STROBE Statement—checklist of items that should be included in reports of observational studies

	[bookmark: bold1][bookmark: italic1][bookmark: bold2][bookmark: italic2][bookmark: bold3][bookmark: italic3][bookmark: bold4][bookmark: italic4][bookmark: italic5]
	Item No.
	Recommendation
	Page 
No.
	Relevant text from manuscript

	[bookmark: bold5][bookmark: italic6]Title and abstract
	1
	(a) Indicate the study’s design with a commonly used term in the title or the abstract
	1–2
	Title: “…A Five-Year Retrospective Study in Addis Ababa, Ethiopia”. Abstract (Methods): “This retrospective cross-sectional study included 239 patients who underwent TURP or TVP for presumed BPH…”

	[bookmark: bold6][bookmark: italic7]
	
	(b) Provide in the abstract an informative and balanced summary of what was done and what was found
	2
	Structured abstract (Background, Methods, Results, Conclusions): design, setting, period, n = 239, IPC 23/239 (9.6%), AORs with 95% CIs, AUC 0.838, and management findings.

	[bookmark: bold7][bookmark: italic8]Introduction
	

	[bookmark: bold8][bookmark: italic9][bookmark: bold9][bookmark: italic10]Background/rationale
	2
	Explain the scientific background and rationale for the investigation being reported
	4
	Introduction: IPC is cancer found unexpectedly on histopathology after BPH surgery; “Data on IPC from sub-Saharan Africa remain limited to a single comparable report, from Somalia (9); no data exist from Ethiopia.”

	[bookmark: bold10][bookmark: italic11]Objectives
	3
	State specific objectives, including any prespecified hypotheses
	4
	“This study aimed to determine the prevalence of IPC… to identify factors independently associated with IPC, and to describe the clinicopathological characteristics and management of the incidentally diagnosed cases.” (No formal hypotheses stated.)

	[bookmark: bold11][bookmark: italic12]Methods
	

	[bookmark: bold12][bookmark: italic13]Study design
	4
	Present key elements of study design early in the paper
	5
	Methods, Study design: “institution-based, retrospective, single-center, cross-sectional study” of men undergoing TURP or TVP for presumed BPH; outcome = IPC (yes/no).

	[bookmark: bold13][bookmark: italic14]Setting
	5
	Describe the setting, locations, and relevant dates, including periods of recruitment, exposure, follow-up, and data collection
	5
	Setting: MCM Comprehensive Specialized Hospital, Addis Ababa, Ethiopia. Patients operated between January 2021 and December 2025; data abstracted retrospectively from medical records and histopathology reports.

	Participants
	6
	(a) Cohort study—Give the eligibility criteria, and the sources and methods of selection of participants. Describe methods of follow-up
Case-control study—Give the eligibility criteria, and the sources and methods of case ascertainment and control selection. Give the rationale for the choice of cases and controls
Cross-sectional study—Give the eligibility criteria, and the sources and methods of selection of participants
	5
	Participants: male patients who had TURP or TVP for presumed BPH with an available histopathology report. Excluded: known prostate cancer before surgery, or incomplete medical/histopathology records. Source: operating-room registry logbooks (n = 423); 184 excluded; 239 analysed.

	[bookmark: bold14][bookmark: italic15]
	
	(b) Cohort study—For matched studies, give matching criteria and number of exposed and unexposed
Case-control study—For matched studies, give matching criteria and the number of controls per case
	N/A
	Not applicable (cross-sectional, unmatched).

	[bookmark: bold16][bookmark: italic17]Variables
	7
	Clearly define all outcomes, exposures, predictors, potential confounders, and effect modifiers. Give diagnostic criteria, if applicable
	5–7
	Outcome: IPC = prostate cancer unexpectedly found on histopathology of tissue from surgery for presumed BPH (binary). ISUP Grade Group recorded as low (1), intermediate (2–3), high (4–5). Predictors listed (age, BMI, smoking, PSA, PSA density, prostate volume, DRE, diabetes, hypertension, cardiac disease, UTI, hydronephrosis, AKI, surgery type). Operational definitions (KDIGO AKI, hypertension, diabetes, hydronephrosis, prostate volume) on p7.

	[bookmark: bold17][bookmark: italic18][bookmark: bold18][bookmark: italic19]Data sources/ measurement
	[bookmark: bold19]8*
	 For each variable of interest, give sources of data and details of methods of assessment (measurement). Describe comparability of assessment methods if there is more than one group
	5, 7
	Data sources: clinical records and pathology reports reviewed using a structured, pretested abstraction checklist. All resected tissue (TURP chips or TVP specimen) was sent for histopathology; reports issued by certified pathologists at the study institute. Prostate volume by transabdominal ultrasound (ellipsoid formula); hydronephrosis by preoperative ultrasonography.

