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Introduction:
Infertility may be defined as inability to conceive within one 
year of unprotected regular coitus. Approximately 85 – 90% 
of healthy young couples conceive within 1 year, most 
within 6 months1. Infertility therefore affects approximately 
10 – 15% of couples and represents an important part of 
clinical practice2. A general classification of causes of 
infertility are male 35 – 40%, female 40 – 50% (tubal 25%, 
ovulatory 20% and cervical 1 – 2%), sexual 10% and 
unknown 10%3. More than one factor per couple accounts 
for the total percentage appearing to exceed 100%. 
Increased public awareness of the natural age – related 
decline in fertility and the increasing risk of chromosomally 
abnormal offspring with advancing maternal age, at a time 
when large numbers of women have deferred childbearing 
to pursue to carriers, has led to a new sense of urgency 
among the many couples who now seek to initiate and 
complete their families over a relatively short period of time 
before age 403. Infertility 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 sexes4. According to the American Society for 
Reproductive Medicine, infertility affects about 6.1 million 
people in the United States, equivalent to 10% of the repro-
ductive age population. Female infertility accounts for 
one-third of infertility cases, male infertility another third, 
combined male and female infertility for another 15% and 
the remainder of cases is ‘unexplained’ 5. A Robertsonian 
translocation in either partner may cause recurrent 
abortions or complete infertility. “Secondary infertility” is 
difficulty conceiving after already having conceived and 
carried a normal pregnancy. Apart from various medical 
conditions (e.g. hormonal), this may come as a result of age 
and stress felt to provide a sibling their first child. There are 
various treatment options of the infertile couples. Among 
them, counseling of the infertile couples is one of the main 
and most effective methods of treatment. In this research it 
will prove that counseling is one of the most effective 
methods of treatment of infertile couples.
Materials and Methods: 
This prospective observational study was conducted in the 
Infertility unit, Department of Obstetrics and Gynaecology, 
Bangabandhu Sheikh Mujib Medical University 
(BSMMU), Dhaka, during the period from 01.07.2018 to 
31.12.2021. Ethical clearance was got from Bangladesh 
Medical Research Council (BMRC) Dhaka, Bangladesh. 
Bangabandhu Sheikh Mujib Medical University (BSMMU) 
is a tertiary hospital, where patients of infertility come from 
different parts of the country. Here, diagnosis of infertility 
is done by most modern investigation techniques and most 
modern treatment and management is given for the infertile 
couples. 500 infertile couples who are sexually active were 
recruited from the out-patient department of infertility unit 
who came for diagnosis and take treatment for their infertil-
ity problem either primary or secondary. Inclusion criteria 
of male partners were from 22 years to 55 years sexually 
active one. Inclusion criteria of female partners were 18 

years to 44 years who were menstruating. Exclusion 
criteria for male were sexually inactive, that means impo-
tent. Exclusion criteria for female were post menopausal 
whether naturally or surgically. All the study subjects were 
informed about the study and they were confirmed about 
the privacy and they gave their consent about the study. 
After collecting the data, it was analyzed by appropriate 
statistical methods using Statistical package for Social 
Sciences (SPSS) software programme.
Results: 
Table I shows the socio-demographic characteristics of the 
study subjects (n = 500). Age of the female patients was 18 
– 44 years, Mean ± SD (27.1 ± 5.2). Husbands age group 
was 22 -55in years, Mean ± SD (34.0 ± 5.9). Educational 
level of female partners was, no education = 8 (1.6%), 
primary = 49 (9.8%), secondary = 247 (49.4%), graduate = 
87 (17.4%), postgraduate = 54 (10.8%), 0thers = 55 
(11.0%). Educational level of male partners was, no educa-
tion = 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 female 
partners was, housewife = 395 (79.0%), service = 103 
(20.6%), business = 2 (0.4%). 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%). BMI 
(kg/m2) of the female partners were, underweight (< 18.o) 
= 4 (0.8%), normal weight (18-24.99) = 127 (25.4%), 
overweight (25 – 29.99) 281 (56.2%), obese (>30.0) = 88 
(17.6%).

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

Figure-1: Bar diagram showing the BMI of the study female patients 
(n=500)
Figure 1 shows the BMI of the female patients. Under-
weight (<18) is 0.8%, normal weight (18-24.99) is 25.4% , 
overweight (25-29.99) is 56.2% and obese (>30.0) is 
17.6%.

Figure-2: Pie diagram showing the type of infertility 
(n=500)
Figure 2 shows the type of infertility. Primary infertility is 
299 and Secondary is 201.  
Table III shows the medical history of the couple (n = 500). 
Diabetes: In female = 18 (3.6%), in male = 28 (5.6%). 
Mumps:  In female = 1 (0.2%), in male = 7 (1.4%). Chick-
en pox: In female = 35 (7.0%), in male = 18 (3.6%). Hyper-
tension: In female = 12 (2.4%), in male = 10 (2.0%). 
Chemotherapy: In female = 0 (0.0%), in male = 1 (0.2%). 
Tuberculosis: In female = 2 (0.4%), in male = 3 (0.6%). 
Hypothyroidism: In female = 38 (7.6%), in male = 3 
(0.6%). Allergy: In female = 5 (1.0%), in male = 1 (0.2%). 
Radiation: In female = 0 (0.0%), in male = 1 (0.2%). Orchi-
tis: In female = 0 (0.0%), in male = 6 (1.2%).
Table-III: Medical history of the couple (n=500)

Table IV shows personal history and family history of the 
couple (n = 500). Personal history of husband: Smoking = 
129 (25.8%), alcohol = 3 (0.6%), others (nil) = 368 
(73.6%).Disease of family: Hypothyroidism = 9 (1.8%), 
diabetes = 38 (7.6%), tuberculosis = 4 (0.8%), history of 
subfertility = 14 (2.8%), hypertension = 5 (1.0%), hypothy-
roidism with diabetes = 3 (0.6%), hypertension with diabe-
tes = 4 (0.8%).

Table-IV: Personal history and family history of the couple 
(n=500)

Table V shows the drug history of the couple (n 500). Antihy-
pertensive: In female partner = 12 (2.4%), in male partner = 
16 (3.2%). Antidiabetic: In female partner = 20 (4.0%), in 
male partner = 21 (4.2%). Anti TB: In female partner = 5 
(1.0%), in male partner = 5(1.0%). Thyroid drug: In female 
partner = 34 (6.8%), in male partner = 2 (0.4%).
Table-V: Drug history of the couple (n=500)

Table VI shows hormonal status of infertile women (N=500). 
Serum FSH below normal (< 3U/L) in 470 (94%) patients, 
normal (3 – 10 U/L) in 17 (5.4%) patients and above normal 
(>10 U/L) in 3 (0.6%) patients. Serum LH below normal (< 
2U/L) in 480 (96%) patients, normal (2 – 9 U/L) in 17 (3.4%) 
patients and above normal (>9.0 U/L) in 3 (0.6%) patients. 
Serum TSH normal (0.2 – 4.5 mU/L) in 255 (51.o%) patients 
and above normal (>4.5 mU/L) in 245 (49.0%) patients. 
Serum FT4 normal (9 – 21 pmol/L) in 196 (39.2%) patients 
and above normal (>21 pml/L) in 304 (60.8%) patients. 
Serum Prolactin level  normal (25 – 630 mU/L) in 361 
(72.2%) patients and above normal (>630 mU/L) in 139 
(27.8%) patients. 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-VI: Hormonal status of infertile women (n=500) 

In table VII shows the structural abnormalities of female 
organs (n=500). In Hysterosalpigography (HSG), there 
were seen patients with abnormal uterine cavity in 2 
(0.40%) patients, septed uterus in 21 (4.2%) patients, bicor-
nuate uterus in 76 (15.2%) patients, unicornuate uterus in 5 
(1.o%) patients and endometrial polyp in 8 (1.6%) patients. 
In Hysteroscopy, abnormal uterus was found in 6 (1.2%) 
patients, abnormal uterine cavity in 57 (11.4%) patients and 
abnormal endometrial flakes were found in 62 (12.4%) 
patients. In 65 (13.0%) patients abnormal right ostium 
were found and in 63 (12.6%) patients abnormal left ostium 
were found. During Hysteroscopy, there were found 
intrauterine adhesion in 176 (35.2%) patients, polyp in 14 
(2.8%) patients and submucus fibroid in 88 (17.6%) 
patients. During Laparoscopy, abnormal uterus were found 
in 15 (3%) patients, abnormal right fallopian tube were 
found in 166 (33.2%) patients and abnormal left fallopian 
tube were found in 171 (34.2%) patients. During Laparos-
copy, there also was found abnormal right fallopian tube  in 
185 (37.0%) patients and abnormal left fallopian tube was 
found in 188 (37.6%) patients. During laparoscopy, there 
also was found pouch of Douglas free in 315 (63%) 
patients. During dye test in laparoscopy, 288 (57.6%) 
patients were found positive and rest of the patients was 
negative that means the tubes were blocked.  
Table-VII: Structural abnormalities of female organs 
(n=500)

Table VIII 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.
Table-VIII: Semen analysis of husbands (n=500)   

