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Cobra venom has been employed historically to 
relieve moderate to severe pain. Pain has been 
reported as the single most common reason patients 
seek medical care. Chronic pain affects more than 
50 million Americans. In the United States, 42% of 

the population has experienced chronic pain lasting more than 
12 months. The World Health Organization (WHO) has devel-
oped a three-step ladder to treat pain based on mild, moderate, 
or severe pain. Under the WHO 2008 Principals of Pain manage-
ment, pain is measured on a scale of 1 to 10 with 1-3 being mild 
pain, 4-7 being moderate pain (interferes with work or sleep), 
and 8-10 (interferes with all activities) representing severe pain.1 
The National Sleep Foundation reports that more than 42 mil-
lion people lose 2 or more nights of sleep due to pain, which, by 
definition, means they have moderate pain.

Chronic low back pain is the biggest problem and affects 
27% of those with chronic pain, followed by headache (15%) and 
neck pain (15%).2 It is the treatment of neuropathic pain that rep-
resents the gold standard for new analgesics, having its biggest 
impact on diabetics and patients with other neuralgias.3 
Rheumatoid arthritis, a disease that affects 1% of the world’s 
population, also represents a large target for analgesics, especial-
ly analgesics with antiinflammatory activity.4 The majority of 
emerging therapies for the treatment of moderate to severe pain 
are reformulations of existing pain medications combined with 

new delivery technologies that may offer only incremental 
improvements in efficacy and safety. 

The estimated cost of pain to the US economy is over $100 
billion, with more than $20 billion being directly spent on anal-
gesics.5 The report provides estimates that 51 metric tons of oxy-
codone and 39 metric tons of morphine were consumed 
worldwide in 2007.6 Of all countries, the United States had the 
highest total consumption of oxycodone in 2007, followed by the 
United Kingdom, Canada, Denmark, Australia, and Norway. 
However, the abuse of prescription opiates has risen dramatically 
in the United States.7,8 Interestingly, opiate use in developing 
nations is very low, possibly a consequence of cost and accessibil-
ity. At this time, the greatest need in the treatment of chronic 
pain is for agents that surmount the disadvantages of nonsteroi-
dal antiinflammatory drugs (NSAIDs) and opioid analgesics. 

In this review, it is proposed that a reexamination of the his-
toric use of cobra venom in pain control may offer a future alter-
native for chronic pain management. Probably the first recorded 
use of cobra venom documented the suicide of Cleopatra. Cobra 
venom has allegedly been used for centuries in traditional Chinese 
and Indian medicine, with an early reference to use of serpents in 
English medicine in 1702 and the use of cobra venom in Hindu 
medicine for treating drug addiction.9 The use of cobra venom in 
medicine goes back to the 1830s, when cobra venom was intro-
duced into Western medicine as a homeopathic product. In 
homeopathic practice, high dilutions of potential poisons are 
used to induce a therapeutic response on the basis that like could 
treat like (similia similibus curantur). Unusually high dilutions 
(10-60) of the drug are used such that it is unlikely that even a single 
molecule of the original substance remains in the final prepara-
tion. Consequently, homeopathy has suffered from an absence of 
credibility within the community of allopathic physicians. 

Cobra venom was unusual in that it was clinically tested 
(“proved”) at 0 (raw venom, no dilution) to the 10-12 dilution 
where its application evolved into a use primarily for pain.10 Such 
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review looks at the historical use of cobra venom to control mod-
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were its indications in Clarke’s Materia Medica of 1900, the text 
that has become the principal reference text for the US and 
European Homeopathic Pharmacopeias.11 Early in the 1900s, var-
ious viper venoms were being assessed in the clinic for the treat-
ment of pain and epilepsy.12,13 It was about that time that several 
researchers established that cobra venom had cytotoxic proper-
ties which quickly lead to studies in patients with cancer where 
its relief of pain was the dominant pharmacodynamic activity.14 
In the United States, the concept of using cobra venom as an 
analgesic was adopted by Macht,9 who initiated several preclini-
cal and clinical investigations but more importantly began to 
standardize the potency of the venom preparation.

SOuRCeS OF CObRA VenOm 
Hooded cobras (Family Elapidae, Genus Naja) are old world 

snakes that range from Africa to Southeast Asia. Early in the last 
century, cobras were divided into three main groups: African 
cobras (with several species), the Asian cobra (N tripudians), and 
the King cobra (Ophiophagus Hannah). Due to the highly variable 
nomenclature of Asian cobras, the species known as N tripudians 
and later N naja has been replaced by more accurate classifica-
tion into 10 species based on DNA analysis (Table 1).15 An addi-
tional complication when studying the literature on the scientific 
use of such venoms stems from the geographical variation that 
occurs within the venom composition of the same species16 that 
could render antivenoms useless.17 From a medical standpoint 
the most important species are N naja, N kaouthia, and N atra.

Cobras produce about 0.3 mL of viscous venom per “milking” 
that is a complex mixture of proteins to subdue and kill prey. The 
venom is rapidly freeze-dried, thus preserving the vast majority of 
its biological activity. In this state, cobra venom is very stable, 
retaining its toxicity for decades. While the venom contains many 
different proteins, it has a particularly high content of small basic 
peptides ranging in size from 4 to 14 kDa that comprise about 70% 
of the protein content. Within this basic fraction can be found the 
neurotoxins that give cobra venom its neurotoxic trait. Cobra 
venom does not cause the prolific hemorrhage and tissue damage 
associated with most viper and rattlesnake envenomations. 

Of particular interest in this review are the neurotoxins found 
in these venoms, although some neurotoxins are far more toxic 

than others. There are neurotoxins that affect the nicotinic cholin-
ergic systems, the principal ones being cobratoxin (CATX, 7.8 kDa, 
71 amino acids) and cobrotoxin (COTX, 6.7 kDa, 60 amino acids) 
that are nonenzymatic.18 They function to block the attachment of 
acetylcholine and activation of the nicotinic receptor and represent 
about 10% to 15% of the venom composition. CATX the major neu-
rotoxin in N naja and N kaouthia venom, though this neurotoxin 
may be absent from this species due to geographical variation 
(unpublished data). COTX is also found in the venom of N naja 
and N kaouthia, representing the primary neurotoxin in other 
cobra species. There are also neurotoxic phospholipases such as 
Nigexine (14 kDa, 119 amino acids) that block the activity of ace-
tylcholine but also directly disrupt the cell membrane.19 Other less 
toxic peptides (8 kDa) target the muscarinic acetylcholine recep-
tors. Toxins that block calcium and voltage-activated potassium 
channels have also been described in cobra venom that mimic the 
activity of dendrotoxins from mambas and beta-bungarotoxin 
from kraits.20,21 

PReCLInICAL STuDIeS
Pharmacodynamics

With the introduction of any new analgesic, attention is often 
focused on the mechanism of action. In writing this review, that 
challenge became manifest. While our understanding of pain path-
ways has improved greatly, the mechanism of action of many anal-
gesics  is still the research foundation for many laboratories. Prior 
to any attempt to propose a plausible mechanism of action for the 
analgesic activity of cobra venom, it will be necessary to make sev-
eral assumptions based on the available data. Firstly, the basis of 
the venom’s activity is associated primarily with the principal neu-
rotoxins that comprise approximately 20% to 25% of the venom. 
Secondly, the primary receptor targets for these neurotoxins are 
nicotinic acetylcholine receptors (NAchRs) although there may be 
some unrelated receptor involvement and other venom peptides 
will affect receptors distinct from NAchRs. NAchRs are sodium 
channels that are activated by acetylcholine and drugs like nicotine 
(agonists) that serve to translate a chemical signal into an electrical 
one. They are blocked (antagonized) by neurotoxins such as those 
from cobras because such neurotoxins have an affinity for the 
receptors that are of orders of magnitude greater than acetylcho-
line. They are composed of four proteins (2a, b, d, g) that form a 
pore in the cell membrane, each receptor having two a subunits 
that may be a homo or heteromeric (identical a subunits or a com-
bination of distinct a subunits), which influences the pharmacolo-
gy of the whole receptor because acetylcholine and neurotoxin 
bind to the a subunit. Ten distinct a subunits and three b sub-
units have been identified. Of these, a1 and b1 are considered to 
be muscle specific subunits.22 Thirdly, the target cells are afferent 
neurons associated with nociception though NAchRs are present 
in a variety of cells. Notwithstanding, it is expected that several 
inconsistencies will remain that could provide guidance on future 
laboratory investigations. 

The cholinergic system in both the central and peripheral 
nervous systems has emerged as arguably the key system in the 

TABLE 1 Reclassification of Naja tripudians/Naja naja

Original name Diversified Into Common name

Naja tripudians,  
then Naja naja

Naja naja
Naja kaouthia
Naja atra
Naja siamensis
Naja oxiana
Naja phillipinensis
Naja samarensis
Naja sputatrix
Naja sumatrana
Naja mandalayensis

Indian cobra
Thailand cobra
Chinese cobra
Thailand spitting cobra
Central Asian cobra
Philippine cobra
Southeastern Philippine cobra
Javan spitting cobra
Sumatran cobra
Burmese cobra
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perception and control of pain. Numerous pharmaceuticals and 
peptides with known analgesic activity act directly on these recep-
tors. Within the cholinergic system nicotinic and muscarinic 
receptors not only contribute to modulating pain signals but also 
inflammation and consequently inflammatory pain. Within 
NAchR subtypes, homomeric a7, a4, and more recently a9 are 
key components while within the muscarinic subtypes, M3 is 
reportedly the leading component in pain modulation. Pain is 
experienced through specialized sensory neurons in the peripheral 
nervous system, and these neurons are part of the autonomic sys-
tem. The sensation of pain may be caused by cells that secrete ace-
tylcholine that are not part of the nervous system.

Under normal circumstances, the venom neurotoxins are 
injected by the cobra in relatively huge quantities, from 50 mg to 
100 mg. Death by respiratory paralysis in rodents occurs in less 
than 5 minutes (see section on toxicology). At nonlethal doses, 
cobra venom from N kaouthia was recently reported to ameliorate 
adjuvant-induced arthritis in rats,23 not only reducing pain but also 
reducing tissue damage, confirming it as a potential disease modi-
fying antirheumatic drug and validating its use for the treatment of 
arthritis in Ayurvedic medicine. Cobra venom contains several 
peptides that exert analgesic and antiinflammatory activity in 
numerous animal models (Table 2). 

