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Abstract:
In December 2019, a novel coronavirus (COVID-19) unleashed an unprecedented and unanticipated pandemic, causing widespread concern. More
than three million deaths have been documented since the first incidence of COVID-19 discovered in China. Several arduous efforts have been
made by the governments of various countries worldwide to prevent and control the SARS-CoV-2 infection. This review article discusses an
update on all kinds of therapeutic interventions currently applied or developed to treat SARS-CoV-2 condition, including the repurposing of drugs
such as Remdesivir, Favipiravir, Ivermectin, etc. We also discuss CRISPR’s potential involvement in antiviral therapy, convalescent plasma
therapy, and immunomodulators in combination to tackle the cytokine storms and present a comprehensive overview on many vaccines that have
been created to date or are under trials, as well as their platforms and efficacy. Moreover, this article also discusses the mechanism of action of
every therapeutic intervention.
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1. INTRODUCTION
SARS-CoV-2, referred to as severe acute respiratory
syndrome corona virus-2, was first detected in Wuhan city,
Hubei province, China, and it has since caused a worldwide
pandemic. At the beginning (December 2019), pneumonia of
unknown cause was detected, later, it was classified as novel
severe acute respiratory syndrome coronavirus 2 (SARSCoV-2) causing COVID-19. This infectious respiratory illness
soon developed into a local epidemic in December 2019 and
then spiraled out of control into a global pandemic since the
start of 2020. SARS-CoV-2 has unequivocally been accepted
as the most dangerous human pathogen displacing the
Influenza H1NI, human immunodeficiency virus (HIV), and
Ebola in terms of the number of casualties in a relatively
shorter span. As it happens, “COVID-19 is ten times deadlier
than Swine Flu,” as recently announced by Chief Dr. Tedros
Adhanom Ghebreyesus of the World Health Organization
(WHO).
On 30th January 2020, WHO declared COVID-19 as a
global health emergency and declared it a pandemic on 11th
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March 2020. Given the magnitude of the disease and its
potential of severe morbidities and high mortality, WHO
announced the pandemic as the “defining global health crisis of
our time. The distribution of deaths, recoveries, and active
cases in highly affected countries globally has presented an
enormous variation [1]. SARS-CoV-2 is a zoonotic diseasecausing enveloped virus, having a linear single-stranded
positive-sense RNA genome of about 30kb in size. It has
originated in animals but can cause respiratory diseases in
humans [2]. The first Human coronavirus (HCV) was recorded
in the 1960s, since then more HCV strains have been
discovered that caused respiratory diseases of various severities
[3, 4]. Coronaviruses belong to the family of Coronaviridae, a
member of the order Nidovirales, and have four genera -α, β, γ,
and δ based on their phylogenetic relationships and genomic
structures. The major three pathogenic species, including
SARS-CoV, MERS-CoV, and SARS-CoV-2, can infect
humans and belong to the β coronavirus genus. In contrast,
HCV-229E and HCV-NL63 also infect humans but are a part
of the α genus [4]. SARS-CoV-2 has a similar genomic
structure to other beta coronaviruses, containing 14 open
reading frames.
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CoV), (ii) Middle East respiratory syndrome coronavirus
(MERS-CoV), and (iii) SARS-CoV-2. Coronaviruses have
crossed the species barrier to cause deleterious pneumonia in
humans since the beginning of the 21st century. SARS-CoV-2
is associated with an ongoing outburst of atypical pneumonia
[5, 6]. MERS-COV have originated in bats, but the reservoir
host is feeding spillover to people through dromedary camels
[6]. Both SARS-CoV and SARS-CoV-2 are closely related
based on their sequence similarity and reported in bats which
most likely serve as a reservoir host for these two viruses.
While palm civets and raccoon dogs are the intermediate hosts
for zoonotic transmission of SARS-CoV between bats and
humans [7], the SARS-CoV-2 intermediate remains unclear.
Symptoms associated with COVID-19 disease induced by
SARS-CoV-2 infection in humans vary from asymptomatic or
mild to severely ill. They may arise within two days to two
weeks post-exposure to the virus. Some common symptoms are
fever, cough, chest congestion, shortness of breath, fatigue,
loss of taste or smell, nausea, and diarrhea. While malaise,
respiratory distress, and sputum production are less common,
pneumonia presents itself as one of the most severe and
adverse indications of COVID-19. There is sameness in terms
of clinical manifestations in SARS-CoV-2, SARS-CoV, and
MERS-CoV infections. All are associated with cytokine storm
build-up, where the pro-inflammatory cytokine level rises and
causes complications in the infected person [8]. However,
variation occurs in terms of disease spread. While both SARS
and MERS are believed to be nosocomial, SARS-CoV-2 is
broadly transmitted in the population [9]. The primary mode of
transmission for COVID-19 is via the formation of respiratory
droplets from an infected person. Their airborne transmission is
the leading cause of rapid infection among the population.
Here, microbes are said to be present inside the nuclei of the
droplets. These particles are less than 5μm in diameter, can
travel a distance greater than 1m, and remain in the air for a
longer duration than respiratory droplets. Transmission by
respiratory droplets can occur when the least distance between
a healthy and infected individual is less than 1m which happens
when the droplets released by the infected person while
coughing and sneezing come in contact with a healthy person
through their mucosa (mouth or nose) or conjunctiva (eyes).
Thus, direct physical contact with an affected individual or
their immediate environment is assumed to be a significant
transmission mode. The duration to which a virus can survive
on a surface cannot be determined accurately, while the
approximate window ranges from 24 to 72 hours. In the case of
COVID-19, it has been observed that airborne transmission
might also be possible under certain exceptional circumstances
and settings, e.g., in procedure or support treatments that may
generate aerosols. Some evidence suggests that in cases of
COVID-19, where the virus can penetrate deeper to cause
intestinal infection, it may transmit through the fecal matter
[10]. Studies have supported that containment measures led to
the slowing of transmission of COVID-19. Social distancing
adopted by some countries helped decrease the number of
positive confirmed cases on a daily level. Social distancing or
physical distancing refers to maintaining space and avoiding
direct contact with people outside the home to limit
transmission. Indeed, the lockdown has successfully slowed
down the spread of COVID-19 to some extent; however,
challenges are many: flouting of lockdown norms, limited
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testing, the vulnerability of healthcare workers, and the missing
frontline support of trained researchers. Given the magnitude
of the disease and non-stop increasing morbidities with high
mortality rates, the whole world is waiting for the methods to
prevent SARS-CoV-2 and cure its infection. Preventive
strategies, proper and fast diagnosis, and available treatment
options are being employed [11]. Alongside these measures,
medicines and vaccines are being tested and developed [12,
13]. This review article first briefly describes the lifecycle of
SARS-CoV-2, then focuses on covering the powerful drugs
and in-hand therapeutic options and potential strategies which
have been developed or are in development to fight against
COVID-19.
2. SARS-CoV-2 LIFE CYCLE
A coronavirus virion (an infectious virus particle) goes
through a replication life cycle within a host cell, making more
copies that can eventually infect more cells. The critical stages
of a general coronavirus replication life cycle include binding
to a cell surface receptor on host cells, following cell entry,
virion uncoating, RNA transcription, RNA synthesis,
translation of replicase proteins, virion assembly, and release of
mature virions into the extracellular space. The coronavirus
virion is typically an enveloped particle surrounded by a
protein capsid, as schematically shown in Fig. (1). The capsid
comprises spike (S), envelope (E), membrane (M), and
nucleocapsid (N) proteins, containing the single-stranded RNA
genome. The S, E, M, and N proteins are all structural proteins.
Furthermore, the RNA molecule is a “plus-strand RNA”
with positive polarity, 28 to 32 kilobases (kb) in length, and
translated directly into protein. The distinctive “crown”
appearance of coronaviruses seen under electron microscopy is
due to spike proteins determining cell tropism and host species
specificity. The trimeric spike proteins first attach to specific
surface receptors in the host cell membrane. The interaction of
spike proteins with the virus's receptor facilitates its entry to
the host cell via angiotensin-converting enzyme 2 (ACE2) [14].
Upon binding, SARS-CoV-2 and host cellular membrane fuses,
facilitated by a spike activation via proteolytic cleavage by a
specific protease such as cathepsin or TMPRR2 and enters into
the cell through endocytosis, where the enveloped receptorbound virus enters the cytosol within a vesicle [15]. After cell
entry, the viral RNA genome is released into the cytoplasm,
followed by the RNA's un-coating and translating its ORF1
gene, which constitutes large overlapping of ORF1a and
ORF1ab. A ribosome frame shifting sequence is present at the
end of the ORF1a, consisting of an RNA pseudoknot that
causes co-translation of two polyprotein precursors, pp1a and
pp1ab. Pp1a consists of non-structural protein (nsp) 1-11 and
pp1ab contains the complete translated coding region of the
non-structural protein (nsp) 1-16. SARS-CoV-2 proteolytically
processes these polyproteins encoded proteases to produce
fully matured and functionally active replication machinery.
These translated products obtained from proteolytic processing
can regulate host cell factors and facilitate and prepare the cell
for RNA synthesis via replication complex formation. The Cterminal translation product of polyprotein 1ab governs the
process of replication and transcription directed by RdRp. The
RdRp mediates full-length negative-strand RNA production,
which later serves as a template for positive-strand virion
genomic RNA.
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Fig. (1). The illustration shows the life cycle of SARS-CoV-2 [153] and the role of antiviral agents, like remdesivir and favipiravir, in inhibiting the
multiplication of viruses by blocking the process of replication (Created with biorender.com).

Fig. (2). This figure illustrates the timeline of variant of interest and variant of concern circulating in the globe.

In contrast to plus-strand RNA, negative-strand RNA is
complementary to the mRNA and cannot translate directly. It
needs to be converted to plus-strand RNA by RNA polymerase
first. The structural proteins such as spike protein (S),
Membrane protein (M), Nucleocapsid protein (N), and
Envelope protein (E),) are transcribed from full-length
positive-strand sub-genomic RNAs [16 - 18]. These
nonstructural and structural proteins move to assembly sites at
a transitional zone between the endoplasmic reticulum (ER)
and the Golgi apparatus. The Golgi apparatus and the ER are
organelles involved in protein synthesis, post-translational
modification of proteins, protein packaging into membranebound vesicles, and protein transport. After maturation in the
Golgi body, the S, E, and M structural proteins combine with
the nucleocapsid for the new virions to assemble and bud off
from the Golgi membranes as vesicles. These vesicles are
translocated to the host cell membrane, fusing with the host
cell membrane and extracellular space. This process facilitates

the spread of the virus by avoiding neutralization via SARSCoV-2 specific antibodies.
3. SARS-CoV-2 VARIANTS
SARS-CoV-2 has adaptive mutations like all viruses in the
viral genome that can accumulate and change its genetic code,
modulating the SARS-CoV-2 pathogenic potential. SARSCoV-2 is known to have an intrinsic repair mechanism and,
because of this, mutations have occurred at a slower rate than
other RNA viruses. On average, the genome obtained in
October 2020 from SARS-CoV-2 had 20 mutations in its spike
protein compared to the genome of wildtype SARS-CoV-2
obtained in January 2020 [19]. SARS-CoV-2 is evolving at a
rate of 1×10-3 amino acid substitutions per year, where one
substitution occurs every 11 days [18]. Based on
transmissibility rate, ability to evade host defense mechanism,
decrease the neutralization of infection by host antibodies, and
the widespread impact on public health, a few variants are
considered to be variants of concern (VOCs).
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Fig. (3). This schematic diagram explains the various modes through which ivermectin can slow down viral replication. Ivermectin binds to IMP α/β1
heterodimer and inhibits the entry of viral protein across the nuclear membrane which helps in enhancing the antiviral response in an infected cell by
inhibiting the access of viral proteins [87] (Created with biorender.com).

3.1. Variants of Interest
A variety of unique genetic markers that are associated
with changes in receptor binding, reduced neutralization with
previously generated antibodies. They are also correlated with
reduced therapy effectiveness, possible diagnostic impacts, or
expected increased transmissibility. Variants of concern might
require suitable measures for public health, e.g., enhanced
sequence surveillance, enhanced laboratory characterization, or

epidemiological surveys to determine the ease with which the
virus is transmitted to others. The seriousness of the disease,
therapeutic effectiveness, and whether vaccines currently
approved are protective are major concerns of public health
[17, 19]. The epidemiological update by WHO, as of 31-May
2021, described seven variants of interest (VOIs). These VOIs
are B.1.427/B.1.429, P.2, B.1.525, P.3, B.1.526, B.1.617.1 and,
C.37.The current variants of interest which are circulating
worldwide are shown in Table 1 and Fig. (2).

Table 1. Variant of interest.
Variant Name Based on
Pango Lineage (WHO
Label)

Notable Mutations

GISAID Lineage

First Reported

Attributes

B.1.427/B.1.429 (Epsilon)

L452R, D614G,/ S13I,
W152C, L452R, D614G

GH/425R.V1

P.2 (Zeta)

E484K, D614G
F565L*, V1176F

GR/484K.V2

B.1.526.1/ B.1.526 (Iota)

D80G, L452R
D950H, F157S
D614G T791I*
Δ144,T859N*, S477N*,L5F*
D253G,E484K*

GH/253G.V1

B.1.525 (Eta)

A67V, F888L
Δ144, E484K
Δ69/70, D614G Q677H

G/484K.V3

Multiple countries in
December 2020

1. Promotes evasion from host defences and
reduces monoclonal antibodies neutralization

P.3 (Theta)

E484K, N501Y, P681H,
141-143del

GR/1092K.V1

The Philippines in
January 2021

1. Promotes evasion from host defenses and
reduces monoclonal antibodies neutralization

B.1.617.1 (Kappa)

G142D, E154K, L452R,
E484Q, D614G, P681R,
Q1071H

G/452R.V3

India in October 2020

1. Promotes evasion from host defenses and
reduces monoclonal antibodies neutralization

C.37 (Lambda)

L452Q, F490S, D614G

GR/452Q.V1

Peru in August 2020

Unclear

California, the USA in
1. 20% more infectious
July 2020
2. Promotes evasion from host defenses and
reduces monoclonal antibodies neutralization
Brazil in April 2020

1. Promotes evasion from host defenses and
reduces monoclonal antibodies neutralization

New York in October/ 1. Promotes evasion from host defenses and
November 2020
reduces monoclonal antibodies neutralization
2. Reduces shedding of S1 of spike protein
and enhances its infectivity rate

