
Original Research / Orijinal Araştırma

155

©Copyright 2022 by the  Turkish Society of Immunology. Turkish Journal of Immunology published by Galenos Publishing House.
Licenced by Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)

Turk J Immunol 2022;10(3):155-61
DOI: 10.4274/tji.galenos.2022.25238

ORCID: M. Bilgin 0000-0003-0025-8717, E. Basbulut 0000-0001-8235-9524, H. S. Baklacioglu 0000-0001-9062-8675, A. Keskin 0000-0003-1921-2583,  
R. Aci 0000-0002-3332-6619

Could SARS-CoV-2 Trigger the Formation of Antinuclear 
Antibodies?

SARS-CoV-2, Antinükleer Antikorların Oluşumunu Tetikleyebilir mi?

1University of Health Sciences Turkey, Samsun Training and Research Hospital, Clinic of Medical Microbiology, Samsun, Turkey
2University of Health Sciences Turkey, Samsun Training and Research Hospital, Clinic of Rheumatology, Samsun, Turkey

3Aydin Adnan Menderes University, Institute of Health Sciences, Department of Medicine Biochemistry, Aydın, Turkey
4University of Health Sciences Turkey, Samsun Training and Research Hospital, Clinic of Biochemistry, Samsun, Turkey

 Melek Bilgin1,  Ese Basbulut1,  Hatice Sule Baklacioglu2,  Adem Keskin3,  Recai Aci4

Received: 30.04.2022           Accepted: 22.07.2022

Cite as: Bilgin M, Basbulut E, Baklacioglu HS, Keskin A, Aci R. Could SARS-CoV-2 Trigger the Formation of Antinuclear Antibodies?
Turk J Immunol 2022;10(3):155-61

Corresponding Author: Melek Bilgin, University of Health Sciences Turkey, Samsun Training and Research Hospital, Clinic of Medical Microbiology,  
Samsun, Turkey

Phone: +90 505 483 48 84 E-mail: drmelekbilgin@gmail.com ORCID: orcid.org/0000-0003-0025-8717

Abstract
Objective: The effect of severe acute respiratory syndrome-coronavirus-2 (SARS-CoV-2) infection on autoimmunity in both disease and post-disease 
stages has not been fully explained. There is not enough information about the evaluation of autoimmune antibodies in convalescent SARS-CoV-2 
patients. This study aimed to investigate the presence and types of autoantibodies in post-illness coronavirus disease-2019 (COVID-19) patients and 
to compare them with indirect immunofluorescence assay (IIF)-antinuclear antibody (ANA) results before SARS-CoV-2 infection.
Materials and Methods: Twenty-four COVID-19 patients with known and reported ANA test results prior to SARS-CoV-2 infection were included in 
this study. Patients’ IIF-ANA, extractable nuclear antigen blot and anti-dsDNA tests were studied three and nine months after SARS-CoV-2 infection.
Results: Three months after SARS-CoV-2 infection, 41.66% of patients had a positive IIF-ANA test. When we compared these results with pre-
infection ANA results, 3 patients (12.5%) were variable. The first case was chromosomal granular positive before infection and was found to be 
homogeneous, and cytoplasm was speckled positive after infection. Additionally, Scl-70, DFS70, and anti-dsDNA were found to be positive. We 
think that lupus symptoms were triggered after COVID-19. The second case had negative ANA before infection, while the ANA was antinuclear 
membrane positive (2+) three months after infection. Also, anti-RNP/Sm was detected as positive. The third case had negative ANA before infection, 
and was detected to have speckled weakly positive ANA three months after infection. However, autoantibody positivity was not detected.
Conclusion: As a result, these data support the idea that SARS-CoV-2 infection may trigger autoimmunity and be associated with the development 
of autoantibodies.
Keywords: SARS-CoV-2, COVID-19, antinuclear antibodies, autoimmunity

