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Abstract: The persistence of the coronavirus disease 2019 (COVID-19) pandemic has triggered
research into limiting transmission, morbidity and mortality, thus warranting a comprehensive ap-
proach to guide balanced healthcare policies with respect to people’s physical and mental health. The
mainstay priority during COVID-19 is to achieve widespread immunity, which could be established
through natural contact or vaccination. Deep knowledge of the immune response combined with
recent specific data indicates the potential inferiority of induced immunity against infection. More-
over, the prevention of transmission has been founded on general non-pharmacological measures
of protection, albeit debate exists considering their efficacy and, among other issues, their socio-
psychological burden. The second line of defense is engaged after infection and is supported by a
plethora of studied agents, such as antibiotics, steroids and non-steroid anti-inflammatory drugs,
antiviral medications and other biological agents that have been proposed, though variability in terms
of benefits and adverse events has not allowed distinct solutions, albeit certain treatments might
have a role in prevention and/or treatment of the disease. This narrative review summarizes the
existing literature on the advantages and weaknesses of current COVID-19 management measures,
thus underlining the necessity of acting based on the classical principle of “ofeleein i mi vlaptin”, that
is, to help or not to harm.

Keywords: COVID-19; SARS; Hippocrates; ofelein i mi vlaptin; primum non nocere; vaccination;
mRNA; drug therapy
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1. Introduction

Coronavirus disease 2019 (COVID-19) is caused by the novel coronavirus SARS-
CoV-2. It was first reported in Wuhan, China, in December 2019, and since then it has
emerged as a global pandemic [1]. According to officially published statistical data of the
World Health Organization (WHO), on 31 December 2021 a total of 281,808,270 positive
cases and 5,411,759 deaths have been globally recorded [2]. Acknowledged precondi-
tions that contribute significantly to COVID-19 “expansion” include the high potential
of “human-to-human” virus transmission as well as the existence of an immunologically
naïve population [3].

In the battle against this universal threat, a plethora of preventive as well as therapeutic
measures have been implemented with varying degrees of efficacy, effectiveness and safety.
The main representatives comprise the available vaccines, pharmacological agents and
the non-pharmacological interventions [4]. In our previous review [1], we introduced the
classical principle of Hippocrates (Iππoκράτης, 460–370 BC) “ofelein i mi vlaptin” (ὠϕελέειν
ἢ µὴ βλάπτειν), that is, either to help or not to harm the patient. This fundamental ethical
approach guides the professional practice of all physicians and is also applicable in the
management of COVID-19, among other contexts.

It is common knowledge that severity as well as mortality risk of COVID-19 directly
correlates with age [5], with mortality risk being negligible for young patients, whereas it
increases significantly for elderly, especially if they are 65 years or older [6]. Furthermore,
comorbidities constitute an additional acknowledged component of COVID-19 severity
and mortality [7,8]. Moreover, additional predictors of mortality at admission to an inten-
sive care unit (ICU) have been identified as acute respiratory distress syndrome (ARDS),
interleukin (IL)-6, serum albumin, and D-dimer levels, as well as chest CT severity score [9].
The aforementioned parameters have been further utilized within the developed AIDA
score and validated in an additional sample of 304 patients admitted to ICU due to the
severe form of COVID-19 [10].

Given this stratification of risk for COVID-19 patients, a potential favorable outcome
should always be weighed against the possible adverse effects of each preventive and
therapeutic strategy. Thus, within this narrative literature review, we discuss, based on
current available scientific evidence and through the prism of “ofelein i mi vlaptin”, the hot
topics of acquired immunity following natural infection or mRNA vaccination. In addition,
we present the state of the art in the main current pharmacological treatments and also
briefly cover non-pharmacological management.

2. Immunity after SARS-CoV-2 Infection versus Post Vaccination

Exposure to both whole virus in terms of a natural SARS-CoV-2 infection and to spike
proteins through mRNA vaccination leads to acquired immunity, at least to a certain extent.

A plethora of studies stemming from different populations and countries supports, with
emerging evidence, the robust and long-term immunity of previously infected individuals.
For instance, an epidemiological study was recently conducted in Sweden [11] and included
a sample of 1884 healthcare workers and 51 hospitalized COVID-19 patients. The authors
reported that all COVID-19 patients and the vast majority of healthcare workers (96%) who
were anti-spike IgG-positive at the beginning of the study, maintained their positivity eight
months later. Moreover, circulating SARS-CoV-2 specific memory T lymphocyte responses
were recorded in 88% of COVID-19 patients and 63% of seropositive healthcare workers,
respectively. Furthermore, a cumulative incidence of 1% SARS-CoV-2 infection, confirmed
by means of PCR, was demonstrated among anti-spike IgG-positive health-care workers
compared with 23% among anti-spike IgG-negative healthcare workers, yielding a satisfactory
protective effect of 95.2% [11]. Furthermore, a French study group, by including a prospectively
followed sample of 1309 individuals, displayed that long-term titers of the so-called “specific
receptor binding domain” (RBD) IgG persist up to 13 months post SARS-CoV-2 infection. This
phenomenon may decrease according to the authors, leading to a potential of reinfection in
convalescent COVID-19 patients by variants D614G and B.1.1.7 [12].
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Of note, RBD is known to be particularly immunogenic and triggers SARS-CoV-2-
neutralizing antibody production. On the other hand, antibodies against the N-terminal
domain (NTD) of the spike protein exert an enhancement of binding of the virus to the
angiotensin-converting enzyme (ACE-2) receptor and therefore reinforce SARS-CoV-2
infectivity [13]. This phenomenon was demonstrated for the original Wuhan strain D614G
only in vitro. Yahi et al. [13] observed that enhancing NTD antibodies appeared to have a
higher affinity for the currently widespread Delta variants compared to the Wuhan strain.
In detail, the authors demonstrated that enhancing antibodies favors the binding of the
spike trimer to the host cell membrane by clamping the NTD to lipid raft microdomains.
This stabilizing mechanism might promote conformational modification, which triggers
the demasking of the RBD. Since NTD is also targeted by neutralizing antibodies, the
authors proposed that the balance between neutralizing and facilitating antibodies in
vaccinated individuals is in favor of a neutralization process only for the original Wuhan
strain (D614G). Nevertheless, as far as Delta variants are concerned, neutralizing antibodies
appear to have a lesser affinity for the spike protein, whereas facilitating antibodies display
a strikingly increased affinity. Thus, antibody-dependent enhancement (ADE) may be a
concern for people receiving vaccines based on the original Wuhan strain spike sequence,
such as the current mRNA vaccines [13]. A variety of mechanisms has been postulated
to be involved in ADE, which appears to be a limiting factor in the development of new
vaccines and therapeutic approaches [14,15]. The rationale is to drive both high-specificity
humoral and cellular immunity while avoiding undesirable consequences, such as ADE.

Beyond the existence of protective antibody titers, longed-lived bone marrow plasma
cells are believed to provide a further necessary component of immunity following SARS-
CoV-2 infection. In particular, Nature published a relevant study, which demonstrated
that convalescents after COVID-19 with oligosymptomatic course had detectable titers of
anti-spike antibodies for at least 11 months. Additionally, the aforementioned antibodies
correlated with the frequency of spike protein-specific plasma cells from isolated bone
marrow aspirates of COVID-19 convalescents 7–8 months before, a phenomenon not
observed in healthy volunteers. It was also revealed that this binding attribute of plasma
cells to spike proteins is quiescent as part of a stable compartment [16].

Interestingly, the IgG antibodies against spike proteins of all patients up to seven
months after COVID-19 show in vitro significant neutralizing activities. Additionally, in-
terferon γ-producing CD4+, as well as CD8+ cells, were upregulated upon SARS-CoV-2
antigen stimulation [17]. Further encouraging results regarding long-term neutralizing
antibodies have been reported by an American study; 90% of SARS-CoV-2-positive indi-
viduals triggered both spike and nucleocapsid immunological responses, and all but one
of these had persistent antibody titers at six-month follow-up. Pseudoviral neutralization
activity was widespread among participants, did not lessen with the elapse of time and
correlated with clinical antibody assays [18].

Considering the reinfection of convalescent individuals, an Austrian retrospective
study (n = 14,840) reported a relatively low reinfection rate (0.27%) among individuals with
COVID-19 and deduced that protection against SARS-CoV-2 following a natural infection
is comparable to the highest available estimates of vaccine efficacy [19]. Comparable results
were also yielded by another retrospective study [20] from California with a sample size
of n = 75,149, where the overall incidence of reinfection after 270 days was as low as 0.8%.
Likewise, a prospective Italian study (n = 546) investigated reinfection rates of SARS-CoV-2
up to ten months post infection. The authors concluded that the reinfection rate was
as high as 1.1%, with a median of 9 months after first infection and its course mild or
asymptomatic [21]. An even lower reinfection rate was reported by Utah investigators.
In the relevant retrospective cohort, with a sample size of 23,176 COVID-19 patients, the
rate of reinfection was as low as 0.04% [22]. In addition, an Iranian study reported a 0.33%
re-infection/reactivation rate at one year post SARS-CoV-2 infection [23].

To sum up, beyond the isolation of anti-SARS-CoV-2 antibodies up to 13 months after
infection, the organism is equipped with memory B cells which differentiate rapidly to
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specialized plasma cells for the production of antibodies, as well as specific T lympho-
cytes, which exert cytotoxic activity against the virally infected cells and support a low
reinfection rate [24].

On the other hand, mRNA vaccines may induce short-term two to four-fold higher
titers of neutralizing antibodies compared to natural infection [25]. Obtained immunity
after BNT162b2 mRNA vaccination might be a matter of concern, regarding the longevity
of producing antibodies. In this context, a recent study demonstrated that antibody titers
of vaccinated individuals fall rapidly month by month compared to those of convalescent
patients. In particularly, Israel et al. [26] compared 2653 fully vaccinated participants
(BNT162b2) with 4361 previously infected patients in terms of decreasing antibodies with
the elapse of time. They reported a decrease of antibody titers up to 40% for each subsequent
month (BNT162b2 arm), whereas the recovered participants’ titers dropped by less than
5% per month. Six months after vaccination with BNT162b2, a total of 16.1% subjects had
antibody levels below the seropositivity threshold of <50 AU/mL compared with only
10.8% of SARS-CoV-2-recovered participants who fell below the <50 AU/mL threshold
9 months after infection [26].

Moreover, recent evidence indicates that, compared to vaccination with mRNA, natural
SARS-CoV-2 infection triggers a more robust humoral immune response in unexposed
individuals. Additionally, the same study group deduced that functional neutralizing
antibody tests are more relevant indicators than the mere presence or absence of relevant
binding antibodies [27]. Furthermore, a recent study of hospital workers with a sample
size of 273 individuals reported that out of 86% of individuals with antibody levels higher
than 4160 AU/mL six weeks after the second shot only 40% retained their titers twelve
weeks post vaccination [17].

Similar results were reported by a Japanese prospective study that recruited 225 healthy
subjects to be vaccinated with two doses of BNT162b2. The aim of the study was the esti-
mate the half-life of neutralizing activity and the time needed for the loss of detectable neu-
tralizing activity (both expressed as averages). The investigators reported that BNT162b2
efficacy was likely to be fall below the detection limit six to seven months after the first
vaccination dose. Secondly, a few moderate-level neutralizing antibody-containing serums
failed to prevent infection with SARS-CoV-2 [28].

Another recent study, by estimating the antibody and memory T lymphocyte responses
following a two-dose BNT162b2 vaccine in 122 volunteers for up to 6 months showed
that the mRNA vaccine provoked a robust antibody response to SARS-CoV-2 and five
VOCs at 1 week post vaccination, which subsequently declined. Spike-specific memory
T lymphocyte responses, while evident in the majority (87%), were lesser in participants
with higher T lymphocyte immunosenescence, thereby signifying the worsening of the
vaccine response and therefore possibly necessitating booster vaccination [29]. Conversely,
for instance, vaccination against hepatitis B virus, the structural protein of which appears
to contain an RNA-polymerase capable of forming the adult coronavirus [30], induces
long-term immunity and cell-mediated immune memory for up to two decades without
requiring booster vaccination [31]. Memory T lymphocyte responses display a form of
prominent immunodominance for chronic and self-limited viral infections and this form
may persist over several decades in the absence of antigen stimulation [32].

Additionally, older Canadian adults appear to exhibit reduced magnitude and durabil-
ity of humoral immune responses after mRNA vaccination [33]. Synoptically, the authors of
this study reported that after the elapse of three months following the second mRNA vacci-
nation, all humoral responses were significantly reduced in all individuals and remained
significantly lower among aged adults, who also exhibited reduced ACE2 competition
activity and binding antibodies against the Delta variant.

Worth mentioning, also, are the reported poor titers of anti-spike IgG antibodies in
several patient populations. For instance, liver transplant patients or those with chronic
liver disease are known to perform poorly in terms of antibody production following vac-
cination. A similar phenomenon has been observed for kidney transplant recipients who
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were treated with belatacept; they exhibited only a weak antibody response to three doses
of mRNA vaccine [34]. The same result was obtained in a Greek prospective cohort study in
patients with hematological malignancies [35]. Inselspital of Berne in Switzerland showed in
a clinical trial which recruited patients taking medications targeting CD20 (i.e., rituximab or
ocrelizumab) that such patients are characterized by impaired cellular and humoral immunity
when vaccinated with Moderna mRNA-1273 or Pfizer–BioNTech BNT162b2 [36].

