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Abstract: Background: This study aimed to evaluate the diagnostic performance of the
Kaiser score (KS) on the modified abbreviated breast magnetic resonance imaging (AB-MRI)
protocol for characterizing breast lesions by comparing it with full-protocol MRI (FP-MRI),
using the histological data as the reference standard. Methods: Breast MRIs detecting
histologically verified contrast-enhancing breast lesions were evaluated retrospectively. A
modified AB-MRI protocol was created from the standard FP-MRI, which comprised axial
fat-suppressed T2-weighted imaging (T2WI), pre-contrast T1-weighted imaging (T1WI),
and first, second, and fourth post-contrast phases. Two radiologists reviewed both pro-
tocols, recording the KS for each detected lesion. Sensitivity, specificity, and positive and
negative predictive values, as well as accuracy, were calculated for each protocol. Receiver
operating characteristic (ROC) analysis was performed to determine the diagnostic perfor-
mance of the modified AB-MRI compared to the FP-MRI. Results: In total, 154 patients
with 158 histopathologically proven lesions (107 malignant, 51 benign) were included. For
the diagnostic performance of the KS for modified AB-MRI and FP-MRI, the sensitivity
was 96.3% vs. 98.1%, the specificity was 78.4% vs. 74.5%, PPV was 90.4% vs. 89%, NPV was
90.9% vs. 95%, and the diagnostic accuracy was 90.5% vs. 90.5%. The area under the curve
(AUC) obtained from the ROC curve analysis was 0.873 and 0.863 for modified AB-MRI and
FP-MRI for reader 1, respectively, and 0.859 and 0.878 for modified AB-MRI and FP-MRI for
reader 2, respectively, (p < 0.001). Conclusions: Our modified AB-MRI protocol revealed
comparable results in terms of the diagnostic value of the KS in characterizing breast lesions
compared to FP-MRI and reduced both scanning and interpretation time.

Keywords: Kaiser score; abbreviated breast MRI; full-protocol MRI; breast cancer

1. Introduction
Breast cancer is the most common cause of malignancy in women worldwide and is

considered one of the leading causes of cancer-related mortality and morbidity [1]. Early
and accurate diagnosis and timely treatment can improve the prognosis of patients with
breast cancer, reduce mortality, and increase cure rates [2]. Breast magnetic resonance
imaging (MRI) is the most sensitive imaging modality for detecting breast cancer and is su-
perior to both mammography and ultrasonography [3–5]. Therefore, indications for breast
MRI have increased over the past decade, including screening high-risk women, problem
solving, preoperative staging, evaluating the response to neoadjuvant chemotherapy, and
nipple discharge [6,7]. However, the long acquisition time (approximately 35 to 40 min)
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required for full-protocol MRI (FP-MRI) increases costs, prolongs the interpretation time,
and may also cause patient discomfort. To overcome these limitations, the abbreviated
breast MRI (AB-MRI) protocol has been introduced in screening and diagnostic settings [8].
This protocol demonstrates diagnostic accuracy and cancer detection rates comparable to
those of conventional FP-MRI [9].

The American College of Radiology (ACR) Breast Imaging Reporting and Data System
(BI-RADS) is widely used in the interpretation of breast lesions. It provides uniform
terminology and a standardized classification for breast lesions [10]. However, the accurate
diagnosis of breast diseases via ACR BI-RADS may require considerable experience, so
it is challenging for young radiologists. For this purpose, the Kaiser scoring system, an
evidence-based clinical decision-making tool for the characterization of breast lesions,
was developed for breast MRI. The Kaiser score (KS) has a classification tree flowchart
structure that includes five major diagnostic BI-RADS lexicon criteria (root sign [presence of
spiculations], a signal intensity–time curve type, lesion margins, internal enhancement, and
the presence of edema). The resulting score reflects the increased likelihood of malignancy,
ranging from 1 to 11 [11]. Applying the KS in breast MRI interpretation has improved
diagnostic accuracy and inter-reader agreement, especially for less experienced radiologists.
In systematically evaluating lesions with a structured scoring system, the KS can reduce
diagnostic uncertainty. This approach may help distinguish benign from malignant lesions
more effectively, potentially reducing the number of unnecessary biopsies [12].

One of the most important diagnostic criteria included in the flowchart is the signal-
intensity (SI)–time curve type of dynamic contrast enhancement. The shape of the SI–time
curve is determined by initial and delayed enhancement [11]. The most commonly de-
scribed AB-MRI protocol consists of the most essential sequences, including pre-contrast
T1-weighted imaging (T1WI) and a single post-contrast T1WI scan [8]. However, this
protocol also has several inherent challenges, such as high recall and false positive rates
due to the absence of delayed contrast-enhanced images and fat-suppressed T2-weighted
imaging (T2WI). To evaluate the ability of the KS to characterize breast lesions, we created
a modified AB-MRI protocol by adding T2WI and delayed-phase post-contrast T1WI to the
classical AB-MRI protocol.

