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Abstract

Background and objectives
Weekly maternal intravenous immunoglobulin (IVIG) is the cornerstone in antenatal 
treatment of fetal and neonatal allo-immune thrombocytopenia (FNAIT). The aim of 
this study was to describe the neonatal outcome and management in neonates with 
FNAIT treated antenatally with IVIG. 

Materials and methods
All neonates treated antenatally and delivered at our center between 2006 and 2012 
were included in the study. We assessed the neonatal outcome and management, 
including the occurrence of intracranial hemorrhage (ICH), platelet count at birth 
and need for postnatal platelet transfusions or postnatal IVIG treatment.

Results
A total of 23 neonates were included of which 12 (52%) had severe thrombocytopenia 
at birth (platelet count <50 x 109/L). Most neonates (75%, 9/12) with severe 
thrombocytopenia received a platelet transfusion after birth. None of the neonates 
required postnatal treatment with IVIG. Three neonates had petechiae and hematomas, 
without clinical consequences. One neonate suffered from ICH, which was detected 
just before the planned start of antenatal IVIG at 28 weeks’ gestation. 

Discussion
Our results suggest that antenatal maternal IVIG and, if necessary, postnatal matched 
platelet transfusions, are effective and safe for treatment of FNAIT.
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  Introduction

Fetal and neonatal allo-immune thrombocytopenia (FNAIT) is the most common 
cause of isolated severe thrombocytopenia in the fetus and neonate.1-3 It is caused by 
maternal allo-antibodies against antigens of paternal origin on fetal platelets, resulting 
in platelet destruction and severe fetal and neonatal thrombocytopenia.4 In 80-95% 
of the affected cases, FNAIT is caused by fetomaternal incompatibility for human 
platelet antigen 1a (HPA 1a).5-8 Approximately 2% of the Caucasian women are HPA-
1a-negative (HPA-1bb), of which only 8-12% will become immunized and produce 
allo-antibodies.9-14 The most feared complication of severe neonatal thrombocytopenia 
is intracranial hemorrhage (ICH), with an incidence of 14-20% in untreated first 
pregnancies affected with FNAIT.5,15-17 The majority of ICH occurs at the end of the 
second trimester and clinical outcome are devastating for most cases.18,19

The main treatment goal in FNAIT is prevention of (intrauterine) ICH. The 
optimal antenatal management is controversial and includes an invasive strategy 
with repeated fetal blood sampling and intrauterine platelet transfusions 
(IUPT) or a non-invasive strategy with weekly maternal antenatal IVIG.6,20 
Our center, the Leiden University Medical Center (LUMC), is the national referral 
center for FNAIT-cases in the Netherlands. Our management changed over time from 
an invasive to a non-invasive strategy.6 Although antenatal IVIG administration has 
become the cornerstone of current treatment, questions remain about the optimal 
dose, best gestational age to start and the exact mechanisms of action.21 In addition, 
little is known about the optimal postnatal management. Treatment of first choice 
after birth is transfusion of matched platelets, but in case of emergency without 
immediate availability, random platelets are also given. Postnatal IVIG is effective 
in increasing platelet counts, but the response is much slower compared to platelet 
transfusions and the risk of destruction of transfused random platelets exists.15,16,22-24

The aim of this study was to evaluate the neonatal outcome and management in all 
FNAIT-cases treated antenatally with IVIG during a 6-year period.

Materials and methods

Study population
All infants with FNAIT, treated with antenatal maternal IVIG (Nanogam®) at our 
center between January 2006 and January 2012, were included in this study. All 
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these cases were already known due to a previously affected pregnancy and were treated 
according to a completely non-invasive protocol.6 Pregnancies were divided in standard 
and high risk groups, based on the presence or absence of a previous sibling with ICH. 
In the standard risk group (no sibling with ICH), antenatal IVIG was started at a 
gestational age of 28 weeks. In the high risk group (previous sibling with ICH), IVIG 
treatment was started earlier, at 16-18 weeks’ gestation. Between 2005 and 2008 the 
LUMC participated in the NOICH-trial, in which mothers were randomized for a 
dosage of 0.5 or 1 g/kg maternal weight. The trial was prematurely stopped in 2008 due 
to shortage of inclusions, however all FNAIT cases are still prospectively collected in an 
international web-based registry (www.medscinet.com/noich/).
Since 2008, dosage of IVIG in patients with standard risk pregnancies varies between 
0.5 g/kg and 1 g/kg maternal weight. Dosage of IVIG in high risk pregnancies is 1 
g/kg maternal weight. 
At birth, platelets were determined from the umbilical cord using a standardized 
flow cytometric method, in case of thrombocytopenia <100 x 109/L, platelet count 
determination was repeated manually. Neonates were examined to rule out the presence 
of hematomas and petechiae. A cranial ultrasound examination was performed in all 
neonates within 24 hours postpartum. Matched platelet transfusions were administered 
if platelet count was < 50 x 109/L in bleeding neonates or < 30 x 109/L in non-bleeding 
neonates. In 2010, the transfusion trigger for non-bleeding neonates was lowered to 20 
x 109/L. HPA-1bb/5aa-typed platelet concentrates were available 24 hours a day. In case 
of emergency (i.e. clinical bleeding) and no immediate availability of matched platelets, 
random platelets were transfused. When multiple matched platelet transfusions did not 
result in sufficient rise of platelet count, treatment with IVIG was considered. No strict 
criterion for the start of IVIG was maintained. Platelet counts were determined at least 
daily during the first days of life, until a spontaneous rise or stable level was observed. 
The postnatal protocol was independent of inclusion in the NOICH-study.

