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Abstract

Snake antivenoms are the only definitive management of snake envenoming. Parenteral administration of
antivenom mitigates the toxic effects due to snake venom components. However, these benefits come with
additional risk of antivenom reactions. The morbidity and mortality of antivenom reactions largely go unnoticed due
to lack of awareness and many times these are wrongly attributed to effects of snake venoms. Depending upon the
duration between antivenom administration and onset of clinical manifestations, World Health Organization (WHO)
has classified these reactions into three types; namely i) early anaphylactic reactions: occur within 10-180 minutes
after antivenom infusion, ii) pyrogenic (endotoxic) reactions: develop within 1-2 hours after initiation of treatment,
and iii) late reactions: usually develop 1-12 (mean 7) days after treatment. The conjunctival or skin hypersensitivity
tests are not only unreliable but can also be sensitizing to antivenom reactions, and hence, not recommended by
WHO.

The majority of early anaphylactic reactions are non-IgE mediated owing to anticomplementary activity of
antivenom and few reactions are attributed to IgE mediated release of anaphylotoxins namely histamines,
leukotriens etc. Contamination of antivenom with endotoxins during manufacturing process leads to development of
pyrogenic reactions. Late antivenom reactions are the result of production of IgM or IgG antibodies in patients
towards antivenom proteins, which ultimately cause formation of immune complexes. The deposition of these
immune complexes throughout body leads to manifestations of late reactions.

There should be a vigilant approach towards prediction and prevention of antivenom reactions for a better quality
of health care.

Introduction
Snake envenoming and the associated morbidity and mortality is

one of the important public health problems in rural tropical areas like
Southeast Asia, sub-Saharan Africa, Latin America. Snake bite is a
neglected, environmental and occupational disease, which primarily
affects agricultural workers and children [1-4]. It has been estimated
that around 20,000 to 94,000 people die of snake bite each year [5]. A
high proportion of snake envenoming usually land up with permanent
tissue damage along with high socioeconomic impact. However, the
true epidemiological assessment is practically very difficult, mainly
attributed to the under reporting of snake bite cases; especially in the
rural areas.

Antivenom serum is the most effective treatment for management
of snake bite envenomation. However, antivenom usage remains a
very risky job. Many times, deaths due to antivenom reactions are
wrongly attributed to envenomation. The high incidence and un-
predictability of antivenom reactions pose a challenging scenario for
the physicians while dealing with snake envenoming. These antivenom
reactions vary from mild nausea to severe, life threatening anaphylaxis.
Unfortunately, sensitivity tests are unreliable and have no predictive
value for early antivenom reactions [6]. Henceforth, ensuring the
safety of the patients receiving antivenom has a very high priority.
Prophylactic use of antihistamines, corticosteroids and adrenaline has
been tried in many clinical studies to evaluate their role in prevention

of antivenom reactions, but there remains a genuine uncertainty
regarding their effective and safe usage.

There are wide range of hypotheses and explanations for occurrence
of antivenom reactions but conclusive evidences on their exact
mechanisms are still missing. The present article deals with basic
understanding of snake antivenom and associated antivenom
reactions.

The Anti-Venom
Parental administration of antivenom; the only specific antidote to

snake venom is the cornerstone in management of snake bites [7]. The
antivenom for snake envenoming was introduced by Albert Calmette
in 1895 and was quickly accepted without formal clinical trials. More
than a century later, antivenoms are considered as essential drugs.

Antivenoms are derived from immunoglobulins, obtained and
purified from the plasma of animals immunised with snake venoms.
The toxins present in venoms, which are responsible for
manifestations of envenoming are neutralized by the antivenom
immunoglobulins [8].

An accurate selection of snake venoms is critical for the production
of antivenoms that have capacity to cover the majority of cases of
envenoming in a given geographical region, territory or country. As
the composition of snake venoms is very complex and a high inter-
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species and intra-species variation has been documented, production
of antigenic mixture to be used for antivenom production is a
challenging task for manufacturers [9]. The selection of most suitable
snake venom for production of antivenom is based on the
geographical area of interest, locally prevalent species of snakes and
variability in the composition of snake venoms within the desired
territory.

 
Monospecific vs. polyspecific antivenoms

There are two types of antivenom available namely, monospecific
and polyspecific.

Monospecific antivenoms
These antivenoms are intended for use in envenoming due to a

single species of snake or a few closely related species whose venoms
show clinically effective cross-neutralization [7]. It is practically
possible only when there is a very high prevalence of a single species of
snakes in the desired region, but most of the countries are inhabited by
more than one medically relevant species of snakes, where use of
polyspecific antivenoms is highly recommended.

Polyspecific antivenoms
The polyspecific antivenoms are produced by immunizing an

animal with venoms of more than one species of snakes of high
medical relevance to the concerned geographic area. Another methods
of production includes i) immunizing individual animals with venom
of a single species and then mixing the various hyper immune plasmas
for fractionation and ii) mixing appropriate quantities of relevant
purified antivenoms before formulation [7].

These polyspecific antivenoms should be promoted whenever
feasible technically, as they offer clinical advantages like better
usefulness than monospecific antivenoms. Their use reduces the need
for identification of snakes prior to initiation of antivenom therapy
and simplicity in logistics provides great advantages [7].

 
Antivenom production

There are at least 45 manufacturers of antivenom worldwide. For
the production of anti-snake venom, usually horses are preferred for
immunization with the venoms from either single or multiple snake
species; although other animals like sheep’s, donkeys, camels, hen,
goats and monkeys can also be used for the same purpose [10-19].
After the immunization, the plasma of animals is subjected to
fractionation and extraction of immunoglobulin substances. These can
be a) intact IgG, isolated using either ammonium sulphate or caprylic
acid [20]. b) F(ab’)2 fragments, with pepsin digestion and ammonium
sulphate or caprylic acid fractionation [21,22] ; and c) Fab fragments,
prepared from papain digestion and ammonium sulphate
fractionation [23].

There are two dosage preparations of antivenom available: i) liquid
and ii) freeze dried. Improved stability (5 hrs with freeze dried vs. 2-3
hrs with liquid) is the main advantage of freeze dried preparation;
which is of vital importance where cold chain is improperly
maintained.

Figure 1: Schematic representation of IgG fragments generated by
enzymatic digestions.

Screening production animals for adventitious agents

IgG concentrations [(NH4)2SO4/NaSO4 precipitation]

Enzyme digestion (pepsin ? F(ab’)2; papain ? Fab

Caprylic acid stabilization

Ion exchange (removes Fc)

Affinity purification (concentrates venom-specific IgG)

Pasteurisation (10 h at 60°C)

Endotoxin exclusion (to not more than 0.5 u/kg/dose)

Lyophilisation

Table 1: Steps in antivenom production [24].

Antivenom Reactions
As per World Health Organization (WHO) guidelines on the

management of snake bites, it has been documented that usually more
than 10% of patients who receive antivenom suffer from antivenom
reactions [25]. Graph 1 represents the data on incidence of antivenom
reactions documented in various clinical trials worldwide, which
ranges from 3% to as high as 88%; along with type of active substance
used in antivenom [26]. This kind of wide range in the antivenom
reactions demonstrates high heterogeneity in product safety profile of
antivenom.

These antivenom reactions are broadly classified by World Health
Organization based upon the time lapse between antivenom infusion
and onset of clinical manifestations as i) Early anaphylactic reactions;
ii) pyrogenic (endotoxin) reactions; and iii) Late (serum sickness type)
reactions [25].

