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Simple Summary: Breast cancer is the most diagnosed cancer for women, and clear surgical margins
in breast-conserving surgery (BCS) are essential for preventing recurrence. In this study, the potential
of fast field-cycling 1H-NMR relaxometry as a new tool for intraoperative margin assessment was
evaluated. The technique allows the determination of the tissue proton relaxation rates as a function
of the applied magnetic field on small tissue samples excised from surgical specimens, at the margins
of tumour resection, prior to histopathological analysis. It was found that a good accuracy in margin
assessment, i.e., a sensitivity of 92% and a specificity of 85%, can be achieved. The discriminating
ability shown by the relaxometric assay relies mainly on the difference of fat/water content between
healthy and tumour cells. The information obtained has the potential to support the surgeon in
real-time margin assessment during BCS.

Abstract: As conserving surgery is routinely applied for the treatment of early-stage breast cancer,
the need for new technology to improve intraoperative margin assessment has become increasingly
important. In this study, the potential of fast field-cycling 1H-NMR relaxometry as a new diagnostic
tool was evaluated. The technique allows the determination of the tissue proton relaxation rates (R1),
as a function of the applied magnetic field, which are affected by the changes in the composition
of the mammary gland tissue occurring during the development of neoplasia. The study involved
104 small tissue samples obtained from surgical specimens destined for histopathology. It was found
that a good accuracy in margin assessment, i.e., a sensitivity of 92% and a specificity of 85%, can be
achieved by using two quantifiers, namely (i) the slope of the line joining the R1 values measured at
0.02 and 1 MHz and (ii) the sum of the R1 values measured at 0.39 and 1 MHz. The method is fast,
and it does not rely on the expertise of a pathologist or cytologist. The obtained results suggest that a
simplified, low-cost, automated instrument might compete well with the currently available tools in
margin assessment.

Keywords: low-field NMR relaxometry; breast cancer; margin assessment; breast-conserving surgery;
cross-membrane water exchange

1. Introduction

Breast cancer is the most commonly diagnosed cancer and the leading cause of cancer
death for women worldwide [1]. The recommended treatment for early-stage disease is
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breast-conserving surgery (BCS) [2]. This procedure seeks to remove cancer, leaving a
margin of healthy tissue surrounding the excised specimen while providing a satisfactory
cosmetic outcome. For many years, numerous trials have demonstrated equivalent survival
outcomes for mastectomy and for breast-conserving therapy if clear margins are maintained
during the surgery [3]. A surgical margin is defined as negative if no malignant cells are
observed at the outer layer of the resected specimen for invasive and in situ cancers [4]. The
presence of tumour cells at the surgical margin is the strongest predictor of locoregional
recurrence, resulting in a two-fold increased risk of recurrence.

The current gold standard for margin classification is provided by the analysis con-
ducted by the surgical pathologist, carried out on the specimens after surgery. The tissue,
removed by the surgeon, is fixed, processed, sectioned, stained with hematoxylin and
eosin (H&E), and analysed by optical microscopy. The method is robust and accurate,
but it is time consuming, as it usually takes several days, depending on the specimen
size and diagnostic complexity. During the macroscopic evaluation of the specimen, the
pathologist applies coloured inks on the tissue surgical margins in order to recognise the
true margin [4].

If positive or closely contiguous margins are found, then a second surgical procedure
may be needed. About 20–40% of BCS procedures result in margins, which are either
positive or suspected of having malignant cells at the margins of the resection region [5].
A return to the surgery room for margin re-excision results in additional anxiety for patients;
delays in the onset of adjuvant therapy; additional exposure to the risks of anaesthesia;
increased surgical complications, including increased surgical site infections; lower patient
satisfaction; lower rates of cosmetic acceptability; increased health care costs; and even
increased probability to go for bilateral mastectomies [6–8]. On this basis, it is evident that
a clinical need exists calling for methods able to support the surgeon’s decisions on the
identification of tumour margins during BCS.

Several intraoperative margin assessment strategies have been proposed to reduce
the need for re-excision, but they all have significant clinical and technical limitations that
have hampered widespread adoption [9,10]. As the need for fast and accurate methods
for the analysis of surgical margins is well recognised as a critical factor for successful
BCS, an active search for the identification of suitable techniques is still ongoing. The
target would be the identification of a rapid, low-cost, easy-to-use method that is able to
detect malignancy at the surface of the excised tissue while keeping false positive margins
low to avoid removing excess tissue (i.e., a method with a sensitivity above 90% and
a specificity near 85%) [9]. Among the methods recently proposed, intraoperative flow
cytometry has emerged as a promising technique to be used not only in BCS but also for
intracranial tumour surgery [11,12]. The main disadvantage of the technique is due to the
preliminary sample processing that may not be fully reproducible. Many methods using
fluorescent dyes injected into the patient or incubated with the tissue specimen are under
development [13–18], showing high sensitivity and specificity but restricted to surface
imaging with low tissue penetration and requiring a long process for the identification and
authorisation of the proper candidate for a given tumour. Quantitative micro-elastography
(QME) is an emerging technique that produces images of tissue microscale elasticity and
has also been recently proposed for margin assessment in cancers that are known to exhibit
altered mechanical properties [19], but the difficult interpretation of the images obtained
remains the main drawback for this technology. Intraoperative ultrasound guidance of
excision [20] has also received a lot of attention over the years but is strongly limited by
operator-dependent outcomes. Other approaches use the radiofrequency electric properties
of tissues [21], with a commercial system currently available, but show poor results when
dealing with multiple tissue types within a region. Mass spectrometry [22] has also shown
interesting capabilities to map changes in concentration of substrates associated with the
tumour metabolism; however, it is a destructive method.

