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Objective: Prophylactic oophorectomy is often recom-
mended concurrent with hysterectomy for benign disease.
The optimal age for this recommendation in women at
average risk for ovarian cancer has not been determined.

Methods: Using published age-specific data for absolute
and relative risk, both with and without oophorectomy, for
ovarian cancer, coronary heart disease, hip fracture, breast
cancer, and stroke, a Markov decision analysis model was
used to estimate the optimal strategy for maximizing sur-
vival for women at average risk of ovarian cancer. For each
5-year age group from 40 to 80 years, 4 strategies were
compared: ovarian conservation or oophorectomy, and use
of estrogen therapy or nonuse. Outcomes, as proportion of
women alive at age 80 years, were measured. Sensitivity
analyses were performed, varying both relative and abso-
lute risk estimates across the range of reported values.

Results: Ovarian conservation until age 65 benefits long-
term survival for women undergoing hysterectomy for
benign disease. Women with oophorectomy before age 55
have 8.58% excess mortality by age 80, and those with
oophorectomy before age 59 have 3.92% excess mortality.
There is sustained, but decreasing, benefit until the age of
75, when excess mortality for oophorectomy is less than
1%. These results were unchanged following multiple
sensitivity analyses and were most sensitive to the risk of
coronary heart disease.

Conclusion: Ovarian conservation until at least age 65 ben-
efits long-term survival for women at average risk of ovarian

cancer when undergoing hysterectomy for benign disease.
(Obstet Gynecol 2005;106:219–26)

The most frequent reason that prophylactic oopho-
rectomy is recommended concurrently with hys-

terectomy for benign disease is to decrease the risk of
ovarian cancer. Ninety percent of the 600,000 hyster-
ectomies performed yearly in the United States are
performed for benign disease. The percentage of
hysterectomies accompanied by bilateral salpingo-
oophorectomy more than doubled from 1965 (25%)
to 1999 (55%).1 Clinical management guidelines pub-
lished by The American College of Obstetricians and
Gynecologists (ACOG) in 1999 recommended that
“the decision to perform prophylactic oophorectomy
should be based not only on the patient’s age but also
on other factors that weigh individual risk for devel-
oping ovarian cancer against loss of ovarian func-
tion.”2 However, recent data from the Centers for
Disease Control and Prevention show that 38% of
women have concurrent oophorectomy between ages
18 and 44 and 78% between ages 45 and 64.1 Con-
servative estimates suggest that approximately
300,000 women have prophylactic bilateral oopho-
rectomy every year.

Although the appropriate age at which prophy-
lactic oophorectomy should be performed remains
controversial, some recommend oophorectomy for
all women over the age of 40 years when they have
hysterectomy performed. However, the risk of devel-
oping ovarian cancer after hysterectomy performed
for benign disease is 40% lower than expected based
on its prevalence in the general population.3–7 The
ovaries continue to produce significant amounts of
testosterone and androstenedione for many years
after menopause, and these androgens are converted
to estrogen peripherally.8 The benefits of preserving
ovarian function include lower risks of osteoporotic
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fracture and coronary heart disease. Despite these
important health concerns, no prospective trial or
other evidence exists to aid women and their physi-
cians with this choice, and many women feel that they
have not been provided sufficient information regard-
ing long-term risks and benefits on which they can
base their decision.9

A recent decision analysis intended for women
under the age of 40 years with inherited BRCA1/2
mutations who have appreciable risk of breast and
ovarian cancer suggested that prophylactic oophorec-
tomy after completion of childbearing significantly
decreased the risks of these cancers.10 However, data
for those without germ-line mutations are unclear.
Our study was designed to model significant risks and
benefits of prophylactic oophorectomy in conjunction
with hysterectomy for benign disease and to provide
guidance for women at average risk of ovarian cancer
who need to make this important decision.

MATERIALS AND METHODS
A Markov decision analytic model was used to deter-
mine the optimal strategy for maximizing survival in
hypothetical groups of generally healthy women,
aged 40–80 years, who have a hysterectomy for
benign disease and have the option of choosing or not
choosing oophorectomy. A Markov model simulates
large hypothetical cohorts of patients that are fol-
lowed through the model over time.11 With each
5-year cycle of the model, patients may move be-
tween several defined health states according to
chance clinical events based on their probability as
estimated from the medical literature. This model was
chosen because women may enter (or exit) various
health states after surgery. By simulating possible
outcomes in large numbers of similar patients, the
benefits or risks for each treatment strategy may be
estimated.

