Disclosures
COVID-19:
. * None
Focus on Inpatient Treatment
Paul E. Sax, M.D.
Clinical Director, Division of Infectious Diseases
Brigham and Women's Hospital
Professor of Medicine, Harvard Medical School
psax@bwh.harvard.edu
W @PaulsaxMD
!RIG:;ITJIHM‘E’;;‘!:DWUMEN’S
Department of Medicine TEACHING AFFILIATE
. What happened since October 2020, the last
COVID-19: Outline bp '

hospital medicine update?

« What happened since last year’s course? * Fading of summertime surge of cases in South and Midwest USA

« Synchronous massive increase in USA December-January 2021, followed by
huge rise in some countries — notably India, Brazil, South Africa

* Greater understanding of the science of SARS-CoV-2 transmission

* Widespread utilization of remdesivir and dexamethasone, +/- tocilizumab,
for inpatient treatment

« Clinical presentation and diagnosis
* Treatment

* Emergency use authorization of 3 highly effective vaccines and monoclonal
antibodies for outpatient treatment

* Recognition of more transmissible and (possibly) more severe and vaccine-
evasive variants, leading to the current domination of delta

* Ongoing debates regarding masks, schools, vaccination policies
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COVID-19: Outline Case presentation: History

* What happened since last year’s course? * 55-year-old woman with cough, shortness of breath, and fever

i _u "
« Clinical presentation and diagnosis * Chose not to be vaccinated — “I have my reasons’

* Onset of malaise, headache, sore throat, and chills 7 days prior to admission
* Treatment

* Home COVID-19 antigen test positive the next day
* Last 24 hours before admission — escalating cough and shortness of breath
* PMHx: obesity (BMI 41), diabetes, hypertension, chronic renal disease

 Daughter insisted she go to the hospital when she couldn’t complete
sentences over the phone

+ Exam: T101.4, HR 110, BP 170/110, RR 20, RA 02 sat 91%

Case Presentation: Laboratory and radiographic

evaluation
~COVID Labs
WEC 4 340
ANC 204 282
Lymph& ore 037
Procalcitonin 0.48:
AST (SGOT) =2 72
ALT (SGPT) (UL) 119 102
LDH RESU.
D-Dimer (ngiml) 1,680,
CRP (molL) 1855
Fesitin 2838
(-3 k-
Troponin T-hs Gen§ 15 15,
NT-preBE 248 4475
(=] 84
Creatinine 105 188
GFR (estimated) Fo 30
QTC Interval 448

Questions to consider

* Where is she in her clinical course?
* What is the preferred diagnostic test?

* What treatment should she receive?
* Antibiotics?
* Monoclonal antibodies?
* Remdesivir?
* Dexamethasone?
* Tocilizumab?
* Baracitinib?
* (lvermectin?)
* What is the status of outpatient therapy?




Clinical manifestations: Nearly every organ system

Neurologic
Dermatologic * Headaches - Ageusia
Petechiae « Urticaria ; * Diziness . Myalgia
Uvedoreticularis  + Vesicles + Encephalopathy  +  Anosmia
+ Erythematousrash Pernio-like lesions e * Guillain-Barré - Stroke
Cardiac 4 ‘Thromboembolism
* Takotsubocardiomyopathy Cardiogenic shock ] - Deepveinthrombosis
. + pulmonaryembolism
Cardiac arrhythmias + Acute cor pulmonale + Catheter-relatedthrombosis

Hepat
Elevated ALT/AST
Elevated bilirubin

Endocrine
Hyperglycemi
Diabetic ketoacidosis

Renal
Gastrointestinal cutelidneynry
farthea « Abdominalpain + Proteinuria

* Nauseafvomiting = Anorexia Hematuria

LIL0L et ot/ Med Virol 2020:82:57)-583; Bonm A, et al Gpen Form nfectDis. 2021 Mar 16 [Egub ahead ofprekl