Early anaphylactic reactions
These reactions usually occur within 10-180 minutes after

antivenom administration. These include itching, urticaria, dry cough,
fever, nausea, vomiting, abdominal colic, tachycardia, diarrhoea. Some
patients may also develop severe anaphylactic reactions like
hypotension, angio-oedma and bronchospasm [25]. These can be
manifestations of two different pathogenic mechanisms like either IgE
mediated reactions or non-IgE mediated reactions. Adrenaline
intramuscularly into upper lateral thigh is the mainstay of treatment.
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The IgE meditated reactions
These are attributed to the antivenom, occurring due to previous

exposure to animal immunoglobulins to the patients. There is
production of IgE antibodies against antivenom proteins. These
immunoglobulins; upon administration of antivenom, interact with
high affinity IgE receptor i.e. FcεRI located on basophils and mast
cells, induce cell degranulation leading to release of mediators of
anaphylaxis e.g. histamine, leukotrienes, platelet activating factors.
They cause vasodilation and increased vascular permeability
producing the clinical manifestations of anaphylaxis [26-48]. Another
source for early antivenom reactions is traces of antibiotics in the
antivenom. Horses and other animals which are utilized in the
synthesis of antivenom are generally treated with antibiotics for their
infections. These antibiotics can make their way to the antivenom,
which triggers the immunoglobulin (IgE) mediated response.

Figure 2: Incidence of antivenom reactions in various clinical
studies [26-47].

Non-IgE mediated reactions
The majority of the early antivenom reactions are non IgE

mediated. These reactions occur de novo with no any history of
previous antivenom administration in the patients [39,46,49]. Thus, it
rules out the possible role of conjunctival or intra-dermal
hypersensitivity testing for prediction of early antivenom reactions.
WHO has not recommended the use of such tests prior to infusion of
antivenom, stating that these tests are not only non-productive to
predict reactions, but they also delay the onset treatment which is of
paramount importance in the management of snake bites [25]. In
addition these sensitivity tests can in them be sensitizing to early
antivenom reactions, which defeats their very purpose.

It is hypothesised that the antivenom anticomplementary activity
(ACA) and heterophilic antibodies present in antivenom plays a
crucial role in the development of non IgE mediated reactions [50,51].

Anticomplementary activity of antivenom and its role in antivenom
reactions

Sutherland (1977) proposed a possible role of ACA of antivenoms
in early anaphylactic reactions [50]. It is the most accepted explanation
for pathogenesis of non-IgE reactions [51]. Thus to reduce incidence
of early non-IgE mediated reactions, few steps are proposed which
includes;

i) Reduction in the total load of protein administered: There is a
correlation between total proteins and ACA of antivenom [52] and
hence the goal of reducing total proteins and thereby decreasing the
incidence of anaphylactic reactions can be achieved by utilization of
more purified products; [22] increasing the antibody titres in
immunized horses, which produces antivenoms with low protein and
high potency [53] and; preventing antivenom overdosing [34].

The steps involved in antivenom production like pepsin digestion,
salting out, and chromatographic separation makes the antivenom
more pure and with lower total protein contents [21,22].

ii) Removal of Fc fragments by enzymatic digestion of
immunoglobulins The fragment crystallisable region (Fc) are removed
for the immunoglobulin by a method of pepsin digestion to generate
F(ab’)2 fragments. The Fc region is responsible for complement
activation by the classical pathway. It is widely accepted that this
removal of Fc fragments does a positive impact by reducing generation
of complement component C5a and thereby reducing the incidence of
antivenom reactions [26]. A few manufacturers use the method of
papain digestion generating monovalent.

iii) Fab neutralising fragments which showed a very low incidence
of adverse reactions [54]. Reduction of IgG protein aggregates in the
antivenoms- It has been postulated that protein aggregates in the
antivenoms contribute to the development of early antivenom
reactions. Traditionally, assessment of the percentage of proteins
aggregates in the antivenom preparations has been used as a quality
control test [20,22,34,55,56]. Otero et al. have shown that whole IgG
antivenom produced by ammonium sulphate precipitation contain a
higher extent of protein aggregates than the caprylic acid-fractionated
whole IgG antivenoms, ultimately a higher incidence of antivenom
reactions [34].

iv) Treatment with β-propiolactone- Treatment of
immunoglobulins with β-propiolactone reduces ACA, and this can be
used for decreasing incidence of early antivenom reactions [26,57].

Heterophilic antibodies in human plasma

Heterophilic antibodies, stimulated by animal contacts, vaccines or
ingestion of food are present in the plasma of all people [58-60]. It has
been proposed that immune complexes formed by antivenom proteins
and heterophilic antibodies, may be involved in pathogenesis of non-
IgE mediated reactions induced by equine derived antivenoms [61,62].

Intravenous route of administration is shown to be related to high
incidence of antivenom reactions as compared to intramuscular route
[63]. The antivenoms show best pharmacokinetic and
pharmacodynamic profiles when given intravenously, and henceforth
the choice of route of administration is intravenous one unless the
antivenom is given in settings different than medical centres [25,64].

Pyrogenic (endotoxic) reactions
The pyrogenic reactions which include chills, rigors, fever, myalgia,

headache, nausea, increase in heart rate and vasodilatation and a fall in
blood pressure, usually develop 1-2 hours after administration of
antivenom. Febrile convulsions may be precipitated in children. These
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reactions are caused by pyrogen contamination during the
manufacturing process. The standard line of management includes
adrenaline, cooling physically, IV fluids and anti-pyretics.

Bacterial lipopolysaccharides (LPS), which are integral part of the
outer cell membrane of Gram negative bacteria, are the most common
pyrogens in biologically derived pharmaceuticals [65]. The serum LPS
binding protein binds with LPS aggregates and transfers them to
cluster of differentiation antigen 14 (CD14), which is found to be
anchored to plasma membrane of monocyte and macrophages. It
helps to form a complex of LPS with myeloid differentiation 2 protein
(MD-2) and the Toll-like receptor 4 (TLR-4) [66,67]. It leads to
production and release of cytokines like interleukins (IL-1β, IL-6),
Interferons (INF-γ) and tumour necrosis factors (TNF-α) from
monocytes and macrophages; particularly in liver and lungs and thus
causing the pyrogenic reactions [68].

Strict adherence to the Good Manufacturing Practices to avoid
contamination of microbial products in the antivenom production is
the key to decrease in the pyrogenic antivenom reactions [69].

Late (serum sickness type) reactions
These reactions usually develop 1-12 (mean 7) days after treatment.

Clinical manifestations include fever, nausea, vomiting, diarrhoea,
itching, recurrent urticaria, arthralgia, myalgia, lymphadenopathy,
periarticular swellings, mononeuritis multiplex, proteinuria with
immune complex nephritis and, rarely, encephalopathy [25]. Patients
who suffer early reactions and are treated with antihistamines and
corticosteroid are less likely to develop late reactions.

These reactions correspond to serum sickness; type III
hypersensitivity in the Gell-Coombs classification [70]. There is IgG
mediated antibody response towards the heterologous proteins in the
antivenom. There is more than 100 times increase in the antibodies
concentration towards the heterologous immunoglobulins [71]. The
formation of soluble antigen-antibody complexes is responsible for the
late reactions. These complexes recognise, activate classical pathway of
complement and neutrophils which leads to the manifestations of late
antivenom reactions. As there is correlation between the incidence of
antivenom reactions and the total amount of heterologous proteins
and hence, antivenom dosage and protein concentration are the
important determinants for development of late antivenom reactions
[72].

