American Journal of Science, Engineering and Technology
2022; 7(2): 44-49

http://www.sciencepublishinggroup.com/j/ajset

doi: 10.11648/j.ajset.20220702.13

ISSN: 2578-8345 (Print); ISSN: 2578-8353 (Online)

(Y J' v I
otlenecerl

Science Publishing Group

Female Genital Schistosomiasis and Clinical Manifestation
in Selected Communities in Gwagwalada and AMAC, Abuja,
Nigeria

Esther Baturel, Ishaya Kato Autal, Basira Ibrahiml, Isaac Ishaya Auta’

1Departrnent of Biological Science, Kaduna State University, Kaduna, Nigeria

Department of Microbiology, Nasarawa State University, Keffi, Nigeria

Email address:
ishayakato@yahoo.com (I. K. Auta)

To cite this article:

Esther Bature, Ishaya Kato Auta, Basira Ibrahim, Isaac Ishaya Auta. Female Genital Schistosomiasis and Clinical Manifestation in Selected
Communities in Gwagwalada and AMAC, Abuja, Nigeria. American Journal of Science, Engineering and Technology.

Vol. 7, No. 2, 2022, pp. 44-49. doi: 10.11648/j.ajset.20220702.13

Received: February 11, 2022; Accepted: March 1, 2022; Published: May 24, 2022

Abstract: Female Genital schistosomiasis [FGS] is a neglected and disabling disease that results when eggs from the
waterborne parasite Schistosoma haematobium are trapped in the human reproductive tract. There is no specific action plan to
address FGS due to epidemiological and clinical surveillance gaps. There is also insufficient data on FGS especially in northern
Nigeria. This study sought to provide data on FGS in selected communities in Gwagwalada and AMAC area councils of FCT.
The study recruited 154 women of reproductive age between [14-50 years]. Urine samples were collected from all 154
participants and subjected to a dipstick test to determine presence of haematuria, 44 [28.9%)] tested positive for dipstick and was
subjected to microscopy to examine the presence of Schistosoma ova. A total of 13 [8.6%] had egg-patent urogenital
schistosomiasis. To verify presence of FGS directly, 6 adult women each underwent a gynaecological investigation with observed
lesions as classified by the WHO FGS pocket atlas. All 6 [3.9%] presented with FGS symptoms as follows: abnormal blood
vessels 31.3%, rubberey papules 25.0%, yellow grainy sandy patch 12.5% and contact bleeding at 6.3%. This study confirms FGS
in FCT and calls for further investigation of this disease where urogenital schistosomiasis is endemic. There should be a specific
action plan on FGS to help detect it, thereby providing data and also develop appropriate response to prevent it.
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eggs in genital tissues. It is a manifestation mainly of
Schistosoma haematobium infection. FGS is caused by the
terminal-spine parasite eggs released from the female
Schistosoma haematobium parasite. When the eggs are
deposited in the tissues of the cervix and lower female
genital tract, the presence of the eggs, combined with host
inflammation and  increased vascularity in  the
cervicovaginal mucosa, produces typical intravaginal
lesions that result in genital itching and pain, bleeding, and
dyspareunia [5].

FGS remains highly prevalent and under-diagnosed due to a

1. Introduction

Schistosomiasis is one of several Neglected Tropical
Diseases (NTDs) considered major public health problems
that affect tropical and sub-tropical countries such as Nigeria,
Ghana, and Cameroon [1].

The disease is endemic in 75 countries, with over 200
million people affected and about 85% of these cases
occurring in Africa [2]. In sub-Saharan Africa (SSA) there
are two forms of schistosomiasis, intestinal and urogenital,
each associated with different schistosome species [3]. The

most pervasive form, urogenital schistosomiasis, is caused by
Schistosoma haematobium and is predominant in Africa,
Middle East and Corsica [4].