Clinical course of symptoms

Incubation Period Fever

Critical liness in 5% of
symptomatic patients

Cough our
Fatigue
Anorexia Case

Myalgias Severe finess in 14% of
Diarrhea symptomatic patients

12 3 4 s 1 2 3 4 5 6 7 8 9 10 11

Median Days to Onset After

Development of Initial
Symptoms

Profound and prolonged post-illness fatigue — very common

U1LQ, etal./ Med Virol, 2020,92:577-583%; Arentz M, et . JAMA. 2020,323:1612-1614;
hen N, et a. 1

Risk factors predictive of disease severity

Obesity * Every study — older age, males
gypbertension . iT:;nseﬁgg young adults — highest
iabetes

* Why are infants and children largely
Chronic renal disease protected from severe disease?

Coronary artery disease * Uncertain

COPD * “Healthy” HIV - no comorbidities
Congestive heart failure * Asthma

Pregnancy

Immunosuppression, esp B-cell

depleting therapies

HIV

With COVID.19—COVID.NET, 16 tates, March 1-30, 2020, MMWA 2020 April 8

‘GoyalP. Cinical Characteristics o Covid-19 in New York City. NEIM 2020 Apr 17.

Richardson 5. Presenting Characteristis, Comorbidites, and Outc

York ity Area. JAMA 2020 Apri 22

Risk factors predictive of disease severity

Obesity
Hypertension

) incidence
Diabetes

Chronic renal disease

* Every study — older age, males
* Teens and young adults — highest

* Why are infants and children largely
protected from severe disease?

*  Coronary artery disease * Uncertain
« COPD * “Healthy” HIV - no comorbidities
*  Congestive heart failure * Asthma
* Pregnancy
* Immunosuppression, esp B-cell
depleting therapies
* Hv
i ith COVID-19—COVIDANET, 14 sttes, March 1-30, 2020, MMIWR 2020 Ao &

Goyal . Cical Characteristcs of Covid-19 in New York City. NEJM 2020 Apr 17
Richard: bitics, and

New York City Area. JAMA 2020 April 2.

IDSA: SARS-CoV-2 nucleic acid amplification (NAAT) testing
of symptomatic individuals

High Suspicion for COVID-19 |

\ Non-hospitalized )J—

Hospitalized

Lower Known exposure
respiratory tract or high prevalence
symptoms. area
1 1
‘0V-2 Nucleic Acid ification Testing

Collect nasopharyngeal, nasal, or mid-turbinate rather than or saliva specimens
Provider-collected or self-collected specimens acceptable except nasopharyngeal

If negative,
repeat testing

testing (from repeat testing repeat testing
lower tract if
possible)

f negative, repeat f negative, ‘ ‘ If negative, do not

1DSA.COVID-19 Guideline, Part3:Diagnostics. Version 1.0.1

Estimated sensitivity and specificity based on
clinical sample collection — sensitivity not 100%

Test, % (95% CI) Sensitivity
Sample location (3 studies) = Upper respiratory tract 76 (51-100)
®  Lower respiratory tract 89 (84-94)
* Oral 56 (35-77)
*  Nasal 76 (59-94)
Upper respiratory tract samples = Nasopharyngeal 97 (92-100)
(11 studies)* = Nasal (vs nasopharyngeal) 95 (87-100)
* saliva 85 (69-94)

* Mid-turbinate

Repeat testing via nasopharyngeal =  Single test
swab (3 studies) * Repeat test

100 (93-100)

71(65-77)
88 (80-96)

Specificity
100 (99-100)
100 (99-100)
99 (99-100)
100 (99-100)
100 (99-100)
100 (99-100)
100 (99-100)
100 (99-100)
100 (99-100)
100 (99-100)

*Not head-to-head comparisons. Not all specimens were collected from the same patients at the same time point, the time of
collection from symptom onset was not provided in all studies, and the studies used various approaches for establishing SARS-

