
Surgical Science, 2026, 17(1), 14-29 
https://www.scirp.org/journal/ss 

ISSN Online: 2157-9415 
ISSN Print: 2157-9407 

 

DOI: 10.4236/ss.2026.171002  Jan. 21, 2026 14 Surgical Science 
 

 
 
 

Histopathological Trends of Cancer in Burundi: 
A Retrospective Review 

Ndayikengurukiye Omar1, Helmy Bin Hazmi2, Isabel Lim Fong2, Ngendahayo Louis1,  
Irangabiye Eloi2 

1Doctoral School, Faculty of Medicine, University of Burundi, Bujumbura, Burundi 
2Faculty of Medicine and Health Sciences, Universiti Malaysia Sarawak, Kota Samarahan, Malaysia 

 
 
 

Abstract 
Cancer epidemiology in Burundi is insufficiently documented, and institu-
tion-based data are essential to complement national and global estimates. 
This study aimed to describe the demographic, clinical, and histopathological 
characteristics of cancer cases diagnosed at two major pathology centers in 
Burundi and to compare these findings with GLOBOCAN estimates. A retro-
spective descriptive analysis was conducted using cancer cases diagnosed at 
Bujapath-CHUK. Data on age, sex, cancer site, and histological type were an-
alyzed and compared with GLOBOCAN 2020 and 2022 estimates for Burundi. 
Cancer predominantly affected middle-aged and older adults, with a mean age 
of 52.5 years and a median of 56 years. The majority of cases occurred in the 
25 - 64-year age group, indicating a substantial burden among economically 
productive populations. Pediatric cancers, including retinoblastoma and bone 
tumors, were also identified. The male-to-female ratio was nearly equal, re-
flecting the significant contribution of female cancers, particularly breast and 
cervical cancer. Breast, skin, prostate, and colorectal cancers accounted for 
more than 65% of cases. Histologically, carcinoma and adenocarcinoma rep-
resented approximately 80% of diagnoses. Infection-related cancers, including 
Kaposi sarcoma and hepatocellular carcinoma, were present, underscoring the 
influence of HIV and viral hepatitis. Overall, the observed patterns showed 
strong concordance with GLOBOCAN incidence rankings for Burundi. The 
cancer profile observed in this institutional cohort aligns closely with GLO-
BOCAN estimates for Burundi and highlights a substantial burden among 
working-age adults. Despite limitations related to institutional representative-
ness and absence of age-standardized rates, these findings provide valuable 
evidence to inform cancer prevention, early detection, and national cancer 
control strategies. 
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1. Introduction 
Cancer represents an escalating global public health challenge, with low- and mid-
dle-income countries (LMICs) bearing a disproportionate burden of cancer inci-
dence and mortality. According to the GLOBOCAN 2020 report [1], more than 
70% of cancer-related deaths now occur in LMICs, largely due to late-stage diag-
nosis, limited access to diagnostic and treatment services, and weak cancer sur-
veillance systems. Sub-Saharan Africa is among the most affected regions, with 
cancer incidence projected to double by 2040, driven by population growth, aging, 
epidemiological transition, persistent infectious diseases, and changing lifestyle 
and environmental exposures [1] [2]. 

A defining feature of cancer epidemiology in sub-Saharan Africa is the high 
proportion of infection-related cancers. Oncogenic infections such as human 
papillomavirus (HPV), hepatitis B and C viruses (HBV/HCV), Epstein-Barr virus 
(EBV), and human immunodeficiency virus (HIV) contribute substantially to 
cancers of the cervix, liver, nasopharynx, stomach, and Kaposi sarcoma [3] [4]. In 
Burundi, these infections remain endemic, while preventive interventions—such 
as HPV vaccination, hepatitis B vaccination, and systematic screening—are still 
limited. As a result, infection-related cancers are likely to play a major role in the 
national cancer burden, although precise local data remain scarce. 

Beyond infections, lifestyle and environmental risk factors are increasingly 
relevant in the region. Tobacco use, alcohol consumption, dietary changes toward 
processed and low-fiber foods, physical inactivity, and exposure to environmental 
pollutants associated with urbanization have been linked to rising incidences of 
colorectal, liver, breast, and stomach cancers [2] [5]. However, the impact of these 
factors in Burundi has not been well characterized, underscoring the need for lo-
cally generated epidemiological evidence. 