Female Genital Schistosomiasis (FGS) is a common
complication of schistosomiasis caused by the presence of

low index of suspicion among health-care professionals. [6, 7].
The aim of this survey is to generate data on the

prevalence of FGS in endemic communities within

Gwagwalada and AMAC area councils FCT, Abuja.
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2. Materials and Methods
2.1. Study Area

Gwako is a community in Gwagwalada Area Council in the
Federal Capital Territory, Abuja with Longitude: 7:10829,
Latitude: 8:96418. It has a population of about 50,000 persons
with a third being under the age of five years old. Despite
proximity to the Nigerian Capital City Abuja, Gwako has very
poor water, sanitation, and hygiene conditions, including very
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poor access to clean water. Gwagwa is a peri-urban settlement
in AMAC Area Council within the FCT with Latitude: N
9.5.17 and Longitude: E 7.19.0. It has a population of about
129,519 with one-third of it being children. The residents of
this community are mostly low-income earners, artisans and
farmers. A stream [Usuman River] runs adjacent to the
settlement and is the major source for water for their
recreational and domestic use. The community is also
characterized by poor sanitary facilities. [8, 9].
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Figure 1. Map of FCT Abuja showing Gwako and Gwagwa communities [Source: www.ArcGIS.com].

2.2. Ethical Approval

Ethical approval was obtained from the ethical review
board of the FCTA. Approval Number:
FHREC/2021/01/122/20-10-21.

Community mobilization was be done through the
community leaders and mobilizers.

2.3. Participants Interview and Questionnaire

Participant interview was conducted on site by the field
team. Consent was obtained from all participants and
guardians. A questionnaire was used to obtain information on
socio-demographic characteristics, and each participant was
asked to describe any urogenital signs and symptoms they
were experiencing currently or recently.

2.4. Diagnosis of Urogenital Schistosomiasis

Urine samples were collected from each participant during
late morning or early afternoon. Sample collection was done
between 9am and 1pm. Each participant was given a capped
sterile urine sample bottle. The Urine samples collected was
first tested with dipstick to check for heamaturia. All the
samples that tested positive for haematuria were preserved
with 10% formaldehyde and transported to the FCT public
health laboratory chilled on icepacks for light microscopy.
Dipstick negative samples do not need to be subjected to urine
filtration, as the probability of infection is very low if the
dipstick result is negative [10]. 10ml of urine sample was
collected using a syringe, the sample was then passed through
a nucleprone filter which was then examined for S.
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haematobium ova at x10 magnification. The numbers of eggs
per 10ml of urine were counted and recorded.

2.5. Clinical Examination

Clinical examination for FGS was done by a female
gynecologist for consenting participants whose urine tested
positive for both dipstick and microscopy. The examination
commenced by the gynecologist informing the participants of
what will be done and obtaining their consent.

The vagina was swabbed with cotton wool dipped in a
diluted solution of savlon. A disposable speculum was used
for participants who were sexually active and signs of FGS
was recorded. Pictures were taken using a high-resolution

camera phone.

The results were analysed using Chi-Square at 90%
confidence interval using SPSS version 22.0.

A total of 151 samples were collected and analysed.

3. Results

The Demographic Characteristics of Participants with
Haematuria Dipstick positive revealed 28% for age group
while 29% for both educational and marital status in Selected
Communities. The prevalence of the dipstick test was highest
amongst ages 30-39 (8%) with the lowest being ages 20-29
[3%] [Table 1].

Table 1. The Demographic Characteristics of Participants with Haematuria Dipstick positive in Selected Communities of Gwagwalada and AMAC, FCT

Abuja, Nigeria.

