
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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In table-II shows risk factors of ectopic pregnancy where 
history of pelvic infection (26.26%), induced abortion 
(17.4%), previous MR (16.26%) and sub fertility (11.25%) 
constitute the main bulk of risk factors. The following table 
is given below in detail:
Table-II: Risk factors of ectopic pregnancy.

In figure-2 shows symptoms of ectopic pregnancy where 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. The following figure is 
given below in detail:

In table-III shows signs of ectopic pregnancy where most of 
the patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. The following 
table is given below in detail:
Table-III: Signs of ectopic pregnancy.

In figure-3 shows tube affected in the patients where right 
sided tube (54.5%) has been found affected more than the 
left.  The following figure is given below in detail:

Materials and Methods:
This was a descriptive study. This study was conducted at 
tertiary medical College & Hospital, from January 2015 to 
December, 2018. During the study 200 patients  data was 
collected and sampling technique was purposive
Inclusion criteria are Clinically suspected ectopic 
pregnancy and Clinically diagnosed ectopic pregnancy 
supported by positive urinary pregnancy test or serum 
-hCG and USG findings.
Exclusion criteria are Patients who were clinically 
suspected but laparotomy findings ruled out ectopic 
pregnancy and Ethical consideration- Ethical issue will be 
addressed duly with due consent from the patient.
Data collection procedure:
 After taking informed consent from each patient, a very 
careful history with particular attention to socio- 
demographic, menstrual, obstetric and contraceptive 
history, a through physical examination was done and 
diagnosis was established clinically in majority of cases. 
Pregnancy test and ultrasonography were done in most 
cases to support the clinical diagnosis. Hemoglobin 
estimation and blood grouping were done in all cases. 
Statistical analysis:
 Data were analyzed in computer based programme 
Statistical Analysis for Social Science (SPSS) for windows 
version 12. 
Results:
In table-I shows parity in patients with ectopic pregnancy 
where the peak percentage was among who are Para 2 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. The following table is given below in detail:
Table-I: Parity in patients with ectopic pregnancy.

In figure-1 shows social-economic status of the patients 
where most of the patients (75.1%) in this study belong to 
low economy and only 2.5% belongs to higher economy. 
The following figure is given below in detail:

In table- IV shows types of operation where all cases were 
managed surgically. Laparotomy followed by right sided 
salphinogectomy (40.40%) was the most common 
operation. The following table is given below in detail:
Table-IV: Types of operation.

In figure-4 shows per operative findings in ectopic 
pregnancy where most of the cases (88.10%) were 
hemoperitoneum.  Followed by tubal ruptured 8.5%, tubal 
abortion cases were 2.5%, ovarian ectopic cases were .6 %, 
heterogeneous pregnancy cases were .2% and scar ectopic 
cases were .1%. The following figure is given below in 
detail:

In table-V shows Types management of the patients where 
most of the cases managed by laparotomy (79.9%). 
Followed by 18.1 % laparoscopy and under conservative 
management, 2% methotrexate therapy were used. The 
following table is given below in detail:
Table-V: Types of management of the patients

Discussion
The frequency of ectopic pregnancy has been increasing 
worldwide, varies country to country even place to place in 
the same country, even place to place in the same country, 
such as in Jamaica 1 in 28 deliveries 9,10,11. In this study out 
of 200 patients most of them belong to 30 years (19.7%) 
age group. In one study reported that 65% of cases were 
between the ages of 26-35 years12. And other report 
identified that 38% of the patients were in age group 26- 30 

