Sample Appeal Letter - Bilateral Salpingo-Oophorectomy
Updated February 2025
HEALTH INSURER
123 Insurance Way
Anywhere, IL  012345
DATE
RE:		Claim # XXXXXXXXXXX
Insured:	NAME (ID# XXXXXXXXXXX)
Claimant:	NAME (DOB Mo-Day-Year)
To Whom It May Concern:
I am writing to appeal the decision to [deny coverage or apply the cost of the services to my deductible] of my bilateral-salpingo-oophorectomy by [Health Plan Name].  Genetic testing confirmed that I carry a XXXXXX genetic mutation, which puts me at significantly increased risk of ovarian cancer.  
The clinical value of identifying people with an inherited mutation associated with increased risk of cancer lies in an individual’s ability to access appropriate, evidence-based screening and preventive services that lower the risk for cancer.  
The National Cancer Institute indicates, “Risk-reducing salpingo-oophorectomy greatly reduces the risk of ovarian cancer and is the most effective approach.”[footnoteRef:1]  According to the American Cancer Society, “The risk of ovarian cancer is reduced by 85% to 95%, and the risk of breast cancer cut by 50% or more.”[footnoteRef:2]  in women with gene mutations who have had their ovaries removed.  There is broad consensus among clinical organizations about the benefits of risk-reducing surgery in women with mutations that increase risk for ovarian cancer.  The National Comprehensive Cancer Network (NCCN) [Exhibit A], American Congress of Obstetricians and Gynecologists (ACOG) [Exhibit B], and American Society of Clinical Oncology (ASCO) [Exhibit C] all recognize that preventive risk-reducing bilateral salpingo-oophorectomy is necessary for women with a genetic mutation such as mine.    [1:  National Cancer Institute https://www.cancer.gov/types/breast/risk-reducing-surgery-fact-sheet]  [2:  American Cancer Society https://www.cancer.org/cancer/types/ovarian-cancer/causes-risks-prevention/prevention.html] 

According to the U.S. Centers for Disease Control and Prevention (CDC) website, “There is no reliable way to screen for ovarian cancer in women who do not have any symptoms.”[footnoteRef:3]  Most health insurers, including Aetna and Blue Cross, consider risk-reducing bilateral salpingo-oophorectomy medically necessary in high-risk women [Exhibits D and E]. Surgery is not something to be taken lightly but given my high risk of cancer and the evidence of medical necessity, my medical team and I determined that it [was/is] a needed intervention. I respectfully request that you reverse the [denial of coverage or application to my deductible] for this surgery.  [3:  U.S. Centers for Disease Control and Prevention https://www.cdc.gov/ovarian-cancer/screening/index.html#:~:text=There%20is%20no%20reliable%20way,do%20to%20reduce%20your%20risk] 

Thank you for your consideration. Your prompt attention to this appeal is greatly appreciated.
Sincerely,
[Signature]







Exhibit A
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Exhibit A (continued)
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Exhibit A (continued)
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Exhibit A (continued)
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Exhibit A (continued)
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Sources:  https://www.nccn.org/professionals/physician_gls/pdf/genetics_bopp.pdf
                 https://www.nccn.org/professionals/physician_gls/pdf/genetics_ceg.pdf




Exhibit B[image: ]
Exhibit C 
 Source: https://ascopubs.org/doi/full/10.1200/OP.21.00382

Risk-Reducing Bilateral Salpingo-Oophorectomy for Ovarian Cancer: A Review and Clinical Guide for Hereditary Predisposition Genes


Exhibit D
Breast and Ovarian Cancer Susceptibility Gene Testing, Prophylactic Mastectomy, and Prophylactic Oophorectomy