Discussion:
The present study attempted to assess the determinants of 
infertility among the married couples who were attending 
the infertility outpatient department of Bangabandhu 
Sheikh Mujib Medical University, shahbagh, 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. 
Mallikarjuna M. et.al also shows in their study that rural 
couples are more sufferers in infertility than urban6. BMI 
more than 25 are 281 (56.2%) more affect fertility in 
female. Giwercman A et al. has shown the results like 
ours7. Primary infertility was significantly higher 299 
(59.8%) than secondary infertility 201 (40.2%). Similarly, 
one study by Singh K et al. in Bihar, India also shows the 
results like those of ours8. In our study, nearly 77% of 
infertile couples reported to hospital for treatment between 
2- 10 years of marriage. Singh K et al. in Bihar, India also 
shows the same presentation like ours8. Determinants of 
infertility among the female partners of the couple were 
hormonal status like FSH below normal (<3 U/L) was in 
470 (94%), LH below normal (<2 U/L) was in 480 (96%), 
TSH above normal (>4.5 mU/L) was in 245 (49%), serum 
prolactin above normal (>630 mU/L) was in 139 (27.8%) 
which corresponds with the results of infertile married 
women of India8 and Ethiopia9. Structural abnormalities of 
female organs which are the determinants of female infertil-
ity like HSG findings, Hysteroscopic findings, any patholo-
gy of uterus, laparoscopic findings of uterus, fallopian 
tubes, ovary all corresponds to the findings of Bihar, India8. 
Among the determinants of male infertility are: age, smok-
ing, obesity, alcohol and caffeinated beverages consump-
tion, stress, electronic devices, scrotal temperature, some 
drugs. Our findings of male infertility corresponds with the 
findings of Mahat et al.10. 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 Nigeria11. Bhattacharya et al. also shows the 
male factors of infertility which also corresponds to our 
study results12. One study conducted by Farhi and 
Ben-Haroush et al., also shows the similar results of male 
infertility like ours one13. Seminal fluid abnormalities 
among male partners of infertile couples in this study corre-
spond to the study of male partners of Owolabi et al., 
Ile-Ife, Nijeria14. Results of our study in socio-demographic 
characteristics also corresponds to the study of Nepal 
(Tamarkar et al 2019)15. One study in India from the demo-
graphic health survey showed the Prevalence and Potential 
Determinants of Primary Infertility in India also corre-
sponds to our study (Purakayastha et al. 2021)16.  
Conclusion: 
The present study found a good number of infertile couples 
both primary and secondary who attended in the infertility 
outpatient department of infertility unit of Gynaecology and 
Obstetrics department. Among the male partners, the deter-
minants of infertility are hormonal, structural abnormalities 
of male genitalia, abnormal sperm count in semen and 
partly psychological. Among the female partners, major 
determinants of infertility are partly hormonal, structural 

abnormalities of uterus, fallopian tubes, infection of genital 
tract and partly psychological which can be overcome by 
counseling.
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Abstract
Introduction: Exclusive breast feeding is the fundamental component of child nutrition and survival. Exclusive breast 
feeding provides nutritional and immunological support for infant normal growth and development. Bangladesh is 
traditionally a breastfed community. The risks of acute respiratory infection (ARI) is higher in partially breastfed and 
formula-fed infants during the first 4 months of life. Objective: To see frequency and outcome of ARI in exclusively 
breastfed (EBF) infants. Materials and Methods: This cross sectional study was done at Department of Pediatrics, 
Rajshahi Medical College Hospital, from January 2013 to June 2013, a period of six months to find out the frequency 
and outcome of acute respiratory tract (ARI) infection in exclusively breastfed infants. 100 cases of infants suffering 
from ARI were selected who were exclusively breastfed. Data were analyzed through SPSS software. Results: Most of 
the EBF babies (M48+F28=) 76% came to hospital with a history of one or two attacks of ARI. Among 100 EBF 
babies, 96 babies were cured without complications and 02 babies develop complications and cured. There was 02 
unfortunate death. Only 42% of EBF babies presented with moderate or less severe attack, 58% had mild attack. 
Hospital stays in EBF babies  are shorter, only 64% of EBF patients had to stay more than 03 days.Conclusion:  
Frequency and severity of ARI attack is less and mild and hospital staying is short found in EBF babies, as well as 
better outcome with treatment. 
Keywords: Respiratory distress, severe, morbidity, mortality, exclusive breast feeding.
Number of Tables: 06; Number of References: 17; Number of Correspondences: 04.

Introduction:
Exclusive breastfeeding plays the chief role of child nutrition and 
survival. Exclusive breast feeding provides nutritional and 
immunological support for infant normal growth and 
development1,2,3. Bangladesh is traditionally a breastfed community4. 
In a survey in Bangladesh in 2007, almost equal rural and urban 
mothers were continuing breastfeeding at one year (98.9% versus 
98.7%). Average 88.8% of mothers were continuing breastfeeding at 
2 years5. In Dhaka urban affluent, bottle feeding was observed 3.6% 
at birth, 57.7% at one month and 70% at four month of age6.  A 
cross-sectional study was carried out in 10 unions of 5 divisions in 
Bangladesh during 1995. Here 5313 mothers were interviewed 
(57% from urban areas and 43% from rural areas). There 26.2% 
initiated breastfeeding immediately after birth and 22.4% within 1-5 
hours and 38.6% after 5 hours or more. Among 4921 mothers having 
babies aged 1- 24 month, 4.7 % of rural mothers as compared to 13% 
of urban mothers used bottle-feeding for their babies. The prevalence 
of bottle feeding was 2-3 times higher among the urban mothers 
(Fifty third World Health Assembly, 2000)7. Every year some 22 
million children in developing countries die before they reach their 
fifth birthday many during the first year of life and ARI is one of the 
principle causes of these deaths8. In most of the studies, it has been 
shown that lack of breast feeding is associated with increased 
incidence, severity, mortality and morbidity of ARI in infants. In 
studies in Bangladesh, infants exclusively breastfed for 4 or more 
months had significantly fewer respiratory infections than infants 
exclusively breastfed for 3 or fewer months. Infants who never 

Out of 100 patients 36% patients stayed up to 3 days in 
hospital and 64% EBF patients had to stay more than 03 
days. Hospital stays of EBF babies suffering from ARI are 
shorter. 
Table-V: Hospital-stay in severe attack patients of EBF.

Out of 100 patients only 42 patients had  suffered from severe attack 
and hospital staying is less. Up to day 3 only 18 patients but 33 patients 
up to day 4 stayed in hospital.

Table-VI: Outcome of EBF baby suffering from ARI

Among the 100 EBF patients 58 were in mild attack and all 
were cured without complication. From the rest of the 42 
severe attack patients, 38 were cured, 02 died and 02 
become complicated. In total 96% patients were cured, 
02% died and 02% became complicated. 
Discussion:
Acute respiratory infection in infants is one of the major 
contributors of infant mortality and morbidity. In many 
studies, it has been shown that exclusive breast feeding is 
associated with reduced incidence of acute respiratory 
infection in infants. The present study aims to identify the 
effects of exclusive breastfeeding on frequency and 
outcome of acute respiratory infection in infants in the 
pediatric units of Rajshahi Medical College Hospital 
(RMCH). This study was carried out in the department of 
Pediatrics, Rajshahi Medical College Hospital, during the 
period of January 2013 to June 2013. In this study we 
observed that most of the EBF babies (48+28=)76% were 
coming to hospital with a history of one or two attacks of 
ARI (Table-II). In a study in Sri Lanka, in 1999 had showed 
that infants exclusively breastfed for 4 or more months had 
significantly fewer respiratory infections than infants EBF 
for 3 or fewer months. Infants who were never breastfed 
had the highest risk of hospital admission for an ARI14. 
Similar study done in Mexico in 1997 has shown that the 
probability of having an episode of ARI was higher for 
formula-fed than for EBF infants during the first 4 months 
of life. The risks for partially breastfed infants fell between 
those of formula-fed and EBF infants, suggesting a dose-re-
sponse effect of breastfeeding on risk of respiratory 
infection. The prevalence of respiratory infection was also 
found higher for formula-fed than for breastfed infants15.  
Table-III shows that only 42% EBF babies presented with 
severe attack, Nonetheless, a maximum 58% EBF baby 
present with mild attack. Any infection were less severe in 
EBF babies than who were partially breastfed or not breast-
fed at all. w.w.w.dailymail.co.uk showed that EBF babies 

