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Abstract- Objectives: The present study was under taken to
know the spectrum of renal histopathology in snake-bite cases
autopsied in Victoria hospital mortuary, Bengaluru. To know the
haematological and biochemical changes leading to renal
pathology in nonfatal snhake bite cases admitted to Victoria
hospital, Bengaluru.

Methods: Collection of information from in patient case
records during the period of 18 Months according to proforma.
Medico legal autopsy (MEA) reports from Victoria Hospital,
Bengaluru. The data collection is done as per the proforma.

Results: Neurotoxic envenomation was responsible for 14
deaths with mortality rate of 23.33% among snake bite cases. In
autopsied cases of snake bite poisoning, microscopically renal
parenchymal congestion& ischaemic changes in tubules are
commonly noted, apart from inflammatory changesin Glomeruli.
In 05 cases no abnormalities were noted

Interpretation & Conclusion: Majority of the snake bites
were of Hemotoxic, though mortality was high in neurotoxic
bites.Lack of transportation facilities, lack of easy accessibility to
health care centres, more faith in traditional treatments,
unaffordable cost of ASV, lack of knowledge about ancillary
treatment modalities in snake bites among the medical faculty are
the reasons.

Index Terms- ASV, ancillary, Hemotoxic, neurotoxic, MEA

I. INTRODUCTION

phidic accidents represent a serious public health problem

in tropical countries because of the high frequency in which
they occur and the high morbidity and mortality they cause.
Snake-bite is a well known occupational hazard amongst the
outdoor workers and also a known cause of increased mortality
and morbidity in our country. In developed countries the
frequency of snake bites is increasing amongst those who
unlawfully keep snakes as pets. Whereas hazardous snake bites
occur mainly in developing countries especially among rural
population active in agricultural works,laborers, herders,
professional snake handlers, trekkers, snake charmers and
fishermenl.

Accurate statistics of the incidence of snake-bites and its
mortality and morbidity does not exist as there are very limited
studies in India which have assessed incidence, severity and the
role of anti-snake venom (ASV) in predicting the outcome of
snakeenvenomation. However, it is certainly higher than what is
reported, as there is under reporting of cases in rural area.

A total 4, 21,000 envenomations and 20,000 deaths occur
globally from snakebite each year. It warns that these figures
may be as high as 18, 41,000envenomation and 94,000 deaths
globally. The study also states that if an assumption is made
based on the fact that one envenoming occurs in every four cases
of snake bite, the global incidence of snake bite could range from
1.2 million to 5.5 million annually. The highest number of
envenoming were estimated to be from South Asia (1,21,000)
which was followed by South East Asia (1,11,000) and East Sub-
Saharan Africa (43,000)annually. The study concluded, India to
have most envenoming in the world i.e. 81,000envenomings and
11,000 deaths annually?.

Among the Asian countries, Pakistan had 40,000 snake bites
annually with 8,200fatalities and Nepal was estimated to have
more than 20,000 envenoming with 1,000fatalities. A postal
survey conducted in Bangladesh revealed shake bite incidence to
be4.3 per 1, 00,000 population. Of all the snake bites in this
survey mortality was 20%.

In Asian countries reluctantly incidence rate has been
increasing, in India the data regarding incidence and mortality
are fragmentary because less than 40% of snhake bite patients
attend hospitals for medical care rather first consults traditional
practitioners or quacks and only subsequently resort to modern
medicine®

The data regarding the incidence of snake bite, the mortality
and morbidity due to snake bite are unreliable due to poor and
improper reporting system as majority of the snake bites (80% of
all reported cases) occur among rural population3.In the context
of incidence present study attempt to know the incidence rate of
snake -bite —cases autopsied in tertiary care hospitals in
Bangalore city.

1. METHODS

Across sectional study -In-patient case records obtained from
Victoria hospital, Bengaluru during the period of 18 months from
November 2011 to May 2013 with written consent consent. By
using crobanch alpha table sample size was drawn and all
admitted patients were considered for the study. Medico legal
autopsies conducted at Victoria hospital mortuary with alleged
history of snake bite. Collection of information from in patient
case records during the period ofl8 months according to
proforma. Medico legal autopsy reports from Victoria Hospital,
Bengaluru. The data collection is done as per the proforma.

All patient meet inclusion and exclusion criteria, Inclusion;
Both Sex groups of all ages with history of snake-bite after a
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valid informed consent. Cases admitted to Victoria hospital of
Bengaluru city with alleged history of snake bite. Autopsy done
at Victoria hospital mortuary with alleged history of snake bite.
Obscure histories are excluded; Cases with no visible snake bite
mark. Bite from other reptiles/animals, Patients with history of
bleeding disorders like 1TP, Heamophilia,Patients who went
DAMA or who were referred to other centres were excluded.
Collected data were analysed by using SAS-6.50 version,
univariate analysis were employed to draw the significant
inference.

