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Abstract

Background
Bangladesh, India, and Nepal aim for the elimination of Visceral Leishmaniasis (VL), a systemic parasitic infectious disease, as a public health problem by 2020. For decades, male
patients have comprised the majority of reported VL cases in this region. By comparing this
reported VL sex ratio to the one observed in population-based studies conducted in the
Indian subcontinent, we tested the working hypothesis that mainly socio-cultural gender differences in healthcare-seeking behavior explain this gender imbalance.

Methodology/Principal findings
We compared the observed sex ratio of male versus female among all VL cases reported by
the health system in Nepal and in the two most endemic states in India with that observed in
population-based cohort studies in India and Nepal. Also, we assessed male sex as a potential risk factor for seroprevalence at baseline, seroconversion, and VL incidence in the same
population-based data. The male/female ratio among VL cases reported by the health systems was 1.40 (95% CI 1.37–1.43). In the population cohort data, the age- and study siteadjusted male to female risk ratio was 1.27 (95% CI 1.08–1.51). Also, males had a 19%
higher chance of being seropositive at baseline in the population surveys (RR 1.19; 95% CI
1.11–1.27), while we observed no significant difference in seroconversion rate between
both sexes at the DAT cut-off titer defined as the primary endpoint.
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Conclusions/Significance
Our population-based data show that male sex is a risk factor for VL, and not only as a
socio-cultural determinant. Biological sex-related differences likely play an important role in
the pathogenesis of this disease.

Author summary
Visceral Leishmaniasis (VL) is a parasitic disease that is lethal if not treated timely and
mainly affects impoverished populations. Bangladesh, India, and Nepal have targeted the
elimination of this disease as a public health problem by 2020. The majority of VL patients
attending the health services are male, and this is usually attributed to unequal access to
health care for men and women in this sociocultural context. We analyzed two large datasets obtained in population surveillance projects, including regular door-to-door screening for VL, in India and Nepal. Thereby we minimized any potential differences in access
to health care between both sexes, as every suspect VL case occurring in the community
received a full diagnostic work-up, and the research project facilitated transport to treatment centers if needed. By comparing the observed sex ratio in the health services records
with those of the population surveillance records, we aimed to reach meaningful conclusions about the pathway through which male gender exerts its leverage for increasing VL
risk: socio-cultural determinants blocking women from accessing care (nurture) or biological factors (nature) making men more vulnerable to VL. Because in the populationbased age adjusted-data, male VL cases were significantly more frequent than female, our
findings strongly suggest that in the Indian subcontinent, biological differences between
men and women play a more critical role in the pathogenesis of VL than previously
assumed, and the observed male predominance in VL cases in health services cannot be
explained by socio-cultural factors only. Moreover, data show that above the age of 14
years, males are seropositive more often than females and are at higher risk to develop VL
disease.

Introduction
Visceral leishmaniasis (VL) is on the verge of being eliminated as a public health problem in
Bangladesh, India, and Nepal. Since the start of the VL elimination initiative in 2005, the number of cases of this deadly parasitic disease has decreased significantly in all three countries.
Reported incidence rates now hover close to the target of less than 1/10,000 per year at (sub-)
district level [1]. In this endgame period, identifying and reaching specific risk groups will be
crucial to meet and sustain the elimination target.
One recurrent observation is that patients treated for VL in health services are predominantly male [2, 3]. This is not limited to the Indian subcontinent but was observed across different geographical locations, over different leishmanial species and disease spectra, including
cutaneous forms of leishmaniasis [2, 4–6]. Two hypotheses have been formulated to explain
this difference between both sexes, stressing either social differences between men and women
(i.e., gender differences, relating to the specific behavior, activities, and roles of men and
women in society) or biological differences (i.e., sex differences) [7]. Different behaviors may
result in less exposure to infection for women or less access to care when sick. Several years
ago, Ahluwalia et al. showed in Bangladesh that women suffered from higher VL case fatality

PLOS Neglected Tropical Diseases | https://doi.org/10.1371/journal.pntd.0007995 January 29, 2020

2 / 14

Male predominance in Visceral Leishmaniasis: Nature or nurture?

rates, most likely due to gender discrimination in access to care [8]. A more recent study in
India confirmed the low prioritization of women’s health as an important factor of delayed
treatment seeking among females [9]. If this is also the case in India and Nepal, with a higher
proportion of women remaining undiagnosed and underreported, this would be an essential
issue to address.
An alternative hypothesis suggests that physiological differences in host-pathogen interactions and immune response after infection lie at the basis of the male predominance in VL.
Hormones, including sex hormones, can modulate the immune system and influence the
immune response to infection with various pathogens. Several animal studies support the
hypothesis that this physiological difference also plays a role in leishmaniasis, and have
described higher susceptibility to disease and worse disease outcomes after Leishmania infection in male animals [10–13]. However, there are, so far, no studies investigating the reasons
for this male predominance in reported VL on the Indian subcontinent. By analyzing the sex
ratio of VL outcomes in population-based studies conducted in the same region as for which
health systems data are available, we explored the hypothesis that gender-based differences in
health care-seeking behavior and access to care explain this gender imbalance in reported
cases. In these longitudinal population-based studies, incident VL was systematically recorded
over several years for all individuals residing within defined areas through door-to-door
household surveys. We can, therefore, safely assume that the population data on male and
female VL patients were captured with equal validity, and the impact of any potential difference in health care seeking behavior or access to care was minimal in these data. This provides
a unique opportunity to test the nature versus nurture hypothesis to explain the male VL
predominance.

