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ABSTRACT

Colon and rectum cancer is the third common cancer worldwide and second leading course of
death from cancer. Lynch Syndrome is the most common hereditary colon cancer. Lynch Syndrome
occur from defect of MMR gene and course many cancers such as colon cancer, ovarian cancer, gastric
cancer, and brain cancer. This syndrome cannot preventable but can early screening and treatment
for better outcome and survival.

This article assembled and summarized up to date holistic document about risk factor, screening
tool, diagnosis test, treatment recommendation, chemoprevention, and genetic consultation, that the
physicians or surgeons can applied to the patient proper.

Keywords: Lynch Syndrome, HNPCC, Hereditary Non-Polyposis Colorectal Cancer, Colon and
rectum cancer, Hereditary cancer

Submission 17 March 2022| Revised 1 May 2022| Accepted 20 May 2022 | Published online 21 September 2022

*Corresponding Authors: Chompoonut Achavanuntakul
6" floor, Kittiwattana building, Department of Surgery, Thammasat University Hospital, 95
Paholyothin Road, Klongnung, Klongluang District, Pathum thani, 12120, Thailand. Tel:
+662-926-9523 Fax: +662-926-9530
E-mail: nut_jiew@hotmail.com

o ¢ & ' v ¢ a = =
dunaudagunngn?luuisdsemelng Tunwssususigudug armsaiunssuisil ¢o U
Wil 2 wouguiide nuumusyEdnlual njayw 10310 Tnséwy : 0-2716-6450, 0-2716-6451

2565 (2) : 99



Journal homepage : https://he02.tci-thaijo.org/index.php/agstjournal

unua (Introduction)
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Lynch syndrome gnna1ifaasensniag umw.
Henny T. Lynch Tud a.a. 1996° lagdanany
AsauAsIveIlUae 2 Aseuasinilunzismaneyile

& 2 o ' o 2
suwnuzSsaldlvguaznnnidn Inenuuziss 51
wag 24 duvisluanndn 4 Juresitaatnsaunsa 39

deldmsifnuzisaduamnunainaninuindey
LaziugnsTNTantenenuuuBudu (Mendelian
autosomal inheritance pattern)
nMsAnwImssuRLgnssuilfiAalsa Lynch
syndrome nuinlsailiinainauidemese DNA
mismatch repair (MMR) gene Fainthiisnwany
9NFB3AIVEY DNA lagnTivaauni lauRanaIa
vaednuRLualuYIs DNA replication dle MMR
gene AnUNA AgvlAARAMURAUNAUBS DNA ﬁ?ue]
wnAafuBuiidu tumor suppressor gene %3e
proto-oncogenes dzinlugnisiinueisale fumis
fiAnmuRawa1nildUssiie DNA microsatellites
#Uae Lynch syndrome fanupuRnUnffidrenen
719 germline Y89 MMR gene 4 8undn As mull
homolog 1 (MLH1), mulS homolog 2 (MSH2), mulS

A998 1 AALANASENwEneAaTinveslynch syndrome wavslziSeanldlaviale®

Lynch syndrome

Sporadic cancer

Mean age at CRC diagnosis 44-61 years 69 years
Rt side colon (%) 60-80 30
(Proximal to splenic flexure)

Rate metachronous High low

(16% in 10 yrs, 41% in 20 yrs)

