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ABSTRACT 

Objectives: To assess the treatment practices and outcomes of patients presenting with snakebite at Sandeman 

Provincial Hospital, Quetta, Pakistan, over an 18-month period from January 2020 to June 2021. 

Methods: 54 snakebite cases that were discovered in the emergency room of Sandeman Provincial Hospital in Quetta 

were examined in hindsight during the course of 18 months, from January 2020 to June 2021. For analysis, data on 

the onset of therapy, clinical signs of snakebites, and patient files were retrieved. 

Results: In the course of 18 months, 54 snakebites were discovered, with 16 (29.63%) female and 38 (70.37%) 

males. The victims were 6.5 years old on average. Bite marks were discovered on (62.96%) lower limbs, (24.07%) 

upper limbs, and (5.56%) other limbs. Local swell/pain (79.63%) and predominant poisoning patterns (53.70%). 

Incision and no drainage are included in first aid (55.56%); the hospital stay is 4.2 days. In 99.8% of instances, 

antibiotics were utilized, and more than half of those individuals got two different antibiotics. Analgesia (25.93%) 

was treated with injections of vitamin K (29.63%) and FFP transfusion (66.67%), whereas 25.93% got 

antifibrinolytics. 

Conclusion: Snakebites are a major occupational health risk in rural settings, especially for farmers and kids. It is 

still usual to take unsuitable medications carelessly. In addition to making sure that effective snake venoms are 

always available, there is a need to create and implement procedures that take local factors into consideration. 
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INTRODUCTION 

Snakebite is a critical medical emergency that 

primarily impacts rural farmers and children.1 and 

is listed as a neglected tropical disease (NTD) by 

the World Health Organization (WHO).2 It is still 

an overlooked issue in public health within 

developing nations such as Pakistan.3,4 Because of 

the absence of trustworthy epidemiological data in 

many developing nations such as Pakistan, it is 

difficult to determine the exact type of snakebite. 

This situation is worsened by the reality that the 

majority of cases, bites are treated at home or by 

nearby traditional healers.1,5,6 Worldwide, the 

incidence of poisoning cases is estimated to be 

more than five million annually, with about 100,000 

cases leading to significant outcomes.6,7 The carpet 

snake is by distant the foremost critical cause of 

passing or weakening snakebite in sub-Saharan 

Africa situated to the north of the equator.1,9-13 It is 

dependable 90% of nibbles in Nigeria.8 This results 

in a clinical disorder of difficult localized swelling 

of the tissue injuries and corruption and 

coagulopathy with potentially fatal bleeding.14  

Bites can be complex by deformity, deformation, 

tissue annihilation, removal, visual deficiency and 

mental health issues.15 However, the systemic effect 

of this poison is easy to notice reversible with 

specific snake venom; spontaneous systemic 

bleeding stopped within 2 hours in most cases and 

Coagulopathy improved within 6 hours following 

the administration of a single dose of potent specific 

ORIGINAL ARTICLE 

 

https://doi.org/10.64433/z0e7ms45


 

  

Liaquat Journal of Health Research (LJHR) | 34 |  Vol. 01, Issue 01, January-June 2026 

gastric venom.13, 16, 17 Significant contributors to 

severe poisoning in sub-Saharan Africa include the 

black-necked cobra (Naja nigricollis) and the 

spitting cobra (Bitis arietans).13,15 The principle 

management used by health workers for snakebites 

in Pakistan vary widely. The utilize of 

neighborhood conventions that are versatile to 

winning wellbeing structure and capacities ought to 

be energized.18 Staff preparing, adherence to 

composed conventions, and understanding 

instruction have been appeared to essentially make 

strides results for rustic clinic snakebites.19 We 

explored the administration choices and potential 

results of snakebites over an 18-month period from 

January 2020 to June 2021 at Sandeman Provincial 

Hospital, Quetta, Pakistan. 

METHODS 

Quetta has a population of 1,001 million. In 

Baluchistan, which has an area of 2,653 square 

kilometers, the Quetta Civil Hospital Quetta had 50 

beds with an area of about 11,645 square feet. A 

huge portion of its financially dynamic gather is 

locked in in Agri business20 and the population is 

mostly in rural areas (72.4%). Sandeman Provincial 

Hospital, Quetta receives referrals from all 

neighboring districts: Kuchlack, Pasheen, Sibi, 

Bolan, Mastung, Kharan, Chaman, Zhob etc. 

Usually a review, clear ponder centering on the 

administration of all affirmed snake bite cases in 

pediatric emergency room settings over an 18-

month span from January 2020 to June 2021.  

