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ARTICLE INFO ABSTRACT

Keywords: Coronavirus disease 2019 (COVID-19), caused by severe acute respiratory syndrome coronavirus
COVID-19 2 (SARS-CoV-2), is characterized by a wide spectrum of symptom severity, which is manifested at
Immune-response different phases of infection and demands different levels of care. Viral load, host innate-immune
gﬁ:om;litilc(;? d response to SARS-CoV-2, and comorbidities have a direct impact on the clinical outcomes of
NSAID COVID-19 patients and determine the diverse disease trajectories. The initial SARS-CoV-2 pene-
Prostanoids trance and replication in the host causes death of infected cells, determining the viral response.

SARS-CoV-2 replication in the host triggers the activation of host antiviral immune mechanisms,
determining the inflammatory response. While a healthy immune response is essential to elimi-
nate infected cells and prevent spread of the virus, a dysfunctional immune response can result in

a cytokine storm and hyperinflammation, contributing to disease progression.

Current therapies for COVID-19 target the virus and/or the host immune system and may be
complicated in their efficacy by comorbidities. Here we review the evidence for use of two classes
of anti-inflammatory drugs, glucocorticoids and nonsteroidal anti-inflammatory drugs (NSAIDs)
for the treatment of COVID-19. We consider the clinical evidence regarding the timing and ef-
ficacy of their use, their potential limitations, current recommendations and the prospect of future

studies by these and related therapies.

1. Introduction

Coronavirus disease 19 (COVID-19), caused by severe acute respiratory syndrome—coronavirus (SARS-CoV)-2, broke out in Wuhan
(China) as atypical interstitial pneumonia in late 2019 (Wu et al., 2020b). SARS-CoV-2 infection has now spread to over 220 countries,
leading to a global pandemic (Zheng, 2020). As of July 2021, more than 188 million individuals worldwide have tested positive for
SARS-CoV-2 and over 4 million people have died due to COVID-19 (https://www.who.int/emergencies/diseases/novel-coronavirus-

2019).

COVID-19: pathogenesis. SARS-CoV-2 is an enveloped B-coronavirus, containing one positive-strand RNA (Lu et al., 2020). Its
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genome comprises 29.9 kilobases, contains 14 open reading frames encoding 27 proteins and shares 88%, 79.5% and 50% identity
with two bat-derived SARS-like coronaviruses, SARS-CoV and Middle East respiratory syndrome-related (MERS)-CoV, respectively (Lu
etal., 2020). However, dissimilarity in their surface proteins and viral load kinetics determines the differential rates of transmission of
the various coronaviruses (Cevik et al., 2020). SARS-CoV-2 binds, via spike-glycoproteins (S protein) expressed on its envelope, host
receptors like angiotensin-converting enzyme 2 (ACE2) and neuropilin for its attachment and entry into the target cells (Cantuti--
Castelvetri et al., 2020; Daly et al., 2020; Hoffmann et al., 2020). After the S protein is cleaved by the host transmembrane protease
serine 2 (TMPRSS2) and endocytic cathepsin L, the host-viral membrane fusion occurs and determines the release of the viral RNA
genome into the host cell cytoplasm (Hoffmann et al., 2020; Wrapp et al., 2020).

SARS-CoV-2 is a cytopathic virus and upon penetrance and replication causes lysis of infected cells, release of cytokines (TNF—a, IL-
6, IL-8), free radicals, and activation of several non-specific responses including (C-reactive protein (CRP), D-dimer, ferritin, lactate
dehydrogenase and fibrinogen), determining the early viral response. In addition, SARS-CoV-2 replication in the host cell triggers
activation of host antiviral immune mechanisms, including recruitment and activation of specific leukocyte subsets, induction of
interferon (INF)y, and additional release of cytokines, chemokines and other inflammatory mediators, determining the inflammatory
response (Cevik et al., 2020). A healthy immune response is essential to eliminate the infected cells and prevent the spread of the virus,
while an aberrant host immune response further contributes to the pathogenesis of COVID-19 by causing hyper-inflammation and a
cytokine storm (Moore and June 2020; Song et al., 2020). Timing and biological context determines whether a given immune response
is beneficial or detrimental. However, the distinction between these two phases of infection varies between people, reflecting dif-
ferences in viral load, cellular defense and immune competence, and the presence of comorbidities and they cannot be easily
distinguished clinically. This complicates the decision to intervene with immunomodulatory therapies and yet timing of intervention is
likely to be an important determinant of therapeutic response.

COVID-19: Clinical response. SARS-CoV-2 infection can evoke a broad spectrum of clinical response ranging from asymptomatic
infection and mild upper respiratory symptoms (fever, sore throat, cough) to severe complications including acute respiratory distress
syndrome (ARDS), acute renal failure, heart attack, stroke, and death, with persistent morbidity in some survivors (Ortiz-Prado et al.,
2020; Young et al., 2020; Zhang et al., 2020a). Early symptoms of SARS-CoV-2 infection may include myalgias/arthralgias, chest pain,
headache, tiredness/exhaustion, loss of taste or smell, rash on skin or discoloration of the toes, and gastrointestinal issues (Zhang et al.,
2020a). However, these responses are not specific to SARS-CoV-2. Older age, male sex, and preexisting comorbidities have been
associated with worse outcomes (Docherty et al., 2020; Grasselli et al., 2020; Richardson et al., 2020). The large span of symptom
severity, which may be manifest within an individual at different stages of the disease, demand different levels of care. A diversity of
immune phenotypes has been described in COVID-19 but their precise mechanistic relationship to clinical outcomes remains to be
elucidated. Predicting the clinical progression and outcome of SARS-CoV-2 infection (Wadman et al., 2020), which reflects hetero-
geneity in the host-immune response (Blanco-Melo et al., 2020; Giamarellos-Bourboulis et al., 2020; Kuri-Cervantes et al., 2020; Lucas
et al., 2020; Mathew et al., 2020), represents one of the greatest challenges in managing patients with COVID-19.

COVID-19: Therapy. Current therapies for COVID-19 target the virus and/or the host immune system and may be complicated in
their efficacy by comorbidities. Remdesivir is the only antiviral drug approved or authorized for emergency use from several inter-
national drug agencies, but not by the World Health Organization (WHO), to treat hospitalized COVID-19 patients (https://www.
covidl9treatmentguidelines.nih.gov/antiviral-therapy/remdesivir/; https://www.ema.europa.eu/en/news/ema-provides-recomme
ndations-compassionate-use-remdesivir-covid-19; https://www.tga.gov.au/media-release/australias-first-covid-treatment-approved;
https://www.who.int/news-room/feature-stories/detail/who-recommends-against-the-use-of-remdesivir-in-covid-19-patients). Whi
le the potential clinical efficacy of molecules emerging from high throughput screens is explored (Pham et al., 2021), the use of
dexamethasone in patients with severe disease has been established with the Randomised Evaluation of COVID-19 Therapy (RE-
COVERY) trial (Horby et al., 2021). More controversial is the use of glucocorticoids in patients who are not on supplemental oxygen in
the Intensive Care Unit and the use of nonsteroidal anti-inflammatory drugs (NSAID)s to quell the immune response at any stage of the
disease.

In this review we discuss the clinical evidence regarding the timing and efficacy of using glucocorticoids and NSAIDs in COVID-19
patients, their potential limitations, current recommendations and the prospect of future studies by these and related therapies.

1.1. Glucocorticoids in COVID-19

Dexamethasone, prednisone and methylprednisolone are synthetic compounds which mimic the biological effects of the endog-
enous glucocorticoids, namely cortisone or hydrocortisone, by binding to the glucocorticoid receptor. The various glucocorticoids
differ in their potency and selectivity for corticosteroid receptors, in half-life, duration of action, and frequency of administration.
Glucocorticoids have pleiotropic physiological effects, including regulation of cell-growth, metabolism, reproduction, development,
inflammation, appetite and the immune system. They are extensively used to treat autoimmune disease, asthma, inflammatory and
allergic disorders (Brunton et al., 2018). Given their powerful anti-inflammatory and immunomodulatory effects, glucocorticoids have
been used in SARS-CoV-2 infection to counter aberrant host immune responses and prevent the immune-mediated damage observed in
some COVID-19 patients (Huang et al., 2021). The anti-inflammatory action of glucocorticoids is mostly due to inhibition of the NF-xB
pathway, which can be activated by SARS-CoV-2 (Hadjadj et al., 2020; Kircheis et al., 2020). Glucocorticoids, by inducing I kappa B
synthesis, prevent translocation of activated NF-kB into the nucleus and the consequent upregulation of pro-inflammatory genes with
release of cytokines, chemokines, and prostanoids (Auphan et al., 1995; Brunton et al., 2018; Scheinman et al., 1995). The plasma
levels of some of these cytokines have been associated with COVID-19 severity (Hadjadj et al., 2020; Moore and June 2020). In
addition, glucocorticoids can inhibit fibrosis of healing tissue (Weber, 1992). This could be particularly beneficial in COVID-19
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patients, considering the high rate of fibrosis in late stages of disease (George et al., 2020). Moreover, glucocorticoids can potentially
activate ACE-2 or modulate its expression in contrast to its downregulation caused by SARS-CoV-2 (Xiang et al., 2020).

Many clinical trials have been conducted with glucocorticoids in COVID-19 patients and they have yielded contrasting results, with
beneficial effects depending on disease severity (Angus et al., 2020; Dequin et al., 2020; Fadel et al., 2020; Horby et al., 2021; Hu et al.,
2020; Jeronimo et al., 2021; Tomazini et al., 2020; Villar et al., 2020; Wu et al., 2020a). Interestingly, a similar conclusion was drawn
from clinical studies on the use of the glucocorticoids in septic shock (Finfer, 2008; Lamontagne et al., 2018) and in ARDS not related to
COVID-19 (Reddy et al., 2020; Segel, 2007).

The RECOVERY trial provides the most reliable data on the use glucocorticoids in severe COVID-19 patients. In this large ran-
domized clinical trial, >6,400 patients in this arm of the study, the use of dexamethasone for up to ten days was associated with
reduction of 28-day mortality of hospitalized COVID-19 patients on mechanical ventilation by about 30% and on oxygen supple-
mentation by 20% compared to standard care. However, dexamethasone did not provide a beneficial effect in hospitalized COVID-19
patients who were not receiving respiratory support (Horby et al., 2021). Although this trial presents some methodological flaws, did
not measure the activation of the immune system and did not assess side effects, it clearly defined a precise target population which
could benefit by the treatment with glucocorticoids. Consistently, a prospective meta-analysis of seven clinical trials with different
glucocorticoids in critically ill COVID-19 patients revealed a lower 28-day all-cause mortality in patients systemically treated with
glucocorticoids compared with placebo or usual care (Sterne et al., 2020). Subsequent studies further tried to identify subsets of severe
COVID-19 patients which are more likely to respond to therapy with glucocorticoids. For example, an observational study reported an
association between glucocorticoid use and reduced risk of mortality or mechanical ventilation only in hospitalized COVID-19 patients
with high levels of CRP (>20 mg/dL) (Keller et al., 2020). Another study reported that therapy with glucocorticoids was associated
with lower 60-day all-cause mortality only in severe COVID-19 patients with a ratio of neutrophils to lymphocytes (NLR) > 6.11 at
admission (Cai et al., 2021).

