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INTRODUCTION 

Breast cancer is the leading cancer in women, with 1859 new cases in Alberta in 2002 

(Alberta Cancer Board, 2005) and the second cause of cancer mortality in women, with 

412 deaths in 2002 (Alberta Cancer Board, 2005). Unlike most other cancers, breast 

cancer rates have been increasing in recent years. In Canada in 1973, the incidence of 

breast cancer was 82.2 new cases per 100,000 women. In 2002, the rate had increased to 

106.1 (Canadian Cancer Society, 2004), some of which may be due to better screening 

methods. Mortality rates from breast cancer have fallen during this period.  

 

Breast cancer incidence increases markedly with age. In Alberta in 2002, the rate was 

175.4 per 100,000 women in the 45-49 age group, and 266.0, 313.3 and 364.4 in the three 

subsequent five-year age groups, ending at 60-64 years. Canadian guidelines recommend 

that women between the ages of 50 and 64 have a screening mammogram every two 

years. There has been a considerable increase in screening mammograms in the 1990s. 

The percentage of women aged 50-59 who reported being screened recently increased 

from 27% in 1991 to 64% in 2000 (Alberta Cancer Board, n.d.)  

 

Breast cancer mammography screening is done in two separate milieus. The first is 

through the Alberta Cancer Board (ACB) which has a mobile screening unit that tours the 

province and conducts screening mammograms. The second is in private radiologists’ 

offices, paid for on a fee-for-service basis through the provincial health insurance plan. In 

2004, there were about 192,000 women in Alberta aged 50-59 and about 108,000 aged 

60-69 (Statistics Canada, 2004). In 2002, about 19,000 women aged 50-59 and 13,300 

women aged 60-69 received a screening mammogram through the Alberta Cancer Board 

(Alberta Cancer Board, 2004). This represents roughly 10% and 13% of the two 

respective age groups. The remaining screenings take place in private practice 

radiologists’ offices. According to Alberta Health and Wellness (AHW) estimates, there 

were 156,000 screening mammograms for women aged 50-69 over the two-year period 

2003-2005, or roughly 78,000 annually. Deducting the ACB estimates of 32,000 (for one 
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year earlier) means that 46,000 screening mammograms were done in private offices 

annually. 

 

Women with abnormal screens are either rescreened at a shorter interval than normal or 

sent directly for further diagnostic workup. About 3.8% of screening mammograms are 

abnormal and are sent for further examination. There are two prime forms of 

abnormality; palpable and non-palpable (including micro-calcifications). Diagnostic 

biopsies used to be done primarily by surgical means, but these techniques have been 

replaced by needle biopsies. For both solid and calcified lesions, a needle guided by an 

imaging procedure is inserted into the breast and a tissue sample is removed and 

examined. Although the procedure is used for both solid and calcified lesions, many more 

samples (and needle insertions) have to be taken in the calcified lesion.  

 

A newer technique, an image-guided vacuum-assisted breast biopsy (IGVB) system with 

a rotating needle, has recently been developed that makes it easier to draw samples from 

calcified lesions. The Mammotome (Johnson & Johnson Ethicon Endo-Surgery) version 

is much more costly than the single-needle method, but it is far less invasive and can 

draw a more representative sample of tissue. Mammotome biopsies are currently done by 

the ACB, which covers the costs in its budget. In the private sector, the Alberta Health 

Care Insurance Plan (AHCIP) fee schedule is not adjusted when Mammotome is used. 

Because the fee does not allow the radiologists to recover costs, IGVB is seldom used by 

private fee-for-service radiologists.  

 

The purpose of this report is to examine the economic implications for the province if a 

supplement to the fee schedule were allowed for vacuum-assisted biopsies. 
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CURRENT BREAST CANCER BIOPSIES 

Breast cancer biopsies are done for two main indications. First, when a mammography 

shows a suspicious lesion/abnormality that requires a closer diagnosis (benign/malignant) 

and secondly, when management is required (e.g., follow-up after six months or one year, 

post-surgery or other treatment). In the recent past, the gold standard biopsy method was 

open surgical biopsy. This technique has been largely replaced by fine needle or 14-

gauge core needle (image guided or stereotactic) biopsy. These biopsies are mainly done 

by radiologists and are much less resource-intensive than a surgical biopsy. According to 

US studies, open surgical biopsy is about two and a half to three times more expensive 

than the core needle (14-gauge) biopsy and about five times more expensive than the fine 

needle biopsy (Rubin et al. 2001). 

