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ABSTRACT

Background: To present the clinical features and outcome of management of paticnis
with prostate cancer in Pout Harcourt, Nigeria
Methods: A retrospective study of pat fients wa‘m prostate cancer managed in 14 years o
the University of Port Harcowt Teaching Hospital.

Resulis: Of 154,594 men above 40 years old who au@ndcd the hospital, 177 were
treated for prostate cancer, giving a hospial incidence of [14/100,000, Of these, the
records of 47 had suffic vmni data to be included for an: ;ly@h Record keeping was 1
The ages ranged from 45 (0 88 years with an average of 71.6 years, Forty-inree patienis
(91.5%) presented late \mm features of advanc @:i disease such a3 mdcr.\m, mgmri cord
compression ard urinary retention, The diag i
rays and biochemical resulis with chini CE
subcapsular orchideciomy with or without diethyls mrv eat

inn most patients was satisfactory in m iy but relapse was Q(h
Conclusions: Record keeping i

wal
freaiment

seresning

should be adopted in line wir i our
patients was mainly from direct complic
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Introduction epidemic in hiack American men. 7 In

spite of the high fevel of morbidity and
Prostate cancer has a mgh incidence  mortality assoc watci with this disease, and
among elderly black males, so much so  the  considerable  inferest  among
that it has been declared a nubl ¢ health  practitioners, the actiology and natural
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history remain enigmatic. ° In the past,
several authors reported a low incidence
of prostate cancer in Africa including
Nigeria. “” Recently, a few reports from
the southern part of Nigeria have shown a
high and rising incidence of the disease.
89 The incidence and mortality in prostate
cancer depend on ethnic, racial and
national factors. '*'? Nigeria is the most
populous community of black people in
the world. Data on prostate cancer in
Africans is scanty as can be confirmed
from a Medline search. There is no
prostate cancer screening policy in
Nigeria. Therefore the patients tend to
present with symptoms of complications
of the disease. Reports on the
management of prostate cancer in
different localities in Africa will help to
build up an information base on the
clinical characteristics of this disease.
Port Harcourt is a fast growing city in the
Niger Delia Area of Nigeria. We present
a retrospective report of our experience in
the management of prostate cancer in the
University of Port Harcourt Teaching
Hospital.

Materials and Methods

The case records of patients diagnosed as
and treated for prostate cancer in the
University of Port Harcourt Teaching
Hospital were rewrieved from the
outpatient, in-patient and operation
theatre registers from January 1985 to
December 1998, Data on hospital
attendance within this pericd were
obtained from the atiendance registers
and records in the Medical Records
Department of the hospital. These
included total attendance in the hospital,
total number and ages of all males who

attended and the total number of patients
treated for prostate cancer.

Data extracted from the case records
included the age of the patient, presenting
symptoms and signs including findings at

digital rectal examination (DRE),
investigations such as haemoglobin
concentration and erythrocyte
sedimentation rates (ESR), total and
prostatic  serum  acid  phosphatase,
radiology, methods of biopsy and

histology reports, treatment modalities
and the outcome of treatment. Two
patients had their prostate specific antigen
(PSA) levels measured abroad as ¢
facilities for this investigation are’
unavailable in Port Harcourt.

Criteria for the analysis of case
records included satisfactory evidence of
diagnosis, availability of records of
relevant clinical evaluation,
investigations, treatment and its outcome.

Patients with prostates suspected to have -

cancer and who in addition, had any of
anaemia, bone pains, weight loss, bladder
outflow obstruction and neurological
asbnormalities, were considered to have:
advanced disease.

Resulis

Presentation

The total number of males aged 40 years-.
and above treated in the hospitals within
the period was 154,594. One hundred and
seventy-seven (177) patients were treated
for prostate cancer, giving a hospital
incidence for prostate cancer of
114/100,000 among males aged 40 years
and above, However, only 47 case
records of patients had sufficient data for
analysis and these form the basis of this
report. The patients’ ages ranged between
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45 and 88 years with an average of 71.6
years (Table 1). Thirty-six patients
(76.6%) were aged between 61 and 80
years,

Forty-three of the 47 patients (91.5%)
presented at first visit with symptoms
attributable t0 prostate cancer andf/or is
metastases (Table 2). In 4 patients (8.5%)
the diagnosis of prostate cancer was
incidental from routine histology of
specimens from prostatectomy for benign
prostatic hyperplasia (BPH).

