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Abstract 
 The present study was carried out in Filaria Hospital of Nilphamari to find 
out the current status of lymphatic filariasis (LF) in Nilphamari district: An 
endemic area for lymphatic filariasis in Bangladesh. The inhabitants of the 
villages, the outdoor patients and hospitalized patients in Filaria Hospital were 
selected for the study. The current status and the prevalence of filariasis in 
Nilphamari district was 4.43%, in Nilphamari Sadar  was 3.25% and  4.10% in 
Sayedpur, 4.82% in Domar, 5.86% in Dimla, 3.85% in Joldhaka  and 4.70% in 
Kishoreganj. It was found that 58.84% filarial patients were male and 41.16% 
were female; highest prevalence of the disease was observed at the age group of 
41 - 60 years. Illiteracy and poverty are the important social risk factors of this 
disease , about 45% patients were illiterate. Most of the infected patients were 
very poor and belong to low income group. Only 40.5% patients knew about 
filariasis. Only 26.1% patients used mosquito curtains. During the study period, 
it was found that 66.15% of  hospitalized filarial patients were male and 33.85% 
were female, in the Filaria Hospital of Nilphamari. The highest outdoor patients 
in Nilphamari Hospital were of age group 40 - 59 years and 76.22% patients had 
hydrocele. 

 
Introduction 
 Filariasis is a severely debilitating and stigmatizing disease caused by the parasite 
Wuchereria bancrofti, classic causative agent of this disease in humans, and is transmitted 
by mosquitoes. Culex mosquitoes are the main vectors for disease transmission in 
Bangladesh(1). This disease is manifested by enlargement of the limbs, scrotum, and other 
extremities; it is not the initial effect, but is the result of long-standing infection. As 
worms block the lymph vessels, edema occurs, and in times the deposition of connective 
tissue cells and fibers contribute to elephantiasis(1). It is primarily a disease of the poor in 
tropical countries and is caused by three species of nematodes which are transmitted to 
humans by several genera of mosquitoes(2). Forty million people have visible ailments, 
120 million are infected in 80 countries and one billion live in the risk of infection(3).  India   
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has the highest burden with about 40% of global cases. Bangladesh is  also  considered  as  
a  major  LF  endemic  country  with  70  million  population at  risk.  
 Bangladesh, India, Maldives, Nepal and Sri Lanka harbor nearly half the world’s 
lymphatic filariasis burden. Out  of  64  districts  of  the  country  filariasis  is endemic  to  
34 (based on ICT survey). The prevalence  of  the disease  is  high  in  the  border  districts 
of Panchgarh, Rangpur, Thakurgaon, Dinajpur, Nilphamari, Chapai Nowabgonj,  
Kurigram. Filariasis has been reported in different states of India(4). 
 Demarquay (1863) described microfilariae of Wuchereria bancrofti and found  what  is  
now  known  as  the  embryonic  form  of microfilaria bancrofti  in  hydrocele  fluid(5). 
Manson (1878) first demonstrated that mosquitoes were intermediate hosts for the 
parasite(6). Low (1900) determined the actual transmission method by discovering the 
presence of the worm in the proboscis of the mosquito vector(7). Bourne (1888) discovered 
the adult male parasite(8). Rao and Maplestone (1940) discovered the adults of B. malayi in 
India(9). The pathology associated with lymphatic filariasis results from a complex 
interplay of the pathogenic potential of the parasite, the immune response of the host, 
and external ('complicating') bacterial and fungal infections.  
 In the present study, the main objectives were to find out the prevalence and clinical 
manifestations of filariasis with age, sex and socio-economic factors of the population, 
especially in the Nilphamari district; to assess the level of knowledge of the people about 
its causes and risk factors; to study the attitude of the people towards prevention and 
control measures are to be taken for lymphatic filariasis.  
 
