Variation of ASVS Vials Consumption with respect to Duration of bite, Means of Transport and First-aid to Snake-bite in Bharatpur Hospital, Chitwan, Nepal
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Abstract

INTRODUCTION: Snake envenoming is potentially life-threatening medical condition. Present study sought stronger factors responsible for greater consumption of anti-snake venom serum (ASVS) vials. OBJECTIVE: To chart the variability of ASVS vials consumption with reference to duration of bite, means of transport and adoption of first-aid. METHODOLOGY: The study was carried out in April to July 2007 at Bharatpur Hospital which was selected because of free of cost ASVS and concentration of victims from 4 adjoining districts. Admitted envenomed victims/ their visitors were studied inclusively by use of pre-tested data sheets. The research will be continued till September 2007. RESULTS: Total envenomed snakebite victims studied was 21 of which 2 were viper bite and 19 neurotoxin-victims. The case fatality rate was 28.57%. Range of ASVS vials consumed by survived victims was 10 to 94. No ASVS was applied to viper bite-victims. One victim was brought dead. Therefore, average consumption of ASVS (n=18) is 40.44 vials that were consumed in average of 3.01 days. Those who arrived at hospital late (>2 hrs duration) with neurotoxicity consumed significantly greater number of ASVS vials (i.e. 60 to 94). 66.6% of the total deaths walked and cycled before accessible to Ambulence were found dead during treatment at hospital and who walked and cycled before arrival at hospital also consumed significantly greater number of ASVS vials. Of the total 52.38% applied tourniquet that could not have association with greater use of ASVS vials. DISCUSSION: The antivenom is effective only if given early enough to neutralize the venom in the circulation prior to neurotoxicity. Therefore, the use of large doses late in the course of envenoming is in practice. Present study also implied that delay arrival with neurtotoxicity consumed scads of ASVS vials. Walking and cycling shook body and bitten organ that resulted dissemination of venom throughout body leading to death and greater consumption of ASVS. Pressure immobilisation bandaging is safe and appears to be effective first aid if applied correctly soon after all snake bite. In present study, no victims followed Pressure immobilization technique. Only 52.38% followed tourniquet that could not have significance to variation of ASVS vials consumption. CONCLUSION: Early arrival at hospital dwindles expensive ASVS vials consumption rate and hence promotes national economy. Walking and cycling before arrival hospital is quit risk to envenomed victims. Tourniquet has no significance to variation of ASVS vials consumption.  
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Introduction
Snake envenoming is uncommon but potentially life-threatening medical condition (Currie 2000). It is significant public health problem in many countries. Two regions where snake bite presents a particular problem are South East Asia and Africa (WHO 2005). 

An average of 32 polyvalent anti-snake venom serum (ASVS) vials prepared by Haffkine Pharmaceutical Company, Bombay, India was consumed for the treatment of each venomous snake bite victims. The range of ASVS vials used was 6 and 89 for the treatment of single envenomed victim (Pandey 2006).  An average of 17.6 ASVS vials per venomous victims was consumed.  Also, 72.4% of victims consumed less than 20 vials, 21.9% consumed 20 to 50 vials and 5.7% consumed more than 50 vials (Ministry of Health, EDCD 2005). The retrospective study of hospital record files revealed the greater number of ASVS vials consumption per envenomed victims (Pandey 2006). Hence, present study has sought any stronger factors responsible for application of greater number of ASVS vials.

Statement of the Problem

Of the total snake-bite cases, the fatality rate in field based study in Chitwan and Nawalparasi (Pandey 2007) was 12% which was in between the findings mentioned in Annual Report of Ministry of Health, Nepal (Ministry of Health, EDCD 2001) and in Rising Nepal (Rising Nepal 2001). The majority of deaths could be due to delay in admittance to a treatment center and the dependency of majority of people on traditional healers for treatment.  However, the causative factors of application of greater number of ASVS vials per venomous victims could not be assessed in previous studies. Use of greater number of ASVS vials has been pulling the leg of national economy. This important issue in Nepal has been addressed by the present study.

Rationale / Justification

Although, the maximum death occurred when the time taken to arrive hospital was 1 – 2 hrs, the proportions of snake bite cases and deaths were higher when there was greater time taken to arrive treatment center (Pandey 2007) which was observed by Sharma et al. 2004 too. However, the variation of ASVS vials consumed by each envenomed victims in relation to duration of snake-bite and hospital arrival could not be noted/ available in literatures. Hence, this study has greater endeavor to find out new approach to dwindle the use of ASVS vials.

The envenomed victims should arrive at hospital comfortably with immobilization of bitten part and body as a whole as far as possible in order to avoid systemic absorption of venom (Warrel 2005). So, means of transport may also have great role to consumption of large number of ASVS vials. Hence, this study would have significance to assure role of mode of transport to hospital and ASVS consumption.

