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Abstract 

Background:  The purpose of this study was to assess the five-year treatment effects of a short course of intravenous 
immunoglobulin (IVIG) in subjects with mild cognitive impairment (MCI) due to Alzheimer disease (AD).

Methods:  Fifty subjects 50 to 84 years of age with MCI due to AD were administered 0.4 g/kg 10% IVIG or 0.9% 
saline every two weeks x five doses in a randomized double-blinded design as part of a two-year study. Twenty-seven 
subjects completed an additional three-year extension study. MRI brain imaging, cognitive testing, and conversion to 
dementia were assessed annually. Participants were stratified into early MCI (E-MCI) and late MCI (L-MCI). The primary 
endpoint was brain atrophy measured as annualized percent change in ventricular volume (APCV) annually for five 
years. ANOVA was used to compare annualized percent change in ventricular volume from baseline between the 
groups adjusting for MCI status (E-MCI, L-MCI).

Results:  Differences in brain atrophy between the groups, which were statistically significant after one year, were no 
longer significant after five years. IVIG-treated L-MCI subjects did demonstrate a delay in conversion to dementia of 
21.4 weeks.

Conclusion:  An eight-week course of IVIG totaling 2 g/kg in MCI is safe but is not sufficient to sustain an initial reduc-
tion in brain atrophy or a temporary delay in conversion to dementia at five years. Other dosing strategies of IVIG in 
the early stages of AD should be investigated to assess more sustainable disease-modifying effects.

Trial registration ClinicalTrials.gov NCT01300728. Registered 23 February 2011.
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Background
Alzheimer disease (AD) is a neurodegenerative disorder 
which causes dementia and brain atrophy associated with 
the accumulation of pathological Aβ and tau proteins. 
Intravenous immunoglobulin (IVIG) contains naturally 
occurring polyclonal antibodies to both monomeric and 
oligomeric Aβ and has been investigated as a potential 

disease-modifying strategy for AD [1–6]. IVIG has other 
potentially important mechanisms of action for AD 
including also containing tau antibodies and having regu-
latory effects on microglia [1, 7].

Animal models have demonstrated amyloid clearance 
from the brain with IVIG when analyzed with ex vivo and 
in  vivo assays [8–10]. An exploratory substudy showed 
a reduction in amyloid using Florbetapir PET after 
18  months of IVIG treatment 0.4  g/kg every two weeks 
[11]. In addition, a proof of mechanism study demon-
strated that an eight-week course of 0.4 g/kg IVIG every 
two weeks resulted in measurable removal of amyloid 
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from the brain and retina in subjects with mild cognitive 
impairment (MCI) due to AD [12].

While open label and Phase I studies [13, 14] of IVIG 
for AD were promising, Phase II and III studies of IVIG 
failed to reach significant primary endpoints in mild to 
moderate AD dementia [11, 15]. We conducted the first 
study investigating administration of IVIG in the earliest 
clinical stage of AD, MCI. The details of this randomized, 
double-blinded, placebo-controlled trial have been previ-
ously published [16]. Subjects with MCI due to AD were 
randomized to receive either 0.4  g/kg of IVIG or 0.9% 
saline solution every 14 days x five infusions. We chose 
the infusion interval based upon the 9.8-day serum half-
life of Aβ antibodies in IVIG, as well as prior studies hav-
ing demonstrated that IVIG 0.4  g/kg every two weeks 
may be the most optimal dosing for AD [15, 17]. Due to 
the limited availability and cost of IVIG, we decided to 
test the shortest reasonable course. Our results showed 
that there was less brain atrophy in participants given 
IVIG when compared with placebo after one year when 
adjusted for baseline cognition; however, this difference 
was not statistically significant at two years. We also 
found less cognitive decline and conversions to demen-
tia at one year in late MCI (L-MCI) subjects treated with 
IVIG. Subjects were offered the opportunity to continue 
in an extension study for another three years in order to 
assess five-year outcomes.

In a relevant five-year retrospective study of patients 
previously treated with even one course of IVIG for vari-
ous indications, Fillet and colleagues demonstrated a 42% 
reduction in the risk of developing AD dementia [18]. 
The purpose of this study was to assess for similar long-
term effects of IVIG given to subjects with MCI.

