
Journal Pre-proof

Compassionate remdesivir treatment of severe Covid-19 pneumonia in
intensive care unit (ICU) and Non-ICU patients: Clinical outcome and
differences in post treatment hospitalisation status

Spinello Antinori, Maria Vittoria Cossu, Anna Lisa Ridolfo, Roberto
Rech, Cecilia Bonazzetti, Gabriele Pagani, Guido Gubertini,
Massimo Coen, Carlo Magni, Antonio Castelli, Beatrice Borghi,
Riccardo Colombo, Riccardo Giorgi, Elena Angeli, Davide Mileto,
Laura Milazzo, Stefania Vimercati, Martina Pellicciotta, Mario
Corbellino, Alessandro Torre, Stefano Rusconi, Letizia Oreni, Maria
Rita Gismondo, Andrea Giacomelli, Luca Meroni, Giuliano
Rizzardini, Massimo Galli

PII: S1043-6618(20)31207-X

DOI: https://doi.org/10.1016/j.phrs.2020.104899

Reference: YPHRS 104899

To appear in: Pharmacological Research

Received Date: 3 May 2020

Revised Date: 3 May 2020

Accepted Date: 4 May 2020

Please cite this article as: Antinori S, Cossu MV, Ridolfo AL, Rech R, Bonazzetti C, Pagani G,
Gubertini G, Coen M, Magni C, Castelli A, Borghi B, Colombo R, Giorgi R, Angeli E, Mileto D,
Milazzo L, Vimercati S, Pellicciotta M, Corbellino M, Torre A, Rusconi S, Oreni L, Gismondo
MR, Giacomelli A, Meroni L, Rizzardini G, Galli M, Compassionate remdesivir treatment of
severe Covid-19 pneumonia in intensive care unit (ICU) and Non-ICU patients: Clinical
outcome and differences in post treatment hospitalisation status, Pharmacological Research
(2020), doi: https://doi.org/10.1016/j.phrs.2020.104899

https://doi.org/10.1016/j.phrs.2020.104899
https://doi.org/10.1016/j.phrs.2020.104899


This is a PDF file of an article that has undergone enhancements after acceptance, such as
the addition of a cover page and metadata, and formatting for readability, but it is not yet the
definitive version of record. This version will undergo additional copyediting, typesetting and
review before it is published in its final form, but we are providing this version to give early
visibility of the article. Please note that, during the production process, errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal
pertain.

© 2020 Published by Elsevier.



 1 

Manuscript #YPHRS-D-20-00645R1 

COMPASSIONATE REMDESIVIR TREATMENT OF SEVERE COVID-19 PNEUMONIA 

IN INTENSIVE CARE UNIT (ICU) AND NON-ICU PATIENTS: CLINICAL OUTCOME 

AND DIFFERENCES IN POST_TREATMENT HOSPITALISATION STATUS 

Running head: Remdesivir use in COVID-19 patients. 

 

Spinello Antinori1,2*, Maria Vittoria Cossu2*, Anna Lisa Ridolfo2*, Roberto Rech3, Cecilia 

Bonazzetti1, Gabriele Pagani1, Guido Gubertini2, Massimo Coen2, Carlo Magni2, Antonio Castelli3, 

Beatrice Borghi3, Riccardo Colombo3, Riccardo Giorgi2, Elena Angeli2, Davide Mileto4, Laura 

Milazzo2, Stefania Vimercati5, Martina Pellicciotta2, Mario Corbellino2, Alessandro Torre2, Stefano 

Rusconi1,2, Letizia Oreni2, Maria Rita Gismondo4, Andrea Giacomelli1,2, Luca Meroni2, Giuliano 

Rizzardini2, Massimo Galli1,2. 

 

1Luigi Sacco Department of Biomedical and Clinical Sciences, University of Milan, Italy;  

2Department of Infectious Diseases, ASST Fatebenefratelli-Sacco, Milan, Italy. 

3Intensive Care Unit, ASST Fatebenefratelli-Sacco, Milan, Italy. 

4Diagnostic Services, Clinical Microbiology, Virology and Bioemergence Diagnostics, ASST 

Fatebenefratelli-Sacco, Milan, Italy 

 

*These authors  contributed equally to this article. 

