
Published by Baishideng Publishing Group Inc

World Journal of 
Radiology
World J Radiol  2017 August 28; 9(8): 321-338

ISSN 1949-8470 (online)



MINIREVIEWS
321	 Imaging of the treated breast post breast conservation surgery/oncoplasty: Pictorial review

Ramani SK, Rastogi A, Mahajan A, Nair N, Shet T, Thakur MH

ORIGINAL ARTICLE

Observational Study

330	 Clinical-radiological-pathological correlation of cavernous sinus hemangioma: Incremental value of diffusion-

weighted imaging

Mahajan A, Rao VRK, Anantaram G, Polnaya AM, Desai S, Desai P, Vadapalli R, Panigrahi M

World Journal of 
RadiologyW J R

Contents Monthly  Volume 9  Number 8  August 28, 2017

� August 28, 2017|Volume 9|Issue 8|WJR|www.wjgnet.com



Contents

NAME OF JOURNAL 
World Journal of  Radiology

ISSN
ISSN 1949-8470 (online)

LAUNCH DATE
January 31, 2009

FREQUENCY
Monthly

EDITORS-IN-CHIEF
Kai U Juergens, MD, Associate Professor, MRT 
und PET/CT, Nuklearmedizin Bremen Mitte, ZE-
MODI - Zentrum für morphologische und moleku-
lare Diagnostik, Bremen 28177, Germany

Edwin JR van Beek, MD, PhD, Professor, Clinical 
Research Imaging Centre and Department of  Medi-
cal Radiology, University of  Edinburgh, Edinburgh 
EH16 4TJ, United Kingdom

Thomas J Vogl, MD, Professor, Reader in Health 
Technology Assessment, Department of  Diagnos-
tic and Interventional Radiology, Johann Wolfgang 
Goethe University of  Frankfurt, Frankfurt 60590, 

FLYLEAF

EDITORS FOR 
THIS ISSUE

Responsible Assistant Editor: Xiang Li	            Responsible Science Editor: Jin-Xin Kong
Responsible Electronic Editor: Ya-Jing Lu	            Proofing Editorial Office Director: Jin-Lei Wang
Proofing Editor-in-Chief: Lian-Sheng Ma

Germany

EDITORIAL BOARD MEMBERS
All editorial board members resources online at http://
www.wjgnet.com/1949-8470/editorialboard.htm

EDITORIAL OFFICE
Xiu-Xia Song, Director
World Journal of  Radiology
Baishideng Publishing Group Inc
7901 Stoneridge Drive, Suite 501, Pleasanton, CA 94588, USA
Telephone: +1-925-2238242
Fax: +1-925-2238243
E-mail: editorialoffice@wjgnet.com
Help Desk: http://www.f6publishing.com/helpdesk
http://www.wjgnet.com

PUBLISHER
Baishideng Publishing Group Inc
7901 Stoneridge Drive, Suite 501, 
Pleasanton, CA 94588, USA
Telephone: +1-925-2238242
Fax: +1-925-2238243
E-mail: bpgoffice@wjgnet.com
Help Desk: http://www.f6publishing.com/helpdesk
http://www.wjgnet.com

PUBLICATION DATE
August 28, 2017

COPYRIGHT
© 2017 Baishideng Publishing Group Inc. Articles 
published by this Open-Access journal are distributed 
under the terms of  the Creative Commons Attribu-
tion Non-commercial License, which permits use, dis-
tribution, and reproduction in any medium, provided 
the original work is properly cited, the use is non 
commercial and is otherwise in compliance with the 
license.

SPECIAL STATEMENT 
All articles published in journals owned by the Baishideng 
Publishing Group (BPG) represent the views and opin-
ions of  their authors, and not the views, opinions or 
policies of  the BPG, except where otherwise explicitly 
indicated.

INSTRUCTIONS TO AUTHORS
http://www.wjgnet.com/bpg/gerinfo/204

ONLINE SUBMISSION 
http://www.f6publishing.com

ABOUT COVER Editorial Board Member of World Journal of Radiology , XW Cui, PhD, Profes-

sor, Department of Medical Ultrasound, Tongji Hospital of Tongji Medical Col-

lege, Huazhong University of Science and Technology, Wuhan 430030, Hubei 

Province, China

World Journal of  Radiology (World J Radiol, WJR, online ISSN 1949-8470, DOI: 10.4329) 
is a peer-reviewed open access academic journal that aims to guide clinical practice and 
improve diagnostic and therapeutic skills of  clinicians.

