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Abstract
Background: Rapid diagnostic centres (RDC) for breast abnormality offer a speedier process from the
discovery of a suspicious breast lump to same-day investigation and con�rmation of a breast cancer
diagnosis. Study purpose: We aim to assess the anxiety and uncertainty levels of women going through
an RDC and explore women’s needs for support during the diagnostic period. Methods: Thirteen women
who attended an RDC in 2014 took part in a sequential mixed-method study to assess anxiety and
uncertainty levels. Measures were taken at pre and post-testing, at three weeks following receipt of results
followed by a semi-structured telephone interview. Results: The mixed data results mainly showed
congruence between women scoring high on anxiety and uncertainty levels and their detailed
descriptions of the experience as stressful. Overall, uncertainty and anxiety levels were above the clinical
threshold while awaiting further testing. These levels remained high only for the subgroup found with
cancer and remained high at the three-week mark. As for the benign group, anxiety was above cut-off
before diagnosis (n=6), decreased to below clinical cut-off three days following diagnosis (n=0), and
increased again above cut-off three weeks post-diagnosis (n=2). Discussion and Conclusion: While
speedier testing may reduce waiting times to obtain further tests, results suggest that the period leading
up to the day of testing is anxiety-provoking and marked with intense uncertainty. Results suggest the
potential role of nurses to support waiting for patients with education and resources. These results
illustrate the need for further investigation into psychological support options at RDCs.

Background
During the diagnostic period, after a breast lump is discovered or a mammogram displays suspicious
�ndings, women experience signi�cant psychological distress including anxiety, uncertainty, and
symptoms of acute stress reaction (1–4). A systematic review of thirty research studies with large
sample sizes examining the presence of anxiety levels in the diagnostic period for women with suspected
with breast cancer found that on average, there were 8–50% that experienced high levels of anxiety (5).
The high anxiety was also found to persist throughout the diagnostic evaluation until certitude was
achieved through the establishment of the de�nitive diagnosis (6). Such high levels of anxiety can easily
disrupt an individual's ability to maintain their everyday activities and are also documented as having a
negative effect on the immune system (7–9). Pre-diagnostic anxiety is also observed to be a strong
predictor of post-diagnostic anxiety that can negatively in�uence treatment outcomes in women with
breast malignancies and lead to unfavourable behavioural changes in women with benign disease (3, 5).
However, although the diagnostic phase can be marked with intense emotional distress, this phase is
often overlooked in research (2, 10–12).

Rapid diagnostic centres (RDCs) or one-stop clinics were developed to improve the diagnostic process for
women and offer same-day investigation and a quick turn-around for a diagnosis of breast cancer (same
day to three days post-investigation) (2, 11). Conceptually, the idea of RDCs for women with suspicious
breast abnormalities is attractive, especially to reduce wait-times to diagnosis (13). However, for the few
studies that have investigated the psychological impact of rapid diagnostic testing for breast cancer, the
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consensus remains unclear as to what are its effects on patient anxiety, uncertainty, and stress (2, 3, 14–
16) although current longitudinal evidence is pointing towards a positive association between
symptomatic breast disease and psychological distress (3, 5, 17). In addition, there is limited information
on whether receiving psychological support during the rapid diagnostic process is needed and if so, in
what forms (12). The objectives of this study were to address these outstanding gaps by measuring and
describing the levels of anxiety and uncertainty as experienced by women undergoing rapid diagnostic
testing for a suspicious breast abnormality before and after testing and by exploring women’s expressed
needs for support during the diagnostic period.

Theoretical model

The Mishel Uncertainty in Illness model guided this study (18). Mishel ((18), p. 225) de�nes uncertainty
as “the inability to determine the meaning of illness-related events”. Uncertainty arises when a person is
unable to characterize an event because of insu�cient cues. This inability may be especially acute in a
complex situation, such as a diagnostic workup, where the patient is overwhelmed with an abundance of
unfamiliar cues. When a situation is appraised negatively, uncertainty is viewed as a threat rather than an
opportunity. In these instances, anxiety becomes a covariate of uncertainty. Thus, one can anticipate that
a reduction in uncertainty could, in turn, lead to a reduction in anxiety (3, 19).

Results
The women who took part in the study had a mean age of 50, had an average of two children, the
majority were married (n = 8/13), university-educated (n = 8/13), and had a family history of breast cancer
(n = 7/13). Among the 13 women, seven were found with a malignant tumour and six with a benign
tumour.

