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Background: The aim of this study was to evaluate the influence of lesion size on the
performance of real-time two-dimensional shear wave elastography (2D-SWE) in the
diagnosis of breast lesions. Materials and Methods: A total of 118 consecutive female
patients with 129 breast lesions (50 malignant and 79 benign) who underwent surgical
excision and/or core biopsy were studied. The lesions were categorized into three
subgroups according to their size: (1) group 1: < 1.0 cm3; (2) group 2: 1.0–4.0 cm3; (3)
group 3: > 4.0 cm3. The maximum elasticity (Emax), mean elasticity (Emean), and their
standard deviation (SD) in the three subgroups were compared and analyzed in terms
of the cutoff values acquired by pathological results. Results: The lesion size
significantly differed between benign and malignant masses (P < 0.05). Malignant
lesions exhibited significantly elevated values of Emax, Emean, and SD, compared with
benign lesions in the three subgroups. The optimal threshold was higher for larger
malignant and benign lesions (P < 0.05). In malignant lesions, the SWE parameters in
group 1 were significantly different from those in groups 2 and 3. The area under the
receiver operating characteristics curve (AUROC) of SD was higher than that of Emax
and Emean in all three subgroups. Conclusion: The values of 2D-SWE parameters
increase with the increase in size of a breast mass, and the adjustment of the
threshold based on lesion size yields a more accurate diagnosis. Among the SWE
parameters, SD has the best diagnostic performance.

INTRODUCTION
Breast cancer (BC) is considered one of the most
common malignant tumors in women worldwide (1).
Approximately 252,710 new cases of invasive breast
cancer and 40,610 breast cancer deaths occurred
among women in the United States in 2017 (2). In
China, BC also ranks first among female malignant
tumors, with about 279,000 new cases per year; with
a mortality rate of 9.9 per 100,000, breast cancer
ranks fifth in female cancer mortality (3). Therefore, it
is important to correctly distinguish malignant breast
masses from benign breast lesions. Mammography
(MG) and ultrasound (US) are used as conventional
imaging techniques for BC diagnosis. Of note,
sensitivity of MG to detect BC is low for breasts with
graphically dense radiological images, but MG is
highly sensitive to detect microcalcifications in breast
lesions. US has many limitations in distinguishing
malignant breast lesions, especially for smaller breast
lesions (4). Although magnetic resonance imaging
(MRI) is more sensitive than MG and US in the
diagnosis of BC (5), it is not commonly used in

detecting breast lesions due to its high cost.
Therefore, it is urgent to discover a new imaging
technology to improve diagnostic efficiency
significantly.
In the past few years, US elastography has been
developed for many clinical applications. There are
two major elastographic approaches: strain
elastography (SE) and shear wave elastography
(SWE) (6-9). In SE, a compressive force is applied to the
tissue to measure the lesion stiffness. The likelihood
of malignancy increases with the increasing stiffness,
and the strain ratio of malignant lesions is greater
than that of benign lesions. In SE, lesion stiffness is
expressed on a color scale for semiquantitative
assessment, with poor consistency and repeatability
(7).
SWE imaging can quantitatively measure tissue
stiffness, expressed as Young’s modulus; it has
advantages over conventional elastography because
SWE delivers more quantitative parameters that are
free of interobserver variability (10). The maximum
elasticity (Emax), mean elasticity (Emean), and
standard deviation (SD) are the most common SWE

