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ABSTRACT

Morbidity and mortality from breast cancer have continued to be a source of concern to surgeons in many
countries. Over a period of 10 years — January 1987 to December 1996 — 117 patients presented with carci-
noma of the breast at the University of Benin Teaching Hospital in Benin City, Nigetia. The case files of 77 pa-
tients were available and were analysed retrospectively. There were 75 females and 2 males. Sixty seven per cent
of the female patients had large and grossly advanced lesions. Most of them were multiparous and they prac-
ticed prolonged breastfeeding. Seventy eight per cent of the patients delayed for over 3 months before present-
ing to the hospital. The five-year survival was 8.7%. We conclude that carcinoma of the breast is common in
this community and that most of the patients present late to the hospital. (Afr | Reprod Health 2001; 5[2]:56-62)

RESUME

Etude anatomoclinique du cancer du sein a Benin City. La morbidité et la mortalité occasionnées par le
cancer du sein demeure toujours une source de souci pour les chirurgiens dans plusicurs pays. Depuis 10 ans,
janvier 1987 jusqu’a décembre 1996, 117 malades ont présente le cancer du sein au Centre Hospitalier Universi-
taire a Benin City au Nigéria. Les dossiers de 77 malades étaient disponibles et ils ont été analysés retrospective-
ment. Iy avait 75 femmes et 2 hommes. 67% des malades avaient de grandes 1ésions bien avancées. La plu-
part étaient multipares et elles ont tardé de plus de 3 mois avant de se présenter a hépital. La survie jusqu’a
cing ans était de 8,7%. Pour conclure, nous affirmons que le cancer du sein est commun dans cette commu-
nauté et que la plupart des malades se présentent tard a 'hopital. (Rev Afr Santé Reprod 2001; 5[2):56-62)
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Introduction

Cancer of the breast is one of the most common
malignancies affecting women in many parts of the
world.  Globally, it accounts for 25% of female
cancers and 18% of deaths from cancer in
women.! There is considerable vanation in the geo-
graphical, racial and ethnic distribution of cancer
of the breast? This is primanly due to environ-
mental rather than genetic factors.? It is more com-
mon in North America and Western European
countres, where it is estimated that one in eight
Caucastan women in the United States and one in
twelve in Britain will develop cancer of the breast
in their lifetime. It is less common in Far Eastern
countries such as Japan. Early workers in Africa®s
have found that incidence rates in African coun-
tries are much lower than in the western communi-
ties. In sub-Saharan Afnca the true incidence of
the disease remains unknown. This is due to a lack
of statistics in most hospitals and health agencies
and the failure of some patients to seek orthodox
medical care. However, recent observations from
various hospitals in the tropics indicate that the
disease 1s seen more often than before.

A retrospective study of breast cancer at the
University of Benin Teaching Hospital over a ten-
year period was undertaken to evaluate the clinico-
pathologcal features assoctated with the disease in
Nigeria. We hope this will form the basis for a
proposed prospective study of breast cancer within
the region of study.

Patients and Methods

Files of the medical records library and pathology
department were examined for patients with a di-
agnosis of breast cancer between January 1987 and
December 1996. Particular note was made of the
age and sex of the patients, duration of symptoms
and clinical stage at presentation, parity, and breast-
feeding practices. The histological report, treat-
ment and follow-up of the patients were also
noted. Only 77 patients, whose casc files were
available, were included in the study. Cases were
excluded if diagnosis was not confirmed histology-
cally or if the file lacked sufficient information.

Results

A total of 117 patients presented with carcinoma
of the breast within the penod of the study. This
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gives an average of 12 new cases per year. The
case files of 77 of these patients were available for
analysis.

Age and Sex Distribution

This is shown in Table 1. The ages of the patients
ranged from 24 to 73 years, with a mean age of 38
years. Peak incidence was in the age range 41-50
yeass, closely followed by 3140 years age range.
Ten patients were younger than 30 years while 8
were aged 60 years and above. Of the 77 patients,
75 were females and 2 were males. This cleady
shows that breast cancer is predominantly a female
disease. The 2 male patients were aged 50 and 73
years respectively.

Clinical Features

The clinical features in the patients are outlined in
Table 2. Painless breast mass was the predominant
symptom in 49 patients. Breast mass was painful in
25 patients; most of these patients had advanced
breast cancer with ulceration and infiltration of
surrounding structures. Three patients had Pager’s
disease of the nipple with ulceration and destruc-
tion of the nipple and areola. No masses were pal-
pable in these three patients. Ulceration of the
mass was present in 16 patients at the time of pres-
entation. In some of these patients, the ulceration
was precipitated by incision and scarification marks
made by traditional healers and quacks. These
were nine patients with nipple discharge; the dis-
charge consisted of blood in seven patients and
serous fluid in two patients. Weight loss was pre-
sent in 25 patients.