COTX and CATX have been studied most, both neurotoxins 
being antagonists of the muscle–type a1 nicotinic receptor while 
CATX has also been established to be an antagonist of a7, a8, and 
a9 receptors.22 Characteristically, the onset of pharmacodynamic 
activity of peripherally administered cobra toxins is realized only 
after several hours in contrast to aspirin and morphine but the 
activity is more prolonged.24,25 This is consistent with the activity of 
whole cobra venom in similar models.26 Central administration of 
both CATX and COTX gives rapid analgesic effects.25,27 CATX that 
has been detoxified retains analgesic activity though significantly 
weaker than the native toxin,28 confirming the relationship 
between affinity (as measured by NAchR binding) and efficacy. 

The central analgesic effect of CATX was found to be superior 
to morphine at comparatively minute doses.29 Additionally, it was 
found that the activity of these neurotoxins was opioid receptor 
independent.24,25 Constant administrations orally or by injection of 
small dosage of cobra neurotoxins increase the leu-enkephalin con-
tent in hypothalamus, striatum, and midbrain and increase the 
met-enkephalin content in hypothalamus and midbrain, especially 
thalamencephalon.30 CATX was recently confirmed to have antiin-
flammatory effects in the rat formalin and adjuvant arthritis mod-
els. CATX exhibited a dose-dependent analgesic action during 
Phase 1 and Phase 2 cycles in the formalin model (Qin, Soochow 
University, unpublished data). In this model, formalin increased 
the number of c-Fos-positive cells in the L4-5 spinal dorsal horn. 
Peripheral treatment with CATX inhibited formalin-induced 
increases in c-Fos-positive cells, atropine (5 mg/kg) antagonized 
the antinociceptive activity and canceled the inhibitory effect of 
CATX on c-Fos expression. This data supports the contention that 
CATX can exert antinociceptive effects through central pathways 
by direct or indirect activity via the dorsal root ganglion and that 
atropine acts between those two anatomical points. CATX also 
induced changes in the expression of Th1 inflammatory cytokines 
and upregulated the expression of the Th2 cytokine IL-10, thereby 
establishing dual mechanistic pathways for analgesic and antiin-
flammatory activity,31 similar to the effects of whole cobra venom.23 
Of greater significance was the fact that CATX’s antiinflammatory 
activity was inhibited by methyllyaconitine (MLA), an a7-specific 
antagonist.31 Najanalgesin, a newly isolated peptide neurotoxin 
from cobras with homology to cardiotoxins, displayed analgesic 
activity with similar pharmacodynamics to the nicotinic antago-
nists, with slow onset, prolonged activity and antagonism by atro-
pine.32 Following the screening of N atra venom for analgesic 
peptides, a novel small molecular weight peptide of 1213 Da with 
analgesic activity has been reported, the LD50 of the intravenous 
injection of mice is 1.9875 mg/kg. These results showed that this 
peptide, NTXI, could strikingly increase the pain threshold of mice 

TABLE 2 Analgesic Peptides From Naja Venoms Studied in Pain Models* 

Peptide Source Pharmacodynamic activity

Animal models

Hot plate Writhing Tail flick
Adjuvant 
arthritis neuropathic Formalin

Cobra venom Naja 
kaouthia

Multiple + +

Cobrotoxin Naja atra a1 NAchR antagonist + + + +

Cobratoxin Naja 
kaouthia

a1, 7, 8, 9 NAchR antagonist + + + + +

Najanalgesin Naja atra Not reported + +

NTX1 Naja atra Not reported +

Cobra venom 
Factor

Naja 
kaouthia

Antiinflammatory/ 
compliment depleting

+

*NAchR indicates nicotinic acetylcholine receptor.
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in the hot plate assay. Intraperitoneal injection of 0.2 mg/kg of 
NTXI could increase pain threshold from 100% to 184.35% in mice 
on the hot plate’s threshold. The onset of the analgesic effect was 
slow, starting 2 hours after treatment and reaching its maximal 
effect after 4 hours.33 In addition to neurotoxins, it should be noted 
that cobra venom factor also modulates the immune system 
through the complement cascade and has been reported to be 
effective in neuropathic pain models, which confirmed the impor-
tance of the immune system in the neuropathic pain process.34 

By examining the receptors targeted by the venom’s neuro-
toxin ligands, it should be feasible to isolate mechanistic pathways. 
It has been firmly established that a7 NAchRs are involved in the 
inflammatory pathway. Activation and inactivation of a7 subtypes 
can downregulate the inflammatory response. On the vagus nerve, 
activation of a7 subtypes downregulates inflammation.35 In some 
cells, their activation triggers the expression of cyclooxygenase 
(COX2) enzymes,36 the target of such drugs as aspirin and celecoxib 
(Celebrex). Alpha7 NAchR activation and COX2 also promotes 
tumor invasiveness.36,37 Bungarotoxin, a CATX homologue, blocked 
COX2 expression and cell  proliferation induced by 
4-(methylnitrosamino)-1-(3-pyridyl)-1-butanone (NNK) a deriva-
tive of nicotine but not by nicotine or N’-nitrosonornicotine 
(NNN) suggesting the involvement of more than one NAchR 
subtype.36,38 NNN activity was inhibited by the a7 antagonist, 
MLA38 apparently confirming the presence of both a1 and a7 
mediated channels in these cells.39,40 CATX can inhibit the prolifera-
tion of several tumors types,41 which is attributed to the inhibition 
of a7 subtypes though it most likely includes a1 subtypes because 
COTX induces apoptosis in tumor cell lines too.42 In one non–
small cell lung cancer (NSCLC) line studied, mRNA and protein 
for a muscle-type a1 receptor was detected.39,40 Although, mRNA 
for the a7 nAChR subunit was observed in all cell lines, a7 protein 
was not detectable by immunoblot in NSCLC cell extracts.40 
Interestingly, while CATX is a potent antagonist of the homomeric 
a7 NAchR, it was confirmed that its antiinflammatory activity was 
not mediated through this receptor because its activity could be 
antagonized by MLA. These observations confuse the current sim-
ple position that activation of the alpha7 receptor is important for 
antiinflammatory activity. MLA can block the production of COX2 
implying that a7 homomers/heteromers interplay to orchestrate 
the immune/inflammatory response. It is often assumed that inhi-
bition of nicotinic receptors by CATX or Bungarotoxin presumes 
the involvement of a7 subtypes, and this is clearly erroneous. The 
available information indicates that the antiinflammatory or anal-
gesic activity of CATX is not mediated through a7 subtypes but 
likely through an a9 or even possibly an a1 heteromer. 

The a1 heteromer hypothesis is supported by the fact that it 
is not solely expressed in muscle cells,43 for that matter a7 recep-
tors are not solely neuronal.44,45 It has been established that fluox-
etine (Prozac), sertraline (Zoloft), paroxetine (Paxil), nefazodone 
(Serzone), and venlafaxine (Effexor) block the activity of a1 and 
a3 NAChR in the low to intermediate µM range by noncompeti-
tive inhibition of NAchR function,46 drugs that may be used for 
adjuvant pain therapy. Cobra neurotoxins have very low affinity for 

a3 receptors, which are a target for drugs like bupropion (Zyban) 
and associated with addiction to nicotine. COTX, a classic a1 
NAchR antagonist, also exerts analgesic activity by peripheral and 
central administration23,26 similar in potency to CATX. Crotoxin 
(CrTX), the 24-kDa neurotoxin isolated from the venom of Crotalus 
durissus terrificus, like COTX binds primarily to the a1 NAchR and 
induces analgesia by central and peripheral administration.47,48 It 
too has demonstrated analgesic effects in a number of animal 
models, and unlike the cobra neurotoxins, it has been found to be 
synergistic with aspirin, suggesting its target is not the a7 nor a9 
NAchR subtypes. Like cobra neurotoxins, the analgesic effect of 
CrTX is slow to develop. In a model of neuropathic pain, the anti-
nociceptive effect of CrTX was long lasting; it persisted for 64 days, 
long after it would have been excreted.49 The effect of CrTX was 
mediated by the activation of central muscarinic receptors and 
partially, by activation of alpha-adrenoceptors and 5-HT receptors 
as reported for CATX.24 Like CATX, Crotoxin is highly toxic to 
tumor cells,50 suggesting the expression of a non-neuronal NAchR 
receptor. In light of the potential activity of antidepressants on 
NAchRs and the involvement of the serotonergic system in CATX 
and CrTX analgesia, it is interesting to note that cobra venom ther-
apy was clinically associated with antidepressant effects51-53 that 
might have been due solely to the relief of pain while CrTX-induced 
anxiolytic effects in spite of relieving pain.54 The evidence that a1 
NAchR antagonists are potent analgesics, promoters of neuronal 
survival that possess antitumor activity especially by central 
administration, leads to the conclusion that an alternative receptor 
should be considered as the primary target for antinociception 
produced by cobra neurotoxins. 

Another peripherally located receptor that fits this require-
ment would be the a9 NAchR, a widespread receptor outside the 
central nervous system (CNS) that has recently been implicated in 
nociception55,56 in addition to being present on lymphocytes, there-
by having a potential role in immune modulation.57 The activity of 
the highly specific a9 Conus antagonist, RgIA, exerts analgesic 
activity and immune modulation in the chronic constriction injury 
model of pain,56 pharmacological properties exerted by CATX. The 
a9 receptor is also surprisingly antagonized directly by morphine58 
and both morphine and fentanyl disrupt cholinergic neurotrans-
mission in the CNS,59 which confirms a role for this receptor in the 
perception of pain and possibly opiate withdrawal. Interestingly, 
the chronic administration of nicotine, which desensitizes NAchRs, 
inhibits the development of tolerance and withdrawal symptoms 
to morphine in mice,60 a characteristic associated with cobra 
venom therapy and neurotoxins.30 

An alternative possibility is that CATX exerts its analgesic 
activity in vivo not only via a different NAchR subtype but actu-
ally through a different receptor such as P2X, an adenosine-5’-
triphosphate (ATP) receptor involved in pain perception and 
now reported to be potently antagonized by alpha-bungarotoxin 
and MLA.61 Functional homomeric (P2X[3]) and heteromeric 
(P2X[2/3]) receptors are highly localized on primary sensory 
afferent neurons that transmit nociceptive sensory information. 
Activation of these P2X(3)-containing channels may provide a 
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specific mechanism whereby ATP, released via synaptic transmis-
sion or by cellular injury, elicits pain particularly through the 
P2X(3) receptor.62 It is expressed selectively at high levels in noci-
ceptive sensory neurons, where it forms functional receptors on 
its own and in combination with the P2X(2) receptor: a location 
accessible to cobra toxins. Recent reports show that P2X(3) 
receptors are involved in chronic inflammatory and neuropathic 
pain.63 The affinity of CATX, CrTX and COTX for other NAchRs 
and ATP receptors should therefore be reexamined in order to 
provide a clearer understanding of their potential analgesic path-
ways.

