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Introduction
Cancer of the corpus uteri is the 6th most common 

cancer in females and the 2nd most common female 
genital cancer worldwide.(1) Endometrial cancer arises 
from the endometrial lining of the uterus and it is the most 
common type of cancer of the corpus uteri, accounting 
for more than 95% of the uterine cancers.(2) It is the 
leading female genital tract malignancy in developed 
and high income countries with highest incidence rates 
seen in North America and Europe.(2,3) It is less common 
in developing countries such as Nigeria, where it is the 
third most common female genital tract malignancy, after 
cervical cancer and ovarian cancer.(4) Globally, the lifetime 
risk of a woman developing endometrial cancer by 75 
years of age is 1%.(5)

Abstract

Background:	Endometrial cancer occupies the 2nd or 
3rd position in the hierarchy of common gynecological 
cancers in many low- and middle-income countries. 
However, little is known about its epidemiology, trend 
and characteristics in many African countries including 
Nigeria. The study aims to describe the trend in the 
prevalence, risk factors, symptomatology and types of 
endometrial cancers in Lagos, Nigeria.

Materials and Methods: A five-year descriptive 
retrospective study of the case records of women 
diagnosed with endometrial cancer at the Lagos 
University Teaching Hospital from 1 January 2008 to 31 
December 2012. Relevant information was retrieved and 
data analysis was done using SPSS version 20.0.

Results: Endometrial cancer was the third most 
common gynecological malignancy (16.0%) with a rise 
in its prevalence rate, from 0.9% in 2008 to 1.4% in 

2012. It occurred commonly in postmenopausal (81.8%) 
and parous women with mean age of 62.2 ± 5.5years, 
median parity of 4, and mean BMI of 32.3 ± 6.4kg/m2. 
Most women presented with postmenopausal bleeding 
(88.6%), vaginal discharge (36.4%), usually in stage 
I (45.5%) and III (22.7%) disease. The most common 
risk factors for endometrial cancer were advanced 
age (90.9%) and overweight/obesity (90.9%). Type 1 
endometrial cancers accounted for 68.2% of cases, while 
serous papillary adenocarcinoma was the most common 
type 2 endometrial cancer.

Conclusion: There is a rising trend in the prevalence 
of endometrial cancer in Lagos, Nigeria, with type 1 
endometrial cancer being the most common type. Most 
women present in the postmenopausal period with early 
stage disease. 

Keywords: Endometrial cancer; Trend; Characteristics; 
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According to GLOBOCAN statistics, there has been 
a steady increase in the global incidence of cancer of 
the corpus uteri from incident cases of 287,000 in year 
2008(6) to 320,000 in year 2012(5) and 382,069 in year 
2018.(1) Similarly, the incidence of endometrial cancer 
has been reported to be increasing in developed nations, 
which is said to be 10 times higher than that of developing 
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nations. (2,3) In the United states of America, endometrial 
cancer is estimated to increase by 1-2% annually.(7) This 
increase has been attributed to increased life expectancy, 
obesity and metabolic syndrome in the population.(3, 8-10) 
Little is however known about the trend and incidence 
of endometrial cancer in many low and middle income 
countries, like Nigeria. This is probably because most of 
the available studies on gynecological cancers in Nigeria 
focus on either cervical cancer, which is the most prevalent 
gynecological malignancy or on ovarian cancer which is the 
most lethal gynecological cancer. In addition, the lack of 
efficient and functioning population cancer registries has 
not helped matters. 

Endometrial cancer commonly presents in the later 
years of life during the postmenopausal period with 
abnormal uterine bleeding.(11) As a result, it is a common 
cause of postmenopausal bleeding in women even 
though only 20% of postmenopausal bleeding is due to 
malignancy. (11) It usually presents in the 6th and 7th decade 
of life,(3) with a mean age of 60 years in UK(11) and USA,(12) 
56 years in Ghana,(13) 59 years in Gabon(14) and 56 years 
in Nigeria.(15) Despite its frequent occurrence during the 
menopause, approximately 15% of the disease still occurs 
in premenopausal women with 5% occurring before the 
age of 40 years(3,12,16) Majority of the disease are diagnosed 
at early stage with a resultant good prognosis and higher 
chances of survival.(3,12,17) These are type 1 endometrial 
cancers which are of endometrioid histological subtype and 
are oestrogen dependent, occurring as a result of chronic 
unopposed oestrogen stimulation of the endometrium. 
On the other hand, type 2 endometrial cancers are less 
common, more aggressive, and usually detected at late 
stage of the disease with poor outcome. They are non-
oestrogen dependent tumours; occur in older women with 
background endometrial atrophy and are usually of non-
endometrioid histological types such as serous papillary 
adenocarcinomas, clear cell adenocarcinomas, mucinuous 
adenocarcinomas, etc. (2,3,11,12)

