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tive rate, and concerns have been expressed 
regarding its operator dependence [2–4].

Molecular imaging technologies have 
been developed recently to circumvent these 
limitations. Breast-specific gamma imaging 
(BSGI), also referred to as “molecular breast 
imaging,” has been improved significantly in 
recent years with the development of breast-
optimized, high-resolution, small-FOV gam-
ma camera designs [5]. Unlike mammog-
raphy and ultrasound, BSGI is a functional 
imaging examination that reflects the bio-
chemical and physiologic characteristics of 
tumors. In particular, cellular mitochondri-
al density can be measured using 99mTc-me-
thoxyisobutylisonitrile (MIBI) as a tracer; 
high cytoplasmic mitochondrial density is 
typical of hyperproliferative cell types and 
not of benign pathologic entities [6].
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T
he global incidence and mortality 
of breast cancer have increased 
steadily in the past decades, and 
breast cancer is recognized as an 

important health problem for women [1]. 
Mammography and ultrasound are commonly 
used anatomic imaging procedures to detect 
breast cancer, but they have several limitations. 
The sensitivity of mammography for breast 
cancer detection decreases substantially if the 
breast parenchyma is dense. In addition, false-
positive diagnoses based on mammography re-
sult in many benign findings at biopsy. Ultra-
sound, the most commonly used adjunct breast 
imaging technique, can depict small node-neg-
ative breast cancers, which increases the prob-
ability of cancer detection, especially in wom-
en with mammographically dense breast tissue; 
however, ultrasound also has a high false-posi-
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OBJECTIVE. We investigated whether the interpretation of breast-specific gamma imaging 
(BSGI) with visual and semiquantitative analyses can improve the diagnosis of breast cancer.

MATERIALS AND METHODS. The records of 114 women (mean age ± SD, 49.6 ± 
9.8 years) who underwent BSGI, mammography, and ultrasound to evaluate a breast lesion 
or lesions were reviewed retrospectively. The breast lesions identified with BSGI were com-
pared with those identified with mammography and ultrasound. BSGI was first interpreted 
visually, and then a semiquantitative analysis was performed. For the semiquantitative analy-
sis, the uptake ratio for each breast lesion was calculated by dividing the tumor uptake by the 
contralateral normal breast uptake.

RESULTS. Four of the 114 patients had two breast lesions, so a total of 118 breast lesions 
(42 malignant lesions and 76 benign lesions) were evaluated. A BSGI uptake ratio cutoff of 
1.5, with values less than 1.5 indicating negative for cancer, as determined by receiver oper-
ating characteristic curve analysis of our data (area under curve, 0.874), was used for semi-
quantitative analysis. The sensitivity and specificity of BSGI with visual analysis alone for 
assessing malignant breast lesions were 76.2% (32/42) and 81.6% (62/76), respectively. For 
BSGI with visual and semiquantitative analyses, the sensitivity and specificity were 76.2% 
(32/42) and 92.1% (70/76), respectively. The sensitivity and specificity for mammography 
were 57.1% (24/42) and 81.6% (62/76), respectively. For ultrasound, the respective values 
were 97.6% (41/42) and 61.8% (47/76). BSGI with visual and semiquantitative analyses had 
a significantly higher specificity than BSGI with visual analysis alone, mammography, and 
ultrasound (all, p < 0.01).

CONCLUSION. Semiquantitative analysis of BSGI with visual interpretation may be a 
useful complementary method for evaluating malignant breast lesions.

Park et al. 
The Role of BSGI in Breast Cancer Diagnosis
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Several recent studies have concluded that 
BSGI has a high sensitivity for breast cancer 
detection and that its findings influence presur-
gical planning and management [7–12]. How-
ever, the specificity of BSGI is lower than its 
sensitivity [7–12]. We considered that a semi-
quantitative analytic approach might be help-
ful in determining whether a lesion is a tu-
mor. For example, the standardized uptake 
value of 18F-FDG PET/CT, which normalizes 
the FDG accumulation in a suspicious lesion 
with respect to the injected dose and the pa-
tient’s body weight, is used widely as a semi-
quantitative method to evaluate questionable 
lesions [13, 14].

