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Abstract: Despite advances in treatment, prognosis for most patients with high-grade serous carci-
noma (HGSC) remains poor. Genomic alterations in the homologous recombination (HR) pathway
are used for cancer risk assessment and render tumours sensitive to platinum-based chemotherapy
and poly (ADP-ribose) polymerase inhibitors (PARPi), which can be associated with more favourable
outcomes. In addition to patients with tumours containing BRCA1 or BRCA2 pathologic variants,
there is emerging evidence that patients with tumours harbouring pathologic variants in other HR
genes may also benefit from PARPi therapy. The objective of this study is to assess the feasibility
of primary-tumour testing by examining the concordance of variant detection between germline
and tumour-variant status using a custom hereditary cancer gene panel (HCP). From April 2019 to
November 2020, HCP variant testing was performed on 146 HGSC formalin-fixed, paraffin-embedded
tissue samples using next-generation sequencing. Of those, 78 patients also underwent HCP germline
testing using blood samples. A pathogenic variant was detected in 41.1% (60/146) of tumours tested,
with 68.3% (41/60) having either a BRCA1 or BRCA2 variant (n = 36), or BRCA1/2 plus a second
variant (n = 5), and 31.2% (19/60) carrying a pathogenic variant in another HCP gene. The overall
variant rate among the paired germline and tumour samples was 43.6% (34/78), with the remaining
56% (44/78) having no pathogenic variant detected in the germline or tumour. The overall BRCA1/2
variant rate for paired samples was 33.3% (26/78), with germline variants detected in 11.5% (9/78).
A non-BRCA1/2 germline variant in another HCP gene was detected in 9.0% (7/78). All germline
variants were detected in the tumour, demonstrating 100% concordance. These data provide evidence
supporting the feasibility of primary-tumour testing for detecting germline and somatic variants in
HCP genes in patients with HGSC, which can be used to guide clinical decision-making, and may
provide opportunity for improving patient triage and clinical genetic referral practices.

Keywords: ovarian carcinoma; BRCA; molecular testing; solid tumour

1. Introduction

BRCA1/2 germline testing in patients with high-grade epithelial ovarian carcinoma
(EOC) is now considered the standard of care [1]. Germline genetic testing in patients with
EOC enables hereditary cancer detection that triggers specific cancer-prevention strategies
and the genetic testing of family members [2,3]. In addition, patients with germline and
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somatic BRCA-mutated high-grade EOC are eligible for poly (ADP-ribose) polymerase in-
hibitor (PARPi) maintenance therapy [4]. Several trials have shown that PARPi maintenance
therapy can prolong progression-free survival in ovarian cancer patients [5–8].

Tumour testing can identify somatic variants, independent of germline status [1,9]. In
contrast to germline testing, which identifies inherited variants, tumour testing enables
the identification of both germline and somatic variants and therefore expands potential
eligibility for therapeutics [10,11]. Specifically, tumour testing for BRCA1/2 variants can
identify more patients who might be eligible for PARPi treatment [3,12–14]. Germline
BRCA1/2 pathogenic variants occur in 22.6% of high-grade serous carcinomas (HGSCs),
while somatic BRCA1/2 pathogenic variants have been shown in an additional 6–7% of
HGSCs [15]. Thus, all patients with a BRCA1/2 pathogenic variant (germline or somatic)
can benefit from PARPi therapy after the completion of front-line chemotherapy.

In 2016, the use of PARPi for recurrent high-grade epithelial carcinoma of the ovary, fal-
lopian tube, and peritoneum was approved for patients with BRCA1/2 germline or somatic
pathogenic variants in Canada [16]. This approval led to the increased utilisation of genetic
testing, and a proposal for reflexive tumour testing to provide actionable information
for treatment purposes was made [17]. Moreover, because of the increasing shortage of
genetic counselling capacity, a more focused germline testing approach is needed [11,18].
Reflex tumour testing could improve the efficiency of this process by focusing genetic
counselling referrals on patients with somatic variants in hereditary cancer genes. A recent
study comparing BRCA1/2 variant status between germline and somatic testing results
showed 100 percent concordance, providing validation for the use of tumour testing to the
determine potential utility of treatment, as well as hereditary cancer risk [19].

While germline and somatic BRCA1/2 variants are currently considered the most
clinically relevant, patients with variants in other HR pathway genes (either in germline or
tumour) may also benefit from PARPi therapy [13]. It is therefore necessary to establish a
robust method for detecting these variants. While Ong et al. analysed several other variants,
including ATM, PALB2, TP53, and APC, in tumours from patients with HGSC [20], no
studies have investigated the concordance rate of a more comprehensive panel of hereditary
cancer genes between tumour and germline testing.

The objective of this study is to examine the concordance of hereditary cancer gene
variants between germline and tumour testing in patients with HGSC using an institutional
hereditary cancer gene panel (HCP) of 37 genes. We aim to demonstrate the feasibility of
primary-tumour testing and assess the extent to which tumour testing can reliably capture
germline pathogenic cancer gene variants.

2. Materials and Methods
2.1. Study Population

The study population included a retrospective cohort of all patients with HGSC at
our institution from April 2019 to November 2020. Genetic tumour testing was previously
performed on patient samples; this consisted of a clinically validated 37-gene Hereditary
Cancer Panel (HCP), which enabled the simultaneous detection of both sequence and
copy-number variations (CNV) of the target genes using next-generation sequencing (NGS).
Germline testing was also previously reported and blinded prior to the assessment of
tumour specimens. Tumour test results were compared with matched germline testing
results, for those available. Access to funded genetic testing in Ontario is limited to patients
meeting the criteria defined by government regulations, and therefore, only a subset of
cases had previous germline testing results available.