Women were followed in the model from the age
of surgery (40 or older) until age 80. Four circum-
stances that could be employed were studied: ovarian
conservation with and without estrogen therapy and
oophorectomy with or without estrogen therapy. Five
conditions (ovarian cancer, coronary heart disease
[CHD], hip fracture, breast cancer, and stroke) were
identified for which risk has been reported to be
related to presence of postmenopausal ovaries or use
of estrogen therapy.

Age-specific mortality rates, incidence rates, and
case-fatality rates for these conditions in women aged
40–80 years and the relative risk associated with
oophorectomy and estrogen therapy were obtained
from a comprehensive review of the English litera-
ture. The model considered only mortality because
no data were available on the relative risk of morbid-

ity and effect on quality of life after ovarian conser-
vation compared with oophorectomy. PubMed and
the Cochrane database were used to identify relevant
articles published from 1990 to present using the
following subject headings (MeSH) and keywords:
“ovarian conservation,” “oophorectomy,” “residual
ovary,” “hysterectomy,” “ovarian cancer,” “coronary
heart disease,” “CHD,” “hip fracture,” “breast can-
cer,” “stroke,” and “estrogen.” A hand search of the
bibliographies of papers published in the past 5 years
was also conducted to identify additional publica-
tions. Articles pertaining to women at high risk for
ovarian cancer due to inherited germ-line mutations
were excluded. Consensus of the authors was used to
select studies considered the highest quality of evi-
dence based on the U.S. Preventive Service Task
Force evidence grading system.12 If disparate evi-
dence existed within one grade, the authors discussed
the articles to arrive at consensus about the best
quality studies.

By using DATA 4.0 software (TreeAge Software
Inc, Williamstown, MA), the proportion of women,
calculated in 5-year cycles, who died of a condition of
interest under each strategy was modeled. The model
assumes that the conditions are mutually exclusive:
death was attributed to 1 of the 5 identified conditions
or to all other causes. The best available evidence was
used in the base case analysis. Sensitivity analyses
were performed, varying relative and absolute risk
estimates across the range of reported values. Age at
the time of oophorectomy was also varied. Using
Monte Carlo simulations, 95% confidence intervals
were constructed to gauge statistical significance.

Ovarian Cancer
Age-specific mortality estimates for ovarian cancer
were based on the Surveillance, Epidemiology and
End Results (SEER) statistics (Table 1).13–19 Because
hysterectomy alone has been shown to reduce ovar-
ian cancer risk, age-specific SEER mortality estimates
were multiplied by 0.645, the average risk reduction
seen after hysterectomy.3–7 This factor was varied
across the range of reported values (0.50–0.78) in
sensitivity analyses. The risk of ovarian cancer after
oophorectomy was assumed to be zero because pri-
mary peritoneal cancer results from malignant trans-
formation of the peritoneum, and although this dis-
ease may imitate ovarian carcinoma, it is a separate
disease. Most reports suggest no increased risk of
ovarian cancer resulting from estrogen therapy.20

Coronary Heart Disease
Absolute risk of coronary heart disease was estimated
with data from the National Center for Health Statis-
tics (Table 1).14 Annual death rates were converted
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to the 5-year death probabilities using the formula
P � 1–e–R � 5 (P � 5-year death probability, R �
annual death rate). In the base case, the relative risk of
coronary heart disease was derived from a prospec-
tive study of 121,700 nurses demonstrating double the
risk of myocardial infarction for women after oopho-
rectomy up to age 55 years when estrogen was not
used (relative risk 2.2, 95% confidence interval 1.2–
4.2).21 Other studies report that the risk of myocardial
infarction increases 50–60% in women after oopho-
rectomy, and a range of 1–2.2 was used for the sensitiv-
ity analysis.22–24 The risk of CHD decreases 6% for each
year oophorectomy is delayed after menopause, and the
relative risk was adjusted accordingly from age 55 to age
65.25 No data were found for relative risk for women
older than 65, and relative risk was therefore assumed to
be 1. In our base case, estrogen therapy was assumed to
reduce the risk of dying from CHD.21 The Women’s
Health Initiative found that estrogen therapy alone did
not affect the rate of CHD, although this study was not
stratified for presence or absence of ovaries in the
subjects studied.26

Osteoporotic Hip Fracture
No direct mortality rate for osteoporotic hip fracture was
found, so annual incidence rates were multiplied by the
case-fatality rates and converted to the 5-year death
probabilities. Annual incidence rates were derived from
2 studies.15,16 Case-fatality rates were based on estimated
age-specific excess mortality (Table 1).17