Methods
Data included for analysis
We collected data from official health care reporting systems in India and Nepal. These data
include all VL cases that were reported through the national health system (Nepal) or the public health services of the respective states in India, and are mainly based on passive case detection at primary care facilities. From India, all VL cases reported between January 2014 and July
2017 through the Kala Azar Management Information System (KAMIS) from the highly VL
endemic states of Bihar and Jharkhand were included. For Nepal, all VL cases reported to the
national registry from the Epidemiology and Disease Control Department between January
2014 and December 2017 were included for analysis.
Population-based data were obtained from two cohort studies; Kalanet and the Tropical
Medicine Research Center (TMRC) Health and Demographic Surveillance System (HDSS).
The Kalanet study was carried out between 2006 and 2009 in 26 VL endemic clusters in both
India and Nepal, covering a total of 12,691 participants for three consecutive years. It included
three consecutive (yearly) serological measurements with Direct Agglutination Test (DAT)
together with an active tracing of any incident disease in quarterly household surveys. The second cohort used was the Muzaffarpur-TMRC HDSS, located in Muzaffarpur district, Bihar
state, India. The HDSS was established in 2007, covering 50 adjacent villages with a population
of over 90,000 people (‘old area’), to which a new (contiguous) area of 16 scattered villages
(20,000 people) was added in 2012 (‘new area’). In 2009 an exhaustive serological survey was
conducted in the 11 most endemic villages of the old area using the Direct Agglutination Test
(DAT) and repeated the following year to establish the number of new asymptomatic infections through seroconversion. In 2012 this method was repeated for the 16 ‘new area’ villages.
All participants of the population-based longitudinal studies were followed up every month
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through a network of community health workers and field teams for detecting incident VL; we
can, therefore, assume the number of unreported VL patients to be extremely low.

Statistical analyses
Data analysis was performed with Stata 14 [StataCorp, Texas, USA]. Age was categorized into
five age groups; 0–14 years old, 15–29 years old, 30–44 years old, 45–59 years old, and �60
years old. These boundaries of age groups were set, taking into account the available sample
size per age group. Routine health systems data were analyzed to calculate the male/female
ratio among all VL cases reported per age group, together with a 95% Confidence Interval
(CI), using logistic regression. Also, a χ2 test for trend was done to test for an age-dependent
trend in the male/female ratio among VL cases. The cohort data from the Kalanet and TMRC
study were analyzed as follows. The overall male/female ratio among all incident VL was calculated per age group, including 95% CI, using logistic regression, and a χ2 test for trend was
done to look for an age-dependent trend in the male/female ratio among VL cases. Proportions of seropositive individuals at baseline, defined as a DAT titer � 1:3,200, were calculated
per sex and per age group. Seroconversion, defined as a baseline DAT titer < 1:3,200 in combination with a DAT titer � 1:3,200 and at least two titer steps higher than the baseline titer at
any time thereafter, was represented by the cumulative incidence per sex and age group. To be
able to compare the data meaningfully across study sites, we assessed male sex as a potential
risk factor for seroprevalence at baseline, seroconversion, VL incidence, VL incidence among
seroconverters (Kalanet data only), and persistent seropositivity one year after seroconversion
(Kalanet data only) by using Poisson regression controlling for age and study site. Results were
expressed by risk ratios (including 95% CI) of males versus females.

Ethical approval
All data analyzed were anonymized. Ethical approval was obtained from the Banaras Hindu
University, Varanasi, India.

Results
Health systems data
A total of 27,747 VL cases reported through the routine health system of India and Nepal were
included; 26,845 from India (21,215 from Bihar and 5,630 from Jharkhand State) and 902
from Nepal. The median age of all VL patients was 21 years (IQR 11 to 35), with the median
age in Nepal being significantly higher (28 years; IQR 16 to 43) than in India (21 years; IQR 11
to 35) (p-value <0.001). The median age of VL patients was higher in males (24 years; IQR 12
to 40) than in females (18 years; IQR 10 to 32) (p-value <0.001). Overall, 16,182 (58.32%) VL
patients were male and 11,565 (41.68%) were female, corresponding to a male/female ratio of
1.40 (95% CI 1.37–1.43). Study-site specific male/female ratios were 1.37 (95% CI 1.34–1.41)
in Bihar (India), 1.44 (95% CI 1.37–1.52) in Jharkhand (India), and 1.78 (95% CI 1.54–2.01) in
Nepal, showing a significantly higher male/female ratio in Nepal than in India (p-value =
0.001). Fig 1 graphically represents the absolute number of VL cases per sex as well as the
male/female ratio of VL cases per age category in all health systems data combined. The male/
female ratio of VL cases in the combined health systems data increased from 1.10 (95% CI
1.06–1.14) in the youngest age group to 1.35 (95% CI 1.29–1.41), 1.58 (95% CI 1.49–1.66), 2.16
(95% CI 2.04–2.48), and 2.25 (95% CI 2.04–2.48) with increasing age groups (p-value for χ2 for
trend < 0.001). Apart from a significantly higher male/female ratio in the youngest age group
in Nepal when compared to that in India (1.64 versus 1.09; p = 0.006), a similar age-specific
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Fig 1. Absolute number of patients per sex and age group, and male to female ratio per age group of patients with
visceral leishmaniasis reported through the health systems (Bihar and Jharkhand, India (2014–2017; n = 26,845), and
Nepal (2014–2017; n = 902)) and through population-based studies (Kalanet (2006–2009; n = 109) and TMRC (2007
(2012 for ‘new area’)– 2015; n = 555))).
https://doi.org/10.1371/journal.pntd.0007995.g001

pattern was observed across all study sites. Details on patient characteristics and male/female
ratios of VL cases per study site are presented in S1 Table.

