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INTRODUCTION

Discovered in 1934, chloroquine has been widely and
safely used across the world especially for malaria. It is on the
World Health Organization’s list of essential medicines and
available as a generic medication. Proposed recently for SARS-
CoV-2 infection, this drug is at the center of a controversy
between those who support this specific use, mostly indepen-
dent researchers and those who question efficacy and safety,
mostly dependent researchers.

As of today, most of the works published on the matter
indicate that chloroquine/hydroxychloroquine (CQ/HCQ) is
likely effective against SARS-CoV-2 infection, almost 100%
in prophylaxis and mild-medium severity cases and 60% in
late infection cases [1]. The summary includes a total of 146
works and out of these works, in vitro, ex vivo, meta, theory,
safety, review, news and retracted items are not included in
the percentages and study count. There are then 88 studies left,
with 50 of them peer-reviewed, classified as positive, negative,
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and inconclusive [1] concludes as global CQ/HCQ studies pre-
exposure prophylaxis (PrEP), post-exposure prophylaxis (PEP)
and early treatment studies show efficacy, while late treatment
shows mixed results. It is noteworthy that some recent peer-
reviewed works [2-34] supporting the use of CQ/HCQ for
SARS-CoV-2 infection.

Despite the overwhelming evidence from the independent
studies, the use of CQ/HCQ is prevented or discouraged in most
western countries based on a very singular examination of the
science behind this use. SARS-CoV-2 had so far a much higher
number of fatalities in the supposed to be more advanced
countries, believed to enjoy a better health system, for example,
the United Kingdom, Belgium and the United States, than in
poorer and supposed to be less advanced countries, for example,
most of the countries of Africa or even Asia. While other factors
are affecting the number of fatalities, where CQ/HCQ and other
antivirals are not used, there are more fatalities rather than fewer.

A case study published in late May 2020 was discussed
despite that openly flawed and then retracted after an outcry
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by the scientific community, the World Health Organization
(WHO) take a call for the ban of the use of CQ/HCQ and the
performances in terms of fatalities, of countries which are using
CQ/HCQ versus those countries are not using CQ/HCQ.

Biased judgment of poor safety and efficacy of CQ/
HCQ: The judgment of poor safety and efficacy of CQ/HCQ
for SARS-CoV-2 infection is based on two flawed works; the
first work claimed that CQ/HCQ is unsafe and not efficient
for SARS-CoV-2 infection [35]. It was based on an unrealistic
dataset which was unavailable for review.

A retrospective study [35], published on May 22, 2020,
was immediately employed to call for an end to the use of
CQ/HCQ for SARS-CoV-2 infection by the WHO [36], which
was openly defective. If the data could have been reliable,
nevertheless the conclusions will not have been warranted.
This retrospective study was nominally only an examination
of carefully selected registries, in the vast majority from selected
hospitals in the United States of America (66% of total). For
completely unclear reasons, somewhere patients were given
one specific option in one specific hospital in one specific state
or one specific country. Which were the reasons that guided
the choice of the selected hospitals and patients were not known.

This was not a double-blinded, placebo new study where
patients were randomly given the option to use CQ, HCQ, CQ
+ macrolide, HCQ + macrolide or placebo, as claimed neces-
sary to evaluate safety and efficacy of CQ/HCQ use for SARS-
CoV-2 infection. This was a selection of registry. This study
only considered severe cases and not prophylaxis or mild/
medium cases, which are otherwise the best opportunities offered
by CQ/HCQ. This article should not have impacted on the other
uses, as the use of CQ/HCQ on mild/medium cases or prop-
hylaxis was not covered.

While parameters under CQ/HCQ administration (e.g. zinc
or vitamin C or D) must be controlled, there was no mention
these parameters were monitored and controlled. CQ/HCQ
should be used “giving no contraindication applies” and are
suggested not to be used simultaneously with other medications.
There was no mention these guidelines were followed. Finally,
the main author was reporting the personal fees from the
pharmaceutical companies and the database was claimed to
be funded by a corporation, with the opportunity of conflict
of interest impact judgment.