This study was needed because in Nepal most trained health workers who report on such injuries are urban based where snake bite is rare.  Most rural snake bite victims do not seek formal hospitalization but are treated by traditional healers. The majority of deaths could be due to dependency of the majority of people on traditional healers who used traditional treatments such as tight tourniquets, local incision, suction, snake stone (Garud Dhunga), herbal matters, vacuum extraction with application of the anus of hens, thus delaying access to proper treatment center. Some victims may be admitted to hospital after severity. 12% used some first-aid measure before arrival at hospital (Pandey 2007). The present study would have great significance as it would find the numeral variation of ASVS vials consumed with respect to victims who adopted traditional treatment with local healers and who adopted recommended first-aid. In essence, it has paved the way to management of snake-bite by the application of less number of ASVS vials. So, this study would have greater significance. 

Literature Review

· From the community based study in Chitwan and Nawalparasi district, it was estimated that there were 110 snake bite cases and 12 death cases per 100,000 people per year (Pandey 2007).  
· In Nepal, more than 1,000 people suffer from snake bites while more than 100 (10%) people die of snake bites every year (Ministry of Health, EDCD 2001). 
· In 2001, a national Nepali newspaper recorded 76 (15%) deaths among 523 people who suffered snake bites during 2000 (Rising Nepal 2001).
· 56% consulted or depended upon traditional healers, 12% used some first-aid measure before arrival at hospital and the rest presented directly to a hospital for treatment. The majority of deaths could be due to dependency of the majority of people on traditional healers who used traditional treatments such as tight tourniquets, local incision, suction, snake stone (Garud Dhunga), herbal matters, vacuum extraction with application of the anus of hens, thus delaying access to proper treatment center (Pandey 2007). 
· But, in 1994 Snow reported that, in most developing countries, up to 80% of victims of snake bite first consult traditional practitioners before visiting a medical center. 
· The most severely affected occupational group was farmers (59%) followed by students (27%), housewives (6%), and others such as teachers, army, police, driver, businessman etc. (8%) (Pandey 2007).  
· Pressure immobilisation bandaging is safe and appears to be effective first aid if applied correctly soon after the bite (Isbister 2006).
· In many snake bites only local effects occur because insufficient venom is injected or the snake is non-venomous. With more significant envenoming there may be local or systemic effects. These range from non-specific effects (nausea, vomiting, headache, abdominal pain, diarrhoea, dizziness and collapse) to major organ effects (coagulopathy, neurotoxicity, rhabdomyolysis or renal damage) (Currie 2004). 
· Pressure immobilisation is the recommended first aid treatment for all snake bites (Sutherland et al. 1979). 
· A broad (15 cm) bandage is applied at the same pressure as for a sprained ankle over the entire limb. The patient must then remain completely immobilised, not just the bitten limb. For bites on areas other than limbs the patient should be immobilised to slow the spread of venom. Pressure immobilisation should only be removed once the patient is in a hospital stocked with antivenom. If the patient is envenomed, pressure immobilisation can be removed once antivenom therapy has commenced. If the patient has no clinical or laboratory signs of envenoming, the bandage can be removed if antivenom and resuscitation equipment are available (Isbister 2006).
· The antivenom is effective only if given early enough to neutralise the venom in the circulation, prior to the neurotoxins reaching their target site, and thus prevent further development of neurotoxicity. Therefore, the use of large doses late in the course of envenoming is unlikely to be

effective (Agrawal et al. 2005).
· The median dose of SAV in the high dose group was 600 ml (range 300 to 1600); all patients in the low dose group received 150 ml (Agrawal et al. 2005)
· Although SAV has been used for many years, there is no universal consensus in many countries on the optimal dose and protocol of its administration. Theoretically, it would appear that patients with more severe envenoming need higher doses of SAV for effective neutralisation of circulating snake venom. In the absence of any recommendations for management of patients with severe neurotoxic envenoming, higher doses have been previously used in the hope of early recovery. The antivenom is effective only if given early enough to neutralise the venom in the circulation, prior to the neurotoxins reaching their target site, and thus prevent further development of neurotoxicity. Therefore, the use of large doses late in the course of envenoming is unlikely to be effective. A few studies have addressed the issue of SAV dosage, but did not specifically include patients with severe neurotoxic envenoming, and outcome measures, especially the details on the duration of mechanical ventilation, were not particularly investigated. The present analysis was specifically conducted to evaluate if usage of a higher dosage of SAV offered any significant clinical advantage over a lower dose in patients with severe neurotoxic envenomation. We found no significant difference in the outcome between the two groups (cited from Agrawal et al 2005). 
· The amount of anti-venom injected cannot be predicted following snake bite. Therefore, it is impossible to estimate how much anti-venom will be required (Pochanugool et al. 1997). However their study suggested that a dose of antivenin more than a bolus of 100 ml (10 vials) may not be necessary to treat cobra bite. The antivenin of equine origin is made from N. Kaouthia venom. One ml of this product can neutralize 0.6 mg of N kaouthia venom. 