Methods
Study design and participants
This was a single-center, 1:1 randomized, double-blind, 
placebo-controlled outpatient extension trial where sub-
jects with MCI due to AD were randomized to receive 
either 0.4  g/kg of IVIG or 0.9% saline solution every 
14 days x five infusions [16]. Subjects were patients 50 to 
84  years of age referred to a community-based neurol-
ogy clinic, which included a specialized memory clinic. 
Subjects were diagnosed with single or multi-domain 
amnestic MCI according to the Petersen criteria [19] 
and the National Institute of Neurological and Com-
municative Disorders—Alzheimer’s Disease and Related 
Disorders Association (NINCDS-ADRDA) and National 
Institute on Aging—Alzheimer’s Association (NIA-AA) 
criteria for MCI due to AD [20]. All screening visit MRIs 
were reviewed by the primary investigator to ensure 
brain atrophy patterns, such as mild hippocampal atro-
phy, were consistent with the diagnosis of MCI due to 

AD. Participants had the option of undergoing a lum-
bar puncture for evaluation of CSF Aβ42, tau, or p-tau to 
assess underlying pathology.

Other inclusion criteria were Clinical Dementia Rat-
ing (CDR) global score of ≤ 0.5, Mini-Mental State 
Examination, 2nd edition (MMSE) of 24 to 30 using the 
higher score with either serial 7 s or WORLD backwards 
for inclusion purposes. MMSE score was then tracked 
throughout the study using only serial 7  s. Medica-
tion dosages for non-excluded medical conditions must 
have been stable for at least 30  days prior to screening. 
Concurrent treatment with cholinesterase inhibitors or 
memantine was an exclusion, however discontinuation of 
any of these agents 90  days prior to screening was per-
mitted. Subjects were permitted to start a cholinesterase 
inhibitor and/or memantine if conversion to dementia 
occurred during the study. A family member or friend 
was required to participate as a collaborative informant 
for the duration of the study. Subjects were excluded if 
there were MRI brain abnormalities such as multiple 
microhemorrhages, infarcts, or moderate to severe corti-
cal atrophy. Other exclusion criteria included conditions 
that would make it unsafe to administer IVIG, such as 
IgA deficiency. Participants who completed two years of 
the study were given the option to enroll for an additional 
three years.

Endpoints
The primary endpoint was brain atrophy measured as 
annualized percent change in ventricular volume (APCV) 
annually for five years. Ventricular volume was measured 
using NeuroQuant 2.3, which is the updated version of 
software used in our previously published paper [16].

Secondary endpoints included change in cognitive per-
formance annually as measured by ADAS-Cog, MMSE, 
and CDR-SB.

Exploratory analysis included subdividing subjects into 
early MCI (E-MCI) and late MCI (L-MCI) groups using 
the baseline  CDR-SB. E-MCI was defined as a CDR-
SB of 1.0 or less to reflect the earliest stages of decline 
and commensurate with mean CDR-SB scores found in 
other studies for E-MCI and L-MCI participants [4–6]. 
Conversion from L-MCI to AD was also examined and 
based on NINCDS-ADRDA and NIA-AA criteria for the 
diagnosis of AD [3] and supported by CDR global score 
of ≥ 1.0.

The study was approved by the Sutter Health Institu-
tional Review Board.

Procedures
The details of the study procedures have been previ-
ously published [16]. Ventricular volume was measured 
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Fig 1.  Consort flow diagram

Table 1  Demographic and clinical characteristics of randomized subjects at baseline

ADAS-Cog Alzheimer’s Disease Assessment Scale-cognitive subscale, Aβ β-amyloid, BMI body mass index, CAD coronary artery disease, CDR-SB Clinical Dementia 
Rating-Sum of Boxes, COPD chronic obstructive pulmonary disease, IVIG intravenous immunoglobulin, MCI mild cognitive impairment, MMSE Mini-Mental State 
Examination, PVD peripheral vascular disease
a CSF collected from 34 participants (17 IVIG; 17 placebo) who opted to participate with lumbar puncture

