; Rosen, B.; Maehle, L.; Ghadirian, P.; Cybulski, C.; et al.

Impact of oophorectomy on cancer incidence and mortality in women with a BRCA1 or BRCA2 mutation. J. Clin. Oncol. 2014, 32,
1547–1553. [CrossRef]

9. De Jonge, M.M.; de Kroon, C.D.; Jenner, D.J.; Oosting, J.; de Hullu, J.A.; Mourits, M.J.E.; Gómez Garcia, E.B.; Ausems, M.G.E.M.;
Margriet Collée, J.; van Engelen, K.; et al. Endometrial cancer risk in women with germline brca1 or brca2 mutations: Multicenter
cohort study. J. Natl. Cancer Inst. 2021, 113, 1203–1211. [CrossRef]

10. Sherman, M.E.; Foulkes, W.D. BRCA1/2 and endometrial cancer risk: Implications for management. J. Natl. Cancer Inst. 2021,
113, 1127–1128. [CrossRef]

11. Moore, K.N.; Fader, A.N. Uterine papillary serous carcinoma. Clin. Obstet. Gynecol. 2011, 54, 278–291. [CrossRef]
12. Easton, D.F.; Thompson, D.; McGuffog, L. Breast Cancer Linkage Consortium. Cancer risks in BRCA2 mutation carriers. J. Natl.

Cancer Inst. 1999, 91, 1310–1316.
13. Bruchim, I.; Amichay, K.; Kidron, D.; Attias, Z.; Biron-Shental, T.; Drucker, L.; Friedman, E.; Werner, H.; Fishman, A. BRCA1/2

germline mutations in Jewish patients with uterine serous carcinoma. Int. J. Gynecol. Cancer 2010, 20, 1148–1153. [CrossRef]
14. Buchanan, D.D.; Tan, Y.Y.; Walsh, M.D.; Clendenning, M.; Metcalf, A.M.; Ferguson, K.; Arnold, S.T.; Thompson, B.A.;

Lose, F.A.; Parsons, M.T.; et al. Tumor mismatch repair immunohistochemistry and DNA MLH1 methylation testing of patients
with endometrial cancer diagnosed at age younger than 60 years optimizes tri- age for population-level germline mismatch repair
gene mutation testing. J. Clin. Oncol. 2014, 32, 90–100. [CrossRef] [PubMed]

15. Ryan, N.A.J.; Morris, J.; Green, K.; Lalloo, F.; Woodward, E.R.; Hill, J.; Crosbie, E.J.; Evans, D.G. Association of mismatch repair
mutation with age at cancer onset in lynch syndrome: Implications for stratified surveillance strategies. JAMA Oncol. 2017, 3,
1702–1706. [CrossRef] [PubMed]

16. Bonadona, V.; Bonaïti, B.; Olschwang, S.; Grandjouan, S.; Huiart, L.; Longy, M.; Guimbaud, R.; Buecher, B.; Bignon, Y.J.; Caron, O.;
et al. Cancer risks associated with germline mutations inMLH1, MSH2, and MSH6 genes in Lynch syndrome. JAMA 2011, 305,
2304–2310. [CrossRef] [PubMed]

17. Møller, P.; Seppälä, T.T.; Bernstein, I.; Holinski-Feder, E.; Sala, P.; Gareth Evans, D.; Lindblom, A.; Macrae, F.; Blanco, I.;
Sijmons, R.H.; et al. Cancer risk and survival in path MMR carriers by gene and gender up to 75 years of age: A report from the
Prospective Lynch Syndrome Database. Gut 2018, 67, 1306–1316; Erratum in Gut 2020, 69, e4. [CrossRef]

18. Crosbie, E.J.; Ryan, N.A.J.; Arends, M.J.; Bosse, T.; Burn, J.; Cornes, J.M.; Crawford, R.; Eccles, D.; Frayling, I.M.; Ghaem-Maghami, S.;
et al. The Manchester International Consensus Group recommendations for the management of gynecological cancers in Lynch
syndrome. Genet. Med. 2019, 21, 2390–2400. [CrossRef]

