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Summary
Background The mechanism(s) responsible for acquisition of maternal antibody isotypes
other than IgG are not fully understood. This uncertainty is a major reason underlying the
continued controversy regarding whether cord blood (CB) IgE originates in the mother or
fetus.
Objective To investigate the capacity of maternal IgE to be transported across the placenta
in the form of IgG anti-IgE/IgE immune complexes (ICs) and to determine the role of the
neonatal Fc receptor (FcRn) in mediating this process.
Methods Maternal and CB serum concentrations of IgE, IgG anti-IgE, and IgG anti-IgE/
IgE ICs were determined in a cohort of allergic and non-allergic mother/infant dyads.
Madin–Darby canine kidney (MDCK) cells stably transfected with human FcRn were used
to study the binding and transcytosis of IgE in the form of IgG anti-IgE/IgE ICs.
Results Maternal and CB serum concentrations of IgG anti-IgE/IgE ICs were highly corre-
lated, regardless of maternal allergic status. IgG anti-IgE/IgE ICs generated in vitro bound
strongly to FcRn-expressing MDCK cells and were transcytosed in an FcRn-dependent
manner. Conversely, monomeric IgE did not bind to FcRn and was not transcytosed. IgE
was detected in solutions of transcytosed IgG anti-IgE/IgE ICs, even though essentially all
the IgE remained in complex form. Similarly, the majority of IgE in CB sera was found to
be complexed to IgG.
Conclusions and Clinical Relevance These data indicate that human FcRn facilitates the
transepithelial transport of IgE in the form of IgG anti-IgE/IgE ICs. They also strongly
suggest that the majority of IgE in CB sera is the result of FcRn-mediated transcytosis of
maternal-derived IgG anti-IgE/IgE ICs. These findings challenge the widespread perception
that maternal IgE does not cross the placenta. Measuring maternal or CB levels of IgG
anti-IgE/IgE ICs may be a more accurate predictor of allergic risk.

Keywords allergy, autoantibodies, cord blood, FcRn, IgG anti-IgE, immune complexes,
infant, mother, placenta
Submitted 25 September 2014; revised 13 December 2014; accepted 12 January 2015

Introduction

IgG is generally regarded as the only maternal antibody
isotype capable of crossing the placental barrier [1]. The
widespread belief in the selective transport of maternal
IgG is a major reason underlying the continued contro-
versy regarding whether cord blood (CB) IgE originates
in the mother or fetus [2]. The receptor mediating pla-
cental transmission of maternal IgG is the b2-micro-
globulin-associated MHC-class-I-like molecule FcRn,

which in humans localizes to the syncytiotrophoblast of
the placental villi [3, 4]. In mice, FcRn also facilitates
the acquisition of maternal IgG through expression in
the intestinal epithelium during neonatal life [5] and
yolk sac placenta [6]. It is well established that maternal
passive immunity provides the neonate with protection
against a wide range of infectious agents [7]; however,
maternal IgG also facilitates the transplacental passage
of antigens as IgG/antigen immune complexes (ICs) [8–
10]. In a similar process, exogenous insulin, a protein
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that by itself does not cross the placenta [11], is trans-
ported in the form of IgG anti-insulin/insulin ICs [12].

We recently demonstrated that murine FcRn facili-
tates the intestinal absorption of IgE in the form of IgG
anti-IgE/IgE ICs [13]. In addition, IgE bound by IgG
anti-IgE at the Ce4 domain remained biologically active
by retaining the ability to bind FceRI and induce rat
basophil leukaemia cell degranulation [13]. Because IgG
anti-IgE and IgG anti-IgE/IgE ICs are present in the sera
of allergic and non-allergic individuals [14–17], we
speculated that human FcRn (hFcRn) localized to the
placenta would transport maternal IgE to the fetus in
the form of IgG anti-IgE/IgE ICs. In this study, we
sought to define the relationship between maternal and
CB serum concentrations of IgG anti-IgE/IgE ICs in a
cohort of allergic and non-allergic pregnant women
and their infants. In addition, we aimed to investigate
the capacity of hFcRn to bind and transport IgE in the
form of IgG anti-IgE/IgE ICs using a well-validated in
vitro model system [18, 19]. Our results strongly suggest
that maternal IgE crosses the placenta predominantly in
the form of IgG anti-IgE/IgE ICs, thereby providing new
insight into a pathway for the fetal acquisition of
maternal IgE.

Methods

Subject recruitment, sample collection, and
measurement of serum IgE levels

The study population consisted of 152 allergic and
non-allergic pregnant women and their full-term
infants delivered at Hartford Hospital (Hartford, CT,
USA) between January 2011 and February 2012. Details
of the recruitment strategy and sample collection have
been previously reported [20]. In brief, potential partici-
pants were screened for eligibility and recruited for par-
ticipation upon admission to labour and delivery.
Pregnant women were eligible if they were English or
Spanish speaking, had not received prenatal steroids for
the treatment of preterm labour, were not on high dose
inhaled steroids (e.g. > 800 mcg/day beclomethasone
equivalent), and were delivering an infant ≥ 37 weeks’
gestational age with no known major congenital anom-
aly. Informed written consent was obtained from all
prospective mothers and on behalf of all their infants.
Maternal blood was collected by venipuncture prior to
delivery. Immediately following delivery, CB samples
were obtained from the umbilical vein cleansed with
alcohol. Pregnant women were divided into two groups
based on the absence or presence of allergic disease as
defined by a physician’s diagnosis of asthma, allergic
rhinitis, atopic dermatitis, or food allergy and associ-
ated symptoms (e.g. cough, wheeze, skin rash) within
the past 12 months. Assignment of study subjects into

these groups was by chart review and personal inter-
view. Total serum IgE concentrations were determined
by Phadia (Thermo Fisher Scientific, Portage, MI, USA)
using the ImmunoCAP method. The detection limit for
IgE in maternal and CB specimens was 2.00 and
0.10 kU/L, respectively. As a surrogate marker for
maternal blood contamination, CB samples were analy-
sed for total IgA using a commercial ELISA kit (Mab-
tech Inc., Cincinnati, OH, USA), and CB samples
containing ≥ 10 lg/mL IgA were excluded from the
analysis [20, 21]. The study was approved by the Insti-
tutional Review Board at Hartford Hospital (IRB# MAT-
S003083HU).

Measurement of IgG anti-IgE autoantibodies in maternal
and cord blood sera

Thermo Scientific NuncTM Immunoplates (Thermo Fisher
Scientific) were coated with monoclonal human IgE
(hIgE) (HE1) (Bioreclamation LLC., Westbury, NY, USA)
(10 lg/mL) in 0.1 M carbonate (pH 9.5) for 16 h at 4°C.
After blocking non-specific binding, maternal or CB
IgG anti-IgE antibodies were captured as twofold serial
dilutions of maternal or CB serum. Detection of IgG
anti-IgE was with biotin-SP-conjugated mouse IgG
(mIgG) anti-hFcc (Jackson ImmunoResearch, West
Grove, PA, USA), followed by avidin-horseradish perox-
idase (HRP) (BD Biosciences, San Jose, CA, USA). As a
reference standard, adjacent wells on the same plates
were coated with ovalbumin (OVA) (grade V; Sigma
Chemical Co., St. Louis, MO, USA) (10 lg/mL) in PBS,
and predetermined amounts of mIgG1 anti-OVA (BioX-
Cell, West Labanon, NH, USA) were added as twofold
serial dilutions in duplicate. Biotin-SP-conjugated goat
anti-mFcc1 (Jackson ImmunoResearch) was used to
detect bound murine IgG, followed by avidin-HRP.
Development was with the TMB microwell peroxidase
substrate system (Kirkegaard & Perry Laboratories, Gai-
thersburg, MD, USA) and A450 measured with a Bio-Rad
microplate reader (Hercules, CA, USA).

