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Abstract: This study reports data from three clinical studies using the time-resolved diffuse optical
spectroscopy (TRS) system among breast cancer patients. The parameters of oxy-hemoglobin (O2Hb),
deoxy-hemoglobin (HHb), total hemoglobin (tHb), and oxygen saturation (SO2) were evaluated
using TRS, and its efficacy was tested in three trials. In trial 1, we recruited 118 patients with
primary breast cancer to estimate the tumor detection rate. The cumulative detection rate was
62.7%, while that in T stage 0 was 31.3% and in T stage 1 was 44.7%. These were lower than those
of T stage 2 (78.9%) and T stage 3 (100%). Next, we used TRS to monitor tumor hemodynamic
response to neoadjuvant chemotherapy (n = 100) and found that pathological complete response
(pCR) tumors had significantly lower tumor tHb than non-pCR tumors; a similar result was observed
in estrogen receptor (ER)-negative tumors, but not in ER-positive tumors. The third trial monitored
hemodynamic response to antiangiogenic therapy, bevacizumab (n = 28), and we demonstrated
that sequential optical measurement of tumor SO2 might be useful for detecting acute hypoxia
1–3 days after bevacizumab initiation. Next, response monitoring of neoadjuvant endocrine therapy
(n = 30) suggested that changes in tumor tHb during treatment can predict and distinguish between
responsive and non-responsive tumors early in letrozole therapy. In conclusion, our results show
that hemodynamic monitoring of tumors by TRS could pair the unique features of tumor physiology
to drug therapy and contribute to patient-tailored medicine. We recently established a platform for
performing TRS in patients with breast cancer.
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1. Introduction

Breast cancer is one of the most common causes of death worldwide. Screening and recent
advances in adjuvant therapy for primary breast cancer have reduced its mortality rate by
approximately 10–16% in Japan [1]. As data suggest that one in fourteen Japanese women will
develop breast cancer in their lifetimes, screening, diagnosis, and adjuvant therapy are essential
strategies. X-ray mammography is the current gold standard screening modality, and ultrasonography
is considered an adjunct therapy to mammography in premenopausal women [2]. Diffuse optical
spectroscopic imaging (DOSI) is an emerging modality with potential applications in oncology.
DOSI uses near-infrared light, in the 600–1000 nm wavelength range, to measure the concentrations of
oxy-hemoglobin (O2Hb), deoxy-hemoglobin (HHb), water (water), lipid (lipid), and oxygen saturation
(SO2) in breast tissue [3]. DOSI is a non-invasive, non-ionizing, cost-effective modality that also
provides functional quantification of tumor angiogenesis, hypoxia, edema, and adipose tissue [4–6].
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However, DOSI in breast cancer surveillance is not expected to provide precise anatomical information,
but only to contribute towards providing evidence of tumor physiological activity. This makes DOSI
an adjunct tool to conventional modalities for the early detection of breast cancer.

Neoadjuvant chemotherapy (NAC) before surgery is the standard procedure for patients with
advanced breast cancer [7]. Clinical studies have shown that disease-free survival after NAC is equal to
that after adjuvant chemotherapy, and the advantage of NAC is that a greater number of patients undergo
breast-conserving surgery after tumor shrinkage. Patients with pathological complete response (pCR)
after NAC experience longer survival compared to those with non-pCR, and prediction of pCR before
NAC or early during chemotherapy can improve patient outcomes [8]. Additionally, as more effective
therapies in patients with low response to chemotherapy are needed, functional imaging technologies
such as positron emission tomography (PET) and magnetic resonance imaging (MRI) play a definite role
in determining whether to continue, change, or abandon treatment [9]. DOSI has substantial advantages
during longitudinal monitoring as it captures physiological changes in breast tumors, especially in the
vasculature and the microenvironment.

Many optical imaging methods for diagnosis and treatment monitoring have been reported [10–13],
and we have established a two-dimensional optical imaging system with time-resolved spectroscopy (TRS)
for breast cancer surveillance, as previously reported [14]. TRS is a technique that measures the time of
flight, in addition to the light intensity, at the boundary of a medium. This method uses a short light
pulse as a light source, and measures the time point spread function of the light passing through the
tissue. Although TRS has the disadvantages of being complicated, expensive and having a long measuring
time, the short pulsed light used in the time domain contains all the frequency components, and the
measurement is stabilized compared to the measurement using the limited frequency component of the
frequency domain. In this report, we present findings obtained from three clinical studies and discuss the
usefulness and limitations of TRS in breast cancer treatment.

