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Abstract
Background: Prostate cancer which is the second most frequent cancer diagnosis made in men, more commonly occurs in the elderly. How-

ever, it sometimes occurs in younger men, especially in those with a family history of the condition. This study aimed to determine the charac-
teristics of prostate cancer in younger adults and identify the determinants of the early screening and diagnosis of this pathology.

Methods: We performed a retrospective study from 2012 to 2016 at the Centre medico-chirugical durologie in Douala Cameroon in which 
we included 29 patients aged 60 years or less who had prostate cancer diagnosed via histopathology after either prostate biopsy or palliative 
endoscopic prostate resection. Epi-info 7 was used for data analysis and the Kaplan-Meier curve was used to estimate the overall survival of the 
study participants.

Results: The mean age of our study participants was 50.66 ± 5.31 years. Nine patients had a contributive family history of prostate cancer. 
Seventeen patients had metastases, with ten having bone metastases and thirteen having lymph node metastases. As initial therapy nine patients 
underwent laparoscopic total radical prostatectomy seven underwent medical Androgen Deprivation Therapy (ADT), ten underwent surgical 
ADT (bilateral pulpectomy), two underwent radiotherapy and one underwent active surveillance. Four patients underwent secondary treatment 
with two of them undergoing chemotherapy one undergoing ADT and one undergoing radiotherapy. Tumor recurrence occurred in seven pa-
tients. The rate of tumor recurrence was significantly higher among patients with a contributive family history. Six patients died in this study and 
the five-year overall survival of our study participants was 80%.

Conclusion: Prostate cancer is a major public health issue not only in the elderly but also in younger men. Screening for this condition could 
be performed in younger patients too especially those with a contributive family history to ensure early diagnosis and reduce the morbidity and 
mortality associated with the condition.
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Introduction
Prostate cancer is the second most frequent cancer diagnosis made 

in men and the fifth leading cause of cancer-related death worldwide 
[1]. It is the most frequently diagnosed cancer among men in North-
ern and Western Europe [2]. It is the leading cancer in terms of inci-
dence and mortality in men of African origin and is becoming more 
and more an issue of public concern in Africa since the majority of 
new diagnoses are cases of advanced and metastatic cancer, with poor 

prognosis and low chances of long-term survival [3]. Ferlay et al. [4] 
estimated that 57,048 deaths will be caused by prostate cancer in Af-
rica by 2030. This represents a 104% increase over the next 10 years 
[4]. This tendency differs from the one in the developed world. For 
instance in the United States it was reported that 66% of the patients 
who had a diagnosis of prostate cancer in 1975 survived more than 5 
years and that proportion rose to 98.2% between 2008 and 2014 [5]. 
Although prostate cancer is essentially a disease of the elderly, it can 
also occur in younger people. Only 1 in 350 men under the age of 50 
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years will be diagnosed with prostate cancer [6]; however, the inci-
dence rate increases up to 1 in every 52 men for ages 50 to 59 years and 
is nearly 60% in men over the age of 65 years [1]. In the United States 
Bleyer et al. [7] reported that over the past three decades the incidence 
of prostate cancer in younger men has been increasing [7]. One of 
the major determinants of the occurrence of this pathology in young-
er people is a contributive family history. A positive family history of 
prostate cancer is associated with a two- to three-fold greater risk with 
additional increases for multiple affected relatives and younger ages 
at diagnosis [8]. The family history is more contributive in younger 
men than in elderly men. In the Health Professionals Follow-up Study 
having a positive family history of prostate cancer was associated with 
a greater increase in risk among men under 65 years than among their 
counterparts aged 65 years and over [9]. Hence, our study aimed to 
determine the characteristics of prostate cancer in younger adults and 
identify the determinants of the early screening and diagnosis of this 
pathology in a bid to reduce its associated morbidity and mortality in 
this part of the globe. 

