
Table-II: Geographical distribution of residence of the 
patients.

Table-III, shows that about two third patient’s came from 
poor family).
Table-III: Social economic condition of the parents.

Table-IV, reveals that more than 50% children (41.33+12) 
came to hospital within 6 hours of poison ingestion/ 
inhalation.
Table-IV: Hospital arrival after ingestion/inhalation of 
poisons. 

Table V showing most of the cases (33.33%) were 
asymptomatic.
Table-V: Clinical features of acute poisoning cases. 

Table VI shows that kerosene Poisoning (21.33%) was the 
top most cause of acute Poisoning in children.
Table-VI: Source of poisoning. 

Table –VII shows ultimate recovery was good, it was about 
82.66%.
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Abstract 
Introduction: Acute poisoning is a common childhood emergency in Bangladesh. In many cases history and clinical 
features fail to identify the offending agent. This study was done to identify the specific clinical findings related with 
the source of poisoning and assess the outcome. Materials and Methods: It was a prospective study done from 
January to June 2020, among 75 indoor children of Tangail District Hospital. A preformed structured questionnaire 
was filled up by data collected from direct interview with the parents or caregivers, hospital records, during clinical 
examination. Results: We found the mean age of the study population 5.5±1.5 years having male preponderance 1.6:1 
in ratio. Kerosene 16(21.33%) and organophosphorus compound 15(20%) were the most common etiological agents 
and accidental (85%) was the most common mode of poisoning. Most of the cases were asymptomatic 25(33.3%). We 
encountered only 5(6.6%) death having 62(82.6%) complete recovery. Conclusion: Acute poisoning still remains a 
major cause of child death in Bangladesh. History remains the main information for early diagnosis. We should take 
necessary steps to prevent exposure to poisonous material in children to reduce related burden of hospitalization, 
mortality and morbidity.
Keywords: Acute Poisoning, OPC, Kerosene, Children.
Number of Tables: 07; Number of References: 20; Number of Correspondence: 06.

substances for acute poisoning in our country are herbicides, insecti-
cides, sedatives, food substances, kerosene, rat killer, toilet cleaner; 
spirit and wooden polish etc.7,8.Children are especially vulnerable to 
accidental than other modes of poisoning9,10. The mortality and 
morbidity depends upon some factors like age of the patient, type of 
poison, quantity of exposure, time elapsed before hospital admission 11,12.  
But early detection & effective management also plays key role. This 
study was done to report the ever changing substance, mode of 
poisoning and to identify clinical profile along with outcome of acute 
poisoning cases admitted in a district level hospital where rapidly 
urbanization is going on. Thus, we can identify any changing pattern 
of poisoning for future action plan to prevent such a dreadful and 
upcoming childhood health hazard.
Materials and Methods: 
It was a prospective study done from January/2020 to June/2020, 
among 75 indoor patients at pediatrics department of 250 Bedded 
General Hospital, Tangail. A Printed structured questionnaire was 
prepared before study. This was a secondary level district hospital 
where most of the patients came from primary centers like Upazilla 
Health Complex (UHC) and Union Sub-centers. Any acute poison-
ing case below 12 years old admitted by the emergency medical 
officer (EMO) into the indoor patient department of pediatrics was 
included in our study. Those children who were more than 12 years 
of age, treated in outpatient department(OPD) or in emergency room 
for observation, deny hospitalization, brought death, chronic poison-
ing, deny to give informed written consent were excluded from this 
study. Data were collected from parents and caregivers directly by 
interviewing. Detailed history regarding age, sex, socio-economic 
condition, mode of poisoning, place of occurrence, residence, 
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transportation, condition of the children at arrival, time 
elapsed before admission in hospital was recorded. Clinical 
examination data were collected from patient’s admission 
file and history sheet filled up by the duty medical officer in 
the department or by emergency medical officer. Outcome 
profile was taken from the patient’s register book. Data 
were then analyzed with the use of Statistical package of 
social science (SPSS) version-23. Informed written conscent 
or thumbprint was taken from each parent. Permission was 
also taken from hospital authority before study.
Results:
 A total 75 patients were  enrolled in this study, Age range 
during admission was 1.5  to 12 yrs, mean average 5.5± 1.5 
years, Male, female ratio was 1.6:1.About 50% of the total 
patient came from rural area, 26% patient came from 
remote area, and rest of the patients came from urban area. 
Total 50 patient (66.66%) came from poor family, about 15 
patients (20%) came from middle class family, and rest 10 
patients (13.33%) came from higher society.  Among 75, 
most of the patient affected by kerosene poisoning(21.33%) 
&OPC poisoning(20%) drug poisoning 16%, unknown 
poisoning 14.66%, chemical 10.66%, household substances 
6.66%, sedatives 6.66%, others2.66%.  Children mostly 
take the poison accidentally (85.33%).On the other hand 
mother and caregivers sometimes give the poisonous 
substances to children unmindfully. Sometimes children 
accidently take drugs which are usually used for adults, like 
sedatives & anxiolytic drugs etc. Now a day’s homicidal 
poisoning (9.33%) is not rare. It mainly occurs in broken 
family, disharmony of the parents or by the enemies. Due 
to ignorance or illiteracy, most of the patients did not came 
to hospital timely. Only 53.33 % patient came to the hospi-
tal within 6 hours of ingestion of poison. Gastric lavage 
performed only 21 patients because most of the patient 
came in hospital after 6 hours. Some of the patients affected 
by corrosive agents like kerosene or sprit, where gastric 
lavage was contraindicated. Ultimate result after admission 
of the patient was good. Only 5patients (6.66%) expired, 
another 5 patients (6.66%) became disable, 3 patients (4%) 
referred to higher centre for better management and 62 
patients (82.6 6%) completely recovered. Disability occurs 
due to corrosive substances. Eye, face & oral cavity affect-
ed due to corrosive substances (acid or alkali etc). 
Table-I, reveals that about 42.66%  Children of study group 
were in between 0 to 5years of age and 64 patients(85.33%) 
out of 75 were Accidental Poisoning.
Table-I: Age distribution and pattern of poisoning.

