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Hereditary Breast and Ovarian Cancer (HBOC) is a genetic condition associated with increased risk of cancers. The past decade has
brought about significant changes to hereditary breast and ovarian cancer (HBOC) diagnostic testing with new treatments, testing
methods and strategies, and evolving information on genetic associations. These best practice guidelines have been produced to
assist clinical laboratories in effectively addressing the complexities of HBOC testing, while taking into account advancements since
the last guidelines were published in 2007. These guidelines summarise cancer risk data from recent studies for the most commonly
tested high and moderate risk HBOC genes for laboratories to refer to as a guide. Furthermore, recommendations are provided for
somatic and germline testing services with regards to clinical referral, laboratory analyses, variant interpretation, and reporting. The
guidelines present recommendations where ‘must’ is assigned to advocate that the recommendation is essential; and ‘should’ is
assigned to advocate that the recommendation is highly advised but may not be universally applicable. Recommendations are
presented in the form of shaded italicised statements throughout the document, and in the form of a table in supplementary
materials (Table S4). Finally, for the purposes of encouraging standardisation and aiding implementation of recommendations,
example report wording covering the essential points to be included is provided for the most common HBOC referral and reporting
scenarios. These guidelines are aimed primarily at genomic scientists working in diagnostic testing laboratories.
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1.0 INTRODUCTION
Global estimates indicate that breast cancer (BC) is the most
common female cancer diagnosis, accounting for approximately
24.8% of all female cancer diagnoses worldwide, and is the
leading cause of female cancer death. Ovarian cancer (OC)
accounts for approximately 4.4% of female cancer diagnoses. It
is the eighth most common cancer occurring in women and the
2nd most common cause of gynaecological cancer death world-
wide [1].
The general population incidence of male BC is ~1/1000 and

represents approximately 1% of all BC cases [2].
Multigene panel (MGP) studies of known HBOC genes in large

mixed patient cohorts suggest a pathogenic and/or likely
pathogenic variant (PV) prevalence of approximately 8% in BC
cases and 16% in OC cases; with PVs in BRCA1 and BRCA2
(BRCA1/2) accounting for approximately 50% and 80% of the
total PVs respectively (Table S1) [3, 4].
Prevalence, associated risk and absolute risk data for PVs in

genes most commonly present on HBOC MGPs are presented in
Table S1 and Table S2. Where available, data has been obtained

from large prospective studies, and from studies comprising large
numbers of patients tested by clinical testing laboratories. Table
S1 presents data for known HBOC genes for which there is
definitive data in support of an associated cancer risk. The genes
listed in Table S2 are those for which the current evidence is
limited or conflicting. In Tables S1 and S2, data on associated
cancers other than BC and OC are provided for BRCA1, BRCA2 and
PALB2 only, as PVs in these high risk genes are the ones most
frequently detected.

1.1 HBOC genes
See Supplementary Material Section S1.1 for background informa-
tion on high risk, moderate risk and candidate HBOC genes.

1.2 Multiple susceptibility risk alleles and polygenic
risk scores
It is well established that cancer risk is modified by family history
(BRCA1/2 [5]; PALB2 [6]; RAD51C and RAD51D (RAD51C/D) [7]).
Advances have been made towards improving the accuracy of
cancer risk estimation through the use of polygenic risk scores
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(PRS). Guidelines state that further validation is required before
diagnostic HBOC services routinely use PRS to inform clinical
management [8], references therein); however, PRS testing is now
available in some commercial laboratories, and the 313-SNP PRS
score [9] has been incorporated into BOADICEA/CanRisk. Clinical
trials to validate PRS models and use in clinical practice are
ongoing [10–12].

1.3 Tumour pathology
BC is a very heterogeneous disease with many histological types
and subtypes. An association of intrinsic tumour subtype of BC
with PVs in each of 9 HBOC susceptibility genes BRCA1, BRCA2,
PALB2, ATM, BARD1, CHEK2, RAD51C, RAD51D, TP53 has recently
been reported [13]. While significant heterogeneity in the
distribution of intrinsic subtypes by gene was observed, as
consistent with previous studies; taken together, PV in the genes
studied were generally associated with triple negative (TN) disease
and/or a higher tumour grade.
High grade serous epithelial ovarian cancer (HGSOC) comprises

more than 70% of all OC [14]. BRCA1 or BRCA2 PVs have been
reported in 15−22% of HGSOC [15–17], and more than 70% of
these tumours are grade 3 carcinomas [18]. The mutational
frequency for the non-serous cancer subtypes (ie mainly
endometrioid and clear cell) is estimated to be lower than 10%
and even less frequent in mucinous carcinomas [19].
There is evidence to suggest a Lynch-related subtype of OC

comprising mostly endometrioid or clear cell histology [20].

1.3.1 PARP inhibitors
Poly (ADP-ribose) polymerases (PARP) are important enzymes in
DNA damage repair mechanisms. Tumour cells with homologous
recombination deficiency (HRD) are sensitive to PARP inhibitors
(PARPi) which attack tumours with defective homologous recombi-
nation repair (HRR) proteins by a concept termed ‘synthetic
lethality’. Clinical trials have shown that PARPi are beneficial in the
treatment of patients with HRD tumours including those with
germline and somatic BRCA PVs. Initially, PARPi maintenance
therapy was limited to HGSOC. More recently, clinical trials and
licensing have included PARPi for the treatment of BRCA1/2-related
BC, metastatic prostate cancer, pancreatic cancer, with others to
follow (many reviews available for example [21]),.
Failure to respond to PARPi has been observed in more than

40% of OC patients and acquired resistance to PARPi is also
common. Causative mechanisms are extensively reviewed [22, 23].

2.0 METHODS
An update of the guidelines was deemed necessary due to the
rapidly evolving and increasingly complex scientific nature of
genetic testing since 2007 (https://www.emqn.org/wp-content/
uploads/2017/07/EMQN_BRCAguidelines2007.pdf). To achieve a
broad expert consensus, 9 expert laboratory representatives from
9 centres across the UK, EU and Canada were invited to share their
expertise in genetic testing for HBOC. The representatives met at
the inaugural teleconference on February 1st 2019 to discuss the
drafting framework and thereafter conducted virtual meetings
over regular intervals between March 2019 and September 2020
culminating in the first draft of the guidelines.
The following points were discussed during the virtual meet-

ings, and group consensus was achieved:

● Referral criteria
● Testing strategy and technologies
● Genes tested and associated risks
● Somatic testing
● Variant interpretation
● Referral pathways
● Reporting standards

Thereafter, the three co-first authors optimised and consoli-
dated the draft document through e-mail correspondence and
teleconferences between October 2020 and June 2022, while
taking into account ongoing developments published during this
time. Clinical expertise was sought, and two clinical expert
representatives were invited to review and contribute to the draft
document at the start of July 2021. Thereafter, all eight
representatives (6 laboratory and 2 clinical) were consulted by
the three co-first authors on a regular basis for feedback and
contributions as the draft document progressed.
The draft document was made available through EMQN to a

community of 489 participating laboratories in the EMQN-
organised external quality assessment (EQA) schemes for HBOC
panel testing, HBOC targeted BRCA testing, Ovarian and
prostate cancer (v Somatic) [PARPi] and Ovarian, Breast,
prostate and pancreatic cancers (v Germline) [PARPi] for
comments. The community consultation period was held
between 8th June and 4th July 2022. During the same period,
the EMQN Management Group reviewed the document and
made suggestions for clarity and content improvements. Based
on feedback collected and evaluated during the EMQN
community consultation period, the three co-first authors
resumed their efforts via e-mail correspondence and telecon-
ferences to produce the final version of the guidelines. All 11
representatives reviewed and approved the final draft of the
guidelines in February 2023 and the consensus recommenda-
tions for genetic testing for hereditary breast and ovarian
cancer were finalised.

