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Sugammadex‑induced anaphylactic reaction: A systematic 
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Introduction

Perioperative anaphylaxis is a rare, but life‑threatening 
hypersensitivity reaction for patients undergoing surgical 
procedures. Incidence of perioperative anaphylaxis varies 
across countries, but studies have shown it ranges from 
1:1250 to 1:18600 during surgeries using anesthesia.[1,2] 
Perioperative anaphylaxis can be lethal due to an acute 
immune response to an offending agent that affects 

multiple organ systems, requiring immediate medical 
attention.[3] The agents most commonly associated with 
these adverse events are usually neuromuscular blocking 
agents (NMBA), latex, and antibiotics.[4] Over the 
past decade, there has been an increasing number of 
reports of anaphylaxis induced by another anesthetic agent 
sugammadex.[5,6]

Sugammadex is the first selective relaxant binding 
agent (SRBA) approved by the FDA in 2015.[7] It reverses 
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Perioperative anaphylaxis is a rare, but life‑threatening hypersensitivity reaction for patients undergoing surgical procedures. 
Sugammadex is a relatively new drug used to reverse the neuromuscular blockade of specific anesthetics in surgery. Several 
case reports indicate that there may be a risk of anaphylaxis associated with the use of sugammadex This review examines the 
literature in order to evaluate the strength of the association between sugammadex use and anaphylaxis. A query of PubMed, 
EMBASE, and Web of Science was conducted using a combination of terms to identify relevant articles from inception until 
March 9, 2020. We included any primary study that identified sugammadex as a probable causative agent based on the World 
Allergy Organization diagnostic criteria for anaphylaxis. A total of 24 articles were reviewed. Across the three randomized 
controlled trials, there were only four cases of anaphylaxis identified. Incidence of anaphylaxis was reported in only one trial 
at 0.33%. Two retrospective observational studies conducted in Japan identified cases of anaphylaxis, with incidences of 0.02 
and 0.04%. Among 19 case reports and series, 25 patient cases of anaphylaxis were confirmed via allergy testing to be caused 
by sugammadex or sugammadex–rocuronium complex. Commonly reported symptoms included hypotension, erythema, 
and decreased oxygen saturation. Based on the findings of this review, there appears to be a rare, but serious, association of 
sugammadex‑induced perioperative anaphylaxis with an incidence between 0.02 and 0.04% in observational studies. It is 
unclear whether sugammadex on its own or in complex with rocuronium triggers this reaction, but it is clearly involved in 
inducing anaphylaxis. Further population studies are needed to get a more accurate global incidence rate, and more detailed 
allergy testing is required to better describe which step of the sugammadex reversal pathway initiates the anaphylactic attack.
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the neuromuscular blockade caused by NMBAs, such as 
rocuronium and vecuronium, which are used as muscle relaxers 
during surgeries. It acts by encapsulating the NMBA to 
form a stable complex, thus inactivating it.[8] Compared to 
previous agents used to reverse muscle relaxers, sugammadex 
has fewer muscarinic side effects and can reverse deep muscle 
relaxation in a dose‑dependent manner, which makes it an 
appealing agent to use.[9] It has also has been used to attenuate 
anaphylactic reactions caused by rocuronium.[10]

Sugammadex, however, may carry its own risk of drug 
hypersensitivity reactions, defined as the “unintended and 
unwanted stimulation of immune or inflammatory cells by a 
medication,”[11] including the risk of anaphylaxis. Recently, 
there have been safety concerns that sugammadex might induce 
hypersensitivity and potentially fatal outcomes in various 
patient populations.[5,6] Previous systematic reviews have 
looked to identify and characterize cases of hypersensitivity 
associated with sugammadex.[12] However, hypersensitivity 
reactions range from mild cases requiring no treatment, to 
severe potentially fatal cases, such as perioperative anaphylaxis, 
that require immediate medical attention. There are currently 
no reviews that parse out the association of sugammadex with 
the more serious and life‑threatening reaction of perioperative 
anaphylaxis. Therefore, we aimed to evaluate the association 
between sugammadex use and the incidence of anaphylaxis 
by summarizing the incidence rate of anaphylaxis events and 
reporting typical clinical presentation.

Material and Methods

Queries through PubMed, EMBASE, and Web of Science 
were conducted using the terms ‘sugammadex AND (anaphyl* 
OR allerg* OR hypersensitiv*)’ from inception to March 9, 
2020. No filters were applied with regards to text availability, 
article type, publication date, or other customizable options. 
Duplicates were excluded.

