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Genetic/Familial High Risk Assessment: Breast and Ovarian

Specific Changes: Add a “Familial Risk Management” table addressing management for
patients negative for genetic testing but with a family history of cancer that includes the
following. (See similar table in NCCN CRC Screening guidelines, page CSCR-6)
•

•

Women with 1-2 first degree relatives with ovarian cancer have a 4-11% lifetime
risk of ovarian cancer and should be managed by a multidisciplinary team to offer
risk reducing options including oral contraceptives or bilateral salpingooophorectomy.
Women with a greater than 20% lifetime risk of breast cancer due to family
history should be managed by a multidisciplinary team to offer enhanced
screening options such as clinical breast exam every 6-12m at 30, MRI annually
at 30. This would include outputs from appropriate risk models or histories such
as the following:
o Women with two first degree relatives with breast cancer at any age
o Women with three relatives with breast cancer at any age
o Women with one first degree relative who had breast cancer under age 60

FDA Clearance: Not applicable.
Rationale: Given the demonstrated inefficiency of current ovarian cancer screening methods
and the fact that family history of 1-2 first degree relatives with ovarian cancer confers a level of
risk similar to that associated with Lynch syndrome, the same risk reducing options such as
bilateral salpingo-oophorectomy would equally be a reasonable option for women with 1 first
degree relative with ovarian cancer.
Current guidelines support enhanced screening considerations when a patient meets >20%
lifetime risk based on genetic (BRCA1/2, CHEK2, ATM, PALB2, etc.) and familial risk models
(Claus, TC, etc.). Women with a strong family history of breast cancer who do not have access
to risk models would benefit from guidelines that are more specific as to how to manage their
increased risk.
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