Source: https://www.aetna.com/cpb/medical/data/200_299/0227.html




Exhibit E 

Source: https://medpolicy.ibx.com/ibc/Commercial/Pages/Policy/406c132a-d5dd-4514-9fdb-d5aea3517ba9.aspx
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e Somerehensive: BRCA-PathogeniciLikely Pathogenic Variant - Tablecf Contenta
e iscussion
Network® Positive Management
BRCA PATHOGENIC/LIKELY PATHOGENIC VARIANT-POSITIVE MANAGEMENT
Site
« Counseling includes a discussion of reproductive options, extent of cancer risk balanced with cancer worry; degree of protection for breast, ovarian
and uterine cancer; management of menopausal symptoms; hormone replacement therapy (HRT); and related medical or surgical history.
« Considerations for salpingectomy with delayed oophorectomy, BSO, or non-surgical risk reduction strategies can apply to moderate-penetrance
genes as well, with attention to age-related cancer risk of the known PV and family history.
Reproductive « If desired, refer to fertility specialists for discussion of age-related fertiity considerations, options for in vitro fertilization, egg-
considerations and embryo-cryopreservation, and consideration of preimplantation genetic testing, gestational carrier, and adoption
in « If eggs/embryos are cryopreserved, pregnancy may be achieved with uterus in place, with or without fallopian tubes or ovaries.
premenopausal | « Individuals with P/LP BRCAT variant may have earlier menopause and oocyte aging.'2
women
« Consultation with gynecologic oncologist or gynecologist with expertise/experience in genetic susceptibility to gynecologic
cancer recommended
Non-surgical + Consideration of combination estrogen/progestin (E/P) contraception (such s oral contracepive pills [OCP)) for oyulation
ikt loed suppression. Overall, studies in P/LP variant carriers support significant risk reduction benefits for ovarian cancer.>* See
Discussion for risk/benefits of OCP.
Ovarian/ « Levonorgestrel intrauterine device (LNG-UD) has been shown to reduce risk for ovarian cancer in the average-risk
Fallopian population &7
Tube/ - Based on age-related risks of ovarian/fallopian tube cancer.
Peritoneal/ » BRCA1: Recommend RRSO between 35 and 40 years
Uterine » BRCA2: Because ovarian cancer onset in patients with BRCA2 P/LP variants is an average of 8—10 years later than in
Cancers patients with BRCA1 P/LP variants,? it is reasonable to delay RRSO for management of ovarian cancer risk until age 40-45
years in patients with BRCA2 P/LP variants unless age at diagnosis in the family warrants earlier age for consideration of
prophylactic surgery.

« CA-125 and pelvic ultrasound are recommended for preoperative planning.

Surgical risk - See Risk-Reducing Salpingo-Oophorectomy (RRSO) Protocol in NCCN Guidelines for Ovarian Cancer - Principles of Surgery.
reduction Appropriate surgical and pathologic expertise is strongly recommended. SEE-FIM (Sectioning and Extensively Examining the
with bilateral Fimbriated End) protocol for pathologic assessment and pelvic washings should be performed

salpingo- « If serous tubal intraepithelial carcinoma (STIC lesion) is found, further consultation with a gynecologist oncologist is
oophorectomy recommended.

« In addition, in premenopausal individuals, oophorectomy likely reduces the risk of developing breast cancer but the magnitude
is uncertain and may be gene-specific.

« Address bone health, cardiovascular health, psychosocial health, neurologic health, sexual health, and generalized quality-of-
lfe aspects of undergoing RRSO. Consider preoperative menopause management consultation if patient is stil premenopausal
at time of RRSO.%

« HRT is generally not contraindicated and thus should be discussed with premenopausal patients who do not have a personal
history of breast cancer. 12

References on  Continued
" p BRCA-A5of5
Note: All recommendations are category 2A unless otherwise indicated. BRCA-A
20F5

Version 2.2025, 1107124 © 2024 National Comprehensive Cancer Network® (NCCN), All ights reserved. NCCN Guidelines® and tis ilusiration may not be reproduced in any form wihout the express wrten permission of NCCN.
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Gene Summary: Risks and Management Discussion

CANCER RISK MANAGEMENT BASED ON GENETIC TEST RESULTS12
The inclusion of a gene in this table below does not imply the endorsement either for or against multigene testing for moderate-penetrance genes.

