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Introduction

Common variable immunodeficiency disorders 
(CVIDs) comprise the most frequent symptomatic 
primary hypogammaglobulinemia characterized by 
decreased immunoglobulin G (IgG) levels accom-
panied by decreased immunoglobulin A (IgA) and/
or immunoglobulin M (IgM) serum levels and dis-
turbed response to antigenic stimuli.1 Clinically 
significant immunodeficiency in CVID patients is 
manifested by severe respiratory tract infections, 
diarrhea, and autoimmune disorders.1
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Abstract
Common variable immunodeficiency disorders (CVIDs) represent a group of primary immunodeficiency diseases 
characterized by hypogammaglobulinemia and dysfunctional immune response to invading pathogens. Previous studies 
have indicated that CVID is associated with microbial translocation and systemic myeloid cell activation.

The goal of this study was to determine whether patients with CVID display elevated systemic levels of markers of 
granulocyte activation and whether the levels are further influenced by intravenous immunoglobulin (IVIg) infusions. The 
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significantly higher in CVID patients than in healthy controls. Systemic elastase levels were further increased following 
IVIg administration. In vitro stimulation of 13 CVID patients’ whole blood using IVIg in a therapeutically relevant dose for 
2 h resulted in a significant increase in plasma elastase levels compared to unstimulated blood. The data presented here 
indicate that CVID is associated with chronic granulocytic activation which is further exacerbated by administering IVIg. 
Increased myeloperoxidase and elastase levels may contribute to associated comorbidities in CVID patients.
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Neutrophil elastase and myeloperoxidase are 
stored in large quantities in the neutrophils’ azuro-
philic granules and are released into extracellular 
space following neutrophil activation. The release 
of elastase, a serine proteinase with broad substrate 
specificity, results in damage to host tissue in a 
wide range of inflammatory conditions.2 Neutrophil 
elastase plasma levels were shown to be increased 
in patients with pneumonia,3,4 inflammatory bowel 
disease,5 and preeclampsia.6 Systemic levels of 
myeloperoxidase are elevated in patients with 
acute coronary syndrome,7 pelvic inflammatory 
disease,8 and rheumatic arthritis.9

CVID was shown to be associated with an altered 
neutrophil phenotype characterized by decreased 
expression of surface markers CD15, CD11b, and 
CD16.10 CVID patients display elevated systemic 
cytokine levels associated with granulocyte- 
macrophage lineage activation.11 Decreased reactive 
oxygen species (ROS) production of granulocytes 
pretreated with toll-like receptor (TLR) 1/2 and TLR 
4 agonists after stimulating with N-formylmethionyl-
leucyl-phenylalanine (fMLP) was documented, sug-
gesting disturbed granulocytic function in CVID 
patients.10 However, no significant difference in 
granulocytic oxidative burst activity following stim-
ulation with opsonized Escherichia coli or phorbol-
myristate-acetate (PMA) was observed in CVID 
patients compared to healthy donors.12–14

The goal of this study was to determine whether 
the levels of granulocyte activation markers released 
from azurophilic granules are altered in patients 
with CVID and whether they are affected by the 
infusion of intravenous immunoglobulin (IVIg).

Materials and methods

Study participants

The study was approved by the Medical Ethics 
Committee of St. Anne’s University Hospital. 
Informed consent was obtained from all participants 
prior to inclusion in the study. A total of 46 CVID 
patients (25 females, 21 males; median age: 45, 
range: 22–82 years) were recruited. All patients ful-
filled the International Consensus Document (ICON) 
diagnostic criteria for CVID.1 The control group 
consisted of 44 healthy donors (23 females, 21 males; 
median age: 41, range: 19–78 years). The control 
persons were recruited mainly from the hospital 
employees and their relatives, not suffering from a 
known immunodeficiency or autoimmune disease.

Splenomegaly was defined as a spleen 
length > 11 cm in ultrasonography. Bronchiectasis 
was determined by high-resolution computed 
tomography (HRCT). The clinical phenotypes 
were defined as described in Chapel et al.15 B-cell 
phenotypes were determined according to Wehr 
et al.16 (EUROclass).

