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Methods
The PRISMA [Preferred Reporting Items for Systematic Reviews 

and Meta-analyses] statement  was used as a guide to conduct and 
reporting of the review [26]. The peer-reviewed literature in English 
published up to August 2014 was searched using the Medline (since 
1982) and Ovid versions of EMBASE with Mesh Terms ((cancer antigen 
125) AND ovarian neoplasms) AND (increments OR rising CA125 
concentrations OR monitoring OR progression criteria), and with 
limits Human Subjects and English. Two reviewers (SH; GS) evaluated 
the title and abstract of all the identified records to assess whether they 
were relevant to the aim of the study. Then by evaluating the complete 
article the reviewers determined whether the report should be excluded 
or included for the systematic review following the recommendations 

Keywords: Monitoring; Ovarian cancer; CA125; CA125 increments; 
CA125 progression criteria

Introduction
Worldwide, ovarian cancer is the leading cause of death from 

gynecological malignancies [1]. In advanced epithelial ovarian cancer, 
numerous small peritoneal metastases may be difficult to detect with 
traditional methods such as gynecological examinations, transvaginal 
ultrasonography, CT and MR scans. Given the cost, inconvenience and 
limited sensitivity of imaging investigations, there is a need for reliable 
and easily performed quantitative biochemical tests that can accurately 
reflect tumor burden and provide an early signal of tumor growth. The 
reliability of the test must be sufficiently high to allow clinical decision 
making in terms of continuing or ending treatment and initiating new 
therapy. The serum cancer biomarker CA125 has been proposed as 
a supplement to non-invasive diagnostic procedures among patients 
with advanced disease because concentrations may increase with 
growing tumor burden [2,3]. In the last decades several criteria have 
been proposed to detect increments in serial CA125 concentrations 
[4-24]. Recent guidelines have been proposed by the European Group 
on Tumor Markers for the design of cancer biomarker monitoring 
trials [25]. However, challenges remain on how to define changes in 
CA125 concentrations that reliably correlate with increasing tumor 
burden in the individual patient. The purpose of this study was to 
perform a systematic review of the literature on clinical monitoring 
trials involving CA125 with focus on the assessment criteria proposed 
to detect increasing concentrations during primary therapy and 
subsequent follow-up.
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Abstract
Background: Optimal clinical management of ovarian cancer patients requires prompt and accurate 

determination of whether primary or recurrent disease is responding to chemotherapy. If CA125 is to fill this need, 
we must understand the design and outcomes of clinical trials that have established a correlation between CA125 
levels and growth or shrinkage of tumor burden. It is particularly important to define the magnitude of changes in 
CA125 concentrations that indicate cancer growth and prompt cessation of ineffective therapy.

Objective: To review clinical trials which test the ability of CA125 to monitor ovarian cancer growth during 
chemotherapy for primary disease and detection of recurrence.

Methods: The Medline and Embase databases were searched for original articles published in English between 
January 1982 and May 2014 that evaluated the utility of CA125 for monitoring ovarian cancer growth.

Results: CA125 was evaluated in 13 reports during primary therapy and in eight reports during subsequent 
follow-up. CA125 sensitivity for detecting tumor growth was not reported consistently, but could be calculated from 
data provided in the articles. During primary therapy, the median sensitivity for recurrence was 57% (range 33%-
95%) and during follow-up the median sensitivity was 85% (range 62%-93%).

Conclusion: Consistent criteria for indicating disease progression with CA125 could not be defined due to 
differences in trial design and selection of patients. The most promising criteria should be re-evaluated under similar 
and standardized conditions. Computer simulation models and change point algorithms may aid in identifying CA125 
assessment criteria to be further validated in prospective clinical trials.
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[18-20,22,23]. The patients investigated by Rustin et al. received first-
line chemotherapy at Mount Vernon Hospital [21]. Liu et al. focused 
their criteria, named Early Signal of Progressive Disease (EPD), on the 
follow-up period after first-line chemotherapy [24].

CA125 in detecting tumor growth during primary therapy

The reports were mostly based on small patient populations 
and heterogeneous sampling intervals as well as study design. The 
performances of the CA125 assessment criteria are listed in Table 1. 
The number of included patients were 903 (median 41, range 13-173) 
and the number of assessable patients were 784 (median 41, range 
13-173). Tuxen et al. [22] applied two sets of criteria (Figure 7a-c and 
Figure 7d-e) to the same group of patients. Thus, the number of events 
became higher than the investigated number of patients. Accordingly, 
the number of included CA125 events were 1071 (median 42, range 13-
173) and the number of assessable CA125 events were 952 (median 41, 
range 13-173). The sensitivity frequently remained unreported but was 
calculable from the data provided (median 57%, range 33%-95%). Also 
the lead time was mostly not reported. The calculated false positive and 
false negative rates were in median 1% (range 0%-13%) and 44% (range 
5%-67%), respectively.

of the QUADAS-2 Group [27]. Original articles were excluded in the 
following instances: case reports, observational studies and reviews; 
other cancer biomarkers than CA125; other gynecological diseases 
than epithelial ovarian cancer and articles that only reported on criteria 
to interpret decrements of CA125 concentrations. Original articles 
were included if they met following requirements: women with ovarian 
cancer; and presentations of criteria that interpreted increments of 
CA125concentrations during therapy or follow-up period.

The following data were extracted from the included papers: criteria 
to interpret increasing CA125 concentrations, number of true positive 
signals, false negative signals, false positive signals, and true negative 
signals as well as lead-times (time interval between CA125 increment 
and tumor growth). Based on the extracted data we calculated/
recalculated the sensitivities (percentage of patients with tumor growth 
detected by CA125 increments), false positive rates (percentage CA125 
increments among patients without tumor growth), and false negative 
rates (percentage missing CA125 increments among patients with 
tumor growth). The 95% confidence intervals (95% CI) were calculated 
according to Geigy formula 771 and 772 [28]. CA125 assessment 
criteria were drawn in figure format according to the descriptions 
provided in the reviewed original articles [29].

Results
The search strategy retrieved a total of 422 citations. After 

evaluation, 39 relevant studies were chosen for detailed evaluation.  
Among these 21 original articles were identified describing criteria 
to interpret increments of CA125 concentrations. Thirteen individual 
reports addressed criteria and their monitoring performance during 
primary therapy and eight individual reports addressed criteria and 
their monitoring performance during the subsequent follow-up 
period. All patient populations were scrutinized according to clearly 
stated inclusion and exclusion criteria. However, most studies did not 
clearly report whether consecutive or only the eligible patients were 
included. One study reported that they included consecutive patients 
[12]. Four studies included eligible patients [15,20,22,23]. 

CA125 assessment criteria

Some early studies suggested that CA125 signaled progressive 
disease during first-line chemotherapy when concentrations increased 
50% or 100% from values below 20 U/ml – 65 U/ml [4-8,10-13, 16,17]. 
Others suggested criteria that were valid during follow-up when 
concentrations during primary therapy had decreased below 35 U/
ml [9,14,15] or 25 U/ml [6]. The monitoring performance of criteria 
applied in the early studies has been reviewed previously [30,31].

The most extensive investigations of criteria to assess increasing 
CA125 concentrations during monitoring of patients with advanced 
epithelial ovarian carcinoma have been reported by Rustin et al. 1992-
2011 (Figure 1-5), (Figure 6) [18-21,32-37], Tuxen et al. (Figure 7) 
[22,23,38-40], and Liu et al. (Figure 8) [24]. Rustin et al. tested several 
sets of criteria to monitor therapy and follow-up, respectively. Some 
criteria required a defined percent of rise from below to above different 
cut off levels (Figure 1a, Figure a-b, Figure 3a-b, Figure 4a-e, Figure 5a-
b, and Figure 6a) [18-21]. Others required an increment starting above a 
set cut-off to higher levels (Figure 1b, Figure 2c, and Figure 6b) [18-21]. 
The evolution of their criteria is presented in Figure 9 [18-21,35-37,41-
55]. Tuxen et al. used the same criteria during first-line chemotherapy 
and the subsequent follow-up period. There was a considerable overlap 
of their patient groups, because the patients investigated by Rustin et 
al. and by Tuxen et al. were allocated to The North Thames Ovary Trial 

Figure 1: CA125 progression criteria proposed by Rustin et al. in 1992 to 
detect increments during chemotherapy among patients with ovarian cancer 
(FIGO stage III-IV) [18]. CD denotes the required critical difference. Points 
connected by solid lines indicate consecutive measurements. The red solid 
line indicates the applied cutoff in the individual criteria. 
a The criterion was based on three consecutive measurements. The first 
concentration was ≤100 U/ml with an increment of >25% to >100 U/ml for the 
second concentration. The third concentration remained >100 U/ml and could 
be higher, equal to, or less than 50% lower than the second concentration. 
The time interval of the criterion from the first to the third sample was ≥56 
days [18].
b The criterion was based on three consecutive measurements with all 
concentrations >100 U/ml. The second concentration was higher than the first 
concentration. The third concentration could be higher, equal to or less than 
50% lower than the second concentration. The time interval of the criterion 
from the first to the third sample was ≥56 days [18].
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CA125 in detecting tumor growth during follow-up after 
primary therapy

Like the trials correlating CA125 with primary therapy, the 
monitoring studies correlating CA125 with tumor growth during 
follow-up were mostly based on small patient populations and 
heterogeneous sampling intervals as well as study design (Table 2). The 
number of included patients were 1084 (median 112, range 30-300) 
and the number of assessable patients were 814 (median 81, range 30-
204). Rustin et al. [20] applied several sets of CA125 assessment criteria 
(Figures 3a-b, 4a-4e, and 5a-5b) to the same group of patients as did 

Tuxen et al. [23] (Figure 7a-c and Figure 7d-e). Thus, the number of 
results in terms of CA125 events became higher than the investigated 
number of patients. The number of included CA125 events were 2882 
(median 203, range 30-300) and the number assessable CA125 events 
were 1958 (median 124, range 30-24). The sensitivity was not reported 
in some studies; however, it could be calculated from data provided in 
the articles (median 85%, range 62%-93%). Also the lead times were 
reported inconsistently. The calculated false positive and false negative 
rates were in median 9% (range 0%-33%) and 15% (range 7%-38%), 
respectively.

