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Abstract
High-grade serous ovarian cancer (HGSOC) represents the majority of ovarian cancers
and accounts for the largest proportion of deaths from the disease. A timely detection of low
volume HGSOC should be the goal of any screening studies. However, numerous transva-
ginal ultrasound (TVU) detection-based population studies aimed at detecting low-volume
disease have not yielded reduced mortality rates. A quantitative invalidation of TVU as an
effective HGSOC screening strategy is a necessary next step. Herein, we propose a mathe-
matical model for a quantitative explanation on the reported failure of TVU-based screening
to improve HGSOC low-volume detectability and overall survival.We develop a novel in sil-
icomathematical assessment of the efficacy of a unimodal TVUmonitoring regimen as a
strategy aimed at detecting low-volume HGSOC in cancer-positive cases, defined as cases
for which the inception of the first malignant cell has already occurred. Our findings show
that the median window of opportunity interval length for TVUmonitoring and HGSOC
detection is approximately 1.76 years. This does not translate into reduced mortality levels
or improved detection accuracy in an in silico cohort across multiple TVUmonitoring fre-
quencies or detection sensitivities. We demonstrate that even a semiannual, unimodal TVU
monitoring protocol is expected to miss detectable HGSOC. Lastly, we find that circa 50%
of the simulated HGSOC growth curves never reach the baseline detectability threshold,
and that on average, 5–7 infrequent, rate-limiting stochastic changes in the growth parame-
ters are associated with reaching HGSOC detectability and mortality thresholds respec-
tively. Focusing on a malignancy poorly studied in the mathematical oncology community,
our model captures the dynamic, temporal evolution of HGSOC progression. Our mathe-
matical model is consistent with recent case reports and prospective TVU screening popu-
lation studies, and provides support to the empirical recommendation against frequent
HGSOC screening.
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Introduction
Ovarian cancer is a relatively rare disease, representing 2.6% of all new cancer cases in US
women [1]. However, ovarian cancer is the most fatal gynecologic cancer with approximately
35% five-year overall survival rate; in 2015, it is estimated that 21,290 new cases of ovarian can-
cer with an estimated 14,180 deaths related to this disease will occur [2]. The inability to detect
aggressive, early stage ovarian cancer has substantial implications for the reported low post-
diagnosis survival rates. This is possibly, in part, due to the natural history of ovarian cancers,
since most women with localized disease present vague symptoms such as pelvic or abdominal
pain, abdominal bloating, urinary urgency or frequency and early satiety [3]. A recently pro-
posed morphomolecular characterization of ovarian cancers underscores the importance of
clear separation between the various subtypes of ovarian cancers with respect to the appropri-
ate future therapeutic targeting [4]; therein, it is reported that epithelial ovarian cancers
account for 85–90% of ovarian cancers, with a subset of epithelial ovarian cancers, high-grade
serous ovarian cancers (HGSOCs) representing nearly 70% of all ovarian cancer cases.

Focusing on HGSOC, clinical features of its progression prior to detection are difficult to
observe. Only circa 15% of HGSOC are solely localized to the ovary or fallopian tubes at the
time of diagnosis [1, 5] and about 35% of what is thought to be a malignant mass is actually an
adnexal benign mass [6]. Moreover, the normal tubo-ovarian environment is regarded as tem-
porally heterogeneous in both pre- and postmenopausal stages with respect to hormonal fluc-
tuations, growth factor and reactive O2 species, making a departure from healthy homeostasis
difficult to observe [7]. HGSOC causality, initiation and duration of its pre-diagnosis stage
thus remain difficult to study in vivo or estimate in vitro.

Existing early detection screening strategies for other cancer types, including prostate,
colon, breast and cervical cancers, raise the question of whether HGSOC is amenable to similar
screening strategies. Emerging insights into HGSOC’s disease progression suggest that early
detection of low volume advanced stage, rather than large volume early stage HGSOC, may be
a more clinically actionable goal of screening studies, since five-year relative survival rates for
advanced stage cancers at diagnosis are significantly lower than for early stage cancers at diag-
nosis [2, 3, 5, 6, 8–10]. Moreover, HGSOC does not follow a clearly distinguishable pathologic
continuum of neoplasia compared to, for instance, subtypes of breast, bowel or cervical cancers
[6, 11], and detecting HGSOC in its non-specific early stage phase remains challenging [5, 10,
12]. These findings are especially relevant when evaluating the efficacy of transvaginal ultra-
sound (TVU)-based HGSOC detection, as TVU represents an integral part of all reported
major ovarian cancer screening trials, despite its well-recognized limitations (e.g. bilateral dis-
ease, or multiple foci spread throughout the peritoneal cavity) [13]. TVU is accurate in detect-
ing abnormalities in ovarian volume and morphology, but is less reliable in differentiating
benign from malignant tumors [7, 8, 14–18]. As a result, whether HGSOC constitutes a valid
target for ovarian cancer screening remains unanswered and highly contentious with respect to
either general-risk or high genetic-risk women, such as germline BRCA1 and BRCA2mutation
carriers, or women with a significant family history of breast or ovarian cancer.

So far, evidence of a mortality benefit continues to elude HGSOC screening. Several studies
have evaluated the efficacy of uni- or multi-modal TVU screening in general-risk populations
and their impact on mortality benefit for several ovarian cancer histologies [14–16, 19, 20]. For
example, in cohorts comprising of high genetic-risk women, multimodal conventional screen-
ing strategies failed to detect microscopic, early stage HGSOC tumor volumes [21–23]. In the
Prostate, Lung, Colorectal and Ovarian Cancer Screening Trial (PLCO), simultaneous TVU
and CA-125 screening in a general-risk population of women did not reduce overall mortality
rates, compared to a group offered their usual medical care [14, 15]. This randomized
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controlled trial demonstrated that abnormal screening results led to unnecessary surgical pro-
cedures performed on false-positive women, a significant proportion of which subsequently
experienced serious complications. More recently, data from the UK Collaborative Trial of
Ovarian Cancer Screening (UKCTOCS), the largest ever such screening study performed to
date, underscored the failure of unimodal TVU examinations to improve ovarian cancer
detectability and overall survival rates [8, 24]. The study, comprising of 202,638 general risk
women, demonstrated that multimodal screening including serial TVU and CA125 level test-
ing yielded a 15% mortality reduction rate compared with a 0% no screening or 11% unimodal
TVU-based screening cohort mortality reduction rate over 0–14 follow-up year. Lastly, the US
Preventive Services Task Force (USPSTF) has recently reconfirmed their previous recommen-
dation against ovarian cancer screening in asymptomatic women without known genetic muta-
tions that increase their risk for ovarian cancer [25].

A wide variety of mathematical models on cancer and tumor growth exist, e.g. [26–29],
however, few investigations have been concerned with any of the ovarian cancer subtypes.
Current mathematical models address primary ovarian cancer tumor growth [30–32],
sequencing of surgery and chemotherapy [33–35] or optimal characteristics of biomarkers
[36], but there are limited data on ovarian cancer subtypes and the corresponding mathemat-
ical modeling of their growth kinetics. Although these models aim to reproduce HGSOC
dynamics, HGSOC carcinogenesis is limited to being modeled as an exponential or logistic
growth process [30, 31, 36]. Furthermore, the existing mathematical efforts conducted
towards modeling ovarian carcinogenesis or estimating the efficacy of screening strategies do
not properly across for the considerable inter-patient heterogeneity in malignancy initiation
and progression. Lastly, none of the existing models includes a potential mechanism that cor-
relates with the in vitro temporary cessation of tumor growth, or provides a quantitative
assessment of the feasibility of frequent TVU monitoring with respect to HGSOC low-vol-
ume detectability and overall survival. It is precisely this absence of inferences from mathe-
matical modeling regarding HGSOC progression that motivated this study of TVU-based
detection strategies.