Materials and Methods
This is a retrospective study that was carried out from 2012 to 2016 

at the Centre medico-chirugical durologie in Douala, Cameroon. We 
included 29 patients aged 60 years or less who had prostate cancer 
diagnosed via histopathology after either prostate biopsy or palliative 
endoscopic prostate resection and excluded all patients with incom-
plete clinical records. The data collected from the clinical records of 
our study participants included each patient’s age, family history of 
prostate cancer, clinical presentation (including digital rectal exam-
ination findings), serum Prostate-Specific Antigen (PSA) levels, 
transrectal ultrasound findings, number of biopsy samples taken, the 
Gleason score, Computed Tomography (CT) findings, bone scintig-
raphy findings, pelvic Magnetic Resonance Imaging (MRI) findings, 
the presence or absence of metastasis (either to the bone or to the 
lymph nodes), the histological grade, initial treatment, follow-up 
serum PSA levels (at three, six, and nine months), tumor recurrence, 
time-lapse till tumor recurrence, serum PSA levels of patients with 
recurrent tumors, the second treatment, follow-up duration and pa-
tient outcome (survival/death). Digital rectal examinations were con-
sidered remarkable (or positive) if the examiner felt indurations and/
or nodules on the prostate gland on palpation. The Gleason grading 
system used to classify the tumors in this study is presented in (Figure 
1).

Figure 1: Classification of prostate cancer; A: Gleason grading system, B: 
New Gleason grading system.

In this study, it was not possible to ascertain the tumor pathologic 
stage of all the study participants since they did not all undergo sur-
gery. So, the criteria for aggressivity in this study were the presence 
of metastases, serum PSA > 50 ng/ml and a Gleason score of ≥ 8 and 
patients who fulfilled these three criteria were considered to have ag-
gressive prostate cancer. Biopsy was performed using a biopsy gun 
with the patients in the lateral decubitus position and under local 
anesthesia (using 2% Xylocaine). These biopsy samples were placed 
in formol inside little containers and transported immediately to the 

laboratory for histopathological analyses. All study participants re-
ceived 500 mg of ciprofloxacin twice daily two days before and three 
days after a biopsy. Samples were taken from both lobes of the prostate 
gland as follows: two samples each from the right anterior lobe, right 
median lobe, right apex, left anterior lobe, median left lobe, and left 
apex. The recommended 12 samples were taken from a majority of the 
study participants. However, fewer samples were taken from the few 
patients who had high serum PSA levels and remarkable DRE findings 
(implying a higher probability of having prostate cancer). In patients 
who presented with severe lower urinary symptoms, significantly high 
serum PSA levels, remarkable DRE findings and paraneoplastic syn-
dromes, endoscopic prostate resection was performed to relief them of 
their symptoms and obtain samples for biopsy at the same time. The 
extension evaluation in our study participants consisted of thoracic 
and abdominopelvic CT, pelvic MRI and bone scintigraphy. However, 
not every patient in our study underwent bone scintigraphy because 
the only available machine in the country went faulty during our study 
period. The extension workup of our study participants consisted of 
thoracic and abdominopelvic computed tomography (Figure 2) and 
MRI of the vertebral column (Figure 3). (Figure 2) shows advanced 
prostate cancer with bladder neck infiltration. Magnetic resonance 
images of bone metastases to the vertebral column and their effects 
are shown in (Figure 3).

Figure 2: CT image of advanced prostate cancer with bladder neck infiltra-
tion and bilateral hydronephrosis.

Figure 3: Magnetic resonance image of bone metastases of prostate cancer at 
the vertebral column and their effects. A: Spinal cord compression; B: Prostate 
cancer with bone metastasis.

After clinical assessment, biological workups and extension evalua-
tions we proposed an initial treatment for each patient. This treatment 
was either laparoscopic radical prostatectomy and radiotherapy for 
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localized tumors or Androgen Deprivation Therapy (ADT) for pa-
tients with metastatic cancer. ADT was essentially either medical, with 
LHRH agonists (intramuscular injections of 11.25 mg of decapeptyl 
every three months) or surgical, via bilateral pulpectomy. Total radical 
prostatectomy was always accompanied by ilio-obturator lymph node 
dissection in our study. However, one of our patients whose condition 
was diagnosed early enough were managed through active surveil-
lance as he met the criteria for this management method (asymptom-
atic disease, PSA density of < 0.15 ng/ml, Gleason score < 7, and the 
presence of fewer than three cores containing malignant cells and the 
absence of metastasis) [10].