The involvement of muscarinic receptors in the activity of 
cobra toxins has been established. Scopolamine, a muscarinic 
antagonist, induces migraine headaches,64 a known side effect of 
cobra venom therapy. Muscarinic antagonists have been isolated 
from cobra venom with a high affinity for the M565 and M366 
receptor subtypes. It was recently reported that muscarinic 
receptor activated a7 nicotinic receptors inducing an antiinflam-
matory response.67 This activity was also blocked by MLA and 
known to block the antiinflammatory activity of CATX. 
Morphine-induced antinociception was significantly inhibited 
by atropine in a dose-dependent manner,68 which also antagoniz-
es the antinociceptive activity of CATX25 and gabapentin formu-
lations.69 It can therefore be assumed that the activity of 
morphine and CATX are ultimately controlled by muscarinic 
receptors in addition to the possible direct action of cobra mus-
carinic toxins at other muscarinic sites. 

The difference in the speed of onset of analgesia between 
these pharmaceutical and biological agents may be attributed to 
morphine readily gaining access to central neurons. Cobra toxins 
most likely mediate the bulk of their activity from the periphery, 
though slow permeation into the CNS may occur. Interestingly 
the side-effect profiles of these cobra venom constituents in clini-
cal studies may help indicate which receptors are being targeted. 

PSyCHOLOgICAL STuDIeS
Following the demonstration that cobra venom had anti-

pyretic effects in guinea pigs, it was concluded that the venom 
was active at sites in the CNS—in this case, the thermoregulatory 
center. This led to studies in rats trained to run a circular maze, a 
technique employed previously to assess the central effects of 
other drugs. The rats were trained to negotiate the maze to the 
center to obtain a treat without error. It was noted that the effects 
of cobra venom elicited responses similar to those of opium alka-
loids. The injection of small doses of cobra venom (0.005 mg) 
caused a stimulating effect increasing the speed at which the rat 
completed the maze. Increasing the cobra venom dose to 0.03 
mg caused the animal fail completing the test.70 

DRug InTeRACTIOn STuDIeS
It was determined by Macht that the analgesia produced by 

cobra venom injections was due to its sedative effect on the 
brain. Previous research revealed that at appropriate levels, the 
venom antagonized to some extent the epileptiform convulsions 

produced by camphor.9 An extensive investigation was carried 
out on a series of drugs and chemicals that in suitable doses pro-
duce convulsions of different physiological types. The effects of 
camphor, borneol, cocaine, atropine, nikethamide (Coramine), 
pentylenetetrazol (Metrazol), picrotoxin, phenol, absinthe, and 
caffeine on mice were thus investigated.71 The action of some of 
these drugs was found to be antagonized or neutralized by subse-
quent injections of cobra venom. In still other cases, however, 
synergistic phenomena resulted from administration of cobra 
venom after the other drug. No synergism between cobra venom, 
on the one hand, and strychnine or phenol, on the other, was 
noted. Cocaine and cobra venom were usually synergistic, effect-
ing greater toxicity. Absinthe and picrotoxin convulsions were 
definitely counteracted or much weakened by cobra venom injec-
tions. It was concluded that this data supported the view that 
cobra venom in suitable doses depresses the higher regions and 
synapses of the central nervous system, acting on both the cere-
brum and medulla. 

In separate studies, the ability of neurotoxins to substitute 
for morphine was studied on an analgesic model. In contrast to 
morphine, constant administration of neurotoxins orally or by 
injection in mice resulted in no decline in analgesic effect. 
Injecting cobra neurotoxins into addicted and tolerant rats 
increased their pain thresholds by 30% to 40%, suggesting that 
cobra venom can substitute for morphine. The toxic effects of 
cobra venom and morphine were also found to be cumulative.30 

DRug ADDICTIOn STuDIeS 
As noted above, COTX can substitute for morphine in ani-

mals that are addicted and tolerant of its effects. Repeated doses 
of cobra venom were assayed for its ability to induce habituation 
in comparison to morphine.72 The study was conducted by exam-
ining the behaviors of rats in the Watson  maze. While habitua-
tion and tolerance were readily demonstrated with the 
administration of morphine, such effects were absent using 
cobra venom. 

In further studies on the application of cobra venom to con-
trolling addiction, studies based on the naloxone-induced mouse 
jumping model, the results demonstrate that the numbers of 
jumping mice in the group to which snake venoms were adminis-
tered both orally or by injection were much lower than those of 
groups to which only saline was administered.30 In the addicted 
rat model with peripheral abstinence syndromes (vomiting, body 
twisting, salivation, and shaking), rats undergo an obvious 
change when treated with cobra venom, but the central syn-
dromes (fighting, hair erection, and tear shedding) do not signifi-
cantly change. The use of snake venoms to substitute for opiate 
drugs did not result in addiction.30

TOxICITy STuDIeS WITH CObRA VenOm AnD ITS  
neuROTOxInS

It is well known that cobra venom is, in fact, potently toxic 
so it is worthwhile to review the currently known toxicology of 
cobra venom and its primary neurotoxins. Cobras do cause an 
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average of 50 000 deaths annually, which has motivated extensive 
research over the last 2 centuries in an effort to understand the 
mechanism of that toxicity. 

Empirical studies on the acute toxicity of cobra venom have 
been conducted in several species of animals. Calmette73 along 
with other investigators established by injection the toxic dose of 
cobra venom in several species of mammals (Table 3).

Prior to the 1930s, it was generally known that cobra venom 
was primarily neurotoxic, inducing paralysis similar to curare, 
with respiratory paralysis being the cause of death. Intubation of 
an animal injected with low doses of venom was life saving but 
not if large doses were administered.74 The heart was last to be 
affected and could continue to beat for several minutes following 
the cessation of respiration. Lamb and Hunter had established in 
monkeys that injection of the venom destroyed motor neurons 
that may have underwritten the paralytic effects and that compo-
nents of the venom could in fact access the CNS if they were 
given sufficient time to penetrate.75 This could explain the lethal 
effects of the venom in spite of intubation. 

It was also known that cobra venom was poorly hemolytic 
in contrast to viper venoms and that intravenous administration 
was far more toxic than subcutaneous or intramuscular injection. 
The injection of cobra venom at doses of 1mg/kg and above was 
associated with lethal outcomes in most species with rabbits, 
dogs, and horses being noted as quite sensitive to cobra venom 
relative to other species. Early administration of antivenom pre-
vents respiratory paralysis after elapid snakebite. Victims with 
evidence of respiratory insufficiency after neurotoxic venom poi-
soning require rapid intubation and artificial ventilation.76 
Ventilatory care is easy to institute and is life saving. No cardiac, 
renal, or coagulation disorders were associated with the muscle 
paralysis after cobra envenomation.77

With further review of the available literature, it is possible to 
construct a preclinical toxicity profile of the venom. As the venom 
was originally selected for its neurotoxic properties, emphasis has 
been placed on data relating to that activity. Macht commenced 
with assays conducted in mice, rats, guinea pigs, rabbits, cats, and 
dogs using a standard potency of 1 mouse unit (MU) or approximately 

TABLE 3 Acute Toxicity Tests Conducted With Cobra Venom In Vivo*

Species Route Dose mg/kg LD 50 mg/kg nOeL mg/mL Observations

Mouse Orally 50 ND ND No toxicity observed

SC 0.075 ND ND Minimum lethal dose in 24 h

IV 0.2 ND ND Toxic, survived >30 min

SC 1 ND ND Pharmacokinetic, toxic

SC 0.2 0.2 ND  

IP 0.5-5.0 0.7-2.0 <0.5 Geographical variation

Rat SC 0.66 ND ND Minimum lethal dose in 24 h

NR 0.02-0.12 ND >0.12 Psychological changes

IP 0.08 ND >0.08 No toxicity, organs normal

Guinea pig SC 0.4 ND ND Minimum lethal dose in 24 h

NR 0.1 ND >0.1 Lowers temperature

Rabbit SC 0.5 ND ND Minimum lethal dose in 24 h

IV 0.025 ND >0.025 No change in kidney function

IV 1 ND ND Death in 25 min

Cat IV 1.04 ND ND Lethal dose

Dog Orally 15 ND ND No toxicity observed

SC 0.8 ND ND Minimum lethal dose in 24 h

IV 1.6 <1.6 ND Toxic

IV 0.5 CM Fr1 <0.5 ND EEG activity ceases

IV 0.5 CM Fr2 <0.5 ND Respiratory paralysis 30-120 min

IV 0.5 CM Fr3 <0.5 ND Cardiovascular decline, BP drop 

Horse SC 0.05 ND ND Minimum lethal dose in 24 h

*LD indicates lethal dose; SC, subcutaneous; NOEL, no observable effect level; IV, intravenous; IP, intraperitoneal; ND, not done; NR, not reported; EEG,  
electroencephalogram; BP, blood pressure.
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0.01 mg.9 These experiments revealed that cobra venom first exerted 
a primary stimulating effect on both circulation and respiration. As 
the dose of venom increased, it was reported that the respiratory cen-
ter in the medulla was slowly depressed and finally paralyzed. In the 
last stages of medullary paralysis, the toxic effect on the heart was 
noted, but death occured primarily through paralysis of the medulla, 
and the heart, as a rule, stopped shortly afterward. Similar effects 
were produced in experiments on cats and dogs. Vick et al fractionat-
ed cobra venom by cation exchange chromatography and assayed the 
effects of the fractioned peaks in dogs by electroencephalogram 
(EEG), electrocardiogram (ECG), and respiratory effects.78 It was 
reported that injection of the neurotoxic fraction into dogs did not 
adversely affect EEG or cardiovascular parameters even with the onset 
of respiratory distress. Cobra cytotoxins, classically the cardiotoxins 
that comprise the highest fraction of the venom at about 30% to 40%, 
are basic amphipathic peptides of relatively weak lethal toxicity when 
administered intramuscularly (LD50 IM in mice is 52 mg/kg; in rats 
65 mg/kg). They caused a reduction in blood pressure that ultimately 
interfered with polarization of the cardiac muscle causing arrest.78 
Bradycardia and hypotension postenvenomation are attributed to the 
increase in tumor necrosis factor levels in the blood.79 

