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Abstract: (1) Background: SARS-CoV-2 variants possess specific mutations throughout their genome;
however, the effect of these mutations on pathogenesis is little known. The study aimed to identify
SARS-CoV-2 variants and their susceptibility rate against monoclonal antibodies, convalescent,
and vaccine plasma. (2) Methods: Strains isolated from COVID-19 cases in Turkey in April and
September 2021 were involved. Illuma Nextera XT was processed for NGS, followed by virtual
phenotyping (Coronavirus Antiviral and Resistance Database (CoV-RDB) by Stanford University).
(3) Results: Among 211 strains, 79% were SARS-CoV-2 variants. B.1.1.7 (Alpha) was the most
dominant, followed by B.1.617.2 (Delta), B.1.351 (Beta), and B.1.525 (Eta). Alpha and Delta were
less susceptible to Etesevimab—Sotrovimab and Bamlanivimab—Etesevimab, respectively. Reduced
efficacy was observed for convalescent plasma in Beta and Delta; AstraZeneca, Comirnaty plus
AstraZeneca in Alpha; Comirnaty, Moderna, Novovax in Beta; Comirnaty in Delta. (4) Conclusion:
CoV-RDB analysis is an efficient, rapid, and helpful web tool for SARS-CoV-2 variant detection and
susceptibility analysis.

Keywords: SARS-CoV-2 variant; therapeutic; vaccine; bioinformatics

1. Introduction

Novel coronavirus disease (COVID-19), caused by severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2), has become a global threat since it first emerged in December
2019 [1]. The new coronavirus is contagious and has spread more efficiently worldwide,
causing detrimental results, mainly lung diseases, especially in hospitalized cases [2]. By
8 November 2022, more than 620 million confirmed cases had been reported, with over
6.5 million deaths [3]. SARS-CoV-2, belonging to the Coronaviridae family, is a single-
stranded, positive-sense RNA virus that may exhibit high genetic diversity [4,5]. Due
to the high substitution rate (8 × 10−4 subs per site per year) of SARS-CoV-2, variants
originate from nucleotide mutations [5]. The dissemination and evolution of new SARS-
CoV-2 variants should be identified to understand better these genetic changes’ effect on
the virus’s transmission rate and its impact on vaccines and therapeutics [6–8]. Different
approaches have been developed to help physicians improve patient management and
reduce mortality rates since the first emergence of the variants of SARS-CoV-2 [9–11].
Machine learning has become a more valuable and popular tool to predict COVID-19
cases in the early stages and identify patients with high mortality risk instead of using
conventional techniques [10,11].

Genomic characterization of SARS-CoV-2 strains isolated from COVID-19 cases indi-
cates decreased neutralization efficacy of anti-SARS-CoV-2 monoclonal antibodies (mAb),
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convalescent plasma (CP), and vaccine-derived plasma (VP) against these variants [12–14].
Currently, Omicron (B.1.1.529) lineages continue to be the circulating dominant variants of
concern (VOCs) as they have been reported to be more contagious, despite lower disease
severity than other lineages [15–17]. Recent information on changes in COVID-19 epidemi-
ology, clinical disease outcomes, and efficacy of diagnostics, vaccines, and therapeutics
due to viral genome diversity is critically important to achieving control of the global pan-
demic. Characterizing these variants by whole genome sequencing and virtual phenotyping
methods helps assist genomic surveillance [18,19]. Stanford Coronavirus Antiviral and
Resistance Database (CoV-RDB) by Stanford University has been developed to assess viral
sequence alignments by utilizing predetermined consensus SARS-CoV-2 sequences not only
for variant detection but also the susceptibility of these variants to mAbs, CP, and vaccine
plasma. The CoV-RDB has been used to track variants since August 2020 and showed a high
agreement with the gold standard phylogenetic analysis [20,21]. The CoV-RDB includes
in vitro, animal model, and clinical trial data for candidate anti-SARS-CoV-2 compounds
and experimental results on viral gene diversity, lineage, and susceptibility to mAbs, CP,
and vaccine plasma at https://covdb.stanford.edu/ (accessed on 7 December 2021). The
database is freely accessible, easy to use, and rapid. The system accepts the sequences as
plain text if only one sequence is analyzed and the FASTA format if more than one sequence
is submitted. The upper limit is currently 100 sequences containing ~30,000 nucleotides
per sequence. The input sequences are aligned to the reference sequence Wuhan-Hu-1
(NC_045512.2), and the report provides information on lineage/variant and mutations,
a quality assessment, drug resistance comments, and a susceptibility summary [22].

Vaccination is the leading solution to control the COVID-19 pandemic; several compa-
nies have developed different technologies against SARS-CoV-2. Several vaccine technolo-
gies, including m RNA, viral vector, inactive, recombinant, subunit protein, and combined
vaccines, have been used to prevent severe disease and hospitalization due to COVID-
19 [23]. Different technologies have been shown to have separate administration doses, age
groups, and efficacy for achieving immunity [24]. However, due to the emergence of new
variants, studies need to be continued to evaluate the mechanism of action, efficacy, safety,
and the correct use of vaccine doses of the most widely used COVID-19 vaccines.

The diversity of SARS-CoV-2 strains in many countries provides epidemiological data
for SARS-CoV-2 surveillance and information for identifying target sites for vaccine and
drug development. Therefore, the novelty of the study was: (i) to identify SARS-CoV-2
mutations and variants in Turkish COVID-19 cases, (ii) to evaluate the susceptibility rate
of identified variants to anti-SARS-CoV-2 mAb drugs, (iii) to evaluate the potential neu-
tralizing efficacy of CP obtained from naturally infected cases and VP from vaccinated
individuals against these variants with a newly designed web tool for SARS-CoV-2 diag-
nosis. To the best of our knowledge, the study will be the first that examines SARS-CoV-2
variants and their effects on pathogenesis using the virtual phenotyping method.

2. Materials and Method
2.1. Study Patients

Two-hundred-and-eleven SARS-CoV-2 variant strains isolated from SARS-CoV-2 in-
fected cases in Kocaeli, Istanbul, and Ankara, Turkey, in April 2021 and September 2021,
which were predicted as SARS-CoV-2 variations by two different SARS-CoV-2 specific PCR
variant kits, were included in the study.

2.2. SARS-CoV-2 Viral RNA Extraction and Amplification

To isolate SARS-CoV-2 RNA from the nasal/oropharyngeal specimens, the fully auto-
mated rotary nucleic acid magnetic particle extraction system Auto Extractor GeneRotex96
(Tianlong Science and Technology Co., Xi’an City, China) was used. A standard PCR kit
with a double gene target (BioSpeedy, Bioeksen Inc., Istanbul, Turkey) was used for the
viral detection.

https://covdb.stanford.edu/
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2.3. SARS-CoV-2 Variant Screening PCR

Two variant-specific screening PCR kits (BioSpeedy SARS-CoV-2 N501Y/variant plus
kit, Bioeksen Inc., Istanbul, Turkey, and Diagnovital SARS-CoV-2 N501Y, delHV69-70,
E484K mutation detection kit, RTA Laboratories Inc., Istanbul, Turkey) were used to predict
potential SARS-CoV-2 variants.