years13. In a local study of 300 cases showed that 79%-99% 
patients   in 15-34 years age group14. In this study we found 
that the peak percentage was among who are Para 2 the 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. American Journal of Epidemiology showed 
different observation from us that para-0 was 39.5% and 
para-1 35.6% 15. But many other study also showed similar 
result from us that higher incidence of ectopic pregnancy 
was present among women of para-2 12,14. In one study they 
reported that ectopic pregnancy was more commonly found 
in women of low economic status with 90.3%15. During the 
study we also found that most of the patients (75.1%) 
belong to low economy and only 2.5% belongs to higher 
economy. In this study we found that 63.74% of the 
patients were illiterate. Also 26.26% were primary passed. 
Only 1.26% patients were graduate. American Journal of 
epidemiology showed similar result that primary 7.2%, 
secondary 69.5% and higher 23.3%16. One study reported 
that  patients in ectopic pregnancy were higher in  urban 
areas rather rural  areas 17 which supports our study where 
we found that 58.6% patients’ lives in urban area and only 
39.9% patients’ lives in rural. During the study we 
identified that major risk factor for ectopic pregnancy in 
patients who had history of pelvic infection 26.26%, 
induced abortion 17.4%, previous MR 16.26% and sub 
fertility 11.25%. Which is similar to other study which 
reported that. In one study reported that 48% cases have 
H/O PID 13 and another study found PID in 25% cases9.  
Another study also identified pelvic infection and past 
history of abortion or MR as the main risk factor for ectopic 
pregnancy12. other report observed 48% cases had prior 
induced abortion13. The incidence of unsafe abortion by 
untrained practitioners is quite high which increases the 
risk of ectopic pregnancy in our country. Subfertility is a 
risk factor for ectopic pregnancy in our country. History of 
subfertility was found 4.59% cases in one study9. Use of 
IUCD is another risk factor for ectopic pregnancy. One 
study found 17% cased had H/O IUCD insertion. But no 
patient had IUCD in situ when presented with ectopic 
pregnancy18. During the experiment we found that 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. One study also found 
similar outcome that 90.82% with abdominal pain, 78.57% 
with history of amenorrhoea9. In the study most of the 
patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. Which is similar 
to other study13? One study showed that right sided tube 
was affected more (79%) in ectopic pregnancy13. Which 
support our study where we found that right sided tube 
(54.5%) has been found affected more than the left. In the 
ectopic pregnancy we identified that laparotomy followed 
by right sided salphinogectomy (40.40%) was the most 
common operation, which is similar to one study19. In 
ruptured ectopic pregnancy hemoperitoneum is one of the 
life threatening situations which was very common in 
Bangladesh now a days20.

During the study, we also found that most of the cases 
(87.10%) were hemoperitoneum. Followed by tubal 
ruptured 8%, tubal abortion cases were 2.5%, ovarian 
ectopic cases were .6 %, heterogeneous pregnancy cases 
were .2% and scar ectopic cases were .1%. Many case 
report showed similar type of outcome like us 20, 21 but other 
study reported that ruptured cases were 74.86% and tubal 
abortion cases were 12.85%9. During surgery we found that 
50.1% patients need ICU support and only 1.5% patients 
were dead which quiet similar to one study where they 
found assessed mortality rate of ectopic pregnancy is 
between 2 and 4/1000 during the study22.
Conclusion
After many investigation and analysis we can conclude that 
quick diagnosis, categorizing of underlying risk factors and 
timely intervention in the form of surgical treatment will 
help in minimizing the mortality rate associated with 
ectopic pregnancy.
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Abstract 
Introduction: An ectopic pregnancy is an emergency condition worldwide now a days which defined as a pregnancy 
that progresses after implantation of the blastocyst anywhere other than the endometrium lining the uterine cavity.  
Objective: In this study our main goal is to identify clinical outcome and operative situation in patients. Materials and 
Methods: This descriptive study was performed from January 2015 to December, 2018 at tertiary medical College & 
Hospital. During the study 200 patients were evaluated and data was extracted from socio-demographic, menstrual, 
obstetric and clinical history of the patients. Results: most of the patients belong to 30 years (19.7%) age group and 
history of pelvic infection (26.26%), induced abortion (17.4%), previous MR (16.26%) and sub fertility (11.25%) were 
common risk factor in ectopic pregnancy found in the study. Also majority of the patients faced laparotomy followed 
by right sided salphinogectomy (40.40%) which was the most common operation. Conclusion: quick diagnosis, 
classifying of risk factors and timely intervention in the form of surgical treatment is necessary for reduction mortality 
rate in ectopic pregnancy.
Keywords: Ectopic pregnancy, Laparotomy, Pelvic infection.
Number of Tables: 05; Number of Figures: 04; Number of References: 22; Number of Correspondence: 07.

