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Simple Summary: The pattern of Breast Cancer Genes 1 (BRCA1) and 2 (BRCA2) mutations in
Hereditary Breast Ovarian Cancer (HBOC) families varies widely among different populations.
About 30% of Portuguese HBOC can be associated with inherited cancer caused by BRCA1 or BRCA2
mutations. Three variants were identified (c.156_157insAlu in the BRCA2 gene and c.3331_3334del
and c.2037delinsCC in the BRCA1 gene), accounting for about 50% of all Portuguese pathogenic
mutations. Characterising the mutational spectrum in specific populations allows for a more efficient
and cost-saving screening approach.

Abstract: Germline pathogenic variants in the Breast Cancer Genes 1 (BRCA1) and 2 (BRCA2) are
responsible for Hereditary Breast and Ovarian Cancer (HBOC) syndrome. Genetic susceptibility
to breast cancer accounts for 5–10% of all cases, phenotypically presenting with characteristics
such as an autosomal dominant inheritance pattern, earlier age of onset, bilateral tumours, male
breast cancer, and ovarian tumours, among others. BRCA2 pathogenic variant is usually associated
with other cancers such as melanoma, prostate, and pancreatic cancers. Many rearrangements of
different mutations were found in both genes, with some ethnic groups having higher frequencies
of specific mutations due to founder effects. Despite the heterogeneity of germline BRCA1/BRCA2
mutations in Portuguese breast or/and ovarian cancer families, the first described founder mutation
in the BRCA2 gene (c.156_157insAlu) and two other variants in the BRCA1 gene (c.3331_3334del and
c.2037delinsCC) contribute to about 50% of all pathogenic mutations. Furthermore, the families with
the BRCA1 c.3331_3334del or the c.2037delinsCC mutations share a common haplotype, suggesting
that these may also be founder mutations in the Portuguese population. Identifying specific and
recurrent/founder mutations plays an important role in increasing the efficiency of genetic testing
since it allows the use of more specific, cheaper and faster strategies to screen HBOC families.
Therefore, this review aims to describe the mutational rearrangements of founder mutations and
evaluate their impact on the genetic testing criteria for HBOC families of Portuguese ancestry.

Keywords: hereditary breast and ovarian cancer syndrome; breast cancer; ovarian cancer; founder
mutations; Portuguese families; genetic testing

1. Introduction

According to the World Health Organization, in 2020, there were 2.3 million women
diagnosed with breast cancer (BC) and 685,000 deaths worldwide. It is considered the
world’s most prevalent cancer and the most frequent cause of lost disability-adjusted life
by women when compared to other cancer types [1]. Furthermore, ovarian cancer (OC) is
one of the most common gynecologic cancers ranking eighth in terms of cancer incidence
and mortality among women globally. Also known as a “silent killer”, OC has a lower
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prevalence than BC, but it is three times more lethal. Most women are diagnosed with
advanced stage OC, exhibiting poor prognosis and consequently much less variability
in mortality between low- and high-income countries [2]. Besides, a general population
screening cannot be recommended [3].

Germline mutations in Breast Cancer Gene (BRCA)1 and 2 account for a large pro-
portion of hereditary breast and ovarian cancer (HBOC) families [4]. The HBOC is a
known example of a genetic syndrome involving BRCA mutations. It can affect men and
women and usually leads to BC and/or OC before age 50. Typically, it is associated with
a family history of cancer, and bilateral tumours may also occur [4]. Over time, despite
technical difficulties due to the large size of both genes, screening for mutation in BRCA in
different populations was performed according to the familiar cancer patterns reported.
Within well-defined populations across many countries, specific frequent mutations have
been identified. The founder effects generally occur in a pool of reduced genetic het-
erogeneity and facilitate carrier detection and genetic counselling [5]. This was the case
of c.156_157insAlu BRCA2 rearrangement, firstly identified in a Portuguese resident in
Belgium and now recognised as a founder mutation in Portuguese HBOC families [6].
This review aims to describe the mutational spectrum of Portuguese founder/recurrent
mutations and reflect on their clinical implications regarding genetic testing criteria.

2. Genetic and Clinical Features of Hereditary Breast and Ovarian Cancer

HBOC syndrome is defined as an autosomal dominant inherited disorder in which
the risk of BC and OC is higher than normal. Globally, the hereditary predisposition cases
represent 5–10% of all BC and 20–25% of OC [7]. HBOC is caused by germline mutations in
BRCA 1 and 2, which are suppressor genes that encode proteins involved in DNA repair [4].
Those genes are responsible for repairing DNA double-strand breaks homologous recombi-
nation (HR) that provides accurate recombination using a sister chromatid as a template,
allowing genomic stability [4]. Alterations of the BRCA1/2 genes may also occur through
mechanisms other than germline mutations, for example, somatic mutations or epigenetic
silencing in sporadic OC or BC [8].

Several other proteins interact and cooperate with BRCA1/2 in the DNA repair process
and can also be key factors in cancer susceptibility, particularly in BC and OC, that present
a defect in the HR system [8]. Since BRCA1/2 mutations can have clinical and therapeutic
consequences, it has been hypothesised that these alterations can also be sensitive to
DNA-damaging target agents.

In the BRCA1-mutated population, the risk of BC ranges from 46–87% up to age 70,
while the risk of OC is 39–63%. For the BRCA2-mutated population, the lifetime risk of
developing BC or OC is 38–84% and 16–27%, respectively [4]. The clinical characteristics
of BRCA-associated cancers may differ from the sporadic ones. BRCA1-related breast
tumours are frequently associated with a medullary histological pattern, higher grade
and more likely to be oestrogen and progesterone receptors negative and without human
epidermal growth factor receptor (HER2) overexpression. BRCA2-related tumours are
more heterogeneous than BRCA1. It appears to have a predominance in positive hormone
receptors BC, but around 16% of triple-negative tumours (TNBC) in BRCA2 carriers were
described [9]. The patients with BRCA1/2 mutations have an increased risk of developing
contralateral BC, around 2%, with the higher risk corresponding to the younger age of
onset [4]. Also, these mutations spectrum confers a higher risk of male BC although the
association is more frequently reported with the BRCA2 variant. The cancer is usually high
grade in males, with hormone receptors positive and with lymph node metastases [10,11].