In this study, we investigated whether the 
interpretation of BSGI with visual and semi-
quantitative analyses provides a better means 
of detecting breast cancer than BSGI with vi-
sual analysis alone. We also compared BSGI 
with mammography and ultrasound in the di-
agnosis of breast cancer.

Materials and Methods
Patients

This retrospective study was approved by our in-
stitutional review board; patient consent was not re-
quired. The records of patients who had at least one 
of the following indications for undergoing BSGI at 
our center from December 2009 to May 2012 were 
reviewed: clinical findings such as a palpable breast 
lesion, breast pain, or bloody nipple discharge; in-
determinate or suspicious mammography or ultra-
sound findings; or high risk of breast cancer [10, 
15, 16]. Patients with a personal history of breast 
cancer were excluded from this study. One hundred 
fourteen women who met the study criteria were 
enrolled. All had undergone BSGI, mammography, 
and ultrasound to evaluate the breast lesion or le-
sions. Four of the study subjects had two synchro-
nous breast lesions, so a total of 118 breast lesions 
were evaluated in 114 patients.

Biopsy was performed when considered clini-
cally necessary, and biopsy results were used as the 
reference standard. If the biopsy result was incon-
clusive, another biopsy was performed 3 months 
later. When a biopsy result was not obtained, the 
clinical follow-up results at least 1 year after BSGI 
were used as the reference standard. The results 
were classified as malignant or benign.

Breast-Specific Gamma Imaging
A high-resolution, small-FOV breast-specific 

gamma camera (Dilon 6800, Dilon Technologies) 
was used. Approximately 740–925 MBq of 99mTc-
MIBI was administered via an upper extremity vein 
in the side contralateral to the suspected breast le-
sion if possible. Imaging began 5–10 minutes after 

administration of the radiopharmaceutical. Cranio-
caudal and mediolateral oblique images were ac-
quired for 10 minutes each with the patient seated.

Images were assessed by two experienced nucle-
ar medicine physicians who were unaware of the 
pathology results. Any discrepancies were resolved 
by consensus. The findings for breast lesions de-
tected by BSGI were analyzed and compared with 
those identified by mammography and ultrasound. 
Initially, BSGI studies were interpreted visually. 
Each case was classified on the basis of radiotracer 
uptake on the BSGI study as normal (homogeneous 
uptake), benign (minimal patchy uptake), probably 
benign (minimal patchy uptake with some areas of 
more focal uptake), probably abnormal (mild focal 
uptake), or abnormal (marked focal uptake) [7, 15]. 
For statistical analysis, BSGI results were classified 
as negative (normal, benign, and probably benign) 
or positive (probably abnormal and abnormal). 

After visual interpretation of the BSGI studies, a 
semiquantitative analysis of the BSGI studies was 
performed. The workstation software was used to 
draw a region of interest (ROI) around the breast le-
sion (tumor ROI) and a corresponding ROI of the 
same size and in the same location in the contralat-
eral normal breast (background ROI). The radiotrac-
er uptake ratio for each breast lesion was calculated 
by dividing the uptake count of the tumor ROI by 
the uptake count of the background ROI (Fig. 1). 
The craniocaudal or mediolateral oblique image that 
showed the breast lesion with the highest uptake ra-
tio was selected for this analysis. For a breast lesion 
that was not visualized on BSGI, the uptake ratio 
was recorded as 1.

Mammography and Ultrasound
Mammography (Selenia system, Lorad) and 

ultrasound (IU22, Philips Healthcare) were per-
formed as part of the clinical evaluation of the pa-
tients. The mammography and ultrasound studies 
were interpreted by one experienced radiologist 
unaware of the pathology results. Assessments for 
mammography and ultrasound were classified as 
either negative (BI-RADS categories 0–3) or posi-
tive (BI-RADS categories 4 and 5).

