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Abstract: Prostate cancer (PCa) is a leading cause of mortality in men of African origin. While men of African descent in high- 
income countries (HICs) demonstrate poor prognosis compared to their European counterparts, African men on the African continent, 
particularly Southern Africa have shown even higher PCa mortality rates. Extrinsic factors such as the socioeconomic status, education 
level, income level, geographic location and race contribute to PCa patient outcome. These are further deepened by the African norms 
which are highly esteemed and may have detrimental effects on PCa patients’ health. Insights into African cultures and social 
constructs have been identified as key elements towards improving men’s health care seeking behaviour which will in turn improve 
PCa patients’ outcome. Compared to Southern Africa, the Eastern, Western and Central African regions have lower PCa incidence 
rates but higher mortality rates. The availability of cancer medical equipment has also been reported to be disproportionate in Africa, 
with most cancer resources in Northern and Southern Africa. Even within Southern Africa, cancer management resources are unevenly 
available where one country must access PCa specialised care in the neighbouring countries. While PCa seems to be better managed in 
HICs, steps towards effective PCa management are urgently needed in Africa, as this continent represents a significant portion of low– 
middle-income countries (LMICs). Replacing African men in Africa with African American men may not optimally resolve PCa 
challenges in Africa. Adopting western PCa management practices can be optimised by integrating improved core-African norms. The 
aim of this review is to discuss PCa disparities in Africa, deliberate on the significance of integrating African norms around 
masculinity and discuss challenges and opportunities towards effective PCa care in Africa, particularly in Southern Africa. 
Keywords: prostate cancer, PCa, Africa, disparities, low–middle-income countries, high-income countries, masculinity, African 
norms

Introduction
The number of new prostate cancer (PCa) cases in Southern Africa has been reported to have increased by 60% between 2002 and 
2018. Although Northern and Southern Africa seem to have high PCa prevalence, the Eastern, Western and Central African 
regions have been reported to have higher PCa mortality rates.1 The availability of health care resources and medical devices play 
a significant role in these reported discrepancies. According to the World Bank, Africans’ life expectancy has been growing more 
than the global rate. This is evidenced by the increased life expectancy of the Kwa-Zulu Natal Province in South Africa, from 49 to 
60 years. This province was previously hard-struck by the Human Immunodeficiency Virus/Acquired Immunodeficiency 
Syndrome (HIV/AIDS) pandemic.2 While the AIDS defining cancers (ADCs) have been recorded to be decreasing in Africa, 
the non-AIDS defining cancers (NADCs) such as PCa have been reported to be on the rise, revealing HIV/AIDS and cancer as 
colliding pandemics and as public health burdens in Southern Africa. Rebbeck et al demonstrated that African American men 
were reluctant and less likely to seek PCa treatment, compared to European American men.3 This is one of the significant external 
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contributing factors that warrants prudent actions to redress it. This reluctance is coupled with other factors such as lack of health 
insurance, financial barriers, low education levels, disadvantaged socioeconomic backgrounds and men’s overall poor health 
seeking behavior.1,3

It has become evident that high-income countries’ (HICs) PCa management practices may not necessarily be applicable or 
beneficial to LMICs such as African countries. Cancer research in Africa has not been adequately prioritized as compared to 
communicable diseases, despite the high incidence and mortality rates. This lack of prioritization may be attributed to a lack of 
awareness, a lack of adequate preventative strategies, delayed diagnosis, transforming to westernized lifestyle and increased 
life expectancies. It was observed in a study by Hamdi et al that the Southern and Northern African regions had similar patterns 
of cancer incidences and mortality rates.1 While breast, liver and bladder cancer were recorded to be the most prevalent in 
Northern Africa, prostate, lung and colorectal cancers were recorded to be predominant in Southern Africa. Additionally, both 
prostate and cervical cancers’ mortality rates have been reported to have increased in Southern Africa. It has also been revealed 
that the African continent has a shortage of cancer research resources, medical equipment and epidemiological expertise.1 

Although it cannot be ignored that risk factors may be interrelated, it was also highlighted that focusing on specific risk factors 
for specific cancers may be a better preventative and therapeutic approach for the continent. Furthermore, integrating African 
norms towards improved healthcare practices is largely unelucidated. This review will focus on PCa disparities in Africa, 
deliberate on the significance of integrating African norms around masculinity and discuss challenges and opportunities 
towards effective PCa care in Africa.

