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Abstract: Breast cancer is a leading cause of mortality in females, accounting for approximately 25% of all breast cancers and contributing to 15% 
of cancer-related deaths in women. Infiltrating ductal carcinoma is the most common histological type, with axillary lymph node involvement being a 

critical prognostic factor, particularly in early breast cancer. Objective: To evaluate the relationship between tumor characteristics, size and 
consistency, and axillary lymph node involvement in breast cancer patients. Methods: This observational cross-sectional study was conducted in the 

General Surgery and Surgical Oncology Unit of Shaikh Zayed Hospital, Lahore. A total of 165 patients were included using a non-probability 

consecutive sampling technique. Demographic and clinical data were collected, including tumor size, laterality, site, and consistency, and their 

relationship with axillary lymph node positivity was analyzed. Results: The mean age of patients was 45.45 ± 6.31 years, and the mean size of malignant 
breast lumps was 3.57 ± 0.84 cm. Most tumors (88.48%) measured 2-5 cm, while tumors >5 cm and <2 cm accounted for 7.28% and 4.24%, 

respectively. Left-sided breast lumps were more common (55.15%) than right-sided lumps (44.85%). Tumor size and consistency were significantly 

associated with axillary lymph node positivity, with p-values <0.05. Conclusion: Axillary lymph node involvement remains an independent risk factor 

for breast cancer prognosis. Tumor size and consistency are strongly associated with the number of positive lymph nodes, emphasizing their role in 
the clinical evaluation and management of breast cancer. 
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Introduction 

One of the leading causes of mortality in females is breast cancer, 
which accounts for approximately 25% of all breast cancers. (1) There 

are many histological types of CA breast, but the most common is 

infiltrating ductal carcinoma. (2) Survival outcomes of breast 

carcinoma depend upon several factors. Still, the most important are 
the stage of the carcinoma, the patient’s age, the involvement of 

axillary lymph nodes, and receptor status. It relates to 15% of cancer-

related mortality in female patients. (3) The majority of patients 

present between the ages of 40 and 50 years, but these days, this cancer 
is more prevalent in young people. (4) The presentation of breast 

carcinoma varies. Mainly, it presents as a lump in the breast, but it can 

also present as nipple discharge, skin discoloration, skin or nipple 

retraction, and mastalgia. (5) The main risk factors included 
nulliparity, hormone replacement therapies, advancing age, female 

gender, delayed marriages, and congenital predisposition. Multiple 

tumor suppressor genes and proto-oncogenes play roles in the 

progression of disease. (6) 
Axillary lymph nodes are the most common site of metastasis in cases 

of breast carcinoma. (7) Therefore, the involvement of axillary lymph 

nodes is one of the most critical factors in the prognosis of breast 

cancer, especially in early breast cancers(8). The greater the 
involvement of axillary lymph nodes, the greater the risk of 

reoccurrence and mortality. Lymph node involvement has a 

significant impact on the treatment outcome of breast cancer 

patients(9). Therefore, this research will be conducted to evaluate the 

statistical association between the size of the breast lump and the 

presence of lymph nodes. It will help us determine the site-specific 

frequency of axillary lump node positivity in a malignant breast lump 

and also help us to classify the malignant breast lump according to its 
clinic-demographic features. In this way, we will add literature about 

the different aspects of breast carcinoma so that future studies will be 

conducted on this cancerous disease. 

Methodology  

This observational cross-sectional study was conducted in Shaikh 

Zayed Hospital, Lahore’s general surgery and surgical oncology unit. 

A sample of 165 patients was collected using a non-probability 
consecutive sampling technique. Inclusion criteria include: All 

females with age above 18 years, A variable-duration palpable breast 

lump, and Individuals with axillary lymph nodes that may be palpable 

or not. Exclusion criteria include Individuals experiencing acute, 
painful breast lumps, such as breast abscesses, a bilateral breast mass, 

a Lump that turned out to be benign, and Individuals who had 

previously undergone neoadjuvant radiochemotherapy. 

This study used the ethical principles outlined in the Declaration of 

Helsinki and was approved by the local institutional review board. 

