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ABSTRACT

Aims: Though the incidence of breast cancer 
is apparently higher in the developed world 
than in developing countries, the mortality 
rate is known to be much higher among African 
women. The paradox has been attributed to a 
myriad of factors including late presentation 
with advanced disease and unfavorable biologic 
subtypes. The aim of this study is to highlight 
the challenges that are peculiar to our practice 
in breast cancer management in Abakaliki, 
South East Nigeria. Methods: This was a 
prospective study of all patients diagnosed with 
breast cancer seen in a general surgery unit at 
Federal Teaching Hospital, Abakaliki between 
January 2014 and April 2016. Data obtained 
from patients’ folders complemented by oral 
interview during follow-up visits in the clinic 
or ward admission were entered in a pro forma 
and analyzed. Results: A total of 89 patients with 
histological diagnosis of breast cancer were 
studied. The mean age was 45.8 (±11.7) years. 
Fifty patients (56.2%) were premenopausal. The 
vast majority (79.8%) of patients presented with 
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advanced disease, many (33.6%) with fungation. 
Diagnosis was essentially by histology, in the 
absence of facility for immunohistochemistry. 
Staging investigations were basically chest 
X-ray, abdominal ultrasound scan, and plain 
bone X-rays. Treatment options were mostly 
limited to surgery, chemotherapy, and hormonal 
therapy, due to unavailability of radiotherapy 
and monoclonal antibody/other targeted 
therapy. Recurrence was therefore common and 
posed a serious challenge in the management 
of breast cancer in our setting. Outcome was 
therefore generally poor. Conclusion: Breast 
cancer is common in our practice and often 
present late. Increased awareness, poverty 
alleviation, and organized screening program 
are necessary to reduce late presentation and 
improve prognosis.
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INTRODUCTION

Breast cancer is a common presentation in our 
practice [1]. It is currently the most common cancer in 
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women worldwide, with rising incidence in hitherto low 
risk countries of Asia and Sub-Saharan Africa [2–4]. 
However, a worldwide variation in the incidence and 
mortality from the disease is well documented [5, 6]. 
Though the incidence of breast cancer is higher in the 
developed world than in the developing countries, the 
mortality rate is reported to be significantly higher among 
African women [7, 8]. This paradox has been attributed 
to a number of factors including late presentation with 
advanced disease and unfavorable biologic subtypes [7, 
9]. Late presentation is attributed to ignorance, poverty, 
fear of the unknown, believe in alternative medicine, lack 
of confidence in orthodox medicine, and limited access to 
appropriate health care facility [10, 11]. The unfavorable 
biologic subtypes found commonly among African women 
include high grade tumor, estrogen receptor negative, 
and triple negative variety [7]. These biologic subtypes 
commonly present at younger age, more aggressive, and 
with poor prognosis. With rising prevalence of breast 
cancer, the burden of management of the disease in a 
resource-deficient economy is quite challenging [12]. The 
aim of this study is to report the challenges and outcome 
in the management of breast cancer in our setting, and 
thus generate data to direct our cancer policy.

MATERIALS AND METHODS

Study design

This was a prospective study conducted at Federal 
Teaching Hospital, Abakaliki South East Nigeria between 
January 2014 and April 2016. All patients presenting with 
breast mass with clinical diagnosis of malignancy were 
recruited into the study. Only patients with histological 
diagnosis of breast cancer were included in the analysis.

Clinical and pathologic diagnosis

A detailed pro forma-based history was taken and a 
thorough physical examination including the examination 
of the breasts was done. Ultrasound scan of the breast 
was done by physician radiologist when indicated.

All patients, except those with ulcerated (fungating) 
breast tumor, had tru-cut biopsy under local anesthesia 
in our surgical outpatient clinic, for histology. Those with 
ulcerated breast lesions had wedge biopsy under local 
anesthesia. All pathological reports were by consultant 
pathologist.

All patients had plain chest radiograph and abdominal 
ultrasound scan done and reported by consultant 
radiologist, as part of initial staging investigations. 
Patients with bone pain suggestive of metastases had 
limited skeletal survey with digital plain X-ray tomograms.

Treatment methods

Of the 18 patients who had early breast cancer, 16 had 
modified radical mastectomy; 2 had wide local excision 

(breast conservation surgery) and radiotherapy. All 
had adjuvant chemotherapy. Tamoxifen was prescribed 
routinely to all patients except in few cases when 
immunotyping was done and showed estrogen and 
progesterone receptor negative status.

