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ABSTRACT

Background: In many parts of the world, presentations for most gynecological cancers are late; this makes treatment
difficult due to the cost of chemotherapy or radiotherapy which form the bedrock for cure or palliation. Objective of
this study was to determine the types, stage at diagnosis, affordability of care and outcome of treatment of
gynaecological cancers in Federal Medical Centre Azare, Bauchi State, Nigeria.

Methods: All cases of gynaecological cancers seen over a ten-year period, from 1st January, 2003 to 31st December,
2012 were reviewed retrospectively. The number of all gynaecological cases seen during the period was also
extracted.

Results: Gynaecological cancer cases accounted for 11.84 % of 8,642 gynaecological cases seen during the period of
study. The mean age and parity of the women were 42+5 SD years and 51 SD respectively. Cervical cancer
accounted for 55 %, ovarian cancer 30%, endometrial cancer 6%, choriocarcinoma 5%, secondaries/ cancers of
undetermined origin were 4%. Ninety-two percent presented with advanced stage of diseases. Only 25.3% could
afford the cost of full treatment, and 8.4% attained cure of their disease. The modalities of treatment available were
surgery and chemotherapy.

Conclusions: Cervical and Ovarian Cancers remain the leading types of gynaecological cancers in our environment
and late presentations are frequent occurrence. Late presentation and unaffordability of treatments are major
challenges associated with the management of these patients. Early presentation and funding mechanisms for
gynaecological cancers are keys to improved cure rate and reduced mortality.
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INTRODUCTION

Malignancies are serious public health issues with no age
or gender preference. Globally they are the second cause
of mortality.>? The world health organization (WHO)
estimated that by the year 2020, about 16 million new
cases of cancers will be diagnosed, with more than two-

third of them occurring in developing countries and by
2035, mortality from cancers will increase by close to 70
percent.>4 This figure is even worst in Africa where the
lifetime risk of dying from cancer every year is twice that
of the developed nations.® In Nigeria and some parts of
Africa, the burden of Malignancies is generally under
reported mainly due to poverty and poor record system,
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inadequate infrastructure, shortages of human resource
and diagnostic facilities. It is widely acknowledged that
the majority of commonly occurring cancers are
preventable or curable if detected early, but the facilities
or screening tools for detection are not readily available
and even where they are available, they are not easily
accessible and affordable.® Across all the geopolitical
zones of the country, only sparse data are available, but
the general assumption is that, cervical cancer is ranked
second among all the cancers and is the most common
female genital cancer accounting for a larger percentage
of mortality among Nigerian women in their most prime
years.” This is followed by Ovarian and endometrial
cancers.® Choriocarcinoma and vulval cancer are the least
common forms.®

Available statistics indicated that, despite these
occurrences, a regional variation exists globally and
locally in the distribution of cancers in women, with
cancer of the cervix commoner in the Northern Nigeria
while ovarian cancers are seen more in the Southern part
of the country, largely due to their life style and cultural
practices.®

Cancer treatments are commonly associated with lots of
challenges ranging from diagnosis to cost of treatments.
In Nigeria and other developing nations, the presentation
for most gynaecological cancers are late or advanced; this
makes treatment difficult due to the cost of chemotherapy
or radiotherapy which forms the bedrock of cure or
palliation. Therefore, poverty plays a major role in
accessibility and affordability of cancer treatment,
especially in Nigeria where it remains significant at
46.4.1% despite massive wealth and a huge population to
support commerce, a well-developed economy, and
plenty of natural resources such as 0il.1°® Furthermore,
where the funds for treatment are available, the long
waiting period for therapy is an important hinderance. 12
In some cases, the chemotherapy administered is erratic
or incomplete due to inability of the patients to fully
mobilize funds to sustain the treatment, making the final
outcome of the intervention less effective and resulting in
high rates of mortalities.*?

The study aimed to determine the types, affordability of
treatment and stages at presentation, of gynaecological
cancers in Federal Medical Centre Azare, Bauchi State,
Nigeria. The findings will help to assess the magnitude of
gynaecological malignancies in our tertiary institutions
and equally assist in opening the gaps created by out-of-
pocket expenses in the management of gynaecological
cancers in our region. Hence, it will assist in proper
health planning towards ameliorating the effect of the
disease.

METHODS
It was a retrospective study, carried out at the

departments of obstetrics and gynaecology and
histopathology of the Federal Medical Centre Azare,
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Bauchi State, Nigeria from January 1%, 2003 to December
31%, 2012. Federal Medical Centre Azare is the second
Apex tertiary hospital in Bauchi state and covers about 10
local government areas and the neighboring states of
Yobe and Jigawa. Ethical approval was obtained from the
research and ethics committee of the institution. All the
records of patients that had histologically confirmed
gynecological cancers seen in the units over the ten-year
period were retrieved and included in the study.
Characteristics such as types of genital cancers, stage of
the cancers, treatment affordability and disease outcome
were recorded. The details were noted down on a
proforma.

Statistical analysis

Data analysis was done using IBM SPSS software
version 20.0 (New York, 2011) and results were reported
in Pie and Bar charts as illustrated below.