Studies were selected if they met the following inclusion criteria: 
(1) the manuscript was available in English; (2) the article 
was a primary study (case report, case series, retrospective 
analysis, prospective/observational study, randomized control 
trial); (3) sugammadex was the most probable cause of the 
anaphylactic reaction; (4) the dose of sugammadex and 
description of the type of anaphylactic reaction was given; 
and (5) if the manuscript was a case report or series, the 
patient (s) needed to fit the diagnostic criteria of anaphylaxis 
as defined by the World Allergy Organization, which includes 
signs of any one of the following: (a) sudden (minutes to 
hours) onset of an illness with the involvement of the skin or 
mucosal tissue AND sudden respiratory symptoms or reduced 

blood pressure (BP) or signs of end organ dysfunction; (b) 
two of the following occurring suddenly after exposure to a 
likely allergen: skin/mucosal symptoms, respiratory symptoms, 
reduced BP, gastrointestinal symptoms; (c) sudden reduced 
BP after exposure to a known allergen: systolic BP <90 in 
adults or systolic BP <30% of baseline BP in adults/children.

Two independent reviewers were used during the screening, 
selection, and data extraction steps. A third reviewer would 
adjudicate any discrepancies. Unique titles were screened 
based on the title and abstract. The remaining articles were 
then retrieved, and full manuscripts were then screened 
based on the aforementioned inclusion factors. The selected 
publications were then reviewed, and data extraction was done 
using a standardized form. Among case reports, the Naranjo 
scale was used to rate the probability of sugammadex as the 
likely culprit for the anaphylactic reaction.[13]

Results

A total of 537 citations were identified from all sources. There 
were 224 duplicates removed, resulting in 313 unique titles. 
After reviewing the titles and abstracts, there were 73 articles 
remaining that were then evaluated based on the inclusion and 
exclusion criteria. After a full review, 24 articles were included 
in this review for data extraction [Figure 1].

Randomized controlled trials
The results of three randomized, double‑blind, 
placebo‑controlled studies were evaluated [Table 1].[14‑16] 
Min et al.[14] and de Kam et al.[15] performed phase I clinical 
trial studies aimed to identify incident cases of hypersensitivity, 
including anaphylaxis, due to sugammadex among healthy 
non‑anesthetized subjects. Both studies were multicenter 
randomized clinical trials and divided their subjects into 
one of three groups: Placebo, 4 mg kg‑1, or 16 mg kg‑1 of 
sugammadex. Min et al.[14] defined anaphylaxis using the 
Sampson criteria 1,[17] while Kam et al.[15] also included the 
Brighton criteria.[18] Both studies utilized an adjudication 
committee to assess anaphylaxis. For Min et al.[14]only one 
patient (from the 16 mg kg‑1 group) was determined to have 
had an anaphylactic reaction, with symptoms that included 
edema, swelling of the uvula, and a decrease in their peak 
expiratory flow. The patient was treated with antihistamines 
and corticosteroids, resulting in a resolution of their symptoms. 
There were no cases of anaphylaxis in the 4 mg kg‑1 group, 
and the authors assumed that there is no dose‑dependent 
occurrence of anaphylaxis. The authors report the incidence 
of sugammadex anaphylaxis as 0.33% (1 in 299). In Kam 
et al.’s study,[15] there were 488 healthy volunteers across four 
different countries, with 148 healthy subjects in the 4 mg kg‑1 
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group and 150 in the 16 mg kg‑1 group. One patient met 
the diagnostic criteria for anaphylaxis according to both the 
Sampson and Brighton criteria, and two patients met the 
diagnostic criteria only according to the Brighton criteria. 
However, the authors reported protocol deviations at multiple 
sites (e.g. regarding which staff members performed safety 
assessments) which may have introduced bias in the reporting 
of anaphylactic reactions. All three patients were part of the 
16 mg kg‑1 treatment arm. Aside from the positive skin test 
for the first anaphylactic patients who met both the Sampson 
and Brighton criteria, all confirmatory tests for anaphylaxis 
were negative or within normal ranges.

