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Despite the global interest and the unprecedented number of scientific studies triggered
by the COVID-19 pandemic, few data are available from developing and low-income
countries. In these regions, communities live under the threat of various transmissible
diseases aside from COVID-19, including malaria. This study aims to determine the severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2) seroreactivity of antibodies from
COVID-19 and pre-COVID-19 samples of individuals in Mali (West Africa). Blood samples
from COVID-19 patients (n = 266) at Bamako Dermatology Hospital (HDB) and pre-
COVID-19 donors (n = 283) from a previous malaria survey conducted in Dangassa village
were tested by ELISA to assess IgG antibodies specific to the full-length spike (S) protein,
the receptor-binding domain (RBD), and the receptor-binding motif (RBM436–507). Study
participants were categorized by age, gender, treatment duration for COVID-19, and
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comorbidities. In addition, the cross-seroreactivity of samples from pre-COVID-19,
malaria-positive patients against the three antigens was assessed. Recognition of the
SARS-CoV-2 proteins by sera from COVID-19 patients was 80.5% for S, 71.1% for RBD,
and 31.9% for RBM (p < 0.001). While antibody responses to S and RBD tended to be
age-dependent, responses to RBM were not. Responses were not gender-dependent for
any of the antigens. Higher antibody levels to S, RBD, and RBM at hospital entry were
associated with shorter treatment durations, particularly for RBD (p < 0.01). In contrast,
higher body weights negatively influenced the anti-S antibody response, and asthma and
diabetes weakened the anti-RBM antibody responses. Although lower, a significant
cross-reactive antibody response to S (21.9%), RBD (6.7%), and RBM (8.8%) was
detected in the pre-COVID-19 and malaria samples. Cross-reactive antibody responses
to RBM were mostly associated (p < 0.01) with the absence of current Plasmodium
falciparum infection, warranting further study.
Keywords: SARS-CoV-2 S protein, seroreactivity, COVID-19 samples, cross-reactivity, Pre-COVID-19 samples,
malaria endemic-area
INTRODUCTION

Coronaviruses are a group of enveloped viruses containing a
single-stranded RNA genome with positive polarity (1). They
include severe acute respiratory syndrome coronavirus (SARS-
CoV), Middle East respiratory syndrome (MERS-CoV) (1–3),
and severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) or COVID-19 (4, 5). COVID-19 affects people of all ages,
but morbidity and mortality are more significant in the elderly
and those with chronic diseases (6–9). Emerging in China in
2019 (10), COVID-19 rapidly spread worldwide and was
declared a pandemic by the WHO in March 20201,2. More
than 200 million cases and over 4 million deaths have been
reported worldwide, affecting 220 countries and territories3,
generating massive economic and social consequences. The
first COVID-19 case diagnosed in Mali was reported on March
25, 2020, and Malian health authorities quickly established a
strategy to control the disease4. In addition, the authorities have
promoted the harmonization of research activities by leveraging
research laboratory capacities and strengthening relationships
among local and international stakeholders (11–13).

Despite considerable global efforts to study the immune
responses elicited by SARS-CoV-2 and their role in clinical
protection and pathogenesis (14–17), the host factors leading
, 2020|COVID-19: Surveillance, case
ls. https://www.who.int/publications/i/
-of-cases-and-clusters-of-covid-19:

020| COVID-19: Infection prevention
int/publications/i/item/10665-331495.

emiological update—February 9, 2021.
/weekly-epidemiological-update—9-
, 2021].
pport de situation COVID-19 au Mali,
36. https://covid19-ml.org/: [Accessed

org 2
to low or moderate clinical manifestations, as well as completely
asymptomatic infections, are not well understood. Initial analysis
indicates that certain populations have been exposed to other
microorganisms, either pathogenic or non-pathogenic, which
appear to induce immune responses against COVID-19 (i.e.,
antibodies or potentially other immune effectors that contribute
to reducing or preventing COVID-19 clinical manifestations
(18–25)).

Specific antibody responses to COVID-19 have been reported
in moderately and severely symptomatic SARS-CoV-2-positive
individuals (26–32). However, there are few data available linking
symptomatic disease and duration of hospitalization or treatment
with specific antibodies to SARS-CoV-2 antigens. Such antibodies
may be detected as early as the end of the first week of illness;
however, they may also take weeks to appear, giving rise to
different clinical outcomes (29, 33). In addition, the presence or
absence of protective immunity due to infection or vaccination
may affect future transmission and disease severity (29).

Of notable importance, it has been observed that there are
significantly lower COVID-19 clinical cases and fatalities
in malaria-endemic regions than in non-endemic areas
(19, 22, 34). Several host factors, including sociodemographic
conditions, genetic background, and immune status, could be
influencing the COVID-19 clinical evolution. Moreover, other
SARS cases, induced by viruses potentially sharing common
immunodominant antigens, might affect the outcome of the
disease (18, 20, 35, 36).

Considering the burden of malaria in Mali (37) and the
potential for clinical overlap with COVID-19, efforts to both
study diseases and understand the potential immunological
interplay are ongoing (19, 22). This potential relationship has
tremendous epidemiological relevance not only for understanding
clinical outcomes in malaria-endemic and non-endemic regions
but also for COVID-19 vaccination efforts. In the absence of a
specific anti-SARS-CoV-2 treatment, research into this area is of
considerable importance.
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The spike (S) protein is encoded by a systematic interplay
between the SARS-CoV-2 genome, the nucleocapsid (N), the
membrane (M), the envelope (E), and various additional
structural proteins. It plays a crucial role in viral infection and
pathogenesis of COVID-19 (38, 39), as it is essential for the viral
invasion of the host cell, mainly through its RBD domain (5, 9,
37). Both RBD and its ligand, the human angiotensin-converting
enzyme-2 (ACE2), are crucial research targets for developing
COVID-19 therapeutic antibodies, vaccines, and serological tests
(2, 40–45). Currently, most COVID-19 vaccines in use or
development are based on the S protein; however, the different
vaccine platforms have demonstrated a variety of strengths and
weaknesses5. In addition to the commonly used S protein and its
RBD, we designed (manuscript submitted) and studied the S
protein’s receptor binding motif (RBM436–507) that interacts
with ACE2.

Vaccine success is likely associated with the specificity and
strength of the immune response it triggers against the S protein,
specifically against its RBD. However, this immune response may
also correlate with factors like age, gender, ethnicity, disease
experience (i.e., disease evolution), treatment duration, and
comorbidities, among others (6–8).