 

In 2003/04 AHW paid fee-for-service (FFS) payments to physicians in the following 

ways: 

• Percutaneus Needle Biopsy (fee code HSC 97.81; $36.32) commonly utilizes a 

21-gauge needle and a 5 ml syringe (used for the detection and diagnosis of breast 

cysts, which are mainly benign). A total of 2143 patients in Alberta had this 

procedure and two-thirds of the procedures were done by radiologists. The total 

cost was about $77,834; 

• Stereotactic Core Biopsy (HSC 97.82A, X26C; $71.67 and $211.21, respectively) 

utilizes a 14-gauge needle that cuts a slice of tissue under local anesthesia and is 

used for both palpable and non-palpable masses. Needle positioning is guided 

either by Ultrasound (US) or by x-ray. This procedure has good diagnostic 

accuracy and is the most common diagnostic sampling method (6225 procedures 

in 2003/04). The total cost was about $1,760,930; 

• Open Surgical Breast Biopsy (HSC 97.11B; $136.10) is mainly done under local 

anesthesia (sometimes general anesthesia) for palpable masses. If cancer is 

suspected, a frozen section examination of the tissue can be made immediately 

and definitive surgery done during the same session if the tumor is malignant, 

although that happens very rarely in Alberta. A total of 2733 patients had this 
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breast biopsy in 2003/04 of whom 199 required more than one biopsy. The total 

cost was approximately $400,000; 

• Directed Surgical Biopsy (HSC 97.11A, X27A; $215.51 and $83.41) is performed 

by a surgeon who removes the target portion of the breast tissue with the marker 

wire. A total of 665 patients underwent this biopsy in 2003/04 of whom 18 

required more than one procedure during the period. The total cost was about 

$205,000; and  

• IGVB biopsy (no specific HSC, claimed as 97.82A, X26C) is not funded under 

the current fee schedule, so the number of patients who underwent this procedure 

is not known. At the end of year 2005 it was used in three facilities: Cross Cancer 

Institute in Edmonton, the Tom Baker Cancer Centre in Calgary and the 

Lethbridge Regional Hospital. Since the physicians are mainly on salary, no 

information about the frequency of use is available.  

 

Using the AHW statistics on breast cancer biopsies in 2003/04 it can be concluded that 

the total physician cost of biopsies was about $2.44 million. However, this cost figure 

includes only FFS billing of the breast biopsies and excludes all the biopsies done 

through the Alberta Cancer Board and RHA hospitals that have salaried or alternative 

payment plan physicians. For this report, it was therefore not possible to estimate the 

magnitude of these services.
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THE COST OF IGVB 

At the moment there is no FFS schedule for IGVB treatments in Alberta or elsewhere in 

Canada. Since there are several possible technologies that utilize IGVB, the cost 

estimates can be done at a general level using Mammotome as an example that reflects 

the expected cost level of the other similar technologies. The main information sources 

for this calculation have been the background information from AHW and ACB, experts 

and the literature.  

Fixed Costs 

 The equipment costs for this procedure include a bed/bench and stereotactic unit 

($270,000) and the IGVB Probe Driver and Vacuum suction ($30,000) equipment, for a 

total of about $300,000. The bed/bench can also be used for other radiological procedures 

and most centre’s that would consider adopting IGVB already have a bed that can be 

adapted to this purpose. In the basic scenario, it is assumed that the radiologist has a 

bed/bench available and the added investment costs would include only the $30,000 

portion of the equipment. Sensitivity analysis uses the full $300,000 set of equipment. 

 

In the basic model, the investment costs are allocated to five years with a 5% interest rate, 

making the yearly costs about $6929. With seven and ten year life spans instead of five, 

the yearly costs would be $5185 and $3885, respectively. Using a 0% interest rate (i.e., 

no discounting), the yearly costs for five, seven and ten year life spans would be $6000, 

$4286 and $3000, respectively. If the radiologist is buying the whole set of IGVB 

equipment, including bench/bed, the yearly investment costs will be ten times higher 

(e.g., $69,290/year for five years with 5% interest).  

