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A B S T R A C T   

Rationale and objectives: Clinical research is crucial for evaluating new medical procedures and 
devices. It is important for healthcare units and hospitals to minimize the disruptions caused by 
conducting clinical studies; however, complex clinical pathways require dedicated recruitment 
and study designs. 
This work presents the effective introduction of novel microwave breast imaging (MBI), via 
MammoWave apparatus, into the clinical routine of an operative screening and diagnostic breast 
imaging department for conducting a multicentric clinical study. 
Materials and methods: Microwave breast imaging, using MammoWave apparatus, was performed on 
volunteers coming from different clinical pathways. Clinical data, comprising demographics and 
conventional radiologic reports (used as reference standard), was collected; a satisfaction question-
naire was filled by every volunteer. Microwave images were analyzed by an automatic clinical de-
cision support system, which quantified their corresponding features to discriminate between breasts 
with no relevant radiological findings (NF) and breasts with described findings (WF). 
Results: Conventional breast imaging (DBT, US, MRI) and MBI were performed and adapted to 
assure best clinical practices and optimum pathways. 180 volunteers, both symptomatic and 
asymptomatic, were enrolled in the study. After microwave images’ quality assessment, 48 NF (15 
dense) and 169 WF (88 dense) breasts were used for the prospective study; 48 (18 dense) breasts 
suffered from a histology-confirmed carcinoma. An overall sensitivity of 85.8 % in breasts lesions’ 
detection was achieved by the microwave imaging apparatus. 
Conclusion: An optimum recruitment strategy was implemented to assess MBI. Future trials may 
show the clinical usefulness of microwave imaging, which may play an important role in breast 
screening.  
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1. Introduction 

Breast cancer (BC) is the most prevalent form of cancer among women worldwide, with over 2.2 million new cases, and 684,996 
associated deaths in 2020 [1]. Health strategies, aimed to reduce BC burden and mortality through early detection and diagnosis, have 
been implemented through population-based screening (under Regional or National Cancer Control programs) via Full-Field Digital 
Mammography (FFDM) and, more recently, Digital Breast Tomosynthesis (DBT). Several studies have proved the effectiveness of these 
breast screening programs [2–4]; but there are some discrepancies between specialists concerning target age ranges, screening fre-
quency and, in general, mammography cost effectiveness, especially in women with dense breasts. 

Regular mammographic screening is frequency-limited due to exposure to X-ray ionizing radiation, whose cumulative effect may 
increase women’s risk of developing radiation-induced BC [5]. Premenopausal breast is more sensitive to radiation, leading important 
organizations like the European Commission Initiative on Breast Cancer (ECIBC) and the United States Preventive Services Task Force 
suggest regular screening in women between 45 and 74 years old [6,7]. Consequently, younger women are excluded for breast 
screening programs despite accounting for 18.9 % of BC cases worldwide [1]. Nevertheless, ongoing discussion persists and recently 
the United Stated Preventive Service Task Force drafted a recommendation statement to start regular mammographic breast screening 
at age 40 [8]. Furthermore, some studies indicate that while mammographic screening decreases BC mortality, the issue of over-
diagnosis remains uncertain and required further research [9]. Traditional mammography has also shown reduced effectiveness in 
women with dense breast tissue [10,11]. Although technology advancements such as DBT, detecting BC in women with dense breasts 
remains challenging, and false positives are still happening due to the high proportion of glandular tissues [12,13]. Additionally, the 
discomfort and pain experienced during breast compression in mammography serve as important reasons for women to decline regular 
screening [14]. These limitations highlight the current unmet need for safer mass screening techniques that can overcome the 
drawbacks of the current gold standard. 

Over the last years researchers have increased their attention to new technologies such as Microwave Breast Imaging (MBI) for 
early cancer detection. These techniques do not require the use of ionizing radiation and are able to discriminate, using radiofrequency 
(RF) signals, between the dielectric properties of healthy and malignant breast tissues in the spectrum of microwave frequencies [15]. 
Malignant cells exhibit higher water and bound sodium accumulation compared to healthy cells, resulting in strong scattering of 
electromagnetic fields associated with greater dielectric properties (conductivity and permittivity) [16–19]. However, introducing 
MBI into clinical settings has faced several challenges, including limited resolution in non-morphological images, issues of repeat-
ability, standardization of patient positioning and scanning processes, and the absence of large-scale trials to analyze various factors 
such as breast size, density, and a range of heterogeneous breast lesions [20]. Different MBI prototypes have been started clinical 
validation [21–24], being MammoWave (UBT srl, Italy) one of them. In 2020, a multicentric, international, prospective study 
(ClinicalTrials.gov Identifier: NCT04253366) was activated in our center to assess MammoWave’s performance for breast lesions 
detection in the framework of the European Project Cutting edge microwave imaging device for safe and accurate breast cancer screening 
[25]. 

This paper addresses the first experience of our center with MBI. A dedicated recruitment strategy was developed for assessing the 
novel microwave breast imaging technique in an operative screening and diagnostic breast imaging department. This work presents 
the recruitment process in detail with the tailored introduction of the new test to the department clinical pathways. A summary of 
trials’ results is provided; limitations and future perspectives of the novel imaging technique are also discussed. 

2. Materials and Methods 

2.1. Clinical study 

The study was entitled “A multicentric, single arm, prospective, stratified clinical investigation to evaluate the ability of Mam-
moWave in breast lesions detection”. It was activated in 2020 and involved three centers: two sites in Italy, and one in Spain. The study 
was registered with the U.S. National Library of Medicine (ClinicalTrials.gov NCT04253366). 