Plasma neutrophil elastase and 
myeloperoxidase determination

The blood was collected in an acute infection–free 
period. In 24 patients on IVIg treatment (aged 22–
82 years), elastase and myeloperoxidase plasma 
levels were determined prior to and 1 h after the 
completion of IVIg infusion.14

Human elastase and myeloperoxidase plasma 
levels were determined by enzyme-linked immuno-
sorbent assay (ELISA), according to the manufac-
turer’s protocol (Hycult Biotech, Plymouth Meeting, 
PA, USA). The samples were collected into ethylen-
ediaminetetraacetic acid (EDTA)-containing tubes 
(S-Monovette; Sarstedt, Nümbrecht, Germany) and 
placed on ice. Within 20 min, the plasma was sepa-
rated by centrifugation for 15 min at 1500 g at 4°C. 
Without disturbing the buffy coat, the plasma was 
transferred into a polypropylene tube and centri-
fuged again for 15 min at 1500 g at 4°C. All plasma 
samples were stored at −20°C.

In vitro stimulation of blood with IVIg

A total of 13 CVID patients’ whole blood was col-
lected into three heparinized tubes (S-Monovette) 
at room temperature. Plasma from the first tube 
was collected as described above. The second tube 
was incubated in a water bath at 37°C with gentle 
mixing every 30 min; after 2 h, plasma was col-
lected. In the third tube, 10% IVIg at a dose of 
5.7 mg/mL of heparinized blood (IVIg concentra-
tion adequate to the concentration in blood after 
infusion of 400 mg IgG/kg) was added. The subse-
quent procedure was identical to the one in tube 
number 2. Plasma elastase levels were determined 
as described above.

Statistical analysis

The results were analyzed using the Mann–Whitney 
rank-sum test, Wilcoxon signed-rank test, and 
analysis of variance (ANOVA) test as appropriate 
using Stata and GraphPad Prism 5 statistical  
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packages. The results are presented as median 
(5th–95th centile).

Results

Plasma elastase and myeloperoxidase levels

Basic clinical and laboratory characteristics of the 
CVID patients are shown in Table 1. The absolute 
number of neutrophils was higher in CVID patients 
than that in the healthy controls (3.4 × 109/L (1.8–
6.8) vs 2.7 × 109/L (1.8–4.4); P = 0.02). The CVID 
patients displayed significantly higher neutrophil 
elastase (100.5 µg/L; (55.8–184.0) vs 66.9 µg/L 
(42.2–99.6); P < 0.001) and myeloperoxidase 
(28.2 µg/L (15.2–56.6) vs 14.1 µg/L (8.4–19.7); 
P < 0.001; analyzed by Mann–Whitney test) plasma 
levels than the healthy controls (Figure 1). The dif-
ference remained significant after the CVID patients 
with C-reactive protein (CRP) higher than 10 mg/L 
(n = 7) were excluded from the analysis (elastase: 
89.2 µg/L (54.8–162.1); P = 0.04; myeloperoxidase: 
27.5 µg/L (12.1–55.9); P < 0.001). No significant 
differences were observed between patients treated 
with IVIg (n = 25) versus subcutaneous immuno-
globulin (SCIg; n = 21) (P = 0.2 for elastase and 
P = 0.1 for myeloperoxidase). Compared to healthy 
controls, the levels of granulocytic markers were 
significantly higher in both IVIg (elastase: 110.4 µg/L 
(55.8–162.1); myeloperoxidase: 26.5 µg/L (12.1–
44.7)) and SCIg (elastase: 83.1 µg/L (56.5–191.9); 
myeloperoxidase: 29.5 µg/L (17.1–62.5)) recipients 
(all P < 0.001; analyzed by Mann–Whitney test).

Significantly elevated neutrophil elastase and 
myeloperoxidase plasma levels were observed in 
patients with splenomegaly (n = 21) than patients 
without splenomegaly (n = 24) (elastase: 114.9 µg/L 
(54.8–162.1) vs 76.4 µg/L (56.5–156.9); P = 0.005; 
myeloperoxidase: 35.2 µg/L (12.1–56.6) vs 26.5 µg/L 
(15.8–55); P = 0.02). No significant differences were 
observed between patients with (n = 19) and without 
(n = 26) bronchiectasis.

Using clinical phenotype classification,15 
patients classified as “no disease-related compli-
cations” (n = 28) displayed a lower plasma mye-
loperoxidase concentration (26.9 µg/L (15.2–55.9)) 
than patients with other complications of CVID 
(n = 18) (40.1 µg/L (12.1–71.7); P = 0.007). 
Patients with enteropathy (n = 8) had higher mye-
loperoxidase levels (42.9 µg/L (12.1–71.7)) than 
patients without this complication (n = 38) 
(27.3 µg/L (15.2–55.9); P = 0.006). No significant 

differences were observed between patients with 
(n = 7) and without (n = 39) lymphocytic infiltra-
tion, and with (n = 9) and without (n = 37) autoim-
mune disorders. No patient suffered from lymphoid 
malignancy. No significant differences were 
observed in plasma elastase levels.