All patients with locally advanced breast cancer had 
neoadjuvant chemotherapy followed by appropriate 
surgery when possible. Cyclical combination of 
Doxorubicin and Cyclophosphamide was given 
three weekly for four cycles as the main neoadjuvant 
protocol, except when contraindicated by abnormal 
electrocardiogram (ECG) and echocardiography. 
Docetaxel or Paclitaxel was given as second line drug to 
most of our patients as adjuvant chemotherapy, followed 
by referral for radiotherapy. However, majority of our 
patients were not able to travel to the distant center for 
radiotherapy, on grounds of lack of funds.

Treatment of recurrent breast cancer was mainly re-
excision and/or chemotherapy (usually oral Capecitabine) 
and hormonal therapy, in the absence of radiotherapy.

Metastatic disease was treated primarily with 
chemotherapy and palliative care for pulmonary, bone, 
brain, and liver involvement. This was multidisciplinary 
in approach involving the general surgeons, oncologist, 
cardiothoracic, and orthopedic surgeons.

RESULTS

A total of 89 patients were studied. Among them two 
were males, giving a female to male ratio of 43.5 to 1. The 
mean age was 45.8 (±11.7) years; the youngest patient 
was 23 years. Six (6.6%) were below 30 years. Majority 
(60.7%) of patients were below 50 years. Only three 
(3.4%) were over 70 years (Table 1).

Farmers constituted the greatest number at 33 
(37.1%), followed by traders and teachers with 17 (19.1%) 
each. Patients with only primary education or no formal 
education at all were 47 (52.8%). Nine patients (10.1%) 
admitted to consumption of alcoholic beverages; 
only two (2.2%) used tobacco. Twenty-seven (30.3%) 
patients presented to hospital within six months of their 
symptoms. Symptom duration before presentation was 
over 23 months in 21 (23.6%) patients (Table 2).

Breast mass was present in all cases (98.9%) except 
one; one patient with Paget’s disease of the breast 
presented with nipple ulceration but no palpable 
breast mass. In all, ulceration was a feature in 30 
(33.7%). Twenty-three (25.8%) had breast pain; nipple 
discharge was present in six (6.7%) patients. All but 
one breast fed their children for over one year among 
76 (85.4%) parous women. There was a family history 
of breast cancer in 11 (12.4%) patients; 18 (20.2%) 
patients used contraceptive pills. Fifty patients (56.2%) 
were premenopausal. The left breast had more disease 
alone 46 (51.7%) compared to right breast alone 39 
(43.8%); there was bilateral disease in 4 (4.5%). The 
upper lateral quadrant had most disease 35 (39.3%); 
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followed by central mass 21 (23.6%); mass was multiple 
in 19 (21.3%).

Of all only 18 (20.2%) were early disease (Stages I, 
IIA, and IIB); the rest 71 (79.8%) were advanced disease; 
57 (64%) patients were locally advanced (Stages IIIA, 
B, and C). Fourteen (15.7%) were metastatic (Stage IV) 
disease (Table 3). The common sites of metastases were 
lung parenchyma (10), lungs with plural effusion (8), 
bone (6), spine with paralysis (2), liver (2), and brain (2). 
Most of the patients with metastatic disease presented 
with multiple metastatic sites commonly involving the 
lungs and widespread painful osteolytic bone lesions.

A total of 63 (70.8%) patients received neoadjuvant 
chemotherapy. Of these 5 (5.6%) had complete response 
(disappearance of all palpable lesion), 24 (27%) had 
partial response (≥50% reduction in size), 32 had no 
response (reduction in size of mass <50%), and 2 had 
progressive disease. However, chemotherapy interruption 
was common due to poor compliance. Of all the cases 
with advanced disease that required radiotherapy, only 
four patients were able to get the treatment at distant 
centers. Eleven of the patients (12.4%) died of advanced 

disease during ward admission. Of these seven deaths 
were from complications arising from pulmonary 
metastases, two from cerebral metastases, one from acute 
hepatic dilatation following adjuvant chemotherapy 
with Docetaxel, and one from intractable heart failure 
following neoadjuvant chemotherapy with Doxorubicin 
and Cyclophosphamide. Fifty-nine (66.3%) patients were 
lost to follow-up and are presumed dead from advanced 
disease. Twenty-three (25.8%) patients of this cohort 
remain under adjuvant therapy and follow up 2–5 years 
after initial diagnosis.