WJR covers topics concerning diagnostic radiology, radiation oncology, radiologic 
physics, neuroradiology, nuclear radiology, pediatric radiology, vascular/interventional 
radiology, medical imaging achieved by various modalities and related methods analysis. 
The current columns of  WJR include editorial, frontier, diagnostic advances, therapeutics 
advances, field of  vision, mini-reviews, review, topic highlight, medical ethics, original 
articles, case report, clinical case conference (clinicopathological conference), and autobi-
ography.

We encourage authors to submit their manuscripts to WJR. We will give priority to 
manuscripts that are supported by major national and international foundations and those 
that are of  great basic and clinical significance.

World Journal of  Radiology is now indexed in PubMed, PubMed Central, and Emerging 
Sources Citation Index (Web of  Science).

I-III	 Editorial Board

AIM AND SCOPE

II

World Journal of Radiology
Volume 9  Number 8 August 28, 2017

INDEXING/ABSTRACTING

II August 28, 2017|Volume 9|Issue 8|WJR|www.wjgnet.com



Subhash K Ramani, Ashita Rastogi, Abhishek Mahajan, Nita Nair, Tanuja Shet, Meenakshi H Thakur

MINIREVIEWS

321 August 28, 2017|Volume 9|Issue 8|WJR|www.wjgnet.com

Imaging of the treated breast post breast conservation 
surgery/oncoplasty: Pictorial review

Subhash K Ramani, Department of Radiodiagnosis, JJ Hospital, 
Mumbai 400008, India

Subhash K Ramani, Ashita Rastogi, Abhishek Mahajan, 
Meenakshi H Thakur, Department of Radiodiagnosis and 
Imaging, Tata Memorial Centre, Mumbai 400012, India

Nita Nair, Department of Surgical Oncology, Tata Memorial 
Centre, Mumbai 400012, India

Tanuja Shet, Department of Pathology, Tata Memorial Centre, 
Mumbai 400012, India

Author contributions: All authors are the guarantors of 
integrity of entire study; Ramani SK designed the study; Ramani 
SK, Rastogi A, Mahajan A and Thakur MH performed data 
analysis/interpretation; Ramani SK and Rastogi A performed the 
literature research; all authors contributed to manuscript drafting 
or manuscript revision for important intellectual content; all 
authors gave manuscript final version approval and manuscript 
editing; all authors take responsibility for the integrity of the data 
and the accuracy of the data analysis. 

Conflict-of-interest statement: This manuscript is not 
published anywhere else; all authors conform that there is no 
conflict of interests (including none for related to commercial, 
personal, political, intellectual, or religious interests).

Open-Access: This article is an open-access article which was 
selected by an in-house editor and fully peer-reviewed by external 
reviewers. It is distributed in accordance with the Creative 
Commons Attribution Non Commercial (CC BY-NC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this 
work non-commercially, and license their derivative works on 
different terms, provided the original work is properly cited and 
the use is non-commercial. See: http://creativecommons.org/
licenses/by-nc/4.0/

Manuscript source: Invited manuscript

Correspondence to: Dr. Ashita Rastogi, DNB, Radiodiagnosis, 
Fellowship Cancer Imaging, Assistant Professor, Department 
of Radiodiagnosis and Imaging, Tata Memorial Centre, Room No. 
117, Dr E Borges Road, Parel, Mumbai 400012, 
India. rastogia@tmc.gov.in

Telephone: +91-99-69492798
Fax: +91-22-24146937

Received: January 20, 2017
Peer-review started: January 20, 2017
First decision: March 27, 2017
Revised: May 1, 2017
Accepted: May 12, 2017
Article in press: May 15, 2017
Published online: August 28, 2017

Abstract
Mammographic appearance of the normal breast is altered 
in the post-operative setting. It is essential to be aware 
of the normal findings as well as to identify features of 
recurrent disease with particular emphasis on radiological-
pathological concordance. Digital breast tomosynthesis 
and volumetric breast density add incremental value in 
this clinical setting. We present a pictorial review of various 
cases to illustrate normal post-operative findings as well as 
mammographic features suspicious for recurrent disease.