Our study aimed to evaluate the diagnostic performance of the KS on modified AB-
MRI for characterizing breast lesions by comparing it with that of FP-MRI, using histological
data as the reference standard.

2. Materials and Methods
2.1. Study Design

This was a single-center retrospective study involving women who underwent breast
MRI between January 2020 and December 2023 at our department for the evaluation
of suspicious findings on mammography or ultrasonography. Only patients with MRI
enhanced lesions and histopathological correlations were included. The exclusion criteria
were as follows: the absence of detectable breast lesions on MRI, suspected lesions on MRI
without pathologic confirmation or studies significantly affected by motion artifacts. This
retrospective study was approved by the institutional board, and written informed consent
was waived because of the retrospective nature of the investigation.
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2.2. MRI Equipment and Technique

All MRI examinations were performed with a 1.5 Tesla MRI scanner (Optima 360®,
GE Healthcare, Waukesha, WI, USA) using a dedicated 12-channel breast coil while the
patient was in the prone position. All women underwent FP-MRI examination on the same
MRI machine and with the same protocol. Gadolinium contrast material was administered
intravenously, with 0.1 mmol/kg as a bolus injection with an injector followed by 15 mL of
saline solution.

The standard FP-MRI consisted of axial fat-suppressed T2WI, axial T1WI, sagittal fat-
suppressed T2WI, diffusion weighted imaging (DWI) with apparent diffusion coefficient
(ADC) maps, axial fat-suppressed pre-contrast T1WI, and axial dynamic contrast enhanced
series acquired five times after contrast agent injection. Additionally, subtraction and
maximum intensity projection (MIP) images were generated automatically. The total
acquisition time for standard FP-MRI was approximately 35–40 min. The modified AB-
MRI protocol was created from sequences obtained from standard FP-MRI. This data set
comprised axial fat-suppressed T2WI, pre-contrast T1WI, and first, second, and fourth post-
contrast phases. The total acquisition time for the modified AB-MRI was 12–14 min. The
subtraction and MIP images were generated automatically and did not require additional
scan time.

2.3. Image Analysis and Interpretation

Both the FP-MRI and modified AB-MRI examinations were assessed retrospectively
by two radiologists (Reader 1 with 10 years of diagnostic experience, and Reader 2 with
8 years of diagnostic experience). Radiologists were blinded to the patients’ clinical his-
tory, prior imaging studies and histopathological results. The suspicious lesion with a
histopathological result was noted in advance so that each radiologist analyzed the same
lesion. If any conflict occurred between the two observers’ interpretations, the final decision
was reached by consensus.

MR images were retrieved from the Picture Archiving and Communication System
(PACS). FP-MRI includes all available sequences described above. Modified AB-MRIs were
created from FP-MRIs and saved as anonymized Digital Imaging and Communications in
Medicine (DICOM) files by a technician. Each reader first read the modified abbreviated
protocol and then read the full protocol approximately one-month later to minimize the
memory bias.

Age, menopausal status, amount of fibroglandular tissue (FGT), background parenchy-
mal enhancement (BPE), lesion size, and lesion localization were recorded. The lesions were
divided into mass and non-mass enhancement (NME). The size of the enhancing lesion was
defined as the largest diameter. The readers were asked to classify all enhancing lesions
using the KS as described in the literature [11]. This score combines five major diagnostic
BI-RADS lexicon criteria (root sign [presence of spiculations], internal enhancement, lesion
margins, SI–time curve type, and the presence of edema) in a flowchart-like algorithm
(Figure 1) [11]. If there was an enhanced lesion, the presence of spiculation, kinetic curve
type, lesion margin characteristics, internal enhancement pattern, and the presence of
edema were evaluated to calculate the KS. The resulting score reflects the increased likeli-
hood of malignancy, ranging from 1 to 11 (Figure 2). Scores greater than 4 require biopsy.
A diagnostic category was assigned to each lesion that was biopsied. Interpretation times
were recorded for the modified AB-MRI and FP-MRI for both readers.
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Figure 1. The tree flowchart of the Kaiser score [11]. The resulting score is associated with an in-
creasing risk of malignancy (from 1 to 11). 

 

Figure 2. Axial T2 weighted (a), axial pre-contrast T1 weighted (b), dynamic post-contrast first-
phase subtraction (c), and dynamic post-contrast fourth-phase subtraction, (d) sequences from the 
modified abbreviated breast MRI demonstrating a 41 mm spiculated mass lesion (arrows) in the 
retroareolar area of the right breast with post-contrast washout and perilesional edema on T2 
weighted image (Kaiser score = 11). Histopathology revealed invasive carcinoma. 

