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Background: The purpose of this study was to determine the yield of stereotactic core breast 

biopsy and its cost-saving potential.

Methods: This observational study was conducted at the Department of Radiology at Aga Khan 

Hospital in Karachi. All female patients (n = 84) undergoing stereotactic core breast biopsy 

under mammographic guidance from January 2005 to May 2010 were included.  Stereotactic 

core biopsy was performed on a dedicated mammography unit employing a 14-gauge needle 

with an automated biopsy device. Ten patients with incomplete medical records were excluded. 

All breast biopsy results were either compared with surgical findings in cases of malignant 

histopathological findings or with follow-up needle localization in case of benign core biopsy 

findings.

Results: Fifteen of our 74 patients had malignant findings on stereotactic biopsy, confirmed on 

histopathology of the final surgical mastectomy specimen. The remaining 59 patients had benign 

results on histopathology; five patients had needle localization of the same area due to either 

suspicious mammographic findings or clinical suspicion of malignancy. All were proven to be 

histopathologically benign on open surgical biopsy. Fifty-four patients with benign results had 

follow-up mammograms, and the follow-up period was 18 months to 5 years. The sensitivity 

and specificity was 100%. The cost saving per patient was US$253.

Conclusion: Stereotactic core breast biopsy is a safe and cost-effective method for determining 

the nature of suspicious mammographic findings.
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Introduction
Breast cancer is the most common cause of morbidity and mortality among women 

worldwide.1 More than half of patients with breast cancer reside in developing 

 countries, where resources to fight the disease are limited.2 Most women suspected 

of having breast cancer are referred for breast biopsy to determine if the lesion seen 

on imaging is benign or malignant and whether further work-up and management is 

warranted. Most women undergoing breast biopsy have benign lesions and do not 

require further treatment. Recently published data for screening studies showed that 

2616 open biopsies were performed in the UK in 2008–2009 and that 69% of these 

were benign and 31% were malignant. The malignant biopsy rate has shown a decline 

from 2.04 per 1000 women in 1996–1997 to 0.40 per 1000 women in 2008–2009, and 

that the nonoperative diagnosis rate for cancers has increased from 63% to 95%.3

Breast biopsies may be performed by open surgery (incisional or excisional biopsy) 

or by minimally invasive core needle biopsy. Core needle biopsy involves removing 
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small cores of breast tissue obtained by a shallow core 

needle inserted through the skin. Core needle biopsy is less 

expensive, has fewer complications and a shorter recovery 

time, and incurs less psychological trauma. According to a 

systematic review, stereotactic-guided and ultrasonography-

guided core needle biopsy procedures seem to be almost 

as accurate as open surgical biopsies, and have a lower 

 complication rate.4

Stereotactic breast biopsy using a 14-gauge needle is a 

reliable method of biopsy for nonpalpable breast lesions.5 

The data suggest that 2%–4% of women undergoing 

screening mammography are referred for biopsy of a mam-

mographic abnormality.6 The majority of these patients 

have benign lesions. The effort and cost involved in further 

evaluation of these abnormalities is huge, and most of this 

is incurred by surgical biopsies. Stereotactic breast biopsy is 

a less expensive and less invasive method of breast biopsy 

for evaluating mammographically detected suspicious 

breast lesions.

We conducted this study to determine the yield of 

stereotactic core needle biopsy for evaluation of mammo-

graphically detected nonpalpable lesions, and its effect on 

cost saving for the patient.

Methods
This descriptive study was conducted in the Department of 

Radiology at the Aga Khan University Hospital in  Karachi 

from January 2005 to May 2010. All patients (n = 84) 

undergoing stereotactic breast biopsy in the department 

were included. All prebiopsy mammograms were reviewed 

independently by two consultant radiologists. The 

mammographic findings were categorized according to the 

Breast Imaging Reporting And Data System (BI-RADS®)

assessment criteria. The biopsy was performed on a 

Mammomat Nova 3000 (Siemens AG, Berlin, Germany)

using an Opdima stereotactic biopsy device. A 14-gauge 

needle with an automated gun was used. On average, 

5–6 cores were taken. The specimens removed were 

radiographed to confirm that the sample contained the 

targeted suspicious microcalcifications or parenchymal 

density. Ten patients with incomplete medical records 

were excluded. The age of the patient, indication for 

mammography, histopathological outcome, and further 

management were recorded from patients’ personal files. 

Concordance between the mammographic abnormality 

and histopathological results was determined using Kappa 

statistics. A P value ,0.05 was considered statistically 

significant.

The yield was determined by calculating the sensitivity 

and specif icity of stereotactic core biopsy. The cost 

 comparison was done by calculating the difference between 

the charges for stereotactic biopsy and open surgical biopsy 

per patient.

Results
Eighty-four women underwent stereotactic core biopsy dur-

ing the study period. Their mean age was 57 ± 1.3 years. 

