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Abstract.
We describe 70 cases of monocled cobra (Naja kaouthia) bite admitted to Chittagong Medical College Hospital,
Bangladesh. The biting snakes were identified by examining the dead snake and/or detecting N. kaouthia venom
antigens in patients’ serum. Bites were most common in the early morning and evening during the monsoon (May–
July). Ligatures were routinely applied to the bitten limb before admission. Thirty-seven patients consulted
traditional healers, most of whom made incisions around the bite site. Fifty-eight patients experienced severe
neurotoxicity and most suffered swelling and pain of the bitten limb. The use of an Indian polyvalent antivenom in
patients exhibiting severe neurotoxicity resulted in clinical improvement but most patients experienced moderate-tosevere adverse reactions. Antivenom did not influence local blistering and necrosis appearing in 19 patients; 12
required debridement. Edrophonium significantly improved the ability of patients to open the eyes, endurance of
upward gaze, and peak expiratory flow rate suggesting that a longer-acting anticholinesterase drug (neostigmine)
could be recommended for first aid. The study suggested that regionally appropriate antivenom should be raised
against the venoms of the major envenoming species of Bangladesh and highlighted the need to improve the training
of staff of local medical centers and to invest in the basic health infrastructure in rural communities.
INTRODUCTION

The venomous snake fauna of Bangladesh remains poorly characterized, but clinical reports
from the regions of Chittagong, Cox’s Bazaar, Khulna, Rajshahi, and Mymensingh have
described neurotoxic envenoming, a life-threatening medical emergency that requires treatment
with specific antivenom and assisted ventilation in cases of respiratory paralysis.1–8 In Asia and
Africa, envenoming by some cobra species is associated with substantial local soft tissue damage
requiring surgical debridement often leading to prolonged hospitalization, scarring, malignant
transformation, and potentially permanent disability.9–14 The present study of bites by monocled
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(monocellate) cobras, Naja kaouthia (Figure 1A and B), forms part of a large prospective study
of snakebite in Chittagong Division, Bangladesh. This division located in southeastern
Bangladesh, covers an area of 33,771 km2 with a population of approximately 28 million. The
study was based at Chittagong Medical College Hospital (CMCH), the major tertiary care
referral hospital for the Division and was carried out between May 1999 and October 2002. Most
patients were received from Chittagong, Cox’s Bazaar, and the three Chittagong Hill Tracts
districts. We hoped to define, more precisely, the clinical phenotype of envenoming, assess
antivenom use and provide a rational basis for defining national strategies required to improve
medical care. Eight hundred and eighty-four patients with a credible history and signs and
symptoms of snakebite envenoming were admitted. Of the 884 patients, 70 were identified as
victims of bites by N. kaouthia by examining the snake responsible, if brought to the clinic,
and/or by the detection of the specific venom antigens in the patient’s serum. Here, we describe
the epidemiology, prehospital treatment, clinical assessment, management, and outcomes of
these 70 patients.
MATERIALS AND METHODS

Case history.
A full case history was completed for each patient, including personal and epidemiological
data and details of prehospital treatment, using a standard pro forma. Physical signs consistent
with snakebite (fang marks, oozing of blood from putative fang punctures, localized pain, and
swelling) were recorded. Evidence of bleeding from old wounds as well as spontaneous bleeding
from the gums and external orifices, and bloody sputum, feces, or urine was noted. A
neurological examination was made to detect signs of neurotoxicity (such as bilateral ptosis,
external ophthalmoplegia, dysphagia, dysphonia, reduced grip strength, weak neck muscles, and
―broken neck sign‖) and/or myotoxicity (such as muscle pain or tenderness and elevated serum
creatine kinase). The ability to open and close the mouth, to protrude the tongue, and to cough
was assessed, as well as chest movements, respiratory difficulty, pooling of oral secretions in the
oropharynx, and breathlessness. Blistering and necrosis near the site of the bite were recorded.
Blood pressure and heart rate were routinely measured. Venous blood samples were collected for
hematological measurements and coagulability testing using the 20-minute whole blood clotting
test (20WBCT).15,16
Antivenom administration.
Haffkine® polyvalent antivenom (raised against the venoms of Naja naja, Bungarus
caeruleus, Daboia russelii, and Echis carinatus sourced mainly from Mamallapuram, Tamil
Nadu, India) was administered to all patients exhibiting signs of advanced systemic neurotoxicity
(e.g., bilateral complete ptosis, external ophthalmoplegia, dysphagia, dysphonia, weak grip
strength, weak neck muscles, ―broken neck‖ sign, or respiratory difficulty). Antivenom was not
given to patients with minimal signs of neurotoxicity (e.g., partial ptosis with no other signs of
systemic neurotoxicity) or to those with local signs of envenoming (e.g., blistering and local
necrosis) in the absence of systemic neurotoxicity. Antivenom use conformed to Bangladeshi
national guidelines: 100 mg of immunoglobulin in 100 mL vehicle was made up to 200 mL in
0.9% w/v NaCl as directed by the manufacturer and administered via intravenous infusion over a
period of 1 hour. In the absence of any reversal of paralysis after 2 hours, the same dose was
repeated. Infusion was suspended if a patient developed adverse responses (e.g., urticaria,