Statistical Analysis
For semiquantitative analysis of BSGI, the cutoff 

value of the uptake ratio for a malignant breast le-
sion was determined using receiver operating char-
acteristic (ROC) curve analysis. The significance of 
differences in the sensitivities and specificities of 
BSGI with visual analysis alone, BSGI with visual 
and semiquantitative analyses, mammography, and 
ultrasound was identified using the McNemar test. 
Statistics software (PASW, version 17.0, SPSS) for 
Microsoft Windows was used for the analyses, and 
p values less than 0.05 were considered significant.

Results
Patient Characteristics

The clinical characteristics of the 114 wom-
en (118 breast lesions) and the pathologic re-
sults of the malignant lesions are summarized 
in Table 1. Biopsy results were available for 
89 lesions, and the other 29 lesions underwent 
clinical follow-up (mean  ± SD, 25.2  ± 11.0 
months; range, 12.7–42.1 months). Overall, 
42 lesions were found to be malignant and 76 
were found to be benign.

Analysis of Breast-Specific Gamma Imaging, 
Mammography, and Ultrasound Findings

A BSGI uptake ratio cutoff of 1.5 was 
used for semiquantitative analysis as deter-
mined by ROC curve analysis of our data 
(area under curve, 0.874). The sensitivities 
and specificities of BSGI with visual analy-
sis alone, BSGI with visual and semiquan-
titative analyses, mammography, and ultra-
sound for the diagnosis of a malignant breast 
lesion are shown in Figure 2. For the read-
ings of the two nuclear medicine physicians 
of BSGI with visual analysis alone, the sensi-
tivities were the same, 76.2% (32/42), where-
as the specificities were 81.6% (62/76) and 
78.9% (60/76), respectively. However, for 
BSGI with visual and semiquantitative anal-
yses, no discrepancy was found between the 

Fig. 1—For semiquantitative analysis of breast-
specific gamma imaging, regions of interest (ROIs) 
encompassing breast lesion (left image) and 
corresponding ROI in contralateral normal breast 
(right image) were drawn. Breast-specific gamma 
images of 51-year-old woman are shown. 
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two nuclear medicine physicians. We also 
evaluated 42 malignant breast lesions with 
available sizes, 12 of which were 1 cm or 
smaller. The sensitivity of BSGI was 41.7% 
(5/12) for lesions 1 cm or smaller and was 
90.0% (27/30) for lesions larger than 1 cm. 
The sensitivities of BSGI with visual analysis 
alone and of BSGI with visual and semiquan-
titative analyses according to lesion size (≤ 1 
cm and > 1 cm) were the same. Of 12 malig-
nant breast lesions that were 1 cm or smaller, 
BSGI results for seven were false-negative. 
These false-negative lesions consisted of four 
ductal carcinomas in situ (DCIS) (size, 1, 1, 
1, and 0.8 cm) and three invasive ductal car-
cinomas (1, 1, and 0.2 cm). Two false-neg-
ative invasive ductal carcinomas of 1 cm in 
diameter were located in the far periphery, 
close to the chest wall, and were not included 
in the FOV. All five true-positive subcenti-
meter lesions were invasive ductal carcino-
mas and were at least 0.5 cm.

The data for false-negative and false-pos-
itive lesions for each imaging modality are 
provided in Table 2. BSGI with visual analy-
sis alone identified 72 of 118 (61.0%) breast 

lesions as negative for cancer; interesting-
ly, all 72 showed uptake values of less than 
1.5 after semiquantitative analysis. Ten of the 
72 (13.9%) breast lesions with negative find-
ings on BSGI with visual analysis alone were 
false-negatives (mean size ± SD, 1.1 ± 0.5 cm; 
range, 0.2–2.0 cm). These false-negative le-
sions were significantly smaller than the true-

positive lesions identified by BSGI with visual 
analysis alone (2.9 ± 1.9 cm; range, 0.5–14.5 
cm; p  = 0.02). All 33 true-positive lesions 
identified by BSGI with visual analysis alone 
had uptake values of 1.5 or greater after semi-
quantitative analysis. Among the 46 positive 
breast lesions identified by BSGI with visu-
al analysis alone, eight had uptake values of 
less than 1.5 and all eight were determined to 
be benign. No significant difference in tumor 
grade was found between the false-negative 
and true-positive lesions (both 2 ± 1).