The study was conducted in accordance with the principles outlined in the Declaration of Helsinki and the guidelines of Good 
Clinical Practice issued by the International Council for Harmonization (ICH). The investigation protocol was approved by the cor-
responding Ethics Committee (ID: 440) and the Spanish Agency of Medicines and Medical Devices (ID: 760/19/EC). 

This investigation is the first of its type in which symptomatic and asymptomatic women were scanned using novel microwave 
imaging for breast lesions detection. It was a study designed to evaluate the capability of MammoWave device in distinguishing be-
tween breasts without relevant lesions (i.e., BI-RADS 1) and breasts with relevant radiological lesions (i.e., any other BI-RADS cate-
gory), having as reference conventional imaging. More details about the clinical protocol and overall study results are provided in Refs. 
[26,27]. 

2.2. MammoWave microwave breast imaging system 

Microwave breast imaging was performed using MammoWave, which works with harmless low-power radiofrequency (RF) signals, 
instead of ionizing radiation, and does not require breast squishing. The system is composed of two moving (azimuthally) antennas, 
operating in air, and connected to a vector network analyzer: one transmitting antenna (Tx) that emits the electromagnetic fields in the 
microwave band (1–9 GHz), and one receiving antenna (Rx), which detects the corresponding scattered fields. Placed on top, there is 
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an examination table, where the woman lies in prone position inserting her breast (one per scan) in a plexiglass cup to allow a non- 
compressive and non-invasive imaging test (Fig. 1). Finally, scattered microwave signals are collected from Rx, sent to an external 
server, and processed through a dedicated imaging algorithm based on Huygens Principle (HP), that renders a two-dimensional in-
tensity map representing the homogeneity of breast tissues’ dielectric properties. The system includes a computerized clinical decision 
support system (CDSS) that performs a dedicated images’ analysis to quantify their homogeneity based on several images’ features. 
More acquisition, hardware, and software details are provided in Refs. [27,28]. 

2.3. Study population 

The inclusion and exclusion criteria proposed for the study is included in Table 1. The study enrolled both asymptomatic and 
symptomatic women with diagnosed breast disease, including benign lesions (such as cysts and fibroadenoma, among others) and 
malignant tumors (invasive ductal carcinoma, invasive lobular carcinoma, ductal carcinoma in situ). Although not listed as exclusion 
criteria, certain conditions were agreed by the investigators to avoid microwave images’ artifacts due to incorrect acquisition, resulting 
in the exclusion of women who met the following criteria: bra cup size equal to or larger than C, women with mastectomies or previous 
breast surgery, and women with disabilities or impairments. 

Therefore, the clinical study included six groups of volunteers: (1) asymptomatic women undergoing screening mammogram; (2) 
symptomatic women with a pre-diagnosed breast cancer (histological assessment available at least 7 days before the MammoWave 
exam); (3) symptomatic women with a post-diagnosed breast cancer (core needle biopsy performed after the MammoWave exam); (4) 
symptomatic women with any benign condition (not biopsied) under imaging follow-up; (5) symptomatic women with a pre- 
diagnosed benign condition (histological assessment available at least 7 days before the MammoWave exam); and (6) symptomatic 
women with a post-diagnosed benign breast condition (core needle biopsy performed after the MammoWave exam). 

It is important to mention that a minimum of 7 days was considered as the required time for women who underwent a biopsy to be 
included in the study, as biopsy-related hematoma could distort the imaging results. Microwave signals caused by the high dielectric 
constant of blood could lead to undesired regions of interest (ROIs) in microwave images that are not associated with actual lesions. 

2.4. Clinical pathways and volunteers’ recruitment 

A dedicated approach was developed to integrate Microwave Breast Imaging (MBI) into the routine clinical practice of the Breast 
Imaging Department for conducting this clinical investigation. The primary objective was to minimize the impact of adding an extra 
examination (MBI) to the traditional imaging workflow by reducing patient time and stress. Efficiently optimizing clinical pathways 
and resources played a crucial role in the successful execution of the study, especially given the high workload of the public institution 
where it was conducted. All enrolled women had already undergone initial imaging using conventional techniques, as required by the 
inclusion criteria, which was later supplemented with additional clinical information, if available. 

Formally, the Breast Imaging Department follows three distinct imaging pathways for women: 

Fig. 1. MammoWave system, installed at Breast Imaging Department.  
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1. The Regional Breast Screening Program for biennial regular screening in asymptomatic women age between 45 and 70 years [29]. 
It involves independent double reading of mammograms by expert breast radiologists using Digital Breast Tomosynthesis, with 
arbitration. If further examination is deemed necessary, women are recalled for additional tests. Otherwise, a letter is sent to inform 
women of their mammogram results.  

2. An opportunistic clinical circuit that caters to women (with age below 45 or above 70 years old) who have noticed any breast lumps 
or other symptoms and seek medical attention for evaluation.  

3. A pathologic clinical circuit intended for women (in screening age) with suspicious findings or confirmed breast diseases who 
require additional imaging for accurate diagnosis. 