breastfed had the highest risk of hospital admission for an 
ARI9. In studies in Brazil, the Philippines, Tanzania 
mortality from acute lower respiratory infection (ALRI) 
and the relationship of lack of breastfeed was shown. The 
weighted average of the relative risk of pneumonia deaths 
due to lack of breastfeeding was 2.010. Data showed from a 
population-based study from Brazil that children <12 
months who were not breastfed had a relative risk of dying 
from ALRI of 3.6; infants who were partially breastfed had 
a relative risk of 1.611. The probability of having an episode 
of ARI was higher for formula-fed than for EBF infants 
during the first 4 months of life. The prevalence of 
respiratory tract infection was also higher for formula-fed 
than for breastfed infants12. In a study in Indonesia there 
was significant decrease in the number of days ill from 
acute respiratory infection as time spent breastfeeding was 
increased. Breastfeeding also prevents weight loss because 
of ARI13. According to the  millennium development goal, 
our fourth goal was “Reducing under five mortality by two 
–thirds” by the year 2015. ARI in infants was one of the 
contributors of infant mortality and morbidity. In many 
studies it has been shown that exclusive breast feeding is 
associated with reduced incidence of respiratory infection 
in infants. The picture of breast feeding and its association 
with acute respiratory infection in infants in this North-west 
part of Bangladesh is still undiscovered. So it is necessary 
to study on this ground which may help to take steps 
reducing the incidence of respiratory infection in infants.
Material and Methods:
This cross-sectional study was done in the department of 
pediatrics Rajshahi medical college and hospital, Rajshahi, 
during six month period from January, 2013 to June, 
2013.In this study 100 cases of infants suffering from ARI 
who were exclusively breast fed were selected. Those 
infants having clinical features of acute respiratory infection 
aged 2 months to 1 year, and both male and female infants 
were included. Age <2 months and >1 year with other 
concomitant illnesses were excluded. Information had been 
collected with informed consent of the infant’s parents. 
Detailed information was obtained in each case according 
to protocol. Complete history was taken either from accom-
panying attendants. Thorough physical examinations and 
follow up were done. All the information was recorded in 
the fixed protocol. Collected data was classified, edited, 
coded and entered into the computer for statistical analysis. 
Data were analyzed through standard statistical methods by 
using SPSS software, version 12.0 (statistical package for 
social science SPSS Inc. Chicago, USA). Standard Error 
and their “p” values were obtained to see the statistical 
significance. P value < 0.05 was considered as significant.
Results: 
Table-I: Demographic Profileof delivery (n=60).
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had suffered from less severe form of ARI than partial 
breastfed or not breastfed at all. Table-IV, V shows that 
64% EBF patients had to stay more than 03 days. Hospital 
stays in EBF babies suffering from ARI are shorter even in 
severe attacks. Infants who never received breast milk were 
more likely to have longer episodes of ARI than those of 
breastfed. A study shows evidence of a protective effect of 
breast feeding against ARI. EBF has reduced the percent-
age of days of illness and duration of individual episodes in 
breast fed infants15.  Another similar study was done in 
Bangladesh in 1997 and showed that infants exclusively 
breastfed for 4 or more months had significantly fewer 
respiratory infections than infants EBF for 3 or fewer 
months. Infants who were never breastfed had the highest 
risk of hospital admission for an ARI9. In this study, cure, 
complication and death rate is studied. It is observed that 
among 100 EBF babies, 96 babies were cured without 
complication. Only 02 babies develop complications and 02 
unfortunate deaths were found (Table-VI). EBF groups are 
associated with more cure rate and less complication rate. 
In another study in Dhaka, Bangladesh in 2001 shown that 
infants who were partially breastfed or not breastfed had a 
risk of ARI death 2.40 times greater than exclusively 
breastfed infants16. In Rwanda reported that no breastfed 
children were twice more likely to die from pneumonia 
than were breastfed children17. 
Conclusion:
Although the outcome of ARI is multi factorial (Breast 
feeding, malnutrition, LBW, chronic disease), it is certain 
that breastfeeding has an important role in incidence, sever-
ity, morbidity, mortality and outcome of ARI in infants. So, 
it is imperative to practice EBF widely with an aim to 
prevent ARI.
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Introduction:
Infertility may be defined as inability to conceive within one 
year of unprotected regular coitus. Approximately 85 – 90% 
of healthy young couples conceive within 1 year, most 
within 6 months1. Infertility therefore affects approximately 
10 – 15% of couples and represents an important part of 
clinical practice2. A general classification of causes of 
infertility are male 35 – 40%, female 40 – 50% (tubal 25%, 
ovulatory 20% and cervical 1 – 2%), sexual 10% and 
unknown 10%3. More than one factor per couple accounts 
for the total percentage appearing to exceed 100%. 
Increased public awareness of the natural age – related 
decline in fertility and the increasing risk of chromosomally 
abnormal offspring with advancing maternal age, at a time 
when large numbers of women have deferred childbearing 
to pursue to carriers, has led to a new sense of urgency 
among the many couples who now seek to initiate and 
complete their families over a relatively short period of time 
before age 403. Infertility 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 sexes4. According to the American Society for 
Reproductive Medicine, infertility affects about 6.1 million 
people in the United States, equivalent to 10% of the repro-
ductive age population. Female infertility accounts for 
one-third of infertility cases, male infertility another third, 
combined male and female infertility for another 15% and 
the remainder of cases is ‘unexplained’ 5. A Robertsonian 
translocation in either partner may cause recurrent 
abortions or complete infertility. “Secondary infertility” is 
difficulty conceiving after already having conceived and 
carried a normal pregnancy. Apart from various medical 
conditions (e.g. hormonal), this may come as a result of age 
and stress felt to provide a sibling their first child. There are 
various treatment options of the infertile couples. Among 
them, counseling of the infertile couples is one of the main 
and most effective methods of treatment. In this research it 
will prove that counseling is one of the most effective 
methods of treatment of infertile couples.
Materials and Methods: 
This prospective observational study was conducted in the 
Infertility unit, Department of Obstetrics and Gynaecology, 
Bangabandhu Sheikh Mujib Medical University 
(BSMMU), Dhaka, during the period from 01.07.2018 to 
31.12.2021. Ethical clearance was got from Bangladesh 
Medical Research Council (BMRC) Dhaka, Bangladesh. 
Bangabandhu Sheikh Mujib Medical University (BSMMU) 
is a tertiary hospital, where patients of infertility come from 
different parts of the country. Here, diagnosis of infertility 
is done by most modern investigation techniques and most 
modern treatment and management is given for the infertile 
couples. 500 infertile couples who are sexually active were 
recruited from the out-patient department of infertility unit 
who came for diagnosis and take treatment for their infertil-
ity problem either primary or secondary. Inclusion criteria 
of male partners were from 22 years to 55 years sexually 
active one. Inclusion criteria of female partners were 18 

years to 44 years who were menstruating. Exclusion 
criteria for male were sexually inactive, that means impo-
tent. Exclusion criteria for female were post menopausal 
whether naturally or surgically. All the study subjects were 
informed about the study and they were confirmed about 
the privacy and they gave their consent about the study. 
After collecting the data, it was analyzed by appropriate 
statistical methods using Statistical package for Social 
Sciences (SPSS) software programme.
Results: 
Table I shows the socio-demographic characteristics of the 
study subjects (n = 500). Age of the female patients was 18 
– 44 years, Mean ± SD (27.1 ± 5.2). Husbands age group 
was 22 -55in years, Mean ± SD (34.0 ± 5.9). Educational 
level of female partners was, no education = 8 (1.6%), 
primary = 49 (9.8%), secondary = 247 (49.4%), graduate = 
87 (17.4%), postgraduate = 54 (10.8%), 0thers = 55 
(11.0%). Educational level of male partners was, no educa-
tion = 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 female 
partners was, housewife = 395 (79.0%), service = 103 
(20.6%), business = 2 (0.4%). 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%). BMI 
(kg/m2) of the female partners were, underweight (< 18.o) 
= 4 (0.8%), normal weight (18-24.99) = 127 (25.4%), 
overweight (25 – 29.99) 281 (56.2%), obese (>30.0) = 88 
(17.6%).

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

Figure-1: Bar diagram showing the BMI of the study female patients 
(n=500)
Figure 1 shows the BMI of the female patients. Under-
weight (<18) is 0.8%, normal weight (18-24.99) is 25.4% , 
overweight (25-29.99) is 56.2% and obese (>30.0) is 
17.6%.

Figure-2: Pie diagram showing the type of infertility 
(n=500)
Figure 2 shows the type of infertility. Primary infertility is 
299 and Secondary is 201.  
Table III shows the medical history of the couple (n = 500). 
Diabetes: In female = 18 (3.6%), in male = 28 (5.6%). 
Mumps:  In female = 1 (0.2%), in male = 7 (1.4%). Chick-
en pox: In female = 35 (7.0%), in male = 18 (3.6%). Hyper-
tension: In female = 12 (2.4%), in male = 10 (2.0%). 
Chemotherapy: In female = 0 (0.0%), in male = 1 (0.2%). 
Tuberculosis: In female = 2 (0.4%), in male = 3 (0.6%). 
Hypothyroidism: In female = 38 (7.6%), in male = 3 
(0.6%). Allergy: In female = 5 (1.0%), in male = 1 (0.2%). 
Radiation: In female = 0 (0.0%), in male = 1 (0.2%). Orchi-
tis: In female = 0 (0.0%), in male = 6 (1.2%).
Table-III: Medical history of the couple (n=500)

Table IV shows personal history and family history of the 
couple (n = 500). Personal history of husband: Smoking = 
129 (25.8%), alcohol = 3 (0.6%), others (nil) = 368 
(73.6%).Disease of family: Hypothyroidism = 9 (1.8%), 
diabetes = 38 (7.6%), tuberculosis = 4 (0.8%), history of 
subfertility = 14 (2.8%), hypertension = 5 (1.0%), hypothy-
roidism with diabetes = 3 (0.6%), hypertension with diabe-
tes = 4 (0.8%).

Table-IV: Personal history and family history of the couple 
(n=500)

Table V shows the drug history of the couple (n 500). Antihy-
pertensive: In female partner = 12 (2.4%), in male partner = 
16 (3.2%). Antidiabetic: In female partner = 20 (4.0%), in 
male partner = 21 (4.2%). Anti TB: In female partner = 5 
(1.0%), in male partner = 5(1.0%). Thyroid drug: In female 
partner = 34 (6.8%), in male partner = 2 (0.4%).
Table-V: Drug history of the couple (n=500)

Table VI shows hormonal status of infertile women (N=500). 
Serum FSH below normal (< 3U/L) in 470 (94%) patients, 
normal (3 – 10 U/L) in 17 (5.4%) patients and above normal 
(>10 U/L) in 3 (0.6%) patients. Serum LH below normal (< 
2U/L) in 480 (96%) patients, normal (2 – 9 U/L) in 17 (3.4%) 
patients and above normal (>9.0 U/L) in 3 (0.6%) patients. 
Serum TSH normal (0.2 – 4.5 mU/L) in 255 (51.o%) patients 
and above normal (>4.5 mU/L) in 245 (49.0%) patients. 
Serum FT4 normal (9 – 21 pmol/L) in 196 (39.2%) patients 
and above normal (>21 pml/L) in 304 (60.8%) patients. 
Serum Prolactin level  normal (25 – 630 mU/L) in 361 
(72.2%) patients and above normal (>630 mU/L) in 139 
(27.8%) patients. 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-VI: Hormonal status of infertile women (n=500) 