Peeters et al.[16] evaluated the safety, tolerability, and 
pharmacokinetics of sugammadex using single high doses 
in 13 healthy adult subjects. They received 32, 64, and 
96 mg kg‑1.  One subject was reported as exhibiting more 
serious adverse events attributed to the first experimental 
dosage of sugammadex. Intracutaneous testing was performed 
to evaluate hypersensitivity and it resulted in a positive test 
suggesting a hypersensitivity reaction was probable, but 
it was not reported as anaphylaxis. Symptoms included 
tachycardia, paranesthesia in the skin of hands and face, 
moderate intensity of blurred vision, dysgeusia, nausea, and 
stomach discomfort. All adverse events in this study were 
resolved without implementing a treatment.

Observational studies
Two retrospective observational studies were identified, both 
of which were conducted in Japan [Table 1].[19,20] Miyazaki 
et al.[19] conducted a single‑center retrospective observational 
study to investigate the incidence of sugammadex‑induced 
anaphylaxis. All surgical cases attended by the center’s 
anesthesiologists were evaluated from September 2012 to 
August 2015. Anaphylaxis was defined according to the World 
Allergy Organization guidelines (i.e. Sampson criteria).[21] 

There were 23,608 cases evaluated, with 15,479 patients who 
received sugammadex of which 6 (0.04%) cases of anaphylaxis 
were identified. The authors did not have a comparison group. 
Five of the six patients did not have any previous exposure 
to sugammadex, and only one patient reported any history 
of allergies (i.e., latex). The onset of symptoms ranged 
from <1 minute to 4 min, with all patients requiring treatment 
for symptom resolution. Only one patient received a diagnostic 
test to confirm sugammadex as the causative agent.

Orihara et al.[20] conducted a multicenter retrospective 
observational study across four Japanese hospitals. The 
study compared the incidence of both hypersensitivity and 
anaphylaxis reactions between sugammadex and neostigmine. 
Anaphylaxis was defined in an unconventional way, which 
included at least two of the following: (1) a clinical score 
suggesting clinical hypersensitivity, (2) positive skins or 
basophil activation tests (BATs), and (3) elevated histamine or 
tryptase blood samples. The study evaluated 45,532 surgical 
cases requiring general anesthesia between January 2012 and 
December 2016. There were 29,962 patients who received 
sugammadex, with 6 cases of suspected sugammadex‑induced 
anaphylaxis, resulting in an incidence rate of 0.02%. There 
were no cases of neostigmine‑induced anaphylaxis. Of the 
six cases associated with sugammadex, only one of the six 
had previous exposure to sugammadex, and the onset of the 
reaction occurred in less than 8 min. All patients had a positive 
diagnostic test (i.e., skin tests for sugammadex as the causative 
agent for the anaphylactic reaction). All cases of anaphylaxis 
resolved upon appropriate treatment (e.g., epinephrine, 
antihistamine, steroid) with no fatalities reported.

Case reports

There were 14 case reports and 5 case series of 
sugammadex‑induced anaphylaxis, which allowed for data 
extraction of 28 individual patient cases [Table 2].[22‑40] 
Because 3 patient cases did not meet the World Allergy 
Organization criteria for anaphylaxis,[21,32,33,39] only results 
from 25 patient cases were included in the final data tables. 
The age of patients ranged from 3 to 89 years old and was 
split between 13 males and 12 females. Japan was the largest 
source of case reports, with 44% (11/25) of all case reports 
coming from Japanese hospital systems.[23,24,26,31,35,38,39] The 
number of reports from Japan may be due to higher usage 
frequency.[41] Concomitant medications were referenced for all 
but two cases.[33] The most common concomitant medications 
were those used for induction and maintenance of anesthesia. 
Medications used for supportive care were also included in 
the following: eight cases included antibiotics[24‑26,30,32,34,36] and 
four cases mentioned benzodiazepine use for pre‑operative 

Figure 1: Consort diagram
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anxiety.[25,28,29,32] The dose of sugammadex administered 
ranged from 0.7 to 4 mg/kg. Time to onset of symptoms 
reported in 23 cases ranged from 0 (immediate) to 8 min,[26] 
with 87% (20/23) of the reported cases occurring within 
5 min.[22‑25,28‑32,34‑38,40]

The most common symptom reported was hypotension, which 
was present in 92% (23/25) of all cases,[22‑30,32‑38,40] followed 
by some form of erythema in 76% (19/25),[22,24‑31,33,34,37,39] 
decreased oxygen saturation in 44% (11/25),[23,25,29‑31,33,34,36,39,40] 
tachycardia in 40% (10/25),[25‑28,32‑35,37,39,40] swelling/
edema in 28% (7/25),[25‑27,32,35,36] and wheezing in 
28% (7/25).[25,30,34,37,39,40] There were other signs of 
respiratory issues such as hypercapnia in two cases.[23,35] There 
were also two cases of bradycardia, which were associated 
with ST  depression and arrhythmia.[30,36] No patients died 
as a result of anaphylaxis.

