
GUIDANCE REGARDING HOME-BASED MEDICATION MANAGEMENT FOR NON-SEVERE SARS-COV-2 INFECTION 

 

 

 

 

 

 

 

 

 

The validity of this guidance (14/03/2023) is re-assessed regularly. 

For the most recent version and the full scientific report see here. 

A summary of evidence is described on the following pages.  

 

Fluvoxamine Ivermectin**    Anti-androgens: Dutasteride/Proxalutamide**      Camostat**     Favipiravir**                    
** Not on the Belgian market 
          

 
 

Advice in favour (evidence-based benefit and acceptable safety profile) 

Symptomatic treatment with paracetamol (usual dosage) ; NSAID only if really required 
Prophylactic use of low molecular weight heparin (LMWH) for bedridden patients (recommended if thrombosis risk 

factors, to be considered if not) 

 

Remdesivir (Veklury®)    → ONLY for severely immunocompromised patients*                       *Definition on the next page 

→ Start ASAP and max within 7 days of onset COVID-19 symptoms 
→ IV administration (once per day, during three consecutive days) 

 
 

 

 
 
 

Inhaled Corticosteroïds  → To be considered on an individual basis for symptom relief in well-informed patients 

→ Safe to be continued if previous treatment for other pathology (e.g. asthma) 

Vitamin D        
Zinc    
    

 

To be limited to ongoing clinical trials 

Colchicine  Azithromycin  Chloroquine & Hydroxychloroquine  Lopinavir/Ritonavir      
        
 

Advice against (no evidence-based benefits and possible or demonstrated disadvantages) 

Oral Corticosteroids → ONLY for patients requiring additional O2 (severe COVID-19)  

Interleukin-1 inhibitors or Interleukin-6 inhibitors  
Janus kinase inhibitors  

Out of scope because ONLY for hospitalised patients or patients requiring O2 (severe COVID-19) 

Nirmatrelvir/Ritonavir       → ONLY for severely immunocompromised patients*                    *Definition on the next page 

(Paxlovid®)     → WITHOUT contra-indication (e.g. drug interactions) 
→ Start ASAP and max within 5 days of onset COVID-19 symptoms 

 

Molnupiravir (Lagevrio®)  
 

  
 
 

Weak advice in favour, for selected patients, in controlled ambulatory setting 

Weak advice in favour, for selected patients, requires in-hospital administration 

Insufficient evidence to formulate an advice for use as treatment for COVID-19 

Due to the current circulating variants, no longer recommended 

Tixagevimab/Cilgavimab (Evusheld®)                        
 
Sotrovimab (Xevudy®)     
        
 

https://kce.fgov.be/en/task-force-covid-therapeutics/guidance-documents-for-the-medication-management-of-covid-19


version and the full scientific report 

This guidance focuses on non-severe SARS-CoV-2 infection in adults 
 

This guidance is based on a rapid pragmatic review of evidence for each molecule followed by a consultation of experts (the Task 
Force Therapeutics Viral Diseases and a group of general practitioners) for completion, adaptation, and final approval. 

The results promote or discourage molecules on the basis of the best current evidence (i.e. randomised clinical trials) and 
clinically relevant patients' outcomes (e.g. symptoms’ duration, hospital admission, ICU admission, mortality). Each advice may 
be modified according to the evolution of the epidemic and in particular the type of variant circulating. 

Vaccination is out of the scope of this document.  

Definitions 

Non-severe infections = asymptomatic, mild, and moderate stages up to clinical signs of pneumonia but without signs of severe 
pneumonia. According to the WHO, severe infection is defined by clinical signs of pneumonia (fever, cough, dyspnea) plus one of 
the following: respiratory rate >30 breaths/minute; severe respiratory distress; or SpO2 <90% at room air. There is also a decision-
aid for the intensified home-based care for COVID-19 worrisome adult patients in the context of saturation of Belgian hospitals.  