Magnetic resonance imaging (MRI) at high magnetic fields, which noninvasively
provides detailed images of deep tissues with a very high spatio-temporal resolution, is
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widely used for cancer detection in diagnostic departments. Contrast-enhanced MR images
acquired preoperatively are used for surgical planning. The diagnostic information is excel-
lent, and they often allow the detection of small satellite lesions [23–25]. Unfortunately, the
supportive capabilities of MRI cannot be translated to guide the tumour resection directly
in the operating theatre for real-time margin assessment because intraoperative MRI is a
highly technologically demanding technique that is rarely employed. Recently, a mobile
MRI scanner (ClearSightTM system) has been proposed for tumour margin detection that
can be used in the surgery room or nearby for tissue specimen analysis [26]. The diagnostic
response obtained on the resected tissue is based on diffusion-weighted (DWI)-MRI, a tech-
nique widely used in the diagnosis of most solid cancers. DWI-MRI is sensitive to tissue
cellularity and malignancy, specifically for solid tumours, such as breast cancer [27,28],
and was reported to show high sensitivity, specificity, and accuracy (91%, 93%, and 92%,
respectively). However, being based on MRI scanners, the method requires a complex and
expensive technology with the use of a sophisticated algorithm for data processing as well
as skilled operators for the acquisition and interpretation of the results.

The herein reported results show that an approach based on nuclear magnetic reso-
nance (NMR) relaxometry may allow tumour margin assessment on excised tissue speci-
mens without the need for spatial discrimination (i.e., without imaging). It is well known
that proton T1 values of a given tissue decrease as a function of the applied magnetic
field strength, thus providing larger differences among the tissues the lower the applied
magnetic field strength is [29–31]. This behaviour, known as T1-dispersion, is closely linked
to the mechanisms that drive molecular dynamics within the sample and can therefore be
exploited in the search for novel diagnostic markers. Indeed, fast field-cycling (FFC)-NMR
instruments are readily available and can measure T1 dispersion by switching (cycling) the
magnetic field between different field strengths during the measurement procedure [32],
overcoming the problem of low sensitivity associated with low fields while allowing a
relatively rapid acquisition of T1 at various magnetic fields. The curve produced is called a
T1 nuclear magnetic relaxation dispersion (NMRD) profile or, equivalently, an R1 NMRD
profile where R1 = 1/T1. FFC-NMR relaxometers are extensively used in research laborato-
ries for the characterisation of materials and experimentation and usually exploit signals
provided by the most abundant proton-containing components in the system under investi-
gation, often represented by water and fat in biological specimens. FFC-NMR relaxometers
rely on the same principles as NMR spectrometers and MRI scanners, but the technical
solutions involved are relatively simpler and significatively less expensive, offering the
potential for more widespread take-up of the technology in the intended application.

An important advantage of this approach is that it does not need exogenous con-
trast agents to obtain functional information. It has been shown by our group that
NMRD profiles can act as a high-sensitivity tool for cancer detection and staging in ex
vivo murine breast tissues collected from Balb/NeuT mice [33] or in breast cancer cell
lines [34] and in vivo with mice transplanted with murine mammary cancer cells (4T1,
TS/A, 168Farn) [35].

In the work described here, this methodology is employed to assess the presence of
tumour cells in small tissue samples excised from surgical specimens, at the margins of
tumour resection, prior to histopathological analysis. Relaxation at low magnetic field
strengths is affected by the changes in the composition of the mammary gland tissue
(lipids/proteins/water) occurring during the development of neoplasia. The information
obtained has the potential to support the surgeon in real-time margin assessment during
breast-conserving surgery.

2. Materials and Methods
2.1. Collection of Human Breast Cancer Samples

The study was approved by the Research Ethics Committee for Human Biospecimen
Utilization (Department of Medical Sciences—ChBU) of the University of Turin. Written
consent was not required considering the retrospective nature of the study. All cases were
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de-identified, and all clinical-pathological data were accessed anonymously. The study
was conducted in accordance with The Code of Ethics of the World Medical Association
(Declaration of Helsinki).

Forty-one patients (40 females and 1 male aged between 40 and 90 years, mean age
65 ± 15 years, median 63 years) undergoing lumpectomy/mastectomy for breast cancer at
Cottolengo Hospital in Turin, Italy, were enrolled in the study. Lumpectomy/mastectomy
specimens were placed under vacuum immediately after excision in the surgery room,
stored at 4 ◦C, and then transferred on ice to the histopathology laboratory within 24 h.
Before fixing tissues for routine histopathological analysis, from each of the lumpec-
tomy/mastectomy specimens, two or three samples (weight between 16 and 114 mg
(2.5–8.9 mm Ø)) were resected, leading to a total of 104 freshly excised breast tissue sam-
ples. The samples were resected from different areas of the surgical specimen by the
pathologist, following an on-site, real-time, macropathology gross examination to provide
a variety of tissue types. R1 measurements were acquired within 1 h from the sampling.
During transfer and waiting time, samples were stored on ice, and R1 measurements were
carried out at 10 ◦C to preserve tissue integrity for further histopathological analysis as
described below.