 

The other fixed costs would include office space (specific requirements), cleaning, 

heating and other office overheads. The magnitude of these costs is not estimated as 

reliable data could not be identified. Office space with Mammotome units can also be 

used for other types of biopsies and treatments which indicate that the value of overhead 

costs is not very high and overhead costs could be added to the calculation as per 
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procedure-based additional cost (see variable costs below). Background information 

obtained from experts indicates that Mammotome units are not likely to hire any full-time 

technicians or other personnel for this program, so there are no fixed staff costs in this 

procedure. 

 

Variable Costs 

Variable costs, which are costs that vary depending on the number of procedures done in 

the unit, consist of two main components: staff costs and supply costs. The staff costs 

include the radiologist’s time (AHW estimate between 25 and 50 minutes, or an average 

of 40 minutes) and the technician’s time (40 minutes with a radiologist and 30 minutes 

preparation). The FFS values the radiologist’s time at $325 per 100 minutes and the 

technician’s time at $37.84 per hour (including benefits). Using these times and values, 

the radiologist’s time would cost $130 and the technician’s time would cost $44.16, for a 

total of $174.16. The need for other staff (e.g., a receptionist) is the same as for the other 

types of needle biopsies done by radiologists.  

 

The biopsy supplies include an 11-gauge Mammotome probe ($321.40), a vacuum set 

(plastic tube connectors) ($23.55), a plastic canister ($8.28) and a probe guide ($9.25); all 

costs reflect current Western Canada prices. If the micro-calcification is very small and 

there is a strong possibility that it has been totally removed, a Micromarker Clip ($70.92 

or $114.84) is inserted into the biopsy site. Together, these variable costs (including the 

$70.92 clip) will be $433.40. The variable component of overhead costs is not included in 

this calculation. The total variable cost of Mammotome is therefore $607.56 per biopsy, 

excluding office overheads, regardless of the number of biopsies that are done with the 

equipment per year.  

 

Per Procedure Costs 

The total cost per procedure depends on the utilization of the Mammotome unit per year, 

its lifetime and the interest rate used. Using the basic scenario ($30,000, five years with 
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5% interest rate), the total per-procedure cost for 100 biopsies would be $676.85. For 125 

biopsies it would be $662.99; for 150 biopsies $653.75; for 200 biopsies $642.21; for 300 

biopsies $630.66; and for 500 biopsies $621.52. Changing the lifetime of the equipment 

from five to seven years would reduce the total average costs in the low utilization end by 

about $18 per biopsy and by about $6 at the 300-biopsy level. If the cost calculation 

includes the bed/bench ($300,000) the procedure costs would increase to about $400 at 

the level of 150 procedures per year, totaling $1069.51. Even with a ten-year utilization 

the additional investment cost would be about $200 per procedure.
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PROJECTION OF IGVB COSTS BETWEEN 2005 AND 2015 

Mammotome and equivalent IGVB technologies are not reimbursed in Alberta with a 

unique fee code. Therefore, there are no direct statistics on the number of services 

provided with this technology. The three centre’s currently using the technology in breast 

cancer biopsy are the Cross Cancer Institute in Edmonton, the Foothills Hospital in 

Calgary, and the Lethbridge Regional Hospital. Although some private radiology clinics 

have benches and stereotactic units and they have performed IGVB in the past, they have 

stopped doing so because of the extra cost of the probe that is not covered by the fee 

schedule.  

 

Our IGVB cost projection model is based on following assumptions: 

• IGVB is mainly used for non-palpable lesions that are mostly micro-

calcifications; 

• the main way to identify calcifications is through breast-screening programs and 

the total number of suspicious cases referred following mammography will 

remain close to the current level of about 3.8% of screened women (see below, 

AHW statistics and Screen Test Report, 2004); 

• the model uses AHW population projections for 2005 to 2015;  

• the proportion of suspicious cases referred from mammography for biopsy was 

assumed to be the current 26.9%. Further, about 33% of those women would have 

micro-calcifications and other conditions that would be appropriate for IGVB 

(sensitivity analysis between 25% and 50%);   

• IGVB costs are estimated using the base cost scenario as stated above, assuming 

150 IGVB procedures per centre per year (without bench cost); and  

• the comparison service is core needle biopsy with stereotactic/US guidance. 

