
 
 

University of Birmingham

Anti-SARS-CoV-2 antibodies following vaccination
are associated with lymphocyte count and serum
immunoglobulins in SLE
Reynolds, John A; Faustini, Sian E; Tosounidou, Sofia; Plant, Tim; Ubhi, Mandeep; Gilman,
Rebecca; Richter, Alex G; Gordon, Caroline
DOI:
10.1177/09612033231151603

License:
Creative Commons: Attribution (CC BY)

Document Version
Publisher's PDF, also known as Version of record

Citation for published version (Harvard):
Reynolds, JA, Faustini, SE, Tosounidou, S, Plant, T, Ubhi, M, Gilman, R, Richter, AG & Gordon, C 2023, 'Anti-
SARS-CoV-2 antibodies following vaccination are associated with lymphocyte count and serum
immunoglobulins in SLE', Lupus, vol. 32, no. 3, pp. 431-437. https://doi.org/10.1177/09612033231151603

Link to publication on Research at Birmingham portal

General rights
Unless a licence is specified above, all rights (including copyright and moral rights) in this document are retained by the authors and/or the
copyright holders. The express permission of the copyright holder must be obtained for any use of this material other than for purposes
permitted by law.

•Users may freely distribute the URL that is used to identify this publication.
•Users may download and/or print one copy of the publication from the University of Birmingham research portal for the purpose of private
study or non-commercial research.
•User may use extracts from the document in line with the concept of ‘fair dealing’ under the Copyright, Designs and Patents Act 1988 (?)
•Users may not further distribute the material nor use it for the purposes of commercial gain.

Where a licence is displayed above, please note the terms and conditions of the licence govern your use of this document.

When citing, please reference the published version.
Take down policy
While the University of Birmingham exercises care and attention in making items available there are rare occasions when an item has been
uploaded in error or has been deemed to be commercially or otherwise sensitive.

If you believe that this is the case for this document, please contact UBIRA@lists.bham.ac.uk providing details and we will remove access to
the work immediately and investigate.

Download date: 28. Apr. 2024

https://doi.org/10.1177/09612033231151603
https://doi.org/10.1177/09612033231151603
https://birmingham.elsevierpure.com/en/publications/670aca7b-0863-4679-a938-aee979078807


Concise Report

Lupus
2023, Vol. 0(0) 1–7

© The Author(s) 2023

Article reuse guidelines:
sagepub.com/journals-permissions

DOI: 10.1177/09612033231151603
journals.sagepub.com/home/lup

Anti-SARS-CoV-2 antibodies following
vaccination are associated with lymphocyte
count and serum immunoglobulins in SLE

John A Reynolds1,2, Sian E Faustini3, Sofia Tosounidou2, Tim Plant3, Mandeep Ubhi1,
Rebecca Gilman1,2, Alex G Richter3 and Caroline Gordon1

Abstract

Objectives: Patients with Systemic Lupus Erythematosus are known to have dysregulated immune responses and may
have reduced response to vaccination against COVID-19 while being at risk of severe COVID-19 disease. The aim of this
study was to identify whether vaccine responses were attenuated in SLE and to assess disease- and treatment-specific
associations.
Methods: Patients with SLE were matched by age, sex and ethnic background to healthcare worker healthy controls (HC).
Anti-SARS-CoV-2 spike glycoprotein antibodies were measured at 4–8 weeks following the second COVID-19 vaccine
dose (either BNT162b2 or ChAdOx1 nCoV-19) using a CE-marked combined ELISA detecting IgG, IgA and IgM (IgGAM).
Antibody levels were considered as a continuous variable and in tertiles and compared between SLE patients and HC and
associations with medication, disease activity and serological parameters were determined.
Results: Antibody levels were lower in 43 SLE patients compared to 40 HC (p < 0.001). There was no association between
antibody levels and medication, lupus disease activity, vaccine type or prior COVID infection. Higher serum IgA, but not IgG
or IgM, was associated with being in a higher anti-SARS-CoV-2 antibody level tertile (OR [95% CI] 1.820 [1.050, 3.156] p =
0.033). Similarly, higher lymphocyte count was also associated with being in a higher tertile of anti-SARS-CoV-2 (OR 3.330
[1.505, 7.366] p = 0.003)
Conclusion: Patients with SLE have lower antibody levels following 2 doses of COVID-19 vaccines compared to HC. In
SLE lower lymphocyte counts and serum IgA levels are associated with lower antibody levels post vaccination, potentially
identifying a subgroup of patients who may therefore be at increased risk of infection.
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Introduction

