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Abstract

Background: To help BRCA1 and 2 mutation carriers make informed decisions regarding use of combined-type oral contracep-
tive preparation (COCP), absolute risk-benefit estimates are needed for COCP-associated cancer. Methods: For a hypothetical
cohort of 10 000 women, we calculated the increased or decreased cumulative incidence of COCP-associated (breast, ovarian,
endometrial) cancer, examining 18 scenarios with differences in duration and timing of COCP use, uptake of prophylactic sur-
geries, and menopausal hormone therapy. Results: COCP use initially increased breast cancer risk and decreased ovarian and
endometrial cancer risk long term. For 10 000 BRCA1 mutation carriers, 10 years of COCP use from age 20 to 30 years resulted
in 66 additional COCP-associated cancer cases by the age of 35 years, in addition to 625 cases expected for never users. By the
age of 70 years such COCP use resulted in 907 fewer cancer cases than the expected 9093 cases in never users. Triple-negative
breast cancer estimates resulted in 196 additional COCP-associated cases by age 40 years, in addition to the 1454 expected.
For 10 000 BRCA2 mutation carriers using COCP from age 20 to 30 years, 80 excess cancer cases were estimated by age 40 years
in addition to 651 expected cases; by the age of 70 years, we calculated 382 fewer cases compared with the 6156 cases
expected. The long-term benefit of COCP use diminished after risk-reducing bilateral salpingo-oophorectomy followed by
menopausal hormone therapy use. Conclusion: Although COCP use in BRCA1 and BRCA2 mutation carriers initially increases
breast, ovarian, and endometrial cancer risk, it strongly decreases lifetime cancer risk. Risk-reducing bilateral salpingo-
oophorectomy and menopausal hormone therapy use appear to counteract the long-term COCP-benefit.

In the general population, use of combined-type oral contracep-
tive preparations (COCP) greatly reduces the risks of ovarian
and endometrial cancer compared with never users (typical

relative risk [RR] ¼ 0.50) (1,2). In contrast, current COCP use is as-
sociated with a small increased risk of breast cancer (RR¼ 1.17-
1.27) (3-6). The increases and decreases in relative risk are
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amplified with longer durations of COCP use and attenuate after
stopping COCP use (1-6).

Carriers of pathogenic BRCA1 and BRCA2 mutations are at high
lifetime risk of developing breast and/or ovarian cancer. To help
BRCA1 and BRCA2 mutation carriers make informed decisions re-
garding COCP use, absolute cancer risk-benefit estimates are
needed, specifically for breast, ovarian, and endometrial cancer.

Methods

Statistical Analysis

For a hypothetical cohort of 10 000 BRCA1 or BRCA2 mutation
carriers, we used lifetable methods to estimate the absolute
risks and benefits of COCP use with respect to breast, ovarian,
and endometrial cancer cumulative incidence. Absolute and
age-specific COCP-associated increases (or decreases) of cumu-
lative incidences throughout life were calculated for each can-
cer type by subtracting the age-specific cumulative incidence
among nonusers of COCP (¼ absolute background incidence)
from the cumulative incidence among COCP users. We summed
the age- and cancer-specific increased and decreased cumula-
tive incidences of the 3 cancer types to calculate the overall
risk-benefit outcome.

We examined 18 scenarios (A-R; see Table 1) with varying du-
ration of COCP use (continuous use: 5, 10, and 15 years; 10-year
interrupted use: 5-year use, 5-year no use, and 5-year use), age at
first COCP use (age at start 15 or 20 years) and uptake of prophy-
lactic surgeries (no prophylactic surgery, only risk-reducing bilat-
eral salpingo-oophorectomy [RRSO] at age 40 years, both risk-
reducing bilateral mastectomy [RRM] and RRSO at age 40 years,
or RRM at age 30 years and RRSO at age 40 years). By definition,
there was no loss to follow-up during COCP use. For all scenarios,
the reference group consisted of non-COCP users.