2.4. Statistical Analysis 

All statistical analyses were carried out using the SPSS 23 statistical software (SPSS 
Inc., Chicago, IL, USA). The sensitivity, specificity, positive predictive values (PPVs), neg-
ative predictive values (NPVs), and 95% confidence intervals (CIs) of the KS in FP-MRI 
and modified AB-MRI for the characterization of breast lesions were calculated. The diag-
nostic performance of the Kaiser score was interpreted using receiver operating charac-
teristic (ROC) analysis, and the area under the curve (AUC) was calculated. A Kaiser score 
of 4 was accepted as the cutoff value. The intra-class correlation coefficient (ICC) was used 
to match the numerical Kaiser scores between the two readers. Interrater agreement be-
tween the two readers was analyzed using Cohen’s kappa coefficient. The values (κ) were 

Figure 1. The tree flowchart of the Kaiser score [11]. The resulting score is associated with an
increasing risk of malignancy (from 1 to 11).
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Figure 2. Axial T2 weighted (a), axial pre-contrast T1 weighted (b), dynamic post-contrast first-phase
subtraction (c), and dynamic post-contrast fourth-phase subtraction, (d) sequences from the modified
abbreviated breast MRI demonstrating a 41 mm spiculated mass lesion (arrows) in the retroareolar
area of the right breast with post-contrast washout and perilesional edema on T2 weighted image
(Kaiser score = 11). Histopathology revealed invasive carcinoma.

2.4. Statistical Analysis

All statistical analyses were carried out using the SPSS 23 statistical software (SPSS Inc.,
Chicago, IL, USA). The sensitivity, specificity, positive predictive values (PPVs), negative
predictive values (NPVs), and 95% confidence intervals (CIs) of the KS in FP-MRI and
modified AB-MRI for the characterization of breast lesions were calculated. The diagnostic
performance of the Kaiser score was interpreted using receiver operating characteristic
(ROC) analysis, and the area under the curve (AUC) was calculated. A Kaiser score of 4 was
accepted as the cutoff value. The intra-class correlation coefficient (ICC) was used to match
the numerical Kaiser scores between the two readers. Interrater agreement between the two
readers was analyzed using Cohen’s kappa coefficient. The values (κ) were interpreted as
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follows: poor (κ is less than 0.20), fair (κ ranges from 0.21 to 0.40), moderate (κ ranges from
0.41 to 0.60), good (κ ranges from 0.61 to 0.80), and excellent (κ is greater than 0.81) [13]. A
p-value of less than 0.05 was considered statistically significant.

3. Results
A total of 154 patients with 158 histopathologically proven lesions were included

in this study. The final histopathology revealed that 67.7% (n = 107) of the lesions were
malignant and that 32.3% (n = 51) were benign. The detailed histopathological diagnoses
and subtypes are given in Table 1. The mean age of the patients with malignant lesions was
55.2 ± 12.6 years and that of the patients with benign lesions was 38.8 ± 12.8 years. The
difference between groups in terms of mean age was statistically significant (p < 0.001).

Table 1. Histopathological features of 158 lesions.

Histopathologic Features n (%)

Benign lesions 51 (32.3)
Fibrocystic change 2 (1.3)
Fibroadenoma 34 (21.5)
Fibrosis-adenosis 2 (1.3)
Granulomatous mastitis 3 (1.9)
Intraductal papilloma 2 (1.3)
Cholesterol granuloma 1 (0.6)
Chronic inflammation 2 (1.3)
Suppurative inflammation 3 (1.9)
Nonspecific inflammation 2 (1.3)

Malign lesions 107 (67.7)
Invasive ductal carcinoma 87 (55.1)
Invasive lobular carcinoma 7 (4.4)
Invasive mixt carcinoma 2 (1.3)
Ductal carcinoma in situ 2 (1.3)
B-cell non-Hodgkin’s lymphoma 1 (0.6)
Apocrine adenocarcinoma 1 (0.6)
Tubular carcinoma 1 (0.6)
Encapsulated papillary carcinoma 1 (0.6)
Solid papillary carcinoma 1 (0.6)
Metaplastic carcinoma 1 (0.6)

A total of 143 masses (90.5%) and 15 (9.5%) NME cases were diagnosed. The mean ± stand-
ard deviation of the size of the detected mass lesions was 28.3 ± 16.9 mm, and that of the
NME was 54.0 ± 23.5 mm. Table 2 shows the patient characteristics and MRI findings of
158 histopathologically proven benign and malignant lesions.

Table 2. Patient characteristics and MRI features of benign and malignant lesions.

Characteristics Benign Lesions (n = 51) Malign Lesions (n = 107) p Value

Patient characteristics
Mean age (range) (years) 38.8 (19–73) 55.2 (24–82) <0.001
Menstrual status <0.001

Premenopausal 43 (52.4%) 39 (47.6%)
Postmenopausal 8 (10.5%) 68 (89.5)

MRI features
Amount of FGT

<0.001
Fat 2 (66.7%) 1 (33.3%)
Scattered 5 (10.4%) 43 (89.6%)
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Table 2. Cont.

