
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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tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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Introduction:
Spontaneous intracerebral hemorrhage (sICH) has an overall 
incidence of 24.6 per 100,000 patient-years and the incidence 
increases with age1.   sICH accounts for 10–15% of all strokes and 
is characterized by a 30–50% 3-month mortality rate2-4.  Intraven-
tricular hemorrhage (IVH) extension can be seen in up to 54% of 
sICH and is an independent predictor of worse outcome and 
neurological deterioration4-13. Parameters such as age, ICH 
volume, Glasgow Coma Scale (GCS) or infratentorial origin of 
hemorrhage, the presence of intraventricular hemorrhage (IVH) 
represents an established parameter independently impacting 
clinical outcomes after ICH 11,14. IVH occurs in up to 45% of ICH 
patients [5] and previous analyses have suggested an influence of 
the extent of IVH on functional outcome15,16.
In ICH patients, the most detrimental consequence of IVH is 
acute, obstructive hydrocephalus. The occurrence of hydrocepha-
lus has been shown to be an independent predictor of mortality in 
ICH patients16.
Observations from retrospective clinical series and prospective 
clinical trials have confirmed the importance of IVH as a clinical 
factor associated with poor outcomes including coma, mortality, 
and long-term functional impairment. The presence of intraven-
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Abstract
Introduction: Laparoscopic cholecystectomy has been performed for decades and is a fairly standardized procedure 
throughout the world. Occlusion of the cystic duct is popularly done with the help of metal clips. There are many other 
techniques described in the literature to deal with occlusion of the Cystic Duct. Suture ligation of the duct is one such 
way.To evaluate the effectiveness in term of cost, safety, and complication in occlusion of cystic duct with suture 
ligation compared to clip application. Materials and Methods: A prospective cross sectional comparative study was 
carried out From June 2020 to November 2020. Data were collected from 80 patients undergone laparoscopic 
cholecystectomy for Gall stone diseases. 40 patients were enrolled in each group by consecutive purposive sampling. 
Complete history was taken. Thorough clinical examination was done. Relevant investigations report was collected. 
Results: Female patients were predominant in both groups and most of the patients were underweight. Mean time for 
ligation was more in occlusion of cystic duct with clip application. Bile leakage was found and duration of drain in 
situ was more in occlusion with clip application. Cost was high in occlusion with clip application.  Conclusion: : Time 
for ligation, Bile leakage, mean duration of drain in situ (days), and cost of Cystic Duct occlusion and port closure 
were significantly higher in Laparoscopic Cholecystectomy with conventional Clip application of Cystic Duct group in 
comparison to Laparoscopic Cholecystectomy with ligation of the Cystic duct with no-1vicryl by extra corporeal 
knotting group.
Keywords: Laparoscopic cholecystectomy, metal clips application, suture ligation of cystic duct.
Number of Tables:  07; Number of References: 20; Number of Correspondences: 04.

Introduction: 
Laparoscopic cholecystectomy is accepted as the ‘’gold standard’’ 
surgical treatment of gall stone diseases due to its optimal 
postoperative results and enhanced quality of life1,2. 
Cholecystectomy is the second most commonly performed 
intra-abdominal operation worldwide after appendicectomy3. It is 
the commonest performed laparoscopy worldwide4.  Compared with 
open cholecystectomy, laparoscopic cholecystectomy has improved 
surgical outcome in terms of reduce pain, shorter hospital stay, 
quicker return of normal activity and improved cosmetic outcome5. 
During laparoscopic cholecystectomy it is important to identify the 
structures of callot’s triangle at the time of cystic duct isolation. 
Cystic duct occlusion can be done with clips, intra or extra corporeal 
ligation, harmonic scalpel or ligasure6. The main pitfall of metal clips 
are clip failure (dislodge, slippage or migration), bile leakage and 
common bile duct injury7-11. One reason of bile leakage is laceration 
of cystic duct by metal clips12. This is because of ability of the metal 
clip to conduct electricity causing a cut in the cystic duct or cause 
necrosis of clamped tissue13.  Rarely the metal clips can erode into 
the cystic duct and migrate in to common bile duct. Such migration 
of clips can act as a nidus for stone in common bile duct14. These 
disadvantages limited the worldwide use of metal clips in surgical 
procedures5. Alternative techniques have included the use of 
absorbable clips and harmonic scalpel. These are, however, more 
expensive, not readily available and used infrequently15. In contrast, 
these complications are not encountered with open cholecystectomy 
using thread to ligate the duct5. It is now possible, with increasing 
experience in advanced laparoscopic technique, to safely occlude 
cystic duct with ligature as an alternative to clips6,16. Therefore, the 

purpose of the present study is to evaluate the effectiveness 
in terms of intra operative complications, operative time, 
post-operative complications and cost effectiveness in both 
groups.
Materials and Methods: 
This prospective cross sectional comparative study was 
conducted between June 2020 to November 2020 at Depart-
ment of Surgery, Cumilla Medical College, Cumilla. 
Sample were collected by Consecutive purposive sampling 
method. Patient who undergone laparoscopic cholecystecto-
my for Gall stone diseases with short and wide cystic duct 
were selected for study. Exclusion criteria were – choledo-
cholithiasis, previous Upper abdominal surgeries, comor-
bidities like CLD, ascites & coagulopathy, anaesthetic 
fitness with ASA grading of 3 and above. All patients 
received preoperative medication. General anesthesia was 
applied for all patients. In group A, clip was applied over the 
cystic duct and artery. In group B, after creating a window 
extra corporeal meltzer knot was applied for both cystic 
duct and artery. informed written consent were taken from 
each patient or from his/her legal guardian. Data collection 
was done by face-to-face interview using a standard 
questionnaire by the researchers. Then the patients were 
examined by the researcher for certain signs and those were 
recorded in the check-list. Investigations were done for 
supporting the diagnoses. According to the participants’ 
understanding level, sometimes the questions were 
described in the native language so that the patients can 
understand the questions perfectly and answer accurately. 
Data was process and analyses using SPSS (Statistical 
Package for Social Sciences) software version 23. The chi- 
square test and student “t” test was used to analyze the 
significance level of p<0.05. Continuous scale data was 
presented as mean standard deviation and Categorical data 
was presented as number percentage. Unpaired t-test was 
used for continuous variables and Chi square test was used 
for categorical variables. The summarize data was present in 
the table and chart. The study was approved by the Institu-
tional Review Board (IRB) of National Institute of Neuro-
science (NINS).
Results:
In group A majority 10(25.0%) patients belonged to age 
group 31-40 years and 17(42.5%) in group B. The mean age 
was 39.97±13.50 years in group A and 40.12±9.67 years in 
group B(Table-I). Female patients were predominant in 
both groups. Based on calculated BMI, most of the patients 
were underweight in both groups that was 15(37.5%) in 
group A and 16(40.0%) in group B Healthy was 14(35.0%) 
and 13(32.5%) in group A and group B respectively. The 
difference was not statistically significant (p>0.05) between 
two group (Table-II). 
Post operative complications shows statistically significant 
difference in group A and group B. Slippage of clip or 
ligature was 5(12.5%) in group A and none in group B 
(Table-III). Spillage of bile was 3(5.0%) in group A and 
2(5.0%) in group B. The difference was not statistically 
significant. Mean time for ligation was significantly more in  