Rustin et al. tested several CA125 assessment criteria at different 
time points during a period of 18 months [20]. The first analysis was 
performed two months after closure of the trial, the second analysis 
was performed after 81 confirmed relapses, and the third analysis was 
performed one year later. Two criteria were applied for the first analysis 
(Figure 3a-b), five criteria for the second analysis (Figure 4a-e), and 
two criteria for the third analysis (Figure 5a-b) [20]. The number of 
patients was not identical in the three analyses, because new patients 
were included during the study period, and patients with recurrent 
disease were excluded from follow-up before the second and third 

Figure 2: CA125 progression criteria proposed by Rustin et al. in 1993 to detect 
increments among patients with ovarian cancer. It was not specified whether 
the criteria were used to monitor therapy or follow-up. FIGO stage was not 
specified [19]. CD denotes the required critical difference. Points connected 
by dashed lines indicate measurements that are not necessarily consecutive. 
Points connected by solid lines indicate consecutive measurements. The red 
solid line indicates the applied cutoff in the individual criteria.
a The criterion was based on at least four measurements. The first and 
second concentrations were <35 U/ml with an increment ≥25% to ≥40 U/
ml for the second latest concentration. The latest concentration could be 
higher, equal to or less than 10 % lower than the second latest concentration. 
Intervening concentrations between concentration two and the second latest 
concentration could decrease ≤10 % as compared to concentration two. 
The time interval between the first and the second latest concentration was 
≥56 days, and the time interval between the second latest and the latest 
concentration was ≥28 days [19].
b The criterion was based on at least three measurements. The first 
concentration was ≤30 U/ml with an increment ≥25% to >30 U/ml of the 
second concentration as compared to the first concentration. The third 
concentration increased ≥25% to ≥40 U/ml as compared to the second 
concentration. Intervening concentrations between the first and the second 
concentration and between the second and the third concentration could 
decrease <10%. The time interval of the criterion from the first to the third 
concentration was ≥56 days [19].
c The criterion was based on at least three measurements and all 
concentrations were ≥100 U/ml. The second concentration was ≥50% 
of the first concentration. The third concentration could be higher, equal 
to or less than 10% lower than the second concentration. Intervening 
concentrations should be >100 U/ml and decrease ≤50% as compared to the 
first concentration. The time interval of the criterion from the first to the third 
sample was ≥56 days [19].

Figure 3: CA125 progression criteria proposed by Rustin et al. in 1996 to 
detect increments among patients with FIGO stage IC-IV ovarian cancer 
during follow-up after first-line chemotherapy. The criteria were applied for 
the analysis performed 2 months after closure of the trial [20]. CD denotes 
the required critical difference. Points connected by dashed lines indicate 
measurements that are not necessarily consecutive. The red solid line 
indicates the applied cutoff in the individual criteria.
a The criterion was based on at least two measurements. The first 
concentration was ≤40 U/ml with an increment to ≥60 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20]. 
b The criterion was based on at least two measurements. The first 
concentration was ≤40 U/ml with an increment to ≥100 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20].
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analyses. The number of patients investigated at each time point also 
differed, because patients were excluded if the CA125 concentrations 
did not fulfill the requirements of the individual criterion, i.e. patients 
with baseline levels above 22 U/ml were excluded from assessment in 
the criterion provided in (Figure 4a), but included for assessment in the 
criterion provided in Figure 4e. Rustin et al. 1996 based all their criteria 
on CA125 increments from below a defined lower interval limit to 
above an upper limit specified for each criterion and the performance 
for each criterion was reported separately. The high sensitivities were 
obtained from selected subpopulations without considering all eligible 
patients. For example, for the criterion provided in (Figure 4c), the 
monitoring performance was based on 145 patients with sensitivity for 
progression of 90% and few false negative results. However, 58 (29%) 
of the 203 patients were excluded from the calculation because their 
baseline CA125 concentrations were above the lower interval limit 
required in the criterion.

Tuxen et al. [23] applied the same set of CA125 assessment criteria 

during follow-up as during monitoring of first-line chemotherapy 
(Figure 7a-e). They reported the combined performance of the criteria 
instead of reporting their individual performance. Interpretation of 
serial measurements was independent of the applied cutoff level of 
35 U/ml because a simultaneous use of their criteria ensured that all 
concentrations were eligible for assessment irrespective of the baseline.

The sensitivities among non-selected patients calculated from 
Rustin et al. (72%) (Figure 6a-b) and Tuxen et al. (75% and 76%) 
(Figure 7a-e) tended to be lower than the sensitivities among selected 
patients calculated from Rustin et al. 1996 (81% - 93%) (Figure 3a-5b). 
Accordingly, the calculated false negative rates tended to be highest for 
Rustin et al. 2001 (28%) (Figure 6a-b) followed by Tuxen et al. (24%-
25%) (Figure 7a-e) and Rustin et al. (7%-19%) (Figure 3a-5b).

Liu et al. [24] investigated the two EPD criteria among patients 
who achieved complete clinical response according to The Response 
Evaluation Criteria in Solid Tumors (RECIST) and CA125 
concentrations ≤35 U/ml. Patients who subsequently developed 
progression according to RECIST or CA125 progression according to 
Rustin et al. (Figure 6a) were compared with patients who achieved 
CA125 progression according to the EPD criteria (Figure 8a-b). Liu et 
al. reported that the EPD criteria predicted progressive disease among 
more than 50% of the patients and at the same time yielded a low false-

Figure 4:CA125 progression criteria proposed by Rustin et al. in 1996 to 
detect increments among patients with FIGO stage IC-IV ovarian cancer 
during follow-up after first-line chemotherapy. The second analysis was 
performed after 81 confirmed relapses [20]. CD denotes the required critical 
difference. Points connected by dashed lines indicate measurements that are 
not necessarily consecutive. The red solid line indicates the applied cutoff in 
the individual criteria.
a The criterion was based on at least two measurements. The first 
concentration was ≤22 U/ml with an increment to ≥33 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20].
b The criterion was based on at least two measurements. The first 
concentration was ≤30 U/ml with an increment to ≥45 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20].
c The criterion was based on at least two measurements. The first 
concentration was ≤40 U/ml with an increment to ≥60 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20].
d The criterion was based on at least two measurements. The first 
concentration was ≤20 U/ml with an increment to ≥40 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20].
e The criterion was based on at least two measurements. The first 
concentration was ≤30 U/ml with an increment to ≥60 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20].

Figure 5: CA125 progression criteria proposed by Rustin et al. in 1996 to 
detect increments among patients with FIGO stage IC-IV ovarian cancer during 
follow-up after first-line chemotherapy. The third analysis was performed one 
year later [20]. CD denotes the required critical difference. Points connected 
by dashed lines indicate measurements that are not necessarily consecutive. 
Points connected by solid lines indicate consecutive measurements. The red 
solid line indicates the applied cutoff in the individual criteria.
a The criterion was based on at least two measurements. The first 
concentration was ≤30 U/ml with an increment to ≥60 U/ml. The time interval 
of the criterion varied from <1 month to >6 months [20].
b The criterion was based on at least three measurements. The first 
concentration was ≤30U/ml with an increment to ≥60 U/ml. The latest 
concentration was ≥60U/ml and could be higher, equal to or lower than the 
second latest concentration. The time interval of the criterion varied from <1 
month to >6 months [20].
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positive rate. However, the false negative and true negative CA125 
events were not reported.

Discussion
Monitoring performance of CA125 during primary therapy

The purpose of CA125 guided surveillance is to detect treatment 
failure and to abandon ineffective therapy. Thus, false negative CA125 
progression signals are likely to have less importance than false positive 
signals because false positive signals of progression would lead to 
abandoning a useful treatment.

The early studies reported sensitivities of 40%-95% frequently 
without reporting the lead times (Table 1). The range of the calculated 
false negative rates was 5%-60%. Thus, Vergote et al. included 53 
patients, 19 of whom had the mucinous type of epithelial ovarian 
cancer associated with low CA125 expression which may explain the 
false negative rate of 19% [17]. Some of the reported false negative 
rates could also be explained by the large CA125 increments (50%-
100%) required to cross the applied cut-off. The false positive rates 
were <8% except in two studies reported by Fioretti et al. 13% and 
may be ascribed to small populations where a few false positive CA125 

signals may cause a relatively high false positive rate. Additionally, 
elevated concentrations frequently observed in benign gynecological 
conditions may cause false positive signals [56]. Overall, estimation of 
the monitoring performance of the early criteria was impossible due 
to heterogeneous study design and missing data [4,5,7,8,10-13,16,17].

Figure 6: CA125 progression criteria proposed by Rustin et al. in 1996 and 
in 2001 to detect increments among patients with FIGO stage IC-IV ovarian 
cancer during follow-up after first-line chemotherapy [20;21]. CD denotes 
the required critical difference. Points connected by dashed lines indicate 
measurements that are not necessarily consecutive. Points connected by 
solid lines indicate consecutive measurements. The red solid line indicates 
the applied cutoff in the individual criteria.
a The criterion was based on at least three measurements. The first 
concentration was ≤35 U/ml with an increment to ≥70 U/ml confirmed by an 
additional measurement. The latest concentration was higher, equal to or 
lowers than the second latest concentration and ≥70U/ml [20].
b The criterion was based on at least three measurements. The nadir 
concentration was >35 U/ml with an increment to ≥2 times the nadir 
concentration. The latest concentration was higher, equal to or lowers than 
the second latest concentration and ≥2 times the nadir concentration [21].

