
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.
Conflict of Interest: None.   
Acknowledgement:
The researchers acknowledge the tremendous support from 
the infertility patients of the outpatient department of 
Infertility unit of BSMMU. The authors also give thanks to 
the OPD stuffs of infertility department.
References:
1. Wang X, Chen C, Wang L, Chen D, Guang W, French J. 
Conception, early pregnancy loss, and time to clinical 
pregnancy: a population-based prospective study. Fertil 
Steril. 2003;79:577.
https://doi.org/10.1016/S0015-0282(02)04694-0
PMid:12620443
2. Thoma ME,McLain AC, Louis JF, King RB, Trumble 
AC, Sundaram R, et al. Prevalence of infertility in the 
United States as estimated by the current duration approach 
and a traditional constructed approach. Fertil Steril. 2013; 
99(5): 1324.el.
https://doi.org/10.1016/j.fertnstert.2012.11.037
PMid:23290741 PMCid:PMC3615032 
3. Reid RL. Infertility, August 2006, Retrieved from; 
http://en.wikipedia.org/wiki/infertility. 
4. Wikipedia. Infertility. August, 2006.Retrieved from; 
http://en.wikipedia.org/wiki/infertility. 
5. American Society for Reproductive Medicine. Retrieved 
from: http//www.asrm.org/Patients/faqs.html (2019). 
6. Mallikarajuna M, Rajeshwari B. V. Selectedrisk factors 
of infertility in women: case control stydy. Int J Reprod 
Contracept Obstet Gynecol. 2015 Dec: 4(6): 1714 - 1719.
https://doi.org/10.18203/2320-1770.ijrcog20151129
7. Giwercman A, Kretser D, Skakkebaek N. Risk factors of 
infertility. Lancet. 1994; 343: 1473 - 1479.
https://doi.org/10.1016/S0140-6736(94)92586-0
PMid:7911182 
8. Singh K, Kumari R, Ranjan A, Bharti G. Analysis of 
causes and clinical pattern of infertility in couples coming 
to a tertiary care centre in Bihar, India. Int J Reprod Contra-
cept Obstet Gynecol. 2017 Jun; 6 (6): 2279 - 2283.
https://doi.org/10.18203/2320-1770.ijrcog20172118
9. Bayu D, Egata G, Kefale B, Jemere T. Determinants of 
Infertility among Married Women Attending Dessie Refer-
ral Hospital and Dr. Misganaw Gynecology and Obstetrics 
Clinic, Dessie, Ethiopia. Int J Reprod Med. Mar 2020, page 
1 - 6.
https://doi.org/10.1155/2020/1540318
PMid:32280671 PMCid:PMC7139857 
10. Mahat et al. Risk Factors and Causes of Male Infertility 
- A Review; Mahat et al., Biochem Anal Biochem. 2016; 
5(2):1 - 5.
https://doi.org/10.4172/2161-1009.1000271

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.
Conflict of Interest: None.
Acknowledgement:
It is great pleasure and pride to express our deepest regards 
and thanks to the Department of neurology, Shahid Sheikh 
Abu Naser Specialized Hospital, Khulna. We would also 
like to thanks to all of our colleagues of Shahid Sheikh Abu 
Naser Specialized Hospital, Khulna who helped us actively 
to carry out this study. 
References:
1. Van Asch CJ, Luitse MJ, Rinkel GJ, Van der Tweel I, 
Algra A, Klijn CJ. Incidence, case fatality, and functional 
outcome of intracerebral haemorrhage over time, according 
to age, sex, and ethnic origin: a systematic review and 
meta-analysis. Lancet Neurol. (2010) 9:167-76.
https://doi.org/10.1016/S1474-4422(09)70340-0
PMid:20056489
2. Andersen KK, Olsen TS, Dehlendorff C, Kammersgaard 
LP. Hemorrhagicand ischemic strokes compared: stroke 
severity, mortality, and risk factors. Stroke. 2009; 
40:2068-72.
https://doi.org/10.1161/STROKEAHA.108.540112
PMid:19359645 
3. Sacco S, Marini C, Toni D, Olivieri L, Carolei A. 
Incidence and 10-year survival of intracerebral hemorrhage 
in a population-based registry. Stroke. 2009; 40:394-9.
https://doi.org/10.1161/STROKEAHA.108.523209
PMid:19038914 
4. Qureshi AI, Tuhrim S, Broderick JP, Batjer HH, Hondo 
H, Hanley DF. Spontaneous intracerebral hemorrhage. N 
Engl J Med. 2001; 344:1450-60.
https://doi.org/10.1056/NEJM200105103441907
PMid:11346811 
5. Sun W, Pan W, Kranz PG, Hailey CE, Williamson RA, 
Sun W, et al. Predictors oflateneurologicaldeteriorationaf-
terspontaneousintracerebralhemorrhage. Neurocrit Care. 
2013; 19:299-305.
https://doi.org/10.1007/s12028-013-9894-2
PMid:23979796 PMCid:PMC4100944 
6. Hansen BM, Morgan TC, Betz JF, Sundgren PC, Norrv-
ing B, Hanley DF, et al. Intraventricular extension of supra-
tentorial intracerebral hemorrhage: the modified graeb 

