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Is It Safe to Switch From Intravenous Immunoglobulin to Subcutaneous Immunoglobulin in Patients With Common Variable Immunodeficiency and Autoimmune Thrombocytopenia?
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Background: A significant amount of common variable immunodeficiency (CVID) patients manifest with autoimmunity. Particularly, autoimmune thrombocytopenia (AITP) is commonly seen. Intravenous immunoglobulins (IVIG) are an established treatment option for both, CVID and AITP. Nonetheless, due to fewer systemic side effects, immunoglobulins are increasingly applied subcutaneously (SCIG).

Objective: To compare the efficacy and safety of IVIG and SCIG treatment in patients with both CVID and clinical relevant thrombocytopenia in the prevention of AITP bouts.

Methods: Patients with both CVID and AITP were enrolled at the Centre for Chronic Immunodeficiency in Freiburg, Germany and at the Royal Free Hospital, London, UK. Clinical and laboratory features of patients were collected and analyzed.

Results: This retrospective study recruited 61 adult patients between 19 and 71 years of age who had a diagnosis of CVID and at least one bout of thrombocytopenia defined as a platelet count of <50,000/μl if bleeding episodes occurred, or a platelet count of <20,000/μl without bleeding. Thirty patients received immunoglobulin through IVIG, and 31 patients were on SCIG replacement. One patient of the IVIG-group was excluded, because of a diffuse large B-cell lymphoma. We did not find a higher occurrence of thrombocytopenic events in CVID patients who received SCIG, compared to CVID patients who had IVIG, but we identified a low IgG through level as a risk factor for AITP bouts.

Conclusion: SCIG is at least as safe as IVIG for patients with CVID and concomitant AITP. However, an IgG through level under 7 g/l is a key factor for the development of AITP.
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INTRODUCTION

Common variable immunodeficiency (CVID) is the most prevalent symptomatic primary immunodeficiency (1). It is characterized by hypogammaglobulinemia and an impaired antibody response leading to recurrent and chronic infections (2). On the other hand, a significant amount of patients manifest with autoimmunity. Specifically, autoimmune thrombocytopenia (AITP) is commonly seen in patients with CVID with an incidence of up to 14% (3, 4). Intravenous immunoglobulin (IVIG) is being used as a replacement therapy [immunoglobulin replacement therapy (IGRT)] for CVID. However, IVIG can also be used at high doses for the treatment of AITP. It is thought that maintenance IGRT might reduce or even prevent recurrent bouts of AITP. Currently, immunoglobulins are increasingly applied subcutaneously in patients with CVID, as there are fewer systemic side effects compared to intravenous applications and it seems to improve the patients’ quality of life (5, 6).

Therefore, the objective of this study was to answer the question: Is it safe to switch patients with CVID and AITP from IVIG to subcutaneous immunoglobulin (SCIG) treatment, with respect to the prevention of clinically relevant thrombocytopenia?

MATERIALS AND METHODS

Patients with both CVID, based on the European Society for Immunodeficiencies criteria, and clinically relevant AITP were included in this cohort study. This retrospective study covered 5 years of chart reviews between 2011 and 2015. Patients were recruited at the Center for Chronic Immunodeficiency in Freiburg, Germany and at the Royal Free Hospital, London, UK. Information on immunological findings, clinical manifestations, and immunoglobulin replacement therapy was collected.

The primary study endpoint was a severe thrombocytopenic event, defined as a platelet count of <50,000/μl if bleeding episodes occurred, or a platelet count of <20,000/μl without bleeding. To investigate the incidence of thrombocytopenic events in each group (IVIG vs. SCIG), we retrospectively reviewed participants’ platelet counts over a period of 5 years.

We estimated the frequency of thrombocytopenic events by summing up all 6-month periods, in which patients had at least one documented thrombocytopenic event, since the majority of participants had a routine blood draw every 6 months and additionally when bleeding events (including petechial) occurred.

Differences between groups were analyzed using the non-parametric Chi-square test and Mann–Whitney U-test. Results are illustrated using bar charts or box plot diagrams; with boxes representing the lower quartile, the median and the upper quartile, while the whiskers show the 10th and 90th percentiles. A Kaplan–Meier analysis was performed to evaluate the occurrence of primary study endpoint. The Kaplan–Meier curves were compared using log-rank test. Data were analyzed using GraphPad Prism version 7.01 (GraphPad Software, USA). p < 0.05 was considered significant.

Written consent was obtained of all patients. This retrospective study was performed in accordance with the ethical standards of the Helsinki declaration and was approved by the institutional review boards of the two hospitals. Ethics protocol No. 295/13 from the University Hospital of the Albert Ludwigs University, Freiburg; and No. 04/Q0501/119 for the Royal Free Hospital, University College London, Institute of Immunity and Transplantation, London, UK.