Studies on BC survival suggest poor survival in individuals with a BRCA mutation,
but this association has not been consistent and remains a controversial topic [12–15]. The
BRCA-related OC (including fallopian tube and primary peritoneal cancers) are generally
serous adenocarcinomas, as opposed to mucinous or borderline tumours. Ovarian cancer is
more related to BRCA1 mutations and tends to develop at an earlier age in these women [16].
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Identifying these BRCA1/2 mutations is crucial to planning the treatment and follow-
up of cancer patients. In BC, international recommendations suggest a bilateral mastectomy
as a primary surgical treatment in BRCA carriers because of their high rate of ipsilateral and
contralateral BC. These patients’ systemic treatment options are increased, mostly due to the
emerging poly (ADP-ribose) polymerase (PARP) inhibitors [17]. These drugs blocking PARP
action and deficient BRCA synergistically lead to a failure in DNA repair and, consequently,
to the death of tumour cells (synthetic lethality). Actually, in consequence of demonstrated
benefits of PARP inhibitors, there is evidence for using these drugs in early and advanced
BC settings and also in OC or fallopian tubes or primary peritoneal cancer [18,19].

Four PARP inhibitors are approved by U.S. Food and Drug Administration (FDA) and
by European Medicines Agency (EMA): Olaparib, rucaparib, niraparib and talazoparib.
Olaparib was the first PARP inhibitor to be approved, in 2014, as maintenance therapy
for platinum-sensitive relapsed advanced OC with germline BRCA 1/2 mutations, and
these results were confirmed by the SOLO-2 trial [20]. More recently, the SOLO-1 trial
demonstrated the benefit of using olaparib as maintenance therapy after chemotherapy
in BRCA 1/2 mutated patients [21]. Other PARP inhibitors have been approved for the
maintenance treatment of recurrent, epithelial ovarian, fallopian tube, or primary peritoneal
cancer irrespective of the BRCA status, such as rucaparib and niraparib.

For BC, olaparib was first approved in 2018 for treating patients with germline
BRCA1/2 mutations HER2-negative metastatic BC. The benefit of this approach was demon-
strated in the phase III OlympiAD study that assessed olaparib monotherapy versus
chemotherapy [18]. In the same setting of BC disease, talazoparib was studied in the
EMBRACA trial and also demonstrated a survival benefit [19]. In the early-stage BC setting,
the OlympiA trial reported a significant benefit for patients with a high risk of recurrence
and germline BRCA1/2 mutations treated with adjuvant olaparib following the completion
of standard therapy [22]. BRCA testing was previously used in BC only to predict the risk
of future cancers and guide surgical therapies. However, with the recent advent of PARP
inhibitors, it may be reasonable to consider genetic testing more widely than past criteria
have considered [23].

Many studies about the efficacy of chemotherapy have reported high sensitivity in
patients with BRCA mutations. Chemotherapy agents that have a mechanism of action for
DNA damage, such as anthracyclines and cyclophosphamide, or DNA replication, such as
platinum compounds, may explain the high effectiveness in BRCA mutated patients [7].

2.1. The Founder Effect

BRCA1/2 is the most frequent alteration associated with HBOC and can affect all ethnic
groups. The frequency of BRCA1/2 alteration in the general population has been estimated
at one in 400–500 [4]. More than 2000 different mutations have been identified since
the discovery of these genes. The most frequent mutations are small insertion/deletion
frameshift, non-synonymous truncation and splice-site disruption leading to entirely non-
functional BRCA proteins [24].

The incidence of mutations in high-risk families varies widely among different popu-
lations. However, in particular ethnic groups that are or were geographically or culturally
isolated, specific mutations show a high frequency. This is often called the “founder
effect” [4].

Founder mutations of BRCA1/2 were described in specific populations. A typical
example of a founder effect is the Ashkenazi Jewish population (ancestors from Eastern
and Central Europe) with a prevalence of 1:40 [25]. Founder variants in BRCA1/2 have also
been reported in several additional populations, including individuals of African, Amish,
and Icelandic ancestry [26]. Identifying founder mutations is informative and valuable
for developing cancer gene screening panels, which help to analyse genetic susceptibility
profiles [5].
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2.2. Portuguese Founder Mutations

With the overseas exploration from the 15th century and after many foreign invasions
occurred in the Iberia peninsula, connections with people of different cultures and genetic
backgrounds were established. However, several recurrent mutations which integrate the
BRCA1/2 spectrum mutations were found in Portugal.

The c.156_157insAlu BRCA2 mutation is the most described in different studies
(Table 1). It was first reported by Teugels, et al. in a 46-years-old Portuguese woman
with BC living in Belgium with diagnosed HBOC. It was demonstrated that an Alu inser-
tion in BRCA2 exon 3 was responsible for an in-frame deletion at the mRNA level, not
detectable using the conventional mutation screening techniques [6].

Table 1. Relevant studies about the prevalence of the founder mutations in Portugal.

Studies Aim Number of Patients/Families Founder Mutation
Investigated Conclusions

Machado, et al.
(2007) [27]

Molecular and phenotypic
characterisation of a large

insertion in exon 3 of BRCA2.

210 patients from
Central/southern Portugal c.156_157insAlu

c.156_157insAlu is a
founder mutation of

Portuguese origin and is
the most frequent BRCA2

rearrangement

Peixoto, et al.
(2008) [28]

To evaluate the contribution of
the c.156_157insAlu BRCA2

mutation to inherited
predisposition to BC and OC

in families
originating mostly from

northern/central Portugal.

210 families from
Northern/central Portugal c.156_157insAlu

This rearrangement is
responsible for more than

half of all pathogenic
BRCA2 mutations and
about one-fourth of all
pathogenic variants in

HBOC families

Peixoto, et al.
(2010) [29]

To gain insight into the
ancestral origin and

population spread of the
c.156_157insAlu

BRCA2 mutation.

5443 families
(149 from Portugal and 5294

from other countries
than Portugal)

c.156_157insAlu

c.156_157insAlu BRCA2
rearrangement is a

Portuguese founder
mutation that originated

about 558 ± 215 years ago,
accounting for the

majority of the BRCA2
mutations and about

one-third of all pathogenic
germline mutations in

Portuguese HBOC
families.

Peixoto, et al.
(2015) [30]

To describe the mutational
spectrum and evaluate the

impact of founder mutations
in the genetic testing criteria
and strategy for molecular
testing of HBOC families of

Portuguese ancestry.

1050 families
(524 fully screened for

BRCA1/BRCA2 mutations)

c.156_157insAlu
Other possible founder
mutations pointed out:

c.3331_3334del
c.2037delinsCC

Of the 119 families with
pathogenic mutations, 40
(33.6%) had the BRCA2

c.156_157insAlu
rearrangement, 15 (12.6%)
the BRCA1 c.3331_3334del
mutation and 7 (5.9%) the

BRCA1 c.2037delinsCC
mutation. The

c.2037delinsCC mutation
has not been described in

other populations.