Clinical Signs

Ipsilateral axillary lymph nodes were palpably en-
larged in 75 patients; in 29.9% of the patients the
lymph nodes were discréte and mobile. These
were matted together in 26.0% and fixed to the ax-
illary vessels and tissues in 41.6% of the patients.
In 8 patients the ipsilateral supraclavicular lymph
nodes were palpably enlarged while there were pal-
pable lymph nodes in the contra lateral axilla in 2
patients. Nipple retraction was present in 15 pa-
tients, there was peau d’ orange in 32.5% of the
patients and one patient had satellite nodules on
the chest wall.
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Tablel Age and Sex Distribution of Patients with Carcinoma of the Breast

Age range Males Females Total Percentage

21-30 0 10 10 13.0

3140 0 22 22 28.6

41-50 1 25 26 338

5160 0 11 11 14.3

61-70 0 6 7.8

71-80 1 26

Total 2 75 77 100.0

Table 2 Clinical Features

Symptoms Number Peglg_én- Signs Number  Percen-

tage tage

Breast lump 74 96.1 Breast mass 74 922

Pain in same breast 25 325 Palpable axillary lymph nodes 75 97.4

Ulceration of breast mass 16 20.8 Peau d’orange 25 32.5

Nipple discharge 9 11.7 Nipple retraction 15 10.5

Ulceration and destruction Palpable supra clavicular

of nipple and areola 3 39 lymph node 8 10.4

Weight loss 25 325 Nipple deviation 5 6.5
Ulceration and destruction of 3 3.9
nipple and areola
Satellite nodule on chest wall 1 1.3
Hepatomegaly 4 52

Five patients had hepatomegaly as a result ot Stages of Disease

distant metastases of the tumour. One patient
with Paget’s disease had a pathological fracture of
the right humerus that was splinted bamboo stick
by traditional bonesetters. She also had one hard
nodule on the frontal bone. Tumour metastases in
the pelvic bones were demonstrated in two pa-
tients. In one patient there were metastatic depos-
its in the nbs and lungs.

Clinical staging of the extent of disease was done
using the Manchester classification. Most of the
patients presented late to hospital with advanced
disease. Twenty patients (26.0%) and 32 patients
(41.6%) presented with stages 3 and 4 respectively.
Two patients presented with stage 1 disease while
23 patients had stage 2 disease.



Distribution of Tumours between the two Breasts

In 25 patients, the tumour was in the right breast,
while 30 patients had the tumour in their left
breast. The upper outer quadrant was more com-
monly involved although 60% of the tumours in-
volved more than one quadrant. In 12 patients, the
tumour affected the whole breast.

Parity

Most of the patients were multiparous; 28 female
patients (44.4%) had one to four children while 20
patients (31.7%) had more than 6 children. There
was only one nulliparous patent. All the patients
had breastfed their babies for prolonged penods,
with the majonty breastfeeding for over one year.
Only one patient had breast cancer dunng preg-
nancy; although she delivered the baby at 36 weeks
the tumour showed an aggressive course thereafter
and the patient succumbed to the illness after few
months.

Duration of Symptoms before Presentation

Only 7 patients presented to hospital within one
month of discovenng the breast mass. Twenty
seven (37.7%) patients presented within 1-6
months and 23 (33.8%) within 6-12 months. Nine
patients delayed for over 18 months before pre-
senting to the hospital. Most of the patents who
presented late had received treatment from tradi-
tional healers and quacks. They however presented
to the hospital when there was no improvement in
their conditions. In some patients, the mass was er-
roneously incised in the belief that 1t was due to
abscess. There was delay between the date of first
presentation to hospital and the time of definite
surgery. This was due to delays in patients’ deci-
sion to accept mastectomy. Four patients defaulted
for over 12 months; they refused mastectomy in-
tally and represented to hospital when the tumour
had reached advanced stages with fungation and dis-
tant metastases. Two patients refused mastectomy
and never retumed back to hospital for treatment.

Treatment

The main modalities of treatment in these patients
were surgery and chemotherapy. Seventy three pa-
tients had mastectomy while two patients refused
mastectomy. One patient died before she could
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have surgery and one patient had an inoperable tu-
mour because it was hard and fixed to the chest
wall. Few patients had radiotherapy and hormonal
therapy.