occurrence of ectopic pregnancy has increased from 4.5 cases per 
1000 pregnancies in 1970 to 19.7 cases per 1000 pregnancies in 
19924. In the industrialized world, among 1% and 2% of all reported 
pregnancies are ectopic pregnancies5. The incidence is thought to be 
higher in developing countries, but specific numbers are unknown. 
Although the incidence in the developed world has remained 
relatively static in recent years, between 1972 and 1992 there was an 
estimated six-fold rise in the incidence of ectopic pregnancy. Ectopic 
pregnancy is a momentous cause for maternal morbidity & mortality 
as well as fetal loss6. There has been a momentous increase in the   
number of cases of ectopic pregnancy. Pelvic inflammatory disease, 
induced abortion, history of infertility, use of intrauterine contracep-
tive device (IUCD) pelvic surgery, STDs are the causative risk factor 
for  ectopic pregnancy7.

Tubal ectopic pregnancy which has been removed by salpingectomy8.
In this study our main objective is to identify clinical outcome and 
operative situation with ectopic pregnancy at tertiary medical 
College & Hospital. 
Objective
General objective:
 To identify clinical outcome and operative situation in patients.
Specific objective:
 To detect risk factors of ectopic pregnancy.
 To evaluate operative findings of the patients
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Introduction
Parenthood, an eternal, universal and inherent dream 
which every woman has. This dream may not always 
be satisfying .One of this is ectopic pregnancy: A 
pregnancy which is associated with life threatening 
condition1. The frequency of ectopic pregnancy 
varies from place to place even in the same country2. 
Recent proof indicate that the occurrence of ectopic 
pregnancy such as in France- 15 per 1000 pregnan-
cies and in India-1 in 100 deliveries. In the U.K. 
there are about 11,000 cases of ectopic pregnancies 
per year (incidence 11.5) per 1000 pregnancies with 
4 deaths3. The number of ectopic pregnancies has 
greater than before in the past few decades in the 
U.S.A. Established on hospital discharge data, the



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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In table-II shows risk factors of ectopic pregnancy where 
history of pelvic infection (26.26%), induced abortion 
(17.4%), previous MR (16.26%) and sub fertility (11.25%) 
constitute the main bulk of risk factors. The following table 
is given below in detail:
Table-II: Risk factors of ectopic pregnancy.

In figure-2 shows symptoms of ectopic pregnancy where 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. The following figure is 
given below in detail:

In table-III shows signs of ectopic pregnancy where most of 
the patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. The following 
table is given below in detail:
Table-III: Signs of ectopic pregnancy.

In figure-3 shows tube affected in the patients where right 
sided tube (54.5%) has been found affected more than the 
left.  The following figure is given below in detail:
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Materials and Methods:
This was a descriptive study. This study was conducted at 
tertiary medical College & Hospital, from January 2015 to 
December, 2018. During the study 200 patients  data was 
collected and sampling technique was purposive
Inclusion criteria are Clinically suspected ectopic 
pregnancy and Clinically diagnosed ectopic pregnancy 
supported by positive urinary pregnancy test or serum 
-hCG and USG findings.
Exclusion criteria are Patients who were clinically 
suspected but laparotomy findings ruled out ectopic 
pregnancy and Ethical consideration- Ethical issue will be 
addressed duly with due consent from the patient.
Data collection procedure:
 After taking informed consent from each patient, a very 
careful history with particular attention to socio- 
demographic, menstrual, obstetric and contraceptive 
history, a through physical examination was done and 
diagnosis was established clinically in majority of cases. 
Pregnancy test and ultrasonography were done in most 
cases to support the clinical diagnosis. Hemoglobin 
estimation and blood grouping were done in all cases. 
Statistical analysis:
 Data were analyzed in computer based programme 
Statistical Analysis for Social Science (SPSS) for windows 
version 12. 
Results:
In table-I shows parity in patients with ectopic pregnancy 
where the peak percentage was among who are Para 2 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. The following table is given below in detail:
Table-I: Parity in patients with ectopic pregnancy.

