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Original article

High dose intravenous immunoglobulin in Rh and ABO hemolytic disease
of Egyptian neonates
Background: Despite advances made in the use of phototherapy, and in
order to avoid sequelae of kernicterus, the treatment of hyperbilirubinemia
may require one or several exchange transfusions, an invasive therapy
which is not without risk. Intravenous immune globulin treatment in
isoimmune hyperbilirubinemia has been shown to be effective, but the
response to treatment is variable. Objective: To evaluate effectiveness of
high dose Intravenous immune globulin (HD-IVIG) in reducing the need for
exchange transfusion, duration of phototherapy and/or hospitalization in
neonates with isoimmune hemolytic disease due to Rh or ABO
incompatibility. Methods: The study included 116 direct Coombs' test
positive neonates delivered at Gynecology and Obstetrics Hospital of Ain
Shams University, Cairo, Egypt. They were randomly assigned to receive
phototherapy with HD-IVIG in a single dose of 1 gm/kg (60 neonates,
intervention group) or phototherapy (56 neonates, control group). Results:
Nine neonates in the intervention group (15%) and 23 (41%) in the control
group required single exchange transfusion (p< 0.001). Multiple exchange
transfusion was indicated in 15 neonates (26.8%) in the control group
versus none in the intervention group (p< 0.001). Compared with control
group, neonates in the intervention group had shorter mean duration of
intensive phototherapy (9.97 versus 35.5 hours, p<0.001) and hospital stay
(27.9 versus 103.5 hours, p< 0.001). No adverse effects of HD-IVIG
administration were noted. Conclusion: HD-IVIG effectively reduced the
requirement for exchange transfusion and duration of phototherapy and
hospitalization in isoimmune hemolytic disease of the newborn.
Key words: Hemolytic disease of newborn, hyperbilirubinemia, exchange
transfusion, high dose intravenous immunoglobulin.

INTRODUCTION
Hemolytic disease of the newborn (HDN) due to
red cell alloimmunisation is an important cause of
hyperbilirubinemia with significant morbidity in the
neonatal period.1,2 Hemolytic disease of the
newborn has unfortunately continued to contribute
to perinatal and neonatal morbidity and mortality in
developing countries.3 Traditional neonatal
treatment of HDN consists of intensive
phototherapy and exchange transfusion (ET).
However, ET is a high-risk invasive procedure
associated with a significant rate of adverse effects.
Although the mortality rate associated with ET is
currently reported to be <0.3% in term infants, the
morbidity rates can reach 74% and includes
catheter-related complications, sepsis, thrombocytopenia, and hypocalcemia.4-10 Neonatal treatment
with intravenous immunoglobulin (IVIG) has been
suggested as an alternative therapy to ET for rhesus
HDN.11-13 Recommendations for the routine use of
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IVIG are controversial because of various
methodological limitations of the studies.14-17
The aim of our study was to evaluate whether
the use of high dose intravenous immunoglobulin
(HD-IVIG) with intensive phototherapy in neonates
with isoimmune hemolytic disease due to RH or
ABO incompatibility could be effective in reducing
the need for ET and duration of both phototherapy
and hospital stay.

METHODS
Patients
The present study is a prospective randomized
controlled trial, conducted in the neonatal intensive
care unit (NICU) at Gynecology and Obstetrics
Hospital, Ain Shams University over 28 months.
The study included 116 neonates. Inclusion criteria:
gestational age e 32 weeks, body weight e 2 kg,
positive direct Coombs' test in presence of ABO or
Rh incompatibility, serum total bilirubin level
indicative for phototherapy and below exchange
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transfusion criteria, and a reticulocyte count e 10%.
Exclusion criteria: perinatal asphyxia, congenital
malformation, severe respiratory distress, sepsis
during hospital stay or metabolic problems. The
study was approved by the faculty ethical
committee and a verbal informed parental consent
was obtained. A total of 116 neonates were
included; 62 full term and 54 preterm neonates18
with proven isoimmune hemolytic anemia due to
Rh (n= 20) or ABO (n=96) incompatibility.

Statistics
Data were reported as means and standard
deviations, or as numbers and percentages, as
appropriate. Statistical analysis was performed with
SPSS 17.0 (SPSS Inc, Chicago, IL). The Student t
test and Mann-Whitney test were used for
continuous variables. Chi and Fisher's exact tests
were used for categorical variables, as appropriate.
A p value of <0.05 was considered statistically
significant.