Patients with palpable or radiological evidence of breast lumps above 

18 years of age visiting the outdoor, emergency, and indoor 

departments of general surgery and the surgical oncology unit of 
Sheikh Zayed Hospital Lahore were evaluated for enrollment in the 

study by taking their histories. Those meeting the exclusion criteria 

were excluded; a detailed examination evaluated the rest. A true-cut 

biopsy was performed in all cases, and only those patients were 
included in this research who had a histologically proven malignant 

breast lump. The maximum length of each side determined the size of 

the breast lump. Lymph node positivity was assessed clinically and 

radiologically. The site of the breast lump was noted. The laterality of 
malignant breast mass was evaluated. Consistency of the lump was 

assessed in the form of hardness, firmness, and softness, whereas 

fixity was noted in the form of mobility and fixation to skin or 

underlying tissue. To decrease the bias in our study, all procedures and 
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examinations were done under the supervision of consultants. All the 

data was collected in pre-defined processes. All identifying 
information was kept confidential. Data was analyzed by using SPSS 

software, and p p-value less than 5 considered statistically significant. 

Results 

In this study, the mean age of patients presented with breast cancer 
was 45.45 years + 6.31 years, and the mean size of malignant breast 

lump was 3.57 cm + 0.84 cm. 

The most common size of breast lump was between 2-5 cm 146/165 

(88.48%), followed by >5cm (7.28%) and <2 cm (4.24%). 

Most of the breast lump was left-sided (55.15%) as compared to the 

right side (44.85%) 
As shown in Table 1, the most common site of breast lump 

presentation was the upper lateral quadrant (62.21%), followed by the 

upper medial quadrant (16.36%). The least common site was the 

central (3.03%). 
The data regarding the number of lymph node positivities was 

stratified for laterality, lump size, lump site, and lump consistency. 

Results showed that the size and consistency of the lump had a 

statistically significant relation with the number of lymph node 

positivities, as their p-values were less than 0.05. Data are shown in 

Tables 2, 3, 4, and 5. 

 

Table 1: Nurses’ Professional and Demographic Details

 

 

SIZE OF LUMP 

 FREQUENCY PERCENTAGE 

<2 cm 7 4.24% 

2-5 cm 146 88.48% 

>5 cm 12 7.28% 

Total 165 100% 

LATERALITY OF LUMP Right-sided 74 44.85% 

Left-sided 91 55.15% 

Total 165 100% 

 

NUMBER OF LYMPH NODE 

POSITIVITY 

0 20 12.12% 

1-3 27 16.36% 

4-9 75 45.45% 

>10 43 20.06% 

Total 165 100% 

 
 

SITE OF LUMP 

Upper lateral quadrant 101 61.21% 

Upper medial quadrant 27 16.36% 

Lower lateral quadrant 18 10.91% 

Lower medial quadrant 14 8.48% 

Central 5 3.03% 

Total 165 100% 

 

CONSISTENCY OF LUMP 

Hard 124 75.15% 

Firm 36 21.82% 

Soft 5 3.03% 

Total 165 100% 

Table 2 Stratification of the size of the lump concerning the number of lymph node positivity 

 
 

 

 

 
 

SIZE OF 

LUMP 

<2 CM 
(7) 

NUMBER OF 
LYMPH NODE 

POSITIVITY 

FREQUENCY  PERCENTAGE  P-VALUE 

0 7 4.24%  

0.0001 1-3 0 0.00% 

4-9 0 0.00% 

>10 0 0.00% 

2-5 CM 

(146) 

0 13 7.89% 

1-3 24 14.54% 

4-9 73 44.24% 

>10 36 21.81% 

>5 CM 

(12) 

0 0 0.00% 

1-3 3 1.82% 

4-9 2 1.21% 

>10 7 4.24% 

Total 165 100% 
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Table 3 Stratification of consistency of lump concerning the number of lymph node positivity 

 

 

 
 

 

 

CONSISTENCY OF 
LUMP 

HARD 

(124) 

NUMBER OF 

LYMPH NODE 

POSITIVITY 

FREQUENCY  PERCENTAGE  P- VALUE 

0 5 3.03% 0.00001 

 
1-3 19 11.51% 

4-9 67 40.61% 

>10 33 20.00% 

FIRM 

(36) 

0 11 6.67% 

1-3 7 4.24% 

4-9 8 4.85% 

>10 10 6.06% 

SOFT 
(5) 

0 4 2.42% 

1-3 1 0.60% 

4-9 0 0.00% 

>10 0 0.00% 

Total 165 100% 

Table 4 Stratification of the site of the lump concerning the number of lymph node positivity 

 

 
 

 

 

 

 

 

 

 
SITE OF LUMP 

UPPER LATERAL 

QUADRANT 
(101) 

NUMBER OF 

LYMPH NODE 
POSITIVITY 

FREQUENCY  PERCENTAGE  P-VALUE 

0 13 7.88% 0.98 
 

1-3 17 10.30% 

4-9 45 27.27% 

>10 26 15.76% 

UPPER MEDIAL 

QUADRANT 
(27) 