Miguel, et al.
(2021) [31]

To evaluate the Hereditary
Breast/Ovarian Cancer

(HBOC) families with Madeira
ancestry enrolled in the HBOC

programme occurring in
Instituto Português de
Oncologia de Lisboa

3566 patients
(19 from Madeira Island, 3547
from other parts of Portugal)

c.156_157insAlu

BRCA1/2 detection rates
were 27.9% and 10.5% for

Madeira and the whole
group, respectively.

In all patients detected
with BRCA1/2 mutations,

22.8 % had the
c.156_157insAlu BRCA2

rearrangement.

Based on this finding, Machado, et al. evaluated the ancestral origin and population
spread of c.156_157insAlu BRCA2 mutation, using a three-step PCR procedure for the molec-
ular and phenotypic characterisation [27]. Those authors found a regional founder effect
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for this rearrangement in HBOC families mostly originated from central/southern Portugal
and suggested that the founder event occurred 2400–2600 years ago [27]. Peixoto, et al.
reported the mutation in 14 of 208 families from northern/southern Portugal, and its
contribution to more than one-fourth of pathogenic BRCA1/BRCA2 mutations in HBOC
families originated from this part of the country [28].

In 2010, the same authors screened c.156_157insAlu BRCA2 rearrangement in a to-
tal of 5443 suspected HBOC families from Europe, North and South America and Asia
(149 from Portugal and 5294 from other countries than Portugal). Three main conclusions
were published: (1) Contrary to the Machado, et al. results, after an extensive haplotype
analysis in 11 informative families, the age of this founder mutation was estimated to be
558 ± 215 years; (2) This mutation was only detected in families with Portuguese ancestry
living in France and USA; (3) It accounted for the majority of the BRCA2 mutations and
about one-third of all pathogenic germline mutations in Portuguese HBOC families [30].

Other studies were conducted regarding the mutational prevalence and clinical char-
acteristics of c.156_157insAlu BRCA2. In a multidisciplinary HBOC programme at Instituto
Português de Oncologia (IPO) de Lisboa, a group of 3566 suspected individuals were tested
exclusively for BRCA1/2, in which 386 patients were diagnosed with a BRCA1/2 mutation.
Of these, 22.8 % had the c.156_157insAlu BRCA2 rearrangement. An analysis conducted on
individuals with Madeira Island ancestry revealed two patients with the rearrangement
from 19 tested. When comparing the pattern of BRCA1/2 mutation in this subgroup, a lower
prevalence of the Portuguese BRCA2 founder variant was observed (10.5 vs. 23.4%) [31].

According to the different studies mentioned, the Portuguese geographical distribution
of c.156_157insAlu BRCA2 mutation is shown in Figure 1.
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A small study conducted in IPO de Coimbra pointed to the clinical characteristics of
78 patients from central Portugal with the c.156_157insAlu BRCA2 mutation followed in
this oncology centre. Two patients (7.4%) had OC, four patients (14.8%) had bilateral BC at
diagnosis, and nine patients (33.3%) had second cancers some years later (breast, prostate,
colorectal and skin). Related to BC, “luminal B-like” was the most frequent subtype (55.2%).
The prevalence of “Luminal A-like”, “Luminal B-HER2+”, and TNBC were 24.1%, 6.9%
and 13.8%, respectively. None of the patients was a stage IV at diagnosis, but 30% had
metastatic progression during the surveillance time [32].

Other possible founder mutation genes in Portugal are being discussed. In addition
to c.156_157insAlu in BRCA2, Peixoto, et al. also reported two other mutations in the
BRCA1 gene (c.2037delinsCC and c.3331_3334del). Those three represent about 50% of all
pathogenic mutations in Portuguese HBOC families. A preliminary haplotype study of
c.2037delinsCC mutation revealed that three families with this mutation share a common
ancestor [30]. The c.3331_3334del mutation was reported in different populations, including
Spain, Africa, Canada, Brazil and Colombia. Tuazon, et al. suggested that this mutation
originated in the Iberia peninsula and was later introduced in South America. Moreover,
both mutations reported in BRCA1 shared a common haplotype, indicating the possibility
of being founder mutations in the Portuguese population [33].

3. BRCA Gene Testing and Screening

Germline mutations in the BRCA1/2 genes are associated with a higher risk of BC and
OC [34]. In healthy women, access to BRCA status could allow prophylactic procedures,
reducing the risk or even improving survival. Prophylactic bilateral mastectomy provides
a 90% to 95% risk reduction, but the available data do not demonstrate improved mor-
tality. Bilateral salpingo-oophorectomy, on the contrary, translates to an improvement in
survival [35,36].

Nevertheless, it has obvious fertility and menopausal impact, underscoring the com-
plexity of this issue [36]. For instance, follow-up is also individualised: annual breast mag-
netic resonance imaging (MRI) screening should be commenced from the age of 25 with
the addition of annual mammography from the age of 30 [37]. Conversely, identifying a
pathogenic variant in a woman diagnosed with BC may influence treatment and progno-
sis [38,39].

Genetic testing should only be performed after adequate information is yielded by a
trained health professional who can explain the implications of the results. A health care
expert can perform this counselling, ideally a genetic counsellor or clinical geneticist. Due
to the lack of genetic expertise in many centres, it is unlikely to provide all eligible women
formal and complete genetic counselling on an equitable basis [40,41]. Because of the high
costs associated with genetic analyses, BRCA1/2- testing has been limited to BC patients
with an a priori high risk of being carriers of a pathogenic variant [42].

Acknowledging one’s risk for testing positive for a genetic mutation has clinical and
personal implications; thus, accurate risk assessment through guidelines or risk assessment
models is critical.

The American Society of Clinical Oncology (ASCO), The National Comprehensive
Cancer Network (NCCN) and the European Society of Medical Oncology (ESMO) all have
guidelines for BRCA testing based on these risk factors. In fact, more than fifteen guidelines
on BRCA testing are available in Europe, and more than thirty guidelines are available
worldwide [43]. Despite the high number of recommendations regarding the diagno-
sis and management of this population, most guidelines do not represent international
consensus, and practice usually follows national/international guidelines on a country-by-
country basis. Still, the ESMO and NCCN guidelines are internationally recognised and
should be mentioned.