*- depicted in few sequences of SARS-CoV-2 but not all, Δ- denotes deletion of amino acid residue.
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3.2. Variants of Concern
Variant shows an increase in transmissibility, more severe
disease (e.g., increasing hospitalizations or death), a substantial
decrease in antibody neutrality produced during pre-infection
or vaccination, decreased efficacy or failure to identify
diagnoses, etc. Any variant of concern might require
appropriate public health action, such as notification of vaccine
efficacy to the WHO under the International Health
Regulations, reporting to CDC, local or regional efforts to
control spreading, etc. Additional factors may also include in
order to create new diagnostics measures or modify
vaccinations or therapies based on the characteristics of this
variant [19]. The first variant of concern, the B.1.1.7 (Alpha),
was obtained in the United Kingdom on 18-December 2020,
followed by B.1.351 (Beta) in South Africa. On 11-January
2021, the P.1 (Gamma) variant of concern was reported in
Brazil. More recently, the new variant B.1.617.2 (Delta) was
reported in India in early October 2020 and is considered VOC
on 11-May 2021. All four said variants of concern (Alpha
variant, Beta variant, Gamma variant, and delta variant) have
amino acid substitution in the N-terminal domain (NTD) and
the receptor-binding domain (RBD), whereas N501Y mutation
was common in all the variants. The current variant of concern
that is circulating worldwide is listed in (Table 2 and Fig. 1)
4. NEED FOR IMMUNOMODULATORS
The pathogenesis of COVID-19 caused by SARS-CoV-2
has not been understood thoroughly. It has been assumed that
the host's immune response plays a significant role and it was
found that abnormal immune response causes lung tissue
damage, respiratory system failure, and reduced lung capacity
[20]. Dendrite cells and macrophages produce cytokines, and
chemokines, like IL-12, IL-6, IFN-γ, and TNF-α, and
granulocyte-macrophage colony-stimulating factors, stimulate
inflammation [6]. The cytokine storm is an excess of cytokines
triggered by an abnormal immune response. Cytokine storm is
a vital factor in disease progression and ultimate death in the
later stage of coronaviruses, like SARS, MERS, and

COVID-19 [21]. The pro-inflammatory Th-17 cells, perforin,
and granulysin produce cytotoxic T cells, which increase
significantly. They are responsible for causing severe immune
injury within the lungs of the COVID-19 patients [22, 23].
Any biological/non-biological agent that alters the host's
immunoregulatory response is called immunomodulatory. They
could be immune-suppressor, immune-stimulator, and even
referred to as immunomodulators. Cytokines and chemokines
regulate immune responses; however, viruses can evade or
even mimic their signaling pathway. For the physiological
stability of an organism, immunomodulation becomes very
important. To reduce these immunomodulators' side effects, it
becomes vital to search for alternative natural sources [24].
IL-1 and JAK inhibitors (baricitinib) are an example of specific
immunomodulators. Whereas, corticosteroids, like dexamethasone, interferons, and hydroxychloroquine, are related to
non-specific immunomodulators [25].
4.1. Vitamins and Micronutrients as Immune Boosters
Ascorbic acid, commonly termed vitamin C, is a watersoluble vitamin that humans and other primates cannot
synthesize. Vitamin C, due to its multiple roles in many
metabolic pathways, contributes to immune-modulating
effects. It is a potent antioxidant because it reduces damaging
ROS. It can forage many reactive oxidants species, like
superoxide radicals, peroxyl radicals (aqueous), etc. It can
restore the active forms of the essential membrane
antioxidants, including glutathione and vitamin E
(tocopherols), hence acts like a co-antioxidant [26, 27]. It has
been observed that high ascorbate levels have stimulatory
effects on neutrophil mobility. The mechanism is linked with
the inhibition of the MPO/H2O2/Halide system, preventing the
neutrophil membrane's auto-oxidation. Studies have suggested
that ascorbic acid results in an enormous proliferation of
natural killer cells. Due to its immune-modulating functions, it
was tested in patients and showed positive results since it
reduced mortality and symptoms [28].

Table 2. Variant of concerns.
Variant Name Based on
Pango Lineage (WHO
Label)

Notable Mutations

Number of
Mutation
[Mutation
Number in Spike]

First Reported

Attributes

B.1.1.7(Alpha)

N501Y, 69–70del,
P681H

23 [8]

United kingdom in
October 2020

1. High transmissibility rate (50% higher)
2. High infectivity rate compared to other
non-VOC lineages
3. Enhanced reproductive rate

B.1.351 (Beta)

N501Y, K417N, E484K

21 [9]

South Africa in
December 2020

1. 50% high transmissibility rate
2. Resistance to antibodies effect

P.1 (Gamma)

N501Y, E484K, K417N

17 [10]

South Africa in
December 2020

1. Maybe resistant to vaccines
2. Promotes evasion from host defenses and
reduces monoclonal antibodies neutralization

B.1.617.2 (Delta)

L452R, T478K, D614G,
P681R

12 [9]

India in December 2020

1. Promotes evasion from host defenses and
reduces monoclonal antibodies neutralization
2. High transmissibility rate

*- depicted in few sequences of SARS-CoV-2 but not all, Δ- denotes deletion of amino acid residue.

122 The Open COVID Journal, 2021, Volume 1

Vitamin D, which plays various roles in the body, acts on
both innate and adaptive immunological responses. Vitamin D
boosts the innate immune system by upregulation of
antimicrobial peptides, including cathelicidin and defensins
[29]. While vitamin A influences epithelial integrity, it plays a
part in developing the epithelium as a barrier function; it also
regulates the differentiation, maturation, and activity of
macrophages and neutrophils to boost killing and phagocytosis
[30]. The research indicates that zinc, vitamin D, and calcium
are essential components of the immune system and perform
synergistic functions at different phases of host defenses, like
preserving the integrity of biological barriers and the
functionality of cells that comprise the innate and adaptive
systems [31]. Vitamin B6 and B12 directly impact leucocytes
and CD4+ T cells. These cells play a critical role in
establishing an adaptive immune response to a wide range of
pathogens. Furthermore, folic acid promotes T-cell
proliferation [32]. Each of these vitamin and mineral intakes
might enable recovery from COVID-19 infection. Yet, there is
still a scarcity of preclinical and clinical research on vitamins
and minerals in the treatment of COVID-19 [33]. Large doses
of all these nutrients demonstrated beneficial outcomes during
COVID-19 infection, and due to their low level of risk, these
are an excellent supplement to patient care [29].
4.2. Anti-inflammatory and Immunosuppressive Drugs
4.2.1. Dexamethasone
An inexpensive and commonly used steroid for treating
patients with severe SARS-CoV-2 infection has been observed
to save lives in a randomized controlled clinical investigation
in the United Kingdom. Clinical trials indicated that
dexamethasone usage reduced deaths in COVID-19 patients by
one-third who were on ventilators, and improvement was seen
in patients receiving oxygen therapy but were not on a
ventilator. However, it did not affect the patients who were not
severely ill [34]. Dexamethasone and other exogenous
corticosteroids have a similar mechanism of action.
CTLA-4mRNA upregulated, but CD-28 mediated cell cycle
entry and differentiation was blocked by dexamethasone.
Dexamethasone reduces differentiation and naïve T-cell
proliferation by weakening the CD-28 co-stimulatory pathway.
In ARDS, to restore hemostasis, pulmonary and systemic
inflammation should be downregulated [35, 36]. Protracted
glucocorticoid therapy has been linked to significant
improvements in alveolar-capillary membrane permeability, as
well as inflammation and tissue repair mediators. As per the
Randomized Evaluation of COVID-19 Therapy (RECOVERY)
study, dexamethasone lowers death in COVID-19 hospitalized
patients. Dexamethasone's positive impact was most noticeable
in individuals who were on mechanical ventilation [37]. The
RECOVERY research reveals that treating patients of
COVID-19 who required respiratory assistance with
dexamethasone at a dose of 6 mg once every day for up to 10
days lowered 28-day mortality. However, no advantage was
observed in those who did not require oxygen [38]. Overall, the
results reinforce the hypothesis that early dexamethasone
therapy may alter systemic immune responses while also
shortening the duration of mechanical ventilation and lowering

Yadav et al.

the mortality rates in general [39].
4.2.2. Tocilizumab
Tocilizumab, the first marketed IL-6 inhibiting monoclonal
antibody that targets IL-6 receptors, has demonstrated safety
and efficacy in treating rheumatoid arthritis [40]. However, in
one open-label, randomized and controlled trial involving
relatively young patients hospitalized with verified serious
COVID-19, the interleukin-six inhibitor tocilizumab did not
lead to improved clinical outcomes as measured by a sevenlevel ordinal scale after 15 days [41]. Conversely, in the survey
of 3924 critically ill COVID-19 patients admitted to ICUs at 68
hospitals all across the United States, during the first two days
of ICU admission, the patients who received tocilizumab had a
lower risk of death compared to those who did not receive
tocilizumab during the first two days of ICU admission [37].
Tocilizumab, an IL-6 inhibitor, unquestionably plays a
significant role in reducing cytokine storms that can
considerably alleviate the clinical symptoms.
Furthermore, no treatment-related adverse responses or
subsequent lung infection were documented with tocilizumab
use [42]. Recent findings have shown that tocilizumab
treatment successfully reduces mortality in severe COVID-19
patients. It regulates excessive inflammation and boosts
immunological function. However, these conclusions must be
verified through well-designed randomized controlled trials
[43].
4.2.3. Hydroxychloroquine
Hydroxychloroquine, an anti-rheumatic and antimalarial
drug, demonstrates immunomodulatory effects but not
immunosuppression. It is widely used in systemic lupus
erythematosus or as an antiviral agent against viral infections,
like SARS, influenza, etc [44]. Studies have also reported that
hydroxychloroquine has antiviral characteristics and has
efficacy in treating COVID-19, as does chloroquine. For
viruses, cell entry and replication depend on their
internalization through endocytosis (Fig. 3). The pH-dependent
fusion of viral outer membrane with lysosomal/endosomal
membrane
releases
nucleocapsid
content
[45].
Hydroxychloroquine is a weak base. It raises the pH of the
lysosomal/ endosomal compartments and thus interferes with
viral fusion. Reports have also shown that hydroxychloroquine
hinders the pathway by which processed epitopes are displayed
by antigen-presenting cells and affects autophagy [46, 47]. It
also inhibits terminal glycosylation of the ACE2 receptor that
reduces the efficiency of binding between the host cells ACE2
and the spike protein of SARS-CoV/ SARS-CoV-2 (Fig. 4)
[48, 49]. Hydroxychloroquine is an anti-inflammatory agent
that is safe and used against autoimmune diseases. Also, it
significantly decreases cytokine production by T cells and
dendritic cells (e.g., IL-6, IL-1, and TNF α), supporting the
hypothesis that it can suppress chronic respiratory syndrome
triggered by over-activation immune system due to SARSCoV-2 infection. Hence, it contributes to attenuating the
inflammatory response in patients with coronavirus, and the
study also showed that it can effectively inhibit SARS-CoV-2
in vitro [50]. When results from RCTs were pooled, HCQ use
was not found to be linked with death in COVID-19 patients.
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However, it was found to be related to a 20% mortality
reduction after merging the data from observational studies
(low level of certainty of the evidence). The decrease in fatality
was most noticeable in observational studies that utilized lower
dosages of HCQ [19]. However, in one observational study that
assessed individuals hospitalized for COVID-19 treated with
HCQ/AZI combination therapy with a 28-day follow-up, no
improvement in survival without mechanical ventilation was
seen compared to those who were not [51]. It is also associated
with side effects, as warned by the FDA (Food and drug
administration, US). It is reportedly related to cardiotoxic
events such as QT prolongation and ventricular arrhythmias
[52]. A separate study on a sizeable Iranian group tends to
support early use (during the first 3–7 days after COVID-19
detection) of HCQ in moderate COVID-19 infection in an
outpatient setting for lowering hospitalizations and mortality
with no significant adverse HCQ-related effects. Clinical trial
results must validate these observations because HCQ is a
cheap and widely available medicine that could still contribute
to decreasing the COVID-19 burden in a particular population,
notably in resource-poor nations [53].
5. REPURPOSED ANTIVIRAL DRUGS
5.1. Remdesivir
Remdesivir (GS-5734) is an experimental nucleoside
analog approved by US-FDA (Food and drug administration,
USA). It is a broad-spectrum antiviral monophosphoramidate
prodrug which is an adenine derivative formulated by Gilead
Sciences [54]. Remdesivir (RDV) has the potential to inhibit
the replication of coronavirus pathogens, like MERS-CoV and
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SARS-CoV [54]. Both these coronaviruses are structurally
similar to SARS-CoV-2, which led to the usage of RDV in
treatment [55, 56]. RNA Dependent RNA Polymerase (RdRp)
is a major enzyme involved in genomic replication. RdRp is
usually found conserve in the members of viruses in a family,
making it an ideal target for antiviral therapy. Once the virus
invades the host cell, it uses its viral genomic RNA as a
template for the synthesis of RdRp, which is required for
protein synthesis of the host cell. RdRp further completes
transcription of sub-genomic RNA, viral genomic RNA, and
structural protein-related mRNA [57] (Fig. 2). Such a key role
of the polymerase makes it an ideal target for broad-spectrum
antiviral drugs. RDV enters the host cell in the form of a
prodrug and gets converted to RDV-Monophosphate. Its active
form, RDV-triphosphate, is similar to ATP (adenosine
triphosphate) and competitively binds to the RdRp of viruses
with similar efficacy. Under the US FDA’s compassionate use
guidelines, this drug was initially allowed to be administered in
a US patient and showed successful treatment [58]. Using the
data obtained from ACTT (Adaptive COVID-19 Treatment
Trial), EUA (Emergency Use Authorization) has been given to
Remdesivir [59]. Currently, 200 mg of Remdesivir can be
given intravenously on day 1, followed by 100 mg daily for
nine days. RDV can decrease viral load in the lungs and
alleviate clinical symptoms and also respiratory function.
These findings support the use of this medication to treat
severe human coronavirus infections [60]. RDV outperformed
other antivirals in reducing SARS-CoV-2 infection (EC50 =
0.77 M) such as ribavirin (EC50 = 109.5 M), penciclovir
(EC50 = 95.96 M), nitazoxanide (EC50 = 2.12 M), chloroquine
(EC50 = 1.13 M), hydroxychloroquine (EC50 = 0.77 M), and
favipiravir (EC50 = 61.9 M) [61].