CoV-2 positivity to define positive results,

1DSA.COVID-19 Guideline, Part3:Disgnostcs Version 101




Common COVID-19 diagnostic methods:
PCR and antigen testing compared

« st leic Acid Amplification Test (NAAT/PCR) AntigenTest
Intended use = Detect currentinfection = Detect current infection
Analyte detected ~ * Viral RNA = Viralantigens

Specimen types *  Nasal, nasopharyngeal, sputum, saliva = Nasal, nasopharyngeal
Sensitivity = Variesby test, but generally high = Moderate

Specificity = High = High

Test complexity = Variesbytest = Relatively easy to use
Authorized for POC = Most are not, some are = Mostare, some are not
Turnaroundtime  *  15minto>2days = 1530min

Cost " Moderate (~ $100/test) *  Low(~ $1to $50/test)

Reduced sensitivity vs PCR may resultin false
negatives

= May be necessary to confirm with NAAT

= Athome tests authorized by FDA

= Primary method for COVID-19 diagnosis in [
Considerations hospital setting
= Duration of positive tests highly variable

Udugama. ACS Nano. 202014:3822. Lee. Front Immunol. 2020;11:879
o Cov.

2020

Timing of PCR and antigen test positivity

= Both RNA and antigen are Exposure  Symptom
to virus onset
detectable before symptom onset_ :

2
Antigen positivity declines quickly §
after symptom onset, but RNA
may be detectable for weeks

Some argue antigen tests are
more accurate for detecting
“infectiousness” — data are
supportive, not definitive '

Probability of De

Wks From Symptom Onset

== PCRtest
== Antigen test

hitos:funw nature comyarices/ 41586 020026612

@

Rainforced our 8 inside. Mbe
rapid testing peopie o ensurs everyone's safety!

COVID-I9

COVID-19: Outline

« What happened since last year’s course?
* Clinical presentation and diagnosis
* Treatment

Selected Therapies for COVID-19 B{

* Inpatient * Outpatient
* Antivirals * Monoclonal antibodies
* Monoclonal antibodies « Fluvoxamine
« Remdesivir .

Budesonide, ciclesonide

* Immunomodulators « Molnupiravir

* Dexamethasone

<  Colchicine
* Tocilizumab .
S * Metformin

* Baricitinib ) )
* Vitamin D
* Ivermectin

COVID-19 therapies provide benefit at different
stages

Stage | Stage I stage Il
(Early Infection) (PulmonaryPhase) - (Hyperinflammation Phase)
1A B

= Viral Response Phase I
° .
g 1 I
5 | Hostinflammatory Response Phase
“ 1 1 1
1 Time Course. 1
1| Shortness o[y
Fever >99.6°F and with hypoxia (I1B) (Pa0,/FiO; IRS/shock
Ory coueh | 2300 mm He) I Cardinc falure
I [ elevated
Clinical signs. Lymphopenia 1 Transaminitis 1| (CR, LDH, IL-6, D-dimer, ferritin)
Troponin, NT-p - Benefi
" s Tropenin. N | Benefit
( Monoclonal antibodies demonstrated
Remdesivir | Benefit unclear
o st o o |mmune-based Rx ]




Monoclonal antibody therapy for patients with mild-to-

moderate COVID-19

Bamlanivimab /

Casirivimab / Imdevimab " Sotrovimab
(Combination mAb) Etesevimab (single mAb)
(Combination mAb)
February 9, 2021
EUA Issued s o) Distribution paused, then May 26, 2021
P d resumed Aug 27, 2021
Adults and Children Adults and Chidren Aduls and Children
Ages

aged 212 years

Single dose (600 mg each)
IV infusion over 1 hour

aged 212 years aged 212 years

Single dose (500 me)
Single dose Vinfusion over 30 min

“May. tion f
Winfusion i not feasible or
would ead to treatment delay.

