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ABSTRACT

BACKGROUND: Intestinal schistosomiasis caused by Schistosoma mansoni(S. mansoni) infection is a widely
distributed disease in several localities of Ethiopia. However, very limited information is available on the level of
community’s awareness about the disease. The aim of this study was to assess community’s awareness about
intestinal schistosomiasis as well as the prevalence of the disease in two rural communities of Ethiopia.
METHODS: In June 2004, a cross-sectional study on awareness and prevalence of intestinal schistosomiasis was
conducted in rural communities living in Dudicha and Shesha Kekel peasant associations.

RESULTS: Among 176 respondents from Dudicha, only 45 (25.6%) individuals heard about Bilharzia. Similarly,
among 241 respondents from Shesha Kekel only 78 (32.4%) subjects heard about Bilharzia. The proportion of
males who heard about Bilharzia was higher than that of females both in Dudicha (38% vs 7%, p< 0.001) and
Shesha Kekel (51.6% vs 20%, p< 0.001). There was no significant difference in level of awareness about
schistosomiasis between the two communities (Dudicha, 25. 6% vs Shesha Kekel, 32.4%, p> 0.05). Only 1(0.6%)
individual from Dudicha and 6(2.5%) participants from Shesha Kekel had knowledge of the intermediate host. The
prevalence of the disease was 43.2% in Dudicha and 31.6% in Shesha Kekel. The prevalence of infection was
higher in males than in females in Dudicha community (56.7% vs 21.5%, p< 0.05).

CONCLUSION: Although the disease was prevalent in the two sites, majority of the people had no awareness
about schistosomiasis. Therefore, provision of health education could raise community’s awareness of
schistosomiasis in such endemic areas of the country.
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INTRODUCTION

As the results of irrigation schemes, population
increment and movement, low socio-economic status,
schistosomiasis (Bilharzia) continues to be a major public
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health and socio-economic problem for several millions
of people living in the rural areas of the tropics (1-3). In
1993, the World Health Organization (WHO) estimated
that at least 200 million people are infected and about
600 million people are at risk of infection with
schistosome parasites in more than 76 endemic countries
4.

Control of the disease is aiming at reducing morbidity
and mortality using chemotherapy rather than preventing
infection itself (5). However, a number of studies
indicated the importance of having detailed information
on what the community knows about the infection and
socio-cultural factors that influence community’s

perception about the disease, to make the control of
schistosomiasis more effective and sustainable in
endemic areas (6-12).

In Ethiopia, a number of epidemiological studies
showed that intestinal schistosomiasis due to S. mansoni
infection is a widely distributed in several localities of
the country with varying magnitudes of prevalence as
high as 90% in school children (13-18). On the other
hand, very limited information is available on the
assessment of community’s perception and knowledge
about the source of infection, mode of transmission,
prevention and control of schistosomiasis (19).

The present study was, therefore, undertaken to assess
the level of community’s awareness about intestinal
schistosomiasis. its source of infection. mode of
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methods in two rural communities living in intestinal
schistosomiasis endemic areas of Ethiopia.

MATERIALS AND METHODS

In June 2004, study on awareness about schistosomiasis
and parasitological survey were conducted in two rural
communities living in endemic localities, Dudicha and
Shesha Kekel peasant associations (13-15,17,20).
Dudicha is a peasant association found in Ziway Dugida
Bora district. It is located on the Southeast of Lake Ziway
shore at an altitude of 1657 meters above sea level. It had
about 740 households and most of the inhabitants were
engaged in mixed farming, crop production and rearing
livestock, mainly cattle and goats. Tomato, onion, maize
and haricot beans are widely produced in the area using
irrigation. All of the inhabitants were living under similar
poor environmental sanitation and low socio-economic
status. They use lake water for everyday activities such
as washing, bathing and drinking. There were one health
center and several private clinics in Ziway Town, which
provide health service for the people of Dudicha.

Shesha Kekel is a peasant association of Wondo Genet
district in Southern Ethiopia. It is located at 270 km south
of Addis Ababa at an altitude of about 1800 meters above
sea level. It had about 1175 households and most of the
inhabitants earn their living from mixed agriculture. Enset
(Ensete ventricosum) and maize are the principal food
crops of the area. Sugar cane and chat (Catha edulis) are
the principal cash crops of the area produced using
traditional irrigation method. The people in the area
depend on river/stream water for everyday activities such
as washing, bathing and drinking. There were one health
post and two private clinics in the study area.