2.2. Sample Preparation and Testing
2.2.1. Hereditary Cancer Panel

The previously clinically validated 37-gene HCP examined all coding exons and 20 bp
of flanking intronic sequences for the 37 genes (File S1), and was designed to achieve a
> 500X mean read depth coverage and a minimum 100X coverage at a single-nucleotide
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resolution. HCP is used in the clinical setting for more than one referral indication and
filtered for the genes requested as an effective way to test for multiple indications. For
clinical referrals of EOC, BRCA1/2 are assessed only. TP53 is included in the HCP, but was
not assessed for the purposes of this study. The sensitivity detection of this custom NGS
pipeline has been validated previously for minor allele detection levels at 2–5%, along with
sub-exon-level CNV detection [21].

2.2.2. DNA Isolation

Three 20 µm sections from formalin-fixed paraffin-embedded (FFPE) tissue samples
with adequate tumour cellularity were obtained for DNA extraction using a sterile protocol.
Genomic DNA was isolated using the Invitrogen RecoverAll total nucleic acid isolation kit
(Thermo Fisher Scientific, Waltham, MA, USA), according to the manufacturer’s protocol.

Genomic DNA from each peripheral blood sample was isolated by standard protocols
using the MagNA Pure system (Roche Diagnostics, Laval, QC, Canada).

2.2.3. Next-Generation DNA Sequencing (NGS)

NGS libraries were prepared as described previously [22,23]. Briefly, 100 ng of frag-
mented genomic DNA was ligated with a specific barcode and pooled with 23 other sample
libraries for a 24-plex run that was captured using the SeqCap EZ Choice Library system
according to the manufacturer’s protocol (Roche NimbleGen, Inc., Madison, WI, USA).
Captured libraries were diluted to 8 pM or 1.3 pM for sequencing with the MiSeq v2 or
NextSeq v2.5 mid output kits, respectively (Illumina, San Diego, CA, USA). Sequencing
reads were generated as 2 × 150 bp paired-end reads with post-sequencing file conversion
to FASTQ for alignment with NextGene software version 2.4.2.3 (SoftGenetics, LLC, State
College, PA, USA) using standard alignment settings. Variants were filtered at an allelic
fraction of > 10% to minimise the impact of sequence artifacts and mutational burden
and were classified by a clinical molecular geneticist based on the College of American
Pathologists (CAP) and the American College of Medical Genetics and Genomics (ACMG)
standards and guidelines for pathogenicity [24,25]. For this study, all assessed Tier I/II
variants (variants of strong and potential clinical significance (therapeutic, prognostic and
diagnostic)) [24] and ACMG 1/2 variants (pathogenic or likely pathogenic variants) [25]
were reported.

2.2.4. Detection of Copy-Number Variants by NGS

Base coverage distribution reports were created using NextGene software (SoftGenet-
ics, LLC) and processed through a normalisation algorithm described previously [22,23].
CNV assessment was performed through quantile normalisation for all 37 genes on the
HCP to eliminate ambiguous findings. Detected CNVs were then filtered for the genes of
interest prior to assessment. For FFPE samples, the limit of detection of whole gene dele-
tions for BRCA1 or BRCA2 was 30%. Sub-gene-level events were identified by a minimum
of 50% deviation from the nomalised values of the remainder of the gene.

2.3. Data Analysis

Results are reported using descriptive statistics. For samples in which tumour and
matched germline testing was available, variant identification was compared to determine
concordance. In order to assess if tumour analysis could further direct germline assessment,
type of variants by origin, tumour variant allelic fraction (VAF) based on origin, and
sequence variant origin based on gene distribution were examined.

3. Results
3.1. Tumour Testing Analysis

A total of 150 tumour samples from patients with HGSC were received for somatic
tumour testing during the 19-month study period; however, 4 were removed from analysis
due to an insufficient amount of DNA extracted (n = 1) and duplicate specimens received
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(n = 3). Of the 146 FFPE HGSC tumour specimens tested, 41 (28%) carried a Tier I/II variant
in either BRCA1 or BRCA2 (n = 36), or BRCA1/2 plus a second variant (n = 5). An additional
19 (13%) specimens carried one or multiple Tier I/II variants in the remaining HCP genes:
APC (n = 1), ATM (n = 1), BARD1 (n = 1), BRIP1 (n = 1), CDKN2A (n = 2), MSH3 (n = 3),
MUTYH (n = 4), NBN (n = 1), PALB2 (n = 1), PMS2 (n = 1), POLE (n = 2), PTEN (n = 3),
RAD51C (n = 1), RAD51D (n = 2), and SDHB (n = 1). A complete list of variants identified
are available in Table S1. The remaining 86 (59%) tumour specimens showed no evidence
of Tier I/II variants in any of the 36 HCP genes tested (Figure 1).

Genes 2022, 13, x FOR PEER REVIEW 4 of 13 
 

 

assessment, type of variants by origin, tumour variant allelic fraction (VAF) based on 
origin, and sequence variant origin based on gene distribution were examined. 

3. Results 
3.1. Tumour Testing Analysis 

A total of 150 tumour samples from patients with HGSC were received for somatic 
tumour testing during the 19-month study period; however, 4 were removed from 
analysis due to an insufficient amount of DNA extracted (n = 1) and duplicate specimens 
received (n = 3). Of the 146 FFPE HGSC tumour specimens tested, 41 (28%) carried a Tier 
I/II variant in either BRCA1 or BRCA2 (n = 36), or BRCA1/2 plus a second variant (n = 5). 
An additional 19 (13%) specimens carried one or multiple Tier I/II variants in the 
remaining HCP genes: APC (n = 1), ATM (n = 1), BARD1 (n = 1), BRIP1 (n = 1), CDKN2A 
(n = 2), MSH3 (n = 3), MUTYH (n = 4), NBN (n = 1), PALB2 (n = 1), PMS2 (n = 1), POLE (n 
= 2), PTEN (n = 3), RAD51C (n = 1), RAD51D (n = 2), and SDHB (n = 1). A complete list of 
variants identified are available in Table S1. The remaining 86 (59%) tumour specimens 
showed no evidence of Tier I/II variants in any of the 36 HCP genes tested (Figure 1). 