 

Correspondence to:  

Prof. Spinello Antinori, 

Luigi Sacco Department of Biomedical and Clinical Sciences, 

Università degli Studi di Milano 

Via GB Grassi 74, 

Jo
ur

na
l P

re
-p

ro
of



 2 

20157 Milano,  

Italy 

Tel. +390250319765; Fax: +390250319758; ORCID ID: 0000-0003-0569-9407 

 

Graphical abstract 

 

 

 

 

 

 

 

 

 

 

 

 

 

Jo
ur

na
l P

re
-p

ro
of



 3 

ABSTRACT 

 

SARS-CoV-2 is causing an increasing number of deaths worldwide because no effective treatment is 

currently available. Remdesivir has shown in vitro activity against coronaviruses and is a possible 

antiviral treatment for SARS-CoV-2  infection . 

This prospective (compassionate), open-label study of remdesivir, which was conducted at  Luigi 

Sacco Hospital, Milan, Italy, between  February 23 and March 20, 2020, involved patients with 

SARS-CoV-2  pneumonia aged ≥18 years undergoing mechanical ventilation or with an oxygen 

saturation level of ≤94% in air or a National Early Warning Score 2 of 4. The  primary outcome was 

the change in clinical status based on a 7-category ordinal scale (1 = not hospitalised, resuming normal 

daily activities; 7 = deceased).  

The 35 patients enrolled from February 23 to March 20, 2020, included 18 in intensive care unit 

(ICU), and 17 in our infectious diseases ward (IDW). The 10-day course of remdesivir was completed 

by 22 patients (63%) and discontinued by 13, of whom eight (22.8%) discontinued because of adverse 

events. The median follow-up was 39 days (IQR 25-44). At day 28, 14 (82.3%) patients from IDW 

were discharged, two were still hospitalized and one died (5.9%), whereas in ICU 6 (33.3%) were 

discharged, 8 (44.4%) patients died, three (16.7%) were still mechanically ventilated and one (5.6%) 

was improved but still hospitalized. Hypertransaminasemia and acute kidney injury were the most 

frequent severe adverse events observed (42.8% and 22.8% of the cases, respectively). 

Our data suggest that remdesivir can benefit patients with SARS-CoV-2  pneumonia hospitalised 

outside ICU where clinical outcome was better and adverse events are less frequently observed. 

Ongoing randomised controlled trials will clarify its real efficacy and safety, who to treat, and when. 

Key words: Remdesivir; COVID-19; SARS-Cov2. 
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1. INTRODUCTION 

Since the first reported outbreak in Wuhan, China, in December 2019, the world has witnessed the 

pandemic spread of the newly identified Betacoronavirus SARS-CoV-2 (severe acute respiratory 

syndrome coronavirus 2) that is responsible for coronavirus disease-19 (COVID-19) [1-3].  After a 

few sporadic cases in nine European countries, Italy became one of the western countries with the 

highest number of diagnosed cases (203,591 as of 29 April 2020), with the greatest outbreak occurring 

in the region of Lombardy (75.134 cases) [4,5]. 

SARS-CoV-2 spreads from human to human transmission by means of respiratory droplets or direct 

contact, and has a median incubation period of 5.1 days and a basic reproduction number of 2.24-

3.58 [6,7]. The clinical spectrum of COVID-19 ranges from mild disease (i.e. the absence of 

pneumonia or mild pneumonia) in about 80% of cases to life-threatening pneumonia in the form of 

acute respiratory disease syndrome (ARDS) requiring intensive care in 6% [8-11]. The case fatality 

rate (CFR) seems to vary and reported estimates range from 1% to 7%, but this should be more 

precisely known once surveillance studies have clarified the number of infected subjects [12-13].  

Given the severity and expected high CFR of the pneumonia caused by SARS-CoV-2, it is imperative 

to find an effective drug treatment because supportive care and oxygen supplementation is not always 

enough. Remdesivir, a nucleoside pro-drug that is thought to act by inhibiting viral RNA 

transcription, has shown in vitro antiviral activity against bat coronavirus and SARS-CoV-2, and has 

been safely used in one patient with  SARS-CoV-2  pneumonia in the USA [14-17].  

This study evolved in the context of the emergency caused by the large outbreak of COVID-19 in 

Lombardy, Italy, that started on 20 February 2020. On 21 February, the pharmaceutical company 

Gilead Sciences agreed to a request for the donation of remdesivir for compassionate use in individual 

patients seriously affected by SARS-CoV-2 pneumonia and hospitalised at Luigi Sacco Hospital, 

Milan, Italy. A report containing the clinical information and laboratory test results of each eligible 

patient requiring oxygen supplementation was sent to Gilead for approval. Enrolment in the 

programme ended on March 20, 2020 as it was planned to start a randomised, controlled, double- 
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blind clinical trial aimed at evaluating the efficacy and safety of remdesivir in hospitalised patients 

with mild to moderate COVID-19 respiratory disease [18].  Pending  the results of this trial, we report 

the outcomes of 35 patients who received compassionate remdesivir treatment during the first days 

of the Italian SARS-CoV-2 epidemic. 