Öz
Amaç: Şiddetli akut solunum yolu sendromu-koronavirüsü-2 (SARS-CoV-2) enfeksiyonunun hem hastalık hem de hastalık sonrası evrelerde 
otoimmünite üzerindeki etkisi tam olarak açıklanamamıştır. Nekahet dönemindeki SARS-CoV-2 hastalarında otoimmün antikorların değerlendirilmesi 
hakkında yeterli bilgi bulunmamaktadır. Bu çalışmada, hastalık sonrası koronavirüs hastalığı-2019 (COVID-19) hastalarında otoantikorların 
varlığını ve tiplerini araştırmak ve bunları SARS-CoV-2 enfeksiyonu öncesi dolaylı immünofloresan (IIF)-antinükleer antikor (ANA) sonuçlarıyla 
karşılaştırmak amaçlanmıştır.
Gereç ve Yöntem: Bu çalışmaya SARS-CoV-2 enfeksiyonu öncesi bilinen ve bildirilen ANA test sonuçları olan 24 COVID-19 hastası dahil edilmiştir. 
Hastaların IIF-ANA, ekstrakte edilebilir nükleer antijen blot ve anti-dsDNA testleri, SARS-CoV-2 enfeksiyonundan üç ve dokuz ay sonra çalışılmıştır.
Bulgular: SARS-CoV-2 enfeksiyonundan üç ay sonra hastaların %41.66’sında pozitif IIF-ANA testi saptanmıştır. Bu sonuçlar enfeksiyon öncesi ANA 
sonuçlarıyla karşılaştırıldığında üç hastada (%12.5) değişkenlik gözlenmiştir. İlk olgu enfeksiyondan önce kromozomal granüler pozitif ve homojen, 
enfeksiyondan sonra sitoplazma benekli pozitif saptanmıştır. Ek olarak, Scl-70, DFS70, anti-dsDNA pozitif bulunmuştur. Lupus semptomlarının 

https://orcid.org/0000-0003-0025-8717
https://orcid.org/0000-0001-8235-9524
https://orcid.org/0000-0001-9062-8675
https://orcid.org/0000-0003-1921-2583
https://orcid.org/0000-0002-3332-6619


Bilgin et al. SARS-CoV-2, Antinuclear Antibodies

156

Introduction
Severe acute respiratory syndrome-coronavirus-2 

(SARS-CoV-2) continues to affect the world and spreads 
very rapidly due to mutations despite vaccination and 
isolation practices. SARS-CoV-2 infection can be 
overcome asymptomatically. On the other hand, it can 
result in clinical conditions such as adult respiratory distress 
syndrome, respiratory failure, disseminated intravascular 
coagulation, disseminated thromboembolism, and even 
death. In addition, approximately 50-80% of symptomatic 
patients with recovered SARS-CoV-2 have symptoms of 
the post-illness syndrome (1,2). Several long-term effects 
of SARS-CoV-2 infection such as fibromyalgia, chronic 
fatigue syndrome, autonomic nervous system dysfunction 
of autoimmune origin, and cognitive impairment have 
been reported (3). SARS-CoV-2 can also be associated 
with a wide variety of autoimmune clinical manifestations 
(4). Cases of SARS-CoV-2 with autoimmune events such 
as Guillain-Barré syndrome, antiphospholipid syndrome, 
Kawasaki-like syndrome, and idiopathic thrombocytopenic 
purpura have been reported (5,6).

Although the etiology is not known exactly, genetic 
predisposition, viral, bacterial and fungal infections 
and hormonal factors are thought to be effective in the 
emergence of autoimmune diseases (7). Viruses such 
as Epstein-Barr virus, parvovirus B19, herpes virus-6, 
cytomegalovirus, Rubella virus, hepatitis C and A virus 
are reported to trigger autoimmune diseases (8-11). It is 
assumed that viruses trigger the activation of cytokines 
such as interleukin-1, interleukin-6, TNF-a, interleukin-17, 
and interleukin-18 in genetically susceptible individuals 
(12). Antinuclear antibodies (ANA) can be defined in 
many autoimmune illnesses and viral infections. ANA 
tests are among the first and most commonly used tests 
for the detection of autoantibodies today. The target of 
autoantibodies is usually nuclear antigens (13).

In this study, the types and presence of autoantibodies in 
post-illness SARS-CoV-2 patients and compared them with 
indirect immunofluorescence (IIF)-ANA results prior to 
SARS-CoV-2 were analyzed. Based on these observations, 
we aimed to investigate whether SARS-CoV-2 contributed 
to autoimmunity activation and stimulation of autoantibody 
production.

Materials and Methods

Study Design
This study was approved by the Clinical Research 

Ethics Committee of University of Health Sciences Turkey, 
Samsun Training and Research Hospital (date: 01.04.2021, 
approval number: GOKA/2021/8/18) and was performed in 
accordance with the 1964 Declaration of Helsinki. Twenty-
four patients with SARS-CoV-2 reverse transcriptase-
polymerase chain reaction (RT-PCR) test (+) were included 
in the study. Bio-Speedy Bioeksen (Istanbul, Turkey) 
device was used for RT-PCR test. Informed consent forms 
were obtained from the patients. Serum samples of these 
patients were taken at the third and ninth months after the 
disease. The samples were stored in a deep freezer until the 
study day in the microbiology laboratory of the hospital 
where the study was conducted.

