
Molecular Psychiatry (2021) 26:1044–1059
https://doi.org/10.1038/s41380-020-00965-3

REVIEW ARTICLE

Hyperactivation of P2X7 receptors as a culprit of COVID-19
neuropathology

Deidiane Elisa Ribeiro 1
● Ágatha Oliveira-Giacomelli 1

● Talita Glaser1 ● Vanessa F. Arnaud-Sampaio1
●

Roberta Andrejew1
● Luiz Dieckmann2

● Juliana Baranova1 ● Claudiana Lameu1
● Mariusz Z. Ratajczak3 ●

Henning Ulrich 1

Received: 22 July 2020 / Revised: 4 November 2020 / Accepted: 17 November 2020 / Published online: 16 December 2020
© The Author(s), under exclusive licence to Springer Nature Limited 2020

Abstract
Scientists and health professionals are exhaustively trying to contain the coronavirus disease 2019 (COVID-19) pandemic by
elucidating viral invasion mechanisms, possible drugs to prevent viral infection/replication, and health cares to minimize
individual exposure. Although neurological symptoms are being reported worldwide, neural acute and long-term
consequences of SARS-CoV-2 are still unknown. COVID-19 complications are associated with exacerbated immunoin-
flammatory responses to SARS-CoV-2 invasion. In this scenario, pro-inflammatory factors are intensely released into the
bloodstream, causing the so-called “cytokine storm”. Both pro-inflammatory factors and viruses may cross the blood–brain
barrier and enter the central nervous system, activating neuroinflammatory responses accompanied by hemorrhagic lesions
and neuronal impairment, which are largely described processes in psychiatric disorders and neurodegenerative diseases.
Therefore, SARS-CoV-2 infection could trigger and/or worse brain diseases. Moreover, patients with central nervous system
disorders associated to neuroimmune activation (e.g. depression, Parkinson’s and Alzheimer’s disease) may present
increased susceptibility to SARS-CoV-2 infection and/or achieve severe conditions. Elevated levels of extracellular ATP
induced by SARS-CoV-2 infection may trigger hyperactivation of P2X7 receptors leading to NLRP3 inflammasome sti-
mulation as a key mediator of neuroinvasion and consequent neuroinflammatory processes, as observed in psychiatric
disorders and neurodegenerative diseases. In this context, P2X7 receptor antagonism could be a promising strategy to
prevent or treat neurological complications in COVID-19 patients.

Introduction

Severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) was first identified in December 2019 as the
infectious agent of coronavirus disease 2019 (COVID-19).

SARS-CoV-2 invades cells using prominent spike protein,
which binds to cellular membrane receptors. Host cell
receptors recognized by SARS-CoV-2 spike proteins
include angiotensin-converting enzyme 2 (ACE2) [1, 2]
and CD147 (basigin) [3, 4] besides involving virus spike
protein priming/processing by transmembrane serine pro-
tease 2 (TMPRSS2) [5]. SARS-CoV-2 enters the cell
through receptor-mediated endocytosis or receptor-
independent entry, as shown for HEK293/hACE2 cells
[6]. The challenging question is, whether the infection can
occur through extracellular microvesicles shed from
infected cells. Such mechanism is often called “trojan
horse” and has been proposed for human immunodefi-
ciency virus (HIV) [7, 8]. Although neural acute and long-
term consequences of SARS-CoV-2 infection are still
unknown, neurological symptoms are being reported
worldwide. Therefore, urgent challenges are to identify,
ameliorate, or even eliminate these effects.
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COVID-19 complications are widely associated with
exacerbated immunoinflammatory responses upon SARS-
CoV-2 lung invasion. In this scenario, pro-inflammatory
factors are intensely released, the so-called “cytokine
storm”, which enter the bloodstream, and reach other organs
(Fig. 1A) [9]. In this sense, both pro-inflammatory factors
and viruses can cross the blood–brain barrier (BBB) and
enter the central nervous system (CNS), initiating a neu-
roinflammatory process [10]. BBB permeability is increased
in patients with neurodegenerative diseases, which could
facilitate SARS-CoV-2 neuroinvasion. In addition, the
neuroinflammatory insult could increase susceptibility to
neurodegeneration in patients who are not yet suffering
from these diseases. While confirmation of this hypothesis
may take years, possible long-term consequences of
COVID-19 need to be highlighted.

Neurotropism of human coronaviruses has already been
demonstrated in small animals and in autoptic studies of
brains infected with the severe acute respiratory syndrome
coronavirus (SARS-CoV) [11], which was responsible for
the severe acute respiratory syndrome (SARS) outbreak
during 2002–2003. Image studies [12, 13] and postmortem
examination [14] of the brain of COVID-19 patients also
revealed hemorrhagic lesions accompanied by neuronal
injury and neuroinflammation signals. These brain pathol-
ogies are described as both etiological factors and con-
sequences of psychiatric disorders and neurodegenerative
diseases [15]. Therefore, it is plausible to suggest that
patients with COVID-19 are prone to develop neurological
disorders, as well as patients suffering from these conditions
are more susceptible to SARS-CoV-2 infection. In
this context, understanding the mechanisms underlying

Fig. 1 Possible routes of SARS-CoV-2 infection of the central
nervous system and cytokine storm involvement. A In the lung,
SARS-CoV-2 may infect type I and II pneumocytes (dark and light
blue, respectively) and proliferate in these cells. SARS-CoV-2
invades type I pneumocytes following binding to TMPRSS2 and
possibly CD147 receptors, whereas invasion of type II pneumocytes
additionally involves binding to ACE2 [171, 172]. The distressed cells
release pro-inflammatory factors and DAMPs, such as ATP, which
recruit macrophages (green) by activating P2X7 receptors. These
macrophages increase the release of cytokines, chemokines, and ATP,
inducing the cytokine storm. ATP could also activate P2X7 receptors
in type I pneumocytes. These pro-inflammatory factors, as well as the
virus, reach the circulatory system and can induce inflammatory
responses in other tissues, in part through the activation of P2X7
receptors by released ATP. B In the neuronal retrograde pathway, the
virus infects peripheral neurons and uses synaptic connections to reach
the CNS. In the transcribrial pathway, SARS-CoV-2 can multiply in
sustentacular cells (pink) of the nasal cavity, using ACE2 and