For the diagnosis of malignant breast le-
sions, BSGI with visual and semiquantitative 
analyses reduced the number of false-posi-
tive findings compared with BSGI with vi-
sual analysis alone; the addition of the semi-
quantitative analysis significantly improved 
the specificity of BSGI (p = 0.008). Further-
more, the use of semiquantitative analysis 
did not affect the sensitivity of BSGI com-
pared with BSGI with visual analysis alone. 
Representative BSGI examples from patients 
with a breast lesion are shown in Figure 3.

There were 17 malignant breast lesions that 
were mammographically negative but sono-
graphically positive (12 invasive ductal carci-
nomas, four DCIS, and one mucinous carcino-
ma). The mean size of the 17 lesions was 1.9 ± 
1.4 cm (range, 0.2–5.0 cm). Fifteen of the 17 
lesions (88.2%) were in patients with hetero-
geneously or extremely dense breasts. Two 
breast lesions were identified in nondense 

TABLE 1:  Clinical Characteristics of the Patients (n = 114) and Pathologic 
Results of the Malignant Lesions (n = 42)

Characteristic or Result Value

Age (y) 

Mean ± SD 49.6 ± 9.8

Range 22–76

Indication for BSGI (no. of patients)

Indeterminate or suspicious findings on mammography or ultrasound 80

Palpable breast lesion, breast pain, or bloody nipple discharge 28

Cancer screening 6

Breast density (no. of patients)

Extremely or heterogeneously dense 98

Almost entirely fat or scattered fibroglandular densities 16

Pathology results of malignant breast lesions (no. of lesions)

Invasive ductal carcinoma 30

Ductal carcinoma in situ 10

Adenoid cystic carcinoma 1

Mucinous carcinoma 1

Note—BSGI = breast-specific gamma imaging.

100

80

p = 0.012

p = NS

60

40

20

S
en

si
ti

vi
ty

 (
%

)

Imaging Technique
0

BSGI with visual analysis

BSGI with visual and semiquantitative analyses

Mammography

Ultrasound

76.2
(32/42)

57.1
(24/42)

97.6
(41/42)

76.2
(32/42)

100

80

p = 0.008 p = 0.008

p < 0.001

60

40

20

S
p

ec
if

ic
ty

 (
%

)

Imaging Technique
0

BSGI with visual analysis

BSGI with visual and semiquantitative analyses

Mammography

Ultrasound

92.1
(70/76)

81.6
(62/76)

61.8
(47/76)

81.6
(62/76)

A

Fig. 2—Overall performance data for diagnosis 
of malignant breast lesions are shown for breast-
specific gamma imaging (BSGI) with visual analysis, 
BSGI with visual and semiquantitative analyses, 
mammography, and ultrasound. NS = not significant.
A and B, Bar graphs show sensitivity (A) and 
specificity (B) results for each imaging modality.
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breasts: One was classified as invasive ductal 
carcinoma measuring 0.2 cm and one as DCIS 
without microcalcifications measuring 0.8 cm. 
Seven of the 17 breast lesions (two DCIS and 
five invasive ductal carcinomas) had micro-
calcifications identified by mammography but 
were interpreted as indeterminate or benign 
(BI-RADS categories 0–3).

Discussion
The performance of breast imaging mo-

dalities has improved in the past decades. 
Although mammography remains the prima-
ry imaging modality of choice for the detec-
tion of breast cancer, highly sensitive breast 
imaging modalities, such as ultrasound and 
MRI, are also widely available. However, 
highly sensitive findings must be considered 
carefully because of the risk of false-positive 
findings [17–19].