 

2. PATIENTS AND METHODS 

2.1 Patients and treatment schedule 

Patients were eligible to receive remdesivir for compassionate use if they were a male or non-pregnant 

female aged >18 years, had SARS-CoV-2 infection confirmed by a positive reverse-transcriptase 

polymerase chain reaction (RT-PCR) test of a respiratory tract sample and pneumonia confirmed by 

a chest X-ray or computed tomography (CT) scan, and were mechanically ventilated or had an oxygen 

saturation (SaO2) level of <94% in room air or a National Early Warning Score (NEWS)2 of  4 [19]. 

Patients were excluded if their alanine or aspartate aminotransferase level was >5 times the upper 

limit of the normal range and creatinine clearance was <30 mL/min. 

Urgent approval for each eligible patient was obtained by our Ethics Committee and sent to Gilead 

together with the patient’s clinical history. Written informed consent was obtained from all of the 

patients except those who were undergoing invasive mechanical ventilation, for whom the principle 

of urgency was applied. 

The patients were prospectively enrolled in the remdesivir treatment programme between 23 February 

and March 20, 2020 (Fig. 1). The drug schedule was an intravenous  loading dose of 200 mg on day 

1, followed by an intravenous dose of 100 mg/day from day 2 to day 10. The patients could continue 

their existing treatments including hydroxychloroquine (HCQ), but had to discontinue  

lopinavir/ritonavir (LPV/r) in accordance with Gilead’s recommendations.  

The clinical and laboratory data of all of the patients who received at least one dose of remdesivir  

were collected on a daily basis from the date of enrolment to the date of discharge, death or censoring 

(20 April 2020). 
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In a subset of patients, a semi-quantitative RT-PCR test of a nasopharyngeal swab was carried 

out at baseline and during remdesivir treatment using an automated ELITe InGenius system 

and the GeneFinder COVID-19 Plus RealAmp Kit (ELITechGroup, France). The reaction mix was 

manually prepared in accordance with the manufacturer’s instructions, and loaded on to the system 

with other reagents, and RNA was extracted from 200 L of sample and eluted in 100 L; the final 

reaction volume consisted of 5 L of RNA plus 15 L of reagent mix. The RT-PCR profile was 50°C 

for 20 minutes, 95°C for five minutes plus 45 cycles at 95°C for 15 seconds and 58°C for 60 seconds 

in accordance with the manufacturer’s instructions. Three target genes, RNA-dependent RNA 

polymerase (RdRP), nucleocapsid protein (N) and envelope membrane protein (E) were 

simultaneously amplified and tested. Viral load was measured as the cycle threshold (Ct) value.   

2.2 Outcome measures 

The primary outcome was the change in the patients' hospitalisation status on the 10th  and 28th day 

of treatment. Hospitalisation status was assessed using a 7-category ordinal scale previously used 

in influenza studies [20], in which 1 = not hospitalised, capable of resuming normal activities; 2 = 

not hospitalised but unable to resume normal activities; 3 = hospitalised, not requiring oxygen 

supplementation; 4 = hospitalised and requiring oxygen therapy; 5 = hospitalised an requiring high-

flow nasal oxygen therapy, non-invasive mechanical ventilation, or both; 6 = intensive care unit (ICU) 

hospitalisation, requiring invasive mechanical ventilation or extra corporeal membrane oxygenation 

(ECMO), or both; 7 = deceased.  

The secondary outcome was safety, including adverse events leading to premature treatment 

discontinuation. Adverse events were classified using the National Cancer Institute Common 

Terminology Criteria for Adverse Events, version 4.0. 

2.3 Statistical analysis 

Continuous variables are expressed as median values and their interquartile range (IQR), and were 

compared using the non-parametric Mann-Whitney test; categorical variables are expressed as 
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absolute numbers and percentages, and were compared using Fisher’s exact test. Friedman’s test was 

used for paired samples. 

 

3. RESULTS 

Between 23 February and 20 March 2020, 50 consecutive patients (fully representative of all 

hospitalised COVID-19 patients in Italy) were evaluated for the compassionate use of remdesivir and 

48 were considered eligible for treatment. Thirteen patients did not start the drug for the reasons given 

in Figure 1. The remaining 35 received at least one dose and were evaluated for the outcomes of 

interest. Thirty-one of these patients had previously received LPV/r + HCQ for a median of five days, 

but all discontinued LPV/r upon enrolment.  