Interestingly, very recent data indicate that, in vitro, the SARS-CoV-2 spike protein
considerably inhibits the DNA damage repair pathway, which is necessary for efficient
V(D)J recombination in adaptive immunity, thereby impairing adaptive immune response
and implying a potential side effect of full-length spike-based vaccines [37]; spike proteins
inhibit DNA damage repair by inhibiting the recruitment of the main DNA repair proteins
BRCA1 and 53BP1 to the damage site [37]. On the other hand, mutations of these repair
genes seem to drive oncogenesis [38]. In this respect, certain identified genes, including
E2F transcription factors and retinoblastoma tumor-suppressor gene (RB1), modulated by
COVID-19 infection, appear to be involved in SARS-CoV-2-related carcinogenesis [39];
genetic variants of IL12RB1 confer genetic susceptibility to SARS-CoV-2 infection [40];
and mutations to RB1 and/or components regulating the cyclin dependent kinase-RB-E2F
signaling pathway have been recognized in almost every human cancer [41]. In this setting,
mutations in genes (hMSHS2, hMLS1, hPMS1, hPMS2) that also control the DNA mismatch
repair process have been involved in oncogenesis. If “mismatch repair” (MMR) genes are
mutated, respective errors may affect genes important to cancer progression, such as tumor-
suppressor genes, leading to the development of malignancies, such as upper and lower
gastrointestinal tract cancers [42]. In this regard, recent evidence suggest that administration
of a SARS-CoV-2 vaccine (BNT162b2 mRNA vaccine) can induce angioimmunoblastic T
cell lymphoma, a sub-type of peripheral T cell lymphoma [43] progression [44]. It is
important to note that such lymphomas exhibit TP53 mutations in association with p53
(87%) expression [45,46]. Common mutations of such lymphomas are those related to the
DNA repair–TP53 pathway (64%) and TP53 mutation, which is significantly associated
with symptomatology and is a risk factor for patient survival [47]. Moreover, the gene TP53,
which encodes the tumor-suppressor protein p53, is mutated in about 50% of malignancies,
and p53 acts as a transcription factor to activate subsets of target genes which carry out
cell fates, including DNA repair [48]. DNA damage-repair gene mutations are enriched in
TP53 tumors, and TP53 or DNA damage-repair gene mutations are frequently detected in
malignancies with high-risk features [49]. However, the aforementioned concerns require
further investigation, the true potential of such a hypothesized oncogenetic cascade of full
spike protein being in need of elucidation.

A further concern regarding post-vaccination immunity is the reported liver autoim-
mume disorder development. In particular, new evidence indicates a possible association
between autoimmune hepatitis (AIH) and COVID-19 vaccination [50]. Adverse events
of the vaccine are possible, and liver disorders following vaccination represent an inter-
esting clinical problem. Some investigators propose that an abnormal immune response
is the ultimate cause of AIH [51], although it is not possible to exclude the existence of
pre-vaccination autoimmunity. After vaccination, there is also the probability of excessive
blood viscosity, which might also be a trigger factor for liver disorders [51].

Recent data also indicate that poor antibody responses for post-mRNA vaccines
are observed in 61% of liver transplant recipients and 24% of those with chronic liver
disease [52] and that immune responses to SARS-CoV-2 mRNA vaccination may also be
impaired in patients with malignant disease [53].

Lastly, regarding the latest known variant, “Omicron”, preliminary data claim that
the Pfizer–BioNTech vaccine’s efficacy might be significantly lower against this variant,
with a 41-fold lower titer of neutralizing antibodies compared with the initial variants at
the beginning of the pandemic (with spike protein substitution D614G) [54]. Moreover,
in an official announcement, Pfizer admitted that with the Omicron variant “more than a
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25-fold reduction in neutralization titers” was anticipated and that two vaccines “may not
be sufficient to protect against infection with the Omicron variant” [54].

All in all, regarding the mRNA vaccinations, it has to be stated that, despite the several
aforementioned concerns that have been raised, they still seem to be possibly effective,
particularly for high-risk segments of the aged with/or comorbidities population [55–58].

3. COVID-19 Evidence-Based Treatments

Beyond the outstanding research aiming at the discovery of potential safe and ef-
fective vaccines against COVID-19, a further global endeavor points to developing new
pharmacological regimes or utilizing existing ones which, ideally, could provide effective
therapeutic approaches for COVID-19 patients with clinical symptoms. Given the fact
that the development of new drugs may take decades, an impressive plethora of diverse
agents have been evaluated as potential treatments with varying degrees of efficiency
and effectiveness.

Specifically, there is a long list of pharmaceutical agents that have been studied for
the management of COVID-19, either in outpatient settings alone or in both in- and out-of-
hospital treatment settings. Among others, worth mentioning are well-established older
drugs which have been administered previously for other indications, such us colchicine,
azithromycin, doxycycline, lopinavir/ritonavir, proxalutamide and ivermectin [59,60].

For instance, ivermectin is a well-known antiparasitic drug with a very attractive
profile, since it combines adequate safety and particular cost-effective outcomes. It is
considered that around one third of the world’s population, particularly patients stemming
from low- and middle-income countries, have been treated with ivermectin for worm,
scabies and lice infections [59,60]. There is emerging evidence that ivermectin may also
exhibit anti-inflammatory and antiviral properties. It has been demonstrated previously to
have antiviral activity against Zika, Dengue and Yellow Fever [61].

An early in vitro study by Caly et al. reported a specific antiviral effect of ivermectin
against SARS-CoV-2, an action which was interpreted as a possible blockage of the nuclear
import of viral proteins suppressing normal immune responses [62]. Further encouraging re-
sults were demonstrated by a French in vivo study in which ivermectin administration atten-
uated both clinical and immunological outcomes of hamsters infected with SARS-CoV-2 [63].
The authors performed transcriptomic analyses of pulmonary tissue to interpret their results.
Synoptically, they attributed the favorable outcome to a profound lessening of type I inter-
feron responses with a parallel decrease of pro-inflammatory IL-6/IL-10 ratios in tissues as
well as promotion of M2 macrophage polarization [63]. Furthermore, more than 20 random-
ized controlled trials (RCT) [60] and eight meta-analyses [61,64–69] have been conducted,
with an overall reported conclusion being a major reduction of COVID-19 morbidity and
mortality; such RCTs reported significant decreases in mortality accompanied by significant
decreases in the length of viral clearance and clinical recovery. Several controlled prophy-
laxis trials showed a lower risk of contracting SARS-CoV-2 to be associated with regular
usage of ivermectin [70]. Therefore, in view of the worldwide emergency of COVID-19,
with mutant viral strains and/or vaccination denials, ivermectin may serve as an effective
preventive and therapeutic strategy against the current pandemic if introduced for both
prevention and treatment of COVID-19 [60,70]. Nevertheless, further relative studies are
needed since low to moderate certainty of evidence has to be acknowledged for the available
meta-analyses [61]. At least two recent meta-analyses reported a negative result [71,72],
which might be attributed to differences in methodology and the populations included.
In any case, it should be clearly stated that, like any other medication, judicious use of
ivermectin could be considered for selected COVID-19 patients, since inappropriate or ex-
cessive prescription of this agent may potentially lead to undesirable effects, including drug
interactions [73,74]. In this respect, it should be acknowledged that rare cases of ivermectin
toxicity have been recently reported [75]. The latter might be attributed to homozygosity for
a nonsense mutation in gene ABCB1 [76]. For instance, in ABCB1-knockout mice, ivermectin
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provokes neurological defects which may be fatal [76], analogous to the known toxicity in
certain canine breeds, such as collies [76].

Proxalutamide is another promising pharmacological agent in the battle against COVID-19.
It is a potent non-steroidal androgen receptor antagonist (second-generation) [77]. Of note,
androgen signaling pathways seem to enact a key role in terms of SARS-CoV-2 infectivity.
In particular, viral entry to host cells is mediated through the priming of SARS-CoV-2 spike
proteins by the androgen-promoted enzyme transmembrane serine protease 2 (TMPRSS2).
Structural modifications of spike proteins ameliorate binding of SARS-CoV-2 to ACE-2
and assist intracellular viral entry. It is therefore reasonable to conclude that targeting
the transcription of TMPRSS2 with antiandrogens can affect viral cell entry [77]. As with
ivermectin, results from RCTs [77,78], as well as a network of meta-analyses, support
the favorable effect of proxalutamide on COVID-19 in terms of severity and mortality,
accompanied by augmented viral clearance [59] and lower hospitalization rates [77].

Colchicine is an old, safe, inexpensive but strong anti-inflammatory medication with
favorable pleiotropic and cardioprotective effects targeting the excessive immune system
activation following SARS-CoV-2 infection. These effects result mainly via inhibition
of neutrophil activity, as well as IL-1β, thereby preventing the cytokine storm [79–82].
Moreover, colchicine administered at standard doses has been shown to attenuate the con-
nection between inflammation and thrombosis, therefore reducing the thrombogenic risk
in COVID-19 patients, without affecting the otherwise physiological process of thrombo-
sis [79]. More specifically, during the COVID-19 pandemic, colchicine has been considered
a good therapeutic option owing to its effects on the parts of the immune system involved
in COVID-19 infection and acute respiratory distress syndrome, including its effects on the
chemotaxis of inflammatory cells, such as neutrophils and monocytes, and the intracellular
transportation of vesicles. Colchicine also inhibits the inflammasome, expression of dif-
ferent molecules involved in leukocytes binding to endothelial cells and the recruitment
of mononuclear cells and neutrophils to inflamed tissue [83]. It acts as a pyrin domain-
containing protein 3 (NLRP3) inflammasome inhibitor and additionally diminishes IL-1β
synthesis, thereby delaying and reducing the extent of immune system activation that could
drive the development of ARDS/ALI in COVID-19 patients [84,85]. Specifically, it prevents
microtubule assembly and results in subsequent disruption of multiple inflammatory path-
ways, such as the aforementioned NLRP3 inflammasome activation, microtubule-based
inflammatory cell chemotaxis, generation of leukotrienes and cytokines and phagocytosis.
Moreover, colchicine could inhibit the viroporin E-mediated activation of the inflamma-
some during COVID-19 infection, with subsequent impairment of the production of IL-1β,
which results in the abolishment of the secretion of IL-6 and tumor necrosis factor (TNF)-α,
leading to a reduced recruitment of neutrophils and macrophages [79]. It also reduces the
production of reactive oxygen species and α-defensin [79]. Furthermore, colchicine inhibits
neutrophil–platelet aggregation and increases the levels of protein C [86], highlighting its
anti-thrombotic properties [79]. Such favorable anti-thrombotic attributes of colchicine
are of exceptional interest, particularly when an increasing body of evidence reports post-
vaccination cases of serious thromboembolic complications, such as vaccine-associated
thrombocytopenia and thrombosis [87,88].

The safety profile of colchicine at a dose of 0.5–2 mg per day has been demonstrated
by decades of observational studies and clinical practice [89]. Therefore, due to its bene-
ficial effects, safety profile and availability, colchicine appears to be an effective drug for
COVID-19 treatment. In this regard, a recent study focusing on the role of colchicine in
preventing severe COVID-19 complications revealed a potential favorable effect in delaying
clinical deterioration in admitted patients [85]. Moreover, a meta-analysis of six small
studies showed a significantly favorable impact of colchicine in reducing mortality among
COVID-19 patients [90]. Likewise, an updated meta-analysis of eight studies (a total of
5259 COVID-19 patients) showed that colchicine reduced mortality, and patients who
received colchicine tended to have a lower risk of requiring mechanical ventilation [91].
Another recent meta-analysis which included 17,205 COVID-19 patients also showed signif-
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icant reduced mortality in patients who received colchicine therapy [92]. Discontinuation of
trials owing to colchicine-related side effects was rare. Further consideration of colchicine
for prevention against COVID-19, as well as for treatment of COVID-19 complications, and
assessment of meta-analyses signifying a mortality risk reduction in participants treated
with colchicine, currently available data have shown colchicine’s potential in treating
SARS-CoV-2-infected patients [93]. Nevertheless, it ought to be noted that high doses of
colchicine have been previously linked to increased toxicity [94].

Concerning the safety profile of colchicine, a recent pooled meta-analysis of patients
with COVID-19 reported that colchicine is a well-tolerated drug and has a good safety
profile except for a higher chance of diarrhea [95]. Similar findings were observed in
another meta-analysis carried out pre-COVID-19 [96].

Chloroquine (CQ), along with its derivative hydroxychloroquine (HCQ) with an extra
hydroxyl group, has a long history (~50 years) as an effective antimalarial drug with im-
munomodulatory, anti-thrombotic, anti-metabolic, autophagic, apoptotic and anti-neoplastic
properties [97,98]. In the recent past, the effectiveness of these drugs has been studied in
relation to a diversity of acute infections, including Zika, influenza A H5N1, Ebola, dengue,
and chikungunya, as well as chronic viral infections, including hepatitis C and human im-
munodeficiency viruses [99–101]. CQ and HCQ have been suggested for the prevention and
treatment of COVID-19 due to their in vitro antiviral activity against the severe acute respira-
tory syndrome associated with coronavirus 2 (SARS-CoV-2) [102–104] and their potential for
suppressing the release of pro-inflammatory cytokines [105]. Both drugs have been reported
to block multiple steps in the SARS-CoV-2 life cycle, for instance, viral binding and entry
into cell, release of the viral genome, viral replication, virion assembly and budding [102].
CQ and HCQ are relatively safe and the most frequent side effects include dermatological
alterations, pruritus and gastrointestinal symptoms, occurring in up to 10% of patients. The
most severe side effects include cardiotoxicity, neuromyopathy of proximal muscles and
irreversible retinopathy, which have very low incidence [106]. HCQ displays a superior
safety profile as compared with CQ [98,102]. Therefore, HCQ or CQ provide a promising
approach for the treatment of COVID-19. In this respect, recent randomized controlled
trials suggest potential benefits in clinical outcomes, thereby signifying that CQ and HCQ
are promising therapeutic agents against COVID-19 pneumonia [107]. A meta-analysis
of clinical reports showed improvement in clinical and virological outcomes for patients
using CQ [108]. Moreover, an evidential synthesis based on observational studies showed
a 7–33% reduced mortality in hospitalized patients with COVID-19 using a lower dosage
of HCQ [109]. Likewise, in a meta-analysis of 11 RCTs, the use of HCQ was not linked
with increased mortality. It was also associated with a 20% reduced risk of mortality in
a meta-analysis of 25 observational studies [110]. Nevertheless, Mehra et al. conducted
a disputed multinational registry analysis that revealed an increased risk of death with
HCQ in COVID-19 patients. Interestingly, this research article was retracted soon after
publication [111]. This discrepancy between RCTs and observational studies could mainly
be attributed to the lower median doses used, which seemed to provide beneficial effects in
terms of mortality risk in COVID-19 patients.

