
From: Thad Waites
To: Dobbs, Thomas E
Subject: Fwd: Outpatient Covid treatment
Date: Monday, September 6, 2021 6:44:50 AM
Attachments: Tofacitinib in outpatient COVID-19 Final.pdf

please tuck this forwarded email into a "later" file but at some point, I
really want to speak about it to you. 

I'm pleased that it is accepted by MSMA and I would like to know what the
peer reviewers said. When something is too good to be true, it usually
isn't. As I said to Michael, Dr. Hayek rightly presents his patients as
vulnerable. Also, these patients have what must be one of the lowest
medical literacy rates of any population. Yet they followed a pretty tight
schedule of drugs, and visits, and follow-ups. If nothing else, the trial
world should learn from this as to how to run a study with no dropouts and
other remarkable results.

I guess what I am saying, it needs a deep audit and peer review and if
completely valid the results should be in all the major journals and on the
nightly news.

Thad

Office:  601-2883181
Cell:     601-4080720

---------- Forwarded message ---------
From: Maroun Hayek <marounhayekmd@gmail.com>
Date: Fri, Sep 3, 2021 at 8:00 AM
Subject: Re: Outpatient Covid treatment
To: Thad Waites <thadwaites@gmail.com>
Cc: Michael Mansour <mmansour@cvdocs.com>, Robert “Bob” Corkern
<corkernrobert@yahoo.com>

Greetings Dr Waites.

Indeed we have no deaths or ICU on the Outpatient  regimen. 

In the above correspondence, you may be referring to the data I had forwarded last week
showing a mortality of 8.4%. This data is a representation of our InPatient total Covid
mortality from December 2020 to June 2021.

We have presented the outpatient regimen for publication to the MSMA journal. It was just
accepted yesterday afternoon. 
I have attached a copy of the manuscript. 
Since submission we are now at about 1500 Out patients treated with about a 3% admission
rate, yet still no ICU admission or Deaths.
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Objective: To evaluate the impact and outcomes of our outpatient regimen in high risk patients infected 
with SARS- Cov-2. 
Patients and Methods:   


 We present a large case series of high risk patients with documented SARS-CoV-2 infection treated in 
our outpatient clinic. Our objective is to evaluate the feasibility, safety and outcomes up to 30 days from 
initial treatment. 


Eligible patients were those at high risk for death as identified per the FDA EUA for bamlanivimab, SARS-
Cov-2 antigen positive and not hypoxemic on initial evaluation. A total of 551 patients were treated 
between November 17, 2020 and February 28, 2021.  


Eligible patients were those at high risk for death as identified per the FDA EUA for bamlanivimab, SARS-
Cov-2 antigen positive and not hypoxemic on initial evaluation. A total of 551 patients were treated 
between November 17, 2020 and February 28, 2021.  


Our regimen had two components: a phase one antiviral combination with bamlanivimab or 
casirivimab/ imdevimab coupled with ivermectin, and a phase 2 component with tofacitinib and 
apixaban, targeting COVID-19 pneumonia when diagnosed by CT scan. 


Results: 


A total of 551 high risk patients were treated. A total of 14 patients were admitted (2.5% admission 
rate), none required intensive care and no deaths are recorded (0% mortality). 


Sixty nine patients received upfront antivirals, tofacitinib and apixaban treatment for initial non 
hypoxemic COVID-19 pneumonia. Two were admitted. The remaining 482 received anti-viral therapy. Of 
these, 40 returned within 10 days with developing pneumonia and required tofacitinib and apixaban. 
Three were admitted. Another nine had to be admitted after antiviral therapy without exposure to 
tofacitinib and apixaban. All patients were discharged alive, average LOS 5.7 days. No ICU admissions or 
death occurred. 


Conclusion: 


Early administration of SARS-Cov-2 anti-virals in high risk patients coupled with treatment of those that 
present or progress to COVID-19 pneumonia with tofacitinib was well tolerated and associated with low 
hospitalization and mortality. 
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Introduction: 


In this paper we present the outcomes of our outpatient regimen, instituted mid November 2020, for 
treating patients who had contracted severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) 
and were at high risk for progressing to corona virus disease 2019 (COVID-19) pneumonia. 