2. Materials and Methods

2.1. Patients, Settings, and Study Design

We conducted three clinical studies in breast cancer patients between July 2012 and March 2018 using
the TRS system, and recruited 436 patients for all three studies. Using this system, we acquired
1474 measurements from these subjects. All three were prospective clinical studies: (1) clinical study
of in vivo optical imaging of breast cancer using diffuse optical spectroscopy (UMIN000011888); (2) value
of usefulness of diffuse optical spectroscopic imaging for monitoring the efficacy of bevacizumab followed
by paclitaxel in breast cancer patients (UMIN000015837); (3) early prediction of tumor response using
imaging and molecular biomarkers of hormone sensitive breast cancer in a neoadjuvant hormonal therapy
setting (UMIN000013815), and were registered at the UMIN Clinical trials registry.

2.2. Establishment of the TRS Breast Imaging System

A dual-channel three-wavelength time-resolved spectroscopy system (TRS-20, Hamamatsu Photonics
K.K., Hamamatsu, Japan) was used to measure optical breast tissue parameters. The TRS-20 consists of two
pulsed light sources, photomultiplier tubes (GaAs PMT, Hamamatsu Photonics K.K., Hamamatsu, Japan),
a single photon counting (SPC) unit, and optical fibers. Each pulsed light source, called Picosecond Light
Pulses (PLPs, Hamamatsu Photonics K.K., Hamamatsu, Japan), is composed of three laser diodes (760 nm,
800 nm, and 834 nm) which generate a light pulse with full-width at half-maximum (FWHM) of 70–100 ps
at repetition frequency of 5 MHz, and has an average output power at the irradiation optical fiber end of
~100 µW. The SPC unit (custom-designed, Hamamatsu Photonics K.K., Hamamatsu, Japan), based on
the time-correlated single-photon counting method (TCSPC) for measuring the temporal point spread
functions (TPSFs) of tissue, is composed of a constant fraction discriminator (CFD), a time-to-amplitude
converter (TAC), an analog-to-digital (A/D) converter, and a histogram memory. The irradiation fiber
is a single fiber with a numerical aperture (NA) of 0.25 (GC.200/250L, FUJIKURA, Tokyo, Japan), and a
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fiber bundle 3 mm in diameter with NA of 0.29 (Sumita Opcical Glass, Inc., Saitama, Japan) is applied
to the optical detection fiber. To estimate the absorption and reduced scattering coefficients, TPSF is
first derived from analytical solution of the diffusion equation, on the assumption that the breast is
a semi-infinite homogeneous medium. Then, the TPSF, which is convoluted with the instrumental
response function, is fitted to the observed temporal profile. In the fitting procedure, the non-linear
least-squares method is used [15,16]. Oxy- and deoxy-hemoglobin concentrations are determined using
an expression in which the absorption coefficient consists of a linear combination of the extinction
coefficients and concentrations of hemoglobin. The TRS imaging system is shown in Figure 1.
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Figure 1. Time-resolved spectroscopy (TRS) breast imaging system.

2.3. Procedure of TRS Measurements

All patients were histologically diagnosed with mammary carcinoma from a core biopsy sample
before optical measurement. The average optical measurement time for each patient was about 20 min.
A handheld TRS probe with a 2.8 cm source-detection distance was used to measure absorption and
scattering of the breasts with patients in the supine position. After ultrasonography (US)-based tumor
detection, an optical probe was placed on the skin surface corresponding to tumor location and its
surrounding breast tissues, and point sensing was initiated. The grid maps of the tissue with the
tumors comprised 7 × 7 points with a 10-mm interval between two points in the x–y dimension,
resulting in a minimum of 49 measurement points in each map [14]. Acquisitions were made such
that the tumor was located at the center of the grid map. A lesion region of interest (ROI) was used
for 2D image reconstruction for Hb distribution. In the contralateral, normal breast, a grid map with
5 × 5 points was obtained and used as a mirror image. The average concentration of Hb and percentage
of SO2 were recorded as representative parameters.

