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What is the place of surgery in the management of 
digestive cancers in Cameroon (Central Africa)? 
A study of a national cohort of 582 patients

Abstract

Background: Digestive cancers are frequent in Africa but little stud-
ied. The aim of this report was to determine the place of surgery in 
the management of patients with digestive cancer through a national 
Cameroonian (central Africa region) cohort.

Methods: We conducted a cross sectional study over a 12 months’ 
period in 15 reference hospitals over the 10 regions of Cameroon. 
We collected files of patients aged 15 and above with a diagnosis of 
primary digestive cancer. The main studied variables were: the indica-
tion or not of surgery at diagnosis, the type of surgery indicated (cura-
tive/palliative) and the reasons for not performing this surgery if any.

Results: We recorded 582 patients with a mean age of 53.11 ± 
17.26 years. There was a male predominance (280 cases, 58.1%). 
The most frequent cancers localizations were hepatic (n=250, 42.9%), 
colorectal (n=145, 24.9%) and gastric (n=83, 14.2%). At diagnosis the 
cancer was metastatic for 415 patients (71.3%). An indication for sur-
gery was done for 304 patients (52.2%) with a palliative goal in 34.9% 
of cases. Finally, surgery was implemented in only 189 cases (32.5%). 
The main reasons for not performing surgery were: non-indication for 
278 patients (70.7%), patient’ financial limitations in 47 cases (11.9%) 
and the choice to be treated by traditional healers (n= 32, 8.2%). 

Conclusion: In Cameroon, a little more than one third of the pa-
tients with a diagnosis of a digestive cancer are operated, mainly be-
cause of delayed diagnosis, financial limitations and bad beliefs on 
illness. This marginal place of digestive surgical oncology in our setting 
need to be improved by the setting up of an efficient national cancer 
plan.
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Background

Cancer is a major public health issue worldwide. The global 
cancer incidence in 2020 was 19.3 million with 10 million deaths 
[1]. A tenth of deaths worldwide is associated with cancer relat-
ed causes [2,3]. Digestive cancers are among the most frequent 
and lethal cancers. Colorectal cancer, for example, is the third 
most common cancer in the world after breast and lung cancer; 
it’s also the second leading cause of cancer-related death in the 
world [1]. In Africa, the incidence of cancers is of 847,000 new 
cases and 591,000 deaths (7.2% of the total worldwide) related 
to tumors [4]. Digestive cancer are also frequent in Africa [5] 
some authors believe that these numbers are underestimated, 
due to the lack of national cancer registers [6]. In Cameroon, 
our country, the annual incidence is of 15,000 cases [7]. Surgery 
remains a major means in cancer therapy worldwide. However, 
in Africa, the majority of digestive tumors are managed with a 
palliative surgery due to late diagnosis with a high prevalence 
of metastatic forms [8-10]. In our country, dedicated studies are 
limited to two cities in the country [11-13], and seem to indicate 
the same trend. We therefore undertook this work in all the 
ten regions of our country, with the aim to participate in updat-
ing data on digestive cancers in our environment in general and 
more specifically to study the place of surgery in the manage-
ment of these patients.

Patients and Methods

This was a cross sectional study, with a retrospective data 
collection, conducted over a period of 12 months from May 1st 
2014 to April 30th 2015 in 15 health structures over the 10 na-
tional regions of Cameroon:

• Central region: Yaoundé central hospital, university 
teaching hospital Yaoundé, Yaoundé general hospital, Essos 
hospital centre,

• Littoral: Douala general Hospital, Laquintinie hospital

• South west : Buea regional hospital,

• West: Bafoussam regional hospital,

• East: Bertoua regional hospital,

• North: Garoua regional hospital,

• Adamawa: Ngaoundere regional hospital

• South: Ebolowa regional hospital,

• Far North: Maroua regional hospital,

• Northwest: Bamenda regional Hospital and Mbingo 
Baptist hospital

These hospitals are national reference health structures, 
located at the top of the health pyramid in their geographical 
area and even in the central African region for some of them. 
We included patients aged 15 years and above, with a histo-
logically confirmed diagnosis of primitive digestive cancers. 
These patients were identified from consultation/hospitaliza-
tion registers and operating reports. Their files were consulted 

