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Abstract 

Background: Currently, there are no FDA approved screening tools for detecting early stage ovarian cancer in the 
general population. Development of a biomarker-based assay for early detection would significantly improve the 
survival of ovarian cancer patients.

Methods: We used a multiplex approach to identify protein biomarkers for detecting early stage ovarian cancer. 
This new technology  (Proseek® Multiplex Oncology Plates) can simultaneously measure the expression of 92 proteins 
in serum based on a proximity extension assay. We analyzed serum samples from 81 women representing healthy, 
benign pathology, early, and advanced stage serous ovarian cancer patients.

Results: Principle component analysis and unsupervised hierarchical clustering separated patients into cancer versus 
non-cancer subgroups. Data from the  Proseek® plate for CA125 levels exhibited a strong correlation with current 
clinical assays for CA125 (correlation coefficient of 0.89, 95% CI 0.83, 0.93). CA125 and HE4 were present at very low 
levels in healthy controls and benign cases, while higher levels were found in early stage cases, with highest levels 
found in the advanced stage cases. Overall, significant trends were observed for 38 of the 92 proteins (p < 0.001), 
many of which are novel candidate serum biomarkers for ovarian cancer. The area under the ROC curve (AUC) for 
CA125 was 0.98 and the AUC for HE4 was 0.85 when comparing early stage ovarian cancer versus healthy controls. In 
total, 23 proteins had an estimated AUC of 0.7 or greater. Using a naïve Bayes classifier that combined 12 proteins, we 
improved the sensitivity corresponding to 95% specificity from 93 to 95% when compared to CA125 alone. Although 
small, a 2% increase would have a significant effect on the number of women correctly identified when screening a 
large population.

Conclusions: These data demonstrate that the  Proseek® technology can replicate the results established by conven-
tional clinical assays for known biomarkers, identify new candidate biomarkers, and improve the sensitivity and speci-
ficity of CA125 alone. Additional studies using a larger cohort of patients will allow for validation of these biomarkers 
and lead to the development of a screening tool for detecting early stage ovarian cancer in the general population.
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Background
Ovarian cancer is the 5th leading cause of cancer deaths 
in women in the U.S. [1]. Early detection is the key to 
increased survival of patients, however, a screening tool 

that is adequately sensitive and specific for use in the 
general population has yet to be developed [2]. A need 
also exists for a reliable diagnostic method to distinguish 
between a benign mass and ovarian cancer [3].

For decades, researchers have been searching for pro-
tein biomarkers that can be incorporated into clinical 
tests to detect early stages of human cancers [4, 5]. In 
ovarian cancer, only a few biomarkers stand out, namely 
CA125 and HE4, which are currently approved by the 
FDA for monitoring recurrence of ovarian cancer [6–9]. 
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These two biomarkers are not adequately sensitive or 
specific by themselves to screen the general population 
of women for ovarian cancer. A statistical method was 
developed to measure longitudinal changes in CA125 
levels, and screening trials have recently been performed 
in which the risk of ovarian cancer algorithm has been 
used in combination with transvaginal ultrasound [10–
12]. These trials showed an excellent specificity and posi-
tive predictive value in women with an average risk of 
ovarian cancer, and fared better than using a single cut-
off for CA125 [13].

Over the decades, many groups have worked on the 
identification of ovarian cancer biomarkers. We and 
others have published hundreds of potential biomark-
ers identified by genomic and proteomic techniques, 
validated the findings, developed ELISAs, and screened 
sera…one biomarker at a time [5, 14–20]. Simultane-
ously screening dozens of biomarkers in a multiplex 
assay might improve the sensitivity and specificity to the 
extent that the assay could reasonably be used to screen 
an asymptomatic general population for early stage 
cases. For example, Trabert et  al. [21] analyzed serum 
samples from women who later developed ovarian can-
cer on the Prostate, Lung, Colorectal, and Ovarian Can-
cer (PLCO) Screening Trial. They examined the levels of 
60 immune and inflammation markers using Luminex 
bead-based commercial assay panels and found four pro-
teins (C-reactive protein, interleukin-1α, interleukin-8, 
and tumor necrosis factor-α) were associated with an 
increased risk of subsequently developing ovarian can-
cer. Studies such as these suggest that it may be possible 
to identify a subset of biomarkers that detect the early 
stages of ovarian cancer at an acceptable rate for popula-
tion screening.

In this study, we used technology developed by OLink 
Bioscience (Uppsala, Sweden), in which 92 cancer-related 
protein biomarkers are simultaneously quantified based 
on the proximity extension assay (PEA) [22–24]. This 
innovative technology combines the sensitivity of the 
polymerase chain reaction (PCR) with the specificity of 
antibody-based detection methods, allowing multiplex 
biomarker detection and high throughput quantification 
with similar assay precision to other multiplex detec-
tion methods [22–24]. The  Proseek® Multiplex Oncol-
ogy Iv2 panel of cancer-related proteins encompasses 92 
proteins that have been shown to be elevated in a variety 
of cancers. In particular, the panel contains CA125 and 
HE4, as well as 90 other cancer-related protein mark-
ers, including several that have been linked to ovarian 
cancer, such as ERBB2 [25, 26], ERBB3 [27], ERBB4 [28], 
vascular endothelial growth factor receptor (VEGFR) 
2 [29], midkine [30–33], kallikrein 6 [34], kallikrein 11 
[35], folate receptor-alpha [36], interleukin-6 [37–40], 

and transforming growth factor-alpha [41].  Proseek® 
Multiplex Oncology I plates were recently used to iden-
tify a panel of biomarkers for the detection of early stage 
colorectal cancers [42, 43], while other studies have used 
 Proseek® plates for the discovery of bladder cancer bio-
markers [44].

In this study, we report the first use of the  Proseek® 
Multiplex technology to determine its feasibility as a 
means to identify candidate biomarkers for early stage 
serous ovarian cancer. By using a multiplex approach in 
which 92 oncology-related proteins can be tested simul-
taneously, we set out to identify biomarkers that can be 
used in combination with CA125 and HE4 to develop 
a highly sensitive and specific assay for the detection of 
early stage ovarian cancer. This study focuses on high 
grade serous ovarian cancer, since it is the most prevalent 
and deadly subtype of ovarian cancer [45].

Methods
Serum samples
Blood samples were obtained by the University of Min-
nesota Tissue Procurement Facility staff with approval by 
the University of Minnesota Institutional Review Board 
under Protocol 0407M62504. After signing the consent 
form, blood was collected immediately before surgery 
from women with an abdominal mass suspected to be 
ovarian cancer (for the cases of benign ovarian disease, 
early stage ovarian cancer, and late stage ovarian cancer) 
or from women with benign non-gynecological health 
conditions (to serve as “healthy controls”) (e.g. eye sur-
gery, hernia repair, hip replacement, and gall bladder 
removal). Samples were processed by standard operat-
ing procedures [14], divided into aliquots, and stored at 
− 80 °C. Serum samples were selected from each of four 
groups of patients: (1) 21 healthy controls, (2) 18 benign 
ovarian disease, (3) 21 early stage I/II serous ovarian can-
cer, and (4) 21 late stage III/IV serous ovarian cancer. 
Clinical, pathological and demographic information on 
subjects are presented in Table 1.

Pre-operative CA125 values for the benign and can-
cer patients were obtained from medical records, having 
been performed in a clinical laboratory using CLIA certi-
fied assays, while the CA125 values for the healthy con-
trols were generated using a commercially available kit 
(Abcam, Cambridge, MA; catalog #ab108653).

Proseek® technology and assay format
The reagents used in the Olink  Proseek® Multiplex 
96-well plates are based on proximity extension assay 
technology [22, 42, 46], in which 96 oligonucleotide-
labeled antibody pairs bind to their respective protein 
targets in the sample. When the oligo-tagged antibodies 
bind to the target protein in proximity to one another, 
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a PCR reporter sequence is formed by DNA polymeri-
zation and subsequently detected and quantified using 
real-time PCR. This combination of antibody detection 
followed by PCR quantification permits the specific and 
sensitive analysis of 9216 proteins in one 96-well plate 
(96 proteins/well are measured; 92 biomarker proteins 
and 4 internal controls). The precision, reproducibility 
and scalability of the PEA assay have been previously 
described [22].

Sample processing
We randomized the serum samples on a 96-well plate. 
As controls, we used a “Pooled Reference” contain-
ing equal volumes of serum from each of the samples. 
The  Proseek® plates also have 3 “Interplate controls” for 
data normalization between plates and 3 “Negative con-
trols” to establish background levels. Ten microliters of 
sera were aliquoted into wells of a 96-well nonadherent 
plate (BioRad). One microliter of sera was subsequently 
transferred into a  Proseek® Multiplex Oncology Iv2 

plate, and using  Proseek® reagents, the samples were 
processed in combination with the  Fluidigm® BioMark™ 
HD high-throughput PCR instrument [22]. Data gener-
ated from the  Proseek® Multiplex 96-well plate were 
analyzed, including normalization and linearization, per 
manufacturer protocol. The  Proseek® assay reports rela-
tive quantification on a log2 scale, as Normalized Pro-
tein eXpression (NPX) values, which are cycle threshold 
 (Ct) values normalized by the subtraction of values for 
the extension control. All assay characteristics including 
detection limits and measurements of assay performance 
and validation are available from the manufacturer’s web-
site (http://www.olink.com/products/).

Data analysis and statistics
Linear protein values were log-transformed and mean-
centered to produce a data matrix of 81 patients by 
92 proteins. Unsupervised clustering methods were 
applied to the data to identify clusters of proteins and 
visually evaluate their association with disease status. 

Table 1 Patient demographic and clinical information

Mean values are shown with standard deviations in parentheses

Diagnosis

Healthy Benign ovarian  
disease

Early stage serous  
ovarian cancer

Late stage serous 
ovarian cancer

Number of cases 21 18 21 21

Age

 Mean 60.2 (7.3) 52.3 (14.9) 63 (11.5) 62.7 (8.9)

 Median 59 48.5 64 64

 Range 50–78 36–96 42–83 39–75

CA125 value

 Mean 2.5 (2.2) 47.5 (99.7) 1983.3 (5891.2) 1130 (1149.5)

 Median 1.98 13 81.5 646

 Range 0.19–10.17 4–413 17–22,780 124–3957

Race/ethnicity

 Caucasian 21 17 18 20

 African American 2

 American Indian 1 1

 Pacific Islander 1

Stage

 I 11

 II 10

 III 18

 IV 3

Grade

 1 1 1

 2 3 5

 3 16 14

 Not specified 1 1

http://www.olink.com/products/
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Unsupervised hierarchical clustering (uncentered cor-
relation using centroid linkage) and K-means clustering 
(Euclidian distance, 5000 runs) were completed using 
Cluster 3.0 [47] and visualized using Treeview (v1.1.6r4) 
[48]. Principle component analysis was performed using 
the prcomp function in R.

The CA125 values obtained from the  Proseek® plate 
were compared to the ELISA values using Pearson’s cor-
relation coefficient. Linear regression was performed 
to identify proteins that were differentially expressed 
between healthy, benign, early stage ovarian cancer, and 
late stage ovarian cancer patients. Trends for protein 
values were evaluated using linear regression with a con-
servative p  <  0.001 as the cut-off for significance. The 
classification accuracy was evaluated using the receiver 
operating characteristic (ROC) curve and was summa-
rized by the area under the ROC curve (AUC) and the 
sensitivity corresponding to a specificity of 0.95 (i.e. 
ROC(0.05)). The ROC curve and its summaries were 
estimated following the parametric binormal assump-
tion [49]. We specifically focused on ROC(0.05) in order 
to compare the performance of our markers to existing 
multi-biomarker platforms for ovarian cancer. Confi-
dence intervals for AUC and ROC(0.05) were calculated 
using the non-parametric bootstrap [50].

A multi-biomarker classifier for discriminating 
between sera from women with early stage ovarian can-
cer and healthy women was developed using supervised 
machine learning techniques. Variable selection was 
completed using the LASSO. Proteins were sequentially 
added to the model by manipulating the LASSO penalty 
parameter [51]. A naïve Bayes classifier was fit for each 
combination of proteins to allow for more flexible rela-
tionships between the proteins and cancer status in our 
predictive model [52]. The classification accuracy of our 
predictive model was summarized by the ROC curve and 
its summaries (AUC, ROC(0.05)). Leave-one-out cross 
validation was used to correct for the bias that results 
from validating our model on the same data that was 
used to build the model [52].