Study design
On study entry, infants were assigned to the IVIG
treatment (intervention group) or placebo (control
group). The method of treatment allocation was
simple using coin tossing by the principal
investigator for each trial participant. Phototherapy
and exchange transfusion were performed
according to the latest AAP guidelines11. All
eligible neonates were admitted to NICU and
received conventional intensive phototherapy using
a white light with an intensity of 20 µW/cm/nm
given by air shield and Ohmeda lamps, in
combination with blue light of 30 µW/cm/nm.
During phototherapy, extra fluids (10 mL/kg)
were administered. In the intervention group,
patients
received
conventional
intensive
phototherapy plus IVIG (supplied by Green Cross
of South Korea) as a single dose of 1 gm/kg
(administered within 1-4 hours of admission, over 2
hours). Patients were closely monitored for possible
side effects of IVIG as hypotension, tachycardia, or
allergic reactions.
Whenever indicated, exchange transfusion was
performed with double-volume transfusion (160
mL/kg) using irradiated and leukocyte-depleted
compatible erythrocytes.
During hospital stay, neonates were assessed
for serum total and direct bilirubin levels every 6
hours, and 24 hours post discharge, and daily for
hemoglobin, reticulocyte, C-reactive protein.
Follow up Hb level was measured at age of 1
and 2 months. The primary outcome was the
number of exchange transfusions per neonate.
Secondary outcomes were duration of phototherapy
and hospital stay.

RESULTS
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Our study included a total of 116 neonates; 62 full
term and 54 preterm neonates: categorized as 20
with Rh isoimmune hemolytic disease and 96 with
ABO incompatibility. There were a total of 62 with
blood group A and 34 neonates with blood group B,
distributed between the two groups.
There were no statistically significant
differences between the two groups with respect to
age, birth weight, and initial values of total serum
bilirubin, hemoglobin, or reticulocyte count (table
1). The rate of decline in total serum bilirubin was
significantly higher among those who received HDIVIG (table 2). No immediate adverse effects
related to IVIG were noted, including fever, allergic
reactions, volume overload or hemolysis.
As for the primary outcome, the number of
those who acquired serum bilirubin levels
indicative of ET (once or multiple) was less in the
intervention group. The same was observed for both
duration of phototherapy and hospitalization (tables
3 and 4).
Reticulocyte count dropped significantly after
24 hours of phototherapy from 11.4±1.3 to
5.9±1.9% in the intervention group as compared to
a decline from 11.1±2.1 to 6.9±2.9, in the control
group (p <0.05).
Results were uniform across the different
subgroups; whether preterm or full-term neonates,
and with ABO or Rh incompatibility, with
significant differences when intervention group was
compared to control group with respect to outcomes
of treatment (tables 5 and 6).
When followed up for late anemia, none of the
neonates in either group required top-up blood
transfusion, and individual hemoglobin levels
remained above 10 gm/dl (table 7).
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Table 1. Initial characteristics of both groups at study entry
Intervention group
(N=60)
mean ±SD
36.6±2.9
3.0±0.46
38/22
27(45)
51.5±25.4
54.3±24.9
13.97±1.4
11.4±1.3
16.1±4.6

Gestational age (weeks)
Birth weight (kg)
Full term/Preterm, no (%)
Male gender, n (%)
Age at admission (hrs)
Age at management (hrs),
Initial Hemoglobin (gm/dl)
Reticulocyte count (%)
Total serum bilirubin (mg/dl)

Control group
(N=56)
mean ±SD
35.6±2.9
2.7±0.50
24/32
34(60.7)
57.8±
57.8±
13.77±1.2
11±2.1
16.97±3.8

P
0.07
2.1
0.9
0.89
0.01
0.01
0.4
0.27
0.07

Table 2. Rate of decrement of mean total serum bilirubin from baseline in the studied groups

Initial total serum bilirubin (mg/dl)
Total serum bilirubin after 6 hrs
Total serum bilirubin after 12 hrs
Total serum bilirubin after 18 hrs

Intervention group
(N=60)
mean ±SD
16.1±4.6
13.9±4.6
12.9±5.2
11.9±5.1

Control group
(N=56)
mean ±SD
16.97±3.8
17.1±3.3
17.4±3.3
16.9±3.4

P
0.07
< 0.001
< 0.001
< 0.001

Table 3. Outcomes of treatment in intervention versus control group

Single Exchange transfusion, n (%)
Multiple exchange transfusion, n (%)
Duration of hospitalization (hrs) mean +SD
Duration of intensive phototherapy (hrs) mean +SD