At the pre-diagnostic period, 9 out of 13 women scored above the clinical cut-off for anxiety and all
scored above normative values for uncertainty (normative values = 33.7) with an average score of 60 (SD
12.9) on a range of 23–115 (see Table 1). A two-tailed Pearson correlation coe�cient test between
anxiety and uncertainty revealed a strong association of 0.757 (p = 0.003).

The triangulated results from the quantitative and qualitative data are separated by categories: high
versus low anxiety and uncertainty; prior to and after testing to reveal themes that could help explain their
emotional experience.

Pre-diagnosis I: Accounts of women whose scores were below the cut-off for anxiety

Two themes best describe the experiences of the women with high uncertainty but low anxiety (4/13):
use of positive reinterpretation and support received by clinical staff.

Use of Positive Reinterpretation: The four women in this category, although experiencing high levels of
uncertainty, maintained their anxiety level below the cut-off by viewing their situation in a more
favourable light, as an opportunity. That is, whenever they worried about their upcoming test results, the
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women described using repetitive positive thoughts and holding on to the belief that their suspicious
breast abnormality would probably be benign. They viewed their situation as positive: “it is just the
healthcare team erring on the side of caution (Participant #2).” The four women also described the use of
calming self-talk to help reinterpret negative anxiety-provoking thoughts into positive thoughts “I am able
to get through it. I can deal with this…I’m strong (Participant #1).” Another woman described how she
practiced letting go of a situation she had no control over and how that process left her feeling less
anxious “so I said to myself until I have more information I am just going to leave it and not try to think
about what it could be (Participant #2).”

Support by clinical staff: All the four women in this category mentioned how the support and reassurance
that they received from the clinical team helped them to remain calm: “it’s most likely not cancer
(Participant #9).” The clinical nurses’ explanations as to why further tests were needed were also
mentioned as helpful in reducing the four women’s uncertainty and anxiety.

Pre-diagnosis II: Accounts of women whose scores were above the cut-off for both anxiety and
uncertainty

For the larger group of women whose scores were above clinical cut-offs for both the anxiety and
uncertainty scales (9/13), two themes best describe their experiences: 1) additional testing generating
uncertainty, and 2) the ability to maintain responsibilities.

Additional testing generating uncertainty: These women described their lack of understanding of the
additional testing which was being carried out, and how the situation of additional testing led to much
uncertainty. They also talked about feeling anxious while waiting for the test results from their additional
testing. Notwithstanding the small sample of 13, this �nding is aligned with the association found with
the quantitative measures of anxiety and uncertainty before receiving their diagnostic results (p = 0.003).
One participant described her anxiety arising from a statement made by her health professional that the
participant could not decipher the true meaning of “they want to do a biopsy to check on some cells...
What exactly did she mean? I consider this a statement with no ending (Participant #8).” To another
woman, the feeling of uncertainty occurred because the necessity of additional tests made it hard for her
to view the situation in any other way than “catastrophic” (Participant #9).

Concerns over maintaining responsibilities: Women who feared the “worst-case scenario

Women who expressed fears and increased perception of being found with cancer described how they
were affected by intrusive thoughts of cancer and had di�culty carrying out their daily responsibilities
such as childcare. They described their pre-emptive worrying about the potential cancer diagnosis and
recounted their thoughts about how it would negatively and signi�cantly affect their obligations,
responsibilities and lifestyle, citing examples such as their ability to be a good mother. For instance, a
mother with a young child at home described the situation in this way:
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... I was worried; I have a seven-year-old boy and when you don’t know...what’s happening, you think about
the worst-case scenario...cancer and then the treatment and how this is going to affect your lifestyle and
the fact that you have a...very young child. I worry about the future, as a mother… Participant #5.

These women, expecting the worst-case scenario, explained their experience prior to testing as being
frozen by their fear and having di�culty functioning in their daily tasks.

Finally, one contextual similarity was found among the women of this category (above clinical cut-offs in
both anxiety and uncertainty): their shared family history with cancer. They experienced the highest levels
of distress, with scores up to 73 with a possible maximum score of 80.

Three days Post-diagnosis – Receiving a cancer diagnosis

Among the group who received a cancer diagnosis (7/13), �ve had anxiety scores above the cut-off, and
two for uncertainty. Three major themes were described by those receiving a cancer diagnosis: 1) as “life-
changing”; 2) as having to face many uncertainties and stressors, and 3) for two women, as a “relief”.