The exact aetiology of endometrial cancer is still 
unknown, but several factors have been identified as 
predisposing risk factors to endometrial cancers. These 
factors are largely oestrogen related, may be endogenous 
or exogenous and are usually associated with chronic 
unopposed oestrogen stimulation. The endogenous risk 
factors are increasing age, obesity, physical inactivity, 
early menarche, late menopause, low parity or nulliparity, 
infertility and polycystic ovarian syndrome. Others include 
family history of endometrial cancer, personal and family 
history of breast cancer, Lynch syndrome (hereditary 
non polyposis colorectal cancer), oestrogen secreting 
tumours, diabetes mellitus and hypertension.(2,11,12,18) 

Exogenous factors include unopposed oestrogen alone 

hormone therapy, tamoxifen therapy, dietary factors 
and previous exposure to radiotherapy.(2,11,12,18) On the 
contrary, high parity, cigarette smoking, use of combined 
oral contraceptive pills, depot medroxyprogesterone 
acetate or progesterone producing intrauterine devices 
have been found to be protective. (2,11,12,18)

There are few indexed studies on endometrial cancer 
in our environment and data from these studies suggest 
that endometrial cancer accounts for 5.1 – 10.1% (15,19,20) 
of gynaecological cancers in Nigeria. There is a huge 
gap in knowledge on the burden, epidemiology and 
characteristics of endometrial cancer in Lagos, Nigeria 
and Africa at large. The study aims to describe the trend 
in the prevalence, risk factors, symptomatology and types 
of endometrial cancer in Lagos, Nigeria. This will provide 
vital scientific information on the burden and epidemiology 
of the disease in our environment and serve as a platform 
for further scientific research on the subject matter.

Materials and methods

Study design and site of study

The study was a retrospective descriptive study 
conducted at the Lagos University Teaching Hospital 
(LUTH), Lagos, Nigeria. LUTH is one of largest federal 
tertiary hospitals in Nigeria and it is located in the south-
western part of Nigeria. It is the largest hospital in Lagos 
with a 761-bed capacity and it is the main referral hospital 
for all government and private hospitals in Lagos state and 
its environs. It is the main referral centre for all cancer 
related cases, irrespective of the stage of the disease. 
The department of Obstetrics and Gynaecology of LUTH 
has a vibrant Gynae-oncology unit that runs a dedicated 
Gynae-oncology outpatient clinic every week; cytology and 
colposcopy clinics on daily basis during the week. It also has 
a dedicated lying-in-ward for the management of women 
with gynaecological malignancy. It offers preventive, 
therapeutic and palliative care to cancer patients.

Study population

The study participants were women with histological 
diagnosis of endometrial cancer who received care at 
LUTH between 1 January 2008 and 31 December 2012. 
Women without histological diagnosis and / or whose 
data were incomplete were excluded from the study. 

Data collection

The study was conducted after obtaining ethical 
approval from the Health Research and Ethics Committee 
of LUTH (approval number ADM/DCST/HREC/APP/2901). 
The records at the Gynaecological out-patient clinic, 
gynaecological lying-in wards, gynaecological Accident 
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cases of endometrial cancers. An average of 12 cases 
were diagnosed per annum.

Endometrial cancers accounted for 16.0% of all the 
gynecological malignancies managed during the study 
period. It was the third most common gynecological 
cancer after cervical cancer (42.8%) and ovarian cancer 
(33.1%) as shown in Table 1.

Table 2 shows the socio-demographic, menstrual and 
BMI characteristics of women with endometrial cancer. 
The mean age of women with endometrial cancer was 
62.2 ± 5.5 years (range 39 – 80 years). More than 50% 
of women were between the age group of 60-69 years, 
and more than 90% of them were above the age of 49 
years. All the women were parous with median parity of 4 
(range 1 - 6). All the women with endometrial cancer had 
formal education, with 45.5% of them having tertiary level 
of education. Majority, 36 (81.8%) were postmenopausal. 
The mean age at menopause was 52.4 ± 3.6 years (range 

& Emergency unit, operating theatre and Molecular 
and pathology departments were retrieved and cases 
diagnosed with endometrial cancer during the study 
period were identified. The case records of these women 
were retrieved from the medical record department for 
data collection. Using a well-structured study data form, 
data on the women’s socio-demographic characteristics, 
body mass index, reproductive and menstrual history were 
retrieved. Information regarding their medical history, 
use of oral contraceptive pills, symptoms at presentation 
and histopathology results were also retrieved. The total 
number of cases with gynaecological conditions and 
gynaecological cancers managed in the hospital during 
the study period was also obtained from the hospital’s 
medical records. 