Direct administration of whole venom and neurotoxins to 
the brain induced convulsions identical to that of natural enven-
omation.80 Interestingly, the activity of the venom and purified 
neurotoxin when applied to the brain exerted effects for over 8 
hours, even after being washed out following a 30-minute expo-
sure. However, with the prolongation of testing intervals, it was 
observed by Tseng et al that radioactive counts were increasing 
in the brain, which was supportive of the observations of Lamb 
and Hunter.75 Vick et al had reported that cobra venom fractions 
impacted EEG performance.78 A recent clinical report of a pre-
sumed cobra or krait envenomation reported symptoms similar 
to brain death,81 suggesting that cobra venom components can in 
fact access the CNS, albeit slowly. Several studies with purified 
a-neurotoxins in the CNS of developing chick embryos have 
demonstrated that CATX can provide beneficial effects when 
applied directly to the CNS or administered to embryos by pro-
moting neuronal survival.82 It was established that for central 
protective activity, the neurotoxins must, oddly, have the ability 
to block muscle-type a1 nicotinic receptors.83 However, there is 
no clear evidence in animals that cobra toxins can gain access to 
the CNS without direct administration.84,85 

The cobra venom formulation used in early chronic toxicity 
studies did not simply employ dilutions of raw cobra venom. In 
the United States, cobra venom for injection, Nyloxin, was pre-
pared originally by heating the venom up to 60°C for an unspeci-
fied period of time.9 This was done to render the venom solution 
sterile. Reproduction of this method and heating up to periods of 
3 hours should inactivate the enzymatic components of the 
venom; however, the cobra toxins retain > 90% of their activity as 
measured by time-to-death studies in mice. Toxicological studies 
were conducted with Nyloxin in rats and rabbits to which repeat-
ed large and ultimately fatal doses were administered. 
Microscopic examinations of the internal organs revealed no 

pathologic changes. Prior to a clinical study by Hills and Firor, 
recordings of the changes in blood pressure and respiration of 
dogs following the intravenous injection of Nyloxin were made at 
the University of Maryland Medical School.86 The material used 
contained 166 MU per cc (1.66 mg/mL). A pronounced depressor 
response was observed, and respiratory failure appeared to be the 
cause of death. Respiratory paralysis is the primary toxic effect of 
venom preparation. Chronic toxicology and biochemical studies 
with Nyloxin were conducted in rabbits87,88 with daily injections 
ranging from 7 to 22 weeks. Kidney and liver functions of all ani-
mals were unaffected. There were also no changes in the morphol-
ogy or chemistry of the blood. In subacute toxicity studies on rats 
given 2 MU (0.02 mg) of cobra venom intraperitoneally each day 
for 21 days showed no demonstrable effects on the blood ele-
ments or blood chemistry were produced. No histologic changes 
were detected in the livers, kidneys, brains, or pituitary glands.86 

To assess the overt toxicity of raw cobra venom adminis-
tered orally, a 28-day study was conducted in mice that were 
monitored for visible signs of toxicity and by weight 
(Receptopharm, unpublished data). No necropsies were con-
ducted. The venom was solubilized at 1mg/mL in water, and the 
animals were permitted to drink the solution from their water 
bottles. The volume of water the mice consumed daily was 
recorded, and the average consumption was found to be 6 mL (6 
mg) per day or 168 mg over the test period. No animal deaths 
were recorded, nor were there any signs of toxicity. The average 
weight gain of the animals was 4.87 g. At the end of the study, 
the venom solution was diluted in saline and 0.2 mg injected into 
the mice. Death occurred within 25 minutes, indicating that 
there was no immune protection nor had the venom deteriorated 
in solution during the study period. In mice, the minimum lethal 
dose by injection is reported to be 0.5 mg/kg (Receptopharm, 
unpublished data). The LD50 of native cobra venom by daily oral 
administration was greater than 300 mg/kg or 4000-fold higher 
than by injection. In dogs, stomach irrigation with native cobra 
venom at 0.5 mg/mL did not produce any adverse nor toxic 
effects for periods extending over 16 weeks, which would imply a 
poor uptake or modification of the toxic components.89 In a series 
of studies on the oral toxicity of raw cobra venom in insects, it 
was found that only certain species of blowflies were susceptible 
to the venom by this route of administration. Interestingly, about 
2% to 8% of the orally applied low molecular weight basic neuro-
toxin (Mr 7000) from cobra venom crossed the gut and was 
found in the insects’ hemolymph.90-92 The analgesic activity of 
Nyloxin delivered using a stomach tube to rats was absent.93 

The question remains: Can orally administered venoms or 
toxins be effective? Are they not degraded in the stomach? 
Botulinum is the classic orally toxic peptide that survives diges-
tion by associating with other proteins. The adsorption and 
activity of orally administered rattlesnake venom has been 
documented.94-96 It has been clearly demonstrated that fragment-
ed or denatured neurotoxins have biological activity in a variety 
of assays: binding receptors,97 immunomodulatory activity,98 and 
analgesic activity.28 Fragmentation of the neurotoxic peptides 
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would certainly explain that absence of toxic effects by oral 
administration, though additional studies are warranted.

PHARmACOkIneTICS
The pharmacokinetic profiles of labeled cobra venoms and 

their alpha neurotoxins were determined following rapid intrave-
nous injection into rabbits.85 The data obtained suggested a new 
three-compartment open pharmacokinetic model comprised of 
blood, a rapidly equilibrating “shallow” tissue compartment, and a 
slowly equilibrating “deep” tissue compartment. The overall elimi-
nation half-lives ranged from 15 to 29 hours, indicating a slow body 
elimination. Peak deep tissue concentration was reached at 4 hours 
for N nivea (Cape cobra) and N haje (Egyptian cobra) venoms and 
their toxins, suggesting that the sites of action of the venoms were 
located in the deep tissue compartment since most of the pharma-
cological, biochemical, and electrocardiographic effects of the ven-
oms started 30 to 60 minutes after intravenous injection. The mean 
residence time in the body ranged from 20.8 to 51.8 hours, which 
correlated well with the findings of other authors for similar 
peptides84,99 and the long duration of the pharmacological and bio-
chemical effects induced by the venoms. The tissue distribution of 
the venoms and toxins was similar, with the highest uptake being in 
the kidneys, followed by the stomach, lungs, liver, spleen, intestine, 
heart, and diaphragm. The neurotoxins did not accumulate in any 
specific tissue, save for the kidneys during elimination. Data from 
Miller et al indicates that while there is little breakdown of the neu-
rotoxin peptides as they circulate, the kidneys were the primary 
route of elimination and peptide degradation appeared to occur in 
the bladder.99 

Of particular interest was a report by Ismail et al of high radio-
activity in the stomach contents of animals injected with cobra 
venom,85 which reached values higher than the kidneys, though this 
observation was not reported by Tseng et al.84 Cobra venom has 
been employed to transiently alter the permeation of the stomach 
mucosa by direct application where it was proposed that unknown 
venom constituents opened the tight junctions between the epithe-
lial cells which would then leak plasma and interstitial fluids89 sup-
porting the observations of Ismail et al.85 Presumably, these tight 
junctions could conversely allow the entry of small cobra venom 
peptides when administered by mouth. Notably the plasma shed-
ding induced by cobra venom could be blocked using azathioprine 
and prednisolone, pointing to an immune mediated interaction. 

CLInICAL exPeRIenCe
According to Clarkes’s Materia Medica, homeopathic cobra 

venom preparations are indicated for angina faucium, angina 
pectoris, asthma, dysmenia, hayfever, grief, afflictions of the 
heart, headache, striction of the oesophagus, pain in ovaries, 
plague, spinal irritation, and sore throat,11 for the most part pain-
ful conditions. Cobra venom’s “proving” (a rudimentary Phase I 
study with healthy volunteers using oral administration) was 
undertaken in 1853 with additional experiences being contribut-
ed by others.10 Historically the application of cobra venom 
employed the oral route of administration ranging in potency 

from raw venom to 10-60 dilution.10,100 Dilutions or triturations at 
10-9 and above were without detectable effect.10 The preferred oral 
dose of cobra venom was a dilution at 10-4 with the inclination to 
use less dilute solutions for increased response,101 a contradiction 
of current homeopathic convention. Some investigators felt the 
venom was more potent if administered by injection not actually 
as an antibacterial agent but especially for cases of shock associ-
ated with typhoid and plague. 

The estimated human lethal dose by injection was 15 mg.102 
When applied to the eye, vagina, or urethra, the venom induced 
acute inflammation but when adsorbed by the digestive tract, it 
mostly produced no ill effects.73,74 In human envenomation, the 
heart could sometimes beat for as long as 2 hours following the 
cessation of respiration.73 Numerous clinical studies have been 
conducted with cobra venom and purified cobra neurotoxins pri-
marily for analgesic indications being administered orally and by 
injection, though the referenced studies are certainly not com-
plete. From the 1930s onward, the venom was delivered clinically 
by parenteral injection, necessitating the production of a sterile 
biological solution. Studies in the United States were conducted 
with Nyloxin; studies in other territories may have used native 
venom preserved with phenol.102 Only in China was cobra venom 
administered orally in manner similar to homeopathic methods, 
although the venom was undiluted. Deliberately excluded from 
this compilation are studies conducted with detoxified venoms 
and neurotoxins, which are reviewed elsewhere.103 All of these 
studies would be considered allopathic in nature and not 
homeopathic, though it is very difficult to draw a clear distinc-
tion, save for the absence of succussion steps in the production 
of allopathic products. It should be noted that succussion has 
no impact on the toxicity of cobra venom at dilutions less than 
10-6. Doses of up to 0.55 mg/kg have been administered orally 
to humans without serious adverse effects. The dominant side 
effect has been headache. The ability of the venom to permeate 
mucosal membranes may explain the unpleasant esophageal 
effects that were described when the venom was taken orally. It 
is believed gastrointestinal disturbances reported in “provings” 
may also have resulted from bacterial contamination of the 
venoms.104 Gram-negative bacteria are rarely isolated from 
cobra venom, but large counts of gram-positive organisms 
including staphlococci, clostridium, and mostly, enterococci 
are observed (Receptopharm, unpublished data). 

Phase I Studies
Macht reported the first detailed descriptions of clinical 

studies in normal individuals that focused on the ability of 
Nyloxin to induce an analgesic effect (Table 4). No adverse events 
were reported. Subsequent studies were conducted in normal 
individuals to assess the impact of Nyloxin on vision, hearing, and 
psychological effects.9,88,105 In these studies, the effects of cobra 
venom were compared primarily to morphine. Cobra venom 
enhanced the various faculties of vision, hearing, smell, and cog-
nitive function without any reports of adverse events. Blood and 
biochemical tests were also reported as normal.88
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Phase II Studies
Numerous studies to assess the effects of Nyloxin and other 

cobra venom formulations have been conducted in humans pre-
senting with a variety of conditions. These studies are broken 
down into familiar formats to aid the reader (Tables 5-10). In 
most cases, limited toxicity was observed in the clinical studies 
with parenteral cobra venom, presumably due to the low doses 
employed. Toxic effects were dose related. At doses of 600 MU or 

6 mg (0.085 mg/kg) side effects included nausea, vomiting, dry 
mouth, dizziness, sweating, headache, palpitations, diplopia, 
nystagmus, and hemiplegia. The estimated maximum tolerated 
dose by injection was 4 mg (0.061 mg/kg).