Eighteen of the cases incorporated allergy testing. Seven cases 
used intradermal (IDT), five cases used skin‑prick (SPT), 
and four cases tested using IDT and SPT. Additionally, 
two cases conducted allergy testing using a BAT. All cases 
conducted tests to confirm sugammadex as the cause, while 
six cases also tested the sugammadex–rocuronium complex. 
Sugammadex was the causative agent in 83% (15/18) of 
all positive allergy tests.[22,25,26,28,32‑35,39] Out of the six cases 
that tested for the complex, there were five instances where 
the sugammadex–rocuronium complex was determined as a 
causative agent.[24,26‑28,36] Of these five, three tested negative 
for sugammadex alone. There were no cases where rocuronium 
alone or other concomitant medications produced positive 
allergy results.

Only 48% (12/25) of all the cases included a 
diagnostic laborator y measurement that confirmed 
anaphylaxis.[22,24‑27,29,32,33,36,38] Ten cases did not measure or 
report any biological measurements.[23,31,34,35,37,39,40] Three 
cases reported normal laboratory values, although bloodwork 
was done 12 h post‑event for one of these cases.[28] Serum 
tryptase was the most common laboratory measurement 
used to confirm the diagnosis, accounting for 10 of the 12 
objectively confirmed anaphylactic reactions.[22,24,27,29,32,33,36,38] 
Elevated histamine levels were present for the remaining two 
cases.[25,26] Based on the Naranjo scores, the articles were 
determined as follows: 3 of the cases were possible adverse 
events, 19 were probable, and 3 were definite [Table 2].

Discussion

The aim of this study was to review and elucidate the 
association between sugammadex use and anaphylaxis in 

patients. Our review included randomized controlled trials, 
population‑based studies, and case reports and series.

While randomized controlled trials provide the strongest 
evidence to evaluate signal detection, the primary focus of 
the randomized controlled trials included in this review was 
on identifying hypersensitivity reactions in general and not 
primarily on anaphylaxis. Additionally, these randomized 
controlled trials only included young, healthy volunteers, 
who were not undergoing anesthesia, which does not reflect 
the real‑world application of sugammadex (e.g. non‑healthy 
patients undergoing surgery) and partially weakens the quality 
of evidence. There was also inconsistency in or complete lack 
of anaphylaxis diagnostic definition, which makes determining 
and comparing the anaphylaxis rate difficult. Min et al.[14] 
defined anaphylaxis using Sampson criteria, while Kam 
et al.[15] used both Sampson and Brighton criteria, which 
were more inclusive leading to a higher incidence rate. Peeters 
et al.[16] did not report an established diagnostic criteria to 
identify and verify anaphylaxis occurrence.

While Min et al.[14] reports on sugammadex‑induced 
anaphylaxis incidence (0.33%), the authors assumed there 
was no dose‑dependent relationship and therefore pooled all 
recipients of sugammadex (e.g. 4 and 16 mg/kg) in the incidence 
calculation. Kam et al.[15] did not report on the incidence of 
anaphylaxis, which could be due to concerns of biased 
reporting of hypersensitivity reactions. For the purposes of this 
review, the authors calculated the incidence of Kam et al.’s[15]

results using Min et al.’s[14] dose assumptions and found 
the incidence of anaphylaxis to be 1.01% (3/298 patients). 
However, the interpretation of this value should be done with 
caution given the study limitations. Possible sources of bias and 
areas of concern in these randomized controlled trials  were 
noted using the Cochrane Risk of Bias tool for randomized 
trials (RoB 2) [Table 3].[42]