anaphylaxis, severe pyrogenic side effects) before the infusion was completed. In that event,
adrenaline (0.25 mg i.m.), (0.2 mg/kg i.v.), and hydrocortisone (2 mg/kg i.v.) were administered
and the infusion of antivenom was resumed.
Ventilatory support.
Ventilatory support was provided to those patients exhibiting cyanosis, sighing respiration, or
other signs of ineffective ventilation. Support was withdrawn as soon as adequate spontaneous
respiration was reestablished and the patient resisted enforced ventilation.
Detection of venom antigen in the serum of patients.
A micro enzyme-linked immunosorbent assay technique (micro-ELISA) was used to detect
venom antigens in the serum of the bitten patients.17,18 Microtiter assay plates were coated with
rabbit anti-N. kaouthia IgG as the antigen capture system. This enabled the formal identification
of the ting snake and also the calculation of venom antigen concentration in the serum from a
standard venom concentrations curve ranging from 0.1 to 500 ng/mL in phosphate-buffered
saline (PBS; pH 7.2) containing 1% v/v normal rabbit serum. Specificity was confirmed using
the venoms of four major biting species in Bangladesh: B. caeruleus, N. kaouthia, Trimeresurus
albolabris). The lower limit of detection was 0.5 ng/mL. Venom antigen data were subsequently
reconciled with previously collected clinical records by J. B. Harris. Urine was examined for the
presence of albumin and/or erythrocytes.
Effect of N. kaouthia venom on blood coagulation.
A lyophilized, pooled sample of the venom of N. kaouthia from a fully documented venom
collection held by the Venom Research Unit, Liverpool School of Tropical Medicine, was used
to determine the effects of the venom on activated partial thromboplastin times (APTT) and
thromboelastography (TEG) under controlled laboratory conditions. A pooled sample of the
venom of Pseudechis papuanus from Papua New Guinea was used as a positive control. Venom
samples were stored at 80°C until reconstituted for use in PBS (pH7.2) and aliquots of 50 µL
were stored at 80°C. When required, the venom was thawed at 37°C then placed on ice for the
duration of the experiment. Serial dilutions of venom were made in PBS to provide venom
concentrations ranging between 35 and 4,436 ng/mL.
Control blood samples for measuring the effects of the venoms on APTT and TEG were
obtained from 10 healthy volunteers (five females, age range 22–52 years; five males, age range
23–50 years) and collected into 0.105 M sodium citrate. Plasma, obtained by centrifugation of
the citrated blood (1,780  g) for 10 minutes, was pooled before use.
The effects of snake venom on human blood coagulation were evaluated using the Amelung
KC4 (Trinity Biotech PLC, Wicklow, Ireland). Briefly, 100 µL of citrated human plasma was
introduced to the KC4 cup, followed by 100 µL of IL Hemosil APTT reagent (Instrumentation
Laboratories Company, Bedford, MA) and 10 µL of appropriately diluted snake venom and the
mixture incubated for 220 seconds. Clotting was triggered by the addition of 100 µL 0.02 mol/L
CaCl2 (Instrumentation Laboratories Company, Bedford, MA) and the clotting time recorded.
TEG® analysis was performed using a TEG® 5000 Homeostasis analyzer (Hemonetics
Corporation, Braintree, MA). Blood was collected from healthy volunteers into 0.105 M sodium
citrate tubes, mixed, and then allowed to stand at room temperature for 30 minutes before testing.

All TEG® tests were performed within 2 hours of venepuncture. To test the effects of venoms on
the TEG®, 10 µL of appropriately diluted snake venom was added to the incubation cup together
with 20 µL of 0.2 M CaCl2. One milliliter of citrated blood was added to a vial containing kaolin
(Haemonetics Corporation). The kaolin/blood mixture (330 µL) was added to the incubation cup
and the resulting TEG® trace was recorded for 45–60 minutes. Each experiment was completed
three times on different samples of plasma/blood as appropriate.
The Tensilon® test.
A Tensilon® (edrophonium) test was used in a separate group of 18 randomly recruited cobra
bite patients exhibiting clinical signs of neurotoxicity. A randomized, double-blind, crossover
design was used, each patient serving as his or her own control. Whether edrophonium or
placebo (the corresponding volume of NaCl 0.9% w/v) was to be administered first was
determined by lottery; neither observer nor patient knew which was being given. Atropine sulfate
(0.6 mg i.v.) was given to all patients beforehand. Either edrophonium (10 mg i.v.) or placebo
was given immediately afterward by intravenous infusion over 2 minutes. Thirty minutes later
patients received, in reverse order, either edrophonium or placebo as required. The duration for
which a patient could retract the eye lids, the area (%) of the iris exposed when a maximal effort
was being made to open the eyes, the ability to open the mouth, peak expiratory flow rate
(PEFR), and the maximum pressure generated by the patient when trying to blow into a
manometer were measured every 5 minutes for 20 minutes after the administration of
edrophonium or placebo. One patient had received antivenom before the initiation of the test,
two were given antivenom during the test, and 14 were given antivenom after the completion of
the test. A single patient for whom antivenin was unavailable was maintained on neostigmine, 50
mcg/kg body weight subcutaneously every 4 hours following the completion of a positive
edrophonium test, until the neurotoxic signs disappeared.
Ethical considerations.
All patients, or a close relative where necessary, gave written informed consent for the
inclusion, in public, academic, and professional presentations and publications, of personal,
circumstantial, clinical, and laboratory information, including photographic and radiological
images relating to medical advice, diagnosis, and treatment received by the patient at CMCH.
Standardized data forms containing all personal data, including details of treatment, were
securely stored at CMCH. These forms were exclusively available to clinical staff directly
involved in the care of the patients. Anonymized data associated only with a patient ID number
were stored electronically in an SPSS database that was available to all involved with the
research project.
Statistical analysis.
Numerical data are given as mean ± standard error or as median and range as appropriate.
Data were analyzed using SPSS version 21 software (SPSS Inc, Chicago, IL). Differences
between different data sets were calculated using Students’ t test or the Mann–Whitney test as
appropriate. P < 0.05 was considered indicative of statistical significance. Tests for correlations
between two independent sets of data were made using Pearson’s test.