Herein, we propose a novel in silicomathematical model that provides a quantitative expla-
nation behind the reported failure of TVU to improve HGSOC low-volume detectability and
overall survival rates. We develop a mathematical assessment of the efficacy of a unimodal
TVU monitoring regimen as a strategy aimed at detecting low-volume HGSOCs in cancer-pos-
itive cases, defined as cases in whom the inception of the first HGSOC malignant cell has
already occurred. Our model captures the dynamic, temporal evolution of HGSOC growth and
progression, and provides quantitative estimates of otherwise unknown clinical parameters
such as the duration of HGSOC’s pre-diagnosis stage and the screening window of opportunity
interval length.

Methods
We develop an in silicomathematical framework modeling incipient HGSOC growth kinetics
in an untreated scenario, subject to stochastic heterogeneous fluctuations. Herein, we refer to
an untreated HGSOC as a radiographically detected, clinically asymptomatic, treatment-free
malignancy in which no surgery and/or other systemic therapies has yet been performed/
administered. Inspired by a stochastic numerical model of breast cancer growth [37], we follow
a similar approach to model HGSOC natural history and progression until clinical TVU detect-
ability. The key feature of this model incorporated in the present work involves modeling
HGSOC progression as Gompertzian growth kinetics that is further characterized by infre-
quent, rate-limiting stochastic changes in the growth parameters.
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HGSOC growth rate estimation
To estimate a lower bound for the initial HGSOC growth rates, we identified the existing
TVU-based screening study with the largest cohort of ovarian cancer patients [17]. In this
study, data concerning ovarian volumes were obtained from 13,963 patients who were under-
going annual TVU examinations from 1 to 11 years. We define abnormal ovarian enlarge-
ment as two standard deviations above normal ovarian volume in pre- and postmenopausal
women, see [38]. Based on 58,673 ovarian volume observations, the upper limit for normal
ovarian volume therein was found to be 20 cm3 for pre- and 10 cm3 for postmenopausal
women [38]. Menopause is defined as occurring 12 months after a woman’s last menstrual
cycle and confirmed by follicle stimulating hormone levels> 40 IU/L [39]. We subsequently
assume that any HGSOC tumor volume larger than the difference between the two pre-
defined thresholds (i.e. 10 cm3) would represent a suspicious TVU finding, and subsequently
be diagnosed as a radiographically detectable HGSOC case. The data points illustrated in Fig
1 represent estimated lower bounds for the initial HGSOC rates used to initialize our model.
They correspond to 9 reported HGSOC clinical findings based on TVU examinations of
adnexal ovarian regions available 12 months or fewer prior to the preoperative diagnosis
time of the malignancy [40]. The reported cases showed no apparent ovarian volume abnor-
malities 2 to 12 months prior to TVU diagnosis. We note that, to the best of our knowledge,
these findings represent the only available temporal data on the progression of previously
occult, radiographically detected HGSOCs.

HGSOC-growth curve time is measured from the inception of the first malignant cell until
the time needed to reach the baseline TVU detection threshold, or until the baseline life-threat-
ening tumor volume is reached. Herein, we assume that the minimum, baseline TVU detect-
ability threshold for a cancer-positive case is 10 cm3 (equivalent to 1010 cells, or to a 2.673 cm
spherical HGSOC tumor diameter. Similarly, we follow the definition of the life-threatening
untreated HGSOC tumor volume to be 103 cm3 (equivalent to 1012 cells, or to a 12.407 cm
spherical tumor diameter), as previously published [41]. The two thresholds can be adjusted if
more sensitive diagnostic techniques are developed, or if different life-threatening untreated
HGSOC tumor volume values are used. We assume the cell number-to-volume conversion to
be 1 cm3 = 1 cc = 109 HGSOC cells [42]. The baseline thresholds were chosen to estimate con-
servative lower bounds for the time of TVU diagnosis and time of reaching the life-threatening
tumor volume distributions. Herein, we define the window of opportunity interval as the differ-
ence between the two thresholds based on the growth curves that reach both endpoints.

Modeling equations
We use the incipient HGSOC growth kinetics model to study the timing of HGSOC initiation
relative to reaching TVU detectability and the life-threatening untreated tumor volume sizes,
as defined above, and its subsequent implications on TVU monitoring protocols. We choose to
use the terminology ‘TVU monitoring’ in lieu of ‘TVU screening’, as the latter would be a more
appropriate term for a detection strategy focused on a cohort of cancer-negative, general or
high-risk otherwise asymptomatic healthy women [18], as opposed to a pre-selected, biased in
silico cancer-positive cohort, for which the former term is more appropriate.

A main study end point for this model was HGSOC-specific mortality, specifically the num-
ber of in silicoHGSOC growth curves that would be missed even under frequent TVU moni-
toring. To this end, we developed a mathematical framework modeling incipient untreated
HGSOC volume growth in order to satisfy two purposes: one, to simulate the natural history of
the malignancy, and two, to quantify the relationship between TVUmonitoring frequency and
detection time of a non-life-threatening HGSOC volume.
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To obtain a temporal estimate of the effective growth behavior of a simulated HGSOC
growth curve, we let N(t) be the total HGSOC tumor volume, i.e. the number of HGSOC cells
located in the primary tumor site (e.g. one of the ovaries, or the fallopian tubes), at time t. N0

represents the initial, pre-diagnosis HGSOC cell count, set as 1 for computational convenience,
and time t is measured since the inception of the first malignant cell. If we let kgrowth represent
the initial HGSOC growth rate constant and kdecay describe the growth saturation rate, where
both parameters have the dimension of inverse time (e.g. in our case, day-1), the Gompertz
function modeling tumor growth can be expressed as

NðtÞ ¼ N0e
kgrowth
kdecay

ð1$e
$kdecay t Þ

; Nð0Þ ¼ 1: ð1Þ

The normalized N (t) thus satisfies the following differential equation:

dN
dt

¼ NðtÞ % ½kgrowth $ kdecay % ln NðtÞ': ð2Þ

The carrying capacity N(1) = N1 is assumed to be finite and nonzero. It follows that kdecay

Fig 1. Estimated lower bounds for HGSOC initial tumor growth rates–derived from reported TVU findings of 9 previously undetected HGSOC
primary tumor sizes [40]. Reported bi-dimensional measurements of 9 incidental, previously undetected HGSOC tumor sizes (length, width) were
converted into a weighted, one dimensional measurement (i.e. spherical radius): weighted radius r ¼

ffiffiffiffiffiffiffiffiffi
a % b

p
, where a and b are the radii of the minor and

major axes of an ellipsoid, respectively. r represents the weighted radius of the reported HGSOC tumor sizes (as derived from Table 1 in [40]). To compute
HGSOC initial tumor volumes, we assume tumors to be spherical and compute their volume according to the formula 4p

3
% r3 ðcm3Þ. We assume normal ovarian

volumes were 20 cm3 for the pre- and 10 cm3 for the postmenopausal women reported in Table 1 of [37]. We estimate the lower bounds for the initial HGSOC
growth rates according to the following formula: initial growth rate ¼ lnðtumor volume at diagnosisÞ $lnðnormal ovarian volumeÞ

T , where T represents the number of days between the
timing of the previous, non-suspicious TVU examination and the malignancy diagnosis, converted from the number of months corresponding to each patient
case as reported in [40] (median HGSOC initial growth rate = 0.0133 day-1, range = 0.0014–0.0448). Each point plotted (case number, estimated lower
bound for initial growth rate) corresponds to case number (3–11) reported in Table 1 of [40].

