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Abstract

Objective: To assess the clinical and immunological benefits of passive immunization using convalescent
plasma therapy (CPT).
Materials and Methods: A series of subclass analyses were performed on the previously published
outcome data and accompanying clinical metadata from a completed randomized controlled trial (RCT)
(Clinical Trial Registry of India, number CTRI/2020/05/025209). The subclass analyses were performed
on the outcome data and accompanying clinical metadata from a completed RCT (patient recruitment
between May 15, 2020 and October 31, 2020). Data on the plasma abundance of a large panel of cy-
tokines from the same cohort of patients were also used to characterize the heterogeneity of the putative
anti-inflammatory function of convalescent plasma (CP) in addition to passively providing neutralizing
antibodies.
Results: Although the primary clinical outcomes were not significantly different in the RCT across all age
groups, significant immediate mitigation of hypoxia, reduction in hospital stay, and significant survival
benefit were registered in younger (<67 years in our cohort) patients with severe coronavirus disease 2019
and acute respiratory distress syndrome on receiving CPT. In addition to neutralizing the antibody content
of CP, its anti-inflammatory proteome, by attenuation of the systemic cytokine deluge, significantly
contributed to the clinical benefits of CPT.
Conclusion: Subgroup analyses revealed that clinical benefits of CPT in severe coronavirus disease 2019
are linked to the anti-inflammatory protein content of CP apart from the antiesevere acute respiratory
syndrome coronavirus 2 neutralizing antibody content.
ª 2022 Published by Elsevier Inc on behalf of Mayo Foundation for Medical Education and Research. This is an open access article under the CC
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T he ongoing coronavirus disease 2019
(COVID-19) pandemic caused by the
novel severe acute respiratory syn-

drome coronavirus 2 (SARS-CoV-2) infection
has already claimed approximately 6 million
lives, with more than 425 million infections,
spreading in all populated continents of the
world. The acute disease caused by SARS-
CoV-2 infection is associated with symptoms
spread over 2 distinct temporal phases in
symptomatic patients. The initial milder phase
Mayo Clin Proc Inn Qual Out n December 2022;6(6):511-524 n http
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with fever, malaise cough, loss of smell and
taste, and diarrhea in a large number of pa-
tients is present in most cases, followed by re-
covery.1 However, in a fraction of patients, the
disease progresses in severity, with worsening
hypoxemia. Some patients suffer from a pro-
gression to acute respiratory distress syn-
drome, leading to untoward fatal
outcomes.1,2 A systemic hyperinflammation,
characterized by expansion of the myeloid
cell compartment, cytokine deluge in
s://doi.org/10.1016/j.mayocpiqo.2022.09.001
half of Mayo Foundation for Medical Education and Research. This is an open access
g/licenses/by-nc-nd/4.0/).

511

Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.mayocpiqo.2022.09.001
http://www.mcpiqojournal.org
http://creativecommons.org/licenses/by-nc-nd/4.0/


MAYO CLINIC PROCEEDINGS: INNOVATIONS, QUALITY & OUTCOMES

512
circulation, complement activation, and a sys-
temic hypercoagulable state leading to micro-
vascular thrombopathy, has been found to be
associated with severe COVID-19.3-5 Several
effective vaccines have already been available
and used in universal adult vaccination world-
wide. Nevertheless, emergence of new variants
of concerns has also resulted in successive
waves of infection in different countries, with
the variants recording variable susceptibility
to the vaccine-induced immunity.6-8

Apart from the medical interventions
aimed at mitigating symptomatologies,
different therapeutic approaches have been
explored, either by repurposing specific anti-
viral agents, namely remdesivir9 and molnu-
piravir10; by using virus-specific monoclonal
antibody cocktails, namely imdevimab and
casirivimab11; or by using corticosteroids to
affect immunomodulation,12 to treat patients
in whom the disease progresses to the severe
form. Prophylactic and therapeutic anticoagu-
lation has also found place in the standard of
care (SOC) in patients with the severe dis-
ease.13 The antiviral pharmacotherapies and
monoclonal antibodies have also been re-
ported to have limitations in the contexts of
emergent viral variants.14

In the absence of specific antiviral therapy
in the early phases of the pandemic, convales-
cent plasma therapy (CPT) also emerged as a
widely tried strategy, having been explored
in a number of clinical trials worldwide,
both randomized control and matched control
ones, with different study designs, cohort-
sizes, and analytical scope, varying in terms
of registered outcomes as well. Although a
number of matched control studies and ran-
domized controlled trials (RCTs) reported sig-
nificant clinical benefits of CPT in severe
COVID-19,15-23 a seemingly contradictory
lack of any clinical benefits was also reported
in quite a few studies.24-27 Heterogeneity of
response to convalescent plasma (CP) in sub-
categories of patients was also revealed.28,29

Altogether, early use of CP with high titre of
neutralizing antibodies is found to be of favor-
able therapeutic benefit, and CP transfusion
later into the disease course with progression
in severity has consistently shown no benefit
As successive variants of concern emerge in
different parts of the world, with variable
amenability to both vaccines and approved
Mayo Clin Proc Inn Qual Out n December 2022
antiviral therapies, it is important to discern
and use the clinical benefits achieved by
CPT, if any, even if limited to patient subcate-
gories. This is especially relevant given the
inefficient neutralization of the currently circu-
lating subvariants of the Omicron variant of
SARS-CoV-2 by authorized monoclonal anti-
body therapies.30,31

Here, we attempted subgroup analyses on
a previously reported singleecenter, open-
label RCT32 and identified a major heterogene-
ity of response based on the age of patients,
with younger patients securing significant ben-
efits with CPT. We also revealed that a major
anti-inflammatory role of CP, significantly
contributed by circulating the nonimmunoglo-
bulin protein constituents of CP with
anti-inflammatory functions, underlies the
discerned subgroup clinical benefits.

MATERIALS AND METHODS

Ethical Approval
The RCT (Clinical Trial Registry of India,
number CTRI/2020/05/025209), which was
previously published,32 and all the exploratory
analyses described in this article, were per-
formed after obtaining informed consent
from the patients according to the recommen-
dations and ethical approval from the institu-
tional review boards of all the concerned
institutions, namely CSIR-Indian Institute of
Chemical Biology, Kolkata, India (IICB/IRB/
2020/3P); Medical College Hospital, Kolkata,
India (MC/KOL/IEC/NON-SPON/710/04/
2020); and Infectious Disease & Beleghata
General Hospital, Kolkata, India (IDBGH/
Ethics/2429).