Fig. (4). Action mechanism of Baricitinib, Imatinib, Ruxolitinib, and Hydroxychloroquine. Baricitinib is an anti-inflammatory JAK inhibitor that
suppresses the cytokine storm that occurs due to high cytokine release. The antiviral effect of baricitinib is seen due to its affinity to AP-2 proteinAAKI, followed by inhibition of SARS-CoV-2 endocytosis. Imatinib attenuates pro-inflammatory molecules like IL-6, NF-kB, and TNF-alpha,
which are key molecules involved in the progression of the cytokine storms. Ruxolitinib acts as a Jaki and inhibits JAK. Hydroxychloroquine
inhibits terminal glycosylation of the ACE2 receptor that reduces the binding efficiency between ACE2 on the host cells and the SARS-CoV/SARSCoV-2 spike protein. (Created with biorender.com).
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A few of the side effects of the drugs are diarrhea,
abnormal liver function, rashes, low blood pressure, nausea,
and vomiting [56]. The authors suggested that studies on the
use of RDV in the therapies of COVID-19 are constrained by
the limited size of the group, the short period of follow-up,
possibly incomplete data given the nature of the program, a
lack of details on patients treated at baseline, and the lack of a
randomized control group [62 - 63]. A meta-analysis
comprising three randomized controlled trials with a total of
1691 patients showed that remdesivir enhanced the
probabilities of hospital release; however, remdesivir therapy
did not lower the likelihood of death in COVID-19 patients.
The findings show that remdesivir is beneficial at slowing
illness development and hastening patient recovery, especially
when given early in the illness stage. However, on the other
hand, it may be less beneficial in improving recovery periods
in severely sick patients [62].
5.2. Favipiravir
Toyama Chemical Co., Ltd. developed favipiravir by
exploring a chemical library for antiviral activity towards the
influenza virus [64]. Favipiravir is a pyrazine carboxamide
derivative that selectively inhibits the virus's RdRp and
prevents replication (Fig. 2). The phosphoribosylated form of
favipiravir, favipiravir-RTP (favipiravir-ribofuranosyl-50triphosphate), inhibits the RNA polymerase enzyme. HGPRT
(human hypoxanthine-guanine phosphoribosyl-transferase)
enzyme has been observed to play a vital role in converting
favipiravir to its active phosphoribosylated form [65]. The
catalytic domain of RNA polymerase recognizes this dynamic
form of favipiravir and favipiravir blocks its catalytic activity.
No toxic effect of this drug is seen in mammalian cells and
it does not affect their nucleic acid synthesis [65]. This drug is
completed its phase-III clinical trial in Japan and is undergoing
a phase-III clinical trial in the USA. In March 2020, Favipiravir
was approved for the treatment of COVID-19 patients in China
[56]. According to Fujii and colleagues, favipiravir therapy is
related to the early reduction of fever in COVID-19. The
timely start of favipiravir medication may reduce the length of
COVID-19 treatment [66]. Udwadia et al. concluded that early
oral favipiravir treatment might shorten the length of clinical
manifestations in people with moderate COVID-19, as seen by
a considerably shorter time of clinical cure [67 - 68].
Consistent with the previous findings, Hassanipour et al. found
in their meta-analysis a drop in all-cause fatality in individuals
who took Favipiravir compared to those who received control
medications. They also noted that Favipiravir treatment had
minimal acceptable side effects such as nausea, vomiting,
diarrhea, and increased serum transaminases [67]. However,
several studies have demonstrated that favipiravir exposures
decline over time, rendering dosage difficult [69].
6. KINASE INHIBITORS AS A TREATMENT OPTION
6.1. Ruxolitinib
Ruxolitinib, also known as Rux or by its trade name
Jakavi, is a highly effective and potent selective inhibitor of
Janus Kinase (JAK) 1 and 2. It also inhibits the action of
JAK-3 and Tyrosine Kinase-2 with comparatively lower
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potency [70] (Fig. 4). Approved by the European Union (EU),
this drug is utilized in the treatment of diseases like PV (PostPolycythemia Vera) and PMF (Primary Myelofibrosis) [71].
Rux shows high efficacy due to its broad anti-inflammatory
properties against MPN (Myeloproliferative neoplasm), which
plays a crucial role in causing cytokine storm due to
inflammation-causing cytokines and interleukins [72]. In
COVID-19, severely affected patients develop ARDS (acute
respiratory distress syndrome), which ultimately causes
multiple organ failures linked with the release of proinflammatory cytokines. The condition is addressed as a
cytokine storm. Upon administering a cumulative dosage of
Rux of 135mg per day for nine days, a reduction was seen in
CIS score in COVID-19 patients. The motive was to administer
Rux for a short-term duration which could help balance the
cytokine storm without completely suppressing the immune
system, which may cause reactivation of the virus. The end
goal of this treatment is to stop or prevent further damage to
the organs in severely affected COVID-19 patients. A pilot
study concluded that in an initial group of patients impacted by
COVID-19, though not in extreme respiratory distress needing
invasive ventilation, the use of Rux as a compassionate
treatment reduces the hyper inflammatory state, leading to
more efficient ventilation and faster recovery [73].
6.2. Imatinib
Imatinib, a tyrosine kinase inhibitor drug, is a US-FDAapproved [74]. It is used to treat a tumor in CML (chronic
myelogenous leukemia) and gastrointestinal stromal tumors.
This drug functions by targeting BCR-ABL fusion protein [75].
It also inhibits C-KIT, platelet-derived growth factor receptor,
and ABL-1/2. Imatinib has immunomodulatory properties and
attenuates pro-inflammatory molecules, like IL-6, NF-kB, and
TNF-alpha, which are key molecules involved in the
progression of cytokine storms. The primary mechanism of
action for imatinib can be seen in Fig. (4). It reduces
pulmonary edema, prevents any histological damage, and
improves endothelial barrier dysfunction [76]. Due to these
characteristics, imatinib was considered as a potential drug that
could help alleviate ARDS and prevent multiple organ failure
in severely affected COVID-19 patients [77, 78]. It has also
shown antiviral activity against MERS and is expected to treat
SARS-CoV-2. In SARS-CoV-2, the virus is thought to undergo
cell fusion with the help of ABL-2. Imatinib functions by
blocking ABL-2 and prevents the spread of infection. This
treatment is believed to be very effective when administered
early in the stages of the disease. A recent trial published in
The Lancet Respiratory Medicine found that imatinib does not
shorten the time to cessation of supplementary oxygen and
mechanical ventilation in hospitalized COVID-19 patients.
However, the decline in fatality suggests that imatinib may
provide a therapeutic effect in individuals with COVID-19,
justifying additional research [79]. WHO will put three known
drugs to the test, one of which is imatinib. It may tackle both
the coronavirus and inflammation, prevent viral penetration
into human cells, and decrease the release of pro-inflammatory
molecules known as cytokines [80].
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6.3. Baricitinib
Baricitinib is an orally taken JAK inhibitor that is JAK1
and JAK2 specific [81]. It is reported to suppress the cytokine
storm due to high cytokine release. Hence, it can be regarded
as an anti-inflammatory. Initially, this drug was licensed to
treat RA (rheumatoid arthritis). The antiviral effect of
baricitinib is observed due to its affinity to AP-2 associated
protein-AAKI. AAKI plays a significant role in SARS-CoV-2
endocytosis, inhibited by baricitinib [82] (Fig. 4). A trial with a
limited number of patients was conducted, which was funded
by Azienda-USL, Toscana Centro Committee for off-label drug
use. Total 4mg of baricitinib/day was orally administered for
14 days along with Lopinavir/Ritonavir. No severe AE was
observed in the patients after baricitinib treatment. No
indications of bacterial, opportunistic infection, trombonefelitis, or hematologic toxicity were observed. In the case of
COVID-19 disease, baricitinib has been identified as a
promising anti-inflammatory drug. According to a recent study
in Bangladesh, 8 mg daily oral intake of baricitinib for 14 days
resulted in earlier stabilization of respiratory function, less
need for ICU and intubation assistance, a lower 30-day death
rate, and a lower 60-day re-hospitalization level compared to a
dose of 4 mg/day [83]. When corticosteroids are not an option,
the National Institutes of Health (NIH) panel advises using
baricitinib in conjunction with remdesivir for treating
COVID-19 patients that are hospitalized, non-intubated, and
need oxygen support. The panel's revised guidelines for using
baricitinib based on COV-BARRIER results, a multinational,
randomized, placebo-controlled trial [81].Overall, the findings
associated with an in vitro study results show that baricitinib
acts when a significant cytokine release occurs, implying that
therapeutically, this treatment may be beneficial before the
development of an aggravated immune response. Baricitinibtreated COVID-19 patients consistently had lower proinflammatory cytokines (IL-6, TNF-, and IL-1) than baseline
[84].
7. ANTIPARASITIC DRUGS/ ANTIBIOTICS AS A
POSSIBLE THERAPEUTICS
7.1. Ivermectin
Ivermectin is a US FDA-approved broad-spectrum antiparasitic drug. In vitro experiments with ivermectin have
shown antiviral activity against a wide range of viruses [85].
Initially, ivermectin was reported to inhibit the import of host
and viral proteins across the nuclear membrane [86]. It inhibits
the interaction between human immunodeficiency virus I
(HIV-1) and importin (IMP) α/β1 heterodimer. It is responsible
for the nuclear import of integrase protein, as shown in Fig. (3).
Later on, its ability to stop the replication of HIV was
confirmed. In terms of SARS-CoV-2 infection, ivermectin is
expected to target IMP α/β1 heterodimer by destabilizing it. It
also prevents its binding to the viral protein, inhibits the entry
of the viral protein into the nucleus, and lowers its ability to
shut down antiviral response.
Critically ill SARS-CoV-2 patients are recommended a
150 μg/Kg dosage, which showed reduced mortality rate and
resource requirement in the treatment. Few pharmacokinetics
problems associated with ivermectin are cytotoxicity and low
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solubility. To overcome this, many liposomal systems and
ivermectin nano-carriers are used in cell lines. They lowered
cytotoxicity concerning the free ivermectin molecule [87]. The
golden hamster model findings showed that IVM exerts antiinflammatory activity in trial COVID-19 infection [88].
Preliminary research has found a propensity to reduce viral
loads in the ivermectin cohort, as well as an ability to limit IgG
titers, which may represent milder illness and clinical
improvement in COVID-19 core symptoms linked with tissue
injuries such as anosmia/hyposmia and coughing. These
findings are consistent with evidence from studies in other
countries that indicate quicker viral clearance in treated
subjects [89]. However, the medicinal safety of IVM usage in
kids, the aged, and pregnant women is currently relatively
restricted. Further studies are urgently needed to optimize dose
according to patient condition, age group, and risk assessment,
particularly considering ivermectin's propensity for
neurological, hepatotoxicity, and drug resistance/tolerance
[90].
7.2. Azithromycin
Azithromycin, a macrolide antibiotic, earlier exhibited
promising effects on patients of COVID-19. Its antiinflammatory, antiviral, immunomodulatory, and antimalarial
characteristics made it especially well-suited not only to
prevent this novel, highly contagious virus but also to alleviate
the potentially fatal symptoms associated with its infection
[91]. However, according to the Randomized Evaluation of
COVID-19 Therapy (RECOVERY) study, azithromycin cannot
be considered an appropriate treatment for COVID-19
hospitalized patients. Referral of azithromycin is not linked to a
decline in deaths and length of hospital stay [92]. Sivapalan et
al. reported that the combination of azithromycin and
hydroxychloroquine did not improve the chances of survival
[93]. Data from the UK-based, randomized trial (PRINCIPLE)
indicate that, even after probable antiviral and antiinflammatory characteristics, azithromycin is ineffective in
treating COVID-19, even though it was previously used during
the disease [94].
8. CONVALESCENT PLASMA TRANSFUSION (CPT)-A
DUBIOUS HOPE
CPT is another hopeful treatment option that has emerged
recently. The Convalescent Plasma (CP) is collected using an
apheresis tool from recovered individuals. In terms of SARSCoV-2 infection, antibodies have been developed against the
pathogen and then transfused into another infected patient
having a severe response to the virus, as shown in Fig. (5). It is
a passive immunization strategy in which antibodies derived
from CP can subdue a virus by inhibiting replication or binding
without interfering with replication. Its administration after
symptom onset showed reduced mortality rates compared to
their placebo group in severe acute respiratory infection of
viral etiology like SARS-CoV [95, 96]. Neutralizing antibodies
(NAbs) obtained through CP restrain the infection, and its
efficacy is linked with the NAbs concentration in the plasma
from the recovered patient [97]. Following the FDA's
(emergency use authorization) EUA in late August 2020, the
usage of CCP in hospitalized patients increased significantly.
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Fig. (5). The schematic diagram illustrates the importance and process of Convalescent plasma therapy to combat SARS-CoV-2 infection [47]
(Created with biorender.com).

Conversely, RCTs from India, Argentina, and the United
Kingdom found that CCP usage did not decrease mortality in
hospitalized patients. This claim was accompanied by a
significant drop in its use that started in November 2020 [98].
As per a new scientific report, the following variables can be
contributed to the failure of CCP treatment in treating
COVID-19 patients in India:
1) Using CCP lacking high titer neutralizing antibodies for
SARS-CoV-2 due to lack of testing, usage of such CCP will be
futile [99],
2) It was shown that using polyclonal CCP to treat
COVID-19 in an immunocompromised patient led to
developing a viral mutant strain with immunological escape
potential [100].
COVID-19 is a health emergency across the globe with
still no definitive drug or vaccine to treat it; therefore, CPT
may be considered due to the overall low incidence of
worsening of the condition and since it has been observed to
reduce virus load if given early in treatment in critical patients
[101]. Also, because it is easily accessible to patients, does not
need complicated production, and is cheap [102]. Transfused
COVID-19 patients had a considerably lower fatality rate
compared to non-transfused COVID-19 patients. Further
research found that timely infusion of high-titer plasma
decreases death in COVID-19 patients. These findings support
the use of convalescent plasma as a COVID-19 treatment agent
[103].
With a scarcity of effective anti-SARS-CoV-2 treatments,
there is an urgent need for further randomized and controlled
plasma therapy-based research trials on COVID-19 patient
outcomes. As the convalescent plasma therapy becomes a ray
of hope in COVID-19 management, it is still far from being
clarified definitively [104].