Eighteen patients started remdesivir in our ICU and seventeen in our Infectious Disease ward (IDW): 

most of ICU patients were undergoing invasive mechanical ventilation, and most of the IDW patients 

were undergoing high-flow oxygen therapy and/or non-invasive mechanical ventilation. 

Table 1 shows the main baseline characteristics of the ICU and IDW patients, who were prevalently 

males (77.8% and 70.6%) and had a median age of respectively 60.5 (IQR 49.25 – 63.75) and 64.0 

years (IQR 51.0 - 75.0). The median time from symptom onset to hospital admission was seven days 

in both groups, whereas the median time from hospital admission to the start of remdesivir treatment  

was shorter in the ICU than in the IDW patients (4 days, IQR 3.0 - 5.0 vs 5 days, IQR 4 -6). The 

median Charlson Co-morbidity Index was 2 in the ICU group and 2 in the IDW group, and  most 

frequent co-morbidity in both groups was hypertension (27.8% and 41.2%). The median NEWS2 

score was higher in the ICU than in the IDW patients  (6 vs 4), and they also had a higher median 

white blood cell count (7640/L vs 6580/L) and d-dimer level (5632.5 vs 1306), a lower absolute 

lymphocyte count (625/L vs 890/L), and higher C-reactive protein (177 vs 106) and LDH levels 

(559 U/L vs 399 U/L).  
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Twenty-two (63%) completed the scheduled course of remdesivir, whereas thirteen (nine in ICU and 

four IDW patients) had the  treatment discontinued after a median of five doses (IQR 4-6) because of 

toxicities (n=8, 22.8%), death (n=4, 11.4%) and early discharge (n=1, 2.9%). 

3.1 Primary outcomes  

As shown in Figure 1, by day 10 of rendesivir treatment, four (22.2%) of the ICU patients showed an 

improvement in their hospitalisation status (one was still hospitalized but not requiring supplemental 

oxygen and three had been weaned from invasive ventilation), ten (55.5%) were still undergoing 

invasive ventilation, and four (22.2%) had died; by the 28 day of follow-up, the hospitalisation status 

of 38.9% of the ICU patients had improved (six had been discharged, one had been weaned from 

invasive ventilation), 16.7% were still undergoing mechanical ventilation and the other 44.4 % had 

died.  

Among the IDW patients, the hospitalisation status of 6 (35.3%) had improved by day 10 of 

remdesivir treatment (one had been discharged, three no longer required oxygen supplementation, 

and, two were still hospitalized but no longer required high-flow therapy and/or non-invasive 

mechanical ventilation); but 10 still required high-flow therapy and/or non-invasive mechanical 

ventilation, and one had died. By day 28 of follow-up, hospitalisation status had improved in 88.2% 

of the IDW patients (14 had been discharged, one no longer required oxygen supplementation) but 

one still required high-flow therapy and/or non-invasive mechanical ventilation.  

3.2 Other clinical examinations and laboratory tests 

The NEWS2 and laboratory test results of fourteen ICU and 15 IDW patients could be  assessed on 

day 10 of remdesivir treatment. There were no statistically significant changes from baseline in 

NEWS2 in either group, but the IDW patients (although not the ICU patients) showed a statistically 

significant improvement in  FiO2 values  (p=0.046). Moreover, there was a statistically significant 

increase in lymphocyte counts in both the ICU and IDW groups (P=<0.001 and P=0.001), and a 

statistically significant decrease in C-reactive protein levels  (P=0.002 and P<0.001). 
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Twenty-one of the 35 enrolled patients (seven ICU and fourteen IDW patients) were tested for SARS-

CoV-2 viral load on a nasopharyngeal swab at baseline and during treatment. The overall median 

value at baseline was 25 Ct (27 in the ICU and 25 in the IDW patients), and 22 had a negative viral 

load a median of 12 days (IQR 9.25 – 16.75) after the start of remdesivir treatment.  

3.3 Safety  

Table 2 shows severe adverse events recorded during remdesivir treatment. The most frequent was 

hepatotoxicity, with  a grade 3-4   increase in transaminases levels observed in 42.8% of the patients. 