Other clinical studies with glucocorticoids in COVID-19 patients were inconclusive and presented several limitations, including
being underpowered, lacking clear indices of clinical progress, or inadequate investigation into potential side effects (Angus et al.,
2020; Dequin et al., 2020; Jeronimo et al., 2021; Villar et al., 2020). So far, therapy with glucocorticoids is the only therapeutic
intervention able to reduce mortality in severe COVID-19 patients.

A few retrospective studies also reported benefits from glucocorticoids in hospitalized COVID-19 patients with pneumonia since
SARS-CoV-2 infection triggers a massive influx and activation of leukocytes in lung parenchyma (Fernandez-Cruz et al., 2020; Liu
et al., 2020a; Wang et al., 2020; Wu et al., 2020a). These studies included both patients requiring oxygen therapy or mechanical
ventilation and patients with normal blood oxygen level. In a study conducted in hospitalized COVID-19 patients, including only
patients which did not require oxygen therapy or mechanical ventilations, the short-course and low-dose applications of corticoste-
roids, co-administered with immunoglobulin, reached neutral results in term of some clinical outcomes (progression to severe illness
and time from illness onset to viral clearance) and increased the length of the hospital stay compared to COVID-19 patients not treated
with corticosteroids with relatively milder disease (Hu et al., 2020). The studies on the effect of glucocorticoids in hospitalized
COVID-19 patients with pneumonia are not conclusive, since they enrolled COVID-19 patients with heterogeneous disease severity and
they had different clinical end-points, so therefore additional investigations are needed.

Very little evidence is available regarding the effectiveness of the therapy with glucocorticoids in COVID-19 patients with mild
disease in the outpatient setting. A recent open-label, parallel-group, phase 2, randomised controlled trial reported that the early
administration of budesonide, an inhaled glucocorticoid, in non-hospitalized COVID-19 patients with mild symptoms was associated
with reduced likelihood of needing urgent medical care and accelerated time of recovery compared to usual care (Ramakrishnan et al.,
2021). Budesonide is now approved for off-label use to treat COVID-19 patients on a case-by-case basis in United Kingdom (www.cas.
mhra.gov.uk). Additional clinical trials are investigating the effect of early glucocorticoid administration in COVID-19 patients in the
outpatient setting. These results have not been published yet (2020-001622-64; NCT04377711). A recently implemented home
treatment algorithm indicates that the early use of glucocorticoids in non-hospitalized COVID-19 patients with increased inflammatory
indexes (CRP, neutrophil count) may reduce the risk of hospitalization (Suter et al., 2021). Further research is warranted to clarify the
benefits over risk associated with the use of glucocorticoids in outpatients in the early phase of COVID-19 infection.

Since the need for an adequate immune response to control viral infection and the immunosuppressive effects of glucocorticoids,
the use of this class of drugs prior to or during the early viral response to SARS-CoV-2 could worsen the outcome of the infection, and,
in particular in immunocompromised patients, increase the risk of secondary infections and other complications. Moreover, impair-
ment of immune function may enable viral spread, harm the host via a direct cytotoxic viral effect and prolong viral shedding. Indeed,
ongoing chronic therapy with glucocorticoids at medium-high doses could potentially increase the risk of infections (Favalli et al.,
2020; Youssef et al., 2016). Chronic use of glucocorticoids has been associated with increased odds of hospitalization or mortality in
COVID-19 patients with RA, inflammatory bowel disease or with chronic obstructive pulmonary disease and asthma (Brenner et al.,
2020; Gianfrancesco et al., 2020; Schultze et al., 2020). Although there are contrasting data regarding the effect of glucocorticoids on
viral clearance in COVID-19 patients (Huang et al., 2020; Ji et al., 2020; Liu et al., 2020a, 2020b; Tang et al., 2021), therapy with
glucocorticoids should be restricted to severe COVID-19 patients with proven excessive activation of the immune system.

Based on the data currently available, the use of systemic glucocorticoids is now recommended by international agency and societal
guidelines for treatment of COVID-19 patients with severe or critical illness who are mechanically ventilated or who require sup-
plemental oxygen (https://www.covidl9treatmentguidelines.nih.gov/immunomodulators/corticosteroids/; https://www.ema.
europa.eu/en/news/ema-endorses-use-dexamethasone-covid-19-patients-oxygen-mechanical-ventilation; https://www.who.int/
publications/i/item/WHO-2019-nCoV-Corticosteroids-2020.1;  https://www.idsociety.org/practice-guideline/covid-19-guideline-
treatment-and-management/).
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Additionally, more than 80 clinical trials are ongoing to investigate further the use of glucocorticoids in different groups of COVID-
19 patients (Raju et al., 2021).

1.2. Nonsteroidal anti-inflammatory drugs (NSAIDs)

NSAIDs are amongst the most commonly used over-the-counter drugs in world. They are taken to treat a wide range of inflam-
matory conditions [e.g. osteoarthritis (OA), RA, gout, etc.], to reduce pain and to decrease fever. The principal therapeutic effect of
NSAIDs is based on the inhibition of the cyclooxygenase activity of the prostaglandin-endoperoxide synthase (PTGS)1 and 2 and the
consequent suppression of the formation of arachidonic acid (AA) metabolites known as prostanoids (Brunton et al., 2018).

Prostanoids, including prostaglandins (PGs) (PGD2, PGEj, PGFy,), prostacyclin (PGIp) and thromboxane (TxAy), after they are
formed locally, bind to their receptors, in autocrine or paracrine fashion, and evoke a very wide range of biological actions. They are
implicated in homeostasis and normal function (e.g. gastrointestinal protection, platelet function, renal function, vascular tone) and in
pathophysiological processes (e.g.: thrombosis; inflammation, infection, cancer) (Ricciotti and FitzGerald, 2011). During viral
infection, prostanoids play complex roles in regulating the virus-host interactions and modulating the host immune and inflammatory
responses necessary for clearing the virus particles and establishing immunological memory. Prostanoids can both promote and
restrain the host immunological responses to viral infection (Dennis and Norris, 2015; Ricciotti and FitzGerald, 2011; Sander et al.,
2017).

All NSAIDs used in the clinic, with the exception of aspirin, are reversible PTGS inhibitors. They are a chemically heterogeneous
group of compounds and they are characterized by varying degrees of selectivity for PTGS1 and PTGS2 inhibition. Celecoxib, etor-
icoxib and diclofenac are NSAIDs selective for PTGS2 inhibition, while ibuprofen and indomethacin are nonselective PTGS inhibitors.
At low doses (<150 mg daily), aspirin functions as an antiplatelet drug since it causes irreversible inhibition of PTGS1 expressed in
platelets, the only PTGS isozyme present in these anucleate cells, and consequent inhibition of TxA, a potent platelet agonist. Low-
dose aspirin is effective for the secondary prevention of cardiovascular disease (Ricciotti and FitzGerald, 2021). At higher doses,
aspirin causes irreversible inhibition of both PTGS1 and PTGS2 and functions as an anti-inflammatory drug. Acetaminophen is a
nonselective PTGS inhibitor which suppresses prostanoid formation, to a lesser extent than other NSAIDs at the most common daily
dose of 1000 mg. It does this by inhibiting the peroxidase activity of the bifunctional PTGS isozymes. Therefore, acetaminophen has
only a weak anti-inflammatory activity, but it is an effective antipyretic due to its capacity to pass the blood-brain barrier.

NSAIDs, although they are effective in modulating pain, inflammation and fever, can cause serious side-effects. They can damage
the gastrointestinal mucosa, raise blood pressure, impair kidney function and cause adverse cardiovascular events, including
myocardial infarction, stroke and heart failure, particularly after long term use, in the elderly and in subjects with other comorbidities
(Bjarnason et al., 2018; Grosser et al., 2017).

1.3. Prostanoids in COVID-19

Prostanoids, like other AA metabolites, can influence SARS-CoV-2 entry, replication and clearance (Theken and FitzGerald, 2021).
Also, SARS-CoV-2 can trigger the release of prostanoids from the infected host cells.

Several elements of the prostanoid pathway or compounds that target them have been reported potentially to interact with SARS-
CoV-2. A network analysis and molecular mapping for SARS-CoV-2 reported PTGS2 as an important gene in the network regulating
pathways involved in the coronavirus infection (More et al., 2021). Microsomal prostaglandin E synthase-2 (PTGES2) expressed in the
host-cell may functionally interact with non-structural protein 7 (NSP-7) of SARS-CoV-1, SARS-CoV-2, and MERS-CoV (Gordon et al.,
2020a, 2020D). In silico screening suggests that an antagonist of PGE; receptor 4 (EPR4), grapiprant, interferes with the interaction
between SARS-CoV-2 and cell surface binding of an immunoglobin protein by locking the substrate binding domain in a closed
conformation (Zhang et al., 2021). In addition, a docking-based virtual screening of antiplatelet FDA-approved drugs revealed that
iloprost and epoprostenol, two stable prostacyclin analogs, have promising binding interactions with S-protein (Abosheasha and
El-Gowily, 2021). However, the impact of these interactions on viral entry or replication has yet to be elucidated.

As seen with other coronaviruses, SARS-CoV-2 infection increases prostanoid production by upregulating the expression of some of
the genes involved in their biosynthesis. Expression of PTGS1, PTGS2 and cytosolic prostaglandin E synthase (PTGES3) are up-
regulated in peripheral blood mononuclear cell (PBMC)s isolated from COVID-19 patients compared to healthy controls (Yan et al.,
2021). Similarly, SARS-CoV-2 infection upregulates PTGS2 expression in vitro in human cells (Calu-3 cells, ACE2-overexpressing A549
cells and primary human bronchial epithelial cells) and in vivo in K18-hACE2 mice (Chen et al., 2021). Prostaglandin D synthase and D
prostanoid receptor 2 (DPR2 or CRTH2) have been reported to be highly expressed in kidney tubules from COVID-19 autopsies and
co-expressed with SARS-CoV-2 nucleocapsid and S-protein antigens (Diao et al., 2021). In contrast, lipopolysaccharide (LPS)- stim-
ulated CD14" monocytes isolated from patients with severe COVID-19 present a lower expression of PTGS2 compared to healthy
controls, indicating an impairment of innate immune response caused by SARS-CoV2 infection (Mann et al., 2020). Along these lines,
SARS-CoV-2 has also been reported to dampen Th2-polarized immune responses by lowering CRTH2 expression in eosinophils and
basophils cells isolated from COVID-19 patients compared to healthy controls (Vitte et al., 2020).