Table-VII: Outcome of the cases. 

Discussion: 
We observed in our study that age of the maximum children 
(42.66%) who ingested poisons around 5 years. Under five 
Children mostly affected by accidental poisoning. And it is 
almost similar to another study that published from another 
journal of India7,8. Younger children were more commonly 
affected with household chemicals as compared to older 
children who affected mainly by drugs13. We observed that 
there is a significant association between the rural residents 
and intention of poisoning. It has also been shown in 
another study conducted in Bangladesh3. Our Current study 
reported that older children easily take medicines which are 
usually used for the adult like sedatives, anxiolytics and 
other narcotics. Youngest children take medicinal products 
accidentally13. In Developing country like Bangladesh have 
the higher risk for medicinal poisoning in children. 
Sometimes drug overdose become a risk factor for 
poisoning in case of children13. In rural area children 
usually take herbicides, insecticides and other household 
substance because it’s easy availability within own 
residence9. Sometimes children become victims 
accidentally by inhalation of insecticides during spraying to 
the plants. In the Living room area of the house and in 
kitchen area household containers were the commonest 
location for the poison in children in developing country. In 
our study we observed that most of the children found 
kerosene oil as the most common poisoning and those 
poisoning occurred in kitchen area or living room11. We 
observed that the 41.33% children were brought to the 
secondary care hospital emergency unit within 3 to 4 hours 
of poison ingestion or inhalation14. It was very much similar 
time compared to the other study in the India, that reported 
60% affected Children came to nearby facilities within 3-4 
hours and 70% within 6 hours7. Delayed presentation to the 
emergency unit following poisoning is associated with 
increased risk of complications15,16,17. Delayed clinical 
presentation was inversely proportional to the outcome. 
Delayed transportation of children after ingestion of poison 
was one of the important risk factor in acute poisoning in 
rural area. Ignorance, illiteracy, poverty, lack of transport 
facilities, superstitions have been reported as the reason of 
delayed presentation in our country which was similar to 
another study done in Bangladesh 2,3,. Different poisoning 
pattern observed in different countries and regions. It varies 
country to country, region to region and different parts of 
the same country18,19,20. In our study we found that medicine 
accounted for 16% of all acute poisoning in case of 