Patients
Only three of twenty-four patients (20 female, 4 

male) were hospitalized for SARS-CoV-2 infection. These 
twenty-four patients had no oncological disease, history of 
systemic autoimmune illness, use of biological agents, and 
hepatitis C or B virus co-infection.

IIF Testing
ANA was determined in patient samples collected 

using the IIF method. For this, HEp-20-10 liver biochip, 
Euroimmune AG (Luebeck, Germany) kit was used at 
1:100 dilution, taking into account the manufacturer’s 
recommendation. The same laboratory specialist evaluated 
and reported the patients’ IIF-ANA tests prior to SARS-
CoV-2 infection using an Eurostar III plus fluorescent 
microscope Euroimmune AG (Luebeck, Germany). The 
fluorescence intensity of the positive control was accepted 
as four+. Therefore, the titer intensity values were evaluated 
as ± (borderline), one+, and four+ in the ×400 lens. In this 
process, an evaluation was made taking into account the 
international consensus ANA patterns standards (14).

Anti-dsDNA Testing and Extractable Nuclear 
Antigen (ENA)

The presence of ENA in ANAs positive samples 
was examined by a line immunoassay method using 
the Euroline ANA-profile 1 (IgG) kit, Euroimmun AG 

COVID-19 sonrası tetiklendiği düşünülmektedir. İkinci olguda, enfeksiyondan önce ANA negatif iken, enfeksiyondan üç ay sonra ANA antinükleer 
membran pozitif (2+) saptanmıştır. Ayrıca, anti-RNP/Sm pozitif tespit edilmiştir. Üçüncü olgu da enfeksiyondan önce ANA negatif, enfeksiyondan 
üç ay sonra benekli zayıf pozitif ANA olarak tespit edilmiş, ancak otoantikor pozitifliği tespit edilmemiştir.
Sonuç: Sonuç olarak bu veriler SARS-CoV-2 enfeksiyonunun otoimmüniteyi tetikleyebileceği ve otoantikor gelişimi ile ilişkili olabileceği fikrini 
desteklemektedir.
Anahtar Kelimeler: SARS-CoV-2, COVID-19, antinükleer antikorlar, otoimmünite
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(Luebeck, Germany). Each strip consisted of Sm, nRNP/
Sm (U1-nRNP), SS-A, SS-B, recombinant Ro52 (Ro-52, 
52 kDa), histidyl-tRNA synthetase (Jo-1), Scl-70, DFS70 
antigens and was tested according to the manufacturer’s 
protocol. Anti dsDNA tests were performed with the 
Chorus dsDNA-G (DIESSE Diagnostica Senese, Italy) 
kit using the micro-ELISA method. According to the kit 
package insert, it was evaluated as (>30 IU/mL) positive, 
(20-30 IU/mL) intermediate, and (<20 IU/mL) negative.

Statistical Analysis
Data were analyzed using SPSS software (version 

17, SPSS Inc. Chicago, IL). In the definition, data were 
determined as mean, standard deviation, frequency and 
percentage. Pearson chi-square test was used to compare 
categorical variables.

Results
Twenty-four patients with known ANA test results prior 

to SARS-CoV-2 infection were screened for the prevalence 
of ANA. The mean age of all patients was 42.70 ± 10.28 
years. Four (16.67%) were male and twenty (83.33%) were 
female. When the ANA results of the twenty-four patients 
included in the study were analyzed three months after 
SARS-CoV-2 infection, 41.66% (n=10/24) of the patient’s 
serum was positive for IIF-ANA. The distribution and 
titration values of the ANA patterns of the patients were 
shown in Table 1. We first observed nuclear patterns in 
the IIF-ANA test, 40% (4/10) were speckled, 20% (2/10) 
were homogeneous and speckled. In addition, anti-dsDNA 
was detected in two of the ANA positive patients. We also 
observed a cytoplasmic pattern in two of the twenty-four 
patients.

When we compared the ANA results nine months later 
with the pre-COVID ANA results, we observed that the 
results of three (12.5%) patients changed. We repeated 

IIF-ANA, ENA blot and anti-dsDNA testing for these three 
patients. The results were shown in Table 2. 

In the first case, while the IIF-ANA was DFS (1+) 
before infection, three months after the infection, the IIF-
ANA was homogeneous (1+) and cytoplasm was speckled 
(1+). Also, Scl-70 was positive in the ENA blot test, and 
Anti dsDNA ELISA was (43.6 IU/mL) positive. After nine 
months, IIF-ANA was the same pattern, Anti dsDNA was 
46 IU/mL, and Anti Scl-70 was negative.