Patients with rare autoimmune rheumatic diseases, in-
cluding systemic lupus erythematosus (SLE), have an in-
creased risk of infection with SARS-CoV-2 and an
increased risk of death due to COVID-19.1 In a large study
of over 2000 patients with SLE and COVID-19, lupus
patients were more likely to require hospitalisation or
mechanical ventilation, have concomitant sepsis or
thromboembolic disease (including venous thromboem-
bolism or stroke) than the general population.2

The rapid development and administration of vaccines
against SARS-CoV-2 has been an important step in re-
ducing the risk of severe COVID-19 in patients with SLE. In
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the general population, the BNT162b2 (Pfizer/BioNTech)
and ChAdOx1 nCoV-19 vaccines reduced the risk of severe
infection (requiring hospitalisation) in the early post-
vaccination period by around 90% and 84%,
respectively.3,4 The efficacy of such vaccines in patients
with SLE is likely to depend at least in part on the sero-
conversion rate and the magnitude of the antibody response.

It is recognised that patients with SLE may have partial
or incomplete serological responses to vaccines. Serocon-
version rates to both influenza and pneumococcal vaccine in
patients with SLE is variable and is dependent on the
specific strains used.5 Whilst seroconversion, for example,
to the influenza vaccine, seems to be globally reduced in
SLE, other factors are likely to be important including
disease activity6 and immunosuppressant medication.7

In the general population, there is an inverse association
between anti-SARS-CoV-2 spike protein antibodies and
symptomatic COVID-19.8 In 630 patients with systemic
autoimmune rheumatic diseases, including 49 patients with
SLE, non-responders (defined by low antibody titres) were
more likely to develop COVID-19, independently of
medication use.9 Measurement of anti-SARS-CoV-2 spike
protein antibodies can therefore provide insight into the risk
of developing COVID-19.

The aim of this study was to measure post-vaccination anti-
SARS-CoV-2 antibody levels using an ELISA which detects
combined IgG, IgA and IgM (IgGAM) antibodies, not IgG
alone, in patients with SLE compared to healthy controls.

Methods

Study population

Patients with SLE who met either the 1997 Updated
American College of Rheumatology (ACR) or 2012
Systemic Lupus International Collaborating Clinics
(SLICC) Classification Criteria were recruited from
Sandwell and West Birmingham NHS Trust (see
supplementary methods for details) 4–8 weeks following
their second SARS-CoV-2 vaccine dose. All study visits
were conducted between 31st March and 31st August
2021. Disease activity was measured using the BILAG-
2004 index10 and routine clinical and serological tests were
conducted according to local protocols.

Fully anonymised healthy control data, from healthcare
professionals, was obtained from the COVID-19 Conva-
lescent Immunity (COCO) study11 and matched to the
patient data by age, sex and ethnicity. All healthy controls
donated blood samples 4 weeks after the 2nd vaccine dose.

Anti-SARS-CoV2 IgGAM assay

Serum anti-SARS-CoV-2 trimeric spike (S) glycoprotein
antibodies were measured using a validated ELISA that

detects IgG, IgA and IgM (IgGAM) (anti-S-IgGAM)
(product code: MK654; The Binding Site [TBS]) and
presented as a ratio, as described previously.12 The sensi-
tivity and specificity of this assay in COVID-19 infection is
94.7% and 98.4%, respectively. Positive antibody ratios
were those ≥1.

Ethical approval

This study was approved by Wales REC 6 (Ref 20/WA/
0228). Approval for the COCO study was granted by
London – Camden and Kings Cross REC (Ref 20/HRA/
1817). All participants provided informed written consent
and the research was conducted in compliance with the
Declaration of Helsinki.

Statistical analysis

Non-parametric descriptive statistics (Mann–Whitney U
test and chi-squared test) were used for continuous and
binary variables as appropriate. As the assumptions for
linear regression models were not met, the anti-SARS-Cov2
antibody levels were converted into tertiles and univariate
ordered logistic regression was conducted. Statistical ana-
lyses were performed using STATA/SE v.17.

