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T cell engagers (TCE) such as chimeric antigen receptor (CAR) T cell therapy and bispecific antibodies (BiAbs) for the treatment of
multiple myeloma (MM) have significantly improved clinical outcomes, but have also raised awareness for ensuing post-treatment
secondary immunodeficiency and hypogammaglobulinemia (HG). As patients with MM live longer, recurrent infections become a
significant component of therapy-associated morbidity and mortality. Treatment of HG with immunoglobulin G replacement
therapy (IgG-RT) has been a mainstay of the primary immunodeficiency (PI) world, and extrapolation to MM has recently started to
show promising clinical outcomes. However, IgG-RT initiation, dosing, route, timing, monitoring, and management in MM has not
been standardized in the setting of TCE. Progress in MM treatment will involve greater recognition and screening of underlying
secondary immunodeficiency, identification of risk-stratification markers, optimizing IgG-RT management, and implementing other
approaches to decrease the risk of infection. In this review, we summarize infection risk, risk of HG, and management strategies for
IgG-RT in patients with relapsed MM after TCE.
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INTRODUCTION
Due to the advent of new therapies, survival has significantly
improved for patients with MM. Many of these therapies also
inadvertently target other cellular elements of the patients’
adaptive immune system such as late B cells, normal plasma
cells, and even T cells. Historically, triple-class refractory disease
(progression after immunomodulatory agents, proteasome inhibi-
tors, and anti-CD38 antibodies) has been associated with poor
patient outcomes and median overall survival of about 9 months
[1, 2]. The advent of TCE has resulted in improved outcomes for
this patient population, now resulting in median overall survival of
greater than 2–3 years [3]. As patients with MM live longer,
secondary immunodeficiency and recurrent infections become
significant obstacles associated with morbidity and mortality [4].
In this review, we summarize mechanisms of immunodeficiency,
HG, and management with IgG-RT in patients with MM with a
particular focus on post-TCE.

IMMUNODEFICIENCY IN MM
The underlying immunodeficiency seen in MM reflects disruption
of both adaptive and innate immunity (Fig. 1). HG occurs in
patients with untreated myeloma and those receiving myeloma-
directed therapy and has important management implications.
The 2022 American Academy of Allergy, Asthma, and Immunology
(AAAAI) Work Group Report defines HG as an IgG level
<700mg/dL [5]. The cutoff for HG in various other studies has
ranged from 500–700 mg/dL and has also been stratified into mild
(IgG 400–599mg/dL), moderate (IgG 200–399 mg/dL), and severe
(IgG <200 mg/dL) HG [6–8].
Abnormal expansion of malignant plasma cells in MM leads to

an impaired polyclonal humoral response and subsequent HG [9].

This decline in functional immunoglobulin, a term defined as
immunoparesis, is found in over 90% of patients with newly
diagnosed MM and is considered by most clinicians to be
associated with increased risk of bacterial infections [10]. In
patients with IgG MM, whose IgG serum concentrations may be in
the normal range but is comprised of monoclonal and non-
functional antibodies, identification of functional HG should be
considered. Immunoparesis is not restricted to MM and can also
be found in 25–40% of patients with monoclonal gammopathy of
undetermined significance (MGUS), 52% of smoldering MM, and
75% of MM in remission [5, 10]. Although not typically thought of
as an immunodeficiency state, a population-based study in
Sweden found that MGUS patients had a 2.1-fold increased risk
of developing any infection compared to controls, although the
average number of infections per patient was 0.34 compared to
0.17 [11]. At 10 years, MGUS patients also had an increased risk of
pneumonia, osteomyelitis, sepsis, pyelonephritis, cellulitis, endo-
carditis, and meningitis.
Further associated immune defects in MM include decreased

CD19+ B cells, decreased CD4+ T cells, decreased CD8+ T cells,
inverted CD4:CD8 ratio, dysfunctional dendritic cells, increased
regulatory T cells, and diminished NK cell function [12, 13]. This
resulting immunodeficiency in MM leads to an increased risk for
infection, highlighted in a population-based study conducted in
Sweden that showed MM patients had a 7 and 10-fold increased
risk for developing bacterial and viral infections respectively
compared to controls [14].

CONVENTIONAL THERAPIES (E.G., TRIPLETS, QUADRUPLETS)
Patients with newly diagnosed MM are vulnerable to infections
and early mortality. Population-level data reported an early
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mortality rate between 10% within 60 days to 28% within 1 year
[15, 16]. The most frequent causes of death were infections (45%),
followed by renal failure and vascular events. These infections are
often driven by higher rates of neutropenia associated with
induction regimens. In both the frontline and relapsed/refractory
settings, daratumumab, an anti-CD38 monoclonal antibody, was
associated with higher rates of infection overall (RR 1.27; 95% CI
1.17–1.37), severe infections (RR 1.27; 95% CI 1.14–1.41), and
pneumonia (RR 1.39; 95% CI 1.12–1.72) [17]. In addition to
neutropenia, daratumumab is associated with depletion of NK
cells, which results in higher rates of viral reactivation (e.g., herpes
zoster, varicella zoster) [18]. Immunomodulatory drugs (e.g.,
lenalidomide, pomalidomide) also result in increased risk of
infection due to higher rates of neutropenia. The types of
infections are typically pneumonia and urinary tract infections.
Antimicrobial prophylaxis is often implemented in this setting,
while IgG-RT is seldom used in routine practice.

CAR T CELL THERAPY
The development of CAR T cell therapy targeting B cell maturation
antigen (BCMA) and other epitopes such as G-protein coupled
receptor family C group 5 member D (GPRC5D) has drastically
improved the ability to control advanced MM, but with a
consequent risk of increasing infections. Idecabtagene vicleucel
(ide-cel) targeting BCMA was approved in 2021 for MM refractory
to 4 or more lines of therapy [19]. One year later, ciltacabtagene
autoleucel (cilta-cel) was approved in a similar patient population
[20]. In clinical trials, these therapies showed high response rates
(73–97%) and greater durability of response compared to
standard of care. However, 21% of patients developed HG in the
ide-cel trial and a following study showed that up to 76% of
patients developed HG 1-year post-BCMA CAR T cell therapy
[19, 21]. In the CARTITUDE-1 trial, among 97 patients treated with
cilta-cel, 94% developed HG [20]. The incidence of infections after
BCMA CAR T cell therapy is between 37–53% and most infections
occur in the first 100 days [21, 22]. After day 100 and within the
first year after CAR T cell therapy, respiratory infections
predominate, and IgG <400mg/dL has been associated with a
higher risk of late respiratory infections [22]. In addition to post-
treatment infection risk, most patients undergoing CAR T cell
therapy also have preexisting humoral immunodeficiency with
low peripheral CD19+ B cells and HG related to prior treatment—
up to 42% of patients in one analysis had an IgG <300mg/dL prior
to receiving lymphodepleting chemotherapy [21].
When using CAR T cell therapy in earlier lines of treatment,