BSGI is now used as an adjunct functional 
imaging modality [20, 21]. The BSGI camera 
has a compact and portable detector that al-
lows imaging in all mammographic positions 
and provides additional axillary views. Imag-
es from BSGI can be compared directly with 
the mammographic counterparts and can be 
obtained of a seated patient; minimal breast 
compression is needed for BSGI, which is 
considerably more comfortable for the pa-
tient during image acquisition than mam-
mography. BSGI can be also used in patients 
with dense breast tissue, breast implants, or 
unexplained architectural distortion [15]. 
However, despite a consensus among reports 
regarding the high sensitivity of BSGI, the 
specificity of BSGI is considered somewhat 
variable [7–12], probably because of the vi-
sual interpretation criteria of BSGI suggested 
earlier. These criteria are rather subjective, 
particularly in terms of differentiating the 
probably benign lesions from the probably 
abnormal lesions.

Therefore, we investigated whether an ad-
ditional method would be helpful in inter-
preting BSGI results in patients with a new-
ly detected breast lesion for the diagnosis of 
malignancy. By use of an uptake ratio cut-
off of 1.5 for semiquantitative analysis, the 
specificity was significantly better for BSGI 
with visual and semiquantitative analyses 
(92.1%) than for BSGI with visual analy-
sis alone (81.6%, p = 0.008), mammography 
(81.6%, p  = 0.008), and ultrasound (61.8%, 
p < 0.001). Of the 118 breast lesions, the num-
ber of false-positive findings was reduced to 
six when identified by BSGI with visual and 
semiquantitative analyses compared with 14 

by BSGI with visual analysis alone, 14 by 
mammography, and 29 by ultrasound. To 
our knowledge, this study is the first to re-
port that BSGI with visual and semiquantita-
tive analyses can play a complementary role 
by improving the specificity of the diagnosis 
of malignant breast lesions when compared 
with BSGI with visual analysis alone, mam-
mography, and ultrasound.

In this study, the sensitivity of BSGI 
(76.2%) was lower than in previous reports 
[7–12]. Several determinants may have con-
tributed to the lower sensitivity of BSGI in our 
study. First, the sensitivity is highly dependent 
on lesion size. In the current study, false-neg-

Fig. 3—Breast-specific 
gamma imaging (BSGI) of 
two patients.
A, BSGI (left images) 
of 51-year-old woman 
with right breast nipple 
discharge shows marked 
focal uptake (arrows, 
abnormal). Uptake ratio 
was 4.1 (10,570/2597). 
Mammograms (middle 
images) and ultrasound 
image (right image) were 
interpreted as BI-RADS 
categories 1 and 4, 
respectively. Pathology 
result was ductal 
carcinoma in situ.
B, BSGI (left images) of 
53-year-old woman with 
palpable right breast 
lesion shows mild focal 
uptake (arrows, probably 
abnormal). Uptake ratio 
was 1.3 (2908/2286). 
Mammograms (middle 
images) and ultrasound 
image (right image) 
were interpreted as 
BI-RADS categories 
1 and 4, respectively. 
Pathology result was 
fibroadenoma.

TABLE 2:  False-Negative and False-Positive Imaging Findings for the Diagnosis of Breast Cancer

