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Abstract: (1) Introduction: Since May 2021, sotrovimab has been available in Italy for early treatment
of SARS-CoV-2 infection and to prevent disease progression. However, some in vitro studies have
questioned its efficacy on Omicron variants. Therefore, we aim to further investigate the efficacy
of sotrovimab in real-life settings. (2) Methods: We conducted a retrospective study collecting
medical records of people with SARS-CoV-2 infection evaluated in the infectious diseases units
of Sassari, Foggia, and Bari, Italy. We included people with SARS-CoV-2 infection treated with
sotrovimab and people who did not receive any treatment in 2022. The primary study outcome was
to evaluate the efficacy of sotrovimab in reducing disease progression (defined as the necessity of
starting oxygen supplementation) and COVID-19-related death. The secondary outcome was to
evaluate the safety of sotrovimab. (3) Results: We included 689 people; of them, 341 were treated
with sotrovimab, while 348 did not receive any treatment. Overall, we registered 161 (23.4%) disease
progressions and 65 (9.4%) deaths, with a significant difference between treated and not-treated
people (p < 0.001). In the multivariate logistic regression, increasing age [OR for ten years increasing
age 1.23 (95%CI 1.04–1.45)] was associated with a higher risk of disease progression. In addition,
cardiovascular disease [OR 1.69 (1.01–2.80), fever [OR 3.88 (95%CI 2.35–6.38)], and dyspnea [OR
7.24 (95%CI 4.17–12.58)] were associated with an increased risk of disease progression. In contrast,
vaccination [OR 0.21 (95%CI 0.12–0.37)] and sotrovimab administration [OR 0.05 (95%CI 0.02–0.11)]
were associated with a lower risk of developing severe COVID-19. Regarding mortality, people with
older age [OR for ten years increasing age 1.36 (95%CI 1.09–1.69)] had a higher risk of death. In
addition, in the multivariate analysis, cardiovascular disease lost statistical significance, while people
on chemotherapy for haematological cancer [OR 4.07 (95%CI 1.45–11.4)] and those with dyspnea at
diagnosis [OR 3.63 (95%CI 2.02–6.50)] had an increased risk of death. In contrast, vaccination [OR
0.37 (95%CI 0.20–0.68)] and sotrovimab treatment [OR 0.16 (95%CI 0.06–0.42)] were associated with
lower risk. Only two adverse events were reported; one person complained of diarrhoea a few hours
after sotrovimab administration, and one had an allergic reaction with cutaneous rash and itching.
(4) Conclusions: Our study showed that sotrovimab treatment was associated with a reduction of
the risk of disease progression and death in SARS-CoV-2-infected people, 70% of whom were over
65 years and a with high vaccination rate, with excellent safety. Therefore, our results reinforce the
evidence about the efficacy and safety of sotrovimab during the Omicron era in a real-world setting.
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1. Introduction

Severe Acute Respiratory Syndrome Coronavirus-2 (SARS-CoV-2) is a novel coron-
avirus, first identified in Wuhan, China in late 2019 [1]. This virus belongs to the broader
family of coronaviruses, including SARS-CoV and MERS-CoV, both of which have caused
severe respiratory diseases in humans [2,3]. SARS-CoV-2, however, has proved to be
significantly more infectious, resulting in a widespread global pandemic [4,5].

Coronavirus Disease 2019 (COVID-19), caused by SARS-CoV-2, initially presents with
a broad spectrum of symptoms, ranging from mild to severe [6]. Common symptoms
include fever, cough, and shortness of breath, but a wide variety of other symptoms, such
as loss of taste and smell, fatigue, skin lesions, and gastrointestinal symptoms, can also
occur [7–11]. In some cases, the disease progresses to severe pneumonia, acute respiratory
distress syndrome (ARDS), and multi-organ dysfunction, leading to significant morbidity
and mortality [12–14].

As the SARS-CoV-2 virus has spread worldwide, it has continued to mutate, as is
common with RNA viruses, leading to the development of several variants of concern
(VOCs) [15]. These VOCs, such as Alpha, Beta, Delta, and Omicron, have often demon-
strated increased transmissibility, altered disease severity, and potential for immune es-
cape [16]. In this regard, the Omicron variant has many mutations on the spike protein, the
target for most vaccines and many therapeutic antibodies, raising concerns about vaccine
and therapeutic efficacy [17–20].