The ANOVA test did not show any significant 
difference in elastase (P = 0.35) and myeloperoxi-
dase (P = 0.06) plasma levels comparing patient 
groups defined according to EUROclass.16

Effect of administering IVIg on plasma 
neutrophil elastase and myeloperoxidase levels

Administering IVIg resulted in a significant 
increase in neutrophil elastase plasma levels 1 h 
after treatment (P = 0.001; Wilcoxon signed-rank 
test; Figure 2). A trend toward increased myeloper-
oxidase levels was observed; however, the effect 
did not reach statistical significance (P = 0.17). No 
adverse reaction to infusion was observed in any of 
the participants.

The in vitro effect of IVIg on elastase release

To evaluate the potential activation effect of IVIg 
on CVID neutrophils, whole heparinized blood 
was stimulated with IVIg. As shown in Figure 3, 
2-h cultivation of patients’ blood at 37°C leads to 
an increase in the elastase concentration in plasma 
by 74.5% (37.2%–273.3%). Stimulating whole 
blood from CVID patients with IVIg leads to an 
increase in plasma elastase levels by 104.0% 
(56.2%–301.3%). The difference between the 
increase with and without IVIg was statistically 
significant (P = 0.017; Wilcoxon signed-rank test; 
Figure 3).

Discussion

The presented data, together with previously pub-
lished observations, are indicative of an ongoing 
chronic granulocytic activation in CVID patients. 
The cause of activation of granulocytes in CVID 
remains unclear. However, the data are consistent 
with a potential role of translocation of microbial 
products from the intestinal lumen into the sys-
temic circulation. Microbial translocation is 
observed in various pathological conditions includ-
ing HIV-1 infection, inflammatory bowel disease, 
and hepatitis B and C infections.17,18 Bacterial and 
fungal products’ translocation results in systemic 
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immune activation.17 We and others have previ-
ously presented evidence of chronic microbial 
translocation in CVID patients.19–21. Furthermore, 
CVID patients display an altered cytokine signa-
ture profile consistent with an ongoing activation 
of cells of monocytic and granulocytic lineages.11

In our study, we observed increased serum 
elastase and myeloperoxidase levels in patients 
with splenomegaly compared to patients without 
splenomegaly. Except for the observation showing 
higher serum myeloperoxidase levels in patients 
with splenomegaly and liver cirrhosis compared to 

Figure 1. Plasma myeloperoxidase (MPO) and elastase levels in all CVID patients, patients on intravenous immunoglobulin (IVIg) 
and subcutaneous immunoglobulin (SCIg) treatments and healthy control donors.
NS: non-significant.
Horizontal lines indicate median values; Mann–Whitney rank-sum test was used for statistical evaluation.

Figure 2. Plasma myeloperoxidase (MPO) and elastase levels before and 1 h after intravenous immunoglobulin infusion in CVID 
patients.
Wilcoxon signed-rank test was used for statistical evaluation.
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patients without splenomegaly,22 to our knowl-
edge, no association of splenomegaly with mye-
loperoxidase and elastase levels has been previously 
reported. However, splenomegaly in CVID is fre-
quently associated with other complications, for 
example, cytopenias, hepatomegaly granuloma, 
enteropathy, autoimmunity, or bronchiectasis.15,23 
Although we did not observe elevated levels of 
both granulocyte activation plasma markers in sub-
jects with bronchiectasis, autoimmunity, or lym-
phatic infiltration in our cohort, the myeloperoxidase 
levels were lower in patients in the “no disease-
related conditions” group15 than the group with 
disease-related conditions and increased in patients 
with enteropathy.

Elevated systemic elastase and myeloperoxidase 
levels may significantly contribute to the patho-
genesis of CVID complications. Neutrophil 
elastase is involved in destroying the extra-cellu-
lar matrix in chronic obstructive pulmonary dis-
ease24 and plays a pathogenic role in forming 
bronchiectasis.25 Neutrophil-derived myeloper-
oxidase is involved in inducing oxidative stress 

and producing proinflammatory cytokines includ-
ing interleukin (IL)-6, IL-8, and tumor necrosis fac-
tor (TNF)-α.24 Therapeutic approaches targeting 
granulocytic enzymes or curbing their proinflamma-
tory properties may be beneficial to CVID patients.