A 50% increased risk of hip fracture after oopho-
rectomy was reported in women over 49 years of
age.27 In our base case, we conservatively assumed
that the relative risk at ages 40–49 was the same as at
ages greater than 50. The relative risk was varied from
1 to 2 in sensitivity analyses. The Women’s Health
Initiative found that estrogen therapy reduced hip
fractures by 6 per 10,000 women-years.26

Stroke
Mortality rates from stroke were derived from data
reported by the National Center for Health Statistics
(Table 1).18 Annual rates were converted to 5-year
death probabilities using the aforementioned formula.
No evidence was found regarding the risk of stroke in
women after oophorectomy, and thus the relative risk
of stroke was assumed to be 1 in the model. The
Women’s Health Initiative found 12 more strokes per
10,000 women-years among estrogen users, which
was incorporated into our model.26

Breast Cancer
Breast cancer mortality statistics were derived from
SEER (Table 1).13 Relative risk was derived from a
study that found women who had oophorectomy
before age 50 had a 50% reduction in breast cancer
for 10 years following surgery.28 This effect was not
present in women who had surgery after the age of 50.
The Women’s Health Initiative found no increased
risk of breast cancer in women using estrogen-only.26

Estrogen Therapy
Data on the effect of estrogen therapy on the above
conditions were derived from the estrogen-only arm
of the Women’s Health Initiative.26 The Women’s
Health Initiative studies have not reported risk esti-
mates stratified by ovarian conservation versus oo-
phorectomy, so the base case had data applied
equally to both cohorts. In the base case, estrogen
therapy after oophorectomy was calculated as 0% (not
taking estrogen therapy) or 100% (taking estrogen
therapy).

Death From Other Causes
Data for all-cause mortality for women were derived
from the National Vital Statistics Reports for 2001
and were stratified for 5-year cohorts.19 These data
were used to derive death probabilities due to all

Table 1. Model Data Input and Data Source

Condition

5-Year Probability of Death by Age Groups (%) Source/
Reference40–44 45–49 50–54 55–59 60–64 65–69 70–74 75–80

Ovarian cancer 0.015 0.032 0.055 0.082 0.120 0.156 0.193 0.236 SEER13

Coronary heart
disease* 0.100 0.100 0.210 0.410 0.790 1.340 2.340 4.000 CDC/NCHS14

Hip fracture* 0.012 0.012 0.019 0.028 0.267 0.508 1.224 2.108 Huang15

Karagas,16

Keene17

Stroke* 0.050 0.050 0.090 0.140 0.230 0.400 0.760 1.510 CDC/NCHS18

Breast cancer 0.075 0.128 0.190 0.250 0.309 0.367 0.428 0.528 SEER13

Other causes* 1.020 0.950 1.340 2.030 2.940 4.390 5.980 8.580 Arias19

* Formula used to convert the annual rates to 5-year probabilities: P � 1 – e–R � 5 (P � 5-year probability; R � annual rate).
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causes, excluding the 5 specific conditions of interest
(Table 1).

Surgical Mortality
The mortality rates for hysterectomy, with and with-
out oophorectomy, were obtained from the National
Inpatient Sample of the Healthcare Cost and Utiliza-
tion Project (HCUP) database of the Agency for
HealthCare Research and Quality.29 For example, for
women ages 50–59, mortality for hysterectomy was 9
per 10,000 surgeries performed and 10 per 10,000 for
hysterectomy with oophorectomy. Therefore, surgical
mortality was estimated to be unaffected by the
decision to perform oophorectomy. The incidence of
reoperation for adnexal pathology of retained ovaries
is low, and, therefore, mortality from this surgery was
also estimated to have negligible effect on the overall
mortality rate.30

RESULTS
For women at average risk of ovarian cancer, coro-
nary heart disease, osteoporosis, breast cancer, and
stroke, the probability of surviving to age 80 years
after hysterectomy at ages 50–54 varies from 62.46%
for ovarian conservation without estrogen therapy to
53.88% for oophorectomy without estrogen therapy.
Ovarian conservation without estrogen therapy re-
duces the proportion of women succumbing to CHD
in the base case from 15.95% to 7.57% and of those
succumbing to hip fracture from 4.96% to 3.38%.
These reductions far outweigh the increase in the
proportion of women who die from ovarian cancer,
which varies from 0% to 0.47% (Table 2). As age at
oophorectomy increases, the point estimate of the risk
of dying approaches, but is always greater than the
risk of dying with ovarian conservation. Above age
64, the 95% confidence interval bands for oophorec-
tomy overlap ovarian conservation, suggesting that
there is no statistically significant difference in sur-
vival between these strategies after age 64 (Fig. 1).
Estrogen therapy after oophorectomy was assumed to
reduce the proportion of women dying from CHD.21

The probability of surviving to age 80 after hysterec-

tomy at ages 50–54 with ovarian conservation and no
estrogen therapy (62.5%) is slightly greater than with
oophorectomy and estrogen therapy (62.2%) (Table 2).