children, we observed a large contribution from medicinal 
products for acute poisoning in children13. During study 
period 4 patients  died due to aspiration pneumonia/ 
chemical pneumonitis in case of kerosene poisoning, one 
patient died due to OPC poisoning where gastric lavage, 
atropine, antidote pralidoxime, IV fluid was given. Data 
derived from our present study reveals that 20% cases due 
to OPC admitted in hospital3. Current study revealed that 
only 3 patients transferred to the tertiary care hospital for 
the further management. Above all results of the study 
indicates that public awareness must be improved to reduce 
mortality and morbidity of under 12 year’s children. 
Limitation of the use of insecticides and pesticides should 
be strictly maintained, easy accessibility of such products 
should be monitored. In Bangladesh mortality rate from 
poisoning cases was reported at 5.1%, in our study 
mortality rate is 6.66 % which is similar to another study 
was done in rural hospital in Bangladesh3. Slightly higher 
mortality rate in our secondary level district hospital may 
be due to lack of ICU support, delayed transportation, 
immediate hospitalization and some superstitions.
Conclusion: 
Acute poisoning still remains a major cause of child death 
in Bangladesh. Kerosene, OPC and drugs remain the most 
common source and accidental as the most common mode 
of poisoning. History remains the main information for 
early diagnosis. We should take necessary steps to prevent 
exposure to poisonous material in children to reduce 
related burden of hospitalization, mortality and morbidity.
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Introduction: 
Acute poisoning is a common emergency around the 
world1. Although childhood  mortality from 
infectious disease have declined for the last few 
decades there is steady increased proportion of death 
resulting from non-communicable diseases like, 
drowning, poisoning, snake bite, electrocution, 
injury etc2. Reduction of illnesses and deaths from 
hazardous chemicals and pollution is one of the 
health related goals of SDG1. Exposure to poisonous 
substance is a huge healthcare load for any pediatric 
emergency and indoor facilities3,4. There is increas-
ing trend of acute poisoning related hospital admis-
sion and death in Bangladesh due to rapid economic 
development and easy accessibility of agro-chemical 
and other harmful substances5,6. Commonly used
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Age Distribution

0-5  Years
6-10 Years
10-12 Years
Total

0
0
4
4

4
2
1
7

28
21
15
64

32
23
20
75

42.66%
30.66%
26.66%
100%

Pattern of Poisoning Total Percentage
Suicidal Homicidal Accidental

Area of residence
Urban Area
Rural Area
Remote Area

No of patient
13
42
20

Percentage (%)
17.33%
56.66%
26.66%

Statues
Poor
Middle Class
Affluent society

No of patient
50
15
10

Percentage (%)
66.66%

20%
13.33%

Time
0 to 1 hour
1hour to 6 hours
7hour to 24 hours
>24 hours

No of patients
9
31
25
10

Percentage (%)
12%

41.33%
33.33%
13.33%

Clinical features
Asymptomatic
Vomiting
Abdominal pain
Dyspnea
Excessive salivation
Altered sensorium

Cases
25
20
11
8
7
5

Percentage (%)
33.33%
26.66%
14.66%
10.66
9.33%
6.66%

Types of poison
Kerosene Poisoning
OPC poisoning
Drug poisoning
Unknown poisoning
Chemical poisoning
Household substance
Sedatives
Others

No of patient
16
15
12
11
8
5
5
2

Percentage (%)
21.33%

20%
16%

14.66%
10.66%
6.66%
6.66%
2.66%

Table -II, shows that most of the children came from rural area, it was
near about 83% (56.66%+26.66). 

Table-II: Geographical distribution of residence of the 
patients.

Table-III, shows that about two third patient’s came from 
poor family).
Table-III: Social economic condition of the parents.

Table-IV, reveals that more than 50% children (41.33+12) 
came to hospital within 6 hours of poison ingestion/ 
inhalation.
Table-IV: Hospital arrival after ingestion/inhalation of 
poisons. 

