
REVIEW ARTICLE OPEN

Immune response in COVID-19: addressing a pharmacological
challenge by targeting pathways triggered by SARS-CoV-2
Michele Catanzaro1, Francesca Fagiani1,2, Marco Racchi1, Emanuela Corsini3, Stefano Govoni 1 and Cristina Lanni 1

To date, no vaccines or effective drugs have been approved to prevent or treat COVID-19 and the current standard care relies on
supportive treatments. Therefore, based on the fast and global spread of the virus, urgent investigations are warranted in order to
develop preventive and therapeutic drugs. In this regard, treatments addressing the immunopathology of SARS-CoV-2 infection have
become a major focus. Notably, while a rapid and well-coordinated immune response represents the first line of defense against viral
infection, excessive inflammatory innate response and impaired adaptive host immune defense may lead to tissue damage both at
the site of virus entry and at systemic level. Several studies highlight relevant changes occurring both in innate and adaptive immune
system in COVID-19 patients. In particular, the massive cytokine and chemokine release, the so-called “cytokine storm”, clearly reflects
a widespread uncontrolled dysregulation of the host immune defense. Although the prospective of counteracting cytokine storm is
compelling, a major limitation relies on the limited understanding of the immune signaling pathways triggered by SARS-CoV-2
infection. The identification of signaling pathways altered during viral infections may help to unravel the most relevant molecular
cascades implicated in biological processes mediating viral infections and to unveil key molecular players that may be targeted. Thus,
given the key role of the immune system in COVID-19, a deeper understanding of the mechanism behind the immune dysregulation
might give us clues for the clinical management of the severe cases and for preventing the transition from mild to severe stages.
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INTRODUCTION
The outbreak of the novel coronavirus disease 2019 (COVID-19),
induced by severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2), firstly found in Wuhan, in the Hubei province of China, in
December 2019, has rapidly spread worldwide, becoming a global
public health emergency. On 11th March 2020, the World Health
Organization (WHO) declared COVID-19 a pandemic. As of 28 April
2020, WHO reports more than 2,8 million confirmed cases and 198
842 deaths worldwide (WHO, 2020, https://covid19.who.int). After
the isolation of SARS-CoV-2, the viral genome was sequenced, thus
facilitating diagnostic testing, epidemiologic tracking, as well as
investigations on potential preventive and therapeutic strategies in
the management of COVID-19. To date, despite the intense
scientific effort demonstrated by more than 600 clinical trials
currently underway (typing SARS-CoV-2 on clinicaltrials.gov), no
vaccines or effective drugs have been approved to prevent or treat
COVID-19 and the current standard care is supportive treatment.
Therefore, based on the fast and global spread of the virus, urgent
investigations are warranted in order to develop effective therapies.
Within this context, treatments addressing the immunopathology
of the infection have become a major focus.

VIROLOGY AND HOST-PATHOGEN INTERACTION
The new human-infecting SARS-CoV-2 is a positive-sense single-
stranded RNA-enveloped virus belonging to CoV family.1 Among

the six CoVs pathogenic to humans, four of them have been
associated with mild respiratory symptoms,2 while two of them,
SARS-CoV and the Middle East respiratory syndrome (MERS) CoV
(MERS-CoV), whose epidemic outbreaks took place in 2002 and
2012 respectively, caused severe respiratory diseases in affected
individuals.2 SARS-CoV-2 is the seventh identified CoV and, after
SARS-CoV and MERS-CoV, the third zoonotic virus of CoVs that has
been transmitted from animals to humans via an intermediate
mammalian host.3,4 In particular, based on genetic analysis,
Chinese horseshoe bats have been proposed to serve as natural
reservoir hosts for SARS-CoV-2, similar to SARS-CoV and MERS-
CoV.4–6 Moreover, genomic analysis indicates that SARS-CoV-2 is in
the same beta-CoV clade as SARS-CoV and MERS-CoV.1 In
particular, SARS-CoV-2 has been observed to share almost 80%
of the genome with SARS-CoV1,6,7 and almost all encoded proteins
of SARS-CoV-2 are homologous to SARS-CoV proteins.1 In contrast,
SARS-CoV-2 has been found to be more distant from MERS-CoV,
with only 50% identity.1 Moreover, the entry of SARS-CoV-2 into
human host cells has been found to rely on the same receptor as
SARS-CoV: the surface angiotensin-converting enzyme 2 (ACE2),
which is expressed in the type II surfactant-secreting alveolar cells
of the lungs.8,9 Consistently, despite amino acid variations at
specific key residues, homology modeling revealed a structural
similarity between the receptor-binding domains of SARS-CoV and
SARS-CoV-2.1 However, further studies are necessary to compare
SARS-CoV and SARS-CoV-2 affinities to ACE2 receptor that might
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explain the increased transmissibility and greater virulence of
SARS-CoV-2 compared with SARS-CoV.8

Two independent groups provided key insights into the first
step of SARS-CoV2 infection, by demonstrating that ACE2 host
receptor is required for host cell entry of SARS-CoV-2.8,10

Noteworthy, the expression of ACE2 receptors is not only
restricted to the lung, and extrapulmonary spread of SARS-CoV
in ACE-expressing tissues has been demonstrated.11–13 Hence the
same pattern may be expected for SARS-CoV-2, with most of
human tissues, such as oral mucosa and gastrointestinal tract,
kidney, heart, blood vessels expressing ACE2 receptors, particularly
prone to SARS-CoV-2 infection.14,15 The viral entry of SARS-CoV-2
has been further found to be prevented by a clinically proven
inhibitor of the cellular host type 2 transmembrane serine protease
TMPRSS2 (camostat mesylate).8 Priming of the envelope-located
trimeric spike (S) protein by host proteases, which cleave at the S1/
S2 and the S2’ sites, has been described as a fundamental step for
viral entry, and the host protease TMPRSS2 emerged as a key
cellular factor necessary for the priming of S protein and for the
consequent membrane fusion and viral internalization by endocy-
tosis in the pulmonary epithelium.8 Hence, TMPRSS2 has been
proposed as a potential target for clinical intervention6,8 and its
inhibitor camostat mesylate, approved for human use in Japan to
treat pancreatic inflammation, has attracted the attention of the
scientific community. Currently, a randomized, placebo-controlled,
phase IIa trial is investigating the use of camostat mesylate
(NCT04321096) and is expected to run until December 2020,
whereas another independent trial will start in June 2020 to
evaluate the efficacy of camostat mesilate in combination with
hydroxychloroquine in hospitalized patients with moderate COVID-
19 infection (NCT04338906).
A detailed analysis of additional mechanisms of cellular viral

infection for SARS-CoV-2 is still missing and would be fundamental
to identify further potential biological substrates to target.

IMMUNOPATHOLOGY OF COVID-19
The majority of COVID-19 cases (about 80%) is asymptomatic or
exhibits mild to moderate symptoms, but approximately the 15%
progresses to severe pneumonia and about 5% eventually
develops acute respiratory distress syndrome (ARDS), septic shock
and/or multiple organ failure.16,17 As for SARS and MERS, the most
common symptoms of COVID-19 are fever, fatigue, and respiratory
symptoms, including cough, sore throat and shortness of
breath.16,18

Notably, SARS-CoV-2 infection activates innate and adaptive
immune response, thus sustaining the resolution of COVID-19.
While a rapid and well-coordinated immune response represents
the first line of defense against viral infection, excessive
inflammatory innate response and dysregulated adaptive host
immune defense may cause harmful tissue damage at both at the
site of virus entry and at systemic level. The excessive pro-
inflammatory host response has been hypothesized to induce an
immune pathology resulting in the rapid course of acute lung
injury (ALI) and ARDS occurring in SARS-CoV-2 infected
patients.16–18 For example, the massive cytokine and chemokine
release, the so-called “cytokine storm”, clearly reflects a wide-
spread uncontrolled dysregulation of host immune defense. Thus,
given the key role of the immune system in COVID-19, a deeper
understanding of the mechanism behind the immune dysregula-
tion, as well as of SARS-CoV-2 immune-escape mechanisms might
give us clues for the clinical management of the severe cases and
for preventing the transition from mild to severe stages. Moreover,
although no within the goal of the present review, future
investigations concerning the systemic effects of uncontrolled
immune system on other physiological systems, such as the
gastrointestinal tract, neuroendocrine, renal and cardiovascular
are urgent.