Snakebite patient cases in an emergency setting 

Pediatric wards of Sandeman Provincial Hospital, 

Quetta were searched from January 2020 to June 

2021. Demographic data, treatment given, 

complications and outcomes were extracted from 

directories and reviewed. The type of snake that 

caused the bite was identified based on the 

attending physician's judgement. Excluded were 

cases in which the attending physician had a 

suspicion as to what caused the bite. Strict 

precautions were made to protect patient privacy. 

According to the material obtained, only authorized 

individuals had access to the patient files, and the 

individuals were not given names. The research and 

development division of Sandeman Provincial 

Hospital, Quetta granted permission (permit 

number 474/76) for the study, which was not 

subject to a complete institutional ethical review. 

Data entry and analysis were conducted using 

version 20 of the Statistical Package for Social 

Sciences (SPSS). Results were displayed as means 

± standard deviations descriptive statistics are used 

for continuous variables and percentages for 

discrete variables. 

RESULTS 

In 18 months, 54 cases of snake bites were 

recorded. 38 of them were men (70.37%) and 16 

(29.63%) were women. Victims ranged in age from 

1 to 12 years, with a median age of 6.5 years. Table 

1 An overview of snakebite victims' clinical 

profiles. 

The most common bite site was the lower limb 

(62.96%). Snakebite victims (79.63%) had swelling 

and pain locally. There was no official written 

policy in place for handling snake bites. The 

treatment of snakebite victims was largely 

dependent on the physician's knowledge and 

experience. Table 2 summarizes the treatment 

available to snakebite victims. Antivenom was 

given in 99.8% of snakebite cases with patient 

average 7.5 ml (5 ± 10 vials). Anti-venom supplied 

by Ministry of Health Pakistan study participants 

used primarily snake venom to combat snake bites. 

Seven (12.9%) had a documented reaction to snake 

antivenom. The main route of administration was 

intravenous infusion. In patients with non-

coagulated blood, fresh frozen plasma (FFP) was 

furthermore use with antivenom. Thirty-six 

(66.7%) patients received FFP, while nine patients 

(16.6%) received cell transplantation. Antibiotics 

were administered to all patients (99.8%). The most 

common antibiotic was Ceftriaxone, given in 79% 

of snakebite victims, continued with 

amoxicillin/clavulanate (used 20%). Tetanus 

vaccine (ATS) was administered in about three 
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quarters of cases. Analgesics were administered in 

14 cases (25.9%) who received paracetamol. Other 

drugs administered were vitamin K (29.6%), 

tranexamic acid (11.1%) and antihistamine 7 

(12.9%). 

The typical duration of hospital admission was 

4.26±2.965 days, with a span of 2 to 7 days. (Table 

1). Deaths from snake bites were not recorded in the 

study. No complications were reported. 

DISCUSSION 

Snake bite primarily affects rural agricultural 

workers, being particularly prevalent throughout 

Southeast Asia and sub-Saharan Africa [1,21] and 

usually impacts the group by ages that is part of the 

workforce.22-25 The type of work done by farmers, 

children, shepherds, and hunters7,21 connects them 

more closely to the natural environments where 

these snakes live. Most snakebites occur on lower 

limbs when farmers accidentally step on a snake 

during agricultural activities without adequate 

protective footwear.1,7 We noticed that most of our 

snakebite victims were under the age of 12 and were 

bitten while playing and working in the fields. 

Delayed hospital arrival characterizes cases of 

snakebite in Africa.5,6 By identifying the snake 

species responsible for the bite, it is possible to 

prevent and treat the most likely outcome of the 

envenomation as well as any complications that 

could arise. This is more difficult to do if the dead 

snake is not brought to a hospital immediately after 

it bites. Carpet mouse or sawfly (Echis ocellatus) 

envenomation causes painful swelling at the site of 

the bite, which can lead to tissue injury and cell 

death occur as a result of the venom.14 It induces 

consumptive coagulopathy and also inflicts direct 

harm to the vascular endothelial basement 

membrane, potentially resulting in severe and life-

threatening hemorrhage.14 The World Health 

Organization (WHO) guidelines concerning 

snakebites and their management in Africa1 likely 

the most thorough resources on the topic within the 

region and serve as the foundation for many local 

and institutional protocols. 

Currently, doctors in Quetta use a wide range of 

individualized approaches to treat snake bites19. A 

study conducted in two high-mortality countries, 

India and Pakistan, found that doctors were poorly 

prepared to treat snakebites26. Neglecting to follow 

local protocols leads to considerable differences in 

management strategies, including the assessment of 

poisoning severity, the amount of antivenom 

administered, and the use of additional medications. 