Key words: Mammography; Digital breast tomosynthesis; 
Breast conservation surgery; Post breast-conserving 
therapy imaging; Breast cancer

© The Author(s) 2017. Published by Baishideng Publishing 
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Core tip: Mammographic imaging in patients after breast 
conservation surgery is challenging because surgery alters 
the normal breast architecture. The distinction of normal 
post-operative changes from true findings of recurrence 
becomes demanding even for a breast imager making it 
essential to update our knowledge in the subject. In the 
recent times digital breast tomosynthesis and volumetric 
breast density are adding an incremental value in this 
clinical setting.
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INTRODUCTION
Breast conservation surgery (BCS) is the most com­
monly employed management of breast cancer in 
current practice and aims at surgical excision of the 
tumor while conserving the patient’s breast appearance 
and form. Breast radiologists need to update their 
knowledge of typical and atypical appearances of the 
treated breast in order to detect abnormalities signifying 
recurrence as well as to not raise unnecessary concern 
over benign course of post-operative change.

The expected changes on mammography after breast 
conservative surgery include skin thickening or edema, 
parenchymal edema, post-operative fluid collection, 
scar, fat necrosis and dystrophic calcifications which are 
more marked up to six months after therapy. Recurrence 
on mammographic imaging may be observed as a 
mass or microcalcifications, increase in skin thickening, 
increase in breast density, scar enlargement, axillary 
nodal recurrence or Paget’s disease. We present various 
mammography images to illustrate findings which 
may be left alone and those which require further 
intervention.

LEAVE-ME-ALONE FEATURES
Skin thickening and parenchymal edema
Normal skin thickness of the breast as seen on mam­
mogram is 2 mm[1,2]. Skin thickening (more than 2 mm) 
is the most common finding after breast-conserving 
therapy (BCT), reported in up to 90% of patients[3]. On 
imaging it manifests as skin and trabecular thickening 
or overall increased breast density due to parenchymal 
edema which decrease on follow up studies and return to 
normal by 2 to 3 years (Figure 1)[2]. Post radiation edema 
occurs more commonly after external beam radiotherapy 
(EBRT) than intraoperative radiotherapy[4,5]. Less com­
monly the skin thickening and parenchymal edema may 
be a consequence of lymphedema (secondary to axillary 
node dissection) or mastitis[3].

Post-operative collection
Fluid with or without blood which collects in the 
post-operative cavity appears as an oval or round 
circumscribed mass on mammography. When viewed 
on ultrasound, a mixed echogenic collection with variable 
fluid (anechoic) and haemorrhagic (echogenic) contents 
is observed. Post-operative fluid collections are seen in 
about half the patients at 1 mo after surgery and may 
remain in up to a fourth of cases till 6 mo[2] though in a 
few patients these may persist for years[6]. On sequential 

mammograms, the lesion becomes smaller, irregular and 
denser as the seroma retracts and is replaced by fibrous 
tissue (Figure 2). However an increase in size on follow-
up merits further evaluation to exclude a recurrent mass.

Post-surgical scar
A post-surgical scar appears as an area of architectural 
distortion contiguous with contour deformity of surgery. 
In comparison to a true recurrence which appears same 
on all mammographic views and has a dense centre; 
on different projections a scar has varied appearances 
(appearing less distorted on one) and demonstrates 

Figure 1  Patient underwent lumpectomy followed by radiation therapy. 
A-C: (A) Diffuse increase in skin thickness is seen in first post therapy 
mammogram which decreased on subsequent mammograms at two (B) and 
five (C) years respectively.

Feb 2008 Aug 2010 Feb 2013

A B C

Figure 2  Two different patients post breast conservation. A and B demonstrate 
retraction of scar in right breast on follow up while C and D reveal serial decrease 
in size of a post-operative collection (seroma) in left breast.
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fat lucencies within[3]. These features may be better 
imaged on spot compression or magnification views. 
As with a seroma, the scar usually decreases in density 
and/or size on serial imaging (Figure 3) or remains 
stable while an increase in size or density is suspicious 
for recurrence (Figure 4).

