
Kenya

Schistosomiasis is endemic throughout the 
entire region of Kenya, and the entire human 
population is considered at-risk for contract-
ing the disease – a figure that has grown from 
48% in 1977 to 89% in 1986 to 100% by 1995 
[1,2,3]. Estimates for the proportion of the 
population infected have remained at 23% 
since the first estimation in 1986 [2,4]. Both 
Schistosoma haematobium and S. mansoni, 
the agents responsible for urinary schis-
tosomiasis and intestinal schistosomaisis, 
respectively, are endemic in Kenya. There 
are numerous intermediate host snail species 
acting as the environmental reservoir of the 
disease and maintaining transmission, includ-
ing Biomphalaria sudanica and Biomphalaria 
pfeifferi for S. mansoni, and Bulinus afri-
canus and Bulinus globosus for S. haemato-
bium [5]. Additional snail intermediate hosts 
include: Bulinus ugandae, Bulinus tropicus 
and Bulinus nasutus for S. haematobium, and 
Biomphalaria choanomphala for S. mansoni 
[6].

The History of Schistosomiasis 
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School-age children make up 
nearly half of the infected 

population in Kenya.

12 million people require treat-
ment annually for schistosomiasis, 
but only 1 million people were 
treated in 2013.  This makes up 

only 15% of the population in need.



In 2011, the Kenyan government launched the 
National School-Based Deworming Program 
(NSBDP) with aims to treat all children at risk for 
intestinal worms and schistosomiasis, working 
with the Deworm the World Initiative (DWTWI) 
[7]. After mapping 15 of 47 counties, 123,150 
people were treated with praziquantel in 2013 
and 475,508 people in 2014 (total population in 
2013 was 44.35 million, estimated number in-
fected near 10.2 million). The Ministry of Health 
(MOH), DWTW and the END Fund are moving 
forward with schistosomiasis mapping and treat-
ment [7]. Meanwhile, the Schistosomiasis Con-
sortium for Operational Research and Evaluation 
(SCORE) project began a 5-year study designed 
to evaluate the optimal method for MDA deliv-
ery in Western Kenya [8]. Prior to these recent 
efforts towards comprehensive disease control 
in Kenya, a five-year pilot study from 1983-1988 
was conducted in a community of 2,219 people 
in a rice irrigation scheme to evaluate the out-
come of integrated control measures. The proj-
ect, which involved health education aimed to 
change human behavior regarding water contact, 
environmental engineering schemes to create 
alternative water sources and latrines, and mass 
chemotherapy with praziquantel, proved to 
greatly reduce the rate and intensity of schisto-
somiasis [9]. Unfortunately, efforts in this small-
scale study did not mobilize action and control 
efforts did not resume until the recent efforts 
previously described. 

Schistosomiasis Control Efforts
While the current control measures focus on 
human chemotherapy for morbidity control and 
prevalence reduction, some attention was given 
to the potential of biological control of snails via 
the predatory crayfish, Procambarus clarkii in the 
past. Between 1994 and 1997, monitoring of snail 
population density and human schistosomiasis in-
fection following mass chemotherapy in commu-
nities located at (1) control sites and (2) crayfish 
enclosures revealed a lasting and significant im-
pact of the crayfish on reducing transmission and 
reinfection [10]. P. clarkii, or the Louisiana red 
swamp crayfish, was introduced to East Africa 
in the 1950’s and is currently widely distributed 
[10]. Taking advantage of this invasion to reduce 
schistosomiasis transmission remains potentially 
useful for long-term transmission interruption.

Looking Ahead

Content by Isabel Jones. Layout and Design by Chloe Rickards. 2015.

1. Iatroski, L.S. and Davis, A. The schistosomiasis 
problem in the world: results of a WHO ques-
tionnaire survey. Bull. World Health Organ. 59, 
115–127 (1981).

2. Utroska, J.A., Chen, M.G., Dixon, H., Yoon, S., 
Helling-Borda, M., Hogerzeil, H.V., Mott, K. E. An 
Estimate of Global Needs for Praziquantel within 
Schistosomiasis Control Programmes. whqlibdoc.
who.int at <http://whqlibdoc.who.int/HQ/1989/
WHO_SCHISTO_89.102_Rev1.pdf>

3. Chitsulo, L., Engels, D., Montresor, a. & Savioli, L. 
The global status of schistosomiasis and its control. 
Acta Trop. 77, 41–51 (2000).

4. Rollinson, D. et al. Time to set the agenda for 
schistosomiasis elimination. Acta Trop. 128, 
423–440 (2013).

5. Opisa, S., Odiere, M. R., Jura, W. G. Z. O., Karan-
ja, D. M. S. & Mwinzi, P. N. M. Malacological survey 
and geographical distribution of vector snails for 
schistosomiasis within informal settlements of 
Kisumu City, western Kenya. Parasit. Vectors 4, 226 
(2011).

. 

6. IAMAT World Schistosomiasis Risk Chart. 1–5 
(2012).

7. The END Fund Kenya. at <http://www.end.org/
ourimpact/wherewework/kenya>

8. Samuels, A. M. et al. Schistosoma mansoni morbid-
ity among school-aged children: A SCORE Project in 
Kenya. Am. J. Trop. Med. Hyg. 87, 874–882 (2012).

9. Katsivo, M. N., Muthami, L. N., Kimani, S., Karama, 
M. & Kingori, F. Involvement of a community in 
schistosomiasis control: a Kenyan experience. East 
Afr. Med. J. 70, 478–481 (1993).

10. Mkoji, G. M. et al. Impact of the crayfish 
Procambarus clarkii on Schistosoma haematobium 
transmission in Kenya. Am. J. Trop. Med. Hyg. 61, 
751–759 (1999). 

11. WHO.  PCT Databank for Schistosomiasis. at 
<http://www.who.int/neglected_diseases/preven-
tive_chemotherapy/sch/en/>

12. Central Intelligence Agency. (2014). Kenya. 
In The World Factbook. at <https://www.cia.gov/
library/publications/the-world-factbook/geos/
ke.html>

References

Pe
rc

en
ta

ge
 o

f P
op

ul
at

io
n

0%

25%

50%

75%

100%

1977 1986 1995

Population Infected Population At Risk

Population at risk has increased to include 100% of Kenyans.  
The population infected has remained around 23%.