After obtaining information on the number of
households in each of the study area, about 25% of the
households from each study community, 185 and 294
households in Dudicha and in Shesha Kekel, respectively
were selected using systematic sampling. Then, the heads
of the households or the eldest in their absence (male or
female, member of the household and older 15 years)
were considered for the interview. Each interviewee was
asked about Bilharzia, its source of infection and mode of
transmission, symptoms, prevention and treatment by
his/her own local language by trained data collectors
selected from the study areas.

Open and closed-ended questions were prepared in
English, pre-tested and then translated into Amharic and

finally re-translated into the local language for the
interview. To confirm whether or not Bilharzia has
another local name, health workers in the study areas and
data collectors were asked and they confirmed that the
disease is only known by the name Bilharzia. During the
interview, care was taken not to confuse Bilharzia with
other diseases like amoebiasis and giardiasis. A
continuous supervision was made to ensure the quality of
the data.

In order to assess the relationship between awareness
about the disease and the prevalence of infection, each
interviewee was requested to provide fresh stool sample.
Accordingly, 169 and 234 stool samples were collected
from Dudicha and Shesha Kekel, respectively. The
samples were processed by the Kato technique (21).
Single slide was prepared for each sample and examined
on the spot for ova of S. mansion and other intestinal
helminths using light microscope.

Data were tabulated and analyzed using SPSS for

Windows by considering different categories in the
questionnaires as well as the results of parasitological
survey. Chi-square test was used to compare proportion
of awareness.
The aim of the study was explained to the responsible
bodies at district and community levels as well as to the
study population to obtain verbal consent. Those
individuals who were found positive for S. mansoni and
other intestinal helminths were treated with praziquantel
and albendazole, respectively. At the end of the
interview, information about Bilharzia, its source of
infection, mode of transmission, methods of prevention
and control were explained to the participants and
community leaders using posters.

RESULTS

A total of 417 (87.1%) individuals, 176 from Dudicha
(age range 15-70 years) and 241 from Shesha Kekel (age
range 15-80 years) were interviewed. Among the selected
households, 9(4.8%) households in Dudiha and
53(18.0%) in Shesha Kekel were not interviewed, as the
heads of the household or the eldest were refused to
participate. Seventy nine (44.9 %) of the respondents in
Dudicha and 106 (44.0% in Shesha Kekel) were illiterate.
Most of the respondents were farmers (78.4% in Dudicha
and 89.6% in Shesha Kekel) (Table 1).
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Table 1. Educational status and occupation of respondents, Dudich and Shesha Kekel communities, June 2004

Dudicha Shesha Kekel
Variables Male(%)  Female(%) Total (%)  Male(%)  Female(%) Total(%)
n= 105 n=71 n=176 n=91 n= 150 n= 241
Educational status
Illiterate 19.0 83.1 44.9 30.8 52.0 44.0
Read/write 4.8 1.4 34 5.5 2.7 3.7
Primary 51.4 15.5 36.9 35.2 30.0 32.0
Secondary 23.8 0 14.2 28.6 15.3 20.3
Occupation
Farmer 70.5 90.1 78.4 86.8 91.3 89.6
Merchant 1.0 0 0.6 2.2 0 0.8
Student 26.7 9.9 19.9 8.8 7.3 79

The majority of the respondents (76.1% in Dudicha and
78% in Shesha Kekel) responded that malaria was a
common disease in the areas. Only 2(0.83%) individuals
from Shesha Kekel mentioned Bilharzia. Among 176
respondents from Dudicha, only 45 (25.6%) individuals
heard about Bilharzia. Similarly, among 241 respondents
from Shesha Kekel, only 78 (32.4%) subjects heard about
Bilharzia. The proportion of males who heard about
Bilharzia was higher than that of females both in
Dudicha (38% vs 7%, p< 0.001) and Shesha Kekel
(51.6% vs 20%, p< 0.001). There was no significant
difference in the awareness about the disease between
communities in Dudicha and Shesha Kekel (25 6% vs
32.4%, p> 0.05). The proportion of females who had
awareness was higher in Shesha Kekel than in Dudicha
(20.7% vs 7%, p< 0.001). Among those individuals who
heard about Bilharzia, 38(84.4%) from Dudicha and 70
(89.7%) from Shesha Kekel knew that the disease affects
children and adults as well as males and females. Three
individuals from Shesha Kekel mentioned that only
children would catch Bilharzia. Seven individuals from
Dudicha and 5 from Shesha Kekel responded that they
were not sure that the disease affects all age groups. Of
those individuals who had information about Bilharzia,
40(88.9%) in Dudicha and 56(71.8%) in Shesha Kekel
suggested water as source of infection. When asked how
a person can get Bilharzia from water, 28(70%) of the
respondents from Dudicha and 34(60.7%) from Shesha
Kekel mentioned water contact (washing of clothes,
fetching, bathing and swimming in river, lake or stream)
as means of transmission. Twenty (44.4%) of the
respondents from Dudicha and 29(51.8%) from Shesha
Kekel responded that the disease can be transmitted both