Symptoms of COVID-19, based on the Sciensano definition of “possible case” (in Dutch or in French) =  

• at least one of major symptoms of acute onset, with no other obvious cause: cough; dyspnea; chest pain; acute anosmia or 
dysgeusia; 

• OR at least two of the following symptoms, with no other obvious cause: fever; muscle aches; fatigue; rhinitis; sore throat; 
headache; anorexia; watery diarrhea; acute confusion; sudden fall; 

• OR a worsening of chronic respiratory symptoms (COPD, asthma, chronic cough, etc.), with no other obvious cause. 

Severely immunocompromised patient = patient with at least one underlying feature or pathology: 

• Hematological malignancy;    

• Solid cancer actively treated with cytotoxic chemotherapy; 

• Transplantation of solid organ or hematopoietic stem cells; 

• B lymphocyte depleting therapies within one year (e.g. rituximab, ocrelizumab, alemtuzumab); 

• Primary immune deficiency;   

• HIV with CD4 <200/mm3 and/or detectable viral load; 

• Treatment with chimeric antigen receptor T lymphocytes (CAR-T cell therapy); 

• Immunosuppressive drugs: antiproliferative agents (azathioprine, cyclophosphamide, mycophenolate mofetil), calcineurin 
inhibitors (tacrolimus, cyclosporine, etc.), CTLA-4 agonists (abatacept), JAK inhibitors (baricitinib, ruloxitinib, tofacitinib, etc.); 

• Chronic treatment with high doses of corticosteroids (> 20mg prednisolone or equivalent per day) or methotrexate (> 20mg 
per week);  

• Haemodialysis and peritoneal dialysis. 

Patient at increased risk of severe COVID-19 = patient with at least one underlying feature or pathology: 

• Age > 60; 

• Active cancer; 

• Chronic kidney disease; 

• Chronic obstructive pulmonary disease (COPD) with abnormal spirometry; 

• Obesity (body mass index ≥30); 

• Severe heart disease (heart failure, symptomatic coronary artery disease or cardiomyopathy); 

• Type 1 and 2 diabetes mellitus; 

• Taking immunosuppressants; 

• Chronic liver failure, cirrhosis. 

Patient at highest risk of severe COVID-19 = severely immunocompromised or with accumulation of several risk factors 

 

  

https://www.who.int/publications/i/item/WHO-2019-nCoV-clinical-2021-2
https://kce.fgov.be/sites/default/files/atoms/files/Decision-aid-Worrisome%20patient-ENG_01062021.pdf
https://kce.fgov.be/sites/default/files/atoms/files/Decision-aid-Worrisome%20patient-ENG_01062021.pdf
https://covid-19.sciensano.be/nl/covid-19-gevalsdefinitie-en-testing
https://covid-19.sciensano.be/fr/covid-19-definition-de-cas-et-testing


 

Symptomatic treatment: Use of "symptomatic therapies" (i.e. against fever, pain, cough) should be considered according to the 
individual patient's complaints. 

Thromboprophylaxis: For bedridden patients, low molecular weight heparin (LMWH), e.g. enoxaparine in a dose of 50 IU anti-Xa/kg 
once daily for 2 weeks, is recommended for those with a risk of thrombosis and to be considered for those without thrombosis risk 
factors. For pregnant women, prophylactic anticoagulation is advised when COVID-19 causes high fever and immobilisation. For 
patients on anticoagulation, the treatment must be continued but renal function should be monitored during the illness. The 
algorithm developed by the Belgian Society on Thrombosis and Haemostasis is online.1  

 
 

 
Oral antivirals are being purchased by the government based on the advice of the Task Force Therapeutics Viral Diseases. For 
nirmatrelvir/ritonavir (Paxlovid®) and molnupiravir (Lagevrio®), the advice was to introduce these molecules in a controlled way 
(more details are available in Dutch and in French). The justification for this is because the clinical data so far were based on a 
non-vaccinated population with very few elderly patients, and infections were with a variant different from the current Omicron 
variant. 

