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Topic: Update on COVID-19
Research
Pfizer Vaccine (BNT162) Clinical Trial
Pfizer and its partner BioNTech published a press release that describes the first interim
analysis of the Phase 3 trial of BNT162, which is their vaccine candidate for the prevention of
COVID-19 (Pfizer, 2020). The study has enrolled 43,538 participants from several different sites
around the world with half of the volunteers receiving the vaccine and half receiving a placebo in
the form of a saline injection. The analysis was performed, as was described in the study’s
protocol, when there were 94 confirmed cases of COVID-19 reported in the participants.
The procedure for the protocol includes six planned visits to collect information and administer
the vaccine or placebo as well as unplanned visits with study personnel as needed if
participants develop symptoms of COVID-19 (Pfizer, C4591001, 2020). After being screened for
inclusion in the study, the participants were randomly assigned to receive either the vaccine or
the placebo, and both the participants and staff who administer the vaccine and assess
outcomes are not aware of who has received the vaccine and who has received the placebo.
There were several important points about the participants included in the trial. First, there is a
wide range of age groups from 12 years of age and older with a minimum of 40% of participants
over the age of 55. Including both young adults and older individuals is important because
young adults are more likely to have an increased number of contacts outside their household
and older individuals are at higher risk for severe outcomes and are often excluded from early
trials. There was also a conscious effort to expand the racial and ethnic diversity of participants
in the trial, which led to 42% of global participants and 30% of U.S. participants reporting racially
and ethnically diverse backgrounds.
The first and second injection occur between 19 and 23 days apart. Observation visits are then
scheduled at one month, six months, 12 months, and 24 months after the second injection.
Participants were instructed to contact study personnel if they developed symptoms of COVID19.
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The initial list of COVID-19 symptoms used included the
presence of at least one of the following symptoms
 Fever
 New or increased cough
 New or increased shortness of breath
 Chills
 New or increased muscle pain
 New loss of taste or smell
 Sore throat
 Diarrhea
 Vomiting

Additional symptoms were updated as more was learned about COVID-19, and symptoms of
fatigue, headache, nasal congestion or runny nose, and nausea were later added.
Testing for SARS-CoV-2 was performed using PCR-based tests within four days before or after
the symptomatic period at the central laboratory associated with the trial site or at a local testing
facility using an acceptable test if travel to the central laboratory was not possible.
For those participants without symptoms, blood samples will be tested for the presence of
antibodies to SARS-CoV-2 that are collected at the regularly scheduled observation
appointments. Four different antibody tests will be conducted to screen for previous SARS-CoV2 infection.
Based on the results of the interim analysis, the researchers found that
participants who received two doses of the vaccine had 90% fewer symptomatic
cases of COVID-19 than those who received the placebo.
This is well over the efficacy rate that was used as a target for the trial, which was between 60%
and 70%. The safety profile of the vaccine was good, but there were some side effects,
including aches and fevers after the injection. The researchers will continue to collect data, and
a final analysis of the trial will be performed when there are 164 confirmed cases of COVID-19.
Later analysis over the entire 24 month period will also be performed.
Pfizer has stated that they will apply for Emergency Use Authorization of the vaccine in the third
week of November, when half of the patients in the study have been observed for safety issues
for at least two months following their second dose. This time point was set up before the trial
began in coordination with the FDA (Herper, 2020).
As usual, there are still unanswered questions about the vaccine, including





