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Abstract: Objective: The aim was to determine the contribution of Micro-biopsy to the diagnosis of patients with breast 

cancer. Material and methods: This was a 2-year retrospective observational study from January 1, 2019, to December 31, 

2020. It concerned patients with breast pathologies who underwent Micro-biopsy. Results: We enrolled 360 patients with 

breast pathologies, 47 of whom underwent Micro-biopsy. The mean age of the patients was 43.0 years, with a predominance of 

females in 45 (95.7%) cases. The primary tumor was classified as T4 in 24 (51.2%) cases. Micro-biopsy yielded an average of 

4 cores (4 and 10). Immunohistochemistry was performed abroad (cerba laboratory) in 40 (85.1%) patients. Hormone receptors 

were positive in 09 patients, including 6 (2.6%) with positive estrogen receptors and 3 (1.3%) with positive progesterone 

receptors. Her2-positive breast cancers accounted for 3 (1.3%) cases. The Ki67 proliferation index was ≥ 15% in 24 (40.4%) 

cases. According to the nature of the fine-needle biopsy specimen result, we notified 39 (83.0%) cases of cancer and 7 (15.0%) 

cases of benign tumor. Conclusion: This preliminary study enabled us to assess the contribution and reliability of Micro-biopsy 

in the diagnostic arsenal of breast cancer. Micro-biopsy should be performed for all breast nodules. Screening and awareness 

campaigns will make a considerable contribution to reducing the delay in diagnosis and the morbidity and mortality associated 

with breast cancer. 
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1. Introduction 

In 2020, breast cancer ranked 1st in incidence, with around 

2.3 million new cases, and was the fifth leading cause of 

cancer mortality in the world, with 685,000 deaths. [1]. In 

Africa, the frequency of locally advanced inflammatory 

forms and ulcerated breasts is higher, varying between 51% 

and 85.2%. [2, 3]. In Guinea, the incidence of breast cancer is 

increasing, rising from 605 new cases in 2018 to 739 in 2020 

[4, 5]. Sampling methods for diagnosing breast cancer have 

improved considerably over time; while for ulcerated breast 

cancers, biopsies using a scalpel are recommended, more and 

more biopsies are being carried out using a fine needle for 

non-ulcerated breast tumours. [6]. Percutaneous needle 

biopsy has the potential to provide a preoperative diagnosis 

of breast cancer and includes fine needle aspiration cytology 

and core needle biopsy [6-9]. Fine needle aspiration cytology 

is in decline and is being replaced by core needle biopsy [10, 

11]. 

In Guinea, the oncology department of the Donka national 

hospital, the only public department specialising in cancer 

care nationwide, has since 2018 systematically performed 

microbiopsies on palpable, non-ulcerated breast tumours. 

The increasing incidence of breast cancer in our country 

and the need to improve the quality of diagnostic sampling 

for these cancers prompted us to carry out this study, which 

aimed to determine the role of microbiopsy in the diagnosis 

of patients with breast cancer. 

2. Patients and Methods 

This was a 2-year retrospective observational study from 1 

January 2019 to 31 December 2020. We performed a 
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comprehensive enrolment of all patients with a palpable 

breast lump who were followed up and had a Tru-cut biopsy. 

The data collected included basic socio-demographic 

characteristics (age, sex), clinical signs, imaging results, 

biopsy results (number of fragments removed) and 

anatomopathology/immunohistochemistry results. 

Tru-cut biopsy was performed using a BARD® 

MAGNUM® automatic biopsy gun (figures 1 and 2). The 

patient was positioned supine with her arms abducted; the 

biopsy trocar used was size 12G*10cm. The area to be 

punctured was infiltrated with 2% xylocaine after clinical 

identification and mammography. The biopsy was guided by 

ultrasound for subclinical tumours, and for macroscopic 

tumours, the lesion was immobilised between the two fingers 

to allow sampling. The number of cores taken varied from 4 

to 10. The cores were immediately fixed in 10% formalin. A 

dressing was applied after ensuring haemostasis by 

compression in the event of haemorrhage, which was 

generally minimal. The anatomopathological examination 

request form was filled in immediately. All samples and 

forms were put into the circuit for transport to the 

anatomopathology laboratory in Conakry or abroad. Samples 

sent abroad were analysed at the Cerba laboratory, with the 

possibility of immunohistochemistry. 