Of these, ten had incomplete medical records or follow-up 

and were excluded. Of the remaining 74 women, prebiopsy 

mammograms were categorized as BI-RADS II in 25 cases, 

BI-RADS III in 16 cases, BI-RADS IV in 27 cases, and BI-

RADS V in six cases. The biopsy was performed in patients 

with BI-RADS category II mammograms either because of 

strong family history or a history of malignancy in the contral-

ateral breast in order to decide on an appropriate management 

plan. Similarly, in mammograms reported as BI-RADS III, 

a biopsy was performed because the clinician did not want 

to wait for 6 months to obtain a follow-up mammogram, to 

alleviate patient anxiety, or if the clinician was concerned that 

the patient would not attend the follow-up mammography. 

Biopsy was performed in 23 patients to evaluate a suspicious 

parenchymal density or nodule and in the rest for suspicious 

microcalcifications seen on mammography. In a few patients, 

a mass was clinically palpable, but the clinician opted for 

image-guided biopsy as a means to target microcalcifications 

in the mass. Among the patients who underwent biopsy, 15 had 

malignant findings confirmed on histopathology of the final 

surgical mastectomy specimen. The remaining 59 patients 

had benign results on histopathology; five of these patients 

had needle localization in the same area due to either suspi-

cious mammographic findings or strong clinical suspicion of 

malignancy. All were proven histopathologically to be benign 

on open surgical biopsy. Fifty-four patients with benign results 

on histopathology were also followed up with mammograms. 

The follow-up period was 18 months to 5 years, and confirmed 

benign findings. The sensitivity and specificity was 100%. 

Excellent agreement was noted between mammographic 

abnormality and histopathological results with a Kappa value 

of 8 (P = 0.000). The cost of stereotactic core biopsy at our 

institution is US$100, whereas open  surgical biopsy after 

needle localization costs US$353. This represents an obvious 

cost saving of US$253 per patient.

Discussion
Pakistan has a higher burden of breast cancer than other 

Asian countries.7,8 Image-guided breast biopsy techniques 
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were developed to overcome the diagnostic problem 

of increasing numbers of suspicious lesions detected 

at mammography.7 Stereotactic breast biopsy using a 

14-gauge needle is an accurate method of tissue sampling 

for nonpalpable breast lesions, and was used for the first 

time in Sweden in 1974 for fine needle aspiration cytology.5 

Improvement in techniques over the last 30 years have 

allowed this method to be used to assess both palpable 

and nonpalpable lesions of the breast in both screening and 

symptomatic settings.9

According to most published reports, the targets for 

core biopsy are all types of nonpalpable mammographic 

abnormalities, including a mass, calcifications, or a  calcified 

mass.10–12 The reported concordance for surgical and 

stereotactic biopsy is 87%–96%.10

Our results show that 80% of all lesions biopsied were 

benign, which is comparable with a study conducted by 

Jackman et al.13 Recently published screening data from the 

UK show that 2616 open surgical biopsies were performed 

in 2008–2009, of which 69% were benign and 31% were 

malignant.3

Biopsy results strongly influence the algorithm for 

evaluation of suspicious lesions. The biopsy method must 

be minimally invasive, accurate, and cost-effective. The 

cost of stereotactic core biopsy at our institution is US$100 

whereas the cost of open surgical biopsy after needle local-

ization is US$353. This represents an obvious cost saving 

of US$253 per patient.

Open surgical biopsy requires a 1-day hospital admission, 

and is associated with more anxiety on the part of the patient 

about undergoing a procedure in an operating room. It is also 

associated with more breast scarring. In contrast, stereotactic 

breast biopsy does not require hospital admission and the 

entire procedure is completed in 1 hour, it is associated 

with no scarring clinically or radiologically, and patients 

can resume their daily activities immediately after the 

procedure.

Our study showed a sensitivity of 100%, which is 

 comparable with that in a study conducted by Peters et al.14 

In this study, all patients with benign findings on stereotactic 

biopsy underwent surveillance mammography which is 

routine clinical practice. No breast malignancy was missed 

on surveillance mammography after 2 years of follow-up 

mammography. However, the COBRA (COre Biopsy after 

RAdiological localization)15 study reported a sensitivity 

of 97%. In COBRA, all lesions, whether benign or malig-

nant on stereotactic core needle biopsy, underwent open 

surgical biopsy.

Our specificity was 100% which is similar to the 99% 

specificity reported by the COBRA study, in which 973 

patients under went stereotactic core needle biopsy followed 

by open surgical biopsy if the results of stereotactic core 

needle biopsy were benign, and therapeutic surgery if the 

results of stereotactic core needle biopsy were malignant. 

In our study, only five patients underwent open surgical 

biopsy if the results were benign, and the rest of the patients 

were followed up by surveillance mammography over a 

follow-up period of 18 months to 5 years.

There were a few limitations to our study. A small sample 

size might have resulted in 100% sensitivity and specificity; 

all patients with benign results on stereotactically guided 

core needle biopsy did not undergo open surgical biopsy, and 

were followed up by surveillance mammography, although 

the follow-up period ranged from 18 months to 5 years.