Longitudinal cohort studies
A total of 119,172 participants were followed up through the population-based longitudinal
studies for the assessment of incident VL; 105,886 through the TMRC study and 13,286
through the Kalanet study (7,950 from India and 5,336 from Nepal). Overall, 50% of the
included population were male, and the median age was 20 years (IQR 10–38), without significant differences among the study sites. A total of 555 new cases of VL were observed; 109 during Kalanet (82 in India, 27 in Nepal) and 446 during the TMRC study (325 in the ‘old area’
and 121 in the ‘new area’). Overall, the median age of VL patients identified through the cohort
studies was 18 years (IQR 9–39). The median age of VL patients identified was significantly
different among the specific study-sites; 10 years in Kalanet India (IQR 7–27), 35 in Kalanet
Nepal (IQR 14–42) and 19 years in TMRC (IQR 9–39) (p-value <0.001). Median age in male
VL patients was significantly higher than in females; 19 years (IQR 9–42) for males versus 16
years (IQR 8–33) for females (p-value = 0.001). Overall, 311 out of 555 VL patients (56.0%)
were male and 244 (44.0%) were female, corresponding to a male/female ratio of 1.27 (95% CI
1.08–1.51). The small numbers of incident VL cases in the different study-sites did not allow
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Fig 2. Seroprevalence (Direct Agglutination Test titer � 1:3,200), seroconversion rate as a cumulative incidence and
visceral leishmaniasis incidence rate per 10,000 person years, are presented on the left panel of the figure per age group
and including 95% confidence intervals. On the right panel of the figure the respective relative risks for males compared to
females are represented by age group, including 95% confidence intervals. Seroprevalence figures are based on populationbased longitudinal data of Kalanet (2006–2009; n = 13,286) and TMRC (2009–2010 (2012–2013 for ‘new area’); n = 21,050).
Seroconversion figures are based on population longitudinal data, including individuals for whom at least two serological
results were available from Kalanet (2006–2009; n = 12,537) and TMRC (2009–2010 (2012–2013 for ‘new area’); n = 17,996).
VL incidence rates are based on population-based longitudinal data of Kalanet (2006–2009; n = 13,286) and TMRC (2007
(2012 for ‘new area’)– 2015; n = 105,886).
https://doi.org/10.1371/journal.pntd.0007995.g002

for a meaningful comparison of male/female ratios between study groups. Fig 1 graphically
represents the absolute number of VL cases per sex as well as the male/female ratio of VL cases
per age category in all cohort study sites combined. The male/female ratio of VL cases in the
combined cohort data increased from 1.11 (95% CI 0.86–1.44) in the youngest age group to
1.08 (95% CI 0.77–1.53), 1.38 (95% CI 0.91–2.07), 1.76 (95% CI 1.08–2.88), and 3.29 (95% CI
1.41–7.66) with increasing age group, though this trend was not significant (p-value for χ2 for
trend = 0.072). Details on patient characteristics and male/female ratios of VL cases per study
site are presented in S2 Table.
The overall VL incidence rate for females in the cohort studies was 5.39/10,000 personyears (95% CI 5.10–5.68) as opposed to 6.61/10,000 person-years for males (95% CI 6.32–
6.89). Age group and sex-specific incidence rates are listed in S3 Table. After controlling for
study site and age category, the relative risk for males compared to females to develop VL was
1.27 (95% CI 1.08–1.51). Age-specific relative risk for males was 1.02 (95% CI 0.79–1.32) in the
youngest age group, 1.22 (95% CI 0.86–1.73) in the age group of 15 to 29 years, 1.41 (95% CI
0.94–2.13) in the age group of 30 to 44 years, 1.70 (95% CI 1.04–2.78) in the age group of 45 to
59 years, and 2.97 (95% CI 1.27–6.93) in the eldest age group. Fig 2 graphically represents the
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VL incidence rates per sex and per age group, as well as the risk ratio of males versus females
per age group for developing VL.
Serological data were available for a total of 34,336 participants; 7,950 in Kalanet India,
5,336 in Kalanet Nepal, and 21,050 in TMRC. Overall, 46.5% of the participants were male,
and the median age of participants was 18 years (IQR 8–38). Median age was similar among
different study sites (18 years in Kalanet India and TMRC, 22 years in Kalanet Nepal). Exact
sex- and age-specific numbers can be found in S4 Table. Overall, 3,572 out of 34,336 participants (10.4%; 95% CI 10.1% - 10.7%) were seropositive at baseline; 1,821 from TMRC area,
1,280 from Kalanet India, and 471 from Kalanet Nepal. The overall seroprevalence was 11.1%
(95% CI 10.6% - 11.6%) in males and 9.8% (95% CI 9.3% - 10.2%) in females (p-value <
0.001), increasing with age from 7.6% (95% CI 7.0% - 8.2%) to 11.7% (95% CI 9.8%– 13.6%) in
females and from 7.9% (95% CI 7.2% - 8.5%) to 15.1% (95% CI 13.1% - 17.1%) in males. Exact
numbers on seropositive individuals per sex and age group are listed in S4 Table. Age and sexspecific seroprevalence rates are listed in S3 Table. After controlling for study site and age category, the overall risk ratio of males versus females to be seropositive at baseline was RR 1.19
(95% CI 1.11–1.27), with age-specific risk ratios of 1.02 (95% CI 0.91–1.15) in the youngest age
group, 1.28 (95% CI 1.10–1.48) in the age group of 15 to 29 years, 1.27 (95% CI 1.10–1.46) in
the age group of 30 to 44 years, 1.21 (95% CI 1.03–1.44) in the age group of 45 to 59 years, and
1.33 (95% CI 1.08–1.64) in the eldest age group. Fig 2 graphically represents the proportion of
individuals seropositive at baseline per sex and per age group, as well as the risk ratio of males
versus females per age group to be seropositive at baseline.
For 30,533 participants at least two serological results were available. Among these participants, a total of 701 seroconversions were registered; 383 through Kalanet (290 in India, 93 in
Nepal) and 318 through TMRC (180 in the ‘old area’, 138 in the ‘new area’). Overall, 44.9% of
seroconverters were male, and the median age of seroconverting was 25 years (IQR 10–45).
The overall cumulative incidence of seroconversion was 2.3% (95% CI 2.1% - 2.5%) and
showed no difference between males and females; 2.3% (95% CI 2.0% - 2.5%) for females and
2.3% (95% CI 2.1% - 2.6%) for males, increasing with age from 1.7% (95% CI 1.4% - 2.1%) to
2.8% (95% CI 1.9% - 3.7%) in females and from 1.8% (95% CI 1.5% - 2.2%) to 2.8% (95% CI
1.9% - 3.7%) in males. Age and sex-specific seroconversion rates are listed in S3 Table. After
controlling for study site and age category, the overall relative risk for males versus females for
seroconversion was 1.09 (95% CI 0.93–1.26), with an age-specific relative risk for males of 1.05
(95% CI 0.82–1.34) in the youngest age group, 0.92 (95% CI 0.64–1.30) in the age group of 15
to 29 years, 1.39 (95% CI 0.98–1.96) in the age group of 30 to 44 years, 1.14 (95% CI 0.78–1.67)
in the age group of 45 to 59 years, and 1.01 (95% CI 0.63–1.62) in the eldest age group. Fig 2
graphically represents the seroconversion rates per sex and per age group, as well as the risk
ratio of males versus females per age group for seroconversion.
In additional analyses on the three serological data points available in the Kalanet data,
males over the age of 15 years were found to have a higher risk of developing VL in the first
year after seroconversion (RR 1.96; 95% CI 0.82–4.71) and after being seropositive at baseline
(RR 1.91; 95% CI 0.70–5.18). Additionally, they were found to have a higher chance of remaining seropositive one year after seroconversion (RR 1.35; 95% CI 0.75–2.44).