Precursor lesion

Discrete colonic adenoma, flat

Elevated or polypoid

Adenoma - carcinoma sequence 35 months

10 - 15 years

Histopathology

« Poorly differentiated tumor

Less frequency

+ Mucinous or signet-ring cell histology
+ Abundant of extracellular mucin

« Tumor infiltrating lymphocytes

+ Crohn’s-like lymphocytic pattern

Prognosis

Improved survival from CRC stage for stage

Worse
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homolog 6 (MSH6) uag postmeiotic segregation
increased 2 (PMS2) TnewnuauAnUnAficy MLH1
uay MSH2 wnniign¥esas 80-90 se4aAB MSH6
fovay 10-20 way PMS2 Sewar 2-3 wenainid
WU11 Lynch syndrome §atfinannaiuinunfiuss
epithelial cell adhesion molecule (EPCAM) R
14l MMR usiifuBufiniuay MSH2 Bnsewils
wuldUssanaseras 3°° TaeUaglasunisanenen
Sufiiaunfkiumng germline vz8dliinansennisiin
Und uilefinruRnuniidetuilmadinluvesinanie
(somatic tissue) ax¥li MMR gene Taivhemusiae
uAndu microsatellite instability auiadusgiSe
AU

WAy Lynch syndrome f8n#owiledn HNPCC
%39 Hereditary Non Polyposis Colorectal Cancer
uitaguilelddnin HNPCC agmunefsdiiianuas
nepafdnilanuinug Amsterdam @71 Lynch
syndrome 1884 ﬁgﬁm’mwu MMR gene (MLH1
MSH2 MSH6 PMS2) mutation &7

A15199 2 Amsterdam | wag Amsterdam Il criteria

n1sdlody
\nasinM53laae Lynch syndrome uuailu
1. Clinical criteria
2. Computer-base models
3. Tumor testing

4. Genetic testing

1. Clinical criteria

Tt A.A. 1990 Hn5UsEYUve4 The International
Collaborative Group on Hereditary Non-Polyposis
Colorectal Cancer (ICG-HNPCC) Faifun1ssiusang
Wenvgy 30 Au Ussgusanduiiiles Amsterdam 1¢
A1uA Amsterdam | criteria” @115u HNPCC fiaun
IeWuniu Amsterdam Il criteria® Litelinsoungy
uyisiteYonrau lud e, 2004 dnsdanae the
revised Bethesda criteria’ LﬁaLﬂuLmeﬂums
ﬁﬁ]’limmi%ﬁ]L‘WNL@@J??WM%UQ@WJWL?ﬁlsﬂuﬂ’lilﬁu
15A Lynch syndrome sannsnsil 2 uae 3 WewSeu
Wiguiunaein153tagewu31 Amsterdam Il criteria
LAz Revised Bethesda Guideline fifaanuliegi

Amsterdam | criteria

Amsterdam |l criteria (3-2-1 rule)

g
iheeglusuiniuegates 2 Ju
fihelasumsitiadunouany 50 Yedawes 1 518

. 11Jﬁ§§ﬂ’;8$”|81@lﬂu Familial adenomatous polyposis

ﬁigﬂalﬂumﬁﬁ HNPCC-associated cancer (colorectum,
endometrium, small bowel, ureter, or renal pelvis) 9819108
3 319 ey
a Y ) a a
« Uye 1 980U 1PdunTIveIenIng
a Yo 1 a U 1 4 1
o u@U’mag‘luqumﬂuamwaa 2 qu
« Ttheldsunsitiadenewsiy 50 Yegetlen 1 518

« lififeseladu Familial adenomatous polyposis

Y
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Joway 22 uaw 82 AAUT LW IERETISeaY 98 Uay 77
o v o ] v ¢ o &
PINEIAU FaEnUIN1Tnaet Amsterdam 310U
foslinsuynde Juilvinaeinisidadeiiienuhiles
1 ° = 4 1
waidlaudnmzgs Tuvaeiinast Bethesda winidn
neiegneiesl do Mvivlidesasde Asunuaniis
fianuhingand

mi']\iﬁ 3 Revised Bethesda Guidelines

Revised Bethesda Guidelines (2004)

Tumors from individuals should be tested for MSI in the
following situations
+ CRC diagnosed by age 50
« Presence of synchronous or metachronous CRC, or other
HNPCC-associated tumors regardless of age
+ CRC and MSI-H histology diagnosed by age 60
+ CRC and more than 1 FDR with an HNPCC-associated
tumor, with one cancer diagnosed by age 50
« CRC and more than 2 FDRs or SDRs with an HNPCC-

associated tumor, regardless of age

FDR=first degree relative, SDR = second degree relative , HNPCC-
associated tumor: colorectal, endometrial, stomach, ovarian,
pancreas, ureter and renal pelvis, biliary tract, brain tumors, and
carcinoma of the small bowel