Cancer is life-changing: A cancer diagnosis was described by these participants as life-changing with
many uncertainties. One of the participants captured this feeling when she explained how she felt after
hearing she has breast cancer, “I mean how can you not be upset, your whole life is completely
discombobulated at that point because you have so many things to think about and your whole life is
going to completely change Participant #3.” The women described feeling anxious about how they would
be able to maintain their daily routines, for themselves and others, such as their weekly physical activity
routine. Half (4/7) of the women described how overwhelmed they felt and how upset they were at their
bodies for having let them down. They portrayed the situation as one of the most stressful events of their
lives. Yet some women said that they felt thankful for the way the healthcare team attempted to reassure
them, providing them with immediate details of treatment plans and that they felt supported as they
moved into the next phase of being a cancer patient. In the days following the diagnosis, the women
described how they reached out for support from family, with one specifying how she sought refuge in
her religious faith.

Uncertainty and anxiety with the treatments and potential side effects: The uncertainty of their treatment
plan and the unfamiliarity with potential side-effects left women feeling anxious, “...I have heard that
you’re really sick in chemo, but are you sick the whole time or are you just sick on certain days and then
the whole idea of losing your hair (Participant #3).” Another woman described how her treatment plan,
which consisted of chemotherapy, was going to affect her ability to enjoy the seasons and holidays, “...I
knew it was a year, a year by the time you go through all this (chemotherapy). So then in your mind, you’re
thinking, okay well I’m going to miss...the fall and Christmas. This isn’t going to be great” (Participant #8).
To obtain their diagnosis, women went through additional testing such as biopsy. One woman described
this experience as a funeral moment.
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A sense of relief: The sense of relief expressed by two women in the cancer group was described by three
certainties “know[ing] what the [diagnosis] was Participant #3”, “knowing cancer had not metastasized
(Participant #8)”, and “being recommended treatment that did not include mastectomy (Participant
#11)”. Knowing their breast abnormality was actually cancer provided a sense of certainty to some of the
women. They now knew what they were dealing with (cancer) and were able to formulate treatment plans
in line with their wishes. This, in turn, gave them a feeling of control over the situation. As described by
one of the women, “When they recommended a lumpectomy...tsunami of relief rush[ed] through me
because I was so afraid of losing my breast that when they said lumpectomy, I was like, �ne...where do I
sign? (Participant #11)”.

Three days post-diagnosis testing results – Receiving a benign diagnosis

Among the group who received a benign diagnosis (6/13), all had anxiety scores below cut-off with
uncertainty remaining high for two. Two themes describe their experience at post-diagnosis for this
subgroup: a) absolute relief and b) adjusting to the diagnosis.

Absolute relief: The six women described a sense of relief upon hearing that their suspicious breast lump
was benign. The women described the event as a huge weight taken off their shoulders allowing them to
return to their daily routine and habits, as well as validating their initial instincts that the lump would be
found to be benign or their suspicions unfounded. One participant (Participant #10), who had advocated
for a referral to the RDC to receive additional testing to con�rm a previous diagnosis of benign
�broadenoma, explained that she felt relief from having it “con�rmed” by a biopsy.

Adjusting to the diagnosis: For two women with a benign diagnosis, uncertainty levels remained above
normative values at T2 and for three women at T3. Despite their diagnosis, two of these women were
scheduled to receive a lumpectomy and further pathological testing to remove abnormal tissue
formation. They described the need for further investigation using language that was suggestive of
residual uncertainty such as how tumour growth is unpredictable, and no diagnosis is ever 100% certain,
thus warranting the removal of abnormal growth, as depicted in the following statements: “...we cannot
predict every single detail of what’s going to happen next, so...when I got the diagnosis that it’s a great
possibility that it’s 100% benign but there is still a chance…(Participant #4)” and “there is a possibility that
it could be a type of benign tumour...that could get larger, so the recommendation is to have it removed
(Participant #7).”

Another participant who continued to present with residual uncertainty three days post-diagnosis despite
receiving a benign diagnosis reported that she understood her diagnosis as having both a malignant and
benign form of cancer that could later develop into full cancer.