Discussion
In this large multi-country study in the Indian subcontinent, male VL cases were significantly
more frequently reported by the health services than female VL cases, with a male to female
sex ratio of 1.40 (95% CI 1.37–1.43). This male predominance was also present in populationbased cohort studies, in which the population at risk was actively screened for VL on a door-
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to-door basis at regular intervals, revealing a male to female risk ratio for incident VL of 1.27
(95% CI 1.08–1.51). This suggests that the sex imbalance apparent in reported VL is not primarily due to socio-cultural differences in access to care and health-seeking behavior, but that
biological factors play a role as well.
In addition, the population-based cohort studies showed that males had a higher chance of
being seropositive in DAT at baseline (RR 1.19; 95% CI 1.11–1.27), but only after the age of 15
years, while no difference in seroconversion rates between both sexes was observed at the DAT
cut-off we used as the primary endpoint to define incident infection. However, after seroconversion, males over the age of 15 years were at higher risk of developing the disease than
females, though not significantly so (RR 1.96; 95% CI 0.82–4.71). Males were also found to be
at higher risk than females to develop VL disease if being seropositive at baseline (1.91; 95% CI
0.70–5.18), and were more likely to remain seropositive one year after seroconversion (RR
1.35; 95% CI 0.75–2.44), though the difference was not significant. Interestingly, for children
under the age of 15 years, there was no increased risk for males to develop VL or be seropositive at baseline (IRR 1.02 (95% CI 0.79–1.32) and RR 1.02 (95% CI 0.91–1.15) respectively).
The main limitations of this study were the relatively small number of VL cases occurring
in the cohort studies, limiting the power of the study when analyzing the data per country
(especially for Nepal) or in smaller age groups. In addition, the data obtained through the routine health systems from India and Nepal were collected in more recent years (2014–2017)
than the data obtained through the cohort studies (2007–2015), which may have influenced
the results. However, an analysis on VL case data from one kala-azar specialized hospital in
Bihar, India (Kala-Azar Medical Research Center) between 2002 and 2017 revealed no changing trend in the sex ratio of the cases over time (data presented in S5 Table), so we do not
think that this would have a significant impact on the validity of the findings. Seroprevalence
and seroconversion were used (measured by DAT with cut-off � 1:3,200) as proxy measures
for existing infection and new infection respectively, and as these are not an exact measurement of both parameters, results should be interpreted with care. In addition, there is no validated and universally accepted cut-off value for the Direct Agglutination Test to define
leishmanial infection. While a value of � 1:3,200 is the more commonly used cut-off to diagnose clinical disease, many serological studies have used the lower cut-off of � 1:1,600 to
define infection, aiming for higher sensitivity. As lower DAT cut-off titers are less specific, and
higher titers have been shown to have prognostic value for identifying those among the
infected who will progress to disease [14], we decided to use a DAT cut-off of � 1:3,200 to
define infection in this paper. A secondary analysis for a DAT cut-off value of � 1:1,600 was
added in the Supplementary materials (S1 Fig, S6 Table).
We recognize that the youngest age group of 0–14 years is a heterogenous group, and therefore interpreting and generalizing the findings in this group should be done with care. Infants
have been shown to go through a “mini-puberty” with a peak of sex hormones in their first
year of life which may influence a sex-biased susceptibility to disease in this subgroup [15]. As
children under the age of two years were excluded from the serological surveys, and VL cases
in this subgroup were too few to make any meaningful comparisons between both sexes, this
subgroup could not be analyzed separately. In addition, some teenagers might have gone
through puberty before the age of 15, and might therefore have biological features more similar
to those of young adults.
Our data are in agreement with several other studies and reports describing a male predominance in VL cases, on the Asian, African, and South American continents [2, 3, 5, 7, 16, 17].
Most often, these studies were based on health-facility data, but other longitudinal populationbased surveys have confirmed these findings [5, 18]. Data available in the literature on the risk
of exposure to infection of both sexes are contradictory [3, 7, 19], and most often are based on
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a positive serological (DAT or rK39) or cellular immunity (leishmanin skin) test. Any conclusions on exposure based on prevalence data, however, should be interpreted with care, as duration of a measurable immune response after exposure to Leishmania parasites may already be
gender-biased, as was suggested—though not statistically significantly so—in this study by the
fact that males were found to have a higher chance of remaining seropositive one year after
seroconversion (RR 1.35; 95% CI 0.75–2.44). In our study, seroprevalence was higher in males
than in females, which as such could be associated to gender-related differences in exposure
risk. If that were the case, however, we would expect higher seroconversion rates in males,
which was not illustrated by our data. Seroconversion as a proxy for new infection should on
the other hand also be interpreted with caution, as factors other than exposure to infection
could influence the risk of seroconversion. In line with previous literature, our study suggested
age to impact the risk of seroconversion for leishmania [17], but other risk factors such as
nutritional status and overall health have been suggested to alter the risk of seroconversion for
other infectious agents [17, 20, 21]. While the overall risk of seroconversion was not different
between males and females, we did find age-group specific differences, with higher risk of seroconversion in males aged 30–44 years, while in the age group of 15–29 year olds the opposite
was true, although both results were not statistically significant. Whether or not these differences are the result of age-specific gender-related differences in exposure to infection the presence of different sex hormones in both sexes, or other unknown factors, is not clear.
We do not claim that all the excess VL in male can be explained by biological factors in this
context. In Bangladesh, where women were found to be ill longer before receiving treatment,
women’s lower status within the household and treatment prioritization of children and
income earners before women were among the main reasons for differences in health careseeking behavior [8]. Burza et al. also found women in India to be at risk of presenting at the
hospital in a later stage of the disease [2]. However, our data show that the socio-cultural determinant of women’s discrimination cannot be the main explanation for the male predominance
in VL in this context, and suggest the need to disentangle social from biological determinants
on the Indian subcontinent for coherent and effective targeted elimination efforts to be
developed.
Our data strongly suggest a role for sex-related biological factors in the pathogenesis of
leishmaniasis. Together with a higher risk of developing VL, males over the age of 15 years
show a higher seroprevalence than females, and are more at risk of developing symptoms once
infected. What sex-related differences are responsible for this, however, remains unclear.
The role of sex hormones in influencing the immune system and altering pathogenesis of
leishmaniasis has been established. Several animal studies, where males and females were
equally exposed to infection, have greatly contributed to this understanding. In general, male
animals seem to have a higher susceptibility and disease severity, as assayed by the number
and size of lesions as well as by the parasite burden [10–13]. In some models, these differences
were neutralized by hormonal interventions; testosterone-treated females showed aggravated
disease signs, while males after orchidectomy or before the age of puberty seemed to be relatively protected [10, 12]. Testosterone was also shown to increase the uptake of L. donovani
parasites by macrophages, and increase infection rates and infection levels of these cells in
vitro [22], suggesting a direct effect of this hormone. On the other hand, in some models exogenous estrogen administration was shown to increase leishmanicidal activity in macrophages
in both male and female mice, while this effect was only present in female mice in another
model [23, 24]. The role of sex-hormones seems in line with the findings in this and other
studies that sex-differences are absent in children before the age of puberty [5, 7, 13, 25, 26].
However, the sex-bias in this study increased with increasing age of the participants, which
cannot be explained by mere sex hormone levels, as these decrease at a later age. This shows
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that other factors must also play a role. Recent studies have shown that epigenetics and gene
expression in various cell types, including immune cells, can be sex-dependent as well [27].
Whether or to what extent each of these mechanisms plays a role in the pathogenesis of leishmaniasis needs to be established further.
The severity and outcome of disease seems also to be sex-dependent, with male sex being
suggested as a risk factor for death or relapse after treatment–once again especially after the
age of puberty [1, 25, 28–33]. Unfortunately, no information on outcome of the disease was
available for our study. Important to note is that these sex-related differences seem to be
dependent on the leishmania species, the host species, and the affected tissue [34, 35]. While
all data on L. donovani show the incidence of VL in humans to be higher in males than in
females, for L. tropica the opposite has been observed in more than one study [36, 37]. This
shows that more factors—largely unknown- define the final response of an affected host to this
parasite.
The potential role for sex-related factors in the pathogenesis of leishmaniasis could open
perspectives for new therapeutic approaches. Tamoxifen, an antagonist of the estrogen receptor, has already been suggested as a new oral drug candidate for the treatment of L. major and
L. amazonensis [38–40]. Moreover, as it is highly likely that the mechanisms through which
sex-related differences influence the immune system are similar in several infectious diseases,
this might have implications for drug development in other infectious diseases as well.
Summarizing, this study shows that differences in health care-seeking behavior and access
to health care between men and women are not the main reason for the observed male predominance of VL cases on the Indian subcontinent. We suggest that mainly sex-related biological factors are responsible for this difference; the specific factors involved remain to be
established.