Trial Design and Data Sourcing for Explor-
atory Analyses
Details of the study protocol and design of the
RCT (CTRI/2020/05/025209) have been pub-
lished earlier.32 In brief, in the open-label,
phase II RCT, the investigators recruited and
randomized 40 consenting patients in each
arm, who were admitted in the Infectious Dis-
ease & Beleghata General Hospital, Kolkata,
India, with reverse transcriptaseepolymerase
chain reactioneproven COVID-19 with severe
COVID-19 with mild to moderate acute respi-
ratory distress syndrome, having a partial
pressure of oxygen in the arterial blood
;6(6):511-524 n https://doi.org/10.1016/j.mayocpiqo.2022.09.001
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(PaO2)etoefraction of inspired oxygen ratio
of 100-300 mmHg, and who were not on me-
chanical ventilation from May 31, 2020, to
October 12, 2020. The details about the
SOC and CP dosage (2 doses of 200 mL
ABO blood group-matched CP on 2 consecu-
tive days, first being on the day of recruitment)
have also been reported previously.32 Plasma
samplings were performed on the day of
enrollment (T1) and on the third day or fourth
day after enrollment (T2). Demographic de-
tails, pathogen characteristics, and clinical
biochemistry parameters of the patients with
COVID-19 have been reported earlier28 and
are also provided in brief in Supplemental
Table 1 (available online at http://www.
mcpiqojournal.org/). Plasma collection and
multiplex cytokine measurement have been
described previously.32 In brief, cytokine
levels (pg/mL) were measured on Bio-Plex
Pro Human Cytokine Screening Panel 48-
Plex Assay (Bio-Rad, Cat No. 12007283) using
the manufacturer’s protocol. Plasma levels of
36 cytokines (that were detected at least in
70% of the patients) were used in the analyses.
The methods used for measuring anti-spike
immunoglobulin G (IgG) and neutralizing
antibody are detailed in an earlier article.28

In brief, neutralizing antibodies against
SARS-CoV-2 in CP were detected using Gene-
Script SARS-CoV-2 Surrogate Virus Neutrali-
zation kit (Cat no-L00847).The IgG content
of CP specific for SARS-CoV-2 was detected
using EUROIMMUN Anti-SARS-CoV-2 (IgG)
Elisa kit (Cat No- EI 2606-9601 G).
Calculating SFR7dAUC
To assess the extent of blood oxygenation over
a period of 7 days after enrollment, the area
under curve (AUC) values were computed,
for the ratio of saturation of oxygen in capil-
lary blood (SpO2) to fraction of inspired oxy-
gen (FiO2), termed S/F ratio or SFR, over
those 7 days, which is referred to as
SFR7dAUC. During computation of this S/F ra-
tio 7-day kinetics curve, in case of unavailabil-
ity of recorded data, either on the first or
seventh day (if the patient survived), values
were replicated from the closest day, taking
the lower value in case 2 such values were
available. This AUC values, referred to as
Mayo Clin Proc Inn Qual Out n December 2022;6(6):511-524 n http
www.mcpiqojournal.org
SFR7dAUC, were computed for each patient
and were used for correlative analysis with
other parameters.
Calculating Composite Cytokine Score
To analyze the effect of this global cytokine-
attenuating effect of CP in driving a beneficial
tissue response, we derived a composite score
for cytokine attenuation. It was calculated on
the basis of variations in abundance of 36
cytokine from T1 to T2 (online method). Us-
ing a 1.5-fold cut-off value for log2 fold
change of T2/T1, a score of þ1 was given if
the respective cytokine value was raised at
T2 than at T1, a score of �1 was given for
cytokine value decrease at T2, and a score of
0 was given for the remaining cytokines. The
sum of all these assigned scores was consid-
ered as a Composite Cytokine Score (termed
CCS1.5) for a particular patient representing
the overall increase or decrease of cytokine
values from T1 to T2.
Proteomics Data on CP
The methodology used in proteomics analyses
of the CP are detailed in an earlier article.32 In
brief, proteins were extracted from 10 mL of
plasma by acetone precipitation, 20 mg of pro-
tein was subjected to trypsin digestion, and af-
ter cleaning up, 4 mg of peptide was run for
Data-Independent Acquisition-based Sequen-
tial Window Acquisition of all THeoretical
ion spectra (DIA-SWATH) mass spectrometry
analysis on a quadrupole-time of flight
(TOF) hybrid mass spectrometer (TripleTOF
6600, Sciex) coupled to a nano-liquid
chromatography (LC) system (Eksigent
NanoLC-425, Sciex); data were processed us-
ing the SWATH Acquisition MicroApp 2.0.1
in PeakView 2.2 Software. The proteomics
data (PXD025453) have been deposited to
the ProteomeXchange Consortium via the
PRoteomics IDEntifications database (PRIDE)
partner repository. Because the 2 transfusions
in a single recipient used CP from different do-
nors in most cases, the averages of the specific
protein contents of both plasma units were
used for analyses considering correlation of
CP protein content and cytokines or
SFR7dAUC.
s://doi.org/10.1016/j.mayocpiqo.2022.09.001 513
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FIGURE 1. Exploratory subgroup analysis on clinical outcomes. A, Schema showing the data sourcing and subgroup analyses per-
formed. BeH, Survival of patients in the 2 arms from the day of enrollment till day 30 after enrollment are compared in a Kaplan-
Meier curve for patients in indicated subgroups, namely females (B), males (C), patients with preexisting type 2 diabetes mellitus
(T2DM) and/or hypertension (HTN) (D), patients without any preexisting T2DM or HTN (E), patients with T2DM (F), patients with
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Statistical Analyses, Multivariate Regression
Analysis, and Circus Plots
Statistical analyses, as described in the results
and respective figure legends, were performed
using R and, in some cases, using Graphpad
Prism 8 or Statistica64 (StatSoft). To express
the SFR7DAUC registered in each patient as a
function of a combination of CCS1.5 for the
same patient and the content of anti-spike
IgG transfused through CPT, a multivariate
linear regression was performed in R. The 3-
dimensional surface plot representing the
interaction between the 3 parameters was
generated using the “scatterplot3D” and
“plotly” packages in R. The circos plots were
generated from Pearson correlation coefficients
using the “circlize” R package.
RESULTS