Characteristics Benign Lesions (n = 51) Malign Lesions (n = 107) p Value

Heterogenous dense 17 (29.8%) 40 (70.2%)
Extremely dense 27 (54%) 23 (46%)

BPE

0.567
Minimal 19 (31.7%) 41 (68.3%)
Mild 17 (28.3%) 43 (71.7%)
Moderate 10 (35.7%) 18 (64.3%)
Severe 5 (50%) 5 (50%)

Lesion size (range) (mm) 24.7 (7–107) 33.6 (8–91) <0.001
Lesion type

0.565Mass 45 (31.5%) 98 (68.5%)
NME 6 (40%) 9 (60%)

T2 signal intensity of lesion
0.594High 29 (34.1%) 56 (65.9%)

Not high 22 (30.1%) 51 (69.9%)
Root sign (spiculated)

<0.001Yes 3 (3.2%) 90 (96.8%)
No 48 (73.8%) 17 (26.2%)

Margins
<0.001Circumscribed 37 (97.4%) 1 (2.6%)

Irregular 11 (40.7%) 16 (59.3%)
TIC

<0.001
Persistent 30 (85.7%) 5 (14.3%)
Plateau 16 (21.9%) 57 (78.1%)
Washout 5 (10%) 45 (90%)

Internal enhancement
<0.001Homogenous, centrifugal 33 (62.3%) 20 (37.7%)

Heterogenous, centripedal/rim 18 (17.1%) 87 (82.9%)
Edema

<0.001Yes 37 (45.7%) 44 (54.3%)
No 14 (18.2%) 63 (81.8%)

MRI: magnetic resonance imaging, FGT: fibroglandular tissue, BPE: background parenchymal enhancement,
NME: non-mass enhancement, TIC: time–intensity curve.

The diagnostic performance of the KS for differentiating between benign and malig-
nant lesions via modified AB-MRI and FP-MRI was as follows: sensitivity, 96.3% vs. 98.1%;
specificity, 78.4% vs. 74.5%; PPV, 90.4% vs. 89%; NPV, 90.9% vs. 95%; and diagnostic
accuracy, 90.5% vs. 90.5%, respectively (Table 3). The AUCs obtained from the ROC curve
analysis were 0.873 and 0.863 for modified AB-MRI and FP-MRI, respectively, for reader 1
and 0.859 and 0.878 for modified AB-MRI and FP-MRI, respectively, for reader 2 (p < 0.001)
(Figure 3). For both protocols, the cutoff point for optimally classifying patients was KS > 4.

Table 3. Sensitivity, specificity, PPV, NPV, diagnostic accuracy, and 95% confidence intervals (in
parentheses) of Kaiser score in modified AB-MRI and FP-MRI for characterization of breast lesions.

Sensitivity (%) Specificity (%) PPV (%) NPV (%) Diagnostic Accuracy (%)

Modified AB-MRI 96.3
(90.7–98.9)

78.4
(64.6–88.7)

90.4
(84.7–94.1)

90.9
(79.1–96.3)

90.5
(84.8–94.5)

FP-MRI 98.1
(93.4–99.7)

74.5
(60.3–85.7)

89
(83.4–92.8)

95
(82.7–98.7)

90.5
(84.8–94.5)

PPV: positive predictive value, NPV: negative predictive value, AB-MRI: abbreviated breast magnetic resonance
imaging, FP-MRI: full-protocol magnetic resonance imaging.
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Figure 3. Comparison of diagnostic performance of the Kaiser score between modified AB-MRI
and FP-MRI according to the reader. The area under the curve according to the receiver operating
characteristic analysis is 0.873 for the modified AB-MRI vs. 0.863 for the FP-MRI for reader 1 (a) and
0.859 for the modified AB-MRI vs. 0.878 for the FP-MRI for reader 2 (b) (p < 0.001).

With modified AB-MRI, the number of false positive cases was 11, represented by sup-
purative inflammation, granulomatous mastitis, and cholesterol granuloma, which showed
irregular margins and marked inhomogeneous enhancement that mimicked malignancies.
Four false negative cases presented with high T2 signals and persistent enhancement that
mimicked benign lesions and were invasive lobular carcinomas.

In the evaluation of the agreement between readers in terms of KS evaluation in
modified AB-MRI and FP-MRI, the interobserver ICCs were 0.969 (0.957–0.977) and 0.965
(0.952–0.974), respectively, which was considered excellent agreement. The mean interpre-
tation time was 2.2 min for modified AB-MRI and 5.7 min for FP-MRI. The difference was
statistically significant, with p < 0.001.

4. Discussion
This study revealed that modified AB-MRI has diagnostic accuracy comparable

to that of FP-MRI for the KS in characterizing breast lesions. In addition, we demon-
strated reduction in the total acquisition and interpretation time with near-perfect inter-
observer agreement.