Supporting information
S1 Fig. Seroprevalence (Direct Agglutination Test titer � 1:1,600), seroconversion rate as a
cumulative incidence and visceral leishmaniasis incidence rate per 10,000 person years, are
presented on the left panel of the figure per age group and including 95% confidence intervals. On the right panel of the figure the respective relative risks for males compared to females
are represented by age group, including 95% confidence intervals. Seroprevalence figures are
based on population-based longitudinal data of Kalanet (2006–2009; n = 13,286) and TMRC
(2009–2010 (2012–2013 for ‘new area’); n = 21,050). Seroconversion figures are based on population longitudinal data, including individuals for whom at least two serological results were
available from Kalanet (2006–2009; n = 12,537) and TMRC (2009–2010 (2012–2013 for ‘new
area’); n = 17,996). VL incidence rates are based on population-based longitudinal data of
Kalanet (2006–2009; n = 13,286) and TMRC (2007 (2012 for ‘new area’)– 2015; n = 105,886).
(TIF)
S1 Table. Characteristics of patients with visceral leishmaniasis reported through the
health systems of Bihar, India (2014–2017; n = 21,215), Jharkhand, India (2014–2017;
n = 5,630) and Nepal (2014–2017; n = 902).
(DOCX)
S2 Table. Characteristics of patients with visceral leishmaniasis identified through population-based longitudinal studies of Kalanet (2009–2009; n = 109) and TMRC (2007 (2012
for ‘new area’)– 2015; n = 555).
(DOCX)

PLOS Neglected Tropical Diseases | https://doi.org/10.1371/journal.pntd.0007995 January 29, 2020

10 / 14

Male predominance in Visceral Leishmaniasis: Nature or nurture?