For a hypothetical cohort of 10,000 women un-
dergoing hysterectomy who chose oophorectomy be-
tween the ages of 50 and 54 without estrogen therapy,
our analyses predict that, by the time they reach age
80, 838 more women will have died from CHD than
in a similar cohort of women who chose ovarian
preservation; 158 more will have died from hip
fracture; 47 fewer women will have died from ovarian
cancer. In the base case analyses, oophorectomy in
women ages 50–54 leads to an overall excess mortal-
ity of 858 per 10,000 women subjected to surgery.

Sensitivity Analyses
The increased risk of CHD after oophorectomy was
varied, based on estimates from the literature, from
2.2 to no increased risk, showing that the model was
very sensitive to changes in the relative risk of CHD,
with the probability of death by 80 changing from
46% in the base case (relative risk � 2.2) to about 39%
in the extreme case (relative risk � 1) (Table 3). Using
the extreme assumption of no deleterious effect of
oophorectomy on CHD, for women who had oopho-
rectomy at ages 50–54, the risk of dying by age 80
approached the estimate for ovarian conservation
(38.74% and 37.54%). Varying the relative risk of hip
fracture mortality between 1 and 2 showed that the
model was only slightly sensitive to this measure
(Table 3). Based on reported literature, the relative
risk of ovarian cancer after ovarian conservation
compared with the general population varied be-
tween 0.5 and 0.78, and the model was insensitive to
this change (results not shown). No sensitivity analy-
ses showed that oophorectomy improved survival.

DISCUSSION
We designed the model to study the major risks and
benefits related to the decision to have prophylactic
bilateral oophorectomy when hysterectomy is per-
formed for benign disease in women who have aver-
age risk of ovarian cancer. The model shows that

Table 2. Variation in Mortality by Oophorectomy (at Ages 50–54) and Estrogen Therapy Status

Strategy

Proportion
Alive at

Age 80 (%)

Proportion Dead From Specific Condition by Age 80 (%)

Hip
Fracture

Ovarian
Cancer

Breast
Cancer Stroke

Coronary
Heart

Disease Other

Ovarian conservation, no ET 62.46 3.38 0.47 1.82 2.59 7.57 21.72
Oophorectomy, no ET 53.88 4.96 0.00 1.77 2.47 15.95 20.97
Ovarian conservation, ET 62.75 2.06 0.47 1.82 3.60 7.57 21.72
Oophorectomy, ET 62.15 3.17 0.00 1.82 3.59 7.56 21.71

ET, estrogen therapy.
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women younger than 65 years of age clearly benefit
from ovarian conservation, and at no age is there
clear benefit from oophorectomy. For women
younger than 65 at the time of surgery, oophorectomy
increases the risk of dying from coronary heart dis-
ease. After age 65, increased mortality is primarily
from hip fracture. Because ovarian cancer is a rela-
tively uncommon cause of death when one excludes
patients with documented germ-line mutations and
pedigrees with high risk for ovarian cancer, our data
show no substantial reduction in mortality if oopho-
rectomy is performed before age 65.

For women choosing ovarian conservation at
ages 50–54, there is an 8.58% survival advantage
measured at age 80, and with surgery at ages 55–59,
the survival advantage is 3.92% (results not shown).
After age 65, definite conclusions are more difficult to
reach. However, at no age does the model suggest a
higher mortality for women who chose ovarian pres-
ervation because the relative risk of dying from
ovarian cancer is overshadowed by the risks from
cardiovascular disease and hip fracture.