Figure 7: CA125 progression criteria proposed by Tuxen et al. in 2001 and 
in 2002 to detect increments among patients with FIGO stage IC-IV ovarian 
cancer during first-line chemotherapy and follow-up, respectively [22;23]. CD 
denotes the required critical difference. RCV denotes the reference change 
value. Points connected by dashed lines indicate measurements that are not 
necessarily consecutive. Points connected by solid lines indicate consecutive 
measurements. The red solid line indicates the applied cutoff in the individual 
criteria.
a The criterion was based on at least three measurements. The first 
concentration was ≤35 U/ml. The second and the third concentrations 
were >35 U/ml, where the third concentration was higher than the second 
concentration without requirement for the magnitude of the difference. The 
CD between the second and the first concentration was ≥RCV. The time 
interval between the first and the second concentration and between the 
second and the third concentration was ≥28 days [22,23].
b The criterion was based on at least three measurements. All concentrations 
were ≥35 U/ml. The third concentration was higher than the second 
concentration and the second concentration was higher than the first 
concentration. The CD between the second and the first concentration was 
≥RCV. The time interval between the first and the second concentration and 
between the second and the third concentration was ≥28 days [22;23].
c The criterion was based on at least three measurements. All concentrations 
were ≥35 U/ml. The third concentration was higher than the second 
concentration without requirement for the magnitude of the difference. The 
CD between the third and the first concentration was ≥RCV. The time interval 
between the first and the second concentration and between the second and 
the third concentration was ≥28 days [22;23].
d The criterion was based on at least three measurements. The first 
concentration was ≤35 U/ml. The second latest and the latest concentrations 
were >35 U/ml where the latest concentration was higher than the second 
latest concentration. The second latest concentration was ≥2.5 times the 
first concentration. The time interval between the first and the second latest 
concentration and between the second latest and the latest concentration 
was ≥28 days [22;23].
e The criterion was based on at least three measurements. All concentrations 
were ≥35 U/ml. The latest concentration was higher than the second latest 
concentration without requirements for the difference. The second latest 
concentration was ≥2.5 times the first concentration. The time interval 
between the first and the second latest concentration and between the 
second latest and the latest concentration was ≥28 days [22,23].
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Rustin et al., Rustin et al. and Tuxen et al . did not specify the 
sensitivity, lead time, false positive rate, and false negative rate of their 
individual criteria but only reported their combined performance. The 
criteria by Rustin et al. (Figure 1a-b) may indicate a higher sensitivity 
for progression as compared to Tuxen et al. (Figure 7a-c and Figure 7d-
e) (60% vs. 46% and 33%, respectively). The results may be due to the 
composition of their criteria which signaled CA125 progression if three 
concentrations were ≥100 U/ml (Figure 1b and 2c). Overrepresentation 
of patients with elevated base-line concentrations may have influenced 
the frequency of progression signals. However, it may be speculated 
that the criteria by Tuxen et al. (Figure 7d-e) tended to provide lower 
false positive rates thus being more robust against false positive signals 
of progression as compared to Rustin et al. (0% versus 2% and 1%) 
(Figure 1a-b and Figure 2a-c). All reports suggested that CA125 is 
unreliable to exclude clinical progression during treatment owing to 
a relatively high rate of false negative information provided by their 
combined criteria, 40% and 67% by Rustin et al. vs. 54% and 67% by 
Tuxen et al. 

In summary, only Rustin et al. and Tuxen et al.  reported results 
on all performance parameters listed in Table 1. As both authors 
reported the combined performance of more criteria, assessment of 
their individual performances was impossible. However, the 95% CIs 
of their combined sets of criteria were overlapping suggesting a similar 
monitoring performance.

Monitoring performance of CA125 during follow-up after 
primary therapy

The purpose is to detect recurrence and initiate an early effective 
treatment. Thus, false negative CA125 signals are likely to have less 
importance than false positive signals because false positive signals may 
lead to unnecessary therapy.

Among the early studies the calculated sensitivities for recurrent 
disease were 62%-90%, and the calculated false positive rates were 
<9% except in the study reported by Cruickshank et al. (11%), the 
differences being due to small and selected patient groups [6,9,14,15] 
(Table 2). The calculated false negative rates varied considerably (10-
38%) probably depending on i) the baseline concentration, ii) the 
magnitude of the required increment, and iii) the number of patients 
with mucinous epithelial ovarian cancer.

The sensitivities for recurrence reported by Rustin et al. appeared 
slightly higher than those reported by Tuxen et al., most likely because 
the results reported by Rustin et al. were based on selected patients at 
three interim analyses (Table 2). However, when their studies had a 
comparable design the sensitivity for recurrence reported by Rustin 
et al 2001 was similar to the sensitivities reported by Tuxen et al. The 
criteria proposed by Rustin et al. (Figure 3a-b, 4a-e, and Figure 5a-b) 
and Rustin et al. (Figure 6a-b) suggested a shorter lead time potential as 
compared to the criteria proposed by Tuxen et al. (Figure 7a-e) (Table 
2). However, there was a major difference as regards how marker 
lead times exceeding 12 months should be interpreted. Rustin et al. 
classified lead times exceeding 12 months as false positive information 
in terms of recurrence, whereas, Tuxen et al. accepted all positive lead 
times irrespective of length as true positive signals of recurrence. The 
approach by Rustin et al. may have failed to detect the CA125 kinetics 
with slow rates of increase resulting in delayed detection of recurrence. 
Additionally, both Rustin et al. (Figure 5b) (Figure 6a-b), and Tuxen 
et al. (Figure 7a-e) may have overestimated the lead time potential of 

Figure 8: Early signals of CA125 progression criteria proposed by Liu et 
al. in 2007 to detect increments among ovarian cancer patients receiving 
maintenance treatment after complete clinical response to primary therapy 
[24]. CD denotes the required critical difference. Points connected by dashed 
lines indicate measurements that are not necessarily consecutive. Points 
connected by solid lines indicate consecutive measurements. The red solid 
line indicates the applied cutoff in the individual criteria.
a The criterion was based on at least three measurements. The first 
concentration was ≤10 U/ml. The second latest concentration was ≥20 U/
ml. The latest concentration was higher, equal to or lowers than the second 
latest concentration and ≥20 U/ml. The time interval between the first and 
the second latest concentration and between the second latest and the latest 
concentration was ≥28 days [24].
b The criterion was based on at least three measurements. The first 
concentration was >10 U/ml but ≤35 U/ml [nadir value]. The second 
latest concentrations was ≥two times the nadir concentration. The latest 
concentration was higher, equal to or lowers than the second latest 
concentration and ≥two times the nadir concentration. The time interval 
between the first and the second latest concentration and between the 
second latest and the latest concentration was ≥28 days [24].

Figure 9: Timeline of CA125 progression criteria developed by Rustin et 
al. and GCIG during 1992-2013. GCIG denotes The Gynecologic Cancer 
Intergroup. RECIST denotes The Response Evaluation Criteria in Solid 
Tumors.
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Table 1: Ability of CA125 to detect tumor growth during primary therapy.

Authors, year  
(Reference)

Criteria as an 
increase of 

concentration in % 
or in figure format

No. of patients 
assessable 
for CA125 

increments

Reported number of 
TP, FP, FN and TN

Reported 
sensitivity 

%

Reported lead 
time, months, 

median (Range)

Calculated 
sensitivity, % 

(95% CI)

Calculated false 
positive rate, % 

(95% CI)

Calculated false 
negative rate, % 

(95% CI)

aBast et al. 
1983 [4]

100% 38/38 (100%) 17 TP, 0 FP,  
2 FN, 19 TN

NR NR 89% 
(70─98%),  
17 TP, 2 FN

0%  
(0─16%),  

0 FP, 19 TN

11%  
(2─30%),  

2 FN, 17 TP
aBast et al. 

1984 [5]
100% 41/41 (100%) 19 TP, 0 FP,  

1 FN, 21 TN
NR NR 95% 

(76─100%), 
19 TP, 1 FN

0%  
(0─14%),  

0 FP, 21 TN

5% 
 (0─24%),  

1 FN, 19 TP
cFioretti et al. 

1986 [7]
100% 13/24 (54%) 2 TP, 1 FP,  

3 FN, 7 TN
NR NR 40% 

(7─82%),  
2 TP, 3 FN

13%  
(0─48%),  
1 FP, 7 TN

60%  
(18─93%),  
3 FN. 2 TP

bFioretti et al. 
1987 [8]

100% 21/21 (100%) 3 TP, 2 FP,  
2 FN, 14 TN

NR +3.5 
 (+3─ +4)

60% 
(18─93%),  
3 TP, 2 FN

13%  
(2─35%),  

2 FP, 14 TN

40%  
7(─82%),  

2 FN, 3 TP
cVergote et al. 

1987 [10]
100% 101/112 (90%) 49 TP, 0 FP,  

8 FN, 44 TN
NR +3 

 (+1─ +8)
86% 

(76─93%),  
49 TP, 8 FN

0%  
(0─7%),  

0 FP, 44 TN

14%  
(7─24%),  

8 FN, 49 TP
bAltaras et al. 

1988 [12]
50% 41//41 (100%) 11 TP, 0 FP,  

4 FN, 26 TN
NR NR 73% 

(49─90%),  
11 TP, 4 FN

0%  
(0─12%),  

0 FP, 26 TN

27%  
(10─31%),  
4 FN, 11 TP

cPanza et al. 
1988 [11]