Breast MRI is the most sensitive method for breast cancer detection and is cur-
rently recommended as a supplemental screening tool for women at high risk for breast
cancer [14–16]. Additionally, MRI is widely used for problem solving, preoperative staging,
the evaluation of the response to neoadjuvant chemotherapy, and nipple discharge [6,7].
Despite these recommendations, the use of breast MRI is restricted due to the long scanning
time of a full protocol, which increases patient anxiety and discomfort, and high costs.
Abbreviated MRI protocols that shorten the scanning time by reducing the number of
sequences. The most commonly acquired AB- MRI protocol consists of one pre-contrast
sequence and one early-phase (first) post-contrast sequence, which lacks a delayed-phase
post-contrast sequence [8]. Therefore, it does not allow for the assessment of the enhance-
ment pattern or analysis of time–intensity curves to characterize lesions. Benign lesions
usually present with slow or delayed initial enhancement, whereas initial rapid enhance-
ment and rapid washout are highly indicative of a malignant mass. However, AB-MRI
without delayed-phase post-contrast sequences may misinterpret slowly enhancing cancers
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such as invasive lobular carcinomas or low-grade ductal carcinoma in situ [17]. Therefore,
due to the lack of delayed post-contrast images, lesions may be difficult to interpret or
identify. In some studies, T2WI has been included in the AB-MRI protocol [18–20]. T2WI
may be helpful in lesion analysis; in some cases, T2 hyperintensity may enable a benign
finding. Mann et al. reported that T2WI is very helpful in lesion characterization [20]. Our
modified AB-MRI protocol differs from the classic AB-MRI protocol in that both delayed-
phase post-contrast sequences and T2WI are required. In this state, our modified AB-MRI
protocol serves as a full-protocol breast MRI without losing diagnostic accuracy, and there is
a need to bring patients for further MRI evaluation, which can be acquired in approximately
12–14 min. Furthermore, although Grimm et al. and Lee et al. previously described a
similar abbreviated protocol, we are the first to evaluate the diagnostic performance of
the KS on modified AB-MRI for characterizing breast lesions by comparing it with that of
FP-MRI, using histological data as the reference standard [21,22].

Our study supports the literature, showing that modified AB-MRI is sensitive for
characterizing breast lesions, with less scanning and interpretation time. The sensitivity
of modified AB-MRI was as high as that of FP-MRI (96.3% vs. 98.1%). The diagnostic
accuracies of the two protocols were equal (90.5% vs. 90.5%). Furthermore, the specificity
and PPV of modified AB-MRI were slightly higher than those of FP-MRI (78.4 vs. 74.5% and
90.4 vs. 89%, respectively), which indicated that false-positive findings were less frequent
with modified AB-MRI. Lee et al. found that, compared with classic AB-MRI, modified
AB-MRI with additional T2WI and delayed-phase post-contrast T1WI scans tended to
show higher average sensitivity, comparable average specificity, and a higher average
AUC [22]. Heacock et al. evaluated the use of an abbreviated MRI protocol with T2WI
and found that abbreviated MRI has a high rate of detection for known breast cancer
and a short interpretation time [18]. Grimm et al. compared two AB-MRI protocols for
breast cancer detection, including T2WI (abbreviated 1) and second-pass T1-weighted post-
contrast (abbreviated 2), with a standard protocol and reported no significant difference
in sensitivity between the abbreviated 1 (86%, p = 0.22) or abbreviated 2 (89%, p = 0.38)
protocols and the full protocol (95%) [21]. Romeo et al. emphasized the usefulness of late
post-contrast series in the characterization of breast lesions and their comparability with
the standard full diagnostic protocol [23]. Moschetta et al. concluded that an abbreviated
combined MRI protocol has the same diagnostic potential as the standard protocol in
patients undergoing breast MRI for screening, problem solving, or preoperative staging
and is a time-saving method [19]. These studies indicate that although AB-MRI with second
or subsequent post-contrast images has comparable performance to FP-MRI, AB-MRI with a
single first post-contrast sequence tends to have lower sensitivity for lesion characterization
than FP-MRI.

Li et al. demonstrated that contrast agent injection can improve the signal-to-noise ratio
and contrast-to-noise ratio of fat-saturated T2 images, thus providing higher quality images
for breast lesion characterization [24]. The modified AB-MRI used by Lee et al. involves T2WI
being placed between early- and delayed-phase post-contrast sequences to simultaneously
shorten the scanning time and benefit from delayed-phase and T2WI scans [22]. In considering
these studies, the time period for modified AB-MRI may be further shortened if T2WI is
interpolated between early- and delayed-phase post-contrast sequences.

The KS, which provides greater clinical guidance, is a three-step flowchart based
on morphological and dynamically relevant features. The resulting score reflects the
increased likelihood of malignancy, ranging from 1 to 11 [11]. A KS of 4, which is the
currently established cutoff value for biopsy recommendation, was valid for our study
group [11,12,25]. In the literature, Woitek et al. reported that the sensitivity and specificity
of the KS for differentiating between benign and malignant lesions were 80.6% and 82.5%,
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respectively, and the AUC was 0.873 [25]. Wang et al. reported a high diagnostic accuracy
of the Kaiser score, with an AUC of 0.958 [12]. Milos et al. calculated AUCs of all lesions for
three readers to be between 0.865 and 0.902, with sensitivities between 92.7 and 97.6% [26].
For the KS, the authors recommend a visual assessment of kinetic curve types as they
consider that it allows for faster evaluation and is less affected by motion and partial volume
artifacts [27]. Therefore, in this study, we aimed to investigate the diagnostic performance
of the KS in an abbreviated MRI protocol. In our study, the diagnostic accuracy and AUC of
the KS for modified AB-MRI were calculated as 90.5% and 0.859–0.873, respectively, which
supports the literature. These findings indicate that KS has good practical potential for use
in modified AB-MRI.

