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Abstract

Original Article

IntroductIon

Prostate neoplasm is worldwide adjudged to be the most 
common carcinoma in males after middle age accounting for 
over 1.1 million cases in 2012. It was reported to represent 8% 
of all new cancer cases in that year and 15% of male cancers.[1] 
A report from GLOBOCAN 2012 posited that prostate cancer is 
responsible for the death of 302,000 patients in 2012, globally 
making it the 5th leading cause of cancer death in men. The 
benign lesions, particularly benign prostatic hyperplasia (BPH), 
are even more common than cancer in most studies and 
present with symptoms similar to the malignant counterpart.[2] 
A study reported an incidence of 105 million males globally 
in 2015 affected by prostatic lesions.[3] Besides being a cause 
of high morbidity and major public health concern, BPH is 
acknowledged to significantly worsen the male quality of life.[4]

Hereby, we present the incidence of prostatic lesions from a 
tertiary hospital in a sub-Saharan African country, Nigeria.

Setting
The National Hospital Abuja (NHA) is a 450-bedded tertiary 

public hospital located in the cosmopolitan city of Abuja, 
the capital of Nigeria, a sub-Saharan country. The Federal 
Capital Territory is located in the geographical center of 
Nigeria with a land area of almost 8000 km2 within latitudes 
70 20′ North of the Equator and longitudes 60 45′ and 70 39′ 
(Demographia, 2015). The population of Abuja is estimated to 
be approximately 2 million. The NHA derives clientele mostly 
from the inhabitant of the Federal Capital and surrounding 
states of the federation, as well as referrals from other 
geographically distant states within the country such as Borno, 
Adamawa, and Bayelsa to mention a few.

matErIals and mEthods

This is a retrospective study of all prostate lesions received 
in the Histopathology Department of the NHA from January 
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1, 2005, to December 31, 2015. Records of all prostate 
samples (prostatectomies, transurethral resection of prostate 
transurethral resection of the prostate chips, and trucut biopsies) 
received in the department within the period were retrieved 
from the request forms and departmental register. Slides made 
from such samples were reviewed, and new slides made from 
the tissue blocks where necessary. Similarly, all records of 
clinic attendance and admission for surgical prostate diseases 
were obtained from the hospital health record department. 
Gleason’s scores were reviewed and modified to conform to 
the current 5-tier system recommended by the International 
Society of Urological Pathology and adopted by the World 
Health Assembly in 2016. By this system, Grade Group 1 
includes all Gleason’s score ≤6, Grade Group 2 is Gleason’s 
3 + 4 = 7, and Grade Group 3 is Gleason’s 4 + 3 = 7 whereas 
Grade Group 4 and 5 are Gleason’s scores 8 and 9–10, 
respectively. Ward folders and mortuary records were consulted 
where appropriate. Data are collated and analyzed using simple 
statistical methods with Microsoft Excel 2011.

Exclusion criteria
Cases of prostatic lesions diagnosed by prostate-specific antigen (PSA) 
determination or imaging alone were excluded from the study.

Limitation
In this study, patients diagnosed by clinical examination, 
prostate ultrasound, and/or hormonal profile alone were not 
included in the study. Furthermore, patients diagnosed by 
fine-needle aspiration alone were excluded from the study.

rEsults

The number of specimen that fulfilled the inclusion criteria for 
our study within the specified period was 621. A gradual rise 
in incidence is observed over the years, increasing from 28 in 
2005 to 50 in 2015, with a peak observed in 2008 (n = 95). 
This is depicted in Figure 1. The age range was from 26 to 
98 years with a mean of 65.0 and a standard deviation of 9.87. 
The peak age group was the 61–70 years cohorts followed by 
the 51–60 years of age group as illustrated in Figure 2.

The most common presenting symptoms were dysuria (n = 145, 
23.4%), urinary frequency (n = 145, 23.4%), acute urinary 
retention (n = 117, 18.8%), and weak urinary stream (n = 77, 12.4%). 
Others presented with urgency (n = 69, 11.1%), nocturia (n = 68, 
11%), and incontinence (n = 48, 7.7%). The predominant findings 
in most of the patients are raised PSA (n = 172, 29.4%) with PSA 
values as high as 10,000 ng/mL obtained in one patient. This 
is followed in frequency by enlarged prostate on digital rectal 
examination (n = 86, 14.7%) [Figures 3and4].

Histologically, majority of the lesions were BPH accounting for 
42.5% (n = 264) followed by prostatic adenocarcinoma with 
39.3% (n = 244). Infective and other inflammatory conditions 
accounted for 5.5% (n = 34) and accompanied by BPH in 
9.2% (n = 57). Cases of prostatic intraepithelial neoplasia (PIN) 
accounted for 3.5% of the total, with about half of the cases 
being high grade. This is depicted in Table 1.