These data were entered into Microsoft Excel 2007 and exported to 
Epi Info 7 for analysis. Continuous data were presented using the mean 
value and standard deviation for variables with normally distributed 
data and the median and interquartile range for variables with skewed 
data distributions. Categorical data were presented as frequencies and 
percentages. The Mann-Whitney U test and Student’s t-test were used 
to compare continuous data for skewed and normally distributed vari-
ables, respectively, while the chi-square test was used to compare pro-
portions between categorical variables. Kaplan-Meier survival analy-
ses were performed to determine the five-year overall survival of our 
study participants. P-values of < 0.05 were considered statistically sig-
nificant. This study was approved by the institutional review board of 
the Faculty of Medicine and Pharmaceutical Sciences of the University 
of Douala and the ethics committee of the Centre medico-chirugicale 
durologie, Douala, Cameroon. The requirement for informed consent 
was waived due to the retrospective study design. 

Results
We included a total of 29 patients aged 42-60 years with a mean age 

of 50.66 ± 5.31 years. Nine (31.03%) of our study participants had a 
contributive family history of prostate cancer. Of the 29 patients in 
our study, 11 (37.93%) had lower urinary tract symptoms, 5 (17.24%) 
had joint pains, 2 (6.9%) had femoral neck fractures, 1 (3.45%) had 
intervertebral disc herniation, and 10 (34.48%) were asymptomatic. 
Digital rectal examination findings were remarkable in 23 (79.31%) 
patients and unremarkable in 6 (20.69%) patients. The characteristics 
of the study participants are presented in (Table 1).

Table 1: Characteristics of the study participants.

Variable Frequency (%)
     Age

42-45 5 (17.24)
46-50 14 (48.28)
51-55 3 (10.34)
56-60 7 (24.14)

Family History
Contributive 9 (31.03)

Unremarkable 20 (68.97)
Clinical Presentation

Lower urinary symp-
toms 11 (37.93)

Asymptomatic 10 (34.48)
Joint pains 5 (17.24)

Femoral neck fracture 2 (6.9)
Intervertebral disc herni-

ation 1 (3.45)

Digital Rectal Examination
Remarkable 23 (79.31)

Unremarkable 6 (20.69)

The ages of the nine patients with a contributive family history ranged 
from 42 years to 60 years with a mean value of 41.89 ± 6.07 years. 
There was no statistically significant difference between the mean age 
of the patients with and without a contributive family history (P = 
0.39). One of them (11.11%) was asymptomatic, 4 (44.44%) had lower 
urinary tract symptoms, 2 (22.22%) had femoral neck fractures and 
2 (22.22%) had joint pains. All nine of them had remarkable Digit-
al Rectal Examinations (DREs). There was no statistically significant 
difference between the DRE findings of the patients with and with-
out a contributive family history (P = 0.08). Their serum PSA levels 
ranged from 30 ng/ml to 1000 ng/ml with a median value of 300[75-
500] ng/ml. There was no statistically significant difference between 
the serum PSA levels of the patients with and without a contributive 
family history (P = 0.15). The volumes of their prostate glands ranged 
from 29 ml to 270 ml with a median value of 57[45-84] ml. There was 
no statistically significant difference between the prostate volumes of 
the patients with and without a contributive family history (P = 0.79). 
One of them (11.11%) had a Gleason score of 10 (5 + 5), three of them 
(33.33%) had a Gleason score of 9 (4 + 5), three of them (33.33%) had 
a Gleason score of 8 (4 + 4), and 2 (22.22%) had a Gleason score of 7 
(3 + 4). As for the histological classification, six of them were not clas-
sified and 1 (11.11%) each were of grades pT3aN0Mx, pT3N1Mx and 
pT3bN0Mx. Five (71.43%) of the seven cases of recurrence occurred 
in patients with a contributive family history. There was a statistically 
significant difference in the rate of recurrence between patients with 
and without a contributive family history (P = 0.016). Three (50%) of 
the six patients that died had a contributive family history of prostate 
cancer. There was no statistically significant difference in the death 
rate between the patients with and without a contributive family his-
tory (P = 0.26). The profiles of the participants with a contributive 
family history are presented in (Table 2).