In response to the global COVID-19 pandemic, an unprecedented global effort has
developed several vaccines and therapeutics. Among antiviral therapies, at the end of 2021,
monlupiravir, nirmatrelvir/ritonavir, and remdesivir were approved to reduce the risk of
severe disease and death [21–23]. Monoclonal antibodies (mAbs) were designed to target
the SARS-CoV-2 spike protein and prevent the virus from entering host cells. Sotrovimab is
one such mAb, which has shown promising results in clinical trials, with the potential to
reduce the risk of hospitalization and death in COVID-19 patients [24,25].

Sotrovimab works by binding to the SARS-CoV-2 spike protein, preventing the virus
from entering host cells and thus inhibiting replication. Preliminary data have indicated its
potential effectiveness against earlier VOCs. Still, with the arrival of the highly mutated
Omicron variant, it is crucial to evaluate the real-world efficacy of sotrovimab in preventing
severe disease and death [20,26]. Several in vitro studies have questioned the efficacy of
sotrovimab against Omicron subvariants [27,28]. In this study, we aim to investigate the
effectiveness of sotrovimab in a real-world context during the Omicron era.

2. Materials and Methods

We conducted a retrospective study collecting medical records of people with SARS-
CoV-2 infection evaluated at the infectious diseases units of Sassari, Foggia, and Bari, Italy,
between 1 January 2022, and 31 December 2022. We included people with SARS-CoV-2
infection treated with sotrovimab in 2022 and people who did not receive any treatment.

Inclusion criteria were (i) age 18 years or more; (ii) diagnosis of SARS-CoV-2 infection
by polymerase chain reaction (PCR) or third-generation antigenic tests.

Exclusion criteria were the presence of a respiratory failure at the first evaluation
(PaO2/FiO2 > 300).

We collected information on medical history, vaccination status, symptoms at admis-
sion, and therapies.

2.1. Treatment Prescription

In all three hospitals, people with SARS-CoV-2 infection were evaluated by an infec-
tious diseases specialist, and those eligible for treatment received the prescription.

Prescriptions for antiviral therapies (such as molnupiravir, nirmatrelvir/ritonavir,
and remdesivir) as well as monoclonal antibodies (including casirivimab/imdevimab and
sotrovimab) followed the guidelines set forth by the Italian Drug Agency. The qualifications
for administering these treatments included the recent emergence of symptoms (no more
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than 5 days for molnupiravir and nirmatrelvir/ritonavir, and no more than 7 days for
remdesivir and monoclonal antibodies), absence of a requirement for supplementary oxy-
gen, and a heightened likelihood of illness progression due to the existence of one or more
chronic conditions such as: (i) obesity with a body mass index exceeding 30; (ii) diabetes
mellitus with associated organ damage or hemoglobin A1c above 7.5%; (iii) renal failure;
(iv) acute pulmonary disease; (v) significant heart disease; (vi) immune system disorders;
(vii) malignancies. Exclusions encompassed: (i) an estimated glomerular filtration rate
(eGFR) of under 30 mL/min/1.73 m2 (specifically for nirmatrelvir/ritonavir and remde-
sivir); (ii) gestation; (iii) progressed chronic hepatic disease. Furthermore, males prescribed
molnupiravir had to commit to utilizing condoms for a minimum of three months if part-
nered with a fertile female, and fertile females had to agree to use condoms for a minimum
of four days following the conclusion of treatment.

Regarding treatment, the decision rested with the treating physician if multiple options
were appropriate. Factors influencing this decision included potential drug interactions,
acute kidney dysfunction, a need for hospitalization, the capacity to ingest orally, and the
fragility of the patient.

As for sotrovimab, eligible individuals to whom the drug was prescribed received a
500 mg dose of the medication in a single intravenous administration.

The rationale for withholding treatment included: (i) an absence of symptoms at
the time of examination; (ii) the passage of more than seven days since symptoms first
appeared; (iii) the personal preference of the patient.

2.2. Outcomes

The efficacy of sotrovimab to decrease the risk of disease progression (i.e., administra-
tion of oxygen, non-invasive ventilation, and death) was evaluated as the primary study
endpoint. Furthermore, predictors of disease progression were investigated.

The secondary objective of our study was to evaluate the safety of sotrovimab and
describe the adverse events registered.