RESULTS

Case studies.
Case 1: A 7-year-old girl from Azimpur village, Patiya Upazilla (subdistrict), was bitten on
her left ankle at home at 10:00 PM by a ―blackish/yellowish snake‖ approximately 68 cm long.
The snake was caught, killed, and eventually brought to CMCH where it was formally identified
as ―zhawra,‖ the local name for a monocled cobra, N. kaouthia, based on the distinctive single
eye marking on the dorsal surface of the hood. The patient reported immediate pain and there
was localized bleeding at the bite site. She was taken without delay to a traditional healer, locally
known as an ohza, ozha, ojha, or bede, who applied three ligatures proximal to the bite site, two
on the calf and one on the thigh. The bite site was incised and she was given a herbal infusion to
drink. She was admitted to CMCH between 3 and 4 hours after the bite. Ligatures were released
and amoxicillin (10 mg/kg i.v.) and neostigmine (50 g/kg s.c.) were administered. The pulse
rate was 104 beats/minute and blood pressure 105/80 mmHg. Two fang marks, 10 mm apart,
were identified. The patient felt faint and generally weak and had difficulty in swallowing and
speaking. Five hours after the bite, neurological signs predominated with complete bilateral
posies, external ophthalmoplegia, an inability to open or close the mouth or protrude the tongue,
a ―broken neck‖ sign, a weak grip, and depressed reflexes. Peak flow was 100 L/minute. Total
white cells (15  109/L cf. reference range 4–11  109/L) and polymorphs (82% cf. reference
range 20–40%) were elevated, but platelet counts and hemoglobin concentrations were within
normal limits.
Antivenom (Haffkine® polyvalent 100 mg in 200 mL) was infused intravenously. Neurotoxic
signs began to diminish after 35 minutes. Adverse reactions to antivenom (urticaria, cough,
wheezing, and angio-edema of the lips and tongue) were treated with adrenaline (0.25 mg i.m.),
chlorphenamine (0.2 mg/kg i.v.), and hydrocortisone (2 mg/kg i.v.). Albumin (concentration not
recorded) was detected in the urine but there were no erythrocytes or casts. Electrocardiogram
was normal. By 2 days after the bite, all neurotoxic signs had resolved but a small area (3 cm
diameter) of blistered, necrotic tissue appeared. The blister was aspirated and necrotic tissue
debrided. The patient was discharged 8 days after admission. The circulating concentration of N.
kaouthia venom antigen was 3.9 ng/mL.
Case 2: An 18-year-old agriculture worker from Raojan was walking along a drainage ditch
at 7:00 PM. He was bitten on the dorsal aspect of the right foot by a ―blackish snake,
approximately 120 cm long and 3 cm in diameter,‖ which he identified as ―zhawra.‖ Three
ligatures were applied immediately, two to the bitten leg and one to the thigh. The bite site was
not incised and no herbal remedies were used. He was not seen by a traditional healer. He did not
vomit or feel faint but developed weakness and drooping eyelids 1 hour after the bite, and had
difficulty in speaking and swallowing after 90 minutes. Within 2 hours, he developed neck
weakness and passed scanty, highly colored urine. At 2.5 hours, he complained of breathlessness.
He was admitted to CMCH 3 hours after the bite. Pulse rate was 120 beats/minute and blood
pressure 110/70 mmHg. There were two fang puncture marks, 15 mm apart, to the dorsum of the
right foot. Bilateral ptosis was complete and was accompanied by external ophthalmoplegia, the
―broken neck‖ sign, weak grip and depressed tendon reflexes, an inability to open or close the
mouth or protrude the tongue, pooled saliva, and an absent gag reflex. Peak flow could not be
recorded and assisted ventilation was started within 1 hour of admission. He was then treated
with cephradine (500 mg/kg orally), metronidazole (7.5 mg/kg orally), neostigmine (50 mcg/kg

s.c.), and atropine (0.6 mg i.v.). An infusion of antivenom (Haffkine® polyvalent, 100 mg in 200
mL) was given in two doses. The first dose, given at 4–5 hours postadmission, was followed
within 30 minutes by an anaphylactic reaction that was managed with adrenaline (0.25 mg i.m.),
chlorphenamine (0.2 mg/kg i.v.), and hydrocortisone (2 mg/kg i.v.). There was no positive
response to the antivenom and the dose was repeated at 7 hours after further treatment with
adrenaline. The patient remained on continuous assisted ventilation but was unresponsive until
his death 7 days after admission. Immediately before death, oxygen saturation fell to 21% and he
had an episode of status epilepticus. The cause of death was recorded as hypoxic
encephalopathy.
Laboratory data confirmed elevated total white cell counts (16 × 109/L cf. reference range 4–
11 × 109/L and polymorphs (85% cf. reference range 20–40%). Platelet counts were within
normal limits. Hemoglobin concentration was below the lower level of the reference range (13
g/dL cf. reference range 14–18 g/dL). Serum creatine kinase was elevated (1,076 units/L cf. 150–
200 units/L in normal subjects). The circulating concentration of venom antigen was 244.6
ng/mL.
Epidemiology.
The average age of the patients was 29 years (median = 26 years, range 3.5–85 years) and the
male/female ratio was 1.9:1. Thirty-six percent of patients were students, 26% were
housewives/domestic workers, and 20% were engaged in agriculture. No bites were recorded
during the cooler months of December, January, and February. Thereafter, bites became more
common with rising temperatures and humidity to peak during the monsoon period of May–July.
All patients were bitten on the limbs, typically below the knee /or elbow. Bites were most
common between 5:00 AM and 12:00 PM or 3:00 PM and 11:00 PM and peak times were between
6:00 AM and 10:00 AM and between 6:00 PM and 7:00 PM. Only 12% of patients were asleep at
the time of the bite.
Prehospital treatment.
All 70 patients had ligatures (mean = 3, range 1–6) applied proximal to the bite site. Thirtyseven of the patients had visited a traditional healer before admission to CMCH. The typical
consultation lasted between 1 and 2 hours, but in four cases lasted for > 10 hours. All patients
visiting a traditional healer were incised at the site of the bite and 25 of them had been given a
herbal infusion of unknown composition to drink. Mud and herbs were occasionally applied to
the bite site but details of these practices were not formally collected. In only one case was the
bitten limb immobilized and a pressure bandage was applied.19
Clinical assessment and management.
Patients were admitted to CMCH between 1 and 27 hours (median 7 hours) after the biting
incident and ligatures were slowly released. Tetanus toxoid and amoxicillin were given to 63
patients and neostigmine to 57 of them. Visible fang punctures/scratches could be identified in
32 of the 70 patients admitted. There was slight bleeding at the putative bite site in only five of
them. Neither persistent bleeding from the bite site nor bleeding from any remote site was seen
in any patient. Blood pressure was unremarkable in all patients. Swelling, localized to the bitten
limb was seen in 53 patients, and pain at the bite site, reported by 42 patients, was transient and