Results

We recruited 43 patients with SLE who were matched by
age, sex and ethnicity to 40 healthy control (HC) healthcare
workers from the COCO study, with the exception of older
healthy volunteers from African/Caribbean backgrounds
where there were insufficient numbers for 1:1 matching.
The demographic features of the healthy volunteers and
SLE patients are reported in Table 1.

Most patients were receiving hydroxychloroquine
(HCQ) (36, 87.3%) and oral prednisolone (29, 67.4%) with
a median (IQR) dose of 5 (5, 7.5) mg/day. The most used
immunosuppressant was mycophenolate mofetil (MMF)
(11, 25.6%). A total of 8 patients had received rituximab
(RTX) prior to the vaccine course; of these only 2 (25%) had
RTX in the 365 days prior to the 2nd vaccine dose. One
patient received rituximab between the 1st and 2nd vaccine
dose.

Anti-SARS-CoV-2 IgGAM in patients with SLE

Positive antibody ratios (≥1) were observed in all HC
compared to 40/43 (93.0%) patients with SLE (chi2, p =
0.089). The distribution of the antibody level appeared to be
bimodal, although the number of participants with higher
antibody ratios was modest, representing 14/83 (16.9%) of
the cohort (Figure 1 and see supplementary data). In SLE
patients, the median (IQR) time between 2nd vaccine dose
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and antibody testing was 40 (31, 49) days compared to 32
(28, 35) days for HC (Mann–Whitney U test p < 0.001). In
SLE patients, there was no correlation between the time
from vaccine to blood draw, and anti-SARS-CoV-2 anti-
body levels (Spearman r = �0.118, p = 0.453).

Overall, anti-SARS-CoV-2 antibody ratios were lower in
SLE (3.51 [2.58, 5.71]) compared to HC (5.39 [5.08, 7.20]),
(p < 0.001) (Figure 1). There was no significant difference in
antibody ratios in participants who reported prior COVID-
19 infection (4.73 [3.10, 6.65]) compared to those that did
not (3.20 [2.13, 4.94]) (p = 0.732) (see supplementary data).

There was no difference in antibody ratios in SLE pa-
tients between ethnic groups: White (3.10 [2.19, 4.73]),
African/Caribbean (3.99 [3.51, 6.28]), Asian (5.47 [3.32,
6.21]), and Other (1.97 [1.93, 2.01]), p = 0.116. Similarly,
there was no difference between antibody ratios in patients
who received two doses of the BNT162b2 (Pfizer/
BioNTech) (3.51 [2.19, 5.22]) vaccine compared to those
patients who received two doses of ChAdOx1 nCoV-19
(3.12 [2.60, 4.82]) (p = 0.810).

There were also no differences between patients re-
ceiving MMF or any other immunosuppressant drug, oral
prednisolone or HCQ (Supplementary Table S1). Only 8
(18.6%) patients had received RTX prior to the 1st vaccine
dose with a median time of 917 (355, 1373.5) days from
RTX last dose to sample collection. There was no difference
in the antibody ratios in patients who had received RTX
(2.10 [0.645, 4.78]) compared to those who had not (3.51
[2.62, 5.22]) (p = 0.109), nor any correlation between the
antibody ratios and time of last dose.

Anti-SARS-CoV-2 antibodies in SLE were associated
with serum IgA and lymphocyte count

In univariate ordered logistic regression models, levels of
serum IgA were associated with being in a higher anti-
SARS-CoV-2 antibody tertile (OR [95% CI] 1.820 [1.050,
3.156] p = 0.033) (Table 2). There was no significant as-
sociation with IgG (OR 1.132 [0.983, 1.303] p = 0.084) or
IgM (OR 1.975 [0.743, 5.314] p = 0.178). Patients who had

Table 1. Demographics of the study population

Healthy control (n = 40) SLE (n = 43) p

Age (years) 50.5 (44.5, 56.0) 51.0 (44.0, 60.0) 0.469
Gender (female) 35 (87.5%) 39 (90.7%) 0.640
Ethnicity 0.560
White 27 (67.5%) 24 (55.8%)
African/Caribbean 4 (10%) 9 (20.9%)
Asian 7 (17.5%) 8 (18.6%)
Other 2 (5.0%) 2 (4.7%)