9. ANTIBODY COCKTAIL
Neutralizing antibodies or NAbs are being used as a
SARS-CoV-2 treatment option. These exogenous antibodies
generally identify regions in RBD (Receptor Binding Domain)
and in some cases, NTD (N-Terminal Domain) of the spike
protein as an epitope. More than 20 NAbs are undergoing
various clinical trials, and a few moved on to the 2nd or 3rd
phases of their trial. These are being evaluated for the
treatment of ambulatory and hospitalized COVID-19 patients.
Detailed efficacy data is only available for a cocktail of
bamlanivimab/ etsemivab developed by Eli Lilly & AbCellera
(NCT04427501) and a cocktail of casirivimab (REGN 10933)
and imdevimab (REGN 10987) acquired by Regeneron & F.
Hoffman- La Roche ltd. (NCT 04425629). Emergency use
authorization has been given to both the NAb cocktails [105].
RegeneronNAb cocktail, also known as REGEN-COV, which
uses two potent virus-neutralizing antibodies, binds noncompetitively to the RBD of SARS-CoV-2 spike protein. This
treatment showed reduced escape of mutant viruses and
imparted protection against variants of spike proteins. US-FDA
and CDSCO India issued REGN-COV EUA [106]. In India, it
will be produced by CIPLA for pan-India to treat mild-tomoderate COVID-19 cases in adults and pediatric patients of
>12 years with a minimum weight of 40 kgs. This treatment is
only to be used for those with a confirmed case of SARSCoV-2 and is in its initial stages with a risk of progression to
the severe condition due to co-morbidities mentioned in the
‘Fact Sheet for Healthcare Providers.’ Patients must be in the
initial stages without the requirement for supplemental oxygen.
The currently available dosage is 2400mg via intravenous
infusion [107].
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10. VACCINE- BOTH A PROPHYLACTIC AND A
THERAPEUTIC
COVID-19 vaccines are being hailed as the quick fix for
offering the most potentially efficient and productive way of
putting the contagion to rest, notably considering the scarcity
of targeted therapies for the SARS-CoV-2 virus [108]. A
vaccine must induce the production of selective and
neutralizing antibodies. The objective is to introduce the person
to an antigen that increases the immunological response,
inhibiting or eradicating the virus in the event of infection
while avoiding the stimulation of COVID-19 [109]. The antiSARS-CoV-2 proposed vaccines can target either the entire
SARS-CoV-2 or the components or parts of molecules
expressed on the virus surface, using various technologies.
These different candidate vaccines could be classified
according to the technology platform used to induce a
protective immune response [110]. According to a WHO report
(https://www.who.int/publications/m/item/draft-landscape-of-C
OVID-19-candidate-vaccines), there are presently 287 potential
vaccines in development, from which 102 are in clinical trials,
comprising 32 protein subunit vaccines, 10 DNA vaccines, 16
RNA vaccines, 16 viral vector vaccines, as well as others.
Several vaccine candidates have gained emergency use
approvals so far, and several nations have begun vaccination
implementation initiatives [111]. A comparative analysis of
different vaccine platforms is summarized in Table 3.
Here, different types of vaccines are summarized as
follows:
10.1. Whole Virus Vaccine
One type of vaccine is the whole virus vaccine that
employs inactivated full virus or lives attenuated virus,
representing a conventional strategy for viral vaccinations
[112]. This platform is preferable due to its inherent
immunogenicity and capacity to stimulate Toll-like receptors;
however, safety concerns are still present in this type of
vaccination strategy due to inefficient inactivation or
attenuation of the viruses. Coronavirus vaccines are mainly an
issue. Furthermore, an increased infectivity rate after
immunization with this type of vaccine is observed in some
findings [113].
10.1.1. Strategy for Live Attenuated SARS-CoV-2 Vaccine
Live attenuated-based vaccines may be obtained by
culturing SARS-CoV-2 in an unfavorable environment or
making a genetically weakened virus. However, attenuation of
the virus is a complex process and may be associated with
biosafety risks. The live attenuated vaccines demonstrated few
side effects like attenuated viruses can cause diseases, even if it
is administered in small quantities.
10.1.1.1. Only three live attenuated-based vaccines are in preclinical development:
COVI-VAC (Intranasal live attenuated vaccine) was
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developed by the Serum Institute of India in
collaboration with Codagenix, New York.
Griffith University, Australia, in collaboration with the
Indian Immunologicals Ltd., India
Mehmet Ali Aydunar University, Turkey
All these vaccines are in pre-clinical phases and have not
yet reached the clinical development phase.
10.1.2. Strategy for Inactivated SARS-CoV-2 Vaccine
The vaccines produced by inactivating the SARS-CoV-2
virus are more stable than vaccines produced by genetically
weaken SARS-CoV-2. The immune memory is developed for a
short duration, demanding the administration of a higher
quantity of vaccine or administration of inactivated virus with
the carrier. The induced response by inactivated virus vaccines
is usually weaker than the response by attenuated virus
vaccines.
Seven inactivated virus-based vaccines are in clinical trials.
Out of seven, four vaccines have entered phase III clinical
trials and are approved for emergency (limited) use. Phase 2
clinical data shows that the inactivated virus vaccine is safe and
induces high antibody titer.
10.1.2.1. The seven inactivated virus vaccines are:
• Coronavac by Sinovac Biotech showed positive results in
the 1 and 2 phases of clinical trials and has now entered the
third phase with 92% efficiency.
• Covaxin by Bharat Biotech has completed its phase III
clinical trial and showed 81% efficiency.
• Sinopharm/BIBP vaccine was approved for emergency
use and showed 79% efficiency at phase III clinical trials.
• Sinopharm/WIBP vaccine was approved for emergency
use in general populations and showed 72% efficiency in phase
III clinical trials.
• IMBCAMS, China, is still under development.
• QazVac was developed by RIBSP, Kazakhstan, and
approved for emergency use only in Kazakhstan.
10.2. Subunit Vaccines
This platform is considered safe, effective, and potent
because it does not include whole virulent virus but consists
only of antigens that might be engineered peptides or proteins,
expressing only a part of the immunogen. Many structural
proteins, including spike (S), envelope (E), and others, can
generate immune response since they can generate NAbs by
acting as an antigen, expressed by SARS-CoV-2.
10.2.1. Strategy for Subunit SARS-CoV-2 Vaccine
For SARS coronavirus 2, the subunit vaccine relies on
elevating an immune response against the S protein, which
prevents its interaction with the host ACE2 receptor [113].
These vaccines contain adjuvants, which could be of synthetic
or bacterial origin, to stimulate robust host defense response.
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Table 3. Comparative analysis of the possible pros and cons of different vaccine platforms being developed for COVID-19.
Vaccine
strategies

Example

Side effects

Advantages

Disadvantages

Efficiency

DNA

INO-4800

• Nausea
• Headache
• Pain in muscle
• Reaction at the
injection site

• Handling of infectious
material is not needed
• Reasonable and stable
• High-speed
manufacturing
• Easy to design and
manipulate

• Has a risk for host cell
genomic integration
• variable and low
immune response,
• No approved DNA
vaccine

1mg dose group
Undergoing
demonstrates 78% Phase II/III
neutralizing
[137, 138]
antibodies whereas
2 mg dose group
shows 84%
neutralizing
antibodies

RNA

1. mRNA-1273
2. BNT162b mRNA

• Weakness
• Headache
• Swelling at the
injection site.
• Myalgia
• Fever
• Rashes and
itching
• Quality of
sleep degrades
• Fatigue
• Feeling of
lethargy
• Mild to
moderate pain in
hand.
• Joint pain

• Handling of infectious
material is not needed
• Strong antiviral
responses
• Insertional
mutagenesis not seen
• High-speed
manufacturing
• Depicts enhanced
immunogenicity
• Ensures efficient
performance
• They develop rapidly
• Pure viral protein is
produced without the
risk of integration with
the host genome
• Rapid commercial
production

• May induce
94.1%
inflammatory
95%
responses.
• No FDA approved
RNA vaccine
• Boosting is necessary
• Systemic and local
adverse effects were
produced.
• Allergic reactions
were produced.
• Less stable.

Protein

RBD-Dimer (ZF2001) • Body aches
• Fatigue
• Nausea

• Strong antibody
• Adjuvants needed
response
• Multiple boosters are
• Successful platform
required.
• Large scale production
capacity

Viral Vector
(Replicating/
non-replicating

1. AZD-1222
(Covishield)
2. GRAd-CoV2
3. Ad5-Ncov
(Convidecia)
4. Sputnik V (GamCOVID-Vac)
5. Ad26COVs1

• Immune induction is
excellent
• High-level protein
expression
• Long term stability
• Single-dose induces
long-term protection.
• Boost cellular
immunity
• The delivery of antigen
is precise
• Contact with any
infectious particle is
avoided

• Reduced
energy
• Malaise
(sensation of
discomfort)
• Muscle pain
• Headache
• Vomiting
• Tiredness
• Joint pain
• Swelling in
arms
• No such side
effects
• Mild headache
• Fatigue
• Weakness
• Mild pain in
the arm
• Short-lived
allergies
• Redness at the
injection site
• Mild fever
• Muscle pain
• Feeling of
heaviness in the
body

• May induce
inflammatory responses
• Immune response to
vector is generated.
• It can cause cancer
since the viral genome
has the potential to get
incorporated into the
host.

Clinical Trial
Phases and
Reference

Completed
Phase III
Clinical trial
[139, 140]
Completed
Phase III
Clinical trial
[117]

Completed
Phase III clinical
trial

70.4% effective
against B.1.1.7
81.5% effective
against non-B. 1.1.7
lineage
65.28% effective in
preventing all
symptoms in
patients 28 days
after 1st dose and
shows 90.7%
effectiveness in
preventing severe
COVID-19, 28 days
after 1st dose
91.6% effective
against confirmed
COVID-19,21 days
after 1st doses
85% effective in
preventing severe
COVID-19, 28 days
after 1st dose

Completed
Phase III clinical
trial [141, 142]
Entered Phase
II/III Clinical
trial
Completed
Phase III clinical
trial [143]
Completed
Phase III clinical
trial [144, 145]
Completed
Phase III clinical
trial [146, 147]
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Vaccine
strategies

Example

Side effects

Advantages

Disadvantages

Live attenuated
vaccine

COVI-VAC

• Mild fever
• Diarrhoea
• Pain in arm

• Show powerful
immune and broader
response.
• Cellular immunity is
long-lasting.
• Highly qualified
medical personnel are
not required for
administration.
• Cost-effective.
• Single-dose of
immunization is
sufficient to generate an
immune response.

• Requires cold storage,
limiting the
distribution.
• Not appropriate for
those with impaired
immune response.
• Substantial
supplementary testing
is required both in
terms of safety and
efficacy (Kaur &
Gupta, 2020).

Inactivated virus 1. Coronavac
2. Covaxin
3. Sinopharm/BIBP
4. Sinopharm/WIBP
5. IMBCAMS
6. QazVac

• Moderate
fever.
• Diarrhoea
• Sleep quality
decreases.
• Pain in the arm
• Inflammation
at the site of
injection.
• Mild chest
pain.
• Mild fever.
• Muscle pain
• Redness in arm
• Fatigue
• Redness
• Mild fever
• Diarrhoea
• Fatigue
• Weakness
• No such side
effects

• Simple platform and
rapid development
• The immune response
is important
• High induction of Nabs
• Economical
manufacturing
• Stable at 2-8 degrees
celsius.
• Boost immune
response.
• Simple transportation
and storage.
• No harsh requirements.
• It already has the
necessary technology
and infrastructure in
place to support its
development.
• It can be used in
conjunction with
adjuvants to boost
immunogenicity.
• It can be used in
people having
compromised immunity.

• High biosafety levels
to be maintained.
• Might result in
hypersensitivity.
• Huge quantities of
viruses must be
handled.
• The integrity of the
immunogenic particles
has to be preserved.

50.7% effective
against
symptomatic
COVID-19 case in
phase I/II
81% effective in
Phase III clinical
trial
79% effective
against
symptomatic cases
78.1%
73%
96% to 100%

Entered Phase
III clinical trial
[149]
Completed
Phase III clinical
trial
Completed
Phase III [150]
Completed
Phase III
Completed
Phase III
Completed
Phase III

Subunit vaccine 1. AdimrSC-2f
2. EpiVacCorona
3. UB-612
4. MVC-COV1901
5. NVX-CoV2373
(Novavax)

• No side effects
were reported.
• No side
effects.
• No serious
adverse effects
• No observed
side effects
• Mild to
moderate fever.
• Weakness
• Fatigue
• Tiredness
• Myalgia
• Headache
• Discomfort in
hand.

• The viral particle does
not contain any living
components.
• Safe with very
negligible side effects.
• They regarded safe
with people having
impaired immune
systems or with pregnant
women.
• Considered as safe.

• Memory for future
responses is
questionable.
• A repeated dosage is
required.

100%
89.3%

Undergoing
Phase 1
Completed
Phase III clinical
trial
Undergoing
Phase 2/3
Completed
Phase II
Completed
Phase III [151,
152]

10.2.1.1. Sixteen subunit vaccine candidates are in clinical
trials and two are in phase II clinical trials:
• AdimrSC-2f was developed by Adimmune Biotech
Corporation, Taiwan, and is currently in phase I of the clinical
trial.

Efficiency

Clinical Trial
Phases and
Reference
Completed
Phase I clinical
trial [148]