Two retrospective observational studies included in this review 
were both conducted in Japan and provided a more real‑world 
patient population.[19,20] While the studies were able to include 
over 29,000 and 15,000 sugammadex‑exposed patients in the 
multicenter and single‑center studies, respectively, there may 
be generalizability issues since the studies were conducted 
only in Japan. In the 5‑year multicenter study[19] and 3‑year 
single‑center study,[20] there was a 0.02 and 0.04% incidence 
of anaphylaxis induced by sugammadex, respectively. Orihara 
et al.[20] reported on various confirmatory tests beyond serum 
tryptase and skin tests (i.e. serum histamine and BAT). Since 
the exact mechanism of action by which sugammadex may 
induce anaphylaxis is not well understood, it is useful to test 
different immune mediator responses. The two studies did 
not appear to have an adjudication process for case inclusion, 
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and due to their retrospective design, may have missed certain 
cases of anaphylaxis leading to an underestimation in the true 
incidence of sugammadex‑induced anaphylaxis. There were 
inconsistencies in how the two studies diagnosed anaphylaxis 
which makes it difficult to compare them directly. In addition, 
the Miyazaki study did not perform allergy testing on most 
of its patients to verify sugammadex as the causative agent, 
introducing the unlikely possibility that alternative agents were 
responsible for the reaction. Possible sources of bias and areas 
of concern for these observational studies were noted using 
the Cochrane Risk of Bias in Non‑Randomized Studies – of 
Interventions (ROBINS‑I) tool [Table 4].[43]

There were different anaphylactic diagnostic criteria used 
for the randomized controlled trials and observational 
studies which make it difficult to compare the incidence 
rates across study types. Furthermore, the study population 
may not be comparable as both observational studies were 
conducted in Japan only, and the randomized controlled 
trials were conducted in young non‑anesthetized individuals. 
Therefore, it is difficult to compare the incidence rates 
across the randomized controlled trials and observational 
studies mentioned here. Case reports of anaphylaxis all had 
similar clinical manifestations, with the most common ones 
being hypotension, erythema, decreased oxygen saturation, 
tachycardia, swelling, and wheezing. All cases of anaphylaxis 
to sugammadex were confirmed via allergy tests (i.e., SPT, 
IDT, or BAT), and some also included laboratory values 
indicative of anaphylaxis (i.e., serum tryptase or histamine). 
These methods of confirming and diagnosing anaphylaxis 
match guideline recommendations,[44] assuring that the reports 
included in this review were true anaphylaxis cases. However, 
there was a lack of consistency in skin testing across the 
case reports. While the French Society for Anaesthesia 
and Intensive Care (SFAR) and the French Society of 
Allergology (SFA) guidelines recommend waiting until 

4–6 weeks after the anaphylactic event to perform tests, there 
were a few case reports that mentioned testing sooner, possibly 
leading to false negatives[27,38] There were also a few that tested 
3 or more months later, which may have also affected results 
according to skin testing recommendations.[22,39,45]

In addition to evaluating sugammadex as the causative 
agent, some studies also tested the sugammadex–rocuronium 
complex. As expected, sugammadex was the most common 
causative agent for a positive allergy test. However, there 
were instances where the complex also produced a positive 
allergy test result. All other anesthetic agents were ruled out. 
Since not all case reports tested the sugammadex‑rocuronium 
complex, it is difficult to determine whether sugammadex itself 
or the complex was the actual cause of anaphylaxis. There 
are theories that sugammadex binding to the rocuronium 
causes structural and chemical alterations that expose different 
functional groups with more allergenic potential.[27] Perhaps 
studies that incorporate alternative NMBAs like vecuronium 
can shed more light on the influence sugammadex has on 
anaphylaxis. Alternatively, allergy tests may need to start 
incorporating the sugammadex–rocuronium complex in their 
diagnoses in order to better differentiate what the causative 
agent really is.

Another theory to explain the role of sugammadex in the 
anaphylaxis reaction is the storage condition of sugammadex. 
In one of the case studies, light‑exposed sugammadex and its 
complex with rocuronium both produced a positive BAT result 
whereas light‑naïve sugammadex produced a negative result.[26] 
It may be possible that light exposure causes denaturation that 
exposes certain groups of sugammadex with allergenic potential. 
However, further studies are needed to support that theory.

This review included several limitations. As seen previously, 
there are intrinsic limitations to the quality of the studies 

Table 4: Cochrane risk of bias in non‑randomized studies of interventions (ROBINS‑I)

Domain 1: 
Confounding

Domain 2: 
Selection

Domain 3: 
Classification 
of intervention

Domain 4: 
Deviation 
from 
interventions

Domain 
5: Missing 
data

Domain 6: 
Measurement 
of outcomes

Domain 7: 
Selection 
of reported 
results

ROBINS‑I 
overall

Miyazaki et al., 2018[19] Serious Low Low No information Moderate Moderate Low Serious
Orihara et al., 2020[20] Moderate Low Low No information Moderate Low Low Moderate

Table 3: Cochrane Risk of Bias Tool for Randomized Trials (RoB 2)

