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SARS-CoV-2/Coronavirus 2019 (COVID-19) is responsible for the pandemic, which started in December 2019. In addition

to the typical respiratory symptoms, this virus also causes other severe complications, including neurological ones. In

diagnostics, serological and polymerase chain reaction tests are useful not only in detecting past infections but can also

predict the response to vaccination. It is now believed that an immune mechanism rather than direct viral neuroinvasion is

responsible for neurological symptoms. For this reason, it is important to assess the presence of antibodies not only in the

serum but also in the cerebrospinal fluid (CSF), especially in the case of neuro-COVID. A particular group of patients are

people with multiple sclerosis (MS) whose disease-modifying drugs weaken the immune system and lead to an

unpredictable serological response to SARS-CoV-2 infection. Based on available data, the article summarizes the current

serological information concerning COVID-19 in CSF in patients with severe neurological complications and in those with

MS. 
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1. Introduction

Coronavirus 2019 (COVID-19) is a newly emerging disease, which has caused a global pandemic as announced by the

World Health Organization (WHO) in March 2020 . Severe acute respiratory virus-2 (SARS-CoV-2), the virus

responsible for COVID-19, has affected over 151 million people and contributed to over 3 million deaths . SARS-CoV-2

is an enveloped positive-sense single-stranded RNA virus and is composed mainly of N (nucleocapsid), S (spike), M

(membrane) and E (envelope) proteins . Entrance into a host cell is induced by a connection between a spike protein

and angiotensin-converting enzyme 2 (ACE2) receptor. The same mechanism was responsible for the SARS pandemic in

2002/2003 . The incubation period of the disease is 2–14 days, and its main symptoms include fever, cough and

shortness of breath . A SARS infection can lead to pneumonia and acute respiratory distress syndrome that can result in

death . According to present data 99.6% cases are mild, and 0.4% are serious or critical . The severe course mainly

involves the elderly and patients with comorbidities . However, recently, some new variants (such as B.1.1.7 [or VOC

202012/0], B.1.351 [or 501.V2], B.1.617) with many new mutations have emerged and are potentially more virulent and

infectious, and more importantly, cause severe disease in young people in addition to the elderly . Due to the

presence of asymptomatic infections, the number of infected people remains underestimated . For routine diagnostic

processes, molecular tests, such as polymerase chain reaction in real time (qPCR), which indicates the acute phase of

the disease, and serological tests that can detect specific antibodies are used . The second type of test can determine

whether the patient has had contact with the virus, determines its serological status and is used, among others, in

epidemiological studies assessing the incidence of SARS-CoV-2 infection in the population . A crucial issue is the

body’s immune response to SARS-CoV-2 infection. During infection, an increase in the production of numerous

proinflammatory cytokines, such as tumor necrosis alpha and interleukins-2 and -6 (TNF-α and IL-2 and -6, respectively)

is observed . A severe course of SARS-CoV-2 infection is undeniably connected with dysregulation of immune system

and cytokine release syndrome . Part of the immune response also involves the production of antibodies, mainly against

S and N proteins, also known as neutralizing antibodies. The crucial role of these antibodies is to block virus entrance into

host cell and activation of antibody-dependent cell cytotoxity (ADCC). As a result, the disease could be defeated, or the

immune system’s overactivity could induce a cytokine storm . In addition, patients showed a reduction in B- and T-

lymphocytes and natural killer (NK) cells. Both the increase in inflammatory cytokines and the decrease in lymphocyte

counts are associated with the severity of the disease . Due to the fact that entry into the human cell is associated with

the ACE2 receptor and these receptors also exist on neurons and glial cells, speculations about the neurotropism of

SARS-CoV-2 began . From the early stages of the pandemic, neurological symptoms have been described, of which

the most common are anosmia, ageusia, headaches and dizziness (Table 1) . In addition, the course of COVID-19 may

be associated with much more severe neurological complications, such as encephalopathy, Guillain-Barre syndrome,

meningitis, encephalitis and/or necrotizing hemorrhagic encephalopathy . Moreover, the relationship between SARS-