The commonest sympioms were lower
urinary tract symptoms (LUTS) including
dysuria, retention, frequency and poor
stream. The commonest sign was ‘hard
nodular prostate” on digital rectal
examination. The findings did not
routinely indicate whether the tumour
was organ-confined, locally advanced or
invaded bony structures, Other signs and
symptoms are shown in Table 2.

Anaemia was found in ‘21 (44.7%)
patients whose liaemoglobin
concentration was less than 18 gm/dl
before treatment. 1t was above 10 gm/dl
in 19 patients (40.4%).and there were no
records in 7 patients (14.9%). The ESR
was markedly raised (above 51 mm in the
I hour Westergreen) in 22 patients
(46.8%). In 10 patients’ (21.3%), it was
above 100 mm. In 6 patients (12.8%), it
ranged between 21 and 50 mm and in 4
patients (8.5%); it y(/as less than 20 mm.
There were no records of the ESR in 15
patieats (31.9%). Twenty-four patients
(51%) had normal levels of serum acid
phosphatase in spite of their advanced
disease. Of these, 10 (41.6%) had
histologically proven prostate cancer.

Radiological  investigations  were
recorded in 21 patients (44.7%). Of these
21 patients, 13 (61.9%) had metastases to
bones. Six of these (46.2%) had
osteoblastic  changes, 3 (23.1%) had

osteolytic metastases and 4 had no
description of structural .changes in the
bones involved. Lumbosacral vertebrac
were the most commonly involved bones
in 9 (69.2%). Other bones included the
cervical vertebrae 1 (7.6 %), multiple
areas of sclerotic changes in all bones 1
(7.6%) and diffuse sclerotic changes with
lytic defects all over the pelvic bones |
(71.6%).

Diagnosis

The diagnosis was made in each case
with a combination of findings from
clinical examination, including DRE,
biochemical investigations, such as acid
phosphatase and PSA (in 2 patients) and
radiological findings (Table 3). Hardness
and/or nodularity of the prostate gland
were highly suspicious of prostate cancer.
Confirmation of diagnosis was done by
tissue histology in only 27 patients (Table
4). In one of these, the diagnosis was
made from the histology report on
cervical lymph nodes.

Treatment and ouicome

Treatment was supportive and pailiative
in all cases. Hormonal manipulation with
diethylstilbestrol or surgical ablation -
bilateral subcapsular orchidectomy (BSO)
formed the basis of palliative treatment
(Table 5).

Thirty-four patients (72.3%) had
marked improvement in clinical state
within 7 - 60 days of hormonal therapy
but some were subsequently lost to
follow-up. One patient who presented
with paraplegia walked after BSO, but
two years later, he relapsed with recurrent
paraplegia and died in the hospital,
Another patient with quadriplegia fully
recovered all movements following BSO
and remains well after four years on
diethylstilbestrol, Two patients developed
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paraplegia after BSO and while on
diethylstilbestrol. They died within two
weeks after relapse. Twenty-nine patients
(64.4%) who showed remarkable initial
response to treatment relapsed. The
longest survivor after diagnosis lived for
6 years. Eight patients (17.0%) had

records of mortality: 2 within 3 weeks of

treatiment on admission and 6 died within
2 years of treatment.
patients through hospital visits and verbal
communications with relations indicated
increasing mortality from prosiaic cancer.
The documentation of deaths outside the
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hospital was poor.

Table I: Age distribution of patients with
prostate cancer

Foilow up of

Age (Years) No.(%)
41 - 5¢ 1(2)
5160 9(19)
61 -70 17 (36)
71 - 80 19 (40)
31 -9D IRV
Total 47(100)

Table 2. Presenting features in patients with prostate cancer

Symptoms

1. Gifficulty in passing urine

2. Joint/bone pains + backache

3. Haematuria
4, Frequent micturition
5. Retention of urine (acuie/chronic)
6. Poor urinary stream
7. Weight loss
8. Bleeding per rectum

9, Fever

10. Abdominal mass

11. Constipation/inability to pass stool
12, Headaches

13, Lower abdominal pain

14, Diarrhoca

aéb-aﬁ\?