TMPRSS2 receptors for infection or in olfactory sensory neurons
(purple) following binding to CD147 receptors. Thus, the virus uses
these neurons to reach the CNS olfactory bulb (yellow) and infect cells
using ACE2 receptors [173]. Sustentacular cells express P2X7
receptors [174]. C Once in the bloodstream, the virus can reach and
infect blood–brain barrier (BBB) endothelial cells (pink), through
binding to ACE2 and CD147 [175], and perivascular astrocytes
(green), through binding to ACE2 [172]. In COVID-19, the BBB
shows increased permeability due to the inflammatory process and
death of endothelial cells and astrocytes, possibly resulting from P2X7
receptor activation. Although not yet confirmed, the virus could infect
monocytes (purple) using CD147 receptors [176], which in turn can
pass the BBB. Inside the CNS, the virus can infect neurons (blue) and
other neural cell, by binding to ACE2 [173] and possibly to CD147
[177]. Moreover, cytokines present in circulating blood can also reach
the CNS through BBB breaches and induce neuroinflammation,
sensitizing the brain. Created with BioRender.com.
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COVID-19 neuropathology is essential for the development
of therapeutic strategies.

Hyperactivation of P2X7 receptors is closely related to
inflammatory processes since they are stimulated by ATP
released from distressed cells and induce inflammasome
activation [16–18]. P2X7 receptors are ATP-gated ion
channels widely expressed in the CNS [19], and their
activation induced by viral infection leads to molecular
(mainly neuroimmune response activation, reactive oxy-
gen species (ROS) formation, and glutamate release)
and behavioral alterations [17, 20] as well as to mental
disorders [21].

Based on this, we postulate that both, neuroinvasion
through the BBB and hyperstimulation of neuroimmune
responses observed during COVID-19 infection, are
mediated by hyperactivation of the P2X7 receptor, possibly
through NLRP3 inflammasome stimulation. This cascade
could lead to COVID-19-associated psychiatric disorders
and neurodegenerative diseases. Thus, P2X7 receptor
antagonism would be a promising strategy to prevent or
treat neurological complications in infected patients. This
concept will be discussed in detail in our review.

Neurological symptoms in COVID-19

An increasing number of studies reports the manifestation
of neurological symptoms in patients with COVID-19. As
reviewed by Pezzini and Padovani, neurological manifes-
tations affect between 4.2 and 100% of studied patients:
dizziness (prevalent in 7.6–46.1%), headache (5.1–77.1%),
impaired consciousness (9.5–64.1%), and seizures
(1.2–26%) [22]. Noteworthy, in COVID-19 patients pre-
senting at least one neurological symptom, the prevalence
of acute stroke (2.9–76.8%), confusion (14.2–65%), and
encephalitis (0–27.9%) stands out. COVID-19 patients also
present other nervous system symptoms, such as impaired
taste (10–19.2%) and smell (6–21.7%), dysautonomia
(4.3–12%), and acute inflammatory demyelinating poly-
neuropathy (0–16,2%) [22].

Together with an acute cerebrovascular disorder, all
symptoms are correlated with the consequences of strokes
or micro-strokes [23]. Moreover, reported impaired olfac-
tion could be due to CNS invasion or direct damage of
olfactory sensory neurons in the nasal cavity [24].

Psychiatric symptoms are being reported in COVID-19
patients, healthcare workers and in the general population.
Table 1 summarizes meta-analysis and systematic reviews
on these topics. The studies were selected after searching
the PubMed data base on September 20, 2020 for the terms:
“(COVID-19 or SARS-CoV-2 or severe acute respiratory
syndrome coronavirus 2) and (mental health or psycholo-
gical health or depression or anxiety or PTSD or PTSS or

post-traumatic stress disorder or post-traumatic stress
symptoms)”.

Although studies on psychiatric symptoms accompany-
ing SARS-CoV-2 illness need further investigation, the
available data indicate that COVID-19 patients mainly
present depressive symptoms (42–65%), anxiety (37–47%),
and PTSS (93–96%). Noteworthy, stress caused by the
pandemic situation (e.g., social isolation, fear of infection,
and financial instability) may also induce depressive
symptoms (14.6–48.3%), anxiety (6.33–50.9%), and PTSS
(7–53.8%) in the general population. The stressful situation
of healthcare workers, specially the fear to infect relatives,
may lead to depressive symptoms (12.2–26.3%), anxiety
(13–29%), and PTSS (3–20.7%) as well.

In this scenario, the following proposals are raised and
require additional studies: (1) alterations induced by stress
exposure (e.g., immune hyperactivation) could both facil-
itate SARS-CoV-2 infection as well as aggravate COVID-
19 symptoms; (2) neurological symptoms are probably not
specifically related to SARS-CoV-2 invasion, but they are a
general consequence of infectious disorders (which include
sickness behavior), stressful events (pandemic situation),
and/or immune response hyperactivation (“cytokine
storm”); (3) genetic and/or environmental factors affect the
development of neurological symptoms, as these responses
highly vary across the population. Clarifying these issues
would improve the understanding on SARS-CoV-2
infection and direct the search for treatments.

SARS-CoV-2 neuroinvasion

COVID-19 patients are presenting neurological symptoms
worldwide. Although brain analysis of these patients is
not being widely performed, a study detected SARS-CoV-
2 in 8 of 21 postmortem brain tissues, based on reverse
transcriptase polymerase chain reaction [25]. Moreover,
neuroinvasion capability of SARS-CoV-2 was observed
in human brain organoids, especially in neuronal cells,
such as neural progenitor and radial glial cells, accom-
panied by increased cell death [26]. The same study found
positive staining for SARS-CoV-2 spike protein in the
brain of three COVID-19 patients, with different expres-
sion patterns and staining intensities [26]. Neuroinvasion
potential of SARS-CoV-2 was demonstrated in mice
expressing human ACE2 and correlated with increased
mortality independent from respiratory infection [26].
SARS-CoV-2 also seems to invade infants’ brains, since
immunohistochemical analysis of the postmortem brain of
a 1-year-old infant showed positive staining in the choroid
plexus, ventricles and cerebral cortex [27]. Remarkably, a
case report demonstrated the presence of SARS-CoV-2
viral particles in neural tissue and brain capillary

1046 D. E. Ribeiro et al.



Table 1 Summary of systematic reviews and meta-analysis of psychiatric symptoms exhibited by the general population, healthcare workers,
COVID-19 patients, and psychiatric patients due to the COVID-19 pandemic outbreak.