Table V showing most of the cases (33.33%) were 
asymptomatic.
Table-V: Clinical features of acute poisoning cases. 

Table VI shows that kerosene Poisoning (21.33%) was the 
top most cause of acute Poisoning in children.
Table-VI: Source of poisoning. 

Table –VII shows ultimate recovery was good, it was about 
82.66%.

transportation, condition of the children at arrival, time 
elapsed before admission in hospital was recorded. Clinical 
examination data were collected from patient’s admission 
file and history sheet filled up by the duty medical officer in 
the department or by emergency medical officer. Outcome 
profile was taken from the patient’s register book. Data 
were then analyzed with the use of Statistical package of 
social science (SPSS) version-23. Informed written conscent 
or thumbprint was taken from each parent. Permission was 
also taken from hospital authority before study.
Results:
 A total 75 patients were  enrolled in this study, Age range 
during admission was 1.5  to 12 yrs, mean average 5.5± 1.5 
years, Male, female ratio was 1.6:1.About 50% of the total 
patient came from rural area, 26% patient came from 
remote area, and rest of the patients came from urban area. 
Total 50 patient (66.66%) came from poor family, about 15 
patients (20%) came from middle class family, and rest 10 
patients (13.33%) came from higher society.  Among 75, 
most of the patient affected by kerosene poisoning(21.33%) 
&OPC poisoning(20%) drug poisoning 16%, unknown 
poisoning 14.66%, chemical 10.66%, household substances 
6.66%, sedatives 6.66%, others2.66%.  Children mostly 
take the poison accidentally (85.33%).On the other hand 
mother and caregivers sometimes give the poisonous 
substances to children unmindfully. Sometimes children 
accidently take drugs which are usually used for adults, like 
sedatives & anxiolytic drugs etc. Now a day’s homicidal 
poisoning (9.33%) is not rare. It mainly occurs in broken 
family, disharmony of the parents or by the enemies. Due 
to ignorance or illiteracy, most of the patients did not came 
to hospital timely. Only 53.33 % patient came to the hospi-
tal within 6 hours of ingestion of poison. Gastric lavage 
performed only 21 patients because most of the patient 
came in hospital after 6 hours. Some of the patients affected 
by corrosive agents like kerosene or sprit, where gastric 
lavage was contraindicated. Ultimate result after admission 
of the patient was good. Only 5patients (6.66%) expired, 
another 5 patients (6.66%) became disable, 3 patients (4%) 
referred to higher centre for better management and 62 
patients (82.6 6%) completely recovered. Disability occurs 
due to corrosive substances. Eye, face & oral cavity affect-
ed due to corrosive substances (acid or alkali etc). 
Table-I, reveals that about 42.66%  Children of study group 
were in between 0 to 5years of age and 64 patients(85.33%) 
out of 75 were Accidental Poisoning.
Table-I: Age distribution and pattern of poisoning.

Table-VII: Outcome of the cases. 

Discussion: 
We observed in our study that age of the maximum children 
(42.66%) who ingested poisons around 5 years. Under five 
Children mostly affected by accidental poisoning. And it is 
almost similar to another study that published from another 
journal of India7,8. Younger children were more commonly 
affected with household chemicals as compared to older 
children who affected mainly by drugs13. We observed that 
there is a significant association between the rural residents 
and intention of poisoning. It has also been shown in 
another study conducted in Bangladesh3. Our Current study 
reported that older children easily take medicines which are 
usually used for the adult like sedatives, anxiolytics and 
other narcotics. Youngest children take medicinal products 
accidentally13. In Developing country like Bangladesh have 
the higher risk for medicinal poisoning in children. 
Sometimes drug overdose become a risk factor for 
poisoning in case of children13. In rural area children 
usually take herbicides, insecticides and other household 
substance because it’s easy availability within own 
residence9. Sometimes children become victims 
accidentally by inhalation of insecticides during spraying to 
the plants. In the Living room area of the house and in 
kitchen area household containers were the commonest 
location for the poison in children in developing country. In 
our study we observed that most of the children found 
kerosene oil as the most common poisoning and those 
poisoning occurred in kitchen area or living room11. We 
observed that the 41.33% children were brought to the 
secondary care hospital emergency unit within 3 to 4 hours 
of poison ingestion or inhalation14. It was very much similar 
time compared to the other study in the India, that reported 
60% affected Children came to nearby facilities within 3-4 
hours and 70% within 6 hours7. Delayed presentation to the 
emergency unit following poisoning is associated with 
increased risk of complications15,16,17. Delayed clinical 
presentation was inversely proportional to the outcome. 
Delayed transportation of children after ingestion of poison 
was one of the important risk factor in acute poisoning in 
rural area. Ignorance, illiteracy, poverty, lack of transport 
facilities, superstitions have been reported as the reason of 
delayed presentation in our country which was similar to 
another study done in Bangladesh 2,3,. Different poisoning 
pattern observed in different countries and regions. It varies 
country to country, region to region and different parts of 
the same country18,19,20. In our study we found that medicine 
accounted for 16% of all acute poisoning in case of 

