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Abstract  Original Research Article 
 

Background: Nearly three-quarters of all strokes occur in people over the age of 65.Although strokes can and do 

occur at any age, the risk of having a stroke more than doubles each decade after the age of 55 years. The aim of 

this study was to assess the clinical status of the stroke patients attended in a tertiary care hospital of Bangladesh. 

Methods: This descriptive cross sectional study was conducted at the department of Medicine in Sheikh Hasina 

Medical College and Hospital, Jamalpur, Bangladesh during the period from January 2018 to December 2018. Non 

randomized, purposive sampling technique was applied for this study. In total 180 stroke patients attended to the 

mentioned hospitaal were finalized as the sample and all the nurses engaged in the treatment procedure were 

associated in the study. Data was collected by using a semi structure, pre-tested and modified interviewer administered 

questionnaire. Statistical package for social science (SPSS) version 20.0 (Chicago) a computer programmed was used 

to entry and analyze the collected data. Result: Among the respondents 24.6% affected in right side, 23% left side and 

20.2% both sides but 32.2 % respondents could not get it diagnosed. In this study, majority of the respondents (95%) 

family history of CVD was positive, and only 5% family history of CVD was negative. In total 44.3% respondents 

very suffering from HTN for 1-2 years, followed by 33.9%, 18.6%, and 3.3% suffered for 3-5 years, 6-10 years, and 

more than10 years respectively whereas 46.2% of the respondents very suffering from DM for 3-5 years, followed by 

45.5% for 1-2 years, and rest 8.3% for 6-10 years. There was the association between gender and knowledge on risk 

factor of stroke is DM. The association is strongly significant where the p-value is 0.000 (which is less than .001). 

Conclusion: Stroke cases in Bangladesh have significantly increased in number over the past decades; adverse 

outcome from these cases are also rising due to the low number of neurologists and specialized hospitals in the 

country. Because stroke poses long-term economic impacts on individuals, families, and the country; study findings 

urge the government to put more emphasis on healthcare development by building more stroke rehabilitation units and 

tertiary hospitals to prevent stroke occurrence and recurrence. 
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INTRODUCTION 
Bangladesh is 84th in mortality rate due to 

stroke, ranked by the World Health Organization 

(WHO). Approximately, (75%) seventy-five percent of 

all strokes occur in people aged more than 65 years. 

Although strokes can and do occur at any age, the risk 

of having a stroke more than doubles each decade after 

the age of 55 years. Stroke is a life threatening severe 

medical condition come about if the blood supply to 

part of the brain is cut off. It is also recognized as 

Cerebrovascular Accident (CVA) as well as 

Cerebrovascular Insult (CVI) or brain attack as because 

poor blood stream to the brain causes cell death. Even 

though stroke is frequently observed in older patients, 

but evidence suggests that it also witnessed in the 

younger ones. Brain stem, cerebellum and cerebrum are 

the three main parts of human Brain. The brain stem 

controls many of the body’s basic functions, including 

breathing, chewing, swallowing and eye movements. 

The major pathways from the cerebrum the thinking 

part of the brain also pass through the brain stem to the 

body. The cerebellum, attached to the back of the brain 

stem, coordinates movements and balance. A stroke is 

an intra-axial hemorrhagic; that is, it occurs within, 

rather than outside the brain tissue. The other type of 

intracranial hemorrhage is extra axial hemorrhage, like 

epidural, subdural and subarachnoid hematomas, which 

all befall inside the skull but outer of the brain tissue. 

There are two main kinds of intra axial hemorrhages: 
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intra parenchymal hemorrhage and intra ventricular 

hemorrhages. For instance, with other categories of 

hemorrhages inside the skull, intra parenchymal bleeds 

are a severe health crisis as they can upsurge 

intracranial pressure, which if not treated properly then 

it may lead to coma and death. The mortality rate for 

intra parenchymal bleeds is above forty percent [1]. 