Dystrophic calcifications and fat necrosis
Benign calcifications are seen on mammography in 
about a third of treated breasts beginning 2 to 3 years 
after completion of therapy due to a combination of 
surgical trauma and radiation. Morphologically these 
calcifications are large (> 5 mm) and irregular in outline 
with central lucencies, with no associated mass/density 

and always occur at the site of surgery[7].
Fat necrosis is tissue necrosis resulting from damage 

to the intima of arteries from surgery and radiation. It 
more commonly manifests as an oval or round lucency 
with curvilinear or arc-like peripheral calcifications 
which are characteristic for the same (Figure 5). It is a 
common complication of myocutaneous flaps usually 
seen after 6-12 mo of treatment[3] and may clinically 
present as a palpable mass that is firm or hard[8]. When 
it presents as a palpable lesion with atypical appearance 
on mammography, sonography followed by biopsy may 
become requisite to confirm the diagnosis (Figure 6)[9].

A B C D
Figure 3  The scar usually decreases in density 
and/or size on serial imaging. A and B demonstrate 
a post-surgical scar in left breast which is contiguous 
with the skin contour deformity. Fat lucency (black 
dashed arrow) within the scar is seen on the MLO 
view in (B); C and D show the post-surgery scar 
(white arrow) on CC and MLO views having different 
morphology respectively; it opens up on CC view (C).

Jan 2007 Oct 2010 Feb 2011A B C
Figure 4  In a patient post breast-conserving 
therapy, scar (double headed arrow) is seen 
to increase in size at three (B) and four (C) 
years as compared to the initial mammogram 
shown in (A) which suggests recurrence. 

A B

Figure 5  Calcifications associated with fat necrosis demonstrate a typical 
curvilinear or arc-like (arrows) morphology (A and B).

BA 2014 2015

Figure 6  (A) Post breast-conserving therapy scar is seen in the right breast 
which appears to have increased in size on follow up mammogram after one 
year seen in (B). However fat lucencies are still seen within the lesion (which was 
better appreciated on tomography images). Patient underwent biopsy because of 
clinical suspicion of recurrence. 
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WORRISOME MAMMOGRAPHY 
FINDINGS, I.E., "RED FLAGS"
Recurrences may present at clinical examination or, 
may be detected only on mammography (Figure 
7) as suspicious microcalcifications or masses. The 
rate of local recurrence after breast cancer surgery is 
1%-2% per year[10]. Stability is defined as no interval 
change on two successive mammographic studies[7] 
and is generally observed at around 2-3 years after 
the completion of radiation therapy. Any retrograde 
change in imaging findings such as a new mass, 
microcalcifications, architectural distortion or an area of 
increased density at the scar site post stability should 
raise suspicion for tumor recurrence. Figure 8 lists the 
sites of recurrences to be looked for in conservatively 

treated breast on follow up.

Masses
Palpable recurrences usually manifest as masses and 
even when seen as microcalcifications on a mam­
mogram, they have associated densities. The temporal 
changes from prior mammogram determine the 
approach to patients[11]. Recurrences may be perceived 
as an increasing asymmetry or an enlarging mass within 
the operative bed or a new mass (neodensity) away 
from operative site[10] (Figure 9). Any neodensity at 
mammography should be evaluated on ultrasound to 
determine whether it is solid or cystic (Figure 10), and 
solid lesions should be biopsied (Figure 11).

Up to 65% of early recurrences occur at or within 
a few centimetres of the site of original tumor, usually 

Detection of recurrence

Mammography 35% Physical exam 39% Both 26%

Figure 7  How are recurrences detected on follow up.

Ipsilateral 
breast

Contralateral 
breast

Lymph nodes 
(ipsilateral and 
contralateral)

Parenchyma (neodensity/
developing asymmetry/mass/
microcalcifications)

Surgical scar (stable 
or not/flap-native 
tissue junction)

Skin (skin thickening/
nipple calicification-
Paget's disease)

Chest wall

On a follow up 
mammogram

Figure 8  Sites for recurrent lesions.

