
[page 84]                                                                 [Geriatric Care 2020; 6:9064]

Hydroxychloroquine and QTc:
beyond COVID-19
Alberto Castagna,1 Francesco Vetta,2
Giuseppe Attisani,3 Raffaele Costa,4
Carmen Ruberto,1 Viviana Vespertini,5
Lucio Cosco,5 Giovanni Ruotolo4
1Center for Cognitive Disorders and
Dementia, Azienda Sanitaria Provinciale
di Catanzaro; 2Saint Camillus
International University of Health
Sciences, Rome; 3Department of Public
Heath, AUSL della Romagna, Rimini;
4Geriatric Unit, Pugliese-Ciaccio
General Hospital, Catanzaro; 5Infectious
Diseases Unit, Pugliese-Ciaccio General
Hospital, Catanzaro, Italy

Abstract

Hydroxychloroquine is an antimalarial
drug also known for its anti-inflammatory
and antiviral effects, which have raised the
interest of many researchers for its potential
use in COVID-19 patients. It is known that
this drug, being able to influence the cardiac
repolarization phase with QTc interval pro-
longation, can be potentially harmful,
chiefly in elderly subjects with frailty syn-
drome, several comorbidities and polyphar-
macotherapy. Therefore, although electro-
cardiogram monitoring of QTc prolongation
is the focal point for reducing the arrhyth-
mic risk of these patients, in order to identi-
fy the most exposed patients, the traditional
Comprehensive Geriatric Assessment
should be combined with a multiparametric
risk score for QTc prolongation.

Introduction

In December 2019, several cases of
pneumonia caused by a new coronavirus,
coronavirus disease 2019 (COVID-19),
began to be reported.1,2 COVID-19 causes
subclinical or mild disease in 85% of cases,
but compared to common influenza viruses
it promotes more frequent respiratory com-
plications such as severe interstitial pneu-
monia, evident in 10-15% of cases. Since
January 2020, COVID-19 has gradually
spread to Europe and then America and the
World Health Organization (WHO) has
declared a pandemic status.3 Currently over
4,700,000 cases of COVID-19 have been
reported worldwide, resulting in approxi-
mately 450,000 deaths.4 This disease, which
mainly involves elderly patients with car-

diovascular comorbidities, does not current-
ly have treatments approved by internation-
al public health institutions.3 In this context,
the use of hydroxychloroquine (HCQ), for
its antiviral and anti-inflammatory effect,
has progressively gained ground for the
treatment of COVID-19 patients, appearing
in international and national therapeutic
protocols.5,6

The antiviral action of HCQ is associat-
ed with its ability to increase endosomal pH
and interfere with the glycosylation of the
severe acute respiratory syndrome-coron-
avirus type 2 (SARS-CoV-2) cell receptor.
In addition, by inhibiting quinone reduc-
tase-2, which is involved in the biosynthesis
of sialic acid (a monosaccharide acid impor-
tant for the viral receptor) and inhibiting
cathepsins, which leads to the autophago-
some cleaving SARS-CoV-2 spike protein,
this drug is recognized as a broad-spectrum
antiviral agent. Indeed, some data show that
HCQ is able to inhibit the entry, transport
and post entry phases of SARS-CoV-2.7,8

The anti-inflammatory activity of HCQ is
mainly due to an inhibition of immune acti-
vation at the cellular level, with a reduction
in the signaling of Toll-like receptors,
cytokine production and CD154 expression
in T cells.9

While preliminary results on the effica-
cy of HCQ in patients with COVID-19 are
partial and contradictory,10,11 it is widely
accepted that the use of this drug may cause
side effects, especially at cardiac and ocular
level.12,13 That entails Hydroxychloroquine
needs adjustment based on renal function:
200 mg × 2/day if eGFR>30 mL/min; 200
mg/day if 15<eGFR<30 mL/min; 200 mg
every other day if <15 mL/min (or in 3-
weekly or bi-weekly dialysis).14,15

Therefore, beyond the uncertain effica-
cy of HCQ in COVID-19 patients, given
that this drug is used in about 1.5 million
patients with rheumatoid arthritis, systemic
lupus erythematosus and other connective
tissue disorders, the main purpose of this
paper is to thoroughly examine cardiac side
effects of this drug, focusing on alterations
in the repolarization phase with a QTc inter-
val prolongation.16