• EpiVacCorona was developed by Vektor State Research
Center of Virology and Biotechnology, Russia.EpiVacCorona,
consisting of the chemically synthesized antigen of SARSCoV-2 protein associated with carrier protein and adsorbed on
Aluminium Hydroxide.
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• RBD-Dimer was developed by Anhui Zhifei Longcom
Biopharma Institute of Microbiology 95. According to phases
1,2, and 3 clinical trials, ZF2001 induced higher neutralizing
GMTs than those found in convalescent samples. The RBDDimer vaccine was approved in two countries for emergency
use in the general population.
• UB-612 vaccine was developed by COVAXX, a USbased Company, and according to the phase 1 trials, UB-612
induces a high titer of neutralizing antibodies.
• MVC-COV1901 contains recombinant S- 2P antigen that
was adjuvanted with CpG1018 and adsorbed with aluminum
hydroxide. Medigen, Taiwan, developed the MVC-COV1901
subunit vaccine.
• NVX-CoV2373 was developed by Novavax Inc. NVXCoV2373 shows 89.3% efficiency in its phase III clinical trial
conducted in the United Kingdom and shows successful results
in its phase 2b South Africa.
10.3. Nucleic Acid Vaccines
This platform is based on immunizing with nucleic acidDNA or mRNA [112]. This platform offers significant
flexibility in regards to antigen manipulation and high-speed
development possibility. MRNA-based vaccine, mRNA-1273
by Moderna, completed phase 3 of clinical trials and showed
vaccine efficacy of 94% [114]. Inovio Pharma International
Vaccine Institute came up with a DNA vaccine candidate
called INO-4800, which demonstrates a perfect safety profile
and its vaccination generates both humoral and cellular
responses, encouraging its continued development to prevent
infection, disease, and death in the global population. Because
of its high safety profile, it could become a favored vaccine
choice for high-risk groups such as the elderly and those living
with co-morbid conditions [115, 116]. BNT162b2 mRNA
Vaccine by Pfizer-BioNTech completed its phase III clinical
trial and was approved for emergency use in many countries. It
is an mRNA vaccine encapsulated by lipid nanoparticles that
encode the full-length spike protein of SARS-CoV-2. It is
shown that two doses of BNT162b2 were safer over two
months, delivering 95% efficiency against symptomatic SARSCoV-2 infection in individuals 16 years or older [117].
10.4. Recombinant Vector Vaccines
This platform includes the usage of live viruses genetically
modified to hold different pathogenic qualities, evoke an
immune response, and code additional proteins [118]. This
platform effectively generates immune response since it infects
cells and survives in the body for a great deal of time, and can
directly respond to the antigen-presenting cells [119]. The gene
that encodes the spike protein may convey to the host cell via
viral vectors. It exploits the viral vector’s ability to infect and
transfer mRNA into the host cell.
10.4.1. Strategy for Vector Vaccine
The viral vector in which the gene is inserted may lose its
ability to replicate. Primate’s virus from chimpanzees, humans,
gorillas, etc., exploited as a viral vector.
There are various vector vaccines in advanced clinical
phases. Out of these, four are currently in phase III clinical trial
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and approved for emergency use in the population.
10.4.1.1. Adenovirus from Chimpanzee:
ChAdOx1 is the vaccine candidate who used replicationdefective adenovirus (recombinant) from chimpanzees,
developed by the University of Oxford-Astra Zeneca, which
completed the third phase of clinical trials and showed average
vaccine efficacy of 70% [120].
10.4.1.2. Adenovirus from Gorilla:
GRAd-COV2 was developed by ReiThera, Italy. ReiThera
vaccine was successfully entered phase 2/3 clinical phase. In
the phase-I clinical trial, a single dose of GRAd-COV2
generated well neutralizing and spike binding antibodies and
robust T cell response when administered all three doses.
10.4.1.3. Adenovirus from Human:
Ad5-nCoV vaccine candidate by CanSino Biologicals,
China, is based on the adenovirus Ad5 (Human virus)
constituted mRNA that encodes spike protein and shows the
efficiency of 68.83% in preventing COVID-19 (symptomatic)
two weeks after one dose and showed 65.28% after four weeks.
Sputnik V by Gamaleya Research Institute, Russia, is
based on the two adenoviruses Ad5 and Ad26, which are
administered sequentially, that contain mRNA which encodes
spike protein. Sputnik V vaccine was 91.6% effective based on
the number of SARS-CoV-2 infected patients from 21days
after the first dose of sputnik V vaccine.
Ad26COVs1 by Johnson and Johnson, USA, is based on
the human adenovirus Ad26. Ad26COVs1 was approved for
emergency use and also authorized by FDA. The phase III
clinical trial was conducted in eight countries and was shown
to be 85% effective in preventing symptomatic SARS-CoV-2
infection.
10.4.2. Thrombosis Post-COVID-19 Vaccination
One of the recently recognized adverse events associated
with adenovirus vector vaccines is TTS (Thrombosisassociated Thrombocytopenia Syndrome). The recombinant
adenoviral vaccines such as ChAdox1 nCoV-19 (OxfordAstrazeneca) and AD26.CoV2 (Johnson & Johnson) are being
rolled to the masses to vaccinate against the ongoing pandemic.
TTS, which was earlier known as VITT (Vaccine Induced
Thrombotic Thrombocytopenia), causes venous and arterial
thrombocytopenia along with rare cases of CVT (Central
Venous sinus Thrombosis) and SVT (Splanchnic Vein
Thrombosis). Both the vaccines use recombinant adenovirus
vectors, which carry the genes encoding for the spike protein of
SARS-CoV-2. Due to evident safety concerns associated with
the vaccines, many European countries halted their
administration to their citizens on 14th March 2021. Till the 4th
of April 2021, 169 cases of CVT and 53 cases of SVT had been
reported from ~34 million cases of ChAdOx1 nCoV-19
vaccine administrations in the EU [121]. US-FDA also halted
the administration of AD26.COV2 after 15 cases of thrombosis
were reported from 6.8 million doses [122]. In the UK, until
14th April 2021, 77 cases of TTS associated with CVT and 91
cases of thrombosis in other veins causing 32 deaths were
reported from 21.2 million doses of ChAdOx1 nCoV-19. The
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benefits of the vaccine outweighed the risks of TTS, due to
which Advisory Committee on Immunization Practices
recommended resuming its administration for adults. The exact
pathophysiology of TTS is not understood yet, but it involves
the formation of antibodies that target platelet antigens. It is
well known that adenovirus binds to platelets and causes
activation. The activated platelets release reactive PF4 (platelet
factor-4), which further attaches to the antibodies and induces
the immune system to trigger even more platelets causing them
to stick together. It forms blood clots and lowers the level of
platelets. Such events are similar to those of HIT (Heparin
Induced Thrombocytopenia), the critical difference being the
non-requirement of heparin to activate platelets. Postvaccination TTS development can be characterized if presented
with arterial or venous thrombosis along with PFA-4 Heparin
ELISA and mild-to-severe thrombocytopenia. Common postvaccination symptoms, like fever, myalgias, headache, etc.,
which subside within 24-48 hours, are not indicative of TTS
development. Instead, if these symptoms get severe and
persistent for over three days with dyspnea, vomiting, chest or
leg pain with swelling, it can be a possible case of TTS. Some
recommended evaluation measures are a complete blood test,
peripheral blood smear, D-Dimer, and PF-4 heparin ELISA.
Current treatment measures use IVIG (IV-Immunoglobin)
anticoagulation. It is advised to avoid the use of heparin and
platelet transfusion [123].
10.5. Status of Vaccination for COVID-19 in India
The Indian government has constituted the task force,
National Expert Groupon vaccine Administration for
Coronavirus Disease, to provide guidelines on vaccine
administration in India [124]. Based on the NEGVAC, the
vaccines for COVID-19 will be administered first to frontline
workers, healthcare workers, and individuals above 45 years,
followed by individuals younger than 45 years that correlated
with comorbidities. The government of India has set up a
committee consisting of a panel of experts from various
specialties, including nephrology, cardiology, oncology, and
pulmonology, to decide the clinical criteria, based on which
individual with comorbidities be prioritized first for
vaccination.
The committee set up by the Indian government has
recommended that individuals with kidney diseases, heart
diseases that lead to hypertension, cancers, and sickle cell
anemia should include in the priority list. The Indian
government has decided to procure 600 million doses of the
SARS-CoV-2 vaccines from vaccine manufacturers, like
Pfizer, Moderna, etc. The government of India procured
covishield, manufactured by Serum Institute of India, and
covaxin manufactured by Bharat Biotech Ltd to administrated
initially. Procuring of COVID-19 vaccine is the first
requirement, but the distribution and vaccination to India's
large population represent a considerable logistic challenge.
The covishield manufactured by SII, a Pune-based company,
was approved for limited (emergency) use by DGCI on January
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2, 2021. Initially, the vaccine was approved in two doses 5-12
weeks apart, but after review by the expert committee, the
period increases to 48-84 days.
On January 2, 2021, the DGCI's subject expert committee
also approved Bharat Biotech's COVID-19 Vaccine “Covaxin”
for emergency use in India. Covaxin has been recommending
to be inoculated under clinical mode only. This vaccine was
approved based on phase 3 immunogenicity data from 24K
volunteers after the Ist dose of covaxin and 10K volunteers
after the 2nd dose of covaxin. However, on March 3, 2021, the
phase III clinical trial results of covaxin showed that it is
80.7% efficient in preventing SARS-CoV-2 infection. After
review, the subject expert committee of DGCI gave
authorization for emergency use and so that covaxin is no
longer administered in clinical trial mode only.
Some vaccines are under development and, some are under
production in other parts of the world that require storage
conditions as low as -70oC but the vaccines produced by India
for distribution require a storage temperature of 2-8oC only.
The Indian government was constantly working on the logistics
for the fast and effective distribution of the vaccines
manufactured by Indian companies. The manufactures airlift
the COVID-19 vaccines in the cold storage boxes with a digital
temperature setup to four depots in Mumbai, Karnal, Kolkata,
and Chennai. The government used the insulated van to
transport COVID-19 vaccines to the designated places in the
country.
10.6. Vaccine Durability and Future Challenges
The general concern with the vaccination process, also
making it a significant challenge in corona viral infection, is
that it might not induce long-term immunity so that reinfection
might be possible. Vaccine success depends heavily on the
vaccine target and platform. Hence choosing a suitable vaccine
platform from all the available options, like nucleic acid, whole
virus, subunit, or recombinant vector, is incredibly challenging
[125, 126]. Finding undesired immune-potentiation that results
in eosinophilic infiltration poses another challenge following
test infection after immunization with vaccines [113]. The
immune-escape variants have sparked questions about vaccine
efficacy as the world ramps up SARS-CoV-2 immunization.
COVID-19 vaccines have shown up to 95% effectiveness in
reducing clinical events and up to 100% efficacy in preventing
acute illness or hospital admission in environments with preexisting variants. New variants that evade both normal and
vaccine-induced immunity have raised questions about whether
vaccines successfully prevent mild and severe COVID-19. A
correlation of immunity against mild and severe SARS-CoV-2
infection would go a long way toward providing evidence for
these decisions and overcoming the challenges that new
variants are putting in the form of global SARS-CoV-2
regulation through widespread implementation of successful
immunization [127].
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Fig. (6). Development of a crRNA and its mode of action against known coronaviruses [130]. (Created with biorender.com).

The short-term durability is likely to be adequate for
slowing the spread of SARS-CoV-2 and resuming normalcy.
However, the global spread of SARS-CoV-2 and the
emergence of S protein variants and other variants across the
globe can restrict vaccine efficacy. SARS-CoV-2 eradication
from the population may be difficult due to concerns of
unvaccinated and immunocompromised individuals. Since
different mRNAs containing mutant S proteins can be rapidly
synthesized and included within the LNP (lipid nanoparticle
delivery system) carrier, the mRNA vaccine formulation is
suitable for repeated or modified vaccination. In comparison,
the AdV (adenovirus vector system) vector formulation
induces AdV-specific immunity, which may restrict the
effectiveness of repeated boosters due to immune-mediated
vector clearance [128]. Vaccine development is an expensive
process and usually takes years for it to be licensed [129].
Conducting integrated clinical trials, licensing safe and reliable
vaccines in a transparent and accountable way, assessing
effectiveness throughout (and after) vaccine deployment,
providing equitable vaccine access globally, and so on are
some of the additional problems that must be addressed [111].
11. CRISPR AS AN ANTIVIRAL STRATEGY TO
COMBAT COVID-19
CRISPR is a tool used to edit, modify, or alter genomes. A
group of scientists at Stanford University has aimed to utilize
this technique to design broad-spectrum crRNA (CRISPR
RNA), which should potentially inhibit all the types of
coronaviruses [130]. A CRISPR-Cas13-based system,
PACMAN (prophylactic antiviral CRISPR in human cells),
was designed, as shown in Fig. (6). Class 2 types VI-D
CRISPR-Cas13d system was employed to develop this
therapeutic model, derived from Ruminococcus flavefaciens.
The crRNA of Cas-13d has a customizable 22 nucleotide
spacer sequence which directs the Cas-13d proteins to target

RNA sequence with high specificity. This specific protein was
chosen due to its small size, high specificity, and high catalytic
activity in human cells. It has shown the potential to degrade
viral RNA in SARS-CoV-2 and Human Influenza-A virus
(IAV). In this highly conserved region, many sequences of the
SARS-CoV-2 were screened. The virus strain used was
synthesized. During their analysis, highly conserved regions
between 47 SARS-CoV-2 strains, SARS-CoV and MERSCoV, were found. Out of these, 47 were the two most highly
conserved sequences coded for RdRp enzyme and
nucleocapsid (N) protein. After a series of crRNA screening
and matched, it was found that targeting of RdRp or N-protein
was most effective by crRNA. Cas-13d functions by degrading
or breaking down the target sequence present in the viral RNA.
A guide RNA, that is synthesized, helps the protein in reaching
its target site.
For the PACMAN system to work effectively, crRNA
must be appropriately designed and present at a high
concentration level. All known coronavirus sequences were
analyzed to develop a pan-coronavirus inhibiting strategy, and
all possible crRNAs targeting the genes were identified. A
refined list of the minor groups of crRNA that could target all
known coronavirus with zero mismatches was prepared. Six of
the crRNAs showed the potential to target 91% of the
coronavirus genome. While 22 crRNAs were seen to cover all
known coronaviruses with zero mismatches. It included the
beta coronaviruses, which cause SARS, MERS, and
COVID-19. Hence, such information reflects a potential
therapeutic area that has a broad-spectrum antiviral approach to
most or all known coronaviruses. A significant drawback of the
clinical use of PACMAN is the need for developing a safe and
effective in vivo delivery system. This study using the Cas-13
variant to target viral RNA in human cells is one of its kind. So
its efficacy against live SARS-CoV-2 strain is yet to be known
[130]. A COVID-19 diagnostic tool kit using CRISPR
technology has been developed by Sherlock Sciences, which
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has recently been given a EUA by the US-FDA [131].
12. NANODECOY BASED COVID-19 THERAPY
Nanodecoy is formed due to the fusion of cellular
membrane nanovesicles recovered from human monocytes and
ACE2 receptors expressed genetically engineered cells having
an antigenic exterior of the SARS-CoV-2. When these are
introduced into the mouse model, they compete with the host
cells for binding to the virus, thereby protecting the cells from
infection of the pseudo viruses and the SARS-CoV-2. Due to
the expression of more cytokine receptors on the host cell's
surface in severe infections, these nanodecoys infections, these
nanodecoys effortlessly bind and neutralize inflammatory
mediated cytokines, such as interleukin 6 (IL-6) granulocytemacrophage colony-stimulating factor, thus avoiding IL 6 and
GM-CSF to attach to the host receptors and significantly
suppress immune disorder and lung injury in acute pneumonia
[132].
13. GOLD NANOPARTICLES FOR PREVENTION OF
SARS-CoV-2 ENTRY TO HOST CELL
Along with virus aggregation, gold nanoparticles are not
only responsible for SARS-CoV-2 accumulation that leads to
the death of the virus, but they can directly disrupt the cell
entry process [133]. SARS-CoV-2 contains a heptad repeat 1
(HR1), a heptad repeats 2 (HR2), and a fusion protein (FP).
Following the FP insertion into the cell membrane, HR1 and
HR2 bind to form a six-helix bundle (6-HB). The 6-HB
promotes cell fusion after binding SARS-CoV-2 envelope and
host cell membrane. However, a peptide named pregnancyinduced hypertension (PIH) mimics the HR2 conformation and
binds with the HR1 to block the production of 6-HB, thereby
inhibiting the cell fusion process. This is a standard natural
method of stopping the virus entry. When gold nanorods
(PIH–AuNRs) interact with this peptide, bind, and get
immobilized on the surface, there was a 10-fold higher
inhibitory activity which might obstruct SARS-CoV-2 cell
fusion to host cell and that too with an optimized condition not
affecting the host cell [133].
14. SILICON AND SELENIUM NANOPARTICLES
ALSO PREVENT VIRUS ENTRY TO A HOST CELL
Porous silicon NPs (SiNPs) are particularly appealing due
to their high biocompatibility and biodegradable nature. These
NPs gradually liquefied into the water and converted into
nontoxic silicic acid [134]. Mesoporous-SiO2 (mSiO2) NPs,
when combined with various antiviral drugs, exhibit the ability
to stick themselves to the enveloped viruses via hydrophobic or
hydrophilic interactions. The strong bond formed between the
functionalized mSiO2 NPs and the virus hampers the
attachment of the virus to the host cell receptors and reduces
the viral entry into the cells [135]. Selenium being
biocompatible like silicon in nanoparticles is present in several
selenoproteins. It is crucial for biological processes and
presents various antiviral effects at high concentrations. These
NPs are combined with multiple antiviral drugs, like Arbidol
(ARB), which effectively block entry of the influenza virus and
reduce viral infection, thereby reducing host cell apoptosis
[136].
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CONCLUSION
The SARS-CoV-2 infection spread rapidly among the
world population after it emerged from Wuhan, China, in
December 2019. WHO declared COVID-19 as a worldwide
pandemic, and there is still no proven effective drug available
to treat COVID-19 disease. Even though several vaccines have
been developed, the long-term effects of these vaccines are
unknown. In this article, we highlight the potential therapeutics
that can be beneficial in treating the disease caused by SARSCoV-2 based on their prior, effective use against other RNA
viruses and current clinical trials. It may be tremendously
advantageous for our healthcare system to repurpose licensed
medications and experimental compounds that can block the
replication and assembly of the SARS-CoV-2. Several
repurposed drugs are underway in the clinical trials to
determine their potential efficacy. The 2019-nCoV results in
elevated amounts of cytokines and chemokines, and this
atypical release of pro-inflammatory factors cause hyperinflammation. Subsequently, this may lead to apoptosis of lung
epithelial and endothelial cells, thus causing vascular leakage,
hypoxia, and edema, which are still unsolved problems in these
patients. Therefore, it is necessary to consider inflammation
management and immune modulation as essential steps. Even
though various vaccines have been launched for public use, and
many are under trials or preclinical trials, it is too early to say
whether they will prove effective and safe.
Moreover, vaccine development in this pandemic has been
an accelerated process that bypassed various stages of testing;
however, vaccine licensing is a long shot. Since no approved
drugs are presently available for the treatment, it becomes
necessary to use safe and effective options that reduce the
severity of the infection, thereby increasing the chances of
survival.
AUTHORS' CONTRIBUTIONS
AY contributed to data curation, conceptualization, figure
illustration, investigation, writing, reviewing, and editing. SS,
NB, and SG participated in writing, reviewing, and editing. VS,
PS, and HK contributed to conceptualization, visualization,
investigation, writing, reviewing, and editing.
CONSENT FOR PUBLICATION
Not applicable.
FUNDING
None.
CONFLICT OF INTEREST
The authors declare no conflict of interest, financial or
otherwise.
ACKNOWLEDGEMENTS
The authors would like to acknowledge Sr. Copyrights
Coordinator-Copyrights Team, ELSEVIER, for permitting to
reproduce figure 6 and thank the copyright clearance center of
the journals for not requiring the permission to reproduce
article materials. All these Figs were reproduced using
BioRender. The authors have included citations in reference.

134 The Open COVID Journal, 2021, Volume 1

Yadav et al.