700 mg and
1,400 mg of etesevimab

Casirivimab + Imdevimab for mild-to-moderate COVID-19:
Results from phase 3 randomized controlled trial

* Phase 3 randomized, placebo-controlled trial of 4,057 Covid-19 outpatients with one or more
risk factors for severe disease

« 70% reduction in COVID-19-related hospitalization or all-cause death compared to placebo (p =
.0024)

+ Treatment also led to faster time to resolution of symptoms and decline in viral load

Woivsich DM ot al ModRuiy May 21, 2021 6ol og/10.110112021.05 19 21257469

Monoclonal antibody treatments as of September

2021

 Casirivimab plus imdevimab, or sotrovimab, (or bamlanivimab plus etesevimab
for susceptible variants) reduce risk of disease progression in high-risk

outpatients

« Start as soon as possible — preferably < 10 days after onset of symptoms
« Canalso can be given as post-exposure prophylaxis -- even to inpatients

« Prior vaccination should not influence treatment decisions

* Inpatient use for COVID-19 disease is not covered under the current EUA
“They may be available through expanded access programs for
patients who have not developed an antibody response or who
are not expected to mount an effective immune response to

SARS-CoV-2 infection”

www.covid19treatmentguidelines.nih.gov

covip.

Eligibility criteria
for treatment

RA
AGE-BASED RISK FACTORS

AGES 12-17 AGES 18-54 MGES55-64  AGESES5OROLDER
. Ouaany: Anyone 83 o chter
Confirmed COVID-19 by PCR or Ag et g ==
testing Do Dabotes
Mild-moderate symptoms (not A canstion of we takng
Hearconsten 5 corcn or s
asymptomatic) o e o SehsberimAre, kg mecoston hat
Do NOT require oxygen (or Haan constion mat e =
1 forencn Saed pr-— comons
increase from baseline 02) Daubdiae, ! -4
Not hospitalized [ High blood prevears:
" P hgh - A conston or are
Infusion must be completed - e e
e S cot avamn S Sasmas s erle
within 10 days of symptom onset o ‘Gmease (COPD) or
N S on i
Have at least 1 risk factors for oy o™ regular use of medcal
N . Secreioy e+ g o
progression to severe disease (Se€  puymotans rasrma " S0 e el
table) o shia s e g P
Vaccination not exclusionary Depancartcn o
b4
S st PP

www.covid19treatmentguidelines.nih.gov

Monoclonal antibody treatment challenges

Wé Have a Lifesaving Treatment
for Covid-19. Why Is It So Hard
to Get?

Doctors like me want monoclanal antibodies for our
higherisk patients, but the medicine is difficult to
comeby.

+ Optimally given soon after onset of symptoms—
or even before for high risk patients

« IV access required in most cases

« Treatment/observation takes 1 hour or longer
« Paperwork complex

* EUA means no ready supply in community

« Patients maximally infectious during early disease
~ where should they be safely treated, and how do
they travel?

« Infusion centers often serve many
immunocompromised patients

« Primary purpose of EDs i patient triage and
stabilization, not treatment

The New York

RECOVERY: Casirivimab/imdevimab for inpatients with COVID-19 improved
survival for seronegatives

Seronegative vs Seropositive Al Participants

Seronsgaive
Rateratl, 0.80(0.70-031)
£ - 00100y log rank ast

Usual care:

Cas/Imdev.

Usual care:

Mortality, %

Cas/Imdev. Cas/Imdev

Mortality, %

Usual care:

seropositve s
Rateatio, 109 (095-1.26)

Rateraio, 094 (036-103)
P=.17 by log-rank test

Among ive pati irivimab/imdevi
therapy reduced deaths by 20% (P = .001)

UK, United Kingdom. RECOVERY ) etal 021.06.15.21258542.




