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                                                      ABSTRACT 

Prevalence study of urogenital Schistosomiasis caused by the specie of schistosome called 

Schistosoma haematobiurn in obowo L.G.A of Imo State was conducted between August 

2014 and January,2015. Midstream urine was collected in a sterile specimen container with 

screw cap from 200 persons who consented for the exercise. The specimens were analyzed 

using standard, filtration technique and wet mount methods for examination and 

identification Schistosome. Overall result obtained showed that out of 200 urine specimen 

examined for the presence of the ova of Schistosoma heamatobium, 42,(21.0%) were 

infected. Gender related prevalence showed that males had more infection 26(24.30%) than 

their female counterparts, 16(17.20% ) Age group related result showed that 16-21 age group 

had the highest schistosome infection of 11(29.73%) while the least infected group were age 

group of 34 and above, 5(10.0%). Occupational related prevalence revealed that farmers had 

highest prevalence of l7,(24.64%),while the least infected occupational group were civil 

servants, 4(16.0%) among the three communities surveyed, Dikenta had the highest infection 

130(30.30%) while Urnuada had the least infection of, 4(21.05%) while Umuoshi had the 

least infection of 8(9.76%). The reason for the community variation could be seen as both 

proximity to stream and its usage by individuals and age related. Statistical analysis of the 

data obtained showed that there were significant difference between village, gender, age and 

occupational prevalence, (P>0.005). These findings had supplied base line data on 

Schistosomiasis in the Area and could therefore be of good help to both government and 

individuals in the planning of effective control and intervention programmes for 

Schistosomiasis in the LGA and state. 
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INTRODUCTION 

Schistosomiasis or Bilhaziasis is 

helminthic infection caused by parasitic 

blood fluke trematode (flatworm) of the 

genus Schistosome. Man is naturally faced 

with infections caused by three known 

species of schistosome depending on the 

geographical location and availability of 

the species and its intermediate hosts in 

many tropical and subtropical nations of 

the world, (Anosike, et al., 2002). 

Schistosoma mansonia is an intestinal 

Schistosome that affects the large intestine 

causing intestinal schistosomasis, 

intestinal bilharziasis or Schistosorna 

dysentery. lt is endemic in Middle East as 
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well as South America and the Caribbean 

island. Schistosoma japonicum commonly 

called Oriental blood fluke is also 

intestinal form affecting the small intestine 

causing oriental Schistosomiasis, Katayana 

disease and Yangtze valley fever. Widely 

endemic in Japan, China Sulawesi 

Philippine, Vietnam and Gambia where 

animal reservoir hosts especially domestic 

animals which maintain transmission in 

the absence of human hosts. Schistosoma 

haematobium is endemic in Africa, 

Malagascar, Middle East, South Portugal 

and Indian. In addition to the above 

common species, is the less predominant 

Schistosoma intercalatum that which is 

predominant in Zaire, Gabo and 

Cameroun, (Chessbrough, 2005; Nwoke, 

2009) Schisorniasis mostly affects poor 

and rural communities, particularly 

agricultural and fishing populations. 

Women doing domestic chores in infested 

water, such as washing of clothes, are also 

at risk. 

Inadequate hygiene and contact with 

infected water make children and 

adolescents more vulnerable to infection. 

Migration to urban areas and population 

movements are introducing the disease to 

new areas. Increasing population size and 

the corresponding needs for power and 

water often result in development 

schemes, and environmental modifications 

facilitate transmission. 

With the rise in eco-tourism and travel “off 

the beaten track”, increasing numbers of 

tourists are contracting Schistosomiasis. At 

times, tourists contact severe acute 

infection and unusual problems including 

paralysis. 

Urogenital schistosomiasis is also 

considered to be a risk factor for HIV 

infection, especially in women. 

Among the schistosomiasis infection is the 

urogenital schistosomiasis, caused by the 

digenetic trematode Schistosoma 

haematobium whose intermediate host is 

fresh water snail of the genus Bulinu 

which causes two-third of the infection 

round the globe and has high prevalence 

among the / school aged children and the 

adolescents. These snails release the 

infective stage (cercaria) of the parasite 

into the water bodies and human become 

infected on getting contact with infected 

water, (Gryseels, et al., 2006; Nwoke, 

2009). The species exhibit preference for 

stagnant or slow running waters, pools 

with bottom rich in slit and organic matter, 

(Anosike, 2002; Nwoke, 2014). 