children, we observed a large contribution from medicinal 
products for acute poisoning in children13. During study 
period 4 patients  died due to aspiration pneumonia/ 
chemical pneumonitis in case of kerosene poisoning, one 
patient died due to OPC poisoning where gastric lavage, 
atropine, antidote pralidoxime, IV fluid was given. Data 
derived from our present study reveals that 20% cases due 
to OPC admitted in hospital3. Current study revealed that 
only 3 patients transferred to the tertiary care hospital for 
the further management. Above all results of the study 
indicates that public awareness must be improved to reduce 
mortality and morbidity of under 12 year’s children. 
Limitation of the use of insecticides and pesticides should 
be strictly maintained, easy accessibility of such products 
should be monitored. In Bangladesh mortality rate from 
poisoning cases was reported at 5.1%, in our study 
mortality rate is 6.66 % which is similar to another study 
was done in rural hospital in Bangladesh3. Slightly higher 
mortality rate in our secondary level district hospital may 
be due to lack of ICU support, delayed transportation, 
immediate hospitalization and some superstitions.
Conclusion: 
Acute poisoning still remains a major cause of child death 
in Bangladesh. Kerosene, OPC and drugs remain the most 
common source and accidental as the most common mode 
of poisoning. History remains the main information for 
early diagnosis. We should take necessary steps to prevent 
exposure to poisonous material in children to reduce 
related burden of hospitalization, mortality and morbidity.
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Outcome
Death
Disability
Referred
Compete Recovery

No of patients
5
5
3
62

Percentage (%)
6.66%
6.66%

4%
82.66%

Table-II: Geographical distribution of residence of the 
patients.

Table-III, shows that about two third patient’s came from 
poor family).
Table-III: Social economic condition of the parents.

Table-IV, reveals that more than 50% children (41.33+12) 
came to hospital within 6 hours of poison ingestion/ 
inhalation.
Table-IV: Hospital arrival after ingestion/inhalation of 
poisons. 

Table V showing most of the cases (33.33%) were 
asymptomatic.
Table-V: Clinical features of acute poisoning cases. 

Table VI shows that kerosene Poisoning (21.33%) was the 
top most cause of acute Poisoning in children.
Table-VI: Source of poisoning. 

Table –VII shows ultimate recovery was good, it was about 
82.66%.