During the initial phase of late reactions, small soluble immune
complexes of human IgG and antivenom proteins are formed. These
complexes get distributed throughout the body and deposited in
peculiar anatomical sites like synovial membranes, glomerular
membranes or other endothelial basement membranes. They activate
classical complement pathway leading to release of mediators of
anaphylaxis viz. serotonin, histamine, leucotreines from mast cells.
Increased capillary permeability and vasodilation ensues local edema
and erythema [73-75]. Neutrophils get attracted towards these
complexes and try to phagocytize them, but due to their adherence to
basement membranes, the phagocytosis gets defeated. It ultimately
leads to release of lytic enzymes which causes the local tissue
destruction [76]. As the concentration of anti-antivenom IgG
gradually increases, large and insoluble immune complexes are formed
which get easily removed by mononuclear phagocytic systems.

A few clinical studies have documented incidence of late antivenom
reactions ranging from 10% to 56% [46,72,77]. However the true
incidence cannot be estimated, as follow up rate after the treatment

varies at each centre and mostly patients do not come to regular follow
up especially in rural setup. These late reactions usually respond to a 5-
day course of oral antihistamine. Patients who fail to respond in 24-48
hours should be given a 5-day course of prednisolone.

Prevention of Antivenom Reactions

Prophylactic treatment with adrenaline, antihistamine,
corticosteroids

In areas where snakebites are common, qualified staff and
equipment are often lacking in health centres. With such limited
resources, taking steps to safely reduce the risk of adverse antivenom
reactions through prophylaxis is desirable. Consequently, a safe,
efficacious pre-medication regimen for the prevention of potentially
life-threatening anaphylactic reactions would be particularly relevant
and important in the management of snakebite in those regions.
Traditionally, parenteral adrenaline, hydrocortisone and
antihistamines, either chlorpheniramine or promethazine, have been
used for pre- medication to prevent early antivenom reactions
following antivenom use with variable results. Adrenaline is the most
effective treatment for management of early anaphylactic reactions by
reducing bronchospasm and capillary permeability. A clinical trial by
Premawardhena et al. documented decrease in incidence of antivenom
reactions from 43% to 11% with the use of low dose (0.25 ml; 1:1000)
adrenaline premedication [33]. However; potential side effects like
intracranial bleeding, hypertension limit their usefulness. De silva et al.
studied the effect of premedication with low dose adrenaline,
promethazine and hydrocortisone alone and in various combinations
[78]. They concluded that premedication with promethazine resulted
in 77% reduction in incidence of early antivenom reactions.
Corticosteroids have a very limited role as prophylactic medication for
reducing early antivenom reactions, as they take several hours for their
onset of action; and by that time early anaphylactic reactions have
taken their toll.

Speed of intravenous infusion
The incidence of early anaphylactic reactions is also ascribed to the

rate of infusion of the antivenom [79]. It is believed that rapid infusion
may lead to higher incidence of antivenom reactions and thus,
common practice is to infuse the antivenom at a slower rate
[28,46,78-80]. In contrast to common belief, a few clinical studies have
proven that the speed of infusion does not correlate with the incidence
of antivenom reactions [6,45]. A study by Abubakar et al. have shown
that even a fast intravenous injection at a speed of 2mL/min of
undiluted antivenoms demonstrated a acceptable incidence of
anaphylactic reactions [77].

Conclusions
The benefits of antivenom in managing snake envenomings come

with additional risk of antivenom reactions. These antivenom
reactions are broadly classified into three types according to time
interval between antivenom infusion and onset of reactions; namely 1)
early anaphylactic reactions- IgE mediated and non-IgE mediated,
occur within 10-180 minutes of antivenom administration; 2)
pyrogenic reactions- develop within 1-2 hours, induced by presence of
endotoxins and 3) late reactions- manifested in 1-12 days; initiated by
immune complexes formed by antivenom proteins and IgM and IgG
antibodies produced in patients receiving antivenoms. The
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pathogenesis of antivenom reactions can be attributed to factors like:
a) manufacturing practices; e.g. contamination with endotoxins [81] b)
physicochemical properties of antivenom; e.g. purity [53], protein
aggregates [82], antibiotic traces and c) immunological characteristics
of antivenom e.g. anticomlementary activity [50], immunogenicity
[62,83,84], presence of anti-endothelium, anti-mast cells or anti-
leucocytes antibodies in antivenoms [26].

While treating snake envenomation; prediction, prevention and
management of antivenom reactions hold a prime importance in
modern medicine. The morbidity and mortality of antivenom
reactions largely go unnoticed due to lack of awareness and these are
sometimes very wrongly attributed to the snake venoms. Failure at
strictly adhering to Good Manufacturing Practices, wide variations in
the steps involved in production of antivenoms throughout the world,
inadequate quality control, are the key determinants in antivenom
reactions. There is a need to shift focus of research on aspects of
antivenom reactions for their better understanding and production of
antivenoms with high safety profiles ensuring a better quality of health
services.

References
1. Harrison RA, Hargreaves A, Wagstaff SC, Faragher B, Lalloo DG (2009)

Snake envenoming: a disease of poverty. PLoS Negl Trop Dis 3: e569.
2. WHO (2007) Rabies and envenomings. A neglected public health issue.
3. Gutiérrez JM, Theakston RD, Warrell DA (2006) Confronting the

neglected problem of snake bite envenoming: the need for a global
partnership. PLoS Med 3: e150.

4. http://www.who.int/bloodproducts/animal_sera/Rabies.pdf.
5. Kasturiratne A, Wickremasinghe AR, de Silva N, Gunawardena NK,

Pathmeswaran A, et al. (2008) The global burden of snakebite: a literature
analysis and modelling based on regional estimates of envenoming and
deaths. PLoS Med 5: e218.

6. Malasit P, Warrell DA, Chanthavanich P, Viravan C, Mongkolsapaya J, et
al. (1986) Prediction, prevention, and mechanism of early (anaphylactic)
antivenom reactions in victims of snake bites. Br Med J (Clin Res Ed)
292: 17-20.

7. www.who.int/bloodproducts/snakeantivenoms.
8. Gutiérrez JM, León G, Lomonte B, Angulo Y (2011) Antivenoms for

snakebite envenomings. Inflamm Allergy Drug Targets 10: 369-380.
9. Gutberlet RL Jr, Campbell JA (2001) Generic recognition of a neglected

lineage of South American pitvipers (Squamata: Viperidae: Crotalinae),
with the description of a new species from the Colombian Choco.
American Museum Novitates 3316:1–15.

10. Lalloo DG, Theakston RD (2003) Snake antivenoms. J Toxicol Clin
Toxicol 41: 277-290.

11. Gutiérrez JM, Higashi HG, Wen FH, Burnouf T (2007) Strengthening
antivenom production in Central and South American public
laboratories: report of a workshop. Toxicon 49: 30-35.

12. Gutiérrez JM, León G (2009) Snake antivenoms: Technological, clinical
and public health issues. In: de Lima ME, Pimenta AMC, Martin-Euclaire
MF, Zingalli RB, Rochat H, (eds). Animal toxins: state of the art
perspectives in health and biotechnology. Belo Horizonte.

13. Cook DA, Owen T, Wagstaff SC, Kinne J, Wernery U et al. (2010)
Analysis of camelid IgG for antivenom development: Serological
responses of venom-immunised camels to epare either monospecific or
polyspecific antivenoms for West Africa. Toxicon. 56: 363-72.

14. Carroll SB, Thalley BS, Theakston RD, Laing G (1992) Comparison of the
purity and efficacy of affinity purified avian antivenoms with commercial
equine crotalid antivenoms. Toxicon 30: 1017-1025.