to complete the standardized data collection form. Duplicates, 
unusable files, tumors of the oral cavity, tongue and oropharynx 
were excluded. Gynecological, urological and retroperitoneal 
cancers were not included. Studied variables were: patients’ 
age and sex, cancer risk factors, delay from symptoms onset to 
consultation, tumors localization and histology, the indication 
or not of surgery (at diagnosis), the type (curative or pallia-
tive) of surgery indicated and the reasons for not performing 
this surgery if any. Data was analysed using SPSS version 20.0. 
Continuous variables with a normal distribution were described 
using means ± standard deviations and categorical variables 
were reported as counts and percentages. Administrative au-
thorisations were obtained from the various health facility re-
view boards and ethical clearance from the University of Douala 
institutional review board.

Results

We collected a total of 582 patients out of 37,780 consul-
tations /admissions during the study period, giving a preva-
lence of 1.5%. There was a male predominance with 280 cases 
(58.1%). The mean age was 53.11 ± 17.26 years (range, 15-99 
years); 33.8% of patients were below 45 years, the age group 
55-65 years being the most represented. Table 1 presents the 
repartition of patients according to age group. HIV serology 
was positive in 10.9% of patients (n=64). The following cancers 
risks factors were found: regular consumption of smoked foods 
(66.2%), hepatitis B (35.5%), hepatitis C (35.1%), alcoholism 
(15.5%) and smoking (10.1%). The mean duration between on-
set of symptoms and consultation was 5.99 months (range, 1-60 
months). The most frequent cancers localizations were hepatic 
(n=250, 42.9%), colorectal (n=145, 24.9%) and gastric (n=83, 
14.2%). Table 2 summarises the cancers localization. Histologic 
types registered were: carcinoma (n=315, 54.1%), adenocarci-
noma (n=259, 44.5%), lymphoma (n=6, 1.1%), leiomyosarcoma 
(n=1, 0.1%) and angiosarcoma (n=1, 0.1%). At diagnosis the can-
cer was metastatic for 415 patients (71.3%). An indication for 
surgery was done for 304 patients (52.2%); it was a palliative 
surgery in 106 cases (34.9%) and a curative one for 198 patients 
(65.1%). When indicated, surgery was performed for only 189 
patients (62.2%); Thereby, only 32.5% of the patients diagnosed 
of a digestive cancer were operated.

Among the 393 patients who were not operated, the main 
reasons for not performing surgery were (Table 3): non-indica-
tion for 278 patients (70.7%), financial inability to support the 
costs of surgical intervention in 47 cases (11.9%) and the choice 
to be treated by traditional healers (n= 32, 8.2%).

Discussion

We conducted this study with the aim of determine the place 
of surgery in the management of digestive cancers in a national 
cohort of a low-income country, Cameroon. With 582 cases 
over a 1-year period, this study has one of the largest samples 
on digestive cancers in our country. The strength of this study 
lies in the fact that it covered all 10 regions of our country. We 
therefore think that it gives us a vision close to reality on this 
topic in our country. Digestive cancers, even with a low hospital 
incidence (1.5% in this report) are a reality in our context; this 
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Table 1: Repartition of patients according to age.

Age Effective n=582 Percentage (%)

[15-25] 33 5.6

[25-35] 66 11.3

[35-45] 98 16.8

[45-55] 85 14.6

[55-65] 133 22.8

[65-75] 108 18.5

≥75 59 10.1

Table 2: Cancer localizations.

Localization Number Percentage (%)

Liver 250 42.9

Colorectal 145 24.9

Stomach 87 14.2

Oesophagus 14 2.4

Pancreas 58 9.9

Anus 17 2.9

Small intestine 6 1.2

Bile ducts 8 1.3

Mesenteric 2 0.3

Table 3: Reasons for non-operation of patients diagnosed with 
digestive cancer.

Reason Number Percentage (%)

Non-indication of surgery 278 70.7

Financial limitations 47 11.9

Choice of traditional healers 32 8.2

Choice of treatment trough prayers 18 4.6

Fear of surgery 11 2.8

Unspecified 7 1.8

prevalence is lower than that of other African studies which re-
ports rates varying from 12.7 to 37% [14].