Despite the growing cancer burden, Burundi lacks a population-based cancer 
registry. Available national estimates rely largely on modeled data from interna-
tional sources such as GLOBOCAN [1], which suggest that breast, cervical, pros-
tate, and colorectal cancers are among the most prevalent. The absence of com-
prehensive local data limits effective planning for cancer prevention, early detec-
tion, staging, and treatment services. 

In this context, histopathology services at referral institutions—namely the 
University Hospital Centre of Kamenge (CHUK) and the Bujumbura Pathology 
Centre (BujaPath)—play a central role in cancer diagnosis. Hematoxylin and Eo-
sin (H&E) staining remains the cornerstone of histopathological diagnosis in re-
source-limited settings, offering reliable morphological classification of tumors at 
relatively low cost [6] [7]. While H&E alone does not provide detailed molecular 
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characterization or staging information, it remains indispensable for confirming 
malignancy and guiding initial clinical decision-making. 

This study aims to address the national data gap by providing a descriptive anal-
ysis of 1708 histologically confirmed cancer cases diagnosed using H&E staining 
in Burundi between January 2021 and December 2023. The study focuses on age 
and sex distribution, organ involvement, and histological cancer types, with com-
parisons to global and regional patterns reported in GLOBOCAN 2020 [1]. Alt-
hough cancer staging and treatment data were not systematically available, the 
findings provide critical baseline evidence to inform future cancer control strate-
gies, including prevention of infection-related cancers, lifestyle interventions, and 
strengthening diagnostic and treatment pathways. 

2. Literature Review 

Cancer remains a leading cause of morbidity and mortality worldwide. In 2020 
alone, approximately 19.3 million new cancer cases and 10 million cancer-related 
deaths were reported globally [1]. Breast, lung, colorectal, prostate, and stomach 
cancers account for the majority of cases, with carcinomas and adenocarcinomas 
representing the dominant histological subtypes [1]. 

In contrast to high-income countries—where cancer predominantly affects 
older populations (median age ≥ 65 years)—LMICs experience earlier onset, often 
affecting individuals in their economically productive years [2] [3]. This pattern 
has significant socioeconomic implications, particularly in sub-Saharan Africa. 

Infection-associated malignancies are disproportionately common in sub-Sa-
haran Africa, accounting for up to one-third of cancers in some countries [3] [4]. 
Cervical cancer (HPV), hepatocellular carcinoma (HBV/HCV), and Kaposi sar-
coma (HIV) are particularly prevalent due to limited vaccination coverage, inad-
equate screening programs, and delayed diagnosis. Evidence shows that HPV vac-
cination, hepatitis B vaccination, early antiviral treatment, and cervical cancer 
screening can significantly reduce cancer incidence [3] [5]. However, implemen-
tation of these preventive strategies remains suboptimal in Burundi, highlighting 
an urgent public health gap. 

Alongside infectious causes, lifestyle-related and environmental factors are in-
creasingly shaping cancer epidemiology in Africa. Tobacco smoking and alcohol 
consumption contribute to cancers of the lung, liver, esophagus, and head and 
neck, while dietary patterns low in fruits and fiber and high in processed foods are 
linked to colorectal and stomach cancers [2] [5]. Environmental pollution and 
occupational exposures further compound cancer risk, particularly in rapidly ur-
banizing settings. These factors may partially explain the rising incidence of non-
infection-related cancers observed in recent African studies [2]. 

Sub-Saharan Africa exhibits a distinct cancer profile characterized by high bur-
dens of breast, cervical, prostate, liver, and colorectal cancers, alongside notable 
pediatric malignancies such as retinoblastoma, Burkitt lymphoma, and osteosar-
coma [4] [5]. Studies by Bray et al. and others confirm that aggressive cancers 
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frequently present at younger ages and advanced stages, largely due to delayed 
health-seeking behavior and limited diagnostic capacity [2] [4]. 