Here, we report that the administration of IVIg 
resulted in elevated systemic concentrations of 
neutrophil elastase and a trend toward an increased 
concentration of myeloperoxidase at 1 h following 
the treatment. Limited data are available regarding 
the effect of IVIg on polymorphonuclear neutro-
phil (PMN) degranulation upon IVIg stimulation 
in vitro. Van Mirre et al.26 observed decreased 
elastase release in isolated granulocytes stimulated 
by aggregated IgG by adding monomeric IgG 
(obtained from IVIg). This effect was not observed 
when PMNs were activated by fMLP/cytochalasin 
B; monomeric IgG alone did not stimulate PMN, 
suggesting that monomeric IgG acts as a low- 
affinity FcγR antagonist. On the other hand, in the 
whole blood, under the in vitro conditions more 
similar to our experiments, Teeling et al.27 showed 
that in vitro exposure of whole fresh blood from 

Figure 3. Plasma elastse concentration levels of 13 CVID patients after in vitro stimulation with IVIg.
Elastase concentration was determined in three plasma samples from each patient: T0—the plasma was obtained after the collection of heparinized 
blood from a patient; T1—heparinized blood was incubated in water bath at 37°C. After 1-h incubation plasma was collected; IVIg—heparinized 
blood was incubated in water bath at 37°C and stimulated with 10% intravenous immunoglobulin. After 2 h of incubation plasma was collected. All 
samples of plasma were separated by two consecutive centrifugations, and human elastase plasma levels were determined by ELISA, according to the 
manufacturer’s protocol. Wilcoxon signed-rank test was used for statistical evaluation.
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healthy donors to commercially available IVIg 
preparations at therapeutically relevant levels 
resulted in neutrophil degranulation and a release 
of elastase and lactoferrin. This effect was mainly 
mediated by the dimeric and polymeric fractions of 
the IVIg derivate and was dependent on FcγRII.27 
Currently available commercial preparations of 
IVIg contain less than 3% of polymeric IgG.28 
Whether or not neutrophil activation by IVIg 
depends on the presence of polymeric IgG war-
rants further investigation.

Other studies support potential activation of 
granulocytes by IVIg. Higurashi et al.29 showed 
that IVIg administration increased the production 
of ROS from TNF-α-primed PMN in a process 
dependent on both the Fab and Fc domains of IgG 
and interaction with FcγRIII. Similarly, using 
whole-blood conditions, Casulli et al.30 showed 
that IVIg at low concentrations induced PMN acti-
vation indicated by decreased CD62L and increased 
CD11b surface expression, enhancement of oxida-
tive burst, and prolonged cell survival. In contrast, 
at higher concentrations, IVIg inhibited lipopoly-
saccharide (LPS)-induced CD11b degranulation 
and priming of oxidative burst.30

Limited information is available regarding the 
effect of IVIg administration on neutrophils in vivo. 
A significantly reduced capacity for PMA-induced 
ROS production by PMN obtained from CVID 
patients after administering IVIg was observed.14 
No effect on CD11b, CD16, and sialic acid–binding 
immunoglobulin-like lectin (Singlec) 9 expression 
on PMNs or ROS production induced by opsonized 
E. coli was documented in this study.14

Compared to our report, Prezzo et al.13 recently 
observed decreased serum elastase levels in 
patients with CVID treated by IVIg compared to 
healthy controls; the levels decreased 1 h after IVIg 
infusion. The results are not consistent with our 
study. The differences may be influenced by vari-
ous factors, including the general clinical health of 
the investigated patients, the immunoglobulin 
brand used (stabilizers present in different brands), 
and others. A probable explanation may also be the 
variances in the handling of patients’ plasma. 
Compared to our study, Prezzo et al.13 used hep-
arinized plasma. Significant differences in sam-
pling conditions when determining the plasma 
elastase levels were previously demonstrated.31 
Our observation of increased plasma elastase lev-
els after IVIg treatment is supported by the fact 

that previous studies showed an increase in proin-
flammatory cytokines after IVIg infusions, includ-
ing neutrophil-activating cytokines TNF-α, IL-6, 
and IL-8.32,33 The observation of an increase in 
plasma elastase levels following IVIg infusion is 
supported by other reports of in vitro elastase 
release27 and general granulocyte activation29,30 
after in vitro stimulation of whole blood by IVIg.

