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All studies 65% 81 128,840

Improvement, Studies, Patients Relative Risk

Primary outcome 58% 81 128,893

Mortality 55% 41 116,053

Ventilation 35% 14 30,854
ICU admission 54% 8 22,347
Hospitalization 39% 22 39,918
Recovery 49% 27 4,513
Cases 78% 15 13,297
Viral clearance 55% 24 2,733

RCTs 56% 33 7,104

Peer-reviewed 65% 61 118,097

Prophylaxis 83% 16 19,365
Early 63% 32 55,952
Late 42% 33 53,523
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• Statistically signi�cant improvements are seen for
mortality, ventilation, ICU admission,
hospitalization, recovery, cases, and viral
clearance. All remain signi�cant after exclusions.
53 studies from 48 independent teams in 22
different countries show statistically signi�cant
improvements in isolation (39 primary outcome,
36 most serious outcome).

• Meta analysis using the most serious outcome
shows 63% [53-72%] and 83% [74-89%]
improvement for early treatment and prophylaxis,
with similar results after exclusion based
sensitivity analysis, for primary outcomes, for
peer-reviewed studies, and for RCTs.

• Results are very robust — in worst case exclusion
sensitivity analysis 54 of 81 studies must be
excluded to avoid �nding statistically signi�cant e�cacy.

• While many treatments have some level of e�cacy, they do not replace vaccines and other
measures to avoid infection. Only 25% of ivermectin studies show zero events in the treatment
arm. Multiple treatments are typically used in combination, which may be signi�cantly more
effective.

• No treatment, vaccine, or intervention is 100% available and effective for all variants. All practical,
effective, and safe means should be used. Denying the e�cacy of treatments increases mortality,
morbidity, collateral damage, and endemic risk.

• Over 20 countries have adopted ivermectin for COVID-19. The evidence base is much larger and has
much lower con�ict of interest than typically used to approve drugs.

• All data to reproduce this paper and sources are in the appendix. See [Bryant, Hariyanto, Kory,
Lawrie, Nardelli] for other meta analyses with similar results con�rming e�cacy.

Evidence base used for other COVID-19 approvals

Medication Studies Patients Improvement

Molnupiravir (UK) 1 775 50%

Budesonide (UK) 1 1,779 17%

Remdesivir (USA EUA) 1 1,063 31%
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Casirivimab/i.. (USA EUA) 1 799 66%

Ivermectin evidence 81 128,840 65% [56-71%]

Ivermectin reduces risk for COVID-19 with very high con�dence for mortality, ventilation, ICU
admission, hospitalization, progression, recovery, cases, viral clearance, and in pooled analysis.

We show traditional outcome speci�c analyses and combined evidence from all studies, incorporating
treatment delay, a primary confounding factor in COVID-19 studies.

Real-time updates and corrections, transparent analysis with all results in the same format, consistent
protocol for 38 treatments.

HIGHLIGHTS

https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-authorizes-monoclonal-antibodies-treatment-covid-19
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Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mghosp. 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Espitia-Hernandez 70% 0.30 [0.16-0.55] 12mgrecov. time 28 (n) 7 (n) CT 2 
Carvallo 85% 0.15 [0.02-1.28] 36mgdeath 1/32 3/14 CT 2 
Mahmud (DB RCT) 86% 0.14 [0.01-2.75] 12mgdeath 0/183 3/183 CT 2 
Szente Fonseca -14% 1.14 [0.75-1.66] 24mghosp. 340 (n) 377 (n)
Cadegiani 78% 0.22 [0.01-4.48] 42mgdeath 0/110 2/137 CT 2 
Ahmed (DB RCT) 85% 0.15 [0.01-2.70] 48mgsymptoms 0/17 3/19
Chaccour (DB RCT) 96% 0.04 [0.00-1.01] 28mgsymptoms 12 (n) 12 (n)
Ghauri 92% 0.08 [0.01-0.88] 48mgno recov. 0/37 7/53
Babalola (DB RCT) 64% 0.36 [0.10-1.27] 24mgviral+ 40 (n) 20 (n) OT 1 
Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mgdeath 0/55 4/57
Bukhari (RCT) 82% 0.18 [0.07-0.46] 12mgviral+ 4/41 25/45
Mohan (DB RCT) 62% 0.38 [0.08-1.75] 28mgno recov. 2/40 6/45
Biber (DB RCT) 70% 0.30 [0.03-2.76] 36mghosp. 1/47 3/42
Elalfy 87% 0.13 [0.06-0.27] 36mgviral+ 7/62 44/51 CT 2 
López-Me.. (DB RCT) 67% 0.33 [0.01-8.11] 84mgdeath 0/200 1/198
Roy 6% 0.94 [0.52-1.93] n/arecov. time 14 (n) 15 (n) CT 2 
Chahla (CLUS. RCT) 87% 0.13 [0.03-0.54] 24mgno disch. 2/110 20/144
Mourya 89% 0.11 [0.05-0.25] 48mgviral+ 5/50 47/50
Loue (QR) 70% 0.30 [0.04-2.20] 14mgdeath 1/10 5/15
Merino (QR) 74% 0.26 [0.11-0.57] 24mghosp. population-based cohort CS 5 
Faisal (RCT) 68% 0.32 [0.14-0.72] 48mgno recov. 6/50 19/50
Aref (RCT) 63% 0.37 [0.22-0.61] n/arecov. time 57 (n) 57 (n)
Krolewiecki (RCT) -152% 2.52 [0.11-58.1] 168mgventilation 1/27 0/14
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mgdeath 4/250 3/251
Together.. (DB RCT) 18% 0.82 [0.44-1.52] 84mgdeath 18/677 22/678
Buonfrate (DB RCT) -211% 3.11 [0.13-73.3] 336mghosp. 1/28 0/31
Mayer 55% 0.45 [0.32-0.63] 151mgdeath 3,266 (n) 17,966 (n)
Borody 92% 0.08 [0.01-0.79] 96mgdeath 0/600 6/600 CT 2  SC 4 
Abbas (DB RCT) -4% 1.04 [0.07-16.4] 84mgdeath 1/99 1/103
de Jesús Ascenci.. 59% 0.41 [0.36-0.47] 12mgdeath/hosp. 7,898 (n) 20,150 (n) CT 2 
Manomai.. (DB RCT) 43% 0.57 [0.20-1.46] 48mgno recov. 3/36 6/36

Tau 2  = 0.17, I 2  = 55.6%, p < 0.0001

Early treatment 63% 0.37 [0.28-0.47] 57/14,476 232/41,476 63% improvement

Shouman (RCT) 91% 0.09 [0.03-0.23] 36mgsymp. case 15/203 59/101

Improvement, RR [CI] Dose (1m)Treatment Control

Carvallo 96% 0.04 [0.00-0.63] 14mgcases 0/131 11/98 CT 2 
Behera 54% 0.46 [0.29-0.71] 42mgcases 41/117 145/255
Carvallo 100% 0.00 [0.00-0.02] 48mgcases 0/788 237/407 CT 2 
Hellwig (ECO.) 78% 0.22 [0.06-0.76] 14mgcases ecological
Bernigaud 99% 0.01 [0.00-0.10] 84mgdeath 0/69 150/3,062
Alam 91% 0.09 [0.04-0.25] 12mgcases 4/58 44/60
IVERCOR PREP 73% 0.27 [0.15-0.48] 48mgcases 13/389 61/486 MD 3 
Chahla (RCT) 95% 0.05 [0.00-0.80] 48mgm/s case 0/117 10/117 CT 2 
Behera 83% 0.17 [0.12-0.23] 42mgcases 45/2,199 133/1,147
Tanioka (ECO.) 88% 0.12 [0.03-0.46] 14mgdeath ecological
Seet (CLUS. RCT) 50% 0.50 [0.33-0.76] 12mgsymp. case 32/617 64/619 OT 1 
Morgenstern (PSM) 80% 0.20 [0.01-4.15] 56mghosp. 0/271 2/271
Mondal 88% 0.12 [0.01-0.55] n/asymp. case 128 (n) 1,342 (n)
Samajdar 80% 0.20 [0.11-0.38] n/acases 12/164 29/81
Kerr (PSM) 70% 0.30 [0.19-0.46] 56mgdeath 25/3,034 79/3,034

Tau 2  = 0.45, I 2  = 81.8%, p < 0.0001

Prophylaxis 83% 0.17 [0.11-0.26] 187/8,285 1,024/11,080 83% improvement

All studies 73% 0.27 [0.22-0.34] 244/22,761 1,256/52,556 73% improvement

Ivermectin COVID-19 early treatment and prophylaxis studies ivmmeta.com Mar 22, 2022

Tau 2  = 0.29, I 2  = 73.3%, p < 0.0001 Effect extraction pre-speci�ed, see appendix

 1  OT: ivermectin vs. other treatment
 3  MD: minimal detail available currently
 5  CS: preprint censored, see details

 2  CT: study uses combined treatment
 4  SC: study uses synthetic control arm
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Figure 1. A. Random effects meta-analysis excluding late treatment. This plot shows pooled effects, analysis for
individual outcomes is below, and more details on pooled effects can be found in the heterogeneity section. Effect

extraction is pre-speci�ed, using the most serious outcome reported. Simpli�ed dosages are shown for comparison,
these are the total dose in the �rst four days for treatment, and the monthly dose for prophylaxis, for a 70kg person. For

details of effect extraction and full dosage information see the appendix. B. Scatter plot showing the distribution of
effects reported in early treatment studies and in all studies. C and D. Chronological history of all reported effects, with

the probability that the observed or greater frequency of positive results were generated by an ineffective treatment.

Introduction

We analyze all signi�cant studies concerning the use of ivermectin for COVID-19. Search methods,
inclusion criteria, effect extraction criteria (more serious outcomes have priority), all individual study data,
PRISMA answers, and statistical methods are detailed in Appendix 1. We present random effects meta-
analysis results for all studies, studies within each treatment stage, speci�c outcomes, peer-reviewed
studies, Randomized Controlled Trials (RCTs), and after exclusions.

We also perform a simple analysis of the distribution of study effects. If treatment was not effective, the
observed effects would be randomly distributed (or more likely to be negative if treatment is harmful). We
can compute the probability that the observed percentage of positive results (or higher) could occur due

B

C

D



to chance with an ineffective treatment (the probability of >= k heads in n coin tosses, or the one-sided
sign test / binomial test). Analysis of publication bias is important and adjustments may be needed if
there is a bias toward publishing positive results.

Figure 2 shows stages of possible treatment for COVID-19. Prophylaxis refers to regularly taking
medication before becoming sick, in order to prevent or minimize infection. Early Treatment refers to
treatment immediately or soon after symptoms appear, while Late Treatment refers to more delayed
treatment.

Figure 2. Treatment stages.

Results

Figure 3 shows a visual overview of the results. Figure 4, 5, and 6 show results by treatment stage. Figure
7, 8, 9, 10, 11, 12, 13, and 14 show forest plots for a random effects meta-analysis of all studies with
pooled effects, and for studies reporting mortality results, ICU admission, mechanical ventilation,
hospitalization, recovery, COVID-19 cases, and viral clearance results only. Figure 15 shows results for
peer reviewed trials only, and the supplementary data contains peer reviewed and individual outcome
results after exclusions. Table 1 and Table 2 summarize the results.

https://ivmmeta.com/supp.html


Figure 3. Overview of results.
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Treatment
time

Number of
studies

reporting
positive
effects

Total
number

of
studies

Percentage of
studies

reporting
positive effects

Probability of an equal or
greater percentage of positive

results from an ineffective
treatment

Random effects
meta-analysis

results

Early
treatment

27 32 84.4% 1 in 18 thousand

63% improvement 
RR 0.37 [0.28-

0.47] 
p < 0.0001

Late
treatment

27 33 81.8% 1 in 6 thousand

42% improvement 
RR 0.58 [0.45-

0.75] 
p < 0.0001

Prophylaxis 16 16 100% 1 in 66 thousand

83% improvement 
RR 0.17 [0.11-

0.26] 
p < 0.0001

All studies 70 81 86.4% 1 in 169 billion

65% improvement 
RR 0.35 [0.29-

0.44] 
p < 0.0001

Table 1. Results by treatment stage.

Studies Prophylaxis Early treatment Late treatment Patients

All studies 81 83% [74-89%] 63% [53-72%] 42% [25-55%] 128,840

Peer-reviewed 61 83% [73-90%] 65% [53-74%] 41% [18-58%] 118,097

After exclusions 55 82% [68-89%] 70% [62-76%] 56% [35-70%] 114,959

Randomized Controlled Trials 33 84% [25-96%] 60% [44-72%] 23% [-1-41%] 7,104

RCTs after exclusions 27 84% [25-96%] 67% [55-75%] 29% [4-48%] 4,985

Table 2. Results by treatment stage for all studies and with different exclusions.

https://ivmmeta.l/supp.html#fig_fpre


Figure 4. Results by treatment stage.

Figure 5. Chronological history of early and late treatment results, with the probability that the observed or greater
frequency of positive results were generated by an ineffective treatment.



Figure 6. Chronological history of prophylaxis results.



Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mghosp. 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Espitia-Hernandez 70% 0.30 [0.16-0.55] 12mgrecov. time 28 (n) 7 (n) CT 2 
Carvallo 85% 0.15 [0.02-1.28] 36mgdeath 1/32 3/14 CT 2 
Mahmud (DB RCT) 86% 0.14 [0.01-2.75] 12mgdeath 0/183 3/183 CT 2 
Szente Fonseca -14% 1.14 [0.75-1.66] 24mghosp. 340 (n) 377 (n)
Cadegiani 78% 0.22 [0.01-4.48] 42mgdeath 0/110 2/137 CT 2 
Ahmed (DB RCT) 85% 0.15 [0.01-2.70] 48mgsymptoms 0/17 3/19
Chaccour (DB RCT) 96% 0.04 [0.00-1.01] 28mgsymptoms 12 (n) 12 (n)
Ghauri 92% 0.08 [0.01-0.88] 48mgno recov. 0/37 7/53
Babalola (DB RCT) 64% 0.36 [0.10-1.27] 24mgviral+ 40 (n) 20 (n) OT 1 
Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mgdeath 0/55 4/57
Bukhari (RCT) 82% 0.18 [0.07-0.46] 12mgviral+ 4/41 25/45
Mohan (DB RCT) 62% 0.38 [0.08-1.75] 28mgno recov. 2/40 6/45
Biber (DB RCT) 70% 0.30 [0.03-2.76] 36mghosp. 1/47 3/42
Elalfy 87% 0.13 [0.06-0.27] 36mgviral+ 7/62 44/51 CT 2 
López-Me.. (DB RCT) 67% 0.33 [0.01-8.11] 84mgdeath 0/200 1/198
Roy 6% 0.94 [0.52-1.93] n/arecov. time 14 (n) 15 (n) CT 2 
Chahla (CLUS. RCT) 87% 0.13 [0.03-0.54] 24mgno disch. 2/110 20/144
Mourya 89% 0.11 [0.05-0.25] 48mgviral+ 5/50 47/50
Loue (QR) 70% 0.30 [0.04-2.20] 14mgdeath 1/10 5/15
Merino (QR) 74% 0.26 [0.11-0.57] 24mghosp. population-based cohort CS 5 
Faisal (RCT) 68% 0.32 [0.14-0.72] 48mgno recov. 6/50 19/50
Aref (RCT) 63% 0.37 [0.22-0.61] n/arecov. time 57 (n) 57 (n)
Krolewiecki (RCT) -152% 2.52 [0.11-58.1] 168mgventilation 1/27 0/14
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mgdeath 4/250 3/251
Together.. (DB RCT) 18% 0.82 [0.44-1.52] 84mgdeath 18/677 22/678
Buonfrate (DB RCT) -211% 3.11 [0.13-73.3] 336mghosp. 1/28 0/31
Mayer 55% 0.45 [0.32-0.63] 151mgdeath 3,266 (n) 17,966 (n)
Borody 92% 0.08 [0.01-0.79] 96mgdeath 0/600 6/600 CT 2  SC 4 
Abbas (DB RCT) -4% 1.04 [0.07-16.4] 84mgdeath 1/99 1/103
de Jesús Ascenci.. 59% 0.41 [0.36-0.47] 12mgdeath/hosp. 7,898 (n) 20,150 (n) CT 2 
Manomai.. (DB RCT) 43% 0.57 [0.20-1.46] 48mgno recov. 3/36 6/36

Tau 2  = 0.17, I 2  = 55.6%, p < 0.0001

Early treatment 63% 0.37 [0.28-0.47] 57/14,476 232/41,476 63% improvement

Gorial 71% 0.29 [0.01-5.76] 14mgdeath 0/16 2/71

Improvement, RR [CI] Dose (4d)Treatment Control

Kishoria (RCT) -8% 1.08 [0.57-2.02] 12mgno disch. 11/19 7/13
Podder (RCT) 16% 0.84 [0.55-1.12] 14mgrecov. time 32 (n) 30 (n)
Khan 87% 0.13 [0.02-1.00] 12mgdeath 1/115 9/133
Chachar (RCT) 10% 0.90 [0.44-1.83] 36mgno recov. 9/25 10/25
Soto-Becerra 17% 0.83 [0.71-0.97] 14mgdeath 92/203 1,438/2,630
Rajter (PSM) 46% 0.54 [0.27-0.99] 14mgdeath 13/98 24/98
Hashim (SB RCT) 92% 0.08 [0.00-1.44] 28mgdeath 0/59 6/70 CT 2 
Camprubí 40% 0.60 [0.18-2.01] 14mgventilation 3/13 5/13
Spoorthi 21% 0.79 [0.64-0.98] n/arecov. time 50 (n) 50 (n) CT 2 
Budhiraja 99% 0.01 [0.00-0.15] n/adeath 0/34 103/942
Okumuş (DB RCT) 33% 0.67 [0.27-1.64] 56mgdeath 6/30 9/30
Shahbazn.. (DB RCT) -197% 2.97 [0.13-70.5] 14mgdeath 1/35 0/34
Lima-Morales 78% 0.22 [0.12-0.41] 12mgdeath 15/481 52/287 CT 2 
Beltran .. (DB RCT) 14% 0.86 [0.29-2.56] 12mgdeath 5/36 6/37
Pott-Junior (RCT) 85% 0.15 [0.01-1.93] 14mgventilation 1/27 1/4
Huvemek (DB RCT) 32% 0.68 [0.38-1.23] 84mgno improv. 13/50 19/50
Ahsan 50% 0.50 [0.28-0.90] 21mgdeath 17/110 17/55 CT 2 
Abd-Elsalam (RCT) 25% 0.75 [0.17-3.06] 36mgdeath 3/82 4/82
Hazan 86% 0.14 [0.01-2.15] 24mgdeath 0/24 synthetic CT 2  SC 4 
Elavarasi 20% 0.80 [0.61-1.06] n/adeath 48/283 311/1,475
Rezk 80% 0.20 [0.01-4.13] 72mgdeath 0/160 2/160
Lim (RCT) 69% 0.31 [0.09-1.11] 112mgdeath 3/241 10/249
Ozer 75% 0.25 [0.06-1.13] 28mgdeath 2/60 8/60
Ferreira -5% 1.05 [0.32-3.43] n/adeath 3/21 11/81
Jamir -53% 1.53 [0.88-2.67] n/adeath 32/76 69/190
Baguma 97% 0.03 [0.00-11.7] n/adeath 7 (n) 474 (n)
Mustafa 64% 0.36 [0.12-1.14] variesdeath 3/73 42/371
Shimizu 100% 0.00 [0.00-0.01] 14mgdeath 0/39 8/49
Zubair -9% 1.09 [0.33-3.64] 12mgdeath 5/90 5/98
Thairu (PSM) 88% 0.12 [0.01-2.14] 56mgdeath 0/21 4/26
E�menko (PSM) 69% 0.31 [0.20-0.48] n/adeath 1,072 (n) 40,536 (n) OT 1 
Soto -41% 1.41 [1.16-1.76] n/adeath 280/484 374/934
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Figure 7. Random effects meta-analysis for all studies. This plot shows pooled effects, analysis for individual outcomes
is below, and more details on pooled effects can be found in the heterogeneity section. Effect extraction is pre-speci�ed,
using the most serious outcome reported. Simpli�ed dosages are shown for comparison, these are the total dose in the
�rst four days for treatment, and the monthly dose for prophylaxis, for a 70kg person. For details of effect extraction and

full dosage information see the appendix.
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Tau 2  = 0.26, I 2  = 82.2%, p < 0.0001

Late treatment 42% 0.58 [0.45-0.75] 566/4,166 2,556/49,357 42% improvement

Shouman (RCT) 91% 0.09 [0.03-0.23] 36mgsymp. case 15/203 59/101

Improvement, RR [CI] Dose (1m)Treatment Control

Carvallo 96% 0.04 [0.00-0.63] 14mgcases 0/131 11/98 CT 2 
Behera 54% 0.46 [0.29-0.71] 42mgcases 41/117 145/255
Carvallo 100% 0.00 [0.00-0.02] 48mgcases 0/788 237/407 CT 2 
Hellwig (ECO.) 78% 0.22 [0.06-0.76] 14mgcases ecological
Bernigaud 99% 0.01 [0.00-0.10] 84mgdeath 0/69 150/3,062
Alam 91% 0.09 [0.04-0.25] 12mgcases 4/58 44/60
IVERCOR PREP 73% 0.27 [0.15-0.48] 48mgcases 13/389 61/486 MD 3 
Chahla (RCT) 95% 0.05 [0.00-0.80] 48mgm/s case 0/117 10/117 CT 2 
Behera 83% 0.17 [0.12-0.23] 42mgcases 45/2,199 133/1,147
Tanioka (ECO.) 88% 0.12 [0.03-0.46] 14mgdeath ecological
Seet (CLUS. RCT) 50% 0.50 [0.33-0.76] 12mgsymp. case 32/617 64/619 OT 1 
Morgenstern (PSM) 80% 0.20 [0.01-4.15] 56mghosp. 0/271 2/271
Mondal 88% 0.12 [0.01-0.55] n/asymp. case 128 (n) 1,342 (n)
Samajdar 80% 0.20 [0.11-0.38] n/acases 12/164 29/81
Kerr (PSM) 70% 0.30 [0.19-0.46] 56mgdeath 25/3,034 79/3,034

Tau 2  = 0.45, I 2  = 81.8%, p < 0.0001

Prophylaxis 83% 0.17 [0.11-0.26] 187/8,285 1,024/11,080 83% improvement

All studies 65% 0.35 [0.29-0.44] 810/26,927 3,812/101,913 65% improvement

Tau 2  = 0.52, I 2  = 88.0%, p < 0.0001 Effect extraction pre-speci�ed, see appendix

 1  OT: ivermectin vs. other treatment
 3  MD: minimal detail available currently
 5  CS: preprint censored, see details

 2  CT: study uses combined treatment
 4  SC: study uses synthetic control arm

Favors ivermectin Favors control
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Figure 8. Random effects meta-analysis for mortality.
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Carvallo 85% 0.15 [0.02-1.28] 36mg1/32 3/14 CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Mahmud (DB RCT) 86% 0.14 [0.01-2.75] 12mg0/183 3/183 CT 2 
Cadegiani 78% 0.22 [0.01-4.48] 42mg0/110 2/137 CT 2 
Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mg0/55 4/57
López-Me.. (DB RCT) 67% 0.33 [0.01-8.11] 84mg0/200 1/198
Loue (QR) 70% 0.30 [0.04-2.20] 14mg1/10 5/15
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mg4/250 3/251
Together.. (DB RCT) 18% 0.82 [0.44-1.52] 84mg18/677 22/678
Mayer 55% 0.45 [0.32-0.63] 151mg3,266 (n) 17,966 (n)
Borody 92% 0.08 [0.01-0.79] 96mg0/600 6/600 CT 2  SC 3 
Abbas (DB RCT) -4% 1.04 [0.07-16.4] 84mg1/99 1/103
de Jesús Ascenci.. 15% 0.85 [0.68-1.06] 12mg101/7,898 303/20,150 CT 2 

Tau 2  = 0.13, I 2  = 46.2%, p = 0.0053

Early treatment 44% 0.56 [0.38-0.84] 126/13,380 353/40,352 44% improvement

Gorial 71% 0.29 [0.01-5.76] 14mg0/16 2/71

Improvement, RR [CI] Dose (4d)Treatment Control

Khan 87% 0.13 [0.02-1.00] 12mg1/115 9/133
Soto-Becerra 17% 0.83 [0.71-0.97] 14mg92/203 1,438/2,630
Rajter (PSM) 46% 0.54 [0.27-0.99] 14mg13/98 24/98
Hashim (SB RCT) 92% 0.08 [0.00-1.44] 28mg0/59 6/70 CT 2 
Budhiraja 99% 0.01 [0.00-0.15] n/a0/34 103/942
Okumuş (DB RCT) 33% 0.67 [0.27-1.64] 56mg6/30 9/30
Shahbazn.. (DB RCT) -197% 2.97 [0.13-70.5] 14mg1/35 0/34
Lima-Morales 78% 0.22 [0.12-0.41] 12mg15/481 52/287 CT 2 
Beltran .. (DB RCT) 14% 0.86 [0.29-2.56] 12mg5/36 6/37
Ahsan 50% 0.50 [0.28-0.90] 21mg17/110 17/55 CT 2 
Abd-Elsalam (RCT) 25% 0.75 [0.17-3.06] 36mg3/82 4/82
Hazan 86% 0.14 [0.01-2.15] 24mg0/24 synthetic CT 2  SC 3 
Elavarasi 20% 0.80 [0.61-1.06] n/a48/283 311/1,475
Rezk 80% 0.20 [0.01-4.13] 72mg0/160 2/160
Lim (RCT) 69% 0.31 [0.09-1.11] 112mg3/241 10/249
Ozer 75% 0.25 [0.06-1.13] 28mg2/60 8/60
Ferreira -5% 1.05 [0.32-3.43] n/a3/21 11/81
Jamir -53% 1.53 [0.88-2.67] n/a32/76 69/190
Baguma 97% 0.03 [0.00-11.7] n/a7 (n) 474 (n)
Mustafa 64% 0.36 [0.12-1.14] varies3/73 42/371
Shimizu 100% 0.00 [0.00-0.01] 14mg0/39 8/49
Zubair -9% 1.09 [0.33-3.64] 12mg5/90 5/98
Thairu (PSM) 88% 0.12 [0.01-2.14] 56mg0/21 4/26
E�menko (PSM) 69% 0.31 [0.20-0.48] n/a1,072 (n) 40,536 (n) OT 1 
Soto -41% 1.41 [1.16-1.76] n/a280/484 374/934

Tau 2  = 0.36, I 2  = 85.4%, p < 0.0001

Late treatment 50% 0.50 [0.36-0.70] 529/3,950 2,514/49,172 50% improvement

Bernigaud 99% 0.01 [0.00-0.10] 84mg0/69 150/3,062

Improvement, RR [CI] Dose (1m)Treatment Control

Tanioka (ECO.) 88% 0.12 [0.03-0.46] 14mgecological
Kerr (PSM) 70% 0.30 [0.19-0.46] 56mg25/3,034 79/3,034

Tau 2  = 1.39, I 2  = 76.5%, p = 0.005

Prophylaxis 90% 0.10 [0.02-0.50] 25/3,103 229/6,096 90% improvement

All studies 55% 0.45 [0.35-0.60] 680/20,433 3,096/95,620 55% improvement

All 41 ivermectin COVID-19 mortality results ivmmeta.com Mar 22, 2022

Tau 2  = 0.36, I 2  = 84.2%, p < 0.0001

 1  OT: ivermectin vs. other treatment
 3  SC: study uses synthetic control arm

 2  CT: study uses combined treatment

Favors ivermectin Favors control
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Figure 9. Random effects meta-analysis for mechanical ventilation.

Figure 10. Random effects meta-analysis for ICU admission.
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Cadegiani 94% 0.06 [0.00-0.99] 42mg0/110 9/137 CT 1 

Improvement, RR [CI] Dose (4d)Treatment Control

Ravikirti (DB RCT) 79% 0.21 [0.03-1.72] 24mg1/55 5/57
Krolewiecki (RCT) -152% 2.52 [0.11-58.1] 168mg1/27 0/14
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mg4/250 3/251
de Jesús Ascenci.. 9% 0.91 [0.70-1.18] 12mg77/7,898 216/20,150 CT 1 

Tau 2  = 0.32, I 2  = 34.7%, p = 0.43

Early treatment 29% 0.71 [0.31-1.64] 83/8,340 233/20,609 29% improvement

Rajter (PSM) 64% 0.36 [0.12-1.10] 14mg4/98 11/98

Improvement, RR [CI] Dose (4d)Treatment Control

Camprubí 40% 0.60 [0.18-2.01] 14mg3/13 5/13
Shahbazn.. (DB RCT) -94% 1.94 [0.18-20.4] 14mg2/35 1/34
Lima-Morales 52% 0.48 [0.20-1.18] 12mg8/434 11/287 CT 1 
Pott-Junior (RCT) 85% 0.15 [0.01-1.93] 14mg1/27 1/4
Abd-Elsalam (RCT) 0% 1.00 [0.21-4.81] 36mg3/82 3/82
Lim (RCT) 59% 0.41 [0.13-1.30] 112mg4/241 10/249
Ozer 13% 0.87 [0.11-5.58] 28mg3/60 2/60
Shimizu 48% 0.52 [0.29-0.93] 14mg39 (n) 49 (n)

Tau 2  = 0.00, I 2  = 0.0%, p = 0.00048

Late treatment 48% 0.52 [0.36-0.75] 28/1,029 44/876 48% improvement

All studies 35% 0.65 [0.48-0.88] 111/9,369 277/21,485 35% improvement

All 14 ivermectin COVID-19 mechanical ventilation results ivmmeta.com Mar 22, 2022

Tau 2  = 0.05, I 2  = 15.9%, p = 0.0053

 1  CT: study uses combined treatment

Favors ivermectin Favors control

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Ravikirti (DB RCT) 14% 0.86 [0.28-2.67] 24mg5/55 6/57

Improvement, RR [CI] Dose (4d)Treatment Control

Mayer 66% 0.34 [0.22-0.51] 151mg3,266 (n) 17,966 (n)

Tau 2  = 0.24, I 2  = 56.4%, p = 0.081

Early treatment 53% 0.47 [0.20-1.10] 5/3,321 6/18,023 53% improvement

Khan 89% 0.11 [0.01-0.80] 12mg1/115 11/133

Improvement, RR [CI] Dose (4d)Treatment Control

Camprubí 33% 0.67 [0.13-3.35] 14mg2/13 3/13
Pott-Junior (RCT) 85% 0.15 [0.01-1.93] 14mg1/27 1/4
Lim (RCT) 22% 0.78 [0.27-2.20] 112mg6/241 8/249
Ozer 49% 0.51 [0.09-2.50] 28mg6/60 3/60
Shimizu 43% 0.57 [0.32-1.02] 14mg39 (n) 49 (n)

Tau 2  = 0.00, I 2  = 0.0%, p = 0.0054

Late treatment 46% 0.54 [0.35-0.83] 16/495 26/508 46% improvement

All studies 54% 0.46 [0.33-0.64] 21/3,816 32/18,531 54% improvement

All 8 ivermectin COVID-19 ICU results ivmmeta.com Mar 22, 2022

Tau 2  = 0.02, I 2  = 8.4%, p < 0.0001 Favors ivermectin Favors control
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Figure 11. Random effects meta-analysis for hospitalization.

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mghosp. 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Szente Fonseca -14% 1.14 [0.75-1.66] 24mghosp. 340 (n) 377 (n)
Cadegiani 98% 0.02 [0.00-0.33] 42mghosp. 0/110 27/137 CT 2 
Biber (DB RCT) 70% 0.30 [0.03-2.76] 36mghosp. 1/47 3/42
Merino (QR) 74% 0.26 [0.11-0.57] 24mghosp. population-based cohort CS 4 
Vallejos (DB RCT) 33% 0.67 [0.34-1.28] 24mghosp. 14/250 21/251
Buonfrate (DB RCT) -211% 3.11 [0.13-73.3] 336mghosp. 1/28 0/31
Borody 93% 0.07 [0.04-0.13] 96mghosp. 5/600 70/600 CT 2  SC 3 
de Jesús Ascenci.. 48% 0.52 [0.48-0.58] 12mghosp. 485/7,898 2,360/20,150 CT 2 

Tau 2  = 0.66, I 2  = 86.8%, p = 0.0025

Early treatment 65% 0.35 [0.17-0.69] 506/9,333 2,483/21,644 65% improvement

Gorial 42% 0.58 [0.45-0.75] 14mghosp. time 16 (n) 71 (n)

Improvement, RR [CI] Dose (4d)Treatment Control

Khan 40% 0.60 [0.44-0.81] 12mghosp. time 115 (n) 133 (n)
Spoorthi 16% 0.84 [0.74-0.96] n/ahosp. time 50 (n) 50 (n) CT 2 
Shahbazn.. (DB RCT) 15% 0.85 [0.74-0.97] 14mghosp. time 35 (n) 34 (n)
Lima-Morales 67% 0.33 [0.22-0.47] 12mghosp. 44/481 89/287 CT 2 
Beltran .. (DB RCT) -20% 1.20 [0.77-1.87] 12mghosp. time 36 (n) 37 (n)
Abd-Elsalam (RCT) 20% 0.80 [0.63-1.03] 36mghosp. time 82 (n) 82 (n)
Hazan 93% 0.07 [0.00-1.02] 24mghosp. 0/24 synthetic CT 2  SC 3 
Lim (RCT) -5% 1.05 [0.94-1.19] 112mghosp. time 241 (n) 249 (n)
Ozer -9% 1.09 [0.99-1.22] 28mghosp. time 60 (n) 60 (n)
Zubair -8% 1.08 [0.91-1.29] 12mghosp. time 90 (n) 98 (n)

Tau 2  = 0.06, I 2  = 88.4%, p = 0.011

Late treatment 20% 0.80 [0.67-0.95] 44/1,230 89/1,101 20% improvement

Morgenstern (PSM) 80% 0.20 [0.01-4.15] 56mghosp. 0/271 2/271

Improvement, RR [CI] Dose (1m)Treatment Control

Kerr (PSM) 67% 0.33 [0.23-0.46] 56mghosp. 44/3,034 99/3,034

Tau 2  = 0.00, I 2  = 0.0%, p < 0.0001

Prophylaxis 67% 0.33 [0.23-0.46] 44/3,305 101/3,305 67% improvement

All studies 39% 0.61 [0.49-0.75] 594/13,868 2,673/26,050 39% improvement

All 22 ivermectin COVID-19 hospitalization results ivmmeta.com Mar 22, 2022

Tau 2  = 0.16, I 2  = 92.9%, p < 0.0001

 1  OT: ivermectin vs. other treatment
 3  SC: study uses synthetic control arm

 2  CT: study uses combined treatment
 4  CS: preprint censored, see details

Favors ivermectin Favors control
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Figure 12. Random effects meta-analysis for recovery results only.

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Chowdhury (RCT) 46% 0.54 [0.40-0.73] 14mgno recov. 27/60 47/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Espitia-Hernandez 70% 0.30 [0.16-0.55] 12mgrecov. time 28 (n) 7 (n) CT 2 
Mahmud (DB RCT) 94% 0.06 [0.04-0.09] 12mgno recov. 72/183 100/180 CT 2 
Ghauri 92% 0.08 [0.01-0.88] 48mgno recov. 0/37 7/53
Babalola (DB RCT) 41% 0.59 [0.33-1.05] 24mg∆Spo2 38 (n) 18 (n) OT 1 
Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mgno disch. 0/55 4/57
Mohan (DB RCT) 62% 0.38 [0.08-1.75] 28mgno recov. 2/40 6/45
López-Me.. (DB RCT) 15% 0.85 [0.56-1.25] 84mgno recov. 36/200 42/198
Roy 6% 0.94 [0.52-1.93] n/arecov. time 14 (n) 15 (n) CT 2 
Chahla (CLUS. RCT) 87% 0.13 [0.03-0.54] 24mgno disch. 2/110 20/144
Faisal (RCT) 68% 0.32 [0.14-0.72] 48mgno recov. 6/50 19/50
Aref (RCT) 63% 0.37 [0.22-0.61] n/arecov. time 57 (n) 57 (n)
Abbas (DB RCT) 36% 0.64 [0.43-0.96] 84mgno recov. 26/99 42/103
Manomai.. (DB RCT) 43% 0.57 [0.20-1.46] 48mgno recov. 3/36 6/36

Tau 2  = 0.72, I 2  = 89.3%, p = 0.00013

Early treatment 63% 0.37 [0.22-0.61] 174/1,007 293/1,019 63% improvement

Gorial 71% 0.29 [0.01-5.76] 14mgno recov. 0/16 2/71

Improvement, RR [CI] Dose (4d)Treatment Control

Kishoria (RCT) -8% 1.08 [0.57-2.02] 12mgno disch. 11/19 7/13
Podder (RCT) 16% 0.84 [0.55-1.12] 14mgrecov. time 32 (n) 30 (n)
Khan 87% 0.13 [0.02-1.00] 12mgno recov. 1/115 9/133
Chachar (RCT) 10% 0.90 [0.44-1.83] 36mgno recov. 9/25 10/25
Hashim (SB RCT) 41% 0.59 [0.46-0.77] 28mgrecov. time 70 (n) 70 (n) CT 2 
Spoorthi 21% 0.79 [0.64-0.98] n/arecov. time 50 (n) 50 (n) CT 2 
Shahbazn.. (DB RCT) 32% 0.68 [0.47-1.00] 14mgrecov. time 35 (n) 34 (n)
Lima-Morales 59% 0.41 [0.30-0.55] 12mgno recov. 75/481 118/287 CT 2 
Beltran .. (DB RCT) -37% 1.37 [0.33-5.70] 12mgno disch. 4/36 3/37
Rezk 33% 0.67 [0.35-1.27] 72mgno recov. 14/145 20/138
Lim (RCT) -2% 1.02 [0.85-1.23] 112mgno recov. 116/241 116/247
Thairu (PSM) 55% 0.45 [0.28-0.73] 56mgno disch. 61 (n) 26 (n)

Tau 2  = 0.10, I 2  = 73.5%, p = 0.0019

Late treatment 31% 0.69 [0.55-0.87] 230/1,326 285/1,161 31% improvement

All studies 49% 0.51 [0.39-0.67] 404/2,333 578/2,180 49% improvement

All 27 ivermectin COVID-19 recovery results ivmmeta.com Mar 22, 2022

Tau 2  = 0.35, I 2  = 87.4%, p < 0.0001

 1  OT: ivermectin vs. other treatment
 2  CT: study uses combined treatment

Favors ivermectin Favors control
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Figure 13. Random effects meta-analysis for COVID-19 case results.

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Shouman (RCT) 91% 0.09 [0.03-0.23] 36mgsymp. case 15/203 59/101

Improvement, RR [CI] Dose (1m)Treatment Control

Carvallo 96% 0.04 [0.00-0.63] 14mgcases 0/131 11/98 CT 2 
Behera 54% 0.46 [0.29-0.71] 42mgcases 41/117 145/255
Carvallo 100% 0.00 [0.00-0.02] 48mgcases 0/788 237/407 CT 2 
Hellwig (ECO.) 78% 0.22 [0.06-0.76] 14mgcases ecological
Bernigaud 55% 0.45 [0.22-0.91] 84mgcases 7/69 692/3,062
Alam 91% 0.09 [0.04-0.25] 12mgcases 4/58 44/60
IVERCOR PREP 73% 0.27 [0.15-0.48] 48mgcases 13/389 61/486 MD 3 
Chahla (RCT) 84% 0.16 [0.04-0.46] 48mgcases 4/117 25/117 CT 2 
Behera 83% 0.17 [0.12-0.23] 42mgcases 45/2,199 133/1,147
Seet (CLUS. RCT) 50% 0.50 [0.33-0.76] 12mgsymp. case 32/617 64/619 OT 1 
Morgenstern (PSM) 74% 0.26 [0.10-0.71] 56mgcases 5/271 18/271
Mondal 88% 0.12 [0.01-0.55] n/asymp. case 128 (n) 1,342 (n)
Samajdar 80% 0.20 [0.11-0.38] n/acases 12/164 29/81
Kerr (PSM) 44% 0.56 [0.53-0.58] 56mgcases population-based cohort

Tau 2  = 0.44, I 2  = 91.2%, p < 0.0001

Prophylaxis 78% 0.22 [0.14-0.33] 178/5,251 1,518/8,046 78% improvement

All studies 78% 0.22 [0.14-0.33] 178/5,251 1,518/8,046 78% improvement

All 15 ivermectin COVID-19 case results ivmmeta.com Mar 22, 2022

Tau 2  = 0.44, I 2  = 91.2%, p < 0.0001

 1  OT: ivermectin vs. other treatment
 3  MD: minimal detail available currently

 2  CT: study uses combined treatment

Favors ivermectin Favors control
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Figure 14. Random effects meta-analysis for viral clearance.

