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Abstract:
Introduction: Ultrasound measurements of the intima media thickness (IMT) in the carotid arteries is a strong predictor 
for cardiovascular events both in the general and diseased population. Materials & Methods: This cross-sectional 
analytic study was conducted to observe correlation of CIMT with age, body mass index (BMI) and glomerular filtration 
rate (GFR) in chronic kidney disease (CKD). The study was done in Department of Nephrology, Bangabandhu Sheikh 
Mujib Medical University (BSMMU), Dhaka, Bangladesh, on 80 chronic kidney disease patients, from July 2014 to June 
2015. All the biochemical parameters were measured according to the standard laboratory techniques. Body mass 
index (BMI) was calculated by person’s body weight divided by height. Glomerular filtration rate (GFR) was calculated 
using the modification of diet in renal disease (MDRD) formula. CIMT measurement was done by duplex study of 
carotid vessels through high resolution B-mode ultrasound. Results: Mean age of the patients was 36.1±9.5 years. 20 
(25%), 26 (32.5%) and 34 (42.5%) patients were in CKD stage 3, 4 and 5 respectively. Age, serum creatinine and GFR 
showed statistically significant difference among stage 3, 4 and 5 CKD patients (p<0.001). However, no difference was 
evident in BMI and mean CIMT among stage 3, 4 and 5 CKD patients. Significant positive correlations were found 
between age and CIMT (r=+0.332; p=0.003) and BMI and CIMT (r=+0.294; p=0.008). However, no significant 
correlation was evident with estimated glomerular filtration rate (eGFR) and CIMT (r=–0.181; p=0.109). Conclusion: 
Age, serum creatinine and estimated glomerular filtration rate showed statistically significant difference among 
different stages of CKD patients (stage 3, 4 and 5). There were significant positive correlations found in between age 
and CIMT as well as BMI and CIMT in chronic kidney disease patients, with an exception to GFR and CIMT.
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Introduction
Patients with chronic kidney disease (CKD) are at high risk for 
developing cardiovascular disease (CVD)1,2. In 2017, globally 
CKD resulted in 1.2 million deaths with an additional 1.4 million 
deaths from cardiovascular disease which were attributable to 
impaired kidney function3. Ultrasound measurements of the 
intima media thickness (IMT) in the carotid arteries is a non-inva-
sive, yet strong predictor for cardiovascular events both in the 
general and diseased population4,5. Atherosclerosis and arterial 
calcification can be predicted by age, gender and metabolic status 
in CKD patients5,6. The level of glomerular filtration rate (GFR) 
is widely accepted as the best overall measure of kidney function 
in health and disease2. The risk of death from cardiovascular 
disease increases along with the decrease in renal function. A 
slight decline in glomerular filtration rate in the advanced stage of 
chronic renal insufficiency results in two- to threefold higher risk 
of CVD7. For example, in patients under dialysis, this risk is 
increased from 10 to 100 times in comparison with the general 
population7. Numerous epidemiological studies in Europe, 
Americas and Far East have analyzed traditional risk factors like 
age, body mass index (BMI) and non-traditional risk factor like 
GFR associated with atherosclerosis development in CKD 
patients and investigated on correlation of those factors with 
CIMT7,8. However, the correlation of traditional those cardiovas-
cular risk factors and stages of chronic kidney disease (CKD) 
with CIMT has not been studied much in our country to date. 
Hence, the aim of the present study was to observe correlation of 
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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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CIMT with age, body mass index (BMI) and glomerular 
filtration rate (GFR) on chronic kidney disease (CKD) 
patients in a tertiary level renal treatment facility in Bangla-
desh. It is expected that CIMT would be correlated with 
those CVD risk factors, and the results would predict both 
possibilities of cardiovascular events and progression to 
end-stage renal disease, which ultimately could be a useful 
tool for prediction and helpful to plan early management 
and prevent further morbidity and mortality in chronic 
kidney disease patients.
Materials and Methods:
This cross-sectional analytic study was conducted in Depart-
ment of Nephrology, Bangabandhu Sheikh Mujib Medical 
University (BSMMU), Dhaka, Bangladesh, from July 2014 
to June 2015. The study population were the patients with 
chronic kidney diseases, who were admitted into BSMMU 
Hospital during that period. However, convenient sampling 
technique was adopted. Finally, a total of 80 patients were 
selected based on inclusion and exclusion criteria. Inclusion 
criteria were – age ranging from 18 to 50 years, and only 
patients of CKD stage 3, 4 and 5 (as defined by KDOQI 
Clinical Practice Guidelines for Chronic Kidney Disease, 
2002)2. Exclusion criteria were – patients having acute 
kidney injury, carotid surgery, smokers or alcoholics, or on 
lipid lowering agents, and having history of ischemic heart 
disease or stroke. Data collection was done after taking 
written informed consent from each patient or from his/her 
legal guardian who fulfilled the criteria. They were evaluat-
ed by history, clinical examinations and laboratory investi-
gations as per data collection sheet. The patients were inves-
tigated with complete blood count, urine routine examina-
tion, serum creatinine and fasting lipid profile, ECG and 
carotid artery ultrasound. All the biochemical parameters 
were measured according to the standard laboratory 
techniques. Body mass index (BMI) is a measure of body fat 
and was calculated by dividing weight in kilograms by 
height in meters squared in each patient. Then based on 
BMI, the patients were categorized as per guideline of 
WHO Expert Consultation (2004)9. Serum creatinine was 
measured by alkaline picrate method (Jaffe kinetic assay). 
Serum creatinine was determined as mol/L and converted to 
mg/dl by conversion factor 88.4. With serum creatinine 
level, Glomerular filtration rate (GFR) was calculated using 
the Modification of Diet in Renal Disease (MDRD) formula10. 
Carotid artery intimal–medial thickness (CIMT) measure-
ment was done by duplex study of carotid vessels through 
high resolution B-mode ultrasound technique11. High 
resolution 7-18 MHz linear probe was used and done by a 
highly skilled sonologist. Normal carotid artery diameter is 
4-6 mm. CIMT was measured in its posterior wall, from 
inner echogenic margin to outer hypoechoic line. CIMT ≤
0.8 mm in adults was considered as normal12. The presence 
of any atheromatous plaques was also noted. However, the 
extent of the lesions was not quantified. 
The statistical software SPSS (Statistical Package for Social 
Science) version 22.0 was used for statistical analysis. The

