
P value less than 0.05 taken as level of significance.
SD = Standard deviation 
** = Highly significant
Discussion:
The present study was done to observe the various changes 
of serum calcium level in postmenopausal women 
compared with premenopausal women. Related medical 
history and clinical information of the subjects were taken 
by questionnaires from all the individuals included in this 
study.
In this study, serum calcium level in group B (Case) was 
significantly lower compared to group A (control). This 
finding is supported by the studies of10,11;  Nordin et al in 
198912; The decreased level of serum calcium in postmeno-
pausal women is due to lack of oestrogen and with the 
advancement of age. The postmenopause is associated with 
a fall in calcium absorption, which is only in part attribut-
able to a fall in calcitriol levels3. Menopause and aging is 
associated with accelerated loss of cortical bone. Bone loss 
occurs when the balance between formation and resorption 
is upset and resorption is excessive resulting in a negative 
remodeling balance4,5. Despite its seemingly static appear-
ance, bone is remarkably labile tissue and bone turnover is 
a dynamic process which increase in postmenopausal 
period as consequence of oestrogen deficiency6. Adverse 
changes in plasma calcium due to oestrogen deficiency 
have been implicated in the incidence of osteoporosis in 
postmenopausal women (Recker et al, 1998)7. This is in 
accordance with the findings of 4,8,9 who also reported lower 
levels  of serum calcium in postmenopausal women . 
Ageing and menopause, which lead to decline in  oestrogen 
and progesterone production has been implicated in the 
decreased levels of calcium in  postmenopausal women4. 
Howerer, contrary to this finding, higher calcium in 
postmenopausal women was reported by9,13. Heterogenity 
of older adults, variabilities in body chemistry and their 
unique rate of ageing may be responsible for the disparity in 
these results.
Conclusion: 
Menopause has an effect on serum calcium which leads to 
increased risk of development of osteoporosis. The present 
study may facilitated the clinicians and gynecologists to 
update their knowledge in regard to serum calcium level of 
women associated with menopause
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Spinal Mobility Index, both the variables improved at the 
end of week 3 and their difference was statistically signifi-
cant, though this significance abolishes at the end of wk 6. 
No statistically significant difference was found between 
the groups regarding Oswestry Disability Index.
Table V:  Comparison of outcome variables in Group-A and 
Group-B.

Discussion: 
Age of the patients: 
 In this study mean age is 41.5 + 2.1 in Group-A and 39.2 
+1.13 in Group-B. Mean age difference is almost similar 
between the groups. In a study conducted by Shakoor et 
al.16  comprising 102 patients of chronic low back pain 
mean age was found to be 42.8+ 10.5 years in Group-A 
and 38.5 + 8.4 years in Group-B and overall mean age was 
42.22 + 8.07 years. Findings of the current study are 
similar with those of the above study.
Sex of the patients:
In the present study it was observed that male were 
predominant in both groups, which was 55% in Group-A 
and 57.5% in Group-B. Difference was not significant 
(P>0.05) in between the groups. In study Borman, Keskin 
and Bodur15  found male to female ratio was 1=1.6 and 
1=2.5 in Group-A and Group-B respectively. But, in large 
epidemiological studies no statistically significant differ-
ence exists between male and female. These findings are 

consistent with the findings of current study.
Socio-economic condition:
In the study, it was observed that majority of the patients 
came from middle class followed by low class poor family. 
Poor people of our country have to do heavy manual works 
which include repetitive twisting, bending, heavy 
weight-lifting etc. In addition, they do not have enough 
money to have an adequate management option to procure 
at the early stage of the disease which in turn increases the 
likelihood of chronic illness. Shakoor et al.16 in a study of 
patients with chronic low back pain also found that most of 
their patients came from middle socio-economic group. So, 
their findings are consistent with that of the present study.
Occupation:
  In this study it was observed that patients were mostly 
farmers (22.5% and 20%), service-holders (20% and 
17.5%) and day laborers (15% and 12.5%) in Group-A and 
Group-B respectively. In a study Borman, Keskin and 
Bodur15 showed 38.1% and 61.9% patients were employed 
in Group-A and Group-B respectively. Moyeenuzzaman et 
al.17 found 15 % housewives, 24% students, 19% service 
holders, 13% farmers and 11% workers in a study conduct-
ed in BSMMU.
Duration of pain:
In this study, mean duration of pain was 21.1 + 2.34 
months in Group-A and 23.3 + 1.50 months in Group-B, 
their difference was not statistically significant (P>0.05). 
Borman, Keskin and Bodur15 found mean duration of low 
back pain was 34.09 + 14.1 months and 27 + 19.5 months 
in Group-A and Group-B respectively. Almost similar 
observation was found by Shimada et al.19 Emery et al.20 
and Kraamer21.
Outcome variables:
 In the study it was observed that all variables individually 
improved in Group-A and Group-B but they were not 
statistically significant. VAS was better in patients who 
received instructions about activity (ADL) modification 
than those who did not have them but the difference was 
not statistically significant. Subjective pain intensity and 
tenderness index improved in both groups though their 
difference was not statistically significant. These scores are 
in accordance with observation by Deyo et al.18  Disability 
due to pain and spinal mobility index, both the variables 
improved at the end of third week and their difference was 
statistically significant (P<0.05) but at the end of sixth 
week statistical significance abolishes (P>0.05). Deyo et 
al18 showed almost similar observation.  No statistically 
significant (P>0.05) difference was found between the 
groups regarding Oswestry disability index.
    Conclusion:    
Because LBP presents such a large public health problem, 
potential impact of eliminating the unhealthy effect of 
physical load by modification of activities (ADL) is 
substantial. But as the sample size was small and there 
were some limitations in the trial, no firm conclusion could 

