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Abstract
Snake bite remains a common injury in endemic areas of Pakistan. A facility based observational study
was undertaken to ascertain the incidence of snake bite, its mortality and the management in public
health facilities located in the Thar Desert of Province of Sindh, Pakistan. A total of 771 cases of snake
bite were reported to seven randomly selected health facilities during a one-year period. Most (75%)
occurred during nighttime in summer, affecting primarily males (70%) who were bitten mostly on the
lower extremities (83%). Five hundred and thirteen bites (66%) were identified as poisonous and 4
deaths were reported. Seventy two percent of patients reached the health facility within 24 hours and
twenty percent within 6 hours and of being bitten. Snake bite remains an important problem in endemic
areas of Pakistan. People do seek assistance at public health facilities, where appropriate treatment
including anti snake venom is given (JPMA 48:306, 1998).
Introudction
Over 3000 species of snakes are recorded on the earth inhabiting both land and sea. Of these, about 65
species of snakes pose serious health hazards to man in different countries of the world1. About
500,000 venomous snake bites are reported in the world annually, resulting in about 25,000 deaths
eachyearwith an overall mortality rate of about 5%2. In tropical countries snake bite is usually an
occupational injury inflicted in the feet and ankles of agnculture workers, herders and hunters who
inadvertently step on snake3. The snake venom contains at least 25 enzymes although no single snake
venom contains all of these4. The compositionof snake venom may vaiy seasonally and locally and
depends on the feeding pattern of the snake5. The clinical manifestations of envenomation following
snake bite depends on the type arid size of the snake, the age and health status of the patient, the
location of the bite and its initial management6.
The distinction of a poisonous snake from a nonpoisonous one is often difficult. The most common
symptom following snake bite is fright. The patient may appear semi-conscious with cold clammy skin,
feeble pulse and rapid shallow breathing7. Local effects of snake bite include erythema, oedema and
necrosis. The systemic effects in case of Elapidae and Hydrophidae bites are mainly due to neurotoxins
and cardiotoxins. Early signs are ptosis and glossopharyngeal paralysis followed by dryness of throat,
paralysis of tongue, respiratory distress and myasthenia, leading to shock. Deathcan ensue due to
respiratory paralysis. In case of viperine bites the main clinical features arc hemorrhages from diferent
sites of the body, hematuria, epistaxis, melaena and haemoptysis, which may lead to hypovolaemic
shock and death8.
The estimated annual mortality rate due to snake bite in Pakistan is 1.9 per 100.000 population9. The
common poisonous snakes found in Pakistan am Asian. Cobras, Common Indian Krait, Russel’s Viper,
Saw Scaled Viper, Lavantine Viper, Persian Horned Viper. Malayan Pit Viperand Sea Snakes3. The
purpose of this study was to estimate the snake bite cases in the Thar Desert area of Sindh, to assess
mortality rate due to snake bite and to collect data on the supply, utilization and cold chain maintenance
of anti-snake venom in various health facilities of Thar10,11.

Materials and Methods
This observational facility based study was carried out in three Tehsil Headquarter Hospitals (THQ),
two Rural Health Ceters (RHC) and seven Basic Health Units (BHU) in Thar Desert of Sindh. Case
records of all patients admitted between November, 1995 and October 1996 were examined to identify
suspected cases of snake bite. Information regarding age, sex, date, time,site of snake bite, type of
snake, time taken to report to health facility after bite, clinical symptoms, hospital management,
duration of stay in hospital and the outcome of the snake bite victims were recorded. The data
regarding anti-snake venom, (ASV). its availability, use, source of supply, quantities at the time of
survey, shelf life of ASV was collected from the stock register of the facilities under study for the last
one year. The arrangements regarding cold chain were also physically verified.
Results
During the period from November, 1995 to October, 1996, a total of 771 cases of snake bite were
registered in the 7 health facilities of Thar area of Sindh. Most (70%) of the victims were male. The
mean age of patients was 27.8 years (range 4-80). Only 5.4% of victims were children under 10 years
of age.
Local tissue swelling and fang marks were predominant signs, other signs and symptoms included
haemorhage at the site of bite in 527(68%) cases, hypotension and shock in 258 (33%) cases and
bleeding diathesis in 207(27%) cases. Three patients developed coma (Table I).