Measurement of IgG anti-IgE/IgE immune complexes in
maternal and cord blood sera

Three sandwich ELISAs were employed using different
anti-IgE capture reagents with unique epitope specifici-
ties. This strategy enabled the capturing of IgE (and ICs)
in which the FceRI-binding region of IgE remained
open or blocked by IgG anti-IgE. Thermo Scientific
NuncTM Immunoplates were coated under the conditions
described above with mIgG anti-hIgE (m107) (Mabtech
Inc.) (2 lg/mL), mIgG anti-hIgE (HP6029) (SouthernBio-
tech, Birmingham, AL, USA) (2 lg/mL), or recombinant
FceRIa protein (rFceRIa) (NBS-C Bioscience, Vienna,
Austria) (2 lg/mL). m107 competes for an epitope in
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the Ce4 region (A.P. Matson, S. Paveglio, and E. Rafti;
unpublished results), HP6029 recognizes an epitope not
located in Ce3 or Ce4 [22], and rFceRIa recognizes the
FceRI-binding region in Ce3 [23]. After blocking non-
specific binding, maternal and CB IgE (and ICs) were
captured as twofold serial dilutions of serum. Detection
of IgG anti-IgE/IgE ICs was with biotin-SP-conjugated
mIgG anti-hFcc, (Jackson ImmunoResearch) followed
by avidin-HRP. Development and reading of plates was
as above. As a reference standard for the m107 and
HP6029 IC assays, IgG anti-IgE/IgE ICs were generated
in vitro using equal molar amounts of omalizumab
(humanized IgG1 anti-hIgECe3) (Genentech, Inc., San
Francisco, CA, USA) and hIgE (HE1) (Bioreclamation
LLC). Predetermined amounts of ICs were added to adja-
cent wells on the same plate as twofold serial dilutions
in duplicate, and the remainder of the assay was the
same. As a reference standard in the rFceRIa IC assay,
IgG anti-IgE/IgE ICs were generated in vitro using
mIgG1 anti-hIgECe4 (Le27) (NBS-C Bioscience) and hIgE
(HE1), and predetermined amounts were similarly
applied to adjacent wells on the same plate. Biotin-SP-
conjugated goat anti-mFcc1 was used to detect bound
murine IgG, followed by avidin-HRP. In some experi-
ments, serum samples were pre-incubated with oma-
lizumab to exclude the possibility of endogenous IgG
directed against the a-chain of FceRI [24]. To determine
the IgG subclasses of ICs captured with rFceRIa, biotin-
SP-conjugated mIgGs directed against hFcc1 (6069B),
hFcc2 (6002B), hFcc3 (6047B), or hFcc4 (6025B) (kind
gifts from Dr. Robert Hamilton, Johns Hopkins Allergy
and Asthma Center, Baltimore, MD, USA) were used in
place of biotin-SP-conjugated mIgG anti-hFcc. The
remainder of the assay was exactly as described above.

hFcRn-binding and transport studies

As a surrogate model to study the ability of hFcRn to
bind and transport IgG anti-IgE/IgE ICs across the pla-
centa, we used hb2m-positive Madin-Darby canine kid-
ney (MDCK) cells stably transfected with the heavy
chain of hFcRn [18]. When grown to confluence on
Transwell filters, FcRn-expressing MDCK cells are a
well-established in vitro model system to study IgG
transport [19, 25]. Furthermore, because hFcRn has
strong affinity for human and rabbit IgG [19, 26], this
system was used to evaluate the binding of humanized
or rabbit IgG anti-IgEs to hFcRn, prior to the generation
of IgG anti-IgE/IgE ICs. Cells were incubated for 1 h at
4°C with omalizumab (Genentech, Inc.) (1 mg/mL),
polyclonal rabbit IgG anti-hIgE (rIgG anti-hIgE) (Dako
Inc., Carpinteria, CA, USA) (130 lg/mL), or as a refer-
ence standard RhoGAM (polyclonal hIgG anti-RhD)
(Ortho-Clinical Diagnostics, Rochester, NY, USA) (1 mg/
mL), in PBS containing 0.2% BSA and 0.1% NaN3, buf-

fered to pH 6.0. After washing to remove unbound anti-
bodies, biotin-conjugated mIgG anti-hFcc (Jackson
ImmunoResearch) was used to detect bound oma-
lizumab or RhoGAM, and biotin-conjugated mIgG anti-
rFcc (Sigma-Aldrich, St Louis, MO, USA) was used to
detect bound rIgG anti-hIgE. Streptavidin–allophycocy-
anin (SA-APC) (Life Technologies, Carlsbad, CA, USA)
was subsequently applied, and cell staining was evalu-
ated using a Becton–Dickinson LSR II flow cytometer
(BD Biosciences). Resultant data were analysed using
FlowJo software (Tree Star Inc., Ashland, OR, USA). The
relative fluorescence intensities for cell staining were
compared to unstained cells and cells incubated with
biotinylated antibodies, followed by SA-APC.

To evaluate the ability of hFcRn to bind IgE in the
form of IgG anti-IgE/IgE ICs, MDCK cells were incu-
bated for 1 h at 4°C with rIgG anti-hIgE (10 lg/mL),
hIgE (100 lg/mL), (U266B1) (ATCC, Manassas, VA,
USA), or rIgG anti-hIgE/hIgE ICs (molar ratio 1 : 10
based on hIgE concentration of 100 lg/mL) in PBS
containing 0.2% BSA and 0.1% NaN3, buffered to pH
6.0 or pH 7.4. Biotin-conjugated mIgG anti-rFcc
(Sigma-Aldrich) was used to detect bound rIgG anti-
hIgE, and biotin-conjugated mIgG anti-hIgECe4 (Le27)
(NBS-C Bioscience) was used to detect bound hIgE or
rIgG anti-hIgE/hIgE ICs. SA-APC was subsequently
applied, and cell staining was examined by flow cytom-
etry. Control conditions were cells incubated with bioti-
nylated antibodies, followed by SA-APC. For blocking
experiments, cells were pre-incubated with the hFcRn-
blocking antibody DVN 24 [27] (kind gift from Dr.
Derry Roopenian, Jackson Labs, Bar Harbor, ME, USA).
For immunofluorescence microscopy, hIgE (U266B1)
(ATCC) was labelled with Alexa Fluor 555 (AF555)
(Molecular Probes Inc., Eugene, OR, USA) and used to
generate rIgG anti-hIgE/hIgEAF555 ICs. Cells were incu-
bated with mIgG anti-hFcRn (B-8) (Santa Cruz Biotech-
nology, Dallas, TX, USA) followed by goat
anti-mIgGFITC (Santa Cruz Biotechnology) and rIgG
anti-hIgE/hIgEAF555 ICs, in PBS containing 0.2% BSA
and 0.1% NaN3, buffered to pH 6.0. Stained cells were
adhered to glass slides via cytospins, fixed with metha-
nol, and counterstained with DAPI (Vectashield, Burlin-
game, CA, USA). Cells were viewed using a fluorescence
Olympus DP 73 microscope (Olympus, Center Valley,
PA, USA), and CellSens software (Olympus) was used
for image acquisition and analysis.

For transport studies, MDCK cells were plated at a den-
sity of 800 000 cells/cm2 on 12 mm diameter, 0.4 lm
pore, semipermeable Transwell filters (Corning Life Sci-
ences, Corning, NY, USA). On day 3, when transepithelial
electrical resistance reached 150–200 Ohm/cm2, transcy-
tosis assays were performed as described [18, 19], with
the input chamber buffered to pH 6.0 and the output
chamber buffered to pH 7.4. To the input chamber, rIgG
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anti-hIgE (10–50 lg/mL), hIgE (100–500 lg/mL), or rIgG
anti-hIgE/hIgE ICs (molar ratio 1 : 10 based on hIgE con-
centration of 100–500 lg/mL) were added in Hank’s bal-
anced salts solution with 10 mM MES, pH 6.0 at 37°C, 5%
CO2 for 2 h. For blocking or competitive inhibition exper-
iments, DVN 24 (0.1–25 lg/mL) or RhoGAM (1 mg/mL)
was added to the input chamber 20 min before the anti-
bodies or ICs. After 2 h, the input and output Transwell
solutions were collected and the concentrations of
antibodies and ICs were determined by ELISA. The
percentage of transport was calculated as [(Concentra-
tionoutput 9 VolumeOutput)/(ConcentrationInput 9 Volume
Input)]9 100%.