2.4. SARS-CoV-2 Spike Gene Sequencing, Variants and Patterns

Variant predicted strains were analyzed by next-generation sequencing (NGS). A Nu-
cleoFast 96 PCR kit (Macherey-Nagel GmbH, Dueren, Germany) and quantitation in spec-
trophotometry (Nanodrop N1000, Thermo Fisher Inc., Wilmington, DE, USA) was used
for the purification of SARS-CoV-2 real-time PCR products. The nucleic acid concentration
was standardized to 0.2 ng/uL for each sample and was processed by NexteraXT (Illumina
Inc, San Diego, CA, USA) for NGS.

Spike glycoprotein receptor binding domains between 21,709–23,193 bps of SARS-CoV-2
Wuhan Hu-1 isolate with MN908947.3 GenBank accession number were targeted. The primers
zone (~1500 bp) between 118F–1652R was sequenced, and R: 5′- acacctgtgcctgttaaacca—3′ and F:
5′gacaaagttttcagatcctcagttttaca—3′. were used as the primer pairs for the sequence [21,25].
NGS sequencing was carried out on the Miseq (Illumina Inc, San Diego, CA, USA) platform,
and the following conditions were processed for the Spike NGS PCR amplification: 45 ◦C
for 10 min, 95 ◦C for 2 min, 95 ◦C for 10 s, 57 ◦C for 30 s, and 72 C for 30 s for 40 cycles. The
Miseq Reporter, based on BWA software (http://bio-bwa.sourceforge.net/ (accessed on
7 December 2021)), aligned the resulting sequences.

The nucleotide sequences of the SARS-CoV-2 strains were identified using the CoV-
RDB by Stanford University tool (https://covdb.stanford.edu/sierra/sars2/by-sequences/
(accessed on 7 December 2021)). The initial analysis was performed in June 2021 with
143 strains, then in July 2021 with 25 strains, and finally at the end of September 2021
with 43 additional strains. The strains analyzed in June and July 2021 were reviewed in
September 2021 as we noticed that Johnson & Johnson (AD26.COV2.S) had been added to
the database.

2.5. SARS-CoV-2 mAbs Susceptibility

The SARS-CoV-2 mutation patterns and the understanding of these mutations’ neu-
tralizing effectivity against therapeutics and antibodies came from naturally infected and
vaccinated individuals (hereafter referred to as vaccine-elicited susceptibility) by the virtual
phenotyping method.

The sensitivity rate of the identified strains to mAbs which either have emergency use
authorization (EMU) or are under clinical trial [26] were: Bamlanivimab (BAM) (LY-CoV555)
(Eli Lilly and Company, Indianapolis, ID, USA), Etesevimab (ETE) (LY-CoV016) (Eli Lilly
and Company, Indianapolis, ID, USA), Casirivimab (CAS) (Regeneron Pharmaceuticals,
NY, USA), Imdevimab (IMD) (REGN10987) (Regeneron Pharmaceuticals, NY, USA), VIR-
7831 aka Sotrovimab (SOT) (VIR-7831) (GlaxoSmithKline and Vir Biotechnology, NC,
USA), Cilgavimab (CIL) (COV2-2130 or AZD 1061) (AstraZeneca/Vanderbitt, Cambridge,
UK), Tixagevimab (TIX) (COV2-2196 or AZD8955) (AstraZeneca, Cambridge, UK), C135
(Rocketefeller University, Roche, NY, USA), C144 (Rocketefeller University, Roche, NY,
USA), BRII-196 (BRII Biosciences, Durham, NC, USA), BRII-198 (NCT-04479644) (BRII
Biosciences, Durham, USA), and antibody cocktails involving BAM plus ETE (Eli Lilly and
Company, Indianapolis, ID, USA), CAS plus IMD (Regeneron Pharmaceuticals, New York,
NY, USA), CIL plus TIX (AstraZeneca, Cambridge, UK), C135 plus C144 and BRII-196 plus
BRII 198 (Bri Biosciences, Durham, NC, USA) with SARS-CoV-2 mAb trackers [27–30] and
the susceptibility levels were interpreted as ‘<3-fold: susceptible; 3–9-fold: intermediate;
≥10-fold: resistance’ according to the CoV-RDB recommendations [26].

http://bio-bwa.sourceforge.net/
https://covdb.stanford.edu/sierra/sars2/by-sequences/
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2.6. CP and Vaccine-Elicited Plasma Susceptibility

Mutations which contributed to evading the immune response were evaluated among
individuals with natural and vaccine-induced immunity. The susceptibility levels for both
categories were considered median fold and interpreted as ‘<3-fold: susceptible; 3–9-fold:
intermediate; ≥10-fold: resistance’ according to the CoV-RDB recommendations [22,26].

The COVID-19 vaccines involved in the study were categorized as [31,32] (i) messenger
(m) RNA vaccine involving: Comirnaty (previously named BionTech, Pfizer) (BNT 162b2)
(BioNTech, Fosun Pharma, Pfizer, NY, USA) and Spikevax (previously named COVID-19
Vaccine Moderna) (mRNA-1273) (ModernaTX Inc., Cambridge, USA); (ii) viral vector
vaccine involving: AstraZeneca (AZD1222) (Pharmaceutical Biotechnology, Cambridge,
UK), Sputnik V (Gamaleya Research Institute of Epidemiology and Microbiology, Moscow,
Russia), Johnson & Johnson (AD26.COV2.S) (Janssen Pharmaceutical Companies, Horsham,
PA, USA); (iii) inactivated vaccine involving: Bharat Biotech (BBV154) (Bharat Biotech,
Telangana, India), Sinopharm (BIBP COVID-19) (Sinopharm’s Beijing Institute of Biological
Products, Beijing, China), Covaxin (BBV152) (Bharat Biotech, Telangana, India), and Coro-
naVac (SinoVac-CoronaVac) (Sinovac Biotech, Beijing, China); (iv) recombinant vaccine
involving: Novovax (NVX-CoV2373) (Novovax, Maryland, US and the Coalition for Epi-
demic Preparedness Innovations, London, England), Medigen (MVC-COV1901) (Medigen
Vaccine Biologics Corporation, Taipei, Taiwan); and (v) combination vaccine involving:
BionTech, Pfizer and AstraZeneca [26,33,34].

2.7. Ethical Approval

The study was retrospectively conducted and approved by the Near East University
(NEU) Scientific Research Ethics Committee (decision number 1383 NEU/2021/93).