2.4. Monitoring Tumor Response to Neoadjuvant Chemotherapy

Functional imaging can predict tumor response to chemotherapy. Further, as changes in tumor
metabolism precede tumor shrinkage, fluorodeoxyglucose-positron emission tomography (FDG-PET)
imaging and dynamic-enhanced MRI are widely accepted as noninvasive modalities for monitoring
tumor response during NAC [17,18]. However, these modalities are expensive, and their cost
precludes integration into routine clinical practice. Many clinical studies have reported that DOSI
has great potential for early assessment of tumor hemoglobin response to NAC, which serves as
a predictor of pathological outcome [19–21]. Therefore, between September 2013 and February
2015, we prospectively enrolled 100 patients who were eligible for NAC at two centers (Saitama
Medical University International Medical Center and Hamamatsu University Medical School) [22]; of
these, 84 patients completed the full course of NAC and underwent definitive surgery (Figure 2A).
The average tumor size was 37.5 mm (SD, 16.8 mm). Hormonal receptor-positive breast cancer was
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present in 47 patients (55.9%), and HER2-positive breast cancer was present in 19 patients (21.4%).
The pathological outcome after surgery was determined to be pCR in 16 (19%) and non-pCR in 68
(81%) patients, where pCR was defined as the absence of invasive cancer cells in the breast irrespective
of axillary status (ypT0/is). The chemotherapy regimen varied among patients and was at the treating
physician’s discretion; however, the majority (70.2%, n = 59) received anthracycline- and taxane-based
regimens, 17.9% (n = 15) received carboplatin- and docetaxel-based regimens, and 11.9% (n = 10)
of the patients were administered bevacizumab- and paclitaxel-based regimens. All patients with
HER2-positive breast cancer received chemotherapy combined with trastuzumab. TRS measurement
was performed before initiation of chemotherapy (at day 2 to day 1 before initial infusion of the drug),
and at day 2 to day 1 before the second or third infusion. The ROI of the tumor, corresponding to
peak tumor tHb, was monitored during the early courses of NAC, and percentage change in average
tHb between the baseline and after chemotherapy was calculated using the formula: (interim tHb –
baseline tHb)/baseline tHb × 100 (%).
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Figure 2. (A) Study protocol of hemodynamic monitoring of tumor response during neoadjuvant
chemotherapy. (B) Study protocol of hemodynamic monitoring of tumor response to single-agent
bevacizumab in patients with advanced breast cancer. (C) Study protocol for fluorodeoxyglucose-positron
emission tomography-guided (FDG-PET-guided) neoadjuvant endocrine therapy and hemodynamic
monitoring of tumor response.
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2.5. Optical Visualization of Cancer Vascular Remodeling after Antiangiogenic Therapy

Angiogenesis is a key driver of growth and metastatic cancer spread [23]. However, the anti-angiogenic
concept of cancer therapy posits that anti-angiogenic drugs should restore oxygenation in the presence of
proper vascular remodeling [24]. Visualization of vascular remodeling and oxygenation is, therefore,
an intriguing approach for exploring normalization in the cancer microenvironment after initiation
of antiangiogenic drugs [25]. TRS can be a powerful tool to monitor vascular remodeling, since
visualization of breast cancer hemodynamics can help elucidate the mechanisms underlying changes
in vascularity and tissue oxygenation [26]. Bevacizumab, an antibody against endothelial growth
factor, is well-known as a key drug in patients with advanced and/or metastatic breast cancer [27,28].
Thus, we conducted a clinical study in 28 patients with advanced stage 3/4 breast cancer using the
standard regimen of bevacizumab (10 mg/kg body weight), administered intravenously on days 0 and
14, in combination with paclitaxel (90 mg/m2 body surface area), administered on days 0, 7, and 14 in
every cycle (Figure 2B) [29]. To evaluate the physiological effect of bevacizumab alone, paclitaxel was
omitted on the first day of the first cycle. Patients continued the regimen for six cycles unless disease
progression or unacceptable toxicity precluded chemotherapy continuation. Patients underwent serial
FDG-PET/CT scans at baseline and after two cycles of chemotherapy. Then, the change in tumor
maximal standard uptake value (SUVmax) was evaluated. The tumor metabolic response was classified
based on the change in SUVmax, with a cutoff value of −20% used to categorize patients as either
responders (change in SUVmax > 20%; n = 18) or non-responders (change in SUVmax < 20%; n = 10).
Patients also underwent repeat TRS measurements every day during single-agent bevacizumab,
and we observed changes in Hb and SO2 in the tumor at baseline, and on days 1, 3, 6, 8, and 13. For the
clinical study, we hypothesized that if vascular normalization occurs after successful remodeling,
tumor tHb should decrease with a simultaneous increase in SO2 levels.