The second case had negative IIF-ANA before infection, 
three months after the infection, the nuclear membrane was 
found to be positive (2+). In this case, during acute SARS-
CoV-2, aspartate aminotransferase was 51 U/L, alanine 
aminotransferase was 92 U/L and then decreased to mean 
values. AMA, ASMA, LKM tests for autoimmune liver 
disease was studied, and it was negative. However, anti-
RNP/Sm antibody was positive in the ENA blot test. In 
contrast, the ANA test, which was re-run nine months later, 
was again detected as nuclear membrane (2+), anti-RNP/
Sm antibody was found to be negative in the ENA blot test.

The third case had negative IIF-ANA before infection, 
three months after the infection, IIF-ANA speckled was 
detected as weakly positive. However, autoantibody 
positivity was not detected.

Discussion
Different mechanisms are hypothesized to explain how 

infections might provoke autoimmune reactions. These 
mechanisms, which can be directly or indirectly induced 
by infection, are epitope spreading, molecular mimicry, 
cryptic antigens and bystander activation (15). Similarly, 
different autoantibodies such as ANA, lupus anticoagulant, 
anti-β2glycoprotein 1, anti-Ro/SSA and anti-cardiolipin 
antibody have been detected in patients with SARS-CoV-2 
(16-19).

Table 1. Demographic characteristics and distribution of autoantibody patterns of ANA positive patients
Patient no Age/Gender Post-COVID-19 ANA pattern (titer) Pre-COVID-19 ANA pattern (titer) Anti-dsDNA
1 54/F Homogeneous (1+) cytoplasm speckled (1+) DFS (±) +

2 47/F Nuclear membrane (2+) Negative -

3 49/F Speckled (1+) Speckled (1+) -

4 48/F Speckled (1+) and discrete cytoplasmic dots Speckled (1+) -

5 58/F Homogeneous (±)
Speckled (±)

Homogeneous (±)
Speckled (±) -

6 47/F DFS (±) DFS (±) -

7 38/F Speckled (1+) Speckled+ -

8 42/F Homogeneous (±)
Speckled (±)

Homogeneous (±)
Speckled (±) -

9 40/F Speckled (1+) Negative -

10 45/F Nucleolar (1+) Nucleolar (±) +
ANA: Antinuclear antibody, DFS: (Nuclear dense fine speckled), F: Female, COVID-19: Coronavirus disease-2019
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In different studies conducted in patients with SARS-
CoV-2, the prevalence of ANA was found to be between 
18% and 57.5% (19-27). In addition, in these studies, 
patients had no prior clinical record of the presence 
of antibodies. Most of these studies used IIF for ANA 
detection. On the other hand, in two of these studies, 
immunochemical methods were used for serum ANA 
detection (20,24). The variability in the prevalence of 
ANA in these studies may be due to characteristics such as 
sample sizes, different assay methods, and demographic, 
environmental, or genetic factors of the study population.

Firstly, in the study of Zhou et al. (20) with 8 severe 
and 13 critical COVID-19 patients, the prevalence of 
ANA was found to be 50%. In a study conducted with 156 
COVID-19 patients in Turkey, it was found that ANA was 
positive in 40 patients (25.6%). Of these 156 patients, 18 
were hospitalized. Of these 18 hospitalized patients, only 
4 (22.2%) were found to be ANA positive (21). In another 
study, it was reported that the prevalence of ANA was 
35.6% in patients hospitalized for SARS-CoV-2 pneumonia 
(17). In addition, Pascolini et al. (22) found that 45.4% 
(15 of 33 patients) of COVID-19 patients responded to at 
least one autoantibody and especially 33.3% of patients (11 
patients) were found to have ANA reactivity.

In studies on the prevalence of ANA in COVID-19 
patients, the lowest prevalence was found in the study of 
Peker et al. (27) with the rate of 18%. In the study of Peker 
et al. (27), the mean age of patients with positive ANA test 

was 62.08 years. In addition, as in the others, there was no 
previous clinical record of the presence of antibodies in the 
patients included in the study, and the IIF-ANA test was 
studied from samples collected from patients hospitalized 
for acute COVID-19. In our study, only three of 24 patients 
were hospitalized, the total positive rate of ANA was 
41.6%, and the mean age of patients with positive ANA test 
was 46.8 years. Additionally, we detected different patterns 
in three patients (12.5%) compared to the pre-COVID ANA 
results.