Three weeks post-diagnosis – results for all

At three weeks of post-testing results, anxiety and uncertainty levels did not reveal many changes
quantitatively except for an increase in those from the benign group with two now experiencing anxiety
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above the clinical cut-off. These two participants both described that they expect to eventually receive a
cancer diagnosis. One woman describing her belief as “the negative now is that I am waiting for it...I
missed this one...but I �gure it’s going to hit me at 60, 65...so you know other women would say, oh my
God it’s a blessing, it’s fantastic, I’m saved! No, I’m waiting. I’m waiting for the shoe to drop (Participant
#5)”.

The Need for Support During the Diagnostic Period

The women expressed a need to receive details of the day’s unfolding and especially what medical
procedures were going to be done, how, and why, in advance of the day of testing. They wanted to know if
they needed to take pain medication prior to coming to the clinic and if it was it best to be accompanied.
On the day of receiving their results, half of the women would have wanted more information on their
diagnosis such as a written report on the stage of their diagnosis. One woman suggested that a lecture
on breast cancer diagnosis and the possible stages that might be found during the testing would help “as
a way to brace [themselves]” (Participant #8) for all diagnostic possibilities. The women recommended
that they be asked if they would prefer to receive such a lecture while waiting to obtain further testing or
while waiting for their results. Some of the women viewed the option of knowing in advance the possible
implications of being diagnosed with cancer as a means by which to lower their uncertainties and
distress.

In addition to their information needs, most of the women described a need for supportive care. The
women described a need for some type of preparatory emotional support or counselling to help acquire
and build adequate coping skills prior to attending the RDC. The women suggested having a one-time
telephone call from a nurse before and after attending RDC to assess their support needs and coping
skills. They also suggested having educational sessions on the upcoming procedures to reduce the
uncertainties of the testing day’s event.

Discussion
The study �ndings help address several current gaps in the empirical literature examining women’s
emotional experiences of having a suspicious breast lump requiring further investigation through RDC. As
observed in this study, the women experienced high anxiety and uncertainty levels during the pre-
diagnostic phase. These results accord with Mishel’s uncertainty theory (1990), which explains that when
faced with unfamiliarity, uncertainty arises. Thus, uncertainty theory would suggest that if women viewed
the need for additional testing at the RDC as a threat rather than an opportunity, then their appraisal of
their uncertain medical condition would increase their risk of developing further symptoms of
psychological distress. In this study, the women faced the unfamiliarity of not knowing what to expect
from their additional testing and facing a potential threat that could disrupt their daily lives. Being in an
ill-de�ned situation, as explained by the uncertainty theory, further pulls women toward identifying the
situation as a threat. When the event is viewed as a threat, there is a greater likelihood for an individual to
experience higher levels of anxiety levels (Carleton et al., 2012). All of these components were likely to
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play a role in the women’s emotional experience of undergoing further testing for a suspicious breast
abnormality. One avenue of research to explore further would be methods to guide and support those
going through RDC for suspicious breast abnormalities to assess their situation as an opportunity
instead of a threat. Several examples of how the RDC experience could be framed as an opportunity
include 1) an opportunity for quick screening; 2) an opportunity to spend fewer days living with the
uncertainty of having cancer or not, and in some instances, 3) an opportunity to bene�t from a quicker
turnaround to begin treatment. By offering women optional perspectives by which to appraise their life-
threatening situation positively, such an approach could help women to view the uncertainties
experienced during the waiting period and upon the receipt of their diagnosis, as opportunities for action
planning.

The use of the mixed-methods approach in this study also led to further time-speci�c insights into the
women’s emotional experiences (29). The qualitative data helped to explain the women’s reactions to the
waiting period and the period following diagnosis. Within this group of women, a small group used
positive reframing to keep their anxiety low while waiting to obtain further testing, while for others, the
lack of understanding as to why the additional test was needed and how it would take place, made them
feel even more anxious and experience high levels of uncertainty. Harnessing quantitative evidence of the
women’s emotional responses while also capturing the detailed nuances of their time-speci�c reactions
via qualitative data, helped to achieve a more robust understanding of women’s experiences of rapid
testing for breast abnormalities than with quantitative data alone.