In summary, the data presented here indicate 
chronic granulocyte activation in CVID patients, 
independent of concurrent infection and other 
forms of disease exacerbation. Administering IVIg 
further enhances granulocytic degranulation in 
CVID patients. Pharmacologically targeting gran-
ulocytic activation and degranulation may repre-
sent a novel approach to CVID treatment.

Declaration of conflicting interests

The author(s) declared the following potential conflicts of 
interest with respect to the research, authorship, and/or 
publication of this article: J. L. obtained consultation fees 
from Shire Plc and Octapharma AG. The remaining 
authors have no conflicts of interest to declare.

Funding

The author(s) disclosed receipt of the following financial 
support for the research, authorship, and/or publication of 
this article: This project was supported by a grant from the 
Czech Health Research Council (No. 15-28732A).

ORCID iD

Marcela Vlková  https://orcid.org/0000-0002-1926-5426

References

 1. Bonilla FA, Barlan I, Chapel H, et al. (2016) 
International Consensus Document (ICON): Common 
variable immunodeficiency disorders. The Journal of 
Allergy and Clinical Immunology 4(1): 38–59.

 2. Korkmaz B, Horwitz MS, Jenne DE, et al. (2010) 
Neutrophil elastase, proteinase 3, and cathepsin G as 
therapeutic targets in human diseases. Pharmacological 
Reviews 62(4): 726–759.

 3. Matsuse H, Yanagihara K, Mukae H, et al. (2007) 
Association of plasma neutrophil elastase levels with 
other inflammatory mediators and clinical features in 
adult patients with moderate and severe pneumonia. 
Respiratory Medicine 101(7): 1521–1528.

 4. Tagami T, Kushimoto S, Tosa R, et al. (2011) Plasma 
neutrophil elastase correlates with pulmonary vas-
cular permeability: A prospective observational  
study in patients with pneumonia. Respirology 16(6): 
953–958.

https://orcid.org/0000-0002-1926-5426


Litzman et al. 9

 5. Gouni-Berthold I, Baumeister B, Wegel E, et al. 
(1999) Neutrophil-elastase in chronic inflammatory 
bowel disease: A marker of disease activity. Hepato-
gastroenterology 46(28): 2315–2320.

 6. Gupta AK, Gebhardt S, Hillermann R, et al. (2006) 
Analysis of plasma elastase levels in early and late 
onset preeclampsia. Archives of Gynecology and 
Obstetrics 273(4): 239–242.

 7. Liang J, Zheng Z, Wang M, et al. (2009) Myeloperoxidase 
(MPO) and interleukin-17 (IL-17) plasma levels are 
increased in patients with acute coronary syndromes. 
The Journal of International Medical Research 37(3): 
862–866.

 8. Lee SA, Wang PH, Chiou HL, et al. (2009) Markedly 
elevated plasma myeloperoxidase protein in patients 
with pelvic inflammatory disease who have A allele 
myeloperoxidase gene polymorphism. Fertility and 
Sterility 93: 1260–1266.

 9. Fernandes RM, da Silva NP and Sato EI (2011) Increased 
myeloperoxidase plasma levels in rheumatoid arthritis. 
Rheumatology International 32: 1605–1609.

 10. Casulli S, Coignard-Biehler H, Amazzough K, 
et al. (2014) Defective functions of polymorphonu-
clear neutrophils in patients with common variable 
immunodeficiency. Immunologic Research 60(1): 
69–76.

 11. Hel Z, Huijbregts RP, Xu J, et al. (2014) Altered 
serum cytokine signature in common variable immu-
nodeficiency. Journal of Clinical Immunology 34(8): 
971–978.

 12. Kutukculer N, Azarsiz E, Karaca NE, et al. (2015) A 
Clinical and laboratory approach to the evaluation of 
innate immunity in pediatric CVID patients. Frontiers 
in Immunology 6: 145.

 13. Prezzo A, Cavaliere FM, Milito C, et al. (2018) 
Intravenous immunoglobulin replacement treatment 
reduces in vivo elastase secretion in patients with com-
mon variable immune disorders. Blood Transfusion. 
Epub ahead of print 17 July. DOI: 10.2450/2018. 
0043-18.

 14. Prezzo A, Cavaliere FM, Bilotta C, et al. (2016) 
Intravenous immunoglobulin replacement treatment 
does not alter polymorphonuclear leukocytes function 
and surface receptors expression in patients with com-
mon variable immunodeficiency. Cellular Immunology 
306–307: 25–34.

 15. Chapel H, Lucas M, Lee M, et al. (2008) Common 
variable immunodeficiency disorders: Division into 
distinct clinical phenotypes. Blood 112(2): 277–286.