doi:10.1371/journal.pone.0156661.g001
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> 0, and that Nð1Þ ¼ e
kgrowth
kdecay > 1. To find the inflection point of N(t), that is Ni(ti), we require

d2N
dt2

¼ ðkgrowth $ kdecay⋅ ln NðtÞ $ kdecayÞ %
dN
dt

¼ 0;

i.e., the derivative of the change in HGSOC growth rate is set as 0. Since N(t)> 0 for finite t,
then

ln Ni ¼
kgrowth

kdecay

$ 1; ti ¼
1

kdecay

% ln
kgrowth

kdecay

: ð3Þ

It thus follows that Ni ¼ e
kgrowth
kdecay

$1
;N1 ¼ e Ni: ð4Þ

In this case, the tumor cell burden can outgrow its size at the inflection point by a factor of
e. The inflection point represents a turning point in the dynamics when the observed growth
trend starts decelerating. Nonetheless, while the Gompertz equation describes a density-depen-
dent growth rate, it does not account for any stochastic irregularities, e.g. stepwise growth pat-
terns, also see [37]; such temporary Gompertzian plateaus (i.e. cessation in tumor growth) may
be correlated, as reported in vitro, with tumor dormancy in ovarian cancer spheroids [43, 44],
human ovarian cancer cell lines [45, 46], or in vivo with tumor xenografts implanted in mice
[45], and may be associated with dormancy in untreated, undetectable HGSOC. A constant
growth rate might not be feasible to model progression. To this end, by incorporating rare but
relatively large jumps in the growth saturation rate kdecay, we assume that HGSOC growth
slows down due to adverse environmental conditions (e.g. reactive O2 presence, nutrient deple-
tion). The irregular tumor growth kinetics illustrated in our model accounts for the observed
heterogeneity in the progression of clinical HGSOCs [47] and highlights the differential
HGSOC natural histories that lead to identical clinical outcomes or presentations (e.g. see case
numbers (4) and (11) reported in Table 1 of [40]). The tumor growth kinetics represented
herein could thus be phenomenologically valid both in vivo and in vitro.

Modeling assumptions
We assume the inception of the first HGSOC malignant cell occurs sometimes during premen-
opausal years, and thus we increment time in intervals of 28 days (the average length of a men-
strual cycle [48]) for a total number of 460 menstrual cycles, the average cumulative length of a

lifetime menstrual cycle. We set the initial kdecay to be initial
kgrowth

2
. Varying this initial parame-

ter would not yield substantially different median or range values for the estimated cdf’s. We

Table 1. Definitions used throughout the model.

Term Definition

Occult growth curve in silico HGSOC growth curve that never reaches TVU detectability.

Succumbed growth
curve

in silico HGSOC growth curve that reaches both a TVU detectable and life-
threatening tumor volume, see [41], in between consecutive TVU monitoring
events.

Cancer-positive growth
curve

in silico HGSOC growth curve in which the inception of the first HGSOC
malignant cell has already occurred.

Untreated growth curve in silico HGSOC growth curve described as a radiographically detected,
treatment-free malignancy in which no surgery/therapy has yet been performed/
administered.

doi:10.1371/journal.pone.0156661.t001
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then implement the changes in the initial growth saturation rate, kdecay, in a two-step manner.
First, we generate a number α* ln N(10−2, 25 % 10−2), that is log-normally distributed with
mean = 10−2, variance = 25 x 10−2, and range = 0.0094 − 0.150 (0.01 mean probability of
change in each 28-day period, or 26% mean probability of change in 2 years). Herein, α refers
to the probability of random change in kdecay. In order to implement conservative estimates for
the clinically occult random variable α, we choose an asymmetric, right-skewed probability dis-
tribution function. Second, we check whether α is less than a randomly generated number
between 0 and 1. If that is the case, we then generate a second random number between 0 and 1
and compute the updated kdecay as

kdecay ¼
previous kdecay

1þ random number
: ð5Þ

We then allow the number of HGSOC cells, N(t), to follow the Gompertzian growth law until
the probability of a random change in kdecay occurs again, which leads to another update.

Given a fixed carrying capacity, varying either kgrowth or kdecay makes little qualitative differ-
ence from a mathematical perspective; we can thus infer that modifying either parameter yields
similar qualitative effects. From a molecular perspective, we chose to focus on changes in the
initial HGSOC growth saturation rate, kdecay, as these infrequent, rate-limiting changes could
be associated in part with the several (epi)genetic alterations in tumor suppressor genes and/or
changes in genes involved in DNA damage repair pathways. Reducing the growth saturation
rate, kdecay, of the HGSOC tumor cell burden the program increases the current HGSOC carry-

ing capacity, Nð1Þ ¼ e
kgrowth
kdecay , in a stochastic fashion. Changes are globally implemented, mean-

ing that once a stochastic jump in kdecay occurs, cells proliferate according to the newly updated
Gompertz-type growth law. Simulation time continues until the untreated HGSOC life-threat-
ening tumor volume threshold is reached (e.g. corresponding to 1012 HGSOC cells), or until
38.5 years since the inception of the first HGSOC cell have elapsed. If the respective HGSOC
growth curve reaches TVU detectability, we compute the time since the inception of the first
HGSOC cell until clinical detection is reached. Similarly, we compute the time until clinical
life-threatening HGSOC tumor volume is reached if the respective HGSOC growth curve
reaches that stage. For an individual growth curve, the initial kgrowth is uniformly sampled from
the values illustrated in Fig 1. Calculations are performed for n = 1000 simulated growth
curves. A flowchart of the computational model is shown in Fig A in S1 File. The definitions
and assumptions used throughout the implementation of the HGSOC carcinogenesis, growth
and progression model are provided in Tables 1 and 2, respectively.

Results
Model simulation of HGSOC in silico growth curves
Based on the HGSOC clinical findings reported in [40] upon TVU examinations 12 months or
fewer prior to the diagnosis time of the malignancy, we computed a median HSGOC initial
growth rate of kgrowth = 0.0133 day-1 (range = 0.0014–0.0448). The data points illustrated in Fig
1 represent estimated lower bounds for the initial HGSOC rates used to initialize our model.
Five representative growth curves generated by the HGSOC model in our simulated cancer-
positive cohort are illustrated in Fig 2. The same baseline parameter set and cell-number-to-
volume and tumor diameters conversions were used (Tables A–B in S1 File). By incorporating
rare but relatively large jumps in the growth saturation rate kdecay, we illustrate how a HGSOC
volume grows in stepwise patterns and may not increase for relatively large amount of time
(Fig 2), as opposed to exhibiting a constant doubling time. This approach also enables us to
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generate a distribution of heterogeneous pre-clinical HGSOC natural histories in an in silico
cancer-positive cohort. Statistics generated from one representative simulation of the HGSOC
growth and progression model using n = 1000HGSOC growth curves are reported in Table B
in S1 File. Therein, the generated data illustrate the time needed to reach the baseline TVU-
detectable HGSOC volume of 10 cm3, the baseline life-threatening tumor volume of 103 cm3,
and the window of opportunity interval length. The number of HGSOC growth curves that
never reach the TVU baseline detectability threshold (occult), or the life-threatening threshold
(succumbed) are also reported therein. Subsequent results reported below are based on the
same computation that yielded the data generated in Table B in S1 File.

Number of HGSOC carcinogenetic events leading to HGSOC growth
and progression
Computational results indicate that for the 491 sample HGSOC growth curves that reach the
baseline TVU detection threshold, the number of infrequent, rate-limiting events associated
with changes in the initial growth saturation rate, kdecay is around 7 (median = 7, mode = 6,
range = 3–10, Fig 3A). Interestingly, for this representative simulation, the mode number of
required events was 5, and the reported maximum of such events was 10. Note also the sub-
stantial heterogeneity in the number of events required to lead to a TVU-detectable HGSOC
tumor volume. Similarly, for the 418 growth curves that reach the baseline life-threatening
tumor volume threshold, the number of rate-limiting events associated with changes in the ini-
tial growth saturation rate, kdecay, is around 7 (median = mode = 7, range = 4–10, Fig 3B), and

Table 2. Assumptions used throughout the model.