Results
Clustering based on multiplexed protein expression 
analysis
Using the mean-centered, log-transformed expression 
levels of all 92 proteins, we performed principal com-
ponent analysis (PCA) to visually assess similarities and 
differences between samples and determine whether 
samples can be grouped. By coloring samples based on 
disease stage (healthy, benign, early, late) it is apparent 
that the differences in protein levels allow for segregation 
of the healthy/benign patients (green/yellow in Fig.  1a) 
from the early/late stage serous ovarian cancer patients 

(red/black in Fig.  1a). Not surprisingly, the two well-
known biomarkers for advanced stage disease, CA125 
and HE4, also segregate with the early/late stage ovarian 
cancer patients. In general, the healthy/benign patients 
had low  Proseek® HE4 values (Fig. 1b, white), while many 
of the early stage ovarian cancer patients had medium 
 Proseek® HE4 values (Fig. 1b, orange), and the late stage 
patients had high  Proseek® HE4 values (Fig. 1b, purple). 
Similarly, the healthy/benign patients had low  Proseek® 
CA125 values (Fig.  1c, white) while the early/late stage 
ovarian cancer patients had high  Proseek® CA125 values 
(Fig. 1c, black). This trend was also evident when exam-
ining the distribution of CA125 values as determined 
by ELISA (Fig.  1d); the healthy/benign patients tended 
to have ELISA CA125 values less than the clinical cutoff 
value of 35 U/ml, indicative of a “normal” CA125 value 
(Fig.  1d, white), whereas patients with early/late stage 
ovarian cancer had ELISA CA125 values greater than 
35 U/ml, indicative of a risk for ovarian cancer (Fig. 1d, 
blue). These results illustrate the potential for using these 
proteins to discriminate by cancer status, and suggest 
that the first two principal components are mostly driven 
by CA125 and HE4.

Results of unsupervised hierarchical clustering can be 
found in Fig.  2. Similar to PCA analysis, all of the late 
stage, and the majority of early stage ovarian cancer 
patients clustered together (right cluster, Fig. 2), while 38 
of the 39 healthy/benign samples clustered together (left 
cluster, Fig. 2). Visual analysis of the heat map indicates 
that over 20 proteins were elevated in the sera of women 
with early and late stage ovarian cancer, as depicted by 
red squares in the upper right quadrant of Fig. 2. Impor-
tantly, CA125 and HE4 are present in this quadrant, as 
well as other proteins that have been reported to be ele-
vated in the sera of women with ovarian cancer, such as 
interleukin-6 [37–40], midkine [30–33], folate receptor-
alpha [36], KLK6 [34], and hK11 [35]. In addition, many 
proteins that have not been reported in the literature as 
being associated with ovarian cancer were also present 
in this quadrant. Based on PCA and unsupervised hier-
archical clustering, we show that multiplexed protein 
expression levels measured by the  Proseek® Multiplex 
Oncology Iv2 plate are a promising technology for dis-
tinguishing between healthy/benign and early/late stage 
ovarian cancer patients, and for the identification of can-
didate biomarkers.

Correlations with ELISA values
We next compared the CA125 values obtained from the 
 Proseek® plate to the ELISA values using Pearson’s cor-
relation coefficient. CA125 values measured by ELISA 
were analyzed on the log2 scale for consistency with the 
data obtained from the  Proseek® plate. The data from the 
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 Proseek® plate exhibited a strong correlation with the 
ELISA data, with a correlation coefficient of 0.89 (95% CI 
0.83, 0.93) (Fig. 3).

Trends of protein values correlate with progression 
of ovarian cancer
Linear regression was performed to identify proteins 
that showed a trend of being differentially expressed 
between healthy, benign, early stage ovarian cancer, and 
late stage ovarian cancer patients. Overall, significant 

(p  <  0.001) trends were observed for 38 of the 92 pro-
teins, many of which have yet to be documented as can-
didate serum biomarkers for ovarian cancer (Additional 
file  1). The 12 most significant proteins were graphed 
as box plots (Fig.  4). As anticipated, CA125 and HE4 
were present at very low levels in healthy controls and 
the benign cases, while higher levels were found in the 
early stage I/II cases, and the highest levels were found 
in the late stage III/IV cases. These data demonstrate 
that the  Proseek® technology can replicate the results 

a b

c d

Healthy
Benign
Early Stage
Late Stage

CA125 Levels
Low
High

CA125 Levels
Low
High

HE4 Levels
Low
Medium
High

Fig. 1 Principal component analysis of  Proseek® protein expression data. Principal component analysis plots were based on expression levels of 92 
proteins measured in the sera of 81 patients using the  Proseek® Oncology I v2 Multiplex plates. a Colored circles represent healthy (green), benign 
(yellow), early stage ovarian cancer (red), and late stage ovarian cancer (black) serum samples. b Colored circles represent low (white), medium 
(orange) or high (purple) levels of HE4 in the serum samples based on  Proseek® data. c Colored circles represent low (white) or high (black) CA125 
levels measured in the serum samples on the  Proseek® plates. d Colored circles represent CA125 levels measured in the serum samples by ELISA 
using the clinical cutoff values of < 35 U/ml (white) and > 35 U/ml (blue). The two black circles represent one benign patient and one early stage 
ovarian cancer patient who did not have ELISA CA125 values reported in their medical records
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Fig. 2 Unsupervised hierarchical clustering of  Proseek® protein expression data. Unsupervised hierarchical clustering was based on mean-centered 
log2 transformed protein expression data of 92  Proseek® Oncology Iv2 proteins (Correlation uncentered, average linkage) measured in the sera of 
81 patients. Dark red indicates high levels of the protein relative to the average value, white indicates the average value, and dark blue indicates that 
the protein levels are below average (shown in the color bar on the right hand side). Color bar at the bottom indicates patient classification: healthy 
(green), benign (yellow), early stage ovarian cancer (red), and late stage ovarian cancer (black)
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previously established by conventional ELISA for these 
two known biomarkers. Other proteins that showed a 
significant increase in serum levels from healthy to late 
stage ovarian cancer included: midkine (MK), kallikrein 
6 (KLK6), kallikrein 11 (hK11), CXC motif chemokine 
13 (CXCL13), folate receptor-alpha (FR-alpha), interleu-
kin-6 (IL-6), tumor necrosis factor superfamily member 
14 (TNFSF14), FAS-associated death domain protein 
(FADD), prostasin (PRSS8), and furin (FUR). Three of 
these proteins, CXCL13, FADD, and TNFSF14 have not 
been reported in the literature as having an association 
with ovarian cancer, and may serve as novel candidate 
biomarkers for ovarian cancer. An additional 26 proteins 
showed significant differences (p < 0.001) across the four 
groups (Additional file 1). In some cases, the protein lev-
els decreased in late stage ovarian cancer relative to the 
healthy controls (e.g. NT-3 growth factor receptor, inte-
grin alpha-1, stem cell factor, epidermal growth factor 
receptor (EGFR), and interleukin-8).

ROC/AUC for individual proteins for late stage ovarian 
cancer
Receiver operating characteristic (ROC) curve analy-
ses were completed for each of the 92 proteins to deter-
mine which proteins could discriminate between sera 
from women with late stage ovarian cancer and healthy 
women. The classification accuracy for each protein was 
summarized by the area under the ROC curve (AUC); 
ROC curves of the 12 proteins with the highest AUC val-
ues are graphed in Fig. 5. The 25 proteins with the highest 

AUC values are listed in Table  2, while the AUC values 
for all 92 proteins are listed in Additional file 2. The AUC 
for CA125 was 1.0 (95% CI 1.0, 1.0) and the AUC for HE4 
was 1.0 (95% CI 0.99, 1.00) (Fig. 5). In total, 51 proteins 
had an estimated AUC of at least 0.70 and were signifi-
cantly associated with cancer status. Many of the same 
proteins that were identified by unsupervised hierarchical 
clustering (Fig. 2) and by linear regression analysis (Fig. 4; 
Additional file  1), were also significantly higher in the 
late stage ovarian cancer patients relative to the healthy 
women, e.g. MK, KLK6, hk11, CXCL13, FR-alpha, IL-6, 
and FADD. The sensitivity at 95% specificity was also cal-
culated and is shown for the top 25 proteins in Table 2, 
and for all 92 proteins in Additional file 2. CA125 had the 
highest sensitivity with a value of 1.0 (95% CI 1.0, 1.0), 
while HE4 ranked second with a sensitivity of 0.99 (95% 
CI 0.94, 1.0) and MK ranked third with a sensitivity of 
0.91 (95% CI 0.79, 0.99). Several other proteins showed 
relatively high sensitivity values at 95% specificity, includ-
ing KLK6, FR-alpha, and hk11.

Furthermore, ROC curve analyses were completed for 
each of the 92 proteins to determine which proteins could 
discriminate between sera from late stage ovarian cancer 
and women with benign ovarian disease. The 25 proteins 
with the highest AUC values are listed in Table 3, while 
the AUC values for all 92 proteins are listed in Addi-
tional file 3. The AUC for CA125 was 1.0 (95% CI 0.97, 
1.0), which was the same as the AUC for HE4 1.0 (95% CI 
0.98, 1.00). In total, 35 proteins had an estimated AUC of 
at least 0.70 and were significantly associated with cancer 
status. Again, many of the same proteins that were identi-
fied by unsupervised hierarchical clustering and by linear 
regression analysis were also significantly higher in the 
late stage ovarian cancer patients relative to the women 
with benign ovarian disease. The sensitivity at 95% speci-
ficity was also calculated and is shown for the top 25 
proteins in Table 3, and for all 92 proteins in Additional 
file 3. CA125 had the highest sensitivity with a value of 
1.0 (95% CI 0.89, 1.0), while HE4 ranked second with a 
sensitivity of 0.99 (95% CI 0.91, 1.0) and KLK6 ranked 
third with a sensitivity of 0.88 (95% CI 0.74, 0.97). Several 
other proteins showed relatively high sensitivity values at 
95% specificity, including MK, FR-alpha, and hk11.

ROC/AUC for individual proteins for early stage ovarian 
cancer
ROC curve analyses were completed for each of the 92 
proteins to determine if there were proteins that could 
discriminate between early stage ovarian cancer samples 
and healthy women. ROC curves of the 12 proteins with 
the highest AUC values are graphed in Fig. 6. The 25 pro-
teins with the highest AUC values are listed in Table  4, 
while the AUC values for all 92 proteins are listed in 

Fig. 3 Comparison of the CA125 values obtained by ELISA versus the 
 Proseek® plate. Scatterplot comparison of the CA125 values for each 
of the 81 serum samples obtained by ELISA versus the Olink  Proseek® 
Oncology I v2 plate. Correlation coefficient of 0.89 (95% CI 0.83, 0.93)
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Additional file 4. The AUC for CA125 was 0.98 (95% CI 
0.94, 1.0) and the AUC for HE4 was 0.85 (95% CI 0.74, 
0.95) (Fig. 6). In total, 23 proteins had an estimated AUC 
of at least 0.7 and were significantly associated with can-
cer status, thus motivating further investigation. Many 
of the same proteins that were identified in the late stage 
ovarian cancer patients were also significantly higher 
in the early stage ovarian cancer patients relative to the 

healthy women (Fig. 6). However, several of the proteins 
that best discriminated between late stage versus healthy 
women (Fig. 5) did not discriminate between early stage 
versus healthy with an AUC  <  0.7, e.g. PDGF-β, KLK6, 
and FR-alpha. The sensitivity at 95% specificity was also 
calculated and is shown for the top 25 proteins in Table 4, 
and for all 92 proteins in Additional file 4. CA125 had the 
highest sensitivity with a value of 0.93 (95% CI 0.81, 0.99), 

Fig. 4 Proteins that showed an increasing trend in  Proseek® values in the four patient groups. The logarithmic output of the top 12 biomarkers that 
showed an increasing trend in values from healthy, to benign, to early stage serous ovarian cancer, to late stage serous ovarian cancer were graphed 
as quantile plots: CA125, HE4, MK, KLK6, hK11, CXCL13, FR-alpha, IL-6, TNFSF14, FADD, PRSS8, and FUR. Outliers are defined as any value higher or 
lower than 1.5 multiplied by the interquartile range. A complete ranking of all 92 proteins is shown in Additional file 1
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while HE4 ranked second with a sensitivity of 0.63 (95% 
CI 0.44, 0.84).