Vaccine received 0.001
BNT162b2 40 33
ChAdOx1 nCoV-19 0 10

Time between 1st and 2nd dose (days) 77 (72, 84) 77 (71, 84) 0.913
Time between 2nd vaccine dose and sample collection (days) 32 (28, 35) 40 (31, 49) <0.001
Disease duration (years) (n = 41) 18.5 (12.5, 24.4)
Active disease (BILAG A or B score) 14 (36.6%)
Prior COVID infection 9 (20.9%)
Medication
Anti-malarial 36 (83.7%)
Oral prednisolone 29 (67.4%)
Prednisolone dose 5 (5, 7.5)
Immunosuppressant 22 (51.2%)
Azathioprine 4 (9.3%)
Mycophenolate mofetil 11 (25.6%)
Methotrexate 4 (9.3%)
Calcineurin inhibitor 4 (9.3%)
Prior rituximab (ever) 8 (18.6%)
Rituximab (up to 365 days before 2nd dose) 2 (5.0%)
Number of cycles of rituximab 2(1, 3)
Number of days between last RTX dose and 2nd vaccine dose 917 (355, 1373.5)

BILAG; British Isles Lupus Assessment Group Index 2004 (see methods). For variables present in both HC and SLE patients, comparisons were made using
Mann–Whitney U tests. p < 0.05 was considered statistically significant.
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Figure 1. Anti-SARS-CoV-2 IgGAM following vaccination is lower in patients with SLE. (a) Bimodal distribution of anti-SARS-CoV-2
antibodies with a smaller number of participants with high levels. Line on histogram shows kernel density estimation. (b) Lower ratios
of anti-SARS-CoV-2 antibody in patients with SLE compared to HC. Horizontal bars show median ratios. Comparison using Mann–
Whitney U test.

Table 2. Univariate ordered logistic regression model of anti-SARS-CoV-2 antibody levels in patients with SLE

Odds ratio 95% CI p

Demographic variables
Age (years) 1.002 0.952, 1054 0.948
Male 0.922 0.146, 5.813 0.931
Disease duration (years) 1.014 0.950, 1.082 0.683
Pfizer/BioNTech BNT162b2 vaccine 1.098 0.272, 4.429 0.895
Prior COVID infection 2.131 0.525, 8.661 0.290
Active disease (BILAG A or B score) 1.261 0.359, 4.430 0.718

Medication
Anti-malarial 4.677 0.508, 43.057 0.173
Prednisolone 0.695 0.205, 2.354 0.559
Any immunosuppressant 1.326 0.410, 4.289 0.637
Mycophenolate mofetil 1.521 0.425, 5.442 0.519
Immunosuppressant + prednisolone 1.349 0.417, 4.358 0.617
Rituximab (prior to vaccination) 0.332 0.061, 1.807 0.202

Serum immunoglobulins
IgG (g/l) 1.132 0.983, 1.303 0.084
IgA (g/l) 1.820 1.050, 3.156 0.033
IgM (g/l) 1.975 0.743, 5.314 0.178

Haematological parameters
Haemoglobin (g/dl) 0.654 0.402, 1.066 0.088
Total white cell count (109 cells/l) 1.201 0.869, 1.661 0.267
Lymphocytes (109 cells/l) 3.330 1.505, 7.366 0.003
Neutrophils (109 cells/l) 0.860 0.622, 1.190 0.363
Platelets (109 cells/l) 1.005 0.995, 1.016 0.323

Anti-SARS-CoV-2 antibody levels were split into tertiles and univariate ordered logistic regression models were used with antibody tertile as the
dependent variable such that the values in the table are the odds of being in a higher antibody tertile for each unit increase in the independent variable. p <
0.05 was considered to be statistically significant
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received RTX had lower levels of IgA (1.59 [1.31, 2.21] vs
2.46 [1.73, 3.43], p = 0.035) and IgM (0.37 [0.25, 0.62] vs
0.87 [0.56, 1.41], p = 0.006] compared to those that had not.
When rituximab use was included in the ordered logistic
regression mode, the association between serum IgA and
anti-SARS-CoV-2 tertile was no longer statistically sig-
nificant (OR 1.68 [0.947, 2.995], p = 0.076).