19. Thompson, D.; Easton, D.F. Breast cancer linkage consortium cancer incidence in BRCA1 mutation carriers. J. Natl. Cancer Inst.
2002, 94, 1358–1365. [CrossRef]

20. Segev, Y.; Iqbal, J.; Lubinski, J.; Gronwald, J.; Lynch, H.T.; Moller, P.; Ghadirian, P.; Rosen, B.; Tung, N.; Kim-Sing, C.; et al.
Hereditary breast cancer study group the incidence of endometrial cancer in women with BRCA1 and BRCA2 mutations. Gynecol.
Oncol. 2013, 130, 127–131. [CrossRef]

21. Lavie, O.; Ben-Arie, A.; Segev, Y.; Faro, J.; Barak, F.; Haya, N.; Auslender, R.; Gemer, O. BRCA germline mutations in women with
uterine serous carcinoma. Int. J. Gynecol. Cancer 2010, 20, 1531–1534.

22. Reitsma, W.; Mourits, M.J.; de Bock, G.H.; Hollema, H. Endometrium is not the primary site of origin of pelvic high-grade serous
car- cinoma in BRCA1 or BRCA2 mutation carriers. Mod. Pathol. 2013, 26, 572–578. [CrossRef]

23. Shu, C.A.; Pike, M.C.; Jotwani, A.R.; Friebel, T.M.; Soslow, R.A.; Levine, D.A.; Nathanson, K.L.; Konner, J.A.; Arnold, A.G.;
Bogomolniy, F.; et al. Uterine cancer after risk-reducing salpingo-oophorectomy without hysterectomy in women with BRCA
mutations. JAMA Oncol. 2016, 2, 1434–1440. [CrossRef]

https://www.nccn.org/professionals/physician_gls/pdf/genetics_bop.pdf
http://doi.org/10.1016/j.bpobgyn.2020.02.007
http://doi.org/10.1002/cam4.2000
http://www.ncbi.nlm.nih.gov/pubmed/30821131
http://doi.org/10.1155/2015/341723
http://www.ncbi.nlm.nih.gov/pubmed/26075229
http://doi.org/10.1086/375033
http://www.ncbi.nlm.nih.gov/pubmed/12677558
http://doi.org/10.1016/j.molonc.2009.02.001
http://doi.org/10.1200/JCO.2013.53.2820
http://doi.org/10.1093/jnci/djab036
http://doi.org/10.1093/jnci/djab037
http://doi.org/10.1097/GRF.0b013e318218c755
http://doi.org/10.1111/IGC.0b013e3181ef622d
http://doi.org/10.1200/JCO.2013.51.2129
http://www.ncbi.nlm.nih.gov/pubmed/24323032
http://doi.org/10.1001/jamaoncol.2017.0619
http://www.ncbi.nlm.nih.gov/pubmed/28772289
http://doi.org/10.1001/jama.2011.743
http://www.ncbi.nlm.nih.gov/pubmed/21642682
http://doi.org/10.1136/gutjnl-2017-314057
http://doi.org/10.1038/s41436-019-0489-y
http://doi.org/10.1093/jnci/94.18.1358
http://doi.org/10.1016/j.ygyno.2013.03.027
http://doi.org/10.1038/modpathol.2012.169
http://doi.org/10.1001/jamaoncol.2016.1820


Medicina 2023, 59, 300 9 of 11

24. Dörk, T.; Hillemanns, P.; Tempfer, C.; Breu, J.; Fleisch, M.C. Genetic susceptibility to endometrial cancer: Risk factors and clinical
management. Cancers 2020, 12, 2407. [CrossRef]

25. Matanes, E.; Volodarsky-Perel, A.; Eisenberg, N.; Rottenstreich, M.; Yasmeen, A.; Mitric, C.; Lau, S.; Salvador, S.; Gotlieb, W.H.;
Kogan, L. Endometrial cancer in germline BRCA mutation carriers: A systematic review and meta-analysis. J. Minim. Invasive
Gynecol. 2021, 28, 947–956. [CrossRef] [PubMed]