The mean image acquisition and interpretation times were 35–40 min and 5.7 min,
respectively, for the FP-MRI and 12–14 min and 2.2 min, respectively, for the modified
AB-MRI, with a statistically significant difference between the two protocols. Additionally,
there were no significant differences in diagnostic accuracy between the two protocols.
Our total acquisition and interpretation time for modified AB-MRI was longer than that of
Kuhl’s acquisition and interpretation time because of the time required to acquire T2WI
and post-contrast delayed sequences [8].

Our study has several limitations. First, it was a retrospective study conducted at a
single center. Second, the modified AB-MRI protocol was created by extracting relevant
images from the FP-MRI and then interpreting them in a separate session due to the
retrospective nature of the study. Additionally, one of the greatest challenges in the use
of abbreviated MR images is the lack of standardization. Therefore, it is conceivable that
future studies should prospectively investigate modified AB-MRI.

5. Conclusions
Compared with FP-MRI, our modified AB-MRI protocol revealed comparable results

in terms of the diagnostic value of the KS in characterizing breast lesions and reduced both
the scanning and interpretation times. This is also a way to expand the use of MRI in breast
imaging by improving patient comfort and allowing a greater number of examinations.
However, before the widespread use of this modified AB-MRI protocol, it needs to be
confirmed in a larger study population including prospective studies.

Author Contributions: Conceptualization, M.E. and S.G.G.O.; methodology, M.E. and S.G.G.O.;
software, M.E. and S.G.G.O.; validation, M.E. and S.G.G.O.; formal analysis, M.E. and S.G.G.O.;
investigation, M.E. and S.G.G.O.; resources, M.E. and S.G.G.O.; data curation, M.E. and S.G.G.O.;
writing—original draft preparation, M.E. and S.G.G.O.; writing—review and editing, M.E. and
S.G.G.O.; visualization, M.E. and S.G.G.O.; supervision, M.E. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Ethics Committee of Bursa Yuksek Ihtisas Training and Research
Hospital (protocol code 2024-TBEK 2024/08-02 and approved on 15 August 2024).

Informed Consent Statement: Not applicable.

Data Availability Statement: The data presented in this study can be made available from the
corresponding author upon reasonable request. The data are not publicly available due to restrictions
pertaining to data privacy.

Conflicts of Interest: The authors declare no conflicts of interest.



J. Clin. Med. 2025, 14, 264 10 of 11

References
1. McGuire, S. World Cancer Report 2014. Geneva, Switzerland: World Health Organization, International Agency for Research on

Cancer, WHO Press, 2015. Adv. Nutr. 2016, 7, 418–419. [CrossRef] [PubMed]
2. Zhang, M.; Bao, H.; Zhang, X.; Huang, Z.; Zhao, Z.; Li, C.; Zhou, M.; Wu, J.; Wang, L.; Wang, L. Breast Cancer Screening

Coverage—China, 2018–2019. China CDC Wkly. 2023, 5, 321–326. [CrossRef]
3. Uematsu, T.; Yuen, S.; Kasami, M.; Uchida, Y. Comparison of magnetic resonance imaging, multidetector row computed

tomography, ultrasonography, and mammography for tumor extension of breast cancer. Breast Cancer Res. Treat. 2008, 112,
461–474. [CrossRef] [PubMed]

4. Kuhl, C.K.; Schmutzler, R.K.; Leutner, C.C.; Kempe, A.; Wardelmann, E.; Hocke, A.; Maringa, M.; Pfeifer, U.; Krebs, D.; Schild,
H.H. Breast MR imaging screening in 192 women proved or suspected to be carriers of a breast cancer susceptibility gene:
Preliminary results. Radiology 2000, 215, 267–279. [CrossRef] [PubMed]

5. Lehman, C.D.; Gatsonis, C.; Kuhl, C.K.; Hendrick, R.E.; Pisano, E.D.; Hanna, L.; Peacock, S.; Smazal, S.F.; Maki, D.D.; Julian, T.B.;
et al. MRI evaluation of the contralateral breast in women with recently diagnosed breast cancer. N. Engl. J. Med. 2007, 356,
1295–1303. [CrossRef]

6. Sardanelli, F.; Boetes, C.; Borisch, B.; Decker, T.; Federico, M.; Gilbert, F.J.; Helbich, T.; Heywang-Köbrunner, S.H.; Kaiser, W.A.;
Kerin, M.J.; et al. Magnetic resonance imaging of the breast: Recommendations from the EUSOMA working group. Eur. J. Cancer
2010, 46, 1296–1316. [CrossRef]