The majority of infections with SARS-CoV-2 are asymptomatic or result in mild to moderate disease of 
no significant health consequences 1. Yet a portion of patients, referred to as high risk, are at significant 
risk of progressing to COVID-19 pneumonia requiring hospitalization and possibly dying. The Food and 
Drug Administration (FDA) has defined these high risk groups based on the emergency use authorization 
(EUA) for the monoclonal antibodies (MAB), bamlanivimab and casirivimab/ imdevimab combination 2-3 


as seen in Table 1. 


As of March 2021, COVID-19 mortality varies dramatically in the US. This variability is largely explained 
by the above identified risk factors. Other well proven mortality factors are poor socioeconomic status 
as shown by Wadhera4 and residing in non-metropolitan areas as reported by the Center for Disease 
Control.5  


As of March 2021, US death rate from COVID-19 stands at 158.8 per 100 K.6 Mississippi (MS) ranks 
number four in the United States with 233 deaths per 100, 000.7.  


Washington County is a rural county in MS. The county demographics as noted by the United States 
Census Bureau in 2019 reveal that 72.4% of the residents are African American race with a poverty rate 
of 33.7 %. 8 The Mississippi Department of Health notes that 46.2% of the population suffers from 
hypertension and 42.6% from obesity.9 Among counties in Mississippi with more than 30 thousand 
residents, Washington County ranks 4th in number of SARS Co-V 2 cases with a mortality index at 300.6 
per 100 K 10, about twice the national average. 


Delta Heath System, The Medical Center, previously known as Delta Regional Medical Center, is the 
hospital that serves Washington County. Our significant SARS CoV-2 case load provided us with a large 
exposure in outpatient and inpatient COVID-19 care. We rapidly signed on as a designated center to 
deliver the MAB. In parallel, we effectively coordinated with our primary care community the treatment 
approach for high risk newly diagnosed SARS-Cov-2 patients.  


Protocol: (Figure 1) 


A- Historical: 


During our summer 2020 experience in the outpatient setting using Hydroxychloroquine, azithromycin, 
and zinc we came to recognize that a fraction of high risk treated patients will go on, despite antiviral 
therapy, to develop worsening chest symptoms manifested as cough, chest pain or shortness of breath 
up to ten days from initial treatment. Aggravating the issue, many of these high risk patients present 
well after seven days of symptoms, likely a reflection of the need for anti-inflammatory therapy at that 
stage.  


In parallel, our inpatient experience with Tofacitinib, a Jak-Stat inhibitor, has been quite rewarding11. 
Tofacitinib will block the four Janus kinase receptors present on the surface of immune cells, among 
others. When activated, these receptors will phosphorylate and activate signal transducers and 
activators of transcription. This activation will in turn modulate gene expression responsible for the 
production of numerous inflammatory cytokines12. Tofacitinib has been our anti-inflammatory drug of 
choice since the start of the pandemic, except for the months of July and August 2020 when we used 
dexamethasone exclusively.  
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We consequently started using tofacitinib in the outpatient setting in October for patients presenting 
with inflammation, but not yet hypoxemic.  


Our treatment regimen is based on the recognition of two separate, but often overlapping phases in the 
natural history of COVID-19 13. The viral phase, typically from day 1 to 10, defined as phase one. The 
inflammatory and coagulopathy phase starting about day seven, defined as phase 2. 


B- Phase one regimen - Antivirals: 


Bamlanivimab EUA was released on November 11, 2020 and casirivimab/imdevimab shortly thereafter 
on November 21st. We used both MAB interchangeably depending on availability since the supply was 
quite tight the first few weeks. 


Ivermectin, an anti-parasitic medicine, may have SARS CoV-2 antiviral properties.14-15 In view of our 
concern with MAB resistance leading to failure together with the lack of drug interactions and the 
established safety profile of ivermectin, we opted to administer ivermectin as a potential antiviral, with 
the MAB infusion. Ivermectin was administered at 0.2 mg/kg and was repeated at same dose 72 H later. 
Patients were advised to remain on aspirin at 325 mg PO daily for one month and a multivitamin.  