Exploratory Subgroup Analysis of Clinical
Outcomes in a RCT
In the RCT, patients randomized into the
intervention arm received 2 doses of 200-mL
ABO-matched CP on 2 consecutive days, first
being on the day of enrollment. The time be-
tween hospital admission and enrollment
was 3.85�2.63 days for the patients recruited
in the control arm receiving SOC and
4.2�2.21 days for the patients in the interven-
tion arm. The major cohort characteristics for
the aforementioned RCT, which were used for
subgroup analyses, are depicted in
Supplemental Table 1. On analyzing the pri-
mary outcome of all-cause mortality at 30
days in this RCT on CPT in patients with se-
vere COVID-19, the intervention arm failed
to register any comparative benefit.32 Similar
lack of differences were also noted in terms
of time taken for disease remission (repre-
sented by the duration of hospital stay) and
on exploring mitigation of hypoxia (repre-
sented by the kinetics of the S/F ratio over
10 days after recruitment). Nevertheless, a
prominent attenuation in the systemic cyto-
kine surge was noted in the intervention
arm, as also reported previously.32,33 To
further explore the plausible reasons for lack
of discernible clinical benefit in response to
HTN (G), and patients receiving pharmacotherapy w
plasma therapy; RCT, randomized controlled trial; SO
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CP despite its documented neutralizing anti-
body content and anti-inflammatory effects,
we performed an exploratory subgroup anal-
ysis on the clinical and immunological data
generated in the clinical trial (Figure 1A).

First, we performed subgroup analyses
based on the biological sex of the patients
because males had been previously reported
to have a greater predilection for disease
severity in COVID-19.34,35 In our RCT cohort,
we did not find any significant difference be-
tween the 2 arms in terms of 30-day survival
among either males or females (Figure 1B
and C; Supplemental Table 2, available online
at http://www.mcpiqojournal.org/). The 2 ma-
jor comorbidities reported to be associated
with a higher propensity for severe COVID-
19 disease are type 2 diabetes and hyperten-
sion.1 Accordingly, we performed subgroup
analyses for patients with or without these
co-morbidities. Again, none of these subcate-
gories registered a survival benefit on receiving
CPT, as opposed to SOC (Figure 1D-G;
Supplemental Table 2). A fraction of patients
recruited in the RCT received remdesivir as
part of their SOC (N¼25). When we per-
formed analysis on these patients, addition of
CPT, again, did not offer any additional clin-
ical benefit (Figure 1H; Supplemental
Table 2).

We noted a significantly different age dis-
tribution of surviving patients in the CPT
arm, whereas no such difference was seen in
the SOC arm (Figure 2A). Intrigued by this,
we explored whether age-based subcategories
of patients had any differential clinical
response in the RCT. Toward this, we per-
formed an analysis of the hazard ratios, taking
different age cut-offs in both trial arms. The
analysis aimed at finding an age threshold
that registers a minimum hazard ratio but re-
tains statistical power in this study with a rela-
tively small size of the cohort (Figure 2B). This
analysis derived an age threshold at 67 years.
On doing a subclass analysis, keeping the
age threshold at 67 years, significant differ-
ences in terms of clinical outcomes between
the 2 arms were noted. For patients with
aged less than 67 years, a significant early
ith remdesivir (H). COVID-19, coronavirus disease 2019; CPT, convalescent
C, standard of care.
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mitigation of hypoxia was noted in response to
CPT (Figure 2C). Patients aged less than 67
years registered early remissions in terms of
duration of hospital stay since admission
(Figure 2D, median of 21 days for SOC vs
15 days for CPT arm; P¼.0235 on the
Mantel-Cox log-rank test). In the age group
of less than 67 years, a significant survival
benefit was also noted in the CPT arm
(Figure 2E; Mantel-Haenszel hazard ratio,
0.2915; 95% CI, 0.08773-0.9685; P¼.0442
on the Mantel-Cox log-rank test). For patients
aged more than or equal to 67 years, there was
no significant difference in terms of either
mitigation of hypoxia, time to remission, or
survival between the 2 trial arms (Figure 2F-
H).
Effect of Virus-Neutralizing Antibody in CP
for Mitigation of Hypoxia
To gather more insight on this age-dependent
differential response to CPT, we focused on
assessing the tissue response to therapy,
contribution of antibody content of CP, and
the anti-inflammatory effect, if any, of CP as
previously reported.32,33

For parametric representation of pulmonary
tissue response to therapy the extent of blood
oxygenation over a period of 7 days after enroll-
ment was computed as the AUC values for the S/
F ratio kinetics over those 7 days, which is
referred to as SFR7dAUC (Figure 3A). As a confir-
mation of clinical relevance of SFR7dAUC, we
did a survival analysis on all recruited patients,
regardless of the arms they were randomized
into, to compare between patients who regis-
tered higher than the median SFR7dAUC value
and those with a lower value. The patients who
registered higher than the median SFR7dAUC
value were found to secure enormous survival
benefits (Figure 3B). Across all ages patients in
the 2 arms, there was no significant difference
in the SFR7dAUC (Figure 3C), which explains
the lack of any clinical benefit in response to
CPT across all patients as reported earlier for
total hospital stay duration of the patients from both a
67 years (D) and for patients aged �67 years (G). D
patients in the 2 arms from the day of enrollment till d
less than 67 years (E) and for patients aged greater tha
enrollment. For all outcomes, Mantel-Cox log-rank te
significant differences.
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this RCT (29). However, when analyzed for pa-
tients aged less than 67 years, the CPT arm
showed a significantly higher SFR7dAUC
(Figure 3C), which was not seen among patients
aged more than or equal to 67 years. Again, this
conformed to the relative clinical benefits regis-
tered in these 2 age groups (Figure 2C-H).