2.6. Monitoring Tumor Response to Neoadjuvant Endocrine Therapy

Although neoadjuvant endocrine therapy is not the standard treatment for breast cancer, it has been
widely used among postmenopausal women with hormone receptor (HR)-positive breast cancer, because
neoadjuvant endocrine therapy has reportedly contributed to tumor shrinkage in 30–75% of the patients
and because it can increase the conversion rate from mastectomy to breast-conserving surgery [30–32].
Therefore, early identification of responding and non-responding tumors allows patients with resistant
tumors to receive alternative treatments such as surgery, molecular-targeting agents, or chemotherapy.

We have previously assessed whether the early PET response, evaluated by FDG PET/CT, could
predict morphological and pathological responses to neoadjuvant endocrine therapy in patients with
hormone receptor-positive breast cancer [33]. The pilot study enrolled 12 patients who received a
daily dose of 2.5 mg of letrozole for 12 weeks, followed by surgery. When serial FDG-PET scans were
acquired at baseline and after 4 weeks of letrozole therapy, metabolic responders showed a 40% or
greater reduction in FDG uptake, as evidenced by SUVmax changes, and a significant decrease in the
Ki67 proliferative index; these were not observed in non-responders. A large randomized clinical trial
(Intermediate Marker Project: anastrozole, combination or tamoxifen; IMPACT) also reported that a low
Ki67 index following endocrine therapy was significantly correlated with relapse-free survival among
patients after surgery [31]. Similarly, our findings reveal that an FDG-PET/CT-guided therapeutic
strategy could be promising during neoadjuvant endocrine therapy [33]. Recently, we conducted a
feasibility study using TRS to monitor hemodynamic response during neoadjuvant endocrine therapy
(Figure 2C). We enrolled 30 patients with HR-positive primary breast cancer, and categorized PET
responders (n = 20) and PET non-responders (n = 8) based on a 25% reduction in tumor SUVmax between
serial scans of FDG-PET/CT, obtained before therapy and at 3 months after initiation letrozole therapy.
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3. Results

In the initial study, we recruited 118 patients with an established histological diagnosis of breast
carcinoma, and TRS-based values such as HbO2, HHb, tHb, and SO2 of breast tumors were found to be
significantly higher than those of the contralateral normal tissue (Figure 3A) [34]. There were no significant
differences in average rtHb levels among the various histological types such as ductal carcinoma in situ,
invasive ductal carcinoma, invasive lobular carcinoma, or mucinous carcinoma. On the other hand, higher
tumor rtHb was significantly and positively correlated with tumor size, nuclear grade, and lymphatic
vascular invasion. The overall detection rate for breast tumors using TRS was 62.7%, while its sensitivity
according to tumors stratified by T stage was: T0, 31.3%; T1, 44.7%; T2, 78.9%; and T3, 100% (Figure 3B).
These results imply that our approach using TRS is not suitable for early detection of breast cancer; however,
Hb parameters measured by TRS may be useful for assessing tumor aggressiveness.
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Figure 3. (A) Tissue concentration of hemoglobin: tumor vs. normal breast. (B) Tumor detection rate
using the TRS breast imaging system. Tis: in situ carcinoma; T1: tumor size of 2 cm or less; T2: tumor
size of 2–5 cm; T3: tumor size of 5 cm or more, or tumor with skin invasion, or tumor with muscle
invasion. SD: standard deviation.

