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Background. Limited options currently exist for treatment of patients diagnosed
with symptomatic coronavirus 2019 (COVID-19). Monoclonal antibody therapy
(MAT) has been investigated as a therapeutic option for symptomatic COVID-19
patients in the outpatient setting at high-risk for progression to severe disease based
on emergency use authorization (EUA) criteria. No published studies have compared
outcomes for patients treated with different MAT for COVID-19.

Methods. This was a single-center, retrospective cohort study at The Ohio
State University Wexner Medical Center to compare COVID-19-related emer-
gency room (ER) visits, admissions, and mortality at 30 days after MAT infusion
for adult patients with symptomatic SARS-CoV-2 between November 16, 2020 and
February 2, 2021 who received bamlanivimab versus those who received casiriv-
imab-imdevimab. Statistical analysis used logistic regression analysis to determine
the odds ratio (OR) to evaluate the relationship between patient characteristics,
MAT, and outcomes.

Results. 'The cohort included 943 patients with SARS-CoV-2 who received MAT,
including 658 patients who received bamlanivimab and 285 who received casiriv-
imab-imdevimab. Outcome results between patients who received bamlanivimab
and casirivimab-imdevimab showed no statistically significant difference seen in the
number of COVID-19 related ER visits (3.2% vs 3.5%, p = 0.80), hospital admissions
(4.6% vs 2.8%, p = 0.21), or mortality (0.5% vs 0.7%, p = 0.63). Multivariate analysis
showed no statistically significant difference in outcomes between the groups when
accounting for potential confounders. As reflected in the Table, chronic lymphocytic
leukemia (CLL), gender, and asthma were associated with increased COVID-19 related
ER visit within 30 days of infusion and age, chronic obstructive pulmonary disease,
CLL, and lupus were associated with increased risk for COVID-19 related admission
within 30 days of infusion. Age and obesity with body mass index greater than 35 mg/
kg” were associated with increased risk for COVID-19 related mortality at 30 days.

Logistic Regression for ER Visit, Hospital Admission, and Mortality for COVID-19
Patients who Received Bamlanivimab versus Casirivimab-Imdevimab

| OR ‘ 95% Confidence Interval p-value
ER Visit
Bamlanivimab 0.97 0.44-2.12 0.94
CLL 11:1 329-37.4 <0.001
Asthma 2.98 1.26 -7.04 0.01
Male 0.33 0.14-0.80 0.015
Hospital Admissions
Bamlanivimab 1.76 0.77-3.99 0.18
Age (per ten years) 177 1:35-2.32 <0.001
COPD 4.47 1.74-11.54 0.002
CLL 7.82 2.55-24.0 <0.001
Sy ic Lupus Eryth 15.9 2.96 —85.7 0.001
Mortality
Bamlanivimab 0.60 0.13-2.85 0.52
BMI > 35 mg/kg 6.63 1.24-355 0.03
Age (per ten years) 2.96 1.60 —5.47 0.001

Conclusion. COVID-19 related outcomes were similar when comparing
patients with COVID-19 treated with bamlanivimab versus those treated with
casirivimab-imdevimab.
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Background. 'There are few real-world data on the use of remdesivir (RDV)
looking at timing of initiation in relation to symptom onset and severity of presenting
disease.

Methods. We conducted multi-country retrospective study of clinical prac-
tice and use of RDV in COVID-19 patients. De-identified medical records data
were entered into an e-CRE Primary endpoints were all-cause mortality at day
28 and hospitalization duration. We assessed time from symptom onset to RDV
start and re-admission. We included adults with PCR-confirmed symptomatic
COVID-19 who were hospitalized after Aug 31, 2020 and received at least 1 dose
of RDV. Descriptive analyses were conducted. Kaplan-Meier methods were used
to calculate the mortality rate, LogRank test to compare groups defined by se-
verity of disease. Competing risk regression with discharge and death as com-
peting events was used to estimate duration of hospitalization, and Gray’s test to
compare the groups.

Results. 448 patients in 5 countries (12 sites) were included. Demographics are
summarized (table) by 3 disease severity groups at baseline: no supplemental oxygen
(NSO), low flow oxygen <6 L/min (LFO), and high-flow oxygen > 6L/min (HFO). No
demographic differences were found between groups except for the higher percentage
of cancer/chemotherapy patients in NSO group. Corticosteroids use was HFO 73.6%,
LFO 62.7%, NSO 58.0%. Mortality rate was significantly lower in NSO, and LFO
groups compared with HFO (6.2%, 10.2%, 23.6%, respectively; Figl). Median duration
of hospitalization was 9 (95%CI 8-10), 9 (8-9), 13 (10-15) days, respectively (Fig2).
Median time from first symptom to RDV start was 7 days in all 3 groups. Patients
started RDV on day 1 of hospitalization in HFO and LFO and day 2 on NSO groups.
And received a 5 day course (median). Readmission within 28-days of discharge was <
5% and similar across all 3 groups.