Table 2: Profiles of patients with a contributive family history.

Variable Frequency (%) P-value
Age

42-45 1 (11.11)

0.39
46-50 4 (44.44)
51-55 1 (11.11)
56-60 3 (33.33)

Clinical Presentation
Asymptomatic 1 (11.11)  
Lower urinary 
symptoms 4 (44.44)  

Femoral neck 
fracture 2 (22.22)  

Joint pains 2 (22.22)  
Digital Rectal Examination

 
Remarkable 9 (100) 0.08

Serum PSA Level (ng/ml)

 
< 500 6 (66.67)

0.15
≥ 500 3 (33.33)

Prostate Volume (ml)

 
< 50 3 (33.33)

0.79
50-100 4 (44.44)
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> 100 2 (22.22)
Gleason Score

10 (5 + 5) 1 (11.11)  
9 (4 + 5) 3 (33.33)  
8 (4 + 4) 3 (33.33)  
7 (3 + 4) 2 (22.22)  

Histological Classification
Not classified 6 (66.67)  
pT3aN0Mx 1 (11.11)  
pT3N1Mx 1 (11.11)  

pT3bN0Mx 1 (11.11)  
Recurrence

Yes 5 (55.55)
0.016

No 4 (44.44)
Death

 
Yes 3 (33.33) 0.26

 No 3 (33.33)

Aggressive Cancer

 
Yes 7 (77.78)

0.22
No 2 (22.22)

The serum PSA levels of our study participants ranged from 8 ng/ml 
to 200 ng/ml with a median value of 150[25-450] ng/ml. The prostate 
volume ranged from 27 ml to 270 ml, with a median volume of 60[45-
82] ml. Prostate biopsies were taken from 25 out of the 29 patients 
in our study. In the remaining four, specimens were obtained directly 
from the resected prostate glands since the patients involved under-
went radical transurethral prostate resection. Of these 25 patients, 
12 specimens were taken from 14 (56%) of them, 10, 8, and 4 speci-
mens were taken from 3 (12%) participants each, while 6 specimens 
were taken from 2 (8%) participants. Regarding the Gleason scores, 2 
(6.90%) participants had a score of 10 (5 + 5) 6 (20.69%) had a score of 
6 (3 + 3), 7 (24.14%) had a score of 7 (3 + 4), 1 (3.45%) had a score of 7 
(4 + 3), 7 (24.14%) had a score of 8 (4 + 4), and 6 (20.69%) had a score 
of 9 (4 + 5). All 29 participants underwent anteroposterior computed 
tomography and 10 (34.48%) participants underwent bone scintig-
raphy and 3 (10.34%) underwent pelvic magnetic resonance imaging. 
Seventeen (58.62%) of our study participants had metastases, with 10 
(34.48%) having bony metastases and 13 (44.83%) having lymph node 
metastases, and 6 (20.69%) having both bony and lymph node me-
tastases. Histological analyses were performed only for patients who 
underwent total radical prostatectomy. As such 20 (68.97%) patients 
did not undergo histological analyses while 9 (31.03%) underwent 
histological analyses. Of these nine, 4 (44.44%) had tumors of grade 
pT2cN0Mx, 2 (22.22%) had tumors of grade pT2bN0Mx and one each 
(11.11%) had tumors of grades pT3aN0Mx, pT3N1Mx and pT3bN-
0Mx. Eighteen (62.07%) patients had aggressive prostate cancer. The 
characteristics of the tumors are presented in (Table 3).