Although diverse patterns of ANA have been detected 
at the onset of SARS-CoV-2 infection, the presence of 
patterns for mainly nuclear antigens has been reported. 
Pascolini et al. (22) detected 36.3% speckled, and 36.3% 
nucleolar staining among ANA-positive cases. Yumuk 
and Okumus (21) detected 10.0% mixed, 12.5% mitotic, 
22.5% cytoplasmic and 55.0% nuclear patterns in forty 
ANA test positive cases. Similarly, in our study, we mainly 
observed nuclear patterns, such as 40% speckled and 20% 
homogeneous speckled staining among ANA test positive 
cases.

In our study, the first case whose IIF-ANA result 
changed three months after the COVID-19 infection was 
found to be homogeneous cytoplasm speckled and anti-
dsDNA 43.6 IU/mL positive. The case was followed up in 
the rheumatology department for SLE with these results. 
In control examination performed nine months after the 
infection, ANA was positive in a homogeneous pattern, 

Table 2. IIF-ANA and ENA Blot results of patients whose IIF-ANA patterns were changed
Pre-COVID-19
ANA IFA

Post-COVID-19
ANA IFA

Pre-COVID-19
ENA blot

Post-COVID-19
ENA blot

Case 1 Nuclear dense fine speckled 
(1+)

Homogeneous (1+) cytoplasm 
speckled (1+)

RNP/Sm (-)
Sm (-)
SS-A (-)
SS-B (-)
Scl-70 (-)
Jo-1 (-)
dsDNA (-)
DFS70 (+)

RNP/Sm (-)
Sm (-)
SS-A (-)
SS-B (-)
Scl-70 (+)
Jo-1 (-)
dsDNA (+)
DFS70 (+)

Case 2 Negative Nuclear membrane positive (2+)

RNP/Sm (-)
Sm (-)
SS-A (-)
SS-B (-)
Scl-70 (-)
Jo-1 (-)
dsDNA (-)
DFS70 (-)

RNP/Sm (+)
Sm (-)
SS-A (-)
SS-B (-)
Scl-70 (-)
Jo-1 (-)
dsDNA (-)
DFS70 (-)

Case 3 Negative Speckled (1+)

RNP/Sm (-)
Sm (-)
SS-A (-)
SS-B (-)
Scl-70 (-)
Jo-1 (-)
dsDNA (-)
DFS70 (-)

RNP/Sm (-)
Sm (-)
SS-A (-)
SS-B (-)
Scl-70 (-)
Jo-1 (-)
dsDNA (-)
DFS70 (-)

IIF: Indirect immunofluorescence, ANA: Antinuclear antibody, COVID-19: Coronavirus disease-2019, ENA: Extractable nuclear antigen
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and anti-ds DNA was still positive. During this period, the 
patient was re-evaluated. Due to photosensitivity, arthralgia 
in hands, morning stiffness, and weakness, SLE was 
diagnosed, and 400 mg/day hydroxylchloroquine treatment 
was started. The patient’s morning stiffness and fatigue 
regressed. Similarly, cases of SLE diagnosed following 
COVID-19 have been reported in the literature (1,28). 
Although the etiology of SLE is unknown, both endogenous 
and exogenous factors have affected its pathogenesis. 
Infectious agents play an important role in the pathogenesis 
of SLE (29). Viruses such as parvovirus B19, retrovirus, 
cytomegalovirus, human immunodeficiency virus type 
1 and Epstein-Barr virus have been implicated in the 
development of SLE (30). Possibly in COVID-19 patients, 
the cross-reacting epitope between the virus and the host 
leads to both humoral and cellular auto reactivity. This 
mechanism plays a vital role in the pathogenesis of SLE 
(31). As the pathogenesis of COVID-19 is understood, it 
is thought that it may trigger autoimmunity or exacerbate 
existing autoimmune diseases in genetically predisposed 
individuals (32). We think that lupus symptoms were 
triggered after COVID-19 in this first patient.

In a study of Fujii et al. (19), anti-SSA/Ro antibody 
positivity was detected in two patients with SARS-
CoV-2. Fujii et al. (19) hypothesized that it was unclear 
whether elevation of anti-SSA/Ro antibody was a cause 
or consequence of aggravated SARS-CoV-2 pneumonia, 
further aggravating SARS-CoV-2 pneumonia due to the 
autoimmune response in both patients. In our study, while 
the ANA IFA test of the second case was negative before 
COVID-19, three months after the infection, the ANA IFA 
result was nuclear membrane positive (++), and the ENA 
blot test positive for anti-RNP/Sm antibody. The patient 
was investigated in terms of connective tissue diseases 
in the rheumatology department. It was seen that the 
patient had Hashimoto’s thyroiditis and was stable under 
treatment for a long time. Furthermore, the ENA blot test 
became negative nine months after the infection but the 
nuclear membrane positivity continued. It is known that 
ANA positivity becomes positive in other organ-specific 
autoimmune diseases or infections other than systemic 
rheumatic diseases (33). We thought that positive ANA 
results in our patient might be associated with autoimmune 
thyroiditis, and ENA positivity might be associated with 
auto-reactivity triggered by acute COVID-19 infection. 
Another consideration of the coexistence of infection and 
positive ANA tests is that antibodies are not ultimately 
responsible for the onset of autoimmune illness and are a 
transient phenomenon.