REFERENCES
[1]

[2]

[3]

[4]

[5]

[6]

[7]

[8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

Pandey S, Yadav B, Pandey A, et al. Lessons from SARS-CoV-2
pandemic: Evolution, disease dynamics and future. Biology (Basel)
2020; 9(6): 141.
[http://dx.doi.org/10.3390/biology9060141] [PMID: 32604825]
Weiss SR, Navas-Martin S. Coronavirus pathogenesis and the
emerging pathogen severe acute respiratory syndrome coronavirus.
Microbiol Mol Biol Rev 2005; 69(4): 635-64.
[http://dx.doi.org/10.1128/MMBR.69.4.635-664.2005]
[PMID:
16339739]
Anand KB, Karade S, Sen S, Gupta RM. SARS-CoV-2: Camazotz’s
curse. Med J Armed Forces India 2020; 76(2): 136-41.
[http://dx.doi.org/10.1016/j.mjafi.2020.04.008] [PMID: 32341622]
Yin Y, Wunderink RG. MERS, SARS and other coronaviruses as
causes of pneumonia. Respirology 2018; 23(2): 130-7.
[http://dx.doi.org/10.1111/resp.13196] [PMID: 29052924]
Forni D, Cagliani R, Clerici M, Sironi M. Molecular evolution of
human coronavirus genomes. Trends Microbiol 2017; 25(1): 35-48.
[http://dx.doi.org/10.1016/j.tim.2016.09.001] [PMID: 27743750]
Huang C, Wang Y, Li X, et al. Clinical features of patients infected
with 2019 novel coronavirus in Wuhan, China. Lancet 2020;
395(10223): 497-506.
[http://dx.doi.org/10.1016/S0140-6736(20)30183-5]
[PMID:
31986264]
Shereen MA, Khan S, Kazmi A, Bashir N, Siddique R. COVID-19
infection: Origin, transmission, and characteristics of human
coronaviruses. J Adv Res 2020; 24: 91-8.
[http://dx.doi.org/10.1016/j.jare.2020.03.005] [PMID: 32257431]
Vabret N, Britton GJ, Gruber C, et al. Immunology of COVID-19:
Current state of the science. Immunity 2020; 52(6): 910-41.
[http://dx.doi.org/10.1016/j.immuni.2020.05.002] [PMID: 32505227]
Wu A, Peng Y, Huang B, et al. Genome composition and divergence
of the novel coronavirus (2019-nCoV) originating in China. Cell Host
Microbe 2020; 27(3): 325-8.
[http://dx.doi.org/10.1016/j.chom.2020.02.001] [PMID: 32035028]
Modes of transmission of virus causing COVID-19: Implications for
IPC
precaution
recommendations.
https://www.who.int/news-room/commentaries/detail/modes-of-transm
ission-of-virus-causing-COVID-19-implications-for-ipc-precautionrecommendations
Mr H, N R. COVID-19: Transmission, prevention, and potential
therapeutic opportunities. Clin Chim Acta Int J Clin Chem 2020; 508:
254-66.
[http://dx.doi.org/10.1016/j.cca.2020.05.044]
Thu TPB, Ngoc PNH, Hai NM, Tuan LA. Effect of the social
distancing measures on the spread of COVID-19 in 10 highly infected
countries. Sci Total Environ 2020; 742: 140430.
[http://dx.doi.org/10.1016/j.scitotenv.2020.140430]
[PMID:
32623158]
Sun C, Zhai Z. The efficacy of social distance and ventilation
effectiveness in preventing COVID-19 transmission. Sustain Cities
Soc 2020; 62: 102390.
[http://dx.doi.org/10.1016/j.scs.2020.102390] [PMID: 32834937]
Xu H, Zhong L, Deng J, et al. High expression of ACE2 receptor of
2019-nCoV on the epithelial cells of oral mucosa. Int J Oral Sci 2020;
12(1): 8.
[http://dx.doi.org/10.1038/s41368-020-0074-x] [PMID: 32094336]
Simmons G, Gosalia DN, Rennekamp AJ, Reeves JD, Diamond SL,
Bates P. Inhibitors of cathepsin L prevent severe acute respiratory
syndrome coronavirus entry. Proc Natl Acad Sci USA 2005; 102(33):
11876-81.
[http://dx.doi.org/10.1073/pnas.0505577102] [PMID: 16081529]
Sawicki SG, Sawicki DL, Siddell SG. A contemporary view of
coronavirus transcription. J Virol 2007; 81(1): 20-9.
[http://dx.doi.org/10.1128/JVI.01358-06] [PMID: 16928755]
Rapid Risk Assessment. Detection of new SARS-CoV-2 variants
related to mink. European Centre for Disease Prevention and Control
2020.https://www.ecdc.europa.eu/en/publications-data/detection-new-s
ars-cov-2-variants-mink
Martin MA, VanInsberghe D, Koelle K. Insights from SARS-CoV-2
sequences. Science 2021; 371(6528): 466-7.
[http://dx.doi.org/10.1126/science.abf3995] [PMID: 33510015]
SARS-CoV-2 variant classifications and definitions. Available from:
https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/variant-sur
veillance/variant-info.html
Li G, Fan Y, Lai Y, et al. Coronavirus infections and immune

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]
[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

responses. J Med Virol 2020; 92(4): 424-32.
[http://dx.doi.org/10.1002/jmv.25685] [PMID: 31981224]
Xu Z, Shi L, Wang Y, et al. Pathological findings of COVID-19
associated with acute respiratory distress syndrome. Lancet Respir
Med 2020; 8(4): 420-2.
[http://dx.doi.org/10.1016/S2213-2600(20)30076-X]
[PMID:
32085846]
Wong CK, Lam CWK, Wu AKL, et al. Plasma inflammatory
cytokines and chemokines in severe acute respiratory syndrome. Clin
Exp Immunol 2004; 136(1): 95-103.
[http://dx.doi.org/10.1111/j.1365-2249.2004.02415.x]
[PMID:
15030519]
Mahallawi WH, Khabour OF, Zhang Q, Makhdoum HM, Suliman BA.
MERS-CoV infection in humans is associated with a pro-inflammatory
Th1 and Th17 cytokine profile. Cytokine 2018; 104: 8-13.
[http://dx.doi.org/10.1016/j.cyto.2018.01.025] [PMID: 29414327]
Ortuño-Sahagún D, Rawat AKS, Zänker K. Natural
immunomodulators 2018. J Immunol Res 2019; 2019: 4341698.
[http://dx.doi.org/10.1155/2019/4341698] [PMID: 31781677]
Rizk JG, Kalantar-Zadeh K, Mehra MR, Lavie CJ, Rizk Y, Forthal
DN. Pharmaco-immunomodulatory therapy in COVID-19. Drugs
2020; 80(13): 1267-92.
[http://dx.doi.org/10.1007/s40265-020-01367-z] [PMID: 32696108]
Carr AC, Frei B. Toward a new recommended dietary allowance for
vitamin C based on antioxidant and health effects in humans. Am J
Clin Nutr 1999; 69(6): 1086-107.
[http://dx.doi.org/10.1093/ajcn/69.6.1086] [PMID: 10357726]
Buettner GR. The pecking order of free radicals and antioxidants: lipid
peroxidation, alpha-tocopherol, and ascorbate. Arch Biochem Biophys
1993; 300(2): 535-43.
[http://dx.doi.org/10.1006/abbi.1993.1074] [PMID: 8434935]
MD SC. Use of Ascorbic Acid in Patients With COVID 19. 2020.
Available from: https://clinicaltrials.gov/ct2/show/NCT04323514
Shakoor H, Feehan J, Al Dhaheri AS, et al. Immune-boosting role of
vitamins D, C, E, zinc, selenium and omega-3 fatty acids: Could they
help against COVID-19? Maturitas 2021; 143: 1-9.
[http://dx.doi.org/10.1016/j.maturitas.2020.08.003] [PMID: 33308613]
Murni IK, Prawirohartono EP, Triasih R. Potential Role of Vitamins
and Zinc on Acute Respiratory Infections Including COVID-19. Glob
Pediatr Health 2021; 8: 2333794X211021739.
[http://dx.doi.org/10.1177/2333794X211021739]
Elham AS, Azam K, Azam J, Mostafa L, Nasrin B, Marzieh N. Serum
vitamin D, calcium, and zinc levels in patients with COVID-19. Clin
Nutr ESPEN 2021; 43: 276-82.
[http://dx.doi.org/10.1016/j.clnesp.2021.03.040] [PMID: 34024527]
Kone ML, Samayamanthula DR. Chapter33 - Significance of
conventional Indian foods acting as immune boosters to overcome
COVID-19. In: Ramanathan AL, Sabarathinam C, Arriola F, Prasanna
MV, Kumar P, Jonathan MP, eds. Environmental Resilience and
Transformation in Times of COVID-19. Elsevier 2021; pp. 385-96.
[http://dx.doi.org/10.1016/B978-0-323-85512-9.00034-6]
Kumar P, Kumar M, Bedi O, et al. Role of vitamins and minerals as
immunity boosters in COVID-19. Inflammopharmacology 2021; 1-6.
https://link.springer.com/article/10.1007/s10787-021-00826-7
Ledford H. Coronavirus breakthrough: Dexamethasone is first drug
shown to save lives. Nature 2020; 582(7813): 469.
[http://dx.doi.org/10.1038/d41586-020-01824-5] [PMID: 32546811]
Annane D, Pastores SM, Arlt W, et al. Critical illness-related
corticosteroid insufficiency (CIRCI): A narrative review from a
Multispecialty Task Force of the Society of Critical Care Medicine
(SCCM) and the European Society of Intensive Care Medicine
(ESICM). Intensive Care Med 2017; 43(12): 1781-92.
[http://dx.doi.org/10.1007/s00134-017-4914-x] [PMID: 28940017]
Giles AJ, Hutchinson MND, Sonnemann HM, et al. Dexamethasoneinduced immunosuppression: Mechanisms and implications for
immunotherapy. J Immunother Cancer 2018; 6(1): 51.
[http://dx.doi.org/10.1186/s40425-018-0371-5] [PMID: 29891009]
Gupta S, Wang W, Hayek SS, et al. Association between early
treatment with tocilizumab and mortality among critically ill patients
with COVID-19. JAMA Intern Med 2021; 181(1): 41-51.
[http://dx.doi.org/10.1001/jamainternmed.2020.6252]
[PMID:
33080002]
Horby P, Lim WS, Emberson JR, et al. Dexamethasone in hospitalized
patients with COVID-19. N Engl J Med 2021; 384(8): 693-704.
[http://dx.doi.org/10.1056/NEJMoa2021436] [PMID: 32678530]
Villar J, Ferrando C, Martínez D, et al. Dexamethasone treatment for
the acute respiratory distress syndrome: A multicentre, randomised

A Review Article on Vaccine Development

[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

[51]

[52]

[53]

[54]

[55]

controlled trial. Lancet Respir Med 2020; 8(3): 267-76.
[http://dx.doi.org/10.1016/S2213-2600(19)30417-5]
[PMID:
32043986]
Fu B, Xu X, Wei H. Why tocilizumab could be an effective treatment
for severe COVID-19? J Transl Med 2020; 18(1): 164.
[http://dx.doi.org/10.1186/s12967-020-02339-3] [PMID: 32290839]
Effect of tocilizumab on clinical outcomes at 15 days in patients with
severe or critical coronavirus disease 2019: randomised controlled trial
| The BMJ 2021.https://www.bmj.com/content/372/bmj.n84
Zheng K-L, Xu Y, Guo Y-F, et al. Efficacy and safety of tocilizumab
in COVID-19 patients. aging 2020; 12(19): 18878-88.
[http://dx.doi.org/10.18632/aging.103988]
Hu Q, Xu Y, Xiang Y, et al. Inflammation characteristics and antiinflammation treatment with tocilizumab of severe/critical COVID-19
patients: A retrospective cohort study. Int J Biol Sci 2021; 17(8):
2124-34.
[http://dx.doi.org/10.7150/ijbs.56952] [PMID: 34131411]
Zhou D, Dai S-M, Tong Q. COVID-19: A recommendation to
examine the effect of hydroxychloroquine in preventing infection and
progression. J Antimicrob Chemother 2020; 75(7): 1667-70.
[http://dx.doi.org/10.1093/jac/dkaa114] [PMID: 32196083]
Durcan L, Petri M. Immunomodulators in SLE: Clinical evidence and
immunologic actions. J Autoimmun 2016; 74: 73-84.
[http://dx.doi.org/10.1016/j.jaut.2016.06.010] [PMID: 27371107]
Schrezenmeier E, Dörner T. Mechanisms of action of
hydroxychloroquine and chloroquine: Implications for rheumatology.
Nat Rev Rheumatol 2020; 16(3): 155-66.
[http://dx.doi.org/10.1038/s41584-020-0372-x] [PMID: 32034323]
Iyer M, Jayaramayya K, Subramaniam MD, et al. COVID-19: an
update on diagnostic and therapeutic approaches. BMB Rep 2020;
53(4): 191-205.
[http://dx.doi.org/10.5483/BMBRep.2020.53.4.080]
[PMID:
32336317]
Devaux CA, Rolain J-M, Colson P, Raoult D. New insights on the
antiviral effects of chloroquine against coronavirus: What to expect for
COVID-19? Int J Antimicrob Agents 2020; 55(5): 105938.
[http://dx.doi.org/10.1016/j.ijantimicag.2020.105938]
[PMID:
32171740]
Vincent MJ, Bergeron E, Benjannet S, et al. Chloroquine is a potent
inhibitor of SARS coronavirus infection and spread. Virol J 2005; 2:
69.
[http://dx.doi.org/10.1186/1743-422X-2-69] [PMID: 16115318]
Advisory on the use of Hydroxy chloroquin as prophylaxis for SARSCoV-2
infection.
2020.
Available
from:
https://www.mohfw.gov.in/pdf/AdvisoryontheuseofHydroxychloroqui
nasprophylaxisforSARSCoV2infection.pdfhttps://www.google.com/se
arch?q=AdvisoryontheuseofHydroxychloroquinasprophylaxisforSARS
CoV2infection.pdf.+Accessed+7th+August%2C+2020.https%3A%2F
%2Fwww.mohfw.gov.in%2Fpdf%2FAdvisoryontheuseofHydroxychlo
roquinasprophylaxisforSARSCoV2infection.pdf&oq=Advisoryontheu
seofHydroxychloroquinasprophylaxisforSARSCoV2infection.pdf.+Ac
cessed+7th+August%2C+2020.https%3A%2F%2Fwww.mohfw.gov.i
n%2Fpdf%2FAdvisoryontheuseofHydroxychloroquinasprophylaxisfor
SARSCoV2infection.pdf&aqs=chrome.69i57.2149j0j4&sourceid=chr
ome&ie=UTF-8
Saib A, Amara W, Wang P, et al. Lack of efficacy of
hydroxychloroquine and azithromycin in patients hospitalized for
COVID-19 pneumonia: A retrospective study. PLoS One 2021; 16(6):
e0252388.
[http://dx.doi.org/10.1371/journal.pone.0252388] [PMID: 34106964]
OSE Review_Hydroxychloroquine-Cholorquine - 2020. Available
from:
https://www.accessdata.fda.gov/drugsatfda_docs/nda/2020/OSE%20R
eview_Hydroxychloroquine-Cholorquine%20%2019May2020_Redacted.pd
Mokhtari M, Mohraz M, Gouya MM, et al. Clinical outcomes of
patients with mild COVID-19 following treatment with
hydroxychloroquine in an outpatient setting. Int Immunopharmacol
2021; 96: 107636.
[http://dx.doi.org/10.1016/j.intimp.2021.107636] [PMID: 34015598]
Liang C, Tian L, Liu Y, et al. A promising antiviral candidate drug for
the COVID-19 pandemic: A mini-review of remdesivir. Eur J Med
Chem 2020; 201: 112527.
[http://dx.doi.org/10.1016/j.ejmech.2020.112527] [PMID: 32563812]
Li G, De Clercq E. Therapeutic options for the 2019 novel coronavirus
(2019-nCoV). Nat Rev Drug Discov 2020; 19(3): 149-50.
[http://dx.doi.org/10.1038/d41573-020-00016-0] [PMID: 32127666]