Three studies were placebo controlled (Table 5), though 
most were either open labeled (Table 6) or studies in which par-
ticipants were experiencing difficulties with their current analge-
sic program (Table 7). The vast majority of treated patients were 

TABLE 4 Safety Studies (Phase I) With Cobra Venom

year Reference
Ref 
no. Application

no. of 
Participants Dose Duration Response Side effects

1936 Macht     9 Analgesic effects 10 0.004-0.01 mg Single > 60% None reported

1939 Macht and Macht 105 Vision testing 12 0.05 mg Single > 90% Stimulation

1939 Macht and Macht* 106 Auditory tests N/A N/A N/A N/A None reported

1939 Macht and Macht* 107 Cognitive functions tests 20 N/A N/A N/A Stimulates like caffeine

1940 Macht and Macht* 108 Olfactory studies N/A N/A N/A N/A Stimulation

1940 Hayman and Macht* 109 Biochemical studies N/A N/A N/A N/A None reported

*References not accessible to author, provided as a convenience.

TABLE 6 Open Label Trials With Cobra Venom*

year Reference
Ref 
no. Application

no. of 
Participants Dose Duration Response Side effects

1938 Gayle and Williams 113 Parkinson’s disease pain 18 0.05 mg 10 d 67% None reported

1938 Chopra and Chowdan 114 Leprosy neuropathy 32 0.05-1.0 mg 2 mo 90% None reported

1940 Chopra and Chowdan 102 Various pains 65 0.01-2.0 mg 2 wk 70% None reported

1954 Bryson 53 Arthritis 466 0.01-0.03 mg >1 y 82% None reported

1954 Oaks and Quinn 115 Ocular therapy and headache 8 0.05 mg 2 y NR Allergic reactions

1975 Bechner and Idsvoog 116 Chronic pain NR NR NR 10% Injection site reactions

1993 Zhou et al 117 Stroke 96 0.6-1.3 mg 7-10 d NR NR

1997 Zhu et al 118 Diabetes complications 10 3 capsules/d 3 mo 98% None reported

1999 Wu and Wu 119 RA 126 2 capsules/d 3 mo 98% None reported

2000 Wei and Huang 120 RA 25 0.1 mg 6 wk 92% None reported

2001 Wu and Zu 121 Digestive system cancer 122 3 capsules/
thrice daily

30 d 92% None reported

2007 Wei et al 122 Scapulohumeral periarthritis 80 0.1 mg 2 wk 95% None reported

*Shaded studies denote oral administration of venom. NR indicates not reported.

TABLE 5 Placebo-controlled Studies Conducted With Cobra Venom

year Reference
Ref 
no. Application

no. of 
Participants Dose Duration Response Side effects

1940 Steinbrocker et al 110
Arthralgias and related 
conditions

65 0.1 mg 10 d 40% Injection site reactions

1954 Lumpkin and Firor 111 Arthritis 66 0.01-0.03 mg 4 mo 87% 2 allergic

1957 Meiselas and Schlecker 112 Osteoarthritis 14 0.01-0.03 mg 6 mo 0% None reported
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cases with advanced cancer, known to require potent analgesic 
intervention, with numerous participants in US studies already 
receiving opiate/NSAID combinations. In general, the following 
clinical observations were made: 

1. not a single case under the care of clinicians showed any 
serious toxic reaction after cobra venom injections; 

2. doses as low as 1 µg were found to be effective; 
3. when compared with the analgesia produced by mor-

phine, the effects of cobra venom were found to super-
vene more slowly but proved to be more lasting; 

4. little or no benefit was derived from the initial injections; 
5. cobra venom did not bring about the addiction and other 

undesirable features associated with the injection of opi-
ates and cocaine; 

6. an analgesic action was noted in some of the most intrac-

table conditions as, for instance, in malignant tumors of 
the jaw, spine, and pelvic bones; 

7. a number of the patients treated were morphine addicts, 
for whom it was possible to reduce the amount of narcot-
ics to a minimum by substituting cobra venom injections, 
and in a few instances, opiates were dispensed with tem-
porarily; and

8. once relief of pain was noted, the dosage could be 
reduced in frequency, first to alternate days and later 
patients could be kept comfortable with one or two injec-
tions a week. 

In this respect, cobra venom was strikingly different from 
morphine, which usually leads rapidly to habituation requiring 
increasingly frequent dosage. Of the 41 clinical studies refer-
enced here, there was only one study to report that cobra venom 

TABLE 7 Drug Substitution Studies With Cobra Venom Where Standard of Care Was Inadequate*

year Reference
Ref 
no. Application

no. of 
Participants Dose Duration Response Side effects

1936 Macht     9 Cancer pain/neuralgia 115 0.01-0.02 mg NR > 90% Nausea

1938 Macht 123 Cancer pain including 
neuralgias and arthritis

200 0.05 mg NR 70% None reported

1939 Rutherford   52 Cancer pain/cystitis 17 0.01-0.03 mg 4 mo 88% None reported,  
10 mg maintenance

1940 Black   51 Cancer pain 17 0.05 mg 30 d 70% Nausea and vomiting

1940 Macht 124 Cancer pain 4 0.05 mg Up to 4 mo 70% None reported

Zoster 8 1 wk 75% None reported

Radiation burns 2 Up to 2 wk 100% None reported

Tabes dorsalis 17 1 wk 60% None reported

1952 Hills and Firor   86 Cancer pain/migraine 30 0.1-1.2 mg 30 d Not reported Diplopia/hemiplegia/ 
vomiting

1960 Williams 125 Trigeminal neuralgia 8 NR 6 wk 100% None reported

1968 Singh and Srivastava 126 Asthma 30 0.05-0.25 mg 38 mo 100% None reported

1991 Song 127 Lung adenocarcinoma 7 3 capsules thrice 
daily

5 y N/A >3 y survival

*Shaded studies denote oral administration of venom. NR indicates not reported.

TABLE 8 Comparative Clinical Investigations With Cobra Toxins*

year Reference
Ref 
no. Application

no. of 
Subjects Dose Duration Response Side effects Comparator

1999 Wang et al 123 Postoperative pain 72 0.0011 
mg/kg

Single Relief 2x 
morphine

Dry mouth, nausea, dizziness Morphine

2001 Xu et al 129 Postoperative pain 100 NR 1 d > 90% Nausea, dizziness, sweating, 
hypodynamia, palpitation

Tramadol, ibuprofen

2002 Xu et al 130 Moderate to severe 
cancer pain

230 NR 7 d > 83% Side effects similar to tramadol Tramadol, iIbuprofen

*Shaded studies denote oral administration of venom. NR indicates not reported.
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had no analgesic activity; however, no adverse events were 
reported.112 A later study reported that the efficacy of cobra 
venom (Cobroxin, believed to be from Egyptian cobra venom) in 
subjects with chronic pain was in the range of 5% to 10%.116 There 
were some reported changes in the production of Nyloxin that 
could have had an adverse effect.88 Other US and foreign studies 
referred in manuscript references here were positive about the 
benefits of cobra venom. Consequently, 97% of clinical analgesic 
studies with cobra venom were overwhelmingly positive. 
Reasonably consistent responses were observed in conditions 
treated with cobra venom between the American, European, and 
Chinese studies.

In postoperative pain management, pure cobrotoxin 
(COTX) was compared to morphine, where it was found to act 
twice as long as morphine but with 150th the amount of drug on 
a per kg basis.128 In one study, cobrotoxin was not as effective 
against cancer pain as had been previously reported for whole 
cobra venom,134 suggesting that a combination of other neurotox-
ins and venom components may be required for maximal effect. 

Recent studies suggest that cobra venom could be employed 
to control withdrawal symptoms in opiate addicts.30 Two clinical 

studies have been reported without any clear indication as to 
their success (Table 10). By the 1930s, cobra venom had already 
been established as a potential solution to the problem of opium 
addiction when taken in the form of a pill,138 though this applica-
tion was not part of homeopathic practice. Later studies have 
found that subjects suspected of being addicted to the opiate 
analgesics were able to reduce their opiate intake when using 
cobra venom.52 

In all but two studies, the administration of cobra venom for 
the control of pain was overwhelmingly positive, leading to specu-
lation as to why its use was abandoned in American and European 
medicine. According to a preliminary report by the American 
Medical Association in 1940, there was insufficient evidence to 
include it as a New and Nonofficial Remedy.139 The major objec-
tions included difficulty with dosing, frequent treatment failures, 
potential for intense pain upon injection, and its failure to replace 
morphine completely; there were significant concerns about the 
quality of the product.139 It was noted that pain upon injection was 
not associated with the Nyloxin formulation. However, the report 
seems at odds with the observed efficacy of cobra venom in con-
trolling pain that was consistently reported at 70%. 

Cobra Venom for Pain Management

TABLE 9 Open-label Trials Conducted With Pure Cobra Toxin*

year Reference Ref no. Application no. of Participants Dose Duration Response Side effects

1978 Wenshaw State Derm Inst 131 Leprosy neuropathy 30 0.035 mg NR 90% None reported

1980 Pu 132 Headache 96 0.07 mg 10 d 81% None reported

Sciatica 100% None reported

Trigeminal neuralgia 81% None reported

1980 Zeng 133 Sciatica 64 0.07 mg NR 90% None reported

Low back pain 60% None reported

RA 70% None reported

Other; migraine,  
amputation, epilepsy

83% None reported

1995 Cao et al 134 Cancer pain NR 0.07 mg NR 33% None reported

Trigeminal neuralgia 100% None reported

Sciatica 100% None reported

Low back pain 100% None reported

1998 Gao 135 Sciatica 182 0.07 mg 20 d 89% None reported

1999 Zhu et al 136 Acute and chronic pain 92 0.07 mg 5 d >82% Dry mouth,  
nausea, dizziness

*NR indicates not reported; RA, rheumatoid arthritis.