By focusing on the speci�c needs of each patient, nurses working in RDC can be invaluable in assisting
women to cope with the uncertain experience and the highly anxious waiting period of rapid testing.
Nurses can teach coping and relaxation skills such as positive reframing, facilitate communication with
other professionals on the healthcare team and provide procedural support to help decrease short-term
anxiety in women undergoing further cancer tests (5, 6, 12, 30, 31). The integration of a nurse navigator in
an RDC to reduce anxiety and increase satisfaction has been discussed positively in the literature (12, 32,
33). Adapted education for RDCs with the support of a nurse navigator was reported as an important
component to reducing distress and helping to women prepare for decision-making around treatment
options (34). The �ndings from the current study offer further avenues to reduce anxiety and uncertainty
prior to and after attending an RDC.

Implications for Practice

The majority of the women in our study experienced a considerable amount of uncertainty; all
experienced heightened anxiety while waiting for further testing; and this experience impacted their daily
personal, familial, and professional living activities. These results of high levels of anxiety accord with
other studies investigating the emotional responses of women who received an abnormal screening
mammography result and were waiting for further testing and diagnosis (35). For example, Pineault (35)
noted that out of the 631 women who took part in their study, 51% were quite or very anxious at every
stage of the pre-diagnostic phase. Our results show 69% of the women reporting very high anxiety levels
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during the pre-diagnostic phase. Our �ndings also indicate that for those women scheduled for further
investigation, screening for distress should be considered and seen as a way to predict and target those
in greater need of support. The �ndings further underline the need for emotional support during the post-
testing period, especially for those found to have cancer. This study also illustrated that at three-weeks
post-testing, targeted psychosocial support may also be helpful to those with a benign diagnosis.

The women’s suggestions for solutions provided several avenues for possible further support to women
undertaking rapid diagnostic testing. One suggestion aligns with the idea of a nurse navigator who could
be available to guide them through the day’s process prior to and after testing was suggested. Several
delivery options of this support may need to be explored, such as group teaching, telehealth or individual
telephone support (33). Considering the short time frame between the discovery of a suspicious breast
lump to the day of testing at the RDC, the latter two support options might be most feasible. Patient
preferences and individual needs along with personnel availability may, in the end, dictate which
approach would be most appropriate.

Recommendations for research

There remain outstanding gaps in our full understanding of the emotional impact and implications of
attending RDC following the discovery of a suspicious breast abnormality. Notably, future studies are
needed to investigate how psycho-educational nursing led-interventions during and after the diagnostic
process can reduce anxiety and uncertainty and which interventions are effective and provide greatest
satisfaction to patients. Such studies could provide guidance towards the development of new models of
care for RDCs across Canada.

Study limitations

Like many other studies investigating the clinical and psychological impact of RDC (16), this study’s
�ndings are constrained by its sex selection bias and small sample size. This study was carried out in a
cancer centre offering rapid diagnostic testing for women found with a suspicious breast lump. Yet, the
strengths of the mixed-methods �ndings contribute signi�cantly to our empirical understanding of the
women’s emotional experience attending an RDC, and the potential role a nurse that can play within this
clinical context to address the full range of emotional and information needs across all diagnosis types.

Conclusion
RDCs offer women found with a suspicious breast lump the opportunity for quicker diagnostic testing.
The short period between the discovery of a suspicious breast abnormality and further testing at an RDC
is marked by high, intense, emotional turmoil. Anxiety and uncertainty levels remain high for the group
with malignant tumour post-diagnosis and three weeks post-diagnosis. Considering the women’s
descriptions and the anxiety and uncertainty levels observed by the women who took part in this study,
further investigation towards the possible provision of psychosocial support as part of the nurse working
in RDC care is warranted.
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Methods
The study setting was a rapid diagnostic breast centre (RDC) situated in large Canadian cancer research,
treatment, and educational centre. The study followed a sequential mixed-method design. A quantitative
phase followed by a qualitative phase was used to describe and understand the anxiety and uncertainty
experienced by women undergoing rapid diagnostic testing for a suspicious breast abnormality. The
quantitative data were collected at three time points (at pre-diagnosis (T1), three days post-diagnosis
(T2), and three weeks post-diagnosis (T3)). The women’s accounts from the qualitative data were
collected three weeks post-testing, coinciding with the last time point measurement of quantitative data.
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The purpose was to deepen the understanding of the women’s scores on the anxiety and uncertainty
scales as experienced during the rapid diagnostic phase and to obtain their views on the type of support
that might be needed during the diagnostic phase. Data collection occurred in 2012–2013. Research
ethics approval was obtained from the Research Ethics Board of the participating hospital #14-092-CE.