Most importantly, there were also doubts about the relia-
bility of the data [37,38]. For example, no Australian health
official confirmed the sharing of SARS-CoV-2 data that is
claimed to have collected and analyzed the huge amount of
data [38]. How this company could have collected and analyzed
all these tens of thousands of patient records from hundreds
of hospitals worldwide was unclear. Data and code were not
made available upon submission.

Many independent researchers immediately wrote to The
Lancet raising the flag about this work. Being one of them,
my comments were rejected many weeks after the paper was
retracted. The retraction was motivated because the company
that purportedly analyzed the raw data did not allow their
validity to be independently validated [39]. None of the many
comments submitted to The Lancet got published. On the

opposite, one minor flaw was commented by the editors [40]
on May 30, 2020. Then the editors published an expression of
concern [41] on June 3, 2020. Finally, 3 of the 4 authors published
a retraction on June 5, 2020 [42]. Since then, the original paper
only reports the “retracted” word in front of the title, and the
word retracted across the text. However, it has not been removed,
as occurred to other discredited works. Not my comment nor
the comments by others got published.

A work of Mehra et al. [35] has been cited so far 424 times
(Google scholar), with most of the citations neglecting the fact
the work was flawed and it has been withdrawn. This work is
still considered by some proof CQ/HCQ are unsafe and not effec-
tive. The failure to address the major flaws during the peer review,
and also the similarly improper post-publication review of the
work, namely the commenting and citation processes, casts serious
doubt about the reliability of the peer review process strangled
by the conflict of interest. The list of donors of the WHO is the
most likely explanation why a flawed paper was overrated to
call for the ban of CQ/HCQ for SARS-CoV-2 use, while all the
works in favor of the use of CQ/HCQ were simply neglected.

While the work [35] should have been recognized as flawed
during the peer review, and it was not, much different treatment
is now reserved for late works supporting the use of CQ/HCQ
for SARS-CoV-2 infection. For example, the review paper [43]
was proposing an objective analysis of papers in favour or again
the use of CQ/HCQ for SARS-CoV-2 infection, also mentioning
the bias by a conflict of interest and concluding CQ/HCQ were
very likely helpful in some circumstances, and opposite even
negative in others, which are very well established in the liter-
ature. The acceptance communicated July 17, 2020, was then
transformed in rejection on the way to production by July 27,
2020, likely because of the politically incorrect conclusion as
well as the mention of the evident conflict of interest biasing
the assessment. The fact that every submission is communi-
cated to the WHO before being published does not speak in
favor of independence.

As soon as the claims of the work [35] were demystified,
immediately the preliminary results of the RECOVERY trials
were proposed to the mainstream media to permit enforcement
of the ban by the WHO [44]. The RECOVERY (Randomised
Evaluation of Covid-19 therapy) was suggesting higher fatalities
for those treated with CQ/HCQ, however the result of using
much higher than reasonable doses administered over much
more time than reasonable for those not intended to receive
these doses [44], very sick patients often under oxygen or venti-
lation. The RECOVERY trial demonstrates absolutely nothing
against the safety and efficacy of CQ/HCQ when properly used.
The work was supported by the same charity is the major donor
of the WHO. The University who supported the RECOVERY
trials is deeply involved in the development of a SARS-CoV-2
vaccine. Similarly supportive of a SARS-CoV-2 vaccine is the
charity, which is the first and foremost supporter of the WHO,
also support the GAVI vaccine alliance. The present director-
general of the WHO is a former board director of GAVI. This
could be configured as a conflict of interest.

Assessment of safety versus efficacy of CQ/HCQ by
comparing protocols and fatality rates: Most of the peer
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review works is still in favour of the use of CQ and HCQ against
SARS-CoV-2, especially in mild and asymptomatic cases. It
is important to note as those countries that have been free to
decide their therapies and continued to use CQ/HCQ do not
have higher fatalities, but lower than those who followed the
suggestions of the WHO (or the US NIH and UK NIH). As the
more or less effective lockdown policies and therapies should
not be decided by the media of the western countries, here in
Fig. 1 are the number of cases, the fatalities, and the case fatality
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The number of confirmed cases is lower than the number of actual cases; the main reason for that is limited testing.
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Fig. 1. Cumulative number of cases, number of fatalities and the case
fatality rate for the US, UK and Belgium, Sweden, Israel, Taiwan,
South Korea, Japan, Qatar and United Arab Emirates. Images from
ourworldindata.org.

rate (the number of fatalities divided by the number of cases)
of reference countries such as the US, the UK, Belgium, Sweden,
Israel, UAE, Qatar, Taiwan, South Korea and Japan.