Immune response to SARS-CoV-2
Several studies highlight relevant changes occurring both in
innate and adaptive immune system in COVID-19 patients. In
particular, lymphocytopenia and a modulation in total neutrophils
are common hallmarks and seem to be directly correlated with
disease severity and death.6,18 In patients with severe COVID-19, a
marked decrease in the levels of absolute number of circulating
CD4+ cells, CD8+ cells, B cells and natural killers (NK) cells,16,17,19

as well as a decrease in monocytes, eosinophils and basophils has
been reported.19–21 In addition, most of patients with severe
COVID-19 displayed significantly increased serum levels of pro-
inflammatory cytokines (e.g. IL-6, IL-1β, IL-2, IL-8, IL-17, G-CSF, GM-
CSF, IP-10, MCP-1, CCL3, and TNFα).20,22 Although no direct
evidence for pro-inflammatory cytokines and chemokines involve-
ment in lung pathology in COVID-19 has been reported, an
increase in serum cytokine and chemokine levels, as well as in
neutrophil-lymphocyte-ratio (NLR) in SARS-CoV-2 infected patients
has been correlated with the severity of the disease and adverse
outcomes, suggesting a possible role for hyper-inflammatory
responses in COVID-19 pathogenesis.20 Moreover, a recent multi-
center retrospective cohort study analyzing data from the Early
Risk Stratification of Novel Coronavirus Pneumonia (ERS-COVID-19)
study (ChiCTR2000030494) showed that patients with COVID-19
had elevated high-sensitivity C-reactive protein (Hs-CRP) and
procalcitonin serum levels, two major inflammation markers
associated with high risks of mortality and organ injury.23

Noteworthy, MERS-CoV has been demonstrated to infect THP-1
cells, human peripheral blood monocyte-derived macrophages
and dendritic cells, and SARS-CoV to directly infect macrophages
and T cells,24 thereby inducing delayed but elevated levels of pro-
inflammatory cytokines and chemokines.25,26 However, ACE2
receptor is only minimally expressed in monocytes, macrophages,
and T cells in the lung, hence, the mechanism by which SARS-CoV
directly infects immune cells is still unknown.27 Taking into
account the similarities between SARS-CoV and SARS-CoV-2, it is
likely that also this latter may infect monocytes and macrophages
by a mechanism that has to be still unveiled. In this regard, it is
possible that the virus may be capable to bind other specific
receptors and/or other mechanisms of viral entry mode can be
exploited by the virus.
As far as concerns the adaptive immunity, the novel SARS-CoV-2

has been demonstrated to mainly affect lymphocyte counting and
balance. In particular, Li et al. reported that, compared with
survivors, dead COVID-19 patients showed lower percentage and
count in CD3+, CD4+, and CD8+ lymphocytes populations, strong
predictive values for in-hospital mortality, organ injury, and severe
pneumonia.23

In a retrospective, single-center study enrolling a cohort of 452
patients with COVID-19 in Wuhan, patients with severe COVID-19
displayed a significantly lower number of total T cells, both helper
T cells and suppressor T cells.20 In particular, among helper T cells,
a decrease in regulatory T cells, with a more pronounced
reduction according to the severity of the cases, and in memory
T cells has been observed, whereas the percentage of naïve T cells
was found increased.20 Notably, naïve and memory T cells are
essential immune components, whose balance is crucial for
maintaining a highly efficient defensive response. Naïve T cells
enable the defenses against new and previously unrecognized
infection by a massive and tightly coordinated release of
cytokines, whereas memory T cells mediate antigen-specific
immune response. A dysregulation in their balance, favoring
naïve T cells activity compared with regulatory T cells, could highly
contribute to hyperinflammation. A reduction in memory T cells
on the other hand could be implicated in COVID-19 relapse, since
a number of recurrences has been reported in recovered cases of
COVID-19.6,28 These data are consistent with results reported by
Tan et al.29 Overall, the lymphopenia observed in COVID-19
patients may depend on the fact that SARS-CoV-2 may directly
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infect lymphocytes minimally expressing ACE2, leading to
lymphocyte death or, alternatively, may directly damage lympha-
tic organs since they express ACE2 receptors.29 However, to date
no data are available on lymph nodes and spleen shrinking and
lymphocytes functionalities, hence such speculations need to be
further investigated to confirm these hypotheses.
As far as concerns B cells, by using single-cell RNA sequencing

to characterize the transcriptome landscape of blood immune cell
subsets during the recovery stage of COVID-19, Wen et al.30 found
significant changes in B cells. In particular, while the naïve B cells
have been reported to be decreased, the plasma cells have been
found remarkably increased in peripheral blood mononuclear
cells.30 Moreover, several new B cell-receptor changes have been
identified (e.g. IGHV3–23 and IGHV3–7).30 In addition, isotypes,
including IGHV3–15, IGHV3–30, and IGKV3–11, previously used for
virus vaccine development have been confirmed.30 The strongest
pairing frequencies, IGHV3–23-IGHJ4, has been suggested to
indicate a monoclonal state associated with SARS-CoV-2 specifi-
city.30 Moreover, given the pivotal role of B cells in the control of
infections, tracking the antibody seroconversion response is an
important process for the clinical evaluation of infections. In
COVID-19 patients, while serum samples from patients with
COVID-19 showed no cross-binding to the S1 subunit of the
SARS-CoV spike antigen, some cross-reactivity of serum samples
has been observed from patients with COVID-19 to nucleocapsid
antigens of SARS-CoV.31 Interestingly, this study reports that 96.8%
of tested patients achieved seroconversion of IgG or IgM within
20 days after symptom onset with a titer plateaued within 6 days
after seroconversion.31 Moreover, 100% of patients had positive
virus-specific IgG approximately 17–19 days after symptom
onset.31 Instead, 94.1% patients showed positive virus-specific
IgM approximately 20–22 days after symptom onset.31

In addition to these observations about immunity, a critical
aspect has to be raised concerning the ability to escape from anti-
viral host defenses. Viral evasion of host immune response is in
fact believed to play a major role in disease severity.32 As an
example, SARS-CoV and MERS-CoV escape and suppress the
signaling pathways mediated by type I Interferon (IFN), a key
cytokine secreted by virus-infected cells to enroll nearby cells to
heighten their anti-viral immune defenses.33 Based on genomic
sequence comparison and on partial identity of SARS-CoV-2 with
SARS-CoV, it is speculative that SARS-CoV-2 can adopt similar
strategies to modulate the host innate immune response, thus
evading immune detection and dampening human defenses.

Inflammatory cytokine storm and lung damage
Mounting clinical evidence from severe COVID-19 patients
suggests that extensive changes in the serum levels of several
cytokines play a pivotal role in the pathogenesis of COVID-
19.22,34,35 Such hypercytokinemia, the so-called “cytokine storm”,
has been proposed as one of the key leading factors that trigger
the pathological processes leading to plasma leakage, vascular
permeability, and disseminated vascular coagulation, observed in
COVID-19 patients, and accounting for life-threatening respiratory
symptoms.17 Huang et al.16 found that plasma concentrations of
IL-1β, IL-1ra, IL-7, IL-8, IL-9, IL-10, basic FGF, G-CSF, GM-CSF, IFN-γ,
IP-10, MCP-1, MIP-1α, MIP-1β, PDGF, TNFα, and VEGF were higher
in both ICU (intensive care unit) patients and non-ICU patients
than in healthy adults. Moreover, when comparing ICU and non-
ICU patients, plasma concentrations of IL-2, IL-7, IL-10, G-CSF, IP-
10, MCP-1, MIP-1α, and TNFα were higher in ICU patients than
non-ICU patients, thus indicating that the cytokine storm might be
correlated with disease severity.16 Another study on a small set of
patients with severe COVID-19 pneumonia, found 15 cytokines
(IFN-α2, IFN-γ, IL-1ra, IL-2, 4, 7, 10, 12 and 17, chemokine IP-10, as
well as G-CSF and M-CSF) associated with lung injury based on
Murray score.35 Evidence from literature indicates that the
cytokine storm observed in COVID-19 resembles that occurring

in Cytokines Release Syndrome (CRS), a form of systemic
inflammatory response syndrome, and in secondary haemopha-
gocytic lymphohistiocytosis (sHLH), an hyperinflammatory syn-
drome characterized by fulminant and fatal hypercytokinemia
with multiorgan failure, mainly induced by viral infections.22,36

Therefore, as detailed below, existing pharmaceutical modulators
of cytokines might be repurposed as therapeutic strategy to
attenuate the hypercytokinemia in COVID-19 patients.
Interestingly, Gou et al.37 recently reported that the disruption

of gut microbiome features by host and environmental factors
may predispose healthy individuals to abnormal inflammatory
response observed in COVID-19. In particular, the authors
constructed a blood proteomic risk score for the prediction of
COVID-19 progression to clinically severe phase and observed that
core gut microbiota features were significantly correlated with
proinflammatory cytokines in a set of 366 individuals, using a
machine learning model.37 Specifically, Bacteroides genus, Strepto-
coccus genus and Clostridiales order have been negatively
correlated with most of the tested inflammatory cytokines,
whereas Ruminococcus genus, Blautia genus and Lactobacillus
genus have been positively associated.37 Moreover, fecal meta-
bolomics analysis indicated some potential amino acid-related
pathways (e.g. aminoacyl-tRNA biosynthesis pathway, arginine
biosynthesis pathway, and valine, leucine and isoleucine biosynth-
esis pathway) that correlate core microbial features with host
inflammation among 987 participants.37 Thus, the core intestinal
microbiological characteristics, along with its related metabolites,
should be further investigated as potential predictors for the
individual susceptibility to COVID-19 progression and severity and
might represent potential targets for the prevention of susceptible
populations, as well as for the development of therapeutic
approaches to manage COVID-19.