Measurement of antibodies and immune complexes in
Transwell solutions and pooled cord blood serum

Because polyclonal rabbit IgG anti-hIgE was used in
hFcRn-transport experiments, different assays were
required to enumerate antibodies and ICs. To determine
concentrations of rIgG anti-hIgE in Transwell solutions,
Thermo Scientific NuncTM Immunoplates were coated
with monoclonal hIgE (U266B1) (10 lg/mL) in 0.1 M

carbonate (pH 9.5) for 16 h at 4°C. After blocking non-
specific binding, rIgG anti-hIgE antibodies were cap-
tured as twofold serial dilutions of Transwell solutions.
Detection of rIgG anti-hIgE was with biotin-conjugated
mIgG anti-rFcc (Sigma-Aldrich), followed by avidin-
HRP. As a reference standard, predetermined amounts
of rIgG anti-hIgE were added to the same plate and the
remainder of the assay was the same. For the measure-
ment of rIgG anti-hIgE/hIgE ICs, Thermo Scientific
NuncTM Immunoplates were coated under the conditions
described above with mIgG anti-hIgE (m107) (Mabtech)
(2 lg/mL). After blocking non-specific binding, rIgG
anti-hIgE/hIgE ICs were captured as twofold serial dilu-
tions of Transwell solutions. Detection of rIgG anti-
hIgE/hIgE ICs was with biotin-conjugated mIgG
anti-rFcc (Sigma-Aldrich), followed by avidin-HRP. As
a reference standard, predetermined amounts of rIgG
anti-hIgE/hIgE ICs were applied to the same plate and
the remainder of the assay was the same. To determine
the ability of transcytosed ICs to bind FceRI, Thermo
Scientific NuncTM Immunoplates were coated with
rFceRIa (NBS-C Bioscience) (2 lg/mL), and the remain-
der of the assay was as above.

Concentrations of total IgE were determined in
pooled Transwell solutions and pooled CB serum, prior
to and after absorption of IgG (and IgG anti-IgE/IgE
ICs) using protein A coupled agarose (Bio-Rad). Control
solutions containing rIgG anti-hIgE or monomeric hIgE
(U266B1) were used to assess the selective removal of
IgG by protein A. For the measurement of total hIgE,
Thermo Scientific NuncTM Immunoplates were coated
under the conditions described above with mIgG anti-

hIgE (m107) (2 lg/mL) or rFceRIa (2 lg/mL). After
blocking non-specific binding, hIgE was captured as
twofold serial dilutions of Transwell solutions or CB
serum. Detection of hIgE was with a cocktail of biotiny-
lated mIgG anti-hIgEs, including HP6029 (SouthernBio-
tech), m182 (Mabtech), and Le27 (NBS-C Bioscience),
followed by avidin-HRP. The standard in these assays
was predetermined amounts of monoclonal hIgE
(U266B1).

IgE expression on cord blood basophils

IgE expression on CB basophils isolated from infants
included in this cohort has been previously reported
[20]. For the current study, CB samples containing
≥ 0.5 kU/L total serum IgE and a minimum of 200 ba-
sophils were included in the analysis. The relationship
between serum levels of CB IgE and percentages of CB
basophils with bound IgE was assessed for infants of
allergic and non-allergic mothers as an indicator for
the ability of CB IgE to bind FceRI-expressing fetal
cells. CB cells were stained with anti-BDCA-2/FITC
(AC144), anti-CD123/PE (AC145), anti-IgE/APC (MB10-
5C4), or mouse IgG1 isotype control/APC (IS5-21F5)
(Miltenyi Biotech Inc., Auburn, California, USA). CB ba-
sophils were identified as the CD123+ high BDCA-2-

cells, and surface-bound IgE was quantified relative to
the isotype control. Flow cytometry was performed
using a FACSCalibur instrument, and resultant data
were analysed using FlowJo software (Tree Star Inc.).

Statistical analysis

Comparisons of serum IgE, IgG anti-IgE autoantibodies,
and IgG anti-IgE/IgE ICs were performed using the
Mann–Whitney U-test. Correlation analyses were per-
formed using Pearson’s correlation. Transcytosis of
antibodies and ICs were compared using ANOVA and
Bonferroni’s post-test. Concentrations of CB IgE prior to
and after protein A chromatography were compared
using the paired t-test. Chi-square was used to compare
the distribution of weight gain between allergic and
non-allergic mothers, and the Fisher’s exact test was
applied to the remaining categorical variables between
groups. All statistical analyses were performed using
Prism 4 (GraphPad Software, San Diego, CA, USA).

Results

Study subjects and serum IgE levels

Of the 152 pregnant women included in this study, 62
were allergic and 90 were non-allergic. Of these, two
allergic and three non-allergic mother/infant dyads
were excluded because of insufficient volumes of blood
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collected. One allergic and one non-allergic mother/
infant dyad were excluded because of CB serum IgA
concentrations > 10 lg/mL, and one non-allergic
mother/infant dyad was excluded because of a CB
serum IgE concentration > 7 SD from the mean. The
remaining 59 allergic and 85 non-allergic infant/dyads
were included in the analysis. Baseline characteristics
of these mothers and infants are shown in Table S1 in
the OR. Pregnant women with a history of allergic dis-
ease demonstrated higher levels of total serum IgE than
pregnant women without a history of allergic disease
(P = 0.03). CB serum total IgE levels were not signifi-
cantly different in infants of allergic and non-allergic
mothers (P = 0.31) (Table 1).

IgG anti-IgE autoantibodies in maternal and cord blood
sera

IgG autoantibodies directed against IgE were detected
in the serum of allergic and non-allergic pregnant
women [median 82 (range 5–1854) vs. 107 (3–4238)
ng/mL, P = 0.14] (Fig. 1a). In allergic pregnant women,
serum concentrations of IgE correlated with serum con-
centrations of IgG anti-IgE (r = 0.49, P < 0.0001)
(Fig. 1b). In non-allergic pregnant women, serum con-
centrations of IgE did not correlate with serum concen-
trations of IgG anti-IgE (r = 0.03, P = 0.77) (Fig. 1c).
For each mother/infant dyad, levels of IgG anti-IgE
were similar, regardless of maternal allergic status. A
combined analysis of all mother/infant dyads demon-
strated that maternal and CB serum concentrations of
IgG anti-IgE were highly correlated (r = 0.90,
P < 0.0001) (Fig. 1d).

IgG anti-IgE/IgE immune complexes in maternal and
cord blood sera

Sandwich ELISAs utilizing antibodies directed against
IgE and IgG are an established method to determine
serum concentrations of IgG anti-IgE/IgE ICs [28]. Our
initial studies using the rFceRIa-based assay demon-
strated that IgG anti-hIgECe4/hIgE ICs could be quanti-

fied using this method (Fig. S1 in the OR). Furthermore,
pre-incubation of maternal serum with omalizumab
resulted in a significant reduction in the binding of IgG
anti-IgE/IgE ICs to rFceRIa (Fig. S2 in the OR), indicat-
ing the detection of ICs in this assay was not due to
endogenous IgG directed against FceRIa [24].

IgG anti-IgE/IgE ICs were detected in the sera of
allergic and non-allergic pregnant women using the
m107 [median 1950 (range 186–18 355) vs. 2048 (284–
8732) ng/mL, P = 0.40], HP6029 [median 3472 (range
157–18 486) vs. 4342 (169–15 006) ng/mL, P = 0.49],
and rFceRIa [median 6 (range 4–155) vs. 5 (4–171) ng/
mL, P = 0.82] IC assays (Fig. 2a). In allergic pregnant
women, serum concentrations of IgE correlated with
serum concentrations of IgG anti-IgE/IgE ICs deter-
mined using the rFceRIa IC assay (r = 0.83, P < 0.0001)
(Fig. 2b). In non-allergic pregnant women, serum con-
centrations of IgE did not correlate with serum concen-
trations of IgG anti-IgE/IgE ICs determined using the
rFceRIa IC assay (r = 0.20, P = 0.07) (Fig. 2c). There
were no significant correlations observed between levels
of IgE and levels of IgG anti-IgE/IgE ICs determined
using the m107 or HP6029 IC assays in allergic or non-
allergic pregnant women (data not shown). For each
mother/infant dyad, levels of IgG anti-IgE/IgE ICs were
similar, regardless of maternal allergic status or the IC
assay used. A combined analysis of all mother/infant
dyads demonstrated that maternal and CB serum con-
centrations of IgG anti-IgE/IgE ICs were highly corre-
lated in each of the IC assays [m107 (r = 0.94,
P < 0.0001), HP6029 (r = 0.85, P < 0.0001), and
rFceRIa (r = 0.88, P < 0.0001)] (Fig. 2d–f).

