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Patient presenting within 24h following suspected snakebite
If presenting to a healthcare facility that does not have critical care and onsite pathology facilities with antivenom, maintain basic life support, apply pressure immobilisation bandage (PIB) and arrange urgent transfer. 
Once in ED, assess and manage in a monitored cubicle. Apply PIB if presents within 30 min of suspected bite, if not already applied. 
Assess for early life threats (hypotension, respiratory failure from paralysis, seizures, haemorrhage), and resuscitate along conventional lines
Initial Investigations:
· Insert cannula and send blood for FBC, UEC, LFT, CK, coags, D-dimer, fibrinogen, group and hold (NB bedside tests for INR and D-dimer are not reliable for snakebite)
· Urinalysis for myoglobinuria (+ve for blood on urine test strip)
· VDK not used in Tasmania as Tiger Snake antivenom treats envenomation from all three Tasmanian snakes
If there is laboratory evidence of envenoming, proceed to envenomation protocol
If there are no clinical signs of envenomation and initial bloods do not show signs of envenomation, then remove any splint/bandage. Ensure that there is antivenom available in ED before removing the bandage
Reassess patient and repeat bloods at 1 hour, 6 hours and 12 hours
If patient remains asymptomatic and bloods are normal at 12 hours, can discharge home. If there has been a definite bite but no envenoming, admit for observation for 24 hours. Do not discharge at night. Ensure tetanus status current.
If patient develops clinical or laboratory signs of envenoming, then proceed to envenomation protocol
If there is clinical evidence of envenoming, proceed to envenomation protocol

Snakebite envenomation protocolAssess and manage in monitored cubicle and support ABC as clinically indicated
Apply PIB if presents within the first 30 minutes
Initial Investigations:
· Insert 2 large bore IV cannulae
· Send blood for FBC, UEC, LFT, CK, coags, D-dimer, fibrinogen, group and hold (NB bedside tests for INR and D-dimer are not reliable for snakebite)
· Urinalysis for myoglobinuria (+ve for blood on urine test strip)
· VDK not used in Tasmania as Tiger Snake antivenom treats envenomation from all three Tasmanian snakes
Absolute indications for antivenom
Relative indications for antivenom
Reported sudden collapse, seizure or cardiac arrest
Systemic symptoms (vomiting, headache, abdominal pain, diarrhoea)
Abnormal INR (increased)
Leucocytosis
Any evidence of paralysis, with ptosis and/or ophthalmoplegia being the earliest signs
Abnormal APTT (increased)

CK >1000
Call poisons advice line (13 11 26) and discuss with toxicologist if indication for antivenom unclear
Administration of antivenom:
· No absolute contraindications
· Place in critical care  area with equipment, drugs and personnel to manage a potential allergic reaction
· Have second IV line available for emergency resuscitation of needed
· Administer 1 ampoule of antivenom diluted in 500ml normal saline IV over 20 minutes
· For child, give 1 ampoule of antivenom diluted in 10ml/kg normal saline over 20 minutes
· Pre-medication with adrenaline is unnecessary
· Antivenom can be given as rapid IV push if haemodynamically unstable or cardiac arrest
PIB can be removed once antivenom has commenced
Admit to CCD
Repeat bloods at 1 hour, 6 hours and 12 hours post antivenom, then once to twice daily until there is sustained improvement



Management of complications

Allergic reactions
· Manage allergic reaction according to usual protocols
· Cease antivenom infusion and cautiously recommence at lower rate when symptoms of allergic reaction are controlled
· Rarely, ongoing titrated infusion of adrenaline may be necessary to complete antivenom administration
· Warn patients about serum sickness at 5-10 days post antivenom (prednisolone may help)

Venom induced consumptive coagulopathy
· The median time to recovery to an INR < 2.0 in VICC is about 15 hours, and the INR will normalise 24–36 hours after the bite, after which most patients can be discharged
· [bookmark: i1141269]Consider investigation for occult bleeding, such as CT brain, if clinically indicated. 
· Hypertensive patients have the highest risk of ICH, and BP should be controlled.
· FFP has been shown to restore clotting function more rapidly in most patients
· FFP given earlier than 6-8 hours after snakebite is unlikely to be effective, due to ongoing factor consumption
· It is reasonable to administer FFP after giving antivenom to patients who have active bleeding and an imminent threat to their life. FFP is the best factor replacement (rather than cryoprecipitate or Prothrombinex) because patients are deficient in fibrinogen, factor V and factor VIII.
· If there is evidence of VICC without life-threatening haemorrhage, then it is reasonable to wait 8 hours before giving FFP
· It is advisable to consult with a toxicologist via the poisons advice line (13 11 26), as there is ongoing research in this area

Rhabdomyolysis
· Significant rhabdomyolysis with acute renal failure is rare but should be treated with generous fluid therapy and close monitoring for electrolyte imbalances.

Thrombotic microangiopathy
· Thrombotic microangiopathy may require haemodialysis, but there is no evidence to support the use of plasmapheresis
· Consultation with a haematologist and renal physician is recommended.

Neuromuscular paralysis
· May require intubation and ventilation