Most  of  the  adenocarc inomas  were  modera te ly 
differentiated (n = 112, 45.9%), whereas the rest were well 
differentiated (n = 68, 27.9%) and poorly differentiated (n = 64, 
26.2%). The Gleason scores in the adenocarcinoma ranged from 
3 to 9 (Grade Group 1–5 in the ISUP recommended system) 
with the However majority (n = 43) of the adenocarcinomas 
had score 5 which falls into category Grade Group 1 of the 
new classification system. 

dIscussIon

In absolute and relative terms, the incidence of prostate lesions 
obtained in this study is comparable to those obtained in similar 
studies elsewhere in the country. Thus, the frequency in our 
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Figure 1: The temporal trend of prostatic lesions in the National Hospital 
Abuja over 11 years
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Figure 2: The distribution of prostatic lesion in the National Hospital 
Abuja by age group
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Figure 3: The distribution of clinical symptoms and signs seen in patients 
with prostatic lesions in the National Hospital Abuja
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study concurs favorably with reports from similar studies in 
Lagos,[5] Zaria,[6] Ilorin,[7] and Port Harcourt.[8]

A similar study in India,[9] on the other hand, obtained a far lower 
incidence than in this study – supporting the concept that prostatic 
lesions are more common in men of African descent than in other 
continents. Indeed, even though two-thirds of diagnosed prostate 
cancers are found in developed countries, it is reported that men 
of sub-Saharan African descent suffer disproportionately from 
the scourge compared to men of other races or ethnicities.[10,11]

In addition, the International Agency for Research on 
Cancer (IARC) estimates that prostatic carcinoma is a growing 
problem in Africa with approximately 28,006 deaths in 2010 
and prediction of approximately 57,048 deaths in 2030.[3]

Similar trends are observed in Negroid race of the Caribbean, 
the United Kingdom, and West Africa who are of West African 
ancestry. Indeed, it is reported that in sub-Saharan Africa alone, 
disability-adjusted life years from prostate cancer increased 
two-fold from 100,200 in 1990, to 219,700 in 2010. It is 
suspected that the interplay of genetic and environmental factors 
may contribute significantly to the observed paradigm.[12]

The ratio of benign to malignant lesions seen in this study 
2.6:1 skewed in favor of benign lesions differs significantly 

with the findings in Kano[13] (3.5:1). However, the duration of 
the study (4 years) in the latter might be a contributory factor 
to the contrast in the two studies.

A gradual rise in the incidence of prostatic lesions over time is 
observed in our study in tacit concordance with the observation 
from other centers notably Ogunbiyi and Shittu[14] in Ibadan 
and Wasike and Magoha[15] from Nairobi in Kenya. Indeed, 
a meta-analytic study looking at prostate cancer in Africa 
reported a significant increase in incidence over a 35-year 
period.[16] This rise in incidence may subtly validate the 
prediction by the IARC that prostatic cancer deaths in Africa 
are expected to rise by 104% by 2030.[3]

In this and other researches, it will appear that the 6th and 
7th decades of life are the commonly affected age group. This 
is also borne out in the reports from Lagos[6] Southeastern,[17] 
and Southwestern[18] states of Nigeria, Maiduguri,[19] Nairobi,[15] 
and in distant shores of Pakistan.[20]

Histologically, all the malignant prostatic lesions encountered 
in our studies were adenocarcinomas with variation in 
the degree of differentiation from the well to the poorly 
differentiated. Majority of the adenocarcinomas were 
moderately differentiated, followed by the well-differentiated 
and poorly differentiated variants in almost equal proportion. 
This contrasts with findings from some centers[21] and concurs 
with others.[9,13,14,22] One plausible reason for the relatively 
higher incidence of moderate and poorly differentiated 
adenocarcinoma in this center may be the fact that the center 
is a referral center where mostly advanced cases present.

Gleason’s scoring of the adenocarcinomas has undergone 
a radical review using multi-institutional and multimodal 
therapy data to enhance the prognostic and therapeutic values 
of the diagnostic investigations.[23] In our study, a significant 
percentage (42%) of the adenocarcinomas fall within the 
Grade Group 1 category (encompassing the previous Gleason 
scores 6 and below). The prognostic value of this scoring system 
in our center and indeed in Nigeria requires further evaluation.

A significant proportion of our patients presented with 
obstructive lower urinary tract symptoms (LUTS) similar to 
the finding in Port Harcourt in a study on corroboration of 
LUTS and prostatic lesions.[24] This is not surprising as LUTS 
are common symptoms of both BPH and prostatic carcinomas.

conclusIon

Prostate lesions are an important cause of morbidity 
among men in Nigeria. Benign prostatic hypertrophy is the 
most common benign prostatic lesion, while moderately 
differentiated adenocarcinoma is the predominant prostatic 
malignancy in our study.
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Figure 4: The frequency of Gleason scores of prostatic adenocarcinoma 
seen in the National Hospital Abuja. Grade: Gleason score. GG (group 
grade): International Society of Urological Pathology recommended 
grading

Table 1: Prostatic histological diagnoses encountered in 
the National Hospital Abuja

Diagnosis Frequency (%)
Adenocarcinoma

Well differentiated 68 (11.0)
Moderately differentiated 112 (18.0)
Poorly differentiated 64 (10.3)

BPH 264 (42.5)
Acute prostatitis 7 (1.1)
Chronic prostatitis 27 (4.3)
BPH with prostatitis 57 (9.2)
BPH with PIN 15 (2.4)
BPH with HG PIN 7 (1.1)
Total 621 (100)
BPH: Benign prostatic hyperplasia, PIN: Prostatic intraepithelial 
neoplasia, HG: High grade
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