The media is promoting the false view that the fatalities
of the western countries and their closer satellites are inevitable,
and that only more restrictions could have reduced them. They
attribute the different number of fatalities to the different restri-
ctions, and the different spreading, as it is not the case. The
SARS-CoV-2 emergency will not be solved by harsher restric-
tions enforced over longer times but by learning from experience.

The number of casualties is not only a result of the number
of infected, but of who specifically is infected, and how this
specifically infected person is treated. The cumulative number
of cases, number of fatalities, and the case fatality rate show
the US, UK and Belgium performed badly. Sweden and Israel
performed better. Taiwan, South Korea, Japan, Qatar and United
Arab Emirates performed much better, following different
approaches, limiting cases or limiting fatalities between cases.
Qatar had about the same cases as UK and Belgium. But a
case fatality rate of 0.2 versus 2.7 and 3%. Japan, South Korea
and Taiwan had very few cases. The UAE had half the cases of
Belgium, but 10 times smaller case fatality rate, 0.3 versus 3%.
From 0.2 to 0.3% to about or well above 3% the difference is
huge and also involves similar individuals for age or comorbidities.

The UK, Belgium and the US did and are doing almost
everything wrong not only in containment but also in treatment.
Going up and down with generalized, unsustainable, lock-
downs does not help. Leaving infected patients untreated till
they get to ventilation or oxygen, packed in hospitals, refusing
to use the therapies successfully implemented somewhere else,
only produces more fatalities. Fatalities in confirmed cases are
not only driven by therapies, as many other factors are relevant.
However, countries such as Qatar and the UAE successfully
use CQ/HCQ in asymptomatic and mild cases, while the use
of this antiviral and the many other antivirals proposed in
combination in Qatar and the UAE, but is practically prevented
in the US, UK and Belgium. In the UAE [45], CQ/HCQ is part
of the therapeutic options for high-risk asymptomatic patients,
symptomatic patients without pneumonia for 5 days or patients
with pneumonia for 7 days at doses one half over half the time
of what was administered to severely ill patients mostly under
ventilation in the RECOVERY trial.

Conclusion

There are many studies published in the literature which
show positive results of the use of CQ/HCQ in SARS-CoV-2
infection, especially asymptomatic and mild to medium
severity cases. Then, there are fewer studies that show neutral
or negative results, in the most severe, late cases. For patients
in the late stage of SARS-CoV-2 infection, CQ/HCQ is not
supposed to work that much the same as every other known
antiviral. The most relevant works that have been used to ban
CQ/HCQ suffer from major flaws, being works which have
been retracted or even works never peer-reviewed such as the
RECOVERY trial. The CQ/HCQ is helpful in SARS-CoV-2
infection when properly used in asymptomatic and mild to
medium severity cases.

1720  Boretti Asian J. Chem.



CONFLICT OF INTEREST

The authors declare that there is no conflict of interests
regarding the publication of this article.

REFERENCES

1. C19study, Global HC Q studies; PrEP, PEP, and Early Treatment Studies
Show Efficacy, While Late Treatment Shows Mixed Results (2020);
https://c19study.com/

2. C. Ferri, D. Giuggioli, V. Raimondo, M. L’Andolina, A. Tavoni, R.
Cecchetti, S. Guiducci, F. Ursini, M. Caminiti, G. Varcasia, P. Gigliotti,
R. Pellegrini, D. Olivo, M. Colaci, G. Murdaca, R. Brittelli, G.P. Mariano,
A. Spinella, S. Bellando-Randone, V. Aiello, S. Bilia, D. Giannini, T.
Ferrari, R. Caminiti, V. Brusi, R. Meliconi, P. Fallahi and A. Antonelli,
Clin. Rheumatol., 39, 3195 (2020);
https://doi.org/10.1007/s10067-020-05334-7