2.2. Relaxometric Characterisation

Tissue samples were weighted and placed into a 5 mm Ø capped glass tube, 9 mm
long. The acquisition of proton longitudinal relaxation time (T1) as a function of the
magnetic field strength (the NMRD, profile) was performed on a Stelar SpinMaster FFC-
NMR relaxometer (Stelar S.n.c., Mede, Italy), equipped with a signal-detection microcoil
of 10 mm diameter, at 10 ◦C in the 0.02–1 MHz proton Larmor frequency (PLF) range
(corresponding to applied magnetic field B0 = 0.48 mT–24 mT). The overall acquisition
time of the NMRD profile (6 magnetic field points) was 17′48”. A pre-polarised sequence
was used [36] with pre-polarisation at 25 MHz and detection at 14.5 MHz, a field switching
time of 4 ms, a 90◦ pulse length of 5.5 µs, and 32 incremented relaxation delays (see details
in Table 1 below). The relaxometer operated under complete computer control with a
relative uncertainty in the 1/T1 value of ± 2%, calculated considering the pooled standard
deviation (Sp). The analysis of the magnetisation decay curves (Mz) for the determination
of T1 was carried out using the commonly adopted mono-exponential fitting procedure of
the experimental data to the curve, calculated on the basis of the Bloch equations.

Table 1. Parameters of NMRD profile acquisition.

Evolution Field
(MHz PLF)

Range of Evolution
Time (s) Time per Field Distribution

0.02, 0.037, 0.07 0.01 to 2.8 2′46” Log
0.15, 0.39, 1 0.01 to 4 3′10” Log

The reference NMRD profiles of adipose and tumour tissue were obtained by aver-
aging the profiles of healthy (H) samples containing at least 90% adipose tissue (n = 17)
and tumour (T) samples containing at least 70% tumour tissue (n = 7), respectively. Among
them, the outliers (4 H and 1 T, associated with mucinous-type tumour) were excluded.
The outliers were samples displaying R1 values significantly far from the average, i.e.,
above or below the fences (defined as the 75th Percentile +/− (1.5 × Interquartile Range)).

2.3. Reproducibility of T1 Measurements

FFC NMR is a relatively time-consuming technique, as it is not possible to repeat a
statistically high number of observations with the same fresh tissue sample. In order to
assess the repeatability of the protocol, the NMRD profiles of 9 tissue samples (6 samples
in the first session and 3 samples in the second one, respectively) of different weight
(from 28 to 126 mg) were measured at 1 MHz and 0.02 MHz in triplicate, under identical
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conditions. For each triple of measurements at the same magnetic field strength, the pooled
standard deviation Sp was calculated:

Sp =

√
S2

1 + S2
2 + . . . + S2

k
k

(1)

where Sk is the within-sample standard deviations and k is the number of samples (k = 9) [37].

2.4. Histology Characterisation

After the acquisition of the NMRD profiles, tissue samples were fixed in formalin 10%
and embedded in paraffin. All the specimens were serially sectioned at 5 µm thickness to
analyse the tissue sample entirely. H&E tissue slides were scanned using the Pannoramic
DESK II DW (3DHistech), then the different tissue components present in the sample
(i.e., fat, stroma, and tumour) were quantified. ROIs containing normal breast tissue
(fat, glandular, and fibrous tissue) and tumour were manually drawn and were used for
quantification of the different tissue components presents in the sample. Image analysis
was performed using ImageJ 1.53c software [38].

3. Results

This study involved the analysis of 104 small-sized breast tissue samples (with a
range of 2.5–8.9 mm Ø) cut from quadrantectomy or mastectomy surgical specimens. The
histological analysis performed by E&H staining (Figure 1) allowed classification of the
specimens investigated as follows: 40 healthy (H), 21 tumours (T), and 43 containing a
mixture of both (M). The histopathological analysis of tissue samples containing tumour
revealed the presence of invasive and in situ carcinoma with varying abundance.
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Figure 1. Representative images of healthy (A), mix (B), and tumour (C) breast tissue samples stained
by H&E. (D–F) magnification of (A–C), respectively. Arrows indicate normal mammary ducts,
* indicate fibrous tissue, “a” indicate adipocytes, and “t” tumour cells.
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Figure 2 reports typical NMRD profiles of H samples (n = 13) and T samples (n = 6),
excluding outliers (see above). In both H and T samples, the remaining tissue corresponded
to stroma and/or stroma + adipose tissue.
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As shown in Figure 2, both H and T tissue relaxation rates increase when the magnetic
field strength decreases, but the relative values and slopes of the two curves are significantly
different. This finding appears to be associated, first of all, with the different water content
and water mobility characteristics of the tissues: tumour tissue has a protein/fat/water
content that is highly altered with respect to healthy breast tissue, in which adipocytes
are dominant and lipids account for up to 70–80% of tissue content. As previously re-
ported [33,39], lipid proton relaxation rates show significatively less dispersion with the
magnetic field strength in the range 0.02–10 MHz than water/protein protons. Therefore,
relaxation rates of H tissues show higher values and a less pronounced dispersion with
the magnetic field with respect to T tissues (Figure 2). The T1 measurements showed a
good reproducibility (±2%), expressed as the pooled standard deviation (Sp) calculated
as described in Section 2.3. Accordingly, we defined two relaxometric quantifiers that
captured this particular behaviour and allowed the assessment of the presence of tumour
cells in a breast tissue specimen. The first one was the ratio between the R1 value measured
at the lowest (0.02 MHz) and highest (1 MHz) magnetic fields, i.e., R1

0.02MHz/R1
1MHz, later

referred to as the Ratio. The second one was the sum of the R1 values measured at 0.39 MHz
and 1 MHz, later referred to as the 2R1 value. The receiver operating characteristic (ROC)
curve analysis was then used to assess the performance of each of the two quantifiers in the
discrimination among negative (H) and positive (M + T) specimens. The ROC is commonly
employed to assess the cost/benefit analysis of diagnostic decision making.