these infectious risks persist. The phase 3 KarMMa-3 trial
comparing ide-cel versus standard of care therapy after 2–4 prior
lines of therapy showed superior progression-free survival
responses [23]. Adverse events in the ide-cel group included
neutropenia (78%), lymphopenia (73%), and infection (58%).
Infections occurred during or after ide-cel infusion in 82%, and

the most common infections included upper respiratory tract
infection (12%) and pneumonia (10%). Additional data suggests
that grade 3/4 infections remain consistent over time with ide-cel,
but bacterial infections are more common within 3 months of
treatment [24]. The phase 3 CARTITUDE-4 trial comparing cilta-cel
versus standard of care therapy after 1–3 prior lines of therapy
also showed decreased disease progression and death in
refractory MM patients [25]. Adverse events in the cilta-cel group
included neutropenia (89.9%), lymphopenia (22.1%), and infection
(62%). Upper respiratory tract infections were seen in 18.8%,
pneumonia and bronchitis in 9.1%. HG was reported in 90.9% and
IVIG was administered in 65.9% of the cilta-cel group.
CAR T cell therapy can have profound and long-lasting effects

on immunity. Studies on CD19-targeted CAR T cell therapy have
shown that significant endogenous B cell depletion occurs in the
first 28 days and only approximately 21% of patients recover B cell
numbers by day 90 [26]. After tisagenlecleucel treatment, median
time to sustained B cell recovery was 6.7 months. Multiple other
studies have also shown long-term persistence of CAR T cells that
can last months to years after infusion, resulting in prolonged B
cell aplasia that can persist for a mean of 571 days [27, 28]. A study
of two patients treated with CD19 CAR T cells for CLL revealed
detectable CAR T cells more than 10 years after infusion [29].
Although kinetics have not yet been extensively studied in

BCMA-targeted CAR T cell therapy, continued diminished CD19+ B
cells and switched memory B cells have been seen at a median of
20 months post-therapy [30]. BCMA-targeted CAR T therapy has
also been associated with impaired vaccine responses [27]. One
study investigated the kinetics of B cell, normal plasma cell, and
immunoglobulin recovery in 40 patients who achieved response
after anti-BCMA CAR T cell therapy [31]. The median duration of B
cell aplasia was 70 days (range 23–270). Normal plasma cells in the
bone marrow were first re-detected at a median of 212 days.
Moreover, virus-specific IgG levels decreased over time and 57%
of patients had a total of 44 infection events. Overall, these results
suggest a profound and lasting humoral immunodeficiency after
CAR T cell therapy.

BISPECIFIC ANTIBODY THERAPY
BiAbs target both CD3 expressed on the surface of T cells and a
tumor antigen such as BCMA, expressed on the surface of MM
cells, thus mediating T cell activation and subsequent cell death
[7]. There are several antigens that BiAbs have been developed to
target, which include BCMA (teclistamab, elranatamab, alnucta-
mab, and linvoseltamab), GPRC5D (talquetamab), and FcRH5
(cevostamab). While these therapeutic targets are preferentially
expressed in plasma cells (normal and malignant), they are also
expressed in other late B cells, creating an array of humoral
immunodeficiency beyond the mere depletion of normal plasma
cells. These therapies also have the potential to impair immunity
and vaccine antibody responses. In contrast to CAR T cell therapy,

Fig. 1 Mechanism of immune dysregulation in MM. Abnormal expansion of malignant plasma cells in MM leads to immunoparesis, impaired
immunity, and HG. Additional treatment and other comorbidities further impair other arms of the immune system and lead to increased
infections. Initiation of IgG-RT can be considered to reduce severe bacterial infections.
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BiAb treatments are administered on an ongoing basis, sometimes
indefinitely, which raises the concern for prolonged immunosup-
pression with lymphocyte depletion (both B and T cells) and T cell
exhaustion. A study of 37 patients on IgG-RT and treated with
BCMA-targeted BiAbs found an infection rate of 3.3 per patient-
year, and 26 of these infections were grade 3–5 [7]. Most
infections involved the respiratory tract (58%), and etiologies of
infections were viral (46%), bacterial (43%), and fungal (11%).
The first FDA-approved BiAb was teclistamab in 2022. In the

MajesTEC-1 trial, 44.8% of the 165 patients had grade 3/4
infections within the median follow-up period of 14.1 months
and HG (by report and/or IgG <500 mg/dL) was seen in 74.5% of
patients [8]. Infections included pneumonia (18.2%), COVID-19
(17.6%), bronchitis (13.3%), upper respiratory tract infection
(10.9%), and Pneumocystis jirovecii pneumonia (PJP) (3.6%).
Elranatamab gained approval in 2023 based on results from the
phase 2 MagnetisMM-3 trial [32]. In total, 69.9% of the 123
patients had infections at a median follow-up of 14.7 months.
These included grade 3/4 infections in 40% (including 6 cases of
PJP) and fatal infections in 6.5%. HG (IgG <400 mg/dL) was seen in
75.5%, and IgG-RT was given to 43% of patients. In the
talquetamab registration trial, infections occurred in 47% of
patients, including 7% grade 3/4 infections [33, 34]. HG (IgG
<500mg/dL) occurred in 87% of patients who received the 405 μg
dose and in 71% of those who received the 800 μg dose. Results
from the Phase1b MonumenTAL-2 study looking at talquetamab
and pomalidomide combination therapy showed that 80% had
any grade of infection, including 8 of 35 with pneumonia [35].
CD19+ B cells did not decrease during treatment, however 77.1%
of patients had post-treatment IgG <400 mg/dL and 34.3%
received IVIG.
Because of different patterns of surface expression for each

BiAbs, the risk of HG and infections may not be universal. This
difference could be due to the construct potency or because of
the distribution of these surface markers in other immune system
cells. Targeting GPRC5D has been thought to be associated with a
lower risk of infection. In a cohort of 29 patients receiving
GPRC5D-targeting BiAbs and 200 patients receiving BCMA-
targeting BiAbs, the cumulative incidence of infection in the
anti-GPRC5D group was 53% compared to 73% in the anti-BCMA
cohort [36]. The range of infections observed with the use of BiAbs
seems to be a consequence of combined humoral and T cell
dysfunction, and the constant recruitment of T cells is believed to
lead to their exhaustion.

ADDITIONAL IMMUNOSUPPRESSIVE CONCERNS WITH TCE
In addition to HG, other risk factors for infection exist in patients
treated with BCMA-targeted cellular therapies. The prevalence of
grade 3 or higher neutropenia ranges from 13–78% in patients
treated with BCMA-targeting monotherapy and/or combination
therapy [37]. Furthermore, T cell exhaustion is a dysfunctional
state of T cells characterized by progressive loss of effector
function and reduced proliferative capacity [38]. This phenom-
enon is seen after CAR T cell therapy and is a major limitation to
treatment efficacy. The mechanisms underlying T cell exhaustion
are complex but likely related to persistent antigen stimulation
and the immunosuppressive tumor microenvironment (especially
in solid tumors) (Fig. 2). Infections associated with T cell depletion
or exhaustion include PJP, CMV and invasive aspergillosis, all of
which have been reported after both CAR T cell therapy and BiAb
treatment [37].