Hematoxylin and Eosin staining remains the foundation of cancer diagnosis 
worldwide and is particularly vital in resource-constrained settings [6] [7]. H&E 
allows reliable differentiation of major tumor categories, including carcinoma, 
sarcoma, lymphoma, and melanoma, and supports organ-specific cancer classifi-
cation. Studies from Uganda, Rwanda, and Tanzania demonstrate that H&E-
based diagnoses accurately reflect regional cancer patterns and can support cancer 
surveillance efforts in the absence of advanced molecular tools [8] [9]. 

Globally, breast and cervical cancers dominate among females, while prostate 
and liver cancers are most common among males [1]. Similar gender-specific 
trends have been reported across African studies [8] [10]. Organ-specific pat-
terns—such as the predominance of adenocarcinoma in the breast, stomach, and 
colorectum—are consistent with global observations [11]. Pediatric cancers, alt-
hough less frequent, remain clinically significant due to their aggressive nature 
and diagnostic challenges [5] [12]. 

While histological diagnosis is essential, cancer staging and treatment infor-
mation are crucial for understanding disease severity, prognosis, and manage-
ment strategies. Many studies in LMICs, including Burundi, lack comprehensive 
staging and treatment data due to fragmented clinical records and limited oncol-
ogy services [13]. This gap underscores the need to integrate pathology data with 
clinical oncology services and cancer registries. 

Recent literature emphasizes that strengthening basic pathology services—in-
cluding systematic use of H&E staining—is a critical first step toward effective 
cancer control in LMICs [7] [8] [13]. The experience from BujaPath and CHUK 
demonstrates that even in the absence of advanced diagnostics, H&E-based data 
can generate valuable epidemiological insights, inform prevention strategies for 
infection-related cancers, and support the development of national cancer surveil-
lance systems. 

3. Research Methodology 
3.1. Study Design and Setting 

This was a retrospective descriptive study conducted at two major cancer diag-
nostic facilities in Burundi: the Bujumbura Pathology Centre (BujaPath) and the 
University Hospital Centre of Kamenge (CHUK). These centers serve as national 
reference laboratories for histopathological diagnosis and receive specimens from 
multiple provinces across the country. 

3.2. Study Period 

The study covered a period of 36 months, from January 2021 to December 2023. 

3.3. Ethical Considerations 

Ethical approval for this study was obtained from the relevant institutional au-
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thorities of BujaPath and CHUK. Given the retrospective nature of the study, the 
requirement for informed consent was waived. All patient data were fully anony-
mized prior to analysis to ensure confidentiality and compliance with ethical 
standards for research involving human data. 

3.4. Data Collection and Inclusion Criteria 

Data were collected from pathology request forms, histopathology registers, and 
archived diagnostic reports at BujaPath and CHUK. Inclusion criteria comprised 
all patients with histologically confirmed malignancies diagnosed during the 
study period using Haematoxylin and Eosin (H&E) staining. Cases diagnosed ex-
clusively by cytology or immunohistochemistry (IHC) without an H&E compo-
nent were excluded. 

3.5. Laboratory Procedure 

All specimens were processed using the standard Haematoxylin and Eosin (H&E) 
staining technique. Tissue samples were fixed in 10% buffered formalin, embed-
ded in paraffin, sectioned at 3 - 5 µm, and stained with H&E. Histopathological 
diagnoses were established by certified anatomical pathologists at each center. 

3.6. Data Analysis 

Anonymized data were analyzed using descriptive statistical methods. Variables 
included patient age, sex, organ or tissue involved, and histological cancer type. 
Age was categorized into standard WHO-defined age groups. Frequencies and 
percentages were calculated, and comparisons with international cancer statistics 
(GLOBOCAN 2020) were made for contextual interpretation. 

3.7. Statistical Software 

Statistical analyses were performed using SPSS software to generate tables, graphs, 
and charts and to support descriptive statistical interpretation. 

4. Results 
4.1. Descriptive Statistics for Patient Age 

Descriptive statistics (Table 1) were calculated for patient age across 1,708 valid 
cases. The mean age was 52.53 years (SD = 19.33), with a median of 56.0 years 
and a mode of 60.0 years. Patient ages ranged from 0.1 years (approximately 1 
month) to 100 years, with a total cumulative age of 89,716.9 years. 
 
Table 1. Descriptive statistics of patient age (n = 1708). 