11. Lukman et al. Determinants of infertility in male 
partners of infertile couples at a public health facility in 
Ilorin, Nigeria. J Med Soc. 2016; 30; 153 - 157.
https://doi.org/10.4103/0972-4958.191180
12. Bhattacharya et al., The epidemiology of infertility in 
the North East of Scotland, Hum. Reprod. 2009; 24: 3096 - 
3107.
https://doi.org/10.1093/humrep/dep287
PMid:19684046 
13. Farhi, J., Ben-Harosh, A. Distribution of causes of 
Infertility in Patients attending Primary Fertility Clinics in 
Israel. Isr.Med. Asso. J. 2011; issu:13: 51-54. 
14. Owolabi etal. Semen quality if male partners of infertile 

couples in Ili-Ifi, Nigeria. Niger J Clin Pract. 2013; 16: 37 - 
40.
https://doi.org/10.4103/1119-3077.106729
PMid:23377467 
15. Determinants of Infertility in Couples. Tamarkar et al. J 
Nepal Health Res Counc. 2019: 17 (42): 85 - 89.
https://doi.org/10.33314/jnhrc.v17i01.1827
PMid:31110383 
16. Purakayastha. Prevalence and Potential Determinants 
of Primary Infertility in India: Evidence from Indian Demo-
graphic Health Survey: Clinical Epidemiology and Global 
Health. 2021; 9: 162 - 170.
https://doi.org/10.1016/j.cegh.2020.08.008

scale improves outcome prediction in lund stroke register. 
Neuroepidemiology. 2016; 46:43-50.
https://doi.org/10.1159/000442575
PMid:26668048 PMCid:PMC6139030 
7. Hallevi H, Albright KC, Aronowski J, Barreto AD, 
Martin Schild S, Khaja AM, et al. Intraventricular hemor-
rhage: anatomic relationships and clinical implications. 
Neurology. 2008; 70:848-52.
https://doi.org/10.1212/01.wnl.0000304930.47751.75
PMid:18332342 PMCid:PMC2745649 
8. Witsch J, Bruce E, Meyers E, Velazquez A, Schmidt JM, 
Suwatcharangkoon S, et al. Intraventricular hemorrhage 
expansion in patients with spontaneous intracerebral 
hemorrhage. Neurology. 2015; 84:989-94.
https://doi.org/10.1212/WNL.0000000000001344
PMid:25663233 PMCid:PMC4352099 
9. Nishikawa T, Ueba T, Kajiwara M, Miyamatsu N, 
Yamashita K. A priority treatment of the intraventricular 
hemorrhage (IVH) should be performed in the patients 
suffering intracerebral hemorrhage with large IVH. Clin 
Neurol Neurosurg. 2009; 111:450-3.
https://doi.org/10.1016/j.clineuro.2009.01.005
PMid:19231066 
10. Tuhrim S, Horowitz DR, Sacher M, Godbold JH. 
Volume of ventricular blood is an important determinant of 
outcome in supratentorial intracerebral hemorrhage. Crit 
Care Med. 1999;27:617-21.
https://doi.org/10.1097/00003246-199903000-00045
PMid:10199544 
11. Hemphill JC III, Bonovich DC, Besmertis L, Manley 
GT, Johnston SC. The ICH score: a simple, reliable grading 
scale for intracerebral hemorrhage. Stroke. 2001; 32:891-7.
https://doi.org/10.1161/01.STR.32.4.891
PMid:11283388 
12. Bhatia R, Singh H, Singh S, Padma MV, Prasad K, 
Tripathi M, et al. A prospective study of in-hospital mortali-
ty and discharge outcome in spontaneous intracerebral 
hemorrhage. Neurol India. 2013; 61:244-8.
https://doi.org/10.4103/0028-3886.115062
PMid:23860142 
13. Mustanoja S, Satopaa J, Meretoja A, Putaala J, Strbian 
D, Curtze S, et al. Extent of secondary intraventricular 
hemorrhage is an independent predictor of outcomes in 
intracerebral hemorrhage: data from the Helsinki ICH 
Study. Int J Stroke. 2015; 10:576-81.
https://doi.org/10.1111/ijs.12437
PMid:25580771 
14. Mansouri B, Heidari K, Asadollahi S, Nazari M, Assar-
zadegan F, Amini A. Mortality and functional disability 
after spontaneous intracranial hemorrhage: the predictive 
impact of overall admission factors. Neurol Sci. 2013 Nov; 
34(11): 1933-9.
https://doi.org/10.1007/s10072-013-1410-0
PMid:23543380 

15. Ruscalleda J, Peiró A. Prognostic factors in intraparen-
chymatous hematoma with ventricular hemorrhage. 
Neuroradiology. 1986; 28(1): 34-7.
https://doi.org/10.1007/BF00341763
PMid:3951686 
16. Morgan TC, Dawson J, Spengler D, Lees KR, Aldrich 
C, Mishra NK, et al.; CLEAR and VISTA Investigators. 
The Modified Graeb Score: an enhanced tool for intraven-
tricular hemorrhage measurement and prediction of 
functional outcome. Stroke. 2013 Mar; 44(3): 635- 41.
https://doi.org/10.1161/STROKEAHA.112.670653
PMid:23370203 PMCid:PMC6800016 
17. Qureshi AI, Safdar K, Weil J. Predictors of early deteri-
oration and mortality in black Americans with spontaneous 
intracerebral hemorrhage. Stroke. 1995;26:1764-1767.
https://doi.org/10.1161/01.STR.26.10.1764
PMid:7570722 
18. Tuhrim S, Dambrosia JM, Price TR, Mohr JP, Wolf PA, 
Heyman A, et al. Prediction of intracerebral hemorrhage 
survival. Ann Neurol. 1988; 24:258-263.
https://doi.org/10.1002/ana.410240213
PMid:3178180 
19. Tuhrim S, Dambrosia JM, Price TR. Intracerebral 
hemorrhage: External validation and extension of a model 
for prediction of 30-day survival. Ann Neurol. 
1991;29:658-663.
https://doi.org/10.1002/ana.410290614
PMid:1842899 
20. Steiner T, Schneider D, Mayer S, Brun N, Begtrup K, 
Broderick J, et al. Dynamics of intraventricular hemorrhage 
in patients with spontaneous intracerebral hemorrhage: 
Risk factors, clinical impact, and effect of hemostatic thera-
py with recombinant activated factor vii. Neurosurgery. 
2006;59:767-773.
https://doi.org/10.1227/01.NEU.0000232837.34992.32
PMid:17038942 
21. Bhattathiri PS, Gregson B, Prasad KS, Mendelow AD. 
Intraventricular hemorrhage and hydrocephalus after 
spontaneous intracerebral hemorrhage: Results from the 
stich trial. Acta Neurochir Suppl. 2006;96:65-68.
https://doi.org/10.1007/3-211-30714-1_16
PMid:16671427 
22. Mayfrank L, Hutter BO, Kohorst Y, Kreitschmann-An-
dermahr I, Rohde V, Thron A, et al. Influence of intraven-
tricular hemorrhage on outcome after rupture of intracrani-
al aneurysm. Neurosurg Rev. 2001;24: 185-191.
https://doi.org/10.1007/s101430100160
PMid:11778824 
23. Kothari RU, Brott T, Broderick JP, Barsan WG, Sauer-
beck LR, Zuccarello M, et al. The abcs of measuring 
intracerebral hemorrhage volumes. Stroke. 
1996;27:1304-1305.
https://doi.org/10.1161/01.STR.27.8.1304
PMid:8711791 