3. Results
3.1. Spike Variants and Mutations

Due to spike gene NGS analysis of the 211 SARS-CoV-2 variant suspected strains, 72%
(n = 152) were confirmed as new forms of SARS-CoV-2 while 28% (n = 59) were identified
as wild type (WT). In the time interval, Alpha (B.1.1.7), Beta (B.1.351), Delta (B.1.617.2),
and Eta (B.1.525) variants were reported throughout the three largest cities of Turkey. The
Alpha (B.1.1.7) variant was the most predominant variant with a rate of 88% (n = 134),
followed by B.1.617.2 (Delta) with a rate of 7% (n = 10). Circulating Beta (B.1.351) and Eta
(B.1.525) variants were noted with a rate of 4% (n = 7) and 1% (n = 1), respectively.

Among the Alpha variants, the most common mutation pattern was ∆69–70, ∆144,
N501Y at 78% (n = 105), while other Alpha mutations involving N501Y were also significant
at 22% (n = 29). The Beta (B.1.351) variant was obtained from seven COVID-19 cases, and
D80A, D215G, ∆241–243, K417N, E484K, and N501Y was the only pattern determined.
Among the Delta (B.1.617.2) strains, T95I, G142D, ∆156–157, R158G, L452R, and T478K
were described as the dominant patterns (n = 3, 30%). T478K (n = 2, 20%); G142D, ∆156–157,
R158G, L452R, T478K (n = 1, 10%); G142D, ∆156–157, R158G, A222V, L452R, T478K (n = 1,
10%); G142D, ∆156–157, R158G, N440T, L452R (n = 1, 10%); L452R, N501Y (n = 1, 10%); and
A222V (n = 1, 10%) were the other mutations determined as Delta variants in Turkey. The
mutation pattern A67V, ∆69–70, ∆144, E484K was described in one case and identified as
Eta (B.1.525) in this study.

The prevalence of SARS-CoV-2 lineage and variants identified in the study patients is
given in Table 1.
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Table 1. Prevalence of SARS-CoV-2 lineage and mutation patterns in the study patients.

SARS-Cov-2 Lineage SARS-CoV-2 Mutation Pattern CoV-RDB, n (%)

B.1.1.7/Alpha 134 (64)
N501Y, ∆69–70, ∆144 105 (78)
N501Y, ∆144 7 (5)
N501Y 7 (5)
N501Y, ∆69–70, S98F, ∆144 2 (1.4)
N501Y, ∆69–70, ∆144, G181V 2 (1.4)
N501Y, ∆69–70, ∆144, S155R 2 (1.4)
N501Y, ∆69–70, ∆144, V289L 2 (1.4)
N501Y, ∆69–70, ∆142, Y144V 2 (1.4)
N501Y, S98F, ∆144 1 (1)
N501Y, ∆69–70 1 (1)
N501Y, ∆69–70, L141F, ∆144 1 (1)
N501Y, ∆69–70, ∆144, S155R, F374S 1 (1)
N501Y, A67V, ∆69–70, ∆144 1 (1)

B.1.351/Beta 7 (3)
D80A, D215G, ∆241–243, K417N, E484K, N501Y 7 (100)

B.1.617.2/Delta 10 (5)
T95I, G142D, ∆156–157, R158G, L452R, T478K 3 (30)
G142D, ∆156–157, R158G, L452R, T478K 1 (10)
G142D, ∆156–157, R158G, A222V, L452R, T478K 1 (10)
G142D, ∆156–157, R158G, N440T, L452R 1 (10)
L452R, N501Y 1 (10)
T478K 2 (20)
A222V 1 (10)

B.1.525/Eta 1 (1)
A67V, ∆69–70, ∆144, E484K 1 (100)

Wild type No mutation 59 (27)
Total 211 (100)

3.2. MAbs Susceptibility

The susceptibility rate of the SARS-CoV-2 mAb drugs used for COVID-19 treatment
was evaluated by the genomic characterization of SARS-CoV-2 with the CoV-RDB. Our
findings revealed that the majority of mAbs tested in the study exhibited suitable neutral-
izing activities against the Alpha variant, except for the ETE mAb (n = 111, 83%), which
showed diminished susceptibility to B.1.1.7. On the other hand, we reported that the mAb
cocktail of ETE with BAM promoted the antibodies’ efficacy against the Alpha variants.
Another critical finding was noted for the SOT mAb. In 111 (83%) Alpha variants the
potential therapeutic effect of the SOT mAb was decreased.

The study only obtained the antibody effect in Beta variants for the BAM and ETE
mAbs. According to the results, Beta variants (n = 7, 100%) were identified as SARS-CoV-2
strains resistant to the ETE mAb.

Resistance to BAM and ETE mAbs was reported in 60% and 10% of the cases of Delta
strains, respectively. We observed that the efficacy increased with BAM and ETE antibody
cocktail administration. It was also noted that the effectiveness of CAS (40%) and a CAS
plus IMD (10%) mAb cocktail exhibited less susceptibility to Delta variants.

The susceptibility rate of all SARS-CoV-2 lineages to mAbs is represented in Table 2.
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Table 2. Susceptibility rate of SARS-CoV-2 variants to SARS-CoV-2 monoclonal antibodies.

SAR-CoV-2
Lineage/ WHO

Label

Bam-
lanivimab

b

Etese-
vimab

b

Bam-
lanivimab

plus
Etesevimab

a,b

Casiriv-
imab

b

Imde-
vimab

b

Casirivimab
plus

Imdevimab
a,b

Sotro-
vimab

b

Cligav-
imab

c

Tix-
agevimab

c

Cligavimab
plus

Tixagevimab a
C135

d
C144

d

C135 Plus
C144 a

BRII-196
d

BRII-198
d

BRII-196
plus

BRII-198 a

B.1.1.7/Alpha

Susceptible 133 (99) 1 (1) 131 (98) 134 (100) 134 (100) 119 (89) 23 (17) 134 (100) 134 (100) 133 (99) 120
(90) 6 (4) 6 (4) 120 (90) 120 (90) 113 (84)

Intermediate ND 22 (16) ND ND ND 1 (1) 111 (83) ND ND ND ND ND ND ND ND ND
Resistance 1 (1) 111 (83) ND ND ND ND ND ND ND ND ND ND ND ND ND ND
No data

available - - 3 (2) - - 14 (10) - - - 1 (1) 14
(10)

128
(96) 128 (96) 14 (10) 14 (10) 21 (16)

B.1.351/Beta
Susceptible - - - - - - - - - - - - - - - -
Intermediate - - - - - - - - - - - - - - - -
Resistance - 7 (100) - - - - - - - - - - - - - -
No data

available - - - - - - - - - - - - - - - -

B.1.617/Delta

Susceptible 2 (20) 7 (70) ND 5 (50) 9 (90) 8 (80) 1 (10) - - - - 3
(30) 3 (30) 1 (10) - -