It is important to note that many clinicians have reported positive outcomes in treating
COVID-19 patients using these drugs owing to their low cost, long history of use and
availability. It is expected that studies now underway will provide more definitive answers.
A recent large-scale ambulatory series study examining HCQ plus azithromycin as a
combined therapy established the efficacy of early COVID-19 outpatient treatment without
HCQ-related serious cardiac side effects; early ambulatory treatment of COVID-19 with this
combined regimen was associated with very low mortality and improved survival when
compared with other regimens [112]. Azithromycin, an antibacterial of the macrolide, seems
to exhibit potential antiviral and immunomodulatory therapeutic efficacy, in monotherapy
and in combination, for the treatment of SARS-CoV-2 infection [113]. However, since the
described side effects of these agents when introduced in combination with azithromycin in
patients with comorbidities have raised significant safety concerns, additional high-quality
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randomized clinical trials are needed to clarify such concerns [107]. Of note, trials also
investigated these drugs in combination with zinc supplementation [114].

Other antibiotics more frequently prescribed during the initial peak of COVID-19 in out-
patient settings include doxycycline, cefpodoxime and sulfamethoxazole–trimethoprim [115].

Glucocorticoids, mainly dexamethasone—a widely available and inexpensive medica-
tion that could be made available to COVID-19 patients globally—have been widely used
as immunomodulators aiming to reduce lung parenchymal inflammation and subsequent
lung tissue damage that may lead to respiratory failure. In this regard, the utility of gluco-
corticoids in improving outcomes has been put under scrutiny, with different clinical views
expressed during the first months of the pandemic [116,117]. A small, open-label random-
ized trial provided weak evidence that a 6-day course of intravenous methylprednisolone
offered a benefit in severe COVID-19 cases in terms of significantly reducing the risk of
death, admission to an intensive care unit (ICU) or the need for non-invasive ventilation
as compared with the standard-of-care group [118]. A meta-analysis of seven RCTs also
showed a beneficial effect of systemic corticosteroids in lessening the 28-day mortality in
individuals with severe COVID-19 [119].

Specifically, administration of dexamethasone has been reported to correspond to
dose-dependent inhibition of pro-inflammatory cytokine production, such as IL-12, but not
to affect anti-inflammatory cytokines, such as IL-10 [120]. Thus, it might be beneficial for
treating the SARS-CoV-2-induced cytokine storm [121]. In this regard, a large randomized
controlled trial suggests that administration of dexamethasone to hospitalized patients who
are unable to breathe independently may significantly improve survival outcomes [122]
given the results obtained for the dexamethasone arm as compared to standard of care
alone. The above glucocorticoid, administered for a 10-day course, was found to provide
favorable effects by means of decreasing the 28-day mortality risk in patients requiring
respiratory support. However, there was no benefit for patients not requiring respiratory
support and, in contrast, a potential harm was noted in this subgroup [122]. Likewise, a
meta-analysis indicates that dexamethasone may significantly improve outcomes among
COVID-19 hospitalized patients associated with severe respiratory complications [123].
Data from a recovery trial also indicates that dexamethasone significantly reduces SARS-
CoV-2-related deaths (by around 30% among patients receiving mechanical ventilation
and by around 20% among those receiving oxygen alone) [124]. Given the aforementioned
available evidence, dexamethasone currently appears to be the most promising treatment
for severe COVID-19.

The prospect of managing SARS-CoV-2 infection by means of cytokine inhibition has
been widely discussed and IL-1 together with IL-6 and TNF-α are considered to play key
roles in the cascade of cytokine release during generalized immune system activation. An
extensive literature has been published regarding the potential beneficial effects of IL-1
inhibition in eliminating the aforementioned “cytokine storm”. Cytokine storm syndrome,
also referred to as cytokine release syndrome (CRS), is the process by which an increase in
inflammation precipitates the excessive activation of the coagulation pathways and disrupts
the integrity of vascular permeability, causing endothelial injury [125,126]. CRS-related
dysregulation of immune responses may induce epithelial and endothelial cell apoptosis
and vascular leakage, T lymphocyte suboptimal responses, dysfunctional and overactive
macrophages infected with SARS-CoV-2, as well as dysfunctional tissue homeostasis, all of
which appear to contribute to the pathophysiology and severity of macrophage activation
storms (MASs), resulting in acute respiratory distress syndrome (ARDS) [125,127]. MAS is
indirectly stimulated by IL-1 [128], so that inhibiting IL-1, and thereby MAS and ARDS,
appears to be a relatively significant preventive target point. Additionally, augmented
IL-1 release in viral infections leads to lung and tissue inflammation, fever and fibrosis,
with consequent respiratory complications in the COVID-19-infected host [129]. Regarding
the pro-inflammatory pathways involved in the development of fibrosis, it seems that
SARS-CoV-2 employs different molecular pathways to activate the NLPR3 inflammasome
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related to IL-1 and IL-6 secretion, triggering the cytokine cascade that induces severe
lung damage [130].

Anakinra, a recombinant human IL-1 receptor antagonist with a short half-life (3–4 h)
that neutralizes the biological activity of IL-1α and IL-1β by competitively inhibiting their
binding to receptors, has been used successfully in treating MAS induced by various in-
flammatory disorders. IL-1α and IL-1β also increase nitric oxide production, prostaglandin,
adhesion molecules, thromboxane and histamine [131], all of which contribute to CRS in
the pathogenesis of COVID-19. In this respect, many clinical trials have been conducted
that support the rationale for targeting augmented inflammatory processes in COVID-19
with anakinra. Outcomes are promising, though diverse use, dosages and outcomes have
been observed in the various trials [132]; most studies have evaluated the use of anakinra
in the early stages of COVID-19 infection, with substantial differences in their design
and results [133].

A case series of 11 COVID-19 patients with evidence of acute hypoxic respiratory
failure and signs indicative of increased cytokine release showed that administration of
anakinra, given early in the clinical course of respiratory failure, benefited in terms of a
significantly reduced risk of requiring mechanical ventilation [134]. Further data deriving
from a cohort study have shown a beneficial role of IL-1 inhibition with anakinra in reducing
the need for mechanical respiratory support and also improving life expectancy in severely
ill individuals with radiological evidence of bilateral pneumonia [135]. Data from another
cohort study that included 21 patients with severe COVID-19 infection showed that adminis-
tration of anakinra led to a decrement in clinical and laboratory inflammatory signs, though
without a subsequent reduction in the duration of ICU admission or mechanical respiratory
support [136]. Benefit from IL-1 blockade with anakinra was not observed in another RCT
in non-ventilated COVID-19 patients with hypoxic respiratory failure and high CRP [137]. It
is likely that the dosage of anakinra chosen was inadequate, given that observational cohort
studies with higher doses of this drug reported more promising effects [138]. However, an
RCT (SAVE-MORE) published in 2021, which introduced the same therapeutic regimen
of anakinra (subcutaneous, 100 mg once daily) revealed an impressive 55% improvement
in 28-day mortality in patients with moderate and severe COVID-19 preselected for high
concentrations of soluble urokinase plasminogen activator receptor [139]. Therefore, patient
selection might be critical to detect those who benefit from anakinra treatment. In the same
direction, Kharazmi et al. have shown that the administration of anakinra in hospitalized
COVID-19 patients with hypoxemia resulted in a significantly reduced length hospital of
stay as well as a decreased need for mechanical respiratory support [140]. Nevertheless, no
significant improvement in clinical outcomes was observed when anakinra was adminis-
tered to COVID-19 patients with mild-to-moderate pneumonia [141]. A recent patient-level
meta-analysis substantiated the benefit from anakinra administration in COVID-19 patients
with moderate-to-severe respiratory tract infection and increased inflammatory markers,
specifying this benefit in cases with the IL-1 antagonist being given without parallel ad-
ministration of dexamethasone [142]. Additionally, an updated systematic review and
meta-analysis of six studies referring to individuals with moderate-to-severe pneumonia de-
picted a favorable effect of anakinra in selected COVID-19 patients, with a relative mortality
risk reduction of 53% (pooled hazard ratio 0.47 (95% confidence intervals 0.34, 0.65)) [143].
The impact of methylprednisolone and low-dosage anakinra combined therapy in patients
with hyper-inflammatory syndrome also revealed a statistically significant result in the
treatment arm in terms of mortality rate, as the number of deaths at day 28 decreased by
13.9% compared to 35.6% in the control arm [144].

As in the case of IL-1, IL-6 amplification also induces CRS [145]. IL-6 is a key cytokine
associated with severity and mortality of COVID-19-induced disease [146]. It is considered
a reliable indicator for distinguishing the prognosis and severity of COVID-19-induced
disease [147]; its high concentrations appear to be a good predictor of oxygen requirement,
intubation and poor prognosis in affected patients [148]. IL-6 pro-inflammatory action
is associated with pneumonia and a negative correlation has been found between IL-6
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and partial oxygen pressure in arterial blood and peripheral oxygen saturation indicating
respiratory failure and requiring mechanical ventilation [149,150]. Thus, IL-6 estimation is
recommended in the treatment of COVID-19-induced disease [151].

Tocilizumab, an IL-6 receptor blocker humanized monoclonal antibody (mAb), has been
approved for the management of specific autoimmune disorders and has also gained United
States Food and Drug Administration (FDA) approval for the treatment of CRS resulting
from some types of immunotherapy [152]. Therefore, it has been tested for the treatment of
severe COVID-19-related disease [153]. In a single-center study that included 100 individuals
with severe COVID-19 pneumonia, IL-6 blockade with tocilizumab resulted in significant
clinical improvement, though no control group was used in the above study [154]. Another
clinical study that focused on the effects of tocilizumab in critically ill patients with COVID-
19 respiratory failure treated with mechanical ventilation found that tocilizumab led to a
decrease in the mortality rate among these patients. Increased incidence of superinfections
in patients treated with tocilizumab did not seem to affect the above favorable effect in
mechanically ventilated patients due to COVID-19 pneumonia [155]. However, further
findings from recent RCTs have shown that tocilizumab did not substantially prevent death
or mechanical ventilation [156] and solely decreased the risk for mechanical ventilation
without having favorable effects on 28-day mortality [137,157]. Nevertheless, a meta-analysis
of recent three RCTs showed an incremental benefit with tocilizumab [158–161]. Another
recent meta-analysis also indicates that tocilizumab, by preventing mechanical ventilation
and death and increasing the discharge rate, may be a suitable therapeutic regimen for
patients with COVID-19 mild/moderate or severe disease [161].

A widespread scientific discussion is also in progress with regard to the potential
use of convalescent plasma (CP) in high-risk patients with SARS-CoV-2 infection. This
pertains to the timely delivery of CP acquired from COVID-19-recovered donors to patients
presenting with acute onset of disease symptoms. Specifically, CP, as an approach in
passive antibody immunotherapy, has been intensively investigated during the COVID-
19 pandemic, owing to its strong scientific basis supported by earlier successes in other
pandemics, such as the 1918 influenza pandemic and outbreaks of influenza A (H1N1),
avian influenza A (H5N1), Ebola and/or other viral infections [162]. Studies of the efficacy
and safety of CP in treating both severe COVID-19 and earlier courses of infection have
reported promising results [163,164]. Following these studies, on 23 August 2020, the
FDA has announced that CP therapy can be used for critically ill COVID-19 patients as an
emergency investigational new regimen [165]. A recent randomized, single-blind trial using
a total of 511 patients who attended an emergency department within 7 days showed no
benefit from CP in terms of delay/prevention of disease progression, nor any improvement
regarding illness severity or number of hospital-free days [166]. However, there is evidence
that timely (within 72 h of disease onset) administration of high-titer plasma from recovered
donors to older individuals with signs of mild COVID-19 disease can offer a significant
reduction in disease progression. This effect was shown to be dose-dependent and, in
addition, the earlier the administration, the better the clinical outcomes that have been
observed [164]. In this respect, recent systematic reviews and meta-analyses reported
decreased mortality during the course of COVID-19 with CP treatment over the standard
regimen when given early and at high titers, with tolerable side effects [167,168]. Likewise,
two additional recent meta-analyses showed that CP significantly decreases the risk of
all-cause mortality and duration of mechanical ventilation in severe or critical COVID-19-
induced disease [169,170]. Considering that CP exhibits a similar safety profile as standard
plasma, CP should be applied with the onset of infectious disease outbreaks, including
COVID-19, SARS, MERS, Zika virus and Ebola [171]. Nevertheless, since other relative data
showed no clear benefits of CP treatment in terms of mortality, the necessity for mechanical
ventilation, ICU admissions and/or other measures of clinical improvement, [172,173],
further research is needed to elucidate its effect on the above important clinical outcomes.

There is a debate regarding the potential utility of hyperimmune immunoglobulin
and plasmapheresis as adjunctive treatment modalities. The rationale of administering
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CP-derived hyperimmune globulin relies on the pathophysiological ground of providing
high titers of antibodies against SARS-CoV-2 in a timely manner [174]. As the SARS-CoV-19
pandemic continues its course and currently available vaccines have crucial limitations in
controlling community transmission, commercial immunoglobulin products derived from
healthy plasma donors become gradually enriched in anti-SARS-CoV-2 antibodies [175].
Currently, since antibody concentrations in the general population are still low [175], the
plasma collected and the products produced cannot yet be reflecting hyperimmunity.
Anti-SARS-CoV-2 hyperimmune immunoglobulin is classically prepared from pools of
100–1000 L from CP donors. Hyperimmune immunoglobulin products display a high titer
of neutralizing antibodies against SARS-CoV-2 in a standardized and concentrated prod-
uct [176]. This signifies an advantage over treatment with CP. Apart from neutralization,
hyperimmune globulin exhibits additional antiviral actions, which have been reported for
CP. These include antibody-dependent cellular phagocytosis [177], antibody-dependent cel-
lular cytotoxicity [178] and complement-mediated cytotoxicity [179]. These well-described
functions of antibodies might add to neutralizing actions and enable non-neutralizing
antibodies or antibodies with poor-neutralizing capacity to block or clear infection. Hy-
perimmune globulin effectiveness is being examined in ongoing randomized clinical trials
in inpatient (intravenous administration) and outpatient settings (subcutaneous admin-
istration). In this respect, relative recent data indicate that intravenous administration of
hyperimmune immunoglobulin in severe and critical COVID-19 patients is safe, increases
survival and reduces disease progression [180].

