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Abstract 

Background: Monoclonal antibodies (mAbs) and antivirals have been approved for early therapy of coronavirus 
disease (COVID-19), however, in the real-life setting, there are difficulties to prescribe these therapies within few days 
from symptom onset as recommended, and effectiveness of combined use of these drugs have been hypothesised in 
most-at-risk patients (such as those immunocompromised) but data supporting this strategy are limited.

Methods: We describe the real-life experience of SARS-CoV-2 antivirals and/or monoclonal antibodies (mAbs) and 
focus on the hospitalisation rate due to the progression of COVID-19. Clinical results obtained through our risk-strat-
ification algorithm and benefits achieved through a strategic proximity territorial centre are provided. We also report 
a case series with an in-depth evaluation of SARS-CoV-2 genome in relationship with treatment strategy and clinical 
evolution of patients.

Results: Two hundred eighty-eight patients were analysed; 94/288 (32.6%) patients were treated with mAb mono-
therapy, 171/288 (59.4%) patients were treated with antivirals, and 23/288 (8%) patients received both mAbs and one 
antiviral drug. Haematological malignancies were more frequent in patients treated with combination therapy than 
in the other groups (p = 0.0003). There was a substantial increase in the number of treated patients since the opening 
of the centre dedicated to early therapies for COVID-19. The provided disease-management and treatment appeared 
to be effective since 98.6% patients recovered without hospital admission. Moreover, combination therapy with mAbs 
and antivirals seemed successful because all patients admitted to the hospital for COVID-19 did not receive such 
therapies, while none of the most-at-risk patients treated with combination therapy were hospitalized or reported 
adverse events.
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Background
Since January 2020, global health systems have been 
fighting the coronavirus disease (COVID-19) pandemic 
[1–3]. Most people with COVID-19 remain asympto-
matic, but in a small proportion of individuals, COVID-
19 can rapidly progress and requires hospitalisation and 
intensive care [4]. Severe disease due to COVID-19 is 
associated with older age, obesity, and several chronic 
medical conditions, including cardiovascular, kidney, and 
pulmonary comorbidities [5, 6]. Emergency authorisation 
has been provided for several therapies for which a ben-
efit on the course of severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) infection has been reported 
[5]. Vaccination has provided an extensive benefit in the 
prevention of severe COVID-19 [7]; however, its limita-
tions have been extensively described: several patients, 
especially those affected by immunosuppression, may 
not be fully protected after vaccination [8] and the emer-
gence of new SARS-CoV-2 variants may impair vaccine 
efficacy [9, 10].

Neutralizing monoclonal antibodies (mAbs) are a 
promising treatment to limit disease progression [11–
14]. These drugs are human immunoglobulin (Ig)-G1 
antibodies that neutralise the virus by binding to the 
spike protein of SARS-CoV-2 and preventing attachment 
of the virus to the human cellular receptor angiotensin-
converting enzyme 2 [11]. Recently, the early use of three 
antiviral drugs has been authorised against SARS-CoV-2: 
remdesivir (RMD), molnupiravir (MOL), and nirmatrel-
vir/ritonavir (NRM/r) [15–17]. These drugs should be 
used early, ideally within 5  days from symptom onset 
[18], determining important consequences on access and 
linkage to care. Pivotal drug studies of mAbs and antivi-
rals have been focused on non-hospitalised, unvaccinated 
adults with mild-to-moderate, laboratory-confirmed 
COVID-19 and at least one risk factor for severe COVID-
19 illness [12–17]. Real-life data on patients treated early 
with mAbs or antivirals are lacking, especially consid-
ering the population for whom a combined treatment 
strategy including both mAbs and antivirals has been 
suggested [19–21] even if it is not currently recom-
mended [22] because of lack of data. Moreover, the actual 
benefit of these therapies in low-risk patients is still 
debated, and overtreatment is a real risk with important 

consequences related to drug-related adverse events and 
health costs.

Our hypotheses were that early combination therapy 
with both mAbs and antivirals improves clinical out-
comes in most-at-risk patients identified using an algo-
rithm for risk stratification and that having a dedicated 
and easily accessible COVID-19 centre is useful to 
improve both clinical care delivery and to avoid over-
whelming the hospital system and emergency territorial 
service. Therefore, our primary objective was to describe 
the real-life experience of early therapy for COVID-19 at 
the University COVID-19 Centre of the Calabria Region 
(Southern Italy), with a focus on the hospitalisation rate 
due to the progression of COVID-19. Clinical results 
obtained through our risk-stratification algorithm at the 
strategic proximity territorial centre are provided, and a 
case series on selected and challenging clinical cases is 
presented.

Methods
Study design and population
This retrospective study was conducted at “Mater 
Domini” University Hospital of Catanzaro, Calabria 
region (Southern Italy). Patients’ risk progression was 
stratified according to a flow chart (Fig. 1). This algorithm 
was implemented by our infectious disease team, consid-
ering the recently proposed regional guidelines [23, 24].

We included in this study only patients with mild or 
moderate COVID-19 without the need of incremen-
tal support of oxygen receiving early therapy following 
the indications of the Italian Drug Agency [25, 26]. All 
patients treated with mAbs from April 27, 2021 to April 
2, 2022 were included, as well as all patients treated with 
antivirals (RMD, MOL, or NRM/r) from January 21, 2022 
to April 30, 2022. Moreover, we will also report the clini-
cal outcomes of a selected group of patients who were 
treated both with mAbs and one antiviral drug.

Despite the lack of data on the combination of mAbs 
and antiviral therapy in patients affected by COVID-19 
[22] and albeit it was not recommended by two opera-
tional procedures, including that adopted in the Calabria 
region [23, 24], this strategy was applied in our algorithm 
based on the rationale of reducing the escaping mutants 
of the SARS-CoV-2, and considering preliminary 

Conclusions: A low rate of COVID-19 progression requiring hospital admission was observed in patients included in 
this study. The dedicated COVID-19 proximity territorial service appeared to strengthen the regional sanitary system, 
avoiding the overwhelming of other services. Importantly, our results also support early combination therapy: it is 
possible that this strategy reduces the emergence of escape mutants of SARS-CoV-2, thereby increasing efficacy of 
early treatment, especially in immunocompromised individuals.
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Fig. 1 Flow chart of drugs prescription choices according to risk of progression of COVID-19
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observations and cases, which were subsequently pub-
lished [19–21, 27, 28], indicating possible increased 
efficacy.

Setting in the territorial service centre
Calabria region includes five provinces of which Catan-
zaro, located in the central area, is the third for number 
of inhabitants (about 350,000). In the Calabria region, 
10 and 8 territorial prescribing centres for antiviral and 
mAb therapies, respectively, were established for high-
risk patients with mild to moderate COVID-19 [29].

According to the regional organisation system, our 
centre was dedicated to patients residing in the Cat-
anzaro province, who tested positive for SARS-CoV-2 
and referred by a local medical territorial service (i.e., a 
COVID-19-dedicated territorial physician or patients’ 
general medicine doctor). Moreover, our centre was also 
available for patients coming from other provinces for 
clinical evaluation and therapy as a pilot, regional, refer-
ral centre. Since March 2, 2022, when the centre was 
opened, an increase in the number of treated patients 
was observed compared to the previous period (Fig.  2). 
As at the end of April 2022, about 7,500 patients were 
affected by SARS-CoV-2 infection in the Catanzaro prov-
ince, most of them (98.8%) not hospitalised. In the same 

period, in the rest of the region, among 1,500,000 inhab-
itants, there were about 78,000 prevalent cases of SARS-
CoV-2 infection.

Fifteen percent of the mAbs and 12.9% of the antivirals 
delivered to the Calabria region were prescribed at our 
centre. mAbs and antivirals were prescribed according 
to the Italian Drug Agency criteria [25, 26], considering 
the local variant epidemiology over time and drug avail-
ability. Figure 1 depicts a flow chart of drug prescription 
choices [23, 24]. For outpatients, a dedicated telephone 
number was available for use in cases of clinical wors-
ening before proceeding to hospital admission. Proac-
tive telephone monitoring was performed weekly by our 
infectious disease team until the achievement of SARS-
CoV-2 negative molecular/third-generation rapid antigen 
nasopharyngeal swab test results.