3. The COVID-19 RISK and Treatments (CORIST) Collaboration, Eur.
J. Intern. Med., 82, 38 (2020);
https://doi.org/10.1016/j.ejim.2020.08.019

4. L. Catteau, N. Dauby, M. Montourcy, E. Bottieau, J. Hautekiet, E.
Goetghebeur, S. van Ierssel, E. Duysburgh, H. Van Oyen, C. Wyndham-
Thomas, D. Van Beckhoven, K. Bafort, L. Belkhir, N. Bossuyt, P.
Caprasse, V. Colombie, P. De Munter, J. Deblonde, D. Delmarcelle,
M. Delvallee, R. Demeester, T. Dugernier, X. Holemans, B. Kerzmann,
P. Yves Machurot, P. Minette, J.-M. Minon, S. Mokrane, C. Nachtergal,
S. Noirhomme, D. Piérard, C. Rossi, C. Schirvel, E. Sermijn, F. Staelens,
F. Triest, N.V. Goethem, J.V. Praet, A. Vanhoenacker, R. Verstraete and
E. Willems, Int. J. Antimicrob. Agents, 56, 106144 (2020);
https://doi.org/10.1016/j.ijantimicag.2020.106144

5. A. Dubernet, K. Larsen, L. Masse, J. Allyn, E. Foch, L. Bruneau et al.,
J. Glob. Antimicrob. Resist., (2020);
https://doi.org/10.1016/j.jgar.2020.08.001

6. D.J. Pinato, A. Zambelli, J. Aguilar-Company, M. Bower, C.C.T. Sng,
R. Salazar, A. Bertuzzi, J. Brunet, R. Mesia, E. Seguí, F. Biello, D.
Generali, S. Grisanti, G. Rizzo, M. Libertini, A. Maconi, N. Harbeck,
B. Vincenzi, R. Bertulli, D. Ottaviani, A. Carbó, R. Bruna, S. Benafif,
A. Marrari, R. Wuerstlein, M.C. Carmona-Garcia, N. Chopra, C. Tondini,
O. Mirallas, V. Tovazzi, M. Betti, S. Provenzano, V. Fotia, C.A. Cruz,
A.D. Pria, F. D'Avanzo, J.S. Evans, N. Saoudi-Gonzalez, E. Felip, M.
Galazi, I. Garcia-Fructuoso, A.J.X. Lee, T. Newsom-Davis, A. Patriarca,
D. García-Illescas, R. Reyes, P. Dileo, R. Sharkey, Y.N.S. Wong, D.
Ferrante, J. Marco-Hernández, A. Sureda, C. Maluquer, I. Ruiz-Camps,
G. Gaidano, L. Rimassa, L. Chiudinelli, M. Izuzquiza, A. Cabirta, M.
Franchi, A. Santoro, A. Prat, J. Tabernero and A. Gennari, Cancer
Discov., 10, 1465 (2020);
https://doi.org/10.1158/2159-8290.CD-20-0773

7. B. Yu, C. Li, P. Chen, J. Li, H. Jiang and D.W. Wang, Sci. China Life
Sci., 60, 330 (2020);
https://doi.org/10.1007/s11427-020-1782-1

8. B. Davido, G. Boussaid, I. Vaugier, T. Lansaman, F. Bouchand, C.
Lawrence, J.-C. Alvarez, P. Moine, V. Perronne, F. Barbot, A. Saleh-
Mghir, C. Perronne, D. Annane and P. De Truchis, Int. J. Antimicrob.
Agents, 56, 106129 (2020);
https://doi.org/10.1016/j.ijantimicag.2020.106129

9. A. d’Arminio Monforte, A. Tavelli, F. Bai, G. Marchetti and A. Cozzi-
Lepri, Int. J. Infect. Dis., 99, 75 (2020);
https://doi.org/10.1016/j.ijid.2020.07.056