Plasmapheresis consists of a method of extracting plasma from an individual for
therapeutic purposes and can be used in two different ways: either for removing patho-
logical factors, e.g., autoantibodies or mediators of inflammation, from an individual’s
circulation [181,182] or in order to collect antibody-rich CP from recovered COVID-19
patients with high antibody titers which can then be processed to promptly provide a
severely ill patient with hyperimmune antibodies against the viral pathogen [174,183]. By
introducing plasma exchange, Adeli et al. showed that clinical symptoms and CRS were
controlled in eight severe COVID-19 patients with antiviral and corticosteroid therapies
failure [184]. Likewise, Morath et al. conducted a study by using plasma exchange in
five COVID-19 patients suffering from refractory fever associated with respiratory failure,
vasopressor-dependent shock and increased IL-6. The results showed that plasma exchange
decreased serum levels of CRP, IL-6, ferritin, LDH and D-dimers [185]. In another study,
in six COVID-19-associated meningoencephalitis patients, plasmapheresis reduced serum
ferritin and improved disease-connected clinical signs [186]. Therefore, plasmapheresis
in patients with severe forms of COVID-19 can effectively improve the clinical symptoms
of the disease and reduce inflammatory mediators in patients, and thus further studies
are needed.

Novel research into the management of COVID-19 has also suggested the potential use
of virus-neutralizing monoclonal antibodies as a means of limiting viral load and preventing
the worsening of clinical signs and symptoms. Notably, monoclonal antibodies, a type of
passive immunotherapy, are laboratory-created molecules that mimic or improve the body’s
natural immune reactions to invaders, such as tumors or infections. Since monoclonal
antibodies are engineered to directly target an important portion of the infectious process,
they offer an advantage over conventional approaches to antiviral therapy. They are
created by exposing white blood cells to a specific viral protein and cloning it to mass-
generate antibodies against a specific virus. Monoclonal antibodies have been developed
even before the COVID-19 pandemic, when they were introduced to treat various viral
disorders, including Ebola and rabies [187]. As SARS-CoV-2 utilizes its spike protein to
bind to ACE2 receptors in order to enter human cells, diverse neutralizing monoclonal
antibodies have been formed that target the spike protein in an effort to prevent the virus
from infecting human cells [188]. The FDA has granted Emergency Use Authorization for
three neutralizing monoclonal antibodies for the treatment of selected non-hospitalized
patients with COVID-19, namely, LY-CoV555 (bamlanivimab ± etesevimab), REGEN-COV
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(casirivimab + imdevimab) and sotrovimab. They are recombinant neutralizing human
monoclonal antibodies targeting the spike protein of SARS-CoV-2. These neutralizing
monoclonal antibodies are given with a single intravenous administration on an outpatient
basis to COVID-19 patients usually in an emergency department, an infusion center or other
outpatient settings (such as the patient’s home or nursing home). Currently, there have been
several randomized trials estimating the effect of the early use of neutralizing monoclonal
antibodies on the risk of progression to severe COVID-19 in terms of hospital admission
and the risk of mortality. Specifically, LY-CoV555 has been evaluated in individuals with
a recent diagnosis of mild or moderate SARS-CoV-2 infection. A significant drop in viral
load was observed with one of the three evaluated doses of LY-CoV555, while an overall
better clinical course and subsequently lower rate of hospitalization was observed in these
patients as compared to the placebo arm [189]. Recently published data also showed
that REGEN-COV reduced clinical presentation of COVID-19 infection, admissions to
hospital and all-cause mortality [190]. Moreover, relative data confirm the benefits of
timely administration of REGEN-COV in reducing hospitalization rates in COVID-19
patients [191]. Likewise, a recent RCT showed that subcutaneous REGEN-COV prevents
symptomatic and asymptomatic COVID-19 infection in previously uninfected household
contacts with infected people and decreases the duration of both symptomatic disease and
high viral load [192]. Finally, current evidence suggests sotrovimab’s safety and efficacy in
limiting the risk of disease progression in individuals with mild-to-moderate SARS-CoV-2
infection, as it decreases the risk of disease progression [193].

A list of additional antiviral agents has also been considered to attack COVID-19,
especially during the initial phase of the infection.

Remdesivir is classified as a broad-spectrum antiviral with potential antiviral activity
against a variety of RNA viruses [194]. It was the first FDA-approved antiviral against
SARS-CoV-2 as well as the first FDA-approved COVID-19 treatment. Remdesivir has been
the most thoroughly investigated antiviral therapeutic agent and has also been widely
field-tested in real-world clinical settings. A double-blind placebo-controlled ACTT-1 trial
recruited 1062 patients and randomly assigned them to placebo treatment or treatment with
remdesivir. This study reported an association between remdesivir administration and both
clinical improvement and a lack of progression to more invasive respiratory intervention in
patients receiving noninvasive and invasive ventilation at randomization [195].

Another randomized open-label trial that included 584 individuals diagnosed with
moderate COVID-19 pneumonia demonstrated that a 10-day course of remdesivir did
not offer significant clinical improvement compared to standard of care, while the 5-day
course was associated with evidence of improved clinical status relative to the standard-
of-care group [196]. Nevertheless, in a mortality trial recommended and funded by the
World Health Organization, remdesivir failed to present a benefit in terms of the overall
incidence of deaths, commencement of ventilation or duration of hospitalization [197].
Nevertheless, the Grein study reported that 68% of patients hospitalized for severe COVID-
19 showed clinical improvement with remdesivir [198]. The Beigel study also showed that
remdesivir was superior to placebo in shortening the time to recovery and lowering the
incidence of respiratory tract infection [195]. Conversely, other studies have not shown
significant clinical improvement [199] or a difference in clinical status in moderate COVID-
19 patients treated with remdesivir compared to regular standard of care [196]. Finally,
Olender et al. detected in patients with severe COVID-19 that, by day 14, remdesivir
therapy was associated with a greater degree of recovery and reduced odds of death versus
standard-of-care treatment [200]. Thus, it seems that remdesivir works in certain groups of
COVID-19 patients.

Molnupiravir represents another antiviral agent, initially destined for the treatment
of influenza. This medication, given orally, targets the RNA-dependent RNA polymerase
and consequently affects the viral replication process [201]. There are already available data
regarding molnupiravir’s safety and tolerability [202] and several further clinical studies
are underway [201]. Data from a phase II/III trial showed that molnupiravir is unlikely to
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demonstrate a clinical benefit in hospitalized patients. In outpatients, molnupiravir reduces
the risk of hospitalization or death by approximately 50% compared to placebo for patients
with mild or moderate COVID-19, according to an interim analysis of a phase III study [203].

In an effort to uncover potential ways to control inflammation in SARS-CoV-2 infec-
tion, the Janus kinase pathway has been under investigation for the past 18 months. Jak
inhibitors, including baricitinib, imatinib and tofacitinib, have been evaluated for the above
purpose. Confinement of the NF-κB signaling pathway, prostaglandin E2 stimulation,
JAK–STAT signal blockade and interception of viral endocytosis have been described as
the main mechanisms via which JAK inhibitors, can prove beneficial in reducing viral load
and restricting excessive cytokine release [204,205].

As far as imatinib is concerned, data from a recently published RCT have shown that,
despite some favorable findings in terms of duration of mechanical ventilation and survival
rates, no benefit was observed regarding the primary outcome of cessation of mechanical
ventilation and adjuvant oxygen for a sustained period longer than 48 h [206]. A recent
meta-analysis shows that monoclonal antibodies, including imatinmib as well as baricitinib,
sotrovimab and bamlanivimab, baricitinib, imatinib and sotrovimab, may offer benefits for
treating severe or non-severe COVID-19 patients [59].

Tofacitinib, an oral JAK-1 and JAK-3 inhibitor, has been linked to reduced mortality
risk or respiratory failure in hospitalized COVID-19 patients, 28 days after initiation of
administration, as compared to placebo [207]. Low dosages of tofacitinib may also improve
COVID-19 disease symptoms in home settings [208].

Baricitinib constitutes a promising JAK-1 and JAK-2 inhibitor that may provide at-
tenuation of both viral endocytosis and uncontrollable cytokine expression and release.
Baricitinib presents favorable effects in reducing the incidence of intubation and ICU
admissions, decreasing the mortality rate as well as reducing the overall hospitalization
period in COVID-19 patients with moderate pneumonia [209,210]. Baricitinib’s increased
affinity for AAK1, a member of the numb-associated kinase group, is considered the main
advantage of this agent over the other JAK inhibitors [211]. Baricitinib’s efficacy and
safety has also been investigated in conjunction with remdesivir, resulting in verdicts of its
superiority regarding recovery time and clinical improvement when compared to remde-
sivir alone, especially in individuals with increased oxygen demands [212]. That having
been said, some attention should be given to the slightly raised risk of adverse events,
mainly upper respiratory tract infections and herpetic infections [211,213]. Other recent
data, however, suggest that adding baricitinib did not significantly decrease mortality in
hospitalized patients exhibiting clinical progression of COVID-19 disease despite combined
therapy with tocilizumab plus corticosteroids. Nevertheless, the combination of baricitinib
plus tocilizumab was not associated with an augmented risk of secondary infections or
thromboembolic incidents [214].

Interferons (IFNs) are crucial to stimulating the innate immune response against viral
infections. Specifically, IFN-β has been shown to intensively inhibit the replication of coro-
naviruses, such as SARS-CoV-1, in cell culture, while IFN-α and -γ were found to be less
effective in this setting [215]. There is an indication that patients with higher susceptibility
to ARDS display deficiency in IFN-β. For example, infection with coronaviruses impairs
IFN-β expression and synthesis, thereby allowing the virus to escape the innate immune
response [216]. Currently, many ongoing relative clinical trials are considering the potential
effects of IFN-β-1a, including in combination with remdesivir [National Institute of Allergy
and Infectious Diseases (NIAID)]. Nevertheless, a recent phase III trial reported that INF-β-
1a combined with remdesivir was not superior to remdesivir alone in hospitalized patients
with COVID-19 pneumonia (NCT04492475). A multicenter, adaptive, randomized blinded
controlled trial designed to assess the safety and efficacy of investigational therapeutics for
the treatment of COVID-19 in hospitalized adults (ACTT-3) [217] and those therapies cur-
rently administered via inhalation for the treatment of patients with confirmed SARS-CoV-2
infection [218]. As further relative data become available, a more thorough understanding
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of whether and under what circumstances IFN-β-1a is beneficial to COVID-19 patients
should be acquired.

The pediatric population has also been described to suffer from SARS-CoV-2 infection.
However, a mild course of COVID-19 has been reported in the vast majority of children
as compared to adults [219]. Apart from the typical presentation of viral pneumonia,
there has been recorded a very rare children-specific clinical entity termed multisystem
inflammatory syndrome in children (MIS-C), which consists of a state of overactivation
of the inflammatory response leading to multiple organ involvement, resembling the
clinical course of Kawasaki’s disease (KD) or toxic shock syndrome (TSS) [220]; pediatric
disorders, including KD, TSS, bacterial sepsis and MAS, have been reported after recovering
from COVID-19 and many patients display myocardial dysfunction and coronary artery
involvement in addition to gastrointestinal and systemic symptoms [221–223].

Two COVID-19 vaccines may have possible protective effects in children and adoles-
cents, though awareness is needed to monitor potential adverse effects after injection. The
US CDC recommends each child of 12 years and older should get a COVID-19 vaccination
to help protect against COVID-19 disease as a potential strategy to inhibit the pandemic.
The agency also supports the co-administration of COVID-19 vaccines and other routine
pediatric vaccines [224]. However, increasing cases of myocarditis and pericarditis have
been recently reported in both adolescents and young adults in the post-COVID-19 vaccina-
tion period with the introduction of the Pfizer–BioNTech mRNA vaccine (BNT162b2) and
the Moderna mRNA vaccine (mRNA-1273), which are connected with increased risks for
myocarditis and pericarditis (Moderna: ROR = 2.91, 95% CI = 2.21–3.83; Pfizer–BioNTech:
ROR = 5.37, 95% CI = 4.10–7.04) [225]. Whether children below 12 years of age ought to be
vaccinated against COVID-19 currently is a matter of intense debate. The rather low risk of
acute COVID-19 disease in children along with concerns raised over the impairments from
vaccination and disease signify that the balance of vaccination risks and benefits in this age
group is more complex. Moreover, the appearance of novel variants of concern demands
constant re-evaluation of the risks and benefits [226]. Initial short estimations suggest that
although the long-term outcome of acute pediatric myocarditis is relatively good, there
is a risk of chronic left ventricular dysfunction (CLVF); complete regression and CVLVD
and late deaths owing to cardiac failure occur in 73% and 27% of cases, respectively [227].
Since recent data indicate that younger patients hospitalized for acute myocarditis with-
out a history of cardiac disorder are associated with a long-term increased risk of heart
failure and death [228], further relative research is warranted to elucidate the long-term
pediatric/adolescent acute myocarditis risk in the post-COVID-19 vaccination period.

To date, despite the extended literature with regard to the pharmacological manage-
ment of COVID-19 in adults, only limited data are available for the treatment of pediatric
patients when needed. Children with mild-to-moderate disease are generally treated with
solely supportive measures that include hydration, clinical monitoring for signs of de-
compensation and supplemental oxygen therapy when indicated. More specific treatment
in children is considered for more complicated forms of COVID-19. Antiviral therapy
with remdesivir is considered to treat severe disease in children above 12 years of age and
more than 40 kg in weight [229]. Off-label use of dexamethasone is also recommended in
severe cases of COVID-19, although sufficient evidence in pediatric populations is lack-
ing as of yet [230]. IFN-α, administered via spray or nebulization, has been described
as a potential agent aiming to attenuate viral load and shorten the disease course [230].
Plasmapheresis and CP therapy represent additional therapeutic options that could be con-
sidered in pediatric COVID-19 patients treated in tertiary centers. However, the evidence
regarding these therapies is drawn from studies on adults [230]. The use of monoclonal
antibodies at early stages has also been under discussion in selected children hospitalized
with COVID-19 [229]. The management of MIS-C still remains more challenging and
immunomodulatory therapy with the IL-1 receptor antagonist anakinra or the IL-6 receptor
antagonist tocilizumab (off-label use) can be considered. Referral to a specialized multidis-
ciplinary pediatric team is recommended in such cases whatsoever [229], considering the
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possible need for inotropes or vasoactive agents in children presenting with signs of heart
failure and hypotension [231]. Finally, hyperimmune immunoglobulin and aspirin have
been proposed for the management of MIS-C [220].