Whether the vaccine prevents severe cases
If the vaccine prevents people from asymptomatic infection
How long the vaccine will protect against infection by the virus
How to facilitate distribution because the vaccine must be stored at very low temperatures
(-80° C)
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Potential COVID-19 Treatments
LY-CoV555 Antibody Treatment from Eli Lilly
Researchers investigating the efficacy of Eli Lilly’s neutralizing antibody called LY-CoV555
published their interim analysis from a Phase 2 clinical trial in the New England Journal of
Medicine (Chen et al., 2020). The company is planning on using the name bamlanivimab as the
investigations continue. In the trial, 452 participants were randomly assigned to a group to
receive a single intravenous infusion of the antibody LY-CoV555 in one of three doses (700 mg,
2800 mg, or 7000 mg) or a placebo infusion. The participants had been recently diagnosed with
mild cases of COVID-19 and did not require hospitalization. The researchers were assessing
the ability of the treatment to reduce the amount of virus produced, lessen symptoms, and
prevent hospitalization.
It was found that treatment with the 2800-mg dose of LY-CoV555 led to a 3.4-fold reduction in
the amount of viral RNA that was detected compared to participants receiving the placebo. The
lowest and largest doses led to much smaller decreases in viral RNA that were considered not
clinically significant. On days 2 to 6, the participants who received LY-CoV555 had a slightly
lower severity of symptoms than those who received placebo. The percentage of participants
who had a COVID-19–related hospitalization or visit to an emergency department was 1.6% in
the LY-CoV555 group and 6.3% in the placebo group. When the participants with high risk were
evaluated separately (e.g. those over 65 years of age or those with a BMI in the obese range,
there was a larger magnitude in the difference with 4% requiring hospitalization or emergency
room treatment in the group receiving the antibody and 15% in the group who received the
placebo.
No one taking LY-CoV555 had a serious adverse event, and one person in the placebo group
reported a serious adverse event. The researchers concluded that one of three doses of LYCoV555 accelerated the decline in viral load over time, while the other doses did not have a
large effect by eleven days after treatment.
One of the researchers involved stated that "These data indicate that the
treatment is safe. The patients who received LY-CoV555 had fewer
hospitalizations and a lower symptom burden than those who received placebo,
with the most pronounced effects observed in high-risk” groups.
The NIH also announced termination of a similar trial investigating the effects of LY-CoV555 in
hospitalized individuals due to a lack of effect (NIH, 2020 and Paulsen, 2020). The trial had
been paused on October 13, due to a possible adverse event. There were no safety issues
identified when the events were closely examined, but the researchers also found that there
was a lack of clinical benefit for hospitalized patients. The researchers postulate that the lack of
effect in those needing hospitalization is due to a longer course of infection, more severe
symptoms, and receiving different treatments than those who do not require treatment in the
hospital.
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Based on the outcomes, the researchers suggest that LY-CoV555 may prevent the progression
of disease in individuals with early-stage COVID-19. A Phase 3 trial is being organized to
determine the effect of antibody treatment in residents and staff of long-term care facilities.

Assessment of Time Until Infection Levels Change with Non-Pharmaceutical
Interventions
The time interval between changes in community-wide interventions such as closing school,
banning large gatherings, or closing non-essential businesses has been estimated based on the
incubation time and other characteristics of SARS-CoV-2, but researchers have now been able
to use reported outcomes to assess the time frame for an effect to manifest (Li et al., 2020).
It took a median of 8 days following the introduction of non-pharmaceutical interventions to
observe 60% of the maximum reduction in the reproduction number. The reproduction number
is the expected number of COVID-19 cases directly cause by a single infected person. When
interventions were lifted, it took longer to observe an effect. It took a median of 17 days after
relaxation to reach 60% of the maximum increase in the reproduction number. A combination of
reopening schools, lifting bans on public events, lifting bans on public gatherings of more than
ten people, lifting requirements to stay at home, and lifting internal movement limits led to an
increase in the reproduction number by between 11% and 25% on day 28 following the change.
Overall, the researchers describe a delay of between one and three weeks before
the effects of lifting or implementing restrictions could be observed.