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mgviral+ 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Espitia-Hernandez 97% 0.03 [0.01-0.10] 12mgviral+ 0/28 7/7 CT 2 
Mahmud (DB RCT) 39% 0.61 [0.44-0.83] 12mgviral+ 14/183 36/180 CT 2 
Ahmed (DB RCT) 76% 0.24 [0.07-0.91] 48mgviral+ 11/22 20/23
Chaccour (DB RCT) 95% 0.05 [0.01-0.50] 28mgviral load 12 (n) 12 (n)
Babalola (DB RCT) 64% 0.36 [0.10-1.27] 24mgviral+ 40 (n) 20 (n) OT 1 
Ravikirti (DB RCT) -12% 1.12 [0.89-1.40] 24mgviral+ 42/55 39/57
Bukhari (RCT) 82% 0.18 [0.07-0.46] 12mgviral+ 4/41 25/45
Mohan (DB RCT) 24% 0.76 [0.53-1.09] 28mgviral+ 21/40 31/45
Biber (DB RCT) 45% 0.55 [0.27-0.97] 36mgviral+ 13/47 21/42
Elalfy 87% 0.13 [0.06-0.27] 36mgviral+ 7/62 44/51 CT 2 
Mourya 89% 0.11 [0.05-0.25] 48mgviral+ 5/50 47/50
Aref (RCT) 79% 0.21 [0.07-0.71] n/aviral+ 3/57 14/57
Krolewiecki (RCT) 66% 0.34 [0.10-1.16] 168mgdecay rate 20 (n) 14 (n)
Vallejos (DB RCT) -5% 1.05 [0.88-1.21] 24mgviral+ 137/250 131/251
Buonfrate (DB RCT) 20% 0.80 [0.36-1.76] 336mgviral load 28 (n) 29 (n)
Manomai.. (DB RCT) 5% 0.95 [0.62-1.45] 48mgviral+ 19/36 20/36

Tau 2  = 0.39, I 2  = 87.1%, p < 0.0001

Early treatment 61% 0.39 [0.27-0.56] 276/1,031 437/975 61% improvement

Kishoria (RCT) -8% 1.08 [0.57-2.02] 12mgviral+ 11/19 7/13

Improvement, RR [CI] Dose (4d)Treatment Control

Khan 73% 0.27 [0.12-0.58] 12mgviral time 115 (n) 133 (n)
Camprubí -25% 1.25 [0.43-3.63] 14mgviral+ 5/13 4/13
Okumuş (DB RCT) 80% 0.20 [0.05-0.81] 56mgviral+ 2/16 5/8
Pott-Junior (RCT) 1% 0.99 [0.04-26.3] 14mgviral+ 27 (n) 3 (n)
Rezk 27% 0.73 [0.57-0.93] 72mgviral time 160 (n) 160 (n)
Thairu (PSM) 95% 0.05 [0.00-0.85] 56mgviral+ 0/21 10/26

Tau 2  = 0.24, I 2  = 61.4%, p = 0.052

Late treatment 40% 0.60 [0.36-1.01] 18/371 26/356 40% improvement

All studies 55% 0.45 [0.33-0.60] 294/1,402 463/1,331 55% improvement

All 24 ivermectin COVID-19 viral clearance results ivmmeta.com Mar 22, 2022

Tau 2  = 0.32, I 2  = 83.7%, p < 0.0001

 1  OT: ivermectin vs. other treatment
 2  CT: study uses combined treatment

Favors ivermectin Favors control
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Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mghosp. 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Espitia-Hernandez 70% 0.30 [0.16-0.55] 12mgrecov. time 28 (n) 7 (n) CT 2 
Carvallo 85% 0.15 [0.02-1.28] 36mgdeath 1/32 3/14 CT 2 
Mahmud (DB RCT) 86% 0.14 [0.01-2.75] 12mgdeath 0/183 3/183 CT 2 
Szente Fonseca -14% 1.14 [0.75-1.66] 24mghosp. 340 (n) 377 (n)
Cadegiani 78% 0.22 [0.01-4.48] 42mgdeath 0/110 2/137 CT 2 
Ahmed (DB RCT) 85% 0.15 [0.01-2.70] 48mgsymptoms 0/17 3/19
Chaccour (DB RCT) 96% 0.04 [0.00-1.01] 28mgsymptoms 12 (n) 12 (n)
Ghauri 92% 0.08 [0.01-0.88] 48mgno recov. 0/37 7/53
Babalola (DB RCT) 64% 0.36 [0.10-1.27] 24mgviral+ 40 (n) 20 (n) OT 1 
Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mgdeath 0/55 4/57
Mohan (DB RCT) 62% 0.38 [0.08-1.75] 28mgno recov. 2/40 6/45
Elalfy 87% 0.13 [0.06-0.27] 36mgviral+ 7/62 44/51 CT 2 
López-Me.. (DB RCT) 67% 0.33 [0.01-8.11] 84mgdeath 0/200 1/198
Mourya 89% 0.11 [0.05-0.25] 48mgviral+ 5/50 47/50
Loue (QR) 70% 0.30 [0.04-2.20] 14mgdeath 1/10 5/15
Faisal (RCT) 68% 0.32 [0.14-0.72] 48mgno recov. 6/50 19/50
Aref (RCT) 63% 0.37 [0.22-0.61] n/arecov. time 57 (n) 57 (n)
Krolewiecki (RCT) -152% 2.52 [0.11-58.1] 168mgventilation 1/27 0/14
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mgdeath 4/250 3/251
Buonfrate (DB RCT) -211% 3.11 [0.13-73.3] 336mghosp. 1/28 0/31
Mayer 55% 0.45 [0.32-0.63] 151mgdeath 3,266 (n) 17,966 (n)
Abbas (DB RCT) -4% 1.04 [0.07-16.4] 84mgdeath 1/99 1/103
de Jesús Ascenci.. 59% 0.41 [0.36-0.47] 12mgdeath/hosp. 7,898 (n) 20,150 (n) CT 2 

Tau 2  = 0.15, I 2  = 53.3%, p < 0.0001

Early treatment 65% 0.35 [0.26-0.47] 29/12,951 150/39,916 65% improvement

Kishoria (RCT) -8% 1.08 [0.57-2.02] 12mgno disch. 11/19 7/13

Improvement, RR [CI] Dose (4d)Treatment Control

Podder (RCT) 16% 0.84 [0.55-1.12] 14mgrecov. time 32 (n) 30 (n)
Chachar (RCT) 10% 0.90 [0.44-1.83] 36mgno recov. 9/25 10/25
Rajter (PSM) 46% 0.54 [0.27-0.99] 14mgdeath 13/98 24/98
Hashim (SB RCT) 92% 0.08 [0.00-1.44] 28mgdeath 0/59 6/70 CT 2 
Camprubí 40% 0.60 [0.18-2.01] 14mgventilation 3/13 5/13
Spoorthi 21% 0.79 [0.64-0.98] n/arecov. time 50 (n) 50 (n) CT 2 
Okumuş (DB RCT) 33% 0.67 [0.27-1.64] 56mgdeath 6/30 9/30
Shahbazn.. (DB RCT) -197% 2.97 [0.13-70.5] 14mgdeath 1/35 0/34
Lima-Morales 78% 0.22 [0.12-0.41] 12mgdeath 15/481 52/287 CT 2 
Beltran .. (DB RCT) 14% 0.86 [0.29-2.56] 12mgdeath 5/36 6/37
Pott-Junior (RCT) 85% 0.15 [0.01-1.93] 14mgventilation 1/27 1/4
Ahsan 50% 0.50 [0.28-0.90] 21mgdeath 17/110 17/55 CT 2 
Abd-Elsalam (RCT) 25% 0.75 [0.17-3.06] 36mgdeath 3/82 4/82
Rezk 80% 0.20 [0.01-4.13] 72mgdeath 0/160 2/160
Lim (RCT) 69% 0.31 [0.09-1.11] 112mgdeath 3/241 10/249
Ozer 75% 0.25 [0.06-1.13] 28mgdeath 2/60 8/60
Ferreira -5% 1.05 [0.32-3.43] n/adeath 3/21 11/81
Jamir -53% 1.53 [0.88-2.67] n/adeath 32/76 69/190
Mustafa 64% 0.36 [0.12-1.14] variesdeath 3/73 42/371
Shimizu 100% 0.00 [0.00-0.01] 14mgdeath 0/39 8/49
Zubair -9% 1.09 [0.33-3.64] 12mgdeath 5/90 5/98
E�menko (PSM) 69% 0.31 [0.20-0.48] n/adeath 1,072 (n) 40,536 (n) OT 1 
Soto -41% 1.41 [1.16-1.76] n/adeath 280/484 374/934

Tau 2  = 0.40, I 2  = 84.7%, p = 0.0019

Late treatment 41% 0.59 [0.42-0.82] 412/3,413 670/43,556 41% improvement

Shouman (RCT) 91% 0.09 [0.03-0.23] 36mgsymp. case 15/203 59/101

Improvement, RR [CI] Dose (1m)Treatment Control

Behera 54% 0.46 [0.29-0.71] 42mgcases 41/117 145/255
Carvallo 100% 0.00 [0.00-0.02] 48mgcases 0/788 237/407 CT 2 
Hellwig (ECO.) 78% 0.22 [0.06-0.76] 14mgcases ecological
Bernigaud 99% 0.01 [0.00-0.10] 84mgdeath 0/69 150/3,062
Alam 91% 0.09 [0.04-0.25] 12mgcases 4/58 44/60
Chahla (RCT) 95% 0.05 [0.00-0.80] 48mgm/s case 0/117 10/117 CT 2 
Behera 83% 0.17 [0.12-0.23] 42mgcases 45/2,199 133/1,147
Seet (CLUS. RCT) 50% 0.50 [0.33-0.76] 12mgsymp. case 32/617 64/619 OT 1 
Morgenstern (PSM) 80% 0.20 [0.01-4.15] 56mghosp. 0/271 2/271
Mondal 88% 0.12 [0.01-0.55] n/asymp. case 128 (n) 1,342 (n)
Samajdar 80% 0.20 [0.11-0.38] n/acases 12/164 29/81
Kerr (PSM) 70% 0.30 [0.19-0.46] 56mgdeath 25/3,034 79/3,034
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Figure 15. Random effects meta-analysis for peer reviewed trials. Effect extraction is pre-speci�ed, using the most
serious outcome reported, see the appendix for details.

Randomized Controlled Trials (RCTs)

Results restricted to Randomized Controlled Trials (RCTs) are shown in Figure 16, 17, 18, 19, and 20, and
Table 3. The supplementary data contains RCT results after exclusions.

RCTs help to make study groups more similar, however they are subject to many biases, including age
bias, treatment delay bias, severity of illness bias, regulation bias, recruitment bias, trial design bias,
followup time bias, selective reporting bias, fraud bias, hidden agenda bias, vested interest bias,
publication bias, and publication delay bias [Jadad], all of which have been observed with COVID-19 RCTs.

RCTs have a bias against �nding an effect for interventions that are widely available — patients that
believe they need the intervention are more likely to decline participation and take the intervention. This is
illustrated with the extreme example of an RCT showing no signi�cant differences for use of a parachute
when jumping from a plane [Yeh]. RCTs for ivermectin are more likely to enroll low-risk participants that
do not need treatment to recover, making the results less applicable to clinical practice. This bias is likely
to be greater for widely known treatments such as ivermectin. The bias may also be greater in locations
where ivermectin is more easily obtained. Note that this bias does not apply to the typical pharmaceutical
trial of a new drug that is otherwise unavailable.

Evidence shows that non-RCT trials can also provide reliable results. [Concato] �nd that well-designed
observational studies do not systematically overestimate the magnitude of the effects of treatment
compared to RCTs. [Anglemyer] summarized reviews comparing RCTs to observational studies and
found little evidence for signi�cant differences in effect estimates. [Lee] shows that only 14% of the
guidelines of the Infectious Diseases Society of America were based on RCTs. Evaluation of studies relies
on an understanding of the study and potential biases. Limitations in an RCT can outweigh the bene�ts,
for example excessive dosages, excessive treatment delays, or Internet survey bias could have a greater
effect on results. Ethical issues may also prevent running RCTs for known effective treatments. For more
on issues with RCTs see [Deaton, Nichol].

In summary, we need to evaluate each trial on its own merits. RCTs for a given medication and disease
may be more reliable, however they may also be less reliable. For example, consider trials for an off-
patent medication, very high con�ict of interest trials may be more likely to be RCTs (and more likely to be
large trials that dominate meta analyses).

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Tau 2  = 0.50, I 2  = 84.8%, p < 0.0001

Prophylaxis 83% 0.17 [0.10-0.27] 174/7,765 952/10,496 83% improvement

All studies 65% 0.35 [0.27-0.46] 615/24,129 1,772/93,968 65% improvement

Tau 2  = 0.63, I 2  = 90.0%, p < 0.0001
Effect extraction pre-speci�ed
(most serious outcome, see appendix)

 1  OT: ivermectin vs. other treatment
 2  CT: study uses combined treatment

Favors ivermectin Favors control
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Figure 16. Randomized Controlled Trials. The distribution of results for RCTs is similar to the distribution for all other
studies.



Figure 17. Random effects meta-analysis for Randomized Controlled Trials only. Effect extraction is pre-speci�ed, using
the most serious outcome reported, see the appendix for details.

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mghosp. 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Mahmud (DB RCT) 86% 0.14 [0.01-2.75] 12mgdeath 0/183 3/183 CT 2 
Ahmed (DB RCT) 85% 0.15 [0.01-2.70] 48mgsymptoms 0/17 3/19
Chaccour (DB RCT) 96% 0.04 [0.00-1.01] 28mgsymptoms 12 (n) 12 (n)
Babalola (DB RCT) 64% 0.36 [0.10-1.27] 24mgviral+ 40 (n) 20 (n) OT 1 
Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mgdeath 0/55 4/57
Bukhari (RCT) 82% 0.18 [0.07-0.46] 12mgviral+ 4/41 25/45
Mohan (DB RCT) 62% 0.38 [0.08-1.75] 28mgno recov. 2/40 6/45
Biber (DB RCT) 70% 0.30 [0.03-2.76] 36mghosp. 1/47 3/42
López-Me.. (DB RCT) 67% 0.33 [0.01-8.11] 84mgdeath 0/200 1/198
Chahla (CLUS. RCT) 87% 0.13 [0.03-0.54] 24mgno disch. 2/110 20/144
Faisal (RCT) 68% 0.32 [0.14-0.72] 48mgno recov. 6/50 19/50
Aref (RCT) 63% 0.37 [0.22-0.61] n/arecov. time 57 (n) 57 (n)
Krolewiecki (RCT) -152% 2.52 [0.11-58.1] 168mgventilation 1/27 0/14
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mgdeath 4/250 3/251
Together.. (DB RCT) 18% 0.82 [0.44-1.52] 84mgdeath 18/677 22/678
Buonfrate (DB RCT) -211% 3.11 [0.13-73.3] 336mghosp. 1/28 0/31
Abbas (DB RCT) -4% 1.04 [0.07-16.4] 84mgdeath 1/99 1/103
Manomai.. (DB RCT) 43% 0.57 [0.20-1.46] 48mgno recov. 3/36 6/36

Tau 2  = 0.08, I 2  = 15.4%, p < 0.0001

Early treatment 60% 0.40 [0.28-0.56] 43/2,029 118/2,041 60% improvement

Kishoria (RCT) -8% 1.08 [0.57-2.02] 12mgno disch. 11/19 7/13

Improvement, RR [CI] Dose (4d)Treatment Control

Podder (RCT) 16% 0.84 [0.55-1.12] 14mgrecov. time 32 (n) 30 (n)
Chachar (RCT) 10% 0.90 [0.44-1.83] 36mgno recov. 9/25 10/25
Hashim (SB RCT) 92% 0.08 [0.00-1.44] 28mgdeath 0/59 6/70 CT 2 
Okumuş (DB RCT) 33% 0.67 [0.27-1.64] 56mgdeath 6/30 9/30
Shahbazn.. (DB RCT) -197% 2.97 [0.13-70.5] 14mgdeath 1/35 0/34
Beltran .. (DB RCT) 14% 0.86 [0.29-2.56] 12mgdeath 5/36 6/37
Pott-Junior (RCT) 85% 0.15 [0.01-1.93] 14mgventilation 1/27 1/4
Huvemek (DB RCT) 32% 0.68 [0.38-1.23] 84mgno improv. 13/50 19/50
Abd-Elsalam (RCT) 25% 0.75 [0.17-3.06] 36mgdeath 3/82 4/82
Lim (RCT) 69% 0.31 [0.09-1.11] 112mgdeath 3/241 10/249

Tau 2  = 0.00, I 2  = 0.0%, p = 0.056

Late treatment 23% 0.77 [0.59-1.01] 52/636 72/624 23% improvement

Shouman (RCT) 91% 0.09 [0.03-0.23] 36mgsymp. case 15/203 59/101

Improvement, RR [CI] Dose (1m)Treatment Control

Chahla (RCT) 95% 0.05 [0.00-0.80] 48mgm/s case 0/117 10/117 CT 2 
Seet (CLUS. RCT) 50% 0.50 [0.33-0.76] 12mgsymp. case 32/617 64/619 OT 1 

Tau 2  = 1.43, I 2  = 93.0%, p = 0.02

Prophylaxis 84% 0.16 [0.04-0.75] 47/937 133/837 84% improvement

All studies 56% 0.44 [0.32-0.61] 142/3,602 323/3,502 56% improvement

All 33 ivermectin COVID-19 Randomized Controlled Trials ivmmeta.com Mar 22, 2022

Tau 2  = 0.42, I 2  = 63.3%, p < 0.0001
Effect extraction pre-speci�ed
(most serious outcome, see appendix)

 1  OT: ivermectin vs. other treatment
 2  CT: study uses combined treatment

Favors ivermectin Favors control
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Figure 18. RCTs excluding late treatment.

Figure 19. Random effects meta-analysis for RCT mortality results.
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Mahmud (DB RCT) 86% 0.14 [0.01-2.75] 12mg0/183 3/183 CT 1 

Improvement, RR [CI] Dose (4d)Treatment Control

Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mg0/55 4/57
López-Me.. (DB RCT) 67% 0.33 [0.01-8.11] 84mg0/200 1/198
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mg4/250 3/251
Together.. (DB RCT) 18% 0.82 [0.44-1.52] 84mg18/677 22/678
Abbas (DB RCT) -4% 1.04 [0.07-16.4] 84mg1/99 1/103

Tau 2  = 0.00, I 2  = 0.0%, p = 0.31

Early treatment 24% 0.76 [0.45-1.29] 23/1,464 34/1,470 24% improvement

Hashim (SB RCT) 92% 0.08 [0.00-1.44] 28mg0/59 6/70 CT 1 

Improvement, RR [CI] Dose (4d)Treatment Control

Okumuş (DB RCT) 33% 0.67 [0.27-1.64] 56mg6/30 9/30
Shahbazn.. (DB RCT) -197% 2.97 [0.13-70.5] 14mg1/35 0/34
Beltran .. (DB RCT) 14% 0.86 [0.29-2.56] 12mg5/36 6/37
Abd-Elsalam (RCT) 25% 0.75 [0.17-3.06] 36mg3/82 4/82
Lim (RCT) 69% 0.31 [0.09-1.11] 112mg3/241 10/249

Tau 2  = 0.00, I 2  = 0.0%, p = 0.073

Late treatment 39% 0.61 [0.35-1.05] 18/483 35/502 39% improvement

All studies 32% 0.68 [0.47-1.00] 41/1,947 69/1,972 32% improvement

All 12 ivermectin COVID-19 RCT mortality results ivmmeta.com Mar 22, 2022

Tau 2  = 0.00, I 2  = 0.0%, p = 0.048

 1  CT: study uses combined treatment

Favors ivermectin Favors control
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Figure 20. Random effects meta-analysis for RCT viral clearance results.

Treatment time

Number of
studies

reporting
positive
effects

Total
number

of
studies

Percentage of
studies

reporting
positive
effects

Probability of an equal or
greater percentage of

positive results from an
ineffective treatment

Random effects
meta-analysis

results

Randomized
Controlled Trials

27 33 81.8% 1 in 6 thousand

56% improvement 
RR 0.44 [0.32-

0.61] 
p < 0.0001

Randomized
Controlled Trials
(excluding late

treatment)

18 22 81.8% 1 in 460

67% improvement 
RR 0.33 [0.21-

0.50] 
p < 0.0001

Table 3. Summary of RCT results.

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mgviral+ 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Mahmud (DB RCT) 39% 0.61 [0.44-0.83] 12mgviral+ 14/183 36/180 CT 2 
Ahmed (DB RCT) 76% 0.24 [0.07-0.91] 48mgviral+ 11/22 20/23
Chaccour (DB RCT) 95% 0.05 [0.01-0.50] 28mgviral load 12 (n) 12 (n)
Babalola (DB RCT) 64% 0.36 [0.10-1.27] 24mgviral+ 40 (n) 20 (n) OT 1 
Ravikirti (DB RCT) -12% 1.12 [0.89-1.40] 24mgviral+ 42/55 39/57
Bukhari (RCT) 82% 0.18 [0.07-0.46] 12mgviral+ 4/41 25/45
Mohan (DB RCT) 24% 0.76 [0.53-1.09] 28mgviral+ 21/40 31/45
Biber (DB RCT) 45% 0.55 [0.27-0.97] 36mgviral+ 13/47 21/42
Aref (RCT) 79% 0.21 [0.07-0.71] n/aviral+ 3/57 14/57
Krolewiecki (RCT) 66% 0.34 [0.10-1.16] 168mgdecay rate 20 (n) 14 (n)
Vallejos (DB RCT) -5% 1.05 [0.88-1.21] 24mgviral+ 137/250 131/251
Buonfrate (DB RCT) 20% 0.80 [0.36-1.76] 336mgviral load 28 (n) 29 (n)
Manomai.. (DB RCT) 5% 0.95 [0.62-1.45] 48mgviral+ 19/36 20/36

Tau 2  = 0.14, I 2  = 73.2%, p = 0.00073

Early treatment 38% 0.62 [0.47-0.82] 264/891 339/867 38% improvement

Kishoria (RCT) -8% 1.08 [0.57-2.02] 12mgviral+ 11/19 7/13

Improvement, RR [CI] Dose (4d)Treatment Control

Okumuş (DB RCT) 80% 0.20 [0.05-0.81] 56mgviral+ 2/16 5/8
Pott-Junior (RCT) 1% 0.99 [0.04-26.3] 14mgviral+ 27 (n) 3 (n)

Tau 2  = 0.38, I 2  = 57.3%, p = 0.44

Late treatment 31% 0.69 [0.28-1.74] 13/62 12/24 31% improvement

All studies 36% 0.64 [0.49-0.82] 277/953 351/891 36% improvement

All 17 ivermectin COVID-19 RCT viral clearance results ivmmeta.com Mar 22, 2022

Tau 2  = 0.14, I 2  = 70.0%, p = 0.0006

 1  OT: ivermectin vs. other treatment
 2  CT: study uses combined treatment
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Exclusions

To avoid bias in the selection of studies, we analyze all non-retracted studies. Here we show the results
after excluding studies with critical issues likely to alter results, non-standard studies, and studies where
very minimal detail is currently available. Our bias evaluation is based on analysis of each study and
identifying when there is a signi�cant chance that limitations will substantially change the outcome of the
study. We believe this can be more valuable than checklist-based approaches such as Cochrane GRADE,
which may underemphasize serious issues not captured in the checklists, overemphasize issues unlikely
to alter outcomes in speci�c cases (for example, lack of blinding for an objective mortality outcome, or
certain speci�cs of randomization with a very large effect size), or be subject to bias. However, they can
also be very high quality [Bryant].

A team of researchers has analyzed the data in ivermectin studies and identi�ed several studies with
concerns. Retracted studies are not in this analysis. All other studies that the team has identi�ed are
excluded here. For more details see the response section.

Detailed description of issues with [López-Medina] can be found in the study notes section.

[Soto-Becerra] is a database analysis covering anyone with ICD-10 COVID-19 codes, which includes
asymptomatic PCR+ patients. Therefore many patients in the control group are likely asymptomatic with
regards to SARS-CoV-2, but in the hospital for another reason. For those that had symptomatic COVID-19,
there is also likely signi�cant confounding by indication. KM curves show that the treatment groups were
in more serious condition, with more than the total excess mortality at 30 days occurring on day 1. All
treatments are worse than the control group at 30 days, while at the latest followup all treatments show
lower mortality than control. The machine learning system used also appears over-parameterized and
likely to result in signi�cant over�tting and inaccurate results. There is also no real control group in this
study - patients receiving the treatments after 48 hours were put in the control group. Authors also state
that outcomes within 24 hours were excluded, however the KM curves show signi�cant mortality at day 1
(only for the treatment groups). Several protocol violations have also been reported in this study [Yim].
Note that this study provides both 30 day mortality and weighted KM curves up to day 43 for ivermectin,
we use the day 43 results as per our protocol. [IVERCOR PREP] reports prophylaxis results, however only
very minimal details are currently available in a news report. [Hellwig] analyze African countries and
COVID-19 cases in October 2020 as a function of whether widespread prophylactic use of ivermectin is
used for parasitic infections. [Tanioka] perform a similar analysis for COVID-19 mortality in January 2021.
These studies are excluded because they are not clinical trials. [Shahbaznejad] had only one death that
occurred in a patient that was critically ill at the time of admission and died within the �rst 24 hours.
[Galan] perform an RCT comparing ivermectin and other treatments with very late stage severe condition
hospitalized patients, not showing signi�cant differences between the treatments. Authors were unable
to add a control arm due to ethical issues. The closest control comparison we could �nd is [Baqui], which
shows 43% hospital mortality in the northern region of Brazil where the study was performed, from which
we can estimate the mortality with ivermectin in this study as 47% lower, RR 0.53. Further, the study is
restricted to more severe cases, hence the expected mortality, and therefore the bene�t of treatment,
may be higher. [Kishoria] restrict inclusion to patients that did not respond to standard treatment, provide
no details on the time of the discharge status, and there are very large unadjusted differences in the
groups, with over twice as many patients in the ivermectin group with age >40, and all patients over 60 in
the ivermectin group.

Summarizing, the studies excluded are as follows, and the resulting forest plot is shown in Figure 21. The
supplementary data shows results after restrictions and exclusions.

https://ivmmeta.com/supp.html


[Abbas], very minimal patient information, three different results for the recovery outcome, selective
omission of the statistically signi�cant recovery p-value, and other inconsistencies.

[Ahsan], unadjusted results with no group details.

[Beltran Gonzalez], major inconsistencies reported and the data is no longer available [Chamie], although
the authors state that it is available, and have shared it with an anti-treatment group.

[Borody], preliminary report with minimal details.

[Buonfrate], signi�cant unadjusted group differences, with 3 times as many patients in the ivermectin
arms having the baseline visit in a hospital setting, and arm C having large differences in baseline gender,
weight, cough, pyrexia, and anosmia, excessive dose for arm C.

[Cadegiani], control group retrospectively obtained from untreated patients in the same population.

[Carvallo], concern about potential data issues.

[Carvallo (B)], concern about potential data issues.

[Carvallo (C)], minimal details of groups provided.

[de Jesús Ascencio-Montiel], unadjusted results with alternate outcome adjusted results showing
signi�cant changes with adjustments. Excluded results: death, mechanical ventilation, hospitalization,
progression.

[Elavarasi], unadjusted results with no group details.

[Ferreira], unadjusted results with no group details, substantial unadjusted confounding by indication
likely.

[Hazan], study uses a synthetic control arm.

[Hellwig], not a typical trial, analysis of African countries that used or did not use ivermectin prophylaxis
for parasitic infections.

[IVERCOR PREP], minimal details provided.

[Kishoria], excessive unadjusted differences between groups.

[López-Medina], strong evidence of patients in the control group self-medicating, ivermectin widely used
in the population at that time, and the study drug identity was concealed by using the name D11AX22.

[Mustafa], unadjusted results with no group details.

[Roy], no serious outcomes reported and fast recovery in treatment and control groups, there is little
room for a treatment to improve results.

[Samajdar], minimal details provided, unadjusted results with no group details, results may be
signi�cantly affected by survey bias.

[Soto], substantial unadjusted confounding by indication likely, substantial confounding by time possible
due to signi�cant changes in SOC and treatment propensity near the start of the pandemic.



[Soto-Becerra], substantial unadjusted confounding by indication likely, includes PCR+ patients that may
be asymptomatic for COVID-19 but in hospital for other reasons.

[Szente Fonseca], result is likely affected by collinearity across treatments in the model.

[Tanioka], not a typical trial, analysis of African countries that used or did not use ivermectin prophylaxis
for parasitic infections.

[Thairu], signi�cant confounding by time possible due to separation of groups in different time periods.

[Together Trial], preliminary report with minimal details.

[Zubair], substantial unadjusted confounding by indication likely, unadjusted results with no group details.



Chowdhury (RCT) 81% 0.19 [0.01-3.96] 14mghosp. 0/60 2/56 OT 1  CT 2 

Improvement, RR [CI] Dose (4d)Treatment Control

Espitia-Hernandez 70% 0.30 [0.16-0.55] 12mgrecov. time 28 (n) 7 (n) CT 2 
Mahmud (DB RCT) 86% 0.14 [0.01-2.75] 12mgdeath 0/183 3/183 CT 2 
Ahmed (DB RCT) 85% 0.15 [0.01-2.70] 48mgsymptoms 0/17 3/19
Chaccour (DB RCT) 96% 0.04 [0.00-1.01] 28mgsymptoms 12 (n) 12 (n)
Ghauri 92% 0.08 [0.01-0.88] 48mgno recov. 0/37 7/53
Babalola (DB RCT) 64% 0.36 [0.10-1.27] 24mgviral+ 40 (n) 20 (n) OT 1 
Ravikirti (DB RCT) 89% 0.11 [0.01-2.05] 24mgdeath 0/55 4/57
Bukhari (RCT) 82% 0.18 [0.07-0.46] 12mgviral+ 4/41 25/45
Mohan (DB RCT) 62% 0.38 [0.08-1.75] 28mgno recov. 2/40 6/45
Biber (DB RCT) 70% 0.30 [0.03-2.76] 36mghosp. 1/47 3/42
Elalfy 87% 0.13 [0.06-0.27] 36mgviral+ 7/62 44/51 CT 2 
Chahla (CLUS. RCT) 87% 0.13 [0.03-0.54] 24mgno disch. 2/110 20/144
Mourya 89% 0.11 [0.05-0.25] 48mgviral+ 5/50 47/50
Loue (QR) 70% 0.30 [0.04-2.20] 14mgdeath 1/10 5/15
Merino (QR) 74% 0.26 [0.11-0.57] 24mghosp. population-based cohort CS 3 
Faisal (RCT) 68% 0.32 [0.14-0.72] 48mgno recov. 6/50 19/50
Aref (RCT) 63% 0.37 [0.22-0.61] n/arecov. time 57 (n) 57 (n)
Krolewiecki (RCT) -152% 2.52 [0.11-58.1] 168mgventilation 1/27 0/14
Vallejos (DB RCT) -33% 1.33 [0.30-5.72] 24mgdeath 4/250 3/251
Mayer 55% 0.45 [0.32-0.63] 151mgdeath 3,266 (n) 17,966 (n)
de Jesús Ascenci.. 59% 0.41 [0.36-0.47] 12mgdeath/hosp. 7,898 (n) 20,150 (n) CT 2 
Manomai.. (DB RCT) 43% 0.57 [0.20-1.46] 48mgno recov. 3/36 6/36

Tau 2  = 0.08, I 2  = 38.9%, p < 0.0001

Early treatment 70% 0.30 [0.24-0.38] 36/12,376 197/39,323 70% improvement

Gorial 71% 0.29 [0.01-5.76] 14mgdeath 0/16 2/71

Improvement, RR [CI] Dose (4d)Treatment Control

Podder (RCT) 16% 0.84 [0.55-1.12] 14mgrecov. time 32 (n) 30 (n)
Khan 87% 0.13 [0.02-1.00] 12mgdeath 1/115 9/133
Chachar (RCT) 10% 0.90 [0.44-1.83] 36mgno recov. 9/25 10/25
Rajter (PSM) 46% 0.54 [0.27-0.99] 14mgdeath 13/98 24/98
Hashim (SB RCT) 92% 0.08 [0.00-1.44] 28mgdeath 0/59 6/70 CT 2 
Camprubí 40% 0.60 [0.18-2.01] 14mgventilation 3/13 5/13
Spoorthi 21% 0.79 [0.64-0.98] n/arecov. time 50 (n) 50 (n) CT 2 
Budhiraja 99% 0.01 [0.00-0.15] n/adeath 0/34 103/942
Okumuş (DB RCT) 33% 0.67 [0.27-1.64] 56mgdeath 6/30 9/30
Shahbazn.. (DB RCT) -197% 2.97 [0.13-70.5] 14mgdeath 1/35 0/34
Lima-Morales 78% 0.22 [0.12-0.41] 12mgdeath 15/481 52/287 CT 2 
Pott-Junior (RCT) 85% 0.15 [0.01-1.93] 14mgventilation 1/27 1/4
Huvemek (DB RCT) 32% 0.68 [0.38-1.23] 84mgno improv. 13/50 19/50
Abd-Elsalam (RCT) 25% 0.75 [0.17-3.06] 36mgdeath 3/82 4/82
Rezk 80% 0.20 [0.01-4.13] 72mgdeath 0/160 2/160
Lim (RCT) 69% 0.31 [0.09-1.11] 112mgdeath 3/241 10/249
Ozer 75% 0.25 [0.06-1.13] 28mgdeath 2/60 8/60
Jamir -53% 1.53 [0.88-2.67] n/adeath 32/76 69/190
Baguma 97% 0.03 [0.00-11.7] n/adeath 7 (n) 474 (n)
Shimizu 100% 0.00 [0.00-0.01] 14mgdeath 0/39 8/49
E�menko (PSM) 69% 0.31 [0.20-0.48] n/adeath 1,072 (n) 40,536 (n) OT 1 

Tau 2  = 0.41, I 2  = 73.7%, p < 0.0001

Late treatment 56% 0.44 [0.30-0.65] 102/2,802 341/43,637 56% improvement

Shouman (RCT) 91% 0.09 [0.03-0.23] 36mgsymp. case 15/203 59/101

Improvement, RR [CI] Dose (1m)Treatment Control

Behera 54% 0.46 [0.29-0.71] 42mgcases 41/117 145/255
Bernigaud 99% 0.01 [0.00-0.10] 84mgdeath 0/69 150/3,062
Alam 91% 0.09 [0.04-0.25] 12mgcases 4/58 44/60
Chahla (RCT) 95% 0.05 [0.00-0.80] 48mgm/s case 0/117 10/117 CT 2 
Behera 83% 0.17 [0.12-0.23] 42mgcases 45/2,199 133/1,147
Seet (CLUS. RCT) 50% 0.50 [0.33-0.76] 12mgsymp. case 32/617 64/619 OT 1 
Morgenstern (PSM) 80% 0.20 [0.01-4.15] 56mghosp. 0/271 2/271
Mondal 88% 0.12 [0.01-0.55] n/asymp. case 128 (n) 1,342 (n)
Kerr (PSM) 70% 0.30 [0.19-0.46] 56mgdeath 25/3,034 79/3,034

Tau 2  = 0.47, I 2  = 86.0%, p < 0.0001

Prophylaxis 82% 0.18 [0.11-0.32] 162/6,813 686/10,008 82% improvement

All studies 69% 0.31 [0.25-0.39] 300/21,991 1,224/92,968 69% improvement
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Figure 21. Random effects meta-analysis excluding studies with signi�cant issues. Effect extraction is pre-speci�ed,
using the most serious outcome reported, see the appendix for details.

Heterogeneity

Heterogeneity in COVID-19 studies arises from many factors including:

Treatment delay. The time between infection or the onset of symptoms and treatment may critically
affect how well a treatment works. For example an antiviral may be very effective when used early but
may not be effective in late stage disease, and may even be harmful. Oseltamivir, for example, is generally
only considered effective for in�uenza when used within 0-36 or 0-48 hours [McLean, Treanor]. Figure 22
shows a mixed-effects meta-regression for e�cacy as a function of treatment delay in COVID-19 studies
from 38 treatments, showing that e�cacy declines rapidly with treatment delay. Early treatment is critical
for COVID-19.

Figure 22. Meta-regression showing e�cacy as a function of treatment delay in COVID-19 studies from 38 treatments.
Early treatment is critical.

Patient demographics. Details of the patient population including age and comorbidities may critically
affect how well a treatment works. For example, many COVID-19 studies with relatively young low-
comorbidity patients show all patients recovering quickly with or without treatment. In such cases, there
is little room for an effective treatment to improve results (as in [López-Medina]).

Effect measured. E�cacy may differ signi�cantly depending on the effect measured, for example a
treatment may be very effective at reducing mortality, but less effective at minimizing cases or
hospitalization. Or a treatment may have no effect on viral clearance while still being effective at reducing
mortality.

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2+

Tau 2  = 0.32, I 2  = 77.3%, p < 0.0001 Effect extraction pre-speci�ed, see appendix

 1  OT: ivermectin vs. other treatment
 3  CS: preprint censored, see details

 2  CT: study uses combined treatment
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Variants. There are many different variants of SARS-CoV-2 and e�cacy may depend critically on the
distribution of variants encountered by the patients in a study. For example, the Gamma variant shows
signi�cantly different characteristics [Faria, Karita, Nonaka, Zavascki]. Different mechanisms of action
may be more or less effective depending on variants, for example the viral entry process for the omicron
variant has moved towards TMPRSS2-independent fusion, suggesting that TMPRSS2 inhibitors may be
less effective [Peacock, Willett].

Regimen. Effectiveness may depend strongly on the dosage and treatment regimen. Higher dosages
have been found to be more successful for ivermectin [Babalola]. Method of administration may also be
critical. [Guzzo] show that the plasma concentration of ivermectin is much higher when administered
with food (Figure 23: geometric mean AUC 2.6 times higher). Many ivermectin studies specify fasting, or
they do not specify administration. Fasting administration is expected to reduce effectiveness for COVID-
19 due to lower plasma and tissue concentrations. Note that this is different to anthelmintic use in the
gastrointestinal tract where fasting is recommended.

Figure 23. Mean plasma concentration (ng/ml) pro�les of ivermectin following single oral doses of 30mg (fed and fasted
administration), from [Guzzo].

Treatments. The use of other treatments may signi�cantly affect outcomes, including anything from
supplements, other medications, or other kinds of treatment such as prone positioning.

The distribution of studies will alter the outcome of a meta analysis. Consider a simpli�ed example where
everything is equal except for the treatment delay, and effectiveness decreases to zero or below with
increasing delay. If there are many studies using very late treatment, the outcome may be negative, even
though the treatment may be very effective when used earlier.

In general, by combining heterogeneous studies, as all meta analyses do, we run the risk of obscuring an
effect by including studies where the treatment is less effective, not effective, or harmful.

When including studies where a treatment is less effective we expect the estimated effect size to be
lower than that for the optimal case. We do not a priori expect that pooling all studies will create a
positive result for an effective treatment. Looking at all studies is valuable for providing an overview of all



research, important to avoid cherry-picking, and informative when a positive result is found despite
combining less-optimal situations. However, the resulting estimate does not apply to speci�c cases such
as early treatment in high-risk populations.

Ivermectin studies vary widely in all the factors above, which makes the consistently positive results even
more remarkable. A failure to detect an association after combining heterogeneous studies does not
mean the treatment is not effective (it may only work in certain cases), however the reverse is not true —
an identi�ed association is valid, although the magnitude of the effect may be larger for more optimal
cases, and lower for less optimal cases. As above, the probability that an ineffective treatment generated
results as positive as the 81 studies to date is estimated to be 1 in 169 billion. This result bene�ts from
the fact that ivermectin shows some degree of e�cacy for COVID-19 in a wide variety of cases. It also
likely bene�ts from the fact that relatively few ivermectin trials to date have been designed in a way that
favors poor results. However, more trials designed in this way are expected, for example the TOGETHER
trial is testing ivermectin in locations known to have a high degree of self-medication and using low
doses compared to current clinical recommendations as updated for current variants. As with a
companion trial, this trial may also include very low-risk patients, include relatively late treatment while
identifying as an early treatment trial, and use an active placebo (vitamin C). While we present results for
all studies in this paper, the individual outcome and treatment time analyses are more relevant for
speci�c use cases.

Discussion

Publication bias. Publishing is often biased towards positive results, which we would need to adjust for
when analyzing the percentage of positive results. For ivermectin, there is currently not enough data to
evaluate publication bias with high con�dence. One method to evaluate bias is to compare prospective
vs. retrospective studies. Prospective studies are likely to be published regardless of the result, while
retrospective studies are more likely to exhibit bias. For example, researchers may perform preliminary
analysis with minimal effort and the results may in�uence their decision to continue. Retrospective
studies also provide more opportunities for the speci�cs of data extraction and adjustments to in�uence
results. Figure 24 shows a scatter plot of results for prospective and retrospective studies. The median
effect size for prospective studies is 69% improvement, compared to 71% for retrospective studies,
showing no signi�cant difference. [Bryant] also perform a funnel plot analysis, which they found did not
suggest evidence of publication bias. Ivermectin has one of the most closely watched and closely
examined evidence bases in history. Negative studies are submitted to us by multiple people immediately
on publication. On the other hand, there is substantial evidence that journals are rejecting and delaying
the publication of positive studies, for example by accepting a paper for review, holding it for some time,
and then rejecting it without review [Jerusalem Post, Kory (B)]. One group performed prophylaxis and
early treatment trials, with only the less positive study being formally published to date [IVERCOR PREP,
Vallejos], suggesting a negative publication bias. Dr. Eli Schwartz's [Biber] double blind RCT has been
rejected without review by The Lancet and Clinical Infectious Diseases [Fox]. Authors of [E�menko] do not
plan to submit the very positive results to a journal, providing further evidence of a negative publication
bias. Trials with pending and possibly delayed publication often involve researchers that may be
restricted due to politics — publishing positive results may be incompatible with continued employment,
whereas negative results can receive priority treatment at certain well-known journals, support the
positions of employers or funding organizations, and receive substantial press.



Figure 24. Prospective vs. retrospective studies.

News coverage of ivermectin studies is extremely biased. Only two studies to date have received
signi�cant press coverage in western media [López-Medina, Together Trial], both of which have multiple
critical issues as discussed below.

Funnel plot analysis. Funnel plots have traditionally been used for analyzing publication bias. This is
invalid for COVID-19 acute treatment trials — the underlying assumptions are invalid, which we can
demonstrate with a simple example. Consider a set of hypothetical perfect trials with no bias. Figure 25
plot A shows a funnel plot for a simulation of 80 perfect trials, with random group sizes, and each
patient's outcome randomly sampled (10% control event probability, and a 30% effect size for treatment).
Analysis shows no asymmetry (p > 0.05). In plot B, we add a single typical variation in COVID-19
treatment trials — treatment delay. Consider that e�cacy varies from 90% for treatment within 24 hours,
reducing to 10% when treatment is delayed 3 days. In plot B, each trial's treatment delay is randomly
selected. Analysis now shows highly signi�cant asymmetry, p < 0.0001, with six variants of Egger's test
all showing p < 0.05 [Egger, Harbord, Macaskill, Moreno, Peters, Rothstein, Rücker, Stanley]. Note that
these tests fail even though treatment delay is uniformly distributed. In reality treatment delay is more
complex — each trial has a different distribution of delays across patients, and the distribution across
trials may be biased (e.g., late treatment trials may be more common). Similarly, many other variations in
trials may produce asymmetry, including dose, administration, duration of treatment, differences in SOC,
comorbidities, age, variants, and bias in design, implementation, analysis, and reporting.

Figure 25. Example funnel plot analysis for simulated perfect trials.



In Vitro evidence on required concentration. Some people claim that [Caly] shows that therapeutic
concentrations are not easily reached in humans. This is incorrect. The authors explain why their in vitro
study cannot be used to determine the effective dose in vivo, and state that the concentration required is
very unlikely to be an issue [Wagstaff]. The study used monkey kidney cells (the only choice at the time of
the experiments), which lack adaptive immune responses and do not produce interferon. Authors also
note that ivermectin accumulates in lung and other tissues, that subsequent experiments with lung cells
show many times greater concentrations, and that the average lung concentration shown in modeling
studies exceeds the effective level shown in their research. Authors note that ivermectin works with the
immune system and a 1:1 ratio of drug to virus is unlikely to be required. In [Bray], author reply that
"ivermectin's key direct target in mammalian cells is a not a viral component, but a host protein important
in intracellular transport; the fact that it is a host-directed agent (HDA) is almost certainly the basis of its
broad-spectrum activity against a number of different RNA viruses in vitro. The way a HDA can reduce
viral load is by inhibiting a key cellular process that the virus hijacks to enhance infection by suppressing
the host antiviral response. Reducing viral load by even a modest amount by using a HDA at low dose
early in infection can be the key to enabling the body's immune system to begin to mount the full antiviral
response before the infection takes control." In further research, authors note that they �nd e�cacy for
prophylactic use, and that smaller repeated doses are more efffective than a single larger dose
[Wagstaff].

Strongyloides. One theory for the bene�cial effect of ivermectin for COVID-19 is related to strongyloides
and the use of steroids — control group patients with strongyloides may be at risk due to steroid use,
while ivermectin patients are protected. While this mechanism may contribute to e�cacy in some cases,
it is inconsistent with the data. If this was the case, we would expect to see greater bene�t in late stage
trials where steroids are used more often, and we would expect to see greater bene�t for outcomes that
occur after steroids are used. However, we see a very strong opposite effect for treatment time, and we
see comparable or stronger e�cacy for earlier outcomes.