4. Non-Pharmacological Management of the SARS-CoV-2 Epidemic

The spread of COVID-19 has led to an appropriate combination of non-pharmaceutical
measures and public health system measures aiming to reduce the transmission of SARS-
CoV-2, its resultant disease and death rates and health system overload [232]. At the
beginning of the pandemic the lack of experience and scientific evidence about the virus,
as well as the lack of pharmacological options, forced governments, in consultation with
scientific advisory committees, to enforce non-pharmacological interventions (NPI). Re-
markably, the adapted NPIs were associated with several adverse effects, besides any
questionable benefits [232]. The most globally widespread NPIs implemented include,
besides vaccination, handwashing, physical distancing, use of facemasks (indoors and
outdoors) and lockdowns, which should be reviewed for their efficacy, as they may be
associated with negative social, religious, economic and health consequences.

4.1. Handwashing

Handwashing has always been one of the most effective ways of keeping diseases
at bay, reducing healthcare-associated infections and enhancing patient safety [233]. For
enveloped viruses, such as SARS-CoV-2, soap molecules decompose the lipid envelope of
the virus and deactivate it [234]. Numerous methods have been recommended by CDC and
the Environmental Protection Agency for decontamination using standard disinfectants,
such as hand sanitizers, alcohol, a diluted solution of sodium hypochlorite or household
bleach [235]; daily hand hygiene with alcohol-based hand sanitizers might exhibit the
lowest rates of skin barrier disruption and the highest reduction of bacteria and fungi
colony-forming count [236]. Such disinfection methods appear to control local transmission,
whether human-to-human, fomites or airborne transmission; air cleaners fitted with filters
along with ultraviolet light and upper room fixtures of ultraviolet germicidal irradiation
using short-wavelength ultraviolet C light has proven effective against SARS-CoV-2 [237].

4.2. Physical Distancing

At the beginning of the COVID-19 pandemic, healthcare specialists made swift accom-
modations to offer reliable and safe care, including emphasizing remote access to permit
physical distancing [238]. The measure of social and physical distancing aims to slow the
spread of disease by stopping chains of transmission of SARS-CoV-2 and preventing the
propagation of the epidemic. The term “physical distancing” is being used to emphasize
the need to stay at least 6 feet away from others (about two arm-lengths—1.8 m) and the
importance of maintaining physical space when in public areas, especially if someone is at
higher risk of severe disease [235,239,240]. However, other studies suggest that even more
caution may be warranted as it has been discovered that the virus may travel not just on
heavy, short-range droplets but also in much finer—and more mobile—aerosol clouds [241].

4.3. Facemasks

One of the strategies in response to SARS-CoV-2 has been the utilization of masks.
Masks might possibly reduce SARS-CoV-2 transmission by preventing the spread of the
virus from infected people to others (source control/exhalation isolation), by protecting
wearers (protective effect/inhalation protection) or both. Transmission can occur before
symptoms develop and this is the reason why source control is believed to be one of the
primary mechanisms for reducing SARS-CoV-2 transmission [242]. For exhalation isolation,
both surgical and N95 masks may be effective in reducing the spread of respiratory diseases,
the latter being much more effective. For inhalation protection, air-filtering respirators,
such as N95 masks, can filtrate contaminants, bacteria and other matter before they reach



Medicina 2022, 58, 309 17 of 29

the nose and mouth and are more efficient when it comes to virus penetration inhibition
than surgical masks [235].

The utilization of masks in response to SARS-CoV-2 is of importance, at least for indoor
environments due to the greater risk of airborne transmission, especially when ventilation
is poor [235]. Improving ventilation by means of increased air exchange with outdoor
air and air filtration constitute important components in addition to the aforementioned
established practice [243]. Outdoors mask-wearing remains controversial, as it might be
a discouragement for outdoor activities and worsen social isolation [243]. CDC suggests
that in general there is no need to wear a mask outdoors except when involved in crowded
events [240]. A randomized controlled trial, DANMASK-19, concluded that wearing
surgical masks to supplement other public health measures did not reduce the SARS-CoV-2
infection rate among participants by more than 50% in a community with modest infection
rates, some degree of social distancing and uncommon general mask use [242,244,245].
Moreover, noticeable side effects should also be taken into consideration. Wearing a mask
may give a false sense of security and reduce compliance with other more effective control
measures [246,247]. For example, the volume of speech between people wearing masks
is compromised and they unconsciously come closer. Wearing a mask makes the exhaled
air go into the eyes and this generates an impulse to touch the eyes, particularly in the
pediatric population [247]. Facemasks make breathing more difficult, increase inspiratory
and expiratory flow resistance [248] and decrease alveolar ventilation [249]. A fraction of
carbon dioxide previously exhaled is inhaled again, therefore breathing frequency and
deepness increase [247]. Masks also give rise to a humid habitat where the virus can
remain active and accumulate, causing an increase in viral load and therefore defeating
innate immunity [247,250].

The disadvantages listed above should be weighed against the ability of the mask to
reduce SARS-CoV-2 transmission, especially in indoor environments. Wang et al. came
to the conclusion that correctly wearing masks of all kinds, despite their different designs,
functions and effectiveness, will reduce, to a large degree, the overall risks of COVID-19
and enhance general protection from coronavirus [235]. Long-time use of a facemask might
cause pressure sores on the ears and nose bridge if the mask does not fit the face shape of
the mask wearer [251]. Quality control of the material and design of facemasks should not
be overlooked. Similar to other articles of dress, various sizes and designs of facemask to
promote comfort for the wearer might help to increase facemask-wearing in the present
COVID-19 pandemic situation.

4.4. Lockdowns

Lockdowns were defendable choices in the beginning of the pandemic due to the rapid
spread of the disease and overwhelmed health systems in relation to the limited knowledge
about the virus’ morbidity and mortality. Lockdowns of all kinds are, comparatively, the
most draconian non-pharmaceutical interventions. When implemented successfully, they
are thought to decrease disease transmission by limiting human contact at scale [252]. On
the other hand, it needs to be acknowledged that SARS-CoV-2 is being transmitted primar-
ily in domestic environments, in which case lockdowns may actually facilitate transmission
by prolonging human interaction at home. Historical archival analysis of 43 cities in the
1918–19 influenza pandemic has shown a strong association between lockdowns and delay
of the temporal effects of a pandemic, reduced overall and peak attack rates and peak
mortality rates, as well as reduced cumulative deaths [253]. Earlier implementation and
longer lockdowns were also associated with reduced total mortality [253]. Due to the
potential adverse effects associated with highly restrictive non-pharmacological measures,
it is increasingly recognized that their postulated benefits deserve careful consideration.
Global lockdown has had an acute effect on quality of life in most people, particularly in
urban areas [254]. During the past year, when lockdowns were extensively introduced
and enforced, many adverse effects have been documented, including hunger, increases in
opioid-related overdoses, increases in non-COVID-19-related diseases [255,256], domes-
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tic abuse [257], mental health and suicidality [258–260] along with a host of economic
consequences with dire health implications [261,262].

Further research is needed to estimate the extent of such lockdown-related critical
adverse effects in relation to important human life-supporting practices, including social
reassurance processes, active participation in holy services as well as positive psychological
influences on human life, the interruption of which triggered identified negative economic
and psychological effects (i.e., the aforementioned domestic ferocity, depression, desper-
ateness and augmented suicide) among global populations. Interruption of the societal,
religious, working and economic processes owing to COVID-19 had undesirable impacts
on social and psychological well-being, and attending the management of such processes
appears to be a critical element in controlling such disastrous pandemics [30].

4.5. “Safepass”/Vaccine Passport/Vaccine Certificate

Following more than one year of restricted life, imposing high economic and social
burdens, the European Commission launched arbitrarily a vaccine passport to facilitate
safe free movement within the EU for those who are vaccinated, recovered or tested [263].
Governments worldwide invented vaccine passports suggesting more freedom of domestic
movements and international travel [264]. The proof of immunization to severe acute
respiratory syndome coronavirus 2 (SARS-CoV-2) is used as a supplement to efforts aiming
to safely reopen society [264]. Vaccine passports, although questionable, will eventually
allow only a certain rate of people to travel, attend large gatherings, access public venues
and return to work without compromising personal safety and public health [265]. Despite
the aforementioned presumed advantages, there has been a great debate on the disad-
vantages and the ethical considerations surrounding vaccine certificates. There are many
concerns about the constitutionality of a “safepass”, as it is indirectly leading to a violation
of integrity. Equity concerns exist due to the exclusion of those who remain unvaccinated,
who cannot get the vaccine for various reasons including medical history and who do
not have access to it [263,265–268]. As vaccine passports are digital and require access to
private medical records, there are important questions around internet access, the costs of
acquiring and maintaining passports as well as data privacy and protection [263,265,266].
The extent of protection conferred by vaccination, particularly against new variants, is not
yet well understood, nor is the potential for viral transmission by people who have been
vaccinated [266,268]. “Safepass” implementation also has economic consequences and
does not help businesses to recover because the limited activity does not cover operating
costs [263]. Future research should inform policy makers of the potential benefits and
adverse effects of this newly developed control measure.

5. Conclusions

The COVID-19 pandemic has changed our lives in an unprecedented way. A series of
measures for the effective and successful confrontation of this extraordinary challenge is
undoubtedly required. Acquired immunity is eventually the best way to prevent disease
transmission and propagation of the epidemic. Convalescents are characterized by a robust
and long-lasting immunity, which is presumably better than the immunity offered by cur-
rent vaccines. The wide variety of pharmacological and non-pharmacological interventions
provide some optimism for the future, albeit more evidence is needed, and, up to now,
they have not been able to control the pandemic. Therefore, the freedom of each individual
to be able to choose the best option for his/her preventive or therapeutic scheme should
be maintained. Politicians, policy makers and particularly physicians should always be
guided by the moral obligation to implement medical and public health practice based on
the safe option that is believed to confer a benefit that outweighs the possible risks, i.e.,
“ofeleein i mi vlaptein”.
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Godolphin, P.J.; Fisher, D.; Higgins, J.P.T.; Spiga, F.; Savović, J.; Tierney, J.; Baron, G.; et al. Association Between Administration
of IL-6 Antagonists and Mortality Among Patients Hospitalized for COVID-19: A Meta-analysis. JAMA 2021, 326, 499–518.
[CrossRef]

160. Matthay, M.A.; Luetkemeyer, A.F. IL-6 Receptor Antagonist Therapy for Patients Hospitalized for COVID-19: Who, When, and
How? JAMA 2021, 326, 483–485. [CrossRef]

161. Zhang, C.; Jin, H.; Wen, Y.F.; Yin, G. Efficacy of COVID-19 Treatments: A Bayesian Network Meta-Analysis of Randomized
Controlled Trials. Front. Public Health 2021, 9. [CrossRef] [PubMed]

162. Sarkar, S.; Soni, K.D.; Khanna, P. Convalescent plasma is a clutch at straws in COVID-19 management! A systematic review and
meta-analysis. J. Med. Virol. 2020, 93, 1111–1118. [CrossRef]

163. Alsharidah, S.; Ayed, M.; Ameen, R.M.; Alhuraish, F.; Rouheldeen, N.A.; Alshammari, F.R.; Embaireeg, A.; Almelahi, M.;
Adel, M.; Dawoud, M.E.; et al. COVID-19 convalescent plasma treatment of moderate and severe cases of SARS-CoV-2 infection:
A multicenter interventional study. Int. J. Infect. Dis. 2021, 103, 439–446. [CrossRef] [PubMed]

164. Libster, R.; Marc, G.P.; Wappner, D.; Coviello, S.; Bianchi, A.; Braem, V.; Esteban, I.; Caballero, M.T.; Wood, C.; Berrueta, M.; et al.
Early High-Titer Plasma Therapy to Prevent Severe COVID-19 in Older Adults. N. Engl. J. Med. 2021, 384, 610–618. [CrossRef]
[PubMed]

165. Tanne, J.H. COVID-19: FDA approves use of convalescent plasma to treat critically ill patients. BMJ 2020, 368, m1256. [CrossRef]

http://doi.org/10.1016/j.jaci.2020.11.006
http://www.ncbi.nlm.nih.gov/pubmed/33220354
http://doi.org/10.1186/s41232-020-00146-3
http://www.ncbi.nlm.nih.gov/pubmed/33014208
http://doi.org/10.1056/nejmoa2100433
http://www.ncbi.nlm.nih.gov/pubmed/33631065
http://doi.org/10.1016/S2665-9913(20)30277-0
http://doi.org/10.1016/j.jaci.2020.10.001
http://doi.org/10.3389/fimmu.2021.613422
http://doi.org/10.1016/j.jaci.2020.05.008
http://doi.org/10.1038/s41591-020-1051-9
http://doi.org/10.1016/j.pulmoe.2020.07.003
http://doi.org/10.1038/s41587-020-0634-9
http://www.ncbi.nlm.nih.gov/pubmed/32760027
http://doi.org/10.1016/j.autrev.2020.102568
http://www.ncbi.nlm.nih.gov/pubmed/32376398
http://doi.org/10.1093/cid/ciaa954
http://doi.org/10.1056/NEJMoa2028836
http://www.ncbi.nlm.nih.gov/pubmed/33085857
http://doi.org/10.1056/NEJMoa2030340
http://www.ncbi.nlm.nih.gov/pubmed/33332779
http://doi.org/10.1007/s40121-021-00488-6
http://doi.org/10.1001/jama.2021.11330
http://doi.org/10.1001/jama.2021.11121
http://doi.org/10.3389/fpubh.2021.729559
http://www.ncbi.nlm.nih.gov/pubmed/34650951
http://doi.org/10.1002/jmv.26408
http://doi.org/10.1016/j.ijid.2020.11.198
http://www.ncbi.nlm.nih.gov/pubmed/33285283
http://doi.org/10.1056/NEJMoa2033700
http://www.ncbi.nlm.nih.gov/pubmed/33406353
http://doi.org/10.1136/bmj.m1256