Data analysis

Data was analyzed using the Statistical Package for 
Social Sciences (SPSS) version 20.0, IBM Corp. Armonk, 
NY, USA. Variables were expressed using frequency tables 
and descriptive statistics such as mean, median, standard 
deviation and percentage. 

Results
A total of 5,722 gynaecological cases were managed at 

the hospital during the study period. This ranges between 
1,104 and 1,178 cases per annum with an average of 
1,144 cases per annum. Among these cases, 381 women 
(6.7%) had gynaecological cancers while 5280 (92.3%) 
were managed for benign gynaecological conditions. The 
total number and prevalence of gynaecological cancer 
cases managed per annum ranged between 63 (5.6%) 
and 85 (7.2%), with a mean of 76 (8.0%) cases per 
annum and a five year prevalence rate of 6.7%. A total 
of 61 women were diagnosed with endometrial cancer 
during the study period, accounting for a five-year 
prevalence rate of 1.1%. There was a rising trend in the 
prevalence of the disease during the study period with 
an increase in the annual prevalence rate, from 0.9% in 
2008 to 1.4% in 2012 as displayed in Figure 1. Out of 
the 61 cases of endometrial cancer, only 44 case notes 
(72.1%) with complete data were retrieved and used for 
further data analysis. The data was said to be incomplete 
if the case note could not be retrieved or if a portion of the 
information required for data analysis is absent or missing 
in the case note.

Figure 2 shows the trend in the frequency of 
endometrial cancer cases diagnosed during the study 
period. The highest number of cases (16) was diagnosed 
in the year 2012 which accounted for 26.2% of the total 
cases managed, while the least number of cases (9) was 
managed in year 2009, which accounted for 14.8% of all 

Figure 1: Prevalence of endometrial and 
gynecological cancers in Lagos, Nigeria

Figure 2: Trend in the distribution of endometrial 
cancer cases during the study period.
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48 – 56 years) and the mean duration of menopause was 
6.2 ± 4.8 years (range 1 – 18 years). Majority, 22 (50.0%) 
of the women were overweight and 18 (40.9%) were 
obese. The mean BMI was 32.3 ± 6.4 kg/m2 and ranged 
between 18.3 and 37.2 kg/m2. 

Table 3 illustrates the risk factors identified in the 
women with endometrial cancer. The most frequent 
risk factors identified were advanced age (≥ 55 years) 
in about 90.9% of cases, being overweight / obesity 
(90.0%), presence of hypertension (25.0%) and late onset 
of menopause (≥ 55 years) in 15.9% of the cases. 

Table 4 shows the symptoms and stages of the disease at 
presentation. The symptoms associated with endometrial 
cancer at the time of presentation were abnormal vaginal 
bleeding (commonly in the postmenopausal period) in 
88.6%, vaginal discharge (36.4%), weight loss (31.8%), 
abdominal pain (18.2%) and abdominal swelling (18.2%). 
Two-third (66.0%) of the women with endometrial cancer 
presented at early stage of the disease (stage 1 & 2) while 
the remaining one-third (34.0%) presented at advanced 
stage disease (stage 3 & 4). Most patients presented with 
stage 1 disease (45.5%), followed by stage 3 disease 
(22.7%). 

The most common histological variant of endometrial 
cancer observed in the study was endometroid 
adenocarcinoma (68.2%), followed by serous papillary 
adenocarcinoma (20.5%), while the least common 

histological subtypes were squamous cell carcinoma, 
mixed carcinoma and undifferentiated endometrial 
carcinoma (2.3% respectively). Type 1 endometrial cancer 
accounted for 68.2% of all the endometrial cancers 
while the type 2 accounted for 31.8% of the cancers as 
shown in Table 6. Most of the type 2 cancers were serous 
papillary adenocarcinomas (64.3%), followed by clear cell 
adenocarcinoma (14.3%). Majority, 78.6% (11) of women 
with type 2 endometrial cancer presented with advanced 
stage disease, while 73.3% (22) of women with type 1 
endometrial cancer had early stage disease as seen in 
Table 5. 