In light of all these issues, this study aimed to assess the
natural antibody response specific to the full-length S protein, its
functional domains RBD (protein), and RBM (peptide) using
plasma collected from COVID-19-positive patients and pre-
COVID-19 participants from a malaria-endemic region. The
epidemiological paradox observed in COVID-19 and malaria
patients in the initial phase, and in the dynamics of infection in
malaria-endemic countries (19, 22), promotes the need for
further studies in this area to produce a better understanding
of the genetic and immunological factors involved.
METHODS

Study Type, Periods, and Sites
A cross-sectional study was conducted to assess the seroreactivity
of COVID-19 patients and pre-COVID-19 donors against the
SARS-CoV-2 full-length recombinant S protein and its binding
domains RBD and RBM. Samples were collected from the
Dermatology Hospital of Bamako (HDB) in Mali (West
Africa); sociodemographic and epidemiological surveys were
also carried out. While all COVID-19 blood samples were
collected from patients confirmed to harbor SARS-CoV-2 by
RT-PCR test, pre-COVID-19 plasma samples were gathered in
2019—before the onset of the COVID-19 pandemic—and
therefore were not tested by COVID-19 RT-PCR. The latter
were collected from donors living in the Village of Dangassa in
Mali, a malaria-endemic zone, and were stored frozen at −20°C.
All laboratory tests were performed at the Laboratory of
Immunogenetic and Parasitology, at the International Centre
of Excellence in Research (ICER-Mali) of the University of
5World Health Organization: COVID-19 vaccines. https://www.who.int/
emergencies/diseases/novel-coronavirus-2019/covid-19-vaccines: [Accessed on
September 11, 2021].
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Sciences, Techniques and Technologies of Bamako (Mali). The
data management and sample processing were carried out from
May 2021 to September 2021.

Study Population
The study population included COVID-19-infected patients (n =
266; sex ratio = 1.2 in favor of men) with SARS-CoV-2 confirmed
by RT-PCR and admitted to the HDB for inpatient care. The pre-
COVID-19 population consisted of volunteers (n = 283; sex ratio
= 1.1 in favor of women) who had participated in a previous
malaria survey study in 2019, before the onset of COVID-19 in
Mali. The study population (COVID-19 and pre-COVID-19
participants) were stratified by age groups 1–4, 5–9, 10–14, 15–
19, 20–29, 30–39, 40–49, 50–59, 60–69, and 70+ years. This
adjusted for the age structure of the population as recommended
by the WHO guidelines on population-based sero-surveys of
SARS-CoV-2 infection6. COVID-19 participants provided
sociodemographic and epidemiological data, including
comorbidities and length of treatment duration. Pre-COVID-
19 participants had records of sociodemographic and
epidemiological data, and current Plasmodium falciparum
infection (parasitemia) was confirmed by microscopic
examination after Giemsa staining of blood smear (BS) slides.
None of the participants had a history of COVID-19 vaccination.

Ethical Considerations
This study was approved by the Institutional Review Board
(Ethics Committee, EC) of the Faculties of Medicine and
Odontostomatology and of the Pharmacy of Bamako (with
reference N°2021/25/CE/USTTB). Written informed consent
(IC) was obtained from each COVID-19 patient for the
collection of blood samples, sociodemographic information,
and clinical data for future investigative purposes. The
authorization of the use of pre-COVID-19 samples and data
was also obtained from the same EC and under the reference
cited above. The current study was based on available data from
participants whose plasma samples and related data were
available and accessible. The confidentiality of the participants’
data was preserved throughout this study.

Variables, Data, and Sample Collections
Data analysis was carried out using medical records from the HDB
data register. Data were collected at the time of hospital admission
(on week 1) and during hospitalization at HDB in 2020. Data were
collected using a paper questionnaire developed for this purpose,
including 1) sociodemographic information; 2) symptoms and
severity of disease; 3) comorbidities or factors such as diabetes,
hypertension, asthma, and body weight; 4) clinical evolution of the
disease’s form; and 5) duration of hospital stay or treatment. The
pre-COVID-19 participant samples were collected from the village
of Dangassa in 2019 before the onset of COVID-19 in Mali. The
variables in the pre-COVID-19 group included sociodemographic
(age and gender) and epidemiological data such as the presence
6Population-based age-stratified seroepidemiological investigation protocol for
coronavirus 2019 (COVID-19) infection, May 26, 2020, version 2.0. https://apps.
who.int/iris/handle/10665/332188: [Accessed on September 29, 2021].
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and density of current P. falciparum infection. A BS slide was
performed and examined by microscopy for the presence and
density of P. falciparum [positive (BS+) or negative (BS−) for each
pre-COVID-19 sample].

Whole blood (5–10 ml) was collected from each COVID-19
patient by venipuncture upon admission to HDB, and the sample
transportation to the laboratory was carried out following the
WHO guidelines for Infectious Substances 2019–2020 (46).
Trained biologists were responsible for ensuring compliance
with these guidelines.

Protein Sequence Analysis, Design, and
Antigen Production
Sequences of the S protein were downloaded from the National
Center for Biotechnology Information (NCBI) SARS-CoV-2
Resources7. Recombinant proteins from the full-length S and
RBD were provided by ExcellGene SA (Monthey, Switzerland)
and Protein Production and Structure Core Facility, EPFL
(Lausanne, Switzerland)8. Proteins were produced according to
the manufacturer’s recommendations9. A peptide covering the
receptor-binding interface (receptor binding motif, RBM436–507) of
the S protein was synthesized at the Chemistry Department,
Florence University, Florence, Italy. RBM is known to undergo
some post-translational modifications (PTMs) such as
glycosylation, but this does not directly contribute to the binding
affinity between SARS-CoV-2 S and ACE-2 (47). In addition, as it
is a synthetic product used in ELISA, RBM is not expected to
undergo any further modification. The 3D images were generated
using PyMol software, an open-source molecular graphics tool
(48) using the atomic coordinates from PDB entry 6ZOY (49). The
illustrative diagram of domains, amino acid sequences, and the 3D
structure of the S protein displaying both the RBD and RBM
sequences are all shown in Supplementary Figure 1.