608

Int. J. Radiat. Res., Vol. 20 No. 3, July 2022

parameters. The Emax is the elasticity value of the
stiffest part of the mass within the region of interest
(ROI). The Emean represents the mean elasticity
values within the ROI (11), and the SD is the standard
deviation of elasticity. The integration of the
elastography technique with conventional US may
improve the diagnostic accuracy of breast lesions
(12,13) and assist the evaluation of breast lesions based
on the American College of Radiology Breast Imaging
Reporting and Data System (BI-RADS) (14,15). It has
been documented that approximately 32.6%–88% of
biopsies of benign lesions can be avoided by
combining SWE with conventional US (13,16). Among
the SWE parameters, the Emax is considered the best
parameter to evaluate benign and malignant breast
lesions (8,12). However, Emax shows a large difference
in the diagnostic threshold of breast lesions, and the
value was reported to be 56.0–87.5 kPa in some
studies (17,18). Lesion size has a significant impact on
false results, as reported in a previous study (19).
To the best of our knowledge, few studies have
been carried out using SWE parameters to
differentiate breast lesions based on lesion size
(volume). Therefore, in this study, we aimed to
evaluate the optimal cutoff thresholds of the SWE
parameters, including Emax, Emean, and SD, based on
different lesion size so as to achieve more accurate
distinction between benign and malignant breast
lesions.

size (calculated as length × width × depth × 0.523)
and recorded features observed with conventional
US. BI-RADS for US was used for the assessment of
each lesion. All the lesions were evaluated by US with
the Breast Imaging Reporting and Data System
(BI-RADS) of the American College of Radiology.
US elastography evaluation
For SWE imaging, an adequate ROI was set in the
system to include the largest portion of the lesion as
well as its surrounding breast parenchyma, with the
chest wall and skin excluded. The Emax, Emean, and
SD were then measured by the system. For large
lesions beyond the color overlay range of SWE, the
ROI was positioned in the stiffest part displayed by
SWE to measure the Emax. The Emean and SD values
were measured multiple times across different parts
of the lesion to minimize errors. The mean values of
the above parameters were calculated in six
elastography images with two of the three orthogonal
planes of adequate quality (figure 1), which referred
to images that clearly displayed abnormal stiffness in
the plane and were free of motion or pressure
artifacts. Those lesions were categorized into three
subgroups according to their size (volume): (1) group
1: < 1.0 cm3; (2) group 2: 1.0–4.0 cm3; (3) group 3: > 4
cm3. The Emax, Emean, and SD were compared and
analyzed in terms of the cutoff values acquired by
pathological results.
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MATERIALS AND METHODS
Patients
This was a retrospective study, so informed
consent was waived. The study protocol was
reviewed and approved by the Clinical Trial Ethics
Committee of the Hefei Second People's Hospital
(protocol number: 2020-Science and Education Office
-015), and it complied with the Declaration of
Helsinki for the study of human subjects.
The medical records of 118 consecutive female
patients with 129 breast lesions who had undergone
surgical resection and/or core needle biopsy from
December 2015 to April 2019 were included in the
study. The inclusion criteria were as follows: 1) no
history of surgery, radiotherapy, or chemotherapy
before US examination; 2) solid breast lesions that
can be detected by US; 3) available histopathological
findings. Conventional US and SWE were performed
in all the patients before biopsy and/or surgery.
Conventional US examinations
All the SWE and US images were acquired using
the Supersonic Imagine Aixplorer E (Supersonic
Imagine, Aix-en-Provence, France) equipped with a
linear array transducer with a frequency range of
4–15 MHz. Breast US examinations were performed
by two certified sonographers with over 20 years of
experience. The sonographers measured the lesion