100% 13/13 (100%) 3 TP, 0 FP,  
4 FN, 6 TN

NR NR 43% 
(13─78%),  
3 TP, 4 FN

0% 
 (0─42%),  
0 FP, 6 TN

57% 
 (22─87%),  
4 FN, 3 TP

bGadducci et 
al. 1990 [13]

100% 27/27 (100%) 8 TP, 1 FP,  
7 FN, 11 TN

NR NR 53% 
(30─76%), 
 8 TP, 7 FN

8%  
(0─35%),  

1 FP, 11 TN

47% 
 (24─70%),  
7 FN, 8 TP

cFioretti et al. 
1992 [16]

100% 35/43 (81%) 10 TP, 1 FP, 
11 FN, 13 TN 

NR +5 
 (+1─ +14)

48% 
(29─67%),  

10 TP, 11 FN

7% 
 (0─31%),  

1 FP, 13 TN

52%  
(33─71%),  

11 FN, 10 TP
aVergote et al. 

1992 [17]
50% 53/135 (39%) 43 TP, 0 FP,  

10 FN, 0 TN
NR NR 81% 

(70─90%),  
43 TP, 10 FN

0%  
(0─100%),  
0 FP, 0 TN

19%  
(10─30%),  

10 FN, 43 TP
aRustin et al. 

1992 [18]
Figures 1a-b 71/71 (100%) 12 TP, 1 FP,  

8 FN, 50 TN
60.00% +3 

 (0─ +12)
60% 

(39─78%),  
12 TP, 8 FN

2%  
(0─9%),  

1 FP, 50 TN

40% 
 (22─61%),  
8 FN, 12 TP

aRustin et al. 
1993 [19]

Figures 2a-c 157/164 (96%) 11 TP, 1 FP,  
22 FN, 71 TN

NR NR 33% 
(20─50%),  

59 TP, 22 FN

1%  
(0─7%),  

1 FP, 71 TN

67% 
 (50─80%),  

22 FN, 11 TP
a, dTuxen et al. 

2001 [22]
Figures 7a-c 173/173 (100%) 11 TP, 1 FP,  

13 FN, 148 TN
45.80% +1.4 

 (0─ +2.6)
46% 

(28─64%),  
11 TP, 13 FN

1% 
 (0─3%),  

1 FP, 148 TN

54%  
(36─72%),  

13 FN, 11 TP
a, dTuxen et al. 

2001 [22]
Figures 7d-e 168/168 (100%) 8 TP, 0 FP,  

16 FN, 144 FN
33.30% +1.2 

 (0─ +2.3)
33% 

(18─52%),  
8 TP, 16 FN

0% 
 (0─2%),  

0 FP, 144 TN

67% 
 (48─82%),  
16 FN. 8 TP

CI= Two sided 95% Confidence Interval (%), FP= false positive CA125 events, FN= false negative CA125 events, TP= true positive CA125 events, TN=true negative CA125 
events, NR= Not reported.
Rustin et al. 1992, Rustin et al. 1993 and Tuxen et al. 2001 did not specify the sensitivity, false positive rate and false negative rate of the individual criteria, but only reported 
their combined performance.
aThe study used clinical and radiological examination as a gold standard for clinical evaluation.
bThe study used second look operation as a gold standard for clinical evaluation.
cThe study used a combination of second look operation and clinical and radiological examination as a gold standard for clinical evaluation.
dTuxen et al. 2001 investigated the same patient population (n=173) with two different sets of criteria.

their criteria because they used the second latest instead of the latest 
measurement as the basis for the calculation. Most of the criteria 
elaborated by Rustin et al. tended to provide higher false positive 
rates of recurrence than the criteria elaborated by Tuxen et al. All the 
criteria generated by Rustin et al. (Figure 3-5a) except one (Figure 5b) 
were based upon at least two measurements whereas all of the criteria 
provided by Tuxen et al. (Figure 7a-e) were based upon at least three 
measurements. It seems reasonable to assume that it is more difficult to 
fulfill a criterion if an increment has to be confirmed by an additional 
measurement. However, neither the criteria proposed by Rustin et al. 
nor those proposed by Tuxen et al. could exclude tumor growth during 
follow-up because clinical recurrence without marker increments 
occurred frequently (high false negative rate).

Liu et al. suggested that their criteria may be suitable for surveillance 
among patients with low CA125 concentrations by early detection 
of increments within the normal range (≤35 U/ml) or increments 
from within to slightly above the normal range [24,57,58]. However, 
the ability to exclude tumor growth remains unknown due to lack of 
information on true negative and false negative information (false 
negative rate).

While rising CA125 can detect recurrent disease, the clinical 
value of detecting recurrence earlier in asymptomatic patients has 
been challenged. In 2010 Rustin et al. published results from a large 
prospective randomized trial conducted by the UK-based Medical 
Research Council (MRC) and the EORTC [24,36]. They enrolled 
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Authors, year 
(Reference)v

Criteria as an 
increase of 

concentration in % 
or in figure format

No. of patients 
assessable 
for CA125 

increments

Reported number of 
TP, FP, FN and TN

Reported 
sensitivity 

%

Reported lead 
time, months, 

median (Range)

Calculated 
sensitivity, % 

(95% CI)

Calculated 
false positive 
rate, % (95% 

CI)

Calculated false 
negative rate, % 

(95% CI)

cAlvarez et al. 
1986 [9]

100% 30/30  
(100%)

24 TP, 0 FP,  
6 FN, 0 TN

NR Median NR  
(+0.2─ +6)

80%  
(64─91%)  

24 TP, 6 FN

0%  
(0─100%), 
0 FP, 0 TN

20%  
(9─36%),  

6 FN, 24 TP
bKrebs et al. 

1986 [6]
50% 65/65  

(66%)
18 TP, 4 FP,  
2 FN, 41 TN

NR NR 90%  
(71─98%),  
18 TP, 2 FN

9%  
(3─19%),  

4 FP, 41 TN

10%  
(2─29%), 

 2 FN, 18 TP
cHørding et al. 

1990 [14]
50% 57/57  

(100%)
37 TP, 0 FP,  
7 FN, 13 TN

NR +2 
 (+1─ +4)

84%  
(72─92%),  
37 TP, 7 FN

0% 
 (0─22%),  

0 FP, 13 TN

16%  
(8─28%),  

7 FN, 37 TP
aCruick-shank 
et al. 1992 [15]

100% 74/74  
(100%)

40 TP, 1 FP,  
25 FN, 8 TN

NR NR 62%  
(51─72%),  

40 TP, 25 FN

11%  
(0─44%),  
1 FP, 8 TN

38%  
(28─49%),  

25 FN, 40 TP
aRustin et al. 
1996. First 

analysis [20]

Figure 3a 124/203  
(61%)

68 TP, 7 FP,  
5 FN, 44 TN

93.2-
93.6%

+2.1 
 (-2.6─ +11.7)

93%  
(86─97%),  
68 TP, 5 FN

14%  
(7─24%),  

7 FP, 44 TN

7%  
(3─14%),  

5 FN, 68 TP
aRustin et al. 
1996. First 

analysis [20]

Figure 3b 124/203  
(61%)

60 TP, 4 FP,  
14 FN, 46 TN

81.1-
82.1%

+1.0 
 (-3.5─ +8.2)

81%  
(70─89%),  

60 TP, 14 FN

8%  
(3─18%),  

4 FP, 46 TN

19%  
(11─30%),  

14 FN, 60 TP
aRustin et al. 

1996. Second 
analysis [20]

Figure 4a 119/203  
(59%)

53 TP, 10 FP,  
4 FN, 52 TN

93.00% +2.9 
 (-7.2─ +11.9)

93%  
(83─98%),  
53 TP, 4 FN

16%  
(9─26%),  

10 FP, 52 TN

7%  
(2─17%), 

 4 FN, 53 TP
aRustin et al. 

1996. Second 
analysis [20]

Figure 4b 135/203  
(67%)

65 TP, 6 FP,  
7 FN, 57 TN

90.30% +2.5 
 (-7.2─ +12)

90%  
(81─96%),  
65 TP, 7 FN

10%  
(4─18%),  

6 FP, 57 TN

10%  
(4─19%),  

7 FN, 65 TP
aRustin et al. 

1996. Second 
analysis [20]

Figure 4c 145/203  
(71%)

73 TP, 4 FP,  
8 FN, 60 TN

90.10% +2.2 
 (-2.6─ +12)

90%  
(81─96%),  
73 TP, 8 FN

6%  
(2─14%),  

4 FP, 60 TN

10%  
(4─19%),  

8 FN, 73 TP
aRustin et al. 

1996. Second 
analysis [20]

Figure 4d 115/203 
 (57%)

52 TP, 6 FP,  
4 FN, 53 TN

92.90% +2.5 
 (-7.2─ +12)

93%  
(83─98%),  
52 TP, 4 FN

10%  
(5─19%), 

 6 FP, 53 TN

7% 
(2─17%), 

 4 FN, 52 TP
aRustin et al. 

1996. Second 
analysis [20]

Figure 4e 135/203  
(67%)

66 TP, 4 FP,  
8 FN, 57 TN

89.20% +2.2 
 (-2.6─ +12)

89%  
(80─95%),  
66 TP, 8 FN

7%  
(2─15%),  

4 FP, 57 TN

11% 
(5─20%),  

8 FN, 66 TP
aRustin et al. 
1996. Third 
analysis [20]

Figure 5a 131/131  
(100%)

73 TP, 4 FP,  
12 FN, 42 TN

85.90% +2.1 
 (-2.6─ +12)