There was no significant difference be-
tween these 2 age groups either in the anti-
eSARS-CoV-2 spike IgG content or in the
neutralizing antibody content of CP that was
transfused to the patients (Supplemental
Figure 1A and B, available online at http://
www.mcpiqojournal.org/). AntieSARS-CoV-2
spike IgG content and neutralizing ability
were highly correlated for all CP transfused
with no difference for the recipients in either
trial arm (Supplemental Figure 1C). Despite
these uniformities, we found that only the
IgG content of the transfused CP in the pa-
tients aged less than 67 years was significantly
correlated with SFR7dAUC (Figure 3D). Virus
neutralization by passively transferred anti-
bodies is expected to cause immediate reduc-
tion in the viral load in the local tissue
fields, thus helping in reducing local propaga-
tion of infection of host cells, leading to less
tissue damage response. However, our data
suggest that an aging tissue fails to respond
to these beneficial effects in severe COVID-19.
Anti-inflammatory Effect of CP and Mitiga-
tion of Hypoxia
Patients with severe COVID-19 have been
found by previous studies to experience a sys-
temic hyperinflammation characterized by a
cytokine deluge. The nature and dimension
of this so-called cytokine storm (based on
plasma abundance of a panel of 36 different
cytokines) in this clinical trial was previously
characterized, which revealed a significant
attenuation of the systemic surge of the cyto-
kines at 3-4 days after recruitment (time point
T2), compared with the day of recruitment
(time point T1) in the CPT arm.32,33
rms are plotted in an ascending Kaplan-Meier curve for patients aged less than
eaths and nonremission at day 35 after admission were censored. Survival of
ay 30 after enrollment are compared in a Kaplan-Meier curve for patients aged
n or equal to 67 years (H). Surviving patients were censored on day 30 after
st was performed, and corresponding P values are only shown for statistically
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FIGURE 3. Age-linked therapeutic response to antibody content and anti-inflammatory effect of convalescent plasma. A, Definition of
SFR7dAUC as the area under curve (AUC) of the ratio of saturation of oxygen in capillary blood to fraction of inspired oxygen (S/F)
kinetics over 7 days after enrollment. B, Kaplan-Meier curve comparing survival of patients registering SFR7dAUC values above
(AUChi) or below (AUClo) the median value among all patients. C, Comparison of SFR7dAUC value distribution between patients in
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HETEROGENEITY OF RESPONSE TO CPT IN COVID-19
To further analyze the role of this global
cytokine-attenuating effect of CP in driving a
beneficial tissue response we derived a com-
posite score for cytokine attenuation. This
CCS (termed CCS1.5) represents the overall
increase or decrease of cytokine values from
T1 to T2 for a particular patient. The
CCS1.5 values for patients aged either less
than 67 years or more than or equal to 67
years were not significantly different; however,
in patients aged more than or equal to 67
years, a heterogeneity was notable
(Figure 3E). Interestingly, only in case of pa-
tients aged less than 67 years, CCS1.5 values
showed statistically significant negative corre-
lation with the SFR7dAUC values
(Figure 3F), which points out that the aging
tissue also fails to secure benefit from the cyto-
kine attenuation effect of CP. The specific anti-
body content and the anti-inflammatory effect
of CP cumulatively benefit the recipients in
terms of immediate clinical outcome of hypox-
ia mitigation (Figure 3G), which was also
confirmed in a multivariate regression model
(Figure 3H; Supplemental Table 3, available
online at http://www.mcpiqojournal.org/).

Convalescent Plasma Constituents and
Their Contribution to Anti-Inflammatory
Effects
In order to explore if the cytokine-attenuating
effect of CP transfusion was linked to the
neutralizing antibody content, we performed
a correlative analysis of the total neutralizing
antibody received through 2 consecutive CP
transfusions with the log 2 fold change in
the plasma abundance of all 36 cytokines
from T1 to T2 in patients aged less than 67
years. No notable correlation that was statisti-
cally significant could be registered, pointing
to the probable mechanistic disconnect be-
tween transfused antibodies and this rapid
different age groups among patients in the CPT arm
SFR7dAUC shown separately for patients aged less tha
years (red dots and line). Pearson correlation was com
content of transfused CP and CCS1.5 on SFR7dAUC
scaled for SFR7dAUC value ranges. H, Surface plot repr
IgG transfused through CP as well as the CCS1.5 of t
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anti-inflammatory effect (Supplemental
Figure 2A, available online at http://www.
mcpiqojournal.org/). On the other hand, the
log 2 fold change values in a great number
of cytokines showed significant inverse corre-
lation with the SFR7dAUC values, reiterating
the contribution of the cytokine attenuation
to mitigation of hypoxia (Supplemental
Figure 2B).

Beyond its virus-neutralizing antibody
content, CP can drive other biological effects,
namely immunomodulation and endothelial
stabilization, because of the other constitu-
ents of CP.36-38 These include anti-
inflammatory components of the comple-
ment system, coagulation factors, and other
anti-inflammatory proteins and cytokines.36

To explore if the nonimmunoglobulin con-
tents of the CP proteome have anything to
do with the cytokine attenuation, we per-
formed a correlative analysis with the cumu-
lative abundance for each of the 208 proteins
identified in the proteomics study received
by each patient through 2 consecutive CP
transfusions, with the log 2 fold change in
each cytokine registered in these patients
from T1 to T2. This revealed that a large
number of proteins in CP show correlative
links with the cytokine kineticsda great
many show inverse correlations conforming
to an anti-inflammatory effect (Figure 4A).
Quite a few also show a proinflammatory
relationship, most of them being functionally
related to the complement system, or are
acute phase reactants plausibly on the way
of gradual dissipation during convalescence
(Figure 4A).

To further explore the major proteins with
the anti-inflammatory effect, we ran a filtered
analysis for the proteins that had wider cyto-
kine attenuation effect, showing significant
negative correlation with the T1 to T2 kinetics
. Mann-Whitney test was performed. F, Correlation plots of CCS1.5 and
n 67 years (black dots and line) and patients aged greater than or equal to 67
puted, R values are depicted, **P<.005. G, Cumulative effect of anti-spike IgG
values for patients aged less than 67 years. The sizes of the open circles are
esenting multivariate linear regression of SFR7dAUC, with content of anti-spike
he recipient. The plot was generated in R.
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HETEROGENEITY OF RESPONSE TO CPT IN COVID-19
of at least 5 cytokines (Figure 4B). We identi-
fied almost 12 proteins with plausible anti-
inflammatory effects in this analysis. A great
majority of them were apolipoproteins,
namely apolipoprotein A1, C1, C4-C2, and
D. Others included proteins functionally
related to regulation of the complement
pathway and coagulation, serum amyloid pro-
teins, and 2 SERPIN family proteinsdmost of
them having documented anti-inflammatory
properties in previous studies. The median
abundance of these proteins was distributed
quite widely, with the apolipoproteins being
relatively more abundant in CP (Figure 4C).
Finally, we also found that 3 of these CP pro-
teins also showed positive correlation with
SFR7dAUC values in the recipients
(Figure 4D-F), namely alpha 1 anti-trypsin
(SERPINA1), heparin cofactor 2 (SERPIND1)
and complement factor Herelated protein 1
(CFHR1). When checked for male and female
recipients separately, similar correlations were
evident, although not statistically significant
because of small sample sizes, pointing to
the absence of any sex-based difference in
the CP-mediated clinically beneficial anti-
inflammatory effects (Supplemental Figure 3,
available online at http://www.
mcpiqojournal.org/). The anti-inflammatory
proteins delivered through CP transfusions
can exert the cytokine attenuation through
myriad mechanisms; nevertheless, their effect
on the beneficial tissue response is expected
to be at best indirect. Despite this, significant
positive correlations between some of these
CP proteins and SFR7dAUC further asserted
the contribution of CP proteome on the clin-
ical benefits registered in the transfusion recip-
ients in addition to the passively transferred
neutralizing antibodies.
FIGURE 4. Contribution of constituents of plasma p
depicting the statistically significant correlations (P<.05
log 2 fold change (log2 FC) (from time point T1 to T2)
age). B, Circos plot depicting the correlation (Pearson
having statistically significant (P<.05) correlations with
Pearson correlation coefficients, blue links indicate pos
showing the relative abundance of the nonimmunogl
families and pointers to the specific proteins with broa
between SFR7dAUC values registered by CP recipients
SERPINA1 (E) and CFHR1 (F). Pearson correlation w
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DISCUSSION
This article, describing exploratory subgroup
analyses on a previously reported open-label
RCT on CPT in severe COVID-19,32 adds to
the growing literature on heterogeneity of
response to CPT in COVID-19 and the poten-
tial biological functions of CP in addition to
providing neutralizing antibody against the
pathogen.37 The exploratory analyses on clin-
ical outcomes revealed a significant benefit
registered in younger (<67 years) patients
with severe COVID-19.