DISCUSSION

Our patients with breast cancer were relatively young 
with peak age range of 40–49 years; median age was 
45 years (Table 1). This is similar to other reports from 
Nigeria and Africa, in contrast to the observed older age 
of incidence in the western world [7, 13].

However, Bowen et al. reported the median age at 
presentation for black women in the United Kingdom 
to be similar to African women at 46 years compared 
to 67 years in white British women [14]. Also African-
American women have been noted to have a significantly 
younger age of incidence, compared to their Caucasian 
counterparts [15]. This consistent presentation of breast 
cancer at a younger age in the black women irrespective 
of environment will therefore suggest a genetic factor yet 
to be fully elucidated. The affectation of this younger age 
(working class) of women and its multiple economic ripple 
effects often constitute a challenge to their management 
in our poor resource setting.

The majority of our patients were premenopausal 
(56.2%). The difference in the epidemiology of breast 
cancer among races is also thought to be attributable to 
endogenous hormones. This is supported by the finding 
by Pinheiro et al. that premenopausal African-American 
women have a significantly higher level of estradiol (both 
absolute and free estradiol fraction) in comparison to 
Caucasian women [16]. Also Haiman et al. in their study 
noted that African-American women had higher levels 
of follicular and luteal phase estradiol than Caucasian 
women [17]. Hence breast cancer presentation during 
pregnancy is common in our practice, with its peculiar 
challenges.

Diagnosis of breast cancer is always confirmed by 
histology in our practice. The unavailability of routine 
immunohistochemistry staining for biologic subtyping 
of breast cancer in our setting is a major challenge. The 
relevance of immunotyping of breast cancer cannot be 
over emphasized as it is not only of prognostic value, but 
also helps direct adjuvant therapy for optimum outcome 
[18, 19]. Only 12 of our patients had immunotyping done 
over the period under review. Further data are therefore 
needed for objective analysis of the biologic profile of 
breast cancer in our practice. However, in their study 
at Jos, Northern Nigeria, Gucas et al. reported that only 

Table 1: Age distribution of patients with breast cancer (n = 89)

Age range Frequency Percent

20–29
30–39
40–49
50–59
60–69
70 and above

6
20
34
16
10
3

6.6
22.5
38.2
18

11.2
3.4

Total 89 100

Table 2: Symptom duration at presentation

Symptom duration Frequency Percent

<6 Months
6–11 Months
12–17 Months
18–23 Months
>23 Months
Not certain

27
21
13
6
21
1

30.3
23.6
14.6
6.7

23.6
1.1

Total 89 100

Table 3: Distribution of clinical stages of breast cancer seen (n 
= 89)

Clinical stage Frequency Percent

I
IIA
IIB
IIIA
IIIB
IIIC
IV

7
4
7
9

45
3
14

7.9
4.5
7.9
10.1
50.6
3.4
15.7

Total 89 100
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25% and 27.8% of cases expressed estrogen receptor 
(ER) and progesterone receptor (PGR) respectively [7]. 
The predominantly ER and PGR negative tumors were 
significantly more likely to be of high grade with poor 
prognosis. The predominance of ER and PGR negative 
tumors is one factor which predicts a poorer prognosis for 
the Nigerian patients. They concluded that antiestrogen 
and other hormonal manipulations are less likely to 
be effective in Nigerian patients, contributing to poor 
outcome.

Only 20.2% of our patients presented with early breast 
cancer (Table 3). This is similar to report by others [7, 20]. 
This is partly because there is as yet no national screening 
program for breast cancer in Nigeria. The reverse is the 
case in Western Europe and America where early breast 
cancer constitutes over 80% and mostly detected at 
screening [21, 22].

Management of early breast cancer poses a special 
problem in our setting as most patients with early breast 
cancer are usually reluctant to consent for mastectomy. 
Yet, breast conservation surgery which is the current 
trend cannot be widely practiced as we do not have facility 
for radiotherapy. Postoperative radiotherapy after breast 
conserving surgery for early breast cancer is needful for 
improved locoregional control of the disease, with overall 
survival advantage [23]. Modified radical mastectomy 
therefore remains the main stay of surgery for early 
breast cancer in our practice, in spite of the psychological 
benefits of breast conservation surgery. Only two of our 
patients with early breast cancer had breast conserving 
surgery done and received radiotherapy from another 
center.