In table VII shows the structural abnormalities of female 
organs (n=500). In Hysterosalpigography (HSG), there 
were seen patients with abnormal uterine cavity in 2 
(0.40%) patients, septed uterus in 21 (4.2%) patients, bicor-
nuate uterus in 76 (15.2%) patients, unicornuate uterus in 5 
(1.o%) patients and endometrial polyp in 8 (1.6%) patients. 
In Hysteroscopy, abnormal uterus was found in 6 (1.2%) 
patients, abnormal uterine cavity in 57 (11.4%) patients and 
abnormal endometrial flakes were found in 62 (12.4%) 
patients. In 65 (13.0%) patients abnormal right ostium 
were found and in 63 (12.6%) patients abnormal left ostium 
were found. During Hysteroscopy, there were found 
intrauterine adhesion in 176 (35.2%) patients, polyp in 14 
(2.8%) patients and submucus fibroid in 88 (17.6%) 
patients. During Laparoscopy, abnormal uterus were found 
in 15 (3%) patients, abnormal right fallopian tube were 
found in 166 (33.2%) patients and abnormal left fallopian 
tube were found in 171 (34.2%) patients. During Laparos-
copy, there also was found abnormal right fallopian tube  in 
185 (37.0%) patients and abnormal left fallopian tube was 
found in 188 (37.6%) patients. During laparoscopy, there 
also was found pouch of Douglas free in 315 (63%) 
patients. During dye test in laparoscopy, 288 (57.6%) 
patients were found positive and rest of the patients was 
negative that means the tubes were blocked.  
Table-VII: Structural abnormalities of female organs 
(n=500)

Table VIII 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.
Table-VIII: Semen analysis of husbands (n=500)   

Discussion:
The present study attempted to assess the determinants of 
infertility among the married couples who were attending 
the infertility outpatient department of Bangabandhu 
Sheikh Mujib Medical University, shahbagh, 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. 
Mallikarjuna M. et.al also shows in their study that rural 
couples are more sufferers in infertility than urban6. BMI 
more than 25 are 281 (56.2%) more affect fertility in 
female. Giwercman A et al. has shown the results like 
ours7. Primary infertility was significantly higher 299 
(59.8%) than secondary infertility 201 (40.2%). Similarly, 
one study by Singh K et al. in Bihar, India also shows the 
results like those of ours8. In our study, nearly 77% of 
infertile couples reported to hospital for treatment between 
2- 10 years of marriage. Singh K et al. in Bihar, India also 
shows the same presentation like ours8. Determinants of 
infertility among the female partners of the couple were 
hormonal status like FSH below normal (<3 U/L) was in 
470 (94%), LH below normal (<2 U/L) was in 480 (96%), 
TSH above normal (>4.5 mU/L) was in 245 (49%), serum 
prolactin above normal (>630 mU/L) was in 139 (27.8%) 
which corresponds with the results of infertile married 
women of India8 and Ethiopia9. Structural abnormalities of 
female organs which are the determinants of female infertil-
ity like HSG findings, Hysteroscopic findings, any patholo-
gy of uterus, laparoscopic findings of uterus, fallopian 
tubes, ovary all corresponds to the findings of Bihar, India8. 
Among the determinants of male infertility are: age, smok-
ing, obesity, alcohol and caffeinated beverages consump-
tion, stress, electronic devices, scrotal temperature, some 
drugs. Our findings of male infertility corresponds with the 
findings of Mahat et al.10. 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 Nigeria11. Bhattacharya et al. also shows the 
male factors of infertility which also corresponds to our 
study results12. One study conducted by Farhi and 
Ben-Haroush et al., also shows the similar results of male 
infertility like ours one13. Seminal fluid abnormalities 
among male partners of infertile couples in this study corre-
spond to the study of male partners of Owolabi et al., 
Ile-Ife, Nijeria14. Results of our study in socio-demographic 
characteristics also corresponds to the study of Nepal 
(Tamarkar et al 2019)15. One study in India from the demo-
graphic health survey showed the Prevalence and Potential 
Determinants of Primary Infertility in India also corre-
sponds to our study (Purakayastha et al. 2021)16.  
Conclusion: 
The present study found a good number of infertile couples 
both primary and secondary who attended in the infertility 
outpatient department of infertility unit of Gynaecology and 
Obstetrics department. Among the male partners, the deter-
minants of infertility are hormonal, structural abnormalities 
of male genitalia, abnormal sperm count in semen and 
partly psychological. Among the female partners, major 
determinants of infertility are partly hormonal, structural 

abnormalities of uterus, fallopian tubes, infection of genital 
tract and partly psychological which can be overcome by 
counseling.
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Out of 100 patients 36% patients stayed up to 3 days in 
hospital and 64% EBF patients had to stay more than 03 
days. Hospital stays of EBF babies suffering from ARI are 
shorter. 
Table-V: Hospital-stay in severe attack patients of EBF.

Out of 100 patients only 42 patients had  suffered from severe attack 
and hospital staying is less. Up to day 3 only 18 patients but 33 patients 
up to day 4 stayed in hospital.

Table-VI: Outcome of EBF baby suffering from ARI

Among the 100 EBF patients 58 were in mild attack and all 
were cured without complication. From the rest of the 42 
severe attack patients, 38 were cured, 02 died and 02 
become complicated. In total 96% patients were cured, 
02% died and 02% became complicated. 
Discussion:
Acute respiratory infection in infants is one of the major 
contributors of infant mortality and morbidity. In many 
studies, it has been shown that exclusive breast feeding is 
associated with reduced incidence of acute respiratory 
infection in infants. The present study aims to identify the 
effects of exclusive breastfeeding on frequency and 
outcome of acute respiratory infection in infants in the 
pediatric units of Rajshahi Medical College Hospital 
(RMCH). This study was carried out in the department of 
Pediatrics, Rajshahi Medical College Hospital, during the 
period of January 2013 to June 2013. In this study we 
observed that most of the EBF babies (48+28=)76% were 
coming to hospital with a history of one or two attacks of 
ARI (Table-II). In a study in Sri Lanka, in 1999 had showed 
that infants exclusively breastfed for 4 or more months had 
significantly fewer respiratory infections than infants EBF 
for 3 or fewer months. Infants who were never breastfed 
had the highest risk of hospital admission for an ARI14. 
Similar study done in Mexico in 1997 has shown that the 
probability of having an episode of ARI was higher for 
formula-fed than for EBF infants during the first 4 months 
of life. The risks for partially breastfed infants fell between 
those of formula-fed and EBF infants, suggesting a dose-re-
sponse effect of breastfeeding on risk of respiratory 
infection. The prevalence of respiratory infection was also 
found higher for formula-fed than for breastfed infants15.  
Table-III shows that only 42% EBF babies presented with 
severe attack, Nonetheless, a maximum 58% EBF baby 
present with mild attack. Any infection were less severe in 
EBF babies than who were partially breastfed or not breast-
fed at all. w.w.w.dailymail.co.uk showed that EBF babies 
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breastfed had the highest risk of hospital admission for an 
ARI9. In studies in Brazil, the Philippines, Tanzania 
mortality from acute lower respiratory infection (ALRI) 
and the relationship of lack of breastfeed was shown. The 
weighted average of the relative risk of pneumonia deaths 
due to lack of breastfeeding was 2.010. Data showed from a 
population-based study from Brazil that children <12 
months who were not breastfed had a relative risk of dying 
from ALRI of 3.6; infants who were partially breastfed had 
a relative risk of 1.611. The probability of having an episode 
of ARI was higher for formula-fed than for EBF infants 
during the first 4 months of life. The prevalence of 
respiratory tract infection was also higher for formula-fed 
than for breastfed infants12. In a study in Indonesia there 
was significant decrease in the number of days ill from 
acute respiratory infection as time spent breastfeeding was 
increased. Breastfeeding also prevents weight loss because 
of ARI13. According to the  millennium development goal, 
our fourth goal was “Reducing under five mortality by two 
–thirds” by the year 2015. ARI in infants was one of the 
contributors of infant mortality and morbidity. In many 
studies it has been shown that exclusive breast feeding is 
associated with reduced incidence of respiratory infection 
in infants. The picture of breast feeding and its association 
with acute respiratory infection in infants in this North-west 
part of Bangladesh is still undiscovered. So it is necessary 
to study on this ground which may help to take steps 
reducing the incidence of respiratory infection in infants.
Material and Methods:
This cross-sectional study was done in the department of 
pediatrics Rajshahi medical college and hospital, Rajshahi, 
during six month period from January, 2013 to June, 
2013.In this study 100 cases of infants suffering from ARI 
who were exclusively breast fed were selected. Those 
infants having clinical features of acute respiratory infection 
aged 2 months to 1 year, and both male and female infants 
were included. Age <2 months and >1 year with other 
concomitant illnesses were excluded. Information had been 
collected with informed consent of the infant’s parents. 
Detailed information was obtained in each case according 
to protocol. Complete history was taken either from accom-
panying attendants. Thorough physical examinations and 
follow up were done. All the information was recorded in 
the fixed protocol. Collected data was classified, edited, 
coded and entered into the computer for statistical analysis. 
Data were analyzed through standard statistical methods by 
using SPSS software, version 12.0 (statistical package for 
social science SPSS Inc. Chicago, USA). Standard Error 
and their “p” values were obtained to see the statistical 
significance. P value < 0.05 was considered as significant.
Results: 
Table-I: Demographic Profileof delivery (n=60).