S3 Table. Seroprevalence (%), seroconversion (%) and incidence rate per 10,000 person
years per sex and per age group as observed through population-based longitudinal studies
(Kalanet (2006–2009) and TMRC (2009–2010 (2012–2013 for ‘new area’) for serological
data and 2007 (2012 for ‘new area’)– 2015 for VL incidence data)). Direct Agglutination
Test cut-off titer of � 1:3,200 was used to define seropositivity.
(DOCX)
S4 Table. Characteristics of individuals for whom a serological result was available
through population-based longitudinal studies (Kalanet (2006–2009; n = 13,286) and
TMRC (2009–2010 (2012–2013 for ‘new area’); n = 21,050). 30,533 participants–for whom
also a second serological result was available—were included to evaluate seroconversion (Kalanet (2006–2009; n = 12,537) and TMRC (2009–2010 (2012–2013 for ‘new area’); n = 17,996).
Direct Agglutination Test cut-off titer of � 1:3,200 was used to define seropositivity.
(DOCX)
S5 Table. Absolute numbers of patients diagnosed with visceral leishmaniasis in Kala-Azar
Medical Research Center, Muzaffarpur, Bihar, India between 2002–2017. No trend over
time of the male to female ratio was found (z-score of non-parametric test for trend = 0.25).
(DOCX)
S6 Table. Risk ratio of males versus females for seroprevalence at baseline and seroconversion as observed through population-based longitudinal studies (Kalanet (2006–2009;
n = 13,286) and TMRC (2009–2010 (2012–2013 for ‘new area’); n = 21,050). 30,533 participants–for whom also a second serological result was available—were included to evaluate seroconversion (Kalanet (2006–2009; n = 12,537) and TMRC (2009–2010 (2012–2013 for ‘new
area’); n = 17,996). A Direct Agglutination Test cut-off of � 1:1,600 was used to define seropositivity. Direct Agglutination Test cut-off titer of � 1:1,600 was used to define seropositivity.
(DOCX)

Acknowledgments
The authors want to acknowledge the contributions of the National Vector Borne Disease
Control Program, India, and the Epidemiology and Disease Control Division, Nepal, for providing the data on VL surveillance of both countries. In addition, we want to thank everyone
who was involved in the preparation and data collection of the Kalanet and TMRC study.

Author Contributions
Conceptualization: Sakib Burza, Epco Hasker, Suman Rijal, Marleen Boelaert.
Data curation: Paritosh Malaviya, Sangeeta Kansal, Guy Mollett, Jaya Chakravarty, Suman
Rijal.
Formal analysis: Kristien Cloots, Sakib Burza, Paritosh Malaviya, Guy Mollett, Suman Rijal.
Funding acquisition: Paritosh Malaviya, Nurpur Roy, Bibek Kumar Lal, Shyam Sundar, Marleen Boelaert.
Methodology: Epco Hasker, Guy Mollett, Suman Rijal, Marleen Boelaert.
Project administration: Jaya Chakravarty, Nurpur Roy, Bibek Kumar Lal, Shyam Sundar.
Resources: Paritosh Malaviya, Sangeeta Kansal, Nurpur Roy, Bibek Kumar Lal, Shyam
Sundar.

PLOS Neglected Tropical Diseases | https://doi.org/10.1371/journal.pntd.0007995 January 29, 2020

11 / 14

Male predominance in Visceral Leishmaniasis: Nature or nurture?

Software: Kristien Cloots.
Supervision: Sakib Burza, Epco Hasker, Suman Rijal, Shyam Sundar, Marleen Boelaert.
Validation: Sakib Burza, Epco Hasker.
Visualization: Kristien Cloots.
Writing – original draft: Kristien Cloots.
Writing – review & editing: Sangeeta Kansal, Guy Mollett, Jaya Chakravarty, Nurpur Roy,
Bibek Kumar Lal, Suman Rijal, Shyam Sundar, Marleen Boelaert.

References
1.

Burza S, Croft SL, Boelaert M. Leishmaniasis. Lancet (London, England). 2018; 392(10151):951–70.

2.

Burza S, Sinha PK, Mahajan R, Lima MA, Mitra G, Verma N, et al. Five-year field results and long-term
effectiveness of 20 mg/kg liposomal amphotericin B (Ambisome) for visceral leishmaniasis in Bihar,
India. PLoS neglected tropical diseases. 2014; 8(1):e2603. https://doi.org/10.1371/journal.pntd.
0002603 PMID: 24392168

3.

Singh SP, Picado A, Boelaert M, Gidwani K, Andersen EW, Ostyn B, et al. The epidemiology of Leishmania donovani infection in high transmission foci in India. Tropical medicine & international health: TM
& IH. 2010; 15 Suppl 2:12–20.

4.

Zijlstra EE, Alves F, Rijal S, Arana B, Alvar J. Post-kala-azar dermal leishmaniasis in the Indian subcontinent: A threat to the South-East Asia Region Kala-azar Elimination Programme. PLoS neglected tropical diseases. 2017; 11(11):e0005877. https://doi.org/10.1371/journal.pntd.0005877 PMID: 29145397

5.

Jeronimo SM, Duggal P, Braz RF, Cheng C, Monteiro GR, Nascimento ET, et al. An emerging periurban pattern of infection with Leishmania chagasi, the protozoan causing visceral leishmaniasis in
northeast Brazil. Scandinavian journal of infectious diseases. 2004; 36(6–7):443–9. https://doi.org/10.
1080/00365540410020451 PMID: 15307565

6.