PUTATIVE SIGNALING PATHWAYS TRIGGERED BY SARS-COV-2
It is well-established that, upon binding of the viral spike protein
to the host cells by the entry receptor ACE2, the viral RNAs, as
pathogen-associated molecular patterns (PAMPs), are detected by
the pattern recognition receptors, which include the family of Toll-
like receptors (TLRs). In particular, for RNA virus such as CoVs, viral
genomic RNA or the intermediates during viral replication,
including dsRNA, are recognized by either the endosomal RNA
receptors, TLR3 and TLR7/8, and the cytosolic RNA sensor, retinoic
acid-inducible gene (RIG-I)/MDA5.38 Consistently, such TLRs have
been found to activate different signaling pathways in human
CD14+ monocytes, correlating with differential type I IFN and
cytokine secretion involved in CD4+ T cells polarization.38 As a
result of virus recognition, downstream transduction pathways,
crucial for proper antiviral response, such as IRF3 (IFN regulatory
factor-3), nuclear factor κB (NF-κB), JAK (Janus kinase)/STAT (signal
transducer and activator of transcription) signaling pathways, are
activated.39 The identification of the most relevant intracellular
signaling pathways involved in the modulation of host immune
systems may give important hints on how to overcome the
infectious disease driven by SARS-CoV-2. In particular, taking into
account the structural similarities of SARS-CoV-2 as well as the
analogies in the infection mechanisms with pathogenic SARS-CoV,
it is tempting to speculate that the viral infection may induce the
activation of shared intracellular pathways, in particular of those
mainly involved in the innate immune response. However, to date,
it has to be demonstrated whether such sequence similarities
between SARS-CoV and SARS-CoV-2 can be directly translated into
similar biological outcomes. Taking into account such limitation,
the identification of signaling pathways altered during viral
infections may help to unravel the most relevant molecular
cascades implicated in biological processes mediating viral
infections and to unveil key molecular players that may be
targeted. The advantage of targeting intracellular molecules rather
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than viral proteins is that their effect is not likely to be negated by
mutations in the virus genome. In fact, antiviral drugs inhibiting
virus replication may select for mutational escape, thus rendering
the therapy ineffective. Thus, the modulation of the host immune
response shows the potential advantage of exerting less-selective
pressure on viral populations.40 Repurposing of existing drugs
targeting specific signal transducers will be discussed as potential
treatment options for the management of COVID-19, as schema-
tized in Fig. 1.

The NF-κB/TNFα signaling pathway
The transcription factor NF-κB is a critical regulator of both innate
and adaptive immunity.41 Under basal conditions, NF-κB is
retained in the cytoplasm by the inhibitory proteins (IκBs). A
variety of cellular stimuli, including pathogens, induce IκB
phosphorylation, ubiquitination and degradation by the protea-
some, thereby promoting NF-κB nuclear translocation.41 In the
nucleus, NF-κB induces the transcription of a wide spectrum of
genes encoding pro-inflammatory cytokines and chemokines,
stress-response proteins, and anti-apoptotic proteins. NF-κB
activity is essential for survival and activation, and for initiating
and propagating optimal immune responses.42 By contrast, the
constitutive activation of the NF-κB pathway is often associated
with inflammatory diseases, such as rheumatoid arthritis and
asthma. Notably, the exacerbation of NF-κB activation has been
reported to be implicated in lung inflammatory immunopathology
induced by respiratory viruses, including SARS-CoV.43,44 Moreover,

Wang and collaborators demonstrated that, in murine macro-
phages cell line (RAW264.7), the exposure to recombinant SARS-
CoV spike protein induced a massive protein release of IL-6 and
TNFα in a time- and concentration-dependent manner in the
supernatants and that such increase in IL-6 and TNFα secretion
relies on the activation of NF-κB signaling pathway.45 In fact, SARS-
CoV spike protein has been associated with an increase in IκBα
degradation, an essential step required for the activation of NF-κB
signaling pathway.45 Accordingly, transfection with dominant-
negative NIK, which inhibits NF-κB activation, produced a strong
reduction in spike protein IL-6 and TNFα release in RAW264.7 cells,
thus demonstrating that NF-κB is required for the induction of IL-6
and TNFα by SARS-CoV spike protein.45 Such in vitro data were
consistent with results obtained in vivo, where treatments with
drugs inhibiting NF-κB activation (such as caffeic acid phenethyl
ester (CAPE), Bay 11–7082, and parthenolide) reduced inflamma-
tion by suppressing the mRNA expression of TNFα, CXCL2, and
MCP-1 in the lung of SARS-CoV-infected mice. Moreover,
pharmacological inhibition of NF-κB protected against pulmonary
pathology and enhanced mice survival after SARS-CoV infection.43

In line with these findings, Smits et al. demonstrated that
SARS-CoV-infected aged macaques show in the lungs an
increase in NF-κB nuclear translocation, as a result of NF-κB
activation, and developed a stronger host response to virus
infection compared with young adult macaques, with a
significant increase in the expression of pro-inflammatory genes
mainly regulated by NF-κB.44

Fig. 1 Schematic representation of SARS-CoV-2-driven signaling pathways and potential drug targets. Schematic representation of host
intracellular signaling pathways induced by SARS-CoV-2 infection. Selected drugs, acting on these pathways, are repurposed to manage the
cytokine storm induced by the viral infection. SARS-CoV-2, severe acute respiratory syndrome coronavirus 2; IκB, inhibitor of nuclear factor κB;
NF-κB, p65-p50, nuclear factor κB; IL-6, interleukin 6; IL-1β, interleukin 1β; IL-2, interleukin 2; IL-8, interleukin 8; IL-17, interleukin 17; G-CSF,
granulocyte-colony stimulating factor; GM-CSF, granulocyte macrophage-colony stimulating factor; IP-10, IFN-γ-induced protein 10; MCP-1,
monocyte chemoattractant protein 1; CCL3, chemokine (C-C motif ) ligand 3; TNFα, Tumor necrosis factor α; JAK, Janus kinase; STAT, signal
transducer and activator of transcription; S1P, sphingosine-1-phosphate; S1PR1, sphingosine-1-phosphate receptor 1; MyD88, myeloid
differentiation primary response gene 88; TRIF, TIR-domain-containing adapter-inducing IFN-β
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Taken together these data suggest that NF-κB inhibition might
be an effective strategy to counteract pathogenic SARS-CoV.
However, targeting NF-κB is an approach strongly limited by
intrinsic pathways complexity. Molecules blocking NF-κB lack for
specificity and interfere with NF-κB physiological roles in cellular
homeostasis, resulting in increased risk of undesired side effects,
such as a broad suppression of innate immunity.46 Moreover,
within the context of viral infection, a major limitation of targeting
NF-κB signaling depends on the ability of viruses to efficiently
escape, by encoding proteins specifically blocking this pathway.46

Thus, a promising strategy may rely on directly targeting the
downstream effectors of the pathway, such as TNFα, whose
expression is mainly controlled by NF-κB transcriptional activity.
While TNFα is known to play a key role in the coordination and
development of the inflammatory response, especially in the
acute phase, long-lasting and excessive production of TNFα may
become less effective by possibly altering TNF/TNF receptor
signaling threshold which, after an initial wave of NF-κB activation,
favors sustained basal NF-κB activity.47 In addition, despite many
other pro-inflammatory cytokines and mediators are involved in
the cytokine storm, specific blockade of TNFα has been reported
to be clinically effective in several pathological conditions.
Accordingly, TNFα blockers, such as infliximab and adalimumab,
have been successfully used for the treatment of several immune-
mediated disorders, such as psoriasis, rheumatoid arthritis,
inflammatory bowel diseases and ankylosing spondylitis.48,49

Hence, anti-TNFα monoclonal antibodies are likely to attenuate
inflammatory processes occurring in COVID-19, reducing the
release of other inflammatory-exacerbating mediators. Indeed,
when an anti-TNFα is administrated in patients with active
rheumatoid arthritis, it has been demonstrated to induce a rapid
decrease of a broad spectrum of cytokines (e.g. IL-6 and IL-1), as
well as of others acute-phase related proteins and vascular
permeability factor.50–52

Furthermore, the envelope viral spike protein of SARS-CoV has
been found to promote the activity of TNFα-converting enzyme
(TACE)-dependent shedding of ACE2 receptor, which is a
fundamental step for virus entry into the cell.53 Thus, TNFα
blockers represent effective therapeutic tools to counteract SARS-
CoV infection by exerting a dual mechanism of action: attenuation
of inflammation and inhibition of viral infection.45 However,
warnings about the potential increased risk of bacterial and fungal
superinfections due to anti-TNFα therapy have to be taken into
account.54 Taking into account the sequence similarities between
SARS-CoV and SARS-CoV-2 and the strong limitation in directly
inhibiting NF-κB, to date, a clinical trial investigating adalimumab
for the management of COVID-19 has been registered in the
Chinese Clinical Trial Registry (ChiCTR2000030089) and is expected
to run until August 2020. However, further investigations
concerning the use and safety of TNFα-blockers in COVID-19
patients are urgently needed.
In addition, concerning a potential intervention on NF-κB

signaling pathway, serine protease inhibitors of trypsin-like serine
proteases (e.g. camostat mesylate, nafamostat mesylate, gabexate
mesylate, ulinastatin), used for the treatment of pancreatitis,
disseminated intravascular coagulation, and anticoagulant for
hemodialysis,55,56 have been found to inhibit viral replication57,58

and to attenuate inflammatory processes in different pathological
contexts, such as asthma, chronic allergic pulmonary inflamma-
tion, and inflammatory myocardial injury.59–62 For instance,
nafamostat mesylate and gabexate mesylate have been demon-
strated to attenuate allergen-induced airway inflammation and
eosinophilia in mouse model of allergic asthma,61 thus reducing
mast cell activation, eosinophils infiltrations in the lung, and
Dermatophagoides pteronyssinus-driven IL-4 and TNFα production
in bronchoalveolar lavage fluid.61 Furthermore, treatment with
nafamostat mesylate downregulated the expression of IL-1β,
TNFα, IL-6, eotaxin, inducible NO synthase (iNOS), CD86, and NF-κB

activation, but enhanced the expression of IL-12 and IL-10 in
Dermatophagoides pteronyssinus-driven IL-4 and TNFα production
in bronchoalveolar lavage fluid.61 Moreover, gabexate mesylate
has been found to inhibit LPS-induced TNFα production in human
monocytes by blocking both NF-κB and mitogen-activated protein
kinase activation.63 Thus, the pharmacological profile of serine
protease inhibitors, as inhibitors of complement pathways and
broad-spectrum anti-inflammatory agents, provide a strong
rationale for their use in the management of COVID-19. However,
the specific mechanism of action through which serine protease
inhibitors induce their anti-inflammatory effects is still unknown.