Of relevance to viral resistance in relation to MAB administration, the FDA rescinded its EUA to 
bamlanivimab on April,16 2021. The current approval is for the combination of bamlanivimab with 
etesevimab. We started using this combination in mid-March 2021.  


C- Phase two regimen - Anti-inflammatory and anticoagulants: 


All treated patients were educated about the imperative to contact the clinic if any chest symptoms 
were to develop: cough, shortness of breath, chest discomfort or pain. For those who did develop lower 
respiratory tract symptoms, a computed tomography (CT) scan of the chest without contrast was done 
the same or very next day of contact (including weekend) looking for ground glass densities consistent 
with COVID-19 pneumonia. If these findings were identified, aspirin was stopped, and the patient was 
started on tofacitinib 10 mg orally twice daily for seven days and Apixaban 5 mg PO BID for 30 days 
(adjusted to 2.5 mg po twice daily for those with glomerular filtration rate < 30 ml/mn).  


Tofacitinib carries a black box warning for severe infections including tuberculosis reactivation and 
thrombosis.16 


Due to the imperative of early treatment to abort the developing cytokine storm, patients were 
screened for viral hepatitis and human immunodeficiency virus by medical history only. As the serum 
results would take 3 to 4 days to be available and drawing on our vast inpatient experience of safety of 
tofacitinib (excess of 600 patients), no serum test was done. Non contrasted CT was done on all patients 
prior to administration. Patients on chemotherapy for cancer or an active immunomodulators for 
immunological diseases (IST) were excluded from receiving tofacitinib and admitted for inpatient care if 
found to have hypoxemia.   


Apixaban was included to abort the known hypercoagulability and pulmonary vascular occlusion that 
accompanies the cytokine storm17, and the reported hypercoagulability from tofacitinib16. 


If upon presentation patients were diagnosed by CT scan to have COVID-19 pneumonia, they were then 
treated upfront by both phase one and two regimens (MAB, Ivermectin, multivitamins, tofacitinib and 
apixaban). 


D- Clinical adverse events: 
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All patients were advised to notify us of any complications especially bleeding or new onset fever, on 
treatment day and at follow up. No clinical toxicities requiring medical intervention were noted or 
recorded. None of the patients reported a post treatment diagnosis of a vascular event, tuberculosis, 
hepatitis or HIV complication. All high risk patients, unless admitted, received a follow up phone call 
from the wellness clinic staff 4 to 8 weeks after their initial visit and had their wellbeing verified. 


Methods: 


 We present a large case series of high risk patients within the Delta Health System with documented 
SARS-CoV-2 infection receiving care within the designated outpatient COVID-19 clinic, “The Wellness 
Clinic”, and its afterhours extension, the “fast track” in our emergency room. Our primary objective is to 
document the feasibility and outcomes up to 30 days from initial treatment.  


1. Patients and eligibility 


We aimed to treat patients at high risk of progressing to hospitalization or death from COVID-19 as 
identified by the FDA (Table 1). To be treated, patients had to be SARS-Cov-2 antigen positive by 
polymerase chain reaction or rapid test and found not to require hospitalization on initial evaluation. 
Patients were referred to our outpatient COVID-19 clinic as soon as diagnosed.  


All these patients were directly managed by Dr. Corkern and his support staff.   


The regimen was approved by our Covid committee, established early in the pandemic. The committee 
is made up of physicians, pharmacists, nurses and hospital administrators. The regimen administration 
underwent same quality and oversight as for our inpatient regimens, where outcomes including 
toxicities were monitored regularly by our physicians. As a pathway for treatment, this regimen is not a 
study. All patients were individually educated regarding the different treatments administered and 
individually consented.   


Per EUA for the MAB, individuals as young as 12 years of age were accepted for evaluation and when 
appropriate treatment. The youngest was 14 years of age. From those needing phase 2 treatment, the 
youngest was 37 years old.  


2. Data collection and reporting: 


Investigational review board determined this was an exempt study and approval was granted for review 
of records of patients treated in the outpatient clinic and those admitted for COVID-19 related 
complications. The data was retrieved from our Electronic Health Records by our IT department. Only 
Drs Corkern and Hayek as treating physicians had access to the data and vouch for the accuracy and 
completion of the data collection.  