COVID-19 Incidence in Non-Healthcare-Based Essential Workers
In order to evaluate the incidence of COVID-19 in essential workers that do not work in
healthcare, researchers assessed the occupational history and COVID-19 status of workers at a
single retail grocery store in Massachusetts (Lan et al., 2020). During the study, 104 workers
were tested for COVID-19 with PCR-based testing, and additional information was obtained
from questionnaires about anxiety and general health status.
Of those tested, 20% were found to be positive, and 76% of the individuals with a positive test
were not experiencing symptoms.
Workers who had direct contact with customers were five times as likely to test
positive.
Symptoms of anxiety were identified in 24% of the workers, and 8% had symptoms of
depression. Those who were able to practice social distancing consistently at work had lower
risk of anxiety or depression. Use of public transportation also increased the likelihood of
anxiety or depression compared to workers commuting by foot, bike or private cars.
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Infection Rates and Infection Fatality Rates
Researchers performed an analysis of age-specific mortality in relation to the presence of
antibodies to better understand the differences in infection and fatality from SARS-CoV-2
between countries and in different population groups (O’Driscoll et al., 2020). Based on the
analysis, they found that there is a consistent risk of death for individuals under 65 years of age
around the world with little variation between different countries. However, in older individuals,
there is a larger amount of variation in the risk of death based on region.
The infection fatality rate was calculated based on age and ranged from 0.001% for those
between the ages of five and nine years to 8.29% in individuals over the age of 80. The infection
fatality rate for those over the age of 80 ranged from 2.49% to 15.55% between different
national-level studies. There was a mean increase of 0.59% in the infection fatality rate for each
five years of age. There was also a large difference in the infection fatality rate between older
men and women with an overall fatality rate of 10.83% for men over 80 years of age and 5.76%
for women over 80 years of age.
The nationwide infection fatality rates were found to be different in countries that have different
population demographics. For example, Japan has a high proportion of older individuals, and
the infection fatality rate was 1.09%. Kenya, on the other hand, has a larger younger population,
and the infection fatality rate was 0.09%.
Of the 45 countries included in the analysis, representing 3.4 billion people, the researchers
estimate an average of 5.27% of the populations had been infected by September 1. The values
range from 0.06% in South Korea to 62.44% in Peru.
The infection fatality rate and number of infected individuals in nursing homes or long-term care
facilities is much higher. The analysis indicates an infection fatality rate of 22.25% in French
nursing homes with 7.28% of the nursing home population infected. The infection rate is 1.70
times that of the general population as of September 1.

Improvements in Survival of Individuals Receiving Critical Care
A study of the outcomes of individuals receiving critical care for COVID-19 in England indicates
that there has been a substantial improvement in survival of this group (Dennis et al., 2020).
The study investigated 21,082 individuals who were treated in the high-dependency unit or
intensive care unit between March 1 and June 27. Records of people treated were accessed
through the COVID-19 Hospitalisation in England Surveillance System database.
The survival rate 30 days after hospital admission was the lowest in late March with 71.6%
survival in high-dependency units and 58.0% in intensive care units. By the end of June,
survival had improved to 92.7% in high-dependency units and 80.4% in the intensive care units.
The improvement was not associated with differences in age, sex, ethnicity, or major
comorbidity burden of the admitted individuals.
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The authors stated that changes in COVID-19 disease severity at admission,
patient selection for critical care management, critical care treatment, hospital
capacity, and COVID-19 testing could explain the differences.
The timing of the change also corresponds with the start of the RECOVERY clinical trial that
investigated the use of dexamethasone, cytokine lowering drugs, and convalescent plasma.
Increases in the use of these treatments may have contributed to the better survival rates, but
the authors were not able to access specific medications used from the database. Therefore the
effect of specific medications could not be included in the analysis.
There was also a change in occupancy levels of hospitals in England between the two time
periods. There is a well-established decline in patient-specific outcomes that has been observed
when hospitals reach thresholds of unsafe occupancy levels. Based on the available data, the
authors could not determine if improvements in the quality of care led to improvements in
survival.