be drawn. Information found here need verification by 
larger long-term follow up studies. Considering the data 
collected from this study it can be concluded that Activity 
(ADL) Modification helps reduce pain in patients with 
chronic non-specific low back pain.      
Conflict of Interest: None.
Acknowledgement: 
Authors acknowledged all the doctors of Physical Medi-
cine and Rehabilitation department of JRRMCH, Sylhet.
References: 
1. Barr KP, Harrast MA. Low back pain. In: L.R. 
Braddom. Textbook of Physical Medicine and Rehabilita-
tion. 3rd ed. New Delhi: Elsevier;2007: 883-927.
2. Bendix AF, Bendix T, Vaegter K, Lund C, Frolund L, 
Holm L. Multidisciplinary intensive treatment for chronic 
low back pain: A randomized, prospective study. Cleve-
land clinical journal of Medicine. 1996; 63(1):62-69.
https://doi.org/10.3949/ccjm.63.1.62
PMid:8590519 
3. Walker B. The prevalence of low back pain: a systematic 
review of the literature from 1966 to 1998. J Spinal Disor-
der. 2000; 13(3): 205-217.
https://doi.org/10.1097/00002517-200006000-00003
PMid:10872758 
4. Doherty M, Ralston SH. In: N.R. Colledge, B.R. 
Walker, S.H. Ralston. Davidson�s Principle & Practice of 
Medicine. 21st ed. London: Elsevier; 2010: 1072-74. 
5. Chou R. Low back pain (chronic). Clin Evid Handbook. 
2001; 403-405. 
6. Cailliet R. Spine disorders and deformities. In: F.J. 
Kottke, J.F. Lehmann, eds., Krusen�s Handbook of Physi-
cal Medicine and Rehabilitation. 4th ed. Philadelphia: 
W.B. Saunders;1990: 792-809. 
7. Ullah MA, Rahman MS, Shakoor MA, Ahmed SM, 
Hasan SA. Comparative efficacy of various methods of 
physical treatment given to a selected group of patients 
presented with non-specific back pain. JCMCTA. 2007; 
18(1): 5-18.
https://doi.org/10.3329/jcmcta.v18i1.3815
8. Marras WS, Lavender SA, Leurgans SE. Biomechani-
cal risk factors for occupationally related low back 
disorders. Ergonomics. 1995; 38(2): 377-410.
https://doi.org/10.1080/00140139508925111
PMid:7895740 
9. Frymoyer JW. Back pain and sciatica. N Engl J Med. 
1998; 318: 291-300.
https://doi.org/10.1056/NEJM198802043180506
PMid:2961994 
10. BenDebba M, Torgerson WS, Long DM. A validated, 

practical classification procedure for many persistent low 
back pain patients. Pain. 2000; 87: 89-97.
https://doi.org/10.1016/S0304-3959(00)00278-5
11. Solomon L, Warwick DJ, Nayagam S. Back pain. In: 
Apleys System of Orthopedics and Fractures. New York, 
Oxford University Press; 2001: 371-404. 
12. Cailliet R. Spine disorder and deformities. In: Kotteke 
JF, Lehman FG, eds., Krusen�s Hand Book of Physical 
Medicine and Rehabilitation. 4th ed. Philadelphia: W.B. 
Saunders Company; 1990:792-809. 
13. Nachemson AL. Intradiscal pressure. J Neurosurg. 
1995; 82(6): 1095.
https://doi.org/10.3171/jns.1995.82.6.1095
14. Van Oostrom SH, Verschuren M, De Vet HC, Boshui-
zen HC, Picavet HS. Spine. 2012; 37(9): 788-96.
https://doi.org/10.1097/BRS.0b013e31823239d1
PMid:21897339 
15. Borman P, Keskin D, Bodur H. The efficacy of lumbar 
traction in the management of patients with low back pain. 
2003; 23: 82�6.
https://doi.org/10.1007/s00296-002-0249-0
PMid:12634941 
16. Shakoor MA, Rahman MS, Moyeenuzzaman M. Effect 
of deep heat therapy on the patients of chronic low back 
pain. Mymensing Med J. 2008; 17: 32-38. 
17. Moyeenuzzaman M. A study on patients with low back 
pain attending physical medicine department of IPGMR. 
1992; 1: 80-81. 
18. Deyo RA, Walsh NE, Martin DC, Schoenfield LS, 
Ramamurthy S. A Controlled Trial of Transcutaneous 
Electrical Stimulation (TENS) and Exercise for Chronic 
Low Back Pain. N Eng J Med. 1990; 322(23): 1627�34.
https://doi.org/10.1056/NEJM199006073222303
PMid:2140432 
19. Shimada H, Lord SR, Yoshida H, Kim H, Suzuki T. 
Predictors of cessation of regular leisure-time physical 
activity in community-dwelling elderly people. Gerontolo-
gy. 2007; 53: 2937.
https://doi.org/10.1159/000103214
PMid:17536206 
20. Emery SE. Jones G, Ding C, Scott F, Cicuttini F. Early 
radiographic osteoarthritis is associated with substantial 
changes in cartilage volume and tibial bone surface area in 
both males and females. Cartilage in Osteoarthritis. 2004; 
12: 16974. 
21. Kramer PA. Prevalence and distribution of spinal osteo-
arthritis in women. Spine. 2006; 31: 28438.
https://doi.org/10.1097/01.brs.0000245854.53001.4e
PMid:17108839 

Materials and Methods:
Study design was Randomized Controlled Clinical Trial. 
Place of study was Jalalabad Ragib-Rabeya Medical College 
Hospital, Sylhet, Bangladesh. Period of study was 6 (six) 
months (23-09-13 to 22-03-14). Study population was select-
ed from the Department of Physical Medicine and Rehabili-
tation, Jalalabad Ragib-Rabeya Medical College Hospital, 
Sylhet. Eighty patients of CLBP as sample size who met the 
selection criteria. Sampling Method: Subjects were selected 
purposively according to the availability of the patients who 
fulfill the inclusion criteria and then randomly allocated in 
two groups by lottery method. Inclusion criteria was 
Patients of both sexes from 30 to 60 years having low back 
pain for more than 3 months with no known underlying 
pathology and those who were able to complete a question-
naire. Exclusion criteria were Patients having LBP due to 
pregnancy, trauma or surgery,  infective cause such as TB 
spine, Cauda-equina syndrome, malignancy, concomitant 
PUD, renal impairment or any other contraindication to take 
NSAIDs. Activity Modification: Modification of activities 
that increase intradiscal pressure and/or put extra strain to 
the back muscles, such as:
• To avoid prolonged sitting.
• To avoid prolonged standing.
• To lie down in supine position using plain firm bed.
• To be cautious while getting out of bed by follow-
ing a sequential position like first flex the knees then lie on 
one side then hang the legs out of bed then get up using both 
hands and then start walking.
• To avoid stooping.
• To avoid twisting.
• To keep back straight during forward bending activities. 
• To use long handled cleaner during sweeping.
• To avoid weight lifting or to lift with caution.
• To avoid high heeled shoes.
• To use high commode.
• To drive in a comfortable position with adequate 
height keeping back straight. Study Procedure: Patients with 
chronic low back pain for at least 3 months’ duration having 
attended the Physical Medicine and Rehabilitation depart-
ment of Jalalabad Ragib-Rabeya Medical College Hospital 
were selected according to the inclusion & exclusion 
criteria. After that, patients selected for the study were 
divided into two groups (Group-A and Group-B) through 
randomization by lottery method. Patients of Group-A were 
treated with NSAID (Aceclofenac 100 mg twice daily 
orally) along with an anti-ulcerant (Omeprazole 20 mg) and 
instruction about Activity (ADL) Modification to be 
followed during performing daily activities for 6 weeks (42 
days). Patients of Group-B were treated only with NSAID 
(Aceclofenac 100 mg) and anti-ulcerant (Omeprazole 20 
mg) for the same duration. Procedure of Data Analysis: Data 
will be processed and analyzed by computer software SPSS 
(Statistical Package for Social Science). Test statistics to be 
used were descriptive statistics, Chi-square (X2) and F-test 