The biosynthesis of several prostanoids has been reported to be perturbed in response to SARS-CoV-2 infection in small studies in
humans. Urinary PGE; levels are reportedly ~10 fold higher in hospitalized COVID-19 patients compared to healthy controls (Hong
et al., 2020). Similarly, COVID-19 patients showed higher serum PGE; levels than healthy controls, but serum PGE; levels do not
correlate with disease severity (Kazancioglu et al., 2021). PGFq, levels are reportedly also elevated in serum from COVID-19 patients
compared to healthy controls (Yal¢in Kehribar et al., 2020). Elevated levels of prostaglandins and thromboxane have been measured in
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the bronchoalveolar lavages of intubated COVID-19 patients compared to healthy controls (Archambault et al., 2021). Higher levels of
TxB, are released by ADP stimulated platelets from COVID-19 patients compared to healthy controls, suggesting the contribution of
this prostanoid to the pro-thrombotic phenotype observed in patients infected with SARS-CoV-2 (Manne et al., 2020). Consistently,
plasma from COVID-19 patients is able to cause in vitro aggregation of platelets from healthy controls and this phenomenon is pre-
vented by the treatment with antiplatelet drugs, including aspirin (Canzano et al., 2021). Indeed, aspirin has been reported to reduce ex
vivo platelet hyperactivity of patients with severe COVID-19 (Manne et al., 2020). However, aspirin is not able to prevent
platelet-induced tissue factor expression by monocytes from COVID-19 patients (Hottz et al., 2020). Plasma levels of TxBs have been
reported to be independently associated with the composite of thrombosis or death, thrombosis and all-cause of death in COVID-19
patients (Barrett et al., 2020). The PGI, metabolite, 6-keto-prostaglandin Fy,, a marker of endothelial dysfunction, was found to be
significantly elevated in the plasma of patients infected with SARS-CoV-2 compared to healthy controls (Canzano et al., 2021).
These initial observations regarding prostanoid levels in biological samples from COVID-19 patients should be interpreted with
substantial caution since they derive from small retrospective studies in which prostanoid biosynthesis was often measured by
antibody-based assays of questionable specificity and their levels were not corrected for known factors that influence their levels like
age, sex and use of NSAIDs, glucocorticoids or biological drugs. Moreover, since prostanoids have a short half-life and do not circulate,
their plasma levels may be reflective of artifacts due to venipuncture and ex vivo platelet activation (Grosser et al., 2018).
Considering these limitations, these data, although suggestive of a role of prostanoids in COVID-19, are merely preliminary. More
definitive, well controlled data may yield patterns of formation that reflect the intensity of disease and forecast its course, but also
provide the opportunity to intervene with potentially preventative therapies before the disease progresses to a severe stage. Therapies
that modulate prostanoid biosynthesis or action may particularly be beneficial during the initial phase of SARS-CoV-2 infection.

1.4. NSAIDs in COVID-19

At the beginning of the pandemic, it was debated whether people taking NSAIDs, in particular ibuprofen, would have higher
susceptibility to SARS-CoV-2 infection or a worse outcome if they contracted COVID-19 (FitzGerald, 2020). These initial concerns
arose from limited data on ibuprofen and other NSAIDs which, by upregulating the expression of ACE2 (Qiao et al., 2015) and masking
initial signs of viral infection like inflammation and fever, could have increased the risk of acquiring SARS-CoV-2 or aggravated disease
severity. Based on anecdotal reports, the French Health Authorities and the National Health Service in the United Kingdom initially
recommended to use another NSAID, acetaminophen, instead of ibuprofen, in COVID-19 patients (Day, 2020; Sodhi and Etminan,
2020). Afterwards, the World Health Organization (WHO), the European Medicines Agency (EMA), the US Food and Drug Admin-
istration (FDA), and Australia’s Therapeutic Goods Administration did not advocate against the use of ibuprofen in COVID-19 patients
due to lack of scientific evidence (https://www.cbc.ca/news/health/ibuprofen-covid-19-novel-coronavirus-1.5501496; https://www.
ema.europa.eu/en/news/ema-gives-advice-use-non-steroidal-anti-inflammatories-covid-19; https://www.fda.gov/drugs/drug-
safety-and-availability/fda-advises-patients-use-non-steroidal-anti-inflammatory-drugs-nsaids-covid-19 https://www.tga.gov.au/
alert/no-evidence-support-claims-ibuprofen-worsens-covid-19-symptoms).

Current data, based on mostly small population-based cohorts, observational and retrospective studies, have quite consistently
reported a lack of association between ongoing NSAID therapy and increased susceptibility to SARS-CoV-2 infection ((Mancia et al.,
2020); https://www.england.nhs.uk/coronavirus/publication/acute-use-of-non-steroidalantiinflammatory-drugs/;  https://www.
who.int/publications/i/item/the-use-of-non-steroidal-anti-inflammatory-drugs-(nsaids)-in-patients-with-covid-19), higher mortality
(Abu Esba et al., 2021; Lund et al., 2020; Rinott et al., 2020; Wong et al., 2021) or worsening of clinical outcomes (Abu Esba et al.,
2021; Choi et al., 2020; Kragholm et al., 2020; Lund et al., 2020; Rinott et al., 2020) in COVID-19 patients in the general population.
Similar trends were also observed in populations most likely to be exposed to chronic NSAID therapy like patients with preexisting RA
or OA. The ongoing use of NSAID in RA patients did not increase the odds of hospitalization for COVID-19 (Gianfrancesco et al., 2020)
or COVID-19 related death (Wong et al., 2021) compared to nonusers. Ongoing NSAID therapy in OA patients was not associated with
an increased risk of infection due to SARS-CoV-2 or all-cause mortality compared to co-codamol (paracetamol and codeine) or
co-dydramol (paracetamol and dihydrocodeine) (Chandan et al., 2021).

Fewer retrospective studies were conducted in hospitalized COVID-19 patients, but they also failed to report an association be-
tween the routine use of NSAIDs prior to hospital admission and increased hospitalization or mortality rate (Bruce et al., 2020; Imam
et al., 2020). Consistently, a recent large prospective, multicentre cohort study based on the ISARIC Clinical Characterisation Protocol
UK dataset (>78,000 patients) failed to identify an association between pre-existing NSAID use (within two weeks before hospitali-
zation) with higher in-hospital mortality or worse outcome (critical care admission, need for invasive ventilation, need for oxygen, and
acute kidney injury) in hospitalized COVID-19 patients. In a subgroup analysis, ibuprofen use was not associated with an increased risk
of mortality compared to other NSAIDs or no NSAIDs (Drake et al., 2021). Similarly, an Israeli retrospective cohort study reported that
the use of ibuprofen before SARS-CoV-2 infection was not associated to increased mortality or the need for respiratory support (oxygen
administration and mechanical ventilation) compared to non-NSAID users or acetaminophen users (Rinott et al., 2020).

In contrast, a retrospective study based on South Korea’s nationwide healthcare database reported that prior NSAID use (prescribed
7 days before hospitalization) was linked to higher odds of worse clinical outcomes (in-hospital death, intensive care unit admission,
mechanical ventilation use, and sepsis) in hospitalized COVID-19 patients compared to non-users (Jeong et al., 2020). Unexpectedly,
NSAID use was not associated with a higher risk of cardiovascular complications (myocardial infarction, stroke, heart failure) and
acute renal failure, which are known NSAID-related complications (Bhala et al., 2013).

A few studies attempted to explore the potential interactions between NSAID use, age and sex on COVID-19 outcomes, however
they were insufficiently powered (Chandan et al., 2021; Lund et al., 2020). Since PG biosynthesis and NSAID efficacy have been
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reported to show sex and age differences (Pace et al., 2017a, 2017b), future studies should address the safety and efficacy of NSAID use
in these different settings.

The aforementioned retrospective studies present a number of limitations including: small sample size, non-randomized allocation
of treatment, confounding by indication bias, variable dosage and duration of NSAID therapy and lack of information on drug
adherence, over the counter use of NSAIDs, disease severity, viral replication, side-effects and socioeconomic status. However, at the
moment, in the absence of randomized controlled data, the consistency of results between most of these retrospective studies provides
reassurance about the safety of ongoing NSAID therapy in COVID-19 patients.

NSAIDs are also used as immune adjuvants for managing some of the COVID-19 symptoms and perhaps controlling SARS-CoV-2
infection. Present evidence on the efficacy of NSAIDs in adult COVID-19 patients comprises a few small, non-randomized, open
label interventional studies. In a small prospective study, the use of celecoxib, qd or bid for 7-14 days in hospidalized COVID-19
patients, reduced urinary PGE; levels, prevented clinical deterioration and improved chest CT grading compared to standard ther-
apy (Hong et al., 2020). However, the discontinuation of therapy with celecoxib allowed urinary PGE; to rise and was associated with
relapse of pneumonia in a few patients (Hong et al., 2020). By contrast, in a retrospective “real-world” clinical data analysis, the use of
indomethacin, a nonselective COX inhibitor and of an PGES2 inhibitor, but not of celecoxib, reduced the need for hospitalization in
COVID-19 patients treated in an outpatient setting (Gordon et al., 2020a). In a retrospective study, short-term treatment with etor-
icoxib (median duration 3 days) in hospitalized COVID-19 patients with pneumonia was not associated with disease progression
(supplemental oxygen use, intensive care unit admission, mechanical ventilation and mortality) compared to the control group (Ong
et al., 2020). Moreover, etoricoxib reduced plasma IL-6 levels in a small subset of COVID-19 patients. The use of etoricoxib was not
found to be associated with gastrointestinal or cardiovascular side effects but the treatment period was brief.

Interventional clinical studies are ongoing to investigate the efficacy of several NSAIDs, alone or in combination with other drugs,
for the prevention of complications and improvement of clinical outcomes in COVID-19 patients (NCT 04334629; NCT04382768; NCT
04344457, NCT 04488081).

Some NSAIDs, in addition to their anti-inflammatory and analgesic proprieties, have been reported, often at high doses, to have
antiviral activity in vitro which has been speculated to contribute to their efficacy in the treatment of COVID-19. Celecoxib, at con-
centrations not clinically achievable (50 microM), inhibits the main protease of SARS-CoV-2, M-pro, in vitro (Gimeno et al., 2020), but
the effect on viral entry or replication was not assessed. Naproxen prevented SARS-CoV-2 nucleoprotein oligomerization by binding its
N-terminal domain and inhibited viral replication in VERO E6 cells and reconstituted human pulmonary epithelium (Terrier et al.,
2021). Inssilico analyses of publicly available transcriptomic databases of rat kidney tissues treated with multiple NSAIDs in vivo found
modulated expression of receptors for SARS-CoV-2. Diclofenac, meloxicam, piroxicam, naproxen and nimesulide significantly reduced
the expression of Ace2; naproxen, diclofenac and rofecoxib increased the expression of Tmprss2; meloxicam and acetaminophen
reduced the expression of Tmprss2 (Saheb Sharif-Askari et al., 2020). Ibuprofen was reported to upregulate Ace2 in rat lungs and
human alveolar type-II pneumocyte cells, but this effect was counteracted by spike protein internalization (Valenzuela et al., 2021). In
contrast, indomethacin or meloxicam did not change Ace2 expression, SARS-CoV-2 entry or replication in vitro in Calu-3 and Huh 7.5
cells. Similarly, meloxicam did not have an impact on SARS-CoV-2-induced weight loss or lung viral burden in vivo in mice (Chen et al.,
2021). ACE2 and TMPRSS2 expression in nasal epithelial cells was not significantly modified by daily aspirin therapy in asthmatic
patients compared to healthy controls not taking an NSAID (Buchheit et al., 2021).