Data collection
The following data were collected from patients’ clinical 
records at baseline (i.e., at the time of clinical evaluation 
for eligibility): age, sex, body mass index (BMI), under-
lying disease, date of illness onset, SARS-CoV-2 vac-
cination status, SARS-CoV-2 infection characteristics, 
baseline clinical severity according to the National Insti-
tutes of Health severity scale score [30], number of days 

Fig. 2 Number of patients affected by mild-moderate COVID-19 treated over time and relative number of prescribed drugs
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between symptom onset and diagnosis, and number of 
days between symptom onset and mAb treatment. Types 
of mAbs and antivirals, as well as adverse reactions were 
collected.

Microbiological procedures
As recommended by Italian health authorities [31], a 
diagnosis of SARS-CoV-2 infection was determined 
either with a rapid third-generation SARS-CoV-2 antigen 
nasopharyngeal swab test or real-time polymerase chain 
reaction (PCR) SARS-CoV-2 molecular test. Molecu-
lar test was performed by Allplex™ SARS-CoV-2 Assay 
(Seegene), detecting Ct values for the Envelope (E), RNA-
dependent RNA polymerase/Spike (RdRp/S) and nucle-
ocapsid (N) coding genes.

SARS‑CoV‑2 genome analysis by whole genome 
sequencing
SARS-CoV-2 genomic substitutions were identified in a 
challenging case series (described later). Longitudinal 
nasopharyngeal swabs were collected at baseline and 
during the COVID-19 pandemic. SARS-CoV-2 RNA was 
extracted using NUCLISENS® easyMAG® (bioMérieux, 
Florence, Italy), and whole-genome sequencing (WGS) 
was performed using the Ion S5™ System (Thermo Fisher 
Scientific, San Diego, CA). Seven microliters of viral 
RNA were retrotranscribed using the Invitrogen™ Super-
Script™ VILO cDNA Synthesis Kit (Thermo Fisher Sci-
entific). Libraries were prepared using the Ion AmpliSeq 
SARS-CoV-2 Insight Research Panel (Thermo Fisher 
Scientific) which consisted of 2 primer pools targeting 
237 amplicons ranging from 125 to 275 bp in length and 
tiled across the SARS-CoV-2 genome, with an additional 
5 primer pairs targeting human expression controls. 
Library preparation was performed manually using the 
Ion AmpliSeq Library Kit Plus (Thermo Fisher Scien-
tific). The final concentration of each complementary 
(c)-DNA library was determined using the Agilent 2100 
System by the Agilent High Sensitivity DNA Assay (Agi-
lent Technologies, Santa Clara, CA), following the man-
ufacturer’s recommendations. Barcoded libraries were 
diluted to 30  pM and then loaded onto the Ion Chef™ 
Instrument (Thermo Fisher Scientific) for emulsion PCR, 
enrichment, and loading onto the Ion S5 520 chip. Post-
sequencing run analysis was performed in Ion Torrent 
Suite Software with the following plugins: SARS-CoV-2_
coverageAnalysis to visualize coverage over targeted 
regions of the SARS-CoV-2 reference genome (Addi-
tional file 1: Table S1) and generate Consensus to obtain 
consensus sequence for each barcode by assembling viral 
sequences relative to the reference genome of Wuhan-
Hu-1 (NC_045512.2) and COVID19AnnotateSnpEff for 
variant annotation. A complete list of nucleotide changes 

identified in this study is provided in Additional file  2: 
Table  S2. Variant classification based on whole-genome 
sequences was performed using the Pangolin tool, ver-
sion 4.0.6 [32].

Statistical analysis
Patients were stratified into three groups according to 
the prescribed therapy (mAbs, antivirals, and combined 
mAbs and antiviral therapy). Differences between the 
three groups were assessed. Categorical variables (i.e., 
comorbidities) were evaluated using the chi-square test 
or Fisher’s exact test (two-tailed). Values are expressed as 
the mean ± standard deviation (continuous variables) or 
as frequencies (absolute and percentage). A p-value < 0.05 
was considered statistically significant. All analyses were 
performed using the statistical software package SAS® 
(SAS Institute Inc., Cary NC, USA) version 9.4.

Results
Demographic, clinical characteristic, treatment 
and outcome
In this study, 288 patients were analysed; 151 (52.4%) 
were men and 137 (47.6%) were women, with a mean 
age of 63.6 (± 16.1) years. Most patients were from the 
Catanzaro province (234/288, 81.2%). Since the opening 
of the centre dedicated to early therapies for COVID-19, 
there was an increase in the number of patients (Fig. 2), 
including those coming from other provinces of the 
Calabria region (16/288 from Vibo Valentia; 15/288 from 
Cosenza; 14/288 from Crotone; and 9/288 from Reggio 
Calabria). Table  1 displays the socio-demographic char-
acteristics, comorbidities, clinical characteristics, pre-
scribed therapies, and outcome of SARS-CoV-2-infected 
patients.

Diagnosis was made after a mean of 1.3 (standard devi-
ation, SD: 1.4) days from symptom onset. At the clini-
cal evaluation, most patients had mild disease (235/288, 
81.6%). The most prevalent comorbidities were hyper-
tension (165/288, 57.3%), obesity (91/288, 31.6%), com-
pensated diabetes mellitus (63/288, 21.9%), and chronic 
obstructive pulmonary disease (53/288, 18.4%). Patients 
were stratified into three groups: patients treated with 
mAb monotherapy, 94/288 (32.6%); patients treated with 
antiviral therapies, 171/288 (59.4%); and patients treated 
with both mAbs and one antiviral therapy, 23/288 (8%). 
No comorbidities were statistically different between the 
three groups except for haematological malignancies, 
which were more frequent in patients treated with com-
bined mAbs and antiviral therapy than in the mAb mono-
therapy and antiviral therapy groups (18/23, 78.3% versus 
[vs.] 23/171, 13.5% vs. 10/94, 10.6%; p = 0.0003), and 
neurocognitive impairment disorders, which were more 
frequent in patients treated with mAb monotherapy 



Page 6 of 17Scaglione et al. BMC Infectious Diseases          (2022) 22:793 

Table 1 Socio-demographic, co-morbidities, clinical characteristics, prescribed therapies and outcome of SARS-CoV-2-infected 
patients

Characteristic All patients
n = 288 (%)

Patients treated 
only with mAbs 
n = 94

Patients treated only 
with antivirals n = 171

Patients treated 
with both mAbs 
and antivirals
n = 23

Gender n (%)

 Male 151 (52.4%) 50 (53.2%) 87 (50.9%) 14 (60.9%)

 Female 137 (47.6%) 44 (46.8%) 84 (49.1%) 9 (39.1%)

Age

 Mean (SD) 63.6 (± 16.1) 67 (± 15.1) 62.4 (± 16.5) 58.3 (± 15.8)

 65 years or older n (%) 158 (54.9%) 59 (62.8%) 91 (53.2%) 8 (34.8%)

Mean BMI (SD) 28.3 (± 6.1) 29.2 (± 6.6) 27.8 (± 5.7) 27.8 (± 5.8)

Comorbidities n (%)

 Cardiac insufficiency 14 (4.9%) 4 (4.3%) 8 (4.7%) 2 (8.7%)

 Cerebral ischemia history 28 (10.9%) 13 (13.8%) 13 (7.6%) 2 (8.7%)

 COPD 53 (18.4%) 13 (13.8%) 37 (21.6%) 3 (13%)

 Autoimmune diseases 36 (12.5%) 7 (7.4%) 25 (14.6%) 4 (17.4%)

 Vasculopathy 24 (8.3%) 12 (12.8%) 9 (5.3%) 3 (13%)

 Hepatic cirrhosis 6 (2.1%) 1 (1.1%) 5 (2.9%) 0

 Obesity 91 (31.6%) 35 (37.2%) 51 (29.8%) 5 (21.7%)

 Diabetes

  Compensated disease 63 (21.9%) 24 (25.5%) 36 (21.1%) 3 (13%)

  Decompensated disease 10 (3.5%) 3 (3.2%) 6 (3.5%) 1 (4.3%)

 Chronic kidney diseases 19 (6.6%) 9 (9.6%) 7 (4.1%) 3 (13%)

 Solid cancer

  Localized disease 34 (11.8%) 6 (6.4%) 23 (13.5%) 5 (21.7%)

  Metastatic disease 15 (5.2%) 3 (3.2%) 12 (7.1%) 0

 Hematological malignancies 43 (14.9%) 10 (10.6%) 23 (13.5%) 10 (43.5%)

 AIDS 1 (0.3%) 1 (1.1%) 0 0

 History of peptic ulcer 2 (0.7%) 0 2 (1.2%) 0

 Ischemic heart diseases 36 (12.5%) 15 (16%) 17 (9.9%) 4 (17.4%)