The theory has gained renewed interest based on a new analysis [Bitterman]. However, this analysis is
confounded by treatment delay, dose, and con�icts of interest, and the effect disappears when analyzing
all studies, all RCTs, or all mortality results, as shown in Figure 26.

Although the �rst author has responded to the confounders on Twitter, we do not see mention of them in
the paper. Author is also aware that the larger sets of all trials, all RCTs, or all mortality results do not
show the effect, however we also do not see this mentioned in the paper. These omissions suggest
investigator bias.

The meta analysis appears to be incorrect for [Hashim]. Authors include critical patients which were not
randomized — they were always allocated to the treatment arm. Although authors note following PRISMA
guidelines, we do not see registration of the protocol or discussion thereof. We note that the current
protocol is the result of multiple changes to the original methodology as posted on Twitter: from 3 groups
to 2 groups, altering the included studies, and switching from using one source for prevalence estimates
to selecting estimate sources on a per study basis, which allows potential bias in the selection. Notably,
this resulted in moving the Together Trial (Brazil) into the low prevalence category.

Author's results rely on trials with a very small number of mortality events — the high stronglyoides
prevalance group has trials with 1, 3, 4, and 13 events. Authors do mention limitations due to the small
number of events and the reliability of strongyloides estimates.

Authors indicate no con�icts of interest, however the �rst author has been an investigator on a P�zer trial,
which may be NCT04092452, showing completion in January 2022 [clinicaltrials.gov,
openpaymentsdata.cms.gov].





Figure 26. Mixed-effects meta-regression showing e�cacy as a function of strongyloides prevalence for all studies, all
RCTs, and all mortality results.

The following refers to the �rst author's analysis posted earlier on Twitter. The author selected 10 of the
81 studies, with 3 in a high strongyloides prevalence group where a greater bene�t is seen. This was used
to draw strong conclusions about the mechanism of ivermectin e�cacy.

There are several limitations to this analysis. One of the 3 studies does not mention steroids in the list of
SOC medications, while a second reports 6% usage for the control group. Author has added a fourth
paper in a revised grouping with 11 studies.

We perfomed a similar analysis for all studies (except the 2 ecological studies), which shows no
signi�cant effect, with the high prevalence group actually showing lower improvement (53% [38-65%] vs.
69% [61-76%] for the low prevalence group). Details can be found in the supplementary data. Results are
similar when restricting to mortality results or when restricting to RCTs.

Why does the smaller analysis with 11 studies show a greater bene�t in high strongyloides prevalence
regions? The effect is based on relatively few events - 1, 3, 4, and 13 respectively for the high prevalence
group. More importantly, the result is confounded by treatment delay and dose.

Treatment delay. All meta analyses combine heterogeneous studies which results in limitations. For
example in pooled analysis we combine hospitalization and mortality. In terms of evaluating e�cacy for
COVID-19 treatments, reduction in hospitalization reasonably leads to reduction in mortality for high-risk
populations. Both are indicators of e�cacy, and both are valuable. In the largest series of COVID-19
treatment trials, hospitalization and mortality estimates are very similar. The same does not apply to
treatment delay for antivirals. A trial showing e�cacy with early treatment provides no information on late
treatment, and a trial showing no e�cacy with late treatment provides no information on early treatment.
Ivermectin, as with many COVID-19 treatments, shows a strong treatment delay relationship — early
treatment shows signi�cantly higher e�cacy.

The high prevalence group in the 11 study analysis has more early treatment trials, and the low
prevalence group has more late treatment trials. The result is confounded by treatment delay, and re�ects
the greater e�cacy of early treatment.

Only one trial in the high prevalence group is classi�ed as late treatment, I-TECH, which was very close to
the cutoff. Moreover, of all trials in the 11 trial analysis, this one uses the the highest dose.

Dose. The average dosage used in the high prevalence group is about twice the dose in the low
prevalence group, and would be close to three times higher if the Together Trial was not moved to the low
prevalence group. The result is confounded by dose, and re�ects the greater e�cacy of higher dosages.

Variants. E�cacy may vary based on variants. Notably, the Gamma variant was most common for one
trial in the low prevalance group. This variant shows dramatically different characteristics [Zavascki], and
clinicians report that signi�cantly higher dosage and/or earlier treatment is required, as may be expected
for variants where the peak viral load is signi�cantly higher and/or reached earlier [Faria, Nonaka].

Con�icts of interest. Two trials have very high (>$US1B) negative con�icts of interest which may
introduce bias towards null effects. The trial in the low prevalance group shows a lower effect size. The
trial in the high prevalence group also shows a lower effect size for the primary outcome. This trial shows
a larger mortality effect, however with only one event this has very low signi�cance.

https://ivmmeta.com/supp.html


Summary. In summary, the greater bene�t in high strongyloides prevalence regions is only seen with the
small subset of 11 trials and is not seen with all trials, or after restriction to mortality results, or restriction
to RCTs. Within the 11 trial sample, all trials except one in the low prevalence group have confounding
due to treatment delay and/or low dosage, where a lower effect size is expected. The only remaining trial
in the group is unpublished, has an unknown treatment delay (a signi�cant percentage of patients may
have been treated very late), has very high negative con�icts of interest, and the Gamma variant was
most common, in addition to other issues.

Con�icts of interest. Pharmaceutical drug trials often have con�icts of interest whereby sponsors or trial
staff have a �nancial interest in the outcome being positive. Ivermectin for COVID-19 lacks this because it
is off-patent, has many manufacturers, and is very low cost. In contrast, most COVID-19 ivermectin trials
have been run by physicians on the front lines with the primary interest of �nding the best methods to
save human lives and minimize the collateral damage caused by COVID-19. While pharmaceutical
companies are careful to run trials under optimal conditions (for example, restricting patients to those
most likely to bene�t, only including patients that can be treated soon after onset when necessary,
ensuring accurate dosing), many ivermectin trials do not represent the optimal conditions for e�cacy.

Two ivermectin trials to date involve very large �nancial con�icts of interest [López-Medina, Together
Trial] — companies closely involved with the trial or organizers stand to lose billions of dollars if
ivermectin e�cacy becomes more widely known. The design of these trials favors producing a null
outcome as detailed in [López-Medina, Together Trial]. Note that biasing an RCT to produce a false
positive result is di�cult (suppressing adverse events is relatively easy [Evans]), but biasing a trial to
produce a false negative result is very easy — for example, in a trial of an antiviral that works within the
�rst 24 hours of symptom onset, trial organizers only need to avoid treating people within the �rst 24
hours; or with a disease like COVID-19, organizers only need to select a low-risk population where most
people recover quickly without treatment. We note that, even under the very suboptimal designs, these
trials produced positive results, although without statistical signi�cance.

Designed to fail. Additional upcoming trials including ACTIV-6, COVID-OUT, and PRINCIPLE have been
designed in a way that favors �nding no effect, with a number of methods including late treatment,
selecting low-risk patients, fasting administration, very high con�ict of interest medication sourcing, and
dosing below current clinical practice. For discussion see [Goodkin].

COVID-OUT is enrolling relatively low risk patients (median age 46, 0.45 mean comorbidities), includes
asymptomatic patients, and has a long delay between symptoms and treatment based on the sample
collection delay in [Bramante].

PRINCIPLE paused enrollment in December 2021, claiming there was a supply issue [Henderson],
however the manufacturer supplying the trial reported that they were not experiencing any supply issues.
As of January 27, 2022, the trial was paused without explanation. As of February 11, 2022, the trial was
open intermittently (twice daily between Sunday and Thursday), which would further decrease the
chances of participants receiving relatively early treatment.

One patient reported their experience with one of the remote outpatient ivermectin/�uvoxamine trials:
they were offered enrollment 7 days after symptoms (receipt of medication would be even later), were
offered $400 to participate, and reportedly target healthy people [twitter.com]. ACTIV-6 also reportedly
does not ship study medications on the weekend, adding additional delays [twitter.com (B)].

If these trials provide results for high-risk patients strati�ed by treatment delay, including patients treated
within 1, 2, and 3 days of symptom onset (including any shipping delay), they may be informative even
with limited dosing.



Early/late vs. mild/moderate/severe. Some analyses classify treatment based on early/late administration
(as we do here), while others distinguish between mild/moderate/severe cases. We note that viral load
does not indicate degree of symptoms — for example patients may have a high viral load while being
asymptomatic. With regard to treatments that have antiviral properties, timing of treatment is critical —
late administration may be less helpful regardless of severity.

Notes. The 81 studies are from 74 independent research teams. 4 studies compare against other
treatments rather than placebo. Currently ivermectin shows better results than these other treatments,
however ivermectin may show greater improvement when compared to placebo. 17 of 81 studies
combine treatments, for example ivermectin + doxycycline. The results of ivermectin alone may differ. 4
of 33 RCTs use combined treatment, three with doxycycline, and one with iota-carrageenan. 1 of 81
studies currently has minimal published details available.

Meta analyses. Typical meta analyses involve subjective selection criteria, effect extraction rules, and
study bias evaluation, which can be used to bias results towards a speci�c outcome. In order to avoid
bias we include all studies and use a pre-speci�ed method to extract results from all studies (we also
present results after exclusions). The results to date are overwhelmingly positive, very consistent, and
very insensitive to potential selection criteria, effect extraction rules, and/or bias evaluation. Additional
meta analyses con�rming the effectiveness of ivermectin can be found in [Bryant, Kory, Lawrie]. Figure 27
shows a comparison of mortality results across meta analyses. [Kory] also review epidemiological data
and provide suggested treatment regimens.

Figure 27. Comparison of mortality results from different meta analyses. OR converted to RR for [Kory, Nardelli]. OR
displayed for [WHO]. WHO provides two results, one based on 5 studies and one based on 7, with no explanation for the

difference. The result based on 7 studies is shown here, for which the details required to calculate the RR are not
provided.

Evidence base. The evidence supporting ivermectin for COVID-19 far exceeds the typical amount of
evidence used for the approval of treatments. [Lee] shows that only 14% of the guidelines of the
Infectious Diseases Society of America were based on RCTs. Table 4 and Table 5 compare the amount of
evidence for ivermectin compared to that used for other COVID-19 approvals, and that used by WHO for
the approval of ivermectin for scabies and strongyloidiasis. Table 6 compares US CDC recommendations
for ibuprofen and ivermectin.
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Indication Studies Patients Status

Strongyloidiasis [Kory (C)] 5 591 Approved

Scabies [Kory (C)] 10 852 Approved

COVID-19 81 128,840
Pending

COVID-19 RCTs 33 7,104

Table 4. WHO ivermectin approval status.

Medication Studies Patients Improvement Status

Molnupiravir (UK) 1 775 50% Approved

Budesonide (UK) 1 1,779 17% Approved

Remdesivir (USA EUA) 1 1,063 31% Approved

Casiri/imdevimab (USA EUA) 1 799 66% Approved

Ivermectin evidence 81 128,840 65% [56-71%] Pending

Table 5. Evidence base used for other COVID-19 approvals compared with the ivermectin evidence base.

Ibuprofen
Ivermectin 

(for scabies)
Ivermectin 

(for COVID-19)

Lives saved 0 0 >500,000

Deaths per year ~450 <1 <1

CDC recommended Yes Yes No

Based on 0 RCTs
10 RCTs 

852 patients
33 RCTs 

7,104 patients

Table 6. Comparison of CDC recommendations [Kory (C)].

WHO, Merck, FDA

WHO Analysis.

WHO updated their treatment recommendations on 3/30/2021 [WHO]. For ivermectin they reported a
mortality odds ratio of 0.19 [0.09-0.36] based on 7 studies with 1,419 patients. They do not specify which
trials they included. The report is inconsistent, with a forest plot that only shows 4 studies with mortality
results. WHO's recommendation has not been updated for 357 days.

https://www.gov.uk/government/news/first-oral-antiviral-for-covid-19-lagevrio-molnupiravir-approved-by-mhra
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/04/C1253-interim-position-statement-inhaled-budesonide-for-adults.pdf
https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-issues-emergency-use-authorization-potential-covid-19-treatment
https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-authorizes-monoclonal-antibodies-treatment-covid-19


Despite this extremely positive result, they recommended only using ivermectin in clinical trials. The
analysis contains many �aws [Kory (D)]:

• Of the 81 studies (33 RCTs), they only included 16.

• They excluded all 16 prophylaxis studies (3 RCTs).

• There was no protocol for data exclusion.

• Trials included in the original UNITAID search protocol were excluded.

• They excluded all epidemiological evidence, although WHO has considered such evidence in the past.

• They combine early treatment and late treatment studies and do not provide heterogeneity
information. As above, early treatment is more successful, so pooling late treatment studies will
obscure the effectiveness of early treatment. They chose not to do subgroup analysis by disease
severity across trials, although treatment delay is clearly a critical factor in COVID-19 treatment, the
analysis is easily done (as above), and it is well known that the studies for ivermectin and many other
treatments clearly show greater effectiveness for early treatment.

• WHO downgraded the quality of trials compared to the UNITAID systematic review team and a
separate international expert guideline group that has long worked with the WHO [Bryant].

• They disregarded their own guidelines that stipulate quality assessments should be upgraded when
there is evidence of a large magnitude effect (which there is), and when there is evidence of a dose-
response relationship (which there is). They claim there is no dose-response relationship, while the
UNITAID systematic review team found a clear relationship, along with individual studies [Babalola].

• Their risk of bias assessments do not match the actual risk of bias in studies. For example they
classify [López-Medina] as low risk of bias, however this study has many issues making the results
unreliable [Covid Analysis], even prompting an open letter from over 170 physicians concluding that the
study is fatally �awed [Open Letter]. [Beltran Gonzalez] is also classi�ed as low risk of bias, but is a
study with very late stage severe condition high-comorbidity patients. There is a clear treatment delay-
response relationship and very late stage treatment is not expected to be as effective as early
treatment. Conversely, much higher quality studies were classi�ed as high risk of bias.

• Although WHO's analysis is called a "living guideline", it is rarely updated and very out of date. As of
May 14, 2021, four of the missing RCTs are known to WHO and labeled "RCTs pending data extraction"
[COVID-NMA]. We added these 4, 4, 2, and one month earlier.

• A single person served as Methods Chair, member of the Guidance Support Collaboraton Committee,
and member of the Living Systematic Review/NMA team.

• Public statements from people involved in the analysis suggest substantial bias. For example, a co-
chair reportedly said that "the data available was sparse and likely based on chance" [Reuters]. As
above, the data is comprehensive, and we estimate the probability that an ineffective treatment
generated results as positive as observed to be 1 in 169 billion. The clinical team lead refers to their
analysis of ivermectin as "�ghting this overuse of unproven therapies ... without evidence of e�cacy"
[Reuters], despite the extensive evidence of e�cacy from the 81 studies by 782 scientists with 128,840
patients. People involved may be more favorable to late stage treatment of COVID-19, for example the
co-chair recommended treating severe COVID-19 with remdesivir [Rochwerg].



In summary, although WHO's analysis predicts that over 2 million fewer people would be dead if
ivermectin was used from early in the pandemic, they recommend against use outside trials. This
appears to be based primarily on excluding the majority of the evidence, and by assigning bias estimates
that do not match the actual risk of bias in studies.

Use early in the pandemic was proposed by Kitasato University including the co-discoverer of ivermectin,
Dr. Satoshi Ōmura. They requested Merck conduct clinical trials of ivermectin for COVID-19 in Japan,
because Merck has priority to submit an application for an expansion of ivermectinʼs indications. Merck
declined [Yagisawa].

Merck Analysis.

Merck has recommended against ivermectin [Merck], however this recommendation has not been
updated for 411 days.

They stated that there is "no scienti�c basis for a potential therapeutic effect against COVID-19 from pre-
clinical studies". This is contradicted by many papers and studies, including [Arévalo, Bello, Choudhury, de
Melo, DiNicolantonio, DiNicolantonio (B), Errecalde, Eweas, Francés-Monerris, Heidary, Jans, Jeffreys,
Kalfas, Kory, Lehrer, Li, Mody, Mountain Valley MD, Qureshi, Saha, Surnar, Udo�a, Wehbe, Yesilbag, Zaidi,
Zatloukal].

They state that there is "no meaningful evidence for clinical activity or clinical e�cacy in patients with
COVID-19 disease". This is contradicted by numerous studies including [Alam, Aref, Babalola, Baguma,
Behera, Behera (B), Bernigaud, Budhiraja, Bukhari, Chaccour, Chahla, Chahla (B), Chowdhury, de Jesús
Ascencio-Montiel, Elalfy, Espitia-Hernandez, Faisal, Ghauri, Hashim, Huvemek, Kerr, Khan, Lima-Morales,
Loue, Mahmud, Manomaipiboon, Mayer, Merino, Mohan, Mondal, Morgenstern, Mourya, Okumuş, Ravikirti,
Seet, Shimizu].

They also claim that there is "a concerning lack of safety data in the majority of studies". Safety analysis is
found in [Descotes, Errecalde, Guzzo, Kory, Madrid], and safety data can be found in most studies,
including [Abd-Elsalam, Ahmed, Aref, Babalola, Behera (B), Bhattacharya, Biber, Bukhari, Camprubí,
Carvallo (C), Chaccour, Chahla (B), Chowdhury, Elalfy, Espitia-Hernandez, Ghauri, Gorial, Hazan, Huvemek,
Khan, Kishoria, Krolewiecki, Lima-Morales, Loue, López-Medina, Mahmud, Mohan, Morgenstern, Mourya,
Okumuş, Pott-Junior, Seet, Shahbaznejad, Shouman, Spoorthi, Szente Fonseca, Vallejos, Zubair].

Merck has a number of con�icts of interest:

• Merck has committed to give ivermectin away for free "as much as needed, for as long as needed" in
the Mectizan® Donation Program [Merck (B)], to help eliminate river blindness.

• Merck has their own new COVID-19 treatments MK-7110 (formerly CD24Fc) [Adams] and Molnupiravir
(MK-4482) [Jayk Bernal, Wikipedia]. Merck has a ~$US1.2B agreement to supply molnupiravir to the US
government, if it receives EUA or approval [Khan (B)]. Over $US10B in near-term orders are expected if
approved [Genetic Engineering and Biotechnology News].

• Ivermectin is off-patent, there are many manufacturers, and Merck is unlikely to be able to compete
with low cost manufacturers.

• Promoting the use of low cost off-patent medications compared to new products may be undesirable
to some shareholders.



• Japan requested Merck conduct clinical trials early in the pandemic and they declined. Merck may be
reluctant to admit this mistake [Yagisawa].

For other concerns regarding Merck's statement and prior actions related to Vioxx, see [Scheim].

FDA Analysis.

The US FDA recommended against ivermectin on March 5, 2021, however they stated that "The FDA has
not reviewed data to support use of ivermectin in COVID-19 patients to treat or to prevent COVID-19". There
is still no indication that the FDA has reviewed the clinical trials 382 days later.

The FDA notes that they "received multiple reports of patients who have required medical support and
been hospitalized after self-medicating with ivermectin intended for horses". The number of reports was 4
[Pfeiffer]. For comparison, acetaminophen overdose results in ~33,000 yearly hospitalizations in the USA
(~12,000 unintentional) [Charilaou]. The FDA's recommendation may increase cases of self-medication
with animal ivermectin, because it reduces the percentage of prescribing physicians.

They state that "Ivermectin is not an anti-viral", however many studies contradict this [Ahmed, Aref,
Babalola, Biber, Bukhari, Buonfrate, Caly, Chowdhury, Elalfy, Espitia-Hernandez, Khan, Mahmud, Mohan,
Mourya, Okumuş, Rezk, Thairu], including 10 RCTs.

They note that "some initial research is underway", however there had been many studies completed and
published prior to the FDA recommendation [Ahmed, Alam, Babalola, Behera, Beltran Gonzalez,
Bernigaud, Biber, Budhiraja, Bukhari, Cadegiani, Camprubí, Carvallo (C), Chaccour, Chachar, Chahla (B),
Chowdhury, Elalfy, Espitia-Hernandez, Ghauri, Gorial, Hashim, Hellwig, Khan, Lima-Morales, López-Medina,
Mahmud, Mohan, Okumuş, Podder, Rajter, Ravikirti, Shouman, Spoorthi], including 17 RCTs.

Sep 3, 2021: The FDA revised their statement slightly. They removed the false claim that invermectin is
not an antiviral, and they removed the statement that they have not reviewed the data. However, there is
still nothing to indicate that they have reviewed the clinical trials. Indeed, they state "currently available
data do not show ivermectin is effective against COVID-19" and "ivermectin has not been shown to be
safe or effective for these indications", which are both false.

Conclusion

Ivermectin is an effective treatment for COVID-19. Treatment is more effective when used early. Meta
analysis using the most serious outcome shows 63% [53-72%] and 83% [74-89%] improvement for early
treatment and prophylaxis, with similar results after exclusion based sensitivity analysis, for primary
outcomes, for peer-reviewed studies, and for RCTs. Statistically signi�cant improvements are seen for
mortality, ventilation, ICU admission, hospitalization, recovery, cases, and viral clearance. All remain
signi�cant after exclusions. 53 studies from 48 independent teams in 22 different countries show
statistically signi�cant improvements in isolation (39 for primary outcomes, and 36 for the most serious
outcome). Results are very robust — in worst case exclusion sensitivity analysis 54 of 81 studies must be
excluded to avoid �nding statistically signi�cant e�cacy.
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Responses

Inconclusive meta analyses.

[Popp, Roman] provide meta analyses that show positive effects without reaching statistical signi�cance.
The primary methods used that result in a lack of statistical signi�cance are the exclusion of the majority
of the evidence base, and division of the remaining subset. For more details see the study notes.

Primary outcome analysis.

We use �xed pre-speci�ed effect extraction to avoid bias and to focus on the most clinically relevant
results. For comparison, we have also performed analysis using the primary outcome of studies (shown
in the supplementary data), with results showing similar effect sizes. Prophylaxis results are very similar
with 100% (16 of 16) positive effects. Early treatment shows 97% (31 of 32) positive effects, improved
due to the very small event count negative serious outcomes in Krolewiecki, Vallejos, and Buonfrate no
longer having priority. Late treatment shows 70% (23 of 33) positive effects, reduced slightly, primarily
due to viral clearance results being the primary outcome in some studies, and viral clearance being less
successful with late treatment. Overall, the primary outcome analysis shows 86% (70 of 81) positive
effects, which is currently identical to the results of the main protocol analysis.

Meta analysis should not combine heterogeneous studies.

All meta analyses combine heterogeneous studies, because all studies differ in one or more ways,
including patient demographics, treatment delay distribution, effect measured, SARS-CoV-2 variants, and
treatment regimens (note that this is different to heterogeneity caused by bias). Combining
heterogeneous studies may obscure e�cacy - for example if treatment within 24 hours is twice as
effective as treatment within 48 hours and we include studies with later treatment; or if a treatment is
effective at reducing mortality but has no effect on viral clearance and we include viral clearance studies.
Including studies that are further from the optimal treatment situation will reduce the observed effect
size. This can be seen in the treatment delay analysis - late treatment is less effective and including late
treatment studies lowers the effect size. For any negative meta analysis, we must consider if the
treatment is effective but only in a subset of the situations covered by the studies (or a situation not
covered by any study, for example few treatments have studies with a treatment delay <= 24 hours).

BBC response.

Update: authors indicated that their data would be available "soon" as of Sep 14, 2021, however it has not
been released six months later.

A BBC article raises questions due to data issues in some studies, based on an analysis from a team of
researchers. One of the researchers reports that data in some trials could have been manipulated, while
noting that human error can not be ruled out. Others in the team directly accuse authors of malfeasance.
Regardless of the cause, concern over these studies is valid. Currently, 2 studies have been retracted, one
was withdrawn by a preprint server, and another has been reported as pending retraction, although the
journal reports that no retraction is pending. None of these studies are in our analysis.

Existence of some lower quality studies is typical in large evidence bases. The percentage of studies with
issues is not greater than reported averages, and is not close to removing evidence of e�cacy (and may
actually improve evidence as detailed below). We performed an absolute worst case sensitivity analysis,
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where positive studies are excluded in order of the effect size, with the largest effect �rst. 67%, or 54 of
81 studies must be excluded to avoid �nding statistically signi�cant e�cacy (this is in addition to the
four papers not in this analysis).

The summary statistics from meta analysis necessarily obscure most of the information in the evidence
base. For those that have read all of the research, knowledge of e�cacy is supported by extensive
additional information, including for example relationships between outcomes within a study, dose-
response relationships within and across studies, treatment delay-e�cacy relationships within and
across studies, variant-e�cacy relationships, etc. Notably, removal of Elgazzar, Samaha, and Niaee
improve the treatment delay-e�cacy and dose-response relationships and may further increase
con�dence when considering all information.

Concerns about [Cadegiani, Carvallo, Carvallo (B), Carvallo (C)] have also been reported. All of these
studies are excluded in our exclusion analysis.

Studies Prophylaxis Early treatment Late treatment Patients

With GMK/BBC exclusions 55 82% [68-89%] 70% [62-76%] 56% [35-70%] 114,959

RCTs w/GMK/BBC exc. 27 84% [25-96%] 67% [55-75%] 29% [4-48%] 4,985

Percentage improvement with ivermectin treatment after exclusion of all studies reported by this team

We note that, while malfeasance cannot be ruled out, reported concerns may also be caused by typos,
data collection errors not affecting analyzed outcomes, and expected results from multiple tests.
Authors, without any prior registration or statistical analysis plan, perform thousands of statistical tests
across data in the studies and report results without correcting for multiple tests. For example, reporting
the occurrence of a 1 in 1,000 event as evidence of randomization failure, while performing more than
this number of tests across studies.

This group often dismisses studies based on an arbitrary statistical signi�cance threshold for a speci�c
outcome, a misunderstanding of statistics [Amrhein], and indefensible as a pre-�lter in meta analysis.

This group has made many claims unsupported by the data. For Niaee, one author claimed the study
"made a HUGE difference". It has no effect on early treatment or prophylaxis. For late treatment, which is
not recommended, the change was relatively minor. For Elgazzar, the author claimed that it could be "the
most consequential medical fraud ever committed". There was almost no difference in our analysis after
removing this paper (excluding 1 of 84 studies has very little effect, and the exclusion actually improves
the treatment delay-response relationship).

Statements by the group suggest signi�cant bias. The main author �rst referred to ivermectin as
"something else to debunk" in December 2020, and later as a "horse dewormer". Another group member
has called for charging scientists that recommend vitamin D with "crimes against humanity".

The group has made claims about all ivermectin evidence based on the existence of some studies with
issues. It is inappropriate to generalize about the entire group of 782 scientists and researchers based on
the mistakes or actions of a few individuals.

This group has focused on �nding issues in papers reporting large positive effects, which introduces a
signi�cant bias. Notably, the few studies that contribute most to minimizing the effects in meta analysis
include studies with very high con�icts of interest and many reported protocol violations and data issues,
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however this group disregards all of these issues.

The article claims "The largest and highest quality ivermectin study published so far is the Together trial"
which "found no bene�t", however this study has not been published, is one of the lowest quality trials
with many documented design, execution, and analysis issues, has extremely high con�icts of interest,
there is a history of inaccurate reporting prior to publication for a previous treatment in the same trial, and
the trial actually reported 18% lower mortality (not statistically signi�cant).

The article reports that 26 studies were examined, however there are 84 studies, authors have not
reported their results for all 26, and authors have not provided their data after repeated requests.
Currently they have not even provided a list of the 26 studies.

The group has an excessive focus on RCTs, which have a fundamental bias against �nding an effect for
interventions like ivermectin that are widely known and easily available — patients that believe they need
treatment are more likely to decline participation and take the treatment [Yeh] (this does not apply to the
typical pharmaceutical trial of a new drug that is otherwise unavailable and unfamiliar).

The main author of the group is also against vitamin D. Of the 71 vitamin D COVID-19 treatment studies,
author suggests only one trial is worth looking at [Murai]. This gives us a simple case to examine
potential bias. [Murai] is a small trial providing no statistically signi�cant effects (mortality p = 0.43, other
outcomes are positive while also not signi�cant). Author acknowledges that the trial is too small for a
conclusion. More importantly, this trial provides no information about whether vitamin D reduces the risk
of a serious COVID-19 case, because the patients in this trial already had a serious COVID-19 case (90%
already on oxygen treatment at baseline). Author does not mention this. The trial also has poorly
matched arms in terms of gender, ethnicity, hypertension, diabetes, and baseline ventilation, all favoring
the control group. Further, this study uses an inappropriate form of vitamin D — cholecalciferol. In reality
physicians would use calcifediol or calcitriol with late stage treatment, because they avoid a very long
delay for conversion. We are unaware of a reason to use cholecalciferol in this case (other than to
produce a null result). In summary, author's chosen study is the study providing the least useful
information from the 71 vitamin D treatment studies to date, suggesting biased analysis.

We fully support this team's effort to clean up the evidence base. This is extremely valuable and improves
the integrity of the evidence base (and the accuracy if done equally for all studies). We hope this or other
teams can do the same for all treatments. However the analysis plan should be published, details of all
tests should be provided, results should be corrected for multiple testing, results for all studies and tests
should be provided, and equal attention should be given to studies with non-statistically signi�cant
results, especially those with major reported data issues that have been disregarded by this team (for
example data suggesting substantial protocol violations including confounding by time in [Together Trial]
and control arm use of treatments in [López-Medina]).

For coverage of other errors in the BBC article, and illumination of the stark contrast between Dr. Lawrie's
response to the BBC before publication and what they chose to report, see [BiRD Group, Campbell, Elijah,
Lawrie (B)].

More details can be found in the following response regarding the main author of this group.

GMK response.

An in�uential anti-treatment Twitter personality, journalist, and epidemiologist has made a number of
incorrect, misleading, hyperbolic, and unsupported statements. Author is notable as the only known
researcher that reports having read a majority of the 84 (including retracted) studies, but does not �nd



the evidence to be positive. However, their opinion appears to have been formed before reading the
studies — they �rst referred to ivermectin as "something else to debunk". We note that the author has
made very valuable contributions identifying signi�cant issues with some studies, which has helped to
improve the quality of the ivermectin evidence base, and has improved the dose-response and treatment
delay-response relationships.

Analysis with GMK's recommended exclusions can be found in the supplementary data, which shows
47% [31-59%] improvement, p = 0.0000031.

Author has been paid for writing anti-treatment articles, and has also referred to ivermectin as a "horse
dewormer". Author has experienced personal tragedy with multiple family members having died of
COVID-19, which may introduce a bias against acknowledging errors in treatment advice. If the author
continues to deny the e�cacy of treatments like ivermectin or vitamin D, we encourage them to at at
least direct readers to government-approved treatments, for which there are several in the author's
country, and many more in other countries (including ivermectin). While approved treatments in a speci�c
country may not be as effective (or as inexpensive) as current evidence-based protocols combining
multiple treatments, they are better than no recommendation.

Author's attempt to discredit ivermectin research centers on the fundamentally false assertion that
excluding a small number of lower quality trials results in a negative outcome. It should be clear from the
forest plot that this is not possible, but we can be more speci�c. We perform a worst case sensitivity
analysis, where positive studies are excluded in order of the effect size, with the largest effect �rst. How
many studies do we need to exclude before the meta analysis RR has a con�dence interval exceeding
1.0? 67%, or 54 of 81 studies must be excluded to avoid �nding statistically signi�cant e�cacy. As with
all data in this paper, this analysis will automatically update as the evidence base evolves. Also note that
this is after exclusion of withdrawn papers - one has never been in this analysis, the second was removed
on the same day it was withdrawn, and the other two were removed in advance of retraction based on
author's noti�cation that retraction is pending (only one has been retracted, the journal for Niaee et al. has
reported that no retraction is pending).

Author claims that we include several papers that are already excluded in the 10 exclusion analyses.

Author claims that there is a greater percentage of low quality studies for ivermectin and COVID-19
compared to other treatments. This is unsupported for such a large evidence base, and does not match
previous studies.

Author often makes a basic error by equating positive effects that are not statistically signi�cant at a
speci�c level with "no effect", a misunderstanding of statistics [Amrhein]. For example, if a study reports
50% improvement with a p value of 0.1, we cannot say that the study shows the treatment is ineffective,
or in the words of the author shows "no bene�t at all". Author repeatedly makes false claims in this way.

On Sep 14, 2021, author indicated that their team had reviewed about 30 ivermectin studies and their
data would be available soon, however it has not been released six months later.

Author appears to favor pharmaceutical company a�liated/operated trials. For example, the author has
no problem with the lack of IPD for many pharmaceutical a�liated COVID-19 trials that support the
author's treatment positions, yet considers the lack of IPD in a positive ivermectin trial to be problematic.
Author believes the pharmaceutical a�liated Together Trial is the highest quality trial so far, yet not only
is there no IPD currently available, there is no preprint, the trial has many documented design, execution,
and analysis issues, has extremely high con�icts of interest, and there is a history of inaccurate reporting
prior to publication for a previous treatment in the same trial.
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Author disregards treatment delay in analysis, which results in incorrect conclusions. For example, author
claims that the RECOVERY trial proved that another treatment is not effective, and would provide
de�nitive data if the same was done for ivermectin. The trial provided valuable data on very late use (9
days after symptoms) with an excessively high dose and very late stage patients. However, it did not
provide information on early treatment. Oseltamivir, for example, is generally only considered effective for
in�uenza when used within 0-36 or 0-48 hours [McLean, Treanor]. Paxlovid was tested with a maximum
of 3 days from symptom onset (the mean delay is unknown). For ivermectin, author believes the
PRINCIPLE trial will provide strong data on e�cacy, however this trial includes low risk patients less than
15 days from symptom onset, and may only provide information on late treatment in a low risk
population. Figure 28 shows a mixed-effects meta-regression for e�cacy as a function of treatment
delay in COVID-19 studies from 38 treatments. E�cacy declines rapidly with treatment delay.

Figure 28. Meta-regression showing e�cacy as a function of treatment delay in COVID-19 studies from 38 treatments.

Author has an unwarranted focus on a speci�c outcome (mortality) and a speci�c subset of trials (RCTs).
This would be reasonable in many cases when su�cient high-quality data is available, however this is not
the case for off-patent COVID-19 treatment trials, where RCTs often involve delayed treatment, low-risk
patients where mortality is rare, or very high con�icts of interest. Widely accepted and effective (for
speci�c variants) treatments like casirivimab/imdevimab, bamlanivimab, and sotrovimab were all
approved without statistically signi�cant mortality bene�ts. Other outcomes are also important —
accelerating viral clearance, and reducing cases, hospitalization, ICU admission, ventilation, etc. are all
very valuable, for example reducing serious "long COVID" problems, reducing transmission of the virus,
and reducing the burden on the healthcare system. These outcomes are also likely to correlate with
reduced mortality among larger or higher-risk populations. We note that there is extensive evidence for
the mortality outcome when not restricting to RCTs. RCTs have mostly been run with relatively low risk
populations where mortality is low, leading to limited statistical signi�cance. However RCTs are inherently

Late treatment results 

are not representative
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biased towards low mortality and towards not �nding an effect in this case — ivermectin is well-known to
be bene�cial for COVID-19 and is easily available, therefore participants that believe they may be at
serious risk are more likely to decline participation in the RCT and take the recommended medications.
Patients that do choose to participate are also more likely to have low adherence. This bias of RCTs is
likely to be even larger in locations where ivermectin is widely used in the community and very easily
obtained, which correlates with the observed RCT results.

Author suggests that we have chosen the wrong outcome in some cases. While mistakes are possible,
for example we corrected errors with Espitia-Hernandez et al. and Jain et al., the claims made suggest
that the author has not read the studies and/or our protocol carefully. Details are below. We note that the
author disregards the existence of the individual outcome analyses and the primary outcome analysis.

Most errors have not been corrected over seven months later. Many false, misleading, and defamatory
statements continue to be available, highly-ranked in search results, and highly in�uential. Other errors
include:

• that excluding Elgazzar et al. completely changes the results and could be "the most consequential
medical fraud ever committed". Excluding 1 of 84 studies has very little effect, and the exclusion
improves the treatment delay-response relationship.

• that Niaee et al. "made a HUGE difference". It has no effect on early treatment or prophylaxis. For late
treatment, which is not recommended, the change was relatively minor, and the exclusion improves the
treatment delay-response relationship.

• making basic errors suggesting very super�cial reading of studies, for example claiming the RR in
Szente Fonseca is the risk of being treated.

• making basic errors suggesting very super�cial reading of this paper, for example claiming that a result
for prophylaxis studies is based on the number of patients from all studies.

• equating a high degree of COVID-19 in a country partially adopting a treatment with a lack of e�cacy,
disregarding obvious confounding such as heavily affected areas being more likely to adopt treatment
(analysis of results in regions or time periods adopting treatment, while not equivalent to controlled
studies, is more informative and shows e�cacy [Chamie-Quintero, Chamie-Quintero (B), Merino,
Ontai]).

• confusing heterogeneity due to dose, treatment delay, etc. and due to bias.

• disregarding treatment delay to dilute or obscure effects by including late treatment (author has also
used this method with other treatments).

• disregarding the existence of speci�c outcome analyses, RCT analysis, and exclusion-based sensitivity
analysis.

• suggesting that e�cacy over longer periods is not possible because ivermectin has a half-life of "about
a day". Author disregards known e�cacy for other conditions over much longer periods, and
mischaracterizes the half-life. Antiparasitic e�cacy can persist for several months after a single dose
[Canga]. Plasma half-life is longer in some studies, and signi�cant plasma concentration can persist for
over 2 weeks in some patients [Muñoz]. More importantly, ivermectin is highly lipophilic and may
accumulate in the lung and other tissues where concentrations may be many times higher [Chaccour
(B), Chiu].

• misunderstanding funnel plot analysis and explanations other than selective reporting (and providing
no evidence of unreported negative studies, while there is substantial evidence of di�culty publishing
positive studies [Jerusalem Post, Kory (B)]).
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• suggesting that it is impossible to combine evidence from mortality and hospitalization (for example),
but combining late treatment and early treatment in order to obscure e�cacy (if a treatment reduces
disease severity requiring hospitalization, reduced mortality in at-risk populations logically follows,
whereas lack of e�cacy several days after onset can not be extrapolated to early treatment —
treatments for a viral infection are often less effective when delayed).

• making serious claims about individual studies without contacting authors (for example claiming
patients were excluded for reaching the endpoint too quickly in one study, whereas authors report
exclusions due to baseline negative status).

• author is unaware of different variants, suggesting that results should be identical for treatment at a
given delay, even when the predominant variants have markedly different peak viral load, time to peak
viral load [Faria, Karita, Nonaka], and mortality (for example Gamma vs. non-Gamma aHR 4.73 [1.15-
19.41] [Zavascki]).

The cases where author suggests we have chosen the wrong outcome indicate that the author has not
read the studies and/or our protocol carefully:

• suggesting that the risk of a good outcome should be selectively used instead of the risk of a bad
outcome (author would like to do this when it reduces the effect size). This is similar to using the risk
of surviving instead of the risk of death. 99% survival may only be a 4% improvement over 95% survival,
but most people would appreciate the 80% lower risk of death.

• suggesting that hospitalization time should be used for symptomatic recovery in a study where
discharge is based on viral clearance (and only tested weekly).

• suggesting that a speci�c symptom such as cough should be used (author would prefer a less positive
result for the study).

• suggesting that viral load is more important than symptomatic results.

• suggesting that mortality should be used in populations with zero mortality (for low-risk populations
with no mortality, reduction in mortality is not possible, this does not mean a reduction in
hospitalization, for example, is not valuable).

• suggesting that unadjusted results should be used in a study where the adjustments clearly make a
signi�cant difference (author wants to cherry-pick unadjusted cough results).

• suggesting that, for example, in a study of viral load where all patients recover, it is not valuable if
treated patients recover faster (or are less likely to transmit the virus to others).

• suggesting that study selected outcomes should have priority rather than using a consistent pre-
speci�ed protocol, disregarding the added bias and the fact that this actually improves results for
ivermectin (for example the very small event count negative serious outcomes in Krolewiecki, Vallejos,
and Buonfrate would no longer have priority).

• suggesting that cough is a more important symptom than low SpO  or fever. Cough can persist for a
long time after more serious symptoms resolve, and persistent cough may be caused by many
conditions.

• suggesting that combined low dose treatment results should be used in a study that had a combined
ivermectin/doxycycline arm (single dose ivermectin, 5 days doxycline) and an ivermectin arm with
treatment for 5 days.

We note that this personality has an extensive history of incorrect advice, including for example:
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• claiming that �u is more dangerous than COVID-19

• claiming that SARS-CoV-2 is not airborne

• claiming that it's impossible to improve immune system functioning

• even believing and propagating a made up story that claimed ivermectin overdose was causing
gunshot victims to wait at an ER

Author has taken a public position against early treatments for COVID-19 since at least July 2020. Given
this longstanding and in�uential negative position, they may tend to view information with a negative �lter
and con�rmation bias, and may be reluctant to admit errors. They acknowledge not having read all of the
studies (and appear to have very super�cially read others). They submitted zero feedback to us,
suggesting that they know their comments are incorrect or that they have a motivation other than
correcting errors. Author claims that they could not contact us, however there are over 50 feedback links
throughout this article. We also note that the author is not open to critical feedback and routinely blocks
Twitter users correcting mistakes or expressing anything critical on their feed. Reports suggest that the
author also pre-emptively blocks people that have not even interacted with them, but are connected to
other users reporting on their errors. Author ackowledges using a tool called MegaBlock that blocks all
people that liked a speci�c tweet.

The author is also against vitamin D. Of the 71 vitamin D COVID-19 treatment studies, author suggests
only one trial is worth looking at [Murai]. This gives us a simple case to examine potential bias. [Murai] is
a small trial providing no statistically signi�cant effects (mortality p = 0.43, other outcomes are positive
while also not signi�cant). Author acknowledges that the trial is too small for a conclusion. More
importantly, this trial provides no information about whether vitamin D reduces the risk of a serious
COVID-19 case, because the patients in this trial already had a serious COVID-19 case (90% already on
oxygen treatment at baseline). Author does not mention this. The trial also has poorly matched arms in
terms of gender, ethnicity, hypertension, diabetes, and baseline ventilation, all favoring the control group.
Further, this study uses an inappropriate form of vitamin D — cholecalciferol. In reality physicians would
use calcifediol or calcitriol with late stage treatment, because they avoid a very long delay for conversion.
We are unaware of a reason to use cholecalciferol in this case (other than to produce a null result). In
summary, author's chosen study is the study providing the least useful information from the 71 studies to
date, suggesting biased analysis.

Based on many comments, author appears to focus on super�cial criteria such as typesetting and quality
of writing. While many of the studies have been performed by non-native English speakers with minimal
budgets, this does not imply the researchers are less reliable. Indeed, the author is highly critical of the
program used to create a graph, for example, but is unable to see �aws in high budget high con�ict of
interest trials, even when they prompt >100 scientists to write an open letter requesting retraction [Open
Letter].

Seven months later, the author has still not contacted us, making content-free comments on Twitter such
as calling us "sh*tty". Other individuals pointing out errors with detailed and careful feedback get similar
treatment, such as being called a "d*ckhead" and being blocked.

More details can be found in the BBC response.

SSC response.

We note a few limitations and apparent biases in the SSC ivermectin analysis.



Analysis with SSC's recommended exclusions can be found in the supplementary data.