The potential antiviral activity of some NSAIDs needs to be investigated by controlled studies in vivo, in appropriate model systems,
using therapeutically relevant concentrations of the drugs.

1.5. Low-dose aspirin in COVID-19

As for ibuprofen, there were concerns whether ongoing therapy with low-dose aspirin for cardioprevention could worsen the
clinical outcome of COVID-19. At the moment, the results of two retrospective studies on the effect of low-dose aspirin treatment
before SARS-CoV-2 infection support the safety of this drug regimen during the COVID-19 pandemic.

A small retrospective study reported that the prior use of low-dose aspirin for cardioprevention was not associated with a higher
risk of in-hospital mortality in COVID-19 patients with coronary artery disease admitted in the Tongji hospital in Wuhan (Yuan et al.,
2021). Retrospective analysis of data from the American Veterans Health Administration national electronic health record database
reported that prescription of aspirin prior to diagnosis (the dose was not specified) was associated with reduced 14-day and 30-day
mortality rates in Veterans tested positive for SARS-CoV-2 (Osborne et al., 2021).

Although it is still debated whether human platelets express receptors for SARS-CoV-2 (Manne et al., 2020; Zaid et al., 2020; Zhang
et al., 2020b), COVID-19 may be complicated by coagulopathy, an increase in D-dimer concentrations due to endothelial dysfunction
and microvascular thrombosis (Cui et al., 2020; Helms et al., 2020; Spiezia et al., 2020; Zaid et al., 2020). Therefore, the use of
low-dose aspirin as an anti-platelet drug could be beneficial in COVID-19 patients at higher risk for atherothrombotic events. However,
the increased risk of bleeding, even with low-dose aspirin, should be taken in account. For instance, low-dose aspirin is not recom-
mended for the primary prevention of cardiovascular diseases in the general population due to an unfavorable benefit-to-risk ratio
(Ricciotti and FitzGerald, 2021). The results of small retrospective studies on the use of aspirin as antithrombotic agent in the adult
COVID-19 population with different disease severity are encouraging but not conclusive.

A propensity-matched analysis of real-world clinical data from the Cleveland Clinic found that overall mortality in symptomatic
COVID-19 inpatients and outpatients was not affected by new or ongoing treatment with low-dose aspirin or NSAIDs. Surprising,
aspirin therapy was associated with an increased risk of combined thrombotic endpoints, including myocardial infarction, cerebro-
vascular accident and venous thromboembolism, probably reflecting confounding by indication (Sahai et al., 2021). A propensity
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matched study conducted in several hospitals in the United States reported that short term use of low-dose aspirin, started within 24 h
of admission or 7 days before admission, was associated with a reduced risk of mechanical ventilation, ICU admission and in hospital
mortality in patients with ARDS related to COVID-19 compared to non-aspirin users. There was no effect of aspirin on major bleeding
or overt thrombosis (Chow et al., 2021). Another propensity score-matched analysis conducted in the Unites States reported that the
use of in-hospital low-dose aspirin was associated with a lower cumulative incidence of in-hospital death compared to no antiplatelet
therapy (Meizlish et al., 2021). Consistent with the American studies, a small propensity score-matched case-control study conducted
in China reported that the use of low-dose aspirin for at least 5 days reduced 30-day and 60-day mortality in hospitalized adult
COVID-19 patients compared to non-aspirin group, but it did not impact the viral duration time (Liu et al., 2021). An Iranian study
reported that the use of low-dose aspirin in hospitalized COVID-19 patients was associated with reduced mortality risk compared to
nonusers (Haji Aghajani et al., 2021).

In contrast, in the recent large RECOVERY trial, with nearly 15,000 hospitalized COVID-19 patients enrolled in the aspirin arm, the
allocation to daily low-dose aspirin was not associated with decreased odds of 28-day mortality, risk of progressing to invasive me-
chanical ventilation or death compared to standard care. As expected, the allocation to low-dose aspirin was associated with a
reduction of thrombotic events and with an increase of major bleeding (https://www.medrxiv.org/content/10.1101,/2021.06.08.
21258132v1). The timing of aspirin initiation, the baseline cardiovascular risk, and the disease severity of the patients may have
contributed to the neutral effect of low-dose aspirin on the survival of hospitalized COVID-19 patients reported in this arm of the
RECOVERY trial. This result is also consistent with the lack of a clinical benefit reported with anticoagulants in severe COVID-19
patients ((Sadeghipour et al., 2021); https://www.medrxiv.org/content/10.1101,/2021.03.10.21252749v1).

Based on the current evidence, the use of low-dose aspirin is not recommended for the primary prevention of arterial thrombosis
events in hospitalized COVID-19 patients. However, scientific societies and regulatory health authorities recommend continuing
ongoing antiplatelet therapy with low-dose aspirin for the secondary prevention of cardiovascular disease in eligible patients.

Several interventional and observational clinical trials are still ongoing to investigate the effect of aspirin, alone or in combination
with other treatments, in the context of SARS-CoV-2 infection in different patient groups (NCT04365309; NCT04363840;
NCT04768179; NCT04410328, NCT04808895; NCT04498273; NCT04324463, NCT04381936; NCT04466670, NCT04333407;
NCT04483960; NCT02735707; NCT04703608).

1.6. Future directions

In addition to NSAIDs, other drugs or compounds targeting the formation or function of prostanoids are under consideration as
adjuvant therapeutics in COVID-19 patients. Prostacyclin receptor analogs, epoprostenol and iloprost, are approved for the treatment
of pulmonary hypertension and have been used in COVID-19 patients for their anti-aggregating and vasodilatory properties (DeGrado
et al., 2020; Li et al., 2020; Moezinia et al., 2020; Sonti et al., 2021). Asapiprant (BGE-175), a potent DPR1 antagonist under clinical
development for the treatment of allergic rhinitis and asthma, is currently being evaluated in hospitalized COVID-19 patients who are
not in respiratory failure (NCT04705597). Other compounds like sonlicromanol, an PTGES inhibitor (Hoxha, 2020) and ramatroban, a
DPr2 and TPr antagonist (Gupta and Chander Chiang, 2020; Gupta et al., 2020) could be beneficial in COVID-19 patients for their
anti-inflammatory and immuno-modulatory proprieties.

The use of NSAIDs could shift the metabolism of AA toward the lipoxygenase (LOX) pathway, resulting in an increased formation in
potent chemotactic and immunomodulatory molecules called leukotrienes. Therefore, dual PTGS/5-LOX inhibitors could be poten-
tially beneficial in COVID-19 patients. The interconnectivity between the different AA metabolic pathways and the potential substrate
rediversion in response to drug treatments should be assessed in future studies using broad spectrum of eicosanoid assays (Maza-
leuskaya et al., 2016).

2. Conclusion

Ultimately, based on current knowledge, therapy with glucocorticoids should be initiated only in severely ill patients with proven
signs of excessive immune system activation. Future clinical studies should investigate more rigorously the safety and the efficacy of
glucocorticoids, alone or in combinations with antiviral drugs, in COVID-19 patients with less severe disease. These might be
augmented by incorporation of biomarkers of severity and response that could identify patients likely to benefit. Further investigations
should also determine the type of glucocorticoid drug, the optimal dose and the duration of the treatment. Additional studies are also
needed to investigate the effect of ongoing therapy with glucocorticoids on the prevalence and outcome of SARS-CoV-2 infection.

Ongoing NSAID therapy or low-dose aspirin for other indications does not increase the susceptibility to SARS-CoV-2 infection or
confer an additional risk of morbidity or mortality to COVID-19. Therefore, patients taking NSAIDs or low-dose aspirin for a comorbid
condition should not stop using them if they are being exposed to COVID-19.

There is little evidence of a beneficial effect of NSAID therapy in mitigating the inflammatory response in COVID-19 patients. Given
the pro-inflammatory role played by prostanoids during SARS-CoV2 infection, their inhibition through the use of NSAIDs might be
beneficial during the initial phase of the viral infection before ARDS develops. However, caution should be observed in patients at risk
of NSAID complications, such as those with poor kidney function, cardiovascular risk factors or who are elderly.

There is not a clear clinical benefit from low-dose aspirin use for primary prevention of thrombotic events in hospitalized COVID-19
patients, therefore the use of aspirin in this setting is not recommended.

The efficacy and safety of therapy with NSAIDs or low-dose aspirin in COVID-19 remain to be established by international large-
scale prospective cohort studies and appropriately designed clinical trials in patient groups with diverse disease severity. Further
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studies are also needed to determine the timing of NSAID or aspirin initiation, dosing, duration of treatment, and to identify subgroups
of COVID-19 patients that could benefit most from these treatments.

Finally, considering the similarity between the different coronaviruses (Lu et al., 2020), our current understanding on the use and
glucocorticoids and NSAIDs in COVID-19 may inform the future use of these medications in other coronavirus infections.

Declaration of competing interest
The authors declare no competing financial interests.
CRediT authorship contribution statement

Emanuela Ricciotti: Conceptualization, Writing — review & editing, Writing — original draft. Krzysztof Laudanski: Writing —
review & editing, Writing — original draft. Garret A. FitzGerald: Conceptualization, Writing — review & editing.

Acknowledgments

Our work is supported by the National Center for Advancing Translational Sciences of the National Institutes of Health under award
number UL1TR001878 (GAF).

References

Abosheasha, M.A., El-Gowily, A.H., 2021. Superiority of cilostazol among antiplatelet FDA-approved drugs against COVID 19 M(pro) and spike protein: drug
repurposing approach. Drug Dev. Res. 82, 217-229.

Abu Esba, L.C., Algahtani, R.A., Thomas, A., Shamas, N., Alswaidan, L., Mardawi, G., 2021. Ibuprofen and NSAID use in COVID-19 infected patients is not associated
with worse outcomes: a prospective cohort study. Infect. Dis. Ther. 10, 253-268.

Angus, D.C., Derde, L., Al-Beidh, F., Annane, D., Arabi, Y., Beane, A., van Bentum-Puijk, W., Berry, L., Bhimani, Z., Bonten, M., et al., 2020. Effect of hydrocortisone on
mortality and organ support in patients with severe COVID-19: the REMAP-CAP COVID-19 corticosteroid domain randomized clinical trial. Jama 324,
1317-1329.

Archambault, A.S., Zaid, Y., Rakotoarivelo, V., Turcotte, C., Doré, E., Dubuc, I., Martin, C., Flamand, O., Amar, Y., Cheikh, A., et al., 2021. High levels of eicosanoids
and docosanoids in the lungs of intubated COVID-19 patients. Faseb. J. : official publication of the Federation of American Societies for Experimental Biology 35,
€21666.