 Dementia 17 (5.9%) 10 (10.6%) 7 (4.1%) 0

 Hemiplegia 3 (1%) 1 (1.1%) 1 (0.6%) 1 (4.3%)

 Hypertension 165 (57.3%) 60 (63.8%) 93 (54.4%) 12 (52.2%)

 Number of comorbidities ≥ 3 113 (39.2%) 44 (46.8%) 60 (35.1%) 9 (39.1%)

 Charlson Comorbidity Index (mean ± SD) 4.1 (± 2.3) 4.2 (± 2.2) 4 (± 2.3) 4.1 (± 2.2)

Vaccination

 Yes 232 (82.3%) 56 (59.6%) 161 (94.2%) 18 (78.3%)

 No 51 (17.7%) 38 (40.4%) 10 (5.8%) 5 (21.7%)

Mean days from symptoms onset to first positive swab (SD) 1.3 (1.4) 1.7 (1.7) 1.2 (1.2) 1.1 (1.1)

Mean days from symptoms onset to treatment (SD) 3.3 (1.9) 3.9 (2.4) 3.1 (1.5) 3.5 (2.2)

Baseline clinical severity n (%)

 ASY 47 (16.3%) 39 (41.5%) 3 (1.8%) 5 (21.7%)

 MID 235 (81.6%) 52 (55.3%) 167 (97.6%) 16 (69.6%)

 MOD 6 (2.1%) 3 (3.2%) 1 (0.6%) 2 (8.7%)

IgG anti-SARS-CoV-2-Spike protein at baseline n (%)

 Positive 70 (24.3%) 45 (47.9%) 18 (10.5%) 7 (30.4%)

 Negative 65 (22.6%) 46 (48.9%) 4 (2.3%) 15 (65.2%)

 N/A 153 (53.1%) 3 (3.2%) 149 (87.1%) 1 (4.3%)

Monoclonal antibodies n (%)*

 Bamlanivimab/Etesevimab 42 (35.9%) 40 (42.6%) – 2 (8.7%)
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than in the other groups (10/94, 10.6% vs. 7/171, 4.1% vs. 
0/23; p = 0.044). Overall, 113/288 (39.2%) patients had at 
least 3 comorbidities. Most patients received the main 
course of the SARS-CoV-2 vaccine (81.9%), and 55.2% 
also received the booster dose. The mean number of days 
from the last dose to SARS-CoV-2 infection was 118.5 
(SD: 66.3).

Treatment was administered after a mean of 3.3 (SD: 
1.9) days from symptom onset. None of the patients died, 
except for two of them, both receiving mAbs (the first 
due to complications of atrial fibrillation and the second 
for late complications of COVID-19 pneumonia). Sotro-
vimab (SOT) was the most frequently prescribed mAb, 
whereas MOL was the most frequently prescribed anti-
viral. Clinical worsening was observed in 4 patients who 
required hospital admission: 1 patient treated with bam-
lanivimab/etesevimab (BAM/ETE), 2 patients treated 
with SOT and 1 patient treated with RMD (see cases 
#1–4 described below).

Regarding patients treated with both antiviral and 
mAbs, most (18/23, 78.3%) were affected by immuno-
compromising conditions: 10/23 (43.5%) were affected by 
haematological malignancies, 4/23 (17.4%) were affected 
by autoimmune diseases, 2/23 (8.7%) were affected by 
active solid tumors, and 2/23 (8.7%) were renal trans-
planted with ongoing immunosuppressive therapy. No 
patients had previously received prophylaxis with tixa-
gevimab/cilgavimab, since this combination of mAbs 
was not yet authorized in Italy for this indication. Seven 
of these 23 patients (30.4%) had been previously treated 
with anti-CD20 mAbs (6 patients with rituximab and 1 

patient with ocrelizumab), and 2 patients (8.7%) received 
adalimumab and daratumumab, respectively. Most 
patients had already received the primary SARS-CoV-2 
vaccination cycle (18/23, 78.3%), and 7/18 (38.9%) had 
already received the third dose (i.e., the booster dose); 
in 15/23 (65.2%) patients in this subgroup, the IgG anti-
SARS-CoV-2-spike protein was negative. None of these 
patients treated with mAbs in combination with antiviral 
therapy required hospital admission. In particular, one 
patient treated with combination treatment obtained a 
negative molecular test for SARS-CoV-2 RNA on naso-
pharyngeal swab with resolution of symptoms very rap-
idly (see case #5 described below).

Overall, one patient experienced an urticarial skin rash 
after treatment with MOL; therefore, treatment was dis-
continued. Four patients stopped NRM/r during treat-
ment because of vomiting and/or diarrhoea that did not 
respond to medical therapy. One patient reported general 
illness, paleness, and asthenia following the SOT infu-
sion, and an allergic reaction to the drug was suspected. 
Corticosteroid and antihistamine therapy was admin-
istered with clinical improvement. None of the patients 
treated with combined therapy had side effects.

Clinical and virological course of patients who received 
monotherapy as initial treatment for COVID‑19
Table  2 summarises the main features of cases treated 
with mAbs and/or antivirals. Overall, these cases sug-
gested genomic evolution in a patient with long lasting 
infection who needed several courses of therapy, com-
pared with the last patient who achieved a very rapid 

SD standard deviation; COPD chronic obstructive pulmonary disease; ASY asymptomatic or pre-symptomatic; MID mild; MOD moderate; COVID-19 Coronavirus Disease 
2019

*Percentage is calculated on total number of vaccinated patients as indicated appropriately in each column

**Percentage is calculated on total number of prescribed mAbs and antivirals as indicated appropriately in each column

Table 1 (continued)

Characteristic All patients
n = 288 (%)

Patients treated 
only with mAbs 
n = 94

Patients treated only 
with antivirals n = 171

Patients treated 
with both mAbs 
and antivirals
n = 23

 Casirivimab/Imdevimab 22 (18.8%) 17 (18.1%) – 5 (21.7%)

 Sotrovimab 53 (45.3%) 37 (39.4%) – 16 (69.6%)

 **Total number 117 94 – 23

Antivirals n (%)*

 Remdesivir 57 (29.1%) – 38 (22.2%) 18 (78.3%)

 Molnupiravir 77 (39.8%) – 75 (43.9%) 2 (8.7%)

 Nirmatrelvir/Ritonavir 61 (31.1%) – 58 (33.9%) 3 (13%)

 **Total number 195 – 171 23

COVID-19 progression and related hospital admission

 Yes 4 (1.4%) 3 (3.2%) 1 (0.6%) 0

 No 284 (98.6%) 91 (96.8%) 170 (99.4%) 23 (100%)
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resolution of the infection after initial treatment with 
combined therapy. For the remaining patients not treated 
initially with combination therapy, several courses of 
treatment appeared to be necessary.

Case #1
A 60-year-old woman treated with rituximab for severe 
autoimmune anaemia due to systemic lupus erythe-
matosus on May 27, 2021 developed fever, cough, sore 
throat, ageusia, and anorexia, and was diagnosed with 
SARS-CoV-2 infection. Despite vaccination against 
SARS-CoV-2, the IgG anti-SARS-CoV-2-spike protein 
at baseline was negative. On June 3, 2021, mAb therapy 
with BAM/ETE (700/1400  mg) was administered. On 
June 10, 2021, she was admitted to our COVID-19 Centre 
for fever and dyspnoea, and empirical antibiotic therapy 
with piperacillin/tazobactam was started. On June 22, 
2021, productive cough and X-ray signs of pneumonia 
led to antibiotic therapy with meropenem. During her 
hospital stay, severe and progressive anaemia not respon-
sive to iron sulfate and folic acid occurred, and a positive 
Coombs test result contraindicated a blood transfusion. 
Hence, therapy with erythropoietin, corticosteroids, 
and danazol was started, and the haemoglobin levels 
showed a partial response. Moreover, severe anaemia 
and coronary stenosis led to non-ST-elevation myocar-
dial infarction (NSTEMI) which was treated with aspirin, 
clopidogrel, and enoxaparin. Low-flow oxygen therapy 
was administered because of respiratory failure caused 
by NSTEMI. Molecular nasopharyngeal swabs for SARS-
CoV-2 were performed weekly resulting persistently pos-
itive. Both casirivimab/imdevimab (CAS/IMD) and RMD 
were administered 35 days after the first mAb course. The 
first negative molecular nasopharyngeal swab result was 
detected 77 days after the first administration of mAbs, 
and consequently, improvement in haemoglobin levels 
was observed.

