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used as standard therapy?
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Abstract
The pandemic of the new coronavirus, known as severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), has urged the
nations to an unprecedented world-wide reaction, including an accelerated exploration of therapeutic options. In the absence of a
vaccine and specifically designed antivirals, the medical community has proposed the use of various previously available
medications in order to reduce the number of patients requiring prolonged hospitalizations, oxygen therapy, and mechanical
ventilation and to decrease mortality from coronavirus disease 2019 (COVID-19). Hydroxychloroquine and chloroquine are
among the proposed drugs and are the most widely used so far, despite the lack of robust evidence on their usefulness. The
objective of this article is to review and discuss the possible role of these drugs in the therapy of COVID-19.
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Introduction

The severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) pandemic has urged the nations to an unprecedented
world-wide reaction, including drastic containment measures
and the search of therapeutic options. Themain focus has been
to slow down the spread of this virus, but until now, this is an
ongoing process. SARS-CoV-2 produces the coronavirus dis-
ease 2019 (COVID-19) characterized by lung infection and
many other possible manifestations, in humans [1], with po-
tential high mortality. Until a vaccine or specifically devel-
oped antiviral is available, the need to control the disease in
those with a severe presentation, and to reduce mortality, has
moved the medical community to evaluate empirically the use
of previously available drugs. Hydroxychloroquine (HCQ)
and chloroquine (CQ) are among the drugs proposed.

HCQ and CQ are weak bases that accumulate in acidic
compartments, such as lysosomes and inflamed tissues, and
have a large volume of distribution and long half-life, giving

them a slow onset of action and effects that last after suspen-
sion. Their mechanisms of action include the interference of
lysosomal activity and autophagy, the alteration of membrane
stability, and the disruption of signaling pathways and tran-
scriptional activity. These actions mean that at the cellular
level, these drugs can inhibit immune activation, by decreas-
ing Toll-like receptor (TLR) signaling and modulating other
co-stimulatory molecules, and by reducing the production of
cytokines [2].

The objective of this article is to review and discuss the
possible role of these drugs in the therapy of COVID-19.

Mechanisms of action with possible role
in COVID-19 therapy

CQ, which has been used to prevent and treat malaria and as
an anti-inflammatory agent for the treatment of rheumatoid
arthritis and lupus erythematosus, has shown a potential
broad-spectrum antiviral activity [3].

It can inhibit a pre-entry step of the viral cycle by interfer-
ing with the binding of viral particles to their receptors on the
cell surface. CQ inhibits quinone reductase 2 [4], which par-
ticipates in the biosynthesis of sialic acids that are critical
components of ligand recognition. Human coronavirus
HCoV-O43 and the orthomyxoviruses use sialic acids as
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receptors [5]. If SARS-CoV-2 targets sialic acids, this could
be affected by CQ [6, 7].

It can also be hypothesized that, in the presence of SARS-
CoV-2, CQ could interfere with the glycosylation of the
angiotensin-converting enzyme 2 (ACE2) receptor,
preventing the virus from binding to its target cells. This hy-
pothesis is based on in vitro evidence of reduced glycosylation
of the SARS-CoV1 surface receptor, ACE2, on Vero cells [8].

For the SARS-CoV1, Dengue, and Chikungunya viruses, a
pH-dependent mechanism of entry into target cells that can be
interfered by CQ has also been reported [9–13]. Preliminary
data indicates that CQ may interfere with SARS-CoV-2 acid-
ification of lysosomes and inhibit cathepsins, which require
low pH for cleavage of SARS-CoV-2 spike protein [14], nec-
essary for the formation of the autophagosome [15].

Another possible mechanism of action is the inhibition of
phosphorylation (activation) of the p38 mitogen-activated
protein kinase (MAPK) in THP-1 cells by CQ [16]. This
phosphorylation is required by various viruses to achieve their
replication cycles [17]. In the model of HCoV-229 coronavi-
rus, CQ inhibition of the virus appears to occur by this mech-
anism [18]. Regarding SARS-CoV-2, the inhibition of kinases
such as MAPK could also be a mechanism of action for CQ.

