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The Society of Gynecologic Oncology endorses this Clinical Practice Update and its originating Committee Opinion No. 774,
Opportunistic Salpingectomy as a Strategy for Epithelial Ovarian Cancer Prevention.

The American Cancer Society supports consideration of opportunistic salpingectomy as a strategy for reducing the risk of
ovarian cancer in appropriate patients, consistent with the clinical guidance presented in this Clinical Practice Update and

the originating Committee Opinion No. 774.

This Clinical Practice Update provides updated information further supporting the benefit of complete, bilateral
salpingectomy at the time of obstetric and gynecologic surgery and to expand the availability of salpingectomy during
nongynecologic abdominopelvic surgery for the primary prevention of epithelial ovarian cancer. This document
updates Committee Opinion No. 774, Opportunistic Salpingectomy as a Strategy for Epithelial Ovarian Cancer

Prevention (Obstet Gynecol 2019;133:e279-84).

BACKGROUND

Since the last revision of Committee Opinion No. 774,
Opportunistic Salpingectomy as a Strategy for Epithelial
Ovarian Cancer Prevention, data have evolved, solidifying
the benefit of bilateral salpingectomy for the primary pre-
vention of epithelial ovarian cancer. Based on robust
pathologic evidence of the origin of high-grade serous
ovarian carcinoma (HGSC) in the fallopian tube and evi-
dence supporting the origin of endometrioid and clear
cell carcinoma from retrograde spread through the fallo-
pian tubes, the American College of Obstetricians & Gy-
necologists (ACOG) previously recommended discussion
of bilateral salpingectomy with or without oophorectomy
at the time of planned hysterectomy and as an option for
patients desiring permanent contraception (1, 2).

The purpose of this Clinical Practice Update (CPU) is to
strengthen the recommendation for complete bilateral
salpingectomy (abbreviated as “salpingectomy” in this
document) at the time of obstetric or gynecologic surgery,
reflecting the most current data on the potential for this
procedure to substantially decrease the incidence of ovar-
ian cancer in patients at average population risk. Addition-
ally, this CPU includes emerging data on cross-specialty
collaboration to expand the availability of salpingectomy
during nongynecologic abdominopelvic surgery.
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The burden of ovarian cancer remains high, with an
estimated 20,890 incident cases and 12,730 attributable
deaths in 2025 (3). Screening is ineffective for ovarian
cancer, and the majority of new diagnoses are made in
patients with metastatic disease. Furthermore, although
recent advances in treatment have extended life expec-
tancy, mortality is high and treatment is associated with
substantial financial and psychosocial burdens for pa-
tients and their caregivers (4, 5). It is therefore critical to
take advantage of strategies to minimize the incidence of
ovarian cancer whenever available. Complete salpingec-
tomy is the most effective method of reducing risk of
epithelial ovarian cancer for patients who are not candi-
dates for bilateral salpingo-oophorectomy (6).

This CPU specifically discusses the cancer prevention
benefit of salpingectomy; guidance on how to discuss
concurrent oophorectomy with patients is included in the
original Committee Opinion 774, Opportunistic Salpin-
gectomy as a Strategy for Epithelial Ovarian Cancer Pre-
vention. Likewise, surgical risk-reduction guidelines for
patients at genetically high risk for ovarian cancer may
be found in the National Comprehensive Cancer Net-
work’s Clinical Practice Guidelines in Oncology for
Genetic/Familial High-Risk Assessment: Breast, Ovarian,
Pancreatic, and Prostate (7). Importantly, the majority of
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ovarian cancers occur in patients without any known
pathogenic germline mutation that increases risk for epi-
thelial ovarian cancer (8).

UPDATED CLINICAL RECOMMENDATIONS

. Obstetrician—gynecologists should routinely
perform bilateral salpingectomy at the time of
hysterectomy.

. Bilateral salpingectomy should be recom-
mended to patients who are undergoing
nonhysterectomy gynecologic surgery that
enters the peritoneal cavity and who do not
desire future fertility. Obstetrician—gynecolo-
gists should consider successful completion
of salpingectomy when counseling patients
about potential surgical approaches for
planned procedures.