26. Stewart, M.D.; Merino Vega, D.; Arend, R.C.; Baden, J.F.; Barbash, O.; Beaubier, N.; Collins, G.; French, T.; Ghahramani, N.;
Hinson, P.; et al. Homologous recombination deficiency: Concepts, definitions, and assays. Oncologist 2022, 27, 167–174.
[CrossRef]

27. Ryan, N.A.J.; Glaire, M.A.; Blake, D.; Cabrera-Dandy, M.; Evans, D.G.; Crosbie, E.J. The proportion of endometrial cancers
associated with Lynch syndrome: A systematic review of the literature and meta-analysis. Genet. Med. 2019, 21, 2167–2180.
[CrossRef]

28. Mills, A.M.; Liou, S.; Ford, J.M.; Berek, J.S.; Pai, R.K.; Longacre, T.A. Lynch syndrome screening should be considered for all
patients with newly diagnosed endometrial cancer. Am. J. Surg. Pathol. 2014, 38, 1501–1509. [CrossRef] [PubMed]

29. Mester, J.; Eng, C. Cowden syndrome: Recognizing and managing a not so-rare hereditary cancer syndrome. J. Surg. Oncol. 2015,
111, 125–130. [CrossRef]

30. Nieuwenhuis, M.H.; Kets, C.M.; Murphy-Ryan, M.; Yntema, H.G.; Evans, D.G.; Colas, C.; Møller, P.; Hes, F.J.; Hodgson, S.V.;
Olderode-Berends, M.J.; et al. Cancer risk and genotype-phenotype correlations in PTEN hamartoma tumor syndrome.
Fam. Cancer 2013, 13, 57–63. [CrossRef] [PubMed]

31. Win, A.K.; Dowty, J.G.; Cleary, S.P.; Kim, H.; Buchanan, D.D.; Young, J.P.; Clendenning, M.; Rosty, C.; MacInnis, R.J.; Giles, G.G.;
et al. Risk of colorectal cancer for carriers of mutations in MUTYH, with and without a family history of cancer. Gastroenterology
2014, 146, 1208–1211.e5. [CrossRef]

32. Weren, R.D.; Ligtenberg, M.J.; Kets, C.M.; de Over, R.M.; Verwiel, E.T.; Spruijt, L.; van Zelst-Stams, W.A.; Jongmans, M.C.; Gilissen, C.;
Hehir-Kwa, J.Y.; et al. A germline homozygous mutation in the base-excision repair gene NTHL1 causes adenomatous polyposis
and colorectal cancer. Nat. Genet. 2015, 47, 668–671. [CrossRef]

33. Grolleman, J.E.; de Over, R.M.; Elsayed, F.A.; Nielsen, M.; Weren, R.D.A.; Palles, C.; Ligtenberg, M.J.L.; Vos, J.R.; Ten Broeke, S.W.;
de Miranda, N.F.C.C.; et al. Mutational Signature Analysis Reveals NTHL1 Deficiency to Cause a Multi-tumor Phenotype. Cancer
Cell 2019, 35, 256–266. [CrossRef] [PubMed]

34. Lee, A.; Moon, B.I.; Kim, T.H. BRCA1/BRCA2 pathogenic variant breast cancer: Treatment and prevention strategies. Ann. Lab.
Med. 2020, 40, 114–121. [CrossRef]

35. Jacobs, I.J.; Menon, U.; Ryan, A.; Gentry-Maharaj, A.; Burnell, M.; Kalsi, J.K.; Amso, N.N.; Apostolidou, S.; Benjamin, E.;
Cruickshank, D.; et al. Ovarian cancer screening and mortality in the UK Collaborative Trial of Ovarian Cancer Screening
(UKCTOCS): A randomised controlled trial. Lancet 2016, 387, 945–956. [CrossRef] [PubMed]

36. Menon, U.; Gentry-Maharaj, A.; Hallett, R.; Ryan, A.; Burnell, M.; Sharma, A.; Lewis, S.; Davies, S.; Philpott, S.; Lopes, A.; et al.
Sensitivity and specificity of multimodal and ultrasound screening for ovarian cancer, and stage distribution of detected cancers:
Results of the prevalence screen of the UK Collaborative Trial of Ovarian Cancer Screening (UKCTOCS). Lancet Oncol. 2009,
10, 327–340. [CrossRef] [PubMed]