Psychiatric outcome Prevalence % (95% CI) Total sample size Sample location Studies
included

Reference

Depression 173,662 China, Iran, Italy, Singapore,
Vietnam

50 [178]

Overall 26% (20–33%)

General population 24% (14–36%)

Healthcare workers 25% (19–32%)

COVID-19 patients 42% (28–57%)

Anxiety

Overall 26% (21–31%)

General population 26% (20–32%)

Healthcare workers 24% (16–32%)

COVID-19 patients 37% (19–57%)

Psychological distress

Overall 34% (27–42%)

General population 26% (21–32%)

Healthcare workers 41% (19–65%)

Stress

Overall 34% (20–50%)

General population 36% (5–75%)

Healthcare workers 33% (19–50%)

Post-traumatic stress symptoms

Overall 27% (12–45%)

General population 15% (4–31%)

Healthcare workers 13% (11–16%)

COVID-19 patients 96% (95–97%)

Poor sleep quality

Overall 40% (25–57%)

General population 34% (12–60%)

Healthcare workers 43% (28–59%)

COVID-19 patients 82% (66–92%)

Insomnia

Overall 30% (12–52%)

General population 7% (7–8%)

Healthcare workers 37% (32–42%)

Depression 93,569 China, Denmark, Nepal, Spain,
Turkey, USA

19 [179]

General population 14.6–48.3%

Anxiety

General population 6.33–50.9%

Post-traumatic stress disorder

General population 7–53.8%

Psychological distress

General population 34.43–38%

Stress

General population 8.1–81.9%

Depression 17,330 China 8 [180]

Healthcare workers vs. professionals from other areas 12.2% vs. 9.5 %
(OR= 1.3246; 95% CI
1.0930–1.6053)

Anxiety

Healthcare workers vs. professionals from other areas 13.0% vs. 8.5%
(OR= 1.6152; 95% CI
1.3283–1.9641)

Stress 63,439 China, India, Iran, Iraq, Italy,
Japan, Nepal, Nigeria, Spain, UK

17 [181]

General population 29.6% (24.3–35.4%)

Asia 27.9% (19.7–37.8%)

Europe 31.9% (23.1–42.2%)

Anxiety

General population 31.9% (27.5–36.7%)

Asia 32.9% (28.2–37.9%)

Europe 23.8% (16.2–33.5%)

Depression

General population 33.7% (27.5–40.6%)

Asia 35.3% (27.3–44.1%)
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endothelium of a Parkinson’s disease patient, which
was associated with the worsening of neurological
symptoms [28].

However, the mechanism of SARS-CoV-2 infection of
the brain is still unknown. Invasion routes of the CNS by
other viruses include: (a) the hematogenous route, in which

Table 1 (continued)

Psychiatric outcome Prevalence % (95% CI) Total sample size Sample location Studies
included

Reference

Europe 32.4% (21.6–45.5%)
Psychological distress N.R. N.R. 40 [182]

Healthcare workers exposed to SARS/MERS/
COVID-19

37.8% (28.4–48.2%)

Burnout

Healthcare workers exposed to SARS/MERS/
COVID-19

34.4% (19.3–53.5%)

Anxiety

Healthcare workers exposed to SARS/MERS/
COVID-19

29.0% (14.2–50.3%)

Depressive symptoms

Healthcare workers exposed to SARS/MERS/
COVID-19

26.3% (12.5–47.1%)

Post-traumatic stress disorder

Healthcare workers exposed to SARS/MERS/
COVID-19

20.7% (13.2–31%)

Anxiety 162,639 Argentina, Brazil, Chile, China,
Denmark, Greece, India, Iran,
Israel, Italy, Japan, Mexico,
Pakistan, Singapore, Spain,
Turkey, Vietnam

62 [183]

Overall 33% (28–38%)

General population 32% (25–39%)

General population—Italy 81% (80–83%)

Healthcare workers 26% (18–34%)

Healthcare workers—Singapore 7% (5–9%)

Healthcare workers—Italy 57% (52–63%)

Psychiatric patients with moderate-to-severe anxiety 24% (14–33%)

COVID-19 patients 47% (34–61%)

COVID-19 patients with type 2 diabetes—India 40% (30–50%)

COVID-19 patients with Parkinson’s Disease—Iran 82% (74–88%)

Depression

Overall 28% (23–32%)

General population 27% (22–33%)

General population—Italy 67% (65–69%)

Healthcare workers 25% (17–33%)

Healthcare workers—Singapore 9% (7–12%)

Healthcare workers—China 51% (48–53%)

Psychiatric patients with moderate-to-severe
depression

22% (13–32%)

COVID-19 patients—China 65% (51–77%)

Distress

Overall 35% (23–47%)

Stress

Overall 40% (20–60%)

Insomnia

Overall 32% (25–39%)

Post-traumatic stress symptoms/disorders

General population 16% (15–17%)

Healthcare workers 3% (2–4%)

COVID-19 patients 93% (92–95%)

Anxiety 33,062 China, Singapore 12 [184]

Healthcare workers 23.21% (17.77–29.13%)

Male 20.92% (11.86–31.65%)

Female 29.06% (20.21–38.78%)

Depression

Healthcare workers 22.93% (13.16–34.38%)

Male 20.34% (11.57–30.75%)

Female 26.87% (15.39–40.09%)

Insomnia

Healthcare workers 34.32% (27.45–41.54%)

CI Confidence interval, OR Odds ratio, N.R. Not reported
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viruses use the bloodstream to reach and invade epithelial
cells from the BBB or the blood–cerebrospinal fluid barrier,
or use leukocytes as a vector to enter the CNS; (b) the
neuronal retrograde route, in which viruses invade periph-
eral neurons and reach CNS, including the transcribrial
route, using olfactory sensory neurons in the nasal cavity
(Fig. 1B) [10].