 
Figure 1. Summary of HGSC tumour and matched germline results. Tumour samples were divided 
into three groups: 1. Tumour cases testing positive for a BRCA1 or BRCA2 Tier I/II variant; 2. 
Tumour cases testing positive for a Tier I/II variant in an HCP gene excluding BRCA1, BRCA2, or 
TP53; and 3. Tumour cases with no detected Tier I/II variant. Cases that carried a BRCA1 or BRCA2 
variant, as well as a second variant in another gene, were classified as BRCA1/2-positive. Of the 
cases with tumour results, matched germline analysis was assessed in a subset of cases. Tumour 
variants that were also present in germline analysis were deemed inherited while all tumour 
variants absent from germline analysis were considered somatic. Matched negative tumour cases 
showed 100% concordance. 

Figure 1. Summary of HGSC tumour and matched germline results. Tumour samples were divided
into three groups: 1. Tumour cases testing positive for a BRCA1 or BRCA2 Tier I/II variant; 2. Tumour
cases testing positive for a Tier I/II variant in an HCP gene excluding BRCA1, BRCA2, or TP53; and 3.
Tumour cases with no detected Tier I/II variant. Cases that carried a BRCA1 or BRCA2 variant, as well
as a second variant in another gene, were classified as BRCA1/2-positive. Of the cases with tumour
results, matched germline analysis was assessed in a subset of cases. Tumour variants that were also
present in germline analysis were deemed inherited while all tumour variants absent from germline
analysis were considered somatic. Matched negative tumour cases showed 100% concordance.

3.2. Germline Testing Analysis

A total of 78 tumour specimens had matching germline assessments completed
(Figure 1). Cases in which tumour variants were identified in germline DNA (n = 16;
20.5%) were labelled as germline-positive while ones without germline variants (n = 18;
23.1%) represented somatic events.

In the BRCA1/2 tumour-positive cohort, 26 cases had matching germline assessments,
with 9 (35%) being a germline event and 17 (65%) representing a somatic event. One of the
somatic cases (Case 031) carried two BRCA1 variants and both were deemed somatic in
origin (Table S1). Another somatic case (Case 060) carried a BRCA2 somatic variant, but
also a germline MUTYH variant (Table S1). The non-BRCA1/2 tumour cohort showed that
7/8 (87.5%) were of germline variant origin and 1/8 (12.5%) was a somatic event (Figure 1).
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Two of the germline cases (Case 014, 016) identified one germline and one somatic variant,
while an additional case (Case 017) showed two germline variants (Table S1). Overall,
germline assessment identified 18 ACMG 1/2 variants, with 100% concordance in tumour
analysis. Germline assessment of the negative tumour cohort was performed on 44 cases,
and all were negative by germline analysis, indicating that the tumour assessment was
100% sensitive for the detection of germline variants (Figure 1).

3.3. Variant Origin Analysis

Although there were a greater number of somatic variants (n = 21) than germline
variants (n = 18), all types of sequence variants were represented across both variant origins.
However, all large, whole-gene deletion events (n = 10) were observed as somatic in origin
(Figure 2). This copy-number pipeline is designed to detect sequence CNVs; however, the
span of the copy-number alteration beyond the NGS target gene locus and the type of the
chromosomal structural abnormality cannot be determined.
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Figure 2. Distribution of variant type based on variant origin. Large full-gene copy-number variation
(CNV) deletion events were only observed as somatic in origin while all other variant types were
observed across both types of inheritance.

Germline sequence variants demonstrated a tumour VAF ranging from 33.3% to 96.3%,
with 16/18 (89%) showing a VAF greater than 40% (Figure 3A,B). Somatic sequence variants
demonstrated a tumour VAF ranging from 11.4% to 90.5%, with 8/11 (64%) showing
a VAF of less than 40% (Figure 3A,C). The distribution of variants of unknown origin
(tumour assessment only) paralleled that of the combined germline and somatic variants
(Figure 3D,E). All germline variants had a tumour VAF greater than 30%.

Finally, we assessed sequence variant origin based on gene distribution. BRCA1
sequence variants accounted for 11/29 (38%) variants and 5/11 (45%) were of germline
origin (Figure 4A). BRCA2 sequence variants accounted for 6/29 (21%), and 4/6 (67%) were
of germline origin (Figure 4B). The other (non-BRCA1/2) HCP genes, which accounted for
12/29 (41%) and 9/12 (75%), were of germline origin (Figure 4C).
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Figure 3. Distribution of sequence variant origin based on tumour variant allelic fraction (VAF).
The number of variants of somatic, germline and unknown origin with tumour VAFs are shown
in (A). The proportion of variants with a VAF greater than and less than 40% for germline origin
(B) demonstrates that germline variants are more likely to have a high VAF, while the opposite is true
for somatic variants (C). The distribution of variants that were present in tumour analysis, but did
not have matching germline analysis (D) show a distribution very similar to the combined germline
plus somatic origin (E).
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Figure 4. Distribution of all sequence variants between BRCA1, BRCA2 and another HCP gene (APC,
BRIP1, CDKN2A, MSH3, MUTYH, PALB2, PTEN, RAD51C, and RAD51D). Distribution of variant
origins are demonstrated for BRCA1 (A), BRCA2 (B), and other HCP genes (C). The other category
demonstrates a high proportion of germline variants that would not be detected with isolated BRCA1
and BRCA2 tumour analysis.
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4. Discussion

Our results indicate that EOC tumour testing can detect both BRCA1/2 Tier I/II and
ACMG 1/2 variants. In this patient cohort, representing a retrospective assessment of
sequential patient samples that were clinically tested in a tertiary hospital setting using the
standardized clinical assessment protocols, no variant was detected in the germline that
was not detected by tumour testing. On the contrary, tumour testing identified somatic
variants in 23.1% of patients without germline variants. Of these, BRCA1/2 variants were
the most common (17/78, 21.8%), rendering patients eligible for PARPi therapy.