Gene Breast Cancer® Epithelial Ovarian Cancer® Pancreatic Cancer,” 20
=ene Prostate Cancer. and Other Cancer Risks
Primary breast cancer « Absolute risk: 5%-15%®10-3% Other cancers
Absolute risk: Insuflicient data to define « Management « Unknown or insufficient evidence
« Management: Insufficient data; managed » Risk reduction: Recommend RRSO
based on family history starting at age 45-50 y&
« Strength of evidence of association with « Strength of evidence of association
cancer: Limited; potential increase in female | with cancer: Strong
BRI breast cancer®
Comments: Based on estimates from available studies, the lifetime risk of ovarian cancer i carriers of a BRIP1 P/LP variant justifies RRSO. The
current evidence is insufficient to make a firm recommendation as to the optimal age for this procedure. Based on the current, limited evidence
base, a discussion about surgery should be held around age 45-50 y or earlier based on a specific family history of an earlier onset of ovarian
cancer.
See GENEB for reproductive implications/recessive disease.
Primary breast cancer Evidence of increased risk: No Hereditary diffuse gastric cancer (HDGC)
Absolute risk: 37%-55%3234 established association « Strength of evidence of association with cancer: Strong
« Management - See NCCN Guidelines for Genetic/Familial High-Risk
» Screening: Annual mammogram and consider Assessment: Colorectal, Endometrial, and Gastric
breast MRI with and without contrast starting
CDH1 at age 30 yco.f
» Risk reduction: Discuss option of RRM
« Strength of evidence of association with
cancer: Strong
Comments: Cleft lip with or without cleft palate has been associated with CDH1 P/LP variants (Frebourg T, et al. J Med Genet 2006;43:138-142).

Note: All recommendations are category 2A unless otherwise indicated.

Footnotes on GENE-A 9 of 11
References on GENE-A 10 of 11 and GENE-A 11 of 11

Continued
GENE-A

\Version 2.2025, 11/07/24 © 2024 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN. 30F 1
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MLH1 LYNCH SYNDROME: SURVEILLANCE/PREVENTION STRATEGIES™"

Site

Surveillance

Endometrial
cancer

- Because EC can often be detected early based on symptoms, patients should be educated regarding the importance of prompt reporting and
evaluation of any abnormal uterine bleeding or postmenopausal bleeding. The evaluation of these symptoms should include endometrial biopsy.

« Total hysterectomy has not been shown to reduce EC mortality, but can reduce the incidence of EC. Therefore, hysterectomy is a risk-reducing option
that can be considered

« Timing of total hysterectomy can be individualized based on whether childbearing is complete, comorbidities, family history, and LS gene, as risks for
EC vary by LS gene. For patients requiring a colorectal surgery such as for CRC resection, coordination with hysterectomy should be considered
Given the higher risks of early EC in MLH1, hysterectomy with bilateral salpingectomy may be considered starting at age 40 y with delayed bilateral
oophorectomy starting at age 50 y.

« EC screening does not have proven benefit in patients with LS. However, endometrial biopsy is both highly sensitive and highly specific as a
diagnostic procedure. Screening via endometrial biopsy every 12 y starting at age 3035y can be considered

« Transvaginal ultrasound to screen for EC in postmenopausal patients has not been shown to be sufficiently sensitive or specific as to support a
positive recommendation, but may be considered at the clinician’s discretion. Transvaginal ultrasound is not recommended as a screening tool in
premenopausal patients due to the wide range of endometrial stripe thickness throughout the normal menstrual cycle.

Ovarian
cancer

- Bilateral salpingo-oophorectomy (BSO) may reduce the incidence of ovarian cancer. The decision to have a BSO as a risk-reducing option should be
individualized.

« Timing of BSO should be individualized based on whether childbearing is complete, menopause status, comorbidities, family history, and LS gene, as
risks for ovarian cancer vary by LS gene. For patients requiring a colorectal surgery such as for CRC resection, coordination with hysterectomy and
oophorectomy should be considered. Given the higher risks of EC and ovarian cancer in MLH1, hysterectomy with bilateral salpingectomy may be
considered starting at age 40 y, with delayed bilateral cophorectomy starting at age 50 y. As premature menopause due to cophorectomy can cause
detriments to bone health, cardiovascular health, and generalized quality of life, estrogen replacement therapy should be considered|

« Data do not support routine ovarian cancer screening for LS. CA-125 and pelvic ultrasound are recommended for preoperative planning.