IVIG
n = 24 (49.0%)

Placebo
n = 25 (51.0%)

n (%) Mean ± SD n (%) Mean ± SD

Age 72.20 ± 7.91 72.34 ± 7.36

Female 14 (58.3) 14 (56.0)

Education

 < 12 years 0 0

 12 years 2 (9.5) 3 (13.6)

  > 12 to 16 years 9 (42.9) 11 (50.0)

  > 16 years 10 (47.6) 8 (36.4)

BMI 25.48 ± 5.44 26.96 ± 4.26

Comorbids

 Asthma/COPD 4 (16.7) 2 (8.0)

 Diabetes 5 (20.8) 5 (20.0)

 Hypertension 10 (41.7) 8 (32.0)

 Hyperlipidemia 13 (54.2) 10 (40.0)

 CAD/PVD 4 (16.7) 6 (24.0)

 APOE ε4 15 (62.5) 14 (56.0)

 Aβ42 < 482 pg/mLa 16 (94.1) 15 (88.2)

 Aβ42 pg/mLa 294.00 ± 96.55 353.41 ± 112.99

 tau pg/mLa 107.47 ± 58.65 96.18 ± 65.47

 p-tau pg/mLa 43.59 ± 19.90 39.47 ± 30.27

 Ventricular volume (cm3) 53.64 ± 26.84 51.72 ± 22.28

 MMSE 26.75 ± 2.15 26.44 ± 2.60

 ADAS-cog 10.21 ± 4.38 10.28 ± 5.67

 CDR-SB 1.96 ± 0.95 1.60 ± 0.90

MCI Stage

 Early (CDR-SB ≤ 1.0) 6 (25.0) 13 (52.0)

 Late (CDR-SB > 1.0) 18 (75.0) 12 (48.0)
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annually for five years. MMSE, CDR, and ADAS-Cog, 
along with evaluation for conversion to AD, were con-
ducted at 4-month intervals for 2  years and annually 
thereafter.

Statistical analysis
Descriptive statistics, histograms, Q-Q, and scatter plots 
were used to assess if the characteristics of the data were 
suitable for parametric statistics. Analysis of variance 
(ANOVA) and the χ2 Test of Independence were used to 
compare baseline characteristics between the groups.

Primary and secondary endpoints
ANOVA was used to compare annualized percent change 
in ventricular volume from baseline between the groups 
adjusting for MCI status (E-MCI, L-MCI). Linear mixed 
models with all available cases was used to assess the sec-
ondary endpoints. The fixed effects of baseline age (cen-
tered at the mean), baseline CDR-SB, time (included as 
a continuous variable), group (IVIG or placebo), and the 
time X group interaction were included in the models.

Exploratory endpoints
Statistical testing was not conducted for comparisons 
that were stratified by E-MCI and L-MCI due to insuf-
ficient cases in some strata. Kaplan–Meier survival 
analysis was used to compare conversion to AD between 
the groups of subjects classified with L-MCI. Statistical 

analyses were conducted using IBM SPSS Version 21.0 
[21].

Results
Sixty-five subjects were screened from 2011 to 2013; 52 
subjects qualified for randomization and 50 completed 
infusions of IVIG or placebo. One subject was subse-
quently diagnosed with primary progressive aphasia and 
was removed from the study leaving 49 subjects to com-
plete the initial trial. Forty of the 49 subjects elected to 
continue for the additional three years. Figure  1 shows 
the flow of subjects through the trial.

After five years, 30 subjects completed the ADAS-Cog 
and the CDR-SB, 32 completed the MMSE, and 27 sub-
jects completed MRI for volumetric measures. The rea-
sons that subjects who elected to continue but did not 
complete the study included death (n = 2; 4.9%), subject/
caregiver decision (n = 4; 9.8%), and investigator decision 
(n = 2; 4.9%).

Thirty-four subjects (17 IVIG; 17 placebo) opted for 
the lumbar puncture at baseline; there were no signifi-
cant differences between the groups in CSF Aβ42, tau, or 
p-tau. Eighteen subjects with these measures completed 
five years of the trial.