The most frequent adverse event leading to treatment discontinuation was acute kidney injury, which 

was observed in four patients, all in ICU, three of whom eventually died. Remdesevir was also 

discontinued in three patients showing a grade 3-4 increase in  transaminase levels, and in one patients 

who developed a serious maculo-papular rash.  

 

4. DISCUSSION 

The pandemic emergence of SARS-CoV-2 infection, which is characterised by progressively severe 

pneumonia and ARDS that leads to a high mortality rate among hospitalised patients, challenges the 

medical community to evaluate rapidly any possibly effective antiviral drug [21]. On the basis of in 

vitro studies of different coronaviruses (including SARS-CoV-2), it seems that a number of drugs 

may be candidate treatment options, including LPV/r, chloroquine, HCQ and remdesivir [14-16, 22-

25].  One randomised, controlled trial of LPV/r involving hospitalised patients with severe COVID-

19 has failed to demonstrate any clinical benefit [26].  

Remdesivir, a broad-spectrum antiviral drug used in the treatment of Ebola virus, has shown in vitro 

activity against SARS-Cov-2 [16], and various phase II and III randomised clinical trials of parenteral 

remdesivir involving patients with mild-to-moderate and severe COVID-19 are currently ongoing in 

Europe and the USA [18].  So far, two single case reports and a multinational compassionate treatment 

study have suggested a beneficial effect of remdesivir for  patients with  
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severe COVID-19 pneumonia [17, 27, 28]. Conversely, in a randomized, double-blind placebo-

controlled study conducted in China, remdesivir was not associated with statistically significant 

beneficial clinical outcome with severe COVID-19 pneumonia [29]. This later study, however, has 

been stopped earlier due to the reduction of the number of COVID-19 cases in China and it was 

therefore underpowered to provide conclusive information. 

We report, our experience of remdesivir compassionate use in 35 patients treated at Luigi Sacco 

Hospital in Milan, Italy, between 23 February and 20 March 2020, of whom 63% completed the 10-

day course, and 37% discontinued it prematurely because of adverse events. The hospitalisation status 

of 88.2% of our IDW patients improved by the day 28 from starting remdesivir treatment, the majority 

of whom had been discharged to resume their normal activities; however, there was a 44.4% case 

fatality rate among the patients who started the treatment in our ICU. Given that the clinical condition 

of only one of our IDW patients worsened, it is possible  that  remdesivir  may be more efficacious 

in patients who present  early in a non-critical condition. As has been shown in a previous study of 

the use of neuraminidase inhibitors against influenza [30], a delay in beginning antiviral treatment can 

be crucial when evaluating the efficacy of drugs against an acute respiratory infection.  

Interestingly, we were able to measure SARS-CoV-2 viral load in nasopharyngeal swabs of 21 of our 

patients at baseline and during remdesivir treatment, and the RT-PCR showed that all of these patients 

became negative a median of 12 days after the start of treatment. This is in line with with the rapid 

decline in viral load observed in a single patient treated with remdesivir in the USA [17],  and these 

may cautiously considered a positive virological response, given that a study conducted in Wuhan 

showed that the median duration of viral shedding among patients surviving SARS-CoV-2 infection 

was 20 days [9].  

One-third of the patients enrolled in our study were unable to complete the scheduled 10-day course 

of remdesivir because of AEs. The most frequent severe AE was increase in liver enzymes, a finding 

in line with data of the multicenter compassionate study by Grein et al. [28]. Moreover, four of our 

patients who started remdesivir treatment in the  ICU developed AKI, and three of them eventually 
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died; however, it is difficult to say whether the AKI was caused by the infection itself, remdesivir, or 

any of the other administered medications. Since LPV/r was discontinued 24 hour before the 

administration of remdesivir we believe that the AEs were likely independent of that previous 

treatment although it cannot fully excluded. 

We acknowledge that our study has a number of limitations. First, given the context in which it 

originated, it was impossible to include  a control group so we cannot exclude the possibility that the 

patients whose hospitalisation status improved after remdesivir treatment may have improved  

regardless of any treatment. Secondly, most of our patients had previously received LPV/r + HQC 

and this may represent a confounding factor when analysing the efficacy of remdesivir. Finally,  we 

could not predefine a virological follow-up which limits our finding of a possible virological effect 

of remdesivir in inducing the clearance of viral RNA in the patients' respiratory samples.  

