Comment & Controversy
“Remove the ovaries at 
hysterectomy? Here’s the lowdown on risks and benefits”
William H. Parker, MD
(February 2010)`

Ovarian conservation 
argument still 
prompts questions
Little has changed in Dr. Parker’s view
of ovarian conservation since publication of an earlier article in 2005,1
and little has changed in my thoughts
on the matter since I wrote a letter in
response to that earlier article.2
In this latest article on the subject, Dr. Parker does say that “estrogen and other drugs mitigate the risks
associated with oophorectomy,” but
he goes on to qualify that statement
by adding that “many women avoid
or discontinue these medications.”
I was pleased that Dr. Parker
acknowledged the availability of
estrogen supplementation, bisphosphonates, and lipid-lowering drugs,
but I was disappointed that the discontinuation rates for these medications were used as an argument for
ovarian conservation.
Balancing the relatively small
risk of ovarian cancer against the
larger risk of coronary artery disease (CAD) and osteoporosis is not
really a fair comparison because
atherosclerosis and osteoporosis
1) have a major genetic component,
2) begin long before the decision
regarding ovarian conservation is
made, and 3) are subject to multiple
interpretations.
I propose that patients undergoing pelvic surgery for benign disease
be counseled fully about the hazards of repeat surgery, ovarian and
fallopian tube carcinoma, and the
need for continuation of statin and
bisphosphonate drugs to maximize
protection.
Does Dr. Parker really believe
that ovarian conservation 2 years
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after menopause confers any real
benefit on bones or the cholesterol
level when the ovaries are inactive?
Until we have a better method of
predicting the likelihood of ovarian
and tubal carcinoma—and detecting and treating these cancers—we
should exercise every opportunity to
appropriately lower that risk.
Robert C. Wallach, MD
Professor, Division of
Gynecologic Oncology
Women’s Cancer Program
NYU Cancer Institute
NYU Langone Medical Center
New York City
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Dr. Parker responds:

One-issue counseling
no longer suffices
Because he is an oncologist, I understand Dr. Wallach’s concerns about
ovarian conservation, but I am sorry
to disagree with a few of the points he
makes. First, contrary to Dr. Wallach’s
assertion, a number of groups (as
explained in the article) have shown

that the ovaries are not at all inactive
after menopause.
Ovarian cancer is a terrible disease. However, as I noted in my article, it affects less than 1% of women,
excluding known BRCA carriers or
others with a strong family history
of ovarian or breast cancer. Many
women undergo prophylactic oophorectomy at the time of hysterectomy
long before osteoporosis or CAD have
appreciably developed (66% of those
having hysterectomy between the
ages of 45 and 49 years, for example),
and our data show a significantly
increased risk of CAD, the major cause
of death for women, after their ovaries
are removed. This seems to suggest
that reducing the rate of oophorectomy would be a good place to start
for primary prevention of CAD.1,2
As I also noted in the article, the
continuation rates of estrogen (especially following the Women’s Health
Initiative studies), bisphosphonates,
and statins are extremely low. In one of
the studies I cited, women were counseled extensively about the importance
of taking the medication, to no avail.
Similar studies in other specialties
show comparable results.
We both agree that current information should be used to better counsel
women about both risks and benefits of
ovarian conservation; a one-issue conversation about ovarian cancer prevention no longer suffices. I also look
forward to the time when gynecologists
can both achieve early diagnosis and
offer effective treatment for women
with ovarian cancer.
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Comment & Controversy
“What you can do to optimize
blood conservation in 
ObGyn practice”
Eric J. Bieber, MD; Linda Scott,
RN; Corinna Muller, DO; Nancy
Nuss, RN; Edie L. Derian, MD
(February 2010)

Information on blood 
conservation was 
sorely needed
Thank you, thank you, thank you. I
am going to use this article today in
our ObGyn meeting. I am a manager
of blood conservation, and this information is very helpful in this format
and definitely needed. Kudos to you
for covering it and putting yourself
out there to back it. It’s been too long
in coming.
Mary Anne Rouch
Baptist Health System
San Antonio, Tex