Inpatient monoclonal antibody treatment: Not zerzdzsw!r COVID-19 treatment trial (NIAID ACTT-1):
yet, but soon tudy design

= Multicenter, adaptive, randomized, double-blind, placebo-controlled phase Ill trial
« Despite benefits seen in seronegative participants in RECOVERY trial, Day 10
inpatient therapy not yet available Adult patients > 18 yrs of age; ;
X X . X hospitalized with symptoms of RemdesivirIV QD Dally assessment to Day 29
* Dose higher than outpatient trials — uncertain what recommended COVID-19/5ARS-CoV-2 infection and / Day 1200 mg ; D2-D10100 mg for time to clinical
i 1 i 21 of following: infiltrates improvement while
inpatient dose might be by imaging; SpO, < 94% on room air; \ e hospitalized;
. . - requiring supplemental oxygen; or if discharged, assessments at
* Possible signal of harm for seropositives requiring mechanical ventiltion Days 15, 22, and 20
. (N =1063)
* To implement:
« Change in emergency use authorization EUA = Primary endpoint: time to recovery* by Day 29 according to ordinal scale
* On-site anti-spike antibody testing with rapid turnaround
« Wider distribution to inpatient pharmacies

= Secondary endpoints: treatment-related improvements in 8-point ordinal scale at Day 15

*Day of recovery is first day patient satisfies 1 of these categories from ordinal scale: 1) hospitalized, not requiring supplemental oxygen,
o longer requires ongoing medical care; 2) not hospitalized, limitation on activities and/or requiring home oxygen; or 3) not
hospitalized, no limitations on actvities

Side adapted from A Kim. n Seigel NEIM. 2020]Epubl NCTO4280705

NIAID ACTT-1: Efficacy and safety of remdesivir in a o ) :
double-blind trial Y \ Remdesivir: Miscellaneous issues and
ouble-blind tria :
controversies
= Preliminary results from 1059 patients with data available after randomization
» * Three randomized clinical trials showed no benefit
Outcome Remdesivir Placebo HR (95% CI) P Value + Study in China underpowered
(n=538) (n=521) + WHO SOLIDARITY and DISCOVER: No benefit - but time from onset of symptoms generally 7 days
[ Median recovery time, days 11 15 1.32 (1.12-1.55) < .001] or longer
Mortality by 14 days, % 71 119 0.70 (0.47-1.08) NS « Should all patient complete 5 days of treatment?
* Should it be given to patients
= Benefit greatest for those treated earliest after symptom onset * Who do not require 02? (My opinion - yes)
. R L . + Who require mechanical ventilation and or ECMO?

= Serious AEs: 21.1% (114/541) with remdesivir and 27.0% (141/522) with placebo + Who have > 7 days of symptoms?

subgroup Patients,n Recovery Rate Ratio (95% C1) * Should treatment be in certain i ised hosts?

138 1.29(091-183) + Should it be given to outpatients?

Recelving nveen 435 —— 15 (118-179) e

High-flow O; or NIV 193 —t— 1.09 (0.76-1.57) « If decision is made to treat, start ASAP

1MV or ECMO o R 098 (070-136)

—_——
o 10 20 30 40
Placebo Better Remdesivir Better ‘Wang Y, et al. Lancet 2020; WHO SOLIDARITY NEJM 2021; Ader F, et al. Lancet 2021. 34
Beigel. NEJM. 2020.

. RECOVERY: Benefits of dexamethasone depend
Selected Therapies for COVID-19 13( on disease severity at baseline P

* Inpatient * Outpatient o Ouygenta « 1535 Oygen Only o = 183}

* Antivirals * Monoclonal antibodies * o = AR 082 (95% C:0.720.0)
* Monoclonal antibodies « Fluvoxamine
* Remdesivir + Budesonide z _ g

* Immunomodulators « Molnupiravir £ . E E
« Dexamethasone + Colchicine 5 i i
. Toc'[li-lun‘mb * Metformin .
* Baricitinib « Vitamin D

* Ivermectin
« Survival benefit seen in patients with O2 requirement and greater severity
« In those not requiring 02, suggestion that dexamethasone worsens outcomes

3 *RECOVERY Callaborative Group. NEIM. 2020;{Epub].