Imaging Modality

False-Negatives False-Positives

Final Pathologic Result

Total

Final Pathologic Result

TotalIDC DCIS MC FD FA
Intraductal 
Papilloma

Sclerosing 
Adenosis

Apocrine 
Adenosis

Benign Phyllodes 
Tumor BL DC

BSGI with visual analysis alone 6 4 0 10 5 3 1 1 1 1 2 0 14

BSGI with visual and semiquantitative 
analyses

6 4 0 10 2 1 0 0 1 1 1 0 6

Mammography 13 4 1 18 7 1 1 0 0 1 4 0 14

Ultrasound 1 0 0 1 13 2 4 2 1 1 5 1 29

Note—IDC = invasive ductal carcinoma, DCIS = ductal carcinoma in situ, MC = mucinous carcinoma, FD = fibrocystic disease, FA = fibroadenoma, BL = benign lesion, DC = 
dermoid cyst, BSGI = breast-specific gamma imaging.
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ative lesions were significantly smaller than 
true-positive lesions (1.1 ± 0.5 vs 2.9 ± 1.9 cm, 
respectively; p  = 0.02). Although the tumor 
grade did not differ significantly between the 
false-negatives and the true-positives in this 
study, Tadwalkar et al. [22] reported that the 
detection rate of BSGI correlated with tumor 
size and grade. We found that the sensitivity of 
BSGI was also significantly lower for lesions 
1 cm or smaller compared with lesions larger 
than 1 cm (41.7% and 90.0%, respectively). In 
the detection of malignant breast lesions 1 cm 
or smaller, BSGI was less sensitive for DCIS 
than for invasive ductal carcinoma. Although 
previous studies reported that BSGI is sensi-
tive in the detection of DCIS [7, 12, 23], we 
suggest that DCIS is another important factor 
for determination of the sensitivity of BSGI, 
especially in small lesions. Breast lesion lo-
cation also contributes to the sensitivity [24]. 
Of the 10 false-negative lesions identified by 
BSGI, two lesions (both 1.0 cm) were located 
in the far periphery close to the chest wall and, 
thus, were not included in the FOV. However, 
both lesions were detected by mammography. 
Lesion location may be a factor that increases 
the risk of false-negative BSGI findings, espe-
cially in women with small breasts, probably 
because of unfavorable breast compression.

There are several limitations of the current 
study. First, patient selection bias may have 
unduly influenced the determined sensitivi-
ties of BSGI, mammography, and ultrasound. 
Because of insurance coverage in Korea for 
BSGI, most of the included patients had sus-
picious or indeterminate mammography or 
ultrasound findings or an abnormal clinical 
finding before undergoing BSGI. This bias 
may have decreased the sensitivity of BSGI 
and increased the sensitivity of ultrasound. In 
addition, most patients had dense breast tis-
sues, which may explain the low sensitivity of 
mammography in our study. Second, histolog-
ic confirmation was not acquired in all cases 
because we had to rely on a limited period of 
clinical follow-up observations in a proportion 
of cases. Validation of breast lesions by con-
ventional imaging methods and serial follow-
up may cause imprecise identification of ma-
lignant breast lesions. However, because all 
patients were followed for more than 1 year, it 
is unlikely that the conclusions of the current 
study would have differed significantly with 
further follow-up. Third, and most important, 
the results in this study were obtained by ret-
rospective review and should be considered as 
preliminary findings. We used an uptake ra-
tio of 1.5 as the threshold to differentiate be-

nign from malignant breast lesions based on 
an ROC curve analysis of our data. Our cam-
era consists of a sodium iodide activated with 
a thallium [NaI(Th)] scintillation detector. 
There is another type of BSGI camera that 
uses a different detector (solid-state semicon-
ductor, cadmium zinc telluride) [11, 25]. We 
suggest that an appropriate uptake ratio cut-
off should be determined in each center for 
the specific camera being used. Further multi-
center studies are needed to establish the opti-
mum uptake ratio cutoff and the role of BSGI 
in the assessment of breast lesions. These stud-
ies should include evaluations of the extent of 
known disease, detection of locoregional re-
currence, comparison of the diagnostic accu-
racies, and effects of BSGI and other breast 
imaging modalities on patient management.

In conclusion, the use of visual and semi-
quantitative analyses of BSGI significantly 
improved the diagnosis of malignant breast 
lesions compared with BSGI with visual anal-
ysis alone. Interpretation of BSGI with visual 
and semiquantitative analyses had better spec-
ificity than mammography and ultrasound. It 
is a simple approach that can be integrated 
into clinical practice without additional im-
aging or radiation. Therefore, semiquantita-
tive analysis of BSGI with visual interpreta-
tion may be a useful complementary method 
for the evaluation of malignant breast lesions.