Auphan, N., DiDonato, J.A., Rosette, C., Helmberg, A., Karin, M., 1995. Immunosuppression by glucocorticoids: inhibition of NF-kappa B activity through induction of
I kappa B synthesis. Science 270, 286-290.

Barrett, T.J., Lee, A.H,, Xia, Y., Lin, L.H., Black, M., Cotzia, P., Hochman, J., Berger, J.S., 2020. Platelet and vascular biomarkers associate with thrombosis and death
in coronavirus disease. Circ. Res. 127, 945-947.

Bhala, N., Emberson, J., Merhi, A., Abramson, S., Arber, N., Baron, J.A., Bombardier, C., Cannon, C., Farkouh, M.E., FitzGerald, G.A., et al., 2013. Vascular and upper
gastrointestinal effects of non-steroidal anti-inflammatory drugs: meta-analyses of individual participant data from randomised trials. Lancet 382, 769-779.
Bjarnason, 1., Scarpignato, C., Holmgren, E., Olszewski, M., Rainsford, K.D., Lanas, A., 2018. Mechanisms of damage to the gastrointestinal tract from nonsteroidal

anti-inflammatory drugs. Gastroenterology 154, 500-514.

Blanco-Melo, D., Nilsson-Payant, B.E., Liu, W.C., Uhl, S., Hoagland, D., Mgller, R., Jordan, T.X., Oishi, K., Panis, M., Sachs, D., et al., 2020. Imbalanced host response
to SARS-CoV-2 drives development of COVID-19. Cell 181, 1036-1045 e1039.

Brenner, E.J., Ungaro, R.C., Gearry, R.B., Kaplan, G.G., Kissous-Hunt, M., Lewis, J.D., Ng, S.C., Rahier, J.F., Reinisch, W., Ruemmele, F.M., et al., 2020.
Corticosteroids, but not TNF antagonists, are associated with adverse COVID-19 outcomes in patients with inflammatory bowel diseases: results from an
international registry. Gastroenterology 159, 481-491 e483.

Bruce, E., Barlow-Pay, F., Short, R., Vilches-Moraga, A., Price, A., McGovern, A., Braude, P., Stechman, M.J., Moug, S., McCarthy, K., et al., 2020. Prior routine use of
non-steroidal anti-inflammatory drugs (NSAIDs) and important outcomes in hospitalised patients with COVID-19. J. Clin. Med. 9, 2586.

Brunton, L.L., Knollmann, B.r.C., Hilal-Dandan, R., McGraw-Hill Companies, 2018. Goodman & Gilman’s : the Pharmacological Basis of Therapeutics, 13e. In:
McGraw-Hill’s AccessMedicine. McGraw-Hill Education LLC., New York, N.Y.

Buchheit, K.M., Hacker, J.J., Gakpo, D.H., Mullur, J., Sohail, A., Laidlaw, T.M., 2021. Influence of daily aspirin therapy on ACE2 expression and function-implications
for SARS-CoV-2 and patients with aspirin-exacerbated respiratory disease. Clin. Exp. Allergy 51, 968-971.

Cai, J., Li, H., Zhang, C., Chen, Z., Liu, H., Lei, F., Qin, J.J., Liu, Y.M., Zhou, F., Song, X., et al., 2021. The neutrophil-to-lymphocyte ratio determines clinical efficacy of
corticosteroid therapy in patients with COVID-19. Cell Metabol. 33, 258-269 e253.

Cantuti-Castelvetri, L., Ojha, R., Pedro, L.D., Djannatian, M., Franz, J., Kuivanen, S., van der Meer, F., Kallio, K., Kaya, T., Anastasina, M., et al., 2020. Neuropilin-1
facilitates SARS-CoV-2 cell entry and infectivity. Science 370, 856-860.

Canzano, P., Brambilla, M., Porro, B., Cosentino, N., Tortorici, E., Vicini, S., Poggio, P., Cascella, A., Pengo, M.F., Veglia, F., et al., 2021. Platelet and endothelial
activation as potential mechanisms behind the thrombotic complications of COVID-19 patients. JACC Basic Transl Sci 6, 202-218.

Cevik, M., Kuppalli, K., Kindrachuk, J., Peiris, M., 2020. Virology, transmission, and pathogenesis of SARS-CoV-2. Bmj 371, m3862.

Chandan, J.S., Zemedikun, D.T., Thayakaran, R., Byne, N., Dhalla, S., Acosta-Mena, D., Gokhale, K.M., Thomas, T., Sainsbury, C., Subramanian, A., et al., 2021.
Nonsteroidal antiinflammatory drugs and susceptibility to COVID-19. Arthritis Rheum. 73, 731-739.

Chen, J.S., Alfajaro, M.M., Chow, R.D., Wei, J., Filler, R.B., Eisenbarth, S.C., Wilen, C.B., 2021. Non-steroidal anti-inflammatory drugs dampen the cytokine and
antibody response to SARS-CoV-2 infection. J. Virol. 95 e00014-00021.

Choi, M.H., Ahn, H., Ryu, H.S., Kim, B.J., Jang, J., Jung, M., Kim, J., Jeong, S.H., 2020. Clinical characteristics and disease progression in early-stage COVID-19
patients in South Korea. J. Clin. Med. 9, 1959.

Chow, J.H., Khanna, A.K., Kethireddy, S., Yamane, D., Levine, A., Jackson, A.M., McCurdy, M.T., Tabatabai, A., Kumar, G., Park, P., et al., 2021. Aspirin use is
associated with decreased mechanical ventilation, intensive care unit admission, and in-hospital mortality in hospitalized patients with coronavirus disease 2019.
Anesth. Analg. 132, 930-941.

Cui, S., Chen, S., Li, X., Liu, S., Wang, F., 2020. Prevalence of venous thromboembolism in patients with severe novel coronavirus pneumonia. J. Thromb. Haemostasis
: JTH 18, 1421-1424.

Daly, J.L., Simonetti, B., Klein, K., Chen, K.E., Williamson, M.K., Antén-Plagaro, C., Shoemark, D.K., Sim6n-Gracia, L., Bauer, M., Hollandi, R., et al., 2020. Neuropilin-
1 is a host factor for SARS-CoV-2 infection. Science 370, 861-865.

Day, M., 2020. Covid-19: ibuprofen should not be used for managing symptoms, say doctors and scientists. Bmj 368, m1086.

DeGrado, J.R., Szumita, P.M., Schuler, B.R., Dube, K.M., Lenox, J., Kim, E.Y., Weinhouse, G.L., Massaro, A.F., 2020. Evaluation of the efficacy and safety of inhaled
epoprostenol and inhaled nitric oxide for refractory hypoxemia in patients with coronavirus disease 2019. Crit Care Explor 2, e0259.


http://refhub.elsevier.com/S2212-4926(21)00034-8/sref1
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref1
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref2
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref2
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref3
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref3
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref3
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref4
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref4
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref4
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref5
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref5
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref6
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref6
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref7
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref7
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref8
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref8
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref9
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref9
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref10
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref10
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref10
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref11
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref11
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref12
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref12
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref13
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref13
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref14
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref14
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref15
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref15
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref16
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref16
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref17
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref18
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref18
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref19
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref19
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref20
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref20
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref21
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref21
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref21
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref22
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref22
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref23
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref23
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref24
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref25
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref25

E. Ricciotti et al. Advances in Biological Regulation 81 (2021) 100818

Dennis, E.A., Norris, P.C., 2015. Eicosanoid storm in infection and inflammation. Nat. Rev. Immunol. 15, 511-523.

Dequin, P.F., Heming, N., Meziani, F., Plantefeve, G., Voiriot, G., Badié, J., Francois, B., Aubron, C., Ricard, J.D., Ehrmann, S., et al., 2020. Effect of hydrocortisone on
21-day mortality or respiratory support among critically ill patients with COVID-19: a randomized clinical trial. Jama 324, 1298-1306.

Diao, B., Wang, C., Wang, R., Feng, Z., Zhang, J., Yang, H., Tan, Y., Wang, H., Wang, C., Liu, L., et al., 2021. Human kidney is a target for novel severe acute
respiratory syndrome coronavirus 2 infection. Nat. Commun. 12, 2506.

Docherty, A.B., Harrison, E.M., Green, C.A., Hardwick, H.E., Pius, R., Norman, L., Holden, K.A., Read, J.M., Dondelinger, F., Carson, G., et al., 2020. Features of
20 133 UK patients in hospital with covid-19 using the ISARIC WHO Clinical Characterisation Protocol: prospective observational cohort study. Bmj 369, m1985.

Drake, T.M., Fairfield, C.J., Pius, R., Knight, S.R., Norman, L., Girvan, M., Hardwick, H.E., Docherty, A.B., Thwaites, R.S., Openshaw, P.J.M., et al., 2021. Non-
steroidal anti-inflammatory drug use and outcomes of COVID-19 in the ISARIC Clinical Characterisation Protocol UK cohort: a matched, prospective cohort study.
Lancet Rheumatol 3, e498-e506.

Fadel, R., Morrison, A.R., Vahia, A., Smith, Z.R., Chaudhry, Z., Bhargava, P., Miller, J., Kenney, R.M., Alangaden, G., Ramesh, M.S., 2020. Early short-course
corticosteroids in hospitalized patients with COVID-19. Clin. Infect. Dis. 71, 2114-2120.

Favalli, E.G., Bugatti, S., Klersy, C., Biggioggero, M., Rossi, S., De Lucia, O., Bobbio-Pallavicini, F., Murgo, A., Balduzzi, S., Caporali, R., et al., 2020. Impact of
corticosteroids and immunosuppressive therapies on symptomatic SARS-CoV-2 infection in a large cohort of patients with chronic inflammatory arthritis.
Arthritis Res. Ther. 22, 290.

Fernandez-Cruz, A., Ruiz-Antoran, B., Munoz-Gomez, A., Sancho-Lopez, A., Mills-Sanchez, P., Centeno-Soto, G.A., Blanco-Alonso, S., Javaloyes-Garachana, L., Galan-
Goémez, A., Valencia-Alijo, A., et al., 2020. A retrospective controlled cohort study of the impact of glucocorticoid treatment in SARS-CoV-2 infection mortality.
Antimicrob. Agents Chemother. 64 e01168-01120.

Finfer, S., 2008. Corticosteroids in septic shock. N. Engl. J. Med. 358, 188-190.

FitzGerald, G.A., 2020. Misguided drug advice for COVID-19. Science 367, 1434.

George, P.M., Wells, A.U., Jenkins, R.G., 2020. Pulmonary fibrosis and COVID-19: the potential role for antifibrotic therapy. Lancet Respir Med 8, 807-815.

Giamarellos-Bourboulis, E.J., Netea, M.G., Rovina, N., Akinosoglou, K., Antoniadou, A., Antonakos, N., Damoraki, G., Gkavogianni, T., Adami, M.E., Katsaounou, P.,
et al., 2020. Complex immune dysregulation in COVID-19 patients with severe respiratory failure. Cell Host Microbe 27, 992-1000.e1003.