Author appears to be against all treatments, labeling them all "unorthodox" and "controversial", even those
approved by western health authorities, including casirivimab/imdevimab, bamlanivimab, sotrovimab,
and paxlovid. Update: author's original article still refers to all treatments we follow as unorthodox and
controversial, however they report that they actually recommend �uvoxamine, paxlovid,
casirivimab/imdevimab, bamlanivimab/etesevimab, and sotrovimab, and suggest that they support all
western health authority approved treatments which additionally includes remdesivir, budesonide,
bebtelovimab, tixagevimab/cilgavimab, and molnupiravir. Author also has positive comments for zinc (but
reports there is no proof). i.e., author appears to actually support at least 11 of the 38 treatments we follow.
We note that the methodology is the same for all treatments.

We encourage the author to at least direct readers to government approved treatments, for which there
are several in the author's country, and many more in other countries (including ivermectin). While
approved treatments in a speci�c country may not be as effective (or as inexpensive) as current
evidence-based protocols combining multiple treatments, they are better than dismissing everything as
"unorthodox". Elimination of COVID-19 is a race against viral evolution. No treatment, vaccine, or
intervention is 100% available and effective for all variants — we need to embrace all safe and effective
means.

The third-party analysis that author references for the strongyloides theory is confounded by treatment
delay and dosage — the high prevalence group has more early treatment trials and a higher average dose,
i.e., the analysis re�ects the greater e�cacy of early treatment and the greater e�cacy of higher dosage.
More details can be found in the strongyloides section.

Author refers to studies with positive but not statistically signi�cant results as "negative" [Mohan], or "[the]
original outcome would also have shown ivermectin not working" [López-Medina], which are incorrect
conclusions [Amrhein]. Update: author believes this means we abandon statistical signi�cance. We do not
know where this comes from — all of our results report con�dence intervals, and the �rst two words of this
paper are "statistically signi�cant". What is incorrect is making a negative conclusion based on an
insigni�cant result. For example, if one study reports 50% lower mortality without reaching statistical
signi�ance, this does not mean that the treatment is useless. Consider if there are 10 studies all reporting
~50% lower mortality, the combined evidence may be strong even if each individual result is not statistically
signi�cant.

Author notes that: "if you say anything in favor of ivermectin you will be cast out of civilization and thrown
into the circle of social hell reserved for Klan members and 1/6 insurrectionists", suggesting an
environment that may bias the information that the author sees, and could unconsciously bias analysis.
We note that similar environments in�uence the design, operation, and publication of some existing (and
many upcoming) ivermectin trials.

Author looks at 29 of the 81 studies, which we note is much better than most commenters, but still
ignores the majority of studies, including the prophylaxis studies.

The author �nds e�cacy at p = 0.04 in their analysis of 11 of the 29 studies they looked at. We note that
simply looking at the other 52 studies will result in much higher con�dence in e�cacy. We also note that
even at p = 0.04 with 11 independent studies, a rational risk-bene�t analysis results in immediate
adoption into protocols (pending stronger data with other combinations of treatments), and immediate
collection of more data from sources without con�icts of interest.

https://ivmmeta.com/supp.html
https://c19adoption.com/#usa
https://c19adoption.com/


However, ultimately the author at least partially supports the two prevailing theories that are commonly
used by those against treatment. These theories require disregarding extensive contradictory evidence:

The steps required to accept the no-signi�cant-effect outcome are extreme — one needs to �nd a reason
to exclude most of the studies, disregard the strong treatment-delay response relationship, and disregard
all prophylaxis studies. Even after this, the result is still positive, just not statistically sign�cant. This does
not support a negative recommendation. Widely accepted and effective (subject to dependence on viral
variants) treatments like casirivimab/imdevimab, bamlanivimab, and sotrovimab were all approved
without statistically signi�cant mortality bene�ts.

The steps required to accept the strongyloides-mechanism-only conclusion are also extreme - we need to
disregard the majority of outcomes occuring before steroid use, and disregard the strong treatment-delay
response relationship which is contradictory. Figure 26 shows analysis by strongyloides prevalence. The
third-party analysis referenced by the author is confounded by treatment delay and dosage.

Author seems biased against believing any large effect size. We note that large effect sizes have been
seen in several COVID-19 treatments approved by western health authorities, including paxlovid which the
author is very positive about, and also that better results may be expected when studies combine
multiple effective treaments with complementary mechanisms of action (as physicians that treat COVID-
19 early typically do). Update: author con�rms this bias but appears to disregard it for paxlovid.

Author is suspicious about a study based on the country of the researchers, and also appears biased
against non-native speakers, with comments such as "unreadable" for one paper, compared to "written up
very nicely in real English" for another. Update: author con�rms being biased against certain countries.

Author calls a physician that has reported zero deaths and 5 hospitalizations with 2,400 COVID-19
patients "a crazy person" that "put his patients on every weird medication he could think of".

Author disregards the dramatically higher mortality for Gamma vs non-Gamma variants (aHR 4.73 [1.15-
19.41] [Zavascki]), instead concluding that higher mortality indicates fraud in one instance, while in
another instance assuming that the related confounding by time in the Together Trial is not signi�cant.

Author's review of the 29 studies appears relatively cursory, for example author appears unaware that the
ivermectin dosage is very different in the ivermectin + doxycycline arm of [Ahmed].

Author appears to accept the analysis and accusations of GMK as correct, however that author is often
incorrect.

Author is concerned that we detail problems with [López-Medina], while correctly noting that the
outcomes in this trial are actually positive and in favor of ivermectin (while not statistically signi�cant in
isolation).

Author is concerned that we speci�cally comment on [López-Medina, Together Trial]. We note that it has
been others that have focused on these trials — we comment on them because they have received
special attention, including being held up as sole evidence overriding all other trials, despite having major
issues.

Author claims that nobody can �nd issues with [Vallejos], which suggests that they have not read the
study, or our analysis.

AT response.

https://c19ivermectin.com/vallejos2.html


A technology blog published an article with incorrect and unsupported claims. The article refers to
c19ivermectin.com (which is only a database of ivermectin research), but makes comments about this
analysis. Most of the comments in this article are already addressed above.

Author correctly notes that the majority of results are positive and that no matter how you slice the data,
the results are positive, but appears to dismiss the obvious reason without examining the evidence.

Author believes that because other effective treatments exist, and because we have also covered those,
there must be a positive bias. For ivermectin though, we �nd evidence of a negative publication bias, and
despite enormous worlwide attention, there is no evidence of missing negative trials, while there is
substantial evidence of positive trials being delayed by editors(journals fast track null results, while
holding positive trials and later returning them without review). We also note that many of the effective
treatments are adopted by governments worldwide, including several in the author's country. Appoved
treatments include sotrovimab, casirivimab, imdevimab, bamlanivimab, etesevimab, budesonide,
favipiravir, and convalescent plasma (although not showing e�cacy in our analysis), others have already
been purchased pending approval or are not yet available (molnupiravir, proxalutamide), and others are
widely accepted to be helpful, including in the author's country, despite gaining minimal attention from
authorities (vitamin D, vitamin C) [Miller].

Author �nds the heterogeneity in dosage, treatment time, etc. concerning. This heterogeneity is bene�cial
and gives us much more information on the situations where treatment is effective, and the optimal
dosage. Results from a single study only apply to the conditions of that study and cannot be extrapolated
to other conditions — author makes this mistake claiming another treatment is ineffective based on
de�nitive evidence, but that evidence only applies to very late treatment in a very sick population with
excessive dosage — not the optimal use of an antiviral for COVID-19. While we cannot use the larger
evidence base to predict a speci�c situation, e.g., mortality in high risk patients with speci�c treatment
delay and dosing, we can use the larger evidence base as evidence for/against e�cacy, and many
subgroup analyses have su�cient evidence for more speci�c cases.

Author refers to the withdrawn Elgazzar study (removed from this analysis on the same day) as a major
development, however there was no signi�cant change. Excluding 1 of 84 studies has very little effect,
and the exclusion actually improves the treatment delay-response relationship. 54 of 81 studies need to
be excluded to avoid �nding statistically signi�cant e�cacy in a worst case sensitivity analysis.

Author is concerned that some studies use combined treatment, however 64 do not use combined
treatment, and most of the additions are treatments independently known to not have signi�cant e�cacy
alone.

We also note that the author has never contacted us.

How should the result be interpreted when pooling effects?

In the pooled analysis, the result is a weighted average of the improvement in the most serious outcome
reported. The speci�c analyses should be used for speci�c outcomes. Note that a reduction in mortality
logically follows from a reduction in hospitalization, which follows from a reduction in symptomatic
cases, etc. Note that we have to consider all information to create the most accurate prediction of
e�cacy. While there are more sophisticated ways to combine all of the information, the advantage of the
method used here is simplicity and transparency. Note that the highly signi�cant results observed are
without incorporating additional information that would further increase con�dence, such as the
treatment delay-response relationship.

https://c19ivermectin.com/


Elgazzar.

This study was withdrawn and was removed from this analysis on the same day. There was no
signi�cant change (excluding 1 of 84 studies has very little effect, and the exclusion actually improves the
treatment delay-response relationship).

Samaha.

This study was removed from this analysis within an hour of noti�cation that it was pending retraction.
There was no signi�cant change in the results, and the exclusion improves the dose-response
relationship.

Carvallo.

Concerns have been raised about [Carvallo]. There appears to be some valid concerns with potential data
issues, and this study is excluded in the exclusion analysis. There is no signi�cant change in results, with
only a minor reduction in prophylaxis e�cacy to 82% [68-89%]. However, it is di�cult to trust information
from the personality reporting the concerns. The author suggests that the study may not have happened
at all, claiming for example that the team could not have afforded the medications without funding, and
that a busy clinician would not have enough time. However, with just basic checks, the author would
know that a drug company has con�rmed donating the medications, that they con�rmed authorization
for the study was received, that the main hospital for the study requested additional supplies, and that the
hospital con�rmed ethics committee approval. For additional details see [O'Reilly]. We also note that the
combined treatment in this study has been independently shown to be effective, and the complementary
mechanisms of action support improved e�cacy of the combination [Figueroa].

Study Notes

For discussion of all studies see c19ivermectin.com. A few studies have received special attention, with
some considering them to be very strong evidence overriding the other 80 studies. We note limitations of
these studies here.

Together Trial.

Minimal information about the Together Trial is currently available. They released partial results in a
presentation, but have not released the preprint yet. The preprint for the �uvoxamine arm, concluded at
the same time, was released August 23, 2021.

The same trial's results for a previous treatment were initially reported as RR 1.0 [0.45-2.21] [ajtmh.org],
while the �nal paper reported something very different — RR 0.76 [0.30-1.88] [jamanetwork.com].

The trial randomization chart does not match the protocol, suggesting major problems and indicating
substantial confounding by time. For example, trial week 43, the �rst week for 3 dose ivermectin, shows
~3x patients assigned to ivermectin vs. placebo [reddit.com]. Treatment e�cacy can vary signi�cantly
over time, for example due to overall improvement in protocols, changes in the distribution of variants, or
changes in public awareness and treatment delays. [Zavascki] show dramatically higher mortality for
Gamma vs non-Gamma variants (28 day mortality from symptom onset aHR 4.73 [1.15-19.41]), and the
prevalence of the Gamma variant varied dramatically throughout the trial [ourworldindata.org]. This

https://c19ivermectin.com/


introduces confounding by time, which is common in COVID-19 retrospective studies and has often
obscured e�cacy (many retrospectives have more patients in the treatment group earlier in time when
overall treatment protocols were signi�cantly worse).

According to this analysis [reddit.com], the total number of patients for the ivermectin and placebo
groups do not appear to match the totals in the presentation (the numbers for the �uvoxamine arm
match) — reaching the number reported for ivermectin would require including some of the patients
assigned to single dose ivermectin. Reaching the placebo number requires including placebo patients
from the much earlier ivermectin single dose period, and from the early two week period when zero
ivermectin patients were assigned. If these earlier participants were accidently included in the control
group, this would dramatically change the results in favor of the control group according to the changes
in Gamma variant prevalence.

Treatment delay is currently unknown, however the protocol allows very late inclusion and a companion
trial reported mostly late treatment. Overall mortality is high for 18+ outpatients. Results may be
impacted by late treatment, poor SOC, and may be speci�c to local variants [Faria, Nonaka, Sabino].
Treatment was administered on an empty stomach, greatly reducing expected tissue concentration
[Guzzo] and making the effective dose about 1/5th of current clinical practice. The trial was conducted in
Minas Gerais, Brazil which had substantial community use of ivermectin [otempo.com.br], and prior use
of ivermectin is not listed in the excluson criteria.



Time from symptom onset to randomization is speci�ed as within 7 days. However the schedule of study
activities speci�es treatment administration only one day after randomization, suggesting that treatment
was delayed an additional day for all patients.

Mid-trial protocol changes appear to increase the probability of enrolling healthy young people.
Speci�cally, the trial has a list of requirements for increased risk including age >50 and obesity. Version 3
of the ClinicalTrials.gov record adds "Fever >38C at baseline", allowing enrollement independent of
increased risk.

This trial uses a soft primary outcome, easily subject to bias and event in�ation in both arms (e.g.,
observe >6 hours independent of indication). There is also an unusual inclusion criteria: "patients with
expected hospital stays of <= 5 days". This is similar to "patients less likely to need treatment beyond SOC
to recover", and would make it very easy to reduce the effect seen. This is not in either of the published
protocols.

The trial took place in an area of Brazil where the Gamma variant was prominent. Brazilian clinicians
report that this variant is much more virulent, and that signi�cantly higher dosage and/or earlier
treatment is required, as may be expected for variants where the peak viral load is signi�cantly higher
and/or reached earlier [Faria, Nonaka].

RCTs have a fundamental bias against �nding an effect for interventions that are widely available —
patients that believe they need treatment are more likely to decline participation and take the intervention
[Yeh], i.e. RCTs are more likely to enroll low-risk participants that do not need treatment to recover (this
does not apply to the typical pharmaceutical trial of a new drug that is otherwise unavailable). This trial
was run in a community where ivermectin is widely known and used.

Reviewer 1 of the protocol notes that the DSMC is not independent [gatesopenresearch.org]. Prof.
Thorlund is Vice President of the contract research organisation (CRO, Cytel), professor at the sponsoring
university, and an author of the protocol. Dr. Haggstrom is an employee of the CRO.

Trial design, analysis, and presentation, along with previous public and private statements suggest
investigator bias. Design: including very late treatment, additional day before administration, operation in
a region with high community use, specifying administration on an empty stomach, limiting treatment to
3 days, using soft inclusion criterion and a soft primary outcome, easily subject to bias. Analysis: authors
perform analysis excluding events very shortly after randomization for �uvoxamine but not ivermectin,
and report viral load results for �uvoxamine but not ivermectin. Presentation: falsely describing positive
but not statistically signi�cant effects as "no effect, what so ever" [Amrhein, odysee.com]. Prior
statements: [odysee.com].

For other issues see [covid19criticalcare.com, doyourownresearch.substack.com, twitter.com (C)].

López-Medina et al.

An open letter, signed by >100 physicians, concluding this study is fatally �awed can be found at
[jamaletter.com].

This is a phone survey based RCT with low risk patients, 200 ivermectin and 198 control, showing lower
mortality, lower disease progression, lower treatment escalation, and faster resolution of symptoms with
treatment, without reaching statistical signi�cance. Authors �nd the results of this trial alone do not



support the use of ivermectin. However the effects are all positive, especially for serious outcomes which
are unable to reach statistical signi�cance with the very small number of events in the low risk
population.

RCTs have a fundamental bias against �nding an effect for interventions that are widely available —
patients that believe they need treatment are more likely to decline participation and take the intervention
[Yeh], i.e., RCTs are more likely to enroll low-risk participants that do not need treatment to recover (this
does not apply to the typical pharmaceutical trial of a new drug that is otherwise unavailable). This trial
was run in a community where ivermectin was available OTC and very widely known and used.

With the low risk patient population, there is little room for improvement with an effective treatment -
59/57% (IVM/control) recovered within the �rst 2 days to either "no symptoms" or "not hospitalized and
no limitation of activities"; 73/69% within 5 days. Less than 3% of all patients ever deteriorated.

The primary outcome was changed mid-trial, it was originally clinical deterioration, which is more
meaningful, and shows greater bene�t. The new outcome of resolution of symptoms includes "not
hospitalized and no limitation of activities" as a negative outcome and is not very meaningful in terms of
assessing how much treatment reduces serious outcomes. Using this measure could completely
invalidate results - for example a treatment that eliminates all COVID-19 symptoms but has a temporary
minor adverse event could be seen as worse.

Authors state that "preliminary reports of other randomized trials of ivermectin as treatment for COVID-19
with positive results have not yet been published in peer-reviewed journals", however there were 8 peer-
reviewed RCTs with positive effects published prior to this paper(and 19 total peer-reviewed studies with
positive effects).

Authors advised taking ivermectin on an empty stomach, reducing lung tissue concentration by ~2.5x
[Guzzo].

76 patients were excluded due to control patients receiving ivermectin. However, there was a similar
percentage of adverse events like diarrhea, nausea, and abdominal pain in both treatment and control
groups. These are potential non-serious side effects of treatment and suggest that it is possible that
many more control patients received some kind of treatment.

Ivermectin was widely used in the population and available OTC at the time of the study. The study
protocol only excluded patients with previous ivermectin use within 5 days, however other trials often
monitor effects 10+ days after the last dose [osf.io].

This study reportedly has an ethical issue whereby participants were told the study drug was "D11AX22"
[trialsitenews.com]. The editor-in-chief of JAMA initially offered to help with this issue, but later indicated
that "JAMA does not review consent forms", however the lead author reportedly con�rmed the issue
[francesoir.fr, trialsitenews.com (B), trialsitenews.com (C)].

The study protocol speci�cally allows "the use of other treatments outside of clinical trials". The paper
provides no information on what other treatments were used, but other treatments were commonly used
at the time. Additionally, the control group did about 5x better than anticipated for deterioration, also
suggesting that the control patients used some kind of treatment. Patients that enroll in such a study
may be more likely to learn about and use other treatments, especially since they do not know if they are
receiving the study medication.



The study protocol was amended 4 times. Amendments 2-4 are provided but amendment 1 is missing.
Amendment 2 increased the inclusion criteria to within 7 days of onset, including more later stage
patients and reducing the expected effectiveness. The trial protocol lists “the duration of supplemental
oxygen” as an outcome but the results for this outcome are missing.

Grants and/or personal fees, including in some cases during the conduct of the study, were provided by
Sano� Pasteur, GlaxoSmithKline, Janssen, Merck, and Gilead. For more details see [trialsitenews.com
(D)].

For other confounding issues see [osf.io (B)] and additional issues can be found in the comments of the
article [jamanetwork.com (B)]. Re-analysis of the raw data has been reported to show a signi�cant
positive effect [twitter.com (D)].

Vallejos et al.

With only 7% hospitalization, this trial is underpowered. The trial primarily includes low-risk patients that
recover quickly without treatment, leaving minimal room for improvement with treatment. 74 patients
had symptoms for >= 7 days and more than 25% of patients were hospitalized within 1 day (Figure S2).
Among the 7 patients requiring ventilation, authors note that the earlier requirement in the ivermectin
group may be due to those patients having higher severity at baseline. However, authors know the
answer to this - it is unclear why it is not reported. There were more adverse events in the placebo group
than the ivermectin group, suggesting a possible issue with dispensing or non-trial medication usage.

The companion prophylaxis trial [IVERCOR PREP], which reported more positive results, has not yet been
formally published, suggesting a negative publication bias.

Authors pre-specify multivariate analysis but do not present it, however multivariate analysis could
signi�cantly change the results. Consider for example if just a few extra patients in the ivermectin group
were in severe condition based on baseline SpO2. The lower mean SpO2 in the ivermectin group, and the
shorter time to ventilation, are consistent with this being the case. Additionally, there are 14% more male
patients in the ivermectin group.

An extremely large percentage of patients (55%) were excluded based on ivermectin use in the last 7
days. However, ivermectin may retain e�cacy much longer (for example antiparasitic activity may persist
for months [Canga]). A signi�cant number of patients may also misrepresent their prior and future usage
— the population is clearly aware of ivermectin, and patients with progressing disease may be motivated
to take it, knowing that they may be in the control group. Another report states that 12,000 patients were
excluded for recent use of ivermectin [scidev.net]).

RCTs have a fundamental bias against �nding an effect for interventions that are widely available —
patients that believe they need treatment are more likely to decline participation and take the intervention
[Yeh], i.e., RCTs are more likely to enroll low-risk participants that do not need treatment to recover (this
does not apply to the typical pharmaceutical trial of a new drug that is otherwise unavailable). This trial
was run in a community where ivermectin was very widely known and used.

For other issues see [trialsitenews.com (E)].

Beltrangonzalez et al.

Another study reports results on a larger group of patients in the same hospital, showing ivermectin
mortality RR 0.81 [0.53-1.24] [Guzman].



Questions have been raised about this study and the early termination of the study and discontinuation of
treatments, because the hospital statistics show a dramatically lower (~75%) case fatality rate during the
period of the study [web.archive.org] (data from [gob.mx]).

Date Cases Deaths CFR

3/2020 2 1 50%

4/2020 4 1 25%

5/2020 13 1 8%

6/2020 37 2 5%

7/2020 65 5 8%

8/2020 79 23 29%

9/2020 54 12 22%

10/2020 62 21 34%

11/2020 80 26 33%

12/2020 41 13 32%

Several other inconsistencies have been reported [Chamie].

Although the data from this study is reported to be available and has been shared with an anti-treatment
group, independent researchers have been unable to obtain the data for veri�cation [Chamie, twitter.com
(E)].

Popp et al.

This meta analysis is designed to exclude most studies. Authors select a small subset of studies, with a
majority of results based on only 1 or 2 studies. Authors split up studies which dilutes the effects and
results in a lack of statistical signi�cance for most outcomes. Authors perform 16+ meta analyses with
very few studies in each analysis, and do not combine the evidence from all studies. However, we can
consider the probability of the observed results across all outcomes.

Authors �nd positive results for 11 of 12 primary e�cacy outcomes with events, or 16 of 18 including
secondary outcomes. One of the primary outcomes and two of the secondary outcomes show
statistically signi�cant improvements in isolation. If we assume independence, the probability that 11+ of
12 primary e�cacy outcomes were positive for an ineffective treatment is p = 0.003. For 16+ of 18
outcomes we get p = 0.0007. This simple analysis does not take into account the magnitude of positive
effects, or the dependence due to some studies contributing multiple outcomes, however observation
suggests that a full analysis of the combined evidence is likely to show e�cacy.

The study is entirely retrospective in the current version. The protocol is dated April 20, 2021, and the
most recent study included is from March 9, 2021. The protocol was modi�ed after publication in order to
include a close to null result (Beltran Gonzalez et al. "patients discharged without respiratory deterioration
or death at 28 days"), so the current protocol is dated July 28, 2021.



Authors excluded many studies by requiring results at a speci�c time, for example mortality, ventilation,
etc. required results at exactly 28 days. Authors excluded all prophylaxis studies by requiring results at
exactly 14 days.

Studies comparing with other medications were excluded, however these studies con�rm e�cacy of
ivermectin. The only case where they could overstate the e�cacy of ivermectin is if the other medication
was harmful. There is some evidence of this for excessive dosage/very late stage use, however that does
not apply to any of the studies here.

Studies using combined treatment were excluded, even when it is known that the other components have
minimal or no effect. 3 of 4 RCTs with combined treatment use doxycycline in addition [Butler]. Other
studies were excluded by requiring PCR con�rmation.

Authors are inconsistent regarding active comparators. They state that hydroxychloroquine “does not
work”, yet excluded trials comparing ivermectin to a drug they hold to be inactive. On the other hand,
remdesivir was an acceptable comparator, although it is considered to be effective standard of care in
some locations [Fordham].

Authors fail to recognize that Risk of Bias (RoB) domains such as blinding are far less important for the
objective outcome of mortality.

[Fordham] summarizes several problems:

• unsupported assertions of adverse reactions to ivermectin, and the outdated claim that unsafe dosing
would be needed to be effective;

• a demand for PCR or antigen testing, without analysis of reliability and not universally available even in
developed countries at the start of the pandemic;

• contradictions in the exclusion criteria, including placebo and approved SoC comparators, but rejecting
hydroxychloroquine, though held to be ineffective (and an approved SoC in some jurisdictions);

• inclusion of “deemed active” comparators whilst excluding “potentially active” ones;

• exclusion of combination therapies, though the norm among practising clinicians;

• the rejection of other than RCTs when the objective is a “complete evidence pro�le”;

• arbitrary time-points for outcome measures, excluding non-compliant trials;

• fragmentation of data by location of care under varying hospitalisation criteria;

• the resulting focus on a small fraction of the available clinical evidence, with most comparisons based
on single studies with no meta-analysis possible;

• a resulting inpatient mortality comparison with fewer patients than a June 2020 confounder-matched
study;

• no conclusion on the headline mortality outcome, when multiple lines of evidence from elsewhere
(including the WHO) point to signi�cant mortality advantage.

Cochrane was reputable in the past, but is now controlled by pharmaceutical interests. For example, see
the news related to the expulsion of founder Dr. Gøtzsche and the associated mass resignation of board
members in protest [blogs.bmj.com, bmj.com, en.x-mol.com]. For another example of bias see
[ebm.bmj.com].



The BiRD group gave the following early comment: "Yesterday’s Cochrane review surprisingly doesn’t take
a pragmatic approach comparing ivermectin versus no ivermectin, like in the majority of other existing
reviews. It uses a granular approach similar to WHO’s and the �awed Roman et al paper, splitting studies
up and thereby diluting effects. Consequently, the uncertain conclusions add nothing to the evidence
base. A further obfuscation of the evidence on ivermectin and an example of research waste. Funding
con�icts of interests of the authors and of the journal concerned should be examined."

Roman et al.

This is a severely �awed meta analysis. An open letter signed by 40 physicians detailing errors and �aws,
and requesting retraction, can be found at [trialsitenews.com (F)]. See also [bird-group.org].

Authors cherry-pick to include only 4 studies reporting non-zero mortality and they initially claimed a
mortality RR of 1.11 [0.16-7.65]. However, they reported incorrect values for Niaee et al., claiming an RR
of 6.51 [2.18-19.45], when the correct RR for Niaee et al. is 0.18 [0.06-0.55]. After correction, their cherry-
picked studies show >60% mortality reduction, however authors did not correct the conclusion.

Similarly, for viral clearance and NCT04392713, they report 20/41 treatment, 18/45 control, whereas the
correct day 7 clearance numbers are 37/41 and 20/45 (sum of clearance @72hrs and @7 days), or 17/41
and 2/45 @72 hrs.

The duration of hospital stay for Niaee et al. is also incorrectly reported, showing a lower duration for the
control group.

All of the errors are in one direction - incorrectly reporting lower than actual e�cacy for ivermectin.
Authors claim to include all RCTs excluding prophylaxis, however they only include 10 of the 24 non-
prophylaxis RCTs (28 including prophylaxis at the time of publication). Authors actually reference meta
analyses that do include the missing RCTs, so they should be aware of the missing RCTs.

The PubMed search strategy provided is syntactically incorrect. For additional errors, see [pubpeer.com].
Also see [roundingtheearth.substack.com].

The authors state that they have no con�icts of interest on medRxiv, however Dr. Pasupuleti’s a�liation is
Cello Health, whose website [cellohealth.com] notes that they provide services such as “brand and
portfolio commercial strategy for biotech and pharma”, and that their clients are "24 of the top 25
pharmaceutical companies”.

Revisions

Please submit updates and corrections at https://ivmmeta.com/.

3/21: Strongyloides discussion updates.

3/3: We updated [Beltran Gonzalez] to the journal version.

3/2: We added [Soto].

2/28: We added [E�menko].

2/25: We added [Thairu].



2/23: We updated [Mayer] to the journal version.

2/18: We updated [Lim] to the journal version.

2/2: We added [Manomaipiboon].

1/28: We added [de Jesús Ascencio-Montiel].

1/21: We added [Zubair].

1/17: We added an explanation of why funnel plot analysis is not valid in this case.

1/16: We added RCT viral clearance analysis and corrected missing symptomatic case results in the case
analysis.

1/15: We updated [Kerr] to the journal version.

1/15: We corrected hospitalization group sizes in [Buonfrate].

1/13: We added [Abbas, Baguma].

1/11: We updated [Kerr] to the latest results, and added discussion of [Beltran Gonzalez].

1/7: We updated [Buonfrate] to the journal version, and we updated [Kerr] to the latest results.

12/31: We added [Shimizu].

12/29: We added [Mustafa].

12/26: We updated [Kerr] to the revised version of the paper.

12/16: We added [Jamir].

12/11: We added [Kerr].

12/8: We added analysis of the number of independent research groups reporting statistically signi�cant
positive results.

12/5: We added [Ferreira].

12/5: We added [Rezk].

12/3: A note on Bernigaud: continuity correction uses the reciprocal of the contrasting arm [Sweeting], as
detailed in the appendix. We previously limited the size of the control group when showing the total
number of patients, however this was confusing for people that did not read the details, as discussed
below. The full group size has always been used when computing the RR.

12/1: Strongyloides discussion updates.

11/30: We corrected [Ghauri] to use the event counts.

11/24: We added [Ozer].

11/24: SSC discussion updates.



11/21: Strongyloides discussion updates.

11/20: Strongyloides discussion updates.

11/19: We added analysis by strongyloides prevalence, and updated it to match the revised classi�cation
used in the comparable analysis.

11/19: We added additional exclusion analyses in the supplementary data.

11/18: We incorrectly included [López-Medina] as a study not reporting use of steroids, however they
report 6% usage in the control group.

11/18: We added [Samajdar].

11/17: SSC response.

11/16: Discussion updates.

11/12: We now show the number of studies reporting statistically signi�cant results for any outcome,
primary outcomes, and the most serious outcome.

11/9: Discussion updates.

11/5: We added discussion of strongyloides, comparison with the recent molnupiravir approval, and
notes on recruitment for remote outpatient delayed treatment trials.

11/3: We added [Lim].

11/3: Discussion updates.

10/29: Discussion updates including GMK vitamin D analysis.

10/28: Discussion updates.

10/26: We updated the GMK response.

10/24: We added additional exclusion analyses for individual outcomes.

10/21: We added [Borody].

10/19: Discussion updates.

10/18: [Ghauri] was updated to the journal version.

10/16: We added a summary plot for all results.

10/13: We added primary outcome analysis and additional exclusion analyses. Niaee et al. has been
reported as pending retraction and has been removed. 10/27 update: the journal has reported that this is
incorrect — no retraction is pending.

10/11: Discussion updates. Niaee et al. exclusion. Updates to the study notes including discussion of
Vallejos et al. and additional issues in the Together Trial. Discussion of inherent bias in RCTs for widely
available interventions.

https://ivmmeta.com/supp.html


10/8: Discussion updates.

10/7: Samaha et al. has been reported as pending retraction and has been removed. There was no
signi�cant change in the results.

10/4: Merck discussion updates.

9/29: We corrected a display error causing a few points to be missing in Figure 4.

9/27: We added [Mayer].

9/24: We added a graph of variants over time for the Together Trial discussion and corrected outcome
discussion for Popp et al.

9/22: Discussion updates.

9/20: Discussion updates.

9/18: We added [Buonfrate], and updated discussion of the Together Trial.

9/17: We added study notes.

9/15: Discussion updates.

9/14: FDA discussion updates.

9/9: We added sensitivity analysis to compute the minimum number of studies that need to be excluded
in order to avoid showing e�cacy. Discussion updates.

9/7: Discussion updates.

9/6: We corrected [Espitia-Hernandez] to use the reported recovery time and added missing recovery and
viral clearance results.

9/3: We updated discussion and excluded Carvallo et al. in the exclusion analysis.

8/27: We updated [Morgenstern (B)] with the journal version of the article.

8/26: We updated [Mohan] with the journal version of the article.

8/16: We updated [Together Trial] with event counts.

8/15: We updated discussion and made the abstract more concise.

8/12: We added [Elavarasi, Together Trial].

8/8: We updated discussion in the responses.

8/6: We updated [Behera (B)] with the journal version of the article.

8/5: We added [Mondal].

8/4: We added discussion of the FDA recommendation.



8/3: We added discussion in the responses section.

8/2: We added analysis restricted to serious outcomes and analysis restricted to recovery, and we added
discussion in the responses section.

7/31: We added discussion in the responses section related to in vitro evidence and therapeutic
concentrations.

7/29: We added discussion in the responses section.

7/20: We updated [Hashim] with the journal version of the article.

7/16: We updated [Ravikirti] with the journal version of the article.

7/15: Elgazzar et al. was withdrawn by the preprint server and has been removed.

7/9: We added [Hazan].

7/8: We updated [Cadegiani] to the journal version.

7/6: We previously limited the size of the control group for [Bernigaud] when calculating the total number
of patients, however this was confusing for many people that did not read the details. We now show the
original counts and note the larger size of the control group in the text.

7/3: We added [Vallejos].

7/2: We updated Niaee et al. to the journal version.

6/21: We added more information to the abstract.

6/19: We updated [Bryant] to the journal version.

6/19: [Beltran Gonzalez] was incorrectly included in the peer-reviewed analysis.

6/18: We added [Krolewiecki].

6/15: We added [Aref].

6/7: We added [Hariyanto].

6/5: We added [Ahsan].

6/2: We added [Abd-Elsalam].

5/31: [Biber] was updated to the preprint.

5/26: Samaha et al. was updated to the journal version.

5/18: We added analysis of Merck's recommendation.

5/17: We added [Szente Fonseca].

5/15: We updated the discussion of the WHO analysis.



5/13: We updated [Mahmud] to the journal version.

5/10: We added [Faisal].

5/10: We added additional information in the abstract.

5/8: We added [Merino].

5/7: We updated [Shahbaznejad] to the journal version, which includes additional outcomes not reported
earlier.

5/6: We updated [Chahla] to the Research Square preprint.

5/6: We added a comparison of CDC recommendations.

5/6: We added mechanical ventilation and ICU admission analysis.

5/6: We updated discussion based on peer review including discussion of heterogeneity, exclusion based
sensitivity analysis, and search criteria.

5/5: We updated [Okumuş] to the journal paper.

5/5: We previously limited the size of the control group in [Bernigaud] to be the same as the treatment
group for calculation of the total number of patients. This is now also re�ected and noted in the forest
plots.

5/4: We added [Loue].

4/30: We added analysis of the WHO meta analysis and updated [Kory] to the journal version.

4/28: We added the WHO meta analysis results for comparison.

4/27: We added analysis restricted to hospitalization results and a comparison with the evidence base
used in the approval of other COVID-19 treatments.

4/26: We added notes on heterogeneity.

4/25: We updated [Biber] to the latest results reported at the International Ivermectin for Covid
Conference.

4/18: We updated [Morgenstern] to the preprint.

4/16: We added [Morgenstern].

4/14: We added [Seet].

4/10: We added [Kishoria].

4/9: We corrected a duplicate entry for [Bukhari].

4/7: We identi�ed studies where minimal detail is currently available in the forest plots.

4/5: We added [Mourya].



4/4: We added event counts to the forest plots.

3/31: We updated [Chahla (B)] to the preprint.

3/30: We added [Chahla].

3/28: We highlighted and added discussion for studies that use combined treatments.

3/26: We added [Tanioka].

3/25: We added [Huvemek].

3/17: We added [Nardelli].

3/12: We added [Bryant, Roy].

3/10: We added [Pott-Junior].

3/6: We added [Chowdhury] and we identify studies that compare with another treatment.

3/5: We added discussion of pooled effects (we show both pooled effects and individual outcome
results).

3/4: We added [López-Medina], and we added more information in the abstract.

3/3: We updated the graphs to indicate the time period for the dosage column, now showing the dosage
over one month for prophylaxis and over four days for other studies.

3/2: We updated [IVERCOR PREP] with the latest results [Vallejos (B)].

2/27: We added analysis restricted to peer reviewed studies.

2/24: We added a comparison of the evidence base and WHO approval status for the use of ivermectin
with scabies and COVID-19. We updated [Okumuş] with the Research Square preprint.

2/23: We added [Beltran Gonzalez].

2/18: We updated [Babalola] to the journal version of the paper.

2/17: We added [Elalfy], and we added analysis restricted to viral clearance outcomes, and mortality
results restricted to RCTs.

2/16: We updated [Behera] to the journal version of the paper.

2/15: We added [Behera (B)].

2/14: We added analysis restricted to COVID-19 case outcomes, and we added additional results in the
abstract.

2/12: We added [Biber].

2/11: We added more details on the analysis of prospective vs. retrospective studies.

2/10: We added [Lima-Morales].



2/5: We updated [Bukhari] to the preprint.

2/2: We added [Mohan].

1/26: We updated [Shouman] with the journal version of the article.

1/25: We updated [IVERCOR PREP] with the recently released results.

1/19: We added [Shahbaznejad] and Samaha et al. [Chaccour] was updated to the journal version of the
paper.

1/17: We added [Bukhari].

1/16: We moved the analysis with exclusions to the main text, and added additional commentary.

1/15: We added the effect measured for each study in the forest plots.

1/12: We added [Okumuş].

1/11: We added [Chahla (B)].

1/10: We put all prophylaxis studies in a single group.

1/9: We added [Ravikirti]. Due to the much larger size of the control group in [Bernigaud], we limited the
size of the control group to be the same as the treatment group for calculation of the total number of
patients.

1/7: We added direct links to the study details in the chronological plots.

1/6: We added [Babalola].

1/5: We added direct links to the study details in the forest plots.

1/2/2021: We added dosage information and we added the number of patients to the forest plots.

12/31: We added additional details about the studies in the appendix.

12/29: We added meta analysis excluding late treatment.

12/27: We added the total number of authors and patients.

12/26: We added [Carvallo (B), IVERCOR PREP].

12/17: We added [Alam].

12/16: We added [Ghauri].

12/11: We added [Soto-Becerra].

12/7: We added [Chaccour].

12/2: We added [Ahmed].

11/26/2020: Initial revision.



Appendix 1. Methods and Study Results

We performed ongoing searches of PubMed, medRxiv, ClinicalTrials.gov, The Cochrane Library, Google
Scholar, Collabovid, Research Square, ScienceDirect, Oxford University Press, the reference lists of other
studies and meta-analyses, and submissions to the site c19ivermectin.com, which regularly receives
submissions of studies upon publication. Search terms were ivermectin and COVID-19 or SARS-CoV-2, or
simply ivermectin. Automated searches are performed every hour with noti�cation of new matches. The
broad search terms result in a large volume of new studies on a daily basis which are reviewed for
inclusion. All studies regarding the use of ivermectin for COVID-19 that report a comparison with a
control group are included in the main analysis. Sensitivity analysis is performed, excluding studies with
major issues, epidemiological studies, and studies with minimal available information. This is a living
analysis and is updated regularly.

We extracted effect sizes and associated data from all studies. If studies report multiple kinds of effects
then the most serious outcome is used in pooled analysis, while other outcomes are included in the
outcome speci�c analyses. For example, if effects for mortality and cases are both reported, the effect
for mortality is used, this may be different to the effect that a study focused on. If symptomatic results
are reported at multiple times, we used the latest time, for example if mortality results are provided at 14
days and 28 days, the results at 28 days are used. Mortality alone is preferred over combined outcomes.
Outcomes with zero events in both arms were not used (the next most serious outcome is used — no
studies were excluded). For example, in low-risk populations with no mortality, a reduction in mortality
with treatment is not possible, however a reduction in hospitalization, for example, is still valuable.
Clinical outcome is considered more important than PCR testing status. When basically all patients
recover in both treatment and control groups, preference for viral clearance and recovery is given to
results mid-recovery where available (after most or all patients have recovered there is no room for an
effective treatment to do better). If only individual symptom data is available, the most serious symptom
has priority, for example di�culty breathing or low SpO  is more important than cough. When results
provide an odds ratio, we computed the relative risk when possible, or converted to a relative risk
according to [Zhang]. Reported con�dence intervals and p-values were used when available, using
adjusted values when provided. If multiple types of adjustments are reported including propensity score
matching (PSM), the PSM results are used. Adjusted primary outcome results have preference over
unadjusted results for a more serious outcome when the adjustments signi�cantly alter results. When
needed, conversion between reported p-values and con�dence intervals followed [Altman, Altman (B)],
and Fisher's exact test was used to calculate p-values for event data. If continuity correction for zero
values is required, we use the reciprocal of the opposite arm with the sum of the correction factors equal
to 1 [Sweeting]. Results are expressed with RR < 1.0 favoring treatment, and using the risk of a negative
outcome when applicable (for example, the risk of death rather than the risk of survival). If studies only
report relative continuous values such as relative times, the ratio of the time for the treatment group
versus the time for the control group is used. Calculations are done in Python (3.9.10) with scipy (1.8.0),
pythonmeta (1.26), numpy (1.22.2), statsmodels (0.14.0), and plotly (5.6.0).

Forest plots are computed using PythonMeta [Deng] with the DerSimonian and Laird random effects
model (the �xed effect assumption is not plausible in this case) and inverse variance weighting. Mixed-
effects meta-regression results are computed with R (4.1.2) using the metafor (3.0-2) and rms (6.2-0)
packages, and using the most serious su�ciently powered outcome. Forest plots show simpli�ed
dosages for comparison, these are the total dose in the �rst four days for treatment, and the monthly
dose for prophylaxis, for a 70kg person. For full dosage details see below.

We received no funding, this research is done in our spare time. We have no a�liations with any
pharmaceutical companies or political parties.
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We have classi�ed studies as early treatment if most patients are not already at a severe stage at the
time of treatment (for example based on oxygen status or lung involvement), and treatment started
within 5 days of the onset of symptoms. If studies contain a mix of early treatment and late treatment
patients, we consider the treatment time of patients contributing most to the events (for example,
consider a study where most patients are treated early but late treatment patients are included, and all
mortality events were observed with late treatment patients). We note that a shorter time may be
preferable. Antivirals are typically only considered effective when used within a shorter timeframe, for
example 0-36 or 0-48 hours for oseltamivir, with longer delays not being effective [McLean, Treanor].

Note that the size of the control group in [Bernigaud] is signi�cantly larger than the treatment group. We
previously limited the size to be the same as that of the treatment group for calculation of the number of
patients, however this was confusing to many people that did not read the details.

A summary of study results is below. Please submit updates and corrections at https://ivmmeta.com/.

Early treatment.

Effect extraction follows pre-speci�ed rules as detailed above and gives priority to more serious
outcomes. Only the �rst (most serious) outcome is used in pooled analysis, which may differ from the
effect a paper focuses on. Other outcomes are used in outcome speci�c analyses.

[Abbas], 12/31/2021, Double Blind
Randomized Controlled Trial, placebo-
controlled, China, Asia, peer-reviewed, 3
authors, dosage 300μg/kg days 1-5,
excluded in exclusion analyses: very
minimal patient information, three different
results for the recovery outcome, selective
omission of the statistically signi�cant
recovery p-value, and other
inconsistencies.

risk of death, 4.0% higher, RR 1.04, p = 1.00,
treatment 1 of 99 (1.0%), control 1 of 103 (1.0%).

deterioration of 2 or more points, 40.5% lower, RR
0.59, p = 0.54, treatment 4 of 99 (4.0%), control 7 of
103 (6.8%), NNT 36.

escalation of care, 14.9% lower, RR 0.85, p = 0.82,
treatment 9 of 99 (9.1%), control 11 of 103 (10.7%),
NNT 63.

fever during study, 17.9% lower, RR 0.82, p = 0.58,
treatment 15 of 99 (15.2%), control 19 of 103 (18.4%),
NNT 30.

risk of no recovery, 35.6% lower, RR 0.64, p = 0.04,
treatment 26 of 99 (26.3%), control 42 of 103 (40.8%),
NNT 6.9.

recovery time, 30.8% lower, relative time 0.69, p =
0.08, treatment 99, control 103.