The IL-6/JAK/STAT signaling pathway
First discovered as the primary mediator of intracellular signaling
induced by IFN in hematopoietic and immune cells, the JAK/STAT
signaling is a key pathway transducing extracellular signals
transmitted by a large number of cytokines, lymphokines and
growth factors. In particular, a subset of cytokines employs the
JAK/STAT signaling pathway in order to induce their biological
effects. Notably, one of the major activators of JAK/STAT signaling
is the cytokine IL-6, which has been reported to be dramatically
increased in COVID-19 patients,20,22 with a strong implication in
acute inflammation and cytokine storm. In particular, IL-6 has
been reported to activate numerous cell types expressing the
glycoprotein (gp130) receptor and the membrane-bound IL-6
receptor, as well as a soluble form of IL-6 receptor interacting with
gp130, thereby promoting the downstream activation of JAK/STAT
signaling.64 In turn, the activation of JAK/STAT pathway has been
reported to stimulate the production of IL-6.65 Such signaling
pathway has been reported to be aberrantly activated in patients
with chronic inflammation conditions, such as arthritis rheuma-
toid, and it is likely that its excessive overactivation may also occur
in COVID-19 patients, thereby exacerbating the host inflammatory
response. Noteworthy, chronic elevation of circulating IL-6 has
been widely recognized as a predictor for increased risk of
cardiovascular events.66,67 Consistently, IL-6 is produced from
several tissues, including activated macrophages and endothelial
and smooth muscle cells, where it promotes the secretion of other
cytokines and, among others, it stimulates MCP-1 secretion from
macrophages to promote atherogenesis,68 increases the expres-
sion of cell adhesion molecules,69,70 and stimulates the prolifera-
tion and migration of vascular smooth muscle cells.71 Thus, the
abnormal increase in IL-6 levels may be implicated, at least in part,
in the occurrence cardiovascular diseases (e.g. coronary athero-
sclerosis, inflammation in the vascular system resulting in diffuse
microangiopathy with thrombosis) observed in COVID-19
patients.72 Accordingly, the synthesis and secretion of IL-6 has
been demonstrated to be induced by angiotensin II, which is
locally produced by the inflamed vessels in a JAK/STAT-dependent
manner.73 In particular, angiotensin II binding to Angiotensin II
receptor type 1 (AT1 receptor) has been found to activate JAK/
STAT pathway and to promote the downstream production of IL-
6.73,74 Increased angiotensin II enhances IL-6 production in AT1/
JAK/STAT-dependent manner, thus establishing a positive inflam-
matory feedback loop. Interestingly, the spike protein of SARS-CoV
has been demonstrated to downregulate ACE2 expression, thus
resulting in over-production of angiotensin II by the related
enzyme ACE.75,76 In a similar way, it could be hypothesized that
SARS-CoV-2 may downregulate ACE2 receptors, thus leading to an
over-production of angiotensin II, in turn enhancing IL-6 produc-
tion in AT1/JAK/STAT-dependent manner, and ultimately driving
to vascular inflammation and lung injury, clinical signatures of
COVID-19 (Fig. 2). Moreover, the angiotensin II/AT1 receptor axis
has been reported to also activate both NF-κB and ADAM17.77

Notably, an important substrate for ADAM17 is ACE2, whose
cleavage by ADAM17 has been reported to inactivate it,
enhancing angiotensin II retention, thus leading to hypertension,
cardiovascular remodeling, and other types of pathophysiology
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associated with enhancement of the renin-angiotensin system.77

Beside its implication in the shedding of ACE2 receptor,
fundamental for virus entry,53 ADAM17 induction has been found
to process the membrane form of IL-6 receptor α (IL-6Rα) to the
soluble form (sIL-6Rα), followed by the gp130-mediated activation
of STAT3 via the sIL-6Rα-IL-6 complex in a variety of IL-6Rα-
negative non-immune cells.78 The activation of STAT3 has been
reported to be required for the complete induction of NF-κB
pathway.78 Thus, SARS-CoV-2 infection may activate both NF-κB
and STAT3 signaling, which in turn can promote the IL-6 amplifier
mechanism, required for the hyper-activation of NF-κB by STAT3,
thereby inducing multiple inflammatory and autoimmune dis-
eases.78 The IL-6 amplifier promotes the production and secretion
of several pro-inflammatory cytokines and chemokines, such as IL-
6, and the recruitment of lymphoid and myeloid cells, sustaining
the IL-6 amplifier-driven positive feedback loop (as proposed by
Hirano and Murakami)79 (Fig. 2). Furthermore, the metalloprotease
ADAM17 has been found to mediate angiotensin II-induced EGFR

(epidermal growth factor receptor) transactivation by generating
the mature form of heparin-binding EGF-like growth factor in
vascular smooth muscle cells, thus leading to vascular remodel-
ing.77 Notably, EGFR transactivation is critical for angiotensin II-
mediated cardiovascular complications.77 In this regard, the EGFR
kinase inhibitor Erlotinib has been recently repurposed for the
treatment of COVID-19, based on its capability to reduce the
infectivity of a wide range of viruses.80–82 Beside its antiviral
activity, the implication of EGFR transactivation in cardiovascular
complications represent another theoretical foundation for the
use of erlotinib in the management of COVID-19 patients.
Moreover, given the importance of angiotensin II/AT1 receptor

axis, the attempt to use angiotensin II-receptor blockers as a
therapeutic benefit in COVID-19 by targeting the host response to
the virus has been made.83 However, their use needs to be
deepened, since ACE inhibitors and angiotensin II-receptor
blockers have been suggested to further increase the risk of
COVID-19 infection by up-regulating ACE2.84 Whether patients

Fig. 2 Hypothetical mechanism by SARS-CoV-2 in establishing an inflammatory feedback loop between IL-6 and angiotensin II. Cytokine IL-6
has been found increased in COVID-19 patients, thus suggesting a direct role of SARS-CoV-2 in a massive cytokine release. IL-6 is able to
activate a soluble form of IL-6 receptor interacting with gp130, thereby promoting the downstream activation of JAK/STAT signaling, and thely
production of IL-6. Moreover, SARS-CoV-2 has been directly related with the occurrence of cardiovascular implications, such as coronary
atherosclerosis, inflammation in the vascular system and diffuse microangiopathy with thrombosis. Synthesis and secretion of IL-6 are directly
implicated in cardiovascular damages. Indeed, IL-6 production is also induced by angiotensin II in AT1/JAK/STAT-dependent manner. As
observed in SARS-CoV, also SARS-CoV-2 may be hypothesized to downregulate ACE2 expression, thus resulting in over-production of
angiotensin II by the related enzyme ACE. In turn, increased angiotensin II enhances IL-6 production via JAK/STAT pathway, thus establishing a
positive inflammatory feedback loop, ultimately resulting in the exacerbation of vascular and lung injuries. Moreover, the angiotensin II/AT1
receptor axis activates ADAM17 that cleavages and inactivates ACE2, enhancing angiotensin II retention. In addition, ADAM17 induction has
been found to process the membrane form of IL-6Rα to the soluble form (sIL-6Rα), followed by the gp130-mediated activation of STAT3 via the
sIL-6Rα-IL-6 complex in a variety of IL-6Rα-negative non-immune cells. The IL-6 amplifier promotes the production and secretion of several
pro-inflammatory cytokines and chemokines, such as IL-6, sustaining the IL-6 amplifier-driven positive feedback. SARS-CoV-2, severe acute
respiratory syndrome coronavirus 2; IL-6, interleukin 6; ACE2, angiotensin-converting enzyme 2; AT1, angiotensin II receptor type 1; JAK, Janus
Kinase; STAT, Signal Transducer and Activator of Transcription; ADAM17, A Disintegrin And Metalloproteinase domain-containing protein 17
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affected by COVID-19 and hypertension, taking an ACE inhibitors
or angiotensin II-receptor blockers, should switch to another
antihypertensive drug is still a matter of debate, and further
evidence is required.
Since IL-6 appears a key driver of cytokine storm and of its

consequent detrimental effects, monoclonal antibodies against
IL-6, such as tocilizumab and sarilumab, have been also
proposed to dampen this process. Tocilizumab, a monoclonal
antibody IL-6 receptor antagonist, approved for the treatment of
rheumatoid arthritis and CRS, has been used in clinical practice
in order to manage severe cases of COVID-19 and it has been
included in the current Chinese national treatment guidelines
(https://www.chinalawtranslate.com/wp-content/uploads/2020/
03/Who-translation.pdf). To date, 40 clinical trials (typing COVID-
19 and tocilizumab on clinicaltrials.gov and clinicaltrialsregister.
eu) are underway to test tocilizumab, alone or in combination, in
patients with COVID-19. Moreover, 18 clinical trials (typing
COVID-19 and tocilizumab on clinicaltrials.gov and clinicaltrials-
register.eu) will study the efficacy and safety of another IL-6
receptor antagonist, sarilumab, approved for the treatment of
rheumatoid arthritis in patients with COVID-19.
Beside monoclonal antibodies specifically targeting IL-6,

approved drugs inhibiting IL-6/JAK/STAT signaling may represent
a valuable tool. In particular, JAK signaling inhibitors, such as
baricitinib, fedratinib, and ruxolitinib — approved for indications
such as rheumatoid arthritis and myelofibrosis — have been
reported to attenuate the host inflammatory response associated
with massive pro-inflammatory cytokine and chemokine release.85