Domain 1: 
Randomization 
process

Domain 2: Derivations 
from intended 
interventions

Domain 
3: Missing 
outcome data

Domain 4: 
Measurement 
of outcomes

Domain 5: 
Selection of the 
reported result

RoB 2 Overall

Min et al., 2018[14] Low Some concerns Low Some concerns Low Some concerns
De Kam et al., 2018[15] Low Some concerns Low Some concerns Low Some concerns
Peeters et al., 2010[16] Low Low Low Some concerns Low Some concerns



Zecic, et al.: Sugammadex‑induced anaphylaxis

Journal of Anaesthesiology Clinical Pharmacology | Volume 38 | Issue 3 | July‑September 2022 369

that were included in this review, namely the retrospective 
observational studies and case reports. Additionally, there 
may have been a bias in our selection methods. Although we 
attempted to remove selection bias using multiple reviewers, the 
third reviewer’s decision had the most weight when adjudicating 
any discrepancies. However, given the multi‑stepped review 
process in selecting, reviewing, and verifying the articles, we 
are assured that the appropriate and relevant articles were 
included.

Conclusion

Based on the findings of this review, there appears to be a rare, 
but serious, association between sugammadex administration 
and anaphylaxis that warrants immediate medical attention. 
Clinical presentation is very similar in most case reports. 
However, the true incidence and cause of the anaphylaxis 
reaction (i.e. sugammadex vs. rocuronium–sugammadex 
complex) has yet to be elucidated. There is still a need for 
larger population‑based studies in multiple countries using 
standardized diagnostic criteria to more accurately determine 
the incidence of sugammadex‑induced anaphylaxis.

Acknowledgments
The authors would like to acknowledge Dr. Todd A. Lee, 
PharmD, PhD, from the University of Illinois at Chicago, 
College of Pharmacy, Department of Pharmacy Systems 
Outcomes and Policy, for his expert guidance in the manuscript.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

References

1. Mertes PM, Volcheck GW, Garvey LH, Takazawa T, Platt PR, 
Guttormsen AB, et al. Epidemiology of perioperative anaphylaxis. 
Presse Med 2016;45:758‑67.

2. Gibbs NM, Sadleir PH, Clarke RC, Platt PR. Survival from 
perioperative anaphylaxis in Western Australia 2000‑2009. Br J 
Anaesth 2013;111:589‑93.

3. Levy JH, Ledford DK. Perioperative anaphylaxis: Clinical 
manifestations, etiology, and management. In: Kelso JM, 
Feldweg AM, Nussmeier NA, editors. UpToDate. Waltham, 
MA. [Last accessed 2020 Apr 25].

4. Mertes PM, Alla F, Trechot P, Auroy Y, Jougla E, Groupe d’Etudes 
des reactions anaphylactoides P. Anaphylaxis during anesthesia 
in France: An 8‑year national survey. J Allergy Clin Immunol 
2011;128:366‑73.

5. Savic L, Savic S, Hopkins PM. Sugammadex: The sting in the tail? 
Br J Anaesth 2018;121:694‑7.

6. Honing G, Martini CH, Bom A, van Velzen M, Niesters M, Aarts L, 
et al. Safety of sugammadex for reversal of neuromuscular block. 

Expert Opin Drug Saf 2019;18:883‑91.
7. Merck and Co. I. BRIDION® (Sugammadex) Injection [Package 

insert]. In: Merck and Co. I, editor. Whitehouse Station, NJ 2015.
8. Bom A, Bradley M, Cameron K, Clark JK, Van Egmond J, Feilden H, 

et al. A novel concept of reversing neuromuscular block: Chemical 
encapsulation of rocuronium bromide by a cyclodextrin‑based 
synthetic host. Angew Chem Int Ed Engl 2002;41:266‑70.

9. Ezri T, Boaz M, Sherman A, Armaly M, Berlovitz Y. Sugammadex: 
An update. J Crit Care Med (Targu Mures) 2016;2:16‑21.

10. Kawano T, Tamura T, Hamaguchi M, Yatabe T, Yamashita K, 
Yokoyama M. Successful management of rocuronium‑induced 
anaphylactic reactions with sugammadex: A case report. J Clin 
Anesth 2012;24:62‑4.

11. Pichler WJ. Drug hypersensitivity: Classification and clinical 
features. In: Adkinson NF, Feldweg AM, editors. UpToDate. 
Waltham, MA. [Last accessed 2020 Apr 25].