. Complete, bilateral salpingectomy is the
preferred tubal procedure for patients desir-
ing permanent contraception after shared
decision making.

. Obstetrician—gynecologists should support
other surgical specialists in offering sal-
pingectomy at the time of nongynecologic
surgery by providing counseling and techni-
cal assistance as needed.

RATIONALE

Salpingectomy at the Time of Gynecologic
Surgery, Including Hysterectomy

Robust data support salpingectomy as resulting in
a substantial reduction in risk for epithelial ovarian
cancer. A 2016 meta-analysis of three studies involving
3,509 patients who underwent salpingectomy and
5,655,702 patients who did not undergo salpingectomy
found an odds ratio (OR) of 0.51 (95% ClI, 0.35-0.75) for
subsequent development of ovarian cancer (9). A sub-
sequent meta-analysis of studies through 2021 found
similar results (OR 0.48, 95% CI, 0.33-0.69) for develop-
ment of ovarian cancer in patients who underwent bilat-
eral salpingectomy (10).

In a 2022 cohort study from British Columbia, Canada,
14,066 patients who underwent hysterectomy with bilateral
salpingectomy and 11,823 patients who underwent bilat-
eral salpingectomy for permanent contraception were
compared with 10,446 patients who underwent hysterec-
tomy alone and 21,634 patients who underwent tubal
ligation without salpingectomy. After median follow-up of
3.2 years, no cases of serous ovarian cancer and fewer
than six cases of epithelial ovarian cancer were identified
in the salpingectomy group, compared with an expected
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5.3 cases and 8.7 cases, respectively, based on incidence
in patients not undergoing salpingectomy (11).

In 2026, a second cohort study from British Columbia,
Canada, found a hazard ratio for serous ovarian cancer
of 0.22 (95% Cl, 0.05-0.95) in 40,527 patients who under-
went salpingectomy at the time of another surgery, com-
pared with 45,296 patients who underwent a comparator
surgery after a median follow-up of 4.7 years. In the same
study, 23.1% of incident ovarian cancers in patients who
underwent salpingectomy were of serous histology com-
pared with 68.1% in a historical cohort of patients with
fallopian tubes (12). Systematic reviews in 2022 and 2024
(15 and 17 studies, respectively) concluded that,
although short-term ovarian function is not adversely
affected by salpingectomy, data on assessment of
long-term effects (including age of menopause) are
needed (13, 14). Although surgical time may be modestly
increased by 12 to 16 minutes when adding salpingec-
tomy to an otherwise indicated pelvic surgery (15, 16), the
risk of operative and perioperative complications is not
significantly changed (17). Furthermore, multiple analyses
have concluded that primary prevention of epithelial ovar-
ian cancer with salpingectomy at the time of another
planned surgery is cost effective (18-21).

Based on substantial risk reduction of epithelial
ovarian cancer, minimally increased operative time
without any increase in surgical morbidity, and no effect
on the reproductive potential of a patient otherwise
undergoing hysterectomy, obstetrician—gynecolo-
gists should routinely perform bilateral salpin-
gectomy at the time of hysterectomy. Bilateral
salpingectomy should be recommended to pa-
tients who are undergoing nonhysterectomy
gynecologic surgery that enters the peritoneal
cavity and who do not desire future fertility.
Although ACOG previously recommended that the route
of surgery should not be changed to facilitate salpingec-
tomy, ACOG now recommends that obstetrician—gy-
necologists should consider successful
completion of salpingectomy when counseling
patients about potential surgical approaches
for planned procedures. Route of surgery, including
circumstances under which this might change intraoper-
atively, should be discussed with patients during preop-
erative counseling. The strength of the data supporting
salpingectomy to reduce the risk of ovarian cancer ob-
liges obstetrician-gynecologists to prioritize completion
of this procedure, consistent with patients’ individual clin-
ical circumstances and preoperative counseling. If there
is clinical concern that a surgical approach may
decrease the likelihood of successful completion of sal-
pingectomy (eg, vaginal vs laparoscopic hysterectomy),
this risk should be clearly disclosed to patients.
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Salpingectomy for
Permanent Contraception