Gianfrancesco, M., Hyrich, K.L., Al-Adely, S., Carmona, L., Danila, M.1., Gossec, L., Izadi, Z., Jacobsohn, L., Katz, P., Lawson-Tovey, S., et al., 2020. Characteristics
associated with hospitalisation for COVID-19 in people with rheumatic disease: data from the COVID-19 Global Rheumatology Alliance physician-reported
registry. Ann. Rheum. Dis. 79, 859-866.

Gimeno, A., Mestres-Truyol, J., Ojeda-Montes, M.J., Macip, G., Saldivar-Espinoza, B., Cereto-Massagué, A., Pujadas, G., Garcia-Vallvé, S., 2020. Prediction of novel
inhibitors of the main protease (M-pro) of SARS-CoV-2 through consensus docking and drug reposition. Int. J. Mol. Sci. 21, 3793.

Gordon, D.E., Hiatt, J., Bouhaddou, M., Rezelj, V.V., Ulferts, S., Braberg, H., Jureka, A.S., Obernier, K., Guo, J.Z., Batra, J., et al., 2020a. Comparative host-coronavirus
protein interaction networks reveal pan-viral disease mechanisms. Science 370, eabe9403.

Gordon, D.E., Jang, G.M., Bouhaddou, M., Xu, J., Obernier, K., White, K.M., O’'Meara, M.J., Rezelj, V.V., Guo, J.Z., Swaney, D.L., et al., 2020b. A SARS-CoV-2 protein
interaction map reveals targets for drug repurposing. Nature 583, 459-468.

Grasselli, G., Zangrillo, A., Zanella, A., Antonelli, M., Cabrini, L., Castelli, A., Cereda, D., Coluccello, A., Foti, G., Fumagalli, R., et al., 2020. Baseline characteristics
and outcomes of 1591 patients infected with SARS-CoV-2 admitted to ICUs of the lombardy region. Italy. Jama 323, 1574-1581.

Grosser, T., Naji, A., FitzGerald, G.A., 2018. Urinary prostaglandin metabolites: an incomplete reckoning and a flush to judgment. Circ. Res. 122, 537-539.

Grosser, T., Ricciotti, E., FitzGerald, G.A., 2017. The cardiovascular pharmacology of nonsteroidal anti-inflammatory drugs. Trends Pharmacol. Sci. 38, 733-748.

Gupta, A., Chander Chiang, K., 2020. Prostaglandin D(2) as a mediator of lymphopenia and a therapeutic target in COVID-19 disease. Med. Hypotheses 143, 110122.

Gupta, A., Kalantar-Zadeh, K., Reddy, S.T., 2020. Ramatroban as a novel immunotherapy for COVID-19. J. Mol. Genet. Med. 14 https://doi.org/10.37421/
jmgm.32020.37414.37457.

Hadjadj, J., Yatim, N., Barnabei, L., Corneau, A., Boussier, J., Smith, N., Péré, H., Charbit, B., Bondet, V., Chenevier-Gobeaux, C., et al., 2020. Impaired type I
interferon activity and inflammatory responses in severe COVID-19 patients. Science 369, 718-724.

Haji Aghajani, M., Moradi, O., Amini, H., Azhdari Tehrani, H., Pourheidar, E., Rabiei, M.M., Sistanizad, M., 2021. Decreased in-hospital mortality associated with
aspirin administration in hospitalized patients due to severe COVID-19. J. Med. Virol. https://doi.org/10.1002/jmv.27053.

Helms, J., Tacquard, C., Severac, F., Leonard-Lorant, 1., Ohana, M., Delabranche, X., Merdji, H., Clere-Jehl, R., Schenck, M., Fagot Gandet, F., et al., 2020. High risk of
thrombosis in patients with severe SARS-CoV-2 infection: a multicenter prospective cohort study. Intensive Care Med. 46, 1089-1098.

Hoffmann, M., Kleine-Weber, H., Schroeder, S., Kriiger, N., Herrler, T., Erichsen, S., Schiergens, T.S., Herrler, G., Wu, N.H., Nitsche, A., et al., 2020. SARS-CoV-2 cell
entry depends on ACE2 and TMPRSS2 and is blocked by a clinically proven protease inhibitor. Cell 181, 271-280 e278.

Hong, W., Chen, Y., You, K., Tan, S., Wu, F., Tao, J., Chen, X., Zhang, J., Xiong, Y., Yuan, F., et al., 2020. Celebrex adjuvant therapy on coronavirus disease 2019: an
experimental study. Front. Pharmacol. 11, 561674.

Horby, P., Lim, W.S., Emberson, J.R., Maftham, M., Bell, J.L., Linsell, L., Staplin, N., Brightling, C., Ustianowski, A., Elmahi, E., et al., 2021. Dexamethasone in
hospitalized patients with covid-19. N. Engl. J. Med. 384, 693-704.

Hottz, E.D., Azevedo-Quintanilha, I.G., Palhinha, L., Teixeira, L., Barreto, E.A., Pao, C.R.R., Righy, C., Franco, S., Souza, T.M.L., Kurtz, P., et al., 2020. Platelet
activation and platelet-monocyte aggregate formation trigger tissue factor expression in patients with severe COVID-19. Blood 136, 1330-1341.

Hoxha, M., 2020. What about COVID-19 and arachidonic acid pathway? Eur. J. Clin. Pharmacol. 76, 1501-1504.

Hu, Z., Lv, Y., Xu, C., Sun, W., Chen, W., Peng, Z., Chen, C., Cui, X., Jiao, D., Cheng, C., et al., 2020. Clinical use of short-course and low-dose corticosteroids in patients
with non-severe COVID-19 during pneumonia progression. Front Public Health 8, 355.

Huang, R., Zhu, C., Jian, W, Xue, L., Li, C., Yan, X., Huang, S., Zhang, B., Zhu, L., Xu, T., et al., 2020. Corticosteroid therapy is associated with the delay of SARS-CoV-
2 clearance in COVID-19 patients. Eur. J. Pharmacol. 889, 173556.

Huang, W., Li, M., Luo, G., Wu, X., Su, B., Zhao, L., Zhang, S., Chen, X., Jia, M., Zhu, J., et al., 2021. The inflammatory factors associated with disease severity to
predict COVID-19 progression. J. Immunol. 206, 1597-1608.

Imam, Z., Odish, F., Gill, I., O’Connor, D., Armstrong, J., Vanood, A., Ibironke, O., Hanna, A., Ranski, A., Halalau, A., 2020. Older age and comorbidity are
independent mortality predictors in a large cohort of 1305 COVID-19 patients in Michigan, United States. J. Intern. Med. 288, 469-476.

Jeong, H.E., Lee, H., Shin, H.J., Choe, Y.J., Filion, K.B., Shin, J.Y., 2020. Association between NSAIDs use and adverse clinical outcomes among adults hospitalized
with COVID-19 in South Korea: a nationwide study. Clin Infect Dis ciaal056.

Jeronimo, C.M.P., Farias, M.E.L., Val, F.F.A., Sampaio, V.S., Alexandre, M.A.A., Melo, G.C., Safe, L.P., Borba, M.G.S., Netto, R.L.A., Maciel, A.B.S., et al., 2021.
Methylprednisolone as adjunctive therapy for patients hospitalized with coronavirus disease 2019 (COVID-19; metcovid): a randomized, double-blind, phase IIb,
placebo-controlled trial. Clin. Infect. Dis. 72, e373-e381.

Ji, J., Zhang, J., Shao, Z., Xie, Q., Zhong, L., Liu, Z., 2020. Glucocorticoid therapy does not delay viral clearance in COVID-19 patients. Crit. Care 24, 565.

Kazancioglu, S., Yilmaz, F.M., Bastug, A., Ozbay, B.O., Aydos, O., Yiicel, C., Bodur, H., Yilmaz, G., 2021. Assessment of galectin-1, galectin-3, and PGE2 levels in
patients with COVID-19. Jpn. J. Infect. Dis. https://doi.org/10.7883/yoken.JJID.2021.020.

Keller, M.J., Kitsis, E.A., Arora, S., Chen, J.T., Agarwal, S., Ross, M.J., Tomer, Y., Southern, W., 2020. Effect of systemic glucocorticoids on mortality or mechanical
ventilation in patients with COVID-19. J. Hosp. Med. 15, 489-493.

Kircheis, R., Haasbach, E., Lueftenegger, D., Heyken, W.T., Ocker, M., Planz, O., 2020. NF-kB pathway as a potential target for treatment of critical stage COVID-19
patients. Front. Immunol. 11, 598444.

Kragholm, K., Gerds, T.A., Fosbgl, E., Andersen, M.P., Phelps, M., Butt, J.H., @stergaard, L., Bang, C.N., Pallisgaard, J., Gislason, G., et al., 2020. Association between
prescribed ibuprofen and severe COVID-19 infection: a nationwide register-based cohort study. Clin Transl Sci 13, 1103-1107.

Kuri-Cervantes, L., Pampena, M.B., Meng, W., Rosenfeld, A.M., Ittner, C.A.G., Weisman, A.R., Agyekum, R.S., Mathew, D., Baxter, A.E., Vella, L.A., et al., 2020.
Comprehensive mapping of immune perturbations associated with severe COVID-19. Sci Immunol 5, eabd7114.


http://refhub.elsevier.com/S2212-4926(21)00034-8/sref26
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref27
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref27
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref28
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref28
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref29
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref29
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref30
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref30
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref30
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref31
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref31
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref32
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref32
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref32
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref33
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref33
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref33
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref34
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref35
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref36
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref37
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref37
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref38
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref38
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref38
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref39
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref39
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref40
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref40
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref41
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref41
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref42
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref42
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref43
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref44
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref45
https://doi.org/10.37421/jmgm.32020.37414.37457
https://doi.org/10.37421/jmgm.32020.37414.37457
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref47
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref47
https://doi.org/10.1002/jmv.27053
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref49
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref49
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref50
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref50
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref51
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref51
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref52
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref52
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref53
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref53
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref54
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref55
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref55
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref56
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref56
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref57
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref57
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref58
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref58
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref59
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref59
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref60
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref60
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref60
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref61
https://doi.org/10.7883/yoken.JJID.2021.020
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref63
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref63
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref64
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref64
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref65
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref65
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref66
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref66

E. Ricciotti et al. Advances in Biological Regulation 81 (2021) 100818

Lamontagne, F., Rochwerg, B., Lytvyn, L., Guyatt, G.H., Mgller, M.H., Annane, D., Kho, M.E., Adhikari, N.K.J., Machado, F., Vandvik, P.O., et al., 2018. Corticosteroid
therapy for sepsis: a clinical practice guideline. Bmj 362, k3284.