3. Results (Figure 2). 


Our first patient was treated on November 17,2020. A total of 669 patients were treated between 
November 17, 2020, and February 28, 2021. Two patients with active hematological malignancies 
progressed to phase two and per protocol were immediately admitted, leaving 667 patients treated on 
our full regimen. 


One hundred and sixteen had no recorded risk factors. We will point out that 29 had evidence of 
inflammation and received phase 2 intervention: 21 on initial evaluation, another 8 between days 1 to 
11 after phase 1 treatment. None required admission or died.  
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We will focus from here on the remaining 551 high risk patients as defined in the FDA label (Table 1). 
The demographics and risk factors of this high risk cohort are presented in Table 2. The first column 
includes all 551 patients. Column two represents those patients needing to be treated with phase 2 
regimen. The last column details those admitted. A total of 14 patients had to be admitted, placing the 
admission rate for this treatment regimen at 2.5%. 


Sixty nine of these patients had evidence of inflammation on presentation and were treated upfront 
with both phase 1 and 2 regimens. Two patients failed and had to be admitted. Both discharged with a 
length of stay (LOS) of 3 days for one and 9 for the other. 


Of 483 patients initially treated with phase one regimen, forty patients needed upfront phase 2 
medications. Three of them kept deteriorating and had to be admitted, with an average LOS of 4 days. 
From the group exposed to phase one only medications, nine failed and required hospital admission 
without receiving phase two meds. Admissions occurred from the second day of instituting treatment 
until 18 days thereafter. The average LOS is 6.3 days. 


It is noteworthy that no patients needed intensive care unit (ICU) admission. As of April 17, 2021, more 
than one and a half months after last discharged patient, no death are recoded in this cohort.  


Discussion: 


This reported therapeutic experience reflects the evolution of our treatment for COVID-19 pneumonia. 
Starting in the inpatient setting back in April 2020, we found improved survival with tofacitinib as 
compared to dexamethasone in our patient population 11. The safety and benefits of tofacitinib were 
recently corroborated in the randomized trial by Guimarães et al 18. Similar to other authors 19-20, we 
hypothesized early on in the pandemic that immediate intervention upon diagnosis is likely to be key in 
preventing deterioration, and based on our inpatient experience with tofacitinib, we began using it in 
the outpatient setting. 


A potentially important aspect of our protocol was the prompt institution of anti-inflammatory therapy 
with tofacitinib in patients showing on non-contrasted CT scan of the chest any signs of ground glass 
opacities suggestive of COVID-19. We chose CT scanning over a plain radiograph of the chest, as we 
found the latter to have poor sensitivity early in the disease. When lung inflammation was diagnosed, 
phase two drugs were instituted, before hypoxemia developed. In contrast, the NIH treatment 
guidelines currently recommend that anti-inflammatory therapy with dexamethasone or other drugs not 
be used unless the patients require hospitalization and supplemental oxygen. Our favorable results 
suggest, as long as effective antiviral therapy is delivered, that anti-inflammatory therapy can be safely 
started sooner before the patients progress to hospitalization.  


But what is the risk of hospital admission in high risk SARS Co-V 2?  


The two placebo-controlled outpatient trials studying the efficacy of early passive immunoglobulin 
administration are the first publications we are aware of that shed light on this important question. 
Depending on how risk is defined, the rate is somewhere between 15 to 31%. 


 (1) Chen 21 defined high-risk as 65 years of age and older or any age with a BMI > 35. In this group the 
risk of hospitalization was 14.6% for the placebo group versus 4.6 % for the LY-CoV 555 MAB group. This 
trial had a total of only 33 patients older than 65 years and 24 patients with a BMI > 40. Those with a 
BMI > 35 are not identified. Mortality is not identified. 


(2) The Libster trial 22 totaled 80 patients. Patients defined as high risk were 74 years of age or older. 
Patients 64 years and older with HTN, obesity, CKD, or chronic lung disease are also included. Hospital 
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admission rates for this group was 31% for the placebo versus 16% for the MAB cohort.  Mortality rates 
for admitted patients were 12.9% vs 12.5% respectively. A total of 4 patients were identified as obese. 