Sampling

Inclusion criteria included women from the hospital’s catchment area, who had a suspicious breast
abnormality that was detected radiologically or clinically, with no previous history of breast cancer
diagnosis, who had an appointment at the RDC and who did not have a known BRCA1/BRCA2 mutation.
Women were excluded if they did not read or speak English, were less than 18 years of age, had a recent
�ne needle aspiration that was suspicious for malignancy, or had a pre-existing diagnosis of anxiety, or
major depressive disorder. A convenient sampling approach was used to select women. Women who met
the inclusion criteria were identi�ed and approached initially by the clinic’s medical administrative
assistant using an information script. If they were interested in participating, women were asked for
verbal permission to have their name and telephone number forwarded to the study research assistant,
who arranged for and conducted the full, informed consent process. Only those that provided written
consent were included in the analysis. In total, 13 women met the eligibility criteria and agreed to
participate in the study.

Data Collection and Measures

The quantitative data collected included demographics and two validated scales measuring uncertainty
and anxiety. Uncertainty was measured using Mishel Uncertainty in Illness Scale - Community form
(MUIS-C) (20). The MUIS-C is a 23 -item scale with responses rated on a 5-point Likert scale ranging from
23 to 115 with a mid-range score of 69 and normative values for breast cancer identi�ed at 33.4 (20–22).
In our study, alpha coe�cients ranged from 0.88-–0.97. Anxiety was measured using the Spielberger’s
State-Anxiety scale (STAI-S) (23, 24), a 20-item scale with responses rated on a 4-point Likert scale
ranging gram 20–80 with a study clinical cut-off for anxiety set at mid-range 40 (25). Alpha coe�cients
in our study ranged from 0.94 to 0.97.

Questionnaires were administered over the telephone; the participant had a copy of the questionnaire to
follow along while the research assistant read out the questions and answers. The questionnaires were
administered at pre-diagnosis (T1), three days post-diagnosis (T2), and three weeks post-diagnosis (T3).
At T3, women were invited to participate in a telephone semi-structured interview that focused on 1) the
participant's perception of the diagnostic process, 2) challenges faced during this process, 3) their views
on areas of uncertainty and anxiety during this process, and 4) suggestions for service improvement.
Examples of questions from the interview were: Tell me what it was like waiting for further testing and
waiting for your results? What feelings or concerns did you have during the waiting times? Was waiting
for your test results stressful for you? What was it like “not knowing”? What suggestions would you have
to improve the diagnostic process? All participants were interviewed except one participant who was lost
to follow-up following T2. All interviews were audio-recorded and transcribed verbatim.
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Data Analysis
Quantitative data: The statistical software SPSS 20 was used to generate percentages, means, standard
deviations, and reliability scores (Cronbach’s alpha), as well as non-parametric statistical analyses to test
for signi�cance and correlation.

Qualitative data: Qualitative data generated from the semi-structured interviews were transcribed
verbatim and coded using content analysis (26, 27) to develop the categories and themes that
represented the aggregate data. Three members (CM, CW, DH) independently coded the data. Interview
coding continued until a consensus of coding categories and thematic saturation were reached.

Triangulation of Quantitative and Qualitative Data: This study followed a mixed, quantitative-qualitative,
sequential analytical approach in which the quantitative data was dominant and analyzed �rst, followed
by the analysis of the qualitative data, used as an adjunct to further understand the quantitative �ndings
(28). A matrix was developed to show high and low scores of uncertainty and anxiety with the qualitative
data providing a deeper understanding of the emotion as experienced during and after testing. The same
three investigators independently reviewed the integration of quantitative and qualitative data, and then
met as a team to discuss the �nal �ndings until consensus was reached.

Tables
 

Table 1. Uncertainty and anxiety above clinical cut-off by diagnosis received

(malignant =7; benign = 6) (N=13)
Timepoint

Measurement

Anxiety Above cut-off (40)

 

Uncertainty Above normative values BC (33.7)

T1 (pre-diagnosis) Malignant n = 3

Benign n = 6

n total = 9

Malignant n = 6

Benign n = 7

n total = 13
T2 (3 days post-diagnosis) Malignant n = 5

Benign n = 0

n total = 5

Malignant n = 2

Benign n = 3

n total = 6
T3 (3 weeks post-diagnosis) Malignant n = 3

Benign n = 2

n total = 5

Malignant n = 4

Benign n = 3

n total = 7

 
 