“Access to screening 
mammography: Priceless”
Robert L. Barbieri, MD
(Editorial; January 2010)

When patients compete, 
everybody wins
Certainly, there is little to disagree with
in Dr. Barbieri’s assessment of the US
Preventive Services Task Force recommendation against mammographic
screening for breast cancer in women
40 to 50 years old. Certainly, we will all
continue to follow the guidelines put
forth by the American Cancer Society
when counseling our patients about
their risk of breast cancer.
What irks me is the fact that none
of my patients understand what screening mammography costs. Nor do we
ObGyns fully comprehend what hospitals and outpatient imaging centers
charge for a screening mammogram.

Physicians have not had a place
at the table during the debate on
health-care reform, and I am not sure
that we deserve one until our leadership has a better grasp of fundamental microeconomic principles.
Mammograms are screening
tools. Health insurance should be
designed for catastrophe (like house
and car insurance).
I can’t for the life of me figure
out why there isn’t more of a push
for high-deductible health savings accounts, with deductibles of
$10,000, $15,000 or even $20,000
annually, from the medical community. We all want tort reform, of
course—but this strategy would have
far greater economic impact. It would
force patients to become consumers
instead of blindly forking over copays in the office and at the hospital.
continued on page 17
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Comment & Controversy
One TV commercial has the
catchphrase, “When banks compete,
you win.” The same can be said for
competition in health care. If patients
are paying substantially lower premiums and paying cash for tests
(because of the high deductible), they
will shop around for the best price,
and that will bring prices down.
We are physicians now, but we
will all eventually be patients—and
patients need to have more control
over their health care, not less.
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John F. Pappas, MD
Gulfport, Miss

I’m a maternal-fetal medicine specialist, so I don’t usually read articles on gynecologic surgery. I did
happen to skim the supplement to
OBG Management on endometrial
ablation, however, and was dismayed by the lack of information
on the need for contraception after
ablation.
Earlier this week, I delivered by
cesarean a patient with a history of
endometrial ablation who experienced preterm, premature rupture of
membranes. Earlier this month, I consulted in the care of another patient
who had postablation pregnancy. I
have seen three other postablation
pregnancies over the past few years,
each of them very complicated.
The two most recent patients did
not need contraception at the time of
ablation because their current partner had undergone vasectomy. Both
patients forgot their gynecologist’s
admonition to use contraception if
they changed partners.
I would encourage my gynecology colleagues to remind their
ablation patients to consider permanent sterilization and to inform the
women of the dangers of pregnancy
if contraception fails.
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Dr. Barbieri responds:

Consumer-driven care is a good
idea, but it is unlikely to materialize
I would like to thank Dr. Pappas for
taking time from his busy schedule to
offer a logical and elegant approach
to the twin health-care challenges of
access and cost. I agree with Dr. Pappas
that putting consumers in charge of
health care and allowing market forces
to constrain the cost of noncatastrophic
health-care services and improve quality are a valid approach to managing a
system that is excessively expensive.
Many experts agree with Dr. Pappas, including Professor Regina E.
Herzlinger, PhD, of Harvard Business
School. Dr. Herzlinger has written
extensively on the subject in awardwinning publications, ConsumerDriven Health Care, and “Let’s put
consumers in charge of health care.”1,2
In contrast, in recent speeches, President Obama promised that his healthcare reform legislation would make all
preventive services “cost-free,” removing the consumer from the cost equation. When the time comes to decide
how to evolve the health-care system,
President Obama’s views will be more
influential than Professor Herzlinger’s.

“Options in 
endometrial ablation”
Joseph S. Sanfilippo, MD, MBA, editor
(Supplement; December 2009)

Postablation 
contraception is vital
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Grand Rapids, Mich
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