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THE PREVALENCE OF SCHISTOSOMIASIS AMONG PUPIL IN3

NASARAWA TOTO, NORTH CENTRAL NIGERIA.4

5

6

ABSTRACT7

Aim: This study was aimed at determining the number of children infected in relation to study8
population.9

Study Design: Investigative study.10

Place and Duration of Study: This study was conducted among school children in Gadabuke11
and Garagwa LGEA Primary schools in Toto Local Government Area of Nasarawa State,12
Nigeria between October-December, 2012.13

Methodology: A total of 250samples were collected (urine 192 and faeces 58). Using standard14
parasitological techniques the samples were examined.15

Results: Out of the 192 children screened in Gadabuke and Garagwa LGEA primary schools 8516
(44.3%) had urinary schistosomiasis, there was no significant differences in prevalence rate17
between Gadabuke and Garagwa primary schools (P>0.05), while out of 58 children examined,18
2 (3.4%) had Schistisoma mansoni. Children of age group (8 – 14) were more infected with19
urinary schistosomiasis. Male had slightly higher prevalence of urinary schistosomiasi 60 (60%)20
than the female 33 (35%). Statistically there was significance difference in prevalence infection21
of Schistosoma haematobium among males and females investigated. Children whose parents22
are farmers and fishermen had the highest prevalence infections, followed by Artisan, civil23
servant and the businessmen.24

Conclusion: School based treatment campaigns and health education should be encouraged to25
eradicate the disease in Nigeria.26
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28

INTRODUCTION29

Schistosomiasis (Bilharzias or snail fever) is a human disease syndrome caused by infection30
from one of the several species of parasitic trematodes (fluke) of the genus schistosoma. It is31
second only to malaria in human impact among tropical diseases and the third (after malaria and32
intestinal helminthiasis). It is the most devastating prevalent parasitic disease in the morbidity33
and mortality for developing countries in Africa, South America, the Caribbean, the middle east34
and Asia [1].35
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Schistosomiasis occur widely throughout the tropics and sub-tropics, affecting some 200 million36
persons, and is most prevalent in sub-Saharan Africa. In highly disease endemic areas,37
prevalence rates can exceed 50% among the local population and high, rates have been reported38
among expatriates living in such areas and even among short term travelers to these areas [2].39
The disease is associated with considerable morbidity and mortality in the developing world [3].40
The distribution of the diseases is focal and often restricted to areas with peculiar ecology which41
favours its transmission [4].42

As with other tropical disease, population movement and refugees in unstable regions contribute43
to the transmission of schistosomiasis. Rapid urbanization and increase in “off-track” tourism44
also contribute to the unaware [5].45

The large fresh water reseviours associated with dam such as Akosombo dam in Ghana, the46
Kanji Dam in Nigeria and the Kariba Dam in Zimbabwe as well as smaller reserviours in the47
Sahel and immigration system throughout Africa are major contributors toward the endemicity48
for schistosomiasis [6]. Although the majority of people in endemic areas have only high49
infections or no symptoms, the impact of schistosomiasis on economic condition and the general50
health situation should not be underestimated.51

In Nigeria, urinary schistosomiasis is widespread in both rural urban communities with52
prevalence rate from 2% and 90% and vast majority occurring among the poor and marginalized53
group [7].54

In some regions of Africa where Schistosomia haematobium is prevalent, the incidence of cancer55
of the bladder linked to schistosomiasis is 32 times higher than the incidence of cancer of the56
bladder in the USA [5] and kidney of infected individuals and appendicitis [8, 9].57

This work was aimed at determining the prevalence of schistosomiasis among school children in58
Toto Local Government Area, Nasarawa State, Nigeria.59

MATERIALS AND METHOD60

STUDY AREA61

The study was conducted in two different locations: Gadabuke and Garagwa in Toto Local62
Government Area of Nasarawa State. The area has sparse population with dry valleys, poor63
ground water and rocks. Raining seasons start from April to October followed by dry seasons64
November to March. Economic activities of these localities include farming, fishing, trading,65
Artisan and civil service. The vegetation is characterized by Guinea Savanna, social amenities66
are lacking at a considerable levels.67