In order to meet the requirements of the study protocol, the latter two clinical pathways were primarily utilized for recruiting 
volunteers. However, women who had undergone a screening mammogram within the previous month were also invited to voluntarily 
participate in the trial. This included both women with normal results (asymptomatic or confirmed benign condition) and those 
suspected of having or later confirmed to have carcinoma. Recruitment and the execution of MBI for these participants were conducted 
according to the specific clinical pathways outlined below:  

(1) Women with a negative screening mammogram (BI-RADS 1) underwent MBI after their initial mammogram. Recruitment for 
this group was achieved through an effective study dissemination strategy. Women who were aware of the study (through 
media, press, or word-of-mouth) and expressed their willingness to participate contacted the Breast Imaging Department. An 
appointment was then scheduled for them to undergo MBI after their screening mammogram results were reviewed. 

Table 1 
Inclusion and exclusion criteria for clinical study.  

Inclusion Criteria 
1. Women. 
2. Adult (≥18 years old). 
3. With signed informed consent form. 
4. Having a reported radiological study from any conventional exam within the last month, including digital full-field mammography and/or digital breast 

tomosynthesis, and/or ultrasonography and/or magnetic resonance imaging. 
5. Having intact breast skin. 
6. Volunteer willing to comply clinical study recommendations and protocol. 
Exclusion criteria 
1. Women enrolled in any other clinical study. 
2. Belonging to any vulnerable group. 
3. Women with implanted electronics. 
4. Women who undergone breast biopsy less than 7 days before MammoWave test. 
5. Women with breast implants. 
6. Women with nipple piercings (if removed before MammoWave scan, it does not constitute an exclusion criteria). 
7. Women included in any other clinical study within the last month prior to MammoWave test. 
8. Pregnant or breastfeeding women.  

Fig. 2. Flow chart of recruitment process and MBI realization under Department’s clinical pathways.  
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(2) Women with pre-diagnosed breast cancer (confirmed through core needle biopsy with available histological assessment at least 
7 days prior to the MammoWave exam) underwent MBI on the same day before their staging MRI.  

(3) Women with suspicious lesions and no prior diagnosis underwent a comprehensive diagnostic pathway in a single visit. This 
involved diagnostic DBT, and ultrasound examinations followed by MBI prior to the corresponding core needle biopsy.  

(4) Women with any benign condition (not requiring biopsy) undergoing imaging follow-up were scanned with MBI on the same 
day as their scheduled follow-up imaging test  

(5) Women with pre-diagnosed benign conditions (confirmed through core needle biopsy with available histological assessment at 
least 7 days before the MammoWave exam) underwent MBI on the same day after their follow-up or screening mammogram.  

(6) Women with benign breast conditions requiring core needle biopsy were scanned with MBI on the same day before the 
scheduled biopsy procedure. 

By following this recruitment and MBI execution procedures, the study ensured the inclusion of participants from various clinical 
pathways while adhering to the study protocol. A detailed diagram about the clinical trials’ procedure and clinical pathways is re-
ported in Fig. 2. 

The recruiter, who was a radiologist from the investigators’ group, ensured that each participant met the inclusion criteria and did 
not have any exclusion criteria. A comprehensive explanation of the clinical protocol, study purpose, device functioning, and tech-
nology was provided to each participant. Women who agreed to participate in the study signed and dated the informed consent form. 

Subsequently, each participant underwent the MammoWave examination in both breasts if they agreed to it. Each scan had a 
duration of 13 min, including the overall examination time, which included study explanations and participant questions, totaling 
approximately 30 min. The microwave data obtained during the examination was automatically transferred to an external server for 
image reconstruction and analysis. The processing time for each acquisition was approximately 10 min. A report consisting of a set of 
2D images in the coronal plane and the corresponding final output automatically generated by MammoWave’s CDSS software, 
indicating either “breast with no finding” or “breast with finding,” was sent back to the MammoWave PC unit. 

Furthermore, each volunteer was asked to report any adverse events and was required to complete a satisfaction questionnaire 
regarding their experience with MammoWave. The questionnaire included inquiries about pleasantness, pain, comfort, and duration. 
Additionally, all these parameters were evaluated in comparison to DBT. The Net Promoter Score index, which ranges from 0 to 10, 
was also collected. One week after the MBI scan, participants were followed up to monitor for any adverse events that may have 
occurred. 

It is important to note that clinical decisions were based on the conventional and standard radiological reports. 

2.5. Conventional imaging assessment: radiological and histological data collection 

The main objective of the study was to assess MammoWave’s sensitivity for any breast lesion, including malignant lesions (BC). For 
this purpose, conventional imaging techniques were taken as reference, collecting BI-RADS assessment (ACR standards, 5th edition 
[30]), as well as histology and immunohistochemistry (when available). Each breast was classified into one of two groups: breasts 
without any radiological findings (referred to as BI-RADS 1) and breasts with radiological findings, categorized as clearly benign 
(BI-RADS 2), in follow-up (BI-RADS 3), or confirmed malignant (BI-RADS 6). Intermediate BI-RADS categories (4, 4 A, 4 B, 4C) 
observed in conventional imaging exams underwent additional examinations following the protocols and guidelines of the 
Department. 

In this paper, breasts without radiological findings are referred to as “NF” (non-findings), while breasts with relevant radiological 
findings are referred to as “WF” (with findings). Conventional imaging was performed using Digital Breast Tomosynthesis (Selenia 
Dimensions System, Hologic), Ultrasonography (Epiq 7, Philips), and Magnetic Resonance Imaging (3T Magnetom Vida, Siemens). 
Additional procedures for histologic and immunohistochemistry assessments followed established clinical standards. Breast samples 
were obtained through US-guided fine needle aspiration biopsy, US-guided core needle biopsy, and stereotactic (mammography- 
guided) breast biopsy. 