Most guidelines recommend genetic counselling and testing for patients at heightened
risk of a BRCA pathogenic variant. Specific criteria help to calculate this increased risk,
such as young age at diagnosis, TNBC or a family history of BC, OC, pancreatic or prostatic
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cancer [44]. The definition of young age differs slightly between the guidelines: it is charac-
terised in some guidelines as being under 50 years of age at diagnosis and in others under
45 years of age. The ESMO guidelines are more conservative regarding the population of
patients with a diagnosis of TNBC: they consider an indication for testing only in patients
under the age of 60 years. In other guidelines, such as those of the NCCN, the testing
criteria in the TNBC population are independent of age. Additional criteria include the
diagnosis of multiple primary BC (synchronous or metachronous), lobular BC with per-
sonal or family history of diffuse gastric cancer and male BC. Regarding the family history,
close blood relatives with a diagnosis of cancer (BC, OC, pancreatic cancer, metastatic or
high-grade prostatic cancer) grant a higher risk for the presence of a pathogenic variant. It
is also recommended to be tested at any age to aid in treatment decisions of PARP inhibitors
in the metastatic setting, as previously discussed [41,45].

The guidelines also mention indications for testing individuals who otherwise do not
meet the criteria but have a probability > 5% of a pathogenic variant based on risk assess-
ment models—e.g., Tyrer-Cuzick, BRCAPro, CanRisk [41]. These genetic risk assessment
models have been used to predict an individual’s likelihood of possessing a BRCA gene
mutation. The Tyrer-Cuzick model, also named the IBIS tool, provides a risk score that esti-
mates the probability of developing BC. It is calculated using an assortment of risk factors,
including personal health history and family history. The score is usually expressed as a
percentage [45]. The BRCAPRO model is a risk assessment tool that utilises Bayes Mendel
analysis and ultimately determines those at a higher risk of developing BC, OC and other
cancer types. The BRCAPRO model is an accurate model for determining the probability of
carrying a genetic mutation [46]. Similar to the Tyrer-Cuzick model, it also incorporates
personal and family history information. Finally, the CanRisk tool is a web interface to
the Breast and Ovarian Analysis of Disease Incidence and Carrier Estimation Algorithm
(BOADICEA). This model also incorporates family history, personal lifestyle, hormonal
and reproductive risk and mammographic density, and it was described by Lee, et al. [47].
These models have allowed users to precisely tailor calculations for patients and families.
However, although a woman’s risk may be accurately estimated, these predictions do not
allow one to say which woman will develop BC. On the other hand, it has been suggested
that if genetic testing were performed only on BC patients meeting the NCCN guidelines
testing criteria, nearly half of patients with a germline mutation associated with HBOC
syndrome would not be identified [48].

Regarding the combined use of clinical criteria and risk model tools, Peixoto et al. char-
acterised the mutational spectrum of germline BRCA1/BRCA2 mutations in 1050 Portuguese
HBOC families, of which 524 were fully screened [30]. BRCAPRO mutation probability
was also retrospectively calculated for the group of probands that had been selected based
on clinical criteria. Inherited cancer predisposition could be related to BRCA1 or BRCA2
mutations in 21.4% of the 524 probands, a proportion that increases to 28.9% of the families
with an a priori BRCAPRO mutation probability >10%. Seven additional pathogenic muta-
tions were detected in the 526 families with BRCAPRO mutation probability <10% that were
screened only for the two most frequent mutations (c.156_157insAlu and c.3331_3334del).
Of the 119 families with pathogenic mutations, 33.6% had the BRCA2 c.156_157insAlu rear-
rangement, 12.6% the BRCA1 c.3331_3334del mutation and 5.9% the BRCA1 c.2037delinsCC
mutation [30].

Identifying specific founder variants allows a more efficient and cost-saving mutational
screening approach. It enables the oncologist to make more specific choices, simplifying the
clinical process of genetic testing on high-risk family members [30]. Likewise, a frequent
founder mutation allows a more precise assessment of mutation-specific cumulative cancer
incidence, facilitating the identification of genetic and environmental risk modifiers. It is
also important to mention that in the guidelines, the relevance of founder mutations is
reinforced by the suggestion that testing for three founder mutations of BRCA1/2 could
be offered to individuals with one grandparent identified as Ashkenazi Jewish ancestry,
irrespective of cancer history in the family [41]. This strategy has been confirmed to be
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cost-effective in the Ashkenazi Jewish populations due to the mutational pattern (three
mutations constitute the majority of harmful mutations in the Jewish population) and the
high frequency of these mutations in this population [49].

Expanding population-based testing to other populations has obstacles that we must
overcome. We know that two mutations in BRCA1 (c.2037delinsCC and c.3331_3334del)
and one in BRCA2 (c.156_157insAlu) together represent about 50% of all harmful mutations
found in affected Portuguese families [30]. We hence suggest that all suspected families
with Portuguese ancestry living around the world should include, but not be limited to,
the analysis of BRCA2 c.156_157insAlu and BRCA1 c.3331_3334del mutations. This is
relevant because it requires a specific PCR reaction, not carried out by most commercial
laboratories [50].

4. Future Perspectives

In the science community, fundamental research is making efforts to characterise the ge-
netic features of BRCA. Recently, Silva, et al. investigated the tissue-specific stem/progenitor
cells that represent the cells of origin of BRCA2-associated tumours. In this article, the
authors reported the generation of the first lineage of induced pluripotent stem cell (iPSC)
from a female donor harbouring the BRCA2 c.156_157insAlu mutation, which is a valuable
tool for studying the origin of BRCA2-associated cancer in its earliest phases [51]. Pinheiro,
et al. identified and described the genomic breakpoints of two duplications that occurred
in tandem and in a direct direction in the BRCA1 and BRCA2 genes. They considered that
these mutations are the genetic defect underlying HBOC syndrome in these families [52].

Cancer risk genes other than BRCA1 and BRCA2 are also under investigation. Many
studies have revealed non-BRCA germline pathogenic mutations in high-risk individuals,
evidencing the importance of NGS analysis in high-risk HBOC genes. Supporting this data,
Salgueiro, et al. reported two cases with co-occurrence of pathogenic mutations in breast
and ovarian high-risk cancer genes: One proband had co-occurrence of pathogenic variants
in BRCA1 and RAD51C genes and the other proband in PALB2 and CHEK2 [53]. The same
authors showed in a different study with 211 patients who met NCCN guidelines for
HBOC genetic testing, a rate of cancer-predisposing pathogenic/likely pathogenic (P/LP)
variants in non-BRCA1/BRCA2 genes of 6.2%, which is consistent with those reported in
the literature [52].