When we select in our cohort those with the “Chen” high risk features we found 384 patients with a 
hospitalization rate was 2.6% (10 patients). We had no ICU admission or death.  


When grouped per the “Libster” criteria’s, we total 119 patients with a hospitalization rate was 1.6% (2 
patients). ICU admission and death rate remained at zero.   


Recently, a non-randomized experience in the usage MAB 23, delivered to 232 high risk patients as 
defined by the MAB EUA yielded an admission rate of 6.4% (15 out of 232) and a mortality of 26% for 
those requiring admission (4 out of 15).  Noticeably, in this cohort, outpatient anti-inflammatory therapy 
was not considered.  


We would like to point out that 26 out of 92 patients with no or low risks presented with signs of 
inflammation, and we treated them with phase 1 and 2 medications. Many patients admitted for COVID-
19 have no identifiable or only borderline risk factors. We urge our reader to reconsider the somewhat 
prevalent approach of no intervention (except with symptomatic treatment) until the need for hospital 
admission in this group. It is noticeable that the most up to date EUA for the MAB revised the BMI to 
higher than 25 (was 35 originally) and added pregnancy as a risk category.  


In the absence of further data, we discourage the early use of tofacitinib without concomitant antiviral 
treatment. Siddiqui and Mehra 13 disease model suggest that dampening immunity early on may cause 
worsening of the viral infection.  Even for patients presenting in the inflammatory phase, we found that 
the multitude of publications 24-26 pointing to the likelihood of ongoing viral replication as a reason 
enough to discourage the use of such a potent immunosuppressive therapy without concomitant 
antiviral administration. 


A bottle of sixty pills of tofacitinib cost around $5100 27. As a rural community hospital, we have access 
to the 340-B pharmacy federal program where manufacturers participating in Medicaid provide 
outpatient drugs to covered entities at significantly reduced prices. This program allowed us to dispense 
tofacitinib to every patient who met criteria for it. All medications were dispensed by a pharmacist to 
the patient prior to leaving the clinic. Detailed instructions were provided to each patient, including the 
rationale for tofacitinib use and, in our view, the absolute need of it for survival. The physician's 
personal cell phone number was also provided to each patient to ensure all questions were answered 
and to maximize compliance. We found patient engagement and compliance to be quite high, as 
patients uniformly realized the gravity of their diagnosis. 


Coordinating with our primary care community providers was key to reaching and treating these many 
patients. They are the ones who see the vast majority of newly diagnosed patients. their immediate 
referral of patients at risk for COVID-19 led to prompt treatment, and potentially led to a decline in the 
number of hospital admissions. Only six of the referred patients were hypoxemic and needed direct 
admission. Coordination of care by centralizing the treatment of these patients allows prompt and 
uninterrupted access to therapy, likely another reason for our presented outcomes. 


There are several limitations of our presented real-world experience. Despite our best efforts and 
following up by phone on most (not all) patients, some toxicity data may be missing. Though our vast 
inpatient experience with tofacitinib and Eliquis (18 months and counting) assures us the safety of the 
regimen, we did not attempt to rigorously record toxicity and therefore unable to offer documented 
data. As to the mortality outcome, we cannot rule out the impact of our inpatient regimen as a 
contributing factor to the outcome seen in those admitted.  
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In conclusion, the results in our series of patients suggests possible benefit of early treatment of  


SARS CoV-2. We feel that our case series results support the further study of Janus kinase inhibitors in 
early COVID-19, as a complementary approach to anti virals. The recently published results of both 
tofacitinib 11,18 and baricitinib 28 in hospitalized patients show safety and efficacy. Our results show that 
tofacitinib can be used safely in outpatients with COVID-19. A topic for further study is the time point for 
initiating anti-inflammatory therapy including corticosteroids and the Janus kinase inhibitors. The NIH 
guidelines currently recommend waiting for hospitalization or the need for oxygen supplementation 
before starting dexamethasone. Our protocol suggests, as long as effective antiviral therapy is 
administered, that anti-inflammatory therapy can start sooner, well before hypoxemia sets in.  
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Figure 1: DHSTMC high risk SARS CoV-2 treatment protocol: 


 


BMI Body mass index 
DM Diabetes mellitus 
CKD Chronic kidney disease 
ISD Immuno suppressive disease or auto immune disease 
IST Immuno suppressive treatment as chemotherapy 
CT Computed tomography 
GFR Glomerular filtration rate 


As soon as SARS-Cov-2 + is established 
and no hypoxemia on room air:


•Any age with BMI > 35, CKD, DM,ISD or IST.