The unresponsiveness to therapy in older
individuals is a notable revelation in our
RCT, indubitably important in terms of guid-
ing precision medicine strategies in the context
of severe COVID-19. Most plausible reason for
these data may be the faster progression of dis-
ease in older individuals. Transfusion of CP
early in the disease course has previously
shown to be more beneficial.19,23 Convales-
cent plasma therapy was found to be beneficial
in older patients with mild COVID-19 disease,
with an early transfusion of CP having high ti-
tres of neutralizing antibodies.19 This strategy
was shown to reduce the progression to severe
disease significantly, naturally securing signifi-
cant survival benefit as well.19

In our study, the time between hospital
admission and enrollment was 4.2�2.21
days for the CP recipients. Moreover, the
younger CP recipients might have been
much early into their disease course because
of a slower progression of the pathology than
that in the older recipients. Biology of an aging
lung and its associated deficiencies are perhaps
of major interest in this respect, as previously
demonstrated in a lot of other clinical contexts
as well.39 Major hallmarks of an aging lung are
extracellular matrix dysregulation, stem cell
roteome in anti-inflammatory effects of convalescent plasma. A, Circos plot
) between abundance of identified proteins in convalescent plasma (CP) and
in the abundance of 36 cytokines in the plasma of CP recipients (<67 years of
correlation coefficients) between abundance of nonimmunoglobulin proteins
at least 5 cytokines. The width of the links indicates the magnitude of the
itive correlations, and black links indicate negative correlations. C, Scatter plot
obulin constituents of CP proteome with color coding for major functional
d cytokine attenuation activity as depicted in Figure 4B. DeF, Correlation plots
(aged <67 years; 18 men and 6 women) and CP content of SERPIND1 (D),
as computed, R and P values are shown.
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exhaustion, and altered intercellular commu-
nications, which lead to senile deteriorations
in pulmonary functions.40,41 It has also been
shown that there are local immunological
changes in the lungs with increasing age,
namely altered local T-cell dynamics and in-
duction of reactive oxygen species in alveolar
macrophages.42 A similar age-linked differen-
tial therapeutic response was also noted in
anti-inflammatory therapy with leukotriene re-
ceptor antagonists in asthma, with a lack of
therapeutic response in older individuals.43,44

In terms of the mitigation of the circulating
cytokine surge (expressed as CCS1.5), as
shown in Figure 3E, the older patients show
a considerable heterogeneity in response to
CP transfusion, although the overall difference
between age subgroups was not significant.
This may also contribute to the relative lack
of clinical benefits in the older subgroup. Of
note here, another matched control study
also reported a similar age-linked differential
response to CPT in a RCT in severe COVID-
19, wherein only patients aged less than 65
years had registered significant clinical
benefits.20

We also found an early mitigation of hyp-
oxia among patients aged less than 67 years in
response to CPT. Of note here, patients in the
SOC group who belonged to the same age
group could also catch up on this by day 6 af-
ter enrollment. This may represent abrogation
of the relative benefit offered by CP with time
since transfusion. Whether additional transfu-
sions can further maintain this relative benefit,
resulting in faster remissions and survival, re-
mains to be explored.

Another important revelation of this trial
has been the prominent anti-inflammatory ef-
fect of CPT, which also contributed to the clin-
ical benefits and was caused by CP proteome
consisting of a number of anti-inflammatory
proteins. Among the known anti-
inflammatory proteins in CP proteome that
we could identify to have a broad effect on
cytokine attenuation was apolipoprotein D.
Its expression is known to be regulated by
inflammation-associated transcription factors,
and it is known to bind to arachidonic acid,
thus having potential for quelling the eicosa-
noids during an inflammation.45 Of note
here, a role of a systemic eicosanoid storm
has been proposed to underlie the
Mayo Clin Proc Inn Qual Out n December 2022
hyperinflammation in COVID-19.46 More-
over, anti-inflammatory properties of CP-
derived apolipoproteins may also point toward
a plausible mechanistic cue to the established
link between metabolic syndrome and
COVID-19 severity,47 which warrants further
mechanistic exploration. Other interesting
proteins contributing to the effect of CP were
the SERPIN family membersdboth SER-
PINA1 and heparin cofactor 2 are known
anti-inflammatory proteins.48,49 Moreover, ge-
netic deficiency of SERPINA1 has already been
explored as a probable predisposing factor for
COVID-19 morbidity.50 On the other hand,
serum amyloid components, such as compo-
nent P (or APCS), are known to inhibit
neutrophil adhesion and function and have
prominent anti-inflammatory and anti-
fibrogenic functions.51