Hysterectomy alone reduces the risk of ovarian

cancer, and the protective effect persists for 10–20
years, long after that expected from screening bias.
Interruption of the reproductive tract may be respon-
sible for the decreased risk, because tubal ligation also
has a protective effect.3 Heavy menstrual bleeding is
associated with a higher risk of ovarian cancer, sug-
gesting that endometrial tissue reflux via the tubes
may be the inciting agent. Potential carcinogens,
including talc and human papillomavirus, have been
found within ovarian cancer tissue.31,32 Epidemiologic
studies show decreased ovarian function lowers the
risk of developing breast cancer. Women with oopho-
rectomy before age 50 had a 50% decreased risk of
breast cancer, which persisted for 10 years after
surgery.28

Premenopausal oophorectomy causes an imme-
diate and significant loss of ovarian hormones. Post-
menopausal ovaries continue to make small amounts
of estrogen for years, and significant levels of ovarian
testosterone and androstenedione have been docu-
mented in the eighth decade.33 Androstenedione is
converted to estrone in fat and muscle, and estrone
and testosterone are converted to estradiol. After
oophorectomy, menopausal women have signifi-
cantly lower plasma levels of testosterone than natu-
rally menopausal women.34

Oophorectomy increases the risk of cardiovascu-
lar disease, the major cause of death for women. The
Nurses’ Health Study, a well-conducted prospective
study of 121,700 women, determined that oophorec-
tomy between ages 40 and 44 years doubled the risk
of myocardial infarction compared with women with
intact ovaries.23 Later analysis of the same cohort
confirmed these findings.21 These 2 nurses studies
report the largest cohort, with the longest-term follow-
up, available for CHD data. Earlier age of surgical or
natural menopause has been shown to correlate with
the risk of cardiovascular mortality.25 Oophorectomy
after age 50 increased risk of developing a first
myocardial infarction by 40% (relative risk 1.4, 95%
confidence interval 1.0–2.0) compared with con-

Fig. 1. Risk of death by age 80 years for nonusers of
estrogen therapy as a function of age at oophorectomy with
95% confidence interval.
Parker. Ovarian Conservation. Obstet Gynecol 2005.

Table 3. Probability of Death by Age 80: Results From Sensitivity Analysis by Varying
Relative Risk of Death From CHD and Hip Fracture

Treatment Group

Relative Risk

1 1.25 1.4 1.5 1.75 1.8 2 2.2

Ovarian conservation (%) 38 38 38 38 38 38 38 38
Oophorectomy (%)

Varying relative risk of CHD 39 . . . 41 . . . . . . 44 . . . 46
Varying relative risk of hip fracture 45 45 . . . 46 47 . . . 47 . . .

CHD, coronary heart disease.
Among women not using estrogen therapy who have oophorectomy between ages 50 and 54, compared with women

who have ovarian conservation. In the base case, relative of CHD � 2.2; relative risk of hip fracture � 1.5.
Base cases are shown in boldface type.
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trols.22 Indirect evidence supports this increased risk.
Analysis of data derived from the Women’s Health
Initiative found that hysterectomy with oophorec-
tomy is an independent predictor of Framingham risk
of myocardial infarction or coronary death.35 After
oophorectomy, women have higher levels of athero-
genic lipids and stress-induced lipids and higher
stress-induced systolic and diastolic blood pressures.36

Increased coronary atherosclerosis is found at autopsy
in women with prior bilateral oophorectomy.37 Ear-
lier menopause, either natural or surgical, is associ-
ated with more subclinical atherosclerosis, as mea-
sured by carotid artery intima-media thickness, and
this finding is related to the risk of clinical cardiac
events.38,39 The Women’s Health Initiative found that
estrogen therapy did not affect the rate of CHD,
suggesting that retention of ovaries and endogenous
estrogen may be the best strategy for decreasing the
risk of CHD.26

Estrogens and androgens inhibit bone resorption
and androgens increase bone formation. Levels of
testosterone and estradiol correlate with hip fractures
in postmenopausal women.40,41 After a median fol-
low-up of 15 years, women who were postmeno-
pausal at the time of oophorectomy had 54% more
osteoporotic fractures than women with intact ova-
ries.27 Hip fracture is a well-documented cause of
increased mortality in older women. A prospective
cohort study found that women older than 60 had a
2-fold increase in mortality (odds ratio 2.18, 95%
confidence interval 2.03–2.32) after low-trauma hip
fractures.17 Women who suffered a hip fracture be-
tween ages 60 and 64 were found to have lost 11 years
of life, and women with fractures between ages 70 and
74 lost 4.4 years.42

Although quality of life issues are of great impor-
tance, insufficient data were available to include these
in the decision analysis model. Premenopausal oo-
phorectomy leads to the sudden onset of hot flushes
and mood disturbances if estrogen is not taken. Other
problems may include a decline in a sense of well-
being, a decline in cognitive functioning, poor sleep
quality, depression, and a decline in sexual desire and
frequency.43 Additionally, a study of functional status
found that, before hip fracture, 28% of patients were
housebound, but one year later 46% were house-
bound.17