TABLE 10 Treatment of Opiate Addiction

year Reference Ref no. Application no. of Participants Dose Duration Response Side effects

1991 Li and Zhou  137 Opiate addiction 90 NR NR NR Reduces withdrawal symptoms

1993 Xiong et al  30 Opiate addiction 300 NR NR NR Not reported

*NR indicates not reported.
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COnCLuSIOn
Cobra venom is classified as a homeopathic drug, though its 

usage has been more consistent with allopathic medicine. 
However, opium and morphine were considered homeopathic 
drugs in the United States, used at potencies as low as 3X, until 
they were subjected to prescription control under the Harrison 
Narcotics Tax Act of 1914.11 The preclinical data obtained with 
cobra venom and its constituent neurotoxins from recent labora-
tory studies have simply confirmed many of the early clinical 
observations. The promiscuity of the nicotinic receptors for 
other drugs (opiates and antidepressants) supports some of the 
clinical responses in depression and addiction. Complicating the 
picture further is that cobra venom has several analgesic compo-
nents that may interact to provide a concerted effect. More 
detailed investigations are desirable to better understand how 
cobra neurotoxins exert their analgesic effects, especially with 
regard to the drug’s apparently central effects. It would also 
prove enlightening if a greater emphasis in laboratory studies 
was placed on determining a more detailed pharmacological pro-
file of the NAchRs involved, thereby providing a clearer under-
standing of the mechanisms. 

Today, opiate drugs, in spite of their shortcomings, remain 
the backbone of moderate to severe pain management in spite of 
significant efforts to find superior substitutes. Cobra venom is a 
readily available resource that is experiencing increased produc-
tion and presents a useful resource in developing nations where 
potent and cost-effective analgesics are needed. Cobra venom’s 
impressive safety record and observed response rate, in addition 
to the recent laboratory confirmations of cobra venom peptides’ 
potential in analgesic models, may warrant its reintroduction as 
an alternative to opiates. The successful conduct of controlled 
clinical studies to modern standards would help support this 
proposal. Furthermore, the reported analgesic activity of cobra 
venom by oral administration is contrary to current dogma that 
needs validation at least in animal models.  

Acknowledgments
In addition to the collaborative studies conducted with his group, gratitude is extended to 
Professor Zheng Hong Qin and his team at Soochow University (Suzhou, China) for transla-
tions of the Chinese clinical references. The Google books archive (www.books.google.com) is 
also acknowledged. 

ReFeRenCeS 
1.  No authors listed. Cancer pain relief and palliative care. Report of a WHO Expert 

Committee. World Health Organ Tech Rep Ser. 1990;804:1-75.
2.  Manchikanti L, Singh V, Datta S, Cohen SP, Hirsch JA; American Society of 

Interventional Pain Physicians. Comprehensive review of epidemiology, scope, and 
impact of spinal pain. Pain Physician. 2009;12(4):E35-E70. 

3.  Gilron I, Bailey JM, Tu D, Holden RR, Weaver DF, Houlden RL. Morphine, gabapentin, 
or their combination for neuropathic pain. N Engl J Med. 2005;352(13):1324-1334.

4.  Cohen SB, Cohen MD, Cush JJ, et al. Unresolved issues in identifying and overcoming 
inadequate response in rheumatoid arthritis: weighing the evidence. J Rheumatol Suppl. 
2008 Feb;81:4-30; quiz 31-34.

5.  Luo X, Pietrobon R, Sun SX, Liu GG, Hey L. Estimates and patterns of direct health 
care expenditures among individuals with back pain in the United States. Spine (Phila 
Pa 1976). 2004;29(1):79-86.

6.  No authors listed. Table of reported statistics, International Narcotics Control Board 
Annual Report 2009:71.

7.  Walsh SL, Nuzzo PA, Lofwall MR, Holtman JR Jr. The relative abuse liability of oral 
oxycodone, hydrocodone and hydromorphone assessed in prescription opioid abusers. 
Drug Alcohol Depend. 2008;98(3):191-202.

8.  Manchikanti L, Singh A. Therapeutic opioids: a ten-year perspective on the complexi-
ties and complications of the escalating use, abuse, and nonmedical use of opioids. 
Pain Physician. 2008;11(2 Suppl):S63-S88.

9.  Macht DI. Experimental and clinical study of cobra venom as an analgesic. Proc Natl 
Acad Sci U S A. 1936;22(1):61-71.

10.  Russell R. Additional observations on the Naja tripudians. Br J Homeopathy. 
1853;XI:591-598. 

11.  Clarke JH. A Dictionary of Practical Materia Medica. Vol 1. London, England: The 
Homeopathic Publishing Company; 1900.

12.  May TJ, Crotalin. An improved method for its administration. Boston Med Surg J. 
1910;162:46-47. 

13.  Jenkins CL, Pendleton AS. Crotalin in epilepsy. JAMA. 1914;63(20):1749-1750.
14.  Gosset. Cobra venom in cancer. Lancet (Paris). 1933 Apr 15:826. 
15.  Wüster W. Taxonomic changes and toxinology: systematic changes of the Asiatic 

cobras (Naja naja species complex). Toxicon. 1996;34(4):399-406.
16.  Shashidharamurthy R, Jagadeesha DK, Girish KS, Kemparaju K. Variations in bio-

chemical and pharmacological properties of Indian cobra (Naja naja naja) venom due 
to geographical distribution. Mol Cell Biochem. 2002;229(1-2):93-101.

17.  Wuster W. The cobras of the genus Naja in India. Hamadryad.1998;23:15-32. 
18.  Karlsson E. Chemistry of protein toxins in snake venoms. In: Lee CY, editor. Handbook 

of Experimental Pharmacology. Berlin, Germany: Springer-Verlag; 1979;52:159-212. 
19.  Chwetzoff S, Tsunasawa S, Sakiyama F, Ménez A. Nigexine, a phospholipase A2 from cobra 

venom with cytotoxic properties not related to esterase activity. Purification, amino acid 
sequence, and biological properties. J Biol Chem. 1989;264(22):13289-13297.

20.  Hu P, Sun L, Zhu ZQ, et al. Crystal structure of Natratoxin, a novel snake secreted phos-
pholipaseA2 neurotoxin from Naja atra venom inhibiting A-type K+ currents. Proteins. 
2008;72(2):673-683.

21.  Wang J, Shen B, Guo M, et al. Blocking effect and crystal structure of natrin toxin, a 
cysteine-rich secretory protein from Naja atra venom that targets the BKCa channel. 
Biochemistry. 2005;44(30):10145-10152.

22.  Lukas RJ. Diversity and patterns of regulation of nicotinic receptor subtypes. Ann N Y 
Acad Sci. 1995 May 10;757:153-168.

23.  Gomes A, Bhattacharya S, Chakraborty M, Bhattacharjee P, Mishra R, Gomes A. Anti-
arthritic activity of Indian monocellate cobra (Naja kaouthia) venom on adjuvant 
induced arthritis. Toxicon. 2010 Feb-Mar;55(2-3):670-673. 

24.  Zhang HL, Han R, Gu ZL, et al. A short-chain a-neurotoxin from Naja naja atra pro-
duces potent cholinergic-dependent analgesia. Neurosci Bull. 2006;22(2):103-109.

25.  Chen ZX, Zhang HL, Gu ZL, et al. A long-form a-neurotoxin from cobra venom pro-
duces potent opioid-independent analgesia. Acta Pharmacol Sin. 2006;27(4):402-408.

26.  Macht DI, Macht MB. Quantitative studies on pain threshold after administration of 
various drugs. J Am Pharm Assoc. 1940;29(5):193-199.

27.  Chen R, Robinson SE. Effect of cholinergic manipulations on the analgesic response to 
Cobrotoxin in mice. Life Sci. 1990;47(21):1949-1954.

28.  Zhang HL, Han R, Chen ZX, et al. Analgesic effects of receptin, a chemically modified 
cobratoxin from Thailand cobra venom. Neurosci Bull. 2006;22(5):267-273.

29.  Cheng BC, Zhou XP, Zhu Q, et al. Cobratoxin inhibits pain-evoked discharge of neu-
rons in thalamic parafascicular nucleus in rats: involvement of cholinergic and seroton-
ergic systems. Toxicon. 2009;54(3):224-232. Epub 2009 Apr 16.

30.  Xiong Y, Wang W, Pu X, Song J. Preliminary study on the mechanism of using snake 
venom to substitute for addictive drugs. Toxicon. 1992;30(5-6):567-568.

31.  Liu YL, Lin HM, Zou R, et al. Suppression of complete Freund’s adjuvant-induced adju-
vant arthritis by cobratoxin. Acta Pharmacol Sin. 2009;30(2):219-227.

32.  Jiang WJ, Liang YX, Han LP, Qiu PX, Yuan J, Zhao SJ. Purification and characterization 
of a novel antinociceptive toxin from Cobra venom (Naja naja atra). Toxicon. 
2008;52(5):638-646.

33.  Chen Y, Xu YL, Purification, characterization and analgesic activity of the neurotoxins 
from Naja atra venom [article in Chinese].  Strait Pharmaceut. J.. 2007;12:27-30. 

34.  Levin ME, Jin JG, Ji RR, et al. Complement activation in the peripheral nervous system 
following the spinal nerve ligation model of neuropathic pain. Pain. 2008;137(1):182-201.

35.  Pavlov VA. Cholinergic modulation of inflammation. Int J Clin Exp Med. 
2008;1(3):203-212.

36.  Shin VY, Jin HC, Ng EK, et al. Nicotine and 4-(methylnitrosamino)-1-(3-pyridyl)-1-bu-
tanone induce cyclooxygenase-2 activity in human gastric cancer cells: involvement of 
nicotinic acetylcholine receptor (nAChR) and beta-adrenergic receptor signaling path-
ways. Toxicol Appl Pharmacol. 2008;233(2):254-261.

37.  Schuller HM. Nitrosamines as nicotinic receptor ligands. Life Sci. 2007;80(24-25):2274-2280.
38.  Arredondo J, Chernyavsky AI, Grando SA. Nicotinic receptors mediate tumorigenic 

action of tobacco-derived nitrosamines on immortalized oral epithelial cells. Cancer 
Biol Ther. 2006;5(5):511-517.

39.  Sciamanna MA, Griesmann GE, Williams CL, Lennon VA. Nicotinic acetylcholine 
receptors of muscle and neuronal (alpha7) types coexpressed in a small cell lung carci-
noma. J Neurochem. 1997;69(6):2302-2311.

40.  Carlisle DL, Liu X, Hopkins TM, Swick MC, Dhir R, Siegfried JM. Nicotine activates 
cell-signaling pathways through muscle-type and neuronal nicotinic acetylcholine 
receptors in non-small cell lung cancer cells. Pulm Pharmacol Ther. 2007;20(6):629-641.