3.0 HBOC REFERRAL PATHWAYS
3.1 Referral for germline testing
Historically, clinical genetics was the main referral pathway for
HBOC testing using risk assessment tools such as BOADICEA/
CanRisk [24, 25], Manchester Scoring method [26] and modified
Chompret criteria for Li-Fraumeni syndrome [27]. Most indivi-
duals were referred for testing due to a personal and family
history of HBOC. More recently, international initiatives have
been established to provide direct or “mainstream” access to
HBOC testing, often based on high likelihood of a PV. Genetic
testing through a non-genetics specialty as part of the cancer
pathway (mainstreaming) is anticipated to increase the effi-
ciency of access to genetic testing by streamlining patient
pathways. Mainstreaming includes discussion of a genetic test
with the patient, including an overview of potential implications
for the individual and wider family. Then requesting the test,
returning results and ensuring an onward referral to Clinical
Genetics where a PV is identified, or where no PV is identified
but there remains concern about the family history of cancer
[28]. With appropriate training and education, test requests from
specialists other than geneticists are encouraged to promote
timely, appropriate testing.
Regardless of the route taken, it is important that appropriate

genetic counselling is integral to all genetic testing pathways
(targeted or full screen).

1. However, due to the specific discussions required in the case of predictive
genetic testing in individuals unaffected with cancer, appropriate genetic
counselling must be an integral part of the process for individuals
undergoing predictive testing.

Although testing of affected individuals represents the majority
of germline testing, testing may also be available to unaffected
individuals with no available living affected relative, but with a
family history of HBOC meeting appropriate eligibility criteria (e.g.,
≥10% likelihood of heterozygosity for a PV ([29] in the UK)). As an
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alternative to testing an unaffected individual and subject to local
or national policies, testing on stored tissue from a deceased
relative may be offered. This option may provide a more definitive
outcome compared to that offered by the screening of an
unaffected relative. Such testing can also aid cosegregation
analysis.
In rare cases, a HBOC PV may be detected outside of the

established HBOC clinical testing pathways, in these cases:

2. Clinical genetics involvement should be recommended for the small
number of patients who have secondary or incidental findings e.g. copy
number loss or gain identified by array analysis, or PVs identified
through whole genome/exome/direct-to-consumer tests.

3.2 Referral for somatic tumour testing
BRCA1/2 tumour testing is often recommended for all women
diagnosed with ovarian, fallopian tube and primary peritoneal
cancer for the purpose of directing PARPi therapy [30]; [29],
dependent on local policies and licensing arrangements.

3. In addition to ovarian tumour testing, breast tumour and other HBOC-
related tumour testing should also be utilised where PARPi therapies are
licensed and available.

4.0 GENETIC TESTING
Clinical referrals are received for both treatment decisions and
determination of risk of hereditary cancer predisposition. Prior to
implementation of a HBOC genetic testing service:

4. Laboratories must ensure that the performance of analytical methods
meet the required standard for diagnostic testing through initial and
ongoing internal validation/verification (Medical Laboratory
Accreditation–ISO 15189:2022 [31]; and appropriate EQA participation.

4.1 Diagnostic testing
Historically, indirect screening techniques may have been used as
economical gene scanning methods, for example: Denaturing
High Performance Liquid Chromatography. Sanger sequencing of
the coding and splice site regions for single nucleotide variants
(SNVs), plus copy number variant (CNV) analysis was traditionally
utilised for direct PV detection. Knowledge of the past test history
of a referred patient is important, as depending on the analytical
sensitivity of the test performed at the time, retesting with newer
test methodologies may be warranted [32]. The decreasing cost of
next generation sequencing (NGS), alongside improved knowl-
edge of the risk contributions of other genes, has permitted the
rapid adoption of HBOC MGP analysis in many clinical genetics
laboratories.
The selection of genes to include on MGPs should be driven by

clinical utility, with each centre deciding on whether to implement
pan-cancer gene panels or smaller phenotype-specific panels.
Large MGPs may simplify workflows; however, laboratories and
clinicians should be aware that as the number of genes on a panel
increases, there is an increased risk of discovering variants not
affiliated with the presenting disease. This can be reduced by
bioinformatically evaluating only those genes associated with the
cancer type.
Several resources are available to aid establishment of gene

testing panels, notably: the Clinical Genome Resource (ClinGen) [33],
Clinical Domain Working Groups formed by the Clinical Genome

Resource [33–36]; PanelApp, a Genomics England crowd sourcing
tool to facilitate the sharing and evaluation of gene panels in the
scientific community (https://panelapp.genomicsengland.co.uk/) as
well as recommendations from the National Comprehensive Cancer
Network [8].
Testing of high risk HBOC genes (Table S1) is recommended.

5. As a minimum, laboratories must ensure that a HBOC diagnostic testing
service (internal or via an external testing laboratory referral) includes
analysis of high risk genes: BRCA1/2 and PALB2.

According to national guidelines, each jurisdiction should
establish whether their panels will include only high risk genes
or also offer moderate risk genes. Consideration should be given
to regional recommendations for surveillance, surgical and
pharmacological options for patients with a PV in a moderate or
high risk gene (there are currently no surveillance recommenda-
tions for PVs in low-risk genes or those with sparse/conflicting
evidence). Various guidelines including [8] (USA) [29]; (UK); GC-
HBOC (https://www.health-atlas.de/projects/2) (Germany); eviQ
(https://www.eviq.org.au/) (Australia) may be used as a reference
point for clinical actionability. As actionable genes are changing
frequently:

6. Laboratories must remain vigilant with current scientific literature and
guideline updates to ensure MGPs remain current.

7. Laboratories should ensure that a HBOC diagnostic testing service
(internal or external testing laboratory referral) provides analysis of
intronic regions known to contain recurrent PVs (e.g., BRCA1 c.213-
11T>G [37]).

8. Reportable variants detected in genes with associated pseudogenes (for
example, CHEK2 and PMS2) must be checked for specificity prior to
reporting.

Historically, detection of CNVs relied solely on techniques such
as multiplex ligation-dependent probe amplification (MLPA),
quantitative real-time PCR or long-range PCR. The use of validated
normalised NGS read depth is now commonly used for CNV
analysis [38, 39]. Knowledge of the gene-specific contribution of
CNVs helps inform testing strategy, which should aim to maximise
clinical sensitivity: Laboratories may refer to [40] for recent CNV
prevalence data.

9. Laboratories should have policies in place for determining which genes
are analysed for CNVs.

10. As a minimum, laboratories must ensure that a HBOC diagnostic
testing service (internal or external testing laboratory referral) provides
CNV analysis for BRCA1/2.

4.1.1 FFPE tissue testing
Formalin-fixed paraffin embedded (FFPE) testing may be offered
for two clinical scenarios: HGSOC/other eligible tumour types for
PARPi treatment eligibility, and deceased index patient testing in
high risk families where no affected relative is available for testing.
It is important to note however, that detection of germline and
somatic CNVs and larger indels in FFPE tissue is challenging, as
many NGS pipelines are not yet capable of achieving adequate
sensitivity.

4.1.1.1 HGSOC/other eligible tumour types for PARPi treatment
eligibility (tumour tissue)
Analysis of ovarian tumour samples allows the detection of a
BRCA1/2 PV in approximately 15% of patients, including ~7% with
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a somatic-only variant [41]. Somatic variants are frequently
present at lower levels; therefore, NGS analysis requires a higher
sequence depth to achieve acceptable analytical sensitivities.
Acceptable read depths will vary with each technology and
between different panel libraries.

11. Laboratories must establish the assay limit of detection (LoD) and
analytical sensitivity for all categories of variant types through
appropriate validation.

