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Opinion

Salpingectomy in Ovarian Cancer Prevention

Nearly 20000 women are diagnosed with ovarian can-
cer in the US each year, and approximately 80% have
the most lethal subtype: high-grade serous carcinoma.
The vast majority of patients have no risk factors, have
widely metastatic disease at symptom onset, and die
within 5 years of diagnosis. Hope for efficacious screen-
ing and prevention strategies has been long-standing.
The recentresults of the United Kingdom Collaborative
Trial of Ovarian Cancer Screening, the largest ovarian can-
cer screening trial in history, were unsettling. Although
screening resulted in an increase in earlier-stage diag-
nosis, this did not translate into lives saved.!

Efforts to develop screening for ovarian cancer have
been unsuccessful, in large part because of the uncer-
tainty about the exact origin of the disease. For more
than a century, physicians and scientists hypothesized
that high-grade serous carcinoma arises from ovariansur-
face epithelium. However, accumulating epidemiologi-
cal, clinical, pathological, and molecular data over the
past 20 years indicate that high-grade serous carci-
noma primarily originates from microscopic precan-
cersinthe fimbriated ends of fallopian tubes, rather than
from the ovary itself. Unfortunately, the fallopian tube
cannot be visualized using clinical-grade imaging, and
there is no blood test to detect the early, yet rapidly

The medical community’s vision and
execution of increasing knowledge of
and access to ovarian cancer prevention
by salpingectomy must be grounded

in science, equity, and patient safety.

spreading, peritoneal metastasis characteristic of high-
grade serous carcinoma.

In 2022, Canadian researchers? published the first
prospective evidence that surgical removal of both fal-
lopian tubes (bilateral salpingectomy) may substan-
tially decrease high-grade serous carcinoma risk for
women in the general population. At the time of follow-
up, no high-grade serous carcinoma was observed
among the 25 889 women who had undergone salpin-
gectomy during hysterectomy or in lieu of tubal ligation
for sterilization. Gynecologic surgeons use the term
opportunistic salpingectomy to describe salpingec-
tomy for the primary prevention of ovarian cancer
in women who undergo pelvic surgery for another
indication (eg, hysterectomy).® Excision of the post-
reproductive fallopian tube, which has no crucial form
or function, is low risk for patients. However, removal
of the ovaries can have adverse health effects because
the ovaries are important endocrine organs that likely
function beyond menopause.

Since 2011, many national-level organizations world-
wide have endorsed opportunistic salpingectomy as a
practical, population-level approach to ovarian cancer
prevention. Universal uptake of salpingectomy during
hysterectomy and in lieu of tubal ligation could prevent
nearly 2000 deaths from ovarian cancer per year and
save a half billion health care dollars in the US annually.*
Given these potential benefits, opportunistic salpingec-
tomy must become standard of surgical care, and ef-
forts are needed to ensure tubal ligation and hysterec-
tomy without salpingectomy for postreproductive
women become obsolete.

How Can Opportunistic Salpingectomy Expand
Beyond Gynecologic Surgery to Save More Lives?
Most surgical procedures for cancer prevention compro-
mise form or function (eg, mastectomy, oophorectomy,
colectomy) or are undertaken to prevent an exceed-
ingly rare cancer (eg, appendectomy for appendiceal can-
cer, which affects just 1 per 1 million individuals). The ad-
vantage of preventing ovarian cancer, 1of the top 5 most
dangerous cancers in women, by removing the fallo-
pian tube, a structure that has no form or function after
childbearing years, is unprecedented in the history of
medicine. In their postreproductive years, hundreds of
thousands of women undergo abdomi-
nal surgery, such as cholecystectomy, her-
nia repair, appendectomy, and gastroin-
testinal and urologic operations. These
are windows of opportunity for opportu-
nistic salpingectomy beyond gyneco-
logic surgery.

Regretfully, there has been low up-
take of opportunistic salpingectomy as a
cancer preventive intervention. Accord-
ing to patients, their lack of awareness about opportu-
nistic salpingectomy is the key barrier to implementa-
tion in gynecologic surgery.® This is compounded by
major knowledge gaps within the medical field. Many
health care professionals are not yet aware of the dis-
covery that ovarian cancer arises from the fallopian tubes
and need to be apprised of where opportunistic salpin-
gectomy fits into reproductive medicine.