In terms of somatic tumour testing, our results mirror those of Fumagalli et al., who
found that 5/23 (21.7%) pathogenic/likely pathogenic variants were identified through
tumour testing only and would not have been detected using germline testing alone [10].

In addition to expanding patient eligibility for access to targeted therapy, tumour
testing, which can be performed reflexively as part of the routine pathology assessment
at the time of diagnosis, has implications for hereditary cancer syndrome detection. In
Canada, there are significant wait times for genetic counselling and reported referral rates
can be extremely low (6.6%) [26]. However, since the implementation of reflex tumour
testing for BRCA1/2 variants, one institution has seen improvements in the rate of genetic
referral (12.88% versus 7.10%) and time to genetic counselling appointment (59 days
versus 33 days) [27]. Similarly, our study shows that tumour testing can be used to triage
patients for genetic counselling by prioritizing those with a positive tumour result, since all
germline-positive patients were also positive by tumour testing. Previously, our institution
has shown that high genetic counselling referral rates (>99%) can be achieved through
a direct referral pathway [28]; however, this puts significant burden on clinical genetics
resources and triaging patients based on tumour testing has the potential to ensure only
those with increased genetic risk are referred.

Our study shows that tumour testing can be performed to detect pathogenic variants in
other HR pathway genes. Importantly, several studies have reported the efficacy of PARPi
in patients with non-mutated BRCA high-grade EOC [29–34] and data from randomised
controlled trials indicate that when compared with placebo, PARPi therapy improves
progression-free survival in patients with HRD-positive tumours, and the degree of PFS
benefit was greater in this group compared to patients with BRCA wild-type and HRD-
negative tumours [7,35,36]. As such, in addition to BRCA1/2, other genes in the HR repair
pathway, which may provide information for more complete ovarian cancer management,
should also be analysed in tumour samples. Specifically, non-BRCA1/2 variants were
identified in an additional 13% of tumour samples in our study (APC, BRIP1, CDKN2A,
MSH3, MUTYH, PALB2, PTEN, RAD51C, and RAD51D).

At this time, in Ontario, only BRCA1/2 testing is mandated for the determination of
PARPi therapy eligibility, and as such, tumour testing cannot supplant germline testing.
As reported by others, and reiterated in our study, tumour testing for BRCA1/2 variants
is a robust way to triage patients with BRCA1/2 variants, not only for PARPi therapy,
but possibly also for genetic counselling [10,37]. Recognizing that non-BRCA1/2 variants
still have clinical relevance, until tumour testing is expanded, germline testing cannot
be replaced. The American Society of Clinical Oncology (ASCO) guidelines recommend
multigene panel germline testing for patients with ovarian carcinoma; this includes, at
least, BRCA1, BRCA2, RAD51C, RAD51D, BRIP1, MLH1, MSH2, MSH6, PMS2, and PALB2,
as these have been associated with the risk of inherited ovarian cancer [1]. This could have
implications for further cancer screening in patients and risk-reduction strategies, such as
salpingo-oophorectomy, in at-risk family members [38]. In our study, germline mutations in
RAD51C, RAD51D, BRIP, MSH3, APC, MUTHY, and PALB2 were identified. In addition to
the association between inherited ovarian cancer and RAD51, BRIP, and PALB2 pathogenic
variants, MUTHY pathogenic variants confer an increased risk of ovarian cancer and may
demonstrate resistance to platinum-based agents, much like tumours with mismatch repair
deficiency [39]. Our study provides further support for the expansion of tumour testing
to include other HCP genes, as a higher proportion of non-BRCA1/2 variants detected in



Genes 2022, 13, 1398 9 of 12

tumours were of germline origin. In addition, expanding tumour testing may offer further
information for tailoring targeted therapies.

Examining BRCA1/2 VAF to gain insights on variant origin has been previously exam-
ined [19]. While a study at a single institution found that the VAF in all germline BRCA1/2
pathogenic variants was over 40% (44–94%), there was a wider range in VAF for variants
of uncertain significance (5–90%) [19]. In our study, using a VAF cut-off of 40% would
have identified nearly, but not all, germline variants (89%); this urges further caution that
relying on VAF cut-offs may miss important groups. All germline variants in our study
had a tumour VAF greater than 30%, indicating a possible cut-off value for referral to
follow-up germline testing. As there is pressure to streamline the flow of genetic testing
in Ontario, setting this value would minimise the number of referrals to clinical genetics,
and it is likely to capture all potential germline cases. However, since we demonstrated
100% sensitivity for the detection of germline variants by tumour testing, we could still
decrease the number of HGSC genetic counselling referrals by nearly 60% if we referred all
cases with a positive tumour genetic profile, regardless of VAF. Although there is support
for suggesting tumour testing as the initial screen for the detection of potential germline
variants, it is still important to consider personal and family history in those with a negative
genetic tumour profile.