Assumption

1 Patients under 50 years of age are assumed premenopausal; conversely, patients over 50
are assumed postmenopausal. Herein, menopause is defined as occurring 12 months
after a patient’s last menstrual cycle, and confirmed by follicle stimulating hormone
levels > 40 IU/L [39, 48].

2 The average length of a woman’s menstrual cycle is 28 days [48]; the lifetime cumulative
number of menstrual cycle a woman with two full-term pregnancies experiences is 460,
equivalent to a cumulative lifetime period of 38.5 years.

3 Ovarian volumes >20 cm3 in premenopausal and >10 cm3 in postmenopausal women are
defined as abnormal [38], and are assumed in this model to be indicative of positive
disease.

4 HGSOC cells are assumed to exhibit indefinite proliferative potential [49]; for simplicity, we
assume no explicit spatial constraints.

5 The initial TVU monitoring event for each simulated HGSOC growth curve occurs at a time
point randomly distributed between 0 and 5 years since the inception of the first HGSOC
cell; times needed to reach TVU detectability, the life-threatening untreated volume and
window of opportunity interval length are recorded from subsequent monitoring events
until the end of simulation time.

6 The TVU monitoring algorithm has 100% specificity and 100% positive predictive value.

7 All HGSOC growth curves are compliant with the TVU monitoring protocol (i.e. perfect
detection times are reported).

8 Contamination at TVU monitoring is 0 (i.e. no incidental TVU examinations are performed
between consecutive monitoring events).

9 All simulated HGSOC growth curves refer to untreated cases. This enables us to provide an
estimate of the window of opportunity interval length in the absence of any treatment.

10 If left untreated, all HGSOCs detected by the TVU monitoring events can potentially lead to
a life-threatening tumor volume load; HGSOC growth curves defined as occult are
assumed to remain clinically dormant and non-life-threatening for the entire duration of
simulation timeframe.

doi:10.1371/journal.pone.0156661.t002
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the reported maximum of such events was 10. Note again the substantial heterogeneity in the
number of events required to lead to a life-threatening, untreated HGSOC tumor volume since
the inception of the first malignant cell. One or two extra events are required in order for a
detectable HGSOC tumor volume to become life-threatening.

Estimating the window of opportunity interval length
To produce estimates of the duration of HGSOC’s pre- and post-diagnosis phases, we report
the generated value ranges (median, range), with median values of the times needed to reach
baseline TVU detection threshold, baseline life-threatening tumor volume, and the window of
opportunity interval length; we chose to report median values as the median was a more robust
statistic compared to the mean throughout all sample model simulations, and thus constitutes
a more accurate descriptor of the aggregate cancer-positive HGSOC population dynamics. The
model-generated empirical cumulative distribution functions (cdf’s) for reaching the baseline
detection threshold, the baseline life-threatening tumor volume and the window of opportunity
length interval are reported in Fig 4A–4D. For this representative simulation, a total of 498
growth curves reach the baseline TVU detection threshold (median = 26.7 years, range = 4.52–

Fig 2. Representative simulation of the in silicoHGSOC growth and progression model generating five HGSOC growth curves. This sample
simulation of the HGSOC progression model illustrating five representative growth and progression curves is generated using the same baseline parameter
set outlined in Tables A-B in S1. Each of the representative growth curves is an independent realization of the HGSOC stochastic growth and progression
model, initialized with the same parameter value set. Values the baseline TVU detectability and life-threatening untreated tumor threshold are as reported
previously. In this representative simulation, two curves reach the detection threshold (lower solid line) in 16.4 and 31.2 years, respectively, and life-
threatening tumor volume threshold (upper solid line) in 19.3 and 32.6 years, respectively. The calculated window of opportunity interval length is thus 2.9
and 1.4 years, respectively. One curve reaches only the detection threshold, in 35.0 years, and two curves remain below both thresholds. Time is measured
since the inception of the first HGSOC cell. The curves are sorted from left to right. Note that the probability that a random change in kdecay occurs is
independent of whether current carrying capacity is reached or not.

doi:10.1371/journal.pone.0156661.g002
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38.5), a total of 418 growth curves reach the baseline life-threatening tumor volume threshold
(median = 27.65 years, range = 7.28–38.6), and a total of 418 growth curves reach both thresh-
olds, and are thus included in the window of opportunity interval length computation and cdf
estimation (median = 1.76 years, range = 0.3–14, Fig 4C). As an alternative to Fig 4C, we illus-
trate in Fig 4D the fraction of radiographically detected, treatment-free HGSOC growth curves
that progress to the life-threatening volume threshold is illustrated. Increasing the number of
simulated HGSOC growth curves (n> 1000) does not yield substantially different median or
range values for the estimated cdf’s.

Assessing the feasibility of multiple frequency TVUmonitoring protocols
Fig 5 illustrates the relative proportions of HGSOC curves that remain occult (first, black hori-
zontal column), that are detectable in the first or subsequent TVU monitoring events (second,
grey horizontal column), and lastly, that are succumbed (third, white horizontal column) out
of n = 1000 simulated HGSOC growth curves. Semiannual monitoring HGSOC progression
via TVU performs the best (0.9% of total HGSOC curves succumb [see Table 1 for definitions])
despite the frequent TVU monitoring, compared to a 4.2% succumb rate when monitored
annually, or 10.7% when monitored biannually. It is also worth noting the relatively large pro-
portion of HGSOC curves that remain occult (50.9% of the total n = 1000 growth curves in this

Fig 3. Number of HGSOC carcinogenetic events leading to HGSOC growth and progression. In one representative simulation of the model generating
1000 cancer-positive initially clinically occult HGSOC growth curves, (A) 491 sample HGSOC growth curves progress to reach the detectability threshold and
(B) 418 reach the life-threatening volume threshold. (A) We record the frequency of rate-limiting events associated with changes in the initial growth
saturation rate, kdecay out of the n = 491 growth curves. For this representative simulation, the mode and median number of such events are 5, and 7
respectively. (B) We record the number of rate-limiting events associated with changes in the initial growth saturation rate, kdecay, out of n = 418 growth
curves. For this representative simulation, the mode and median of the number of such events are 7, and 7 respectively. A maximum number of 10 events
associated with changes in the initial growth saturation rate, kdecay, is recorded in both panels.

doi:10.1371/journal.pone.0156661.g003

Modeling High-Grade Serous Ovarian Cancer Progression

PLOS ONE | DOI:10.1371/journal.pone.0156661 June 3, 2016 10 / 19



representative simulation, Fig 5). This representative simulation was performed using the base-
line parameters outlined in Tables A-B in S1 File.

TVU Sensitivity Analysis
We conducted a sensitivity analysis with respect to the TVU detection thresholds, set at 0.5, 1
or 1.5 cm3, to determine whether the percentages reported above would drastically vary. We
demonstrate that the percentage of HGSOC growth curves that reach the updated baseline
detection and life-threatening tumor volume thresholds in between the same monitoring
events increases with less frequent TVU monitoring events (Fig 6A) and decreases with more
sensitive TVU detection thresholds (Fig 6B). Our findings confirm that more sensitive TVU
detection thresholds and more frequent TVU monitoring improve diagnostic accuracy
(decreasing the number of succumbed HGSOC growth curves). These plots were generated
from one representative simulation using a total number of n = 1000 simulated growth curves
and performed using the same baseline parameter set and cell-number-to-volume and tumor

Fig 4. Empirical cumulative distribution functions for (A) time until baseline TVU detection threshold is reached (TD); (B) time until life-threatening
tumor volume is reached (TLV); (C) the window of opportunity interval length; (D) the fraction of radiographically detected, treatment-free HGSOC
cases that progressively reach the life-threatening threshold starting from the baseline detection threshold time. The progression of n = 1000
HGSOC growth curves is simulated in order to determine typical empirical cumulative distribution functions for (A) time until baseline TVU detection threshold
is reached (median = 26.7 years, range = 4.52–38.5); in this sample simulation, a total of 498 growth curves reach this threshold; (B) time until life-threatening
tumor volume is reached (median = 27.65 years, range = 7.28–38.6). In this sample simulation, a total of 418 growth curves reach this threshold; (C) window
of opportunity interval length (median = 1.76 years, range = 0.3–14). In this sample simulation, a total of 418 growth curves reach both the baseline detection
and life-threatening volume thresholds, and are thus included in the window of opportunity interval length calculation. Statistics generated from one sample
simulation of the HGSOC growth and progression model illustrating the time needed to reach the baseline TVU detection threshold, the baseline life-
threatening tumor volume (TLV), the window of opportunity interval length (WOP), and the number of HGSOC growth curves that never reach TVU baseline
detectability (occult), or the life-threatening threshold (regressed) volumes, respectively, during one sample simulation are given in Table C in S1 File.

doi:10.1371/journal.pone.0156661.g004
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diameters conversions as reported in Tables A-B in S1 File. The data used to produce Fig 6 is
given in Table D in S1 File.