Regarding neoadjuvant chemotherapy, we found that pCR tumors showed a significantly
greater reduction in percentage tHb change after the first course of chemotherapy compared to
non-pCR tumors (average, −23.4% ± 4.3 SE vs. −14.1% ± 1.7 SE; p = 0.02), which increased after
the second course of chemotherapy (average, −33.9% ± 3.8 SE vs. −20.2% ± 1.7 SE; p = 0.001,
Figure 4A-1,A-2). Receiver-operating-characteristic (ROC) curve analysis yielded an Area under the
curve (AUC) of 0.69 for the first chemotherapy infusion, and of 0.75 for the second chemotherapy
infusion. Thus, we considered that tHb measurement alone may be insufficient for monitoring
tumor response to NAC and for precisely predicting histological outcome, as many neoadjuvant
studies using FDG-PET/CT have reported a diagnostic performance of 75–90% when serial scans
of FDG-PET/CT were administered at baseline and during the initial stages of 1–3 courses of
chemotherapy. Next, patients were categorized into a hormonal-receptor-dependent sub-group and a
hormonal-independent sub-group based on ER status. A total of 47 patients had ER-positive breast
cancer, including eight patients with pCR (Figure 4B-1), while 36 patients had ER-negative breast cancer,
including seven patients with pCR (Figure 4B-2). When ER-positive tumors and ER-negative tumors
were separately evaluated, the ROC curve analysis yielded AUC values of 0.6 (0.15 SE) and 0.5 (0.13 SE)
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for ER-positive breast cancer, and 0.81 (0.08 SE) and 0.82 (0.07 SE) for ER-negative breast cancer after
the first and the second courses of chemotherapy, respectively. When stratified by intrinsic subtypes,
40 patients had luminal breast cancer, including three with pCR (Figure 4C-1). Importantly, tHb in
pCR tumors did not decrease after the first chemotherapy infusion, and showed no difference after
the second infusion compared to non-pCR. Among 27 patients with triple-negative breast cancer
(TNBC), three patients had pCR. The decrease in tHb in pCR tumors was higher compared to that of
non-pCR tumors (Figure 4C-2), and among 19 HER2-positive patients, nine achieved pCR (Figure 4C-3).
Thus, it appears that pCR tumors show a trend of greater reduction in tHb than non-pCR tumors,
but these differences were smaller than those seen in TNBC patients.
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(B) Diagnostic performance of pCR stratified by ER status. ER, estrogen receptor; BC, breast cancer;
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TNBC: triple-negative breast cancer.
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Regarding antiangiogenic therapy, non-responders to bevacizumab, determined based on
FDG-PET/CT, showed both lower tumor shrinkage (mean ± SE; −11.9 ± 10.5%) than responders
(−38.7 ± 8.8%; p = 0.07) and poorer survival than the responders (p = 0.1, Kaplan–Meier method, data
not shown). Representative case studies of a patient with a tumor responsive to bevacizumab and a
patient with a non-responsive tumor to bevacizumab are shown in Figure 5A-1,A-2. Non-responders
also showed markedly lower tumor SO2 immediately after bevacizumab infusion compared to
responders, and the SO2 level in non-responders was significantly lower than that of the responders
from days 1 to 3 (Figure 5B). Tumor Hb (tHb) of non-responders transiently decreased on day 1 after
bevacizumab infusion, but recovered to baseline between days 3 and 6. In contrast, tHb among
responders showed a sustained decrease during the observation period. Specifically, tHb levels on
days 3 and 6 were significantly higher in non-responders compared to responders. The findings imply
that tumors that are non-responsive to bevacizumab display acute hypoxia and further angiogenesis
after drug infusion.
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Regarding neoadjuvant endocrine therapy, PET non-responders represented PD (n = 0), SD (n = 1),
PR (n = 18), and CR (n = 1), while PET non-responders represented PD (n = 2), SD (n = 3), PR (n = 2),
and CR (n = 0). There were significant differences between the two responder groups regarding clinical
response (p = 0.003, data not shown). Although PET responders and non-responders did not differ
regarding invasive size at post-surgical histological evaluation, the Ki67 proliferative index among PET
responders was significantly lower than that of non-responders. TRS was performed before and after
2 weeks, 1 month, 2 months, and 3 months of letrozole therapy initiation. Representative case studies
of a patient with PET response and a patient with PET non-response are shown in Figure 6A-1,A-2.
Among some patients with PET-responsive tumors, peak tHb disappeared immediately after letrozole
therapy initiation, while tHb values increased in some patients with non-responsive tumors despite
continued letrozole therapy. The decline in tHb value at 1 and 3 months after letrozole therapy
among PET responders was significantly larger than that seen among PET non-responders (p = 0.01)
(Figure 6B). Our findings reveal a close relationship between glycolysis and the hemodynamics of
malignant tumors, implying that hemodynamic response monitoring using TRS is a feasible approach
even in patients who receive endocrine therapy.
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4. Discussion