There are some general limitations to this study. First, the HCP utilised was a 37-gene
panel; further expansion of the panel may detect other relevant variants. Moreover, al-
though included in the HCP, TP53 analysis was not reported on tumour samples as the
pathogenesis of HGSC is driven by p53 dysfunction and TP53 pathologic variants are
present in almost all HGSCs [40]. Therefore, any potential TP53 germline variants were
not reported. As one of the goals of this study is to provide support for tumour testing as
a potential way to triage patients for genetic counselling and follow-up germline testing,
including TP53 pathologic variants would flag high numbers of patients for further testing
and would not be practical in our healthcare system. Second, this was a retrospective
study of a 146-patient cohort; prospective studies with a larger patient cohort will pro-
vide further insight into the utility of tumour genetic testing for the purposes of therapy
eligibility and genetic testing referrals. Studying FFPE tissue also comes with limitations
due to the quality of the DNA specimens obtained, which can impact the detection of
more complex variants, such as CNVs. The detection of all CNVs in this study were of
somatic origin and mostly full-gene events. This could indicate the involvement of larger
chromosomal rearrangements that were not assessed in this study. Without the assessment
of any germline cases that carry a large CNV, additional studies are needed to determine the
feasibility of primary detection in tumour specimens before the adaptation of this workflow.
Alternatively, supplementary techniques, such as MLPA, could be performed in parallel to
rule out any CNVs. Finally, the limit of detection for somatic variants in this study was
10%, but it has not been evaluated if those with a lower tumour heterogeneity could also
benefit from targeted PARPi therapy.

The failure rate of tumour testing was low at our institution (0.67%), and reliable
results were obtained from tumour samples following neoadjuvant chemotherapy (33.3%
of cases). Proof of an efficient and robust tumour testing pathway has several advantages
in clinical practice. First, by examining the molecular characteristics of a tumour at the
time of diagnosis, timely and appropriate therapeutic decision-making can be made. In the
context of HGSC, somatic BRCA1/2 variants allow for the identification of more patients
who would be suitable for PARPi therapy. Additionally, tumour testing has the potential to
enhance the efficiency of genetic testing. Because both germline and somatic cancer variants
can be detected in tumours, tumour testing could act as an initial screen for eligibility for
germline testing and could potentially replace initial germline testing. Lastly, for deceased
patients with HGSC who did not undergo BRCA1/2 genetic testing, testing of archived
tumour tissue to detect possible germline HCP variants could provide essential information
to family members.
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5. Conclusions

This study provides support for reflex tumour testing with a comprehensive NGS
panel that includes BRCA1/2 and other HR genes in order to determine treatment eligibility
and aid in triaging patients for germline testing and genetic counselling referrals. Further
studies are required to examine the concordance of variant detection in tumour tissue,
normal tissue, and germline to help further determine the validity of tissue testing directly
as an initial screen for germline variant detection.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/genes13081398/s1, File S1: 37-gene Hereditary Cancer Panel;
Table S1: Variants identified in HGSC tumour specimens.

Author Contributions: All authors contributed substantially to this study. Conception, J.M., B.S.,
C.M.M. and E.A.G.; data acquisition and analysis, J.K., E.A.G., O.D. and B.S.; manuscript preparation
and editing, E.A.G., J.K., O.D., C.M.M., J.M. and B.S. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study received ethics approval by the Office of Human
Research Ethics at Western University and the Lawson Health Research Institute (REB # 115598).

Informed Consent Statement: Patient consent has been waived as no identifying information
is utilized.

Data Availability Statement: In accordance with the journal’s guidelines, data are available upon
reasonable request.

Conflicts of Interest: One author (J.M.) has received consulting fees and/or honoraria from Glaxo-
SmithKline and Astra Zeneca, as well as served on advisory boards for GlaxoSmithKline, AstraZeneca,
and Merck. The other authors have no competing interests to declare.

References
1. Konstantinopoulos, P.A.; Norquist, B.; Lacchetti, C.; Armstrong, D.; Grisham, R.N.; Goodfellow, P.J.; Kohn, E.C.; Levine, D.A.; Liu,

J.F.; Lu, K.H.; et al. Germline and somatic tumor testing in epithelial ovarian cancer: ASCO guideline. J. Clin. Oncol. 2020, 38,
1222–1245. [CrossRef] [PubMed]

2. Okur, V.; Chung, W.K. The impact of hereditary cancer gene panels on clinical care and lessons learned. Cold Spring Harb Mol.
Case Stud. 2017, 3, a002154. [CrossRef] [PubMed]

3. Domchek, S.M.; Friebel, T.M.; Singer, C.F.; Gareth Evans, D.; Lynch, H.T.; Isaacs, C.; Garber, J.E.; Neuhausen, S.L.; Matloff, E.;
Eeles, R.; et al. Association of risk-reducing surgery in BRCA1 or BRCA2 mutation carriers with cancer risk and mortality. JAMA
J. Am. Med. Assoc. 2010, 304, 967–975. [CrossRef] [PubMed]

4. Deeks, E.D. Olaparib: First global approval. Drugs 2015, 75, 231–240. [CrossRef]
5. Moore, K.; Colombo, N.; Scambia, G.; Kim, B.-G.; Oaknin, A.; Friedlander, M.; Lisyanskaya, A.; Floquet, A.; Leary, A.; Sonke, G.S.;

et al. Maintenance Olaparib in Patients with Newly Diagnosed Advanced Ovarian Cancer. N. Engl. J. Med. 2018, 379, 2495–2505.
[CrossRef]

6. Swisher, E.M.; Lin, K.K.; Oza, A.M.; Scott, C.L.; Giordano, H.; Sun, J.; Konecny, G.E.; Coleman, R.L.; Tinker, A.V.; O’Malley, D.M.;
et al. Rucaparib in relapsed, platinum-sensitive high-grade ovarian carcinoma (ARIEL2 Part 1): An international, multicentre,
open-label, phase 2 trial. Lancet Oncol. 2017, 18, 75–87. [CrossRef]

7. Mirza, M.R.; Monk, B.J.; Herrstedt, J.; Oza, A.M.; Mahner, S.; Redondo, A.; Fabbro, M.; Ledermann, J.A.; Lorusso, D.; Vergote, I.;
et al. Niraparib Maintenance Therapy in Platinum-Sensitive, Recurrent Ovarian Cancer. N. Engl. J. Med. 2016, 375, 2154–2164.
[CrossRef]