37. Rosenthal, A.N.; Fraser, L.S.M.; Philpott, S.; Manchanda, R.; Burnell, M.; Badman, P.; Hadwin, R.; Rizzuto, I.; Benjamin, E.;
Singh, N.; et al. Evidence of stage shift in women diagnosed with ovarian cancer during phase II of the United Kingdom Familial
Ovarian Cancer Screening Study. J. Clin. Oncol. 2017, 35, 1411–1420. [CrossRef] [PubMed]

38. Daly, M.B.; Pal, T.; Berry, M.P.; Buys, S.S.; Dickson, P.; Domchek, S.M.; Elkhanany, A.; Friedman, S.; Goggins, M.; Hutton, M.L.;
et al. Genetic/Familial high-risk assessment: Breast, ovarian, and pancreatic, Version 2.2021, NCCN Clinical practice guidelines
in oncology. J. Natl. Compr. Canc. Netw. 2021, 19, 77–102. [CrossRef] [PubMed]

39. Obermair, A.; Youlden, D.R.; Young, J.P.; Lindor, N.M.; Baron, J.A.; Newcomb, P.; Parry, S.; Hopper, J.L.; Haile, R.; Jenkins, M.A.
Risk of endometrial cancer for women diagnosed with HNPCC-related colorectal carcinoma. Int. J. Cancer 2010, 127, 2678–2684.
[CrossRef]

40. Resnick, K.E.; Hampel, H.; Fishel, R.; Cohn, D.E. Current and emerging trends in Lynch syndrome identification in women with
endometrial cancer. Gynecol. Oncol. 2009, 114, 128–134. [CrossRef]

41. Kwon, J.S.; Scott, J.L.; Gilks, C.B.; Daniels, M.S.; Sun, C.C.; Lu, K.H. Testing women with endometrial cancer to detect Lynch
syndrome. J. Clin. Oncol. 2011, 29, 2247–2252. [CrossRef]

42. Win, A.K.; Lindor, N.M.; Winship, I.; Tucker, K.M.; Buchanan, D.D.; Young, J.P.; Rosty, C.; Leggett, B.; Giles, G.G.; Goldblatt, J.;
et al. Risks of colorectal and other cancers after endometrial cancer for women with Lynch syndrome. J. Natl. Cancer Inst. 2013,
105, 274–279. [CrossRef]

43. Lancaster, J.M.; Powell, C.B.; Kauff, N.D.; Cass, I.; Chen, L.M.; Lu, K.H.; Mutch, D.G.; Berchuck, A.; Karlan, B.Y.; Herzog, T.J. Society
of Gynecologic Oncologists Education Committee statement on risk assessment for inherited gynecologic cancer predispositions.
Gynecol. Oncol. 2007, 107, 159–162. [CrossRef] [PubMed]

44. Meyer, L.A.; Broaddus, R.R.; Lu, K.H. Endometrial cancer and Lynch syndrome: Clinical and pathologic considerations. Cancer
Control. 2009, 16, 14–22. [CrossRef] [PubMed]

http://doi.org/10.3390/cancers12092407
http://doi.org/10.1016/j.jmig.2020.11.023
http://www.ncbi.nlm.nih.gov/pubmed/33249269
http://doi.org/10.1093/oncolo/oyab053
http://doi.org/10.1038/s41436-019-0536-8
http://doi.org/10.1097/PAS.0000000000000321
http://www.ncbi.nlm.nih.gov/pubmed/25229768
http://doi.org/10.1002/jso.23735
http://doi.org/10.1007/s10689-013-9674-3
http://www.ncbi.nlm.nih.gov/pubmed/23934601
http://doi.org/10.1053/j.gastro.2014.01.022
http://doi.org/10.1038/ng.3287
http://doi.org/10.1016/j.ccell.2018.12.011
http://www.ncbi.nlm.nih.gov/pubmed/30753826
http://doi.org/10.3343/alm.2020.40.2.114
http://doi.org/10.1016/S0140-6736(15)01224-6
http://www.ncbi.nlm.nih.gov/pubmed/26707054
http://doi.org/10.1016/S1470-2045(09)70026-9
http://www.ncbi.nlm.nih.gov/pubmed/19282241
http://doi.org/10.1200/JCO.2016.69.9330
http://www.ncbi.nlm.nih.gov/pubmed/28240969
http://doi.org/10.6004/jnccn.2021.0001
http://www.ncbi.nlm.nih.gov/pubmed/33406487
http://doi.org/10.1002/ijc.25501
http://doi.org/10.1016/j.ygyno.2009.03.003
http://doi.org/10.1200/JCO.2010.32.9979
http://doi.org/10.1093/jnci/djs525
http://doi.org/10.1016/j.ygyno.2007.09.031
http://www.ncbi.nlm.nih.gov/pubmed/17950381
http://doi.org/10.1177/107327480901600103
http://www.ncbi.nlm.nih.gov/pubmed/19078925