one side then hang the legs out of bed then get up using 
both hands and then start walking, to use high commode, to 
avoid stooping, to use long handled cleaner during sweep-
ing, to avoid high heeled shoes, to keep back straight during 
forward bending activities, to avoid twisting, to avoid 
weight lifting or to lift with caution, and to drive in a 
comfortable position with adequate height keeping back 
straight. This study will help to find out the effect of modifi-
cation of these activities of daily living in reducing pain of 
patients with chronic non-specific low back pain. Bangla-
desh is a poor country burdened with huge population and 
limited resources. It is very difficult to manage such a huge 
number of patients with chronic non specific low back pain 
with the existing resources and management system. 
Diagnostic approaches and therapeutic options are diverse 
and often inconsistent, resulting in rising costs and variabil-
ity in the management of CLBP. Hence, Data are needed to 
find out an effective, inexpensive and easy-to-do procedure 
in the treatment of chronic non-specific low back pain 
which can impact on their final outcome quite positively in 
the long run.
Objectives
To determine the role of activity (ADL) modification on   
reduction of pain in chronic non-specific low back pain.To 
assess the disability of patients and the outcome of chronic 
non-specific low back pain with or without activity (ADL) 
modification.Low back pain is a symptom complex which 
affects the area between lower rib cage and gluteal folds. 
When it persists for more than three months (twelve 
weeks) is called chronic low back pain9. Chronic low back 
pain remains poorly understood and inadequately treated 
due to the heterogeneity of the patients population and the 
lack of a simple and useful system10. Chronic low back pain 
is one of the most common causes of chronic disability and 
most prevalent medical disorder among industrialized 
societies11. The type of low-back pain most commonly 
confronting the physiatrist is of benign mechanical origin. 
Benign mechanical causes are divided into static (postural) 
and kinetic (faulty biomechanical) types. Of the static 
causes, the most prevalent is excessive lordosis in which 
there is exorbitant facet weight-bearing and foraminal 
closure. Alternatively, prolonged daily flexed postures may 
cause posterior migration of the disc, resulting in low back 
pain and probably sciatic radiculopathy12. Nachemson has 
shown that the positions like sitting, lifting from a standing 
position with extended knees, leaning forward while seated 
in a chair etc. increase ligamentous stress and intradiscal 
pressures most13.  Holding these positions for a prolonged 
period of time will stress the supporting ligaments and 
muscles of the spine, increasing the likelihood of low back 
pain. Again in a prospective cohort study undertaken from 
1993 to 2007 researchers showed long-term associations 
between physical load in daily activities (such as awkward 
posture etc.) and chronic low back pain (CLBP) in general 
population14. So, Activity (ADL) Modification can play a 
cost-effective and efficient role for reducing pain and 
disability of chronic non-specific low back pain.

Table IV shows significant improvement in Tenderness 
Index and Oswestry Disability Index after 3 and 6 weeks of 
treatment. In case of Subjective Pain Intensity and VAS 
significant improvement occurs only after week 3.
Table IV: Outcome variables in Group-B.

Table V shows that Subjective Pain Intensity and Tender-
ness Index improved in both groups but their difference 
were not statistically significant. Disability due to Pain and 

(Analysis of variance). Level of significance was set at 0.05 
so that, P<0.05 was considered to be significant.
Ethical Implications: Study subjects were informed verbally 
about the study design, purpose of the study and their right 
to withdraw them from the project at any time, for any 
reason, whatsoever. Subjects who have given informed 
written consent to participate in the study were included as 
the study sample.
Results:
Table I shows majority 21 (52.5%) and 19 (47.5%) age 
belong to 30 - 40 years in Group-A and Group-B respective-
ly. The mean age found in Group-A is 41.5 +  2.1 and 39.2 
+  1.13 in Group-B.
Table I: Age distribution of the study subjects.

Table II  shows majority in both groups are farmers which is 
22.5% in Group-A and 20% in Group-B

Table II: Distribution of the occupation of the study subjects

Table III shows significant improvement in Subjective Pain 
Intensity, Tenderness Index and Oswestry Disability Index 
after 3 and 6 wks of treatment. Whereas in VAS significant 
improvement occurs only after week 3 and Spinal Mobility 
Index significantly improves after week 6.