12. The percentage neoplastic cell content assessment must be integral to
tumour tissue analysis.

13. The neoplastic cell content percentage should be at least twice the
validated LoD of the assay.

For tumour testing, the general technical challenges of FFPE
tissue NGS analysis are further compounded by low variant allele
frequency (VAF) due to variable percentage neoplastic content
and tumour heterogeneity [37]. As a result, both somatic and
germline CNVs/larger indels (<50 bp) may be missed [42, 43].
Furthermore, a recent study has reported 3.1% of true germline
pathogenic variants to be absent from filtered tumour-detected
variants [44].
In order to ensure that optimal analytical sensitivities are

achieved:

14. Paired germline and tumour analysis should ideally be performed, with
germline testing involving full gene panel analysis as appropriate for
the tumour type, in addition to analysis of larger indels and CNVs.

15. If the laboratory protocol is for tiered testing beginning with somatic
tissue; as a minimum, targeted germline follow-up testing should be
performed to confirm any detected somatic PVs with VAF > 30% (SNVs)
or > 20% (small indels) [44], and to detect larger indels and CNVs which
may have a lower LoD.

In addition to the analysis of BRCA1/2 in tumour samples, some
assays also include measurement of HRD by NGS analysis of
genome-wide SNPs, including assessment of loss of heterozygos-
ity (LOH) and/or other markers of genomic instability. Various HRD
assays are available (reviewed in [45]). Efforts are underway to
standardise HRD testing for clinical application based on
demonstration of response to PARPi in clinical trials (e.g., Friends
of Cancer Research: https://friendsofcancerresearch.org/hrd/).
Thus, tumour samples exhibiting HRD detected on an assay for
which response to PARPi has been demonstrated in clinical trials,
or on one that is benchmarked to such an assay (HRD positive); for
example, due to BRCA1 promoter hypermethylation or a PV in
other HRR genes, are eligible for PARPi even if no PV is detected in
BRCA1/2.

4.1.1.2 Deceased index patient germline testing
Non-neoplastic material is preferred for this analysis but if not
available, predominantly non-neoplastic material with low level
neoplastic cell content (below the LoD of the assay) is acceptable.
Adequate test sensitivity may be achieved with lower NGS coverage
depth in the case of deceased index patient testing on non-
neoplastic tissue; however, failure rates due to technical challenges
associated with FFPE tissue analysis may be significant [46].

4.2 Specific Variant Testing (predictive testing)
Where a causative PV has been identified in an index case,
predictive testing for at-risk family members can be offered. It is
important to note that if the index patient testing occurred many
years ago, the patient report may refer to historical nomenclature
i.e based on numbering starting in 5’UTR or use of IVS±n for
intronic variants.

16. Confirmation of the correct gene region to be targetedmust be integral
to the predictive testing process.

17. A familial positive control where available (ideally first degree relative)
should be included with each assay to minimise a false negative result.

18. Primer/probe sequencesmust be checked regularly against recent large
population studies (e.g. gnomAD) to ensure there are no reported SNVs
which could potentially cause non-amplification of one allele.

19. To minimise the risk of incidental findings, analysis for a specific variant
should be limited to a defined region of the gene containing the
variant, including when NGS technology is used.

5.0 VARIANT INTERPRETATION
5.1 Framework
The IARC Unclassified Genetic Variants Working Group published
guidelines for interpreting and reporting germline variants in cancer
predisposition genes [47]. They proposed a standardised five-tier
classification system based on the likelihood of pathogenicity and
this system has been widely adopted e.g., InSiGHT (https://
www.insight-group.org/), ENIGMA (https://enigmaconsortium.org/).
In 2015, the American College of Medical Genetics and

Genomics (ACMG) and Association for Molecular Pathology
(AMP) published a five-tier variant classification system applicable
to variants in all Mendelian genes, which has been implemented
internationally [48].
The UK Association for Clinical Genomic Sciences (ACGS)

routinely publishes updated best practice guidelines for variant
interpretation, providing additional information to assist with the
application of the ACMG/AMP guidelines [49]. The UK Cancer
Variant Interpretation Group (CanVIG) has published a detailed
specification for variant interpretation in cancer susceptibility
genes using the ACMG/AMP and ACGS framework [50]. Current
versions and multiple other useful resources are available on their
website https://www.cangene-canvaruk.org/canvig-uk.
ClinGen in collaboration with others such as ENIGMA for BRCA1/2,

have set up gene, disease and evidence-specific expert groups to
enhance the variant classification framework (Variant Curation Expert
Panels (VCEP)). Gene-specific guidelines have been published for
PTEN, CDH1, TP53, MMR, ATM with many more in development (e.g.,
BRCA1 and BRCA2). Further refinement of ACMG/AMP classification
guidelines have been published for several evidence sources, for
example, protein truncating variants (PTVs), functional studies, and de
novo variants (https://clinicalgenome.org/working-groups/sequence-
variant-interpretation/#heading_documents).
Guidelines based on the original ACMG/AMP guidelines [48]

have recently been established for the interpretation of SNVs in
non-coding regions [51].

20. Germline variant classification must be performed according to ACMG/
AMP guidelines [48] (or national/local approved guidelines) with the
use of gene-specific and expert guidelines where available e.g. ClinGen
VCEP, CanVIG or ENIGMA.

Separate guidelines for somatic variant interpretation have
been established [52]; however:

21. Variants identified during somatic testing should be classified using
ACMG/AMP germline guidance as well as somatic tiering, as certain
variants (in particular BRCA1/2) have a high likelihood of germline
origin [17, 53].

22. Variants identified should be submitted to a database such as ClinVar
[54] to aid subsequent review and classification.
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5.2 Considerations for variant review and reclassification
Ideally variant classifications, particularly variant of uncertain
significance (VUS) should be regularly reviewed; however, this will
depend on local guidance and resources, and laboratories should
have appropriate policies and procedures in place. Laboratories
may refer to https://enigmaconsortium.org.

23. Laboratories must consider a variant review after a laboratory-defined
period of variant classification has lapsed (e.g. > 12 months) and:

i. Re-identification of the variant in the laboratory OR
ii. Following the release of new information from another laboratory or

from the scientific literature/public database (ClinVar [54]/Decipher
(https://www.deciphergenomics.org) OR

iii. Following new phenotypic information on the proband or family
member OR

iv. Following a request from the referring consultant e.g. prior to cascade
testing, risk-reducing surgery etc.

24. Where reclassification is likely to change clinical management i.e. from
VUS to likely pathogenic (LP) or LP to VUS, and particularly if the
evidence is not publicly available, notification should be provided to
relevant other diagnostic laboratories and appropriate healthcare
professionals to ensure consistent patient management [55].

5.3 HBOC specific variant interpretation
It is important to consider naturally occurring alternative splicing
for analysed genes. Invariant splice or nonsense variants
leading to naturally occurring in-frame RNA isoforms may rescue
protein function; therefore these should be considered VUS
unless proven otherwise e.g. PTVs in BRCA1 exons 9 or 10 (MANE
select numbering), or in BRCA2 exon 12 (https://
enigmaconsortium.org). Splice variants affecting NAGNAG (tan-
dem acceptor) sites are predicted to produce an in-frame
transcript. Predicted nonsense or frameshift variants down-
stream of codon 1854 (BRCA1 protein) [56] and codon 3309
(BRCA2 protein) [56, 57] are highly unlikely to be clinically
important https://enigmaconsortium.org. PTVs in the first and
last exons and 50 bp of the penultimate exon are usually not
subject to nonsense mediated decay. Frameshift variants in the
last exon may cause a protein extension and can be subject to
non-stop mediated decay.
The BRCA1 c.5096G>A p.(Arg1699Gln) missense variant has

been shown to have an intermediate risk for BC and OC compared
to other PVs and specific clinical management guidelines have
been published for this variant [58]. Other putative reduced
penetrance variants may be identified from Fanconi anaemia (FA)-
like cases or postulated from functional assays. However, large
case-control studies (e.g., [59]) are required to confirm any
significant reduction in penetrance; and in the absence of such
studies, individuals should be managed appropriately based on
their personal and family history.
For TP53 variants:

25. The presence of Clonal Haematopoiesis of Indeterminate Potential
(CHIP)/mosaicism must be considered for all cases for which (i) there is
no familial transmission evident AND (ii) VAF < 40% AND (iii) the
phenotype is not supportive of LFS [60].