Intermediate ND ND 1 (10) 4 (40) ND 1 (10) ND - - - - ND ND ND - -
Resistance 6 (60) 1 (10) ND ND ND ND ND - - - - ND ND ND - -
No data

available 2 (20) 2 (20) 9 (90) 1 (10) 1 (10) 1 (10) 9 (90) - - - - 7
(70) 7 (70) 9 (90) - -

Abbreviations: BAM: Bamlanivimab; ETE: Etesevimab; CAS: Casirivimab; IMD: Imdevimab; SOT: Sotrovimab; CIL: Cligavimab; TIX: Tixagevimab; -: no data available; ND: not
determined. a Monoclonal antibody cocktails; b Emergency use authorized; c Completed phase III; d Phase III [26,27].
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3.3. CP Susceptibility

While all the Alpha strains (n = 134, 100%) among the whole SARS-CoV-2 variant
strains isolated from COVID-19 cases in Turkey were reported as susceptible, the Beta
strains (n = 7, 100%) isolated from the study patients were less sensitive to neutralization by
convalescent plasma (CP). For the Delta variants, it was reported that only the strains with
the mutation patterns (T95I, G142D, ∆156–157, R158G, L452R, T478K), (G142D, ∆156–157,
R158G, A222V, L452R), and (T478K) exhibited reduced susceptibility to neutralization by
CP. The susceptibility rate to CP in the determined SARS-CoV-2 variants is given in Table 3.

Table 3. Susceptibility rate to convalescent plasma in the determined SARS-CoV-2 variants.

SARS-CoV-2 Variant
Convalescent Plasma Susceptibility,

n (%)
Susceptible Intermediate Resistance No Data

B.1.117/Alpha, n = 134
N501Y, ∆69–70, ∆144 105 (100) - - -
N501Y, ∆144 7 (100) - - -
N501Y 7 (100) - - -
N501Y, ∆69–70, S98F, ∆144 2 (100) - - -
N501Y, ∆69–70, ∆144, G181V 2 (100) - - -
N501Y, ∆69–70, ∆144, S155R 2 (100) - - -
N501Y, ∆69–70, ∆144, V289L 2 (100) - - -
N501Y, ∆69–70, ∆142, Y144V 2 (100) - - -
N501Y, S98F, ∆144 1 (100) - - -
N501Y, ∆69–70 1 (100) - - -
N501Y, ∆69–70, L141F, ∆144 1 (100) - - -
N501Y, ∆69–70, ∆144, S155R, F374S 1 (100) - - -
N501Y, A67V, ∆69–70, ∆144 1 (100) - - -

B.1.351/Beta, n = 7
D80A, D215G, ∆241–243, K417N,
E484K, N501Y - 7 (100) - -

B.1.617.2/Delta, n = 10
T95I, G142D, ∆156–157, R158G,
L452R, T478K
G142D, ∆156–157, R158G, A222V,
L452R, T478K
G142D, ∆156–157, R158G, N440T,
L452R, T478K
G142D, ∆156–157, R158G, L452R,
T478K
L452R, N501Y
T478K
A222V

-
-
-

1 (100)
1 (100)
2 (100)
1 (100)

3 (100)
1 (100)
1 (100)

-
-
-

-
-
-

B.1.525/Eta, n = 1
A67V, ∆69–70, ∆144, E484K 1 (100) - - -

3.4. VP Plasma Susceptibility

We noted that most of the COVID-19 vaccines evaluated here were effective against
SARS-CoV-2 Alpha variants, except for AstraZeneca and the Pfizer BioNTech plus As-
traZeneca vaccine combination. A reduced susceptibility to both vaccines was determined
in 85% of the cases infected with SARS-CoV-2 Alpha variants. In addition, diminished
susceptibility-associated strains were also obtained from the B.1.351 lineage for Pfizer BioN-
Tech, Moderna, and Novovax, with rates of 71%, 29%, and 14%, respectively. Moreover,
our results determined that the Pfizer BioNTech vaccine was less effective against 10% of
Delta variants. On the other hand, the potential effect of BioNTech, Pfizer, and Moderna
vaccines against Eta variants was noted in the study. Table 4 shows the susceptibility rate
of the SARS-CoV-2 strain to COVID-19 vaccines.
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Table 4. Susceptibility rate of SARS-CoV-2 lineages to all approved COVID-19 vaccines.

mRNA Vaccine Viral Vector Vaccine Inactivated Vaccine Recombinant Vaccine Combined
Vaccine

SARS-CoV-2
Lineage/WHO Label

Comirnaty
(Pfizer-

BioNTech)a
Moderna b AstraZeneca b Sputnik V d Janssen b Bharat

Biotech e Sinopharm c Covaxin e Corona Vac c Novovax b Medigen
Comirnaty

(Pfizer-
BioNTech) +
AstraZeneca

B.1.1.7/Alpha
Susceptible 134 (100) 134 (100) ND 114 (85) 114 (85) 114 (85) 114 (85) 114 (85) 114 (85) 114 (85) 114 (85) ND
Intermediate ND ND 114 (85) ND ND ND ND ND ND ND ND 114 (85)
Resistance ND ND ND ND ND ND ND ND ND ND ND ND
No data available - - 20 (15) 20 (15) 20 (15) 20 (15) 20 (15) 20 (15) 20 (15) 20 (15) 20 (15) 20 (15)

B.1.351/Beta

- - - - - - - - -
Susceptible ND ND None
Intermediate 5 (71) 2 (29) 1 (14)
Resistance ND ND ND
No data available 2 (29) 5 (71) 6 (86)

B.1.617/Delta

- - - - - - - - - -
Susceptible 7 (70) 7 (70)
Intermediate 1 (10) ND
Resistance ND ND
No data available 2 (20) 3 (30)

Abbreviations: -: no data available; ND: not determined; BNT 162b2: BioNTech, Pfizer vaccine; m RNA 1273: Moderna vaccine; AZD1222: Oxford, AstraZeneca; AD26.COV2. S: Janssen;
BBV154: Bharat Biotech; BBIBP-CorV: Sinopharm BIBP COVID-19 vaccine; BBV152: Covaxin COVID-19 vaccine; Corona Vac: SinoVac—CoronaVac vaccine; NVX-CoV2373: Novovax
COVID-19 vaccine; MVC-COV1901: Medigen COVID-19 vaccine. a Food and Drug Administration-approved (FDA-approved) [30] b Emergency use authorization c National Medical
Products Administration (NMPA) d Russian National Rifle Association (NRA) e Drug Controller General of India (DCGI).
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Due to the continual updates to the variant databases, we re-identified the sequences
we defined in June and July 2021. Except for adding a new vaccine to the analysis, our
results were similar.

