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It is unclear from the manuscript whether the local imaging 
magnetic resonance imaging (MRI) was performed before 
the biopsy for all patients, if yes then MRI (the modality 
of choice for local evaluation) can easily guide a surgeon/
clinician to target the area of high yield and palpatory 
method may not be of much relevance.2

The article states that biopsies can be carried out by 
“untrained” residents or clinicians who are aware of the 
principles of musculoskeletal biopsy. It definitely sounds 
practical, especially in developing countries where many 
specialized sarcoma treatment centers are not available. 
However, it must be guided or done in consultation with 
the treating surgeon who will be doing the final surgery. 
Young clinicians and residents may not be experienced 
enough to decide the final plan of surgery in all cases and 
errors are more likely.3

The authors have also compared their study with published 
studies, which have used various imaging modalities for 
guided biopsy. This may not be appropriate, since the 
clinical spectrum of cases is strikingly different. In the 
present study, all cases have a large extraosseous soft tissue 
component while most of the western studies are on patients 
who have small tumors without palpable lesions and thus 
may require image guidance. Hence, the two groups are 
not comparable.

Although the numbers are small, the study stresses the 
need to train more and more general orthopedic surgeons 
and residents, in doing basic evaluation procedures like 
Tru-cut or open biopsies in an oncologically appropriate 
way. This is very essential in developing countries where 
a considerable mismatch exists between the ratio of 
specialized sarcoma centers and the catering population. 
Tru-cut biopsy is less invasive, less morbid and cost 
effective, has a shorter learning curve and appear more 
forgiving as compared to open biopsy. This however, 
requires an expert pathologist and seamless clinical, 
radiological and pathological correlation to have a high 
yield of accurate diagnosis. It can also be concluded that 
the extraosseous soft tissue component of a bone tumor 
is easily biopsiable and has comparable yield with bone 
biopsy if appropriate areas are selected by prior local 
imaging.

Ashish Gulia
Department of Surgical Oncology, Tata Memorial Hospital, 

Mumbai, Maharashtra, India

Address for correspondence: Dr. Ashish Gulia, 
Room No. 43, Bone and Soft Tissue Services, Tata Memorial Hospital, 

E. Borges Marg, Parel, Mumbai - 400 012, Maharashtra, India. 
E-mail: aashishgulia@gmail.com

rEfErEncEs

1. Joshi A, Magar SR, Chand P, Panth R, Khatri Chhetri BR. Tru‑cut 
biopsy as the initial method of tissue diagnosis in bone tumors 
with soft tissue extension. Indian J Orthop 2013;47:195‑9.

2. Priolo F, Cerase A. The current role of radiography in the 
assessment of skeletal tumors and tumor‑like lesions. Eur J 
Radiol 1998;27 Suppl 1:S77‑85.

3. Mankin HJ, Mankin CJ, Simon MA. The hazards of the biopsy, 
revisited. Members of the Musculoskeletal Tumor Society. 
J Bone Joint Surg Am 1996;78:656‑63.

Access this article online
Quick Response Code:

Website:  
www.ijoonline.com

DOI:  
10.4103/0019-5413.121606

Author’s reply

Sir,
We appreciate the concerns raised by Ashish Gulia1 on 
our article “Tru-cut biopsy as the initial method of tissue 
diagnosis in bone tumors with soft tissue extension”.2 We 
would like to clarify our views on the points raised.

First of all, we agree to the point that magnetic resonance 
imaging (MRI) will tell us (cognitive sense) the exact target 
area and we performed MRI in all of our cases; however, 
the somatosensory and tactile sensation (palpation) will 
definitely be needed to have a feel of where the needle is 
going. In our series, by saying palpation technique we mean 
that no additional locating devises were used to confirm the 
location of the needle.

Who should perform the biopsy is still a matter of 
debate. As far as the diagnostic accuracy is concern, 
Rougraff et al.,3 reported that there was no evidence to 
address who is the best suited to perform the biopsy. 
Existing	 literatures	 have	 failed	 to	 address	 the	 technical	
aspect of biopsy scar placement by various physicians 
doing biopsy (Orthopedicians, Surgeons, Radiologists 
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and Pathologists). We hypothesized that an orthopedic 
resident or registrars, who are aware of the principles of 
biopsy and recommendations of musculoskeletal tumor 
society, will place the biopsy tract more appropriately than 
other subspecialities. We agree that whenever possible a 
biopsy (open or Tru-cut) should be performed by a specialist 
in a specialized center, but if it is not possible, Tru-cut should 
be the first choice as it has good diagnostic accuracy and 
more forgiving than open biopsy.

We never wanted to undermine the importance of imaging 
techniques to localize the needle in the correct position. 
We just wanted to emphasize that when tumor is palpable 
and imaging has shown the vital structure in and around the 
tumor, these adjuvant radiology techniques have no added 
advantage. As far as comparisons with similar studies are 
concern, we just wanted to compare the adequacy of tumor 
tissue obtained without using the localization techniques. 
We agree to the fact that the size and site of the tumor has 
an important role to play while choosing these adjuvant 
localization techniques.
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Curettage of benign bone 
tumors and tumor like 
lesions: A retrospective 
analysis

Sir,
We read with interest the above titled article published in 
the IJO (May 2013).1 The authors are to be commended 
on their study and we agree with most of the points that 
they have so eloquently addressed. However, the article 
does raise the question as to whether it is the volume of 
the lesion or the residual circumference of intact bone 
after curettage that should be the determining factor 
regarding the necessity to reconstruct the defect to avoid 
postoperative fractures.

The article has focused on the volume of the lesion 
being the determining factor regarding the incidence 
of postoperative fracture. While the longitudinal length 
does deserve consideration, we believe that the residual 
circumference of intact bone after curettage is more 
important and should be the deciding factor as this 
eventually determines the resistance to fracture on 
subsequent loading. Our algorithm published in the IJO 
in 2007 mentions that if more than 2/3rd of the residual 
cortical circumference is intact then it would be reasonably 
safe to proceed without filling the defect.2 We have found 
this an easily applicable and good clinical parameter to 
follow.

The article mentions that lesions with less than 5 cm 
subchondral bone are not suitable for this procedure as 
they are more prone to collapse and intraarticular fracture. 
We feel this may have been a typographical error and the 
authors meant “less than 5 mm” as has been stated in our 
algorithm.2
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