Figure 3A shows the ROC curve analysis describing the sensitivity versus 1 minus
specificity for different Ratio and 2R1 cut-off values. Using the entire range of the calculated
Ratio (1.42–4.62) and 2R1 (7.42–57.7), the best cut-off values were found to be 2.19 and
24.0 s−1, respectively. The calculated area under curve (AUC) is an index of accuracy and
was 0.95 for both criteria.

In particular, the Ratio cut-off value of 2.19 provided a sensitivity, specificity, and
accuracy of 88%, 85%, and 85%, respectively; 8 M and 6 H specimens were misassigned
giving rise to eight false negative (FN) and six false positive (FP) samples, respectively
(Figure 3B). The mean (±SD) Ratio calculated for each group of specimens was 1.83 ± 0.36,
2.66 ± 0.48, and 3.42 ± 0.53 for H, M, and T, respectively. The averaged Ratio found
for H specimens was significantly different from that observed for both T and M tissues
(p = 3.63 × 10−20 and 1.18 × 10−13, respectively).
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Similarly, the 2R1 cut-off value of 24.0 s−1 provided a sensitivity, specificity, and
accuracy of 89%, 88%, and 88%, respectively; 7 M and 5 H specimens were misassigned,
giving rise to seven false negative (FN) and five false positive (FP) samples, respectively
(Figure 3C). The mean (±SD) 2R1 calculated for each group of specimens was 34.7 ± 8.7,
19.5 ± 5.7, and 12.2 ± 2.9 for H, M, and T, respectively. The averaged 2R1 found for
H specimens was significantly different from that observed for both T and M tissues
(p = 1.40 × 10−16 and 9.68 × 10−15, respectively).

Figure 3D reports the Ratio value as a function of the 2R1 value for all the 104 samples,
labelled as H, M, and T. The two identified cut-off values correspond to the horizontal and
vertical thick lines, giving rise to four different quadrants. It is possible to notice that most
of the T and M specimens (84%) fell into quadrant I (above the Ratio and below the 2R1
values, respectively) and most of the H specimens (85%) in the quadrant with the opposite
characteristics (quadrant III: below the Ratio and above the 2R1 values, respectively). The
few samples (8.4% compared to the total of samples) that respect only one of the inequalities
with respect to the cut-offs fell in the remaining quadrants (II: above Ratio and above 2R1
values, respectively; IV: below Ratio and below 2R1 values, respectively).

Due to the high similarity found in the performance of the Ratio and 2R1 criteria
and with the aim of developing a method that is at the same time rapid and accurate for
the intraoperative margin assessment, we considered a two criteria protocol in which the
verification with the second criterion (and therefore the execution of an additional measure)
is necessary only for a small number of borderline samples.
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By applying this procedure, the Ratio was selected as the first criterion in sample
discrimination. Then, only the samples with a Ratio between 1.95 ≤ Ratio ≤ 2.19 (6 H and
7 M) were considered for the second criterion (2R1). The rationale relies on the observation
that in this area fell misassigned M specimens containing a significant amount of adipose
tissue (58.4 %+− 8.6 % (SE)), and this type of composition affects the Ratio more than
the 2R1 parameter (Figure 4). Figure 4 shows that the averaged NMRD profile of the FN
samples diverged more from the trend of the correctly assigned H tissues (n = 34) at high
magnetic field strengths, showing lower R1 values (the calculated p values were 0.02513 at
0.02 MHz and 0.00029 at 1 MHz, respectively). Moreover, the two-criteria protocols improve
sensitivity, favouring it over specificity, respecting the prevailing diagnostic importance of
avoiding false negative (FN) margins. In this way, the H sample assignment was confirmed,
and three of the FN samples (the samples in quadrant IV) could now be correctly assigned.
Accordingly, a sensitivity, specificity, and accuracy of 92%, 85%, and 89%, respectively,
were achieved.
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Figure 4. Comparison between the NMRD profile of the H samples with the averaged NMRD profiles
of the 8 specimens that, on the basis of the applied Ratio criterion, resulted to be FN samples (n = 8).
Error bars represent the standard errors.

Repeating the analysis using 2R1 as the first selection criterion, the samples with a 2R1
value between 24.0 s−1 ≤ 2R1 ≤ 26.5 s−1 (3 H and 3 M) were subjected to the Ratio analysis
criterion. The correct assignment of the H samples was confirmed, and one out of the two
M samples in quadrant II was then correctly assigned (−1 FN). A sensitivity, specificity,
and accuracy of 91%, 88%, and 89%, respectively, were finally achieved.

Figure 5 summarises the protocol developed here, which consists of the follow-
ing steps:

1. Measurement of R1 at 0.02 MHz and 1 MHz (total time needed: 6 min);
2. Calculation of the Ratio;
3. Assigning samples with Ratio > 2.19 as positive and Ratio < 1.95 as negative;
4. For samples showing a Ratio between 1.95 and 2.19, a further R1 acquisition at

0.39 MHz is performed (total time needed: 3 min);
5. Calculation of 2R1;
6. Assigning samples showing a 2R1 > 24.0 s−1 as negative and 2R1 ≤ 24.0 s−1 as positive.

The total time needed to perform the complete specimen assessment protocol is about
9 min. Processing time is negligible, and improvements in the FFC-NMR acquisition
protocol may significantly reduce the duration of the overall analysis.
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4. Discussion

In this work, we focused on the application of low-field relaxometry as a technique to
tackle the important clinical need for the assessment of tumour margins during surgery.
The proposed method relies on the determination of two quantifiers, namely (i) the slope
of the line joining the R1 values measured at 0.02 and 1 MHz (Ratio) and (ii) the sum of the
R1 values measured at 0.39 and 1 MHz. The latter value integrates the main discriminating
parameter associated with the slope measured over largely different magnetic fields because
it was noticed that the R1 values of H tissue were similarly high, whereas the corresponding
values for T specimens were significantly different. When their relative contribution is
brought to the M specimens, they become the determinants for the definitive assignment.
We developed a method that privileged higher sensitivity over specificity by applying two
criteria in a specific order (Ratio first, 2R1 second). The sensitivity (92%) and specificity
(85%) attained appear competitive with other methods and well comparable with the best
procedures currently proposed for intraoperative tumour margin assessment [9,10].

