
Introduction
The novel corona virus (COVID-19) pandemic is a 
major global health threat of the twenty-first century 
and was first detected on 31 December 2019 in 
Wuhan, China1-2. On 31 December 2019, 27 cases of 

pneumonia of unknown aetiology were identified in 
Wuhan city, Hubei province in China3. The causative 
agent was identified from throat swab samples 
conducted by the Chinese Centre for Disease Control 
and prevention (CCDC) on 7 January 2020 and was 
subsequently named Severe Acute Respiratory 
Syndrome Corona virus 2 (SARS Cov-2). The disease 
was named COVID-19 by the World Health 
Organization (WHO)4. COVID-19 is mainly 
transmitted through respiratory droplets and contact5. 
At present patients with COVID-19 are the main 
source of infection6.

In Bangladesh, from the first case identified on 8 
March, 2020. About 290360 individuals have tested 
positive for COVID-19; 172615 cured and 3,861 died 
with infection fatality rate of 1.32% cases, till August 
22, 20207. Despite extensive efforts to prevent onward 
rapid spread, about 213 countries and territories with 
23,121,366 confirmed cases and 803,223 deaths till 22 
August 2020 has been reported worldwide8. Regional 
clinical features are important to understand the short 
outcome of patient and their association with mortality, 
as asymptomatic and mild symptomatic cases are 
rising exponentially9.
As epidemiological features vary from countries to 
countries, knowing the details in country scenario is 
utmost essential particularly for future planning and 
management. The objective of the study was to 
evaluate the sociodemographic profile of COVID 19 
positive Bangladeshi patients and also see 
co-morbidity profile with preliminary analyses of their 
association with mortality.

Methodology
Study Design and Participants: This study was 
conducted in the Department of Laboratory Medicine 
at National Institute of Traumatology and Orthopaedic 
Rehabilitation (NITOR), Dhaka, Bangladesh for the 
period of February 01, 2021 to March 31, 2021. The 
patients from COVID isolation ward of this hospital 
were selected as study population. All patients were 
confirmed real-time polymerase chain reaction and 
were diagnosed as having covid-19 according to WHO 
interim guidance. Under aged (<20) and pregnant 
women were excluded from the study. Diagnosis of 
Covid-19 was based on the results of real time 
RT-PCR using throat swab samples10.
Data Collection Methods: Data were collected either 
from patients or their attendants/ relatives through 
direct interview or reached over phone by a 
semi-structured questionnaire. In all cases, informed 
written consent was ensured before participation. A 
preformed questionnaire was used for data collection. 
The clinical parameters included age, sex, duration of 
illness, onset to hospital admission, co-morbidities like 
systemic hypertension, diabetes mellitus, heart disease 
and chronic obstructive pulmonary disease and so on, 
symptoms, clinical signs and outcome (mortality) 
collected through the questionnaire and were evaluated 
by trained physicians. Outcome was designated as 
alive or dead within the hospital admission. All 
collected data were recorded in structured case record 
form and later on accumulated and compiled. 

Confirmed COVID-19 case was detected in according 
to the case definition of the National guidelines of 
clinical Management of coronavirus disease 2019, 
Bangladesh .
Statistical Analysis: Collected data was compiled, 
checked and edited. Data processing and analysis was 
done with the help of computer using statistical 
software SPSS (Statistical Package for Social Science) 
version 22.0 for windows. The test statistic used to 
analyze the data was descriptive statistics and 
Chi-square test. The level of significance was set at 
0.05 and P<0.05 was considered significant.
Ethical Consideration: All procedures of the present 
study were carried out in accordance with the 
principles for human investigations (i.e., Helsinki 
Declaration) and also with the ethical guidelines of the 
Institutional research ethics. Formal ethics approval 
was granted by the local ethics committee. Participants 
in the study were informed about the procedure and 
purpose of the study and confidentiality of information 
provided. All participants consented willingly to be a 
part of the study during the data collection periods. All 
data were collected anonymously and analyzed using 
the coding system.

Results
Total 300 Covid-19 patients were enrolled. Among 
them 222(74.0%) were male and 78(26.0%) patients 
were female. Most patients were from 41 to 50 years 
which was 108(36%) then from 31 to 40 years’ age 
group 102(34.0%) cases, from 21 to 30 years’ age 
group 75(25%) cases, from 51 to 60 years’ age group 
9(3.0%) cases and 6(2.0%) patients above 60 years 
(Table 1).

Average age of the patients was 38 years. Fever was 
the dominant clinical presenting feature. 213 (71%) 
patients presented with fever, followed in decreasing 

order by cough162 (54%), Breathlessness120 (40%), 
Dysgeusia114 (38%), anosmia 72 (24%), parosmia 63 
(21%), chest pain 60 (20%), diarrhoea 54 (18%), and 
Sore throat 42 (14%). The duration of illness was 1 to 
3weeks in 61% cases, less than 1week in 33% cases 
and >3weeks in 6% cases (Table 2).

Among 300 patients, 252 (84%) patients were Urban 
residents.  Majority 78 (26%) of the patients had 

graduation and 225 (75%) patients had contact history 
(Table 3).

Total 108 (36%) patients had one or more than one 
co-morbidity where Hypertension (19%), diabetes 
mellitus (16%), Heart disease (6%), renal disease 
(8%), COPD (5%) were frequent. Regarding 
co-morbidity status hypertension, heart disease, renal 

disease was significantly (p<0.01) associated with 
death (Table 4).
Among 300 patients, 294 (98%) patients were alive 
and 6 (2%) patients died. ICU support was needed 12 
(4%) of the patients (Table 5).

Discussion
In this study 222(74.0%) male patients were infected 
by COVID-19. Male patients were more affected than 
female. This study was consistent with the results of a 
study conducted in India performed by Gupta et al12. 
Another study of Murad et al conducted in Bangladesh 
reported similar findings where 77.0% patients were 
men13. Average age of the patients were 38 years. Age 
group distribution showed that younger age groups 
were more affected than older age groups. Majority 
(36.0%) of the patients were aged between 41 to 50 
years. This is consistent with the data from the 
Institute of Epidemiology, Disease Control and 
Research (IEDCR), Bangladesh on Covid-1914.
It is important to note that 75.0% patients had positive 
contact history in our study highlighting the 
importance of preventive and containment process of 
pandemic including distancing, hand washing and 
proper use of mask. In this study, majority had fever 
(71.0%) followed in decreasing order by cough 
(54.0%), breathlessness (40.0%), dysgeusia (38.0%), 
anosmia (24.0%), parosmia (21.0%), chest pain 
(20.0%), diarrhoea (18.0%), sore throat (14.0%). 
These findings are similar with the findings of other 
studies conducted in Bangladesh9,13. In present study, 
fever was the dominant symptom. About 213(71.0%) 
patients presented with fever which was consistent 
with Guan et al12, Wang et al15, Zhang et al16.
In present study, 36.0% of patients had one or more 
than one co-morbidity where majority had HTN 
(19.0%) and diabetes (16.0%) followed by heart 
disease (6.0%), renal disease (8.0%), COPD (5.0%), 
liver disease (4.0%) and obesity (5.0%). Similarly, in 
other studies conducted in Bangladesh and other 
countries, HTN and DM were found to be the two 
most common comorbidities among patients9,17-19. In 
present study, death rate was 2.0% cases. This is 
consistent with the finding of other study conducted in 
Bangladesh observed that 1.0% death in their study19.
Death is associated with the presence of a significantly 
higher proportion of comorbidities (any) (96 VS 5 for 
alive and dead respectfully. Overall recovery from ICU 
was poor and higher number of death counted in this 
group. In this study, supporting the result, we observed 
that Male sex, presence of comorbidities, needed ICU 