IGG-RT
IgG-RT is available as intravenous (IV) or subcutaneous (SC) and
has been instrumental in treatment and infection prophylaxis in PI

and various other conditions. Intravenous immunoglobulin (IVIG)
is currently FDA-approved for PI, B cell chronic lymphocytic
leukemia, Kawasaki disease, bone marrow transplantation, pedia-
tric HIV, idiopathic thrombocytopenic purpura, chronic inflamma-
tory demyelinating polyneuropathy, and multifocal motor
neuropathy [39]. IgG-RT use has been shown to be most beneficial
in reducing severe bacterial infections in severe antibody
deficiency diseases and agammaglobulinemia. The role of IgG-RT
in preventing viral infections is less clear, although may have
evidence in the treatment of CMV pneumonitis, rotaviral
enterocolitis, enteroviral meningoencephalitis, RSV, and chronic
parvovirus B19 [39]. A 2022 systematic review and meta-analysis
of randomized controlled trials did not show improved clinical
outcomes when IVIG was used to treat hospitalized COVID-19
patients, however the presence of donor-derived specific SARS-
CoV-2 antibodies in the infused IVIG products was unknown [40].
Studies in agammaglobulinemia have shown that IgG trough
levels >800mg/dL prevent serious bacterial illnesses and IgG
trough levels >1000mg/dL decrease episodes of pneumonia.
Meta-analyses of CLL, MM, and HCT clinical trials have not shown
reduced mortality with IgG-RT [41]. However, many of the
included studies were older, had short follow-up duration, and
were limited by heterogeneity of the various hematologic
malignancies. More recent studies show promising benefit with
IgG-RT after CAR T and bispecific therapy.

EFFECTIVENESS OF IGG-RT IN REDUCING INFECTIONS
Studies assessing the benefit of IgG-RT in MM have shown
conflicting data. However, many studies have been retrospective
and challenging to standardize with the heterogenous and rapidly
changing field of MM therapy. Initial studies in 1994 and
1995 showed significantly reduced life-threatening infections with
IVIG use in stable-phase MM [42, 43]. In contrast, a systematic
review and meta-analysis in 2009 looking at CLL and MM showed
that IVIG decreased major infections but did not show survival
benefit [44]. A retrospective study of 162 MM patients in 2015 also
did not show a significant difference in rates of infection with IVIG
use after autologous transplantation [9]. Twelve doses of 500 mg/
kg of IVIG were given post-transplant by physician discretion, but
IgG trough levels were not monitored. A retrospective study of
266 patients after autologous transplant for MM also did not find
benefit with IVIG dosed at 400mg/kg [45]. Inclusion criteria

Fig. 2 T cell exhaustion. TCE therapy can lead to T cell exhaustion,
characterized by progressive loss of effector function and reduced
proliferative capacity. The mechanism underlying this process is
thought to be related to persistent antigen stimulation and
immunosuppressive tumor microenvironment.
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included patients with a total combined IgG, IgA, and IgM of less
than 8 g/L. However, IVIG dosing was not standardized, only 19.2%
were on regularly scheduled IVIG infusions, IgG troughs were not
reported, and all but 6 patients had a central venous
catheter (CVC).
More recently, a 2023 retrospective study in MM patients after

BiAb therapy showed universal profound HG in responders and a
significant decrease in grade 3–5 infections while on IVIG [7]. The
median time to severe HG was 2.9 months. IgA and IgM became
undetectable by the second month and remained undetectable
for the duration of therapy. 92% of responders received IVIG for a
median of 10 doses, typically given at 400 mg/kg every 4 weeks
regardless of the IgG level. The same research group also showed
significant reduction in all infectious events and grade 3 or higher
infectious events with IVIG in non-progressive disease MM and
during daratumumab treatment [7, 46]. Newly published clinical
trial data showed that teclistamab significantly reduced peripheral
B cells, plasma cells, polyclonal immunoglobulins, and vaccine
responses that did not recover while patients had ongoing
treatment [47]. IVIG was given every 4 weeks outside of the CRS
window starting at 10 g for IgG levels <400mg/dL to achieve a
goal IgG of >400 mg/dL and showed a substantial decrease in
serious infections (1.36 per patient-year in the observation group,
compared to 0.12 per patient-year in the IVIG group).

INDICATIONS FOR INITIATION OF IGG-RT
Clear guidelines on IgG-RT initiation in MM have not been
outlined. Starting IgG-RT in MM depends on multiple factors
including comorbidities, prior MM treatment, ongoing clinical
condition, and shared decision-making discussing risks and
benefits with the patient. Furthermore, the decision to initiate
IVIG in MM can be challenging if there is a paraprotein that is
falsely elevating or normalizing the IgG level. For IgG myeloma,
one approach is to subtract the M-spike from the total IgG to
estimate polyclonal functional IgG [7]. Although not prospectively
validated in MM, this strategy parallels the clinical picture in
various PI, such as activated PI3K delta syndrome, which can
present with normal or elevated IgG, but with poor vaccine
responses and elevated risk of infection.
The 2022 AAAAI Work Group Report outlines general con-

siderations for starting IgG-RT in secondary HG (Table 1) [5]. In
patients with a history of recurrent infections, IgG-RT could be
considered for (1) IgG <400mg/dL or (2) IgG <700mg/dL with
additional low IgA and/or IgM and impaired vaccine responses. In

patients without recurrent infection, IgG-RT should still be
considered for an IgG <150 mg/dL. In contrast, hematopoietic
cell transplantation (HCT) guidelines do not recommend routine
administration of IVIG within the first 100 days after transplanta-
tion to prevent bacterial infections [48]. However, IVIG could be
considered with a low IgG < 400mg/dL with the goal to maintain
an IgG level of >400mg/dL. In 2018, the American Society for
Blood and Marrow Transplantation (ASBMT) also recommended
against IgG-RT without a history of recurrent infections regardless
of IgG level in transplanted patients [49]. Without definitive
guidelines, another strategy in B cell malignancies is to check
serum IgG prior to and within 3 months post-CAR T therapy and
consider IgG-RT if the IgG is ≤400 mg/dL [26, 50, 51]. The
significant infection risks of TCE may even warrant monthly IgG
monitoring post-treatment. Extension of immunoglobulin mon-
itoring could be considered for up to 6 months after therapy and
then twice yearly thereafter [50, 52].