2. Computer-base models

Jaguuiinisiaulusunsuneufiinesiile
Useifiupnudestenisidulse Lynch syndrome 7

MMRpredict model Iagarunsainfelaann
http://hnpccpredict.hgu.mrc.ac.uk/

MMRpro model Ingaunsadnfislaan wwwa.
utsouthwestern.edu/breasthealth/cagene/

PREMM 1,2,6 model' Taganansatnfislaain
http://premm.dfci.harvard.edu.

Insdesnsondoyaifsafugulsnazuseia
ATEUATY WU 9gfUe A suvdsveziseanld
andnlunseunduneSedld Wudu fimmse
WanfnAerfiinandsannninfesas 5 TasAnm
17 (Sensitivity) agiﬁ%aaaz 69, 89 Lay 90 MINAINU

'
(=)

ANALILNEBENS DAY 90, 85 WAL67 MUATRU'

Y

3. Tumor testing

157579 MMR gene anniifosenanansavild 2
78 A9 Microsatellite Instability (MSI) testing %30
Immunohistochemistry (IHC) testing

MsL: aunsansaaldlnethiuieainnisinga
11052991 MSI Tagly PCR-base test Usznaunae
micro satellite marker 5 § Immﬁamwwu MSI
Tugwile wansindinis@enmsinauwes MMR ag19
anysal wadu 3 sedu dafsussniaiedous
Swazflofound wiadu

« MSI-high: = 30% of markers are unstable or
= 2/5 markers

« MSI-low: < 30% of markers are unstable or
1/5 markers

» MSI-stable: no markers are unstable

Lynch syndrome WumuRaun#uu MSI-high
Iefis¥evay 90 Taeifldauhegisesas 85 uazan
audnzegiifesas 90

HC: Jumsasialagly specific monoclonal
antibody 4 ffifiausnizae MMR protein
(MLH1, MSH2, MSH6, PMS2) eUszifiuiniesen
flnnz MMR deficiency w3alal {Huisaianunsavile
SeuazavaniftoauAdeoufiumingy Tumafus
Fatnlisstlunsdwsannndy Tnefidaraliey
fi¥ovay 83 uay @iﬂmma‘i’%wwagjﬁ%aaaz 89 slnd
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LAENAUNITAS MSI 1A

Lynch syndrome wuauEaun@ikuy MSl-high
¢Fedevaz 90 TuvnsfiuziSedldvauagnnswin
lunuanuRaunfLuy MSIHH Idiiesdosay 15 3
dulngilinan Hypermethylation w89 MLH1 63
fulunsditnsrany MLH1 mutation 15599917
BRAF mutation $auseifielduenuzisedldvejuas

yswiinilusenain Lynch syndrome losan
BRAF mutation agnulungibsdnldlvguagnangmdn
luunnanlu lynch syndrome ﬁqﬁuﬁqagﬂlﬁdﬁ
N3 MSI-H 910 MLH-1 mutation 1993579 BRAF
$GIBLEND N3 BRAF mutation $31698 2w3nag
Tunguuzisaldlnauagnanswinimly

d‘ = = 1 1 o aa o 5
19199 4 (5]’]5'1@L‘UiEJ'ULVIEJUﬂWﬂ’]’]iJi’JLLa%ﬂ’]ﬂ’]’mf\]’WLW']%‘UENﬂ’ﬁG]i’Jﬁ]’JU"DQEJ Lynch syndrome

Criteria Sensitivity (%) Specificity (%)