•Ages 12 to 17 years with severe comorbidities


•>55 years of Age with HTN, CVD or chronic 
respiratory illness


•> 65 years of age.


Phase one treatment:


•bamlanivimab 700 mg IV  infusion or


1,200 mg of each casirivimab and imdevimab administered 
together as  a single  IV infusion over 60 minutes.


•Ivermectin 0.2 mg/kg on day 1. Repeat 48 H later.


•Aspirin 325 mg PO daily for 30 days.


•Multivitamin with Zinc and Vitamin D daily for 30 days.


Phase two treatment: (excludes patients on 
IST)


•CT chest without contrast looking for any groudglass 
densities. If present:


•Tofacitinib 10 mg PO BID for seven days if no Contra 
indications (Hepatitis, HIV, active cancer).


•Stop aspirin and started apixaban 5 mg PO BID for one 
month adjusted to GFR as needed. 
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Figure 2: 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


667 Patients 
 


 


116 with no recorded risk factors: 
Admission rate 0% 


Death rate 0% 
 


29 patients 


required Phase 2 


interventions: 


21 on first 


evaluation 


8 between day 1 


and 11 post 


Phase 1 


treatment. 


 


87 patients 


required 


only Phase 1 


treatment. 


 
551 with high risk factors.  


Admission rate 2.5% 
Death rate 0%. 


 


69 High Risk patients treated with 


Phase 1 and Phase 2 upfront. 2 admits 


(LOS 3 & 9 days). 


40 needed 


Phase 2  


9 admitted 


from 2 to 9 


days after 


treatment. 


Average LOS 


6.3 days 


No death 


482 patients treated with Phase 1 


3 admitted, 


from 5 to 13 


days after 


treatment. 


Average LOS 


4 days.  


No death. 


Number of admitted patients: 14.  


No deaths. 


Number of admitted patients: Zero.  


No deaths. 
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Table 1: Groups at risk of developing COVID-19 per the EUA given by the FDA 


Any Age Body mass index (BMI) > 35 


 Chronic kidney disease (CKD). The Glomerular filtration rate is not defined 


 Diabetes Mellitus (DM). 


 Immunosuppressive disease (ISD) or receiving immunosuppressive treatment (IST). 


 


Ages 12 to 17 with morbid obesity, sickle cell disease or severe end organ disease 


 


> 55 years  With hypertension (HTN), cardiovascular disease (CVD) or chronic respiratory illness 


 


> 65 years All persons. 


 


BMI Body mass Index. 
CKD Chronic kidney disease. 
DM Diabetes mellitus. 
ISD Disease of Immune system. 
IST Immunosuppressive treatment. 
HTN Hypertension. 
CVD Cardiovascular disease. 
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Table 2: Characteristics of the patients at baseline. 


 


 Total patients Patients treated in 
phase 2 


Admited 


 N= 551 N=109 N=14 


 


Age 


Median (range)-- yr  63 (14-100) 62 (37-82) 61.5 (39-83) 


> 65 Yr -- no (%) 246 (45%) 38/109 (35%) 5 (36%) 


> 75 Yr -- no (%)  86 (16%) 7/109 (6%). 2 (14%) 


 


Female sex -- no (%) 311 (56%) 57 (52%) 10 (71%) 


 


Race –no (%)  


White 327 (59%) 70/109 (64%) 9 


Black 210 (38%) 36/109 (33%) 5 


Other  14 (3%)  3/109 (2.8%) 0 


 


Body mass Index (BMI)  


Median (range) 33.7 (14 to 81) 35 (21 to 81) 35 (25 to 81) 


> 40  no (%)   79 (14%) 17/109 (16%) 5 


35 to 39  no (%)  79 (14%) 12/109 (11%) 1 


30 to 34 (%)  77 (14%) 10/109 (9%) 1 


< 30  no (%) 111 (20%) 17/109 (15%) 4 


Not Recorded 205 (37%) 53/109 (49%) 3 


 