Table 1. Patients baseline characteristics and primary and secondary outcomes

Disease severity at baseline
overal High flow Lowflow | No supplemental
oxygen xygen oxygen |P-value
N=448 N=T2 N=295 N=81
[Age (vears), median (IQR) 65 (54-76 635 (356-73.5) 66 (54-76) 62 (54-77) 695
'I\_/l_gale 286 (63.8) 44.(61.1) 193 (65.4) 49 (60.5 .623
[White caucasian 159 (35.5) 8 (38.9) 106 (35.9) 25 (30.9 459
Body mass index (BML, kg/nr), median (IQR) 284 (249-322)[ 288 (26.5-34.6) | 28.2(25.2-322) | 27.7(23-313) | 0.169
“omorbidities, n (%) 355 (19.2) 7(192) 233 (19.0) 5(802) | 0969
= Discase excluding 115 (25.7) 9(264) 8227, 217 348
iabetes at baseline 138 (308) (36.1) 95 (32. 7 2L 200
202 (45.1) (45.8) 130 (44.1) (48.1) .977
[Asthma 33 (14 ( (78) (.9) 906
lcoPD 29 (65) I (68) G.7) 801
[Severe renal disease 16 (3. C G.7) G.7) 994
Liver disease (2.0 [6X 4(1.4 (1) 724
@ infection (04 (1. (03 0(0) 745
[c for cancer 36(10.3) @: 25(8.35) 18(22.2) .002
[Receiving -Suppressiv L (Not for Cancer) 1942 @. 13(44) 33.7) .997
[Obesit 74(16.5) 17(23.6) 48 (16.3) 9 (IL1) 308
[Dementia 1533 (1L4) 1241 2(25) 804
[Abnormal Imaging results 395 (88.2) 67(93.1) 262(88.8) 66 (31.5) .06
[Presence of Pulmonary Infiltrates, n (%) 340 (75.9) 52(12.2) 231(783) 57(10.4) 036
I 285 (63.6) 53 (73.6) 185 (62.7) 47 (58.0) 058
[Mortality
umber of deaths by Day 28 I | H [
aplan-Meier estimate of mortality by Day 28 — % (95% CI) 116 (90-15.0) | 23.6(154-35.2) | 102(7.2-143) | 6.2(2.6-14.2) | <0.001
umber of discharges by Day 28 | 369 | [ 248 | 69 I
edian duration on hospitalization (95% CI) - days | os10 | 13 (10-15) | 9(8-9) | 9(8-10) [0.011
emdesivir exposure
Median (IQR) time from first symptom to use of remdesivir - days| 7 (4-9) | 7(5-9) [ 7(4-9) | 7(4-11) [0.792
edian (IQR) time from i to use of remdesivir-days|  1(0-2) | 1(0-1) | 1(0-4) | 2(1-3) | <0.001
edian (IQR) duration of use of remdesivir - days [ 5@s | 5(3-6) [ 5@ 1 5(4-6) [ 0522
[otal number of disch it the analysis time point I 389 I 53 | 261 | 75 [
fotal number of readmitted within the 28 weeks of discharge | 16 | 2 | i | 3 |
roportion of re-admission within 28 days of discharge (95% CD) | 4.1(24-66) | 38(05-13.0) | 42(2174) | 40(08-11.2) | 0.988
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Figure 1. Kaplan-Meier estimates of mortality
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Figure 2. Competing-risks regression of discharge from hospital
Competing-risks regression of discharge
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Conclusion. In this real-world cohort of COVID-19 positive hospitalized
patients, RDV use was consistent across countries. RDV was started within a median
of 7 days from symptom within 2 days of admission and given for a median of 5 days.
Higher mortality rate and duration of hospitalization was seen in the HFO group and
similar rates seen in the LFO and NSO groups. Readmission was consistently low
across all 3 groups.
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Background. In the setting of the global pandemic due to COVID-19, high-risk
patients with mild to moderate disease were identified as a group who would benefit
from COVID-19 monoclonal antibody (mAB) treatment to mitigate progression to se-
vere disease or hospitalization. The U.S. Food and Drug Administration (FDA), under
Emergency Use Authorizations (EUA) approved multiple COVID-19 mAB therapies
with specific criteria for eligibility of candidates, documentation of discussion with
patients, and reporting of all errors and serious adverse events.

Methods. A cross discipline working group implemented a mAB clinic at com-
plexity level 1a VA Medical Center in metropolitan Washington, D.C. through col-
laboration of personnel committed to patient care. The team successfully persuaded
hospital leadership to provide space and leveraged technologies for rapid commu-
nication and dissemination of education. A stewardship driven medical center wide
surveillance system rapidly identified outpatients for screening; primary care and ED
providers were engaged through various electronic methods of education, includ-
ing email, web-based team communication, intranet webpages and other electronic
modalities. Within the EMR, an order panel was implemented to assure that the key
requirements of the EUA were met and the provider was guided to the appropriate
mAB, nursing, and PRN rescue medication orders.

Results.  Of over 17,000 COVID-PCR tests were performed at our medical center,
198 outpatients were screened and 16 received COVID-19 mAB infusions between
January 2, 2021 to May 31, 2021. One patient experienced a reaction requiring the
infusion to be stopped and supportive medications to be administered; there were no
long-term sequalae reported as a result of this event.

Conclusion. A multidisciplinary collaboration is well suited to implement in-
novative processes and policies for novel therapies in the middle of a pandemic. An
agile workflow, regular communications between members of the workgroup, and
commitment of institutional leadership helped facilitate the changes necessary to pro-
vide our patients the opportunity to receive potentially life-saving therapies.
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Background. Covid 19 have long lasting complications, from myalgia, body
weakness to life debilitating strokes, and pulmonary fibrosis. Several mechanisms had
been described but mostly viral or autoimmune which causes damages which leads to
Acute respiratory distress syndrome. There is no approved treatment as of this time.
Antifibrotic drugs use had been limited due to hepatoxicity, on top of Covid 19 hepato-
pathy. This study aims to describe the role of N-acetylcysteine on Post COVID 19 pul-
monary fibrosis as an alternative treatment.

Methods. Patients are admitted at Baguio General Hospital and Medical Center
at the COVID wards. Patients are COVID confirmed by RT PCR nasopharyngeal
swab. Patient who are classified as severe were given Dexamethasone, Enoxaparin and
Remdesivir for 5-10 days. Patients who are not weaned off from O2 support underwent
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