The absolute cumulative incidence estimates were derived
from 1) incidence rates of breast, ovarian, and endometrial can-
cer in BRCA1 and BRCA2 mutation carriers; 2) survival rates of
breast, ovarian, and endometrial cancer; 3) competing mortality
due to death from other causes; and 4) relative risks for the

associations between COCP use and risks of breast, ovarian, and
endometrial cancer. The risk-benefit calculation is explained in
detail in the Supplementary Methods (available online).

Model Parameters

Age-specific breast and ovarian cancer incidence rates for mu-
tation carriers were estimated using data from the BRCA1 and
BRCA2 Cohort Consortium [personal communication AC
Antoniou (7)], adjusted for the underlying exposure to COCP use
(Supplementary Table 1, available online). For endometrial can-
cer, we used national incidence rates from the Netherlands
Cancer Registry, because there is no convincing evidence of an
increased risk in mutation carriers yet (8). For survival after
breast, ovarian, and endometrial cancer, we used data for the
Dutch general population, stratified on age at diagnosis and
time since diagnosis (8). The population at risk decreased during
follow-up, because of ovarian cancer mortality in the calcula-
tions for breast and endometrial cancer and because of mortal-
ity from breast cancer in the calculations for ovarian and
endometrial cancer, based on BRCA1-, BRCA2-, and COCP-
specific breast and ovarian cancer incidences and correspond-
ing survival rates (Supplementary Table 2, available online). For
the decreasing population at risk due to other causes of death
during follow-up, we used age-specific mortality rates from the
Dutch general population, excluding the mortality of breast,
ovarian, and endometrial cancer [2011-2015; Statistics
Netherlands (9); Supplementary Table 3, available online].

Observed associations (measured in terms of relative risk)
between COCP use and risks of breast and ovarian cancer do not
appear to differ between mutation carriers and women in the
general population (10,11). Therefore, we applied relative risks
derived from meta-analyses of studies in the general population
(1-6). For breast cancer, we conducted a new meta-analysis on
all studies that were large enough to examine the interaction
between recency and duration of COCP use and risk of breast
cancer (1-6,10,11) (current use, duration <7 years: RR¼ 1.17; cur-
rent use, duration �7 years: RR¼ 1.27; <5 years ago: RR¼ 1.14;
�5 years ago, RR¼ 1.11; see Supplementary Methods, available

Table 1. Scenarios for absolute risk calculations, varying duration, and age at first use of oral contraceptive preparations (COCP) and uptake of
prophylactic surgeries by 10 000 BRCA1 and 10 000 BRCA2 mutation carriersa

Scenario COCP duration Age at COCP use, y Age at RRM, y Age at RRSO, y

A 5 y continuous 20-24 No surgery No surgery
B 10 y continuous 20-29 No surgery No surgery
C 10 y interrupted 20-24 and 30-34 No surgery No surgery
D 10 y continuous 15-24 No surgery No surgery
E 15 y continuous 15-29 No surgery No surgery
F 5 y continuous 20-24 No surgery 40
G 10 y continuous 20-29 No surgery 40
H 10 y interrupted 20-24 and 30-34 No surgery 40
I 10 y continuous 15-24 No surgery 40
J 15 y continuous 15-29 No surgery 40
K 5 y continuous 20-24 40 40
L 10 y continuous 20-29 40 40
M 10 y interrupted 20-24 and 30-34 40 40
N 10 y continuous 15-24 40 40
O 5 y continuous 20-24 30 40
P 10 y continuous 20-29 30 40
Q 10 y interrupted 20-24 and 30-34 30 40
R 10 y continuous 15-24 30 40

aCOCP¼ combined-type oral contraceptive preparations; RRM ¼ risk-reducing bilateral mastectomy; RRSO ¼ risk-reducing bilateral salpingo-oophorectomy.
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online). For ovarian and endometrial cancer, we used the find-
ings of the Collaborative Group on Epidemiological Studies of
Ovarian Cancer and the Collaborative Group on Epidemiological
Studies of Endometrial Cancer, respectively, showing a risk re-
duction that was larger and lasted longer with longer durations
of COCP use (Supplementary Table 4, available online). We fur-
ther assumed that the relative risks of the 3 types of cancer are
independent.

