
every social gathering of the PRF. The pride 
with which he shared the successes of his chil
dren, and the love he continually showed to his 
wife Carolyn has been an inspiration to all of 
us. He always put them first, even as his own 
health slowly ebbed away.

As PRF CFO, Damian served you, the pol
icyholders, above everything else. He guided 
you and the company through many tumultu
ous	years.	We	have	done	very	well	financially	
as a result of his dedication. I will miss the 
sage advice he always provided, but more than 
that, I will miss my friend. His seat at the table 
may be empty, but his memory and spirit will 
remain with me always. n

Dr. Lee is the president of Physicians Reim burse
ment Fund, Inc. 
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It is with the deepest sadness that I 
acknowledge the loss of one of my closest 
friends and colleagues . . . Dr. Damian 
Augustyn. Damian joined the board of 

PRF in 2000 and for over a decade supervised 
all of the financial aspects of our company as 
our CFO. Possessing an uncanny memory of 
past events, there was never a time that I 
couldn’t	count	on	Damian	to	clarify	any	ques
tion of fact or substance raised at one of our 
many, many board meetings. But above and 
beyond his remarkable mental acuity, Damian 
embodied all of the singular characteristics 
that set a “few above the rest.” His devotion to 
family, profound empathy for patients and 
their needs, and unshakable integrity and com
mitment to truth guided him in every dimen
sion of his personal and professional life. 

The generation of colleagues, residents, in
terns and students who had the privilege to 
learn under Damian’s tutelage will never forget 
the lessons and values he personified. Those of 

us who served with him on boards and com
mittees always had the satisfying assurance 
that, with Damian at the table, the interests of 
those we were serving would always come first. 
The past and present board members at PRF 
will always remember and share gratitude for 
his leadership.

Our hearts particularly go out to his chil
dren, Alex and Kathryn, as they grieve the loss 
of both of their parents during this terrible 
year. Damian’s dedication and commitment to 
his wife and children was clearly evident at 

Damian Augustyn, MD.

 “Those of us who served with him on boards and 
committees always had the satisfying assurance that, 
with Damian at the table, the interests of those we 
were serving would always come first.”
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Genetic Testing for Breast and Ovarian Cancer
By frederiCa S. lofquiST, md, faCog

Probably more than for any other med
ical specialty, genetic testing has been 
part of the riskmanagement land
scape of Obstetrics and Gynecology 

for decades. Genetic screening for fetal chro
mosomal abnormalities such as trisomy 21 has 
been available for a generation, while precon
ception carrier screening for cystic fibrosis and 
several hemoglobinopathies is now the standard 
of care. Expectations continue to rise with the 
advent of products offering “universal genetic 
testing” such as “23 and Me” and “Counsyl.” 

In 2009 the American College of Obstetrics 
and Gynecology expanded the window of med
ical professional responsibility by publishing the 
recommendation that “Evaluating a patient’s 
risk for hereditary breast and ovarian cancer 
syndrome should be a routine part of obstetric 
and gynecologic practice.” It is important to 
recognize that genetic testing is available for 
two well described breast and ovarian cancer 
risk syndromes: Hereditary Breast and Ovarian 
Cancer Syndrome (HBOC), linked to a muta
tion of the suppressor genes BRCA 1 or 2, and 
Lynch Syndrome (formerly known as heredi
tary nonpolyposis colorectal cancer or 
HNPCC).	Women	with	Lynch	syndrome	have	
an increased risk of cancer of the endometrium 
and ovaries as well as cancers of the GI tract. 
Guidelines for testing for these two syndromes 
have been set forth by numerous societies in
cluding the Society for Gynecologic Oncology, 
American College of Surgeons, and the Nation
al Comprehensive Cancer Network.

The incidence of HBOC and Lynch Syn
drome in the general population is between 1 
in 300 to 500. The carrier rate for HBOC is 
significantly higher in the Ashkenazi Jew and 
French Canadian populations where it is 1:40 
overall.	This	is	equivalent	to	the	carrier	rate	for	
Canavan’s disease, for which we routinely test 
prenatally. In an Ashkenazi individual with a 
family member as distant as a third degree rel
ative affected by either breast or ovarian can
cer, the carrier rate for a BRCA gene mutation 
is approximately 1 in 10.