Enzyme-Linked Immunosorbent Assay
Sample seroreactivity was studied using an ELISA with 96-well
plates (type of plate, Ref 442404). Plates were coated with 1 mg/
ml of S, RBD, or RBM (antigen coating) or not coated with an
antigen (non-antigen coating) and then incubated overnight (O/
N) at 4°C. The plates were then blocked for 1 h at room
temperature (RT) with phosphate-buffered saline (PBS) 1× (3%
milk) before being incubated for 2 h at RT with COVID-19 and
pre-COVID-19 plasma samples at a dilution of 1:100. Goat anti-
human IgGs, conjugated to horseradish peroxidase (HRP), were
used as secondary antibodies, diluted to 1:5,000 (Life
Technologies, Carlsbad, CA, USA; Ref H10307), and incubated
for 1 h at RT. Signals were revealed using TMB substrate reagent
(BD OptEIA, cat 555214; BD Biosciences, San Jose, CA, USA) for
20 min in the dark at RT, and the reaction was stopped using 1 M
of sulfuric acid (Merck, Darmstadt, Germany; 1.00731.1000).
Optical density (OD) was measured at 450/630 nm in a
microplate ELISA-Reader (SoftMax®Pro Software). Samples
were considered positive when their mean OD was ≥mean OD
7https://www.ncbi.nlm.nih.gov/sars-cov-2/: [Accessed on September 30, 2021].
8https://www.epfl.ch/research/facilities/ptpsp/: [Accessed on September 29, 2021].
9https://www.excellgene.com: [Accessed on September 29, 2021].
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+ 3SD of the negative control samples (indicated as the cutoff).
The cross-reactivity of pre-COVID-19 samples was considered
significant for the samples with a mean OD ≥mean OD + 3SD of
the negative controls with a dilution of 1:100 (indicated as the
cutoff). Non-specific binding samples (i.e., samples with
antibody responses in non-antigen-coated plates), were
determined to be samples with an OD against non-coated
plates greater or equal to the same sample’s response against
antigen-coated plates (i.e., responder sample).

Data Management and Statistical Analysis
Data from the coded questionnaires were directly entered into
the electronic data entry system during data and sample
collection. Each participant was assigned a number that was
known only to the investigators. The information was entered in
Excel 2013, and ELISA data were imported directly into Excel
and associated with the participants’ sociodemographic and
epidemiological data. The analysis and generation of figures
were done with Stata and Prism 5 software. The unpaired t-
test, chi-squared test, and Fisher’s exact test were used to
compare groups with a significance threshold of 5%.
RESULTS

Sequences and 3D Structures of S Protein,
and the Receptor-Binding Domain and
Receptor-Binding Motif Domains
Three antigens, namely, the full-length S protein (1250 aa), its
RBD (211 aa), and a synthetic peptide covering the binding
interface (RBM; 72 aa) of RBD, were used in this study
(Supplementary Figure 1). The S protein plays a crucial role in
viral infection and pathogenesis, as it mediates the SARS-CoV-2
binding to human ACE2. It comprises two functional subunits: S1,
which harbors the N-terminal domain (NTD) and the receptor-
binding domain (RBD), responsible for binding to the host cell
receptor; and the S2, which harbors the heptad repeat 1 (HR1) and
2 (HR2), responsible for the fusion of viral and cell membranes
(39) (Supplementary Figure 1A). The full-length sequence of the
S protein of SARS-CoV-2 was obtained using the BLASTP search
program (50, 51). The SARS‐CoV‐2 RBD shows significant
sequence homology (~73%) with seasonal phylogenetically
related coronaviruses (25, 52–54) (Supplementary Figure 1B).
The RBM is a segment representing approximately 6% of the S
protein’s length, located within the RBD domain. It is recognized
by the ACE2 protein and not only represents the most variable
region of the protein but is also highly specific to SARS-CoV-2
(Supplementary Figure 1C). The 3D image of the SARS-CoV-2 S
protein structure was made while displaying the RBD and RBM
locations (48, 49) (Supplementary Figure 1D).

Seroprevalence of Antibodies Against S,
Receptor-Binding Domain, and Receptor-
Binding Motif in COVID-19 Patients
Overall, all three antigens were well recognized by the COVID-
19 samples but with significant variation among the S, RBD, and
RBM antigens (p < 0.0001; Figure 1A). In terms of antibody
April 2022 | Volume 13 | Article 856033
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prevalence, of the 266 samples studied, 214 samples (80.5%)
recognized S, 189 (71.1%) recognized RBD, and 85 (31.9%)
recognized RBM (Table 1). In terms of antibody level, the S
protein showed a two-fold higher antibody OD than RBD, which
in turn showed a two-fold higher antibody OD than RBM; the
median OD and interquartile 1 and 3 (Q1; Q3) were 0.685 (0.335;
1,217), 0.378 (0.225; 0.880), and 0.177 (0.126; 0.277),
respectively (Figure 1A).

When only the reactive samples (responders) were assayed, the
S protein showed a higher median OD for Q1 and Q3 [0.834
(0.509; 1.324)] than did RBD [0.5268 (0.340; 1.194)] or RBM
[0.436 (0.283; 0.773)] (Figure 1B). While reactivity with S and
RBD was observed in 65.5% (174/266), only 27.1% (72/266) of
COVID-19 donors recognized all three antigens (Figures 2A–C).
Frontiers in Immunology | www.frontiersin.org 5
This reactivity would be relevant in selecting antibody donors and
antigens for further analysis. The recognition of S correlated with
recognition of RBD (r = 0.63, p = 0.001; Figure 2A), and
recognition of RBD correlated with recognition of RBM (r =
0.45, p = 0.001; Figure 2B). In contrast, there was little correlation
between the recognition of S and the recognition of RBM (r =
0.003, p = 0.9; Figure 2C). Although samples from pre-COVID-19
volunteers (n = 283) presented lower reactivity frequencies and
ODs than the COVID-19 samples (p < 0.05; Figures 1, 2; Table 1),
they still displayed a significant level of cross-reactivity against the
three antigens (see Figure 3 and Supplementary Figure 4).

The analysis of IgG antibody levels by gender (male (M) and
female (F)) in the COVID-19 patient group indicated
comparable results between the two genders for each antigen
TABLE 1 | Frequency of responders against S, RBD, and RBM in COVID-19 and pre-COVID-19 donors.