In many Western countries, the majority (70%-75%) of BRCA1
and 2 carriers nowadays opt for RRSO between ages 35 and
40 years, after childbearing is completed. We assumed that
RRSO reduced the incidence of ovarian cancer in the years after
RRSO by 80% (12). Furthermore, we assumed that RRSO did not
reduce breast cancer incidence in BRCA1 mutation carriers,
whereas RRSO reduced the risk by 50% from 5 years after RRSO
in BRCA2 mutation carriers (13).

Compared with the uptake of RRSO, the uptake of RRM for
BRCA1 and 2 mutation carriers is much lower (2.7%-36.6%) and
varies widely between countries (13). In the risk-benefit calcula-
tions including the uptake of an RRM, the incidence of breast
cancer for BRCA1 and BRCA2 mutation carriers was reduced by
95% in the years following the RRM (14). We assumed that ovar-
ian cancer incidence was not altered following an RRM and the
risk of endometrial cancer was not affected by the uptake of
RRSO or RRM.

Sensitivity Analyses

Sensitivity analyses included scenarios accounting for 1) use of
menopausal hormone therapy following RRSO; 2) assuming a
different COCP-association for triple-negative breast cancer
(TNBC; BRCA1); 3) absolute cumulative risk-benefit calculation
of mortality; 4) uptake of hysterectomy together with RRSO; 5)
no breast cancer risk reduction following RRSO (BRCA2) (15-17);
6) a larger ovarian cancer risk reduction after RRSO (18); and 7)
improved BRCA1- and BRCA2-specific breast and ovarian cancer
survival (19,20).

Sensitivity analysis 1 included scenarios with 5- or 10-year
menopausal hormone therapy use (estrogen and progestogen
[Eþ P], estrogen only [E-only], and tibolone) following RRSO.
Relative risks were based on associations reported for the general
population (21-24) (Supplementary Table 5, available online).

Breast tumors of BRCA1 mutation carriers are often TNBC
(25). In a meta-analysis for the general population, Li et al. (26)
showed that the odds ratio (OR) for COCP (ever/never) compar-
ing TNBC with other breast cancer subtypes was 1.31 (95% confi-
dence interval [CI] ¼ 1.18 to 1.45). We used this estimate for
sensitivity analysis 2.

For sensitivity analysis 3, we expanded the absolute cumula-
tive incidence model to a mortality model, where mortality is
estimated by multiplying the numbers of breast, ovarian, and
endometrial cancer cases per 5-year age category by cancer-
and survival time-specific rates.

Results

Main Results

For a hypothetical cohort of 10 000 BRCA1 mutation carriers,
10 years of continuous COCP use (no prophylactic surgeries; sce-
nario B) resulted in 99 additional cases of breast cancer by age
35 years, in addition to the 572 cases expected for women with
no COCP use (Figure 1). In contrast, by age 35 years, 32 fewer

cases of ovarian cancer occurred in 10 000 BRCA1 mutation car-
riers with 10 years of COCP use (20-30 years) compared with the
52 expected cases with no COCP use. No case of endometrial
cancer was expected for women aged 35 years, irrespective of
their COCP use. Taken together, by age 35 years, a maximum of
66 additional cases of COCP-associated cancers occurred com-
pared with the 625 expected for women with no COCP use. From
age 35 years onward, the excess number of cancers associated
with COCP use decreased and became a deficit of cancers. By
age 70 years, 907 fewer COCP-associated cancers occurred com-
pared with 9093 expected cases for women with no COCP use
(Figures 1 and 2).

Because of the underlying differences in cancer incidence, the
maximum increased and decreased cumulative incidences due to
COCP use shifted to older ages for BRCA2 mutation carriers com-
pared with BRCA1 mutation carriers. For BRCA2 mutation carriers,
a maximum of 80 additional COCP-associated cancer cases oc-
curred at age 40 years compared with the 651 cases expected for
women with no COCP use (Figures 1 and 2). By age 70 years, 382
fewer cancers occurred compared with an expected number of
6156 for the 3 cancer sites for women with no COCP use.