Intra cerebral hemorrhage are, accounting for 10% of 

hospital admissions for stroke seemed to be the most 

common neurologic admission and medical death that 

observed in other regions of the country and a little over 

one fifths of stroke patients die [2]. Stroke is a 

predominantly ischemic, accounted for 77.6% of the 

neurological case. Central nervous system infections, 

involving mostly of meningitis and tetanus, accounted 

for 6.6% and 3% of cases, correspondingly. The myelin 

pathies were the cause of neurologic admissions in 

5.4% with paraplegia and quadriplegia resulting from 

myelopathies accounting for 5% and 0.4% of the cases 

[3]. Arterial blood flow to the brain transpires over four 

main arteries: two large internal carotids providing 

blood to the anterior portion of the brain and two 

smaller vertebral arteries providing blood to the 

posterior portion of the brain, brainstem and spinal 

cord. The two internal carotid arteries turn off the aortic 

arch and spread to the near of midbrain where they go 

into the circle of Willis. At this junction, the MCA and 

anterior cerebral arteries (ACA) turn off the internal 

carotid arteries. The MCA provides blood to lateral 

portions of the brain in the frontal (including the 

primary motor strip); parietal (including the primary 

sensory strip) and occipital lobes [3]. Arterial blood 

flow to the brain transpires over four main arteries: two 

huge internal carotids providing blood to the frontal part 

of the brain and two smaller vertebral arteries providing 

blood to the posterior portion of the brain, brainstem 

and spinal cord. The two internal carotid arteries branch 

off the aortic arch and extend to the level of midbrain 

where they enter the circle of Willis. The MCA and 

anterior cerebral arteries branch off the internal carotid 

arteries at junction. The MCA provides blood to lateral 

portions of the brain in the frontal (including the 

primary or strip): parietal (including the primary 

sensory strip) and occipital lobes. The and anterior 

cerebral artery (ACA) as provide blood to the medial 

portion of the brain, optic tract and sub cortical 

structures of the brain [4]. The anterior communicating 

artery connects two the two ACAs, allowing for 

bilateral blood flow in the presence of lesions to one 

ACA before the ACA-ACOMA junction. The two 

vertebral arteries unite at the level of the brainstem to 

form the basilar artery. The basilar artery continues up 

the brainstem before branching into two posterior 

communicating arteries (PCOMA), which form the 

posterior portion of the circle of Willis. The PCOMA 

arteries connect of the internal carotid arteries on either 

side, closing the circle of Willis. PCOMA arteries 

provide blood to the anterior vessels of the circle of 

Willis in the face of lesions to the internal carotid 

arteries [5]. The posterior cerebral arteries (PCA) 

branch off the basilar artery at the same junction as the 

PCOMAs and supply blood flow to the occipital lobe 

and portions of the temporal lobe. The venous system 

does not copycat arterial system design contrast to the 

other areas in the body. Deep veins and the Dural 

sinuses are accountable for the main stream of venous 

drainage; equally vacant into the core jugular veins. The 

exceptions a small amount of venous blood that drains 

through the ophthalmic and pterygoid venous plexuses 

into the emissary veins to the scalp and down the 

system of Para vertebral veins in the spinal canal [6]. 

Factors affecting of stroke are cerebral blood flow 

include arterial pressure, venous pressure, intracranial 

pressure, blood viscosity and the degree of active 

constriction or dilation of the cerebral arterioles. As the 

skull is not flexible and brain tissue and spinal fluid are 

fundamentally incompressible, the volume of blood, 

spinal fluid and brain in the skull at any single time 

must be relatively constant. Normal cranial capacity for 

blood and spinal fluid is 125-150 ml [7]. Although 

much hutch has been made of the lack of a specific 

targeted therapy, much less is written about the success 

and goals of aggressive medical and surgical care for 

this disease like stroke. Current population based 

evidences recommend that maximum patients existing 

with stroke that are willingly survivable with good 

medical care. This suggests that excellent medical care 

likely has a potent, direct impact on stroke morbidity 

and mortality now, even before a specific therapy is 

found. Indeed, as discussed later, the overall 

aggressiveness of stroke care is directly related to the 

mortality from this disease [8]. The aim of the study 

was to assess the clinical status of the stroke patients 

attended in a tertiary care hospital of Bangladesh. 

 

METHODS 
This descriptive cross sectional study was 

conducted at the department of Medicine in Sheikh 

Hasina Medical College and Hospital, Jamalpur, 

Bangladesh during the period from January 2018 to 

December 2018. Non randomized, purposive sampling 

technique was applied for this study. As per the 

inclusion and exclusion criteria of this study inn total 

180 stroke patients attended to the mentioned hospital 

were finalized as the sample and all the nurses engaged 

in the treatment procedure were associated in the study. 

Data was collected by using a semi structure, pre-tested 

and modified interviewer administered questionnaire. 

This intervention was approved by the ethical 

committee of the mentioned hospital. Proper written 

consents were taken from all the participants before 

starting the main part of intervention. Statistical 

package for social science (SPSS) version 20.0 

(Chicago) a computer programmed was used to entry 

and analyze the collected data. Proportion was 

presented by frequency and cross tabulation analysis. 

The association was found out by using Pearson’s chi-

square (χ2) test. 
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RESULT 
In this study 50.6% of the respondents 

belonged to more than 50 years age, followed by 26.2% 

belonged 46-55 years age group, 14.4% belonged to 36-

45 years age group, and 8.8% belonged to 25-35 years 

age group with mean age 52.81±9.707 years. Most of 

the respondent 82% was male and rest 18% was female. 