FFC relaxometry appears to be a suitable technique to assess the presence of tumour
cells in excised tissue specimens. In the case of the breast tissues considered in this work,
the approach proposed relied on the large differences in the relaxometric response shown
by healthy and tumour tissues, as the former is rich in lipid-containing adipocytes. It is
also likely that the amount of water and, even more importantly, the exchange rate of water
molecules across the cellular membranes both have a role in the differentiation of T from H
tissues [35]. Cross-membrane water exchanges are directly related to cellular metabolism
and may have a dominant role in other types of tumours [40]. In any case, the increased
exchange rate of water molecules across the cellular membrane should have a similar
effect on the NMRD profiles than the decrease in lipid content and could be useful to gain
more insight into tumour aggressiveness since the inter-compartment water dynamics is
accelerated by enhanced cellular metabolism.
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An important aspect of the relaxometric method is that it is carried out without
requiring any additional treatment of the excised specimen and only needs a reasonable
time to complete (currently 6–9 min), which is well compatible within the timeframe of BCS.
This method can be applied by introducing a minor modification to the procedure currently
applied during the transfer to the pathology laboratory. The present study was carried out
using a commercial FFC relaxometer that is not mobile and has a relatively small sample
holder, but one may anticipate that specialised instrumentation may be developed for this
particular application, including automatised procedures. While a small-sample approach
is also used in other approaches for tumour margin assessment [41], large-area scanning
capabilities may also be explored using surface coils to acquire the proton NMR signal
down to 1–2 mm from the surface.

5. Conclusions

We believe that the results reported here clearly indicate that tissue relaxometric
data obtained at different magnetic field strengths may provide a useful tool to assess the
presence of tumour cells in an excised tissue specimen by a simple quantitative analysis
that does not need highly specialised operators for the interpretation of the data obtained.

Author Contributions: Conceptualisation, R.B., D.J.L., S.A., S.B. and S.G.C.; methodology, S.B.
and S.G.C.; validation, M.R.R., A.P., I.C. and S.B.; formal analysis, V.B., L.M.B., S.B. and S.G.C.;
investigation, V.B., M.R.R. and S.B.; resources, A.P., I.C., R.B. and S.G.C.; data curation, V.B., M.R.R.
and S.B.; writing—original draft preparation, V.B., M.R.R., L.M.B., S.B. and S.G.C.; writing—review
and editing, V.B., M.R.R., A.P., R.B., L.M.B., D.J.L., S.A., S.B. and S.G.C.; visualisation, V.B. and S.B.;
supervision, I.C. and S.G.C.; project administration, S.G.C.; funding acquisition, S.A. and S.G.C. All
authors have read and agreed to the published version of the manuscript.

Funding: This project has received funding from the European Union Horizon 2020 research and
innovation programme under grant agreement no. 668119 (project “IDentIFY”) and from AIRC
under IG 2019, ID 23267 project (PI Geninatti Crich Simonetta). The authors acknowledge the
Italian Ministry of Research for FOE contribution to the Euro-BioImaging MultiModal Molecular
Imaging Italian Node (www.mmmi.unito.it accessed on 1 October 2020). Maria Rosaria Ruggiero
was supported by a “FIRC-AIRC fellowship for Italy”.

Institutional Review Board Statement: The study was approved by the Research Ethics Committee
for Human Biospecimen Utilization (Department of Medical Sciences—ChBU) of the University
of Turin. The study was conducted in accordance with The Code of Ethics of the World Medical
Association (Declaration of Helsinki). Ethical code: DSM-ChBU n◦ 9/2019.

Informed Consent Statement: Written consent was not required considering the retrospective nature
of the study. All cases were de-identified, and all clinical-pathological data were accessed anonymously.

Data Availability Statement: The main research data supporting the results of this study are included
in Figures 1–4. Other data can be made available upon reasonable request from the corresponding author.

Acknowledgments: This work was performed in the frame of the COST Action CA15209 (EURELAX).

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. Sung, H.; Ferlay, J.; Siegel, R.L.; Laversanne, M.; Soerjomataram, I.; Jemal, A.; Bray, F. Global cancer statistics 2020: GLOBOCAN

estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J. Clin. 2021, 71, 209–249. [CrossRef]
[PubMed]

2. Fajdic, J.; Djurovic, D.; Gotovac, N.; Hrgovic, Z. Criteria and procedures for breast conserving surgery. Acta Inform. Med. 2013,
21, 16–19. [CrossRef] [PubMed]

3. Veronesi, U.; Cascinelli, N.; Mariani, L.; Greco, M.; Saccozzi, R.; Luini, A.; Aguilar, M.; Marubini, E. Twenty-year follow-up of a
randomized study comparing breast-conserving surgery with radical mastectomy for early breast cancer. N. Engl. J. Med. 2002,
347, 1227–1232. [CrossRef] [PubMed]

www.mmmi.unito.it
http://doi.org/10.3322/caac.21660
http://www.ncbi.nlm.nih.gov/pubmed/33538338
http://doi.org/10.5455/aim.2013.21.16-19
http://www.ncbi.nlm.nih.gov/pubmed/23572855
http://doi.org/10.1056/NEJMoa020989
http://www.ncbi.nlm.nih.gov/pubmed/12393819