results were presented in tables and figures. The quantita-
tive variables were compared using the Unpaired student ‘t’ 
test and ANOVA test. Pearson’s correlation coefficient test 
was done to find out the value of correlation coefficient 
using data from graph. The study was approved by the 
Institutional Review Board (IRB) of Bangabandhu Sheikh 
Mujib Medical University (BSMMU), Dhaka, Bangladesh.
Results:
Among 80 patients, 29 (36%) were in 18-30 age group, 18 
were (23%) 31-40 age group and 33 (41%) were between 
41-50 age group; mean age was 36.1±9.5 years (Table-I). 51 
patients (64%) were male and 29 (36%) were female. 20 
(25%), 26 (32.5%) and 34 (42.5%) patients were in CKD 
stage 3, 4 and 5 respectively. Based on calculated BMI, 52 
patients (65%) were within the normal weight range, while 
16 (20%) were found underweight, 6 (7.5%) were overweight 
and 6 (7.5%) were obese (Table-II). Age, serum creatinine 
level and estimated glomerular filtration rate (eGFR) 
showed statistically significant difference among stage 3, 4 
and 5 CKD patients (p<0.001); however, no difference was 
evident in BMI and mean CIMT (Table-III). Significant 
positive correlations were found between age and mean 
CIMT (r = +0.332; p = 0.003) (Fig. 1) and between BMI 
and mean CIMT (r = +0.294; p = 0.008) (Fig. 2). However, 
no significant correlation was evident between estimated 
glomerular filtration rate (eGFR) and mean CIMT (r = 
–0.181; p = 0.109) (Fig. 3).
Table-I: Age distribution of the study patients (n=80)

Table-II: Distribution of the study patients by BMI (kg/m2) (n=80)

Table-III: Clinical and biochemical parameters in different 
CKD stages (n = 80)
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Age range 
(in years) 
18-30
31-40
41-50
Total
Mean±SD

Frequency

29
18
33
80

Percentage

36
23
41
100

BMI (Kg/m2)
Underweight (18.5 or less)
Normal weight (18.5-22.99)
Overweight (23-24.99)
Obesity (25 or more)
Total

Frequency
16
52
6
6
80

Percentage
20.0
65.0
7.5
7.5
100

 Variables

Age (years)
BMI (Kg/m2)
Mean CIMT (mm)
eGFR (ml/min/1.73m2)
Serum creatinine (mg/dl)

CKD stage
Stage-3
(n=20)
39.4 ± 7.5
21.8 ± 3.2
1.1 ± 0.2
30.3 ± 15.0
2.8 ± 2.2

Stage-4
(n=26)
40.3 ± 8.6
22.1 ± 5.2
1.1 ± 0.1
19.3 ± 6.6
3.2 ± 1.0

Stage-5
(n=34)
30.7 ± 8.7
21.7 ± 7.4
1.1 ± 0.3
7.3 ± 3.0
9.7 ± 4.6

P value

<0.001*
0.967NS

0.943NS

<0.001*
<0.001*

36.1±9.5

ANOVA test was performed to compare the parameters among different stages of CKD. 
NS = Non-significant; * = Significant at the level of p<0.001.