24. Gebel JM, Sila CA, Sloan MA, Granger CB, Weisen-
berger JP, Green CL, et al. Comparison of the abc/2 estima-
tion technique to computer-assisted volumetric analysis of 
intraparenchymal and subdural hematomas complicating 
the gusto-1 trial. Stroke. 1998;29: 1799-1801.
https://doi.org/10.1161/01.STR.29.9.1799
PMid:9731597 
25. Graeb DA, Robertson WD, Lapointe JS, Nugent RA, 
Harrison PB. Computed tomographic diagnosis of intraven-
tricular hemorrhage. Etiology and prognosis. Radiology. 
1982; 143:91-6.
https://doi.org/10.1148/radiology.143.1.6977795
PMid:6977795 
26.Giroud M, Gras P, Chadan N, et al. Cerebral hemor-
rhage in a French prospective population study. J Neurol 
Neurosurg Psychiatry. 1991;54:595-598.
https://doi.org/10.1136/jnnp.54.7.595
PMid:1895123 PMCid:PMC1014428 
27.Sacco RL, Mayer SA. Epidemiology of intracerebral 
hemorrhage. In: Feldmann E, ed. Intracerebral hemor-
rhage. Armonk, N.Y.: Futura Publishing. 1994:3-23. 
28. Daverat P, Castel JP, Dartigues JF, Orgogozo JM. 
Death and functional outcome after spontaneous intracere-
bral hemorrhage: a prospective study of 166 cases using 
multivariate analysis. Stroke. 1991;22:1-6.
https://doi.org/10.1161/01.STR.22.1.1
PMid:1987664 
29. Broderick, JP, Brott TG, Duldner JE, Tomsick T, 
Huster G. Volume of intracerebral hemorrhage: a powerful 
and easy-to-use predictor of 30-day mortality. Stroke. 
1993;24:987-993.
https://doi.org/10.1161/01.STR.24.7.987
PMid:8322400 
30. Fogelholm R, Nuutila M, Vuorela AL. Primary intrace-
rebral haemorrhage in the Jyvaskyla region, Central 
Finland, 1985-89: incidence, case fatality rate, and function-
al outcome. J Neurol Neurosurg Psychiatry. 
1992;55:546-552.
https://doi.org/10.1136/jnnp.55.7.546
PMid:1640229 PMCid:PMC489163 
31. Tuhrim S, Dambrosia J, Price T, Mohr J, Wolf P, Hier 
D, et al. Intracerebral hemorrhage: external validation and 
extension of a model for prediction of 30-day survival. Ann 
Neurol. 1991; 29:658-663.
https://doi.org/10.1002/ana.410290614
PMid:1842899 
32. Massaro AR, Sacco RL, Mohr JP, Foulkes MA, Tatem-
ichi TK, Price TR, et al. Clinical discriminators of lobar and 
deep hemorrhages: the Stroke Data Bank. Neurology. 
1991; 41: 1881-1885.

https://doi.org/10.1212/WNL.41.12.1881
PMid:1745342 
33. Portenoy R, Lipton R, Berger A, Lesser M, Lantos G. 
Intracerebral haemorrhage: a model for the prediction of 
outcome. J Neurol Neurosurg Psychiatry. 
1987;50:976-979.
https://doi.org/10.1136/jnnp.50.8.976
PMid:3655832 PMCid:PMC1032224 
34. Daverat P, Castel JP, Dartigues JF, Orgogozo JM. 
Death and functional outcome after spontaneous intracere-
bral hemorrhage: a prospective study of 166 cases using 
multivariate analysis. Stroke. 1991;22:1-6.
https://doi.org/10.1161/01.STR.22.1.1
PMid:1987664 
35. Young WB, Lee KP, Pessin MS, Kwan ES, Rand WM, 
Caplan LR. Prognostic significance of ventricular blood in 
supratentorial hemorrhage: a volumetric study. Neurology. 
1990; 40:616-619.
https://doi.org/10.1212/WNL.40.4.616
PMid:2320234 
36. Ruscalleda J, Peiró A. Prognostic factors in intraparen-
chymatous hematoma with ventricular hemorrhage. 
Neuroradiology. 1986; 28(1): 34-7.
https://doi.org/10.1007/BF00341763
PMid:3951686 
37. Nelson S, Mould W, Gandhi D, Thompson R, Salter S, 
Dlugash R, et al. Primary intraventricular hemorrhage 
outcomes in the CLEAR III trial. International Journal of 
Stroke. 2020; Vol. 15(8) 872-880
https://doi.org/10.1177/1747493020908146
PMid:32075571 PMCid:PMC7837409 
38.Trifan G, Arshi B and Testai FD. Intraventricular 
Hemorrhage Severity as a Predictor of Outcome in Intrace-
rebral Hemorrhage. Front. Neurol. March 2019; 10:217.
https://doi.org/10.3389/fneur.2019.00217
PMid:30915027 PMCid:PMC6422963 
39. Nishikawa T, Ueba T, Kajiwara M, Miyamatsu N, 
Yamashita K. A priority treatment of the intraventricular 
hemorrhage (IVH) should be performed in the patients 
suffering intracerebral hemorrhage with large IVH. Clin 
Neurol Neurosurg. 2009; 111:450-3.
https://doi.org/10.1016/j.clineuro.2009.01.005
PMid:19231066 
40. Hansen BM, Morgan TC, Betz JF, Sundgren PC, 
Norrving B, Hanley DF, et al. Intraventricular extension of 
supratentorial intracerebral hemorrhage: the modified 
graeb scale improves outcome prediction in lund stroke 
register. Neuroepidemiology. 2016; 46:43-50.
https://doi.org/10.1159/000442575
PMid:26668048 PMCid:PMC6139030