Samples S responder n (%) RBD responder n (%) RBM responder n (%)

COVID-19 (N = 266) 214 (80.5) 189 (71.1) 85 (31.9)
Pre-COVID-19 (N = 283) 62 (21.9) 19 (6.7) 25 (8.8)
p ** ** **
April 2022 | Volu
The proportion of responder samples against S, RBD, and RBMwas calculated using the samples showing an antibody mean OD ≥mean OD + 3SD of the negative controls at the dilution
1:100 (indicated as the ELISA cutoff). Fisher’s exact test was used to compare the proportion of responders between the COVID-19 and pre-COVID-19 groups. N, total number of
samples; n, number of responder samples; %, percent of responder samples; RBD, receptor-binding domain; RBM, receptor-binding motif; OD, optical density.
**p ≤ 0.01.
A B

FIGURE 1 | Distribution of antibody responses against S, receptor-binding domain (RBD), and receptor-binding motif (RBM) antigens in COVID-19 and pre-COVID-
19 samples. (A) Global analysis of samples (positive and negative in ELISA) shows that antibody (Ab) levels (mean OD shown as a horizontal black line in the dot
plots) for S, RBD, and RBM were significantly higher in COVID-19 patient samples as compared to pre-COVID-19 donor samples (p < 0.0001). Also, the Ab levels
varied significantly (p < 0.0001) among S, RBD, and RBM in COVID-19 samples. The table shows the median OD, Q1, and Q3 values of antibodies for S, RBD, and
RBM in COVID-19 and pre-COVID-19 samples. (B) Levels of Ab responses in responder-only COVID-19 samples were significantly higher than in responder-only
pre-COVID-19 samples (cross-reactive responders) for S (p < 0.0001), RBD (p < 0.01), and RBM (p < 0.05). The table shows the median OD, Q1, and Q3 of
antibodies for S, RBD, and RBM of responder-only samples in COVID-19 and pre-COVID-19 participants. The unpaired t-test and ANOVA were performed to
compare the mean ODs of antibodies between the two groups and within the groups themselves, respectively. *p < 0.05; ** p < 0.01; ****p < 0.0001; OD, optical
density; Q1, quartile 1; Q3, quartile 3.
me 13 | Article 856033
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(Supplementary Figures 2A–C). In the COVID-19 patient
group, the median OD (Q1; Q3) for M vs. F was 0.609 (0.333;
1.260) vs. 0.712 (0.339; 1.193), 0.371 (0.229; 0.873) vs. 0.390
(0.213; 0.887), and 0.174 (0.130; 0.251) vs. 0.186 (0.123; 0.300)
for S, RBD, and RBM, respectively (Supplementary Figures 2A–
C). The frequency of responders and antibody OD were both
similar between M and F (p > 0.05) in both COVID-19 and pre-
COVID-19 groups, except for the cross-reactive response to
RBM (Supplementary Figure 2C) in the pre-COVID-19 group
(Table 2). Furthermore, the non-specific binding of antibody
samples in COVID-19 patients accounted for 8.9% (17 out of
189), and 14.1% (12 out of 85) of the seroreactive samples for S,
RBD, and RBM, respectively (Table 3).

Overall, antibody levels increased as a function of age—
particularly for S and RBD—but not for the RBM fragment
(Figure 4). Furthermore, antibody levels to S and RBD were
comparable at the earlier ages under 19 and above 59 years and
were significantly greater than those against RBM.

Levels of Anti-S, Receptor-Binding
Domain, and Receptor-Binding Motif
Antibodies at Hospital Admission and
Duration of Remission From the
Symptomatic COVID-19
Here, we analyze the association between antibody levels toward
S, RBD, and RBM at the time of hospital admission and duration
Frontiers in Immunology | www.frontiersin.org 6
of treatment (i.e., the remission of symptomatic forms). Duration
of remission was thus defined as the estimated time in days (≤30
or >30 days) from hospital admission to recovery from
symptomatic SARS-CoV-2 infections, as confirmed by at least
two negative RT-PCRs. Overall, the duration of treatment was
shorter for participants who had higher antibody levels at
admission for all three antigens, especially for RBD (p < 0.01)
(Figure 5). In addition, for the patient group with treatment
periods ≤30 days, Ab levels for S, RBD, and RBM varied more
significantly from each other (p < 0.0001) than among those
hospitalized for longer periods (p = 0.037) (Figure 5). However,
the proportion of responder samples for S, RBD, or RBM was
comparable between the ≤30- and >30-day treatment
groups (Figure 5).
Preexisting Comorbid Conditions and
Elicitation of Anti-S, Receptor-Binding
Domain, and Receptor-Binding Motif
Antibodies Among COVID-19 Patients
Comorbidities such as diabetes, hypertension and asthma, and
high body weight were evaluated as factors that may impact the
effective development of antibodies against S, RBD, and RBM in
COVID-19 patients. The antibody levels (mean OD) for S, RBD,
and RBM were similar between the patient groups with and
without arterial hypertension (AHT) and were slightly higher in
the patient groups not suffering from diabetes or asthma
A

C

B

FIGURE 2 | Positive responder samples from COVID-19 patients simultaneously recognizing two or all three antigens. There was a significant positive correlation
between antibody responses (antibody optical density (OD)) against S and receptor-binding domain (RBD) (R = 0.63, p = 0.001 (A)), and between antibody
responses against RBD and receptor-binding motif (RBM) ((R = 0.45, p = 0.001 (B)), but not for antibody responses against S and RBM (R = 0.003, p = 0.9 (C)).
The two-sided Spearman’s rank correlation test was used to determine p- and R-values. The gray lines are the lines of best fit for each scatter diagram. The table
shows the number (n) and prevalence (%) of responder samples recognizing only S, or only S and RBD, or recognizing all three antigens simultaneously.
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(Figures 6A–C). Similarly, the prevalence of antibody responders
for S and RBD remained similar between patient groups with or
without comorbidity (p > 0.05; Table 4), whereas COVID-19
patient groups suffering from asthma and diabetes showed no
positive antibody responses against RBM (Table 4). In addition,
increasing body weight was associated with a significant decrease
in antibody responses to S and a slight decline in antibody
response to RBD (Figure 6D). The occurrence of two or more
simultaneous comorbidities in a COVID-19 patient did not
significantly impact the level of anti-S- and RBD-specific
antibodies; however, there was no correlation between two
Frontiers in Immunology | www.frontiersin.org 7
comorbidities in COVID-19 patients and the response against
RBM (Supplementary Figures 3A–C).