transportation, condition of the children at arrival, time 
elapsed before admission in hospital was recorded. Clinical 
examination data were collected from patient’s admission 
file and history sheet filled up by the duty medical officer in 
the department or by emergency medical officer. Outcome 
profile was taken from the patient’s register book. Data 
were then analyzed with the use of Statistical package of 
social science (SPSS) version-23. Informed written conscent 
or thumbprint was taken from each parent. Permission was 
also taken from hospital authority before study.
Results:
 A total 75 patients were  enrolled in this study, Age range 
during admission was 1.5  to 12 yrs, mean average 5.5± 1.5 
years, Male, female ratio was 1.6:1.About 50% of the total 
patient came from rural area, 26% patient came from 
remote area, and rest of the patients came from urban area. 
Total 50 patient (66.66%) came from poor family, about 15 
patients (20%) came from middle class family, and rest 10 
patients (13.33%) came from higher society.  Among 75, 
most of the patient affected by kerosene poisoning(21.33%) 
&OPC poisoning(20%) drug poisoning 16%, unknown 
poisoning 14.66%, chemical 10.66%, household substances 
6.66%, sedatives 6.66%, others2.66%.  Children mostly 
take the poison accidentally (85.33%).On the other hand 
mother and caregivers sometimes give the poisonous 
substances to children unmindfully. Sometimes children 
accidently take drugs which are usually used for adults, like 
sedatives & anxiolytic drugs etc. Now a day’s homicidal 
poisoning (9.33%) is not rare. It mainly occurs in broken 
family, disharmony of the parents or by the enemies. Due 
to ignorance or illiteracy, most of the patients did not came 
to hospital timely. Only 53.33 % patient came to the hospi-
tal within 6 hours of ingestion of poison. Gastric lavage 
performed only 21 patients because most of the patient 
came in hospital after 6 hours. Some of the patients affected 
by corrosive agents like kerosene or sprit, where gastric 
lavage was contraindicated. Ultimate result after admission 
of the patient was good. Only 5patients (6.66%) expired, 
another 5 patients (6.66%) became disable, 3 patients (4%) 
referred to higher centre for better management and 62 
patients (82.6 6%) completely recovered. Disability occurs 
due to corrosive substances. Eye, face & oral cavity affect-
ed due to corrosive substances (acid or alkali etc). 
Table-I, reveals that about 42.66%  Children of study group 
were in between 0 to 5years of age and 64 patients(85.33%) 
out of 75 were Accidental Poisoning.
Table-I: Age distribution and pattern of poisoning.

Table-VII: Outcome of the cases. 

Discussion: 
We observed in our study that age of the maximum children 
(42.66%) who ingested poisons around 5 years. Under five 
Children mostly affected by accidental poisoning. And it is 
almost similar to another study that published from another 
journal of India7,8. Younger children were more commonly 
affected with household chemicals as compared to older 
children who affected mainly by drugs13. We observed that 
there is a significant association between the rural residents 
and intention of poisoning. It has also been shown in 
another study conducted in Bangladesh3. Our Current study 
reported that older children easily take medicines which are 
usually used for the adult like sedatives, anxiolytics and 
other narcotics. Youngest children take medicinal products 
accidentally13. In Developing country like Bangladesh have 
the higher risk for medicinal poisoning in children. 
Sometimes drug overdose become a risk factor for 
poisoning in case of children13. In rural area children 
usually take herbicides, insecticides and other household 
substance because it’s easy availability within own 
residence9. Sometimes children become victims 
accidentally by inhalation of insecticides during spraying to 
the plants. In the Living room area of the house and in 
kitchen area household containers were the commonest 
location for the poison in children in developing country. In 
our study we observed that most of the children found 
kerosene oil as the most common poisoning and those 
poisoning occurred in kitchen area or living room11. We 
observed that the 41.33% children were brought to the 
secondary care hospital emergency unit within 3 to 4 hours 
of poison ingestion or inhalation14. It was very much similar 
time compared to the other study in the India, that reported 
60% affected Children came to nearby facilities within 3-4 
hours and 70% within 6 hours7. Delayed presentation to the 
emergency unit following poisoning is associated with 
increased risk of complications15,16,17. Delayed clinical 
presentation was inversely proportional to the outcome. 
Delayed transportation of children after ingestion of poison 
was one of the important risk factor in acute poisoning in 
rural area. Ignorance, illiteracy, poverty, lack of transport 
facilities, superstitions have been reported as the reason of 
delayed presentation in our country which was similar to 
another study done in Bangladesh 2,3,. Different poisoning 
pattern observed in different countries and regions. It varies 
country to country, region to region and different parts of 
the same country18,19,20. In our study we found that medicine 
accounted for 16% of all acute poisoning in case of 