To ensure data privacy and adherence to the protocol and International Council for Harmonization of Technical Requirements for 
Pharmaceuticals for Human Use - Good Clinical Practice (ICH-GCP) guidelines, a data capture system utilizing an electronic case report 
form (eCRF) was employed in this study. All collected data is anonymized, and each participant is identified by a subject number. 

2.6. Microwave breast imaging assessment 

The clinical study was conducted in two phases. Phase 1 involved scanning a set of breasts without radiological findings (NF) to 
calibrate MammoWave’s CDSS software. This calibration process established thresholds for distinguishing between NF and breasts 
with relevant radiological findings (WF). In Phase 2, the prospective assessment of the MammoWave device was carried out. The 
presence of radiological findings in microwave images was automatically quantified by evaluating the non-homogeneous behavior 
using various features. Binary scores were then utilized as a rule-of-thumb to differentiate between negative (NF) and positive (WF) 
breasts, as already introduced in Ref. [28]. In this prospective study, investigators were not required to read or interpret any mi-
crowave image. 
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2.7. Data analysis and results 

Upon completion of the clinical study recruitment, the data analysis was conducted by a Clinical Research Organization (Medical 
Trials Analysis Swiss SA, Lugano, Switzerland). Two datasets were defined for the analysis: the full analysis dataset (FAS), which 
included volunteers’ information and corresponding MammoWave’s output from phase 2 participants, and the per protocol dataset 
(PPS), which comprised data from phase 2 clinical trials, excluding microwave exams discarded by a central assessor. An independent 
scientist, acting as the central assessor, reviewed the reconstructed microwave images without access to the reference standard in-
formation. Any spurious peaks or image artifacts in the MammoWave images were identified, leading to the exclusion of those exams 
(with “spurious peaks” we indicate a peak which is out of scale as defined in our previous clinical trials [28]). The performance of 
MammoWave in breast lesion detection was evaluated by calculating the sensitivity (true-positive rate) and specificity (true-negative 
rate) among other metrics, comparing MammoWave against the reference standard. Stratification based on breast density was also 
performed. Additionally, the percentage of correctly localized breast lesions in terms of quadrants was measured by comparing 
MammoWave’s output images with the reference standard images (DBT, US, and/or MRI). The assessment focused on three scenarios 
to determine MammoWave’s ability to accurately localize breast lesions in relation to conventional imaging exams: complete match, 
partial match, and no match. A complete match was recorded when both the conventional imaging and MBI identified lesions in the 
same quadrants. A partial match was noted when the lesion matched in at least one quadrant. 

3. Results 

The Breast Imaging Department of our Hospital integrated microwave breast imaging into its clinical routine as a complementary 
technique for participants in a research study. A total of 180 participants, with a mean age of 49 ± 10 (SD), ranging from 20 to 78 years 
old, were recruited for the clinical investigation and underwent MBI. Phase 1 of the trials involved 15 women with NF breasts, while 
phase 2 included 165 volunteers with both NF and WF breasts, prospectively evaluated in comparison to conventional imaging. In 
phase 2, microwave images were collected from 322 breasts, with 157 volunteers undergoing MammoWave examination on both 
breasts and 8 subjects on one breast only. No deviations in the inclusion/exclusion criteria were observed, and there were no adverse 
events during the MammoWave scanning. 

Conventional radiologic studies were performed on all the subjects, including DBT on 174 subjects (96.6 %), US on 159 subjects 
(88.3 %), MRI on 70 subjects (38.3 %), and histologic assessment in 82 subjects (45.5 %). Phase 1 of the clinical study involved 15 
volunteers whose both breasts were scanned using MammoWave. According to radiologic reports, 95 NF breasts (34 dense) and 227 
WF breasts (123 dense) were analyzed and compared with MammoWave’s output in phase 2 of the study (322 breasts in total). A 
central assessor discarded 118 breasts, included both in phase 1 and 2, due to the presence of images’ artifacts, resulting in the Per 
Protocol dataset (PPS) used for the final analysis. A significant portion of the initially collected breast cases (118 out of 352) were 
discarded, accounting for more than one third of the dataset. Further details about the study population are provided in Table 2. 

For instance, considering the Per Protocol dataset, 217 breasts were evaluated in phase 2 of the study: 48 breasts (15 dense) were 
observed without radiological findings (NF), while 169 breasts (88 dense) exhibited radiological abnormalities according to con-
ventional radiologic studies. Among the WF breasts, 121 (70 dense) were classified as benign, encompassing various conditions such as 
simple cysts, duct ectasia, solid fibroadenoma nodules, benign microcalcifications, glandular asymmetries, and mammographic 
architectural distortions later identified as radial scars, sclerosing lesions, adenosis, or fat necrosis. In 48 WF breasts (18 dense), a 
malignant condition was found, including invasive ductal carcinoma (IDC), invasive lobular carcinoma (ILC), and ductal carcinoma in 
situ (DCIS). Suspicious nodules with or without associated microcalcifications, asymmetries and mammographic architectural dis-
tortions, were biopsied according to Department’s clinical protocols. A summary of radiological study review, including final BI-RADS 
assessment via conventional imaging techniques and histology, is given in Table 3. A wide range of malignant (histology-confirmed) 
lesions were included in this study, coming from different radiological findings (spiculated, irregular nodules, with/without associated 
microcalcifications, isolated clusters of microcalcifications, mammographic architectural distortions, etc.) with varying sizes from 5 
mm to 80 mm. Table 4 provides a detailed overview of the analyzed malignant lesions in this study, including their MammoWave’s rule 

Table 2 
Summary of recruited volunteers’ demographics and radiological study review.  