Materials and Methods 
 The present work was conducted within each domain of interest, which included the 
community members, service provider and program/policy domains of upazila health 
complexes. At the national level, the opinions of the professionals of filarial disease control 
programs were also included in interviews focusing on integration of their program.  
 Filaria Hospital of Savar, Filaria Hospital of Nilphamari, other upazila hospitals of 
Nilphamari, Nilphamari Sadar and Paurasava, Sayedpur, Domar, Dimla, Joldhaka and 
Kishoreganj upazilas of Nilphamari district were selected for the present study. 
 The study design was a multistage sampling with the following levels: district, 
upazila, road, hospitals and village. The rural areas and the villages were Topamari 
and Itakhola of Nilphamari Sadar and Paurasava, Kamarpukur and Belpukur of 
Sayedpur, Bamunia and Jorabari of Domar upazila, Chaknai and Goyabari of Dimla, 
Kathali and Mirganj of Joldhaka, Nitai and Putimari of Kishoreganj in Nilphamari 
district.  
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 The records of the investigation was done through a structured questionnaire filling 
and all the data were compiled. Finally tabulated data were analyzed and interpreted 
through the computer using the software MS Word.  
 The schedule consists of respondents demographic socio-economic information, 
variables were age, sex, educational qualification economic condition, knowledge about 
disease, their attitude and practice towards the prevention and control of the disease. 
 
Results and Discussion 
 The present investigation was carried out among the rural people of the villages of 
six different unions of Nilphamari district and the outdoor patients of Filaria Hospitals of 
Nilphamari.  
 The current status of the filariasis among the people of six different unions of 
Nilphamari district including the Filaria hospital (Table 1). The prevalence of filarial 
patient on an average was 4.43%, the highest (5.86%) occurred in Dimla and the lowest 
(3.25%) in Nilphamari Sadar (Table 1). 
 
Table 1. Status of filariasis among the people of six union/upazila of Nilphamari district from 

2011 to 2012. 
 

Union/ 
upazila 

Total 
families 

Total  
members 

Total persons 
affected 

Affected 
persons (%) 

Nilphamari Sadar 6490 35662 1159 3.25 

Sayedpur 803 4415 181 4.10 

Domar  1268 6971 336 4.82 

Dimla     2804 15410 903 5.86 

Joldhaka   2652 14572 561 3.85 

Kishoreganj  2714 14915 701 4.70 

Total   16731 91945 3841 4.43 

 

 On gender issue,  maximum male (79.68%) filarial patients were recorded in Joldhaka 
Union and the minimum male (48.23%) was in Nilphamari Sadar Union, while the 
highest female (52.77%) patients found in Nilphamari Sadar Union and the lowest 
(20.32%) in Joldhaka Union (Fig. 1).  
 Regarding age group, the highest number of  filarial patients (34.9%) were observed 
in Nilphamari district in the age group of 41 - 60 years (Table 2).  
 The highest prevalence (55.0%) of illiterate filarial patients identified in Joldhaka and 
the lowest (35.0%) in Nilphamari Sadar. The filarial patients who could only sign their 
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names were comparatively in higher percentage (37.0) from Kishoreganj and the lower 
(28.0) from Sayedpur (Table 3). There were few (3.5%) infected persons who crossed the 
primary school level (Table 3). So, educational status is a great factor for this disease to be 
caused specially in the rural area(15).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Fig. 1. Prevalence of patients according to sex in Nilphamari district from 2011 to 2012. 
 

Table 2. Prevalence of filariasis among the patients in Nilphamari districts from 2011 to 2012 
according to age groups. 

 

Union/ 
upazila 

Total  
number 

Age group (years) 

1-20 (%) 21-40 (%) 41-60 (%) 60+ (%) 

Domar        336 20 30 34 16 

Kishoreganj      701 17 32 33 18 

Nilphamari Sadar  1159 7 24 39 20 

Sayedpur     181 15 28 38 19 

Joldhaka     561 18 27 36 19 

Dimla         903 19 36 30 15 

Total (% ) 3841 17.78 29.41 34.9 17.9 
 

 In Nilphamari district, only 40.5% (1557) patients knew about filariasis. On the other 
hand, the largest portion, 59.5% patients were ignorant regarding filariasis. So, lack of 
knowledge was also a major factor for transmission of filariasis in the district. 
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 In Nilphamari district, 26.1% of the infected patients used mosquito net. The highest 
monthly income of 47.02% was Tk. 1000-2000, 36.06% earned Tk. 2000-3000 monthly, 
12.91% earned Tk. 3000-4000 monthly. Only 4.01% were capable of earning above Tk. 
4000 monthly. So, the rural people of Nilphamari district could not afford to buy 
mosquito net, aerosol or mosquito coil for the protection from mosquito bites. 
 During July, 2011 to June, 2012 in the Filaria Hospital of Nilphamari,  higher 
prevalence of male (7.27%) and female (3.73%) patients were recorded in June, 2012; 
while, comparatively lower prevalence  of male (4.21%) and  female patients (2.10%) 
were in October, 2011. So, it was evident that the prevalence of filariasis increased in 
summer and gradually decreased towards the months of winter (Fig. 2a). During the 
study period 66.15% male and 33.85% female patients were found in the hospital (Fig. 
2b).  
 