RESULTS

This retrospective cohort study recruited 61 adult patients between 19 and 71 years of age who had a diagnosis of CVID and at least one event of clinical significant thrombocytopenia at any time during their medical history. Forty-two patients were enrolled at the Center for Chronic Immunodeficiency in Freiburg, Germany, and 19 patients were recruited at the Royal Free Hospital in London, UK. All participants were on a stable dose of IgG replacement (there was no more variation than 10%), with a median of 477.5 mg/kg/month (range: 232–942), and a target trough level of >7g/l. Thirty patients received immunoglobulin through the intravenous route (IVIG), and 31 patients were on subcutaneous immunoglobulin (SCIG) replacement.

Two patients changed from IVIG to SCIG during the observation period. They were documented in the IVIG cohort until the date of switching and included in the SCIG cohort 3 months after switching from IVIG to SCIG. No patient switched from SCIG to IVIG. Participants had platelet counts and IgG trough levels determined at least every 6-month, and additionally during bleeding episodes (Table 1). Trough levels used for the analysis represent the average level among measurements.

TABLE 1 | Patient demographics and disease characteristics.
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Reviewing the patients’platelet counts and patient-charts over the last 5 years, we counted eight patients in the SCIG-group, and eight patients in the IVIG-group, which were affected by thrombocytopenic events. However, one patient of the IVIG-group had to be excluded, since his thrombocytopenic events were directly related to chemotherapy he had been receiving because of a diffuse large B-cell lymphoma. All other thrombocytopenic events were classified as AITP.

Patients with AITP under IVIG substitution had infusions scheduled every four weeks; five of them had about of AITP during the third week after infusion. SCIG patients with AITP had their infusions scheduled as follows: six patients had one infusion per week; one patient had injections three times a week, and one individual had infusions every 10 days.

There were no statistically significant correlations between gender (p = 0.3248) and thrombocytopenic events. When comparing Ig replacement, there were no significant differences in the occurrence of thrombocytopenia between the IVIG and SCIG-group (Figure 1). We, therefore, concluded that CVID patients who received subcutaneously immunoglobulin treatment were not more susceptible to recurrent thrombocytopenic events than CVID patients on IVIG substitution. Moreover, we excluded steroid treatment and splenectomy as confounding factors as we did not observe a significant difference when comparing AITP patients on IVIG or SCIG (Figures 2A,B).
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FIGURE 1 | Common variable immunodeficiency (CVID) patients with autoimmune thrombocytopenia on replacement therapy. Kaplan–Meier curves showing the occurrence of thrombocytopenic events in patients receiving subcutaneous immunoglobulin (SCIG) and intravenous immunoglobulin (IVIG). Log-rank test was used to analyze difference between groups. No differences were observed (p = 0.528).
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FIGURE 2 | Comparison between immunoglobulin replacement therapy (IGRT) and potential confounding factors in the occurrence of autoimmune thrombocytopenia (AITP) bouts. Data are expressed as the number of patients with AITP bouts receiving IGRT (the total is 14). Chi-squared was used. (A) No difference was observed when comparing patients receiving steroids or other immunomodulatory treatment p = 0.5692. (B) Status of splenectomy made no difference in the occurrence of thrombocytopenic events p = 0.0769.



Comparing IgG trough levels, we again found no difference between patients in the IVIG-group and the SCIG-group (p = 0.4634) (Figure 3). But those who were affected by a thrombocytopenic event had a higher relative frequency of IgG trough-level under 7 g/l in serum compared to patients without a thrombocytopenic event (OR 0.75, 95% CI 0.12–7.03; p < 0.0001) (Figure 4). This indicates that a low IgG level is a key factor for the development of thrombocytopenia. In addition, there was no patient affected by autoimmune hemolytic anemia or autoimmune neutropenia during the 5-year observation period.
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FIGURE 3 | Replacement therapy among autoimmune thrombocytopenia (AITP) patients related to IgG through levels. Number of patients with AITP bouts under intravenous immunoglobulin (IVIG) (n = 7) and under SCIG (n = 8). Box plot diagrams represent the lower quartile, the median and the upper quartile, while the whiskers show the 10th and 90th percentiles. Differences were compared by the Mann–Whitney U-test. No differences were observed, p = 0.4634. p is considered significant when < 0.05.
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FIGURE 4 | Occurrence of autoimmune thrombocytopenia (AITP) related to IgG through levels. Patients with AITP (n = 15) and those without bouts (n = 45) are depicted in box plot diagrams. Box plots show the lower quartile, the median and the upper quartile, while the whiskers show the 10th and 90th percentiles. A significant difference was observed among patients with through levels under 7 g/l. From the AITP group 12 patients (80%) had through levels below this cut point, while from the non-AITP group 44 patients (97.7%) where above 7 g/l. Group comparisons were performed by the Mann–Whitney U test. p is considered significant when <0.05.