12. Tsur A, Kalansky A. Hypersensitivity associated with sugammadex 
administration: A systematic review. Anaesthesia 2014;69:1251‑7.

13. Naranjo CA, Busto U, Sellers EM, Sandor P, Ruiz I, Roberts EA, et al. 
A method for estimating the probability of adverse drug reactions. 
Clin Pharmacol Ther 1981;30:239‑45.

14. Min KC, Bondiskey P, Schulz V, Woo T, Assaid C, Yu W, et al. 
Hypersensitivity incidence after sugammadex administration in 
healthy subjects: A randomised controlled trial. Br J Anaesth 
2018;121:749‑57.

15. de Kam PJ, Nolte H, Good S, Yunan M, Williams‑Herman DE, 
Burggraaf J, et al. Sugammadex hypersensitivity and underlying 
mechanisms: A randomised study of healthy non‑anaesthetised 
volunteers. Br J Anaesth 2018;121:758‑67.

16. Peeters PAM, van den Heuvel MW, van Heumen E, Passier PCCM, 
Smeets JMW, van Iersel T, et al. Safety, tolerability and 
pharmacokinetics of sugammadex using single high doses (Up to 
96 mg/kg) in healthy adult subjects a randomized, double‑blind, 
crossover, placebo‑controlled, single‑centre study. Clin Drug Invest 
2010;30:867‑74.

17. Sampson HA, Munoz‑Furlong A, Campbell RL, Adkinson NF Jr, 
Bock SA, Branum A, et al. Second symposium on the definition 
and management of anaphylaxis: Summary report‑‑second 
National institute of allergy and infectious disease/Food 
allergy and anaphylaxis network symposium. Ann Emerg Med 
2006;47:373‑80.

18. Rüggeberg JU, Gold MS, Bayas J‑M, Blum MD, Bonhoeffer J, 
Friedlander S, et al. Anaphylaxis: Case definition and guidelines 
for data collection, analysis, and presentation of immunization 
safety data. Vaccine 2007;25:5675‑84.

19. Miyazaki Y, Sunaga H, Kida K, Hobo S, Inoue N, Muto M, et al. 
Incidence of anaphylaxis associated with sugammadex. Anesth 
Analg 2018;126:1505‑8.

20. Orihara M, Takazawa T, Horiuchi T, Sakamoto S, Nagumo K, 
Tomita Y, et al. Comparison of incidence of anaphylaxis between 
sugammadex and neostigmine: A retrospective multicentre 
observational study. Br J Anaesth 2020;124:154‑63.

21. Simons FER, Ardusso LRF, Bilò MB, El‑Gamal YM, Ledford DK, 
Ring J, et al. World allergy organization guidelines for the 
assessment and management of anaphylaxis. World Allergy Organ 
J 2011;4:13‑37.

22. O’Donnell R, Hammond J, Soltanifar S. A confirmed case of 
sugammadex‑induced anaphylaxis in a UK hospital. BMJ Case 
Rep 2017;2017:bcr2017220197.

23. Yoshida T, Sumi C, Uba T, Miyata H, Umegaki T, Kamibayashi T. 
A rare case of atropine‑resistant bradycardia following sugammadex 
administration. JA Clin Rep 2020;6:18.

24. Yamaoka M, Deguchi M, Ninomiya K, Kurasako T, Matsumoto M. 
A suspected case of rocuronium‑sugammadex complex‑induced 



Zecic, et al.: Sugammadex‑induced anaphylaxis

370 Journal of Anaesthesiology Clinical Pharmacology | Volume 38 | Issue 3 | July‑September 2022

anaphylactic shock after cesarean section. J Anesth 2017;31:148‑51.
25. Menendez‑Ozcoidi L, Ortiz‑Gomez JR, Olaguibel‑Ribero JM, 

Salvador‑Bravo MJ. Allergy to low dose sugammadex. Anaesthesia 
2011;66:217‑9.

26. Yamada T, Suzuki T, Murase R, Nagata H, Kosugi S. Anaphylactic 
reactions to native and light‑exposed sugammadex suggested 
by Basophil activation test: A report of 2 cases. A A Pract 
2018;11:181‑3.

27. Kim GH, Choi WS, Kim JE, Yun MJ, Koo MS, Kwon M, et al. 
Anaphylactic shock after sugammadex administration, induced by 
formation of a sugammadex‑rocuronium complex ‑a case report. 
Korean J Anesthesiol 2019;72:495‑9.