Nirmatrelvir/ritonavir (Paxlovid®): Antiviral therapy. EMA approved2. Advice based on the EPIC-HR phase 3 trial investigating early 
therapy (≤5 days of symptom onset) with 300 mg (two 150 mg tablets) of nirmatrelvir and one 100 mg capsule of ritonavir, all taken 
together orally every 12 hours for 5 days vs placebo.3 Population: 2246 patients at risk of severe disease progression (main factor 
= obesity, average age approx. 45 years); no vaccination, no Omicron. Results: reduction of hospitalisations or death at day 28 from 
6.3% to 0.8%, therefore -5.6% (95%CI: -7.2%, -4.0%); Number Needed to Treat (NNT): 18 at-risk patients must be treated to avoid 
ONE hospitalisation or death (95%CI: 14 to 25). However, uncertainties on real efficacy remain (e.g. among vaccinated persons). 
Drug interactions are numerous and should be identified before administration (see for example the Leuven tool in Dutch and in 
French or the covid19-druginteractions.org4).  The EPIC-SR (similar methods as EPIC-HR) in vaccinated and unvaccinated outpatients 
without risk of severe COVID-19 is terminated (Enrollment ceased due to a very low rate of hospitalization or death observed in the 
standard-risk patient population). Results, only published in a press release, show a non-significant 51% relative risk reduction in 
hospitalization or death (treatment arm: 5/576; placebo: 10/569) and a nominally significant 62% decrease in COVID-19-related 
medical visits per day across all patients, relative to placebo (p=0.02). Another trial is completed but without results published yet 
: the EPIC-PEP in post-exposure prophylaxis for adult household contacts. Paxlovid® should not be used in children under 18 years 
of age. Current data are insufficient to make a statement on the safety of its use during pregnancy and breastfeeding. An update of 
the literature review is currently ongoing for this molecule and will be soon published. 
 

! In Belgium, a standard operating procedure describes (in Dutch and in French) how Nirmatrelvir+Ritonavir (Paxlovid®) can be 
used in outpatients. The patient's GP is responsible for: verifying that the patient contacted the treating specialist to prescribe and 
initiate treatment; ensuring that there are no contraindications (e.g. drug interactions); communicating with the treating specialist 
and arranging follow-up and monitoring side-effects once Paxlovid® is started.  
Paxlovid® is currently limited for the treatment of patients fulfilling all the following conditions: 

• Severely immunocompromised (see box Definitions); 

• Symptoms of COVID-19 since less than 5 days (see box Definitions); 

• Diagnosed as having COVID-19 by molecular (RT-PCR) or antigenic test (rapid Ag test or laboratory antigen test). 

 

 
 
Molnupiravir (Lagevrio®): Antiviral therapy. No EMA approval but EMA advice for early access;  On February 23rd 2023, the 
European Medicines Agency has recommended the refusal of the marketing authorisation for Lagevrio® for the treatment of COVID-
19 in adults. 
 

! In Belgium, molnupiravir (Lagevrio®) is not yet available for COVID-19 therapeutics.  

  

Advice in favour (evidence-based benefit and acceptable safety profile) 

 

