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Abstract 

A study was done in order to identify the vectors of Wuchereria bancrofti 
(the causative organisms of lymphatic filariasis). This study was carried out 
in four communities where lymphatic filariasis were earlier identified. These 
communities are Oraeri, Ekwulobia, Akpo and Achina, all in Aguata Local 
Government area of Anambra State, South Eastern Nigeria. The study was 
done in the last two weeks of July which is often the peak of the rainy 
season, when mosquitoes are likely to breed in their greatest numbers. A 12 
hour mosquito collection was done, from 6 pm to 6. am. At the end of this, 
insecticide-knock- down (IKD) collection was done. A total of 431 
mosquitoes were caught in the four project sites at the following rates: 
Oraeri (110), Ekwulobia (118), Akpo (115) and Achina (88). The 
mosquitoes species collected were Anopheles fenestus. Anopheles 
gambiae,Cluex pipiens fatigans (Culex quinque faciatus) and Mansoni 
africanus,  (the solitary Mansoni from Achina). After dissection in saline, 
Wuchereria bancrofti microfilariae were isolated in seven of the mosquitoes. 
The infected mosquitoes came from the four communities. The solitary 
Mansoni was not infected. The conclusion is that Anopheles fenestus, and 
Culex pipiens fatigans are the vectors of lymphatic filariasis in the region.  
Because of the high level of ignorance concerning the disease, education 
about its cause, course and prevention should be stepped up by governments 
and organizations. 

 
Introduction 

Elephantiasis is a disfiguring disease that has been seen in many countries of the world, 
(Muller 1975). One of the causes of elephantiasis is the blockage of the lymphatic channel by a 
parasitic nematode known as Wuchereria bancrofti. This organism is a filarial worm. The result of the 
blockage is the accumulation of lymphatic fluid in the proximal part of the blocked limbs of the 
affected person. The swelling, if unresolved over a long time, results in the permanent swelling of that 
limb, a situation known as lymphoedema or elephantiasis (Addis, Eberhard, and Lammie 1994) and 
Ahorlu , Dunyo and Simonsen 1997). In Igbo land of Nigeria, it is mostly regarded as nsi ani,  
meaning that the swelling is due to poison put on the ground. 
 

According to Benson, Estambale, Simonsen, Knight, and Bwayo(1997), and Ottesen, Hooper, 
Bradley, and Biswas (2008), the pathology does not only affect the limbs, it may occur in the scrotum 
in males leading to hydrocoele). 
 

Some other parts of the body affected are breasts; leading to lymphoedema of the breasts 
(mostly in females). According to (W.H.O. 1996, Bapat and Pandit, 1992). In persons affected on the 
breasts, the blockage is normally at the axilliary lymphatic channels. The vulva may be affected in 
some persons (Casley Smith and Judith, 1999). The most terrible thing about this pathology is not just 
the loss of beauty on the affected part, the problem is often compounded by periodic inflammations of 
the affected part, plus other local or general symptoms. This situation is called adenolymphangitis 
(W.H.O. 1999, & Shenoy, Sandhya, & Kumaraswani,1995): Adenolymphangitis is characterized by 
periodic fever, pain, tenderness and heaviness of the affected limb. These complications tends to 
increase the morbidity due to this disease. Outland, (2005),The vectors of Wuchereria bancrofti (the 
causative parasite of lymphatic filariasis) are the mosquitoes, (Uttah, Simonson, Pederson, & Udonsi, 
1997) and BBC World Service (2008). Although mortality from the disease is rare, the morbidity 
resulting from it and man-hours lost due to the disease is of social significance, Anosike, Onwuliri & 
Abanobi, 1994 and Ramaiah, Gruyatt, Ramu, Vanamail, Panni & Das, (1999). Another factor that 
makes the disease a serious concern to mankind in the tropics is the abundance of the vector, the 
Multidisciplinary Journal of Empirical Research Volume 8 No. 1 September,   2010  



 

83 
 

mosquito. The poor environmental hygiene coupled with general poverty and ignorance, all provide 
the ideal environment for mosquitoes to breed, (Itah, 1998). According to U. S. Centres for Disease 
Control (2008), and Tailor, Makunde, Mc-Garry, Turner, Mand & Hoerauf (2005) different species of 
mosquitoes have been identified as the vectors of lymphatic filariasis in different regions. The 
different mosquitoes species have been found to be responsible in different areas. This study was done 
in order to isolate the mosquito species responsible for LF in Aguata Local Government areas of 
Anambra state, Eastern Nigeria.  
 