The major limitation of the present trial,
which hindered more extensive subgroup ana-
lyses, is the small sample size. Nevertheless,
the attempts at exploratory subgroup analyses
pointed to a response-heterogeneity linked to
specific contents of CP in addition to revealing
a detrimental effect of an aging immune sys-
tem on disease remission and eventual out-
comes in severe COVID-19. The biology
underlying this will be of great interest in sub-
sequent mechanistic studies, especially given
the fact that the monoclonal antibodies already
approved for therapeutic use in COVID-19
have been found to be less efficacious with
emergent SARS-CoV-2 variants.
CONCLUSION
Our efforts at subgroup analyses into the out-
comes of a completed RCT on CPT in severe
COVID-19 thus revealed that the heterogene-
ity of therapeutic benefits of CPT in severe
COVID-19 might be linked to patient charac-
teristics like age and progression in the disease
course. The clinical benefits of CPT was con-
trubuted by the anti-inflammatory protein
content of convalescent plasma in addition to
its antieSARS-CoV-2 neutralizing antibody
content.
POTENTIAL COMPETING INTERESTS
The authors report no competing interests.
;6(6):511-524 n https://doi.org/10.1016/j.mayocpiqo.2022.09.001
www.mcpiqojournal.org

https://doi.org/10.1016/j.mayocpiqo.2022.09.001
http://www.mcpiqojournal.org


HETEROGENEITY OF RESPONSE TO CPT IN COVID-19
ACKNOWLEDGMENTS
Dr Ganguly conceptualized, administered, and
supervised the study. Drs Ganguly, Ray, and
Bhattacharya designed the original randomized
controlled trial protocol and supervised different
components of the study. Drs Ganguly andChat-
terjee and authors Bandopadhyay, D’Rozario,
and Sarif performed experiments. Drs Raychaud-
huri, Ganguly, and Pandey and authors Bando-
padhyay, D’Rozario, and Bhaduri analyzed the
data. Drs Ray, Paul, and Chaudhuri maintained
the clinical data and supervised clinical manage-
ment. Author Singh and Dr Sengupta performed
the proteomics experiments. Dr Bhattacharya
recruited convalescent donors. DrGangulywrote
the manuscript with inputs from other authors.
All authors approved the manuscript. Dr Ray-
chaudhuri and authors Bandopadhyay, D’Ro-
zario, and Sarif contributed equally to this work.
SUPPLEMENTAL ONLINE MATERIAL
Supplemental material can be found online at
http://www.mcpiqojournal.org/. Supplemental
material attached to journal articles has not
been edited, and the authors take responsibil-
ity for the accuracy of all data.
Abbreviations and Acronyms: AUC, area under curve;
COVID-19, coronavirus disease 2019; CP, convalescent
plasma; CPT, convalescent plasma therapy; IgG, immuno-
globulin G; RCT, randomized controlled trial; SARS-CoV-2,
severe acute respiratory syndrome coronavirus 2; SER-
PINA1, serine protease inhibitors A1 (or alpha 1 anti-
trypsin); SOC, standard of care

Affiliations (Continued from the first page of this
article.): eral Hospital, Kolkata, India (Y.R., S.R.P., K.C.);
Department of Infectious Diseases, Institute of Postgraduate
Medical Education and Research, Kolkata, India (Y.R.); CSIR-
Institute of Genomics and Integrative Biology, Delhi, India
(P.S., R.P., S.S.); Indian Statistical Institute, Kolkata, India
(R.B.); and Department of Immunohematology & Blood
Transfusion, Medical College Hospital, Kolkata, India (P.B.).

Grant Support: The work was supported by grant MLP-129
(to Dr Ganguly) for the randomized controlled trial and
associated immune monitoring studies from the Council
of Scientific Industrial Research, India, and the Swarnajayanti
Fellowship (to Dr Ganguly) for laboratory support from
Department of Science and Technology, Government of
India.

Data and Materials Availability: All information regarding
availability of data and materials can be addressed to the
corresponding author. The proteomics data are accessible
Mayo Clin Proc Inn Qual Out n December 2022;6(6):511-524 n http
www.mcpiqojournal.org
at the PRIDE database, as mentioned in the Materials and
Methods section.

Correspondence: Address to Dipyaman Ganguly, MBBS,
PhD, IICB-Translational Research Unit of Excellence, CSIR-
Indian Institute of Chemical Biology, CN-6, Sector-V, Salt
Lake, Kolkata 700091, India (dipyaman@iicb.res.in).

ORCID
Purbita Bandopadhyay: https://orcid.org/0000-0001-
9278-6028; Praveen Singh: https://orcid.org/0000-0001-
7889-7688; Ritwik Bhaduri: https://orcid.org/0000-
0002-1909-6167; Prasun Bhattacharya: https://orci-
d.org/0000-0002-1982-5227; Dipyaman Ganguly:
https://orcid.org/0000-0002-7786-1795
REFERENCES
1. Huang C, Wang Y, Li X, et al. Clinical features of patients

infected with 2019 novel coronavirus in Wuhan, China. Lancet.
2020;395(10223):497-506.

2. WHO Working Group on the Clinical Characterisation and
Management of COVID-19 infection. A minimal common
outcome measure set for COVID-19 clinical research. Lancet
Infect Dis. 2020;20(8):e192-e197.

3. Laing AG, Lorenc A, Del Molino Del Barrio I, et al. A dynamic
COVID-19 immune signature includes associations with poor
prognosis. Nat Med. 2020;26(10):1623-1635. https://doi.org/
10.1038/s41591-020-1038-6.

4. Arunachalam PS, Wimmers F, Mok CKP, et al. Systems biological
assessment of immunity to mild versus severe COVID-19 infec-
tion in humans. Science. 2020;369(6508):1210-1220.

5. Lucas C, Wong P, Klein J, et al. Longitudinal analyses reveal
immunological misfiring in severe COVID-19. Nature. 2020;
584(7821):463-469.

6. Iketani S, Liu L, Guo Y, et al. Antibody evasion properties of
SARS-CoV-2 Omicron sublineages. Nature. 2022;604(7906):
553-556. https://doi.org/10.1038/s41586-022-04594-4.

7. Planas D, Saunders N, Maes P, et al. Considerable escape of
SARS-CoV-2 Omicron to antibody neutralization. Nature.
2022;602(7898):671-675.

8. Liu L, Iketani S, GuoY, et al. Striking antibody evasion mani-
fested by the Omicron variant of SARS-CoV-2. Nature. 2022;
602(7898):676-681.

9. Goldman JD, Lye DCB, Hui DS, et al. Remdesivir for 5 or 10
days in patients with severe covid-19. N Engl J Med. 2020;
383(19):1827-1837. https://doi.org/10.1056/NEJMoa2015301.

10. Jayk Bernal A, Gomes da Silva MM, Musungaie DB, et al. Mol-
nupiravir for oral treatment of Covid-19 in nonhospitalized pa-
tients. N Engl J Med. 2022;386(6):509-520.