Figure 1. B-mode (A) US and SWE images (B) of invasive ductal
carcinoma in a 56-year-old woman. The Emax, Emean, and SD
were automatically measured by the system. The ROI was set
sufficiently large to include the largest possible part of the
mass and the surrounding breast parenchyma tissue. ROI,
region of interest; SD, standard deviation; SWE, shear wave
elastography; US, ultrasound.
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Histological evaluation
All the patients received surgical resection and/or
core needle biopsy for breast tumors. All specimens
were fixed in formalin, embedded in paraffin, and
sectioned for hematoxylin and eosin (H&E) staining.
Statistical analysis
SPSS software version 20.0 (SPSS, Chicago IL,
USA) was employed for statistical analysis in this
study. The Wilcoxon Mann–Whitney U test was
performed for the comparison of differences in the
elasticity values between malignant and benign
lesions among the three subgroups. The ROC curve
analysis was performed to calculate the optimal
cutoff values of the quantitative SWE parameters in
each group and to assess the diagnostic performance
of each parameter using the final histopathological
diagnosis as the reference standard. Then, sensitivity,
specificity, negative predictive value (NPV), positive
predictive value (PPV), and accuracy of the diagnosis
were calculated based on the optimal cutoff
values of each parameter. The statistically significant
difference was determined when P was < 0.05.
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RESULTS
Population description and lesions’ characteristics
To validate the pathological results of 129 breast
masses, 118 women underwent surgical resection or
needle biopsy of breast masses. The results indicated
that 79 masses were benign (61.2%) and 50 were
malignant (38.8%). The mean patients’ age was
43.5±12.7 years (range, 19–86 years). There was a
significant difference in patients’ age between benign
and malignant lesions (benign: 38.57±10.78 years;
malignant: 51.62±11.38 years). The average size of
lesions was 3.34±4.52 cm3 (range, 0.041–20.589 cm3;
benign lesions: 0.042–20.475 cm3; malignant lesions:
0.041–20.589 cm3). The size of malignant lesions was
larger than that of benign lesions, and the difference
was statistically significant [benign: 1.15 (0.37–3.58)
cm3, malignant: 1.73 (0.81–6.11) cm3, P<0.05].
Pathological diagnosis
The pathological results and the detection rate of
lesions are listed in table 1. The most common type of
benign lesions was fibroadenoma (40.5%, 32/79),
followed by adenosis (29.1%, 23/79). The most
common type of malignant lesions was infiltrative
ductal carcinoma (64%, 32/50), followed by ductal
carcinoma in situ (DCIS) (14%, 7/50). The results of
histopathological analysis served as the standard of
reference method.
BI-RADS category of US
The absolute and relative frequencies of each
conventional US BI-RADS category are listed in table
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2. Of the 79 benign lesions confirmed by histology, 47
(59.5%) were classified as probably benign (BI-RADS
2 or 3) and 22 (40.5%) were classified as suspected
malignancy (BI-RADS 4 or 5) on US. Of the 50
malignant lesions confirmed by histology, 48 lesions
(96.0%) were classified as suspected malignancy
(BI-RADS 4 or 5) and two lesions were classified as
probably benign (BI-RADS 3) on US. According to the
final pathological results, sensitivity, specificity, PPV,
NPV, and diagnostic accuracy were 96%, 40.5%,
50.5%, 94.1%, and 73.6%, respectively, based on the
BI-RADS classification.
SWE parameters of breast lesions in subgroups
The data of the SWE parameters of the breast
lesions in different subgroups classified according to
lesion size are listed in table 3. In the three
subgroups, malignant lesions exhibited significantly
higher values of Emax, Emean, and SD compared with
those of benign lesions (P<0.05 for all) (figure 2). The
differences in the values of Emax, Emean, and SD in
the three subgroups of benign lesions were not
statistically significant, while elevated thresholds
were observed in larger malignant and benign
lesions. The SWE parameters of malignant lesions in
group 1 were significantly different from those in
groups 2 and 3 (figure 3).
Diagnostic performance of SWE parameters
In terms of the SWE parameters, the area under
the receiver operating characteristics curve (AUROC)
of SD was higher than that of Emax and Emean in all
three subgroups. Higher thresholds were also found
in the subgroup of larger lesions. The sensitivity,
specificity, NPV, PPV, and the diagnostic accuracy of
Emax, Emean, and SD calculated with the optimal
cutoff values are listed in table 4. The thresholds for
the diagnosis of malignant lesions were significantly
different among the three subgroups classified
according to lesion size.
Table 1. Pathological details of benign and malignant lesions.
Pathological diagnosis
Number of lesions
%
Benign lesions (79)
Fibroadenoma
32
40.5
Adenosis
23
29.1
Benign phyllodes tumor
10
12.7
Breast inflammation
8
10.1
Papilloma
3
3.8
Others
3
3.8
Malignant lesions (50)
Invasive ductal carcinoma
32
64
Ductal carcinoma in situ
7
14
Invasive papillary carcinoma
3
6
Invasive lobular carcinoma
2
4
Mucinous carcinoma
2
4
Others
4
8
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BI-RADS 2
BI-RADS 3
BI-RADS 4
4a
4b
4c
BI-RADS 5