  

 

Figure 1. Biopsy equipment including the automatic gun (9a), the biopsy needle (9b) and the labelled vial of formalin (95c). 

 

Figure 2. Fine needle biopsy technique and procedure - local anaesthetic (A), _ sampling using the BARD® MAGNUM® with an automatic gun (B), _ core 

sample (C), core measurement (D). 
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Data were analysed using SPSS version 21.0 software. 

Qualitative data are presented as proportions (%), and 

quantitative data are presented as frequency, median and 

interquartile range (IQR) or mean (± standard deviation). The 

χ2 and Fisher's exact test (for data less than 5) were used, and 

p-values were considered significant when they were less 

than or equal to 0.05. 

3. Results 

In our study, we enrolled 360 patients with breast lesions, 

47 of whom underwent fine-needle biopsy. 

The average age of the patients was 43.0±13.0 years with 

extremes of 25 and 80 years. Patients aged ≤ 50 years 

represented 34 (72.3%) cases. Females accounted for 45 

(95.7%) cases. Administrators represented 15 (31.9%) cases, 

followed by housewives 14 (29.8%) cases and shopkeepers 

14 (29.8%) cases. In 38 cases (80.9%), they lived in Conakry 

and in 9 (19.1%) cases, they came from the interior of the 

country. The patients were married in 35 (74.5%) cases and 

widowed in 8 (17.0%) cases. 

According to the mode of referral, we notified 2 cases 

(4.2%) of transfer, 20 cases (12.6%) of referral, 25 cases 

(53.2%) of consultation three (6.4%) patients had a family 

history of cancer. Arterial hypertension was found in 10 

cases (21.3%), and diabetes and hepatitis B in 8 cases (8.5%) 

each. Overweight patients numbered 19 (40.4%). They had a 

WHO 1 index in 35 cases (74.5%). The average consultation 

time was 11.20 ± 16.16 months (range 1-120 months). The 

left breast was affected in 27 cases (57.4%). 

The nodule or breast mass was palpable in all patients. 

There was a permeation nodule in 36 (76.6%) cases. The 

primary tumour was classified as T4 in 24 (51.2%). 

Mammography was suspicious in 6 (12.8%) cases and 

breast ultrasound showed a breast nodule in 11 (23.4%) cases. 

Cytopuncture before biopsy was suspicious in 36 (76.6%) 

cases and not suspicious in 2 (4.3%) cases. Cytopuncture was 

not performed in 09 (19.1%) cases. 

On average, 4 biopsy cores were taken per patient. The 

extremes were 4 to 10. Pathological examination of the 

biopsy specimen was performed abroad in 40 (85.1%) cases 

and Guinea in 7 (14.9%) cases. 

Microscopic examination confirmed infiltrating ductal 

carcinoma in 32 (68.05%) cases and infiltrating lobular 

carcinoma in 7 (14.89%) cases. The cancer was grade SBR 

III in 20 cases (42.6%) and SBR II in 14 (29.8%). 

Immunohistochemistry was performed abroad (cerba 

laboratory) for 40 (85.1%) patients. Hormone receptors were 

positive in 09 patients, including 6 (2.6%) with positive oestrogen 

receptors and 3 (1.3%) with positive progesterone receptors. 

Her2-positive breast cancer accounted for 3 (1.3%) cases. The Ki 

67 proliferation index was ≥ 15% in 24 (40.4%) cases. 

The most predominant molecular subtype was triple 

negative in 18 (38.3%) cases. 

According to the nature of the biopsy specimen, we 

reported 39 (83.0%) cases of cancer and 7 (15.0%) cases of 

benign tumour (Table 1). Analysis of the surgical specimen 

confirmed the diagnosis in 47 (100%) cases. 

The performance of the Tru-cut biopsy showed a sensitivity 

of 97.5% and a specificity of 100%; the positive predictive 

value was 100% and the negative predictive value was 87.5%. 

After bivariate analysis, we found that histological type 

was significantly related to tumour size: p-Value = 0.007 

(Table 2). 

Table 1. Distribution of patients according to anatomopathological 

characteristics. 