Summary of recruited volunteers’ demographics. Number of dense breasts are included in brackets.  
Full Analysis Set Per Protocol Set 

Total number of volunteers included in the study 180 149 
Average age of participants 49 49 
Number of participants aged between 20 and 44 59 49 
Number of participants aged between 45 and 69 119 99 
Number of participants aged >69 2 1 
Total number of breasts included in the study 352 (175) 234 (115) 
Number of breasts included in phase 1 of the study 30 (18) 17 (12) 
Number of breasts included in phase 2 of the study 322 (157) 217 (103) 
Summary of radiological study review for the 322 breasts analyzed prospectively in phase 2. Number of dense breasts are included in brackets. 
Number of breasts without radiological findings (NF) 95 (34) 48 (15) 
Number of breasts with any radiological finding (WF), including histology-confirmed cancer 227 (123) 169 (88) 
Number of breasts with histology-confirmed cancer 62 (23) 48 (18)  
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of thumb output (i.e., whether the breasts which contain these lesions were classified as WF or NF). 
Several compelling clinical cases were examined using both conventional and microwave imaging. As illustrated in Fig. 3-5, three 

volunteer studies are presented. Each case exhibits three microwave images reconstructed with varying conductivity values (0.3, 0.4, 
and 0.5 S/m). Additionally, conventional technique images are provided for each case, along with subject-specific details such as age 
and breast density. The radiologist’s study review and findings, histology assessment (including the Nottingham score), and Mam-
moWave’s CDSS output are also included to provide a comprehensive analysis of each case. Figs. 3 and 4 depict the case of a 40-year- 
old woman with ACR D breast density who visited the Breast Imaging Department after discovering a lump in her left breast. In Fig. 3, 
the healthy right breast is shown with a DBT and US assessment classified as BI-RADS 1. On the other hand, Fig. 4 displays the initial 
DBT and US evaluation of the left breast, which was classified as BI-RADS 4 A. It reveals an 18 mm oval, circumscribed nodule with 
uniform hypo echogenicity in the lower outer quadrant. The nodule was subsequently biopsied, and the histology confirmed it to be a 
fibroadenoma. Fig. 5 depicts the case of a 64-year-old woman with ACR B breast density who was re-called after her screening 
mammogram due to an architectural distortion (BI-RADS 4C) in the upper outer quadrant and outer interquadrant of the left breast. 
Ultrasonography depicted a 5 mm nodule highly suggestive of malignancy; MRI showed a pathologic enhancement of 4 × 4 × 5mm. 
The nodule was subsequently biopsied, and the histology confirmed it to be a grade I invasive ductal carcinoma. Immunohisto-
chemistry was performed and allowed its assessment as luminal A like cancer. MammoWave’s CDSS accurately identified all the 
presented WF breasts, as evident from the microwave images. The lesions were correctly indicated by a prominent peak, marked by the 
red arrows. For more examples of malignant conditions collected in this clinical study, refer to Ref. [31]. 

Table 5 displays the performance of MammoWave’s CDSS system in detecting breast lesions compared to the reference standard. 
The table also includes the sensitivity values for both benign and malignant lesions. In terms of accurately locating lesions, the Per 
Protocol dataset (PPS) revealed that 33.64 % of the microwave images successfully depicted lesions in the correct quadrants, while in 
the 29.49 % of cases a partial match occurred. 

All participants in the study completed the satisfaction questionnaire, with a unanimous 100 % expressing their willingness to 
recommend the MammoWave scan. Moreover, an overwhelming 99.4 % of participants felt reassured by this innovative technology 
and considered themselves sufficiently informed about the MammoWave system and microwave-based technology. The majority of 
participants found the MammoWave exam to be less unpleasant, painful, and uncomfortable compared to DBT, although they noted 
that it was longer in duration. The average Net Promoter Score achieved was 9.44, indicating high satisfaction. Detailed responses from 
the questionnaire can be found in Table 5. Importantly, no adverse events were reported by any of the participants during the follow-up 
call. 

4. Discussion 

The Breast Imaging Department of our hospital successfully incorporated microwave breast imaging into its clinical pathways as 
part of a multicentric, prospective clinical investigation. This study aimed to evaluate the effectiveness of the MammoWave device for 
detecting breast lesions in both asymptomatic and symptomatic women. Our center accounted for 50.8 % of the total study recruitment 
across all three sites. Our findings revealed a sensitivity of 85.8 % in detecting breast lesions using the MammoWave device, with a 
slightly lower sensitivity of 80.7 % in dense breasts. The device demonstrated the ability to accurately classify both benign conditions 
(85.1 %) and malignant cases (87.5 %) as “lesions”. Furthermore, the trial participants provided positive feedback on the MammoWave 
device, stating that the imaging technique was not unpleasant, not painful, and overall comfortable to undergo. This study represents 
the initial implementation of microwave breast imaging in our clinical practice, offering promising insights into its potential as a 
valuable tool for detecting breast lesions. However, further research is needed to establish clear guidelines and determine its optimal 

Table 3 
Summary of the radiological study review by finding typology and BI-RADS assessment; malignant lesions’ assessment by histology.  

Summary of the radiological study review by DBT and/or US finding typology (WF) of the cases included for comparison with MammoWave (phase 2, 
PPS). Number of dense breasts (ACR C and D) indicated inside brackets. 