Table-V: Distribution of the study patients by stockings 
(n=60).

Table-VI: Distribution of the study patients by treatment 
(n=60).

*RFA = Radio Frequency Ablation
Discussion:
Hippocrates recommended puncture of varicose veins 
followed by compression7. Compression therapy, despite 
significant improvements in dressing materials and other 
methods, remains the cornerstone of conservative treatment. 
This is because of its ease of use, non-invasive nature, and 
efficacy in managing venous hypertension, the main patho-
physiological mechanism of CVD.Elastic stockings were 
invented in 1930 as a result of the personal experience of Jobst, 
an engineer, who himself suffered from a venous ulceration. 
While bathing in his pool, he noticed that his symptoms were 
less pronounced, coming to the conclusion that the increasing 
depth of the water was the secret of the “healing” component. 
Thus, graduated compression stockings were invented8. The 
current standard treatment for symptoms and signs of chronic 
venous obstruction or deep venous reflux is compression 
therapy. However, its effectiveness may be suboptimal in 
selected cases, especially when compression therapy has 
limited effect on venous symptoms or the compliance is poor. 
One RCT, concerned with treatment of venous ulcers, showed 
that the group treated by CHIVA had a similar healing rate 
(100% vs. 96%) and a lower recurrence rate (9% vs. 38%) at 3 
years follow up than the group treated by compression9. In a 
RCT, sustained compression of at least 40 mmHg with a four 
layer compression bandage over a week has been 698 C. 
Wittens et al. shown to be more effective than lower grades of 
compression10. Maximum research suggest that compression 
therapy has been very effective and time tested for managing 
CVD. In this study along with compression several other 
concomitant therapy like oral MPFF, Painkiller, Surgical 
interventions, RFA, laser ablation have also been used in 
selective patients. Our study result also reveals similarity with 
these data. All the patients got treated with compression 
therapy in tertiary level hospital like NICVD. 
Conclusion:
Chronic venous disease is quite common in Bangladesh. 
But majority of the patient remains unaware the disease and 

admitted with CVD like symptoms. who were aged 18 
years and above and willing fortreatment and given 
informed written consent were includedthis study and 
patients below 18 years of age were excluded inthis study. 
Data collected with a pre-tested structuredquestionnaire 
containing history, clinical, laboratoryinvestigations, 
pre-operative, post operative complications andpost opera-
tive follow up findings. Data collected, compiledand 
tabulated according to key variables. The analysis ofdiffer-
ent variable done according to standard statistical analysis-
by using SPSS-19.

Results:
The patients of this survey were aged between 24 to 70 
years and the Mean±SD age was 43.6±12.2. 78.3% patient 
were male and male: female ratio was 1:5.6. around 80% 
patient were employed that includes service (23.3%), 
business (33.3%), farming(10%) and garments work-
ing(13.3%). 66.7% patients were from low socio-economic 
background (Table I). All types of CVD patients were seen 
in our  study (Table II), among them C2 varicose vein was 
more prevalent (35%). Advanced stage C5 healed venous 
ulcer also seen highly prevalent ( 21.7%). 

Table-I: Demographic characteristics of the study patients 
(n=60).

Table-II: Distribution of the study patients by clinical classi-
fication (n=60).

31-40 years age group were most prevalent having CVD 
with 17 patients, then 41-50 years age group with 14 
patients and 51-60 years age group with 16 patients show-
ing diversified distribution of the disease in the several age 
groups (Table III). Male were more prevalent having CVD 
(Table IV) with 78.3% presence. 27.7% male showed C5 
healed venous ulcer (p<0.001*) whereas C2 varicose veins 
were most prevalent among female (69.2%) (p<0.001*). 
C5 healed venous ulcer and C6 healed venous ulcer were 
mostly prevalent among service holder and businessman 
(Table V). Association of CVD with socio-economic status 
results were in (Table VI). All the patients have been 
treated with compression therapy. 66.7% patients got the 
moderate pressure and 26.7% patient got the mild pressure, 
very few (6.7%) patients got the light pressure. Stocking 
position was 73% in the thigh level means that is the most 
common site. Around 80% patients got treated additional 
MPFF( DAFLON) therapy. Only 8 patients got topical 
management. 13 patients required pain killer for pain.
Table-III: Association of clinical classification of CVD with 
age group (n=60).

p-value obtained by Chi-square test, *significant 
Table-IV: Distribution of the study patients by compression 
therapy (n=60).