 Patient-Gender Types of Organs Types of Cancer Patient-Age 

N 
Valid 1708 1708 1708 1708 

Missing 0 0 0 0 

Mean    52.527 
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Continued 

Median    56.000 

Mode    60.0 

Std. Deviation    19.3289 

Minimum    0.1 

Maximum    100.0 

Sum    89716.9 

Percentiles 

25    41.000 

50    56.000 

75    67.000 

 
• Percentile analysis showed that: 
• 25% of patients were younger than 41 years, 
• 50% were younger than 56 years, 
• 75% were younger than 67 years. 

These results indicate a predominantly middle-aged to older patient popula-
tion, with a slightly right-skewed distribution due to a higher proportion of older 
individuals. The wide age range reflects a diverse cancer population, including 
both pediatric and geriatric cases. 

4.2. Patient Distribution by Age Group 

Age was categorized into five groups: 
• 0 - 14 years (Children) 
• 15 - 24 years (Youth) 
• 25 - 44 years (Adults) 
• 45 - 64 years (Middle-aged adults) 
• 65+ years (Older adults) 

The mean age group was 2.92, with a median and mode of 3, indicating that 
most patients belonged to Age Group 3 (Adults: 25 - 44 years). The standard 
deviation (SD = 0.96) suggests moderate variability, while the range (1 - 5) con-
firms representation across all age groups. 

Overall, the majority of cancer patients were adults aged 25 - 44 years, with 
substantial representation of both pediatric and older adult cases. Approximately 
25% of patients were aged 65 years and above, while a similar proportion were 
younger than 25 years (Table 2). 
 
Table 2. Descriptive statistics of age groups. 

 Patient-Gender Types of Organs Types Of Cancer Age Group 

N 
Valid 1708 1708 1708 1708 

Missing 0 0 0 0 

Mean    2.92 
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Continued 

Median    3.00 

Mode    3 

Std. Deviation    0.961 

Minimum    1 

Maximum    5 

Sum    4987 

Percentiles 

25    2.00 

50    3.00 

75    4.00 

4.3. Gender Distribution of Cancer Patients 

A total of 1708 patients were included in the analysis (Table 3). Of these: 
• 864 patients (50.6%) were female, 
• 844 patients (49.4%) were male. 

This indicates an almost equal gender distribution among cancer patients in 
the study population. 
 
Table 3. Gender distribution of patients. 

 Frequency Percent Valid Percent Cumulative Percent 

Valid 

Female 864 50.6 50.6 50.6 

Male 844 49.4 49.4 100.0 

Total 1708 100.0 100.0  

4.4. Distribution of Cancer by Organ Type 

The most frequently affected organs were (Figure 1): 
 

 
Figure 1. Distribution of cancer cases by organ. 
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• Skin (~19.5%), 
• Breast (~19.5%), 
• Prostate (~14.3%), 
• Colorectum (~12.5%). 

Together, these four organs accounted for more than 65% of all cancer cases. 
Other notable sites included: 

• Stomach (~8.6%), 
• Cervix (~4.3%), 
• Liver and Lymphoma (~3.7% each). 

Organs with very low frequencies (<1%) included the esophagus, gall bladder, 
larynx, pancreas, testis, thyroid, vulva, and uterus. Rare cases were observed in 
the eye, penis, pharynx, vagina, nasopharynx, and scrotum. 

4.5. Distribution of Cancer Types (Histological Classification) 

Two histological types dominated (Figure 2): 
• Carcinoma (~41%), 
• Adenocarcinoma (~39%). 

 

 
Figure 2. Age group distribution by gender. 

 
Together, they represented approximately 80% of all cancer cases, reflecting 

the predominance of epithelial malignancies commonly found in the breast, pros-
tate, colon, stomach, and lungs. 

Other cancer types included: 
• Melanoma (~6%), 
• Kaposi sarcoma, retinoblastoma, osteosarcoma, and rhabdomyosarcoma 

(1 - 2% each), 
• Lymphoma, hepatocarcinoma, chondrosarcoma, and others (<1%). 