- Salpingectomy has been shown to reduce the risk of ovarian cancer in the general population and is an option for premenopausal patients with
hereditary cancer risk who are not yet ready for oophorectomy.

« Consider risk-reduction agents for endometrial and ovarian cancers, including oral contraceptive pills and progestin intrauterine systems (see
Discussion for details).

Gastric and
small bowel
cancer

« Upper gastrointestinal (Gl) surveillance with high-quality EGD starting at age 30-40 y and repeat every 24 y, preferably performed in conjunction
with colonoscopy (Ladigan-Badura S, et al. Int J Cancer 2021;148:106-114; Farha N, et al. Gastrointest Endosc 2022;95:105-114; Kumar S, et al
Can Prev Res [Phila] 2020;13:1047-1054). Age of initiation prior to 30 y and/or surveillance interval <2 y may be considered based on family history
of upper GI cancers or high-risk endoscopic findings (such as incomplete o extensive gastric intestinal metaplasia [GIM], gastric or duodenal
adenomas, or Barrett esophagus with dysplasia). Random biopsy of the proximal and distal stomach should at minimum be performed on the initial
procedure to assess for H. pylori (with treatment indicated if H. pylori is detected), autoimmune gastritis, and intestinal metaplasia. Push enteroscopy
can be considered in place of EGD to enhance small bowel visualization, although its incremental yield for detection of neoplasia over EGD remains
uncertain

« Individuals not undergoing upper endoscopic surveillance should have one-time noninvasive testing for H. pylori at the time of LS diagnosis, with
treatment indicated if H. pylori is detected. The value of eradication for the prevention of gastric cancer in LS is unknown

Footnotes on

Note: All recommendations are category 2A unless otherwise indicated.

LS-B3of§
Ls-B

40F5
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PMS2 LYNCH SYNDROME: SURVEILLANCE/PREVENTION STRATEGIES®"

Site Surveillance
Endometrial « PIIS2 carriers appear to be at only a modestly increased risk of EC in contrast to MLH1, MSH2, and MSH®.
cancer « Because EC can often be detected early based on symptoms, patients should be educated regarding the importance of prompt reporting and

evaluation of any abnormal uterine bleeding or postmenopausal bleeding. The evaluation of these symptoms should include endometrial biopsy.

« Total hysterectomy has not been shown to reduce EC mortality, but can reduce the incidence of EC. Therefore, hysterectomy is a risk-reducing
option that can be considered

« Timing of total hysterectomy can be individualized based on whether childbearing is complete, comorbidities, family history, and LS gene, as risks
for EC vary by LS gene. Given the higher risks of EC in PA/S2, hysterectomy with BSO may be considered starting at age 50 y.

« EC screening does not have proven benefit in patients with LS. However, endometrial biopsy is both highly sensitive and highly specific as a
diagnostic procedure. Screening via endometrial biopsy every 12 y starting at age 3035y can be considered

« Transvaginal ultrasound to screen for EC in postmenopausal patients has not been shown to be sufficiently sensitive or specific as to support a
positive recommendation, but may be considered at the clinician’s discretion. Transvaginal ultrasound is not recommended as a screening tool in
premenopausal patients due to the wide range of endometrial stripe thickness throughout the normal menstrual cycle

Ovarian cancer

« Insufficient evidence exists to make a specific recommendation for RRSO for PIIS2 PV carriers. PIIS2 PV cartiers appear to be at no greater than
average risk for ovarian cancer, and may consider deferring surveillance and may reasonably elect not to have oophorectomny.

« BSO may reduce the incidence of ovarian cancer. The decision to have a BSO as a risk-reducing option by patients who have completed
childbearing should be individualized and done with consultation with a gynecologist with expertise in LS.