86% 
 (77─92%),  

73 TP, 12 FN

9%  
(3─19%),  

4 FP, 42 TN

14% 
 (8─23%),  

12 FN, 73 TP
aRustin et al. 
1996. Third 
analysis [20]

Figure 5b 119/130  
(92%)

62 TP, 1 FP,  
14 FN, 42 TN

83.90% +2.1 
 (-2.6─ +12)

82% 
 (71─90%),  

62 TP, 14 FN

2%  
(0─11%),  

1 FP, 42 TN

18%  
(10─29%),  

14 FN, 62 TP
aRustin et al. 

2001 [21]
Figures 6a-b 88/300  

(29%)
61 TP, 1 FP,  
24 FN, 2 TN

79.00% +2.4 
 (-10─ +12)

72%  
(61─81%),  

61 TP, 24 FN

33%  
(1─87%),  
1 FP, 2 TN

28%  
(19─39%),  

24 FN, 61 TP
aTuxen et al. 

2002 [23]
Figures 7a-c 149/149  

(100%)
94 TP, 1 FP,  

29 FN, 25 TN
76.40% +3.3  

(0─ 34.5)
76% 

 (70─83%),  
94 TP, 29 FN

4%  
(0─18%),  

1 FP, 25 TN

24% 
 (17─30%),  

29 FN, 94 TP
aTuxen et al. 

2002 [23]
Figures 7d-e 144/144  

(100%)
88 TP, 1 FP,  

30 FN, 25 TN
74.60% +2.6 

 (0─ +32.5)
75% 

 (67─81%), 
 88 TP, 30 FN

4%  
(0─18%),  

1 FP, 25 TN

25%  
(19─33%),  

30 FN, 88 TP
aLiu et al. 2007 

[24]
Figures 8a-b 204/204  

(100%)
135 TP, 9 FP,  

FN (NR), TN (NR)
NR ≤2 (≤2─ >6) 135 TP, FN (NR) 9 FP, TN (NR) FN (NR), 135 TP

Table 2: Ability of CA125 to detect tumor growth during follow-up after primary therapy.

CI= Two sided 95% Confidence Interval (%), FP= false positive CA125 events, FN= false negative CA125 events, TP= true positive CA125 events, TN=true negative CA125 
events, NR= Not Reported.
Rustin et al. 1992, Rustin et al. 1993 and Tuxen et al. 2001 did not specify the sensitivity, false positive rate and false negative rate of the individual criteria, but only reported 
their combined performance.
aThe study used clinical and radiological examination as a gold standard for clinical evaluation.
 bThe study used second look operation as a gold standard for clinical evaluation.
cThe study used a combination of second look operation and clinical and radiological examination as a gold standard for clinical evaluation.

1442 women in complete remission after first-line platinum based 
chemotherapy and a normal CA125 concentration below 35 U/ml. They 
compared the outcome following initiation of treatment of relapsed 
ovarian cancer based on rising CA125 levels from below cut-off (≤35 U/
ml) to twice the upper limit of normal (>70 U/ml) alone (Figure 6a) vs. 
initiation of treatment commencing at clinical or symptomatic relapse 
[36]. The patients were enrolled from 59 centers across Europe, Russia, 

and South Africa during a decade. In the early CA125 guided treatment 
arm second-line chemotherapy started a median 4.8 months earlier and 
third-line chemotherapy a median 4.6 months earlier as compared to 
the treatment arm where therapy was delayed until clinically indicated. 
Remarkably, earlier treatment neither improved survival nor quality of 
life. The authors concluded that monitoring for recurrence with CA125 
could be avoided altogether and patients could be reassured that i) 
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there is no benefit from early detection of relapse by routine CA125 
measurements, and ii) even if CA125 rises, chemotherapy can be 
delayed until signs or symptoms of tumor recurrence. It was suggested 
that women should be informed about the most common symptoms 
prompting an appointment with a specialist and rapid access to CA125 
testing [36,44,48]. The study, however, has several limitations [59]. The 
two groups may not have been balanced for optimal cytoreduction; 
imaging for residual disease was not performed consistently with the 
most sensitive techniques available; and secondary cytoreduction 
was not often undertaken based on rising CA125. Possibly of greater 
importance, only a quarter of patients received optimal therapy 
promptly with a combination of a platinum compound and a taxane. 
Although the groups were well balanced, the study has demonstrated 
that suboptimal therapy by today’s standards at an earlier interval is 
ineffective. As regard the CA125 related issues, the measurements were 
decentralized to numerous local laboratories without information on 
the quality of measurements. Moreover, the large increment requiring 
a doubling of CA125 concentrations from within to outside the normal 
range may have delayed detection of increasing concentrations (Figure 
6a). The ESGO has advised against universally abandoning CA125 in 
the routine follow-up of all patients with ovarian cancer based on this 
single randomized trial [60]. Also the European Society for Medical 
Oncology has advised against abandoning CA125 monitoring during 
follow-up because there is no doubt that regular measurements of 
CA125 will diagnose recurrence well before symptoms occur in most 
patients, it is possible that earlier treatment in selected patients may 
delay the onset of cancer-related symptoms [59,61].

Using each patient’s own baseline, might detect recurrent disease 
at an even earlier interval. An algorithm, The Risk of Ovarian Cancer 
Algorithm (ROCA) based on serial CA125 measurements has been 
developed by Steven Skates to detect primary ovarian cancer at an earlier 
interval [62]. ROCA has been implemented in several screening trials 
as UK Collaborative Trial of Ovarian Cancer Screening (UKCTOCS) 
and the Normal Risk Ovarian Screening Study (NROSS). Preliminary 
results have shown that ROCA may have a role in detecting ovarian 
cancer. However, as yet, the ROCA has not been investigated among 
patients monitored during primary therapy and follow-up. Computer 
based simulation studies may be relevant to evaluate this approach 
[62]. Computer-simulation models have already shown considerable 
potential enabling comparison of different criteria where their 
respective advantages and disadvantages can be investigated under 
standardized conditions [63-66]. The model system may be useful 
for preclinical development of new biomarker assessment criteria 
and to optimize already existing criteria. However, it is important to 
emphasize that computer-simulation studies cannot replace clinical 
studies. Preclinical investigations may be a supplement to clinical 
investigations and only relevant if they provide reliable estimates of 
basic performance characteristics i.e. sensitivity, lead time potential, 
false positive and false negative rates of marker increments. It may take 
a year to develop the model system but it will take a large multicenter 
study several decades to generate the same amount of data. 

A limitation of this review could be an incomplete identification of 
all relevant publications, which could lead to reporting bias. However, 
we are confident that all major studies were identified. Most studies 
did not clearly state their inclusion and exclusion criteria i.e. whether 
consecutive or eligible patients were included. 

In summary, the criteria by Rustin et al. (Figure 6a-b) and Tuxen 
et al.  (Figure 7d-e) are easy to use in clinical practice simply stating 
that an increment should exceed an arbitrarily high set cut-off level 
confirmed by an additional measurement. However, the required 

increments may be too large reducing the sensitivity and lead time 
potential of CA125. It may take unduly long time for increments with 
slow rates of increase to fulfill the criteria. The EPD criteria suggested 
by Liu et al.  (Figure 8a-b) offer options to detect increments within the 
normal range. However, their ability to exclude tumor growth remains 
unknown due to lack of information on true negative and false negative 
CA125 information.

Conclusions
The serological cancer biomarker CA125 has the potential to be a 

relevant and important monitoring tool in the clinical management of 
patients with epithelial ovarian cancer. A high sensitivity with a low 
false positive rate is required for CA125 guided change of treatment 
during therapy or initiation of a new treatment during follow-up. 
The requirements for sensitivity may be lower when CA125 is used 
to guide intervention in terms of supplementary imaging methods. 
In both situations the sensitivity needed should be balanced with the 
clinical situation of the individual patient. However, the precise role of 
CA125 monitoring remains undefined owing to uncertainty as regards 
interpretation of serial measurements. At this stage it is difficult to 
recommend one approach for the other. The required increment 
in some of the criteria by Rustin et al. and Tuxen et al.  may be too 
large, reducing the sensitivity and lead time potential. The ability of the 
criteria by Liu et al. to exclude tumor growth remains unknown due to 
lack of information on the false negative rate of CA125 information. 
We suggest that the monitoring performance of the criteria proposed 
by Rustin et al., Tuxen et al., and Liu et al.  should be explored and 
validated under standardized conditions i.e. in computer-simulation 
models allowing assessment of their individual advantage and 
drawbacks at different below cutoff baseline concentration, nadir 
concentration above cut off, intra-individual biological variation of 
CA125, and rate of CA125 increase. The utility of the individual criteria 
may depend on the base-line concentration and kinetics of CA125 and 
thus on the clinical situation of the individual patient.

Funding

We would like to thank North Zealand Hospital, Helen Rude´s Fond and Olga 
Bryde Nielsen’s Fond for financial support.

Conflict of Interests

None declared. Robert C Bast Jr. receives royalties for CA125 from Fujirebio 
Diagnostics, Inc.

References

1. Liu J, Matulonis UA (2011) Anti-angiogenic agents in ovarian cancer: dawn of a 
new era? Curr Oncol Rep 13: 450-458.

2. Guppy AE, Rustin GJ (2002) CA125 response: can it replace the traditional 
response criteria in ovarian cancer? Oncologist 7: 437-443.

3. New FIGO ovarian cancer staging guidelines (2014). 

4. Bast RC Jr, Klug TL, St John E, Jenison E, Niloff JM, et al. (1983) A 
radioimmunoassay using a monoclonal antibody to monitor the course of 
epithelial ovarian cancer. N Engl J Med 309: 883-887.