11. Weinreich DM, Sivapalasingam S, Norton T, et al. REGEN-
COV antibody combination and outcomes in outpatients
with Covid-19. N Engl J Med. 2021;385(23):e81.

12. RECOVERY Collaborative Group, Horby P, Lim WS, et al.
Dexamethasone in hospitalized patients with Covid-19.
N Engl J Med. 2021;384(8):693-704. https://doi.org/10.1056/
NEJMoa2021436.

13. Billett HH, Reyes-Gil M, Szymanski J, et al. Anticoagulation in
covid-19: effect of enoxaparin, heparin, and apixaban on mor-
tality. Thromb Haemost. 2020;120(12):1691-1699. https://doi.
org/10.1055/s-0040-1720978.

14. Takashita E, Kinoshita N, Yamayoshi S, et al. Efficacy of anti-
bodies and antiviral drugs against Covid-19 Omicron variant.
N Engl J Med. 2022;386(10):995-998.

15. Duan K, Liu B, Li C, et al. Effectiveness of convalescent plasma
therapy in severe COVID-19 patients. Proc Natl Acad Sci U S A.
2020;117(17):9490-9496.
s://doi.org/10.1016/j.mayocpiqo.2022.09.001 523

http://www.mcpiqojournal.org/
mailto:dipyaman@iicb.res.in
https://orcid.org/0000-0001-9278-6028
https://orcid.org/0000-0001-9278-6028
https://orcid.org/0000-0001-7889-7688
https://orcid.org/0000-0001-7889-7688
https://orcid.org/0000-0002-1909-6167
https://orcid.org/0000-0002-1909-6167
https://orcid.org/0000-0002-1982-5227
https://orcid.org/0000-0002-1982-5227
https://orcid.org/0000-0002-7786-1795
https://doi.org/10.1038/s41591-020-1038-6
https://doi.org/10.1038/s41591-020-1038-6
https://doi.org/10.1038/s41586-022-04594-4
https://doi.org/10.1056/NEJMoa2015301
https://doi.org/10.1056/NEJMoa2021436
https://doi.org/10.1056/NEJMoa2021436
https://doi.org/10.1055/s-0040-1720978
https://doi.org/10.1055/s-0040-1720978
https://doi.org/10.1016/j.mayocpiqo.2022.09.001
http://www.mcpiqojournal.org


MAYO CLINIC PROCEEDINGS: INNOVATIONS, QUALITY & OUTCOMES

524
16. Shen C, Wang Z, Zhao F, et al. Treatment of 5 critically ill pa-
tients with COVID-19 with convalescent plasma. JAMA. 2020;
323(16):1582-1589.

17. Liu STH, Lin HM, Baine I, et al. Convalescent plasma treatment
of severe COVID-19: a propensity score-matched control
study. Nat Med. 2020;26(11):1708-1713. https://doi.org/10.
1038/s41591-020-1088-9.

18. Rasheed AM, Fatak DF, Hashim HA, et al. The therapeutic po-
tential of convalescent plasma therapy on treating critically ill
COVID-19 patients residing in respiratory care units in hospitals
in Baghdad, Iraq. Infez Med. 2020;28(3):357-366.

19. Libster R, Pérez Marc G, Wappner D, et al. Early high-titer
plasma therapy to prevent severe Covid-19 in older adults.
N Engl J Med. 2021;384(7):610-618. https://doi.org/10.1056/
NEJMoa2033700.

20. Yoon HA, Bartash R, Gendlina I, et al. Treatment of severe
COVID-19 with convalescent plasma in Bronx, NYC. JCI Insight.
2021;6(4):e142270. https://doi.org/10.1172/jci.insight.142270.

21. Briggs N, Gormally MV, Li F, et al. Early but not late convales-
cent plasma is associated with better survival in moderate-to-
severe COVID-19. PLoS One. 2021;16(7):e0254453.

22. Senefeld JW, Casadevall A, Joyner MJ. Convalescent plasma to
deliver therapeutic antibodies against COVID-19. Trends Mol
Med. 2022;28(5):435-436.

23. Sullivan DJ, Gebo KA, Shoham S, et al. Early outpatient treatment
for Covid-19 with convalescent plasma. N Engl J Med. 2022;
386(18):1700-1711. https://doi.org/10.1056/NEJMoa2119657.

24. Agarwal A, Mukherjee A, Kumar G, et al. Convalescent plasma in
the management of moderate covid-19 in adults in India: open label
phase II multicentre randomised controlled trial (PLACID Trial).
BMJ. 2020;371:m3939. https://doi.org/10.1136/bmj.m3939.

25. Li L, Zhang W, Hu Y, et al. Effect of convalescent plasma ther-
apy on time to clinical improvement in patients with severe and
life-threatening COVID-19: a randomized clinical trial. JAMA.
2020;324(5):460-470.

26. Simonovich VA, Burgos Pratx LD, Scibona P, et al.
A randomized trial of convalescent plasma in Covid-19 severe
pneumonia. N Engl J Med. 2021;384(7):619-629. https://doi.org/
10.1056/NEJMoa2031304.

27. Janiaud P, Axfors C, Schmitt AM, et al. Association of convales-
cent plasma treatment with clinical outcomes in patients with
COVID-19: a systematic review and meta-analysis. JAMA.
2021;325(12):1185-1195.

28. Park H, Tarpey T, Liu M, et al. Development and validation of a
treatment benefit index to identify hospitalized patients with
COVID-19 who may benefit from convalescent plasma.
JAMA Netw Open. 2022;5(1):e2147375.

29. Focosi D, Franchini M, Pirofski LA, et al. COVID-19 convales-
cent plasma and clinical trials: understanding conflicting out-
comes. Clin Microbiol Rev. 2022;35(3):e0020021. https://doi.
org/10.1128/cmr.00200-21.

30. Yamasoba D, Kosugi Y, Kimura I, et al. Neutralisation sensitivity
of SARS-CoV-2 omicron subvariants to therapeutic mono-
clonal antibodies. Lancet Infect Dis. 2022;22(7):942-943.

31. Wilhelm A, Widera M, Grikscheit K, et al. Limited neutralisation
of the SARS-CoV-2 Omicron subvariants BA.1 and BA.2 by
convalescent and vaccine serum and monoclonal antibodies.
EBioMedicine. 2022;82:104158.

32. Ray Y, Paul SR, Bandopadhyay P, et al. A phase 2 single center
open label randomised control trial for convalescent plasma
therapy in patients with severe COVID-19. Nat Commun.
2022;13(1):383.