Global PCa Epidemiology: HICs Vs LMICs
Worldwide, 1,414,259 PCa cases were recorded in 2020 with a worldwide ASR of 36.0 per 100,000 people. There were also 
an estimated 375 304 deaths related to PCa recorded in 2020. The regions with the highest incidence of PCa include 
Southern Africa (65.9), Australia and New Zealand (75.8), the Caribbean (75.8), North America (73) and South America 
(62.5) and Western Europe (77.6) and Northern Europe (83.4). The Northern and Western European regions have the 
highest incidence rates. However, these regions also have very low mortality rates as does the North American region. 
Australia and New Zealand have slightly higher mortality rates but it is still low compared to the incidence rates of PCa in 
that region. The remaining high incidence areas, South America, the Caribbean and Southern Africa, all have higher 
mortality rates with the Caribbean region having the highest mortality rates of all these regions. This region also has the 
highest mortality rate of any geographical region. With reference to the African continent, Southern Africa has the highest 
incidence of PCa but not the highest mortality rate of all the African regions with Middle Africa having the highest mortality 
rate of any African region. Both Western and Eastern Africa have lower incidence rates than Southern Africa but have 
comparatively high mortality rates. Northern Africa on the other hand has low incidence and mortality rates. The Pacific 
Island regions of Melanesia, Polynesia and Micronesia all have relatively high incidence rates (Figure 1).4

Factors Contributing to PCa in Africa
Increased Risk of PCa in the African Population
Several factors have been identified to contribute to PCa. It has been reported that specific factors such as diversity, 
ethnicity and population origin may influence cancer prevalence, drug response, molecular pathways, survival and 
treatment outcome.1,5 This is exacerbated by the underrepresentation of African populations in most genomic and 
epidemiologic studies and the underrepresentation of African men with PCa in such studies is no exception.6,7 It is 
undeniable that a significant portion of resources have been invested in the fight against communicable diseases, and this 
further broadens the cancer research gap between Africa and HICs.1 Notably, cancers affecting women’s health seems to 
have better advocacy accompanied by the channeled resources, compared to men’s cancer health in Africa. PCa can thus 
be used as a good model to address cancer health disparities within the African continent itself, and to study the specific 
risk factors, epidemiology and genomic components specific to African populations compared to European populations. 
PCa genomic disparities and lack of targeted therapies in LMICs have been reviewed by Marima et al, while precision 
oncology opportunities towards PCa management in LMICs have been reviewed by Marima et al.6,8

Africa also reports a higher percentage of PCa cases in young patients and more aggressive form of the disease compared 
to the HICs.9 In Africa, three major risk factors have been identified to play a significant role in cancer incidence rates: 
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Figure 1 Global PCa prevalence for the year 2020. (A) Age-standardized rate (ASR) (per 100,000 men) for PCa incidence. (B) ASR for mortality. (C) Incidence and 
mortality rates based on geographical location. HICs have high incidence rates (IR) but lower mortality rates (MR), compared to LMICs with relatively lower IR but high MR. 
Reproduced from World Health Organization. Global cancer observatory: cancer Today; 2014. Available from: https://gco.iarc.fr.4
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population genomics, environmental factors and infectious agents. Environmental exposures such as the continued use of 
dichloro-diphenyl-trichloroethane (DDT) have also been reported to increase PCa risk in the South African VhaVenda 
population. DDT has potential carcinogenic effects and has been banned in most countries.6,10 It has been reported that PCa, 
together with breast and colon, are the most predominant cancers in Southern Africa and Northern Africa, and this trend is 
like the Western countries. Contrarily, cancers with a viral etiology are most dominant in other parts of Africa such as 
Eastern, Western and Central Africa. Despite various reports on PCa linked genetic loci, little representation of African 
genomes in PCa genomic studies needs urgent counteraction by primarily building trust with the PCa research community, 
appropriate awareness and education as well as the acknowledgement of the masculine territory.