In the hematogenous route, the virus must be capable of
crossing the BBB (Fig. 1C). This barrier is composed of
endothelial cells, pericytes, and astrocytes. The restricted
permeability of the BBB is a reflex of the connection
between brain microvascular endothelial cells and tight
cell–cell junctions. The BBB is disrupted under inflamma-
tory conditions [29, 30]. In the “Trojan horse” mechanism
of CNS invasion, infected leukocytes pass the BBB. This
mechanism is observed for HIV, and since SARS-CoV can
infect immune cells, it is likely that SARS-CoV-2 also uses
this route toward the CNS [10]. Viral infection also affects
BBB integrity by different mechanisms, including phos-
phorylation of tight junction proteins, disruption of the basal
lamina or of the actin cytoskeleton, or by invading BBB-
epithelial cells and furthermore astrocytes [10, 31].

Evidence of CNS invasion through neuronal retrograde
routes was reported for coronaviruses, such as HCoV-
OC43, HEV67 and avian bronchitis virus [32]. Once
respiratory and digestive tracts of animals were infected,
coronaviruses invaded peripheral neurons and passed
through synaptic connections until they reached medullary
neurons and subsequently other neurons and glial cells of
the CNS [32]. As the main entry route of SARS-CoV-2 in
humans, cells from the nasal cavity could be susceptible to
viral infection and replication. Studies reported that human
olfactory sustentacular cells express both ACE2 and
TMPRSS2 virus receptors [33]. Although current literature
data reports that human olfactory sensory neurons do not
express these proteins, they express CD147 that could allow
SARS-CoV-2 neuroinvasion (Fig. 1) [33, 34]. In fact,
SARS-CoV, MERS-CoV, and HCoV-OCR43 were able to
invade the murine CNS using the transcribrial route,
infecting olfactory sensory neurons of nasal cavity, and
passing to other neural cells, indicating that SARS-CoV-2
could use the same mechanism [24, 35–37].

Inflammation and CNS-related lethality of COVID-19

Severe COVID-19 patients commonly develop the Acute
Respiratory Distress Syndrome [38], which is characterized
by inflammatory injury to the alveoli–capillary membrane,
leading to lung over-permeability and increased pulmonary
edema fluid into the airspaces, resulting in the lack of
respiratory capacity [39]. This overreaction of the innate
immune system against viral infection induces the so-called
“cytokine storm”, comprising of: (1) the release of large

amounts of several pro-inflammatory cytokines (interferons
IFNα and IFNγ, interleukins [IL-1β, IL-6, IL-12, IL-18 and
IL-33], tumor necrosis factor [TNF]-α, and transforming
growth factor [TGF]-β) and chemokines (CXCL10,
CXCL8, CXCL9, CCL2, CCL3, CCL5); (2) release of
renin–angiotensin aldosterone system (RAAS) mediators
and increasing blood levels of angiotensin II (Ang II); and
lately (3) amplification of the innate immune system
response and activation of its major humoral arm, the
complement cascade (ComC) [40].

Novel evidence indicates that COVID-19-released med-
iators merge on a common pathway, upregulating cytosolic
danger sensing pattern recognition receptor, which is part of
a multiprotein complex of the innate immune system that is
called inflammasome, and recognizes both pathogen-
associated molecular patterns and self-derived danger-
associated molecular patterns (DAMPs) or alarmines [41].

Importantly, upon inflammasome protein assembly and
activation, pro-caspase 1 protein is cleaved to functional
caspase 1, whose main function is the conversion of the
inactive and intracellularly stored pro-inflammatory cyto-
kines, pro-IL-1β and pro-IL-18, into their active forms that
are released from cells. This release is facilitated by creating
gasdermin D (GSDMD) pore channels in cell membranes.
In addition to these two cytokines, gasdermin D channels
also mediate the release of several biologically active
DAMPs or alarmines, including extracellular ATP, high
mobility group protein B1, and S100 calcium-binding pro-
teins A8 and A9 (S1008/9a) [42].

There are various inflammasome subtypes. The NLRP3
inflammasome protein complex is usually involved in virus
infections and consists of NLRP3 protein, apoptosis-
associated speck-like protein containing a CARD (ASC)
and pro-caspase-1, and remains in the cytosol in steady-
state conditions in an inactive form. Upon activation, it
becomes a multiprotein aggregate composed of several
NLRP3 molecules (speck complexes), each containing
NLRP3 protein, ASC, and pro-caspase 1 [41].

We consider the NLRP3 inflammasome as a trigger of
the cytokine storm, as seen in COVID-19 patients, that may
be induced by P2X7 receptor activation, including in the
brain (Fig. 2). Once SARS-CoV-2 spike protein interacts
with ACE2, macrophages/microglia cells can potentiate the
immune response through the cleavage of fragments com-
plement component 3a and 5a (C3a and C5a, respectively)
and non-lytic C5b-C9 membrane attack complex by ComC,
thus activating the NLRP3 inflammasome [41]. Moreover,
NLRP3 inflammasome activation during COVID-19 infec-
tion is usually triggered by Ang II, which binds to the
angiotensin type 1 receptor (AT1R), leading to vessel con-
traction and increasing blood pressure. In normal condi-
tions, Ang II is converted by the ACE2 receptor into
angiotensin 1–7 (Ang 1–7) [43]. Ang II activates the AT1R,
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inducing fibrosis, increased ROS release, vasoconstriction,
and gut dysbiosis. In contrast, Ang 1–7 binds to Mas
receptors (MasR), thus protecting against fibrotic formation,
presenting antioxidant and vasodilatory effects. The pro-
blem with the conversion of Ang II into Ang 1–7 is that the
ACE2 enzyme expressed on surface of cells is a COVID-19
receptor and is blocked or downregulated after binding of
virus or even shed from the cell surface [43]. Extracellular
ATP can also robustly trigger activation of the NLRP3
inflammasome through P2X7 receptor activation. In

addition, ATP is also released into the extracellular milieu
upon NLRP3 inflammasome activation, promoting a strong
positive feedback loop [44].