Other proposed effect of CQ is that it can increase the
soluble viral antigens in the cytosol of dendritic cells and
enhance a cytotoxic CD8+ T cell response against them
[19]. In the influenza virus model, CQ improved the cross-
presentation of non-replicating virus antigen by dendritic cells
to CD8+ T-cells, eliciting a protective immune response [20].

Also, CQ is capable of mediating an anti-inflammatory
response [21]. It inhibits interleukin-1 beta (IL-1β) mRNA
expression in THP-1 cells and reduces IL-1β release [16].
CQ-induced reduction of tumor necrosis factor-alpha
(TNFα), IL-1, and IL-6 cytokines has also been reported
[16, 22–26]. In the Dengue virus model, CQ was found to
inhibit interferon-alpha (IFNα), IFNβ, IFNγ, TNFα, IL-6,
and IL-12 gene expression in U937 cells infected with
Dengue-2 virus [27].

HCQ, a less toxic aminoquinoline, has an N-hydroxyethyl
side chain in place of the N-diethyl group that makes it more
soluble than CQ. As CQ, HCQ also increases pH and confers
antiviral effects and has a modulatory effect on activated im-
mune cells. The antimalarial activity seems equivalent to CQ,
but HCQ is preferred because of its lower toxicity [28]. HCQ
binds strongly to melanin and can deposit in melanin-
containing tissues such as the skin and the eyes, which might
explain the retinopathy risk. Clinical observations suggest that
HCQ confers a lower risk of retinopathy than CQ, and this
could be explained by its lower volume of distribution and
lower tissular accumulation [29]. HCQ was, in vitro, at least
as effective as chloroquine in inhibiting SARS-CoV-2 infec-
tion, although it should be noted that studies on its mecha-
nisms of action are not as extensive as with CQ [30].

Clinical studies of CQ and HCQ in COVID-19

The described preconceptions led quickly to studies in China.
On February 15, 2020, the Chinese government recommend-
ed that antimalarials should be included in the guidelines for
prevention, diagnosis, and treatment of COVID-19 pneumo-
nia, issued by the National Health Commission of the People’s
Republic of China [3, 31], but it should be noted that all the
positive reports available until March 31, 2020 were anecdotal
reports and open-label studies without control groups. On that
date, a report of a blinded, randomized, controlled trial of
HCQ from Wuhan was published. It analyzed 31 patients in
the treatment group (HCQ 400 mg per day for 5 days) and 31
in the control group [32]. The median age was 44.7 years, the
male-female ratio was even, and all patients had pneumonia
by computed tomography (CT) scan. Both groups received a
not well-defined standard-of-care (oxygen therapy, antiviral
drugs, antibiotics and even immunoglobulin, with or without
corticosteroids). At presentation, more patients in the treat-
ment group had fever and cough as compared to the control
group. The treatment group showed significant improvements
in comparison to the control group in fever, in cough, and in
pneumonia by CT scan. Although this was the first controlled
study to show any benefit from HCQ, it should be noted that
the original registered trial informed a design for 100 control
patients, 100 patients to receive a low dose of HCQ, and 100
more to receive a higher dose. The trial design also mentions
as endpoints results for viral RNA, and for T cell recovery
time [33]. This was not shown in the final publication. A
previous Chinese controlled, pilot, study showed no benefit
when 30 treatment-naïve patients were randomized 1:1 to
HCQ 400 mg per day for 5 days or conventional treatment
only [34]. Neither trial reported serious adverse events, but
both excluded patients with cardiac arrhythmias, as high doses
of hydroxychloroquine can induce QT interval prolongation.