group A (2.48±0.30 minutes) than in group B (1.55±0.25 
minutes) (Table-IV). Bile leakage was found in 4(10.0%) in 
group A but not fund in group B. Duration of drain in situ 
was 5.4±1.2 days and 4.1±1.1 days in group B. Bile leakage 
and duration of drain in situ was statistically significant 
(p<0.05) between two groups (Table-V). Readmission after 
discharge was found in 3(7.5%) in group A and 2(5.0%) in 
group B which was not statistically significant (Table-VI). 
Table 3.9 shows that cost of Cystic Duct occlusion and port 
closure was 947.3±26.2 taka in group A and 400 taka in 
group B. The difference was statistically significant 
(p<0.05) (Table-VII).

s=significant; ns=not significant; P value reached from Chi square test

Discussion:
The present study revealed that the majority 10 (25.0%) patients 
belonged to age group 31-40 years in group A and 17 (42.5%) in group 
B. The mean age was 39.97±13.50 years in group A and 40.12±9.67 
years in group B. The difference was not statistically significant. Riaz et 
al.17 observed that the mean age of the patient was 40.3±11.9 years and 
38.3±10.8 years in laparoscopic cholecystectomy with metal clips 
group and intracorporeal ligation group respectively. Sharma et al.5 
reported the mean age in their study was 44.26 years in clip group and 
47.32 years in ligature group. In this study showed that female patients 
were predominant in both groups, that was 32(80.0%) in group A and 
31(77.5%) in group B. The difference was not statistically significant. 
Prabu et al.3 reported total of 70 patients were included in the study. 
67% of the patients were female and 33% were male. Sharma et al.5 

reported female predominance in both clip (70%) and ligature groups 
(74%). Saha et al.6 observed most of the patients were female (80.0%). 
This study observed that mean time for ligation was 2.48±0.30 minutes 
in group A and 1.55±0.25 minutes in group B. The difference was 
statistically significant (p<0.05) between two group. Riaz et al.17 
reported that the mean operating time in metal clip group was 2.53 + 
0.5 minutes compared to intracorporeal ligation group which was 
4.79±1.5 minutes. 
However, the study also showed that slippage of clip or ligature was 
5(12.5%) in group A and none in group B. The difference was statisti-
cally significant (p>0.05) between two groups. 
In this study showed that bile leakage was found in 4(10.0%) in group 
A but not found in group B. Duration of drain in situ was 5.4±1.2 days 
in group A and 4.1±1.1 days in group B. Bile leakage and duration of 
drain in situ was statistically significant (p<0.05) between two groups. 
The result of our study regarding bile leakage was comparable with the 
study done by Talebpour and Panahi.18 That study concluded that 
ligation by suturing is effective in decreasing the risk of bile duct 
trauma and bile leakage. The result of our study was further supported 
by Rajra et al.12 in MMU Hospital India. Bile leakage was 6% in clip 
group vs 3% in knot group. In a study conducted in Fort Prajaksi 
lapakoun hospital, Thailand by Jongsiri7 showed that intracorporeal 
ligation in laparoscopic cholecystectomy was feasible, economical and 
safe. Leo et al.19 reported In the MC group, three patients had post-oper-
ative bile leak from the CD stump and two had injury to the common 
bile duct. Compared to MC, it is observed that the use of absorbable 
locking clips shows a lesser incidence in bile leak post-operatively. 
Sharma et al.5 observed majority of patients in group 1, 46(92%) were 
discharge on 5th and 7th day while in group 2nd 31(62%) were 
discharge on beyond 7th day. This difference between two groups was 
highly significant. In present study showed that cost of  CD occlusion 
and port closure was 947.3±26.2 taka in group A and 400 taka in group 
B. The difference was statistically significant (p<0.05). In Prabu et al.3 
study, the cost of polyglactin suture was much cheaper than that of 
titanium clips used for the cystic duct and artery. For the suture material 
used during the study, the price was only 250-300 rupees (3.51-4.21 $), 
whereas for the titanium clips used for clipping it was far higher, 
reaching 790-1000 rupees (12.28-15.55 $). This suggests that the use of 
suture for ligation is a very cost-effective and economic option for 
ligation. Singal et al.20 reported that the cost of material for silk suture 
(40-60 Rupees or 0.62–0.92 $) is definitely much lower than that for 
Liga clips (790-1000 Rupees or 12.28–15.55 $).
Conclusion:
Female patients were predominant in both groups and most of the 
patients were underweight. All patients had drain placement in both 
groups and slippage of clip or ligature were significantly higher in 
Laparoscopic Cholecystectomy with conventional Clip application of 
Cystic Duct. Time for ligation, Bile leakage, mean duration of drain in 