4. Discussion

Since its first emergence in December 2019, SARS-CoV-2’s genomic diversity and
genomic epidemiology have been investigated worldwide to understand the rapid spread
of new agents better. The consequential impact on the severity of the infection and whether
the newly emerging variants have a diminishing effect on the benefits of vaccines and
treatment alternatives are being evaluated to guide the management of the ongoing COVID-
19 pandemic [35–37]. This study identified SARS-CoV-2 variant strains (72%) isolated from
Turkish patients by NGS, followed by the virtual phenotyping method. In Turkey, B.1.1.7
(Alpha) was the most dominant variant, followed by B.1.617.2 (Delta), B.1.351 (Beta), and
B.1.525 (Eta). The susceptibility patterns of these variants against mAbs and vaccines
revealed that Alpha and Delta were less susceptible to Etesevimab—Sotrovimab and
Bamlanivimab—Etesevimab, respectively. Additionally, reduced efficacy was observed for
convalescent plasma in Beta and Delta; AstraZeneca and Comirnaty plus AstraZeneca in
Alpha; Comirnaty, Moderna, and Novovax in Beta; and Comirnaty in Delta.

In the current study, we chose to use the CoV-RDB because it provides SARS-CoV-2
variants and their associated mutations in a single analysis and provides sensitivity Mea-
surements for these variants to mAbs, CP, and vaccine plasma. Our findings revealed three
lineages from the VOC category at that period involving B.1.1.7 (Alpha), B.1.351 (Beta), and
B.1.617 (Delta). Of these lineages, the B.1.1.7 (Alpha) variant was predominant in Turkey
(88%) until September 2021. Globally, the Alpha variant was reported in 193 countries
and was the dominant variant worldwide [38]. However, as the Delta variant (7%) was
determined at a remarkable rate in the study in a given time interval, it could be predicted
that Delta would be dominant in the future, since B.1.617 (Delta) has dominated the world
since that date [39]. While the Delta variant continued to raise concerns, the newly iden-
tified B.1.1.529 (Omicron) variant confirmed its importance in the early detection of new
variants by the large-scale analysis of SARS-CoV-2 spike gene mutations [40]. Our findings
on SARS-CoV-2 variant distribution indicate that the detection of variants for continual
surveillance is essential during the COVID-19 pandemic.

Furthermore, this research evaluated the viral neutralization activity of CP in the
determined SARS-CoV-2 variants, as these strains can decrease neutralization by CP [5,12].
Similar studies on the susceptibility of SARS-CoV-2 variants to convalescent antibodies
showed reduced neutralization activity [41,42]. Our findings showed that plasma con-
taining antibodies produced from infected cases would be a helpful treatment alternative,
especially against B.1.1.7 (Alpha) lineages, B.1.617.2 (Delta) lineage mutations with (G142D,
∆156–157, R158G, L452R, T478K), (L452R, N501Y), (T478K), and (A222V), and B.1.525 (Eta).
The negative effect of mutations such as E484K on neutralization has been shown previ-
ously [43]. Here, we also noted that B.1.351 (Beta) and B.1.617 (Delta) lineages, including the
(T95I, G142D, ∆156–157, R158G, L452R, T478K), (G142D, ∆156–157, R158G, A222V, L452R),
and (T478K) mutations were associated with reduced susceptibility to CP; therefore, this
treatment should be less preferred for individuals infected with one of these SARS-CoV-2
mutations.

Our genomic analysis also revealed the potency of the identified SARS-CoV-2 lin-
eages to evade mAbs and vaccines. Recently, the Food and Drug Administration (FDA)
authorized Bebtelovimab, SOT, BAM plus ETE, and CAS plus IMD (REGEN-CoV) mAb
combinations for COVID-19 treatment [30]. The current study evaluated 11 mAbs and five
mAb cocktails, three of which have been clinically approved, to investigate the potent effect
of the determined variants against these therapeutic products. When administered alone,
we found that the result of the monoclonal antibody ETE against the Alpha variant was
not as effective as when administered with BAM (Table 2). We also found that the Alpha
variants (83%) associated with ETE resistance became susceptible (98%) when using a BAM
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plus ETE cocktail treatment. Additionally, we reported a reduced susceptibility to SOT in
a high percentage of Alpha variants (83%), suggesting that the use of the SOT antibody
with any other compound may be a promising approach, as antibody cocktails have been
described as more effective against SARS-CoV-2 variants in recent studies [7,44].

The Stanford database is updated frequently (~every month) [22,26]. Therefore, we
reassessed the strains we identified and compared our results to avoid missing new updates.
We wanted to ensure we obtained all the information because the databases were updated
~every month [22]. When we performed further analysis obtained from different time
intervals, we realized that variant identification and their associated susceptibility data
were the same except for VP due to adding a vaccine to the database. If we had not
reanalyzed the sequences we analyzed at the beginning of the study, we would have
missed new information. Therefore, it would be helpful and necessary to review the
identified sequences if new sequences are added in the future. In this study, there was
insufficient data on the susceptibility of many mAbs against Beta variants except for ETE.
For the B.1.351 lineage, we noted resistance susceptibility associated with ETE variants
(100%), indicating that ETE should be given with another compound to increase the efficacy
of the antibody against the B.1.351 lineage. In addition, we reported that Delta variants
have the potential to evade neutralization by antibodies such as BAM (60%) and ETE (20%)
or to reduce the effect of some antibodies, including BAM plus ETE (10%), CAS (40%),
and CAS plus IMD (10%). Emerging new variants and their adverse effects on treatment
susceptibilities indicate the need to conduct sequencing analysis to combat the COVID-19
pandemic effectively.

Our most crucial solution in fighting the COVID-19 global pandemic is the rapid
development and diversification of effective vaccines. Additionally, the current study pro-
vides data on vaccine efficacy against variants circulating in some parts of Turkey. Twelve
different COVID-19 vaccines were evaluated: the m RNA vaccine, viral vector vaccine,
inactivated vaccine, recombinant-based vaccine, and combination vaccine technologies.
Here, we observed that, except for AstraZeneca and the BioNTech, Pfizer plus AstraZeneca
vaccine combination, all COVID-19 vaccines were effective against B.1.1.7. Surprisingly,
BioNTech and Pfizer were adequate; the efficacy was reduced with the AstraZeneca booster
dose. As we observed with antibody cocktails, we could not obtain increased effective-
ness by administering vaccine combinations. Although sufficient data on vaccine escape
was obtained for B.1.1.7, more clinical data are needed for other emerging variants. We
determined the impact of mRNA vaccines from BioNTech, Pfizer, and Moderna against
B.1.351, B.1.617, B.1.525, and other missense mutations against the determined SARS-CoV-2
lineages. A reduction of vaccine-elicited plasma susceptibility was observed only against
Beta variants. However, we did not determine any reduction for Delta, Eta, and other
missense variants. In a study conducted in Qatar, Chemaitelly et al. showed the strong
effect of the Moderna vaccine against B.1.1.7 and B.1.351 [45]. Similarly, Puranik et al.
stated the robust protection of two mRNA vaccines against Alpha and Delta variants [46].
Although studies have evaluated the validity of COVID-19 vaccines against SARS-CoV-2
variants, further investigations on SARS-CoV-2 variants, their associated mutations, and the
potential to evade immune responses and therapeutics should consistently be conducted.