Tabl 3 Clinical Stage of Breast Cancer

Stage Number of Percentage
patients

1 2 26

2 23 29.9

3 20 28.9

4 32 41.6

Total 77 100.0

Table 4 Histological Types of Breast Cancer

Hystological classification Number of Percentage

patienst

Intraductal carcinoma 2 2.6
Invasive ductal carcinoma 53 66.8
Invasive lobular carcinoma 3 3.9
Anaplastic (undifferenttated)

carcinoma 9 11.7
Paget’s disease of the nipple 3 39
Malignant cystosarcoma phylloides 2 2.6
Inflammatory carcinoma 1 1.3
Papillary carcinoma 1 1.3
Mucoid carcinoma 1 1.3
Total 77 100.0

Modified radical mastectomy was the favoured
procedure. This was carried out in 25 patients.
These patients had stages 1 and 2 tumours and
stage 3 disease in which the lymph nodes were not
fixed to the axillary blood vessels. Mastectomy and
ipsilateral axillary lymph node dissection were car-
ried out in these patients.

Twenty nine patients had' simple mastectomy
without axillary lymph node dissecton. They had
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palliative mastectomy to remove the advanced and
fungating tumours. The axillary lymph nodes were
matted together and fixed. Three patients had sim-
ple mastectomy and axillary lymph node sampling,

'The use of chemotherapy was documented in
55 patients. The patients had combination chemo-
therapy using cyclophosphamide, 5-fluorouracil,
methotrexate and vincrstine. The drugs were usu-
ally given parenterally at intervals of 28 days be-
tween courses. Only 11 patients completed the 6
courses of chemotherapy Nine patients had only
one course, while 16 had 2 courses. Nineteen pa-
tients had between 3 and 5 courses of chemotherapy.
The use of radiotherapy was noted in 26 patients.
Some patients also had hormonal therapy while 4 pa-
ttents had bilateral cophorectomy, and the use of ta-
moxifen was documented in 18 patients.

Post-Operative Complications ;

The post-operative complications include seroma
formation in six patients and wound infection in
four patients.

Post-Operative Follow-up and Mortality

‘Twenty three patients were followed up until death.
Of these, 16 died within one year after mastectomy
while 4 lived for one to two years. One patient
each died after 2-3 and 3—4 years respectively.
Two patients lived for over 5 years after mastec-
torny, giving a 5-year survival of 8.7%.

Hight patients were alive and were still being
followed up in the outpatient clinic at the time of
this study. They were well when last seen in the
clinic. 'The remaining patients were followed up
for varying penods of time in the outpatient clinic
before they defaulted.

Discussion

Malignant discases of the breast are a major cause
of morbidity and mortality all over the wordd. Re-
ports from the United States indicate that about
175,000 new cases are diagnosed annually and
about 45,000 die from it every year.! In Britain, the
corresponding figures are 25,000 and 16,000. In
Nigeria, as in most other developing countties, the
truc incidence of the disease is unknown as a result
of a lack of wvital statistics. However, recent re-
potts form varous African countries suggested
that the discase is seen more often now than be-

fore. Lawani, Ngu and Osunkoya® reported 42
cases per annum at the University College Hospi-
tal, Ibadan, between 1961 and 1968. About a dec-
ade later, Abisoye’ reported an annual hospital in-
cidence of 51 cases per year in the same mstitu-
tion, while Amaku® reported 40 cases in Lagos
University Teaching Hospital in 1968. About two
decades ago, at the Umiversity of Benin Teaching
Hospital, Chiedozie and Guirguis® reported a hos-
pital incidence of 24 cases per year. From Ah-
madu Bello University Teaching Hospital, Zaria,
Khwaja, Nirodi and Lawrie!® reported an annual
hospital incidence of 16 cases. More recent re-
portts indicate that the mncidence in Nigera 1s about
33.6 per 100,000.11

A total of 117 patients presented with breast
cancer during the study period, giving an annual
hospital incidence of 12 cases. This figure 1s much
less than what has been reported from this institu-
tion about two decades ago; patients with malig-
nant breast disease were treated free of charge in
the hospital and this encouraged them to come to
hospital. With the worsening cconomic depression
of the past two decades, the cost of hospital care
of breast cancer patients has increased. Most pa-
tients tend to resort to cheaper treatment m tradi-
tional healing homes, patent medicine stores and
spifitual homes. Some of these patients die and
are never included in hospital records.