10. Shea JA, Healey MJ, Berlin JA, Clarke JR, Malet PF, Staroscik RN, 
et al. Mortality and complications associated with laparoscopic cholecys-
tectomy. A meta-analysis. Annals of surgery. 1996;224(5):609.
https://doi.org/10.1097/00000658-199611000-00005
PMid:8916876 PMCid:PMC1235438 
11. Unger SW, Glick GL, Landeros M. Cystic Duct Leak Study Group. 
Cystic duct leak after laparoscopic cholecystectomy. Surgical endoscopy. 
1996; 10(12):1189-93.
https://doi.org/10.1007/s004649900276
PMid:8939840 
12. Rajra A, Gupta M, Agnihotri L. 2016 Comparing outcome of patients 
in laparascopic cholecystectomy by usingclips vs ligation for cystic duct 
occlusion. Sch J App Med Sci. 2016;4(4D):1418-23. 
13. Miroshnik M, Saafan A, Koh S, Farlow J, Neophyton J, Lizzio J, et 
al. Biliary tract injury in laparoscopic cholecystectomy: results of a single 
unit. ANZ journal of surgery. 2002;72(12):867-70.
https://doi.org/10.1046/j.1445-2197.2002.02587.x
PMid:12485222 
14. Chong VH, Chong CF. Biliary complications secondary to post-cho-
lecystectomy clip migration: A review of 69 cases. J Gastroenterol Surg. 
2010;14(4):688-96.
https://doi.org/10.1007/s11605-009-1131-0
PMid:20049550 
15. Ahmed AE. New technique of clipless laparascopic cholecystectomy. 
Surg Sci. 2012;3. 
16. Zaidi AH, Halim A, Azami R, Rana SH, Naqvi S, Shan A. Complica-
tions in Laparoscopic Cholecystectomy. APMC. 2015;9(2):57-65. 
17. Riaz O, Riaz MF, Rehan A. Metal Clips Versus Intracorporeal 
Ligation for Cystic Duct Occlusion in Laparoscopic Cholecystectomy. 
APMC. 2017;11(2):165-68. 
18. Talebpour M, Panahi M. New Aspects in Laparoscopic Cholecystec-
tomy. J Lap Surg Tech. 2007;17(3):290-95.
https://doi.org/10.1089/lap.2006.0090
PMid:17570772 
19. Leo XLJ, Saravanan S, Muthukumar RP, Aishwarya CVL, Pai VM. 
Comparing the Efficacy of Clipping versus Suture Ligation of the Cystic 
Duct in Laparoscoic Cholecystectomy: A Prospective Study. Int J Sci 
Stud. 2016;4(6):130-32. 
20. Singal R, Sharma A, Zaman M. The Safety and Efficacy of Clipless 
versus Conventional Laparoscopic Cholecystectomy - our Experience in 
an Indian Rural Center. MAEDICA - a Journal of Clinical Medicine. 
2018; 13(1): 44-50.
https://doi.org/10.26574/maedica.2018.13.1.44

situ (days), and cost of CD occlusion and port closure were significantly 
higher in Laparoscopic Cholecystectomy with conventional Clip 
application of Cystic Duct group in comparison to Laparoscopic 
Cholecystectomy with ligation of the Cystic duct with no-1vicryl by 
extra corporeal knotting group.
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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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tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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Introduction:
Spontaneous intracerebral hemorrhage (sICH) has an overall 
incidence of 24.6 per 100,000 patient-years and the incidence 
increases with age1.   sICH accounts for 10–15% of all strokes and 
is characterized by a 30–50% 3-month mortality rate2-4.  Intraven-
tricular hemorrhage (IVH) extension can be seen in up to 54% of 
sICH and is an independent predictor of worse outcome and 
neurological deterioration4-13. Parameters such as age, ICH 
volume, Glasgow Coma Scale (GCS) or infratentorial origin of 
hemorrhage, the presence of intraventricular hemorrhage (IVH) 
represents an established parameter independently impacting 
clinical outcomes after ICH 11,14. IVH occurs in up to 45% of ICH 
patients [5] and previous analyses have suggested an influence of 
the extent of IVH on functional outcome15,16.
In ICH patients, the most detrimental consequence of IVH is 
acute, obstructive hydrocephalus. The occurrence of hydrocepha-
lus has been shown to be an independent predictor of mortality in 
ICH patients16.
Observations from retrospective clinical series and prospective 
clinical trials have confirmed the importance of IVH as a clinical 
factor associated with poor outcomes including coma, mortality, 
and long-term functional impairment. The presence of intraven-
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Cystic duct occlusion in Lap chole, suture ligation vs metallic clip application                   Chowdhury, et al.

purpose of the present study is to evaluate the effectiveness 
in terms of intra operative complications, operative time, 
post-operative complications and cost effectiveness in both 
groups.
Materials and Methods: 
This prospective cross sectional comparative study was 
conducted between June 2020 to November 2020 at Depart-
ment of Surgery, Cumilla Medical College, Cumilla. 
Sample were collected by Consecutive purposive sampling 
method. Patient who undergone laparoscopic cholecystecto-
my for Gall stone diseases with short and wide cystic duct 
were selected for study. Exclusion criteria were – choledo-
cholithiasis, previous Upper abdominal surgeries, comor-
bidities like CLD, ascites & coagulopathy, anaesthetic 
fitness with ASA grading of 3 and above. All patients 
received preoperative medication. General anesthesia was 
applied for all patients. In group A, clip was applied over the 
cystic duct and artery. In group B, after creating a window 
extra corporeal meltzer knot was applied for both cystic 
duct and artery. informed written consent were taken from 
each patient or from his/her legal guardian. Data collection 
was done by face-to-face interview using a standard 
questionnaire by the researchers. Then the patients were 
examined by the researcher for certain signs and those were 
recorded in the check-list. Investigations were done for 
supporting the diagnoses. According to the participants’ 
understanding level, sometimes the questions were 
described in the native language so that the patients can 
understand the questions perfectly and answer accurately. 
Data was process and analyses using SPSS (Statistical 
Package for Social Sciences) software version 23. The chi- 
square test and student “t” test was used to analyze the 
significance level of p<0.05. Continuous scale data was 
presented as mean standard deviation and Categorical data 
was presented as number percentage. Unpaired t-test was 
used for continuous variables and Chi square test was used 
for categorical variables. The summarize data was present in 
the table and chart. The study was approved by the Institu-
tional Review Board (IRB) of National Institute of Neuro-
science (NINS).
Results:
In group A majority 10(25.0%) patients belonged to age 
group 31-40 years and 17(42.5%) in group B. The mean age 
was 39.97±13.50 years in group A and 40.12±9.67 years in 
group B(Table-I). Female patients were predominant in 
both groups. Based on calculated BMI, most of the patients 
were underweight in both groups that was 15(37.5%) in 
group A and 16(40.0%) in group B Healthy was 14(35.0%) 
and 13(32.5%) in group A and group B respectively. The 
difference was not statistically significant (p>0.05) between 
two group (Table-II). 
Post operative complications shows statistically significant 
difference in group A and group B. Slippage of clip or 
ligature was 5(12.5%) in group A and none in group B 
(Table-III). Spillage of bile was 3(5.0%) in group A and 
2(5.0%) in group B. The difference was not statistically 
significant. Mean time for ligation was significantly more in  