MONITORING
In general, immunoglobulin levels (IgG, IgA, and IgM), vaccine
responses, and B and T lymphocyte subsets should be obtained at
baseline prior to initiation of IgG-RT (Table 2) [5]. An IgG trough level is
then typically obtained 3 months after initiation of IVIG therapy (prior
to the fourth infusion), to assess response to initial dosing and to
guide IgG-RT dose adjustment (Table 3). However, there may be
benefit to monitoring IgG levels monthly and enacting a more
aggressive approach to quickly reaching therapeutic IgG trough
levels. For patients with a stable IgG at goal, IgG trough monitoring
can then be spaced out to every 6–12 months. Timing of IgG
collection on stable treatment with weekly SCIG is less important, as
pharmacokinetic studies have demonstrated a near steady-state IgG
level between infusions [53]. If the underlying immunosuppressive
treatment is discontinued, immunoglobulins (IgG, IgM, and IgA) and B
cell subsets (CD19+ and CD20+) can be monitored to assess for
improving B cell function [26]. Once IgG-RT is discontinued, re-
evaluation of IgG levels to assess for endogenous recovery can be
performed in approximately 3–4 months, accounting for the 21-day
half-life of IVIG and 4–5 total half-lives to clear exogenous IgG [5].
The AAAAI PI practice parameter recommends routine monitor-

ing of blood cell counts and serum chemistry every 6–12 months
while on IgG-RT to monitor for cytopenia, hemolysis, hepatitis, and
renal disease [54]. Renal dysfunction, cytopenia, and thrombosis
are especially important to monitor in patients with MM receiving
IgG-RT [55]. Patients with additional cardiovascular risk factors,

Table 1. When to initiate IgG-RT.

2022 AAAAI Work Group Report for
Secondary HG

• IgG < 400mg/dL with recurrent infections
• IgG < 700mg/dL with recurrent infections, in addition to low IgA or IgM, and impaired
vaccine responses

• IgG < 150mg/dL

HCT guidelines • Not routinely recommended, but can be considered if IgG <400mg/dL

ASBMT • Recommend against IgG-RT if no history of recurrent infection, regardless of IgG level

Hill et al. • Check serum IgG prior to and within 3 months post-CAR T cell therapy and consider if IgG is
≤400mg/dL

• IgG 400–600mg/dL with serious recurrent infections
• IgG > 600mg/dL with impaired vaccine responses

Table 2. Screening considerations.

• Baseline immunoglobulins (IgG, IgM, and IgA), vaccine responses (tetanus, diphtheria, Pneumococcus), and B and T lymphocyte subsets prior to
CAR T

• Check IgG within 3 months post-CAR T (consider checking monthly for high-risk patients)

• Monitor IgG for 6 months after CAR T and then twice yearly thereafter

A. Wonnaparhown et al.
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such as paraproteins, should also be closely monitored for clinical
thromboembolic manifestations and with blood viscosity assess-
ment [26]. For those at higher cardiovascular risk, IgG-RT should
be administered slowly or subcutaneously [54].

OPTIMAL IGG TROUGH GOAL
IgG-RT management strategies differ in hematologic malignancy
when compared to PI and consist of either intermittent or
scheduled dosing (Table 4). Primary hematologic and initial PI
literature often recommend aiming for a trough level of at least
400–500mg/dL [5, 39, 48, 56]. One strategy is intermittent IVIG
dosing to maintain a minimal trough level of 400mg/dL for the
first 3 months after CAR T therapy [41]. In contrast, typical IgG-RT
dosing in PI consists of routine monthly to weekly dosing with
dose adjustments to target an IgG trough level of 800 mg/dL and
a higher goal of 1000mg/dL if the patient has recurrent
pulmonary infections [5, 39]. More recent studies in PI literature
support that a higher trough IgG, at least 700–850mg/dL, results
in less frequent infections and better patient outcomes [39]. The
AAAAI Work Group Report recommends an initial IgG goal of
800mg/dL [5]. A meta-analysis demonstrated a progressive
decline in incidence of pneumonia with increasing trough IgG
levels [56]. Along this line, the concept of an individual “biologic”
trough level for each patient has been accepted within the PI
community with the idea to titrate IgG-RT dosing based on
infection history instead of using a fixed weight-based dose
[26, 57]. Therefore, if objective severe infections continue despite
normal IgG level on IgG-RT, increasing the dose of IgG-RT can still
be considered. Since many studies in CLL, HSCT, and MM have
adopted a fixed single weight-based Ig-RT dose for patient
cohorts, higher doses may be needed to reduce morbidity and
mortality in these cohorts. Increasing IgG-RT dosing based on
infectious history should be weighed against the risks of
supratherapeutic IgG levels in the setting of malignancy. For
patients who experience side-effects and/or volume concerns, a
lower dose given more frequently with pre-medications can be
considered.

SUBCUTANEOUS IGG-RT (SCIG)
Recent studies suggest that SCIG maintains more stable IgG
trough levels, reduces infections, and has lower adverse reactions

than IVIG. A systematic review and meta-analysis in 2019 looked at
24 observational studies in PI and assessed that SCIG was able to
achieve a 75.43 mg/dL higher mean trough level than IVIG, with
each 100mg/dL increase in IgG trough in SCIG associated with
reduced rates of pneumonia [58]. Higher IgG troughs seen in SCIG
may be explained by favorable pharmacokinetics of weekly dosing
compared to monthly dosing. However, limitations of these
studies are that many were developed by pharmaceutical
companies with potentially biased data.
Although most studies to date evaluated IVIG in MM, one

randomized controlled trial of 46 MM patients on SCIG showed a
reduction in annual severe infections, good safety profile, only
local skin adverse events, better quality of life, and better cost-
effectiveness [59]. Patients in this study had an IgG <500mg/dL
and were infection-free at trial entry. A dose of 400–800mg/kg/
month divided into weekly doses was used and adjusted with a
goal to maintain IgG >500 mg/dL. Zero patients in the SCIG arm
developed sepsis, bacterial pneumonia, or acute sinusitis, com-
pared to 24, 18, and 5 in the control arm respectively. Three
patients had a non-anaphylactic Grade 3/4 reaction prompting
SCIG discontinuation. An additional retrospective study also found
benefit in using at least 12 weeks of SCIG in secondary antibody
deficiency, including in MM, CLL, and non-Hodgkin lymphoma
[60]. These studies suggest a promising route with SCIG that may
benefit patients by reducing side-effects, in addition to improving
ease of home administration.

RISKS OF IGG-RT
Overall, mild systemic flu-like adverse effects may affect up to 25%
of patients receiving IVIG, but are minimal with SCIG [61]. While
few patients experience severe side-effects with IgG-RT in general,
certain additional risks should be recognized when starting IgG-RT
especially in the setting of MM, including acute renal failure and
thromboembolism. Acute renal failure is a rare complication of
intravenous immunoglobulin use, with an estimated incidence of
less than 1% [62]. Tubulo-interstitial nephropathy has been
associated with sucrose in IVIG preparations, which has now been
removed from most current immunoglobulin products. However,
renal injury has also been reported with maltose and glucose
containing products.
Since 2013, the FDA has required a boxed warning on all non-

specific immune globulin products, regardless of route of

Table 4. IgG-RT dosing and IgG goal.