Predictors of In-Hospital COVID-19 Mortality
Researchers have performed a systematic review of published articles up to July 27 to analyze
the individual characteristics that contribute to death from COVID-19 after hospitalization
(Mesas et al., 2020). There were 60 studies identified that included 51,225 people from 13
countries. The researchers investigated the association between symptoms of COVID-19,
chronic conditions, and the results of blood tests during hospitalization.
There were some characteristics that were associated with worse prognosis in all age, sex and
health status subgroups. For instance, difficulty breathing, or dyspnea, was associated with
poorer prognosis for all individuals, but this was the only symptom of COVID-19 that had a
correlation. Higher mortality risk was found for patients who smoked and those with pulmonary
disease, cardiovascular disease, cerebrovascular disease, kidney and liver diseases,
hypertension, diabetes, and malignancy. Among laboratory parameters, the highest mortality
risk was observed for routine blood tests such as lymphocytes (B and T cells), leukocytes (all
immune cells or white blood cells), neutrophils (cells involved in the inflammatory response),
and platelets (cells that help with clotting) as well as clotting indicators (D-dimer and
prothrombin time), liver function (albumin, total bilirubin, aspartate and alanine transaminase),
kidney function (urea nitrogen and creatinine), and inflammatory factors (CRP, IL-6, LDH,
procalcitonin, ferritin and cardiac troponin).
There was also a difference in the characteristics based on age. In younger individuals, there
was a higher mortality risk when dyspnea and a history of smoking were present when
compared to older individuals. The mortality risks were also higher when younger people had
chronic conditions compared to older individuals. The most important mortality predictors in
studies with older patients were liver function indicators, kidney function indicators, and
inflammatory factors such as C-reactive protein, LDH, and ferritin.
Based on their results, the authors were able to make some suggestions about possible
characteristics that are important for certain groups.
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 Trouble breathing is a common symptom of COVID-19 in hospitalized individuals, but when
evident in younger individuals, special attention is necessary.
 When low hemoglobin levels were present in individuals otherwise typically at low risk for
poor outcomes, or younger and healthier people, the prognosis was worse. Small reductions
in hemoglobin may identify those with the lowest chance of survival among these patients.
 The contribution of chronic conditions to a poor prognosis for is higher for young patients
and men.
 Older COVID-19 patients had higher potential for more serious organ damage caused by
SARS-CoV-2 infection, and specific blood tests that indicate liver damage, kidney damage,
and increased inflammation could be used for early identification of elderly patients with
worse prognosis.

Cardiovascular Effects
There has been a high number of individuals with COVID-19 with evidence of heart damage
based on the presence of heart-related enzymes present in blood-work, which is referred to as
myocardial injury. Researchers have correlated evidence of heart damage from blood-based
markers with visual evidence of structural abnormalities in the cardiovascular system (Giustino
et al., 2020). In the study, the researchers assessed 305 individuals who were hospitalized for
COVID-19 in 7 hospitals in New York City, New York and Milan, Italy.
There was evidence of myocardial injury in 62% of the individuals. Potential cardiac damage
was detected using transthoracic echocardiographic (TTE) and electrocardiographic evaluation.
Compared to those without evidence of myocardial injury, there was a higher rate of major
abnormalities, including left ventricular wall motion abnormalities, global left ventricular
dysfunction, left ventricular diastolic dysfunction grade II or III, right ventricular dysfunction, and
pericardial effusions. Individuals without myocardial injury had an in-hospital mortality rate of
5.2% while those with evidence of myocardial injury had an in-hospital mortality rate of 18.6%.
Those with myocardial injury and evidence of structural abnormalities in the heart had an inhospital mortality rate of 31.7%.
In the individuals assessed with TTE, cardiac structural abnormalities were present in nearly
two-thirds of patients with evidence of myocardial injury. Myocardial injury was associated with
increased in-hospital mortality particularly if echocardiographic abnormalities were present.
In a press release describing the article, the authors state that heart damage is
prevalent among patients hospitalized with COVID-19 and is associated with
higher risk of mortality.
Along with identifying individuals in the hospital who may require close observation for cardiac
complications, the research also allows for identification of individuals who may be at higher risk
for long-term complications (Mt. Sinai, 2020).
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Outbreak from Transmission on a Flight
There is increasing evidence of transmission of SARS-CoV-2 on long airplane flights. The latest
report describes an outbreak of 59 cases that were traced back to a seven hour flight to Ireland
over the summer (Murphy et al., 2020).
Importantly, the airplane was only at 17% capacity, and there was between a 9.8%
and 17.8% attack rate on the flight.
Transmission while on the flight was confirmed based on genetic sequencing of the virus. There
were five asymptomatic or pre-symptomatic index cases on the flight that originated from three
different continents. After the flight, there is evidence of spread to an additional 46 people who
were not on the flight.