Table 2. BI-RADS category of US.
Total
Benign
Malignant
NPV
PPV
(n = 129) (n = 79)
(n = 50)
2
2
100%
47
45
95.7%
2
4.3%
36
19
14
11

26
5
1

10
14
13
11

27.8%
73.7%
92.9%
100%
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BI-RADS, Breast Imaging Reporting and Data System; NPV, negative
predictive values; PPV, positive predictive values; US, ultrasound.

Table 3. Breast lesion size and corresponding SWE
parameters.
Variable
Median (quartile 1–quartile 3) P value
Malignant
SWE parameters Benign (n = 79)
(n = 50)
Lesions < 1.0 cm3
n = 36
n = 15
32.15 (27.63– 53.30 (33.70–
Emax (kPa)
0.001
37.75)
66.00)
19.27 (16.86– 19.78 (14.44–
Emean (kPa)
0.420
21.97)
31.80)
9.77 (7.60–
SD (kPa)
4.30 (2.91–5.32)
0.000
11.30)
3
Lesions 1–4.0 cm
n = 25
n = 19
39.22 (24.75–
101 (77.6–
Emax (kPa)
0.000
47.50)
108.30)
22.03 (15.69–
38.0 (27.20–
Emean (kPa)
0.001
29.80)
78.10)
20.0 (13.70–
SD (kPa)
5.10 (3.06–8.94)
0.000
26.30)
3
Lesions > 4.0 cm
n = 18
n = 16
41.45 (30.15– 117.95 (86.00–
Emax (kPa)
0.000
47.94)
210.80)
22.04 (17.32– 42.24 (29.49–
Emean (kPa)
0.001
27.01)
131.40)
29.90 (17.49–
SD (kPa)
5.60 (4.11–7.81)
0.000
35.68)
Emax, maximum elasticity; Emean, mean elasticity; SD, standard
deviation; SWE, shear wave elastography.

Figure 2. Images of a 48-year-old woman with
pathohistologically confirmed invasive ductal carcinoma.
B-mode images (A) and SWE (B) showed a 25-mm-large and
irregular red mass with heterogeneous elasticity. b. The
Emean, Emax, and SD of elasticity values were measured in
kPa by placing a sufficiently large ROI including the largest
portion of the lesion. ROI, region of interest; SD, standard
deviation; SWE, shear wave elastography.

Table 4. Diagnostic performance of the Emax, Emean, and SD in different groups.
Group
AUC (95% CI)
Threshold Sensitivity (%) Specificity (%) PPV (%) NPV (%)
< 1.0 cm3 0.821 (0.675–0.967) 44.55
73.30
91.70
78.57 89.19
Emax (kPa)
1–4.0 cm3 0.964 (0.919–1.00)
58.50
100.0
84.00
82.61 100.0
> 4.0 cm3 0.927 (0.812–1.00)
63.50
93.80
94.40
93.75 94.44
< 1.0 cm3 0.572 (0.376–0.768) 22.61
46.70
80.60
50.00 78.38
Emean (kPa)
1–4.0 cm3 0.787 (0.647–0.927) 26.12
84.20
68.00
66.67 85.00
> 4.0 cm3 0.795 (0.628–0.963) 28.01
81.20
83.30
81.25 83.33
< 1.0 cm3 0.849 (0.701–0.997) 7.465
80.00
88.90
75.00 91.43
SD (kPa)
1–4.0 cm3 0.971 (0.931–1.00)
10.28
94.70
88.00
85.71 95.65
> 4.0 cm3 0.938 (0.836–1.00)
14.97
87.50
100.0
100.0 90.00
Parameter