That said, the bane of breast cancer in our setting is 
late presentation with advanced disease. Only 30.3% of 
our patients presented to hospital within six months of 
their symptoms. Most patients try self-medication with 
traditional medicaments to no avail before coming to 
hospital. Such native medications often include herbs 
taken orally and or applied topically. Some patients 
attribute their late presentation to lack of awareness of 
the disease, while others attribute their late presentation 
to lack of funds to attend hospital. Presently, direct user 
charges for publicly provided health care apply to most of 
the population in Abakaliki, as with the rest of Nigeria. 
Our experience shows that fees tend to dissuade the poor 
natives from seeking appropriate orthodox health care 
services considered expensive. Hence many resort to 
prayer houses or ineffective native medications.

Majority of our patients had little or no education 
and are poor farmers. Therefore public education and 
improvement of socioeconomic condition of the populace 
may help to reduce the incidence of late presentation in 
our setting.

Presentation of advanced breast cancer with fungation 
was common, seen in 33.7% of our patients (Figures 1–3). 
This was usually due to skin invasion and spontaneous 
ulceration, or due to native scarifications with 
unsterile instrument and application of contaminated 

materials. Interventions by the unqualified natives 
in our communities tend to cause more challenging 
complications including ulceration, wound infection, and 
tetanus. One of our patients presented with tetanus from 
such infected wounds. Tetanus prophylaxis is necessary 
when the patient presents with fungation. Legislation 
regulating the practices of quacks are, therefore, urgently 
needful in Nigeria.

Most of our patients (79.8%) presented with advanced 
breast cancer. Advanced breast cancer is associated with 
poor prognosis with regard to morbidity and mortality. 

Figure 1: Advanced breast cancer in a 29-year-old lady.

Figure 2: Fungating breast cancer in a 32-year-old woman.
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Peculiar challenges are encountered in the management 
of advanced breast in our setting. Many patients with 
advanced disease present with huge breast masses, 
sometimes involving the entire breast and the skin, 
plus extensive fixed axillary nodes. Majority (65.2%) 
of the patients had locally advanced disease (Stage 
III). Locally advanced breast cancer was essentially 
treated with neoadjuvant chemotherapy in our setting 
followed by appropriate surgery. For completeness of 
therapy, radiotherapy is necessary adjuvant in locally 
advanced breast cancer, as it reduces the incidence of 
recurrence. However, only few could access needful 
adjuvant radiotherapy in faraway centers in the South 
West or Northern Nigeria, as there was no functional 
radiotherapy facility in the whole of South East of Nigeria 
during the study period. Therefore local recurrence was 
common among our patients, with its attendant burden 
of morbidity and mortality.

Metastatic breast cancer is also common presentation 
in our practice. It accounted for 15.7% in this study group 
(Table 3). This figure is much lower than the 52.5% rate 
of metastatic breast cancer in a study by Adisa et al. at 
Ife, Western Nigeria [12]. Our staging investigations 
were restricted to chest X-ray to assess for pulmonary 
metastases, abdominal ultrasonography to assess for 
liver metastases, and limited skeletal survey with X-ray 
tomograms for any bone metastases. In the absence of 
facility for bone scan, some of our patients may have been 
under staged, accounting for the lower rate of metastatic 
disease in this study. Metastatic disease is often associated 
with severe morbidity and constitutes a heavy burden on 
our health care delivery system.

Eleven (12.4%) patients died on the ward, while 
another 59 (66.3%) were lost to follow-up and are 
presumed dead from advanced disease. Many of these 
patients prefer to die at home surrounded by close 
relatives. Others consider death in the hospital to be 

additional economic burden and tend to take their sick 
relative away when they view the situation to be helpless.

CONCLUSION

Breast cancer is a common presentation in our 
practice. Majority of our patients are young and present 
with advanced disease. Investigations available and 
treatment options for our patients are limited resulting 
in dismal outcome.

RECOMMENDATIONS

Health policy and budgeting should be directed at 
programs for early detection, adequate evaluation, and 
treatment of breast cancer cases. The national health 
insurance service of Nigeria which presently covers 
only a minute percentage of the populace needs to be 
expanded to encourage early presentation by the poor 
patients. Education, creation of awareness, economic 
empowerment of the citizenry will go a long way to reduce 
late presentation. Also direct government intervention 
including free treatment for cancer will encourage early 
presentation with better treatment outcome in our 
setting.
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