Li, J., Fink, J.B., Augustynovich, A.E., Mirza, S., Kallet, R.H., Dhand, R., 2020. Effects of inhaled epoprostenol and prone positioning in intubated coronavirus disease
2019 patients with refractory hypoxemia. Crit Care Explor 2, e0307.

Liu, F., Ji, C., Luo, J., Wu, W., Zhang, J., Zhong, Z., Lankford, S., Huang, H., Lin, F., Wang, Y., et al., 2020a. Clinical characteristics and corticosteroids application of
different clinical types in patients with corona virus disease 2019. Sci. Rep. 10, 13689.

Liu, J., Zhang, S., Dong, X., Li, Z., Xu, Q., Feng, H., Cai, J., Huang, S., Guo, J., Zhang, L., et al., 2020b. Corticosteroid treatment in severe COVID-19 patients with acute
respiratory distress syndrome. J. Clin. Invest. 130, 6417-6428.

Liu, Q., Huang, N., Li, A., Zhou, Y., Liang, L., Song, X., Yang, Z., Zhou, X., 2021. Effect of low-dose aspirin on mortality and viral duration of the hospitalized adults
with COVID-19. Medicine (Baltim.) 100, e24544.

Lu, R., Zhao, X., Li, J., Niu, P, Yang, B., Wu, H., Wang, W., Song, H., Huang, B., Zhu, N, et al., 2020. Genomic characterisation and epidemiology of 2019 novel
coronavirus: implications for virus origins and receptor binding. Lancet 395, 565-574.

Lucas, C., Wong, P., Klein, J., Castro, T.B.R., Silva, J., Sundaram, M., Ellingson, M.K., Mao, T., Oh, J.E., Israelow, B., et al., 2020. Longitudinal analyses reveal
immunological misfiring in severe COVID-19. Nature 584, 463-469.

Lund, L.C., Kristensen, K.B., Reilev, M., Christensen, S., Thomsen, R.W., Christiansen, C.F., Stgvring, H., Johansen, N.B., Brun, N.C., Hallas, J., et al., 2020. Adverse
outcomes and mortality in users of non-steroidal anti-inflammatory drugs who tested positive for SARS-CoV-2: a Danish nationwide cohort study. PLoS Med. 17,
€1003308.

Mancia, G., Rea, F., Ludergnani, M., Apolone, G., Corrao, G., 2020. Renin-angiotensin-aldosterone system blockers and the risk of covid-19. N. Engl. J. Med. 382,
2431-2440.

Mann, E.R., Menon, M., Knight, S.B., Konkel, J.E., Jagger, C., Shaw, T.N., Krishnan, S., Rattray, M., Ustianowski, A., Bakerly, N.D., et al., 2020. Longitudinal immune
profiling reveals key myeloid signatures associated with COVID-19. Sci Immunol 5, eabd6197.

Manne, B.K., Denorme, F., Middleton, E.A., Portier, 1., Rowley, J.W., Stubben, C., Petrey, A.C., Tolley, N.D., Guo, L., Cody, M., et al., 2020. Platelet gene expression
and function in patients with COVID-19. Blood 136, 1317-1329.

Mathew, D., Giles, J.R., Baxter, A.E., Oldridge, D.A., Greenplate, A.R., Wu, J.E., Alanio, C., Kuri-Cervantes, L., Pampena, M.B., D’Andrea, K., et al., 2020. Deep
immune profiling of COVID-19 patients reveals distinct immunotypes with therapeutic implications. Science 369, eabc8511.

Mazaleuskaya, L.L., Lawson, J.A., Li, X., Grant, G., Mesaros, C., Grosser, T., Blair, I.A., Ricciotti, E., FitzGerald, G.A., 2016. A broad-spectrum lipidomics screen of
antiinflammatory drug combinations in human blood. JCI Insight 1, e87031.

Meizlish, M.L., Goshua, G., Liu, Y., Fine, R., Amin, K., Chang, E., DeFilippo, N., Keating, C., Liu, Y., Mankbadi, M., et al., 2021. Intermediate-dose anticoagulation,
aspirin, and in-hospital mortality in COVID-19: a propensity score-matched analysis. Am. J. Hematol. 96, 471-479.

Moezinia, C.J., Ji-Xu, A., Azari, A., Horlick, S., Denton, C., Stratton, R., 2020. Iloprost for COVID-19-related vasculopathy. Lancet Rheumatol 2, e582-e583.

Moore, J.B., June, C.H., 2020. Cytokine release syndrome in severe COVID-19. Science 368, 473-474.

More, S.A., Patil, A.S., Sakle, N.S., Mokale, S.N., 2021. Network analysis and molecular mapping for SARS-CoV-2 to reveal drug targets and repurposing of clinically
developed drugs. Virology 555, 10-18.

Ong, S.W.X., Tan, W.Y.T., Chan, Y.H., Fong, S.W., Renia, L., Ng, L.F,, Leo, Y.S., Lye, D.C., Young, B.E., 2020. Safety and potential efficacy of cyclooxygenase-2
inhibitors in coronavirus disease 2019. Clin Transl Inmunology 9, e1159.

Ortiz-Prado, E., Simbana-Rivera, K., Gomez-Barreno, L., Rubio-Neira, M., Guaman, L.P., Kyriakidis, N.C., Muslin, C., Jaramillo, A.M.G., Barba-Ostria, C., Cevallos-
Robalino, D., et al., 2020. Clinical, molecular, and epidemiological characterization of the SARS-CoV-2 virus and the Coronavirus Disease 2019 (COVID-19), a
comprehensive literature review. Diagn. Microbiol. Infect. Dis. 98, 115094.

Osborne, T.F., Veigulis, Z.P., Arreola, D.M., Mahajan, S.M., R66sli, E., Curtin, C.M., 2021. Association of mortality and aspirin prescription for COVID-19 patients at
the Veterans Health Administration. PloS One 16, e0246825.

Pace, S., Pergola, C., Dehm, F., Rossi, A., Gerstmeier, J., Troisi, F., Pein, H., Schaible, A.M., Weinigel, C., Rummler, S., et al., 2017a. Androgen-mediated sex bias
impairs efficiency of leukotriene biosynthesis inhibitors in males. J. Clin. Invest. 127, 3167-3176.

Pace, S., Rossi, A., Krauth, V., Dehm, F., Troisi, F., Bilancia, R., Weinigel, C., Rummler, S., Werz, O., Sautebin, L., 2017b. Sex differences in prostaglandin biosynthesis
in neutrophils during acute inflammation. Sci. Rep. 7, 3759.

Pham, T.H., Qiu, Y., Zeng, J., Xie, L., Zhang, P., 2021. A deep learning framework for high-throughput mechanism-driven phenotype compound screening and its
application to COVID-19 drug repurposing. Nat Mach Intell 3, 247-257.

Qiao, W., Wang, C., Chen, B., Zhang, F., Liu, Y., Lu, Q., Guo, H., Yan, C., Sun, H., Hu, G., et al., 2015. Ibuprofen attenuates cardiac fibrosis in streptozotocin-induced
diabetic rats. Cardiology 131, 97-106.

Raju, R., V, P., Biatris, P.S., J, S., 2021. Therapeutic role of corticosteroids in COVID-19: a systematic review of registered clinical trials. Futur J Pharm Sci 7, 67.

Ramakrishnan, S., Nicolau Jr., D.V., Langford, B., Mahdi, M., Jeffers, H., Mwasuku, C., Krassowska, K., Fox, R., Binnian, 1., Glover, V., et al., 2021. Inhaled budesonide
in the treatment of early COVID-19 (STOIC): a phase 2, open-label, randomised controlled trial. Lancet Respir Med 9, 763-772.

Reddy, K., O’Kane, C., McAuley, D., 2020. Corticosteroids in acute respiratory distress syndrome: a step forward, but more evidence is needed. Lancet Respir Med 8,
220-222.

Ricciotti, E., FitzGerald, G.A., 2011. Prostaglandins and inflammation. Arterioscler. Thromb. Vasc. Biol. 31, 986-1000.

Ricciotti, E., FitzGerald, G.A., 2021. Aspirin in the prevention of cardiovascular disease and cancer. Annu. Rev. Med. 72, 473-495.

Richardson, S., Hirsch, J.S., Narasimhan, M., Crawford, J.M., McGinn, T., Davidson, K.W., Barnaby, D.P., Becker, L.B., Chelico, J.D., Cohen, S.L., et al., 2020.
Presenting characteristics, comorbidities, and outcomes among 5700 patients hospitalized with COVID-19 in the New York city area. Jama 323, 2052-2059.

Rinott, E., Kozer, E., Shapira, Y., Bar-Haim, A., Youngster, 1., 2020. Ibuprofen use and clinical outcomes in COVID-19 patients. Clin. Microbiol. Infect. 26, 1259.e1255-
1259.e1257.

Sadeghipour, P., Talasaz, A.H., Rashidi, F., Sharif-Kashani, B., Beigmohammadi, M.T., Farrokhpour, M., Sezavar, S.H., Payandemehr, P., Dabbagh, A., Moghadam, K.
G., et al., 2021. Effect of intermediate-dose vs standard-dose prophylactic anticoagulation on thrombotic events, extracorporeal membrane oxygenation
treatment, or mortality among patients with COVID-19 admitted to the intensive care unit: the INSPIRATION randomized clinical trial. Jama 325, 1620-1630.

Sahai, A., Bhandari, R., Godwin, M., McIntyre, T., Chung, M.K., Iskandar, J.P., Kamran, H., Hariri, E., Aggarwal, A., Burton, R., et al., 2021. Effect of aspirin on short-
term outcomes in hospitalized patients with COVID-19. Vasc. Med. 1358863x211012754.

Saheb Sharif-Askari, N., Saheb Sharif-Askari, F., Alabed, M., Tayoun, A.A., Loney, T., Uddin, M., Senok, A., Al Heialy, S., Hamoudi, R., Kashour, T., et al., 2020. Effect
of common medications on the expression of SARS-CoV-2 entry receptors in kidney tissue. Clin Transl Sci 13, 1048-1054.

Sander, W.J., O’Neill, H.G., Pohl, C.H., 2017. Prostaglandin E(2) as a modulator of viral infections. Front. Physiol. 8, 89.

Scheinman, R.I., Cogswell, P.C., Lofquist, A.K., Baldwin Jr., A.S., 1995. Role of transcriptional activation of I kappa B alpha in mediation of immunosuppression by
glucocorticoids. Science 270, 283-286.

Schultze, A., Walker, A.J., MacKenna, B., Morton, C.E., Bhaskaran, K., Brown, J.P., Rentsch, C.T., Williamson, E., Drysdale, H., Croker, R., et al., 2020. Risk of COVID-
19-related death among patients with chronic obstructive pulmonary disease or asthma prescribed inhaled corticosteroids: an observational cohort study using
the OpenSAFELY platform. Lancet Respir Med 8, 1106-1120.

Segel, M.J., 2007. Steroids for ARDS: still an open issue. Chest 132, 1095 author reply 1097-1100.

Sodhi, M., Etminan, M., 2020. Safety of ibuprofen in patients with COVID-19: causal or confounded? Chest 158, 55-56.