was treated with paracetamol, diclofenac, or ibuprofen as required. Lymph node tenderness and
swelling was seen in 17 patients.
One patient, who had been bitten on the foot, brought the offending snake to the clinic. It was
positively identified as N. kaouthia. The patient developed no neurotoxicity or local blistering
and necrosis and she was discharged 48 hours after the bite. Subsequent analysis confirmed the
absence of venom antigen in her serum. It was concluded that she had received a bite without the
injection of venom. The other 69 patients were all envenomed. Nonspecific signs/symptoms
included vomiting, seen on admission in 43 patients and fainting experienced by 10 patients.
Neurotoxic signs present on admission included bilateral ptosis (58 patients Figure 2A),
difficulty in speaking (52), generalized weakness (49), weak neck muscles (44), difficulty in
swallowing (41), blurred vision (29), breathlessness (23), and cyanosis in three (Table 1). No
patient presented with or developed generalized muscle tenderness or pain. Swelling of the bitten
limb (Figure 2B) was seen in 53 patients. Localized blistering and necrosis of the skin at or close
to the bite site (Figure 2C) appeared during day 1 in four patients, thereafter increasing to six by
day 2, nine by day 3 to peak at 19 by day 5. In three patients, there was local blistering with no
signs of systemic neurotoxicity, and in one patient the blister first appeared 5 days after
admission. Surgical debridement of necrotic skin was required in 12 patients.
Antivenom was used in all 58 patients exhibiting signs of advanced neurotoxicity (e.g.,
bilateral ptosis, external ophthalmoplegia, ―broken neck‖ sign, cranial neuropathy). One patient
received 50 mg of antivenom and one patient received 200 mg in two divided doses. All others
received a single dose of 100 mg as described in Materials and Methods section. There was
clinical improvement in 51 patients, with complete resolution of ptosis, difficulties with speech
and swallowing, and general neck weakness within 1 hour in some cases but on average by 5–6
hours after the initiation of treatment. In 4 cases, there was no further deterioration but
neurotoxic signs continued for up to 30 hours and breathlessness for up to 50 hours. There was a
continuing deterioration in the condition of three patients, and two of those three patients
succumbed, one to hypoxic encephalopathy (see Case 2 above) and one to cardiorespiratory
failure; the latter patient had a previous history of cardiovascular problems.
Eleven patients required assisted ventilation: four were ventilated for 2 hours or less, five for
up to 24 hours, one for 36 hours, and one (see Case 2 above) for 7 days.
Laboratory tests.
Hematological data are summarized in Table 2. Total white cell counts were elevated in >
80% of patients and the proportion of polymorphs was elevated in > 98% of patients.
Hemoglobin concentrations were low in the majority of both male and female patients. All other
hematological data (including basophile, eosinophil, and platelet counts) were similar to the
accepted normal reference range for Bangladesh (CSCR), Chittagong, Bangladesh: Total
leukocyte count: 4.0–11  109/L, differential leukocyte counts: neutrophils 45–70%,
lymphocytes 20–40%, monocytes 2–5%, eosinophils 1–6%, basophils 0–1%, platelets 150–400 
109/L, cyanmethemoglobin (hemoglobin) ♂ 14.0–18.0 g/dL, ♀ 12.0–16.0 g/dL). The presence of
albumin in the urine was detected in 46% of patients and erythrocytes were present in 22%.
There were no other signs of renal complications.
The 20WBCT was negative (i.e., blood clotted within 20 minutes in a glass vessel at ambient
temperature) in all but two patients.

APPT was not increased by concentrations of N. kaouthia venom up to 4,436 ng/mL
(laboratory normal reference range 30–45 seconds; in the presence of 4,436 ng/mL venom: 34.5
± 0.55 seconds, N = 10). Similarly, there were no significant changes in any of the parameters
comprising TEG except for an insignificant fall in the  angle (signifying a small reduction in
the rate of clot formation) at venom concentrations between 277 and 555 ng/mL. Pseudechis
papuanus venom served as a positive control; APTT increased rapidly with increasing
concentrations of venom from 3.8 ± 0.21 seconds (N = 10) at a concentration of 35 ng/mL to
64.6 ± 2.7 seconds at 277 ng/mL, and 241.7 ± 11.6 seconds at 4,436 ng/mL. Pseudechis
papuanus venom also caused a slowing of the initiation of the clotting process R, and a reduction
in the kinetics of clotting and clot formation (K and  angle). There was no change in the
ultimate strength of the clot, MA, or the rate of breakdown of the clot that formed, G (see Figure
3).
Serum venom antigenemia levels.
Venom antigenemia was calculated in 65 patients. One patient with a proven bite but no
clinical signs of envenoming had no detectable venom antigenemia. In the other 64 patients,
venom antigenemia ranged between 3.5 and 496.5 ng/ mL (mean = 99.3, mode 49 ng/mL). There
was no correlation between venom antigenemia and either the age or gender of the patient. There
was a clear relationship between venom antigenemia and the clinical severity of envenoming.
Thus, in five patients with only incomplete ptosis but without any respiratory difficulty, no
difficulty with speech or swallowing, and no neuromuscular weakness, and for whom antivenom
was deemed unnecessary, venom antigenemia ranged between 3.5 and 24.3 ng/mL (mean 13.4 ±
3.6). In those with severe neurotoxicity but no local necrosis, venom antigenemia was
significantly higher (mean 103.2 ± 16.6; N = 39; P < 0.05). Those with both severe neurotoxicity
and local tissue necrosis had a similarly high venom antigenemia (mean 119.2 ± 35.2; N = 20).
The two patients who died as a result of envenoming had venom antigenemias of 244.6 and
260.8 ng/mL, respectively. There was a positive correlation (P < 0.05) between venom
antigenemia and the duration of hospitalization (Figure 4), but no relationship between venom
antigenemia and the appearance of localized blistering and necrosis. Adverse reactions to
antivenom were experienced by 68% of patients treated with antivenom. In all but one patient, in
whom the antivenom use was abandoned due the severity of the adverse response, adverse
reactions were successfully managed with adrenaline (0.25 mg i.m.), chlorphenamine (0.2 mg/kg
i.v.), and hydrocortisone (2 mg/kg i.v.).
The Tensilon® (edrophonium) test.
The test was used in a separate group of 18 patients with neurotoxic envenoming following
monocled cobra bite. The ability to open the eyes (as reflected in the percentage of iris
uncovered) in all 18 patients was significantly improved after the administration of
edrophonium. The improvement was first seen 5 minutes after administration when the
percentage of iris exposed increased to 49% ± 6.5%, compared with 33% ± 5.4% after placebo.
The improvement lasted until 15 minutes after edrophonium, when the area of iris exposed was
45% ± 7.0%, compared with 31% ± 5.6% after placebo (P < 0.001). The improvement of the
function of the elevator palpebrae superioris muscle was also reflected in the improvement of
endurance of upward gaze, over the same time period. Edrophonium also produced a statistically
significant improvement in PEFR, the ability to generate pressure while blowing into the

disconnected tube of a blood-pressure manometer, and the ability to open the mouth 5 minutes
after administration. The data are summarized in Table 3.
Discharge from hospital.
Patients were discharged from CMCH when attending clinicians considered them to be
sufficiently recovered from their experience and were clinically stable.
DISCUSSION