26. Laboratories should perform analysis to exclude/confirm CHIP.

Testing of germline tissues e.g. normal tissue from tumour
block, cultured fibroblasts from skin biopsy or hair follicle is
recommended. The presence of germline mosaicism should be
considered [61].
Pending definitive evidence on the contribution of missense

variants to HBOC:

27. Caution should be exercised when reporting missense variants in
PALB2, RAD51C, RAD51D, CHEK2 and ATM genes, where disease has
been predominantly associated with PTVs to date.

6.0 REPORTING
Laboratories must ensure that interpretation and reporting meet
the required standard for diagnostic testing (Medical Laboratory
Accreditation-ISO 15189:2022 or equivalent); and that these
elements are evaluated through regular participation in EQA
where this is available.

6.1 General report features
See [62, 63].
See comprehensive guidelines on the reporting of variants,

including class 3 (VUS) and example reporting formats [49].

28. Guidelines used for variant interpretation must be clearly referenced in
clinical reports.

29. Furthermore, variant classification evidence must be available to service
users, preferably as part of the report, or minimally upon request.

6.2 Clinical recommendations
It is recognised that jurisdictions may have differing policies for
describing clinical options in genetic reports. Information in
relation to options for further testing, surveillance, risk-reducing
surgery, targeted drug therapy may be included in reports, or
communicated during a clinical consultation.

30. As a minimum, reports must recommend referral of patients for
appropriate clinical management and genetic counselling in cases
where a germline PV/reportable VUS has been identified.

31. Where an elevated residual risk remains after testing, and depending
on local reporting policy: Reports should advise that clinical
management should be dependent on personal and family history.

6.3 Technical report features
See [64, 65].

32. Technical information including NGS/MLPA kit details and version
number, sequencing chemistry, bioinformatics pipeline, LoD and
analytical sensitivity must be available via the report.

For the classification and reporting of variants, the authors
recommend use of MANE Select and MANE Plus Clinical
transcripts (ideally based on GRCh38) for standardisation [66].

33. Each variant reported must be described using HGVS nomenclature,
including the clinically appropriate transcript (e.g. MANE select and/or
MANE Plus Clinical) and version number, zygosity (germline variants),
and include details of the predicted effect on the protein where
appropriate.

6.3.1 Diagnostic testing
The gene regions and types of variants covered by the test must
be stated in the report. If some types of variants (for example,
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CNVs) or gene regions (for example, introns with common PVs)
have not been adequately assessed, this must be clearly indicated.
Analytical sensitivity should be as high as possible, and indicated
in the report [31].

34. The report must state the test scope and assay limitations, and refer the
patient elsewhere for further testing/analysis of additional genes
implicated in HBOC as appropriate, should the analytical and/or clinical
sensitivity fail to reach the required laboratory-determined threshold/
standard.

35. For TP53 variants fitting the criteria for consideration of CHIP/mosaicism
(see Section 5.3), reports must clearly state the risk of CHIP if further work
is not performed, or CHIP has been experimentally excluded/confirmed.

As appropriate depending on local practice and policies, reports
may recommend that the patient be referred for clinical
surveillance/management in addition to recommending appro-
priate genetic counselling.
To aid VUS reporting decisions, laboratories may find it helpful

to refer to the gradient of different VUS categories obtained using
the ACMG/AMP scoring criteria and a Bayesian approach [49].

36. Variant classes not reported must be clearly stated on the report.

Example wording: Benign/likely benign variants and some VUS
with limited or conflicting information are not reported.

37. If a PV is identified in a patient where consanguinity has been noted,
the report should mention the risk of autosomal recessive (AR) disease
e.g., FA and offer to test any consanguineous partner.

6.3.2 Cascade testing

38. The extent of the gene region analysed must be clear in the report. For
example, a statement that targeted variant analysis has been
performed, and/or use of HGVS nomenclature to describe the genotype,
and/or genomic coordinates and genome build (ideally GRCh38).

39. PV-absent reports must state the test limitations if DNA from a familial
positive control is not available for inclusion in the analysis (see
Section 4.2)

6.4 Specific scenario report interpretation recommendations
(Recommendation 40)
Example report wording covering the essential recommended
points to be included is shown in italics within shaded areas
below. Abbreviations are present for the purpose of space
constraint only and are not intended to be incorporated into
clinical reports.

6.4.1 Diagnostic test for an eligible individual diagnosed with an
HBOC-related cancer
6.4.1.1a Testing outcome: PV detected - high risk gene & variant

This result is consistent with (likely pathogenic) or confirms (pathogenic) a
genetic diagnosis of GENE-related cancer susceptibility. The patient has a
high risk of developing further GENE-related cancers (females) (or males:
the patient is at risk of developing further GENE-related cancers) and
should be managed appropriately. Each of their offspring would be at 50%
risk of inheriting this variant and genetic predisposition to GENE-related

cancers. Other relatives are also at increased risk of this disorder. We
recommend referral for appropriate clinical management and genetic
counselling where predictive and diagnostic testing for this variant in their
relatives can be arranged as appropriate.

6.4.1.1b Testing outcome: PV detected - reduced penetrance
variant or moderate risk gene

This result is consistent with (likely pathogenic) or confirms (pathogenic) a
genetic diagnosis of GENE-related cancer susceptibility. This variant or gene
is associated with reduced or moderate penetrance <add reference >. The
patient is at risk of developing further GENE-related cancers and should be
managed appropriately based on their personal and family history. See
6.4.1.1a for further wording on risk to family members and associated
recommendations.

6.4.1.2 Testing outcome: PV not detected

No PV has been detected in these genes. This result reduces the chance of,
but does not completely exclude a diagnosis of HBOC.

6.4.1.3 Testing outcome: VUS detected

This finding in isolation is insufficient to justify a change in clinical
management. To aid variant reclassification, further evidence is required.
We recommend referral for appropriate clinical management and genetic
counselling (for familial segregation analysis/RNA studies/ etc, if
appropriate). Predictive testing is not indicated for relatives. Further
evidence may become available for this variant in the future: if new clinical
decisions based on this variant are required for this family, please contact
the laboratory to request a review of this variant.
Note: Where a VUS is detected but not reported, see 6.4.1.2
(Testing outcome: PV not detected)

6.4.2 Test for an individual without an HBOC-related cancer, who is
eligible due to their family history
Testing of eligible individuals without a HBOC-related cancer may
be performed in cases where there is no living affected relative
available, or no deceased affected relative with tissue material
available for testing.
6.4.2.1 Testing outcome: PV detected

This individual has a high risk (if high risk gene, or “increased risk” if male
or moderate risk gene or reduced penetrance variant) of developing GENE-
related cancers and should be managed appropriately. See 6.4.1.1a/b for
further wording. For males see also 6.4.5.2.2.

6.4.2.2 Testing outcome: PV not detected

This result reduces the chance of, but does not completely exclude the
possibility that this individual will develop autosomal dominant (AD)
HBOC. We cannot exclude the possibility that a PV in the tested genes or a
PV in another cancer susceptibility gene is segregating in this family. We
recommend testing a sample from an affected relative, if available.

6.4.2.3 Testing outcome: VUS detected

This finding in isolation is insufficient to justify change in clinical
management. Based on family history and uncertainty
surrounding this variant, this result is inconclusive and this individual’s
cancer risk should be determined based on their personal and family
history. We cannot exclude the possibility that an alternate PV in the tested
genes or a PV in another cancer susceptibility gene is segregating in this
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family. We recommend testing a sample from an affected relative, if
available. Predictive testing is not indicated for this variant.
See also 6.4.1.3. for further wording.