children, we observed a large contribution from medicinal 
products for acute poisoning in children13. During study 
period 4 patients  died due to aspiration pneumonia/ 
chemical pneumonitis in case of kerosene poisoning, one 
patient died due to OPC poisoning where gastric lavage, 
atropine, antidote pralidoxime, IV fluid was given. Data 
derived from our present study reveals that 20% cases due 
to OPC admitted in hospital3. Current study revealed that 
only 3 patients transferred to the tertiary care hospital for 
the further management. Above all results of the study 
indicates that public awareness must be improved to reduce 
mortality and morbidity of under 12 year’s children. 
Limitation of the use of insecticides and pesticides should 
be strictly maintained, easy accessibility of such products 
should be monitored. In Bangladesh mortality rate from 
poisoning cases was reported at 5.1%, in our study 
mortality rate is 6.66 % which is similar to another study 
was done in rural hospital in Bangladesh3. Slightly higher 
mortality rate in our secondary level district hospital may 
be due to lack of ICU support, delayed transportation, 
immediate hospitalization and some superstitions.
Conclusion: 
Acute poisoning still remains a major cause of child death 
in Bangladesh. Kerosene, OPC and drugs remain the most 
common source and accidental as the most common mode 
of poisoning. History remains the main information for 
early diagnosis. We should take necessary steps to prevent 
exposure to poisonous material in children to reduce 
related burden of hospitalization, mortality and morbidity.
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Table-II: Geographical distribution of residence of the 
patients.

Table-III, shows that about two third patient’s came from 
poor family).
Table-III: Social economic condition of the parents.

Table-IV, reveals that more than 50% children (41.33+12) 
came to hospital within 6 hours of poison ingestion/ 
inhalation.
Table-IV: Hospital arrival after ingestion/inhalation of 
poisons. 

Table V showing most of the cases (33.33%) were 
asymptomatic.
Table-V: Clinical features of acute poisoning cases. 

Table VI shows that kerosene Poisoning (21.33%) was the 
top most cause of acute Poisoning in children.
Table-VI: Source of poisoning. 

Table –VII shows ultimate recovery was good, it was about 
82.66%.

transportation, condition of the children at arrival, time 
elapsed before admission in hospital was recorded. Clinical 
examination data were collected from patient’s admission 
file and history sheet filled up by the duty medical officer in 
the department or by emergency medical officer. Outcome 
profile was taken from the patient’s register book. Data 
were then analyzed with the use of Statistical package of 
social science (SPSS) version-23. Informed written conscent 
or thumbprint was taken from each parent. Permission was 
also taken from hospital authority before study.
Results:
 A total 75 patients were  enrolled in this study, Age range 
during admission was 1.5  to 12 yrs, mean average 5.5± 1.5 
years, Male, female ratio was 1.6:1.About 50% of the total 
patient came from rural area, 26% patient came from 
remote area, and rest of the patients came from urban area. 
Total 50 patient (66.66%) came from poor family, about 15 
patients (20%) came from middle class family, and rest 10 
patients (13.33%) came from higher society.  Among 75, 
most of the patient affected by kerosene poisoning(21.33%) 
&OPC poisoning(20%) drug poisoning 16%, unknown 
poisoning 14.66%, chemical 10.66%, household substances 
6.66%, sedatives 6.66%, others2.66%.  Children mostly 
take the poison accidentally (85.33%).On the other hand 
mother and caregivers sometimes give the poisonous 
substances to children unmindfully. Sometimes children 
accidently take drugs which are usually used for adults, like 
sedatives & anxiolytic drugs etc. Now a day’s homicidal 
poisoning (9.33%) is not rare. It mainly occurs in broken 
family, disharmony of the parents or by the enemies. Due 
to ignorance or illiteracy, most of the patients did not came 
to hospital timely. Only 53.33 % patient came to the hospi-
tal within 6 hours of ingestion of poison. Gastric lavage 
performed only 21 patients because most of the patient 
came in hospital after 6 hours. Some of the patients affected 
by corrosive agents like kerosene or sprit, where gastric 
lavage was contraindicated. Ultimate result after admission 
of the patient was good. Only 5patients (6.66%) expired, 
another 5 patients (6.66%) became disable, 3 patients (4%) 
referred to higher centre for better management and 62 
patients (82.6 6%) completely recovered. Disability occurs 
due to corrosive substances. Eye, face & oral cavity affect-
ed due to corrosive substances (acid or alkali etc). 
Table-I, reveals that about 42.66%  Children of study group 
were in between 0 to 5years of age and 64 patients(85.33%) 
out of 75 were Accidental Poisoning.
Table-I: Age distribution and pattern of poisoning.