28. Choi S, Han S, Kwak J, Lee J. Anaphylaxis induced by sugammadex 
and sugammadex‑rocuronium complex ‑a case report. Korean J 
Anesthesiol 2020;73:342‑6.

29. Escher AR Jr., Cohen JB. Anaphylaxis induced by sugammadex in 
a patient with papillary serous carcinoma of the uterine adnexa 
undergoing exploratory laparotomy. Cureus 2019;11:e3871.

30. Bedirli N, Isik B, Bashiri M, Pampal K, Kurtipek O. Clinically 
suspected anaphylaxis induced by sugammadex in a patient with 
Weaver syndrome undergoing restrictive mammoplasty surgery: 
A case report with the literature review. Medicine 2018;97:e9661.

31. Asahi Y, Omichi S, Adachi S, Kagamiuchi H, Kotani J. Hypersensitivity 
reaction probably induced by sugammadex. Acta Anaesthesiol 
Taiwan 2012;50:183‑4.

32. Sadleir PH, Russell T, Clarke RC, Maycock E, Platt PR. Intraoperative 
anaphylaxis to sugammadex and a protocol for intradermal skin 
testing. Anaesth Intensive Care 2014;42:93‑6.

33. Ue KL, Kasternow B, Wagner A, Rutkowski R, Rutkowski K. 
Sugammadex: An emerging trigger of intraoperative anaphylaxis. 
Ann Allergy Asthma Immunol 2016;117:714‑6.

34. Yoo JH, Kim SI, Ok SY, Park SY, Cho A, Han YM, et al. Suspected 
anaphylactic reaction associated with sugammadex: A case report. 
Korean J Anesthesiol 2016;69:413‑6.

35. Takazawa T, Tomita Y, Yoshida N, Tomioka A, Horiuchi T, Nagata C, 
et al. Three suspected cases of sugammadex‑induced anaphylactic 
shock. BMC Anesthesiol 2014;14:92.

36. Ho G, Clarke RC, Sadleir PH, Platt PR. The first case report of 
anaphylaxis caused by the inclusion complex of rocuronium and 
sugammadex. A A Case Rep 2016;7:190‑2.

37. Frenkel A, Roy‑Shapira A, Zlotnik A, Brotfain E, Koyfman L, 
Bichovsky Y, et al. Timing of sugammadex administration: A case 
report. Anaesth Pain Intensi 2015;19:163‑5.

38. Yanai M, Ariyoshi K. Two cardiac arrests that occurred after the 
administration of sugammadex: A case of Kounis syndrome. Case 
Rep Emerg Med 2020;2020:6590101.

39. Godai K, Hasegawa‑Moriyama M, Kuniyoshi T, Kakoi T, Ikoma K, 
Isowaki S, et al. Three cases of suspected sugammadex‑induced 
hypersensitivity reactions. Br J Anaesth 2012;109:216‑8.

40. Colak A, Yilmaz E, Kiray BK. Sugammadex‑induced hypersensitivity 
reaction in a pediatric patient. Turk J Anaesthesiol Reanim 
2018;46:66‑8.

41. Takazawa T, Miyasaka K, Sawa T, Iida H. Current status of 
sugammadex usage and the occurrence of sugammadex‑induced 
anaphylaxis in Japan. J Anesth Patient Saf Found 2018;33.

42.	 Sterne	JAC,	Savović	J,	Page	MJ,	Elbers	RG,	Blencowe	NS,	Boutron	I,	
et al. RoB 2: A revised tool for assessing risk of bias in randomised 
trials. BMJ 2019;366:l4898.

43.	 Sterne	 JA,	Hernán	MA,	 Reeves	 BC,	 Savović	 J,	 Berkman	ND,	
Viswanathan M, et al. ROBINS‑I: A tool for assessing risk of bias 
in non‑randomised studies of interventions. BMJ 2016;355:i4919.

44. Mertes PM, Malinovsky JM, Jouffroy L, Working Group of the 
SFAR and SFA; Aberer W, Terreehorst I, et al. Reducing the risk of 
anaphylaxis during anesthesia: 2011 updated guidelines for clinical 
practice. J Investig Allergol Clin Immunol 2011;21:442‑53.

45. Brockow K, Romano A, Blanca M, Ring J, Pichler W, Demoly P. 
General considerations for skin test procedures in the diagnosis 
of drug hypersensitivity. Allergy 2002;57:45‑51.