The third case had negative IIF-ANA before COVID-
19, three and nine months after the COVID-19, IIF-
ANA speckled was detected as weakly positive. However, 

autoantibody positivity was not detected. In the evaluation 
made by the rheumatology department, it was decided to 
follow-up the case with a repeat test one year later.

In one case in our study, the ds-DNA test was 
positive after COVID-19. This patient was diagnosed as 
spondylarthritis before the COVID-19 pandemic and was 
in remission with NSAIDs. Her ANA test was positive 
before COVID-19, but ENA and ds-DNA were negative. 
Although she was ds-DNA positive after COVID-19, 
she did not have any lupus symptoms, but her hip pain 
and fatigue were increased. NSAIDs were enough for 
pain management. However, she was evaluated in the 
rheumatology department and was recommended to follow-
up for SLE. We think ds-DNA positivity was triggered by 
COVID-19 infection.

Since ANA positivity can be seen in healthy population 
and in other clinical conditions, positive results must be 
interpreted together with the clinic. It has been reported 
that ANA positivity can be detected at a titer of 1/40 at a 
rate of 25-30%, 1/80 at a rate of 10-15% and at a titer of 
≥1/160 at a rate of 5% in healthy controls (34,35). In our 
study, we compared the ANA test results before and after 
COVID-19. ANA positivity was detected in 12.50% of 
healthy individuals after COVID-19.

There is no consensus on appropriate definitions for 
cases where symptoms of COVID-19 persist beyond the 
acute phase of infection. A review by Aiyegbusi et al. (36) 
summarizes the available evidence regarding symptom 
prevalence, complications, and management of long-term 
COVID. According to this review, the 10 most commonly 
reported symptoms of long-term COVID-19 were: Fatigue 
47%, dyspnea (shortness of breath) 32%, myalgia (muscle 
pain) 25%, arthralgia 20%, headache 18%, cough 18%, 
chest pain 15%, odor change 14%, taste change 7% 
and diarrhea 6%. Similarly, in our study, we observed 
arthralgia and fatigue in the hands in our first case. Beyond 
persistent symptoms, patients with long-term COVID-19 
may have disease-related clinical complications and these 
complications are currently not well understood (37,38). 
According to the data we obtained in our study, even if 
there are no symptoms in post-COVID-19 patients, it may 
be useful to follow-up with autoantibody tests.

Study Limitations
The small number of patients was a limitation of our 

study. However, knowing the IIF-ANA results of the 
patients included in the study before COVID-19 reveals the 
difference of our study from other studies. In addition, our 
study sheds light on the long-term effects of this disease, 
thanks to tests performed three and nine months after the 
COVID-19 illness. Whitehead et al. (34) also reported that 
the recommended pilot trial sample size could be 24 in their 
study called Statistical Methods in Medical Research.
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Conclusion
As a result, these data support the idea that SARS-

CoV-2 infection may trigger autoimmunity and may be 
effective in the development of autoantibodies. Therefore, 
it might be beneficial to follow-up patients with IIF-
ANA and autoantibody tests after COVID-19 infection. 
However, our study needs to be confirmed in larger scale 
studies and longer-term follow-up data to define the role of 
autoantibodies due to COVID-19 and their association with 
autoimmunity activation.

Ethics
Ethics Committee Approval: This study was 

approved by the Clinical Research Ethics Committee of 
University of Health Sciences Turkey, Samsun Training 
and Research Hospital (date: 01.04.2021, approval number: 
GOKA/2021/8/18) and was performed in accordance with 
the 1964 Declaration of Helsinki.

Informed Consent: Informed consent forms were 
obtained from the patients.

Peer-review: Externally peer-reviewed.

Authorship Contributions
Surgical and Medical Practices: M.B., H.S.B., Concept: 

M.B., E.B., Design: M.B., E.B., A.K., R.A., Data Collection 
or Processing: M.B., E.B., H.S.B., A.K., R.A., Analysis or 
Interpretation: M.B., H.S.B., A.K., Literature Search: M.B., 
H.S.B., A.K., Writing: M.B., A.K., R.A.

Conflict of Interest: No conflict of interest was 
declared by the authors.