Accuracy
44/51 (86.27%)
40/44 (90.91%)
32/34 (94.12%)
36/51 (70.59%)
33/44 (75.00%)
28/34 (82.35%)
45/51 (88.24%)
40/44 (90.91%)
32/34 (94.12%)
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AUC, area under the curve; CI, confidence interval; Emax, maximum elasticity; Emean, mean elasticity; SD, standard deviation; NPV,
negative predictive values; PPV, positive predictive values.
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Figure 2. Images of a 48-year-old woman with pathohistologically confirmed invasive ductal carcinoma. B-mode images (A) and
SWE (B) showed a 25-mm-large and irregular red mass with heterogeneous elasticity. b. The Emean, Emax, and SD of elasticity
values were measured in kPa by placing a sufficiently large ROI including the largest portion of the lesion. ROI, region of interest;
SD, standard deviation; SWE, shear wave elastography.
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DISCUSSION
SWE is a new method of US elastography
providing stiffness information in real time for
clinical practice. Some studies have shown that the
addition of SWE features can improve the specificity
of conventional US examination of breast masses and
avoid unnecessary biopsies of BI-RADS 4a masses (18).
The European Federation Societies for Ultrasound in
Medicine (20) and the World Federation of Ultrasound
in Medicine and Biology (21) recommend the addition
of elastography to conventional US to improve
diagnostic accuracy. Therefore, it is recommended to
use SWE as a supplemental approach to conventional
US imaging.
In the present study, malignant lesions exhibited
significantly higher values of Emax, Emean, and SD
compared with those of benign lesions in the three
subgroups. Most importantly, the result of this study
indicated that the SWE parameters increased with
the increasing size of benign and malignant lesions,
and the optimal thresholds (Emax, Emean, SD) were
higher for larger lesions (P<0.05). These results
suggest that size is an important factor affecting the
elasticity of breast masses. It may be necessary to
establish different SWE diagnostic thresholds
according to the size of breast lesions.
Few reports have evaluated the impact of mass
volume on the values of SWE parameters. In this
study, higher thresholds showed a better diagnostic
performance in group 3. The results indicated that
the thresholds of SWE parameters suitable for larger
breast masses may not be suitable for smaller breast
lesions. DCIS and invasive cancer with a small size
(≤ 10 mm) and a low grade may show low elasticity
values (17). The reason for the differential stiffness of
lesions might lie in tissue heterogeneity in breast
lesions of different sizes. In fact, it has been reported
that tumors tend to be stiffer during their growth due
to the increasing ratio of fibrosis (22).
In this study, the Emax showed remarkable