The Open COVID Journal, 2021, Volume 1 135

[56]

[57]

[58]

[59]

[60]

[61]

[62]

[63]

[64]

[65]

[66]

[67]

[68]

[69]

[70]

[71]

[72]

[73]

[74]

[75]

Jean S-S, Lee P-I, Hsueh P-R. Treatment options for COVID-19: The
reality and challenges. J Microbiol Immunol Infect Wei Mian Yu Gan
Ran za Zhi 2020; 53(3): 436-43.
[http://dx.doi.org/10.1016/j.jmii.2020.03.034] [PMID: 32307245]
Comas-Garcia M. Packaging of genomic RNA in positive-sense
single-stranded RNA viruses: A complex story. Viruses 2019; 11(3):
253.
[http://dx.doi.org/10.3390/v11030253] [PMID: 30871184]
Holshue ML, DeBolt C, Lindquist S, et al. First case of 2019 novel
coronavirus in the United States. N Engl J Med 2020; 382(10): 929-36.
[http://dx.doi.org/10.1056/NEJMoa2001191] [PMID: 32004427]
Treatment of coronavirus disease 2019 (COVID-19): Investigational
drugs and other therapies: Introduction, investigational antiviral
agents, immunomodulators and other investigational therapies
2019.https://emedicine.medscape.com/article/2500116-overview
Agostini ML, Andres EL, Sims AC, et al. Coronavirus susceptibility to
the antiviral remdesivir (GS-5734) is mediated by the viral polymerase
and the proofreading exoribonuclease. MBio 2018; 9(2): e00221-18.
[http://dx.doi.org/10.1128/mBio.00221-18] [PMID: 29511076]
Wang M, Cao R, Zhang L, et al. Remdesivir and chloroquine
effectively inhibit the recently emerged novel coronavirus (2019nCoV) in vitro. Cell Res 2020; 30(3): 269-71.
[http://dx.doi.org/10.1038/s41422-020-0282-0] [PMID: 32020029]
Reddy Vegivinti CT, Pederson JM, Saravu K, et al. Remdesivir
therapy in patients with COVID-19: A systematic review and metaanalysis of randomized controlled trials. Ann Med Surg (Lond) 2021;
62: 43-8.
[http://dx.doi.org/10.1016/j.amsu.2020.12.051] [PMID: 33489115]
Saqrane S, El Mhammedi MA, Lahrich S, et al. Recent knowledge in
favor of remdesivir (GS-5734) as a therapeutic option for the
COVID-19 infections. J Infect Public Health 2021; 14(5): 655-60.
[http://dx.doi.org/10.1016/j.jiph.2021.02.006] [PMID: 33857725]
Joshi S, Parkar J, Ansari A, et al. Role of favipiravir in the treatment
of COVID-19. Int J Infect Dis 2021; 102: 501-8.
[http://dx.doi.org/10.1016/j.ijid.2020.10.069] [PMID: 33130203]
Allen C, Arjona SP, Santerre M, Sawaya BE. Potential use of RNAdependent RNA polymerase (RdRp) inhibitors against SARS-CoV2
infection. All Life 13(1): 608-14.
[http://dx.doi.org/10.17605/OSF.IO/Z2XGT]
Fujii S, Ibe Y, Ishigo T, et al. Early favipiravir treatment was
associated with early defervescence in non-severe COVID-19 patients.
J Infect Chemother 2021; 27(7): 1051-7.
[http://dx.doi.org/10.1016/j.jiac.2021.04.013] [PMID: 33902990]
Hassanipour S, Arab-Zozani M, Amani B, Heidarzad F, Fathalipour
M, Martinez-de-Hoyo R. The efficacy and safety of Favipiravir in
treatment of COVID-19: A systematic review and meta-analysis of
clinical trials. Sci Rep 2021; 11(1): 11022.
[http://dx.doi.org/10.1038/s41598-021-90551-6] [PMID: 34040117]
Udwadia ZF, Singh P, Barkate H, et al. Efficacy and safety of
favipiravir, an oral RNA-dependent RNA polymerase inhibitor, in
mild-to-moderate COVID-19: A randomized, comparative, open-label,
multicenter, phase 3 clinical trial. Int J Infect Dis 2021; 103: 62-71.
[http://dx.doi.org/10.1016/j.ijid.2020.11.142] [PMID: 33212256]
Ison MG, Scheetz MH. Understanding the pharmacokinetics of
Favipiravir: Implications for treatment of influenza and COVID-19.
EBioMedicine 2021; 63: 103204.
[http://dx.doi.org/10.1016/j.ebiom.2020.103204] [PMID: 33418497]
La Rosée F, Bremer HC, Gehrke I, et al. The Janus kinase 1/2
inhibitor ruxolitinib in COVID-19 with severe systemic
hyperinflammation. Leukemia 2020; 34(7): 1805-15.
[http://dx.doi.org/10.1038/s41375-020-0891-0] [PMID: 32518419]
Harrison C, Kiladjian J-J, Al-Ali HK, et al. JAK inhibition with
ruxolitinib versus best available therapy for myelofibrosis. N Engl J
Med 2012; 366(9): 787-98.
[http://dx.doi.org/10.1056/NEJMoa1110556] [PMID: 22375970]
Lussana F, Rambaldi A. Inflammation and myeloproliferative
neoplasms. J Autoimmun 2017; 85: 58-63.
[http://dx.doi.org/10.1016/j.jaut.2017.06.010] [PMID: 28669446]
Mortara A, Mazzetti S, Margonato D, et al. Compassionate use of
ruxolitinib in patients with SARS-Cov-2 infection not on mechanical
ventilation: Short-term effects on inflammation and ventilation. Clin
Transl Sci 2021; 14(3): 1062-8.
[http://dx.doi.org/10.1111/cts.12971] [PMID: 33403775]
Zhao H, Mendenhall M, Deininger MW. Imatinib is not a potent antiSARS-CoV-2 drug. Leukemia 2020; 34(11): 3085-7.
[http://dx.doi.org/10.1038/s41375-020-01045-9] [PMID: 32999432]
ASSAAD-KHALIL S. Imatinib a tyrosine kinase inhibitor: A potential

136 The Open COVID Journal, 2021, Volume 1

[76]

[77]

[78]

[79]

[80]

[81]
[82]

[83]

[84]

[85]

[86]

[87]

[88]

[89]

[90]

[91]

[92]

[93]

treatment for SARS-COV-2 induced pneumonia. Alex J Med 2020;
56(1): 68-72.
[http://dx.doi.org/10.1080/20905068.2020.1778417]
Morales-Ortega A, Bernal-Bello D, Llarena-Barroso C, et al. Imatinib
for COVID-19: A case report. Clin Immunol 2020; 218: 108518.
[http://dx.doi.org/10.1016/j.clim.2020.108518] [PMID: 32599278]
Aman J, van Bezu J, Damanafshan A, et al. Effective treatment of
edema and endothelial barrier dysfunction with imatinib. Circulation
2012; 126(23): 2728-38.
[http://dx.doi.org/10.1161/CIRCULATIONAHA.112.134304] [PMID:
23099479]
Rix U, Hantschel O, Dürnberger G, et al. Chemical proteomic profiles
of the BCR-ABL inhibitors imatinib, nilotinib, and dasatinib reveal
novel kinase and nonkinase targets. Blood 2007; 110(12): 4055-63.
[http://dx.doi.org/10.1182/blood-2007-07-102061] [PMID: 17720881]
Aman J, Duijvelaar E, Botros L, et al. Imatinib in patients with severe
COVID-19: A randomised, double-blind, placebo-controlled, clinical
trial. Lancet Respir Med 2021; 9(9): 957-68.
[http://dx.doi.org/10.1016/S2213-2600(21)00237-X]
[PMID:
34147142]
Ledford H. International COVID-19 trial to restart with focus on
immune responses. Nature 2021.
[http://dx.doi.org/10.1038/d41586-021-01090-z] [PMID: 33963326]
Coronavirus Disease 2019 (COVID-19) Treatment Guidelines.
Available from: https://www.covid19treatmentguidelines.nih.gov/
Conner SD, Schmid SL. Identification of an adaptor-associated kinase,
AAK1, as a regulator of clathrin-mediated endocytosis. J Cell Biol
2002; 156(5): 921-9.
[http://dx.doi.org/10.1083/jcb.200108123] [PMID: 11877461]
Hasan MJ, Rabbani R, Anam AM, et al. Impact of high dose of
baricitinib in severe COVID-19 pneumonia: A prospective cohort
study in Bangladesh. BMC Infect Dis 2021; 21(1): 427.
[http://dx.doi.org/10.1186/s12879-021-06119-2] [PMID: 33962573]
Petrone L, Petruccioli E, Alonzi T, et al. In-vitro evaluation of the
immunomodulatory effects of Baricitinib: Implication for COVID-19
therapy. J Infect 2021; 82(4): 58-66.
[http://dx.doi.org/10.1016/j.jinf.2021.02.023] [PMID: 33639176]
Götz V, Magar L, Dornfeld D, et al. Influenza A viruses escape from
MxA restriction at the expense of efficient nuclear vRNP import. Sci
Rep 2016; 6(1): 23138.
[http://dx.doi.org/10.1038/srep23138] [PMID: 26988202]
Wagstaff KM, Rawlinson SM, Hearps AC, Jans DA. An
AlphaScreen®-based assay for high-throughput screening for specific
inhibitors of nuclear import. J Biomol Screen 2011; 16(2): 192-200.
[http://dx.doi.org/10.1177/1087057110390360] [PMID: 21297106]
Sharun K, Dhama K, Patel SK, et al. Ivermectin, a new candidate
therapeutic against SARS-CoV-2/COVID-19. Ann Clin Microbiol
Antimicrob 2020; 19(1): 23.
[http://dx.doi.org/10.1186/s12941-020-00368-w] [PMID: 32473642]
Chosidow O, Bernigaud C, Guillemot D, et al. Ivermectin as a
potential treatment for COVID-19?. PLoS Negl Trop Dis 2021; 15(6):
e0009446.
[http://dx.doi.org/10.1371/journal.pntd.0009446]
Chaccour C, Casellas A, Blanco-Di Matteo A, et al. The effect of early
treatment with ivermectin on viral load, symptoms and humoral
response in patients with non-severe COVID-19: A pilot, double-blind,
placebo-controlled, randomized clinical trial. EClinicalMedicine.
2021;
32:
100720.
Available
from:
https://www.thelancet.com/journals/eclinm/article/PIIS2589-5370(20)
30464-8/fulltext
Zaheer T, Pal K, Abbas RZ, Torres MDPR. COVID-19 and
Ivermectin: Potential threats associated with human use. J Mol Struct
2021; 1243: 130808.
[http://dx.doi.org/10.1016/j.molstruc.2021.130808] [PMID: 34149064]
Adam AMA, Saad HA, Alsuhaibani AM, Refat MS, Hegab MS.
Charge-transfer chemistry of azithromycin, the antibiotic used
worldwide to treat the coronavirus disease (COVID-19). Part III: A
green protocol for facile synthesis of complexes with TCNQ, DDQ,
and TFQ acceptors. J Mol Liq 2021; 335: 116250.
[http://dx.doi.org/10.1016/j.molliq.2021.116250] [PMID: 33903781]
Abani O, Abbas A, Abbas F, et al. Tocilizumab in patients admitted to
hospital with COVID-19 (RECOVERY): A randomised, controlled,
open-label, platform trial. Lancet 2021; 397(10285): 1637-45.
[http://dx.doi.org/10.1016/S0140-6736(21)00676-0]
[PMID:
33933206]
Sivapalan P, Suppli Ulrik C, Sophie Lapperre T, et al. Azithromycin
and hydroxychloroquine in hospitalised patients with confirmed

Yadav et al.

[94]

[95]

[96]

[97]

[98]

[99]

[100]

[101]

[102]

[103]

[104]

[105]

[106]

[107]

[108]

[109]

[110]

[111]

[112]

COVID-19-a randomised double-blinded placebo-controlled trial. Eur
Respir J 2021; 2100752.
[http://dx.doi.org/10.1183/13993003.00752-2021] [PMID: 34083403]
PRINCIPLE Trial Collaborative Group. Azithromycin for community
treatment of suspected COVID-19 in people at increased risk of an
adverse clinical course in the UK (PRINCIPLE): A randomised,
controlled, open-label, adaptive platform trial. Lancet 2021;
397(10279): 1063-74.
[http://dx.doi.org/10.1016/S0140-6736(21)00461-X]
[PMID:
33676597]
Rojas M, Rodríguez Y, Monsalve DM, et al. Convalescent plasma in
COVID-19: Possible mechanisms of action. Autoimmun Rev 2020;
19(7): 102554.
[http://dx.doi.org/10.1016/j.autrev.2020.102554] [PMID: 32380316]
Corticosteroids | Coronavirus disease COVID-19. COVID-19
treatment
guidelines.
2020.
Available
from:
https://www.covid19treatmentguidelines.nih.gov/immune-based-thera
py/immunomodulators/corticosteroids/
Saini A. Physicians of ancient India. J Family Med Prim Care 2016;
5(2): 254-8.
[http://dx.doi.org/10.4103/2249-4863.192322] [PMID: 27843823]
Casadevall A, Dragotakes Q, Johnson PW, et al. Convalescent plasma
use in the USA was inversely correlated with COVID-19 mortality.
eLife 2021; 10: e69866.
[http://dx.doi.org/10.7554/eLife.69866] [PMID: 34085928]
Bansal N, Raturi M, Bansal Y. COVID-19 convalescent plasma
therapy: Analyzing the factors that led to its failure in India. Transfus
Clin Biol 2021; 28(3): 296-8.
[http://dx.doi.org/10.1016/j.tracli.2021.05.009] [PMID: 34102319]
Kemp SA, Collier DA, Datir RP, et al. SARS-CoV-2 evolution during
treatment of chronic infection. Nature 2021; 592(7853): 277-82.
[http://dx.doi.org/10.1038/s41586-021-03291-y] [PMID: 33545711]
Arabi YM, Hajeer AH, Luke T, et al. Feasibility of using convalescent
plasma immunotherapy for MERS-CoV infection, Saudi Arabia.
Emerg Infect Dis 2016; 22(9): 1554-61.
[http://dx.doi.org/10.3201/eid2209.151164] [PMID: 27532807]
Joyner MJ, Bruno KA, Klassen SA, et al. Safety update: COVID-19
convalescent plasma in 20,000 hospitalized patients. Mayo Clin Proc
2020; 95(9): 1888-97.
[http://dx.doi.org/10.1016/j.mayocp.2020.06.028] [PMID: 32861333]
Saha S, Kadam S. Convalescent plasma therapy - A silver lining for
COVID-19 management? Hematol Transfus Cell Ther 2021; 43(2):
201-11.
[http://dx.doi.org/10.1016/j.htct.2021.03.004] [PMID: 33903854]
Klassen SA, Senefeld JW, Johnson PW, et al. The effect of
convalescent plasma therapy on mortality among patients with
COVID-19: Systematic review and meta-analysis. Mayo Clin Proc
2021; 96(5): 1262-75.
[http://dx.doi.org/10.1016/j.mayocp.2021.02.008] [PMID: 33958057]
Weinreich DM, Sivapalasingam S, Norton T, et al. REGN-COV2, a
neutralizing antibody cocktail, in outpatients with COVID-19. N Engl
J Med 2021; 384(3): 238-51.
[http://dx.doi.org/10.1056/NEJMoa2035002] [PMID: 33332778]
Monoclonal antibody cocktail shows promise in fight against
COVID-19.
Available
from:
https://healthlibrary.askapollo.com/monoclonal-antibody-cocktail-treat
ment/
COVID-19
treatment
guidelines.
Available
from:
https://investor.regeneron.com/news-releases/news-release-details/nihCOVID-19-treatment-guidelines-strongly-recommend-use-regen
Sabahelzain MM, Hartigan-Go K, Larson HJ. The politics of
COVID-19 vaccine confidence. Curr Opin Immunol 2021; 71: 92-6.
[http://dx.doi.org/10.1016/j.coi.2021.06.007] [PMID: 34237648]
Funk CD, Laferrière C, Ardakani A. A Snapshot of the Global Race
for Vaccines Targeting SARS-CoV-2 and the COVID-19 Pandemic.
Front Pharmacol 2020; 11: 937.
[http://dx.doi.org/10.3389/fphar.2020.00937] [PMID: 32636754]
Forni G, Mantovani A. COVID-19 vaccines: Where we stand and
challenges ahead. Cell Death Differ 2021; 28(2): 626-39.
[http://dx.doi.org/10.1038/s41418-020-00720-9] [PMID: 33479399]
Forman R, Shah S, Jeurissen P, Jit M, Mossialos E. COVID-19
vaccine challenges: What have we learned so far and what remains to
be done? Health Policy 2021; 125(5): 553-67.
[http://dx.doi.org/10.1016/j.healthpol.2021.03.013] [PMID: 33820678]
Chen W-H, Strych U, Hotez PJ, Bottazzi ME. Bottazzi ME. The
SARS-CoV-2 vaccine pipeline: An overview. Curr Trop Med Rep 1-4.
[http://dx.doi.org/10.1007/s40475-020-00201-6]