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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(venous ulceration) 1. This form of venous dysfunction may 
be the result of recanalization of thrombosedvenous 
segments, pathological dilation of the vein or due to congeni-
tal absence ofcompetent valves 2. CVD is a very common 
problem with varicose veins affecting more than 25 million 
adults in the United States and more than 6 million with more 
advanced venous disease3. Estimates fromthe west show that 
prevalence of varicose veins varieswidely from 2–56% in 
men and from 1–60% inwomen and venous ulceration affect 
approximately 0.3% of the adult population4. In Bangladesh, 
there is no published data regarding the prevalence of CVD. 
However, unpublished data from the National Institute of 
cardiovascular diseases (NICVD) suggest that about 50% of 
all patients undergoing Duplex study for vascular diseases 
are venous patients and more than 80% of venous consulta-
tions are for C4-C6 disease5. Prevalence estimates for 
varicose veins are higher, <1% to 73% in females and 2% to 
56% in males6. A lower prevalence hasbeen observed in men 
but some recent surveys have suggestedthat the occurrence 
in men may be comparable to that inwomen7. Treatment of 
CVD is mainly driven by compression therapy along with 
MPFF and painkillers. Keeping that In mindwe have 
designed this studyto see prevalence of chronic venous 
disease and common treatment pattern in NICVD.
Materials and Methods:
This cross-sectional study was carried out in department of 
vascular surgery of National Institute of Cardiovascular 
disease. we randomly choose 60 patients with chronic venous 
disease (CVD) and evaluate their characteristics and preva-
lence of several types and treatment pattern. Data collection 
started from May 2021 for next 6 months in patients who was 

Introduction:
Chronic venous disease (CVD) patientspursue manage-
ment with several symptoms and signs that may affect 
their quality of life (QoL). Common symptoms are leg 
pain, discomfort, and heaviness, whereas the clinical 
signs of CVD are varicose veins (VVs), oedema, skin 
discolouration, lipodermatosclerosis, and, in severe 
cases, venous ulceration. Based on the presence of 
specific clinical signs, which may or may not be symp-
tomatic but are associated with increasing clinical sever-
ity, CVD can be classified from C0 (no signs) to C6 

2.

3.

*1. Corresponding Author: 
Dr. Md. Shamim Reza
Assistant Professor
Department of  Vascular Surgery
National Institute of Cardiovascular Diseases 
(NICVD), Dhaka. 
Email: dr.msreza@gmail.com
Mobile: 01711172952
Dr. Md. Anwar Hossain
Department of  Cardiac Surgery
National Institute of Cardiovascular Diseases 
(NICVD), Dhaka. 
Dr. Mst. Tanzila Yasmin 
Department of Obstetrics and Gynecology
Bangabandhu Sheikh Mujib Medical University 
Dhaka. 

Management Pattern of Chronic venous Disease in Bangladesh

Md. Shamim Reza*1, Md. Anwar Hossain2, Mst. Tanzila Yasmin3

DOI: https://doi.org/10.3329/medtoday.v35i1.64936

ORIGINAL  ARTICLE            OPEN  ACCESS

Abstract
Introduction: Chronic venous disease (CVD) is mostly underdiagnosed diseasewhich may progress to chronic venous 
insufficiency and venous ulcer thus extensive treatment. CVD may affect negatively into patient’sgood well-beingwhich 
can create burdens on their life and also healthcare resources. Bangladesh has very minimum awareness on CVD.  
Materials and Methods: This was a cross-sectional study was carried out in department of vascular surgery of 
National Institute of Cardiovascular disease. we randomly choose 60 patients with chonic venous disease (CVD) and 
evaluate their characteristics and prevalence of several types along with the management pattern. Data collection 
started from May 2021 for next 6 months. Results: The patients of this survey were aged between 24 to 70 years and 
the Mean±SD age was 43.6±12.2. 78.3% of total study population were male, 33.3% were businessman and 10% were 
housewife. 66.6% patients were having low socio-economic condition. C2 varicose veins were highly prevalent among 
the study population ( 35%) & lowest prevalence of C4b lipodermatosclerosis or atrophie blanche (11.7%). Male were 
predominantly more prevalent to having CVD, 78.33% (n47), (p <0.001). Among all the patient 68.3% patient were 
exposed to smoking. All the patient were managed predominantly by compression therapy mainly are of moderate 
pressure (66.7%,) 80% of total patients got treated by oral MPFF therapy. Conclusion: : Patients having CVD, 
invariably presented with the complains of heaviness of leg and unexplained leg swelling and Varicose vein were 
highly prevalent irrespective of sex. Compression therapy has been remained the mainstay of treatment in tertiary 
level hospital NICVD along with oral MPFF therapy. Keywords: Chronic venous disease (CVD).
Number of  Tables: 06; Number of  References: 10; Number of Correspondences: 03.

also the rarely seek treatment. Maximum of our patients are 
poor thereby they are reluctant to take adequate management. 
Compression therapy is a cheaper option for the management of 
CVD along with MPFF. Use of compression is quite popular 
also in tertiary level hospital which is substantiated with our 
study. 
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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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Table-V: Distribution of the study patients by stockings 
(n=60).

Table-VI: Distribution of the study patients by treatment 
(n=60).

*RFA = Radio Frequency Ablation
Discussion:
Hippocrates recommended puncture of varicose veins 
followed by compression7. Compression therapy, despite 
significant improvements in dressing materials and other 
methods, remains the cornerstone of conservative treatment. 
This is because of its ease of use, non-invasive nature, and 
efficacy in managing venous hypertension, the main patho-
physiological mechanism of CVD.Elastic stockings were 
invented in 1930 as a result of the personal experience of Jobst, 
an engineer, who himself suffered from a venous ulceration. 
While bathing in his pool, he noticed that his symptoms were 
less pronounced, coming to the conclusion that the increasing 
depth of the water was the secret of the “healing” component. 
Thus, graduated compression stockings were invented8. The 
current standard treatment for symptoms and signs of chronic 
venous obstruction or deep venous reflux is compression 
therapy. However, its effectiveness may be suboptimal in 
selected cases, especially when compression therapy has 
limited effect on venous symptoms or the compliance is poor. 
One RCT, concerned with treatment of venous ulcers, showed 
that the group treated by CHIVA had a similar healing rate 
(100% vs. 96%) and a lower recurrence rate (9% vs. 38%) at 3 
years follow up than the group treated by compression9. In a 
RCT, sustained compression of at least 40 mmHg with a four 
layer compression bandage over a week has been 698 C. 
Wittens et al. shown to be more effective than lower grades of 
compression10. Maximum research suggest that compression 
therapy has been very effective and time tested for managing 
CVD. In this study along with compression several other 
concomitant therapy like oral MPFF, Painkiller, Surgical 
interventions, RFA, laser ablation have also been used in 
selective patients. Our study result also reveals similarity with 
these data. All the patients got treated with compression 
therapy in tertiary level hospital like NICVD. 
Conclusion:
Chronic venous disease is quite common in Bangladesh. 
But majority of the patient remains unaware the disease and 
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admitted with CVD like symptoms. who were aged 18 
years and above and willing fortreatment and given 
informed written consent were includedthis study and 
patients below 18 years of age were excluded inthis study. 
Data collected with a pre-tested structuredquestionnaire 
containing history, clinical, laboratoryinvestigations, 
pre-operative, post operative complications andpost opera-
tive follow up findings. Data collected, compiledand 
tabulated according to key variables. The analysis ofdiffer-
ent variable done according to standard statistical analysis-
by using SPSS-19.