by drinking contaminated water and during bathing or
swimming. Almost all of the respondents from the two
communities claimed to have frequent water contact
(97.7% in Dudicha and 99.2% in Shesha Kekel). Of those
individuals who mentioned water as the source of
infection, the majority (97.5% from Dudicha and 98.2%
from Shesha Kekel) mentioned that they had frequent
water contact for different activities. Only 1 individual
from Dudicha and 6 from Shesha Kekel had the
knowledge of the intermediate host (Table 2).

Of the total 169 stool samples collected from

Dudicha’s respondents, 73 (43.2%) were positive for S.
mansoni while 74 (31.6%) were positive for S. mansoni
out of the 234 samples collected from Shesha Kekel’s
respondents.
The prevalence of infection was higher in males than in
females in Dudicha community (56.7% vs 21.5%, p<
0.05). It was also relatively higher in males than in
females in Shesha Kekel community (34.1% vs
30.1%),.,though, the difference was not statistically
significant.

Among individuals who had no information about
Bilharzia, 45(36.3%) from Dudicha and 50 (32.1%) from
Shesha Kekel were positive for S. mansoni infection. The
prevalence of infection was significantly higher among
those who heard about Bilharzia than among who did not
hear about it in Dudicha (62.2% vs 36.3%, p< 0.003).
Among 45 individuals who heard about Bilharzia in
Dudicha, 28 (62.2%) were positive for S. mansoni.
Among these positive individuals, 3 females and 11
males claimed not to have the disease. Similarly, of those
78 individuals who heard about Bilharzia from Shesha
Kekel, 24 (30.8%) subjects were positive. Of these
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positive subjects, 4 females and 5 males claimed not to
have Bilharzia.

Table 2. Awareness about Bilharzia, its source of infection, mode of transmission and knowledge of the vector,
Dudich and Shesha Kekel communities, 2004.

Dudicha Shesha Kekel
Variables Male(%) Female(%) Total (%) Male(%) Female(%)  Total(%)
n=105 n="71 n=176 n=91 n=150 n=241

Common diseases in the area
Malaria 91(86.7) 43(60.6) 134(76.1) 71(78) 117(78) 188(78)
Giardia, amoeba, AIDS, 14(13.3) 19(26.8) 33(18.8) 14(15.4) 24(16) 38(15.8)

typhoid, TB, Ascariasis 0 0 0 2(2.2) 0 2(0.8)
Bilharzia 0 9(12.7) 9(5.1) 6(6.6) 11(7.3) 17(7.1)
Don’t know

Have you ever heard about

bilharzia 40(38.1) 5(7) 45(25.6) 47(51.6) 31(20.7) 78(32.4)
Yes 65(61.9) 66(93) 131(74.4) 44(48.4) 119(79.3) 163(67.6)
No

Does Bilharzia affect all age

groups 34(85) 4(80) 38(84.4) 45(95.7) 25(80.6) 70(89.7)
Yes 0(0) 0(0) 0(0) 1(2.1) 2(6.5) 3(3.8)
No 6(15) 1(20) 7(15.6) 1(2.1) 4(12.9) 5(6.4)
Don’t know

Source of infection
Water 36(90) 4(80) 40(88.9) 39(83) 17(54.8) 56(71.8)
Poor sanitation 0(0) 0(0) 0(0) 1(2.1) 1(3.2) 2(2.6)
Contagious 0(0) 0(0) 0(0) 2(4.3) 0(0) 2(2.6)
Air 0(0) 0(0) 0(0) 0(0) 1(3.2) 1(1.3)
Mosquito bite 0(0) 0(0) 0(0) 1(2.1) 0(0) 1(1.3)
Don’t know 4(10) 1(20) 5(11.1) 4(8.5) 12(38.7) 16(20.5)