The occurrence of double heterozygosity (DH) in BRCA1 and BRCA2 genes and
double mutation (DM) in BRCA1 or BRCA2 were also described. Among 645 patients,
two probands with DH in the BRCA1/2 genes not previously described together were
found. Furthermore, three probands with DM in the BRCA2 gene were reported in further
unrelated patients and likely pointed to a founder effect. Although rare, the detection of
these alterations could have important clinical implications for managing patients and risk
assessment in the family members of mutated patients [54].

5. Conclusions

Hereditary tumours are syndromes characterised by the expression of multiple types of
cancer in succession, including hereditary BC or OC. Hence, we discussed the importance of
determining the genetic predisposition of HBOC families in specific populations, pointing
out the Portuguese reality. Since the first case reported of BRCA2 c.156_157insAlu and later
described as a Portuguese founder mutation, many efforts were performed to gain insight
into the ancestral origin and its population spread. While mutational heterogeneity was
reported, other frequent mutations were also found in subsequent investigations. Many
models have been designed to statistically predict BRCA1/2 based on personal and family
histories concerning the pathological and clinical significance. Although the thresholds
observed may not be enough to determine the high probability of strictly incorporating
pathogenic variants, these models should be used to predict BRCA mutation carriers. In
addition, cancer risk genes other than BRCA1 and BRCA2 cannot be overlooked, which
may contribute to HBOC susceptibility.
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Taking advantage of knowing HBOC predisposition, it is essential to adopt protective
measures for relatives, offer preventive measures to avoid or diagnose earlier other cancers
and discuss treatment options.

Author Contributions: The present manuscript is the result of the original work by R.V., D.A.C.,
M.V., A.D.M., C.S. and M.F.-S., R.V. and D.A.C. conceived and designed the study; R.V. and D.A.C.
performed the acquisition, analysis, and interpretation of the data; R.V., D.A.C., C.S. and M.F.-S.
performed the manuscript supervision. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Acknowledgments: The authors are thankful to the CUF Oncologia for the support and to the
medical department of AstraZeneca for the scientific assistance.

Conflicts of Interest: The authors R.V., M.V., A.D.M. and C.S. declare no conflict of interest. D.A.C.
has received honoraria from the Portuguese Navy, CUF Oncologia, and NTT DATA, and has served as
a speaker, advisory board member, or has received research or education funding from AstraZeneca,
CUF Oncologia, Daiichi Sankyo, Gilead, Hoffmann-La Roche, Merck KGaA, Merck Sharp & Dohme,
Nestlé, Novartis, Pfizer, Nanobiotix, Puma Biotechnology Inc., Sanofi, Seagen Inc., and Uriage. MFS is
a consultant/speaker for Astellas, Daiichi-Sankyo, Bristol Myers Squibb, Gilead, Lilly, Merck, Merck
Sharp & Dohme, Novartis, Pfizer, Pierre-Fabre Ipsen, Roche and Server.

References
1. Breast Cancer. Available online: https://www.who.int/news-room/fact-sheets/detail/breast-cancer (accessed on 15 June 2021).
2. Cabasag, C.J.; Fagan, P.J.; Ferlay, J.; Vignat, J.; Laversanne, M.; Liu, L.; van der Aa, A.M.; Bray, F.; Soerjomataram, I. Ovarian cancer

today and tomorrow: A global assessment by world region and Human Development Index using GLOBOCAN 2020. Int. J.
Cancer 2022. [CrossRef] [PubMed]

3. Menon, U.; Gentry-Maharaj, A.; Burnell, M.; Singh, N.; Ryan, A.; Karpinskyj, C.; Carlino, G.; Taylor, J.; Massingham,
S.K.; Raikou, M.; et al. Ovarian cancer population screening and mortality after long-term follow-up in the UK Collaborative
Trial of Ovarian Cancer Screening (UKCTOCS): A randomised controlled trial. Lancet 2021, 397, 2182–2193. [CrossRef]

4. Yoshida, R. Hereditary breast and ovarian cancer (HBOC): Review of its molecular characteristics, screening, treatment, and
prognosis. Breast Cancer 2020, 28, 1167–1180. [CrossRef] [PubMed]

5. Felix, G.E.S.; Zheng, Y.; Olopade, O.I. Mutations in context: Implications of BRCA testing in diverse populations. Fam. Cancer
2017, 17, 471–483. [CrossRef] [PubMed]

6. Teugels, E.; De Brakeleer, S.; Goelen, G.; Lissens, W.; Sermijn, E.; De Grève, J. De novo Alu element insertions targeted to a
sequence common to the BRCA1 and BRCA2 genes. Hum. Mutat. 2005, 26, 284. [CrossRef] [PubMed]

7. Yamauchi, H.; Takei, J. Management of hereditary breast and ovarian cancer. Int. J. Clin. Oncol. 2017, 23, 45–51. [CrossRef]
8. Toss, A.; Tomasello, C.; Razzaboni, E.; Contu, G.; Grandi, G.; Cagnacci, A.; Schilder, R.J.; Cortesi, L. Hereditary Ovarian Cancer:

Not OnlyBRCA1 and 2 Genes. BioMed Res. Int. 2015, 2015, 341723. [CrossRef]
9. Mavaddat, N.; Barrowdale, D.; Andrulis, I.L.; Domchek, S.M.; Eccles, D.; Nevanlinna, H.; Ramus, S.J.; Spurdle, A.; Robson, M.;

Sherman, M.; et al. Pathology of Breast and Ovarian Cancers among BRCA1 and BRCA2 Mutation Carriers: Results from the
Consortium of Investigators of Modifiers of BRCA1/2 (CIMBA). Cancer Epidemiol. Biomark. Prev. 2012, 21, 134–147. [CrossRef]

10. Ibrahim, M.; Yadav, S.; Ogunleye, F.; Zakalik, D. Male BRCA mutation carriers: Clinical characteristics and cancer spectrum. BMC
Cancer 2018, 18, 179. [CrossRef]

11. Vietri, M.T.; Caliendo, G.; D’Elia, G.; Resse, M.; Casamassimi, A.; Minucci, P.B.; Cioffi, M.; Molinari, A.M. BRCA and PALB2
mutations in a cohort of male breast cancer with one bilateral case. Eur. J. Med. Genet. 2020, 63, 103883. [CrossRef]

12. Bordeleau, L.; Panchal, S.; Goodwin, P. Prognosis of BRCA-associated breast cancer: A summary of evidence. Breast Cancer Res.
Treat. 2010, 119, 13–24. [CrossRef] [PubMed]