Results:
The patients of this survey were aged between 24 to 70 
years and the Mean±SD age was 43.6±12.2. 78.3% patient 
were male and male: female ratio was 1:5.6. around 80% 
patient were employed that includes service (23.3%), 
business (33.3%), farming(10%) and garments work-
ing(13.3%). 66.7% patients were from low socio-economic 
background (Table I). All types of CVD patients were seen 
in our  study (Table II), among them C2 varicose vein was 
more prevalent (35%). Advanced stage C5 healed venous 
ulcer also seen highly prevalent ( 21.7%). 

Table-I: Demographic characteristics of the study patients 
(n=60).

Table-II: Distribution of the study patients by clinical classi-
fication (n=60).

31-40 years age group were most prevalent having CVD 
with 17 patients, then 41-50 years age group with 14 
patients and 51-60 years age group with 16 patients show-
ing diversified distribution of the disease in the several age 
groups (Table III). Male were more prevalent having CVD 
(Table IV) with 78.3% presence. 27.7% male showed C5 
healed venous ulcer (p<0.001*) whereas C2 varicose veins 
were most prevalent among female (69.2%) (p<0.001*). 
C5 healed venous ulcer and C6 healed venous ulcer were 
mostly prevalent among service holder and businessman 
(Table V). Association of CVD with socio-economic status 
results were in (Table VI). All the patients have been 
treated with compression therapy. 66.7% patients got the 
moderate pressure and 26.7% patient got the mild pressure, 
very few (6.7%) patients got the light pressure. Stocking 
position was 73% in the thigh level means that is the most 
common site. Around 80% patients got treated additional 
MPFF( DAFLON) therapy. Only 8 patients got topical 
management. 13 patients required pain killer for pain.
Table-III: Association of clinical classification of CVD with 
age group (n=60).

p-value obtained by Chi-square test, *significant 
Table-IV: Distribution of the study patients by compression 
therapy (n=60).

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-

(venous ulceration) 1. This form of venous dysfunction may 
be the result of recanalization of thrombosedvenous 
segments, pathological dilation of the vein or due to congeni-
tal absence ofcompetent valves 2. CVD is a very common 
problem with varicose veins affecting more than 25 million 
adults in the United States and more than 6 million with more 
advanced venous disease3. Estimates fromthe west show that 
prevalence of varicose veins varieswidely from 2–56% in 
men and from 1–60% inwomen and venous ulceration affect 
approximately 0.3% of the adult population4. In Bangladesh, 
there is no published data regarding the prevalence of CVD. 
However, unpublished data from the National Institute of 
cardiovascular diseases (NICVD) suggest that about 50% of 
all patients undergoing Duplex study for vascular diseases 
are venous patients and more than 80% of venous consulta-
tions are for C4-C6 disease5. Prevalence estimates for 
varicose veins are higher, <1% to 73% in females and 2% to 
56% in males6. A lower prevalence hasbeen observed in men 
but some recent surveys have suggestedthat the occurrence 
in men may be comparable to that inwomen7. Treatment of 
CVD is mainly driven by compression therapy along with 
MPFF and painkillers. Keeping that In mindwe have 
designed this studyto see prevalence of chronic venous 
disease and common treatment pattern in NICVD.
Materials and Methods:
This cross-sectional study was carried out in department of 
vascular surgery of National Institute of Cardiovascular 
disease. we randomly choose 60 patients with chronic venous 
disease (CVD) and evaluate their characteristics and preva-
lence of several types and treatment pattern. Data collection 
started from May 2021 for next 6 months in patients who was 

Introduction:
Chronic venous disease (CVD) patientspursue manage-
ment with several symptoms and signs that may affect 
their quality of life (QoL). Common symptoms are leg 
pain, discomfort, and heaviness, whereas the clinical 
signs of CVD are varicose veins (VVs), oedema, skin 
discolouration, lipodermatosclerosis, and, in severe 
cases, venous ulceration. Based on the presence of 
specific clinical signs, which may or may not be symp-
tomatic but are associated with increasing clinical sever-
ity, CVD can be classified from C0 (no signs) to C6 

Variables  Number of patients  Percentage (%) 

Age group (years)   

20 -30 9 15.0 
31 -40 17 28.3 
41 -50 14 23.3 
51 -60 16 26.7 
61 -70 4 6.7 
Mean±SD 
Range (min-max) 

43.6±12.2 

24-70 
 

Sex    

Male 47 78.3 
Female 13 21.7 
Male : Female ratio  5.6:1  

Occupation    

Service 14 23.3 
Business 20 33.3 
Garments worker 8 13.3 
Retired 4 6.7 
Farmer 6 10.0 
Housewife 8 13.3 
Socioeconomic status    

Low 40 66.7 
Middle 16 26.7 
High 4 6.7 

Clinical classification Number of patients Percentage (%) 