REMAP-CAP: IL-6 inhibitors improve survival in
critical illness

COV-BARRIER: Baricitinib for inpatients with COVID-19

. s B A .
* Adult patients within 24 Hazard raio with pooledineteukin§ recaplor sntagorit, " Eligible: Non-intubated COVID19 A overs tposuttionsy
hours of requiring organ 161 (35% eredible interval, 1.25-2.08) pneumonia with at least one elevate o0y, acebo.
q 8 org: N inflammatory marker (C reactive — brcinbgp
support in ICU randomized E protein, D-dimer, lactate _ HROS7(95% 10.41-0.78) nominalp=0.0018
to IL-6 inhibitor m, 075 dehydrogenase, ferritin) é ;
(tocilizumab or sarilumab) ':_ 050 * Primary endpoint: Disease progression §
or standard care 3 « Secondary endpoint: Mortality =
025
.0 f i + Study participants could receive +
utcomes of organ-support | remdesivir (18%) and/or : 7 " A 13
free days and overall o 15 % 45 0 5 % dexamethasone (79%) e
survival favored ) oo + Baracitinib treatment si Mo e 4 - Rt R R el
intervention arm el reduced 28-day mortality
Control 402 wm 268 142 m n6 s
N Engl J Med 2021; 384:1491-1502 MarconiV, etal. Lancet 2021
DISEASE SEVERITY PANEL'S RECOMMENDATIONS DISEASE SEVERITY PANEL'S RECOMMENDATIONS
. Trw Porsl moommends ageinet O w00 of demmethascr e} o
‘other corticosterolds (AN} e . T other corticosteroids (Allf)
For, n-_dmiuwlmuh'mlalm-'—
rogresion, endeia by 5 sppeopise piresirpiwegiel apostoie
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owygen) (Bila)
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waed o 5 ot avadabiel B1)
covid19treatmentguidelines.nih.gov covid19treatmentguidelines.nih.gov
DISEASE SEVERITY PANEL'S RECOMMENDATIONS DISEASE SEVERITY PANEL'S RECOMMENDATIONS
. Trw Ponsl rcommends againe G 00 of demamethascr e} o
‘Hospitalized but Does Not o v aiher for or againei the Hospitalized but Does Not ot cort i

routing use of remcesii. For patients at Hich sk of Gsease:
prespuss co, s ay b apgroenate

Usa o of the folowing optians:

‘cxygen) (Bla)

i 0.9,
creasing amounts of supiemantal oxygen) (BN

sed o is ot avadabie) )

Usa one of the folowing cztans:

covid19treatmentguidelines.nih.gov

* Doxamethasons pius remdesivic (Bl

Hospitalized and Requires
Oxygen Delivery Through remds anciaysteme rFammasen

High-Flow Device or Noninvasive
Vantilation wo options abover

50, totaeitind can b used irslesd of barctind [Bll) or V.
56 U4 atesd of IV tookrumas (Bila).

agurs
routine use of mdesiic For patiects st High rik of daesse
pronyess co. sadesors oy b pgroprate.

Uss ona of e sslowng otions

‘onyger) Bila)

i fog. o
ncreasi ameunts of .ol marts oxy 347} (B

e ot i ot svadabie) (B)

Use e of e clowng optors ™

« Dexamethasone plus remdosivi (BIl)

covid19treatmentguidelines.nih.gov
Wospitaized and Requiros

Qxygen Detivery Through & rwecs and systenic afammation.
Migh-Flow Device or Neninvasive
Vontiation twa cptions above

7, totacitinds an b used nieed of barcsint (Bis) or
sariumab can be used ratead of V tociz.mas (Blla}

* Dexamethasans (A1
For pasients who are wehin 24 hours of admasion 1 e ICU:
. plus IV tocilzumab