Clinical criteria

« Amsterdam Il (1999) 22 98

« Revised Bethesda (2004) 82 77
Computer-base model

+ MMRpredict 69 90

+ MMRpro 89 85

¢ PREMM 90 67
Tumor testing

o MSI 85 90

« IHC 83 89

4. Genetic testing

fugia clinical criteria %39 tumor testing Q¥
Wl Lynch syndrome uswuinasinisidadedu
Siieusnnzlal 100% e Genetic testing 9
Junsnsrannnsgiu (Gold standard) Tunsudu
N1931ade Lynch syndrome Tagdinuinnanisdinsig
ynaugmMansSAIgUT 1

N1snsaoAnnsavlsA (screening)® >’

< ~ v = a
WUNNIIUAUAII Lynch syndrome UAIN3LEES

TumsilungiSmaneyda Wetesiunisidedinan
115999 U Fellmuugidilunsnsinfnnse sz
fiatl
< o 1 £
- uzdealdluguaznansuiin
wuzthlidesndoinsiaaldlnguazninsmin
(colonoscopy) nn 1-2 U™ laeiSuiiany 20-25 U
w30 2-5 U neuangitseiignuesaundniuasounis
A ) 2 o ! o wa
Munzsanldlvgiuazninmin lngaunsaang s
nsaluardnsinisidedinanlsangSealdvauay

o v a

nsvtinlaeg19lidedAynieEds wazdanuay
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Conventional screening
)

suspected Lynch syndrome

®  Amsterdam II criteria

®  Revised Bethesda Guidelines

Universal tumor screening
¥

Colorectal cancer in age < 70 years

Colorectal cancer in age > 70 years

+ Revised Bethesda Guidelines

IHC or MMR protein testing +/- MSI testing
|
Abnormal Normal
I
v ¥ l
Loss of MLH1 Loss of MSH2, MSH6 or PMS2 Likely not Lynch syndrome
l Ex Familial colorectal cancer type X
Somatic BRAF mutation +/- MLH1
hypermethylation analysis
Likely not Lynch syndrome Germline genetic analysis
Ex sporadic colorectal cancer No pathogenic vari ail/ w‘ﬂlogemc variant
Consider tumor seq Lynch syndrome
R/O somatic mutation

Y

SUNT  AnLEmITUmauUNSaIRTIaLNaBuiUN19INdY Lynch syndrome

(AAwUasanusd@a Recent Advances in the Treatment of Colorectal Cancer 2019)*

An'e? m‘muwma MSH6 wag PMS2 mutation WUl

finnudsslunsifnue Sealdvgwasnsminies
N1 wagnufiengunnIgUlg Lynch syndrome 9
WANINANURAUNATDIBUDY AINUAITISUNITEDY
ndesnsaaldluguasninamtinfianguiniude 30
U dm5U MSH6 carriers wag 35 Yd1msu PMS2
carriers

- USNeGRUEIY

< @ 1 < A %
uziiediluuazuzisagoulnswngnnulaiosas
aa P < A

21-60 napAdin uAllloINULTUEOYLINTIUAGN
anulugUae Lynch syndrome dimidussegdu

annsadnuilvneald uavnisnsaariliauydes
n$neIns uventdssansznudedalagiaelunis
aranely JamslideyaungUienou Auugdily
thgfufemamuinmdisleiideneeniauniainyes
AaDR NIBldaneanInUNANaTIBNUAUTE T LADULAY
¥msnsaaUsiiiudaetuiie (endometrium biopsy)
313041 (endometrium biopsy) NNUTIMAUNINTID
melulagdan3ignin (transveinal ultrasound) 5y
ﬁaﬂq 30-35 U fA15INSHIRA hysterectomy
e bilateral salpingo-oophorectomy Iuﬂﬂ’wmq
1N 40 Ywadlymsuas™
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- UZISNITINIZINNT

NATUEDINABIWNLAUD M TEIUUY (esophago-
gastroduodenoscopy) warmsaeaaglufisdlédian
AUAU AITNITULBZATIININTAATD H. pylori
WaYAITINYITLT Llosa1nnsAniie H. pylori \Uu
AULABIADNISHNUNZSINTELNILDINNS ATISUATID
1918 30-35 U m31ann 3-5 1

< [} Y <
- wziSeanldan
A a Aa v !