group A (2.48±0.30 minutes) than in group B (1.55±0.25 
minutes) (Table-IV). Bile leakage was found in 4(10.0%) in 
group A but not fund in group B. Duration of drain in situ 
was 5.4±1.2 days and 4.1±1.1 days in group B. Bile leakage 
and duration of drain in situ was statistically significant 
(p<0.05) between two groups (Table-V). Readmission after 
discharge was found in 3(7.5%) in group A and 2(5.0%) in 
group B which was not statistically significant (Table-VI). 
Table 3.9 shows that cost of Cystic Duct occlusion and port 
closure was 947.3±26.2 taka in group A and 400 taka in 
group B. The difference was statistically significant 
(p<0.05) (Table-VII).

s=significant; ns=not significant; P value reached from Chi square test

Discussion:
The present study revealed that the majority 10 (25.0%) patients 
belonged to age group 31-40 years in group A and 17 (42.5%) in group 
B. The mean age was 39.97±13.50 years in group A and 40.12±9.67 
years in group B. The difference was not statistically significant. Riaz et 
al.17 observed that the mean age of the patient was 40.3±11.9 years and 
38.3±10.8 years in laparoscopic cholecystectomy with metal clips 
group and intracorporeal ligation group respectively. Sharma et al.5 
reported the mean age in their study was 44.26 years in clip group and 
47.32 years in ligature group. In this study showed that female patients 
were predominant in both groups, that was 32(80.0%) in group A and 
31(77.5%) in group B. The difference was not statistically significant. 
Prabu et al.3 reported total of 70 patients were included in the study. 
67% of the patients were female and 33% were male. Sharma et al.5 

reported female predominance in both clip (70%) and ligature groups 
(74%). Saha et al.6 observed most of the patients were female (80.0%). 
This study observed that mean time for ligation was 2.48±0.30 minutes 
in group A and 1.55±0.25 minutes in group B. The difference was 
statistically significant (p<0.05) between two group. Riaz et al.17 
reported that the mean operating time in metal clip group was 2.53 + 
0.5 minutes compared to intracorporeal ligation group which was 
4.79±1.5 minutes. 
However, the study also showed that slippage of clip or ligature was 
5(12.5%) in group A and none in group B. The difference was statisti-
cally significant (p>0.05) between two groups. 
In this study showed that bile leakage was found in 4(10.0%) in group 
A but not found in group B. Duration of drain in situ was 5.4±1.2 days 
in group A and 4.1±1.1 days in group B. Bile leakage and duration of 
drain in situ was statistically significant (p<0.05) between two groups. 
The result of our study regarding bile leakage was comparable with the 
study done by Talebpour and Panahi.18 That study concluded that 
ligation by suturing is effective in decreasing the risk of bile duct 
trauma and bile leakage. The result of our study was further supported 
by Rajra et al.12 in MMU Hospital India. Bile leakage was 6% in clip 
group vs 3% in knot group. In a study conducted in Fort Prajaksi 
lapakoun hospital, Thailand by Jongsiri7 showed that intracorporeal 
ligation in laparoscopic cholecystectomy was feasible, economical and 
safe. Leo et al.19 reported In the MC group, three patients had post-oper-
ative bile leak from the CD stump and two had injury to the common 
bile duct. Compared to MC, it is observed that the use of absorbable 
locking clips shows a lesser incidence in bile leak post-operatively. 
Sharma et al.5 observed majority of patients in group 1, 46(92%) were 
discharge on 5th and 7th day while in group 2nd 31(62%) were 
discharge on beyond 7th day. This difference between two groups was 
highly significant. In present study showed that cost of  CD occlusion 
and port closure was 947.3±26.2 taka in group A and 400 taka in group 
B. The difference was statistically significant (p<0.05). In Prabu et al.3 
study, the cost of polyglactin suture was much cheaper than that of 
titanium clips used for the cystic duct and artery. For the suture material 
used during the study, the price was only 250-300 rupees (3.51-4.21 $), 
whereas for the titanium clips used for clipping it was far higher, 
reaching 790-1000 rupees (12.28-15.55 $). This suggests that the use of 
suture for ligation is a very cost-effective and economic option for 
ligation. Singal et al.20 reported that the cost of material for silk suture 
(40-60 Rupees or 0.62–0.92 $) is definitely much lower than that for 
Liga clips (790-1000 Rupees or 12.28–15.55 $).
Conclusion:
Female patients were predominant in both groups and most of the 
patients were underweight. All patients had drain placement in both 
groups and slippage of clip or ligature were significantly higher in 
Laparoscopic Cholecystectomy with conventional Clip application of 
Cystic Duct. Time for ligation, Bile leakage, mean duration of drain in 