	[bookmark: bold20][bookmark: italic20]Bias
	9
	Describe any efforts to address potential sources of bias
	5–6
	Data Quality Control: pretested checklist, standardised coding, trained data collectors/supervisors, checks for completeness/consistency against original records. Census sampling (all eligible patients included). Model restricted to four variables to limit overfitting.

	[bookmark: bold21][bookmark: italic21]Study size
	10
	Explain how the study size was arrived at
	6
	Sample size: “No sample size calculation was performed. All patients who met the eligibility criteria… were included (census sampling), yielding 239 patients, of whom 23 had IPC.” EPV = 5.75.


[bookmark: bold22][bookmark: italic22]Continued on next page 

	[bookmark: bold23][bookmark: italic23]Quantitative variables
	11
	Explain how quantitative variables were handled in the analyses. If applicable, describe which groupings were chosen and why
	6–7
	Age per 10-year increase and PSA per 1 ng/mL in regression; normally distributed variables as mean ± SD, skewed as median (IQR). PSA categories (<4, 4–10, >10 ng/mL), age groups, PSA density cut-off (>0.15) and PSA thresholds in ROC analysis (optimal PSA cut-off by Youden index).

	[bookmark: italic24][bookmark: italic25]Statistical methods
	12
	(a) Describe all statistical methods, including those used to control for confounding
	6–7
	SPSS v27 and Python 3.12. t-test/Welch, Mann–Whitney U, chi-square/Fisher, Spearman. Univariable then multivariable logistic regression (age, PSA, hydronephrosis, diabetes; selected by p < 0.25 and clinical relevance); VIF for collinearity; Omnibus, Hosmer–Lemeshow, Nagelkerke R², ROC/AUC.

	[bookmark: bold24][bookmark: italic26]
	
	(b) Describe any methods used to examine subgroups and interactions
	6, 10
	No formal subgroup or interaction analyses described. IPC prevalence compared by procedure (TURP vs TVP); ROC analyses for individual predictors.

	[bookmark: bold25][bookmark: italic27]
	
	(c) Explain how missing data were addressed
	5–6
	Patients with incomplete medical/histopathology records were excluded (complete-case). “Discrepancies and missing information… were checked against the original medical records and histopathology reports where available.”

	[bookmark: bold26][bookmark: italic28]
	
	(d) Cohort study—If applicable, explain how loss to follow-up was addressed
Case-control study—If applicable, explain how matching of cases and controls was addressed
Cross-sectional study—If applicable, describe analytical methods taking account of sampling strategy
	6
	Census of all eligible patients; no sampling strategy or weights used, so no adjustment for sampling design was needed.

	[bookmark: bold27][bookmark: italic29]
	
	(e) Describe any sensitivity analyses
	7
	Two sensitivity analyses: (1) excluding influential observations (Cook’s distance, leverage, studentized residuals); (2) replacing raw PSA with natural-log PSA.

	Results

	[bookmark: bold29][bookmark: italic31]Participants
	[bookmark: bold30]13*
	(a) Report numbers of individuals at each stage of study—eg numbers potentially eligible, examined for eligibility, confirmed eligible, included in the study, completing follow-up, and analysed
	5, 8
	423 patients screened from operating-room logbooks; 184 excluded; 239 included and analysed (23 IPC, 216 benign).

	[bookmark: bold31][bookmark: italic32]
	
	(b) Give reasons for non-participation at each stage
	5, 8
	184 excluded “because of a known diagnosis of prostate cancer before surgery, missing histopathology report, or incomplete medical records” (breakdown by reason not given).

	[bookmark: bold32][bookmark: italic33]
	
	[bookmark: OLE_LINK4](c) Consider use of a flow diagram
	N/A
	No flow diagram provided; participant flow described in text (p5, p8).

	[bookmark: bold33][bookmark: italic34][bookmark: bold34][bookmark: italic35]Descriptive data
	[bookmark: bold35]14*
	(a) Give characteristics of study participants (eg demographic, clinical, social) and information on exposures and potential confounders
	8–10
	Table 1 (age, BMI, smoking, hypertension, diabetes, cardiac disease, indication for surgery) and Table 2 (DRE, PSA category, PSA density, prostate volume, hydronephrosis, AKI), by IPC vs benign. Mean age 66.7 ± 11.0 years.

	[bookmark: bold36][bookmark: italic36]
	
	(b) Indicate number of participants with missing data for each variable of interest
	9–10
	DRE “Not reported” in 196 (82.0%) (Table 2). No per-variable missing-data counts for other variables; records with incomplete data were excluded.

	[bookmark: bold37][bookmark: italic37]
	
	(c) Cohort study—Summarise follow-up time (eg, average and total amount)
	N/A
	Not applicable (cross-sectional).