Although estrogen therapy may reduce some of
this risk, one study of 169,000 women enrolled in health
maintenance organizations found that, after publication
of the Women’s Health Initiative results, use of estrogen
therapy declined from 12.6% to 9%.44 A previous deci-
sion analysis found that, when actual hormone-taking
behavior was considered, women who had ovarian
conservation had a survival advantage.45

Our study has several weaknesses. The probability
estimates were derived mostly from case-control studies,
with the inherent weaknesses of selection bias, reporting
bias, and chance. One study of coronary heart disease
used in our model did not provide information regard-
ing subjects’ use of estrogen therapy and may be bi-
ased.25 However, our model does not rely on the use of
estrogen after oophorectomy. In fact, if estrogen therapy
does not reduce CHD mortality, this makes a stronger
case for ovarian conservation. No published data were
found for coronary risk when oophorectomy is per-
formed after menopause. Further research is needed in
this area. Women chosen for most selected studies were
predominantly white, and further study is needed to
confirm these estimates for nonwhite women. Notwith-
standing these limitations, because of the long interval
between natural menopause or oophorectomy and the
subsequent development of osteoporosis, CHD, breast
cancer, or ovarian cancer, it is unlikely that these
outcomes will ever be studied in a large, prospective,
randomized fashion.

This study was designed to aid women and their
doctors in the choice between ovarian conservation
and oophorectomy when hysterectomy is performed
for benign disease. The risk of developing ovarian
cancer becomes substantially lower after hysterec-
tomy, and this risk is overshadowed by increased
mortality from CHD and hip fracture for women
under the age of 65 when oophorectomy is per-
formed. We did not demonstrate a survival benefit after
oophorectomy at any age because the risks and benefits
approximate each other after age 65. Our model sug-
gests that the decision to perform prophylactic oopho-
rectomy should be approached with great caution for
the majority of women who are under the age of 65 and
who are at average risk of developing ovarian cancer.

REFERENCES
1. Keshavarz H, Hillis S, Kieke B, Marchbanks P. Hysterectomy

surveillance—United States, 1994–1999. MMWR CDC Sur-
veill Summ 2002;51:1–8. Available at: http://www.cdc.gov/
mmwr/PDF/ss/ss5105.pdf. Retrieved April 26, 2005.

2. American College of Obstetricians and Gynecologists. Clinical
management guidelines for obstetrician-gynecologists. ACOG
Practice Bulletin 7. Washington, DC: ACOG; 1999.

3. Hankinson SE, Hunter DJ, Colditz GA, Willett WC, Stampfer
MJ, Rosner B, et al. Tubal ligation, hysterectomy, and risk of
ovarian cancer: a prospective study. JAMA 1993;270:2813–8.

4. Loft A, Lidegaard O, Tabor A. Incidence of ovarian cancer
after hysterectomy: a nationwide controlled follow up. Br J
Obstet Gynaecol 1997;104:1296–301.

5. Whittemore AS, Harris R, Itnyre J. Characteristics relating to
ovarian cancer risk: collaborative analysis of 12 US case-
control studies. II. Invasive epithelial ovarian cancers in white
women. Collaborative Ovarian Cancer Group. Am J Epide-
miol 1992;136:1184–203.

224 Parker et al Ovarian Conservation OBSTETRICS & GYNECOLOGY



6. Kreiger N, Sloan M, Cotterchio M, Parsons P. Surgical proce-
dures associated with risk of ovarian cancer. Int J Epidemiol
1997;26:710–5.

7. Irwin KL, Weiss NS, Lee NC, Peterson HB. Tubal sterilization,
hysterectomy, and the subsequent occurrence of epithelial
ovarian cancer. Am J Epidemiol 1991;134:362–9.

8. Judd HL, Judd GE, Lucas WE, Yen SS. Endocrine function of
the postmenopausal ovary: concentration of androgens and
estrogens in ovarian and peripheral vein blood. J Clin Endo-
crinol Metab 1974;39:1020–4.

9. Bhavnani V, Clarke A. Women awaiting hysterectomy: a
qualitative study of issues involved in decisions about oopho-
rectomy. BJOG 2003;110:168–74.

10. Armstrong K, Schwartz J, Randall T, Rubin S, Weber B.
Hormone replacement therapy and life expectancy after pro-
phylactic oophorectomy in women with BRCA1/2 mutations:
a decision analysis. J Clin Oncol 2004;22:1045–54.

11. Sonnenberg FA, Beck JR. Markov models in medical decision
making: a practical guide. Med Decis Making 1993;13:322–38.