Cancers 2021, 13, 4141 11 of 12

4. Moran, M.S.; Schnitt, S.J.; Giuliano, A.E.; Harris, J.R.; Khan, S.A.; Horton, J.; Klimberg, S.; Chavez-Macgregor, M.; Freedman, G.;
Houssami, N.; et al. Society of surgical oncology-American society for radiation oncology consensus guideline on margins for
breast-conserving surgery with whole-breast irradiation in stages I and II invasive breast cancer. Int. J. Radiat. Oncol. Biol. Phys.
2014, 88, 553–564. [CrossRef] [PubMed]

5. Elmore, L.C.; Margenthaler, J.A. A tale of two operations: Re-excision as a quality measure. Gland Surg. 2019, 8, 593–595.
[CrossRef] [PubMed]

6. Olsen, M.A.; Nickel, K.B.; Margenthaler, J.A.; Wallace, A.E.; Mines, D.; Miller, J.P.; Fraser, V.J.; Warren, D.K. Increased Risk of Sur-
gical Site Infection Among Breast-Conserving Surgery Re-excisions. Ann. Surg. Oncol. 2015, 22, 2003–2009. [CrossRef] [PubMed]

7. Greenup, R.A.; Peppercorn, J.; Worni, M.; Hwang, E.S. Cost implications of the SSO-ASTRO consensus guideline on margins
for breast-conserving surgery with whole breast irradiation in stage I and II invasive breast cancer. Ann. Surg. Oncol. 2014,
21, 1512–1514. [CrossRef]

8. King, T.A.; Sakr, R.; Patil, S.; Gurevich, I.; Stempel, M.; Sampson, M.; Morrow, M. Clinical management factors contribute to the
decision for contralateral prophylactic mastectomy. J. Clin. Oncol. 2011, 29, 2158–2164. [CrossRef]

9. Maloney, B.W.; McClatchy, D.M.; Pogue, B.W.; Paulsen, K.D.; Wells, W.A.; Barth, R.J. Review of methods for intraoperative margin
detection for breast conserving surgery. J. Biomed. Opt. 2018, 23, 100901. [CrossRef]

10. Pradipta, A.R.; Tanei, T.; Morimoto, K.; Shimazu, K.; Noguchi, S.; Tanaka, K. Emerging Technologies for Real-Time Intraoperative
Margin Assessment in Future Breast-Conserving Surgery. Adv. Sci. 2020, 7, 1901519. [CrossRef]

11. Alexiou, G.A.; Vartholomatos, G.; Kobayashi, T.; Voulgaris, S.; Kyritsis, A.P. The emerging role of intraoperative flow cytometry
in intracranial tumor surgery. Clin. Neurol. Neurosurg. 2020, 192, 105742. [CrossRef] [PubMed]

12. Vartholomatos, G.; Harissis, H.; Andreou, M.; Tatsi, V.; Pappa, L.; Kamina, S.; Batistatou, A.; Markopoulos, G.S.; Alexiou, G.A.
Rapid Assessment of Resection Margins During Breast Conserving Surgery Using Intraoperative Flow Cytometry. Clin. Breast
Cancer 2021. [CrossRef] [PubMed]

13. Lamberts, L.E.; Koch, M.; de Jong, J.S.; Adams, A.L.; Glatz, U.; Kranendonk, M.E.; Terwisscha van Scheltinga, A.G.; Jansen, L.;
de Vries, J.; Lub-de Hooge, M.N.; et al. Tumor-Specific Uptake of Fluorescent Bevacizumab-IRDye800CW Microdosing in Patients
with Primary Breast Cancer: A Phase I Feasibility Study. Clin Cancer Res. 2017, 23, 2730–2741. [CrossRef]

14. Tummers, Q.R.J.G.; Verbeek, F.P.R.; Schaafsma, B.E.; Boonstra, M.C.; Van Der Vorst, J.R.; Liefers, G.J.; Van De Velde, C.J.H.;
Frangioni, J.V.; Vahrmeijer, A.L. Real-time intraoperative detection of breast cancer using near-infrared fluorescence imaging and
Methylene Blue. Eur. J. Surg. Oncol. 2014, 40, 850–858. [CrossRef]

15. Dintzis, S.M.; Hansen, S.; Harrington, K.M.; Tan, L.C.; Miller, D.M.; Ishak, L.; Parrish-Novak, J.; Kittle, D.; Perry, J.; Gombotz,
C.; et al. Real-time visualization of breast carcinoma in pathology specimens from patients receiving fluorescent tumor-marking
agent tozuleristide. Arch. Pathol. Lab. Med. 2019, 143, 1076–1083. [CrossRef] [PubMed]

16. Unkart, J.T.; Chen, S.L.; Wapnir, I.L.; González, J.E.; Harootunian, A.; Wallace, A.M. Erratum to: Intraoperative Tumor Detection
Using a Ratiometric Activatable Fluorescent Peptide: A First-in-Human Phase 1 Study (ANN SURG ONCOL, 10.1245/S10434-
017-5991-3). Ann. Surg. Oncol. 2017, 24, 693. [CrossRef] [PubMed]

17. Whitley, M.J.; Cardona, D.M.; Lazarides, A.L.; Spasojevic, I.; Ferrer, J.M.; Cahill, J.; Lee, C.L.; Snuderl, M.; Blazer, D.G.; Hwang,
E.S.; et al. A mouse-human phase 1 co-clinical trial of a protease-activated fluorescent probe for imaging cancer. Sci. Transl. Med.
2016, 8, 320ra4. [CrossRef] [PubMed]