Weak advice in favour, for selected patients, in a controlled ambulatory setting 

Unfavorable advice issued very recently  

https://covid-19.sciensano.be/sites/default/files/Covid19/COVID-19_Anticoagulation_Management.pdf
https://kce.fgov.be/en/task-force-therapeutics/what-is-the-task-force-therapeutics-for-viral-diseases
https://kce.fgov.be/nl/bijdragen-covid-19/task-force-covid-therapeutics
https://kce.fgov.be/fr/accueil/task-force-covid-therapeutics/task-force-covid-therapeutics
https://www.uzleuven.be/nl/media/e709fc8c-d9ea-4710-b1cc-87b91a64df94/Tabel%20geneesmiddeleninteracties%20met%20Paxlovid_11-2022_v2.pdf
https://www.uzleuven.be/nl/media/268506da-0e11-45c9-993a-a518790dd363/Tabel%20geneesmiddeleninteracties%20met%20Paxlovid_11-2022%20fr_v2.pdf
https://covid19-druginteractions.org/
https://www.pfizer.com/news/press-release/press-release-detail/pfizer-reports-additional-data-paxlovidtm-supporting
https://kce.fgov.be/nl/paxlovid-toegangsmogelijkheden
https://kce.fgov.be/fr/paxlovid-modalites-dacces
https://www.ema.europa.eu/en/medicines/human/summaries-opinion/lagevrio
https://www.ema.europa.eu/en/medicines/human/summaries-opinion/lagevrio


 

Remdesivir (Veklury®): Antiviral therapy. Advice based on one prematurely terminated (for administrative reason) PINETREE trial 
investigating early therapy (≤7 days with at least one ongoing symptom) with IV (200 mg day 1 & 100 mg days 2&3) remdesivir vs 
placebo.8 Population: 562 patients with at least one pre-existing risk factor for progression to severe Covid-19; no vaccination; no 
oxygen requirement at randomisation. Results: absolute risk reduction of COVID-19-related hospitalisation or all-cause mortality 
from 5.3% to 0.7%, therefore -4.6% (95%CI: -1.8% to -7.5%); NNT: 22 at-risk patients must be treated to avoid ONE hospitalisation 
or death (95%CI: 14 to 56). These results (moderate quality evidence) support the use of antiviral treatments very early on in the 
course of the disease. Current data are insufficient to make a statement on the safety of the use of remdesivir during pregnancy and 
breastfeeding. 
 

! In Belgium, remdesivir (Veklury®) is considered a treatment option only in exceptional circumstances. It is indicated for non-

hospitalised severely immunocompromised patients (see box Definitions). It should be administered IV, once daily, for 3 consecutive 
days.  

 

 

In the absence of clinical data regarding currently circulating Omicron subvariants, this advice is based on in vitro data showing 
very limited neutralization potency of monoclonal antibodies against these subvariants. 

In general, monoclonal antibodies should be used during pregnancy only if the potential benefit justifies the potential risk for 
the mother and the foetus, considering all associated health factors.(Interim clinical guidance) 

Tixagevimab/cilgavimab (Evusheld®): Two monoclonal antibodies. Approved by EMA for pre-exposure prophylaxis (March 2022) 
and for treatment (September 2022).  
Advice in favour of pre-exposure prophylaxis based on the PROVENT phase 3 trial.9 Single dose of 300mg of AZD7442 (an IM 
injection of tixagevimab 150mg/1.5ml in one buttock and an IM injection of cilgavimab 150mg/1.5ml on the opposite site) 
compared to placebo. Population: 5172 patients who were expected to have an inadequate response to SARS-Co-V2 vaccination. 
No vaccination, no Omicron. Results: 77% relative risk reduction for developing symptomatic COVID-19 compared to placebo (0.23% 
vs. 0.98%). NNT: 133 (95%CI: 81 to 388) based on a 0.75% absolute risk reduction (95%CI: 0.26% to 1.24%) at 6 months. According 
to the product information, the prophylactic dosage of Evusheld® is 150 mg of tixagevimab and 150 mg of cilgavimab (single 
administration of 2 intramuscular injections) at least 15 days after a SARS-CoV2 booster vaccination. In Belgium, prophylactic 
Evusheld is only for severely immunocompromised patients (see box Definition). 
EMA approval of the treatment indication based on the TACKLE phase 3 trial.10 Single dose of 600mg of AZD7442 (IM injection of 
300 mg tixagevimab in one buttock and 300 mg cilgavimab on the opposite site) compared to placebo. Population: 910 outpatients 
with mild to moderate COVID-19.  No vaccination, no Omicron. Results: 50.5% relative risk reduction for progression to severe 
disease or death at Day 29 (4% vs 9%). NNT: 22 based on a 4.5% absolute risk reduction.  