support were significantly associated with mortality. 
Yang et al20 also assessed same issue and found that 
overall prevalence of comorbidities in the COVID-19 
patients and found that underlying disease, including 
HTN, respiratory system disease, cardiovascular 
disease could be significant risk factors for severe 
patients compared with non-severe patients.

Conclusion
COVID-19 affects male more than female. Common 
symptoms are fever, cough, breathlessness, dysgeusia, 
anosmia and so on. Many patients have comorbidities 
and death rate 2%. Diagnosing the patients by clinical 
presentation and confirmed by RT-PCR lead us to give 
proper treatment and reduce the morbidity and 
mortality rate also reduce the community transmission 
of SARS CoV-2 by isolation of COVID positive 
patient. Frequent contact history among positive 
COVID-19 patients and significant association of 
breathlessness, co-morbidities with mortality in our 
study reinforces that abiding by the prevention and 
containment process, ensuring proper oxygen therapy 
and addressing co-morbidities adequately are very 
important measure to mitigate COVID-19 in 
Bangladesh.

Acknowledgements
None 

Conflict Of Interest
The authors have no conflicts of interest to disclose.

Financial Disclosure 
The author(s) received no specific funding for this work.

Authors’ contributions
Bhuya MSK and Jahan F conceived and designed the study, analyzed 
the data, interpreted the results, and wrote up the draft manuscript. Yusuf 
MA contributed to the analysis of the data, interpretation of the results 
and critically reviewing the manuscript. 
Bhuya MHA and Sultana N involved in the manuscript review and 
editing. All authors read and approved the final manuscript.

Data Availability 
Any inquiries regarding supporting data availability of this study should 
be directed to the corresponding author and are available from the 
corresponding author on reasonable request.

Ethics Approval and Consent to Participate 
Ethical approval for the study was obtained from the Institutional 
Review Board. As this was a prospective study the written informed 
consent was obtained from all study participants. All methods were 
performed in accordance with the relevant guidelines and regulations

Copyright ©Bhuya et al. 2022. Published by Bangladesh Journal of 
Medical Microbiology. This is an open access article and is licensed 
under the Creative Commons Attribution Non Commercial 4.0 
International License (CC BY-NC 4.0). This license permits others to 
distribute, remix, adapt and reproduce or changes in any medium or 
format as long as it will give appropriate credit to the original author(s) 
with the proper citation of the original work as well as the source and 
this is used for noncommercial purposes only. To view a copy of this 

license, please See: https://creativecommons.org/licenses/by-nc/4.0/

How to cite this article: Bhuya MSK, Jahan F, Bhuya MSA, Yusuf MA, 
Sultana N. Epidemiological Study on Laboratory Confirmed 300 
Bangladeshi COVID-19 Patients with Their Clinical Outcome at a 
Tertiary Care Hospital in Dhaka city. Bangladesh J Med Microbiol, 
2022;16(2):60-64

Article Info
Received on: 7 March 2022
Accepted on: 24 April 2022
Published on: 1 July 2022

References
1. Zhong B, Luo W, Li H, et al. Knowledge, attitudes, and practices 
towards COVID-19 among Chinese residents during the rapid rise 
period of the COVID-19 outbreak. A quick online cross sectional 
survey. Int J Biol Sci 2020;16:1745-1752
2. Ruan S. Likelihood of survival of corona virus disease 2019. 
Lancet Infect. Dis. 2020;20(6):630-631
3. Lu H, Stratton C, Tang Y. Outbreak of Pneumonia of unknown 
etiology in Wuhang China: the mystery and the miracle. J Med Virol 
2020; 92(4): 401-402
4.Repository.unj.ac.id.http://repository.unj.ac.id./10883/7/ DAFT-
AR%20.pdf.Published 2021. Accessed August 2, 2021.
5. Yang F, Liu N, Hu JY, Wu LL, Su GS, Zhong NS, Zheng ZG. 
Pulmonary rehabilitation guidelines in the principle of 4S for 
patients infected with 2019 novel coronavirus (2019-nCoV). 
Chinese Journal of Tuberculosis and Respiratory Diseases. 
2020;43(3):180-2.
6. Chen Z-M, Fu J-F, Shu Q, Chen YH, Hua CZ, Li FB. et al. 
Diagnosis and treatment recommendations for pediatric respiratory 
infection caused by the 2019 novel coronavirus. World J pediatric 
2020;16:240-246
7. World Health Organization (WHO). Coronavirus disease 
(COVID-2019) Bangladesh situation reports -24. 2020 [Cited 
2020August 25].p1-17. Available from: http//www.who.int/docs/de-
fault-source/searo/Bangladesh/covid-19–who-bangladesh- 
situation-reports/ who-covid-19 update-26-2020824.pdf.
8.World Health Organization (WHO). Coronavirus disease 
(COVID- 2019) Pandemic 2020 [cited 2020 Aug 15] Available 
from: http//www.who.int/ emergencies/diseases/ novel coronavi-
rus-2019.
9. Mowla SGM, Azad KAK, Kabir A, Biswas S, Islam MR, Banik 