For comparison, for women in the general population, 5 ad-
ditional COCP-associated cancer cases occurred in COCP users
by age 40 years, compared with the 71 expected in nonusers
(Figure 1). By age 70 years, 55 fewer cases occurred in COCP
users compared with the 1021 expected.

The most prevalent patterns of COCP use of Dutch BRCA1
and BRCA2 mutation carriers (27) are 10 years of COCP use at 20-
30 years combined with prophylactic surgeries (scenarios G, L,
P). The maximum additional number of COCP-associated can-
cers had the same magnitude and timing after prophylactic sur-
geries, if these took place at age 40 years (scenarios G and L; see
Figures 3 and 4; Supplementary Figure 1, available online). In
the longer term, the uptake of RRSO at age 40 years reduced the
risk of ovarian cancer and, thereby, decreased the benefits from
COCP use. For BRCA1 mutation carriers, COCP use followed by
an RRSO at age 40 years resulted in 324 fewer COCP-associated
cancer cases than the 6762 expected among women with no
COCP use (scenario G), COCP use followed by RRSO and RRM at
age 40 years decreased incidence by 332 cases (2688 expected;
scenario L), and COCP use not followed by prophylactic surger-
ies (scenario B) led to a deficit of 907 cases (9093 expected). For
BRCA2 mutation carriers, 73 fewer COCP-associated cancer
cases occurred (3408 expected for women who never used
COCP) when COCP use was followed by RRSO at age 40 years
(scenario G). An RRM at age 40 years in addition to the RRSO did
not change the estimates (61 fewer cases than 1287 expected
with no COCP use; scenario L). For comparison, COCP use with
no prophylactic surgery (scenario B) decreased the incidence of
COCP-associated cancer by 382 cases (6156 expected without
COCP use). An RRM at age 30 years (scenario P) resulted in a
smaller maximum increase of COCP-associated cancer cases
(BRCA1: �45, expected without COCP use: 187; BRCA2: �22,
expected without COCP use: 97) and a larger decrease (BRCA1:
<440, expected without COCP use: 1818: BRCA2: <122, expected
without COCP use: 791) of COCP-associated cancer cases.

The pattern that COCP use increased the absolute cumula-
tive incidence in the early years following COCP use, but de-
creased the long-term risks, was qualitatively similar for other
scenarios in which the duration of use and age at first COCP use
were varied (Figures 3, B, and 4, B; Supplementary Figure 2 and
Supplementary Tables 7 and 8, available online). For a longer
duration of COCP use and for first use at older ages, both the ab-
solute increased cumulative incidences in the early years
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Figure 1. Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer per 10 000 women (general population, BRCA1 and BRCA2

mutation carriers, attributable to 10 years of continuous COCP use starting at age 20 years with no uptake of prophylactic surgeries (scenario B). The numbers in the

chart do not always add up because of rounding. COCP ¼ combined-type oral contraceptive preparations. aThese are the values displayed in Figures 3 (BRCA1) and 4

(BRCA2).
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following COCP use and the absolute decreased long-term inci-
dences were larger. In all scenarios, prophylactic surgeries re-
duced the long-term benefit of COCP use.

The breast cancer risk difference attributable to COCP use in-
creased throughout life, even many years after stopping COCP use
(eg, BRCA1: from 202 cases by age 60 years to 293 cases by age 70
years; Figure 1). This increase was caused by the extra person-
years for COCP users because of the COCP-associated protection
against ovarian cancer (age-group 65-70 years: hypothetical cohort
at risk for breast cancer in the nonuser group 2969 women vs 3397
women in the COCP-user group; scenario B; data not shown).