[Ahmed], 12/2/2020, Double Blind
Randomized Controlled Trial, Bangladesh,
South Asia, peer-reviewed, mean age 42.0,
15 authors, average treatment delay 3.83

risk of unresolved symptoms, 85.0% lower, RR 0.15,
p = 0.09, treatment 0 of 17 (0.0%), control 3 of 19
(15.8%), NNT 6.3, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm), day 7, fever,
ivermectin (5 days).



days, dosage 12mg days 1-5, the
ivermectin + doxycycline group took only a
single dose of ivermectin.

risk of unresolved symptoms, 62.7% lower, RR 0.37, p
= 0.35, treatment 1 of 17 (5.9%), control 3 of 19
(15.8%), NNT 10, day 7, fever, ivermectin (1 day) +
doxycycline.

risk of no virological cure, 75.6% lower, HR 0.24, p =
0.03, treatment 11 of 22 (50.0%), control 20 of 23
(87.0%), NNT 2.7, adjusted per study, day 7,
ivermectin (5 days).

risk of no virological cure, 56.5% lower, HR 0.43, p =
0.22, treatment 16 of 23 (69.6%), control 20 of 23
(87.0%), NNT 5.8, adjusted per study, day 7,
ivermectin (1 day) + doxycycline.

risk of no virological cure, 63.0% lower, HR 0.37, p =
0.02, treatment 5 of 22 (22.7%), control 14 of 23
(60.9%), NNT 2.6, adjusted per study, day 14,
ivermectin (5 days).

risk of no virological cure, 41.2% lower, HR 0.59, p =
0.19, treatment 9 of 23 (39.1%), control 14 of 23
(60.9%), NNT 4.6, adjusted per study, day 14,
ivermectin (1 day) + doxycycline.

time to viral-, 23.6% lower, relative time 0.76, p = 0.02,
treatment 22, control 23, ivermectin (5 days).

time to viral-, 9.4% lower, relative time 0.91, p = 0.27,
treatment 23, control 23, ivermectin (1 day) +
doxycycline.

[Aref], 6/15/2021, Randomized Controlled
Trial, Egypt, Africa, peer-reviewed, 7
authors, dosage not speci�ed.

relative duration of fever, 63.2% lower, relative time
0.37, p < 0.001, treatment 57, control 57.

relative duration of dyspnea, 56.4% lower, relative
time 0.44, p < 0.001, treatment 57, control 57.

relative duration of anosmia, 68.8% lower, relative
time 0.31, p < 0.001, treatment 57, control 57.

relative duration of cough, 64.3% lower, relative time
0.36, p < 0.001, treatment 57, control 57.

risk of no virological cure, 78.6% lower, RR 0.21, p =
0.004, treatment 3 of 57 (5.3%), control 14 of 57
(24.6%), NNT 5.2.

time to viral-, 35.7% lower, relative time 0.64, p <



0.001, treatment 57, control 57.

[Babalola], 1/6/2021, Double Blind
Randomized Controlled Trial, Nigeria,
Africa, peer-reviewed, baseline oxygen
requirements 8.3%, 10 authors, dosage
12mg or 6mg q84h for two weeks, this trial
compares with another treatment - results
may be better when compared to placebo.

adjusted risk of viral+ at day 5, 63.9% lower, RR 0.36,
p = 0.11, treatment 40, control 20, adjusted per study.

relative ∆SpO  (unadjusted), 41.5% better, RR 0.59, p
= 0.07, treatment 38, control 18, �gure 3.

risk of no virological cure, 58.0% lower, HR 0.42, p =
0.01, treatment 20, control 20, 12mg - Cox
proportional hazard model.

risk of no virological cure, 40.5% lower, HR 0.60, p =
0.12, treatment 20, control 20, 6mg - Cox proportional
hazard model.

time to viral-, 49.2% lower, relative time 0.51, p = 0.02,
treatment 20, control 20, 12mg.

time to viral-, 34.4% lower, relative time 0.66, p = 0.08,
treatment 20, control 20, 6mg.

[Biber], 2/12/2021, Double Blind
Randomized Controlled Trial, Israel, Middle
East, preprint, 10 authors, average
treatment delay 4.0 days, dosage 12mg
days 1-3, 15mg for patients >= 70kg.

risk of hospitalization, 70.2% lower, RR 0.30, p =
0.34, treatment 1 of 47 (2.1%), control 3 of 42 (7.1%),
NNT 20.

risk of no virological cure, 44.8% lower, RR 0.55, p =
0.04, treatment 13 of 47 (27.7%), control 21 of 42
(50.0%), NNT 4.5, adjusted per study, odds ratio
converted to relative risk, multivariable logistic
regression, day 6, Ct>30.

risk of no virological cure, 70.2% lower, RR 0.30, p =
0.14, treatment 2 of 47 (4.3%), control 6 of 42
(14.3%), NNT 10.0, day 10, non-infectious samples
(Ct>30 or non-viable culture).

risk of no virological cure, 82.1% lower, RR 0.18, p =
0.01, treatment 2 of 47 (4.3%), control 10 of 42
(23.8%), NNT 5.1, day 8, non-infectious samples
(Ct>30 or non-viable culture).

risk of no virological cure, 75.6% lower, RR 0.24, p =
0.02, treatment 3 of 47 (6.4%), control 11 of 42
(26.2%), NNT 5.0, day 6, non-infectious samples
(Ct>30 or non-viable culture).

risk of no virological cure, 65.1% lower, RR 0.35, p =
0.05, treatment 4 of 28 (14.3%), control 9 of 22
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(40.9%), NNT 3.8, day 4, non-infectious samples
(Ct>30 or non-viable culture).

risk of no virological cure, 51.9% lower, RR 0.48, p =
0.08, treatment 7 of 47 (14.9%), control 13 of 42
(31.0%), NNT 6.2, day 10, Ct>30.

risk of no virological cure, 57.9% lower, RR 0.42, p =
0.02, treatment 8 of 47 (17.0%), control 17 of 42
(40.5%), NNT 4.3, day 8, Ct>30.

risk of no virological cure, 44.7% lower, RR 0.55, p =
0.049, treatment 13 of 47 (27.7%), control 21 of 42
(50.0%), NNT 4.5, day 6, Ct>30.

risk of no virological cure, 31.9% lower, RR 0.68, p =
0.16, treatment 13 of 28 (46.4%), control 15 of 22
(68.2%), NNT 4.6, day 4, Ct>30.

[Borody], 10/19/2021, retrospective,
Australia, Oceania, preprint, 2 authors,
study period 1 June, 2021 - 30 September,
2021, dosage 24mg days 1-10, this trial
uses multiple treatments in the treatment
arm (combined with zinc and doxycycline) -
results of individual treatments may vary,
excluded in exclusion analyses: preliminary
report with minimal details.

risk of death, 92.3% lower, RR 0.08, p = 0.03,
treatment 0 of 600 (0.0%), control 6 of 600 (1.0%),
NNT 100, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of hospitalization, 92.9% lower, RR 0.07, p <
0.001, treatment 5 of 600 (0.8%), control 70 of 600
(11.7%), NNT 9.2.

[Bukhari], 1/16/2021, Randomized
Controlled Trial, Pakistan, South Asia,
preprint, 10 authors, dosage 12mg single
dose.

risk of no virological cure, 82.4% lower, RR 0.18, p <
0.001, treatment 4 of 41 (9.8%), control 25 of 45
(55.6%), NNT 2.2, day 7.

risk of no virological cure, 38.7% lower, RR 0.61, p <
0.001, treatment 24 of 41 (58.5%), control 43 of 45
(95.6%), NNT 2.7, day 3.

[Buonfrate], 9/6/2021, Double Blind
Randomized Controlled Trial, Italy, Europe,
peer-reviewed, 18 authors, average
treatment delay 4.0 days, dosage
1200μg/kg days 1-5, arm B 600µg/kg, arm
C 1200µg/kg, excluded in exclusion
analyses: signi�cant unadjusted group
differences, with 3 times as many patients
in the ivermectin arms having the baseline
visit in a hospital setting, and arm C having

risk of hospitalization, 210.7% higher, RR 3.11, p =
0.47, treatment 1 of 28 (3.6%), control 0 of 31 (0.0%),
continuity correction due to zero event (with
reciprocal of the contrasting arm), arm B.

risk of hospitalization, 610.0% higher, RR 7.10, p =
0.11, treatment 3 of 30 (10.0%), control 0 of 31
(0.0%), continuity correction due to zero event (with
reciprocal of the contrasting arm), arm C, very high
dose, poorly tolerated with low compliance.

relative change in viral load, RR 0.80, p = 0.59,



large differences in baseline gender,
weight, cough, pyrexia, and anosmia,
excessive dose for arm C.

treatment mean 2.5 (±2.2) n=28, control mean 2.0
(±4.4) n=29, day 7, arm B.

relative change in viral load, RR 0.69, p = 0.07,
treatment mean 2.9 (±1.6) n=30, control mean 2.0
(±2.1) n=29, day 7, arm C.

[Cadegiani], 11/4/2020, prospective, Brazil,
South America, peer-reviewed, 4 authors,
average treatment delay 2.9 days, dosage
200μg/kg days 1-3, this trial uses multiple
treatments in the treatment arm (combined
with AZ, nitazoxanide (82), HCQ (22),
spironolactone (66), dutasteride (4)) -
results of individual treatments may vary,
excluded in exclusion analyses: control
group retrospectively obtained from
untreated patients in the same population.

risk of death, 78.3% lower, RR 0.22, p = 0.50,
treatment 0 of 110 (0.0%), control 2 of 137 (1.5%),
NNT 68, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm), control group 1.

risk of mechanical ventilation, 94.2% lower, RR 0.06, p
= 0.005, treatment 0 of 110 (0.0%), control 9 of 137
(6.6%), NNT 15, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm), control group 1.

risk of hospitalization, 98.0% lower, RR 0.02, p <
0.001, treatment 0 of 110 (0.0%), control 27 of 137
(19.7%), NNT 5.1, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm), control group 1.

[Carvallo (C)], 9/15/2020, prospective,
Argentina, South America, peer-reviewed,
mean age 55.7, 3 authors, dosage 36mg
days 1, 8, dose varied depending on patient
condition - mild 24mg, moderate 36mg,
severe 48mg, this trial uses multiple
treatments in the treatment arm (combined
with dexamethasone, enoxaparin, and
aspirin) - results of individual treatments
may vary, excluded in exclusion analyses:
minimal details of groups provided.

risk of death, 85.4% lower, RR 0.15, p = 0.08,
treatment 1 of 32 (3.1%), control 3 of 14 (21.4%), NNT
5.5, moderate/severe patients, the only treatment
death was a patient already in the ICU before
treatment.

[Chaccour], 12/7/2020, Double Blind
Randomized Controlled Trial, Spain,
Europe, peer-reviewed, 23 authors, average
treatment delay 1.0 days, dosage 400μg/kg
single dose.

risk of symptoms, 96.0% lower, RR 0.04, p < 0.05,
treatment 12, control 12, logistic regression, chance
of presenting any symptom, RR approximated with
OR.

viral load, 94.6% lower, relative load 0.05, p < 0.01,
treatment 12, control 12, day 7 mid-recovery, average
of gene E and gene N, data in supplementary
appendix.

risk of no virological cure, 8.0% lower, RR 0.92, p =
1.00, treatment 12, control 12.



[Chahla], 3/30/2021, Cluster Randomized
Controlled Trial, Argentina, South America,
preprint, 9 authors, dosage 24mg days 1, 8,
15, 22.

risk of no discharge, 86.9% lower, RR 0.13, p = 0.004,
treatment 2 of 110 (1.8%), control 20 of 144 (13.9%),
NNT 8.3, adjusted per study, odds ratio converted to
relative risk, logistic regression.

[Chowdhury], 7/14/2020, Randomized
Controlled Trial, Bangladesh, South Asia,
peer-reviewed, 6 authors, dosage 200μg/kg
single dose, this trial compares with
another treatment - results may be better
when compared to placebo, this trial uses
multiple treatments in the treatment arm
(combined with doxycycline) - results of
individual treatments may vary.

risk of hospitalization, 80.6% lower, RR 0.19, p =
0.23, treatment 0 of 60 (0.0%), control 2 of 56 (3.6%),
NNT 28, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of no recovery, 46.4% lower, RR 0.54, p < 0.001,
treatment 27 of 60 (45.0%), control 47 of 56 (83.9%),
NNT 2.6, mid-recovery day 5.

recovery time, 15.2% lower, relative time 0.85, p =
0.07, treatment 60, control 56.

risk of no virological cure, 80.6% lower, RR 0.19, p =
0.23, treatment 0 of 60 (0.0%), control 2 of 56 (3.6%),
NNT 28, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

time to viral-, 4.3% lower, relative time 0.96, p = 0.23,
treatment 60, control 56.

[de Jesús Ascencio-Montiel], 1/24/2022,
retrospective, Mexico, North America, peer-
reviewed, 10 authors, dosage 6mg days 1-
2, this trial uses multiple treatments in the
treatment arm (combined with AZ,
acetaminophen, aspirin) - results of
individual treatments may vary.

risk of death/hospitalization, 59.0% lower, RR 0.41, p
< 0.001, treatment 7,898, control 20,150, adjusted per
study, multivariable.

risk of death/hospitalization, 71.0% lower, RR 0.29, p
< 0.001, treatment 5,557, control 12,526, adjusted per
study, with phone call followup, multivariable.

risk of death, 15.0% lower, RR 0.85, p = 0.16,
treatment 101 of 7,898 (1.3%), control 303 of 20,150
(1.5%), NNT 445, unadjusted, excluded in exclusion
analyses: unadjusted results with alternate outcome
adjusted results showing signi�cant changes with
adjustments.

risk of mechanical ventilation, 9.1% lower, RR 0.91, p
= 0.51, treatment 77 of 7,898 (1.0%), control 216 of
20,150 (1.1%), NNT 1031, unadjusted, excluded in
exclusion analyses: unadjusted results with alternate
outcome adjusted results showing signi�cant
changes with adjustments.



risk of hospitalization, 47.6% lower, RR 0.52, p <
0.001, treatment 485 of 7,898 (6.1%), control 2,360 of
20,150 (11.7%), NNT 18, unadjusted, excluded in
exclusion analyses: unadjusted results with alternate
outcome adjusted results showing signi�cant
changes with adjustments.

risk of progression, 41.8% lower, RR 0.58, p < 0.001,
treatment 435 of 7,898 (5.5%), control 1,906 of
20,150 (9.5%), NNT 25, unadjusted, ER, excluded in
exclusion analyses: unadjusted results with alternate
outcome adjusted results showing signi�cant
changes with adjustments.

[Elalfy], 2/16/2021, retrospective, Egypt,
Africa, peer-reviewed, 15 authors, dosage
18mg days 1, 4, 7, 10, 13, <90kg 18mg, 90-
120kg 24mg, >120kg 30mg, this trial uses
multiple treatments in the treatment arm
(combined with nitazoxanide, ribavirin, and
zinc) - results of individual treatments may
vary.

risk of no virological cure, 86.9% lower, RR 0.13, p <
0.001, treatment 7 of 62 (11.3%), control 44 of 51
(86.3%), NNT 1.3, day 15.

risk of no virological cure, 58.1% lower, RR 0.42, p <
0.001, treatment 26 of 62 (41.9%), control 51 of 51
(100.0%), NNT 1.7, day 7.

[Espitia-Hernandez], 8/15/2020,
retrospective, Mexico, North America, peer-
reviewed, mean age 45.1, 5 authors,
dosage 6mg days 1-2, 8-9, this trial uses
multiple treatments in the treatment arm
(combined with azithromycin and
cholecalciferol) - results of individual
treatments may vary.

recovery time, 70.0% lower, relative time 0.30, p <
0.001, treatment 28, control 7.

risk of viral+ at day 10, 97.2% lower, RR 0.03, p <
0.001, treatment 0 of 28 (0.0%), control 7 of 7
(100.0%), NNT 1.0, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm).

[Faisal], 5/10/2021, Randomized Controlled
Trial, Pakistan, South Asia, peer-reviewed, 3
authors, dosage 12mg days 1-5.

risk of no recovery, 68.4% lower, RR 0.32, p = 0.005,
treatment 6 of 50 (12.0%), control 19 of 50 (38.0%),
NNT 3.8, 6-8 days, mid-recovery.

risk of no recovery, 27.3% lower, RR 0.73, p = 0.11,
treatment 24 of 50 (48.0%), control 33 of 50 (66.0%),
NNT 5.6, 3-5 days.

risk of no recovery, 75.0% lower, RR 0.25, p = 0.09,
treatment 2 of 50 (4.0%), control 8 of 50 (16.0%), NNT
8.3, 9-10 days.

[Ghauri], 12/15/2020, retrospective,
Pakistan, South Asia, peer-reviewed, 6
authors, dosage 12mg days 1-6.

risk of fever, 92.2% lower, RR 0.08, p = 0.04,
treatment 0 of 37 (0.0%), control 7 of 53 (13.2%), NNT
7.6, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm), day 14.



risk of fever, 86.4% lower, RR 0.14, p < 0.001,
treatment 2 of 37 (5.4%), control 21 of 53 (39.6%),
NNT 2.9, day 10.

risk of fever, 55.7% lower, RR 0.44, p < 0.001,
treatment 13 of 37 (35.1%), control 42 of 53 (79.2%),
NNT 2.3, day 7.

risk of fever, 42.2% lower, RR 0.58, p < 0.001,
treatment 21 of 37 (56.8%), control 52 of 53 (98.1%),
NNT 2.4, day 5.

[Krolewiecki], 6/18/2021, Randomized
Controlled Trial, Argentina, South America,
peer-reviewed, 23 authors, average
treatment delay 3.5 days, dosage 600μg/kg
days 1-5.

risk of mechanical ventilation, 151.9% higher, RR
2.52, p = 1.00, treatment 1 of 27 (3.7%), control 0 of
14 (0.0%), continuity correction due to zero event
(with reciprocal of the contrasting arm).

risk of progression, 3.7% higher, RR 1.04, p = 1.00,
treatment 2 of 27 (7.4%), control 1 of 14 (7.1%).

viral decay rate, 65.6% lower, RR 0.34, p = 0.09,
treatment 20, control 14, relative mean viral decay
rate (corrigendum table 2).

[Loue], 4/17/2021, retrospective quasi-
randomized (patient choice), France,
Europe, peer-reviewed, 2 authors, dosage
200μg/kg single dose.

risk of death, 70.0% lower, RR 0.30, p = 0.34,
treatment 1 of 10 (10.0%), control 5 of 15 (33.3%),
NNT 4.3.

risk of severe case, 55.0% lower, RR 0.45, p = 0.11,
treatment 3 of 10 (30.0%), control 10 of 15 (66.7%),
NNT 2.7.

[López-Medina], 3/4/2021, Double Blind
Randomized Controlled Trial, Colombia,
South America, peer-reviewed, median age
37.0, 19 authors, average treatment delay
5.0 days, dosage 300μg/kg days 1-5,
excluded in exclusion analyses: strong
evidence of patients in the control group
self-medicating, ivermectin widely used in
the population at that time, and the study
drug identity was concealed by using the
name D11AX22.

risk of death, 66.8% lower, RR 0.33, p = 0.50,
treatment 0 of 200 (0.0%), control 1 of 198 (0.5%),
NNT 198, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of escalation of care, 60.8% lower, RR 0.39, p =
0.11, treatment 4 of 200 (2.0%), control 10 of 198
(5.1%), NNT 33, odds ratio converted to relative risk.

risk of escalation of care with post-hoc <12h
exclusion, 34.3% lower, RR 0.66, p = 0.52, treatment 4
of 200 (2.0%), control 6 of 198 (3.0%), NNT 97, odds
ratio converted to relative risk.

risk of deterioration by >= 2 points on an 8-point
scale, 43.1% lower, RR 0.57, p = 0.37, treatment 4 of



200 (2.0%), control 7 of 198 (3.5%), NNT 65, odds
ratio converted to relative risk.

risk of fever post randomization, 24.8% lower, RR
0.75, p = 0.38, treatment 16 of 200 (8.0%), control 21
of 198 (10.6%), NNT 38, odds ratio converted to
relative risk.

risk of unresolved symptoms at day 21, 15.3% lower,
RR 0.85, p = 0.53, treatment 36 of 200 (18.0%),
control 42 of 198 (21.2%), NNT 31, odds ratio
converted to relative risk, Cox proportional-hazard
model.

lack of resolution of symptoms, 6.5% lower, HR 0.93,
p = 0.53, treatment 200, control 198.

[Mahmud], 10/9/2020, Double Blind
Randomized Controlled Trial, Bangladesh,
South Asia, peer-reviewed, 15 authors,
average treatment delay 4.0 days, dosage
12mg single dose, this trial uses multiple
treatments in the treatment arm (combined
with doxycycline) - results of individual
treatments may vary.

risk of death, 85.7% lower, HR 0.14, p = 0.25,
treatment 0 of 183 (0.0%), control 3 of 183 (1.6%),
NNT 61, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of progression, 57.0% lower, HR 0.43, p < 0.001,
treatment 16 of 183 (8.7%), control 32 of 180 (17.8%),
NNT 11, adjusted per study, Cox regression.

risk of no recovery, 94.0% lower, HR 0.06, p < 0.001,
treatment 72 of 183 (39.3%), control 100 of 180
(55.6%), NNT 6.2, adjusted per study, day 7, Cox
regression.

risk of no recovery, 38.5% lower, RR 0.61, p = 0.005,
treatment 40 of 183 (21.9%), control 64 of 180
(35.6%), NNT 7.3, day 11.

risk of no recovery, 96.0% lower, HR 0.04, p < 0.001,
treatment 42 of 183 (23.0%), control 67 of 180
(37.2%), NNT 7.0, adjusted per study, day 12, Cox
regression.

time to recovery, 27.0% lower, HR 0.73, p = 0.003,
treatment 183, control 180, Cox regression.

risk of no virological cure, 39.0% lower, HR 0.61, p =
0.002, treatment 14 of 183 (7.7%), control 36 of 180
(20.0%), NNT 8.1, adjusted per study, Cox regression.

[Manomaipiboon], 2/2/2022, Double Blind risk of no recovery, 43.5% lower, RR 0.57, p = 0.26,



Randomized Controlled Trial, placebo-
controlled, Thailand, South Asia, preprint, 8
authors, dosage 12mg days 1-5.

treatment 3 of 36 (8.3%), control 6 of 36 (16.7%), NNT
12, adjusted per study, odds ratio converted to
relative risk, resolution of symptoms, day 28.

recovery time, 15.3% lower, RR 0.85, p = 0.57,
treatment 36, control 36, time to resolution of
symptoms.

risk of no virological cure, 5.0% lower, RR 0.95, p =
1.00, treatment 19 of 36 (52.8%), control 20 of 36
(55.6%), NNT 36, day 14.

risk of no virological cure, 3.3% lower, RR 0.97, p =
1.00, treatment 29 of 36 (80.6%), control 30 of 36
(83.3%), NNT 36, day 7.

[Mayer], 9/23/2021, retrospective,
Argentina, South America, peer-reviewed,
14 authors, dosage 540μg/kg days 1-5,
mean prescribed dose.

risk of death, 55.1% lower, RR 0.45, p < 0.001,
treatment 3,266, control 17,966, adjusted per study,
odds ratio converted to relative risk, Figure 3,
multivariable.

risk of ICU admission, 65.9% lower, RR 0.34, p <
0.001, treatment 3,266, control 17,966, adjusted per
study, odds ratio converted to relative risk, Figure 3,
multivariable.

risk of death, 27.6% lower, RR 0.72, p = 0.03,
treatment 3,266, control 17,966, odds ratio converted
to relative risk, unadjusted.

risk of ICU admission, 26.0% lower, RR 0.74, p = 0.13,
treatment 3,266, control 17,966, odds ratio converted
to relative risk, unadjusted.

[Merino], 5/3/2021, retrospective quasi-
randomized (patients receiving kit),
population-based cohort, Mexico, North
America, preprint, 7 authors, dosage 6mg
bid days 1-2.

risk of hospitalization, 74.4% lower, RR 0.26, p <
0.001, model 7, same time period, patients receiving
kit.

risk of hospitalization, 68.4% lower, RR 0.32, p <
0.001, model 1, different time periods, administrative
rule.

[Mohan], 2/2/2021, Double Blind
Randomized Controlled Trial, India, South
Asia, peer-reviewed, 27 authors, dosage
400μg/kg single dose, 200μg/kg also
tested.

risk of no discharge at day 14, 62.5% lower, RR 0.38,
p = 0.27, treatment 2 of 40 (5.0%), control 6 of 45
(13.3%), NNT 12, ivermectin 24mg.

risk of clinical worsening, 32.5% lower, RR 0.68, p =
0.72, treatment 3 of 40 (7.5%), control 5 of 45
(11.1%), NNT 28, ivermectin 24mg.



risk of no virological cure, 23.8% lower, RR 0.76, p =
0.18, treatment 21 of 40 (52.5%), control 31 of 45
(68.9%), NNT 6.1, ivermectin 24mg, day 5.

risk of no virological cure, 10.3% lower, RR 0.90, p =
0.65, treatment 20 of 36 (55.6%), control 26 of 42
(61.9%), NNT 16, ivermectin 24mg, day 7.

[Mourya], 4/1/2021, retrospective, India,
South Asia, peer-reviewed, 5 authors,
dosage 12mg days 1-7.

risk of no virological cure, 89.4% lower, RR 0.11, p <
0.001, treatment 5 of 50 (10.0%), control 47 of 50
(94.0%), NNT 1.2.

[Ravikirti], 1/9/2021, Double Blind
Randomized Controlled Trial, India, South
Asia, peer-reviewed, 11 authors, average
treatment delay 6.1 days, dosage 12mg
days 1, 2.

risk of death, 88.7% lower, RR 0.11, p = 0.12,
treatment 0 of 55 (0.0%), control 4 of 57 (7.0%), NNT
14, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of mechanical ventilation, 79.3% lower, RR 0.21, p
= 0.10, treatment 1 of 55 (1.8%), control 5 of 57
(8.8%), NNT 14.

risk of ICU admission, 13.6% lower, RR 0.86, p = 0.80,
treatment 5 of 55 (9.1%), control 6 of 57 (10.5%), NNT
70.

risk of no hospital discharge, 88.7% lower, RR 0.11, p
= 0.12, treatment 0 of 55 (0.0%), control 4 of 57
(7.0%), NNT 14, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm).

risk of no virological cure, 11.6% higher, RR 1.12, p =
0.35, treatment 42 of 55 (76.4%), control 39 of 57
(68.4%).

[Roy], 3/12/2021, retrospective, database
analysis, India, South Asia, preprint, 5
authors, dosage not speci�ed, this trial
uses multiple treatments in the treatment
arm (combined with doxycycline) - results
of individual treatments may vary, excluded
in exclusion analyses: no serious outcomes
reported and fast recovery in treatment
and control groups, there is little room for a
treatment to improve results.

relative time to clinical response of wellbeing, 5.6%
lower, relative time 0.94, p = 0.87, treatment 14,
control 15.

[Szente Fonseca], 10/31/2020,
retrospective, Brazil, South America, peer-

risk of hospitalization, 13.9% higher, RR 1.14, p =
0.53, treatment 340, control 377, adjusted per study,



reviewed, mean age 50.6, 10 authors,
average treatment delay 4.6 days, dosage
12mg days 1-2, excluded in exclusion
analyses: result is likely affected by
collinearity across treatments in the model.

odds ratio converted to relative risk, control
prevalence approximated with overall prevalence.

[Together Trial], 8/6/2021, Double Blind
Randomized Controlled Trial, Brazil, South
America, preprint, 1 author, dosage
400μg/kg days 1-3, excluded in exclusion
analyses: preliminary report with minimal
details.

risk of death, 18.0% lower, RR 0.82, p = 0.54,
treatment 18 of 677 (2.7%), control 22 of 678 (3.2%),
NNT 171.

extended ER observation or hospitalization, 9.0%
lower, RR 0.91, p = 0.51, treatment 86 of 677 (12.7%),
control 95 of 678 (14.0%), NNT 76.

[Vallejos], 7/2/2021, Double Blind
Randomized Controlled Trial, Argentina,
South America, peer-reviewed, 29 authors,
average treatment delay 4.0 days, dosage
12mg days 1-2, <80kg 12mg, 80-110kg
18mg, >110kg 24mg.

risk of death, 33.5% higher, RR 1.33, p = 0.70,
treatment 4 of 250 (1.6%), control 3 of 251 (1.2%),
odds ratio converted to relative risk.

risk of mechanical ventilation, 33.5% higher, RR 1.33,
p = 0.70, treatment 4 of 250 (1.6%), control 3 of 251
(1.2%), odds ratio converted to relative risk.

risk of hospitalization, 33.0% lower, RR 0.67, p = 0.23,
treatment 14 of 250 (5.6%), control 21 of 251 (8.4%),
NNT 36, odds ratio converted to relative risk.

risk of no virological cure, 5.0% higher, RR 1.05, p =
0.55, treatment 137 of 250 (54.8%), control 131 of
251 (52.2%), odds ratio converted to relative risk, day
3.

risk of no virological cure, 26.8% higher, RR 1.27, p =
0.29, treatment 38 of 250 (15.2%), control 30 of 251
(12.0%), odds ratio converted to relative risk, day 12.

Late treatment.

Effect extraction follows pre-speci�ed rules as detailed above and gives priority to more serious
outcomes. Only the �rst (most serious) outcome is used in pooled analysis, which may differ from the
effect a paper focuses on. Other outcomes are used in outcome speci�c analyses.

[Abd-Elsalam], 6/2/2021, Randomized
Controlled Trial, Egypt, Africa, peer-
reviewed, 16 authors, dosage 12mg days 1-
3.

risk of death, 25.0% lower, RR 0.75, p = 0.70,
treatment 3 of 82 (3.7%), control 4 of 82 (4.9%), NNT
82, odds ratio converted to relative risk, logistic
regression.

risk of mechanical ventilation, no change, RR 1.00, p
= 1.00, treatment 3 of 82 (3.7%), control 3 of 82



(3.7%).

hospitalization time, 19.6% lower, relative time 0.80, p
= 0.09, treatment 82, control 82.

[Ahsan], 4/29/2021, retrospective, Pakistan,
South Asia, peer-reviewed, 10 authors,
dosage 150μg/kg days 1-2, 150-200µg/kg,
this trial uses multiple treatments in the
treatment arm (combined with
doxycycline) - results of individual
treatments may vary, excluded in exclusion
analyses: unadjusted results with no group
details.

risk of death, 50.0% lower, RR 0.50, p = 0.03,
treatment 17 of 110 (15.5%), control 17 of 55 (30.9%),
NNT 6.5.

[Baguma], 12/28/2021, retrospective,
Uganda, Africa, preprint, 16 authors, study
period March 2020 - October 2021, dosage
not speci�ed.

risk of death, 96.8% lower, RR 0.03, p = 0.31,
treatment 7, control 474, adjusted per study, odds
ratio converted to relative risk, multivariable, control
prevalance approximated with overall prevalence.

[Beltran Gonzalez], 2/23/2021, Double Blind
Randomized Controlled Trial, Mexico, North
America, peer-reviewed, mean age 53.8, 13
authors, average treatment delay 7.0 days,
dosage 12mg single dose, 18mg for
patients >80kg, excluded in exclusion
analyses: major inconsistencies reported
and the data is no longer available,
although the authors state that it is
available, and have shared it with an anti-
treatment group.

risk of death, 14.4% lower, RR 0.86, p = 1.00,
treatment 5 of 36 (13.9%), control 6 of 37 (16.2%),
NNT 43.

risk of respiratory deterioration or death, 8.6% lower,
RR 0.91, p = 1.00, treatment 8 of 36 (22.2%), control 9
of 37 (24.3%), NNT 48.

risk of no hospital discharge, 37.0% higher, RR 1.37, p
= 0.71, treatment 4 of 36 (11.1%), control 3 of 37
(8.1%).

hospitalization time, 20.0% higher, relative time 1.20,
p = 0.43, treatment 36, control 37.

[Budhiraja], 11/18/2020, retrospective,
India, South Asia, preprint, 12 authors,
dosage not speci�ed.

risk of death, 99.1% lower, RR 0.009, p = 0.04,
treatment 0 of 34 (0.0%), control 103 of 942 (10.9%),
NNT 9.1, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm), unadjusted.

[Camprubí], 11/11/2020, retrospective,
Spain, Europe, peer-reviewed, 9 authors,
average treatment delay 12.0 days, dosage
200μg/kg single dose.

risk of mechanical ventilation, 40.0% lower, RR 0.60,
p = 0.67, treatment 3 of 13 (23.1%), control 5 of 13
(38.5%), NNT 6.5.

risk of ICU admission, 33.3% lower, RR 0.67, p = 1.00,
treatment 2 of 13 (15.4%), control 3 of 13 (23.1%),
NNT 13, ICU at day 8.



risk of no improvement at day 8, 33.3% higher, RR
1.33, p = 1.00, treatment 4 of 13 (30.8%), control 3 of
13 (23.1%).

risk of no virological cure, 25.0% higher, RR 1.25, p =
1.00, treatment 5 of 13 (38.5%), control 4 of 13
(30.8%), tests done between days 3-5.

[Chachar], 9/30/2020, Randomized
Controlled Trial, India, South Asia, peer-
reviewed, 6 authors, dosage 36mg, 12mg
stat, 12mg after 12 hours, 12mg after 24
hours.

risk of no recovery at day 7, 10.0% lower, RR 0.90, p
= 0.50, treatment 9 of 25 (36.0%), control 10 of 25
(40.0%), NNT 25.

[E�menko], 2/28/2022, retrospective,
propensity score matching, USA, North
America, peer-reviewed, 6 authors, study
period 1 January, 2020 - 11 July, 2021,
dosage not speci�ed, this trial compares
with another treatment - results may be
better when compared to placebo.

risk of death, 69.2% lower, RR 0.31, p < 0.001,
treatment 1,072, control 40,536, propensity score
matching, RR approximated with OR.

[Elavarasi], 8/12/2021, retrospective, India,
South Asia, preprint, 26 authors, dosage
not speci�ed, excluded in exclusion
analyses: unadjusted results with no group
details.

risk of death, 19.6% lower, RR 0.80, p = 0.12,
treatment 48 of 283 (17.0%), control 311 of 1,475
(21.1%), NNT 24, unadjusted.

[Ferreira], 11/26/2021, retrospective, Brazil,
South America, peer-reviewed, 5 authors,
study period 12 March, 2020 - 8 July, 2020,
average treatment delay 7.0 days, dosage
not speci�ed, excluded in exclusion
analyses: unadjusted results with no group
details, substantial unadjusted
confounding by indication likely.

risk of death, 5.2% higher, RR 1.05, p = 1.00,
treatment 3 of 21 (14.3%), control 11 of 81 (13.6%).

risk of death/intubation, 54.3% higher, RR 1.54, p =
0.37, treatment 6 of 21 (28.6%), control 15 of 81
(18.5%).

risk of death/intubation/ICU, 62.4% higher, RR 1.62, p
= 0.27, treatment 8 of 21 (38.1%), control 19 of 81
(23.5%).

[Gorial], 7/8/2020, retrospective, Iraq,
Middle East, preprint, 9 authors, dosage
200μg/kg single dose.

risk of death, 71.0% lower, RR 0.29, p = 1.00,
treatment 0 of 16 (0.0%), control 2 of 71 (2.8%), NNT
36, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

hospitalization time, 42.0% lower, relative time 0.58, p
< 0.001, treatment 16, control 71.

risk of no recovery, 71.0% lower, RR 0.29, p = 1.00,



treatment 0 of 16 (0.0%), control 2 of 71 (2.8%), NNT
36, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

[Hashim], 10/26/2020, Single Blind
Randomized Controlled Trial, Iraq, Middle
East, peer-reviewed, 7 authors, dosage
200μg/kg days 1-2, some patients received
a third dose on day 8, this trial uses
multiple treatments in the treatment arm
(combined with doxycycline) - results of
individual treatments may vary.

risk of death, 91.7% lower, RR 0.08, p = 0.03,
treatment 0 of 59 (0.0%), control 6 of 70 (8.6%), NNT
12, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm), excluding non-randomized critical
patients.

risk of death, 67.1% lower, RR 0.33, p = 0.16,
treatment 2 of 70 (2.9%), control 6 of 70 (8.6%), NNT
18, odds ratio converted to relative risk, including
critical patients that were always allocated to
treatment.

risk of progression, 83.1% lower, RR 0.17, p = 0.07,
treatment 1 of 59 (1.7%), control 7 of 70 (10.0%), NNT
12, excluding non-randomized critical patients.

risk of progression, 57.4% lower, RR 0.43, p = 0.20,
treatment 3 of 70 (4.3%), control 7 of 70 (10.0%), NNT
18, odds ratio converted to relative risk, including
critical patients that were always allocated to
treatment.

recovery time, 40.7% lower, relative time 0.59, p <
0.001, treatment 70, control 70.

[Hazan], 7/7/2021, retrospective, USA,
North America, preprint, 7 authors, average
treatment delay 9.2 days, dosage 12mg
days 1, 4, 8, this trial uses multiple
treatments in the treatment arm (combined
with doxycycline, zinc, vitamin D, vitamin C)
- results of individual treatments may vary,
excluded in exclusion analyses: study uses
a synthetic control arm.

risk of death, 86.2% lower, RR 0.14, p = 0.04, NNT
6.9, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of hospitalization, 93.5% lower, RR 0.07, p =
0.001, NNT 3.3, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm).

[Huvemek], 3/25/2021, Double Blind
Randomized Controlled Trial, Bulgaria,
Europe, preprint, 1 author, average
treatment delay 7.0 days, dosage 400μg/kg
days 1-3.

risk of no improvement, 31.6% lower, RR 0.68, p =
0.28, treatment 13 of 50 (26.0%), control 19 of 50
(38.0%), NNT 8.3, day 7, patients with improvement
on WHO scale.

risk of no improvement, 34.5% lower, RR 0.66, p =
0.07, treatment 19 of 50 (38.0%), control 29 of 50
(58.0%), NNT 5.0, day 4, patients with improvement



on WHO scale.

[Jamir], 12/13/2021, retrospective, India,
South Asia, peer-reviewed, 6 authors, study
period June 2020 - October 2010, dosage
not speci�ed.

risk of death, 53.0% higher, RR 1.53, p = 0.13,
treatment 32 of 76 (42.1%), control 69 of 190 (36.3%),
adjusted per study, multivariable Cox regression.

[Khan], 9/24/2020, retrospective,
Bangladesh, South Asia, preprint, median
age 35.0, 8 authors, dosage 12mg single
dose.

risk of death, 87.1% lower, RR 0.13, p = 0.02,
treatment 1 of 115 (0.9%), control 9 of 133 (6.8%),
NNT 17.

risk of ICU admission, 89.5% lower, RR 0.11, p =
0.007, treatment 1 of 115 (0.9%), control 11 of 133
(8.3%), NNT 14.

risk of progression, 83.5% lower, RR 0.17, p < 0.001,
treatment 3 of 115 (2.6%), control 21 of 133 (15.8%),
NNT 7.6.

risk of no recovery, 87.1% lower, RR 0.13, p = 0.02,
treatment 1 of 115 (0.9%), control 9 of 133 (6.8%),
NNT 17.

hospitalization time, 40.0% lower, relative time 0.60, p
< 0.001, treatment 115, control 133.

time to viral-, 73.3% lower, relative time 0.27, p <
0.001, treatment 115, control 133.

[Kishoria], 8/31/2020, Randomized
Controlled Trial, India, South Asia, peer-
reviewed, 7 authors, dosage 12mg single
dose, excluded in exclusion analyses:
excessive unadjusted differences between
groups.

risk of no hospital discharge, 7.5% higher, RR 1.08, p
= 1.00, treatment 11 of 19 (57.9%), control 7 of 13
(53.8%).

risk of no virological cure, 7.5% higher, RR 1.08, p =
1.00, treatment 11 of 19 (57.9%), control 7 of 13
(53.8%), day 3.

risk of no virological cure, 220.0% higher, RR 3.20, p =
0.45, treatment 1 of 5 (20.0%), control 0 of 6 (0.0%),
continuity correction due to zero event (with
reciprocal of the contrasting arm), day 5.

[Lim], 11/3/2021, Randomized Controlled
Trial, Malaysia, Europe, peer-reviewed, 26
authors, study period 31 May, 2021 - 9
October, 2021, average treatment delay 5.1
days, dosage 400μg/kg days 1-5.

risk of death, 69.0% lower, RR 0.31, p = 0.09,
treatment 3 of 241 (1.2%), control 10 of 249 (4.0%),
NNT 36.

risk of death, 75.2% lower, RR 0.25, p = 0.02,
treatment 3 of 52 (5.8%), control 10 of 43 (23.3%),
NNT 5.7, among patients progressing to severe



cases (mostly before treatment ended).

risk of mechanical ventilation, 59.0% lower, RR 0.41, p
= 0.17, treatment 4 of 241 (1.7%), control 10 of 249
(4.0%), NNT 42.

risk of ICU admission, 22.0% lower, RR 0.78, p = 0.79,
treatment 6 of 241 (2.5%), control 8 of 249 (3.2%),
NNT 138.

risk of progression, 31.1% lower, RR 0.69, p = 0.29,
treatment 14 of 241 (5.8%), control 21 of 249 (8.4%),
NNT 38, death/IMV/NIV/high �ow (WHO severe
cases).

risk of progression, 25.0% higher, RR 1.25, p = 0.25,
treatment 52 of 241 (21.6%), control 43 of 249
(17.3%).

hospitalization time, 5.5% higher, relative time 1.05, p
= 0.38, treatment 241, control 249.

risk of no recovery, 2.5% higher, RR 1.02, p = 0.86,
treatment 116 of 241 (48.1%), control 116 of 247
(47.0%), day 5.

[Lima-Morales], 2/10/2021, prospective,
Mexico, North America, peer-reviewed, 9
authors, average treatment delay 7.2 days,
dosage 12mg single dose, this trial uses
multiple treatments in the treatment arm
(combined with azithromycin, montelukast,
and aspirin) - results of individual
treatments may vary.

risk of death, 77.7% lower, RR 0.22, p < 0.001,
treatment 15 of 481 (3.1%), control 52 of 287 (18.1%),
NNT 6.7, adjusted per study, odds ratio converted to
relative risk, multivariate.

risk of mechanical ventilation, 51.9% lower, RR 0.48, p
= 0.15, treatment 8 of 434 (1.8%), control 11 of 287
(3.8%), NNT 50.

risk of hospitalization, 67.4% lower, RR 0.33, p <
0.001, treatment 44 of 481 (9.1%), control 89 of 287
(31.0%), NNT 4.6, adjusted per study, odds ratio
converted to relative risk, multivariate.

risk of no recovery, 58.6% lower, RR 0.41, p < 0.001,
treatment 75 of 481 (15.6%), control 118 of 287
(41.1%), NNT 3.9, adjusted per study, odds ratio
converted to relative risk, recovery at day 14 after
symptoms, multivariate.