	[bookmark: bold38][bookmark: italic38]Outcome data
	[bookmark: bold39]15*
	Cohort study—Report numbers of outcome events or summary measures over time
	
	

	
	
	Case-control study—Report numbers in each exposure category, or summary measures of exposure
	
	

	
	
	Cross-sectional study—Report numbers of outcome events or summary measures
	10
	IPC in 23 of 239 patients (9.6%): TURP 13/117 (11.1%), TVP 10/122 (8.2%), p = 0.445 (Figure 1). Pathology and management of IPC cases in Table 3.

	[bookmark: italic40][bookmark: bold41]Main results
	16
	(a) Give unadjusted estimates and, if applicable, confounder-adjusted estimates and their precision (eg, 95% confidence interval). Make clear which confounders were adjusted for and why they were included
	12
	Table 4: crude ORs and adjusted ORs (95% CI). Adjusted for age (per 10 years), PSA, diabetes mellitus, hydronephrosis, chosen by bivariable p < 0.25 and clinical relevance; PSA AOR 1.25 (1.14–1.38), diabetes 5.28 (1.64–16.95), hydronephrosis 3.92 (1.29–11.94).

	[bookmark: italic41][bookmark: bold42]
	
	(b) Report category boundaries when continuous variables were categorized
	8–10, 15
	Age groups (<50, 50–59, 60–69, 70–79, ≥80); PSA categories (<4, 4–10, >10 ng/mL; ≤4, 4.1–10 in Table 3); ISUP Grade Groups 1, 2–3, 4–5; PSA thresholds >4, >6, >10 ng/mL and PSA density >0.15 (Table 7).

	[bookmark: italic42][bookmark: bold43]
	
	(c) If relevant, consider translating estimates of relative risk into absolute risk for a meaningful time period
	N/A
	Not done; prevalence reported directly (9.6%). PPV/NPV at PSA and PSA-density thresholds in Table 7 (p15–16).


[bookmark: italic43][bookmark: bold44]Continued on next page 

	Other analyses
	17
	Report other analyses done—eg analyses of subgroups and interactions, and sensitivity analyses
	13–17
	Model performance (Table 5), sensitivity analyses (Table 6), ROC/diagnostic performance of PSA and PSA density (Table 7, Figure 2), management by ISUP group (Table 8), Spearman correlations (Table 9).

	[bookmark: italic44][bookmark: bold45]Discussion

	[bookmark: italic45][bookmark: bold46]Key results
	18
	Summarise key results with reference to study objectives
	17
	Discussion, para 1: “IPC was found in 23 (9.6%), and 22 of these 23 (95.7%) were ISUP Grade Group ≥2”; PSA, diabetes and hydronephrosis independently associated; age was not; AUC 0.838.

	[bookmark: italic46][bookmark: bold47]Limitations
	19
	Discuss limitations of the study, taking into account sources of potential bias or imprecision. Discuss both direction and magnitude of any potential bias
	19–20
	Limitations: single-center retrospective design, few events (n = 23; EPV 5.75, wide CIs), no consistent staging data, management based on chart documentation, no long-term follow-up; T1a/T1b and Gleason patterns not consistently reported.

	[bookmark: italic47][bookmark: bold48]Interpretation
	20
	Give a cautious overall interpretation of results considering objectives, limitations, multiplicity of analyses, results from similar studies, and other relevant evidence
	17–20
	Discussion compares findings with Pakistani, Somali, US and meta-analytic data. Diabetes and hydronephrosis findings called “hypothesis-generating”; PSA density conclusion drawn “cautiously”. Conclusion: findings are “hypothesis-generating given the single-center, retrospective design and the small number of events.”

	[bookmark: italic48][bookmark: bold49]Generalisability
	21
	Discuss the generalisability (external validity) of the study results
	18–20
	Single-center design “may limit generalizability to other settings”; results discussed as relevant to “similar resource-limited settings” and compared with other regions.

	[bookmark: italic49][bookmark: bold50]Other information
	

	[bookmark: italic50][bookmark: bold51]Funding
	22
	Give the source of funding and the role of the funders for the present study and, if applicable, for the original study on which the present article is based
	22
	Funding: “The authors received no specific funding or financial support for the research, authorship, or publication of this study.”



*Give information separately for cases and controls in case-control studies and, if applicable, for exposed and unexposed groups in cohort and cross-sectional studies.

Note: An Explanation and Elaboration article discusses each checklist item and gives methodological background and published examples of transparent reporting. The STROBE checklist is best used in conjunction with this article (freely available on the Web sites of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal Medicine at http://www.annals.org/, and Epidemiology at http://www.epidem.com/). Information on the STROBE Initiative is available at www.strobe-statement.org.
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