Sensitivity Analyses

With regard to hormone therapy (HT) after RRSO, 10 years of HT
use (age 40-51 years; EþP, E-only, or tibolone) not only

counteracted the long-term benefit of 10-year COCP use but also
substantially increased the absolute long-term COCP-associated
cancer incidence compared with no COCP and no HT use
(Table 2; sensitivity analysis 1). Among 10 000 women, 10-year
COCP use followed by RRSO resulted in 324 (BRCA1) and 73
(BRCA2) fewer cases diagnosed throughout life (scenario G;
expected without COCP use: BRCA1¼ 6762, BRCA2¼ 3408).
However, if COCP use was followed by RRSO and 10-year EþP
HT use, then 1586 (BRCA1) and 970 (BRCA2) additional COCP-
associated cancer cases occurred throughout life. If RRSO was
followed by 10-year E-only (þhysterectomy) HT use, 853 (BRCA1)
and 533 (BRCA2) additional COCP-associated cancer cases oc-
curred; after 10-year tibolone use, 1010 (BRCA1) and 614 (BRCA2)
additional COCP-associated cancer cases occurred. With 5-year
HT use, the long-term absolute increased risk was smaller but
still cancelled out the benefit of 10-year COCP use.

Figure 2. Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer per 10 000 BRCA1 (A) or BRCA2 (B) mutation carrier, attribut-

able to 10-year continuous COCP use and no prophylactic surgeries and stratified by type of cancer. COCP ¼ combined-type oral contraceptive preparations; RRM ¼
risk-reducing bilateral mastectomy; RRSO ¼ risk-reducing bilateral salpingo-oophorectomy.
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Breast tumors of BRCA1 mutation carriers are often TNBC
(25). Using TNBC-specific relative risk estimates for 10-year
COCP use by 10 000 BRCA1 mutation carriers, we found an early
increase of cumulative incidence of 196 cases by age 40 years
(1454 expected), and we estimated 821 fewer cases by age
70 years (9093 expected) (see Table 2; scenarios B and G, sensi-
tivity analysis 2).

Absolute COCP-associated cumulative mortality from breast,
ovarian, and endometrial cancer showed similar patterns as the
COCP-associated cumulative incidence of these tumor types
(Table 2; sensitivity analysis 3). However, both risks and benefits
following COCP use were delayed by 10 years and of smaller
magnitude (Table 2; sensitivity analysis 3). Following 10 years of
COCP use, the maximum number of additional deaths was 4
(BRCA1; expected 21) and 6 (BRCA2; expected 40). In the long
term, the number of deaths was decreased by 681 (BRCA1; no
prophylactic surgery), 203 (BRCA1; RRSO at age 40 years), 277
(BRCA2; no prophylactic surgery), and 42 (BRCA2; RRSO at age
40 years).

The results of the remaining sensitivity analyses were virtu-
ally similar to the results of the main analyses (Table 2; sensitiv-
ity analyses 4-7).

Discussion

Our life table model, applied on a hypothetical cohort of 10 000
BRCA1 and BRCA2 mutation carriers, showed that COCP use ini-
tially increased breast cancer risk and decreased ovarian and
endometrial cancer risk long-term. For breast, ovarian, and en-
dometrial cancer combined, a substantial long-term decrease of
the absolute cumulative incidence was estimated for COCP
users compared with women who never used COCP. However,
at young ages, an increase of the absolute cumulative incidence
of the COCP-associated cancers was observed, which was attrib-
utable to an early increase of COCP-associated breast cancer
risk. For BRCA1 mutation carriers, by age 35 years we estimated
a maximum increase of 1 extra COCP-associated cancer case
per 152 women who used COCP between ages 20 and 30 years.
For BRCA2 mutation carriers, COCP use caused a greater short-
term increased incidence (1 extra cancer case per 125 women by
age 40 years for COCP use at 20-30 years), COCP use became pro-
tective at a later age and was less beneficial throughout life
than for BRCA1 mutation carriers. For both BRCA1 and BRCA2
mutation carriers, durations of COCP use longer than 10 years
and COCP use at ages older than age 30 years resulted in larger

A

Figure 3. Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer attributable to COCP use per 10 000 BRCA1 mutation carriers.

A) Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer per 10 000 BRCA1 mutation carriers, attributable to 10 years COCP

use at age 20 years, varying uptake of prophylactic surgeries. B) Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer per

10 000 BRCA1 mutation carriers, attributable to COCP use, varying both use of COCP and uptake of prophylactic surgeries. The numbers in the chart do not always add

up because of rounding. COCP ¼ combined-type oral contraceptive preparations; RRM ¼ risk-reducing bilateral mastectomy; RRSO ¼ risk-reducing bilateral salpingo-

oophorectomy. aThese are the values displayed in Figure 3, B.
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short-term increases and long-term decreases of the cumula-
tive cancer incidence. As expected, RRSO, which is associated
with a substantial reduction of ovarian cancer risk, markedly re-
duced the long-term benefit of COCP use. If, in practice, HT use
followed RRSO, the joint COCP and HT effect considerably in-
creased cancer risk throughout life.

To our knowledge, this is the first modeling study in BRCA1
and BRCA2 mutation carriers weighing the absolute increase
and decrease of the cumulative breast, ovarian, and endome-
trial cancer risk associated with use of COCP, using various real-
istic scenarios. Scenarios differed with respect to timing and
duration of COCP use and uptake of prophylactic surgeries
(RRSO, RRM, or both). We aimed to present the results of the

model including the most likely parameters and assumptions.
The uncertainties were evaluated with various sensitivity anal-
yses. The assumption that the relative risks of breast, ovarian,
and endometrial cancer associated with COCP use represent
causal relationships could not be evaluated in this modeling
study.

The existing literature does not show clear evidence that rel-
ative risks of breast, ovarian, and endometrial cancer associated
with COCP use differ for BRCA1 and BRCA2 mutation carriers
and women in the general population (10,11,28). Therefore, in
our BRCA models, we used relative risks reported for the general
population. As BRCA1 mutation carriers often develop TNBC
(25), we conducted sensitivity analysis 1 using the TNBC-

B

Figure 3. Continued
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specific relative risks of greater magnitude. Results showed that
1 extra cancer case per 51 BRCA1 mutation carriers, which uses
COCP between ages 20 and 30 years, would occur by age
40 years. Thus, the estimated 1 extra cancer per 152 women,
according to our standard approach, may represent an underes-
timation. Clearly, more prospective research on COCP-
associated risk of breast cancer subtypes is needed, especially
in young mutation carriers during ages when COCP is used.

To evaluate the uncertainty of the relative risks, we repeated
the calculations using the lower and upper limits of the 95% confi-
dence interval of the relative risk estimates of COCP use and the
risks of breast, ovarian, and endometrial cancer, respectively. From
the 36 combinations possible, we took the most unfavorable one
(the largest risk-increasing effect and the smallest risk-decreasing
effects) and the most favorable one (the smallest risk-increasing ef-
fect with the largest risk-decreasing effects). Our standard ap-
proach showed an increased cumulative risk of the COCP-
associated cancers of 66 additional cases at age 35 years for scenar-
ios B and G (BRCA1). The most favorable and most unfavorable
combinations of relative risk estimates result in a range of 19 fewer
to 138 additional cases at age 35 years. For BRCA2 mutation car-
riers, the increased cumulative risk of the COCP-associated cancers

was 80 additional cases at age 40 years according to our standard
approach, with a range of 6-124 at age 40 years using the most fa-
vorable and most unfavorable combinations of relative risk esti-
mates. However, this range should not be interpreted as a 95%
confidence interval.

In our life table method, we used Dutch general population
reference rates for endometrial cancer, because there is no clear
evidence of an increased risk in mutation carriers (8,9). The
background risk of endometrial cancer in Europe (cumulative
incidence by age 75 years: Netherlands ¼ 1.6%, United Kingdom
¼ 1.8%, France ¼ 1.4%) and Australia (cumulative risk ¼ 1.5%)
(29) is lower than in the United States (cumulative risk ¼ 2.4%),
most probably because of a higher body mass index in the
United States (30) [mean: Netherlands ¼ 25.1 kg/m2, United
States ¼ 28.7 kg/m2 ; 2011-2015 (31)]. Therefore, in our absolute
risk calculation, the contribution of endometrial cancer
decreases because COCP use was minimal and will be some-
what larger in the United States.