8. Ray-Coquard, I.; Selle, F.; Harter, P.; Cropet, C.; Marth, C.; Vergote, I.; Fujiwara, K.; Gonzalez-Martin, A.; Pignata, S.; Colombo,
N.; et al. PAOLA-1: An ENGOT/GCIG phase III trial of olaparib versus placebo combined with bevacizumab as maintenance
treatment in patients with advanced ovarian cancer following first-line platinum-based chemotherapy plus bevacizumab. J. Clin.
Oncol. 2016, 34 (Suppl. 15), TPS5607. [CrossRef]

9. Sokolenko, A.P.; Imyanitov, E.N. Molecular diagnostics in clinical oncology. Front. Mol. Biosci. 2018, 5, 76. [CrossRef]
10. Fumagalli, C.; Tomao, F.; Betella, I.; Rappa, A.; Calvello, M.; Bonanni, B.; Bernard, L.; Peccatori, F.; Colombo, N.; Viale, G.; et al.

Tumor BRCA test for patients with epithelial ovarian cancer: The role of molecular pathology in the era of PARP inhibitor therapy.
Cancers 2019, 11, 1641. [CrossRef]

https://www.mdpi.com/article/10.3390/genes13081398/s1
https://www.mdpi.com/article/10.3390/genes13081398/s1
http://doi.org/10.1200/JCO.19.02960
http://www.ncbi.nlm.nih.gov/pubmed/31986064
http://doi.org/10.1101/mcs.a002154
http://www.ncbi.nlm.nih.gov/pubmed/29162654
http://doi.org/10.1001/jama.2010.1237
http://www.ncbi.nlm.nih.gov/pubmed/20810374
http://doi.org/10.1007/s40265-015-0345-6
http://doi.org/10.1056/NEJMoa1810858
http://doi.org/10.1016/S1470-2045(16)30559-9
http://doi.org/10.1056/NEJMoa1611310
http://doi.org/10.1200/JCO.2016.34.15_suppl.TPS5607
http://doi.org/10.3389/fmolb.2018.00076
http://doi.org/10.3390/cancers11111641


Genes 2022, 13, 1398 11 of 12

11. Capoluongo, E.; Ellison, G.; López-Guerrero, J.A.; Penault-Llorca, F.; Ligtenberg, M.J.L.; Banerjee, S.; Singer, C.; Friedman, E.;
Markiefka, B.; Schirmacher, P.; et al. Guidance Statement on BRCA1/2 Tumor Testing in Ovarian Cancer Patients. Semin Oncol.
2017, 44, 187–197. [CrossRef] [PubMed]

12. Committee opinion, no. 634: Hereditary cancer syndromes and risk assessment. Obstet Gynecol. 2015, 125, 1538–1543. [CrossRef]
13. Konstantinopoulos, P.A.; Ceccaldi, R.; Shapiro, G.I.; D’Andrea, A.D. Homologous recombination deficiency: Exploiting the

fundamental vulnerability of ovarian cancer. Cancer Discov. 2015, 5, 1137–1154. [CrossRef]
14. Kamel, D.; Gray, C.; Walia, J.S.; Kumar, V. PARP Inhibitor Drugs in the Treatment of Breast, Ovarian, Prostate and Pancreatic

Cancers: An Update of Clinical Trials. Curr. Drug Targets 2018, 19, 21–37. [CrossRef] [PubMed]
15. Iijima, M.; Banno, K.; Okawa, R.; Yanokura, M.; Iida, M.; Takeda, T.; Kunitomi-Irie, H.; Adachi, M.; Nakamura, K.; Umene, K.;

et al. Genome-wide analysis of gynecologic cancer: The cancer genome atlas in ovarian and endometrial cancer (Review). Oncol.
Lett. 2017, 13, 1063–1070. [CrossRef] [PubMed]

16. Stewart, J.P. Lynparza-Notice of Compliance with Conditions-Qualifying Notice. Government of Canada. 2018. Avail-
able online: https://www.canada.ca/en/health-canada/services/drugs-health-products/drug-products/notice-compliance/
conditions/lynparza-205344-qualifying-notice.html (accessed on 10 April 2021).

17. McCuaig, J.M.; Stockley, T.L.; Shaw, P.; Fung-Kee-Fung, M.; Altman, A.D.; Bentley, J.; Bernardini, M.Q.; Cormier, B.; Hirte, H.;
Kieser, K.; et al. Evolution of genetic assessment for BRCA-associated gynaecologic malignancies: A Canadian multisociety
roadmap. J. Med. Genet. 2018, 55, 571–577. [CrossRef] [PubMed]

18. Hynes, J.; MacMillan, A.; Fernandez, S.; Jacob, K.; Carter, S.; Predham, S.; Etchegary, H.; Dawson, L. Group plus “mini” individual
pre-test genetic counselling sessions for hereditary cancer shorten provider time and improve patient satisfaction. Hered Cancer
Clin. Pract. 2020, 18, 3. [CrossRef]

19. Care, M.; McCuaig, J.; Clarke, B.; Grenier, S.; Kim, R.H.; Rouzbahman, M.; Stickle, N.; Bernardini, M.; Stockley, T.L. Tumor and
germline next generation sequencing in high grade serous cancer: Experience from a large population-based testing program.
Mol. Oncol. 2021, 15, 80–90. [CrossRef]

20. Ong, P.Y.; Poon, S.L.; Tan, K.T.; Putti, T.C.; Ow, S.G.W.; Chen, S.J.; Chen, C.H.; Lee, S.C. Using next-generation sequencing
(NGS) platform to diagnose pathogenic germline BRCA1/2 mutations from archival tumor specimens. Gynecol. Oncol. 2019, 155,
275–279. [CrossRef]