In a rural hospital in Baluchistan, a written protocol, 

along with training and education of staff, resulted 

in a dramatic reduction in snakebite incidents.19 

These measures improved health-seeking behaviors 

by shortening the average time before patients 

sought care and ensuring the correct initial poison 

dosage while preventing its excessive use.18,19 By 

adhering to evidence-based guidelines, unhelpful or 

potentially dangerous interventions are avoided, 

facilitating a more logical assessment of poisoning 

cases and establishing clear endpoints for 

antivenom treatment. The important decision was 

whom to administer antivenom and which is the 

only antidote available.1 It has been found that 

intravenous antihistamine and diluted antivenom 

given over a 60-minute period can reduce the 

incidence and severity of anaphylactic reactions. 

The poisonous drugs are not workout risk; their use 

can cause reactions ranging from mild to 

serious/life threatening and are particularly 

common. This difference may be related to 

effectiveness of antivenom which is easily available 

in this study.28 In the absence of convincing 

evidence of benefit, the prevention of allergic 

reactions should be considered only for individuals 

at high risk, such as those who have severe 

reactions or severe atopy.1,7 The most significant 

side effects of the antivenom in this study were 

stiffness and fever immediately after the 

infusion/injection.27 Tranexamic acid was used to 

control coagulopathy in few of our patients 

(11.1%). It is little information on the use of 

antifibrinolytics in the treatment of snake bites. 

However, as with consumption coagulopathies due 

to different causes, the use of antifibrinolytics in 

toxic patients is generally not recommended.1,7 

Prophylactic antibiotic usage for snakebites is not 
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advised unless the wound is seriously injured or 

there are clear indications of infection31–33 (for 

example, an incision with a no sterile instrument) or 

is necrotic. Most of the local effects of a snake bite 

are directly due to the cytolytic effect of the venom 

itself (not mediating a bacterial infection), so an 

antibiotic.  

In many situations, treatment can be postponed. 

According to one study, patients with mild to 

moderate edema (without necrosis or abscess) did 

not have different lengths of hospital stay. 

Individuals who were administered antibiotics and 

those weren’t.32 All but one (99.5%) of the 

snakebite victims in this study received antibiotics. 

Over half of them (79%) received a single antibiotic 

and 20% received a double antibiotic. Studies in 

other parts of Africa have shown similar routine 

prophylactic use of antibiotics.34 In a hospital-based 

snakebite study, there is always a risk of leaving out 

a significant large number of patients who do not 

reach to the hospital for various reasons. To get 

around this restriction a community-based 

approach would beneficial. We were constrained 

and worse by the data recorded in patient files 

because the study was retrospective. There were no 

documented or official procedures followed. An 

enhanced procedure for snakebite management in 

the nation might be informed by a bigger study 

examining factors linked to unfavorable outcomes 

following a snakebite in this context. 

CONCLUSION 

The occupational health risk of snakebite primarily 

affects children and farmers. Health care providers 

continue to employ potentially dangerous over-the-

counter medications. Although strengthening 

efforts to ensure the continued availability of 

effective antivenoms necessitates the creation and 

implementation of context-specific procedures that 

take local conditions into consideration. Instead of 

using ineffective treatments and medications, it 

promotes the adoption of evidence-based strategies 

for managing snakebite. 
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Table 1. Clinical profile snakebite victims 

Age in years (mean+sd) 6.5 (2-12) 

Gender n (%) 

Male 

Female 

 

38 (70.3%) 

16 (29.6%) 

Site of bite n (%) 

Upper limb  

Lower limb 

Others 

 

13 (24.0%) 

34 (62.9%) 

3 (5.56%) 

Length of hospital stay (days) Median (Range) 4.2 (2-7.2) 

Envenomation n (%) 

Yes 

No 

 

29 (53.7%) 

25 (40.3%) 

Swelling n (%) 

Yes 

 No 

 

43 (79.6%) 

10 (18.1%) 

Incision and suctioning n (%) 

Yes 

No 

 

24 (44.4%) 

30 (55.5%) 

Amount of antivenom administered (milliliters) Median (Range) 7.5 (0-380) 

Table 2. Treatment administered n (%) 

Variables n (%) 

ATS  

Antibiotics  

Antifibrinolytics (tranexamic acid)  

Anti-snake venom  

Analgesia  

Vitamin K  

Fresh Frozen plasma  

Packed cell  

Antihistamine 

40(74.0%) 

54 (99.5%) 

6 (11.1%) 

54 (99.8%) 

14 (25.9%) 

16 (29.6%) 

36 (66.6%) 

9 (16.6%) 

7 (12.9%) 
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