Socio-Economic Status and Health Care Resources
Human Development Index (HDI) is one of the factors affecting PCa patterns. HDI can be defined as the summary 
measure of achievement in fundamental areas of human development. These include education levels, socioeconomic 
status and a long and healthy life. Generally, HICs have higher HDIs compared to the LMICs. Hamdi et al measured the 
association between HDI and PCa incidence and mortality rates. This group reported an inverse relationship between 
HDI and PCa mortality, even though PCa incidence rates were still high in HDI countries.1 This pattern was reported to 
be similar in Northern and the Southern Africa. In Africa, Southern Africa (South Africa in particular) and Northern 
Africa have the highest HDIs, compared to Eastern, Western and Central Africa. Southern Africa has the highest PCa 
incidence and mortality rates. Unlike the LMICs with high HDIs, HICs have high PCa incidence rates but low mortality 
rates. South Africa is an upper middle-income country with high PCa incidence and mortality rates. PCa mortality rates 
significantly decline with increasing HDI, correlating with early detection and a broad spectrum of available therapeutic 
options. As a low HDI continent, PCa incidence rates in Africa often go undiagnosed and unreported. Thus, with 
improved PCa diagnostic equipment in Africa, it is likely to have increased PCa incidence rates.

While for many decades esophageal cancer was the most prevalent cancer in South African men, PCa is currently the 
most common cancer in South African men, across all nine provinces. One of the most identified key areas in the 
underreporting of PCa cases may be due to the primary reliance on the pathology-based cancer registries, as radiologi
cally and clinically diagnosed PCa cases may go unreported.11,12 In Eswatini, a Southern African country, costs towards 
PCa management are devastating. Radiation therapy is not available in Eswatini and as a result the Eswatini government 
is compelled to refer PCa patients to South African private hospitals. Surgical procedures such as the transurethral 
resection of prostate (TURP) or bladder (TURB) can be performed in Eswatini. Additionally, chemotherapy is also 
available locally in Eswatini through either public or private healthcare. It was however revealed that most PCa patients 
from Eswatini were also receiving chemotherapy from South Africa. It has been reported that the total annual cost to 
Eswatini due to PCa was about $6 million. The direct costs for patients’ radiotherapy, chemotherapy and non-medical 
costs such as transport and accommodation were excessive. Indirect costs such as sick leave and premature mortality all 
resulted in a productive loss that also contributed to these overall costs. These devastating effects warrant urgent action 
by the government, policy makers and all stakeholders to reduce the PCa burden by amending therapeutic procedures. 
This also highlights the need for innovative strategies to optimize the limited resources for improved health care services 
and directly alleviate the economic constraints. While Southern Africa has the highest PCa prevalence, the availability of 
multimodal PCa treatment in various African countries is key to the effective management of this disease.13

Availability of Specific Medical Devices for Cancer Care in Africa
Data regarding the distribution of medical devices was extracted from the Global Health Observatory 2014. The following 
data describes the number of cancer medical devices in African health care facilities per 1000,000. These include 
mammographs, radiotherapy units, computed tomography (CT), gamma camera units, magnetic resonance imaging (MRI) 
and positron emission tomography (PET). Figure 2 refers to the availability of different cancer medical devices per region in 
Africa. It has also been reported that oncologists in Africa have a significantly greater amount of clinical work and lower job 
satisfaction than their counterparts in various parts of the world. This may in part be attributed to limited medical devices and 
a higher doctor: patient ratio. For example, it was reported that African oncologists have about a median number of 325 
annual consults (which include PCa cases) compared to the 175 in other developed countries. Furthermore, while HICs 

https://doi.org/10.2147/CMAR.S382903                                                                                                                                                                                                                               

DovePress                                                                                                                                              

Cancer Management and Research 2022:14 3570

Marima et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


oncologists sub-specialises in cancer care management, African oncologists often must treat and manage a broad spectrum of 
cancers. There are less than adequate available cancer care resources in Africa, including resources for managing PCa.14,15

Differences in Screening and Diagnosis Practices Between LMICs and HICs
Healthcare costs are a contributing factor in the incidence and mortality rates of cancers. In a study by Ebell, Thai and Royalty,16 

cancer screening recommendations in HICs were compared. They highlighted that due to better resources, HICs have 
implemented vast cancer screening programs. However, with PCa, in particular, there is a greater variation in screening 
recommendations within these HICs. If this is the case only within HICs, how much greater variation exists between HICs 