2.3. Statistical Analysis

The distribution of quantitative data in our study was examined utilizing normality
tests such as the Shapiro–Wilk test. Quantitative variables were provided for data repre-
sentation regarding medians and the interquartile range (IQR), denoting the 25th and 75th
percentiles, or mean and standard deviation (SD), according to the normality of distribution.
Qualitative variables were represented by both absolute numbers and relative frequencies
(percentages).

Differences between subgroups for quantitative data were identified using the Mann–
Whitney U test. To evaluate differences in qualitative variables, we employed Pearson’s
chi-square test or Fisher’s exact test, as appropriate. We sought to identify factors correlating
with disease progression through logistic regression analysis.

The Kaplan–Meier curve and log-rank test were performed to describe hospital dis-
charge after 7 and 14 days, stratifying by sotrovimab prescription.

Statistical significance was determined by a p value of less than 0.05 (two-tailed). The
statistical software package STATA (version 16.1, StataCorp, College Station, TX, USA) was
used to perform all the statistical analyses.

3. Results

We included 689 people; of them, 341 were treated with sotrovimab, while 348 had not
received any treatment. People who received sotrovimab were significantly younger than
people who had not received any treatment (median age 71.1 vs. 74.9 years, p = 0.0012),
while there was no difference in the number of people aged 65 years or more (67.7% vs.
71%, p = 0.190).
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Regarding comorbidities, in the sotrovimab group, there was a higher percentage of
people with immunodepression, oncological disease, haematological cancer, transplant
recipients, and those who had had a previous cerebrovascular accident. In contrast, in the
not-treated group, there was a higher percentage of people with cardiovascular disease.

Regarding vaccination, we saw a statistically significant difference between the two
groups, with a lower percentage of fully vaccinated people (at least two doses) in the
not-treated group (78.4% vs. 85.3%, p = 0.019).

Looking at concomitant antiviral treatment, in the sotrovimab group, 61 (17.9%) people
received monlupiravir, 9 (2.6%) received nirmatrelvir/ritonavir, and 26 (7.6%) received a
3-day course of remdesivir.

Overall, we registered disease progression in 23.4% of our patients, with a significant
difference between the two groups [17 (5.0%) in sotrovimab group vs. 144 (41.4%) in the
not-treated group, p < 0.001].

Furthermore, regarding death due to COVID-19, we registered lower mortality in
people treated with sotrovimab (2.6% vs. 16.1, p < 0.001). The characteristics of our cohort
are summarized in Table 1.

Table 1. Characteristics of 689 people with SARS-CoV-2 divided by those treated with sotrovimab or not.

Overall (689) Sotrovimab (341) Not Treated (348) p Value

Age (years), median (IQR) 72.4 (60.9–80.0) 71.1 (60.0–79.1) 74.9 (61.9–84.3) 0.0012

Age ≥ 65 years 478 (69.4) 231 (67.7) 247 (71.0) 0.357

Male gender, n (%) 393 (55.6) 181 (53.1) 202 (58.0) 0.190

Comorbidities, n (%)

Obesity 149 (21.6) 68 (19.9) 92 (23.3) 0.288

CKD 138 (20.0) 73 (21.4) 65 (18.7) 0.371

Immune depression 151 (21.9) 113 (33.1) 38 (10.9) <0.001

Transplant recipients 30 (4.3) 24 (7.0) 6 (1.7) 0.001

Diabetes 155 (22.5) 75 (22.0) 80 (23.0) 0.755

Chronic liver disease 47 (6.8) 28 (8.2) 19 (5.5) 0.152

COPD 114 (16.5) 68 (19.9) 46 (13.2) 0.018

Previous CVA 185 (26.8) 134 (39.3) 51 (14.7) <0.001

Oncological disease 143 (20.8) 93 (27.3) 50 (14.4) <0.001

Heamatological cancer 66 (9.6) 44 (12.9) 22 (6.3) 0.003

Heamatological cancer with
chemotherapy treatment 45 (6.5) 30 (8.8) 15 (4.3) 0.017

Cardiovascular disease 203 (29.5) 76 (22.3) 127 (36.5) <0.001

Vaccine, n (%) 564 (81.8) 291 (85.3) 273 (78.4) 0.019

Time between last vaccine dose and
SARS-CoV-2 positivity, median (IQR) 155 (96–213) 173 (105–223.5) 149 (85–199) 0.001

Time between last vaccine dose and of
SARS-CoV-2 positivity ≤ 155 days, n (%) 282/564 (50.0) 132/291 (45.4) 150/273 (54.9) 0.023

Symptoms, n (%) 553 (80.3) 341 (100) 212 (60.9) <0.001

Fever, n (%) 324 (47.0) 198 (58.1) 126 (36.2) <0.001

Cough, n (%) 276 (40.1) 192 (56.3) 84 (24.1) <0.001

Ageusia, n (%) 13 (1.9) 11 (3.2) 2 (0.6) 0.011

Sore throat, n (%) 145 (21.0) 121 (35.5) 24 (6.9) <0.001
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Table 1. Cont.