CoV-2 infection and acute cerebrovascular diseases, such as acute ischemic stroke, cerebral venous sinus thrombosis,
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cerebral hemorrhage and subarachnoid hemorrhage, were sought . During studies on the neuroinvasiveness of SARS-

CoV-2, the presence of anti-SARS-Cov-2 antibodies in the cerebrospinal fluid (CSF) and intrathecal synthesis were found;

interestingly, in these cases, the PCR results from nasopharyngeal swabs remained negative . Reports of possible

cross-reactions with human proteins and formation of autoantibodies and as a consequence, development of autoimmune

encephalitis have been published . As previously mentioned, the severe course of COVID-19 is associated with the

presence of comorbidities in people. It can be assumed that such comorbidities are neurological disorders, such as

multiple sclerosis (MS). An interesting issue is the serological status of people with MS, especially those undergoing

treatment with disease-modifying therapy. The current data suggest that even in the presence of a altered immune

system, the risk of severe course and serological status are similar to those in the general population . This entry

summarizes the current knowledge of severe neurological complications in COVID-19 and the serological status of those

with neurological diseases.

Table 1. Neurological symptoms and possible complications related to severe acute respiratory coronavirus -2 (SAR-CoV-

2) infection.

Coronavirus-2019 (COVID-19) and Neurological Disturbances

Neurological Symptoms Severe Neurological Complications COVID-19 Complicates Course of Neurological
Diseases

Headaches
Dizziness
Seizures

Anosmia/hyposmia
Ageusia/hypogeusia

Hypoesthesia
Paresis and paralysis

Disturbances of
consciousness

Urination disorders

Guillain-Barre Syndrome
and Miller-Fisher Syndrome
Acute Transverse Myelitis

Encephalopathy
Demyelination

Encephalitis/meningoencephalitis
Autoimmune encephalitis
Necrotizing hemorrhagic

Encephalopathy
Ischemic stroke

Cerebral hemorrhage
Cerebral venous sinus thrombosis

Subarachnoid hemorrhage

Multiple sclerosis
Neuromyelitis optica
spectrum disorders

Epilepsy
Amyotrophic lateral

sclerosis,
Parkinson disease

Dementia

2. Serology in SARS-CoV-2 Infection

Currently, qPCR remains the gold standard for diagnosing an active SARS-CoV-2 infection. Despite the high sensitivity

and specificity of the test, a risk of obtaining a false positive (sample contamination) or a false negative (incorrect storage

of the collected material) results exists . Serological tests are a valuable supplement to the diagnosis of SARS-CoV-2

as they enable retrospective detection of infection and remain irreplaceable in population studies. Moreover, they are

cheaper, easier to make and the collected material is less complicated to store . These types of tests are also invaluable

in assessing the risk of infection in risk groups. To understand the mechanism of serological diagnostics, it is worth

reviewing the structure of the SARS-CoV-2 virus. This virus consists of structural proteins, the most important of which in

serological terms are the nucleocapsid protein (N) and the spike protein (S) as almost all serological methods detect the

IgG and IgM produced against these proteins. The S protein is a homotrimer whose key element is the S1 subunit and the

receptor binding domain (RBD) against which the neutralizing antibodies are being produced . The S1 subunit has been

shown to be the most specific for SARS-CoV-2, while the N protein is produced in the greatest amount . It was

shown that the antibodies against the N protein correspond more closely to the previous SARS-CoV-2 infection, while the

antibodies against the S protein are part of the humoral response and have a greater neutralizing potential .

Coronaviruses are respiratory tract viruses, and because they come into contact with mucous membranes in the

respiratory tract, they induce the formation of IgA antibodies, while at present, the diagnostics of IgM and IgG antibodies is

of the greatest clinical importance . Researchers disagree about the order in which seroconversion occurs in the

SARS-CoV-2 infection. It has been reported that the typical order of production is IgM first after which IgG is absent .