Figure 2 Medical devices available across the globe for cancer care treatment-Global Health Observatory 2014. These include (A) Mammography units per million females 
aged between 50 and 69 years old. 2014. (B) Radiotherapy units per million population. (C) Computed tomography (CT) units per million population. (D) Gamma camera 
units per million population. (E) Magnetic resonance imaging (MRI) units per million population. (F) Positron emission tomography (PET) units per million population. Data 
from Global Health Observatory.4
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and LMICs. In HICs such as Canada, the United States and Australia, the introduction of PSA testing resulted in the rapid 
increase of PCa incidence between the late 1980s and early 1990s.17 The late 2000s saw a decrease in incidence rates which was 
most likely due to the decrease of PSA testing17 as changes to the screening recommendations occurred.18 An opposing trend was 
seen in LMICs such as Kenya, Zimbabwe and Mozambique. The increasing PCa incidence rates were seen during and after the 
mid-1990s till 2018 and this is thought to be due to improving healthcare systems and thus more PSA tests.19 This trend of 
incidence rates across HICs and LMICs is linked to availability of screening and adequate treatment options which is directly 
associated with resource availability.20 In some LMICs, the economic burden of PCa cannot be accurately determined due to 
insufficient evidence associated with resources inaccessibility and shortage.13 In these countries, knowledge on PCa, the 
availability of screening and diagnostic tools, and the funds for these are also limited. This may explain the high mortality 
rates in LMICs as the cancer is not detected and treated early.

Men of African ancestry have been shown to be more predisposed to developing PCa.21 Unfortunately, many of these 
men reside in countries that are considered to be LMICs. Considering that they have an increased risk as well as poor 
availability of resources for the screening and diagnosis of PCa, they are at an even greater disadvantage than those in 
HICs with less risk of developing PCa and greater access to medical care.

Global debates around PSA testing are ongoing regarding PSA threshold for biopsy, potential harm to patients, the concepts 
of over-diagnosis and overtreatment. For example, the broad adoption of the 4ng/mL PSA threshold has led to significant 
tumours being missed while also alarmingly instigating attention on the benign conditions over urgent and serious ones.22,23 It 
has been reported that normal PSA levels are below 4ng/mL with data showing 0.9 ng/mL for men in their 40s and 50s, while 
more than 1 ng/mL PSA levels would still identify aggressive cancers that may otherwise go undetected.24,25 Thus, the standard 
4ng/mL PSA threshold does not cater for high-risk patients that may benefit from the test. For instance, a 3.6 ng/mL PSA level in 
a 78-year-old and a 41-year-old may not yield optimal outcomes for each of these individual patients without proper assessment. 
Such debates have led to the development of age-specific PSA thresholds for PCa testing, to aid in the identification of men at 
high risk of developing PCa. Health and social care bodies such as England’s National Institute of Clinical Excellence (NICE) has 
revised guidelines on specific age group PSA thresholds. The age-specific PSA thresholds are as follows: 3ng/mL for 50–59 
years; 4ng/mL for 60–70 years and 5ng/mL for 70 years and older.26,27

PCa Treatment
Non-communicable diseases (NCDs) such as cancer, including PCa have been identified as a major challenge to sustainable 
development. Cancer prevention and management to prevent premature mortality and loss of productive years of life is an urgent 
matter in Africa as this will alleviate the devastating socioeconomic burden and move towards sustainable development. In 
addition to early detection, correct diagnosis and multimodal cancer treatment, the World Health Organization (WHO) identifies 
palliative care as an additional key principle for effective cancer control in LMICs. Palliative care improves quality of life of 
cancer patients including PCa patients and their families. It has been recognized that palliative care considers and approaches 
cancer patients as holistic beings, with health, medical physiological, social and cultural needs. It has been reported that about 
40 million people globally need palliative care, and 32 million reside in LMICs. Palliative care holds the promise of serving as 
a bridge between Western practices and African norms towards effective PCa management.28

PCa patients go through different pathways of treatment. These include hormone therapy (androgen deprivation therapy 
(ADT)), surgery (prostatectomy), radiation therapy (internal radiation or external beam radiation therapy), active surveillance and 
watchful waiting.29 The difference between active surveillance (AS) and watchful waiting (WW) is that AS extends PCa life 
expectancy as it involves serial PCa testing for disease progression, thus offering selective delayed treatment with a curative 
intent.30 The androgen hormone plays a significant role in prostate gland growth and prostate tumourigenesis.31 Androgen 
signaling has therefore remained the cornerstone of PCa treatment.32 These treatment interventions against androgen signaling 
include the direct targeting of the androgens (ligand), or the androgen receptor (AR), or the androgen/AR signaling regulatory 
mechanisms.33–35 Substantial efforts directly targeting the constitutively expressed AR signaling components are being made, as 
this is the key driver of castration resistance cells that lead to advanced PCa. Numerous studies have reported on compensating 
pathways to AR signaling in castration-resistant cells. Furthermore, the upregulated human epidermal growth factor receptor 2 
(HER2/neu) pathway and insulin growth factor 1 (IGF-1) pathway have been reported to activate AR signaling, while the MAPK 
pathway plays a role in the overexpression of PSA under androgen depravation.36,37 IL-6 expression in castration-resistant cells 
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has also been reported.37,38 Various other findings reported decreased protein phosphatase 2 (PP2A) signaling, overexpression of 
MYB oncogenic transcription factor, estrogen and glucocorticoid signaling in AR-independent conditions.39–46

