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In third world countries like India, women play a vital role in building and 
maintaining the family and the society. Lymphatic Filariasis (LF) among 
married women may inflict a deep impact on the society. Present study 
was focused to study the impact of LF on married women of some rural 
areas of Bankura district in West Bengal, India. Night blood-samples 
of 1202 married women were examined to detect the presence of 
microfilariae. They were examined clinically and also asked for any 
hidden filarial manifestation. Affected subjects were also interrogated 
to understand the impact of LF on their lives. Microfilaria rate, mean 
microfilaria density and disease rate among the married women of the 
area were assessed as 6.16%, 10.89% and 11.98% respectively. 95.83% 
of the diseased subjects were of opinion that the disease had imposed 
some or many adverse effects on their lives. The diseased women 
suffer from disability, loss of efficiency and social stigma. They are often 
neglected and abstain themselves from intimating their problems to 
the family members and seeking help for various reasons. Awareness 
level is poor and presumably the situation is same in the rural areas 
of other under developed and developing countries.
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Introduction
Lymphatic Filariasis (LF) is one of the most devastating 
and disabling diseases of the world, capable of imposing a 
substantial impact on the suffering population.1-3 Worldwide 
over 120 million people are infected with LF, about 40 
million among them suffer from clinical manifestations and 
almost 15 million, the majority of whom are women, have 

lymphoedema or filariasis.1 The disease affects both males 
and females but its impact on females is often neglected 
drawing very little public interest.

Epidemiological evidences on LF of different age groups of 
male and female subjects are available from different areas 
of West Bengal in India,4-10 but specific research on impact 
of LF on rural married women is scanty.11 A small initiative 
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was taken in the present study to obtain information about 
the filarial epidemiology and its effect among the married 
women of some rural villages under Banashuria gram-
panchayet in Bankura district, West Bengal, India.

Materials and Methods
1202 married women from rural villages of Banashuria 
gram-panchayet of Bankura district were included in the 
study, selected by mode of random sampling following 
pioneer workers.12,13 Before execution of the work, written 
informed consent for participation in the study was obtained 
from participants.

Necessary ethical approval for the study has been taken 
from the “Institutional Clinical Ethical Committee of 
The University of Burdwan” [IEC(BU)/2016/5, dated - 
24/08/2016]. All ethical standards were maintained during 
the study.

20 µL night blood samples were collected from all the 
subjects by finger prick and examined for the presence of 
microfilariae, if any.14 Each subject was examined clinically 
by a medical personal for the signs of filarial aetiologies 
and asked about their symptoms following World Health 
Organization (WHO) guidelines.15 After the primary survey, 
all the detected LF affected women were studied separately 
to know the impact of the disease on them. This study was 
mainly based on several interviews using semi-structured 
questionnaires. The study was conducted during September 
2016 to August 2018.

Available data were subjected to statistical analyses using 
student’s‘t’ test and standard normal deviate ‘Z’.13

Result
Among the 1202 studied women 74 were detected to be 
Wuchereria bancrofti microfilaremics [microfilaria rate 
(MR) 6.16%] and 144 with filarial aetiologies [disease 
rate (DR) 11.98%], with overall Endemicity Rate (ER) of 
17.80%. Mean Microfilarial Density (MMD) among the 
microfilaremics were calculated as 10.89. Different filarial 

aetiologies encountered among the married women during 
the study were Adeno-lymphangitis (4.49%), Lymphoedema 
(3.99%), and Elephantiasis of leg (3.49%). An age group wise 
(younger, middle and older age) epidemiological data are 
presented in ‘Table1’ and an age group wise distribution 
of different aetiologies were presented in ‘Figure 1’. Four 
diseased women were detected as microfilaremic also.

About 95.83% of the diseased women were of opinion 
that the disease imposed some or many awful impacts on 
them, whereas none of the microfilaremics complained 
for any major problem (some complained about fever but 
it was not indicated that those were due to W. bancrofti 
infection) and obviously not conscious that they were 
carrier of W. bancrofti.

About 24 (16.67%) of the diseased women suspected that 
they were infected with filarial parasites before marriage 
and others claimed to acquire the infection after marriage. 
Among the former group, 22 (91.67%) women admitted 
that they did not disclose this fact to their future marriage 
partners during pre-marriage negotiation visits. In private 
discussion, 8 middle aged women swear that they did not 
unveil their pre-marriage infection even after spending 
more than 10 years of marriage life, rather their families/
husbands considered that infection, was acquired ‘after’ 
marriage.

41.67% of the diseased persons were of opinion that, their 
family members took their problems sportingly but rest 
thought that their position in the family or society was 
subordinate due to disease manifestations.