A few subjects who had cardiac risk factors and/or a history of cardiovascular disease and who received Evusheld® had serious 
adverse events of myocardial infarction and heart failure.(Interim clinical guidance) Serious hypersensitivity reactions, including 
anaphylaxis, have also been reported. 

Given the increasing prevalence of resistant SARS-CoV-2 subvariants since November 2022, Evusheld® is no longer recommended 
to treat or prevent infection in severely immunocompromised patients. In exceptional circumstances, Evusheld® can still be 
administrated for prophylaxis based on the regional prevalence of the resistant subvariants (e.g. travel to regions where the 
prevalence of resistant subvariants is lower than in Belgium), the individual patient’s risks, the available resources, and logistics.  
However, patients (also those who received Evusheld® for prophylaxis in the past) need to be informed that there is likely no 
protection against the circulating subvariants. If the patient who received prophylaxis with Evusheld® develops COVID-19, it is 
recommended to document the infection in collaboration with the National Reference Center of UZ Leuven.  

Sotrovimab (Xevudy®): Monoclonal antibody. Previous advice in favour based on the COMET-ICE phase 3 trial investigating a single 
500 mg infusion of sotrovimab vs placebo.11 Population: 1057 patients at risk (main factors = 63% obesity, 20% >65 years, 22% 
diabetes), no vaccination, no Omicron. Results: reduction of hospitalisations or death at day 29 from 5.6% to 1%, therefore -4.5% 
(95%CI: -6.7%, -2.4%); NNT: 22 at-risk patients must be treated to avoid ONE hospitalisation (95%CI: 15 to 42).  
However in-vitro data indicate highly reduced neutralizing activity against the Omicron subvariants currently dominant in Belgium. 
 

! In Belgium, sotrovimab (Xevudy®) can only be administered in the hospital setting (single intravenous infusion) but currently, 

there is no indication to administer the drug due to the lack of efficacy (in-vitro neutralisation) against the circulating subvariants.  

  

Weak advice in favour, for selected patients, requires in-hospital administration  

Due to the current circulating variants, no longer recommended 

 

https://covid-19.sciensano.be/sites/default/files/Covid19/COVID-19_InterimGuidelines_Treatment_ENG.pdf
https://covid-19.sciensano.be/sites/default/files/Covid19/COVID-19_InterimGuidelines_Treatment_ENG.pdf


 

 
Inhaled corticosteroids: Based on the UK PRINCIPLE trial investigating early therapy (≤14 days of symptom onset) with 2x800 µg 
inhaled budesonide turbohaler for 14 days + usual care vs usual care.12 Population: 787 with budesonide and 1069 with usual care, 
suspected or PCR-confirmed COVID-19 ambulant patients either 65+ or 50+ years with comorbidities (high blood pressure 44%, 
diabetes 20%, ACE inhibitors 22%, asthma or COPD 11%, heart problems 15%). Results: decrease in recovery time of 3 days; no 
clear reduction in use of urgent medical care, admission to hospital, or death. The treatment was considered safe. According to the 
CBiP – BCFi, there is not sufficient evidence to support systematic use in outpatients, including 65+ or patients at greater risk. 
Individual use for symptomatic relief can be discussed with the patient.13 Three trials on inhaled ciclesonide (not on the Belgian 
market) showed insufficient evidence to recommend use.14, 15,16    

Vitamin D: Evidence is currently contradictory on the clinical benefits of vitamin D supplements to prevent or treat COVID-19 in 
ambulatory patients. Previously only one small-size low quality RCT was carried out in outpatients and it reported only on viral 
clearance and inflammatory factors.17 New evidence is emerging and an update of this topic will be performed in the coming months 
when most of the recent trials will have published their results. At this stage, it is advised to follow the usual general 
recommendations on vitamin D intake (e.g. the Folia Pharmacotherapeutica in French and in Dutch and the advice 9620 from the 
Superior Health Council in French and in Dutch).  