Materials and Methods 

The study was carried out in Aguata L.G.A of Anambra state. The communities studied were 
Oraeri, Ekwulobia, Akpo and Achina. The researcher and her project staff went to houses, especially 
in the areas with identified cases of LF to collect mosquitoes. Project staff visited each community 
twice. The mosquitoes collection was done at night for 12 hours, from 6pm to 6am, to coincide with 
periods when the mosquitoes come out to feed and also the periods when the parasites of lymphatic 
filariasis are found in the peripheral blood. The parasites of LF appear in the peripheral blood between 
22. 00 hrs and 02.00 hrs. The mosquitoes were caught alive with test tubes (vials) and covered with a 
thin layer of cotton wool, in order to keep them alive. At 06.00 hours, a knock down, using 
pyrethrium insecticide was done at all sites. This helped kill any remaining mosquitoes in the rooms 
where the vector collection was done. White linen earlier spread round the floor of the room before 
the knock-down were used to collect the mosquitoes. After the collection, the mosquitoes were taken 
to the laboratory for dissection in saline and subsequently examined under the x 100 magnification 
microscope. Those with filarial worms were recorded. 
 
Results 

The mosquitos’ species collected from the four project sites are shown on the tables below. 
 
Table 1: Mosquitoes Collected from Oraeri Project Site 
 
Mosquito species caught  1st collection  2nd collection  Total  
 
Anopheles fenestus   20   30   50 
Anopheles gambiae   4   6   10 
Culex pipiens fatigans   20   30   50 
Mansoni africanus   -   -   - 
Total     44   66   110 
 
Table 2: Mosquitoes Collected from Ekwulobia Project Sites 
Mosquito species caught  1st collection  2nd collection  Total 
Anopheles fenestus   15   17   32 
Anopheles gambiae   -   -   - 
Culex pipiens fatigans   40   46   86  
Mansoni africanus   -   -   - 
Total      55   63   118 
 
Table 3: Mosquitoes Collected from Akpo Project Sites 
Mosquito species   1st collection  2nd  collection  Total 
Anopheles fenestus   25   28   53 
Anopheles gambiae   2   4   6 
Culex pipiens fatigans   26   30   56  
Mansoni africanus   -   -   - 
Total      53   62   115 
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Table 4: Mosquitoes collected from Achina Project Sites 
Mosquito species collected  1st   collection  2nd collection  Total 
Anopheles fenestus   26   30   56 
Anopheles gambiae   2   5   7 
Culex pipiens fatigans   10   14   24  
Mansoni africanus   -   1   1 
Total      38   50   88 
  
 
Table 5: Mosquitoes Infected in the 4 Project Sites.                 
Mosquito species collected       Oraeri        Ekwulobia       Akpo      Achina      Total 
Anopheles fenestus   2  1       1             1     5 
Anopheles gambiae   -  -        -            -             - 
Culex pipiens fatigans   1  2        1            1     5 
Mansoni africanus   -  -         -             -    - 
Total      3  3        2             2   10 
 
Discussion  

At the end of the two sessions of twelve-hour mosquitoes collection for each of the four 
communities studied, Anopheles fenestus and Culex pipiens fatigans were discovered to have the 
highest numbers. Most of these two species were caught between the hours of 22.00 and 02.00 hrs. 
interestingly also, the dissection result also revealed that the mosquitoes found to have the filarial 
parasites in them were A. fenestus and C.P. fatigans. 
 
Conclusion 

The conclusion to be drawn from this work is that the vectors of LF in the zone are A. fenestus 
and C.P fatigans. This result has serious health implications for people residing in the region. 

Considering the numerous factors that encourage the breeding of mosquitoes in the 
environment e.g. the pit latrines, the palm kernel processing murky waters, and also considering the 
large numbers of mosquitoes around the place as evidenced by catches made in one night in each 
community studied, it means that almost every one is at risk of contracting the disease. Increased 
efforts are therefore required to curb the prevalence of the disease. 
 
Recommendations  
1. Education on the topic should be stepped up by government as most people are ignorant of the 

condition and its causes. 
2. More efforts are required by the government to control the vector of the disease: insecticide 

impregnated bed nets will be more effective in controlling LF, even more than it can control 
malaria. This fact is very important if we consider the time the parasites are mostly picked up, 
that is, 22.00-02.00 hours. This is the period when people are likely to be sleeping under bed 
nets. This method of vector control was suggested to World Health Organization by Maxwell et 
al, (1999). 

3. Public awareness in environmental and Public Health Education should be stepped up. 
Individuals and families should be taught the need for sanitation of the environment and 
avoidance of stagnant water and bushes around houses. These measures will reduce the breeding 
of mosquitoes. 

4. Ivermeetin administration to all as a prophylactic measure for the disease should be 
recommended. If there are no carriers, even if a mosquito bites people, it will not find any 
parasites to pick and transmit. The cycle of the disease will therefore be broken.      
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