SARS-CoV-2-induced systemic inflammatory responses
may also result in endothelial damage and consequently
increased production of thrombin by inflammatory cyto-
kines during sepsis in a bidirectional way, because inflam-
mation activates coagulation, and coagulation augments
inflammatory activity [45]. In this scenario, active inflam-
matory cells expressing specific protease activated receptors

Fig. 2 P2X7 receptor-mediated neuroinflammatory implications of
SARS-COV2 invasion in the CNS. A SARS-CoV-2 may alter brain
function by reaching the central nervous system (described in Fig. 1)
and/or through the cytokine storm-mediated effects. The result is a
neuroinflammatory process characterized by microglia (pink) hyper-
activation, astrocyte (green) stimulation, and demyelination (yellow
caps) of neurons (blue). In addition, the cytokine storm induces blood-
clot formation and increased capillary (red) permeability resulting in
embolic and hemorrhagic strokes, respectively. B In a molecular view,
the distressed cells release pro-inflammatory cytokines (yellow circles)
and ATP (red circles). ATP activates P2X7 receptors (red) expressed
mainly in microglia (pink) and astrocytes (green) resulting in increased
Ca2+ influx and glutamate (purple circles) release. Glutamate activates
NMDA receptors expressed in nerve terminals (blue), which enable
Ca2+-dependent exocytosis of ATP and more glutamate release. In this
way, an auto regenerative loop is formed causing a massive release of
these neurotransmitters augmenting excitotoxicity and cell death. In
the postsynaptic neuron (blue), increased [Ca2+]i leads to Ca2+-cal-
modulin (CaM) complex formation and consequent nNOS activation.
NO production mediates neurotoxicity via several mechanisms. NO
interacts with the iron–sulfur centers in the mitochondrial electron
transport chain impairing cellular energy production. NO also pro-
duces reactive nitrogen species and reactive oxygen species (ROS).
Reaction of NO and superoxide ion (O2

−, formed by nNOS under low
arginine concentrations) generates peroxynitrite (ONOO-) and perox-
ynitrous acid (ONOOH). These free radicals can also decompose into
other reactive species, such as hydroxyl radical and peroxides.

Oxidative stress from free radicals includes DNA damage, lipid per-
oxidation, tyrosine nitration, and excess S-nitrosylation. These struc-
tural changes can lead to protein misfolding and aggregation causing
neuronal impairment and/or death. In microglia, K+ efflux mediated by
P2X7 receptor activation may trigger NLRP3 inflammasome assembly
and activation through NIMA-related serine/threonine kinase 7 (Nek7)
binding. NLRP3 inflammasome mediates the activation of caspase-1,
which induces the maturation of interleukins (IL) by cleaving pro-IL-
1β and pro-IL-18 in IL-1β and IL-18, respectively. The mature forms
of cytokines are secreted worsening the neuroinflammatory process
established. C The hyperactivation of NPLR3 inflammasome and
consequent release of cytokines and ATP can occur by different routes.
(I) Activation of the renin–angiotensin system (RAS) leads to elevated
levels of angiotensin II (Ang II) that binds to the AT1R receptor.
(II) The N proteins of the SARS-CoV-2 virus activate ComC in a
mannan binding lectin (MBL)-dependent manner, producing C3a and
C5a anaphylatoxins and forming the non-lytic C5b/C9 membrane
attack complex (MAC). ATP can also activate MBL and induce this
response. (III) P2X7 receptor activation by ATP induces K+ influx and
inflammasome activation. (IV) SARS-CoV-2 invasion through ACE2,
TMPRSS2 or CD147 activates the inflammasome in target cells.
Hyperactivation of these pathways leads to activation of caspase 1,
release of mature IL-1β and IL-18, the insertion of gasdermin D
channels in the cell membrane and the release of danger-associated
molecular pattern molecules (DAMPs), which amplify the innate
immune response and may lead to cell death by pyroptosis. Created
with BioRender.com.
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(PAR1–4) bind to thrombin, while the Toll-like receptor 4
interacts with fibrin. Supporting these events, patients in
particular at younger age are often diagnosed with stroke
and cardiovascular complications.

Recent evidence indicates that the occurrence of psy-
chiatric disorders in patients is linked to “sterile” inflam-
mation of the brain that may be initiated locally by some
stressors affecting nervous tissue or occurs due to a sys-
temic inflammation process [17, 46]. This is supported by
the observation that several inflammatory mediators and
markers are detected in the peripheral blood of patients with
psychiatric and neurodegenerative disorders [17, 46], which
could worsen prognoses for COVID-19 outcome. More-
over, clinical data describe correlations between systemic
chronic inflammatory processes and psychiatric disorders.
This may also explain, why some reported anti-
inflammatory treatment strategies ameliorate neurodegen-
eration [17, 46]. In agreement, pathological increase of
AngII-AT1R-mediated activation of NLRP3 inflammasome
may initiate psychosis. We believe that bioactive inflam-
matory mediators released during the cytokine storm, such
as extracellular ATP, affect the CNS and may lead to its
impairment, mainly through P2X7 receptor activation, as
we discuss in the following.

Probable P2X7 receptor roles in COVID-19
processes

The P2X7 receptor is widely expressed through the body
[47], including in immune [48], lung [49], and CNS cells,
mainly microglia and oligodendrocytes [50–52], whereas its
expression in neurons and astrocytes is still under discus-
sion [50, 51, 53–60]. During the progress of infection, ATP
release may result from the NLRP3 inflammasome response
to COVID-19 infection (i) after virus spike protein inter-
action with the virus entry receptor ACE2, (ii) due to ele-
vated level of Ang II observed in infected patients, or (iii) in
response to activated ComC mediators [61]. Consequently,
P2X7 receptors are activated, increasing inflammatory
responses as well as modulating RAAS-related pathways
and BBB permeability, as we discuss in the following.