Medicina 2023, 59, 300 10 of 11

45. Bonnet, D.; Selves, J.; Toulas, C.; Danjoux, M.; Duffas, J.P.; Portier, G.; Kirzin, S.; Ghouti, L.; Carrère, N.; Suc, B.; et al.
Simplified identification of Lynch syndrome: A prospective, multicenter study. Dig. Liver. Dis. 2012, 44, 515–522. [CrossRef]
[PubMed]

46. Smith, R.A.; Cokkinides, V.; Brawley, O.W. Cancer screening in the United States, 2012: A review of current American Cancer
Society guidelines and current issues in cancer screening. CA Cancer J. Clin. 2012, 62, 129–142. [CrossRef] [PubMed]

47. Crispens, M.A. Endometrial and ovarian cancer in lynch syndrome. Clin. Colon. Rectal Surg. 2012, 25, 97–102. [CrossRef]
[PubMed]

48. Walsh, C.S.; Blum, A.; Walts, A.; Alsabeh, R.; Tran, H.; Koeffler, H.P.; Karlan, B.Y. Lynch syndrome among gynecologic oncology
patients meeting Bethesda guidelines for screening. Gynecol. Oncol. 2010, 116, 516–521. [CrossRef] [PubMed]

49. Kitchener, H.C.; Trimble, E.L. Endometrial Cancer Working Group of the Gynecologic Cancer. Endometrial cancer state of the
science meeting. Int. J. Gynecol. Cancer 2009, 19, 134–140. [CrossRef]

50. Manchanda, R.; Saridogan, E.; Abdelraheim, A.; Johnson, M.; Rosenthal, A.N.; Benjamin, E.; Brunell, C.; Side, L.; Gessler, S.;
Jacobs, I.; et al. Annual outpatient hysteroscopy and endometrial sampling (OHES) in HNPCC/Lynch syndrome (LS).
Arch. Gynecol. Obs. 2012, 286, 1555–1562. [CrossRef]

51. Schmeler, K.M.; Lynch, H.T.; Chen, L.M.; Munsell, M.F.; Soliman, P.T.; Clark, M.B.; Daniels, M.S.; White, K.G.; Boyd-Rogers, S.G.;
Conrad, P.G.; et al. Prophylactic surgery to reduce the risk of gynecologic cancers in the Lynch syndrome. N. Engl. J. Med. 2006,
354, 261–269. [CrossRef]

52. Eleje, G.U.; Eke, A.C.; Ezebialu, I.U.; Ikechebelu, J.I.; Ugwu, E.O.; Okonkwo, O.O. Risk-reducing bilateral salpingo-oophorectomy
in women with BRCA1 or BRCA2 mutations. Cochrane Database Syst. Rev. 2018, 8, CD012464. [CrossRef]

53. Garry, R.; Fountain, J.; Mason, S.; Hawe, J.; Napp, V.; Abbott, J.; Clayton, R.; Phillips, G.; Whittaker, M.; Lilford, R.; et al. The
eVALuate study: Two parallel randomised trials, one comparing laparoscopic with abdominal hysterectomy, the other comparing
laparoscopic with vaginal hysterectomy. BMJ 2004, 328, 129; Erratum in BMJ 2004, 328, 494. [CrossRef]