diagnostic performance. The results were consistent
with the values reported in previous studies (9, 12),
which obtained various thresholds of Emax, probably
because Emax is susceptible to various factors
including lesion size, breast thickness, lesion depth,
breast composition, pathological grade, lymph
vascular invasion, ethnicity, and/or US instrument
(23,24). In addition, some factors that affect the image
quality could also affect the values of SWE. Indeed,
larger benign breast lesions are likely to affect image
acquisition. In addition, lesions larger than 40 mm
may not be completely covered in the color overlay
range of SWE, which may hinder image acquisition
and/or result interpretation (25).
It has been reported that the diagnostic
performance of the Emean was not significantly
different than that of the Emax (P>0.21) (26). Several
studies obtained different optimal cutoff values using
the Emean. This is probably because the Emean is
significantly influenced by the size of the ROI,
especially in malignant masses with higher
heterogeneity (8). The cutoff values of the Emean in
the present study are consistent with the results
obtained in previous studies that used cutoff values
in the range from 21.37 kPa to 102 kPa (27). In the
present study, the Emean showed poor diagnostic
performance for tumors of <1 cm3 and good
diagnostic performance for tumors in the 1–4-cm3
group and those >4 cm3 with the aforementioned
cutoff values. Smaller cancers are softer than larger
ones (16), so they tend to show a lower Emean value.
Currently, heterogeneity in tumors has been
considered as a hallmark of cancer. The
heterogeneity of the tumor microenvironment leads
to nonuniform distribution of hardness within the
lesion (28). Areas with more fibrosis and collagen
matrix proliferation usually show higher elasticity,
while areas with tumor cell proliferation
and necrosis show lower stiffness on elastography
(22).
Therefore, malignant lesions are highly
heterogeneous, while benign lesions grow slower and
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usually are homogeneous. Previous studies have
shown that the assessment of tumor heterogeneity
plays an important role in diagnosing cancer,
predicting
metastasis,
monitoring
treatment
response, and assessing prognosis (29). SD can serve
as a measure of lesion heterogeneity (30) and has
shown good diagnostic performance in twodimensional shear wave elastography (2D-SWE),
comparable to that of Emax measurements (14, 31).
Tian et al. found that the 3D-SWE-derived SD showed
better stability than Emax in effectively identifying
benign and malignant breast masses (31). In this study,
SD exhibited the largest area under the curve (AUC)
in all three subgroups. In addition, it has been
reported in the literature that the “black hole”
phenomenon may appear in the signal void area or
large tumors with gross necrosis (9), which may be
the reason why SD was shown to be more effective in
diagnosing malignant masses in this study.
We showed that the Emean had poor diagnostic
performance for tumors of <1 cm3, while SD and
Emax showed good diagnostic values for tumors <1
cm3 based on the adjusted threshold. Therefore, the
adjustment of thresholds based on the lesion size
might improve the effectiveness of SWE in the
diagnosis of breast masses, especially for improving
the detection rate of early (<1 cm3) breast cancer.
There are some limitations to this retrospective,
single-center study. This study only analyzed the
effect of the size of breast mass on the diagnostic
accuracy of SWE in a limited number of patients.
Many factors affect the results of SWE. A
comprehensive analysis and further research on a
larger sample size might be necessary. With the
development of imaging technology, SWE can be
combined with other imaging modes, which will
certainly increase the sensitivity and specificity of
diagnosis in the future.
In conclusion, the adjustment of thresholds based
on lesion size yields more accurate diagnosis. The SD
showed the best diagnostic performance, comparable
to that of the Emax in all three subgroups of this
study.
ACKNOWLEDGMENTS
The authors thank Yan Zhu and Daiqiang Tang for
their participation in data collection. We thank LetPub
(www.letpub.com) for its linguistic assistance during
the preparation of this manuscript.
Funding: The study was funded by “The 2017
Scientific Research Project of the Second People's
Hospital of Hefei” (Grant No. 2017-17).
Ethics approval and consent to participate: This
study was approved by the medical ethics committee
of Hefei Second People's and was based on the
Helsinki Declaration.
Author contributions: Data curation: Wenjuan Qu,
Xiaolei zheng, Data analyses: Wenjuan Qu, Nianan He,

Guiping zhang,Funding acquisition: Xiao Yang,
Investigation: Changhe Yuan, Jie Wei, Writingoriginal draft: Wenjuan Qu, Nianan He, WritingEnglish translation: Wenjuan Qu, Nianan He.
Conflicts of interest: Declared none.