13. Verhoog, L.C.; Berns, E.M.; Brekelmans, C.T.; Seynaeve, C.; Meijers-Heijboer, E.J.; Klijn, J.G. Prognostic significance of germline
BRCA2 mutations in hereditary breast cancer patients. J. Clin. Oncol. 2000, 18, 119S–124S. [PubMed]

14. van den Broek, A.J.; Schmidt, M.K.; van ‘t Veer, L.J.; Tollenaar, R.A.; van Leeuwen, F.E. Worse Breast Cancer Prognosis of
BRCA1/BRCA2 Mutation Carriers: What’s the Evidence? A Systematic Review with Meta-Analysis. PLoS ONE 2015, 10, e0120189.
[CrossRef]

15. Zhong, Q.; Peng, H.-L.; Zhao, X.; Zhang, L.; Hwang, W.-T. Effects of BRCA1- and BRCA2-related mutations on ovarian and breast
cancer survival: A meta-analysis. Clin. Cancer Res. 2015, 21, 211–220. [CrossRef] [PubMed]

16. Liu, G.; Yang, D.; Sun, Y.; Shmulevich, I.; Xue, F.; Sood, A.K.; Zhang, W. Differing clinical impact of BRCA1 and BRCA2 mutations
in serous ovarian cancer. Pharmacogenomics 2012, 13, 1523–1535. [CrossRef] [PubMed]

17. Schreiber, V.; Illuzzi, G.; Héberlé, E.; Dantzer, F. De la découverte du poly(ADP-ribose) aux inhibiteurs PARP en thérapie du
cancer. Bull. Cancer 2015, 102, 863–873. [CrossRef]

https://www.who.int/news-room/fact-sheets/detail/breast-cancer
http://doi.org/10.1002/ijc.34002
http://www.ncbi.nlm.nih.gov/pubmed/35322413
http://doi.org/10.1016/S0140-6736(21)00731-5
http://doi.org/10.1007/s12282-020-01148-2
http://www.ncbi.nlm.nih.gov/pubmed/32862296
http://doi.org/10.1007/s10689-017-0038-2
http://www.ncbi.nlm.nih.gov/pubmed/28918466
http://doi.org/10.1002/humu.9366
http://www.ncbi.nlm.nih.gov/pubmed/16088935
http://doi.org/10.1007/s10147-017-1208-9
http://doi.org/10.1155/2015/341723
http://doi.org/10.1158/1055-9965.EPI-11-0775
http://doi.org/10.1186/s12885-018-4098-y
http://doi.org/10.1016/j.ejmg.2020.103883
http://doi.org/10.1007/s10549-009-0566-z
http://www.ncbi.nlm.nih.gov/pubmed/19789974
http://www.ncbi.nlm.nih.gov/pubmed/11060339
http://doi.org/10.1371/journal.pone.0120189
http://doi.org/10.1158/1078-0432.CCR-14-1816
http://www.ncbi.nlm.nih.gov/pubmed/25348513
http://doi.org/10.2217/pgs.12.137
http://www.ncbi.nlm.nih.gov/pubmed/23057551
http://doi.org/10.1016/j.bulcan.2015.07.012


Cancers 2022, 14, 4717 10 of 11

18. Robson, M.; Im, S.A.; Senkus, E.; Xu, B.; Domchek, S.M.; Masuda, N.; Delaloge, S.; Li, W.; Tung, N.; Armstrong, A.; et al. Olaparib
for Metastatic Breast Cancer in Patients with a Germline BRCA Mutation. N. Engl. J. Med. 2017, 377, 523–533. [CrossRef]

19. Litton, J.K.; Rugo, H.S.; Ettl, J.; Hurvitz, S.A.; Gonçalves, A.; Lee, K.-H.; Fehrenbacher, L.; Yerushalmi, R.; Mina, L.A.;
Martin, M.; et al. Talazoparib in Patients with Advanced Breast Cancer and a Germline BRCA Mutation. N. Engl. J. Med.
2018, 379, 753–763. [CrossRef]

20. Pujade-Lauraine, E.; Ledermann, J.A.; Selle, F.; Gebski, V.; Penson, R.T.; Oza, A.M.; Korach, J.; Huzarski, T.; Poveda, A.;
Pignata, S.; et al. Olaparib tablets as maintenance therapy in patients with platinum-sensitive, relapsed ovarian cancer and a
BRCA1/2 mutation (SOLO2/ENGOT-Ov21): A double-blind, randomised, placebo-controlled, phase 3 trial. Lancet Oncol. 2017,
18, 1274–1284. [CrossRef]

21. 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]

22. Tutt, A.N.; Garber, J.E.; Kaufman, B.; Viale, G.; Fumagalli, D.; Rastogi, P.; Gelber, R.D.; de Azambuja, E.; Fielding, A.; Balmaña, J.;
et al. Adjuvant Olaparib for Patients with BRCA1- or BRCA2-Mutated Breast Cancer. New Engl. J. Med. 2021, 384, 2394–2405.
[CrossRef] [PubMed]

23. Tung, N.M.; Garber, J.E. BRCA1/2 testing: Therapeutic implications for breast cancer management. Br. J. Cancer 2018, 119,
141–152. [CrossRef] [PubMed]

24. Neamatzadeh, H.; Shiryazdi, S.M.; Kalantar, S.M. BRCA1 and BRCA2 mutations in Iranian breast cancer patients: A systematic
review. J. Res. Med. Sci. 2015, 20, 284–293. [PubMed]

25. Ferla, R.; Calò, V.; Cascio, S.; Rinaldi, G.; Badalamenti, G.; Carreca, I.; Surmacz, E.; Colucci, G.; Bazan, V.; Russo, A. Founder
mutations in BRCA1 and BRCA2 genes. Ann. Oncol. 2007, 18, vi93–vi98. [CrossRef]

26. Petrucelli, N.; Daly, M.B.; Pal, T. BRCA1- and BRCA2-Associated Hereditary Breast and Ovarian Cancer. In GeneReviews®;
Adam, M.P., Everman, D.B., Mirzaa, G.M., Pagon, R.A., Wallace, S.E., Bean, L.J., Gripp, K.W., Amemiya, A., Eds.; University of
Washington: Seattle, WA, USA, 1993.