In figure-1 shows social-economic status of the patients 
where most of the patients (75.1%) in this study belong to 
low economy and only 2.5% belongs to higher economy. 
The following figure is given below in detail:

In table- IV shows types of operation where all cases were 
managed surgically. Laparotomy followed by right sided 
salphinogectomy (40.40%) was the most common 
operation. The following table is given below in detail:
Table-IV: Types of operation.

In figure-4 shows per operative findings in ectopic 
pregnancy where most of the cases (88.10%) were 
hemoperitoneum.  Followed by tubal ruptured 8.5%, tubal 
abortion cases were 2.5%, ovarian ectopic cases were .6 %, 
heterogeneous pregnancy cases were .2% and scar ectopic 
cases were .1%. The following figure is given below in 
detail:

In table-V shows Types management of the patients where 
most of the cases managed by laparotomy (79.9%). 
Followed by 18.1 % laparoscopy and under conservative 
management, 2% methotrexate therapy were used. The 
following table is given below in detail:
Table-V: Types of management of the patients

Discussion
The frequency of ectopic pregnancy has been increasing 
worldwide, varies country to country even place to place in 
the same country, even place to place in the same country, 
such as in Jamaica 1 in 28 deliveries 9,10,11. In this study out 
of 200 patients most of them belong to 30 years (19.7%) 
age group. In one study reported that 65% of cases were 
between the ages of 26-35 years12. And other report 
identified that 38% of the patients were in age group 26- 30 

years13. In a local study of 300 cases showed that 79%-99% 
patients   in 15-34 years age group14. In this study we found 
that the peak percentage was among who are Para 2 the 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. American Journal of Epidemiology showed 
different observation from us that para-0 was 39.5% and 
para-1 35.6% 15. But many other study also showed similar 
result from us that higher incidence of ectopic pregnancy 
was present among women of para-2 12,14. In one study they 
reported that ectopic pregnancy was more commonly found 
in women of low economic status with 90.3%15. During the 
study we also found that most of the patients (75.1%) 
belong to low economy and only 2.5% belongs to higher 
economy. In this study we found that 63.74% of the 
patients were illiterate. Also 26.26% were primary passed. 
Only 1.26% patients were graduate. American Journal of 
epidemiology showed similar result that primary 7.2%, 
secondary 69.5% and higher 23.3%16. One study reported 
that  patients in ectopic pregnancy were higher in  urban 
areas rather rural  areas 17 which supports our study where 
we found that 58.6% patients’ lives in urban area and only 
39.9% patients’ lives in rural. During the study we 
identified that major risk factor for ectopic pregnancy in 
patients who had history of pelvic infection 26.26%, 
induced abortion 17.4%, previous MR 16.26% and sub 
fertility 11.25%. Which is similar to other study which 
reported that. In one study reported that 48% cases have 
H/O PID 13 and another study found PID in 25% cases9.  
Another study also identified pelvic infection and past 
history of abortion or MR as the main risk factor for ectopic 
pregnancy12. other report observed 48% cases had prior 
induced abortion13. The incidence of unsafe abortion by 
untrained practitioners is quite high which increases the 
risk of ectopic pregnancy in our country. Subfertility is a 
risk factor for ectopic pregnancy in our country. History of 
subfertility was found 4.59% cases in one study9. Use of 
IUCD is another risk factor for ectopic pregnancy. One 
study found 17% cased had H/O IUCD insertion. But no 
patient had IUCD in situ when presented with ectopic 
pregnancy18. During the experiment we found that 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. One study also found 
similar outcome that 90.82% with abdominal pain, 78.57% 
with history of amenorrhoea9. In the study most of the 
patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. Which is similar 
to other study13? One study showed that right sided tube 
was affected more (79%) in ectopic pregnancy13. Which 
support our study where we found that right sided tube 
(54.5%) has been found affected more than the left. In the 
ectopic pregnancy we identified that laparotomy followed 
by right sided salphinogectomy (40.40%) was the most 
common operation, which is similar to one study19. In 
ruptured ectopic pregnancy hemoperitoneum is one of the 
life threatening situations which was very common in 
Bangladesh now a days20.