Acknowledgment
We thank Douglas Kieper of Hampton 

University for help in editing this manuscript.

References
	 1.	Forouzanfar MH, Foreman KJ, Delossantos AM, 

et al. Breast and cervical cancer in 187 countries 

between 1980 and 2010: a systematic analysis. 

Lancet 2011; 378:1461–1484

	 2.	Kolb TM, Lichy J, Newhouse JH. Comparison of 

the performance of screening mammography, phys-

ical examination, and breast US and evaluation of 

factors that influence them: an analysis of 27,825 

patient evaluations. Radiology 2002; 225: 165–175

	 3.	Brem RF. The future of breast cancer diagnosis: 

molecular breast imaging. Mayo Clin Proc 2005; 

80:17–18

	 4.	Berg WA, Zhang Z, Lehrer D, et al.; ACRIN 6666 

Investigators. Detection of breast cancer with addition 

of annual screening ultrasound or a single screening 

MRI to mammography in women with elevated 

breast cancer risk. JAMA 2012; 307:1394–1404

	 5.	Jones EA, Phan TD, Blanchard DA, Miley A. 

Breast-specific gamma-imaging: molecular imag-

ing of the breast using 99mTc-sestamibi and a 

small-field-of-view gamma-camera. J Nucl Med 

Technol 2009; 37:201–205

	 6.	Scopinaro F, Pani R, De Vincentis G, Soluri A, 

Pellegrini R, Porfiri LM. High-resolution scinti-

mammography improves the accuracy of techne-

tium-99m methoxyisobutylisonitrile scintimam-

mography: use of a new dedicated gamma camera. 

Eur J Nucl Med 1999; 26:1279–1288

	 7.	Brem RF, Floerke AC, Rapelyea JA, Teal C, Kelly 

T, Mathur V. Breast-specific gamma imaging as 

an adjunct imaging modality for the diagnosis of 

breast cancer. Radiology 2008; 247:651–657

	 8.	Zhou M, Johnson N, Gruner S, et al. Clinical util-

ity of breast-specific gamma imaging for evaluat-

ing disease extent in the newly diagnosed breast 

cancer patient. Am J Surg 2009; 197:159–163

	 9.	Killelea BK, Gillego A, Kirstein LJ, et al. George 

Peters Award: how does breast-specific gamma 

imaging affect the management of patients with 

newly diagnosed breast cancer? Am J Surg 2009; 

198:470–474

	10.	Weigert JM, Bertrand ML, Lanzkowsky L, Stern 

LH, Kieper DA. Results of a multicenter patient 

registry to determine the clinical impact of breast-

specific gamma imaging, a molecular breast im-

aging technique. AJR 2012; 198:[web]W69–W75

	11.	Spanu A, Sanna D, Chessa F, Cottu P, Manca A, 

Madeddu G. Breast scintigraphy with breast-spe-

cific gamma-camera in the detection of ductal 

carcinoma in situ: a correlation with mammogra-

phy and histologic subtype. J Nucl Med 2012; 

53:1528–1533

	12.	Siegal E, Angelakis E, Morris P, Pinkus E. Breast 

molecular imaging: a retrospective review of one 

institution’s experience with this modality and 

analysis of its potential role in breast imaging de-

cision making. Breast J 2012; 18:111–117

	13.	Groheux D, Giacchetti S, Moretti JL, et al. Cor-

relation of high 18F-FDG uptake to clinical, path-

ological and biological prognostic factors in 

breast cancer. Eur J Nucl Med Mol Imaging 2011; 

38:426–435

	14.	Groves AM, Shastry M, Rodriguez-Justo M, et al. 
18F-FDG PET and biomarkers for tumour angio-

genesis in early breast cancer. Eur J Nucl Med 

Mol Imaging 2011; 38:46–52

	15.	Goldsmith SJ, Parsons W, Guiberteau MJ, et al.; 

Society of Nuclear Imaging. SNM practice guide-

line for breast scintigraphy with breast-specific 

gamma-cameras 1.0. J Nucl Med Technol 2010; 

