Hydroxychloroquine: an urgent quality use of medicines issue

e There is no strong evidence to support the use of hydroxychloroquine for the treatment of mild
to moderate infection with SARS-CoV-2 (COVID-19).

e Thereis no published evidence that the duration or severity of symptoms of mild infection with
COVID-19 is reduced with hydroxychloroquine

e There is no evidence that prophylaxis with hydroxychloroquine reduces the risk of infection
with SARS-CoV-2

The evidence: To date, the evidence for hydroxychloroquine in COVID-19 is based on in vitro data
suggesting antiviral activity against SARS-CoV-2,* with very limited evidence from a small
uncontrolled study of 36 hospitalised patients with COVID-19 in France.? There is no evidence for
hydroxychloroquine in the management of mild or moderate COVID-19, nor for pre or post
prophylaxis of COVID-19. The use of hydroxychloroquine should ideally be limited to the
management of hospitalised patients with proven severe bilateral interstitial pneumonia due to
COVID-19, in the setting of clinical trials with or without concurrent antiviral medication.

The role in clinical practice: The potential role of hydroxychloroquine in the management of
COVID-19 has gained much attention. Coinciding with this, there is increasing concern that
hydroxychloroquine is being prescribed by many sectors of the medical profession, dentists and
non-medical prescribers. This is resulting in a critical shortage of hydroxychloroquine for the
treatment of patients with rheumatological conditions and limiting access for patients hospitalised
with severe COVID-19. This is particularly true for patients with systemic lupus erythematosus (SLE)
who are at increased risk of flares if hydroxychloroquine is discontinued.3

Hydroxychloroquine has important safety considerations, including cardiac (potential to
significantly prolong the QTc interval), skin, ocular and haematological toxicity.

In summary: General practitioners are urged not to prescribe hydroxychloroquine for the
management or prophylaxis of COVID-19. Doing so at present is not based on quality evidence of
efficacy, puts patients at risk of serious adverse effects, places pressure on community pharmacists,
and risks the supply of hydroxychloroquine for patients with proven need for the drug.
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