10. Shea JA, Healey MJ, Berlin JA, Clarke JR, Malet PF, Staroscik RN, 
et al. Mortality and complications associated with laparoscopic cholecys-
tectomy. A meta-analysis. Annals of surgery. 1996;224(5):609.
https://doi.org/10.1097/00000658-199611000-00005
PMid:8916876 PMCid:PMC1235438 
11. Unger SW, Glick GL, Landeros M. Cystic Duct Leak Study Group. 
Cystic duct leak after laparoscopic cholecystectomy. Surgical endoscopy. 
1996; 10(12):1189-93.
https://doi.org/10.1007/s004649900276
PMid:8939840 
12. Rajra A, Gupta M, Agnihotri L. 2016 Comparing outcome of patients 
in laparascopic cholecystectomy by usingclips vs ligation for cystic duct 
occlusion. Sch J App Med Sci. 2016;4(4D):1418-23. 
13. Miroshnik M, Saafan A, Koh S, Farlow J, Neophyton J, Lizzio J, et 
al. Biliary tract injury in laparoscopic cholecystectomy: results of a single 
unit. ANZ journal of surgery. 2002;72(12):867-70.
https://doi.org/10.1046/j.1445-2197.2002.02587.x
PMid:12485222 
14. Chong VH, Chong CF. Biliary complications secondary to post-cho-
lecystectomy clip migration: A review of 69 cases. J Gastroenterol Surg. 
2010;14(4):688-96.
https://doi.org/10.1007/s11605-009-1131-0
PMid:20049550 
15. Ahmed AE. New technique of clipless laparascopic cholecystectomy. 
Surg Sci. 2012;3. 
16. Zaidi AH, Halim A, Azami R, Rana SH, Naqvi S, Shan A. Complica-
tions in Laparoscopic Cholecystectomy. APMC. 2015;9(2):57-65. 
17. Riaz O, Riaz MF, Rehan A. Metal Clips Versus Intracorporeal 
Ligation for Cystic Duct Occlusion in Laparoscopic Cholecystectomy. 
APMC. 2017;11(2):165-68. 
18. Talebpour M, Panahi M. New Aspects in Laparoscopic Cholecystec-
tomy. J Lap Surg Tech. 2007;17(3):290-95.
https://doi.org/10.1089/lap.2006.0090
PMid:17570772 
19. Leo XLJ, Saravanan S, Muthukumar RP, Aishwarya CVL, Pai VM. 
Comparing the Efficacy of Clipping versus Suture Ligation of the Cystic 
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situ (days), and cost of CD occlusion and port closure were significantly 
higher in Laparoscopic Cholecystectomy with conventional Clip 
application of Cystic Duct group in comparison to Laparoscopic 
Cholecystectomy with ligation of the Cystic duct with no-1vicryl by 
extra corporeal knotting group.
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Table I: Distribution of the study patients by age (n=80) 

Age (years)
 

Group A
 (n=40)

 

Group B
 (n=40)

 

P value
 

n

 

%

 

n

 

%

 ≤20 3 7.5 2 5.0 
 21- 30 8 20.0 7 17.5 
 31-40 10 25.0 17 42.5 
 41- 50 6 15.0 7 17.5 
 51-60 9 22.5 5 12.5 
 >60 4 10.0 2 5.0 
 Mean±SD

 

39.97±13.50 40.12±9.67 0.954ns

 

Table II: Distribution of the study patients by BMI (n=80)
 

 

Body mass index (kg/m2 ) Group A 

(n=40) 

Group B 

(n=40) 

P value 

n % n % 

Underweight (≤18.4 
kg/m2 ) 

15 37.5 16 40.0  

Healthy (18.5 - 22.9 kg/m2) 14 35.0 13 32.5 

0.928ns
 

Overweight (23 -24.9 
kg/m 2) 

9 22.5 10 25.0 

Obese (≥25 kg/m2 ) 2 5.0 1 2.5 

ns=not significant 
P value reached from Chi square test 

 

 

Table III: Distribution of the study patients by operative
complications (n=80)
Operative complications Group A 

(n=40) 
Group B 

(n=40) 
P value 

n % n % 
Conversion 0 0.0 0 0.0 - 

Spillage of bile 3 7.5 2 5.0 0.644 ns 

Bleeding from cystic artery 2 5.0 1 2.5 0.556 ns 

Cystic duct injury 1 2.5 0 0.0 3.15 ns 

Bile duct injury 1 2.5 0 0.0 0.152 ns 

Slippage of clip or ligature 5 12.5 0 0.0 0.020 s 

Drain placement 40 100.0 40 100.0 - 

 



