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Efficacy and safety of antiviral drugs for treatment of the coronavirus ZScore Sample size = 6613 %“;s Sample size = 16681

disease 2019 (COVID-19) remain unclear. One of the approved antiviral
drugs, molnupiravir is a nucleoside analogue, which inhibits viral
replication of the coronavirus strain that causes COVID-19, the severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2) by introducing
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drug in humans has been conflicting, raising questions about its approval g _ Futility area \ Fufility area \
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molnupiravir regimen (800mg twice daily over 5 days) for treatment of
non-hospitalised adults with mild/moderately severe COVID-19.
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We systematically searched and included randomised controlled

trials (RCTs) of molnupiravir for treatment of laboratory-confirmed Figure 2: TSA for all-cause mortality Figure 5: TSA for serious adverse events
mild/moderately severe COVID-19 (PROSPERO registration: -
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Nine RCTs (30,971 persons) made the eligibility for inclusion. Most of the | 8
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trials (78%) were of a low risk of bias. There was little evidence to suggest
more viral clearance for molnupiravir compared with no treatment/

placebo (RR 1.08 [1.01 - 1.16], I? 40.8%, 5 RCTs, 1,785 persons; moderate Figure 3: TSA for adverse events Conclusions _
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RCTs, 27,445 persons; high quality evidence), and was not associated
with significantly more adverse (RR 1.02 [0.90 - 1.14], I 16.3%, 7 RCTs,
3,368 persons; moderate quality evidence) or serious adverse (RR 0.91
[0.71 - 1.16], I* 0%, 5 RCTs, 27,562 persons; high quality evidence)

hospitalisation or all-cause mortality although the evidence is limited
and more RCTs are needed for a stronger evidence base before firm
conclusions could be drawn.
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