10. K.S. Hong, J.G. Jang, J. Hur, J.H. Lee, H.N. Kim, W. Lee and J.H.
Ahn, Infect. Chemother., 52, e43 (2020);
https://doi.org/10.3947/ic.2020.52.3.396

11. J. Zhong, G. Shen, H. Yang, A. Huang, X. Chen, L. Dong, B. Wu, A.
Zhang, L. Su, X. Hou, S. Song, H. Li, W. Zhou, T. Zhou, Q. Huang, A.
Chu, Z. Braunstein, X. Rao, C. Ye and L. Dong, Lancet Rheumatol., 2,
E557 (2020);
https://doi.org/10.1016/S2665-9913(20)30227-7

12. S. Arshad, P. Kilgore, Z.S. Chaudhry, G. Jacobsen, D.D. Wang, K.
Huitsing, I. Brar, G.J. Alangaden, M.S. Ramesh, J.E. McKinnon, W.
O’Neill, M. Zervos and Henry Ford COVID-19 Task Force, Int. J. Infect.
Dis., 97, 396 (2020);
https://doi.org/10.1016/j.ijid.2020.06.099

13. T. Mikami, H. Miyashita, T. Yamada, M. Harrington, D. Steinberg, A.
Dunn and E. Siau, J. Gen. Intern. Med., 36, 17 (2020);
https://doi.org/10.1007/s11606-020-05983-z

14. A. Ferreira, A. Oliveirae-Silva and P. Bettencourt, J. Med. Virol., 93, 755
(2020);
https://doi.org/10.1002/jmv.26286

15. J.C. Lagier, M. Million, P. Gautret, P. Colson, S. Cortaredona, A. Giraud-
Gatineau, S. Honoré, J.-Y. Gaubert, P.-E. Fournier, H. Tissot-Dupont,
E. Chabrière, A. Stein, J.-C. Deharo, F. Fenollar, J.-M. Rolain, Y. Obadia,
A. Jacquier, B. La Scola, P. Brouqui, M. Drancourt, P. Parola, D. Raoult,
S. Amrane, C. Aubry, M. Bardou, C. Berenger, L. Camoin-Jau, N.
Cassir, C. Decoster, C. Dhiver, B. Doudier, S. Edouard, S. Gentile, K.
Guillon-Lorvellec, M. Hocquart, A. Levasseur, M. Mailhe, I. Ravaux,
M. Richez, Y. Roussel, P. Seng, C. Tomei and C. Zandotti, Travel Med.
Infect. Dis., 36, 101791 (2020);
https://doi.org/10.1016/j.tmaid.2020.101791

16. H. Xue, Y. Liu, P. Luo, X. Liu, L. Qiu, D. Liu and J. Li, J. Med. Virol.,
92, 2523 (2020);
https://doi.org/10.1002/jmv.26193

17. G. Pirnay, B. Dantier, W. Tourid, A. Terkemani, F. Bachot, L. Hadim,
N. Abdous, W. Amara, Z. Abrous, A. Bozel, M.-L. Gaubert-Dahan, R.
Aikpa and F. Fauvelle1, Pharm. Hosp. Clin., 55, 398 (2020);
https://doi.org/10.1016/j.phclin.2020.06.001

18. D.R. Boulware, M.F. Pullen, A.S. Bangdiwala, K.A. Pastick, S.M.
Lofgren, E.C. Okafor, C.P. Skipper, A.A. Nascene, M.R. Nicol, M.
Abassi, N.W. Engen, M.P. Cheng, D. LaBar, L.J. MacKenzie, G. Drobot,
S.A. Lother, N. Marten, R. Zarychanski, L.E. Kelly, I.S. Schwartz,
E.G. McDonald, R. Rajasingham, T.C. Lee and K.H. Hullsiek, N. Engl.
J. Med., 383, 517 (2020);
https://doi.org/10.1056/NEJMoa2016638

19. V. Guérin, P. Lévy, J.-L. Thomas, T. Lardenois, P. Lacrosse, E. Sarrazin,
N.R. Andreis and M. Wonner, Asian J. Med. Health, 18, 45 (2020);
https://doi.org/10.9734/ajmah/2020/v18i730224