Intervention group
(N=60)
9 (15)
0
27.9±18.7
9.97±6.2

Control group
(N=56)
23 (41)
15 (26.8)
103.5±30.8
35.5±27.3

P
< 0.001
< 0.001**
< 0.001
< 0.001*

* Mann-Whitney test; **Fisher's exact test

Table 4. Percentage distribution of neonates who required exchange transfusion in subgroups
Subgroups
Rh incompatibility (N=20)
ABO incompatibility (N=96)
Full term (N= 62)
Preterm (N=54)

Intervention group
(N=60)
3/12 (25%)
6/48 (12.5%)
6/38 (15.8%)
3/22 (13.6%)

Control group
(N=56)
8/8 (100%)
30/48 (62.5%)
16/24 (66.7%)
22/32 (68.8%)

P
<0.001*
<0.001
>0.05
<0.001*

*Fisher's exact test

Table 5. Outcomes of treatment in Rh and ABO incompatibility subgroups
Rh in
Rh in
ABO in
ABO in
intervention control
intervention
control
Outcomes
P
P
group
group
group
group
(n=12)
(n=8)
(n=48)
(n=48)
Gestational age mean±SD
36.4±3.1
35.5±3.3
0.53
36.7±2.8
36.2±2.9
0.42
Birth weight mean±SD
2.9±0.6
2.8±0.7
0.72
2.9±0.5
2.7±0.45
0.037
Single Exchange transfusion, n (%)
3 (25%)
7 (87.5%) <0.001* 6 (12.5%) 16 (33.3%) <0.01**
Multiple exchange transfusion, n (%)
0
3 (37.5%) <0.01*
0
12 (25%) <0.001**
Duration of hospitalization (hrs) mean±SD
25±18.1
99±35.6 <0.001* 28.6±18.9 104.3±30.2 <0.001
Duration of intensive physiotherapy (hrs) mean±SD
11.5±9.4
38.3±28.9 <0.001*
9.6±5.2
35±27.3
<0.001*
* Mann-Whitney test; **Fisher's exact test
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Table 6. Outcomes of treatment in full term and preterm subgroups
Outcomes
Gestational age
Birth weight
Single Exchange transfusion, n (%)
Multiple exchange transfusion, n (%)

Full term in
intervention
group
(n=38)
38.6±1.1
3.2±0.3
6 (15.8%)
0

Full term in
control
group
(n=24)
38.8±0.9
3.2±0.2
10 (41.6%)
6 (25%)

P
0.34
0.78
<0.05*
<0.01*

Preterm in
intervention
group
(n=22)
33.2±1.1
2.3±0.2
3 (13.6%)
0

Preterm in
control
group
(n=32)
33.2±0.8
2.3±0.14
13 (40.6%)
9 (28.1%)

P
0.89
0.24
<0.05**
<0.01**

Table 7. Serial mean Hemoglobin levels during the study period
Variables
Hb (gm/dl) at Hour 12
Hb (gm/dl) at Hour 24
Hb (gm/dl) at Hour 36
Hb (gm/dl) at Hour 48
Hb (gm/dl) at age of one month
Hb (gm/dl) at age of two months

Intervention (n) mean ±SD
(60 ) 13.976±1.382
(60) 13.813±1.365
(36) 13.972±1.187
(27 ) 14.256±0.686
(60) 13.365±1.647
(60) 11.818±1.783

DISCUSSION
The mainstay of treatment of isoimmune hemolytic
disease is intensive phototherapy with exchange
transfusion if the total serum bilirubin despite of
phototherapy, still approaches a level considered to
cause a risk of bilirubin encephalopathy. Neonatal
treatment with intravenous immunoglobulin (IVIG)
has been suggested as an alternative therapy to
exchange transfusion for HDN.
With the wide use of anti-D to prevent Rh
hemolytic
disease,
other
blood
group
incompatibilities now assume a major role in the
causation of neonatal hyperbilirubinemia which
may require exchange transfusion19, 20. Hence, over
28 months, we were able to include only 20
neonates with Rh but good number of ABO
incompatibility (96) which shows that ABO
hemolytic disease is an important cause of
significant
hyperbilirubinemia
in
Egyptian
neonates. Our study is the only randomized
controlled trial to date to include full and preterm
neonates and both Rh and ABO incompatibility.
Our results support the recommendation of the
American Academy of Pediatrics and many other
studies to give IVIG in rhesus and ABO isoimmune
hemolytic disease.11,16,21-23 Our study results showed
that administering IVIG has resulted in significantly
fewer neonates requiring exchange transfusion
compared to those who received phototherapy
alone. The significant reduction in the need for
exchange transfusion was consistent among
different subgroups; Rh and ABO incompatibility,
and full term and preterm neonates. The mechanism
by which IVIG is thought to reduce the degree of
hemolysis is by blocking the reticuloendothelial FC
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Control (n) mean ±SD
(56 )13.784±1.242
(55)14.024±1.996
(52)14.348±1.105
(46 )14.317±1.166
(56)14.232±1.373
(56)12.330±1.828