« Timing of BSO should be individualized based on whether childbearing is complete, menopause status, comorbidities, family history, and LS gene,
as risks for ovarian cancer vary by LS gene. Hysterectomy with BSO may be considered starting at age 50 y. As premature menopause due to
oophorectomy can cause detriments to bone health, cardiovascular health, and generalized quality of life, estrogen replacement therapy should
be considered

« Data do not support routine ovarian cancer screening for LS. CA-125 and pelvic ultrasound are recommended for preoperative planning.

- Salpingectomy has been shown to reduce the risk of ovarian cancer in the general population and is an option for premenopausal patients with
hereditary cancer risk who are not yet ready for oophorectomy.

« Consider risk-reduction agents for endometrial and ovarian cancers, including oral contraceptive pills and progestin intrauterine systems (see
Discussion for details).

Urothelial
cancer (renal
pelvis, ureter,
andlor bladder)

« There is no clear evidence to support surveillance for urothelial cancers in LS. Surveillance may be considered in selected individuals such as
those with a family history of urothelial cancer. Surveillance options may include annual urinalysis starting at age 30-35 y. However, there is
insufficient evidence to recommend a particular surveillance strategy.

Note: All recommendations are category 2A unless otherwise indicated.

Footnotes on
LS-E30of5 LS-E

Version 22026, 1003124 © 2024 Nationsl Comprehansive Canosr Network® (NCCN®), Al rights reserved. NCCN Guidalines® and tis ilustration may not be reproduced i Sny for withoutth exprass writen permission of NCCAL
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Discussion

CANCER RISK MANAGEMENT BASED ON GENETIC TEST RESULTS12

The inclusion of a gene in this table below does not imply the endorsement either for or against multigene testing for moderate-penetrance genes.

Version 22025, 11107724 © 2024 Natonal Comprehensive Cancer Network® (NCCN, Alligts reserved. NCCN Guideines® and i lsiation may not be eproduod in any orm wihout the express witen parmission of NCCN.

Gene Breast Cancer® Epithelial Ovarian Cancer® Pancreatic Cancer,’2°
=ene Prostate Cancer. and Other Cancer Risks
Primary breast cancer « Absolute risk: 10%—159°1062.64 Other cancers
+ Absolute risk: ~20%52 - Management « Unknown or insufficient evidence
« Management » Risk reduction: Recommend RRSO
» Screening: Annual mammogram and consider breast starting at 45-50 y¢
MRI with and without contrast starting at age 40y |« Strength of evidence of association with
» Risk reduction: Evidence insufficient for risk-reducing | cancer: Strong
mastectomy (RRM); manage based on family history
« Strength of evidence of association with cancer: Strong
RAD51C | Contralateral breast cancer!
+ 10-year cumulative risk: same as sporadic breast
cancer (<2%)%3
« Strength of evidence of association with cancer: Limited
Comments: Based on estimates from available studies, the lifetime risk of ovarian cancer in carriers of a RAD51C PILP variant justifies RRSO. The
current evidence is insufficient to make a firm recommendation as to the optimal age for this procedure. Based on the current, limited evidence base, a
discussion about surgery should be held around age 45-50 y or earlier based on a specific family history of an earlier onset ovarian cancer.
See GENEB for reproductive implications of recessive disease.
Primary breast cancer « Absolute risk: 10%-20%51062.64 Other cancers
+ Absolute risk: ~20%62 - Management + Unknown or insufficient evidence
« Management » Risk reduction: Recommend RRSO at
» Screening: Annual mammogram and consider breast starting at 45-50 y!
MRI with and without contrast starting at age 40y |« Strength of evidence of association with
» Risk reduction: Evidence insufficient for risk-reducing | cancer- Strong
mastectomy (RRM); manage based on family history
RADS1D |+ Strength of evidence of association with cancer: Strong
Contralateral breast cancer!
+ 10-year cumulative risk: same as sporadic breast
cancer (<2%)%3
« Strength of evidence of association with cancer: Limited
Comments: Based on estimates from available studies, the lifetime risk of ovarian cancer in carriers of a RAD51D PILP variant justifies RRSO. The
current evidence is insufficient to make a firm recommendation as to the optimal age for this procedure. Based on the current, limited evidence base, a
discussion about surgery should be held around age 45-50 y or earlier based on a specific family history of an earlier onset ovarian cancer.
Footnotes on GENE-A 9 of 11
References on GENE-A 10 of 11 and GENE-A 11 of 11
Continued
Note: All recommendations are category 2A unless otherwise indicated. GENE-A
70F 1
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TABLE 1