In this case of slow-resolution SARS-CoV-2 infection 
and multiple clinical complications, we collected naso-
pharyngeal swabs from the first mAb administration 
until the first negative nasopharyngeal swab result at 8 
different time points (Fig. 3). The viral genomes isolated 
from nasopharyngeal swabs were analysed using WGS. 
All viral isolates shared a common core mutation typical 
of the B.1.1.7 variant of concern (VOC). Several muta-
tions occurred in the major (> 90%) and minor (< 90%) 
viral populations during follow-up, as shown in Table  3 
and Fig. 3. At baseline, the viral isolate was characterized 
by the deletion of 144-146del in the S gene. After mAb 
therapy, mutations that were not naturally present in the 
B.1.1.7 VOC were observed. On June 21, 2021, 18  days 
after BAM/ETE administration, the Q493R mutation in 
the RBD of Spike protein was selected and maintained 

at more than one follow-up time point. On July 12, 2021, 
the major viral population carried the Q493R mutation, 
and the minor viral population had the G446V (42%) 
mutation. On July 19, 2021, the G446V mutation charac-
terised the major population (93%) of the SARS-CoV-2 
isolate, whereas the R246I mutation was observed in the 
minor viral population (27%). In the follow-up samples, 
the R246I mutation was no longer detected, whereas the 
G446V and Q493R mutations were maintained. Notably, 
on August 4, 2021, mutations other than A67S appeared 
in a minor viral population (21%). Notably, from July 19, 
2021, the E484Q mutation was detected in the minor 
viral population at a frequency of 62%, becoming preva-
lent until the last amplifiable sample.

Case #2
A 73-year-old man with low-grade non-infiltrating pap-
illary urothelial bladder cancer, type 2 diabetes mellitus, 
hypertension, and hypercholesterolemia who underwent 
kidney transplant due to severe renal failure 17 years ago 
received SOT (500 mg/ev) on January 21, 2022 because 
of pauci-symptomatic COVID-19. Although the patient 
had already received vaccine against SARS-CoV-2, he 
had undetectable IgG anti-SARS-CoV-2-spike antibod-
ies at baseline. From January 30, 2022, clinical worsening 
with high grade fever and diarrhoea occurred; thus, the 
patient required admission on February 2, 2022. During 
hospitalisation, progressive respiratory failure occurred, 
so the patient required high-flow nasal cannula oxygen 
therapy and non-invasive ventilation (NIV).

From February 4, 2022, drowsiness and slight tremor 
affecting the upper limbs were observed; therefore, brain 
CT and lumbar puncture were performed. Microbiologi-
cal and chemical examinations performed on the cer-
ebrospinal fluid were all negative as were examinations 
performed on stool. From February 8, 2022, due to per-
sistent fever and further clinical worsening, antibiotic 
therapy with meropenem, linezolid and caspofungin was 
started; mycophenolate was replaced with prednisone 
(10  mg/day) and isavuconazole was added considering 
possible invasive pulmonary aspergillosis.

From February 17, 2022, progressive clinical and res-
piratory improvements were observed and antibiotic 
therapy was no longer necessary. On February 21, 2022, 
the molecular nasopharyngeal swab resulted nega-
tive and on March 2, 2022, he was discharged with an 
indication to continue oxygen therapy (2 L/min). The 
patient was infected with the B.1.1.529 VOC sub-lineage 
BA.1.17. The WGS analysis was performed at baseline 
and 32  days after SOT administration. In both isolates, 
sub-lineage BA.1.17 displayed the typical spike mutations 
of the B.1.1.529 VOC (Table 3).
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Case #3
On March 23, 2022, a 38-year-old man with tetrapare-
sis due to multiple sclerosis not previously vaccinated 
against SARS-CoV-2 developed a fever; subsequently, 
he and his caregiver were tested for SARS-CoV-2 
through a nasopharyngeal swab, which showed a posi-
tive result. SOT (500  mg/ev) was administered on 
March 28, 2022. On March 29, 2022, the patient’s car-
egiver reported worsening of peripheral oxyhaemo-
globin saturation, which reached 84% on room air; 
therefore, the patient was admitted to the hospital 
where low-flow oxygen therapy, anticoagulant prophy-
laxis with enoxaparin and methylprednisolone, and 
antiviral therapy with RMD were administered. On 
March 30, 2022, further clinical worsening requiring 
NIV was observed. Blood cultures were performed and 
empirical antibiotic therapy with piperacillin/tazobac-
tam plus levofloxacin was added. On March 31, 2022, 
clinical improvement and resolution of the respiratory 
failure were observed. Blood culture resulted negative 
and thorax CT scan showed interstitial pneumonia. 
Antiviral, anticoagulant, corticosteroid, and antibi-
otic therapies were continued until discharge (April 5, 
2022).

The patient’s viral isolate presented a typical core 
mutation common of B.1.1.529 VOC sub-lineage 
BA.2.9. Table  3 shows the mutations discriminated by 
the patient’s swab, and Additional file 1: Table S1 pre-
sents the complete list of mutations characterising the 
viral isolate.

Case #4
A 56-year-old man with severe obesity (BMI, 47  kg/
m2), type 2 diabetes mellitus treated with metformin, 
hypertension, and non-Hodgkin lymphoma treated 
with rituximab was admitted on April 11, 2022 for early 
therapy against COVID-19. A short course (3  days) of 
RMD and inhalation therapy with budesonide (400 mg 
twice a day) was prescribed. Despite vaccination against 
SARS-CoV-2, serological test results at baseline were 
negative. Progressive clinical worsening characterised 
by cough, fever, and respiratory failure was observed; 
hence, on April 21, 2022, he was admitted to the hos-
pital. On April 22, 2022, mAb therapy with CAS/IMD 
(1200/1200  mg) was administered and empirical anti-
biotic therapy with piperacillin/tazobactam and levo-
floxacin was initiated. On May 5, 2022, bronchoscopy 
was performed because of persistent respiratory failure 
and antibiotic therapy was modified with meropenem 
and linezolid. Respiratory function slowly improved 
and on June 14, 2022 the patient was discharged, con-
tinuing oxygen therapy (2 L/min) at home. The patient’s 
viral isolate showed a common core mutation typical of 
the B.1.1.529 VOC sub-lineage BA.2, including S371F, 
D405N, K417N, E484A, and Q493R mutations. Table 3 
presents the mutations discriminated by the patient’s 
swab, and Additional file  2: Table  S2 shows the com-
plete list of viral mutations.

Fig. 3 Cycle threshold (Ct) of RNA-dependent RNA polymerase (RdRp), envelope (E) and nucleocapsid (N) genes and mutations occurred over time 
in case #1
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Clinical and virological course of a patient treated 
with early combination therapy for COVID‑19
Case #5
As summarized in Table  2, a 41-year-old woman with 
Burkitt lymphoma treated with 3 cycles of R-HYPER-
C-VAD (rituximab, cyclophosphamide, vincristine, 
adriamycin, and dexamethasone) developed sore throat, 
arthromyalgia, and malaise, and on January 5, 2022, she 
was diagnosed with SARS-CoV-2 infection. On Janu-
ary 9, 2022, she was admitted for clinical evaluation. 
Despite having received only 2 doses of a mRNA vaccine 
(the last 1  year before), the IgG anti-SARS-CoV-2-spike 
protein was positive. According to a previously reported 
flow chart, we proposed combined therapy with SOT and 
RMD considering her clinical conditions and the incom-
plete vaccination cycle against SARS-CoV-2. Clinical 
improvement was rapidly observed, and on January 12, 
2022, she was discharged home. After three days from 
discharge, a molecular nasopharyngeal SARS-CoV-2 
swab resulted negative.

The patient was infected with sub-lineage BA.1.15, 
which displayed the common core spike mutations of the 
B.1.1.529 VOC. Table 3 displays the characteristic muta-
tions observed for the SARS-CoV-2 viral isolate of this 
patient, and Additional file  2: Table  S2 shows the com-
plete list of mutations of the viral isolate.

Discussion
The aim of the present study was to describe real-life 
experiences on the use of early therapies for COVID-19 
in high-risk SARS-CoV-2-infected patients at the Univer-
sity COVID-19 Centre of Calabria region. To our knowl-
edge, this is the largest Italian cohort of patients with 
COVID-19 who were treated early with mAbs and/or 
antivirals. Our experience demonstrated how proximity 
to a COVID-19-dedicated centre may improve the access 
to care facilitating successful clinical management. More-
over, by applying our algorithm for risk stratification, dis-
ease management and treatment, hospital admission was 
not required for most patients (98.6%).