RESULTS

Gynaecological cancer cases accounted for 1,023
(11.84%) of 8,642 gynaecological admission seen during
the period of study. The mean age and parity of the
women were 42+5 years and 5+1 respectively.
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Figure 1: Distribution of gynaecological cancers
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Figure 2: Distribution of cancer cases by stages at
diagnosis (N=1,023).
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Cervical cancer accounted for 563 (55 %), ovarian cancer
307 (30%), endometrial cancer 61 (6%), choriocarcinoma
51 (5%), secondaries/ cancers of undetermined origin 41
(4%) (Figure 1). Ninety-two percent presented with
advanced stage of diseases (Figure 2). Only 25.3% could
afford the cost of full treatment, and 8.4% attained cure
of their disease (Figure 3 and 4). Seven hundred and
eleven (69.5%) patients were able to afford partial
treatment of their disease. The modalities of treatment
available were surgery and chemotherapy.
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Figure 3: Percentage distribution of cancer cases by
treatment affordability (N=1,023).
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Figure 4: Treatment outcome and mortality
associated with cancers.

DISCUSSION

The burden of cancers especially of the female genital
tract remains high. A considerable number of
gynaecological patients had gynaecological cancers
(11.84%) in this study population, making cancer a
common gynaecological diagnosis. This rate concurs
with findings from other parts of Nigeria which revealed
high rates of gynaecological malignancies.®*** Unlike in
this environment, the overall burden of cancers in many
developed countries has reduced.'? Therefore, this study
only supports the wide gaps in cancer screening and
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management that are known to exist in developing
countries.

Cervical cancer leads as the most common genital
cancers, corroborating the fact that it is the second most
common female cancer and commonest genital cancer in
the low resource nations. 5 Ovarian cancers as observed
in the study was the second commonest, accounting for
30% of all the genital cancers seen over the period.
Again, this is in consonance with many reports from
developing countries where cervical and ovarian cancers
have remained the two leading types of genital
cancers.'>® While the reason for increase cervical cancer
rate could be poor uptake of available screening methods
to detect precancerous lesions, that of ovarian cancer
could be socio- demographic change in lifestyle typical of
industrialized countries. Endometrial, choriocarcinoma
and other secondary cancers were the least common
forms, a finding similar to the pattern in many other
regions in the country.’

Carcinoma of the cervix is largely a preventable
condition and among the cardinal principles of cancer
management is early detection which when instituted
may lead to appropriate therapy resulting in cure, but the
trend observed from this study was that of late
presentation with more than two-third of the patients
diagnosed at stages 11l and IV and barley less than 10% at
early stage (Figure 2). This is in sharp contrast to the
study in Morocco where a significant number of the
clients were seen and diagnosed at stage 11 of the disease,
but similar to a study in South east, Nigeria where close
to half of the patients presented in stage Il and 1V.%81°
Factors that enable late presentation and diagnosis of
cancers reside very much in low income countries such as
Nigeria. These enablers include lack of basic screening
tools, poverty, defective infrastructures, illiteracy, and
lack of trained human resource for health.>® For
instance, it is documented that only about 5% of the
women at risk of cervical cancers have been screened in
sub Saharan Africa.?> Although ovarian and endometrial
cancers as well as choriocarcinomas have no screening
tools like cervical cancers, a presumptive screening can
be done from clinical history, physical examination and
supportive investigations such as ultrasound scan and
assay of tumour markers to screen at risk group. Doing
this will go a long way in early detection and thus
reducing late presentation.

In addition, the absence of health insurance scheme
especially for the elderly may be a reason for the delay in
presentation for most cancers in the study region, and
even where women have been enrolled in the insurance
scheme, the majority of cancers and their treatments are
not covered by the scheme in Nigeria, and some middle
income countries.?> The consequences of this non-
coverage is encouragement of out of pocket medical bill
payments and poor health seeking behaviours, forcing the
patients not to present during the early phase of the
disease until they become incapacitated and had to visit
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the clinic even without having the required fund for care.
On a general note, there is maldistribution of health
facilities and cancer diagnostic equipment in Nigeria and
many parts of developing countries, with the urban
centres favored more than the rural ones, making cancer
care services inaccessible.

Although available data on cancer research are hospital
based, it is obvious that cancer incidence is rising in
Nigeria.2® In this study, it was observed that 8.6% on the
patient had cure from the disease, while 51.8% had
continued follow up as at the time of data collection. The
15.6% patients lost to follow up could be due to poverty
and level of health awareness in the study area. Deaths,
poverty, illiteracy and side effects of cytotoxic are known
reasons for loss to follow-up. Many of these patients who
were lost to follow up initially had erratic courses of
treatment due to difficulty in funding their treatment.
Erratic courses of cancer chemotherapy in many instances
can lead to relapse, making cure difficult and increasing
morbidity and mortality.

This study has provided us with a baseline data about the
most prevalent gynaecological malignancy in this region,
which will help us modify and strengthened our public
enlightenment approach on the diagnosis and treatment of
the major cancers identified. A cross-sectional or
prospective study aimed at exploring the possible reasons
for some findings, like late presentation, missed therapy
and loss to follow-up is advocated.

CONCLUSION

Cervical, ovarian and endometrial cancers remain the
leading types of gynaecological cancers in our
environment and late presentations are frequent
occurrence. Unfortunately, not all the patients diagnosed
with the conditions could foot the bills of their therapy,
with many lost to follow up. Early presentation at the
hospital and availability of cost-effective treatment
regimens and funding mechanism for cancers are keys to
improved cure rate and reduced mortality.
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