‘Summary of OC Risk and NCCN Guidelines for RRSO by Gene

Association  Degree of OC  Quality of
Gene With 0¢ Risk (%)" Evidence® NCCN Recommendation (V 1.2020, July 21, 2020) Age at RRSO (years)
BRCAL __ Yes >20 1 RRSO 3540
BRCA2 _ Yes > 10 1 RRSO 2045
MLHI Yes >10 2 Consider HYSIRRSO After childbearing, not
earler than 3540
MsH2 Yes >10 2 Consider HYS/RRSO After childbearing, not
earlier than 3540
MSH6  Yes 310 2 Consider HYS, controversial for RRSO but
potentially beneficial
PMS2 3 2 Consider HYS, insufficient evidence for RRSO,
potentially not beneficial
EPCAM___ Uncertain Unknown 2,3 Consider HYSIRRSO (insufficient evidence)
BRIPI Yes > 10 2,3 Consider RRSO 4550
RADSIC _ Yes > 10 2,3 Consider RRSO 2550
RADSID  Yes > 10 2,3 Consider RRSO 2550
PALB2 _ Yes 35 2,3 Controversial for RRSO
ATM Yes 34 3 Insufficient evidence for benefit of RRSO or
controversial depending on family history.
NBN. Uncertain NA 3 Insufficient evidence for benefit of RRSO
or mixed
BARD] _Uncertain NA 3 Insufficient evidence for benefit of RRSO
CHEK2 — No NA 2,3 NoRRSOindicated

NOTE. Itis reasonable to consider RRSO earlier than the recommended age in those with a significant family history of OC, typically 5-10 years before the
earliest diagnosed OC. The table depicts various genes and association with OC, estimated levels of risk, strength of evidence, and current NCCN
recommendations for RRSO with assessment of strength of evidence.

Abbreviations: HYS, hysterectomy; NCCN, National Comprehensive Cancer Network; OC, ovarian cancer; RRSO), risk-reducing bilateral salpingo-
cophorectomy.

“Estimates of lfetime cumulative risk of OC may vary depending on family history.

‘Oxford Centre for Evidence-Based Medicine Quality Rating.
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TABLE 1

‘Summary of OC Risk and NCCN Guidelines for RRSO by Gene

Association  Degree of OC  Quality of
Gene With 0¢ Risk (%)" Evidence® NCCN Recommendation (V 1.2020, July 21, 2020) Age at RRSO (years)
BRCAL __ Yes >20 1 RRSO 3540
BRCA2 _ Yes > 10 1 RRSO 2045
MLHI Yes >10 2 Consider HYSIRRSO After childbearing, not
earler than 3540
MsH2 Yes >10 2 Consider HYS/RRSO After childbearing, not
earlier than 3540
MSH6  Yes 310 2 Consider HYS, controversial for RRSO but
potentially beneficial
PMS2 3 2 Consider HYS, insufficient evidence for RRSO,
potentially not beneficial
EPCAM___ Uncertain Unknown 2,3 Consider HYSIRRSO (insufficient evidence)
BRIPI Yes > 10 2,3 Consider RRSO 4550
RADSIC _ Yes > 10 2,3 Consider RRSO 2550
RADSID  Yes > 10 2,3 Consider RRSO 2550
PALB2 _ Yes 35 2,3 Controversial for RRSO
ATM Yes 34 3 Insufficient evidence for benefit of RRSO or
controversial depending on family history.
NBN. Uncertain NA 3 Insufficient evidence for benefit of RRSO
or mixed
BARD] _Uncertain NA 3 Insufficient evidence for benefit of RRSO
CHEK2 — No NA 2,3 NoRRSOindicated

NOTE. Itis reasonable to consider RRSO earlier than the recommended age in those with a significant family history of OC, typically 5-10 years before the
earliest diagnosed OC. The table depicts various genes and association with OC, estimated levels of risk, strength of evidence, and current NCCN
recommendations for RRSO with assessment of strength of evidence.