0 3 1.82% 

1-3 4 2.42% 

4-9 13 7.88% 

>10 7 4.24% 

LOWER LATERAL 
QUADRANT 

(18) 

0 2 1.21% 

1-3 3 1.81% 

4-9 10 6.06% 

>10 3 1.82% 

LOWER MEDIAL 

QUADRANT 

(14) 

0 1 0.60% 

1-3 1 0.60% 

4-9 7 4.24% 

>10 5 3.03% 

CENTRAL 

(5) 

0 1 0.60% 

1-3 0 0.00% 

4-9 2 1.21% 

>10 2 1.21% 

  Total 165 100% 

Table 5 Stratification of laterality of lump concerning the number of lymph node positivity 

 

 

 

 
LATERALITY 

OF LUMP 

RIGHT-SIDED 

(74) 
NUMBER OF 

LYMPH NODE 

POSITIVITY 

FREQUENCY  PERCENTAGE  P-VALUE  

0 8 4.85% 0.53 

1-3 12 7.27% 

4-9 36 21.81% 
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>10 15 9.09% 

LEFT-SIDED 

(91) 

0 12 7.27% 

1-3 15 9.09% 

4-9 39 23.64% 

>10 28 16.97% 

  Total 165 100% 

 

Discussion 

 

In our study, the mean age of patients presented with breast cancer 
was 45.45 + 6.31 years. Similarly, in the article, Chopra et al. state 

that the mean age of patients presented with breast cancer was 50.1 

years + 10.5 years, and most of the patients presented with carcinoma 

breast were between the age group of 41-50 years. (10). Similarly, 
another article showed that the average age of a patient with breast 

carcinoma was 54.17 years + 13.11 years. These results were 

comparable with our data. (11). 

In our research, the mean size of malignant breast lumps was 3.57 cm 
+ 0.84 cm. In contrast to Paul B. et al., the mean size of malignant 

breast lumps was 1.1 cm. (12).  

In our study, most of the patients presented with breast cancer had 

lump sizes between 2-5 cm (88.48%), and only 7.28% of patients had 
lump sizes >5 cm. Similar results were shown by Chand et al. 

According to this article, the most common range of breast lump size 

was 2-5 cm (90%), followed by >5 cm (6%). These results were 

comparable with our study. (13). In contrast, in Vasitha A. et al., only 
24% of patients presented with a lump size of 2-5 cm, and most of the 

patients presented with a breast lump size of <2 cm (69%)(14). 

According to our research, the most common site of breast cancer was 

the upper outer quadrant at 61.21%, followed by the upper medial 
quadrant at 16.36%, and only 8.48% presented with the lower medial 

quadrant. Similarly, M Omar et al. found the most common site of 

breast lump was the upper outer quadrant (42.2%). (15). According to 

S. Chan et al., the most frequent site of breast cancer was the upper 
outer quadrant (60.9%)(16). Similarly, according to P. Chand et al., 

the most common site of breast cancer was the upper outer quadrant, 

and the least common site was the lower medial quadrant. (13) These 

results are comparable with ours. 
Our study showed that most of the patients presented with breast 

cancer had a left-sided lump (55.15%), and the consistency of the 

mass was hard (75.15%). Similarly, according to S A Saad et al., most 

of the patients presented with breast cancer had a left-sided mass with 
a left-to-right ratio of 1.06. (17) Similarly, A Z Koto et al. found the 

percentage of left-sided breast cancer was 55.3% in comparison with 

right-sided breast cancer, 44.7%. (18) These results are comparable 

with our data. 
In our research, the data is statistically significant for the size and 

consistency of breast lumps and the number of lymph node 

positivities. This showed that greater lump size is associated with a 

more substantial number of lymph nodes and early breast cancer 
metastasis. Similarly, if the consistency of breast mass is more 

complex, it is associated with higher lymph node positivity. Similar 

results are seen by Chand et al.(13), C L Carter et al. (19), and JS 

Michaelson et al.(20). 

Conclusion 

Most breast cancers are left-hand-sided with size ranges between 2-5 

cm. The mean age of presentation of patients presented with breast 

cancer is 45.45 years + 6.31 years, and the mean size of a malignant 
breast lump is 3.57 cm + 0.84 cm. Lymph node positivity is an 

independent risk factor for the survival of breast cancer patients. 

Tumor size and tumor consistency are directly related to the number 

of lymph node positivities. 
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