A nation-wide community-based survey of snakebite in rural Bangladesh estimated that
589,919 individuals were bitten each year and that 6,041 of those bites were fatal.20 Most fatal
snake-bite cases in Bangladesh bites are considered to be attributable to neurotoxic envenoming
by cobras (Naja spp.) and kraits (Bungarus spp.). Differentiation between cobra and krait bites
on admission to a clinical facility is important because they require different strategies for
successful treatment.8 The determination of the biting species is obviously straightforward if the
snake responsible is brought to the clinic with the patient. Usually, however, the physician will
have to consider the clinical syndrome and the circumstantial evidence of the biting incident
before making a decision on the most appropriate treatment or the patient.8,21
The present study of 70 patients bitten by monocled cobras (N. kaouthia; Figure 1A and B) is
the largest and most detailed study of envenoming by this species published so far. The identity
of the biting snake was established in every case, either by examining the dead snake or by the
retrospective detection of venom antigens of N. kaouthia in the patient’s serum using ELISA.22–
24
The only other species of cobra known to be present elsewhere in Bangladesh is the spectacled
cobra, N. naja (Figure 1C). The venom of this species could theoretically cross-react in the
ELISA test. However, no specimen of N. naja could be located in any natural history or other
zoological unit in southeast Bangladesh and no specimens had been obtained from the catchment
area of CMCH during decades of clinical and field research. It is not recognized by local expert
zoologists, or snake collectors as being a part of the local fauna.
Bites by the monocled cobra were least common during the cool and dry months of
November–January, becoming progressively more common as temperature and humidity rose to
peak during the monsoon season of May–July. The monocled cobra is crepuscular and biting
incidents were particularly common during the early morning and evening and rare between
11:00 AM and 3:00 PM and during the night. Tight ligatures were routinely applied to the bitten
limb by traditional healers or by colleagues/family members of the patients. Many patients had
multiple incisions inflicted around the bite-site with nonsterile knives and pieces of glass. In
some cases stones, herbs and soil had been applied to the bite site. All these treatments pose a
risk of secondary infection and there is a lesser but real risk of infection by the snake’s oral
bacteria.25,26 For these reasons, all snake-bite patients admitted to CMCH were routinely treated
with tetanus toxoid and antibiotics.
Severe neuromuscular weakness associated with envenoming was typically reversed, within
5–6 hours, by treatment with the only available antivenom (Indian Haffkine® polyvalent
antivenom). The complete restoration of spontaneous respiration in those requiring assisted
ventilation was slower but in most cases was achieved within 24 hours. The administration of
antivenom did not prevent the later development of local blistering and soft tissue necrosis. The
majority of patients receiving the Haffkine® antivenom experienced undesirable adverse
responses including, urticaria, pyrogenesis and, in one case, anaphylaxis that resulted in the

cessation of antivenom administration.27 The Indian Haffkine® polyvalent antivenom used in
Bangladesh is not prepared using the venoms of local, medically important envenoming species
in Bangladesh and it is unlikely that it is effective in neutralizing the effects of the necrotizing
factors present in the venom of N. kaouthia. It is clear that regionally appropriate antivenoms for
use in Bangladesh should be raised against the venoms of the major local envenoming species.
Several studies of patients bitten by either viperid or elapid snakes have demonstrated a
correlation between circulating venom antigen concentration at the time of admission to hospital
and the severity of the clinical syndrome.23,24,28–33 However, a study of bites by the Australian
red-bellied back snake, Pseudechis porphyriacus, demonstrated no correlation between peak
venom antigen concentration and clinical severity of envenoming.34 We identified several
patients bitten by N. kaouthia with minimal signs of either local or systemic envenoming. One
patient, for example, displayed a partial ptosis for 24 hours and a small blister developed at the
bite site 5 days after the initial incident. He was not treated with antivenom and did not require
respiratory support. He had a concentration of circulating venom antigen of 17.6 ng/mL. Other
patients with similarly minimal signs of neurotoxicity had circulating concentrations of venom
antigen ranging between 6.1 and 24.3 ng/mL (mean 13.4 ± 3.6). In those patients with clinical
signs of severe neurotoxicity, venom antigenemia ranged between 3.5 and 496.5 ng/mL (mean
103.2 ± 16.6; N = 39). It seems clear that the severity of neurotoxicity is at least partially
dependent on the amount of venom antigen in the circulation. It was not possible to assess
whether there was any relationship between the concentration of circulating venom antigen and
the speed of onset of neurotoxic signs because patients were usually admitted many hours after
the onset of their first sign of neurotoxicity.
It is generally accepted that the clinical syndrome of envenoming by cobras does not include
coagulopathy, but in this study two of the 70 patients had incoagulable blood, based on a
20WBCT. However, our detailed study of the possible effects of N. kaouthia venom on human
blood coagulation using TEG® demonstrated no effect on blood coagulation at venom
concentrations exceeding the highest concentration of venom recorded in any patient bitten by a
monocled cobra (3,300 ng/mL).23 We conclude that the two aberrant 20WBCT results were
probably the result of a technical error.
The apparent anemia in most patients was not a consequence of the bite: Bangladeshi people
are generally anemic because of a diet short of essential micronutrients.35
The use of ligatures and incisions in the emergency treatment of snakebite is universally
condemned as being without value and potentially harmful.19,36–40 Bangladeshi clinicians have
found it difficult to improve the situation. The positive response to the use of edrophonium in all
patients tested suggests that the administration of the long-acting anticholinesterase neostigmine
could be recommended as a first aid treatment. More complete training of rural medical and
complementary staff would also enable local medical centers to provide assisted ventilation to
severely envenomed patients, including oxygen administration and the insertion of an airway
(endotracheal, laryngeal mask, or i-gel supraglottic airway). Manual respiratory support has been
found to be beneficial in the management of cobra bite.41 During the period covered by this
present study, 27 patients died en route to CMCH (M. A. Faiz, unpublished data). The problem
of unnecessary fatalities is partly due to the difficulty of providing high-quality emergency
treatment in rural communities but also to a lack of basic infrastructure and funds to pay for the
transport of severely ill patients to a major referral center. Once in CMCH, patient mortality was
relatively low (2/70) and similar to case fatalities in similarly specialized facilities elsewhere in