Conclusion
Stereotactic core breast biopsy is a safe and cost-effective 

method for determining the nature of suspicious finding 

on mammograms. In patients with benign findings on 

stereotactically guided core needle biopsy, surgical excision 

is not warranted, but studies with larger numbers of patients 

are needed to generalize this recommendation.

Disclosure
The authors report no conflicts of interest in this work.

Reference
1. World Health Organization. The World Health Report 1998, Life in 

the 21st Century: a Vision for All. Geneva, Switzerland: World Health 
Organization; 1998.

2. Parkin DM, Pisani P, Ferlay J. Estimates of the worldwide  incidence 
of eighteen major cancers in 1985. Int J Cancer. 1993;54(4): 
594–606.

3. National Health Service. NHS Breast Screening Programme. Available 
from: http://www.cancerscreening.nhs.uk/breastscreen/publications/
baso2008-2009.pdf. Accessed June 7, 2011.

4. Bruening W, Fontanarosa J, Tipton K, Treadwell JR, Launders J, 
Schoelles K. Systematic review: comparative effectiveness of core-needle 
and open surgical biopsy to diagnose breast lesions. Ann Intern Med. 
2010;152(4):238–246.

5. Wallace JE, Sayler C, McDowell NG, Moseley HS. The role of 
stereotactic biopsy in assessment of nonpalpable breast lesions. Am J 
Surg. 1996;171(5):471–473.

6. Sickles EA. Quality assurance: how to audit your own mammography 
practice. Radiol Clin North Am. 1992;30(1):265–275.

7. Bhurgri Y. Karachi Cancer Registry data – implications for the National 
Cancer Control Program of Pakistan. Asian Pac J Cancer Prev. 2004; 
5(1):77–82.

8. Faiza A, Sadia M, Juanita H, Shaista MK. Breast cancer risk factors 
knowledge among nurses in teaching hospitals of Karachi, Pakistan:  
a cross sectional study. BMC Nurs. 2006;5:6.

9. Flynn EA, Wilson AR, Michell MJ. Image-guided breast biopsy:  
state-of-the art. Clin Radiol. 2010;65(4):259–270.

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com
http://www.cancerscreening.nhs.uk/breastscreen/publications/baso2008-2009.pdf
http://www.cancerscreening.nhs.uk/breastscreen/publications/baso2008-2009.pdf


International Journal of Women’s Health

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/international-journal-of-womens-health-journal

The International Journal of Women’s Health is an international, peer-
reviewed open-access journal publishing original research, reports, 
reviews and commentaries on all aspects of women’s healthcare includ-
ing gynecology, obstetrics, and breast cancer. Subject areas include: 
Chronic conditions (migraine headaches, arthritis, osteoporosis); 

Endocrine and autoimmune syndromes; Sexual and reproductive 
health; Psychological and psychosocial conditions. The manuscript 
management system is completely online and includes a very quick 
and fair peer-review system. Visit http://www.dovepress.com/ 
testimonials.php to read real quotes from published authors.

International Journal of Women’s Health 2011:3submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

Dovepress

196

Masroor et al

 10. Dowlatshashi K, Yaremko MI, Khuskens IF, Jokich PM. Nonpalpable 
breastlesion: findings of stereotactic needle-core biopsy and fine-needle 
aspiration cytology. Radiology. 1991;181(3):744–750.

 11. Liberman L, Dershaw DD, Glassman JR, et al. Analysis of cancers not 
diagnosed at stereotactic core breast biopsy. Radiology. 1997;203(1): 
151–157.

 12. Rosenblatt R, Fineberg SA, Sparano JA, Kaleya RN. Stereotactic core 
needle biopsy of multiple sites in the breast: efficacy and effect on 
patient care. Radiology. 1996;201(1):67–70.

 13. Jackman RJ, Nowels KW, Shepard MG, Finkelstein SI, Marzoni FA. 
Stereotaxic large-core needle biopsy of 450 nonpalpable breast lesions 
with surgical correlation in lesions with cancer or atypical hyperplasia. 
Radiology. 1994; 193(1):91–95.

 14. Peters N, Hoomtje L, Mali W, Borel Rinkes I, Peeters P. Diagnostic 
performance of stereotactic large core needle biopsy for nonpalpable 
breast lesions in routine clinical practice. Int J Cancer. 2008;122(2): 
468–471.

 15. Verjooijen HM. Diagnostic accuracy of stereotactic large-core 
needle biopsy for nonpalpable breast disease: results of a multicenter 
 prospective study with 95% surgical confirmation. Int J Cancer. 2002; 
99(6):853–859.

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com/international-journal-of-womens-health-journal
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
www.dovepress.com
www.dovepress.com
www.dovepress.com
www.dovepress.com

	Publication Info 2: 
	Nimber of times reviewed: 