5. Bast RC Jr, Klug TL, Schaetzl E, Lavin P, Niloff JM, et al. (1984) Monitoring 
human ovarian carcinoma with a combination of CA 125, CA 19-9, and 
carcinoembryonic antigen. Am J Obstet Gynecol 149: 553-559.

6. Krebs HB, Goplerud DR, Kilpatrick SJ, Myers MB, Hunt A (1986) Role of Ca 
125 as tumor marker in ovarian carcinoma. Obstet Gynecol 67: 473-477.

7. Fioretti P, Gadducci A, Ferdeghini M, Bartolini T, Scatena P et al (1986). 
Combined evaluation of some tumor associated antigens in the monitoring 
of integrated surgical and chemotherapeutic treatment of epithelial ovarian 
cancer. Eur J Gynaecol Oncol 7[3]:200-5. 

8. Fioretti P, Gadducci A, Ferdeghini M, Bartolini T, Bianchi R, et al. (1987) 

http://www.ncbi.nlm.nih.gov/pubmed/21993845
http://www.ncbi.nlm.nih.gov/pubmed/21993845
http://www.ncbi.nlm.nih.gov/pubmed/12401906
http://www.ncbi.nlm.nih.gov/pubmed/12401906
http://www.ncbi.nlm.nih.gov/pubmed/6310399
http://www.ncbi.nlm.nih.gov/pubmed/6310399
http://www.ncbi.nlm.nih.gov/pubmed/6310399
http://www.ncbi.nlm.nih.gov/pubmed/6204531
http://www.ncbi.nlm.nih.gov/pubmed/6204531
http://www.ncbi.nlm.nih.gov/pubmed/6204531
http://www.ncbi.nlm.nih.gov/pubmed/3008052
http://www.ncbi.nlm.nih.gov/pubmed/3008052
http://www.ncbi.nlm.nih.gov/pubmed/3479380


Citation: Abu Hassan SO, Nielsen DL, Tuxen MK, Jr Bast RC, Soletormos G (2015) Systematic Review of Monitoring Criteria to Interpret CA125 
Increments during First-Line Chemotherapy and the Subsequent Follow-Up Period among Patients with Advanced Epithelial Ovarian 
Cancer. J Oncol Med & Pract 1: 101. doi:10.4172/jomp.1000101

Page 10 of 11

Volum 1 • Issue 1 • 1000101
J Oncol Med & Pract
ISSN: JOMP, an open access journal 

Correlation of CA125 and CA19-9 serum levels with clinical course and second-
look findings in patients with ovarian carcinoma. Gynecol Oncol 28: 278-283.

9. Alvarez RD, To A, Boots LR, Shingleton HM, Hatch KD, et al. (1987) CA125 
as a serum marker for poor prognosis in ovarian malignancies. Gynecol Oncol 
26: 284-289.

10. Vergote IB, Børmer OP, Abeler VM (1987) Evaluation of serum CA 125 levels 
in the monitoring of ovarian cancer. Am J Obstet Gynecol 157: 88-92.

11. Panza N, Pacilio G, Campanella L, Peluso G, Battista C, et al. (1988). Cancer 
antigen 125, tissue polypeptide antigen, carcinoembryonic antigen, and beta-
chain human chorionic gonadotropin as serum markers of epithelial ovarian 
carcinoma. Cancer 61: 76-83. 

12. Altaras MM, Goldberg GL, Levin W, Bloch B, Darge L, et al. (1988) The role 
of cancer antigen 125 (CA 125) in the management of ovarian epithelial 
carcinomas. Gynecol Oncol 30: 26-34.

13. Gadducci A, Ferdeghini M, Ceccarini T, Prontera C, Facchini V, et al. (1990) A 
comparative evaluation of the ability of serum CA 125, CA 19-9, CA 15-3, CA 
50, CA 72-4 and TATI assays in reflecting the course of disease in patients with 
ovarian carcinoma. Eur J Gynaecol Oncol 11: 127-133.

14. Hording U, Toftager-Larsen K, Dreisler A, Lund B, Daugaard S, et al. (1990) 
CA 125, placental alkaline phosphatase, and tissue polypeptide antigen in the 
monitoring of ovarian carcinoma. A comparative study of three different tumor 
markers. Gynecol Obstet Invest 30: 178-83. 

15. Cruickshank DJ, Terry PB, Fullerton WT (1992) CA125-response assessment 
in epithelial ovarian cancer. Int J Cancer 51: 58-61.

16. Fioretti P, Gadducci A, Ferdeghini M, Prontera C, Malagnino G, et al. (1992) 
The concomitant determination of different serum tumor markers in epithelial 
ovarian cancer: relevance for monitoring the response to chemotherapy and 
follow-up of patients. Gynecol Oncol Feb 44: 155-60. 

17. Vergote IB, Abeler VM, Børmer OP, Stigbrand T, Tropé C, et al. (1992) CA125 
and placental alkaline phosphatase as serum tumor markers in epithelial 
ovarian carcinoma. Tumour Biol 13: 168-174.

18. Rustin GJ, Nelstrop A, Stilwell J, Lambert HE (1992) Savings obtained by CA-
125 measurements during therapy for ovarian carcinoma. The North Thames 
Ovary Group. Eur J Cancer 28: 79-82.

19. Rustin GJ, van der Burg ME, Berek JS (1993) Advanced ovarian cancer. 
Tumour markers. Ann Oncol 4 Suppl 4: 71-77.

20. Rustin GJ, Nelstrop AE, Tuxen MK, Lambert HE (1996) Defining progression 
of ovarian carcinoma during follow-up according to CA 125: a North Thames 
Ovary Group Study. Ann Oncol 7: 361-364.

21. Rustin GJ, Marples M, Nelstrop AE, Mahmoudi M, Meyer T (2001) Use of 
CA-125 to define progression of ovarian cancer in patients with persistently 
elevated levels. J Clin Oncol 19: 4054-4057.

22. Tuxen MK, Sölétormos G, Dombernowsky P (2001) Serum tumour marker CA 
125 in monitoring of ovarian cancer during first-line chemotherapy. Br J Cancer 
84: 1301-1307.

23. Tuxen MK, Sölétormos G, Dombernowsky P (2002) Serum tumor marker CA 
125 for monitoring ovarian cancer during follow-up. Scand J Clin Lab Invest 
62: 177-188.

24. Liu PY, Alberts DS, Monk BJ, Brady M, Moon J, et al. (2007) An early signal 
of CA-125 progression for ovarian cancer patients receiving maintenance 
treatment after complete clinical response to primary therapy. J Clin Oncol Aug 
25: 3615-20. 

25. Sölétormos G, Duffy MJ, Hayes DF, Sturgeon CM, Barak V, et al. (2013) 
Design of tumor biomarker-monitoring trials: a proposal by the European Group 
on Tumor Markers. Clin Chem 59: 52-59.

26. Moher D, Liberati A, Tetzlaff J, Altman DG (2009) Preferred reporting items 
for systematic reviews and meta-analyses: the PRISMA statement. J Clin 
Epidemiol Oct 62: 1006-12. 

27. Whiting PF, Rutjes AW, Westwood ME, Mallett S, Deeks JJ, et al. (2011) 
QUADAS-2: a revised tool for the quality assessment of diagnostic accuracy 
studies. Ann Intern Med 155: 529-536.

28. Ciba-Geigy (1975) Mathematics and Statistics. 

29. Sölétormos G, Hyltoft Petersen P, Dombernowsky P (2000) Progression 

criteria for cancer antigen 15.3 and carcinoembryonic antigen in metastatic 
breast cancer compared by computer simulation of marker data. Clin Chem 
46: 939-949.

30. Tuxen MK, Sölétormos G, Dombernowsky P (1995) Tumor markers in the 
management of patients with ovarian cancer. Cancer Treat Rev 21: 215-245.

31. Tuxen MK (2011) Tumor Marker CA125 in Ovarian Cancer. Journal of Tumor 
Marker Oncology 16: 49-68. 

32. Rustin G, Tuxen M (1996) Use of CA 125 in follow-up of ovarian cancer. Lancet 
348: 191-192.

33. Rustin GJ (1992) Tumour markers for ovarian cancer. Eur J Cancer 28: 2-3.

34. Rustin GJ, Nelstrop AE, Bentzen SM, Piccart MJ, Bertelsen K (1999) Use of 
tumour markers in monitoring the course of ovarian cancer. Ann Oncol 10 
Suppl 1: 21-27.

35. Rustin GJ, Timmers P, Nelstrop A, Shreeves G, Bentzen SM, et al. (2006) 
Comparison of CA-125 and standard definitions of progression of ovarian 
cancer in the intergroup trial of cisplatin and paclitaxel versus cisplatin and 
cyclophosphamide. J Clin Oncol 24: 45-51.

36. Rustin GJ, van der Burg ME, Griffin CL, Guthrie D, Lamont A, et al. (2010) Early 
versus delayed treatment of relapsed ovarian cancer (MRC OV05/EORTC 
55955): a randomised trial. Lancet 376: 1155-1163.

37. Rustin GJ, Vergote I, Eisenhauer E, Pujade-Lauraine E, Quinn M, et al. (2011) 
Definitions for response and progression in ovarian cancer clinical trials 
incorporating RECIST 1.1 and CA 125 agreed by the Gynecological Cancer 
Intergroup (GCIG). Int J Gynecol Cancer 21: 419-423.

38. Tuxen MK, Sölétormos G, Petersen PH, Schioler V, Dombernowsky P (1999) 
Assessment of biological variation and analytical imprecision of CA 125, CEA, 
and TPA in relation to monitoring of ovarian cancer. Gynecol Oncol 74: 12-22.