Simple cysts and/or dispersed duct ectasia 92 (51) 
Nodules of solid fibroadenoma 16 (12) 
Dispersed/grouped microcalcifications 8 (4) 
Spiculated nodules with/without associated microcalcifications 43 (14) 
Architectural distortions 10 (7) 
TOTAL 169 (88) 
Summary of the radiologists’ final BI-RADS assessment considering DBT and/or US and/or MRI and/or histopathology output of breasts included in the 

study for comparison with MammoWave (phase 2, PPS). Number of dense breasts (ACR C and D) indicated inside brackets. 
BI-RADS 1 48 (15) 
BI-RADS 2 102 (55) 
BI-RADS 3 19 (15) 
BI-RADS 6 48 (18) 
TOTAL 217 (103) 
Summary of histological types of cancer collected during the clinical study (phase 2, PPS). In brackets, number of cancers in dense breasts (ACR C and D). 
Ductal Carcinoma in Situ (DCIS) 6 (5) 
Invasive Ductal Carcinoma (IDC) 37 (10) 
Invasive Lobular Carcinoma (ILC) 5 (3) 
TOTAL 48 (18)  
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Table 4 
Subjects’ age, affected breast, breast density, conventional imaging details, histology and immunohistochemistry assessments for malignant condi-
tions included in PPS. Lesions’ sizes are provided according to their maximum axis, confirmed by MRI. Following Department protocols, intermediate 
lesions’ BI-RADS assessment is selected by combining DBT and US studies. MammoWave CDSS rule-of-thumb output is also provided.  

Age Breast (L 
or R) 

ACR Breast 
Density 

Notes from conventional imaging 
reports 

Lesions’ size 
(in mm) 

DBT +
US 
BI- 
RADS 

Histology Molecular 
subtype 

MammoWave 
CDSS output 

34 R B Spiculated nodule in inner interquadrant 17 5 IDC, Grade 
II 

Triple- 
negative 

WF 

64 R A Spiculated nodule in UO/outer 
interquadrant 

25 4C ILC, Grade 
II 

Negative e- 
cadherin 

WF 

43 L D Spiculated nodule in UO quadrant 40 5 IDC, Grade 
II 

n. a. WF 

46 L C Arch. Distortion in UI quadrant 14 4 A ILC, Grade I Int. Luminal NF 
52 L C Two spiculated nodules +

microcalcifications in UO quadrant 
10, 8 5 IDC, Grade 

III 
n. a. WF 

50 R B Multifocal microcalcifications in two 
groups, dispersed in UO quadrant 

16, 10 4 A IDC, Grade 
III 

Luminal B NF 

43 R C Spiculated nodule in outer interquadrant 
and UO quadrant 

31 4C DCIS, Grade 
n. a. 

n. a. WF 

66 L A Spiculated nodule retroareolar 23 5 IDC, Grade 
II 

Int. Luminal WF 

54 R B Spiculated nodule in outer interquadrant 64 5 IDC, Grade 
II 

Luminal WF 

67 R B Nodular mass in lower interquadrant 8 5 IDC, Grade 
II 

Luminal A WF 

51 L B Group of nodules with 
microcalcifications in outer quadrants 

64 5 IDC, Grade 
II 

n. a. WF 

62 L B Spiculated nodule in UO quadrant 17 5 IDC, Grade 
II 

n. a. WF 

35 R B Two lesions in lower quadrants 40, 8 5 IDC, Grade 
III 

Luminal B WF 

65 R B Irregular nodule in LO quadrant 15 4C IDC, Grade 
II 

n. a. WF 

47 R C Irregular nodule in UO quadrant 18 4C IDC, Grade I n. a. WF 
46 R B Spiculated nodule in LO quadrant 54 5 ILC, Grade 

II 
Int. Luminal WF 

53 R B Nodule with associated 
microcalcifications in upper quadrants 

27 5 IDC, Grade 
III 

Luminal A WF 

49 R A Spiculated nodule in lower 
interquadrant 

18 5 IDC, Grade 
II 

n. a. WF 

38 L C Nodule in UO quadrant 45 4C IDC, Grade 
II 

Luminal B NF 

59 L B Nodule with microcalcifications in LI 
quadrant 

26 5 IDC, Grade 
III 

Her2+ WF 

54 L B Spiculated nodule with associated 
microcalcifications in upper quadrants 

27 5 IDC, Grade 
II 

Int. Luminal WF 

65 L B Spiculated nodule in upper quadrants 16 5 IDC, Grade 
III 

n. a. WF 

57 R B Irregular nodule in outer interquadrant 5 4C IDC, Grade 
II 

Her2+ WF 

63 L B Two irregular nodules in UO and outer 
quadrants 

25, 18 4C IDC, Grade 
II 

Triple- 
negative 

WF 

52 R B Spiculated nodule in upper quadrants 11 5 IDC, Grade I n. a. WF 
60 R B Arch. distortion and microcalcifications 

in UO quadrant 
22 4C IDC, Grade 

III 
Luminal B WF 

43 L C Irregular nodule in outer interquadrant 23 5 IDC, Grade 
II 

Int. Luminal WF 

54 L C Spiculated nodule in UO quadrant 35 5 IDC, Grade I Luminal WF 
46 R B High risk microcalcifications in lower 

interquadrant 
n. a. 4 B DCIS, Grade 

n. a. 
n. a. WF 

66 L C Arch. distortion and microcalcifications 
in UO quadrant 

20 4C DCIS, Grade 
n. a. 