Table 3. Educational status of the filarial patients in Nilphamari district.  
 

Union/ 
upazila 

Total  
number 

Educational status 
Illiterate 

(%) 
Can sign 
only (%) 

Primary     
(%) 

Above 
primary (%) 

Domar 336 47 32 20 1 
Kishoreganj 701 46 37 17 0 
Nilphamari Sadar 1159 35 30 25 10 
Sayedpur 181 42 28 24 5 
Joldhaka 561 55 33 12 0 
Dimla 903 51 35 14 0 

 

 Lymphedema, Hydrocele and other symptoms due to filariasis at different age 
groups in the Filaria hospital of Nilphamari district are shown in Fig. 3. Lymphadema 
with lower limb was higher at the age group from 40 to 60 years and lower at early and 
older ages (Fig. 3). This observation indicates that older patients showed the symptoms 
more than new ones and filaria was decreasing gradually. During the study period, 
among the out door patients in Nilphamari Filaria Hospital, the prevalence of 
Lymphedema with lower limbs was 30.52%, Hydrocele  66.34% and others were 3.14% 
(Fig. 3). 
 While genital damage (hydroceles) and lymphoedema or elephantiasis were the most 
recognizable clinical entities associated with lymphatic filarial infections, there are much 
earlier stages of lymphatic pathology and dysfunction. Of all the individuals with 
lymphatic filariasis less than half appear clinically asymptomatic, though they had 
microfilaria circulating in their blood and yet all have hidden damage to their lymphatic 
and renal systems (heamaturia and proteinuria) (19).  
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Fig. 2a,b. Distribution of filarial patients in Filaria Hospital of Nilphamari during  
   July, 2011 to June, 2012. 
 
 

 
 

Fig. 3. Signs and symptoms of filariasis manifested in different age groups of patients in 
       Filaria Hospital of Nilphamari. 
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 WHO estimated the number of people at risk from lymphatic filariasis (49 million) 
(annual report 2002) in mainly northwestern Bangladesh(10). Lymphatic filariasis is a 
national problem of Bangladesh.  
 There are 32 filariasis endemic districts in Bangladesh. Wolf and Aslam (1972) 
surveyed for night blood microfilaria in Dinajpur district, to have the highest prevalence 
of filariasis(11). A filariasis survey of the entire Thakurgaon upazila of Dinajpur district 
was carried out by Bary et al.(12). Examinations of 9624 inhabitants revealed a microfilaria 
rate of 16.8% and a disease rate of 10.1%. Concurrent with their investigations, in 1983 a 
survey was carried out by NIPSOM in Thakurgaon district; it was found that the 
microfilaria rate was 27.13%(13).  
 Culex  quinquefasciatus lay eggs in domestic collection of water and such places as 
flooded open cement drains, flooded latrines, overflow water from houses, kitchens, 
ground pools, ditches, and shallow wells, rarely in tree holes or bamboos, not jungle 
pools, stream pools if far from human habitants(14). About 27% (1004) patients used 
mosquito curtain.  
 Electricity is not available in many villages. So, most of the villagers do not have 
television, radio, etc. As a result they did not get the information of this disease from the 
TV or radio. Moreover, electric fan indirectly helps to keep away the mosquitoes 
especially during the summer(15).  
 According to WHO (1992), transmission of filariasis normally occur in those areas 
where the population densities are much higher along with deficiencies in urban 
infrastructure. It was found in the study area that the population was over crowded. So 
filariasis could easily spread in this area(16).   
 In the present study it was found that most of the patients were ignorant regarding 
filariasis treatment and it indicates  that ignorance is another social risk factor of the 
disease “filariasis”. Government should take proper steps to control this disease(17). 
 

Conclusion 
 The socio-economic factors like poverty, illiteracy etc. are vital reasons of the disease 
transmission and higher prevalence. Government should take proper steps, such as 
increasing awareness, distributing of leaflet having the information about fllariasis,  its 
control and prevention, appointment of sufficient health workers to the endemic areas to 
ensure the proper health management, broadcasting the mesures should be taken to 
prevent, cure and  control of the disease on TV, radio, etc. to increase the awareness 
about filariasis. 
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