4.6. Age Group Distribution by Gender 

Female patients were slightly younger on average than male patients. Females 
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demonstrated a slight positive skew, indicating younger cases, whereas males 
showed a negative skew, reflecting a higher proportion of older patients. Male 
patients also exhibited a greater age spread, as indicated by a higher standard 
deviation and interquartile range. (Figure 3) 

 

 
Figure 3. Age group distribution by gender. 

4.7. Distribution of Cancer by Organ Across Age Groups 

Most cancer types were concentrated in Age Groups 3 and 4 (Adults and Middle-
aged adults). Certain cancers, such as prostate, stomach, bladder, pancreas, and 
thyroid, were predominantly observed in older age groups (4 and 5), consistent 
with known epidemiological patterns. (Figure 4) 

 

 
Figure 4. Organ-specific cancer distribution by age group. 

 
Pediatric-associated cancers, including retinoblastoma (eye), lymphoma, and 

osteosarcoma (bone), clustered mainly in Age Groups 1 and 2. Cancers such as 
breast, colorectum, and liver affected a broader age range, spanning from young 
adults to the elderly. 
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Outliers indicated rare cases of atypical age at diagnosis, emphasizing the im-
portance of individualized clinical evaluation. 

4.8. Distribution of Cancer Types (Histology) by Age Group 

Adenocarcinoma and carcinoma were widely distributed across Age Groups 3 -
5, peaking in middle-aged adults. (Figure 5) 

 

 
Figure 5. Distribution of histological cancer types across age groups. 

 
Melanoma showed a similar pattern, increasing with age and cumulative expo-

sure. 
Retinoblastoma was almost exclusively found in Age Group 1, confirming its 

pediatric nature. 
Osteosarcoma, rhabdomyosarcoma, and synovial sarcoma clustered in Age 

Groups 1 and 2. 
Lymphomas were observed across Age Groups 2 - 4, indicating broader age 

involvement. 
Kaposi sarcoma and hepatocarcinoma showed mixed age distribution, possi-

bly reflecting immunological or infectious factors. 

4.9. Gender-Based Distribution of Organ-Specific Cancer Cases 

Among female patients, breast cancer was overwhelmingly predominant, fol-
lowed by cervical and uterine cancers. Colorectal and ovarian cancers were also 
observed but at lower frequencies. (Figure 6) 

Among male patients, prostate cancer was the most common, followed by 
liver, stomach, colorectal, and bladder cancers. Testicular, scrotal, and penile 
cancers were exclusively observed in males, as expected. 

4.10. Distribution of Cancer Types by Gender 

Adenocarcinoma was more common in males, with nearly 480 cases, compared 
to approximately 200 cases in females. (Figure 7) 
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Figure 6. Organ-specific cancer distribution by gender. 

 

 
Figure 7. Cancer type distribution by gender. 

 
Carcinoma was more prevalent in females, with over 500 cases, compared to 

around 180 cases in males. 
Other cancers, including Kaposi sarcoma and lymphoma, were present in both 

genders. 
Rare cancers showed very low frequencies and relatively even gender distribu-

tion. 

4.11. Distribution of Cancer Types across Organs 

Breast cancer showed the highest number of cases (approximately 330), pre-
dominantly composed of carcinoma and adenocarcinoma, and followed by 
stomach cancer with around 250 cases, mainly adenocarcinoma. Colorectal 
cancer accounted for approximately 180 cases, ranking third in overall fre-
quency. (Figure 8) 
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Figure 8. Distribution of cancer types by organ. 

 
Scrotal and pancreatic cancers demonstrated moderate case numbers and ex-

hibited diverse histological profiles, suggesting varied pathological origins. In 
contrast, cancers of the larynx, thyroid, gall bladder, uterus, and vulva were rare, 
each accounting for fewer than 20 cases. 

Overall, carcinoma and adenocarcinoma were strongly associated with the 
breast, stomach, and colorectum, while rare malignancies such as synovial sar-
coma, rhabdomyosarcoma, and chondrosarcoma were confined to a limited 
number of organs and occurred at very low frequencies. Most organs showed rel-
atively low case counts, possibly reflecting lower incidence or detection rates, 
whereas certain organs, including the scrotum and pancreas, displayed a broader 
spectrum of cancer types, indicating heterogeneous pathology. 