Table  1 displays the baseline demographic charac-
teristics of subjects who were enrolled in the study and 
received at least one infusion of IVIG or placebo. There 

Fig. 2  Annualized percent change in ventricular volume (cm3) at 1, 2, 3, 4, and 5 years following IVIG or placebo
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were no statistically significant differences (p > 0.05) in 
any of the baseline characteristics between the groups.

Adverse events
There were no drug-related adverse events and no amy-
loid-related imaging abnormalities such as hemorrhage 
or vasogenic edema.

Brain atrophy
Figure 2 shows ventricular APCV between baseline and 
5  years. IVIG showed lower brain atrophy in all years 
but none of the differences were statistically significant 
(p > 0.05). Figure 3 shows the APCV between the groups 
stratified by E-MCI and L-MCI. The effects of IVIG were 
most pronounced in L-MCI. It should be noted that due 
to the update in NeuroQuant to version 2.3, the exact 
values for baseline, year 1 and year 2 volume varied when 
compared to our previous publication.

Cognition
Figure 4(A–C) shows mean MMSE (Panel A), ADAS-Cog 
(Panel B), and CDR-SB (Panel C) for each group over the 
six time points. The figure contains the 11 cases in the 
placebo group and the 16 cases in the IVIG group that 
had data for all time points. There were no statistically 
significant differences between the groups on any of the 
cognitive measures.

Figure  5(A–C) shows the mean MMSE (Panel A), 
ADAS-Cog (Panel B), and CDR-SB (Panel C) scores for 
both groups after five years of follow up stratified by 
MCI status. In year five, the placebo group included 10 
subjects classified as E-MCI and 4 classified as L-MCI. 
For the IVIG group, 5 subjects were E-MCI and 11 were 
L-MCI. The subgroups demonstrate more favorable cog-
nitive scores in L-MCI subjects that received IVIG than 
subjects in the placebo group on the ADAS-cog, CDR-
SB, and MMSE at five years. L-MCI placebo subjects had 
an average ADAS-cog total score of 32.00 at five years, 
compared to the IVIG average of 23.60. L-MCI placebo 

Fig. 3  Annualized percent change in ventricular volume (cm3) at 1, 2, 3, 4, and 5 years following IVIG or placebo stratified into E-MCI and L-MCI mild 
cognitive impairment
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subjects had an average MMSE total score of 15.40 at five 
years, compared to the IVIG average of 18.75. L-MCI 
placebo subjects had an average CDR-SB score of 10.00 at 
five years (3.63 at one year), compared to the IVIG aver-
age of 8.64 at five years (2.86 at one year).

Conversion to AD dementia
After five years, 11 of 12 (92%) L-MCI subjects in the pla-
cebo group and 15 of 18 (83%) subjects in the IVIG group 
converted to AD. The IVIG group took 110.8  weeks 
to convert from L-MCI to dementia compared with 
89.4 weeks in the placebo group (Fig. 6) which amounts 
to a 21.4 week delay in time to conversion from L-MCI to 
dementia.

Discussion
The results of this study indicate that an eight-week 
course of IVIG totaling 2  g/kg does not significantly 
reduce brain atrophy or prevent conversion to demen-
tia after five years. The results published after two-years 
showed that this single course of IVIG for MCI signifi-
cantly reduced brain atrophy at one year [16]. This trend 
was still present after five years, but there were no statis-
tically significant differences between the groups in either 

brain atrophy or cognition. This study has other positive 
trends that are worth highlighting.

IVIG is safe
Consistent with previous investigations, IVIG appears to 
be safe with no major adverse events or amyloid related 
imaging abnormalities [2, 15, 16]. This is a noteworthy 
contrast to the monoclonal antibody treatments for AD, 
including recently FDA approved aducanumab, in which 
amyloid related imaging abnormalities of cerebral edema 
and hemorrhages have been consistently observed. 
[22–24].