southeast Asia.42 The problem is common across southeast Asia and a partial solution might be
the adoption of motor-cycle ambulances and similar modes of transport that are being developed
elsewhere.21,43–45
Received October 26, 2016.
Accepted for publication December 12, 2016.
Acknowledgments:
We thank Gavin Laing and Jennie Oliver, Liverpool School of Tropical Medicine, Liverpool, United Kingdom, for
their help with the analysis of enzyme-linked immunosorbent assay data and Kevin Knaggs, Royal Victoria
Infirmary, Newcastle upon Tyne, United Kingdom, for his help with analysis of the thromboelastography data.
Financial support: We were grateful for financial support for the project received from the Wellcome Trust (grants
052708/Z/97/Z and 079027/Z/06/Z), the Association of Physicians of Great Britain and Ireland, the Association of
British Neurologists and the Deutsche Forschungsgemeinschaft (grant KU2328/1-1).
Disclosure: All authors were actively involved in the planning and prosecution of the study and all have participated
in the collection and analysis of data and the preparation of the manuscript. No author has any real or perceived
conflicts of interest.
Authors’ addresses: M. A. Faiz, Dev Care Foundation, Dhaka, Bangladesh, E-mail: drmafaiz@gmail.com. M. F.
Ahsan, Department of Zoology, University of Chittagong, Chittagong, Bangladesh, E-mail:
faridahsan55@yahoo.com. A. Ghose, Chittagong Medical College and Hospital, Chittagong, Bangladesh, E-mail:
anrdghs@yahoo.com. M. R. Rahman, Department of Medicine, Shaheed Suhrawardy Medical College, Dhaka,
Bangladesh, E-mail: ridwanurr@yahoo.com. R. Amin, M. Hossain, and M. N. Tareq, Dhaka Medical College and
Hospital, Dhaka, Bangladesh, E-mails: robedamin@yahoo.com, dr.margub@gmail.com, and
tareq_ccu@yahoo.com. M. A. Jalil, Department of Statistics, University of Dhaka, Dhaka, Bangladesh, E-mail:
reevu@yahoo.com. U. Kuch, Department of Occupational Medicine, Social Medicine and Environmental Medicine,
Goethe University, Frankfurt am Main, Germany, E-mail: kuch@med.uni-frankfurt.de. R. D. G. Theakston, Alistair
Reid Venom Research Unit, Liverpool School of Tropical Medicine, Liverpool, United Kingdom, E-mail:
r.d.g.theakston@liverpool.ac.uk. D. A. Warrell, Nuffield Department of Clinical Medicine, John Radcliffe Hospital,
University of Oxford, Oxford, United Kingdom, E-mail: david.warrell@ndm.ox.ac.uk. J. B. Harris, Medical
Toxicology Centre and Institute of Neuroscience, Newcastle University, Newcastle upon Tyne, United Kingdom, Email: j.b.harris@ncl.ac.uk.
This is an open-access article distributed under the terms of the Creative Commons Attribution License, which
permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source are
credited.
REFERENCES

<jrn>1. Faiz MA, Rahman MR, Hussain A, Yunus EB, Das JC, Karim SA, Khan IH, Mollah
AS, Huq JM, Chowdhury MK, 1995. A hospital based study of snake bite in Chittagong
Medical College. J Bang Col Phys Surg 13: 3–8.</jrn>
<jrn>2. Faiz MA, Chowdhury SK, Hussain A, 1997. Snake bite in Chittagong and Cox’s
Bazaar—a hospital based study. Bangladesh J Med 8: 52–57.</jrn>
<jrn>3. Faiz MA, Rashid R, Palit R, Gafur MA, Rahman MR, Das JC, Baksha S, Mollah AS,
Das KK, Alam S, Begum Z, Islam M, Salehuddin M, 1998. Cobra bite successfully managed
with antivenom and artificial respiration. J Bangladesh Coll Phys Surg 16: 70–74.</jrn>
<jrn>4. Faiz MA, Rashid R, Gaffur MA, 1999. Observation of 10 fatal cases following snake
bite in Chittagong, 1993–1998. Bangladesh J Med 10: 30–33.</jrn>
<jrn>5. Bakar MA, Amin MR, 2000. Clinical manifestations of snakebite and outcome of
therapy. Bangladesh Med J (Khulna) 33: 15–19.</jrn>

<jrn>6. Azhar KM, Chowdhury AMJ, Ahsan HAMM, Rafiqueddin AKM, 1994. Experience
with snakebite cases in medical indoor. Teacher’s Association J 7: 47.</jrn>
<bok>7. Bhulyan AR, 1981. Report on Inter Country Consultative Meeting on Snake Bite
Management: Country Statement: Epidemiology and Management of Snake Bite
(Bangladesh), SEARO Meeting. Delhi, India: WHO November 1981.</bok>
<bok>8. Warrell DA, 2010. Guidelines for the Management of Snake-bites. WHO Regional
Office for southeast Asia.</bok>
<jrn>9. Reid HA, 1964. Cobra bites. BMJ 2: 540–545.</jrn>
<jrn>10. Kuo T-P, Wu C-S, 1972. Clinico-pathological studies on snakebite: report on two
cases. J Formos Med Assoc 71: 447–466.</jrn>
<jrn>11. Pongprasit P, Mitrakul C, Noppaun N, 1988. Histopathology and microbiological study
of cobra bite wounds. J Med Assoc Thai 71: 476–480.</jrn>
<jrn>12. Wong OF, Lam TDH, Fung HT, Choy CH, 2010. Five year experience with Chinese
cobra (Naja atra) related injuries in two acute hospitals in Hong Kong. Hong Kong Med J
16: 36–43.</jrn>
<jrn>13. Pochanugool C, Limthongkul S, Wilde H, 1997. Management of Thai cobra bites with
a single bolus of antivenin. Wilderness Environ Med 8: 20–23.</jrn>
<jrn>14. Wongtongkam N, Wilde H, Sitthi-Amorn C, Ratanabanangkoon K, 2005. A study of
Thai cobra (Naja kaouthia) bites in Thailand. Mil Med 170: 336–341.</jrn>
<jrn>15. Sano-Martins IS, Fan HW, Castro SC, Tomy SC, Franca FO, Jorge MT, Kamiguti AS,
Warrell DA, Theakston RD, 1994. Reliability of the simple 20 minute whole blood clotting
test (WBCT20) as an indicator of low plasma fibrinogen concentration in patients
envenomed by Bothrops snakes. Toxicon 32: 1045–1050.</jrn>
<jrn>16. Ahmed SM, Ahmed M, Nadeem A, Mahajan J, Choudhary A, Pal J, 2008. Emergency
treatment of a snake bite: pearls from the literature. J Emerg Trauma Shock 1: 97–105.</jrn>
<jrn>17. Theakston RDG, Lloyd-Jones MJ, Reid HA, 1977. Micro-ELISA for detecting and
assaying snake venoms and venom antibodies. Lancet 24: 639–641.</jrn>
<jrn>18. Coulter AR, Harris RD, Sutherland SK, 1980. Enzyme immunoassay for the rapid
clinical identification of snake venom. Med J Aust 1: 433–435.</jrn>
<jrn>19. Sutherland SK, Coulter AR, Harris RD, 1979. Rationalisation of first-aid measures for
elapid snake bite. Lancet 1: 183–186.</jrn>
<jrn>20. Rahman R, Faiz MA, Selim S, Rahman B, Basher A, Jones A, Este CD, Hossain M,
Islam Z, Ahmed H, Milton AH, 2010. Annual incidence of snake bite in rural Bangladesh.
PLoS Negl Trop Dis 4 (10): e860.</jrn>
<jrn>21. Bawaskar HB, Bawaskar PH, 1994. Envenoming by the common krait (Bungarus
caeruleus) and Asian cobra (Naja naja): clinical manifestations and their management in a
clinical setting. Wilderness Environ Med 15: 257–266.</jrn>
<bok>22. Whitaker R, Captain A, 2004. Snakes of India. Tamil Nadu, India: Draco
Books.</bok>