Table III: Outcome variables in Group-A.
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Determinants of Male Infertility among Married Couples in a Tertiary 
Hospital in Bangladesh
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Abstract: 
Introduction: Infertility may be defined as a lack of conception after 1 – 2 years of unprotected coitus. In a normal 
population approximately 60 % of couples will achieve pregnancy within 6 months, 80 % by 12 months, and 90 % by 
18 months leaving approximately 10 % of couples arbitrarily classified as infertile. A general classification of causes 
of infertility are male 35 – 40 %, female 40 – 50 %, sexual 10 % and unknown 10 %. Objective: To see the 
determinants of male infertility among the infertile couples who attending the outpatient department of infertility unit 
of the department of obstetrics and gynaecology of Bangabandhu Shiekh Mujib Medical University, Shahbag, Dhaka. 
Materials and Methods: This prospective observational study was conducted in the Infertility unit, Department of 
Obstetrics and Gynaecology, Bangabandhu Shiekh Mujib Medical University (BSMMU), Dhaka, during the period 
from 31.10.2016 to 21.03.2018. 500 infertile male patients were recruited from the out-patient department of infertility 
unit who came to take treatment for their infertility problem.  They were analyzed by data collection sheet and the 
results were plotted in the table. Result: The socio-demographic characteristics of the study subjects (n = 
500).Husbands age group was 22 -55in years, Mean ± SD (34.0 ± 5.9). Educational level of male partners was, no 
education = 5 (1.0%), primary = 27 (5.4%), secondary = 152 (30.4%), graduate = 148 (29.6%), postgraduate = 74 
(14.8%), 0thers = 94 (18.8%). Occupation of male partners was, unemployed = 6 (1.2%), service = 356 (71.2%), 
business = 138 (27.6%). Diabetes: In male = 28 (5.6%).Mumps: In male = 7 (1.4%). Chicken pox: In male = 18 
(3.6%). Hypertension: In male = 10 (2.0%). Orchitis: In male = 6 (1.2%). Personal history of husband: Smoking = 129 
(25.8%). In male patients, Testosterone level normal (10 – 30 nmol/L) in 133 (26.6%) patients and above normal (>30 
nmol/L) in 367 (73.4%) patients. The semen analysis of the husbands of the infertile female patients.In quality of 
semen poor (<4%) in 305 (61%) patients. Regarding semen quality, oligospermia (<15 million/ml) was in 480 (96%) 
patients and azospermia (0% count) in 20 (4%) patients. In case of motility of sperms, rapid linear below normal 
(<50%) was in 90 (18%). In case of slow linear (SL), below normal (<15%) in 324 (64.8%) patients. In case of 
morphology of sperms, below normal (<14million/ml) in 25 (5%) patients.   
Conclusion: This study shows a significant percentage of male are suffering from infertility. There is considerable 
association of determinants of infertility among the male partners. 
Keywords: Male Infertility, Determinants, Semen abnormality.  
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Introduction:
Infertility is defined as the inability to conceive at least 1 year after regular and 
unprotected sexual intercourse 1,2. The prevalence of infertility differs from one 
country to another2,3,4. This is reported to range from 5 to 30% in various                                                                                            
countries4. As estimated by the World Health Organization (WHO), 
60–80 million couples are currently suffering from infertility5. Infertili-
ty affects approximately 15 % of couples. Roughly 40 % of cases 
involve a male contribution or factor, 40 % involve a female factor, and 
the remainder involves both sexes6. Infertility may be primary or 

secondary. Primary infertility means if the couple has never 
conceived despite unprotected coitus for two years. 
Secondary infertility means if the couple fails to conceive 
following a previous pregnancy, despite unprotective coitus 
in the absence of contraception, breastfeeding or postpar-
tum amenorrhoea for a period of two years. Other determi-
nants of indirect causal factors of infertility include 
anaemia, malnutrition, poverty and tuberculosis. Reproduc-
tive health problems like sexually transmitted diseases 
(STD), urinary tract infections (UTI), reproductive tract 
infections (RTI), unhygienic delivery, postpartum infection 
and unsafe obstetric and abortion procedures are linked to 
sepsis and pelvic infections, which can cause infertility7.
Infertility among the married couples of reproductive ages 
is an emerging problem in Bangladesh. The effects of 
infertility for couples who are unable to conceive can be 
devastating in our society and can cause anxiety, 
depression and psychological stress. Male infertility 
accounts for another third of the infertility cases. Factors 
relating to the male infertility are: (a) Pretesticular causes 
(i) Endocrine problems, i.e. diabetes mellitus, thyroid 
disorders; (ii) Hypothalamic disorders, i.e. Kallmann 
syndrome, Hyperprolactinaemia; (iii) Hypopituitarism; (iv) 
Hypogonadism due to various causes; (v) Psychological 
factors; (v) Drugs, alcohol. (b) Testicular factors (i) Genetic 
defects on the chromosome Y and chromosome 
microdeletions; (ii) Abnormal set of chromosomes, i.e. 
Klinefelter syndrome; (iii) Neoplasm, i.e. Semiformal; (iv) 
Idiopathic failure; (v) Cryptorchidism; (vi) Varicocele; (vii) 
Trauma; (viii) Hydrocele; (ix) Mumps; (x) Testicular 
dysgenesis syndrome. (c) Post testicular causes (i)Vas 
deferens obstruction; (ii) Infection, i.e. prostitutes; (iii) 
Retrograde ejaculation; (iv) Hypospadius; (v) 
Impotence8-11. Some causes male infertility can be 
determined by analysis of the ejaculate, which contains 
the sperm. The analysis includes counting the number of 
sperms and measuring their motility under a microscope: 
(a) producing few sperm, oligospermia, Or no sperm, 
azoospermia, and (b) a sample of sperm that is normal in 
number but shows poor motility, or asthenozoospermia12. 
Smoking has well-known adverse impact on pregnancy 
outcome, and evidence strongly suggests that fertility is 
lower in both men and women who smoke. An active 
approach to prevention of infertility is justified, 
discouraging smoking and helping those who smoke to 
quit11. Radiant heat or heavy metal exposure in men 
causes semen abnormalities. Exposure to herbicides or 
fungicides in women has been associated with decreased 
fertility12. This study therefore, aims to assess the 
determinants of infertility in male partners of married 
couples of reproductive age and create awareness about 
the infertility problems. 

Materials and Methods:
This study was the prospective observational study which 
was conducted in the Infertility unit, Department of 
Obstetrics and Gynaecology, Bangabandhu Shiekh Mujib 
Medical University (BSMMU), Dhaka, during the period 
from 31.10.2016 to 21.03.2018 Bangabandhu Shiekh 
Mujib Medical University (BSMMU), is a tertiary 
hospital, where patients of infertility come from different 
parts of the country, and most modern treatment and 
management are given for the infertile couples. 500 
infertile couples were recruited from the out-patient 
department of infertility unit who came to take treatment 
for their infertility problem either primary or secondary. 
All the study subjects were informed about the study. 
Ethical clearance was achieved from the Infertility unit, 
Department of Obstetrics and Gynaecology, Bangabandhu 
Shiekh Mujib Medical University (BSMMU). 500 female 
partners were analyzed by data collection sheet and the 
results were plotted in the table. After collecting the data, 
it was analyzed by appropriate statistical methods using 
Statistical package for Social Sciences (SPSS) software 
programme.

Results
Table I: Socio-demographic characteristics of the study 
subjects (n=500)

Introduction: 
Low back pain (LBP) is one of the commonest and 
most troublesome of complaints, causes are many and 
an exact diagnosis is often difficult. The disability with 
which it is usually associated is often severe & 
prolonged; therapy is sometimes ineffective1. Back pain 
affects 60-80% of people at some time in their lives and 

ORIGINAL  ARTICLE            OPEN  ACCESS



2022  Volume 34  Number 02154

Determinants of Male Infertility in a Tertiary Hospital            Anwary, et al.

