Very low COVID mortality and hospitalization rates in CLL and MBL with repeated vaccination to maximum
antibody response
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Introduction Very low COVID mortality and hospitalization rate in patients with repeated vaccination
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Conclusions

1. Itis important to identify CLL patients who may benefit from additional vaccine doses, as attaining adequate anti-spike levels (25000AU/mL) results in very
low mortality and hospitalization rates and appears to be the predominant protective factor.

antibody (quantitative) and anti-nucleocapsid (NC) antibody (qualitative) levels were

measured as previously reported (Abbott Diagnostics). Vaccination commenced in March

2020, and the first CLL patient developed COVID infection in December 2021. _ | | | o N _
2. The small proportion of patients unable to generate an endogenous response rely primarily on anti-viral therapy to mitigate severity.
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