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Recovery of Schistosoma haematobium eggs 1n
venous blood collected for diagnosis of
Wuchereria bancrofti infection

The Kenyan coast has long been known as
an endemic area for schistosomiasis caused
by Schistosoma haematobium. Shimada et al.
(1987), for example, found that 68·2% of the
subjects they studied in Mwachinga village,
Kwale District, Kenya, had the disease, and
gross haematuria is common in the local school
children. In this area, S. haematobium co-exists
with several other parasites of man, including
Wuchereria bancrofii, which is endemic in most
of the warm and humid areas of East Africa.
Infection rates with the nematode seem to vary
considerably with the endemic focus studied.
In the most affected foci in Coastal Province,
Kenya, 28·4%-56% of males aged > 14 years
were found to carry microfilariae (mff) (Wijers,
1977). Estambale et al. ( 1994) found an overall
prevalence of 13·7% in Vanga-Lunga Lunga
Location in Kwale District, Kenya.
Adult W bancrofii are extremely difficult to
detect. Although the search for improved
methods for diagnosis of lymphatic filariasis
has recently been the object of intensive
research, routine diagnosis still relies on the
demonstration of mff in blood samples. The
mff are usually detected in Giemsa-stained
blood smears but use of another method,
membrane filtration, gives higher sensitivity
and more accurate estimates of microfilarial
density in the blood.
On five occasions, we have now found
S. haematobium eggs on the nuclepore membranes used to detect W bancrofii mff in
venous blood samples from those living in
filariasis foci in the Kwale and Kilifi Districts
of Kenya.
The first incident occurred in 1989 in a
male patient from Mwachinga village, Kwale
District, who had been found positive for
S. haematobium in 1984 and 1989, prior to
the filariasis screening. Examination of 20 111
finger-prick blood revealed that the patient was
microfilaraemic and he was recruited into a
0003-4983/96/010087+04 SIZ.00/0

W bancrofii transmission study. On follow-up,
17 S. haematobium eggs were recovered on
the nuclepore membrane used to filter 1 m!
venous blood to harvest the mff present.
In 1991, S. haematobium eggs were also
detected in two patients from Malindi,
Kilifi District, who were participants in our
W bancrofii periodicity study. In an attempt to
detect infection with mff, a 60-jli sample of
finger-prick blood was taken from each patient
and one S. haematobium egg was detected on
the nuclepore filter used for each, after examination of the filtrate used for dehaemoglobinization of blood films (Gatika et al., 1994).
Subsequently, 45 S. haematobium eggs were
recovered on a nuclepore membrane used to
filter 1 m! venous blood from one of these two
patients; eggs were also found in a urine
sample from the same patient.
Most recently, in March 1994, S. haematobium eggs were found in venous blood samples
from two subjects living in Muhaka, Kwale
District. One subject was found to have 38
eggs/10 ml urine and two eggs and seven
mff/ml blood (Figs 1 to 3). The second, a
microfilaraemic individual had 32 eggs/10 m!
urine and two eggs/m! blood.
Deposition of S. haematobium eggs has been
recorded in cutaneous sites in the genital and
perigenital areas and in papular or nodular
lesions on the neck, chest and abdominal wall.
Skin biopsies of such lesions commonly show
viable eggs (Mathelier-Fusade et al., 1991).
Ectopic cutaneous lesions develop from ova
that have been deposited by adult worms,
either following direct venous invasion by the
worms or by embolization of the eggs. There
are several possible routes that the parasites
may travel from the pelvic veins to the various
ectopic sites Ooyce et al., 1972). However,
we are unaware of any previous report of
S. haematobium in venous blood and find this
phenomenon puzzling, given the comparative
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Fig. 1. Egg of Schistosoma haematobium

(~)and

microfilaria of Wuchereria bancrofti (---> ). Bar=200 Jlm.

Fig. 2. Egg of Schistosoma haematobium. Bar=25 Jlm.

diameters of S. haematobium eggs and of the
blood vessels that they may traverse prior to
deposition in veins.
Hatchability tests, to check viability, were
not performed on any of the eggs recovered

from blood. It may be argued that egg
detection in the filtered blood may have
resulted from external contamination of the
venipunctured area by the patient. However,
S. haematobium eggs were found consistently
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Fig. 3. Microfilaria of Wuchereria bancrofti. Bar=25

in repeated and careful blood samples from one
of the patients in the Malindi study. Carryover contamination is unlikely since we used
new filter assemblies in both the Mwachinga
and Malindi studies. As the number of
membrane-filter screenings for W. bancrofii is
increasing in regions where S. haematobium
exists, the present finding may become much
more common.
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