Kampouri et al. • IVIG 400mg/kg every 3–4 weeks or SCIG 100–200mg/kg/week
• IgG trough >400mg/dL for first 3 months after CAR T therapy

2022 AAAAI Work Group Report • IVIG 400–600mg/kg/month or SCIG 100–200mg/kg/week
• IgG trough >800mg/dL (>1000mg/dL if recurrent pulmonary infections)
• Titrate to clinical improvement

Hill et al., Bonagura et al. • IVIG 400–800mg/kg every 3–4 weeks or SCIG 100–200mg/kg/week
• IgG trough >400mg/dL
• Titrate to clinical improvement

Table 3. Monitoring while on IgG-RT.

• IgG trough levels (before IVIG infusion) every 2–4 months until at goal

• Timing of IgG monitoring matters less in SCIG steady-state

• IgG trough monitoring every 6–12 months when at goal

• Intermittent IgA and IgM monitoring

• CBC w/ differential, renal function, hepatic enzymes every 6–12 months

• Serum viscosity if paraproteinemia present

• Close monitoring for thromboembolic risk factors

A. Wonnaparhown et al.
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administration, regarding the associated risk of thromboembolic
adverse events (TEEs) [63]. This warning also details potential risk
factors, many of which are relevant in MM, including advanced
age, prolonged immobilization, hypercoagulable conditions,
indwelling vascular catheters, hyperviscosity, and cardiovascular
risk factors. A retrospective cohort study of 14,944 patients
showed a 15.6 per 1000 persons rate of same-day thrombotic
event diagnosis [64]. A subsequent systematic review and meta-
analysis of 28 randomized controlled trials, including 2318 IVIG-
treated participants, evaluated the relationship between IVIG
treatment and clinically serious TEE risk [65]. No increased TEE risk
among patients who received IVIG compared with placebo or no
treatment was identified. No statistically significant increased risk
was found when arterial and venous TEEs were analyzed as
separate endpoints either. Of note, IVIG use for a variety of
indications was included and patients with immunodeficiency
were underrepresented in this study analysis. More relevant
results were noted when TEEs were specifically evaluated in
patients with CLL and MM treated with IVIG [63]. A total of 2724
IVIG users (649 with MM) were compared to 8035 non-users. Acute
myocardial infarction and ischemic stroke risk were three times
higher during days 0 to 1 following IVIG treatment. In patients
treated with IVIG for 1 year, the estimated absolute risk increase of
a severe TEE was approximately 1%. No statistically significant
increase in risk of venous TEE was noted.
The specific mechanism for increased thrombotic risk in MM is

not known and there are many potential confounding variables
from hematologic malignancy treatment [66, 67]. Mechanisms for
thrombosis may include an increase in blood viscosity, erythrocyte
aggregation, platelet activation, arterial vasospasm, and residual
coagulation factors [63]. A population-based study in Sweden
found that risks for thrombosis were higher closer to initial
diagnosis in both MM and MGUS compared to healthy-matched
controls, however M-protein concentration did not correlate with
thrombotic risk in MGUS patients [67].

DISCONTINUING IGG-RT
Without accurate biomarkers of infection risk, the duration of IgG-
RT relies on shared decision-making and risk-benefit discussions
with the patient (Table 5). After starting IgG-RT, the 2022 AAAAI
Work Group Report recommends re-assessment every
6–12 months and to consider pausing IgG-RT 9–12 months after
B cell-depleting therapy has been discontinued [5]. If IgG-RT is
paused, immunoglobulins and vaccine responses can be
rechecked 3–4 months later to re-evaluate if the patient meets
criteria for re-initiation of IgG-RT. Another strategy has been to see
if patients can maintain adequate IgG levels ≥400mg/dL for three
consecutive months off IgG-RT without evidence of recurrent
bacterial infections [26, 41]. Recovery of peripheral CD19+ and
CD20+ B cells, along with normalization of IgG, IgM, and IgA can
also be monitored to support return of B cell function [26].

FUTURE DIRECTIONS
The heterogenous nature of current MM therapy and various
confounding factors makes infectious risk-stratification challen-
ging. Closer attention to baseline immune markers, such as
immunoglobulins and lymphocyte subsets, may be key in

identifying clinical and biologic changes with MM treatment that
are associated with infectious outcomes. Ideally, baseline immune
function would be obtained at a healthy state years before signs
and manifestation of disease. As technology improves, helpful
biomarkers may be discovered in the realm of genomics, B cell
receptor repertoire, unique B and T lymphocyte subsets, micro-
biome, proteomics, and metabolomics.
The increase in infection risk alongside novel therapies in MM

reflects multifactorial suppressive effects on the immune system
[14]. Current strategies to prevent infections include prophylactic
antibiotics, vaccination, and IgG-RT. Future studies investigating
benefit from IgG-RT in MM should be designed in the context of
already known benefits from IgG-RT, such as reduction in serious
bacterial infections and pneumonia. Studies should also pay
special attention to other infectious risk factors, such as CVC
placement and hospitalizations, which may not be mitigated with
IgG-RT.
IgG-RT management strategies widely vary between clinicians,

and studies assessing IgG-RT use in MM have not implemented
standardized management algorithms. An ideal future direction
would involve prospective randomized, double-blind placebo-
controlled trials assessing a standardized population to determine
optimal initiation, dosing, monitoring parameters, and routes of
administration. Future collaboration combining hematologic
malignancy expertise with Allergy/Immunology immunodefi-
ciency and IgG-RT expertise will benefit outcomes. Assessing
appropriate timing of IgG-RT therapy will also be critical, especially
if administered concomitantly with monoclonal antibodies and
other TCE. Potential concerns include additive complications with
CRS and competition for antibody binding sites. However, adding
an extra infusion day may further increase healthcare-related costs
and scheduling burden. These concerns may potentially be
alleviated by utilizing the benefits of steady-state dosing and
reduced side-effects with SCIG instead of IVIG.

SUMMARY
Fundamentally, IgG-RT makes physiological sense in MM and
has the potential to significantly improve clinical outcomes.
Recent studies show emerging benefit and potential for IgG-RT
to improve infectious outcomes in the appropriate clinical
setting, but yet has not shown an improvement in mortality
outcomes. These current findings raise the question of other
immunologic mechanisms and treatment effects at play that
differ between MM versus primary agammaglobulinemia.
However, these findings are also confounded by the hetero-
geneity of MM treatment profiles that makes standardized
prospective clinical trials challenging. Additional confounding
factors, such as CVC placement, glucocorticoid administration,
and other immunosuppressive regimens, may also increase the
risk for infection independently of low IgG. At this time, IgG-RT
initiation involves shared decision-making between the clin-
ician and patient, balancing the benefits of reducing bacterial
infection with potential risks that may be heightened in
hematologic malignancy. We propose a comprehensive algo-
rithm for starting and managing IgG-RT in MM based on the
available literature (Fig. 3). Moving forward, many opportunities
exist in designing standardized clinical trials that may finally
show concrete benefit in a subpopulation of MM that can open

Table 5. Considerations for discontinuing IgG-RT.