Herrero M, Orfanos G, Argaw D, Mulugeta A, Aparicio P, Parreno F, et al. Natural history of a visceral
leishmaniasis outbreak in highland Ethiopia. The American journal of tropical medicine and hygiene.
2009; 81(3):373–7. PMID: 19706898

7.

Guerra-Silveira F, Abad-Franch F. Sex bias in infectious disease epidemiology: patterns and processes. PloS one. 2013; 8(4):e62390. https://doi.org/10.1371/journal.pone.0062390 PMID: 23638062

8.

Ahluwalia IB, Bern C, Wagatsuma Y, Costa C, Chowdhury R, Ali M, et al. Visceral leishmaniasis: consequences to women in a Bangladeshi community. Journal of women’s health. 2004; 13(4):360–4. https://
doi.org/10.1089/154099904323087024 PMID: 15186651

9.

Jayakumar B, Murthy N, Misra K, Burza S. "It’s just a fever": Gender based barriers to care-seeking for
visceral leishmaniasis in highly endemic districts of India: A qualitative study. PLoS neglected tropical
diseases. 2019; 13(6):e0007457. https://doi.org/10.1371/journal.pntd.0007457 PMID: 31247011

10.

Mock BA, Nacy CA. Hormonal modulation of sex differences in resistance to Leishmania major systemic infections. Infection and immunity. 1988; 56(12):3316–9. PMID: 3182082

11.

Satoskar A, Alexander J. Sex-determined susceptibility and differential IFN-gamma and TNF-alpha
mRNA expression in DBA/2 mice infected with Leishmania mexicana. Immunology. 1995; 84(1):1–4.
PMID: 7890293

12.

Travi BL, Osorio Y, Melby PC, Chandrasekar B, Arteaga L, Saravia NG. Gender is a major determinant
of the clinical evolution and immune response in hamsters infected with Leishmania spp. Infection and
immunity. 2002; 70(5):2288–96. https://doi.org/10.1128/IAI.70.5.2288-2296.2002 PMID: 11953362

13.

Rodriguez NE, Lima ID, Gaur Dixit U, Turcotte EA, Lockard RD, Batra-Sharma H, et al. Epidemiological
and Experimental Evidence for Sex-Dependent Differences in the Outcome of Leishmania infantum
Infection. The American journal of tropical medicine and hygiene. 2018; 98(1):142–5. https://doi.org/10.
4269/ajtmh.17-0563 PMID: 29165220

14.

Hasker E, Malaviya P, Gidwani K, Picado A, Ostyn B, Kansal S, et al. Strong association between serological status and probability of progression to clinical visceral leishmaniasis in prospective cohort studies in India and Nepal. PLoS neglected tropical diseases. 2014; 8(1):e2657. https://doi.org/10.1371/
journal.pntd.0002657 PMID: 24466361

15.

Alonso LC, Rosenfield RL. Oestrogens and puberty. Best practice & research Clinical endocrinology &
metabolism. 2002; 16(1):13–30.

PLOS Neglected Tropical Diseases | https://doi.org/10.1371/journal.pntd.0007995 January 29, 2020

12 / 14

Male predominance in Visceral Leishmaniasis: Nature or nurture?

16.

Jahn A, Lelmett JM, Diesfeld HJ. Seroepidemiological study on kala-azar in Baringo District, Kenya.
The Journal of tropical medicine and hygiene. 1986; 89(2):91–104. PMID: 3021967

17.

Picado A, Ostyn B, Singh SP, Uranw S, Hasker E, Rijal S, et al. Risk factors for visceral leishmaniasis
and asymptomatic Leishmania donovani infection in India and Nepal. PloS one. 2014; 9(1):e87641.
https://doi.org/10.1371/journal.pone.0087641 PMID: 24498159

18.

Weigle KA, Santrich C, Martinez F, Valderrama L, Saravia NG. Epidemiology of cutaneous leishmaniasis in Colombia: environmental and behavioral risk factors for infection, clinical manifestations, and
pathogenicity. The Journal of infectious diseases. 1993; 168(3):709–14. https://doi.org/10.1093/infdis/
168.3.709 PMID: 8354913

19.

Belo VS, Werneck GL, Barbosa DS, Simoes TC, Nascimento BW, da Silva ES, et al. Factors associated
with visceral leishmaniasis in the americas: a systematic review and meta-analysis. PLoS neglected
tropical diseases. 2013; 7(4):e2182. https://doi.org/10.1371/journal.pntd.0002182 PMID: 23638203

20.

Moon SJ, Lee SH, Byun Y-H, Yun GY, Kim SK, Seong B-L, et al. Risk factors affecting seroconversion
after influenza A/H1N1 vaccination in hemodialysis patients. BMC Nephrology. 2012; 13(1):165.

21.

Fulop T Jr., Wagner JR, Khalil A, Weber J, Trottier L, Payette H. Relationship between the response to
influenza vaccination and the nutritional status in institutionalized elderly subjects. The journals of gerontology Series A, Biological sciences and medical sciences. 1999; 54(2):M59–64. https://doi.org/10.
1093/gerona/54.2.m59 PMID: 10051856

22.

Zhang H, Zhao J, Wang P, Qiao Z. Effect of testosterone on Leishmania donovani infection of macrophages. Parasitology research. 2001; 87(8):674–6. https://doi.org/10.1007/s004360000354 PMID:
11511007

23.

Lezama-Davila C.M. I-MAP, Barbi J., Oghumu S., AND Satoskar A.R. 17-estradiol increases leishmania mexicana killing in macrophages from DBA/2 mice by enhancing production of nitric oxide but
not pro-inflammatory cytokines Am J Trop Med Hyg. 2007; 76(6):1125–7. PMID: 17556622

24.