A Review Article on Vaccine Development

[113]

[114]

[115]

[116]

[117]

[118]

[119]

[120]

[121]

[122]

[123]

[124]

[125]

[126]

[127]

[128]

[129]

[130]

[131]

Jiang S, Bottazzi ME, Du L, et al. Roadmap to developing a
recombinant coronavirus S protein receptor-binding domain vaccine
for severe acute respiratory syndrome. Expert Rev Vaccines 2012;
11(12): 1405-13.
[http://dx.doi.org/10.1586/erv.12.126] [PMID: 23252385]
Thanh Le T, Andreadakis Z, Kumar A, et al. The COVID-19 vaccine
development landscape. Nat Rev Drug Discov 2020; 19(5): 305-6.
[http://dx.doi.org/10.1038/d41573-020-00073-5] [PMID: 32273591]
Chen W-H, Du L, Chag SM, et al. Yeast-expressed recombinant
protein of the receptor-binding domain in SARS-CoV spike protein
with deglycosylated forms as a SARS vaccine candidate. Hum Vaccin
Immunother 2014; 10(3): 648-58.
[http://dx.doi.org/10.4161/hv.27464] [PMID: 24355931]
Yang S, Li Y, Dai L, et al. Safety and immunogenicity of a
recombinant tandem-repeat dimeric RBD-based protein subunit
vaccine (ZF2001) against COVID-19 in adults: two randomised,
double-blind, placebo-controlled, phase 1 and 2 trials. The Lancet
Infectious Diseases 2021.
[http://dx.doi.org/10.1016/S1473-3099(21)00127-4]
Polack FP, Thomas SJ, Kitchin N, et al. Safety and efficacy of the
BNT162b2 mRNA COVID-19 vaccine. N Engl J Med 2020; 383(27):
2603-15.
[http://dx.doi.org/10.1056/NEJMoa2034577] [PMID: 33301246]
Bull JJ, Nuismer SL, Antia R. Recombinant vector vaccine evolution.
PLOS Comput Biol 2019; 15(7): e1006857.
[http://dx.doi.org/10.1371/journal.pcbi.1006857] [PMID: 31323032]
Rocha CD, Caetano BC, Machado AV, Bruna-Romero O.
Recombinant viruses as tools to induce protective cellular immunity
against infectious diseases. Int Microbiol 2004; 7(2): 83-94.
[PMID: 15248156]
Coronavirus O. Oxford Coronavirus (COVID-19) Vaccine Latest
Update: Oxford-AstraZeneca shot shows progress: What does this
mean
in
fight
to
find
COVID-19
vaccine
2020.https://indianexpress.com/article/explained/oxford-astrazeneca-s
hot-shows-progress-what-does-this-mean-in-fight-to-find-COVID-19vaccine-6515316/
Long B, Bridwell R, Gottlieb M. Thrombosis with thrombocytopenia
syndrome associated with COVID-19 vaccines. Am J Emerg Med
2021; 49: 58-61.
[http://dx.doi.org/10.1016/j.ajem.2021.05.054] [PMID: 34062319]
See I, Su JR, Lale A, et al. US case reports of cerebral venous sinus
thrombosis with thrombocytopenia after Ad26.COV2.S vaccination,
March 2 to April 21, 2021. JAMA 2021; 325(24): 2448-56.
[http://dx.doi.org/10.1001/jama.2021.7517] [PMID: 33929487]
Greinacher A, Thiele T, Warkentin TE, Weisser K, Kyrle PA,
Eichinger S. Thrombotic thrombocytopenia after ChAdOx1 nCov-19
vaccination. N Engl J Med 2021; 384(22): 2092-101.
[http://dx.doi.org/10.1056/NEJMoa2104840] [PMID: 33835769]
Kumar VM, Pandi-Perumal SR, Trakht I, Thyagarajan SP. Strategy for
COVID-19 vaccination in India: The country with the second highest
population and number of cases. npj. Vaccines (Basel) 2021; 6(1): 60.
[http://dx.doi.org/10.1038/s41541-021-00327-2] [PMID: 33477363]
Walls AC, Park Y-J, Tortorici MA, Wall A, McGuire AT, Veesler D.
Structure, function, and antigenicity of the SARS-CoV-2 spike
glycoprotein. Cell 2020; 181(2): 281-292.e6.
[http://dx.doi.org/10.1016/j.cell.2020.02.058] [PMID: 32155444]
Zhang L, Lin D, Sun X, et al. Crystal structure of SARS-CoV-2 main
protease provides a basis for design of improved α-ketoamide
inhibitors. Science 2020; 368(6489): 409-12.
[http://dx.doi.org/10.1126/science.abb3405] [PMID: 32198291]
Karim SSA. Vaccines and SARS-CoV-2 variants: The urgent need for
a correlate of protection. Lancet 2021; 397(10281): 1263-4.
[http://dx.doi.org/10.1016/S0140-6736(21)00468-2]
[PMID:
33765410]
Teijaro JR, Farber DL. COVID-19 vaccines: Modes of immune
activation and future challenges. Nat Rev Immunol 2021; 21(4):
195-7.
[http://dx.doi.org/10.1038/s41577-021-00526-x] [PMID: 33674759]
Lurie N, Saville M, Hatchett R, Halton J. Developing COVID-19
vaccines at pandemic speed. N Engl J Med 2020; 382(21): 1969-73.
[http://dx.doi.org/10.1056/NEJMp2005630] [PMID: 32227757]
Abbott TR, Dhamdhere G, Liu Y, et al. Development of CRISPR as an
antiviral strategy to combat SARS-CoV-2 and influenza. Cell 2020;
181(4): 865-876.e12.
[http://dx.doi.org/10.1016/j.cell.2020.04.020] [PMID: 32353252]
A COVID-19 diagnostic that uses CRISPR gets a nod from the FDA
Available
from:

The Open COVID Journal, 2021, Volume 1 137

[132]

[133]

[134]

[135]

[136]

[137]

[138]

[139]

[140]

[141]

[142]

[143]

[144]

[145]

[146]

[147]

[148]

https://cen.acs.org/analytical-chemistry/diagnostics/COVID-19-diagno
stic-uses-CRISPR/98/web/2020/05
Rao L, Xia S, Xu W, et al. Decoy nanoparticles protect against
COVID-19 by concurrently adsorbing viruses and inflammatory
cytokines. Proc Natl Acad Sci USA 2020; 117(44): 27141-7.
[http://dx.doi.org/10.1073/pnas.2014352117] [PMID: 33024017]
Huang X, Li M, Xu Y, et al. Novel gold nanorod-based hr1 peptide
inhibitor for middle east respiratory syndrome coronavirus. ACS Appl
Mater Interfaces 2019; 11(22): 19799-807.
[http://dx.doi.org/10.1021/acsami.9b04240] [PMID: 31099550]
Osminkina LA, Timoshenko VY, Shilovsky IP, et al. Porous silicon
nanoparticles as scavengers of hazardous viruses. J Nanopart Res
2014; 16(6): 2430.
[http://dx.doi.org/10.1007/s11051-014-2430-2]
de Souza E Silva JM, Hanchuk TD, Santos MI, Kobarg J, Bajgelman
MC, Cardoso MB. Viral inhibition mechanism mediated by surfacemodified silica nanoparticles. ACS Appl Mater Interfaces 2016; 8(26):
16564-72.
[http://dx.doi.org/10.1021/acsami.6b03342] [PMID: 27284685]
Li Y, Lin Z, Gong G, et al. Inhibition of H1N1 influenza virus-induced
apoptosis by selenium nanoparticles functionalized with arbidol
through ROS-mediated signaling pathways. J Mater Chem B Mater
Biol Med 2019; 7(27): 4252-62.
[http://dx.doi.org/10.1039/C9TB00531E]
Phase 2 trial shows INO-4800 SARS-CoV-2 DNA vaccine safe and
tolerable
in
adults.
Available
from:
https://www.news-medical.net/news/20210516/Phase-2-trial-shows-IN
O-4800-SARS-CoV-2-DNA-vaccine-safe-and-tolerable-in-adults.aspx
Mammen MP, Tebas P, Agnes J, et al. Safety and immunogenicity of
INO-4800 DNA vaccine against SARS-CoV-2: A preliminary report
of a randomized, blinded, placebo-controlled, phase 2 clinical trial in
adults at high risk of viral exposure. infectious diseases (except. HIV
AIDS (Auckl) 2021.
[http://dx.doi.org/10.1101/2021.05.07.21256652]
Baden LR, El Sahly HM, Essink B, et al. Efficacy and safety of the
mRNA-1273 SARS-CoV-2 Vaccine. N Engl J Med 2021; 384(5):
403-16.
[http://dx.doi.org/10.1056/NEJMoa2035389] [PMID: 33378609]
Kadali RAK, Janagama R, Peruru S, et al. Non-life-threatening
adverse effects with COVID-19 mRNA-1273 vaccine: A randomized,
cross-sectional study on healthcare workers with detailed self-reported
symptoms. J Med Virol 2021; 93(7): 4420-9.
[http://dx.doi.org/10.1002/jmv.26996] [PMID: 33822361]
Emary KRW, Golubchik T, Aley PK, et al. Efficacy of ChAdOx1
nCoV-19 (AZD1222) vaccine against SARS-CoV-2 variant of concern
202012/01 (B.1.1.7): An exploratory analysis of a randomised
controlled trial. Lancet 2021; 397(10282): 1351-62.
[http://dx.doi.org/10.1016/S0140-6736(21)00628-0]
[PMID:
33798499]
Common and Rare Side Effects for COVID-19 vaccine, AZD-1222
(AstraZeneca)
(PF)
intramuscular.
Available
from:
https://www.webmd.com/drugs/2/drug-180521/COVID-19-vaccine-az
d-1222-astrazeneca-pf-intramuscular/details/list-sideeffects
Coronavirus vaccines: China’s CanSino distances itself from blood
clot
fears
Available
from:
https://www.scmp.com/news/china/science/article/3129553/COVID-1
9-vaccines-chinas-cansino-distances-itself-blood-clot
Jones I, Roy P. Sputnik V COVID-19 vaccine candidate appears safe
and effective. Lancet 2021; 397(10275): 642-3.
[http://dx.doi.org/10.1016/S0140-6736(21)00191-4]
[PMID:
33545098]
Sputnik V vaccine- uses, side effects, and how it works. Available
from:
https://www.sehat.com/sputnik-v-vaccine-uses-side-effects-and-how-it
-works
Johnson & Johnson COVID-19 vaccine. Available from:
https://www.jnj.com/johnson-johnson-COVID-19-vaccine-authorizedby-u-s-fda-for-emergency-usefirst-single-shot-vaccine-in-fightagainst-global-pandemic
Sadoff J, Gray G, Vandebosch A, et al. Safety and efficacy of singledose Ad26.COV2.S vaccine against COVID-19. N Engl J Med 2021;
384(23): 2187-201.
[http://dx.doi.org/10.1056/NEJMoa2101544] [PMID: 33882225]
Zhang Y, Zeng G, Pan H, et al. Safety, tolerability, and
immunogenicity of an inactivated SARS-CoV-2 vaccine in healthy
adults aged 18-59 years: A randomised, double-blind, placebocontrolled, phase 1/2 clinical trial. Lancet Infect Dis 2021; 21(2):

138 The Open COVID Journal, 2021, Volume 1

[149]

[150]

181-92.
[http://dx.doi.org/10.1016/S1473-3099(20)30843-4]
[PMID:
33217362]
COVI-VAC COVID-19 Vaccine — Precision Vaccinations. Available
from:
https://www.precisionvaccinations.com/vaccines/covi-vac-COVID-19vaccine
Kaur SP, Gupta V. COVID-19 Vaccine: A comprehensive status
report. In: Virus Research. 2020.
[http://dx.doi.org/10.1016/j.virusres.2020.198114]

Yadav et al.

[151]

[152]

[153]

NVX-CoV2373 (SARS-CoV-2 vaccine) fda approval status Drugs.com.
Available
from:
https://www.drugs.com/history/NVX-CoV2373.html
NVX-CoV2373 (SARS-CoV-2 vaccine) FDA approval status Drugs.com.
Available
from:
https://www.drugs.com/history/NVX-CoV2373.html
Hartenian E, Nandakumar D, Lari A, Ly M, Tucker JM, Glaunsinger
BA. The molecular virology of coronaviruses. J Biol Chem 2020;
295(37): 12910-34.
[http://dx.doi.org/10.1074/jbc.REV120.013930] [PMID: 32661197]

© 2021 Yadav et al.
This is an open access article distributed under the terms of the Creative Commons Attribution 4.0 International Public License (CC-BY 4.0), a copy of which is
available at: https://creativecommons.org/licenses/by/4.0/legalcode. This license permits unrestricted use, distribution, and reproduction in any medium, provided the
original author and source are credited.