12. Harris R, Helfand M, Woolf S, Lohr KN, Mulrow CD, Teutsch
SM, et al; Methods Work Group, Third US Preventive Ser-
vices Task Force. Current methods of the US Preventive
Services Task Force: a review of the process. Am J Prev Med.
2001;20 suppl:21–35.

13. SEER 12 incidence and mortality, 1993–2001, follow-back
year 1992. Surveillance, Epidemiology, and End Results
(SEER) Program. DevCan database. National Cancer Institute,
DCCPS, Surveillance Research Program, Cancer Statistics
Branch; 2004.

14. CDC/NCHS, National Vital Statistics System, Table
HIST002R_2. Death rates from 113 selected causes, by 5-year
age groups, race and sex: United States, 1979–1998. Ischemic
heart disease (410–414, 429.2), all races, female, 1998. p. 336.
Available at: http://www.cdc.gov/nchs/data/statab/hist002r
_2.pdf. Retrieved April 26, 2005.

15. Huang Z, Himes J, McGovern P. Nutrition and subsequent hip
fracture risk among a national cohort of white women. Am J
Epidemiol 1996;144:124–34.

16. Karagas MR, Lu-Yao GL, Barrett JA, Beach ML, Baron JA.
Heterogeneity of hip fracture: age, race, sex, and geographic
patterns of femoral neck and trochanteric fractures among the
US elderly. Am J Epidemiol 1996;143:677–82.

17. Keene GS, Parker MJ, Pryor GA. Mortality and morbidity
after hip fractures. BMJ 1993;307:1248–50.

18. CDC/NCHS, National Vital Statistics System, Table
HIST002R_2. Death rates from 113 selected causes, by 5-year
age groups, race and sex: United States, 1979–1998. Cerebro-
vascular disease (430–434, 436–438), all races, female, 1998.
p. 408. Available at: http://www.cdc.gov/nchs/data/statab/
hist002r_2.pdf. Retrieved April 26, 2005.

19. Arias E, Anderson RN, Kung HC, Murphy SL, Kochanek KD.
Deaths: Final Data for 2001. Natl Vital Stat Rep 2003;52:
1–115.

20. Purdie DM, Bain CJ, Siskind V, Russell P, Hacker NF, Ward
BG, et al. Hormone replacement therapy and risk of epithelial
ovarian cancer. Br J Cancer 1999;81:559–63.

21. Colditz GA, Willett WC, Stampfer MJ, Rosner B, Speizer FE,
Hennekens CH. Menopause and the risk of coronary heart
disease in women. N Engl J Med 1987;316:1105–10.

22. Falkeborn M, Schairer C, Naessen T, Persson I. Risk of
myocardial infarction after oophorectomy and hysterectomy.
J Clin Epidemiol 2000;53:832–7.

23. Rosenberg L, Hennekens C, Rosner B, Belanger C, Rothman
K, Speizer F. Early menopause and the risk of myocardial
infarction. Am J Obstet Gynecol 1981;139:47–51.

24. Palmer JR, Rosenberg L, Shapiro S. Reproductive factors
and risk of myocardial infarction. Am J Epidemiol 1992;136:
408–16.

25. van der Schouw YT, van der Graa Y, Steyerberg EW, Eijke-
mans JC, Banga JD. Age at menopause as a risk factor for
cardiovascular mortality. Lancet 1996;347:714–8.

26. Anderson GL, Limacher M, Assaf AR, Bassford T, Beresford
SA, Black H, et al; Women’s Health Initiative Steering Com-
mittee. Effects of conjugated equine estrogen in postmeno-
pausal women with hysterectomy: The Women’s Health Ini-
tiative Randomized Controlled Trial. The Women’s Health
Initiative Steering Committee. JAMA 2004;291:1701–12.

27. Melton LJ 3rd, Khosla S, Malkasian GD, Achenbach SJ, Oberg
AL, Riggs BL. Fracture risk after bilateral oophorectomy in
elderly women. J Bone Miner Res 2003;18:900–5.

28. Schairer C, Persson I, Falkeborn M, Naessen T, Troisi R, Brinton
L. Breast cancer risk associated with gynecologic surgery and
indications for such surgery. Int J Cancer 1997;70:150–4.

29. National Inpatient Sample of the HCUP database of the Agency
for HealthCare Research and Quality. Available at: http://
www.hcup-us.ahrq.gov/nisoverview.jsp. Retrieved April 26,
2005.

30. Dekel A, Efratz Z, Orvieto R, Levy T, Dicker D, Gal R, et al.
The residual ovary syndrome: a 20 year experience. Eur J
Obstet Gynecol Reprod Biol 1996;68:159–64.