Most of the respondents (82%) of this study was 

married, followed by 9%, was widow, 7% was 

unmarried, and only 2 was divorced of them. In total 

62.3% of the respondents had 6-8 person family 

members, followed by 28.4% had 3-5 person family 

members, and rest 9.3% had it was 9-12 person family 

members. We found 60% of the respondents used tube 

well water, 37% used supply water, and rest 3% used 

boil water. Among the participants40% respondents had 

tin shed house, followed by 27%, had building, 17% 

had semi-building, and rest 16% had kacca house 

respectively whereas majority of the respondents (98%) 

used sanitary latrine, and only 2% of them used non-

sanitary latrine. In this study, out of all respondents 

69.4% had family history of DM, followed by 30.6% 

did not have it. 96.7% had knowledge on stroke and rest 

3.3% did not know about stroke. About the knowing the 

meaning of stroke, 92.9% of the respondents opined, 

followed by 79.2%, 44.3% and 30.6% it is 

cardiovascular disease, nerve disease and heart disease 

respectively. We found, 48.6% did not know about type 

of stroke, followed by 47.5%, 3.8% and 1.1% know it 

to be hemorrhagic, non-hemorrhagic, and ischemic 

respectively. In the type of treatment of stroke and 

which was 97.3% took medication, followed by, 67.8% 

took physiotherapy, 30.6% took surgery and, 8.2% took 

it others like Kabiraj, Fakir, Jhar-Fuk. In total 98.4% of 

the respondents investigated by blood test, followed by, 

95.1% by ECG, 78.1% by CT scan, and 42.6% by MRI 

respectively. In total 44.3% respondents very suffering 

from HTN for 1-2 years, followed by 33.9%, 18.6%, 

and 3.3% suffered for 3-5 years, 6-10 years, and more 

than 10 years respectively whereas 46.2% of the 

respondents very suffering from DM for 3-5 years, 

followed by 45.5% for 1-2 years, and rest 8.3% for 6-10 

years. We observed, 60% of the respondents’ duration 

of smoking was for 16-25 years, followed by 26% for 

5-15 years, and 14% for 26-40 years respectively. In 

this study among the respondents 24.6% got affected 

their right side, 23% left side and 20.2% both sides but 

32.2 % respondents could not get it diagnosed. In this 

study, majority of the respondents (95%) family history 

of CVD was positive, and only 5% family history of 

CVD was negative. There was the association between 

gender and knowledge on risk factor of stroke is DM. 

The association is strongly significant where the p-

value is 0.000 (which is less than .001).We found, 

74.3% of the respondents very suffering from CVD for 

1-5 years, followed by 13.7% for 11-15 years, 8.2% for 

6-10 years, and rest 3.8% for more than 15 years. We 

found the association between gender and knowledge 

on risk factor of stroke is HTN. The association is 

significant where the p-value is 0.007 (which is < .05). 

 

Table-1: Age distribution of participants (N=180) 

Age n % 

25-35 Years 16 8.8 

36-45 Years 26 14.4 

46-55 Years 48 26.2 

56+ Years 90 50.6 

Total 180 100 

Mean ± SD = 52.81± 9.707 

 

 
Fig-1: Distribution of the respondents by type of stroke (n=180) 
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Fig-2: Distribution of the respondents by duration of suffering from HTN (n=180) 

 

Table-2: Distribution of the respondents by family history of DM and knowledge on stroke (n=180) 

Variables Answers n % 

Family history of DM Yes 127 69.4 

No 56 30.6 

Knowledge on Stroke Yes 177 96.7 

No 6 3.3 
 

Table-3: Distribution of the respondents by meaning of stroke (n=180) 

Meaning of stroke n % 

Cardiovascular disease 145 79.2 

Brain disease 170 92.9 

Nerve disease 81 44.3 

Heart disease 56 30.6 
 

Table-4: Distribution of the respondents by affected side of stroke (n=180) 

Side involved n % 

Right side of brain 45 24.6 

Left side of brain 42 23 

Both side of brain 37 20.2 

Not know 59 32.2 

Total 180 100 
 

Table-5: Distribution of the respondents by knowledge on risk factors of stroke (n=180) 

Risk Factors Answers  n % 

HTN Yes 180 100 

DM Yes 132 72.1 

No 51 27.9 

Smoking Yes 142 77.6 

No 41 22.4 

Alcoholism Yes 178 97.3 

No 6 2.7 

 

Table-6: Distribution of the respondents by HTN 

Risk factor  Sex Total Chi-sq. p-val. 