In conclusion, as new variants of SARS-CoV-2 dominate and diversify, the efficacy of
vaccines and therapeutics used to control the COVID-19 pandemic must be continuously
investigated. The Stanford CoV-RDB is a promising approach for detecting variants and
performing resistance analyses, as the newly developed web tool is rapid, practical, and
freely accessible. Determining the impacts of different variants would guide physicians in
managing cases, reducing mortality, and influencing public health strategies.

To point out the limitations of the study, we evaluated only the vaccines and mono-
clonal antibodies in the database during the specified time interval. This study did not
assess vaccines and the mAbs that were subsequently approved for emergency use and
newly added to the database. Additionally, the study included only COVID-19 cases
detected between April 2021 and September 2022 in the Istanbul, Kocaeli and Ankara
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provinces. COVID-19 cases from different regions of Turkey should be added to show the
genomic variations of SARS-CoV-2 in Turkey.

Author Contributions: Conceptualization, A.A. and M.S.; methodology, A.A. and M.S.; software,
M.S.; validation, A.A. and M.S.; formal analysis, A.A.; investigation, A.A. and M.S.; resources, M.S.;
data curation, A.A. and M.S.; writing—original draft preparation, A.A.; writing—review and editing,
A.A. and M.S.; visualization, M.S.; supervision, M.S.; project administration, A.A. and M.S.; funding
acquisition, no funding received. All authors have read and agreed to the published version of the
manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the Declaration
of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Near East
University (NEU) (protocol code 1383 NEU/2021/93) on 29 July 2021.

Informed Consent Statement: Not applicable.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: We gratefully acknowledge the authors’ laboratories and the laboratories re-
sponsible for submitting the sequences from GISAID’s EpiFlu (TM) Database on which this research
is based. We are grateful to Trevor Bedford (GISAID) for providing instructions and advice on the
database.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study, in the collection, analyses, or interpretation of data, in the writing of the manuscript, or
in the decision to publish the results.

References
1. The World Health Organization (WHO). Coronavirus Disease (COVID-19): Virus Evolution. Available online: https://www.who.

int/news-room/q-a-detail/sars-cov-2-evolution (accessed on 30 December 2020).
2. Baratella, E.; Ruaro, B.; Marrochio, C.; Starvaggi, N.; Salton, F.; Giudici, F.; Quaia, E.; Confalonieri, M.; Cova, M.A. Interstitial lung

disease at high resolution CT after SARS-CoV-2 related acute respiratory distress syndrome according to pulmonary segmental
anatomy. J. Clin. Med. 2021, 10, 3985. [CrossRef] [PubMed]

3. The World Health Organization (WHO). Coronavirus (COVID-19) Dashboard. Available online: https://covid19.who.int/
(accessed on 8 November 2022).

4. Brant, C.A.; Tian, W.; Majerciak, V.; Majerciak, V.; Yang, W. SARS-CoV-2: From discovery to genome structure, transcription, and
replication. Cell Biosci. 2021, 11, 136. [CrossRef]

5. Nextstrain. Nextstrain SARS-CoV-2 Resources. Available online: Nextstrain.org/sars-cov-2 (accessed on 5 December 2021).
6. Wang, P.; Nair, M.S.; Liu, L.; Iketani, S.; Luo, Y.; Guo, Y.; Wang, M.; Yu, J.; Zhang, B.; Sobieszczyk, M. Antibody resistance of

SARS-Cov-2 variants B.1.351 and B.1.1.7. Nature 2021, 593, 130–135. [CrossRef]
7. Volz, E.; Hill, V.; McCrone, J.T.; Price, A.; Jorgensen, D.; O’Toole, A.; Southgate, J.; Johnson, R.; Nascimento, F.F.; Rey, S.M.; et al.

Evaluating the effects of SARS-CoV-2 spike mutation D614G on transmissibility and pathogenicity. Cell 2021, 184, 64–75e11.
[CrossRef] [PubMed]

8. Liang, K.H.; Chiang, P.Y.; Ko, S.H.; Chou, Y.C.; Lu, R.M.; Lin, H.T.; Chen, W.Y.; Lin, Y.L.; Tao, M.H.; Jan, J.T.; et al. Antibody
cocktail effective against variants of SAR-CoV-2. J. Biomed. Sci. 2021, 28, 80. [CrossRef] [PubMed]

9. Rahman, T.; Al-Ishaq, F.A.; Al-Mohannadi, F.S.; Mubarak, R.S.; Al-Hitmi, M.H.; Islam, K.R.; Chowdhury, M.E. Moratility
prediction utilizing blood biomarkers to predict the severity of COVID-19 using machine learning technique. Diagnostics 2021, 11,
1582. [CrossRef]

10. Banerjee, A.; Ray, S.; Vorselaars, B.; Kitson, J.; Mamalakis, M.; Weeks, S.; Baker, M.; Mackenzie, L.S. Use of machine learning and
artificial intelligence to predict SARS-CoV-2 infection from full blood counts in a population. Int. Immunopharmacol. 2020, 86,
106705. [CrossRef]

11. Proctor, E.A.; Dineen, S.M.; van Nostrand, S.C.; Kuhn, M.K.; Barrett, C.D.; Brubaker, D.K.; Yaffe, M.B.; Lauffenburger, D.A.; Leon,
L.R. Coagulopathy signature precedes and predicts severity of end-organ heat stroke pathology in a mouse model. J. Thromb.
Haemost. 2020, 18, 1900–1910. [CrossRef]

12. Casadevall, A.; Henderson, J.P.; Joyner, M.J.; Pirofski, L. SARS-CoV-2 variants and convalescent plasma: Reality, fallacies, and
opportunities. J. Clin. Investig. 2021, 131, E148832. [CrossRef]

13. Acevedo, M.L.; Alonso-Palomares, L.; Bustamante, A.; Gaggero, A.; Paredes, F.; Cortes, C.P.; Valiente-Echeverria, F.; Scoto-Rifo, R.
Infectivity and immune escape of the new SARS-CoV-2 variants of interest Lambda. medRxiv 2021. [CrossRef]

https://www.who.int/news-room/q-a-detail/sars-cov-2-evolution
https://www.who.int/news-room/q-a-detail/sars-cov-2-evolution
http://doi.org/10.3390/jcm10173985
http://www.ncbi.nlm.nih.gov/pubmed/34501430
https://covid19.who.int/
http://doi.org/10.1186/s13578-021-00643-z
Nextstrain.org/sars-cov-2
http://doi.org/10.1038/s41586-021-03398-2
http://doi.org/10.1016/j.cell.2020.11.020
http://www.ncbi.nlm.nih.gov/pubmed/33275900
http://doi.org/10.1186/s12929-021-00777-9
http://www.ncbi.nlm.nih.gov/pubmed/34814920
http://doi.org/10.3390/diagnostics11091582
http://doi.org/10.1016/j.intimp.2020.106705
http://doi.org/10.1111/jth.14875
http://doi.org/10.1172/JCI148832
http://doi.org/10.1101/2021.06.28.21259673


Diagnostics 2022, 12, 2869 12 of 13

14. Torbati, E.; Krause, K.L.; Ussher, J.E. The immune response to SARS-CoV-2 and variants of Concern. Viruses 2021, 13, 1911.
[CrossRef]

15. Nyberg, T.; Ferguson, N.M.; Nash, H.H.; Flaxman, S.; Andrews, N.; Hinsley, W.; Hinsley, W.; Bernal, J.L.; Kall, M.; Bhatt, S.; et al.
Comparative analysis of the risks of hospitalized and death associated with SARS-CoV-2 Omicron (B.1.1.529) and delta (b.1.617)
variants in England: A cohort study. Lancet 2022, 22, 462–469.