<jrn>23. Viravan C, Veeravat U, Warrell MJ, Theakston RDG, Warrell DA, 1986. ELISA
confirmation of acute and past envenoming by the monocellate Thai cobra (Naja kaouthia).
Am J Trop Med Hyg 70: 173–181.</jrn>
<jrn>24. Hung D-Z, Liau M-Y, Lin-Shiau S-Y, 2003. The clinical significance of venom
detection in patients of cobra snake-bite. Toxicon 41: 409–415.</jrn>
<jrn>25. Theakston RD, Phillips RE, Looareesuwan S, Echeverria P, Makin T, Warrell DA,
1990. Bacteriological studies of the venom and mouth cavities of wild Malayan pit vipers
(Calloselasma rhodostoma) in southern Thailand. Trans R Soc Trop Med Hyg 84: 875–
879.</jrn>
<jrn>26. Bernbeim A, Lorenzetti E, Licht A, Markwalder K, Schhneemann M, 2001. Three
cases of severe neurotoxicity after cobra bite (Naja kaouthia). Swiss Med Wkly 131: 227–
228.</jrn>
<jrn>27. Amin MR, Mamun SMH, Rashid R, Rahman M, Ghose A, Sharmin S, Rahman MR,
Faiz MA, 2008. Anti-snake venom: use and adverse reaction in a snake bite study clinic in
Bangladesh. J Venom Anim Toxins Incl Trop Dis 14: 660–672.</jrn>
<jrn>28. Selvanayagam ZE, Gopalakrishnakone P, 1999. Tests for detection of snake venoms,
toxins and venom antibodies: review on recent trends (1987–1997). Toxicon 37: 565–
586.</jrn>
<jrn>29. Tun-Pe B-A, Aye-Aye-Myint, Tin-Nu-Swe, Warrell DA, 1991. Bites by Russell’s
vipers (Daboia russelii siamensis) in Myanmar: effect of the snake’s length and recent
feeding on venom antigenaemia and severity of envenoming. Trans R Soc Trop Med Hyg 85:
804–808.</jrn>
<jrn>30. Audebert F, Sorkine M, Bon C, 1992. Envenoming by viper bites in France: clinical
gradation and biological quantification by ELISA. Toxicon 30: 599–609.</jrn>
<jrn>31. Bucher B, Canoge D, Thomas L, Tyburn B, Robbe-Vincent A, Choumet V, Bon C,
Ketterlé J, Lang J, 1997. Clinical indicators of envenoming and serum levels of venom
antigens in patients bitten by Bothrops lanceolatus in Martinique. Trans R Soc Trop Med
Hyg 91: 186–190.</jrn>
<jrn>32. Thomas L, Tyburn B, Ketterlé J, Biao T, Mehdaoui H, Moravie V, Rouvel C, Plumelle
Y, Bucher B, Canonge D, Marie-Nelly CA, Lang J, 1998. Prognostic significance of clinical
grading of patients envenomed by Bothrops lanceolatus in Martinique. Trans R Soc Trop
Med Hyg 92: 542–545.</jrn>
<jrn>33. Barrall-Neto M, von Sohsten RL, 1991. Serum kinetics of crotoxin from Crotalus
durissus terrificus venom in mice: evidence for a rapid clearance. Toxicon 29: 527–
531.</jrn>
<jrn>34. Churchman A, O’Leary MA, Buckley NA, Page CB, Tankel A, Gavaghn C, Holdgate
A, Brown SGA, Isbister GK, 2010. Clinical effects of red-bellied black snake (Pseudechis
porphyriacus) envenoming and correlation with venom concentrations: Australian snakebite
project (ASP-11). Med J Aust 193: 696–700.</jrn>