There was also a significant association between
blood lymphocyte count and anti-SARS-CoV-2 tertile (OR
3.330 [1.505, 7.366] p = 0.003) which was not observed for
other haematological parameters (Table 2). This observation
remained statistically significant after adjustment in indi-
vidual models for important confounders which might
influence lymphocyte count: ethnicity (OR 3.400 [1.314,
8.800] p = 0.012), previous rituximab use (OR 3.937 [1.646,
9.424], p = 0.002) or use of other immunosuppressants (OR
3.371 [1.520, 7.478], p = 0.003).

Discussion

This is the first study to measure combined anti-SARS-
CoV2 antibody responses following COVID-19 vacci-
nation in patients with SLE with an assay that detects
combined IgG, IgA and IgM antibodies. In our study, the
distribution of anti-SARS-CoV-2 appeared bimodal with
around 17% of the participants having notably higher
antibody ratios. Compared to HC, patients with SLE had
lower median ratios and wider variability (IQR) of an-
tibodies. A bimodal pattern has been observed by others
in patients with solid malignancy, and in patients who
have received haematopoietic stem cell transplants, al-
though in these patient groups, the distributions were
low/normal rather than normal/high.13 Whilst it is rec-
ognised that patients with SARS-CoV-2 infection prior to
vaccination may have higher antibody ratios, we did not
observe this association in our study. In a large general
population study by Ali et al.,14 anti-SARS-CoV-2 IgG
and IgA were significantly higher in people with con-
firmed prior infection than those without, although some
participants had notably higher antibody levels without
any prior history of infection. Although we used self-
reported prior COVID infection rather than PCR con-
firmation (which was not routinely available at the time),
our study supports the observation that some individuals
may have high post-vaccine antibody levels without prior
infection. It is likely that factors other than prior infection
resulted in a small number of participants with high anti-
IgGAM levels. A recent study by Mentzer et al.15

identified that individuals with the HLA-DQB1*06 ge-
notype had significantly higher post vaccine antibody
levels. As our assay measured IgGAM, it is possible that
the timing of sample collection following the second
vaccine dose is important as, for example, IgM antibodies
would be expected to wane over this time period.

However, we did not find any association between an-
tibody levels and the time between 2nd vaccine dose and
sample collection.

Lower post-vaccine antibody levels in patients with SLE
have been reported in other studies. A large study by Furer
et al.16 of 686 autoimmune inflammatory rheumatic disease
patients (AIIRD) (including 101 with SLE) and 121 general
population controls demonstrated lower seropositivity rates
and anti-SARS-CoV-2 IgG antibody titres, 2–6 weeks after
the second BNT162b2 (Pfizer/BioNTech) vaccine dose, in
SLE patients compared to controls. Across the AIIRD
cohort, the seropositivity rate was lower in patients re-
ceiving MMF, methotrexate, glucocorticoids or abatacept.
In 126 SLE patients in which samples were obtained
15 days after the second dose, both MMF and MTX use
were associated with lower SARS-CoV-2 antibody titres.17

In our study, we did not observe a relationship between
medication and antibody titre although our study is likely to
be statistically underpowered to detect these differences as
there were small numbers of patients taking each individual
medication.

In contrast to the study by Moyon et al. (which excluded
patients previously treated with RTX), we observed an
association between the anti-SARS-CoV-2 IgGAM titre and
serum IgA and lymphocyte count. Moyon et al.,17 reported
that antibody responses were associated with total IgG but
not IgA or IgM levels. Whilst the study above measured
anti-SARS-CoV-2 IgG, our assay measured IgG, IgA and
IgM which may explain the observed association with IgA
levels. Although this observation was not statistically sig-
nificant after adjustment for prior rituximab use, it should be
noted that serum IgA levels do not typically reduce sig-
nificantly following rituximab.18

Lymphopenia is common in patients with SLE due to
active disease and/or effects of immunosuppressive therapy.
We identified a positive independent association between
antibody levels and total lymphocyte count, but not other
haematological parameters. Our findings support observa-
tions in patients with haematological malignancy19 and
multiple sclerosis.20 Flow cytometry studies following the
2nd vaccine dose in patients with SLE identified that the
total number of B cells and proportion of naı̈ve B cells pre-
vaccine were associated with anti-SARS-CoV-2 IgG.17 In
our study, standard routine clinical measurement
of lymphocytes, rather than detailed flow cytometry, was
sufficient to demonstrate an association with antibody
levels. This is particularly interesting as only around 10% of
circulating lymphocytes are typically B cells. This obser-
vation should be confirmed in an independent data set.