Abbreviations: HYS, hysterectomy; NCCN, National Comprehensive Cancer Network; OC, ovarian cancer; RRSO), risk-reducing bilateral salpingo-
cophorectomy.

“Estimates of lfetime cumulative risk of OC may vary depending on family history.

‘Oxford Centre for Evidence-Based Medicine Quality Rating.
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Scope of Policy
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8. Prophylactic Bilateral Oophorectomy

‘Aetna considers prophylactic bilateral oophorectomy or salpingo-oophorectomy medically
necessary in selected women with risk factors for epithelial ovarian carcinoma - including
nulliparity, low parity, infertility, early menarche, late menopause, and late first
pregnancy - if they meet any of the following criteria:

1. Women who are beyond child-bearing age (40 years of age or older) who have been
diagnosed with an hereditary epithelial ovarian cancer syndrome based on a family
pedigree constructed by a genetic counselor or physician competent in determining
the presence of an autosomal dominant inheritance pattern; or

2.Women who have two first-degree relatives (e.g. mother, sister, daughter) with a
history of epithelial ovarian cancer; or

3. Women with a personal history of breast cancer and at least one first-degree relative
(e.g. mother, sister, daughter) with history of epithelial ovarian cancer; or

4. Women with BRCA1 or BRCA2 germline mutations confirmed by molecular
susceptibility testing; or

5. Women who carry a germline genetic mutation in the BRIP1, RADS1C, RADS1D, MLH1
or MSH2 genes; or

6. Women with one first-degree relative (e.g. mother, sister, daughter) and one or more
second-degree relatives (e.g. maternal or paternal aunt, grandmother, niece) with
epithelial ovarian cancer.
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Aetna considers prophylactic bilateral cophorectomy or salpingo-oophorectomy
‘experimental, investigational, or unproven for all other indications (e.g., post-menopausal
‘wormen with breast cancer who do not met criteria above, regardless of whether they
are on tamoxifen or aromatase inhibitors) because its effectiveness for indications other
than the ones listed above has not been established.

. Hysterectomy with Prophylactic Oophorectomy

The medical literature suggests that  prophylactic hysterectomy should be performed in
‘conjunction with oophorectomy in women from families with Lynch syndrome I. However,
for women from families with breast-ovarian cancer syndrome, site-specific ovarian
cancer syndrome, or a family history of epithelial ovarian cancer who choose to have
prophylactic oophorectomy, the choice to have prophylactic hysterectomy in conjunction
with cophorectomy depends on the women's attitudes regarding hormone replacement
and the potential morbidity from the hysterectomy, either abdominally or vaginally.




image14.png
Independence &




image15.png
Medical Policy Bulletin
Tide: Prophylactic Mastectomy, Oophorectomy/Salpingo-Oophorectomy, and Hysterectomy

Policy #: 1108100
This policy is applicable to the Company's commercial products only. Policies that are applicable to the Company’s Medicare
Advantage products are accessible via a separate Medicare Advantage |
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PROPHYLACTIC OOPHORECTOMY/SALPINGO-OOPHORECTOMY

For the criteria below, first-degree relatives include parents, children, and sblings. Second-degree relatives include grandparents, aunts,
and uncles.