39. Tuxen MK, Sölétormos G, Rustin GJ, Nelstrop AE, Dombernowsky P (2000) 
Biological variation and analytical imprecision of CA 125 in patients with ovarian 
cancer. Scand J Clin Lab Invest 60: 713-721.

40. Tuxen MK, Sölétormos G, Petersen PH, Dombernowsky P (2001) Interpretation 
of sequential measurements of cancer antigen 125 [CA 125], carcinoembryonic 
antigen [CEA], and tissue polypeptide antigen [TPA] based on analytical 
imprecision and biological variation in the monitoring of ovarian cancer. Clin 
Chem Lab Med 39: 531-8. 

41. Rustin GJ, Bast RC Jr, Kelloff GJ, Barrett JC, Carter SK, et al. (2004) Use of 
CA-125 in clinical trial evaluation of new therapeutic drugs for ovarian cancer. 
Clin Cancer Res 10: 3919-3926.

42. Rustin GJ, Quinn M, Thigpen T, du Bois A, Pujade-Lauraine E, et al. (2004) Re: 
New guidelines to evaluate the response to treatment in solid tumors (ovarian 
cancer). J Natl Cancer Inst 96: 487-488.

43. Rustin GJ (2003) Use of CA-125 to assess response to new agents in ovarian 
cancer trials. J Clin Oncol 21: 187s-193s.

44. Rustin GJ, Karlan BY, Markman M (2014) CA-125: To monitor or Not to 
Monitor?

45. Vergote I, Rustin GJ, Eisenhauer EA, Kristensen GB, Pujade-Lauraine E, et 
al. (2000) Re: new guidelines to evaluate the response to treatment in solid 
tumors [ovarian cancer]. Gynecologic Cancer Intergroup. J Natl Cancer Inst 
92: 1534-1535.

46. [Pujade-Lauraine E, Wagner U, Aavall-Lundqvist E, Gebski V, Heywood M et 
al. (2010). Pegylated liposomal Doxorubicin and Carboplatin compared with 
Paclitaxel and Carboplatin for patients with platinum-sensitive ovarian cancer 
in late relapse. J Clin Oncol 28: 3323-9. 

47. Alexandre J, Brown C, Coeffic D, Raban N, Pfisterer J, et al. (2012) CA-125 can 
be part of the tumour evaluation criteria in ovarian cancer trials: experience of 
the GCIG CALYPSO trial. Br J Cancer 106: 633-637.

48. Rustin GJ (2011) Follow-up with CA125 after primary therapy of advanced 
ovarian cancer has major implications for treatment outcome and trial 
performances and should not be routinely performed. Ann Oncol 22: viii45-
viii48. 

49. Meyer T, Nelstrop AE, Mahmoudi M, Rustin GJ (2001) Weekly cisplatin and 
oral etoposide as treatment for relapsed epithelial ovarian cancer. Ann Oncol 
12: 1705-1709.

http://www.ncbi.nlm.nih.gov/pubmed/3479380
http://www.ncbi.nlm.nih.gov/pubmed/3479380
http://www.ncbi.nlm.nih.gov/pubmed/2435619
http://www.ncbi.nlm.nih.gov/pubmed/2435619
http://www.ncbi.nlm.nih.gov/pubmed/2435619
http://www.ncbi.nlm.nih.gov/pubmed/2440307
http://www.ncbi.nlm.nih.gov/pubmed/2440307
http://www.researchgate.net/profile/Gianfranco_Peluso/publication/20708867_Cancer_antigen_125_tissue_polypeptide_antigen_carcinoembryonic_antigen_and_beta-chain_human_chorionic_gonadotropin_as_serum_markers_of_epithelial_ovarian_carcinoma/links/546925d00cf2397f782d6dec.pdf
http://www.researchgate.net/profile/Gianfranco_Peluso/publication/20708867_Cancer_antigen_125_tissue_polypeptide_antigen_carcinoembryonic_antigen_and_beta-chain_human_chorionic_gonadotropin_as_serum_markers_of_epithelial_ovarian_carcinoma/links/546925d00cf2397f782d6dec.pdf
http://www.researchgate.net/profile/Gianfranco_Peluso/publication/20708867_Cancer_antigen_125_tissue_polypeptide_antigen_carcinoembryonic_antigen_and_beta-chain_human_chorionic_gonadotropin_as_serum_markers_of_epithelial_ovarian_carcinoma/links/546925d00cf2397f782d6dec.pdf
http://www.researchgate.net/profile/Gianfranco_Peluso/publication/20708867_Cancer_antigen_125_tissue_polypeptide_antigen_carcinoembryonic_antigen_and_beta-chain_human_chorionic_gonadotropin_as_serum_markers_of_epithelial_ovarian_carcinoma/links/546925d00cf2397f782d6dec.pdf
http://www.ncbi.nlm.nih.gov/pubmed/2452770
http://www.ncbi.nlm.nih.gov/pubmed/2452770
http://www.ncbi.nlm.nih.gov/pubmed/2452770
http://www.ncbi.nlm.nih.gov/pubmed/2379512
http://www.ncbi.nlm.nih.gov/pubmed/2379512
http://www.ncbi.nlm.nih.gov/pubmed/2379512
http://www.ncbi.nlm.nih.gov/pubmed/2379512
http://www.karger.com/Article/FullText/293261
http://www.karger.com/Article/FullText/293261
http://www.karger.com/Article/FullText/293261
http://www.karger.com/Article/FullText/293261
http://www.ncbi.nlm.nih.gov/pubmed/1563845
http://www.ncbi.nlm.nih.gov/pubmed/1563845
http://www.sciencedirect.com/science/article/pii/009082589290031D
http://www.sciencedirect.com/science/article/pii/009082589290031D
http://www.sciencedirect.com/science/article/pii/009082589290031D
http://www.sciencedirect.com/science/article/pii/009082589290031D
http://www.ncbi.nlm.nih.gov/pubmed/1626181
http://www.ncbi.nlm.nih.gov/pubmed/1626181
http://www.ncbi.nlm.nih.gov/pubmed/1626181
http://www.ncbi.nlm.nih.gov/pubmed/1567697
http://www.ncbi.nlm.nih.gov/pubmed/1567697
http://www.ncbi.nlm.nih.gov/pubmed/1567697
http://www.ncbi.nlm.nih.gov/pubmed/8312203
http://www.ncbi.nlm.nih.gov/pubmed/8312203
http://www.ncbi.nlm.nih.gov/pubmed/8805927
http://www.ncbi.nlm.nih.gov/pubmed/8805927
http://www.ncbi.nlm.nih.gov/pubmed/8805927
http://www.ncbi.nlm.nih.gov/pubmed/11600607
http://www.ncbi.nlm.nih.gov/pubmed/11600607
http://www.ncbi.nlm.nih.gov/pubmed/11600607
http://www.ncbi.nlm.nih.gov/pubmed/11355938
http://www.ncbi.nlm.nih.gov/pubmed/11355938
http://www.ncbi.nlm.nih.gov/pubmed/11355938
http://www.ncbi.nlm.nih.gov/pubmed/12088336
http://www.ncbi.nlm.nih.gov/pubmed/12088336
http://www.ncbi.nlm.nih.gov/pubmed/12088336
http://jco.ascopubs.org/content/25/24/3615.short
http://jco.ascopubs.org/content/25/24/3615.short
http://jco.ascopubs.org/content/25/24/3615.short
http://jco.ascopubs.org/content/25/24/3615.short
http://www.ncbi.nlm.nih.gov/pubmed/23034139
http://www.ncbi.nlm.nih.gov/pubmed/23034139
http://www.ncbi.nlm.nih.gov/pubmed/23034139
file:///E:/Others/Sathish/IJEMS/IJEMS%20Vol%204.9/IJEMS%20Vol%204.9_AI/Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement
file:///E:/Others/Sathish/IJEMS/IJEMS%20Vol%204.9/IJEMS%20Vol%204.9_AI/Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement
file:///E:/Others/Sathish/IJEMS/IJEMS%20Vol%204.9/IJEMS%20Vol%204.9_AI/Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement
http://www.ncbi.nlm.nih.gov/pubmed/22007046
http://www.ncbi.nlm.nih.gov/pubmed/22007046
http://www.ncbi.nlm.nih.gov/pubmed/22007046
http://www.ncbi.nlm.nih.gov/pubmed/10894837
http://www.ncbi.nlm.nih.gov/pubmed/10894837
http://www.ncbi.nlm.nih.gov/pubmed/10894837
http://www.ncbi.nlm.nih.gov/pubmed/10894837
http://www.ncbi.nlm.nih.gov/pubmed/7656266
http://www.ncbi.nlm.nih.gov/pubmed/7656266
http://www.ncbi.nlm.nih.gov/pubmed/8684165
http://www.ncbi.nlm.nih.gov/pubmed/8684165
http://www.ncbi.nlm.nih.gov/pubmed/1567667
http://www.ncbi.nlm.nih.gov/pubmed/10219449
http://www.ncbi.nlm.nih.gov/pubmed/10219449
http://www.ncbi.nlm.nih.gov/pubmed/10219449
http://www.ncbi.nlm.nih.gov/pubmed/16382112
http://www.ncbi.nlm.nih.gov/pubmed/16382112
http://www.ncbi.nlm.nih.gov/pubmed/16382112
http://www.ncbi.nlm.nih.gov/pubmed/16382112
http://www.ncbi.nlm.nih.gov/pubmed/20888993
http://www.ncbi.nlm.nih.gov/pubmed/20888993
http://www.ncbi.nlm.nih.gov/pubmed/20888993
http://www.ncbi.nlm.nih.gov/pubmed/21270624
http://www.ncbi.nlm.nih.gov/pubmed/21270624
http://www.ncbi.nlm.nih.gov/pubmed/21270624
http://www.ncbi.nlm.nih.gov/pubmed/21270624
http://www.ncbi.nlm.nih.gov/pubmed/10385546
http://www.ncbi.nlm.nih.gov/pubmed/10385546
http://www.ncbi.nlm.nih.gov/pubmed/10385546
http://www.ncbi.nlm.nih.gov/pubmed/11218154
http://www.ncbi.nlm.nih.gov/pubmed/11218154
http://www.ncbi.nlm.nih.gov/pubmed/11218154
http://www.ncbi.nlm.nih.gov/pubmed/15173101
http://www.ncbi.nlm.nih.gov/pubmed/15173101
http://www.ncbi.nlm.nih.gov/pubmed/15173101
http://www.ncbi.nlm.nih.gov/pubmed/15026475
http://www.ncbi.nlm.nih.gov/pubmed/15026475
http://www.ncbi.nlm.nih.gov/pubmed/15026475
http://www.ncbi.nlm.nih.gov/pubmed/12743133
http://www.ncbi.nlm.nih.gov/pubmed/12743133
http://www.medscape.com/viewarticle/759809
http://www.medscape.com/viewarticle/759809
http://www.ncbi.nlm.nih.gov/pubmed/10995813
http://www.ncbi.nlm.nih.gov/pubmed/10995813
http://www.ncbi.nlm.nih.gov/pubmed/10995813
http://www.ncbi.nlm.nih.gov/pubmed/10995813
http://www.ncbi.nlm.nih.gov/pubmed/22240800
http://www.ncbi.nlm.nih.gov/pubmed/22240800
http://www.ncbi.nlm.nih.gov/pubmed/22240800
http://www.ncbi.nlm.nih.gov/pubmed/11843248
http://www.ncbi.nlm.nih.gov/pubmed/11843248
http://www.ncbi.nlm.nih.gov/pubmed/11843248