Data collection
Data were collected retrospectively and entered in a database, which included 
also data about previous pregnancies. Antenatal and postnatal baseline 
characteristics were collected and included HPA incompatibility type, dosage 
of IVIG, gestational age at start of IVIG, ICH in previous pregnancy, mode of 
delivery, gestational age at birth, birth weight and Apgar score <7 at 5 minutes.  
Outcome measures were platelet count at birth, presence of hematomas and/or 
petechiae, occurrence of ICH, number of needed postnatal platelet transfusions 

26737 Lugt.indd   32 07-10-13   15:49



Antenatal IVIG

33

 3

(matched or random), postnatal use of IVIG, course of platelet counts over time and 
neonatal outcome. 

Results

During the 6-year study period, 23 neonates with FNAIT treated with antenatal 
IVIG were included. Two pregnancies (9%) were considered high risk due to a sibling 
with ICH, IVIG dosage was set at 1 g/kg starting at 16 weeks’ gestation. Twenty-one 
(91%) pregnancies were considered as standard risk, of which 20 were treated from 28 
weeks’ gestation onward with 0.5 g/kg or 1 g/kg. Eight pregnancies were included in 
the NOICH trial and were randomized to receive either 1 g/kg (n=2) or 0.5 g/kg (n=6). 
One standard risk pregnancy was treated with 1 g/kg maternal weight antenatal IVIG 
at 35 weeks’ gestation, because of a delayed retrospective diagnosis of FNAIT in the 
previous pregnancy. Another pregnancy in the standard risk population started with 1 g/
kg IVIG at 28 weeks’ gestation, because of a detected antenatal ICH. No adverse effects 
of maternal IVIG therapy were reported. A flowchart of all included patients can be 
seen in figure 1. Baseline characteristics of the included patients are depicted in table 1.

Table 1. Baseline characteristics of included patients (n=23).

N = 23

HPA type 1a, n (%) 19 (83)

5b, n (%) 2 (9)

15a, n (%) 1 (4)

1a and 5b, n (%) 1 (4)

ICH in previous pregnancy, n (%) 2 (9)

Gestational age at start of IVIG 16 weeks, n (%) 2 (9)

28 weeks, n (%) 20 (87)

35 weeks, n (%) 1 (4)

Dosage IVIG 0.5 g/kg, n (%) 17 (74)

1 g/kg, n (%) 6 (26)

Caesarean delivery, n (%) 8 (35)

Neonates of mothers with miscarriages/spontaneous abortions, n (%)b 3 (13)

Gravidity 2.5 ± 1.1 (2-6)

Gestational age at birth, weeks a 37.3 ± 1.6 (33-39)

Birth weight, gram a 2922 ± 526 (1855-3730)
Apgar score <7 at 5 minutes, n (%) 0 (0)

a Value given as mean ± SD (range)
b Two included neonates were siblings, so in total two mothers in the population had miscarriages or spontaneous 
abortions.
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Figure 1. Flowchart of included patients.

Abbreviation:
GA: Gestational age.