20. L. Ayerbe, C. Risco and S. Ayis, J. Thromb. Thrombolysis, 50, 298 (2020);
https://doi.org/10.1007/s11239-020-02162-z

21. P. Chatterjee, T. Anand, K.J. Singh, R. Rasaily, R. Singh, S. Das, H. Singh,
I. Praharaj, R.R. Gangakhedkar, B. Bhargava and S. Panda, Indian J.
Med. Res., 151, 459 (2020);
https://doi.org/10.4103/ijmr.IJMR_2234_20

22. M. Huang, M. Li, F. Xiao, P. Pang, J. Liang, T. Tang, S. Liu, B. Chen,
J. Shu, Y. You, Y. Li, M. Tang, J. Zhou, G. Jiang, J. Xiang, W. Hong, S.
He, Z. Wang, J. Feng, C. Lin, Y. Ye, Z. Wu, Y. Li, B. Zhong, R. Sun, Z.
Hong, J. Liu, H. Chen, X. Wang, Z. Li, D. Pei, L. Tian, J. Xia, S. Jiang,
N. Zhong and H. Shan. Natl. Sci. Rev., 7, 1428 (2020);
https://doi.org/10.1093/nsr/nwaa113

23. B. Yu, C. Li, P. Chen, N. Zhou, L. Wang, J. Li, H. Jiang and D.-W.
Wang, Sci. China Life Sci., 63, 1515 (2020);
https://doi.org/10.1007/s11427-020-1732-2

24. M. Okour, M. Al-Kofahi and D. Austin, J. Pharmacokinet. Pharmacodyn.,
47, 188 (2020);
https://doi.org/10.1007/s10928-020-09689-x

25. F. Alberici, E. Delbarba, C. Manenti, L. Econimo, F. Valerio, A. Pola,
C. Maffei, S. Possenti, B. Lucca, R. Cortinovis, V. Terlizzi, M. Zappa,
C. Saccà, E. Pezzini, E. Calcaterra, P. Piarulli, A. Guerini, F. Boni, A.
Gallico, A. Mucchetti, S. Affatato, S. Bove, M. Bracchi, E.M.
Costantino, R. Zubani, C. Camerini, P. Gaggia, E. Movilli, N. Bossini,
M. Gaggiotti and F. Scolari, Kidney Int., 98, 20 (2020);
https://doi.org/10.1016/j.kint.2020.04.030

26. M. Million, J.-C. Lagier, P. Gautret, P. Colson, P.-E. Fournier, S. Amrane,
M. Hocquart, M. Mailhe, V. Esteves-Vieira, B. Doudier, C. Aubry, F.
Correard, A. Giraud-Gatineau, Y. Roussel, C. Berenger, N. Cassir, P.
Seng, C. Zandotti, C. Dhiver, I. Ravaux, C. Tomei, C. Eldin, H. Tissot-
Dupont, S. Honoré, A. Stein, A. Jacquier, J.-C. Deharo, E. Chabrière,
A. Levasseur, F. Fenollar, J-M. Rolain, Y. Obadia, P. Brouqui, M.
Drancourt, B. La Scola, P. Parola and D. Raoult, Travel Med. Infect.,
35, 101738 (2020);
https://doi.org/10.1016/j.tmaid.2020.101738

27. S.A. Meo, D.C. Klonoff and J. Akram, Eur. Rev. Med. Pharmacol.
Sci., 24, 4539 (2020);
https://doi.org/10.26355/eurrev_202004_21038

Vol. 33, No. 8 (2021) Safety and Efficacy of Chloroquine/Hydroxychloroquine in SARS-CoV-2 Infection  1721

https://doi.org/10.1016/S2665-9913(20)30227-7


28. S.H. Lee, H. Son and K.R. Peck, Int. J. Antimicrob. Agents, 56, 105988
(2020);
https://doi.org/10.1016/j.ijantimicag.2020.105988