Several factors may have contributed to this success. (i) 
Vaccine efficacy: most patients had already received a full 
schedule course against SARS-CoV-2 and were protected 
against severe COVID-19 [33, 34]. However, vaccinated 
people may present risk factors for disease progression 
[35], such as advanced age and comorbidities, which were 
more represented in our cohort compared with patients 
included in pivotal clinical trials [12–17]. Indeed, most 
patients were elderly (54.9%) and had at least 3 comor-
bidities (39.2%). Additionally, the length between the last 
dose of the vaccine and COVID-19 onset is a critical point 
in assessing the protection of patients against the severe 

form of the disease; the longer the length, the higher the 
risk of having a lower level of immunity and protection 
[36]. In the present study, patients who received mAb 
monotherapy also received the COVID-19 vaccine sev-
eral months before SARS-CoV-2 infection (mean time: 
153 days). Lastly, a significant benefit of early use of anti-
virals (namely NRM/r) was demonstrated even in vacci-
nated patients with a high risk of clinical complications, 
leading to a 38% lower risk of severe COVID-19 or death 
compared to placebo, when omicron was the dominant 
SARS-CoV-2 variant [37]. (ii) Rapid clinical assessment: 
diagnosis of SARS-CoV-2 infection was performed after 
a mean time of 1.3 days from symptom onset, and thera-
pies were administered after a mean of 3.3 days. We also 
highlighted the capacity of our territorial service centre, 
since 186/288 (64.6%) patients were managed as outpa-
tients in only 2 months of activity, while 102/288 (35.4%) 
were admitted to inpatient care during the 10 months of 
the study preceding the opening of the territorial cen-
tre to administer the treatment, often without any other 
appropriate indication for the hospital admission; there-
fore, implementation of territorial service centres could 
avoid hospital overcrowding, leading to possible clini-
cal, epidemiological and pharmacoeconomical benefits. 
(iii) Antiviral therapies: most patients received antivirals 
(67.7%), which showed in vitro activity against all SARS-
CoV-2 VOCs [38]. We believe that antiviral broad-spec-
trum activity against all SARS-CoV-2 variants may have 
had a further protective effect on the analysed patients, 
potentially affected by further vaccine-escaped SARS-
CoV-2 variants [39] or they did not respond to the vac-
cine [10]. However, owing to the lack of a control group, 
we could not fully explore this hypothesis. (iv) Antiviral 
and mAb combination therapy: most patients included in 
this subgroup were immunosuppressed because of hae-
matological malignancies (43.5%) or other clinical con-
ditions. Despite the fact that most patients received full 
vaccination for SARS-CoV-2, 65.2% of IgG anti-SARS-
CoV-2-spike antibodies were negative. We believe that 
combined therapy with mAbs and antiviral therapy may 
have had a benefit on clinical outcomes, as reported by 
other authors [19–21], as no patient treated with both 
mAbs and antiviral therapy required hospital admission.

We also emphasize that all patients for which COVID-
19 progression was observed were immunocompromised 
hosts, and after a long “honeymoon” period characterized 
by apparent clinical stability, clinical worsening occurred. 
Clinical management of these patients should be better 
tailored, and prompt treatment should be performed 
[20]. Conversely, in case #5, despite severe immunosup-
pression, after combination therapy with SOT and RMD, 
the patient rapidly improved and obtained viral clearance 
from naso-pharyngeal swab.
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Cases #1 to #4 illustrated clinical worsening after treat-
ment with mAbs (cases #1 to #3) or antiviral (RMD) (case 
#4). All viral isolates from these cases were sequenced, 
and several mutations were detected. In case #1, dele-
tion of 144-146del in the S gene was observed at baseline. 
This deletion has been associated with resistance to sev-
eral NTD-binding neutralising mAbs [40]. The Q493Ris 
mutation has been associated with long SARS-CoV-2 
infections [41] and increased (≥ 25 fold) resistance to 
BAM/ETE and CAS [40, 42]. The G446V mutation sub-
sequently observed in a major population (93%) of SARS-
CoV-2 isolates may contribute to the increased viral 
resistance to IMD (≥ 25 fold), while its effect on suscepti-
bility to CAS may not be significant [43].

The same is true for the R246I mutation observed in the 
minor viral population (27%), which is generally observed 
for the B.1.351 VOC [40], also it has been shown to be 
associated with resistance to several neutralizing mAbs 
binding to the N-terminal domain (NTD) [40]. Nota-
bly, on August 4, 2021, the A67S mutation was detected 
in the minor viral population (21%), which was recently 
observed in the B.1.1.7 VOC in the Calabria region and 
was associated with impaired recognition by T cells [44]. 
Lastly, the E484Q mutation reduces susceptibility to 
BAM (> 100 fold), and CAS (approximately tenfold) has 
already been reported [45]. Importantly, under mAbs 
pressure Spike protein selected the Q493R mutation, 
which later became natural mutation of Omicron VOC, 
suggesting a viral fitness advantage.

Regarding mutations of the ORF1a/b gene region, to 
our knowledge, no association with mAb therapy has 
been reported. By contrast, Gandhi et  al. reported that 
treatment with RDV may favor the E802D mutation in 
the nsp12 protein encoded by ORF1b [46]; however, in 
case #1, RDV combined with CAS/IMD did not result in 
the selection of nsp12 E802D.

Case #2 was infected with B.1.1.529 VOC sub-lineage 
BA.1.17. The G339D and S371L mutations have been 
associated with an elevated escape fraction and reduced 
susceptibility to SOT [47], whereas the 143-145del muta-
tion was associated with resistance to several neutraliz-
ing mAbs [40]. In contrast, the N440K mutation, typical 
of the B.1.1.529 VOC, was not associated with resistance 
to SOT [48].

In case #3 at baseline, SARS-CoV-2 (BA.2.9 sub-line-
age) major viral population usual spike mutations, such 
as G339D, S371L, and N440K were observed, for which, 
as reported earlier, impairment or maintenance of sus-
ceptibility to SOT, respectively, has been described [47, 
48].

The S371F mutation observed in the SARS-CoV-2 
(BA.2.9 sub-lineage) isolate from case #4 was asso-
ciated with impairment of CAS (14 to 28 fold) and 

IMD (11 to 126 fold) [47], whereas D405N and K417N 
mutations reduced susceptibility to CAS [49]. E484A 
and Q493R mutations were associated with resistance 
selection in  vivo by CAS/IMD mAbs and high-level 
resistance to CAS, respectively [42, 50].

Case #5 was infected with sub-lineage BA.1.15, which 
displayed the common core spike mutations of the 
B.1.1.529 VOC. As reported for other B.1.1.529 VOC-
positive patients, the SARS-CoV-2 major viral popula-
tion carried G339D, S371L, 143-145del, and N440K 
mutations related to SOT-administered therapy [40, 
47, 48]. Based on these observations, it is reasonable 
that combination therapy (including both antivirals 
and mAbs) should be performed as soon as possible in 
immunocompromised patients to control viral replica-
tion, hampering the emergence of escaping mutans and 
improving the clinical outcome.

This study has several limitations. First, it is a ret-
rospective and monocentric study, which included a 
limited number of patients. Second, a matched control 
group was not available. Third, SARS-CoV-2 variant 
typing was performed only in five patients of inter-
est. Therefore, further studies are necessary to con-
firm the improvement of efficacy with combination 
therapy compared to monotherapy. Moreover, we were 
not able to assess from our study whether emergence 
of SARS-CoV-2 mutations was a direct consequence of 
monotherapy.

Conclusions
In our patient group, a low rate of progression of 
COVID-19 requiring hospital admission was observed, 
which is in line with data reported in pivotal drug stud-
ies (0.7–6.8%) [12–17]. Since patients are carefully 
selected in randomized clinical trials, providing good 
adherence to study interventions, our real-life data are 
important to confirm the trial results. The dedicated 
COVID-19 proximity territorial service appeared to be 
able to strengthen the regional sanitary system, avoid-
ing the overwhelming of other services. Moreover, our 
results appear to support early combination therapy as 
a possible strategy to improve the clinical outcome of 
immunocompromised patients, who display a high risk 
of clinical progression even when treated with mono-
therapy [51].

Abbreviations
COVID-19: Coronavirus disease; SARS-CoV-2: Severe Acute Respiratory 
Syndrome Coronavirus-2; mAbs: Monoclonal antibodies; RMD: Remdesivir; 
MOL: Molnupiravir; NRM/r: Nirmatrelvir/ritonavir; BMI: Body mass index; WGS: 
Whole-genome sequencing; BAM/ETE: Bamlanivimab/etesevimab; SOT: Sotro-
vimab; NSTEMI: Non-ST-elevation myocardial infarction; CAS/IMD: Casirivimab/
imdevimab; VOC: Variant of concern; CT: Computed tomography.