However, other studies have shown that seroconversion occurs in a manner similar to other infections. A study of 173

patients with SARS-CoV-2 infections showed that conversion of total antibodies, IgM and IgG was 93.1%, 82.7% and

64.7%, respectively. The mean seroconversion times in this study were 11, 12 and 14 days, respectively . Similarly, in a

study on 214 patients, it was shown that the highest sensitivity involved detection of IgM antibodies to the S protein. In this

study, the sensitivity in the IgM class was 77.1%, and IgG was 74.3%. For comparison, the sensitivity to the N protein was

68.2% in the IgM class and 70% in the IgG class . The median detection of IgA of 5 days and IgG of 14 days were also

compared. Comparing the IgM and IgA responses, the corresponding peak response was obtained on days 10–12 and

20–22 of the disease, respectively . The IgA response turned out to be stronger and more durable than the response

associated with IgM. A meta-analysis of 3856 confirmed cases showed that the positive index of IgM, IgG and their
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combined detection amounted to 61.2%, 58.8% and 62.1%, respectively. Furthermore, it turned out that IgM/IgG was

detected in 19% of asymptomatic cases . In addition to the enzyme-linked immunosorbent and chemiluminescent

assay (ELISA and CLIA, respectively) methods that are most commonly used in serological diagnostics, it is worth

mentioning the lateral flow immunoassay, which can detect total IgG or IgM even in 15 min . The meta-analysis showed

a sensitivity for these tests ranging from 72.2% to 100% and a specificity from 98.9% to 100% . Another serological

method is the magnetic chemiluminescence test, which is based on the double antibody sandwich method. This test

demonstrates concurrent seroconversion for IgG and IgM. After 19 days of illness, 100% of patients had positive IgG. The

antibodies reached a plateau after six days of seroconversion . However, the ELISA test is still the most frequently

used technique. The sensitivity, specificity and positive and negative predictive values for IgM were assessed as 87.5%,

100%, 100%, 95.2%, respectively, and for IgG, these values were 70.8%, 96.6%, 85%, 89% and 1%, respectively . The

mechanism of action of the antibodies produced by plasma cells occurs via prevention of virus entry into the cell by

shielding the N and S proteins and activating antibody-dependent cytotoxicity. Interestingly, it was shown that patients with

a more severe disease course had an earlier and higher antibody response. This phenomenon, called antibody-

dependent enhancement (ADE), can be explained by the fact that anti-S antibodies inhibit viral entry into the cell, thereby

enhancing the binding of the virus to B-cells and macrophages via the Fcγ-II receptor after which these cells are activated,

and the cytokine storm intensifies . Serological tests have their advantages, but their limitations should be kept into

consideration. Researchers should be aware of the possibility of false-negative results in cases in which the patient has

not yet developed antibodies. It is worth noting that despite the time of seroconversion determined in many studies,

individual variability also exists. False positive results may be the result of a cross-reaction between other human

coronaviruses. Determining antibodies also requires skillful interpretation of the selected test. Due to the above factors,

serological tests remain additional tools in the diagnosis of the SARS-CoV-2 virus .

References

1. Zhu, N.; Zhang, D.; Wang, W.; Li, X.; Yang, B.; Song, J.; Zhao, X.; Huang, B.; Shi, W.; Lu, R.; et al. A Novel
Coronavirus from Patients with Pneumonia in China, 2019. N. Engl. J. Med. 2020, 382, 727–733.

2. Coronavirus Update (Live): 102,061,812 Cases and 2,201,477 Deaths from COVID-19 Virus Pandemic-Worldometer.
Available online: (accessed on 30 April 2021).

3. Assadiasl, S.; Fatahi, Y.; Zavvar, M.; Nicknam, M.H. COVID-19: Significance of antibodies. Hum. Antibodies 2020, 28,
287–297.

