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Dear Editor, 

About 300 million people worldwide are affected by rheumatic diseases and over 5 and a half million 

men and women affected by rheumatological diseases are present in Italy. These are chronic diseases 

and therefore require treatments and diagnostic tests for long periods of time. The needs of these 

patients must be met even in these difficult months marked by the COVID-19 pandemic. The gua-

rantee of continuity of treatment is important and increasingly dangerous is the lack of many drugs. 

This deficiency is due to the fact that many antimalarial and anti-inflammatory drugs have entered 

the protocols for the treatment of people with SARS-CoV-2. Without taking these medicines, which 

for years have also been used in rheumatology, there is a risk of reactivating serious diseases such as 

rheumatoid arthritis, ankylosing spondylitis or systemic lupus erythematosus in people who have 

been under chronic treatment for years. 

In addition, there is also another problem: antirheumatic drugs are often associated with viral and 

bacteriological infectious events that cause high inflammatory states and for this, people treated for 

arthritis, would have an increased risk of contracting the virus. But once the infection is contracted, 

the immune and anti-inflammatory response mechanisms are activated which serve to eradicate the 

virus, but are so intense that they become pathological, inducing not only bilateral interstitial pneu-

monia, but also damage to other areas of the body, as emerges from the autopsies of patients who 

died for COVID-19. For this reason, immunosuppressive or potent anti-inflammatory drugs are used 

that have given important results in other pathologies, so it was not difficult to predict that some drugs 

used in rheumatology could commonly also be used for COVID-19 and are currently being tested. 

There are two categories: i) drugs that can inhibit viral replication (e.g. chloroquine, hydroxychloro-

quine); ii) drugs capable of repressing the inflammatory cytokine storm (still chloroquine and 

hydroxychloroquine, colchicine and the range of biotechnological drugs- tocilizumab, IL-6 inhibitors, 

anti-IL1 and anti-TNFalpha - and small molecules (e.g. baricitinib). 
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At the moment there is no scientific evidence showing a higher risk of coronavirus infection in the 

case of a rheumatological disease, therefore treatment should not be avoided for fear of possible in-

fections. The administration of immunosuppressant drugs should only be stopped if flu-like symp-

toms such as fever or cough occur. This is a normal medical practice which must be performed inde-

pendently of COVID-19. As for the start of new immunosuppressive or biological drug therapies, in 

this critical period for the health system, the choice is up to the rheumatologist. It is preferable to start 

these treatments, which present an infectious risk, only in cases of certain pathologies that can have 

strongly negative effects on health or cause damage to vital organs. 

The due reflection is that antirheumatic drugs risk being a paradox: on the one hand they treat people 

infected with COVID-19 but on the other they put at risk the uninfected making the rheumatic popu-

lation more vulnerable to the virus with the risk of infecting more people than they are saved with the 

same drugs.1-15 Hence the doubt: if antirheumatic drugs demonstrate efficacy against COVID-19 it is 

better to suspend them in rheumatic people and use those in the COVID-19 population (with the risk 

of reactivating rheumatic diseases) or we continue to treat people with arthritis exposing them to the 

risk of virus and fueling the ongoing pandemic? 
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