21. Levy, M.A.; Kerkhof, J.; Belmonte, F.R.; Kaufman, B.A.; Bhai, P.; Brady, L.; Bursztyn, L.L.C.D.; Tarnopolsky, M.; Rupar, T.;
Sadikovic, B. Validation and clinical performance of a combined nuclear-mitochondrial next-generation sequencing and copy
number variant analysis panel in a Canadian population. Am. J. Med. Genet. Part A 2021, 185, 486–499. [CrossRef]

22. Kerkhof, J.; Schenkel, L.C.; Reilly, J.; McRobbie, S.; Aref-Eshghi, E.; Stuart, A.; Rupar, C.A.; Adams, P.; Hegele, R.A.; Lin, H.; et al.
Clinical Validation of Copy Number Variant Detection from Targeted Next-Generation Sequencing Panels. J. Mol. Diagnostics
2017, 19, 905–920. [CrossRef] [PubMed]

23. Aref-Eshghi, E.; McGee, J.D.; Pedro, V.P.; Kerkhof, J.; Stuart, A.; Ainsworth, P.J.; Lin, H.; Volodarsky, M.; McLachlin, C.M.;
Sadikovic, B. Genetic and epigenetic profiling of BRCA1/2 in ovarian tumors reveals additive diagnostic yield and evidence of a
genomic BRCA1/2 DNA methylation signature. J. Hum. Genet. 2020, 65, 865–873. [CrossRef] [PubMed]

24. Li, M.M.; Datto, M.; Duncavage, E.J.; Kulkarni, S.; Lindeman, N.I.; Roy, S.; Tsimberidou, A.M.; Vnencak-Jones, C.L.; Wolff,
D.J.; Younes, A.; 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. [CrossRef] [PubMed]

25. Richards, S.; Aziz, N.; Bale, S.; Bick, D.; Das, S.; Gastier-Foster, J.; Grody, W.W.; Hegde, M.; Lyon, E.; Spector, E.; 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. Genet. Med. 2015, 17, 405–424. [CrossRef] [PubMed]

26. McGee, J.; Panabaker, K.; Leonard, S.; Ainsworth, P.; Elit, L.; Shariff, S.Z. Genetics Consultation Rates Following a Diagnosis of
High-Grade Serous Ovarian Carcinoma in the Canadian Province of Ontario. Int. J. Gynecol. Cancer 2017, 27, 437–443. [CrossRef]

27. McCuaig, J.M.; Care, M.; Ferguson, S.E.; Kim, R.H.; Stockley, T.L.; Metcalfe, K.A. Year 1: Experiences of a tertiary cancer centre
following implementation of reflex BRCA1 and BRCA2 tumor testing for all high-grade serous ovarian cancers in a universal
healthcare system. Gynecol Oncol. 2020, 158, 747–753. [CrossRef] [PubMed]

28. McGee, J.; Peart, T.M.; Foley, N.; Bertrand, M.; Prefontaine, M.; Sugimoto, A.; Ettler, H.; Welch, S.; Panabaker, K. Direct Genetics
Referral Pathway for High-Grade Serous Ovarian Cancer Patients: The “opt-Out” Process. J. Oncol. 2019, 2019, 6029097.
[CrossRef]

29. Gelmon, K.A.; Tischkowitz, M.; Mackay, H.; Swenerton, K.; Robidoux, A.; Tonkin, K.; Hirte, H.; Huntsman, D.; Clemons, M.;
Gilks, B.; et al. Olaparib in patients with recurrent high-grade serous or poorly differentiated ovarian carcinoma or triple-negative
breast cancer: A phase 2, multicentre, open-label, non-randomised study. Lancet Oncol. 2011, 12, 852–861. [CrossRef]

30. Coleman, R.L.; Fleming, G.F.; Brady, M.F.; Swisher, E.M.; Steffensen, K.D.; Friedlander, M.; Okamoto, A.; Moore, K.N.; Efrat
Ben-Baruch, N.; Werner, T.L.; et al. Veliparib with First-Line Chemotherapy and as Maintenance Therapy in Ovarian Cancer. N.
Engl. J. Med. 2019, 381, 2403–2415. [CrossRef]

31. wisher, E.M.; Harrell, M.I.; Lin, K.; Coleman, R.L.; Konecny, G.E.; Tinker, A.V.; O’Malley, D.M.; McNeish, I.; Kaufmann, S.H.
BRCA1 and RAD51C promoter hypermethylation confer sensitivity to the PARP inhibitor rucaparib in patients with relapsed,
platinum-sensitive ovarian carcinoma in ARIEL2 Part 1. Gynecol. Oncol. 2017, 145, 5. [CrossRef]

http://doi.org/10.1053/j.seminoncol.2017.08.004
http://www.ncbi.nlm.nih.gov/pubmed/29248130
http://doi.org/10.1097/01.AOG.0000466373.71146.51
http://doi.org/10.1158/2159-8290.CD-15-0714
http://doi.org/10.2174/1389450118666170711151518
http://www.ncbi.nlm.nih.gov/pubmed/28699513
http://doi.org/10.3892/ol.2017.5582
http://www.ncbi.nlm.nih.gov/pubmed/28454214
https://www.canada.ca/en/health-canada/services/drugs-health-products/drug-products/notice-compliance/conditions/lynparza-205344-qualifying-notice.html
https://www.canada.ca/en/health-canada/services/drugs-health-products/drug-products/notice-compliance/conditions/lynparza-205344-qualifying-notice.html
http://doi.org/10.1136/jmedgenet-2018-105472
http://www.ncbi.nlm.nih.gov/pubmed/30042185
http://doi.org/10.1186/s13053-020-0136-2
http://doi.org/10.1002/1878-0261.12817
http://doi.org/10.1016/j.ygyno.2019.08.027
http://doi.org/10.1002/ajmg.a.61998
http://doi.org/10.1016/j.jmoldx.2017.07.004
http://www.ncbi.nlm.nih.gov/pubmed/28818680
http://doi.org/10.1038/s10038-020-0780-4
http://www.ncbi.nlm.nih.gov/pubmed/32483276
http://doi.org/10.1016/j.jmoldx.2016.10.002
http://www.ncbi.nlm.nih.gov/pubmed/27993330
http://doi.org/10.1038/gim.2015.30
http://www.ncbi.nlm.nih.gov/pubmed/25741868
http://doi.org/10.1097/IGC.0000000000000907
http://doi.org/10.1016/j.ygyno.2020.06.507
http://www.ncbi.nlm.nih.gov/pubmed/32674931
http://doi.org/10.1155/2019/6029097
http://doi.org/10.1016/S1470-2045(11)70214-5
http://doi.org/10.1056/NEJMoa1909707
http://doi.org/10.1016/j.ygyno.2017.03.034