PNUINLANULEIINABATINS 08aY 0.4-12 LH
A Y] 1= ) Ao A a P
Wosndslufinnsnsadansadaniuseansanies
o Feldfnuziiens1adansoNzSealaan we
AAkurindeyinn1sdesnasamafmua I saI UL

asdeuaglutisdldidndruduieg wszannsany
ANUEAUNAYeY duodenum g lagianglugUae
MSH2 mutation®

- wzFevesszuUumaAulaaz

sinwulugihevefisl MSH2 mutation ewuidu
transitional cell carcinoma vawiala n3wle way
nyziwzlaaniz AmITnsalaanie (urinary analysis)
Huusedmnd leeduindanuiaunfdeny = 3
RBC/HPF lutlaang msiEunsaaiieny 25-30 U way
finsanvinenasdaouinmeslugifanudss @
msnsrallaanziiionwadinun@ (urine cytology)
Tauugriilvi esanniinilan?

M990 5 93ETURLINIINIATIAAANTasLY Lynch syndrome

AU NINTIAANTDN NP LRGN 97giAsuRTI9 @)
Q)
aldlnguagynswin Colonoscopy 1-2 20-25 (MLH1 and MSH2)
30-35 (MLH6 and PMS2)
2-5 Urigupgitiesigavesaundn
Turseunsiidunzsedldlvgua
EREVY)
$iliuagioylnseungn Gynecological exam, transvaginal 1 30-35
ultrasound, intrauterine sampling,
+/- CA 125
syuumAulaany Urine Analysis 1 25-35
ATZLNIEDINTG EGD + Antral biopsy H.pylori testing 1-2 30-35
SyUUUsramaIuna Physical/ neurologic examination 1 25-30
ARV Dermatological exam fsanduneyans
aldian fsanduneyaas
fugau fnsanduseuana
Wl fsanduneyaas
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- uzSwasszuuUsTaMEIUNaIg

M579519N1ENTTUVUSEANNNT BUNUNTID
sumenald vn 1 U Guiteny 25-30 Y

- uzSeusau

Taikuziinn1snsadansas Wwesanndalununis
nsraAnnsaslaniiauline entiugnligdadunile
I3 Y 1 a Y} 1
JuneiSediveey 01911501 7573 MRI fugeuyn 1
9

< v
- USSWAUY
A579AANTB ML BUUTEYINTUNG

n1ssSnun

A13619A (Surgical treatment)

n1sAnwves Parry S*° Tul 2011 wuingdae
flonain metachronous CRC #a991NAITHIAR
segrmental colectomy 7 10 ¥ 20 U uaz 307 agj‘ﬁ
Sovay 16, 41 kay 62 MUAIRU ﬁmgﬁ’uﬁmﬂuﬁamﬁm
fuhnsihdianuulaaglinanmssnuniaiigawngae
321N segmental resection 11U extended resection
nsAneIves Molly J. Hiatt” wazamzlul 2017
WIBULTIBUNITHIFIALUU proximal colectomy Ly
v total and subtotal colectomy Wudﬂéjﬁﬁhﬁm
LUU proximal colectomy Wumﬁqé’wlaﬂmjma
naMsHRnlansseaz 27 euiuiovag 6.3 Tuns
NIFIALUU total and subtotal colectomy laggnsn
n1segsenliuanm1eiy NSANYILULEoUNAIYDY
Renkonen-Sinisalo L* wagmugiU3suiisunisin@n
UU standard segmental colectomy Wag extended
colectomy WUAINISHIARALUU subtotal colectomy
anuziSealdlug nnendenisnndalalaeg hazard
ratio=0.20 lagszazatlunisuaealin Lazdnsn
n1segsen lluanm1eiy win1sdawuy subtotal