Among 100 EBF babies 47 are male and 53 are female; 
most of the babies are coming from middle class families; 
educational status of their parents is mostly SSC to HSC.
In the PBF group among 100 patients 44 are male and 56 
are female; most of the babies come from middle class 
families. Educational status of their parents is mostly 
primary.
Table-II: Frequency of ARI attacks in EBF

In this table it is observed that most of the EBF babies 
(48+28=) 76% were coming to hospital with a history of 
one or two attacks of ARI.
Table-III: Severity of attack in EBF

Severe attack is less frequent; out of 100 patients only 42% 
EBF baby presented with severe attack, Nonetheless, 
maximum 58% EBF baby present with mild attack.
Table-IV: Comparison of duration of hospital staying in 
EBF
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Demographic Profile  EBF 

(N=100) 

Sex Male 48 

Female 52 

   

Economic status Higher 28 

Middle 44 

Lower 26 

   

Educational status 

(Mother) 

Illiterate 12 

Primary 24 

SSC 36 

HSC 28 

   

Educational status 

(Father) 

Illiterate 20 

Primary 12 

SSC 20 

HSC 48 

 

Number of attacks 

 01 02 03 04 

EBF 48% 28% 24% 00% 

 

 Mild  Severe 

 Number Percentage Number Percentage 

EBF 58 58%  42 42% 
 

 Hospital staying
up to 3 days 

Hospital staying 
>3 days

 

EBF 36% 64% 

 

had suffered from less severe form of ARI than partial 
breastfed or not breastfed at all. Table-IV, V shows that 
64% EBF patients had to stay more than 03 days. Hospital 
stays in EBF babies suffering from ARI are shorter even in 
severe attacks. Infants who never received breast milk were 
more likely to have longer episodes of ARI than those of 
breastfed. A study shows evidence of a protective effect of 
breast feeding against ARI. EBF has reduced the percent-
age of days of illness and duration of individual episodes in 
breast fed infants15.  Another similar study was done in 
Bangladesh in 1997 and showed that infants exclusively 
breastfed for 4 or more months had significantly fewer 
respiratory infections than infants EBF for 3 or fewer 
months. Infants who were never breastfed had the highest 
risk of hospital admission for an ARI9. In this study, cure, 
complication and death rate is studied. It is observed that 
among 100 EBF babies, 96 babies were cured without 
complication. Only 02 babies develop complications and 02 
unfortunate deaths were found (Table-VI). EBF groups are 
associated with more cure rate and less complication rate. 
In another study in Dhaka, Bangladesh in 2001 shown that 
infants who were partially breastfed or not breastfed had a 
risk of ARI death 2.40 times greater than exclusively 
breastfed infants16. In Rwanda reported that no breastfed 
children were twice more likely to die from pneumonia 
than were breastfed children17. 
Conclusion:
Although the outcome of ARI is multi factorial (Breast 
feeding, malnutrition, LBW, chronic disease), it is certain 
that breastfeeding has an important role in incidence, sever-
ity, morbidity, mortality and outcome of ARI in infants. So, 
it is imperative to practice EBF widely with an aim to 
prevent ARI.
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Introduction:
Infertility may be defined as inability to conceive within one 
year of unprotected regular coitus. Approximately 85 – 90% 
of healthy young couples conceive within 1 year, most 
within 6 months1. Infertility therefore affects approximately 
10 – 15% of couples and represents an important part of 
clinical practice2. A general classification of causes of 
infertility are male 35 – 40%, female 40 – 50% (tubal 25%, 
ovulatory 20% and cervical 1 – 2%), sexual 10% and 
unknown 10%3. More than one factor per couple accounts 
for the total percentage appearing to exceed 100%. 
Increased public awareness of the natural age – related 
decline in fertility and the increasing risk of chromosomally 
abnormal offspring with advancing maternal age, at a time 
when large numbers of women have deferred childbearing 
to pursue to carriers, has led to a new sense of urgency 
among the many couples who now seek to initiate and 
complete their families over a relatively short period of time 
before age 403. Infertility 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 sexes4. According to the American Society for 
Reproductive Medicine, infertility affects about 6.1 million 
people in the United States, equivalent to 10% of the repro-
ductive age population. Female infertility accounts for 
one-third of infertility cases, male infertility another third, 
combined male and female infertility for another 15% and 
the remainder of cases is ‘unexplained’ 5. A Robertsonian 
translocation in either partner may cause recurrent 
abortions or complete infertility. “Secondary infertility” is 
difficulty conceiving after already having conceived and 
carried a normal pregnancy. Apart from various medical 
conditions (e.g. hormonal), this may come as a result of age 
and stress felt to provide a sibling their first child. There are 
various treatment options of the infertile couples. Among 
them, counseling of the infertile couples is one of the main 
and most effective methods of treatment. In this research it 
will prove that counseling is one of the most effective 
methods of treatment of infertile couples.
Materials and Methods: 
This prospective observational study was conducted in the 
Infertility unit, Department of Obstetrics and Gynaecology, 
Bangabandhu Sheikh Mujib Medical University 
(BSMMU), Dhaka, during the period from 01.07.2018 to 
31.12.2021. Ethical clearance was got from Bangladesh 
Medical Research Council (BMRC) Dhaka, Bangladesh. 
Bangabandhu Sheikh Mujib Medical University (BSMMU) 
is a tertiary hospital, where patients of infertility come from 
different parts of the country. Here, diagnosis of infertility 
is done by most modern investigation techniques and most 
modern treatment and management is given for the infertile 
couples. 500 infertile couples who are sexually active were 
recruited from the out-patient department of infertility unit 
who came for diagnosis and take treatment for their infertil-
ity problem either primary or secondary. Inclusion criteria 
of male partners were from 22 years to 55 years sexually 
active one. Inclusion criteria of female partners were 18 

years to 44 years who were menstruating. Exclusion 
criteria for male were sexually inactive, that means impo-
tent. Exclusion criteria for female were post menopausal 
whether naturally or surgically. All the study subjects were 
informed about the study and they were confirmed about 
the privacy and they gave their consent about the study. 
After collecting the data, it was analyzed by appropriate 
statistical methods using Statistical package for Social 
Sciences (SPSS) software programme.
Results: 
Table I shows the socio-demographic characteristics of the 
study subjects (n = 500). Age of the female patients was 18 
– 44 years, Mean ± SD (27.1 ± 5.2). Husbands age group 
was 22 -55in years, Mean ± SD (34.0 ± 5.9). Educational 
level of female partners was, no education = 8 (1.6%), 
primary = 49 (9.8%), secondary = 247 (49.4%), graduate = 
87 (17.4%), postgraduate = 54 (10.8%), 0thers = 55 
(11.0%). Educational level of male partners was, no educa-
tion = 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 female 
partners was, housewife = 395 (79.0%), service = 103 
(20.6%), business = 2 (0.4%). 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%). BMI 
(kg/m2) of the female partners were, underweight (< 18.o) 
= 4 (0.8%), normal weight (18-24.99) = 127 (25.4%), 
overweight (25 – 29.99) 281 (56.2%), obese (>30.0) = 88 
(17.6%).

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

Figure-1: Bar diagram showing the BMI of the study female patients 
(n=500)
Figure 1 shows the BMI of the female patients. Under-
weight (<18) is 0.8%, normal weight (18-24.99) is 25.4% , 
overweight (25-29.99) is 56.2% and obese (>30.0) is 
17.6%.

Figure-2: Pie diagram showing the type of infertility 
(n=500)
Figure 2 shows the type of infertility. Primary infertility is 
299 and Secondary is 201.  
Table III shows the medical history of the couple (n = 500). 
Diabetes: In female = 18 (3.6%), in male = 28 (5.6%). 
Mumps:  In female = 1 (0.2%), in male = 7 (1.4%). Chick-
en pox: In female = 35 (7.0%), in male = 18 (3.6%). Hyper-
tension: In female = 12 (2.4%), in male = 10 (2.0%). 
Chemotherapy: In female = 0 (0.0%), in male = 1 (0.2%). 
Tuberculosis: In female = 2 (0.4%), in male = 3 (0.6%). 
Hypothyroidism: In female = 38 (7.6%), in male = 3 
(0.6%). Allergy: In female = 5 (1.0%), in male = 1 (0.2%). 
Radiation: In female = 0 (0.0%), in male = 1 (0.2%). Orchi-
tis: In female = 0 (0.0%), in male = 6 (1.2%).
Table-III: Medical history of the couple (n=500)

Table IV shows personal history and family history of the 
couple (n = 500). Personal history of husband: Smoking = 
129 (25.8%), alcohol = 3 (0.6%), others (nil) = 368 
(73.6%).Disease of family: Hypothyroidism = 9 (1.8%), 
diabetes = 38 (7.6%), tuberculosis = 4 (0.8%), history of 
subfertility = 14 (2.8%), hypertension = 5 (1.0%), hypothy-
roidism with diabetes = 3 (0.6%), hypertension with diabe-
tes = 4 (0.8%).

Table-IV: Personal history and family history of the couple 
(n=500)

Table V shows the drug history of the couple (n 500). Antihy-
pertensive: In female partner = 12 (2.4%), in male partner = 
16 (3.2%). Antidiabetic: In female partner = 20 (4.0%), in 
male partner = 21 (4.2%). Anti TB: In female partner = 5 
(1.0%), in male partner = 5(1.0%). Thyroid drug: In female 
partner = 34 (6.8%), in male partner = 2 (0.4%).
Table-V: Drug history of the couple (n=500)

Table VI shows hormonal status of infertile women (N=500). 
Serum FSH below normal (< 3U/L) in 470 (94%) patients, 
normal (3 – 10 U/L) in 17 (5.4%) patients and above normal 
(>10 U/L) in 3 (0.6%) patients. Serum LH below normal (< 
2U/L) in 480 (96%) patients, normal (2 – 9 U/L) in 17 (3.4%) 
patients and above normal (>9.0 U/L) in 3 (0.6%) patients. 
Serum TSH normal (0.2 – 4.5 mU/L) in 255 (51.o%) patients 
and above normal (>4.5 mU/L) in 245 (49.0%) patients. 
Serum FT4 normal (9 – 21 pmol/L) in 196 (39.2%) patients 
and above normal (>21 pml/L) in 304 (60.8%) patients. 
Serum Prolactin level  normal (25 – 630 mU/L) in 361 
(72.2%) patients and above normal (>630 mU/L) in 139 
(27.8%) patients. 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-VI: Hormonal status of infertile women (n=500) 

