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RESEARCH BRIEFING 
Final remdesivir results published after 139 days of waiting.  
 The preliminary results of the Adaptive Covid-19 Treatment Trial (ACTT-1) randomized 
trial were published May 22 in The New England Journal of Medicine and covered by Brief19. 
ACTT-1 was a double-blind, randomized, placebo-controlled trial of the antiviral drug remdesivir, 
given to patients intravenously within 72 hours of laboratory-confirmed diagnosis of SARS-CoV-
2, among hospitalized patients.  
 The primary outcome of the preliminary report was time to recovery from covid-19, which 
was broadly defined as either being released from the hospital or remaining in the hospital for 
infection-control purposes only. In the preliminary report, the average time to recovery in the 
remdesivir group was 11 days versus 15 days in the placebo group. No other results were 
statistically significant, including mortality or the percent of patients receiving oxygen 
therapy.  Missing from the preliminary report was approximately one-third of patients who were 
enrolled in the study but had not reached day 29 of follow-up. 
 139 days later, the final report of the ACTT-1 trial has been published in The New England 
Journal of Medicine with the remainder of the participants included. Patients receiving remdesivir 
had a median recovery time of 10 days compared to 15 days in the placebo group. The authors also 
report that patients receiving remdesivir had non-statistically significant differences in mortality 
at both day 15 and day 29; by day 15, mortality rates were 6.7 percent (remdesivir) and 11.9 percent 
(placebo); by day 29, mortality rates were 11.4 percent (remdesivir) vs 15.2 percent (placebo). 
While these results were not statistically significant, the overall confidence intervals of the hazard 
ratio suggests there may be a mortality benefit though the trial itself did not include enough test 
subjects to detect either a net survival benefit or harm. Any mortality difference would be 
important, but not “game changing,” in contrast to initial hype. The survival curves suggest that 
the patients most likely to benefit are those on nasal supplemental oxygen only. Furthermore, it 
seems that those ages 18 to 40 years and those with an onset of symptoms fewer than 10 days 
before treatment began are the most likely to benefit from remdesivir. 
 Similar to the preliminary report, the rate of serious adverse events was actually less in the 
remdesivir group (24.6 percent) compared to those in the placebo group (31.6 percent). One 
worrying finding emerged when assessing the time it took until recovery, divided into certain 
subgroups. While is important to remember that unless subgroups analyses are pre-planned and 
adequately planned for (statistically), any resulting data should be considered “hypothesis-
generating” only. That said, Black, Asian, and Hipsanic/Latinx people did not benefit from 
remdesivir while white patients did. It is uncertain why this is the case and whether this represents 
ethnic / racial disparities, such as when the medication was given, how severe the cases were, or 
other potential factors. We hope the authors or other experts will address this issue soon.  
 Overall, the final report does not change the preliminary conclusions. Based on the research 
to-date, for critically ill covid-19 patients, remdesivir is unlikely to change survival or the need for 
mechanical ventilation. The only drug to-date that has shown to improve mortality remains 
dexamethasone, a generic and inexpensive drug.               

             —Joshua Niforatos, MD 
 
 
 
 



 
 
 

POLICY BRIEFING 
Here we go again. Are we seeing the feared Fall surge? 

A new analysis of case data through Tuesday gathered by Johns Hopkins 
University’s covid-19 tracking website shows thirty-nine states around the country are 
once again facing rising numbers, reporting more weekly cases than the week prior. As if 
this were not enough, nine states (Alaska, Indiana, Kansas, Kentucky, Minnesota, 
Montana, North Dakota, Utah, Wyoming) set state records. In similarly grim milestones, 
North Dakota and South Dakota now hold the record for most per-capita coronavirus 
cases in the United States.  

Across the country, stricter enforcement of social distancing measures, extension 
of Personal Protective Equipment use requirements and the return of business closures 
are just some of the measures being deployed in an effort to slow or stop the spread. 
Many states’ contact tracing programs are buckling under the new load and rural 
locations are starting to activate alternative treatment sites as the number of hospitalized 
patients is climbing. All of this comes ahead of influenza season, making the coming 
months possibly more daunting. The 1918 H1N1 pandemic saw astronomical case surges 
in October and November. Various. 

—Joshua Lesko, MD 
 
Turning the screws on hospitals not reporting data to HHS. 

In late September, the Centers for Medicare and Medicaid Services (CMS) 
confirmed that they would begin halting Medicare funding to hospitals that did not report 
daily coronavirus data to the Department of Health and Human Services (HHS) online 
portal. This past summer, hospitals were instructed to bypass the usual reporting to the 
Centers for Disease Control and Prevention, and instead provide data to HHS, an agency 
with far less experience and far less equipped to carry out such epidemiologic functions.  

In a call earlier this week with reporters, CMS Administrator Seema Verma 
announced hospitals had fourteen weeks to come into compliance or all funding would 
cease. Additionally, relevant influenza data would need to be included in the updates. 
 Given that most treatment facilities were already opposed to an unfunded mandate 
requiring extensive administrative resources in the middle of a pandemic, this addition 
will likely be met with similar apprehension and frustration. Various. 

—Joshua Lesko, MD 
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