In a French Clinical trial, 20 patients that received 600 mg
of HCQ per day were compared with a group of untreated
patients from another center. Viral load in nasopharyngeal
swabs was tested daily. Azithromycin was added in 6 patients
of the HCQ group. Results showed that the virus was not
found after 6 days in all the patients treated with HCQ and
azithromycin, in 57.1% of the patients treated with HCQ only,
and in 12.5% of the control group patients (p < 0.001). No side
effects or clinical evolution of patients were described. The
authors said that azithromycin was added by clinical decision
to treat a possible bacterial infection, but they also mention in
their discussion that azithromycin may have an antiviral effect
based on in vitro studies [35]. This study was questioned by a
multinational team that reanalyzed its statistics performing a
Bayesian A/B test and reported that for the original data, there
was a strong statistical evidence for the positive effect of HCQ
monotherapy on viral reduction, but that the level of evidence
dropped to moderate when the deteriorated patients were
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included in the analysis, and to anecdotal evidence when the
patients that were not tested on the day of the primary outcome
(day 6) were excluded [36].

The same group recently reported the results of a cohort of
80 patients that received HCQ 600 mg per day for 10 days,
and azithromycin 500mg the first day, and 250mg per day for
the next 4 days. Only 2 patients, according to their report, did
not improve (an 86-year-old patient who died and a 74-year-
old patient still in intensive care unit [ICU] at the time of the
report). In 83% of the patients, the virus was not found at the
nasopharyngeal sample tested by PCR at Day 7 (93% at Day
8). Virus cultures from patient respiratory samples were neg-
ative in 97.5% at day 5. The mean length of hospital stay was
5 days [37]. These results support the original report in that
between 5 and 7 days of treatment, few patients had detectable
virus by nasopharyngeal swab. The lack of comparison
(hydroxychloroquine monotherapy, or standard of care) is
problematic.

In contrast to these results, another French study evaluated
11 consecutive patients treated with the same combination
(HCQ 600 mg per day and azithromycin, 500 mg the first
day, and 250 mg per day thereafter). The mean age was
58.7 years, and 8 had significant comorbidities (2 obese, 5
with cancer, 1 with HIV). In this group, the combination
was ineffective as 1 patient died, 2 had to be admitted to the
ICU, and 8 (of 10) were still positive for the virus by nasal
swab on day 5 or 6 after treatment. One patient had to discon-
tinue therapy on day 4 because of prolongation of the QT
interval [38].

Also, a multicenter, open-label, randomized controlled trial
from China analyzed 75 patients receiving standard of care,
and 75 receiving 1200 mg of HCQ per day for the first 3 days
and then 800 mg per day for 2 weeks or 3 weeks
(mild/moderate or severe disease, respectively). Specimens
from the upper or lower respiratory tract were analyzed for
viral RNA at screening, and then at days 4, 7, 10, 14, 21, and
28. The number of negative tests was similar between the two
groups after 28 days (85.4% in the HCQ group, 81.3% in the
standard of care group). Post hoc analysis did not identify any
subgroups that showed a difference in these results. The alle-
viation of symptoms was also similar, but the adverse events
were more frequent in the HCQ group (30% vs 9%), being
diarrhea the most frequent [39].

Regarding the need to be admitted to ICU, a retrospective
study from France analyzed 181 patients who were receiving
oxygen therapy. Eighty-four received HCQ (600 mg per day)
and the rest did not receive HCQ. The composite primary
endpoint was transfer to an ICU within 7 days or death from
any cause, and the secondary endpoint was the development
of acute respiratory distress syndrome (ARDS). There were no
statistical differences between the two groups. Eight of the
patients in the HCQ group had electrocardiogram changes that
required to stop the medication [40].

In relation to the cardiovascular risk, it is worth mentioning
a study from the USA where 84 patients were treated with
HCQ plus azithromycin combination. A notable QT interval
prolongation was found in 30% of the patients, and in 11%,
the interval increased to > 500 ms, with a high risk for arrhyth-
mia. The mean age was 63, 74% of the patients were male,
65% had hypertension, and 20% were diabetic. The develop-
ment of renal failure while on the drug combination was a
strong predictor of QT interval prolongation [41]. Also, a
multinational collaboration presented data from health care
systems in Germany, Japan, Netherlands, Spain, UK, and
the USA where the safety of HCQ and azithromycin combi-
nation versus HCQ and amoxicillin combination was com-
pared. In users of the HCQ and azithromycin combination, a
15% increased risk of angina/chest pain, 22% increased risk of
heart failure, and 2 times increased risk of cardiovascular mor-
tality at 30 days of treatment was found in 323,122patients
[42]. Finally, a study from Brazil analyzed 81 patients in two
treatments arms, CQ 1200 mg per day for 10 days or low dose
(900 mg on the first day, 450 mg for the next 4 days). All
patients also received azithromycin and ceftriaxone. The high-
dose arm showed more QT interval prolongation (> 500 ms)
and a trend toward higher mortality (17%) than the lower dose
group. The overall mortality rate was 13.5%, similar with their
historical rate of patients not receiving CQ. The authors had to
stop recruiting patients for the high-dose arm due to the car-
diovascular events. The authors mention that they did not use
a placebo control group as the use of placebo in Brazil in
severe cases of COVID-19 infections was not considered eth-
ically acceptable by national regulatory health agencies [43].