n. a. WF 

44 L B Spiculated nodule in UI quadrant 16 5 IDC, Grade 
II 

Int. Luminal WF 

61 R B Spiculated nodule in UI quadrant 17 5 IDC, Grade 
II 

n. a. WF 

66 L D Cluster of microcalcifications in lower 
quadrants (mostly in LI) 

50 4 B DCIS, Grade 
n. a. 

n. a. WF 

(continued on next page) 
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clinical applications, especially for breast cancer detection. 
Microwave imaging-based devices such as MammoWave holds particular promise for breast screening purposes. As introduced, 

screening asymptomatic women offers numerous benefits, such as early detection and increased chances of survival. Currently, 
mammography serves as the most effective screening technique for early breast cancer detection in asymptomatic individuals, leading 
to a reduction in breast cancer-related deaths. Nonetheless, mammography has its drawbacks, including patient discomfort, limited 
effectiveness in dense breast tissue, and the utilization of ionizing radiation. Nowadays, modern mammographic systems are designed 
to apply less compressive force during the procedure; however, pain is still reported [32]. Researchers are also exploring the inte-
gration of Artificial Intelligence-based systems to assist in reading mammograms, aiming to reduce false positives, alleviate workload, 
and improve detection capabilities, particularly in dense breast tissue [33–37]. Nevertheless, the utilization of ionizing radiation, even 
in minimal amounts, continues to be a significant limiting factor when determining screening protocols, including factors such as 
appropriate age ranges and frequency of tests. 

Currently, the scientific community and medical breast societies have not issued any official recommendations regarding the 
integration of microwave breast imaging into clinical pathways. This is because these emerging technologies are still in the early stages 
of clinical validation, with various prototypes being evaluated, including the one described in this study [22,38]. Up to date, this work 
represents the first implementation of MBI in a dedicated workflow aimed at optimizing recruitment and volunteers’ experience within 
the context of a clinical study. However, further dedicated trials are needed to investigate the impact of MBI on cancer detection, its 
ability to overcome false positives, its effectiveness in dense breast tissue and detection limitations related to artifact issues in mi-
crowave images. Additionally, it is crucial to establish standardized clinical terminology and protocols for MBI that can be agreed upon 
by the scientific community. Mounting clinical evidence about the use of these new technologies, especially regarding its valuable 
application in clinical settings, may foster organizations such as the American College of Radiology (ACR) to include MBI in its 
standards. Breast imaging involves the utilization of multiple imaging techniques to screen and diagnose various breast pathologies, 
often in conjunction with invasive procedures like biopsies. Given the complexity of this field, especially in Breast Imaging De-
partments’ management, it is imperative to conduct dedicated clinical studies to assess the potential gap or clinically useful appli-
cations in which microwave imaging systems like MammoWave can be effectively utilized. 

Several clinically relevant issues were identified in the presented investigation regarding the use of MammoWave device. Firstly, 
MammoWave’s set-up currently does not fix breast location inside the cup; movements and/or bad positioning may produce artifacts, i. 
e., spurious peaks, on microwave images (36 % of acquired images in our center were considered “with artifact” and discarded). Thus, 
we recommend equipping and test MammoWave with dedicated ergonomic cushion to facilitate subject positioning and reducing 
subjects’ severe movements. Also, we recommend to further investigate the origin of these artifacts. Moreover, the axillary region of 
the breast is not captured within MammoWave’s cup, as it is not within the field of view determined by the current configuration of the 
transmitting and receiving antennas during acquisition. Thus, the detection of positive (cancer-affected) axillary lymph nodes are out 
of MammoWave’s capabilities. Long acquisition times were observed during the trial, as reported by participants, and this may pose a 

Table 4 (continued ) 

Age Breast (L 
or R) 

ACR Breast 
Density 

Notes from conventional imaging 
reports 

Lesions’ size 
(in mm) 

DBT +
US 
BI- 
RADS 

Histology Molecular 
subtype 

MammoWave 
CDSS output 

59 L B Spiculated nodule in LI quadrant 20 5 IDC, Grade 
II 

Luminal A WF 

37 L C Dispersed high risk microcalcifications 
along UO, LI and upper interquadrant 

52 4C DCIS, Grade 
n. a. 

n. a. WF 

63 R A Spiculated nodule in outer interquadrant 13 5 IDC, Grade I n. a. WF 
49 R C Glandular asymmetry in DBT described 

as nodule in US; located in upper 
quadrants 

20 4C IDC, Grade 
II 

Luminal WF 

61 L B Suspicious nodule in UO quadrant 11 4 IDC, Grade 
II 

Luminal B WF 

60 L C Spiculated nodule in retroareolar area 10 5 IDC, Grade I Int. Luminal WF 
58 L A Suspicious mass in retroareolar area 8 4 A IDC, Grade 