The likelthood of developing breast cancer is
highly dependent on age and the mterval over
which an individual is at rsk.!>1® The peak inci-
dence of 41-50 years i this study agrees with
most reports from sub-Saharan Africa’* ! but
lower than that reported from Western Huropean
countries and North Amernca, where more than
half of the patients with breast cancer are older
than 65 years.! The life expectancy in most Afri-
can countres s low, compared with Caucasian
women who have a higher risk of developing
breast cancer in their lifetime.

Most of the patients in this study (67.6%) pre-
sented with advanced disease (stages 3 and 4 by
Manchester Classification). This was as a result of
the long delay before presenting to hospital. Most
of the tumours were initially painless and patients
were likely to disregard these lesions as a result of
ignorance. In addition, most patients were likely to
seek treatment from traditional healers, patent
medicine stores and spiritual homes and only pre-



sented to hospital when treatment in these centres
had failed. Reports from our hospital suggest that
poverty and ignorance ate the major factors re-
sponsible for this. We noted an increased inci-
dence of annual hospital reporting of breast can-
cer in this institution two decades ago. This was
thought to be due to breast cancer awareness cam-
paigns in the mass media organised by the Nigenan
Cancer Society in the 1980s.

In recent years, there has been massive exodus
of older clinicians from Africa to the Middle East
and Furopean countrics as a result of worsening
economic conditions. There is a need for practic-
ing chnicians and government and non-govern-
mental agencies to combine resources and increase
public awareness campaigns on the dangers of
breast cancer and the need and benefits of breast
self-examination for eady detection and treatment
of breast cancer. Reports from most centres in
Burope and North America have confirmed the bene-
ficial role of eardy detection of breast cancer in reduc-
ing morbidity and mortality from the disease.!>1¢

The principal modalities of treatment for
breast cancer include surgery, radiotherapy, chemo-
therapy and hormone manipulation. Immuno-
therapy is also being experimented. All the avail-
able modalities of treatment were offered to our
patients, but the constraints posed by poverty and
sgnorance adversely affected the utilisation of these
treatment modalities. Surgery remans the main
modality of treatment in our patients. The modi-
fied radical mastectomy developed by Patey'* at the
Middlesex Hospital in London is the favoured pro-
cedure. This operative procedure preserves the
pectoralis major muscle and sacrifices the pector-
alis minor muscle in order to remove levels 1, 1T
and 111 axillary lymph nodes.!” It combines total
mastectomy with removal of axillary lymph nodes
in continuity with the mastectomy specimen. Itis
the most widely used procedure to treat operable
breast cancer.!™® Flalsted’s radical mastectomy is
not commonly practiced in this hospital, as re-
sults'®? have shown no advantage over Patey’s
modified radical mastectomy. Wide local excision
is also not a favoured procedure in the hospital, as
most of the patients present late with advanced
disease. In addition, radiotherapy though available
at another hospital (University College Hospital,
Ibadan), is often associated with prolonged delay
before radiation treatment is offered.
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‘The other modalities of treatment used in this
study population include chemotherapy, radiother-
apy and hormonal therapy. Most of the patients
had few courses of chemotherapy as a result of fi-
nancial constraints and ignorance. Some of the
patients did not have radiotherapy for the same
rcasons. Hormonal manipulation was also very
useful. Premenopausal patients were offered bilat-
eral oophorectomy, but some of them were reluc-
tant to accept it for cultural reasons. Tamoxifen
was also found to be useful as a form of hormonal
therapy.

The five-year survival of 8.7% in our study is
in keeping with the high mortality rate of breast
cancer in developing countries where most of the
patients present late to the hospital. Most of thé
patients were lost to follow-up, and we suspect that
many of them died of the disease. A major limita-
tion to breast cancer management in many devel-
oping countries 18 a lack of ancillary facilities such
as radiotherapy and laboratories to determine oes-
trogen and progesterone receptors.  Further,
chemotherapeutic agents are most often not avail-
able, or where available are very expensive. We
agree with Attah?! that clinicians in developing
countnes should tely more on surgical procedures
as the main modality of treatment while augmenting
it with adjuvant chemotherapy and radiotherapy.

This study has shown that breast cancer is a
major cause of morbidity and mortality in this en-
vironment. With worldwide increase in incidence
of the disease as a result of the changing popula-
tion profile particularly in the developing countnes,
breast cancer is likely to be a major public health
problem in Nigeria in this millennium. We recom-
mend collective effort in the management of
breast cancer. Most importantly, clinicians should
mount aggressive public awareness campaigns on
breast cancer screening in collaboration with gov-
ernment and non-government agencies. The need
for routine breast self examination and carly re-
porting to hospital in patients with breast disease
should be particularly emphasised.