Discussion

Discovering therapeutic options is difficult, even more if most
patients will recover with the current standard of care. It is
important to observe the progression of the disease and stan-
dard outcomes, for example how many patients need mechan-
ical ventilation, how many need supplemental oxygen and for
how long, the length of stay in critical care units, and the
length of hospital stay. These are patient-centered outcomes.
Substitute endpoints, as viral load, will not necessarily relate
to patient-centered outcomes; it has to be proven and their
usefulness should not be assumed in advance.

The evidence for the use of hydroxychloroquine or chlo-
roquine in COVID-19 is not good so far, not only because
of the negative results of most of the studies but also be-
cause of their design, when publishing results of a very low
number of patients, when reporting favorable results but
without having a control group that allows comparison,
when choosing results for which it will be very difficult
to find significant differences, such as mortality, or for
which their clinical relevance is uncertain.
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Some countries and healthcare centers have adopted the
use of hydroxychloroquine as a norm in patients hospitalized
for COVID-19, due to political and social pressure given the
publicity it has received. This makes the study of its possible
beneficial effects even more difficult, and it has increased the
reporting of its adverse effects.

Although due to the proposed mechanism of action, it
could be postulated that the use of these antimalarials should
be in the early stages of the disease; there is no clinical evi-
dence to support this, and it could lead to serious problems in
the availability of these drugs for patients with diseases in
which the usefulness of these antimalarials is confirmed, not
to mention the cardiovascular risks to which we would expose
patients by indicating high doses of antimalarials without ad-
equate monitoring.

It is hoped that the studies in progress can answer several of
the questions that remain to be solved, such as what is the objec-
tive of treatment with antimalarials (decrease hospitalizations,
decrease hospital stay, decrease the need for mechanical ventila-
tion, etc.), what is the time suitable for its use, at what dose, for
how long, what monitoring is necessary, and which patients are
at the greatest risk of suffering adverse effects. Until then, we
believe that the use of hydroxychloroquine or chloroquine should
be in the context of strict studies or records that allow the detec-
tion of possible benefits and adverse effects.
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Disclosures None.

References

1. Devaux CA, Rolain J-M, Colson P, Raoult D (2020) New insights
on the antiviral effects of chloroquine against coronavirus: what to
expect for COVID-19? Int J Antimicrob Agents 105938:105938.
https://doi.org/10.1016/j.ijantimicag.2020.105938

2. Schrezenmeier E, Dörner T (2020) Mechanisms of action of
hydroxychloroquine and chloroquine: implications for rheumatol-
ogy. Nat Rev Rheumatol 16:155–166. https://doi.org/10.1038/
s41584-020-0372-x

3. Gao J, Tian Z, Yang X (2020) Breakthrough: chloroquine phos-
phate has shown apparent efficacy in treatment of COVID-19 as-
sociated pneumonia in clinical studies. Biosci Trends 14:72–73.
https://doi.org/10.5582/bst.2020.01047

4. Kwiek JJ, Haystead TAJ, Rudolph J (2004) Kinetic mechanism of
quinone oxidoreductase 2 and its inhibition by the antimalarial
quinolines. Biochemistry 43:4538–4547. https://doi.org/10.1021/
bi035923w

5. Olofsson S, Kumlin U, Dimock K, Arnberg N (2005) Avian influ-
enza and sialic acid receptors: more than meets the eye? Lancet
Infect Dis 5:184–188. https://doi.org/10.1016/S1473-3099(05)
01311-3