C2 varicose veins 21 35.0 
C3 edema 8 13.3 
C4b lipodermatosclerosis or 
atrophie blanche 7 11.7 

C5 healed venous ulcer 13 21.7 
C6 active venous ulcer 11 18.3 
Total 60 100.0 

 

Age group 
(years) 

 Clinical classification 

p-value 

C2 
varicose 
veins 

C3 
edema 

C4b 
lipodermato
sclerosis or 
atrophie 
blanche 

C5 healed 
venous 
ulcer 

C6 active 
venous 
ulcer 

20-30 9 8(88.9%) 1(11.1%) 0(0.0%) 0(0.0%) 0(0.0%) 

<0.001*

31-40 17 7(41.2%) 0(0.0%) 2(11.8%) 3(17.6%) 5(29.4%) 

41-50 14 4(28.6%) 3(21.4%) 1(7.1%) 1(7.1%) 5(35.7%) 

51-60 16 2(12.5%) 4(25.0%) 0(0.0%) 9(56.3%) 1(6.3%) 

61-70 4 0(0.0%) 0(0.0%) 4(100.0%) 0(0.0%) 0(0.0%) 

Total  60 21(35.0%) 8(13.3%) 7(11.7%) 13(21.7%) 11(18.3%)  

 

Variables  Number of patients Percentage (%) 

Light (10 - 14 mmHg) 4 6.7 

Mild (15 - 22mm Hg) 16 26.7 

Moderate (23 -32mmHg) 40 66.7 

Total 60 100.0 

 

also the rarely seek treatment. Maximum of our patients are 
poor thereby they are reluctant to take adequate management. 
Compression therapy is a cheaper option for the management of 
CVD along with MPFF. Use of compression is quite popular 
also in tertiary level hospital which is substantiated with our 
study. 
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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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Table-V: Distribution of the study patients by stockings 
(n=60).

Table-VI: Distribution of the study patients by treatment 
(n=60).

*RFA = Radio Frequency Ablation
Discussion:
Hippocrates recommended puncture of varicose veins 
followed by compression7. Compression therapy, despite 
significant improvements in dressing materials and other 
methods, remains the cornerstone of conservative treatment. 
This is because of its ease of use, non-invasive nature, and 
efficacy in managing venous hypertension, the main patho-
physiological mechanism of CVD.Elastic stockings were 
invented in 1930 as a result of the personal experience of Jobst, 
an engineer, who himself suffered from a venous ulceration. 
While bathing in his pool, he noticed that his symptoms were 
less pronounced, coming to the conclusion that the increasing 
depth of the water was the secret of the “healing” component. 
Thus, graduated compression stockings were invented8. The 
current standard treatment for symptoms and signs of chronic 
venous obstruction or deep venous reflux is compression 
therapy. However, its effectiveness may be suboptimal in 
selected cases, especially when compression therapy has 
limited effect on venous symptoms or the compliance is poor. 
One RCT, concerned with treatment of venous ulcers, showed 
that the group treated by CHIVA had a similar healing rate 
(100% vs. 96%) and a lower recurrence rate (9% vs. 38%) at 3 
years follow up than the group treated by compression9. In a 
RCT, sustained compression of at least 40 mmHg with a four 
layer compression bandage over a week has been 698 C. 
Wittens et al. shown to be more effective than lower grades of 
compression10. Maximum research suggest that compression 
therapy has been very effective and time tested for managing 
CVD. In this study along with compression several other 
concomitant therapy like oral MPFF, Painkiller, Surgical 
interventions, RFA, laser ablation have also been used in 
selective patients. Our study result also reveals similarity with 
these data. All the patients got treated with compression 
therapy in tertiary level hospital like NICVD. 
Conclusion:
Chronic venous disease is quite common in Bangladesh. 
But majority of the patient remains unaware the disease and 
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admitted with CVD like symptoms. who were aged 18 
years and above and willing fortreatment and given 
informed written consent were includedthis study and 
patients below 18 years of age were excluded inthis study. 
Data collected with a pre-tested structuredquestionnaire 
containing history, clinical, laboratoryinvestigations, 
pre-operative, post operative complications andpost opera-
tive follow up findings. Data collected, compiledand 
tabulated according to key variables. The analysis ofdiffer-
ent variable done according to standard statistical analysis-
by using SPSS-19.

Results:
The patients of this survey were aged between 24 to 70 
years and the Mean±SD age was 43.6±12.2. 78.3% patient 
were male and male: female ratio was 1:5.6. around 80% 
patient were employed that includes service (23.3%), 
business (33.3%), farming(10%) and garments work-
ing(13.3%). 66.7% patients were from low socio-economic 
background (Table I). All types of CVD patients were seen 
in our  study (Table II), among them C2 varicose vein was 
more prevalent (35%). Advanced stage C5 healed venous 
ulcer also seen highly prevalent ( 21.7%). 

Table-I: Demographic characteristics of the study patients 
(n=60).

Table-II: Distribution of the study patients by clinical classi-
fication (n=60).

31-40 years age group were most prevalent having CVD 
with 17 patients, then 41-50 years age group with 14 
patients and 51-60 years age group with 16 patients show-
ing diversified distribution of the disease in the several age 
groups (Table III). Male were more prevalent having CVD 
(Table IV) with 78.3% presence. 27.7% male showed C5 
healed venous ulcer (p<0.001*) whereas C2 varicose veins 
were most prevalent among female (69.2%) (p<0.001*). 
C5 healed venous ulcer and C6 healed venous ulcer were 
mostly prevalent among service holder and businessman 
(Table V). Association of CVD with socio-economic status 
results were in (Table VI). All the patients have been 
treated with compression therapy. 66.7% patients got the 
moderate pressure and 26.7% patient got the mild pressure, 
very few (6.7%) patients got the light pressure. Stocking 
position was 73% in the thigh level means that is the most 
common site. Around 80% patients got treated additional 
MPFF( DAFLON) therapy. Only 8 patients got topical 
management. 13 patients required pain killer for pain.
Table-III: Association of clinical classification of CVD with 
age group (n=60).

p-value obtained by Chi-square test, *significant 
Table-IV: Distribution of the study patients by compression 
therapy (n=60).

