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Case Report
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A healthcare worker presented with fever, cough, headache and tested positive by SARS-CoV-2 real time reverse
transcriptase polymerase chain reaction (qRT-PCR). He got admitted to hospital and recovered after 14 days. After
2 months, as a screening protocol considering the high risk setup he got tested and again found to be positive for
SARS-CoV-2 by qRT-PCR. Our patient had detectable levels of Anti-SARS-CoV-2 IgG antibodies during the reinfection but found negative for Neutralizing antibodies (NAb). Our ﬁndings suggest that the person after the initial
infection might not develop the desired protective immunity to prevent the reinfection as demonstrated by
absence of NAb.

1. Introduction
Health care workers being a high risk group for contracting the SARSCoV-2 infection with the high probability of the re-infection [1]. The
duration of immune response and waning immunity in SARS-CoV-2 cases
remained unexplored considering the reinfection amongst the recovered
cases. Here, we report a case of SARS-CoV-2 reinfection in a health care
worker.
2. Case report
On 25th July 2020, a 23 year male, healthcare worker in a tertiary
care hospital from Gulbarga, Karnataka, India presented with recurrent

abdominal pain since three days; and moderate grade fever of 101 F, dry
cough, malaise, headache from two days. He was a non-smoker, nonalcoholic and had the history of allergic rhinitis. However, he didn't have
any history of underline co-morbid conditions including diabetes, hypertension, chronic pulmonary obstructive airway diseases or any other
immunocompromised diseases. His vitals were stable; including the
respiratory rate and oxygen saturation. Nasophyrangeal and orophyrangeal swabs were tested positive by SARS-CoV-2 real time reverse

transcriptase polymerase chain reaction (qRT-PCR) [E gene- 32 Ct: RdRp34 Ct] [2]. The chest X-ray revealed left middle and lower lobe homogenous opacity, suggestive of lobar pneumonia. He was provided with a
supportive care in an isolation facility and started on intravenous (iv)
antibiotic injections of Cefaperazone/Sulbactum 1.5 gm once a day (OD)
along with iv steroid Dexamethasone 6mg OD for 7 days. Inj. Enoxaparin
sodium 40mg was also given subcutaneously OD for 7 days. After two
days, he lost sense of taste and smell. Clinical resolution occurred by 14th
day and was discharged after being tested negative by qRT-PCR on
August 14, 2020. Smell and taste sensation recovered gradually in a
month. Anti-SARS-CoV-2 Immunoglobulin (Ig) IgM and IgG antibodies
were not tested at this time due to unavailability of serum samples.
On 9th October 2020, convalescent serum sample was screened for
Anti- SARS-CoV-2 IgG antibodies against the spike (S1) protein, receptorbinding domain (RBD), and nucleocapsid (N) protein by Enzyme Linked
Immunosorbent Assay (ELISA) [3]. Both assays were developed and
validated in house by ICMR-NIV Pune. Anti-SARS-CoV-2 IgG antibodies
were detected by both the assays with the optical density (OD) of 1.243;
Positive to negative ratio (P/N) of 8.57 for N protein ELISA and OD of
0.658 and P/N of 4.14 for S1-RBD ELISA. Same sample was tested for the
neutralizing antibodies (NAb) titres by plaque reduction neutralization
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reported the absence of antibody response in patient post 6 days after
second infection. However, our patient had detectable levels of IgG antibodies during the reinfection but found negative for NAb. Our ﬁndings
suggest that the person after the initial infection might not develop the
desired protective immunity to prevent the reinfection as demonstrated
by absence of NAb. This might have implications on the current vaccine
strategies against COVID-19. Tillett et al., had recently reported moderate to severe SARS-CoV-2 reinfection [8], while our case remained
asymptomatic during the reinfection and his sera detected IgG antibodies. As individuals with mild or asymptomatic infection tend to have
lower antibody levels than those with severe disease, and some studies
have suggested waning of antibody levels occurs within several months
after infection [9]. Our study also fulﬁls standard set of the criteria for
high suspicion index of 90 days window, for determining the reinfection [10].

(PRNT50) based assay [4] and was found positive.
On November 9, 2020, as a part of proactive screening of the health
care staff considering high risk setting for SARS-CoV-2 in his hospital, he
was again tested positive for SARS-CoV-2 by qRT-PCR (E gene- 29.5 Ct:
RdRp- 30.9 Ct) (Fig. 1). This time, he was asymptomatic with stable vitals. Serum sample demonstrated the presence of Anti-SARS-CoV-2 IgG
antibodies (OD- 1.098; P/N- 7.57 for N protein ELISA and OD- 0.67; P/N4.21 for S1-RBD ELISA) but the NAb were not detected. Anti-SARS-CoV-2
IgM antibodies were not detected. He remained asymptomatic during the
course of infection and was kept in isolation and was discharged after 14
days.
On December 30, 2020, his serum sample was again tested and found
positive for Anti-SARS-CoV-2 IgG antibodies (OD- 1.272; P/N- 8.77 for N
protein ELISA and OD- 0.618; P/N- 3.88 for S1-RBD ELISA) and negative
for NAb. There was no signiﬁcant rise in any of the acute phase markers
during ﬁrst and the reinfection (supplementary table).
In order to characterize the SARS-CoV-2 at the two different time
points of infection, next-generation sequencing was performed as
described earlier [5]. Reference based mapping with Wuhan Hu-1
(accession number: NC_045512.2) could not retrieve SARS-CoV-2 sequences. This could be due to the high Ct values (low viral load) in the
clinical samples at both the time of infection.

4. Conclusion
In most of the situation, absence of the clinical samples from the ﬁrst
infection makes it difﬁcult to conclude the reinfection cases. Our study
also emphasizes that all the high risk group including health care worker
need to be proactively screened for SARS-CoV-2 irrespective of past
COVID-19 infection.

3. Discussion
Financial support
The ICMR recent epidemiological study records 4.5% of SARS-CoV-2
reinfection in India [6]. The clinical, serological and the NAb titres
conﬁrm the SARS-CoV-2 reinfection among a young, immunocompetent
health care worker. Similar study conducted by Mulder et al., [7]
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Fig. 1. Graphical presentation of the timeline for the SARS-CoV-2 reinfection.
(All the details in the ﬁgure are created by author themselves using the licensed version of the online software BioRender.com).
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