Overall (689) Sotrovimab (341) Not Treated (348) p Value

Asthenia, n (%) 233 (33.8) 150 (44.0) 83 (23.8) <0.001

Myalgia, n (%) 102 (14.8) 74 (21.7) 28 (8.0) <0.001

GI symptoms, n (%) 74 (10.7) 35 (10.3) 39 (11.2) 0.689

Dyspnea, n (%) 123 (17.8) 37 (10.8) 86 (24.7) <0.001

Days between symptoms onset and
SARS-CoV-2 diagnosis 1 (0–2) 1 (0–2) 1.5 (0–3) <0.001

Monlupiravir 61 (8.85) 61 (17.9) 0 -

Nirmatrelvir/ritonavir 9 (1.3) 9 (2.6) 0 -

Remdesivir 26 (3.8) 26 (7.6) 0 -

Disease progression, n (%) 161 (23.4) 17 (5.0) 144 (41.4) <0.001

Death, n (%) 81 (11.8) 18 (5.3) 63 (18.1) <0.001

Death in people with disease progression,
n (%) 65 (9.4) 9 (2.6) 56 (16.1) <0.001

IQR: interquartile range; CKD: chronic kidney disease; COPD: chronic obstructive pulmonary disease; CVA:
cerebrovascular accident; GI: gastrointestinal.

In the multivariate logistic regression, increasing age [OR for ten years increased
age 1.23 (95%CI 1.04–1.45)] was associated with a higher risk of disease progression. In
addition, cardiovascular disease [OR 1.69 (1.01–2.80)], fever [OR 3.88 (95%CI 2.35–6.38)],
and dyspnea [OR 7.24 (95%CI 4.17–12.58)] were associated with an increased risk of disease
progression. On the contrary, vaccination [OR 0.21 (95%CI 0.12–0.37)] and sotrovimab
administration [OR 0.05 (95%CI 0.02–0.11)] were associated with a lower risk of having
severe disease (Table 2).

Table 2. Logistic regression analysis to assess the relationship between demographics, clinical
characteristics, and need to start oxygen therapy.

Univariate Analysis Multivariate Analysis

Variables OR (95%CI) p-Value OR (CI95%) p-Value

Age (10 years) 1.26 (1.11–1.43) <0.001 1.23 (1.04–1.45) 0.015

Obesity 1.53 (1.02–2.29) 0.038 1.19 (0.69–2.06) 0.528

Immunodeficit 0.55 (0.34–0.88) 0.012 1.59 (0.82–3.01) 0.168

Previous CVA 0.47 (0.30–0.74) 0.001 1.12 (0.62–2.03) 0.701

Oncological disease 0.47 (0.28–0.78) 0.003 0.95 (0.49–1.86) 0.891

Cardiovascular disease 2.20 (1.52–3.19) <0.001 1.69 (1.01–2.80) 0.044

Vaccine, n (%) 0.22 (0.14–0.33) <0.001 0.21 (0.12–0.37) <0.001

Symptoms, n (%) 3.15 (1.76–5.66) <0.001

Fever, n (%) 1.76 (1.23–2.51) 0.002 3.88 (2.35–6.38) <0.001

Dyspnea, n (%) 9.15 (5.94–14.07) <0.001 7.24 (4.17–12.58) <0.001

Sotrovimab 0.07 (0.4–0.13) <0.001 0.05 (0.02–0.11) <0.001

Sotrovimab + Antiviral 0.22 (0.10–0.49) <0.001 1.47 (0.51–4.21) 0.476
OR: odd ratio; CI: confidence interval; CVA: cerebrovascular accident.
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Regarding mortality due to COVID-19, people with older age [OR for ten years
increased age 1.36 (95%CI 1.09–1.69)] had a higher risk of death. In addition, in the
multivariate analysis, cardiovascular disease lost statistical significance. At the same
time, people on chemotherapy for haematological cancer [OR 4.07 (95%CI 1.45–11.4)]
and those with dyspnea [OR 3.63 (95%CI 2.02–6.50)] had an increased risk of death. In
contrast, vaccination [OR 0.37 (95%CI0.20–0.68)] and sotrovimab treatment [OR 0.16 (95%CI
0.06–0.42)] were associated with lower risk (Table 3).