P2X7 receptor role in inflammation

The P2X7 receptor is a trimeric ionotropic receptor that
belongs to the P2X family of purinergic receptors, pre-
senting low affinity for ATP (EC50 around 0.3–1.8 mM)
and, under prolonged stimulation, can form pores allowing
the passage of large hydrophilic molecules [62–64]. Acti-
vation of P2X7 receptor elicits rapid K+ efflux as well as
Ca2+ and Na+ influx, resulting in the stimulation of several
intracellular intermediators, as PLC, PLA2, PKC, MAPK,

PI3K, ERK1/2 and p38, among others [65]. Consequently,
P2X7 receptor activation is associated with numerous cel-
lular functions, as plasma membrane blebbing, phosphati-
dylserine exposure in the membrane, formation of ROS,
interleukin secretion, cell death and proliferation [65, 66].

ATP concentration is present in the nanomolar range in
extracellular space of healthy tissues [67]. Conversely, in a
disease state as infection or brain disease, extracellular ATP
levels largely increase and activate P2X7 receptors [68–70].
Consequently, pore formation results in enhanced release of
ATP and establishes a positive feedback in pathological
conditions. In these circumstances, ATP may act as DAMP,
which activates the nuclear transcription factor NF-κB
resulting in expression upregulation of pro-IL-1β and pro-
IL-18 and the NLRP3 protein [16, 71]. In addition, P2X7
receptor activation triggers K+ efflux, a signal required for
efficient NLRP3 inflammasome stimulation [72]. Conse-
quently, there is an activation of caspase-1 and maturation
of IL-1β and IL-18, resulting in pro-inflammatory cytokine
release [16, 20, 52, 71, 73]. The P2X7 receptor is a major
activator of the NLRP3 inflammasome in several cell types
[16], including macrophages and microglial cells [72, 74–
76]. Moreover, P2X7 receptor activation also promotes the
release of other inflammatory mediators such as IL-6, TNF-
α, CCL2, CCL3, and CXCL2 [77–80].

In fact, the role of P2X7 receptor as a modulator of
inflammatory response is well-established [16, 70]. It was
already reported its capacity to modulate acute and chronic
infection [81, 82], inflammatory diseases [82], sepsis
[83, 84], neuropathic pain [85], and T-cell activation [86].
In addition, P2X7 receptor expression deletion appears to be
beneficial in case of acute lung injury, asthma, lung
inflammation, and fibrosis [87–91]. Remarkably, P2X7
receptor activation increases neuroinflammatory responses,
which have been associated with neurodegenerative dis-
eases, psychiatric disorders and stroke [21, 92–95], as fur-
ther discussed.

Cytokine storms have been reported in several viral
infections [96], including SARS-CoV-2 [9, 97]. Patients
infected with SARS-CoV-2 present elevated levels of IL-6,
IL-10, IL-1β, INF-γ, CCL2, TNF-α, CXCL10, CCL7, IL-1
receptor antagonist and IL-2 receptor, supposedly asso-
ciated with disease severity [9, 98–105]. Considering the
P2X7 receptor role in inflammation, its activation may be
involved in the cytokine storm observed in COVID-19 by
stimulating NLRP3 inflammasome, overshooting inflam-
mation with extensive cytokine release, affecting coagula-
tion and leading to diffuse lung edema and infiltration by
immune cells and inflammatory cytokines [106]. As dis-
cussed by Di Virgilio et al. [106], many processes asso-
ciated with lung impairment, as seen in COVID-19 patients,
are mediated by P2X7 receptors [16]. The massive
ATP release following lung mononuclear phagocytes
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invasion by SARS-CoV-2 can activate P2X7 receptors of
antigen-presenting cells and macrophages, increasing cyto-
kine, chemokine and ATP secretion [16]. In addition, P2X7
receptor knockout mice submitted to a model of lung
fibrosis revealed reduced infiltration of inflammatory cells,
cytokine release, apoptosis, and fibrosis, while P2X7
receptor agonists increased these deleterious processes
[88, 107].

Therefore, we hypothesize that the P2X7 receptor acti-
vation is involved in the cytokine storm and associated lung
and brain inflammation caused by SARS-CoV-2 infection.

P2X7 receptors and the renin–angiotensin system

The P2X7 receptor, as a central player in inflammation,
participates in viral infections. Exerting mostly pro-
inflammatory roles [20], the P2X7 receptor is important
for pathogen elimination [108], but on the other hand, its
activation may be detrimental to the host due to the
induction of exacerbated inflammatory responses. Protec-
tive roles of P2X7 receptor activation have been described,
for instance, against vesicular stomatitis virus, Newcastle
disease virus, murine leukemia virus and HSV virus infec-
tions [108]. Controversially to the above-cited beneficial
P2X7 receptor-mediated viral elimination, this receptor was
described to even facilitate virion release from HIV-infected
macrophages in an exocytosis-dependent way [109].
Moreover, P2X7 receptor activation exacerbated inflam-
mation, enhanced tissue damage, increased mortality, and
worsened lung pathology involving P2X7 receptor expres-
sion or activation, such as observed in several other studies
with e.g., influenza A virus [110] and adenovirus [111].

Importantly, the P2X7 receptor triggers pathways related
to the functioning of the RAAS, importantly implicated in
COVID-19 pathology. RAAS mediates key events of the
disease, including viral entry in the cell [112, 113],
inflammation, and lung fibrosis [114]. The pressor axis of
RAAS bases on Ang II actions through the activation of
AT1R. ACE is responsible for the cleavage of angiotensin I
into Ang II, and Ang II levels are counterbalanced by the
depressor axis that degrades Ang II into Ang 1,7 through
ACE2 activity. Finally, Ang 1,7 activates MasR [115].
ACE2, independent from its enzymatic activity, serves as
SARS-CoV-2 entry route in human cells, but as this enzyme
is internalized following virus binding, its enzyme function
is lost [6, 116]. Consequently, Ang 1,7 that would exert
beneficial effects against CNS damage and neurological
deficits [115] is not formed, prevailing Ang II actions
mediated by the AT1R promoting fibrosis, lung injury, and
importantly neuroinflammation [115].