41.  Paleari L, Negri E, Catassi A, et al. Inhibition of nonneuronal alpha7-nicotinic receptor 
for lung cancer treatment. Am J Respir Crit Care Med. 2009;179(12):1141-1150. 

42.  Strizhkov BN, Blishchenko EYu, Satpaev DK, Karelin AA. Both neurotoxin II from 
venom of Naja naja oxiana and its endogenous analogue induce apoptosis in tumor 
cells. FEBS Lett. 1994;340(1-2):22-24.

43.  Neumann S, Razen M, Habermehl P, et al. The non-neuronal cholinergic system in 

Cobra Venom for Pain Management



70     ALTERNATIVE THERAPIES, jan/feb 2011, VOL. 17, NO. 1 Cobra Venom for Pain Management

peripheral blood cells: effects of nicotinic and muscarinic receptor antagonists on 
phagocytosis, respiratory burst and migration. Life Sci. 2007;80(24-25):2361-2364.

44.  Ghedini PC, Viel TA, Honda L, et al. Increased expression of acetylcholine receptors in 
the diaphragm muscle of MDX mice. Muscle Nerve. 2008;38(6):1585-1594.

45.  De Simone R, Ajmone-Cat MA, Carnevale D, Minghetti L. Activation of alpha7 nicotin-
ic acetylcholine receptor by nicotine selectively up-regulates cyclooxygenase-2 and 
prostaglandin E2 in rat microglial cultures. J Neuroinflammation. 2005;2(1):4.

46.  Fryer JD, Lukas RJ. Antidepressants noncompetitively inhibit nicotinic acetylcholine 
receptor function. J Neurochem. 1999;72(3):1117-1124.

47.  Zhang HL, Han R, Chen ZX, et al. Opiate and acetylcholine-independent analgesic 
actions of crotoxin isolated from crotalus durissus terrificus venom. Toxicon. 
2006;48(2):175-182.

48.  Zhu Q, Wu DC, Zhou XP, et al. Inhibitory effect of crotoxin on the pain-evoked discharge 
of neurons in thalamic parafascicular nucleus in rats. Toxicon. 2008;51(1):102-111.

49.  Nogueira-Neto Fde S, Amorim RL, Brigatte P, et al. The analgesic effect of crotoxin on 
neuropathic pain is mediated by central muscarinic receptors and 5-lipoxygenase-de-
rived mediators. Pharmacol Biochem Behav. 2008;91(2):252-260.

50.  Yan CH, Yang YP, Qin ZH, Gu ZL, Reid P, Liang ZQ. Autophagy is involved in cytotoxic 
effects of crotoxin in human breast cancer cell line MCF-7 cells. Acta Pharmacol Sin. 
2007;28(4):540-548.

51.  Black WT. Cobra venom for the relief of pain. South Med J. 1940;33(4):432-436.
52.  Rutherford RN. The use of cobra venom in the relief of intractable pain. N Engl J Med. 

1939;221(11):408-413. 
53.  Bryson KD. The treatment of chronic arthritis with a combination of cobra venom, for-

mic acid, and silicic acid. Am Surg. 1954;20(7):751-755. 
54.  Moreira EG, Nascimento N, Rosa GJ, Rogero JR, Vassilieff VS. Crotoxin-induced behav-

ioral effects in rats. Braz J Med Biol Res. 1996;29(5):629-632.
55.  McIntosh JM, Plazas PV, Watkins M, Gomez-Casati ME, Olivera BM, Elgoyhen AB. A 

novel alpha-conotoxin, PeIA, cloned from Conus pergrandis, discriminates between rat 
alpha9alpha10 and alpha7 nicotinic cholinergic receptors. J Biol Chem. 
2005;280(34):30107-30112.

56.  Vincler M, Wittenauer S, Parker R, Ellison M, Olivera BM, McIntosh JM. Molecular 
mechanism for analgesia involving specific antagonism of alpha9alpha10 nicotinic ace-
tylcholine receptors. Proc Natl Acad Sci U S A. 2006;103(47):17880-17884.

57.  Peng H, Ferris RL, Matthews T, Hiel H, Lopez-Albaitero A, Lustig LR. Characterization 
of the human nicotinic acetylcholine receptor subunit alpha (alpha) 9 (CHRNA9) and 
alpha (alpha) 10 (CHRNA10) in lymphocytes. Life Sci. 2004;76(3):263-280.

58.  Lioudyno MI, Verbitsky M, Holt JC, Elgoyhen AB, Guth PS. Morphine inhibits an 
alpha9-acetylcholine nicotinic receptor-mediated response by a mechanism which does 
not involve opioid receptors. Hear Res. 2000;149(1-2):167-177. 

59.  Mortazavi S, Thompson J, Baghdoyan HA, Lydic R. Fentanyl and morphine, but not 
remifentanil, inhibit acetylcholine release in pontine regions modulating arousal. 
Anesthesiology. 1999;90(4):1070-1077.

60.  Haghparast A, Khani A, Naderi N, Alizadeh AM, Motamedi F. Repeated administra-
tion of nicotine attenuates the development of morphine tolerance and dependence in 
mice. Pharmacol Biochem Behav. 2008;88(4):385-392.

61.  Lalo U, Pankratov Y, Krishtal O, North RA. Methyllycaconitine, alpha-bungarotoxin 
and (+)-tubocurarine block fast ATP-gated currents in rat dorsal root ganglion cells. Br 
J Pharmacol. 2004;142(8):1227-1232.

62.  Jarvis MF. Contributions of P2X3 homomeric and heteromeric channels to acute and 
chronic pain. Expert Opin Ther Targets. 2003;7(4):513-522.

63.  Kennedy C. P2X receptors: targets for novel analgesics? Neuroscientist. 2005;11(4):345-356.
64.  Ikeda K, Kawase Y, Takazawa T, et al. Scopolamine-induced migraine like headache. 

Intern Med. 2009;48(9):681-685.
65.  Miyoshi S, Tu AT. Muscarinic acetylcholine receptor (mAChR) inhibitor from snake 

venom: interaction with subtypes of human mAChR. Arch Biochem Biophys. 
1999;369(1):114-118.

66.  Kukhtina VV, Weise C, Muranova TA, et al. Muscarinic toxin-like proteins from cobra 
venom. Eur J Biochem. 2000;267(23):6784-6789.

67.  Liu C, Shen FM, Le YY, et al. Antishock effect of anisodamine involves a novel pathway 
for activating alpha7 nicotinic acetylcholine receptor. Crit Care Med. 2009;37(2):634-641.

68.  Abe K, Taguchi K, Kato M, et al. Characterization of muscarinic receptor subtypes in 
the rostral ventrolateral medulla and effects on morphine-induced antinociception in 
rats. Eur J Pharmacol. 2003;465(3):237-249.

69.  Hayashida K, Eisenach JC. Multiplicative interactions to enhance gabapentin to treat 
neuropathic pain. Eur J Pharmacol. 2008;598(1-3):21-26.

70.  Macht MB. Behavior in rats in a maze in relation to analgesic effect of cobra and mor-
phine. Proc Soc Exp Biol Med. 1939;42:436 10928P.

71.  Macht DI. Influence of cobra venom on some convulsant drugs. Am J Physiol. 
1938;123:134. 

72.  Macht MB, Effects of repeated injections of cobra venom and morphine on behavior of 
rats in a maze, Proc Soc Exp Biol Med. 1939;42:433 10927P.

73.  Calmette A. Venoms: Venomous Animals and Antivenomous Serum-therapeutics. Austin EE, 
trans. New York, New York: William Wood & Co; 1908. 

74.  Taylor A. Action of the poison of the cobra di capello, or naja tripudians. In: Howse, 
HG, ed. Guy’s Hospital Reports. Vol XIX. London, England: J & A Churchill:297-309. 

75.  Lamb G, Hunter W. On the action of venoms of different species of poisonous snakes 
on the nervous system. Lancet. 1904; Oct 22:1146-1149. 

76.  Karalliedde LD, Sanmuganathan PS. Respiratory failure following envenomation. 
Anaesthesia. 1988;43(9):753-754.

77.  Bawaskar HS, Bawaskar PH. Envenoming by the common krait (Bungarus caeruleus) 

and Asian cobra (Naja naja): clinical manifestations and their management in a rural 
setting. Wilderness Environ Med. 2004;15(4):257-266.

78.  Vick JA, Ciuchta HP, Broomfield C, Currie BT. Isolation and identification of toxic frac-
tions of cobra venom. Toxicon. 1966;3(4):237-241.

79.  Szold O, Ben-Abraham R, Weinbroum AA, et al. Antagonization of TNF attenuates sys-
temic hemodynamic manifestations of envenomation in a rat model of Vipera aspis 
snakebite. Intensive Care Med. 2001;27(5):884-888.

80.  Bhargava VK, Horton RW, Meldrum BS. Long-lasting convulsant effect on the cerebral 
cortex of Naja naja venom. Br J Pharmacol. 1970;39(2):455-461. 

81.  John J, Gane BD, Plakkal N, Aghoram R, Sampath S. Snake bite mimicking brain death. 
Cases J. 2008;1(1):16.

82.  Pittman R, Oppenheim RW. Cell death of motoneurons in the chick embryo spinal 
cord. IV. Evidence that a functional neuromuscular interaction is involved in the regu-
lation of naturally occurring cell death and the stabilization of synapses. J Comp Neurol. 
1979;187(2):425-446.

83.  Oppenheim RW, Bursztajn S, Prevette D. Cell death of motoneurons in the chick 
embryo spinal cord. XI. Acetylcholine receptors and synaptogenesis in skeletal muscle 
following the reduction of motoneuron death by neuromuscular blockade. Development. 
1989;107(2):331-341.

84.  Tseng LF, Chiu TH, Lee CY. Absorption and distribution of I-labeled cobra venom and 
its purified toxins. Toxicol Appl Pharmacol. 1968;12(3):526-535. 

85.  Ismail M, Aly MH, Abd-Elsalam MA, Morad AM. A three-compartment open pharma-
cokinetic model can explain variable toxicities of cobra venoms and their alpha toxins. 
Toxicon. 1996;34(9):1011-1026. 

86.  Hills RG, Firor WM. The use of more potent cobra venom for intractable pain. Am Surg. 
1952;18(9):875-879.

87.  Macht DI, Sherman S, Brooks DJ. Effects of repeated injections of cobra venom on 
blood chemistry and morphology. Proc Soc Exp Biol Med. 1940;43:458-461. 