7. Orlando, A.A.M.; Clauser, P.; Zarcaro, C.; Ferraro, F.; Curatolo, C.; Marino, M.A.; Bartolotta, T.V. MRI Insights in Breast Imaging.
Curr. Med. Imaging 2024, 20, e15734056274670. [CrossRef] [PubMed]

8. Kuhl, C.K.; Schrading, S.; Strobel, K.; Schild, H.H.; Hilgers, R.D.; Bieling, H.B. Abbreviated breast magnetic resonance imaging
(MRI): First postcontrast subtracted images and maximum-intensity projection—A novel approach to breast cancer screening
with MRI. J. Clin. Oncol. 2014, 32, 2304–2310. [CrossRef] [PubMed]

9. Chen, S.Q.; Huang, M.; Shen, Y.Y.; Liu, C.L.; Xu, C.X. Abbreviated MRI Protocols for Detecting Breast Cancer in Women with
Dense Breasts. Korean J. Radiol. 2017, 18, 470–475. [CrossRef]

10. Morris, E.A.; Comstock, C.E.; Lee, C.H. ACR BI-RADS® Magnetic Resonance Imaging. In ACR BI-RADS Atlas, Breast Imaging
Reporting and Data System; American College of Radiology: Reston, VA, USA, 2013; pp. 125–143.

11. Dietzel, M.; Baltzer, P.A.T. How to use the Kaiser score as a clinical decision rule for diagnosis in multiparametric breast MRI: A
pictorial essay. Insights Imaging 2018, 9, 325–335. [CrossRef] [PubMed]

12. Wang, Q.; Fu, F.; Chen, Y.; Yang, D.; Zhang, J.; Yu, H.; Su, L. Application of the Kaiser score by MRI in patients with breast lesions
by ultrasound and mammography. Diagn. Interv. Radiol. 2022, 28, 322–328. [CrossRef]

13. Landis, J.R.; Koch, G.G. The measurement of observer agreement for categorical data. Biometrics 1977, 33, 159–174. [CrossRef]
14. Saslow, D.; Boetes, C.; Burke, W.; Harms, S.; Leach, M.O.; Lehman, C.D.; Morris, E.; Pisano, E.; Schnall, M.; Sener, S.; et al.

American Cancer Society guidelines for breast screening with MRI as an adjunct to mammography. CA Cancer J. Clin. 2007, 57,
75–89; Erratum in CA Cancer J. Clin. 2007, 57, 185. [CrossRef]

15. Daly, M.B.; Axilbund, J.E.; Buys, S.; Crawford, B.; Farrell, C.D.; Friedman, S.; Garber, J.E.; Goorha, S.; Gruber, S.B.; Hampel, H.;
et al. Genetic/familial high-risk assessment: Breast and ovarian. J. Natl. Compr. Cancer Netw. 2010, 8, 562–594. [CrossRef]

16. Mainiero, M.B.; Lourenco, A.; Mahoney, M.C.; Newell, M.S.; Bailey, L.; Barke, L.D.; D’orsi, C.; Harvey, J.A.; Hayes, M.K.; Huynh,
P.T.; et al. ACR Appropriateness Criteria Breast Cancer Screening. J. Am. Coll. Radiol. 2016, 13, R45–R49. [CrossRef] [PubMed]

17. Gao, Y.; Heller, S.L. Abbreviated and Ultrafast Breast MRI in Clinical Practice. Radiographics 2020, 40, 1507–1527. [CrossRef]
[PubMed]

18. Heacock, L.; Melsaether, A.N.; Heller, S.L.; Gao, Y.; Pysarenko, K.M.; Babb, J.S.; Kim, S.G.; Moy, L. Evaluation of a known breast
cancer using an abbreviated breast MRI protocol: Correlation of imaging characteristics and pathology with lesion detection and
conspicuity. Eur. J. Radiol. 2016, 85, 815–823. [CrossRef] [PubMed]

19. Moschetta, M.; Telegrafo, M.; Rella, L.; Stabile Ianora, A.A.; Angelelli, G. Abbreviated Combined MR Protocol: A New Faster
Strategy for Characterizing Breast Lesions. Clin. Breast Cancer 2016, 16, 207–211. [CrossRef] [PubMed]

20. Mann, R.M.; Kuhl, C.K.; Kinkel, K.; Boetes, C. Breast MRI: Guidelines from the European Society of Breast Imaging. Eur. Radiol.
2008, 18, 1307–1318. [CrossRef]

21. Grimm, L.J.; Soo, M.S.; Yoon, S.; Kim, C.; Ghate, S.V.; Johnson, K.S. Abbreviated screening protocol for breast MRI: A feasibility
study. Acad. Radiol. 2015, 22, 1157–1162. [CrossRef] [PubMed]

