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Abstract

Introduction: Cancers in children should be incorporated as one of the childhood killer diseases in 
developing countries.
Aim: The aim of this study is to evaluate the demographic and pathologic characteristics of childhood 
tumours in Umuahia. South East Nigeria 
Methodology: The Operative records, histology request and report forms were studied and the clinico-
pathologic information were retrieved and analysed using SPSS version 20.0 
Results: A total of 50 cases of malignant diseases of children were clinically diagnosed and histologically 
confirmed. The mean age of the patients were 8 years with age range of 1 to 17 years. The male to female 
ratio was 1:1. The peak age of incidence falls in the 1-5 age groups which accounted for 40%. Wilm’s 
tumour was the commonest 25, Rhabdomyosarcoma 10 cases, Neuroblastoma 5cases, Oesteosarcoma 
5cases, Teratomas 5 cases.
Conclusion: childhood cancer is increasing in our environment. However, late presentation, ignorance, 
poverty leads to poor outcome.
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Introduction
Childhood cancer is a small fraction of the global cancer burden, yet for children with cancer and their 

1families, it can be deeply distressing.  There are a wide variation in the incidence of childhood tumours 
2

world- wide.  The low prevalence of paediatric malignancies in many Sub-Saharan African countries is 
due to large number of cases that are never seen by a physician. Low index of suspicion and poor 
diagnostic facilities also contribute to low reported prevalence, late diagnosis and poor survival rates of 

1-3
certain types of childhood cancers.  
The relative incidence of childhood tumours in developing countries is increasing and might add 

3
significantly to the high childhood morbidity and mortality caused by infectious diseases.  This is 
especially so in low income countries, where childhood cancers are often detected often too late for 

2-3
effective treatment and where appropriate treatment is either not available or affordable.  Childhood 
malignant neoplasms account for about 2% of all cancers, yet they are the second commonest cause of 

3
death in children aged 5-14 in populations where overall mortality is low.
The aim of this study is to evaluate the demographic and pathologic characteristics of childhood tumours 
in Umuahia South East Nigeria.
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Methodology
This is a retrospective study of childhood malignant 
neoplasm operated upon and histologically 
confirmed in the Paediatric Surgery Unit, 
Department of Surgery, Federal Medical Centre 
Umuahia, South East Nigeria between January, 
2011 and December 2020 (Ten years). Umuahia 
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consists of two Local Government Areas including 
Umuahia North, and Umuahia South. It has an 

5estimated population of about 816,983 as of 2021.  
The operative records, histology request and report 
forms were studied and the clinico-pathologic 
information were retrieved. The data was analysed 
using SPSS version 20.0 and presented.

Results
A total of 50 cases of malignant diseases of children 
were diagnosed and histologically confirmed. The 
mean age of the patients was 10 years with age range 
of 1 to 17 years. There was a male to female ratio of 
1:1. The peak age of incidence was in the 1-5 age 
groups which accounted for 40.74% followed by 6-
10, 11-15 and 16-17 years age groups that 
constituted 18.52% respectively.  The commonest 
malignancy was Wilm’s tumour which constituted 
50% (25 cases) of all the childhood tumour’s in the 
period under review. The average age was 3 years 
and age range of 1 to 11 years. The male to female 
ratio was 1:1.7. 
Rhabdomyosarcoma was the second most common 
neoplasm. There were 10 cases (20%) of this 
malignancy. The mean age of the patients were 5 
years, age range of 2 to 10 years and a peak in the 6-8 
years age groups. Neuroblastoma constituted 10% 
(5 cases). The mean age was 3 years with age range 
of 2- 12 years and peak at the 6-10 years age groups. 
Moreover, Osteogenic sarcoma contributed 10% (5 
cases) of all childhood tumours in this study with a 
mean age of 8 years, peak age in the 6-10 years age 
groups and age range of 7 to 15 years. Teratoma was 
10% (5 cases).

Discussion
The pattern of childhood malignant solid neoplasms 
seen in this study compared favourably well with 
results from Nigeria and other African countries. A 
total of 50 cases of malignant childhood tumours 
were histologically confirmed in the period under 
review. There was equal female to male ratio in this 
study. This observation is unique as most studies 

6-9reported a predilection for males.  However, the 
age range was similar to the findings in previous 

5studies.  This study demonstrated that the peak age 
of incidence was in the 1-5 age groups which 
accounted for 40% followed by 6-10,  11-15 and 16-
17 years age groups that constituted 18.52% 
respectively. This observation agreed with reports 

3,8
from Ilorin and Uyo.  The commonest malignancy 
in this study was Wilm’s tumour. The male to female 

12
ratio was 1:1. Soyemi et al.  reported that it was the 
commonest childhood malignancy in Lagos. 
Several reports also indicated that it is the 
commonest intra-abdominal tumour of childhood in 

11-13
sub-Saharan Africa.  Ekenze et al in Enugu south 

13
East Nigeria  reported that the male to female ratio 
for Wilm’s tumour was 1.1:1 with peak age of 
incidence in the 2-5 years age groups. Most previous 
studies demonstrated that Wilm’s tumour affect 
children in the first five years of life with 
predominantly male predilection. 
Rhabdomyosarcoma is said to be the commonest 

14soft-tissue sarcoma of childhood worldwide.  
Rhabdomyosarcoma was the second most common 
neoplasm in this study constituting 20% (10 cases). 
The mean age of the patients were 5 years and age 
range of 2 to 10 years. All the patients were males. 

15-18
These findings is in agreement with other studies.  
Neuroblastoma is the most common solid 
abdominal tumour in children under the age of 2 
years and accounts for approximately 15% of 
childhood mortality due to cancer. Its clinical 
behaviour can vary from spontaneous regression to 

19
rapid fatal progression.  Neuroblastoma constituted 
10% (5 cases) in this study. The mean age was 3 
years with age range of 2-12 years and peak in the 6-
10 years age groups. The findings is similar to other 

19,20studies in Sub-Saharan Africa.
Osteosarcoma is the eighth common cancer of 
childhood and its incidence is 4 cases in a million of 
children younger than 14 years. Osteogenic 
sarcoma contributed (5 cases)10% of all childhood 
tumours in this study with a mean age of 8 years, 
peak age in the 6-10 years age groups. All the 

21
patients were females. However, Omololu et al  
reported that osteosarcoma has a male to female 
ratio of 1.6:1 in Ibadan with a peak age of incidence 
in the 10-19 age groups. The extremeties were most 
affected followed by the mandibles. Five cases 
(10%) of teratoma were observed. Similarly, 

Table 1: The relative frequency of all the tumours



Ekpemo SC et al Pattern of Childhood malignant tumours...

www.ibommedicaljournal.org110 Ibom Med. J. Vol.17 No.1. Jan.-April, 2024

12Soyemi et al  reported that ovarian yolk sac tumour 
constituted 5% of childhood malignant neoplasm in 
Lagos.

Conclusion
Childhood cancer is increasing in our environment. 
However, late presentation, ignorance, and poverty 
leads to poor outcome. Health funding, health 
education, training and insurance will improve 
outcome.
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