ROC curve analyses were then completed for each of 
the 92 proteins to determine if the proteins could dis-
criminate between sera from women with early stage 
ovarian cancer versus benign ovarian disease. The 
25 proteins with the highest AUC values are listed in 

Table  5, while the AUC values for all 92 proteins are 
listed in Additional file  5. The AUC for CA125 was 
0.87 (95% CI 0.73, 0.97) and the AUC for HE4 was 0.87 
(95% CI 0.76, 0.96). In total, 10 proteins had an esti-
mated AUC of at least 0.7 and were significantly asso-
ciated with cancer status, including hK11, PRSS8, IL-6, 
MK, and CXCL13. The sensitivity at 95% specificity was 

Fig. 5 ROC curves for discriminating late stage ovarian cancer versus healthy women. ROC curves were graphed for the 12 proteins with the high-
est AUC values for discriminating late stage serous ovarian cancer versus healthy women. Data for the 25 proteins with the highest AUC values are 
shown in Table 2. Data for all 92 proteins is shown in Additional file 2
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also calculated and is shown for the top 25 proteins in 
Table 5, and for all 92 proteins in Additional file 5. Few 
proteins exhibited adequate sensitivity for the discrimi-
nation of early stage ovarian cancer from benign disease; 
HE4 showed the highest sensitivity of 0.60 (95% CI 0.37, 
0.88).

Combinations of biomarkers
In addition to evaluating single proteins, we also used 
machine learning techniques to develop a multi-bio-
marker model for discriminating between early stage 
ovarian cancer cases versus healthy women. Using a naïve 
Bayes classifier that combined 12 proteins, we improved 
the AUC from 0.979 to 0.99 when compared to CA125 
alone (Fig.  7), and the sensitivity corresponding to 95% 
specificity increased from 93 to 95.2% when compared 
to CA125 alone. The 12 proteins in the multi-biomarker 
model were: CA125, CD40.L, CD69, CXCL9, CXCL13, 
epidermal growth factor receptor (EGFR), epithelial cell 
adhesion molecule (EpCAM), protein deglycase DJ-1 

(also known as Parkinson disease protein 7) (PARK7), 
E-selectin (SELE), latency-associated peptide transform-
ing growth factor-β1 (LAP.TGF.beta.1), tissue factor (TF), 
and VEGFR2.

Discussion
This is the first study to use the  Proseek® multiplex 
Oncology I v2 plate to quantify 92 cancer-related pro-
teins simultaneously in sera from ovarian cancer patients. 
By using two distinct clustering methods (PCA and unsu-
pervised hierarchical clustering), we could separate the 
healthy/benign samples from the early/late stage serous 
ovarian cancer samples, suggesting a multiplex assay may 
be more robust than any single protein measurement at 
identifying ovarian cancer. The CA125 values that were 
obtained on the  Proseek® plates correlated with the clini-
cal laboratory ELISA values, suggesting that the PEA 
technology used in the  Proseek® plates provides a com-
parable means of analysis of serum samples. Previous 
studies comparing ELISA values to PEA for biomarkers 

Table 2 Comparison of  Proseek® values obtained from women with late stage ovarian cancer versus healthy women

The 25 proteins with the highest AUC values were ranked, as well as their sensitivity at 95% specificity. ROC curves for discriminating late stage high grade serous 
ovarian cancer versus healthy women for the 12 proteins with the highest AUC values are shown in Fig. 5. Data for all 92 proteins is provided in Additional file 2

Protein Late versus healthy

AUC (95% CI) Rank Sensitivity at 95% specificity (95% CI) Rank

CA.125 1 (1, 1) 1 1 (1, 1) 1

HE4 1 (0.99, 1) 2 0.99 (0.94, 1) 2

MK 0.98 (0.94, 1) 3 0.91 (0.79, 0.99) 3

KLK6 0.95 (0.9, 0.99) 4 0.88 (0.8, 0.96) 4

hK11 0.93 (0.88, 0.98) 5 0.79 (0.63, 0.93) 6

FR.alpha 0.92 (0.83, 0.98) 6 0.81 (0.67, 0.94) 5

CXCL13 0.92 (0.85, 0.97) 7 0.66 (0.43, 0.87) 7

IL.6 0.89 (0.8, 0.97) 8 0.59 (0.26, 0.85) 10

PDGF.subunit.B 0.87 (0.77, 0.95) 9 0.42 (0.2, 0.76) 19

U.PAR 0.86 (0.75, 0.95) 10 0.39 (0.12, 0.77) 23

FADD 0.84 (0.74, 0.93) 11 0.59 (0.36, 0.81) 9

TNFSF14 0.84 (0.72, 0.94) 12 0.38 (0.17, 0.71) 29

IL.7 0.84 (0.72, 0.93) 13 0.46 (0.25, 0.7) 16

CSF.1 0.84 (0.7, 0.95) 14 0.28 (0.04, 0.74) 39

CD40.L 0.83 (0.72, 0.95) 15 0.22 (0.02, 0.82) 53

TGF.alpha 0.83 (0.71, 0.93) 16 0.38 (0.14, 0.72) 30

PRSS8 0.83 (0.71, 0.93) 17 0.49 (0.3, 0.74) 15

MMP.1 0.82 (0.69, 0.92) 18 0.26 (0.08, 0.58) 47

FUR 0.82 (0.7, 0.92) 19 0.28 (0.09, 0.62) 40

TNF.R1 0.82 (0.69, 0.93) 20 0.44 (0.22, 0.72) 18

ILT.3 0.81 (0.67, 0.92) 21 0.39 (0.15, 0.68) 28

SCF 0.81 (0.72, 0.89) 22 0.64 (0.46, 0.8) 8

NTRK3 0.8 (0.67, 0.9) 23 0.53 (0.25, 0.76) 11

HGF 0.8 (0.66, 0.92) 24 0.38 (0.14, 0.67) 32

HB.EGF 0.8 (0.65, 0.93) 25 0.27 (0.06, 0.65) 42
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of colorectal cancer (CEA, IL-8, TIMP-1 and CA242) 
found correlations ranging from 0.73 to 0.98 [24, 42]. In 
addition, Fredriksson et  al. [53] evaluated a multiplex 
proximity ligation assay (PLA), a precursor to PEA tech-
nology, for 20 biomarkers in plasma from 19 ovarian can-
cer patients of different histological subtypes and stages. 
A direct comparison between the CA125 values from the 
PLA versus a Luminex assay resulted in a good correla-
tion between the two assays.

We conducted comprehensive literature searches 
to determine which of the 92 proteins present on the 
 Proseek® Multiplex Oncology I v2 plate have been linked 
to ovarian cancer. Over half (53/92) of the oncology 
proteins were reported to have increased expression in 
ovarian cancer; however, the presence of many of these 
53 proteins had only been examined in ovarian cancer 

tissues, not in serum samples. Only ~ 10% of the 92 pro-
teins were reported to have lower levels of expression in 
ovarian cancer than control samples. The remaining 32 
oncology-related proteins on the Oncology Iv2 plate have 
yet to be investigated for their expression levels in ovar-
ian cancer biospecimens (tissue or sera).

We identified many proteins on the  Proseek® plate that 
positively correlated with ovarian cancer. Overall, statis-
tically significant (p < 0.001) trends were observed for 38 
of the 92 proteins, many of which have yet to be docu-
mented as candidate serum biomarkers for ovarian can-
cer. The 12 most significant proteins were: CA125, HE4, 
MK, KLK6, hK11, CXCL13, FR-alpha, IL-6, TNFSF14, 
FADD, PRSS8, and FUR. Eight of these twelve proteins 
have previously been described as having elevated lev-
els in sera from ovarian cancer patients, while FUR was 
previously identified in ovarian cancer tumor tissues and 
cell lines, and was associated with decreased survival 
[54, 55]. Notably, CXCL13, TNFSF14, and FADD had 
not been previously identified in ovarian cancer tissues 
or serum.

Mucin 16 (MUC16), more commonly referred to as 
CA125, is the biomarker primarily used to monitor ovar-
ian cancer recurrence and for differential diagnosis of 
pelvic masses [8, 56, 57]. The high AUC values that we 
obtained on the  Proseek® plates (0.88–1.0) compar-
ing sera from early and late stage serous ovarian cancer 
patients to sera from healthy or benign ovarian disease, 
confirm the extensive literature of the past two decades 
on the usefulness of CA125 as an ovarian cancer bio-
marker [7–9]. With a specificity of 95%, CA125 achieved 
100% sensitivity on the  Proseek® plates when comparing 
sera from late stage serous ovarian cancer cases versus 
healthy women or women with benign ovarian disease, 
and 93% sensitivity when comparing sera from early 
stage serous ovarian cancer cases versus healthy women. 
However, the sensitivity for CA125 decreased dramati-
cally to 46% when comparing sera from early stage serous 
ovarian cancer cases versus women with benign ovarian 
disease.

Our  Proseek® results are in agreement with previous 
studies [58, 59], as we found that HE4 consistently per-
formed very closely to CA125, with AUC values of 0.85–
1.0 when comparing sera from early and late stage serous 
ovarian cancer patients to sera from healthy women or 
women with benign ovarian disease. With a specificity 
of 95%, HE4 achieved 99% sensitivity on the  Proseek® 
plates when comparing sera from late stage ovarian can-
cer cases to healthy women or women with benign ovar-
ian disease. However, the sensitivity for HE4 decreased 
to ~ 60% when comparing sera from early stage ovarian 
cancer cases to healthy women or women with benign 
ovarian disease.

Table 3 Comparison of   Proseek® values obtained 
from women with late stage ovarian cancer versus benign 
disease

The 25 proteins with the highest AUC values were ranked for discriminating late 
stage high grade serous ovarian cancer versus benign ovarian disease. Their 
ranking for sensitivity at 95% specificity is also provided. Data for all 92 proteins 
is provided in Additional file 3

Protein Late versus benign

AUC (95% CI) Rank Sensitivity at 95% 
specificity (95% CI)

Rank

HE4 1 (0.98, 1) 1 0.99 (0.91, 1) 2

CA.125 1 (0.97, 1) 2 1 (0.89, 1) 1

KLK6 0.95 (0.91, 0.99) 3 0.88 (0.74, 0.97) 3

MK 0.95 (0.9, 0.99) 4 0.79 (0.61, 0.96) 4

hK11 0.93 (0.87, 0.97) 5 0.7 (0.48, 0.91) 6

FR.alpha 0.91 (0.83, 0.98) 6 0.75 (0.55, 0.93) 5

IL.6 0.91 (0.82, 0.97) 7 0.69 (0.44, 0.88) 7

CSF.1 0.87 (0.75, 0.96) 8 0.4 (0.12, 0.8) 20

CXCL13 0.86 (0.77, 0.95) 9 0.6 (0.32, 0.82) 9

EZR 0.86 (0.76, 0.93) 10 0.63 (0.42, 0.83) 8

PRSS8 0.86 (0.74, 0.94) 11 0.56 (0.32, 0.81) 12

FUR 0.84 (0.74, 0.94) 12 0.48 (0.27, 0.76) 15

AM 0.83 (0.71, 0.94) 13 0.46 (0.22, 0.77) 17

CXCL10 0.83 (0.73, 0.92) 14 0.57 (0.32, 0.8) 10

TNF.R1 0.8 (0.67, 0.93) 15 0.36 (0.09, 0.75) 23

CSTB 0.79 (0.64, 0.92) 16 0.36 (0.11, 0.76) 22

ILT.3 0.79 (0.65, 0.91) 17 0.32 (0.09, 0.7) 26

CXCL9 0.78 (0.65, 0.9) 18 0.48 (0.21, 0.74) 16

VEGF.A 0.77 (0.65, 0.88) 19 0.52 (0.26, 0.71) 14

IL.7 0.76 (0.62, 0.89) 20 0.38 (0.14, 0.64) 21

ITGA1 0.76 (0.62, 0.88) 21 0.57 (0.38, 0.75) 11

ErbB4.HER4 0.75 (0.62, 0.86) 22 0.53 (0.32, 0.7) 13

IL.8 0.74 (0.56, 0.9) 23 0.2 (0.01, 0.66) 50

MCP.1 0.74 (0.59, 0.89) 24 0.22 (0.06, 0.57) 43

U.PAR 0.74 (0.57, 0.85) 25 0.15 (0.03, 0.41) 58
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In addition to the well-known ovarian cancer serum 
biomarkers CA125 and HE4, we identified six additional 
proteins, MK, hK11, KLK6, FRα, PRSS8, and IL-6, that 
had previously been reported as serum biomarkers for 
ovarian cancer. High expression levels of MK have been 

found in both the serum and tissue of patients with ovar-
ian cancer [33]. Rice et  al. [60] reported that when MK 
was used as a single biomarker, the AUC (0.734) was 
not as good as CA125; however, when MK was com-
bined in a multi-analyte panel including CA125 and 

Fig. 6 ROC curves for discriminating early stage ovarian cancer versus healthy women. ROC curves were graphed for the 12 proteins with the high-
est AUC values for discriminating early stage serous ovarian cancer versus healthy women. Data for the 25 proteins with the highest AUC values is 
shown in Table 4. Data for all 92 proteins is shown in Additional file 4
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anterior gradient 2 protein, the sensitivity and specific-
ity improved. The AUC values that we obtained on the 
 Proseek® plate were 0.98 when comparing late stage 
ovarian cancer to healthy women, and 0.95 when com-
paring late stage ovarian cancer to women with benign 
disease. However, the AUC values decreased significantly 
to 0.76 and 0.72 when comparing early stage ovarian 
cancer to healthy women or women with benign dis-
ease, respectively. In addition, the sensitivity of MK was 
high (91%) when comparing late stage ovarian cancer to 
healthy women, but not in other comparisons.

