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For the last 2 years our lives have been altered by a 
pandemic of coronavirus disease 2019 (COVID-19) caused 
by a new beta coronavirus, named severe acute respiratory 
syndrome coronavirus-2 (SARS-CoV-2) (1). It began in 
December 2019, spreading very soon to the rest of the 
world (2). Over the months, many data showed that patients 
with cancer were at high risk of mortality when infected 
with SARS-CoV-2, with up to 30% mortality in inpatient 
populations, particularly if affected by thoracic cancers (3). 
Several recommendations suggested measures to ensure the 
care of patients with thoracic cancers did not get deranged 
and regular hospitals visit were safe (4,5).

Some selection bias might likely have played a role in this. 
Data were generated from patients admitted to the hospital 
due to COVID-19 complications, rather than from the entire 
population exposed to the virus. To address this aspect, the 
Spanish lung cancer group (SLCG) led by Provencio (6) 
ran a prospective, multicentre study offering serological 
tests to lung cancer patients who attended oncology 
appointments, either for follow-up or treatment, with a 
second determination 4.5 months after the first. The SOLID 
study aimed at prospectively determining seroprevalence 
in unselected lung cancer patients during the first wave 
of the pandemic, and the possible impact of treatments 
administered on the immunity persistence. One thousand 
five hundred patients were recruited within the study;  
128 patients were seropositive (8.5%) at the first time point. 
About 50% of the 128 patients had a history of illness due to 

COVID-19. At the second time point, on average 4.5 months 
later, nearly 30.8% of the patients, previously seropositive, 
became negative, suggesting that natural infection protection 
might wane off over the months. In this series, only one 
patient (0.8%) died of COVID-19, and there was no clear 
signal that specific anticancer treatment, either chemotherapy 
or immunotherapy, could impact the antibodies level. 

Several important points come out of this study. As 
confirmed by similar series, the seroprevalence does not 
match the rate of patients who reported symptomatic 
SARS-CoV-2 infection, proving once again that SARS-
CoV-2 infection could easily run asymptomatic (7). On 
the other hand, the SOLID study involved an outpatient 
population tested by a serological assay, which has proven 
high sensitivity and specificity two weeks after positive  
real time quantitative polymerase chain reaction (RT-qPCR) 
detection. These two aspects introduce a patient selection 
and lead-time bias. They refer to healthier patients with 
lung cancer than those receiving palliative care, who had 
not previously contracted a severe and potentially lethal 
SARS-CoV-2 disease and were treated in centres with 
different prevalences of the disease during the first wave 
of the pandemic. It could also explain the low mortality 
rate (of only 0.8 percent) observed among seropositive 
yet symptomatic patients than reported in the RT-qPCR 
confirmed disease. The second important aspect is the 
persistence of humoral immunity that might last over 
time without being influenced by lung cancer treatments 
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and the protection against reinfection. However, in about 
30% of the patients, this humoral immunity got lost after 
4.5 months, although no patients were reinfected. These 
figures are somewhat similar to what we have experienced 
nowadays with the vaccine. In a study comparing patients 
with solid tumours on treatment during the vaccination 
with the BNT162b2 vaccine to age-matched health care 
workers as controls, serology titer similarly decreased, 
with 79% patient and 84% controls being seropositive at  
6 months, and no COVID-19 cases documented in controls 
but one in patients (8). Nonetheless, this information has to 
be put in the broader context of seroconversion in cancer 
patients. Serological response rates remain reduced in 
cancer patients compared to healthy controls, particularly 
those with haematological malignancies, and increase after 
boosting with repeated vaccine doses. Those remain crucial 
to minimise the risk of COVID-19 infection and severe 
complications in these vulnerable patients (9,10). Similarly, 
evidence provided by the SOLID study that treatment type, 
either immunotherapy, chemotherapy, or their combination, 
and targeted agents may not affect the persistence of 
immunity, the mortality, or the reinfection rate caused 
by the COVID-19, in seropositive and symptomatic lung 
cancer patients is relevant and reassuring. However, it 
does not translate in a similar impact of treatments on 
seroconversion rate or potentially lethal complications of 
severe SARS-CoV-2 disease (11).

The third aspect concerns the COVID-19 variant factor. 
As a note, this study was run in 2020 when no anti-SARS-
CoV-2 vaccine was available, and a COVID-19 variant 
led the disease with different transmission capacity and 
aggressiveness from that is currently circulating or will 
do in the future. Therefore, it might seem not easy to 
contextualise the SOLID study data (6). Nevertheless, the 
data we have commented on reassured us that anticancer 
treatments have no impact on the persistence of humoral 
immunity and on the risk of developing a more severe 
COVID-19 in seropositive patients, which should apply to 
either the infected or vaccinated lung cancer population. 
They also showed that this immunity could get lost in 
about 30% of the patients irrespectively of their treatment. 
Interpreting the presence and the level of antibodies, IgG 
anti-N and anti-S as protection remains rather disputable, 
and no clear cut-off has been fully validated so far. In 
conclusion, we firmly believe that all patients with lung 
cancer should be fully vaccinated and boosted to ensure 
better protection against the newest strains of the SARS-
CoV-2.
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