Medicina 2022, 58, 309 26 of 29

166. Korley, F.K.; Durkalski-Mauldin, V.; Yeatts, S.D.; Schulman, K.; Davenport, R.D.; Dumont, L.J.; El Kassar, N.; Foster, L.D.;
Hah, J.M.; Jaiswal, S.; et al. Early Convalescent Plasma for High-Risk Outpatients with COVID-19. N. Engl. J. Med. 2021, 385,
1951–1960. [CrossRef]

167. Franchini, M.; Corsini, F.; Focosi, D.; Cruciani, M. Safety and Efficacy of Convalescent Plasma in COVID-19: An Overview of
Systematic Reviews. Diagnostics 2021, 11, 1663. [CrossRef]

168. Yuwono Soeroto, A.; Purwiga, A.; Alam, A.; Prasetya, D. Plasma convalescent decrease mortality in COVID-19 patients:
A systematic review and meta-analysis. Eur. Rev. Med. Pharmacol. Sci. 2021, 25, 4841–4853. [CrossRef]

169. Cao, H.; Ming, L.; Chen, L.; Zhu, X.; Shi, Y. The Effectiveness of Convalescent Plasma for the Treatment of Novel Corona Virus
Disease 2019: A Systematic Review and Meta-Analysis. Front. Med. 2021, 8, 641429. [CrossRef]

170. Kloypan, C.; Saesong, M.; Sangsuemoon, J.; Chantharit, P.; Mongkhon, P. CONVALESCENT plasma for COVID-19: A meta-
analysis of clinical trials and real-world evidence. Eur. J. Clin. Investig. 2021, 51, e13663. [CrossRef]

171. Klassen, S.A.; Senefeld, J.W.; Senese, K.A.; Johnson, P.W.; Wiggins, C.C.; Baker, S.E.; van Helmond, N.; Bruno, K.A.; Pirofski, L.-A.;
Shoham, S.; et al. Convalescent Plasma Therapy for COVID-19: A Graphical Mosaic of the Worldwide Evidence. Front. Med. 2021,
8, 684151. [CrossRef]

172. Snow, T.A.; Saleem, N.; Ambler, G.; Nastouli, E.; McCoy, L.E.; Singer, M.; Arulkumaran, N. Convalescent plasma for COVID-19:
A meta-analysis, trial sequential analysis, and meta-regression. Br. J. Anaesth. 2021, 127, 834–844. [CrossRef] [PubMed]

173. Piechotta, V.; Iannizzi, C.; Chai, K.L.; Valk, S.J.; Kimber, C.; Dorando, E.; Monsef, I.; Wood, E.M.; Lamikanra, A.A.; Roberts, D.J.;
et al. Convalescent plasma or hyperimmune immunoglobulin for people with COVID-19: A living systematic review. Cochrane
Database Syst. Rev. 2021, 5, CD013600. [CrossRef] [PubMed]

174. De Alwis, R.; Chen, S.; Gan, E.; Ooi, E.E. Impact of immune enhancement on COVID-19 polyclonal hyperimmune globulin
therapy and vaccine development. eBioMedicine 2020, 55, 102768. [CrossRef] [PubMed]

175. Romero, C.; Díez, J.M.; Gajardo, R. Anti-SARS-CoV-2 antibodies in healthy donor plasma pools and IVIG products. Lancet Infect.
Dis. 2021, 21, 765–766. [CrossRef]

176. Vandeberg, P.; Cruz, M.; Diez, J.M.; Merritt, W.K.; Santos, B.; Trukawinski, S.; Wellhouse, A.; Jose, M.; Willis, T. Production of
anti-SARS-CoV-2 hyperimmune globulin from convalescent plasma. Transfusion 2021, 61, 1705–1709. [CrossRef] [PubMed]

177. Tay, M.Z.; Wiehe, K.; Pollara, J. Antibody-Dependent Cellular Phagocytosis in Antiviral Immune Responses. Front. Immunol.
2019, 10, 332. [CrossRef]

178. Tso, F.Y.; Lidenge, S.J.; Poppe, L.K.; Peña, P.B.; Privatt, S.R.; Bennett, S.J.; Ngowi, J.R.; Mwaiselage, J.; Belshan, M.; Siedlik, J.A.;
et al. Presence of antibody-dependent cellular cytotoxicity (ADCC) against SARS-CoV-2 in COVID-19 plasma. PLoS ONE 2021,
16, e0247640. [CrossRef]

179. Natarajan, H.; Crowley, A.R.; Butler, S.E.; Xu, S.; Weiner, J.A.; Bloch, E.M.; Littlefield, K.; Wieland-Alter, W.; Connor, R.I.;
Wright, P.F.; et al. Markers of Polyfunctional SARS-CoV-2 Antibodies in Convalescent Plasma. mBio 2021, 12, e00765-21.
[CrossRef] [PubMed]

180. Ali, S.; Uddin, S.M.; Shalim, E.; Sayeed, M.A.; Anjum, F.; Saleem, F.; Muhaymin, S.M.; Ali, A.; Ali, M.R.; Ahmed, I.; et al.
Hyperimmune anti-COVID-19 IVIG (C-IVIG) treatment in severe and critical COVID-19 patients: A phase I/II randomized
control trial. eClinicalMedicine 2021, 36, 100926. [CrossRef]

181. Harapan, H.; Itoh, N.; Yufika, A.; Winardi, W.; Keam, S.; Te, H.; Megawati, D.; Hayati, Z.; Wagner, A.L.; Mudatsir, M. Coronavirus
disease 2019 (COVID-19): A literature review. J. Infect. Public Health 2020, 13, 667–673. [CrossRef]

182. Balagholi, S.; Dabbaghi, R.; Eshghi, P.; Mousavi, S.A.; Heshmati, F.; Mohammadi, S. Potential of therapeutic plasmapheresis in
treatment of COVID-19 patients: Immunopathogenesis and coagulopathy. Transfus. Apher. Sci. 2020, 59, 102993. [CrossRef]

183. Pourahmad, R.; Moazzami, B.; Rezaei, N. Efficacy of Plasmapheresis and Immunoglobulin Replacement Therapy (IVIG) on
Patients with COVID-19. SN Compr. Clin. Med. 2020, 2, 1407–1411. [CrossRef] [PubMed]

184. Adeli, S.H.; Asghari, A.; Tabarraii, R.; Shajari, R.; Afshari, S.; Kalhor, N.; Vafaeimanesh, J. Therapeutic plasma exchange as a
rescue therapy in patients with coronavirus disease 2019: A case series. Pol. Arch. Intern. Med. 2020, 130, 455–458. [PubMed]

185. Morath, C.; Weigand, M.A.; Zeier, M.; Speer, C.; Tiwari-Heckler, S.; Merle, U. Plasma exchange in critically ill COVID-19 patients.
Crit. Care 2020, 24, 481. [CrossRef] [PubMed]

186. Dogan, L.; Kaya, D.; Sarıkaya, Z.T.; Zengin, R.; Dincer, A.; Akinci, I.O.; Afsar, N. Plasmapheresis treatment in COVID-19–related
autoimmune meningoencephalitis: Case series. Brain Behav. Immun. 2020, 87, 155–158. [CrossRef] [PubMed]

187. Wang, C.; Li, W.; Drabek, D.; Okba, N.M.A.; van Haperen, R.; Osterhaus, A.D.M.E.; van Kuppeveld, F.J.M.; Haagmans, B.L.;
Grosveld, F.; Bosch, B.-J. A human monoclonal antibody blocking SARS-CoV-2 infection. Nat. Commun. 2020, 11, 2251. [CrossRef]
[PubMed]

188. Lloyd, E.C.; Gandhi, T.N.; Petty, L.A. Monoclonal Antibodies for COVID-19. JAMA J. Am. Med. Assoc. 2021, 325, 1015. [CrossRef]
189. Chen, P.; Nirula, A.; Heller, B.; Gottlieb, R.L.; Boscia, J.; Morris, J.; Huhn, G.; Cardona, J.; Mocherla, B.; Stosor, V.; et al. SARS-CoV-2

Neutralizing Antibody LY-CoV555 in Outpatients with COVID-19. N. Engl. J. Med. 2021, 384, 229–237. [CrossRef]
190. Weinreich, D.M.; Sivapalasingam, S.; Norton, T.; Ali, S.; Gao, H.; Bhore, R.; Xiao, J.; Hooper, A.T.; Hamilton, J.D.; Musser, B.J.; et al.

REGEN-COV Antibody Combination and Outcomes in Outpatients with COVID-19. N. Engl. J. Med. 2021, 385, e81. [CrossRef]
191. Verderese, J.P.; Stepanova, M.; Lam, B.; Racila, A.; Kolacevski, A.; Allen, D.; Hodson, E.; Aslani-Amoli, B.; Homeyer, M.;

Stanmyre, S.; et al. Neutralizing Monoclonal Antibody Treatment Reduces Hospitalization for Mild and Moderate COVID-19: A
Real-World Experience. Clin. Infect. Dis. 2021. [CrossRef]

http://doi.org/10.1056/NEJMoa2103784
http://doi.org/10.3390/diagnostics11091663
http://doi.org/10.26355/eurrev_202107_26398
http://doi.org/10.3389/fmed.2021.641429
http://doi.org/10.1111/eci.13663
http://doi.org/10.3389/fmed.2021.684151
http://doi.org/10.1016/j.bja.2021.07.033
http://www.ncbi.nlm.nih.gov/pubmed/34579942
http://doi.org/10.1002/14651858.cd013600.pub4
http://www.ncbi.nlm.nih.gov/pubmed/34013969
http://doi.org/10.1016/j.ebiom.2020.102768
http://www.ncbi.nlm.nih.gov/pubmed/32344202
http://doi.org/10.1016/S1473-3099(21)00059-1
http://doi.org/10.1111/trf.16378
http://www.ncbi.nlm.nih.gov/pubmed/33715160
http://doi.org/10.3389/fimmu.2019.00332
http://doi.org/10.1371/journal.pone.0247640
http://doi.org/10.1128/mBio.00765-21
http://www.ncbi.nlm.nih.gov/pubmed/33879585
http://doi.org/10.1016/j.eclinm.2021.100926
http://doi.org/10.1016/j.jiph.2020.03.019
http://doi.org/10.1016/j.transci.2020.102993
http://doi.org/10.1007/s42399-020-00438-2
http://www.ncbi.nlm.nih.gov/pubmed/32838178
http://www.ncbi.nlm.nih.gov/pubmed/32380821
http://doi.org/10.1186/s13054-020-03171-3
http://www.ncbi.nlm.nih.gov/pubmed/32753056
http://doi.org/10.1016/j.bbi.2020.05.022
http://www.ncbi.nlm.nih.gov/pubmed/32389697
http://doi.org/10.1038/s41467-020-16256-y
http://www.ncbi.nlm.nih.gov/pubmed/32366817
http://doi.org/10.1001/jama.2021.1225
http://doi.org/10.1056/NEJMoa2029849
http://doi.org/10.1056/NEJMoa2108163
http://doi.org/10.1093/cid/ciab579


Medicina 2022, 58, 309 27 of 29

192. O’Brien, M.P.; Forleo-Neto, E.; Musser, B.J.; Isa, F.; Chan, K.-C.; Sarkar, N.; Bar, K.J.; Barnabas, R.V.; Barouch, D.H.; Cohen, M.S.;
et al. Subcutaneous REGEN-COV Antibody Combination to Prevent COVID-19. N. Engl. J. Med. 2021, 385, 1184–1195. [CrossRef]

193. Gupta, A.; Gonzalez-Rojas, Y.; Juarez, E.; Casal, M.C.; Moya, J.; Falci, D.R.; Sarkis, E.; Solis, J.; Zheng, H.; Scott, N.; et al. Early
Treatment for COVID-19 with SARS-CoV-2 Neutralizing Antibody Sotrovimab. N. Engl. J. Med. 2021, 385, 1941–1950. [CrossRef]

194. Eastman, R.T.; Roth, J.S.; Brimacombe, K.R.; Simeonov, A.; Shen, M.; Patnaik, S.; Hall, M.D. Remdesivir: A Review of Its Discovery
and Development Leading to Emergency Use Authorization for Treatment of COVID-19. ACS Cent. Sci. 2020, 6, 672–683.
[CrossRef]

195. Beigel, J.H.; Tomashek, K.M.; Dodd, L.E.; Mehta, A.K.; Zingman, B.S.; Kalil, A.C.; Hohmann, E.; Chu, H.Y.; Luetkemeyer, A.;
Kline, S.; et al. Remdesivir for the Treatment of COVID-19—Final report. N. Engl. J. Med. 2020, 383, 1813–1826. [CrossRef]
[PubMed]

196. Spinner, C.D.; Gottlieb, R.L.; Criner, G.J.; López, J.R.A.; Cattelan, A.M.; Viladomiu, A.S.; Ogbuagu, O.; Malhotra, P.; Mullane, K.M.;
Castagna, A.; et al. Effect of Remdesivir vs Standard Care on Clinical Status at 11 Days in Patients with Moderate COVID-19:
A Randomized Clinical Trial. JAMA 2020, 324, 1048–1057. [CrossRef] [PubMed]

197. WHO Solidarity Trial Consortium; Pan, H.; Peto, R.; Henao-Restrepo, A.M.; Preziosi, M.P.; Sathiyamoorthy, V.; Abdool Karim, Q.;
Alejandria, M.M.; Hernández García, C.; Kieny, M.P.; et al. Repurposed Antiviral Drugs for COVID-19—Interim WHO Solidarity
Trial Results. N. Engl. J. Med. 2021, 384, 497–511. [CrossRef] [PubMed]

198. Grein, J.; Ohmagari, N.; Shin, D.; Diaz, G.; Asperges, E.; Castagna, A.; Feldt, T.; Green, G.; Green, M.L.; Lescure, F.X.; et al.
Compassionate Use of Remdesivir for Patients with Severe COVID-19. N. Engl. J. Med. 2020, 382, 2327–2336. [CrossRef] [PubMed]

199. Goldman, J.D.; Lye, D.C.; Hui, D.S.; Marks, K.M.; Bruno, R.; Montejano, R.; Spinner, C.D.; Galli, M.; Ahn, M.-Y.; Nahass, R.G.;
et al. Remdesivir for 5 or 10 Days in Patients with Severe COVID-19. N. Engl. J. Med. 2020, 383, 1827–1837. [CrossRef] [PubMed]

200. Olender, S.A.; Perez, K.K.; Go, A.S.; Balani, B.; Price-Haywood, E.G.; Shah, N.S.; Wang, S.; Walunas, T.L.; Swaminathan, S.; Slim, J.;
et al. Remdesivir for Severe Coronavirus Disease 2019 (COVID-19) Versus a Cohort Receiving Standard of Care. Clin. Infect. Dis.
2020, 73, e4166–e4174. [CrossRef] [PubMed]

201. Imran, M.; Arora, M.K.; Asdaq, S.M.B.; Alam Khan, S.; Alaqel, S.I.; Alshammari, M.K.; Alshehri, M.M.; Alshrari, A.S.; Ali, A.M.;
Al-Shammeri, A.M.; et al. Discovery, Development, and Patent Trends on Molnupiravir: A Prospective Oral Treatment for
COVID-19. Molecules 2021, 26, 5795. [CrossRef] [PubMed]

202. Painter, W.P.; Holman, W.; Bush, J.A.; Almazedi, F.; Malik, H.; Eraut, N.C.J.E.; Morin, M.J.; Szewczyk, L.J.; Painter, G.R. Human
Safety, Tolerability, and Pharmacokinetics of Molnupiravir, a Novel Broad-Spectrum Oral Antiviral Agent with Activity against
SARS-CoV-2. Antimicrob. Agents Chemother. 2021, 65. [CrossRef]

203. Merck & Co., Inc. Merck and Ridgeback’s Investigational Oral Antiviral Molnupiravir Reduced the Risk of Hospitalization or Death by
Approximately 50 Percent Compared to Placebo for Patients with Mild or Moderate COVID-19 in Positive Interim Analysis of Phase 3 Study;
Merck & Co., Inc.: Kenilworth, NJ, USA, 2021; pp. 1–6.