Concerning the initial treatment, laparoscopic total radical prosta-
tectomy was performed in 9 (31.03%) participants, medical Andro-
gen Deprivation Therapy (mADT) was performed in 7 (24.14%) 
participants, surgical Androgen Deprivation Therapy (sADT) was 
performed in 10 (34.48%) participants, radiotherapy was performed 
in 2 (6.9%) participants, while one patient (3.45%) underwent active 
surveillance. Active surveillance in this patient entailed monitoring 
the serum PSA levels every four months and repeating the biopsy/

histopathology at intervals of one year. Based on the results of the PSA 
levels and histopathology, a decision was taken as to whether active 
surveillance would be continued or another form of treatment (sur-
gery, radiotherapy or ADT). The follow-up duration of the patients in 
this study ranged from 8 months to 81 months, with a median dur-
ation of 25[13-45] months. The serum PSA levels were followed up 
for all patients at three months, six months, and nine months. The 
serum PSA levels at three months ranged from 0 ng/dl to 1505 ng/ml, 
with a median value of 65[1.5-210] ng/ml. The serum PSA levels at 
six months ranged from 0 ng/dl to 921 ng/ml, with a median value of 
24[0.5-80] ng/ml. The serum PSA levels at nine months ranged from 
0 ng/dl to 1200 ng/ml, with a median value of 9.6[0.15-35.5] ng/ml. 
Tumor recurrence occurred in 7 (31.81%) of our study participants. 

Table 3: Characteristics of the tumors.

Variable Frequency (%)
Serum PSA level (ng/ml)

0-10 1 (3.45)
11-50 10 (34.48)

51-100 4 (13.79)
> 100 14 (48.28)

Prostate Volume (ml)
≤ 50 12 (41.38)

51-100 14 (48.28)
> 100 3 (10.34)

Prostate Biopsy
Yes 25 (86.21)
No 4 (13.79)

Number of Biopsy Specimens Taken
12 14 (56)
10 3 (12)
8 3 (12)
6 2 (8)
4 3 (12)

Gleason Score
10 (5 + 5) 2 (6.90)
9 (4 + 5) 6 (20.69)
8 (4 + 4) 7 (24.14)
7 (4 + 3) 1 (3.45)
7 (3 + 4) 7 (24.14)
6 (3 + 3) 6 (20.69)

Imaging Modalities
Computed Tomography 29 (100)

Scintigraphy 10 (34.48)
Magnetic Resonance Im-

aging 3 (10.34)

Metastasis
Yes 17 (58.62)
No 12 (41.38)

Location of Metastasis
Bone 10 (34.48)

Lymph nodes 13 (44.83)
Bone and lymph nodes 6 (20.69)
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Histological Analysis
Yes 9 (31.03)
No 20 (68.97)

Histological Class
pT2cN0Mx 4 (44.44)
pT2bN0Mx 2 (22.22)
pT3aN0Mx 1 (11.11)
pT3N1Mx 1 (11.11)

pT3bN0Mx 1 (11.11)
Aggressive Cancer

Yes 18 (62.07)
No 11 (37.93)

The time-lapse till recurrence ranged from 3 months to 31.27 
months, with a median value of 12.37[80.07-15.93] months. Four pa-
tients underwent a second course of treatment. Of these four, 2 (50%) 
underwent chemotherapy (Docetaxel at a dose of 75 mg/m2 once 
every three weeks) and 1 (25%) each underwent ADT and radiother-
apy. Six (20.69%) of the patients in the study died while 23 (79.31%) 
survived. The causes of death were febrile neutropenia in one patient, 
pulmonary embolism in one patient and myocardial infarction in one 
patient. The deaths of the other three patients were directly attributed 
to prostate cancer. Data on the follow-up and evolution of the study 
participants are presented in (Table 4). The five-year overall survival of 
our study participants was 80% as determined using the Kaplan-Meier 
method. The Kaplan-Meier curve for overall patient survival is pre-
sented in (Figure 4).

Table 4: Follow-up and evolution of the study participants.