During the study, we also found that most of the cases 
(87.10%) were hemoperitoneum. Followed by tubal 
ruptured 8%, tubal abortion cases were 2.5%, ovarian 
ectopic cases were .6 %, heterogeneous pregnancy cases 
were .2% and scar ectopic cases were .1%. Many case 
report showed similar type of outcome like us 20, 21 but other 
study reported that ruptured cases were 74.86% and tubal 
abortion cases were 12.85%9. During surgery we found that 
50.1% patients need ICU support and only 1.5% patients 
were dead which quiet similar to one study where they 
found assessed mortality rate of ectopic pregnancy is 
between 2 and 4/1000 during the study22.
Conclusion
After many investigation and analysis we can conclude that 
quick diagnosis, categorizing of underlying risk factors and 
timely intervention in the form of surgical treatment will 
help in minimizing the mortality rate associated with 
ectopic pregnancy.
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Figure-1: Social-economic status of the patients.

Figure-2: Symptoms of ectopic pregnancy.
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Figure-3: Tube affected in the patients.



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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In table-II shows risk factors of ectopic pregnancy where 
history of pelvic infection (26.26%), induced abortion 
(17.4%), previous MR (16.26%) and sub fertility (11.25%) 
constitute the main bulk of risk factors. The following table 
is given below in detail:
Table-II: Risk factors of ectopic pregnancy.

In figure-2 shows symptoms of ectopic pregnancy where 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. The following figure is 
given below in detail:

In table-III shows signs of ectopic pregnancy where most of 
the patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. The following 
table is given below in detail:
Table-III: Signs of ectopic pregnancy.

In figure-3 shows tube affected in the patients where right 
sided tube (54.5%) has been found affected more than the 
left.  The following figure is given below in detail:

Materials and Methods:
This was a descriptive study. This study was conducted at 
tertiary medical College & Hospital, from January 2015 to 
December, 2018. During the study 200 patients  data was 
collected and sampling technique was purposive
Inclusion criteria are Clinically suspected ectopic 
pregnancy and Clinically diagnosed ectopic pregnancy 
supported by positive urinary pregnancy test or serum 
-hCG and USG findings.
Exclusion criteria are Patients who were clinically 
suspected but laparotomy findings ruled out ectopic 
pregnancy and Ethical consideration- Ethical issue will be 
addressed duly with due consent from the patient.
Data collection procedure:
 After taking informed consent from each patient, a very 
careful history with particular attention to socio- 
demographic, menstrual, obstetric and contraceptive 
history, a through physical examination was done and 
diagnosis was established clinically in majority of cases. 
Pregnancy test and ultrasonography were done in most 
cases to support the clinical diagnosis. Hemoglobin 
estimation and blood grouping were done in all cases. 
Statistical analysis:
 Data were analyzed in computer based programme 
Statistical Analysis for Social Science (SPSS) for windows 
version 12. 
Results:
In table-I shows parity in patients with ectopic pregnancy 
where the peak percentage was among who are Para 2 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. The following table is given below in detail:
Table-I: Parity in patients with ectopic pregnancy.

In figure-1 shows social-economic status of the patients 
where most of the patients (75.1%) in this study belong to 
low economy and only 2.5% belongs to higher economy. 
The following figure is given below in detail:

In table- IV shows types of operation where all cases were 
managed surgically. Laparotomy followed by right sided 
salphinogectomy (40.40%) was the most common 
operation. The following table is given below in detail:
Table-IV: Types of operation.

