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history of breast or 
ovarian cancer or a 
documented BRCA 
mutation should  
be offered bilateral  
salpingo-oophorec-
tomy once they  
have completed  
childbearing
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Women who have a significant family 
history of breast or ovarian cancer or a docu-
mented BRCA mutation should be offered 
bilateral salpingo-oophorectomy once they 
have completed childbearing, regardless of 
the number of other risk factors they have.

Vitonis AF, Titus-Ernstoff L, Cramer DW. Assessing ovarian 
cancer risk when considering elective oophorectomy at the 
time of hysterectomy. Obstet Gynecol. 2011;117(5):1042–
1050.
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The risks and benefits of bilateral oopho-
rectomy at the time of hysterectomy for 

benign disease are the subject of ongoing dis-
cussion. (See, for example, an earlier article 
on the subject, “Remove the ovaries at hys-
terectomy? Here’s the lowdown on risks and 
benefits,” in the February 2010 issue of OBG 
Management.) There is uniform agreement 
that women who are at high risk of ovarian 
and breast cancer because of a significant 
family history or known BRCA mutation 
should strongly consider bilateral oopho-
rectomy after completing childbearing. For 
women at average risk of ovarian or breast 
cancer, individualization of elective oopho-
rectomy is recommended—but how can you 
do this for the patient sitting in your office?

Vitonis and colleagues analyzed mul-
tiple risk factors associated with ovarian can-
cer and developed a scoring system to help 
provide guidance for average-risk women 
and their physicians who need to make this 
important decision. This is the kind of men-
tal modeling clinicians do daily in an abstract 
way, but this scoring system helps frame the 
associated risks and gives a mathematical 
value to inform the decision. 

Risk factors in the scoring system are:
•	 Jewish ethnicity
•	 less than 1 year of oral contraceptive use
•	 nulliparity
•	 no breastfeeding
•	 no tubal ligation
•	 painful periods or endometriosis
•	 polycystic ovary syndrome or obesity
•	 talc use.

Subjects who had none or one of these risk 
factors were calculated to have a 1.2% lifetime 
risk of ovarian cancer (98.8% will not get ovar-
ian cancer); the risk was 6.6% with a score of 5 
or higher (93.4% will not get ovarian cancer). 

Risk equation wasn’t fully explored
Noted by the authors, but not studied here, is 
the other side of this equation: namely, a wom-
an’s risk factors for medical conditions that 
might be exacerbated by oophorectomy—
including bone fracture, neurologic condi-
tions, and, most important, cardiovascular 

Can a novel risk-scoring system for  
ovarian cancer predict who is most  
likely to develop disease?

Yes, but the model needs to be validated in other populations 
and data sets before it can be set to clinical use. For this case-control study 
of 2,461 women in eastern Massachusetts and New Hampshire, the authors 
developed a tool to quantify a woman’s risk of ovarian cancer; the tool takes 
into account the number of risk factors she has. Women who have an above-
average score according to this model are more likely to develop ovarian cancer.
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disease. These conditions appear to be more 
common after oophorectomy and are con-
siderably more prevalent causes of mor-
bidity and mortality among women than is 
ovarian cancer.

Case-control design is a weakness
Vitonis and colleagues chose exclusion cri-
teria wisely, but the case-control design of 
the study is a weakness because of inher-
ent recall and selection biases. The authors 
should be commended for stating calculated 
risks as absolute risk rather than relative 
risk, which is usually misunderstood by the 
media and patients alike. 

As the authors point out, their prototype 
needs to be validated in other populations 
and data sets, but it begins to frame the deci-
sion regarding oophorectomy for women 
undergoing hysterectomy for benign disease. 
However, we won’t have the complete picture 
until the other side of the equation is similarly 

analyzed—and that side concerns an individ-
ual woman’s risks for cardiovascular disease, 
neurologic conditions, and bone fracture.  

What this evidence  
means for practice

Women who have a significant family 
history of breast or ovarian cancer or a 
documented BRCA mutation should be 
offered salpingo-oophorectomy once 
they have completed childbearing. 
Women who have an average risk of ovar-
ian cancer should be counseled about 
risks and benefits as they apply in their 
particular case. The study by Vitonis and 
colleagues may be helpful in this regard. 
The decision to preserve or remove the 
ovaries and fallopian tubes should be 
made according to these risk factors and 
individual preference. 

››  William H. Parker, MD
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›› Read a related case in Medical Verdicts, page 58

›› �“10 practical, evidence-based recommendations for 
the management of severe postpartum hemorrhage”  
Baha M. Sibai, MD (June 2011)

›› �“Postpartum hemorrhage: 11 critical questions, 
answered by an expert” Q&A with Haywood L. Brown, 
MD (January 2011)

›› �“What you can do to optimize blood conservation in 
ObGyn practice” Eric J. Bieber, MD; Linda Scott, RN; 
Corinna Muller, DO; Nancy Nuss, RN; and Edie L. Derian, MD 
(February 2010)

›› �“Planning reduces the risk of maternal death. This 
tool helps.” Robert L. Barbieri, MD (Editorial; August 2009)

›› �“Consider retroperitoneal packing for postpartum 
hemorrhage” Maj. William R. Fulton, DO (July 2008)
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