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Abstract 

Background and objective: More than half of the global cancer burden of breast cancer is found in 

low- and middle-income countries. The magnitude of cancer mortality will be directly related to the 

presentation and effectiveness of efforts to treat cancer. This study aims to determine the presentation, 

management and outcome of breast cancer in an African setting. 

Methodology: Retrospective study of all consecutive histologically confirmed cases of breast cancer 

in women was extracted from patient’s clinical case notes and histopathology reports. Data was 

analyzed using SPSS software version 25. 

Results & discussions: A total of 107 patients were seen in a period of 5 years with a breast cancer 

prevalence of 6.6 per 100,000. The mean age of presentation is 44.5 years. 90% presented with Invasive 

ductal carcinoma and 71% presented with TNM stages 3. 77% had modified radical mastectomy and 

42% had chemotherapy. No patient had radiotherapy within the setting. 

After six months the overall mortality was 10.3%. Only 8.4% patients were seen in the first follow 

up while 30% were loss to follow up. 

Conclusion: The breast cancer is still a major public health concern in low- and middle-income 

countries. Late presentation and absence of modern management techniques contributes to the high 

mortality associated with the disease in this region. 
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Introduction 

Breast cancer is one the most common cancer in the world with 1.7 million (25% of all cancers) new 

cases diagnosed in 2012 [1, 2]. It is the most frequent cancer among women and represents one in four 

of all cancers diagnosed in women [1, 2]. In the last five years, there has been a worldwide increase in 

breast cancer incidence by more than 20%. As it stands, breast cancer is ranked as the fifth cause of 

death from overall cancer deaths and it is also the most frequent cause of cancer death among women 

(522,000 deaths in 2012) accounting for about 15% of all cancer deaths. Within the last five years, 

breast cancer mortality rate had increased by 14%. 

According to estimates by GLOBOCAN 2012, it is projected that there will be a substantive increase 

in new breast cancer cases diagnosed per year and the mortality will increase especially in the low-

income countries [1]. Breast cancer remains one of the major non communicable disease of public 

health importance. The worldwide pattern of the incidence, presentation and management of the disease 

varies between the developed and developing countries. While the incidence and mortality of breast 

cancer is of downward slope in the high income countries, the trend appear to be gradually increasing 

in low resource countries [3]. 

In Africa, breast cancer is the second leading cancer in women after cervical carcinoma [1, 4, 5]. 

Generally, the rates of breast cancer in Africa are lower than the rates in the industrialized countries of 

Europe and North America [6]. Even though African women have a lesser lifetime risk of being 

diagnosed with breast cancer when compared to their counterparts in affluent settings, their mortality 

from breast cancer is substantially high [3, 7]. More than half of the global cancer burden of breast 

cancer is found in low- and middle-income countries, where Africa belongs [8]. According to the United 

Nations, African continent is undergoing tremendous transformation and have generated remarkable 
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advances in human development but more commitment has to be shown in areas of achieving the 

Millennium Development Goals [9]. “Westernization” of the developing world is a term that 

encompasses both the desirable changes in both socioeconomic improvements as well as decreased 

exercise and adoption of less desirable habits of dietary changes, all of which are known to increase 

breast-cancer risk [10]. 

Consequently, within the last ten years, more breast cancer incidence and mortality has occurred in 

Africa than it had been in the past [1]. This is an added burden to a region still entangled in the web of 

communicable diseases [11]. Breast cancer has always been a source of distress to the patients and their 

families because of the nature of the disease, and the aesthetic and symbolic value invested in the breast 

in the African setting [12]. In some studies, there are reports of difficulty in obtaining complete family 

history of cancer due to the cultural beliefs and stigma following a diagnosis of cancer within families 

[13, 14]. 

Even though population-based cancer registries are regarded as the gold standard for the 

determination of accurate cancer incidence in any given population, most of the African countries still 

rely on hospital-based data, the reason being that the former is more resource intensive compared to the 

latter. 

Due to lack of awareness of the disease and inadequate standard methods for early detection and 

screening such as mammography, presentation is usually late [15, 16]. This partly explains why 

mastectomy and adjuvant chemotherapy are the commonest type of management received in this part 

of the world [17, 18]. 

Methodology 

This study was carried out with approval from the hospital ethical review committee (Ref: 

FMC/BK/HP/045/P/517/VOL.III) 

Retrospective study of all consecutive histologically confirmed cases of breast cancer at Federal 

Medical Center Birnin-Kebbi and Sir Yahaya Memorial Hospital Birnin-Kebbi, Northwest Nigeria, 

from 2013–2017. 

