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Figure 1. Patient outcomes by phase

During the early phase of COVID-19 pandemic, optimal
therapeutic approach was unclear

Some experimental COVID-19 therapeutics were FDA
approved for other indications

* These were on existing hospital formularies

The UPMC hospital system organized a multi-disciplinary
treatment team of physicians and pharmacists to:

System approach:

Prospective review of all patients on HCQ across 24 hospitals

Daily evaluation for appropriateness, dosing, drug-drug
interactions, indication, duration based on treatment
guidelines (Phase 1)

Daily evaluation for appropriateness based on enroliment in
RCT or ineligibility (Phase 2)

100%
90%
80%
70%
60%
50%
40%

94% 97%

46% 45%

Hospital mortality in this study was 25%

Receipt of HCQ, adherence to system guidelines, and
phase of epidemic were not associated with increased
risk of death univariate analysis

Multivariate logistic regression analysis identified four
independent risk factors death (Table 2).
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30% Table 2. Independent risk factors for mortality
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* HCQuse was up to provider discretion but limited to
inpatients for 5 days without combination therapy

Primary Outcome: Adherence rate to system guidelines for use
of HCQ for Phase 1 and Phase 2

Secondary Outcomes:

* Inalarge healthcare system, a multi-disciplinary
treatment team created treatment guideline during a
rapidly-evolving landscape of new data, experimental

* Azithromycin/HCQ combination therapy (67%)
* Incorrect dose/setting for HCQ (33%)
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Other non-recommended therapies (33%) * Adherence to treatment guidelines was high during

both phases studied
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