To further investigate for differences in IC composi-
tion based on maternal history of allergy, serum sam-
ples from 10 allergic and 11 non-allergic pregnant
women with comparable levels of total IgG anti-IgE/IgE
ICs measured using the rFceRIa IC assay [median 40
(range 18–155) vs. 29 (14–171) ng/mL, P = 0.50] (data
not shown) were analysed to determine the IgG sub-
class distribution of IgG anti-IgE/IgE ICs. In these sub-
jects, total IgE levels were significantly higher in the
allergic pregnant women as compared to the non-aller-
gic pregnant women [median 289.00 (range 62.08–
1259.00) vs. 50.90 (25.40–276.50) kU/L, P < 0.001]
(Fig. 3a). Despite similar serum concentrations of total
IgG anti-IgE/IgE ICs, there were significantly higher
levels of IgG1-containing IgG anti-IgE/IgE ICs in the
serum of allergic pregnant women as compared to non-
allergic pregnant women [median 34 (range 7–70) vs.
12 (4–66) ng/mL, P = 0.026] (Fig. 3b). IgG3- and IgG4-
containing IgG anti-IgE/IgE ICs were also present; how-
ever, differences in serum concentrations between aller-
gic and non-allergic pregnant women were not
statistically significant (P = 0.11 and P = 0.15, respec-
tively) (Fig. 3b). In corresponding CB sera, total IgE

Table 1. Serum total IgE in allergic and non-allergic mother/infant

dyads. * P < 0.05.

Allergic mother/

infant dyads

(n = 59)

Non-allergic

mother/infant

dyads (n = 85) P-value

Maternal IgE (kU/L)

Median

(range)

62.89 (1.33–1258.90) 34.40 (2.00–1572.52) *0.03

CB IgE (kU/L)

Median

(range)

0.26 (0.10–2.67) 0.18 (0.10–3.19) 0.31

© 2015 The Authors. Clinical & Experimental Allergy Published by John Wiley & Sons Ltd, 45 : 1085–1098

Transplacental passage of IgG anti-IgE/IgE complexes 1089



r = 0.90
P < 0.0001

Combined mother/infant dyads

Maternal IgG anti-IgE (ng/mL)

C
B

 Ig
G

 a
nt

i-I
gE

 (n
g/

m
L

)

Allergic Non-allergic

101

102

103

104

101

102

103

104

Maternal anti-IgE autoantibodies
ns

(a)

(d)

(b) (c)

Ig
G

 a
nt

i-I
gE

 (n
g/

m
L

)

101

101

102

102

103

103

104

104

101 102 103 104

Ig
G

 a
nt

i-I
gE

 (n
g/

m
L

)

101

102

103

104

Ig
G

 a
nt

i-I
gE

 (n
g/

m
L

)

Allergic pregnant women

r = 0.49
P < 0.0001

Total IgE (KU/L)
101 102 103 104

Total IgE (KU/L)

Non-allergic pregnant women

r = 0.03
P = 0.77

Fig. 1. IgG anti-IgE autoantibodies in maternal and CB sera. Data represent results obtained from 59 allergic and 85 non-allergic mother/infant dyads.

(a) Levels of IgG anti-IgE were similar between allergic and non-allergic pregnant women. Total serum IgE correlated with levels of IgG anti-IgE in (b)

allergic pregnant women but not in (c) non-allergic pregnant women. (d) A combined analysis of allergic and non-allergic mother/infant dyads dem-

onstrated that maternal and CB levels of IgG anti-IgE were highly correlated. ns, not significant. The horizontal line represents the median.

10
20
30
40

2000
4000
6000

8000

(a) (b) (c)

(d) (e) (f)

m107 HP6029

Non-allergic
Allergic

rFc RI

Maternal IgG anti-IgE/IgE ICs

ns

ns

ns

Ig
G

 a
nt

i-I
gE

/I
gE

 IC
s (

ng
/m

L
)

m107-capture

r = 0.94
P < 0.0001

Combined mother/infant dyads

Maternal IgG anti-IgE/IgE ICs (ng/mL)

C
B

 Ig
G

 a
nt

i-I
gE

/I
gE

 IC
s (

ng
/m

L
)

r = 0.85
P < 0.0001

HP6029-capture

Combined mother/infant dyads

rFc RI -capture

r = 0.88
P < 0.0001

Combined mother/infant dyads

Maternal IgG anti-IgE/IgE ICs (ng/mL)

C
B

 Ig
G

 a
nt

i-I
gE

/I
gE

 IC
s (

ng
/m

L
)

101

101

102

102 103 104

105102 103 104

Maternal IgG anti-IgE/IgE ICs (ng/mL)
105102 103 104

103

104

105

102

103

C
B

 Ig
G

 a
nt

i-I
gE

/I
gE

 IC
s (

ng
/m

L
)

104

105

102

103

Allergic pregnant women

r = 0.83
P < 0.0001

rFc RI -capture

Total IgE (KU/L)
101 102 103

101 102 103

104

Total IgE (KU/L)

Ig
G

 a
nt

i-I
gE

/I
gE

 IC
s (

ng
/m

L
)

101

102

103

101

102

103

Ig
G

 a
nt

i-I
gE

/I
gE

 IC
s (

ng
/m

L
)

Non-allergic pregnant women

r = 0.20
P = 0.07

rFc RI -capture

Fig. 2. IgG anti-IgE/IgE ICs in maternal and CB sera. Data represent results obtained from 59 allergic and 85 non-allergic mother/infant dyads. (a)

Levels of IgG anti-IgE/IgE ICs were similar between allergic and non-allergic pregnant women, when determined using the m107, HP6029, or rFceRIa
IC assays. Total serum IgE correlated with levels of IgG anti-IgE/IgE ICs in (b) allergic pregnant women but not in (c) non-allergic pregnant women,

when ICs were measured using rFceRIa. (d–f) A combined analysis of allergic and non-allergic mother/infant dyads demonstrated that maternal and

CB levels of IgG anti-IgE/IgE ICs were highly correlated when determined using the m107, HP6029, or rFceRIa IC assays. ns, not significant.

© 2015 The Authors. Clinical & Experimental Allergy Published by John Wiley & Sons Ltd, 45 : 1085–1098

1090 A. Bundhoo et al



levels were similar in infants of allergic and non-aller-
gic mothers [median 0.45 (range 0.10–1.51) vs. 0.29
(0.1–3.19) kU/L, P = 0.67] (Fig. 3c). IgG1- and IgG3-
containing IgG anti-IgE/IgE ICs were the most highly
represented subclasses in CB sera; however, differences
in serum concentrations between infants of allergic and
non-allergic mothers did not reach statistical signifi-
cance (P = 0.18 and P = 0.30, respectively) (Fig. 3d). In
allergic mother/infant dyads, combined levels of mater-
nal IgG1- and IgG3-containing IgG anti-IgE/IgE ICs
were predictive of CB IgE levels (r = 0.75, P = 0.01)
(Fig. 3e), whereas maternal IgE levels were not
(r = 0.35, P = 0.33) (data not shown). In non-allergic
mother/infant dyads, maternal IgE levels were predic-
tive of CB IgE levels (r = 0.77, P = 0.006), whereas
combined levels of maternal IgG1- and IgG3-containing
IgG anti-IgE/IgE ICs were not (r = 0.01, P = 0.99) (data
not shown).

hFcRn binds and transports IgE in the form of IgG anti-
IgE/IgE immune complexes

Initial studies performed to compare the binding of dif-
ferent IgG anti-hIgEs to hFcRn demonstrated that poly-
clonal rabbit IgG anti-hIgE bound to hFcRn-expressing
cells at an equivalent level as RhoGAM, whereas oma-
lizumab demonstrated a much lower level of binding
(Fig. S3 in the OR). Thus, polyclonal rIgG anti-hIgE and
hIgE were used to generate IgG anti-IgE/IgE ICs for the
remaining hFcRn-binding and transport studies.

