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Testing methods for T cell response )
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* Heparinised blood is diluted with RPMI media and layered BKGM N § BKGM N § BKGM N § BKGM N § BKGM N § BKGM N S
onto a Lymphoprep.
» PBMC separated from blood by density centrifugation. HC Pre HC Post HC Post CVDPost  PIDT celldisorders - PID B cell disorders
Vaccination ~~ Vaccination Ifecton Vaccination ~~ PostInfection Post Infection

« PBMC removed and wash with RPMI.

* PBMC resuspended in required RPMI. HC = 18 (8 pre vaccinated, 4 post infection, 6 post vaccination)
Plasma/RPMI Layer > Patients = more than 180 with different conditions.
* AB serum added.
| Graphical representation of results obtained from the project.
* 96 well plates coated with Sars-Cov-2 PRMC s
. Yer >
antigens and PHA.
Lymphoprep Layer > HC, Healthy controls; CVID, common variable immunodeficiency; PID, primary immunodeficiency; XLA, X-linked
o Incubation Of plates for 3-5 dayS agammaglobulinaemia; CPM, counts per minute per suspension; BKG, background — unstimulated samples; PHA,
' Phytohaemagglutinin.

* Pulsing with radioactive thymidine. Red blood cells and neutrophils ——>

Conclusions

PHA proliferation (positive control) was normal in all patients tested. As expected healthy controls post
Infection proliferated to all three COVID antigens while post vaccination health controls showed a strong
proliferative response to spike antigen alone.

Patients with CVID and T cell disorders failed to proliferate to COVID antigens and had responses
near-equivalent to background. The XLA patient had the highest T cell

proliferation to antigen exposure of the entire cohort, and proliferation to

antigen post-infection mimicked the pattern seen in healthy controls post-

iInfection. Further analysis of XLA/B cells disorder patients is required to confirm this finding.

« Radioactivity measured on scintillation beta counter.

* Results analysed.
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