68

ETHICAL CONSIDERATION69

The protocol for this study was approved by the Local Government Education Authority and70
Gadabuke Development Area Council. Pupil anonymity was treated with confidentiality and for71
the purpose of this research.72

73
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STUDY POPULATION74

The study population was made up of school children who were five to thirteen years old. Two75
primary schools were selected for the study and these were Local Government Education76
Authority Primary Schools Garagwa and local Government Education Authority pilot school77
Gadabuke. The choice of this school was based on the reasons that the schools were located near78
a streams that flows through these communities. About 250 samples were collected, 192 for79
urine and 58 for stool samples randomly from classes 1-5. Selection of these schools was based80
on the high prevalence of schistosomiasis in the study area.81

COLLECTION OF SAMPLE82

Each pupil were given a clean dry well labeled specimen container with which faeces and urine83
samples were collected transported to the laboratory department of the basic health center84
Gadabuke for processing. Stool and urine samples were collected. A questionnaire was85
administered to each pupil from whom personal and parental information on age, sex, source of86
drinking water, level of parent education and occupation were derived.87

LABORATORY INVESTIGATION88

In the laboratory, each sample was first examined macroscopically for colour, presence of blood89
and consistency. With an applicator stick a wet preparation of  stool sample using normal saline90
as documented by Cheesborugh [10] for microscopic examination was applied. Urine samples91
were transferred into a glass test tube and spun for 15,000 rpm for 5 minutes. Deposit were92
examined for the presence of parasites.93

STATISTICAL ANALYSIS94

Data obtained from the study were analyzed using chi-square test where P>0.05 was considered95
significant.96

RESULT:97

Of the 192 subjects examined, 107 were found infected with Schistosoma haematobium (Table98
1). From the two areas investigated, subjects from Gadabuke had the prevalence rate of 68%99
while Garagwa had 17%. The intensity was higher among males (60%) and age bracket of 10-100
14years (62.8%) Table 3. Statistically there was no significant difference (P>0.05) in the101
prevalence of infection between males and females (Table 2). The infection was actually102
indicated in age group 10-14 (Table 3) as reported by Dawet et al [1].103

However there was no significant difference (P>0.05) in the infection of Schistosoma104
haematobium between the occupational groups (Table 4). Gadabuke primary school had the105
highest prevalence of Schistosoma mansoni (5.3%) (Table 5). Children whose parents are106
farmers and fishermen had the highest prevalence infections, followed by Artisan, civil servant107
and the  businessmen.108

109

110
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TABLE 1: Prevalence of Schistosoma haematobium infection in the areas investigated.111

School                                   No. examined (%)     No. infected (%)        No. Uninfected (%)

LGEA Primary School                    117 68 (58.1) 49 (41.9)
Gadabuke

LGEA Primary School                     75 17 (22.7) 58 (77.3)
Garagwa
…………………………………………………………………………………………………………..
Total                                                  192                    85 (44.3)                        107 (55.7)

TABLE 2: Sex distribution of Schistosoma haematobium among pupil

Sex                                   No. examined (%)        No. infected (%)        No. Uninfected (%)

Male                                             100 60 (60)                          40 (40)

Female                                          92 33 (35.9)                       59 (64.1)
………………………………………………………………………………………………………….
Total                                            192                          93 (48.4) 99 (51.6)

112

TABLE 3: Age distribution of Schistosoma haematobium among pupil113

Age                                   No. examined (%)         No. infected (%)        No. Uninfected (%)
5 - 9 71 17 (23.9)                     54 (76.1)
10-14 121 76 (62.8)                     45 (37.2)
…..…………………………………………………………………………………………………………..
Total 192                                  93 (48.4)                    99 (51.6)
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TABLE 4: Prevalence of Schistosoma haematobium infection by occupation of parents

ccupation                   No. examined (%) No. infected (%)         No. Uninfected (%)
Fishing 20                             12 (60.6) 8 (40)

Farmers 85                             32 (38)                        53 (62.3)

Artisan 33                             10 (30.3)                     23 (69.6)

Civil servant                                34 7 (20.5)                      27 (79.4)

Businessmen                               20 5 (25) 15 (75)
………………………………………………………………………………………………………………

