
Dr. Daniel Griffin’s COVID-19 treatment summary for 4/14/22 
 
PASSIVE VACCINATION- EvuSheld  
 
Period of detectable viral replication/Viral Symptom phase –  
‘The time for monitoring, monoclonals, antivirals, and enrollment in clinical trials’ Not for 
steroids, or antibiotics such as (doxycycline or azithromycin) or zinc or aspirin or any other 
unproven and potentially harmful potion. A little time here on what is not recommended and 
why. 
 
We want to avoid steroids during the height of viral replication and prior to the early 
inflammatory phase as this may increase the risk of progression, prolong the viral replication 
phase, cause hyperglycemia and increase the risk of other infectious complications. 
https://www.karger.com/Article/FullText/512063  
 
We want to avoid antibiotics unless there is a bacterial process. doxycycline or azithromycin 
have been studied and are not beneficial and only cause harm. 
 
Aspirin also studied and not helpful. Zinc causes GI distress and is not helpful so only harmful.  
 
Now to what does help: 
As I go through these many people keep asking why if these therapies are sitting on shelves are 
we not giving them with everyone?  
Perhaps they make people not at high risk feel better faster? 
Perhaps they reduce the risk of Long COVID? 
Maybe they give doctors an option other than handing out heart burn pills, ivermectin, zinc or 
Z-packs? 
 
For Paxlovid for instance In August 2021, Pfizer initiated the Phase 2/3 EPIC-SR (Evaluation 
of Protease Inhibition for COVID-19 in Standard-Risk Patients), to evaluate efficacy and safety in 
patients with a confirmed diagnosis of SARS-CoV-2 infection who are at standard risk. We 
currently do not have the data to allow the FDA to open up access. We are not sure if these 
drugs do much in standard risk individuals in terms of symptoms, prevention of Long COVID, 
contagiousness, and safety. The data is being collected and we will see this information in 
coming weeks to months.  https://www.pfizer.com/news/press-release/press-release-
detail/pfizers-novel-covid-19-oral-antiviral-treatment-candidate  
 
1-Paxlovid  - remember about a 90% reduction in progression. Well tolerated, low incidence of 
side-effects, just need to know what makes the person high risk to qualify, what medications 
they take for drug interactions and kidney function. You can always start the medicine and 
adjust the dose when you get the labs back. One dose is not an issue while you wait for the 
kidney function. we have the locator https://covid-19-therapeutics-locator-
dhhs.hub.arcgis.com and the drug interaction checker https://www.covid19-



druginteractions.org/checker but just go to https://www.covid.gov As of now one can actually 
just send these electronically to the pharmacy using the electronic medical record!  
 
2-Monoclonal Rx-now just Bebtolovimab. Here that same issue about doses sitting on shelves. 
Remember that Bebtolovimab has no efficacy data and was authorized based purely on invitro 
neutralizing studies. We also have no compelling data that monoclonals prevent Long COVID. II 
am working on a publication where we looked at thousands of monoclonal treated patients and 
I am not convinced that monoclonals have a big impact on persistent symptoms when you look 
at the 30–90-day window. Now people do worry about driving somewhere to get monoclonals 
when they are sick with COVID-19 and perhaps an older high-risk individual now feeling poorly. 
There are several resources for getting monoclonals in the comfort of your home. One can go 
to https://mabsrx.com  
 
3-Remdesivir -we have the 3 day early IV data suggesting an 87% reduction in progression 
based on the NEJM article. 
 
4-Molnupiravir – a last option with 30% reduction in progression so less impressive but no 
renal issues or drug interactions. Be careful w woman of childbearing age and get that negative 
pregnancy test. Listen to TWIV 888 
----------------------- 
https://covid.cdc.gov/covid-data-tracker/#variant-proportions  
https://www.idsociety.org/practice-guideline/covid-19-guideline-treatment-and-management/ 
https://www.covid19treatmentguidelines.nih.gov/ 
https://www.who.int/publications/i/item/WHO-2019-nCoV-therapeutics-2022.1  
 
What about other options? The paper Fluvoxamine for Outpatient Management of COVID-19 
to Prevent Hospitalization A Systematic Review and Meta-analysis was recently published in 
JAMA Network Open. I often get asked “why are we not giving everyone fluvoxamine?” This 
systematic review if good at telling us what we know so far. Fluvoxamine might be of limited 
benefit reducing progression to hospitalization by about 20-25% or maybe increasing it by as 
much as 8%. This is certainly not up in the same range as the 85-90% reduction we see with 
Paxlovid, monoclonals or early IV Remdesivir. It is even less effective than Molnupiravir which 
we peg at 30%.  
 
The ongoing COVID OUT and ACTIV-6 should give us more information and if patients or 
clinicians are excited about this they should look at enrolling in these trials. We also do not know 
about giving these with the other therapeutics with proven efficacy.  
https://covidout.umn.edu https://activ6study.org  
 
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2790742  
 
  



Early Inflammatory phase-  
 
Steroids at the right time in the right patient at the right dose. Anticoagulation, pulmonary 
support and escalation to tocilizumab, the IL6-R blocker and in some cases Baricitinib, but only 
in the right patients at the right time.  
 
Exciting news this week regarding a drug called Sabizabutin. The press release Veru’s Novel 
COVID-19 Drug Candidate Reduces Deaths by 55% in Hospitalized Patients in Interim Analysis 
of Phase 3 Study; Independent Data Monitoring Committee Halts Study Early for 
Overwhelming Efficacy This is a once a day oral alpha and beta tubulin inhibitor. It is in the 
group of drugs that are considered cytoskeleton disruptors. This trial was a Phase 3 double-
blind, randomized, placebo-controlled trial evaluating oral, once-a-day dosing of sabizabulin 9 
mg versus placebo in hospitalized moderate to severe COVID-19 patients (≥WHO 4) who were 
at high risk for ARDS and death. Patients were randomized in a 2:1 ratio to the sabizabulin 
treatment group versus placebo. The trial was conducted in the United 
States, Brazil, Colombia, Argentina, Mexico, and Bulgaria. COVID-19 infections treated in the 
study included the Delta and Omicron variants. A planned interim analysis was conducted in the 
first 150 patients randomized into the study. The primary efficacy endpoint was the proportion 
of patients that died by Day 60. Sabizabulin treatment resulted in a 55% relative reduction in 
deaths (p=0.0029) in the intent to treat population. Placebo group (n=52) had a 45% mortality 
rate compared to the sabizabulin-treated group (n=98) which had a 20% mortality rate.  
Sabizabulin treatment was well tolerated in this patient population with no clinically relevant 
safety observations in the sabizabulin treated group compared to placebo. 

https://verupharma.com/news/verus-novel-covid-19-drug-candidate-reduces-deaths-by-55-in-
hospitalized-patients-in-interim-analysis-of-phase-3-study-independent-data-monitoring-
committee-halts-study-early-for-overwhelmin/  
https://verupharma.com/pipeline/sabizabulin-for-covid-19/  

 

I do want to make sure to reinforce that this is not just a fancy form of colchicine. We have the 
data from the RECOVERY Trial looking at colchicine and it did not show benefit in COVID. “In 
adults hospitalised with COVID-19, colchicine was not associated with reductions in 28-day 
mortality, duration of hospital stay, or risk of progressing to invasive mechanical ventilation or 
death.” 

https://www.thelancet.com/journals/lanres/article/PIIS2213-2600(21)00435-5/fulltext  