Lezama-Davila C.M. I-MAP, Barbi J., Cummings H.E., Lu B. and Satoskar A.R. Role of phosphatidylinositol-3-kinase-c (PI3Kc)-mediated pathway in 17b-estradiol-induced killing of L. mexicana in macrophages from C57BL/6 mice. Immunology and Cell Biology. 2008(86):539–43.

25.

Jervis S, Chapman LAC, Dwivedi S, Karthick M, Das A, Le Rutte EA, et al. Variations in visceral leishmaniasis burden, mortality and the pathway to care within Bihar, India. Parasites & vectors. 2017; 10
(1):601.

26.

Aissi W, Ben Hellel K, Habboul Z, Ben Sghaier I, Harrat Z, Bouratbine A, et al. [Epidemiological, clinical
and biological features of infantile visceral leishmaniasis at Kairouan hospital (Tunisia): about 240
cases]. Bulletin de la Societe de pathologie exotique (1990). 2015; 108(4):265–71.

27.

Jansen R, Batista S, Brooks AI, Tischfield JA, Willemsen G, van Grootheest G, et al. Sex differences in
the human peripheral blood transcriptome. BMC Genomics. 2014; 15(1):33.

28.

Zacarias DA, Rolao N, de Pinho FA, Sene I, Silva JC, Pereira TC, et al. Causes and consequences of
higher Leishmania infantum burden in patients with kala-azar: a study of 625 patients. Tropical medicine
& international health: TM & IH. 2017; 22(6):679–87.

29.

Bruhn FRP, Morais MHF, Bruhn NCP, Cardoso DL, Ferreira F, Rocha C. Human visceral leishmaniasis:
factors associated with deaths in Belo Horizonte, Minas Gerais state, Brazil from 2006 to 2013. Epidemiology and infection. 2018; 146(5):565–70. https://doi.org/10.1017/S0950268818000109 PMID:
29463341

30.

Reis LLD, Balieiro A, Fonseca FR, Goncalves MJF. Changes in the epidemiology of visceral leishmaniasis in Brazil from 2001 to 2014. Revista da Sociedade Brasileira de Medicina Tropical. 2017; 50
(5):638–45. https://doi.org/10.1590/0037-8682-0243-2017 PMID: 29160510

31.

Sarkari B, Hatam G, Ghatee M. Epidemiological features of visceral leishmaniasis in fars province,
southern iran. Iranian journal of public health. 2012; 41(4):94–9. PMID: 23113170

32.

Vita GF, Pereira MA, Ferreira I, Sanavria A, Barbosa CG, Aurnheimer RC, et al. Status of the American
tegumentary leishmaniasis in the state of Rio de Janeiro, Brazil, from 2004 to 2013. Revista do Instituto
de Medicina Tropical de Sao Paulo. 2016; 58:71. https://doi.org/10.1590/S1678-9946201658071
PMID: 27680176

33.

Burza S, Sinha PK, Mahajan R, Lima MA, Mitra G, Verma N, et al. Risk factors for visceral leishmaniasis
relapse in immunocompetent patients following treatment with 20 mg/kg liposomal amphotericin B
(Ambisome) in Bihar, India. PLoS neglected tropical diseases. 2014; 8(1):e2536. https://doi.org/10.
1371/journal.pntd.0002536 PMID: 24392166

34.

Satoskar A, Al-Quassi HH, Alexander J. Sex-determined resistance against Leishmania mexicana is
associated with the preferential induction of a Th1-like response and IFN-gamma production by female
but not male DBA/2 mice. Immunol Cell Biol. 1998; 76(2):159–66. https://doi.org/10.1046/j.1440-1711.
1998.00730.x PMID: 9619486

PLOS Neglected Tropical Diseases | https://doi.org/10.1371/journal.pntd.0007995 January 29, 2020

13 / 14

Male predominance in Visceral Leishmaniasis: Nature or nurture?

35.

Lockard RD, Wilson ME, Rodriguez NE. Sex-Related Differences in Immune Response and Symptomatic Manifestations to Infection with Leishmania Species. Journal of immunology research. 2019;
2019:4103819. https://doi.org/10.1155/2019/4103819 PMID: 30756088

36.

Greenblatt CL. The present and future of vaccination for cutaneous leishmaniasis. Prog Clin Biol Res.
1980; 47:259–85. PMID: 7010374

37.

Aksoy M, Doni N, Ozkul HU, Yesilova Y, Ardic N, Yesilova A, et al. Pediatric Cutaneous Leishmaniasis
in an Endemic Region in Turkey: A Retrospective Analysis of 8786 Cases during 1998–2014. PLoS
neglected tropical diseases. 2016; 10(7):e0004835. https://doi.org/10.1371/journal.pntd.0004835
PMID: 27415630

38.

Doroodgar M, Delavari M, Doroodgar M, Abbasi A, Taherian AA, Doroodgar A. Tamoxifen induces apoptosis of leishmania major promastigotes in vitro. Korean J Parasitol. 2016; 54(1):9–14. https://doi.org/
10.3347/kjp.2016.54.1.9 PMID: 26951973

39.

Miguel DC, Yokoyama-Yasunaka JK, Andreoli WK, Mortara RA, Uliana SR. Tamoxifen is effective
against Leishmania and induces a rapid alkalinization of parasitophorous vacuoles harbouring Leishmania (Leishmania) amazonensis amastigotes. The Journal of antimicrobial chemotherapy. 2007; 60
(3):526–34. https://doi.org/10.1093/jac/dkm219 PMID: 17584801

40.

Trinconi CT, Reimao JQ, Coelho AC, Uliana SR. Efficacy of tamoxifen and miltefosine combined therapy for cutaneous leishmaniasis in the murine model of infection with Leishmania amazonensis. The
Journal of antimicrobial chemotherapy. 2016; 71(5):1314–22. https://doi.org/10.1093/jac/dkv495 PMID:
26851606

PLOS Neglected Tropical Diseases | https://doi.org/10.1371/journal.pntd.0007995 January 29, 2020

14 / 14