Barriers and Opportunities to PCa Care in Africa
Distinguishing between clinically insignificant and significant PCa remains challenging, with the existing diagnostic tests limited 
by false negatives or false positives. The African populations represent some of the most genetically and culturally diverse 
globally.47 Significant efforts still need to be done in Africa to appreciate the seriousness of PCa in men, to reach the same level of 
knowledge as that of women’s cancers, breast and cervical, that have been attained through high levels of funding.

In South Africa, efforts have been made to have men of African origin undergo PSA testing from 40 years, as it has been 
recommended by the PCa foundation of South Africa.10 Despite efforts to promote early screening, it has been reported that most 
PCa cases in Africa and South Africa remain undiagnosed and therefore unreported. It has also been reported that access to 
standard PCa treatment for Southern Africa men is a problem.48 Poor PCa prognosis also remains a challenge in African men.49,50

While most PCa patients access health care through the public health system in South Africa, the order in which PCa patients 
eventually are referred to, through the public health system is multilayered with multiple referral levels before the patient can make 
the first visit to the oncologist. This involves point of contact or the primary healthcare center which usually is the local clinic, then 
the district hospital followed by the regional hospital and eventually the tertiary hospital with oncology facilities, Figure 3.51,52 

This may partly be attributed to the already burdened public health system, while most African countries do not even have 
adequate oncology facilities to ultimately meet the needs of PCa patients. Nigeria also uses a similar referral system to South 
Africa. In Nigeria, the National Development Plans (NDP) fragmented public health care services into three levels of care, 
primary, secondary and tertiary. These levels reflect the three-step hierarchy of government, which are, Local, State and Federal 
governments.53 The shortage of specialist urologists and oncologists is acute in Africa.47 This is further exacerbated by the 
centralisation of oncology facilities to the big urban cities, compelling PCa patients from rural areas to incur unnecessary costs for 
transport and accommodation.51,52 This is worsened if such patients get to be admitted in the urban areas’ hospital, as their families 
are mostly unable to visit them during their hospital stay. This creates unfavourable psychological conditions that black patients 
battle with in conjunction with their physical health status.

Primary 
healthcare 

District Hospital

Local Clinic

Regional 
Hospital

Secondary
healthcare

Provincial
Tertiary
Hospital

Receives referrals from regional hospitals.
Staffed by specialists and generalists. Offers 
more specialist services including oncology. 
These include chronic psychiatric and TB 

Tertiary 
healthcare
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Hospital cannot help they will refer to the 
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clinics. Diagnostics, counselling, 
surgery, specialist services, 
medicine. If the District 
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Regional Hospital.

Immunisation, family planning, 
anti-natal care, treatment of 
common diseases, treatment 
and management of certain 
chronic diseases. If the clinic 
cannot assist, they will refer 
the patient to a District 
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Figure 3 Referral hierarchy of PCa patients in South African public health care system. Patients commence at primary level, followed by subsequent multiple levels before 
their first oncology visit at the tertiary public hospital. Data from these studies.51,52
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In South Africa, black patients particularly from disadvantaged backgrounds have been reported to desire more information 
regarding their prostate cancer status in health care facilities. It has been thus reported that language and communication barriers 
leave such patients with unanswered questions such as the implications of having prostate cancer (particularly as African men), 
severity of the disease, treatment options available, follow-up procedures, tests and appointments. The lack of adequate 
community education to address the misconceptions about cancer is also another barrier. Part of this fragmented communication 
is the South African healthcare workers using questionnaires from developed countries in local South African settings with most 
of these patients coming from disadvantaged socio-economic backgrounds.54–59 Furthermore, upholding traditional and cultural 
norms by African men, in particular, impedes effective PCa care management. For instance, such patients have expressed 
concerns of the association between PCa and their manhood. Some patients reject treatment because of erectile dysfunction fears, 
even when their health is deteriorating. Manhood superiority overrides the choice for good health in such settings. The disparity 
between black men seeking PCa health care compared to other races in South Africa is alarming. This warrants significant efforts 
to reach out to these men using various approaches such as religious, physical and cultural. Generally, men respond more poorly 
to healthcare needs than women and this is even more evident in African men. Challenges and solutions to this imbalance are 
discussed in the next section.