38:219–224

	16.	Gail MH, Brinton LA, Byar DP, et al. Projecting 

individualized probabilities of developing breast 

cancer for white females who are being examined 

annually. J Natl Cancer Inst 1989; 81:1879–1886

	17.	Bleicher RJ, Ciocca RM, Egleston BL, et al. As-

sociation of routine pretreatment magnetic reso-

nance imaging with time to surgery, mastectomy 

rate, and margin status. J Am Coll Surg 2009; 

D
ow

nl
oa

de
d 

fr
om

 w
w

w
.a

jr
on

lin
e.

or
g 

by
 P

JE
R

IN
 L

U
L

I 
on

 0
7/

07
/1

4 
fr

om
 I

P 
ad

dr
es

s 
16

2.
83

.1
15

.1
35

. C
op

yr
ig

ht
 A

R
R

S.
 F

or
 p

er
so

na
l u

se
 o

nl
y;

 a
ll 

ri
gh

ts
 r

es
er

ve
d 



AJR:202, March 2014	 695

The Role of BSGI in Breast Cancer Diagnosis

209:180–187; quiz, 294–295

	18.	Katipamula R, Degnim AC, Hoskin T, et al. 

Trends in mastectomy rates at the Mayo Clinic 

Rochester: effect of surgical year and preopera-

tive magnetic resonance imaging. J Clin Oncol 

2009; 27:4082–4088

	19.	Houssami N, Hayes DF. Review of preoperative 

magnetic resonance imaging (MRI) in breast can-

cer: should MRI be performed on all women with 

newly diagnosed, early stage breast cancer? CA 

Cancer J Clin 2009; 59:290–302

	20.	Brem RF, Ioffe M, Rapelyea JA, et al. Invasive 

lobular carcinoma: detection with mammogra-

phy, sonography, MRI, and breast-specific gam-

ma imaging. AJR 2009; 192:379–383

	21.	Park JS, Lee AY, Jung KP, Choi SJ, Lee SM, Bae 

SK. Diagnostic performance of breast-specific 

gamma imaging (BSGI) for breast cancer: useful-

ness of dual-phase imaging with 99mTc-sestamibi. 

Nucl Med Mol Imaging 2013; 47:18–26

	22.	Tadwalkar RV, Rapelyea JA, Torrente J, et al. 

Breast-specific gamma imaging as an adjunct mo-

dality for the diagnosis of invasive breast cancer 

with correlation to tumour size and grade. Br J 

Radiol 2012; 85:e212–e216

	23.	Keto JL, Kirstein L, Sanchez DP, et al. MRI ver-

sus breast-specific gamma imaging (BSGI) in 

newly diagnosed ductal cell carcinoma-in-situ: a 

prospective head-to-head trial. Ann Surg Oncol 

2012; 19:249–252

	24.	Spanu A, Chessa F, Sanna D, et al. Scintimam-

mography with a high resolution dedicated breast 

camera in comparison with SPECT/CT in prima-

ry breast cancer detection. Q J Nucl Med Mol Im-

aging 2009; 53:271–280

	25.	Spanu A, Chessa F, Meloni GB, et al. The role of 

planar scintimammography with high-resolution 

dedicated breast camera in the diagnosis of primary 

breast cancer. Clin Nucl Med 2008; 33:739–742

D
ow

nl
oa

de
d 

fr
om

 w
w

w
.a

jr
on

lin
e.

or
g 

by
 P

JE
R

IN
 L

U
L

I 
on

 0
7/

07
/1

4 
fr

om
 I

P 
ad

dr
es

s 
16

2.
83

.1
15

.1
35

. C
op

yr
ig

ht
 A

R
R

S.
 F

or
 p

er
so

na
l u

se
 o

nl
y;

 a
ll 

ri
gh

ts
 r

es
er

ve
d 