6. Zeng Q, LangereisMA, van Vliet ALW, Huizinga EG, de Groot RJ
(2008) Structure of coronavirus hemagglutinin-esterase offers in-
sight into corona and influenza virus evolution. Proc Natl Acad Sci
U S A 105:9065–9069. https://doi.org/10.1073/pnas.0800502105

7. Bakkers MJG, Lang Y, Feitsma LJ, Hulswit RJG, de Poot SAH,
van Vliet ALW, Margine I, de Groot-Mijnes JDF, van Kuppeveld
FJM, Langereis MA, Huizinga EG, de Groot RJ (2017)
Betacoronavirus adaptation to humans involved progressive loss
of hemagglutinin-esterase lectin activity. Cell Host Microbe 21:
356–366. https://doi.org/10.1016/j.chom.2017.02.008

8. Vincent MJ, Bergeron E, Benjannet S, Erickson BR, Rollin PE,
Ksiazek TG, Seidah NG, Nichol ST (2005) Chloroquine is a potent
inhibitor of SARS coronavirus infection and spread. Virol J 2:69.
https://doi.org/10.1186/1743-422X-2-69

9. Yang Z-Y, Huang Y, Ganesh L, Leung K, Kong WP, Schwartz O,
Subbarao K, Nabel GJ (2004) pH-dependent entry of severe acute
respiratory syndrome coronavirus is mediated by the spike glyco-
protein and enhanced by dendritic cell transfer throughDC-SIGN. J
Virol 78:5642–5650. https://doi.org/10.1128/JVI.78.11.5642-
5650.2004

10. Tricou V, Minh NN, Van TP et al (2010) A randomized controlled
trial of chloroquine for the treatment of dengue in Vietnamese
adults. PLoS Negl Trop Dis 4. https://doi.org/10.1371/journal.
pntd.0000785

11. Gay B, Bernard E, Solignat M, Chazal N, Devaux C, Briant L
(2012) pH-dependent entry of chikungunya virus into Aedes
albopictus cells. Infect Genet Evol 12:1275–1281. https://doi.org/
10.1016/j.meegid.2012.02.003

12. Khan M, Santhosh SR, Tiwari M, Lakshmana Rao PV, Parida M
(2010) Assessment of in vitro prophylactic and therapeutic efficacy
of chloroquine against chikungunya virus in vero cells. J Med Virol
82:817–824. https://doi.org/10.1002/jmv.21663

13. Wang H, Yang P, Liu K, Guo F, ZhangY, ZhangG, Jiang C (2008)
SARS coronavirus entry into host cells through a novel clathrin-
and caveolae-independent endocytic pathway. Cell Res 18:290–
301. https://doi.org/10.1038/cr.2008.15

14. Simmons G, Bertram S, Glowacka I, Steffen I, Chaipan C, Agudelo
J, Lu K, Rennekamp AJ, Hofmann H, Bates P, Pöhlmann S (2011)
Different host cell proteases activate the SARS-coronavirus spike-
protein for cell–cell and virus–cell fusion. Virology 413:265–274.
https://doi.org/10.1016/j.virol.2011.02.020

15. Wang M, Cao R, Zhang L, Yang X, Liu J, Xu M, Shi Z, Hu Z,
Zhong W, Xiao G (2020) Remdesivir and chloroquine effectively
inhibit the recently emerged novel coronavirus (2019-nCoV)
in vitro. Cell Res 30:269–271. https://doi.org/10.1038/s41422-
020-0282-0

16. Seitz M, Valbracht J, Quach J, Lotz M (2003) Gold sodium
thiomalate and chloroquine inhibit cytokine production in mono-
cytic THP-1 cells through distinct transcriptional and posttransla-
tional mechanisms. J Clin Immunol 23:477–484. https://doi.org/10.
1023/B:JOCI.0000010424.41475.17