Over 85% schistosomiasis burden is 

encountered in Africa and Nigeria stands 

to be one of the most endemic country in 

the world with an estimated 25.83 million 

infection, (WHO, 2002). 

It is a chronic parasites of great public 

health concern1 in tropical and subtropical 

countries and second only to a aria in 

infestation level and socio-economically, 

devastating tropical parasitic disease 

affecting more than 240 million 

inhabitants of the developing nations, 

(OkoIie,2007). 

More than 600 million people who 

perform daily services related to untreated 

water such as swimming, fishing, Irrigated 

farming, washing and bathing in streams 

and ponds, run the risk of infection with 

schistosomiasis  

heamatobium,(Chessbrough, 2005; 

Nwoke, 2014) It is one of the most 

important human parasitic disease of 

public health importance in both tropical 

and sub-tropical areas ranking second to 

malaria (WHO,2001).As a neglected 

tropical disease, it is one of the six tropical 

infections mapped out by WHO for 

priority attention due to its public health 

concern, and its being second most 

prevalent neglected tropical disease (NTD) 

after Hookworm infection, (Hotez  et al., 

2009). 

Despite the availability of effective drugs, 

the annual death rate of Schistosome 
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heamatobium infection amount to about 

200,000 in sub- Sahara African country 

thus making the parasite one of the most 

lethal World‟s tropical worms.  

Schistosomiasis infections occur in three 

phases, the migratory, acute and chronic 

phases. Migratory phase occur when 

cercariae penetrate the host and migrate 

through the skin causing asymptomatic 

infection which however may cause 

dermatitis (swimmers itch) in sensitized 

patient and occasionally pulmonary lesions 

and pneumonia, (Nwoke, 2009). The acute 

stage which coincides with the first egg 

release is characterized by allergic 

responses such as serum sickness due to 

overwhelming immune complex formation 

resulting in pyrexia fatigue, aches, 

lymphadenopathy, gastrointestinal 

discomfort and eosinophilia. The chronic 

stage occur in response to the cumulative 

deposition of fluke eggs in tissue and the 

host reaction that develop against their 

presence, (Cheersbrough, 2005). 

Clinically, within 24hrs of infection, an 

intense irritation and sick rash called 

swimmers itch occur at the site of the 

penetration of the worm. This is followed 

by rise in temperature and inflammation 

characterized by haematuria (blood in 

urine) caused by eggs penetrating through 

the walls of the bladder and dysuria, 

(painful or frequent urination). In heavy 

infections, eggs can be carried to other 

parts of the body as a result of prolonged 

untreated infections and a marked cellular 

immune response. There may be 

obstruction of the urethra due to 

thickening of the bladder wall leading to 

the abnormal bladder and renal failure and 

elevated risk of bladder cancer and growth 

retardation in children. 

WHO has advocated concept of morbidity 

control and its implementation within the 

health care system as the main principle of 

schistosomiasis control and this involves 

the treating of the infection early enough 

to prevent severe morbidity and 

elimination of these parasites will go a 

long way into helping to achieve Africa‟s 

millennium development goals, (MDGs), 

(WHO, 1992). 

MATERIALS AND METHODS 

STUDY AREA 

The study was carried out in the three 

communities in Obowo LGA with 

geographical coordinates lying within Lat, 

5 5N-5.N and Long 6.35 E-7 28E with an 

area of about 198km3 and a population of 

about 200,000.It is typically a rain forest 

area with annual rainfall of l5,000m an 

average minimum temperature of 20
oc

 

Each of the tree communities used for the 

study has at least one pond which serves as 

source of water for both agricultural and 

domestic chores. The major occupation of 

the habitants of the area is farming which 

invariably take the people to the ponds 

after each work for essential water usages. 

Passage of blood in the urine is commonly 

associated by the people with so many 

superstitious beliefs and ethics such as 

signs of maturity among the males, 

sexually transmitted disease contraction 

and evil spirit possession, (Anosike et el., 

2002). 