 

According to AHW statistics, a total of 276,992 women had screening mammography 

during the two-year period between April 2003 and March 2005. Compared to the 

Alberta female population aged 40 years and over in 2004, the percentage of women who 

had a mammography during that year was about 20% (Table 1). This rate was highest for 

women between 50 and 69 years of age (26%). There are no province-wide population 
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data on the types of abnormalities found in screening mammography. However, ACB 

publishes data on abnormalities found in its screening program. On average, 3.8% of 

screening tests lead to abnormal findings and, of those, 26.9% were examined (Alberta 

Cancer Board 2004). Combining this information, we can estimate that about 0.2% of 

women per year aged 40 and over (n=1476) have a breast biopsy. This ranges from 

0.105% for those 70 years of age and over to 0.256% for the 50 to 69 year age group 

(Table 1).  

 

The validity of these estimates was tested comparing them to a large US based 

mammography screening study (Poplack et al. 2005). In that study, abnormal findings 

were seen in 2.97% of tests, of which about 30% were referred for biopsy. The US values 

give slightly lower breast biopsy estimates (n=1232; 0.176% of women 40 and older). 

These estimates indicate that the Alberta screening test programs identify about the same 

number of abnormal and biopsy cases as other screening programs in North America. The 

Screen Test Report (2004) also concluded that the Alberta program is comparable to 

other Canadian programs. However, the weakness of these estimates is that there is no 

data on the abnormality and biopsy rates in private radiology clinics. The population rates 

used in our analysis are assumed to be the same as those in the ACB mammography 

screening program. 

 

The expected number of abnormal cases that may need some type of needle biopsy can 

be estimated when the above rates are applied to Alberta population projections. The 

results of that estimate are shown in Table 2. The next step required to model the biopsy 

data is to estimate the number of biopsies that would be elicited by IGVB. We assumed 

that the technology would be used mainly for calcifications and for a small number of 

other non-palpable lesions. A cancer screening expert in Alberta estimated that about 

one-third of the abnormal findings go to biopsy in Cancer Board program and about 

another one-third of those cases would be non-solid mass lesions that are elicitable for 

stereotactic biopsy and thus could be diagnosed using IGVB. We used a sensitivity 

analysis with alternative rates of 25%, 33%, 40% and 50% to produce estimates of the 

possible magnitude of IGVB-appropriate cases per year. In 2005, the estimated number 
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of potential IGVB was 502 cases (33%) and varied between 380 and 760 when sensitivity 

analysis was done using 25% and 50% of examined cases. Those numbers increased 

somewhat during the ten-year projection period to 625 for 2015, using 33%, and varying 

between 437 and 947 for 25% and 50% IGVB biopsy rates, respectively (Table 2). 

According one cancer expert the number of patients predicted to be positive by the basic 

scenario (33%) is underestimating the number of IGVBs in Alberta and a  closer estimate 

might be the 50% estimate.  

 

To estimate the total cost of Mammotome screens in Alberta, an assumption of the yearly 

utilization rate of average machinery is required. Table 3 gives estimates of the total costs 

in the basic scenarios ($653.75 per case; five-year lifetime for equipment, 5% interest 

rate and 150 cases per year) excluding office overheads. In 2005, this would mean a cost 

of about $330,000, varying between $250,000 and $500,000 when 25% and 50% IGVB 

rates are used. In 2015, the base scenario would cost about $410,000 and the sensitivity 

analysis would range between $310,000 and $620,000.  

 

The cost estimates in Table 3 do not identify individual payers for the procedures. If we 

assume that about one-third of the IGVBs are done in ACB Clinics, the FFS payments to 

private radiologists would be about 33% less than shown in the table. Tables 2 and 3 can 

also be used to estimate the number of new private clinics and radiologists needed to do 

the tests. If 150 cases per year is taken as a reasonable number of cases per clinic, there 

would be only two to three private Mammotome clinics in 2005 and the number of 

“economically feasible” clinics would gradually increase to three or four clinics in 2015. 

Assuming that some private clinics already have the bench/bed and other equipment for 

other purposes, the need for new investment for Mammotome is $30,000. Assuming 

further that the equipment utilization rate is 75 procedures per year, the per-procedure 

cost would be about $700 and the number of centre’s who offer these services could be 

doubled. If no other new diagnostic categories are included in the IGVB FFS item, the 

need for new radiologists and their training to perform the service (that is for new 

capacity) is not very significant. 
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COMPARISON WITH OTHER TYPES OF BIOPSIES AND STUDIES 

IGVB costs were compared with the fee that would currently be received in the Alberta 

fee schedule. The estimated IGVB cost (without office overhead) of about $650 per case 