REFERENCES
1. Harbeck N and Gnant M (2017) Breast cancer. Lancet, 389
(10074): 1134-1150.
2. DeSantis CE, Ma J, Goding Sauer A, Newman LA, Jemal A (2017)
Breast cancer statistics, 2017, racial disparity in mortality by state.
CA-Cancer J Clin, 67(6): 439-448.
3. Chen WQ, Li H, Sun KX, Zheng RS, He J (2018) Report of Cancer
Incidence and Mortality in China, 2014. Zhonghua Zhong Liu Za
Zhi, 40(1): 5-13.
4. Du Y-R, Wu Y, Chen M, Gu X-G (2018) Application of contrastenhanced ultrasound in the diagnosis of small breast lesions. Clin
Hemorheol Micro, 70(3): 291-300.
5. Marino MA, Riedl CC, Bernathova M, Bernhart C, Baltzer PAT,
Helbich TH, Pinker K (2018) Imaging phenotypes in women at high
risk for breast cancer on mammography, ultrasound, and magnetic resonance imaging using the fifth edition of the breast imaging reporting and data system. Eur J Radiol, 106: 150-159.
6. Fernandes J, Sannachi L, Tran WT, Koven A, Watkins E, Hadizad F,
Gandhi S, Wright F, Curpen B, El Kaffas A, Faltyn J, Sadeghi-Naini
A, Czarnota G (2019) Monitoring breast cancer response to neoadjuvant chemotherapy using ultrasound strain elastography.
Transl Oncol, 12(9): 1177-1184.
7. Kim JY, Shin JK, Lee SH (2015) The breast tumor strain ratio is a
predictive parameter for axillary lymph node metastasis in patients with invasive breast cancer. Am J Roentgenol, 205(6): W630
-W638.
8. Suvannarerg V, Chitchumnong P, Apiwat W, Lertdamrongdej L,
Tretipwanit N, Pisarnturakit P, et al. (2019) Diagnostic performance of qualitative and quantitative shear wave elastography in
differentiating malignant from benign breast masses, and association with the histological prognostic factors. Quant Imaging Med
Surg, 9(3): 386-398.
9. Luo S, Yao G, Hong Z, Zhang S, Wang W, Zhang J, et al. (2019)
Qualitative classification of shear wave elastography for differential diagnosis between benign and metastatic axillary lymph
nodes in breast cancer. Front Oncol, 9: 533.
10. Hong S, Woo OH, Shin HS, Hwang S-Y, Cho KR, Seo BK (2017)
Reproducibility and diagnostic performance of shear wave elastography in evaluating breast solid mass. Clin Imag, 44: 42-45.
11. Skerl K, Vinnicombe S, Giannotti E, Thomson K, Evans A (2015)
Influence of region of interest size and ultrasound lesion size on
the performance of 2D shear wave elastography (SWE) in solid
breast masses. Clin Radiol, 70(12): 1421-1427.
12. Lin X, Chang C, Wu C, Chen Q, Peng Y, Luo B, Tang L, Li J, Zheng J,
Zhou R, Cui G, Li A, Wang X, Qian L, Zhang J, Wen C, Gay J, Zhang
H, Li A, Chen Y (2018) Confirmed value of shear wave elastography for ultrasound characterization of breast masses using a
conservative approach in Chinese women: a large-size prospective multicenter trial. Cancer Manag Res, 10: 4447-4458.
13. Giannotti E, Vinnicombe S, Thomson K, McLean D, Purdie C, Jordan L, Evans A (2016) Shear-wave elastography and greyscale
assessment of palpable probably benign masses: Is biopsy always
required? Br J Radiol, 89(1062): 20150865.
14. Cong R, Li J, Wang X (2017) Comparing performance of combinations of shear wave elastography and B-mode ultrasound in diagnosing breast masses: Is it influenced by mass size? Ultrasound
Med Biol, 43(10): 2133-2143.
15. Huang Y, Li F, Han J, Peng C, Li Q, Cao L, Liu Y, Zhou J (2019) Shear
wave elastography of breast lesions: Quantitative analysis of
elastic heterogeneity improves diagnostic performance. Ultrasound Med Biol, 45(8): 1909-1917.
16. Chang JM, Moon WK, Cho N, Yi A, Koo HR, Han W, Noh D-Y, Moon
H-G, Kim SJ (2011) Clinical application of shear wave elastography
(SWE) in the diagnosis of benign and malignant breast diseases.
Breast Cancer Res Treat, 129(1): 89-97.
17. Kim SJ, Ko KH, Jung HK, Kim H (2015) Shear wave elastography: Is
it a valuable additive method to conventional ultrasound for the

Qu et al. / Breast mass size can influence SWE diagnosis

18.

19.

20.

21.

22.

23.