5. Discussion 

The present analysis shows that cancer in this cohort predominantly affected mid-
dle-aged and older adults, with a mean age of 52.5 years and a median of 56 years. 
This age profile is consistent with GLOBOCAN 2020 estimates for Burundi, 
which indicate that the majority of cancer cases occur after the age of 40, with in-
cidence rising steadily with advancing age [1]. Similar age patterns have been re-
ported across sub-Saharan Africa, reflecting cumulative carcinogenic exposure and 
biological aging processes [14]. However, the mean age observed in this study re-
mains lower than that reported in high-income countries, where cancer diagno-
ses typically peak after 60 - 65 years, a difference attributed to lower life expectancy 
and a higher burden of infection-related cancers in African populations [15]. 

The concentration of cases within the 25 - 64-year age group mirrors GLO-
BOCAN data for Burundi, which show that a substantial proportion of cancer 
cases occur among economically productive adults [1]. This pattern has been con-
sistently reported in recent African studies and highlights the significant socioec-
onomic impact of cancer in low-resource settings [16]. The presence of pediatric 
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cases, including retinoblastoma and bone tumors, aligns with global and regional 
evidence indicating a relatively higher proportional burden of childhood cancers 
in low- and middle-income countries [17]. 

Gender distribution in this cohort was nearly equal, contrasting with the global 
male predominance reported by GLOBOCAN, but closely aligning with esti-
mates for Burundi, where female cancers—particularly breast and cervical can-
cer—contribute substantially to overall incidence [1]. This balance may also reflect 
higher healthcare utilization among women, facilitating earlier diagnosis [18]. 

Organ-specific analysis revealed that breast, skin, prostate, and colorectal 
cancers accounted for more than 65% of cases. This distribution is broadly con-
sistent with GLOBOCAN Burundi profiles, where breast cancer is the leading 
cancer overall and prostate cancer is the most common among men [1]. The no-
table contribution of colorectal cancer supports evidence of an epidemiological 
transition associated with urbanization and lifestyle changes [19]. 

Histologically, the predominance of carcinoma and adenocarcinoma (~80%) 
reflects global patterns where epithelial malignancies dominate cancer diagnoses 
[14]. The presence of Kaposi sarcoma and hepatocellular carcinoma is consistent 
with Burundi’s burden of HIV- and hepatitis-related cancers, which remain sig-
nificant contributors to cancer incidence in sub-Saharan Africa [10] [15]. 

Overall, these findings (Table 4, Table 5) show strong concordance with GLO-
BOCAN estimates for Burundi, while providing institution-level evidence to 
guide targeted prevention, screening, and cancer control strategies [20]. 
 
Table 4. Comparison of study findings with GLOBOCAN 2020 data. 

Variable Study Results 
GLOBOCAN 2020  

Findings 
Interpretation (Discussion) 

Age  
distribution 

Mean age: 52.5 
years; median: 56 

years; majority 
aged 25 - 64 years 

Median age > 60 years 
globally; earlier onset in 

sub-Saharan Africa 

Confirms earlier cancer onset 
in African populations due to 

lower life expectancy and  
infection-related risk factors 

Pediatric  
cancers 

Retinoblastoma 
and osteosarcoma 

identified 

Higher proportional 
burden of childhood 
cancers in low- and  

middle-income countries 

Consistent with GLOBOCAN 
estimates for pediatric  

malignancies in  
resource-limited settings 

Sex  
distribution 

Nearly equal  
male-to-female  

ratio 

Global male  
predominance;  

reduced sex gap in Africa 

Reflects high incidence of  
female cancers, particularly 
breast and cervical cancers 

Leading  
cancer sites 

Breast, skin,  
prostate, and  

colorectal cancers 
(>65%) 

Breast and prostate  
cancers predominate 

globally and regionally 

Largely concordant with 
GLOBOCAN patterns;  

elevated skin cancer may  
reflect local environmental 

factors 

Colorectal 
cancer 

Among the four 
most frequent 

cancers 

Rising incidence in  
transitioning economies 

Suggests epidemiological  
transition linked to  

urbanization and lifestyle 
changes 
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Continued 

Histological 
types 

Carcinoma and 
adenocarcinoma 

(~80%) 