Mode of transmission
Water contact (washing,  27(75) 1(20) 28(70) 20(51.3) 14(82.4) 34(60.7)

bathing or swimming) 17(47.2) 3(60) 20(44.4) 23(59) 6(35.3) 29(51.8)
Drinking  water and  4(11.1) 1(20) 5(12.5) 2(5.1) 5(29.4) 7(12.5)

washing or swimming
Don’t know

Frequent water contact (n=40

& 56) 35(97.2) 4(100) 39(97.5) 39(100) 16(94.1) 55(98.2)
Yes 1(2.8) 0(0) 1(2.5) 0(0) 1(5.9) 1(1.8)
No

Knowledge of the vector
Yes 1(2.8) 0(0) 1(2.5) 3(7.7) 3(17.6) 6(10.7)

No 35(97.2) 4(100) 39(97.5)  36(92.3) 14(82.4) 50(89.3)
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Thirteen subjects (28.9%) from Dudicha and 40(51.3%)
from Shesha Kekel mentioned that abdominal pain or
bloody diarrhea is a common symptom of Bilharzia; out
of whom, 20 (8 from Dudicha and 12 from Shesha
Kekel) were positive for S.  mansoni. Thirty-eight
individuals (84.4%) from Dudicha and 58(74.4%) from
Shesha Kekel said that Bilharzia has treatment; of whom
24 (63.2%) subjects from Dudicha and 15 (25.9%)
subjects from Shesha Kekel were positive. Seven
(15.6%) individuals from Dudicha and 20 (25.6%) from

Shesha Kekel had no information whether or not the
disease has treatment. Thirty-eight individuals (84.4%)
from Dudicha and 44 (56.4%) from Shesha Kekel knew
that it is possible to prevent by giving treatment, using
clean water for drinking and washing and reducing water
contact (Table 3).

DISCUSSION

In Ethiopia, many studies have been done on the
prevalence of schistosomiasis with very little emphasis
on knowledge of the community about the disease (19).
In this study, we attempted to assess awareness about
intestinal schistosomiasis in two rural communities living
in schistosomiasis endemic areas. The results showed
that the overall awareness and knowledge of the disease
in both communities was very low. Nearly one-third of
the study subjects heard about biharzia despite the
endemicity of the disease in the study areas (14, 16, 20).
Previous study conducted in Kemisie Town, northern
Ethiopia, showed relatively high level of community
awareness about intestinal schistosomiasis (19). The low
level of awareness about schistosomiasis observed in the

present study communities might be due to their rural
settings as compared to higher awareness of the disease
in Kemisie which is an Urban setting.

In the present study, both, individuals who
experienced the symptoms of the disease and those who
did not have the symptoms, were unaware of the disease.
This indicates lack of awareness or knowledge about
schistosomiasis which influences treatment-seeking
behavior. A study conducted in Cameroon to determine
the impact of health education intervention on the
perception and prevalence of urinary schistosomiasis
among schoolchildren in endemic rural communities
showed a significant increase of awareness about the
disease and a significant reduction of the prevalence of
the disease within a short period of time after the
implementation of the programme (22). Implementation
of health education in the control of urinary
schistosomiasis in  Niger (23) and intestinal
schistosomiasis (24) in Senegal also resulted in a
significant increase in awareness about the diseases and
treatment seeking behavior of the communities in both
countries although the specific knowledge of the diseases
and changes in behavior remained low.

Bilharzia was more common in those who had
awareness about the disease in Dudicha. Similar findings
in children who had more awareness about urinary
schistosomiasis in Ghana raised the question why
awareness did not result in low prevalence and avoidance
of risk behavior (25). Study in Brazil has also shown that
despite high awareness about the source and mode of
transmission of schistosomiasis, people living in endemic
areas do not avoid exposure because lack of other
alternatives as well as low impact of the disease on their
daily activities (9). Several factors such as socio-
economic status, cultural beliefs, lack of specific
knowledge about the disease, age, religion and
occupation might explain such findings (7).
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Table 3. Awareness about bilharzias, its symptoms, treatment and prevention, and the prevalence of infection among those respondents who provided stool

samples, Dudicha and Shesha Kekel communities, June 2004.