AMAC area council Gwagwalada area council
Variables Gwagwa Community Gwako II Community Total
n=96 [38%] n=55 [13%] N=151 [28%]
Age group 14-19 11 (11) 0 (0) 11 (7)
20-29 44 1(2) 5()
30-39 9(9) 3(5) 12 (8)
40- 49 5(5) 2 (4) 7(5)
50+ 7(7) 1(2) 8(5)
Education status Informal 7(7) 3(5) 10 (7)
Primary 8(7) 1(2) 9 (6)
Secondary 10 (10) 2 (4) 12 (8)
Tertiary 0 (0) 0 (0) 0 (0)
None 11 (11) 1(2) 12 (8)
Marital status Single 12 (13) 1(2) 13 (9)
Married 21 (22) 509 26 (17)
Separated 0(0) 1(2) 1(1)
Divorced 3(3) 0 (0) 3(2)

The age group with the highest numbers of schistosome eggs in the urine is ages 14 -19 [19%] while the group with the
lowest schistosome eggs is 40-49 [2%]. This can be attributed to the fact that girls within the age of 14-19 are more likely to go
to the river for recreation, domestic chores like washing and fetching of water which exposes them to the source of infection

[Table]).

Table 2. The Demographic characteristics of participants with microscopy positive and schistosome eggs per 10ml of urine in selected communities of

Gwagwalada and AMAC, FCT Abuja.

AMAC area council

Gwagwalada area council

Variables Gwagwa Community Gwako II Community Total
n=36 [%] n=7 [%] N=43 [%]
Age group 14-19 8(22) 0 8 (19)
20-29 2 (6) 0 2(5)
30-39 2 (6) 0 2(5)
40-49 1(3) 0 1(Q2)
50+ 0 (0) 0 0 (0)
Education status Informal 1(3) 0 1(2)
Primary 5(14) 0 5(12)
Secondary 4(11) 0 409
Tertiary 0 (0) 0 0 (0)
Blank 3(8) 0 3(7)
Marital status Single 8 (22) 0 8 (19)
Married 5(14) 0 5(12)
Separated 0(0) 0 0 (0)
Divorced 0 (0) 0 0 (0)

The demographic characteristic of Female participants with Genital Schistosomiasis symptoms in selected communities
revealed varied types of symptoms ranging from discharge, itching, offensive odour etc. [Tables 3 & 4].
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Table 3. Demographic characteristic of Female participants with Genital Schistosomiasis symptoms in selected communities of Gwagwalada and AMAC, FCT
Abuja, Nigeria.

AMAC area council Gwagwalada area council
Variables Gwagwa Community Gwako II Community Total
n=6 [%] n=0 [%] N=6 [%]
Age group 14-19 1 0 1
20-29 2 0 2
30-39 2 0 2
40—-49 1 0 1
50+ 0 0 0
Education status Informal 1 0 1
Primary 1 0 5
Secondary 2 0 4
Tertiary 0 0 0
Blank 2 0 3
Marital status Single 1 0 1
Married 5 0 5
Separated 0 0 0
Divorced 0 0 0

Table 4. The total FGS pathology amongst women screened in selected communities of Gwagwalada and AMAC, FCT, Abuja, Nigeria.

Status of urogenital schistosomiasis Number of . o Burning sensation Any vagina  Bad/Offensive
s/n Age Marital Status itching s . q

amongst women screened eggs within private part  discharge smell
1 Positive 0-10 30-39 Married No No No No
2 Positive 0-10 50+ Separated  No No No No
3 Positive 0-10 40-49 Married Yes No No No
4 Positive 0-10 30-39 Married No No Yes Yes
5 Positive 0-10 20-29 Married Yes Yes No No
6 Positive 0-10 30-39 Married Yes Yes Yes No
7 Positive 0-10 30-39 Single No No No No
8 Positive 0-10 40-49 Married No No No No
9 Positive 0-10 14-19 Single No No No No
10 Positive 0-10 20-29 Married No Yes Yes No
11 Positive 11-20 14-19 Single Yes No Yes No
12 Positive 11-20 14-19 Single Yes No Yes No
13 Positive 11-20 20-29 Married Yes No Yes No
14 Positive 21-40 14-19 Single No No No No
15  Positive 0-10 14-19 Single Yes No Yes No
16  Positive 21-40 14-19 Single Yes No Yes Yes
17 Positive 21-40 40-49 Married No No No No
18  Positive 40+ 14-19 Single No No No No
19  Positive 0-10 14-19 Single No No No No
20  Positive 0—10 30-39 Married No No No No