Zinc: Evidence is currently lacking on the clinical benefit of zinc supplements to prevent or treat COVID-19 in ambulatory patients. 
A meta-analysis was recently published on the effect of zinc supplements on mortality in SARS-CoV-2 infected patients.18 The author 
concludes that zinc supplementation can lead to a significant death rate reduction (OR=0.57; 95%CI: 0.43; 0.77). However this result 
should be considered with extreme caution because of the many flaws of that literature review (e.g. search only in MEDLINE and 
Google Scholar; publication selection and data extraction done by the only one author; search strategy and table of excluded studies 
not provided…). The results are mainly driven by two observational studies (>90% weight in the meta-analysis). Overall the quality 
of the evidence can be rated as very low. The only small-size open-label RCT investigating the benefits of zinc supplements alone 
on the duration of symptoms in COVID-19 outpatients reported no effect.19 New evidence is likely to still emerge in the coming 
months as ongoing trials were identified on the ICTRP Search Portal (who.int). At this stage, it is advised to follow the usual general 
recommendation on zinc intake (e.g. the advice 9620 from the Superior Health Council in French and in Dutch). 

 

Colchicine: Based on two trials stopped early (COLCORONA for logistical reasons and PRINCIPLE for futility): COLCORONA trial20 
with early treatment (within 24 hours of diagnosis) colchicine (0.5 mg 2x/d (3 days); 1x/d (27 days) in patients ≥ 40 years with risk 
factors) and PRINCIPLE trial21 with colchicine (0.5 mg 1x/d (14 days) in patients ≥ 65 years, or ≥ 18 years with comorbidities OR 
shortness of breath (symptoms ≤ 14 days). Results: no impact found on time to first self-reported recovery, hospitalisation, or 
death; evidence of more adverse events (mainly gastro-intestinal). 

Azithromycin: Based on a Cochrane systematic review in outpatients (3 RCTs) and one additional more recent RCT stopped for 
futility (low quality of evidence).22, 23 Results: no difference was found in all-cause mortality at day 28, admission to hospital or 
death within 28 days, or number of symptom-free patients at day 14. Similar outcomes were observed in inpatients. Moreover, 
there is a risk of overuse of antibiotics and antimicrobial resistance. 

Hydroxychloroquine: Based on few RCTs (low quality) in outpatients as post-exposure prophylaxis or as early treatment for mild 
COVID-19 disease.(Interim clinical guidance) Results: no clinical benefit was registered.  

Lopinavir/Ritonavir: Based on the lack of clinical benefit in the SOLIDARITY, RECOVERY and DisCoVeRy trials in hospitalised 
patients.24 In December 2020, WHO recommended against the use of LPV/r regardless of COVID-19 severity.25 One RCT in the 
ambulatory setting in 2021 confirmed the lack of benefit and product related adverse events.26 

 
 

 

Oral corticosteroids: Are out of scope of this guidance because it concerns patients requiring supplemental oxygen. In general, 
patients needing oxygen should be directed to a hospital (unless patient' refusal, palliative care or hospital saturation). 

Interleukin-1 inhibitors or Interleukin-6 inhibitors or Janus kinase inhibitor: Are out of the scope of this guidance because they 
concern hospitalised patients. 