17. Briant L, Robert-HebmannV,Acquaviva C et al (1998) The protein
tyrosine kinase p56 lck is required for triggering NF-κB activation
upon interaction of human immunodeficiency virus type 1 envelope
glycoprotein gp120 with cell surface CD4. J Virol 72:6207–6214

18. Kono M, Tatsumi K, Imai AM, Saito K, Kuriyama T, Shirasawa H
(2008) Inhibition of human coronavirus 229E infection in human
epithelial lung cells (L132) by chloroquine: involvement of p38
MAPK and ERK. Antivir Res 77:150–152. https://doi.org/10.
1016/j.antiviral.2007.10.011

19. Accapezzato D, Visco V, Francavilla V, Molette C, Donato T,
Paroli M, Mondelli MU, Doria M, Torrisi MR, Barnaba V (2005)
Chloroquine enhances human CD8+ T cell responses against solu-
ble antigens in vivo. J Exp Med 202:817–828. https://doi.org/10.
1084/jem.20051106

20. Garulli B, Di Mario G, Sciaraffia E et al (2013) Enhancement of T
cell-mediated immune responses to whole inactivated influenza vi-
rus by chloroquine treatment in vivo. Vaccine 31:1717–1724.
https://doi.org/10.1016/j.vaccine.2013.01.037

2464 Clin Rheumatol (2020) 39:2461–2465

https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1038/s41584-020-0372-x
https://doi.org/10.1038/s41584-020-0372-x
https://doi.org/10.5582/bst.2020.01047
https://doi.org/10.1021/bi035923w
https://doi.org/10.1021/bi035923w
https://doi.org/10.1016/S1473-3099(05)01311-3
https://doi.org/10.1016/S1473-3099(05)01311-3
https://doi.org/10.1073/pnas.0800502105
https://doi.org/10.1016/j.chom.2017.02.008
https://doi.org/10.1186/1743-422X-2-69
https://doi.org/10.1128/JVI.78.11.5642-5650.2004
https://doi.org/10.1128/JVI.78.11.5642-5650.2004
https://doi.org/10.1371/journal.pntd.0000785
https://doi.org/10.1371/journal.pntd.0000785
https://doi.org/10.1016/j.meegid.2012.02.003
https://doi.org/10.1016/j.meegid.2012.02.003
https://doi.org/10.1002/jmv.21663
https://doi.org/10.1038/cr.2008.15
https://doi.org/10.1016/j.virol.2011.02.020
https://doi.org/10.1038/s41422-020-0282-0
https://doi.org/10.1038/s41422-020-0282-0
https://doi.org/10.1023/B:JOCI.0000010424.41475.17
https://doi.org/10.1023/B:JOCI.0000010424.41475.17
https://doi.org/10.1016/j.antiviral.2007.10.011
https://doi.org/10.1016/j.antiviral.2007.10.011
https://doi.org/10.1084/jem.20051106
https://doi.org/10.1084/jem.20051106
https://doi.org/10.1016/j.vaccine.2013.01.037


21. Savarino A, Boelaert JR, Cassone A, Majori G, Cauda R (2003)
Effects of chloroquine on viral infections: an old drug against to-
day’s diseases. Lancet Infect Dis 3:722–727. https://doi.org/10.
1016/S1473-3099(03)00806-5

22. Jang C-H, Choi J-H, Byun M-S, Jue D-M (2006) Chloroquine
inhibi ts production of TNF-α , IL-1β and IL-6 from
lipopolysaccharide-stimulated human monocytes/macrophages by
different modes. Rheumatology 45:703–710. https://doi.org/10.
1093/rheumatology/kei282

23. Picot S, Peyron F, Donadille A, Vuillez JP, Barbe G, Ambroise-
Thomas P (1993) Chloroquine-induced inhibition of the production
of TNF, but not of IL-6, is affected by disruption of iron metabo-
lism. Immunology 80:127–133

24. Jeong JY, Jue DM (1997) Chloroquine inhibits processing of tumor
necrosis factor in lipopolysaccharide-stimulated RAW 264.7 mac-
rophages. J Immunol 158:4901–4907

25. Zhu X, Ertel W, Ayala A et al (1993) Chloroquine inhibits macro-
phage tumour necrosis factor-alpha mRNA transcription.
Immunology 80:122–126