Based on this anti-inflammatory effect, they are likely to be
effective against the consequences of the elevated levels of
cytokines typically observed in patients with COVID-19.80 Among
them, baricitinib, a selective inhibitor of JAK 1 and 2, has been
predicted by crystallographic studies to inhibit two members of
the numb-associated kinase family, such as AP2-associated protein
kinase 1 (AAK1) and cyclin G-associated kinase (GAK), thus
hindering viral endocytosis into lung cells, at the concentration
approved for the treatment of arthritis rheumatoid.86 However,
despite such undeniable advantages, the repurposing of bariciti-
nib and, in general, of JAK inhibitors for the management of
COVID-19 is debated. In particular, concerns arise mainly from
evidence reporting that the activation of JAK/STAT pathway,
mediated by IFNs, is required for the induction of many IFN-
regulated genes, playing a pivotal role as innate early defense
system against viral infections. The defensive role of JAK/STAT
pathway is corroborated by evidence demonstrating that the
majority of virus have developed escaping strategies, such as the
production of viral-encoded factors blocking this pathway, which
are recognized as crucial determinants of virulence.87 Therefore,
inhibition of JAK/STAT signaling is likely to produce an impairment
of IFN-related antiviral response, exacerbating SARS-CoV-2 infec-
tion. However, since several benefits, such as the blockage of virus
entry and the attenuation of host excessive inflammatory
response, as well as vascular and lung damage, provide a strong
rationale for the use of baricitinib in the management of COVID-19
patients, the balance between positive and negative aspects of
JAK/STAT signaling inhibition has to be still drawn up.
To date, several clinical trials are testing the efficacy and safety

JAK inhibitors in COVID-19 patients (typing COVID-19 and JAK
inhibitors on clinicaltrials.gov and clinicaltrialsregister.eu).

The sphingosine-1-phosphate receptor 1 pathway
The sphingosine-1-phosphate (S1P) 1 has emerged as a crucial
signaling lipid regulator of inflammation and immune response,
including lymphocyte trafficking, vascular integrity, and cytokine
and chemokine production.88 Beside S1P role of second messen-
ger during inflammation, most of S1P effects on innate and
adaptive immunity are mediated by its binding to five G-protein-
coupled receptors (S1PRs1–5), which are differentially expressed in

tissues.88 Among them, S1P1 receptor is ubiquitously expressed
and coupled with a G inhibitory protein.89 The activation of S1P1
receptor is associated with Ras/ERK, PI3K/Akt/eNOS, and PLC/Ca2+

downstream pathways.89 Notably, under physiological and
pathological conditions, the S1P/S1PR1 axis has been demon-
strated to regulate the trafficking and migration of numerous
types of immune cells, including T and B lymphocytes, NK cells,
dendritic cells.88 Moreover, the S1P1 receptor signaling pathways
have been reported to inhibit the pathological damage induced
by the host innate and adaptive immune responses, thus
attenuating the cytokine storm observed in influenza virus
infection.40 In particular, Teijaro et al.40 demonstrated that, in
mice infected with A/Wisconsin/WSLH34939/09 influenza virus,
S1P1 receptor subtype regulates a crucial signaling loop funda-
mental for the initiation of cytokine storm in respiratory
endothelial cells. The administration of S1P1 agonist blunted
cytokine storm, by significantly inhibiting secretion of cytokines
and chemokines associated with influenza virus-induced pathol-
ogy, such as IFN-α, CCL2, IL-6, TNFα, and IFN-γ.40 Notably, in
endothelial cells, suppression of early innate immune responses
through S1P1 signaling has been found to decrease mortality
during influenza virus infection in mice.40 Interestingly, in a later
work by the same group, activation of S1P1 signaling has been
demonstrated to block cytokine and chemokine production, as
well as immune cell activation and recruitment in the lungs of
mice infected with the H1N1 WSN strain of influenza virus.90

Moreover, S1P1 agonism has been found to reduce cytokine storm
independently of TLR3 and TLR7 signaling, as well as of multiple
endosome and cytosolic innate pathogen-sensing pathways.90 In
contrast, S1P1R agonism has been found to suppress cytokine and
chemokine production by targeting MyD88 (myeloid differentia-
tion primary response gene 88)/TRIF (TIR-domain-containing
adapter-inducing IFN-β) signaling, two common actors with NF-
κB pathway.90 However, S1P1R agonism is likely to modulate other
signaling pathways that have not yet identified.
Thus, based on the effects of S1P receptor signaling on multiple

immunological processes indicating such pathway a promising for
the modulation of harmful inflammatory responses, the applica-
tion of therapies targeting S1P and S1P signaling may be
repurposed for immune-mediated disorders and inflammatory
conditions, such as COVID-19. For instance, SP1 agonists,
approved for multiple sclerosis, such as fingolimod, might be
used as therapeutic tools to dampen cytokine and chemokine
responses in those patients displaying excessive immune
responses. To date, only one non-randomized phase II clinical
trial is underway to establish the efficacy of fingolimod in the
treatment of COVID-19 (NCT04280588) (typing COVID-19 and
fingolimod on clinicaltrials.gov).

CONCLUDING REMARKS: A GLIMPSE INTO THE FUTURE
The COVID-19 pandemic, induced by the novel SARS-CoV-2,
represents one of the greatest global public health emergencies
since the pandemic influenza outbreak of 1918 and provides an
unprecedented challenge for the identification of both preventive
and therapeutic drugs. In particular, vaccines and effective
therapeutics to tackle this novel virus are urgently needed.
Fortunately, in the last decade vaccine technology has signifi-
cantly evolved, with the development of several RNA and DNA
vaccine candidates, licensed vectored vaccines, recombinant
proteins and cell culture-based vaccines for many indications.91

Moreover, given the similarities of SARS-CoV-2 with SARS-CoV, the
ideal target for the vaccine, the spike S protein on the surface of
the virus required for viral entry, has been quickly identified,
providing a target antigen to incorporate into advanced vaccine
platforms. Thus, antibodies specifically targeting the S protein can
block the binding of SARS-CoV-2 to the host ACE2 receptor, thus
neutralizing the virus. However, given the lesson learned from
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SARS and MERS, the development of the vaccine against SARS-
CoV-2 is likely to be an uphill road with several obstacles. In fact,
several vaccines for SARS-CoV, including recombinant S protein-
based vaccines, have been already developed and tested in
animal models, but many did not produce sterilizing immunity in
animal models and/or induced severe side effects, such as lung
and liver damage.92,93 To date, no human CoV vaccines have been
approved so far. Moreover, to complicate this scenario, it has to be
still unveiled whether infection with CoVs induces long-lived
antibody response protecting against the risk of relapsing
infections. Thus, scientific community has to overcome several
issues for the development of an effective and safe SARS-CoV-2
vaccine. In this regard, Ling et al. recently detected SARS-CoV-2-
specific humoral and cellular immunity in 8 COVID-19 patients,
recently become virus-free and consequently discharged.94 In
addition, the neutralizing antibody titers have been significantly
correlated with the numbers of nucleocapsid protein-specific
T cells.94 Such evidence indicates that both B and T cells cooperate
to protect the host from viral infection. Notably, despite the small
sample size, this study laid a theoretical foundation for the
diagnosis of infectious diseases, the tracing of past infections, as
well as the development of therapeutic antibody drugs and the
design of an effective vaccine. Consistently, Long et al. reported
acute antibody responses to SARS-CoV-2 in a cohort of 285
patients with COVID-19.31 In particular, 19 days after symptom
onset, 100% of patients have been tested positive for antiviral IgG
and seroconversion for IgG and IgM have been reported to occur
simultaneously or sequentially.31 Thus, serological testing might
be useful to identify suspected patients with negative RT-PCR
results as well as asymptomatic infections.31

However, the speed at which SARS-CoV-2 is spreading has
emphasized the urgent need to identify alternative therapeutic
strategies in order to contain viral infection and to attenuate the
excessive host immune response during the lag of vaccine
availability, especially in a scenario where the virus may become
endemic and recurrent seasonal epidemics may occur. In this
regard, several antiviral drugs, such as remdesivir, lopinavir and
ritonavir, are currently tested in several clinical trials, either alone
or in combination, and compassionate use of these drugs has
already been reported for SARS-CoV-2.95,96 However, antiviral
drugs might select for mutational escape, thus rendering this
therapeutic approach ineffective. Moreover, still unconfirmed
reports indicate sufficient pre-clinical rationale and evidence
regarding the use of chloroquine and hydroxychloroquine as
prophylactic agent,97 with evidence of safety from long-time use
in clinical practice for the treatment of malaria and autoimmune
diseases.98 However, their use needs further evidence and clinical
evaluation. Chloroquine and hydroxychloroquine are known to
potentially cause heart rhythm problems, that may be exacer-
bated whether combined with other drugs with similar effects on
the heart, and induce adverse liver, kidney and cerebral effects.99