27. Machado, P.M.; Brandão, R.D.; Cavaco, B.M.; Eugénio, J.; Bento, S.; Nave, M.; Rodrigues, P.; Fernandes, A.; Vaz, F. Screening
for a BRCA2 Rearrangement in High-Risk Breast/Ovarian Cancer Families: Evidence for a Founder Effect and Analysis of the
Associated Phenotypes. J. Clin. Oncol. 2007, 25, 2027–2034. [CrossRef]

28. Peixoto, A.; Santos, C.; Rocha, P.; Pinheiro, M.; Príncipe, S.; Pereira, D.; Rodrigues, H.; Castro, F.; Abreu, J.; Gusmão, L.; et al. The
c.156_157insAlu BRCA2 rearrangement accounts for more than one-fourth of deleterious BRCA mutations in northern/central
Portugal. Breast Cancer Res. Treat. 2009, 114, 31–38. [CrossRef]

29. Peixoto, A.; Santos, C.; Pinheiro, M.; Pinto, P.; Soares, M.J.; Rocha, P.; Gusmão, L.; Amorim, A.; Van Der Hout, A.;
Gerdes, A.-M.; et al. International distribution and age estimation of the Portuguese BRCA2 c.156_157insAlu founder mutation.
Breast Cancer Res. Treat. 2011, 127, 671–679. [CrossRef]

30. Peixoto, A.; Santos, C.; Pinto, P.; Pinheiro, M.; Rocha, P.; Pinto, C.; Bizarro, S.; Veiga, I.; Principe, A.; Maia, S.; et al. The role of
targetedBRCA1/BRCA2mutation analysis in hereditary breast/ovarian cancer families of Portuguese ancestry. Clin. Genet. 2015,
88, 41–48. [CrossRef]

31. Miguel, I.; Rodrigues, F.; Fragoso, S.; Freixo, J.; Clara, A.; Luis, A.; Bento, S.; Fernandes, M.; Bacelar, F.; Câmara, S.; et al. Hereditary
breast cancer and ancestry in the Madeira archipelago: An exploratory study. Ecancermedicalscience 2021, 15, 1261. [CrossRef]

32. Macedo, F.; Soares, R.F.; Pereira, T.C.; Monteiro, A.; Bonito, N.; Broco, S.; Carvalho, T.; Mariano, M.; Sousa, G. Founder mutations
BRCA2 c.156_157insAlu in Portuguese population. Ann. Oncol. 2019, 30, iii20. [CrossRef]

33. Tuazon, A.M.D.A.; Lott, P.; Bohórquez, M.; Benavides, J.; Ramirez, C.; Criollo, A.; Estrada-Florez, A.; Mateus, G.; Velez, A.;
Carmona, J.; et al. Haplotype analysis of the internationally distributed BRCA1 c.3331_3334delCAAG founder mutation reveals a
common ancestral origin in Iberia. Breast Cancer Res. 2020, 22, 108. [CrossRef] [PubMed]

34. King, M.-C.; Marks, J.H.; Mandell, J.B. Breast and Ovarian Cancer Risks Due to Inherited Mutations in BRCA1 and BRCA2. Science
2003, 302, 643–646. [CrossRef] [PubMed]

35. Domchek, S.M. Association of Risk-Reducing Surgery in BRCA1 or BRCA2 Mutation Carriers with Cancer Risk and Mortality.
JAMA 2010, 304, 967–975. [CrossRef]

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

37. Paluch-Shimon, S.; Cardoso, F.; Sessa, C.; Balmana, J.; Cardoso, M.J.; Gilbert, F.; Senkus, E. Prevention and screening in BRCA
mutation carriers and other breast/ovarian hereditary cancer syndromes: ESMO Clinical Practice Guidelines for cancer prevention
and screening. Ann. Oncol. 2016, 27, v103–v110. [CrossRef] [PubMed]

38. Tutt, A.; Robson, M.; Garber, J.E.; Domchek, S.M.; Audeh, M.W.; Weitzel, J.N.; Friedlander, M.; Arun, B.; Loman, N.;
Schmutzler, R.K.; et al. Oral poly(ADP-ribose) polymerase inhibitor olaparib in patients with BRCA1 or BRCA2 mutations
and advanced breast cancer: A proof-of-concept trial. Lancet 2010, 376, 235–244. [CrossRef]

39. Fong, P.C.; Boss, D.S.; Yap, T.A.; Tutt, A.; Wu, P.; Mergui-Roelvink, M.; Mortimer, P.; Swaisland, H.; Lau, A.; O’Connor, M.J.; et al.
Inhibition of Poly(ADP-Ribose) Polymerase in Tumors fromBRCAMutation Carriers. N. Engl. J. Med. 2009, 361, 123–134.
[CrossRef]

http://doi.org/10.1056/NEJMoa1706450
http://doi.org/10.1056/NEJMoa1802905
http://doi.org/10.1016/S1470-2045(17)30469-2
http://doi.org/10.1056/NEJMoa1810858
http://doi.org/10.1056/NEJMoa2105215
http://www.ncbi.nlm.nih.gov/pubmed/34081848
http://doi.org/10.1038/s41416-018-0127-5
http://www.ncbi.nlm.nih.gov/pubmed/29867226
http://www.ncbi.nlm.nih.gov/pubmed/26109977
http://doi.org/10.1093/annonc/mdm234
http://doi.org/10.1200/JCO.2006.06.9443
http://doi.org/10.1007/s10549-008-9978-4
http://doi.org/10.1007/s10549-010-1036-3
http://doi.org/10.1111/cge.12441
http://doi.org/10.3332/ecancer.2021.1261
http://doi.org/10.1093/annonc/mdz095.060
http://doi.org/10.1186/s13058-020-01341-3
http://www.ncbi.nlm.nih.gov/pubmed/33087180
http://doi.org/10.1126/science.1088759
http://www.ncbi.nlm.nih.gov/pubmed/14576434
http://doi.org/10.1001/jama.2010.1237
http://doi.org/10.1016/j.amjsurg.2016.06.010
http://www.ncbi.nlm.nih.gov/pubmed/27649974
http://doi.org/10.1093/annonc/mdw327
http://www.ncbi.nlm.nih.gov/pubmed/27664246
http://doi.org/10.1016/S0140-6736(10)60892-6
http://doi.org/10.1056/NEJMoa0900212


Cancers 2022, 14, 4717 11 of 11

40. Abacan, M.; Alsubaie, L.; Barlow-Stewart, K.; Caanen, B.; Cordier, C.; Courtney, E.; Davoine, E.; Edwards, J.; Elackatt, N.J.;
Gardiner, K.; et al. The Global State of the Genetic Counseling Profession. Eur. J. Hum. Genet. 2019, 27, 183–197. [CrossRef]

41. Gradishar, W.J.; Moran, M.S.; Abraham, J.; Aft, R.; Agnese, D.; Allison, K.H.; Anderson, B.; Burstein, H.J.; Chew, H.; Dang, C.; et al.
Breast Cancer, Version 3.2022, NCCN Clinical Practice Guidelines in Oncology. J. Natl. Compr. Canc. Netw. 2022, 20, 691–722.
[CrossRef]