15. Almeida CM, Kanashiro MM, Rangel Filho FB, Mata MF, Kipnis TL, et
al. (1998) Development of snake antivenom antibodies in chickens and
their purification from yolk. Vet Rec 143: 579-584.

16. Meenatchisundaram S, Parameswari G, Michael A, Ramalingam S (2008)
Studies on pharmacological effects of Russell's viper and Saw-scaled viper
venom and its neutralization by chicken egg yolk antibodies. Int
Immunopharmacol 8: 1067-1073.

17. Russell FE, Timmerman WF, Meadows PE (1970) Clinical use of
antivenin prepared from goat serum. Toxicon 8: 63-65.

18. Maya Devi C, Vasantha Bai M, Krishnan LK (2002) Development of
viper-venom antibodies in chicken egg yolk and assay of their antigen
binding capacity. Toxicon 40: 857-861.

19. Harrison RA, Hasson SS, Harmsen M, Laing GD, Conrath K, et al. (2006)
Neutralisation of venom-induced haemorrhage by IgG from camels and
llamas immunised with viper venom and also by endogenous, non-IgG
components in camelid sera. Toxicon 47: 364-368.

20. Rojas G, Jiménez JM, Gutiérrez JM (1994) Caprylic acid fractionation of
hyperimmune horse plasma: description of a simple procedure for
antivenom production. Toxicon 32: 351-363.

21. Raw I, Guidolin R, Higashi H, Kelen E (1991) Antivenins in Brazil:
preparation. In: Tu AT (Ed.). Handbook of Natural Toxins, Reptile
Venoms and Toxins. Marcel Dekker, Nueva York, pp. 557–81.

22. Grandgeorge M, Véron JL, Lutsch C, Makula MF, Riffard P, et al. (1996)
Preparation of improved F(ab’)2 antivenoms. An example: new
polyvalent European viper antivenom (equine). In: Bon C, Goyffon M
(eds) Envenomings and their treatments. Lyon: Fondation Marcel
Mérieux, pp.161e72.

23. Al-Abdulla I, Garnvwa JM, Rawat S, Smith DS, Landon J, et al. (2003)
Formulation of a liquid ovine Fab-based antivenom for the treatment of
envenomation by the Nigerian carpet viper (Echis ocellatus). Toxicon 42:
399-404.

24. Theakston RD, Warrell DA, Griffiths E (2003) Report of a WHO
workshop on the standardization and control of antivenoms. Toxicon 41:
541-557.

25. Warrell DA (2010) WHO/SEARO Guidelines for the clinical
management of snake bite in South East Asia Region New Delhi, 1-67.

26. León G, Herrera M, Segura Á, Villalta M, Vargas M, et al. (2013)
Pathogenic mechanisms underlying adverse reactions induced by
intravenous administration of snake antivenoms. Toxicon 76: 63-76.

27. Thomas L, Tyburn B, Lang J, Ketterle J (1996) Early infusion of a purified
monospecific F(ab')2 antivenom serum for Bothrops lanceolatus bites in
Martinique. Lancet 347: 406.

28. Chippaux JP, Lang J, Eddine SA, Fagot P, Rage V, et al. (1998) Clinical
safety of a polyvalent F(ab')2 equine antivenom in 223 African snake
envenomations: a field trial in Cameroon. VAO (Venin Afrique de
l'Ouest) Investigators. Trans R Soc Trop Med Hyg 92: 657-662.

29. Moran NF, Newman WJ, Theakston RD, Warrell DA, Wilkinson D
(1998) High incidence of early anaphylactoid reaction to SAIMR
polyvalent snake antivenom. Trans R Soc Trop Med Hyg 92: 69-70.

30. de Haro L, Lang J, Bedry R, Guelon D, Harry P, et al. (1998) [Snake bite
by European vipers. A multicenter study of tolerance to Viperfav, a new
intravenous antivenom]. Ann Fr Anesth Reanim 17: 681-687.

31. Chippaux JP, Lang J, Amadi-Eddine S, Fagot P, Le Mener V (1999). Short
report: treatment of snake envenomations by a new polyvalent
antivenom composed of highly purified F(ab)2: results of a clinical trial
in northern Cameroon. Am J Trop Med Hyg 6: 1017-1018.

32. Fan HW, Marcopito LF, Cardoso JL, França FO, Malaque CM, et al.
(1999) Sequential randomised and double blind trial of promethazine
prophylaxis against early anaphylactic reactions to antivenom for
bothrops snake bites. BMJ 318: 1451-1452.

33. Premawardhena AP, de Silva CE, Fonseka MM, Gunatilake SB, de Silva
HJ (1999). Low dose subcutaneous adrenaline to prevent acute adverse
reactions to antivenom serum in people bitten by snakes: randomised,
placebo controlled trial. BMJ. 318:1041-1043.

34. Otero R, Gutiérrez JM, Rojas G, Núñez V, Díaz A, et al. (1999) A
randomized blinded clinical trial of two antivenoms, prepared by caprylic
acid or ammonium sulphate fractionation of IgG, in Bothrops and
Porthidium snake bites in Colombia: correlation between safety and
biochemical characteristics of antivenoms. Toxicon 37: 895-908.

Citation: Prabhakar DR, Motiram MV, Ghanshyam BC (2014) Antivenoms in Snake Envenoming: Are they Safe?. J Clinic Toxicol 4: 184. doi:
10.4172/2161-0495.1000184