6.4.3 Rare testing outcomes from scenarios 6.4.1 and 6.4.2
6.4.3.1 Transheterozygosity for BRCA1&2 PV
Such cases should be reported in the same way as for BRCA1/2

heterozygotes. See 6.4.1.1a/b/6.4.2.1. for further wording.

Additional example wording: We recommend familial segregation analysis
to determine the origin of each variant, as both maternal and paternal
relatives may be at risk of HBOC and/or related cancers.

6.4.3.2 Biallelic BRCA1/BRCA2/PALB2 PV
Based on reported FA cases to date, at least one of the alleles is

likely to have reduced penetrance with partial function. Referral
for appropriate clinical management and genetic counselling is an
essential prerequisite for all cascade testing, due the complexities
of determining the cancer risk associated with a potentially
reduced penetrance allele. Reports should recommend familial
segregation analysis to determine the origin of each variant, as
both maternal and paternal relatives may be at risk of HBOC and/
or related cancers.

6.4.4 BRCA1/2 somatic/germline analysis for PARPi treatment in
HGSOC/other eligible tumour types
6.4.4.1 Reporting recommendations
See tumour testing reporting guidelines [52, 67–69].

41. Referral for appropriate clinical management and genetic counselling
must be recommended for all reportable variants identified during
germline testing.

42. It must be clear from the report whether the result is from the analysis
of tumour and/or germline tissue.

43. As a minimum, somatic test reports must recommend germline testing
of the detected reportable variant if VAF is in the laboratory established
germline range eg., > 30% (SNVs), > 20% (small indels) [44].

44. The percentage neoplastic content must be stated on somatic test
reports, and flagged if below the laboratory-determined acceptable
threshold; as this is critical information for when a PV is not detected.

45. The report must clearly state whether analysis for CNVs/larger indels
has been performed.

46. If CNV/larger indel analysis has not been completed on the tumour
sample, then germline CNV/larger indel testing for BRCA1/2 should be
recommended (unless HRD is not detected on an assay for which
response to PARPi has been demonstrated in clinical trials, or on one
that is benchmarked to such an assay [HRD negative]), and the
limitations of somatic-only testing clearly stated.

47. If germline testing has not identified a reportable variant, then somatic
testing should be recommended, and the limitations of germline-only
testing clearly stated.

48. As applicable, reports should refer to PARPi therapy rather than brand
names

If BRCA1/2 testing has not identified a reportable variant, then
HRD testing may be recommended if available, to identify
tumours eligible for PARPi.
6.4.4.2 HGSOC/other eligible tumour types testing for PARPi

Outcomes
6.4.4.2.1 Somatic/germline BRCA1/2 PV detected (and HRD

positive, if done)

This patient has an increased likelihood of benefitting from PARPi therapy.

If somatic only testing has been completed, germline analysis
should be performed. If PV is present in the germline - see 6.4.1.1a/b
6.4.4.2.2 Somatic/germline BRCA1/2 PV not detected (and HRD

negative, if done)

Based on this result in isolation and current licensing, PARPi therapy is not
indicated.

Where germline only or somatic only testing has been
performed, see 6.4.4.1 for further testing recommendations.
6.4.4.2.3 Somatic/germline BRCA1/2 PV not detected and HRD

Positive

This patient has an increased likelihood of benefitting from PARPi therapy.

6.4.4.2.4 Somatic/germline BRCA1/2 VUS detected and HRD
negative

Based on the result and current licensing, PARPi therapy is not currently
indicated. See also 6.4.4.1 for further testing recommendations.

6.4.4.2.5 Somatic/germline BRCA1/2 VUS detected and HRD positive

This patient has an increased likelihood of benefitting from PARPi therapy.
If the variant is present in the germline - see 6.4.1.3.

6.4.5 Cascade screening for a PV
6.4.5.1 Confirmatory testing
For example, testing for a familial GENE PV in a patient with an
HBOC-related cancer (high prior risk).
6.4.5.1.1 GENE PV detected

See example wording 6.4.1.1a/b.

6.4.5.1.2 GENE PV not detected
It is recommended that where appropriate, such cases are

followed up according to laboratory policies and procedures in
place for unexpected findings.

This result indicates that the familial PV has not contributed to
the development of this patient’s cancer. This specific test cannot exclude
the possibility of an alternate PV in the tested gene or a PV in another
cancer susceptibility gene in this patient. Further testing is available if
required.

6.4.5.2 Predictive testing
For example, testing for a familial GENE PV in an individual
without an HBOC-related cancer.
6.4.5.2.1 Females
6.4.5.2.1.1 PV detected in high risk HBOC gene

See example wording 6.4.2.1.

6.4.5.2.1.2 PV detected in moderate risk HBOC gene or PV variant is
of reduced penetrance

This individual is at increased risk of developing GENE-related cancers. This
variant <or gene> is associated with reduced <or moderate> penetrance
<add reference> therefore patients should be managed appropriately,
based on their personal and family history.
See also 6.4.1.1a for further wording.
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6.4.5.2.1.3 Familial PV not detected

This individual is not at increased risk of developing familial GENE-related
cancer associated with this specific variant. Their residual risk for cancer is
dependent on personal and familial history. Descendants are not at risk for
the familial PV. Descendants are not at risk for the familial PV.

6.4.5.2.2 Males
Large differences in absolute cancer risk are reported for males

(Tables S1 and S2), therefore it is considered acceptable not to give
a numerical risk estimate and instead include a statement such as
‘specific risk figures for males should be discussed with clinical
genetics’.
6.4.5.2.2.1 BRCA1/PALB2 familial PV detected

This individual is at increased risk of developing BRCA1/PALB2- related
tumours; however, overall this risk is low (6.4.5.2.2).
See 6.4.2.1 and 6.4.1.1a/b for further wording.

6.4.5.2.2.2 BRCA2 familial PV detected

This individual is at increased risk of developing BRCA2-related tumours
(6.4.5.2.2).
See 6.4.2.1 for further wording.

6.4.5.2.2.3 BRCA1/BRCA2/PALB2 familial PV not detected

This individual is not at increased risk of developing familial GENE-related
cancer associated with this specific variant. Descendants are not at risk for
the familial PV.

6.5 Follow up
6.5.1 Duty to re-report reclassified variants & performing report
amendments
See [49]
See also Section 5.2: Variant review and reclassification

49. If the reclassification of a variant alters the clinical significance (i.e.
from VUS to LP/LP to VUS), laboratories must assess if a reissue of a
report to the referring consultant of the proband is required [55].

50. Any reissued report must clearly state that it is an updated report
which supersedes the previously issued report.

7.0 DISCUSSION
Testing for HBOC has become increasingly complex. Gene
associations attributed to moderate/low risk of disease are
increasing and the addition of targeted therapy has introduced
the need for somatic testing. Furthermore, variant classification for
germline and somatic variants follow different guidelines. These
HBOC testing guidelines have identified 50 recommendations and
provide the diagnostic laboratory with current references for
obtaining further information. Additionally, example report word-
ing is suggested for ease of implementation.

REFERENCES
1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer

statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide for 36
cancers in 185 countries. CA Cancer J Clin. 2018;68:394–424.

2. Korde LA, Zujewski JA, Kamin L, Giordano S, Domchek S, Anderson WF, et al.
Multidisciplinary meeting on male breast cancer: summary and research
recommendations. J Clin Oncol. 2010;28:2114–22.

3. Suszynska M, Klonowska K, Jasinska AJ, Kozlowski P. Large-scale meta-analysis of
mutations identified in panels of breast/ovarian cancer-related genes — Pro-
viding evidence of cancer predisposition genes. Gynecol Oncol. 2019;153:452–62.
https://doi.org/10.1016/j.ygyno.2019.01.027.