 

Educational level of female partner
Not education 5 1.0
Primary 27 5.4
Secondary 152 30.4
Graduate 148 29.6
Postgraduate
Other

74
94

14.8
18.8

secondary. Primary infertility means if the couple has never 
conceived despite unprotected coitus for two years. 
Secondary infertility means if the couple fails to conceive 
following a previous pregnancy, despite unprotective coitus 
in the absence of contraception, breastfeeding or postpar-
tum amenorrhoea for a period of two years. Other determi-
nants of indirect causal factors of infertility include 
anaemia, malnutrition, poverty and tuberculosis. Reproduc-
tive health problems like sexually transmitted diseases 
(STD), urinary tract infections (UTI), reproductive tract 
infections (RTI), unhygienic delivery, postpartum infection 
and unsafe obstetric and abortion procedures are linked to 
sepsis and pelvic infections, which can cause infertility7.
Infertility among the married couples of reproductive ages 
is an emerging problem in Bangladesh. The effects of 
infertility for couples who are unable to conceive can be 
devastating in our society and can cause anxiety, 
depression and psychological stress. Male infertility 
accounts for another third of the infertility cases. Factors 
relating to the male infertility are: (a) Pretesticular causes 
(i) Endocrine problems, i.e. diabetes mellitus, thyroid 
disorders; (ii) Hypothalamic disorders, i.e. Kallmann 
syndrome, Hyperprolactinaemia; (iii) Hypopituitarism; (iv) 
Hypogonadism due to various causes; (v) Psychological 
factors; (v) Drugs, alcohol. (b) Testicular factors (i) Genetic 
defects on the chromosome Y and chromosome 
microdeletions; (ii) Abnormal set of chromosomes, i.e. 
Klinefelter syndrome; (iii) Neoplasm, i.e. Semiformal; (iv) 
Idiopathic failure; (v) Cryptorchidism; (vi) Varicocele; (vii) 
Trauma; (viii) Hydrocele; (ix) Mumps; (x) Testicular 
dysgenesis syndrome. (c) Post testicular causes (i)Vas 
deferens obstruction; (ii) Infection, i.e. prostitutes; (iii) 
Retrograde ejaculation; (iv) Hypospadius; (v) 
Impotence8-11. Some causes male infertility can be 
determined by analysis of the ejaculate, which contains 
the sperm. The analysis includes counting the number of 
sperms and measuring their motility under a microscope: 
(a) producing few sperm, oligospermia, Or no sperm, 
azoospermia, and (b) a sample of sperm that is normal in 
number but shows poor motility, or asthenozoospermia12. 
Smoking has well-known adverse impact on pregnancy 
outcome, and evidence strongly suggests that fertility is 
lower in both men and women who smoke. An active 
approach to prevention of infertility is justified, 
discouraging smoking and helping those who smoke to 
quit11. Radiant heat or heavy metal exposure in men 
causes semen abnormalities. Exposure to herbicides or 
fungicides in women has been associated with decreased 
fertility12. This study therefore, aims to assess the 
determinants of infertility in male partners of married 
couples of reproductive age and create awareness about 
the infertility problems. 

Materials and Methods:
This study was the prospective observational study which 
was conducted in the Infertility unit, Department of 
Obstetrics and Gynaecology, Bangabandhu Shiekh Mujib 
Medical University (BSMMU), Dhaka, during the period 
from 31.10.2016 to 21.03.2018 Bangabandhu Shiekh 
Mujib Medical University (BSMMU), is a tertiary 
hospital, where patients of infertility come from different 
parts of the country, and most modern treatment and 
management are given for the infertile couples. 500 
infertile couples were recruited from the out-patient 
department of infertility unit who came to take treatment 
for their infertility problem either primary or secondary. 
All the study subjects were informed about the study. 
Ethical clearance was achieved from the Infertility unit, 
Department of Obstetrics and Gynaecology, Bangabandhu 
Shiekh Mujib Medical University (BSMMU). 500 female 
partners were analyzed by data collection sheet and the 
results were plotted in the table. After collecting the data, 
it was analyzed by appropriate statistical methods using 
Statistical package for Social Sciences (SPSS) software 
programme.

Results
Table I: Socio-demographic characteristics of the study 
subjects (n=500)

Socio-demographic characteristics No of patients Percentage (%)

6.418-20 32
Age of the participants 

39-621-25 198
26-30 152 30.4
31-35 83 16.6
36-40 31 6.2
41-45 4 .8

Educational level of female partner

Husband’s age group (in years)

Mean±SD (range: min-max) 
Range 

27.1±5.2 (18 – 44 years)

Mean±SD (range: min-max) 
Range 

34.0±5.9 (22 – 55) years

26-30 166 33.2
21-25 14 2.8

Not education 8 1.6
Primary 49 9.8
Secondary 247 49.4
Graduate 87 17.4
Postgraduate
Other

54
55

10.8
11.0

31-35 160 32.0
36-40
41-45
46-50

103 20.2
42 8.4
10 2.0

51-55 5 1.0
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Table I shows the socio-demographic characteristics of the 
study subjects (n = 500). Husbands age group was 22 -55 in 
years, Mean ± SD (34.0 ± 5.9). Educational level of male 
partners was, no education = 5 (1.0%), primary = 27 (5.4%), 
secondary = 152 (30.4%), graduate = 148 (29.6%), 
postgraduate = 74 (14.8%), 0thers = 94 (18.8%). Occupation 
of male partners was, unemployed = 6 (1.2%), service = 356 
(71.2%), business = 138 (27.6%). Regarding religion, 
Muslims were 476 (95.2%), others were 24 (4.8%). Monthly 
income of the infertile couple were in taka, < 10000 = 52 
(10.4%), 10000 – 20000 = 188 (37.6%), 20000 – 40000 = 
212 (42.4%), > 40000 = 48 (9.6%). Area of residence: urban 
176 (35.2%), rural = 310 (62.0%), slum = 14 (2.8%).
Table-II: Type of infertility of the study subjects (n=500).