DISCUSSION

Given that IGRT is increasingly applied subcutaneously; we expected that this study could help to understand better the role of available options of IGRT in patients with both AITP and CVID in a clinical setting. The German Registry for PID found out that 73% of patients with PID are receiving SCIG and 27% are under IVIG replacement (7).

In this cohort study, the groups differed at baseline in participant characteristics: gender, splenectomy status, immunomodulation, and replacement therapy. The comparability of the groups was questioned by counting the occurrence of influencing factors. We found no statistically significant differences related to gender. Therapeutic options for AITP include steroids, immunosuppressant, and splenectomy (8, 9). However, none of these factors seem to have influenced the IGRT administration route.

Antibodies to thrombocytes were not tested for all patients; the measurement of platelet-associated IgG for the diagnosis of ITP is published to have a sensitivity around 90%, but its specificity is only 27%; hence, the positive predictive value is only <50% and its diagnostic value is poor. While the measurement of specific platelet glycoprotein antibodies has higher specificity (78–92%), its diagnostic value is limited by low sensitivity (49–66%) with a positive predictive value of 80–83% (10). We differentiated hypersplenism from AITP according to the clinical observation of the platelets kinetics: in AITP the drop of platelets is quick, while hypersplenism develops more slowly in CVID and usually leads to a gradual reduction in platelet counts.

When comparing IVIG vs. SCIG replacement with the occurrence of AITP events, we did not find a different incidence of thrombocytopenic events between groups. Although our sample size is limited, our data do not give a signal that SCIG is less safe than IVIG for patients with CVID and concomitant autoimmune cytopenia.

It has been established that target through serum IgG, achieved by either intravenous or subcutaneous route varies and the goal is to prevent infections (1, 11).

Trough levels have not been previously related to thrombocytopenic events. Our study suggests IgG trough-levels under 7 g/l point to be a key factor for development of thrombocytopenia.

This study is limited by its statistical power and its retrospective design. Based on statistical tests we analyzed differences between groups and, therefore, only controlled for type I errors. Due to the limited sample size there is possibly a high risk of type II errors, for which our tests did not control. Hence, further investigations are necessary. This should be addressed in the coming years by collecting prospective data on the above identified 60 patients.

In summary, we did not find a higher occurrence of thrombocytopenic events in CVID patients who received SCIG, compared to CVID patients who had an intravenous application of IgG, but we identified a low IgG through level as a risk factor for ITP bouts.

ETHICS STATEMENT

This retrospective study was performed in accordance with the ethical standards of the Helsinki declaration and was approved by the institutional review boards of the two hospitals. Ethics protocol No. 295/13 from the University Hospital of the Albert Ludwings University, Freiburg; and No. 04/Q0501/119 for the Royal Free Hospital, University College London, Institute of Immunity and Transplantation, London, UK.

AUTHOR CONTRIBUTIONS

PS wrote the proposal of the work, acquisition of data, organized the database, and wrote first draft of the manuscript; LP performed acquisition of data and organized the London patient’s database; NC wrote sections of the manuscript, analyzed, and interpreted of data; VR performed statistical analyses. SP performed acquisition of data, provided, and cared for study patients; SB provided and cared for study patients; KW revised the work critically for intellectual content, provided and cared for study patients, and wrote sections of the manuscript; BG performed conception and designing of the study, provided and cared for study patients and revised the work critically for intellectual content. All authors contributed to manuscript revision, read, and approved the submitted version.

ACKNOWLEDGMENTS

The authors thank the study participants for their involvement in this study.

FUNDING

This study was supported by grant #ZVS20140211c from CSLBehring.

REFERENCES

1. Gathmann B, Mahlaoui N, CEREDIHGérard L, Oksenhendler E, Warnatz K, et al. Clinical picture and treatment of 2212 patients with common variable immunodeficiency. J Allergy Clin Immunol (2014) 134(1):116–26. doi:10.1016/j.jaci.2013.12.1077

2. Sanchez LA, Maggadottir SM, Pantell MS, Lugar P, Rundles CC, Sullivan KE, et al. Two sides of the same coin: pediatric-onset and adult-onset common variable immune deficiency. J Clin Immunol (2017) 37(6):592–602. doi:10.1007/s10875-017-0415-5

3. Resnick ES, Moshier EL, Godbold JH, Cunningham-Rundles C. Morbidity and mortality in common variable immune deficiency over 4 decades. Blood (2011) 119:1650–7. doi:10.1182/blood-2011-09-377945

4. Feuille EJ, Anooshiravani N, Sullivan KE, Fuleihan RL, Cunningham-Rundles C. Autoimmune cytopenias and associated conditions in CVID: a report from the USIDNET Registry. J Clin Immunol (2018) 38(1):28–34. doi:10.1007/s10875-017-0456-9