P
0.437
0.42
0.248
0.831
0.019
0.13

receptor sites and hence preventing the
extravascular destruction of neonatal red blood cells
by transplacentally acquired maternal antibodies.15
This competitive action of IVIG with isoantibodies
has led to the suggestion that, in order for IVIG to
be effective it must be administered as soon as the
diagnosis of isoimmune hemolytic anemia is
made.14 IVIG might increase IgG catabolism,
resulting in a shorter half-life of antibodies
(including anti-Rh antibodies). A third hypothesis is
the presence of antiidiotypic antibodies in IVIG
neutralizing anti-Rh antibodies.16, 24-26
The use of IVIG to avoid exchange transfusion
in HDN was reported in many studies with different
methodology in terms of dose and frequency of
administration of IVIG, type of hemolytic disease
and other inclusion criteria and hence the results
were conflicting and variable. A single dose of 0.5
gm/kg reduced the need for exchange transfusion
without producing immediate adverse effects in
term neonates with ABO12 or Rh hemolytic
disease.27 Low-dose IVIG (0.5gm/kg) was as
effective as high dose (1gm/kg) in reducing the
duration of phototherapy and hospital stay, but less
effective in avoiding exchange transfusion in Rh
hemolytic disease of newborn.23 Tanyer et al,28
looked at single versus multiple dose IVIG, and
found that multiple dose IVIG resulted in a greater
percentage reduction in the need for exchange
transfusion in ABO and Rh HDN. Meanwhile,
IVIG therapy (1gm/kg), single or multiple doses,
did not obviate the need for exchange transfusion
and
erythrocyte
transfusion
nor
shorten
hospitalization time when used in combination with
light emitting diode phototherapy in the treatment
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of ABO hemolytic jaundice in neonates.29
Nonspecific human immunoglobulin as single dose
of 0.5gm/kg was not effective in preventing the
need for exchange transfusion in neonates with
rhesus hemolytic disease.30 Prophylactic IVIG (0.75
gm/kg) did not reduce the need for exchange
transfusion nor the rates of other adverse neonatal
outcomes.31
Our study showed significant decrease in mean
duration of intensive phototherapy which is
consistent with other studies12,16,32 This difference
might reflect the continuing effect of IVIG in
controlling the hemolytic process and hence the
need for longer use of phototherapy. Minimizing
phototherapy exposure will decrease its associated
hazards such as retinopathy, skin rash and frequent
loose green bowel motions and bronze baby
syndrome.23 In another study, IVIG in a dose of
0.5gm/kg for 2 days administered to 8 Rh
isoimmunized babies was effective in reducing the
need for exchange transfusion but duration of
phototherapy was comparable in IVIG and non
IVIG groups.21
We noticed significant reduction in the length
of hospital stay when IVIG was administered. Mean
hospital stay was measured solely for the duration
needed to treat the hemolytic disease, as neonates,
who developed clinical sepsis, needing to extend
their length of stay to complete the antibiotic
course, were excluded from the study. This was the
main reason why the length of stay in our babies
who received IVIG was significantly shorter in
comparison with other studies which reported
significant reduction in the length of hospital stay
when IVIG was administered.16, 32 This signifies the
value of IVIG in decreasing the hospital stay
hazards, thereby ameliorating nosocomial infections
and decreasing time where the infant is separated
from his mother to promote and support successful
breastfeeding.23
Our neonates tolerated well the high dose of
IVIG without apparent drug-related adverse events
as reported by others.12,16,32 Necrotizing enterocolitis in newborns with hemolytic disease was
reported as a complication of treatment with
IVIG.13,33 Transfusions for late anemia were
reported to be increased in babies who received
IVIG in some studies.14-16 This was explained by
the fact that antibody-sensitized neonatal
erythrocytes bind to the Fc sites on the surface of
the reticuloendothelial cells which have become
free after the effect of IVIG had faded, causing late
hemolysis. In our patients, severe late anemia
requiring up blood transfusion was not encountered.