GC, et al. Clinical Profile of 100 confirmed Covid-19 patients 
Admitted in Dhaka Medical College Hospital. Dhaka, Bangladesh. 
J Bangladesh Coll Physicians Surg 2020;38:29-36.
10. Nasiri K, Dimitrova A. Comparing saliva and nasopharyngeal 
swab specimens in the detection of COVID-19: A systemic Review 
and Meta-Analysis. J Dent Sci 2021;16 (3):799-805
11. National guideline on Clinical Management of coronavirus 
disease 2019 (Covid-19). Disease Control Division Directorate 
General of Health Services and Ministry of Health and Family 
welfare, Government of the People’s republic of Bangladesh, 
2020.2020 [cited 202 Aug 26]./c/users/USER/downloads/COVID- 
guideline-V4 .303.2020.pdf.
12. Gupta N, Agrawal S, Ish P, Mishra S, Gaind R, Usha G, et al. 
Clinical and epidemiologic profile of the initial COVID-19 patients 
in a tertiary care centre in India. Monaldi Arch Chest Dis 
2020;90(1):193-196
13. Hossain M, Mark S, Kabir A, Das P, Islam M, Das A. An Epide-
miological study of Laboratory confirmed covid-19 cases Admitted 
in Dhaka Medical College Hospital. J Medicine 2020;21(2):69-75
14. IEDCR COVID-19 status of Bangladesh. https://www.ied-
cr.gov.bdindex.php/component/content/article/73-nCov-2019 
15. Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical 
characteristics of 138 hospitalized patients with 2019 novel corona 
virus infected pneumonia in wuhan, China. JAMA 2020; 323(II): 
1061-1069
16. Zhang JJ, Dong X, Cao YY, Yuan YD, Yang YB, Yan YQ, Akdis 
CA, Gao YD. Clinical characteristics of 140 patients infected with 
SARS‐CoV‐2 in Wuhan, China. Allergy. 2020;75(7):1730-41. 
17. Nelson L, Simard J, Oluyomi A, et al. US public concerns about 
the COVID-19 pandemic from result of a survey Given via Social 
Media. JAMA Intern Med. 2020;180(7):1020-1022
18. Sing A, Gupta R, Misra A. Comorbidities in COVID-19: 
outcome in hypertensive cohort and controversies with rennin 
angiotensin system blockers. Diabetes Metab Syndr 
2020;14(4):283-287
19. Ahmed N, Islam M, Kabir M, Rahman M, Sadat S. 
Clinico-pathological findings of Bangladeshi COVID-19 patients 
with their clinical outcome: Study of a cohort of 201 cases. J 
Bangladesh coll physicians surg 2020; (38): 37-42
20. Yang J, Zheng Y, Gou X, et al. Prevalence of comorbidities and 
its effects in patients infected with SARS-CoV-2: a systemic review 
and meta-analysis. International journal of Infectious Diseases. 
2020;(94):91-95.

Epidemiological Study on Laboratory Confirmed 300 Bangladeshi COVID-19 
Patients with Their Clinical Outcome at a Tertiary Care Hospital in Dhaka city

Antibiotic Susceptibility of Bacterial Strains Isolated from Urinary Tract Infections in a Private Laboratory of Dhaka City

Abstract
Background: The novel corona virus (COVID-19) pandemic is a major global health threat of the 
twenty-first century. Clinical presentation, rapid identification of causes and isolation are vital for 
containments of rapidly spreading disease. Objective: The objective of the study was to report early 
findings on demographic profile, clinical presentation of the confirmed COVID-19 patients with their 
clinical outcome. Methodology: This prospective cohort study was conducted in Laboratory Medicine 
department of National Institute of Traumatology and Orthopaedic Rehabilitation (NITOR), Dhaka, 
Bangladesh for the period of February 01, 2021 to March 31, 2021. The positive COVID-19 patients were 
included and interviewed. Informed written consent was ensured before participation. After collection, Data 
were analyzed to show the characteristics of COVID-19 cases and their clinical outcome after treatment. 
Results: Among the 300 cases 222 (74%) patients were male and 78 (26%) patients were female. Average 
age of the patients was 38 years. The most commonly observed symptoms were fever (71%), followed by 
cough (54%), breathlessness (40%), dysgeusia (38%), anosmia (24%). Respiratory symptom was the 
dominant feature of clinical presentation. The most prevalent affected age groups were 108(36%) patients in 
41 to 50 years’ age, 102 (34%) patients in 31 to 40 years’ age. Among the total cases 252(84%) patients 
were Urban residents and 225 (75%) had contact history. Among 300 patients 108(36%) patients had 
co-morbidities and presence of co-morbidities (p<0.01) were significantly associated with mortality. The 
death rate was 2.0% cases. Conclusion: Male patients were more affected than female. Typical 
presentations were fever, cough, breathlessness, dysgeusia and anosmia.
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Introduction
The novel corona virus (COVID-19) pandemic is a 
major global health threat of the twenty-first century 
and was first detected on 31 December 2019 in 
Wuhan, China1-2. On 31 December 2019, 27 cases of 

pneumonia of unknown aetiology were identified in 
Wuhan city, Hubei province in China3. The causative 
agent was identified from throat swab samples 
conducted by the Chinese Centre for Disease Control 
and prevention (CCDC) on 7 January 2020 and was 
subsequently named Severe Acute Respiratory 
Syndrome Corona virus 2 (SARS Cov-2). The disease 
was named COVID-19 by the World Health 
Organization (WHO)4. COVID-19 is mainly 
transmitted through respiratory droplets and contact5. 
At present patients with COVID-19 are the main 
source of infection6.

In Bangladesh, from the first case identified on 8 
March, 2020. About 290360 individuals have tested 
positive for COVID-19; 172615 cured and 3,861 died 
with infection fatality rate of 1.32% cases, till August 
22, 20207. Despite extensive efforts to prevent onward 
rapid spread, about 213 countries and territories with 
23,121,366 confirmed cases and 803,223 deaths till 22 
August 2020 has been reported worldwide8. Regional 
clinical features are important to understand the short 
outcome of patient and their association with mortality, 
as asymptomatic and mild symptomatic cases are 
rising exponentially9.
As epidemiological features vary from countries to 
countries, knowing the details in country scenario is 
utmost essential particularly for future planning and 
management. The objective of the study was to 
evaluate the sociodemographic profile of COVID 19 
positive Bangladeshi patients and also see 
co-morbidity profile with preliminary analyses of their 
association with mortality.

Methodology
Study Design and Participants: This study was 
conducted in the Department of Laboratory Medicine 
at National Institute of Traumatology and Orthopaedic 
Rehabilitation (NITOR), Dhaka, Bangladesh for the 
period of February 01, 2021 to March 31, 2021. The 
patients from COVID isolation ward of this hospital 
were selected as study population. All patients were 
confirmed real-time polymerase chain reaction and 
were diagnosed as having covid-19 according to WHO 
interim guidance. Under aged (<20) and pregnant 
women were excluded from the study. Diagnosis of 
Covid-19 was based on the results of real time 
RT-PCR using throat swab samples10.
Data Collection Methods: Data were collected either 
from patients or their attendants/ relatives through 
direct interview or reached over phone by a 
semi-structured questionnaire. In all cases, informed 
written consent was ensured before participation. A 
preformed questionnaire was used for data collection. 
The clinical parameters included age, sex, duration of 
illness, onset to hospital admission, co-morbidities like 
systemic hypertension, diabetes mellitus, heart disease 
and chronic obstructive pulmonary disease and so on, 
symptoms, clinical signs and outcome (mortality) 
collected through the questionnaire and were evaluated 
by trained physicians. Outcome was designated as 
alive or dead within the hospital admission. All 
collected data were recorded in structured case record 
form and later on accumulated and compiled. 