33. Bandopadhyay P, D’Rozario R, Lahiri A, et al. Nature and di-
mensions of systemic hyperinflammation and its attenuation
Mayo Clin Proc Inn Qual Out n December 2022
by convalescent plasma in severe COVID-19. J Infect Dis.
2021;224(4):565-574. https://doi.org/10.1093/infdis/jiab010.

34. Jin JM, Bai P, He W, et al. Gender differences in patients with
COVID-19: focus on severity and mortality. Front Public Health.
2020;8:152.

35. Sha J, Qie G, Yao Q, et al. Sex differences on cinical character-
istics, severity, and mortality in adult patients with COVID-19: a
multicentre retrospective study. Front Med (Lausanne). 2021;8:
607059.

36. Rojas M, Rodríguez Y, Monsalve DM, et al. Convalescent
plasma in Covid-19: possible mechanisms of action. Autoimmun
Rev. 2020;19(7):102554.

37. Straat M, Müller MC, Meijers JC, et al. Effect of transfusion of fresh
frozen plasma on parameters of endothelial condition and inflam-
matory status in non-bleeding critically ill patients: a prospective
substudy of a randomized trial. Crit Care. 2015;19(1):163.
https://doi.org/10.1186/s13054-015-0828-6.

38. Acosta-Ampudia Y, Monsalve DM, Rojas M, et al. COVID-19
convalescent plasma composition and immunological effects
in severe patients. J Autoimmun. 2021;118:102598. https://doi.
org/10.1016/j.jaut.2021.102598.

39. Thannicka VJ, Murthy M, Balch WE, et al. Blue journal confer-
ence. Aging and susceptibility to lung disease. Am J Respir Crit
Care Med. 2015;191(3):261-269.

40. Meiners S, Eickelberg O, Königshoff M. Hallmarks of the ageing
lung. Eur Respir J. 2015;45(3):807-827.

41. Sharma G, Goodwin J. Effect of aging on respiratory system
physiology and immunology. Clin Interv Aging. 2006;1(3):
253-260.

42. Meyer KC, Ershler W, Rosenthal NS, Lu XG, Peterson K. Im-
mune dysregulation in the aging human lung. Am J Respir Crit
Care Med. 196;153(3):1072-1079.

43. Korenblat PE, Kemp JP, Scherger JE, Minkwitz MC,
Mezzanotte W. Effect of age on response to zafirlukast in pa-
tients with asthma in the Accolate Clinical Experience Pharma-
coepidemiology Trial (ACCEPT). Ann Allergy Asthma Immunol.
2000;84(2):217-225.

44. Creticos P, Knobil K, Edwards LD, Rickard KA, Dorinsky P. Loss
of response to treatment with leukotriene receptor antagonists
but not inhaled corticosteroids in patients over 50 years of age.
Ann Allergy Asthma Immunol. 2022;88(4):401-409.

45. Rassart E, Desmarais F, Najyb O, Bergeron KF, Mounier C.
Apolipoprotein D. Gene. 2020;756:144874. https://doi.org/10.
1016/j.gene.2020.144874.

46. Hammock BD, Wang W, Gilligan MM, Panigrahy D. Eicosa-
noids: the overlooked storm in coronavirus disease 2019
(COVID-19)? Am J Pathol. 2020;190(9):1782-1788.

47. Lim S, Bae JH, Kwon HS, Nauck MA. COVID-19 and diabetes
mellitus: from pathophysiology to clinical management. Nat Rev
Endocrinol. 2021;17(1):11-30.

48. Reeves EP, Dunlea DM, McQuillan K, et al. Circulating trun-
cated alpha-1 antitrypsin glycoprotein in patient plasma re-
tains anti-inflammatory capacity. J Immunol. 2019;202(8):
2240-2253.

49. Kalle M, Papareddy P, Kasetty G, et al. Proteolytic activation
transforms heparin cofactor II into a host defense molecule.
J Immunol. 2013;190(12):6303-6310.

50. Shapira G, Shomron N, Gurwitz D. Ethnic differences in alpha-
1 antitrypsin deficiency allele frequencies may partially explain
national differences in COVID-19 fatality rates. FASEB J. 2020;
34(11):14160-14165.

51. Pilling D, Gomer RH. The development of serum amyloid P as
a possible therapeutic. Front Immunol. 2018;9:2328. https://doi.
org/10.3389/fimmu.2018.02328.
;6(6):511-524 n https://doi.org/10.1016/j.mayocpiqo.2022.09.001
www.mcpiqojournal.org

https://doi.org/10.1038/s41591-020-1088-9
https://doi.org/10.1038/s41591-020-1088-9
https://doi.org/10.1056/NEJMoa2033700
https://doi.org/10.1056/NEJMoa2033700
https://doi.org/10.1172/jci.insight.142270
https://doi.org/10.1056/NEJMoa2119657
https://doi.org/10.1136/bmj.m3939
https://doi.org/10.1056/NEJMoa2031304
https://doi.org/10.1056/NEJMoa2031304
https://doi.org/10.1128/cmr.00200-21
https://doi.org/10.1128/cmr.00200-21
https://doi.org/10.1093/infdis/jiab010
https://doi.org/10.1186/s13054-015-0828-6
https://doi.org/10.1186/s13054-015-0828-6
https://doi.org/10.1016/j.jaut.2021.102598
https://doi.org/10.1016/j.jaut.2021.102598
https://doi.org/10.1016/j.gene.2020.144874
https://doi.org/10.1016/j.gene.2020.144874
https://doi.org/10.3389/fimmu.2018.02328
https://doi.org/10.3389/fimmu.2018.02328
https://doi.org/10.1016/j.mayocpiqo.2022.09.001
http://www.mcpiqojournal.org

	Clinical Trial Subgroup Analyses to Investigate Clinical and Immunological Outcomes of Convalescent Plasma Therapy in Sever ...
	Materials and Methods
	Ethical Approval
	Trial Design and Data Sourcing for Exploratory Analyses
	Calculating SFR7dAUC
	Calculating Composite Cytokine Score
	Proteomics Data on CP
	Statistical Analyses, Multivariate Regression Analysis, and Circus Plots

	Results
	Exploratory Subgroup Analysis of Clinical Outcomes in a RCT
	Effect of Virus-Neutralizing Antibody in CP for Mitigation of Hypoxia
	Anti-inflammatory Effect of CP and Mitigation of Hypoxia
	Convalescent Plasma Constituents and Their Contribution to Anti-Inflammatory Effects

	Discussion
	Conclusion
	Potential Competing Interests
	Acknowledgments
	Supplemental Online Material
	References


