SARS-CoV-2 immunity-escape variants
SUMMARY
1. SARS-CoV-2 variants which show reduced neutralisation by convalescent plasma
have been generated experimentally and have been observed in an
immunocompromised individual with persistent infection treated with convalescent
plasma.
2. Particularly in immune suppressed individuals with prolonged viral replication, viral
evasion can occur during antibody-based treatment. However, the overall impact of
these escape variants on clinical and virological outcomes are not clear.
3. For both vaccines approved for use in the UK, the virus neutralization titres and efficacy
are higher after two doses than one. There is therefore a higher risk of virus replication
under partial immunity after one dose than after two doses, so in the short-term,
delaying the second dose would be expected to somewhat increase the probability of
emergence of vaccine resistance - but probably from a low base.
4. Whilst the neutralization titres seen after one dose of vaccine are lower than the
median titre of convalescent plasma, they are within the lower range of responses seen
following natural infection.
5. In the current UK circumstances the unquantifiable but likely small probability of the
delayed second dose generating a vaccine escape mutant must be weighed against
the measurable benefits of doubling the speed with which the most vulnerable can be
given vaccine-induced protection.
6. It is a realistic possibility that over time immune escape variants will emerge, most
likely driven by increasing population immunity following natural infection.

PURPOSE
1.

Concerns have been raised about the possible emergence of SARS-CoV-2 variants that
escape immune recognition because of:
a. The recent identification of two SARS-CoV-2 variants (one in the UK and the
other in South Africa) with apparently increased transmission and substitutions
in the receptor binding domain (RBD) on the spike protein that theoretically
might be associated with immune escape;
b. High levels of SARS-CoV-2 incidence in the community in the UK associated
with a variant B.1.1.7;
c. The decision in the UK to provide the second dose of SARS-CoV-2 vaccine at
12 weeks rather than 3 weeks after the first dose.

2.

This paper explores the possibility that SARS-CoV-2 escape variants that are partially
or fully resistant to natural immunity, vaccination or antibody therapies may have arisen
or will arise.

BACKGROUND
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3.

SARS-CoV-2 is prone to making errors in its genetic code during replication,
accumulating 1-2 nucleotide changes every month1 but given that coronaviruses have
the capacity for proofreading during replication, mutation rates are lower than in other
RNA viruses. However, as SARS-CoV-2 has circulated globally, genetic changes have
accumulated and will continue to do so, perhaps at a faster rate as greater immunity
develops in the population. 2 3

4.

Most mutations will be inconsequential, but a few may, by chance, confer a functional
advantage over others and, through natural selection may become dominant. A SARSCoV-2 variant with a D614G substitution that has an apparent fitness advantage has
already been seen. This variant emerged in late January or early February 2020 and
replaced the initial SARS-CoV-2 strain identified in China and by June 2020 became the
dominant form of the virus circulating globally.4,5

5.

Mutations that allow escape from monoclonal antibodies can be predicted and readily
generated in the laboratory, including a single substitution conferring reduced
susceptibility to two different monoclonal antibodies (E406W and REGN10933 plus
REGN10987). 6–9

6.

Some laboratory generated variants also show at least 2-fold and up to 30 fold reduced
neutralisation with polyclonal serum from convalescent subjects. 10,11

7.

There is therefore theoretical and experimental data supporting the possibility that
SARS-CoV-2 variants may arise which evade monoclonal antibody therapies,
convalescent plasma therapy, vaccine derived immunity, or naturally acquired immunity.

UK VARIANT OF CONCERN B.1.1.7
8.

In early December 2020, a new variant (B.1.1.7) with 23 mutations: 14 non-synonymous
mutations, 3 deletions and 6 synonymous mutations was identified in the UK.
Phylogenetic and transmission modelling analyses suggest this variant has increased
transmissibility compared to other variants.12

9.

B.1.1.7 contains 8 changes in the spike glycoprotein including deletions in the N terminal
domain (NTD) and point changes in the receptor binding domain (RBD), notably N501Y.a

10.