Human kallikrein 11 (hK11) has also been validated 
as a serum biomarker for ovarian cancer, alone and in 
combination with CA125 [61]. Similar to our studies, 
McIntosh et  al. [61] found hK11 was less sensitive than 
CA125 at detecting ovarian cancer versus healthy con-
trols, although hK11 was among the top five most sen-
sitive individual proteins in our study. We observed only 
slight differences in sensitivity when comparing cancer 
to healthy and cancer to benign samples, while McIntosh 

et  al. [61] found the sensitivity of hK11 was substan-
tially decreased when comparing cancer versus benign 
samples.

Elevated KLK6 levels have been associated with late 
stage ovarian cancer but not benign tumors [34]. A 
recent study using western blots of serum depleted of 
high abundance proteins suggests that serum KLK6 lev-
els are elevated in early stages of serous ovarian cancer 
[62]. Analyses of our  Proseek® data support these find-
ings of a high correlation between KLK6 serum levels 
and late stage ovarian cancer. By linear regression, we 
also found that serum levels of KLK6 were nearly identi-
cal for healthy women and women with benign ovarian 
disease. We found the specificity of KLK6 to be relatively 
high (88%) when comparing late stage ovarian cancer 
to healthy or benign cases; however the sensitivity was 
much lower (~ 40%) when comparing early stage ovarian 
cancer to healthy or benign cases.

FRα has also previously been tested as a bio-
marker for ovarian cancer detection. Using an 

Table 4 Comparison of  Proseek® values obtained from women with early stage ovarian cancer versus healthy women

The 25 proteins with the highest AUC values were ranked, as well as their sensitivity at 95% specificity. ROC curves for discriminating sera from early stage high grade 
serous ovarian cancer versus healthy women for the 12 proteins with the highest AUC values are shown in Fig. 6. Data for all 92 proteins is provided in Additional file 4

Protein Early versus healthy

AUC (95% CI) Rank Sensitivity at 95% specificity (95% CI) Rank

CA.125 0.98 (0.94, 1) 1 0.93 (0.81, 0.99) 1

HE4 0.85 (0.74, 0.95) 2 0.63 (0.44, 0.84) 2

CXCL13 0.82 (0.68, 0.93) 3 0.44 (0.19, 0.71) 7

FADD 0.79 (0.67, 0.9) 4 0.41 (0.14, 0.69) 10

hK11 0.78 (0.65, 0.88) 5 0.49 (0.26, 0.71) 4

MK 0.76 (0.65, 0.87) 6 0.53 (0.33, 0.72) 3

MMP.1 0.76 (0.62, 0.88) 7 0.19 (0.05, 0.49) 35

TNFSF14 0.76 (0.63, 0.89) 8 0.09 (0, 0.38) 65

IL.6 0.75 (0.65, 0.85) 9 0.47 (0.18, 0.68) 5

PRSS8 0.75 (0.62, 0.88) 10 0.37 (0.16, 0.59) 13

HGF 0.75 (0.6, 0.87) 11 0.21 (0.01, 0.51) 29

CD40.L 0.75 (0.6, 0.91) 12 0.15 (0, 0.52) 41

GDF.15 0.73 (0.58, 0.86) 13 0.41 (0.22, 0.63) 11

CD69 0.73 (0.59, 0.86) 14 0.18 (0.03, 0.5) 36

SCF 0.72 (0.59, 0.85) 15 0.39 (0.14, 0.63) 12

LAP.TGF.beta.1 0.72 (0.57, 0.86) 16 0.14 (0.02, 0.44) 44

U.PAR 0.72 (0.55, 0.86) 17 0.15 (0.02, 0.5) 42

NTRK3 0.71 (0.55, 0.86) 18 0.15 (0.02, 0.45) 40

Ep.CAM 0.71 (0.53, 0.87) 19 0.24 (0.09, 0.51) 21

TF 0.7 (0.55, 0.85) 20 0.19 (0.06, 0.44) 34

LITAF 0.7 (0.52, 0.86) 21 0.03 (0, 0.39) 81

CDH3 0.7 (0.56, 0.88) 22 0.42 (0.22, 0.67) 8

EGFR 0.7 (0.54, 0.85) 23 0.08 (0.01, 0.37) 66

VEGF.A 0.69 (0.53, 0.83) 24 0.21 (0.05, 0.5) 28

TGF.alpha 0.69 (0.53, 0.84) 25 0.09 (0.01, 0.36) 62
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electrochemiluminescent assay, O’Shaunessy et  al. [36] 
showed that as a single biomarker, FRα was able to dis-
criminate between ovarian cancer and normal serum 
samples, with AUCs ranging from 0.62 for stage I sam-
ples to 0.94 and 0.92 for stage III and IV samples [36]. 
We found similar results using the  Proseek® assay for 
detection of FRα alone; the AUC was 0.92 for late stage 
ovarian cancer versus healthy controls and 0.69 for detec-
tion of early stage ovarian cancer cases versus healthy 
controls. Another study used an ELISA for the detection 
of FRα in patients undergoing surgery for a pelvic mass 
[63]. In their study, FRα was slightly better than CA125 
for discriminating between malignant and benign ovar-
ian masses. Our  Proseek® data indicate that FRα expres-
sion is not impacted by benign ovarian disease, since 
we observed similar data for healthy and benign cases 

(Fig.  4) and when computing the AUC and sensitivity 
values.

Mok et al. [64] demonstrated an upregulation of human 
prostasin (PRSS8) in ovarian cancer cells compared 
to normal cells, and increased levels of PRSS8 in sera 
from ovarian cancer patients compared to normal con-
trols. Recent western blot analysis of sera that had been 
depleted of the highly abundant proteins showed that 
PRSS8 levels were increased in early stage ovarian can-
cer samples compared to benign samples or healthy con-
trols [65]. Our  Proseek® data corroborated these results 
as we found that PRSS8 is noticeably higher in the sera of 
women with early and late stage ovarian cancer as com-
pared to healthy women or women with benign ovarian 
disease. The AUC values that we obtained in the various 
comparisons were relatively high (ranging from 0.75 in 
early stage to 0.86 in late stage); however the sensitivity 
was relatively low (ranging from 37% in early stage to 56% 
in late stage).

Our results support earlier studies which showed that 
serum IL-6 levels positively correlate with the clinical 
disease status of women with ovarian cancer [39, 66, 67]. 
The AUC values that we obtained in the various com-
parisons were relatively high (ranging from 0.75 in early 
stage to 0.91 in late stage); however the sensitivity was 
relatively low (ranging from 47% in early stage to 69% in 
late stage). A recent study of 14 cytokines in the plasma 
of ovarian cancer patients showed that IL-6 was the 
only one that was significantly elevated in patients with 

Table 5 Comparison of   Proseek® values obtained 
from  women with  early stage ovarian cancer ver-
sus benign disease

The 25 proteins with the highest AUC values were ranked for discriminating 
early stage high grade serous ovarian cancer versus benign ovarian disease. 
Their ranking for sensitivity at 95% specificity is also provided. Data for all 92 
proteins is provided in Additional file 5

Protein Early versus benign

AUC (95% CI) Rank Sensitivity at 95% 
specificity (95% CI)

Rank

HE4 0.87 (0.76, 0.96) 1 0.6 (0.37, 0.88) 1

CA.125 0.87 (0.73, 0.97) 2 0.46 (0.13, 0.93) 3

hK11 0.79 (0.67, 0.89) 3 0.38 (0.15, 0.65) 9

PRSS8 0.78 (0.64, 0.89) 4 0.44 (0.2, 0.7) 4

IL.6 0.75 (0.65, 0.86) 5 0.54 (0.28, 0.7) 2

MK 0.72 (0.57, 0.85) 6 0.37 (0.13, 0.61) 11

CXCL13 0.71 (0.53, 0.85) 7 0.39 (0.16, 0.66) 7

CXCL10 0.71 (0.57, 0.85) 8 0.35 (0.14, 0.62) 13

EZR 0.7 (0.55, 0.83) 9 0.33 (0.11, 0.56) 14

CSTB 0.7 (0.53, 0.85) 10 0.21 (0.01, 0.62) 23

FR.alpha 0.69 (0.56, 0.81) 11 0.39 (0.08, 0.62) 8

VEGF.A 0.69 (0.52, 0.84) 12 0.37 (0.19, 0.6) 10

KLK6 0.69 (0.54, 0.8) 13 0.41 (0.11, 0.63) 5

FUR 0.68 (0.53, 0.83) 14 0.16 (0.04, 0.42) 34

CSF.1 0.68 (0.5, 0.83) 15 0.14 (0.01, 0.41) 42

AM 0.68 (0.5, 0.82) 16 0.26 (0.07, 0.54) 18

LYN 0.67 (0.56, 0.79) 17 0.39 (0.05, 0.59) 6

ICOSLG 0.67 (0.51, 0.82) 18 0.19 (0.02, 0.47) 28

CDH3 0.67 (0.51, 0.83) 19 0.35 (0.21, 0.6) 12

CXCL9 0.66 (0.49, 0.82) 20 0.28 (0.09, 0.57) 16

ILT.3 0.66 (0.5, 0.82) 21 0.17 (0.02, 0.49) 32

GDF.15 0.66 (0.49, 0.84) 22 0.1 (0, 0.54) 51

IFN.gamma 0.65 (0.5, 0.79) 23 0.26 (0.01, 0.55) 17

EGFR 0.65 (0.49, 0.8) 24 0.1 (0.01, 0.37) 56

MCP.1 0.65 (0.48, 0.81) 25 0.09 (0, 0.36) 58

Fig. 7 ROC curves for CA125 alone and the 12-protein classifier. 
ROC curves were graphed for discriminating early stage serous 
ovarian cancer versus healthy women for CA125 alone (solid line; 
AUC = 0.979) and the 12-protein classifier (dashed line; AUC = 0.99) 
developed using supervised machine learning techniques
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early stage ovarian cancer relative to benign disease [68]. 
However, when tested for the potential to improve the 
discriminatory capability of CA125, IL-6 levels did not 
contribute significantly [68].

Although the majority of the proteins we identified 
with the  Proseek® plates had previously been investi-
gated as serum biomarkers for ovarian cancer, several of 
the proteins that we identified are novel serum biomark-
ers for ovarian cancer. Increased expression of the serine 
protease Furin (FUR) was shown by immunohistochem-
istry in primary ovarian tumor tissues and metastases, 
and was associated with decreased survival [55]. Our 
data extends these studies by showing that FUR can also 
be detected in sera of women with ovarian cancer. The 
AUC values that we obtained in the various comparisons 
were moderate (ranging from 0.68 in early stage to 0.84 
in late stage).

Several biomarkers that showed high serum levels 
in the  Proseek® plate have not been previously exam-
ined in ovarian cancer samples. Expression of the CXC 
chemokine 13 (CXCL13) has been reported in tumors 
and serum of breast cancer [69], non-small cell lung car-
cinoma [70], and hepatocellular carcinoma [71], but lit-
tle is currently known about the expression of CXCL13 
in ovarian cancer. Our analysis shows that CXCL13 lev-
els were significantly elevated in the sera of women with 
both early and late stage ovarian cancer, and the AUC 
values ranged from 0.71 (early stage) to 0.92 (late stage) 
when comparing cancer to healthy or benign samples.

Tumor necrosis factor superfamily member 14 
(TNFSF14), also known as LIGHT, is a member of the 
tumor necrosis factor (TNF) ligand family involved in 
inflammatory disorders [72]. Little research currently 
exists for TNSFS14 expression in ovarian cancer, how-
ever, in metastatic colorectal cancer, increased LIGHT 
expression is associated with an increase in the number 
of tumor infiltrating T-cells and survival [73, 74]. We 
identified TNFSF14 as a potential biomarker for serous 
ovarian cancer due to its significantly higher levels in late 
stage ovarian cancer compared to its levels in serum sam-
ples from the other three groups we examined.