 16. Wehr C, Kivioja T, Schmitt C, et al. (2008) The 
EUROclass trial: Defining subgroups in common var-
iable immunodeficiency. Blood 111: 77–85.

 17. Sandler NG and Douek DC (2012) Microbial trans-
location in HIV infection: Causes, consequences 

and treatment opportunities. Nature Reviews. 
Microbiology 10(9): 655–666.

 18. Bowers NL, Helton ES, Huijbregts RP, et al. (2014) 
Immune suppression by neutrophils in HIV-1  
infection: Role of PD-L1/PD-1 pathway. PLoS 
Pathogens 10: e1003993.

 19. Litzman J, Nechvatalova J, Xu J, et al. (2012) Chronic 
immune activation in common variable immunode-
ficiency (CVID) is associated with elevated serum 
levels of soluble CD14 and CD25 but not endotox-
aemia. Clinical and Experimental Immunology 170: 
321–332.

 20. Barbosa RR, Silva SP, Silva SL, et al. (2012) Monocyte 
activation is a feature of common variable immuno-
deficiency irrespective of plasma lipopolysaccha-
ride levels. Clinical and Experimental Immunology 
169(3): 263–272.

 21. Jørgensen SF, Trøseid M, Kummen M, et al. (2016) 
Altered gut microbiota profile in common variable 
immunodeficiency associates with levels of lipopol-
ysaccharide and markers of systemic immune acti-
vation. Mucosal Immunology 9(6): 1455–1465.

 22. Nakamuta M, Ohashi M, Tanabe Y, et al. (1993) High 
plasma concentration of myeloperoxidase in cirrho-
sis: A possible marker of hypersplenism. Hepatology 
18(6): 1377–1383.

 23. Gathmann B, Mahlaoui N, Gérard L, et al. (2014) 
Clinical picture and treatment of 2212 patients with 
common variable immunodeficiency. The Journal 
of Allergy and Clinical Immunology 134(1): 116–
126.

 24. Hoenderdos K and Condliffe A (2013) The neutrophil 
in chronic obstructive pulmonary disease. American 
Journal of Respiratory Cell and Molecular Biology 
48: 531–539.

 25. Gramegna A, Amati F, Terranova L, et al. (2017) 
Neutrophil elastase in bronchiectasis. Respiratory 
Research 18(1): 211.

 26. Van Mirre E, Teeling JL, van der Meer JW, et al. 
(2004) Monomeric IgG in intravenous Ig prepara-
tions is a functional antagonist of FcgammaRII and 
FcgammaRIIIb. Journal of Immunology 173(1):  
332–339.

 27. Teeling JL, De Groot ER, Eerenberg AJ, et al. 
(1998) Human intravenous immunoglobulin (IVIG) 
preparations degranulate human neutrophils in vitro. 
Clinical and Experimental Immunology 114(2): 
264–270.

 28. Barahona Afonso AF and João CM (2016) The pro-
duction processes and biological effects of intrave-
nous immunoglobulin. Biomolecules 6: 15.

 29. Higurashi S, Machino Y, Suzuki E, et al. (2012) 
Both the Fab and Fc domains of IgG are essential 
for ROS emission from TNF-α-primed neutrophils 



10 International Journal of Immunopathology and Pharmacology  

by IVIG. Biochemical and Biophysical Research 
Communication 417: 794–799.

 30. Casulli S, Topçu S, Fattoum L, et al. (2011) A dif-
ferential concentration-dependent effect of IVIg on 
neutrophil functions: Relevance for anti-microbial and 
anti-inflammatory mechanisms. PLoS ONE 6: e26469.

 31. Fischer JE, Janousek M, Fischer M, et al. (1998) 
Effect of collection and preprocessing methods on 
neutrophil elastase plasma concentrations. Clinical 
Biochemistry 31(3): 131–136.

 32. Ibáñez C, Suñé P, Fierro A, et al. (2005) Modulating 
effects of intravenous immunoglobulins on serum 
cytokine levels in patients with primary hypogamma-
globulinemia. Biodrugs: Clinical Immunotherapeutics, 
Biopharmaceuticals and Gene Therapy 19(1): 59–65.

 33. Aukrust P, Frøland SS, Liabakk NB, et al. (1994) 
Release of cytokines, soluble cytokine receptors, and 
interleukin-1 receptor antagonist after intravenous 
immunoglobulin administration in vivo. Blood 84(7): 
2136–2143.