 
 

 

Advice against (no evidence-based benefits and possible or demonstrated disadvantages) 

Out of scope because ONLY for hospitalised patients or patients requiring O2 (severe COVID-19) 

Insufficient evidence to formulate an advice for use as treatment for COVID-19 

https://www.cbip.be/fr/chapters/15?frag=13664
https://www.bcfi.be/nl/chapters/15?frag=13664
https://www.health.belgium.be/sites/default/files/uploads/fields/fpshealth_theme_file/210119_css-9620_vitd_zn_covid_vweb.pdf
https://www.health.belgium.be/sites/default/files/uploads/fields/fpshealth_theme_file/210119_hgr-9620_vitd_zn_covid_vweb.pdf
https://trialsearch.who.int/
https://www.health.belgium.be/sites/default/files/uploads/fields/fpshealth_theme_file/210119_css-9620_vitd_zn_covid_vweb.pdf
https://www.health.belgium.be/sites/default/files/uploads/fields/fpshealth_theme_file/210119_hgr-9620_vitd_zn_covid_vweb.pdf
https://covid-19.sciensano.be/sites/default/files/Covid19/COVID-19_InterimGuidelines_Treatment_ENG.pdf


 

Fluvoxamine: Based on the TOGETHER platform investigating Fluvoxamine 100 mg twice daily for 10 days in patients with higher 
risk for progression to severe disease in Brazil.27 Results: no impact on time to symptom resolution or on COVID-19-related 
hospitalisations; no consistent impact on mortality; low quality of evidence; possible medication interaction. Update based on the 
COVID-OUT trial in US showing no significant reduction of emergency department visit, hospitalisation or death with fluvoxamine 
(50 mg twice daily for 14 days) vs placebo <7 days since the symptom onset. Population adults with overweight and obesity;  
vaccinated and unvaccinated; Omicron in 22%.28 Results of ongoing trials are still pending such as ACTIV-6. 

Ivermectin: Based on several literature reviews and a meta-analysis (many small trials of low quality with differing dosage, 
treatment duration, inclusion criteria, comparators). No conclusion on the efficacy (and safety) of ivermectin in treating mild (or 
severe) COVID-19 can be made.29, 30 Update based on the COVID-OUT trial in US showing no significant reduction of emergency 
department visit, hospitalisation or death with ivermectin (390 to 470 μg per kilogram per day for 3 days) vs placebo <7 days since 
the symptom onset. Population adults with overweight and obesity;  vaccinated and unvaccinated; omicron in 22%.28 The ACTIV-6 
trial also concludes that ivermectin (400 μg/kg, daily for 3 days) did not significantly improve time to recovery among outpatients 
with mild to moderate COVID-19, compared with placebo31 and a recent Cochrane review mentions that there is currently low- to 
high-certainty evidence that ivermectin has no beneficial effect for outpatient with COVID-19.32 Since there are several ongoing 
trials such as the Oxford PRINCIPLE trial in the UK, an update of this topic will be performed in the coming months. 

! In Belgium, the oral formulation is unavailable.  

Anti-androgens: Dutasteride has been studied in Brazil in a male outpatient setting but the publication is of very low quality and 
makes it impossible to draw conclusions on the efficacy of the intervention (EAT-DUTA AndroCoV Trial).33 Proxalutamide (Kintor 
Pharmaceuticals) is not yet on the Belgian market. An ongoing international trial might provide a better insight in the efficacy and 
possible use of proxalutamide for COVID-19 in hospitalised patients.34 Evidence for outpatients similarly is very limited and from 
the same period and study sites (Brazil). The only publication available on proxalutamide in outpatients is of very low quality.35 An 
international phase 3 study in ambulatory patients is currently ongoing. 

Camostat mesylate: Not on the Belgian market and no published evidence for clinical efficacy of this drug for COVID-19. In the 
ambulatory setting, the phase 2 trial at the UZ Gent and the DAWN-Antivirals trial coordinated by the KU Leuven are stopped 
because of low recruitment. An update of this topic will be performed in the coming months when most of the recent trials will 
have published their results. 

Favipiravir: Not yet on the Belgian market (outside clinical trials). There is currently no evidence from clinical trials concerning the 

potential utility of this drug for in- or outpatients with COVID-19 infection. Large trials are still ongoing in several countries. (Interim 

clinical guidance) 
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