FAS-associated death domain (FADD) is an adaptor 
molecule that mediates cell apoptotic signals. FADD over-
expression occurs frequently in squamous cell carcinoma 
of the head and neck, and is associated with metastasis 
[75]. Decreased cellular FADD levels have been found in 
non-small cell lung cancer, and have been associated with 
FADD release into the extracellular space [76]. Although 
FADD release could portend the detection of FADD in the 
serum, this has not been examined in other studies. Our 
results show that FADD levels are increased in the sera of 
women with ovarian cancer, with highest levels of FADD 
detected in late stage ovarian cancer.

Over the years, many studies have been conducted 
using newly discovered biomarkers for ovarian cancer 
[5, 7]. In most cases, the sensitivity and specificity of the 
biomarker by itself is reported, along with a ROC curve, 
to show that the AUC increases when the new biomarker 
is combined with CA125, as we have published for the 
proteins nectin-4 [17] and leucine-rich alpha-2-glycopro-
tein-1 [14]. Due to the low prevalence of ovarian cancer, 
a screening test must achieve a minimum specificity of 
99.6% and a sensitivity of > 75% for early stage disease to 
avoid an unacceptable level of false-positive results and 
achieve a positive predictive value of 10% [77, 78].

In this study, we attempted to develop a classifier for 
early stage serous ovarian cancer compared to healthy 
women using multiple proteins from the  Proseek® 
plate. A naïve Bayes classifier that combined 12 proteins 
improved the AUC from 0.979 to 0.99 when compared 
to CA125 alone, and improved the sensitivity corre-
sponding to 95% specificity from 93 to 95.2%. While 
this represents only an incremental improvement, these 
incremental improvements are required in the setting 
of population screening. Furthermore, our small sample 
size (~  21 cases per group), particularly of early stage 
ovarian cancer cases, limited our ability to develop and 
validate a multi-biomarker model. The 12 proteins in our 
model were: CA125, CD40.L, CD69, CXCL9, CXCL13, 
EGFR, EpCAM, PARK7, SELE, LAP.TGF-β1, TF, and 
VEGFR2. Linear regression analysis of our  Proseek® data 
had found six of these proteins to have a statistically sig-
nificantly trend (p  <  0.001); CA125, CXCL13, CD40L, 
CD69, and LAP.TGF-β1 levels were higher in ovarian 
cancer serum samples, while EGFR levels were lower. 
Three other proteins (TF, VEGFR, and CXCL9) also 
showed a lower, albeit significant trend. When the clas-
sification accuracy of our  Proseek® data was evaluated 
using the ROC curve, 8 of the 12 proteins in our multi-
protein classifier had AUC values at or above 0.7 (CA125, 
CXCL13, CD40L, CD69, LAP-TGF-β1, EpCAM, TF, and 
EGFR) when tested individually; the levels of three of 
these proteins (EpCAM, TF, and EFGR) were lower in the 
early stage ovarian cancer serum samples relative to the 
healthy controls. Except for CA125 with a sensitivity of 
93% at 95% specificity, none of the other proteins had a 
sensitivity greater than 0.63 when tested individually. Of 
the 11 proteins that were added to CA125 in the multi-
protein classifier, eight of the proteins (CD40.L, CD69, 
CXCL9, EGFR, EpCAM, SELE, TF, and VEGFR2) have 
been associated with ovarian cancer in previous studies 
[29, 79–84]; however, CXCL9 has only been examined 
in ovarian cancer tissues [85], and CD69 was associated 
with T-lymphocytes in ovarian cancer ascites fluid [86]. 
The remaining three proteins (CXCL13, PARK7, and 
LAP.TGF-β1) do not appear in the literature as having an 
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association with ovarian cancer, however they have been 
identified in other types of cancer [69–71, 87, 88]. Inter-
estingly, 6 of the 11 proteins that were added to CA125 
in the multi-protein classifier were lower in ovarian can-
cer sera relative to the healthy controls, suggesting that 
future biomarker discovery studies should not exclusively 
focus on proteins that have increased levels in ovarian 
cancer serum.

The multivariable technique is currently used in the 
FDA-cleared  OVA1® qualitative serum test, in which 
the serum levels of five proteins [prealbumin (also called 
transthyretin), apolipoprotein A-1, β2 microglobulin, 
transferrin, and CA 125 II] [89–92] are determined by 
five immunoassays. The  OVA1® score in combination 
with the menopausal status of the woman, is used to 
determine whether a woman with an adnexal mass has 
a low or high probability of malignancy. The  OVA1® test 
“is not intended as a screening or stand-alone diagnostic 
assay” [93].

Yurkovetsky et  al. [94] used a Metropolis algorithm 
with Monte Carlo simulation to analyze 96 serum bio-
markers on the multiplex xMAP bead-based immuno-
assays (Luminex). They were able to identify an optimal 
biomarker panel comprised of four biomarkers (CA-125, 
HE4, CEA, and VCAM-1) that discriminated early stage 
ovarian cancer from healthy controls, with a specificity of 
98% and a sensitivity of 86%. As mentioned above, this 
level of specificity is still not sufficient to screen the gen-
eral population.

The reproducibility of the PEA technology used in 
the  Proseek® plates has been documented by the manu-
facturer (http://www.olink.com) and others [22–24] 
in which technical replicates were used to evaluate 
intra-assay and inter-assay variation. These reports suc-
cessively incorporated technical improvements to the 
assay technology which have increased its reproducibil-
ity. Using the same assay protocol that was used for our 
experiments, Assarsson et al. [22] measured the levels of 
92 cancer biomarkers with an average inter-assay coeffi-
cient of variation (CV) of 12%. Using the precision sta-
tistics available from the Olink website, the average CV 
for the 12 proteins that comprise our multi-protein clas-
sifier ranged from 13 to 22% (average CV of 18.9%). This 
is similar to values obtained using bead-based assays of 
inflammatory markers [21] and in bead- or plate-based 
assays of ovarian cancer biomarkers, in which the CV 
ranged from 12 to 25% [95].

In this study, we focused on high grade serous ovarian 
cancer, since it is the most prevalent and deadly subtype 
of ovarian cancer [45]. Although the serous ovarian can-
cer subtype comprises approximately 80% of ovarian can-
cers, it is possible that the results that we obtained will 

not translate to the other 20% of ovarian cancer subtypes 
(mucinous, clear cell, endometrioid, mixed Mullerian). 
It will be necessary for us to perform additional studies 
using serum samples from the other ovarian cancer sub-
types in order to determine whether they can correctly be 
classified by our multi-protein classifier. It is possible that 
we may need to add more proteins to our multi-protein 
classifier in order to successfully classify all of the major 
ovarian cancer subtypes, since serum levels of CA125 
are typically highest in women with late stage serous 
ovarian cancer compared to the other ovarian cancer 
subtypes. Escudero et  al. [96] reported that the serum 
levels of CA125 and HE4 are highest in the serous sub-
type of ovarian cancer (over 84% positive) and lowest in 
the mucinous subtype (68.5 and 43.8% positive, respec-
tively). Similarly, Kristjansdottir et al. [97] reported that 
CA125 levels were highest in serous (297 U/ml), followed 
by clear cell (194  U/ml) and endometrioid (132  U/ml), 
and lowest in mucinous (36  U/ml). They also reported 
that serum levels of HE4 were highest in the serous and 
endometrioid subtypes and low in mucinous and clear 
cell subtypes [97]. Likewise, Hertlein et al. [98] reported 
that median HE4 levels were over five-fold higher in 
serous compared to mucinous ovarian cancer. Other 
serum markers such as CA 19.9 or REG4 that have been 
reported to be elevated in the sera of mucinous ovarian 
cancer patients [99, 100] may need to be incorporated 
into our next generation of multi-protein classifier.

Our future studies will focus on refining our model 
and validating our results by using a large number of 
asymptomatic samples from other sources (e.g. PLCO 
and UKCTOCS) in which serum samples were obtained 
several years prior to the diagnosis of high grade serous 
ovarian cancer [12, 101, 102]. Others have tested doz-
ens of biomarkers individually on different platforms at 
different sites for their ability to discriminate between 
ovarian cancer cases (symptomatic and asymptomatic 
cases) versus benign disease, and CA125 was found to 
be the single best biomarker [95]. Even when six to eight 
biomarkers were combined into one test, there was no 
improvement over CA125 alone [103]. Only a handful of 
biomarkers (including CA125) have been tested to date 
using techniques other than ELISA; none of the biomark-
ers were an improvement upon CA125 [104]. It may be 
that the biomarkers that were tested had all been discov-
ered through the use of late stage diagnostic specimens, 
as suggested by Zhu et al. [103], and thus, those biomark-
ers may not have been the optimal choices for screening 
early stages of disease.

Upon validation of our results with a larger cohort of 
patients, we envision collaborating with Olink to design 
multiplex plates that will contain a small subset of the 92 

http://www.olink.com
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markers, encompassing the most relevant proteins that 
are capable of distinguishing women with ovarian cancer 
from healthy women. Ideally, the multiplex plates would 
be limited to a small number of proteins that would allow 
us to achieve a high degree of sensitivity and specific-
ity. Since the PEA technology combines the sensitivity 
of the PCR with the specificity of antibody-based detec-
tion methods, it may prove to be readily translated into 
clinical laboratories by virtue of its ability to perform 
multiplex biomarker detection and high throughput 
quantification. Other technologies, such as ELISAs are 
limited in their ability to adequately detect multiple bio-
markers simultaneously. In addition, mass spectrometry 
based assays are not routinely performed in clinical labo-
ratories due to the high cost of instrumentation and tech-
nical staffing.

Although the  Proseek® Oncology Iv2 plate was not 
designed specifically for ovarian cancer, it included sev-
eral of the key proteins known to be elevated in ovarian 
cancer (e.g. CA125 and HE4). A customized plate target-
ing ovarian cancer proteins could enhance the ability of 
this technology to identify ovarian cancer samples. Using 
a multiplex approach, rather than just one biomarker at 
a time, it may be possible to: (a) diagnose ovarian can-
cer in a woman with an abdominal mass prior to surgery, 
(b) screen high risk women for ovarian cancer, and (c) 
ultimately screen the general population of women for 
ovarian cancer. Our goal is to detect ovarian cancer in 
its earliest stages, when the survival rate is > 90% [105]. 
Earlier detection will enhance the treatment options for 
women, since women who are diagnosed early require 
less extensive surgery and less toxic chemotherapy.

Conclusions
A biomarker panel that can be used to screen the sera of 
women in the general population for ovarian cancer is 
needed to detect early stages of ovarian cancer, when the 
disease is most amenable to treatment and the survival 
rates are highest. In this study, we have shown the feasi-
bility of using  Proseek® multiplex Oncology I v2 plates to 
quantify the levels of 92 oncology-related proteins in only 
1  μl of sera. These data demonstrate that the  Proseek® 
technology can replicate the results established by con-
ventional clinical assays for known biomarkers, such as 
CA125 and HE4, and identify new candidate biomarkers 
for ovarian cancer. A multi-protein classifier consisting of 
CA125 and eleven other proteins was able to improve the 
sensitivity and specificity over CA125 alone. Additional 
studies using a larger cohort of patients will allow for val-
idation of these biomarkers and lead to the development 
of a screening tool for detecting early stage ovarian can-
cer in the general population.

Abbreviations
AUC: area under the ROC curve; CA125: cancer antigen 125; CEA: carcinoem-
bryonic antigen; CI: confidence interval; Ct: cycle threshold; CV: coefficient of 
variation; CXCL13: CXC motif chemokine 13; ELISA: enzyme-linked immuno-
sorbent assay; EGFR: epidermal growth factor receptor; EpCAM: epithelial cell 
adhesion molecule; FADD: FAS-associated death domain protein; FDA: Food 
and Drug Administration; FR-alpha: folate receptor-alpha; FUR: furin; HE4: 
human epididymis protein 4; hK11: human kallikrein 11; IL-6: interleukin-6; 
KLK6: kallikrein 6; LAP.TGF-beta 1: Latency associated peptide transforming 
growth factor-β1; MK: midkine; MUC16: mucin 16; PARK7: protein deglycase 
DJ-1 (also known as Parkinson disease protein 7); PCA: principle component 
analysis; PCR: polymerase chain reaction; PEA: proximity extension assay; 
PLA: proximity ligation assay; PLCO: Prostate, Lung, Colorectal, and Ovarian 
Cancer Screening Trial; PRSS8: prostasin; ROC: receiver operating characteristic; 
SELE: E-selectin; TF: tissue factor; TNF: tumor necrosis factor; TNFSF14: tumor 
necrosis factor ligand superfamily member 14; UKCTOCS: United Kingdom 
Collaborative Trial of Ovarian Cancer Screening.