Flow cytometric analysis of hFcRn-expressing MDCK
cells demonstrated no binding of the murine detection
antibody biotin-conjugated mIgG anti-hIgECe4 (Le27) or
monomeric hIgE, whereas there was strong binding of
polyclonal rIgG anti-hIgE (Fig. 4a–c). These results are
consistent with published reports, which demonstrate
that mouse IgG and human IgE do not bind hFcRn,
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while rabbit IgG binds hFcRn strongly [26, 29]. hIgE, in
the form of rIgG anti-hIgE/hIgE ICs, bound strongly to
cells (Fig. 4d). The binding of rIgG anti-hIgE/hIgE ICs
was pH dependent, inhibited by the hFcRn-blocking
antibody DVN24, and co-localized with hFcRn (Fig. 4e–
g). pH-dependent binding is a characteristic feature of
FcRn which requires an acidic pH to bind IgG with high
affinity [27].

In transcytosis experiments, hFcRn-mediated trans-
port was observed for rIgG anti-hIgE and rIgG anti-
hIgE/hIgE ICs, but not for monomeric hIgE (Fig. 5a).
The transport of rIgG anti-hIgE/hIgE ICs occurred in ba-
solateral to apical and apical to basolateral directions,
was competitively inhibited by RhoGAM and by the
hFcRn-blocking antibody DVN24 (Figs 5a,b; and data
not shown). Following transcytosis, a substantial pro-
portion of rIgG anti-hIgE/hIgE ICs retained the ability
to bind rFceRIa protein (mean % antibody transport =
0.042 � 0.005; data not shown). In addition, hIgE was
detected in output solutions containing transcytosed
rIgG anti-hIgE/hIgE ICs, using both the m107 and

rFceRIa anti-hIgE assays (Fig. 5c, and data not shown).
To determine whether the transcytosed hIgE was mono-
meric or complexed to rIgG anti-hIgE, output solutions
from nine separate Transwells were pooled [mean IgE
concentration of 7140 (range 2622–26 517) ng/mL,
determined using rFceRIa anti-hIgE assay] and sub-
jected to protein A chromatography. Following expo-
sure to protein A, only 6% of the hIgE was recovered in
the primary flow through (Fig. 5c), which coincided
with removal of > 99% of the rIgG anti-hIgE/hIgE ICs
(data not shown). In control solutions exposed to pro-
tein A, > 99% of rIgG anti-hIgE was removed, whereas
> 95% of monomeric IgE was recovered (data not
shown).

The majority of IgE in cord blood serum exists as IgG
anti-IgE/IgE immune complexes

To determine whether CB IgE was monomeric or com-
plexed to IgG anti-IgE, CB sera from 20 different
infants were pooled into five separate groups of 4,
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Fig. 4. hFcRn binds IgE in the form of IgG anti-IgE/IgE ICs. hFcRn-expressing MDCK cells were incubated with (a) biotin-conjugated mIgG anti-
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bound hIgE or rIgG anti-hIgE/hIgE ICs. Visualization of bound antibodies was with SA-APC, and the cells were analysed by flow cytometry. (g)
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subjected to protein A chromatography, and analysed.
Prior to protein A, the pooled CB serum contained a
mean total IgE level of 171 (range 102–335) ng/mL,
determined using the m107 anti-hIgE assay (Fig. 6).
Following protein A, only 6% (range 3–10%) of the IgE
was recovered (P = 0.021) (Fig. 6), which coincided
with removal of > 99% of the IgG anti-IgE/IgE ICs
determined using the m107 IC assay (data not shown).
Total IgE levels determined using the rFceRIa anti-hIgE
assay were also reduced following protein A; however,

several of the pooled specimens were at the lower limit
of detection prior to exposure (data not shown).

Binding of cord blood IgE to FceRI in infants of allergic
and non-allergic mothers

To investigate the possibility that CB IgE (in the form
of IgG anti-IgE/IgE ICs) could have differential ability
to bind FceRI based on maternal allergic status, we
attempted to determine CB IgE levels using the
rFceRIa-based IgE assay. Levels of CB IgE measured
using the rFceRIa-based IgE assay were at the lower
limit of detection for the majority of CB samples, pre-
cluding a comparison between infants of allergic and
non-allergic mothers (data not shown). Thus, we quan-
tified percentages of CB basophils with surface-bound
IgE relative to levels of CB IgE as an indicator for the
ability of CB IgE to bind FceRI. Seven CB samples from
infants of allergic mothers and 11 CB samples from
infants of non-allergic mothers had adequate numbers
of basophils and sufficient CB IgE (determined via the
ImmunoCAP) to perform this analysis. In these samples,
there was no difference in levels of CB IgE between
infants of allergic and non-allergic mothers [median
1.56 (range 0.52–2.67) vs. 1.02 (0.54–3.19) kU/L,
P = 0.39] (data not shown). In infants of allergic moth-
ers, there was a significant correlation between CB IgE
levels and percentages of CB basophils with bound IgE
(r = 0.77, P = 0.04) (Fig. 7a). In contrast, there was no
significant correlation between CB IgE levels and
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percentages of CB basophils with bound IgE in infants
of non-allergic mothers (r = 0.40, P = 0.22) (Fig. 7b).

Discussion

Here we report essentially equivalent maternal and CB
serum concentrations of IgG anti-IgE/IgE ICs in a
cohort of allergic and non-allergic mothers/infant dyads
and demonstrate that hFcRn facilitates the transepitheli-
al transport of IgE in the form of IgG anti-IgE/IgE ICs.
These data, along with our discovery that the majority
of IgE in CB sera is bound by IgG, strongly suggest that
maternal IgE is transported across the placenta via
FcRn-mediated transcytosis of IgG anti-IgE/IgE ICs.
These findings challenge the widespread perception that
maternal IgG is the only antibody isotype transported
across the placenta and establish a new paradigm to
study perinatal aspects of early allergic sensitization.
CB IgE existing primarily in the form of IgG anti-IgE/
IgE ICs may explain the inconsistent results observed
when using CB IgE as a predictor for future allergic dis-
ease [30–32] and the variable correlations observed
between maternal and CB serum IgE concentrations
[33–36].

It is well established that IgG anti-IgE/IgE ICs are
present in the sera of allergic and non-allergic individ-
uals [16, 17, 37]. In the present study, we demonstrated
that IgG anti-IgE/IgE ICs are also present in the sera of
pregnant women and their newborn infants at essen-
tially equivalent concentrations, which is highly sug-
gestive of placental transmission. Because maternal IgG,
but not free IgE, is transported across the human pla-
centa via FcRn-mediated transcytosis [29, 38], we
investigated the ability of hFcRn to bind and transport
IgE in the form of IgG anti-IgE/IgE ICs in a well-vali-
dated in vitro model system [18, 19]. Our initial studies
using omalizumab to generate IgG anti-IgE/IgE ICs
demonstrated hFcRn has low affinity for this human-
ized IgG1 anti-hIgEce3. These results are consistent with

the observation that hFcRn binds omalizumab less
strongly than other humanized IgGs [39]. Thus, we used
polyclonal rIgG anti-hIgE to form rIgG anti-hIgE/hIgE
ICs, and in agreement with published literature [19, 26]
found that rabbit IgG has strong affinity for hFcRn.
Furthermore, using polyclonal rIgG anti-hIgE more clo-
sely recapitulates the human situation where multiple
IgG anti-IgEs are present, directed against different IgE
epitopes with various affinities. hIgE in the form of
rIgG anti-hIgE/hIgE ICs, bound to hFcRn and was trans-
cytosed across polarized epithelial cells in an hFcRn-
dependent fashion. Taken together, these data are
highly suggestive that hFcRn can bind and transfer
maternal IgE across the placenta as IgG anti-IgE/IgE
ICs.