Page 15 of 17Scaglione et al. BMC Infectious Diseases          (2022) 22:793  

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12879- 022- 07774-9.

Additional file 1: Table S1. Metrics of Next Generation Sequencing 
reported for each viral isolate.

Additional file 2: Table S2. Complete list of mutations identified in the 
SARS-CoV-2 genomes from patients described.

Acknowledgements
We thank all the clinical, laboratory, and nursing staff members who cared for 
the patients at the COVID-19 University Centre of Calabria Region. IDTM UMG 
COVID-19 Group: Enrico Maria Trecarichi, Alessandro Russo, Francesca Sera-
pide, Bruno Tassone, Paolo Fusco, Vincenzo Scaglione, Chiara Davoli, Rosaria 
Lionello, Valentina La Gamba, Salvatore Rotundo, Helen Morrone, Lavinia 
Berardelli, Maria Teresa Tassone, Vincenzo Olivadese, Riccardo Serraino, Chiara 
Costa, Stefano Alcaro, Caterina De Filippo, Giovambattista De Sarro, Arturo 
Pujia, Aldo Quattrone, Francesco Saverio Costanzo, Giovanni Cuda, Daniela 
Patrizia Foti, Giuseppe Viglietto, Giovanni Matera, Federico Longhini, Andrea 
Bruni, Eugenio Garofalo, Eugenio Biamonte, Vincenzo Brescia, Domenico 
Laganà, Maria Petullà, Bernardo Bertucci, Angela Quirino, Giorgio Settimo 
Barreca, Aida Giancotti, Luigia Gallo, Angelo Lamberti, Nadia Marascio, Adele 
Emanuela De Francesco, Simona Mirarchi, Carlo Torti

Author contributions
Conception, VS, SR, NM, CT; design, NM, GV, FSC, CDM, CV, BMC, GM, CT; 
software, validation, EMT, CT; analysis of data, VS, SR, BMC; investigation, VS, 
SR, NM, CDM, CV, CD, VO, BMC, AR, EMT, CT; data curation, VS, SR, NM, BMC; 
writing, original draft preparation, VS, SR, NM, GV, CT; writing and substantial 
revision of the manuscript, GV, RL, LB, CDM, CV, AQ, FS, BT, CD, VO, VLG, AB, 
HLM, BMC, GM, AR, FSC, EMT, CT; and supervision, FSC, GV, GM, EMT, CT. All 
the current authors have approved the present version of the manuscript and 
have agreed both to be personally accountable for the author’s own contribu-
tions and to ensure that questions related to the accuracy or integrity of any 
part of the work, even ones in which the author was not personally involved, 
are appropriately investigated, resolved, and the resolution documented in 
the literature. CT is the guarantor responsible for the contents of the manu-
script. All authors read and approved the final manuscript.

Funding
This study was partially supported by Regione Calabria (noCOVID19@UMG 
POR Calabria-FESR/FSE 2014–2020 D.D.R.C. n. 4584 del 4/5/2021- Azione 
10.5.12).

Availability of data and materials
The datasets used and/or analysed during the current study are de-identified 
and available from the corresponding author (torti@unicz.it) on reasonable 
request.

Declarations

Ethics approval and consent to participate
This study was conducted using retrospectively collected anonymized data 
and performed in accordance with the Declaration of Helsinki and principles 
of good clinical practice (World Medical Association 2013). This retrospec-
tive analysis was notified to the Ethics Committee of the Calabria region 
on May 13, 2020. The need for written informed consent was waived for 
patients owing to the retrospective nature of the study. In Italy, such studies 
do not require ethical approval by an Ethics Committee as determined by 
as determined by the Italian Drug Agency note 20 March 2008 (GU Serie 
Generale no. 76 31/3/2008). For patients entering the study from January 
20, 2022, the study was approved by the Ethics Committee of the Calabria 
region (protocol reference n. 21, FESR/FSE 2014–2020 DDRC n. 4585, Action 
10.5.12, noCOVID19@UMG). Patients enrolled in this part of the study signed 
an informed consent.

Consent to publish
The patients described in the case series gave written consent for their data to 
be published.

Competing interests
None to disclose.

Author details
1 Chair of Infectious and Tropical Diseases, Department of Medical and Surgical 
Sciences, “Magna Græcia” University, Viale Europa, Loc. Germaneto, 88100 Cat-
anzaro, Italy. 2 Chair of Clinical Microbiology, Department of Health Sciences, 
“Magna Græcia” University, Catanzaro, Italy. 3 Department of Experimental 
and Clinical Medicine, “Magna Græcia” University, Catanzaro, Italy. 4 Chair 
of Intensive Care, Department of Medical and Surgical Sciences, “Magna 
Græcia” University, Catanzaro, Italy. 5 Unit of Medical Statistics, Biometrics 
and Bioinformatics “Giulio A. Maccacaro”, Department of Clinical Sciences 
and Community Health, Faculty of Medicine and Surgery, University of Milan, 
Milan, Italy. 6 Department of Experimental and Clinical Medicine, Interdepart-
mental Center of Services (CIS), Molecular Genomics and Pathology, “Magna 
Græcia” University, Catanzaro, Italy. 

Received: 20 July 2022   Accepted: 9 October 2022

References
 1. Gralinski LE, Menachery VD: Return of the Coronavirus: 2019-nCoV. Viruses 

2020, 12(2).
 2. Coronaviridae Study Group of the International Committee on Taxonomy 

of V: The species Severe acute respiratory syndrome-related coronavirus: 
classifying 2019-nCoV and naming it SARS-CoV-2. Nat Microbiol 2020, 
5(4):536–544.

 3. Fisher D, Heymann D. Q&A: The novel coronavirus outbreak causing 
COVID-19. BMC Med. 2020;18(1):57.

 4. Zeng H, Ma Y, Zhou Z, Liu W, Huang P, Jiang M, Liu Q, Chen P, Luo H, Chen 
Y. Spectrum and clinical characteristics of symptomatic and asympto-
matic coronavirus disease 2019 (COVID-19) with and without pneumonia. 
Front Med (Lausanne). 2021;8: 645651.

 5. Hu B, Guo H, Zhou P, Shi ZL. Characteristics of SARS-CoV-2 and COVID-19. 
Nat Rev Microbiol. 2021;19(3):141–54.

 6. Trecarichi EM, Mazzitelli M, Serapide F, Pelle MC, Tassone B, Arrighi E, 
Perri G, Fusco P, Scaglione V, Davoli C, et al. Clinical characteristics and 
predictors of mortality associated with COVID-19 in elderly patients from 
a long-term care facility. Sci Rep. 2020;10(1):20834.

 7. Lopez Bernal J, Andrews N, Gower C, Robertson C, Stowe J, Tessier E, 
Simmons R, Cottrell S, Roberts R, O’Doherty M, et al. Effectiveness of the 
Pfizer-BioNTech and Oxford-AstraZeneca vaccines on covid-19 related 
symptoms, hospital admissions, and mortality in older adults in England: 
test negative case-control study. BMJ. 2021;373: n1088.

 8. Feikin DR, Higdon MM, Abu-Raddad LJ, Andrews N, Araos R, Goldberg 
Y, Groome MJ, Huppert A, O’Brien KL, Smith PG, et al. Duration of 
effectiveness of vaccines against SARS-CoV-2 infection and COVID-19 
disease: results of a systematic review and meta-regression. Lancet. 
2022;399(10328):924–44.

 9. Christie A, Mbaeyi SA, Walensky RP. CDC interim recommenda-
tions for fully vaccinated people: an important first step. JAMA. 
2021;325(15):1501–2.

 10. Lee A, Wong SY, Chai LYA, Lee SC, Lee MX, Muthiah MD, Tay SH, Teo CB, 
Tan BKJ, Chan YH, et al. Efficacy of covid-19 vaccines in immunocom-
promised patients: systematic review and meta-analysis. BMJ. 2022;376: 
e068632.

 11. Shi R, Shan C, Duan X, Chen Z, Liu P, Song J, Song T, Bi X, Han C, Wu L, 
et al. A human neutralizing antibody targets the receptor-binding site of 
SARS-CoV-2. Nature. 2020;584(7819):120–4.

 12. Dougan M, Nirula A, Azizad M, Mocherla B, Gottlieb RL, Chen P, Hebert C, 
Perry R, Boscia J, Heller B, et al. Bamlanivimab plus etesevimab in mild or 
moderate covid-19. N Engl J Med. 2021;385(15):1382–92.