Authors’ contributions
KLMB contributed to the conception and design of the study and helped draft 
and revise the manuscript. KG prepared the serum samples, set up the plates, 
graphed some of the data, and helped write the paper. JSK performed the 
statistical analyses and helped write the paper. MAG contributed to the design 
of the study with respect to clinical parameters. TKS performed the clustering 
analyses and helped write the paper. APNS conceived of the project, designed 
the experiments, and wrote the paper. All authors read and approved the final 
manuscript.

Authors’ information
Amy P.N. Skubitz, Ph.D. is Director of the University of Minnesota Ovarian 
Cancer Early Detection Program (http://www.z.umn.edu/OCEDP).

Author details
1 Department of Laboratory Medicine and Pathology, School of Medicine, 
University of Minnesota, MMC 395, 420 Delaware Street, S.E, Minneapolis, MN 
55455, USA. 2 Ovarian Cancer Early Detection Program, University of Minne-
sota, Minneapolis, MN, USA. 3 Division of Biostatistics, School of Public Health, 
University of Minnesota, Minneapolis, MN, USA. 4 Department of Obstetrics, 
Gynecology, and Women’s Health, University of Minnesota, Minneapolis, MN, 

Additional files

Additional file 1. List of all 92 proteins with their significance in trends 
among patient subgroups. List of the 92  Proseek® Oncology I v2 proteins 
in order of significance showing a trend of log values when comparing 
serum samples of healthy women versus benign ovarian disease versus 
early stage serous ovarian cancer versus late stage serous ovarian cancer. 
The log data for the top 12 proteins are graphed in Fig. 4.

Additional file 2. AUC and sensitivity for all 92 proteins comparing late 
stage ovarian cancer versus healthy. Comparison of  Proseek® Oncology I 
values for serum samples from late stage high grade serous ovarian can-
cer patients versus healthy women. ROC curves for the 12 proteins with 
the highest AUC values are shown in Fig. 5.

Additional file 3. AUC and sensitivity for all 92 proteins comparing late 
stage ovarian cancer versus benign. Comparison of  Proseek® Oncology 
I values for serum samples from late stage high grade serous ovarian 
cancer patients versus women with benign ovarian conditions.

Additional file 4. AUC and sensitivity for all 92 proteins comparing early 
stage ovarian cancer versus healthy. Comparison of  Proseek® Oncology 
I values for serum samples from early stage high grade serous ovarian 
cancer patients versus healthy women. ROC curves for the 12 proteins 
with the highest AUC values are shown in Fig. 6.

Additional file 5. AUC and sensitivity for all 92 proteins comparing early 
stage ovarian cancer versus benign. Comparison of  Proseek® Oncology 
I values for serum samples from early stage high grade serous ovarian 
cancer patients versus women with benign ovarian conditions.

http://www.z.umn.edu/OCEDP
http://dx.doi.org/10.1186/s12014-017-9169-6
http://dx.doi.org/10.1186/s12014-017-9169-6
http://dx.doi.org/10.1186/s12014-017-9169-6
http://dx.doi.org/10.1186/s12014-017-9169-6
http://dx.doi.org/10.1186/s12014-017-9169-6


Page 18 of 21Boylan et al. Clin Proteom  (2017) 14:34 

USA. 5 Masonic Cancer Center, University of Minnesota, Minneapolis, MN, USA. 
6 Department of Genetics, Cell Biology and Genetics, University of Minnesota, 
Minneapolis, MN, USA. 

Acknowledgements
We thank Dr. Kenneth B. Beckman, Dinesha Walek, Darrell Johnson, and Jerry 
Daniel in the University of Minnesota Genomics Center for helpful discussions 
and assistance with generating data on the  Proseek® Multiplex Oncology I v2 
plate. We thank personnel in the University of Minnesota BioNet Tissue Pro-
curement Facility for consenting women to obtain blood samples and search-
ing medical records to find CA125 values for this study. We thank employees 
of Olink for helpful discussions on the use of the  Proseek® plates.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
The datasets generated during the current study are available from the cor-
responding author on reasonable request. Data analyzed during this study are 
included in this published article (and its Additional files).

Consent for publication
All authors consent to the publication of this manuscript.

Ethics approval and consent to participate
The procurement and analysis of human serum samples was approved 
by the University of Minnesota Institutional Review Board under Protocol 
0407M62504. Personnel in the University of Minnesota BioNet Tissue Procure-
ment Facility were responsible for consenting women in the University of 
Minnesota-Fairview Hospital, providing the blood samples to the laboratory 
for processing, and retrieving CA125 values from the medical records.

Funding
This work was supported by a grant from the University of Minnesota Clinical 
and Translational Science Institute and the Minnesota Ovarian Cancer Alliance.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Received: 16 March 2017   Accepted: 28 September 2017

References
 1. SEER stat fact sheets: ovary cancer. http://seer.cancer.gov/statfacts/

html/ovary.html.
 2. Jelovac D, Armstrong DK. Recent progress in the diagnosis and treat-

ment of ovarian cancer. CA Cancer J Clin. 2011;61:183–203.
 3. Giede KC, Kieser K, Dodge J, Rosen B. Who should operate on patients 

with ovarian cancer? An evidence-based review. Gynecol Oncol. 
2005;99:447–61.

 4. Prensner JR, Chinnaiyan AM, Srivastava S. Systematic, evidence-based 
discovery of biomarkers at the NCI. Clin Exp Metastasis. 2012;29:645–52.

 5. Terry KL, Sluss PM, Skates SJ, Mok SC, Ye B, Vitonis AF, Cramer DW. Blood 
and urine markers for ovarian cancer: a comprehensive review. Dis 
Markers. 2004;20:53–70.

 6. Holcomb K, Vucetic Z, Miller MC, Knapp RC. Human epididymis protein 
4 offers superior specificity in the differentiation of benign and malig-
nant adnexal masses in premenopausal women. Am J Obstet Gynecol. 
2011;205(358):e351–6.

 7. Bast RC Jr, Badgwell D, Lu Z, Marquez R, Rosen D, Liu J, Baggerly KA, Atkinson 
EN, Skates S, Zhang Z, Lokshin A, Menon U, Jacobs I, Lu K. New tumor mark-
ers: CA125 and beyond. Int J Gynecol Cancer. 2005;15(Suppl 3):274–81.

 8. Felder M, Kapur A, Gonzalez-Bosquet J, Horibata S, Heintz J, Albrecht R, 
Fass L, Kaur J, Hu K, Shojaei H, Whelan RJ, Patankar MS. MUC16 (CA125): 
tumor biomarker to cancer therapy, a work in progress. Mol Cancer. 
2014;13:129.

 9. Nossov V, Amneus M, Su F, Lang J, Janco JM, Reddy ST, Farias-Eisner 
R. The early detection of ovarian cancer: from traditional methods to 
proteomics. Can we really do better than serum CA-125? Am J Obstet 
Gynecol. 2008;199:215–23.

 10. Skates SJ. Ovarian cancer screening: development of the risk of ovarian 
cancer algorithm (ROCA) and ROCA screening trials. Int J Gynecol 
Cancer. 2012;22(Suppl 1):S24–6.

 11. Lu KH, Skates S, Hernandez MA, Bedi D, Bevers T, Leeds L, Moore R, 
Granai C, Harris S, Newland W, Adeyinka O, Geffen J, Deavers MT, Sun 
CC, Horick N, Fritsche H, Bast RC Jr. A 2-stage ovarian cancer screening 
strategy using the Risk of Ovarian Cancer Algorithm (ROCA) identifies 
early-stage incident cancers and demonstrates high positive predictive 
value. Cancer. 2013;119:3454–61.

 12. Menon U, Ryan A, Kalsi J, Gentry-Maharaj A, Dawnay A, Habib M, 
Apostolidou S, Singh N, Benjamin E, Burnell M, Davies S, Sharma A, 
Gunu R, Godfrey K, Lopes A, Oram D, Herod J, Williamson K, Seif MW, 
Jenkins H, Mould T, Woolas R, Murdoch JB, Dobbs S, Amso NN, Leeson 
S, Cruickshank D, Scott I, Fallowfield L, Widschwendter M, et al. Risk 
algorithm using serial biomarker measurements doubles the number 
of screen-detected cancers compared with a single-threshold rule in 
the United Kingdom Collaborative Trial of Ovarian Cancer Screening. J 
Clin Oncol. 2015;33:2062–71.

 13. Buys SS, Partridge E, Greene MH, Prorok PC, Reding D, Riley TL, Hartge 
P, Fagerstrom RM, Ragard LR, Chia D, Izmirlian G, Fouad M, Johnson CC, 
Gohagan JK. Ovarian cancer screening in the Prostate, Lung, Colorectal 
and Ovarian (PLCO) cancer screening trial: findings from the initial 
screen of a randomized trial. Am J Obstet Gynecol. 2005;193:1630–9.

 14. Andersen JD, Boylan KL, Jemmerson R, Geller MA, Misemer B, Har-
rington KM, Weivoda S, Witthuhn BA, Argenta P, Vogel RI, Skubitz AP. 
Leucine-rich alpha-2-glycoprotein-1 is upregulated in sera and tumors 
of ovarian cancer patients. J Ovarian Res. 2010;3:21.

 15. Andersen JD, Boylan KL, Xue FS, Anderson LB, Witthuhn BA, Markowski 
TW, Higgins L, Skubitz AP. Identification of candidate biomarkers in 
ovarian cancer serum by depletion of highly abundant proteins and dif-
ferential in-gel electrophoresis. Electrophoresis. 2010;31:599–610.

 16. Boylan KL, Andersen JD, Anderson LB, Higgins L, Skubitz AP. Quantita-
tive proteomic analysis by iTRAQ(R) for the identification of candidate 
biomarkers in ovarian cancer serum. Proteome Sci. 2010;8:31.

 17. DeRycke MS, Pambuccian SE, Gilks CB, Kalloger SE, Ghidouche A, Lopez 
M, Bliss RL, Geller MA, Argenta PA, Harrington KM, Skubitz AP. Nectin 4 
overexpression in ovarian cancer tissues and serum: potential role as a 
serum biomarker. Am J Clin Pathol. 2010;134:835–45.

 18. Hibbs K, Skubitz KM, Pambuccian SE, Casey RC, Burleson KM, Oegema 
TR Jr, Thiele JJ, Grindle SM, Bliss RL, Skubitz AP. Differential gene expres-
sion in ovarian carcinoma: identification of potential biomarkers. Am J 
Pathol. 2004;165:397–414.

 19. Skubitz AP, Pambuccian SE, Argenta PA, Skubitz KM. Differential gene 
expression identifies subgroups of ovarian carcinoma. Transl Res. 
2006;148:223–48.

 20. El Bairi K, Kandhro AH, Gouri A, Mahfoud W, Louanjli N, Saadani B, 
Afqir S, Amrani M. Emerging diagnostic, prognostic and therapeutic 
biomarkers for ovarian cancer. Cell Oncol (Dordr.) 2016;40:105–18.

 21. Trabert B, Pinto L, Hartge P, Kemp T, Black A, Sherman ME, Brinton LA, 
Pfeiffer RM, Shiels MS, Chaturvedi AK, Hildesheim A, Wentzensen N. 
Pre-diagnostic serum levels of inflammation markers and risk of ovar-
ian cancer in the prostate, lung, colorectal and ovarian cancer (PLCO) 
screening trial. Gynecol Oncol. 2014;135:297–304.

 22. Assarsson E, Lundberg M, Holmquist G, Bjorkesten J, Thorsen SB, 
Ekman D, Eriksson A, Rennel Dickens E, Ohlsson S, Edfeldt G, Andersson 
AC, Lindstedt P, Stenvang J, Gullberg M, Fredriksson S. Homogenous 
96-plex PEA immunoassay exhibiting high sensitivity, specificity, and 
excellent scalability. PLoS ONE. 2014;9:e95192.

 23. Lundberg M, Eriksson A, Tran B, Assarsson E, Fredriksson S. Homogene-
ous antibody-based proximity extension assays provide sensitive and 
specific detection of low-abundant proteins in human blood. Nucleic 
Acids Res. 2011;39:e102.

 24. Thorsen SB, Lundberg M, Villablanca A, Christensen SL, Belling KC, 
Nielsen BS, Knowles M, Gee N, Nielsen HJ, Brunner N, Christensen IJ, Fre-
driksson S, Stenvang J, Assarsson E. Detection of serological biomarkers 
by proximity extension assay for detection of colorectal neoplasias in 
symptomatic individuals. J Transl Med. 2013;11:253.

http://seer.cancer.gov/statfacts/html/ovary.html
http://seer.cancer.gov/statfacts/html/ovary.html


Page 19 of 21Boylan et al. Clin Proteom  (2017) 14:34 

 25. Meden H, Marx D, Schauer A, Wuttke W, Kuhn W. Prognostic signifi-
cance of p105 (c-erbB-2 HER2/neu) serum levels in patients with ovar-
ian cancer. Anticancer Res. 1997;17:757–60.