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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tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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Introduction:
Spontaneous intracerebral hemorrhage (sICH) has an overall 
incidence of 24.6 per 100,000 patient-years and the incidence 
increases with age1.   sICH accounts for 10–15% of all strokes and 
is characterized by a 30–50% 3-month mortality rate2-4.  Intraven-
tricular hemorrhage (IVH) extension can be seen in up to 54% of 
sICH and is an independent predictor of worse outcome and 
neurological deterioration4-13. Parameters such as age, ICH 
volume, Glasgow Coma Scale (GCS) or infratentorial origin of 
hemorrhage, the presence of intraventricular hemorrhage (IVH) 
represents an established parameter independently impacting 
clinical outcomes after ICH 11,14. IVH occurs in up to 45% of ICH 
patients [5] and previous analyses have suggested an influence of 
the extent of IVH on functional outcome15,16.
In ICH patients, the most detrimental consequence of IVH is 
acute, obstructive hydrocephalus. The occurrence of hydrocepha-
lus has been shown to be an independent predictor of mortality in 
ICH patients16.
Observations from retrospective clinical series and prospective 
clinical trials have confirmed the importance of IVH as a clinical 
factor associated with poor outcomes including coma, mortality, 
and long-term functional impairment. The presence of intraven-
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purpose of the present study is to evaluate the effectiveness 
in terms of intra operative complications, operative time, 
post-operative complications and cost effectiveness in both 
groups.
Materials and Methods: 
This prospective cross sectional comparative study was 
conducted between June 2020 to November 2020 at Depart-
ment of Surgery, Cumilla Medical College, Cumilla. 
Sample were collected by Consecutive purposive sampling 
method. Patient who undergone laparoscopic cholecystecto-
my for Gall stone diseases with short and wide cystic duct 
were selected for study. Exclusion criteria were – choledo-
cholithiasis, previous Upper abdominal surgeries, comor-
bidities like CLD, ascites & coagulopathy, anaesthetic 
fitness with ASA grading of 3 and above. All patients 
received preoperative medication. General anesthesia was 
applied for all patients. In group A, clip was applied over the 
cystic duct and artery. In group B, after creating a window 
extra corporeal meltzer knot was applied for both cystic 
duct and artery. informed written consent were taken from 
each patient or from his/her legal guardian. Data collection 
was done by face-to-face interview using a standard 
questionnaire by the researchers. Then the patients were 
examined by the researcher for certain signs and those were 
recorded in the check-list. Investigations were done for 
supporting the diagnoses. According to the participants’ 
understanding level, sometimes the questions were 
described in the native language so that the patients can 
understand the questions perfectly and answer accurately. 
Data was process and analyses using SPSS (Statistical 
Package for Social Sciences) software version 23. The chi- 
square test and student “t” test was used to analyze the 
significance level of p<0.05. Continuous scale data was 
presented as mean standard deviation and Categorical data 
was presented as number percentage. Unpaired t-test was 
used for continuous variables and Chi square test was used 
for categorical variables. The summarize data was present in 
the table and chart. The study was approved by the Institu-
tional Review Board (IRB) of National Institute of Neuro-
science (NINS).
Results:
In group A majority 10(25.0%) patients belonged to age 
group 31-40 years and 17(42.5%) in group B. The mean age 
was 39.97±13.50 years in group A and 40.12±9.67 years in 
group B(Table-I). Female patients were predominant in 
both groups. Based on calculated BMI, most of the patients 
were underweight in both groups that was 15(37.5%) in 
group A and 16(40.0%) in group B Healthy was 14(35.0%) 
and 13(32.5%) in group A and group B respectively. The 
difference was not statistically significant (p>0.05) between 
two group (Table-II). 
Post operative complications shows statistically significant 
difference in group A and group B. Slippage of clip or 
ligature was 5(12.5%) in group A and none in group B 
(Table-III). Spillage of bile was 3(5.0%) in group A and 
2(5.0%) in group B. The difference was not statistically 
significant. Mean time for ligation was significantly more in  

group A (2.48±0.30 minutes) than in group B (1.55±0.25 
minutes) (Table-IV). Bile leakage was found in 4(10.0%) in 
group A but not fund in group B. Duration of drain in situ 
was 5.4±1.2 days and 4.1±1.1 days in group B. Bile leakage 
and duration of drain in situ was statistically significant 
(p<0.05) between two groups (Table-V). Readmission after 
discharge was found in 3(7.5%) in group A and 2(5.0%) in 
group B which was not statistically significant (Table-VI). 
Table 3.9 shows that cost of Cystic Duct occlusion and port 
closure was 947.3±26.2 taka in group A and 400 taka in 
group B. The difference was statistically significant 
(p<0.05) (Table-VII).

s=significant; ns=not significant; P value reached from Chi square test

Discussion:
The present study revealed that the majority 10 (25.0%) patients 
belonged to age group 31-40 years in group A and 17 (42.5%) in group 
B. The mean age was 39.97±13.50 years in group A and 40.12±9.67 
years in group B. The difference was not statistically significant. Riaz et 
al.17 observed that the mean age of the patient was 40.3±11.9 years and 
38.3±10.8 years in laparoscopic cholecystectomy with metal clips 
group and intracorporeal ligation group respectively. Sharma et al.5 
reported the mean age in their study was 44.26 years in clip group and 
47.32 years in ligature group. In this study showed that female patients 
were predominant in both groups, that was 32(80.0%) in group A and 
31(77.5%) in group B. The difference was not statistically significant. 
Prabu et al.3 reported total of 70 patients were included in the study. 
67% of the patients were female and 33% were male. Sharma et al.5 

reported female predominance in both clip (70%) and ligature groups 
(74%). Saha et al.6 observed most of the patients were female (80.0%). 
This study observed that mean time for ligation was 2.48±0.30 minutes 
in group A and 1.55±0.25 minutes in group B. The difference was 
statistically significant (p<0.05) between two group. Riaz et al.17 
reported that the mean operating time in metal clip group was 2.53 + 
0.5 minutes compared to intracorporeal ligation group which was 
4.79±1.5 minutes. 
However, the study also showed that slippage of clip or ligature was 
5(12.5%) in group A and none in group B. The difference was statisti-
cally significant (p>0.05) between two groups. 
In this study showed that bile leakage was found in 4(10.0%) in group 
A but not found in group B. Duration of drain in situ was 5.4±1.2 days 
in group A and 4.1±1.1 days in group B. Bile leakage and duration of 
drain in situ was statistically significant (p<0.05) between two groups. 
The result of our study regarding bile leakage was comparable with the 
study done by Talebpour and Panahi.18 That study concluded that 
ligation by suturing is effective in decreasing the risk of bile duct 
trauma and bile leakage. The result of our study was further supported 
by Rajra et al.12 in MMU Hospital India. Bile leakage was 6% in clip 
group vs 3% in knot group. In a study conducted in Fort Prajaksi 
lapakoun hospital, Thailand by Jongsiri7 showed that intracorporeal 
ligation in laparoscopic cholecystectomy was feasible, economical and 
safe. Leo et al.19 reported In the MC group, three patients had post-oper-
ative bile leak from the CD stump and two had injury to the common 
bile duct. Compared to MC, it is observed that the use of absorbable 
locking clips shows a lesser incidence in bile leak post-operatively. 
Sharma et al.5 observed majority of patients in group 1, 46(92%) were 
discharge on 5th and 7th day while in group 2nd 31(62%) were 
discharge on beyond 7th day. This difference between two groups was 
highly significant. In present study showed that cost of  CD occlusion 
and port closure was 947.3±26.2 taka in group A and 400 taka in group 
B. The difference was statistically significant (p<0.05). In Prabu et al.3 
study, the cost of polyglactin suture was much cheaper than that of 
titanium clips used for the cystic duct and artery. For the suture material 
used during the study, the price was only 250-300 rupees (3.51-4.21 $), 
whereas for the titanium clips used for clipping it was far higher, 
reaching 790-1000 rupees (12.28-15.55 $). This suggests that the use of 
suture for ligation is a very cost-effective and economic option for 
ligation. Singal et al.20 reported that the cost of material for silk suture 
(40-60 Rupees or 0.62–0.92 $) is definitely much lower than that for 
Liga clips (790-1000 Rupees or 12.28–15.55 $).
Conclusion:
Female patients were predominant in both groups and most of the 
patients were underweight. All patients had drain placement in both 
groups and slippage of clip or ligature were significantly higher in 
Laparoscopic Cholecystectomy with conventional Clip application of 
Cystic Duct. Time for ligation, Bile leakage, mean duration of drain in 
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situ (days), and cost of CD occlusion and port closure were significantly 
higher in Laparoscopic Cholecystectomy with conventional Clip 
application of Cystic Duct group in comparison to Laparoscopic 
Cholecystectomy with ligation of the Cystic duct with no-1vicryl by 
extra corporeal knotting group.
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Table IV: Time for ligation of the study patients (n=80) 
 