5. Kearns S, Kristofek L, Bolgar W, Seidu L, Kile S. Clinical profile, dosing, and quality-of-life outcomes in primary immune deficiency patients treated at home with immunoglobulin G: data from the IDEal Patient Registry. J Manag Care Spec Pharm (2017) 23(4):400–6. doi:10.18553/jmcp.2017.23.4.400

6. Ponsford M, Carne E, Kingdon C, Joyce C, Price C, Williams C, et al. Facilitated subcutaneous immunoglobulin (fSCIg) therapy—practical considerations. Clin Exp Immunol (2015) 182(3):302–13. doi:10.1111/cei.12694

7. Grimbacher B. B1 German National Registry for Primary Immunodeficiencies (PID). (Support code: 01GM1517C) (2018). Available from: http://www.pid-net.org/subprojects/b1/index.html (Accesed: February 28, 2018).

8. Lambert MP, Gernsheimer TB. Clinical updates in adult immune thrombocytopenia. Blood (2017) 129(21):2829–35. doi:10.1182/blood-2017-03-754119

9. Wong GK, Goldaker S, Winterhalter C, Grimbacher B, Chapel H, Lucas M, et al. Outcomes of splenectomy in patients with common variable immunodeficiency (CVID): a survey of 45 patients. Clin Exp Immunol (2013) 172(1):63–72. doi:10.1111/cei.12039

10. Kistanguri G, McCrae KR. Immune thrombocytopenia. Hematol Oncol Clin North Am (2013) 27(3):495–520. doi:10.1016/j.hoc.2013.03.001

11. Bonilla FA, Barlan I, Chapel H, Costa-Carvalho BT, Cunningham-Rundles C, de la Morena MT, et al. International consensus document (ICON): common variable immunodeficiency disorders. J Allergy Clin Immunol Pract (2016) 4:38–59. doi:10.1016/j.jaip.2015.07.025

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Scheuerlein, Pietsch, Camacho-Ordonez, Reiser, Patel, Burns, Warnatz and Grimbacher. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fimmu-09-01656-t001.jpg
© Age ose 19 lever  Modian th Other
range (@mont) o
40 N ‘Spncmogay
e s, ‘Splnomeaay. AN
a3 , ety ‘Spnamogay
sie No ‘Solneciomy hghora
2128 N Soenomegay
2z Stoce ‘Solnamegay. AN
sas Stooios ‘Snomogay
sies o ‘Solnameday
a2 s ‘Spnaciomy
w0 s S Noro
e o Slnactony
s . Soroios ‘Solnomeoay
w s o S Sphromgy
s 0 Seroce Sphrary
I ' No ‘Soknomeoay
s 7 No ‘Solnomogay
s 02 Swocs Spinomsy
B0 7 No Peorass
W mn 5 St ‘Sonomogay
sies s Meharate Sphoegay. amstod athas,
ooy ntprosroio
" Rt Spkroregy
S0 ‘Solnomegay
oy ‘Solnamegay
St Spkromegay
Sohouctomy
Spromegay
Sptromeay
Sptromaasy
P ———
Sy
Sptramegay
Spkraceny
o Spbwomugiy
wors Sotromagay
Coto s
— Sptmomesay
Sotrectamy
Steromegay
Sphwomegay
Sptronegay
Sptronegay
o Sokactamy
Nors.
ot o
Noro
i an
i o
Soeraciomy
Nero
uinen ‘Splneciony
Nore
- Moo
N
Noro
Noro
Solnacioy
Neow
3
e ——
s isgubnarcpmnoomisrs AR





OPS/images/fimmu-09-01656-g003.jpg
0.4634

.

15

8

=] 0

(71/6) s|an3] 96)






OPS/images/fimmu-09-01656-g004.jpg
NrODPONOOITMNTO

(7/B) s1ana] b

owut®





OPS/images/cover.jpg
? frontiers

in Immunology

Is It Safe to Switch From
Intravenous Immunoglobulin to
Subcutaneous Immunoglobulin

in Patients With Common
Variable Immunodeficiency and

Autoimmune
Thrombocytopenia?





OPS/images/fimmu-09-01656-g001.jpg
Ocurrence of event

100

50

0

log-rank p=0.528

10 20 30
Time event (months)

40

—— SCIG
- VIG





OPS/images/fimmu-09-01656-g002.jpg
>

p 0.5692 == Steroids

2, 6 Other
H === immunomodulatory
H 5 treatment
g
5 4
5 3
a
£2
€ 1

[

sciG i

B 10

p=0.0769 mm= Splenectomy

8 L mmm No-splenectomy
4

4 I |

o 0 l.,l

SCIG WIG

@

number of patients

N






OPS/images/logo.jpg
Ghesk for

i@