Table II shows the type of infertility of the study subjects 
(n = 500): Primary infertility = 299 (59.8%), secondary 
infertility = 201 (40.2%).
Table-III: Duration of marital life of the infertile couples 
(n=500)

Table III shows the duration of marital life (in years) of 
the infertile couples: < 5 years = 225 (45.0%), 5 – 10 
years = 164 (32.8%), 10 – 15 years = 77 (15.4%), 15 – 20 
years = 31 (6.2%), > 20 years = 3 (0.6%).
Table-IV: Medical history of the couple (n=500)

Table IV shows the medical history of the couple (n = 
500). Diabetes: In male = 28 (5.6%).Mumps:  In male = 7 
(1.4%). Chicken pox: In male = 18 (3.6%). Hypertension: 

In male = 10 (2.0%). Tuberculosis: In male = 3 (0.6%). 
Orchitis: In female = 0 (0.0%), in male = 6 (1.2%).  In 
male patients, Testosterone level normal (10 – 30 nmol/L) 
in 133 (26.6%) patients and above normal (>30 nmol/L) in 
367 (73.4%) patients.
Table- V: Semen analysis of husbands (n=500) 

Table V shows the semen analysis of the husbands of the 
infertile female patients. In quality, semen type was 
intermediate (4-14%) in 195 (39%) patients and poor 
(<4%) in 305 (61%) patients. Regarding semen count, 
normal (15-20 million/ml) was in 96 (19.2%) patients and 
above normal (>20 million/ml) was in 404 (80.8%) 
patients. Regarding semen quality, oligospermia (<15 
million/ml) was in 480 (96%) patients and azospermia 
(0% count) in 20 (4%) patients. In case of motility of 
sperms, rapid linear (RL), normal (50-60%) in 408 
(81.6%) patients, above normal (>60%) was in 2 (0.4%) 
patients and below normal (<50%) was in 90 (18%). In 
case of slow linear (SL), normal (15-20%) in 125 (25%) 
patients, above normal (>20%) was in 51 (10.2%) patients 
and below normal (<15%) in 324 (64.8%) patients. 
Regarding non propagative (NP), normal (0-10%) in 439 
(87.8%) patients and above normal (>10%) was in 61 
(12.2%) patients. In case of morphology of sperms, 
normal (14-50 million/ml) in 72 (14.4%) patients, above 
normal (>50 million/ml) in 403 (80.6%) patients and 
below normal (<14million/ml) in 25 (5%) patients.   
Discussion:
Our study attempted to assess the determinants of male 
infertility among the married couples who were attending 

the infertility outpatient department of Bangabandhu 
Shiekh Mujib Medical University, shahbag, Dhaka. 
Socio-demographic characteristics of the married couples 
attending the infertility outpatient department are one of 
the determinants affecting fertility. Rural residents 310 
(62%) are more sufferer of infertility than urban 176 
(35.2%) ones. Among the determinants of male infertility 
are: age, smoking, obesity, alcohol and caffeinated 
beverages consumption, stress, electronic devices, scrotal 
temperature, some drugs. Our findings of male infertility 
corresponds with the findings of Mahat et al.8. Besides, 
some structural factors of male genital tract, like 
varicocele, endocrine disorders, male reproductive tract 
infection, ejaculatory disorders, immunological factors, 
genetic and chromosomal defects also cause male 
infertility. One of the main causes of male infertility is 
semen quality. In our study, semen analysis shows 
normozospermia and oligospermia together 96% and 
azoospermia 4%, motility 81.6%, which corresponds to 
the study of Nigeria9. Bhattacharya et al., 2009; also 
shows the male factors of infertility which also 
corresponds to our study results10. One study conducted 
by Farhi and Ben-Haroush et al.,2011; also shows the 
similar results of male infertility like ours one11. Seminal 
fluid abnormalities among male partners of infertile 
couples in this study correspond to the study of male 
partners of Owolabi et al. 2013. Ile-Ife, Nijeria12.
Conclusion:
In our study we have found a significant percentage of 
male are suffering from infertility, both primary and 
secondary. Male partners of the couples shows the major 
determinants of infertility are partly hormonal, structural 
abnormalities of male genitalia, infection of genital tract, 
abnormal sperms in the semen and partly psychological. 
These causes or determinants of infertility of male partners 
can be overcome by treatment and counseling which are 
available in this tertiary hospital.
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Socio-demographic characteristics No of patients Percentage (%)

Type of infertility 

40.2Secondary 201
59.8Primary 299

100.0Total 500

Duration of marital life (years) No of patients Percentage (%)

32.85-10 164
45.0<5 225

15.410-15 77
31 6.2

100.0Total 500
.6>20

15-20
3

Medical history of couple Female partner
No. (%) 

Male partner
No. (%)

Diabetes 18 (3.6%) 28(5.6%)
Mumps 1(0.2%) 7(1.4%)
Chicken pox
Hypertension 12(2.4%) 10(2.0%)

 

Chemotherapy 0(0.0%) 1(0.2%)
 

Tuberculosis 2(0.4%) 3(0.6%)
Hypothyroidism 
Allergy 

 

Radiation
Orchitis 

   

1(0.2%)
 

0(0.0%)  
5(1.0%) 1(0.2%)

35(7.0%)

38(7.6%)

0(0.0%)

18(3.6%)

3(0.6%)

6(1.2%)

Semen analysis (husbands) No of patients Percentage (%)
Semen type  

Intermediate (4-14%)  195 39.0 
Poor (<4%)  305 61.0 

Semen count    
Normal (15-20)  96 19.2 
Above normal (>20)  404 80.8 

Semen analysis    
Oligospermia (<15 million/ml) 480 96.0 
Azoospermia (0%) 20 4.0 

Rapid linear (RL)   
Normal (50- 60) 408 81.6 
Above normal (>60) 2 .4 
Below normal (<50) 90 18.0 

Slow liner (SL)   
Normal (15 -20) 125 25.0 
Above normal (>20) 51 10.2 
Below normal (<15) 324 64.8 