Genes 2022, 13, 1398 12 of 12

32. González-Martín, A.; Pothuri, B.; Vergote, I.; DePont Christensen, R.; Graybill, W.; Mirza, M.R.; McCormick, C.; Lorusso, D.;
Hoskins, P.; Freyer, G.; et al. Niraparib in Patients with Newly Diagnosed Advanced Ovarian Cancer. N. Engl. J. Med. 2019, 381,
2391–2402. [CrossRef] [PubMed]

33. Ray-Coquard, I.; Pautier, P.; Pignata, S.; Pérol, D.; González-Martín, A.; Berger, R.; Fujiwara, K.; Vergote, I.; Colombo, N.; Mäenpää,
J.; et al. Olaparib plus Bevacizumab as First-Line Maintenance in Ovarian Cancer. N. Engl. J. Med. 2019, 381, 2416–2428. [CrossRef]
[PubMed]

34. Moore, K.N.; Secord, A.A.; Geller, M.A.; Miller, D.S.; Cloven, N.; Fleming, G.F.; Wahner Hendrickson, A.E.; Azodi, M.; DiSilvestro,
P.; Oza, A.M.; et al. Niraparib monotherapy for late-line treatment of ovarian cancer (QUADRA): A multicentre, open-label,
single-arm, phase 2 trial. Lancet Oncol. 2019, 20, 636–648. [CrossRef]

35. Coleman, R.L.; Oza, A.M.; Lorusso, D.; Aghajanian, C.; Oaknin, A.; Dean, A.; Colombo, N.; Weberpals, J.I.; Clamp, A.; Scambia,
G.; et al. Rucaparib maintenance treatment for recurrent ovarian carcinoma after response to platinum therapy (ARIEL3): A
randomised, double-blind, placebo-controlled, phase 3 trial. Lancet 2017, 390, 1949–1961. [CrossRef]

36. Clamp, A.R.; Lorusso, D.; Oza, A.M.; Aghajanian, C.; Oaknin, A.; Dean, A.; Colombo, N.; Weberpals, J.I.; Scambia, G.; Leary,
A.; et al. Rucaparib maintenance treatment for recurrent ovarian carcinoma: The effects of progression-free interval and prior
therapies on efficacy and safety in the randomized phase III trial ARIEL3. Int J. Gynecol Cancer 2021, 31, 949–958. [CrossRef]
[PubMed]

37. Vos, J.R.; Fakkert, I.E.; de Hullu, J.A.; van Altena, A.M.; Sie, A.S.; Ouchene, H.; Willems, R.W.; Nagtegaal, I.D.; Jongmans, M.C.J.;
Mensenkamp, A.R.; et al. Universal tumor DNA BRCA1/2 testing of ovarian cancer: Prescreening PARPi treatment and genetic
predisposition. J. Natl. Cancer Inst. 2021, 112, 161–169. [CrossRef]

38. Pietragalla, A.; Arcieri, M.; Marchetti, C.; Scambia, G.; Fagotti, A. Ovarian cancer predisposition beyond BRCA1 and BRCA2
genes. Int. J. Gynecol. Cancer. 2020, 30, 1803–1810. [CrossRef]

39. Hutchcraft, M.L.; Gallion, H.H.; Kolesar, J.M. MUTYH as an Emerging Predictive Biomarker in Ovarian Cancer. Diagnostics 2021,
11, 84. [CrossRef]

40. Ahmed, A.A.; Etemadmoghadam, D.; Temple, J.; Lynch, A.G.; Riad, M.; Sharma, R.; Stewart, C.; Fereday, S.; Caldas, C.; DeFazio,
A.; et al. Driver mutations in TP53 are ubiquitous in high grade serous carcinoma of the ovary. J. Pathol. 2010, 221, 49–56.
[CrossRef]

http://doi.org/10.1056/NEJMoa1910962
http://www.ncbi.nlm.nih.gov/pubmed/31562799
http://doi.org/10.1056/NEJMoa1911361
http://www.ncbi.nlm.nih.gov/pubmed/31851799
http://doi.org/10.1016/S1470-2045(19)30029-4
http://doi.org/10.1016/S0140-6736(17)32440-6
http://doi.org/10.1136/ijgc-2020-002240
http://www.ncbi.nlm.nih.gov/pubmed/34103386
http://doi.org/10.1093/jnci/djz080
http://doi.org/10.1136/ijgc-2020-001556
http://doi.org/10.3390/diagnostics11010084
http://doi.org/10.1002/path.2696

	Introduction 
	Materials and Methods 
	Study Population 
	Sample Preparation and Testing 
	Hereditary Cancer Panel 
	DNA Isolation 
	Next-Generation DNA Sequencing (NGS) 
	Detection of Copy-Number Variants by NGS 

	Data Analysis 

	Results 
	Tumour Testing Analysis 
	Germline Testing Analysis 
	Variant Origin Analysis 

	Discussion 
	Conclusions 
	References