In table VII shows the structural abnormalities of female 
organs (n=500). In Hysterosalpigography (HSG), there 
were seen patients with abnormal uterine cavity in 2 
(0.40%) patients, septed uterus in 21 (4.2%) patients, bicor-
nuate uterus in 76 (15.2%) patients, unicornuate uterus in 5 
(1.o%) patients and endometrial polyp in 8 (1.6%) patients. 
In Hysteroscopy, abnormal uterus was found in 6 (1.2%) 
patients, abnormal uterine cavity in 57 (11.4%) patients and 
abnormal endometrial flakes were found in 62 (12.4%) 
patients. In 65 (13.0%) patients abnormal right ostium 
were found and in 63 (12.6%) patients abnormal left ostium 
were found. During Hysteroscopy, there were found 
intrauterine adhesion in 176 (35.2%) patients, polyp in 14 
(2.8%) patients and submucus fibroid in 88 (17.6%) 
patients. During Laparoscopy, abnormal uterus were found 
in 15 (3%) patients, abnormal right fallopian tube were 
found in 166 (33.2%) patients and abnormal left fallopian 
tube were found in 171 (34.2%) patients. During Laparos-
copy, there also was found abnormal right fallopian tube  in 
185 (37.0%) patients and abnormal left fallopian tube was 
found in 188 (37.6%) patients. During laparoscopy, there 
also was found pouch of Douglas free in 315 (63%) 
patients. During dye test in laparoscopy, 288 (57.6%) 
patients were found positive and rest of the patients was 
negative that means the tubes were blocked.  
Table-VII: Structural abnormalities of female organs 
(n=500)

Table VIII 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.
Table-VIII: Semen analysis of husbands (n=500)   

Discussion:
The present study attempted to assess the determinants of 
infertility among the married couples who were attending 
the infertility outpatient department of Bangabandhu 
Sheikh Mujib Medical University, shahbagh, 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. 
Mallikarjuna M. et.al also shows in their study that rural 
couples are more sufferers in infertility than urban6. BMI 
more than 25 are 281 (56.2%) more affect fertility in 
female. Giwercman A et al. has shown the results like 
ours7. Primary infertility was significantly higher 299 
(59.8%) than secondary infertility 201 (40.2%). Similarly, 
one study by Singh K et al. in Bihar, India also shows the 
results like those of ours8. In our study, nearly 77% of 
infertile couples reported to hospital for treatment between 
2- 10 years of marriage. Singh K et al. in Bihar, India also 
shows the same presentation like ours8. Determinants of 
infertility among the female partners of the couple were 
hormonal status like FSH below normal (<3 U/L) was in 
470 (94%), LH below normal (<2 U/L) was in 480 (96%), 
TSH above normal (>4.5 mU/L) was in 245 (49%), serum 
prolactin above normal (>630 mU/L) was in 139 (27.8%) 
which corresponds with the results of infertile married 
women of India8 and Ethiopia9. Structural abnormalities of 
female organs which are the determinants of female infertil-
ity like HSG findings, Hysteroscopic findings, any patholo-
gy of uterus, laparoscopic findings of uterus, fallopian 
tubes, ovary all corresponds to the findings of Bihar, India8. 
Among the determinants of male infertility are: age, smok-
ing, obesity, alcohol and caffeinated beverages consump-
tion, stress, electronic devices, scrotal temperature, some 
drugs. Our findings of male infertility corresponds with the 
findings of Mahat et al.10. 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 Nigeria11. Bhattacharya et al. also shows the 
male factors of infertility which also corresponds to our 
study results12. One study conducted by Farhi and 
Ben-Haroush et al., also shows the similar results of male 
infertility like ours one13. Seminal fluid abnormalities 
among male partners of infertile couples in this study corre-
spond to the study of male partners of Owolabi et al., 
Ile-Ife, Nijeria14. Results of our study in socio-demographic 
characteristics also corresponds to the study of Nepal 
(Tamarkar et al 2019)15. One study in India from the demo-
graphic health survey showed the Prevalence and Potential 
Determinants of Primary Infertility in India also corre-
sponds to our study (Purakayastha et al. 2021)16.  
Conclusion: 
The present study found a good number of infertile couples 
both primary and secondary who attended in the infertility 
outpatient department of infertility unit of Gynaecology and 
Obstetrics department. Among the male partners, the deter-
minants of infertility are hormonal, structural abnormalities 
of male genitalia, abnormal sperm count in semen and 
partly psychological. Among the female partners, major 
determinants of infertility are partly hormonal, structural 

abnormalities of uterus, fallopian tubes, infection of genital 
tract and partly psychological which can be overcome by 
counseling.
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Out of 100 patients 36% patients stayed up to 3 days in 
hospital and 64% EBF patients had to stay more than 03 
days. Hospital stays of EBF babies suffering from ARI are 
shorter. 
Table-V: Hospital-stay in severe attack patients of EBF.

Out of 100 patients only 42 patients had  suffered from severe attack 
and hospital staying is less. Up to day 3 only 18 patients but 33 patients 
up to day 4 stayed in hospital.

Table-VI: Outcome of EBF baby suffering from ARI

Among the 100 EBF patients 58 were in mild attack and all 
were cured without complication. From the rest of the 42 
severe attack patients, 38 were cured, 02 died and 02 
become complicated. In total 96% patients were cured, 
02% died and 02% became complicated. 
Discussion:
Acute respiratory infection in infants is one of the major 
contributors of infant mortality and morbidity. In many 
studies, it has been shown that exclusive breast feeding is 
associated with reduced incidence of acute respiratory 
infection in infants. The present study aims to identify the 
effects of exclusive breastfeeding on frequency and 
outcome of acute respiratory infection in infants in the 
pediatric units of Rajshahi Medical College Hospital 
(RMCH). This study was carried out in the department of 
Pediatrics, Rajshahi Medical College Hospital, during the 
period of January 2013 to June 2013. In this study we 
observed that most of the EBF babies (48+28=)76% were 
coming to hospital with a history of one or two attacks of 
ARI (Table-II). In a study in Sri Lanka, in 1999 had showed 
that infants exclusively breastfed for 4 or more months had 
significantly fewer respiratory infections than infants EBF 
for 3 or fewer months. Infants who were never breastfed 
had the highest risk of hospital admission for an ARI14. 
Similar study done in Mexico in 1997 has shown that the 
probability of having an episode of ARI was higher for 
formula-fed than for EBF infants during the first 4 months 
of life. The risks for partially breastfed infants fell between 
those of formula-fed and EBF infants, suggesting a dose-re-
sponse effect of breastfeeding on risk of respiratory 
infection. The prevalence of respiratory infection was also 
found higher for formula-fed than for breastfed infants15.  
Table-III shows that only 42% EBF babies presented with 
severe attack, Nonetheless, a maximum 58% EBF baby 
present with mild attack. Any infection were less severe in 
EBF babies than who were partially breastfed or not breast-
fed at all. w.w.w.dailymail.co.uk showed that EBF babies 
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breastfed had the highest risk of hospital admission for an 
ARI9. In studies in Brazil, the Philippines, Tanzania 
mortality from acute lower respiratory infection (ALRI) 
and the relationship of lack of breastfeed was shown. The 
weighted average of the relative risk of pneumonia deaths 
due to lack of breastfeeding was 2.010. Data showed from a 
population-based study from Brazil that children <12 
months who were not breastfed had a relative risk of dying 
from ALRI of 3.6; infants who were partially breastfed had 
a relative risk of 1.611. The probability of having an episode 
of ARI was higher for formula-fed than for EBF infants 
during the first 4 months of life. The prevalence of 
respiratory tract infection was also higher for formula-fed 
than for breastfed infants12. In a study in Indonesia there 
was significant decrease in the number of days ill from 
acute respiratory infection as time spent breastfeeding was 
increased. Breastfeeding also prevents weight loss because 
of ARI13. According to the  millennium development goal, 
our fourth goal was “Reducing under five mortality by two 
–thirds” by the year 2015. ARI in infants was one of the 
contributors of infant mortality and morbidity. In many 
studies it has been shown that exclusive breast feeding is 
associated with reduced incidence of respiratory infection 
in infants. The picture of breast feeding and its association 
with acute respiratory infection in infants in this North-west 
part of Bangladesh is still undiscovered. So it is necessary 
to study on this ground which may help to take steps 
reducing the incidence of respiratory infection in infants.
Material and Methods:
This cross-sectional study was done in the department of 
pediatrics Rajshahi medical college and hospital, Rajshahi, 
during six month period from January, 2013 to June, 
2013.In this study 100 cases of infants suffering from ARI 
who were exclusively breast fed were selected. Those 
infants having clinical features of acute respiratory infection 
aged 2 months to 1 year, and both male and female infants 
were included. Age <2 months and >1 year with other 
concomitant illnesses were excluded. Information had been 
collected with informed consent of the infant’s parents. 
Detailed information was obtained in each case according 
to protocol. Complete history was taken either from accom-
panying attendants. Thorough physical examinations and 
follow up were done. All the information was recorded in 
the fixed protocol. Collected data was classified, edited, 
coded and entered into the computer for statistical analysis. 
Data were analyzed through standard statistical methods by 
using SPSS software, version 12.0 (statistical package for 
social science SPSS Inc. Chicago, USA). Standard Error 
and their “p” values were obtained to see the statistical 
significance. P value < 0.05 was considered as significant.
Results: 
Table-I: Demographic Profileof delivery (n=60).
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had suffered from less severe form of ARI than partial 
breastfed or not breastfed at all. Table-IV, V shows that 
64% EBF patients had to stay more than 03 days. Hospital 
stays in EBF babies suffering from ARI are shorter even in 
severe attacks. Infants who never received breast milk were 
more likely to have longer episodes of ARI than those of 
breastfed. A study shows evidence of a protective effect of 
breast feeding against ARI. EBF has reduced the percent-
age of days of illness and duration of individual episodes in 
breast fed infants15.  Another similar study was done in 
Bangladesh in 1997 and showed that infants exclusively 
breastfed for 4 or more months had significantly fewer 
respiratory infections than infants EBF for 3 or fewer 
months. Infants who were never breastfed had the highest 
risk of hospital admission for an ARI9. In this study, cure, 
complication and death rate is studied. It is observed that 
among 100 EBF babies, 96 babies were cured without 
complication. Only 02 babies develop complications and 02 
unfortunate deaths were found (Table-VI). EBF groups are 
associated with more cure rate and less complication rate. 
In another study in Dhaka, Bangladesh in 2001 shown that 
infants who were partially breastfed or not breastfed had a 
risk of ARI death 2.40 times greater than exclusively 
breastfed infants16. In Rwanda reported that no breastfed 
children were twice more likely to die from pneumonia 
than were breastfed children17. 
Conclusion:
Although the outcome of ARI is multi factorial (Breast 
feeding, malnutrition, LBW, chronic disease), it is certain 
that breastfeeding has an important role in incidence, sever-
ity, morbidity, mortality and outcome of ARI in infants. So, 
it is imperative to practice EBF widely with an aim to 
prevent ARI.
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Introduction:
Infertility may be defined as inability to conceive within one 
year of unprotected regular coitus. Approximately 85 – 90% 
of healthy young couples conceive within 1 year, most 
within 6 months1. Infertility therefore affects approximately 
10 – 15% of couples and represents an important part of 
clinical practice2. A general classification of causes of 
infertility are male 35 – 40%, female 40 – 50% (tubal 25%, 
ovulatory 20% and cervical 1 – 2%), sexual 10% and 
unknown 10%3. More than one factor per couple accounts 
for the total percentage appearing to exceed 100%. 
Increased public awareness of the natural age – related 
decline in fertility and the increasing risk of chromosomally 
abnormal offspring with advancing maternal age, at a time 
when large numbers of women have deferred childbearing 
to pursue to carriers, has led to a new sense of urgency 
among the many couples who now seek to initiate and 
complete their families over a relatively short period of time 
before age 403. Infertility 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 sexes4. According to the American Society for 
Reproductive Medicine, infertility affects about 6.1 million 
people in the United States, equivalent to 10% of the repro-
ductive age population. Female infertility accounts for 
one-third of infertility cases, male infertility another third, 
combined male and female infertility for another 15% and 
the remainder of cases is ‘unexplained’ 5. A Robertsonian 
translocation in either partner may cause recurrent 
abortions or complete infertility. “Secondary infertility” is 
difficulty conceiving after already having conceived and 
carried a normal pregnancy. Apart from various medical 
conditions (e.g. hormonal), this may come as a result of age 
and stress felt to provide a sibling their first child. There are 
various treatment options of the infertile couples. Among 
them, counseling of the infertile couples is one of the main 
and most effective methods of treatment. In this research it 
will prove that counseling is one of the most effective 
methods of treatment of infertile couples.
Materials and Methods: 
This prospective observational study was conducted in the 
Infertility unit, Department of Obstetrics and Gynaecology, 
Bangabandhu Sheikh Mujib Medical University 
(BSMMU), Dhaka, during the period from 01.07.2018 to 
31.12.2021. Ethical clearance was got from Bangladesh 
Medical Research Council (BMRC) Dhaka, Bangladesh. 
Bangabandhu Sheikh Mujib Medical University (BSMMU) 
is a tertiary hospital, where patients of infertility come from 
different parts of the country. Here, diagnosis of infertility 
is done by most modern investigation techniques and most 
modern treatment and management is given for the infertile 
couples. 500 infertile couples who are sexually active were 
recruited from the out-patient department of infertility unit 
who came for diagnosis and take treatment for their infertil-
ity problem either primary or secondary. Inclusion criteria 
of male partners were from 22 years to 55 years sexually 
active one. Inclusion criteria of female partners were 18 