Confirmed COVID-19 case was detected in according 
to the case definition of the National guidelines of 
clinical Management of coronavirus disease 2019, 
Bangladesh .
Statistical Analysis: Collected data was compiled, 
checked and edited. Data processing and analysis was 
done with the help of computer using statistical 
software SPSS (Statistical Package for Social Science) 
version 22.0 for windows. The test statistic used to 
analyze the data was descriptive statistics and 
Chi-square test. The level of significance was set at 
0.05 and P<0.05 was considered significant.
Ethical Consideration: All procedures of the present 
study were carried out in accordance with the 
principles for human investigations (i.e., Helsinki 
Declaration) and also with the ethical guidelines of the 
Institutional research ethics. Formal ethics approval 
was granted by the local ethics committee. Participants 
in the study were informed about the procedure and 
purpose of the study and confidentiality of information 
provided. All participants consented willingly to be a 
part of the study during the data collection periods. All 
data were collected anonymously and analyzed using 
the coding system.

Results
Total 300 Covid-19 patients were enrolled. Among 
them 222(74.0%) were male and 78(26.0%) patients 
were female. Most patients were from 41 to 50 years 
which was 108(36%) then from 31 to 40 years’ age 
group 102(34.0%) cases, from 21 to 30 years’ age 
group 75(25%) cases, from 51 to 60 years’ age group 
9(3.0%) cases and 6(2.0%) patients above 60 years 
(Table 1).

Average age of the patients was 38 years. Fever was 
the dominant clinical presenting feature. 213 (71%) 
patients presented with fever, followed in decreasing 

order by cough162 (54%), Breathlessness120 (40%), 
Dysgeusia114 (38%), anosmia 72 (24%), parosmia 63 
(21%), chest pain 60 (20%), diarrhoea 54 (18%), and 
Sore throat 42 (14%). The duration of illness was 1 to 
3weeks in 61% cases, less than 1week in 33% cases 
and >3weeks in 6% cases (Table 2).

Among 300 patients, 252 (84%) patients were Urban 
residents.  Majority 78 (26%) of the patients had 

graduation and 225 (75%) patients had contact history 
(Table 3).

Total 108 (36%) patients had one or more than one 
co-morbidity where Hypertension (19%), diabetes 
mellitus (16%), Heart disease (6%), renal disease 
(8%), COPD (5%) were frequent. Regarding 
co-morbidity status hypertension, heart disease, renal 

disease was significantly (p<0.01) associated with 
death (Table 4).
Among 300 patients, 294 (98%) patients were alive 
and 6 (2%) patients died. ICU support was needed 12 
(4%) of the patients (Table 5).

Discussion
In this study 222(74.0%) male patients were infected 
by COVID-19. Male patients were more affected than 
female. This study was consistent with the results of a 
study conducted in India performed by Gupta et al12. 
Another study of Murad et al conducted in Bangladesh 
reported similar findings where 77.0% patients were 
men13. Average age of the patients were 38 years. Age 
group distribution showed that younger age groups 
were more affected than older age groups. Majority 
(36.0%) of the patients were aged between 41 to 50 
years. This is consistent with the data from the 
Institute of Epidemiology, Disease Control and 
Research (IEDCR), Bangladesh on Covid-1914.
It is important to note that 75.0% patients had positive 
contact history in our study highlighting the 
importance of preventive and containment process of 
pandemic including distancing, hand washing and 
proper use of mask. In this study, majority had fever 
(71.0%) followed in decreasing order by cough 
(54.0%), breathlessness (40.0%), dysgeusia (38.0%), 
anosmia (24.0%), parosmia (21.0%), chest pain 
(20.0%), diarrhoea (18.0%), sore throat (14.0%). 
These findings are similar with the findings of other 
studies conducted in Bangladesh9,13. In present study, 
fever was the dominant symptom. About 213(71.0%) 
patients presented with fever which was consistent 
with Guan et al12, Wang et al15, Zhang et al16.
In present study, 36.0% of patients had one or more 
than one co-morbidity where majority had HTN 
(19.0%) and diabetes (16.0%) followed by heart 
disease (6.0%), renal disease (8.0%), COPD (5.0%), 
liver disease (4.0%) and obesity (5.0%). Similarly, in 
other studies conducted in Bangladesh and other 
countries, HTN and DM were found to be the two 
most common comorbidities among patients9,17-19. In 
present study, death rate was 2.0% cases. This is 
consistent with the finding of other study conducted in 
Bangladesh observed that 1.0% death in their study19.
Death is associated with the presence of a significantly 
higher proportion of comorbidities (any) (96 VS 5 for 
alive and dead respectfully. Overall recovery from ICU 
was poor and higher number of death counted in this 
group. In this study, supporting the result, we observed 
that Male sex, presence of comorbidities, needed ICU 

support were significantly associated with mortality. 
Yang et al20 also assessed same issue and found that 
overall prevalence of comorbidities in the COVID-19 
patients and found that underlying disease, including 
HTN, respiratory system disease, cardiovascular 
disease could be significant risk factors for severe 
patients compared with non-severe patients.

Conclusion
COVID-19 affects male more than female. Common 
symptoms are fever, cough, breathlessness, dysgeusia, 
anosmia and so on. Many patients have comorbidities 
and death rate 2%. Diagnosing the patients by clinical 
presentation and confirmed by RT-PCR lead us to give 
proper treatment and reduce the morbidity and 
mortality rate also reduce the community transmission 
of SARS CoV-2 by isolation of COVID positive 
patient. Frequent contact history among positive 
COVID-19 patients and significant association of 
breathlessness, co-morbidities with mortality in our 
study reinforces that abiding by the prevention and 
containment process, ensuring proper oxygen therapy 
and addressing co-morbidities adequately are very 
important measure to mitigate COVID-19 in 
Bangladesh.
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Variables 
Age Group
21 to 30 Years
31 to 40 Years
41 to 50 Years
51 to 60  Years
More Than 60 years
Gender
Male
Female

Percent
 

25.0
34.0
36.0
3.0
2.0

74.0
26.0

Frequency
 

75
102
108
9
6

222
78

Table 1:  Age and Gender Distribution of Patients with 
Covid-19 (n=300)



Introduction
The novel corona virus (COVID-19) pandemic is a 
major global health threat of the twenty-first century 
and was first detected on 31 December 2019 in 
Wuhan, China1-2. On 31 December 2019, 27 cases of 

pneumonia of unknown aetiology were identified in 
Wuhan city, Hubei province in China3. The causative 
agent was identified from throat swab samples 
conducted by the Chinese Centre for Disease Control 
and prevention (CCDC) on 7 January 2020 and was 
subsequently named Severe Acute Respiratory 
Syndrome Corona virus 2 (SARS Cov-2). The disease 
was named COVID-19 by the World Health 
Organization (WHO)4. COVID-19 is mainly 
transmitted through respiratory droplets and contact5. 
At present patients with COVID-19 are the main 
source of infection6.