<jrn>35. Ahmed F, Khan MR, Banu CP, Qazi MR, Akhtaruzzaman M, 2007. The coexistence
of micronutrient deficiencies in anaemic adolescent schoolgirls in rural Bangladesh. Eur J
Clin Nutr 62: 365–372.</jrn>
<jrn>36. Watt G, Padre L, Tuazon Ma L, Theakston RDG, Laughlin LW, 1988. Tourniqet
application after cobra bite: delay in onset of neurotoxicity and dangers of sudden release.
Am J Trop Med Hyg 38: 612–622.</jrn>
<jrn>37. Pugh RN, Theakston RDG, 1987. Fatality following use of a tourniquet after viper bite
envenoming. Ann Trop Med Parasitol 81: 77–78.</jrn>
<jrn>38. Trevett AJ, Nwokolo N, Watters DA, Laqani W, Vince JD, 1993. Tourniquet injury in
a Papuan snakebite victim. Trop Geogr Med 45: 305–307.</jrn>
<jrn>39. Faiz MA, Tahir M, Ahmed T, Rashid R, Palit R, Ataher QS, Rahman MR, Yunus EB,
Hussain MM, Begum Z, 2001. A community based study to see the impact of health
education programme on the nature of initial treatment and reporting of cases of snake bite to
Upazila hospital in Chittagong, Bangladesh. J Bangladesh Coll Phys Surg 19: 43–46.</jrn>
<jrn>40. Harris JB, Faiz MA, Rahman MR, Jalil MM, Ahsan ME, Theakston RD, Warrell DA,
Kuch U, 2010. Snake bite in Chittagong Division, Bangladesh: a study of bitten patients who
developed no signs of systemic envenoming. Trans R Soc Trop Med Hyg 104: 320–
327.</jrn>
<jrn>41. Faiz MA, Chowdhury SK, Hussain A, 1997. Snake bite in Chittagong and Cox’s
Bazaar-a hospital based study. Bangladesh J Med 8: 52–57.</jrn>
<jrn>42. Kularatne SAM, Budagoda BDSS, Gawarammana IB, Kularatne WKS, 2009.
Epidemiology, clinical profile and management issues of cobra (Naja naja) bites in Sri
Lanka: first authenticated case series. Trans Roy Trop Med Hyg 103: 924–930.</jrn>
<bok>43. Paudel SR, 2002. Study of Ambulance Services in Nepal Including Lessons Learned
and Recommendations. Kathmandu, Nepal: Centre for Policy Studies.</bok>
<jrn>44. Sharma SK, Bovier P, Jha N, Alirol E, Loutan L, Chappuis F, 2013. Effectiveness of
rapid transport of victims and community health education on snake bite fatalities in rural
Nepal. Am J Trop Med Hyg 89: 145–150.</jrn>
<jrn>45. Patel FN, Ekkiswata MM, 2010. Motor cycle ambulance: a cheaper and faster
alternative. Indian J Appl Basic Med Sci 126: 50–54.</jrn>
FIGURE 1. (A) Monocled cobra (Naja kaouthia) from southeastern Bangladesh with snake handler. (B) Naja
kaouthia from Kolkata, West Bengal, India. Note the variation in the pattern of the monocular hood markings
between A and B. (C) Spectacled cobra (Naja naja) from Kolkata, West Bengal, India, showing the distinctive ―pair
of ―spectacles‖ hood marking. This figure appears in color at www.ajtmh.org.
FIGURE 2. (A) Bilateral ptosis, typically the first sign of neurotoxicity following snakebite envenoming, was seen in
58/70 patients bitten by Naja kaouthia in southeastern Bangladesh. (B) Swelling extending above the elbow and
early demarcated hyperpigmentation at the site of the bite over the proximal phalanx of the right index finger and
over the dorsum of the hand. (C) Skin necrosis was seen in 19/70 patients in this series. Note advanced superficial
necrosis and de-roofed blister following a bite on the dorsum of the foot. This figure appears in color at
www.ajtmh.org.

FIGURE 3. Stylized thromboelastography trace illustrating information available. R = latent period preceding
activation of clot formation. K =  angle. Rate of clot formation is measured 20 minutes after the initiation of
clotting. MA = clot strength.
FIGURE 4. Relationship between venom antigen concentration in the patients’ sera and treatment duration in hospital
of 70 patients bitten by Naja kaouthia in southeastern Bangladesh. The Pearson correlation coefficient was 0.05 and
the relationship was statistically significant (P < 0.05).
TABLE 1
Neurological signs of envenoming by Naja kaouthia in 70 patients in southeastern Bangladesh
Neurological signs of envenoming
Duration (hours) mean
Sign
Frequency (%)
(maximum)
Ptosis
83
5 (50)
Dysarthria
75
4.5 (30)
Weak neck
64
5 (45)
Difficulty swallowing
59
4 (20)
Blurred vision
42
5 (30)
Double vision
30
6 (35)
Breathlessness
30
7 (50)
Cyanosis
4
n/a

TABLE 2
Responses to Tensilon® in 18 patients bitten by Naja kaouthia in southeastern Bangladesh
Time
Ptosis (% iris
Eye lid retraction (duration:
Inter-dental cleft (cm)
(minutes)
exposed)
seconds)
Control
Tensilon
Control
Tensilon
Control
Tensilon
3.9 ±
0
34 ± 5.5
41 ± 5.7
9 ± 1.7
18 ± 3.6*
4.1 ± 0.16
0.19
3.8 ±
4.1 ±
5
33 ± 5.4 49 ± 6.5*
11 ± 1.9
22 ± 5.2*
0.18
0.15*
3.9 ±
10
31 ± 5.6 50 ± 6.7*
9 ± 1.6
17 ± 2.0*
4.1 ± 0.15
0.18
3.8 ±
15
30 ± 5.8 45 ± 7.0*
10 ± 1.8
14 ± 2.3
4.0 ± 0.18
0.19
3.8 ±
20
28 ± 5.1
35 ± 6.1
8 ± 1.5
10 ± 1.8
3.8 ± 0.19
0.13

Peak expiratory flow rate
(L/minute)
Control
Tensilon

Blow pressure
(mmHg)
Control
Tensilon

49 ± 19

58 ± 17

5.9 ± 2.4

7 ± 2.4

60 ± 19

67 ± 20

6.4 ± 2.4

8.7 ± 3.2*

47 ± 20

70 ± 15*

6.6 ± 2.4

8.1 ± 3.1

54 ± 19

66 ± 20

6.1 ± 2.6

7.8 ± 2.3

44 ± 16

55 ± 20

5.8 ± 2.3

6.8 ± 2.6

All patients were pretreated with atropine sulfate (0.6 mg i.v.). Either Tensilon® (10 mg i.v.) or placebo (normal saline) was given immediately after pretreatment
by intravenous infusion over 2 minutes. Thirty minutes later patients received, in reverse order, either Tensilon® or placebo as required.
* The response following the administration of Tensilon® was significantly different from the saline control.

TABLE 3
Average hematological data from 70 patients bitten by Naja kaouthia in southeastern Bangladesh compared with the
Bangladeshi national reference range
Hematological data
Cell type
Reference range
Patients
Total white cells
4–11 × 109/L
7–10 × 109/L
Monocytes
2–5%
1–9%
Basophils
0–1%
0%
Eosinophils
1–6%
0–10%
Polymorphs
20–40%
23–90%
Platelets
150–400 × 109//L
170–380 × 109/L
Female
12–16 g/dL
7.5–13.7 g/dL
Hemoglobin
Male
14–18 g/dL
5–14.5 g/dL
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