31. Whittemore AS, Wu ML, Paffenbarger RS Jr, Sarles DL,
Kampert JB, Grosser S, et al. Personal and environmental
characteristics related to epithelial ovarian cancer. II. Expo-
sures to talcum powder, tobacco, alcohol, and coffee. Am J
Epidemiol 1988;128:1228–40.

32. Yang HJ, Liu VW, Tsang PC, Yip AM, Ng TY, Cheung AN,
Ngan HY. Comparison of human papillomavirus DNA levels
in gynecological cancers: implication for cancer development.
Tumour Biol 2003;24:310–6.

33. Sluijmer A, Heineman M, De Jong F, Evers J. Endocrine
activity of the postmenopausal ovary: the effect of pituitary
down-regulation and oophorectomy. J Clin Endocrinol Metab
1995;80:2163–7.

34. Vermeulen A. The hormonal activity of the postmenopausal
ovary. J Clin Endocrinol Metab 1976;42:247–53.

35. Hsia J, Barad D, Margolis K, Rodabough R, McGovern P,
Limacher M, et al. Usefulness of prior hysterectomy as an
independent risk predictor of Framingham risk score (the
Women’s Health Initiative). Am J Cardiol 2003;92:264–9.

36. Stoney CM, Owens JF, Guzick DS, Matthews KA. A natural
experiment on the effects of ovarian hormones on cardiovas-
cular risk factors and stress reactivity: bilateral salpingo oopho-
rectomy versus hysterectomy only. Health Psychol 1997;16:
349–58.

37. Wuest JH Jr, Dry TJ, Edwards JE. The degree of coronary
atherosclerosis in bilaterally oophorectomized women. Circu-
lation 1953;7:801–9.

38. Mack WJ, Slater CC, Xiang M, Shoupe D, Lobo RA, Hodis
HN. Elevated subclinical atherosclerosis associated with
oophorectomy is related to time since menopause rather than
type of menopause. Fertil Steril 2004;82:391–7.

39. Hodis H, Mack W. Atherosclerosis imaging methods: assessing
cardiovascular disease and evaluating the role of estrogen in the
prevention of atherosclerosis. Am J Cardiol 2002;89:19E–27E.

40. Cummings SR, Browner WS, Bauer D, Stone K, Ensrud K,
Jamal S, et al. Endogenous hormones and the risk of hip and
vertebral fractures among older women. N Engl J Med 1998;
339:733–8.

41. Davidson BJ, Ross RK, Paganini-Hill A, Hammond GD, Siiteri
PK, Judd HL. Total and free estrogens and androgens in

VOL. 106, NO. 2, AUGUST 2005 Parker et al Ovarian Conservation 225



postmenopausal women with hip fractures. J Clin Endocrinol
Metab 1982;54:115–20.

42. Center JR, Nguyen TV, Schneider D, Sambrook PN, Eisman
JA. Mortality after all major types of osteoporotic fracture in men
and women: an observational study. Lancet 1999;353:878–82.

43. Sherwin BB. Hormones, mood, and cognitive functioning in
postmenopausal women. Obstet Gynecol 1996;87:20S–26S.

44. Buist DS, Newton KM, Miglioretti DL, Beverly K, Connelly
MT, Andrade S, et al. Hormone therapy prescribing patterns
in the United States. Obstet Gynecol 2004;104:1042–50.

45. Speroff T, Dawson N, Speroff L, Haber R. A risk-benefit
analysis of elective bilateral oophorectomy: effect of changes in
compliance with estrogen therapy on outcome. Am J Obstet
Gynecol 1991;164:165–74.

Continuing medical education (CME) credits are now being awarded for the Clinical
Expert Series.  Follow these steps to receive credit:

1.   Log on to www.greenjournal.org to view the article and take the CME quiz
2.  Download the quiz (in Microsoft Word format)
3.  Complete the quiz and save your answers
4.  E-mail the completed quiz to cognates@acog.org

The American College of Obstetricians and Gynecologists (ACOG)* designates this educa-
tional activity for a maximum of 2 category 1 credits toward the AMA Physician's
Recognition Award or a maximum of 2 category 1 ACOG cognate credits. Each physician
should claim only those credits that he/she actually spent in the activity.

*The American College of Obstetricians and Gynecologists is accredited by the Accreditation Council for
Continuing Medical Education to provide continuing medical education for physicians.

Continuing Medical Education Credits Now Available for the 
Clinical Expert Series

226 Parker et al Ovarian Conservation OBSTETRICS & GYNECOLOGY