Thus, as discussed in this review, treatments addressing the
immunopathology of the infection, such as immunomodulatory
drugs approved for different clinical indications, have become a
major focus. Such approaches show the advantage to override
viral mutational escape and to exert less-selective pressure on viral
population. Although the prospective of counteracting cytokine
storm is compelling, a major limitation relies on the limited
understanding of the immune signaling pathways triggering such
process. Hence, future dissection of immune signaling pathways
triggered by SARS-CoV-2 will provide novel insight on the effects
of the virus on human immune system and may reveal relevant
biological players that can be targeted to blunt cytokine storm.
Notably, since it is well established that innate immune responses
trigger the activation of multiple and redundant signaling
pathways, an effective therapy may require to acting, at the same
time, on multiple signaling pathways. In this regard, cocktails of
immunomodulatory drugs, such as monoclonal antibody targeting

a specific cytokine (e.g. TNF- inhibitors, IL-1-inhibitors, IL-6
inhibitors), corticosteroids (e.g. prednisone, methylprednisolone
and dexamethasone), and S1PR1 agonists (e.g. fingolimod), rather
than a single drug, might be more effective in the management of
COVID-19, by exerting either synergic or additive effects. In this
regard, it would be of key importance to assess whether patients
with immune-mediated disorders treated with immunomodula-
tory drugs, such as cytokine blockers, are more resistant to the
excessive immune response observed in COVID-19 patients and
more protected against SARS-CoV-2-driven pneumonia. However,
to date, no evidence reporting either decreased or increased risk
of SARS-CoV-driven pneumonia has been documented in this
patients and further investigations are required to verify this
hypothesis.
Furthermore, another aspect to better investigate concerns the

possibility that the uncontrolled immune response to viral
infection may cause detrimental systemic effects on several
physiological systems, such as the nervous, endocrine, renal and
cardiovascular systems. Accordingly, it is likely that the massive
cytokine and chemokine release may critically impact on these
physiological systems, thereby inducing both short- and long-term
detrimental effects. As an example, the neuro-invasive potential of
SARS-CoV and MERS-CoV has been previously reported.100 Thus,
given the high similarity between SARS-CoV and SARS-CoV-2, it is
likely that this latter displays a similar potential.101–103 As a matter
of fact, a study carried out in 214 COVID-19 patients reported that
about 88% of severe COVID-19 cases showed neurologic
manifestations, such as acute cerebrovascular diseases and
impaired consciousness.104

Finally, beside the putative long-term effects directly induced
by SARS-CoV-2 infection, another key issue to address concerns
the long-term effects of empirical and experimental treatments in
COVID-19 patients. In this regard, a study carried out in 25
recovered SARS patients, recruited 12 years after the viral
infection, reported significant differences in the serum metabo-
lomes in recovered SARS patients compared with controls.105 In
particular, a significant metabolic alteration — increased levels of
phosphatidylinositol and lysophosphatidylinositol — has been
found to coincide with the effect of methylprednisolone admin-
istration,105 thus suggesting that high-dose pulses of steroid
treatment may induce long-term systemic damage associated
with serum metabolic alterations.105

Therefore, all the challenges discussed above highlight some of
the major gaps in our knowledge of COVID-19 clinical spectrum,
underlying immune signaling pathways, systemic effects, and
long-term pathological signatures, which need to be urgently
fulfilled by future investigations.

ACKNOWLEDGEMENTS
We thank all the doctors, nurses, public health workers, and researchers for the
braveness in fighting against SARS-CoV-2 and the efforts to save the life of COVID-19
patients. This work has been supported by the University of Pavia (grants from FR&G
2019, Fondo Ricerca & Giovani, to C.L.).

ADDITIONAL INFORMATION
Competing interests: The authors declare no competing interests.

REFERENCES
1. Lu, R. et al. Genomic characterisation and epidemiology of 2019 novel cor-

onavirus: implications for virus origins and receptor binding. Lancet 395,
565–574 (2020).

2. Corman, V. M., Lienau, J. & Witzenrath, M. Coronaviruses as the cause of
respiratory infections. Internist 60, 1136–1145 (2019).

3. Chan, J. F. W. et al. Middle East respiratory syndrome coronavirus: another
zoonotic betacoronavirus causing SARS-like disease. Clin. Microbiol. Rev. 28,
465–522 (2015).

Immune response in COVID-19: addressing a pharmacological challenge by. . .
Catanzaro et al.

8

Signal Transduction and Targeted Therapy            (2020) 5:84 



4. Mackenzie, J. S. & Smith, D. W. COVID-19: a novel zoonotic disease caused by a
coronavirus from China: what we know and what we don’t. Microbiol. Aust.
https://doi.org/10.1071/MA20013 (2020).

5. Lau, S. K. P. et al. Severe acute respiratory syndrome coronavirus-like virus in
Chinese horseshoe bats. Proc. Natl Acad. Sci. U. S. A. 102, 14040–14045 (2005).

6. Zhou, L., Liu, K. & Liu, H. G. Cause analysis and treatment strategies of recur-
rence' with novel coronavirus pneumonia (covid-19) patients after discharge
from hospital. Zhonghua Jie He He Hu Xi Za Zhi Zhonghua Jiehe He Huxi Zazhi
Chin. J. Tuberc. Respir. Dis. 43, E028 (2020).

7. Chan, J. F.-W. et al. Genomic characterization of the 2019 novel human-
pathogenic coronavirus isolated from a patient with atypical pneumonia after
visiting Wuhan. Emerg. Microbes Infect. 9, 221–236 (2020).

8. Hoffmann, M. et al. SARS-CoV-2 cell entry depends on ACE2 and TMPRSS2 and is
blocked by a clinically proven protease inhibitor. Cell 181, 271–280.e8 (2020).

9. Wan, Y., Shang, J., Graham, R., Baric, R. S. & Li, F. Receptor recognition by the
novel coronavirus from Wuhan: an analysis based on decade-long structural
studies of SARS coronavirus. J. Virol. 94, e00127-20 (2020).

10. Ou, X. et al. Characterization of spike glycoprotein of SARS-CoV-2 on virus
entry and its immune cross-reactivity with SARS-CoV. Nat. Commun. 11, 1620
(2020).

11. Ding, Y. et al. Organ distribution of severe acute respiratory syndrome (SARS)
associated coronavirus (SARS-CoV) in SARS patients: implications for patho-
genesis and virus transmission pathways. J. Pathol. 203, 622–630 (2004).

12. Gu, J. et al. Multiple organ infection and the pathogenesis of SARS. J. Exp. Med.
202, 415–424 (2005).

13. Hamming, I. et al. Tissue distribution of ACE2 protein, the functional receptor for
SARS coronavirus. A first step in understanding SARS pathogenesis. J. Pathol.
203, 631–637 (2004).

14. Xu, H. et al. High expression of ACE2 receptor of 2019-nCoV on the epithelial
cells of oral mucosa. Int. J. Oral. Sci. 12, 8 (2020).

15. Zhao, Y. et al. Single-cell RNA expression profiling of ACE2, the putative receptor
of Wuhan 2019-nCov. Biorxiv 2020, 26.919985 (2020).

16. Huang, C. et al. Clinical features of patients infected with 2019 novel coronavirus
in Wuhan, China. Lancet Lond. Engl. 395, 497–506 (2020).

17. Xu, Z. et al. Pathological findings of COVID-19 associated with acute respiratory
distress syndrome. Lancet Respir. Med. 8, 420–422 (2020).

18. Wu, F. et al. A new coronavirus associated with human respiratory disease in
China. Nature 579, 265–269 (2020).

19. Shi, Y. et al. Immunopathological characteristics of coronavirus disease 2019 cases
in Guangzhou, China. medRxiv https://doi.org/10.1101/2020.03.12.20034736
(2020).

20. Qin, C. et al. Dysregulation of immune response in patients with COVID-19 in
Wuhan, China. Clin. Infect. Dis. Publ. Infect. Dis. Soc. Am. https://doi.org/10.1093/
cid/ciaa248 (2020).

21. Zhang, B. et al. Immune phenotyping based on neutrophil-to-lymphocyte ratio
and IgG predicts disease severity and outcome for patients with COVID-19.
https://doi.org/10.1101/2020.03.12.20035048. (2020).

22. Mehta, P. et al. COVID-19: consider cytokine storm syndromes and immuno-
suppression. Lancet 395, 1033–1034 (2020).

23. Li, D. et al. Immune dysfunction leads to mortality and organ injury in patients
with COVID-19 in China: insights from ERS-COVID-19 study. Signal Transduct.
Target. Ther. 5, 62 (2020).

24. Perlman, S. & Dandekar, A. A. Immunopathogenesis of coronavirus infections:
implications for SARS. Nat. Rev. Immunol. 5, 917–927 (2005).

25. Tynell, J. et al. Middle East respiratory syndrome coronavirus shows poor
replication but significant induction of antiviral responses in human monocyte-
derived macrophages and dendritic cells. J. Gen. Virol. 97, 344–355 (2016).

26. Zhou, J. et al. Active replication of Middle East respiratory syndrome coronavirus
and aberrant induction of inflammatory cytokines and chemokines in human
macrophages: implications for pathogenesis. J. Infect. Dis. 209, 1331–1342
(2014).

27. Zhu, N. et al. A novel coronavirus from patients with pneumonia in China, 2019.
N. Engl. J. Med. 382, 727–733 (2020).

28. Chen, D. et al. Recurrence of positive SARS-CoV-2 RNA in COVID-19: a case
report. Int. J. Infect. Dis. IJID . Publ. Int. Soc. Infect. Dis. 93, 297–299 (2020).

29. Tan, L. et al. Lymphopenia predicts disease severity of COVID-19: a descriptive
and predictive study. Signal Transduct. Target. Ther. 5, 33 (2020).