Table 3. Logistic regression analysis to assess the relationship between demographics, clinical
characteristics, and death due to COVID-19.

Univariate Analysis Multivariate Analysis

Variables OR (95%CI) p-Value OR (95%CI) p-Value

Age (10 years) 1.48 (1.20–1.83) <0.001 1.36 (1.09–1.69) 0.006

Haematological cancer with
chemotherapy treatment 1.86 (0.79–4.35) 0.152 4.07 (1.45–11.4) 0.008

Cardiovascular disease 2.75 (1.64–4.62) <0.001 1.76 (0.96–3.22) 0.065

Vaccine, n (%) 0.33 (0.19–0.57) <0.001 0.37 (0.20–0.68) 0.002

Dyspnea, n (%) 5.27 (3.09–9.00) <0.001 3.63 (2.02–6.50) <0.001

Sotrovimab 0.14 (0.07–0.29) <0.001 0.16 (0.06–0.42) <0.001

Sotrovimab + Antiviral 0.38 (0.13–1.07) 0.066 1.79 (0.45–7.16) 0.412

A subanalysis of the impact of sotrovimab on the length of hospital stay was conducted.
Among the 476 people admitted to hospital, we excluded 207 patients who had been
infected during hospitalization for other causes; additionally, we excluded 43 people
who died during hospitalization and 11 people who had been moved to another ward,
as we were not able to collect their discharge data. Overall, we included 215 people.
People treated with sotrovimab had a lower median hospital stay compared with those
not treated [7.5 (IQR 5.5–11.5) vs. 11 (6–17), p value 0.0298]. In addition, people treated
with sotrovimab had a higher discharge rate on days 7 and 14 than those without early
treatment (Figure 1A,B).
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Finally, regarding adverse events, only two were reported; one person complained of
diarrhoea a few hours after sotrovimab administration, and one had an allergic reaction
with cutaneous rash and itching.

4. Discussion

It is widely recognized that the Omicron variant of SARS-CoV-2 is more contagious
and has the ability to evade immunity in individuals who have been previously vaccinated.
However, the Omicron variant generally poses a lower risk of severe outcomes than the
Delta variant. This is primarily due to certain intrinsic characteristics of the Omicron variant
that make the infection less severe, as well as the protective effects of vaccination [29–31].

Despite the apparent decrease in disease severity associated with the Omicron variant,
the high transmissibility of the virus has resulted in a sustained strain on healthcare systems.
This is evident in the latest report from the Centers for Disease Control (CDC) in the United
States, which indicates that the volume of emergency department visits, the average daily
number of hospitalizations, and the rate of COVID-19-related deaths remain substantially
unchanged [32]. Similar trends are being observed in Italy, where the number of new SARS-
CoV-2 infections is approximately 30,000 per week, and the numbers of hospitalizations
and deaths due to COVID-19 are still unacceptably high [33]. Regarding the prevalence of
the Omicron variant in Italy, at the start of enrollment this was around 85%, reaching 96%
on the 17 January 2022 [34].

Furthermore, despite the lower pathogenicity observed with the Omicron variant,
recent Italian experiences have highlighted that in times of Omicron predominance, elderly
individuals and those with underlying health conditions are still susceptible to hospitaliza-
tion and poor outcomes, particularly when respiratory insufficiency is involved [35].

To address this ongoing challenge, it is essential to provide effective treatments that
could prevent disease progression and death in such vulnerable populations.

Our retrospective study of medical records from people with SARS-CoV-2 infection
evaluated at the infectious diseases units of Sassari, Foggia, and Bari provides several
key findings. The study aimed to evaluate the effectiveness and safety of sotrovimab, an
antiviral treatment for COVID-19, in reducing the risk of disease progression and mortality.

In general, our findings highlight the potential benefits of sotrovimab treatment for
patients with SARS-CoV-2 infection, as anticipated by in vitro studies exploring the efficacy
of sotrovimab against the Omicron variant [36]. We observed a significantly lower rate
of disease progression and mortality among patients who received sotrovimab compared
with those who did not receive any treatment. This is in line with previous studies which
reported the potential effectiveness of sotrovimab in the management of SARS-CoV-2
infection. In a randomized clinical trial, the percentages of severe disease and death were
much lower compared with our study, in both treated and not-treated patients. However,
the unselected population of our cohort was significantly older (median age 72.4 years vs.
53.0), with a higher comorbidity burden [37].