(depending on the utilization, interest rate and lifetime of equipment) is about twice the 

fee of the stereotactic core needle biopsy (the closest alternative for the test). The IGVB 

cost also seems to be higher than the cost of a surgical biopsy if done on an outpatient 

basis using local anesthesia in the surgeon’s office (i.e., no operating room overhead is 

added). In those relatively rare cases where open surgical biopsies are done in an 

operating  room with general anesthesia, the open biopsy will be more expensive than 

IGVB. The direct cost implications are not very high if the estimated annual caseload is 

in the range calculated earlier (e.g., between 400 and 760 cases per year). If the number 

of IGVB biopsies that would be paid by FFS were at 500 cases per year, the incremental 

cost (about $370 per case) would be $185,000 per year, assuming that the number of 

procedures would be the same as in the stereotactic core needle alternative. In addition, if 

the costs of the bench/bed and the other equipment were included in the calculation, the 

cost would be about twice as high. 

 

Haas and Ivancic (2003) did not consider IGVB to be cost-effective since, at that stage, 

the effectiveness study results did not indicate any difference between the 14-G core 

needle biopsy and IGVB. Since the effectiveness was seen to be the same and the cost of 

IGVB was significantly higher, a cost-minimization analysis would inevitably favour the 

14-G core needle biopsy.  

 

According to the AHFMR Technote (Corabian 2005), IGVB addresses some of the 

shortcomings of the stereotactic 14-G core needle biopsy by reducing histological 

underestimation and the need for a repeat biopsy. Rubin et al. (2001) showed 

mammography screening program outcomes for the different types of biopsies between 

1984 and 1998. During that period, the use of surgical biopsy for benign lesions was 

significantly reduced due to the use of fine and large core needle biopsies, ultrasound 

and, lastly, IGVB. Using their time series data and Medicare rates for 1998, they showed 

that the incremental cost of having IGVB as a new diagnostic method cost US$5646 per 

Institute of Health Economics Working Paper 06-02  11 



incremental cancer diagnosis. Also, the expense per case of cancer found (exclusive of 

mammography) decreased over time, including the period when IGVB was introduced 

(Rubin et al. 2001). Compared to surgical biopsies, IGVB resulted in a 20% direct cost 

saving per diagnosis (Liberman and Sama 2000, Liberman, Gougoutas et al. 2001). These 

figures do not include the possible future savings in mammography caused by the internal 

scars after open breast biopsy.  

 

Expert opinion obtained by the authors is consistent with the above results. The use of 

IGVB has decreased the number of repeat biopsies since testing accuracy is better both 

because the samples are bigger and because the sample location can be confirmed using 

US/x-ray. In addition to the decreased number of repeated biopsies, IGVB has also had 

an impact on the need for mammography screening. Instead of having a mammography 

every six months, it is usually scheduled after one year when there was a negative finding 

in an IGVB biopsy. Since the radiologist usually can remove all the abnormal tissue 

(especially if it is small) with relatively small risk of having internal scars when using 

IGVB, the need for additional screenings and biopsies after future mammography is 

reduced. Although these factors have some cost-saving implications, we cannot estimate 

them due to a lack of available data.   

 

One question that has significant cost implications is whether the Mammotome vacuum-

assisted needle could be operated without the bed and other equipment that are connected 

to it. Alonso-Bartolome et al. (2004) used a US guided biopsy using an 11-gauge, hand-

held vacuum-assisted probe. The total cost of the procedure was €364 (needle €193). In 

that study, fixed costs were about the same as in this study when only Mammotome 

equipment was included. However, a comparison of those results with the cost estimates 

of this report is difficult because the outcomes of hand-held and bed-attached (or upright 

positioning) Mammotome might be different.
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SOCIAL AND SYSTEM DEMOGRAPHIC ISSUES 

The highly aggregated level of data available for this analysis of biopsy hinders our 

ability to examine possible social and system demographic issues. Our report assumes 

that about one-third of the cases will be done at the ACB. This ensures that services are 

available at big centre’s in Edmonton and Calgary. Since the estimated number of private 

clinics is small, it is likely that most of them would also be located in Edmonton and 

Calgary. The establishment of IGVB sites at other locations would probably require some 

cooperation between rural RHAs and radiology clinics in the area. 

 

Alonso-Bartolome et al. (2004) is the only study that has compared the productivity 

losses of patients who underwent surgical and Mammotome biopsies. They found that the 

time lost in the percutaneous biopsy with Mammotome was less than 20% of the time 

required for a surgical biopsy. The expected time loss of patients in core needle biopsies 

(US or stereotactic guided) is about the same as with IGVB unless there is a need for a 

repeat biopsy or more frequent mammography screening.  