Mean platelet count at birth was 91 ± 88 x 109/L (range: 6-277 x 109/L) and severe 
thrombocytopenia (platelet count < 50 x 109/L) was detected in 12 (52%) neonates. 
Mean platelet count at birth was 104 ± 89 x 109/L in neonates which received 0.5 
g/kg IVIG antenatally and 55 ± 83 x 109/L in those who received 1 g/kg IVIG.
In the group with severe thrombocytopenia, eight neonates required 1 matched 
platelet transfusion and one neonate needed 2 platelet transfusions, whereas in three 
neonates the platelet count increased spontaneously. None of the neonates received 
postnatal IVIG. Mean age at the time platelet count achieved a safe level above 150 
x 109/L was 3.0 ± 1.6 (1-7) days. Five infants were discharged with a stable platelet 
count between 100 and 150 x 109/L. Individual course of platelet counts of treated 
neonates is graphically shown in fi gure 2.
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Figure 2. Individual course of platelet count per day.

Legend: Dots indicate the time of platelet transfusions.

Routine cranial ultrasound was performed in all neonates. One neonate had an ICH, 
which was detected by coincidence during a routine fetal ultrasound at 27 weeks’ 
gestation, just 1 day before the planned start of IVIG treatment. Platelet count at birth 
was 6 x 109/L and the neonate had several petechiae and hematomas. One matched 
platelet transfusion was administered at birth with good increment. On the second 
day of life a MRI of the brain showed a left occipital porencephalic cyst, remnant 
of the antenatal ICH (figure 3). At 2 years of age, a physical and neurodevelopment 
assessment (using the Bayley Scales of Infant Development III)25 was performed 
showing a normal growth and neurodevelopment outcome. Petechiae were detected 
in two other neonates with platelets of 29 x 109/L and 26 x 109/L at birth, both had 
a good response with 1 matched platelet transfusion. 
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Figure 3. Neonatal cerebral MRI showing a large porencephalic cyst in the left occipital lobe. The cyst is a 
remnant of a large antenatal ICH, detected at 27 weeks’ of gestation.

Five neonates with severe thrombocytopenia were born after 2010, when platelet 
transfusion trigger in non-bleeding neonates was lowered from 30 x 109/L to 20 x 
109/L platelets. One of them (with a platelet count of 22 x 109/L without clinical 
bleeding) had a spontaneous rise and did not receive a platelet transfusion according 
to the new protocol. The other 4 infants had platelets <20 x 109/L (2) or petechiae or 
hematomas (n=2) as indication for a platelet transfusion. Table 2 provides an overview 
of the neonatal outcome.
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Table 2. Neonatal outcome.

N = 23

Platelet count at birth, x 109/La 91.1 ± 88.1 (6-277)

Platelet count < 150 x 109/L, n (%) 16 (70)

Platelet count < 50 x 109/L, n (%) 12 (52)

Platelet count < 30 x 109/L, n (%) 9 (39)

Lowest platelet count, days a 1.5 ± 0.9 (1-4)

Petechiae and/or hematomas, n (%) 3 (13)

ICH, n (%) 1 (4)

Neonates receiving postnatal platelet transfusions, n (%) 9 (39)

Postnatal age when receiving platelet transfusions, days a 1.2 ± 0.7 (1-3)

Postnatal age PC > 150x109/L, days a 3.0 ± 1.6 (1-7)
a Value given as mean ± SD (range)

Discussion

This cohort study shows a favorable neonatal outcome in FNAIT after non-invasive 
antenatal maternal treatment with IVIG. Approximately one third (8/23) of the 
neonates required matched platelet transfusions at birth with a rise in platelets within 
a few hours and postnatal IVIG was not necessary. An antenatal ICH was detected 
in only 1 infant at 27 weeks of gestation, just before the start of antenatal IVIG. 
Despite the cerebral injury, the infant showed a normal neurobehavioral outcome at 
2 years of age. Non-invasive management of FNAIT with antenatal maternal IVIG 
and postnatal matched platelet transfusions seems to be effective and safe.
In this study, approximately one half (12/23) of the neonates had a platelet count at 
birth < 50 x 109/L. The incidence of severe thrombocytopenia found in this study is 
similar to the incidence reported in several other cohorts (range 34% to 61%).16,26,27 
Berkowitz et al reported a lower incidence of severe thrombocytopenia (14%), but 
they included only infants without siblings with severe thrombocytopenia or ICH.28 
A sibling with ICH or severe thrombocytopenia is one of the most important risk 
factors for recurrence of severe thrombocytopenia.29 Besides neonates with HPA1a-
incompatability, we also included cases with HPA5b-incompatibility (2) and HPA15a-
incompatibility (1). The incidence of severe thrombocytopenia reported in this study 
may be influenced by the fact that HPA5b incompatibility is associated with less severe 
thrombocytopenia.18,30
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The incidence of ICH in our study was 4% (1/23) and concurrent with the incidence 
reported by others (range 0-10%).5-7,16,26-28,31 The only infant with ICH in our study 
did not have a sibling with ICH and was therefore planned to start with IVIG at 28 
weeks of gestation (standard risk group). However an ICH was detected just 1 day 
before starting IVIG. Whether starting IVIG before 28 weeks of gestation could 
have prevented of the development of ICH is not known. Consensus on the optimal 
timing of starting the treatment with IVIG is currently lacking. In our study, severe 
thrombocytopenia at birth was not associated with an increased rate of ICH. As 
previously suggested, our study confirms the possible protecting effect of IVIG for ICH 
even without an increase in fetal platelet counts.27,32,33 In addition, all infants had an 
adequate and quick response on postnatal matched platelet transfusions and postnatal 
IVIG was not necessary. This positive effect of antenatal IVIG in combination with 
postnatal matched platelet transfusions was also reported in earlier studies.16,22,24 In 
contrast to our observations in human beings, reduction of bleeding complications in 
mouse studies with IVIG was accompanied by an increase of platelet counts.34