A retrospective observational study by Piccicacco et al. conducted among outpatients
showed a protective role of sotrovimab considering hospitalization and emergency depart-
ment access [38]. A similar effect was demonstrated for remdesivir. Furthermore, in a large
observational study, Cheng et al. compared a cohort not receiving monoclonal antibodies
(n = 1,514,868) and a sotrovimab-treated cohort (n = 15,633) [39]. Although sotrovimab-
treated individuals were older and with a higher proportion of high-risk conditions, in
the cohort without monoclonal antibodies, 84,307 (5.57%) patients were hospitalized and
8167 (0.54%) deaths were identified, while in the sotrovimab cohort 418 (2.67%) patients
were hospitalized and 13 (0.08%) deaths were identified. After adjusting for potential
confounders, the sotrovimab cohort had a 55% lower risk of 30-day hospitalization or
mortality (RR 0.45, 95%CI 0.41–0.49) and an 85% lower risk of 30-day mortality (RR 0.15,
95%CI 0.08–0.29).

Regarding high-risk populations, Chavarot et al. published their data on a particular
subset of patients consisting of kidney transplant recipients, supporting the efficacy of
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sotrovimab in fragile patients with the Omicron variant [40]. A similar outcome was
reported by Radcliffe et al. and Pinchera et al., again among solid organ (mainly kidney)
transplant recipients [41,42]. In addition, Evans et al. investigated the efficacy of sotrovimab,
molnupiravir, and nirmatrelvir/ritonavir among high-risk patients from the SAIL databank
(more than 40% with immune deficiency). The adjusted HRs for hospitalization or death
for patients treated with molnupiravir, nirmatrelvir/ritonavir, and sotrovimab were 0.49
(95%CI: 0.29–0.83), 0.59 (95%CI: 0.36–0.97), and 0.73 (95%CI: 0.55–0.98), respectively, with
no indication of the superiority of one treatment over another. Interestingly, the reduction in
hospitalizations and deaths found in the study were consistent with published pre-Omicron
randomized controlled trials for sotrovimab, molnupiravir, and nirmatrelvir/ritonavir,
despite being carried out when Omicron was the predominant variant in Wales [43].

In contrast, Woo et al. conducted a propensity-score-matched retrospective cohort
study on 1254 people with COVID-19. Of them, 185 were treated with sotrovimab. The
authors found no difference in the in-hospital mortality [44]. These data could be explained
by the fact the majority of people had been treated in the intensive care unit (103/185,
55.7%), reinforcing the message that people with SARS-CoV-2 infection at risk of severe
diseases must be treated as soon as possible.

Regarding the length of hospitalization, the sotrovimab-treated group showed a
shorter hospital stay than those who had not received any treatment, and the estimated
rate of hospital discharge at days 7 and 14 was higher in the sotrovimab-treated group.
Similar results were reported by Aggarwal et al. [45]. In their study, people treated with
sotrovimab had a halved mean length of hospital stay compared with people who were
not treated.

Nevertheless, the retrospective nature of our study introduces potential biases that
could influence the results. In addition, the choice of treatment was at the discretion
of the attending physician, which might have resulted in selection bias. Therefore, we
could not evaluate differences regarding disease progression between patients treated with
sotrovimab alone or in combination with other antiviral compounds. Future analyses on
larger databases are needed to evaluate the outcomes for people treated with sotrovimab
and other antiviral treatments [46].

Our study provides valuable insights into the potential benefits of sotrovimab in
reducing disease progression and mortality in patients with SARS-CoV-2 infection in the
Omicron era, highlighting the importance of early therapeutic intervention and vaccination.
These findings can contribute to current strategies for managing COVID-19 and prompt
further research on the role of antiviral treatments in different patient populations.

5. Conclusions

Our study showed that sotrovimab treatment was associated with a reduction of the
risk of disease progression and death in SARS-CoV-2-infected people 70% of whom were
over 65 years and with a high vaccination rate, with excellent safety. Therefore, our results
reinforce the evidence about the efficacy and safety of sotrovimab during the Omicron era
in a real-world setting.
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