This study confirms that digestive cancer in Africa affects 
more male than female [14-19] and most often young adults 
with a mean age under 50 years [20,21]. In western studies di-
gestive cancers occur later, the 60-70 years’ age group being 
the most affected [22-25]. A hereditary component to digestive 
cancers has already been advocated in our environment [26]. 
However, the low availability of immunohistochemical analyzes 
and the absence of oncogenetic consultation does not allow us 
to support this hypothesis to date. Liver cancer was the most 
common digestive cancer (43.5%) in our series as in another re-
ports in our country [27,28]. This prevalence of liver cancer can 
be related to the high proportion of hepatitis B and C observed 
in our patients. Indeed, chronic hepatitis B and C infection are 
the most important causes of hepatocellular carcinoma, ac-
counting for 80% of hepatocellular carcinoma cases globally 
[29,30]. Special attention should therefore be placed on the 
fight against viral hepatitis in Africa, especially when it’s known 

that almost 85% of liver cancer cases are estimated to occur in 
low-resource or middle-resource countries, particularly in East-
ern Asia and sub-Saharan Africa [29,31]. Colorectal cancer was 
the 2nd commonest tumour in our study. It is one of the most 
widespread and frequent cancers worldwide and one of the 
most fatal; Approximately 1,235,108 cases are diagnosed each 
year and approximately 609,051 annual death cases, relating 
thereto, are recorded [32]. As in others series [33-38], gastric 
tumors were in the top three most frequent digestive tumors.

This study shows the marginal place of surgery in the man-
agement of patients with digestive cancers in our setting, only 
32.5% of them being operated. Previous work carried out in our 
context found a great variability in the rate of patients oper-
ated, depending on the tumor location; this was 40% for gastric 
tumors [12], 50.5% for pancreatic tumors [11] and 79.6% for 
colonic tumors [39]. These relatively high ratios could be ex-
plained by the fact that these studies took place in the two main 
cities of the country; in this national cohort study, this rate is 
therefore lower. The main reason for non-operation highlighted 
in this work, as in previous work [11,12,39], is delayed consulta-
tion, with predominance of metastatic forms at diagnosis. The 
mean duration from symptom onset to consultation was about 
6 months in this report and 71.3% of the cancers were already 
metastatic at diagnosis. The fight against the risk factors for di-
gestive cancers clearly identified in this series and the setting 
up of an early detection cancer program is therefore impera-
tive. Organization of education campaigns of the population on 
digestive cancers is also important. in fact, after the diagnosis 
of digestive cancer, 8.2% of our patients left the hospital to be 
treated by traditional healers and 4.6% by prayers. The socio-
cultural interpretation of the disease in Africa is most often re-
lated with witchcraft or bad luck; patient’s first reflex is then to 
visit a traditional healer who will ward off this bad luck through 
ritual sacrifices and indigenous treatments [40-42].

Health financing is another limitation to the implementation 
of digestive surgical oncology identified in this study. In fact, 
11.9% of patients did not have an operation due to financial lim-
itations. In a country where the mean salary is 36,000 F CFA (55 
euros) and universal health insurance is absent, it is not surpris-
ing that a patient cannot support the multiple expenses linked 
to surgery and its related therapies (chemotherapy, radiother-
apy). Health financing is another limitation to the implemen-
tation of digestive surgical oncology identified in this study. In 
fact, 11.9% of patients did not have an operation due to finan-
cial limitations. In a country where the mean salary is 36,000 F 
CFA (55 euros) and universal health insurance is absent, it is not 
surprising that a patient cannot support the multiple expenses 
linked to surgery and its related therapies (chemotherapy, ra-
diotherapy).

Conclusion

Digestive cancers are quite common in Cameroon, repre-
senting 1.5% of hospitals consultation/admission. They affects 
mostly young male adults and liver cancer is the most frequent 
localisation. A little more than one third of the patients with a 
diagnosis of a digestive cancer are operated due mainly to a de-
layed diagnosis, financial limitations and bad beliefs on illness. 
Setting up of an efficient national cancer plan that will response 
to all these obstacles is urgent to improve the prognosis of such 
patients.
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