Epithelial malignancies 
predominate globally 

Fully consistent with global 
pathological distributions 

Infection- 
related  
cancers 

Kaposi sarcoma 
and hepatocellular 
carcinoma present 

High burden of  
infection-associated  

cancers in sub-Saharan 
Africa 

Highlights ongoing impact of 
HIV and viral hepatitis 

Age-sex  
patterns 

Prostate cancer in 
older men; breast 
cancer at younger 

female ages 

Similar global and  
regional trends 

Aligns with established  
age- and sex-specific cancer 

epidemiology 

 
Table 5. Comparison of local cancer findings with GLOBOCAN 2022 burundi incidence 
rankings. 

Cancer 
Type 

Local 
Study  

Frequency 

GLOBOCAN 2022 
Burundi Ranking 

(Both Sexes) 
Notes/Interpretation 

Cervix 
uteri 

~4.3% 
(observed) 

1st most common 
(1457 cases, 18.2%) 

Cervical cancer is the leading cancer in 
both sexes nationally (GCO 2022) (Global 

Cancer Observatory) 

Breast ~19.5% 
2nd most common 
(863 cases, 10.8%) 

Strong concordance; high female burden 
aligns with national estimates (Global  

Cancer Observatory) 

Prostate ~14.3% 
3rd most common 
(822 cases, 10.3%) 

Matches the top male cancer nationally 
(Global Cancer Observatory) 

Kaposi 
sarcoma 

~3 - 4% 
4th most common 
(446 cases, 5.6%) 

Consistent though proportion lower locally 
(Global Cancer Observatory) 

Esophageal 
cancer 

<1% 
5th most common 
(458 cases, 5.7%) 

Present in both datasets; proportion varies 
(Global Cancer Observatory) 

Colorectal ~12.5% 
Ranked within top 

10 both sexes 

Local colorectal frequency notably higher; 
national numbers include colorectal 
among frequent sites (Global Cancer  

Observatory) 

Liver/NHL 
~3.7% 
each 

Occurs in top 10 
Reflects broader national distribution  
patterns (Global Cancer Observatory) 

6. Conclusions 

This study demonstrates that the cancer burden in the analyzed cohort is concen-
trated mainly among middle-aged and older adults, with patterns that closely 
mirror GLOBOCAN estimates for Burundi. The predominance of cancers in the 
25 - 64-year age group highlights a substantial impact on the economically pro-
ductive population.  

The near-equal gender distribution reflects the high contribution of female 
cancers—particularly breast and cervical cancer—alongside male-dominant can-
cers such as prostate cancer. Organ-specific and histological patterns, dominated 
by epithelial malignancies (carcinoma and adenocarcinoma), are consistent with 
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regional and global epidemiological profiles. The presence of infection-related 
cancers, including Kaposi sarcoma and hepatocellular carcinoma, underscores the 
persistent role of HIV and viral hepatitis in shaping the cancer landscape in Bu-
rundi. Overall, the findings confirm strong concordance with GLOBOCAN data 
while providing valuable institution-level evidence to support national cancer 
control efforts. 

Several limitations should be considered when interpreting these results. First, 
the study is based on data from two institutions Bujapath-Chuk and may not fully 
represent the national cancer burden, particularly for rural or underserved pop-
ulations. Second, the absence of age-standardized incidence rates limits direct 
quantitative comparison with GLOBOCAN estimates. Third, potential underdi-
agnosis and referral bias may have influenced the observed cancer distribution, 
especially for cancers requiring advanced diagnostic capacity. Finally, limited in-
formation on staging, treatment outcomes, and survival restricts broader inter-
pretation of disease severity and prognosis. 

To strengthen cancer control in Burundi, the following actions are recom-
mended: 
• Enhance population-based cancer registration to improve national repre-

sentativeness and enable accurate incidence and survival analyses. 
• Expand early detection and screening programs, particularly for breast, cer-

vical, and colorectal cancers, targeting adults in the 25 - 64-year age group. 
• Strengthen diagnostic and pathology services to reduce underdiagnosis and 

improve histological confirmation. 
Promote future multicenter and longitudinal studies incorporating staging 

and outcome data to better inform evidence-based cancer policy and resource al-
location. 
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