Interestingly, following FcRn-mediated transcytosis
of rIgG anti-hIgE/hIgE ICs, hIgE was detected in output
solutions using m107 or rFceRIa anti-IgE as capture
reagents and biotinylated antibodies directed against
hIgE. Following protein A chromatography, essentially
all of the hIgE was removed, indicating that the major-
ity was in the form of rIgG anti-hIgE/hIgE ICs. The
explanation for this may be that the anti-hIgEs were
directed against epitopes that differed from those
already occupied by rIgG anti-hIgEs. Alternatively, the
anti-hIgEs could have displaced rIgG anti-hIgEs because
of competing affinities. Regardless of the mechanism,
these results suggest that IgE in CB serum might simi-
larly exist as IgG anti-IgE/IgE ICs. Indeed, further sup-
porting this notion was our finding that the bulk of IgE
in pooled CB serum was removed following exposure to
protein A. To our knowledge, this is the first report
demonstrating that the vast majority of IgE in CB sera
is complexed to IgG. The low levels of monomeric IgE
recovered following exposure to protein A may repre-
sent natural IgE produced in utero in the absence of
classical MHC II cognate help [40].

The ability of maternal IgG anti-IgE/IgE ICs to pre-
dispose towards allergy development in the child is of
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interest, as the molecular basis for maternal imprinting
of allergic risk remains unclear [35, 41–43]. Upon
entering the fetal circulation, IgG anti-IgE/IgE ICs may
bind to cells expressing FceRs (e.g. FceRI or FceRII),
FccRs, or co-aggregate FceRs to FccRs [44]. Factors that
influence receptor binding include the epitope specific-
ity of the IgG anti-IgE [13], the ratio of IgG anti-
IgE : IgE (unpublished results), or the IgG anti-IgE sub-
class which can influence binding to activating or
inhibitory FccRs [45, 46]. Our results indicate a fraction
of the total pool of IgG anti-IgE/IgE ICs in maternal
and CB serum retains the capacity to bind FceRI. This is
further supported by our experiments utilizing FcRn-
expressing MDCK cells, which demonstrate that a sig-
nificant proportion of transcytosed rIgG anti-hIgE/hIgE
ICs bind to rFceRIa. In mice, IgG anti-IgECe4/IgE ICs
absorbed across the intestine via FcRn retain the capac-
ity to induce rat basophil leukaemia cell degranulation
[13]. Thus, it is plausible to hypothesize that maternal
IgG anti-IgE/IgE ICs with the ability to bind FceRs
might have yet to be identified functional effects in the
fetus. In adults, it is known that allergen-specific IgE
localized to the surface of FceRI-expressing antigen-
presenting cells serves as an antigen-focusing agent
that optimizes the capacity to elicit T cell responses
[47]. Our unpublished work has demonstrated IgG anti-
IgE/IgE ICs to be present on the surface and within CB
basophils and myeloid dendritic cells (DCs). It remains
to be determined whether biologically active IgG anti-
IgE/IgE ICs (e.g. IgG bound to IgE at Ce4) localized to
FceRI on fetal or neonatal cells could provide an adju-
vant-like stimulus to promote in utero or early post-
natal T cell priming. The possibility that intracellular
IgE recently reported in adult myeloid DCs represents
IgG anti-IgE/IgE ICs should also be considered [48].

Our analysis of IgG subclasses is relevant because it
demonstrates the potential for differential regulation of
neonatal immunity based on maternal history of aller-
gic disease [35, 41, 49]. Despite total levels of IgG anti-
IgE/IgE ICs being similar in allergic and non-allergic
pregnant women, levels of IgG1-containing ICs with the
capacity to bind FceRI were significantly greater in the
allergic group. In addition, IgG1- and IgG3-containing
ICs were present at the highest concentrations in CB
sera, implying that these subclasses are efficiently
transported across the placenta when bound to IgE.
IgG1 and IgG3 display high affinity binding to Fcc-acti-
vating receptors [50], and IgG3 antibodies are the most
common subclass found bound to IgE on the surface of
adult basophils [16]. It remains to be determined
whether IgG3 antibodies are the most abundant subclass
bound to IgE on CB basophils [20]. Interestingly, levels
of maternal IgG1- and IgG3-containing ICs that bind to
FceRI were predictive of CB IgE levels only in infants
born to allergic women. Traditional IgE assays such as

the ImmunoCAP do not distinguish IgE that is bound or
not bound by IgG anti-IgE at Ce3 [22]. Thus, it is possi-
ble that a significant portion of CB IgE found in infants
of non-allergic mothers is bound by IgG anti-IgE at
Ce3, resulting in reduced binding to FceRI. Our recent
report demonstrating that IgE expression on CB basoph-
ils is greater in infants of allergic as compared to non-
allergic mothers, despite similar levels of CB IgE, is sup-
portive of this possibility [20]. In the current study, we
further established that levels of CB IgE were predictive
of basophil-bound IgE in infants of allergic mothers,
but not in infants of non-allergic mothers. Collectively,
these data suggest that the ability of CB IgE (in the
form of IgG anti-IgE/IgE ICs) to bind FceRI-expressing
fetal cells can be influenced by maternal allergy. The
low sensitivity of the rFceRIa-based IgE assay precluded
further characterization of CB IgE, perhaps due to natu-
ral IgG anti-IgE hindering additional IgE binding sites.

Following transport across the placental syncytio-
trophoblast, maternal IgG anti-IgE/IgE ICs may encoun-
ter resident Hofbauer cells, the placental macrophages
which express all FccRs [51], and function to trap ICs
[52]. This may explain the finding of IgE in Hofbauer
cells regardless of maternal allergic status [53]. Our
finding of essentially equivalent concentrations of IgG
anti-IgE/IgE ICs in CB and maternal serum suggests the
majority escape trapping by Hofbauer cells, are recycled
back to the surface and released into the fetal circula-
tion or bound to a saturable receptor with the excess
being degraded. In the vascular endothelium, FcRn
functions to rescue IgG from lysosomal degradation
and recycles IgG back to the circulation, thereby pro-
longing serum half-life [54–56]. FcRn is expressed in
human antigen-presenting cells [57, 58], suggesting
FcRn might represent the saturable receptor hypothe-
sized above. Although it has not been demonstrated
that Hofbauer cells express FcRn, given the broad
expression in antigen-presenting cells of dendritic and
myeloid origin, this is likely to be the case [59].

The biologic functions of IgG anti-IgE appear diverse,
with the potential to induce or suppress IgE-mediated
inflammatory responses [60–62]. In our analysis of
pregnant women with symptomatic allergic disease, the
production of IgG anti-IgE (and generation of ICs)
increased in proportion to rising serum IgE levels.
Despite this positive correlation, and the finding of
higher total IgE in the allergic group, levels of IgG
anti-IgE were similar between allergic and non-allergic
pregnant women suggesting a potential limit in the
quantities of IgG anti-IgE that are produced and thus
the regulatory capacity of this pathway. We speculate
that as IgE production increases, IgG anti-IgE/IgE ICs
are generated that retain the capacity to bind FceRI [13,
63]. At even higher IgE production rates, the ability of
IgG anti-IgE to bind the total pool of IgE becomes sur-
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passed, resulting in elevated levels of monomeric IgE
and increased risk for IgE-mediated pathology. Addi-
tional studies are required to confirm this possibility
and to further define structural characteristics that dif-
fer between individuals with and without a history of
allergy [64]. It should be noted that our IgG anti-IgE
assay used adjacent wells on the same ELISA plate
coated with OVA and predetermined amounts of mouse
IgG1 anti-OVA as the reference standard. Similar distri-
butions of IgG anti-IgE in maternal and CB sera may be
attained using ELISA plates coated with hIgE and pre-
determined amounts of omalizumab as the reference
standard (unpublished results).

As a method of assessing maternal blood contamina-
tion of CB samples, we used elevated CB serum IgA.
While this is an established method [21], our data sug-
gest maternal autoantibodies directed against IgA could
transport maternal IgA into the fetal circulation by a
similar mechanism. While we appreciate this limitation,
the observed correlation between maternal and CB
serum levels of IgG anti-IgE/IgE ICs argue strongly in
favour of active transport as opposed to leakage of
trace amounts of maternal blood into the fetal circula-
tion. In addition, while significantly more pregnant
women smoked tobacco in our allergic group, the
strong correlation between maternal and infant serum
levels of ICs in both allergic and non-allergic mother/
infant dyads implies that smoking tobacco has a negli-
gible effect on maternal IC transmission.

In summary, our study details a novel mechanism for
the placental transport of maternal IgE and suggests the

majority of CB IgE originates in the mother as IgG anti-
IgE/IgE ICs. The ability of maternal-derived IgG anti-
IgE/IgE ICs to modulate fetal or neonatal immune
responses and influence risk for future atopy requires
additional study.

