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Initially described by Vilmann et al. in 1992 [1],
endoscopic ultrasound-guided fine-needle as-
piration (EUS-FNA) is a validated diagnostic pro-
cedure in the field of gastrointestinal pathology.
It is the current standard of care for sampling pan-
creatic mass lesions, with reported sensitivities
ranging from 64% to 95%, specificities from 75%
to 100%, and diagnostic accuracies from 78% to
95% [2]. However, the actual efficacy of EUS-FNA
in practice depends on the site, size, and charac-
teristics of the target tissue [3], as well as the
availability of a cytopathologist to render an on-
site diagnosis [4]. In order to overcome some of
the limitations of FNA, needles designed to obtain
biopsy specimens (fine-needle biopsy [FNB] nee-
dles) have been developed that allow core sam-
ples to be collected by shearing tissue from the
target lesion. The expectation is that cutting nee-
dles will improve diagnostic accuracy as well as
provide tissue with conserved architecture, en-
abling histological analysis [5].
The available literature comparing FNA and FNB
needles has not provided definitive results [6,7].
A recent meta-analysis found no significant dif-
ference between one biopsy needle (ProCore;
Cook Endoscopy, Bloomington, Indiana, USA) and
standard FNA needles with regard to sample ade-
quacy, diagnostic accuracy, or acquisition of a core
specimen; however, the FNB needle established a
diagnosis with fewer passes [8]. In this issue of
Endoscopy International Open, Aadam et al. [9]
present compelling data showing significantly
higher rates of diagnostic yield and specimen ade-
quacy for solid mass lesions sampled by FNB than
for those sampled by FNA for all specimens. Al-
though the difference in diagnostic yield was not
statistically significant for pancreatic lesions, one
could argue that it was clinically significant, at
91.7% comparedwith 78.4%. Amaximum of three
passes was allowed for the first method of EUS
tissue acquisition, and then patients were crossed
over to the other type of needle based on on-site

specimen adequacy. The differences were inde-
pendent of lesion size, number of passes, use of
suction or stylet, and needle gauge. The authors
concluded that FNB should also be favored over
FNA as a salvage technique when inadequate
samples are obtained with FNA.
Analysis of cost-effectiveness from the perspec-
tive of a third-party payer (not representative of
the methodology used in the randomized, con-
trolled trial with crossover design) showed that
FNB was more cost-effective than FNA for both
pancreatic and nonpancreatic masses. This analy-
sis included the use of on-site pathology for all ex-
aminations.
The lack of standardization of needle sizes is one
weakness in the study design. Another concern is
that the analysis of the crossover salvage effect
may have been limited by the restricted number
of passes that could be made with the initial nee-
dle. Previous experience with brush cytology for
the diagnosis of biliary strictures and the poten-
tial role of dilation before or after sampling dem-
onstrated that the increased sensitivity observed
following stricture dilation was most likely a con-
sequence of the act of obtaining additional sam-
ples [10].
As the authors recognize, there are significant
cost implications associated with choice of needle
and diagnostic strategy. If the routine use of FNB
needles could provide diagnostic yields high e-
nough to eliminate the need for on-site cytopa-
thological evaluation, then there would be not
only a reduction in direct costs but also a signifi-
cant reduction in opportunity costs (costs asso-
ciated with lost time pending cytological inter-
pretation feedback). In fact, costs associated with
downtime could ultimately prove to be the domi-
nant driver in decision analysis. Total procedural
timemight be cut in half by performing FNBwith-
out on-site evaluation, potentially reducing hos-
pital and anesthesia charges as well. The use of
FNB as a salvage technique following unsuccessful
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FNA may not be cost-saving because this strategy requires two
needles and extra time for additional passes; FNB alone may
well be the dominant strategy for nonpancreatic lesions. How-
ever, if an FNB-alone strategy is used, it is imperative to deter-
mine the optimal number of passes and the needle gauge requir-
ed to obtain a reliable diagnosis and exclude malignancy, and
whether these variables differ by target organ. In theory, in the
acquisition of a tissue core, EUS-FNB should be superior to FNA
if needle design can be perfected. The day may soon come when
EUS-FNB is analogous to tissue acquisition for mucosal lesions, in
which samples are reliably obtained without the need for an on-
site cytopathologist. Assuming that biopsy specimens are obtain-
ed from the lesion of interest and sampling is adequate, wemight
expect high diagnostic yields.
Four strategies are now available for obtaining tissue during EUS:
FNA, FNB, both, and FNAwith salvage FNB if the FNA samples are
nondiagnostic. Ideally, a prospective blinded study should be
conducted in which FNA and FNB are performed at the same site
during the same endoscopic session with needles of matching
gauges, similar to the one performed by Lin et al. [11], so that
the diagnostic yields of EUS-FNAwith on-site cytopathology and
EUS-FNB without on-site pathology can be compared. Neverthe-
less, the current study by Aadam et al. is a significant step in the
evolution of FNB, which may ultimately become the preferred
method for EUS-guided tissue acquisition.

Competing interests: Dr. Baron is a speaker and consultant for
BSCI and Cook Endoscopy. Dr. Grimm is a consultant for BSCI.
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