Discussion
Gynecological cancers accounted for 6.7% of all the 

gynecological cases seen in the hospital during the five-
year study period. The rate is similar to that observed in 
Maiduguri (7.0%)(21) but varies across the country, with 
lower rates observed in Enugu (3.6%)(15) and Ilorin (4.6%)
(22) and higher rates recorded in Ebonyi (8.4%)(20) and 
Kano (10.7%).(23) Endometrial cancer was the 3rd most 
common gynecological cancer seen among women in 
Lagos, Nigeria, after cervical cancer and ovarian cancer. 
This is similar to findings observed in other studies in 
Nigeria,(15,20,23) and in other developing countries,(13, 24-26) 
but contrary to those reported from high income countries, 
where it ranks as the most common gynaecological 
cancer.(2,11,18) Endometrial cancer accounts for 16% of 

Gynecological 
cancers

Year Total

2008 
N = 1,134 

n (%)

2009 
N = 1,104 

n (%)

2010 
N = 1,178 

n (%)

2011 
N = 1,155 

n (%)

2012 
N = 1,151 

n (%)

 
N = 5,722 

n (%)

All Gynecological 
cancers

63 (5.6) 73 (6.6) 85 (7.2) 82 (7.1) 78 (6.8) 381 (6.7)

Endometrial 
cancers

10 (0.9) 9 (0.8) 13 (1.1) 13 (1.1) 16 (1.4) 61 (1.1)

Gynecological 
cancers

Year Total

2008 
n = 63

2009 
n = 73

2010 
n = 85

2011 
n = 82

2012 
n = 78

 
N = 381

Endometrial 
cancer

10 (15.9) 9 (12.2) 13 (15.3) 13 (15.9) 16 (20.5) 61 (16.0)

Cervical cancer 23 (36.5) 28 (38.4) 42 (49.4) 34 (41.5) 36 (46.2) 163 (42.8)

Ovarian cancer 22 (34.9) 28 (38.4) 26 (30.6) 28 (34.1) 22 (28.2) 126 (33.1)

Others* 8 (12.7) 8 (11.0) 4 (4.7) 7 (8.5) 4 (5.1) 31 (8.1)

Total 63 (100.0) 73 (100.0) 85 (100.0) 82 (100.0) 78 (100.0) 381 (100.0)

Table 1: Distribution and trend in endometrial cancers and gynecological cancers during the study period
*Others include Sarcomas, vulvar cancers, vagina cancers and choriocarcinoma.
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Identified risk factors* Frequency ( n = 44) Percentage (%)

Advance age 40 90.9

Overweight/ Obesity 40 90.9

Hypertension 11 25.0

Late menopause 7 15.9

Diabetes mellitus 6 13.6

Family history of 
endometrial cancer

4 9.1

Others¥ - -

Symptoms at 
presentation*

Frequency (n = 44) Percentage (%)

Abnormal vagina 
bleeding

39 88.6

Vagina discharge 16 36.4

Weight loss 14 31.8

Abdominal pains.

Abdominal swelling

8

8

18.2

18.2

Stage of disease Frequency (n = 44) Percentage (%)

Stage 1 20 45.5

Stage 2 9 20.5

Stage 3 10 22.7

Stage 4 5 11.3

Total 44 100.0

Table	3:	Identified	risk	factors	for	endometrial	cancer.
*Multiple responses
¥Others include nulliparity, early menarche, infertility, anovulation, polycystic 
ovarian syndrome (PCOS), unopposed estrogen therapy, use of tamoxifen, 
personal and family history of breast cancer, family history of colorectal cancer 
and presence of oestrogen secreting tumour.

Table 4: Associated symptoms and stage of 
endometrial cancer at presentation.

*Multiple responses observed

Table 2: Socio-demographic, menstrual 
and body mass index (BMI) characteristics 
of women with endometrial cancer.