26. Weber SM, Levitz SM (2000) Chloroquine interferes with
lipopolysaccharide-induced TNF-α gene expression by a
nonlysosomotropic mechanism. J Immunol 165:1534–1540.
https://doi.org/10.4049/jimmunol.165.3.1534

27. Randolph VB, Winkler G, Stollar V (1990) Acidotropic amines
inhibit proteolytic processing of flavivirus prM protein. Virology
174:450–458. https://doi.org/10.1016/0042-6822(90)90099-D

28. Sahraei Z, Shabani M, Shokouhi S, Saffaei A (2020)
Aminoquinolines against coronavirus disease 2019 (COVID-19):
chloroquine or hydroxychloroquine. Int J Antimicrob Agents
105945:105945. https://doi.org/10.1016/j.ijantimicag.2020.
105945

29. Rynes RI, Bernstein HN (1993) Ophthalmologic Safety Profile of
Antimalarial Drugs. https://journals.sagepub.com/doi/abs/10.1177/
0961203393002001051. Accessed 26 Apr 2020

30. Liu J, Cao R, Xu M, Wang X, Zhang H, Hu H, Li Y, Hu Z, Zhong
W, Wang M (2020) Hydroxychloroquine, a less toxic derivative of
chloroquine, is effective in inhibiting SARS-CoV-2 infection
in vitro. Cell Discov 6:1–4. https://doi.org/10.1038/s41421-020-
0156-0

31. multicenter collaboration group of Department of Science and
Technology of Guangdong Province and Health Commission of
Guangdong Province for chloroquine in the treatment of novel co-
ronavirus pneumonia (2020) Expert consensus on chloroquine
phosphate for the treatment of novel coronavirus pneumonia.
Zhonghua Jie He He Hu Xi Za Zhi Zhonghua Jiehe He Huxi
Zazhi Chin J Tuberc Respir Dis 43:185–188. https://doi.org/10.
3760/cma.j.issn.1001-0939.2020.03.009

32. Efficacy of hydroxychloroquine in patients with COVID-19: results
of a randomized clinical trial | medRxiv. https://www.medrxiv.org/
content/10.1101/2020.03.22.20040758v2. Accessed 7 Apr 2020

33. Chinese Clinical Trial Register (ChiCTR) (2020) The world health
organization international clinical trials registered organization reg-
istered platform. https://web.archive.org/web/20200331075326/
http://webcache.googleusercontent.com/search?q=cache:-
SdEu1yXCaAJ:www.chictr.org.cn/showprojen.aspx%3Fproj%
3D48880+&cd=1&hl=en&ct=clnk&gl=de&client=firefox-b-d.
Accessed 19 Apr 2020

34. Jun C, Jun C (2020) A pilot study of hydroxychloroquine in treat-
ment of patients with common coronavirus disease-19 (COVID-
19). J Zhejiang Univ (Med Sci) 49:0–0. https://doi.org/10.3785/j.
issn.1008-9292.2020.03.03

35. Gautret P, Lagier J-C, Parola P et al (2020) Hydroxychloroquine
and azithromycin as a treatment of COVID-19: results of an open-
label non-randomized clinical trial. Int J Antimicrob Agents
105949. https://doi.org/10.1016/j.ijantimicag.2020.105949

36. Hulme OJ, Wagenmakers E-J, Damkier P et al (2020) Reply to
Gautret et al. 2020: a Bayesian reanalysis of the effects of
hydroxychloroquine and azithromycin on viral carriage in patients
with COVID-19 medRxiv 2020.03.31.20048777. https://doi.org/
10.1101/2020.03.31.20048777

37. Groupe Veille Coronavirus GVC (2020) Clinical and microbiolog-
ical effect of a combination of hydroxychloroquine and
azithromycin in 80 COVID-19 patients with at least a six-day fol-
low up: an observational study. https://www.groupedeveillecovid.
fr/blog/2020/03/28/clinical-and-microbiological-effect-of-a-
combination-of-hydroxychloroquine-and-azithromycin-in-80-
covid-19-patients-with-at-least-a-six-day-follow-up-an-
observational-study/. Accessed 7 Apr 2020