One notable difference between the gene 
mutations for the familial cancer syndromes 
and other genetic disorders for which we rou
tinely test is that the BRCA and Lynchrelated 
mutations are carried and transmitted as auto
somal dominant traits with high penetrance. 

The incidence of breast cancer in BRCA muta
tion carriers is up to 87 percent, and the inci
dence of ovarian cancer is up to 46 percent. 
The Lynch Syndrome mutation carriers a life
time risk that approaches 82 percent for colon 
cancer, 60 percent for endometrial cancer, 12 
percent for ovarian cancer, and 13 percent for 
gastrointestinal cancers. In addition to the high 
lifetime cancer risk, mutation carriers tend to 
develop more aggressive cancers at significantly 
earlier ages than nonaffected individuals. 
Taking and recognizing a patient’s family histo
ry is a critical diagnostic step in the recognition 
of these hereditary cancer syndromes.

Given the differences in disease risk for 
gene mutation carriers linked to HBOC and 
Lynch Syndromes, the management recom
mendations for these individuals are markedly 
different than those for nonmutation carriers, 
even those with significant family cancer his
tories. Many medical society guidelines exist to 
summarize management strategies, but all in
clude intensive surveillance to enhance early 
detection of cancers as well as the option for 
preventive strategies including prophylactic 
mastectomy with reconstruction, prophylactic 
bilateral salpingooophorectomy, prophylactic 
hysterectomy, and prophylactic partial colecto
my. These options differ from those for other 
genetic disease carriers where the primary 
management strategies center on reproductive 
counseling to diagnose, and potentially avoid, 
an affected pregnancy.

Along with the availability of genetic tests, 
the legal protection for test results has expand
ed with strong protections at the state and fed
eral level. In California, laws protect individuals 
from discrimination in employment, health, 
disability and life insurability, and the Gina 
Law, passed in 2011, precludes discrimination 
for employment or health insurance based on 
the results of genetic testing at the federal level. 

In the context of risk management, delay 
in diagnosis of breast cancer is the most com
mon allegation in lawsuits filed against Ob/
Gyn’s, followed by suits involving delay in the 
diagnosis of uterine and ovarian cancer. 

The risk of malignancy in a patient present
ing with a breast mass is approximately 10 per
cent overall. The average delay of diagnosis in 
lawsuits against physicians is 18 to 24 months. 
The risk of cancer in a patient with a significant 

family history may in fact be similar to that of a 
patient presenting with symptoms, though with 
a different timeline. For example, approximate
ly one in 10 women with a family history that 
meets the guidelines for BRCA testing are ac
tually found to be positive for BRCA—which 
in turn carries a lifetime risk of breast cancer 
that approaches 90 percent.	Without	enhanced	
surveillance, such as early mammograms and 
routine breast MRI, the diagnosis of many of 
these cancers may be missed—particularly in 
young women below the age recommended for 
routine mammograms. 

Just as significantly, mutation carriers have 
a linked risk of ovarian cancer approaching 50 
percent. This risk may be missed altogether be
cause it may not be reflected directly in the 
family history. As family cancer risk identifica
tion and testing continues to become the stan
dard of care, missing the opportunity to identi
fy the high cancer risk of a potential gene mu
tation carrier (whether it be BRCA, Lynch or 
other syndromes yet to be defined) becomes a 
delay of diagnosis. Further, because of the op
tion for preventive strategies in mutation carri
ers, physicians may be forced to assume liabili
ty not just for failure to diagnose cancer early 
but also for failure to prevent cancer.

Clear documentation of patients’ risk fac
tors and documentation of communication 
with patients optimizes patient care and limits 
liability. Most experts agree that without a de
tailed	family	cancer	history	questionnaire	most	
patients at risk for genetic cancer syndromes 
will not be recognized. 

In summary, to do our best for our pa
tients and ourselves is to:
 ➤ Recognize that the identification of at

risk individuals is our responsibility.
 ➤	 Utilize	tools	that	will	allow	us	to	gather	

the detailed information we need to 
recognize family history patterns in a 
time effective way.

 ➤ Communicate the necessity of the test 
results for patient management.