• Consider pausing IgG-RT 9–12 months after discontinuation of B cell-depleting therapy

• Monitor for endogenous recovery of CD19+ B cells, CD20+ B cells, IgG, IgM, and IgA

• Able to maintain IgG ≥400mg/dL for three consecutive months off IgG-RT without evidence of recurrent bacterial infections

• Protective vaccine responses checked 3–4 months after IgG-RT discontinuation
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the door to understanding mechanisms of other hematologic
and immunologic disorders. Review of the literature suggests
that our current understanding of HG in MM is fragmented, and
a multi-disciplinary collaborative approach with Hematology/
Oncology and Allergy/Immunology will significantly progress
the field and benefit patients.

REFERENCES
1. Gandhi UH, Cornell RF, Lakshman A, Gahvari ZJ, McGehee E, Jagosky MH, et al.

Outcomes of patients with multiple myeloma refractory to CD38-targeted
monoclonal antibody therapy. Leukemia. 2019;33:2266–75.

2. Bal S, Malek E, Kansagra A, Usmani SZ, Vij R, Godby KN, et al. Treatment outcomes
of triple class refractory multiple myeloma: a benchmark for new therapies.
Leukemia. 2022;36:877–80.

3. Martin T, Usmani SZ, Berdeja JG, Agha M, Cohen AD, Hari P, et al. Ciltacabtagene
autoleucel, an anti-B-cell maturation antigen chimeric antigen receptor T-cell
therapy, for relapsed/refractory multiple myeloma: CARTITUDE-1 2-year follow-
up. J Clin Oncol. 2023;41:1265–74.

4. Moreau P, Girgis S, Goldberg JD. Teclistamab in relapsed or refractory multiple
myeloma. Reply. N Engl J Med. 2022;387:1722–3.

5. Otani IM, Lehman HK, Jongco AM, Tsao LR, Azar AE, Tarrant TK, et al. Practical
guidance for the diagnosis and management of secondary hypogammaglobuli-
nemia: a Work Group Report of the AAAAI Primary Immunodeficiency
and Altered Immune Response Committees. J Allergy Clin Immunol.
2022;149:1525–60.

6. Barmettler S, Ong MS, Farmer JR, Choi H, Walter J. Association of immunoglobulin
levels, infectious risk, and mortality with rituximab and hypogammaglobulinemia.
JAMA Netw Open. 2018;1:e184169.

7. Lancman G, Parsa K, Kotlarz K, Avery L, Lurie A, Lieberman-Cribbin A, et al. IVIg
use associated with ten-fold reduction of serious infections in multiple myeloma
patients treated with anti-BCMA bispecific antibodies. Blood Cancer Discov.
2023;4:440–451.

8. Moreau P, Garfall AL, van de Donk N, Nahi H, San-Miguel JF, Oriol A, et al.
Teclistamab in relapsed or refractory multiple myeloma. N Engl J Med.
2022;387:495–505.

9. Park S, Jung CW, Jang JH, Kim SJ, Kim WS, Kim K. Incidence of infection according
to intravenous immunoglobulin use in autologous hematopoietic stem cell
transplant recipients with multiple myeloma. Transpl Infect Dis. 2015;17:679–87.

10. Dhalla F, Misbah SA. Secondary antibody deficiencies. Curr Opin Allergy Clin
Immunol. 2015;15:505–13.

11. Kristinsson SY, Tang M, Pfeiffer RM, Bjorkholm M, Goldin LR, Blimark C, et al.
Monoclonal gammopathy of undetermined significance and risk of infections: a
population-based study. Haematologica. 2012;97:854–8.

12. Pratt G, Goodyear O, Moss P. Immunodeficiency and immunotherapy in multiple
myeloma. Br J Haematol. 2007;138:563–79.

13. Hadjiaggelidou C, Katodritou E. Regulatory T-cells and multiple myeloma: impli-
cations in tumor immune biology and treatment. J Clin Med. 2021;10:4588.

14. Blimark C, Holmberg E, Mellqvist UH, Landgren O, Bjorkholm M, Hultcrantz M,
et al. Multiple myeloma and infections: a population-based study on 9253 mul-
tiple myeloma patients. Haematologica. 2015;100:107–13.

15. Costa LJ, Gonsalves WI, Kumar SK. Early mortality in multiple myeloma. Leukemia.
2015;29:1616–8.

Fig. 3 Framework for initiating and managing IgG-RT in MM. Review of both PI and hematologic malignancy literature supports the
importance of obtaining baseline immune evaluation prior to immunosuppressive treatment and patients receiving immunosuppressive
treatment should be monitored for HG. Initiation of IgG-RT can be considered depending on the severity of infections, IgG level, and immune
function. A regularly scheduled and titrated dosing regimen has shown the best evidence for reducing severe bacterial infections. The IgG
trough should be monitored closely and titrating to a biological trough can be considered. Safety labs and side-effects should also be
regularly monitored. Various decision and monitoring strategies exist when deciding to discontinue IgG-RT.

A. Wonnaparhown et al.

7

Blood Cancer Journal          (2024) 14:124 



16. Augustson BM, Begum G, Dunn JA, Barth NJ, Davies F, Morgan G, et al. Early
mortality after diagnosis of multiple myeloma: analysis of patients entered onto
the United kingdom Medical Research Council trials between 1980 and 2002-
Medical Research Council Adult Leukaemia Working Party. J Clin Oncol.
2005;23:9219–26.

17. Vassilopoulos S, Vassilopoulos A, Kalligeros M, Shehadeh F, Mylonakis E. Cumu-
lative incidence and relative risk of infection in patients with multiple myeloma
treated with anti-CD38 monoclonal antibody-based regimens: a systematic
review and meta-analysis. Open Forum Infect Dis. 2022;9:ofac574.

18. Nahi H, Chrobok M, Gran C, Lund J, Gruber A, Gahrton G, et al. Infectious com-
plications and NK cell depletion following daratumumab treatment of Multiple
Myeloma. PLoS ONE. 2019;14:e0211927.

19. Munshi NC, Anderson LD Jr, Shah N, Madduri D, Berdeja J, Lonial S, et al. Ide-
cabtagene vicleucel in relapsed and refractory multiple myeloma. N Engl J Med.
2021;384:705–16.

20. Berdeja JG, Madduri D, Usmani SZ, Jakubowiak A, Agha M, Cohen AD, et al.
Ciltacabtagene autoleucel, a B-cell maturation antigen-directed chimeric antigen
receptor T-cell therapy in patients with relapsed or refractory multiple myeloma
(CARTITUDE-1): a phase 1b/2 open-label study. Lancet. 2021;398:314–24.

21. Kambhampati S, Sheng Y, Huang CY, Bylsma S, Lo M, Kennedy V, et al. Infectious
complications in patients with relapsed refractory multiple myeloma after BCMA
CAR T-cell therapy. Blood Adv. 2022;6:2045–54.