 13. Weinreich DM, Sivapalasingam S, Norton T, Ali S, Gao H, Bhore R, Xiao 
J, Hooper AT, Hamilton JD, Musser BJ, et al. REGEN-COV antibody 

https://doi.org/10.1186/s12879-022-07774-9
https://doi.org/10.1186/s12879-022-07774-9


Page 16 of 17Scaglione et al. BMC Infectious Diseases          (2022) 22:793 

combination and outcomes in outpatients with covid-19. N Engl J Med. 
2021;385(23): e81.

 14. Gupta A, Gonzalez-Rojas Y, Juarez E, Crespo Casal M, Moya J, Falci DR, 
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(21):1941–50.

 15. Gottlieb RL, Vaca CE, Paredes R, Mera J, Webb BJ, Perez G, Oguchi G, Ryan 
P, Nielsen BU, Brown M, et al. Early remdesivir to prevent progression to 
severe covid-19 in outpatients. N Engl J Med. 2022;386(4):305–15.

 16. JaykBernal A, GomesdaSilva MM, Musungaie DB, Kovalchuk E, Gonzalez A, 
DelosReyes V, Martin-Quiros A, Caraco Y, Williams-Diaz A, Brown ML, et al. 
Molnupiravir for Oral treatment of covid-19 in nonhospitalized patients. N 
Engl J Med. 2022;386(6):509–20.

 17. Hammond J, Leister-Tebbe H, Gardner A, Abreu P, Bao W, Wisemandle W, 
Baniecki M, Hendrick VM, Damle B, Simon-Campos A, et al. Oral nirmatrel-
vir for high-risk, nonhospitalized adults with covid-19. N Engl J Med. 
2022;386(15):1397–408.

 18. Dal-Re R, Becker SL, Bottieau E, Holm S. Availability of oral antivirals 
against SARS-CoV-2 infection and the requirement for an ethical prescrib-
ing approach. Lancet Infect Dis. 2022. https:// doi. org/ 10. 1016/ S1473- 
3099(22) 00119-0.

 19. Pulvirenti F, Milito C, Cinetto F, Fernandez Salinas A, Terreri S, Piano Mortari 
E, Auria S, Soccodato V, Miriam L, Nicastri E, et al. Severe acute respiratory 
syndrome coronavirus 2 monoclonal antibody combination therapy in 
patients with coronavirus disease 2019 and primary antibody deficiency. 
J Infect Dis. 2022;225(5):820–4.

 20. D’Abramo A, Vita S, Maffongelli G, Beccacece A, Agrati C, Cimini E, 
Colavita F, Giancola ML, Cavasio A, Nicastri E, et al. Clinical management 
of patients with B-cell depletion agents to treat or prevent prolonged 
and severe SARS-COV-2 infection: defining a treatment pathway. Front 
Immunol. 2022;13: 911339.

 21. Dioverti MV, Gaston DC, Morris CP, Huff CA, Jain T, Jones R, Anders V, 
Lederman H, Saunders J, Mostafa HH, et al. Combination therapy with 
casirivimab/imdevimab and remdesivir for protracted SARS-CoV-2 infec-
tion in B-cell-depleted patients. Open Forum Infect Dis. 2022;9(6):ofac064.

 22. Bhimraj A, Morgan RL, Shumaker AH, Lavergne V, Baden L, Cheng VC, 
Edwards KM, Gandhi R, Muller WJ, O’Horo JC et al: Infectious Diseases 
Society of America Guidelines on the treatment and management of 
patients with COVID-19. Clin Infect Dis 2020.

 23. Regione Emilia Romagna (Italy). Antivirals and monoclonal antibodies 
therapies in mild/moderate COVID-19 patients at risk of progression to 
severe forms. https:// salute. regio ne. emilia- romag na. it/ ssr/ strum enti-e- 
infor mazio ni/ ptr/ archi vio/ atti- regio nali-e- docum enti- ptr/ docptr- 332_- 
antiv irali-e- moab- covid- genn2 022-2. pdf Accessed on July 8, 2022.

 24. Regione Calabria (Italy). Antivirals and monoclonal antibodies therapies 
in mild/moderate COVID-19 patients at risk of progression to severe 
forms. https:// www. regio ne. calab ria. it/ websi te/ porta lmedia/ 2022- 03/ 
Docum ento- di- indir izzo- regio nale- monoc lonali- e- antiv irali. pdf Accessed 
on July 8, 2022.

 25. Italian Drug Agency (AIFA). Use of monoclonal antibodies for COVID-19. 
https:// www. aifa. gov. it/ uso- degli- antic orpi- monoc lonali Accessed on 
July 8, 2022.

 26. Italian Drug Agency (AIFA). Use of antivirals for COVID-19. https:// www. 
aifa. gov. it/ uso- degli- antiv irali- orali- per- covid- 19 Accessed on July 8, 2022.

 27. Kataria VK, Berhe M, Sandkovsky U. Effect on SARS-CoV-2 viral load using 
combination therapy with casirivimab/imdevimab and remdesivir. Proc 
(Bayl Univ Med Cent). 2022;35(5):655–7.

 28. Garzi G, Cinetto F, Firinu D, Di Napoli G, Lagnese G, Punziano A, Bez P, 
Cinicola BL, Costanzo G, Scarpa R, et al. Real-life data on monoclonal anti-
bodies and antiviral drugs in Italian inborn errors of immunity patients 
during COVID-19 pandemic. Front Immunol. 2022;13: 947174.

 29. Regione Calabria (Italy). Drug prescribing centers for the treatment of 
outpatient COVID-19 patients. https:// www. regio ne. calab ria. it/ websi te/ 
porta lmedia/ 2022- 03/ CENTRI- PRESC RITTO RI_ AGGIO RNAME NTO- AL- 30- 
MARZO- 2022. pdf Accessed on July 8, 2022.

 30. National Institutes of Health. Coronavirus Disease 2019 (COVID-19) 
Treatment Guidelines. https:// www. covid 19tre atmen tguid elines. nih. gov/ 
Accessed on July 8, 2022.

 31. Italian Ministry of Health. Covid-19, questions and answers/Diagnostic 
tests, contact tracing, isolation and self-monitoring. https:// www. salute. 

gov. it/ porta le/ nuovo coron avirus/ detta glioF aqNuo voCor onavi rus. jsp? 
lingua= itali ano& id= 244 Accessed on July 8, 2022.

 32. O’Toole Á, Scher E, Underwood A, Jackson B, Hill V, McCrone JT, et al. 
Assignment of epidemiological lineages in an emerging pandemic using 
the pangolin tool. Virus Evol. 2021;7(2):veab064. https:// doi. org/ 10. 1093/ 
ve/ veab0 64.

 33. Agrawal U, Katikireddi SV, McCowan C, Mulholland RH, Azcoaga-Lorenzo 
A, Amele S, Fagbamigbe AF, Vasileiou E, Grange Z, Shi T, et al. COVID-19 
hospital admissions and deaths after BNT162b2 and ChAdOx1 nCoV-19 
vaccinations in 257 million people in Scotland (EAVE II): a prospective 
cohort study. Lancet Respir Med. 2021;9(12):1439–49.

 34. McNamara LA, Wiegand RE, Burke RM, Sharma AJ, Sheppard M, Adjemian 
J, Ahmad FB, Anderson RN, Barbour KE, Binder AM, et al. Estimating the 
early impact of the US COVID-19 vaccination programme on COVID-19 
cases, emergency department visits, hospital admissions, and deaths 
among adults aged 65 years and older: an ecological analysis of national 
surveillance data. Lancet. 2022;399(10320):152–60.

 35. Arregoces-Castillo L, Fernandez-Nino J, Rojas-Botero M, Palacios-Clavijo 
A, Galvis-Pedraza M, Rincon-Medrano L, Pinto-Alvarez M, Ruiz-Gomez 
F, Trejo-Valdivia B. Effectiveness of COVID-19 vaccines in older adults in 
Colombia: a retrospective, population-based study of the ESPERANZA 
cohort. Lancet Healthy Longev. 2022;3(4):e242–52.

 36. Vangeel L, Chiu W, De Jonghe S, Maes P, Slechten B, Raymenants J, Andre 
E, Leyssen P, Neyts J, Jochmans D. Remdesivir, molnupiravir and nirmatrel-
vir remain active against SARS-CoV-2 Omicron and other variants of 
concern. Antiviral Res. 2022;198: 105252.