Tubal ligation (ie, tubal occlusion or partial salpingec-
tomy) offers some risk reduction of endometriosis-
associated ovarian cancers, including endometrioid
and clear cell histologies, through prevention of retro-
grade dissemination of genetically unstable epithelium.
However, this reduction does not extend to the much
more common HGSC, because HGSC originates in the
tubal fimbriae, which generally are left intact during
a tubal ligation procedure. Estimates of the risk reduction
for tubal ligation compared with salpingectomy vary;
a 2023 case-control analysis of a Danish registry identi-
fied an OR of 0.91 (95% ClI, 0.83-0.99) for ovarian cancer
in patients who had undergone tubal ligation vs patients
in a control group, compared with 0.46 for patients who
had undergone bilateral salpingectomy vs patients in
a control group. Risk reduction in patients undergoing
tubal ligation was largely limited to endometriosis-
associated histologies (22).

Utilization of complete salpingectomy for patients
undergoing postpartum permanent contraception may
be low. Analysis of a national sample of 383,338 patients
undergoing postpartum sterilization from 2011 to 2022
reported that, in 2022, only 14.8% of patients received
salpingectomy after cesarean delivery and 11.0%
received salpingectomy after vaginal delivery (23). A
2020 meta-analysis of 11 studies including 320,443 pa-
tients undergoing total salpingectomy or other methods
of sterilization at the time of cesarean delivery identified
no increase in surgical complication and a 6-minute
increase in operative time (24). A cohort study of
18,184 patients in British Columbia, Canada, published
in 2024 reported similar findings, with an 8-minute aver-
age increase in operative time without any clinically sig-
nificant difference in perioperative complications (25).
Limited available data also support the safety and feasi-
bility of salpingectomy compared with tubal ligation when
performed after vaginal delivery (26, 27).

The surgical risk associated with laparoscopic sal-
pingectomy as a standalone procedure for reduction of
ovarian cancer risk is also very low; a study of a cohort
of 7102 patients undergoing this procedure identified
a 0.7% rate of major perioperative complications,
defined as intensive care unit admission, return to the
operating room, in-hospital surgical complication, or re-
admission to the hospital (28). No perioperative deaths
were identified. A 2020 meta-analysis of five studies
comparing tubal ligation with salpingectomy for sterili-
zation, including but not limited to laparoscopic surgical
approach, found no significant difference in periopera-
tive outcomes (29). A 2024 multi-center randomized trial
concluded that perioperative outcomes from laparo-
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scopic salpingectomy are noninferior to laparoscopic
tubal ligation (30).

Based on the superior performance of salpingectomy
to other tubal procedures for ovarian cancer risk
reduction, with equivalent or improved success of
permanent contraception, minimally increased operative
time, decreased risk of ectopic pregnancy, and no
increased perioperative risk, ACOG recommends that
complete, bilateral salpingectomy is the pre-
ferred tubal procedure for patients desiring per-
manent contraception after shared decision
making. Partial salpingectomy is discouraged except
when complete salpingectomy is not safe or technically
feasible or if patients decline complete salpingectomy
after counseling. For example, some patients may be
willing to accept a potentially higher likelihood of techni-
cal inability to complete salpingectomy to allow for imme-
diate permanent contraception after vaginal birth. This
recommendation does not change separate guidance
related to contraceptive counseling, including the poten-
tial for long-acting reversible contraceptives and perma-
nent contraception through vasectomy in a male partner
(81, 32). However, contraceptive counseling should high-
light the cancer risk reduction associated with salpingec-
tomy, because patients who do not desire future
pregnancy may not be aware of this relevant benefit (33).