In figure-4 shows per operative findings in ectopic 
pregnancy where most of the cases (88.10%) were 
hemoperitoneum.  Followed by tubal ruptured 8.5%, tubal 
abortion cases were 2.5%, ovarian ectopic cases were .6 %, 
heterogeneous pregnancy cases were .2% and scar ectopic 
cases were .1%. The following figure is given below in 
detail:

In table-V shows Types management of the patients where 
most of the cases managed by laparotomy (79.9%). 
Followed by 18.1 % laparoscopy and under conservative 
management, 2% methotrexate therapy were used. The 
following table is given below in detail:
Table-V: Types of management of the patients

Discussion
The frequency of ectopic pregnancy has been increasing 
worldwide, varies country to country even place to place in 
the same country, even place to place in the same country, 
such as in Jamaica 1 in 28 deliveries 9,10,11. In this study out 
of 200 patients most of them belong to 30 years (19.7%) 
age group. In one study reported that 65% of cases were 
between the ages of 26-35 years12. And other report 
identified that 38% of the patients were in age group 26- 30 

years13. In a local study of 300 cases showed that 79%-99% 
patients   in 15-34 years age group14. In this study we found 
that the peak percentage was among who are Para 2 the 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. American Journal of Epidemiology showed 
different observation from us that para-0 was 39.5% and 
para-1 35.6% 15. But many other study also showed similar 
result from us that higher incidence of ectopic pregnancy 
was present among women of para-2 12,14. In one study they 
reported that ectopic pregnancy was more commonly found 
in women of low economic status with 90.3%15. During the 
study we also found that most of the patients (75.1%) 
belong to low economy and only 2.5% belongs to higher 
economy. In this study we found that 63.74% of the 
patients were illiterate. Also 26.26% were primary passed. 
Only 1.26% patients were graduate. American Journal of 
epidemiology showed similar result that primary 7.2%, 
secondary 69.5% and higher 23.3%16. One study reported 
that  patients in ectopic pregnancy were higher in  urban 
areas rather rural  areas 17 which supports our study where 
we found that 58.6% patients’ lives in urban area and only 
39.9% patients’ lives in rural. During the study we 
identified that major risk factor for ectopic pregnancy in 
patients who had history of pelvic infection 26.26%, 
induced abortion 17.4%, previous MR 16.26% and sub 
fertility 11.25%. Which is similar to other study which 
reported that. In one study reported that 48% cases have 
H/O PID 13 and another study found PID in 25% cases9.  
Another study also identified pelvic infection and past 
history of abortion or MR as the main risk factor for ectopic 
pregnancy12. other report observed 48% cases had prior 
induced abortion13. The incidence of unsafe abortion by 
untrained practitioners is quite high which increases the 
risk of ectopic pregnancy in our country. Subfertility is a 
risk factor for ectopic pregnancy in our country. History of 
subfertility was found 4.59% cases in one study9. Use of 
IUCD is another risk factor for ectopic pregnancy. One 
study found 17% cased had H/O IUCD insertion. But no 
patient had IUCD in situ when presented with ectopic 
pregnancy18. During the experiment we found that 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. One study also found 
similar outcome that 90.82% with abdominal pain, 78.57% 
with history of amenorrhoea9. In the study most of the 
patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. Which is similar 
to other study13? One study showed that right sided tube 
was affected more (79%) in ectopic pregnancy13. Which 
support our study where we found that right sided tube 
(54.5%) has been found affected more than the left. In the 
ectopic pregnancy we identified that laparotomy followed 
by right sided salphinogectomy (40.40%) was the most 
common operation, which is similar to one study19. In 
ruptured ectopic pregnancy hemoperitoneum is one of the 
life threatening situations which was very common in 
Bangladesh now a days20.

During the study, we also found that most of the cases 
(87.10%) were hemoperitoneum. Followed by tubal 
ruptured 8%, tubal abortion cases were 2.5%, ovarian 
ectopic cases were .6 %, heterogeneous pregnancy cases 
were .2% and scar ectopic cases were .1%. Many case 
report showed similar type of outcome like us 20, 21 but other 
study reported that ruptured cases were 74.86% and tubal 
abortion cases were 12.85%9. During surgery we found that 
50.1% patients need ICU support and only 1.5% patients 
were dead which quiet similar to one study where they 
found assessed mortality rate of ectopic pregnancy is 
between 2 and 4/1000 during the study22.
Conclusion
After many investigation and analysis we can conclude that 
quick diagnosis, categorizing of underlying risk factors and 
timely intervention in the form of surgical treatment will 
help in minimizing the mortality rate associated with 
ectopic pregnancy.
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Types of operation
Laparotomy :
 Right sided salphinogectomy
 Left sided salphinogectomy
 Peritoneal toileting in tubal abortion
Laparoscopy:
 Right sided
 Left sided
 Salphinogostomy