Variables n % 

Histological type (n=47)   

CCI 32 68,05 

CLI* 7 14,89 

Hyperplasia 4 10,51 

Adenofibroma 1 2,1 

Mastosis 1 2,1 

Mastitis 1 2,1 

RNC* 1 2,1 

Hormone receptors (n=09)   

RO positive 6 2,6 

Positive PR 3 1,3 

HER-2 status (n=3)   

-Overexpressed 3 1,3 

Molecular sub-type (n=25)   

Luminal A 1 2,1 

Luminal B 2 4,3 

Her2 positive 4 8,5 

Triple-negative 18 38,3 

Ki67 (%) (n=25)   

< 15 % 1 2,1 

≥ 15 % 24 40,4 

RNC*: Inconclusive result, CCI*: Invasive ductal carcinoma, CLI: Invasive 

lobular carcinoma. 

Table 2. Distribution of patients by histological type and tumour size in 

cases of malignant breast tumours. 

Histological 

type 
N 

Tumour size 
p-Value 

T1 T2 T3 T4 

CCI 32 1 2 5 21 
0,007 

CLI* 7 0 0 0 2 

ICC*: Invasive ductal carcinoma, CLI*: Invasive lobular carcinoma. 

4. Discussion 

In the diagnosis of benign and malignant lesions of the 

breast, methods of biopsy of palpable or non-palpable lesions 

are now increasingly used to determine which lesions will 

require surgery [12]. When cytological examination is 

insufficient to make a diagnosis, or is unsuitable, as in the 

case of large lesions (generally over 2 cm) which will 

undergo neoadjuvant treatment, the method of choice is 

breast biopsy, generally under ultrasound guidance [13]. 

Tru-cut biopsy, also known as core needle biopsy, is an 

integral part of the triple breast cancer assessment, which 

includes clinical, radiological and pathological evaluation 

with tru-cut biopsy. The technique is reliable, simple, 

reproducible and inexpensive, which can be adapted even for 

low-income patient groups and in developing countries [14, 
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15]. It is now one of the useful means of obtaining a 

histopathological diagnosis, is relatively easy and can be 

performed on an outpatient basis, avoiding unnecessary 

excisional biopsy [16, 17]. 

A true-cut biopsy is considered superior to fine-needle 

aspiration cytology of breast lesions because it provides 

sufficient tissue for pathologists to make an accurate 

diagnosis that can guide surgeons and oncologists in devising 

an appropriate therapeutic strategy for the management of 

patients with breast masses [15, 18]. 

It is recommended to use a fully automatic gun, disposable 

or not, to guarantee a better quality of the sample [19]. 

We noted a biopsy sensitivity of 97.5% and a specificity of 

100%, which is identical to that reported by SAMANTARAY 

et al. [15]. OLUWASOLA et al [20] found a sensitivity and 

specificity of 86% and 71% respectively. 

In 1 case (2%) in our series, the analysis was inconclusive, 

representing a false negative, which necessitated a second 

biopsy, the analysis of which confirmed breast cancer. Our 

results are consistent with those of RIKABI et al [18] who 

found that 1.8% of lesions were benign on the initial biopsy, 

but turned out to be malignant lesions when a repeat biopsy 

was performed. The most common cause of these falsely 

reassuring results is a biopsy of inappropriate tissue. This 

depends on several factors such as the position of the lesion, 

its size, mobility, the type, size and density of the breast; the 

experience of the operator, and patient compliance [21]. 

An insufficient number of samples is also a factor in the 

failure of solid masses. Insufficient needle calibre also results 

in fragmented samples. Experts prefer to use larger needles in 

the evaluation of breast masses because of the propensity of 

these lesions to develop peripheral desmoplastic reactions. In 

addition, larger-diameter needles can contain larger volumes 

of sample tissue [18, 21]. 

In our study, there was a significant association between 

histological type and tumour size (p-value = 0.007). This 

could be explained by the fact that all lesions were palpable 

in our series. 

5. Conclusion 

Percutaneous sampling is an essential technique in the 

management of palpable breast lesions, enabling a rapid, 

cost-effective and accurate diagnosis. Tru-cut needle biopsies 

have a sensitivity and specificity comparable to excisional 

biopsies. Diagnostic accuracy can be further improved by the 

adoption of image-guided biopsies. Consequently, diagnostic 

surgical biopsy must be used in special situations and is 

becoming less frequent. 
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