22. Little JS, Tandon M, Hong JS, Nadeem O, Sperling AS, Raje N, et al. Respiratory
infections predominate after day 100 following B-cell maturation antigen-
directed CAR T-cell therapy. Blood Adv. 2023;7:5485–95.

23. Rodriguez-Otero P, Ailawadhi S, Arnulf B, Patel K, Cavo M, Nooka AK, et al. Ide-cel
or standard regimens in relapsed and refractory multiple myeloma. N Engl J Med.
2023;388:1002–14.

24. Baz R, Rodriguez Otero P, Ailawadhi S, Arnulf B, Patel KK, Nooka AK, et al. Ide-
cabtagene vicleucel (ide-cel) versus standard (std) regimens in patients (pts) with
triple-class-exposed (TCE) relapsed and refractory multiple myeloma (RRMM):
analysis of cytopenias and infections in Pts from KarMMa-3. Blood.
2023;142:4879.

25. San-Miguel J, Dhakal B, Yong K, Spencer A, Anguille S, Mateos MV, et al. Cilta-cel
or standard care in lenalidomide-refractory multiple myeloma. N Engl J Med.
2023;389:335–47.

26. Hill JA, Giralt S, Torgerson TR, Lazarus HM. CAR-T—and a side order of IgG, to go?
—Immunoglobulin replacement in patients receiving CAR-T cell therapy. Blood
Rev. 2019;38:100596.

27. Cappell KM, Kochenderfer JN. Long-term outcomes following CAR T cell therapy:
what we know so far. Nat Rev Clin Oncol. 2023;20:359–71.

28. Bhoj VG, Arhontoulis D, Wertheim G, Capobianchi J, Callahan CA, Ellebrecht
CT, et al. Persistence of long-lived plasma cells and humoral immunity in
individuals responding to CD19-directed CAR T-cell therapy. Blood.
2016;128:360–70.

29. Melenhorst JJ, Chen GM, Wang M, Porter DL, Chen C, Collins MA, et al. Decade-
long leukaemia remissions with persistence of CD4(+) CAR T cells. Nature.
2022;602:503–9.

30. Walti CS, Krantz EM, Maalouf J, Boonyaratanakornkit J, Keane-Candib J, Joncas-
Schronce L, et al. Antibodies against vaccine-preventable infections after CAR-T
cell therapy for B cell malignancies. JCI Insight. 2021;6:e146743.

31. Wang Y, Li C, Xia J, Li P, Cao J, Pan B, et al. Humoral immune reconstitution after
anti-BCMA CAR T-cell therapy in relapsed/refractory multiple myeloma. Blood
Adv. 2021;5:5290–9.

32. Lesokhin AM, Tomasson MH, Arnulf B, Bahlis NJ, Miles Prince H, Niesvizky R, et al.
Elranatamab in relapsed or refractory multiple myeloma: phase 2 MagnetisMM-3
trial results. Nat Med. 2023;29:2259–67.

33. Chari A, Minnema MC, Berdeja JG, Oriol A, van de Donk N, Rodriguez-Otero P,
et al. Talquetamab, a T-cell-redirecting GPRC5D bispecific antibody for multiple
myeloma. N Engl J Med. 2022;387:2232–44.

34. Pillarisetti K, Edavettal S, Mendonca M, Li Y, Tornetta M, Babich A, et al. A T-cell-
redirecting bispecific G-protein-coupled receptor class 5 member D x CD3 anti-
body to treat multiple myeloma. Blood. 2020;135:1232–43.

35. Matous J, Biran N, Perrot A, Berdeja JG, Dorritie K, Elssen JV, et al. Talquetamab +
pomalidomide in patients with relapsed/refractory multiple myeloma: safety and
preliminary efficacy results from the phase 1b monumenTAL-2 study. Blood.
2023;142:1014.

36. Cellerin E, Jourdes A, Brousse X, Vallet N, Cartau T, Denis B, et al. Cumulative
incidence and characteristics of infections requiring treatment, delay in treat-
ment administration or hospitalisation in patients with relapsed or refractory
multiple myeloma treated with anti BCMA or anti GPRC5D bispecific antibodies.
Blood. 2023;142:1005.

37. Reynolds G, Cliff ERS, Mohyuddin GR, Popat R, Midha S, Liet Hing MN, et al.
Infections following bispecific antibodies in myeloma: a systematic review and
meta-analysis. Blood Adv. 2023;7:5898–903.

38. Gumber D, Wang LD. Improving CAR-T immunotherapy: overcoming the chal-
lenges of T cell exhaustion. EBioMedicine. 2022;77:103941.

39. Perez EE, Orange JS, Bonilla F, Chinen J, Chinn IK, Dorsey M, et al. Update on the
use of immunoglobulin in human disease: a review of evidence. J Allergy Clin
Immunol. 2017;139:S1–S46.

40. Lai CC, Chen WC, Chen CY, Wei YF. The effect of intravenous immunoglobulins on
the outcomes of patients with COVID-19: a systematic review and meta-analysis
of randomized controlled trials. Expert Rev Anti Infect Ther. 2022;20:1333–40.

41. Kampouri E, Walti CS, Gauthier J, Hill JA. Managing hypogammaglobulinemia in
patients treated with CAR-T-cell therapy: key points for clinicians. Expert Rev
Hematol. 2022;15:305–20.

42. Chapel HM, Lee M. The use of intravenous immune globulin in multiple myeloma.
Clin Exp Immunol. 1994;97(Suppl 1):21–4.

43. Musto P, Brugiatelli M, Carotenuto M. Prophylaxis against infections with intra-
venous immunoglobulins in multiple myeloma. Br J Haematol. 1995;89:945–6.

44. Raanani P, Gafter-Gvili A, Paul M, Ben-Bassat I, Leibovici L, Shpilberg O. Immu-
noglobulin prophylaxis in chronic lymphocytic leukemia and multiple myeloma:
systematic review and meta-analysis. Leuk Lymphoma. 2009;50:764–72.

45. Blombery P, Prince HM, Worth LJ, Main J, Yang M, Wood EM, et al. Prophylactic
intravenous immunoglobulin during autologous haemopoietic stem cell trans-
plantation for multiple myeloma is not associated with reduced infectious
complications. Ann Hematol. 2011;90:1167–72.

46. Lancman G, Lozada K, Athar N, Jacobs S, Doucette J, Cho HJ, et al. Efficacy of
intravenous immunoglobulin for preventing infections in patients with multiple
myeloma. Clin Lymphoma Myeloma Leuk. 2021;21:e470–6.

47. Frerichs KA, Verkleij CPM, Mateos MV, Martin TG, Rodriguez C, Nooka A, et al.
Teclistamab impairs humoral immunity in patients with heavily pretreated
myeloma: importance of immunoglobulin supplementation. Blood Adv.
2024;8:194–206.

48. Tomblyn M, Chiller T, Einsele H, Gress R, Sepkowitz K, Storek J, et al. Guidelines for
preventing infectious complications among hematopoietic cell transplantation
recipients: a global perspective. Biol Blood Marrow Transplant. 2009;15:1143–238.