SAMPLE COLLECTION AND 

ANALYSIS  

A total of 200 urine specimens were 

randomly collected from the three villages 

between the hours of 10 and 12.OOpm 

(which corresponds to the shedding of 

cercaria) on the appointed days using clean 

sterile screw capped containers. The 

specimens were transported to the 

infectious disease unit of Animal and 

environmental laboratory of Imo state 

University were filtration technique using 

nylon filter and wet mount methods of 

diagnosing schistosomiasis of Anosike et 

al. (2002) were adopted .The parasite were 

confirmed by the detection of egg in the 
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urine filtrate or sediments which was 

observed using X10 and X40 objective 

lens. 

                                                        

RESULTS 

The prevalence and distribution of 

urogenital schistosomiasis in the Obowo 

LGA of Imo state, South East of Nigeria 

was studied between October, 2014 and 

January, 2015. Out of 200 urine specimens 

collected from the participants and 

1analysed, 42(21.0%) showed positive for 

Schistosoma heamatobium ova. 

Community prevalence status showed 

Dikenta community as having the highest 

prevalence of (30.30%) followed by 

Umuada with (21.0%) while the least 

infected community was Umuoshi with 

(9.76%). The gender related prevalence 

showed that out of 107 males examined 

26(24,30%) had infections while 

16(17.20%) of 93 females had infections. 

However there was no significant 

difference between the genders. The age 

group related prevalence revealed that age 

group, 16-21 had the highest prevalence of 

(29.73%) while the least infected age 

group were those of 34years and above, 

(10.0%) Occupation related prevalence 

showed those that farm as having the 

highest prevalence of 24.64% while the 

least infected group were the civil servants 

(16%). 

 

TABLE 1: OVERALL PREVALENCE OF SCHISTOSOMIASIS IN THE 

STUDY AREA 

COMMUNITIES NO. EXAMINED NO. INFECTED (%) NO. UNINFECTED (%) 

UMUADA 19 4(21.05) 15(78.95) 

DIKENTA 99 30(30:30) 69(69.70) 

UMUOSHI 82 8(9.76) 74(90.24) 

TOTAL 200 42(21.0) 158(79) 
 

The result in table 1 showed that out of 200 people examined 21.00% were infected while 

79.00% were not infected, of this number, Dikenta had the highest infection of 30.30% while 

the least infected community was Umuoshi with 9.76% infection prevalence. 

TABLE 2: GENDER RELATED PREVALENCE 

GENDER NO. EXAMINED NO. INFECTED (%) NO. UNINFECTED (%) 

MALE 107 26(24.30) 81(75.70) 

FEMALE 93 16(17.20) 77(82.80) 

TOTAL 200 42(21.0) 158 (79) 

    

 

Sex related prevalence in table 2 above revealed that males had more infection 

than the female. However there is no significant difference between the 

infections. 
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TABLE 3: AGE RELATED PREVALENCE IN THE STUDY AREA 

GENDER NO. EXAMINED NO. INFECTED NO. UNINFECTED 

10-15 28 8(28.57) 20(71.43) 

16-21 37 11(29.73) 26(70.27) 

22-27 33 9(27.27) 24 (72.73) 

28-33 52 9(17.31) 43 (82.69) 

34 50 5(10.0) 45 (90.00) 

 

Table 3 showed age group 16-21 as having highest infestation prevalence of 29.73% while 

the age 34 and above had the least infection of 10.0%. 

TABLE 4: OCCUPATIONAL RELATED PREVALENCE 

GENDER NO. EXAMINED NO.  INFEC (%) NO. UNINFECTED (%) 

SCHOOLING 56 12(21.4) 44(78.57) 

FARMING 69 17(24.64) 52(75.36) 

ARTISANS 50 9(18.00) 41 (82.00) 

CIVIL SERVANTS 25 4(16.00) 21 (84.00) 

TOTAL 200 42(21.0) 158(79) 

 

Occupational related result in table 4 showed that 24.64% of farmers were infected The least 

infected group being the civil servants, 16.0%. 