[ DOI: 10.52547/ijrr.20.3.13 ]

[ Downloaded from ijrr.com on 2023-01-10 ]

24.

diagnosis of small (≤2 cm) breast cancer? Medicine, 94(42):
e1540.
Ng WL, Rahmat K, Fadzli F, Rozalli FI, Mohd-Shah MN, Chandran
PA, Westerhout CJ, Vijayananthan A, Abdul Aziz YF (2016) Shearwave elastography increases diagnostic accuracy in characterization of breast lesions. Medicine, 95(12): e3146.
Evans A, Sim YT, Thomson K, Jordan L, Purdie C, Vinnicombe SJ
(2016) Shear wave elastography of breast cancer: Sensitivity
according to histological type in a large cohort. Breast, 26: 115118.
Cosgrove D, Piscaglia F, Bamber J, Bojunga J, Correas JM, Gilja O,
et al. (2013) EFSUMB guidelines and recommendations on the
clinical use of ultrasound elastography. Part 2: Clinical applications. Eur J Ultrasound, 34(3): 238-253.
Barr RG, Nakashima K, Amy D, Cosgrove D, Farrokh A, Schafer F,
et al. (2015) WFUMB guidelines and recommendations for clinical
use of ultrasound elastography: Part 2: Breast. Ultrasound Med
Biol, 41(5): 1148-1160.
Chamming’s F, Latorre-Ossa H, Le Frère-Belda MA, Fitoussi V,
Quibel T, Assayag F, et al. (2013) Shear wave elastography of
tumour growth in a human breast cancer model with pathological
correlation. Eur Radiol, 23(8): 2079-2086.
Youk JH, Gweon HM, Son EJ, Kim J-A, Jeong J (2013) Shear-wave
elastography of invasive breast cancer: correlation between quantitative mean elasticity value and immunohistochemical profile.
Breast Cancer Res Treat, 138(1): 119-126.
Park SY, Choi JS, Han B-K, Ko EY, Ko ES (2017) Shear wave elastography in the diagnosis of breast non-mass lesions: factors

25.

26.

27.
28.

29.
30.

31.

613

associated with false negative and false positive results. Eur Radiol, 27(9): 3788-3798.
Sadigh G, Carlos RC, Neal CH, Wojcinski S, Dwamena BA (2013)
Impact of breast mass size on accuracy of ultrasound elastography vs. conventional B-mode ultrasound: a meta-analysis of
individual participants. Eur Radiol, 23(4): 1006-1014.
Bayat M, Denis M, Gregory A, Mehrmohammadi M, Kumar V,
Meixner D, et al. (2017) Diagnostic features of quantitative combpush shear elastography for breast lesion differentiation. PloS
One, 12(3): e0172801.
Hari S, Paul SB, Vidyasagar R, Dhamija E, Adarsh AD, Thulkar S, et
al. (2018) Breast mass characterization using shear wave elastography and ultrasound. Diagn Interv Imag, 99(11): 699-707.
Vicini FA, Cecchini RS, White JR, Arthur DW, Julian TB, Rabinovitch
RA, et al. (2019) Long-term primary results of accelerated partial
breast irradiation after breast-conserving surgery for early-stage
breast cancer: a randomised, phase 3, equivalence trial. Lancet,
394(10215): 2155-2164.
Martelotto LG, Ng CKY, Piscuoglio S, Weigelt B, Reis-Filho JS
(2014) Breast cancer intra-tumor heterogeneity. Breast Cancer
Res, 16(3): 210.
Gweon HM, Youk JH, Son EJ, Kim J-A (2013) Visually assessed
colour overlay features in shear-wave elastography for breast
masses: quantification and diagnostic performance. Eur Radiol, 23
(3): 658-663.
Tian J, Liu Q, Wang X, Xing P, Yang Z, Wu C (2017) Application of
3D and 2D quantitative shear wave elastography (SWE) to differentiate between benign and malignant breast masses. Sci Rep, 7
(1): 41216.

Powered by TCPDF (www.tcpdf.org)

[ DOI: 10.52547/ijrr.20.3.13 ]

[ Downloaded from ijrr.com on 2023-01-10 ]