colectomy ¥MlAI18ABNITATIARANTURRINIAA
(surveillance) waranlonavasnsiifnsouaes 3
navoansIdedululunuimaieniuiuauiseves
Kim TJ*' wazAnis Fanuinnsiifinuuy seemental
colectomy @unsanuuzissaldluguazniismin
nassnlasovas 8.4 Tu 5 Yuaziovaz 20.4 Tu 10
U waldwuuziSeanldvg waznsnidnaenaenis
HIAALUU extensive surgery laglaifinnauianansues
BNIIN50Y50R uaﬂmﬂﬁﬁqwudWﬂﬂiﬁmﬁwlﬁwﬁyjnﬂS]
10 wuiwes aslonmaniornudsssanisiialsale
Sopaz 312 Weusziiun1sviundinisiisany
11N15HIFALUY subtotal colectomy TNHWAAIN
nsdnsnniluszerduuslifinadonmnmdin

nalagasy nudnNISKIFRLUY Extended
resection anlanN1@n15tin metachronous taaensdite
AANNNERR uelinuauane1ees disease free
survival Lkaig overall survival ﬁaﬁ?ums%’ﬂmﬁﬂaa Lynch
syndromemslasunissnulaenisandinliila Oncologic
resectioniin wilewlunsdugedldlnginly diu
N15NAITUINTITHNIANIIAITHIAALUY segmental
resection 139 extended resection‘lfu ATUTLIU
970 3 Jade Ao

1. Disease factors LU staging, surgical
morbidities, synchronous lesion

2. Patient factors i continence function,
lift expectancy

3. Genetic factors Wu31 MLH1 tag MLH2 3
Tonaiin metachromous CRC 11AAIN MSH6 Lay
PMS2

mslAgtniluianUn(Chemotherapy)

JuiinsuiufegudaingUae Lynch syndrome
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fiwennsaivealsafiinitdihengidaaldlngiild 91n
n"sAnwY1ves Daniel J” wagany wuitlungy dMMR
il DFS (HR, 0.51; 95% C1,0.29 to 0.89; P = 0.009)
ez OS (HR, 0.47; 95% Cl, 0.26 to 0.83; P = 0.004;)
fAni wagnuilungdsdldszosi 2 N3l 5-FU
base treatment dsfusifunisan OS ilawfieuiiuns
Fdnegnaien (HR, 2.95; 95% Cl, 1.02 to 8.54; P =
0.08) sratfu TunsdiusSedldvalszosit 2 Sauuzih
T9finn301973 tumor testing femnadufieofansaly
N5 adjuvant chemotherapy

Tuduve necadjunvant chemotherapy (NAC)
FOXTROT trail 1§ subgroup analysis n13naUaUDY
sognaiiu1dn (NAC) Tundu pMMR wWisuiieuiu
dMMR 51891ulwauUsEY ASCO Annual Meeting
2020 wuINguEUIEdMMR nauauedsianisii NAC
lptosninguiing pMMR (7% vs 23%) Uagnuin
lungupMMRanssaastenanisiansfudlu 2 3
161 [RR=0.72 (0.52-1.00), p = 0.05] Ngu dMMR
[RR=0.94 (0.43 t0 2.07), p = 0.9] Wuffu s
T NACeaaglifiuselewiluduie dMMR

Immunotherapy

1n15Anw1n1510 immunotherapy lungu
fi5edldszosdl 4 Dung T Lewazanz® wuinihe
naN dMMR Tnsmevauesiianiingu pMMR wazdl
progression-free survival fisinn [HR for progression
or death, 0.04; 95% Cl, 0.01-0.21] wLilafnn
funeluiiszzinan 125 1feu wuitmedian overall
survival wag progression-free survival liifinaan
AaNU

ludquaes Neoadjuvant immunotherapy
NICHE study® lsvims@nungiaelungumzisaanlén

galdfin1sunsnszatenudn ngu dMMR & pathologi-
cal response 100% wailts 609% 7y pCR Tuvass
ﬁﬂfcjm PMMR i pathological response [ESWA 27%
wihthu atunsly Neoadjuvant immunotherapy
onaziiuselovilugtaonziedldlunay dMMR B
AosaNan1sAnuilussezesioly

ansUaviiuu:18o (Chemoprevention)