III 
Luminal A NF 

57 L C Spiculated nodule in upper and outer 
interquadrant 

80 5 IDC, Grade 
III 

Luminal B WF 

48 L D Spiculated nodule in outer interquadrant 13 5 ILC n. a. NF 
64 L B High suspicious mass in outer 

interquadrant 
5 4C IDC, Grade I Luminal A WF 

65 L D Spiculated nodule in tail and UO 
quadrant 

6 5 IDC, Grade 
II 

n. a. WF 

54 R C Arch. distortion in UO quadrant 15 4C ILC, Grade 
n. a. 

n. a. NF 

63 L B Spiculated nodule in UO quadrant 14 5 IDC, Grade I Luminal A WF 
55 L C Arch. distortion and microcalcifications 

in upper quadrants and retroareolar area 
30 4C DCIS, Grade 

n. a. 
n. a. WF 

55 L A Spiculated nodule in UO quadrant 14 5 IDC, Grade I Luminal A WF  
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limitation for certain applications such as mass screening; however, a novel acquisition configuration has already been implemented 
and is currently undergoing clinical validation with the aim of reducing the duration of MammoWave scans to just 8 min [39]. Far from 
conventional imaging, MammoWave offers a set of 2D images representing the homogeneity of breast tissues’ dielectric properties. As 
expected, reconstructed images lack detailed morphological definition (i.e., lesions’ shape/size/margins cannot be visually inspected 
from images), which does not allow lesions’ classification; research is ongoing towards morphological definition through optimizing 
HP reconstruction [40], as well as towards implementing 3D imaging to MammoWave [41]. Moreover, this study did not consider 
women pre-menstrual information; the influence of tissues’ variations or factors, such as weight gain, on microwave imaging requires 
further investigation. 

Finally, future studies should approach the discrimination of benign and malignant lesions via MammoWave, also when applying 
artificial intelligence, which may enhance MammoWave capabilities for breast imaging [42]. The utilization of artificial intelligence 
algorithms in microwave-based data, especially through machine learning techniques, may improve the interpretability and efficiency 
of microwave imaging systems. Currently, two European projects, namely RadioSpin (grant ID 101017098) and MammoScreen (grant 
ID 101097079) are currently focused on developing, implementing, and clinically validating artificial intelligence-based systems in 
microwave imaging using the MammoWave device for the dedicated detection of breast cancer. These projects aim to generate sci-
entific evidence supporting the use of MammoWave equipped with AI software, particularly in population-based breast screening 
programs. 

Fig. 3. 40 years old woman, mammographic extremely dense (ACR D) left breast, with conventional imaging assessment (DBT and echography) BI- 
RADS 1. Accordingly, the breast was classified as NF. Microwave images are given for three different reconstructed conductivities (from left to right: 
0.3 S/m, 0.4 S/m, and 0.5 S/m, respectively) as 2D intensity maps in coronal plane. Moreover, 1D intensity projection on X and Y is displayed in the 
inserts. X and Y are given in meters; intensity is in arbitrary units. MammoWave’s CDSS classifies this breast as “with no finding”. 
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5. Conclusions 

Microwave imaging represents a highly promising technology, with systems like MammoWave showing particular relevance in the 
realm of breast cancer detection. By utilizing harmless low-power radiofrequency signals and employing a non-compressive scan 
approach, microwave imaging may represent a complementary solution for making screening programs more inclusive, without safety 
restrictions such as age or frequency of use. 

However, in order to fully comprehend the capabilities of microwave imaging and ascertain its optimal role within clinical imaging 
pathways and healthcare settings, further focused research must be performed. Specifically, comparative studies with conventional 
imaging techniques, such as mammography, are already planned (also equipping MammoWave with dedicated AI algorithms, trained 
using data collected in the trials presented here) to evaluate the efficacy of microwave imaging as a standalone or complementary tool 
for breast cancer screening and diagnosis. In addition, research efforts will be directed towards understanding the cost-effectiveness 
and practical implementation of microwave imaging in various healthcare settings. This includes considerations of infrastructure 
requirements, training needs for healthcare professionals, and patient acceptance. By addressing these aspects, we can determine the 
true value and impact of microwave imaging in improving breast cancer detection rates, enhancing patient outcomes, and ultimately 
shaping the future of breast imaging practices. 

Fig. 4. 40 years old woman, mammographic extremely dense (ACR D) right breast, with conventional imaging assessment (DBT and echography) 
BI-RADS 4 A of an 18 mm noduli in lower outer quadrant. Accordingly, the breast was classified as WF. Histologic assessment confirmed this finding 
as fibroadenoma. Microwave images are given for three different reconstructed conductivities (from left to right: 0.3 S/m, 0.4 S/m, and 0.5 S/m, 
respectively) as 2D intensity maps in coronal plane. Moreover, 1D intensity projection on X and Y is displayed in the inserts. X and Y are given in 
meters; intensity is in arbitrary units. All microwave images show a non-homogeneous behavior, with a main peak indicated by the red arrows. 
MammoWave’s CDSS classifies this breast as “with finding”. (For interpretation of the references to colour in this figure legend, the reader is referred 
to the Web version of this article.) 
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Fig. 5. 64-year-old woman with scattered areas of fibroglandular density (ACR B) who was re-called after her screening mammogram due to an 
architectural distortion (BI-RADS 4C) in the upper outer quadrant and outer interquadrant of the left breast. Ultrasonography depicted a 5 mm 
noduli highly suggestive of malignancy; MRI showed a pathologic enhancement of 4 × 4 × 5 mm. Accordingly, the breast was classified as WF. 
Histologic assessment confirmed it to be a grade I invasive ductal carcinoma; immunohistochemistry classified it as luminal A like cancer. Mi-
crowave images are given for three different reconstructed conductivities (from left to right: 0.3 S/m, 0.4 S/m, and 0.5 S/m, respectively) as 2D 
intensity maps in coronal plane. Moreover, 1D intensity projection on X and Y is displayed in the inserts. X and Y are given in meters; intensity is in 
arbitrary units. All microwave images show a non-homogeneous behavior, with a main peak indicated by the red arrows. MammoWave’s CDSS 
classifies this breast as “with finding”. (For interpretation of the references to colour in this figure legend, the reader is referred to the Web version of 
this article.) 
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