In fact, the balance between the pressor and depressor
axis of RAAS is implicated in neurodegenerative and psy-
chiatric disorders, as carefully reviewed elsewhere

[115, 117]. Briefly, components of the depressor axis cor-
relate to enhanced cognition and cell survival in the brain,
orchestrating antioxidant, and anti-inflammatory responses.
In agreement, inhibition of the pressor axis attenuates
cognitive deficits observed in aging, Alzheimer’s disease,
Parkinson’s disease, vascular cognitive impairment and
poststroke cognitive impairment [117].

Since the P2X7 receptor is also involved in lung damage
[87–89], neurodegenerative and psychiatric disorders
[92, 95, 118], the hypothesis is reasonable that inhibition
of this receptor might decrease pathological traits mediated
by the RAAS pressor axis and protect against brain and
lung injury in COVID-19 patients. Indeed, evidence
demonstrates that P2X7 receptor blockade prevents Ang II-
triggered pro-inflammatory responses [119]. Furthermore,
in rats with diabetic nephropathy, P2X7 receptor expres-
sion decreased ACE activity and Ang II levels [120], which
might increase ACE2 expression [43] and counteract
SARS-CoV-2-induced inflammatory exacerbation.

Conciliating all these findings, we highlight that the
blockade of P2X7 receptors might prevent inflammatory
exacerbation both, through its direct actions in inflamma-
some assembly and through RAAS modulation, avoiding
deleterious actions of RAAS in several tissues, including
the lung and the brain.

P2X7 receptors in BBB permeability

The BBB protects the nervous tissue from direct contact
to the blood. Endothelial cells comprise the BBB and are
highly selective in consequently filtering the content that
is available to neurons [121]. Endothelial cells express
high levels of ACE2, which is the main mediator of
SARS-CoV-2 infection. The infection and death of these
cells may disrupt the barrier and let both the virus and
inflammation molecules to access the nervous system
(Fig. 1C).

As previously mentioned, ATP acts as a DAMP and
activates the P2X7 receptor, which is largely expressed by
endothelial cells and astrocytes/microglial cells, releasing
pro-inflammatory cytokines and amplifying the immune
response [122]. The opening of P2X7 receptor channels
leads to IL-1β production mainly through NLRP3 inflam-
masome activation [123], thus contributing to the disruption
of the BBB. In this way, SARS-CoV-2 infection can disrupt
the BBB by directly infecting and killing endothelial cells,
as well as by triggering P2X7 receptor signaling. In
agreement, P2X7 receptor antagonism protects against BBB
disruption during intracerebral hemorrhage [124]. More-
over, disruption of the BBB due to other viral infections has
already been proven to trigger long-term development of
neurological disorders, such as Alzheimer’s disease,
depression, anxiety and multiple sclerosis [125–127].
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Both intracerebral hemorrhage, against which the P2X7
receptor antagonist protects [124], and clots are responsible
for the primary stroke in the brain [128]. COVID-19 patients
are suffering acute cerebrovascular disorder and other corre-
lated neurological symptoms as consequences of stroke or
micro-strokes [24]. Stroke includes medical conditions that
affect blood vessels of the brain, impairing cerebral circula-
tion as consequence of damaged or deformed arteries
(Fig. 2A). Diverse hospitals reported increasing levels of
patients affected by stroke during SARS-CoV-2 infection
[129, 130]. Klok and colleagues observed disturbing increases
in the incidence of thrombotic complications in critically ill
intensive care unit patients as high as 31% and recommended
pharmacological prophylaxis against thrombosis [24].

The most recent hypothesis for the increased levels of
strokes in COVID-19 patients is that hundreds of clots
produced in the lungs due to excessive inflammation pro-
cess may be transported into brain arteries, causing stroke
by ischemia. Further, the virus can access the brain through
the blood stream and infect BBB cells, as observed for other
viruses [131]. Both ways can lead to increased inflammation
due to hypoxia, increased acidification and release of
DAMPs at the niche of the injury, disrupting the BBB and
damaging the CNS and, thus, leading to the development of
neuropsychiatric disorders.

Neuropsychiatry and neurodegenerative
disorders associated to COVID-19

As already mentioned, inflammation is mediated by cyto-
kines, chemokines, ROS and other bioactive molecules.
These molecules act like DAMPs, signaling astro- and
microgliosis. The first immune response to an insult in the
nervous system is the activation of microglial cells of
the M2 phenotype, which is involved in anti-inflammatory
mechanisms for defense and injury repair [132]. However,
the sustained activation of these cells induces the pheno-
typic change to the M1 type, involved in pro-apoptotic
processes, production and release of cytokines and ROS that
could induce neurodegeneration. In fact, neuroinflammation
is closely related to neurodegenerative diseases, as Hun-
tington’s [133], Alzheimer’s [134] and Parkinson’s disease
[135] and neuropsychiatric disorders, such as major
depressive disorder, bipolar disorder and anxiety [136].
Since the CNS immune response is also modulated by
peripheral components [137], we hypothesized that
the cytokine storm induced by viral infection could stimu-
late neuroinflammation and neuronal death, facilitating the
development of these diseases (Fig. 2B). Pathological
inflammation may be induced by P2X7 receptor activation,
and its antagonism has been proposed as a therapeutic
approach for COVID-19 treatment [106].

The role of the P2X7 receptor in neuroinflammatory pro-
cesses in neuropsychiatric and neurodegenerative diseases is
widely studied [95, 118]. In neurodegenerative diseases, cell
death is accompanied by neuroinflammatory processes
and massive ATP release [138]. In animal models for neu-
rodegeneration P2X7 receptor antagonism exerted beneficial
anti-inflammatory effects [138, 139], indicating that P2X7
receptor activation and subsequent neuroinflammation is
tightly related to neurodegeneration worsening. Experi-
mental evidence supports that viral infection may evoke
neuronal death, encephalopathy, myelin destruction and
juvenile Parkinson’s disease development; however, these
studies did not include coronaviruses [140]. These evidences
indicate that viral infection facilitates neurodegenerative dis-
ease development, as Alzheimer’s disease, Multiple Sclerosis
and Parkinson’s Disease [140]. In fact, murine coronavirus is
used to induce encephalitis in mice with prominent demye-
lination and axonal damage. Based on observed pathophy-
siology and disease progression, this has been proposed as an
animal model of multiple sclerosis [141].