2007 2009 2010 2008 2012 2014A B C D E F

Figure 9  Two patients post breast-conserving therapy with recurrent masses. A-C show a recurrent mass (dashed arrow in C) appearing at the scar site (solid 
arrow in A and B) two years after surgery; D-F demonstrate a post-surgical scar in the lower aspect (arrow in D and E) and a recurrent mass (dashed arrow in F) in 
upper aspect - different quadrant than the primary.
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within 6-7 years of treatment[1]. At follow up imaging, it 
is essential to ensure that scar site is visible in two views 
(CC and MLO or additional views), at least in the first 
decade after surgery[6]. A new lesion or a neodensity 
which is suspicious may remain stable due to ongoing 
hormonal treatment, and stability does not indicate 
benign finding. Morphology is the most important 
criteria, and it is necessary to achieve a radiological-
pathological concordance (Figure 12). Recurrence in 
the form of a developing asymmetry (Figure 13) has a 
27% likelihood of cancer post BCT[12]. Post-oncoplastic 
or breast reconstruction, locoregional tumor recurrence 
is seen in 2.3%. The most common site of tumor 
recurrence is the contact line, at the junction of the flap 
with the native tissue[13] (Figure 14).

Microcalcifications
Microcalcifications that are casting, fine linear or 

linear branching and not typical of fat necrosis are 
suspicious. They are frequently similar in morphology 
to the primary cancer[7] (Figure 15). In an area of fat 
necrosis, fat like lucency is noted around or within the 
calcific densities, while in calcifications associated with 
recurrence, an associated mass density is seen in the 
region (Figure 16).

Skin thickening
Progression of breast edema or skin thickening after the 
first post-surgical, post radiation therapy mammogram is 
abnormal and should be investigated[14]. Increasing skin 
thickening is better appreciated on digital mammography 
as compared to screen film mammography.

Radiation induced sarcoma is a rare complication 

Neodensity (new mass on mammography)

Suspicious (even with well circumscribed margins)

USG: Rule out cyst

Biopsy should be performed. Radiological-
pathological concordance must

Figure 10  Approach to a neodensity.

Oct 2012

2014

A B

C

Figure 11  Patient with a left breast mass (arrow), who underwent breast-
conserving therapy (A), (B) follow up mammogram at 2 years revealed a 
neodensity (dashed arrow) which on ultrasound (C) was found to be a cyst. 

Jan 2012 Aug 2013

Dec 2008 May 2011A B

C D

E

Figure 12  Morphology is the most important criteria, and it is necessary 
to achieve a radiological-pathological concordance. A-C: Patient underwent 
breast-conserving therapy for left breast carcinoma and on follow up imaging 
was found to have a developing asymmetry (circle in A) progressing to a 
mass (arrows in B and C). Biopsy and histopathology showed no evidence of 
malignancy however there was radiological and pathological discordance; D 
and E: Patient presented a year later with a large necrotic FDG-avid mass in 
the left breast. FDG: Fluoro-2-deoxyglucose.
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which manifests as thickening of the skin or prominent 
trabecular pattern[15]. Angiosarcoma presents as a 
painless mass that may be associated with overlying 
blue or purplish discoloration of the skin (Figure 17).

Paget’s disease: Incidence of Paget’s disease in 
ipsilateral breast tumor recurrences ranges from 3.1% to 
10.6%. Paget’s disease following BCT or subcutaneous 
mastectomy and reconstruction in patients presenting 
with nipple changes is not uncommon and should prompt 
early biopsy of what could be considered post-RT nipple 
changes[16]. Microcalcifications in the nipple-areola region 
may be seen on the mammogram (Figure 18).

Axillary recurrence
Axillary nodal recurrence is relatively rare after ade­
quate nodal dissection (of level Ⅰ and Ⅱ) has been 
done, occurring in 1%-3% of women[17]. Patients who 
present with axillary recurrence have metastatic disease 
at other sites in about fifty percent. On mammogram 
enlarged nodes may be seen (Figure 19).

ROLE OF DIGITAL BREAST 
TOMOSYNTHESIS AND VOLUMETRIC 
BREAST DENSITY
Digital breast tomosynthesis (DBT) as a technique 
entails imaging of the breast tissue in multiple sections 
(at varied angles) instead of a two-dimensional image 
as with conventional mammography. The overlap of 
parenchymal tissues is resolved thus reducing the false 
positives as well as adequately identifying true lesions 
thus increasing the sensitivity of a mammogram. 
DBT not only helps in triangulation of a lesion but 
also reduces the requirement for additional views and 
lowers the patient call-back rate. Studies related to 
digital breast tomosynthesis to date have primarily 
focussed on screening with fewer reports on its utility in 
diagnostic mammography. Most studies have concluded 
a definite advantage of DBT in dense breasts (i.e., patients who have types 3 and 4 breast parenchymal 

A B C2007 Oct 2009 Apr 2010 Feb 2011C

Figure 13  Patient with a right breast mass (arrow in A) who underwent 
breast-conserving therapy shows a normal post therapy mammogram at 
two years (B) with a post-surgical scar (dashed arrow), follow up imaging 
demonstrates a developing asymmetry in the retro-areolar region at three (C) 
years post therapy which subsequently developed into a frank mass (D). 