54. Rymer, J.; Morris, E.P. Extracts from “Clinical evidence”: Menopausal symptoms. BMJ 2000, 321, 1516–1519. [CrossRef] [PubMed]
55. Concin, N.; Matias-Guiu, X.; Vergote, I.; Cibula, D.; Mirza, M.R.; Marnitz, S.; Ledermann, J.; Bosse, T.; Chargari, C.; Fagotti, A.;

et al. ESGO/ESTRO/ESP guidelines for the management of patients with endometrial carcinoma. Int. J. Gynecol. Cancer. 2021,
31, 12–39. [CrossRef] [PubMed]

56. US Preventive Services Task Force; Owens, D.K.; Davidson, K.W.; Krist, A.H.; Barry, M.J.; Cabana, M.; Caughey, A.B.;
Doubeni, C.A.; Epling, J.W., Jr.; Kubik, M.; et al. Risk assessment, genetic counseling, and genetic testing for BRCA-related
cancer: US preventive services task force recommendation statement. JAMA 2019, 322, 652–665; Erratum in JAMA 2019, 322, 1830.
[CrossRef]

57. Ludwig, K.K.; Neuner, J.; Butler, A.; Geurts, J.L.; Kong, A.L. Risk reduction and survival benefit of prophylactic surgery in BRCA
mutation carriers, a systematic review. Am. J. Surg. 2016, 212, 660–669. [CrossRef]

58. Powell, C.B.; Chen, L.M.; McLennan, J.; Crawford, B.; Zaloudek, C.; Rabban, J.T.; Moore, D.H.; Ziegler, J. Risk-reducing salpingo-
oophorectomy (RRSO) in BRCA mutation carriers: Experience with a consecutive series of 111 patients using a standardized
surgical-pathological protocol. Int. J. Gynecol Cancer 2011, 21, 846–851. [CrossRef]

59. Rush, S.K.; Swisher, E.M.; Garcia, R.L.; Pennington, K.P.; Agnew, K.J.; Kilgore, M.R.; Norquist, B.M. Pathologic findings and
clinical outcomes in women undergoing risk-reducing surgery to prevent ovarian and fallopian tube carcinoma: A large
prospective single institution experience. Gynecol. Oncol. 2020, 157, 514–520. [CrossRef]

60. Hartmann, L.C.; Lindor, N.M. The role of risk-reducing surgery in hereditary breast and ovarian cancer. N. Engl. J. Med. 2016,
374, 454–468. [CrossRef]

61. Dueñas, N.; Navarro, M.; Teulé, À.; Solanes, A.; Salinas, M.; Iglesias, S.; Munté, E.; Ponce, J.; Guardiola, J.; Kreisler, E.; et al.
Assessing effectiveness of colonic and gynecological risk reducing surgery in lynch syndrome individuals. Cancers 2020, 12, 3419;
Erratum in Cancers 2021, 13, 3104. [CrossRef]

62. Cummings, S.; Roman, S.S.; Saam, J.; Bernhisel, R.; Brown, K.; Lancaster, J.M.; Usha, L. Age of ovarian cancer diagnosis among
BRIP1, RAD51C, and RAD51D mutation carriers identified through multi-gene panel testing. J. Ovarian Res. 2021, 14, 61.
[CrossRef]

63. Andrikopoulou, A.; Zografos, E.; Apostolidou, K.; Kyriazoglou, A.; Papatheodoridi, A.M.; Kaparelou, M.; Koutsoukos, K.;
Liontos, M.; Dimopoulos, M.A.; Zagouri, F. Germline and somatic variants in ovarian carcinoma: A next-generation sequencing
(NGS) analysis. Front. Oncol. 2022, 12, 1030786. [CrossRef] [PubMed]

64. Chandrasekaran, D.; Sobocan, M.; Blyuss, O.; Miller, R.E.; Evans, O.; Crusz, S.M.; Mills-Baldock, T.; Sun, L.; Hammond, R.F.L.;
Gaba, F.; et al. Implementation of multigene germline and parallel somatic genetic testing in epithelial ovarian cancer: SIGNPOST
study. Cancers 2021, 13, 4344. [CrossRef] [PubMed]