Variables Frequency 
(n=44)

Percentage 
(%)

Age (years)

< 40 1 2.2

40-49 3 6.8

50-59 5 11.4

60-69 23 52.3

>70 12 27.3

Total 44 100.0

Educational status

Primary 12 27.3

Secondary 12 27.3

Tertiary 20 45.4

Total 44 100.0

Parity

0 - -

1 8 18.2

2 4 9.1

3 4 9.1

4 12 27.2

≥5 16 36.4

Total 44 100.0

Menopausal status Frequency (n=44) Percentage (%)

Premenopausal 8 18.2

Postmenopausal 36 81.8

Total 44 100.0

Duration of 
menopause (years)

Frequency (n=36) Percentage (%)

1 – 5 24 66.7

6 – 10 5 13.9

11 – 15 3 8.3

16 – 20 4 11.1

21 – 25 - -

Total 36 100.0

Body	Mass	Index	(kg/m2) Frequency (44) Percentage (%)

Underweight (<18.5) 1 2.3

Normal (18.5 – 24.9) 3 6.8

Overweight (25.0 – 29.9) 22 50.0

Obesity (≥ 30.0) 18 40.9

Total 44 100.0

all the gynecological cancers in our study. This is higher 
than the figures reported in other parts of the country 
such as Ibadan (3.1%),(27) Enugu (4.1 - 8.1%),(15,28) 
Zaria (5.1%),(19) Maiduguri (8.8%),(21) Ebonyi (10.1%)(20) 
and Kano (11.25%). (23) Our study further showed a rise 
in the prevalence and burden of endometrial cancer, as 
suggested by the rising trend in the annual prevalence 
and frequency of the disease. This rise in the trend and 
burden of the disease demands prompt public health 
attention before it reaches epidemic proportions bearing 
in mind that there is no reliable and acceptable screening 
strategy. 
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Advance aged (≥ 55 years), overweight /obesity, 
hypertension, late menopause, diabetes mellitus and 
family history of endometrial cancer were the identified 
risk factors for endometrial cancer in our study. Others 
such as nulliparity, early menarche, infertility, anovulation, 
polycystic ovarian syndrome (PCOS), unopposed 
oestrogen therapy, use of tamoxifen, personal and family 
history of breast cancer, family history of colorectal 
cancer and presence of oestrogen secreting tumour 
were conspicuously absent in women with endometrial 
cancer in our study. Though these factors have been well 
documented in the literature (2,3,11,12,18,29) as risk factors for 
endometrial cancer, the strength of their association with 
the disease varies from one another. Studies have shown 
that overweight and obesity have a strong association with 
endometrial cancer. (3,12,30,31) It is therefore not surprising 
that overweight and obesity were the most common risk 
factors for endometrial cancer in our study with more than 
90% of the women being overweight or obese. Similarly, 
more than 90% of the women with endometrial cancer 
were ≥ 50 years old, with mean age of 62.2 ± 5.5 years. 
This is consistent with finding in a study that showed that 
majority of the cases of endometrial cancer are diagnosed 
after 50 years of age.(12) The mean age observed in our 
study was similar to that observed in US,(12,18) UK(11) and 

Kano, Nigeria(23) but higher than that observed in other 
parts of Nigeria such as Zaria (54 years),(19) Enugu (56 
years)(15) and in other countries such as Ghana (56 
years),(13) Gabon (58.8 years),(14) and India (59 years).(32) 
Similar to the findings in our study, endometrial cancer is 
a disease that occurs commonly in the post-menopausal 
period. Approximately eight out of every ten women with 
endometrial cancer in our study were post-menopausal, 
with only 18% of the women being pre-menopausal. 
This is congruent to findings in other studies where 
approximately 20% of women diagnosed with the disease 
were pre-menopausal, (3,14,18,32) but however contrary to 
findings in Zaria, Nigeria where 33% of the women were 
pre-menopausal. (19)

Parity is a well-known factor that significantly 
influences the risk of endometrial cancer. The presence 
of nulliparity has been well documented in the literature 
as a major risk factor for the development of endometrial 
cancer and it is said to be associated with a 3 fold increase 
in the risk of the disease.(2) Likewise, the chances of 
parous women developing endometrial cancer have been 
shown to be up to 40% lower compared with nulliparous 
women. (31,33) This is not consistent with the findings in 
our study where majority of the women with endometrial 
cancer were grand multiparous women and none was 
nulliparous. Similar pattern of high parity has been 
observed in several other studies in Nigeria, (15,19,20,22,28) 
and Ghana. (13) This is in contrast to findings in high 
income countries where women with endometrial cancer 
are predominantly nulliparous, with multiparity being a 
protective factor. (2,3,11,18,31,33)