 37. Najjar-Debbiny R, Gronich N, Weber G, Khoury J, Amar M, Stein N, Gold-
stein LH, Saliba W, Effectiveness of Paxlovid in Reducing Severe COVID-19 
and Mortality in High Risk Patients. Clin Infect Dis; 2022.

 38. Fabiani M, Puopolo M, Morciano C, Spuri M, Spila Alegiani S, Filia A, 
D’Ancona F, Del Manso M, Riccardo F, Tallon M, et al. Effectiveness of 
mRNA vaccines and waning of protection against SARS-CoV-2 infection 
and severe covid-19 during predominant circulation of the delta variant 
in Italy: retrospective cohort study. BMJ. 2022;376: e069052.

 39. Nemet I, Kliker L, Lustig Y, Zuckerman N, Erster O, Cohen C, Kreiss Y, 
Alroy-Preis S, Regev-Yochay G, Mendelson E, et al. Third BNT162b2 vac-
cination neutralization of SARS-CoV-2 omicron infection. N Engl J Med. 
2022;386(5):492–4.

 40. Wang P, Nair MS, Liu L, Iketani S, Luo Y, Guo Y, Wang M, Yu J, Zhang B, 
Kwong PD, et al. Antibody resistance of SARS-CoV-2 variants B.1.351 and 
B.1.1.7. Nature. 2021;593(7857):130–5.

 41. Lennerstrand J, Palanisamy N. Global prevalence of adaptive and 
prolonged infections’ mutations in the receptor-binding domain of the 
SARS-CoV-2 spike protein. Viruses. 2021;13(10):1974.

 42. Weisblum Y, Schmidt F, Zhang F, DaSilva J, Poston D, Lorenzi JC, Muecksch 
F, Rutkowska M, Hoffmann HH, Michailidis E, et al. Escape from neutraliz-
ing antibodies by SARS-CoV-2 spike protein variants. Elife. 2020;9:e61312.

 43. Copin R, Baum A, Wloga E, Pascal KE, Giordano S, Fulton BO, Zhou A, 
Negron N, Lanza K, Chan N, et al. The monoclonal antibody combination 
REGEN-COV protects against SARS-CoV-2 mutational escape in preclinical 
and human studies. Cell. 2021;184(15):3949–61.

 44. De Marco C, Marascio N, Veneziano C, Biamonte F, Trecarichi EM, San-
tamaria G, Leviyang S, Liberto MC, Mazzitelli M, Quirino A, et al. Whole-
genome analysis of SARS-CoV-2 in a 2020 infection cluster in a nursing 
home of Southern Italy. Infect Genet Evol. 2022;99: 105253.

 45. Gottlieb RL, Nirula A, Chen P, Boscia J, Heller B, Morris J, Huhn G, Cardona 
J, Mocherla B, Stosor V, et al. Effect of bamlanivimab as monotherapy or in 
combination with etesevimab on viral load in patients with mild to mod-
erate COVID-19: a randomized clinical trial. JAMA. 2021;325(7):632–44.

 46. Gandhi S, Klein J, Robertson AJ, Pena-Hernandez MA, Lin MJ, Roychoud-
hury P, Lu P, Fournier J, Ferguson D, Mohamed Bakhash SAK, et al. De 
novo emergence of a remdesivir resistance mutation during treatment 
of persistent SARS-CoV-2 infection in an immunocompromised patient: a 
case report. Nat Commun. 2022;13(1):1547.

 47. VanBlargan LA, Errico JM, Halfmann PJ, Zost SJ, Crowe JE Jr, Purcell LA, 
Kawaoka Y, Corti D, Fremont DH, Diamond MS. An infectious SARS-CoV-2 
B.1.1.529 Omicron virus escapes neutralization by therapeutic monoclo-
nal antibodies. Nat Med. 2022;28(3):490–5.

 48. Cathcart AL, Havenar-Daughton C, Lempp FA, Ma D, Schmid MA, Agostini 
ML, et al. The dual function monoclonal antibodies VIR-7831 and VIR-7832 

https://doi.org/10.1016/S1473-3099(22)00119-0
https://doi.org/10.1016/S1473-3099(22)00119-0
https://salute.regione.emilia-romagna.it/ssr/strumenti-e-informazioni/ptr/archivio/atti-regionali-e-documenti-ptr/docptr-332_-antivirali-e-moab-covid-genn2022-2.pdf
https://salute.regione.emilia-romagna.it/ssr/strumenti-e-informazioni/ptr/archivio/atti-regionali-e-documenti-ptr/docptr-332_-antivirali-e-moab-covid-genn2022-2.pdf
https://salute.regione.emilia-romagna.it/ssr/strumenti-e-informazioni/ptr/archivio/atti-regionali-e-documenti-ptr/docptr-332_-antivirali-e-moab-covid-genn2022-2.pdf
https://www.regione.calabria.it/website/portalmedia/2022-03/Documento-di-indirizzo-regionale-monoclonali-e-antivirali.pdf
https://www.regione.calabria.it/website/portalmedia/2022-03/Documento-di-indirizzo-regionale-monoclonali-e-antivirali.pdf
https://www.aifa.gov.it/uso-degli-anticorpi-monoclonali
https://www.aifa.gov.it/uso-degli-antivirali-orali-per-covid-19
https://www.aifa.gov.it/uso-degli-antivirali-orali-per-covid-19
https://www.regione.calabria.it/website/portalmedia/2022-03/CENTRI-PRESCRITTORI_AGGIORNAMENTO-AL-30-MARZO-2022.pdf
https://www.regione.calabria.it/website/portalmedia/2022-03/CENTRI-PRESCRITTORI_AGGIORNAMENTO-AL-30-MARZO-2022.pdf
https://www.regione.calabria.it/website/portalmedia/2022-03/CENTRI-PRESCRITTORI_AGGIORNAMENTO-AL-30-MARZO-2022.pdf
https://www.covid19treatmentguidelines.nih.gov/
https://www.salute.gov.it/portale/nuovocoronavirus/dettaglioFaqNuovoCoronavirus.jsp?lingua=italiano&id=244
https://www.salute.gov.it/portale/nuovocoronavirus/dettaglioFaqNuovoCoronavirus.jsp?lingua=italiano&id=244
https://www.salute.gov.it/portale/nuovocoronavirus/dettaglioFaqNuovoCoronavirus.jsp?lingua=italiano&id=244
https://doi.org/10.1093/ve/veab064
https://doi.org/10.1093/ve/veab064


Page 17 of 17Scaglione et al. BMC Infectious Diseases          (2022) 22:793  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

demonstrate potent in vitro and in vivo activity against SARS-CoV-2. 
bioRxiv. 2021. https:// doi. org/ 10. 1101/ 2021. 03. 09. 434607.

 49. Ai J, Wang X, He X, Zhao X, Zhang Y, Jiang Y, Li M, Cui Y, Chen Y, Qiao R 
et al: Antibody evasion of SARS-CoV-2 Omicron BA.1, BA.1.1, BA.2, and 
BA.3 sub-lineages. Cell Host Microb; 2022.

 50. Choi B, Choudhary MC, Regan J, Sparks JA, Padera RF, Qiu X, Solo-
mon IH, Kuo HH, Boucau J, Bowman K, et al. Persistence and evolu-
tion of SARS-CoV-2 in an immunocompromised host. N Engl J Med. 
2020;383(23):2291–3.

 51. Calderon-Parra J, Munez-Rubio E, Fernandez-Cruz A, Garcia-Sanchez MC, 
Maderuelo-Gonzalez E, Lopez-Dosil M, Calvo-Salvador M, Banos-Perez 
I, Valle-Falcones M, Ramos-Martinez A. Incidence, clinical presentation, 
relapses and outcome of severe acute respiratory syndrome coronavirus 
2 (SARS-CoV-2) infection in patients treated with anti-CD20 monoclonal 
antibodies. Clin Infect Dis. 2022;74(10):1786–94.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1101/2021.03.09.434607

	Lessons learned and implications of early therapies for coronavirus disease in a territorial service centre in the Calabria region: a retrospective study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study design and population
	Setting in the territorial service centre
	Data collection
	Microbiological procedures
	SARS-CoV-2 genome analysis by whole genome sequencing
	Statistical analysis

	Results
	Demographic, clinical characteristic, treatment and outcome
	Clinical and virological course of patients who received monotherapy as initial treatment for COVID-19
	Case #1
	Case #2
	Case #3
	Case #4

	Clinical and virological course of a patient treated with early combination therapy for COVID-19
	Case #5


	Discussion
	Conclusions
	Acknowledgements
	References