4. Suszynska M, Ratajska M, Kozlowski PBRIP1. RAD51C, and RAD51D mutations are
associated with high susceptibility to ovarian cancer: mutation prevalence and
precise risk estimates based on a pooled analysis of ~30,000 cases. J Ovarian Res.
2020;13:1–11.

5. Kuchenbaecker KB, McGuffog L, Barrowdale D, Lee A, Soucy P, Dennis J, et al.
Evaluation of polygenic risk scores for breast and ovarian cancer risk prediction in
BRCA1 and BRCA2 mutation carriers. J Natl Cancer Inst. 2017;109:1–15.

6. Yang X, Leslie G, Doroszuk A, Schneider S, Allen J, Decker B, et al. Cancer risks
associated with germline PALB2 pathogenic variants: an international study of
524 families. J Clin Oncol. 2020;38:674–85.

7. Yang X, Song H, Leslie G, Engel C, Hahnen E, Auber B, et al. Ovarian and breast
cancer risks associated with pathogenic variants in RAD51C and RAD51D. J Natl
Cancer Inst. 2020;112:1242–50.

8. (NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®), Genetic/Familial
High-Risk Assessment: Breast, Ovarian, and Pancreatic, v3.2023) (Daly et al.
2022). Genetic / Familial High-Risk Assessment: Breast, Ovarian, and Pancreatic.
2022;

9. Mavaddat N, Michailidou K, Dennis J, Lush M, Fachal L, Lee A, et al. Polygenic risk
scores for prediction of breast cancer and breast cancer subtypes. Am J Hum
Genet. 2019;104:21–34.

10. Lakeman IMM, van den Broek AJ, Vos JAM, Barnes DR, Adlard J, Andrulis IL, et al.
The predictive ability of the 313 variant–based polygenic risk score for con-
tralateral breast cancer risk prediction in women of European ancestry with a
heterozygous BRCA1 or BRCA2 pathogenic variant. Genet Med. 2021;23:1726–37.

11. Lakeman IMM, Rodríguez-Girondo MDM, Lee A, Celosse N, Braspenning ME, van
Engelen K, et al. Clinical applicability of the Polygenic Risk Score for breast cancer
risk prediction in familial cases. J Med Genet. 2023;60:327–36.

12. Yanes T, McInerney-Leo AM, Law MH, Cummings S. The emerging field of poly-
genic risk scores and perspective for use in clinical care. Hum Mol Genet.
2020;29:R165–76.

13. Mavaddat N, Dorling L, Carvalho S, Allen J, González-Neira A, Keeman R, et al.
Pathology of tumors associated with pathogenic germline variants in 9 breast
cancer susceptibility genes. JAMA Oncol. 2022;8:1–11.

14. Neff RT, Senter L, Salani R. BRCA mutation in ovarian cancer: testing, implications
and treatment considerations. Ther Adv Med Oncol. 2017;9:519–31.

15. Alsop K, Fereday S, Meldrum C, DeFazio A, Emmanuel C, George J, et al. BRCA
mutation frequency and patterns of treatment response in BRCA mutation-
positive women with ovarian cancer: A report from the Australian ovarian cancer
study group. J Clin Oncol. 2012;30:2654-63.

16. Bell D, Berchuck A, Birrer M, Chien J, Cramer DW, Dao F, et al. Integrated genomic
analyses of ovarian carcinoma. Nature.2011; 474:609-15.

17. Vos JR, Fakkert IE, de Hullu JA, van Altena AM, Sie AS, Ouchene H, et al. Universal
tumor DNA BRCA1/2 testing of ovarian cancer: prescreening PARPi treatment and
genetic predisposition. J Natl Cancer Inst. 2020;112:161–9.

18. Girolimetti G, Perrone AM, Santini D, Barbieri E, Guerra F, Ferrari S, et al. BRCA-
associated ovarian cancer: From molecular genetics to risk management. BioMed
Res Int. 2014;2014:787143.

19. Vergote I, Banerjee S, Gerdes AM, van Asperen C, Marth C, Vaz F, et al. Current
perspectives on recommendations for BRCA genetic testing in ovarian cancer
patients. Eur J Cancer. 2016;69:127−34.

20. Chui MH, Gilks CB, Cooper K, Clarke BA. Identifying lynch syndrome in patients with
ovarian carcinoma: the significance of tumor subtype. Adv Anat Pathol. 2013;20:378–86.

21. Kim DS, Camacho CV, Kraus WL. Alternate therapeutic pathways for PARP inhi-
bitors and potential mechanisms of resistance. Exp Mol Med. 2021;53:42–51.
https://doi.org/10.1038/s12276-021-00557-3.

22. Li H, Liu ZY, Wu N, Chen YC, Cheng Q, Wang J. PARP inhibitor resistance: the
underlying mechanisms and clinical implications. Mol Cancer. 2020;19:1–16.

23. Noordermeer SM, van Attikum H. PARP Inhibitor Resistance: A Tug-of-War in
BRCA-Mutated Cells. Trends Cell Biol. 2019;29:820–34.

24. Antoniou AC, Pharoah PPD, Smith P, Easton DF. The BOADICEA model of genetic
susceptibility to breast and ovarian cancer. 2004;1580–90.

25. Lee A, Mavaddat N, Wilcox AN, Cunningham AP, Carver T, Hartley S, et al. BOA-
DICEA: a comprehensive breast cancer risk prediction model incorporating
genetic and nongenetic risk factors. Genet Med [Internet]. 2019;21:1708–18.
https://doi.org/10.1038/s41436-018-0406-9.

26. Evans DG, Harkness EF, Plaskocinska I, Wallace AJ, Clancy T, Woodward ER, et al.
Pathology update to the Manchester Scoring System based on testing in over 4000
families. 2017;674–81.

27. Bougeard G, Renaux-Petel M, Flaman JM, Charbonnier C, Fermey P, Belotti M,
et al. Revisiting Li-Fraumeni syndrome from TP53 mutation carriers. J Clin Oncol.
2015;33:2345–52.

T. McDevitt et al.

486

European Journal of Human Genetics (2024) 32:479 – 488

https://doi.org/10.1016/j.ygyno.2019.01.027
https://doi.org/10.1038/s12276-021-00557-3
https://doi.org/10.1038/s41436-018-0406-9


28. Kemp Z, Turnbull A, Yost S, Seal S, Mahamdallie S, Poyastro-Pearson E, et al.
Evaluation of cancer-based criteria for use in mainstream BRCA1 and BRCA2
genetic testing in patients with breast cancer. JAMA Netw Open. 2019;2:1–13.

29. NICE. National Institute for Health and Care Excellence [NICE] (2013). 2013 [cited
2021 Jun 21]; https://www.nice.org.uk/guidance/cg164.

30. (NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®), Ovarian Cancer
Including Fallopian Tube Cancer and Primary Peritoneal Cancer, v1.2023) (Arm-
strong et al. 2022). Ovarian cancer Ovarian cancer. 2022;

31. Mattocks CJ, Morris MA, Matthijs G, Swinnen E, Corveleyn A, Dequeker E, et al. A
standardized framework for the validation and verification of clinical molecular
genetic tests. Eur J Hum Genet. 2010;18:1276–88.

32. Moran O, Nikitina D, Royer R, Poll A, Metcalfe K, Narod SA, et al. Revisiting breast
cancer patients who previously tested negative for BRCA mutations using a 12-
gene panel. Breast Cancer Res Treat [Internet]. 2017 Jan [cited 2021 May
26];161:135–42. https://doi.org/10.1007/s10549-016-4038-y.

33. Rehm HL, Berg JS, Brooks LD, Bustamante CD, Evans JP, Landrum MJ, et al.
ClinGen — The Clinical Genome Resource. N. Engl J Med. 2015;372:2235–42.