Objectives 

General
To chart the variability of ASVS vials consumption rate with special reference to duration of bite, means of transport and adoption of first-aid.

Specific

· To know numeral variation of consumption of ASVS vials with respect to duration of snake-bite and hospital arrival.

· To find out numeral variation ASVS vials consumption with respect to means of transport to hospital.

· To calculate the percentage of snake-bite victims who adopted recommended first-aid and to see the variability of consumption of ASVS vials.
Methodology

Descriptive and quantitative study of variables: envenomed victims, duration of bite, means of transport first-aid, and ASVS vials consumed by envenomed victims has been carrying out in April to September 2007 in Bharatpur Hospital. It was selected because it provides ASVS vials free of cost on the behalf of Nepal Government. So, majority of victims from Chitwan, Nawalprasi, Makawanpur, Tanahu, Gorkha districts rush to this hospital. 
Target population of the study was envenomed victims admitted in Bharatpur Hospital. These populations were selected by Non-probability Sampling. All the envenomed cases were studied inclusively.  Pre-tested data collection sheets were used to tap the information from envenomed victims or his/her visitors to meet up the objectives. 

Data management in tabular, illustrative form was carried out by the application of Microsoft Access tools will be used. Data analysis will be done in percentage basis.
Before starting the observation and interview, the participants will be requested to read or understand the consent letter. They will not be obliged to participate in our research if they are not interested. The consent letter will be in Nepali language so that they will understand easily. The right corner at end of paper will contain space for signature of the victims or their relatives.

Results

The total envenomed snake bite victims studied till 31 August 2007 was 21 of which 2 were viper bite victims and 19 neurotoxic victims. The case fatality rate was 28.57%.
The range of ASVS vials consumption was 4 to 94 (10 ml each). But, when only survived victims (n=15) were considered, the range was 10 to 94. No ASVS was applied to two viper bite victims as they were recovered from placebo treatment. One victim was brought dead. Therefore, average consumption of ASVS for those who needed (n=18) is 40.44 vials.  These vials were consumed in average hospital stay of 3.01 days.
Those who arrived at hospital late (>2 hrs duration) consumed significantly greater number of ASVS vials. Furthermore, those who developed neurotoxicity prior to hospital arrival consumed 60 to 94 ASVS vials. 

Of the total deaths, 66.6% who walked and cycled before accessible to Ambulance were found dead during treating with ASVS at hospital. Hence, walking and cycling before arrival was quite risk to envenomed victims. Moreover, who followed walking and cycling before arrival at hospital consumed significantly greater number of ASVS vials. 
Of the total 52.38% applied tourniquet. But it could not have any association to greater use of ASVS vials. 

Of the total victims, 71% were males. Of the total mortality (28.57%), 50% deaths were confined to age below 20 yrs. It signifies that snake venom per kg body weight is greater leading to deaths.
Discussion
The antivenom is effective only if given early enough to neutralise the venom in the circulation, prior to the neurotoxins reaching their target site, and thus prevent further development of neurotoxicity. Therefore, the use of large doses late in the course of envenoming is unlikely to be effective (Agrawal et al. 2005). Present study also implied that delay arrival especially with neurotoxicity consumed greater number of ASVS vials.
Walking and cycling shook of body and bite site that resulted dissemination of venom throughout the body. So, it became risk to envenomed victims and important causal factor of greater consumption of ASVS vials.
Pressure immobilisation bandaging is safe and appears to be effective first aid if applied correctly soon after the bite (Isbister 2006). Pressure immobilisation is the recommended first aid treatment for all snake bites (Sutherland et al. 1979). In present study, no victims followed Pressure immobilization technique. 52.38% only followed tourniquet that could not have significance to variation of ASVS vials consumption. 
      Limitation of the Study (if relevant)

· Victims might conceal the adoption of traditional treatment method because they might thought no free supply of ASVS vials from hospital. 

· Time may not be accurate as they could not remember the exact time of snake-bite. 

Conclusion

Early arrival and admission at hospital dwindle the rate of great use of expensive ASVS vials and promote national economy. Walking and cycling before arrival hospital is quit risk to envenomed victims. Tourniquet has no role to consumption of greater number of ASVS vials.  
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