Page 5 of 7

J Clinic Toxicol
ISSN:2161-0495 JCT, an open access journal

Volume 4 • Issue 2 • 1000184

http://www.ncbi.nlm.nih.gov/pubmed/20027216
http://www.ncbi.nlm.nih.gov/pubmed/20027216
http://www.who.int/bloodproducts/snake_antivenoms/rabies_envenomings/en/
http://www.ncbi.nlm.nih.gov/pubmed/16729843
http://www.ncbi.nlm.nih.gov/pubmed/16729843
http://www.ncbi.nlm.nih.gov/pubmed/16729843
http://www.who.int/bloodproducts/animal_sera/Rabies.pdf
http://www.ncbi.nlm.nih.gov/pubmed/18986210
http://www.ncbi.nlm.nih.gov/pubmed/18986210
http://www.ncbi.nlm.nih.gov/pubmed/18986210
http://www.ncbi.nlm.nih.gov/pubmed/18986210
http://www.ncbi.nlm.nih.gov/pubmed/3080048
http://www.ncbi.nlm.nih.gov/pubmed/3080048
http://www.ncbi.nlm.nih.gov/pubmed/3080048
http://www.ncbi.nlm.nih.gov/pubmed/3080048
http://www.who.int/bloodproducts/snakeantivenoms
http://www.ncbi.nlm.nih.gov/pubmed/21745181
http://www.ncbi.nlm.nih.gov/pubmed/21745181
http://digitallibrary.amnh.org/dspace/handle/2246/2932
http://digitallibrary.amnh.org/dspace/handle/2246/2932
http://digitallibrary.amnh.org/dspace/handle/2246/2932
http://digitallibrary.amnh.org/dspace/handle/2246/2932
http://www.ncbi.nlm.nih.gov/pubmed/12807311
http://www.ncbi.nlm.nih.gov/pubmed/12807311
http://www.ncbi.nlm.nih.gov/pubmed/17084428
http://www.ncbi.nlm.nih.gov/pubmed/17084428
http://www.ncbi.nlm.nih.gov/pubmed/17084428
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1678-91992009000300021
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1678-91992009000300021
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1678-91992009000300021
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1678-91992009000300021
http://www.ncbi.nlm.nih.gov/pubmed/20362604
http://www.ncbi.nlm.nih.gov/pubmed/20362604
http://www.ncbi.nlm.nih.gov/pubmed/20362604
http://www.ncbi.nlm.nih.gov/pubmed/20362604
http://www.ncbi.nlm.nih.gov/pubmed/1440638
http://www.ncbi.nlm.nih.gov/pubmed/1440638
http://www.ncbi.nlm.nih.gov/pubmed/1440638
http://www.ncbi.nlm.nih.gov/pubmed/9854769
http://www.ncbi.nlm.nih.gov/pubmed/9854769
http://www.ncbi.nlm.nih.gov/pubmed/9854769
http://www.ncbi.nlm.nih.gov/pubmed/18550009
http://www.ncbi.nlm.nih.gov/pubmed/18550009
http://www.ncbi.nlm.nih.gov/pubmed/18550009
http://www.ncbi.nlm.nih.gov/pubmed/18550009
http://www.ncbi.nlm.nih.gov/pubmed/5465748
http://www.ncbi.nlm.nih.gov/pubmed/5465748
http://www.ncbi.nlm.nih.gov/pubmed/12076638
http://www.ncbi.nlm.nih.gov/pubmed/12076638
http://www.ncbi.nlm.nih.gov/pubmed/12076638
http://www.ncbi.nlm.nih.gov/pubmed/16359717
http://www.ncbi.nlm.nih.gov/pubmed/16359717
http://www.ncbi.nlm.nih.gov/pubmed/16359717
http://www.ncbi.nlm.nih.gov/pubmed/16359717
http://www.ncbi.nlm.nih.gov/pubmed/8016856
http://www.ncbi.nlm.nih.gov/pubmed/8016856
http://www.ncbi.nlm.nih.gov/pubmed/8016856
http://www.amazon.in/Handbook-Venoms-Reptiles-Stephen-Mackessy/dp/0849391652
http://www.amazon.in/Handbook-Venoms-Reptiles-Stephen-Mackessy/dp/0849391652
http://www.amazon.in/Handbook-Venoms-Reptiles-Stephen-Mackessy/dp/0849391652
http://www.abebooks.com/Envenomings-Treatments-Bon-Goyffon-Editors-Foundation/4496576206/bd
http://www.abebooks.com/Envenomings-Treatments-Bon-Goyffon-Editors-Foundation/4496576206/bd
http://www.abebooks.com/Envenomings-Treatments-Bon-Goyffon-Editors-Foundation/4496576206/bd
http://www.abebooks.com/Envenomings-Treatments-Bon-Goyffon-Editors-Foundation/4496576206/bd
http://www.abebooks.com/Envenomings-Treatments-Bon-Goyffon-Editors-Foundation/4496576206/bd
http://www.ncbi.nlm.nih.gov/pubmed/14505940
http://www.ncbi.nlm.nih.gov/pubmed/14505940
http://www.ncbi.nlm.nih.gov/pubmed/14505940
http://www.ncbi.nlm.nih.gov/pubmed/14505940
http://www.ncbi.nlm.nih.gov/pubmed/12676433
http://www.ncbi.nlm.nih.gov/pubmed/12676433
http://www.ncbi.nlm.nih.gov/pubmed/12676433
http://www.google.co.in/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0CCYQFjAA&url=http%3A%2F%2Fapps.searo.who.int%2FPDS_DOCS%2FB4508.pdf&ei=jaAiU9OeLNH4oATbhIGgCg&usg=AFQjCNGNotBJHH4zVjE6BJekLEupGBBC-A&bvm=bv.62922401,d.cGU&cad=rja
http://www.google.co.in/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0CCYQFjAA&url=http%3A%2F%2Fapps.searo.who.int%2FPDS_DOCS%2FB4508.pdf&ei=jaAiU9OeLNH4oATbhIGgCg&usg=AFQjCNGNotBJHH4zVjE6BJekLEupGBBC-A&bvm=bv.62922401,d.cGU&cad=rja
http://www.ncbi.nlm.nih.gov/pubmed/24055551
http://www.ncbi.nlm.nih.gov/pubmed/24055551
http://www.ncbi.nlm.nih.gov/pubmed/24055551
http://www.ncbi.nlm.nih.gov/pubmed/8598738
http://www.ncbi.nlm.nih.gov/pubmed/8598738
http://www.ncbi.nlm.nih.gov/pubmed/8598738
http://www.ncbi.nlm.nih.gov/pubmed/10326114
http://www.ncbi.nlm.nih.gov/pubmed/10326114
http://www.ncbi.nlm.nih.gov/pubmed/10326114
http://www.ncbi.nlm.nih.gov/pubmed/10326114
http://www.ncbi.nlm.nih.gov/pubmed/9692158
http://www.ncbi.nlm.nih.gov/pubmed/9692158
http://www.ncbi.nlm.nih.gov/pubmed/9692158
http://www.ncbi.nlm.nih.gov/pubmed/9750806
http://www.ncbi.nlm.nih.gov/pubmed/9750806
http://www.ncbi.nlm.nih.gov/pubmed/9750806
http://www.ncbi.nlm.nih.gov/pubmed/10674688
http://www.ncbi.nlm.nih.gov/pubmed/10674688
http://www.ncbi.nlm.nih.gov/pubmed/10674688
http://www.ncbi.nlm.nih.gov/pubmed/10674688
http://www.ncbi.nlm.nih.gov/pubmed/10346769
http://www.ncbi.nlm.nih.gov/pubmed/10346769
http://www.ncbi.nlm.nih.gov/pubmed/10346769
http://www.ncbi.nlm.nih.gov/pubmed/10346769
http://www.ncbi.nlm.nih.gov/pubmed/10205101
http://www.ncbi.nlm.nih.gov/pubmed/10205101
http://www.ncbi.nlm.nih.gov/pubmed/10205101
http://www.ncbi.nlm.nih.gov/pubmed/10205101
http://www.ncbi.nlm.nih.gov/pubmed/10340829
http://www.ncbi.nlm.nih.gov/pubmed/10340829
http://www.ncbi.nlm.nih.gov/pubmed/10340829
http://www.ncbi.nlm.nih.gov/pubmed/10340829
http://www.ncbi.nlm.nih.gov/pubmed/10340829


35. Ariaratnam CA, Sjöström L, Raziek Z, Kularatne SA, Arachchi RW, et al.
(2001) An open, randomized comparative trial of two antivenoms for the
treatment of envenoming by Sri Lankan Russell's viper (Daboia russelii
russelii). Trans R Soc Trop Med Hyg 95: 74-80.

36. Pardal PP, Souza SM, Monteiro MR, Fan HW, Cardoso JL, et al. (2004)
Clinical trial of two antivenoms for the treatment of Bothrops and
Lachesis bites in the north eastern Amazon region of Brazil. Trans R Soc
Trop Med Hyg 98: 28-42.

37. Gawarammana IB, Kularatne SA, Dissanayake WP, Kumarasiri RP,
Senanayake N, et al. (2004) Parallel infusion of hydrocortisone +/-
chlorpheniramine bolus injection to prevent acute adverse reactions to
antivenom for snakebites. Med J Aust. 180: 20-23.

38. Chippaux JP, Massougbodji A, Stock RP, Alagon A; Investigators of
African Antivipmyn in Benin (2007) Clinical trial of an F(ab')2
polyvalent equine antivenom for African snake bites in Benin. Am J Trop
Med Hyg 77: 538-546.