 ➤ Clearly document those test results and 
management decisions. n

Dr. Lofquist, an obstetrician/gynecologist prac
ticing in San Francisco, is a PRF member and 
serves on the Education and Risk Management 
Committee.
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Who Should Have A Screening Breast MRI
By William goodSon iii , md

Because MRI is perhaps the most sen
sitive technology we have available to 
detect breast cancer, there is a temp
tation to think of MRI as the solution 

to all breast diagnostic situations. One result is 
an avalanche of radiology reports that suggest a 
breast MRI “if clinically indicated” without ref
erence to specific clinical guidelines. 

Breast MRI has a defined role in the care of 
women at increased risk for breast cancer be
cause when compared to mammograms and 
clinical breast exam, it identifies cancers that 
would otherwise be missed. In a sample of re
cent screening studies, MRI identified addition
al cancers after a negative mammogram in the 
contralateral breast of 2.9 to 5.4 percent of 
women with primary breast cancer, for 4 per
cent of women with history of chest radiation 
for treatment of other cancers, for 5.4 percent of 
women diagnosed with lobular carcinoma in 
situ, and for 1.1 to 1.4 percent of women with a 
genetic predisposition to breast cancer. In a sep
arate study of high-risk women, mammograms 
found as many cancers as MRI, but the MRI 
found the cancers at a smaller size and earlier 
stage. It is important to note that mammo-
grams and MRI are complementary. In each 
of these studies, mammograms also found 
cancers that were missed by MRI.

Based on these observations, several orga
nizations, including the American Cancer 
Society, the American College of Radiology, 
the American Society of Breast Surgeons, and 
the National Comprehensive Cancer Network, 

have published guidelines for use of MRI to 
screen for breast cancer in highrisk women. 
Highrisk groups for routine MRI breast 
screening include:
 ➤	 Women	predisposed	to	breast	cancer	by	

a BRCA 1 or 2 mutation
 ➤	 Women	predisposed	to	breast	cancer	by	

a PTEN (Cowden’s Syndrome) or a p53 
(LiFrameni Syndrome) mutation

 ➤	 Women	with	an	estimated	lifetime	risk	
of breast cancer of 20 percent or more 
by a standard risk model based on fam
ily history such as the Gail Model 

 ➤	 Women	with	previous	radiation	expo
sure of the breasts 

 ➤	 Women	with	a	previous	biopsy	with	
lobular carcinoma in situ or atypical 
ductal or lobular hyperplasia

MRI has not been recommended for gen
eral breast screening because of the high false
positive rate. Even in studies published from 
2010 through 2012, MRI was reported as ab
normal for about five times as many women as 
actually had breast cancer. MRI also misses 
cancer. In studies that report all cancers, in
cluding those found between screening tests, 
about 5 percent are diagnosed in the interval 
after a negative MRI.

“. . . when compared to mammograms and clinical 
breast exam, [breast MRI] identifies cancers that 
would otherwise be missed.”
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From a risk management perspective, 
California	recently	enacted	legislation	requir
ing radiologists “. . . to include in the summary 
of the written [mammogram] report that is 
sent to the patient a prescribed notice on 
breast density.” The law also states, “Nothing in 
this section shall be deemed to create a duty of 
care or other legal obligation beyond the duty 
to provide notice as set forth in this section.” 
The practical clinical dilemma is that while 
women will now receive this notice, there is, as 
yet, no good way to advise them on how to use 
this information.

One possibility is that patients will de
mand MRI screening because they have re

ceived notification that they have dense breasts 
on mammograms. Yet this is an untested op
tion. In fact, the only study I found that re
ported on MRI in women with dense breasts 
was confounded by the fact that all women in 
the study had an additional risk factor (e.g. 
family history) beyond mammographically 
dense breasts that would increase their breast 
cancer	risk.	While	a	study	using	breast	density	
as a criteria for MRI screening has just gotten 
underway in the Netherlands, there is no pub
lished information from that study as yet. 
Given the significant falsepositive rate of 
screening breast MRI—and the real possibility 
of unreliable reassurance from a falsely nega
tive study—this option should not be adopted 
before it has been tested. 