In Bangladesh, from the first case identified on 8 
March, 2020. About 290360 individuals have tested 
positive for COVID-19; 172615 cured and 3,861 died 
with infection fatality rate of 1.32% cases, till August 
22, 20207. Despite extensive efforts to prevent onward 
rapid spread, about 213 countries and territories with 
23,121,366 confirmed cases and 803,223 deaths till 22 
August 2020 has been reported worldwide8. Regional 
clinical features are important to understand the short 
outcome of patient and their association with mortality, 
as asymptomatic and mild symptomatic cases are 
rising exponentially9.
As epidemiological features vary from countries to 
countries, knowing the details in country scenario is 
utmost essential particularly for future planning and 
management. The objective of the study was to 
evaluate the sociodemographic profile of COVID 19 
positive Bangladeshi patients and also see 
co-morbidity profile with preliminary analyses of their 
association with mortality.

Methodology
Study Design and Participants: This study was 
conducted in the Department of Laboratory Medicine 
at National Institute of Traumatology and Orthopaedic 
Rehabilitation (NITOR), Dhaka, Bangladesh for the 
period of February 01, 2021 to March 31, 2021. The 
patients from COVID isolation ward of this hospital 
were selected as study population. All patients were 
confirmed real-time polymerase chain reaction and 
were diagnosed as having covid-19 according to WHO 
interim guidance. Under aged (<20) and pregnant 
women were excluded from the study. Diagnosis of 
Covid-19 was based on the results of real time 
RT-PCR using throat swab samples10.
Data Collection Methods: Data were collected either 
from patients or their attendants/ relatives through 
direct interview or reached over phone by a 
semi-structured questionnaire. In all cases, informed 
written consent was ensured before participation. A 
preformed questionnaire was used for data collection. 
The clinical parameters included age, sex, duration of 
illness, onset to hospital admission, co-morbidities like 
systemic hypertension, diabetes mellitus, heart disease 
and chronic obstructive pulmonary disease and so on, 
symptoms, clinical signs and outcome (mortality) 
collected through the questionnaire and were evaluated 
by trained physicians. Outcome was designated as 
alive or dead within the hospital admission. All 
collected data were recorded in structured case record 
form and later on accumulated and compiled. 

Confirmed COVID-19 case was detected in according 
to the case definition of the National guidelines of 
clinical Management of coronavirus disease 2019, 
Bangladesh .
Statistical Analysis: Collected data was compiled, 
checked and edited. Data processing and analysis was 
done with the help of computer using statistical 
software SPSS (Statistical Package for Social Science) 
version 22.0 for windows. The test statistic used to 
analyze the data was descriptive statistics and 
Chi-square test. The level of significance was set at 
0.05 and P<0.05 was considered significant.
Ethical Consideration: All procedures of the present 
study were carried out in accordance with the 
principles for human investigations (i.e., Helsinki 
Declaration) and also with the ethical guidelines of the 
Institutional research ethics. Formal ethics approval 
was granted by the local ethics committee. Participants 
in the study were informed about the procedure and 
purpose of the study and confidentiality of information 
provided. All participants consented willingly to be a 
part of the study during the data collection periods. All 
data were collected anonymously and analyzed using 
the coding system.

Results
Total 300 Covid-19 patients were enrolled. Among 
them 222(74.0%) were male and 78(26.0%) patients 
were female. Most patients were from 41 to 50 years 
which was 108(36%) then from 31 to 40 years’ age 
group 102(34.0%) cases, from 21 to 30 years’ age 
group 75(25%) cases, from 51 to 60 years’ age group 
9(3.0%) cases and 6(2.0%) patients above 60 years 
(Table 1).

Average age of the patients was 38 years. Fever was 
the dominant clinical presenting feature. 213 (71%) 
patients presented with fever, followed in decreasing 

order by cough162 (54%), Breathlessness120 (40%), 
Dysgeusia114 (38%), anosmia 72 (24%), parosmia 63 
(21%), chest pain 60 (20%), diarrhoea 54 (18%), and 
Sore throat 42 (14%). The duration of illness was 1 to 
3weeks in 61% cases, less than 1week in 33% cases 
and >3weeks in 6% cases (Table 2).

Among 300 patients, 252 (84%) patients were Urban 
residents.  Majority 78 (26%) of the patients had 

graduation and 225 (75%) patients had contact history 
(Table 3).

Total 108 (36%) patients had one or more than one 
co-morbidity where Hypertension (19%), diabetes 
mellitus (16%), Heart disease (6%), renal disease 
(8%), COPD (5%) were frequent. Regarding 
co-morbidity status hypertension, heart disease, renal 

disease was significantly (p<0.01) associated with 
death (Table 4).
Among 300 patients, 294 (98%) patients were alive 
and 6 (2%) patients died. ICU support was needed 12 
(4%) of the patients (Table 5).

Discussion
In this study 222(74.0%) male patients were infected 
by COVID-19. Male patients were more affected than 
female. This study was consistent with the results of a 
study conducted in India performed by Gupta et al12. 
Another study of Murad et al conducted in Bangladesh 
reported similar findings where 77.0% patients were 
men13. Average age of the patients were 38 years. Age 
group distribution showed that younger age groups 
were more affected than older age groups. Majority 
(36.0%) of the patients were aged between 41 to 50 
years. This is consistent with the data from the 
Institute of Epidemiology, Disease Control and 
Research (IEDCR), Bangladesh on Covid-1914.
It is important to note that 75.0% patients had positive 
contact history in our study highlighting the 
importance of preventive and containment process of 
pandemic including distancing, hand washing and 
proper use of mask. In this study, majority had fever 
(71.0%) followed in decreasing order by cough 
(54.0%), breathlessness (40.0%), dysgeusia (38.0%), 
anosmia (24.0%), parosmia (21.0%), chest pain 
(20.0%), diarrhoea (18.0%), sore throat (14.0%). 
These findings are similar with the findings of other 
studies conducted in Bangladesh9,13. In present study, 
fever was the dominant symptom. About 213(71.0%) 
patients presented with fever which was consistent 
with Guan et al12, Wang et al15, Zhang et al16.
In present study, 36.0% of patients had one or more 
than one co-morbidity where majority had HTN 
(19.0%) and diabetes (16.0%) followed by heart 
disease (6.0%), renal disease (8.0%), COPD (5.0%), 
liver disease (4.0%) and obesity (5.0%). Similarly, in 
other studies conducted in Bangladesh and other 
countries, HTN and DM were found to be the two 
most common comorbidities among patients9,17-19. In 
present study, death rate was 2.0% cases. This is 
consistent with the finding of other study conducted in 
Bangladesh observed that 1.0% death in their study19.
Death is associated with the presence of a significantly 
higher proportion of comorbidities (any) (96 VS 5 for 
alive and dead respectfully. Overall recovery from ICU 
was poor and higher number of death counted in this 
group. In this study, supporting the result, we observed 
that Male sex, presence of comorbidities, needed ICU 

support were significantly associated with mortality. 
Yang et al20 also assessed same issue and found that 
overall prevalence of comorbidities in the COVID-19 
patients and found that underlying disease, including 
HTN, respiratory system disease, cardiovascular 
disease could be significant risk factors for severe 
patients compared with non-severe patients.