4. Li, G.; Fan, Y.; Lai, Y.; Han, T.; Li, Z.; Zhou, P.; Pan, P.; Wang, W.; Hu, D.; Liu, X.; et al. Coronavirus infections and
immune responses. J. Med. Virol. 2020, 92, 424432.

5. Graham, R.L.; Donaldson, E.F.; Baric, R.S. A decade after SARS: Strategies for controlling emerging coronaviruses.
Nat. Rev. Microbiol. 2013, 11, 836–848.

6. Alhazzani, W.; Møller, M.H.; Arabi, Y.M.; Loeb, M.; Gong, M.N.; Fan, E. Clinical Characteristics of Coronavirus Disease
2019 in China. N. Engl. J. Med. 2020.

7. Huang, C.; Wang, Y.; Li, X.; Ren, L.; Zhao, J.; Hu, Y.; Zhang, L.; Fan, G.; Xu, J.; Gu, X.; et al. Clinical features of
patients infected with 2019 novel coronavirus in Wuhan, China. Lancet 2020.

8. Bhatt, P.J.; Shiau, S.; Brunetti, L.; Xie, Y.; Solanki, K.; Khalid, S.; Mohayya, S.; Au, P.H.; Pham, C.; Uprety, P.; et al. Risk
Factors and Outcomes of Hospitalized Patients with Severe Coronavirus Disease 2019 (COVID-19) and Secondary
Bloodstream Infections: A Multicenter Case-Control Study. Clin. Infect Dis. 2020.

9. Wu, C.; Chen, X.; Cai, Y.; Zhou, X.; Xu, S.; Huang, H.; Zhang, L.; Zhou, X.; Du, C.; Zhang, Y.; et al. Risk Factors
Associated with Acute Respiratory Distress Syndrome and Death in Patients with Coronavirus Disease 2019
Pneumonia in Wuhan, China. JAMA Intern Med. 2020.

10. Zhang, L.; Jackson, C.B.; Mou, H.; Ojha, A.; Rangarajan, E.S.; Izard, T.; Farzan, M.; Choe, H. SARS-CoV-2 spike-
protein D614G mutation increases virion spike density and infectivity. Nat. Commun. 2020, 11, 1–9.

11. Diagnosis and treatment plan of Corona Virus Disease 2019 (tentative sixth edition). Glob. Health J. 2020.

12. Zhao, J.; Yuan, Q.; Wang, H.; Liu, W.; Liao, X.; Su, Y.; Wang, X.; Yuan, J.; Li, T.; Li, J. Antibody responses to SARS-
CoV-2 in patients of novel coronavirus disease 2019. Clin. Infect. Dis. 2020.

13. Zhang, B.; Zhou, X.; Zhu, C.; Song, Y.; Feng, F.; Qiu, Y.; Feng, J.; Jia, Q.; Song, Q.; Zhu, B.; et al. Dysregulation of
immune response in patients with COVID-19 in Wuhan, China. Clin. Infect. Dis. 2020.

14. Yachou, Y.; El Idrissi, A.; Belapasov, V.; Ait Benali, S. Neuroinvasion, neurotropic, and neuroinflammatory events of
SARS-CoV-2: Understanding the neurological manifestations in COVID-19 patients. Neurol. Sci. 2020, 41, 2657–2669.

[25]

[26]

[26]

[27]

[3]

[28]

[25]



15. Zhou, Z.; Kang, H.; Li, S.; Zhao, X. Understanding the neurotropic characteristics of SARS-CoV-2: From neurological
manifestations of COVID-19 to potential neurotropic mechanisms. J. Neurol. 2020, 267, 2179–2184.

16. Moriguchi, T.; Harii, N.; Goto, J.; Harada, D.; Sugawara, H.; Takamino, J.; Ueno, M.; Sakata, H.; Kondo, K.; Myose, N.;
et al. A first case of meningitis/encephalitis associated with SARS-Coronavirus-2. Int. J. Infect. Dis. 2020, 94, 55–58.