Variable Frequency (%)
Initial Treatment

Prostatectomy 9 (31.03)
Medical androgen dep-

rivation therapy 7 (24.14)

Surgical androgen dep-
rivation therapy 10 (34.48)

Radiotherapy 2 (6.90)
Active surveillance 1 (3.45)

Follow-up Duration (months)
0-24 14 (48.28)

25-48 11 (37.93)
49-72 3 (10.34)
> 72 1 (3.45)

PSA at Three Months (ng/ml)
Undetectable 7 (24.14)

1-100 12 (41.38)
> 100 10 (34.48)

PSA at Six Months (ng/ml)
Undetectable 7 (24.14)

1-100 16 (55.17)
> 100 6 (20.69)

PSA at Nine Months (ng/ml)
Undetectable 7 (24.14)

1-100 16 (55.17)
> 100 5 (17.24)

Not done 1 (3.45)
Tumor Recurrence

Yes 7 (31.82)
No 22 (68.18)
Time-Lapse Till Recurrence (months)

< 10 4 (57.14)
≥ 10 3 (42.86)

Second course of treatment
Yes 4 (13.79)
No 25 (86.21)

Second Treatment
Chemotherapy 2 (50)

Androgen deprivation 
therapy 1 (25)

Radiotherapy 1 (25)
Survival

Yes 23 (79.31)
No 6 (20.69)

Cause of death
Prostate cancer 3 (50)

Myocardial infarction 1 (16.67)
Pulmonary embolism 1 (16.67)
Febrile neutropenia 1 (16.67)

Figure 4: Kaplan-Meier curve for overall patient survival.

Discussion
In this study, we aimed to determine the characteristics of prostate 

cancer in younger adults and identify the determinants of the early 
screening and diagnosis of this pathology. The mean age of our study 
participants was 50.66 ± 5.31 years, which is less than the 68 years 
reported by Fofana et al. [11] in the Ivory Coast in 2017 [11]. The 
difference can be accounted for by the fact that Fofana et al. [11] stud-
ied a sample of patients with prostate cancer while we focused only 
on those aged 60 years and below. Seventeen (58.62%) of our patients 
had metastases while the disease was localized in 41.38. These findings 
contrast with those of Siegel et al. [12] who reported that the condi-
tion was localized in 77% of their study participants in 2020 [12]. This 
difference can be explained by the fact that Siegel et al. [12] carried 
out their study in the developed world where the disease is generally 
diagnosed at an earlier stage. In our context, patients tend to visit the 
hospital when the disease is at an advanced stage and metastasis has 
already occurred. This is mainly because early-stage prostate cancer is 
usually asymptomatic [13] and patients in our context usually do not 
visit the hospital until they start experiencing disturbing symptoms. 

https://doi.org/10.51626/ijor.2022.03.00012
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The bone (34.48%) and lymph nodes (44.83%) were the sites of 
metastasis we identified in our study. This is in line with the findings 
of Gandaglia et al. who identified the bone (84%) and distant lymph 
nodes (10.6%) as the most common sites of metastasis in their study. 
Nine (31.03%) of our study participants had a contributive family his-
tory of prostate cancer. This is higher than the 15% reported by Stein-
berg et al. [14], probably because unlike them, we focused on younger 
subjects. It has also been proven that a contributive family history not 
only predisposes a person to prostate cancer [15] but also predisposes 
people to develop the disease at a younger age [8]. There was a sta-
tistically significant association between a contributive family history 
and tumor recurrence, which is in line with the findings of Thalgott 
et al. [16]. 

This is probably because these people tend to develop the disease at 
a younger age, which means it is diagnosed at a more advanced stage 
at which there is a higher likelihood of recurrence in them. Eighteen 
(62.07%) of the 29 patients in our study had aggressive prostate cancer. 
This proportion is higher than the 15% of aggressive cancer reported 
by Carter in the general population of prostate cancer patients [17]. 
Our finding is at odds with those of Milonas et al. [18] who reported 
in their 2019 study that the disease tends to have less aggressive char-
acteristics in patients aged ≤ 55 years [18]. This discrepancy can be 
explained by the fact that Milonas et al. [18] carried out their study in 
the developed world where the condition is diagnosed early enough 
in young people, which prevents the disease from progressing to its 
aggressive forms. In our study, only 34.48% of our participants were 
asymptomatic, which goes to prove that the majority of our partici-
pants were diagnosed at an advanced stage as it is well known that ear-
ly-stage prostate cancer is usually asymptomatic [13]. Since the disease 
is usually asymptomatic in the early stage, it would be advantageous 
for the government and other stakeholders to invest more in sensitiza-
tion campaigns. Primary healthcare providers and occupational phys-
icians should be called upon to identify people with a family history 
of prostate cancer and also to incorporate prostate examination, ultra-
sound and serum PSA measurements into the routine medical check-
up of men aged 40 years and above. This would go a long way to ensure 
early diagnosis and hence, a decrease in the morbidity and mortality 
associated with the progression and complications of the disease.