Table-VII: Outcome of the cases. 

Discussion: 
We observed in our study that age of the maximum children 
(42.66%) who ingested poisons around 5 years. Under five 
Children mostly affected by accidental poisoning. And it is 
almost similar to another study that published from another 
journal of India7,8. Younger children were more commonly 
affected with household chemicals as compared to older 
children who affected mainly by drugs13. We observed that 
there is a significant association between the rural residents 
and intention of poisoning. It has also been shown in 
another study conducted in Bangladesh3. Our Current study 
reported that older children easily take medicines which are 
usually used for the adult like sedatives, anxiolytics and 
other narcotics. Youngest children take medicinal products 
accidentally13. In Developing country like Bangladesh have 
the higher risk for medicinal poisoning in children. 
Sometimes drug overdose become a risk factor for 
poisoning in case of children13. In rural area children 
usually take herbicides, insecticides and other household 
substance because it’s easy availability within own 
residence9. Sometimes children become victims 
accidentally by inhalation of insecticides during spraying to 
the plants. In the Living room area of the house and in 
kitchen area household containers were the commonest 
location for the poison in children in developing country. In 
our study we observed that most of the children found 
kerosene oil as the most common poisoning and those 
poisoning occurred in kitchen area or living room11. We 
observed that the 41.33% children were brought to the 
secondary care hospital emergency unit within 3 to 4 hours 
of poison ingestion or inhalation14. It was very much similar 
time compared to the other study in the India, that reported 
60% affected Children came to nearby facilities within 3-4 
hours and 70% within 6 hours7. Delayed presentation to the 
emergency unit following poisoning is associated with 
increased risk of complications15,16,17. Delayed clinical 
presentation was inversely proportional to the outcome. 
Delayed transportation of children after ingestion of poison 
was one of the important risk factor in acute poisoning in 
rural area. Ignorance, illiteracy, poverty, lack of transport 
facilities, superstitions have been reported as the reason of 
delayed presentation in our country which was similar to 
another study done in Bangladesh 2,3,. Different poisoning 
pattern observed in different countries and regions. It varies 
country to country, region to region and different parts of 
the same country18,19,20. In our study we found that medicine 
accounted for 16% of all acute poisoning in case of 

children, we observed a large contribution from medicinal 
products for acute poisoning in children13. During study 
period 4 patients  died due to aspiration pneumonia/ 
chemical pneumonitis in case of kerosene poisoning, one 
patient died due to OPC poisoning where gastric lavage, 
atropine, antidote pralidoxime, IV fluid was given. Data 
derived from our present study reveals that 20% cases due 
to OPC admitted in hospital3. Current study revealed that 
only 3 patients transferred to the tertiary care hospital for 
the further management. Above all results of the study 
indicates that public awareness must be improved to reduce 
mortality and morbidity of under 12 year’s children. 
Limitation of the use of insecticides and pesticides should 
be strictly maintained, easy accessibility of such products 
should be monitored. In Bangladesh mortality rate from 
poisoning cases was reported at 5.1%, in our study 
mortality rate is 6.66 % which is similar to another study 
was done in rural hospital in Bangladesh3. Slightly higher 
mortality rate in our secondary level district hospital may 
be due to lack of ICU support, delayed transportation, 
immediate hospitalization and some superstitions.
Conclusion: 
Acute poisoning still remains a major cause of child death 
in Bangladesh. Kerosene, OPC and drugs remain the most 
common source and accidental as the most common mode 
of poisoning. History remains the main information for 
early diagnosis. We should take necessary steps to prevent 
exposure to poisonous material in children to reduce 
related burden of hospitalization, mortality and morbidity.
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