Mammography has been credited with reducing
the rate of mortality from breast cancer by up to
30%. Recent studies suggest that mortality from breast
cancer could be reduced by 40-50% if all women
aged 40 years and above were screened annually.??
We suggest that government and non-governmen-
tal agencies take up the challenge of establishing
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regional breast cancer screening programs in Nige-
ria. We also feel that treatment for cancer in our
hospitals should be subsidised by government to
enable patients to benefit from the available treat-

ment procedures.

More radiotherapy centres

should be established and equipped with modern
equipment to enhance optimal treatment of breast
cancer patients.

REFERENCES

1

6.

Badoe EA and Ajayi OO. The breast. In: Badoe EA,
Achampong EQ and Jaja MOA (Bds.). Principles and
Practice of Surgery including Pathology in the Tropies. 2nd
Ed. Accra: Ghana Publishing Corporation, 1994, p.
430-456.

Bortini B, Ber A, Posener LN and Zelikson-Singer S.
Ethnic and constitutional differences and their rela-
tion to breast disease in Israel. Educational and socio-
economic status. Br ] Cancer 1971; 25-428.

Levin ML, and Thomas DB. The epidemilogy of
breast cancer. In: Montahne ACW, Stomesifer GL
and Lewison EY (Eds.). Progress in Clintecal and Biological
Research. Breast Cancer. New York: Alan R Liss Inc,
1977, 9.

Davey WW, Companion to Surgery in Afdca. Edin-
burgh: Churchill Livingstone, 1958, 169.

Pearson |. Carcinoma of the breast in Nigeria. Br |
Cancer 1963; 4: 561-565.

Lawani ], Ngu VA and Osunkoya BO. A clinico-
pathological review of malignant disease of the breast
in the University College Hospital, Ibadan. Nig Med |
1973; 3: 182-187.

Abisoye AA.  The Ibadan Cancer Registry, 1960—
1978. In: Olatunbosun DA (Ed). Cancer in Africa.
Ibadan: Caxton Press (West African) Ltd.

Amaku FEO. Review of 40 cases of breast cancer
West Afr Med [ 1968; 78: 102-104.

Chiedozie LC. Surgical management of nipple dis-
charge. West Afr Med ] 1988; 7: 88-90.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Khwaja MS, Nirodi MS and Lawtie JH. Malignaat tu-
mouss of the breast in Northern Savanah of Nigera.
East Afr Med | 1980; 57: 555-560.

Thekwaba FN. Breast cancer in Nigerian women. Br ]
Surg 1992; 79: 771-775.

King MC, Sarah R and Suson ML. Inherited breast
and ovarian cancer. What are the risks? What are the

choices? [AMA 1993; 269: 1975-1980.

Pike MC, Kraile MD, Henderson BE, Casagrande JT'
and Hoel DG. Hormonal risk factors. ‘Breast tissue
age’ and the age incidence of breast cancer. Nature
1983; 303: 767-770.

Iglehart JD. The breast. In: Sabiston DC [nr (Ed).
Sabiston Texthook of Surgery. The Biological Basis of Mod-
ern Surgical Practice. 15th Ed. WB Saunders Company,
1997, 555-593.

Bryne C, Smart CR and Chu KC. Survival advantage
differences by age: cvaluation of extended follow-up
of the breast cancer detection demonstration project.

Cancer 1994; 74 (Supp.1): 301.

Fletcher SW, Black W Harris R, Rimer BK and
Shapiro S. Report of the international workshop on
screening for breast cancer. | Na#l Cancer Inst 1993,
98: 1644-1656.

Handley R and Thackery A. Conservative radical
mastectomy (Patey’s operation). Ann Surg 1969; 170:
880-882.

Scalon EF and Caprini JA. Modified radical mastec-
tomy. Cancer 1975; 35: 710-713.

Maddox WA, Carpenter JT, Laws HK, Soong §J,
Cloud G, Balch CM and Urdst MM. Does radical mas-
tectomy still have a place in the treatment of primary
operable breast cancer? _Arch Surg 1987, 122: 1317~
1320.

Turner L, Swndell R, Bell WGT, Hartley RC, Tasker
JH, Wilson W, Anderson MR and Leck IM. Radical
versus modified radical mastectomy for breast cancer.
Ann R Coll Surg Eng 1981; 63: 239243,

Attah CA. Trends in the management of breast can-
cer and recommendations in developing countries.
Orient Journal of Medicine 1990, 2: 121-124.

Sirovich BE and Sox HC Jr. Breast cancer screening
Surg Clin North Am 1999; T9(5): 961-90.