Dudicha Shesha
Variables Respondents No. of positive Respondents No. of positive
M(%) F(%) T(%) M (%) F(%) T(%) M(%) F (%) T(%) M(%) F(%) T(%)
N=104 N=65 N=169 N=88 N=146 N=234
Have you ever heard about
bilharzia?
Yes 40(38.5) 5(7.7) 45(26.6) 24(60) 4(80) 28(62.2) 47(53.4) 31(21.2) 78(33.3) 17(36.2) 7(22.6) 24(30.8)
No 64(61.5)  60(92.3) 124(73.4) 35(54.7) 10(16.7) 45(36.3) 41(46.6) 115(78.8)  156(66.7) 13(31.7)  37(32.2) 50(32.1)
Have you/your family ever been
sick from bilharzia? *
Yes 20(50) 1(20) 21(46.7) 13(65) 1(100) 14(66.7) 22(46.8) 10(32.3) 32(41) 10(45.5) 3(30) 13(40.6)
No 19(47.5) 4(80) 23(51.1) 11(57.9) 3(75) 14(60.9) 22(46.8) 19(61.3) 41(52.6) 5(22.7) 4(21.1) 9(22)
Don’t know 1(2.5) 0(0) 1(2.2) 0(0) 0(0) 0(0) 3(6.4) 2(6.4) 5(6.4) 2(66.7) 0(0) 2(40)
Symptoms of bilharzias*
Abdominal pain/bloody 12(30) 1(20) 13(28.9) 7(58.3) 1(100) 8(61.5) 27(57.4) 13(41.9) 40(51.3) 11(40.7) 1(7.7) 12(30)
diarrhea 5(12.5) 0(0) 5(11.1) 2(40) 0(0) 2(40) 3(6.4) 0(0) 3(3.8) 1(33.3) 0(0) 1(33.3)
Weakness 23(57.5) 4(80) 27(60) 15(65.2) 3(75) 18(66.7) 17(36.2) 18(58.1) 35(44.9) 5(29.4) 6(33.3) 11(31.4)
Don’t know
Does bilharzia have a treatment*
Yes 35(87.5) 3(60) 38(84.4) 21(60) 3(100) 24(63.2) 38(80.9) 20(64.5) 58(74.4) 13(34.2) 2(10) 15(25.9)
No 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
Don’t know 5(12.5) 2(40) 7(15.6) 3(60) 1(50) 4(57.1) 9(19.1) 11(35.5) 20(25.6) 4(44.4) 5(45.5) 9(45)
Is it possible to prevent bilharzia
Yes 35(87.5) 3(60) 38(84.4) 20(57.1) 3(100) 23(60.5) 30(63.8) 14(45.2) 44(56.4) 10(33.3) 2(14.3) 12(27.3)
No 3(7.5) 2(40) 5(11.1) 2(66.7) 1(50) 3(60) 2(4.3) 3(9.6) 5(6.4) 0(0) 0(0) 0(0)
Don’t know 2(5) 0(0) 2(4.4) 2(100) 0(0) 2(100) 15(31.9) 14(45.2) 29(37.2) 7(46.7) 5(35.7) 12(41.4)
Preventive mechanisms**
Treatment 21(60) 2(66.7) 23(60.5) 12(57.1) 2(100) 14(60.9) 14(46.7) 7(50) 21(47.7) 4(28.6) 1(14.3) 5(23.8)
Drinking clean water 10(28.6) 0 10(26.3) 5(50) 0 5(50) 10(33.3) 6(42.9) 16(36.4) 4(40) 1(16.7) 5(31.3)
Reduce water contact 3(8.6) 0 3(7.9) 2(66.7) 0 2(66.7) 3(10) 4(28.6) 7(15.9) 1(33.3) 0(0) 1(14.3)
Sanitation 4(11.4) 0 4(10.5) 1(25) 0 1(25) 2(6.7) 0(0) 2(4.5) 0(0) 0(0) 0(0)
Killing snails 0(0) 0 0(0) 0 0 0(0) 2(6.7) 1(7.1) 3(6.8) 1(50) 0(0) 1(33.3)
Don’t know 0(0) 1(33.3) 1(2.6) 0 1(100) 1(100) 0 0(0) 0(0) 0(0) 0(0) 0(0)

e Respondents were only those who had awareness, ** respondents were only those who said it is possible to prevent bilharzia, M=Male, F=Female,

T=Total
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In conclusion, the present study showed that the majority
of the people in the two study areas had low awareness
about schistosomiasis although the disease was prevalent.
Moreover, those few individuals who heard about the
disease had limited knowledge about source of infection,
mode of transmission and prevention methods. Although
it may not be possible to avoid water contact activities
and exposure to the parasite in the absence of other
alternatives (7), we believe that provision of health
education is useful as a strategy to raise community
awareness of schistosomiasis as well as treatment-
seeking behavior in such endemic areas.
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