39. Otero-Patiño R, Silva-Haad JJ, Barona MJ, Toro MF, Quintana JC, et al.
(2007) Accidente bothrópico en Colombia: studio multicéntrico de la
eficacia y seguridad de Antivipmyn-Tri . Unantiveneno polivalente
producido en México. IATREIA 20, 244-262.

40. Williams DJ, Jensen SD, Nimorakiotakis B, Müller R, Winkel KD (2007)
Antivenom use, premedication and early adverse reactions in the
management of snake bites in rural Papua New Guinea. Toxicon 49:
780-792.

41. Cannon R, Ruha AM, Kashani J (2008) Acute hypersensitivity reactions
associated with administration of crotalidae polyvalent immune Fab
antivenom. Ann Emerg Med 51: 407-411.

42. Thiansookon A, Rojnuckarin P (2008) Low incidence of early reactions
to horse-derived F(ab')(2) antivenom for snakebites in Thailand. Acta
Trop 105: 203-205.

43. Amin MR, Mamun SMH, Rashid R, Rahman M, Ghose A, et al. (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.

44. Farrar HC, Grayham T, Bolden B, Vyas D, Graham J, et al. (2012) The
use and tolerability of Crotalidae Polyvalent Immune FAB (Ovine) in
pediatric envenomations. Clin Pediatr (Phila) 51: 945-949.

45. Isbister GK, Shahmy S, Mohamed F, Abeysinghe C, Karunathilake H, et
al. (2012) A randomised controlled trial of two infusion rates to decrease
reactions to antivenom. PLoS One 7: e38739.

46. Otero-Patiño R, Segura A, Herrera M, Angulo Y, León G, et al. (2012)
Comparative study of the efficacy and safety of two polyvalent, caprylic
acid fractionated [IgG and F(ab')2] antivenoms, in Bothrops asper bites
in Colombia. Toxicon 59: 344-355.

47. Deshpande RP, Motghare VM, Padwal SL, Pore RR, Bhamare CG, et al.
(2013) Adverse drug reaction profile of anti-snake venom in a rural
tertiary care teaching hospital. J Young Pharm 5: 41-45.

48. WHO (1981) Progress in the characterization of venoms and
standardization of antivenoms. WHO Offset Publ : 1-44.

49. Otero-Patiño R, Cardoso JLC, Higashi HG, Nuñez V, Díaz A et al. (1998)
A randomized blinded comparative trial of one pepsin-digested and two
whole IgG antivenoms in Bothrops snake bites in Urabá, Colombia. The
Regional Group on Antivenom Therapy Research (REGATHER). Am J
Trop Med Hyg 58: 183-189.

50. Sutherland SK (1977) Serum reactions. An analysis of commercial
antivenoms and the possible role of anticomplementary activity in de-
novo reactions to antivenoms and antitoxins. Med J Aust 1: 613-615.

51. Morais VM, Massaldi H (2009) Snake antivenoms: adverse reactions and
production technology. J Venom Anim Toxins Incl Trop Dis 15: 2–18.

52. León G, Monge M, Rojas E, Lomonte B, Gutiérrez JM. (2001)
Comparison between IgG and F(ab')2 polyvalent antivenoms:
neutralization of systemic effects induced by Bothrops asper venom in
mice, extravasation to muscle tissue, and potential for induction of
adverse reactions. Toxicon 39: 793–801.

53. Segura A, Herrera M, Villalta M, Vargas M, Gutiérrez JM, et al. (2013)
Assessment of snake antivenom purity by comparing physicochemical
and immunochemical methods. Biologicals 41: 93-97.

54. Schaeffer TH, Khatri V, Reifler LM, Lavonas EJ (2012) Incidence of
immediate hypersensitivity reaction and serum sickness following
administration of Crotalidae polyvalent immune Fab antivenom: a meta-
analysis. Acad Emerg Med 19: 121-131.

55. García M, Monge M, León G, Lizano S, Segura E et al. (2002) Effect of
preservatives on IgG aggregation, complement-activating effect and
hypotensive activity of horse polyvalent antivenom used in snakebite
envenomation. Biologicals 30:143-51.

56. Vargas M, Segura A, Herrera M, Villalta M, Estrada R, et al. (2011)
Preclinical evaluation of caprylic acid-fractionated IgG antivenom for the
treatment of Taipan (Oxyuranus scutellatus) envenoming in Papua New
Guinea. PLoS Negl Trop Dis 5: e1144.

57. Stephan W (1975) Undegraded human immunoglobulin for intravenous
use. Vox Sang 28: 422-437.

58. Prince AM, Brotman B, Jass D, Ikram H (1973) Specificity of the direct
solid-phase radioimmunoassay for detection of hepatitis-B antigen.
Lancet 1: 1346-1350.

59. Spitzauer S, Pandjaitan B, Söregi G, Mühl S, Ebner C, et al. (1995) IgE
cross-reactivities against albumins in patients allergic to animals. J
Allergy Clin Immunol 96: 951-959.

60. Després N, Grant AM (1998) Antibody interference in thyroid assays: a
potential for clinical misinformation. Clin Chem 44: 440-454.

61. Herrera M, León G, Segura A, Meneses F, Lomonte B, et al. (2005)
Factors associated with adverse reactions induced by caprylic acid-
fractionated whole IgG preparations: comparison between horse, sheep
and camel IgGs. Toxicon 46: 775-781.

62. León G, Segura A, Herrera M, Otero R, França FO, et al. (2008) Human
heterophilic antibodies against equine immunoglobulins: assessment of
their role in the early adverse reactions to antivenom administration.
Trans R Soc Trop Med Hyg. 102:1115-9.

63. Chippaux JP, Goyffon M (1998) Venoms, antivenoms and
immunotherapy. Toxicon 36: 823-846.

64. Gutiérrez JM, León G, Lomonte B (2003) Pharmacokinetic-
pharmacodynamic relationships of immunoglobulin therapy for
envenomation. Clin Pharmacokinet 42: 721-741.

65. Magalhães PO, Lopes AM, Mazzola PG, Rangel-Yagui C, Penna TC, et al.
(2007) Methods of endotoxin removal from biological preparations: a
review. J Pharm Pharm Sci 10: 388-404.

66. Lu YC, Yeh WC, Ohashi PS (2008) LPS/TLR4 signal transduction
pathway. Cytokine 42: 145-151.

67. Peri F, Piazza M (2012) Therapeutic targeting of innate immunity with
Toll-like receptor 4 (TLR4) antagonists. Biotechnol Adv 30: 251-260.

68. Ogoina D (2011) Fever, fever patterns and diseases called 'fever'--a
review. J Infect Public Health 4: 108-124.

69. Hodgson JC (2006) Endotoxin and mammalian host responses during
experimental disease. J Comp Pathol 135: 157-175.

70. Gell PGH, Coombs RRA, (1963) Clinical Aspects of Immunology.
Blackwell Science, Oxford, pp. 317–337.

71. Morais V, Berasain P, Ifrán S, Carreira S, Tortorella MN, et al. (2012)
Humoral immune responses to venom and antivenom of patients bitten
by Bothrops snakes. Toxicon 59: 315-319.

72. LoVecchio F, Klemens J, Roundy EB, Klemens A (2003) Serum sickness
following administration of Antivenin (Crotalidae) Polyvalent in 181
cases of presumed rattlesnake envenomation. Wilderness Environ Med
14:220-221.

73. Baumann U, Chouchakova N, Gewecke B, Köhl J, Carroll MC, et al.
(2001) Distinct tissue site-specific requirements of mast cells and
complement components C3/C5a receptor in IgG immune complex-
induced injury of skin and lung. J Immunol 167: 1022-1027.