Data was extracted from patient’s clinical case notes and histopathology reports retrieved from 

medical records departments. Data studied were demographic characteristics, breast cancer 

presentation, management and outcome. 

Inclusion criteria 

All patients with histologically confirmed breast cancer only were included in the study. 

Result 

Data presented in Table 1 shows that 53 (49.5%) of the subjects were aged between 40 to 59 years, 

mean age was 44.5 years. The educational background ranged from illiterate to college. Distribution 

wise, 63.6% (68) had none, 16.8% had primary/less education, 13.1% had secondary school and rest of 

them, 6.5% (7) had tertiary education. 

The distribution of the subjects as per body mass index (BMI) 53.3% were within normal limits 

(BMI, 18.-25), and 46.7% of the subjects had obesity/overweight (BMI>25). The anthropometric 

predictors to breast cancer indicate that overweight and obesity are risk factors. Marital status wise, 

91(85%) were married and cohabiting with their spouses, and rest of them were unmarried (3.7%), 

widowed /separated (11.2%). Among 107 subjects, 3.7% had family history of breast cancer and the 

rest 96.3% had no family history/unknown. 18.7% patients were referred from PHC, 57% from General 

Hospital and just 1 (0.9%) was referred from a private institution, 25 patients (23.4%) primarily visited 

the institution. 
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Table 1. Frequency and percentage distribution of patients’ demographic profile 

Variables N % 

Age ≤29 years  14 13.1 

30 – 39 years  24 22.4 

40 – 49 years  30 28.0 

50 – 59 years  23 21.5 

≥ 60 years  16 15.0 

Sex Male  0 0 

Female  107 100.0 

Education status Primary  18 16.8 

Secondary  14 13.1 

Tertiary 7 6.5 

None  68 63.6 

Body mass 

index 

18 – 25  57 53.3 

26 – 30  44 41.1 

31 – 35  6 5.6 

Marital status Single  4 3.7 

Married  91 85.0 

Divorced/Widowed  12 11.2 

Family History Yes  4 3.7 

No  103 96.3 

Referral Primary Healthcare Center 20 18.7 

General Hospital  61 57.0 

Private Clinic  1 .9 

Not Referred  25 23.4 

Table 2. Frequency and percentage distribution of presentation data 

Variables  Frequency Percentage (%) 

Year  

2013 16 15.0 

2014 13 12.1 

2015 17 15.9 

2016 37 34.6 

2017 24 22.4 

Period between notice of symptom and presentation to hospital  

Within 6 months  85 79.4 

Within 12 months  16 15.0 

Within 18 months  4 3.7 

Within 24 months  2 1.9 

Clinical Stage at Presentation  

Stage I  0 0 

Stage II  9 8.4 

Stage III  76 71.0 

Stage IV  22 20.6 

Pathology type 

Invasive ductal carcinoma  96 89.7 

Ductal carcinoma in situ  0 0 

Invasive lobular carcinoma  9 8.4 

Others  2 1.9 
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Table 2 shows the distribution of the disease over 5-year period, 2016 with the highest prevalence of 

the disease 34.6% (37) was observed, followed by 2017 with 24 patients (22.4%), 17 patients (15.9%) 

in 2015 then 16 (15%) and 13 (12.1%) in 2013 and 2014 respectively. The prevalence of breast cancer 

over the period of 5-year was 6.6 per 100,000 women. Data presented in Table 4.2 also shows that 

91.6% of the patients presented in the advanced stage (stage III and IV) of breast cancer and 8.4% of 

them were in the initial stages (stage II). The distribution of subjects was, 0% in stage I, 8.4% in stage 

II, 71% in stage III and 20.6% in stage IV of breast cancer. Out of 107 subjects 79.4% of subjects, 

reported the disease within 6months and 15% of the subjects reported within a year, 3.7% reported with 

year and half of experience symptoms and 1.9% within 24 months. Invasive ductal carcinoma was 

observed in 89.7% of subjects, 8.4% had Invasive lobular carcinoma and 2 subjects’ pathological type 

of cancer was unknown. 

Table 3. Frequency and percentage distribution of type of management 

Types of Management  Frequency Percentage (%) 

Surgery 77 38.5 

Chemotherapy  42 21 

Radiotherapy  0 0 

Hormonal therapy  81 40.5 

Others  0 0 

Table 3 shows the distribution of management of cancer among our 107 patients, which many are on 

more than one treatment. 77 (38.5%) patients had surgery while 42 (21%) of our subjects are on 

chemotherapy regimen with 81 (40.5%) subjects on hormonal therapy. No subject was on radiotherapy, 

this due to the fact that there’s no facility for such treatment. 