Prolonged Shedding of Infectious Virus
Researchers identified an individual with COVID-19 who shed infectious virus for much longer
than the typical eight days observed for most infections (Cell Press, 2020 and Avanzato et al.,
2020). The individual was being treated for leukemia and was immunocompromised, and it was
determined that she was infected with the COVID-19 for at least 105 days and infectious for at
least 70, while remaining asymptomatic the entire time. The physicians treating the woman
noticed that she had tested positive with PCR-based testing for an extended length of time, and
they began testing to determine if she was still shedding infectious virus.
They found that infectious virus continued to be present for at least 70 days after
the first positive test.
The rare extended infection is thought to have occurred because of a lack of an immune
response. Blood tests indicate that no antibodies against SARS-CoV-2 were produced over the
length of the infection. There was no evidence of mutations in the virus genome over the course
of the infection.

References
Avanzato VA et al. Prolonged infectious SARS-CoV-2 shedding from an asymptomatic
immunocompromised cancer patient. Cell. Published October 28, 2020. Accessed on November
6, 2020 at https://doi.org/10.1016/j.cell.2020.10.049
Cell Press. Case study details leukemia patient who shed infectious SARS-CoV-2 for at least 70
days. Published November 4, 2020. Accessed on November 6, 2020 at
https://www.eurekalert.org/pub_releases/2020-11/cp-csd110420.php
Chen P, Nirula A, Heller B, Gottlieb RL, Boscia J, Morris J, Huhn G, Cardona J, Mocherla B,
Stosor V, Shawa I, Adams AC, Van Naarden J, Custer KL, Shen L, Durante M, Oakley G,
Schade AE, Sabo J, Patel DR, Klekotka P, Skovronsky DM; BLAZE-1 Investigators. SARSThe information provided in this report is not intended to represent a complete compilation of all treatment options available nor is it
to be interpreted as medical advice. The information is intended to serve solely as a guide to facilitate a discussion between you and
your medical provider(s). Medical decisions should be made only after consultation with and at the direction of your treating
physician(s).
Copyright © 2020 PinnacleCare International, LLC. All rights reserved.
No part of this material may be reproduced in any form, or by any means, without the prior written consent of PinnacleCare
International, LLC.
9