Level of Anti-S, Receptor-Binding Domain,
and Receptor-Binding Motif Cross-
Reacting Antibodies and Active Malaria
Infection in the Pre-COVID-19 Malaria
Infection Samples
The cross-reactivity of S, RBD, and RBM among the pre-
COVID-19 samples from donors living in malaria-endemic
areas (Dangassa village) was studied. The antibody OD
FIGURE 3 | Cross-reactivity and non-specific binding against S, receptor-binding domain (RBD), and receptor-binding motif (RBM) in pre-COVID-19 and endemic
malaria samples. The cross-reactive antibody levels (mean optical density (OD) shown as a horizontal black line in the dot plots) for S, RBD, and RBM were
demonstrably higher than in non-specific binding antibody levels; this was significant for S (p < 0.01). The table shows the number and proportion (frequency) of
samples showing cross-reactions or non-specific binding for S, RBD, and RBM. N, total number of pre-COVID-19 samples; n, number of cross-reactive or non-
specific binding samples; %, percent of cross-reactive or non-specific binding samples; Q1, quartile 1; Q3, quartile 3. The unpaired t-test and ANOVA were used to
compare mean antibody ODs between different groups and within the groups themselves, respectively. **p ≤ 0.01; ns, not significant.
TABLE 2 | Prevalence of antibody responders against S, RBD, and RBM according to gender in COVID-19 and pre-COVID-19 sample groups.

S responders RBD responders RBM responders

Samples Male n (%) Female n (%) p Male n (%) Female n (%) p Male n (%) Female n (%) p

COVID-19 (N = 266) 116 (79.5) 98 (81.7) ns 105
(71.9)

84 (70.0) ns 44 (30.1) 41 (34.2) ns

Pre-COVID-19 (N = 283) 32 (23.7) 30 (20.3) ns 7
(5.2)

12
(8.1)

ns 7
(5.2)

18 (12.1) *
April 2022 | Volu
me 13 | Article 8560
The proportions of S, RBD, and RBM responders in COVID-19 samples as compared to pre-COVID-19 samples were determined. Fisher’s exact test was used to compare the proportion
of responders between COVID-19 and pre-COVID-19 samples.
N, total number of samples; n, number of responders; %, percentage of responders; RBD, receptor-binding domain; RBM, receptor-binding motif; ns, not significant.
*p ≤ 0.05.
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distribution was similar among the S, RBD, and RBM (p > 0.05;
Figure 3) with respective median antibody ODs (Q1; Q3) of
0.347 (0.269; 0.521), 0.324 (0.308; 0.351), and 0.391 (0.315;
0.467). There was a higher frequency of cross-reactive samples
for S (21.9%) than for RBD (6.7%) or RBM (8.8%) (Figure 3).
In addition, cross-reactive antibodies against all three antigens
were present in all age groups; however, they were higher for
S and RBM in most age ranges than they were for RBD
(Supplementary Figure 4). No significant correlation was
found between the density of malarial parasitemia and the level
of antibodies cross-reacting with S (r = 0.10 p = 0.09; Figure 7A),
RBD (r = 0.06, p = 0.35; Figure 7B), or RBM (r = −0.07 p = 0.27;
Figure 7C). In contrast, cross-reacting antibodies appeared to be
more common in samples without parasitemia (i.e., without
active P. falciparum infection, or BS− samples), representing
77.4% (42 out of 62), 100% (19 out of 19), and 88% (22 out
of 25) of the cross-reactive samples against S, RBD, and
RBM, respectively (Figure 7D). This correlation is made
evident by the fact that BS− samples demonstrated significantly
Frontiers in Immunology | www.frontiersin.org 8
higher mean antibody ODs against RBM than BS+
samples (Figure 7D).
DISCUSSION

Despite the extraordinary breadth of scientific studies on
COVID-19, limited data are available from regions where
populations are being exposed to additional severe and lethal
diseases, such as malaria. This study has demonstrated a high
level of seroreactivity for both COVID-19 samples and pre-
COVID-19 samples from a malaria-endemic area (Mali) against
the SARS-CoV-2 S protein. For the COVID-19 patients (n =
266), most samples reacted with the full-length protein and its
internal domain RBD, although responses to the RBM were
notably lower. Higher antibody levels at the time of hospital
admission were associated with shorter treatment durations for
COVID-19. Furthermore, certain comorbidities and the presence
of high body weights appeared to be associated with a weaker
FIGURE 4 | Differing antibody responses against S, receptor-binding domain (RBD), and receptor-binding motif (RBM) according to different age groups of COVID-
19 patients. Antibody responses against S, RBD, and RBM were studied for each age group of COVID-19 patients. A correlation was observed between increasing
antibody levels and increasing age. The average Ab response (mean optical density (OD)) against each antigen was calculated for each age group. Comparisons
were made using an unpaired t-test to study the difference in responses against each antigen within each age group. NA, not applicable; *p < 0.05; **p < 0. 01;
***p < 0.001; ****p < 0.0001. ns, not significant; Age (year), age ranges in years.
TABLE 3 | Proportion of non-specific binding antibodies against S, RBD, and RBM responders in COVID-19 patients.

COVID-19 samples (N = 266)

Antigens Responders Non-specific Ab binding from responders

n (%) Median OD (Q1; Q3) n (%) Median OD (Q1; Q3)

S 214 (80.5) 0.834 (0.509; 1.324) 19 (8.9) 0.664 (0.504; 0.781)
RBD 189 (71.1) 0.527 (0.340; 1.194) 17 (8.9) 0.728 (0.626; 0.884)
RBM 85 (31.9) 0.436 (0.283;0.773) 12 (14.1) 0.737 (0.642; 0.866)
April 2022 |
The proportion of samples showing non-specific binding antibodies for S, RBD, and RBM was determined in COVID-19 patient samples. The non-specific binding antibody samples are
those showing in no antigen-coating, i.e., in plates coated with no antigen, a mean OD of antibody ≥ mean OD in antigen coating. The median OD and interquartile (Q1 and Q3) are
illustrated.
N, number of COVID-19 samples; n, number of responders or non-specific binding samples, %, the proportion of responders or non-specific binding samples; RBD, receptor-binding
domain; RBM, receptor-binding motif.
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antibody response to S, RBD, and RBM. The positive response of
COVID-19 plasma against different sequence domains (RBD and
RBM) of S protein highlights peptide synthesis as an effective
vaccine approach, which could ultimately contribute to the mass
production of crucial COVID-19 good manufacturing practice
(GMP) products (55–57).