Discussion 

The prevalence rate of breast cancer in Kebbi State in a period of 5-years (2013-2017) was 6.6 per 

100,000 women, among the 1,624,912 women from the 2006 population census for Kebbi states. 

There was a rise of incidence seen from 2016, many researches within and outside the continent 

relate the rising of the incidence to change of lifestyle and adopting western living [15,19,20]. 

Another study reported 52.0 per 100,000 women in Ibadan, Nigeria and 64.6 per 100,000 women in 

Abuja, Nigeria and concluded that there was an increase in incidence of breast cancer in Nigeria [15]. 

The prevalence of the disease is much higher in developed countries [3,21]. 

The study shows that breast cancer occurs in younger age (mean age 44.5 years) compare to study 

outside the continent with different race cohort [19]. Many studies within and outside the country shows 

that breast cancer in Africans occur ten years earlier than women outside the continent [19,22,23]. Black 

women in America also present earlier compared to white women [24,25]. 

The stage at presentation of breast cancer in this study was late. The distribution of subjects was, 0% 

in stage I, 8.4% in stage II, 71% in stage III and 20.6% in stage IV of breast cancer, this result goes 

along with many studies in developing world [19,22,26]. There is a study in Nigeria that reported 3% 

stage 1, 24% stage 2 and 72% advanced stage (68% stage 3 and 4% stage 4) [19]. Another in the country, 

different state got 2% (5) stage 1, 13% (29) stage 2 and 85% late stage (46% {102} stage 3 and 39% 

{85} stage 4). [19,26] 

Lack of education and poverty are one the major reasons for late presentation [16]. More reasons for 

late presentation in the continent include, seeking for cheaper treatments, spiritual believe, fear of 

stigma and Ignorance [27,28]. 

Invasive ductal carcinoma was the most common histological found in this study which is not 

different from other findings in the country and elsewhere [19,26,29]. 

Surgery was the most common treatment adopted here and this was often followed by chemotherapy 

which tally with other findings like Sharma et al. [16]. Surgical procedures ranges from simple 

lumpectomy to radical mastectomy which is unlike the western countries [30,31]. Modified radical 

mastectomy is the most common surgical operation with 76.6% of all surgery performed which is just 

like the study in Ibadan, Nigeria by Ogundiran, T.O., et al. [32]. 

30% patients treated were lost after the second follow up, about 50% were referred to another hospital 
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for radiotherapy and 11% were reported dead. Most of the patients that were lost to follow up are 

presumed dead or can’t continue with management because of financial burden. This poor outcome is 

the same with other report in the continent [13,33,34] 

Unlike study by Wood A.J et al. [35] Cyclophosphamide, Fluorouracil and Epirubicin combination 

is the only chemotherapy regimen found in this study, this could be due to the fact that newer treatment 

requires advance pathology service and also more expensive [36,37]. 

There was no a single patient on radiotherapy because of there is no facility for such in the region, 

this supports the findings of Adesunkanmi, A., et al. [38]. In addition to that Abdulrahman reported that 

there are only four radiotherapy centers in in Nigeria [7]. 

In developed worlds where cancer is detected early the survival estimate after 5-year is about 90% 

while in Africa it is only 12% [39]. The overall mortality rate and survival rate in this study was 

therefore difficult to determine because of the frequent loss of patients to follow up and missing data. 

In developing world with limited resources there is need for plans of early cancer detection, affordable 

and quality healthcare delivery in other to help healthcare workers in managing the rising burden of the 

disease. 

Conclusion 

The prevalence rate of breast cancer in Kebbi State in a period of 5-years (2013-2017) was 6.6 per 

100,000 women, among the 1,624,912 women from the 2006 population census for Kebbi states. 

Average age of presentation was 44.5 years, most of the patients were married. More than 60% of them 

had no any educational background. Late presentation was the most common with 91.6% presenting 

with advanced stage of the disease and Invasive ductal carcinoma was the most common diagnosed 

type of breast cancer in the region. Surgical operation was the most common adopted management 

couple with Chemotherapy and Hormonal therapy, no Radiotherapy available in this region. After 6 

months, about 40% of the patients were loss to follow up, few reported dead and half of the them were 

referred to another hospital. The findings of the study have thrown light on existing conditions and 

management approaches for breast cancer in a tertiary hospital. 
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