65. La Verde, M.; Riemma, G.; Tropea, A.; Biondi, A.; Cianci, S. Ultra-minimally invasive surgery in gynecological patients: A review
of the literature. Updates Surg. 2022, 74, 843–855. [CrossRef] [PubMed]

66. Cianci, S.; Perrone, E.; Rossitto, C.; Fanfani, F.; Tropea, A.; Biondi, A.; Scambia, G.; Gueli Alletti, S. Percutaneous-assisted
vs mini-laparoscopic hysterectomy: Comparison of ultra-minimally invasive approaches. Updates Surg. 2021, 73, 2347–2354.
[CrossRef]

http://doi.org/10.1016/j.dld.2011.12.020
http://www.ncbi.nlm.nih.gov/pubmed/22480969
http://doi.org/10.3322/caac.20143
http://www.ncbi.nlm.nih.gov/pubmed/22261986
http://doi.org/10.1055/s-0032-1313780
http://www.ncbi.nlm.nih.gov/pubmed/23730224
http://doi.org/10.1016/j.ygyno.2009.11.021
http://www.ncbi.nlm.nih.gov/pubmed/20034658
http://doi.org/10.1111/IGC.0b013e3181995f90
http://doi.org/10.1007/s00404-012-2492-2
http://doi.org/10.1056/NEJMoa052627
http://doi.org/10.1002/14651858.CD012464.pub2
http://doi.org/10.1136/bmj.37984.623889.F6
http://doi.org/10.1136/bmj.321.7275.1516
http://www.ncbi.nlm.nih.gov/pubmed/11118182
http://doi.org/10.1136/ijgc-2020-002230
http://www.ncbi.nlm.nih.gov/pubmed/33397713
http://doi.org/10.1001/jama.2019.10987
http://doi.org/10.1016/j.amjsurg.2016.06.010
http://doi.org/10.1097/IGC.0b013e31821bc7e3
http://doi.org/10.1016/j.ygyno.2020.02.006
http://doi.org/10.1056/NEJMra1503523
http://doi.org/10.3390/cancers12113419
http://doi.org/10.1186/s13048-021-00809-w
http://doi.org/10.3389/fonc.2022.1030786
http://www.ncbi.nlm.nih.gov/pubmed/36531003
http://doi.org/10.3390/cancers13174344
http://www.ncbi.nlm.nih.gov/pubmed/34503154
http://doi.org/10.1007/s13304-022-01248-y
http://www.ncbi.nlm.nih.gov/pubmed/35366181
http://doi.org/10.1007/s13304-020-00893-5


Medicina 2023, 59, 300 11 of 11

67. Gueli Alletti, S.; Perrone, E.; Cretì, A.; Cianci, S.; Uccella, S.; Fedele, C.; Fanfani, F.; Palmieri, S.; Fagotti, A.; Scambia, G.; et al.
Feasibility and perioperative outcomes of percutaneous-assisted laparoscopic hysterectomy: A multicentric Italian experience.
Eur. J. Obstet. Gynecol. Reprod. Biol. 2020, 245, 181–185. [CrossRef]

68. Lee, Y.C.; Milne, R.L.; Lheureux, S.; Friedlander, M.; McLachlan, S.A.; Martin, K.L.; Bernardini, M.Q.; Smith, C.; Picken, S.; Nesci,
S.; et al. Kathleen Cuningham foundation consortium for research into familial breast cancer (kConFab). Risk of uterine cancer
for BRCA1 and BRCA2 mutation carriers. Eur. J. Cancer 2017, 84, 114–120. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1016/j.ejogrb.2019.12.020
http://doi.org/10.1016/j.ejca.2017.07.004

	Introduction 
	Hereditary Women’s Cancer 
	BRCA Syndrome 
	HRD Mutation 
	Lynch Syndrome 
	Other Genetic Syndromes 

	Management 
	Screening and Gynecologic Surveillance in Families with Hereditary Syndromes 
	Prophylactic Surgery 

	Conclusions 
	References

