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Population: 2419 XA}
Intervention: BEE28A| X 74 (Monoclonal antibody)
-  ©UA: Regdanvimab, Bamlanivimab, Sotrovimab, Bebtelovimab

- B3SHA|: Amubarvimab/romlusevimab, Bamlanivimab/etesevimab,
Casirivimab/imdevimab, Tixagevimab/cilgavimab,
Bebtelovimab/bamlanivimab/etesevimab

Comparators: Standard of Care (SOC) or placebo
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3. om3E ¢ on|3E 39 WolF 3 AR|A Bebtelovimab < AT FIEFA
(Amubarvimab/romlusevimab, Bamlanivimab, Bamlanivimab/etesevimab,
Casirivimab/imdevimab, Etesevimab, Regdanvimab, Sotrovimab) X2+ 15K %=t} (H
A5HEE, AE7H#9] E1)

4. 724 19 BAZ FFoIHoY AAT HYso] FAHA ¥2 AoE JH=HE FF HY
Ast A Z24 19 Bl o3t 5 ol HHoR A FFE LA X AN k& A

d¥} £ 02 Tixagevimab/cilgavimab $£& 1&3t}. (153 E, A&7} 9 d1)
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Tixagevimab/cilgavimab A& AEA 7153t

| A AARCE euaE 5t AT ¥olQl BA1, BA.2 5ol FAsHAA 7]1&9 &
ZE PAREAEY S8Fsol AAH = ALUS Aot $5o2 1PE 7hs
o] w2 AFSE I2H9  FAFANA  FHto]HAA|(Nirmatelvir/ritonavir,
Remdesivir, Molnupiravir) Foi7} 7Fssithd o] A4 os Hirgict

[2] 2UA F Regdanvimab2 A9 F3ks oFe] AlE 23t 4 I SAIEYU 21

22 io|50] that Fokso] 7AH A0z Selslo] 20204 29 210 ARFAH 2
202205 |y a7 2Re Fu A2 Wdstel B AnTol Agstart.
[3] S Yol uj=E0] 4F0] B JFolH BAY Folu Amom Aus
T 94 @ A, B4 F Sotrovimab u|AE 27| wolo] dfat Aol 9l
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(] G SRS 75515 994 2 Bamanvimab © oA T2 Hol= A
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ARl A F3 YA U T 109 FRE AR AlFoln, F2 &3 AlZE0 24S wirhst

£ Holg|A #HO] Egju] Aujo]T GHhdS E3E it Aufo]q GHrwAe Alx Bzt (SIA FE
SID7IA] 4709) ¢ =rQlE @Ak SDFF HiolgA & Alxzuke] §3HS2)E wiAiehs & 79 715A<l
o1 ©IE 7ML IHH3). FEU19 T B W] S35 A2 SARS-CoV-29] Aufo|q grhiy ol
RS SR Qi WA (nucleocapsid protein)oll Higt A BRS-0] 719} Al AL Q= Aog
U A Asfold GkulAo] £-84 A wHle] tigt GEE IAE A 2710 Folsi: Aol A7 ¥
B OEAR FAEITH4). o9 weiste] v dejate] wEfYHE|Y (Bamlanivimab, LY-CoV555 and
LY3819253), ol€AH| 3 (Etesevimab, LY-CoV016 and LY3832479), ¥lE &2 H]|e(Bebtelovimab, LY-
CoV1404; LY3853113), 2lAlHIEAe] 7HAelu]H(Casirivimab, REGN10933)% d|u]st (Imdevimab,

REGN10987)9] &3+ A¥<Q1 REGN-COV2, U= SFFAAU|AZIRIALY] AE 24| H(Sotrovimab), =]



AEZ2 A &) 1dH] 9 (Regdanvimab, CT-P59)0] 7HE =0 4 Alg¥o] 2=l

O 2H < (Evidence summary)