16. Ulloa, A.C.; Buchan, S.A.; Daneman, N.; Brown, K.A. Estimates of SARS-CoV-2 Omicron Variant Severity in Ontario, Canada.
JAMA 2022, 327, 1286–1288. [CrossRef]

17. Veneti, L.; Boas, H.; Kristoffersen, A.B.; Stalcrantz, J.; Bragstand, K.; Hungnes, O.; Storm, M.L.; Storm, M.L.; Aasand, N.; Rø, G.;
et al. Reduced risk of hospitalization among reported COVID-19 cases infected with the SARS-CoV-2 Omicron BA.1 variant
compared with the Delta variant, Norway, December 2021 to January 2022. Eurosurveillance 2022, 27, 2200077. [CrossRef]

18. Bandony, D.J.D.R.; Weimer, B.C. Analysis of SARS-CoV-2 genomic epidemiology reveals disease transmission coupled to variant
emergence and allelic variation. Sci. Rep. 2021, 1, 7380. [CrossRef]

19. Fark, A.S.C.; Mella, A.; turgeon, M.; Haigh, J.J. A novel SARS-CoV-2 viral sequence bioinformatics pipeline has found genetic
evidence that the viral 3′ untranslated region (UTR) evolves and generates increased viral diversity. Front. Microbiol. 2021, 12,
665041. [CrossRef] [PubMed]

20. Tzou, L.P.; Tao, K.; Nouthin, J.; Rhee, S.Y.; Hu, B.D.; Pai, S.; Parkin, N.; Shafer, R.W. Coronavirus Antiviral Research Database
(CoV-RDB: An online database designed to facilitate comparisons between candidate anti-coronavirus compounds. Viruses 2021,
12, 1006. [CrossRef] [PubMed]

21. Sayan, M.; Arikan, A.; Isbilen, M. Variant analysis of SARS-CoV-2 strains with phylogenetic analysis and Coronavirus Antiviral
and Resistance Database. J. Comp. Eff. Res. 2021, 11, 157–167. [CrossRef]

22. Stanford University. SAR-CoV-2 Sequence analysis. Available online: https://covdb.stanford.edu/sierra/sars2/by-sequences/
(accessed on 7 December 2021).

23. WHO. Coronavirus Disease: Vaccines. Available online: https://www.who.int/news-room/questions-and-answers/item/
coronavirus-disease-(covid-19)-vaccines (accessed on 17 May 2022).

24. Mascellino, M.T.; Di Timoteo, F.; de Angelis, M.; Oliva, A. Overview of the main anti-SARS-CoV-2 vaccines: Mechanism of action,
efficacy, and safety. Infect. Drug Resist. 2021, 31, 3459–3476. [CrossRef] [PubMed]

25. Korukluoglu, G.; Kolukirik, M.; Bayrakdar, F.; Girgin, G.; Atlas, A.; Cosgun, Y.; Kolukirik, C.Z. 40 minutes RT-QPCR assay for
screening spike N51Y and HV69–70del mutations. bioRxiv 2021. [CrossRef]

26. Stanford University. Susceptibility Data. Available online: https://covdb.stanford.edu/page/susceptibility-data/ (accessed on
29 November 2021).

27. Antibody Society. COVID-19 Biological tracker. Available online: https://www.antibodysociety.org/covid-19-biologics-tracker/
(accessed on 1 June 2022).

28. Aleem, A.; Slenker, A.K. Monoclonal Antibody Therapy for High-Risk Coronavirus (COVID-19) Patients with Mild to Moderate
Disease Presentations. [Updated 2021 Oct 26]. StatPearls. January 2021. Available online: https://www.ncbi.nlm.nih.gov/books/
NBK570603/ (accessed on 1 October 2021).

29. Stanford University. SARS-CoV-2 Monoclonal Antibodies Tracker. Available online: https://covdb.stanford.edu/page/mab-
tables/ (accessed on 7 December 2021).

30. Food and Drug Administration. Emergency Use Authorization. Available online: https://www.fda.gov/emergency-
preparedness-and-response/mcm-legal-regulatory-and-policy-framework/emergency-use-authorization (accessed on
16 September 2022).

31. The World Health Organization (WHO). Vaccines. Available online: https://extranet.who.int/pqweb/sites/default/files/
documents/Status_COVID_VAX_11Nov2021.pdf (accessed on 11 November 2021).

32. COVID-19 Vaccine Tracker and Landscape. Available online: https://www.who.int/publications/m/item/draft-landscape-of-
covid-19-candidate-vaccines (accessed on 3 December 2021).

33. The Food and Drug Administration (FDA), COVDI-19 Vaccines. Available online: https://www.fda.gov/emergency-preparedness-
and-response/coronavirus-disease-2019-covid-19/covid-19-vaccines#eua-vaccines (accessed on 30 November 2021).

34. The World Health Organization (WHO). Status of Vaccine. Available online: https://extranet.who.int/pqweb/key-resources/
documents/status-covid-19-vaccines-within-who-eulpq-evaluation-process (accessed on 11 November 2021).

35. Hourdel, V.; Kwasiborski, A.; Baliere, C.; Matheus, S.; Batejat, C.F.; Manuguerra, J.C.; Vanhomwegen, J.; Caro, V. Sequencing
through comparison of MinION and Illumina iSeq100TM system. Front. Microbiol. 2020, 11, 571328. [CrossRef]

36. Zekri, A.R.N.; Amer, K.E.; Hafez, M.M.; Hassan, Z.K.; Ahmed, O.S.; Soliman, H.K.; Bahnasy, A.A.; Hamid, W.A. Genomic
characterization of SARS-CoV-2 in Egypt. J. Adv. Res. 2021, 30, 123–132. [CrossRef]

37. Badaoui, B.; Sadki, K.; Talbi, C.; Salah, D.; Tazi, L. Genetic diversity and genomic epidemiology of SARS-CoV-2 in Morocco. Bio
Safe Health 2021, 3, 124–127. [CrossRef] [PubMed]

38. The World Health Organization (WHO). Weekly Epidemiological Update on COVID-19–27 April 2021. Available online: https:
//www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19--27-april-2021 (accessed on 25 April 2021).