18. Walker, E.; Liu, Y.; Kim, I.Y.; Biro, M.; Iyer, S.R.; Ezaldein, H.; Scott, J.; Merati, M.; Mistur, R.; Zhou, B.; et al. A protease-activated
fluorescent probe allows rapid visualization of keratinocyte carcinoma during excision. Cancer Res. 2020, 80, 2045–2055. [CrossRef]

19. Kennedy, K.M.; Zilkens, R.; Allen, W.M.; Foo, K.Y.; Fang, Q.; Chin, L.; Sanderson, R.W.; Anstie, J.; Wijesinghe, P.; Curatolo, A.; et al.
Diagnostic accuracy of quantitative micro-elastography for margin assessment in breast-conserving surgery. Cancer Res. 2020,
80, 1773–1783. [CrossRef] [PubMed]

20. Volders, J.H.; Haloua, M.H.; Krekel, N.M.; Meijer, S.; van den Tol, P.M. Current status of ultrasound-guided surgery in the
treatment of breast cancer. World J. Clin. Oncol. 2016, 7, 44–53. [CrossRef]

21. Kaufman, Z.; Paran, H.; Haas, I.; Malinger, P.; Zehavi, T.; Karni, T.; Pappo, I.; Sandbank, J.; Diment, J.; Allweis, T. Mapping breast
tissue types by miniature radio-frequency near-field spectroscopy sensor in ex-vivo freshly excised specimens. BMC Med. Imaging
2016, 16, 1–10. [CrossRef] [PubMed]

22. Tan, A.W.; Weljie, A.M. Metabolite imaging at the margin: Visualizing metabolic tumor gradients using mass spectrometry.
Cancer Res. 2020, 80, 1231–1233. [CrossRef] [PubMed]

23. Orel, S.G.; Schnall, M.D. MR imaging of the breast for the detection, diagnosis, and staging of breast cancer. Radiology 2001,
220, 13–30. [CrossRef]

24. Hill, M.V.; Beeman, J.L.; Jhala, K.; Holubar, S.D.; Rosenkranz, K.M.; Barth, R.J. Relationship of breast MRI to recurrence rates in
patients undergoing breast-conservation treatment. Breast Cancer Res. Treat. 2017, 163, 615–622. [CrossRef]

25. Gommers, J.J.J.; Duijm, L.E.M.; Bult, P.; Strobbe, L.J.A.; Kuipers, T.P.; Hooijen, M.J.H.; Mann, R.M.; Voogd, A.C. The Impact of
Preoperative Breast MRI on Surgical Margin Status in Breast Cancer Patients Recalled at Biennial Screening Mammography:
An Observational Cohort Study. Ann. Surg. Oncol. 2021, 1–10. [CrossRef]

26. Papa, M.; Allweis, T.; Karni, T.; Sandbank, J.; Konichezky, M.; Diment, J.; Guterman, A.; Shapiro, M.; Peles, Z.; Maishar, R.; et al.
An intraoperative MRI system for margin assessment in breast conserving surgery: Initial results from a novel technique. J. Surg.
Oncol. 2016, 114, 22–26. [CrossRef]

http://doi.org/10.1016/j.ijrobp.2013.11.012
http://www.ncbi.nlm.nih.gov/pubmed/24521674
http://doi.org/10.21037/gs.2019.11.24
http://www.ncbi.nlm.nih.gov/pubmed/32042664
http://doi.org/10.1245/s10434-014-4200-x
http://www.ncbi.nlm.nih.gov/pubmed/25358666
http://doi.org/10.1245/s10434-014-3605-x
http://doi.org/10.1200/JCO.2010.29.4041
http://doi.org/10.1117/1.JBO.23.10.100901
http://doi.org/10.1002/advs.201901519
http://doi.org/10.1016/j.clineuro.2020.105742
http://www.ncbi.nlm.nih.gov/pubmed/32087499
http://doi.org/10.1016/j.clbc.2021.03.002
http://www.ncbi.nlm.nih.gov/pubmed/33820744
http://doi.org/10.1158/1078-0432.CCR-16-0437
http://doi.org/10.1016/j.ejso.2014.02.225
http://doi.org/10.5858/arpa.2018-0197-OA
http://www.ncbi.nlm.nih.gov/pubmed/30550350
http://doi.org/10.1245/s10434-017-6028-7
http://www.ncbi.nlm.nih.gov/pubmed/28762115
http://doi.org/10.1126/scitranslmed.aad0293
http://www.ncbi.nlm.nih.gov/pubmed/26738797
http://doi.org/10.1158/0008-5472.CAN-19-3067
http://doi.org/10.1158/0008-5472.CAN-19-1240
http://www.ncbi.nlm.nih.gov/pubmed/32295783
http://doi.org/10.5306/wjco.v7.i1.44
http://doi.org/10.1186/s12880-016-0160-x
http://www.ncbi.nlm.nih.gov/pubmed/27724884
http://doi.org/10.1158/0008-5472.CAN-20-0137
http://www.ncbi.nlm.nih.gov/pubmed/32169889
http://doi.org/10.1148/radiology.220.1.r01jl3113
http://doi.org/10.1007/s10549-017-4205-9
http://doi.org/10.1245/s10434-021-09868-1
http://doi.org/10.1002/jso.24246


Cancers 2021, 13, 4141 12 of 12

27. Tozaki, M.; Fukuma, E. 1 H MR Spectroscopy and Diffusion-Weighted Imaging of the Breast: Are They Useful Tools for
Characterizing Breast Lesions Before Biopsy? Am. J. Roentgenol. 2009, 193, 840–849. [CrossRef] [PubMed]