IVIG shows a trend in delay of conversion to AD dementia
After five years, a smaller proportion of subjects with 
L-MCI treated with IVIG converted to AD dementia 
compared to placebo. This temporary delay is notewor-
thy as even a modest delay in conversion to dementia can 
have a significant impact on the growing prevalence of 
AD. Our five-year results did not match the results of the 
retrospective study by Fillit and colleagues which showed 
a 42% reduction in AD dementia in subjects who had 
IVIG treatment for any indication in the preceding five 
years [18]. This may be due to the mean number of IVIG 

Fig. 4  MMSE (Panel A), ADAS-Cog (Panel B), and CDR-SB (Panel C) at baseline and 1, 2, 3, 4, and 5 years following IVIG or placebo



Page 7 of 9Kile et al. BMC Neurosci           (2021) 22:49 	

infusions in the Fillit study was 14, compared to only five 
infusions in our trial.

IVIG shows a trend in reduction of cognitive decline 
in subjects with L‑MCI
IVIG treated L-MCI subjects had less decline on all cog-
nitive measures (Fig.  5). IVIG demonstrated a 69.3% 
reduction of decline in L-MCI subjects over placebo at 
12  months, and a 21.5% reduction of decline over pla-
cebo at five years. For comparison, aducanumab demon-
strated a 22% reduction of decline on the CDR-SB when 
compared with placebo at 18  months [22]. The L-MCI 
subgroup in the present investigation is most compara-
ble to the aducanumab Phase III studies which included 
patients with MCI and mild dementia. The CDR-SB 
scores for L-MCI (Fig.  5C) can be used for comparison 
to the cognitive results for aducanumab [22]. Because the 
present investigation yielded no statistically significant 
differences in the overall results, formal statistical anal-
ysis within the L-MCI and E-MCI subgroups were not 
warranted.

This study has limitations. Amyloid PET imaging was 
not used as a biomarker of AD as it was not readily avail-
able when the study originally enrolled, however our 

Fig. 5  MMSE (Panel A), ADAS-Cog (Panel B), and CDR-SB (Panel C) at baseline and 1, 2, 3, 4, and 5 years following IVIG or placebo stratified into 
E-MCI and L-MCI

Fig. 6  Kaplan–Meier survival analysis for conversion to Alzheimer’s 
disease dementia for subjects with L-MCI following IVIG or placebo
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selection of subjects with MCI specifically due to AD was 
validated by CSF with 92.9% of tested participants dem-
onstrating an Aβ pattern consistent with AD. In addition, 
because this was originally designed as a two-year study, 
it did not have the sample size needed to account for the 
anticipated attrition of a five-year study, which limits the 
statistical power. The additional three years of data pro-
vide valuable point estimates which can be used for the 
design of larger trials.

Conclusion
This study demonstrated that a short course of IVIG 
for MCI does not significantly reduce brain atrophy or 
prevent conversion to dementia after five years. Addi-
tional doses of IVIG are likely needed to maintain the 
significant but finite treatment effects described in our 
initial two-year study. Future studies should continue to 
investigate IVIG as a viable and safe treatment option 
for the early stages of AD.

Abbreviations
AD: Alzheimer disease; ADAS-Cog: Alzheimer’s disease assessment scale-
cognitive subscale; CDR-SB: Clinical dementia rating scale-sum of boxes; 
E-MCI: Early mild cognitive impairment; IVIG: Intravenous immunoglobulin; 
L-MCI: Late mild cognitive impairment; MCI: Mild cognitive impairment; MMSE: 
Mini-mental state examination.

Acknowledgements
Not applicable.

Authors’ contributions
SK Study concept and design, data acquisition, interpretation of data, drafting/
revising the manuscript. WA Study design, data acquisition, interpretation of 
data, drafting/revising the manuscript. CP Study design, statistical analysis, 
drafting/revising the manuscript. KR and YA Data acquisition, cognitive 
data analysis and interpretation, drafting/revising the manuscript. TD Study 
coordination, study design, drafting/revising the manuscript. AH Data acquisi-
tion, revising the manuscript. MC and AG MRI data acquisition and analysis, 
drafting/revising the manuscript. All authors read and approved the final 
manuscript.

Funding
This study was funded by grant 947110–1107542 from the Sutter Medical 
Center Sacramento Foundation (SMCSF) and supported by Octapharma. 
Neither SMCF nor Octapharma had role in the design, data collection, analysis, 
or interpretation of the data for the study.