Overall, our data demonstrate the importance of RBD—
which showed comparable antibody responses (71.9%) to the
full-length S protein (80.5%)—as an alternative target for
vaccinations and antiviral therapies (58, 59). However it should
be noted that we observed a relatively low prevalence of S
antibodies (the most prevalent antigen); various other studies
observed an antibody response of 95% from their COVID-19
patients (31, 60–64), indicating that our value of 80.5% is lower
than expected. This may have been caused by a lack of
seroconversion in some patients, as plasma was collected
Frontiers in Immunology | www.frontiersin.org 9
within the first week after hospital admission. According to the
literature, at least 11–14 days after the onset of the disease is
reported to be necessary to observe an average seroconversion
rate of approximately 90%–100% for antibodies (IgM or IgG)
against the SARS-CoV-2 S and N proteins (31, 60–69). Future
investigations of the antibody dynamics, including in the early
(acute) and late (convalescent) phases of COVID-19 infection,
may provide more insight into this issue.

Antibody responses to SARS-CoV-2 antigens increased with
age but were not associated with gender. Indeed, the S antigen
showed a higher antibody level than RBD or RBM across all age
groups. The same was observed for RBD as compared to RBM.
Some studies have indicated that immunity and COVID-19
infection correlate positively with age (27, 70, 71), while others
have suggested that aged patients are more prone to developing an
uncontrolled and ineffective immune response, thus increasing
disease severity (27, 70, 71). Our data strengthen the argument for
inadequate antibody immunity as the cause of higher incidence of
hospitalization in elderly patients despite high antibody levels in
such groups. Regarding gender, it has been suggested that an
immune response to COVID-19 may differ between men and
women, thus influencing their ability to recover from a severe
infection (72–77). Indeed, in women, higher IgG levels in the early
phase and during COVID-19 (72–77) appear to play an essential
role in reducing severe disease and mortality (78). However, this
study analyzed samples only once, enabling the comparison of
antibody levels in mild, severe, and convalescent cases. Still,
studies on the dynamics of antibody responses to S, RBD, and
RBM—controlling for variables like age and gender—are now
necessary. Moreover, it was not possible to determine whether
the SARS-CoV-2 antibody levels at hospital admission were
correlated with recent exposure to COVID-19, which might
explain the benign outcome of the disease in this group
of patients.

Concerning treatment duration, patients with stronger
responses to S, RBD, or RBM experienced remission in a shorter
time period (≤30 days), supporting the idea that S- and RBD-
specific antibodies play a crucial role in controlling the severity
of SARS-CoV-2 infections. These findings are consistent with
other studies that showed that the failure to develop antibodies
against SARS-CoV-2 was an essential factor in worsening the
disease (79) and was problematic for serodiagnosis tests (30).

This study shows that an accurate assessment of the
interactions between preexisting comorbidities and antibody
elicitation in the onset of SARS-CoV-2 is essential for existing
vaccination strategies and especially to protect those at higher risk
from severe forms of COVID-19. Preexisting comorbidities such
as diabetes, hypertension, and asthma did not appear to influence
antibody response against S and RBD. However, it is interesting
that asthma and diabetes seemed to impede the elicitation of
antibodies against RBM (the more specific domain for SARS-
CoV-2) and that higher body weights appeared to weaken the
antibody responses against S in COVID-19 patients. Altogether,
these data suggest that preexisting comorbidities—which are
associated with disease severity—may be directly impacting the
immune responses to SARS-CoV-2 (80–83).
FIGURE 5 | Association of anti-S, receptor-binding domain (RBD), and
receptor-binding motif (RBM) antibodies at the time of hospital admission with
the duration of treatment for symptomatic COVID-19. The lowest antibody
levels for S, RBD, and RBM at the time of hospital admission were associated
with increased patient treatment time for symptomatic forms of COVID-19
(i.e., >30 days) as shown in the graph. The correlation was strongest with
RBD recognition. The table shows the proportions of S, RBD, and RBM
responders as a function of their treatment duration, but no significant
difference was observed between the three antigens and the treatment
duration time. The unpaired t-test and ANOVA were used to compare the
mean Ab optical density (OD) between the two treatment duration groups
and between antigens, respectively, and Fisher’s exact test was used to
determine the proportion of responders with a treatment duration of ≤30 or
>30 days. *p < 0.05; **p < 0.01; ****p < 0.0001. ns, not significant.
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Additionally, our findings imply that even with a lack
of specific binding, there is still a high degree of cross-
recognition for the SARS-CoV-2 antigens among populations
not infected with SARS-CoV-2 living in malaria-endemic areas.
Cross-reactive as high as 21.9% against S (highest) is consistent
with previous studies, where it reached 17% or even upwards of
20% in malaria-endemic areas (23, 24). This cross-reactivity
between malaria and SARS-CoV-2 raises the question of
whether other SARS or malaria infections can produce
similarly cross-reactive antibodies, playing a role in SARS-
CoV-2 infection. In this regard, there is evidence for a cross-
neutralization reaction between SARS-CoV and SARS-CoV-2,
albeit controversial (25, 84). Malarial infections may also elicit a
wide range of immune responses that could also be cross-reactive
for COVID-19 antigens (18–22). In addition, antigen cross-
reactivity (85, 86) may be due to a non-specific, antigen-
independent antibody binding. In pre-COVID-19 volunteers,
we observed false positivity against the three antigens in 9.6% to
20.0% of the cross-reactive samples, potentially indicating a non-
specific antibody binding. These findings further confirm that
anti-SARS-CoV-2 antibody tests may exhibit some false
positives, as revealed by ELISA after removing the antigen
coating (87, 88). Also, several proteins, present in human
plasma at high concentrations—such as albumin (89)—can
Frontiers in Immunology | www.frontiersin.org 10
interfere with the detection of low abundance analytes (90) by
increasing background signals and non-specific antibody
binding (91).

Moreover, no correlation was found between the cross-
recognition of SARS-CoV-2 antigens and current malaria
infection. In contrast, the most cross-reactive antibodies were
mainly associated with the absence of acute malarial infections,
indirectly indicating a protective antibody response to malaria
that cross-reacts with SARS-CoV-2. The cross-reactivity is more
than likely to occur, since non-specific or poly-specific activation
of B cells may occur during or before the process of induction of
etiologic antibodies (92–95). Therefore, the coinfection of
malaria and COVID-19, their impact on each other (in terms
of clinical issues), and the cross-reactivity of COVID-19 antigens
with malaria-endemic samples may help to explain the paradox
in the incidence of COVID-19 in malaria-endemic areas (20–22,
96–98). Further study is necessary to assess how the coinfection
of malaria and SARS-CoV-2 can impact the clinical outcomes of
each disease.