Substitutions at position 501 (although not N501Y specifically) have been associated
with reduced viral neutralisation to the monoclonal antibody LY-CoV016. This
substitution has not been associated with reduced viral neutralisation to polyclonal
sera.13,14

SOUTH AFRICA VARIANT OF CONCERN B.1.351
11.

a

At the beginning of October, a different variant was detected in South Africa (B.1.351)
which also possessed a large number (22) of mutations, with molecular dating
suggesting that it arose at the end of August.15 This virus is characterised by eight
lineage-defining mutations in the spike protein, including three in the receptor binding
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domain, and early epidemiological analyses performed by LSHTM suggest a
transmission advantage over other co-circulating variants.
12.

B1.351 in addition to D614G contains 8 lineage defining mutations in the spike
glycoprotein including deletions in the NTD and point changes in the RBD, notably
E484K, N501Y and K417N. 15

13.

There are published reports indicating that the E484K and K417 substitutions are
associated with evasion of monoclonal antibodies.9,11,13,15,16

14.

The E484K substitution has been reported to confer reduced susceptibility to
neutralisation by the Eli Lilly monoclonal antibody product bamlanivimab. Phenotypic
data for E484K variants showed a >100-fold reduction in susceptibility to bamlanivimab
in a SARS-CoV-2 pseudovirus neutralization assay. The presence of this variant may
be associated with virological failure of treatment; however the number of subjects were
small, therefore, the overall impact of these emergent resistance-associated variants on
clinical and virological outcomes are not clear. 17

15.

In a recent screen of RBD mutations that evaded neutralization by polyclonal sera, there
was considerable heterogeneity between sera from 11 different individuals and even
between sera taken at different times after infection from the same individual.
Nonetheless E484K was the mutation of most concern since it enabled evasion of
neutralization by polyclonal sera from several different individuals. E484K, in
combination with one deletion and one insertion in the N-terminal domain, was
associated with reduced neutralization (>10 fold) by convalescent sera. 13

ORIGIN OF SARS-COV-2 VARIANTS
16.

There is no direct evidence to indicate the exact source of the UK and South African
variants. There are several hypothesis why variants may arise, these include zoonotic
origin, selective pressure during treatment (including intermittent treatment with
antivirals, MAbs or convalescent plasma treatment) or during viral persistence in
immunocompromised individuals.

17.

Among immunosuppressed individuals, prolonged viral RNA shedding has been
observed up to 4 months.18–20 In one report patients with profound immunosuppression
after undergoing hematopoietic stem-cell transplantation or receiving cellular therapies
shed viable SARS-CoV-2 for at least 2 months18. In two individuals with severe
immunosupression and persistent SARS-CoV-2 infection who were treated with
monoclonal antibodies (Regeneron) and convalescent plasma, genome sequencing
revealed unusually large numbers of nucleotide changes and deletion mutations. 19,20

18.

However, it’s important to note that in immunocompetent individuals, the length of RNA
shedding and viable virus shedding is much shorter.21 Therefore, the potential for
monoclonal antibody or convalescent plasma therapy to generate escape variants is
likely much lower in immunocompetent individuals.

IMPLICATIONS FOR MONOCLONAL ANTIBODY THERAPIES
19.

Likelihood that monoclonal antibody therapy in immunocompetent individuals will
generate escapte mutants:
•

In a study of 93 patients, the frequency of subjects treated with 700 mg
bamlanivimab harbouring a putative resistance-associated variant was similar
to that of the placebo arm.17
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• For emergent variants at an allele fraction ≥50%, there were 6/98 (6.1%) in the
700 mg bamlanivimab group compared with 4/95 (4.1%) in the placebo group.
•

20.

21.

These variants occurred disproportionately in high-risk subjects and were
associated with higher viral shedding in the high-risk population, but it is not
clear whether the variants caused increased viral shedding.17

Likelihood that escape variants will render monoclonal antibody therapy redundant:
•

Of the subjects who met virologic failure, 5.1% harboured a putative resistanceassociated variant in the bamlanivimab treatment groups compared with 2.1%
in the placebo arm

•

A total of 6 (6.1%) of participants in the 700mg bamlanivimab group met the
definition of virological failure vs 2 (2.1%) in the placebo group. However,
overall clinical and virological outcomes were similar between two groups
although the observations are limited.17

Particularly in immune suppressed individuals where prolonged viral replication is
observed, viral evasion can occur during monoclonal antibody treatment. However,
according to the available data, the overall impact of these escape variants on clinical
and virological outcomes are not clear.

IMPLICATIONS FOR CONVALESCENT PLASMA THERAPY
22.