1V Socizumals s not svalabio or hot easile 1o e, IV
ariumab can b used (Bika)
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Antibiotic prescribing in patients with COVID-19: rapid

review and meta-analysis

Bradiey J. Langford “ ) - Miranda So - Sumit Raybardhan - ... Duncan Westwood - Nick Daneman «
Derek R. MacFadden - Snow all authors

« Review of 154 studies involving 30,623 people with COVID-19
 Antibiotics prescribed in 75%, more common with critical illness
« Bacterial co-infection identified in 8.6%

< IDSA guidelines: “There are inadequate data regarding the use of
empiric antibacterial agents in patients with mild or moderate COVID-
19. Most guidelines recommend against use of empiric antimicrobials
in patients admitted to the hospital with non-severe COVID-19.”

Langford BJ, et al. CMI 2021. opencriticalcare.org/covid-dashboard

Questions to consider — Now with answers

* Where is she in her clinical course? Start of inflammatory stage
* What is the preferred diagnostic test? PCR

* What treatment should she receive?
« Antibiotics Usually not indicated — stop early if cultures negative
* Monoclonal antibodies? No — but if antibody negative, likely soon
* Remdesivir? Yes
« Dexamethasone? Yes
« Tocilizumab? Not unless headed to ICU
+ Baracitinib? Same as tocilizumab, or alternative to dexamethasone
* Ivermectin? No

* How will outpatient therapy potentially change in the future?

. )

Ivermectin

* Antiparasitic agent with | You are not a horse. You are not a cow. Seriously,
marginal in vitro activity y'all. Stop it.

against SARS-CoV-2

* Some (not all)
observational studies and
unpublished RCTs show
benefit in prevention and
treatment

* Not recommended in NIH
or IDSA guidelines except
in clinical trials

* Extensive off-label
prescribing in certain
regions

« Several well-designed
clinical trials ongoing

Selected Therapies for COVID-19

* Inpatient * Outpatient
* Antivirals * Monoclonal antibodies
* Monoclonal antibodies * Fluvoxamine
* Remdesivir « Budesonide, ciclesonide
* Immunomodulators « Molnupiravir
* Dexamethasone « Colchicine
* Tocilizumab )
* Baricitinib . yterfo.rmgn
* Vitamin
* Ivermectin

R

Case outcome

* Received remdesivir loading dose and dexamethasone in the
emergency room
« Baseline nucleocapsid antibody: positive

« Also received ceftriaxone and azithromycin — stopped after 2 days

« Treated 5 days of remdesivir then discharged home; dexamethasone
stopped at discharge

* Advised to seek immunization after complete recovery

My ‘Long Emnd’ Nightmare:
Still Siqk After6 quths.

NY Times, Jan 21, 2021




“Longeovidinprimary care

Management of “Long COVID”/PASC

* Post-Acute Sequelae of SARS-CoV-2 infection — PASC
+ Pathophysiology not clear

* Must distinguish between non-specific symptoms (e.g.
SOB, fatigue, neurocognitive “brain fog”) and serious
complications (e.g. VTE, heart failure, pulmonary

fibrosis)
 For fatigue: graded exercise program based on degree
of sy with cardi if known

cardiac sequelae
* Mental health support

Greenhalgh et al. BM) 2020. 370

Question regarding post-COVID-19 syndromes

* How common are post-COVID symptoms?
* How should we evaluate such patients?

* What tests should we order?

* How should they be managed?

NIH launches new initiative to study “Long
CovID”

Take-home points: Inpatient management of
COVID-19

« All symptomatic patients:

* Remdesivir, started as soon as possible

* No need to give full 5-day course if recovery is rapid

* No benefit if started “too late”

* (Coming soon — monoclonal Abs if antibody negative on admission)
* Patients requiring oxygen:

* Dexamethasone added to remdesivir

* Baricitinib if dexamethasone contraindicated
« Patients about to require, or soon after requiring, ICU care:

* Add tocilizumab or baricitinib

* (Sarilumab may be used if tocilizumab is unavailable; tofacitinib if baricitinib
unavailable)
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