In conclusion, the characterization of the individual antibody
target domains/epitopes (like RBD and RBM) present in the
SARS-CoV-2 S—in both naturally COVID-19 exposed patients
and malaria exposed donors without COVID-19 infection—not
only would contribute to our understanding of the fine specificity
A B

C D 

FIGURE 6 | Correlation between antibodies against S, receptor-binding domain (RBD), and receptor-binding motif (RBM) and comorbid conditions in COVID-19
patients. No significant variation was observed in antibody responses against S, RBD, or RBM between COVID-19 patients with the presence (Yes) vs. absence (No)
of comorbid conditions, such as AHT (hypertension) (A), diabetes (B), and asthma (C). However, a trend toward increased antibody levels for all three antigens was
observed in the COVID-19 patient groups with no diabetes (B) or asthma (C). (D) Spearman’s rank analysis shows a significant negative correlation between
antibody levels for S and body weight but showed no significant impact on antibodies against RBD and RBM in COVID-19 patients. ns, not significant.
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of SARS-CoV-2 antigens and their cross-reactivity observed in
these populations but also may offer strategies for designing
a second-generation of vaccines. The cross-reactivity of the
SARS-CoV-2 antigens was evident in pre-COVID-19 infected
samples, as was the impact of protective malarial infection on
said cross-reactivity. It can be noted that the early development
of high antibody levels against RBD was essential in shortening
treatment durations for SARS-CoV-2 infections. Furthermore,
Frontiers in Immunology | www.frontiersin.org 11
factors such as asthma, diabetes, and weight may adversely affect
antibody responses to SARS-CoV-2.
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FIGURE 7 | Relationship between cross-reactivity against S, receptor-binding domain (RBD), and receptor-binding motif (RBM) and active malaria infection among
pre-COVID-19 donors. (A–C) Non-significant correlations of cross-reactive antibodies to S, RBD, or RBM with present malarial infection (i.e., Plasmodium falciparum
parasitemia in the pre-COVID-19 donor groups). Red lines indicate the best-fit relationship between data points. p- and R-values were calculated using the two-tailed
Spearman’s rank correlation tests. (D) The graph shows no significant variation in cross-reacting antibodies against S and RBD in pre-COVID-19 samples with
(blood smear positive (BS+)) or without (blood smear negative (BS−)) present malarial infections; on the other hand, the high level of cross-reactive antibody against
RBM was strongly associated (p < 0.01) with the absence of malarial infection (BS−). The table shows the proportions of BS+ or BS− cross-reactive samples against
S, RBD, and RBM. N, total number of cross-reactive samples; n, number of BS+ or BS− cross-reactive samples. Comparisons of the mean optical density (OD) for
BS+ and BS− sample groups were made using the unpaired t-test. **p < 0.01; ns, not significant.
TABLE 4 | Proportion of antibody responders for S, RBD, and RBM in conjunction with the presence or absence of comorbid conditions among COVID-19 patients.

S responders RBD responders RBM responders

n (%) p n (%) p n (%) p

AHT
Yes 18 (81.8) ns 15 (68.2) ns 5 (22.7) ns
No 148 (79.6) 135 (72.6) 65 (34.9)
Diabetes
Yes 6 (75) ns 5 (62.5) ns 0 (0.0) NA
No 160 (80) 145 (72.5) 70 (35)
Asthma
Yes 2 (66.7) ns 2 (66.7) ns 0 (0.0) NA
No 164 (80) 148 (72.2) 70 (34.2)
April
 2022 | Volume 13 | Article 85
The proportions of responders against S, RBD, and RBM in COVID-19 samples were determined according to the presence (Yes) or the absence (No) of comorbidities (arterial
hypertension (AHT), diabetes, and asthma). Fisher’s exact test was used to compare the proportion of S, RBD, or RBM responders in groups with or without comorbidities.
N, total number of samples; n, number of responders; %, percentage of responders; ns, not significant; NA, not applicable; RBD, receptor-binding domain; RBM, receptor-binding motif.
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Supplementary Figure 1 | Structure and amino acid sequences of the S and
RBD proteins, and RBM peptide of SARS-CoV-2. (A) Structural features diagram of
the SARS-CoV-2 spike (S) protein showing the subunit ectodomains S1 and S2;
NTD, the N-terminal domain; RBD, the receptor-binding domain; FP, the fusion
peptide; HR1 and HR2, the heptad regions 1 and 2; TM, the transmembrane
domain; IC, the intracellular tail, (Yang et al., 2021) [39]. The sequence of ~1250
amino acid (aa) covering the full-length Spike protein is below. The sequence of
residues in RBD is shown in green. The full-length sequence of the Spike (S) protein
of SARS-CoV-2 is obtained using the BLASTP search program (50, 51). (B) The
sequence of the SARS-CoV-2 RBD (aa319-529; ~211aa, in green) and several
other RBD sequences from different SARS and viruses are provided in parallel for
comparison. The portion in magenta, which is more variable than other parts of the
RBD domain, is illustrated. * Indicates identical residues; similar residues are green
while different ones are red. (C) Shows a synthetic peptide sequence (aa436-507;
~72aa) covering the binding segment (RBM, receptor biding motif) of the SARS-
CoV-2 RBD. (D) Illustrates the 3D structure of SARS-CoV-2 spike (S) protein trimer
with an S monomer outlined by blue color, and RBD and RBM in green and
magenta, respectively. The other two monomers of S are in grey.

Supplementary Figure 2 | Antibody responses against S, RBD and RBM
according to gender in COVID-19 and pre-COVID-19 donors. (A–C) Show
respectively not significant antibody responses (OD) against S (A), RBD (B) and
RBM (C) between male and frmale in COVID-19 samples. Whereas, in pre-COVID-
19 samples, the antibody level (cross-reactive antibody) for RBM was significantly
higher in female group (p<0.01). The table shows median OD;s and interquartiles
(Q1 and Q3) for antibody responses against S, RBD and RBM in COVID-19 and
pre-COVID-19 groups. **p≤ 0.01; ns, not significant.