29. J. Gao and S. Hu, Biosci. Trends, 14, 156 (2020);
https://doi.org/10.5582/bst.2020.03072

30. P. Gautret, J.C. Lagier, P. Parola, L. Meddeb, J. Sevestre, M. Mailhe,
M. Mailhe, B. Doudier, C. Aubry, S. Amrane, P. Seng, M. Hocquart,
C. Eldin, J. Finance, V.E. Vieira, H.T. Tissot-Dupont, S. Honoré, A.
Stein, M. Million, P. Colson, B. La Scola, V. Veit, A. Jacquier, J.-C.
Deharo, M. Drancourt, P.E. Fournier, J.-M. Rolain, P. Brouqui and
D. Raoult, Travel Med. Infect. Dis., 56, 101663 (2020);
https://doi.org/10.1016/j.tmaid.2020.101663

31. M. Huang, T. Tang, P. Pang, M. Li, R. Ma, J. Lu, J. Shu, Y. You, B.
Chen, J. Liang, Z. Hong, H. Chen, L. Kong, D. Qin, D. Pei, J. Xia, S.
Jiang and H. Shan, J. Mol. Cell Biol., 12, 322 (2020);
https://doi.org/10.1093/jmcb/mjaa014

32. P. Colson and M.R. Capobianchi, Int. J. Antimicrob. Agents, 56, 105402
(2020);
https://doi.org/10.1016/j.ijantimicag.2018.03.011

33. Z. Jie, H. He, H. Xi and Z. Zhi, Zhonghua Jie He He Hu Xi Za Zhi, 43,
185 (2020);
https://doi.org/10.3760/cma.j.issn.1001-0939.2020.0019

34. J. Gao, Z. Tian and X. Yang, Biosci. Trends, 14, 72 (2020);
https://doi.org/10.5582/bst.2020.01047

35. M.R. Mehra, S.S. Desai, F. Ruschitzka and A.N. Patel, Lancet, (2020);
https://doi.org/10.1016/S0140-6736(20)31180-6

36. RT.com, WHO SUSPENDS trials of Trump-chosen hydroxychloroquine
drug over SAFETY RISKS for Covid-19 patients (2020);
www.rt.com/news/489724-who-drops-hydroxychloroquine-risks/

37. The Guardian, Surgisphere: Governments and WHO Changed Covid-
19 Policy based on Suspect Data from Tiny US Company (2020);
www.theguardian.com/world/2020/jun/03/covid-19-surgisphere-who-
world-health-organization-hydroxychloroquine

38. Medicine (UN) censored, A Study Out of Thin Air (2020);
www.medicineuncensored.com/a-study-out-of-thin-air

39. C. Piller and K. Servick, Two Elite Medical Journals Retract Coronavirus
Papers Over Data Integrity Questions (2020);
www.sciencemag.org/news/2020/06/two-elite-medical-journals-retract-
coronavirus-papers-over-data-integrity-questions

40. Department of Error, Lancet, (2020);
https://doi.org/10.1016/S0140-6736(20)31249-6

41. The Lancet Editors, Lancet, 395, e102 (2020);
https://doi.org/10.1016/S0140-6736(20)31290-3

42. M.R. Mehra, F. Ruschitzka and A.N. Patel, Lancet, 395, 1820 (2020);
https://doi.org/10.1016/S0140-6736(20)31324-6

43. Albert, Inconvenient Covid19 Works are Censored in the Scientific Peer
Review. WHO knows why?  (2020);
www.qualityassuranceofclimatestudies.wordpress.com/2020/08/01/
inconvenient-covid19-works-are-censored-in-the-scientific-peer-
review-who-knows-why/

44. E. Fordham, The Marx Brothers do science (2020);
www.conservativewoman.co.uk/the-marx-brothers-do-science/

45. Updates of Comprehensive COVID-19 Guideline for the Use of Healthcare
Professionals in the Emirate of Abu Dhabi, December 20 (2020);
www.doh.gov.ae/-/media/7BD7B077D8F846B48A70C5872902DD1C.ashx

1722  Boretti Asian J. Chem.

https://doi.org/10.1016/S0140-6736(20)31180-6
https://doi.org/10.1016/S0140-6736(20)31249-6
https://doi.org/10.1016/S0140-6736(20)31290-3
https://doi.org/10.1016/S0140-6736(20)31324-6