The electrocardiographic QT interval,
more commonly referred to as the heart rate
corrected QT interval or QTc, represents the
ventricular action potential, i.e., the entire
period between the onset of ventricular
depolarization and ventricular repolariza-
tion conclusion and results from the dynam-
ic balance of electrical currents mediated by
ion channels on ventricular cardiomy-
ocytes.17 These action potentials vary from
one cell layer to another, depending on mor-
pho-functional characteristics, influencing
the dispersion of the QT interval (QTd),

which in turn represents a determinant of
arrhythmic risk.18 A normal QTc interval is
below 450 ms in men and 460 ms in
women.17,18 Aging and frailty syndrome
itself are closely associated with a QTc pro-
longation. Indeed, aging can affect the
molecular determinants of the QT interval
and alter the electrical balance of the
myocardium through increased fibrosis
processes. Moreover, aging is also associat-
ed with changes in the balance between
sympathetic and parasympathetic tone that
can influence myocardial repolarization and
QTc duration.19,20

Literature abounds in data on genetical-
ly determined long QT syndrome and the
resulting risk of sudden cardiac death, while
the focus on the acquired form is still unsat-
isfactory, although the latter is the most
common form of long QT syndrome, espe-
cially in the elderly subject. Acquired long
QT syndrome is usually the result of the
complex interaction between several predis-
posing factors such as cardiac ischemia,
electrolyte imbalance, and structural heart
disease.21,22

Furthermore, in the frail elderly patient,
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extra-cardiac comorbidities and the result-
ing polypharmacotherapy are known, but
often underestimated, risk factors for the
QTc interval prolongation.23,24 All of the
above remarks are the basis for ensuring a
prudent use of HCQ in the elderly patient,
which primarily aims at the highest possible
safety before efficacy. 

Hydroxychloroquine and QTc
prolongation

Hydroxychloroquine, in addition to a
rare form of direct cardio myotoxicity, is
known to promote electrical conduction
impairment with AV block, bundle branch
block as well as QTc interval prolongation.
In fact, HCQ is structurally and mechanisti-
cally similar to the class IA antiarrhythmic
quinidine, which inhibits the human ether-à-
go-go related gene (hERG) potassium chan-
nel, the voltage-gated ion channel that mod-
ulates the rapid component of the delayed
rectifier potassium current, IKr.14-16,25

Blocking the hERG channel lengthens
ventricular repolarization, ventricular
action potential duration and the surface
ECG QT interval; it may also result in the
reactivation of inward calcium depolariz-
ing currents, thus promoting early post-
depolarization. In the presence of a specif-
ic spatial and temporal heterogeneity in the
ventricular cardiomyocyte refractoriness,
early depolarizations can trigger torsade de
pointes (TdP) which, although in most
cases is self-terminating, in rare cases, if
sustained, can degenerate into ventricular
fibrillation and cause sudden cardiac
death.21

Several prospective or retrospective
studies have been developed in recent
months on the effect of HCQ on the QTc
interval in COVID-19 patients. All the sci-
entific data agree that HCQ, alone or in
combination with other drugs, e.g.
azithromycin, can cause a QTc prolonga-
tion, promoting, in rare cases, threatening
ventricular arrhythmias up to TdP. 

A prospective study of 150 consecutive
COVID-19 patients treated with HCQ 400
mg (+ azithromycin 26%; + lopinavir-riton-
avir 35%; both drugs 6%). showed, in the
ECG conducted after 5 days of treatment, a
QT prolongation of mild, moderate and
severe (>500 ms) in 9%, 4% and 2% of
patients treated respectively.26 A recent ret-
rospective study conducted on 251 patients
hospitalized with COVID-19 who received
HCQ with azithromycin, showed a prolon-
gation of QTc >60 ms in 20% of patients,
with TdP in one patient.27

Mercuro et al. in a retrospective study
involving 90 patients hospitalized with
COVID-19 who received HCQ, highlighted
the role of polypharmacotherapy and the

complexity of the clinical picture in promot-
ing QTc prolongation. In fact, in addition to
the finding of a greater prolongation of the
QTc interval in the 53 patients receiving com-
bined treatment with HCQ and azithromycin
compared to those receiving HCQ alone, the
salient data is that 19% of patients treated
with HCQ alone showed a prolongation of
QTc >500 ms, with a higher probability in
those who also took loop diuretics or with
more severe clinical conditions.28

In addition, the role of multifactorial
analysis in the risk assessment of QTc
prolongation strongly emerges from an
interesting retrospective study of
COVID-19 patients treated with HCQ +
azithromycin, in which all patients under-
went basic ECG and continuous telemet-
ric monitoring.29

Although this study shows that the
main determinant of QTc prolongation is
the use of additional drugs that could influ-
ence the ventricular repolarization phase
(OR 3.69, 95% CI 1.22-11.2), the most
interesting result is that older age, cardio-
vascular and renal comorbidities showed
an additive weight in influencing QTc pro-
longation.