 Availability of data and materials
The data generated for the current study are not publicly available since 
participants did not consent to having their data disclosed outside of the 
institution.

Declarations

Ethics approval and consent to participate
The study was approved by the Sutter Health Institutional Review Board. All 
participants and collaborative informants provided written informed consent 
to participate.

Consent for publication
Not applicable.

Competing interests
No authors have disclosures or competing interests to report.

Author details
1 Sutter Neuroscience Institute, 2800 L Street, Suite 500, Sacramento, CA 95816, 
USA. 2 Sutter Institute for Medical Research (SIMR), Sacramento, CA, USA. 3 Sut-
ter Imaging, Neuroradiology, Sacramento, USA. 

Received: 23 September 2020   Accepted: 23 July 2021

References
	1.	 Dodel R, Hampel H, Depboylu C, Lin S, Gao F, Schock S, et al. Human 

antibodies against amyloid beta peptide: a potential treatment for Alzhei-
mer’s disease. Ann Neurol. 2002;52(2):253–6.

	2.	 Relkin NR. Results of GAP (160701) A Phase III Study of Intravenous Gam-
maglobulin for the Treatment of Mild to Moderate Alzheimer’s Disease. 
Alzheimer’s Association International Conference. 2013.

	3.	 McKhann GM, Knopman DS, Chertkow H, Hyman BT, Jack CR Jr, Kawas 
CH, et al. The diagnosis of dementia due to Alzheimer’s disease: Recom-
mendations from the National Institute on Aging-Alzheimer’s Association 
workgroups on diagnostic guidelines for Alzheimer’s disease. Alzheimers 
Dement. 2011;7(3):263–9.

	4.	 Samtani MN, Raghavan N, Novak G, Nandy P, Narayan VA. Disease 
progression model for clinical dementia rating-sum of boxes in mild cog-
nitive impairment and alzheimer’s subjects from the alzheimer’s disease 
neuroimaging initiative. Neuropsychiatric Dis Treat. 2014;10:929–52.

	5.	 Wang Z, Das SR, Xie SX, Arnold SE, Detre JA, Wolk DA, et al. Arterial spin 
labeled MRI in prodromal Alzheimer’s disease: A multi-site study. Neuro-
Image Clin. 2013;2:630–6.

	6.	 Wu L, Rowley J, Mohades S, Leuzy A, Dauar MT, Shin M, et al. Dissociation 
between brain amyloid deposition and metabolism in early mild cogni-
tive impairment. PloS ONE. 2012;7(10):47905.

	7.	 Istrin G, Bosis E, Solomon B. Intravenous immunoglobulin enhances 
the clearance of fibrillar amyloid-beta peptide. J Neurosci Res. 
2006;84(2):434–43 (PubMed PMID: 16767774).

	8.	 Knight EM, Kim SH, Kottwitz JC, Hatami A, Albay R, Suzuki A, et al. 
Effective anti-Alzheimer Abeta therapy involves depletion of specific 
Abeta oligomer subtypes. Neurol Neuroimmunol Neuroinflammation. 
2016;3(3):237.

	9.	 Magga J, Puli L, Pihlaja R, Kanninen K, Neulamaa S, Malm T, et al. 
Human intravenous immunoglobulin provides protection against 
Abeta toxicity by multiple mechanisms in a mouse model of Alzhei-
mer’s disease. J Neuroinflammation. 2010;7:90.

	10.	 Wang T, Xie XX, Ji M, Wang SW, Zha J, Zhou WW, et al. Naturally occur-
ring autoantibodies against Abeta oligomers exhibited more beneficial 
effects in the treatment of mouse model of Alzheimer’s disease than 
intravenous immunoglobulin. Neuropharmacology. 2016;105:561–76.

	11.	 Relkin NR, Thomas RG, Rissman RA, Brewer JB, Rafii MS, van Dyck CH, 
et al. A phase 3 trial of IV immunoglobulin for Alzheimer disease. Neu-
rology. 2017;88(18):1768–75.