For the general population, several studies examined the ab-
solute risk-benefit of COCP comparing the attributable risk of
COCP use on lifetime cancer risk in Western countries (32-38).
Studies that evaluated the risk-benefit throughout life

A

Figure 4. Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer attributable to COCP use per 10 000 BRCA2 mutation carriers.

A) Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer per 10 000 BRCA2 mutation carriers, attributable to 10 years of

COCP use at age 20 years, varying uptake of prophylactic surgeries. B) Increased or decreased absolute cumulative incidence of breast, ovarian, and endometrial cancer

per 10 000 BRCA2 mutation carriers, attributable to COCP use, varying both use of COCP and uptake of prophylactic surgeries. The numbers in the chart do not always

add up because of rounding. COCP ¼ combined-type oral contraceptive preparations; RRM ¼ risk-reducing bilateral mastectomy; RRSO ¼ risk-reducing bilateral sal-

pingo-oophorectomy. aThese are the values displayed in Figure 4, B.
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concluded that before age 35-40 years the fraction of cancer
cases attributable to COCP use was slightly increased, whereas
lifetime cancer risk after COCP use was reduced. This pattern
was comparable to our results for the general population
(Figure 1). The Centers for Disease Control and Prevention (CDC)
(34) also estimated the risk-benefit of COCP use for BRCA1 and 2
mutation carriers. For a mean 5 years of COCP use at age 20-
24 years, the CDC found larger long-term benefits (�917 cases
[BRCA1] and �403 cases [BRCA2] per 10 000 women) than esti-
mated in the present study (�640 cases [BRCA1] and �247 cases

[BRCA2]; scenario A). Differences with our results for the muta-
tion carriers may be explained by the fact that the CDC consid-
ered fixed effects of COCP use and by the larger contribution of
endometrial cancer (see previous paragraph) (34).

The most important indication for COCP use is to prevent
unwanted pregnancies. BRCA1 and 2 mutation carriers and their
clinicians have to judge what increased COCP-associated cancer
risk is acceptable. In our risk-benefit estimations, the burden
from breast, ovarian, and endometrial cancer was equally
weighted. However, in terms of the impact on quality of life,

B

Figure 4. Continued
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social impact, and costs to health systems, other options may
be preferable. For thrombosis [cumulative incidence 20 per
10 000 per 10-year use (39)], an absolute increased incidence of
around 85 per 10 000 during 10-year COCP use containing deso-
gestrel, gestoden, and drospirenon was reason to prioritize a
levonorgestrel-containing COCP [increased risk around 40 per
10 000 women during 10-year COCP use (39)]. The increased risk
of cancer per 10 000 women (BRCA1: 66 cases, age 35 years;
TNBC-specific: 196 cases, age 40 years; and BRCA2: 80 cases, age
40 years) for 10 years of COCP use (at ages 20-30 years) may or
may not be judged differently against the already high back-
ground risk for BRCA mutation carriers who did not use COCP
(cumulative risk of breast, ovarian, and endometrial cancer of
625 at age 35 years, 1454 at age 40 years [BRCA1], and 651 at age
40 years [BRCA2] per 10 000 women), compared with women in
the general population (5 additional cancer cases after COCP
use at age 20-30 years, whereas 71 cases were expected for
women who never used COCP; Figures 2-4).

To conclude, COCP use by BRCA1 and 2 mutation carriers
appears to reduce the combined breast, ovarian, and endome-
trial cancer long-term risk. However, this long-term benefit is
preceded by an increased cumulative COCP-associated cancer
incidence, implying 1 extra COCP-associated cancer diagnosis
per 50-150 women for 10 years of COCP use. The temporal in-
creased risk is higher for durations of use longer than 10 years
and for use at ages older than 30 years. The long-term benefit is
much smaller after RRSO and is canceled out by 5 or more years
of HT use following RRSO.
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