Non propagative (Np)   
Normal (0-10) 439 87.8 
Above normal (>10) 61 12.2 

Morphology    
Normal (14-50) 72 14.4 
Above normal (>50) 403 80.6 
Below normal (<14) 25 5.0 

secondary. Primary infertility means if the couple has never 
conceived despite unprotected coitus for two years. 
Secondary infertility means if the couple fails to conceive 
following a previous pregnancy, despite unprotective coitus 
in the absence of contraception, breastfeeding or postpar-
tum amenorrhoea for a period of two years. Other determi-
nants of indirect causal factors of infertility include 
anaemia, malnutrition, poverty and tuberculosis. Reproduc-
tive health problems like sexually transmitted diseases 
(STD), urinary tract infections (UTI), reproductive tract 
infections (RTI), unhygienic delivery, postpartum infection 
and unsafe obstetric and abortion procedures are linked to 
sepsis and pelvic infections, which can cause infertility7.
Infertility among the married couples of reproductive ages 
is an emerging problem in Bangladesh. The effects of 
infertility for couples who are unable to conceive can be 
devastating in our society and can cause anxiety, 
depression and psychological stress. Male infertility 
accounts for another third of the infertility cases. Factors 
relating to the male infertility are: (a) Pretesticular causes 
(i) Endocrine problems, i.e. diabetes mellitus, thyroid 
disorders; (ii) Hypothalamic disorders, i.e. Kallmann 
syndrome, Hyperprolactinaemia; (iii) Hypopituitarism; (iv) 
Hypogonadism due to various causes; (v) Psychological 
factors; (v) Drugs, alcohol. (b) Testicular factors (i) Genetic 
defects on the chromosome Y and chromosome 
microdeletions; (ii) Abnormal set of chromosomes, i.e. 
Klinefelter syndrome; (iii) Neoplasm, i.e. Semiformal; (iv) 
Idiopathic failure; (v) Cryptorchidism; (vi) Varicocele; (vii) 
Trauma; (viii) Hydrocele; (ix) Mumps; (x) Testicular 
dysgenesis syndrome. (c) Post testicular causes (i)Vas 
deferens obstruction; (ii) Infection, i.e. prostitutes; (iii) 
Retrograde ejaculation; (iv) Hypospadius; (v) 
Impotence8-11. Some causes male infertility can be 
determined by analysis of the ejaculate, which contains 
the sperm. The analysis includes counting the number of 
sperms and measuring their motility under a microscope: 
(a) producing few sperm, oligospermia, Or no sperm, 
azoospermia, and (b) a sample of sperm that is normal in 
number but shows poor motility, or asthenozoospermia12. 
Smoking has well-known adverse impact on pregnancy 
outcome, and evidence strongly suggests that fertility is 
lower in both men and women who smoke. An active 
approach to prevention of infertility is justified, 
discouraging smoking and helping those who smoke to 
quit11. Radiant heat or heavy metal exposure in men 
causes semen abnormalities. Exposure to herbicides or 
fungicides in women has been associated with decreased 
fertility12. This study therefore, aims to assess the 
determinants of infertility in male partners of married 
couples of reproductive age and create awareness about 
the infertility problems. 

Materials and Methods:
This study was the prospective observational study which 
was conducted in the Infertility unit, Department of 
Obstetrics and Gynaecology, Bangabandhu Shiekh Mujib 
Medical University (BSMMU), Dhaka, during the period 
from 31.10.2016 to 21.03.2018 Bangabandhu Shiekh 
Mujib Medical University (BSMMU), is a tertiary 
hospital, where patients of infertility come from different 
parts of the country, and most modern treatment and 
management are given for the infertile couples. 500 
infertile couples were recruited from the out-patient 
department of infertility unit who came to take treatment 
for their infertility problem either primary or secondary. 
All the study subjects were informed about the study. 
Ethical clearance was achieved from the Infertility unit, 
Department of Obstetrics and Gynaecology, Bangabandhu 
Shiekh Mujib Medical University (BSMMU). 500 female 
partners were analyzed by data collection sheet and the 
results were plotted in the table. After collecting the data, 
it was analyzed by appropriate statistical methods using 
Statistical package for Social Sciences (SPSS) software 
programme.

Results
Table I: Socio-demographic characteristics of the study 
subjects (n=500)

Occupation of female partner 
Housewife 395 79.0
Service 103 20.6
Business 2 .4

Occupation of male partner 
Unemployed 6 1.2

 

Service 356 71.2
 

Business 138 27.6



Determinants of Male Infertility in a Tertiary Hospital            Anwary, et al.

2022  Volume 34  Number 02156

Table I shows the socio-demographic characteristics of the 
study subjects (n = 500). Husbands age group was 22 -55 in 
years, Mean ± SD (34.0 ± 5.9). Educational level of male 
partners was, no education = 5 (1.0%), primary = 27 (5.4%), 
secondary = 152 (30.4%), graduate = 148 (29.6%), 
postgraduate = 74 (14.8%), 0thers = 94 (18.8%). Occupation 
of male partners was, unemployed = 6 (1.2%), service = 356 
(71.2%), business = 138 (27.6%). Regarding religion, 
Muslims were 476 (95.2%), others were 24 (4.8%). Monthly 
income of the infertile couple were in taka, < 10000 = 52 
(10.4%), 10000 – 20000 = 188 (37.6%), 20000 – 40000 = 
212 (42.4%), > 40000 = 48 (9.6%). Area of residence: urban 
176 (35.2%), rural = 310 (62.0%), slum = 14 (2.8%).
Table-II: Type of infertility of the study subjects (n=500).

Table II shows the type of infertility of the study subjects 
(n = 500): Primary infertility = 299 (59.8%), secondary 
infertility = 201 (40.2%).
Table-III: Duration of marital life of the infertile couples 
(n=500)

Table III shows the duration of marital life (in years) of 
the infertile couples: < 5 years = 225 (45.0%), 5 – 10 
years = 164 (32.8%), 10 – 15 years = 77 (15.4%), 15 – 20 
years = 31 (6.2%), > 20 years = 3 (0.6%).
Table-IV: Medical history of the couple (n=500)

Table IV shows the medical history of the couple (n = 
500). Diabetes: In male = 28 (5.6%).Mumps:  In male = 7 
(1.4%). Chicken pox: In male = 18 (3.6%). Hypertension: 

In male = 10 (2.0%). Tuberculosis: In male = 3 (0.6%). 
Orchitis: In female = 0 (0.0%), in male = 6 (1.2%).  In 
male patients, Testosterone level normal (10 – 30 nmol/L) 
in 133 (26.6%) patients and above normal (>30 nmol/L) in 
367 (73.4%) patients.
Table- V: Semen analysis of husbands (n=500) 