Discussion
HGSOC constitutes an attractive target for early detection strategies if detected before reaching
large volume advanced stage, when overall survival rates are grim [50]. The validation of any
HGSOC tumor volume clinical detection strategy is thus whether frequent screening is capable
of lowering mortality rates. However, numerous transvaginal ultrasound (TVU) detection-
based population studies aimed at detecting low-volume ovarian cancer have not yielded
reduced mortality rates and thus challenge the effectiveness of TVU as a HGSOC monitoring
strategy aimed at improving overall survival rates [7, 8, 14–17, 20–23, 40, 51]. A quantitative
invalidation of TVU as an effective HGSOC screening strategy is a necessary next step. Our
mathematical modeling approach proposes a quantitative explanation for the reported failure
of TVU to improve HGSOC low-volume detectability and overall survival.

We develop a novel in silicomathematical assessment of the efficacy of a unimodal TVU
monitoring regimen as a strategy aimed at detecting low-volume HGSOCs in cancer-positive
cases; our model captures the dynamic, temporal evolution of HGSOC progression, and is
characterized by several rare rate-limiting events, which can be associated in part with (epi)
genetic alterations in tumor suppressor genes and DNA damage repair pathways. We chose to

Fig 5. Feasibility of HGSOC unimodal TVUmonitoring acrossmultiple monitoring frequencies.We report the relative proportions of HGSOC curves
that remain occult (first, black horizontal column), that are detectable in the first or subsequent TVUmonitoring events (second, grey horizontal column), and
lastly, that are succumbed (third, white horizontal column) out of n = 1000 initial HGSOC growth curves. The proportions reported vary for different TVU
monitoring frequencies, i.e. every 5, 4, 3, 2 years, every 1 year (annually) or every 6 months (semiannually). Importantly, the last horizontal column
represents the percentage of HGSOC growth curves that would be missed even under frequent TVUmonitoring.

doi:10.1371/journal.pone.0156661.g005
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focus on an unimodal, ultrasound-based HGSOC detection method (i.e. TVU), rather than on
blood biomarker levels (i.e. CA-125 or HE4 levels), pelvic examinations or simultaneous TVU
and CA-125 detection. Despite its well-recognized detection limitations in detecting localized
or distant metastatic burden, TVU examinations are routinely performed when assessing ovar-
ian volume, while the latter are either not recommended as low HGSOC volume detection
unimodal prognostic markers [7, 15, 25] or have not been shown to confer a mortality benefit
[15, 16]. Our results suggest that multiple frequency TVUmonitoring across various detection
sensitivities does not significantly improve detection accuracy of HGSOCs in an in silico can-
cer-positive population. Specifically, despite the fact that semiannual monitoring HGSOC pro-
gression via TVU performs, as expected, the best compared with annual or biannual
monitoring (0.9% succumbed cases versus 4.2% and 10.7%, respectively), a nonzero percentage
of succumbed cases is reported in all subsequent simulations of the HGSOC growth and pro-
gression model. Given that our TVU monitoring algorithm is assumed to have 100% specificity
and 100% positive predictive value, the actual percentage of such succumbed HGSOC cases
might be substantially higher. This invalidates the use of TVU as an effective HGSOC screening
strategy aimed at lowering mortality rates in general-risk or high genetic-risk women. Our
mathematical model thus represents a novel attempt to explain why multiple, large-scale TVU-

Fig 6. Percentage of HGSOC growth curves that are not detected by TVUmonitoring for (A) varying monitoring frequencies and (B) varying TVU
detection thresholds. (A) Fewer HGSOC growth curves reach the succumbed status with more frequent TVUmonitoring events (x-axis) and more sensitive
TVU detection thresholds (0.5 cm3, black vertical columns; 1 cm3, dark grey vertical columns; 1.5 cm3, light grey vertical columns; 10 cm3, white vertical
columns). In this panel, vertical columns indicate the percentage of additional HGSOC growth curves that are missed by decreasing TVU detection
thresholds relative to the baseline TVU detection threshold set at 10cm3, out of a total of 1000 simulated HGSOC growth curves. (B) Fewer HGSOC growth
curves reach the succumbed status with more sensitive TVU detection thresholds (x-axis) and more frequent TVUmonitoring events ranging from six months
to five years. In this panel, vertical columns indicate the percentage of additional HGSOC growth curves that are missed by decreasing the frequency of TVU
monitoring events relative to a baseline 6-month frequency, out of a total of 1000 simulated HGSOC growth curves.

doi:10.1371/journal.pone.0156661.g006
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based HGSOC detection screening studies have not proven significant mortality benefits, and
focuses on a malignancy that has received very little attention by the mathematical oncology
community.

We find that the median time until baseline TVU detection from the inception of the first
HGSOC cell is 26.7 years. Given that an average patient’s age at diagnosis of ovarian cancer is
55–65 years [1], our findings suggest that the first HGSOC cell may appear on average around
28–38 years of age, during a patient’s premenopausal period. This may be due to a number of
factors, including reproductive history, oral contraceptive use and family history of breast or
ovarian cancer [52, 53]. Furthermore, simulation results suggest that once a HGSOC tumor
volume becomes clinically detectable, it takes an additional median number of 1.7 years to
reach the baseline life-threatening tumor volume threshold; this implies that for a radiographi-
cally detected, treatment-free malignancy in which no surgery and/or systemic therapies have
yet been performed/administered, the patient would succumb to the disease relatively quickly
after initial diagnosis. Since 90% of the diagnosed HGSOC patients do not have abnormal clini-
cal findings based on TVU performed 12 months or more prior to HGSOC diagnosis [40], the
reported median window of opportunity interval length (1.76 years) reflects a bias towards the
more aggressive and fast-growing HGSOCs. This is a key prediction of our model, provided by
computer simulations in the absence of clinical/experimental estimates of the period of time
needed to reach the life-threatening tumor volume threshold or window of opportunity inter-
val length. This does not, however, translate into reduced mortality levels in an in silico cohort
across multiple TVU monitoring frequencies or detection sensitivities. Our findings suggest
that even a semiannual, unimodal TVU monitoring protocol is expected to miss detectable
HGSOCs. We also find that circa 50% of the simulated HGSOC growth curves never reach the
baseline detectability threshold, and that on average, 5–7 rate-limiting events are associated
with reaching HGSOC detectability and life-threatening untreated HGSOC volumes
respectively.

The predictions obtained with our HGSOC model are consistent with other published can-
cer progression chronologies reported for colorectal [54] or pancreatic cancers [54, 55].
Yachida et al. analyzed genomic sequencing data of metastatic tumors from 7 patients with
metastatic pancreatic cancer and calculated that the first parental (non-metastatic) founder
cancer cell may require 6.8 years to generate sub-clones with metastatic potential [55]. These
sub-clones could give rise to distant metastases within 2.7 years, with clinical diagnosis occur-
ring 18–20 years after the genesis of the founder cell. Jones et al. also reported that a benign
colorectal tumor might require 17 years to develop into an advanced carcinoma [56]. On a
larger timescale,Meza et al. reported that the average time from an initial premalignant muta-
tion to the ultimate conversion of a detectable cancer in pancreatic and colorectal cancers may
take up to 50 years [54]. While tumor progression timelines may vary for different cancers,
these studies share the implications that a period of at least 20 years since inception of the first
malignant cell should pass before a primary tumor becomes detectable.