	12.	 Kile S, Au W, Parise C, Sohi J, Yarbrough T, Czeszynski A, et al. Reduction 
of amyloid in the brain and retina after treatment with IVIG for mild 
cognitive impairment. Am J Alzheimer’s Disease Other Dementias. 
2020;35:1533317519899800.

	13.	 Dodel RC, Du Y, Depboylu C, Hampel H, Frolich L, Haag A, et al. Intra-
venous immunoglobulins containing antibodies against beta-amyloid 
for the treatment of Alzheimer’s disease. J Neurol Neurosurg Psychiatry. 
2004;75(10):1472–4.

	14.	 Relkin NR. Intravenous Immunoglobulin Treatment Decreases Rates of 
Ventricular Enlargement and Cognitive Decline in Alzheimer’s Disease. 
Abstract Number P03.294. American Academy of Neurology. 2010 April 
14.

	15.	 Dodel R, Rominger A, Bartenstein P, Barkhof F, Blennow K, Forster S, et al. 
Intravenous immunoglobulin for treatment of mild-to-moderate Alzhei-
mer’s disease: a phase 2, randomised, double-blind, placebo-controlled, 
dose-finding trial. Lancet Neurol. 2013;12(3):233–43.



Page 9 of 9Kile et al. BMC Neurosci           (2021) 22:49 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	16.	 Kile S, Au W, Parise C, Rose K, Donnel T, Hankins A, et al. IVIG treatment 
of mild cognitive impairment due to Alzheimer’s disease: a randomised 
double-blinded exploratory study of the effect on brain atrophy, cogni-
tion and conversion to dementia. Journal of neurology, neurosurgery, 
and psychiatry. 2015 Sep 29.

	17.	 Relkin NR, Szabo P, Adamiak B, Burgut T, Monthe C, Lent RW, et al. 
18-Month study of intravenous immunoglobulin for treatment of mild 
Alzheimer disease. Neurobiology of aging. 2008 Feb 20.

	18.	 Fillit H, Hess G, Hill J, Bonnet P, Toso C. IV immunoglobulin is associated 
with a reduced risk of Alzheimer disease and related disorders. Neurol-
ogy. 2009;73(3):180–5.

	19.	 Petersen RC. Mild cognitive impairment as a diagnostic entity. J Intern 
Med. 2004;256(3):183–94.

	20.	 Albert MS, Dekosky ST, Dickson D, Dubois B, Feldman HH, Fox NC, et al. 
The diagnosis of mild cognitive impairment due to Alzheimer’s disease: 
Recommendations from the National Institute on Aging-Alzheimer’s 
Association workgroups on diagnostic guidelines for Alzheimer’s disease. 
Alzheimers Dement. 2011;7(3):270–9.

	21.	 IBM SPSS Statistics for Windows. Armonk NY: IBM Corp; 2012.
	22.	 Prescribing information ADUHELM™ (aducanumab-avwa) injection, for 

intravenous use Initial U.S. Approval: 2021.
	23.	 Ferrero J, Williams L, Stella H, Leitermann K, Mikulskis A, O’Gorman J, et al. 

First-in-human, double-blind, placebo-controlled, single-dose escalation 
study of aducanumab (BIIB037) in mild-to-moderate Alzheimer’s disease. 
Alzheimer’s Dementia. 2016;2(3):169–76.

	24.	 Sperling R, Salloway S, Brooks DJ, Tampieri D, Barakos J, Fox NC, et al. 
Amyloid-related imaging abnormalities in patients with Alzheimer’s dis-
ease treated with bapineuzumab: a retrospective analysis. Lancet Neurol. 
2012;11(3):241–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Five-year outcomes after IVIG for mild cognitive impairment due to alzheimer disease
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study design and participants
	Endpoints

	Procedures
	Statistical analysis
	Primary and secondary endpoints
	Exploratory endpoints


	Results
	Adverse events
	Brain atrophy
	Cognition
	Conversion to AD dementia

	Discussion
	IVIG is safe
	IVIG shows a trend in delay of conversion to AD dementia
	IVIG shows a trend in reduction of cognitive decline in subjects with L-MCI

	Conclusion
	Acknowledgements
	References




