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Agenda: ABC

◦A = Antiviral therapy/ARDS
◦B = BLOOD CLOTS
◦C = Cytokine storm or immune response



Antiviral therapy: Remdesivir early

50% faster time to recovery 15 days – 10 days
Lower progression to Mech. Ventilation



A: ARDS

◦ Awake proning only beneficial in some

◦ Saturation improves but the same number of  patients will need intubation, MV and will die

◦ Time to intubation not associated with mortality

◦ No specific COVID ARDS data so old literature suggests:
◦ Protective lung strategy
◦ Intubated Proning
◦ Paralysis
◦ 60% survival.



B: Blood Clots. Anti thrombotic therapy: 
Anticoagulation

449 patients with COVID 19, d dimer level benefit. 
Significant at 6 x nl limits



B: Blood Clots. Anti thrombotic therapy: 
Anticoagulation

2773 patients, 786 receiving AC
Overall 22.5 vs 22.8% mortality
For MV patients 29.1 vs 62.7%
Association only



B: Blood clots. ASA

◦ 412 patients. 24% received ASA

◦ Less MV 36 vs 48%

◦ Less ICU admissions 38 vs 51%

◦ After adjustment for 8 variables HR for mortality was 0.53



B: Blood clots

◦Daily Aspirin might be helpful, less sick and less need for intubation

◦DVT and PE common in COVID 19 patients

◦DVT prophylaxis for all patients

◦Full anticoagulation based on D-Dimer levels



C: Cytokine 
storm.Dexamethasone: 
Recovery trial



C:Cytokine
storm.Tocilizumab: 
Covacta

◦ 450 patients

◦ No difference in Mortality or need for oxygen therapy at 28 days

◦ Multiple phase III studies ongoing: REMDACTA, EMDACTA and MARIPOSA



Tocilizumab

4485 patients in 68  hospitals in the US.
27% vs 37 % favoring TOCI given in the ICU
Toci patients were younger and less sick
Toci arms also received more therapeutic 
agents



EMPACTA Trial:
Randomized double blind placebo 

controlled



Monoclonal Antibodies: 
Bamlanivimab BLAZE trial

452 participants within 3 days of a positive text
ACTIV‐3 trial for inpatient Bmab NO BENEFIT



• Presented to the NIH on January 
the 7th. 



IVERMECTIN

● Multiple studies in outpatient and inpatient settings.

● not powered enough

● Many confounders not adjusted for.

• January 14th update:
The Panel has determined that there are insufficient data to recommend either for or 
against the use of ivermectin for the treatment of COVID‐19. Results from adequately 
powered, well‐designed, and well‐conducted clinical trials are needed to provide 
further guidance on the role of ivermectin in the treatment of COVID‐19.



C: Cytokine storm

◦ Steroids helpful for HFNC/MV patients, Harmful early

◦Outpatient early treatment with monoclonal antibodies

◦Unknown effect for immunomodulators (Toci and Anakinra) as of  
yet.



SO old principles still apply: 

◦Early decrease of  viral Load Matters:
◦ Monoclonal antibodies “Bmab” if  you are outpatient
◦ Remdesivir if  you are inpatient and need Oxygen
◦ NO BENEFIT if  you are admitted on HFNC or Intubated.

◦Mitigating the immune response late:
◦ Steroids helpful Late, harmful early
◦ Immunomodulators. No Benefit as of  yet



What are 
others doing?



Questions

◦ Remdesivir and steroids for pediatric and 
pregnant population

◦ If  you do not have the test use the EWS.

◦ If  antiviral medications are scarce focus on 
indicated steroids, anticoagulation and 
antibiotics +/- Ivermectin

◦ Vitamins, ASA as outpatients

◦ Resource allocation:
◦ Proactive plan based on likelihood of  survival
◦ Age, SOFA scores, co-morbidities
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