Citation: Abu Hassan SO, Nielsen DL, Tuxen MK, Jr Bast RC, Soletormos G (2015) Systematic Review of Monitoring Criteria to Interpret CA125 
Increments during First-Line Chemotherapy and the Subsequent Follow-Up Period among Patients with Advanced Epithelial Ovarian 
Cancer. J Oncol Med & Pract 1: 101. doi:10.4172/jomp.1000101

Page 11 of 11

Volum 1 • Issue 1 • 1000101
J Oncol Med & Pract
ISSN: JOMP, an open access journal 

50. Vermorken JB, Parmar MK, Brady MF, Eisenhauer EA, Hogberg T, et al. (2005) 
Clinical trials in ovarian carcinoma: study methodology. Ann Oncol 16 Suppl 8: 
viii20-20viii29.

51. Friedlander M, Trimble E, Tinker A, Alberts D, Avall-Lundqvist E, et al. (2011) 
Clinical trials in recurrent ovarian cancer. Int J Gynecol Cancer 21: 771-775.

52. Kaye SB, Poole CJ, Danska-Bidzinska A, Gianni L, Del CG, et al. (2013) A 
randomized phase II study evaluating the combination of carboplatin-based 
chemotherapy with pertuzumab versus carboplatin-based therapy alone in 
patients with relapsed, platinum-sensitive ovarian cancer. Ann Oncol 24: 45-52. 

53. Ledermann JA, Hackshaw A, Kaye S, Jayson G, Gabra H, et al. (2011) 
Randomized phase II placebo-controlled trial of maintenance therapy using
the oral triple angiokinase inhibitor BIBF 1120 after chemotherapy for relapsed
ovarian cancer. J Clin Oncol 29: 3798-804. 

54. Cognetti F, Bagnato A, Colombo N, Savarese A, Scambia G, et al. (2013) A 
Phase II, randomized, double-blind study of zibotentan [ZD4054] in combination 
with carboplatin/paclitaxel versus placebo in combination with carboplatin/
paclitaxel in patients with advanced ovarian cancer sensitive to platinum-based 
chemotherapy [AGO-OVAR 2.14]. Gynecol Oncol 130: 31-7. 

55. Barber EL, Zsiros E, Lurain JR, Rademaker A, Schink JC, et al. (2013) 
The combination of intravenous bevacizumab and metronomic oral
cyclophosphamide is an effective regimen for platinum-resistant recurrent
ovarian cancer. J Gynecol Oncol 24: 258-264.

56. Jacobs I, Bast RC Jr (1989) The CA 125 tumour-associated antigen: a review
of the literature. Hum Reprod 4: 1-12.

57. Wilder JL, Pavlik E, Straughn JM, Kirby T, Higgins RV, et al. (2003) Clinical 
implications of a rising serum CA-125 within the normal range in patients with 
epithelial ovarian cancer: a preliminary investigation. Gynecol Oncol 89: 233-5. 

58. Santillan A, Garg R, Zahurak ML, Gardner GJ, Giuntoli RL 2nd, et al. (2005) 

Risk of epithelial ovarian cancer recurrence in patients with rising serum CA-
125 levels within the normal range. J Clin Oncol 23: 9338-9343.

59. Bast RC Jr (2010) CA 125 and the detection of recurrent ovarian cancer: a
reasonably accurate biomarker for a difficult disease. Cancer 116: 2850-2853.

60. Verheijen RH, Cibula D, Zola P, Reed N; Council of the European Society
of Gynaecologic Oncology (2012) Cancer antigen 125: lost to follow-up?: a
European society of gynaecological oncology consensus statement. Int J
Gynecol Cancer 22: 170-174.

61. Pignata S, Cannella L, Leopardo D, Bruni GS, Facchini G, et al. (2011) Follow-
up with CA125 after primary therapy of advanced ovarian cancer: in favor of 
continuing to prescribe CA125 during follow-up. Ann Oncol 22 Suppl 8: viii40-
40viii44.

62. Skates SJ (2012) Ovarian cancer screening: development of the risk of ovarian
cancer algorithm (ROCA) and ROCA screening trials. Int J Gynecol Cancer 22
Suppl 1: S24-26.

63. Sölétormos G, Petersen PH, Nielsen D (2001) Computer-simulated tumor-
marker data used to compare progression criteria for cytokeratin tissue
polypeptide antigen in metastatic breast cancer. Clin Chem 47: 2035-7. 

64. Petersen PH, Sölétormos G, Pedersen MF, Lund F (2011) Interpretation of 
increments in serial tumour biomarker concentrations depends on the distance 
of the baseline concentration from the cut-off. Clin Chem Lab Med 49: 303-310.

65. Lund F, Petersen PH, Pedersen MF, Hassan SO, Sölétormos G (2014) Criteria 
to interpret cancer biomarker increments crossing the recommended cut-off 
compared in a simulation model focusing on false positive signals and tumour 
detection time. Clin Chim Acta 431: 192-7. 

66. Lund F, Petersen PH, Fraser CG, Sölétormos G (2014) Calculation of limits for 
significant unidirectional changes in two or more serial results of a biomarker 
based on a computer simulation model. Ann Clin Biochem Apr 22.

http://www.ncbi.nlm.nih.gov/pubmed/16239233
http://www.ncbi.nlm.nih.gov/pubmed/16239233
http://www.ncbi.nlm.nih.gov/pubmed/16239233
http://www.ncbi.nlm.nih.gov/pubmed/21543939
http://www.ncbi.nlm.nih.gov/pubmed/21543939
http://www.ncbi.nlm.nih.gov/pubmed/23875076
http://www.ncbi.nlm.nih.gov/pubmed/23875076
http://www.ncbi.nlm.nih.gov/pubmed/23875076
http://www.ncbi.nlm.nih.gov/pubmed/23875076
http://www.ncbi.nlm.nih.gov/pubmed/2651469
http://www.ncbi.nlm.nih.gov/pubmed/2651469
http://www.ncbi.nlm.nih.gov/pubmed/16361633
http://www.ncbi.nlm.nih.gov/pubmed/16361633
http://www.ncbi.nlm.nih.gov/pubmed/16361633
http://www.ncbi.nlm.nih.gov/pubmed/20564390
http://www.ncbi.nlm.nih.gov/pubmed/20564390
http://www.ncbi.nlm.nih.gov/pubmed/21921803
http://www.ncbi.nlm.nih.gov/pubmed/21921803
http://www.ncbi.nlm.nih.gov/pubmed/21921803
http://www.ncbi.nlm.nih.gov/pubmed/21921803
http://www.ncbi.nlm.nih.gov/pubmed/22180398
http://www.ncbi.nlm.nih.gov/pubmed/22180398
http://www.ncbi.nlm.nih.gov/pubmed/22180398
http://www.ncbi.nlm.nih.gov/pubmed/22180398
http://www.ncbi.nlm.nih.gov/pubmed/22543916
http://www.ncbi.nlm.nih.gov/pubmed/22543916
http://www.ncbi.nlm.nih.gov/pubmed/22543916
http://www.ncbi.nlm.nih.gov/pubmed/21121866
http://www.ncbi.nlm.nih.gov/pubmed/21121866
http://www.ncbi.nlm.nih.gov/pubmed/21121866

	Title
	Corresponding author
	Abstract 
	Keywords
	Introduction 
	Methods 
	Results 
	CA125 assessment criteria 
	CA125 in detecting tumor growth during primary therapy 
	CA125 in detecting tumor growth during follow-up after primary therapy 

	Discussion 
	Monitoring performance of CA125 during primary therapy 
	Monitoring performance of CA125 during follow-up after primary therapy 

	Conclusions 
	Funding 
	Conflict of Interests 
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	Figure 6
	Figure 7
	Figure 8
	Figure 9
	Table 1
	Table 2
	References