Our modeling results can also be correlated with published comprehensive genomic studies
of clinically annotated HGSOC samples. For example, The Cancer Genome Atlas Research
Network examined 489 HGSOC tumor samples, and provided the most comprehensive and
integrated catalogue of (epi)genomic changes associated with HGSOC progression to date [57].
An outcome of our model is that an estimated 5 to 8 infrequent, rate-limiting events associated
with changes in the initial growth saturation rate, kdecay are required to reach a baseline TVU
detectable or life-threatening untreated HGSOC tumor volume. Additionally, we note the sub-
stantial heterogeneity in the number of such genomic aberrations predicted by our model, and
observe that on average, one or two extra events are required in order for a detectable HGSOC
tumor volume to become life-threatening. Our modeling findings align with the reported
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heterogeneity and number of the HGSOC-associated pathways altered in clinical HGSOC sam-
ples, as identified in [57] (see Fig 3 therein).

Our mathematical modeling approach also represents a novel in silico framework aimed at
modeling HGSOC growth and progression. Surprisingly, few similar mathematical modeling
inferences regarding the evolution of ovarian cancers or estimating the efficacy of various ovar-
ian cancer screening strategies have been published to date. Durrett et al. developed a multi-
type branching processes model for ovarian cancer growth and progression to estimate the
window of opportunity for screening, which they define as the time during which TVU-based
tumor detection can result in a significantly reduced chance of mortality [30]. Based on their
mathematical analysis, it is predicted a window of opportunity of 2.9 years, thus ovarian cancer
screening should occur at least biannually. In another example, Brown and Palmer used a
Monte Carlo method to fit an exponential in silicomodel for tumor growth, with separate
growth rate parameters for early and advanced stage serous ovarian cancers [31]. The Brown
and Palmer study was based on occult tumor size data collected from healthy germline BRCA1
mutation carriers who had their ovaries and Fallopian tubes prophylactically removed. They
estimated the window of opportunity for TVU detection of early stage occult serous cancers to
be 4.3 years, and predicted that most serous cancers would progress to an advanced stage a
median of 0.8 years prior to clinical, surgical detection. Nonetheless, these existing mathemati-
cal efforts, conducted towards modeling ovarian carcinogenesis or estimating the efficacy of
various ovarian cancer screening strategies, do not properly account for the considerable
degree of heterogeneity of the disease [57, 58] and correlate primary tumor size with metastatic
potential, disregarding clinically reported findings of low primary tumor volume advanced-
stage HGSOCs or large primary tumor volume early-stage HGSOCs [6]. In contrast, our math-
ematical investigation focuses specifically on modeling HGSOC growth and progression, and
does not link primary tumor volume to metastatic potential. Moreover, our findings show that
multiple frequency TVUmonitoring across various TVU detection sensitivities does not signif-
icantly improve the detection of HGSOC tumor volumes in an in silico cancer-positive
HGSOC population.

Several limiting assumptions were made in our model. First, we do not distinctly address
the underlying mechanism behind either HGSOC initiation or its progression, but it is well
known that many factors may contribute to HGSOC carcinogenesis and progression (e.g. loss
of function of tumor suppressor gene p53 and the disruption of the homologous recombination
repair pathway via somatic or germline mutations of the BRCA1 and BRCA2 genes [11, 57,
58]). Second, we assume that the initiation of HGSOC occurs at some point during a woman’s
premenopausal stage, and we increment time in intervals of 28 days (the average length of a
menstrual cycle), to reflect subsequent potential changes in the growth saturation rate. A clini-
cally recognized risk factor for HGSOC progression is the number of ovulatory events during a
woman’s lifetime [5, 10]. Third, we do not associate a direct cost to a more rapid cell cycle time
(or faster doubling time), even though one probably does exist in vivo. Given the model sensi-
tivity to initial conditions (the initial tumor growth rates), we chose conservative baseline TVU
detection and life-threatening volume thresholds. Variation in the model parameters or base-
line thresholds would only result in a faster or delayed HGSOC progression, but would not
yield substantially different median or range values for the estimated cdf’s. A reasonable
parameter set range would, however, enable us to obtain sharper estimates. Finally, it is possi-
ble that HGSOC rates of cellular division may vary within different subcellular populations
belonging to the tumor volume. For simplicity, we do not distinguish between the various sub-
population growth rates, as such values are difficult to quantify empirically.

The HGSOC growth and progression model presented here represents an initial and novel
attempt to model in silico a clinically occult pathological process, and obtain quantitative
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estimates of otherwise unknown statistics that are impossible to obtain even in large-scale pro-
spective cohort screening studies (i.e. time needed to reach baseline TVU detectability, time
needed to reach baseline life-threatening untreated tumor volume, and window of opportunity
interval length). Our mathematical model provides a quantitative mathematical explanation
that supports clinical findings such as the ones reported in [40] and results from prospective
TVU screening trials such as the UKTOCS or PLCO, and thus represents a novel attempt to
explain why multiple, large-scale TVU-based HGSOC detection screening studies have not
proven significant mortality benefits. Our model is consistent with case reports and prospective
TVU screening population studies in that a key prediction of our model is that HGSOC detec-
tion is not amenable to frequent TVU monitoring. The mathematical model provides support
to the empirical recommendation against frequent HGSOC monitoring or screening [25].

Supporting Information
S1 File. Fig A.Workflow behind the HGSOC growth model. Table A. The baseline parameter
values used in the model simulations. Table B. Cell-number-to-volume and tumor diameter
conversion. Table C. Statistics generated from one sample simulation of the HGSOC growth
and progression model illustrating the time needed to reach the baseline TVU detection thresh-
old, the baseline life-threatening tumor volume (TLV), the window of opportunity interval
length (WOP), and the number of HGSOC growth curves that never reach TVU baseline
detectability (occult), or the life-threatening threshold (regressed) volumes, respectively, during
the sample simulation. Table D. The data used to produce Fig 6A and 6B.
(DOCX)

Acknowledgments
We would like to thank Victoria Chiou, Nicolas Gordon, Takuhei Yokoyama, Minshu Yu and
MatthewWhiteway for their helpful feedback and discussions. We also thank the anonymous
reviewers for their careful reading of our manuscript and insightful comments and suggestions.

Author Contributions
Conceived and designed the experiments: DAB JML DL. Performed the experiments: DAB
JML DL. Analyzed the data: DAB JML DL. Contributed reagents/materials/analysis tools: DAB
JML DL. Wrote the paper: DAB JML DL.

References
1. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2015. CA Cancer J Clin. 2015; 65(1):5–29. doi: 10.

3322/caac.21254 PMID: 25559415

2. Altekruse S, Kosary C, Krapcho M, et al e. SEER Cancer Statistics Review, 1975–2007. Bethesda,
MD: National Cancer Institute.

3. Goff BA, Mandel LS, Drescher CW, Urban N, Gough S, Schurman KM, et al. Development of an ovarian
cancer symptom index: possibilities for earlier detection. Cancer. 2007; 109(2):221–7. PMID:
17154394

4. Kohn EC, Romano S, Lee JM. Clinical implications of using molecular diagnostics for ovarian cancers.
Ann Oncol. 2013; 24 Suppl 10:x22–6. doi: 10.1093/annonc/mdt464 PMID: 24265398

5. Crum CP, McKeon FD, XianW. The oviduct and ovarian cancer: causality, clinical implications, and
"targeted prevention". Clin Obstet Gynecol. 2012; 55(1):24–35. doi: 10.1097/GRF.0b013e31824b1725
PMID: 22343226

6. Köbel M, Kurman RJ, Seidman JD. New Views of Ovarian Carcinoma Types: HowWill This Change
Practice? In: Ledermann J, Creutzberg CL, Quinn MA, editors. Controversies in the Management of
Gynecological Cancers: Springer London; 2014. p. 29–38.