34. Lee K, Seifert BA, Shimelis H, Ghosh R, Crowley SB, Carter NJ, et al. Clinical validity
assessment of genes frequently tested on hereditary breast and ovarian cancer
susceptibility sequencing panels. Genet Med. 2019;21:1497–506. https://doi.org/
10.1038/s41436-018-0361-5.

35. Milko LV, Funke BH, Hershberger RE, Danielle R, Lee K, Riggs ER, et al. HHS Public
Access. 2019;21:987–93.

36. Taylor A, Brady AF, Frayling IM, Hanson H, Tischkowitz M, Turnbull C, et al. Consensus
for genes to be included on cancer panel tests offered by UK genetics services:
guidelines of the UK Cancer Genetics Group. J Med Genet. 2018;55:372–7.

37. Ellison G, Ahdesmäki M, Luke S, Waring PM, Wallace A, Wright R, et al. An eva-
luation of the challenges to developing tumor BRCA1 and BRCA2 testing
methodologies for clinical practice. Hum Mutat. 2018;39:394–405.

38. Kerkhof J, Schenkel LC, Reilly J, McRobbie S, Aref-Eshghi E, Stuart A, et al. Clinical
validation of copy number variant detection from targeted next-generation
sequencing panels. J Mol Diagnostics. 2017;19:905–20. https://doi.org/10.1016/
j.jmoldx.2017.07.004.

39. Mancini-Dinardo D, Judkins T, Kidd J, Bernhisel R, Daniels C, Brown K, et al.
Detection of large rearrangements in a hereditary pan-cancer panel using next-
generation sequencing. BMC Med Genome. 2019;12:1–9.

40. LaDuca H, Polley EC, Yussuf A, Hoang L, Gutierrez S, Hart SN, et al. A clinical guide
to hereditary cancer panel testing: evaluation of gene-specific cancer associa-
tions and sensitivity of genetic testing criteria in a cohort of 165,000 high-risk
patients. Genet Med. 2020;22:407–15.

41. Frugtniet B, Morgan S, Murray A, Palmer-Smith S, White R, Jones R, et al. The
detection of germline and somatic BRCA1/2 genetic variants through parallel
testing of patients with high-grade serous ovarian cancer: a national retro-
spective audit. BJOG An. Int J Obstet Gynaecol. 2022;129:433–42.

42. Lincoln SE, Nussbaum RL, Kurian AW, Nielsen SM, Das K, Michalski S, et al. Yield
and utility of germline testing following tumor sequencing in patients with
cancer. JAMA Netw Open. 2020;3:1–10.

43. Toss A, Piombino C, Tenedini E, Bologna A, Gasparini E, Tarantino V, et al. The
prognostic and predictive role of somatic brca mutations in ovarian cancer:
Results from a multicenter cohort study. Diagnostics 2021;11:1–15.

44. Kuzbari Z, Bandlamudi C, Loveday C, Garrett A, Mehine M, George A, et al.
Germline-focused analysis of tumour-detected variants in 49,264 cancer patients:
ESMO Precision Medicine Working Group recommendations. Ann Oncol.
2023;34:215–27. https://doi.org/10.1016/j.annonc.2022.12.003.

45. Doig KD, Fellowes AP, Fox SB. Homologous recombination repair deficiency: an
overview for pathologists. Mod Pathol. 2023;36:100049. https://doi.org/10.1016/
j.modpat.2022.100049.

46. Bennett S, Alexander E, Fraser H, Bowers N, Wallace A, Woodward ER, et al.
Germline FFPE inherited cancer panel testing in deceased family members:
implications for clinical management of unaffected relatives. Eur J Hum Genet.
2021;29:861–71. https://doi.org/10.1038/s41431-021-00817-w.

47. Plon SE, Eccles DM, Easton D, Foulkes WD, Genuardi M, Greenblatt MS, et al. Sequence
variant classification and reporting: recommendations for improving the interpretation
of cancer susceptibility genetic test results. Hum Mutat. 2008;29:1282–91.

48. Richards S, Aziz N, Bale S, Bick D, Das S, Gastier-Foster J, et al. Standards and
guidelines for the interpretation of sequence variants: a joint consensus
recommendation of the American College of Medical Genetics and Genomics
and the Association for Molecular Pathology. 2015; www.lrg-sequence.org.

49. Ellard S, Baple EL, Callaway A, Berry I, Forrester N, Turnbull C, et al. ACGS Best
Practice Guidelines for Variant Classification in Rare Disease 2020 Recommen-
dations ratified by ACGS Quality Subcommittee on 4th. 2020 [cited 2020 Nov 3];
Available from: https://doi.org/10.1101/531210.

50. Garrett A, Callaway A, Durkie M, Cubuk C, Alikian M, Burghel GJ, et al. Cancer
variant interpretation Group UK (CanVIG-UK): an exemplar national subspecialty
multidisciplinary network. J Med Genet. 2020;57:1–6.

51. Ellingford JM, Ahn JW, Bagnall RD, Baralle D, Barton S, Campbell C, et al.
Recommendations for clinical interpretation of variants found in non-coding
regions of the genome. Genome Med. 2022;14:1–19. https://doi.org/10.1186/
s13073-022-01073-3.

52. Horak P, Griffith M, Danos AM, Pitel BA, Madhavan S, Liu X, et al. Standards for the
classification of pathogenicity of somatic variants in cancer (oncogenicity): Joint
recommendations of Clinical Genome Resource (ClinGen), Cancer Genomics
Consortium (CGC), and Variant Interpretation for Cancer Consortium (VICC).
Genet Med. 2022;24:986–98.

53. Mandelker D, Donoghue M, Talukdar S, Bandlamudi C, Srinivasan P, Vivek M, et al.
Germline-focussed analysis of tumour-only sequencing: recommendations from
the ESMO Precision Medicine Working Group. Ann Oncol. 2019;30:1221–31.
https://doi.org/10.1093/annonc/mdz136.

54. Landrum MJ, Lee JM, Benson M, Brown GR, Chao C, Chitipiralla S, et al. ClinVar:
improving access to variant interpretations and supporting evidence. Nucleic
Acids Res. 2018;46:D1062–7.

55. Loong L, Garrett A, Allen S, Choi S, Durkie M, Callaway A, et al. Reclassification of
clinically-detected sequence variants: Framework for genetic clinicians and clin-
ical scientists by CanVIG-UK (Cancer Variant Interpretation Group UK). Genet Med.
2022;24:1867–77.

56. Rebbeck TR, Friebel TM, Friedman E, Hamann U, Huo D, Kwong A, et al. Muta-
tional spectrum in a worldwide study of 29,700 families with BRCA1 or BRCA2
mutations. Hum Mutat. 2018;39:593–620.

57. Mesman RLS, Calléja FMGR, Hendriks G, Morolli B, Misovic B, Devilee P, et al. The
functional impact of variants of uncertain significance in BRCA2. Genet Med.
2019;21:293–302. https://doi.org/10.1038/s41436-018-0052-2.

58. Moghadasi S, Meeks HD, Vreeswijk PM, Janssen LAM, Borg Å, Ehrencrona H, et al.
The BRCA1 c. 5096 G > A p.Arg1699Gln (R1699Q) intermediate risk variant: Breast
and ovarian cancer risk estimation and recommendations for clinical manage-
ment from the ENIGMA consortium. J Med Genet. 2018;55:15–20.

59. Dorling L, Carvalho S, Allen J, Parsons MT, Fortuno C, González-Neira A, et al. Breast
cancer risks associated with missense variants in breast cancer susceptibility genes.
Genome Med. 2022;14:1–17. https://doi.org/10.1186/s13073-022-01052-8.

60. Evans DG, Woodward ER. New surveillance guidelines for Li-Fraumeni and hereditary
TP53 related cancer syndrome: implications for germline TP53 testing in breast cancer.
Fam Cancer. 2021;20:1–7. https://doi.org/10.1007/s10689-020-00207-z.