42. Robertson, L.; Hanson, H.; Seal, S.; Warren-Perry, M.; Hughes, D.; Howell, I.; Turnbull, C.; Houlston, R.; Shanley, S.; Butler, S.;
et al. BRCA1 testing should be offered to individuals with triple-negative breast cancer diagnosed below 50 years. Br. J. Cancer
2012, 106, 1234–1238. [CrossRef]

43. Forbes, C.; Fayter, D.; de Kock, S.; Quek, R.G. A systematic review of international guidelines and recommendations for the
genetic screening, diagnosis, genetic counseling, and treatment of BRCA-mutated breast cancer. Cancer Manag. Res. 2019, 11,
2321–2337. [CrossRef] [PubMed]

44. Cardoso, F.; Kyriakides, S.; Ohno, S.; Penault-Llorca, F.; Poortmans, P.; Rubio, I.T.; Zackrisson, S.; Senkus, E.; ESMO Guidelines
Committee. Early breast cancer: ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up†. Ann. Oncol. Off. J.
Eur. Soc. Med. Oncol. 2019, 30, 1194–1220. [CrossRef]

45. Boughey, J.C.; Hartmann, L.C.; Anderson, S.S.; Degnim, A.C.; Vierkant, R.A.; Reynolds, C.A.; Frost, M.H.; Pankratz, V.S.
Evaluation of the Tyrer-Cuzick (International Breast Cancer Intervention Study) Model for Breast Cancer Risk Prediction in
Women With Atypical Hyperplasia. J. Clin. Oncol. 2010, 28, 3591–3596. [CrossRef] [PubMed]

46. Berry, D.A.; Iversen, S.I., Jr.; Gudbjartsson, D.F.; Hiller, E.H.; Garber, J.E.; Peshkin, B.N.; Lerman, C.; Watson, P.; Lynch, H.T.;
Hilsenbeck, S.G.; et al. BRCAPRO Validation, Sensitivity of Genetic Testing of BRCA1/BRCA2, and Prevalence of Other Breast
Cancer Susceptibility Genes. J. Clin. Oncol. 2002, 20, 2701–2712. [CrossRef] [PubMed]

47. Lee, A.; Mavaddat, N.; Wilcox, A.N.; Msc, A.P.C.; Carver, T.; Hartley, S.; de Villiers, C.B.; Izquierdo, A.; Simard, J.;
Schmidt, M.K.; et al. BOADICEA: A comprehensive breast cancer risk prediction model incorporating genetic and nongenetic
risk factors. Genet. Med. 2019, 21, 1708–1718. [CrossRef] [PubMed]

48. Beitsch, P.D.; Whitworth, P.W.; Hughes, K.; Patel, R.; Rosen, B.; Compagnoni, G.; Baron, P.; Simmons, R.; Smith, L.A.; Grady, I.; et al.
Underdiagnosis of Hereditary Breast Cancer: Are Genetic Testing Guidelines a Tool or an Obstacle? J. Clin. Oncol. 2019, 37,
453–460. [CrossRef]

49. Manchanda, R.; Legood, R.; Burnell, M.; McGuire, A.; Raikou, M.; Loggenberg, K.; Wardle, J.; Sanderson, S.; Gessler, S.;
Side, L.; et al. Cost-effectiveness of Population Screening for BRCA Mutations in Ashkenazi Jewish Women Compared with
Family History–Based Testing. JNCI J. Natl. Cancer Inst. 2015, 107, 380. [CrossRef]

50. Palmero, E.I.; Carraro, D.M.; Alemar, B.; Moreira, M.A.M.; Ribeiro-Dos-Santos, Â.; Abe-Sandes, K.; Galvão, H.C.R.; Reis, R.M.;
Souza, C.D.P.; Campacci, N.; et al. The germline mutational landscape of BRCA1 and BRCA2 in Brazil. Sci. Rep. 2018, 8, 9188.
[CrossRef]

51. Silva, T.P.; Pereira, C.A.; Raposo, A.C.; Oliveira, A.R.; Arez, M.; Cabral, J.M.; Milagre, I.; Carmo-Fonseca, M.; da Rocha, S.T.
Generation and characterization of induced pluripotent stem cells heterozygous for the Portuguese BRCA2 founder mutation.
Stem Cell Res. 2021, 53, 102364. [CrossRef]

52. Rauch, A. Proceedings of the 22nd Annual Meeting of the Portuguese Society of Human Genetics. Medicine 2019, 98, e15772.
[CrossRef]

53. Santos, R. Proceedings of the 23rd Annual Meeting of the Portuguese Society of Human Genetics. Medicine 2020, 99, e19291.
[CrossRef]

54. Vietri, M.T.; Caliendo, G.; D’Elia, G.; Resse, M.; Casamassimi, A.; Minucci, P.B.; Ioio, C.D.; Cioffi, M.; Molinari, A.M. Five Italian
Families with Two Mutations in BRCA Genes. Genes 2020, 11, 1451. [CrossRef] [PubMed]

http://doi.org/10.1038/s41431-018-0252-x
http://doi.org/10.6004/jnccn.2022.0030
http://doi.org/10.1038/bjc.2012.31
http://doi.org/10.2147/CMAR.S189627
http://www.ncbi.nlm.nih.gov/pubmed/30962720
http://doi.org/10.1093/annonc/mdz173
http://doi.org/10.1200/JCO.2010.28.0784
http://www.ncbi.nlm.nih.gov/pubmed/20606088
http://doi.org/10.1200/JCO.2002.05.121
http://www.ncbi.nlm.nih.gov/pubmed/12039933
http://doi.org/10.1038/s41436-018-0406-9
http://www.ncbi.nlm.nih.gov/pubmed/30643217
http://doi.org/10.1200/JCO.18.01631
http://doi.org/10.1093/jnci/dju380
http://doi.org/10.1038/s41598-018-27315-2
http://doi.org/10.1016/j.scr.2021.102364
http://doi.org/10.1097/md.0000000000015772
http://doi.org/10.1097/md.0000000000019291
http://doi.org/10.3390/genes11121451
http://www.ncbi.nlm.nih.gov/pubmed/33287145

	Introduction 
	Genetic and Clinical Features of Hereditary Breast and Ovarian Cancer 
	The Founder Effect 
	Portuguese Founder Mutations 

	BRCA Gene Testing and Screening 
	Future Perspectives 
	Conclusions 
	References