                                            

DISCUSSION 

Urogenital Schistosomiasis is generally a 

rural endemic public health disease that 

occur mostly where the inhabitants depend 

mostly if not solely on slow running 

natural fresh waters for botl1lomestic and 

agricultural uses,(Nwoke,2009).Thus the 

result of the prevalence survey carried out 

in Obowo LGA of Imo state fully 

established and confirmed the presence of 

the causative agent of urogenital 

Schistosomiasis in the area due to the 

nature of their source of water for day 

t4iayactivities. The overall prevalence 

result of 21 0% recorded in this study is 

similar to the work of some earlier 

scholars in the area such as Anyanwu, 

(2011). However, this result differ from 

the works of Agi & okoafor (2005) who 

recorded prevalence rates of 52.7%, 

49.5%and 40% respectively in some other 

endemic nearby area. This level of 

infection observed in the study area could 

be attributed to the level of dependence of 

the inhabitants to the water sources for 

their various daily needs due to proximity 

and lack of alternatives. Hence the 

available water sources are used for many 

domestic needs and other agricultural 

activities. Variations in community 

prevalence simply suggest the 

epidemiological uniqueness of each study 

area and considering the fact that 

urogenital Schistosomiasis is a focal 

disease, (Anosike, et al., 2002; Davis, 

2011; Njnga et al., 2011). The non -

significance of the result of prevalence of 

infection between males and females in the 

study area could be quite explained since 

there is complete absence of pipe borne 

water and public bore holes, majority of 
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the people of the area depend on the 

natural water bodies for their daily use. 

Hence, infection depends mostly on 

exposure to the waters and not on the 

genders. This result therefore is i me with 

works of Nmorsi, et al. (2005) and Idris et 

al (2001).Who worked in Edo Kano, 

Kebbi and Kano states. However, Bello et 

al (2003) and Anosike et al. (2002), 

explained that the slight data difference 

observed could be attributed to the fact 

that male and female of the same age 

recorded highly positive visit to water 

sources, but male in addition to some 

house chores need for water collections 

often visit streams and rivers to swim 

thereby having more contact with the 

Schistosomiasis heamatobium in the water. 

In another related works, Idris et al. 

(2001), lnyang et al. (2009,) and Chriulo et 

al. (2000) reported that females are more 

infected than males due to tie role they 

play in water collection and usage both in 

the home and in agricultural settings that 

brings them very close to the infecting 

organisms. The highest prevalence rate 

observed among the age group 6-

21(29.73%) according to Ukpai & Ezike 

(2002) who made similar observation 

could be attributed to regular contact with 

water bodies by this age group since they 

do most  of  the domestic chores that 

require water. Furthermore WHO, (2011) 

reported that adults avert infections firstly 

as a result of irregular visit to water bodies 

and secondly due to development of 

immunity over times. Thus adult worms 

are coated with host antigen while new 

parasites are destroyed by antibody 

dependent cell mediated, a process called 

concomitant immunity. Consequently 

farmers that often use water for their farm 

activities and on their bodies for cleaning 

often after working had more infection 

than others. Generally it could be deduced 

from this observation that the absence of 

potable water in the LGA and as a matter 

of fact in the state as whole laid a very 

good foundation for the contraction and 

dissemination of schistosomes and other 

water related parasites in the zone. 

RECOMMENDATIONS AND 

CONCLUSIONS 

Adequate health education on the 

prevalence and danger of the infection in 

the area will go a long way to solving the 

problem ignorance surrounding the 

infection. This is exemplified where the 

inhabitants even at this twentieth century 

still believe haematuria to be either sign of 

maturity or as a result of evil possession. 

This education and clarifications are 

indeed necessary for effective control and 

treatment programmes to be mounted in 

the study area and the state in general. 

Adequate supply of potable water should 

be provided by the government and other 

philanthropists in the zone to help stop the 

vulnerable group from going to the 

streams and get infected. 

Avoidance of contaminated water bodies 

can help in breaking the transmission 

cycles. People should be educated and 

encouraged to avoid urinating and 

defecating into water bodies. 

In conclusion, therefore, both government 

and individuals should work hand in hand 

through proper personal and 

environmental hygiene to eradicate 

schistosomiasis in the area. 
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