 Group A 

(n=40) 

Group B 

(n=40) 

P value 

mean ±SD ±SDmean 

Time for ligation (minutes) 2.48±0.30 1.55±0.25 0.001s 

s=significant; P value reached from unpaired t- test 

 

Table V: Distribution of the study patients post operative
variables (n=80)

 

 

Post operative variables Group A 

(n=40) 
Group B  

(n=40) 
P value  

Bile leakage (n, %) 
4 (10.0) 0 (0.0) 0.040s 

Hospital stay (days) mean±SD 
2.5 ±0.4 2.4 ±0.5 0.326ns 

Duration of drain in situ (days) 
mean±SD 

5.4 ±1.2 4.1. ±1.1 0.001s 

s=significant; ns=not significant; P value reached from
Chi square test and unpaired t-test 

 

 

 
Table VI: Distribution of the study patient’s readmission
after discharge 

 

Readmission after 
discharge 

Group A 

(n=40) 

Group B 

(n=40) 

P value 

n % n % 
Yes 3 7.5 2 5.0 

0.644ns
 

No 37 92.5 38 95.0 
ns=not significant; P value reached from Chi square test  

Table VII: Cost of CD occlusion and port closure
 

 

Cost of CD 

occlusion and port 

closure  

Clip application (5 -8 

clips)  

and suture (used for 

port closure) 

Extra - corporeal 

ligation + port closure  

(1 suture is used) 

P 

value 

Mean±SD 947.3±26.2 400±0.0 0.001s 

s=significant; P value reached from unpaired t- test 



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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tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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Introduction:
Spontaneous intracerebral hemorrhage (sICH) has an overall 
incidence of 24.6 per 100,000 patient-years and the incidence 
increases with age1.   sICH accounts for 10–15% of all strokes and 
is characterized by a 30–50% 3-month mortality rate2-4.  Intraven-
tricular hemorrhage (IVH) extension can be seen in up to 54% of 
sICH and is an independent predictor of worse outcome and 
neurological deterioration4-13. Parameters such as age, ICH 
volume, Glasgow Coma Scale (GCS) or infratentorial origin of 
hemorrhage, the presence of intraventricular hemorrhage (IVH) 
represents an established parameter independently impacting 
clinical outcomes after ICH 11,14. IVH occurs in up to 45% of ICH 
patients [5] and previous analyses have suggested an influence of 
the extent of IVH on functional outcome15,16.
In ICH patients, the most detrimental consequence of IVH is 
acute, obstructive hydrocephalus. The occurrence of hydrocepha-
lus has been shown to be an independent predictor of mortality in 
ICH patients16.
Observations from retrospective clinical series and prospective 
clinical trials have confirmed the importance of IVH as a clinical 
factor associated with poor outcomes including coma, mortality, 
and long-term functional impairment. The presence of intraven-

purpose of the present study is to evaluate the effectiveness 
in terms of intra operative complications, operative time, 
post-operative complications and cost effectiveness in both 
groups.
Materials and Methods: 
This prospective cross sectional comparative study was 
conducted between June 2020 to November 2020 at Depart-
ment of Surgery, Cumilla Medical College, Cumilla. 
Sample were collected by Consecutive purposive sampling 
method. Patient who undergone laparoscopic cholecystecto-
my for Gall stone diseases with short and wide cystic duct 
were selected for study. Exclusion criteria were – choledo-
cholithiasis, previous Upper abdominal surgeries, comor-
bidities like CLD, ascites & coagulopathy, anaesthetic 
fitness with ASA grading of 3 and above. All patients 
received preoperative medication. General anesthesia was 
applied for all patients. In group A, clip was applied over the 
cystic duct and artery. In group B, after creating a window 
extra corporeal meltzer knot was applied for both cystic 
duct and artery. informed written consent were taken from 
each patient or from his/her legal guardian. Data collection 
was done by face-to-face interview using a standard 
questionnaire by the researchers. Then the patients were 
examined by the researcher for certain signs and those were 
recorded in the check-list. Investigations were done for 
supporting the diagnoses. According to the participants’ 
understanding level, sometimes the questions were 
described in the native language so that the patients can 
understand the questions perfectly and answer accurately. 
Data was process and analyses using SPSS (Statistical 
Package for Social Sciences) software version 23. The chi- 
square test and student “t” test was used to analyze the 
significance level of p<0.05. Continuous scale data was 
presented as mean standard deviation and Categorical data 
was presented as number percentage. Unpaired t-test was 
used for continuous variables and Chi square test was used 
for categorical variables. The summarize data was present in 
the table and chart. The study was approved by the Institu-
tional Review Board (IRB) of National Institute of Neuro-
science (NINS).
Results:
In group A majority 10(25.0%) patients belonged to age 
group 31-40 years and 17(42.5%) in group B. The mean age 
was 39.97±13.50 years in group A and 40.12±9.67 years in 
group B(Table-I). Female patients were predominant in 
both groups. Based on calculated BMI, most of the patients 
were underweight in both groups that was 15(37.5%) in 
group A and 16(40.0%) in group B Healthy was 14(35.0%) 
and 13(32.5%) in group A and group B respectively. The 
difference was not statistically significant (p>0.05) between 
two group (Table-II). 
Post operative complications shows statistically significant 
difference in group A and group B. Slippage of clip or 
ligature was 5(12.5%) in group A and none in group B 
(Table-III). Spillage of bile was 3(5.0%) in group A and 
2(5.0%) in group B. The difference was not statistically 
significant. Mean time for ligation was significantly more in  