Conclusion
COVID-19 affects male more than female. Common 
symptoms are fever, cough, breathlessness, dysgeusia, 
anosmia and so on. Many patients have comorbidities 
and death rate 2%. Diagnosing the patients by clinical 
presentation and confirmed by RT-PCR lead us to give 
proper treatment and reduce the morbidity and 
mortality rate also reduce the community transmission 
of SARS CoV-2 by isolation of COVID positive 
patient. Frequent contact history among positive 
COVID-19 patients and significant association of 
breathlessness, co-morbidities with mortality in our 
study reinforces that abiding by the prevention and 
containment process, ensuring proper oxygen therapy 
and addressing co-morbidities adequately are very 
important measure to mitigate COVID-19 in 
Bangladesh.
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Figure I: Show H/O contact with COVID-19 patients (Positive 
contact 75.0%, Not certain 20.0%, No H/O contact 5.0%)

HTN=Hypertension; DM=Diabetes mellitus; COPD=Chronic 
obstructive Pulmonary Diseases

P value was determined by chi-square test

Bangladesh J Med Microbiol July 2022, Volume 16, Number 2

Variables 
Duration of Illness
Less Than 1week                                     
1 to 3 weeks                           
More Than 3   weeks                             
Symptoms  
Fever
Cough
Breathlessness
Dysgeusia
Anosmia
Parosmia
Chest pain
Diarrhoea
Sore throat

Percent
 

33.0
61.0
6.0

71.0
54.0
40.0
38.0
24.0
21.0
20.0
18.0
14.0

Frequency
 

99
183
18

213
162
120
114
72
63
60
54
42

Table 2: Clinical Characteristics of Patients (n=300)

Variables 
Residence
• Urban
• Rural
Education
No formal education
Complete primary education
SSC
HSC
Graduation and above
Occupation
Employed
Unemployed

Percent
 

84.0
16.0

10.0
21.0
23.0
19.0
26.0

82.0
18.0

Frequency
 

252
48

33
63
69
57
78

246
54

Table 3: Sociodemographic profile of covid-19 patients 
(n=300)

Comorbidities
HTN
DM
Heart disease
Renal disease
COPD
Liver disease
Obesity
Hypothyroidism
Cancer   

Percent
19.0
16.0
6.0
8.0
5.0
4.0
5.0
3.0
2.0

Frequency
57
48
18
24
15
12
15
9
6

Table 4: Comorbid condition of the study patients (n=300)

Variables

Comorbidity
• Present
• Absent
ICU Requirement
• Needed
• Not Needed
   

P value

<0.01

<0.01

Death

5
1

4
2

Alive

96
198

8
286

Outcomes

Table 5:  Factors associated with outcome of covid-19 
patients (n=300)



Introduction
The novel corona virus (COVID-19) pandemic is a 
major global health threat of the twenty-first century 
and was first detected on 31 December 2019 in 
Wuhan, China1-2. On 31 December 2019, 27 cases of 

pneumonia of unknown aetiology were identified in 
Wuhan city, Hubei province in China3. The causative 
agent was identified from throat swab samples 
conducted by the Chinese Centre for Disease Control 
and prevention (CCDC) on 7 January 2020 and was 
subsequently named Severe Acute Respiratory 
Syndrome Corona virus 2 (SARS Cov-2). The disease 
was named COVID-19 by the World Health 
Organization (WHO)4. COVID-19 is mainly 
transmitted through respiratory droplets and contact5. 
At present patients with COVID-19 are the main 
source of infection6.

In Bangladesh, from the first case identified on 8 
March, 2020. About 290360 individuals have tested 
positive for COVID-19; 172615 cured and 3,861 died 
with infection fatality rate of 1.32% cases, till August 
22, 20207. Despite extensive efforts to prevent onward 
rapid spread, about 213 countries and territories with 
23,121,366 confirmed cases and 803,223 deaths till 22 
August 2020 has been reported worldwide8. Regional 
clinical features are important to understand the short 
outcome of patient and their association with mortality, 
as asymptomatic and mild symptomatic cases are 
rising exponentially9.
As epidemiological features vary from countries to 
countries, knowing the details in country scenario is 
utmost essential particularly for future planning and 
management. The objective of the study was to 
evaluate the sociodemographic profile of COVID 19 
positive Bangladeshi patients and also see 
co-morbidity profile with preliminary analyses of their 
association with mortality.

Methodology
Study Design and Participants: This study was 
conducted in the Department of Laboratory Medicine 
at National Institute of Traumatology and Orthopaedic 
Rehabilitation (NITOR), Dhaka, Bangladesh for the 
period of February 01, 2021 to March 31, 2021. The 
patients from COVID isolation ward of this hospital 
were selected as study population. All patients were 
confirmed real-time polymerase chain reaction and 
were diagnosed as having covid-19 according to WHO 
interim guidance. Under aged (<20) and pregnant 
women were excluded from the study. Diagnosis of 
Covid-19 was based on the results of real time 
RT-PCR using throat swab samples10.
Data Collection Methods: Data were collected either 
from patients or their attendants/ relatives through 
direct interview or reached over phone by a 
semi-structured questionnaire. In all cases, informed 
written consent was ensured before participation. A 
preformed questionnaire was used for data collection. 
The clinical parameters included age, sex, duration of 
illness, onset to hospital admission, co-morbidities like 
systemic hypertension, diabetes mellitus, heart disease 
and chronic obstructive pulmonary disease and so on, 
symptoms, clinical signs and outcome (mortality) 
collected through the questionnaire and were evaluated 
by trained physicians. Outcome was designated as 
alive or dead within the hospital admission. All 
collected data were recorded in structured case record 
form and later on accumulated and compiled. 

Confirmed COVID-19 case was detected in according 
to the case definition of the National guidelines of 
clinical Management of coronavirus disease 2019, 
Bangladesh .
Statistical Analysis: Collected data was compiled, 
checked and edited. Data processing and analysis was 
done with the help of computer using statistical 
software SPSS (Statistical Package for Social Science) 
version 22.0 for windows. The test statistic used to 
analyze the data was descriptive statistics and 
Chi-square test. The level of significance was set at 
0.05 and P<0.05 was considered significant.
Ethical Consideration: All procedures of the present 
study were carried out in accordance with the 
principles for human investigations (i.e., Helsinki 
Declaration) and also with the ethical guidelines of the 
Institutional research ethics. Formal ethics approval 
was granted by the local ethics committee. Participants 
in the study were informed about the procedure and 
purpose of the study and confidentiality of information 
provided. All participants consented willingly to be a 
part of the study during the data collection periods. All 
data were collected anonymously and analyzed using 
the coding system.