49. Bhella S, Majhail NS, Betcher J, Costa LJ, Daly A, Dandoy CE, et al. Choosing wisely
BMT: American Society for Blood and Marrow Transplantation and Canadian
Blood and Marrow Transplant Group’s list of 5 tests and treatments to question in
blood and marrow transplantation. Biol Blood Marrow Transplant.
2018;24:909–13.

50. Wat J, Barmettler S. Hypogammaglobulinemia after chimeric antigen receptor
(CAR) T-cell therapy: characteristics, management, and future directions. J Allergy
Clin Immunol Pr. 2022;10:460–6.

51. Hill JA, Seo SK. How I prevent infections in patients receiving CD19-targeted
chimeric antigen receptor T cells for B-cell malignancies. Blood. 2020;136:925–35.

52. Los-Arcos I, Iacoboni G, Aguilar-Guisado M, Alsina-Manrique L, Diaz de Heredia C,
Fortuny-Guasch C, et al. Recommendations for screening, monitoring, preven-
tion, and prophylaxis of infections in adult and pediatric patients receiving CAR
T-cell therapy: a position paper. Infection. 2021;49:215–31.

53. Berger M, Rojavin M, Kiessling P, Zenker O. Pharmacokinetics of subcutaneous
immunoglobulin and their use in dosing of replacement therapy in patients with
primary immunodeficiencies. Clin Immunol. 2011;139:133–41.

54. Bonilla FA, Khan DA, Ballas ZK, Chinen J, Frank MM, Hsu JT, et al. Practice para-
meter for the diagnosis and management of primary immunodeficiency. J Allergy
Clin Immunol. 2015;136:1186–205.e1-78.

55. Abolhassani H, Asgardoon MH, Rezaei N, Hammarstrom L, Aghamohammadi A.
Different brands of intravenous immunoglobulin for primary immunodefi-
ciencies: how to choose the best option for the patient? Expert Rev Clin Immunol.
2015;11:1229–43.

56. Orange JS, Grossman WJ, Navickis RJ, Wilkes MM. Impact of trough IgG on
pneumonia incidence in primary immunodeficiency: a meta-analysis of clinical
studies. Clin Immunol. 2010;137:21–30.

57. Bonagura VR, Marchlewski R, Cox A, Rosenthal DW. Biologic IgG level in primary
immunodeficiency disease: the IgG level that protects against recurrent infection.
J Allergy Clin Immunol. 2008;122:210–2.

58. Shrestha P, Karmacharya P, Wang Z, Donato A, Joshi AY. Impact of IVIG vs. SCIG
on IgG trough level and infection incidence in primary immunodeficiency dis-
eases: a systematic review and meta-analysis of clinical studies. World Allergy
Organ J. 2019;12:100068.

59. Vacca A, Melaccio A, Sportelli A, Solimando AG, Dammacco F, Ria R. Sub-
cutaneous immunoglobulins in patients with multiple myeloma and secondary
hypogammaglobulinemia: a randomized trial. Clin Immunol. 2018;191:110–5.

60. Cinetto F, Neri R, Vianello F, Visentin A, Barila G, Gianese S, et al. Subcutaneous
immunoglobulins replacement therapy in secondary antibody deficiencies: real
life evidence as compared to primary antibody deficiencies. PLoS ONE.
2021;16:e0247717.

61. Bonilla FA. Intravenous and subcutaneous immunoglobulin G replacement
therapy. Allergy Asthma Proc. 2016;37:426–31.

A. Wonnaparhown et al.

8

Blood Cancer Journal          (2024) 14:124 



62. Fakhouri F. [Intravenous immunoglobulins and acute renal failure: mechanism
and prevention]. Rev Med Interne. 2007;28 Spec No. 1:4–6.

63. Ammann EM, Jones MP, Link BK, Carnahan RM, Winiecki SK, Torner JC, et al.
Intravenous immune globulin and thromboembolic adverse events in patients
with hematologic malignancy. Blood. 2016;127:200–7.

64. Sridhar G, Ekezue BF, Izurieta HS, Selvam N, Ovanesov MV, Divan HA, et al.
Immune globulins and same-day thrombotic events as recorded in a large health
care database during 2008 to 2012. Transfusion. 2014;54:2553–65.

65. Ammann EM, Haskins CB, Fillman KM, Ritter RL, Gu X, Winiecki SK, et al. Intra-
venous immune globulin and thromboembolic adverse events: a systematic
review and meta-analysis of RCTs. Am J Hematol. 2016;91:594–605.

66. Bennett CL, Hermanson T. Big data, thromboembolism, and immunoglobulin.
Blood. 2016;127:171–2.

67. Kristinsson SY, Pfeiffer RM, Bjorkholm M, Goldin LR, Schulman S, Blimark C, et al.
Arterial and venous thrombosis in monoclonal gammopathy of undetermined sig-
nificance and multiple myeloma: a population-based study. Blood. 2010;115:4991–8.

ACKNOWLEDGEMENTS
We acknowledge Mayo Clinic Arizona, Department of Medicine, Division of Allergy,
Asthma & Clinical Immunology, and Division of Hematology/Oncology for academic,
clinical, and research support. The research reported in this publication was also
supported by the Mayo Clinic Hematological Malignancies Program. This research is
partly supported by generous Paula and Roger Riney Foundation funding. Finally, this
research is partly supported by generous funding from additional philanthropic
donations to the Mayo Clinic and NCI U01CA271410 grant. The content is solely the
responsibility of the authors and does not necessarily represent the official views of
the National Institutes of Health. Figures 1–3 were created with BioRender.com.

AUTHOR CONTRIBUTIONS
All authors were involved in editing and reviewing the paper in its entirety. AW was
responsible for designing, writing, and editing the Review Article and creating the
tables and figures. TH contributed to sections on MM background and clinical trials.
JS contributed to sections on IgG-RT monitoring and goal IgG levels. CF contributed

to the section on risks of IgG-RT. RF initiated the project and provided direction,
feedback, figures, and insight into the current and future MM landscape.

COMPETING INTERESTS
The authors declare no competing interests.

ADDITIONAL INFORMATION
Correspondence and requests for materials should be addressed to
Alex Wonnaparhown.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2024

A. Wonnaparhown et al.

9

Blood Cancer Journal          (2024) 14:124 

http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	IgG replacement in multiple myeloma
	Introduction
	Immunodeficiency in MM
	Conventional therapies (e.�g., triplets, quadruplets)
	CAR T cell therapy
	Bispecific antibody therapy
	Additional immunosuppressive concerns with TCE
	IgG-RT
	Effectiveness of IgG-RT in reducing infections
	Indications for initiation of IgG-RT
	Monitoring
	Optimal IgG trough goal
	Subcutaneous IgG-RT (SCIG)
	Risks of IgG-RT
	Discontinuing IgG-RT
	Future directions
	Summary
	Acknowledgements
	Author contributions
	Competing interests
	ADDITIONAL INFORMATION