Prophylactic oophorectomy or salpingo-oophorectoms is considered medically necessary and, therefore, covered in indviduals with high
fisk factors for ovarian cancer f they meet ANY of the following critera:
« Indviduals with breast and ovarian susceptibity gene (BRCA1 or BRCA2) mutations confirmed by genetic testing
« Individuals with a known familial cancer syndrome associated with increased fisk of ovarian cancer (e.g., hereditary nonpolyposis
colorectal cancer [HNPCC], Lynch syndrome)
= Individuals with a personal history of breast cancer and at least one first-degree relative with a history of ovarian cancer
« Individuals with two or more first-degree relatives vith a history of ovarian and/or breast cancer
= Ingividuals with one first degree relative and one or more second degree relative with a history of ovarian cancer
« Indviduals after completion of childbearing ho have been diagnosed with a hereditary ovarian cancer syndrome based on a family
pedigres constructed by a genetic counselor or physician competent in determining the presence of an autosomal dominant
inheritance pattern in which genetic testing is either not avalable or uninformative.
« Indviduals with a premenopausal history of steroid hormone receptor-positive breast cancer
Prophylactic oophorectomy or salpingo-oophorectomy for indications that do not meet the above criteia are considered
experimentalinvestigational and, therefore, not covered because the safety andor effectiveness of ths service cannot be established by
review of the available published peer-reviewed terature.

PROPHYLACTIC HYSTERECTOMY

Prophylactic hysterectomy when performed wih bilateral oophorectomy is considered medically necessary and, therefore, covered in
individuals ifthey meet ANY of the following crteria:

« Indviduals have been diagnosed with hereditary nonpolyposis colorectal cancer (HNPCC), also known as Lynch syndrome

= Individuals who have been found to be carriers of HNPCC-associated mutations

« Indviduals are members of HNPCC familes as determined by a patiem of occurrence of HNPCC-related cancers

« Indviduals who mest the criteria for a prophylactic oophorectomy and who, after a riskibenefitdiscussion with their professional

provider, choose to have prophylactic hysterectomy in conjunction with oophorectomy

Prophylactic hysterectomy for indications that do not meet the above criteria are considered experimentalinvestigational and, therefore, not
covered because the safety and/or effectiveness of tis service cannot be estabiished by review of the avalable published peer-reviewed
Iterature.
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For the criteria below, first-degree relatives include parents, children, and sblings. Second-degree relatives include grandparents, aunts,
and uncles.

Prophylactic oophorectomy or salpingo-oophorectoms is considered medically necessary and, therefore, covered in indviduals with high
fisk factors for ovarian cancer f they meet ANY of the following critera:
« Indviduals with breast and ovarian susceptibity gene (BRCA1 or BRCA2) mutations confirmed by genetic testing
« Individuals with a known familial cancer syndrome associated with increased fisk of ovarian cancer (e.g., hereditary nonpolyposis
colorectal cancer [HNPCC], Lynch syndrome)
= Individuals with a personal history of breast cancer and at least one first-degree relative with a history of ovarian cancer
« Individuals with two or more first-degree relatives vith a history of ovarian and/or breast cancer
= Ingividuals with one first degree relative and one or more second degree relative with a history of ovarian cancer
« Indviduals after completion of childbearing ho have been diagnosed with a hereditary ovarian cancer syndrome based on a family
pedigres constructed by a genetic counselor or physician competent in determining the presence of an autosomal dominant
inheritance pattern in which genetic testing is either not avalable or uninformative.
« Indviduals with a premenopausal history of steroid hormone receptor-positive breast cancer
Prophylactic oophorectomy or salpingo-oophorectomy for indications that do not meet the above criteia are considered
experimentalinvestigational and, therefore, not covered because the safety andor effectiveness of ths service cannot be established by
review of the available published peer-reviewed terature.

PROPHYLACTIC HYSTERECTOMY

Prophylactic hysterectomy when performed wih bilateral oophorectomy is considered medically necessary and, therefore, covered in
individuals ifthey meet ANY of the following crteria:

« Indviduals have been diagnosed with hereditary nonpolyposis colorectal cancer (HNPCC), also known as Lynch syndrome

= Individuals who have been found to be carriers of HNPCC-associated mutations

« Indviduals are members of HNPCC familes as determined by a patiem of occurrence of HNPCC-related cancers

« Indviduals who mest the criteria for a prophylactic oophorectomy and who, after a riskibenefitdiscussion with their professional

provider, choose to have prophylactic hysterectomy in conjunction with oophorectomy

Prophylactic hysterectomy for indications that do not meet the above criteria are considered experimentalinvestigational and, therefore, not
covered because the safety and/or effectiveness of tis service cannot be estabiished by review of the avalable published peer-reviewed
Iterature.