 26. Yazici H, Dolapcioglu K, Buyru F, Dalay N. Utility of c-erbB-2 expres-
sion in tissue and sera of ovarian cancer patients. Cancer Investig. 
2000;18:110–4.

 27. Tanner B, Hasenclever D, Stern K, Schormann W, Bezler M, Hermes 
M, Brulport M, Bauer A, Schiffer IB, Gebhard S, Schmidt M, Steiner E, 
Sehouli J, Edelmann J, Lauter J, Lessig R, Krishnamurthi K, Ullrich A, 
Hengstler JG. ErbB-3 predicts survival in ovarian cancer. J Clin Oncol. 
2006;24:4317–23.

 28. Gilmour LM, Macleod KG, McCaig A, Gullick WJ, Smyth JF, Langdon SP. 
Expression of erbB-4/HER-4 growth factor receptor isoforms in ovarian 
cancer. Cancer Res. 2001;61:2169–76.

 29. Sallinen H, Heikura T, Koponen J, Kosma VM, Heinonen S, Yla-Herttuala 
S, Anttila M. Serum angiopoietin-2 and soluble VEGFR-2 levels predict 
malignancy of ovarian neoplasm and poor prognosis in epithelial ovar-
ian cancer. BMC Cancer. 2014;14:696.

 30. Jones DR. Measuring midkine: the utility of midkine as a biomarker in 
cancer and other diseases. Br J Pharmacol. 2014;171:2925–39.

 31. Li F, Tian P, Zhang J, Kou C. The clinical and prognostic significance of 
midkine in breast cancer patients. Tumour Biol. 2015;36:9789–94.

 32. Nakanishi T, Kadomatsu K, Okamoto T, Tomoda Y, Muramatsu T. Expres-
sion of midkine and pleiotropin in ovarian tumors. Obstet Gynecol. 
1997;90:285–90.

 33. Wu X, Zhi X, Ji M, Wang Q, Li Y, Xie J, Zhao S. Midkine as a potential 
diagnostic marker in epithelial ovarian cancer for cisplatin/paclitaxel 
combination clinical therapy. Am J Cancer Res. 2015;5:629–38.

 34. Diamandis EP, Scorilas A, Fracchioli S, Van Gramberen M, De Bruijn H, 
Henrik A, Soosaipillai A, Grass L, Yousef GM, Stenman UH, Massobrio 
M, Van Der Zee AG, Vergote I, Katsaros D. Human kallikrein 6 (hK6): a 
new potential serum biomarker for diagnosis and prognosis of ovarian 
carcinoma. J Clin Oncol. 2003;21:1035–43.

 35. Diamandis EP, Okui A, Mitsui S, Luo LY, Soosaipillai A, Grass L, Nakamura 
T, Howarth DJ, Yamaguchi N. Human kallikrein 11: a new biomarker of 
prostate and ovarian carcinoma. Cancer Res. 2002;62:295–300.

 36. O’Shannessy DJ, Somers EB, Palmer LM, Thiel RP, Oberoi P, Heath R, 
Marcucci L. Serum folate receptor alpha, mesothelin and megakaryo-
cyte potentiating factor in ovarian cancer: association to disease 
stage and grade and comparison to CA125 and HE4. J Ovarian Res. 
2013;6:29.

 37. Dobrzycka B, Mackowiak-Matejczyk B, Terlikowska KM, Kulesza-
Bronczyk B, Kinalski M, Terlikowski SJ. Serum levels of IL-6, IL-8 and CRP 
as prognostic factors in epithelial ovarian cancer. Eur Cytokine Netw. 
2013;24:106–13.

 38. Penson RT, Kronish K, Duan Z, Feller AJ, Stark P, Cook SE, Duska LR, Fuller 
AF, Goodman AK, Nikrui N, MacNeill KM, Matulonis UA, Preffer FI, Seiden 
MV. Cytokines IL-1beta, IL-2, IL-6, IL-8, MCP-1, GM-CSF and TNFalpha in 
patients with epithelial ovarian cancer and their relationship to treat-
ment with paclitaxel. Int J Gynecol Cancer. 2000;10:33–41.

 39. Berek JS, Chung C, Kaldi K, Watson JM, Knox RM, Martinez-Maza O. 
Serum interleukin-6 levels correlate with disease status in patients with 
epithelial ovarian cancer. Am J Obstet Gynecol. 1991;164:1038–42.

 40. Coward J, Kulbe H, Chakravarty P, Leader D, Vassileva V, Leinster DA, 
Thompson R, Schioppa T, Nemeth J, Vermeulen J, Singh N, Avril N, Cum-
mings J, Rexhepaj E, Jirstrom K, Gallagher WM, Brennan DJ, McNeish 
IA, Balkwill FR. Interleukin-6 as a therapeutic target in human ovarian 
cancer. Clin Cancer Res. 2011;17:6083–96.

 41. Mann GB, Fowler KJ, Gabriel A, Nice EC, Williams RL, Dunn AR. Mice with 
a null mutation of the TGF alpha gene have abnormal skin architecture, 
wavy hair, and curly whiskers and often develop corneal inflammation. 
Cell. 1993;73:249–61.

 42. Mahboob S, Ahn SB, Cheruku HR, Cantor D, Rennel E, Fredriksson S, 
Edfeldt G, Breen EJ, Khan A, Mohamedali A, Muktadir MG, Ranganathan 
S, Tan SH, Nice E, Baker MS. A novel multiplexed immunoassay identifies 
CEA, IL-8 and prolactin as prospective markers for Dukes’ stages A-D 
colorectal cancers. Clin Proteomics. 2015;12:10.

 43. Chen H, Zucknick M, Werner S, Knebel P, Brenner H. Head-to-head 
comparison and evaluation of 92 plasma protein biomarkers for early 
detection of colorectal cancer in a true screening setting. Clin Cancer 
Res. 2015;21:3318–26.

 44. Bryan RT, Gordon NS, Abbotts B, Zeegers MP, Cheng KK, James ND, 
Ward DG. Multiplex screening of 422 candidate serum biomarkers 
in bladder cancer patients identifies syndecan-1 and macrophage 
colonystimulating factor 1 as prognostic indicators. Transl Cancer Res. 
2017;6:S657–S665.

 45. Kurman RJ, Shih Ie M. The origin and pathogenesis of epithelial ovarian 
cancer: a proposed unifying theory. Am J Surg Pathol. 2010;34:433–43.

 46. Hjelm F, Tran B, Fredriksson S. Sensitive detection of cytokines in 1-μl 
serum samples using  Proseek®. Nat Methods 2011;8.

 47. de Hoon MJ, Imoto S, Nolan J, Miyano S. Open source clustering soft-
ware. Bioinformatics. 2004;20:1453–4.

 48. Page RD. TreeView: an application to display phylogenetic trees on 
personal computers. Comput Appl Biosci. 1996;12:357–8.

 49. Pepe MS. The statistical evaluation of medical tests for classification and 
prediction. Oxford: Oxford University Press; 2004.

 50. Efron B, Tibshirani RJ. An introduction to the bootstrap. Boca Raton, FL: 
Chapman & Hall/CRC; 1994.

 51. Tibshirani R. Regression shrinkage and selection via the lasso. J R Stat 
Soc B. 1996;58:267–88.

 52. Hastie T, Tibshirani R, Friedman J. The elements of statistical learning: 
data mining, inference and prediction. New York: Springer; 2009.

 53. Fredriksson S, Horecka J, Brustugun OT, Schlingemann J, Koong AC, 
Tibshirani R, Davis RW. Multiplexed proximity ligation assays to profile 
putative plasma biomarkers relevant to pancreatic and ovarian cancer. 
Clin Chem. 2008;54:582–9.

 54. Longuespee R, Couture F, Levesque C, Kwiatkowska A, Desjardins R, 
Gagnon S, Vergara D, Maffia M, Fournier I, Salzet M, Day R. Implications 
of proprotein convertases in ovarian cancer cell proliferation and tumor 
progression: insights for PACE4 as a therapeutic target. Transl Oncol. 
2014;7:410–9.

 55. Page RE, Klein-Szanto AJ, Litwin S, Nicolas E, Al-Jumaily R, Alexander P, 
Godwin AK, Ross EA, Schilder RJ, Bassi DE. Increased expression of the 
pro-protein convertase furin predicts decreased survival in ovarian 
cancer. Cell Oncol. 2007;29:289–99.

 56. Bast RC Jr, Skates S, Lokshin A, Moore RG. Differential diagnosis of a 
pelvic mass: improved algorithms and novel biomarkers. Int J Gynecol 
Cancer. 2012;22(Suppl 1):S5–8.

 57. Moore RG, Maclaughlan S. Current clinical use of biomarkers for epithe-
lial ovarian cancer. Curr Opin Oncol. 2010;22:492–7.

 58. Drapkin R, von Horsten HH, Lin Y, Mok SC, Crum CP, Welch WR, Hecht 
JL. Human epididymis protein 4 (HE4) is a secreted glycoprotein that is 
overexpressed by serous and endometrioid ovarian carcinomas. Cancer 
Res. 2005;65:2162–9.

 59. Hellstrom I, Raycraft J, Hayden-Ledbetter M, Ledbetter JA, Schum-
mer M, McIntosh M, Drescher C, Urban N, Hellstrom KE. The HE4 
(WFDC2) protein is a biomarker for ovarian carcinoma. Cancer Res. 
2003;63:3695–700.

 60. Rice GE, Edgell TA, Autelitano DJ. Evaluation of midkine and anterior 
gradient 2 in a multimarker panel for the detection of ovarian cancer. J 
Exp Clin Cancer Res. 2010;29:62.

 61. McIntosh MW, Liu Y, Drescher C, Urban N, Diamandis EP. Validation and 
characterization of human kallikrein 11 as a serum marker for diagnosis 
of ovarian carcinoma. Clin Cancer Res. 2007;13:4422–8.

 62. Tamir A, Jag U, Sarojini S, Schindewolf C, Tanaka T, Gharbaran R, Patel 
H, Sood A, Hu W, Patwa R, Blake P, Chirina P, Oh Jeong J, Lim H, Goy A, 
Pecora A, Suh KS. Kallikrein family proteases KLK6 and KLK7 are poten-
tial early detection and diagnostic biomarkers for serous and papillary 
serous ovarian cancer subtypes. J Ovarian Res. 2014;7:109.

 63. Kurosaki A, Hasegawa K, Kato T, Abe K, Hanaoka T, Miyara A, 
O’Shannessy DJ, Somers EB, Yasuda M, Sekino T, Fujiwara K. Serum 
folate receptor alpha as a biomarker for ovarian cancer: implications 
for diagnosis, prognosis and predicting its local tumor expression. Int J 
Cancer. 2016;138:1994–2002.

 64. Mok SC, Chao J, Skates S, Wong K, Yiu GK, Muto MG, Berkowitz RS, 
Cramer DW. Prostasin, a potential serum marker for ovarian cancer: 
identification through microarray technology. J Natl Cancer Inst. 
2001;93:1458–64.

 65. Tamir A, Gangadharan A, Balwani S, Tanaka T, Patel U, Hassan A, Benke S, 
Agas A, D’Agostino J, Shin D, Yoon S, Goy A, Pecora A, Suh KS. The serine 
protease prostasin (PRSS8) is a potential biomarker for early detection 
of ovarian cancer. J Ovarian Res. 2016;9:20.



Page 20 of 21Boylan et al. Clin Proteom  (2017) 14:34 

 66. Tempfer C, Zeisler H, Sliutz G, Haeusler G, Hanzal E, Kainz C. Serum 
evaluation of interleukin 6 in ovarian cancer patients. Gynecol Oncol. 
1997;66:27–30.

 67. Scambia G, Testa U, Panici PB, Martucci R, Foti E, Petrini M, Amoroso M, 
Masciullo V, Peschle C, Mancuso S. Interleukin-6 serum levels in patients 
with gynecological tumors. Int J Cancer. 1994;57:318–23.

 68. Block MS, Maurer MJ, Goergen K, Kalli KR, Erskine CL, Behrens MD, 
Oberg AL, Knutson KL. Plasma immune analytes in patients with epithe-
lial ovarian cancer. Cytokine. 2015;73:108–13.

 69. Panse J, Friedrichs K, Marx A, Hildebrandt Y, Luetkens T, Barrels K, Horn 
C, Stahl T, Cao Y, Milde-Langosch K, Niendorf A, Kroger N, Wenzel S, Leu-
wer R, Bokemeyer C, Hegewisch-Becker S, Atanackovic D. Chemokine 
CXCL13 is overexpressed in the tumour tissue and in the peripheral 
blood of breast cancer patients. Br J Cancer. 2008;99:930–8.

