ToxTidbits: Antidote Facts
1-800-222-1222

Crotalidae Polyvalent Immune FAB (Ovine) (CroFab®)
The vast majority of poisonous snakes in the United States are the pit vipers (crotalids), of which
the copperhead and timber rattlesnake are the only native venomous snakes in Maryland. The
venom of pit vipers is complex, producing tissue destruction, vasculature changes and clotting
defects. The severity of symptoms can be species and patient specific.
Mechanism/Indications: CroFab® consists of polyvalent antibody fragments created by
injecting sheep with the following North American snake venoms: Crotalus atrox (Western
Diamondback rattlesnake), Crotalus adamanteus (Eastern Diamondback rattlesnake), Crotalus
scutulatus (Mojave rattlesnake), and Agkistrodon piscivorus (Cottonmouth or Water Moccasin).
Cottonmouth, copperhead and rattlesnake species are closely related so that CroFab® has good
cross sensitivity to all North American pit vipers species. The antibody binds to and neutralizes
the snake toxin(s), redistributing it away from target tissues and aiding in its elimination.
Dosing: Administration of antivenin should be initiated as soon as possible in patients who
develop signs of progressive envenomation (e.g., worsening local injury, coagulation
abnormality, or systemic signs of envenomation). The Maryland Poison Center recommends 4
vials as a loading dose for copperheads, 4-6 vials for timber rattlesnakes. Each vial of CroFab® is
reconstituted with 18 mL of 0.9% normal saline by gentle swirling until no solid material is
visible. DO NOT SHAKE. The entire dose should be further diluted into 250 mL of 0.9% saline,
starting the infusion @ 10 mL/hr, tripling the rate every 3 minutes. Goal rate is 300 mL/hr,
which will be reached in less than 12 minutes if there are no adverse effects. Infuse the entire
250 mL. Reassess the patient one hour later, and if control (i.e. local injury has not worsened,
systemic signs have stabilized and coagulation ability is normal) is not achieved after the initial
dosing, an additional 4-6 vials should be given. Once control is achieved, administer 2 additional
vials every 6 hours X 3 doses. Copperhead snakebites with minimal envenomation may not need
CroFab® beyond the loading dose. Patients should be monitored for recurrent symptoms and
coagulopathy for 1-2 weeks after antivenin. (New 2-page guidelines for treating upper and lower
extremity bites have been developed by the Maryland Poison Center and are available to those
managing a snakebite patient).
Adverse Effects: The only contraindication to administration is a known hypersensitivity to
papain or papaya. The most common adverse events reported in clinical studies were urticaria
and rash. Although uncommon, especially compared to the older, defunct antivenin product,
patients should be monitored for more serious signs and symptoms of anaphylaxis or
anaphylactoid reactions such as shortness of breath, wheezing, edema and hypotension. Also
rare, delayed serum sickness has been reported 7-21 days after administration.
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