Several questions on the optimal IVIG treatment remain unanswered, including the 
optimal dose (0.5 or 1 g/kg), schedule (weekly or more frequently) and gestational 
age to initiate antenatal IVIG. Our study was not designed nor powered to analyze 
these issues and was primarily focused on postnatal management. Currently, a large 
international web-based registry of all FNAIT cases (prospective continuation after 
the NOICH-trial) may shed more light on this subject in the near future. Data on 
timing of antenatal intracranial hemorrhages with suggestions for gestational age to 
initiate antenatal IVIG have already been published.19

Prevention of ICH in unknown first cases of FNAIT may also be achieved using 
antenatal screening on HPA1a negative genotypes in all pregnant women. Still more 
studies suggest the level of maternal antibody titer during pregnancy as a possible 
predicting factor for severe thrombocytopenia, although the diagnostic value is not 
clear as reliable cut off levels were not repeatedly demonstrated yet.9,13,16 Kjeldsen et 
al suggested a policy of antenatal screening for immunized HPA1a negative pregnant 
women and performing a cesarean section at a gestational age of 36-38 weeks. Their 
incidence of ICH was 2 out of 170 immunized HPA1a negative women, although 
with lacking control group with at term vaginal delivery no strict conclusions can be 
drawn from this study.35 More research is needed to identify women at greatest risk 
in order to investigate the advantages of offering antenatal treatment with maternal 
IVIG in a more targeted way.
The retrospective design of this study is a limiting factor; we tried to minimize possible 
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bias by using strict definitions and cut off values. Another limitation is the relatively 
small sample size, due to the rarity of this disease. However, sufficient retrospective 
evidence is needed to design and perform ethical justified randomized controlled 
trials. In conclusion, our study results suggest that non-invasive antenatal treatment 
of FNAIT with weekly maternal IVIG and, if necessary, postnatal transfusion of 
matched platelets is safe and effective. We recommend the use of matched platelets 
to non-bleeding neonates with a platelet count of < 20 x 109/L and to bleeding 
neonates with a platelet count < 50 x 109/L. In general, postnatal IVIG administration 
can be omitted. More research is needed to optimize dose and schedule of antenatal 
IVIG treatment and to detect more predicting factors of severe fetal or neonatal 
thrombocytopenia. 

26737 Lugt.indd   39 07-10-13   15:49



Chapter 3

40

References
1. 	 Bussel JB, Zacharoulis S, Kramer K, McFarland JG, Pauliny J, Kaplan C. Clinical and diagnostic compar-

ison of neonatal alloimmune thrombocytopenia to non-immune cases of thrombocytopenia. Pediatr Blood 
Cancer 2005;45:176-183.

2. 	 Burrows RF, Kelton JG. Fetal thrombocytopenia and its relation to maternal thrombocytopenia. N Engl J 
Med 1993;329:1463-1466.

3. 	 Dreyfus M, Kaplan C, Verdy E, Schlegel N, Durand-Zaleski I, Tchernia G. Frequency of immune 
thrombocytopenia in newborns: a prospective study. Immune Thrombocytopenia Working Group. Blood 
1997;89:4402-4406.

4. 	 Pearson HA, Shulman NR, Marder VJ, Conete TE. Isoimmune neonatal thrombocytopenic purpura. 
Clinical and therapeutic considerations. Blood 1964;23:154-177.