Acknowledgements

The authors thank Lynn Puddington and Michelle Clou-
tier for their guidance and mentorship, Justin Radolf
for his critical evaluation of the manuscript, and Kristi
Baker for her advice in performing the MDCK transcy-
tosis assay. We thank Jennifer Moller and Amanda Au-
geri for their assistance in recruiting subjects and
collecting biologic specimens. We thank Derry Roope-
nian for suggesting the FcRn blocking experiments
using DVN24 and providing the antibody, and Robert
Hamilton for suggesting the subclass-specific IC assays
and providing the necessary antibodies. We also thank
members of the Obstetrical Staff at Hartford Hospital
for their support of this project. This work was sup-
ported by the National Institutes of Health (NIH):
K08AI071918 (to Adam P. Matson), NIH DK53056 (to
Richard S. Blumberg), and by funds made available
through a Connecticut Children’s Medical Center Young
Investigator Award (also to Adam P. Matson).

Conflict of interest

The authors declare no conflict of interest.

References

1 Avrech OM, Samra Z, Lazarovich Z,

Caspi E, Jacobovich A, Sompolinsky D.

Efficacy of the placental barrier for

immunoglobulins: correlations between

maternal, paternal and fetal immuno-

globulin levels. Int Arch Allergy

Immunol 1994; 103:160–5.
2 Holt PG. Prenatal versus postnatal

priming of allergen specific immuno-

logic memory: the debate continues. J

Allergy Clin Immunol 2008; 122:717–8.
3 Simister NE, Story CM, Chen HL, Hunt

JS. An IgG-transporting Fc receptor

expressed in the syncytiotrophoblast of

human placenta. Eur J Immunol 1996;

26:1527–31.
4 Firan M, Bawdon R, Radu C et al. The

MHC class I-related receptor, FcRn,

plays an essential role in the maternof-

etal transfer of gamma-globulin in

humans. Int Immunol 2001; 13:993–
1002.

5 Israel EJ, Patel VK, Taylor SF, Marshak-

Rothstein A, Simister NE. Requirement

for a beta 2-microglobulin-associated

Fc receptor for acquisition of maternal

IgG by fetal and neonatal mice. J Immu-

nol 1995; 154:6246–51.
6 Kim J, Mohanty S, Ganesan LP et al.

FcRn in the yolk sac endoderm of

mouse is required for IgG transport to

fetus. J Immunol 2009; 182:2583–9.
7 Zinkernagel RM. Maternal antibodies,

childhood infections, and autoimmune

diseases. N Engl J Med 2001;

345:1331–5.
8 Maidji E, McDonagh S, Genbacev O,

Tabata T, Pereira L. Maternal antibod-

ies enhance or prevent cytomegalovi-

rus infection in the placenta by

neonatal Fc receptor-mediated transcy-

tosis. Am J Pathol 2006; 168:1210–26.
9 May K, Grube M, Malhotra I et al.

Antibody-dependent transplacental

transfer of malaria blood-stage antigen

using a human ex vivo placental per-

fusion model. PLoS ONE 2009; 4:

e7986.

10 Szepfalusi Z, Loibichler C, Pichler J, Rei-

senberger K, Ebner C, Urbanek R. Direct

evidence for transplacental allergen

transfer. Pediatr Res 2000; 48:404–7.
11 Buse MG, Roberts WJ, Buse J. The role

of the human placenta in the transfer

and metabolism of insulin. J Clin

Invest 1962; 41:29–41.
12 Menon RK, Cohen RM, Sperling MA,

Cutfield WS, Mimouni F, Khoury JC.

Transplacental passage of insulin in

pregnant women with insulin-depen-

dent diabetes mellitus. Its role in fetal

macrosomia. N Engl J Med 1990;

323:309–15.
13 Paveglio S, Puddington L, Rafti E, Mat-

son AP. FcRn-mediated intestinal

absorption of IgG anti-IgE/IgE immune

complexes in mice. Clin Exp Allergy

2012; 42:1791–800.
14 Nawata Y, Koike T, Yanagisawa T et al.

Anti-IgE autoantibody in patients with

© 2015 The Authors. Clinical & Experimental Allergy Published by John Wiley & Sons Ltd, 45 : 1085–1098

1096 A. Bundhoo et al



bronchial asthma. Clin Exp Immunol

1984; 58:348–56.
15 Inganas M, Johansson SG, Bennich H.

Anti-IgE antibodies in human serum:

occurrence and specificity. Int Arch

Allergy Appl Immunol 1981; 65:51–61.
16 Lichtenstein LM, Kagey-Sobotka A,

White JM, Hamilton RG. Anti-human

IgG causes basophil histamine release

by acting on IgG-IgE complexes bound

to IgE receptors. J Immunol 1992;

148:3929–36.
17 Ritter C, Battig M, Kraemer R, Stadler

BM. IgE hidden in immune complexes

with anti-IgE autoantibodies in chil-

dren with asthma. J Allergy Clin

Immunol 1991; 88:793–801.
18 Claypool SM, Dickinson BL, Yoshida

M, Lencer WI, Blumberg RS. Func-

tional reconstitution of human FcRn in

Madin-Darby canine kidney cells

requires co-expressed human beta 2-

microglobulin. J Biol Chem 2002;

277:28038–50.
19 Claypool SM, Dickinson BL, Wagner JS

et al. Bidirectional transepithelial IgG

transport by a strongly polarized baso-

lateral membrane Fcgamma-receptor.

Mol Biol Cell 2004; 15:1746–59.
20 Matson AP, Cloutier MM, Dhongade A,

Puddington L, Rafti E. Maternal allergy

is associated with surface-bound IgE

on cord blood basophils. Pediatr

Allergy Immunol 2013; 24:614–21.
21 Ownby DR, McCullough J, Johnson CC,

Peterson EL. Evaluation of IgA mea-

surements as a method for detecting

maternal blood contamination of cord

blood samples. Pediatr Allergy Immu-

nol 1996; 7:125–9.
22 Hamilton RG, Marcotte GV, Saini SS.

Immunological methods for quantify-

ing free and total serum IgE levels in

allergy patients receiving omalizumab

(Xolair) therapy. J Immunol Methods

2005; 303:81–91.
23 Hamilton RG, Saini SS, MacGlashan D.

Surface plasmon resonance analysis of

free IgE in allergic patients receiving

omalizumab (Xolair). J Immunol Meth-

ods 2012; 383:54–9.
24 Fiebiger E, Maurer D, Holub H et al.

Serum IgG autoantibodies directed

against the alpha chain of Fc epsilon

RI: a selective marker and pathogenetic

factor for a distinct subset of chronic

urticaria patients? J Clin Invest 1995;

96:2606–12.
25 Kuo TT, de Muinck EJ, Claypool SM

et al. N-Glycan Moieties in Neonatal

Fc Receptor Determine Steady-state

Membrane Distribution and Directional

Transport of IgG. J Biol Chem 2009;

284:8292–300.
26 Ober RJ, Radu CG, Ghetie V, Ward ES.

Differences in promiscuity for anti-

body-FcRn interactions across species:

implications for therapeutic antibodies.

Int Immunol 2001; 13:1551–9.
27 Christianson GJ, Sun VZ, Akilesh S,

Pesavento E, Proetzel G, Roopenian

DC. Monoclonal antibodies directed

against human FcRn and their applica-

tions. MAbs 2012; 4:208–16.
28 Boluda L, Berrens L. Do IgE-IgG com-

plexes occur in the circulation? Clin

Exp Immunol 1995; 100:145–50.
29 Shields RL, Namenuk AK, Hong K

et al. High resolution mapping of the

binding site on human IgG1 for Fc

gamma RI, Fc gamma RII, Fc gamma

RIII, and FcRn and design of IgG1

variants with improved binding to the

Fc gamma R. J Biol Chem 2001;

276:6591–604.
30 Ferguson A, mich-Ward H, Becker A

et al. Elevated cord blood IgE is asso-

ciated with recurrent wheeze and atopy

at 7 yrs in a high risk cohort. Pediatr

Allergy Immunol 2009; 20:710–3.
31 Shah PS, Wegienka G, Havstad S,

Johnson CC, Ownby DR, Zoratti EM.