Curiously, anosmia is one of the neurological symptoms
reported by SARS-CoV-2 patients. It is worthwhile not-
ing that olfactory impairment is an early predictor of Par-
kinson’s disease development due to α-synuclein
aggregation in the olfactory bulb [142]. Although these
symptoms might not be disease-related, studies show that
α-synuclein induces mitochondrial dysfunction and micro-
glial activation caused by P2X7 receptor stimulation
[143, 144]. Further investigation of neural cell marker
expression of COVID-19 patients could clarify, whether
neuroinflammation is related to the observed anosmia.

Neuroinflammation and increased levels of ATP
are observed in neuropsychiatry disorders, suppo-
sedly correlated with P2X7 receptor activation [118, 145].
Corroborating this hypothesis, antidepressant treatment
decreased P2X7 receptor expression in the ventral hippo-
campus of stressed animals [146]. Moreover, the treatment
with a selective P2X7 receptor antagonist (A-804598)
induced antidepressant-like effect associated with inflam-
masome stimulation [147] and BDNF signaling activation
[148] in rodent hippocampus. In this context, we propose
that the cytokine storm and cell death induced by SARS-
CoV-2 infection results in P2X7 receptor-mediated neu-
roinflammation, leading to the development of neu-
ropsychiatry disorders. Noteworthy, the P2X7 receptor
antagonist JNJ-54175446 is undergoing clinical trials with
treatment-resistant depressive patients (EudraCT number
2018-001884-21 at www.clinicaltrialsregister.eu).

As mentioned, a study with 714 patients with COVID-19
found a prevalence of self-reported post-traumatic stress
disorder symptoms in 96.2% of them [149]. Another study
with 114 patients reported that 34.7% of patients presented
anxiety symptoms, while 28.5% of them displayed
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depression symptoms [150]. Moreover, COVID-19 related
psychiatric symptoms (including anger, anxiety, suicidal
ideas, hallucinations, insomnia, impaired memory, poor
concentration, time disorientation, fear/panic, pressured
speech, mood alterations, pessimistic thinking, crying spell
and persecutory ideas) have been largely described during
and after the occurrence of other respiratory pandemics,
such as MERS [151] and SARS [152–159]. Further indi-
cation for psychiatric implications of coronaviruses infec-
tions came from a study of Okusaga et al. [160], who
connected seropositivity for human coronavirus strain L63
with mood disorders and suicide attempts. The study could
come to a limited conclusion, as it would need to be con-
ducted with more control and coronavirus-serum positive
volunteers. However, the authors of this study distinguished
between two possible scenarios, which might be important
for the understanding of neuronal effects of COVID-19:
(1) the connection between depression and immune
responses with possible pro-inflammatory interleukin
overshooting, which may trigger oxidative stress and neu-
roinflammation as part of the causes of psychiatric dis-
orders; and (2) viral infection acting as a form of stress.
Dysregulated stress and neuroinflammatory responses
might cause hypothalamic–pituitary–adrenal (HPA)
axis dysfunction. Alterations in the HPA axis have been
linked to mood diseases, and HPA activation has been
connected with suicide. Hiroi et al. found hyperplastic
adrenals in suicide victims, corroborating with such
hypothesis [161]. In line, a small COVID-19 patients’ study
concluded that preexisting psychiatric disease patients
reported mental symptom worsening following infection
with the virus [162].

Noteworthy, gene knockout or pharmacological inhibi-
tion of P2X7 receptors induced antidepressant-like behavior
in mice exposed to stress, accompanied by HPA axis
restoration [163, 164]. This axis is also activated for
counteracting tissue damage, evoked by cytokine storms, in
SARS-CoV-2 infection, as previously reviewed [165].
Thus, the HPA axis might provide a connection between
coronaviruses and psychiatric disorders. Noteworthy, such
mechanism would explain the possible propensity for the
development of mood disorders triggered by COVID-19
infection as well as raise the hypothesis that mood disorder
patients might be more prone to severe COVID-19 disease
development. These patients already carry augmented
inflammation patterns, such as systemic inflammation, or
suffer from a cytokine storm [166] and show enhanced
P2X7 receptor expression, as previously discussed. How-
ever, a wide variety of responses to SARS-CoV-2 infection
are not yet understood. Further studies are needed to elu-
cidate genetic and environmental factors that could affect
individual vulnerability to COVID-19 infection.

Finally, increasing VEGF concentrations, which recruit
inflammatory cells into the brain and sustain neuroin-
flammation, have been named as target for COVID-19
treatment [167]. The COVID-19 entry receptor ACE2
activates RAAS for neuroinflammation and VEGF synth-
esis by Ang II binding to AT1R (reviewed in ref. [167]).
Besides ACE2, aberrant P2X7 receptor activation also
induces VEGF release and signaling in the brain [168].
Thus, although VEGF involvement in major depressive
disorder is controversially discussed [169, 170], this growth
factor could be involved in the connection between
COVID-19, major depressive disorder and purinergic
signaling.

Conclusion

Several lines of evidence have raised the possibility of
neuroinvasion by SARS-CoV-2 (Fig. 1), which may cause
short- or long-term impairment of the CNS. The main
mechanism involved in this scenario is neuroinflammation,
a critical process in psychiatric and neurodegenerative dis-
ease development. SARS-CoV-2 infection induces a cyto-
kine storm that could trigger and/or worse
neuroinflammatory processes. Patients with mental dis-
orders associated to neuroimmune activation such as
depression, Parkinson’s or Alzheimer’s disease may also
present increased susceptibility to SARS-CoV-2 infection
and/or severe disease development. Neuroimmune response
hyperstimulation observed during viral infection and in
mental disorders may be mediated by P2X7 receptor acti-
vation (Fig. 2). In view of that, we suggest P2X7 receptor as
a key mediator of the neuroinflammatory process as a
possible consequence of SARS-CoV-2 infection. In this
context, P2X7 receptor antagonism could be a promising
strategy to avoid and treat psychiatric disorders and neu-
rodegenerative diseases of COVID-19 patients.
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