[Mustafa], 12/29/2021, retrospective,
Pakistan, South Asia, peer-reviewed, 7
authors, dosage varies, excluded in

risk of death, 63.7% lower, RR 0.36, p = 0.09,
treatment 3 of 73 (4.1%), control 42 of 371 (11.3%),
NNT 14.



exclusion analyses: unadjusted results with
no group details.

[Okumuş], 1/12/2021, Double Blind
Randomized Controlled Trial, Turkey,
Europe, peer-reviewed, 15 authors, dosage
200μg/kg days 1-5, 36-50kg - 9mg, 51-65kg
- 12mg, 66-79kg - 15mg, >80kg 200μg/kg.

risk of death, 33.3% lower, RR 0.67, p = 0.55,
treatment 6 of 30 (20.0%), control 9 of 30 (30.0%),
NNT 10.

risk of no improvement at day 10, 42.9% lower, RR
0.57, p = 0.18, treatment 8 of 30 (26.7%), control 14
of 30 (46.7%), NNT 5.0.

risk of no improvement at day 5, 15.8% lower, RR
0.84, p = 0.60, treatment 16 of 30 (53.3%), control 19
of 30 (63.3%), NNT 10.

risk of no virological cure, 80.0% lower, RR 0.20, p =
0.02, treatment 2 of 16 (12.5%), control 5 of 8
(62.5%), NNT 2.0, day 10.

[Ozer], 11/23/2021, prospective, USA,
North America, peer-reviewed, 12 authors,
dosage 200μg/kg days 1, 3.

risk of death, 75.0% lower, RR 0.25, p = 0.09,
treatment 2 of 60 (3.3%), control 8 of 60 (13.3%), NNT
10.0, PSM.

risk of mechanical ventilation, 12.6% lower, RR 0.87, p
= 0.20, treatment 3 of 60 (5.0%), control 2 of 60
(3.3%), odds ratio converted to relative risk, PSM,
multivariable.

ventilation time, 83.3% lower, relative time 0.17, p =
0.002, treatment 60, control 60.

risk of ICU admission, 48.7% lower, RR 0.51, p = 0.42,
treatment 6 of 60 (10.0%), control 3 of 60 (5.0%),
odds ratio converted to relative risk, PSM,
multivariable.

ICU time, 70.6% lower, relative time 0.29, p < 0.001,
treatment 60, control 60.

hospitalization time, 9.0% higher, relative time 1.09, p
= 0.09, treatment 60, control 60, PSM, multivariable.

[Podder], 9/3/2020, Randomized Controlled
Trial, Bangladesh, South Asia, peer-
reviewed, 4 authors, average treatment
delay 7.0 days, dosage 200μg/kg single
dose.

recovery time from enrollment, 16.1% lower, relative
time 0.84, p = 0.34, treatment 32, control 30.

[Pott-Junior], 3/9/2021, Randomized risk of mechanical ventilation, 85.2% lower, RR 0.15,



Controlled Trial, Brazil, South America,
peer-reviewed, 10 authors, average
treatment delay 8.0 days, dosage 200μg/kg
single dose, dose varies in three arms 100,
200, 400μg/kg.

p = 0.25, treatment 1 of 27 (3.7%), control 1 of 4
(25.0%), NNT 4.7.

risk of ICU admission, 85.2% lower, RR 0.15, p = 0.25,
treatment 1 of 27 (3.7%), control 1 of 4 (25.0%), NNT
4.7.

relative improvement in Ct value, 0.8% better, RR 0.99,
p = 1.00, treatment 27, control 3.

risk of no virological cure, 11.1% higher, RR 1.11, p =
1.00, treatment 10 of 27 (37.0%), control 1 of 3
(33.3%).

[Rajter], 10/13/2020, retrospective,
propensity score matching, USA, North
America, peer-reviewed, 6 authors, dosage
200μg/kg single dose.

risk of death, 46.0% lower, RR 0.54, p = 0.045,
treatment 13 of 98 (13.3%), control 24 of 98 (24.5%),
NNT 8.9, adjusted per study, odds ratio converted to
relative risk, PSM.

risk of death, 66.9% lower, RR 0.33, p = 0.03,
treatment 26 of 173 (15.0%), control 27 of 107
(25.2%), NNT 9.8, adjusted per study, odds ratio
converted to relative risk, multivariate.

risk of mechanical ventilation, 63.6% lower, RR 0.36, p
= 0.10, treatment 4 of 98 (4.1%), control 11 of 98
(11.2%), NNT 14, matched cohort excluding intubated
at baseline.

[Rezk], 10/30/2021, prospective, Egypt,
Africa, peer-reviewed, 4 authors, dosage
36mg days 1, 3, 6.

risk of death, 80.0% lower, RR 0.20, p = 0.50,
treatment 0 of 160 (0.0%), control 2 of 160 (1.2%),
NNT 80, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of progression, 55.6% lower, RR 0.44, p = 0.06,
treatment 8 of 160 (5.0%), control 18 of 160 (11.2%),
NNT 16, 2 weeks, including deaths.

risk of no recovery, 33.4% lower, RR 0.67, p = 0.27,
treatment 14 of 145 (9.7%), control 20 of 138 (14.5%),
NNT 21, 4 weeks, more patients were lost to followup
in the control group.

time to viral-, 27.3% lower, relative time 0.73, p = 0.01,
treatment 160, control 160.

[Shahbaznejad], 1/19/2021, Double Blind
Randomized Controlled Trial, Iran, Middle

risk of death, 197.1% higher, RR 2.97, p = 1.00,
treatment 1 of 35 (2.9%), control 0 of 34 (0.0%),



East, peer-reviewed, 8 authors, average
treatment delay 6.29 days, dosage
200μg/kg single dose.

continuity correction due to zero event (with
reciprocal of the contrasting arm), patient died within
24 hours of admission.

risk of mechanical ventilation, 94.3% higher, RR 1.94,
p = 1.00, treatment 2 of 35 (5.7%), control 1 of 34
(2.9%).

recovery time, 31.6% lower, relative time 0.68, p =
0.048, treatment 35, control 34, duration of dsypnea.

recovery time, 19.2% lower, relative time 0.81, p =
0.02, treatment 35, control 34, duration of all
symptoms.

hospitalization time, 15.5% lower, relative time 0.85, p
= 0.02, treatment 35, control 34.

[Shimizu], 12/31/2021, retrospective,
Japan, Asia, peer-reviewed, 11 authors,
study period December 2020 - May 2021,
dosage 200μg/kg days 1, 14.

risk of death, 99.9% lower, HR 0.001, p < 0.001,
treatment 0 of 39 (0.0%), control 8 of 49 (16.3%), NNT
6.1, adjusted per study, Cox proportional hazard
regression.

ventilator free days, 47.9% lower, RR 0.52, p = 0.03,
treatment 39, control 49, adjusted per study,
proportional odds logistic regression, RR
approximated with OR.

ventilation time, 38.5% lower, relative time 0.62, p <
0.001, treatment 39, control 49.

ICU free days, 42.8% lower, RR 0.57, p = 0.06,
treatment 39, control 49, adjusted per study,
proportional odds logistic regression, RR
approximated with OR.

ICU time, 37.5% lower, relative time 0.62, p < 0.001,
treatment 39, control 49.

GI complications while ventilated, 77.9% lower, RR
0.22, p = 0.03, treatment 39, control 49, adjusted per
study, Cox proportional hazard regression.

[Soto], 3/2/2022, retrospective, Peru, South
America, peer-reviewed, median age 58.0,
10 authors, study period April 2020 -
August 2020, dosage not speci�ed,
excluded in exclusion analyses: substantial
unadjusted confounding by indication likely,

risk of death, 41.0% higher, HR 1.41, p = 0.001,
treatment 280 of 484 (57.9%), control 374 of 934
(40.0%), adjusted per study, multivariable.



substantial confounding by time possible
due to signi�cant changes in SOC and
treatment propensity near the start of the
pandemic.

[Soto-Becerra], 10/8/2020, retrospective,
database analysis, Peru, South America,
preprint, median age 59.4, 4 authors, study
period 1 April, 2020 - 19 July, 2020, dosage
200μg/kg single dose, excluded in
exclusion analyses: substantial unadjusted
confounding by indication likely, includes
PCR+ patients that may be asymptomatic
for COVID-19 but in hospital for other
reasons.

risk of death, 17.1% lower, HR 0.83, p = 0.01,
treatment 92 of 203 (45.3%), control 1,438 of 2,630
(54.7%), NNT 11, IVM vs. control day 43 (last day
available) weighted KM from �gure 3, per the pre-
speci�ed rules, the last available day mortality results
have priority.

risk of death, 39.0% higher, HR 1.39, p = 0.16,
treatment 47 of 203 (23.2%), control 401 of 2,630
(15.2%), adjusted per study, day 30, Table 2, IVM
wHR.

[Spoorthi], 11/14/2020, prospective, India,
South Asia, peer-reviewed, 2 authors,
dosage not speci�ed, this trial uses
multiple treatments in the treatment arm
(combined with doxycycline) - results of
individual treatments may vary.

recovery time, 21.1% lower, relative time 0.79, p =
0.03, treatment 50, control 50.

hospitalization time, 15.5% lower, relative time 0.84, p
= 0.01, treatment 50, control 50.

[Thairu], 2/25/2022, retrospective, Nigeria,
Africa, preprint, 5 authors, study period
April 2021 - November 2021, dosage
200μg/kg days 1-5, excluded in exclusion
analyses: signi�cant confounding by time
possible due to separation of groups in
different time periods.

risk of death, 87.9% lower, RR 0.12, p = 0.12,
treatment 0 of 21 (0.0%), control 4 of 26 (15.4%), NNT
6.5, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm), propensity score matching.

risk of death, 93.0% lower, RR 0.07, p = 0.007,
treatment 0 of 61 (0.0%), control 4 of 26 (15.4%), NNT
6.5, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm), all patients.

time to discharge, 54.6% lower, relative time 0.45, p <
0.001, treatment 61, control 26, propensity score
matching.

risk of no virological cure, 94.8% lower, RR 0.05, p =
0.001, treatment 0 of 21 (0.0%), control 10 of 26
(38.5%), NNT 2.6, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm), propensity score
matching, day 21.

risk of no virological cure, 95.2% lower, RR 0.05, p <
0.001, treatment 1 of 21 (4.8%), control 26 of 26



(100.0%), NNT 1.1, propensity score matching, day
14.

risk of no virological cure, 28.6% lower, RR 0.71, p =
0.005, treatment 15 of 21 (71.4%), control 26 of 26
(100.0%), NNT 3.5, propensity score matching, day 5.

[Zubair], 1/18/2022, retrospective,
Pakistan, South Asia, peer-reviewed, 8
authors, study period October 2020 -
February 2021, dosage 12mg single dose,
excluded in exclusion analyses: substantial
unadjusted confounding by indication likely,
unadjusted results with no group details.

risk of death, 8.9% higher, RR 1.09, p = 1.00,
treatment 5 of 90 (5.6%), control 5 of 98 (5.1%),
unadjusted.

hospitalization time, 8.0% higher, relative time 1.08, p
= 0.40, treatment 90, control 98, unadjusted, Table 3,
mean number of days.

Prophylaxis.

Effect extraction follows pre-speci�ed rules as detailed above and gives priority to more serious
outcomes. Only the �rst (most serious) outcome is used in pooled analysis, which may differ from the
effect a paper focuses on. Other outcomes are used in outcome speci�c analyses.

[Alam], 12/15/2020, prospective,
Bangladesh, South Asia, peer-reviewed, 13
authors, dosage 12mg monthly.

risk of case, 90.6% lower, RR 0.09, p < 0.001,
treatment 4 of 58 (6.9%), control 44 of 60 (73.3%),
NNT 1.5.

[Behera (B)], 2/15/2021, prospective, India,
South Asia, peer-reviewed, 14 authors,
dosage 300μg/kg days 1, 4.

risk of case, 83.0% lower, RR 0.17, p < 0.001,
treatment 45 of 2,199 (2.0%), control 133 of 1,147
(11.6%), NNT 10, two doses.

[Behera], 11/3/2020, retrospective, India,
South Asia, peer-reviewed, 13 authors,
dosage 300μg/kg days 1, 4.

risk of case, 53.8% lower, RR 0.46, p < 0.001,
treatment 41 of 117 (35.0%), control 145 of 255
(56.9%), NNT 4.6, adjusted per study, odds ratio
converted to relative risk, model 2 2+ doses
conditional logistic regression.

[Bernigaud], 11/28/2020, retrospective,
France, Europe, peer-reviewed, 12 authors,
dosage 200μg/kg days 1, 8, 15, 400μg/kg
days 1, 8, 15, two different dosages.

risk of death, 99.4% lower, RR 0.006, p = 0.08,
treatment 0 of 69 (0.0%), control 150 of 3,062 (4.9%),
NNT 20, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

risk of case, 55.1% lower, RR 0.45, p = 0.01, treatment
7 of 69 (10.1%), control 692 of 3,062 (22.6%), NNT
8.0.

[Carvallo], 11/17/2020, prospective,
Argentina, South America, peer-reviewed, 4
authors, dosage 12mg weekly, this trial

risk of case, 99.9% lower, RR 0.001, p < 0.001,
treatment 0 of 788 (0.0%), control 237 of 407 (58.2%),
NNT 1.7, relative risk is not 0 because of continuity



uses multiple treatments in the treatment
arm (combined with iota-carrageenan) -
results of individual treatments may vary,
excluded in exclusion analyses: concern
about potential data issues.

correction due to zero events (with reciprocal of the
contrasting arm).

[Carvallo (B)], 10/19/2020, prospective,
Argentina, South America, preprint, 1
author, dosage 1mg days 1-14, this trial
uses multiple treatments in the treatment
arm (combined with iota-carrageenan) -
results of individual treatments may vary,
excluded in exclusion analyses: concern
about potential data issues.

risk of case, 96.3% lower, RR 0.04, p < 0.001,
treatment 0 of 131 (0.0%), control 11 of 98 (11.2%),
NNT 8.9, relative risk is not 0 because of continuity
correction due to zero events (with reciprocal of the
contrasting arm).

[Chahla (B)], 1/11/2021, Randomized
Controlled Trial, Argentina, South America,
peer-reviewed, 11 authors, dosage 12mg
weekly, this trial uses multiple treatments
in the treatment arm (combined with iota-
carrageenan) - results of individual
treatments may vary.

risk of moderate/severe case, 95.2% lower, RR 0.05,
p = 0.002, treatment 0 of 117 (0.0%), control 10 of
117 (8.5%), NNT 12, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm), moderate/severe
COVID-19.

risk of case, 84.0% lower, RR 0.16, p = 0.004,
treatment 4 of 117 (3.4%), control 25 of 117 (21.4%),
NNT 5.6, adjusted per study, odds ratio converted to
relative risk, all cases.

[Hellwig], 11/28/2020, retrospective,
ecological study, multiple countries,
multiple regions, peer-reviewed, 2 authors,
dosage 200μg/kg, dose varied, typically
150-200μg/kg, excluded in exclusion
analyses: not a typical trial, analysis of
African countries that used or did not use
ivermectin prophylaxis for parasitic
infections.

risk of case, 78.0% lower, RR 0.22, p < 0.02, African
countries, PCTI vs. no PCT, relative cases per capita.

[IVERCOR PREP], 12/20/2020,
retrospective, Argentina, South America,
preprint, 1 author, dosage 12mg weekly,
excluded in exclusion analyses: minimal
details provided.

risk of case, 73.4% lower, RR 0.27, p < 0.001,
treatment 13 of 389 (3.3%), control 61 of 486 (12.6%),
NNT 11.

[Kerr], 12/11/2021, retrospective,
propensity score matching, Brazil, South
America, peer-reviewed, 9 authors, study
period July 2020 - December 2020, dosage
200μg/kg days 1, 2, 16, 17, 0.2mg/kg/day
for 2 days every 15 days.

risk of death, 70.0% lower, RR 0.30, p < 0.001,
treatment 25 of 3,034 (0.8%), control 79 of 3,034
(2.6%), NNT 56, adjusted per study, multivariate linear
regression, propensity score matching.

risk of hospitalization, 67.0% lower, RR 0.33, p <



0.001, treatment 44 of 3,034 (1.5%), control 99 of
3,034 (3.3%), adjusted per study, multivariate linear
regression, propensity score matching.

risk of case, 44.5% lower, RR 0.56, p < 0.001,
treatment 4,197 of 113,845 (3.7%), control 3,034 of
45,716 (6.6%), NNT 34.

[Mondal], 5/31/2021, retrospective, India,
South Asia, peer-reviewed, 11 authors,
dosage not speci�ed.

risk of symptomatic case, 87.9% lower, RR 0.12, p =
0.006, treatment 128, control 1,342, adjusted per
study, odds ratio converted to relative risk, control
prevalence approximated with overall prevalence,
multivariable.

[Morgenstern], 4/16/2021, retrospective,
propensity score matching, Dominican
Republic, Caribbean, peer-reviewed, 16
authors, dosage 200μg/kg weekly.

risk of hospitalization, 80.0% lower, RR 0.20, p =
0.50, treatment 0 of 271 (0.0%), control 2 of 271
(0.7%), NNT 136, relative risk is not 0 because of
continuity correction due to zero events (with
reciprocal of the contrasting arm), PSM.

risk of case, 74.0% lower, RR 0.26, p = 0.008,
treatment 5 of 271 (1.8%), control 18 of 271 (6.6%),
NNT 21, adjusted per study, PSM, multivariate Cox
regression.

[Samajdar], 11/17/2021, retrospective,
India, South Asia, peer-reviewed, 9 authors,
study period 1 September, 2020 - 31
December, 2020, dosage not speci�ed,
excluded in exclusion analyses: minimal
details provided, unadjusted results with no
group details, results may be signi�cantly
affected by survey bias.

risk of case, 79.8% lower, RR 0.20, p < 0.001,
treatment 12 of 164 (7.3%), control 29 of 81 (35.8%),
NNT 3.5, odds ratio converted to relative risk,
physician survey.

risk of case, 48.6% lower, RR 0.51, p = 0.03, treatment
11 of 109 (10.1%), control 39 of 200 (19.5%), NNT 11,
odds ratio converted to relative risk, combined
ivermectin or HCQ in community.

[Seet], 4/14/2021, Cluster Randomized
Controlled Trial, Singapore, Asia, peer-
reviewed, 15 authors, dosage 12mg single
dose, 200µg/kg, maximum 12mg, this trial
compares with another treatment - results
may be better when compared to placebo.

risk of symptomatic case, 49.8% lower, RR 0.50, p <
0.001, treatment 32 of 617 (5.2%), control 64 of 619
(10.3%), NNT 19.

risk of case, 5.8% lower, RR 0.94, p = 0.61, treatment
398 of 617 (64.5%), control 433 of 619 (70.0%), NNT
18, adjusted per study, odds ratio converted to
relative risk, model 6.

[Shouman], 8/28/2020, Randomized
Controlled Trial, Egypt, Africa, peer-
reviewed, 8 authors, dosage 18mg days 1,
3, dose varies depending on weight - 40-
60kg: 15mg, 60-80kg: 18mg, >80kg: 24mg.

risk of symptomatic case, 91.3% lower, RR 0.09, p <
0.001, treatment 15 of 203 (7.4%), control 59 of 101
(58.4%), NNT 2.0, adjusted per study, multivariate.

risk of severe case, 92.9% lower, RR 0.07, p = 0.002,



treatment 1 of 203 (0.5%), control 7 of 101 (6.9%),
NNT 16, unadjusted.

[Tanioka], 3/26/2021, retrospective,
ecological study, multiple countries,
multiple regions, preprint, 3 authors,
dosage 200μg/kg, dose varied, typically
150-200μg/kg, excluded in exclusion
analyses: not a typical trial, analysis of
African countries that used or did not use
ivermectin prophylaxis for parasitic
infections.

risk of death, 88.2% lower, RR 0.12, p = 0.002, relative
mean mortality per million.

Supplementary Data

Supplementary Data

References

1. Abbas et al., Indian Journal of Pharmaceutical Sciences, doi:10.36468/pharmaceutical-sciences.spl.416, The
Effect of Ivermectin on Reducing Viral Symptoms in Patients with Mild COVID-19,
https://www.ijpsonline.com/abstrac..tients-with-mild-covid19-4455.html.

2. Abd-Elsalam et al., Journal of Medical Virology, doi:10.1002/jmv.27122, Clinical Study Evaluating the E�cacy of
Ivermectin in COVID-19 Treatment: A Randomized Controlled Study,
https://onlinelibrary.wiley.com/doi/10.1002/jmv.27122.

3. Adams, B., Fierce Biotech, Merck must do a new trial for faltering $425M COVID-19 drug the U.S. government
asked it to buy, https://www.�ercebiotech.com/biot..rug-u-s-government-asked-it-to-buy.

4. Ahmed et al., International Journal of Infectious Diseases, doi:10.1016/j.ijid.2020.11.191, A �ve day course of
ivermectin for the treatment of COVID-19 may reduce the duration of illness,
https://www.sciencedirect.com/science/article/pii/S1201971220325066.

5. Ahsan et al., Cureus, doi:10.7759/cureus.14761 , Clinical Variants, Characteristics, and Outcomes Among COVID-
19 Patients: A Case Series Analysis at a Tertiary Care Hospital in Karachi, Pakistan,
https://www.cureus.com/articles/56..-care-hospital-in-karachi-pakistan.

6. ajtmh.org, https://www.ajtmh.org/view/journals/tpmd/104/1/article-p35.xml.

7. Alam et al., European Journal ofMedical and Health Sciences, doi:10.24018/ejmed.2020.2.6.599, Ivermectin as
Pre-exposure Prophylaxis for COVID-19 among Healthcare Providers in a Selected Tertiary Hospital in Dhaka – An
Observational Study, https://ejmed.org/index.php/ejmed/article/view/599.

8. Altman, D., BMJ, doi:10.1136/bmj.d2304, How to obtain the P value from a con�dence interval,
https://www.bmj.com/content/343/bmj.d2304.

9. Altman (B) et al., BMJ, doi:10.1136/bmj.d2090, How to obtain the con�dence interval from a P value,
https://www.bmj.com/content/343/bmj.d2090.

https://ivmmeta.com/supp.html
https://c19ivermectin.com/abbas2.html
https://doi.org/10.36468/pharmaceutical-sciences.spl.416
https://c19ivermectin.com/abbas2.html
https://www.ijpsonline.com/abstract/the-effect-of-ivermectin-on-reducing-viral-symptoms-in-patients-with-mild-covid19-4455.html
https://c19ivermectin.com/abdelsalam3.html
https://doi.org/10.1002/jmv.27122
https://c19ivermectin.com/abdelsalam3.html
https://onlinelibrary.wiley.com/doi/10.1002/jmv.27122
https://www.fiercebiotech.com/biotech/merck-s-must-do-a-new-trial-for-faltering-425m-covid-drug-u-s-government-asked-it-to-buy
https://www.fiercebiotech.com/biotech/merck-s-must-do-a-new-trial-for-faltering-425m-covid-drug-u-s-government-asked-it-to-buy
https://www.fiercebiotech.com/biotech/merck-s-must-do-a-new-trial-for-faltering-425m-covid-drug-u-s-government-asked-it-to-buy
https://c19ivermectin.com/ahmed.html
https://doi.org/10.1016/j.ijid.2020.11.191
https://c19ivermectin.com/ahmed.html
https://www.sciencedirect.com/science/article/pii/S1201971220325066
https://c19ivermectin.com/ahsan.html
https://doi.org/10.7759/cureus.14761
https://c19ivermectin.com/ahsan.html
https://www.cureus.com/articles/56545-clinical-variants-characteristics-and-outcomes-among-covid-19-patients-a-case-series-analysis-at-a-tertiary-care-hospital-in-karachi-pakistan
https://www.ajtmh.org/view/journals/tpmd/104/1/article-p35.xml
https://www.ajtmh.org/view/journals/tpmd/104/1/article-p35.xml
https://c19ivermectin.com/alam2.html
https://doi.org/10.24018/ejmed.2020.2.6.599
https://c19ivermectin.com/alam2.html
https://ejmed.org/index.php/ejmed/article/view/599
https://www.bmj.com/content/343/bmj.d2304
https://doi.org/10.1136/bmj.d2304
https://www.bmj.com/content/343/bmj.d2304
https://www.bmj.com/content/343/bmj.d2304
https://www.bmj.com/content/343/bmj.d2090
https://doi.org/10.1136/bmj.d2090
https://www.bmj.com/content/343/bmj.d2090
https://www.bmj.com/content/343/bmj.d2090


10. Amrhein et al., Nature, 567:305-307, Scientists rise up against statistical signi�cance,
https://www.nature.com/articles/d41586-019-00857-9.

11. Anglemyer et al., Cochrane Database of Systematic Reviews 2014, Issue 4,
doi:10.1002/14651858.MR000034.pub2, Healthcare outcomes assessed with observational study designs
compared with those assessed in randomized trials,
https://www.cochranelibrary.com/cd..0.1002/14651858.MR000034.pub2/full.

12. Aref et al., International Journal of Nanomedicine, doi:10.2147/IJN.S313093 , Clinical, Biochemical and
Molecular Evaluations of Ivermectin Mucoadhesive Nanosuspension Nasal Spray in Reducing Upper Respiratory
Symptoms of Mild COVID-19, https://www.dovepress.com/clinical..peer-reviewed-fulltext-article-IJN.

13. Arévalo et al., Scienti�c Reports, doi:10.1038/s41598-021-86679-0 (preprint 11/2/20), Ivermectin reduces in vivo
coronavirus infection in a mouse experimental model, https://www.nature.com/articles/s41598-021-86679-0.

14. Babalola et al., QJM: An International Journal of Medicine, doi:10.1093/qjmed/hcab035 (preprint 1/6),
Ivermectin shows clinical bene�ts in mild to moderate COVID19: A randomised controlled double-blind, dose-
response study in Lagos, https://academic.oup.com/qjmed/adv../doi/10.1093/qjmed/hcab035/6143037.

15. Baguma et al., Research Square, doi:10.21203/rs.3.rs-1193578/v1, Characteristics of the COVID-19 patients
treated at Gulu Regional Referral Hospital, Northern Uganda: A cross-sectional study,
https://www.researchsquare.com/article/rs-1193578/v1.

16. Baqui et al., The Lancet Global Health, doi:10.1016/S2214-109X(20)30285-0, Ethnic and regional variations in
hospital mortality from COVID-19 in Brazil: a cross-sectional observational study,
https://www.sciencedirect.com/science/article/pii/S2214109X20302850.

17. Behera et al., PLoS ONE, doi:10.1371/journal.pone.0247163 (preprint 11/3), Role of ivermectin in the prevention
of SARS-CoV-2 infection among healthcare workers in India: A matched case-control study,
https://journals.plos.org/plosone/..le?id=10.1371/journal.pone.0247163.

18. Behera (B) et al., Cureus 13:8, doi:10.7759/cureus.16897 (preprint 2/15/21), Prophylactic Role of Ivermectin in
Severe Acute Respiratory Syndrome Coronavirus 2 Infection Among Healthcare Workers,
https://www.cureus.com/articles/64..infection-among-healthcare-workers.

19. Bello et al., Journal of Biomolecular Structure and Dynamics, doi:10.1080/07391102.2021.1911857, Elucidation
of the inhibitory activity of ivermectin with host nuclear importin α and several SARS-CoV-2 targets,
https://www.tandfonline.com/doi/full/10.1080/07391102.2021.1911857.

20. Beltran Gonzalez et al., Infectious Disease Reports, doi:10.3390/idr14020020 (preprint 2/23/2021), E�cacy and
Safety of Ivermectin and Hydroxychloroquine in Patients with Severe COVID-19: A Randomized Controlled Trial,
https://www.mdpi.com/2036-7449/14/2/20.

21. Bernigaud et al., Annals of Dermatology and Venereology, doi:10.1016/j.annder.2020.09.231, Ivermectin bene�t:
from scabies to COVID-19, an example of serendipity,
https://www.sciencedirect.com/science/article/pii/S015196382030627X.

22. Bhattacharya et al., Int. J. Scienti�c Research, doi:10.36106/ijsr/7232245, Observational Study on Clinical
Features, Treatment and Outcome of COVID 19 in a tertiary care Centre in India- a retrospective case series,
https://www.worldwidejournals.com/..ctober_2020_1614017661_0932284.pdf.

23. Biber et al., medRxiv, doi:10.1101/2021.05.31.21258081 (results 2/12/21), Favorable outcome on viral load and
culture viability using Ivermectin in early treatment of non-hospitalized patients with mild COVID-19, A double-
blind, randomized placebo-controlled trial, https://www.medrxiv.org/content/10.1101/2021.05.31.21258081v1.

24. BiRD Group, The BBC’s recent article “False Science” disintegrates under scrutiny, https://bird-group.org/the-
bbcs-re..-is-disintegrating-under-scrutiny/.

https://www.nature.com/articles/d41586-019-00857-9
https://www.nature.com/articles/d41586-019-00857-9
https://www.nature.com/articles/d41586-019-00857-9
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.MR000034.pub2/full
https://doi.org/10.1002/14651858.MR000034.pub2
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.MR000034.pub2/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.MR000034.pub2/full
https://c19ivermectin.com/aref.html
https://doi.org/10.2147/IJN.S313093
https://c19ivermectin.com/aref.html
https://www.dovepress.com/clinical-biochemical-and-molecular-evaluations-of-ivermectin-mucoadhes-peer-reviewed-fulltext-article-IJN
https://c19ivermectin.com/arevalo.html
https://doi.org/10.1038/s41598-021-86679-0
https://c19ivermectin.com/arevalo.html
https://www.nature.com/articles/s41598-021-86679-0
https://c19ivermectin.com/babalola.html
https://doi.org/10.1093/qjmed/hcab035
https://c19ivermectin.com/babalola.html
https://academic.oup.com/qjmed/advance-article/doi/10.1093/qjmed/hcab035/6143037
https://c19ivermectin.com/baguma.html
https://doi.org/10.21203/rs.3.rs-1193578/v1
https://c19ivermectin.com/baguma.html
https://www.researchsquare.com/article/rs-1193578/v1
https://www.sciencedirect.com/science/article/pii/S2214109X20302850
https://doi.org/10.1016/S2214-109X(20)30285-0
https://www.sciencedirect.com/science/article/pii/S2214109X20302850
https://www.sciencedirect.com/science/article/pii/S2214109X20302850
https://c19ivermectin.com/beherai.html
https://doi.org/10.1371/journal.pone.0247163
https://c19ivermectin.com/beherai.html
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0247163
https://c19ivermectin.com/behera2.html
https://doi.org/10.7759/cureus.16897
https://c19ivermectin.com/behera2.html
https://www.cureus.com/articles/64807-prophylactic-role-of-ivermectin-in-severe-acute-respiratory-syndrome-coronavirus-2-infection-among-healthcare-workers
https://c19ivermectin.com/bello.html
https://doi.org/10.1080/07391102.2021.1911857
https://c19ivermectin.com/bello.html
https://www.tandfonline.com/doi/full/10.1080/07391102.2021.1911857
https://c19ivermectin.com/beltrangonzalez.html
https://doi.org/10.3390/idr14020020
https://c19ivermectin.com/beltrangonzalez.html
https://www.mdpi.com/2036-7449/14/2/20
https://c19ivermectin.com/bernigaud.html
https://doi.org/10.1016/j.annder.2020.09.231
https://c19ivermectin.com/bernigaud.html
https://www.sciencedirect.com/science/article/pii/S015196382030627X
https://c19ivermectin.com/bhattacharyaivm.html
https://doi.org/10.36106/ijsr/7232245
https://c19ivermectin.com/bhattacharyaivm.html
https://www.worldwidejournals.com/international-journal-of-scientific-research-(IJSR)/recent_issues_pdf/2020/October/observational-study-on-clinical-features-treatment-and-outcome-of-covid-19-in-a-tertiary-care-centre-in-india--a-retrospective-case-series_October_2020_1614017661_0932284.pdf
https://c19ivermectin.com/biber.html
https://doi.org/10.1101/2021.05.31.21258081
https://c19ivermectin.com/biber.html
https://www.medrxiv.org/content/10.1101/2021.05.31.21258081v1
https://bird-group.org/the-bbcs-recent-article-false-science-is-disintegrating-under-scrutiny/
https://bird-group.org/the-bbcs-recent-article-false-science-is-disintegrating-under-scrutiny/
https://bird-group.org/the-bbcs-recent-article-false-science-is-disintegrating-under-scrutiny/


25. bird-group.org, https://bird-group.org/rebuttal-to-roman-et-al/.

26. Bitterman et al., JAMA Network Open, doi:10.1001/jamanetworkopen.2022.3079, Comparison of Trials Using
Ivermectin for COVID-19 Between Regions With High and Low Prevalence of Strongyloidiasis,
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2790173.

27. blogs.bmj.com, https://blogs.bmj.com/bmj/2018/11/..ochrane-no-longer-a-collaboration/.

28. bmj.com, https://www.bmj.com/content/364/bmj.k5302.

29. Borody et al., TrialSite News, Combination Therapy For COVID-19 Based on Ivermectin in an Australian
Population, https://covidmedicalnetwork.com/me..lSite-media-release-19.10.2021.pdf.

30. Bramante et al., Open Forum Infectious Diseases, doi:10.1093/o�d/ofac066, Vaccination against SARS-CoV-2 is
associated with a lower viral load and likelihood of systemic symptoms,
https://academic.oup.com/o�d/adva..e/doi/10.1093/o�d/ofac066/6532584.

31. Bray et al., Antiviral Res., doi:10.1016/j.antiviral.2020.104805, Ivermectin and COVID-19: A report in Antiviral
Research, widespread interest, an FDA warning, two letters to the editor and the authors' responses,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7172803/.

32. Bryant et al., American Journal of Therapeutics, doi:10.1097/MJT.0000000000001402 (preprint 3/11/21),
Ivermectin for Prevention and Treatment of COVID-19 Infection: A Systematic Review, Meta-analysis, and Trial
Sequential Analysis to Inform Clinical Guidelines,
https://journals.lww.com/americant..Prevention_and_Treatment_of.7.aspx.

33. Budhiraja et al., medRxiv, doi:10.1101/2020.11.16.20232223, Clinical Pro�le of First 1000 COVID-19 Cases
Admitted at Tertiary Care Hospitals and the Correlates of their Mortality: An Indian Experience,
https://www.medrxiv.org/content/10.1101/2020.11.16.20232223v1.

34. Bukhari et al., medRxiv, doi:10.1101/2021.02.02.21250840 (results 1/16), E�cacy of Ivermectin in COVID-19
Patients with Mild to Moderate Disease, https://www.medrxiv.org/content/10.1101/2021.02.02.21250840v1.

35. Buonfrate et al., International Journal of Antimicrobial Agents, doi:10.1016/j.ijantimicag.2021.106516 (preprint
9/6/2021), High dose ivermectin for the early treatment of COVID-19 (COVER study): a randomised, double-blind,
multicentre, phase II, dose-�nding, proof of concept trial,
https://www.sciencedirect.com/science/article/pii/S0924857921013571.

36. Buonfrate (B) et al., Pathogens, doi:10.3390/pathogens9060468, The Global Prevalence of Strongyloides
Stercoralis Infection, https://www.mdpi.com/2076-0817/9/6/468.

37. Butler et al., The Lancet Respiratory Medicine, doi:10.1016/S2213-2600(21)00310-6, Doxycycline for community
treatment of suspected COVID-19 in people at high risk of adverse outcomes in the UK (PRINCIPLE): a
randomised, controlled, open-label, adaptive platform trial,
https://www.sciencedirect.com/science/article/pii/S2213260021003106.

38. Cadegiani et al., New Microbes and New Infections, doi:10.1016/j.nmni.2021.100915 (preprint 11/4/2020), Early
COVID-19 Therapy with azithromycin plus nitazoxanide, ivermectin or hydroxychloroquine in Outpatient Settings
Signi�cantly Improved COVID-19 outcomes compared to Known outcomes in untreated patients,
https://www.sciencedirect.com/science/article/pii/S2052297521000792.

39. Caly et al., Antiviral Research, doi:10.1016/j.antiviral.2020.104787, The FDA-approved drug ivermectin inhibits
the replication of SARS-CoV-2 in vitro, https://www.sciencedirect.com/science/article/pii/S0166354220302011.

40. Campbell, J., BBC debunks ivermectin, https://www.youtube.com/watch?v=zy7c_FHiEac.

41. Camprubí et al., PLoS ONE, 15:11, doi:10.1371/journal.pone.0242184, Lack of e�cacy of standard doses of
ivermectin in severe COVID-19 patients, https://journals.plos.org/plosone/..le?id=10.1371/journal.pone.0242184.

https://bird-group.org/rebuttal-to-roman-et-al/
https://bird-group.org/rebuttal-to-roman-et-al/
https://c19ivermectin.com/bitterman.html
https://doi.org/10.1001/jamanetworkopen.2022.3079
https://c19ivermectin.com/bitterman.html
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2790173
https://blogs.bmj.com/bmj/2018/11/08/peter-c-gotzsche-cochrane-no-longer-a-collaboration/
https://blogs.bmj.com/bmj/2018/11/08/peter-c-gotzsche-cochrane-no-longer-a-collaboration/
https://www.bmj.com/content/364/bmj.k5302
https://www.bmj.com/content/364/bmj.k5302
https://c19ivermectin.com/borody.html
https://c19ivermectin.com/borody.html
https://covidmedicalnetwork.com/media/TrialSite-media-release-19.10.2021.pdf
https://academic.oup.com/ofid/advance-article/doi/10.1093/ofid/ofac066/6532584
https://doi.org/10.1093/ofid/ofac066
https://academic.oup.com/ofid/advance-article/doi/10.1093/ofid/ofac066/6532584
https://academic.oup.com/ofid/advance-article/doi/10.1093/ofid/ofac066/6532584
https://c19ivermectin.com/bray.html
https://doi.org/10.1016/j.antiviral.2020.104805
https://c19ivermectin.com/bray.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7172803/
https://c19ivermectin.com/bryant.html
https://doi.org/10.1097/MJT.0000000000001402
https://c19ivermectin.com/bryant.html
https://journals.lww.com/americantherapeutics/Fulltext/2021/08000/Ivermectin_for_Prevention_and_Treatment_of.7.aspx
https://c19ivermectin.com/budhirajai.html
https://doi.org/10.1101/2020.11.16.20232223
https://c19ivermectin.com/budhirajai.html
https://www.medrxiv.org/content/10.1101/2020.11.16.20232223v1
https://c19ivermectin.com/bukhari.html
https://doi.org/10.1101/2021.02.02.21250840
https://c19ivermectin.com/bukhari.html
https://www.medrxiv.org/content/10.1101/2021.02.02.21250840v1
https://c19ivermectin.com/buonfrate.html
https://doi.org/10.1016/j.ijantimicag.2021.106516
https://c19ivermectin.com/buonfrate.html
https://www.sciencedirect.com/science/article/pii/S0924857921013571
https://www.mdpi.com/2076-0817/9/6/468
https://doi.org/10.3390/pathogens9060468
https://www.mdpi.com/2076-0817/9/6/468
https://www.mdpi.com/2076-0817/9/6/468
https://www.sciencedirect.com/science/article/pii/S2213260021003106
https://doi.org/10.1016/S2213-2600(21)00310-6
https://www.sciencedirect.com/science/article/pii/S2213260021003106
https://www.sciencedirect.com/science/article/pii/S2213260021003106
https://c19ivermectin.com/cadegianii.html
https://doi.org/10.1016/j.nmni.2021.100915
https://c19ivermectin.com/cadegianii.html
https://www.sciencedirect.com/science/article/pii/S2052297521000792
https://c19ivermectin.com/caly.html
https://doi.org/10.1016/j.antiviral.2020.104787
https://c19ivermectin.com/caly.html
https://www.sciencedirect.com/science/article/pii/S0166354220302011
https://www.youtube.com/watch?v=zy7c_FHiEac
https://www.youtube.com/watch?v=zy7c_FHiEac
https://www.youtube.com/watch?v=zy7c_FHiEac
https://c19ivermectin.com/camprubi.html
https://doi.org/10.1371/journal.pone.0242184
https://c19ivermectin.com/camprubi.html
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0242184


42. Canga et al., AAPS J., doi:10.1208/s12248-007-9000-9, The Pharmacokinetics and Interactions of Ivermectin in
Humans—A Mini-review, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2751445/.

43. Carvallo et al., Journal of Biomedical Research and Clinical Investigation, doi:10.31546/2633-8653.1007, Study
of the E�cacy and Safety of Topical Ivermectin + Iota-Carrageenan in the Prophylaxis against COVID-19 in Health
Personnel, https://medicalpressopenaccess.com/upload/1605709669_1007.pdf.

44. Carvallo (B) et al., NCT04425850, Usefulness of Topic Ivermectin and Carrageenan to Prevent Contagion of Covid
19 (IVERCAR), https://clinicaltrials.gov/ct2/show/results/NCT04425850.

45. Carvallo (C) et al., Journal of Clinical Trials, 11:459 (preprint 9/15/20), Safety and E�cacy of the Combined Use
of Ivermectin, Dexamethasone, Enoxaparin and Aspirina against COVID-19 the I.D.E.A. Protocol,
https://www.longdom.org/open-acces..vid19-the-idea-protocol-70290.html.

46. cellohealth.com, https://cellohealth.com/.

47. Chaccour et al., EClinicalMedicine, doi:10.1016/j.eclinm.2020.100720 (preprint 12/7), The effect of early
treatment with ivermectin on viral load, symptoms and humoral response in patients with non-severe COVID-19: A
pilot, double-blind, placebo-controlled, randomized clinical trial, https://www.thelancet.com/journals../PIIS2589-
5370(20)30464-8/fulltext.

48. Chaccour (B) et al., Malar. J., doi:10.1186/s12936-017-1801-4, Ivermectin to reduce malaria transmission I.
Pharmacokinetic and pharmacodynamic considerations regarding e�cacy and safety,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5402169/.

49. Chachar et al., International Journal of Sciences, 9:31-35, doi:10.18483/ijSci.2378, Effectiveness of Ivermectin in
SARS-CoV-2/COVID-19 Patients, https://www.ijsciences.com/pub/article/2378.

50. Chahla et al., Research Square, doi:10.21203/rs.3.rs-495945/v1 (original preprint 3/30), Cluster Randomised
Trials - Ivermectin Repurposing For COVID-19 Treatment Of Outpatients With Mild Disease In Primary Health Care
Centers, https://www.researchsquare.com/article/rs-495945/v1.

51. Chahla (B) et al., American Journal of Therapeutics, doi:10.1097/MJT.0000000000001433, A randomized trial -
intensive treatment based in ivermectin and iota-carrageenan as pre-exposure prophylaxis for COVID-19 in
healthcare agents, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8415509/.

52. Chamie, J., More about Ivermectin. Is this study a fraud?, https://juanchamie.substack.com/p/more-about-
ivermectin-is-this-study.

53. Chamie-Quintero et al., OSF Preprints, Ivermectin for COVID-19 in Peru: 14-fold reduction in nationwide excess
deaths, p=.002 for effect by state, then 13-fold increase after ivermectin use restricted, https://osf.io/9egh4.

54. Chamie-Quintero (B), J., The Latest Results of Ivermectin’s Success in Treating Outbreaks of COVID-19,
https://covid19criticalcare.com/iv..nalyses-on-covid19-and-ivermectin/.

