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Learning Objectives

• Describe serologic response associated with 

asymptomatic COVID-19

• Describe features of antibody response in 

convalescent individuals

• Discuss current data pertaining to steroids in 

people with COVID-19
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Antibody Stories

• Surgeon SARS-CoV 2 PCR positive March 2020
o “Very mild symptoms”

• Felt very lucky

• Four weeks later, decides to get antibody testing
o SARS CoV-2 IgM: negative

o SARS CoV-2 IgG: negative

• What does this mean?

8



37 asymptomatic patients –

no symptoms during 14d hospitalization

Nature Medicine 6/18/20 9

Asymptomatic COVID-19



Asymptomatic COVID-19
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• Conclusions
o Longer viral shedding, less cytokine generation

o Less serological responsiveness

▪ Asymptomatic 93.3% (28/30) and 81.1% (30/37) had less IgG and 
neutralizing Abs

‒ In comparison , 96.8% (30/31) and 62.2% (23/37) of symptomatic 
patients. 

▪ 40% asymptomatic → seronegative vs. 12.9% of the symptomatic group 
during convalescence 

▪ Protective immunity may not be long-lived

Asymptomatic COVID-19
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• 149 COVID-19 convalescent individuals, average 39d post-onset

o pseudovirus neutralizing titers:

o < 1:50 (33%)

▪ < 1:1,000 (79%)

▪ > 1:5,000 (1%)

o Heterogeneous antibody responses (sequencing)

o Receptor binding domain (RBD) memory B cells with some expanded clones

o Even with low titers, Abs to 3 distinct epitopes on RBD neutralized

▪ At half-maximal inhibitory concentrations (IC50 values) at very low levels. 

• Conclusion: most don’t have high levels of neutralizing antibodies.

o Rare RBD antibodies may be a good vaccine target to induce. 

Nature 6/18/20

Immunology
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• Epitope pools find SARS-CoV-2 specific CD4+ (100%) and 
CD8+ (95%) T cells in convalescent COVID patients

• T cell responses focused not just on Spike but also other 
proteins: M, N and other ORFs

• Robust responses by adaptive immune system

o Additional vaccine focus beyond the spike protein
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Antibodies may

not be the whole story

Immunology

https://www.cell.com/cell/pdf/S0092-8674(20)30610-3.pdf

https://www.cell.com/cell/pdf/S0092-8674(20)30610-3.pdf


COVID-19 Therapeutics
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Dexamethasone Trial Arm  (RECOVERY Trial)

• Target: hyperinflammatory state, trial halted

• UK trial
o 2104 v. 4321 controls

• NNT avoid 1 death
o Ventilated patients: 8

▪ Mortality rate 40% → 28%

o On oxygen: 25

▪ Mortality rate 25% → 20%

o No benefit if not on oxygen
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RECOVERY -- Dexamethasone

• Conclusion:
o First drug to show mortality benefit in certain groups

▪ On mechanical ventilation or on oxygen

▪ Those not on oxygen, trend to more mortality

• Pragmatic, open label trial
o Higher mortality than U.S.

o Some with hesitation since steroids with checkered 
record for ARDS



RECOVERY Dexamethasone arm

https://www.medrxiv.org/content/10.1101/2020.06.22.20137273v1.full.pdf

https://www.medrxiv.org/content/10.1101/2020.06.22.20137273v1.full.pdf


• Single center, 463 of 848 hospitalized patients met criteria,              
Global mortality 15.1%. 

• Methyl pred 1 mg/kg/d (steroid pulse not effective)
o 396 (46.7%) steroids
o 67 no steroids 

• Median time to steroid treatment 10 days (IQR 8-13) from symptom 
onset

• In-hospital mortality better steroids than in controls
o 13.9% [55/396] versus 23.9% [16/67], HR 0.51 [0.27-0.96], p= 0.044). 

• Steroid treatment reduced mortality by 41.8% relative to no steroid 
treatment (RRR 0,42 [0.048- 0.65). 
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Glucocorticoid Treatment



Steroids for Severe COVID-19

• Open label trial: 85 patients (34, randomized to MP; 22, assigned to MP by 

clinician preference; 29, control group)

• MP given as 40mg/12h 3 days, then 20mg/12h 3 days

• Composite primary endpoint: death, ICU admission or non-invasive 

ventilation (NIV)
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Glucocovid

Kaplan-Meier plots

Probability of NOT reaching

primary composite endpoint

(ICU admission, need of NIV or death)
Control (grey) 

MP (red)

20

https://www.medrxiv.org/content/10.1101/2020.06.17.20133579v1

https://www.medrxiv.org/content/10.1101/2020.06.17.20133579v1


Corticosteroids for Severe COVID-19

• MP associated combined risk ratio

o ITT RR- 0.55 [95% CI 0.33-0.91]; p=0.024)

o Per-protocol analysis 

▪ Age ≤ 72 yrs RR 0.11 (0.01-0.83)

▪ Age > 72 yr RR 0.61 (0.32-1.17)

▪ Following adjustments for age stratification, RR 0.37 (0.19-0.74, 
p=0.0037)

• Adverse reactions: hyperglycemia

• Conclusion: Some support for RECOVERY Dexamethasone trial 
findings (press release) with this study, but open label with 
substantial bias
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Hydroxychloroquine Out as an Antiviral 
for Hospitalized Patients

• Hydroxychloroquine trial arm (RECOVERY trial: preliminary 
statements/conclusion: no benefit in hospitalized patients

• FDA pulled Emergency Use authorization for both 
hydroxychloroquine and chloroquine

• Novartis and NIH-sponsored clinical trials halted

o Including HCQ + azithromycin

o NIH-sponsored DSMB “…met late Friday and determined that 
while there was no harm, the study drug was very unlikely to 
be beneficial to hospitalized patients with COVID-19.”

https://www.nih.gov/news-events/news-releases/nih-halts-clinical-trial-hydroxychloroquine (6/20/20)
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To submit your own question, please email 

QA@dkbmed.com



Is remdesivir being widely used now? Can 
you comment on how effective it is?



I see percent positive rates being posted 
by my state government, but don't have 

guidance on what it means or when I 
should be concerned. What is the general 

range of what's considered a "low" or 
"high" percent positive rate?



I have heard about a new nasopharyngeal 
swab that can test for both COVID-19 and 

influenza. Can we expect to see those 
being used at COVID-19 testing sites 

moving forward? If so, when?
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