E— Initial
‘ff;;at'gg Mar 2021 2021 Jan 2022 May 2022  Jun2022  Jul 2022

| &——0—0—20 o—
Evidoncs  RGT4 | +RCT6 | +RCT2 +RCT4  +RCT2  +RCT2 |
. (3trials)} =RCT10 | =RCT12 | =RCT16 =RCT18 =RCT20 |
(6trials) | (7 trials) (8 trials) (9 trials) (11 trials) |
i |
1 1
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AR S5 20219 3¥ 59 Hx 4AG727) olF, wWig AM H°lES 3 20229 7€7t
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A 411740] 712 AMEQT SEEAS AQsta 68870l sl A& 253 AES] A8 & F
159719] ¥ AESIIT Ao &gt AeuiA] 71&S A8-oto] £8& AESHACH, pre-print AE 9
=2 18 $7] AAste] 2FA 0= 20H] RCT 21119 Ah)o] A E|ITH5-24).

J2W-MC-PYAA 97%(Chen, 2021(1))= Eli Lilly and CompanyA2] A¥C & bamlanivimabs &0
= 7oA Fofdt 14 dAdAFol. o] AT 55 AUEAE LR bamlanivimabs SATLE
St f1okte] AAATE B ASHATHG).

BLAZE-1 ¥74Gottlieb, 2021; Chen 2021(2); Dougan 2021(1); Dougan 2021(2); Chen, 2022)= Eli
Lilly and CompanyA7t & E= 35 TAE HI2E 3 246, 7) 2 34 936, 8, 10)°0]t. A
bamlanivimab @<=} bamlanivimab + etesevimab ¥g0] 91, R $joFolt},

ACTIV 9-~Chew, 2021; ACTIV-3/TICO Study Group, 2021; Lundgren, 2022; ACTIV-3/TICO Study
Group, 2022)& "l SHEALWNIH)OIA Z2U19 A=A /1] 45 B7Ish7] YsiA sk
BIA Alg]=0ItK11-14). Bamlanivimabg FALCR #1oF} ¥]w 3t ACTIV-2 ® ACTIV-3 AAIE
A3t HAEIt11-13). WA= ACTIV-29 4% $5%7F moderate o3 = &A1),
ACTIV-3& ¥ $AF=0|tK12, 13). Sotrovimab@} Amubarvimab + Romlusevimab E3HA|S zFzF 9ok
T v W3 ACTIV-3 QAR E BUEY= AT e d98A=0]rK14).
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COMET-ICE ¥-HGupta, 2021; Gupta, 2022)= Vir BiotechnologyAt®} GlaxoSmithKlineAte] A0

= Y SAE dLE sotrovimabe {2t Blw gt 34 Atolti(15, 10).
u]=t RegeneronAbs Pl=9] Q& S thACE casirivimab+imdevimab EEAE 91t vlwst 3
4 QA AIE Aot Weinreich, 2021(1); Weinreich, 20212))(17, 18).

RECOVERY 7HRecovery Collaborative Group, 2022+ ¥=9 =gd+4A U AFFA7]74UK
Research and Innovation)®] A[¢& ol JHLAA casirivimab+imdevimab 1S 91 ¥l w gk
AFoltK19).

M EZ2AR= regdanvimab(CT-P59)S 9IFa} v|wst 24F & 34F 3 23S Huglon A3t At
= 43-53o® Higloy, o ¢ AFF IRAE EFol] EMoFATHStreinu-Cercel, 2022; Eom
2021)20, 21).

Dong 5 S5 A79 T¢g T2 24 9 34 AFolA JLSAE IR Etesevimab TUA|9 &
TS 912k} H W SHATH22).

TACKLE 9= Astrazeneca®d A|¥Oo = QJjgkAlof|A] tixagevimab + cilgavimab E3MAIE Y2} H]

3 34 Ato]t(Montgomery, 2022) (23).

