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Breast cancer in sub-Saharan African women 
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Abstract 
The literature on breast cancer in sub-Saharan 
women is reviewed. In general, breast cancer is 
the second most common malignancy of women 
in the region, after cancer of the uterine cervix. 
Available reports indicate that data on the disease 
are incomplete and mostly, of epidemiological or 
clinical nature. Breast cancer is less common in 
sub-Saharan Africa compared to the Western 
countries (USA or Europe), occurs in younger 
individuals with peak incidences about a decade 
younger and the majority present late, with 
advanced, sometimes terminal disease. Absence of 
health educational programmes on cancer as well 
as lack of screening facilities in nearly all 
countries in the region are contributory factors to 
the late presentation of the cases. The need for 
more in-depth studies of the disease in the black 
African population has been highlighted. 

Resume 
La literature sur 1c cancer de la sein la femme de 
sub-Sahara est revue. En gencralc, cancer de la 
sein est la deuxiem le plus commune mdchancete 
de femme de la region, apres cancer de la uterine 
cervix. 

Accessibile rapports qui indiquc que la 
donnecs sur la maladic sont incomplct et sur tout, 
de epidcmiologique ou cliruque nature. Cancer de 
la sein est inoins commune «1 sub-Sahara Afriquc 
compcird de les pays d'a Povest (USA ou 
Europe), venir a I'esprit des jcuncs individu avec 
les pic incidences & peu pr&s une decade jeunc, et 
la majority present tard, avec progrSs, quelquefois 
terminale maladie. Absence des programmes 
educatif de sant6 en cancer aussi ddfaut de 
ddpistage installations £ faillir tous les pays dans 
la region sont col laborates facteurs de la tard 
presentation de les cas. La ndcessitd de plus fond 
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ctudics de la maladic dans la population de 
TAfrique Noir sont clair. 

Introduction 
Breast cancer is a well known leading cause of 
cancer deaths among women in developed 
countries [1,2,3,4,5,6]. Although not the leading 
cancer, it still represents a relatively common 
malignancy of women in many developing 
countries [7,8]. This paper is a review of some 
aspects of the disease from sub-Saharan (Black) 
Africa (all African countries excluding Egypt, 
Algeria, Tunisia, Libya, Morocco, and South 
Africa), and discusses certain important factors 
affecting adequate and effective management of 
the disease in the region. The findings in only a 
few French-speaking African countries have been 
included in this review. 

Incidence 
Epidemiological studies of breast cancer have 
provided data on the disease among various racial 
or ethnic groups in the U.K. [9]; the U.S.A. 
[10,11,12] and in South Africa [13,14,15,16]. 
Studies in black populations outside Africa have 
also been carricd out in the Qiribbcans [17,18], 

Whereas breast cancer is the most common 
cancer among U.S. blacks [ 10,11,19], in Jamaica, 
Trinidad and Tobago, it is ranked second only to 
cancer of the uterine cervix [ 18]. In general, the 
prevalence of breast cancer in the Caribbean 
countries is considered intermediate between 
whites in Western countries, and the disease in 
black Africans [ 17]. In South Africa, breast cancer 
is ranked third after cancers of the uterine cervix 
and oesophagus, in that order (20]. Elsewhere in 
black Africa, the disease is the second commonest 
female malignancy after cancer of the uterine 
cervix, as illustrated by reports from East Africa 
[12,22,23,24], Rwanda [25] Botswana [26], 
Nigeria [27,28], Ghana [29,30], Liberia [31] and 
Senegal [32]. In Zaire, while Dates [33] ranks 
breast cancer first, Kcnda [34] has ranked it 
second after cancer of the cervix, similar to other 
parts of sub-Saharan Africa. Sobo [31] has 
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repor ted an increase in yearly incidence of the 
disease in Liber ia . 

A g e 
Compara t ive s tudies have shown a h igher 
f r equency of younger breast cancer sub jec t s in 
b l ack populat ions , wi th peak ages averag ing a 
decade younger than a m o n g whi tes 
[ 14,16,17,27,29,31,34,35] , In Jamaicans , however , 
the age spec i f ic incidence curve is said to con fo rm 
to a " w e s t e r n i s e d p a t t e r n " [17]. The average life 
expec tancy in b lack Afr ica (45—55 years) is much 
lower compared to the U .K. and U.S .A. ( 7 0 - 7 5 
years) [36]. As most of the f igures f r o m the 
deve lop ing countr ies have not been adjus ted to 
ref lect age speci f ic incidences, the higher 
f r equency in younger subjects may be more 
apparent than real. The latent period of the 
c o m m o n types of breast cancer , coupled with late 
presentat ion of mos t Afr ican patients, would 
suggest a carc inogenic proccss c o m m e n c i n g at an 
earl ier age in b lack Af r i cans compared to whites . 