 

In addition to cost issues, IGVB is expected to improve the Health Related Quality of 

Life (HRQOL) of the women who get negative (or positive) diagnosis results sooner, and 

may not need to wait for the results of a new biopsy or semi-annual results of the follow-

up mammography. None of the studies reviewed in this report measured HRQOL 

outcomes. However, the reduction in the anxiety due to uncertainty is well documented in 

the screening literature, but the question of how much more should be paid for it is 

unclear.
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SUMMARY 

IGVB technology has a moderate equipment cost (about $30,000) if the clinic does not 

need to purchase a radiological bench/bed with the other required equipment.  The high 

cost of the disposable needle makes IGVB about twice as expensive as the conventional 

stereotactic 14-gauge core needle biopsy. If the alternative to IGVB is open surgical 

biopsy, the literature suggests that IGVB is almost as accurate and is cost saving. 

According to the literature and expert opinion, IGVB is best suited for the biopsy of 

micro-calcifications and for some other small non-palpable lesions that are hard to find or 

reach using other methods. Using the numbers on the rate of abnormalities derived from 

the ACB Mammography Screening program, and the estimated rate of biopsies needed to 

diagnose abnormal findings that are either non-palpable or calcifications in the 

population of over age 40, there would be between 380 and 760 potential candidates for 

IGVB in 2005. Assuming that about one-third of the cases would go to Cancer Board 

Clinics, the number of patients would not be big enough to warrant providing IGVB in a 

large number of private clinics if they would target the population described above. 

 

The incremental effectiveness of IGVB is still not clearly shown, although some research 

indicates that it would be more effective than for core needle biopsy. Because of the lack 

of information on effectiveness, cost-effectiveness and cost-benefit modeling cannot be 

done and only a cost-minimization analysis can be done, supplemented by additional 

relatively soft information on the hard-to-measure benefits of IGVB. Our economic 

analysis shows that IGVB is not cost-saving compared to 14-gauge core needle biopsies. 

However, for the limited types of non-palpable lesions described in the literature, the 

higher cost of diagnosis may be partly compensated for by the improved quality of the 

results. The improved quality of the services is also expected to result in some HRQOL 

improvements because the reduction of uncertainty would likely decrease anxiety. 

According to experts, the performance of breast-saving surgeries is more likely with 

IGVB and this may also improve the HRQOL of the patients. However, these outcomes 

are difficult to measure and value in monetary terms. In addition, we do not know if 

IGVB would save any lives due to the improved diagnostic process. The total costs of 

IGVB are still relatively small, so if the technology can be shown to save even one life 
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every few years, the program would result in a reasonable Cost/QALY (Quality Adjusted 

Life Year) outcome (e.g., below $50,000).
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Table 1  

Screening mammography rate, abnormality rate and estimated rate of needle breast 

biopsy in Alberta 2004 

Age Mammography 

Rate 2004 #

  

AB Abnormality 

Rate 2001/03* 

Abnormalities to 

Biopsy 2001/03* 

Needle Biopsy 

Rate in 2004 

40-49 0.1663 0.045 26.9% 0.002013 

50-69 0.2597 0.038 26.9% 0.002654 

70+ 0.1185 0.033 26.9% 0.001052 

Total 0.1974 0.038 26.9% 0.002018 
# AHW Screening Mammography Registry and population projection 

* Alberta Cancer Board, Screen Test, Alberta Program for Early Detection of Breast Cancer, 2001/03 

Biennial Report 

 

 

 

 

Table 2 

Estimated number of biopsies from provincial mammography programs and sensitivity 

analysis of the estimated number of IGVBs in 2005, 2010 and 2015 

 

Year 2005 2010 2015 

Biopsies 1520 1714 1893 

% to IGVB   

25% 380 429 473 
33% 502 566 625 
40% 608 686 757 

50% 760 857 947 
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Table 3 

Estimated total cost of Mammotome biopsies in 2005, 2010 and 2015 in different 

utilization levels with 33% being the basic scenario 

 

% of Biopsies 2005* 2010* 2015* 

25% 248,452 280,196 309,461 

33% 327,956 369,858 408,489 

40% 397,523 448,313 495,138 

50% 496,903 560,391 618,923 

* Constant 2005 Canadian $ values 
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