BLAZE-4 A7 % 529 iz & o]0l 24 A& (Dougan, 2022)2 %5 Z2U= 1Pd 7164
o] W 3RS thA o2 51, bamlanivimab 700mg+etesevimab 1400mg+bebtelovimab 175mg &
Fof¥e 1279, bebtelovimab 175mg Th& Foigt 1257, Yot 1287 WAL= Al¥sIoitt. & Al

2 onaE §3 Ao FP=om, F2 HeH49.8%) o LTH28.6%) Holo] AHE TAES "=
A= 12 BEE 794 AL 0R w2 Ho|HA HEES Hole S B30, floto]
21% (26/128), bamlanivimab 700mg+etesevimab 1400mg+bebtelovimab 175mg 172 13%(16/127),
bebtelovimab 175mg ©5<+2] 14% (17/1126)°14 o3] &2 HlolgA AEES HIOoY Yokt v
sl  bamlanivimab 700mg, etesevimab 1400mg, bebtelovimab 175mg FolollA  38%,
bebtelovimab @& Foj7ol|A] 34% AT AAZ Hch A & A o= on3E U Hoftt 2

U2 5H9] HolS(BA.1, BA.1.1, BA.2 319} WOl HHFo] FAH= 442 HAT (24).

O

F9E 24 4 2e o= Eo



1) Amubarvimab + romlusevimab &34

Amubarvimab + romlusevimab &g tigt &4 FE-Z 1Holglon, A+ A= dd SASITh
Huw AR AN, B, IAA 35, 71A4 7|29 Y BE SALY dix I SAFLE &
Ofgt 2o 7} i3It
2) Bamlanivimab T2

Bamlanivimab @A tigt 2A 32 50|l on, Ao ZIHE Aol B4 et ALt
& RSt 2AE S o SE e E o 24 £33 3HolsloH, AMY, A 3E, o

A SRR A ETIR oSS AT tjRE 7 BAMOR i3t Zolt ik, whE, A

< AN dELEY SAXLE FOlstA AA WAYSHATHRR 0.38, 95% CI 0.19-0.75). Y A=
dog o 2A 8L 2HooH, AN, AR 35, A 717t SHEE olRkeY B A RN F
A2 2 7F SARLE F3 Zfol7t gloith

3) Bamlanivimab + etesevimab £33

Bamlanivimab + etesevimab E&A0] gt &4 EAL 4Hollon A A= 5 Q= TR

N

o BuE AaX R F A4E I, S A=, 71AH V29 A, SR o/ ¥ SATE o
Z3 2t AR SR FOIRt Ao|7t it WHA, A B S SAIFOIA dixAEY SAX R {25t
A A7 FYHAILRR 0.1, 95% C10.02-0.82: RR 0.15, 95% C1 0.06-0.39), LAHA S1=79] A7k 5
Aol A hxET SAZCE FolstA ZAAtHMean difference -2.00, CI -3.80~-0.20).

4) Casirivimab + imdevimab &3]

Casirivimab + imdevimab E3Ao] tigt &4 £ 2Ho| o A AR 2 SRt Y 3

P

b 242 194 BuEQict o 23 didoR HuE AR R F AN, S AR, 7144 7129
il

ABe FAET i 7 BARCE o5t Holrt giglet. RS- Azl

L
r
M
of
=
rSk
o

R
PN

7R BAH R [ololA HA FAYSHAI(RR 0.30, 95% CI 0.20-0.45; RR 0.34, 95% CI 0.24-0.48),
WA 57 AREE FATNA dRET BAKORE folotA HUTH-4.00, CI -5.26~-2.74). ¥
A e dide s Hag AR AR, EY, 49 7IE 71AA 129 Y, SRt o[RS B
SR 22 2F BAHCZ fo3t Aol igict