In conclusion, remdesivir treatment may have a beneficial effect on SARS CoV-2 pneumonia, 

especially in the case of non-critically ill patients. Our  decision to administer it for compassionate 

use was triggered by a state of emergency, but randomised controlled trials are now needed to 

determine the safety and efficacy of remdesivir and any other investigational agent in the treatment 

of patients with SARS CoV-2 infection. 
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FIGURE LEGENDS 

 

Figure 1.  Study flow chart  

 

Figure 2. Clinical outcomes based on the 7-category ordinal scale endpoints.  
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Table 1.  Baseline demographic and clinical characteristics of the patients 

Characteristic Total (n=35) ICU patients 

(n=18) 

IDW patients 

(n=17) 

 

Age (years), median (IQR) 63.0 (51.0-69.0) 60.5 (49.2-63.7) 64.0 (51.0-75.0)  

Males, n (%) 26 (74.3) 14 (77.8) 12 (70.6)  

Time from onset of symptoms to  

hospitalisation (days), median (IQR)  

 

7.0 (5.0-10.0) 

 

7.0 (6.0-10.0) 

 

7.0 (5.0-9.0) 

 

 

Median time from hospitalisation to  

start of remdesivir (days), median (IQR) 

 

4.0 (3.0-5.0) 

 

4.0 (3.0-5.0) 

 

5.0 (4.0-6.0) 

 

 

Charlson Comorbidity Index, median (IQR) 2.0 (1.0-3.0) 2.0 (1.0-2.0) 2.0 (1.0-3.0)  

Co-existing conditions, n (%) 

- Diabetes 

- Hypertension 

- Cancer 

- Obesity 

 

3 (8.6) 

12 (34.3) 

1  (2.9) 

3  (8.6) 

 

3 (16.7) 

5 (27.8) 

1 (5.6) 

2 (11.1) 

 

-                                                            

7 (41.2)                            

-                  

1 (5.9)                   

 

FiO2, median (IQR) 0.6 (0.50-0.80) 0.7 (0.52-0.80) 0.6 (0.40-0.60)  

PaO2/FiO2 ratio, median (IQR) 129.5 (110.2-161.0) 133.0 (115-171) 124 (106.7-139.5)  

NEWS2, median (IQR) 5.5 (4.0-6.7) 6.0 (5.0-87) 4.0 (3.0-6.0)  

Body temperature (°C), median (IQR) 37.0 (36.0-37.9) 37.0 (36.0-37.6) 37.0 (36.0-38.5)  

WBC (109/L), median (IQR)  7.2 (5.9-9.1) 7.6 (6.5-9.5) 6.6 (5.8-7.7)  

Lymphocytes (109/L), median (IQR) 0.67 (0.5-1.2) 0.62 (0.45-0.98) 0.89 (0.57-1.18)  

Platelets (109/L), median (IQR) 249 (194.0-316.0) 252 (216.0-303.0) 249(191.0-313.0)  

Prothrombin (INR), median (IQR) 1.40 (1.19-1.54) 1.40 (1.21-1.55) 1.38 (1.19-1.53)  

D-dimer (g/L), median (IQR) 4011 (1406-14400) 5632 (2509-12977) 1306 (646-13992)  

Alanine aminotransferase (U/L), median (IQR)  43 (20.0-57.5) 48.5 (18.7-62.7) 34.0 (20-50)  

Lactate dehydrogenase (U/L), median (IQR) 492 (364-587) 559 (445-672) 399 (352-475)  

C-reactive protein (mg/L), median (IQR) 106.0 (54.5-262) 177.0 (57-311) 106 (55-185)  

Serum creatinine (mg/dL), median (IQR)  1.01 (0.68-1.24) 0.95 (0.64-1.48) 1.01 (0.82-1.16)  

ICU, intesive care unit; IDW, infectious diseases ward; IQR, interquartile; FiO2, fraction of inspired oxygen; PaO2, partial pressure of oxygen, NEWS2, 

National Early Warning Score 2; WBC, white blood cells. 
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Table 2. Severe adverse events (AEs) in patients with SARS-CoV-2 pneumonia receiving remdesivir 

 

 

 

Event 

Total 

n=35 

ICU 

n=18 

IDW 

n=17 

Reported grade 2-3 AEs    

Hypertransaminasemia 

 

15  (42.8%) 8 (44.4%) 7 (41.2%) 

Increased total bilirubin levels 7  (20.0%) 2 (11.1%) 5 (29.4%) 

Acute kidney injury 8 (22.8%) 7 (38.8%) 1 (5.9%) 

Rash 2 (5.7 %) - 2 (11.8%) 

Any AE leading to treatment discontinuation 8 (22.8 % ) 6 (33.3%) 2 (11.7%) 
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