Multiparametric risk assessment
of QTc prolongation

Based on the above data, there is a
strong indication of the requirement for a
multiparametric QTc prolongation risk
assessment model. Although not specific
to older age groups, Tisdale has proposed a
multifactorial evaluation model that is cer-
tainly interesting (Tisdale Risk Score =
TRS).30,31 Independent predictors of QTc
prolongation have been found to be:

female gender, hypokalemia, a baseline
QTc >450 ms, comorbidities such as
myocardial infarction or heart failure, the
administration of one or more drugs that
can promote QTc prolongation, or loop
diuretics. The analysis of determinants
allows patients to be stratified into three
risk classes: low risk (≤6 points), moderate
risk (7-10 points) and high risk (≥11
points) (Table 1). A proper risk analysis
requires a thorough knowledge of the
drugs that can promote a QTc prolonga-
tion. These include not only drugs with a
prevalent action on the heart such as
antiarrhythmics, but also drugs that,
despite having other target organs, show
secondary effects on cardiac repolariza-
tion, such as antibiotics, antimycotics,
anti-emetics, antipsychotics and others
(Table 2).19,20,29 Recently, a retrospective
longitudinal study conducted in ICU has
shown high sensitivity (97%) for TRS,
which makes it useful in identifying
patients at risk of developing QTc interval
prolongation, however, showing a low
specificity (16%) that makes the TRS
unreliable in identifying all patients at low
risk of QTc interval prolongation.32

In addition, polypharmacotherapy,
which is quite common in frail elderly
patients, should also be considered in this
respect. In fact, data from the Concord
Health and Aging in Men Project have
highlighted, in frail elderly subjects, the
daily use of an average number of drugs
≥6.5 compared to 3.5 in patients with cog-
nitive deficit only, clearly showing the
weight of the frailty syndrome in polyphar-
macotherapy.33 Therefore, the use of HCQ
in the context of polypharmacotherapy
must be judicious, analyzing, in addition to
the determinants highlighted by the TRS,
possible drug interactions, depending on
their pharmacokinetics. Indeed, polythera-
py patients show other risk factors, such as
heart disease, advanced age, electrolyte
abnormalities, bradycardia, kidney or liver
disease.34 In fact, HCQ, like many other
drugs, is substrate of Cytochrome P450
2D6 (CYP2D6), which presents a large list
of drugs that can be inhibitors or inducers,
thus altering both the plasma concentration
and the clinical effect of many drugs, as for
HCQ.35,36

Finally, Wiśniowska et al. revealed the
enormous variability in the effects of drug-
drug interaction which, testifying to the
complexity of the problem, suggest the
need to give due attention to this additional
risk factor in parallel with careful monitor-
ing of ECG before and during the adminis-
tration of drugs with expected QT prolon-
gation.37
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Table 1. Tisdale Risk score for QTc inter-
val prolongation.

Risk factor                                          Point

Age ≥68 years                                                         1
Female sex                                                             1
Loop diuretic                                                          1
Serum potassium ≤3.5 mEq/L                            2
Admission QTc ≥450 ms                                      2
Acute myocardial infarction                                2
≥2 QTc prolonging drugs*                                  3
Sepsis                                                                      3
Hearth failure                                                        3
One QTc prolonging drugs*                               3
Maximum risk score                            21
Low risk: ≤6 points; Moderate risk: 7-10 points; High risk: ≥11
points. *Three points for taking One QTc interval-prolonging drug;
3 additional points for taking ≥2 QTc interval-prolonging drugs (for
a total of 6 points).
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Conclusions

The worldwide use of HCQ, beyond
COVID-19, requires a careful analysis of
the risk factors for QTc prolongation in
order to reduce the resulting arrhythmic
risk. The simultaneous presence of several
risk factors, very common in frail elderly
patients with comorbidities, suggests the
use of a multifactorial analysis model, in
addition to the traditional comprehensive
geriatric assessment. TRS appears useful
for initial staging, as well as for periodic re-
evaluation.

However, TRS should be supplemented
with further steps (Table 3): the evaluation
of a possible drug-drug interaction, periodic
check of electrolytes, mainly potassium,
calcium and magnesium and their integra-
tion, if required. In any case, QTc ECG
monitoring remains the main indicator to be
monitored at regular intervals to be deter-
mined on a case-by-case basis. Therefore,
while in patients with chronic HCQ use a
periodic ECG and other risk factors check
can be scheduled, in case of acute patients
with a high risk of QTc prolongation, hospi-
talization with telemetric ECG check may
be appropriate. 
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