There are some important limitations of this study.
Firstly, this is a small study and thus would not have the
statistical power to identify associations between medi-
cation and anti-SARS-CoV2 antibody levels. Both IgA
and lymphocyte count were measured post-vaccination
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(at the time of antibody measurement) and further studies
are needed to determine that pre-vaccine levels can
predict antibody responses. Finally, in this study, we were
not able to report the clinical outcomes of any subsequent
COVID-19 infection in either the HC or SLE.

In conclusion, patients with SLE have reduced antibody
responses to two doses of COVID-19 vaccine (either
BNT162b2 or ChAdOx1 nCoV-19) compared to healthy
controls. Lower post-vaccine serum IgA levels
or lymphocytes counts are associated with reduced antibody
responses and may indicate a subgroup of patients that have
a more significant immunodeficiency and have a reduced
response to vaccination. This may allow more tailored
advice on risk, infection avoidance strategies and access to
therapeutics.

Acknowledgement

The COCO study was carried out at the National Institute for
Health Research (NIHR)/Wellcome Trust Birmingham Clinical
Research Facility. The Clinical Immunology Service (University
of Birmingham) carried out serum sample processing and the
combined anti-SARS-CoV-2 IgGAM testing. The views expressed
are those of the authors(s) and not necessarily those of the NHS, the
NIHR or the Department of Health.

Declaration of conflicting interests

The author(s) declared the following potential conflicts of interest
with respect to the research, authorship, and/or publication of this
article: Caroline Gordon reports personal fees for honoraria from
consultancy work and/or advisory boards from the Center for
Disease Control and Prevention, AbbVie, Amgen, Astra-Zeneca,
BMS, GSK, MGP, Sanofi, UCB; personal fees for speakers bureau
from UCB and GSK; previous educational grants from UCB to
Sandwell and West Birmingham Hospitals NHS Trust that have
supported her research work. Sofia Tosounidou reports honoraria
from UCB.

Funding

The author(s) disclosed receipt of the following financial support
for the research, authorship, and/or publication of this article: This
work was supported by the research funds from Sandwell andWest
Birmingham NHS Trust.

Data availability

The data underlying this article will be shared on reasonable re-
quest to the corresponding author dependent upon the nature of the
request, the availability of the data and its intended use.

ORCID iDs

John A Reynolds  https://orcid.org/0000-0002-8962-4404
Mandeep Ubhi  https://orcid.org/0000-0002-7928-491X
Caroline Gordon  https://orcid.org/0000-0002-1244-6443

Supplemental Material

Supplemental Material for this article is available online.

References

1. Rutter M, Lanyon PC, Grainge MJ, et al. COVID-19 in-
fection, admission and death amongst people with rare au-
toimmune rheumatic disease in england. results from the
RECORDER project. Rheumatology 2021; 61: 3161–3171.

2. Raiker R, Pakhchanian H, DeYoung C, et al. Short term
outcomes of COVID-19 in lupus: propensity score matched
analysis from a nationwide multi-centric research network.
J Autoimmun 2021; 125: 102730.

3. Tartof SY, Slezak JM, Fischer H, et al. Effectiveness of
mRNA BNT162b2 COVID-19 vaccine up to 6 months in a
large integrated health system in the USA: a retrospective
cohort study. Lancet 2021; 398(10309): 1407–1416.

4. Katikireddi SV, Cerqueira-Silva T, Vasileiou E, et al. Two-
dose ChAdOx1 nCoV-19 vaccine protection against COVID-
19 hospital admissions and deaths over time: a retrospective,
population-based cohort study in Scotland and Brazil. Lancet
2022; 399(10319): 25–35.

5. Pugès M, Biscay P, Barnetche T, et al. Immunogenicity and
impact on disease activity of influenza and pneumococcal
vaccines in systemic lupus erythematosus: a systematic lit-
erature review and meta-analysis. Rheumatology 2016; 55(9):
1664–1672.

6. Campos LM, Silva CA, Aikawa NE, et al. High disease
activity: an independent factor for reduced immunogenicity of
the pandemic influenza a vaccine in patients with juvenile
systemic lupus erythematosus. Arthritis Care Res 2013;
65(7): 1121–1127.

7. Holvast A, van Assen S, de Haan A, et al. Studies of cell-
mediated immune responses to influenza vaccination in
systemic lupus erythematosus. Arthritis Rheum 2009; 60(8):
2438–2447.