55. Charilaou et al., American Journal of Gastroenterology, doi:10.14309/00000434-201610001-01012,
Acetaminophen Toxicity: Trends in Hospitalization and Their Outcomes in United States from 2002-2011,
https://journals.lww.com/ajg/Fullt..rends_in_Hospitalization.1012.aspx.

56. Chiu et al., J. Agric. Food Chem., doi:10.1021/jf00101a015, Absorption, tissue distribution, and excretion of
tritium-labeled ivermectin in cattle, sheep, and rat, https://pubs.acs.org/doi/abs/10.1021/jf00101a015.

57. Choudhury et al., Future Medicine, doi:10.2217/fvl-2020-0342, Exploring the binding e�cacy of ivermectin
against the key proteins of SARS-CoV-2 pathogenesis: an in silico approach,
https://www.futuremedicine.com/doi/10.2217/fvl-2020-0342.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2751445/
https://doi.org/10.1208/s12248-007-9000-9
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2751445/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2751445/
https://c19ivermectin.com/carvalloprep.html
https://doi.org/10.31546/2633-8653.1007
https://c19ivermectin.com/carvalloprep.html
https://medicalpressopenaccess.com/upload/1605709669_1007.pdf
https://c19ivermectin.com/carvalloprep2.html
https://c19ivermectin.com/carvalloprep2.html
https://clinicaltrials.gov/ct2/show/results/NCT04425850
https://c19ivermectin.com/carvallo.html
https://c19ivermectin.com/carvallo.html
https://www.longdom.org/open-access/safety-and-efficacy-of-the-combined-use-of-ivermectin-dexamethasone-enoxaparin-and-aspirina-against-covid19-the-idea-protocol-70290.html
https://cellohealth.com/
https://cellohealth.com/
https://c19ivermectin.com/chaccour.html
https://doi.org/10.1016/j.eclinm.2020.100720
https://c19ivermectin.com/chaccour.html
https://www.thelancet.com/journals/eclinm/article/PIIS2589-5370(20)30464-8/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5402169/
https://doi.org/10.1186/s12936-017-1801-4
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5402169/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5402169/
https://c19ivermectin.com/chachar.html
https://doi.org/10.18483/ijSci.2378
https://c19ivermectin.com/chachar.html
https://www.ijsciences.com/pub/article/2378
https://c19ivermectin.com/chahla.html
https://doi.org/10.21203/rs.3.rs-495945/v1
https://c19ivermectin.com/chahla.html
https://www.researchsquare.com/article/rs-495945/v1
https://c19ivermectin.com/ivercartuc.html
https://doi.org/10.1097/MJT.0000000000001433
https://c19ivermectin.com/ivercartuc.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8415509/
https://juanchamie.substack.com/p/more-about-ivermectin-is-this-study
https://juanchamie.substack.com/p/more-about-ivermectin-is-this-study
https://juanchamie.substack.com/p/more-about-ivermectin-is-this-study
https://c19ivermectin.com/chamiequintero2.html
https://c19ivermectin.com/chamiequintero2.html
https://osf.io/9egh4
https://covid19criticalcare.com/ivermectin-in-covid-19/epidemiologic-analyses-on-covid19-and-ivermectin/
https://covid19criticalcare.com/ivermectin-in-covid-19/epidemiologic-analyses-on-covid19-and-ivermectin/
https://covid19criticalcare.com/ivermectin-in-covid-19/epidemiologic-analyses-on-covid19-and-ivermectin/
https://journals.lww.com/ajg/Fulltext/2016/10001/Acetaminophen_Toxicity__Trends_in_Hospitalization.1012.aspx
https://doi.org/10.14309/00000434-201610001-01012
https://journals.lww.com/ajg/Fulltext/2016/10001/Acetaminophen_Toxicity__Trends_in_Hospitalization.1012.aspx
https://journals.lww.com/ajg/Fulltext/2016/10001/Acetaminophen_Toxicity__Trends_in_Hospitalization.1012.aspx
https://c19ivermectin.com/chiu.html
https://doi.org/10.1021/jf00101a015
https://c19ivermectin.com/chiu.html
https://pubs.acs.org/doi/abs/10.1021/jf00101a015
https://c19ivermectin.com/choudhury2.html
https://doi.org/10.2217/fvl-2020-0342
https://c19ivermectin.com/choudhury2.html
https://www.futuremedicine.com/doi/10.2217/fvl-2020-0342


58. Chowdhury et al., Eurasian Journal of Medicine and Oncology, doi:10.14744/ejmo.2021.16263, A Comparative
Study on Ivermectin-Doxycycline and Hydroxychloroquine-Azithromycin Therapy on COVID-19 Patients,
https://ejmo.org/10.14744/ejmo.2021.16263/.

59. clinicaltrials.gov, https://clinicaltrials.gov/ct2/show/NCT04092452.

60. Concato et al., NEJM, 342:1887-1892, doi:10.1056/NEJM200006223422507,
https://www.nejm.org/doi/full/10.1056/nejm200006223422507.

61. Covid Analysis, Analysis of López-Medina et al., https://c19ivermectin.com/lopezmedina.html.

62. COVID-NMA, COVID-NMA weekly update, May 14, 2021,
https://web.archive.org/web/202105..58/https://www.covid-nma.com/news/.

63. covid19criticalcare.com, https://covid19criticalcare.com/wp..her-Trial-WSJ-Article-Mar-18-1.pdf.

64. de Jesús Ascencio-Montiel et al., Archives of Medical Research, doi:10.1016/j.arcmed.2022.01.002, A
Multimodal Strategy to Reduce the Risk of Hospitalization/death in Ambulatory Patients with COVID-19,
https://www.sciencedirect.com/science/article/pii/S0188440922000029.

65. de Melo et al., EMBO Mol. Med., doi:10.15252/emmm.202114122 (preprint 11/22/20), Attenuation of clinical and
immunological outcomes during SARS-CoV-2 infection by ivermectin,
https://www.embopress.org/doi/abs/10.15252/emmm.202114122.

66. Deaton et al., Social Science & Medicine, 210, doi:10.1016/j.socscimed.2017.12.005, Understanding and
misunderstanding randomized controlled trials,
https://www.sciencedirect.com/science/article/pii/S0277953617307359.

67. Deng, H., PyMeta, Python module for meta-analysis, http://www.pymeta.com/.

68. Descotes, J., ImmunoSafe Consultance, Medical Safety of Ivermectin, https://www.medincell.com/wp-
conte.._MDCL_safety_ivermectine-50321.pdf.

69. DiNicolantonio et al., Open Heart, doi:10.1136/openhrt-2020-001350, Ivermectin may be a clinically useful anti-
in�ammatory agent for late-stage COVID-19, https://openheart.bmj.com/content/7/2/e001350.

70. DiNicolantonio (B) et al., Open Heart, doi:10.1136/openhrt-2021-001655, Anti-in�ammatory activity of ivermectin
in late-stage COVID-19 may re�ect activation of systemic glycine receptors,
https://openheart.bmj.com/content/8/1/e001655.

71. doyourownresearch.substack.com, https://doyourownresearch.substack../what-went-wrong-with-the-together.

72. ebm.bmj.com, https://ebm.bmj.com/content/23/5/165.

73. E�menko et al., International Journal of Infectious Diseases, doi:10.1016/j.ijid.2021.12.096, Treatment with
Ivermectin Is Associated with Decreased Mortality in COVID-19 Patients: Analysis of a National Federated
Database, https://www.sciencedirect.com/science/article/pii/S1201971221009887.

74. Egger et al., BMJ, doi:10.1136/bmj.315.7109.629, Bias in meta-analysis detected by a simple, graphical test,
https://syndication.highwire.org/content/doi/10.1136/bmj.315.7109.629.

75. Elalfy et al., J. Med. Virol., doi:10.1002/jmv.26880, Effect of a combination of Nitazoxanide, Ribavirin and
Ivermectin plus zinc supplement (MANS.NRIZ study) on the clearance of mild COVID-1,
https://onlinelibrary.wiley.com/doi/10.1002/jmv.26880.

76. Elavarasi et al., medRxiv, doi:10.1101/2021.08.10.21261855, Clinical features, demography and predictors of
outcomes of SARS-CoV-2 infection in a tertiary care hospital in India - a cohort study,
https://www.medrxiv.org/content/10.1101/2021.08.10.21261855v1.

https://c19ivermectin.com/chowdhury.html
https://doi.org/10.14744/ejmo.2021.16263
https://c19ivermectin.com/chowdhury.html
https://ejmo.org/10.14744/ejmo.2021.16263/
https://clinicaltrials.gov/ct2/show/NCT04092452
https://clinicaltrials.gov/ct2/show/NCT04092452
https://www.nejm.org/doi/full/10.1056/nejm200006223422507
https://doi.org/10.1056/NEJM200006223422507
https://www.nejm.org/doi/full/10.1056/nejm200006223422507
https://c19ivermectin.com/lopezmedina.html
https://c19ivermectin.com/lopezmedina.html
https://c19ivermectin.com/lopezmedina.html
https://web.archive.org/web/20210514184958/https://www.covid-nma.com/news/
https://web.archive.org/web/20210514184958/https://www.covid-nma.com/news/
https://web.archive.org/web/20210514184958/https://www.covid-nma.com/news/
https://covid19criticalcare.com/wp-content/uploads/2022/03/Statement-on-Together-Trial-WSJ-Article-Mar-18-1.pdf
https://covid19criticalcare.com/wp-content/uploads/2022/03/Statement-on-Together-Trial-WSJ-Article-Mar-18-1.pdf
https://c19ivermectin.com/dejesusascenciomontiel.html
https://doi.org/10.1016/j.arcmed.2022.01.002
https://c19ivermectin.com/dejesusascenciomontiel.html
https://www.sciencedirect.com/science/article/pii/S0188440922000029
https://c19ivermectin.com/demelo.html
https://doi.org/10.15252/emmm.202114122
https://c19ivermectin.com/demelo.html
https://www.embopress.org/doi/abs/10.15252/emmm.202114122
https://www.sciencedirect.com/science/article/pii/S0277953617307359
https://doi.org/10.1016/j.socscimed.2017.12.005
https://www.sciencedirect.com/science/article/pii/S0277953617307359
https://www.sciencedirect.com/science/article/pii/S0277953617307359
http://www.pymeta.com/
http://www.pymeta.com/
http://www.pymeta.com/
https://c19ivermectin.com/descotes.html
https://c19ivermectin.com/descotes.html
https://www.medincell.com/wp-content/uploads/2021/03/PR_MDCL_safety_ivermectine-50321.pdf
https://c19ivermectin.com/dinicolantonio.html
https://doi.org/10.1136/openhrt-2020-001350
https://c19ivermectin.com/dinicolantonio.html
https://openheart.bmj.com/content/7/2/e001350
https://c19ivermectin.com/dinicolantonio2.html
https://doi.org/10.1136/openhrt-2021-001655
https://c19ivermectin.com/dinicolantonio2.html
https://openheart.bmj.com/content/8/1/e001655
https://doyourownresearch.substack.com/p/what-went-wrong-with-the-together
https://doyourownresearch.substack.com/p/what-went-wrong-with-the-together
https://ebm.bmj.com/content/23/5/165
https://ebm.bmj.com/content/23/5/165
https://c19ivermectin.com/efimenko.html
https://doi.org/10.1016/j.ijid.2021.12.096
https://c19ivermectin.com/efimenko.html
https://www.sciencedirect.com/science/article/pii/S1201971221009887
https://syndication.highwire.org/content/doi/10.1136/bmj.315.7109.629
https://doi.org/10.1136/bmj.315.7109.629
https://syndication.highwire.org/content/doi/10.1136/bmj.315.7109.629
https://syndication.highwire.org/content/doi/10.1136/bmj.315.7109.629
https://c19ivermectin.com/elalfy.html
https://doi.org/10.1002/jmv.26880
https://c19ivermectin.com/elalfy.html
https://onlinelibrary.wiley.com/doi/10.1002/jmv.26880
https://c19ivermectin.com/elavarasi.html
https://doi.org/10.1101/2021.08.10.21261855
https://c19ivermectin.com/elavarasi.html
https://www.medrxiv.org/content/10.1101/2021.08.10.21261855v1


77. Elijah, S., TrialSite News, How Ivermectin became a Target for the ‘Fraud Detectives.’,
https://trialsitenews.com/how-iver..a-target-for-the-fraud-detectives/.

78. en.x-mol.com, https://en.x-mol.com/paper/article/947631.

79. Errecalde et al., Journal of Pharmaceutical Sciences, doi:10.1016/j.xphs.2021.01.017, Safety and
Pharmacokinetic Assessments of a Novel Ivermectin Nasal Spray Formulation in a Pig Model,
https://www.sciencedirect.com/science/article/pii/S0022354921000320.

80. Espitia-Hernandez et al., Biomedical Research, 31:5, Effects of Ivermectin-azithromycin-cholecalciferol
combined therapy on COVID-19 infected patients: A proof of concept study,
https://www.biomedres.info/biomedi..-proof-of-concept-study-14435.html.

81. Evans, R., Healthcare Policy, 5:4, Tough on Crime? P�zer and the CIHR,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2875889/.

82. Eweas et al., Frontiers in Microbiology, doi:10.3389/fmicb.2020.592908, Molecular Docking Reveals Ivermectin
and Remdesivir as Potential Repurposed Drugs Against SARS-CoV-2,
https://www.frontiersin.org/articles/10.3389/fmicb.2020.592908/full.

83. Faisal et al., The Professional Medical Journal, doi:10.29309/TPMJ/2021.28.05.5867, Potential use of
azithromycin alone and in combination with ivermectin in �ghting against the symptoms of COVID-19,
http://theprofesional.com/index.php/tpmj/article/view/5867.

84. Faria et al., Science, doi:10.1126/science.abh2644, Genomics and epidemiology of the P.1 SARS-CoV-2 lineage in
Manaus, Brazil, https://www.science.org/lookup/doi/10.1126/science.abh2644.

85. Ferreira et al., Revista da Associação Médica Brasileira, doi:10.1590/1806-9282.20210661, Outcomes
associated with Hydroxychloroquine and Ivermectin in hospitalized patients with COVID-19: a single-center
experience, https://www.scielo.br/j/ramb/a/kzbmDvJqjJdQR9GfqK65CZs/.

86. Figueroa et al., International Journal of General Medicine, doi:10.2147/IJGM.S328486 (preprint 4/15/2021),
E�cacy of a nasal spray containing Iota-Carrageenan in the prophylaxis of COVID-19 in hospital personnel
dedicated to patients care with COVID-19 disease A pragmatic multicenter, randomized, double-blind, placebo-
controlled trial (CARR-COV-02), https://www.dovepress.com/e�cacy..eer-reviewed-fulltext-article-IJGM.

87. Fordham et al., OSF Preprints, doi:10.31219/osf.io/mp4f2, The uses and abuses of systematic reviews,
https://osf.io/mp4f2/.

88. Fox, C., RealClearInvestigations, Did Dismissals of Safe Outpatient Drugs Cause Needless Covid Deaths?
Dissenting Doctors Say Yes, https://www.realclearinvestigation..enting_doctors_say_yes_808045.html.

89. Francés-Monerris et al., ChemRxiv, doi:10.26434/chemrxiv.12782258.v1, Has Ivermectin Virus-Directed Effects
against SARS-CoV-2? Rationalizing the Action of a Potential Multitarget Antiviral Agent,
https://chemrxiv.org/articles/prep..itarget_Antiviral_Agent/12782258/1.

90. francesoir.fr, https://www.francesoir.fr/societe-..-participants-letude-est-con�rmee.

91. Galan et al., Pathogens and Global Health, doi:10.1080/20477724.2021.1890887, Phase 2 randomized study on
chloroquine, hydroxychloroquine or ivermectin in hospitalized patients with severe manifestations of SARS-CoV-2
infection, https://www.tandfonline.com/doi/full/10.1080/20477724.2021.1890887.

92. gatesopenresearch.org, https://gatesopenresearch.org/articles/5-117.

93. Genetic Engineering and Biotechnology News, Merck to Seek FDA EUA for COVID-19 Pill after Positive Phase III
Data, https://www.genengnews.com/news/me..ill-after-positive-phase-iii-data/.

https://trialsitenews.com/how-ivermectin-became-a-target-for-the-fraud-detectives/
https://trialsitenews.com/how-ivermectin-became-a-target-for-the-fraud-detectives/
https://trialsitenews.com/how-ivermectin-became-a-target-for-the-fraud-detectives/
https://en.x-mol.com/paper/article/947631
https://en.x-mol.com/paper/article/947631
https://c19ivermectin.com/errecalde.html
https://doi.org/10.1016/j.xphs.2021.01.017
https://c19ivermectin.com/errecalde.html
https://www.sciencedirect.com/science/article/pii/S0022354921000320
https://c19ivermectin.com/espitiahernandez.html
https://c19ivermectin.com/espitiahernandez.html
https://www.biomedres.info/biomedical-research/effects-of-ivermectinazithromycincholecalciferol-combined-therapy-on-covid19-infected-patients-a-proof-of-concept-study-14435.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2875889/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2875889/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2875889/
https://c19ivermectin.com/eweas.html
https://doi.org/10.3389/fmicb.2020.592908
https://c19ivermectin.com/eweas.html
https://www.frontiersin.org/articles/10.3389/fmicb.2020.592908/full
https://c19ivermectin.com/faisal.html
https://doi.org/10.29309/TPMJ/2021.28.05.5867
https://c19ivermectin.com/faisal.html
http://theprofesional.com/index.php/tpmj/article/view/5867
https://www.science.org/lookup/doi/10.1126/science.abh2644
https://doi.org/10.1126/science.abh2644
https://www.science.org/lookup/doi/10.1126/science.abh2644
https://www.science.org/lookup/doi/10.1126/science.abh2644
https://c19ivermectin.com/ferreira2.html
https://doi.org/10.1590/1806-9282.20210661
https://c19ivermectin.com/ferreira2.html
https://www.scielo.br/j/ramb/a/kzbmDvJqjJdQR9GfqK65CZs/
https://c19ivermectin.com/figueroa.html
https://doi.org/10.2147/IJGM.S328486
https://c19ivermectin.com/figueroa.html
https://www.dovepress.com/efficacy-of-a-nasal-spray-containing-iota-carrageenan-in-the-postexpos-peer-reviewed-fulltext-article-IJGM
https://c19ivermectin.com/fordham.html
https://doi.org/10.31219/osf.io/mp4f2
https://c19ivermectin.com/fordham.html
https://osf.io/mp4f2/
https://www.realclearinvestigations.com/articles/2021/12/21/did_dismissals_of_safe_outpatient_drugs_cause_needless_covid_deaths_dissenting_doctors_say_yes_808045.html
https://www.realclearinvestigations.com/articles/2021/12/21/did_dismissals_of_safe_outpatient_drugs_cause_needless_covid_deaths_dissenting_doctors_say_yes_808045.html
https://www.realclearinvestigations.com/articles/2021/12/21/did_dismissals_of_safe_outpatient_drugs_cause_needless_covid_deaths_dissenting_doctors_say_yes_808045.html
https://c19ivermectin.com/francesmonerris.html
https://doi.org/10.26434/chemrxiv.12782258.v1
https://c19ivermectin.com/francesmonerris.html
https://chemrxiv.org/articles/preprint/Has_Ivermectin_Virus-Directed_Effects_against_SARS-CoV-2_Rationalizing_the_Action_of_a_Potential_Multitarget_Antiviral_Agent/12782258/1
https://www.francesoir.fr/societe-sante/la-tromperie-de-letude-jama-sur-livermectine-des-participants-letude-est-confirmee
https://www.francesoir.fr/societe-sante/la-tromperie-de-letude-jama-sur-livermectine-des-participants-letude-est-confirmee
https://c19ivermectin.com/galan.html
https://doi.org/10.1080/20477724.2021.1890887
https://c19ivermectin.com/galan.html
https://www.tandfonline.com/doi/full/10.1080/20477724.2021.1890887
https://gatesopenresearch.org/articles/5-117
https://gatesopenresearch.org/articles/5-117
https://www.genengnews.com/news/merck-to-seek-fda-eua-for-covid-19-pill-after-positive-phase-iii-data/
https://www.genengnews.com/news/merck-to-seek-fda-eua-for-covid-19-pill-after-positive-phase-iii-data/
https://www.genengnews.com/news/merck-to-seek-fda-eua-for-covid-19-pill-after-positive-phase-iii-data/


94. Ghauri et al., International Journal of Clinical Studies & Medical Case Reports,
doi:10.46998/IJCMCR.2021.13.000320 (preprint 12/15/2020), Ivermectin Use Associated with Reduced Duration
of Covid-19 Febrile Illness in a Community Setting, https://ijclinmedcasereports.com/pdf/IJCMCR-RA-00320.pdf.

95. gob.mx, https://www.gob.mx/salud/documentos/datos-abiertos-152127.

96. Goodkin, M., Are Major Ivermectin Studies Designed for Failure?, https://trialsitenews.com/are-majo..ctin-
studies-designed-for-failure/.

97. Gorial et al., medRxiv, doi:10.1101/2020.07.07.20145979, Effectiveness of Ivermectin as add-on Therapy in
COVID-19 Management (Pilot Trial), https://www.medrxiv.org/content/10.1101/2020.07.07.20145979v1.

98. Guzman et al., medRxiv, doi:10.1101/2021.03.04.21252084, Factors associated with increased mortality in
critically ill COVID-19 patients in a Mexican public hospital: the other faces of health system oversaturation,
https://www.medrxiv.org/content/10.1101/2021.03.04.21252084v1.

99. Guzzo et al., J. Clinical Pharmacology, doi:10.1177/009127002237994, Safety, Tolerability, and Pharmacokinetics
of Escalating High Doses of Ivermectin in Healthy Adult Subjects,
https://accp1.onlinelibrary.wiley...7/009127002237994?sid=nlm%3Apubmed.

100. Harbord et al., Statistics in Medicine, doi:10.1002/sim.2380, A modi�ed test for small-study effects in meta-
analyses of controlled trials with binary endpoints,
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2380.

101. Hariyanto et al., Reviews In Medical Virology, doi:10.1002/rmv.2265, Ivermectin and outcomes from Covid-19
pneumonia: A systematic review and meta-analysis of randomized clinical trial studies,
https://onlinelibrary.wiley.com/doi/abs/10.1002/rmv.2265.

102. Hashim et al., Iraqi Journal of Medical Science, 19:1, Controlled randomized clinical trial on using Ivermectin with
doxycycline for treating COVID-19 patients in Baghdad, Iraq,
http://www.iraqijms.net/upload/pdf/iraqijms60db8b76d3b1e.pdf.

103. Hazan et al., medRxiv, doi:10.1101/2021.07.06.21259924, Effectiveness of Ivermectin-Based Multidrug Therapy
in Severe Hypoxic Ambulatory COVID-19 Patients,
https://www.medrxiv.org/content/10.1101/2021.07.06.21259924v1.

104. Heidary et al., The Journal of Antibiotics, 73, 593–602, doi:10.1038/s41429-020-0336-z, Ivermectin: a
systematic review from antiviral effects to COVID-19 complementary regimen,
https://www.nature.com/articles/s41429-020-0336-z.

105. Hellwig et al., International Journal of Antimicrobial Agents, doi:10.1016/j.ijantimicag.2020.106248, A COVID-19
Prophylaxis? Lower incidence associated with prophylactic administration of Ivermectin,
https://www.sciencedirect.com/science/article/pii/S0924857920304684.

106. Henderson, J., MedPage Today, Ivermectin Arm of PRINCIPLE Trial Put on Hold — Trial website cites supply
issues, https://www.medpagetoday.com/special-reports/exclusives/96194.

107. Huvemek Press Release, Kovid-19 - Huvemek® Phase 2 clinical trial, https://huvemec.bg/covid-19-
huveme..linichno-izpitanie/za-isledvaneto/.

108. IVERCOR PREP, Preliminary Results, Ivermectina en agentes de salud e IVERCOR COVID19,
https://twitter.com/Covid19Crusher/status/1365420061859717124.

109. Jadad et al., doi:10.1002/9780470691922, Randomized Controlled Trials: Questions, Answers, and Musings,
Second Edition, https://onlinelibrary.wiley.com/doi/book/10.1002/9780470691922.

110. jamaletter.com, https://jamaletter.com/.

https://c19ivermectin.com/ghauri.html
https://doi.org/10.46998/IJCMCR.2021.13.000320
https://c19ivermectin.com/ghauri.html
https://ijclinmedcasereports.com/pdf/IJCMCR-RA-00320.pdf
https://www.gob.mx/salud/documentos/datos-abiertos-152127
https://www.gob.mx/salud/documentos/datos-abiertos-152127
https://c19ivermectin.com/goodkin.html
https://c19ivermectin.com/goodkin.html
https://trialsitenews.com/are-major-ivermectin-studies-designed-for-failure/
https://c19ivermectin.com/gorial.html
https://doi.org/10.1101/2020.07.07.20145979
https://c19ivermectin.com/gorial.html
https://www.medrxiv.org/content/10.1101/2020.07.07.20145979v1
https://c19ivermectin.com/guzman.html
https://doi.org/10.1101/2021.03.04.21252084
https://c19ivermectin.com/guzman.html
https://www.medrxiv.org/content/10.1101/2021.03.04.21252084v1
https://c19ivermectin.com/guzzo.html
https://doi.org/10.1177/009127002237994
https://c19ivermectin.com/guzzo.html
https://accp1.onlinelibrary.wiley.com/doi/abs/10.1177/009127002237994?sid=nlm%3Apubmed
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2380
https://doi.org/10.1002/sim.2380
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2380
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2380
https://c19ivermectin.com/hariyanto2.html
https://doi.org/10.1002/rmv.2265
https://c19ivermectin.com/hariyanto2.html
https://onlinelibrary.wiley.com/doi/abs/10.1002/rmv.2265
https://c19ivermectin.com/hashim.html
https://c19ivermectin.com/hashim.html
http://www.iraqijms.net/upload/pdf/iraqijms60db8b76d3b1e.pdf
https://c19ivermectin.com/hazan.html
https://doi.org/10.1101/2021.07.06.21259924
https://c19ivermectin.com/hazan.html
https://www.medrxiv.org/content/10.1101/2021.07.06.21259924v1
https://c19ivermectin.com/heidary.html
https://doi.org/10.1038/s41429-020-0336-z
https://c19ivermectin.com/heidary.html
https://www.nature.com/articles/s41429-020-0336-z
https://c19ivermectin.com/hellwig.html
https://doi.org/10.1016/j.ijantimicag.2020.106248
https://c19ivermectin.com/hellwig.html
https://www.sciencedirect.com/science/article/pii/S0924857920304684
https://www.medpagetoday.com/special-reports/exclusives/96194
https://www.medpagetoday.com/special-reports/exclusives/96194
https://www.medpagetoday.com/special-reports/exclusives/96194
https://c19ivermectin.com/petkov.html
https://c19ivermectin.com/petkov.html
https://huvemec.bg/covid-19-huvemec-klinichno-izpitanie/za-isledvaneto/
https://c19ivermectin.com/vallejos.html
https://c19ivermectin.com/vallejos.html
https://twitter.com/Covid19Crusher/status/1365420061859717124
https://onlinelibrary.wiley.com/doi/book/10.1002/9780470691922
https://doi.org/10.1002/9780470691922
https://onlinelibrary.wiley.com/doi/book/10.1002/9780470691922
https://onlinelibrary.wiley.com/doi/book/10.1002/9780470691922
https://jamaletter.com/
https://jamaletter.com/


111. jamanetwork.com, https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2779044.

112. jamanetwork.com (B), https://jamanetwork.com/journals/jama/fullarticle/2777389.

113. Jamir et al., Cureus, doi:10.7759/cureus.20394, Determinants of Outcome Among Critically Ill Police Personnel
With COVID-19: A Retrospective Observational Study From Andhra Pradesh, India,
https://www.cureus.com/articles/73..al-study-from-andhra-pradesh-india.

114. Jans et al., Cells 2020, 9:9, 2100, doi:10.3390/cells9092100, Ivermectin as a Broad-Spectrum Host-Directed
Antiviral: The Real Deal?, https://www.mdpi.com/2073-4409/9/9/2100.

115. Jayk Bernal et al., New England Journal of Medicine, doi:10.1056/NEJMoa2116044, Molnupiravir for Oral
Treatment of Covid-19 in Nonhospitalized Patients, http://www.nejm.org/doi/pdf/10.1056/NEJMoa2116044.

116. Jeffreys et al., International Journal of Antimicrobial Agents, doi:10.1016/j.ijantimicag.2022.106542 (preprint
12/24/2020), Remdesivir-ivermectin combination displays synergistic interaction with improved in vitro activity
against SARS-CoV-2, https://www.sciencedirect.com/science/article/pii/S0924857922000309.

117. Jerusalem Post, Israeli scientist says COVID-19 could be treated for under $1/day,
https://www.jpost.com/health-scien..d-be-treated-for-under-1day-675612.

118. Kalfas et al., medRxiv, doi:10.1101/2020.11.30.20236570, The therapeutic potential of ivermectin for COVID-19:
a systematic review of mechanisms and evidence,
https://www.medrxiv.org/content/10.1101/2020.11.30.20236570v1.

119. Karita et al., medRxiv, doi:10.1101/2021.08.27.21262754, Trajectory of viral load in a prospective population-
based cohort with incident SARS-CoV-2 G614 infection,
https://www.medrxiv.org/content/10.1101/2021.08.27.21262754v1.

120. Kerr et al., Cureus, doi:10.7759/cureus.21272 (preprint 12/11/2021), Ivermectin Prophylaxis Used for COVID-19:
A Citywide, Prospective, Observational Study of 223,128 Subjects Using Propensity Score Matching,
https://www.cureus.com/articles/82..ts-using-propensity-score-matching.

121. Khan et al., Archivos de Bronconeumología, doi:10.1016/j.arbres.2020.08.007, Ivermectin treatment may
improve the prognosis of patients with COVID-19, https://www.archbronconeumol.org/e..ognosis-articulo-
S030028962030288X.

122. Khan (B), T., PharmaShots, Merck Signs ~$1.2B Supply Agreement with US Government for Molnupiravir to Treat
COVID-19, https://pharmashots.com/61076/merc..or-molnupiravir-to-treat-covid-19/.

123. Kishoria et al., Paripex - Indian Journal of Research, doi:10.36106/paripex/4801859, Ivermectin as adjuvant to
hydroxychloroquine in patients resistant to standard treatment for SARS-CoV-2: results of an open-label
randomized clinical study, https://www.worldwidejournals.com/..August_2020_1597492974_4801859.pdf.

124. Kory et al., American Journal of Therapeutics, doi:10.1097/MJT.0000000000001377, Review of the Emerging
Evidence Demonstrating the E�cacy of Ivermectin in the Prophylaxis and Treatment of COVID-19,
https://journals.lww.com/americant.._Evidence_Demonstrating_the.4.aspx.

125. Kory (B), P., Commentary on medical journals, https://twitter.com/PierreKory/status/1434741303527579648.

126. Kory (C), P., Dr. Pierre Kory Talks About Human Rights and The Big Science Disinformation,
https://www.youtube.com/watch?v=3UTuT9TSRFQ&t=2890s.

127. Kory (D), P., FLCCC Alliance Statement on the Irregular Actions of Public Health Agencies and the Widespread
Disinformation Campaign Against Ivermectin, https://covid19criticalcare.com/wp..INFORMATION-CAMPAIGN-
5.11.2021.pdf.

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2779044
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2779044
https://jamanetwork.com/journals/jama/fullarticle/2777389
https://jamanetwork.com/journals/jama/fullarticle/2777389
https://c19ivermectin.com/jamir.html
https://doi.org/10.7759/cureus.20394
https://c19ivermectin.com/jamir.html
https://www.cureus.com/articles/73667-determinants-of-outcome-among-critically-ill-police-personnel-with-covid-19-a-retrospective-observational-study-from-andhra-pradesh-india
https://c19ivermectin.com/jans.html
https://doi.org/10.3390/cells9092100
https://c19ivermectin.com/jans.html
https://www.mdpi.com/2073-4409/9/9/2100
https://c19ivermectin.com/jaykbernal.html
https://doi.org/10.1056/NEJMoa2116044
https://c19ivermectin.com/jaykbernal.html
http://www.nejm.org/doi/pdf/10.1056/NEJMoa2116044
https://c19ivermectin.com/jeffreys.html
https://doi.org/10.1016/j.ijantimicag.2022.106542
https://c19ivermectin.com/jeffreys.html
https://www.sciencedirect.com/science/article/pii/S0924857922000309
https://www.jpost.com/health-science/israeli-scientist-says-covid-19-could-be-treated-for-under-1day-675612
https://www.jpost.com/health-science/israeli-scientist-says-covid-19-could-be-treated-for-under-1day-675612
https://www.jpost.com/health-science/israeli-scientist-says-covid-19-could-be-treated-for-under-1day-675612
https://c19ivermectin.com/kalfas.html
https://doi.org/10.1101/2020.11.30.20236570
https://c19ivermectin.com/kalfas.html
https://www.medrxiv.org/content/10.1101/2020.11.30.20236570v1
https://www.medrxiv.org/content/10.1101/2021.08.27.21262754v1
https://doi.org/10.1101/2021.08.27.21262754
https://www.medrxiv.org/content/10.1101/2021.08.27.21262754v1
https://www.medrxiv.org/content/10.1101/2021.08.27.21262754v1
https://c19ivermectin.com/kerr.html
https://doi.org/10.7759/cureus.21272
https://c19ivermectin.com/kerr.html
https://www.cureus.com/articles/82162-ivermectin-prophylaxis-used-for-covid-19-a-citywide-prospective-observational-study-of-223128-subjects-using-propensity-score-matching
https://c19ivermectin.com/khan.html
https://doi.org/10.1016/j.arbres.2020.08.007
https://c19ivermectin.com/khan.html
https://www.archbronconeumol.org/en-ivermectin-treatment-may-improve-prognosis-articulo-S030028962030288X
https://pharmashots.com/61076/merck-signs-1-2b-supply-agreement-with-us-government-for-molnupiravir-to-treat-covid-19/
https://pharmashots.com/61076/merck-signs-1-2b-supply-agreement-with-us-government-for-molnupiravir-to-treat-covid-19/
https://pharmashots.com/61076/merck-signs-1-2b-supply-agreement-with-us-government-for-molnupiravir-to-treat-covid-19/
https://c19ivermectin.com/kishoria.html
https://doi.org/10.36106/paripex/4801859
https://c19ivermectin.com/kishoria.html
https://www.worldwidejournals.com/paripex/recent_issues_pdf/2020/August/ivermectin-as-adjuvant-to-hydroxycholoroquine-in-patients-resistant-to-standard-treatment-for-sarscov2-results-of-an-openlabel-randomized-clinical-study_August_2020_1597492974_4801859.pdf
https://c19ivermectin.com/kory3.html
https://doi.org/10.1097/MJT.0000000000001377
https://c19ivermectin.com/kory3.html
https://journals.lww.com/americantherapeutics/Fulltext/2021/06000/Review_of_the_Emerging_Evidence_Demonstrating_the.4.aspx
https://twitter.com/PierreKory/status/1434741303527579648
https://twitter.com/PierreKory/status/1434741303527579648
https://twitter.com/PierreKory/status/1434741303527579648
https://www.youtube.com/watch?v=3UTuT9TSRFQ&t=2890s
https://www.youtube.com/watch?v=3UTuT9TSRFQ&t=2890s
https://www.youtube.com/watch?v=3UTuT9TSRFQ&t=2890s
https://covid19criticalcare.com/wp-content/uploads/2021/05/CLEAN-FLCCC-STATEMENT-AGAINST-THE-GLOBAL-IVERMECTIN-DISINFORMATION-CAMPAIGN-5.11.2021.pdf
https://covid19criticalcare.com/wp-content/uploads/2021/05/CLEAN-FLCCC-STATEMENT-AGAINST-THE-GLOBAL-IVERMECTIN-DISINFORMATION-CAMPAIGN-5.11.2021.pdf
https://covid19criticalcare.com/wp-content/uploads/2021/05/CLEAN-FLCCC-STATEMENT-AGAINST-THE-GLOBAL-IVERMECTIN-DISINFORMATION-CAMPAIGN-5.11.2021.pdf


128. Krolewiecki et al., EClinicalMedicine, doi:10.1016/j.eclinm.2021.100959, Antiviral effect of high-dose ivermectin
in adults with COVID-19: A proof-of-concept randomized trial,
https://www.sciencedirect.com/science/article/pii/S258953702100239X.

129. Lawrie et al., Preprint, Ivermectin reduces the risk of death from COVID-19 – a rapid review and meta-analysis in
support of the recommendation of the Front Line COVID-19 Critical Care Alliance, https://b3d2650e-e929-4448-
a527-4e..b655bd21b1448ba6cf1f4c59f0d73d.pdf.

130. Lawrie (B), T., A letter to the BBC, https://trialsitenews.com/a-letter-to-the-bbc/.

131. Lee et al., Arch Intern Med., 2011, 171:1, 18-22, doi:10.1001/archinternmed.2010.482, Analysis of Overall Level
of Evidence Behind Infectious Diseases Society of America Practice Guidelines,
https://jamanetwork.com/journals/j..nternalmedicine/fullarticle/226373.

132. Lehrer et al., In Vivo, 34:5, 3023-3026, doi:10.21873/invivo.12134, Ivermectin Docks to the SARS-CoV-2 Spike
Receptor-binding Domain Attached to ACE2, http://iv.iiarjournals.org/content/34/5/3023.

133. Li et al., J. Cellular Physiology, doi:10.1002/jcp.30055, Quantitative proteomics reveals a broad�spectrum
antiviral property of ivermectin, bene�ting for COVID�19 treatment,
https://onlinelibrary.wiley.com/doi/10.1002/jcp.30055.

134. Lim et al., JAMA, doi:10.1001/jamainternmed.2022.0189 (data 11/3/21), E�cacy of Ivermectin Treatment on
Disease Progression Among Adults With Mild to Moderate COVID-19 and Comorbidities: The I-TECH Randomized
Clinical Trial, https://jamanetwork.com/journals/j..ternalmedicine/fullarticle/2789362.

135. Lima-Morales, Effectiveness of a multidrug therapy consisting of ivermectin, azithromycin, montelukast and
acetylsalicylic acid to prevent hospitalization and death among ambulatory COVID-19 cases in Tlaxcala, Mexico,
https://www.sciencedirect.com/science/article/pii/S1201971221001004.

136. López-Medina et al., JAMA, doi:10.1001/jama.2021.3071, Effect of Ivermectin on Time to Resolution of
Symptoms Among Adults With Mild COVID-19: A Randomized Clinical Trial,
https://jamanetwork.com/journals/jama/fullarticle/2777389.

137. Loue et al., J. Infectious Diseases and Epidemiology, doi:10.23937/2474-3658/1510202, Ivermectin and COVID-
19 in Care Home: Case Report, https://www.clinmedjournals.org/ar..idemiology-jide-7-202.php?jid=jide.

138. Macaskill et al., Statistics in Medicine, doi:10.1002/sim.698, A comparison of methods to detect publication bias
in meta-analysis, https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.698.

139. Madrid et al., Heliyon, doi:10.1016/j.heliyon.2020.e05820, Safety of oral administration of high doses of
ivermectin by means of biocompatible polyelectrolytes formulation,
https://www.sciencedirect.com/science/article/pii/S2405844020326633.

140. Mahmud et al., Journal of International Medical Research, doi:10.5061/dryad.qjq2bvqf6 (preprint 10/9/20),
Ivermectin in combination with doxycycline for treating COVID-19 symptoms: a randomized trial,
https://journals.sagepub.com/doi/10.1177/03000605211013550.

141. Manomaipiboon et al., Research Square, doi:10.21203/rs.3.rs-1290999/v1, E�cacy and safety of ivermectin in
the treatment of mild-to-moderate COVID-19 infection: A randomized, double blind, placebo, controlled trial,
https://www.researchsquare.com/article/rs-1290999/v1.

142. Mayer et al., Frontiers in Public Health, doi:10.3389/fpubh.2022.813378 (preprint 9/23/2021), Safety and
E�cacy of a MEURI Program for the Use of High Dose Ivermectin in COVID-19 Patients,
https://www.frontiersin.org/articles/10.3389/fpubh.2022.813378/full.

https://c19ivermectin.com/krolewiecki.html
https://doi.org/10.1016/j.eclinm.2021.100959
https://c19ivermectin.com/krolewiecki.html
https://www.sciencedirect.com/science/article/pii/S258953702100239X
https://c19ivermectin.com/lawrie.html
https://c19ivermectin.com/lawrie.html
https://b3d2650e-e929-4448-a527-4eeb59304c7f.filesusr.com/ugd/593c4f_8cb655bd21b1448ba6cf1f4c59f0d73d.pdf
https://trialsitenews.com/a-letter-to-the-bbc/
https://trialsitenews.com/a-letter-to-the-bbc/
https://trialsitenews.com/a-letter-to-the-bbc/
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/226373
https://doi.org/10.1001/archinternmed.2010.482
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/226373
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/226373
https://c19ivermectin.com/lehrer.html
https://doi.org/10.21873/invivo.12134
https://c19ivermectin.com/lehrer.html
http://iv.iiarjournals.org/content/34/5/3023
https://c19ivermectin.com/liivm.html
https://doi.org/10.1002/jcp.30055
https://c19ivermectin.com/liivm.html
https://onlinelibrary.wiley.com/doi/10.1002/jcp.30055
https://c19ivermectin.com/lim.html
https://doi.org/10.1001/jamainternmed.2022.0189
https://c19ivermectin.com/lim.html
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2789362
https://c19ivermectin.com/limamorales.html
https://c19ivermectin.com/limamorales.html
https://www.sciencedirect.com/science/article/pii/S1201971221001004
https://c19ivermectin.com/lopezmedina.html
https://doi.org/10.1001/jama.2021.3071
https://c19ivermectin.com/lopezmedina.html
https://jamanetwork.com/journals/jama/fullarticle/2777389
https://c19ivermectin.com/loue.html
https://doi.org/10.23937/2474-3658/1510202
https://c19ivermectin.com/loue.html
https://www.clinmedjournals.org/articles/jide/journal-of-infectious-diseases-and-epidemiology-jide-7-202.php?jid=jide
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.698
https://doi.org/10.1002/sim.698
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.698
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.698
https://c19ivermectin.com/madrid.html
https://doi.org/10.1016/j.heliyon.2020.e05820
https://c19ivermectin.com/madrid.html
https://www.sciencedirect.com/science/article/pii/S2405844020326633
https://c19ivermectin.com/mahmud.html
https://doi.org/10.5061/dryad.qjq2bvqf6
https://c19ivermectin.com/mahmud.html
https://journals.sagepub.com/doi/10.1177/03000605211013550
https://c19ivermectin.com/manomaipiboon.html
https://doi.org/10.21203/rs.3.rs-1290999/v1
https://c19ivermectin.com/manomaipiboon.html
https://www.researchsquare.com/article/rs-1290999/v1
https://c19ivermectin.com/mayer.html
https://doi.org/10.3389/fpubh.2022.813378
https://c19ivermectin.com/mayer.html
https://www.frontiersin.org/articles/10.3389/fpubh.2022.813378/full


143. McLean et al., Open Forum Infect. Dis. September 2015, 2:3, doi:10.1093/o�d/ofv100, Impact of Late Oseltamivir
Treatment on In�uenza Symptoms in the Outpatient Setting: Results of a Randomized Trial,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4525010/.