Immune evasion as a result of treatment with polyclonal convalescent plasma is less
likely than following treatment with monoclonal antibodies. Convalescent plasma has
been used in over 100,000 COVID-19 patients in the USA without any reported cases
of immune escape variants. However, the case report by Kemp et al.20 warrants caution
in use of convalescent plasma in patients with severe immune suppression.

VACCINATION AND ESCAPE-VARIANTS
23.

The UK Government has decided to delay the second dose of current SARS-CoV-2
vaccines to 12 weeks rather than 3 weeks after the first dose to allow greater coverage
of high-risk groups with a first dose. This has raised concerns about increased risk of
SARS-CoV-2 virus immune-escape variants emerging in a period of partial immunity
that may exist between first and second doses.

24.

The risks of developing vaccine escape variants are different from the risk associated
with therapeutics. Vaccines overall are less vulnerable to pathogen evolution because
of differences in the way drugs and vaccines work.
a. Vaccines are used to prevent infection whilst (most) drugs are used to treat
established infections. This means that the opportunities for resistant variants
to emerge under within-host selection from vaccines are many orders of
magnitude smaller than for drugs.
b. Secondly, in immunocompetent hosts the immune response continues to
evolve during a single infection.
c. Thirdly vaccines produce responses from several arms of the immune
response against many targets on a pathogen, whilst drugs target
comparatively fewer sites.
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25.

These reasons have been proposed as explanations for the observation that, for many
infectious diseases, it has been possible to drive them to the verge of extinction, and
hold them there for decades using vaccines, without vaccine escape mutations
emerging.22 Nevertheless, viral variation requiring changes in vaccines does occur –
most notably requiring the annual adjustment of influenza vaccines. Although it should
be noted that the antigenic variation of influenza is not driven by vaccine use but by
immunity following natural infection.

26.

The question is whether the nine-week delay to a second dose of SARS-CoV-2 vaccine
will materially increase the probability of emergence of an escape mutant. This has two
important sub-questions: 1- is the probability increased, and if so, 2- is that increase
material.

27.

For both vaccines approved for use in the UK, the virus neutralization titres and efficacy
are higher after two doses than one. There is therefore an increased risk of virus
replication under partial immunity after one dose than after two doses, so in the shortterm, delaying the second dose would be expected to somewhat increase the probability
of emergence of vaccine resistance - but probably from a low base.

28.

Is such an increase material? It is not currently possible to quantify the probability of
emergence of vaccine resistance as a result of the delayed second dose, but it is likely
to be small. The UK currently has more than 1,000 COVID-19 related deaths each day
and has limited supplies of vaccine. In the current UK circumstances the unquantifiable
but likely small probability of the delayed second dose generating a vaccine escape
mutant must be weighed against the measurable benefits of doubling the speed with
which the most vulnerable can be given vaccine-induced protection.

29.

In the medium term, the risk of emergence may be reduced since delaying the second
ChAdOx vaccination until >12 weeks after the first dose gave rise to antibody titres that
were 3 fold higher than those achieved if the boosting dose were given from 3 to 8 weeks
after the prime.

30.

Whilst the neutralization titres seen after one dose of vaccine are lower than the median
titre of convalescent plasma, they are within the lower range of responses seen following
natural infection. So a single dose of vaccine does not generate a new/novel risk.

31.

Given what we have observed recently with the variants B.1.1.7 and B1.351, it is a
realistic possibility that over time immune escape variants will emerge, most likely driven
by increasing population immunity following natural infection.

MONITORING IMMUNE-ESCAPE
•

Vaccine breakthrough should be closely monitored.

•

Vaccinated cases who develop COVID-19 should undergo virus sequencing and
genotype to phenotype characterization as quickly as possible to understand whether
viral variation may explain the breakthrough.

•

Sequencing pillar 1 and pillar 2 samples will be used to understand whether new
clusters with hallmark antigenic changes accumulate in the next few months of vaccine
roll out.

•

More intense study of vaccine recipients in immunosuppressed groups are planned
that will reveal whether mutants may arise in this cohort.
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•

It might prove useful to create a cohort of immunosuppressed, vaccinated individuals
for active surveillance and sequencing to serve as a sentinel population in whom we
watch for vaccine escape with particular care.

•

Vaccine efficacy after one dose should be carefully monitored to inform future vaccine
policy.
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