Il RESULT

Majority of the cases about 54 %occurred at the age group of
20 — 39yrs. Male Predominance were noted in 20-29yrs and
female predominance in age group of 30-39yrs. The two-tailed P

—~

value equals 0.0261 & statistically significant. 30.69% of victims
were farmers. Of the male victims maximum 43.85% were
farmers. Similarly in female victims 84.81% were housewives,
followed by 18.96% labourers. Among the study group, 7.22% of
the subjects were illiterate and 92.78%were literates of which
43.34% had primary education, 37.02% had secondary
education, 10.08%were at PUC level and 1.58% was graduates.
Maximum victims 62.75% belonged to rural region. There is a
statistically significant association of occurrence of cases in rural
areas when compared to urban area. In autopsied cases of snake
bite poisoning, microscopically renal parenchymal congestion&
ischaemic changes in tubules are commonly noted, apart from
inflammatory changes in Glomeruli. In 05 cases no abnormalities
were noted.

Figure 1: Fang mark on left foot
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Altered cortex
& medullary
ratio

Figure 3: Gross changes in kidney

IV. DISCUSSION

In the present study, maximum victims belonged to 20 — 39
yrs age group. Among285 males and 158 females, 57.89% and
48.73% victims belonged to 20- 39 yrs age group respectively. In
both the sex groups, a statistically significant difference was
found to be occurrence of snake bite among 20— 39 yrs age
group. Of both the sex groups, males were predominant 64.33%
as compared to females35.66%, with male to female ratio of
1.8:1.Similar observations were made in studies conducted by
Kulkarni ML & Anees S(1994)33 in Karnataka, Ganneru B &
Sasidhar RB (2007)20 in Andra Pradesh and Suchitra N et al.

(2008)22 in Kerala. This observation is not consistent with the
findings recorded in the study conducted by Monterio NP et al.
(2010)24 in Manipal, where female predominance was recorded
with male to female ratio of 1:1.5.The probable reason for
predominance in males and 20-39 yrs age group is increased
agricultural activity among these individuals. Maximum victims
31% were farmers by occupation. Among the male victims,
majority 44% were farmers. Among female victims, majority
85% were Housewives followed by labourers constituting
19%.The above observations made in the study are consistent
with the studies conducted by Lal P et al. (2001)17 in JIPMER
Hospital Pondicherry, Chauhan S et al.(2005)19 in PGIMER
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Hospital Chandigarh and Shetty AK & Jirli SP (2010)25 in
Belgaum. The predominance of farmers can be attributed to
increased frequency of human confrontation with snakes in
agricultural fields owing to the snakes habits, habitat and prey
preferences.

Observation depicts that victims with non technical
(unskilled) education are more involved in agricultural works,
hence more exposed to snake bites. The low literacy level also
leads to lack of knowledge regarding precautions to be taken to
avoid snake bites. In this study, maximum percent 37.86% of
snake bites occurred between12.01PM to 6 PM followed by
27.89% between 6PM to 12AM.Similar finding was observed in
the study conducted by Bawaskar HS et al. (2008) in rural
Maharashtra and Monterio NP et al (2010) in Manipal.

Majority of the victims 36.59% had bites on foot followed
by bites on hands in 25.68%. Maximum 64.09% bites were on
lower limbs (foot-161&leg- 121).Among the 443 cases, 63.20%
(280) approached primary health centers first, of which only
40%of cases received ASV.A similar observation was made in
the study conducted by Chauhan S et al.(2005)19 in PGIMER
Hospital, Chandigarh.

Among the 443 cases, the most common presenting
symptom was pain at local site onstituting 84.87% followed by
bleeding which constituted 36.79%. This observation depicts that
pain at bite site is not a constant feature ASV was administered
in 82% cases (362 victims). Of there maining 81 cases, 78 cases
were not given ASV as there were no clinical manifestations of
envenomation and in 3 cases ASV was not given as the patient
had severe reactions, thus the patient was maintained on ancillary
treatment. Of the 362 victims who received ASV, 62% cases
needed 5 to 20 vials. 2 cases with hemotoxic envenomation had
persistent bleeding & given >50 vials of ASV.In studies
conducted by Bawaskar HS (2002)18 in Mahad region of
Maharashtra, majority required 10 vials; Singh J (2008)23 in
North Indian Military Hospital, mean ASV required was 180 ml
and ranged from 9 to 32 vials and Monterio NPet al (2010)24 in
Manipal, average ASV requirement was 12.4 vials. In this study,
most of the victims 43% had hemotoxic envenomation. Mortality
rate of 04% (8 cases) was recorded. Neurotoxic envenomation
was responsible for 14deaths with mortality rate of 23.33%.The
observations in other studies varied with the geographical regions
in which the studywas conducted. Similar observations were
made in the studies conducted by Kulkarni ML &Anees S
(1994)33 in Karnataka and Bawaskar HS et al. (2008)21 in rural
Maharashtra.

V. CONCLUSION

Incidence and mortality due to snake bite can be altering by
the way of educate the rural people beside to take accurate
preventive measures. Faculty development training programme
dissent to staff members for intervene to curb snake bite for good
therapeutic options.
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