Supplementary Figure 3 | Analysis of antibody responses to S, RBD, and
RBM according to the presence of multiple comorbid conditions in COVID-19
patients. (A–C) Show not significant variation of antibody responses against S,
RBD and RBM according to the presence or absense of various comorbidities in
COVID-19 patients, respectively. Unlike S and RBD, no association was found
between two comorbidities and response to MBR (C). CMB, comorbidity;
ns, not significant.

Supplementary Figure 4 | Cross-reactivity of S, RBD and RBM according to age
group in pre-COVID-19 samples. Cross-reactive antibody levels (in pre-COVID-19
samples) for spike (S) and MBR were comparable, but significantly higher than for
MBR in most of the different age groups. Comparison of antibody levels between
different antigens in the same age group was determined in unpaired t-test. *p <
0.05; **p < 0.01; ***p < 0.001; NA, not applicable; n, not significant; Age (year),
age ranges.
REFERENCES
1. Fehr AR, Perlman S. Coronaviruses: An Overview of Their Replication and

Pathogenesis. Methods Mol Biol (2015) 1282:1–23. doi: 10.1007/978-1-4939-
2438-7_1

2. Peiris JS, Guan Y, Yuen KY. Severe Acute Respiratory Syndrome. Nat Med
(2004) 10(12 Suppl):S88–97. doi: 10.1038/nm1143

3. Zaki AM, van Boheemen S, Bestebroer TM, Osterhaus AD, Fouchier RA.
Isolation of a Novel Coronavirus From a Man With Pneumonia in Saudi
Arabia. N Engl J Med (2012) 367(19):1814–20. doi: 10.1056/NEJMoa1211721

4. Gorbalenya AE, Baker SC, Baric RS, de Groot RJ, Drosten C, Gulyaeva AA,
et al. The Species Severe Acute Respiratory Syndrome-Related Coronavirus:
Classifying 2019-Ncov and Naming it SARS-CoV-2. Nat Microbiol (2020) 5
(4):536–44. doi: 10.1038/s41564-020-0695-z

5. Shereen MA, Khan S, Kazmi A, Bashir N, Siddique R. COVID-19 Infection:
Origin, Transmission, and Characteristics of Human Coronaviruses. J Adv
Res (2020) 24:91–8. doi: 10.1016/j.jare.2020.03.005

6. O’Driscoll M, Ribeiro Dos Santos G, Wang L, Cummings DAT,
Azman AS, Paireau J, et al. Age-Specific Mortality and Immunity Patterns
of SARS-CoV-2. Nature (2021) 590(7844):140–5. doi: 10.1038/s41586-020-
2918-0

7. Walsh EE, Shin JH, Falsey AR. Clinical Impact of Human Coronaviruses 229E
and OC43 Infection in Diverse Adult Populations. J Infect Dis (2013) 208
(10):1634–42. doi: 10.1093/infdis/jit393
April 2022 | Volume 13 | Article 856033

https://www.frontiersin.org/articles/10.3389/fimmu.2022.856033/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fimmu.2022.856033/full#supplementary-material
https://doi.org/10.1007/978-1-4939-2438-7_1
https://doi.org/10.1007/978-1-4939-2438-7_1
https://doi.org/10.1038/nm1143
https://doi.org/10.1056/NEJMoa1211721
https://doi.org/10.1038/s41564-020-0695-z
https://doi.org/10.1016/j.jare.2020.03.005
https://doi.org/10.1038/s41586-020-2918-0
https://doi.org/10.1038/s41586-020-2918-0
https://doi.org/10.1093/infdis/jit393
https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles
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Incandela, Kodio, Coulibaly, Faye, Kajava, Pratesi, Migliorini, Papini, Pacini, Rovero,
Errante, Diakite,́ Arevalo-Herrera, Herrera, Corradin and Balam. This is an open-
access article distributed under the terms of the Creative Commons Attribution
License (CC BY). The use, distribution or reproduction in other forums is permitted,
provided the original author(s) and the copyright owner(s) are credited and that the
original publication in this journal is cited, in accordance with accepted academic
practice. No use, distribution or reproduction is permitted which does not comply with
these terms.
April 2022 | Volume 13 | Article 856033

https://doi.org/10.1002/dmrr.3377
https://doi.org/10.1016/j.cell.2020.02.052
https://doi.org/10.1016/0022-1759(85)90150-4
https://doi.org/10.1016/j.jim.2005.11.008
https://doi.org/10.1016/j.ijid.2020.12.067
https://doi.org/10.1002/jmv.26628
https://doi.org/10.1074/mcp.r200007-mcp200
https://doi.org/10.1007/s00726-004-0141-1
https://doi.org/10.1021/ac0513966
https://doi.org/10.1002/eji.1830120803
https://doi.org/10.1016/j.coi.2007.04.002
https://doi.org/10.1016/j.bsheal.2021.04.001
https://doi.org/10.1016/j.bsheal.2021.04.001
https://doi.org/10.1155/2020/8829848
https://doi.org/10.1016/j.idcr.2020.e00879
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles

	Seroreactivity of the Severe Acute Respiratory Syndrome Coronavirus 2 Recombinant S Protein, Receptor-Binding Domain, and Its Receptor-Binding Motif in COVID-19 Patients and Their Cross-Reactivity With Pre-COVID-19 Samples From Malaria-Endemic Areas
	Introduction
	Methods
	Study Type, Periods, and Sites
	Study Population
	Ethical Considerations
	Variables, Data, and Sample Collections
	Protein Sequence Analysis, Design, and Antigen Production
	Enzyme-Linked Immunosorbent Assay
	Data Management and Statistical Analysis

	Results
	Sequences and 3D Structures of S Protein, and the Receptor-Binding Domain and Receptor-Binding Motif Domains
	Seroprevalence of Antibodies Against S, Receptor-Binding Domain, and Receptor-Binding Motif in COVID-19 Patients
	Levels of Anti-S, Receptor-Binding Domain, and Receptor-Binding Motif Antibodies at Hospital Admission and Duration of Remission From the Symptomatic COVID-19
	Preexisting Comorbid Conditions and Elicitation of Anti-S, Receptor-Binding Domain, and Receptor-Binding Motif Antibodies Among COVID-19 Patients
	Level of Anti-S, Receptor-Binding Domain, and Receptor-Binding Motif Cross-Reacting Antibodies and Active Malaria Infection in the Pre-COVID-19 Malaria Infection Samples

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Materials
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