204. Bernal-Bello, D.; Jaenes-Barrios, B.; Morales-Ortega, A.; Ruiz-Giardin, J.M.; García-Bermúdez, V.; Frutos-Pérez, B.; Farfán-Sedano, A.I.;
de Ancos-Aracil, C.; Bermejo, F.; García-Gil, M.; et al. Imatinib might constitute a treatment option for lung involvement in COVID-19.
Autoimmun. Rev. 2020, 19, 102565. [CrossRef]

205. Favalli, E.G.; Biggioggero, M.; Maioli, G.; Caporali, R. Baricitinib for COVID-19: A suitable treatment? Lancet Infect. Dis. 2020, 20,
1012–1013. [CrossRef]

206. Aman, J.; Duijvelaar, E.; Botros, L.; Kianzad, A.; Schippers, J.R.; Smeele, P.J.; Azhang, S.; Bartelink, I.H.; Bayoumy, A.A.; Bet, P.M.;
et al. Imatinib in patients with severe COVID-19: A randomised, double-blind, placebo-controlled, clinical trial. Lancet Respir.
Med. 2021, 9, 957–968. [CrossRef]

207. Guimarães, P.O.; Quirk, D.; Furtado, R.H.; Maia, L.N.; Saraiva, J.F.; Antunes, M.O.; Filho, R.K.; Junior, V.M.; Soeiro, A.M.;
Tognon, A.P.; et al. Tofacitinib in Patients Hospitalized with COVID-19 Pneumonia. N. Engl. J. Med. 2021, 385, 406–415. [CrossRef]

208. Sharma, A.; Ali, M. Case Report: Home-based Management of Severe COVID-19 with Low-dose Tofacitinib. Am. J. Trop. Med.
Hyg. 2021, 105, 1472–1475. [CrossRef] [PubMed]

209. Cantini, F.; Niccoli, L.; Matarrese, D.; Nicastri, E.; Stobbione, P.; Goletti, D. Baricitinib therapy in COVID-19: A pilot study on
safety and clinical impact. J. Infect. 2020, 81, 318–356. [CrossRef] [PubMed]

210. Cantini, F.; Niccoli, L.; Nannini, C.; Matarrese, D.; Di Natale, M.E.; Lotti, P.; Aquilini, D.; Landini, G.; Cimolato, B.; Di Pietro, M.A.;
et al. Beneficial impact of Baricitinib in COVID-19 moderate pneumonia; multicentre study. J. Infect. 2020, 81, 647–679. [CrossRef]

211. Stebbing, J.; Phelan, A.; Griffin, I.; Tucker, C.; Oechsle, O.; Smith, D.; Richardson, P. COVID-19: Combining antiviral and
anti-inflammatory treatments. Lancet Infect. Dis. 2020, 20, 400–402. [CrossRef]

212. Kalil, A.C.; Patterson, T.F.; Mehta, A.K.; Tomashek, K.M.; Wolfe, C.R.; Ghazaryan, V.; Marconi, V.C.; Ruiz-Palacios, G.M.; Hsieh, L.;
Kline, S.; et al. Baricitinib plus Remdesivir for Hospitalized Adults with COVID-19. N. Engl. J. Med. 2021, 384, 795–807. [CrossRef]
[PubMed]

213. Smolen, J.S.; Genovese, M.C.; Takeuchi, T.; Hyslop, D.L.; Macias, W.L.; Rooney, T.; Chen, L.; Dickson, C.L.; Camp, J.R.;
Cardillo, T.E.; et al. Safety Profile of Baricitinib in Patients with Active Rheumatoid Arthritis with over 2 Years Median Time in
Treatment. J. Rheumatol. 2019, 46, 7–18. [CrossRef]

214. Masiá, M.; Padilla, S.; García, J.A.; García-Abellán, J.; Navarro, A.; Guillén, L.; Telenti, G.; Mascarell, P.; Botella, Á.; Gutiérrez, F.
Impact of the Addition of Baricitinib to Standard of Care Including Tocilizumab and Corticosteroids on Mortality and Safety in
Severe COVID-19. Front. Med. 2021, 8, 749657. [CrossRef] [PubMed]

http://doi.org/10.1056/NEJMoa2109682
http://doi.org/10.1056/NEJMoa2107934
http://doi.org/10.1021/acscentsci.0c00489
http://doi.org/10.1056/NEJMoa2007764
http://www.ncbi.nlm.nih.gov/pubmed/32445440
http://doi.org/10.1001/jama.2020.16349
http://www.ncbi.nlm.nih.gov/pubmed/32821939
http://doi.org/10.1056/nejmoa2023184
http://www.ncbi.nlm.nih.gov/pubmed/33264556
http://doi.org/10.1056/NEJMoa2007016
http://www.ncbi.nlm.nih.gov/pubmed/32275812
http://doi.org/10.1056/NEJMoa2015301
http://www.ncbi.nlm.nih.gov/pubmed/32459919
http://doi.org/10.1093/cid/ciaa1041
http://www.ncbi.nlm.nih.gov/pubmed/32706859
http://doi.org/10.3390/molecules26195795
http://www.ncbi.nlm.nih.gov/pubmed/34641339
http://doi.org/10.1128/AAC.02428-20
http://doi.org/10.1016/j.autrev.2020.102565
http://doi.org/10.1016/S1473-3099(20)30262-0
http://doi.org/10.1016/S2213-2600(21)00237-X
http://doi.org/10.1056/NEJMoa2101643
http://doi.org/10.4269/ajtmh.21-0737
http://www.ncbi.nlm.nih.gov/pubmed/34607309
http://doi.org/10.1016/j.jinf.2020.04.017
http://www.ncbi.nlm.nih.gov/pubmed/32333918
http://doi.org/10.1016/j.jinf.2020.06.052
http://doi.org/10.1016/S1473-3099(20)30132-8
http://doi.org/10.1056/NEJMoa2031994
http://www.ncbi.nlm.nih.gov/pubmed/33306283
http://doi.org/10.3899/jrheum.171361
http://doi.org/10.3389/fmed.2021.749657
http://www.ncbi.nlm.nih.gov/pubmed/34820393


Medicina 2022, 58, 309 28 of 29

215. Spiegel, M.; Pichlmair, A.; Muhlberger, E.; Haller, O.; Weber, F. The antiviral effect of interferon-beta against SARS-Coronavirus is
not mediated by MxA protein. J. Clin. Virol. 2004, 30, 211–213. [CrossRef] [PubMed]

216. DeDiego, M.L.; Nieto-Torres, J.L.; Jimenez-Guardeño, J.M.; Regla-Nava, J.A.; Castaño-Rodriguez, C.; Fernandez-Delgado, R.;
Usera, F.; Enjuanes, L. Coronavirus virulence genes with main focus on SARS-CoV envelope gene. Virus Res. 2014, 194, 124–137.
[CrossRef] [PubMed]

217. Adaptive COVID-19 Treatment Trial 3 (ACTT-3). Available online: https://clinicaltrials.gov/ct2/show/NCT04492475 (accessed
on 10 December 2021).

218. Trial of Inhaled Anti-viral (SNG001) for SARS-CoV-2 (COVID-19) Infection. Available online: https://clinicaltrials.gov/ct2
/show/NCT04385095 (accessed on 10 December 2021).

219. Parri, N.; Lenge, M.; Buonsenso, D.; Coronavirus Infection in Pediatric Emergency Departments (CONFIDENCE) Research Group.
Children with COVID-19 in Pediatric Emergency Departments in Italy. N. Engl. J. Med. 2020, 383, 187–190. [CrossRef]

220. Carlotti, A.P.D.C.P.; De Carvalho, W.B.; Johnston, C.; Gilio, A.E.; Marques, H.H.D.S.; Ferranti, J.F.; Rodriguez, I.S.; Delgado, A.F.
Update on the diagnosis and management of COVID-19 in pediatric patients. Clinics 2020, 75, e2353. [CrossRef]

221. Lu, X.; Zhang, L.; Du, H.; Zhang, J.; Li, Y.Y.; Qu, J.; Zhang, W.; Wang, Y.; Bao, S.; Li, Y.; et al. SARS-CoV-2 Infection in Children.
N. Engl. J. Med. 2020, 382, 1663–1665. [CrossRef]

222. Riphagen, S.; Gomez, X.; Gonzalez-Martinez, C.; Wilkinson, N.; Theocharis, P. Hyperinflammatory shock in children during
COVID-19 pandemic. Lancet 2020, 395, 1607–1608. [CrossRef]

223. Bertoncelli, D.; Guidarini, M.; Della Greca, A.; Ratti, C.; Falcinella, F.; Iovane, B.; Dutto, M.L.; Caffarelli, C.; Tchana, B. COVID-19:
Potential cardiovascular issues in pediatric patients. Acta Biomed. 2020, 91, 177–183. [CrossRef] [PubMed]

224. Most Children and All Teens Can Get COVID-19 Vaccines. Available online: https://www.cdc.gov/coronavirus/2019-ncov/
vaccines/recommendations/children-teens.html (accessed on 10 December 2021).

225. Li, M.; Yuan, J.; Lv, G.; Brown, J.; Jiang, X.; Lu, Z.K. Myocarditis and Pericarditis following COVID-19 Vaccination: Inequalities in
Age and Vaccine Types. J. Pers. Med. 2021, 11, 1106. [CrossRef] [PubMed]

226. Zimmermann, P.; Pittet, L.F.; Finn, A.; Pollard, A.J.; Curtis, N. Should children be vaccinated against COVID-19? Arch. Dis. Child.
2021. [CrossRef]

227. Varé, D.; Varé, B.; Dauphin, C.; Lafeuille, H.; Gaulme, J.; Labbé, A.; Motreff, P.; Lusson, J.R. Acute myocarditis in children. Study
of 11 clinical cases. Arch. Mal. Coeur Vaiss. 2000, 93, 571–579.

228. Ghanizada, M.; Kristensen, S.L.; Bundgaard, H.; Rossing, K.; Sigvardt, F.; Madelaire, C.; Gislason, G.H.; Schou, M.; Hansen, M.L.;
Gustafsson, F. Long-term prognosis following hospitalization for acute myocarditis—A matched nationwide cohort study. Scand.
Cardiovasc. J. 2021, 55, 264–269. [CrossRef]

229. Kortz, T.B.; Connolly, E.; Cohen, C.L.; Cook, R.E.; Jonas, J.A.; Lipnick, M.S.; Kissoon, N. Diagnosis and Acute Management of
COVID-19 and Multisystem Inflammatory Syndrome in Children. Pediatr. Emerg. Care 2021, 37, 519–525. [CrossRef]

230. Shen, K.L.; Yang, Y.H.; Jiang, R.M.; Wang, T.Y.; Zhao, D.C.; Jiang, Y.; Lu, X.X.; Jin, R.M.; Zheng, Y.J.; Xu, B.P.; et al. Updated
diagnosis, treatment and prevention of COVID-19 in children: Experts’ consensus statement (condensed version of the second
edition). World J. Pediatr. 2020, 16, 232–239. [CrossRef]

231. Jiang, L.; Tang, K.; Levin, M.; Irfan, O.; Morris, S.K.; Wilson, K.; Klein, J.D.; Bhutta, Z.A. COVID-19 and multisystem inflammatory
syndrome in children and adolescents. Lancet Infect. Dis. 2020, 20, e276–e288. [CrossRef]

232. Bendavid, E.; Oh, C.; Bhattacharya, J.; Ioannidis, J.P.A. Assessing mandatory stay-at-home and business closure effects on the
spread of COVID-19. Eur. J. Clin. Investig. 2021, 51, e13484. [CrossRef] [PubMed]

233. Handwashing an Effective Tool to Prevent COVID-19, Other Diseases. Available online: https://www.who.int/southeastasia/
news/detail/15-10-2020-handwashing-an-effective-tool-to-prevent-covid-19-other-diseases (accessed on 10 December 2021).