Results
Total 300 Covid-19 patients were enrolled. Among 
them 222(74.0%) were male and 78(26.0%) patients 
were female. Most patients were from 41 to 50 years 
which was 108(36%) then from 31 to 40 years’ age 
group 102(34.0%) cases, from 21 to 30 years’ age 
group 75(25%) cases, from 51 to 60 years’ age group 
9(3.0%) cases and 6(2.0%) patients above 60 years 
(Table 1).

Average age of the patients was 38 years. Fever was 
the dominant clinical presenting feature. 213 (71%) 
patients presented with fever, followed in decreasing 

order by cough162 (54%), Breathlessness120 (40%), 
Dysgeusia114 (38%), anosmia 72 (24%), parosmia 63 
(21%), chest pain 60 (20%), diarrhoea 54 (18%), and 
Sore throat 42 (14%). The duration of illness was 1 to 
3weeks in 61% cases, less than 1week in 33% cases 
and >3weeks in 6% cases (Table 2).

Among 300 patients, 252 (84%) patients were Urban 
residents.  Majority 78 (26%) of the patients had 

graduation and 225 (75%) patients had contact history 
(Table 3).

Total 108 (36%) patients had one or more than one 
co-morbidity where Hypertension (19%), diabetes 
mellitus (16%), Heart disease (6%), renal disease 
(8%), COPD (5%) were frequent. Regarding 
co-morbidity status hypertension, heart disease, renal 

disease was significantly (p<0.01) associated with 
death (Table 4).
Among 300 patients, 294 (98%) patients were alive 
and 6 (2%) patients died. ICU support was needed 12 
(4%) of the patients (Table 5).

Discussion
In this study 222(74.0%) male patients were infected 
by COVID-19. Male patients were more affected than 
female. This study was consistent with the results of a 
study conducted in India performed by Gupta et al12. 
Another study of Murad et al conducted in Bangladesh 
reported similar findings where 77.0% patients were 
men13. Average age of the patients were 38 years. Age 
group distribution showed that younger age groups 
were more affected than older age groups. Majority 
(36.0%) of the patients were aged between 41 to 50 
years. This is consistent with the data from the 
Institute of Epidemiology, Disease Control and 
Research (IEDCR), Bangladesh on Covid-1914.
It is important to note that 75.0% patients had positive 
contact history in our study highlighting the 
importance of preventive and containment process of 
pandemic including distancing, hand washing and 
proper use of mask. In this study, majority had fever 
(71.0%) followed in decreasing order by cough 
(54.0%), breathlessness (40.0%), dysgeusia (38.0%), 
anosmia (24.0%), parosmia (21.0%), chest pain 
(20.0%), diarrhoea (18.0%), sore throat (14.0%). 
These findings are similar with the findings of other 
studies conducted in Bangladesh9,13. In present study, 
fever was the dominant symptom. About 213(71.0%) 
patients presented with fever which was consistent 
with Guan et al12, Wang et al15, Zhang et al16.
In present study, 36.0% of patients had one or more 
than one co-morbidity where majority had HTN 
(19.0%) and diabetes (16.0%) followed by heart 
disease (6.0%), renal disease (8.0%), COPD (5.0%), 
liver disease (4.0%) and obesity (5.0%). Similarly, in 
other studies conducted in Bangladesh and other 
countries, HTN and DM were found to be the two 
most common comorbidities among patients9,17-19. In 
present study, death rate was 2.0% cases. This is 
consistent with the finding of other study conducted in 
Bangladesh observed that 1.0% death in their study19.
Death is associated with the presence of a significantly 
higher proportion of comorbidities (any) (96 VS 5 for 
alive and dead respectfully. Overall recovery from ICU 
was poor and higher number of death counted in this 
group. In this study, supporting the result, we observed 
that Male sex, presence of comorbidities, needed ICU 

support were significantly associated with mortality. 
Yang et al20 also assessed same issue and found that 
overall prevalence of comorbidities in the COVID-19 
patients and found that underlying disease, including 
HTN, respiratory system disease, cardiovascular 
disease could be significant risk factors for severe 
patients compared with non-severe patients.

Conclusion
COVID-19 affects male more than female. Common 
symptoms are fever, cough, breathlessness, dysgeusia, 
anosmia and so on. Many patients have comorbidities 
and death rate 2%. Diagnosing the patients by clinical 
presentation and confirmed by RT-PCR lead us to give 
proper treatment and reduce the morbidity and 
mortality rate also reduce the community transmission 
of SARS CoV-2 by isolation of COVID positive 
patient. Frequent contact history among positive 
COVID-19 patients and significant association of 
breathlessness, co-morbidities with mortality in our 
study reinforces that abiding by the prevention and 
containment process, ensuring proper oxygen therapy 
and addressing co-morbidities adequately are very 
important measure to mitigate COVID-19 in 
Bangladesh.
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Introduction
The novel corona virus (COVID-19) pandemic is a 
major global health threat of the twenty-first century 
and was first detected on 31 December 2019 in 
Wuhan, China1-2. On 31 December 2019, 27 cases of 

pneumonia of unknown aetiology were identified in 
Wuhan city, Hubei province in China3. The causative 
agent was identified from throat swab samples 
conducted by the Chinese Centre for Disease Control 
and prevention (CCDC) on 7 January 2020 and was 
subsequently named Severe Acute Respiratory 
Syndrome Corona virus 2 (SARS Cov-2). The disease 
was named COVID-19 by the World Health 
Organization (WHO)4. COVID-19 is mainly 
transmitted through respiratory droplets and contact5. 
At present patients with COVID-19 are the main 
source of infection6.

In Bangladesh, from the first case identified on 8 
March, 2020. About 290360 individuals have tested 
positive for COVID-19; 172615 cured and 3,861 died 
with infection fatality rate of 1.32% cases, till August 
22, 20207. Despite extensive efforts to prevent onward 
rapid spread, about 213 countries and territories with 
23,121,366 confirmed cases and 803,223 deaths till 22 
August 2020 has been reported worldwide8. Regional 
clinical features are important to understand the short 
outcome of patient and their association with mortality, 
as asymptomatic and mild symptomatic cases are 
rising exponentially9.
As epidemiological features vary from countries to 
countries, knowing the details in country scenario is 
utmost essential particularly for future planning and 
management. The objective of the study was to 
evaluate the sociodemographic profile of COVID 19 
positive Bangladeshi patients and also see 
co-morbidity profile with preliminary analyses of their 
association with mortality.