144. Merck, Merck Statement on Ivermectin use During the COVID-19 Pandemic,
https://www.merck.com/news/merck-s..-use-during-the-covid-19-pandemic/.

145. Merck (B), Over 30 Years: The Mectizan® Donation Program, https://www.merck.com/stories/mectizan/.

146. Merino et al., Preprint, Ivermectin and the odds of hospitalization due to COVID-19: evidence from a quasi-
experimental analysis based on a public intervention in Mexico City, http://web.archive.org/web/2021121..9?
action=download&direct&version=1.

147. Miller, K., Dr. Fauci Says It's Fine to Take Vitamins C and D to Help Boost Your Immune System—Here's What to
Know, https://www.health.com/nutrition/v..pplements/dr-fauci-vitamin-c-and-d.

148. Mody et al., Communications Biology, doi:10.1038/s42003-020-01577-x, Identi�cation of 3-chymotrypsin like
protease (3CLPro) inhibitors as potential anti-SARS-CoV-2 agents, https://www.nature.com/articles/s42003-020-
01577-x.

149. Mohan et al., Journal of Infection and Chemotherapy, doi:10.1016/j.jiac.2021.08.021 (preprint 2/2/2021), Single-
dose oral ivermectin in mild and moderate COVID-19 (RIVET-COV): a single-centre randomized, placebo-controlled
trial, https://www.sciencedirect.com/science/article/pii/S1341321X21002397.

150. Mondal et al., Journal of the Indian Medical Association, 119:5, Prevalence of COVID-19 Infection and
Identi�cation of Risk Factors among Asymptomatic Healthcare Workers: A Serosurvey Involving Multiple Hospitals
in West Bengal, https://onlinejima.com/read_journals.php?article=683.

151. Moreno et al., BMC Medical Research Methodology, doi:10.1186/1471-2288-9-2, Assessment of regression-
based methods to adjust for publication bias through a comprehensive simulation study,
http://link.springer.com/article/10.1186/1471-2288-9-2/fulltext.html.

152. Morgenstern et al., Cureus, doi:10.7759/cureus.17455 (preprint 4/16/2021), Ivermectin as a SARS-CoV-2 Pre-
Exposure Prophylaxis Method in Healthcare Workers: A Propensity Score-Matched Retrospective Cohort Study,
https://www.cureus.com/articles/63..matched-retrospective-cohort-study.

153. Morgenstern (B) et al., J. Clinical Trials (preprint 11/3), The Use of Compassionate Ivermectin in the
Management of SymptomaticOutpatients and Hospitalized Patients with Clinical Diagnosis of Covid-19 at
theCentro Medico Bournigal and at the Centro Medico Punta Cana, GrupoRescue, Dominican Republic, from May 1
to August 10, 2020, https://www.longdom.org/open-acces..talized-patients-with-clinical.pdf.

154. Mountain Valley MD, Mountain Valley MD Receives Successful Results From BSL-4 COVID-19 Clearance Trial on
Three Variants Tested With Ivectosol™, https://www.globenewswire.com/en/n..ariants-Tested-With-
Ivectosol.html.

155. Mourya et al., Int. J. Health and Clinical Research, Comparative Analytical Study of Two Different Drug Regimens
in Treatment of Covid 19 Positive Patients in Index Medical College Hospital and Research Center, Indore, India,
https://ijhcr.com/index.php/ijhcr/article/view/1263.

156. Muñoz et al., PLoS Negl. Trop. Dis., doi:10.1371/journal.pntd.0006020, Safety and pharmacokinetic pro�le of
�xed-dose ivermectin with an innovative 18mg tablet in healthy adult volunteers,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5773004/.

157. Murai et al., JAMA, doi:10.1001/jama.2020.26848 (preprint 11/17), Effect of a Single High Dose of Vitamin D3 on
Hospital Length of Stay in Patients With Moderate to Severe COVID-19: A Randomized Clinical Trial,
https://jamanetwork.com/journals/jama/fullarticle/2776738.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4525010/
https://doi.org/10.1093/ofid/ofv100
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4525010/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4525010/
https://www.merck.com/news/merck-statement-on-ivermectin-use-during-the-covid-19-pandemic/
https://www.merck.com/news/merck-statement-on-ivermectin-use-during-the-covid-19-pandemic/
https://www.merck.com/news/merck-statement-on-ivermectin-use-during-the-covid-19-pandemic/
https://www.merck.com/stories/mectizan/
https://www.merck.com/stories/mectizan/
https://www.merck.com/stories/mectizan/
https://c19ivermectin.com/merino.html
https://c19ivermectin.com/merino.html
http://web.archive.org/web/20211218011849/https://files.osf.io/v1/resources/r93g4/providers/osfstorage/609085945533b4031ee1c789?action=download&direct&version=1
https://www.health.com/nutrition/vitamins-supplements/dr-fauci-vitamin-c-and-d
https://www.health.com/nutrition/vitamins-supplements/dr-fauci-vitamin-c-and-d
https://www.health.com/nutrition/vitamins-supplements/dr-fauci-vitamin-c-and-d
https://c19ivermectin.com/mody.html
https://doi.org/10.1038/s42003-020-01577-x
https://c19ivermectin.com/mody.html
https://www.nature.com/articles/s42003-020-01577-x
https://c19ivermectin.com/mohan.html
https://doi.org/10.1016/j.jiac.2021.08.021
https://c19ivermectin.com/mohan.html
https://www.sciencedirect.com/science/article/pii/S1341321X21002397
https://c19ivermectin.com/mondal.html
https://c19ivermectin.com/mondal.html
https://onlinejima.com/read_journals.php?article=683
http://link.springer.com/article/10.1186/1471-2288-9-2/fulltext.html
https://doi.org/10.1186/1471-2288-9-2
http://link.springer.com/article/10.1186/1471-2288-9-2/fulltext.html
http://link.springer.com/article/10.1186/1471-2288-9-2/fulltext.html
https://c19ivermectin.com/morgenstern2.html
https://doi.org/10.7759/cureus.17455
https://c19ivermectin.com/morgenstern2.html
https://www.cureus.com/articles/63131-ivermectin-as-a-sars-cov-2-pre-exposure-prophylaxis-method-in-healthcare-workers-a-propensity-score-matched-retrospective-cohort-study
https://c19ivermectin.com/morgenstern.html
https://c19ivermectin.com/morgenstern.html
https://www.longdom.org/open-access/the-use-of-compassionate-ivermectin-in-the-management-of-symptomatic-outpatients-and-hospitalized-patients-with-clinical.pdf
https://c19ivermectin.com/ivectosol.html
https://c19ivermectin.com/ivectosol.html
https://www.globenewswire.com/en/news-release/2021/05/18/2231755/0/en/Mountain-Valley-MD-Receives-Successful-Results-From-BSL-4-COVID-19-Clearance-Trial-on-Three-Variants-Tested-With-Ivectosol.html
https://c19ivermectin.com/mourya.html
https://c19ivermectin.com/mourya.html
https://ijhcr.com/index.php/ijhcr/article/view/1263
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5773004/
https://doi.org/10.1371/journal.pntd.0006020
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5773004/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5773004/
https://c19ivermectin.com/murai.html
https://doi.org/10.1001/jama.2020.26848
https://c19ivermectin.com/murai.html
https://jamanetwork.com/journals/jama/fullarticle/2776738


158. Mustafa et al., Exploratory Research in Clinical and Social Pharmacy, doi:10.1016/j.rcsop.2021.100101, Pattern
of medication utilization in hospitalized patients with COVID-19 in three District Headquarters Hospitals in the
Punjab province of Pakistan, https://www.sciencedirect.com/science/article/pii/S2667276621001013.

159. Nardelli et al., Signa Vitae, doi:10.22514/sv.2021.043, Crying wolf in time of Corona: the strange case of
ivermectin and hydroxychloroquine. Is the fear of failure withholding potential life-saving treatment from clinical
use?, https://www.signavitae.com/articles/10.22514/sv.2021.043.

160. Nichol et al., Injury, 2010, doi: 10.1016/j.injury.2010.03.033, Challenging issues in randomised controlled trials,
https://www.injuryjournal.com/article/S0020-1383(10)00233-0/fulltext.

161. Nonaka et al., International Journal of Infectious Diseases, doi:10.1016/j.ijid.2021.08.003, SARS-CoV-2 variant of
concern P.1 (Gamma) infection in young and middle-aged patients admitted to the intensive care units of a single
hospital in Salvador, Northeast Brazil, February 2021,
https://www.sciencedirect.com/science/article/pii/S1201971221006354.

162. O'Reilly, D., A Lifeline from Buenos Aires, https://rescue.substack.com/p/a-
li..ost&utm_medium=web&utm_source=copy.

163. odysee.com, https://odysee.com/@FrontlineCovid..ents-defeating-the-delta-variant:a.

164. Okumuş et al., BMC Infectious Diseases, doi:10.1186/s12879-021-06104-9 (preprint 1/12), Evaluation of the
Effectiveness and Safety of Adding Ivermectin to Treatment in Severe COVID-19 Patients,
https://bmcinfectdis.biomedcentral..rticles/10.1186/s12879-021-06104-9.

165. Ontai et al., Epidemiology International Journal, doi:10.23880/eij-16000217, Early multidrug treatment of SARS-
CoV-2 (COVID-19) and decreased case fatality rates in Honduras , https://medwinpublishers.com/EIJ/e..ase-
fatality-rates-in-honduras.pdf.

166. Open Letter by 170+ US Doctors, JAMA Ivermectin Study Is Fatally Flawed, https://jamaletter.com/.

167. openpaymentsdata.cms.gov, https://openpaymentsdata.cms.gov/physician/8802542.

168. osf.io, https://osf.io/6m3ch/.

169. osf.io (B), https://osf.io/bvznd.

170. otempo.com.br, https://www.otempo.com.br/interess..eocupa-por-risco-a-saude-1.2466432.

171. ourworldindata.org, https://ourworldindata.org/grapher/covid-variants-area?country=~BRA.

172. Ozer et al., Journal of Medical Virology, doi:10.1002/jmv.27469, Effectiveness and Safety of Ivermectin in COVID�
19 Patients: A Prospective Study at A Safety�Net Hospital,
https://onlinelibrary.wiley.com/doi/10.1002/jmv.27469.

173. Peacock et al., bioRxiv, doi:10.1101/2021.12.31.474653, The SARS-CoV-2 variant, Omicron, shows rapid
replication in human primary nasal epithelial cultures and e�ciently uses the endosomal route of entry,
https://www.biorxiv.org/content/10.1101/2021.12.31.474653.

174. Peters, J., JAMA, doi:10.1001/jama.295.6.676, Comparison of Two Methods to Detect Publication Bias in Meta-
analysis, http://jamanetwork.com/journals/jama/fullarticle/202337.

175. Pfeiffer, M., Analysis of the FDA's recommendation on ivermectin,
https://twitter.com/marybethpf/status/1370182744718856193.

176. Podder et al., IMC J. Med. Science, 14:2, July 2020, Outcome of ivermectin treated mild to moderate COVID-19
cases: a single-centre, open-label, randomised controlled study,
http://imcjms.com/registration/journal_abstract/353.

https://c19ivermectin.com/mustafa.html
https://doi.org/10.1016/j.rcsop.2021.100101
https://c19ivermectin.com/mustafa.html
https://www.sciencedirect.com/science/article/pii/S2667276621001013
https://c19ivermectin.com/nardelli.html
https://doi.org/10.22514/sv.2021.043
https://c19ivermectin.com/nardelli.html
https://www.signavitae.com/articles/10.22514/sv.2021.043
https://www.injuryjournal.com/article/S0020-1383(10)00233-0/fulltext
https://www.injuryjournal.com/article/S0020-1383(10)00233-0/fulltext
https://www.injuryjournal.com/article/S0020-1383(10)00233-0/fulltext
https://www.sciencedirect.com/science/article/pii/S1201971221006354
https://doi.org/10.1016/j.ijid.2021.08.003
https://www.sciencedirect.com/science/article/pii/S1201971221006354
https://www.sciencedirect.com/science/article/pii/S1201971221006354
https://rescue.substack.com/p/a-lifeline-from-buenos-aires?r=rcgyu&utm_campaign=post&utm_medium=web&utm_source=copy
https://rescue.substack.com/p/a-lifeline-from-buenos-aires?r=rcgyu&utm_campaign=post&utm_medium=web&utm_source=copy
https://rescue.substack.com/p/a-lifeline-from-buenos-aires?r=rcgyu&utm_campaign=post&utm_medium=web&utm_source=copy
https://odysee.com/@FrontlineCovid19CriticalCareAlliance:c/outpatients-defeating-the-delta-variant:a
https://odysee.com/@FrontlineCovid19CriticalCareAlliance:c/outpatients-defeating-the-delta-variant:a
https://c19ivermectin.com/okumus.html
https://doi.org/10.1186/s12879-021-06104-9
https://c19ivermectin.com/okumus.html
https://bmcinfectdis.biomedcentral.com/articles/10.1186/s12879-021-06104-9
https://c19ivermectin.com/ontai.html
https://doi.org/10.23880/eij-16000217
https://c19ivermectin.com/ontai.html
https://medwinpublishers.com/EIJ/early-multidrug-treatment-of-sars-cov-2-covid-19-and-decreased-case-fatality-rates-in-honduras.pdf
https://jamaletter.com/
https://jamaletter.com/
https://jamaletter.com/
https://openpaymentsdata.cms.gov/physician/8802542
https://openpaymentsdata.cms.gov/physician/8802542
https://osf.io/6m3ch/
https://osf.io/6m3ch/
https://osf.io/bvznd
https://osf.io/bvznd
https://www.otempo.com.br/interessa/venda-de-ivermectina-aumenta-nove-vezes-em-minas-e-preocupa-por-risco-a-saude-1.2466432
https://www.otempo.com.br/interessa/venda-de-ivermectina-aumenta-nove-vezes-em-minas-e-preocupa-por-risco-a-saude-1.2466432
https://ourworldindata.org/grapher/covid-variants-area?country=~BRA
https://ourworldindata.org/grapher/covid-variants-area?country=~BRA
https://c19ivermectin.com/ozer.html
https://doi.org/10.1002/jmv.27469
https://c19ivermectin.com/ozer.html
https://onlinelibrary.wiley.com/doi/10.1002/jmv.27469
https://c19ivermectin.com/peacock.html
https://doi.org/10.1101/2021.12.31.474653
https://c19ivermectin.com/peacock.html
https://www.biorxiv.org/content/10.1101/2021.12.31.474653
http://jamanetwork.com/journals/jama/fullarticle/202337
https://doi.org/10.1001/jama.295.6.676
http://jamanetwork.com/journals/jama/fullarticle/202337
http://jamanetwork.com/journals/jama/fullarticle/202337
https://twitter.com/marybethpf/status/1370182744718856193
https://twitter.com/marybethpf/status/1370182744718856193
https://twitter.com/marybethpf/status/1370182744718856193
https://c19ivermectin.com/podder.html
https://c19ivermectin.com/podder.html
http://imcjms.com/registration/journal_abstract/353


177. Popp et al., Cochrane Database of Systematic Reviews, doi:10.1002/14651858.CD015017.pub2, Ivermectin for
preventing and treating COVID-19, https://www.cochranelibrary.com/cd..0.1002/14651858.CD015017.pub2/full.

178. Pott-Junior et al., Toxicology Reports, doi:10.1016/j.toxrep.2021.03.003, Use of ivermectin in the treatment of
Covid-19: a pilot trial, https://www.sciencedirect.com/science/article/pii/S2214750021000445.

179. pubpeer.com, https://pubpeer.com/publications/955418F3D4D39742CFFA8C1B023AA3.

180. Qureshi et al., Journal of Biomolecular Structure and Dynamics, doi:10.1080/07391102.2021.1906750,
Mechanistic insights into the inhibitory activity of FDA approved ivermectin against SARS-CoV-2: old drug with
new implications, https://www.tandfonline.com/doi/ab..02.2021.1906750?journalCode=tbsd20.

181. Rajter et al., Chest, doi:10.1016/j.chest.2020.10.009, Use of Ivermectin is Associated with Lower Mortality in
Hospitalized Patients with COVID-19 (ICON study),
https://www.sciencedirect.com/science/article/pii/S0012369220348984.

182. Ravikirti et al., Journal of Pharmacy & Pharmaceutical Sciences, doi:10.18433/jpps32105, Ivermectin as a
potential treatment for mild to moderate COVID-19: A double blind randomized placebo-controlled trial,
https://journals.library.ualberta.../index.php/JPPS/article/view/32105.

183. reddit.com, https://www.reddit.com/r/ivermecti..trial_was_not_randomized_possible/.

184. Reuters, WHO joins Europe, Merck in recommending against ivermectin for COVID-19,
https://news.trust.org/item/20210331135538-tajza/.

185. Rezk et al., Zagazig University Medical Journal, doi:10.21608/zumj.2021.92746.2329, miRNA-223-3p, miRNA-
2909 and Cytokines Expression in COVID-19 Patients Treated with Ivermectin,
https://journals.ekb.eg/article_202150_0.html.

186. Rochwerg et al., BMJ, doi:10.1136/bmj.m2924 , Remdesivir for severe covid-19: a clinical practice guideline,
https://www.bmj.com/content/370/bmj.m2924.

187. Roman et al., Clinical Infectious Diseases, doi:10.1093/cid/ciab591 (preprint 5/25/21), Ivermectin for the
treatment of COVID-19: A systematic review and meta-analysis of randomized controlled trials,
https://academic.oup.com/cid/advan..le/doi/10.1093/cid/ciab591/6310839.

188. Rothstein, H., Publication Bias in Meta-Analysis: Prevention, Assessment and Adjustments,
https://www.wiley.com/en-ae/Public..nt+and+Adjustments-p-9780470870143.

189. roundingtheearth.substack.com, https://roundingtheearth.substack...ta-analytical-�xers-an-ivermectin.

190. Roy et al., medRxiv, doi:10.1101/2021.03.08.21252883, Outcome of Different Therapeutic Interventions in Mild
COVID-19 Patients in a Single OPD Clinic of West Bengal: A Retrospective study,
https://www.medrxiv.org/content/10.1101/2021.03.08.21252883v1.

191. Rücker et al., Statistics in Medicine, doi:10.1002/sim.2971, Arcsine test for publication bias in meta-analyses
with binary outcomes, https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2971.

192. Sabino et al., Lancet, doi:10.1016/S0140-6736(21)00183-5, Resurgence of COVID-19 in Manaus, Brazil, despite
high seroprevalence, https://www.thelancet.com/article/S0140-6736(21)00183-5/fulltext.

193. Saha et al., Structural Chemistry, doi:10.1007/s11224-021-01776-0 (preprint 3/1), The Binding mechanism of
ivermectin and levosalbutamol with spike protein of SARS-CoV-2, https://www.researchsquare.com/article/rs-
160254/v1.

194. Samajdar et al., Journal of the Association of Physicians India, 69:11, Ivermectin and Hydroxychloroquine for
Chemo-Prophylaxis of COVID-19: A Questionnaire Survey of Perception and Prescribing Practice of Physicians vis-
a-vis Outcomes, https://japi.org/x2a464b4/ivermect..ice-of-physicians-vis-vis-outcomes.

https://c19ivermectin.com/popp.html
https://doi.org/10.1002/14651858.CD015017.pub2
https://c19ivermectin.com/popp.html
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD015017.pub2/full
https://c19ivermectin.com/pottjunior.html
https://doi.org/10.1016/j.toxrep.2021.03.003
https://c19ivermectin.com/pottjunior.html
https://www.sciencedirect.com/science/article/pii/S2214750021000445
https://pubpeer.com/publications/955418F3D4D39742CFFA8C1B023AA3
https://pubpeer.com/publications/955418F3D4D39742CFFA8C1B023AA3
https://c19ivermectin.com/qureshi.html
https://doi.org/10.1080/07391102.2021.1906750
https://c19ivermectin.com/qureshi.html
https://www.tandfonline.com/doi/abs/10.1080/07391102.2021.1906750?journalCode=tbsd20
https://c19ivermectin.com/rajter.html
https://doi.org/10.1016/j.chest.2020.10.009
https://c19ivermectin.com/rajter.html
https://www.sciencedirect.com/science/article/pii/S0012369220348984
https://c19ivermectin.com/ravikirti.html
https://doi.org/10.18433/jpps32105
https://c19ivermectin.com/ravikirti.html
https://journals.library.ualberta.ca/jpps/index.php/JPPS/article/view/32105
https://www.reddit.com/r/ivermectin/comments/p3vrrt/together_trial_was_not_randomized_possible/
https://www.reddit.com/r/ivermectin/comments/p3vrrt/together_trial_was_not_randomized_possible/
https://news.trust.org/item/20210331135538-tajza/
https://news.trust.org/item/20210331135538-tajza/
https://news.trust.org/item/20210331135538-tajza/
https://c19ivermectin.com/rezk.html
https://doi.org/10.21608/zumj.2021.92746.2329
https://c19ivermectin.com/rezk.html
https://journals.ekb.eg/article_202150_0.html
https://www.bmj.com/content/370/bmj.m2924
https://doi.org/10.1136/bmj.m2924
https://www.bmj.com/content/370/bmj.m2924
https://www.bmj.com/content/370/bmj.m2924
https://c19ivermectin.com/roman.html
https://doi.org/10.1093/cid/ciab591
https://c19ivermectin.com/roman.html
https://academic.oup.com/cid/advance-article/doi/10.1093/cid/ciab591/6310839
https://www.wiley.com/en-ae/Publication+Bias+in+Meta+Analysis:+Prevention,+Assessment+and+Adjustments-p-9780470870143
https://www.wiley.com/en-ae/Publication+Bias+in+Meta+Analysis:+Prevention,+Assessment+and+Adjustments-p-9780470870143
https://www.wiley.com/en-ae/Publication+Bias+in+Meta+Analysis:+Prevention,+Assessment+and+Adjustments-p-9780470870143
https://roundingtheearth.substack.com/p/the-meta-analytical-fixers-an-ivermectin
https://roundingtheearth.substack.com/p/the-meta-analytical-fixers-an-ivermectin
https://c19ivermectin.com/roy.html
https://doi.org/10.1101/2021.03.08.21252883
https://c19ivermectin.com/roy.html
https://www.medrxiv.org/content/10.1101/2021.03.08.21252883v1
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2971
https://doi.org/10.1002/sim.2971
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2971
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fsim.2971
https://www.thelancet.com/article/S0140-6736(21)00183-5/fulltext
https://doi.org/10.1016/S0140-6736(21)00183-5
https://www.thelancet.com/article/S0140-6736(21)00183-5/fulltext
https://www.thelancet.com/article/S0140-6736(21)00183-5/fulltext
https://c19ivermectin.com/saha.html
https://doi.org/10.1007/s11224-021-01776-0
https://c19ivermectin.com/saha.html
https://www.researchsquare.com/article/rs-160254/v1
https://c19ivermectin.com/samajdar.html
https://c19ivermectin.com/samajdar.html
https://japi.org/x2a464b4/ivermectin-and-hydroxychloroquine-for-chemo-prophylaxis-of-covid-19-a-questionnaire-survey-of-perception-and-prescribing-practice-of-physicians-vis-vis-outcomes


195. Scheim, D., TrialsSite News, Merck’s deadly Vioxx playbook, redux: a debunked smear campaign against its
competing drug—the FDA-approved, Nobel prize-honored ivermectin, https://trialsitenews.com/mercks-d..ed-
nobel-prize-honored-ivermectin/.

196. scidev.net, https://www.scidev.net/america-lat..ta-saber-si-sirve-contra-covid-19/.

197. Seet et al., International Journal of Infectious Diseases, doi:10.1016/j.ijid.2021.04.035, Positive impact of oral
hydroxychloroquine and povidone-iodine throat spray for COVID-19 prophylaxis: an open-label randomized trial,
https://www.ijidonline.com/article/S1201-9712(21)00345-3/fulltext.

198. Shahbaznejad et al., Clinical Therapeutics, doi:10.1016/j.clinthera.2021.04.007 (partial results available 1/19),
Effect of ivermectin on COVID-19: A multicenter double-blind randomized controlled clinical trial,
https://www.sciencedirect.com/scie../article/abs/pii/S0149291821002010.

199. Shimizu et al., Journal of Infection and Chemotherapy, doi:10.1016/j.jiac.2021.12.024, Ivermectin administration
is associated with lower gastrointestinal complications and greater ventilator-free days in ventilated patients with
COVID-19: A propensity score analysis, https://www.jiac-j.com/article/S1341-321X(21)00360-3/fulltext.

200. Shouman et al., Journal of Clinical and Diagnostic Research, doi:10.7860/JCDR/2020/46795.0000, Use of
Ivermectin as a Potential Chemoprophylaxis for COVID-19 in Egypt: A Randomised Clinical Trial,
https://www.jcdr.net/articles/PDF/..Sh)_PF1(SY_OM)_PFA_(OM)_PN(KM).pdf.

201. Soto et al., PLOS ONE, doi:10.1371/journal.pone.0264789, Mortality and associated risk factors in patients
hospitalized due to COVID-19 in a Peruvian reference hospital, https://journals.plos.org/plosone/..le?
id=10.1371/journal.pone.0264789.

202. Soto-Becerra et al., medRxiv, doi:10.1101/2020.10.06.20208066, Real-World Effectiveness of
hydroxychloroquine, azithromycin, and ivermectin among hospitalized COVID-19 patients: Results of a target trial
emulation using observational data from a nationwide Healthcare System in Peru,
https://www.medrxiv.org/content/10.1101/2020.10.06.20208066v1.

203. Spoorthi et al., IAIM, 2020, 7:10, 177-182, Utility of Ivermectin and Doxycycline combination for the treatment of
SARSCoV-2, http://iaimjournal.com/wp-content/..oads/2020/10/iaim_2020_0710_23.pdf.

204. Stanley et al., Research Synthesis Methods, doi:10.1002/jrsm.1095, Meta-regression approximations to reduce
publication selection bias, https://api.wiley.com/onlinelibrar..dm/v1/articles/10.1002%2Fjrsm.1095.

205. Surnar et al., ACS Pharmacol. Transl. Sci., doi:10.1021/acsptsci.0c00179, Clinically Approved Antiviral Drug in an
Orally Administrable Nanoparticle for COVID-19, https://pubs.acs.org/doi/abs/10.1021/acsptsci.0c00179.

206. Sweeting et al., Statistics in Medicine, doi:10.1002/sim.1761, What to add to nothing? Use and avoidance of
continuity corrections in meta�analysis of sparse data, https://onlinelibrary.wiley.com/doi/10.1002/sim.1761.

207. Szente Fonseca et al., Travel Medicine and Infectious Disease, doi:10.1016/j.tmaid.2020.101906, Risk of
Hospitalization for Covid-19 Outpatients Treated with Various Drug Regimens in Brazil: Comparative Analysis,
https://www.sciencedirect.com/scie../article/abs/pii/S1477893920304026.

208. Tanioka et al., medRxiv, doi:10.1101/2021.03.26.21254377, Why COVID-19 is not so spread in Africa: How does
Ivermectin affect it?, https://www.medrxiv.org/content/10.1101/2021.03.26.21254377v1.

209. Thairu et al., Research Square, doi:10.21203/rs.3.rs-1373673/v1, A comparison of Ivermectin and Non
Ivermectin based regimen for covid 19 in Abuja: effects on virus clearance, Days-to-Discharge and Mortality,
https://www.researchsquare.com/article/rs-1373673/v1.

210. Together Trial, Early Treatment of COVID-19 with Repurposed Therapies: The TOGETHER Adaptive Platform Trial,
https://rethinkingclinicaltrials.o..tform-trial-edward-mills-phd-frcp/.

https://c19ivermectin.com/scheim3.html
https://c19ivermectin.com/scheim3.html
https://trialsitenews.com/mercks-deadly-vioxx-playbook-redux-a-debunked-smear-campaign-against-its-competing-drug-the-fda-approved-nobel-prize-honored-ivermectin/
https://www.scidev.net/america-latina/news/uso-excesivo-de-ivermectina-dificulta-saber-si-sirve-contra-covid-19/
https://www.scidev.net/america-latina/news/uso-excesivo-de-ivermectina-dificulta-saber-si-sirve-contra-covid-19/
https://c19ivermectin.com/seet.html
https://doi.org/10.1016/j.ijid.2021.04.035
https://c19ivermectin.com/seet.html
https://www.ijidonline.com/article/S1201-9712(21)00345-3/fulltext
https://c19ivermectin.com/shahbaznejad.html
https://doi.org/10.1016/j.clinthera.2021.04.007
https://c19ivermectin.com/shahbaznejad.html
https://www.sciencedirect.com/science/article/abs/pii/S0149291821002010
https://c19ivermectin.com/shimizu.html
https://doi.org/10.1016/j.jiac.2021.12.024
https://c19ivermectin.com/shimizu.html
https://www.jiac-j.com/article/S1341-321X(21)00360-3/fulltext
https://c19ivermectin.com/shouman.html
https://doi.org/10.7860/JCDR/2020/46795.0000
https://c19ivermectin.com/shouman.html
https://www.jcdr.net/articles/PDF/14529/46795_CE[Ra]_F(Sh)_PF1(SY_OM)_PFA_(OM)_PN(KM).pdf
https://c19ivermectin.com/soto.html
https://doi.org/10.1371/journal.pone.0264789
https://c19ivermectin.com/soto.html
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0264789
https://c19ivermectin.com/sotobecerrai.html
https://doi.org/10.1101/2020.10.06.20208066
https://c19ivermectin.com/sotobecerrai.html
https://www.medrxiv.org/content/10.1101/2020.10.06.20208066v1
https://c19ivermectin.com/spoorthi.html
https://c19ivermectin.com/spoorthi.html
http://iaimjournal.com/wp-content/uploads/2020/10/iaim_2020_0710_23.pdf
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fjrsm.1095
https://doi.org/10.1002/jrsm.1095
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fjrsm.1095
https://api.wiley.com/onlinelibrary/tdm/v1/articles/10.1002%2Fjrsm.1095
https://c19ivermectin.com/surnar.html
https://doi.org/10.1021/acsptsci.0c00179
https://c19ivermectin.com/surnar.html
https://pubs.acs.org/doi/abs/10.1021/acsptsci.0c00179
https://onlinelibrary.wiley.com/doi/10.1002/sim.1761
https://doi.org/10.1002/sim.1761
https://onlinelibrary.wiley.com/doi/10.1002/sim.1761
https://onlinelibrary.wiley.com/doi/10.1002/sim.1761
https://c19ivermectin.com/fonsecai.html
https://doi.org/10.1016/j.tmaid.2020.101906
https://c19ivermectin.com/fonsecai.html
https://www.sciencedirect.com/science/article/abs/pii/S1477893920304026
https://c19ivermectin.com/tanioka.html
https://doi.org/10.1101/2021.03.26.21254377
https://c19ivermectin.com/tanioka.html
https://www.medrxiv.org/content/10.1101/2021.03.26.21254377v1
https://c19ivermectin.com/thairu.html
https://doi.org/10.21203/rs.3.rs-1373673/v1
https://c19ivermectin.com/thairu.html
https://www.researchsquare.com/article/rs-1373673/v1
https://c19ivermectin.com/togetherivm.html
https://c19ivermectin.com/togetherivm.html
https://rethinkingclinicaltrials.org/news/august-6-2021-early-treatment-of-covid-19-with-repurposed-therapies-the-together-adaptive-platform-trial-edward-mills-phd-frcp/


211. Treanor et al., JAMA, 2000, 283:8, 1016-1024, doi:10.1001/jama.283.8.1016, E�cacy and Safety of the Oral
Neuraminidase Inhibitor Oseltamivir in Treating Acute In�uenza: A Randomized Controlled Trial,
https://jamanetwork.com/journals/jama/fullarticle/192425.

212. trialsitenews.com, https://trialsitenews.com/jama-ive..ceived-participants-on-study-drug/.

213. trialsitenews.com (B), https://trialsitenews.com/jama-una..tudy-consent-form-used-ivermectin/.

214. trialsitenews.com (C), https://trialsitenews.com/jama-ive..articipants-is-publicly-con�rmed/.

215. trialsitenews.com (D), https://trialsitenews.com/is-there..g-the-trial-site-during-the-study/.

216. trialsitenews.com (E), https://trialsitenews.com/ivercovi..erdoses-ivermectin-comes-up-short/.

217. trialsitenews.com (F), https://trialsitenews.com/statemen..iseases-acceptance-of-roman-et-al/.

218. twitter.com, https://twitter.com/rogjack6112/status/1455722142843215875.

219. twitter.com (B), https://twitter.com/boulware_dr/status/1457905701573984261.

220. twitter.com (C), https://twitter.com/alexandrosM/status/1465867144705372161.

221. twitter.com (D), https://twitter.com/alexandrosM/status/1486080464523718660.

222. twitter.com (E), https://twitter.com/Data_is_Louder/status/1447387394408321026.

223. Udo�a et al., Network Modeling Analysis in Health Informatics and Bioinformatics, doi:10.1007/s13721-021-
00299-2, In silico studies of selected multi-drug targeting against 3CLpro and nsp12 RNA-dependent RNA-
polymerase proteins of SARS-CoV-2 and SARS-CoV, https://link.springer.com/article/10.1007/s13721-021-
00299-2.

224. Vallejos et al., BMC Infectious Diseases, doi:10.1186/s12879-021-06348-5, Ivermectin to prevent
hospitalizations in patients with COVID-19 (IVERCOR-COVID19) a randomized, double-blind, placebo-controlled
trial, https://bmcinfectdis.biomedcentral..rticles/10.1186/s12879-021-06348-5.

225. Vallejos (B) et al., Ivermectina en agentes de salud e ivercor COVID-19: resultados al 18 de feb 2021,
https://twitter.com/Covid19Crusher/status/1365420061859717124.

226. Wagstaff et al., Ivermectin Global Sumit, In vitro investigations of ivermectin as an antiviral agent,
https://vimeo.com/554860553#t=1h32m0s.

227. web.archive.org, http://web.archive.org/web/2021091..jchamie/status/1438631284163715074.

228. Wehbe et al., Front. Immunol., doi:10.3389/�mmu.2021.663586, Repurposing Ivermectin for COVID-19: Molecular
Aspects and Therapeutic Possibilities, https://www.frontiersin.org/articles/10.3389/�mmu.2021.663586/full.

229. WHO, Therapeutics and COVID-19: Living Guideline 31 March 2021, https://apps.who.int/iris/bitstrea..9-nCoV-
therapeutics-2021.1-eng.pdf.

230. Wikipedia, Molnupiravir, https://en.wikipedia.org/wiki/Molnupiravir.

231. Willett et al., medRxiv, doi:10.1101/2022.01.03.21268111, The hyper-transmissible SARS-CoV-2 Omicron variant
exhibits signi�cant antigenic change, vaccine escape and a switch in cell entry mechanism,
https://www.medrxiv.org/content/10.1101/2022.01.03.21268111.

232. Yagisawa et al., The Japanese Journal of Antibiotics, 74-1, Mar 2021, Global trends in clinical studies of
ivermectin in COVID-19, http://jja-contents.wdc-jp.com/pdf/JJA74/74-1-open/74-1_44-95.pdf.

233. Yeh et al., BMJ, doi:10.1136/bmj.k5094 , Parachute use to prevent death and major trauma when jumping from
aircraft: randomized controlled trial, https://www.bmj.com/content/363/bmj.k5094.

https://jamanetwork.com/journals/jama/fullarticle/192425
https://doi.org/10.1001/jama.283.8.1016
https://jamanetwork.com/journals/jama/fullarticle/192425
https://jamanetwork.com/journals/jama/fullarticle/192425
https://trialsitenews.com/jama-ivermectin-study-deceived-participants-on-study-drug/
https://trialsitenews.com/jama-ivermectin-study-deceived-participants-on-study-drug/
https://trialsitenews.com/jama-unable-to-confirm-ivermectin-study-consent-form-used-ivermectin/
https://trialsitenews.com/jama-unable-to-confirm-ivermectin-study-consent-form-used-ivermectin/
https://trialsitenews.com/jama-ivermectin-study-deception-of-study-participants-is-publicly-confirmed/
https://trialsitenews.com/jama-ivermectin-study-deception-of-study-participants-is-publicly-confirmed/
https://trialsitenews.com/is-there-a-problem-with-the-lopez-medina-colombia-based-study-implicating-ivermectin-major-pharma-companies-including-merck-funding-the-trial-site-during-the-study/
https://trialsitenews.com/is-there-a-problem-with-the-lopez-medina-colombia-based-study-implicating-ivermectin-major-pharma-companies-including-merck-funding-the-trial-site-during-the-study/
https://trialsitenews.com/ivercovid19-study-in-argentina-disappoints-study-underdoses-ivermectin-comes-up-short/
https://trialsitenews.com/ivercovid19-study-in-argentina-disappoints-study-underdoses-ivermectin-comes-up-short/
https://trialsitenews.com/statement-of-concern-and-request-for-retraction-clinical-infectious-diseases-acceptance-of-roman-et-al/
https://trialsitenews.com/statement-of-concern-and-request-for-retraction-clinical-infectious-diseases-acceptance-of-roman-et-al/
https://twitter.com/rogjack6112/status/1455722142843215875
https://twitter.com/rogjack6112/status/1455722142843215875
https://twitter.com/boulware_dr/status/1457905701573984261
https://twitter.com/boulware_dr/status/1457905701573984261
https://twitter.com/alexandrosM/status/1465867144705372161
https://twitter.com/alexandrosM/status/1465867144705372161
https://twitter.com/alexandrosM/status/1486080464523718660
https://twitter.com/alexandrosM/status/1486080464523718660
https://twitter.com/Data_is_Louder/status/1447387394408321026
https://twitter.com/Data_is_Louder/status/1447387394408321026
https://c19ivermectin.com/udofia.html
https://doi.org/10.1007/s13721-021-00299-2
https://c19ivermectin.com/udofia.html
https://link.springer.com/article/10.1007/s13721-021-00299-2
https://c19ivermectin.com/vallejos2.html
https://doi.org/10.1186/s12879-021-06348-5
https://c19ivermectin.com/vallejos2.html
https://bmcinfectdis.biomedcentral.com/articles/10.1186/s12879-021-06348-5
https://twitter.com/Covid19Crusher/status/1365420061859717124
https://twitter.com/Covid19Crusher/status/1365420061859717124
https://twitter.com/Covid19Crusher/status/1365420061859717124
https://vimeo.com/554860553#t=1h32m0s
https://vimeo.com/554860553#t=1h32m0s
https://vimeo.com/554860553#t=1h32m0s
http://web.archive.org/web/20210917213509/https://twitter.com/jjchamie/status/1438631284163715074
http://web.archive.org/web/20210917213509/https://twitter.com/jjchamie/status/1438631284163715074
https://c19ivermectin.com/wehbe.html
https://doi.org/10.3389/fimmu.2021.663586
https://c19ivermectin.com/wehbe.html
https://www.frontiersin.org/articles/10.3389/fimmu.2021.663586/full
https://apps.who.int/iris/bitstream/handle/10665/340374/WHO-2019-nCoV-therapeutics-2021.1-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/340374/WHO-2019-nCoV-therapeutics-2021.1-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/340374/WHO-2019-nCoV-therapeutics-2021.1-eng.pdf
https://en.wikipedia.org/wiki/Molnupiravir
https://en.wikipedia.org/wiki/Molnupiravir
https://en.wikipedia.org/wiki/Molnupiravir
https://c19ivermectin.com/willett.html
https://doi.org/10.1101/2022.01.03.21268111
https://c19ivermectin.com/willett.html
https://www.medrxiv.org/content/10.1101/2022.01.03.21268111
https://c19ivermectin.com/yagisawa.html
https://c19ivermectin.com/yagisawa.html
http://jja-contents.wdc-jp.com/pdf/JJA74/74-1-open/74-1_44-95.pdf
https://www.bmj.com/content/363/bmj.k5094
https://doi.org/10.1136/bmj.k5094
https://www.bmj.com/content/363/bmj.k5094
https://www.bmj.com/content/363/bmj.k5094


234. Yesilbag et al., Virus Research, doi:10.1016/j.virusres.2021.198384, Ivermectin also inhibits the replication of
bovine respiratory viruses (BRSV, BPIV-3, BoHV-1, BCoV and BVDV) in vitro,
https://www.sciencedirect.com/science/article/pii/S0168170221000915.

235. Yim, P., TrialSiteNews, Systemic unreported protocol violations in key ivermectin study,
https://trialsitenews.com/systemic..iolations-in-key-ivermectin-study/.

236. Zaidi et al., The Journal of Antibiotics, doi:10.1038/s41429-021-00430-5, The mechanisms of action of
Ivermectin against SARS-CoV-2: An evidence-based clinical review article,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8203399/.

237. Zatloukal et al., News report on In Vitro results from the research institute of Prof. Zatloukal,
https://www.servustv.com/videos/aa-27juub3a91w11/.

238. Zavascki et al., Research Square, doi:10.21203/rs.3.rs-910467/v1, Advanced ventilatory support and mortality in
hospitalized patients with COVID-19 caused by Gamma (P.1) variant of concern compared to other lineages:
cohort study at a reference center in Brazil, https://www.researchsquare.com/article/rs-910467/v1.

239. Zhang et al., JAMA, 80:19, 1690, doi:10.1001/jama.280.19.1690, What's the relative risk? A method of correcting
the odds ratio in cohort studies of common outcomes,
https://jamanetwork.com/journals/jama/fullarticle/188182.

240. Zubair et al., Monaldi Archives for Chest Disease, doi:10.4081/monaldi.2022.2062, The effect of ivermectin on
non-severe and severe COVID-19 disease and gender-based difference of its effectiveness, https://monaldi-
archives.org/index.php/macd/article/download/2062/1397.

https://c19ivermectin.com/yesilbag.html
https://doi.org/10.1016/j.virusres.2021.198384
https://c19ivermectin.com/yesilbag.html
https://www.sciencedirect.com/science/article/pii/S0168170221000915
https://trialsitenews.com/systemic-unreported-protocol-violations-in-key-ivermectin-study/
https://trialsitenews.com/systemic-unreported-protocol-violations-in-key-ivermectin-study/
https://trialsitenews.com/systemic-unreported-protocol-violations-in-key-ivermectin-study/
https://c19ivermectin.com/zaidi.html
https://doi.org/10.1038/s41429-021-00430-5
https://c19ivermectin.com/zaidi.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8203399/
https://c19ivermectin.com/zatloukal.html
https://c19ivermectin.com/zatloukal.html
https://www.servustv.com/videos/aa-27juub3a91w11/
https://www.researchsquare.com/article/rs-910467/v1
https://doi.org/10.21203/rs.3.rs-910467/v1
https://www.researchsquare.com/article/rs-910467/v1
https://www.researchsquare.com/article/rs-910467/v1
https://jamanetwork.com/journals/jama/fullarticle/188182
https://doi.org/10.1001/jama.280.19.1690
https://jamanetwork.com/journals/jama/fullarticle/188182
https://jamanetwork.com/journals/jama/fullarticle/188182
https://c19ivermectin.com/zubair.html
https://doi.org/10.4081/monaldi.2022.2062
https://c19ivermectin.com/zubair.html
https://monaldi-archives.org/index.php/macd/article/download/2062/1397