30. Wen, W. et al. Immune cell profiling of COVID-19 patients in the recovery stage
by single-cell sequencing. medRxiv https://doi.org/10.1101/2020.03.23.20039362
(2020).

31. Long, Q.-X. et al. Antibody responses to SARS-CoV-2 in patients with COVID-19.
Nat. Med. https://doi.org/10.1038/s41591-020-0897-1 (2020).

32. Alcami, A. & Koszinowski, U. H. Viral mechanisms of immune evasion. Immunol.
Today 21, 447–455 (2000).

33. de Wit, E., van Doremalen, N., Falzarano, D. & Munster, V. J. SARS and MERS:
recent insights into emerging coronaviruses. Nat. Rev. Microbiol. 14, 523–534
(2016).

34. Wan, S. et al. Characteristics of lymphocyte subsets and cytokines in peripheral
blood of 123 hospitalized patients with 2019 novel coronavirus pneumonia
(NCP). medRxiv https://doi.org/10.1101/2020.02.10.20021832 (2020).

35. Liu, Y. et al. Elevated plasma level of selective cytokines in COVID-19 patients
reflect viral load and lung injury. Natl. Sci. Rev. https://doi.org/10.1093/nsr/
nwaa037 (2020).

36. Favalli, E. G. et al. COVID-19 infection and rheumatoid arthritis: Faraway, so
close! Autoimmun. Rev. 19, 102523 (2020).

37. Gou, W. et al. Gut microbiota may underlie the predisposition of healthy indi-
viduals to COVID-19. medRxiv https://doi.org/10.1101/2020.04.22.20076091
(2020).

38. de Marcken, M., Dhaliwal, K., Danielsen, A. C., Gautron, A. S. & Dominguez-Villar,
M. TLR7 and TLR8 activate distinct pathways in monocytes during RNA virus
infection. Sci. Signal 12, eaaw1347 (2019).

39. Olejnik, J., Hume, A. J. & Mühlberger, E. Toll-like receptor 4 in acute viral
infection: Too much of a good thing. PLoS Pathog. 14, e1007390 (2018).

40. Teijaro, J. R. et al. Endothelial cells are central orchestrators of cytokine ampli-
fication during influenza virus infection. Cell 146, 980–991 (2011).

41. Li, Q. & Verma, I. M. NF-kappaB regulation in the immune system. Nat. Rev.
Immunol. 2, 725–734 (2002).

42. Hayden, M. S., West, A. P. & Ghosh, S. NF-κB and the immune response. Onco-
gene 25, 6758–6780 (2006).

43. DeDiego, M. L. et al. Inhibition of NF-κB-mediated inflammation in severe acute
respiratory syndrome coronavirus-infected mice increases survival. J. Virol. 88,
913 (2014).

44. Smits, S. L. et al. Exacerbated innate host response to SARS-CoV in aged non-
human primates. PLoS Pathog. 6, e1000756 (2010).

45. Wang, W. et al. Up-regulation of IL-6 and TNF-alpha induced by SARS-
coronavirus spike protein in murine macrophages via NF-kappaB pathway. Virus
Res. 128, 1–8 (2007).

46. Hiscott, J., Nguyen, T.-L. A., Arguello, M., Nakhaei, P. & Paz, S. Manipulation of the
nuclear factor-kappaB pathway and the innate immune response by viruses.
Oncogene 25, 6844–6867 (2006).

47. Clark, J., Vagenas, P., Panesar, M. & Cope, A. P. What does tumour necrosis factor
excess do to the immune system long term? Ann. Rheum. Dis. 64, iv70–iv76
(2005).

48. Silva, L. C. R., Ortigosa, L. C. M. & Benard, G. Anti-TNF-α agents in the treatment
of immune-mediated inflammatory diseases: mechanisms of action and pitfalls.
Immunotherapy 2, 817–833 (2010).

49. Lapadula, G. et al. Adalimumab in the treatment of immune-mediated diseases.
Int. J. Immunopathol. Pharmacol. 27, 33–48 (2014).

50. Charles, P. et al. Regulation of cytokines, cytokine inhibitors, and acute-phase
proteins following anti-TNF-alpha therapy in rheumatoid arthritis. J. Immunol.
163, 1521–1528 (1999).

51. Feldmann, M. & Maini, R. N. Anti-TNF alpha therapy of rheumatoid arthritis: what
have we learned? Annu. Rev. Immunol. 19, 163–196 (2001).

52. Dvorak, H. F., Brown, L. F., Detmar, M. & Dvorak, A. M. Vascular permeability
factor/vascular endothelial growth factor, microvascular hyperpermeability, and
angiogenesis. Am. J. Pathol. 146, 1029–1039 (1995).

53. Haga, S. et al. Modulation of TNF-alpha-converting enzyme by the spike protein
of SARS-CoV and ACE2 induces TNF-alpha production and facilitates viral entry.
Proc. Natl Acad. Sci. USA 105, 7809–7814 (2008).

54. Galloway, J. B. et al. Anti-TNF therapy is associated with an increased risk of
serious infections in patients with rheumatoid arthritis especially in the first
6 months of treatment: updated results from the British Society for Rheuma-
tology Biologics Register with special emphasis on risks in the elderly. Rheu-
matology. 50, 124–131 (2011).

55. Hirano, T. Pancreatic injuries in rats with fecal peritonitis: protective effect of a
new synthetic protease inhibitor, sepinostat mesilate (FUT-187). J. Surg. Res. 61,
301–306 (1996).

56. Takahashi, H. et al. Combined treatment with nafamostat mesilate and aspirin
prevents heparin-induced thrombocytopenia in a hemodialysis patient. Clin.
Nephrol. 59, 458–462 (2003).

57. Zhirnov, O. P., Klenk, H. D. & Wright, P. F. Aprotinin and similar protease inhi-
bitors as drugs against influenza. Antivir. Res. 92, 27–36 (2011).

58. Yamaya, M. et al. The serine protease inhibitor camostat inhibits influenza virus
replication and cytokine production in primary cultures of human tracheal
epithelial cells. Pulm. Pharmacol. Ther. 33, 66–74 (2015).

59. Ishizaki, M. et al. Nafamostat mesilate, a potent serine protease inhibitor, inhibits
airway eosinophilic inflammation and airway epithelial remodeling in a murine
model of allergic asthma. J. Pharmacol. Sci. 108, 355–363 (2008).

Immune response in COVID-19: addressing a pharmacological challenge by. . .
Catanzaro et al.

9

Signal Transduction and Targeted Therapy            (2020) 5:84 

https://doi.org/10.1071/MA20013
https://doi.org/10.1101/2020.03.12.20034736
https://doi.org/10.1093/cid/ciaa248
https://doi.org/10.1093/cid/ciaa248
https://doi.org/10.1101/2020.03.12.20035048
https://doi.org/10.1101/2020.03.23.20039362
https://doi.org/10.1038/s41591-020-0897-1
https://doi.org/10.1101/2020.02.10.20021832
https://doi.org/10.1093/nsr/nwaa037
https://doi.org/10.1093/nsr/nwaa037
https://doi.org/10.1101/2020.04.22.20076091


60. Florencio, A. C. et al. Effects of the serine protease inhibitor rBmTI-A in an
experimental mouse model of chronic allergic pulmonary inflammation. Sci. Rep.
9, 12624 (2019).

61. Chen, C.-L. et al. Serine protease inhibitors nafamostat mesilate and gabexate
mesilate attenuate allergen-induced airway inflammation and eosinophilia in a
murine model of asthma. J. Allergy Clin. Immunol. 118, 105–112 (2006).

62. Lin, C.-C. et al. The effect of serine protease inhibitors on airway inflammation in
a chronic allergen-induced asthma mouse model. Mediators Inflamm. 2014,
879326 (2014).

63. Yuksel, M., Okajima, K., Uchiba, M. & Okabe, H. Gabexate mesilate, a synthetic
protease inhibitor, inhibits lipopolysaccharide-induced tumor necrosis factor-
alpha production by inhibiting activation of both nuclear factor-kappaB and
activator protein-1 in human monocytes. J. Pharmacol. Exp. Ther. 305, 298–305
(2003).

64. Zhang, C., Wu, Z., Li, J.-W., Zhao, H. & Wang, G.-Q. The cytokine release syndrome
(CRS) of severe COVID-19 and Interleukin-6 receptor (IL-6R) antagonist Tocili-
zumab may be the key to reduce the mortality. Int. J. Antimicrob. Agents https://
doi.org/10.1016/j.ijantimicag.2020.105954 (2020).

65. Lee, C. et al. Janus kinase-signal transducer and activator of transcription
mediates phosphatidic acid-induced interleukin (IL)-1beta and IL-6 production.
Mol. Pharmacol. 69, 1041–1047 (2006).

66. Wainstein, M. V. et al. Elevated serum interleukin-6 is predictive of coronary
artery disease in intermediate risk overweight patients referred for coronary
angiography. Diabetol. Metab. Syndr. 9, 67 (2017).

67. Zhang, B., Li, X.-L., Zhao, C.-R., Pan, C.-L. & Zhang, Z. Interleukin-6 as a predictor
of the risk of cardiovascular disease: a meta-analysis of prospective epidemio-
logical studies. Immunol. Invest. 47, 689–699 (2018).

68. Biswas, P. et al. Interleukin-6 induces monocyte chemotactic protein-1 in per-
ipheral blood mononuclear cells and in the U937 cell line. Blood 91, 258–265
(1998).