Percentage

40.40%
36.45%
4.40%

14.35%
4.10%
0.3%

Frequency
80

20

Types of management
Laparotomy
 Laparoscopy
Conservative management:
Methotrexate therapy

Percentage
79.9%
18.1%

2%

Scar ectopic
Tubal ruptured
Tubal unruptured
Tubal abrotion
Ovarian ectopic
Heterogeneous pregnancy
Hemoperitoneum

Figure-4: Per operative findings in ectopic pregnancy 



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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In table-II shows risk factors of ectopic pregnancy where 
history of pelvic infection (26.26%), induced abortion 
(17.4%), previous MR (16.26%) and sub fertility (11.25%) 
constitute the main bulk of risk factors. The following table 
is given below in detail:
Table-II: Risk factors of ectopic pregnancy.

In figure-2 shows symptoms of ectopic pregnancy where 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. The following figure is 
given below in detail:

In table-III shows signs of ectopic pregnancy where most of 
the patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. The following 
table is given below in detail:
Table-III: Signs of ectopic pregnancy.

In figure-3 shows tube affected in the patients where right 
sided tube (54.5%) has been found affected more than the 
left.  The following figure is given below in detail:

Materials and Methods:
This was a descriptive study. This study was conducted at 
tertiary medical College & Hospital, from January 2015 to 
December, 2018. During the study 200 patients  data was 
collected and sampling technique was purposive
Inclusion criteria are Clinically suspected ectopic 
pregnancy and Clinically diagnosed ectopic pregnancy 
supported by positive urinary pregnancy test or serum 
-hCG and USG findings.
Exclusion criteria are Patients who were clinically 
suspected but laparotomy findings ruled out ectopic 
pregnancy and Ethical consideration- Ethical issue will be 
addressed duly with due consent from the patient.
Data collection procedure:
 After taking informed consent from each patient, a very 
careful history with particular attention to socio- 
demographic, menstrual, obstetric and contraceptive 
history, a through physical examination was done and 
diagnosis was established clinically in majority of cases. 
Pregnancy test and ultrasonography were done in most 
cases to support the clinical diagnosis. Hemoglobin 
estimation and blood grouping were done in all cases. 
Statistical analysis:
 Data were analyzed in computer based programme 
Statistical Analysis for Social Science (SPSS) for windows 
version 12. 
Results:
In table-I shows parity in patients with ectopic pregnancy 
where the peak percentage was among who are Para 2 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. The following table is given below in detail:
Table-I: Parity in patients with ectopic pregnancy.

In figure-1 shows social-economic status of the patients 
where most of the patients (75.1%) in this study belong to 
low economy and only 2.5% belongs to higher economy. 
The following figure is given below in detail:
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In table- IV shows types of operation where all cases were 
managed surgically. Laparotomy followed by right sided 
salphinogectomy (40.40%) was the most common 
operation. The following table is given below in detail:
Table-IV: Types of operation.

In figure-4 shows per operative findings in ectopic 
pregnancy where most of the cases (88.10%) were 
hemoperitoneum.  Followed by tubal ruptured 8.5%, tubal 
abortion cases were 2.5%, ovarian ectopic cases were .6 %, 
heterogeneous pregnancy cases were .2% and scar ectopic 
cases were .1%. The following figure is given below in 
detail:

In table-V shows Types management of the patients where 
most of the cases managed by laparotomy (79.9%). 
Followed by 18.1 % laparoscopy and under conservative 
management, 2% methotrexate therapy were used. The 
following table is given below in detail:
Table-V: Types of management of the patients