group A (2.48±0.30 minutes) than in group B (1.55±0.25 
minutes) (Table-IV). Bile leakage was found in 4(10.0%) in 
group A but not fund in group B. Duration of drain in situ 
was 5.4±1.2 days and 4.1±1.1 days in group B. Bile leakage 
and duration of drain in situ was statistically significant 
(p<0.05) between two groups (Table-V). Readmission after 
discharge was found in 3(7.5%) in group A and 2(5.0%) in 
group B which was not statistically significant (Table-VI). 
Table 3.9 shows that cost of Cystic Duct occlusion and port 
closure was 947.3±26.2 taka in group A and 400 taka in 
group B. The difference was statistically significant 
(p<0.05) (Table-VII).

s=significant; ns=not significant; P value reached from Chi square test

Discussion:
The present study revealed that the majority 10 (25.0%) patients 
belonged to age group 31-40 years in group A and 17 (42.5%) in group 
B. The mean age was 39.97±13.50 years in group A and 40.12±9.67 
years in group B. The difference was not statistically significant. Riaz et 
al.17 observed that the mean age of the patient was 40.3±11.9 years and 
38.3±10.8 years in laparoscopic cholecystectomy with metal clips 
group and intracorporeal ligation group respectively. Sharma et al.5 
reported the mean age in their study was 44.26 years in clip group and 
47.32 years in ligature group. In this study showed that female patients 
were predominant in both groups, that was 32(80.0%) in group A and 
31(77.5%) in group B. The difference was not statistically significant. 
Prabu et al.3 reported total of 70 patients were included in the study. 
67% of the patients were female and 33% were male. Sharma et al.5 

reported female predominance in both clip (70%) and ligature groups 
(74%). Saha et al.6 observed most of the patients were female (80.0%). 
This study observed that mean time for ligation was 2.48±0.30 minutes 
in group A and 1.55±0.25 minutes in group B. The difference was 
statistically significant (p<0.05) between two group. Riaz et al.17 
reported that the mean operating time in metal clip group was 2.53 + 
0.5 minutes compared to intracorporeal ligation group which was 
4.79±1.5 minutes. 
However, the study also showed that slippage of clip or ligature was 
5(12.5%) in group A and none in group B. The difference was statisti-
cally significant (p>0.05) between two groups. 
In this study showed that bile leakage was found in 4(10.0%) in group 
A but not found in group B. Duration of drain in situ was 5.4±1.2 days 
in group A and 4.1±1.1 days in group B. Bile leakage and duration of 
drain in situ was statistically significant (p<0.05) between two groups. 
The result of our study regarding bile leakage was comparable with the 
study done by Talebpour and Panahi.18 That study concluded that 
ligation by suturing is effective in decreasing the risk of bile duct 
trauma and bile leakage. The result of our study was further supported 
by Rajra et al.12 in MMU Hospital India. Bile leakage was 6% in clip 
group vs 3% in knot group. In a study conducted in Fort Prajaksi 
lapakoun hospital, Thailand by Jongsiri7 showed that intracorporeal 
ligation in laparoscopic cholecystectomy was feasible, economical and 
safe. Leo et al.19 reported In the MC group, three patients had post-oper-
ative bile leak from the CD stump and two had injury to the common 
bile duct. Compared to MC, it is observed that the use of absorbable 
locking clips shows a lesser incidence in bile leak post-operatively. 
Sharma et al.5 observed majority of patients in group 1, 46(92%) were 
discharge on 5th and 7th day while in group 2nd 31(62%) were 
discharge on beyond 7th day. This difference between two groups was 
highly significant. In present study showed that cost of  CD occlusion 
and port closure was 947.3±26.2 taka in group A and 400 taka in group 
B. The difference was statistically significant (p<0.05). In Prabu et al.3 
study, the cost of polyglactin suture was much cheaper than that of 
titanium clips used for the cystic duct and artery. For the suture material 
used during the study, the price was only 250-300 rupees (3.51-4.21 $), 
whereas for the titanium clips used for clipping it was far higher, 
reaching 790-1000 rupees (12.28-15.55 $). This suggests that the use of 
suture for ligation is a very cost-effective and economic option for 
ligation. Singal et al.20 reported that the cost of material for silk suture 
(40-60 Rupees or 0.62–0.92 $) is definitely much lower than that for 
Liga clips (790-1000 Rupees or 12.28–15.55 $).
Conclusion:
Female patients were predominant in both groups and most of the 
patients were underweight. All patients had drain placement in both 
groups and slippage of clip or ligature were significantly higher in 
Laparoscopic Cholecystectomy with conventional Clip application of 
Cystic Duct. Time for ligation, Bile leakage, mean duration of drain in 
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situ (days), and cost of CD occlusion and port closure were significantly 
higher in Laparoscopic Cholecystectomy with conventional Clip 
application of Cystic Duct group in comparison to Laparoscopic 
Cholecystectomy with ligation of the Cystic duct with no-1vicryl by 
extra corporeal knotting group.
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