Among the LF diseased married women under study, about 
70.83% was found to be deprived from sufficient medical 
attention for different reasons and 76.89% felt embarrassed 
to disclose their filarial disease manifestations to others. 
59.72% possessed the basic knowledge that their disease 
may be acquired from mosquito bites, but only 48.61% were 
adequately aware of ‘regular’ campaigning, awareness or 
Mass Drug Administration (MDA) programmes in the area.

Table 1.Epidemiological data of lymphatic filariasis among the married women of rural 
villages of Banashuria gram-panchayet of Bankura district 

of West Bengal, India

Parameters
Younger age 

group
(≤30 years)

Middle age group
(31-50 years)

Older age group
(≥51 years) Overall

Number of studied women 482 402 318 1202
Microfilaria rate 2.49 10.45 6.29 6.16

Mean microfilarial density 5.67 12.90 9.80 10.89
Disease rate 9.54 12.94 14.47 11.98

Endemicity rate 12.03 22.89 20.13 17.80
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Discussion
The study area is endemic for LF.16 Most of the married 
women of the area are deprived of higher education often 
with very little awareness about health and hygiene. Mainly 
they are housewives but a large proportion (mostly the 
backward poorer section) also work as low income daily 
labourers in unorganised sectors (like farming, construction, 
housekeeping etc.) to support their family financially.

Epidemiological data reveals that MR, MMD and ER among 
the married women are higher in the middle age group 
[difference with the younger group is significant (P<0.05) 
but with the older group is insignificant (P>0.05)], whereas 
DR was higher in the older age group [difference is not 
significant with both younger and middle groups (P>0.05)]. 
So it appears that the younger age married women are less 
affected by LF, because (i) they use more cloths and less 
exposed to mosquito bites and (ii) some of them come 
to the area after marriage from less endemic areas (in 
Indian society after marriage most women come to stay 
in husband’s house). But with increasing age they tend 
to become affected by LF and develop different clinical 
manifestations (or disease) like Elephantiasis etc., which 
are evident from the study results (Table 1 and Figure 
1). Unlike of men, women are more often infected in or 
around their houses,17 facilitated by the presence of vector 
breeding sites near the house and other factors related to 
the vector and filarial transmission.18-20

Majority of the married women under study, who are 
affected by LF aetiologies, are facing problems (P<0.05). 

Pre-married infected women often face difficulty to find 
a spouse of their choice which induces them to hide 
their disease. Those who disclose their pre-married 
manifestations before marriage face problems in finding 

suitable marriage partner. In many endemic areas, including 
the present one, a LF affected women is often considered 
to have reduced ability of working, taking care of family 
members and children, which leads their marriage prospect 
diminished.21,22 Some time there is a misperception that 
children may inherit the parasite/disease from their mothers 
with notable expression of the LF diseases. So, diseased 
mothers find it difficult to search a suitable match for their 
daughters as also reported by other researchers.23,24

Filarial aetiologies are frequent in the study area. Sometime 
the village people are sympathetic to the problems of 
the diseased persons; but in majority of cases they are 
humiliated through awkward comments. Even, without 
any proof, some of the husbands suspect that their spouse 
is carrying pre-married infection.

The study suggests that sufficient medical attention to the 
LF affected married women are scanty in the area. Many of 
them are unaware that their manifestations can be reduced 
by treatment. It was also appears that, at times the family 
members did not show sufficient interest in treatment 
or to escort their females to a medical authority due to 
neglected status of the women or assumed expenditures. 
But in other cases the patient themselves may not seek 
treatment due to social or cultural restrictions, feeling of 
shame etc. Working women were always anxious about loss 
of working ability and earnings. These may refrain them 
from reporting or assessing problems and seeking helps.11

In countries like India, married women take a great role 
in building up of the family and propagating the basic 
knowledge to their children and the community. But social 
status of married women is often neglected and their role 
in building the family and society is not often given due 
recognition. Disease like LF may make their position worse. 
The present study depicts that, basic knowledge about LF 
and its vectors is scanty among them, itself. Community 
perception and participation about LF of married women 
is also not up to the mark. For these reasons, disability, loss 
of productivity, mental ambiguity and social stigmatization 
due to LF are very common. Similar situation may also occur 
in the rural areas of other under developed and developing 
countries, and should be considered during policy-making.

According to Bandyopadhyay women are silently bearing the 
brunt of LF.11 In the endemic areas, proper implementation 
of LF management programme (including awareness 
programmes, proper coverage of MDA and free treatment) 
among them can reduce LF infection and morbidity to a great 
extent, which may be beneficial for entire society and helpful 
in achieving the goal of Global Programme to Eliminate LF.
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Figure 1. Age group wise distribution of different 
aetiologies among the married women of rural 

villages of Banashuria gram-panchayet of Bankura 
district of West Bengal, India
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