5. 	 Knight M, Pierce M, Allen D, Kurinczuk JJ, Spark P, Roberts DJ, Murphy MF. The incidence and 
outcomes of fetomaternal alloimmune thrombocytopenia: a UK national study using three data sources. 
Br J Haematol 2011;152:460-468.

6. 	 van den Akker ES, Oepkes D, Lopriore E, Brand A, Kanhai HH. Noninvasive antenatal management of 
fetal and neonatal alloimmune thrombocytopenia: safe and effective. BJOG 2007;114:469-473.

7. 	 Berkowitz RL, Kolb EA, McFarland JG, Wissert M, Primani A, Lesser M, Bussel JB. Parallel randomized 
trials of risk-based therapy for fetal alloimmune thrombocytopenia. Obstet Gynecol 2006;107:91-96.

8. 	 Kamphuis MM, Paridaans N, Porcelijn L, De HM, Van Der Schoot CE, Brand A, Bonsel GJ, Oepkes 
D. Screening in pregnancy for fetal or neonatal alloimmune thrombocytopenia: systematic review. BJOG 
2010;117:1335-1343.

9. 	 Williamson LM, Hackett G, Rennie J, Palmer CR, Maciver C, Hadfield R, Hughes D, Jobson S, 
Ouwehand WH. The natural history of fetomaternal alloimmunization to the platelet-specific antigen 
HPA-1a (PlA1, Zwa) as determined by antenatal screening. Blood 1998;92:2280-2287.

10. 	 Turner ML, Bessos H, Fagge T, Harkness M, Rentoul F, Seymour J, Wilson D, Gray I, Ahya R, Cairns J, 
Urbaniak S. Prospective epidemiologic study of the outcome and cost-effectiveness of antenatal screening 
to detect neonatal alloimmune thrombocytopenia due to anti-HPA-1a. Transfusion 2005;45:1945-1956.

11. 	 Davoren A, McParland P, Crowley J, Barnes A, Kelly G, Murphy WG. Antenatal screening for human 
platelet antigen-1a: results of a prospective study at a large maternity hospital in Ireland. BJOG 
2003;110:492-496.

12. 	 Durand-Zaleski I, Schlegel N, Blum-Boisgard C, Uzan S, Dreyfus M, Kaplan C. Screening primiparous 
women and newborns for fetal/neonatal alloimmune thrombocytopenia: a prospective comparison of 
effectiveness and costs. Immune Thrombocytopenia Working Group. Am J Perinatol 1996;13:423-431.

13. 	 Killie MK, Husebekk A, Kjeldsen-Kragh J, Skogen B. A prospective study of maternal anti-HPA 1a 
antibody level as a potential predictor of alloimmune thrombocytopenia in the newborn. Haematologica 
2008;93:870-877.

14. 	 Tiller H, Killie MK, Skogen B, Oian P, Husebekk A. Neonatal alloimmune thrombocytopenia in Norway: 
poor detection rate with nonscreening versus a general screening programme. BJOG 2009;116:594-598.

15. 	 Mueller-Eckhardt C, Kiefel V, Grubert A, Kroll H, Weisheit M, Schmidt S, Mueller-Eckhardt G, Santoso 
S. 348 cases of suspected neonatal alloimmune thrombocytopenia. Lancet 1989;1:363-366.

16. 	 Bertrand G, Drame M, Martageix C, Kaplan C. Prediction of the fetal status in noninvasive management 
of alloimmune thrombocytopenia. Blood 2011;117:3209-3213.

17. 	 Bussel JB, Zabusky MR, Berkowitz RL, McFarland JG. Fetal alloimmune thrombocytopenia. N Engl J 
Med 1997;337:22-26.

18. 	 Spencer JA, Burrows RF. Feto-maternal alloimmune thrombocytopenia: a literature review and statistical 
analysis. Aust N Z J Obstet Gynaecol 2001;41:45-55.

19. 	 Tiller H, Kamphuis MM, Flodmark O, Papadogiannakis N, David AL, Sainio S, Koskinen S, Javela 
K, Wikman AT, Kekomaki R, Kanhai HH, Oepkes D, Husebekk A, Westgren M. Fetal intracranial 
haemorrhages caused by fetal and neonatal alloimmune thrombocytopenia: an observational cohort study 
of 43 cases from an international multicentre registry. BMJ Open 2013;3.

20. 	 Rayment R, Brunskill SJ, Soothill PW, Roberts DJ, Bussel JB, Murphy MF. Antenatal interventions for 
fetomaternal alloimmune thrombocytopenia. Cochrane Database Syst Rev 2011;CD004226.