CoV-2 Neutralizing Antibody LY-CoV555 in Outpatients with Covid-19. N Engl J Med. 2020 Oct
28. doi: 10.1056/NEJMoa2029849. Epub ahead of print. PMID: 33113295.
Dennis JM, McGovern AP, Vollmer SJ, Mateen BA. Improving Survival of Critical Care Patients
With Coronavirus Disease 2019 in England: A National Cohort Study, March to June 2020. Crit
Care Med. 2020 Oct 26. doi: 10.1097/CCM.0000000000004747. Epub ahead of print. PMID:
33105150.
Giustino G, Croft LB, Stefanini GG, Bragato R, Silbiger JJ, Vicenzi M, Danilov T, Kukar N,
Shaban N, Kini A, Camaj A, Bienstock SW, Rashed ER, Rahman K, Oates CP, Buckley S,
Elbaum LS, Arkonac D, Fiter R, Singh R, Li E, Razuk V, Robinson SE, Miller M, Bier B, Donghi
V, Pisaniello M, Mantovani R, Pinto G, Rota I, Baggio S, Chiarito M, Fazzari F, Cusmano I,
Curzi M, Ro R, Malick W, Kamran M, Kohli-Seth R, Bassily-Marcus AM, Neibart E, Serrao G,
Perk G, Mancini D, Reddy VY, Pinney SP, Dangas G, Blasi F, Sharma SK, Mehran R,
Condorelli G, Stone GW, Fuster V, Lerakis S, Goldman ME. Characterization of Myocardial
Injury in Patients With COVID-19. J Am Coll Cardiol. 2020 Nov 3;76(18):2043-2055. doi:
10.1016/j.jacc.2020.08.069. PMID: 33121710; PMCID: PMC7588179.
Herper M. Covid-19 vaccine from Pfizer and BioNTech is strongly effective, early data from
large trial indicate. STAT News. Published November 9, 2020. Accessed on November 9, 2020
at https://www.statnews.com/2020/11/09/covid-19-vaccine-from-pfizer-and-biontech-is-stronglyeffective-early-data-from-large-trial-indicate/
Lan FY, Suharlim C, Kales SN, Yang J. Association between SARS-CoV-2 infection, exposure
risk and mental health among a cohort of essential retail workers in the USA. Occup Environ
Med. 2020 Oct 30:oemed-2020-106774. doi: 10.1136/oemed-2020-106774. Epub ahead of
print. PMID: 33127659; PMCID: PMC7597418.
Li Y, et al. The temporal association of introducing and lifting non-pharmaceutical interventions
with the time-varying reproduction number (R) of SARS-CoV-2: a modelling study across 131
countries. The Lancet. Published October 22, 2020. Accessed October 27, 2020 at
https://doi.org/10.1016/S1473-3099(20)30785-4
Mt. Sinai. Ultrasounds show impact of COVID-19 on the heart. Published October 26, 2020.
Accessed on November 9, 2020 at https://www.eurekalert.org/pub_releases/2020-10/tmshusi102220.php
NIH. Statement—NIH-Sponsored ACTIV-3 TrialCloses LY-CoV555 Sub-Study. Published
October 26, 2020. Accessed November 2, 2020 at https://www.niaid.nih.gov/newsevents/statement-nih-sponsored-activ-3-trial-closes-ly-cov555-sub-study
Paulsen SK. Eli Lilly's COVID-19 antibody treatment shows promise. CIDRAP. Publisehd
October 30, 2020. Accessed on November 6, 2020 at https://www.cidrap.umn.edu/newsperspective/2020/10/eli-lillys-covid-19-antibody-treatment-shows-promise
Pfizer, C4591001. A Phase 1/2/3 Study to Evaluate the Safety, Tolerability, Immunogenicity,
and Efficacy of RNA Vaccine Candidates Against COVID-19 in Healthy Individuals. Published
The information provided in this report is not intended to represent a complete compilation of all treatment options available nor is it
to be interpreted as medical advice. The information is intended to serve solely as a guide to facilitate a discussion between you and
your medical provider(s). Medical decisions should be made only after consultation with and at the direction of your treating
physician(s).
Copyright © 2020 PinnacleCare International, LLC. All rights reserved.
No part of this material may be reproduced in any form, or by any means, without the prior written consent of PinnacleCare
International, LLC.
10

2020. Accessed on November 9, 2020 at https://pfe-pfizercom-d8prod.s3.amazonaws.com/2020-11/C4591001_Clinical_Protocol_Nov2020.pdf
Pfizer. Pfizer And Biontech Announce Vaccine Candidate Against Covid-19 Achieved Success
In First Interim Analysis From Phase 3 Study. Published November 9, 2020. Accessed on
November 9, 2020 at https://www.pfizer.com/news/press-release/press-release-detail/pfizerand-biontech-announce-vaccine-candidate-against

The information provided in this report is not intended to represent a complete compilation of all treatment options available nor is it
to be interpreted as medical advice. The information is intended to serve solely as a guide to facilitate a discussion between you and
your medical provider(s). Medical decisions should be made only after consultation with and at the direction of your treating
physician(s).
Copyright © 2020 PinnacleCare International, LLC. All rights reserved.
No part of this material may be reproduced in any form, or by any means, without the prior written consent of PinnacleCare
International, LLC.
11