Modeling High-Grade Serous Ovarian Cancer Progression

PLOS ONE | DOI:10.1371/journal.pone.0156661 June 3, 2016 16 / 19



7. Bodelon C, Pfeiffer RM, Buys SS, Black A, ShermanME. Analysis of serial ovarian volumemeasure-
ments and incidence of ovarian cancer: implications for pathogenesis. J Natl Cancer Inst. 2014; 106
(10).

8. Jacobs I, Menon U. Can ovarian cancer screening save lives? The question remains unanswered.
Obstet Gynecol. 2011; 118(6):1209–11. doi: 10.1097/AOG.0b013e31823b49b3 PMID: 22105248

9. Carcangiu ML, Peissel B, Pasini B, Spatti G, Radice P, Manoukian S. Incidental carcinomas in prophy-
lactic specimens in BRCA1 and BRCA2 germ-line mutation carriers, with emphasis on fallopian tube
lesions: report of 6 cases and review of the literature. Am J Surg Pathol. 2006; 30(10):1222–30. PMID:
17001151

10. Crum CP, Drapkin R, Miron A, Ince TA, Muto M, Kindelberger DW, et al. The distal fallopian tube: a new
model for pelvic serous carcinogenesis. Curr Opin Obstet Gynecol. 2007; 19(1):3–9. PMID: 17218844

11. Bowtell DD. The genesis and evolution of high-grade serous ovarian cancer. Nat Rev Cancer. 2010; 10
(11):803–8. doi: 10.1038/nrc2946 PMID: 20944665

12. Callahan MJ, Crum CP, Medeiros F, Kindelberger DW, Elvin JA, Garber JE, et al. Primary fallopian
tube malignancies in BRCA-positive women undergoing surgery for ovarian cancer risk reduction. J
Clin Oncol. 2007; 25(25):3985–90. PMID: 17761984

13. Modugno F, Edwards RP. Ovarian Cancer: Prevention, Detection and Treatment of the Disease and Its
Recurrence. Molecular Mechanisms and Personalized Medicine Meeting Report. 2012. Report No.:
Contract No.

14. Buys SS, Partridge E, Greene MH, Prorok PC, Reding D, Riley TL, et al. 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(5):1630–9. PMID: 16260202

15. Buys SS, Partridge E, Black A, Johnson CC, Lamerato L, Isaacs C, et al. Effect of screening on ovarian
cancer mortality: the Prostate, Lung, Colorectal and Ovarian (PLCO) Cancer Screening Randomized
Controlled Trial. JAMA. 2011; 305(22):2295–303. doi: 10.1001/jama.2011.766 PMID: 21642681

16. Menon U, Gentry-Maharaj A, Hallett R, Ryan A, Burnell M, Sharma A, et al. Sensitivity and specificity of
multimodal and ultrasound screening for ovarian cancer, and stage distribution of detected cancers:
results of the prevalence screen of the UK Collaborative Trial of Ovarian Cancer Screening (UKC-
TOCS). Lancet Oncol. 2009; 10(4):327–40. doi: 10.1016/S1470-2045(09)70026-9 PMID: 19282241

17. van Nagell JR, DePriest PD, Ueland FR, DeSimone CP, Cooper AL, McDonald JM, et al. Ovarian can-
cer screening with annual transvaginal sonography: findings of 25,000 women screened. Cancer.
2007; 109(9):1887–96. PMID: 17373668

18. van Nagell JR, Hoff JT. Transvaginal ultrasonography in ovarian cancer screening: current perspec-
tives. Int J Womens Health. 2013; 6:25–33. doi: 10.2147/IJWH.S38347 PMID: 24379701

19. van Nagell JR, Miller RW, DeSimone CP, Ueland FR, Podzielinski I, Goodrich ST, et al. Long-term sur-
vival of women with epithelial ovarian cancer detected by ultrasonographic screening. Obstet Gynecol.
2011; 118(6):1212–21. doi: 10.1097/AOG.0b013e318238d030 PMID: 22105249

20. Kobayashi H, Yamada Y, Sado T, Sakata M, Yoshida S, Kawaguchi R, et al. A randomized study of
screening for ovarian cancer: a multicenter study in Japan. Int J Gynecol Cancer. 2008; 18(3):414–20.
PMID: 17645503

21. Stirling D, Evans DG, Pichert G, Shenton A, Kirk EN, Rimmer S, et al. Screening for familial ovarian
cancer: failure of current protocols to detect ovarian cancer at an early stage according to the interna-
tional Federation of gynecology and obstetrics system. J Clin Oncol. 2005; 23(24):5588–96. PMID:
16110018

22. van der Velde NM, Mourits MJ, Arts HJ, de Vries J, Leegte BK, Dijkhuis G, et al. Time to stop ovarian
cancer screening in BRCA1/2 mutation carriers? Int J Cancer. 2009; 124(4):919–23. doi: 10.1002/ijc.
24038 PMID: 19035463

23. Hermsen BB, Olivier RI, Verheijen RH, van Beurden M, de Hullu JA, Massuger LF, et al. No efficacy of
annual gynaecological screening in BRCA1/2 mutation carriers; an observational follow-up study. Br J
Cancer. 2007; 96(9):1335–42. PMID: 17426707

24. Jacobs IJ, Menon U, Ryan A, Gentry-Maharaj A, Burnell M, Kalsi JK, et al. Ovarian cancer screening
and mortality in the UK Collaborative Trial of Ovarian Cancer Screening (UKCTOCS): a randomised
controlled trial. Lancet. 2015.

25. Moyer VA, Force USPST. Screening for ovarian cancer: U.S. Preventive Services Task Force reaffir-
mation recommendation statement. Ann Intern Med. 2012; 157(12):900–4. doi: 10.7326/0003-4819-
157-11-201212040-00539 PMID: 22964825

26. Byrne HM, Alarcon T, OwenMR, Webb SD, Maini PK. Modelling aspects of cancer dynamics: a review.
Philos Trans A Math Phys Eng Sci. 2006; 364(1843):1563–78. PMID: 16766361

Modeling High-Grade Serous Ovarian Cancer Progression

PLOS ONE | DOI:10.1371/journal.pone.0156661 June 3, 2016 17 / 19



27. Maini PK, Gatenby RA. Somemathematical modelling challenges and approaches in cancer. In: Nagl
S, editor. Cancer Bioinformatics: From Therapy Design to Treatment: JohnWiley & Sons, Ltd; 2006. p.
95–107.

28. Wodarz D, Komarova NL. Dynamics of Cancer: Mathematical Foundations of Oncology: World Scien-
tific Publishing Company; 2014. 532 p.

29. Cristini V, Lowengrub J. Multiscale Modeling of Cancer: An Integrated Experimental and Mathematical
Modeling Approach: Cambridge University Press; 2010. 298 p.