Song, J.W., Zhang, C., Fan, X., Meng, F.P., Xu, Z., Xia, P., Cao, W.J., Yang, T., Dai, X.P., Wang, S.Y., et al., 2020. Immunological and inflammatory profiles in mild and
severe cases of COVID-19. Nat. Commun. 11, 3410.

Sonti, R., Pike, C.W., Cobb, N., 2021. Responsiveness of inhaled epoprostenol in respiratory failure due to COVID-19. J. Intensive Care Med. 36, 327-333.

Spiezia, L., Boscolo, A., Poletto, F., Cerruti, L., Tiberio, I., Campello, E., Navalesi, P., Simioni, P., 2020. COVID-19-Related severe hypercoagulability in patients
admitted to intensive care unit for acute respiratory failure. Thromb. Haemostasis 120, 998-1000.

10


http://refhub.elsevier.com/S2212-4926(21)00034-8/sref67
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref67
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref68
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref68
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref69
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref69
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref70
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref70
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref71
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref71
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref72
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref72
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref73
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref73
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref74
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref74
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref74
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref75
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref75
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref76
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref76
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref77
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref77
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref78
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref78
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref79
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref79
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref80
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref80
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref81
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref82
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref83
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref83
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref84
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref84
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref85
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref85
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref85
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref86
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref86
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref87
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref87
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref88
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref88
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref89
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref89
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref90
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref90
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref91
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref92
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref92
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref93
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref93
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref94
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref95
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref96
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref96
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref97
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref97
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref98
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref98
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref98
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref99
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref99
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref100
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref100
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref101
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref102
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref102
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref103
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref103
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref103
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref104
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref105
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref106
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref106
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref107
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref108
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref108

E. Ricciotti et al. Advances in Biological Regulation 81 (2021) 100818

Sterne, J.A.C., Murthy, S., Diaz, J.V., Slutsky, A.S., Villar, J., Angus, D.C., Annane, D., Azevedo, L.C.P., Berwanger, O., Cavalcanti, A.B., et al., 2020. Association
between administration of systemic corticosteroids and mortality among critically ill patients with COVID-19: a meta-analysis. Jama 324, 1330-1341.

Suter, F., Consolaro, E., Pedroni, S., Moroni, C., Pasto, E., Paganini, M.V., Pravettoni, G., Cantarelli, U., Rubis, N., Perico, N., et al., 2021. A Simple, Home-Therapy
Algorithm to Prevent Hospitalisation for COVID-19 Patients: A Retrospective Observational Matched-Cohort Study. EClinicalMedicine, 100941.

Tang, X., Feng, Y.M., Ni, J.X., Zhang, J.Y., Liu, L.M., Hu, K., Wu, X.Z., Zhang, J.X., Chen, J.W., Zhang, J.C,, et al., 2021. Early use of corticosteroid may prolong SARS-
CoV-2 shedding in non-intensive care unit patients with COVID-19 pneumonia: a multicenter, single-blind, randomized control trial. Respiration 100, 116-126.

Terrier, O., Dilly, S., Pizzorno, A., Chalupska, D., Humpolickova, J., Bouta, E., Berenbaum, F., Quideau, S., Lina, B., Feve, B., et al., 2021. Antiviral properties of the
NSAID drug naproxen targeting the nucleoprotein of SARS-CoV-2 coronavirus. Molecules 26, 2593.

Theken, K.N., FitzGerald, G.A., 2021. Bioactive lipids in antiviral immunity. Science 371, 237-238.

Tomazini, B.M., Maia, L.S., Cavalcanti, A.B., Berwanger, O., Rosa, R.G., Veiga, V.C., Avezum, A., Lopes, R.D., Bueno, F.R., Silva, M., et al., 2020. Effect of
dexamethasone on days alive and ventilator-free in patients with moderate or severe acute respiratory distress syndrome and COVID-19: the CoDEX randomized
clinical trial. Jama 324, 1307-1316.

Valenzuela, R., Pedrosa, M.A., Garrido-Gil, P., Labandeira, C.M., Navarro, G., Franco, R., Rodriguez-Perez, A.l., Labandeira-Garcia, J.L., 2021. Interactions between
ibuprofen, ACE2, renin-angiotensin system, and spike protein in the lung. Implications for COVID-19. Clin. Transl. Med. 11, e371.

Villar, J., Ferrando, C., Martinez, D., Ambrés, A., Munoz, T., Soler, J.A., Aguilar, G., Alba, F., Gonzalez-Higueras, E., Conesa, L.A., et al., 2020. Dexamethasone
treatment for the acute respiratory distress syndrome: a multicentre, randomised controlled trial. Lancet Respir Med 8, 267-276.

Vitte, J., Diallo, A.B., Boumaza, A., Lopez, A., Michel, M., Allardet-Servent, J., Mezouar, S., Sereme, Y., Busnel, J.M., Miloud, T., et al., 2020. A granulocytic signature
identifies COVID-19 and its severity. J. Infect. Dis. 222, 1985-1996.

Wadman, M., Couzin-Frankel, J., Kaiser, J., Matacic, C., 2020. A rampage through the body. Science 368, 356-360.

Wang, Y., Jiang, W., He, Q., Wang, C., Wang, B., Zhou, P., Dong, N., Tong, Q., 2020. A retrospective cohort study of methylprednisolone therapy in severe patients
with COVID-19 pneumonia. Signal Transduct Target Ther 5, 57.

Weber, K.T., 1992. Glucocorticoids and mineralocorticoids: antifibrotic and profibrotic components of wound healing. J. Lab. Clin. Med. 120, 22-29.

Wong, A.Y., MacKenna, B., Morton, C.E., Schultze, A., Walker, A.J., Bhaskaran, K., Brown, J.P., Rentsch, C.T., Williamson, E., Drysdale, H., et al., 2021. Use of non-
steroidal anti-inflammatory drugs and risk of death from COVID-19: an OpenSAFELY cohort analysis based on two cohorts. Ann. Rheum. Dis. 80, 943-951.

Wrapp, D., Wang, N., Corbett, K.S., Goldsmith, J.A., Hsieh, C.L., Abiona, O., Graham, B.S., McLellan, J.S., 2020. Cryo-EM structure of the 2019-nCoV spike in the
prefusion conformation. Science 367, 1260-1263.

Wu, C., Hou, D., Du, C,, Cai, Y., Zheng, J., Xu, J., Chen, X., Chen, C., Hu, X., Zhang, Y., et al., 2020a. Corticosteroid therapy for coronavirus disease 2019-related acute
respiratory distress syndrome: a cohort study with propensity score analysis. Crit. Care 24, 643.

Wu, F., Zhao, S., Yu, B., Chen, Y.M., Wang, W., Song, Z.G., Hu, Y., Tao, ZW., Tian, J.H., Pei, Y.Y., et al., 2020b. A new coronavirus associated with human respiratory
disease in China. Nature 579, 265-269.

Xiang, Z., Liu, J., Shi, D., Chen, W., Li, J., Yan, R., Bi, Y., Hu, W., Zhu, Z., Yu, Y., et al., 2020. Glucocorticoids improve severe or critical COVID-19 by activating ACE2
and reducing IL-6 levels. Int. J. Biol. Sci. 16, 2382-2391.

Yal¢in Kehribar, D., Cihangiroglu, M., Sehmen, E., Avci, B., Capraz, M., Boran, M., Giinaydin, C., Ozgen, M., 2020. The assessment of the serum levels of TWEAK and
prostaglandin F2u in COVID — 19. Turk. J. Med. Sci. 50, 1786-1791.

Yan, Q., Li, P., Ye, X., Huang, X., Feng, B., Ji, T., Chen, Z., Li, F., Zhang, Y., Luo, K., et al., 2021. Longitudinal peripheral blood transcriptional analysis reveals
molecular signatures of disease progression in COVID-19 patients. J. Immunol. 206, 2146-2159.

Young, B.E., Ong, S.W.X., Kalimuddin, S., Low, J.G., Tan, S.Y., Loh, J., Ng, O.T., Marimuthu, K., Ang, L.W., Mak, T.M., et al., 2020. Epidemiologic features and clinical
course of patients infected with SARS-CoV-2 in Singapore. Jama 323, 1488-1494.

Youssef, J., Novosad, S.A., Winthrop, K.L., 2016. Infection risk and safety of corticosteroid use. Rheum. Dis. Clin. N. Am. 42, 157-176 ix-x.

Yuan, S., Chen, P., Li, H., Chen, C., Wang, F., Wang, D.W., 2021. Mortality and pre-hospitalization use of low-dose aspirin in COVID-19 patients with coronary artery
disease. J. Cell Mol. Med. 25, 1263-1273.

Zaid, Y., Puhm, F., Allaeys, 1., Naya, A., Oudghiri, M., Khalki, L., Limami, Y., Zaid, N., Sadki, K., Ben El Haj, R., et al., 2020. Platelets can associate with SARS-cov-2
RNA and are hyperactivated in COVID-19. Circ. Res. 127, 1404-1418.

Zhang, J.J., Dong, X., Cao, Y.Y., Yuan, Y.D., Yang, Y.B., Yan, Y.Q., Akdis, C.A., Gao, Y.D., 2020a. Clinical characteristics of 140 patients infected with SARS-CoV-2 in
Wuhan, China. Allergy 75, 1730-1741.

Zhang, S., Liu, Y., Wang, X., Yang, L., Li, H., Wang, Y., Liu, M., Zhao, X., Xie, Y., Yang, Y., et al., 2020b. SARS-CoV-2 binds platelet ACE2 to enhance thrombosis in
COVID-19. J. Hematol. Oncol. 13, 120.

Zhang, Y., Greer, R.A,, Song, Y., Praveen, H., Song, Y., 2021. In silico identification of available drugs targeting cell surface BiP to disrupt SARS-CoV-2 binding and
replication: drug repurposing approach. Eur. J. Pharmaceut. Sci. 160, 105771.

Zheng, J., 2020. SARS-CoV-2: an emerging coronavirus that causes a global threat. Int. J. Biol. Sci. 16, 1678-1685.

11


http://refhub.elsevier.com/S2212-4926(21)00034-8/sref109
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref109
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref110
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref110
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref111
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref111
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref112
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref112
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref113
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref114
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref114
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref114
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref115
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref115
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref116
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref116
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref117
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref117
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref118
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref119
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref119
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref120
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref121
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref121
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref122
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref122
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref123
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref123
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref124
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref124
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref125
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref125
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref126
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref126
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref127
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref127
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref128
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref128
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref129
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref130
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref130
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref131
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref131
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref132
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref132
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref133
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref133
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref134
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref134
http://refhub.elsevier.com/S2212-4926(21)00034-8/sref135

