
Introduction

Chronic Inflammatory Demyelinating Polyneuropathy (CIDP) is a rare, immune-mediated 
neuropathy characterized by progressive weakness and sensory dysfunction due to demyelination 
of peripheral nerves. Standard therapies for CIDP include immunoglobulin (Ig), plasma exchange, 
and corticosteroids.

Efgartigimod alfa-hyaluronidase-qvfc (EH) is the first and only FDA-approved IgG Fc-fragment 
therapy for adults with CIDP. By targeting the neonatal Fc receptor (FcRn), it reduces circulating 
IgG and pathogenic autoantibodies through inhibition of IgG recycling and promotion of 
lysosomal degradation. EH is administered as a subcutaneous infusion over 30-90 seconds once 
weekly by a healthcare professional, or if using the prefilled syringe (PFS) form self-administered 
by the patient after training.

This study reports on the treatment regimens for home infusion patients transitioning from an  
Ig-based regimen to EH therapy for CIDP.

Methods

A retrospective review was conducted at a national home infusion company to identify patients 
who began EH therapy for CIDP treatment between July 2024 and March 2025. Thirty-two patients 
who were previously on intravenous Ig (IVIg) or subcutaneous Ig (SCIg) and changed to EH therapy 
were included in the analysis, and the reason for the medication change was noted as cited in the 
supporting clinical documentation from the provider (Table 1). Each patient's treatment course was 
subsequently assessed in May 2025 and 6 months later in November 2025 using dispensing and 
administration records, as well as clinical documentation from the prescriber. 
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Results

Evaluation 1 — May 2025 (Table 2): During the initial evaluation 12 of 32 patients were found to 
have discontinued EH; 9 of these patients returned to Ig-based therapy, and 3 received other 
infusion therapies for CIDP. Reasons for stopping EH therapy as categorized from the provider’s 
clinical documentation were CIDP progression (8), adverse drug reactions (ADRs) (3), and 
unknown (1). Reported ADRs to EH included severe injection site reaction, fatigue and muscle 
aches, and generalized paresthesia involving the head and extremities approximately 1-hr post 
dosing. There were 20 patients who remained on EH therapy without reported problems. 

Evaluation 2 — November 2025 (Table 3): At the time of the second evaluation there were 13 
patients continuing EH therapy, 12 patients who returned Ig therapy exclusively, 3 patients 
receiving Ig and EH concurrently, and 3 patients who suspended treatment for reasons unrelated 
to CIDP. Reasons for restarting Ig therapy or using concurrent therapy were noted in clinical 
documentation from the provider as CIDP progression or poor symptom control.

Table 1. CIDP patients with therapy change from Ig to efgartigimod-hyaluronidase from  
July 2024 to March 2025 (n = 32)

Table 2. May 2025 analysis: CIDP therapy status ≥1 month after EH initiation (n=32) Table 4. ADRs reported during EH administration

Table 5. Therapy status by patient age

Table 6. Therapy status by patient sex

Table 3. November 2025 analysis: CIDP therapy status >6 months after EH initiation (n=32)
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Discussion

The 32 patients reviewed were among the first to receive an FcRn inhibitor for CIDP following EH’s 
FDA approval for the indication in July 2024. Waning effectiveness of Ig was the most common 
reason cited for changing from Ig to EH, however a return to Ig based treatment occurred in 9 
patients (28%) at evaluation 1 and had increased to 15 patients (47%) by evaluation 2 which was 6 
months later. All EH was nurse-administered during the time preceding the first evaluation, but by 
the second evaluation 6 patients were using the patient-administered formulation of EH (1 of whom 
was on EH + Ig).   At that time a total of 16 patients (50%) were still receiving EH therapy, 3 of whom 
were on Ig concurrently. EH was well tolerated among most patients in the evaluation with only 3 of 
32 patients reporting an ADR (9.4%) during their time on the drug (Table 4). Patient demographics 
were reviewed among patients who stopped EH prior to the second evaluation and compared with 
those who continued therapy. EH was discontinued more often in patients ≥60 years old (60%) 
compared with patients 30-59 years of age (33.3%). Of 32 patients, 21 were female and 11 were male; 
EH discontinuation occurred in 64% of male patients and 43% of female patients.
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Conclusion:

EH offers a convenient treatment alternative for CIDP, however, Ig remains a mainstay of 
therapy. Notably, some patients return to Ig therapy despite waning effectiveness or adverse 
drug reactions (ADRs) as the reason for switching from Ig to EH. This could indicate that dose 
modifications and side effect management may help extend the utility of Ig treatment and can 
be considered prior to switching agents.

This analysis was limited to a small cohort of CIDP patients who were not treatment-naïve. Larger 
studies with longer follow-up are needed to identify which patients respond best to FcRn inhibitors 
and to clarify the optimal role of EH among standard therapies, including Ig-based regimens.
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