In addition, there is no established approach to in-
tegrate a surgical procedure for cancer prevention that
spans across surgical specialties. Siloes in surgical train-
ing and institutions breed unique specialty-specific sub-
cultures that undermine teamwork to care for patients.
In particular, gynecologic surgeons in departments of
obstetrics and gynecology are distanced from the larger
surgical community, creating unique organizational
challenges for adopting a population-based approach
to ovarian cancer prevention beyond the obstetrics and
gynecology space. Careful process mapping to enrich
cross-specialty partnership, as opposed to relocating
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gynecologic surgeons to surgery departments, would be most stra-
tegic. Efforts to expand surgical prevention of ovarian cancer will re-
quire unprecedented collaboration and shared commitment among
gynecologic and nongynecologic surgeons, as well as the medical
community at large.

That opportunistic salpingectomy by definition is surgical
sterilization presents formidable obstacles from state and federal
policy to coding, billing, and insurance reimbursement. Existing
Medicaid policies preclude thousands of patients from accessing
surgical sterilization,® and medical coding is not current for many
procedures that are beneficial to the health of women, transgender
men, and nonbinary individuals. For example, there is no explicit
third-party payer coverage for opportunistic salpingectomy and,
importantly, there is no basis for reimbursement for opportunistic
salpingectomy for menopausal individuals or those with a history
of tubal ligation because it cannot be coded and billed as surgical ster-
ilization. Medical coding deficiencies for cancer-preventive surger-
ies like salpingectomy can lead to insurance denials that, if not ad-
dressed from the outset, will hinder patient access and health care
clinician engagement.

Another major obstacle to realizing the maximal benefit for
opportunistic salpingectomy relates to shortcomings inherent to
the current histopathologic assessment of fallopian tubes. Serous
tubal intraepithelial carcinoma is stage O in situ disease and may be
detected at the time of salpingectomy. This finding portends future
development of high-grade serous carcinoma of the peritoneum
(primary peritoneal cancer); however, the current diagnostic tech-
niques lack sensitivity, have poor reproducibility, and are labor
intensive.” Reliably identifying serous tubal intraepithelial carci-
noma is a major diagnostic challenge that must be addressed in
order to bridge the gap between cancer prevention and intercep-
tion. The surface area of the fimbriated end of the fallopian tube is
considerable, and its precancerous cells are infinitesimally small.
Pathologists only examine a small portion of the fallopian tube—
some estimate less than 1%—to determine a final histopathologic
diagnosis.® Because the majority of tissue remains unexamined,
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there is considerable risk of missing precancerous cells. Thus, engi-
neering solutions to improve the throughput and sensitivity of
diagnostic techniques is critical to decreasing mortality from the
entire spectrum of high-grade serous carcinoma.

Fallopian tube removal for ovarian cancer prevention was pub-
licized in recent media coverage; however, a path forward was not
presented.® The medical community's vision and execution of in-
creasing knowledge of and access to ovarian cancer prevention by
salpingectomy must be grounded in science, equity, and patient
safety. On the clinical side, there must be improved surgeon aware-
ness to facilitate adoption of this life-saving approach. These
efforts, in addition to a multisite prospective trial to establish the
acceptability and feasibility of salpingectomy at the time of non-
gynecologic abdominal surgery, should be the foundation for
a data-driven approach.

To gauge equitable access, measure efficacy, determine long-
term outcomes, and facilitate development of risk-prediction mod-
eling, a national salpingectomy registry that collates histopatho-
logic, molecular, genetic, and clinical data is needed. Provision of
salpingectomy to eligible patients (postreproductive individuals with
no genetic risk of ovarian cancer undergoing another abdominal or
pelvic procedure) should also be recognized as a quality metricand
prospectively added to the National Surgical Quality Improvement
Program database. Simultaneously, researchers must develop en-
gineering solutions to address current diagnostic limitations that can
be easily integrated into clinical practice and that yield clinically ac-
tionable scientific discoveries.

Forging the standard of care for salpingectomy in ovarian can-
cer prevention will be a significant effort that requires radical col-
laboration between gynecologic and nongynecologic surgeons in
ways that transform surgical culture. Knowledge translation must
permeate the breadth of medicine and be unified across all sources
that patients rely on for advice and referral. Expansion of opportu-
nistic salpingectomy for the surgical prevention of ovarian cancer
in the US will save lives, but to do so, adeptly overcoming the evi-
dent and unforeseen obstacles is mission critical.
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