74. Erdei A, Andrásfalvy M, Péterfy H, Tóth G, Pecht I (2004) Regulation of
mast cell activation by complement-derived peptides. Immunol Lett 92:
39-42.

75. Szebeni J (2005) Complement activation-related pseudoallergy: a new
class of drug-induced acute immune toxicity. Toxicology 216: 106-121.

Citation: Prabhakar DR, Motiram MV, Ghanshyam BC (2014) Antivenoms in Snake Envenoming: Are they Safe?. J Clinic Toxicol 4: 184. doi:
10.4172/2161-0495.1000184

Page 6 of 7

J Clinic Toxicol
ISSN:2161-0495 JCT, an open access journal

Volume 4 • Issue 2 • 1000184

http://www.ncbi.nlm.nih.gov/pubmed/11280073
http://www.ncbi.nlm.nih.gov/pubmed/11280073
http://www.ncbi.nlm.nih.gov/pubmed/11280073
http://www.ncbi.nlm.nih.gov/pubmed/11280073
http://www.ncbi.nlm.nih.gov/pubmed/14702836
http://www.ncbi.nlm.nih.gov/pubmed/14702836
http://www.ncbi.nlm.nih.gov/pubmed/14702836
http://www.ncbi.nlm.nih.gov/pubmed/14702836
http://www.ncbi.nlm.nih.gov/pubmed/14709123
http://www.ncbi.nlm.nih.gov/pubmed/14709123
http://www.ncbi.nlm.nih.gov/pubmed/14709123
http://www.ncbi.nlm.nih.gov/pubmed/14709123
http://www.ncbi.nlm.nih.gov/pubmed/17827375
http://www.ncbi.nlm.nih.gov/pubmed/17827375
http://www.ncbi.nlm.nih.gov/pubmed/17827375
http://www.ncbi.nlm.nih.gov/pubmed/17827375
http://www.iatreia.udea.edu.co/index.php/iatreia/article/viewArticle/4405
http://www.iatreia.udea.edu.co/index.php/iatreia/article/viewArticle/4405
http://www.iatreia.udea.edu.co/index.php/iatreia/article/viewArticle/4405
http://www.iatreia.udea.edu.co/index.php/iatreia/article/viewArticle/4405
http://www.ncbi.nlm.nih.gov/pubmed/17210167
http://www.ncbi.nlm.nih.gov/pubmed/17210167
http://www.ncbi.nlm.nih.gov/pubmed/17210167
http://www.ncbi.nlm.nih.gov/pubmed/17210167
http://www.ncbi.nlm.nih.gov/pubmed/18191286
http://www.ncbi.nlm.nih.gov/pubmed/18191286
http://www.ncbi.nlm.nih.gov/pubmed/18191286
http://www.ncbi.nlm.nih.gov/pubmed/17996842
http://www.ncbi.nlm.nih.gov/pubmed/17996842
http://www.ncbi.nlm.nih.gov/pubmed/17996842
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1678-91992008000400009
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1678-91992008000400009
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1678-91992008000400009
http://www.ncbi.nlm.nih.gov/pubmed/22511193
http://www.ncbi.nlm.nih.gov/pubmed/22511193
http://www.ncbi.nlm.nih.gov/pubmed/22511193
http://www.ncbi.nlm.nih.gov/pubmed/22719932
http://www.ncbi.nlm.nih.gov/pubmed/22719932
http://www.ncbi.nlm.nih.gov/pubmed/22719932
http://www.ncbi.nlm.nih.gov/pubmed/22146491
http://www.ncbi.nlm.nih.gov/pubmed/22146491
http://www.ncbi.nlm.nih.gov/pubmed/22146491
http://www.ncbi.nlm.nih.gov/pubmed/22146491
http://www.ncbi.nlm.nih.gov/pubmed/24396245
http://www.ncbi.nlm.nih.gov/pubmed/24396245
http://www.ncbi.nlm.nih.gov/pubmed/24396245
http://www.ncbi.nlm.nih.gov/pubmed/7245916
http://www.ncbi.nlm.nih.gov/pubmed/7245916
http://www.ncbi.nlm.nih.gov/pubmed/9580075
http://www.ncbi.nlm.nih.gov/pubmed/9580075
http://www.ncbi.nlm.nih.gov/pubmed/9580075
http://www.ncbi.nlm.nih.gov/pubmed/9580075
http://www.ncbi.nlm.nih.gov/pubmed/9580075
http://www.ncbi.nlm.nih.gov/pubmed/327229
http://www.ncbi.nlm.nih.gov/pubmed/327229
http://www.ncbi.nlm.nih.gov/pubmed/327229
http://www.scielo.br/scielo.php?pid=S1678-91992009000100002&script=sci_arttext
http://www.scielo.br/scielo.php?pid=S1678-91992009000100002&script=sci_arttext
http://www.ncbi.nlm.nih.gov/pubmed/11137538
http://www.ncbi.nlm.nih.gov/pubmed/11137538
http://www.ncbi.nlm.nih.gov/pubmed/11137538
http://www.ncbi.nlm.nih.gov/pubmed/11137538
http://www.ncbi.nlm.nih.gov/pubmed/11137538
http://www.ncbi.nlm.nih.gov/pubmed/23190453
http://www.ncbi.nlm.nih.gov/pubmed/23190453
http://www.ncbi.nlm.nih.gov/pubmed/23190453
http://www.ncbi.nlm.nih.gov/pubmed/22320362
http://www.ncbi.nlm.nih.gov/pubmed/22320362
http://www.ncbi.nlm.nih.gov/pubmed/22320362
http://www.ncbi.nlm.nih.gov/pubmed/22320362
http://www.ncbi.nlm.nih.gov/pubmed/12127316
http://www.ncbi.nlm.nih.gov/pubmed/12127316
http://www.ncbi.nlm.nih.gov/pubmed/12127316
http://www.ncbi.nlm.nih.gov/pubmed/12127316
http://www.ncbi.nlm.nih.gov/pubmed/21610854
http://www.ncbi.nlm.nih.gov/pubmed/21610854
http://www.ncbi.nlm.nih.gov/pubmed/21610854
http://www.ncbi.nlm.nih.gov/pubmed/21610854
http://www.ncbi.nlm.nih.gov/pubmed/807036
http://www.ncbi.nlm.nih.gov/pubmed/807036
http://www.ncbi.nlm.nih.gov/pubmed/4122741
http://www.ncbi.nlm.nih.gov/pubmed/4122741
http://www.ncbi.nlm.nih.gov/pubmed/4122741
http://www.ncbi.nlm.nih.gov/pubmed/8543754
http://www.ncbi.nlm.nih.gov/pubmed/8543754
http://www.ncbi.nlm.nih.gov/pubmed/8543754
http://www.ncbi.nlm.nih.gov/pubmed/9510847
http://www.ncbi.nlm.nih.gov/pubmed/9510847
http://www.ncbi.nlm.nih.gov/pubmed/16183094
http://www.ncbi.nlm.nih.gov/pubmed/16183094
http://www.ncbi.nlm.nih.gov/pubmed/16183094
http://www.ncbi.nlm.nih.gov/pubmed/16183094
http://www.ncbi.nlm.nih.gov/pubmed/18561967
http://www.ncbi.nlm.nih.gov/pubmed/18561967
http://www.ncbi.nlm.nih.gov/pubmed/18561967
http://www.ncbi.nlm.nih.gov/pubmed/18561967
http://www.ncbi.nlm.nih.gov/pubmed/9663690
http://www.ncbi.nlm.nih.gov/pubmed/9663690
http://www.ncbi.nlm.nih.gov/pubmed/12846594
http://www.ncbi.nlm.nih.gov/pubmed/12846594
http://www.ncbi.nlm.nih.gov/pubmed/12846594
http://www.ncbi.nlm.nih.gov/pubmed/17727802
http://www.ncbi.nlm.nih.gov/pubmed/17727802
http://www.ncbi.nlm.nih.gov/pubmed/17727802
http://www.ncbi.nlm.nih.gov/pubmed/18304834
http://www.ncbi.nlm.nih.gov/pubmed/18304834
http://www.ncbi.nlm.nih.gov/pubmed/21664961
http://www.ncbi.nlm.nih.gov/pubmed/21664961
http://www.ncbi.nlm.nih.gov/pubmed/21843857
http://www.ncbi.nlm.nih.gov/pubmed/21843857
http://www.ncbi.nlm.nih.gov/pubmed/17101336
http://www.ncbi.nlm.nih.gov/pubmed/17101336
http://books.google.co.in/books/about/Clinical_aspects_of_immunology.html?id=DQg7AAAAMAAJ&redir_esc=y
http://books.google.co.in/books/about/Clinical_aspects_of_immunology.html?id=DQg7AAAAMAAJ&redir_esc=y
http://www.ncbi.nlm.nih.gov/pubmed/22206812
http://www.ncbi.nlm.nih.gov/pubmed/22206812
http://www.ncbi.nlm.nih.gov/pubmed/22206812
http://www.ncbi.nlm.nih.gov/pubmed/14719854
http://www.ncbi.nlm.nih.gov/pubmed/14719854
http://www.ncbi.nlm.nih.gov/pubmed/14719854
http://www.ncbi.nlm.nih.gov/pubmed/14719854
http://www.ncbi.nlm.nih.gov/pubmed/11441111
http://www.ncbi.nlm.nih.gov/pubmed/11441111
http://www.ncbi.nlm.nih.gov/pubmed/11441111
http://www.ncbi.nlm.nih.gov/pubmed/11441111
http://www.ncbi.nlm.nih.gov/pubmed/15081525
http://www.ncbi.nlm.nih.gov/pubmed/15081525
http://www.ncbi.nlm.nih.gov/pubmed/15081525
http://www.ncbi.nlm.nih.gov/pubmed/16140450
http://www.ncbi.nlm.nih.gov/pubmed/16140450


