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Abstract

Aim: To establish the prevalence of cutaneous malignancies in Zaria, Northern Nigeria.

Method: This is a histopathological analysis of three hundred and eighty two cases of cutaneous
malignancies seen and diagnosed in the department of Pathology, Ahmadu Bello University Teaching
Hospital, Zaria from January 1991 to December 2000. The specimens were fixed in formalin, processed
in paraffin wax and stained with haematoxylin and eosin. The slides were studied and the lesions were
characterized.

Results: Three hundred and eighty two cutaneous malignancies were analysed. The M: F ratio of all the
tumours was 1.9:1.0.

Nonmelanoma skin tumours were the commonest and accounted for 254 (66.8%). They comprised of
squamous cell carcinoma 239 (62.9%),basal cell carcinoma 15 (3.9%) and malignant adnexal tumours
which were the least common accounting for 2 (0.5%). Sarcomas accounted for 72(18.9%) and kaposi
sarcoma 41(10.7%), was the commonest in this group. Malignant melanoma cases were 54 (14.1%).
There were two peak age distributions in the 4™ and 6™ decades (63.6%) for all tumours. The lower limb
was the prevalent site of distribution of all the tumours with sixty five percent cases.

Conclusion: Cutaneous malignancies are common in our setting and the commonest was squamous cell
carcinoma. Prompt and adequate treatment of chronic leg ulcers and burns injury as well as control of
HIV infection should help to reduce the burden of these cancers.
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Introduction

The many different kinds of cells in the skin can give
rise to a wide variety of tumours. Genetic and
environmental factors may play a role in the
development of skin tumours.®> There is some
evidence that the susceptibility of the skin to
carcinogenic agents may be genetically determined.’
The most important environmental cause is exposure
of susceptible people to sunlight of the spectrum 290-

330nm,which effect is cumulative.* Among Black
Africans, however several environmental factors such
as burns scars and chronic leg ulcers significantly lead
to cancer .°> More recently immunodeficiency states
such as AIDS also have direct association with some
types of cutaneous malignancies.”®  This is a report
on the histopathology of cutaneous malignancies in a
tropical African population.
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Materials And Methods

Patients with confirmed histopathological diagnosis of
a cutaneous malignancy from the histopathology
laboratory of the Department of Pathology, Ahmadu
Bello University Teaching Hospital, Zaria between
January 1991 and December 2000,were studied. All
relevant slides stained with Haematoxylin and Eosin
(H&E) were retrieved and reviewed by a Pathologist.
Special stains such as Masson Fontana for melanin,
Perls’ for iron and Periodic Acid Schiff (PAS) for
mucin and Reticulin were used when necessary in
further characterization of the tumours. Clinical data
on age, sex, and anatomic sites were obtained from
the accompanying request cards.

The tumours were classified according to the World
Health Organization ‘s classification of skin tumours.*

Results

The 382 cutaneous malignancies studied formed
10.8% of all the 3545 cutaneous neoplasms seen
during the ten-year period. The overall M: F ratio of
all tumours was 1.9:1.0. (Table I)The 382 tumours
were: - Non-melanoma tumours -256 (67.0%),
Sarcomas — 72 (18.9%) and Malignant melanoma —

Table I : Histological Types And Sex Distribution
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54 (14.1%). (Figl)Non-melanoma tumours comprised
of the following: Squamous cell carcinoma formed
the bulk of the non-melanoma tumours with 239 cases
(62.9%). Of these 188 (79%) were well differentiated,
161 (67.4%) had chronic leg ulcers, 46 (19.2%) had
burns scars and 32 (13.4%) presented with a fungating
tumour. There were two peak age distributions in the
4™ and 5™ decades. The lower limb, foot inclusive was
the prevalent site of occurrence with 165 (69.0%)
cases. Basal cell carcinoma accounted for 15 (3.9%)
of non-melanoma tumours and 10 (66.7%) occurred in
the face. The malignant adnexal tumours were the
least in this group with 2 (0.5%) cases. (Tables
l1&II)Sarcomas accounted for 72 (18.9%) of the
cutaneous malignancies. Kaposi sarcoma was the
commonest sarcoma with 41(56.9%) cases. 23
(56.0%) peaked in the 3" and 4" decades. Eighteen of
the cases were confirmed HIV positive patients. The
remaining patients were not subjected to HIV
screening. (Tables [1&I1l). Malignant melanoma
accounted for 54 (14.1%). 4 (7.4%) cases were
amelanotic and 39 (72.2%) were Clark’s levels 3&4
tumours. 18 (33.3%) cases peaked in the 6" decade.
43 (79.6%) were prevalent in the foot. (Tables l1&III)