The relationship between cord blood

immunoglobulin E levels and allergy-

related outcomes in young adults. Ann

Allergy Asthma Immunol 2011;

106:245–51.
32 Pesonen M, Kallio MJ, Siimes MA,

Elg P, Bjorksten F, Ranki A. Cord

serum immunoglobulin E as a risk

factor for allergic symptoms and sen-

sitization in children and young

adults. Pediatr Allergy Immunol 2009;

20:12–8.
33 Pfefferle PI, Sel S, Ege MJ et al. Cord

blood allergen-specific IgE is associ-

ated with reduced IFN-gamma produc-

tion by cord blood cells: the Protection

against Allergy-Study in Rural Envi-

ronments (PASTURE) Study. J Allergy

Clin Immunol 2008; 122:711–6.
34 Bonnelykke K, Pipper CB, Bisgaard H.

Sensitization does not develop in ute-

ro. J Allergy Clin Immunol 2008;

121:646–51.
35 Liu CA, Wang CL, Chuang H, Ou CY,

Hsu TY, Yang KD. Prenatal prediction

of infant atopy by maternal but not

paternal total IgE levels. J Allergy Clin

Immunol 2003; 112:899–904.

36 Kamemura N, Tada H, Shimojo N et al.

Intrauterine sensitization of allergen-

specific IgE analyzed by a highly sen-

sitive new allergen microarray. J

Allergy Clin Immunol 2012; 130:113–
21.

37 Hamilton RG. Relevance of (IgG anti-

IgE)-IgE complexes, IgG subclass and

modern IgG antibody autoanalyzers in

the dying IgG reagin story. Allergy

2009; 64:317–8.
38 Jones EA, Waldmann TA. The mecha-

nism of intestinal uptake and transcel-

lular transport of IgG in the neonatal

rat. J Clin Invest 1972; 51:2916–27.
39 Wang W, Lu P, Fang Y et al. Monoclo-

nal antibodies with identical Fc

sequences can bind to FcRn differen-

tially with pharmacokinetic conse-

quences. Drug Metab Dispos 2011;

39:1469–77.
40 McCoy KD, Harris NL, Diener P et al.

Natural IgE production in the absence

of MHC Class II cognate help. Immu-

nity 2006; 24:329–39.
41 Litonjua AA, Carey VJ, Burge HA,

Weiss ST, Gold DR. Parental history

and the risk for childhood asthma.

Does mother confer more risk than

father? Am J Respir Crit Care Med

1998; 158:176–81.
42 Lowe AJ, Olsson D, Braback L, Fors-

berg B. Pollen exposure in pregnancy

and infancy and risk of asthma hospi-

talisation – a register based cohort

study. Allergy Asthma Clin Immunol

2012; 8:17.

43 Illi S, von Mutius E, Lau S et al. The

pattern of atopic sensitization is asso-

ciated with the development of asthma

in childhood. J Allergy Clin Immunol

2001; 108:709–14.
44 Bruhns P, Fremont S, Daeron M. Regu-

lation of allergy by Fc receptors. Curr

Opin Immunol 2005; 17:662–9.
45 Nimmerjahn F, Ravetch JV. Divergent

immunoglobulin g subclass activity

through selective Fc receptor binding.

Science 2005; 310:1510–2.
46 Kaneko Y, Nimmerjahn F, Ravetch JV.

Anti-inflammatory activity of immu-

noglobulin G resulting from Fc sialyla-

tion. Science 2006; 313:670–3.
47 Maurer D, Ebner C, Reininger B et al.

The high affinity IgE receptor (Fc epsi-

lon RI) mediates IgE-dependent aller-

gen presentation. J Immunol 1995;

154:6285–90.
48 Greer AM, Wu N, Putnam AL et al.

Serum IgE clearance is facilitated by

© 2015 The Authors. Clinical & Experimental Allergy Published by John Wiley & Sons Ltd, 45 : 1085–1098

Transplacental passage of IgG anti-IgE/IgE complexes 1097



human FceRI internalization. J Clin

Invest 2014; 124:1187–98.
49 Celedon JC, Litonjua AA, Ryan L,

Platts-Mills T, Weiss ST, Gold DR.

Exposure to cat allergen, maternal his-

tory of asthma, and wheezing in first

5 years of life. Lancet 2002; 360:781–
2.

50 Bruhns P. Properties of mouse and

human IgG receptors and their contri-

bution to disease models. Blood 2012;

119:5640–9.
51 Simister NE, Story CM. Human placen-

tal Fc receptors and the transmission

of antibodies from mother to fetus. J

Reprod Immunol 1997; 37:1–23.
52 Wood GW, King CR Jr. Trapping anti-

gen-antibody complexes within the

human placenta. Cell Immunol 1982;

69:347–62.
53 Sverremark EE, Nilsson C, Holmlund U

et al. IgE is expressed on, but not pro-

duced by, fetal cells in the human pla-

centa irrespective of maternal atopy.

Clin Exp Immunol 2002; 127:274–82.
54 Simister NE, Mostov KE. An Fc recep-

tor structurally related to MHC class I

antigens. Nature 1989; 337:184–7.

55 Ward ES, Zhou J, Ghetie V, Ober RJ.

Evidence to support the cellular mech-

anism involved in serum IgG homeo-

stasis in humans. Int Immunol 2003;

15:187–95.
56 Ober RJ, Martinez C, Vaccaro C, Zhou

J, Ward ES. Visualizing the site and

dynamics of IgG salvage by the MHC

class I-related receptor, FcRn. J Immu-

nol 2004; 172:2021–9.
57 Zhu X, Meng G, Dickinson BL et al.

MHC class I-related neonatal Fc recep-

tor for IgG is functionally expressed in

monocytes, intestinal macrophages,

and dendritic cells. J Immunol 2001;

166:3266–76.
58 Baker K, Rath T, Flak MB et al. Neona-

tal Fc receptor expression in dendritic

cells mediates protective immunity

against colorectal cancer. Immunity

2013; 39:1095–107.
59 Kuo TT, Baker K, Yoshida M et al.

Neonatal Fc receptor: from immunity

to therapeutics. J Clin Immunol 2010;

30:777–89.
60 Shakib F, Smith SJ. In vitro basophil

histamine-releasing activity of circu-

lating IgG1 and IgG4 autoanti-IgE

antibodies from asthma patients and

the demonstration that anti-IgE modu-

lates allergen-induced basophil activa-

tion. Clin Exp Allergy 1994; 24:270–5.
61 Vassella CC, Odelram H, Kjellman NI,

Borres MP, Vanto T, Bjorksten B. High

anti-IgE levels at birth are associated

with a reduced allergy prevalence in

infants at risk: a prospective study.

Clin Exp Allergy 1994; 24:771–7.
62 Haba S, Nisonoff A. Inhibition of IgE

synthesis by anti-IgE: role in long-

term inhibition of IgE synthesis by

neonatally administered soluble IgE.

Proc Natl Acad Sci USA 1990;

87:3363–7.
63 Keegan AD, Fratazzi C, Shopes B,

Baird B, Conrad DH. Characterization

of new rat anti-mouse IgE monoclo-

nals and their use along with chimeric

IgE to further define the site that

interacts with Fc epsilon RII and Fc

epsilon RI. Mol Immunol 1991;

28:1149–54.
64 Stadler BM, Gang Q, Vogel M et al.

IgG anti-IgE autoantibodies in immu-

noregulation. Int Arch Allergy Appl

Immunol 1991; 94:83–6.

Supporting Information

Additional Supporting Information may be found in
the online version of this article:

Fig S1. The epitope specificity of IgG anti-hIgE
impacts the binding of hIgE to rFceRIa.

Fig S2. Omalizumab inhibits the binding of maternal
IgG anti-IgE/IgE ICs to rFceRIa.

Fig S3. Relative fluorescence intensities for the bind-
ing of rIgG anti-hIgE, RhoGAM, and omalizumab to
hFcRn-expressing MDCK cells.

Table S1. Maternal and neonatal characteristics based
on maternal history of allergic disease.

© 2015 The Authors. Clinical & Experimental Allergy Published by John Wiley & Sons Ltd, 45 : 1085–1098

1098 A. Bundhoo et al