Signs
i5. Hard nodular prostaie
16. Hypertension

No. (%)
23 (48.8)
7 (36.2)
17 (36.2)
14 (29.8)
15 (31.9)
14.(29.8)
10 (21.3)
6 (12.8)
5 (10.6)
4(8.5)
3 (6.4)
3 (6.4)
2(4.3)
P21

19 (40.4)
5 (10.6)

17. Paraparesis 2 (4.3)
18. Paraplegia 2 (4.3)
9. Facial palsy 1{(2.D
20. Atrophic tesies 1(2.1)
21. Scalp nodules 1 (2.0
22. Cervical lymphadenopathy F2.0)
23. Faecal incontinence 12.0)
24. Hydronephrosis 12D

\
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treatment for relapse after
18.47,48

effective
medical or surgical castration.
Recurrence after a successful endocrine
treatment connotes escape of prostate
cancer from endocrine control and is
associated with a poor prognosis. * This
was confirmed in this study.

Conclusions and Recommendations

It used to be said that patients with
prostate cancer die with the disease rather
than from it ***'. From this study, even
with the limited availability of records, a
sizeable proportion of the patients died
from the direct complications of prostate
cancer. Dawan and his associates in
Nigeria reported that 0.7% of their
patients with BPH compared with 26% of
those with prostate cancer died within 6
months of diagnosis and treatment. °’
These suggest that many patients with
prostate cancer die, not only with it, but
also from it.

Epidemiological and  prospective
clinical studies on prostate cancer are
needed in Nigeria. Notwithstanding the
apparently poor economic situation in the
country, we advocate for public health
education, a national prostate cancer
screening programme, an active national
cancer registry and improved facilities for
diagnosis and treatment of the disease.
Efficient recording, storage and retrieval
of patients’ hospital data are urgently
desired.
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19 of the above patients (40.4%), the
prostate was described as hard and
nodular. Theése - figures - suggest that
‘hardness and nodularity, very often relied
upon as clinical signs of malignancy, are
not constam findings as has been noted
previously. * They however, would serve
to increase the index of suspicion. As the
DRE reports did not routinely describe
whether the tumour was organ-confined
or otherwise, the T stage of the cases
could not be determined. In spite of the
hopes of Osegbe, ® PSA estimation is not
yet generally available in Nigeria either
as a screening or as a diagnostic tool. We
still employ acid phosphatase estimations
in our centre because we lack the
- resources for PSA estimation and TRUS
biopsy. The diagnosis of prostate cancer
is anchored on tissue histology. Twenty
patients (42.6%) did not have a biopsy
probably because they could not afford it.
The histology of prostate cancer in this
series was adenocarcinoma only. Other
hlstologlcal types including non-epithelial
tumours such as leiomyosarcomas and
rhabdomyosarcomas * were not seen.
The diagnosis in 10 out of 47 (21.3%) of
these was based on classical radiological
appearances of bone deposits, as has been
done before. **

Factors contributory to late
presentation in our environment include
absence of routine screening programs
including PSA estimation, inadequate
diagnostic facilities such as TRUS biopsy
technique, abject poverty and lack of
health education. A previous report from
Nigeria attributed late presentation to the
assumption by patients that lower urinary
tract symptoms are part of the normal
ageing process.

Early diagnosis of localized prostatic
cancer is expected to improve cure rates
where facilities for cure are available.

However, there is as yet no standard
therapy for advanced prostate cancer.

#3940 Total " androgen deprivation by

bilateral  subcapsular  orchidectomy
supplemented occasionally with oral
diethylstilbestrol was the treatment in the
above patients, who invariably presented
with advanced prostate cancer. Early
hormonal treatment for advanced disease
is expected to reduce the occurrence of
serious complications like spinal cord
compression but these complications may
still occur in spite of treatment *' as
observed in this series. The cost of anti-
androgen drugs such as bicalutamide,
flutamide and goserelin is prohibitive in
the underdeveloped world economic
environment. This probably accounts for
why they were not used. However, the
advantage of these drugs over
conventional  medical or  surgical
castration is doubtful. **** The statement
that there has been no new basic or
innovative concepts in the treatment of
prostate cancer since the description of
retropubic radical prostatectomy in 1943
* remains true. There is usually a good
initial response to hormonal manipulation
in advanced prostate cancer '”*'* as shown
in some of our patients with spinal cord

compression. Unfortunately, such
responses are often temporary, with
relapse occurring within two years
followed by death in a few months **. The
reasons advanced to explain this

behaviour of prostate cancer include the
heterogeneous composition of clones of
prostate cancer cells in one individual. *
Pulsed hormonal treatment by
intermittent androgen suppression (IAS)
at all stages of the disease has been
advocated 'in order to take advantage of
this biological situation and provide
prolonged symptom-free intervals in
patients. * There i$ usually no further
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Discussion