Roles of African Norms and Masculinity in PCa Management
The social construction theory plays an integral part in shaping African populations. This theory states that people develop 
knowledge and depend on shared ways of thinking, in a social context driving African populations to develop collaboratively 
rather than individually.60,61 The social construction theory is strongly supported by an African proverb “I am because we are”. 
Therefore, individuals in a society adopt perceptions, beliefs and meanings based on a construct of their existing society.62 In line 
with the social construct theory practices in the African population, peers play a significant role in men’s decision-making to seek 
health care.

Socioeconomic, geographical and education levels play a significant role in men’s response to good health practices. 
However, it has been documented that men in general have poorer health seeking behaviours than women and African men 
are no exception.63,64 In an African context, men are perceived as leaders and heads of families and this is tightly linked to their 
masculinity. These factors are corroborated by healthcare facilities physical accessibility, employment status, cultural beliefs, 
income level and politics. A study conducted in rural parts of the KwaZulu Natal (KZN) province in South Africa demonstrated 
that key health-related behaviors are influenced by dominant masculinity which identifies with social constructs such as excessive 
drinking, drug abuse and practicing unprotected sex. This study identified the lack of education and men’s awareness of their 
health. There is therefore an urgent need to introduce innovative methods that will reach out to both educated and uneducated 
men, regarding their overall health and in particular prostate health. Bridging the gap between men’s behavior and men’s poor 
health seeking practices is key to improving men’s health.64

Another key factor highlighted by this study is that South African local clinics are women-dominated and have potentially 
become unfavourable environment for men. In these clinics, most nurses are females, and females also make up most counselors. 
This is corroborated by the fact that most clinics’ users are females. Furthermore, in most African cultures, it seems demeaning 
for African men to disclose problems, which in this case include sexual/reproductive health problems to women. This is seen as 
a weakness in their own sight, and strongly conflicts with masculinity. As local clinics are the first point of contact for most of 
these men who often present with advanced disease, policy makers could intervene to better advocate for men’s health. Targeting 
communities in which men reside with rigorous PCa education and awareness campaigns may be a good start. This should be 
supported by structural changes in local clinics that will accommodate both males and females in clinics. This will even broaden 
the chances of qualitative studies engaging men and their own health in an African context and this may alleviate the PCa health 
care cost associated with poor prognosis and treatment of advanced disease. Notably, in Africa, there is a lack of qualitative 
studies to underpin poor men’s health seeking behavior. Such studies must include community leaders (men), health care 
workers, cultural, traditional and spiritual leaders and social scientists.

In most communities, African men would rather primarily resort to self-remedy, where men would find their own cure 
following consultation with elderly men as they are considered approachable and trustworthy. Traditional medicine in 
some African countries is still considered the best option, better than Western medicine. African populations believe that 
traditional medicine is readily accessible, affordable, easy to use, trustworthy and provides healing to the holistic being, 
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soul, body and spirit. The scientific discourse around PCa in the African continent should involve the African traditional 
understanding of health, disease and whole human aspect.65 This is often followed by consulting with traditional and 
spiritual leaders, where patients believe that sickness, PCa in this case, is associated with supernatural forces such as 
witchcraft, and therefore do not need the Western approach. Formal health care is often the last resort and usually is taken 
when the disease (PCa) could not be cured by the preceding options and is often at an advanced stage.

Challenges and Limitations
It is evident that in HICs, men of African ancestry have higher PCa incidence and mortality rates. Challenges in Africa include 
demonstrating the precise PCa prevalence in black men compared to other populations. Arguably, if more white men respond to 
PCa screening and testing than black men, then higher incidence rates favor the most tested population. This pattern will also 
affect reported PCa mortality rates in Africa. Figure 4 illustrates the disproportion of PCa incidence in South Africa. While 
incidence rates in white men appear to be higher than black men in South Africa, the reluctance of black men to seeking medical 
advice exacerbates PCa disparities in Africa. Overcoming masculinity barriers in African populations is key to addressing these 
challenges and limitations towards effective PCa care in the African populations. Accurate reporting of population-based PCa 
mortality rates by the African cancer registries would also be beneficial towards unlocking PCa disparities in Africa.