88.  Macht DI. New developments in pharmacology and therapeutics of cobra venom. Tr 
Am Therap Soc. 1940;40:62-69. 

89.  Davenport HW. Prevention and suppression by azathioprine of venom-induced pro-
tein-losing gastropathy in dogs. Proc Natl Acad Sci U S A. 1976;73(3):968-970. 

90.  Primor N, Teitelbaum Z, Zlotkin E. Penetrability of orally toxic protein from cobra 
venom through the gut of a blowfly. Biochim Biophys Acta. 1980;627(1):71-81.

91.  Primor N, Zlotkin E. Penetrability of proteins through the digestive system of 
Sarcophaga falculata blowfly. Biochim Biophys Acta. 1980;627(1):82-90.

92.  Khole V. Oral toxicity of central Asian cobra (Naja naja oxiana Eichwald) venom and its 
fractions to adult blowflies Parasarcophaga ruficornis Fabricius. Indian J Exp Biol. 
1988;26(10):808-810.

93.  Macht DI, Macht MB, Quantitative studies on pain threshold after administration of 
various drugs, J Amer Pharm Assoc. 1940;29(5):193-199.

94.  Giorgi R, Bernardi MM, Cury Y. Analgesic effect evoked by low molecular weight sub-
stances extracted from Crotalus durissus terrificus venom. Toxicon. 1993;31(10):1257-1365.

95.  Picolo G, Giorgi R, Bernardi MM, Cury Y. The antinociceptive effect of Crotalus durissus 
terrificus snake venom is mainly due to a supraspinally integrated response. Toxicon. 
1998;36(1):223-227.

96.  Brigatte P, Hoffmann FA, Bernardi MM, et al. Tolerance to the antinociceptive effect of 
Crotalus durissus terrificus snake venom in mice is mediated by pharmacodynamic 
mechanisms. Toxicon. 2001;39(9):1399-1410.

97.  Lentz TL, Hawrot E, Wilson PT. Synthetic peptides corresponding to sequences of 
snake venom neurotoxins and rabies virus glycoprotein bind to the nicotinic acetylcho-
line receptor. Proteins. 1987;2(4):298-307.

98.  Hinman CL, Stevens-Truss R, Schwarz C, Hudson RA. Sequence determinants of modi-
fied cobra venom neurotoxin which induce immune resistance to experimental allergic 
encephalomyelitis: molecular mechanisms for immunologic action. Immunopharmacol 
Immunotoxicol. 1999;21(3):483-506.

99.  Miller K, Porter R, Miller G, Miale A. Pharmacokinetics employing 99m-Pertechnetate. 
Abstract of the Sixth Annual Meeting of the SouthEastern Pharmacology Society. J Clin 
Pharmacol. 1985;25:633. 

100. Bayes. On the differential symptomatology of Naja Tripudians and Crotalus poisons. Br 
J Homeopathy. 1876:34:204-242. 

101. Hughes R. A Manual of Pharmacodynamics. 2nd ed. Henry Turner and Co; 1870:407-409.  
102. Chopra RN, Chowdan JS. The venom of Indian cobra (Naja naja) in certain painful 

conditions. Indian Med Gaz. 1940;75:69-75. 
103. Reid PF. Alpha-cobratoxin as a possible therapy for multiple sclerosis: a review of the 

literature leading to its development for this application. Crit Rev Immunol. 
2007;27(4):291-302.

104. Sharma J, Von Hoff DD, Weiss GR. Salmonella arizonae peritonitis secondary to inges-
tion of rattlesnake capsules for gastric cancer. J Clin Oncol. 1993;11(11):2288-2289. 

105. Macht DI, Macht MB. Comparative effect of cobra venom and opiates on vision. J Exper 
Physcol. 1939;25:481. 

106. Macht DI, Macht MB. Comparative studies of cobra venom and opium alkaloids on 
audition. Am J Physiol. 1939;126(3):574. 

107. Macht DI, Macht MB. Effects of cobra venom on olfactory sense. Am J Physiol. 
1940;129:411. 

108. Macht DI, Macht MB. Effects of cobra venom and opiates on mental efficiency tests. 
Am J Physiol. 1939;126(3):574-575.  

109. Hayman M, Macht DI. Clinical and biochemical studies in cobra venom therapy. Med 
Rec. 1940;152:67-69. 

110. Steinbrocker O, McEachern GC, LaMotta EP, Brooks F. Experience with cobra venom 
in arthalgias and related conditions. JAMA. 1940;114(4);318-322. 



ALTERNATIVE THERAPIES, jan/feb 2011, VOL. 17, NO. 1    71Cobra Venom for Pain Management

111. Lumpkin WR, Firor WM. Evaluation of the Bryson treatment of arthritis. Am Surg. 
1954;20(7):756-759.

112. Meiselas LE, Schlecker AA. The effect of nyloxin on the pain of arthritis. N Y State J 
Med. 1957;57(12):2067-2068.

113. Gayle RF, Williams JN. Symptomatic treatment of Parkinsonism symptoms with cobra 
venom. South Med J. 1938;31(2):188-192. 

114. Chopra RN, Chowdan JS. The use of cobra venom in nerve leprosy. Indian Med Gaz. 
1938;73:720-725. 

115. Oaks LW, Quinn JH. Cobra venom in ocular therapy. Trans Pac Coast Otoophthalmol 
Soc Annu Meet. 1954;35:71-82.

116. Beckner TF, Idsvoog P. Drug use and distribution in a pain rehabilitation center. Am J 
Hosp Pharm. 1975;32(3):285-289. 

117. Zhou LH, Liu MJ, Liu ZL. The effect on blood chemistry of snake venom ingredient. 
Med J Chin Microcir. 1993:79-80. 

118. Zhu CZ, Li H, Yang QP, et al. The clinical treatment of diabetic kidney capsule of Cobra 
venom. Med Pharm Yunnan. 1997;18:460-461. 

119. Wu MB, Wu GL. The treatment of rheumatoid arthritis in 126 cases of venom com-
pound capsule. J Snake. 1999;11:30. 

120. Wei S, ZW Huang. Snake venom injection point injected in the treatment of altauna by 
rheumatoid arthritis in 32 cases. J Shandong Uni Tradit Chin Med. 2000;24:276-277. 

121. Wu YQ, Zu W. Clinical observation of capsule in the treatment of infertility group in 
122 cases of the digestive system cancer. J Snake. 2001;13:26-28. 

122. Wei S, Qiu L, Chen ZH, Xu MC. Effect observation of snake venom point injection in 
the treatment of scapulohumeral periarthritis. Chin J Info Tradit Chin Med. 2007;14:68. 

123. Macht DI. Therapeutic experiences with cobra venom. Ann Int Med. 1938;11(10):1824-1833.
124. Macht DI. Cobra venom therapy in dermatology and syphilology. Urol Cutan Rev. 

1940;44:119-123. 
125. Williams EY. Treatment of trigeminal neuralgia with cobra venom. J Natl Med Assoc. 

1960 Sep;52:327-328.
126. Singh I, Srivastava MC. Anti-asthmatic effects of immunization with cobra venom. Br J 

Dis Chest. 1968;62(2):107-109. 
127. Song YT. Clinical observation of snake venom on lung cancer. Clinical. 1991;6:311-312. 
128. Wang X, Wang F, Hu ZD. Effect of new cobratoxin on postoperative analgesia. J Snake. 

1999;11(1):19-20. 
129. Xu JM, Song ST, Yu1 CZ, et al. A randomized, double-blind, placebo-controlled, paral-

lel multicenter trial of cobrotoxin-containing compound analgesic in the treatment of 
postoperative pain. Europain. 2002;2(2):abstract. 

130. Xu JM, Song ST, Feng FY, et al. Cobrotoxin-containing analgesic compound to treat 
chronic moderate to severe cancer pain: Results from a randomized, double-blind, 
cross-over study and from an open-label study. Oncol Reports. 2006;16;1077-1084.

131. Wenshan State Dermatology Institute, Yunnan Province. A clinical observation report on 
the novel drug “Cobrotoxin” for reactivity neuralgia of leprosy. J Dermatol Venereol. 1978:3-5. 

132. Pu DX. Observation on the therapeutic effect of Cobrotoxin for neurovascular head-
ache, sciatica and trigeminal neuralgia in 96 cases. Med Pharm Yunnan. 1980:27-31. 

133. Zeng CM. Observation on the therapeutic effect of the novel drug “Cobrotoxin” for 
chronicity backleg pain in 80 cases. Med Pharm Yunnan. 1980:26-28. 

134. Cao YS, Cheng BQ, Zhao GH, Chen YM. Analgesic effect of KTL (Purified Naja neuro-
toxin) compound pain in clinical application. J Snake. 1995;7 (1):51-53.

135. Gao ZN. Analysis of the therapeutic effect of Cobrotoxin with traditional Chinese med-
icine 182 cases of sciatica. J Snake. 1998;10:21. 

136. Zhu T, Liu G, Ji T, Miao Z, Chen S. The Analgesic effect of injectional cobra neurotoxin 
purified judged by the National Standard in Clinic. J Snake. 1999;11(4):43-46. 

137. Li DH, Zhou YL. Clinical observation on treatment of the cobrotoxin in 90 cases with 
heroin dependence. Med Pharm Yunnan. 1991;12:322-324. 

138. Chopra RN, Chowhan JS. Snake venoms in pharmacology and therapeutics. Ind Med 
Gaz. 1935;445-453. 

139. Council on Pharmacy and Chemistry. JAMA. 1940;115(14):1196-1197.

AN INDISPENSIBLE REFERENCE 
WITH THE LATEST 

ALTERNATIVE APPROACHES

REGAIN AN ACTIVE LIFESTYLE!
More than 66 million Americans (nearly one in three 
adults) are affl  icted with some type of arthritis. It can be 
a debilitating illness limiting everyday movements such 
as walking, standing, or even something as simple as 
holding a pencil. The laundry list of conventional drugs 
used to help arthiritis merely mask the symptoms and 
are often accompanied by serious side eff ects.

Featuring the latest scientifi c information on the 
dangers of anti-infl ammatory drugs and how to safely and 
naturally relieve painful symptoms, this new edition of 
Arthritis: An Alternative Medicine Defi nitive Guide is an 
essential resource. Discover the underlying causes of 
arthritis and how proper nutrition, herbs, detoxifi cation 
and other methods can put suff erers back on the move.

To order this and other great health books, visit 
naturalsolutionsmag.com/go/shop or call 
800-841-2665 or visit your local bookseller.

Distributed by
CELESTIAL ARTS/TEN SPEED PRESS

ONLY
$18.95
plus shipping
and handling

Arthritis_HalfVert.indd   1 12/16/09   2:34:14 PM