years to 44 years who were menstruating. Exclusion 
criteria for male were sexually inactive, that means impo-
tent. Exclusion criteria for female were post menopausal 
whether naturally or surgically. All the study subjects were 
informed about the study and they were confirmed about 
the privacy and they gave their consent about the study. 
After collecting the data, it was analyzed by appropriate 
statistical methods using Statistical package for Social 
Sciences (SPSS) software programme.
Results: 
Table I shows the socio-demographic characteristics of the 
study subjects (n = 500). Age of the female patients was 18 
– 44 years, Mean ± SD (27.1 ± 5.2). Husbands age group 
was 22 -55in years, Mean ± SD (34.0 ± 5.9). Educational 
level of female partners was, no education = 8 (1.6%), 
primary = 49 (9.8%), secondary = 247 (49.4%), graduate = 
87 (17.4%), postgraduate = 54 (10.8%), 0thers = 55 
(11.0%). Educational level of male partners was, no educa-
tion = 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 female 
partners was, housewife = 395 (79.0%), service = 103 
(20.6%), business = 2 (0.4%). 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%). BMI 
(kg/m2) of the female partners were, underweight (< 18.o) 
= 4 (0.8%), normal weight (18-24.99) = 127 (25.4%), 
overweight (25 – 29.99) 281 (56.2%), obese (>30.0) = 88 
(17.6%).

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

Figure-1: Bar diagram showing the BMI of the study female patients 
(n=500)
Figure 1 shows the BMI of the female patients. Under-
weight (<18) is 0.8%, normal weight (18-24.99) is 25.4% , 
overweight (25-29.99) is 56.2% and obese (>30.0) is 
17.6%.

Figure-2: Pie diagram showing the type of infertility 
(n=500)
Figure 2 shows the type of infertility. Primary infertility is 
299 and Secondary is 201.  
Table III shows the medical history of the couple (n = 500). 
Diabetes: In female = 18 (3.6%), in male = 28 (5.6%). 
Mumps:  In female = 1 (0.2%), in male = 7 (1.4%). Chick-
en pox: In female = 35 (7.0%), in male = 18 (3.6%). Hyper-
tension: In female = 12 (2.4%), in male = 10 (2.0%). 
Chemotherapy: In female = 0 (0.0%), in male = 1 (0.2%). 
Tuberculosis: In female = 2 (0.4%), in male = 3 (0.6%). 
Hypothyroidism: In female = 38 (7.6%), in male = 3 
(0.6%). Allergy: In female = 5 (1.0%), in male = 1 (0.2%). 
Radiation: In female = 0 (0.0%), in male = 1 (0.2%). Orchi-
tis: In female = 0 (0.0%), in male = 6 (1.2%).
Table-III: Medical history of the couple (n=500)

Table IV shows personal history and family history of the 
couple (n = 500). Personal history of husband: Smoking = 
129 (25.8%), alcohol = 3 (0.6%), others (nil) = 368 
(73.6%).Disease of family: Hypothyroidism = 9 (1.8%), 
diabetes = 38 (7.6%), tuberculosis = 4 (0.8%), history of 
subfertility = 14 (2.8%), hypertension = 5 (1.0%), hypothy-
roidism with diabetes = 3 (0.6%), hypertension with diabe-
tes = 4 (0.8%).

Table-IV: Personal history and family history of the couple 
(n=500)

Table V shows the drug history of the couple (n 500). Antihy-
pertensive: In female partner = 12 (2.4%), in male partner = 
16 (3.2%). Antidiabetic: In female partner = 20 (4.0%), in 
male partner = 21 (4.2%). Anti TB: In female partner = 5 
(1.0%), in male partner = 5(1.0%). Thyroid drug: In female 
partner = 34 (6.8%), in male partner = 2 (0.4%).
Table-V: Drug history of the couple (n=500)

Table VI shows hormonal status of infertile women (N=500). 
Serum FSH below normal (< 3U/L) in 470 (94%) patients, 
normal (3 – 10 U/L) in 17 (5.4%) patients and above normal 
(>10 U/L) in 3 (0.6%) patients. Serum LH below normal (< 
2U/L) in 480 (96%) patients, normal (2 – 9 U/L) in 17 (3.4%) 
patients and above normal (>9.0 U/L) in 3 (0.6%) patients. 
Serum TSH normal (0.2 – 4.5 mU/L) in 255 (51.o%) patients 
and above normal (>4.5 mU/L) in 245 (49.0%) patients. 
Serum FT4 normal (9 – 21 pmol/L) in 196 (39.2%) patients 
and above normal (>21 pml/L) in 304 (60.8%) patients. 
Serum Prolactin level  normal (25 – 630 mU/L) in 361 
(72.2%) patients and above normal (>630 mU/L) in 139 
(27.8%) patients. 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-VI: Hormonal status of infertile women (n=500) 

In table VII shows the structural abnormalities of female 
organs (n=500). In Hysterosalpigography (HSG), there 
were seen patients with abnormal uterine cavity in 2 
(0.40%) patients, septed uterus in 21 (4.2%) patients, bicor-
nuate uterus in 76 (15.2%) patients, unicornuate uterus in 5 
(1.o%) patients and endometrial polyp in 8 (1.6%) patients. 
In Hysteroscopy, abnormal uterus was found in 6 (1.2%) 
patients, abnormal uterine cavity in 57 (11.4%) patients and 
abnormal endometrial flakes were found in 62 (12.4%) 
patients. In 65 (13.0%) patients abnormal right ostium 
were found and in 63 (12.6%) patients abnormal left ostium 
were found. During Hysteroscopy, there were found 
intrauterine adhesion in 176 (35.2%) patients, polyp in 14 
(2.8%) patients and submucus fibroid in 88 (17.6%) 
patients. During Laparoscopy, abnormal uterus were found 
in 15 (3%) patients, abnormal right fallopian tube were 
found in 166 (33.2%) patients and abnormal left fallopian 
tube were found in 171 (34.2%) patients. During Laparos-
copy, there also was found abnormal right fallopian tube  in 
185 (37.0%) patients and abnormal left fallopian tube was 
found in 188 (37.6%) patients. During laparoscopy, there 
also was found pouch of Douglas free in 315 (63%) 
patients. During dye test in laparoscopy, 288 (57.6%) 
patients were found positive and rest of the patients was 
negative that means the tubes were blocked.  
Table-VII: Structural abnormalities of female organs 
(n=500)