38. Molina JM, Delaugerre C, Goff JL et al (2020) No evidence of rapid
antiviral clearance or clinical benefit with the combination of
hydroxychloroquine and azithromycin in patients with severe
COVID-19 infection. Med Mal Infect 50:384. https://doi.org/10.
1016/j.medmal.2020.03.006

39. Tang W, Cao Z, Han M, et al (2020) Hydroxychloroquine in pa-
tients with COVID-19: an open-label, randomized, controlled trial.
medRxiv 2020.04.10.20060558. https://doi.org/10.1101/2020.04.
10.20060558

40. Mahevas M, Tran V-T, Roumier M, et al (2020) No evidence of
clinical efficacy of hydroxychloroquine in patients hospitalized for
COVID-19 infection with oxygen requirement: results of a study
using routinely collected data to emulate a target trial. medRxiv
2020.04.10.20060699. https://doi.org/10.1101/2020.04.10.
20060699

41. Chorin E, Dai M, Shulman E, et al (2020) The QT interval in patients
with SARS-CoV-2 infection treated with hydroxychloroquine/
azithromycin. medRxiv 2020.04.02.20047050. https://doi.org/10.
1101/2020.04.02.20047050

42. Safety of hydroxychloroquine, alone and in combination with
azithromycin, in light of rapid wide-spread use for COVID-19: a
multinational, network cohort and self-controlled case series study |
medRxiv. https://www.medrxiv.org/content/10.1101/2020.04.08.
20054551v1. Accessed 20 Apr 2020

43. Borba MGS, Val F de A, Sampaio VS, et al (2020) Chloroquine
diphosphate in two different dosages as adjunctive therapy of hos-
pitalized patients with severe respiratory syndrome in the context of
coronavirus (SARS-CoV-2) infection: preliminary safety results of
a randomized, double-blinded, phase IIb clinical trial (CloroCovid-
19 Study). medRxiv 2020.04.07.20056424. https://doi.org/10.
1101/2020.04.07.20056424

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

2465Clin Rheumatol (2020) 39:2461–2465

https://doi.org/10.1016/S1473-3099(03)00806-5
https://doi.org/10.1016/S1473-3099(03)00806-5
https://doi.org/10.1093/rheumatology/kei282
https://doi.org/10.1093/rheumatology/kei282
https://doi.org/10.4049/jimmunol.165.3.1534
https://doi.org/10.1016/0042-6822(90)90099-D
https://doi.org/10.1016/j.ijantimicag.2020.105945
https://doi.org/10.1016/j.ijantimicag.2020.105945
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1038/s41421-020-0156-0
https://doi.org/10.1038/s41421-020-0156-0
https://doi.org/10.3760/cma.j.issn.1001-0939.2020.03.009
https://doi.org/10.3760/cma.j.issn.1001-0939.2020.03.009
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.3785/j.issn.1008-9292.2020.03.03
https://doi.org/10.3785/j.issn.1008-9292.2020.03.03
https://doi.org/10.1016/j.ijantimicag.2020.105949
https://doi.org/10.1101/2020.03.31.20048777
https://doi.org/10.1101/2020.03.31.20048777
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.medmal.2020.03.006
https://doi.org/10.1016/j.medmal.2020.03.006
https://doi.org/10.1101/2020.04.10.20060558
https://doi.org/10.1101/2020.04.10.20060558
https://doi.org/10.1101/2020.04.10.20060699
https://doi.org/10.1101/2020.04.10.20060699
https://doi.org/10.1101/2020.04.02.20047050
https://doi.org/10.1101/2020.04.02.20047050
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1016/j.ijantimicag.2020.105938
https://doi.org/10.1101/2020.04.07.20056424
https://doi.org/10.1101/2020.04.07.20056424

	Hydroxychloroquine and chloroquine in COVID-19: should they be used as standard therapy?
	Abstract
	Introduction
	Mechanisms of action with possible role in COVID-19 therapy
	Clinical studies of CQ and HCQ in COVID-19
	Discussion
	References