Presentat ion 
T h e class ic presentat ion of breast cancer as 
pa in less l u m p in the breast , is conf i rmed in reports 
f r o m Afr ica [26,28,37,39]. Some reports however , 
a lso s tress pain as an important present ing 
s y m p t o m either a lone or in combinat ion with 
other m o r e classical s y m p t o m s and signs. Pain in 
the breast c o m m o n l y suggests an under lying 
ben ign condi t ion such as duct ectasia, fibrocystic 
d isease or even cyclical engorgement [40]. H o w -
ever , it m a y be a factor of late presentation of the 
disease w h e n local infiltrative changes may be 
associa ted with pain [37]. The late presentation of 
the disease emphas ised in most reports f rom 
Afr i ca [27,28,29,30,31,34,35,41,42,43,44] , tends 
to support this latter explanat ion. 

S o m e authors [45] describe a high percentage 
of " r a p i d l y p r o g r e s s i n g " or " p o u s s e evo lu t i ve" 
type of breast cancer , thus emphas i s ing the 
advanced nature of the disease at the t ime of 
presenta t ion. Interest ingly, the " rap id ly pro-
g r e s s i n g " type of breast cancer has been found to 
be most c o m m o n a m o n g certain North Afr ican 
popula t ions where as much as 5 5 - 6 0 per cent of 
all breast cancers are of this type [46,47]. 

A m o n g reasons given for late presentation of 
breast cancer in Afr ica are: ignorance of the signs 

and s y m p t o m s of ear ly breas t c a n c e r a n d lack of 
k n o w l e d g e on the need for se l f e x a m i n a t i o n . 
T h e s e arc due to a b s e n c e of educa t iona l a s wel l as 
s c r een ing p r o g r a m m e s on b reas t c a n c e r in these 
count r ies . S t rax [48] h a s s t ressed the b e n e f i t s of 
m a s s s c r e e n i n g for cont ro l o f b reas t c ance r . 
Inadequa te med ica l fac i l i t ies and de lay in s e e k i n g 
medica l ass is tance, o f t en a f t e r t radi t ional or local 
m e t h o d s have fa i led [29 ,42] , a re a l so impor tan t 
factors . 

Risk factors 
T h e m o r e f requent o c c u r r e n c e of b reas t c a n c e r in 
younger Af r i can w o m e n is e m p h a s i s e d by the fact 
that mos t are act ively m e n s t r u a t i n g at the t ime of 
d iagnos is [41,27] . Ch iedoz i [27] , h a s a lso 
demons t ra ted that 18.7 per cen t o f N i g e r i a n s 
s tudied were p regnan t or l ac ta t ing o n p r e sen t a t i on , 
and that 80 per cent p r e sen t ed wi th a d v a n c e d 
disease . Qua r t ey -Papa f io a n d A n i m [30] a l so 
found 11.6 per cent o f the i r pa t i en t s to b e 
lactat ing. Early age at first b i r th h a s b e e n 
associated with dec reased r i sk fo r b r ea s t c a n c e r ; 
conversely older age at first b i r th a n d nu l l ipar i ty 
have been associa ted wi th i nc rea sed r i sk a m o n g 
whi te popula t ions [49]. T h e s e f a c t o r s d o no t h o l d 
s imilar s ign i f i cance in b l ack A f r i c a n c o m m u n i t i e s , 
whe re high ferti l i ty ra tes are c o m m o n a n d the 
disease f requent ly o c c u r s in m u l t i p a r o u s w o m e n 
[27,29]. In his s tudy of b reas t c a n c e r in Za i r ean 
w o m e n , Kenda [34] h a s f o u n d a s ign i f i can t 
associat ion with mul t ipar i ty a n d b r e a s t f e e d i n g . 
Similar t rends have a lso b e e n r e p o r t e d a m o n g 
Arab w o m e n in w h o m breas t c a n c e r i s the most 
c o m m o n mal ignancy [37 ,50 ,51 ] . T h e r e is still 
cont roversy over the p ro t ec t i ve e f f e c t of 
b reas t f eed ing with respec t to b reas t c a n c e r 
[40,52,53,54] . B r e a s t f e e d i n g is c o m m o n l y 
pract ised in Af r i ca , o f t e n for p r o l o n g e d p e r i o d s . In 
these communi t i e s , da ta , a l t h o u g h i n c o m p l e t e , d o 
not indicate any p ro tec t ion f r o m b reas t c a n c e r 
[26]. 