28. Kul, S.; Cansu, A.; Alhan, E.; Dinc, H.; Gunes, G.; Reis, A. Contribution of diffusion-weighted imaging to dynamic contrast-
enhanced MRI in the characterization of breast tumors. Am. J. Roentgenol. 2011, 196, 210–217. [CrossRef]

29. Koenig, S.H. Molecular basis of magnetic relaxation of water protons of tissue. Acad. Radiol. 1996, 3, 597–606. [CrossRef]
30. Masiewicz, E.; Ashcroft, G.P.; Boddie, D.; Dundas, S.R.; Kruk, D.; Broche, L.M. Towards applying NMR relaxometry as a

diagnostic tool for bone and soft tissue sarcomas: A pilot study. Sci. Rep. 2020, 10, 14207. [CrossRef] [PubMed]
31. Korb, J.P.; Bryant, R.G. Magnetic field dependence of proton spin-lattice relaxation times. Magn. Reson. Med. 2002, 48, 21–26.

[CrossRef] [PubMed]
32. Steele, R.M.; Korb, J.P.; Ferrante, G.; Bubici, S. New applications and perspectives of fast field cycling NMR relaxometry. Magn.

Reson. Chem. 2016, 54, 502–509. [CrossRef] [PubMed]
33. Di Gregorio, E.; Ferrauto, G.; Lanzardo, S.; Gianolio, E.; Aime, S. Use of FCC-NMRD relaxometry for early detection and

characterization of ex-vivo murine breast cancer. Sci. Rep. 2019, 9, 4624. [CrossRef] [PubMed]
34. Ruggiero, M.R.; Baroni, S.; Aime, S.; Geninatti Crich, S.; Geninatti, S. Relaxometric investigations addressing the determination of

intracellular water lifetime: A novel tumour biomarker of general applicability. Mol. Phys. 2018, 117, 968–974. [CrossRef]
35. Ruggiero, M.R.; Baroni, S.; Pezzana, S.; Ferrante, G.; Geninatti Crich, S.; Aime, S. Evidence for the Role of Intracellular Water

Lifetime as a Tumour Biomarker Obtained by In Vivo Field-Cycling Relaxometry. Angew. Chemie Int. Ed. 2018, 57, 7468–7472.
[CrossRef] [PubMed]

36. Ferrante, G.; Sykora, S. Technical aspects of Fast Field Cycling. Adv. Inorg. Chem. 2005, 57, 405–470.
37. Maxwell, S.E.; Delaney, H.D.; Kelley, K. Designing Experiments and Analyzing Data A Model. Comparison Perspective, 3rd ed.;

Routledge, Taylor & Francis Ltd.: London, UK, 2017; ISBN 9781138892286.
38. Schindelin, J.; Arganda-Carreras, I.; Frise, E.; Kaynig, V.; Longair, M.; Pietzsch, T.; Preibisch, S.; Rueden, C.; Saalfeld, S.; Schmid,

B.; et al. Fiji: An open-source platform for biological-image analysis. Nat. Methods 2012, 9, 676–682. [CrossRef] [PubMed]
39. Broche, L.M.; Ross, P.J.; Davies, G.R.; MacLeod, M.J.; Lurie, D.J. A whole-body Fast Field-Cycling scanner for clinical molecular

imaging studies. Sci. Rep. 2019, 9, 10402. [CrossRef]
40. Busch, S.; Hatridge, M.; Möãle, M.; Myers, W.; Wong, T.; Mück, M.; Chew, K.; Kuchinsky, K.; Simko, J.; Clarke, J. Measurements of

T1-relaxation in ex vivo prostate tissue at 132 µt. Magn. Reson. Med. 2012, 67, 1138–1145. [CrossRef]
41. Gao, R.W.; Teraphongphom, N.T.; van den Berg, N.S.; Martin, B.A.; Oberhelman, N.J.; Divi, V.; Kaplan, M.J.; Hong, S.S.; Lu, G.;

Ertsey, R.; et al. Determination of tumor margins with surgical specimen mapping using near-infrared fluorescence. Cancer Res.
2018, 78, 5144–5154. [CrossRef] [PubMed]

http://doi.org/10.2214/AJR.08.2128
http://www.ncbi.nlm.nih.gov/pubmed/19696300
http://doi.org/10.2214/AJR.10.4258
http://doi.org/10.1016/S1076-6332(96)80225-X
http://doi.org/10.1038/s41598-020-71067-x
http://www.ncbi.nlm.nih.gov/pubmed/32848198
http://doi.org/10.1002/mrm.10185
http://www.ncbi.nlm.nih.gov/pubmed/12111928
http://doi.org/10.1002/mrc.4220
http://www.ncbi.nlm.nih.gov/pubmed/25855084
http://doi.org/10.1038/s41598-019-41154-9
http://www.ncbi.nlm.nih.gov/pubmed/30874603
http://doi.org/10.1080/00268976.2018.1527045
http://doi.org/10.1002/anie.201713318
http://www.ncbi.nlm.nih.gov/pubmed/29575414
http://doi.org/10.1038/nmeth.2019
http://www.ncbi.nlm.nih.gov/pubmed/22743772
http://doi.org/10.1038/s41598-019-46648-0
http://doi.org/10.1002/mrm.24177
http://doi.org/10.1158/0008-5472.CAN-18-0878
http://www.ncbi.nlm.nih.gov/pubmed/29967260

	Introduction 
	Materials and Methods 
	Collection of Human Breast Cancer Samples 
	Relaxometric Characterisation 
	Reproducibility of T1 Measurements 
	Histology Characterisation 

	Results 
	Discussion 
	Conclusions 
	References