Furthermore, it has been documented that most of the translational cancer research is funded by industry in LMICs including 
African LMICs. This disadvantages the greater public as industry-related questions will primarily be addressed and only the 
privileged will benefit from such initiatives. Additionally, there is a lack of representation of African populations in the global 
clinical trials platform.66 Excessive costs associated with new drug development is another contributing factor to Africa’s 
underrepresentation in clinical trials. The reluctance of African descended populations to participate in medical and clinical 
research in HICs may be due to fear and mistrust founded on unethical treatment and experimentation on Africans by the medical 
research communities.67–80 Excessive alcohol use is also an emerging public health problem, globally and in South Africa. It has 
been reported that globally more than 5% of the cancer cases and deaths are attributed to alcohol.81,82 South Africa has been 
reported as one of the LMICs with excessive alcohol use. Although the scientific evidence lacks between alcohol use and PCa, 
excessive use of alcohol in South African men has been identified as an additional factor to poor health habits.

Despite these problems, advances in PCa management in Africa are embraced by the Human Heredity and Health in Africa 
(H3Africa) initiative. H3Africa has initiated projects such as Genome Wide Association Studies (GWAS) for prostate and breast 
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Figure 4 The South African cancer statistics for 2019 as per the National Cancer Registry (NCR-SA). NCR indicates that South Africa has a very high incidence rate for PCa 
with relatively lower mortality rates in the region. These NCR cancer statistics show that the White and Colored population groups have the highest incidence rates 
compared to the black population.86
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cancers in the African American populations.83,84 Although African American and African populations may share a common 
genetic ancestry, external factors such as environmental and socioeconomic status may contribute to the significant differences in 
the overall PCa theranostics. For example, high-risk PCa genetic loci identified in European men have also been identified in 
African American populations but not in Southern African men.47 The SSA region has established the Men of the African Descent 
Carcinoma of the prostate (MADCaP) Network to share data and address the disparities in PCa management. In addition, the 
African Cancer Registry Network (AFRCN) has been established in SSA. AFRCAN’s mandate is to collate the existing cancer 
registries from SSA and promote the establishment of new ones.85 Furthermore, early PCa diagnosis especially in high-risk 
populations such as African populations is a challenge. The relatively low advocacy for men’s health in Africa compared to 
women’s health also warrants an urgent redress.

Conclusions
PCa in Africa is not just a medical problem, solutions that are inclusive of all stakeholders are key to combating the devastating 
PCa effects, particularly in Southern Africa. A shift in policy making, men’s advocacy campaigns to focus on men’s health is an 
urgent matter. Awareness concerning PCa is needed to de-stigmatize PCa in African communities. Programmes that will focus on 
behavioural change and build from masculine discourse will positively impact on men’s health behaviour and outcomes. 
Integrative research on elucidating how western PCa healthcare practices can be integrated into African cultural and traditional 
practices towards PCa management is warranted. In Africa, factors leading to poor PCA management are interconnected. This 
calls for collaborative efforts to effectively manage this disease, Figure 5.
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Figure 5 Integrated factors influencing PCa management in Africa. PCa disparities exist globally and within the African continent. This is influenced by various factors such as 
poor health seeking behaviour, socio-economic statuses, African norms and values.
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There is an urgent need in Africa to unite governments, policy makers and global organisations. Furthermore, effective and 
electronic data collection and storing can aid in the identification of PCa patterns, providing opportunities for early interventions. 
Like the case of breast and cervical cancers, PCa mortality rates in Africa are also influenced by traditional, cultural and social 
factors that influence cancer screening, diagnosis, willingness/reluctance to seek PCa treatment and response to treatment. 
Indeed, in Africa, effective PCa management goes beyond the health care practitioners and should therefore involve other 
stakeholders such as religious, traditional and cultural leaders, social workers, social scientists and unique communities. Southern 
Africa bears the brunt of this disease, and lessons can be shared across the entire African continent and even beyond on effective 
PCa management, customized for African populations. Therefore, future work should be directed towards an all-round care that 
will include the norms, beliefs and world views of PCa patients.
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