26737 Lugt.indd   40 07-10-13   15:49



Antenatal IVIG

41

 3

21. 	 Kamphuis MM, Oepkes D. Fetal and neonatal alloimmune thrombocytopenia: prenatal interventions. 
Prenat Diagn 2011;31:712-719.

22. 	 te Pas AB, Lopriore E, van den Akker ES, Oepkes D, Kanhai HH, Brand A, Walther FJ. Postnatal 
management of fetal and neonatal alloimmune thrombocytopenia: the role of matched platelet transfusion 
and IVIG. Eur J Pediatr 2007;166:1057-1063.

23. 	 Kiefel V, Bassler D, Kroll H, Paes B, Giers G, Ditomasso J, Alber H, Berns M, Wiebe B, Quenzel EM, 
Hoch J, Greinacher A. Antigen-positive platelet transfusion in neonatal alloimmune thrombocytopenia 
(NAIT). Blood 2006;107:3761-3763.

24. 	 Allen D, Verjee S, Rees S, Murphy MF, Roberts DJ. Platelet transfusion in neonatal alloimmune 
thrombocytopenia. Blood 2007;109:388-389.

25. 	 Bayley N. Bayley Scales of Infant and Toddler Development. 3rd ed. San Antonio: Pearson; 2009. 
26. 	 Mechoulan A, Kaplan C, Muller JY, Branger B, Philippe HJ, Oury JF, Ville Y, Winer N. Fetal alloimmune 

thrombocytopenia: is less invasive antenatal management safe? J Matern Fetal Neonatal Med 2011;24:564-
567.

27. 	 Bussel JB, Berkowitz RL, Lynch L, Lesser ML, Paidas MJ, Huang CL, McFarland JG. Antenatal 
management of alloimmune thrombocytopenia with intravenous gamma-globulin: a randomized trial of 
the addition of low-dose steroid to intravenous gamma-globulin. Am J Obstet Gynecol 1996;174:1414-
1423.

28. 	 Berkowitz RL, Lesser ML, McFarland JG, Wissert M, Primiani A, Hung C, Bussel JB. Antepartum 
treatment without early cordocentesis for standard-risk alloimmune thrombocytopenia: a randomized 
controlled trial. Obstet Gynecol 2007;110:249-255.

29. 	 Radder CM, Brand A, Kanhai HH. Will it ever be possible to balance the risk of intracranial haemorrhage 
in fetal or neonatal alloimmune thrombocytopenia against the risk of treatment strategies to prevent it? 
Vox Sang 2003;84:318-325.

30. 	 Kaplan C, Morel-Kopp MC, Kroll H, Kiefel V, Schlegel N, Chesnel N, Mueller-Eckhardt C. HPA-5b 
(Br(a)) neonatal alloimmune thrombocytopenia: clinical and immunological analysis of 39 cases. Br J 
Haematol 1991;78:425-429.

31. 	 Yinon Y, Spira M, Solomon O, Weisz B, Chayen B, Schiff E, Lipitz S. Antenatal noninvasive treatment 
of patients at risk for alloimmune thrombocytopenia without a history of intracranial hemorrhage. Am J 
Obstet Gynecol 2006;195:1153-1157.

32. 	 Radder CM, Beekhuizen H, Kanhai HH, Brand A. Effect of maternal anti-HPA-1a antibodies and 
polyclonal IVIG on the activation status of vascular endothelial cells. Clin Exp Immunol 2004;137:216-
222.

33. 	 van den Akker ES, Oepkes D. Fetal and neonatal alloimmune thrombocytopenia. Best Pract Res Clin 
Obstet Gynaecol 2008;22:3-14.

34. 	 Ni H, Chen P, Spring CM, Sayeh E, Semple JW, Lazarus AH, Hynes RO, Freedman J. A novel murine 
model of fetal and neonatal alloimmune thrombocytopenia: response to intravenous IgG therapy. Blood 
2006;107:2976-2983.

35. 	 Kjeldsen-Kragh J, Killie MK, Tomter G, Golebiowska E, Randen I, Hauge R, Aune B, Oian P, Dahl 
LB, Pirhonen J, Lindeman R, Husby H, Haugen G, Gronn M, Skogen B, Husebekk A. A screening and 
intervention program aimed to reduce mortality and serious morbidity associated with severe neonatal 
alloimmune thrombocytopenia. Blood 2007;110:833-839.

26737 Lugt.indd   41 07-10-13   15:49



26737 Lugt.indd   42 07-10-13   15:49