Tumour Male Female Total [%]
Squamous cell carcinoma 151 88 239(62.6)
Basal cell carcinoma 10 5 15(3.9)
Sweat gland carcinoma 2 0 2(0.5)

Dermatofibrosarcoma 7 7 14(3.7)
Fibrosarcoma 2 1 3(0.8)

Malignant fibrohistiocytoma 2 0 2(0.5)
Neurofibrosarcoma 1 0 1(0.3)
Liposarcoma 3 3 6(1.6)
Kaposi sarcoma 36 5 41(10.7)
2 0 2(0.5)
MHEA*
Angiosarcoma 1 0 1(0.3)
Malignant schwanoma 2 0 2(0.5)
Malignant melanoma 30 24 54(14.1)
TOTAL 249 133 382

* Malignant Hemangioendothelioma



A histopathological analysis of cut. Malign.Samaila MOA et al 302
Table 11: Age distribution
TUMOUR TYPE AG
E
0-10 11- 21-30 31- Total[%]
20 40
Squamous cell carcinoma 5 5 30 58 8 239

(62.6)

Basal cell carcinoma 0 1 0 1 7 1 3 2 0 15(3.9)

Sweat gland carcinoma 0 0 0 0 1 0 1 0 0 2(0.5)
Dermatofibrosarcoma 1 1 0 5 4 3 0 0 0 14(3.7)

Fibrosarcoma 0 0 1 1 1 0 0 0 0 3(0.8)

Malignant fibrohistiocytoma 0O 0 1 1 0 0 0 0 0 2(0.5)

Neurofibrosarcoma 0 0 1 0 0 0 0 0 0 1(0.3)

Liposarcoma 0 0 0 5 0 1 0 0 0 6(1.6)

Kaposi sarcoma 1 2 13 10 7 4 0 1 3 41(10.7)

0 0 0 2 0 0 0 0 0 2(0.5)

M HEA*

Angiosarcoma 0 0 1 0 0 0 0 0 0 1(0.3)
Malignant schwanoma 0 0 2 0 0 0 2(0.5)
Malignant melanoma 0 1 4 6 1 2 54(14.1)
TOTAL 7 10 53 89 382

*MHEA =Malignant Hemangioendothelioma
Table I11: site distribution
Total[
Tumour Type Face scalp Neck Trunk Upper limb ineum Genital limb %]
239(62.
Squamous cell carcinoma 16 19 0 9 9 6)
Basal cell carcinoma 10 3 0 0 0 1 15(3.9)
Sweat gland carcinoma 0 0 0 2(0.5)
Dermatofibrosarcoma 0 3 0 4 1 0 1 0 14(3.7)
Fibrosarcoma 0 3 0 0 0 0 0 0 3(0.8)
Malignant fibrohistiocytoma 0 0 0 1 0 0 0 0 2(0.5)
Neurofibrosarcoma 0 o 0 0 0 0 0 0 1(0.3)
Liposarcoma 0 o0 0 2 0 1 0 0 6(1.6)
41(10.7
Kaposi sarcoma 0 O 0 10 9 2 8 )
M HEA* 0 0 0 o0 1 2(0.5)
Angiosarcoma 0 O 1 0 0 1(0.3)
Malignant schwanoma 0 0 0 0 o0 0 2(0.5)
4914.
Malignant melanoma 1 1 0 0 1 1)
TOTAL 27 29 1 28 21 382

*MHEA= Malignant Hemangiendothlioma
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Discussion

Cutaneous malignancies accounted for 10.8% of
cutaneous neoplasms seen during the study period in
our department. This incidence rate is comparable to
the 11.4% recorded by Edington in his cancer survey
in the northern savannah of Nigeria; the same
geographical setting as this study and to studies done
in Jos, Kano, Maiduguri and Ibadan all in Nigeria.”*?
Buckley reported 6.8% at Ishaka Hospital, Uganda.*®
The prevalence in Nigeria appear relatively
high.Squamous cell carcinoma was the commonest
cutaneous tumour. Its prevalence in the lower limbs is
related to chronic leg ulcers in our mainly rural
farming population. Our findings are similar to reports
from Nigeria and Tanzania. %°'*'® Malignant
melanoma was the second commonest cutaneous
tumour in this study. Our findings on melanoma are
comparable to studies from Nigeria and other parts of
Africa.® 1172 The anatomical site distribution of
melanoma has been useful in understanding its
aetiology. In the United States, the rates for invasive
melanoma have increased for the trunk among men,
and among women in the same analysis, the largest
increases were noted for melanoma of the trunk and
lower extremities whereas in Canada, the most recent
increases in melanoma were observed for the upper
limbs, followed by the trunk, for both sexes.> Most
studies have shown that intermittent sun exposure on
unexposed skin is important in the aetiology of
melanoma. Gender differences also play a role,
because clothing styles have varied by gender over the
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