69. McLoughlin, R. M. et al. Differential regulation of neutrophil-activating chemo-
kines by IL-6 and its soluble receptor isoforms. J. Immunol. 172, 5676 (2004).

70. van der Meer Irene, M. et al. Inflammatory mediators and cell adhesion mole-
cules as indicators of severity of atherosclerosis. Arterioscler. Thromb. Vasc. Biol.
22, 838–842 (2002).

71. Xiang, S. et al. Inhibitory effects of suppressor of cytokine signaling 3 on
inflammatory cytokine expression and migration and proliferation of IL-6/IFN-γ-
induced vascular smooth muscle cells. J. Huazhong Univ. Sci. Technol. Med. Sci.
Hua Zhong Ke Ji Xue Xue Bao Yi Xue Ying Wen Ban. Huazhong Keji Daxue Xuebao
Yixue Yingdewen Ban. 33, 615–622 (2013).

72. Qu, D., Liu, J., Lau, C. W. & Huang, Y. IL-6 in diabetes and cardiovascular com-
plications. Br. J. Pharmacol. 171, 3595–3603 (2014).

73. Schieffer, B. et al. Role of NAD(P)H oxidase in angiotensin II-induced JAK/STAT
signaling and cytokine induction. Circ. Res. 87, 1195–1201 (2000).

74. Marrero, M. B. et al. Direct stimulation of Jak/STAT pathway by the angiotensin II
AT1 receptor. Nature 375, 247–250 (1995).

75. Kuba, K. et al. A crucial role of angiotensin converting enzyme 2 (ACE2) in SARS
coronavirus-induced lung injury. Nat. Med. 11, 875–879 (2005).

76. Glowacka, I. et al. Differential downregulation of ACE2 by the spike proteins of
severe acute respiratory syndrome coronavirus and human coronavirus NL63. J.
Virol. 84, 1198–1205 (2010).

77. Eguchi, S., Kawai, T., Scalia, R. & Rizzo, V. Understanding angiotensin II type 1
receptor signaling in vascular pathophysiology. Hypertension 71, 804–810
(2018).

78. Murakami, M., Kamimura, D. & Hirano, T. Pleiotropy and specificity: insights from
the interleukin 6 family of cytokines. Immunity 50, 812–831 (2019).

79. Hirano, T. & Murakami, M. COVID-19: A new virus, but a familiar receptor and
cytokine release syndrome. Immunity https://doi.org/10.1016/j.
immuni.2020.04.003 (2020).

80. Stebbing, J. et al. COVID-19: combining antiviral and anti-inflammatory treat-
ments. Lancet Infect. Dis. 20, 400–402 (2020).

81. Bekerman, E. et al. Anticancer kinase inhibitors impair intracellular viral traf-
ficking and exert broad-spectrum antiviral effects. J. Clin. Invest. 127, 1338–1352
(2017).

82. Pu, S.-Y. et al. Feasibility and biological rationale of repurposing sunitinib and
erlotinib for dengue treatment. Antivir. Res. 155, 67–75 (2018).

83. Gurwitz, D. Angiotensin receptor blockers as tentative SARS-CoV-2 therapeutics.
Drug Dev. Res. https://doi.org/10.1002/ddr.21656 (2020).

84. Zheng, Y.-Y., Ma, Y.-T., Zhang, J.-Y. & Xie, X. COVID-19 and the cardiovascular
system. Nat. Rev. Cardiol. 17, 259–260 (2020).

85. Sanchez, G. A. M. et al. JAK1/2 inhibition with baricitinib in the treatment of
autoinflammatory interferonopathies. J. Clin. Invest. 128, 3041–3052 (2018).

86. Sorrell, F. J., Szklarz, M., Abdul Azeez, K. R., Elkins, J. M. & Knapp, S. Family-wide
structural analysis of human numb-associated protein kinases. Struct. Lond. Engl.
1993 24, 401–411 (2016).

87. Fleming, S. B. Viral inhibition of the IFN-induced JAK/STAT signalling pathway:
development of live attenuated vaccines by mutation of viral-encoded IFN-
antagonists. Vaccines 4, E23 (2016).

88. Spiegel, S. & Milstien, S. The outs and the ins of sphingosine-1-phosphate in
immunity. Nat. Rev. Immunol. 11, 403–415 (2011).

89. Bryan, A. M. & Del Poeta, M. Sphingosine-1-phosphate receptors and innate
immunity. Cell. Microbiol. 20, e12836 (2018).

90. Teijaro, J. R., Walsh, K. B., Rice, S., Rosen, H. & Oldstone, M. B. A. Mapping the
innate signaling cascade essential for cytokine storm during influenza virus
infection. Proc. Natl Acad. Sci. USA 111, 3799–3804 (2014).

91. Amanat, F. & Krammer, F. SARS-CoV-2 Vaccines: Status Report. Immunity 52,
583–589 (2020).

92. Bolles, M. et al. A double-inactivated severe acute respiratory syndrome cor-
onavirus vaccine provides incomplete protection in mice and induces increased
eosinophilic proinflammatory pulmonary response upon challenge. J. Virol. 85,
12201–12215 (2011).

93. Tseng, C.-T. et al. Immunization with SARS coronavirus vaccines leads to pul-
monary immunopathology on challenge with the SARS virus. PLoS ONE 7,
e35421 (2012).

94. Ni, L. et al. Detection of SARS-CoV-2-specific humoral and cellular immunity in
COVID-19 convalescent individuals. Immunity https://doi.org/10.1016/j.
immuni.2020.04.023 (2020).

95. Holshue, M. L. et al. First Case of 2019 Novel Coronavirus in the United States. N.
Engl. J. Med. 382, 929–936 (2020).

96. Lim, J. et al. Case of the index patient who caused tertiary transmission of
COVID-19 infection in Korea: the application of lopinavir/ritonavir for the
treatment of COVID-19 infected pneumonia monitored by quantitative RT-PCR.
J. Korean Med. Sci. 35, e79 (2020).

97. Cortegiani, A., Ingoglia, G., Ippolito, M., Giarratano, A. & Einav, S. A systematic
review on the efficacy and safety of chloroquine for the treatment of COVID-19.
J. Crit. Care https://doi.org/10.1016/j.jcrc.2020.03.005 (2020).

98. Lee, S.-J., Silverman, E. & Bargman, J. M. The role of antimalarial agents in the
treatment of SLE and lupus nephritis. Nat. Rev. Nephrol. 7, 718–729 (2011).

99. Touret, F. & de Lamballerie, X. Of chloroquine and COVID-19. Antivir. Res. 177,
104762 (2020).

100. Xu, J. et al. Detection of severe acute respiratory syndrome coronavirus in the
brain: potential role of the chemokine mig in pathogenesis. Clin. Infect. Dis. 41,
1089–1096 (2005).

101. Netland, J., Meyerholz, D. K., Moore, S., Cassell, M. & Perlman, S. Severe acute
respiratory syndrome coronavirus infection causes neuronal death in the
absence of encephalitis in mice transgenic for human ACE2. J. Virol. 82,
7264–7275 (2008).

102. Li, K. et al. Middle east respiratory syndrome coronavirus causes multiple organ
damage and lethal disease in mice transgenic for human dipeptidyl peptidase 4.
J. Infect. Dis. 213, 712–722 (2016).

103. Li, Y.-C., Bai, W.-Z. & Hashikawa, T. The neuroinvasive potential of SARS-CoV2
may play a role in the respiratory failure of COVID-19 patients. J. Med. Virol.
https://doi.org/10.1002/jmv.25728 (2020).

104. Mao, L. et al. Neurological Manifestations of Hospitalized Patients with COVID-19
in Wuhan, China: a retrospective case series study. medRxiv https://doi.org/
10.1101/2020.02.22.20026500 (2020).

105. Wu, Q. et al. Altered lipid metabolism in recovered SARS patients twelve years
after infection. Sci. Rep. 7, 9110 (2017).

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this license, visit http://creativecommons.
org/licenses/by/4.0/.

© The Author(s) 2020

Immune response in COVID-19: addressing a pharmacological challenge by. . .
Catanzaro et al.

10

Signal Transduction and Targeted Therapy            (2020) 5:84 

https://doi.org/10.1016/j.ijantimicag.2020.105954
https://doi.org/10.1016/j.ijantimicag.2020.105954
https://doi.org/10.1016/j.immuni.2020.04.003
https://doi.org/10.1016/j.immuni.2020.04.003
https://doi.org/10.1002/ddr.21656
https://doi.org/10.1016/j.immuni.2020.04.023
https://doi.org/10.1016/j.immuni.2020.04.023
https://doi.org/10.1016/j.jcrc.2020.03.005
https://doi.org/10.1002/jmv.25728
https://doi.org/10.1101/2020.02.22.20026500
https://doi.org/10.1101/2020.02.22.20026500
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Immune response in COVID-19: addressing a pharmacological challenge by targeting pathways triggered by SARS-CoV-2
	Introduction
	Virology and host-pathogen interaction
	Immunopathology of COVID-19
	Immune response to SARS-CoV-2
	Inflammatory cytokine storm and lung damage

	Putative signaling pathways triggered by SARS-CoV-2
	The NF-&#x003BA;B/TNF&#x003B1; signaling pathway
	The IL-6/JAK/STAT signaling pathway
	The sphingosine-1-phosphate receptor 1 pathway

	Concluding remarks: a glimpse into the future
	Acknowledgements
	ADDITIONAL INFORMATION
	References