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-

(venous ulceration) 1. This form of venous dysfunction may 
be the result of recanalization of thrombosedvenous 
segments, pathological dilation of the vein or due to congeni-
tal absence ofcompetent valves 2. CVD is a very common 
problem with varicose veins affecting more than 25 million 
adults in the United States and more than 6 million with more 
advanced venous disease3. Estimates fromthe west show that 
prevalence of varicose veins varieswidely from 2–56% in 
men and from 1–60% inwomen and venous ulceration affect 
approximately 0.3% of the adult population4. In Bangladesh, 
there is no published data regarding the prevalence of CVD. 
However, unpublished data from the National Institute of 
cardiovascular diseases (NICVD) suggest that about 50% of 
all patients undergoing Duplex study for vascular diseases 
are venous patients and more than 80% of venous consulta-
tions are for C4-C6 disease5. Prevalence estimates for 
varicose veins are higher, <1% to 73% in females and 2% to 
56% in males6. A lower prevalence hasbeen observed in men 
but some recent surveys have suggestedthat the occurrence 
in men may be comparable to that inwomen7. Treatment of 
CVD is mainly driven by compression therapy along with 
MPFF and painkillers. Keeping that In mindwe have 
designed this studyto see prevalence of chronic venous 
disease and common treatment pattern in NICVD.
Materials and Methods:
This cross-sectional study was carried out in department of 
vascular surgery of National Institute of Cardiovascular 
disease. we randomly choose 60 patients with chronic venous 
disease (CVD) and evaluate their characteristics and preva-
lence of several types and treatment pattern. Data collection 
started from May 2021 for next 6 months in patients who was 

Introduction:
Chronic venous disease (CVD) patientspursue manage-
ment with several symptoms and signs that may affect 
their quality of life (QoL). Common symptoms are leg 
pain, discomfort, and heaviness, whereas the clinical 
signs of CVD are varicose veins (VVs), oedema, skin 
discolouration, lipodermatosclerosis, and, in severe 
cases, venous ulceration. Based on the presence of 
specific clinical signs, which may or may not be symp-
tomatic but are associated with increasing clinical sever-
ity, CVD can be classified from C0 (no signs) to C6 

Variables  Number of patients  Percentage (%) 

Below-knee 16 26.7 

Thigh level 44 73.3 

Total 60 100.0 
 

Treatment  Number of patients Percentage (%) 

Oral Venoactive treatment
(Tab. Daflon) 

 48 80.0 

Painkiller (Tab. Paracetamol)
 

13 21.7
 

Topical  8 13.3 

Others (surgical intervention, RFA, 
LASER ablation)                                                                        

14 23.4 

 

also the rarely seek treatment. Maximum of our patients are 
poor thereby they are reluctant to take adequate management. 
Compression therapy is a cheaper option for the management of 
CVD along with MPFF. Use of compression is quite popular 
also in tertiary level hospital which is substantiated with our 
study. 
Conflict of Interest: None.
Acknowledgement:
All the doctors of Vascular Surgery department of NICVD. The 
medical write up support is given by Dr. Md Shek Sady Khan. 
References:
1.Adv Ther.
https://doi.org/10.1007/s12325-019-0881-7
PMid:30758738 PMCid:PMC6824448
2.Zwiebel WJ. Ultrasound diagnosis of venous insufficiency. In: 
Zwiebel WJ. Introduction to vascular ultrasonography. 5th ed. 
WB saunders company;2005:479.
https://doi.org/10.1016/B978-0-7216-0631-6.50032-4
3. Beebe-Dimmer JL, Pfeifer JR, Engle JS, Schottenfeld D. The 
epidemiology of chronic venous insufficiency and varicose 
veins. Ann Epidemiol. 2005; 15: 175-184.
https://doi.org/10.1016/j.annepidem.2004.05.015
PMid:15723761 
4. Robertson L, Evans C, Fowkes FG. Epidemiology of chronic 
venous disease. Phlebology. 2008;23(3):103-111.
https://doi.org/10.1258/phleb.2007.007061
PMid:18467617 
5. Chronic Venous Disorders: A Contemporary Review Abul 
Hasan Muhammad Bashar Department of Vascular Surgery, 
NICVD, Dhaka. 
6. Das S. Ulcers of the leg. Surgical Short cases. 3rd edition. 
2007; 15:183. 
7. K.A.L. Darvall, G.R. Bate, D.J. Adam, S.H. Silverman, A.W. 
Bradbury. Duplex Ultrasound Outcomes following 
Ultrasound-guided Foam Sclerotherapy of Symptomatic Recur-
rent Great Saphenous Varicose Veins. European Journal of 
Vascular and Endovascular Surgery. 2011;42(1):107-114.
https://doi.org/10.1016/j.ejvs.2011.03.010
PMid:21474347 
8. JR Vincent, GT Jones, GB Hill, AM van Rij . Journal of 
vascular surgery; 2011. 
9. Zamboni P, Cisno C, Marchetti F, Mazza P, Fogato L, Caran-
dina S, et al. Minimally invasive surgical managementof prima-
ry venous ulcers vs. compression treatment: arandomized 
clinical trial. Eur J VascEndovasc Surg. 2003;25:313e8.
https://doi.org/10.1053/ejvs.2002.1871
PMid:12651168 
10. Blair SD, Wright DD, Backhouse CM, Riddle E, McCollum 
CN. Sustained compression and healing of chronic venous 
ulcers. Br Med J. 1988;297:1159e61
https://doi.org/10.1136/bmj.297.6657.1159
PMid:3144330 PMCid:PMC1834977