8. Feng S, Phillips DJ, White T, et al. Correlates of protection
against symptomatic and asymptomatic SARS-CoV-2 in-
fection. Nat Med 2021; 27(11): 2032–2040.

9. Ahmed S, Mehta P, Paul A, et al. Postvaccination antibody
titres predict protection against COVID-19 in patients with
autoimmune diseases: survival analysis in a prospective co-
hort. Ann Rheum Dis 2022; 81: 868–874.

10. Yee CS, Farewell V, Isenberg DA, et al. British Isles lupus
assessment group 2004 index is valid for assessment of
disease activity in systemic lupus erythematosus. Arthritis
Rheum 2007; 56(12): 4113–4119.

11. Shields AM, Faustini SE, Perez-Toledo M, et al. Serological
responses to SARS-CoV-2 following non-hospitalised in-
fection: clinical and ethnodemographic features associated
with the magnitude of the antibody response. BMJ Open
Respir Res 2021; 8(1): e000872.

12. Cook AM, Faustini SE, Williams LJ, et al. Validation of a
combined ELISA to detect IgG, IgA and IgM antibody

6 Lupus 0(0)

https://orcid.org/0000-0002-8962-4404
https://orcid.org/0000-0002-8962-4404
https://orcid.org/0000-0002-7928-491X
https://orcid.org/0000-0002-7928-491X
https://orcid.org/0000-0002-1244-6443
https://orcid.org/0000-0002-1244-6443


responses to SARS-CoV-2 in mild or moderate non-
hospitalised patients. J Immunol Methods 2021; 494: 113046.

13. Rahav G, Lustig Y, Lavee J, et al. BNT162b2 mRNA COVID-
19 vaccination in immunocompromised patients: a prospective
cohort study. eClinicalMedicine 2021; 41: 101158.

14. Ali H, Alahmad B, Al-Shammari AA, et al. Previous COVID-
19 infection and antibody levels after vaccination. Front in
Public Health 2021; 9: 778243.

15. Mentzer AJ, O’Connor D, Bibi S, et al. Human leukocyte
antigen alleles associate with COVID-19 vaccine immuno-
genicity and risk of breakthrough infection. Nat Med. doi: 10.
1038/s41591-022-02078-6

16. Furer V, Eviatar T, Zisman D, et al. Immunogenicity and
safety of the BNT162b2 mRNA COVID-19 vaccine in adult
patients with autoimmune inflammatory rheumatic diseases
and in the general population: a multicentre study. Ann Rheum
Dis 2021; 80(10): 1330–1338.

17. Moyon Q, Sterlin D, Miyara M, et al. BNT162b2 vaccine-
induced humoral and cellular responses against SARS-CoV-2
variants in systemic lupus erythematosus. Ann Rheum Dis
2022; 81(4): 575–583.

18. Marco H, Smith RM, Jones RB, et al. The effect of rituximab
therapy on immunoglobulin levels in patients with multi-
system autoimmune disease. BMC Musculoskelet Disord
2014; 15(1): 178.

19. Herzog Tzarfati K, Gutwein O, Apel, et al. BNT162b2
COVID-19 vaccine is significantly less effective in patients
with hematologic malignancies. Am J Hematol 2021; 96(10):
1195–1203.

20. König M, Torgauten HM, Tran TT, et al. Immunogenicity
and safety of a third SARS-CoV-2 vaccine dose in patients
with multiple sclerosis and weak immune response after
COVID-19 vaccination. JAMA Neurol 2022; 79(3):
307–309.

Reynolds et al. 7

https://doi.org/10.1038/s41591-022-02078-6
https://doi.org/10.1038/s41591-022-02078-6

	Anti-SARS-CoV-2 antibodies following vaccination are associated with lymphocyte count and serum immunoglobulins in SLE
	Introduction
	Methods
	Study population
	Anti-SARS-CoV2 IgGAM assay
	Ethical approval
	Statistical analysis

	Results
	Anti-SARS-CoV-2 IgGAM in patients with SLE
	Anti-SARS-CoV-2 antibodies in SLE were associated with serum IgA and lymphocyte count

	Discussion
	Acknowledgement
	Declaration of conflicting interests
	Funding
	Data availability
	ORCID iDs
	Supplemental Material
	References