The prevalence of prostate cancer among
black men is emphasised by data
indicating that the prostate cancer risk
among United States black men is twice
that of their white counterparts, 4 times
that of Europeans and 20 times that of
native Japanese. ' Although the high
incidence in the US blacks has been
reported in  Nigerians, valid
conclusions from this present study are
hindered by the poor record keeping
noted. This is underscored by the finding
in this study that only 47 out of 177
patients with prostate cancer had
sufficient records to be analysed.
Furthermore, histological confirmation
was obtained in only 60% of the patients.
Several case notes could not be retrieved
from the Medical Records Department.
These handicaps form part of the relevant
lessons from the study.

The hospital incidence of 114/100,000
in this series is high. The earlier reported
low incidence of prostate cancer in
Africans in Africa ** is now believed to
have resulted from under-reporting or
lack of awareness of the disease. ® The
finding of a prostatc cancer locus on
chromosome | supports the importance of
race as an aetiological factor in prostate
cancer ."* But there is as yet no evidence
that this chromosome finding
predominates in blacks. While the black
race is a risk factor in prostate cancer '
it is probable that the increasing incidence
in Nigeria is partly due to worsening
environmental pollution associated with
increasing industrialization
urbanization, This is worthy of research.
Androgens have been associated by
‘exclusion’ as the disease does not
develop in eunuchs castrated before
puberty. In spite of a significant

and

response of prostate cancer to androgen
ablation as in this series and others, '"'%,
the role of hormones may be merely
permissive rather than causative.'”
Prostate cancer is the most common
malignant tumour in men over the age of
65 years. ' Thirty-seven patients (78.7%)
in this series were above 60 years old.
The average age at presentation of 71.6
years (Table 1) conforms to previous
Nigerian reports. >° We observed this
increase up to the age of 80 years. Among
our patients, 43 (91.5%), who presented
with anaemia, weight loss, paraparesis,
paraplegia, bone pain and urinary
retention (Table 2), were deemed to have
advanced disease, 2 while 4 (8.5%) were
found to have latent disease (Table 3).
The predominant clinical features on
presentation were mainly those of voiding
such as poor stream and retention (Table
2). Retention of urine as a presenting
symptom occurred in 14 patients (29.8%).
Higher figures of urinary retention
associated with prostate cancer have been
reported in the past in our environment.
82122 One patient presented with scalp
secondaries and cervical lymph node
metastasis from where the
histopathological diagnosis was made. He
responded  satisfactorily to  BSO.
Lymphadenopathy in prostate cancer may
confer increased survival in patients
following hormonal manipulation. *
Other rare metastatic sites for prostate
cancer reported elsewhere include the
penis, 2 preast, 2 the skin, ¥ the
appendix % and the orbit. ** Rectal
involvement presenting with obstruction,
or bleeding as in one of the patients in
this series, may lead to a misdiagnosis
and inadvertent colonic surgery. >+
Early detection strategies in prostate
cancer include DRE, PSA, transrectal
ultrasound scan (TRUS) and biopsy. In
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Tabie 3. Methods of diagnosis of prostate cancer

Method No. (%)
Transrectal Trucut Needle biopsy 21 (44.7)
Incidental findings from prostatectomy (for BPH) specimen 4 (8.5)
Biopsy of prostate via a proctoscope 1@2.1)
Cervical 1y mph node biopsy 12.1)
Acid Phosphatase + clinical findings with DRE 12 (25.5)
Acid Phosphatase + Radiological findings 2(4.3)
Clinical findings, DRE and radiological features of metastasis 2(4.3)
Clinical findings alone 2(4.3)
PSA and Clinical findings 2(4.3)
Total 47 (100)

Table 4. Histological diagnosis

Histology No. (%)
Adenocarcinoma
Poorly differentiated 4 (8.5)
Well-differentiated 15 (31.9)
No details of differentiation 8 (17.0)
No Records of histology 20 (42.6)

Table 5. Treatment options offered

Option ' No. (%)
BSO + Diethylstilbestrol . 18 (38.3)
BSO alone 7 14 (29.8)
Diethylstilbestrol alone 10 (21.3)
Supportive treatment alone 3(6.4)
Retropubic prostatectomy + Diethylstilbestrol 12.1)
Diethylstilbestrol + Goserelin + Radiotherapy rean
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