Financial Disclosure: The authors declare that they 
have no relevant financial.

References
1. Guan WJ, Ni ZY, Hu Y, Liang W, Ou C, He J, et al. Clinical 

characteristics of coronavirus disease 2019 in China. N Engl J 
Med. 2020;382:1708-20. 

2. Yang X, Yu Y, Xu J, Shu H, Xia J, Liu H, et al. Clinical course and 
outcomes of critically ill patients with SARS-CoV-2 pneumonia 
in Wuhan, China: a single-centered, retrospective, observational 
study. Lancet Resp Med. 2020;8:475-81. 

3. Dotan A, David P, Arnheim D, Shoenfeld S. The autonomic 
aspects of the post-COVID19 syndrome. Autoimmun Rev. 
2022;21:103071.

4. Chang SE, Feng A, Meng W, Apostolidis SA, Mack E, Artandi 
M, et al. New-onset IgG autoantibodies in hospitalized patients 
with COVID-19. Nat Commun. 2021;12:5417. 

5. Al Maskari N, Al Mukhaini K, Al Abrawi S, Al Reesi M, Al 
Abulsalam J, Elsidig N. SARS-CoV-2-related multi system 
inflammatory syndrome in children: a case series. Sultan Qaboos 
Univ Med J. 2021;21:302-7. 

6. Aydın FY, Demircan V. Diagnosis and management of 
coronavirus disease-associated immune thrombocytopenia: a 
case series. Rev Soc Bras Med Trop. 2021;54:e0029. 

7. Ehrenfeld M, Tincani A, Andreoli L, Cattalini M, Greenbaum A, 
Kanduc D, et al. COVID-19 and autoimmunity. Autoimmun Rev. 
2020;19:102597. 

8. Barzilai O, Ram M, Shoenfeld Y. Viral infection can induce 
the production of autoantibodies. Curr Opin Rheumatol. 
2007;19:636-43. 

9. Watad A, Amital H, Shoenfeld Y. [The environment in 
autoimmune diseases]. Harefuah. 2015;154:308-11. 

10. Barzilai O, Sherer Y, Ram M, Izhaky D, Anaya JM, Shoenfeld Y. 
Epstein-Barr virus and cytomegalovirus in autoimmune diseases: 
are they truly notorious? A preliminary report. Ann N Y Acad Sci. 
2007;1108:567-77. 

11. Tsao HS, Chason HM, Fearon DM. Immune thrombocytopenia 
(ITP) in a SARSCoV-2 positive pediatric patient. Pediatrics. 
2020;146:e20201419.

12. Masters SL, Simon A, Aksentijevich I, Kastner DL. Horror 
autoinflammaticus: the molecular pathophysiology of 
autoinflammatory disease. Annu Rev Immunol. 2009;27:621-68. 

13. Sener AG, Afsar I, Demirci M. Evaluation of antinuclear 
antibodies by indirect immunofluorescence and line immunoassay 
methods’: four years’ data from Turkey. APMIS. 2014;122:1167-
70. 

14. Damoiseaux J, von Mühlen CA, Garcia-De La Torre I, 
Carballo OG, de Melo Cruvinel W, Francescantonio PLC, et al. 
International consensus on ANA patterns (ICAP): the bumpy 
road towards a consensus on reporting ANA results. Auto Immun 
Highlights. 2016;7:1.

15. Ercolini AM, Miller SD. The role of infections in autoimmune 
disease. Clin Exp Immunol. 2009;155:1-15. 

16. Vlachoyiannopoulos PG, Magira E, Alexopoulos H, Jahaj E, 
Theophilopoulou K, Kotanidou A, et al. Autoantibodies related to 
systemic autoimmune rheumatic diseases in severely ill patients 
with COVID-19. Ann Rheum Dis. 2020;79:1661-3. 

17. Gazzaruso C, Carlo Stella N, Mariani G, Nai C, Coppola A, 
Naldani D, et al. High prevalence of antinuclear antibodies and 
lupus anticoagulant in patients hospitalized for SARS-CoV2 
pneumonia. Clin Rheumatol. 2020;39:2095-7.

18. Zuo Y, Estes SK, Ali RA, Gandhi AA, Yalavarthi S, Shi H, et al. 
Prothrombotic autoantibodies in serum from patients hospitalized 
with COVID-19. Sci Transl Med. 2020;12:eabd3876.

19. Fujii H, Tsuji T, Yuba T, Tanaka S, Suga Y, Matsuyama A, et al. 
High levels of anti-SSA/Ro antibodies in COVID-19 patients 
with severe respiratory failure: a case-based review : High levels 
of anti-SSA/Ro antibodies in COVID-19. Clin Rheumatol. 
2020;39:3171-5. 