For the present, screening MRI should be 
used in accordance with guidelines offered by 
the various professional organizations cited 
above that suggest MRI screening for women 
at highrisk for breast cancer. At present there 
is no consensus about whether mammographi
cally dense breasts meet the threshold for MRI 
screening in women who do not have other 
risk factors. n

Dr. Goodson is a member of the Risk Manage
ment & Education Committee of Physicians 
Reimbursement Fund, Inc.
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Redesigned PRF Website Includes 
Many New Features

By june riley, mBa

PRF members in attendance at the 
May 16, 2012 Annual General Mem
ber ship Meeting may recall Dr. 
Katherine Gregory’s announcements 

regarding PRF’s website. Dr. Gregory and the 
PRF staff members have worked with web 
developers to improve the former website. In 
doing so, our objectives were to:

 ➤ Provide secure online submission of 
web forms, including applications and 
management reports.

 ➤ Provide online risk management edu
cation that offers PRF members CME 
credits. This program, which is in 
collaboration with ELM Exchange, is 
available on the website now. 

 ➤ Provide educational resources, such 
as the Risk Management Manual and 
links to other useful online resources.

 ➤ Include a “Member Only” section that 
offers PRF members the ability to: 

	 •	 Request	a	copy	of	current	
Declaration

	 •	 Update	contact	information	such	as	
address, phone number, etc.

	 •	 Get	premium	payment	information	
online regarding payments made 
and balance due (available in 2013)

	 •	 Make	premium	payments	online	
(available in 2013)

 ➤ Provide educational information about 
PRF and its policies. This includes, but 
is not limited to:

	 •	 What	Code	Green	is	and	how	it	
works

	 •	 Why	PRF	advocates	using	arbitra
tion agreements

	 •	 An	explanation	of	PRF’s	committees

	 •	 What	a	PRF	Member	should	do	
if served with a Summons and 
Complaint

	 •	 Online	access	to	current	and	past	
issues of PRF News

 The public section of the website can be 
accessed at http://www.prfrrg.com. To enter 
the Member Only section of the site, PRF 
members must register. The word “Register” is 
in the top, righthand corner of the Homepage. 
The following instructions outline the registra
tion process:

 1.  To get started, have your PRF policy 
number handy, and go to: http://prfrrg.

com/members/register. (Or click on the 
word “Register” on PRF’s homepage.) If 
you do not know your policy number, 
it can be found on your Declaration, or 
you can call the PRF office.

	 2.	 When	prompted	for	your	policy	num
ber, use the numbers before the dash 
only.  Do not include the dash or year. 
Your policy number can be seen at the 
top of your Declaration. For example: if 
your Declaration shows a policy num
ber of 8322012, your policy number 
is 832. The last four numbers simply 
indicate the year.

 3.  You will be prompted to fill out addi
tional account information and choose 
a password.

 4. Choose a password that is secure but 
memorable. You’ll need to remember 
it shortly after this step. Some people 
may prefer to write the password down 
before going to the next step.

 5.  You’ll receive an email with an activa
tion link; please click the link.

 6.  You’ll be prompted to activate your 
account by entering your email and the 
password you have chosen.

 7.  Once your account is activated, you’ll 
be prompted to log in with your email 
and password. To log in the first time, 
you’ll need to agree to the Terms of 
Service.

 8.  Congratulations! Once logged in, you 
may explore the many resources and 
tools provided. And you can always 

access the Member Only section by 
going to http://prfrrg.com/ and click
ing the link at the top right, or directly 
at: http://prfrrg.com/members.

If	any	issues	or	questions	arise,	please	don’t	
hesitate to contact us at info@prfrrg.com or 
(415) 9210498. Either June Riley or Soad 
Kader will be happy to assist you. Hint: your 
first name and your last name must appear 
exactly as they do on your Declaration.

The PRF Board of Directors and PRF staff 
members are very appreciative of the time and 
effort that Dr. Katherine Gregory put in to the 
development of the PRF website. Dr. Gregory’s 
vision has been the driving force behind creat
ing a website that is useful, userfriendly and 
educational. The website will continue to be a 
“workinprogress.” Any comments or sugges
tions for improvement from PRF members will 
be seriously taken into consideration and im
plemented if feasible. n

June Riley is executive director of PRF.

“The PRF Board of Directors and PRF staff members 
are very appreciative of the time and effort that Dr. 
Katherine Gregory put in to the development of the 
PRF website.”