Total 192                            66 (34.3)                    126 (65.6)

TABLE 5: Prevalence of infections with Schistosoma mansoni by school
School                                 No. examined (%)          No. infected (%)         No. Uninfected (%)
LGEA Primary School                       38                            2 (5.3)                         36 (94.7)
Gadabuke

LGEA Primary School                       20                             0 (0)                           20 (100)
Garagwa
………………………………………………………………………………………………………………
Total                                                   58                            2 (3.4)                         56 (96.6)

114

DISCUSSION115

Prevalence of intestinal and urinary schistosomiasis among school children continues to be a116
major public health concern in tropical countries especially in Nigeria. Although intestinal and117
urinary schistosoma is among the group of neglected tropical diseases that occur predominantly118
in rural areas. The occurrence of intestinal and urinary tract schistosoma among school children119
cause chronic infection which can negatively affect all aspects of children health, nutrition and120
learning [11]. Schistosomiasis infection during childhood cause substantial growth retardation121
and anaemia and also cause structural abnormalities of urinary tract. The transmission cycle122
requires contamination of surface water by excreta or urine and fresh water snail as an123
intermediate host and human water contact.124

From the result, 85 samples of urine were positive for urinary schistosomiasis giving a125
prevalence of 44.3% of which 22.7% was reported from the LGEA Primary School Garagwa and126
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78.1% from LGEA Pilot School Gadabuke. This prevalence is higher compared to 22.4% in127
some primary schools in Jos, Plateau State, where 2.9% (Abattoir area) and 49.9% (Faringada128
village area) were reported by Akufougwe et al [12].129

The prevalence of S. haematobium in this study did not agree with the report of Ekpo et al [13]130
who reported 58.1% prevalence among preschool children in a community near Abeokuta South131
western Nigeria. Similarly, Ugbomoko et al [14] reported a prevalence of 62% in two per-urban132
communities in south-western Nigeria. Prevalence rate of 24.3% infection among school133
children in Konduga LGA North Eastern Nigeria was similarly documented by Biu et al [15]134
which is not consistent with the study. The difference in prevalence rates may be influenced by135
peculiar ecological characteristics and level or contact of individuals with water bodies and the136
degree or exposure to infective schistosoma cercariae in different locations.137

In relation to sex, the high prevalence of S. haematobium in male (60%) than female (35.9%) is138
consistent with Biu et al [15] and Ugbomoko et al [14], reported a significantly high prevalence139
in male 61.7% compared to females 52.1% among Alofia and Abuselala communities in south140
Darfur State, south western region of North Sudan. However it varies with [6, 13] who separately141
reported insignificantly higher prevalence in female than male. The higher prevalence and142
intensity of observed among male compared with females could be attributed to the diverse143
outdoor activities engaged by males which exposed them to cercariae infected water.144

The high prevalence (62.8%) among the age group 10-14years in this study agrees with the145
finding of Dakul et al [17] who reported the highest prevalence 65.8% among the age group 10-146
14years in Lankaku –Namu district, Quan’an-Pan LGA Plateau State. [4] reported the highest147
prevalence of 57.4% in age group 10-14 in Danjarima community, Kumbotso LGA Kano State.148

In relation to occupation, the high prevalence of S. haematobium in school children who engaged149
in fishing 60.6% in this study agrees with [17] who reported 73.1% infection among school150
children in Kpeshi Aleoko – Edo LGA, Edo State. [18] reported highest prevalence of 22%151
among those that engaged in fishing followed by farmers and students with 19.5% and 16.3%152
respectively in Nasarawa LGA, Nasarawa State Nigeria. This report opposed [19] who153
documented the highest prevalence of 0.7% among artisan.154

Our findings have identified urinary schistosoma as endemic in Gadabuke district of Toto Local155
Government Area of Nasarawa State Nigeria, with a high prevalence rate of infection156
particularly among teenagers. The lack of proper knowledge of the cause of the disease and157
insufficient safe water supplies coupled with inadequate health care facilities may have158
influenced the infection rate and distribution of the disease in the area. Appropriate intervention159
and health education for the community are required for the control and prevention of160
schistosomiasis and its attendant illness in Gadabuke district of Toto Local Government.161

162
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