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Main characteristics of the four patients. M: male; F: female; SLE: systemic
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lupus erythematosus; RA: rheumatoid arthritis; SS: Sjögren syndrome; (*):
cycle of rituximab during which reaction was presented; TOTR: time to onset
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of the reaction; # D: number of desensitizations made in each patient.
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Table 1.
Proposed desensitization protocol with rituximab. *The total
cumulative dose was 1000 mg for all the patients.

In these patients, infusion-related reactions to rituximab

Large scale studies are needed to recommend the use of
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