All the patients in our study underwent CT scanning but only 
34.48% and 10.34% of them underwent bone scintigraphy and MRI, 
respectively. Although MRI has been identified as a non-invasive and 
direct imaging modality useful for cancer staging, therapy response, 
detection of recurrence and guided biopsy in previous negative bi-
opsies [19], which makes it instrumental in young patients, only 3 
(10.34%) of our participants could afford it because of its high cost. 
Bone scintigraphy has also been identified as one of the routine im-
aging modalities in prostate cancer as it enables the physician to rule 
out bone metastases since they represent the main metastatic site in 
about 80% of prostate cancer with a significant contribution to the cost 
of care for those patients [20]. However, only 10 (34.48%) of our study 
participants could undergo this imaging test because the only available 
machine in the country went faulty during the study period. 

All these challenges impede the proper diagnosis, staging and 
management of this condition in our context, which further explains 
the high incidence, morbidity and mortality in Africa [21]. In our 
study, 31.03% of the participants underwent total radical prostatec-
tomy with ilio-obturator lymphadenectomy, which has been identified 
as the best treatment for localized prostate cancer [22]. This interven-
tion enables physicians to manage the disease and prevent metasta-
sis while obtaining samples for histopathology without performing 
a biopsy. In our study, 24.14% and 34.48% of our study participants 
underwent medical and surgical androgen deprivation therapy, re-
spectively. ADT is a mainstay in the treatment of prostate cancer and 
is used throughout the disease course. While predominantly used in 
the metastatic setting, ADT has a role in the treatment of localized dis-

ease and in the management of recurrent cancer [23]. Two (6.9%) of 
our patients underwent radiotherapy and only one (3.45%) underwent 
active surveillance. 

Unlike most of the patients we encounter in our context, this pa-
tient met the required criteria for active surveillance (asymptomatic 
disease, PSA density of < 0.15 ng/ml, Gleason score of < 7 and the 
presence of fewer than three cores containing malignant cells and the 
absence of metastasis) [10]. active surveillance is a rare practice in 
sub-Saharan Africa because the vast majority of patients come to the 
hospital when the disease is already symptomatic and they no longer 
meet the criteria for active surveillance. This, once again, highlights 
the urgency of the need to invest in the early diagnosis and manage-
ment of the disease in this part of the world. In this study, the five-year 
overall survival for prostate cancer was 80%, which is lower than the 
98% reported by Kensler et al. [24] In the USA [24]. This discrepancy 
can be explained by the fact that while we focused on people aged ≤ 
60 years, Kensler et al. [24] reported a 98% survival rate for all patients 
with the disease. Furthermore, Bleyer et al. [7] reported that the over-
all five-year relative survival rate in the United States for men diag-
nosed between ages 40 and 80 years was between 95% and 100%, it was 
30% in those aged 15 to 24 years, 50% in those aged 20 to 29 years and 
80% in those aged 25 to 34 years. This means that the overall survival 
tends to decrease with the age of diagnosis, which further supports our 
recommendation to lay more emphasis on the early diagnosis of the 
condition in young people.

However, our study had a few limitations. First, our study sample 
was small. Second, the retrospective study design comes with recall 
bias. Third, due to the limited resources in our context, many of our 
patients could not undergo all the required tests (MRI and bone scin-
tigraphy). These limitations skewed some of our findings. In the fu-
ture, more cross-sectional and prospective studies with larger samples 
should be carried out in which all the required imaging tests are per-
formed. Such studies will further investigate our findings and lead to 
more solid conclusions and recommendations. 

Conclusion
Prostate cancer is a major public health issue not only in the elderly 

but also in younger men. Screening for this condition could be per-
formed in younger patients too, especially those with a contributive 
family history, to ensure early diagnosis and reduce the morbidity and 
mortality associated with the condition.
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