Table V shows the semen analysis of the husbands of the 
infertile female patients. In quality, semen type was 
intermediate (4-14%) in 195 (39%) patients and poor 
(<4%) in 305 (61%) patients. Regarding semen count, 
normal (15-20 million/ml) was in 96 (19.2%) patients and 
above normal (>20 million/ml) was in 404 (80.8%) 
patients. Regarding semen quality, oligospermia (<15 
million/ml) was in 480 (96%) patients and azospermia 
(0% count) in 20 (4%) patients. In case of motility of 
sperms, rapid linear (RL), normal (50-60%) in 408 
(81.6%) patients, above normal (>60%) was in 2 (0.4%) 
patients and below normal (<50%) was in 90 (18%). In 
case of slow linear (SL), normal (15-20%) in 125 (25%) 
patients, above normal (>20%) was in 51 (10.2%) patients 
and below normal (<15%) in 324 (64.8%) patients. 
Regarding non propagative (NP), normal (0-10%) in 439 
(87.8%) patients and above normal (>10%) was in 61 
(12.2%) patients. In case of morphology of sperms, 
normal (14-50 million/ml) in 72 (14.4%) patients, above 
normal (>50 million/ml) in 403 (80.6%) patients and 
below normal (<14million/ml) in 25 (5%) patients.   
Discussion:
Our study attempted to assess the determinants of male 
infertility among the married couples who were attending 

the infertility outpatient department of Bangabandhu 
Shiekh Mujib Medical University, shahbag, Dhaka. 
Socio-demographic characteristics of the married couples 
attending the infertility outpatient department are one of 
the determinants affecting fertility. Rural residents 310 
(62%) are more sufferer of infertility than urban 176 
(35.2%) ones. Among the determinants of male infertility 
are: age, smoking, obesity, alcohol and caffeinated 
beverages consumption, stress, electronic devices, scrotal 
temperature, some drugs. Our findings of male infertility 
corresponds with the findings of Mahat et al.8. Besides, 
some structural factors of male genital tract, like 
varicocele, endocrine disorders, male reproductive tract 
infection, ejaculatory disorders, immunological factors, 
genetic and chromosomal defects also cause male 
infertility. One of the main causes of male infertility is 
semen quality. In our study, semen analysis shows 
normozospermia and oligospermia together 96% and 
azoospermia 4%, motility 81.6%, which corresponds to 
the study of Nigeria9. Bhattacharya et al., 2009; also 
shows the male factors of infertility which also 
corresponds to our study results10. One study conducted 
by Farhi and Ben-Haroush et al.,2011; also shows the 
similar results of male infertility like ours one11. Seminal 
fluid abnormalities among male partners of infertile 
couples in this study correspond to the study of male 
partners of Owolabi et al. 2013. Ile-Ife, Nijeria12.
Conclusion:
In our study we have found a significant percentage of 
male are suffering from infertility, both primary and 
secondary. Male partners of the couples shows the major 
determinants of infertility are partly hormonal, structural 
abnormalities of male genitalia, infection of genital tract, 
abnormal sperms in the semen and partly psychological. 
These causes or determinants of infertility of male partners 
can be overcome by treatment and counseling which are 
available in this tertiary hospital.
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secondary. Primary infertility means if the couple has never 
conceived despite unprotected coitus for two years. 
Secondary infertility means if the couple fails to conceive 
following a previous pregnancy, despite unprotective coitus 
in the absence of contraception, breastfeeding or postpar-
tum amenorrhoea for a period of two years. Other determi-
nants of indirect causal factors of infertility include 
anaemia, malnutrition, poverty and tuberculosis. Reproduc-
tive health problems like sexually transmitted diseases 
(STD), urinary tract infections (UTI), reproductive tract 
infections (RTI), unhygienic delivery, postpartum infection 
and unsafe obstetric and abortion procedures are linked to 
sepsis and pelvic infections, which can cause infertility7.
Infertility among the married couples of reproductive ages 
is an emerging problem in Bangladesh. The effects of 
infertility for couples who are unable to conceive can be 
devastating in our society and can cause anxiety, 
depression and psychological stress. Male infertility 
accounts for another third of the infertility cases. Factors 
relating to the male infertility are: (a) Pretesticular causes 
(i) Endocrine problems, i.e. diabetes mellitus, thyroid 
disorders; (ii) Hypothalamic disorders, i.e. Kallmann 
syndrome, Hyperprolactinaemia; (iii) Hypopituitarism; (iv) 
Hypogonadism due to various causes; (v) Psychological 
factors; (v) Drugs, alcohol. (b) Testicular factors (i) Genetic 
defects on the chromosome Y and chromosome 
microdeletions; (ii) Abnormal set of chromosomes, i.e. 
Klinefelter syndrome; (iii) Neoplasm, i.e. Semiformal; (iv) 
Idiopathic failure; (v) Cryptorchidism; (vi) Varicocele; (vii) 
Trauma; (viii) Hydrocele; (ix) Mumps; (x) Testicular 
dysgenesis syndrome. (c) Post testicular causes (i)Vas 
deferens obstruction; (ii) Infection, i.e. prostitutes; (iii) 
Retrograde ejaculation; (iv) Hypospadius; (v) 
Impotence8-11. Some causes male infertility can be 
determined by analysis of the ejaculate, which contains 
the sperm. The analysis includes counting the number of 
sperms and measuring their motility under a microscope: 
(a) producing few sperm, oligospermia, Or no sperm, 
azoospermia, and (b) a sample of sperm that is normal in 
number but shows poor motility, or asthenozoospermia12. 
Smoking has well-known adverse impact on pregnancy 
outcome, and evidence strongly suggests that fertility is 
lower in both men and women who smoke. An active 
approach to prevention of infertility is justified, 
discouraging smoking and helping those who smoke to 
quit11. Radiant heat or heavy metal exposure in men 
causes semen abnormalities. Exposure to herbicides or 
fungicides in women has been associated with decreased 
fertility12. This study therefore, aims to assess the 
determinants of infertility in male partners of married 
couples of reproductive age and create awareness about 
the infertility problems. 

Materials and Methods:
This study was the prospective observational study which 
was conducted in the Infertility unit, Department of 
Obstetrics and Gynaecology, Bangabandhu Shiekh Mujib 
Medical University (BSMMU), Dhaka, during the period 
from 31.10.2016 to 21.03.2018 Bangabandhu Shiekh 
Mujib Medical University (BSMMU), is a tertiary 
hospital, where patients of infertility come from different 
parts of the country, and most modern treatment and 
management are given for the infertile couples. 500 
infertile couples were recruited from the out-patient 
department of infertility unit who came to take treatment 
for their infertility problem either primary or secondary. 
All the study subjects were informed about the study. 
Ethical clearance was achieved from the Infertility unit, 
Department of Obstetrics and Gynaecology, Bangabandhu 
Shiekh Mujib Medical University (BSMMU). 500 female 
partners were analyzed by data collection sheet and the 
results were plotted in the table. After collecting the data, 
it was analyzed by appropriate statistical methods using 
Statistical package for Social Sciences (SPSS) software 
programme.

Results
Table I: Socio-demographic characteristics of the study 
subjects (n=500)