17. Alexopoulos, H.; Magira, E.; Bitzogli, K.; Kafasi, N.; Vlachoyiannopoulos, P.; Tzioufas, A.; Kotanidou, A.; Dalakas, M.C.
Anti-SARS-CoV-2 antibodies in the CSF, blood-brain barrier dysfunction, and neurological outcome Studies in 8
stuporous and comatose patients. Neurol. Neuroimmunol. Neuroinflamm. 2020, 7, 893.

18. Kreye, J.; Reincke, S.M.; Prüss, H. Do cross-reactive antibodies cause neuropathology in COVID-19? Nat. Rev.
Immunol. 2020, 20, 645–646.

19. Capasso, N.; Palladino, R.; Montella, E.; Pennino, F.; Lanzillo, R.; Carotenuto, A.; Petracca, M.; Iodice, R.; Iovino, A.;
Aruta, F.; et al. Prevalence of SARS-CoV-2 Antibodies in Multiple Sclerosis: The Hidden Part of the Iceberg. J. Clin.
Med. 2020, 9, 4066.

20. Bastos, M.L.; Tavaziva, G.; Abidi, S.K.; Campbell, J.R.; Haraoui, L.P.; Johnston, J.C.; Lan, Z.; Law, S.; MacLean, E.;
Trajman, A.; et al. Diagnostic accuracy of serological tests for covid-19: Systematic review and meta-analysis. BMJ
2020, 370, 2516.

21. Bond, K.; Williams, E.; Howden, B.P.; Williamson, D.A. Serological tests for COVID-19. Med. J. Aust. 2020, 213, 397–
399.

22. McAndrews, K.M.; Dowlatshahi, D.P.; Dai, J.; Becker, L.M.; Hensel, J.; Snowden, L.M.; Leveille, J.M.; Brunner, M.R.;
Holden, K.W.; Hopkins, N.S.; et al. Heterogeneous antibodies against SARS-CoV-2 spike receptor binding domain and
nucleocapsid with implications for COVID-19 immunity. JCI Insight 2020, 5.

23. Li, K.; Huang, B.; Wu, M.; Zhong, A.; Li, L.; Cai, Y.; Wang, Z.; Wu, L.; Zhu, M.; Li, J.; et al. Dynamic changes in anti-
SARS-CoV-2 antibodies during SARS-CoV-2 infection and recovery from COVID-19. Nat. Commun. 2020, 11, 1–11.

24. Padoan, A.; Sciacovelli, L.; Basso, D.; Negrini, D.; Zuin, S.; Cosma, C.; Faggian, D.; Matricardi, P.; Plebani, M. IgA-Ab
response to spike glycoprotein of SARS-CoV-2 in patients with COVID-19: A longitudinal study. Clin. Chim. Acta 2020,
507, 164–166.

25. Guo, C.C.; Mi, J.Q.; Nie, H. Seropositivity rate and diagnostic accuracy of serological tests in 2019-nCoV cases: A
pooled analysis of individual studies. Eur. Rev. Med. Pharmacol. Sci. 2020, 24, 10208–10218.

26. Diagnostic Performance of COVID-19 Serology Assays-PubMed. Available online: (accessed on 31 January 2021).

27. Long, Q.X.; Liu, B.Z.; Deng, H.J.; Wu, G.C.; Deng, K.; Chen, Y.K.; Liao, P.; Qiu, J.F.; Lin, Y.; Cai, X.F.; et al. Antibody
responses to SARS-CoV-2 in patients with COVID-19. Nat. Med. 2020, 26, 845–848.

28. Wan, Y.; Shang, J.; Sun, S.; Tai, W.; Chen, J.; Geng, Q.; He, L.; Chen, Y.; Wu, J.; Shi, Z.; et al. Molecular Mechanism
for Antibody-Dependent Enhancement of Coronavirus Entry. J. Virol. 2019, 94.

Retrieved from https://encyclopedia.pub/entry/history/show/25612