Risk factors for severe COVID-19  


BMI > 35 no (%) 158 (29%) 29/109 (27%) 5 


CKD no (%)  18 (3%)  6/109 (5.5%) 2 


DM no (%)  85 (15%) 21/109 (19%) 2 


ID no (%)  25 (5%)  2/109 (1.8%) 1 


55 to 64 yr with Com 128 (23%)  8/109 (7.3%) 0 


> 65 yr no (%) 246 (45%) 35/109 (32%) 5 


12 to 17 yr with Com   2 (0.4%) 38/109 (35%) 5 
 
% Are respective to column, the total (out of 551) of phase 2 (out of 109). 
BMI Body mass Index 
CKD Chronic kidney disease defined as Glomerular filtration rate < 50ml/mn 
DM Diabetes mellitus  
ISD Disease of Immune system. 
Com Comorbidity. 
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A significant consequence of the regimen is its direct impact on our hospital and ICU Census.
Currently we have about 25 inpatient Covid (7 of which are intubated in ICU). During July
2020(The first peak) we peaked at 52 patients with 12 in ICU. With current volumes we
should be well above the July 2020 numbers in the hospital. Thanks to Dr Corkern's work (and
our coordination with all providers in Washington county sinde December 2020) patients are
successfully managed in the outpatient setting. 
Those admitted  are vastly direct ER hypoxemic patients that never presented for outpatient
evaluation. 

As reference, the most recent published experience using Monoclonal AB on 233 patients
similar to our reported cohort  (High risk ) shows an admission rate of nearly 6% and a
mortality rate for those admitted of 24 % (ref 23 in the attached paper). 

I have requested from Dr Camp-Rogers to consider the manuscript for rapid publication, I am
awaiting an answer. 

I have attached the accepted paper for your review.

As for the data, we stand ready to submit it immediately. Our medical records director Mrs.
Iris stacker (Istacker@Deltahealthsystem.org) informs me that keeping up with HIPPA, it
would be best to submit a direct request to her.
The data set is ready and can be forwarded promptly upon Mrs Stacker's receipt (Excel
format) of an official request for the health department. 

Thank you,

Maroun

On Thu, Sep 2, 2021 at 1:49 PM Dr. Mansour <mmansour@cvdocs.com> wrote:
Attached is communication with Dr Thad Waites. I think the next step is to send him the
data as requested and let them give us some feedback. 
Michael 

Sent from my iPhone 
Michael Mansour, MD, FACP, FACC
Past President, Mississippi State Medical Assn
Past Chair, American College  of Cardiology Board of Governors

Begin forwarded message:

From: Thad Waites <thadwaites@gmail.com>
Date: September 2, 2021 at 11:13:17 CDT
To: "Dr. Mansour" <mmansour@cvdocs.com>
Subject: Re: Outpatient Covid treatment
Reply-To: thadwaites@gmail.com

mailto:mmansour@cvdocs.com
mailto:thadwaites@gmail.com
mailto:mmansour@cvdocs.com
mailto:thadwaites@gmail.com



GREAT RESULTS. Certainly the no deaths (I thought your
earlier numbers included a tiny percent of deaths).  
Could you, or your team, send me the raw numbers and I
absolutely will get with Dobbs and Byers. I think you should
consider getting with MSMA and join them on the Friday show. 

Thad

Office:  601-2883181
Cell:     601-4080720

On Thu, Sep 2, 2021 at 1:15 AM Dr. Mansour <mmansour@cvdocs.com>
wrote:

Hope you can give us guidance on where to go with our outpatient treatment
protocol. We have over 1500 treated outpatients with 15 admissions and no
deaths. 
It would be great if MSDH could look at our data and give us some direction
on what to do with our protocol. We just have not seen any negative effects
from treatments like ivermectin at standard anti parasite dosing. We want to
help people as much as we can. Certainly don’t want to cause problems. 
Thanks for your leadership 
Michael 

Sent from my iPhone 
Michael Mansour, MD, FACP, FACC
Past President, Mississippi State Medical Assn
Past Chair, American College  of Cardiology Board of Governors

mailto:mmansour@cvdocs.com