A total of 4 deaths were recorded among the 771 victims of the snake bite (over all mortality 0.5
percent). The highest frequency (75%) of snake bite cases were reported during summer season JuneSeptember and after sunset. Eighty-three percent bites were on the lower extremities. Seventy-two
percent snake bite victims were taken to a health facility within 24 hours of the incidents, out of which
20% reached the facility within 6 hours.
Sixty seven percent (513) cases were bitten by poisonous snakes which included Eohis Carinatus arid
Cobra, the remaining 33% (258) were either non-poisonous or were unidentified bites. Among the
poisonous snake bite cases, 507 (99%) patients received anti snake venom while the remaining 6

patients were referred to other higher facilities. Among the 54 unidentified bites 31 received ASVon the
basis of signs and symptoms and altered blood clotting time (Table II).

On average 19.0 ml (range 10-70 ml) polyvalent ASV was administered, with 79% of cases receiving
10-20 ml of ASV. Twelve percent of patients developed some adverse reaction which were managed
clinically. Blood transfusion was given to 15% of patients. All the admitted cases were given
supportive treatment which included antibiotics, analgesics and steroids. The average hospital stay was
3.5 days (range 1-16).
ASV was available in the 5 out of seven health facilities at the time of visit and was stored in the
refrigerators at 2-4°C temperature. The type of ASV was polvvalent and the manufacturer was given as
“Serum Institute of India12. All vials had a shelf life until July 2000. The Directorate Health Services
and District Health Officer supplied the ASV. The total amount of ASV used in these facilities during
the study period was 1019 vials, ranging from 17-349 vials per facility.
Discussion
This retrospective facility based study showed that 771 cases of snake bite were reported in 7 selected
health facilities of the Thar area during the year November, 1995 to October, 1996. Of these 188 cases
were admitted in Civil Hospital Mithi. In an earlier study conduced in the same hospital 332 cases were
recorded duringtheyear 199013. The fewer number of snake bite cases admitted to the civil hospital in
our study may be due to both more cases being treated appropriately with ASV in primary health care
facilities such as BHU’s and RHC’s, as well as improved communication and transport facilities in the
area, with a greater proportion of snake bite cases being referred onwards for treatment in tertiary care
centers outside the Thar Desert.
The proportion of snake bite victims was higher among males aged 11-40 years. This age group is
physically more active and usually working in the field with greater risk of snake bite13,17. The
incidence of snake bite in the study area showed a distinct seasonal pattern with a peak in the warm and
rainy months and is similar to what has been observed in other reports4,13,15,17,18. Snakes are generally

more active during warm weather. Furthermore, insummerrural inhabitants sleep inthe open andbare
ground, which exposes them to snake bite. The majority of the bites were on lower extremities, as also
seen in previous studies16,18,21.
The common presenting symptoms were fang marks, swelling and bleeding from the site of bite and
bleeding diathesis. Similar signs and symptoms have been reported by other researchers2,13,22,23.
suggesting that the predominant biting species in the region are viperine snakes.
It is not always possible to identify the type of snake because usually the snake is not brought for
identification in the health facilities. Some times the snakes are not trapped and killed and at times not
even seen. This is compounded by the fact that most snake bites occur after sunset, when it is generally
very dark in rural areas’. In the absei1ce of reliable snake identification clinicains are obliged to use
polyvalent anti-venom. In the present study seventy percent of the total cases were administered ASV.
The decision to administer anti-venom was made on the basis of history and examination. The overall
mortality due to snake bite in the study was 0.5%. This is lower than the earlier reported from the same
area13,
from that recorded from other areas14. This may be due to earlier referral to a larger number of
accessible public sector health care facilities, timely and adequate administration of ASV or possibly
due to a higher proportion bites being from non poisonous snakes.
This study shows that communities in the remote area of Thar. where snake bite is endemic, appreciate
the importance of seeking medical care after snake bite. Secondary and even primary health care
facilities are able to make an accurate diagnosis of envenomation by history and physical examination
and are able to administer polyvalent anti-snake venom safely.
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A bite from a venomous snake should always be treated as a medical emergency. Even a bite from a harmless snake can lead to an
allergic reaction or infection.Â These snakes can be found in nearly any habitat across the country. They like open areas where they
can rest in the sun such as rocks, and logs. Symptoms. Symptoms specific to rattlesnake bites are immediate and include: severe pain.
drooping eyelids. low blood pressure.

