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EAST AFRICAN 
SNAKEBITE SYMPOSIUM

26 June

Surgical Intervention and Wound 
Management Following Snakebites :

From beginning to end

Prof Timothy Craig Hardcastle
Trauma and Critical Care Surgeon – Durban, South Africa

Chair: SA National Snakebite Advisory Group
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Overview

• Basic initial wound care

• No fasciotomy before antivenom (role of ultrasound to exclude)

• Judicious, but conservative debridement

• Longer term wound care and plans for wound closure

• The timing and role of antimicrobials

• Special aspects in children and pregnant women (I saw a question 
about that on the last 

the references for the SA Guidelines which, while not including 
Echis, do cover the current best practice for relevance to Africa

Basic Wound Care of Snakebite wounds

DO NOT TOURNIQUET: Move to hospital

DO NOT: 

Incise, suction, “stone therapy”, cryotherapy, traditional medicines

DO: Remove rings, bangles, chains and tight clothes: wipe away venom

Only paracetamol for pain ‐ Ketamine if severe pain

Avoid Opioids and Benzos – potentiate neurotoxic venom!

No NSAIDS for cytotoxic – potential for renal failure

X
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Wound cleaning

Clean tap water – no different to sterile saline

Chlorhexidine rather than povidine antiseptics

Cover with gauze – no firm bandage unless Neurotoxic

No ointments required

Silver containing dressings

Hydrocolloid dressings

Hydrofibre dressings

Honey‐based dressings

Antivenom if indicated
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• Many unnecessary fasciotomies!

• Same signs and symptoms

• Problem in Sub‐cut not muscle layer

• Primary muscle death in cytotoxic venom from the venom –
antivenom and fasciotomy do not help – there will be delayed 
recovery!

• All non‐surgical measures must be exhausted!

Cytotoxic wounds – evaluation 

Role of Ultrasound

Compartment pressure measures

Antivenom first before fasciotomy
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Checking the pressure

Why are fasciotomies avoided?
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No Fasciotomy without pressure 
measurement

Conservative management first 
option

48‐96hr review

Assess the wound:

Tissue viability

Inflammatory changes – usually no antimicrobials

Moisture balance

Epidermal advancement – cover the wound
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Mozam
bite

Debride blisters at 48hrs – conservative surgery only
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Case study – Stilletto snake bite: Mr BK

5 Oct 8 Oct 13 Oct

18 Oct22 Oct 15 Oct
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General aspects around wound 
debridement

Tissue Viability

Initially use sharp debridement

(Scalpel and forceps)

Cut back to healthy bleeding tissue

Good haemostasis – cautery

Gentle tissue handling

Moisture Balance

Don’t dry the wound out

Intrasite® jel or similar

If infected try Iruxol®

Cover with modern occlusive 
dressings

Avoid excessive slough and 
moisture

General aspects around wound 
debridement

Tissue Viability

Initially use sharp debridement

(Scalpel and forceps)

Cut back to healthy bleeding tissue

Good haemostasis – cautery

Gentle tissue handling

Moisture Balance

Don’t dry the wound out

Intrasite® jel or similar

If infected try Iruxol® or Prontosan®

Cover with modern occlusive 
dressings

Avoid excessive slough and moisture

MMP antidotes (e.g. Promogran®)
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VAC – easy to make and easy to use!

Jelonet® / Adaptic® (non-
adherent material)
Sponge (any type – sterile –
3M®)
Occlusive dressing – sticky 
(Opsite® / Ioban® / 
Steridrape®)
Silastic tubing or a suction 
catheter
Suction access @ - 20 kPa
(up to -75kPa acceptable)

Commercial VAC / NPWT
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Wall suction ‐ LPS

Making a “cheap VAC”

Other Options:

Enzymatic debridement

Benzoic acid

Ceramic absorption

Sorbact
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Only once wound bed clean and granulating

References – useful in 
Africa
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