Our initial clinical studies conveyed important information on breast cancer imaging using
TRS. The first was that the TRS imaging system is not useful for screening during early breast
cancer as the overall detection rate of 62.7% is unacceptably low, with even lower rates for T stages
0 and 1. Nonetheless, it was useful for monitoring neoadjuvant therapy in patients with advanced
breast cancer, because detection rates were acceptable among patients with T-stages 2 and 3 tumors.
During neoadjuvant chemotherapy monitoring, pCR tumors showed a significantly greater decrease
in tHb compared to non-pCR tumors. However, when we compared the diagnostic performance
of TRS to FDG-PET/CT for predicting pCR during neoadjuvant chemotherapy, DOSI showed a
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lower diagnostic performance than FDG-PET/CT. Interestingly, we found that the responsiveness
of ER-positive tumors and ER-negative tumors was different in patients who received cytotoxic
chemotherapy. Specifically, in patients with ER-negative tumors, TNBC was an excellent predictor of
pCR based on the AUC; however, it was completely unacceptable among patients with ER-positive
tumors. These findings imply that tumor hemodynamics depend on breast cancer’s hormonal status.
Since ER-negative tumors are characterized by higher metabolic and angiogenic activities, chemotherapy
monitoring using TRS could be useful in patients with ER-negative tumors, especially among TNBC
patients. Thus, attention to differential response of tHb stratified by breast cancer subtypes may be essential.

TRS is feasible among patients with HR-positive tumors who receive endocrine therapy.
Further, while letrozole therapy (neoadjuvant endocrine therapy using aromatase inhibitor) can
distinguish between metabolic responders and non-responders based on serial FDG-PET, metabolic
responders had significantly lower tHb than non-responders.

A recent clinical trial (JFMC34-0601) among 107 patients treated with 25 mg/day exemestane
for 16 weeks, followed by a further 8 weeks depending on the clinical response, reported that eight
patients with progressive disease had markedly poorer disease-free survival and overall survival
compared to patients with partial response or stable disease [34].

The discrepancy in clinical results between cytotoxic chemotherapy and endocrine therapy
indicates that hemodynamic response is dependent on drug pharmacology. In our trial using the
antiangiogenic drug bevacizumab, tumor SO2 among non-responders, but not responders, decreased
dramatically after bevacizumab administration. Thus, TRS could be useful for monitoring the dynamics
of the hypoxic tumor microenvironment in breast tissue. These observations may help explain the
negative impact of bevacizumab, wherein the drug fails to promote vascular remodeling and destroys
the tumor microenvironment in some patients. In fact, published data demonstrate that circulating
angiogenic biomarker levels, such as vascular endothelial growth factor (VEGF), basic fibroblast
growth factor (FGF), and Transforming Growth Factor Beta (TGFβ), markedly increase on days
3 and 4 after infusion of bevacizumab in non-responders, but not in responders [30]. Thus, our TRS
study with bevacizumab has provided physiological insight into drug-induced hypoxia and cancer
progression, and may be useful for in vivo biomarker imaging in the future for assessing the effects of
antiangiogenic therapy.

There are several limitations to the TRS technology. First, TRS can only be used for primary
tumors and the surrounding normal tissue, not on axillary nodes. Further, we cannot precisely evaluate
pCR status, including axillary node status. Optical absorption is limited to the reach of the photons,
which corresponds to a few centimeters of depth from the skin. In addition, as chest wall thickness
varies at different angles, it can compromise measurements when the distance between the skin and
the muscle is too low. The relatively low sensitivity and poor spatial resolution of TRS can affect
the reproducibility of the results, although MRI or US-guided measurement combined with TRS can
improve measurement quality. Third, larger datasets on the water and lipid content of tissue were
required to precisely assess tHb values, as tissue water and lipid concentrations are known to change
during drug therapy drastically.

Despite these limitations, TRS, which does not use either ionizing radiation or extra contrast
agents, has the advantage of being safe and painless even if multiple measurements need to be
acquired from the same patient. Vascular and hypoxia imaging measured by TRS is an intriguing
approach, with demonstrable implications for functional diagnosis in breast cancer. Although TRS
is not suitable for early detection of primary breast cancer, hemodynamic stratification can identify
unique alterations in tumor angiogenesis and hypoxia during treatment. Further studies will be
required to explore optical phenotypes associated with molecular profiles of breast cancer, and to
develop patient-tailored medicine.
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