N13AN¥1V04 the Concerted Action Polyp
Prevention (CAPP) Wui1e1Mnsiinanani1siiaugiss
aldluguaznnsnin lag resistant starch dwaan
nsuUshvendewien NSAIDs wazwoalndy nadm
nmaneuz S ldvauaznsmin® deundinisanw
danduly CAPP2®® wudndlefudszmuuedlndy
600 Hadn3udeiu U 29 ol Ieey1stey 2 U
lifinasonsinauzissaldvauazninsninluszey
&u uidefnausieluszarenn wuinansnsnisiie
wziSealdluguaznnsudnlussezia 55.7 euls
agelivdAgy® Taedl hazard ratio (HR) 0.63 (95%
C1 0.35-1.13, p = 0.12) tazglinunad1afeaInnig
$hw1 d1gad 2020 CAPP2 study™ laRamiugUae
s 10 U nuigtaenguilduedlndu 600 fadnsu
Aoty ed1eee 2 U wusnsinisiiaugsdldlve
waznIntindosas 9 v nguitldemasnnudng
mMadeszSsdldvguagnnaniinegidosay 13 log
aunsnans N siiauzSalaegiivedAgneana
1nedl hazard ratio (HR) 0.65 (95% CI 0.43-0.97; p =
0.035) wazlinunatnufewensiny Jsdenndes
fumsmenuneuwhi egndlsndadufiondesiud
Usinaesedlndusasinaludememadnafenin
g1 Fadufinnves caPP3 Fadunsfinwivsunaves
wodlnduseTukazsraynafiuugaudmsudlosiu
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wziSealdluguagnarsudnlu Lynch syndrome
Faduauidowuu double blind wiadu 100, 300
yi3o 600 fadnsusetu Feilytustedlutuneuvos
nsANYIITY

n1sliAUSnuIMouusAEans

#U38 Lynch syndrome vn1ea3slasupiugii
neugamans seilidladilsauazfnniy
nssnwaiianentu dsdinadenisinw anns
YUNANIN Lazn13eeNntsale

Lynch syndrome Tuus:inflng

iuﬂﬁzmﬂwawuﬁﬂwﬁiﬁaﬁa Lynch syndrome
toe osannisdesasdouaznisdmsafiaiuly
Juflunsnanouazdsaung Jsnsidededinlneg
HulUluwnmasasufinanundnediu fe Wnos
clinical criteria wazasms7a IHC Wadu® fedumn
Fagunndilanu3 viliasde dwmsia aganunsnitedy
Lynch syndrome ié’mﬂﬁu uammﬁmadua’%ums
Asvadansoadiosy Tauzsuwingg Aduiusiu Lynch

syndrome #1718

asu

Lynch syndrome tdulsaugiSsanldluauaznins
yiindsdneneansiugnssuiinulivosdign 1inan
ANURAUNFAYDY MMR gene (MLH1, MSH2, MSHS,
PMH2 and EPCAM) LuU second HIT phenomenon
FovinlmAnuzisldvansviauaznululszansiiony
foy Frunsnsanuuziedldluauengtiosiados
a3 Lynch syndrome Wifneiaue wazdsmsaaidie
Judunsitade gevinefeduadunisniiadanses
FuwzuzSausazin dmsunissnwugiSnldlng

wazynmiinerndenmsshdinduudazseluiuey
uladevesiilsn U7 uag gene mutation dun1s
Jostunsiinueiss deyatatunuiinisiuuseniu
woalwiu 600 Jadnsu Medu awnsaanlonianisiin
wzssdldnguazymswiinlugtae Lynch syndrome

e
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