76. Köhl J (2001) Anaphylatoxins and infectious and non-infectious
inflammatory diseases. Mol Immunol 38: 175-187.

77. Abubakar IS, Abubakar SB, Habib AG, Nasidi A, Durfa N, et al. (2010)
Randomised controlled double-blind non-inferiority trial of two
antivenoms for saw-scaled or carpet viper (Echis ocellatus) envenoming
in Nigeria. PLoS Negl Trop Dis 4: e767.

78. de Silva HA, Pathmeswaran A, Ranasinha CD, Jayamanne S, Samarakoon
SB, et al. (2011) Low-dose adrenaline, promethazine, and hydrocortisone
in the prevention of acute adverse reactions to antivenom following
snakebite: a randomised, double-blind, placebo-controlled trial. PLoS
Med 8: e1000435.

79. Bentur Y, Raikhlin-Eisenkraft B, Galperin M (2004) Evaluation of
antivenom therapy in Vipera palaestinae bites. Toxicon 44: 53-57.

80. Caron EJ, Manock SR, Maudlin J, Koleski J, Theakston RD, et al. (2009)
Apparent marked reduction in early antivenom reactions compared to

historical controls: was it prophylaxis or method of administration?
Toxicon 54: 779-783.

81. Acconci C, Legallais C, Vijayalakshmi M, Alves SM (2000)
Depyrogenation of snake antivenom serum solutions by hollow fiber-
based pseudobioaffinity filtration. J Membr Sci 173: 235-45.

82. Frommhagen LH, FUDENBERG H (1962) The role of aggregated
gamma-globulins in the anticomplementary activity of human and
animal sera. J Immunol 89: 336-343.

83. Redwan el-RM1, Fahmy A, El Hanafy A, Abd El-Baky N, Sallam SM
(2009) Ovine anti-rabies antibody production and evaluation. Comp
Immunol Microbiol Infect Dis 32: 9-19.

84. Sevcik C, Díaz P, D'Suze G (2008) On the presence of antibodies against
bovine, equine and poultry immunoglobulins in human IgG
preparations, and its implications on antivenom production. Toxicon 51:
10-16.

 

Citation: Prabhakar DR, Motiram MV, Ghanshyam BC (2014) Antivenoms in Snake Envenoming: Are they Safe?. J Clinic Toxicol 4: 184. doi:
10.4172/2161-0495.1000184

Page 7 of 7

J Clinic Toxicol
ISSN:2161-0495 JCT, an open access journal

Volume 4 • Issue 2 • 1000184

http://www.ncbi.nlm.nih.gov/pubmed/11532279
http://www.ncbi.nlm.nih.gov/pubmed/11532279
http://www.ncbi.nlm.nih.gov/pubmed/20668549
http://www.ncbi.nlm.nih.gov/pubmed/20668549
http://www.ncbi.nlm.nih.gov/pubmed/20668549
http://www.ncbi.nlm.nih.gov/pubmed/20668549
http://www.ncbi.nlm.nih.gov/pubmed/21572992
http://www.ncbi.nlm.nih.gov/pubmed/21572992
http://www.ncbi.nlm.nih.gov/pubmed/21572992
http://www.ncbi.nlm.nih.gov/pubmed/21572992
http://www.ncbi.nlm.nih.gov/pubmed/21572992
http://www.ncbi.nlm.nih.gov/pubmed/15225562
http://www.ncbi.nlm.nih.gov/pubmed/15225562
http://www.ncbi.nlm.nih.gov/pubmed/19520099
http://www.ncbi.nlm.nih.gov/pubmed/19520099
http://www.ncbi.nlm.nih.gov/pubmed/19520099
http://www.ncbi.nlm.nih.gov/pubmed/19520099
http://www.sciencedirect.com/science/article/pii/S037673880000377X
http://www.sciencedirect.com/science/article/pii/S037673880000377X
http://www.sciencedirect.com/science/article/pii/S037673880000377X
http://www.ncbi.nlm.nih.gov/pubmed/13895519
http://www.ncbi.nlm.nih.gov/pubmed/13895519
http://www.ncbi.nlm.nih.gov/pubmed/13895519
http://www.ncbi.nlm.nih.gov/pubmed/18242705
http://www.ncbi.nlm.nih.gov/pubmed/18242705
http://www.ncbi.nlm.nih.gov/pubmed/18242705
http://www.ncbi.nlm.nih.gov/pubmed/18045635
http://www.ncbi.nlm.nih.gov/pubmed/18045635
http://www.ncbi.nlm.nih.gov/pubmed/18045635
http://www.ncbi.nlm.nih.gov/pubmed/18045635

	Contents
	Antivenoms in Snake Envenoming: Are they Safe?
	Abstract
	Introduction
	The Anti-Venom
	 Monospecific vs. polyspecific antivenoms
	Monospecific antivenoms
	Polyspecific antivenoms

	 Antivenom production

	Antivenom Reactions
	Early anaphylactic reactions
	The IgE meditated reactions
	Non-IgE mediated reactions

	Pyrogenic (endotoxic) reactions
	Late (serum sickness type) reactions

	Prevention of Antivenom Reactions
	Prophylactic treatment with adrenaline, antihistamine, corticosteroids
	Speed of intravenous infusion

	Conclusions
	References