61. Schwartz AN, Hyman SR, Stokes SM, Castillo D, Tung NM, Weitzel JN. et al. Eva-
luation of TP53 variants detected on peripheral blood or saliva testing: discerning
germline from somatic TP53 variants. JCO Precis Oncol. 2021;5:1677–86.

62. Deans ZC, Ahn JW, Carreira IM, Dequeker E, Henderson M, Lovrecic L, et al.
Recommendations for reporting results of diagnostic genomic testing. Eur J Hum
Genet. 2022;30:1011–6.

63. Cresswell L, Wallis Y, Fews G, Deans Z, Fratter C, Monkman L, et al. General
Genetic Laboratory Reporting Recommendations Version 1.1. Recommendations
ratified by ACGS Quality Subcommittee on 24/02/20). Available from: https://
www.acgs.uk.com/quality/best-practice-guidelines/.

64. Deans Z, Watson CM, Charlton R, Ellard S, Wallis Y, Mattocks C, et al. Practice
guidelines for targeted next generation sequencing analysis and interpretation
[Internet]. 2015 [cited 2020 Nov 3]. https://sites.stanford.edu/abms/giab.

65. Ellard S, Charlton R, Yau S, Gokhale D, Taylor GR, Wallace A, et al. Practice
guidelines for sanger sequencing analysis and interpretation [Internet]. 2016
[cited 2020 Nov 3]. www.repeatmasker.org/.

66. Morales J, Pujar S, Loveland JE, Astashyn A, Bennett R, Berry A, et al. A joint NCBI
and EMBL-EBI transcript set for clinical genomics and research. Nature.
2022;604:1–6. https://doi.org/10.1038/s41586-022-04558-8.

67. Cree IA, Cree IA, Deans Z, Ligtenberg MJL, Groenen P, Van Krieken JH, et al.
Guidance for laboratories performing molecular pathology for cancer patients. J
Clin Pathol. 2014;67:923–31.

68. Konstantinopoulos PA, Norquist B, Lacchetti C, Armstrong D, Grisham RN,
Goodfellow PJ, et al. Germline and somatic tumor testing in epithelial ovarian
cancer: ASCO guideline. J Clin Oncol. 2020;38:1222–45.

69. Li MM, Datto M, Duncavage EJ, Kulkarni S, Lindeman NI, Roy S, et al. Standards
and guidelines for the interpretation and reporting of sequence variants in
cancer: a joint consensus recommendation of the association for molecular
pathology, American Society of Clinical Oncology, and College of American
Pathologists. J Mol Diagnostics. 2017;19:4–23. https://doi.org/10.1016/
j.jmoldx.2016.10.002.

AUTHOR CONTRIBUTIONS
The authors would like to thank Dr. Michael Morris of Synlab International, and
members of the EMQN community for manuscript review and feedback. NW, and
in particular KS of EMQN CIC provided logistical support for this work. (EMQN CIC
is a global provider of accredited (ISO 17043) External Quality Assessment
schemes with a mission to raise standards in genomic diagnostics, assuring

T. McDevitt et al.

487

European Journal of Human Genetics (2024) 32:479 – 488

https://www.nice.org.uk/guidance/cg164
https://doi.org/10.1007/s10549-016-4038-y
https://doi.org/10.1038/s41436-018-0361-5
https://doi.org/10.1038/s41436-018-0361-5
https://doi.org/10.1016/j.jmoldx.2017.07.004
https://doi.org/10.1016/j.jmoldx.2017.07.004
https://doi.org/10.1016/j.annonc.2022.12.003
https://doi.org/10.1016/j.modpat.2022.100049
https://doi.org/10.1016/j.modpat.2022.100049
https://doi.org/10.1038/s41431-021-00817-w
http://www.lrg-sequence.org
https://doi.org/10.1101/531210
https://doi.org/10.1186/s13073-022-01073-3
https://doi.org/10.1186/s13073-022-01073-3
https://doi.org/10.1093/annonc/mdz136
https://doi.org/10.1038/s41436-018-0052-2
https://doi.org/10.1186/s13073-022-01052-8
https://doi.org/10.1007/s10689-020-00207-z
https://www.acgs.uk.com/quality/best-practice-guidelines/
https://www.acgs.uk.com/quality/best-practice-guidelines/
https://sites.stanford.edu/abms/giab
http://www.repeatmasker.org/
https://doi.org/10.1038/s41586-022-04558-8
https://doi.org/10.1016/j.jmoldx.2016.10.002
https://doi.org/10.1016/j.jmoldx.2016.10.002


laboratories provide accurate and reliable test results.) TM, MD, SH conceived and
designed the work that led to the submission, drafted and revised the manuscript,
approved the final version, agreed to be accountable for all aspects of the work in
ensuring that questions related to the accuracy or integrity of any part of the work
are appropriately investigated and resolved. NA, GJB, SB, KBMC, PL, RR:
Contributed equally to the content of the draft and revised manuscript; provided
feedback on the manuscript; approved the final version, and agreed to be
accountable for all aspects of the work in ensuring that questions related to the
accuracy or integrity of any part of the work are appropriately investigated and
resolved. KS, NW: Conceived the work that led to the submission, revised the
manuscript, approved the final version and agreed to be accountable for all
aspects of the work in ensuring that questions related to the accuracy or integrity
of any part of the work are appropriately investigated and resolved. HH, CT:
Contributed equally to content of the draft and revised manuscript and provided
expert clinical advice on the content. They provided feedback and approved the
final version and agreed to be accountable for all aspects of the work in ensuring
that questions related to the accuracy or integrity of any part of the work are
appropriately investigated and resolved.

FUNDING
No sources of funding declared

COMPETING INTERESTS
The authors declare no competing interests.

ADDITIONAL INFORMATION
Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41431-023-01507-5.

Correspondence and requests for materials should be addressed to Trudi McDevitt.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2024, corrected publication 2024

T. McDevitt et al.

488

European Journal of Human Genetics (2024) 32:479 – 488

https://doi.org/10.1038/s41431-023-01507-5
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	EMQN best practice guidelines for genetic testing in hereditary breast and ovarian�cancer
	1.0 Introduction
	1.1 HBOC�genes
	1.2 Multiple susceptibility risk alleles and polygenic risk�scores
	1.3 Tumour pathology
	1.3.1 PARP inhibitors


	2.0 Methods
	3.0 HBOC referral pathways
	3.1 Referral for germline testing
	3.2 Referral for somatic tumour testing

	4.0 Genetic testing
	4.1 Diagnostic testing
	4.1.1 FFPE tissue testing
	4.1.1.1 HGSOC/other eligible tumour types for PARPi treatment eligibility (tumour tissue)
	4.1.1.2 Deceased index patient germline testing

	4.2 Specific Variant Testing (predictive testing)

	5.0 Variant interpretation
	5.1 Framework
	5.2 Considerations for variant review and reclassification
	5.3 HBOC specific variant interpretation

	6.0 Reporting
	6.1 General report features
	6.2 Clinical recommendations
	6.3 Technical report features
	6.3.1 Diagnostic testing
	6.3.2 Cascade testing

	6.4 Specific scenario report interpretation recommendations (Recommendation 40)
	6.4.1 Diagnostic test for an eligible individual diagnosed with an HBOC-related cancer
	6.4.2 Test for an individual without an HBOC-related cancer, who is eligible due to their family history
	6.4.3 Rare testing outcomes from scenarios 6.4.1 and 6.4.2
	6.4.4 BRCA1/2�somatic/germline analysis for PARPi treatment in HGSOC/other eligible tumour types
	6.4.4.1 Reporting recommendations
	6.4.5 Cascade screening for a PV
	6.4.5.1 Confirmatory testing
	6.4.5.2 Predictive testing

	6.5 Follow�up
	6.5.1 Duty to re-report reclassified variants & performing report amendments


	7.0 Discussion
	Author contributions
	Funding
	Competing interests
	ADDITIONAL INFORMATION