Table 4. Continue.

s/n Swelling or Lumps in Blood in FGS Cervical Yellow Grainy Abnormal blood Rubbery Contact Yellow

private part urine Lesion  Sandy Patch vessels Papules bleeding  discharge
1 No No Yes Yes No No Yes No No
2 No No No No No No No No No
3 No No No No No No No No No
4 No No No No No No No No No
5 No No No No No No No No No
6 No No No No No No No No No
7 No No No No No No No No No
8 No No No No No No No No No
9 No Yes Not Sexually Active ~ No No No No No No
10 No No Yes No No Yes Yes No No
11 No No Not Sexually Active ~ No No No No No No
12 No Yes Not Sexually Active ~ No No No No No No
13 No No Yes Yes Yes Yes Yes No No
14 No No Not Sexually Active ~ No No No No No No
15 No No Yes No No Yes No No Yes
16  No No Not Sexually Active ~ No No No No No No
17  No No Yes No No Yes No No No
18  No No Not Sexually Active ~ No No No No No No
19  No No Not Sexually Active ~ No No No No No No
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s/n Swelling or Lumps in Blood in FGS Cervical Yellow Grainy Abnormal blood Rubbery Contact Yellow
private part urine Lesion  Sandy Patch vessels Papules bleeding  discharge
20  No No Yes No Yes Yes Yes No Yes
4. Discussion Acknowledgements

The microscopy test shows that the age group with the
highest numbers of Schistosoma eggs in their urine is within
the age range of 14 -19 [19%] while the age group with the
lowest number of eggs is 40 -49 [2%]. This can be attributed to
the fact that ages 14-19 are very active and are more likely to
go swimming in the river, washing clothes or fetching water
for the household. Thus, they are exposed to the source of
infection. Although it has been reported by the Cameroonian
study that FGS is more prevalent among younger women [ages
15-30], this study observed the highest prevalence amongst
women ages 31- 40 with a prevalence of 7.7%. In respect to
water contact, those whose water source include river, which is
the major route of infection, had the highest prevalence of
9.0%. This is similar to the findings of [11].

With respect to educational qualifications, there is a high
prevalence among those with primary education and low
amongst those with secondary and tertiary education. The
low prevalence amongst those with secondary and higher
education could be attributed to better hygiene practices as a
result of higher knowledge.

Of all the 13 participants that were eligible for the clinical
check, 7 of them were not sexually active and as such could
not be examined due to ethical reasons. However, all 6 of the
sexually active women, who accepted to undergo the clinical
check for FGS had clinical manifestations of FGS with the
presence of abnormal blood vessels in the genitals 5 [31.3%],
followed by presence rubbery papules 4 [25.0], next was
presence of cervical lesion, yellow grainy, sandy patches,
yellowish discharge all at 2 [12.5%] respectively, the least
encountered clinical finding was contact bleeding 1 [6.3%].

Images from the clinical check were cross verified with the
WHO FGS pocket Atlas as reference [6]. The cross-cutting
symptoms were itching in the vagina and discharge. It is
remarkable that such a locally pervasive disease, which is of
obvious detriment to the health of women has not attracted
more attention, although like elsewhere in Nigeria many
perhaps suffer in silence [12]. More broadly, clinical
surveillance of FGS in West Africa has not been undertaken
largely due to lack of awareness and inexperience of health
personnel at all cadres [13, 14].

5. Conclusion

This study has confirmed the occurrence of FGS in Abuja
FCT, Nigeria and highlights that a substantive proportion of
women with urogenital schistosomiasis have underlying
gynecological disease that is currently overlooked and
unknown by the women. With a prevalence of 3.9% in 2
selected communities, it shows that with further research,
more cases will be identified.

We are grateful to the study participants who generously gave
their time to be involved in this study. We thank Dr Amba Ekure
for carrying out the gynecological checks for FGS.
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