The symptoms of endometrial cancer seen in this 
study are consistent with those documented in the 
literature (3,11,12,15,19,27) The most common symptoms 
reported by women with endometrial cancer in our study 
are abnormal vaginal bleeding occurring mainly in the 
post-menopausal period and vaginal discharge. This 
pattern of presentation is comparable to findings in other 
studies. (3,12,18,25)

Congruent to findings in our study, most women with 
endometrial cancer commonly present in the early stage of 
the disease.(3,11-14,18,19) However, the proportion of women 
with early stage disease (stage 1 & 2) was lower in our 
study compared with findings in developed countries(3,18) 
Less than half (45.5%) of all the cases of endometrial 
cancer were stage 1 disease compared to 72% - 80% 
reported in developed countries.(11,18) This may probably be 
due to better health awareness and good health seeking 
behavior among women in the developed nations which 
may prompt early presentation to the hospital. In addition, 
the fact that black women are known to have a relatively 
more aggressive type of endometrial cancer compared 

Table 5: Histological subtypes and 
classification of endometrial cancer.

Histological type Frequency 
(n = 44)

Percentage 
(%)

Endometroid 
adenocarcinoma

30 68.2

Serous papillary 
adenocarcinoma

9 20.5

Clear cell 
adenocarcinoma

2 4.4

Squamous cell 
carcinoma

1 2.3

Mixed carcinoma 1 2.3

Undifferentiated 
carcinoma

1 2.3

Total 44 100.0

Classification Frequency 
(n = 44)

Percentage (%)

Type 1 Endometrial 
cancer

30 68.2

Type 2 Endometrial 
cancer

14 31.8

Total 44 100.0



58

Endometrial cancer in Lagos, Nigeria, Adeyemi Adebola Okunowo, et. al.

to non-black women could also explain the relatively 
lower proportion of early stage disease observed in our 
study. (12,34,35)

Endometroid adenocarcinoma is known to be 
the most common histological type of endometrial 
cancer among women.(2,18) This histological subtype 
is responsible for 68.2% of the endometrial cancers in 
Lagos, Nigeria compared to 80% observed in India(32) 
and up to 90% reported in the developed nations.(11,34) 
This is in keeping with the report of low prevalence of 
endometroid endometrial cancer and higher prevalence 
of non – endometroid endometrial cancers among black 
women.(18,35,36)Our study showed that type 2 endometrial 
cancers accounted for approximately one–third (31.8%) 
of all the endometrial cancers in Lagos, Nigeria. This is 
in contrast to findings in high income countries where 
type 2 endometrial cancers represent only 6% - 20% 
of all endometrial cancers.(2,34,37) The most common 
forms of type 2 endometrial cancers are usually serous 
papillary and clear cell adenocarcinomas,(2,11,18) and this is 
consistent with findings in our study; with serous papillary 
adenocarcinoma accounting for almost two-third of all 
the type 2 cancers. These cancers are very aggressive, 
metastasize early, usually present in higher stage of 
disease and have poor survival rate. (3,11,37) It is therefore 
not surprising that 8 out of every 10 women with type 2 
endometrial cancer in our study presented with advanced 
stage disease.

One of the limitations of the study is the inability to 
retrieve all the case notes for full data analysis. This is 
a common limitation of retrospective studies in our 
environment which is not within the control of the 
researcher. The is a hospital-based study and as a result 
may not reflect the true burden of endometrial cancer 
in the population. However, it gives a relatively good 
representation of the disease condition in the environment, 
as the hospital serves as the main referral centre for all 
cancer related cases in Lagos state, irrespective of the 
stage of the diseases. Furthermore, the study, being a 
descriptive study did not examine the factors associated 
with endometrial cancer. Further studies will be required 
to investigate this research area.

Conclusion
Lagos, Nigeria has a relatively high burden of 

endometrial cancer in the country, with a rising trend in 
the prevalence of the disease. The disease is common 
among elderly women, who are overweight or obese, 
post-menopausal and grand multiparous; with majority 
presenting with postmenopausal bleeding in early stage of 
the disease. Type 1 endometrial cancer with endometroid 
adenocarcinoma histological subtype accounts for two-

third of all endometrial cancer cases while serous papillary 
adenocarcinoma accounts for approximately two-third of 
all the type 2 endometrial cancers. 

There is need to create public awareness about the 
risk factors of the disease due to the rising trend of the 
disease in our environment. More research on endometrial 
cancer is also needed in order to fully understand the 
unique epidemiology of the disease in the region. This will 
assist in curtailing the rising trend of the disease, bearing 
in mind the absence of any reliable and acceptable 
screening strategies.
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