Male Female 

1-2 Years 59 (32.2) 22 (12) 81 (44.3) 12.026 0.007 

3-5 Years 50 (27.3) 12 (6.6) 62 (33.9) 

6-10 Years 27 (14.8) 7 (3.8) 34 (18.6) 

10+ Years 5 (2.7) 1 (0.5) 6 (3.3) 

Total 140 (77)  40 (23) 180 (100) 
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Table-7: Distribution of the respondents by DM 

Risk factor Sex Total Chi-sq. p-val. 

Male Female 

1-2 Years 42 (31.8) 18 (13.7) 60 (45.5) 25.011 0 

3-5 Years 49 (37.2) 12 (9.0) 61(46.2) 

6-10 Years 6 (4.5) 5 (3.8) 11 (8.3) 

Total 97 (73.5) 35 (26.5) 132 (100) 

 

DISCUSSION 
The aim of this study was to assess the clinical 

status of the stroke patients attended in a tertiary care 

hospital of Bangladesh. Results found that out of all 

respondents (69.4%) had family history of DM, 

followed by 30.6% did not have. Among them 96.7% 

had knowledge on stroke and rest 3.3% did not know 

about stroke. Among the respondents opined 92.9%, 

followed by 79.2%, 44.3% and 30.6% opined it is 

cardiovascular disease, nerve disease and heart disease 

respectively. Findings reported that 48.6% did not know 

about type of stroke, followed by 47.5%, 3.8% and 

1.1% was hemorrhagic, non-hemorrhagic, and ischemic 

respectively. The study was revealed that among the 

respondents 24.6% got affected their right side, in 23% 

left and 20.2% both side, but 32.2% respondents could 

not get it diagnosed. Study showed that 44.3% of the 

respondents suffered from HTN for 1-2 years, followed 

by 33.9%, 18.6%, and 3.3% suffered for 3-5 years, 6-10 

years, and more than 10 years respectively. Study also 

showed that 46.2% of the respondents suffered from 

DM were for 3-5 years, followed by 45.5% for 1-2 

years, and rest 8.3% for 6-10 years. Research results 

revealed that 60% of the respondents’ duration of 

smoking was for 16-25 years, followed by 26% for 5-15 

years, and 14% for 26-40 years respectively. Among 

them most of the respondents (95%) family history of 

CVD was positive, and only 5% family history of CVD 

was negative. Of them 74.3% of the respondents were 

suffering from CVD were for 1-5 years, followed by 

13.7% for 11-15 years, 8.2% for 6-10 years, and rest 

3.8% for more than 15 years. These results are greater 

than the results of the study on Inpatient costs, length of 

stay and mortality for cerebrovascular events in 

community hospitals conducted by Reed SD, 2001 [9].
 

Research found that 98.4% of the respondents 

investigated by blood test, followed by, 95.1% by ECG, 

78.1% by CT scan, and 42.6% by MRI respectively. It 

was reported about the type of treatment of stroke and 

which was 97.3% took medication, followed by, 67.8% 

took physiotherapy, 30.6% took surgery and, 8.2% took 

it others like Kabiraj, Fakir, Jhar-Fuk. These findings 

are almost dissimilar to the study on Emerging medical 

and surgical management strategies in the evaluation 

and treatment of intracerebral hemorrhage conducted by 

Manno EM, 2005 [10].
 
Study found that 78.1% of the 

respondents obtained information about stroke from 

doctor, followed by 63.4%, 37.2%, 36.6%, 33.9%, 

19.1% and 13.7%, from peer feedback, senior 

colleagues, newspaper, health education, TV and radio 

respectively. Research findings revealed the association 

between gender and knowledge on risk factor of stroke 

is HTN. The association is significant where the p-value 

is 0.007 (which is less than .05). It was also revealed the 

association between gender and knowledge on risk 

factor of stroke is DM. The association is strongly 

significant where the p-value is 0.000 (which is less 

than .001). 

 

Limitations of the study 

This was a single center study with small 

sample size. So the findings cannot be generalized due 

to selection bias. 

 

CONCLUSION  
Most of the respondents were not aware about 

consequence the bad effect of smoking which is a major 

risk factor of stroke. Stroke cases in Bangladesh have 

significantly increased in number over the past decades; 

adverse outcomes from these cases are also rising due 

to the low number of neurologists and specialized 

hospitals in the country. Because stroke poses long-term 

economic impacts on individuals, families, and the 

country; study findings urge the government to put 

more emphasis on healthcare development by building 

more stroke rehabilitation units and tertiary hospitals to 

prevent stroke occurrence and recurrence.  

 

RECOMMENDATIONS  
There is a need for repeated national 

prevalence estimates to further assess the stroke, 

management, treatment, and the including measures of 

other factors. Bangladesh government needs to 

emphasize healthcare development to cope with the 

increasing population density and to reduce stroke 

occurrence. 
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