Methodology
Study Design and Participants: This study was 
conducted in the Department of Laboratory Medicine 
at National Institute of Traumatology and Orthopaedic 
Rehabilitation (NITOR), Dhaka, Bangladesh for the 
period of February 01, 2021 to March 31, 2021. The 
patients from COVID isolation ward of this hospital 
were selected as study population. All patients were 
confirmed real-time polymerase chain reaction and 
were diagnosed as having covid-19 according to WHO 
interim guidance. Under aged (<20) and pregnant 
women were excluded from the study. Diagnosis of 
Covid-19 was based on the results of real time 
RT-PCR using throat swab samples10.
Data Collection Methods: Data were collected either 
from patients or their attendants/ relatives through 
direct interview or reached over phone by a 
semi-structured questionnaire. In all cases, informed 
written consent was ensured before participation. A 
preformed questionnaire was used for data collection. 
The clinical parameters included age, sex, duration of 
illness, onset to hospital admission, co-morbidities like 
systemic hypertension, diabetes mellitus, heart disease 
and chronic obstructive pulmonary disease and so on, 
symptoms, clinical signs and outcome (mortality) 
collected through the questionnaire and were evaluated 
by trained physicians. Outcome was designated as 
alive or dead within the hospital admission. All 
collected data were recorded in structured case record 
form and later on accumulated and compiled. 

Confirmed COVID-19 case was detected in according 
to the case definition of the National guidelines of 
clinical Management of coronavirus disease 2019, 
Bangladesh .
Statistical Analysis: Collected data was compiled, 
checked and edited. Data processing and analysis was 
done with the help of computer using statistical 
software SPSS (Statistical Package for Social Science) 
version 22.0 for windows. The test statistic used to 
analyze the data was descriptive statistics and 
Chi-square test. The level of significance was set at 
0.05 and P<0.05 was considered significant.
Ethical Consideration: All procedures of the present 
study were carried out in accordance with the 
principles for human investigations (i.e., Helsinki 
Declaration) and also with the ethical guidelines of the 
Institutional research ethics. Formal ethics approval 
was granted by the local ethics committee. Participants 
in the study were informed about the procedure and 
purpose of the study and confidentiality of information 
provided. All participants consented willingly to be a 
part of the study during the data collection periods. All 
data were collected anonymously and analyzed using 
the coding system.

Results
Total 300 Covid-19 patients were enrolled. Among 
them 222(74.0%) were male and 78(26.0%) patients 
were female. Most patients were from 41 to 50 years 
which was 108(36%) then from 31 to 40 years’ age 
group 102(34.0%) cases, from 21 to 30 years’ age 
group 75(25%) cases, from 51 to 60 years’ age group 
9(3.0%) cases and 6(2.0%) patients above 60 years 
(Table 1).

Average age of the patients was 38 years. Fever was 
the dominant clinical presenting feature. 213 (71%) 
patients presented with fever, followed in decreasing 

order by cough162 (54%), Breathlessness120 (40%), 
Dysgeusia114 (38%), anosmia 72 (24%), parosmia 63 
(21%), chest pain 60 (20%), diarrhoea 54 (18%), and 
Sore throat 42 (14%). The duration of illness was 1 to 
3weeks in 61% cases, less than 1week in 33% cases 
and >3weeks in 6% cases (Table 2).

Among 300 patients, 252 (84%) patients were Urban 
residents.  Majority 78 (26%) of the patients had 

graduation and 225 (75%) patients had contact history 
(Table 3).

Total 108 (36%) patients had one or more than one 
co-morbidity where Hypertension (19%), diabetes 
mellitus (16%), Heart disease (6%), renal disease 
(8%), COPD (5%) were frequent. Regarding 
co-morbidity status hypertension, heart disease, renal 

disease was significantly (p<0.01) associated with 
death (Table 4).
Among 300 patients, 294 (98%) patients were alive 
and 6 (2%) patients died. ICU support was needed 12 
(4%) of the patients (Table 5).

Discussion
In this study 222(74.0%) male patients were infected 
by COVID-19. Male patients were more affected than 
female. This study was consistent with the results of a 
study conducted in India performed by Gupta et al12. 
Another study of Murad et al conducted in Bangladesh 
reported similar findings where 77.0% patients were 
men13. Average age of the patients were 38 years. Age 
group distribution showed that younger age groups 
were more affected than older age groups. Majority 
(36.0%) of the patients were aged between 41 to 50 
years. This is consistent with the data from the 
Institute of Epidemiology, Disease Control and 
Research (IEDCR), Bangladesh on Covid-1914.
It is important to note that 75.0% patients had positive 
contact history in our study highlighting the 
importance of preventive and containment process of 
pandemic including distancing, hand washing and 
proper use of mask. In this study, majority had fever 
(71.0%) followed in decreasing order by cough 
(54.0%), breathlessness (40.0%), dysgeusia (38.0%), 
anosmia (24.0%), parosmia (21.0%), chest pain 
(20.0%), diarrhoea (18.0%), sore throat (14.0%). 
These findings are similar with the findings of other 
studies conducted in Bangladesh9,13. In present study, 
fever was the dominant symptom. About 213(71.0%) 
patients presented with fever which was consistent 
with Guan et al12, Wang et al15, Zhang et al16.
In present study, 36.0% of patients had one or more 
than one co-morbidity where majority had HTN 
(19.0%) and diabetes (16.0%) followed by heart 
disease (6.0%), renal disease (8.0%), COPD (5.0%), 
liver disease (4.0%) and obesity (5.0%). Similarly, in 
other studies conducted in Bangladesh and other 
countries, HTN and DM were found to be the two 
most common comorbidities among patients9,17-19. In 
present study, death rate was 2.0% cases. This is 
consistent with the finding of other study conducted in 
Bangladesh observed that 1.0% death in their study19.
Death is associated with the presence of a significantly 
higher proportion of comorbidities (any) (96 VS 5 for 
alive and dead respectfully. Overall recovery from ICU 
was poor and higher number of death counted in this 
group. In this study, supporting the result, we observed 
that Male sex, presence of comorbidities, needed ICU 

support were significantly associated with mortality. 
Yang et al20 also assessed same issue and found that 
overall prevalence of comorbidities in the COVID-19 
patients and found that underlying disease, including 
HTN, respiratory system disease, cardiovascular 
disease could be significant risk factors for severe 
patients compared with non-severe patients.

Conclusion
COVID-19 affects male more than female. Common 
symptoms are fever, cough, breathlessness, dysgeusia, 
anosmia and so on. Many patients have comorbidities 
and death rate 2%. Diagnosing the patients by clinical 
presentation and confirmed by RT-PCR lead us to give 
proper treatment and reduce the morbidity and 
mortality rate also reduce the community transmission 
of SARS CoV-2 by isolation of COVID positive 
patient. Frequent contact history among positive 
COVID-19 patients and significant association of 
breathlessness, co-morbidities with mortality in our 
study reinforces that abiding by the prevention and 
containment process, ensuring proper oxygen therapy 
and addressing co-morbidities adequately are very 
important measure to mitigate COVID-19 in 
Bangladesh.
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