30. Danesh K, Durrett R, Havrilesky LJ, Myers E. A branching process model of ovarian cancer. J Theor
Biol. 2012; 314:10–5. doi: 10.1016/j.jtbi.2012.08.025 PMID: 22959913

31. Brown PO, Palmer C. The preclinical natural history of serous ovarian cancer: defining the target for
early detection. PLoS Med. 2009; 6(7):e1000114. doi: 10.1371/journal.pmed.1000114 PMID:
19636370

32. Ciampi A, Kates L, Buick R, Kriukov Y, Till JE. Multi-type Galton-Watson process as a model for prolifer-
ating human tumour cell populations derived from stem cells: estimation of stem cell self-renewal prob-
abilities in human ovarian carcinomas. Cell Tissue Kinet. 1986; 19(2):129–40. PMID: 3698070

33. Kohandel M, Sivaloganathan S, Oza A. Mathematical modeling of ovarian cancer treatments: sequenc-
ing of surgery and chemotherapy. J Theor Biol. 2006; 242(1):62–8. PMID: 16580022

34. Panetta JC. A mathematical model of breast and ovarian cancer treated with paclitaxel. Math Biosci.
1997; 146(2):89–113. PMID: 9348741

35. Jain HV, Richardson A, Meyer-Hermann M, Byrne HM. Exploiting the synergy between carboplatin and
ABT-737 in the treatment of ovarian carcinomas. PLoS One. 2014; 9(1):e81582. doi: 10.1371/journal.
pone.0081582 PMID: 24400068

36. Hori SS, Gambhir SS. Mathematical model identifies blood biomarker-based early cancer detection
strategies and limitations. Sci Transl Med. 2011; 3(109):109ra16.

37. Speer JF, Petrosky VE, Retsky MW,Wardwell RH. A stochastic numerical model of breast cancer
growth that simulates clinical data. Cancer Res. 1984; 44(9):4124–30. PMID: 6744323

38. Pavlik EJ, DePriest PD, Gallion HH, Ueland FR, Reedy MB, Kryscio RJ, et al. Ovarian volume related
to age. Gynecol Oncol. 2000; 77(3):410–2. PMID: 10831351

39. Harlow SD, Gass M, Hall JE, Lobo R, Maki P, Rebar RW, et al. Executive summary of the Stages of
Reproductive AgingWorkshop + 10: addressing the unfinished agenda of staging reproductive aging. J
Clin Endocrinol Metab. 2012; 97(4):1159–68. doi: 10.1210/jc.2011-3362 PMID: 22344196

40. Horiuchi A, Itoh K, Shimizu M, Nakai I, Yamazaki T, Kimura K, et al. Toward understanding the natural
history of ovarian carcinoma development: a clinicopathological approach. Gynecol Oncol. 2003; 88
(3):309–17. PMID: 12648580

41. Weinberg RA. The Biology of Cancer, 2nd Edition: Garland Science; 2nd edition (May 18, 2013); 2013.
876 p.

42. Chignola R, Foroni RI. Estimating the growth kinetics of experimental tumors from as few as two deter-
minations of tumor size: implications for clinical oncology. IEEE Trans Biomed Eng. 2005; 52(5):808–
15. PMID: 15887530

43. Xing H, Wang S, Hu K, TaoW, Li J, Gao Q, et al. Effect of the cyclin-dependent kinases inhibitor p27 on
resistance of ovarian cancer multicellular spheroids to anticancer chemotherapy. J Cancer Res Clin
Oncol. 2005; 131(8):511–9. PMID: 15924242

44. Carduner L, Picot CR, Leroy-Dudal J, Blay L, Kellouche S, Carreiras F. Cell cycle arrest or survival sig-
naling through αv integrins, activation of PKC and ERK1/2 lead to anoikis resistance of ovarian cancer
spheroids. Exp Cell Res. 2014; 320(2):329–42. doi: 10.1016/j.yexcr.2013.11.011 PMID: 24291221

45. Lu Z, Luo RZ, Lu Y, Zhang X, Yu Q, Khare S, et al. The tumor suppressor gene ARHI regulates autop-
hagy and tumor dormancy in human ovarian cancer cells. J Clin Invest. 2008; 118(12):3917–29. doi:
10.1172/JCI35512 PMID: 19033662

46. Correa RJ, Valdes YR, Shepherd TG, DiMattia GE. Beclin-1 expression is retained in high-grade
serous ovarian cancer yet is not essential for autophagy induction in vitro. J Ovarian Res. 2015; 8:52.
doi: 10.1186/s13048-015-0182-y PMID: 26239434

47. Schwarz RF, Ng CK, Cooke SL, Newman S, Temple J, Piskorz AM, et al. Spatial and temporal hetero-
geneity in high-grade serous ovarian cancer: a phylogenetic analysis. PLoS Med. 2015; 12(2):
e1001789. doi: 10.1371/journal.pmed.1001789 PMID: 25710373

48. Diaz A, Laufer MR, Breech LL, Adolescence AAoPCo, Care ACoOaGCoAH. Menstruation in girls and
adolescents: using the menstrual cycle as a vital sign. Pediatrics. 2006; 118(5):2245–50. PMID:
17079600

Modeling High-Grade Serous Ovarian Cancer Progression

PLOS ONE | DOI:10.1371/journal.pone.0156661 June 3, 2016 18 / 19



49. Li J, Fadare O, Xiang L, Kong B, ZhengW. Ovarian serous carcinoma: recent concepts on its origin
and carcinogenesis. J Hematol Oncol. 2012; 5:8. doi: 10.1186/1756-8722-5-8 PMID: 22405464

50. Ledermann JA, Raja FA, Fotopoulou C, Gonzalez-Martin A, Colombo N, Sessa C, et al. Newly diag-
nosed and relapsed epithelial ovarian carcinoma: ESMOClinical Practice Guidelines for diagnosis,
treatment and follow-up. Ann Oncol. 2013; 24 Suppl 6:vi24–32. doi: 10.1093/annonc/mdt333 PMID:
24078660

51. Menon U, Griffin M, Gentry-Maharaj A. Ovarian cancer screening—current status, future directions.
Gynecol Oncol. 2014; 132(2):490–5. doi: 10.1016/j.ygyno.2013.11.030 PMID: 24316306

52. McGuire V, Felberg A, Mills M, Ostrow KL, DiCioccio R, John EM, et al. Relation of contraceptive and
reproductive history to ovarian cancer risk in carriers and noncarriers of BRCA1 gene mutations. Am J
Epidemiol. 2004; 160(7):613–8. PMID: 15383404

53. Antoniou A, Pharoah PD, Narod S, Risch HA, Eyfjord JE, Hopper JL, et al. Average risks of breast and
ovarian cancer associated with BRCA1 or BRCA2mutations detected in case Series unselected for
family history: a combined analysis of 22 studies. Am J HumGenet. 2003; 72(5):1117–30. PMID:
12677558

54. Meza R, Jeon J, Moolgavkar SH, Luebeck EG. Age-specific incidence of cancer: Phases, transitions,
and biological implications. Proc Natl Acad Sci U S A. 2008; 105(42):16284–9. doi: 10.1073/pnas.
0801151105 PMID: 18936480

55. Yachida S, Jones S, Bozic I, Antal T, Leary R, Fu B, et al. Distant metastasis occurs late during the
genetic evolution of pancreatic cancer. Nature. 2010; 467(7319):1114–7. doi: 10.1038/nature09515
PMID: 20981102

56. Jones S, ChenWD, Parmigiani G, Diehl F, Beerenwinkel N, Antal T, et al. Comparative lesion sequenc-
ing provides insights into tumor evolution. Proc Natl Acad Sci U S A. 2008; 105(11):4283–8. doi: 10.
1073/pnas.0712345105 PMID: 18337506

57. Network CGAR. Integrated genomic analyses of ovarian carcinoma. Nature. 2011; 474(7353):609–15.
doi: 10.1038/nature10166 PMID: 21720365

58. Pennington KP, Walsh T, Harrell MI, Lee MK, Pennil CC, Rendi MH, et al. Germline and somatic muta-
tions in homologous recombination genes predict platinum response and survival in ovarian, fallopian
tube, and peritoneal carcinomas. Clin Cancer Res. 2014; 20(3):764–75. doi: 10.1158/1078-0432.CCR-
13-2287 PMID: 24240112

Modeling High-Grade Serous Ovarian Cancer Progression

PLOS ONE | DOI:10.1371/journal.pone.0156661 June 3, 2016 19 / 19