39. The World Health Organization. Weekly Update on COVID-19 23 November 2021. Available online: https://www.who.int/
publications/m/item/weekly-epidemiological-update-on-covid-19---23-november-2021 (accessed on 23 November 2021).

http://doi.org/10.3390/v13101911
http://doi.org/10.1001/jama.2022.2274
http://doi.org/10.2807/1560-7917.ES.2022.27.4.2200077
http://doi.org/10.1038/s41598-021-86265-4
http://doi.org/10.3389/fmicb.2021.665041
http://www.ncbi.nlm.nih.gov/pubmed/34234758
http://doi.org/10.3390/v12091006
http://www.ncbi.nlm.nih.gov/pubmed/32916958
http://doi.org/10.2217/cer-2021-0208
https://covdb.stanford.edu/sierra/sars2/by-sequences/
https://www.who.int/news-room/questions-and-answers/item/coronavirus-disease-(covid-19)-vaccines
https://www.who.int/news-room/questions-and-answers/item/coronavirus-disease-(covid-19)-vaccines
http://doi.org/10.2147/IDR.S315727
http://www.ncbi.nlm.nih.gov/pubmed/34511939
http://doi.org/10.1101/2021.01.26.428302
https://covdb.stanford.edu/page/susceptibility-data/
https://www.antibodysociety.org/covid-19-biologics-tracker/
https://www.ncbi.nlm.nih.gov/books/NBK570603/
https://www.ncbi.nlm.nih.gov/books/NBK570603/
https://covdb.stanford.edu/page/mab-tables/
https://covdb.stanford.edu/page/mab-tables/
https://www.fda.gov/emergency-preparedness-and-response/mcm-legal-regulatory-and-policy-framework/emergency-use-authorization
https://www.fda.gov/emergency-preparedness-and-response/mcm-legal-regulatory-and-policy-framework/emergency-use-authorization
https://extranet.who.int/pqweb/sites/default/files/documents/Status_COVID_VAX_11Nov2021.pdf
https://extranet.who.int/pqweb/sites/default/files/documents/Status_COVID_VAX_11Nov2021.pdf
https://www.who.int/publications/m/item/draft-landscape-of-covid-19-candidate-vaccines
https://www.who.int/publications/m/item/draft-landscape-of-covid-19-candidate-vaccines
https://www.fda.gov/emergency-preparedness-and-response/coronavirus-disease-2019-covid-19/covid-19-vaccines#eua-vaccines
https://www.fda.gov/emergency-preparedness-and-response/coronavirus-disease-2019-covid-19/covid-19-vaccines#eua-vaccines
https://extranet.who.int/pqweb/key-resources/documents/status-covid-19-vaccines-within-who-eulpq-evaluation-process
https://extranet.who.int/pqweb/key-resources/documents/status-covid-19-vaccines-within-who-eulpq-evaluation-process
http://doi.org/10.3389/fmicb.2020.571328
http://doi.org/10.1016/j.jare.2020.11.012
http://doi.org/10.1016/j.bsheal.2021.01.003
http://www.ncbi.nlm.nih.gov/pubmed/33558859
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19--27-april-2021
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19--27-april-2021
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---23-november-2021
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---23-november-2021


Diagnostics 2022, 12, 2869 13 of 13

40. WHO. Tracking SARS-CoV-2 Variants. Available online: https://www.who.int/en/activities/tracking-SARS-CoV-2-variants/
(accessed on 6 July 2021).

41. Planas, D.; Baidaliuk, A.; Staropoli, I.; Rajah, F.G.; Planhais, C.; Porrot, F.; Robillard, N. Reduced sensitivity of SARS-CoV-2 variant
Delta to antibody neutralization. Nature 2021, 596, 276–280. [CrossRef] [PubMed]

42. Hu, J.; Peng, P.; Liu, B.Z.; Fang, L.; Luo, Y.F.; Jin, A.S.; Tang, N.; Huang, A.I. Emerging SARS-CoV-2 variants reduce neutralization
sensitivity to convalescent sera and monoclonal antibodies. Cell Mol. Immunol. 2021, 18, 1061–1063. [CrossRef]

43. Kemp, S.A.; Collier, D.A.; Datir, R.; Ferreira, I.A.T.M.; Gayed, S.; Jahun, A.; Hosmillo, M.; Rees-Spear, C. Neutralizing antibodies
in spike mediated SARS-CoV-2 adaption. Nature 2021, 592, 277–282. [CrossRef]

44. Baum, A.; Fulton, B.O.; Wloga, E.; Copin, R.; Pascal, K.E.; Russo, V.; Stephanie, G.; Lanza, K.; Negron, N. Antibody cocktails
to SARS-CoV-2 spike protein prevents rapid mutational escape seen with individual antibodies. Science 2020, 369, 1014–1018.
[CrossRef]

45. Chemaitelly, H.; Yassine, H.M.; Benslimane, F.M.; Al Khatib, H.A.; Tang, P.; Hasan, M.R.; Malek, J.A.; Coyle, P.; Ayoub, H.H.; Al
Kanaani, Z.; et al. mRNA-1273 COVID-19 vaccine effectiveness against the B.1.1.7 and B.1.351 variants and severe COVID-19
disease in Qatar. Nat. Med. 2021, 27, 1614–1621. [CrossRef] [PubMed]

46. Puranik, A.; Lenehan, P.J.; Silvert, E.; Niesen, M.M.; Corchado-Garcai, J.; O’Horo, J.C.; Virk, A.; Swift, M.S. Comparison of two
highly effective m RNA vaccines for COVID-19 during periods of Alpha and Delta variant prevalence. medRxiv 2021. [CrossRef]

https://www.who.int/en/activities/tracking-SARS-CoV-2-variants/
http://doi.org/10.1038/s41586-021-03777-9
http://www.ncbi.nlm.nih.gov/pubmed/34237773
http://doi.org/10.1038/s41423-021-00648-1
http://doi.org/10.1038/s41586-021-03291-y
http://doi.org/10.1126/science.abd0831
http://doi.org/10.1038/s41591-021-01446-y
http://www.ncbi.nlm.nih.gov/pubmed/34244681
http://doi.org/10.1101/2021.08.06.21261707

	Introduction 
	Materials and Method 
	Study Patients 
	SARS-CoV-2 Viral RNA Extraction and Amplification 
	SARS-CoV-2 Variant Screening PCR 
	SARS-CoV-2 Spike Gene Sequencing, Variants and Patterns 
	SARS-CoV-2 mAbs Susceptibility 
	CP and Vaccine-Elicited Plasma Susceptibility 
	Ethical Approval 

	Results 
	Spike Variants and Mutations 
	MAbs Susceptibility 
	CP Susceptibility 
	VP Plasma Susceptibility 

	Discussion 
	References