CONCLUSION
We conclude that a single high dose of IVIG could
be a safe and effective therapy for reducing the
need for exchange transfusion and duration of
phototherapy and hospital stay in significant
hyperbilirubinemia of Rh and ABO hemolytic
disease of neonates. The financial saving from
shortened inpatient stay and duration of
phototherapy offsets the cost of IVIG.

ACKNOWLEDGEMENTS
We are especially grateful to the medical and
nursing staff in the neonatal intensive care unit at
Obstetrics and Gynecology Hospital who helped us
to finish this study.

REFERENCES
1.

2.

3.

4.

5.

6.

7.

8.

9.

Stockman JA 3rd. Overview of the state of the art
of Rh disease: history, current clinical management,
and recent progress. J Pediatr Hematol Oncol 2001;
23(6): 385-93.
Lopriore E, Rath ME, Liley H, Smits-Wintjens
VE. Improving the management and outcome in
haemolytic disease of the foetus and newborn.
Blood Transfus 2013; 11(4):484-6.
Cortey A, Brossard Y. Prevention of
fetomaternal rhesus-D allo-immunization. Practical
aspects. J Gynecol Obstet Biol Reprod (Paris) 2006;
35(1 suppl):1S123–1S130
Smits-Wintjens VE, Walther FJ, Lopriore E.
Rhesus haemolytic disease of the newborn:
postnatal management, associated morbidity and
long-term outcome. Semin Fetal Neonatal Med
2008;13(4):265–71
Keenan WJ, Novak KK, Sutherland JM, Bryla
DA, Fetterly KL. Morbidity and mortality
associated with exchange transfusion. Pediatrics
1985;75(2 Pt 2):417–21
Patra K, Storfer-Isser A, Siner B, Moore J,
Hack M. Adverse events associated with neonatal
exchange transfusion in the 1990s. J Pediatr
2004;144(5):626–31
Jackson JC. Adverse events associated with
exchange transfusion in healthy and ill newborns.
Pediatrics 1997; 99(5):E7.
Steiner LA, Bizzarro MJ, Ehrenkranz RA,
Gallagher PG. A decline in the frequency of
neonatal exchange transfusions and its effect on
exchange-related
morbidity
and
mortality.
Pediatrics 2007;120(1):27–32
Thayyil S, Milligan DW. Single versus double
volume exchange transfusion in jaundiced newborn
infants. Cochrane Database Syst Rev 2006;
18;(4):CD004592.

25

El-Habashy et al.

10. Hovi L, Siimes MA. Exchange transfusion with
fresh heparinized blood is a safe procedure.
Experiences from 1 069 newborns. Acta Paediatr
Scand 1985;74(3): 360 –5
11. American Academy of Pediatrics Subcommittee on
Hyperbilirubinemia.
Management
of
hyperbilirubinemia in the newborn infant 35 or
more
weeks
of
gestation.
Pediatrics
2004;114(1):297–316
12. Miqdad AM, Abdelbasit OB, Shaheed MM,
Seidahmed Mz, Abomelha AM, Arcala OP.
Intravenous immunoglobulin G (IVIG) therapy for
significant hyperbilirubinemia in ABO hemolytic
disease of the newborn. J Matern Fetal Neonatal
Med 2004; 16(3):163–6.
13. Golombek SG, Navarro M, Negre S, , Matoses
ML, Ledo A, Saenz P et al. Arch Pediatr 2010;
17(3):298; author reply 299.
14. Rubo J, Albrecht K, Lasch P, Laufkotter E,
Leititis J, Marsan D, et al. High-dose
intravenous immune globulin therapy for
hyperbilirubinemia caused by Rh hemolytic
disease. J Pediatr 1992;121(1):93–97
15. Gottstein R, Cooke RW. Systematic review of
intravenous immunoglobulin in haemolytic disease
of the newborn. Arch Dis Child Fetal Neonatal Ed
2003;88(1):F6 –10
16. Alpay F, Sarici SU, Okutan V, Erdem G, Ozcan
O,
Gokcay
E.
High-dose
intravenous
immunoglobulin therapy in neonatal immune
haemolytic jaundice. Acta Paediatr 1999;88(2): 216
–9
17. Dagoglu T, Ovali F, Samanci N, Bengisu E.
High-dose intravenous immunoglobulin therapy for
rhesus haemolytic disease. J Int Med Res 1995;
23(4):264 –71.
18. Ballard JL, Khoury JC, Wedig K, Wang L,
Eilers-Walsman BL, Lipp R. New Ballard score,
expanded to include extremely premature infants. J
Pediatr 1991; 119(3):417-23.
19. Howard H, Martlew V, McFadyen I,Clarke C,
Duquid J, Bromilow I et al. Consequences for
fetus and neonate of maternal red cell alloimmunisation. Arch Dis Child Fetal Neontal Ed
1998; 78(1):F62-6
20. Wang M, Hays T, Ambruso DR, Silliman CC,
Dickey WC. Hemolytic disease of the newborn
caused by a high titer anti-group B IgG from a
group A mother. Pediatr Blood Cancer 2005;
45(6):861-2
21. Mukhopadhyay K, Murki S, Narang A, Dutta
S. Intravenous immunoglobulins in rhesus
hemolytic disease. Indian J Pediatr 2003;
70(9):697–9