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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Discussion
The present study showed mean age of the CKD patients 
36.1±9.5 years. The result is supported by the report of Jha 
et al.13 that showed CKD occurs commonly in young adults 
between the ages of 20 and 50 years in developing countries 
of different regions of the world, unlike the comparatively 
older age groups affected in developed countries. The justifi-
cation for the younger age of patients with CKD in the 
developing world include high preponderance of 
infections/infestations, especially in childhood leading to 
chronic glomerulonephritis, which is one of the prevailing 
causes of CKD in South Asia and Sub-Saharan Africa3,13. 
Age contributes to thickening of the arterial wall in all 
people4. However, the present study showed a significant 
positive correlation between CIMT and age in CKD 
patients. Similar results were observed in several other 
studies as reported by Shoji et al.14 (r=0.270; p<0.001), 
Brzosko et al.15 (r=0.68; p=0.001), Preston et al.16 , Bevc et 
al.17 (r=0.589; p=0.0001), Szeto et al.4 (r=0.373; p<0.001), 
Kawamato et al.18 (p<0.001), and later by Olechnowicz-Ti-
etz S7 et al. (p=0.008), Chhajed et al.8 (r=0.605; p<0.001) 
and Hinderliter et al.19 (r=0.61; p<0.001). These results 
reflect that the atherosclerosis increases with age and CKD 
patients have more vulnerability. Higher CIMT is correlated 
with obesity-related anthropometric parameters or body fat 
content including body mass index (BMI)8,20. The present 
study also showed that CIMT positively correlated metabol-
ic status of the patients, i.e. with BMI. Similar association 
was observed in previous studies done by Brzosko et al.15 
(r=0.50; p=0.02), and Chhajed et al.8 (r=0.377; p<0.001). 
However, Kawamato et al.18 found no correlation between 
the BMI and CIMT in both men (r=–0.055; p=0.253) and 
women (r=–0.021; p=0.616). Later, Olechnowicz-Tietz et 
al.7 found that BMI ≥30 kg/m2 was most common among 
patients with CKD patients of stage 3 and 4 (39.4% and 
60%, respectively), they could not find any correlations 
though. Similarly, Hinderliter et al.19 did not find any 
correlations (r=0.05; p=0.445). The present study showed 
no significant correlation between CIMT and eGFR. Similar 
results were observed by Chhajed et al.8 (r=–0130, 
p<0.283) and Hinderliter et al.19 (r=–0.04; p=0.541), as they 
reported that mean CIMT did not directly correlate with 
eGFR. However, Olechnowicz-Tietz et al.7 observed associ-
ation of CIMT with eGFR (continuous variable) (p = 0.001) 
and with eGFR at advanced CKD (p = 0.009). Similarly, 
Kawamato et al.18 found that correlation between the eGFR 
and CIMT was significant in both men (r=–0.210; p<0.001) 
and women (r=–0.208; p<0.001). In our study, the linear 
regression model showed that factors associated with CIMT 
were predominantly traditional atherosclerotic risk factors 
e.g. age and BMI, whereas eGFR was not independently 
associated with CIMT, which indicates that increased CIMT 
in patients with CKD might be caused at least in part by 
those traditional risk factors8.
Conclusion:
In summary, age, serum creatinine and estimated glomeru-
lar filtration rate showed statistically significant difference

Fig. 1. Scatter diagram showing positive correlation 
between age and mean CIMT (r = +0.332; p = 0.003).

Fig. 2. Scatter diagram showing significant positive correla-
tion between BMI and mean CIMT (r = +0.294; p = 0.008).

Fig. 3. Scatter diagram showing the correlation between 
eGFR and mean CIMT (r = –0.181; p = 0.109).t

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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among different stages of CKD patients (stage 3, 4 and 5). 
There were significant positive correlations found in 
between age and CIMT as well as BMI and CIMT in chron-
ic kidney disease patients, with an exception to GFR and 
CIMT (as no correlation found). We recommend further 
studies in the same ethnic population with lager samples 
and long duration, to determine the mechanism of athero-
sclerosis in early stages of kidney disease, and the relation-
ship between increase of CIMT and patients’ prognosis, 
with better treatment facility and high technical back-up. 
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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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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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