20. Zhou Y, Han T, Chen J, Hou C, Hua L, He S, et al. Clinical 
and autoimmune characteristics of severe and critical cases of 
COVID-19. Clin Transl Sci. 2020;13:1077-86. 

21. Yumuk Z, Okumus E. Antinuclear antibodies (ANA) in 
COVID-19 infection. Research Square. 2021;1-7. 

22. Pascolini S, Vannini A, Deleonardi G, Ciordinik M, Sensoli A, 
Carletti I, et al. COVID-19 and Immunological Dysregulation: 
Can Autoantibodies be Useful? Clin Transl Sci. 2021;14:502-8. 

23. Gao ZW, Zhang HZ, Liu C, Dong KE. Autoantibodies 
in COVID-19: frequency and function. Autoimmun Rev. 
2021;20:102754. 

24. Lerma LA, Chaudhary A, Bryan A, Morishima C, Wener 
MH, Fink SL. Prevalence of autoantibody responses in acute 
coronavirus disease 2019 (COVID-19). J Transl Autoimmun. 
2020;3:100073. 



Turk J Immunol 2022;10(3):155-61

161

25. Chang SH, Minn D, Kim YK. Autoantibodies in moderate and 
critical cases of COVID-19. Clin Transl Sci. 2021;14:1625-6. 

26. Sacchi MC, Tamiazzo S, Stobbione P, Agatea L, De Gaspari P, 
Stecca A, et al. SARS-CoV-2 infection as a trigger of autoimmune 
response. Clin Transl Sci. 2021;14:898-907. 

27. Peker BO, Şener AG, Kaptan Aydoğmuş F. Antinuclear antibodies 
(ANAs) detected by indirect immunofluorescence (IIF) method 
in acute COVID-19 infection; future roadmap for laboratory 
diagnosis. J Immunol Methods. 2021;499:113174. 

28. Assar S, Pournazari M, Soufivand P, Mohamadzadeh D. Systemic 
lupus erythematosus after coronavirus disease-2019 (COVID19) 
infection: Case-based review. The Egyptian Rheumatologist. 
2022;44:145-9. 

29. Illescas-Montes R, Corona-Castro CC, Melguizo-Rodríguez 
L, Ruiz C, Costela-Ruiz VJ. Infectious processes and systemic 
lupus erythematosus. Immunology. 2019;158:153-60.

30. Rigante D, Mazzoni MB, Esposito S. The cryptic interplay 
between systemic lupus erythematosus and infections. 
Autoimmun Rev. 2014;13:96-102. 

31. Shah S, Danda D, Kavadichanda C, Das S, Adarsh MB, Negi 
VS. Autoimmune and rheumatic musculoskeletal diseases as 
a consequence of SARS-CoV-2 infection and its treatment. 
Rheumatol Int. 2020;40:1539-54. 

32. Caso F, Costa L, Ruscitti P, Navarini L, Del Puente A, Giacomelli 
R, et al. Could Sars-coronavirus-2 trigger autoimmune and/
or autoinflammatory mechanisms in genetically predisposed 
subjects? Autoimmun Rev. 2020;19:102524. 

33. Litwin CM, Steven R, Binder SR. ANA testing in the presence 
of acute and chronic infections. J Immunoassay Immunochem. 
2016;37:439-52. 

34. Whitehead AL, Julious SA, Cooper CL, Campbell MJ. 
Estimating the sample size for a pilot randomised trial to 
minimise the overall trial sample size for the external pilot and 
main trial for a continuous outcome variable. Stat Methods Med 
Res. 2016;25:1057-73.

35. Kuna AT, Đerek L, Drvar V, Kozmar A, Gugo K. Assessment 
of antinuclear antibodies (ANA): National recommendations 
on behalf of the Croatian society of medical biochemistry and 
laboratory medicine. Biochem Med (Zagreb). 2021;31:020502. 

36. Aiyegbusi OL, Hughes SE, Turner G, Rivera SC, McMullan C, 
Chandan JS, et al. Symptoms, complications and management of 
long COVID: a review. J R Soc Med. 2021;114:428-42. 

37. Tozzoli R, Bizzaro N, Tonutti E, Villalta D, Bassetti D, Manoni 
F, et al. Guidelines for the laboratory use of autoantibody tests in 
the diagnosis and monitoring of autoimmune rheumatic diseases. 
Am J Clin Pathol. 2002;117:316-24.

38. Del Rio C, Collins LF, Malani P. Long-term health consequences 
of COVID-19. JAMA. 2020;324:1723-4. 