22. Lee, S.; Choi, E.J.; Choi, H.; Byon, J.H. Comparison of Diagnostic Performance between Classic and Modified Abbreviated Breast
MRI and the MRI Features Affecting Their Diagnostic Performance. Diagnostics 2024, 14, 282. [CrossRef]

23. Romeo, V.; Cuocolo, R.; Liuzzi, R.; Riccardi, A.; Accurso, A.; Acquaviva, A.; Buonocore, R.; Imbriaco, M. Preliminary Results of a
Simplified Breast MRI Protocol to Characterize Breast Lesions: Comparison with a Full Diagnostic Protocol and a Review of the
Current Literature. Acad. Radiol. 2017, 24, 1387–1394. [CrossRef] [PubMed]

https://doi.org/10.3945/an.116.012211
https://www.ncbi.nlm.nih.gov/pubmed/26980827
https://doi.org/10.46234/ccdcw2023.062
https://doi.org/10.1007/s10549-008-9890-y
https://www.ncbi.nlm.nih.gov/pubmed/18193352
https://doi.org/10.1148/radiology.215.1.r00ap01267
https://www.ncbi.nlm.nih.gov/pubmed/10751498
https://doi.org/10.1056/NEJMoa065447
https://doi.org/10.1016/j.ejca.2010.02.015
https://doi.org/10.2174/0115734056274670240205090722
https://www.ncbi.nlm.nih.gov/pubmed/38415477
https://doi.org/10.1200/JCO.2013.52.5386
https://www.ncbi.nlm.nih.gov/pubmed/24958821
https://doi.org/10.3348/kjr.2017.18.3.470
https://doi.org/10.1007/s13244-018-0611-8
https://www.ncbi.nlm.nih.gov/pubmed/29616496
https://doi.org/10.5152/dir.2022.201075
https://doi.org/10.2307/2529310
https://doi.org/10.3322/canjclin.57.2.75
https://doi.org/10.6004/jnccn.2010.0043
https://doi.org/10.1016/j.jacr.2016.09.021
https://www.ncbi.nlm.nih.gov/pubmed/27814813
https://doi.org/10.1148/rg.2020200006
https://www.ncbi.nlm.nih.gov/pubmed/32946321
https://doi.org/10.1016/j.ejrad.2016.01.005
https://www.ncbi.nlm.nih.gov/pubmed/26971429
https://doi.org/10.1016/j.clbc.2016.02.008
https://www.ncbi.nlm.nih.gov/pubmed/27108218
https://doi.org/10.1007/s00330-008-0863-7
https://doi.org/10.1016/j.acra.2015.06.004
https://www.ncbi.nlm.nih.gov/pubmed/26152500
https://doi.org/10.3390/diagnostics14030282
https://doi.org/10.1016/j.acra.2017.04.011
https://www.ncbi.nlm.nih.gov/pubmed/28579267


J. Clin. Med. 2025, 14, 264 11 of 11

24. Li, X.; Ao, Y.; Mu, L.; Wang, C.; Zhao, J.; Chen, H.; Zhang, S.; Yang, S.; Zhang, N.; Qiu, L. Effect of contrast agent on T2-weighted
fat-suppressed imaging and diffusion-weighted imaging in the diagnosis of breast tumors. Quant. Imaging Med. Surg. 2024, 14,
3655–3664. [CrossRef] [PubMed]

25. Woitek, R.; Spick, C.; Schernthaner, M.; Rudas, M.; Kapetas, P.; Bernathova, M.; Furtner, J.; Pinker, K.; Helbich, T.H.; Baltzer, P.A.T.
A simple classification system (the Tree flowchart) for breast MRI can reduce the number of unnecessary biopsies in MRI-only
lesions. Eur. Radiol. 2017, 27, 3799–3809. [CrossRef]

26. Milos, R.I.; Pipan, F.; Kalovidouri, A.; Clauser, P.; Kapetas, P.; Bernathova, M.; Helbich, T.H.; Baltzer, P.A.T. The Kaiser score
reliably excludes malignancy in benign contrast-enhancing lesions classified as BI-RADS 4 on breast MRI high-risk screening
exams. Eur. Radiol. 2020, 30, 6052–6061. [CrossRef]

27. Baltzer, P.A.; Freiberg, C.; Beger, S.; Vag, T.; Dietzel, M.; Herzog, A.B.; Gajda, M.; Camara, O.; Kaiser, W.A. Clinical MR-
mammography: Are computer-assisted methods superior to visual or manual measurements for curve type analysis? A
systematic approach. Acad. Radiol. 2009, 16, 1070–1076. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.21037/qims-23-1700
https://www.ncbi.nlm.nih.gov/pubmed/38720833
https://doi.org/10.1007/s00330-017-4755-6
https://doi.org/10.1007/s00330-020-06945-z
https://doi.org/10.1016/j.acra.2009.03.017

	Introduction 
	Materials and Methods 
	Study Design 
	MRI Equipment and Technique 
	Image Analysis and Interpretation 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