Table VIII 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.
Table-VIII: Semen analysis of husbands (n=500)   

Discussion:
The present study attempted to assess the determinants of 
infertility among the married couples who were attending 
the infertility outpatient department of Bangabandhu 
Sheikh Mujib Medical University, shahbagh, 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. 
Mallikarjuna M. et.al also shows in their study that rural 
couples are more sufferers in infertility than urban6. BMI 
more than 25 are 281 (56.2%) more affect fertility in 
female. Giwercman A et al. has shown the results like 
ours7. Primary infertility was significantly higher 299 
(59.8%) than secondary infertility 201 (40.2%). Similarly, 
one study by Singh K et al. in Bihar, India also shows the 
results like those of ours8. In our study, nearly 77% of 
infertile couples reported to hospital for treatment between 
2- 10 years of marriage. Singh K et al. in Bihar, India also 
shows the same presentation like ours8. Determinants of 
infertility among the female partners of the couple were 
hormonal status like FSH below normal (<3 U/L) was in 
470 (94%), LH below normal (<2 U/L) was in 480 (96%), 
TSH above normal (>4.5 mU/L) was in 245 (49%), serum 
prolactin above normal (>630 mU/L) was in 139 (27.8%) 
which corresponds with the results of infertile married 
women of India8 and Ethiopia9. Structural abnormalities of 
female organs which are the determinants of female infertil-
ity like HSG findings, Hysteroscopic findings, any patholo-
gy of uterus, laparoscopic findings of uterus, fallopian 
tubes, ovary all corresponds to the findings of Bihar, India8. 
Among the determinants of male infertility are: age, smok-
ing, obesity, alcohol and caffeinated beverages consump-
tion, stress, electronic devices, scrotal temperature, some 
drugs. Our findings of male infertility corresponds with the 
findings of Mahat et al.10. 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 Nigeria11. Bhattacharya et al. also shows the 
male factors of infertility which also corresponds to our 
study results12. One study conducted by Farhi and 
Ben-Haroush et al., also shows the similar results of male 
infertility like ours one13. Seminal fluid abnormalities 
among male partners of infertile couples in this study corre-
spond to the study of male partners of Owolabi et al., 
Ile-Ife, Nijeria14. Results of our study in socio-demographic 
characteristics also corresponds to the study of Nepal 
(Tamarkar et al 2019)15. One study in India from the demo-
graphic health survey showed the Prevalence and Potential 
Determinants of Primary Infertility in India also corre-
sponds to our study (Purakayastha et al. 2021)16.  
Conclusion: 
The present study found a good number of infertile couples 
both primary and secondary who attended in the infertility 
outpatient department of infertility unit of Gynaecology and 
Obstetrics department. Among the male partners, the deter-
minants of infertility are hormonal, structural abnormalities 
of male genitalia, abnormal sperm count in semen and 
partly psychological. Among the female partners, major 
determinants of infertility are partly hormonal, structural 

abnormalities of uterus, fallopian tubes, infection of genital 
tract and partly psychological which can be overcome by 
counseling.
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Out of 100 patients 36% patients stayed up to 3 days in 
hospital and 64% EBF patients had to stay more than 03 
days. Hospital stays of EBF babies suffering from ARI are 
shorter. 
Table-V: Hospital-stay in severe attack patients of EBF.

Out of 100 patients only 42 patients had  suffered from severe attack 
and hospital staying is less. Up to day 3 only 18 patients but 33 patients 
up to day 4 stayed in hospital.

Table-VI: Outcome of EBF baby suffering from ARI

Among the 100 EBF patients 58 were in mild attack and all 
were cured without complication. From the rest of the 42 
severe attack patients, 38 were cured, 02 died and 02 
become complicated. In total 96% patients were cured, 
02% died and 02% became complicated. 
Discussion:
Acute respiratory infection in infants is one of the major 
contributors of infant mortality and morbidity. In many 
studies, it has been shown that exclusive breast feeding is 
associated with reduced incidence of acute respiratory 
infection in infants. The present study aims to identify the 
effects of exclusive breastfeeding on frequency and 
outcome of acute respiratory infection in infants in the 
pediatric units of Rajshahi Medical College Hospital 
(RMCH). This study was carried out in the department of 
Pediatrics, Rajshahi Medical College Hospital, during the 
period of January 2013 to June 2013. In this study we 
observed that most of the EBF babies (48+28=)76% were 
coming to hospital with a history of one or two attacks of 
ARI (Table-II). In a study in Sri Lanka, in 1999 had showed 
that infants exclusively breastfed for 4 or more months had 
significantly fewer respiratory infections than infants EBF 
for 3 or fewer months. Infants who were never breastfed 
had the highest risk of hospital admission for an ARI14. 
Similar study done in Mexico in 1997 has shown that the 
probability of having an episode of ARI was higher for 
formula-fed than for EBF infants during the first 4 months 
of life. The risks for partially breastfed infants fell between 
those of formula-fed and EBF infants, suggesting a dose-re-
sponse effect of breastfeeding on risk of respiratory 
infection. The prevalence of respiratory infection was also 
found higher for formula-fed than for breastfed infants15.  
Table-III shows that only 42% EBF babies presented with 
severe attack, Nonetheless, a maximum 58% EBF baby 
present with mild attack. Any infection were less severe in 
EBF babies than who were partially breastfed or not breast-
fed at all. w.w.w.dailymail.co.uk showed that EBF babies 
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breastfed had the highest risk of hospital admission for an 
ARI9. In studies in Brazil, the Philippines, Tanzania 
mortality from acute lower respiratory infection (ALRI) 
and the relationship of lack of breastfeed was shown. The 
weighted average of the relative risk of pneumonia deaths 
due to lack of breastfeeding was 2.010. Data showed from a 
population-based study from Brazil that children <12 
months who were not breastfed had a relative risk of dying 
from ALRI of 3.6; infants who were partially breastfed had 
a relative risk of 1.611. The probability of having an episode 
of ARI was higher for formula-fed than for EBF infants 
during the first 4 months of life. The prevalence of 
respiratory tract infection was also higher for formula-fed 
than for breastfed infants12. In a study in Indonesia there 
was significant decrease in the number of days ill from 
acute respiratory infection as time spent breastfeeding was 
increased. Breastfeeding also prevents weight loss because 
of ARI13. According to the  millennium development goal, 
our fourth goal was “Reducing under five mortality by two 
–thirds” by the year 2015. ARI in infants was one of the 
contributors of infant mortality and morbidity. In many 
studies it has been shown that exclusive breast feeding is 
associated with reduced incidence of respiratory infection 
in infants. The picture of breast feeding and its association 
with acute respiratory infection in infants in this North-west 
part of Bangladesh is still undiscovered. So it is necessary 
to study on this ground which may help to take steps 
reducing the incidence of respiratory infection in infants.
Material and Methods:
This cross-sectional study was done in the department of 
pediatrics Rajshahi medical college and hospital, Rajshahi, 
during six month period from January, 2013 to June, 
2013.In this study 100 cases of infants suffering from ARI 
who were exclusively breast fed were selected. Those 
infants having clinical features of acute respiratory infection 
aged 2 months to 1 year, and both male and female infants 
were included. Age <2 months and >1 year with other 
concomitant illnesses were excluded. Information had been 
collected with informed consent of the infant’s parents. 
Detailed information was obtained in each case according 
to protocol. Complete history was taken either from accom-
panying attendants. Thorough physical examinations and 
follow up were done. All the information was recorded in 
the fixed protocol. Collected data was classified, edited, 
coded and entered into the computer for statistical analysis. 
Data were analyzed through standard statistical methods by 
using SPSS software, version 12.0 (statistical package for 
social science SPSS Inc. Chicago, USA). Standard Error 
and their “p” values were obtained to see the statistical 
significance. P value < 0.05 was considered as significant.
Results: 
Table-I: Demographic Profileof delivery (n=60).
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had suffered from less severe form of ARI than partial 
breastfed or not breastfed at all. Table-IV, V shows that 
64% EBF patients had to stay more than 03 days. Hospital 
stays in EBF babies suffering from ARI are shorter even in 
severe attacks. Infants who never received breast milk were 
more likely to have longer episodes of ARI than those of 
breastfed. A study shows evidence of a protective effect of 
breast feeding against ARI. EBF has reduced the percent-
age of days of illness and duration of individual episodes in 
breast fed infants15.  Another similar study was done in 
Bangladesh in 1997 and showed that infants exclusively 
breastfed for 4 or more months had significantly fewer 
respiratory infections than infants EBF for 3 or fewer 
months. Infants who were never breastfed had the highest 
risk of hospital admission for an ARI9. In this study, cure, 
complication and death rate is studied. It is observed that 
among 100 EBF babies, 96 babies were cured without 
complication. Only 02 babies develop complications and 02 
unfortunate deaths were found (Table-VI). EBF groups are 
associated with more cure rate and less complication rate. 
In another study in Dhaka, Bangladesh in 2001 shown that 
infants who were partially breastfed or not breastfed had a 
risk of ARI death 2.40 times greater than exclusively 
breastfed infants16. In Rwanda reported that no breastfed 
children were twice more likely to die from pneumonia 
than were breastfed children17. 
Conclusion:
Although the outcome of ARI is multi factorial (Breast 
feeding, malnutrition, LBW, chronic disease), it is certain 
that breastfeeding has an important role in incidence, sever-
ity, morbidity, mortality and outcome of ARI in infants. So, 
it is imperative to practice EBF widely with an aim to 
prevent ARI.
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