 70. Singh R, Gupta P, Kloecker GH, Singh S, Lillard JW Jr. Expression and 
clinical significance of CXCR5/CXCL13 in human nonsmall cell lung 
carcinoma. Int J Oncol. 2014;45:2232–40.

 71. Li C, Kang D, Sun X, Liu Y, Wang J, Gao P. The effect of C-X-C motif 
chemokine 13 on hepatocellular carcinoma associates with wnt signal-
ing. Biomed Res Int. 2015;2015:345413.

 72. Otterdal K, Haukeland JW, Yndestad A, Dahl TB, Holm S, Segers FM, 
Gladhaug IP, Konopski Z, Damas JK, Halvorsen B, Aukrust P. Increased 
serum levels of LIGHT/TNFSF14 in nonalcoholic fatty liver disease: 
possible role in hepatic inflammation. Clin Transl Gastroenterol. 
2015;6:e95.

 73. Qin JZ, Upadhyay V, Prabhakar B, Maker AV. Shedding LIGHT (TNFSF14) 
on the tumor microenvironment of colorectal cancer liver metastases. J 
Transl Med. 2013;11:70.

 74. Yu P, Fu YX. Targeting tumors with LIGHT to generate metastasis-clear-
ing immunity. Cytokine Growth Factor Rev. 2008;19:285–94.

 75. Pattje WJ, Melchers LJ, Slagter-Menkema L, Mastik MF, Schrijvers 
ML, Gibcus JH, Kluin PM, Hoegen-Chouvalova O, van der Laan BF, 
Roodenburg JL, van der Wal JE, Schuuring E, Langendijk JA. FADD 
expression is associated with regional and distant metastasis in 
squamous cell carcinoma of the head and neck. Histopathology. 
2013;63:263–70.

 76. Cimino Y, Costes A, Damotte D, Validire P, Mistou S, Cagnard N, Alifano 
M, Regnard JF, Chiocchia G, Sautes-Fridman C, Tourneur L. FADD protein 
release mirrors the development and aggressiveness of human non-
small cell lung cancer. Br J Cancer. 2012;106:1989–96.

 77. Jacobs IJ, Menon U. Progress and challenges in screening for early 
detection of ovarian cancer. Mol Cell Proteomics. 2004;3:355–66.

 78. Menon U, Jacobs IJ. Ovarian cancer screening in the general popula-
tion. Curr Opin Obstet Gynecol. 2001;13:61–4.

 79. Mielczarek-Palacz A, Sikora J, Kondera-Anasz Z, Hauza G. Imbalance in 
serum soluble CD30/CD30L and CD40/CD40L systems are associated 
with ovarian tumors. Hum Immunol. 2013;74:70–4.

 80. Baron AT, Boardman CH, Lafky JM, Rademaker A, Liu D, Fishman DA, 
Podratz KC, Maihle NJ. Soluble epidermal growth factor receptor 
(sEGFR) [corrected] and cancer antigen 125 (CA125) as screening and 
diagnostic tests for epithelial ovarian cancer. Cancer Epidemiol Biomark 
Prev. 2005;14:306–18.

 81. Baron AT, Cora EM, Lafky JM, Boardman CH, Buenafe MC, Rademaker 
A, Liu D, Fishman DA, Podratz KC, Maihle NJ. Soluble epidermal growth 
factor receptor (sEGFR/sErbB1) as a potential risk, screening, and diag-
nostic serum biomarker of epithelial ovarian cancer. Cancer Epidemiol 
Biomark Prev. 2003;12:103–13.

 82. Han LY, Landen CN Jr, Kamat AA, Lopez A, Bender DP, Mueller P, 
Schmandt R, Gershenson DM, Sood AK. Preoperative serum tissue fac-
tor levels are an independent prognostic factor in patients with ovarian 
carcinoma. J Clin Oncol. 2006;24:755–61.

 83. Ferdeghini M, Gadducci A, Prontera C, Annicchiarico C, Gagetti O, 
Bianchi M, Facchini V, Genazzani AR. Preoperative serum intercellular 
adhesion molecule-1 (ICAM-1) and E-selectin (endothelial cell leuko-
cyte adhesion molecule, ELAM-1) in patients with epithelial ovarian 
cancer. Anticancer Res. 1995;15:2255–60.

 84. Tas F, Karabulut S, Serilmez M, Ciftci R, Duranyildiz D. Clinical signifi-
cance of serum epithelial cell adhesion molecule (EPCAM) and vascular 
cell adhesion molecule-1 (VCAM-1) levels in patients with epithelial 
ovarian cancer. Tumour Biol. 2014;35:3095–102.

 85. Bronger H, Singer J, Windmuller C, Reuning U, Zech D, Delbridge 
C, Dorn J, Kiechle M, Schmalfeldt B, Schmitt M, Avril S. CXCL9 
and CXCL10 predict survival and are regulated by cyclooxyge-
nase inhibition in advanced serous ovarian cancer. Br J Cancer. 
2016;115:553–63.

 86. Chen CK, Wu MY, Chao KH, Ho HN, Sheu BC, Huang SC. T lymphocytes 
and cytokine production in ascitic fluid of ovarian malignancies. J 
Formos Med Assoc. 1999;98:24–30.

 87. Fan J, Yu H, Lv Y, Yin L. Diagnostic and prognostic value of serum thiore-
doxin and DJ-1 in non-small cell lung carcinoma patients. Tumour Biol. 
2016;37:1949–58.

 88. Pellicciotta I, Marciscano AE, Hardee ME, Francis D, Formenti S, 
Barcellos-Hoff MH. Development of a novel multiplexed assay for 
quantification of transforming growth factor-beta (TGF-beta). Growth 
Factors. 2015;33:79–91.

 89. Kozak KR, Su F, Whitelegge JP, Faull K, Reddy S, Farias-Eisner R. Char-
acterization of serum biomarkers for detection of early stage ovarian 
cancer. Proteomics. 2005;5:4589–96.

 90. Zhang Z, Bast RC Jr, Yu Y, Li J, Sokoll LJ, Rai AJ, Rosenzweig JM, Cameron 
B, Wang YY, Meng XY, Berchuck A, Van Haaften-Day C, Hacker NF, de 
Bruijn HW, van der Zee AG, Jacobs IJ, Fung ET, Chan DW. Three biomark-
ers identified from serum proteomic analysis for the detection of early 
stage ovarian cancer. Cancer Res. 2004;64:5882–90.

 91. Zhang Z, Yu Y, Xu F, Berchuck A, van Haaften-Day C, Havrilesky LJ, 
de Bruijn HW, van der Zee AG, Woolas RP, Jacobs IJ, Skates S, Chan 
DW, Bast RC Jr. Combining multiple serum tumor markers improves 
detection of stage I epithelial ovarian cancer. Gynecol Oncol. 
2007;107:526–31.

 92. Longoria TC, Ueland FR, Zhang Z, Chan DW, Smith A, Fung ET, 
Munroe DG, Bristow RE. Clinical performance of a multivariate index 
assay for detecting early-stage ovarian cancer. Am J Obstet Gynecol. 
2014;210(78):e71–9.

 93. OVA1 Instructions for Use. In Book OVA1 instructions for use (Editor ed.), 
vol. PRC000391. City. 2009.

 94. Yurkovetsky Z, Skates S, Lomakin A, Nolen B, Pulsipher T, Modugno F, 
Marks J, Godwin A, Gorelik E, Jacobs I, Menon U, Lu K, Badgwell D, Bast 
RC Jr, Lokshin AE. Development of a multimarker assay for early detec-
tion of ovarian cancer. J Clin Oncol. 2010;28:2159–66.

 95. Cramer DW, Bast RC Jr, Berg CD, Diamandis EP, Godwin AK, Hartge P, 
Lokshin AE, Lu KH, McIntosh MW, Mor G, Patriotis C, Pinsky PF, Thorn-
quist MD, Scholler N, Skates SJ, Sluss PM, Srivastava S, Ward DC, Zhang 
Z, Zhu CS, Urban N. Ovarian cancer biomarker performance in prostate, 
lung, colorectal, and ovarian cancer screening trial specimens. Cancer 
Prev Res (Phila). 2011;4:365–74.

 96. Escudero JM, Auge JM, Filella X, Torne A, Pahisa J, Molina R. Comparison 
of serum human epididymis protein 4 with cancer antigen 125 as a 
tumor marker in patients with malignant and nonmalignant diseases. 
Clin Chem. 2011;57:1534–44.

 97. Kristjansdottir B, Levan K, Partheen K, Sundfeldt K. Diagnostic perfor-
mance of the biomarkers HE4 and CA125 in type I and type II epithelial 
ovarian cancer. Gynecol Oncol. 2013;131:52–8.

 98. Hertlein L, Stieber P, Kirschenhofer A, Krocker K, Nagel D, Lenhard M, 
Burges A. Human epididymis protein 4 (HE4) in benign and malignant 
diseases. Clin Chem Lab Med. 2012;50:2181–8.

 99. Santotoribio JD, Garcia-de la Torre A, Canavate-Solano C, Arce-Matute F, 
Sanchez-del Pino MJ, Perez-Ramos S. Cancer antigens 19.9 and 125 as 
tumor markers in patients with mucinous ovarian tumors. Eur J Gynae-
col Oncol. 2016;37:26–9.

 100. Lehtinen L, Vesterkvist P, Roering P, Korpela T, Hattara L, Kaipio K, Mpindi 
JP, Hynninen J, Auranen A, Davidson B, Haglund C, Iljin K, Grenman S, 
Siitari H, Carpen O. REG4 is highly expressed in mucinous ovarian can-
cer: a potential novel serum biomarker. PLoS ONE. 2016;11:e0151590.

 101. Black A, Huang WY, Wright P, Riley T, Mabie J, Mathew S, Ragard L, 
Hermansen S, Yu K, Pinsky P, Prorok PC, Freedman ND, Hoover RN. PLCO: 
evolution of an epidemiologic resource and opportunities for future 
studies. Rev Recent Clin Trials. 2015;10:238–45.

 102. Marks JR, Anderson KS, Engstrom P, Godwin AK, Esserman LJ, Longton 
G, Iversen ES, Mathew A, Patriotis C, Pepe MS. Construction and analysis 
of the NCI-EDRN breast cancer reference set for circulating markers of 
disease. Cancer Epidemiol Biomark Prev. 2015;24:435–41.



Page 21 of 21Boylan et al. Clin Proteom  (2017) 14:34 

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

 103. Zhu CS, Pinsky PF, Cramer DW, Ransohoff DF, Hartge P, Pfeiffer RM, 
Urban N, Mor G, Bast RC Jr, Moore LE, Lokshin AE, McIntosh MW, Skates 
SJ, Vitonis A, Zhang Z, Ward DC, Symanowski JT, Lomakin A, Fung ET, 
Sluss PM, Scholler N, Lu KH, Marrangoni AM, Patriotis C, Srivastava S, 
Buys SS, Berg CD. A framework for evaluating biomarkers for early 
detection: validation of biomarker panels for ovarian cancer. Cancer 
Prev Res (Phila). 2011;4:375–83.

 104. Buys SS, Partridge E, Black A, Johnson CC, Lamerato L, Isaacs C, Reding 
DJ, Greenlee RT, Yokochi LA, Kessel B, Crawford ED, Church TR, Andriole 
GL, Weissfeld JL, Fouad MN, Chia D, O’Brien B, Ragard LR, Clapp JD, 

Rathmell JM, Riley TL, Hartge P, Pinsky PF, Zhu CS, Izmirlian G, Kramer 
BS, Miller AB, Xu JL, Prorok PC, Gohagan JK, et al. Effect of screen-
ing on ovarian cancer mortality: the Prostate, Lung, Colorectal and 
Ovarian (PLCO) Cancer Screening Randomized Controlled Trial. JAMA. 
2011;305:2295–303.

 105. Holschneider CH, Berek JS. Ovarian cancer: epidemiology, biology, and 
prognostic factors. Semin Surg Oncol. 2000;19:3–10.


	A multiplex platform for the identification of ovarian cancer biomarkers
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Serum samples
	Proseek® technology and assay format
	Sample processing
	Data analysis and statistics

	Results
	Clustering based on multiplexed protein expression analysis
	Correlations with ELISA values
	Trends of protein values correlate with progression of ovarian cancer
	ROCAUC for individual proteins for late stage ovarian cancer
	ROCAUC for individual proteins for early stage ovarian cancer
	Combinations of biomarkers

	Discussion
	Conclusions
	Authors’ contributions
	References