A B CJun 2011 Jun 2013 Jul 2014

Dec 2014D E

F

G

Figure 14  The most common site of tumor recurrence is the contact line, 
at the junction of the flap with the native tissue. A-C: Patient post right 
lumpectomy (A) underwent subcutaneous mastectomy with LD flap (dashed 
arrows in B and C); D-F: At three year follow up patient presented with a skin 
nodule which was seen as an asymmetric density at the junction of flap with 
native breast tissue (arrows in D and E) and an increase in volumetric density 
of right breast (F); FDG-PET study (G) showed that the nodule was FDG avid. 
Histology - IDC grade 3. FDG-PET: Fluoro-2-deoxyglucose-positron emission 
tomography.
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Figure 15  Microcalcifications. A, B: 
Patient presented with a right breast 
mass with microcalcifications (arrow in B) 
and underwent right breast-conserving 
therapy with latissimus dorsi flap; C, 
D: At two years post treatment casting 
microcalcifications developed similar to 
the index lesion, better appreciated on 
magnified view (arrows in D) are seen 
around the scar site; E: Breast MRI 
revealed non-mass enhancement (dashed 
arrow) in the right breast. Histopathology 
of the recurrence showed DCIS. MRI: 
Magnetic resonance imaging.

A

B

C D

E

Jan 2008 Nov 2010

A B C

Figure 16  In dystrophic or benign calcifications, fat lucency (circle) is present within as seen in (A) while in calcifications associated with recurrence 
(arrows), the centre appears dense (circle) as shown in (B), (C) subtracted post contrast MRI image of the patient in (B) shows a seroma cavity (solid 
arrow) with an enhancing solid component (dashed arrow) in the periphery anteriorly.

A Mar 2007 B Jun 2008 C Feb 2009 D

E

Figure 17  (A) In a post breast-conserving therapy patient, the skin thickness increases at one-year (B) and two-year (C) follow up mammograms; (D) 
dynamic MR perfusion reveals increased perfusion along the skin of the right breast and an enhancing focus, on ultrasound (E) an oval hypoechoic mass 
with increased vascularity is seen in the retroareolar region corresponding to the enhancing focus on breast MRI. Histopathology: Angiosarcoma. MRI: 
Magnetic resonance imaging.
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density) in terms of lesion characterisation[18].
Similar to screening mammography, DBT also helps 

resolve post conservation changes such as a scar 
or other asymmetric densities due to parenchymal 
edema from a true recurrence[19]. A recent study by 
Sia et al[20] also reported that DBT decreases the rate 
of indeterminate findings in surveillance imaging of 
conservatively treated breasts. The fat density within 
the scar and that associated with benign calcification 
is better appreciated on DBT (Figure 20) whereas a 
true recurrence would demonstrate a mass. Increase 
in the volumetric breast density (Vbd) allows for a 
quantitative assessment for recurrences particularly 
where the presentation is without a definite mass 
(Figure 21).

CONCLUSION
To conclude, mammographic appearance of the breast 
is altered in the post-operative setting and breast 
radiologists should be cognisant of features suggestive 

of recurrent disease to identify it early. It is just as 
essential to be aware of the normal evolution of post 
therapy changes to avoid unnecessary further workup 
and stress to the patient. DBT and Vbd add incremental 
value in characterising normal and abnormal findings in 
this clinical setting. Not many studies have assessed the 
value of DBT over digital mammography with scope for 
research in this area in future.
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breast tomosynthesis.
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Figure 21  Patient underwent left breast-conserving therapy. On follow-up mammograms at five (A) and six (B) years a subtle increase in density is noted. On 
volumetric assessment (C and D), the left breast density increased from 6 to 17; E and F: Ultrasound and color Doppler revealed a heterogeneously hypoechoic mass 
in left upper outer quadrant with peripheral vascularity. Histology: IDC.
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