Discussion
The frequency of ectopic pregnancy has been increasing 
worldwide, varies country to country even place to place in 
the same country, even place to place in the same country, 
such as in Jamaica 1 in 28 deliveries 9,10,11. In this study out 
of 200 patients most of them belong to 30 years (19.7%) 
age group. In one study reported that 65% of cases were 
between the ages of 26-35 years12. And other report 
identified that 38% of the patients were in age group 26- 30 

years13. In a local study of 300 cases showed that 79%-99% 
patients   in 15-34 years age group14. In this study we found 
that the peak percentage was among who are Para 2 the 
(41.26%) and incidence is low (3.74%) among those who 
are nulliparous. American Journal of Epidemiology showed 
different observation from us that para-0 was 39.5% and 
para-1 35.6% 15. But many other study also showed similar 
result from us that higher incidence of ectopic pregnancy 
was present among women of para-2 12,14. In one study they 
reported that ectopic pregnancy was more commonly found 
in women of low economic status with 90.3%15. During the 
study we also found that most of the patients (75.1%) 
belong to low economy and only 2.5% belongs to higher 
economy. In this study we found that 63.74% of the 
patients were illiterate. Also 26.26% were primary passed. 
Only 1.26% patients were graduate. American Journal of 
epidemiology showed similar result that primary 7.2%, 
secondary 69.5% and higher 23.3%16. One study reported 
that  patients in ectopic pregnancy were higher in  urban 
areas rather rural  areas 17 which supports our study where 
we found that 58.6% patients’ lives in urban area and only 
39.9% patients’ lives in rural. During the study we 
identified that major risk factor for ectopic pregnancy in 
patients who had history of pelvic infection 26.26%, 
induced abortion 17.4%, previous MR 16.26% and sub 
fertility 11.25%. Which is similar to other study which 
reported that. In one study reported that 48% cases have 
H/O PID 13 and another study found PID in 25% cases9.  
Another study also identified pelvic infection and past 
history of abortion or MR as the main risk factor for ectopic 
pregnancy12. other report observed 48% cases had prior 
induced abortion13. The incidence of unsafe abortion by 
untrained practitioners is quite high which increases the 
risk of ectopic pregnancy in our country. Subfertility is a 
risk factor for ectopic pregnancy in our country. History of 
subfertility was found 4.59% cases in one study9. Use of 
IUCD is another risk factor for ectopic pregnancy. One 
study found 17% cased had H/O IUCD insertion. But no 
patient had IUCD in situ when presented with ectopic 
pregnancy18. During the experiment we found that 
abdominal pain (96.24%) is the leading symptom 
symptoms of ectopic pregnancy. One study also found 
similar outcome that 90.82% with abdominal pain, 78.57% 
with history of amenorrhoea9. In the study most of the 
patients (96.26%) has abdominal tenderness & cervical 
excitation test was positive 94.99% cases. Which is similar 
to other study13? One study showed that right sided tube 
was affected more (79%) in ectopic pregnancy13. Which 
support our study where we found that right sided tube 
(54.5%) has been found affected more than the left. In the 
ectopic pregnancy we identified that laparotomy followed 
by right sided salphinogectomy (40.40%) was the most 
common operation, which is similar to one study19. In 
ruptured ectopic pregnancy hemoperitoneum is one of the 
life threatening situations which was very common in 
Bangladesh now a days20.

During the study, we also found that most of the cases 
(87.10%) were hemoperitoneum. Followed by tubal 
ruptured 8%, tubal abortion cases were 2.5%, ovarian 
ectopic cases were .6 %, heterogeneous pregnancy cases 
were .2% and scar ectopic cases were .1%. Many case 
report showed similar type of outcome like us 20, 21 but other 
study reported that ruptured cases were 74.86% and tubal 
abortion cases were 12.85%9. During surgery we found that 
50.1% patients need ICU support and only 1.5% patients 
were dead which quiet similar to one study where they 
found assessed mortality rate of ectopic pregnancy is 
between 2 and 4/1000 during the study22.
Conclusion
After many investigation and analysis we can conclude that 
quick diagnosis, categorizing of underlying risk factors and 
timely intervention in the form of surgical treatment will 
help in minimizing the mortality rate associated with 
ectopic pregnancy.
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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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