234. Kohn, A.; Gitelman, J.; Inbar, M. Unsaturated free fatty acids inactivate animal enveloped viruses. Arch. Virol. 1980, 66, 301–307.
[CrossRef] [PubMed]

235. Wang, Y.; Deng, Z.; Shi, D. How effective is a mask in preventing COVID-19 infection? Med. Devices Sens. 2021, 4, e10163.
[CrossRef] [PubMed]

236. Montero-Vilchez, T.; Martinez-Lopez, A.; Cuenca-Barrales, C.; Quiñones-Vico, M.I.; Sierra-Sanchez, A.; Molina-Leyva, A.;
Gonçalo, M.; Cambil-Martin, J.; Arias-Santiago, S. Assessment of hand hygiene strategies on skin barrier function during
COVID -19 pandemic: A randomized clinical trial. Contact Dermat. 2021. [CrossRef] [PubMed]

237. Storm, N.; McKay, L.G.A.; Downs, S.N.; Johnson, R.I.; Birru, D.; de Samber, M.; Willaert, W.; Cennini, G.; Griffiths, A. Rapid and
complete inactivation of SARS-CoV-2 by ultraviolet-C irradiation. Sci. Rep. 2020, 10, 22421. [CrossRef] [PubMed]

238. Burlando, A.M.; Flynn, A.N.; Gutman, S.; McAllister, A.; Roe, A.H.; Schreiber, C.A.; Sonalkar, S. The Role of Subcutaneous Depot
Medroxyprogesterone Acetate in Equitable Contraceptive Care. Obstet. Gynecol. 2021, 138, 574–577. [CrossRef] [PubMed]

239. Maragakis, L. Coronavirus, Social and Physical Distancing and Self-Quarantine. Available online: https://www.hopkinsmedicine.org/
health/conditions-and-diseases/coronavirus/coronavirus-social-distancing-and-self-quarantine (accessed on 10 December 2021).

240. COVID-19 and Your Health. Available online: https://www.cdc.gov/coronavirus/2019-ncov/your-health/index.html (accessed
on 10 December 2021).

241. Bahl, P.; Doolan, C.; DE Silva, C.; Chughtai, A.A.; Bourouiba, L.; MacIntyre, C.R. Airborne or Droplet Precautions for Health
Workers Treating Coronavirus Disease 2019? J. Infect. Dis. 2020. [CrossRef]

http://doi.org/10.1016/j.jcv.2003.11.013
http://www.ncbi.nlm.nih.gov/pubmed/15135736
http://doi.org/10.1016/j.virusres.2014.07.024
http://www.ncbi.nlm.nih.gov/pubmed/25093995
https://clinicaltrials.gov/ct2/show/NCT04492475
https://clinicaltrials.gov/ct2/show/NCT04385095
https://clinicaltrials.gov/ct2/show/NCT04385095
http://doi.org/10.1056/NEJMc2007617
http://doi.org/10.6061/clinics/2020/e2353
http://doi.org/10.1056/NEJMc2005073
http://doi.org/10.1016/S0140-6736(20)31094-1
http://doi.org/10.23750/ABM.V91I2.9655
http://www.ncbi.nlm.nih.gov/pubmed/32420942
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/recommendations/children-teens.html
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/recommendations/children-teens.html
http://doi.org/10.3390/jpm11111106
http://www.ncbi.nlm.nih.gov/pubmed/34834458
http://doi.org/10.1136/archdischild-2021-323040
http://doi.org/10.1080/14017431.2021.1900596
http://doi.org/10.1097/PEC.0000000000002538
http://doi.org/10.1007/s12519-020-00362-4
http://doi.org/10.1016/S1473-3099(20)30651-4
http://doi.org/10.1111/eci.13484
http://www.ncbi.nlm.nih.gov/pubmed/33400268
https://www.who.int/southeastasia/news/detail/15-10-2020-handwashing-an-effective-tool-to-prevent-covid-19-other-diseases
https://www.who.int/southeastasia/news/detail/15-10-2020-handwashing-an-effective-tool-to-prevent-covid-19-other-diseases
http://doi.org/10.1007/BF01320626
http://www.ncbi.nlm.nih.gov/pubmed/7447706
http://doi.org/10.1002/mds3.10163
http://www.ncbi.nlm.nih.gov/pubmed/33615150
http://doi.org/10.1111/cod.14034
http://www.ncbi.nlm.nih.gov/pubmed/34954837
http://doi.org/10.1038/s41598-020-79600-8
http://www.ncbi.nlm.nih.gov/pubmed/33380727
http://doi.org/10.1097/AOG.0000000000004524
http://www.ncbi.nlm.nih.gov/pubmed/34623069
https://www.hopkinsmedicine.org/health/conditions-and-diseases/coronavirus/coronavirus-social-distancing-and-self-quarantine
https://www.hopkinsmedicine.org/health/conditions-and-diseases/coronavirus/coronavirus-social-distancing-and-self-quarantine
https://www.cdc.gov/coronavirus/2019-ncov/your-health/index.html
http://doi.org/10.1093/infdis/jiaa189


Medicina 2022, 58, 309 29 of 29

242. Laine, C.; Goodman, S.N.; Guallar, E. The Role of Masks in Mitigating the SARS-CoV-2 Pandemic: Another Piece of the Puzzle.
Ann. Intern. Med. 2021, 174, 419–420. [CrossRef] [PubMed]

243. Indoor Air and Coronavirus (COVID-19). Available online: https://www.epa.gov/coronavirus/indoor-air-and-coronavirus-
covid-19 (accessed on 10 December 2021).

244. Bundgaard, H.; Bundgaard, J.S.; Raaschou-Pedersen, D.E.T.; von Buchwald, C.; Todsen, T.; Norsk, J.B.; Pries-Heje, M.M.;
Vissing, C.R.; Nielsen, P.B.; Winsløw, U.C.; et al. Effectiveness of Adding a Mask Recommendation to Other Public Health
Measures to Prevent SARS-CoV-2 Infection in Danish Mask Wearers: A randomized controlled trial. Ann. Intern. Med. 2021, 174,
335–343. [CrossRef] [PubMed]

245. Frieden, T.R.; Cash-Goldwasser, S. Of Masks and Methods. Ann. Intern. Med. 2021, 174, 421–422. [CrossRef]
246. Greenhalgh, T.; Schmid, M.B.; Czypionka, T.; Bassler, D.; Gruer, L. Face masks for the public during the covid-19 crisis. BMJ 2020,

369, m1435. [CrossRef]
247. Lazzarino, A.I.; Steptoe, A.; Hamer, M.; Michie, S. COVID-19: Important potential side effects of wearing face masks that we

should bear in mind. BMJ 2020, 369, m2003. [CrossRef]
248. Kyung, S.Y.; Kim, Y.; Hwang, H.; Park, J.-W.; Jeong, S.H. Risks of N95 Face Mask Use in Subjects With COPD. Respir. Care 2020, 65,

658–664. [CrossRef]
249. Harber, P.; Barnhart, S.; Boehlecke, B.A.; Beckett, W.S.; Gerrity, T.; McDiarmid, M.A.; Nardbell, E.; Repsher, L.; Brousseau, L.;

Hodous, T.K.; et al. Respiratory protection guidelines. This official statement of the American Thoracic Society was adopted by
the ATS Board of Directors, March 1996. Am. J. Respir. Crit. Care Med. 1996, 154, 1153–1165. [CrossRef]

250. Chen, Y.; Zhou, Z.; Min, W. Mitochondria, Oxidative Stress and Innate Immunity. Front. Physiol. 2018, 9, 1487. [CrossRef]
251. Luo, P.; Liu, D.; Li, J. Topical recombinant human acidic fibroblast growth factor: An effective therapeutic agent for facemask

wearing-induced pressure sores. Dermatol. Ther. 2020, 33, e13745. [CrossRef] [PubMed]
252. Melnick, E.R.; Ioannidis, J.P.A. Should governments continue lockdown to slow the spread of covid-19? BMJ 2020, 369, m1924.

[CrossRef]
253. Markel, H.; Lipman, H.B.; Navarro, J.A.; Sloan, A.; Michalsen, J.R.; Stern, A.M.; Cetron, M.S. Nonpharmaceutical Interventions

Implemented by US Cities During the 1918–1919 Influenza Pandemic. JAMA 2007, 298, 644–654. [CrossRef]
254. Jevtic, M.; Matkovic, V.; van den Hazel, P.; Bouland, C. Environment—lockdown, air pollution and related diseases: Could we

learn something and make it last? Eur. J. Public Health 2021, 31, iv36–iv39. [CrossRef]
255. Fragala, M.S.; Kaufman, H.W.; Meigs, J.B.; Niles, J.K.; McPhaul, M.J. Consequences of the COVID-19 Pandemic: Reduced

Hemoglobin A1c Diabetes Monitoring. Popul. Health Manag. 2021, 24, 8–9. [CrossRef]
256. Kaufman, H.W.; Chen, Z.; Niles, J.; Fesko, Y. Changes in the Number of US Patients with Newly Identified Cancer Before and

During the Coronavirus Disease 2019 (COVID-19) Pandemic. JAMA Netw. Open 2020, 3, e2017267. [CrossRef]
257. Wenham, C.; Smith, J.; Davies, S.E.; Feng, H.; Grépin, K.A.; Harman, S.; Herten-Crabb, A.; Morgan, R. Women are most affected

by pandemics—Lessons from past outbreaks. Nature 2020, 583, 194–198. [CrossRef] [PubMed]
258. Aragona, M.; Barbato, A.; Cavani, A.; Costanzo, G.; Mirisola, C. Negative impacts of COVID-19 lockdown on mental health

service access and follow-up adherence for immigrants and individuals in socio-economic difficulties. Public Health 2020, 186,
52–56. [CrossRef] [PubMed]

259. Sher, L. The impact of the COVID-19 pandemic on suicide rates. QJM Int. J. Med. 2020, 113, 707–712. [CrossRef] [PubMed]
260. Loades, M.E.; Chatburn, E.; Higson-Sweeney, N.; Reynolds, S.; Shafran, R.; Brigden, A.; Linney, C.; McManus, M.N.; Borwick, C.;

Crawley, E. Rapid Systematic Review: The Impact of Social Isolation and Loneliness on the Mental Health of Children and
Adolescents in the Context of COVID-19. J. Am. Acad. Child Adolesc. Psychiatry 2020, 59, 1218–1239.e3. [CrossRef]

261. Roelfs, D.J.; Shor, E.; Davidson, K.; Schwartz, J. Losing life and livelihood: A systematic review and meta-analysis of unemploy-
ment and all-cause mortality. Soc. Sci. Med. 2011, 72, 840–854. [CrossRef] [PubMed]

262. Cahan, E. Charities that fund research face deep revenue declines. Science 2020, 368, 1412. [CrossRef] [PubMed]
263. Waitzberg, R.; Triki, N.; Alroy-Preis, S.; Lotan, T.; Shiran, L.; Ash, N. The Israeli Experience with the “Green Pass” Policy

Highlights Issues to Be Considered by Policymakers in Other Countries. Int. J. Environ. Res. Public Health 2021, 18, 11212.
[CrossRef] [PubMed]

264. Wilson, K.; Flood, C.M. Implementing digital passports for SARS-CoV-2 immunization in Canada. Can. Med. Assoc. J. 2021, 193,
E486–E488. [CrossRef]

265. Osama, T.; Razai, M.S.; Majeed, A. COVID-19 vaccine passports: Access, equity, and ethics. BMJ 2021, 373, n861. [CrossRef]
266. Tanner, R.; Flood, C.M. Vaccine Passports Done Equitably. JAMA Health Forum 2021, 2, e210972. [CrossRef]
267. Sharif, A.; Botlero, R.; Hoque, N.; Alif, S.M.; Karim, N.; Islam, S.M.S. A pragmatic approach to COVID-19 vaccine passport. BMJ

Glob. Health 2021, 6, e006956. [CrossRef]
268. Hall, M.A.; Studdert, D.M. “Vaccine Passport” Certification—Policy and Ethical Considerations. N. Engl. J. Med. 2021, 385, e32.

[CrossRef]

http://doi.org/10.7326/M20-7448
http://www.ncbi.nlm.nih.gov/pubmed/33205993
https://www.epa.gov/coronavirus/indoor-air-and-coronavirus-covid-19
https://www.epa.gov/coronavirus/indoor-air-and-coronavirus-covid-19
http://doi.org/10.7326/M20-6817
http://www.ncbi.nlm.nih.gov/pubmed/33205991
http://doi.org/10.7326/M20-7499
http://doi.org/10.1136/bmj.m1435
http://doi.org/10.1136/bmj.m2003
http://doi.org/10.4187/respcare.06713
http://doi.org/10.1164/ajrccm.154.4.8887621
http://doi.org/10.3389/fphys.2018.01487
http://doi.org/10.1111/dth.13745
http://www.ncbi.nlm.nih.gov/pubmed/32478959
http://doi.org/10.1136/bmj.m1924
http://doi.org/10.1001/jama.298.6.644
http://doi.org/10.1093/eurpub/ckab157
http://doi.org/10.1089/pop.2020.0134
http://doi.org/10.1001/jamanetworkopen.2020.17267
http://doi.org/10.1038/d41586-020-02006-z
http://www.ncbi.nlm.nih.gov/pubmed/32641809
http://doi.org/10.1016/j.puhe.2020.06.055
http://www.ncbi.nlm.nih.gov/pubmed/32771661
http://doi.org/10.1093/qjmed/hcaa202
http://www.ncbi.nlm.nih.gov/pubmed/32539153
http://doi.org/10.1016/j.jaac.2020.05.009
http://doi.org/10.1016/j.socscimed.2011.01.005
http://www.ncbi.nlm.nih.gov/pubmed/21330027
http://doi.org/10.1126/science.368.6498.1412
http://www.ncbi.nlm.nih.gov/pubmed/32586999
http://doi.org/10.3390/ijerph182111212
http://www.ncbi.nlm.nih.gov/pubmed/34769731
http://doi.org/10.1503/cmaj.210244
http://doi.org/10.1136/bmj.n861
http://doi.org/10.1001/jamahealthforum.2021.0972
http://doi.org/10.1136/bmjgh-2021-006956
http://doi.org/10.1056/NEJMp2104289

	Introduction 
	Immunity after SARS-CoV-2 Infection versus Post Vaccination 
	COVID-19 Evidence-Based Treatments 
	Non-Pharmacological Management of the SARS-CoV-2 Epidemic 
	Handwashing 
	Physical Distancing 
	Facemasks 
	Lockdowns 
	“Safepass”/Vaccine Passport/Vaccine Certificate 

	Conclusions 
	References