Unl ike cancer of the ce rv ix w h i c h h a s b e e n 
l inked, on e p i d e m i o l o g i c g r o u n d s , t o l o w 
soc io - economic s ta tus , b reas t c a n c e r a p p e a r s t o 
cross social barr iers e v e n in d e v e l o p e d c o u n t r i e s 
whe re it is c o m m o n e s t . T h e r i sk is s a id to b e 
h igher a m o n g the a f f l u e n t a n d re la ted to d ie t [3 ] . 
There are n o rel iable data c o m p a r i n g the r i sk o f 
breast cancer a m o n g d i f fe ren t s o c i o - e c o n o m i c 
g roups in Af r i ca . 
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Problems of diagnosis of breast cancer 
Diagnosis of breast lumps in many parts of Africa 
still depends solely on clinical examination. 
Mammographic investigation of breast cancer is 
done in only a few centres. It is now accepted that 
the best results are achieved when other imaging 
techniques such as thermography, ultrasound and 
diaphanography are combined with mammo-
graphy [55]. Often however, mammography 
appears superfluous in view of late presentation of 
the disease, when it is already clinically obvious. 
Other ancillary diagnostic procedures such as 
lymphangiography, CT-scan and more recently, 
MRI arc also not available to most African 
countries. Early diagnosis is a natural follow-up of 
sound health educational policies on the disease, 
aspects which are lacking in many African 
countries. Such educational policies must 
emphasise the importance of self examination as a 
more realistic method of early detection of breast 
cancer in Africa. Assay of biological markers such 
as carcinoembryonic antigen (CEA) have been 
found useful in monitoring metastatic disease but 
as yet, no specific markers have been found useful 
for detection of the primary tumour. Monoclonal 
antibody techniques are being investigated [56], 
but such facilities are not available in sub-Sharan 
Africa. 

Histological types of breast cancer 
Infiltrating duct carcinoma, especially the 
scirrhous type is the most common form world-
wide, African countries included [28,29,44]. The 
proportions of the less common histological types 
show slight variations, some of which may be 
significant. Thus, medullary carcinoma is 
commoner among Ghanaians studied [29], as 
among Japanese [57,58]. Reasons for these 
variations are not readily apparent and do not 
seem to significantly affect prognosis of the 
disease in black Africans in whom the advanced 
presentation of the disease is of overriding 
importance. 

Management 
Management modalities employed among 
Africans are similar to those of the developed 
countries. Standard methods of treatment are 
severely limited by lack of supportive facilities for 
adjuvant therapy in many African countries. 

Radiotherapy is available in only a few of these 
countries [23,31], and chemotherapeutic drug 
supply is often erratic. Hormone receptor assay, 
now routine in the management of advanced 
breast cancer [59], is available to only a few 
African countries [60,61]. Adjuvant hormone 
treatment is often empirical or based on protocols 
derived from studies carried out in the UJC or 
U.S.A. [62]. In view of the higher occurrence of 
breast cancer in younger African subjects, there is 
need to study in detail, the hormone receptor 
status of the disease in this population in order to 
formulate appropriate treatment protocols which 
answer specific questions about the disease among 
sub-Saharan Africans. 

Follow up and prognosis 
Prognosis of breast cancer depends on the stage of 
the disease as well as methods of treatment. The 
usually late presentation of the disease in black 
Africans has already been related to the relatively 
poor outcome of treatment [27,28,30,41,42,43,62]. 
Follow-up studies arc uniformly difficult among 
black Africans on account of failure of 
compliance and difficulty in maintaining survei-
llance. Specific examples of problems include 
lack of qualified personnel, inadequate 
transportation to maintain effective surveillance 
and follow up, poor drug supply and less 
satisfactory treatment alternatives due to lack of 
optimal facilities. 

Conclusion 
The above discussion has emphasised the absence 
of complete data on breast cancer among sub-
Saharan African women. The disease is not as 
uncommon as originally thought, though generally 
less common compared to white populations. 
Important features are: 

(a) Breast cancer is relatively commoner in 
younger subjects in black Africa. 

(b) It is second to cancer of the uterine 
cervix, which is the most common 
female malignancy in most black 
African populations. 

(c) The patients present late, in advanced 
stages of the disease, rendering treatment 
and general outlook unsatisfactory. 

(d) Effective management is hampered by 
lack of facilities for adjuvant therapy and 
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suppor t ive p rocedu re s such as h o r m o n e 
receptor a s says which are necessary for 
p l ann ing comprehens ive t reatment pro-
tocols . 

(e) L a c k of heal th educa t ion and sc reen ing 
p r o g r a m m e s result in late presenta t ion 
and loss to fo l low-up , a reas that requi re 
urgent a t tent ion . 
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