Salpingectomy at the Time of
Nongynecologic Abdominopelvic Surgery

Consideration of salpingectomy at the time of non-
gynecologic abdominopelvic surgery offers the opportu-
nity to reduce ovarian cancer risk in patients who are
already planning an intraperitoneal procedure, who do
not have coexisting gynecologic pathology, and who do
not desire future fertility. Salpingectomy is feasible at the
time of nongynecologic surgery and is likely to sub-
stantially and cost effectively reduce the risk of epithelial
ovarian cancer (18, 20, 33). ACOG therefore recom-
mends that obstetrician—gynecologists should
support other surgical specialists in offering sal-
pingectomy at the time of nongynecologic sur-
gery by providing counseling and technical
assistance as needed.

Support from gynecologic surgeons to nongyneco-
logic surgical specialists might include training, intra-
operative assistance, and collaborative counseling of
patients. Collaboration may be modeled on existing
cross-disciplinary relationships for the management of
malignancies and hereditary cancer syndromes. Specific
implementation protocols (eg, building capacity for non-
gynecologists to perform salpingectomy primarily vs
planned intraoperative consultation) should be tailored
to individual clinical care environments.
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Salpingectomy for the Primary Purpose of
Ovarian Cancer Risk Reduction

Based on existing data regarding ovarian cancer risk
reduction associated with the performance of salpingec-
tomy and the low perioperative risk with minimally
invasive approaches to salpingectomy, obstetrician-gy-
necologists, in dialogue with their patients, may consider
salpingectomy as a separate, or standalone, procedure
to reduce the risk of ovarian cancer in patients who do
not desire future pregnancy. However, further research is
needed to ascertain benefits and harms of salpingec-
tomy performed only as a standalone procedure for ovar-
ian cancer risk reduction in average-risk patients before
this approach can be recommended routinely; it is also
important to note that the age at which the procedure
would be performed requires further investigation based
on some data suggesting that the protective effect of
salpingectomy may decrease after menopause (22).

IMPLEMENTATION CONSIDERATIONS

This evidence-based CPU may represent a change in
practice for some clinicians. Future investigations should
assess dissemination of key evidence supporting the
option of salpingectomy to clinicians and to the public.
Additional outcomes should include accurate patient
counseling about salpingectomy during surgical decision
making and the effect of various approaches to imple-
menting salpingectomy on procedure frequency and
subsequent changes in ovarian cancer incidence.
Decreasing rates of partial salpingectomy and tubal
occlusive procedures might be selected for measures
of clinical care quality. Notably, in 2025, the code
Z740.82 was added to the International Classification of
Diseases, Tenth Revision to specify a surgical encounter
for removal of the fallopian tubes for ovarian cancer risk
reduction in a patient without genetic or familial risk fac-
tors. Clinical practices should approach assessment and
mitigation of barriers to the implementation of salpingec-
tomy systematically, ensuring that access to this poten-
tially life-saving procedure is prioritized (34). In patients
who would otherwise have reproductive potential, coun-
seling must clearly identify salpingectomy as resulting in
permanent contraception, and patients must be given
appropriate time to consider their reproductive plans
before surgery. Salpingectomy for the sole pur-
pose of cancer risk reduction should therefore
not be performed during emergent surgery that
would not otherwise result in permanent contra-
ception (eg, hysterectomy) (32). In particular, data
are needed on implementation of salpingectomy imme-
diately after vaginal birth given multi-level barriers to per-
manent contraception in this population (35). Because
one of these barriers is insurance coverage and reim-
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bursement, salpingectomy should be covered for contra-
ception and ovarian cancer risk reduction to decrease
disparities in access to this procedure. Finally, there is
uncertainty regarding the possible effect of salpingec-
tomy on long-term menstrual health; this should be clar-
ified through long-term patient follow-up (36). As always,
surgical plans should be the product of shared decision
making and individualized to patients’ preferences, val-
ues, and clinical circumstances (37).

USE OF LANGUAGE

ACOG recognizes and supports the gender diversity of
all patients who seek obstetric and gynecologic care. In
original portions of this document, authors seek to use
gender-inclusive language or gender-neutral language.
When describing research findings, this document uses
gender terminology reported by investigators. To review
ACOG’s policy on inclusive language, see https://www.
acog.org/clinical-information/policy-and-position-state-
ments/statements-of-policy/2022/inclusive-language.
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