26

22. Steiner LA, Bizzarro MJ, Ehrenkranz RA,
Gallagher PG (2007) A decline in the frequency
of neonatal exchange transfusions and its effect on
exchange-related
morbidity
and
mortality.
Pediatrics 2007; 120 (1):27–32
23. Elalfy MS, Elbarbary NS, Abaza HW. Early
intravenous immunoglobin (two-dose regimen) in
the management of severe Rh hemolytic disease of
newborn - a prospective randomized controlled
trial. Eur J Pediatr 2011; 170(4): 461-7.
24. Kriplani A, Malhotra Singh B, Mandal K. Fetal
intravenous immunoglobulin therapy in rhesus
hemolytic disease. Gynecol Obstet Invest
2007;63(3):176 –80
25. Walsh S, Molloy EJ. Towards evidence based
medicine for paediatricians. Is intravenous
immunoglobulin superior to exchange transfusion
in the management of hyperbilirubinaemia in term
neonates? Arch Dis Child 2009;94(9):739 –41
26. Kumar A, Teuber SS, Gershwin ME. Intravenous
immunoglobulin: striving for appropriate use. Int
Arch Allergy Immunol 2006; 140(3):185–98
27. Nasseri F, Mamouri GA, Babaei H. Intravenous
immunoglobulin in ABO and Rh hemolytic
diseases
of
newborn.
Saudi
Med
J
2006;27(12):1827–30
28. Tanyer G, Siklar Z, Dallar Y, Yildirmak Y,
Tiras U. Multiple dose IVIG treatment in neonatal
immune hemolytic jaundice. J Trop Pediatr
2001;47(1):50 –3
29. Demirel G, Akar M, Celik IH, Erdeve O, Uras
N, Oguz SS, et al. Single versus multiple dose
intravenous immunoglobulin in combination with
LED phototherapy in the treatment of ABO
hemolytic disease in neonates. Int J Hematol 2011
Jun; 93(6):700-3.
30. Santos MC, Sa C, Gomes SC Jr, Camacho LA,
Moreira ME. The efficacy of the use of
intravenous human immunoglobulin in Brazilian
newborns with rhesus hemolytic disease: a
randomized double-blind trial. Transfusion 2013;
53(4): 777-82.
31. Smits-Wintjens VE, Rath ME, van Zwet EW,
Oepkes D, Brand A, Walther FJ et al. Neonatal
morbidity after exchange transfusion for red cell
alloimmune hemolytic disease. Neonatology 2013;
103(2): 141-7.
32. Voto LS, Sexer H, Ferreiro G, Tavosnanska J,
Orti J, Mathet ER,
et al. Neonatal
administration
of
high-dose
intravenous
immunoglobulin in rhesus hemolytic disease. J
Perinat Med 1995; 23(6):443-51.
33. Figueras-Aloy J, Rodriguez-Miguelez JM,
Iriondo-Sanz M, Salvia-Roiges MD, BotetMussons F, Carbonell-Estrany X. Intravenous
immunoglobulin and necrotizing enterocolitis in
newborns with hemolytic disease. Pediatrics 2010;
125(1):139–44.