5) Etesevimab ©UA



AN B, Y 71 2R SR R IF BAFCE Foljt Zfo|7t gl
6) Regdanvimab TIA|

Regdanvimab ©IAl] gt 27 3L 1#o|gom, a7 dhdxie o A%tk Rud AW E

re

AR, WA S, A SRR AR, V1A @712 Ay, SR ofduke KF SART dEt

o

2 BAROR {3t Hol7t Qi

-

7) Sotrovimab YA
Sotrovimab TA0] tfst A £33 2wHo|lon AT tAAE 9 SR} AN SR} 7+ 1HHY
HEQT} Qe gt gifo 2 HuE AR F AP, 71AH S29] AL ST iR 7+ B4

oz fogk ol7} QIolek. W, YU % B AR, S oL FAZONN ThrrRt 5

Aoz FolstA AHA HAYSHAITHRR 0.20, 95% CI 0.08-0.48; RR 0.05, 95% CI 0.00-0.81; RR 0.34, 95%
CI 0.18-0.68). Y A tide s Hus AR # AN, Ee, Y44 35, 7144 &2 28] &
AT 2 7F SAHLE {3 Aol7t gllth
8) Tixagevimab + cilgavimab E3A|

Tixagevimab + cilgavimab EgA0] tfet A &3 1He| o, A A= 2= SAleith
HiE Ay # F AME AT iR 7 SAKLE ROfe Alol7h it vhd, Y, ST A

& % S oSS AT dxaEy SAKCE FosHA A TASIATHRR 0.43, 95% CI

0.25-0.75; RR 0.28, 95% CI 0.08-0.99; RR 0.61, 95% CI 0.40-0.92).

9) Bebtelovimab

il
=

Bebtelovimabol] 43t &4 £ 1Hol|om, A+ tiidAt= o SARH. s AyA1E 5 dd 2

AP, 22U B AN, ST oS SAE diRa It SAELE ot o7t /il ',

AdA 230 2d A2 SAZIM HiEdEe SAHLE FolSHA AASHHTHMD -2, 95% CI-3.41~-

10) Bebtelovimab + bamlanivimab +etesevimab
Bebtelovimabol| thet &A £ 1#Hol|lom, A4 A= & ST BuE 2yA% F AdY 2

AP, 22U B AR, 9AE 2ol - Al SRt oldike 2 SAIEY tiRd It BAHLE W+
8

-
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B Z39°FF (GRADE Summary of Findings Table): Amubarvimab + Romlusevimab

Anticipated absolute effects’ (95%
Cl)

Risk with placebo  Risk with mAb

Mortality at 28 days . 85 per 1,000 RR1.17 354 e OO
(Critical) Inpatient 73 per 1,000 (@2to174) (05710238  (1study) Lo e
Mechanical ventilation Inpatient 17 per 1,000 23 per 1,000 RR1.35 354 @@OO
(Critical) (5to 100) (0.31105.94) (1 study) Low abs
Discharge
Inpatient 798 per 1,000 837%2‘:’ :)20500 . ';gt‘-ﬁe 1 3f4d el
(Important) (766 to 925) (0.9601.16) (1 study) Moderate 2
Clinical recovery
Inpatient 848 per 1,000 882per1,000  RR1.04 354 COOD
(|mp0rtant) (814 to 959) (0.96 t0 1.13) (1 study) High

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% Cl).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the
estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. low event numbers

b. wide confidential interval

c.95% MZ|H7+0| B2 H7H0.75-1.25)0t AH
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B Z39°FH (GRADE Summary of Findings Table): Bamlanivimab

Anticipated absolute effects*

(95% Cl)
Risk with SOC  Risk with mAb
not pooled
. Outpatient not pooled not pooled 9 763. OO0
Mortality at 28 (2 studies) Low 2
days
(Critical) ] 76 per 1,000 RR 1.09 338 eeO0
Inpatient 70 per 1,000 (36 to 166) (%%17;0 (2 studies) s
Mechanical 50 per 1,000 RR 1.49
ventilation Inpatient 33 per 1,000 (17t0149) (08000 n ) 00
(Critical) 4.46) y Low b.c.d
804 per 1,000 RR 1.08
Outpatient 744 per 1,000 (1410900 (%0 o &) EBEE?EB
Clinical recovery 121) 9
(Important) 883
per 1,000 RR0.98
Inpatient 901 per 1,000 (820 to 955) (0.91to (1 ?s’::d ) @)
1.06) Y Moderate b
Hospitalization 22 per 1,000 RR 0.38
or hospital visit Outpatient 57 per 1,000 (11 to 43) (T ;ﬁ%‘}es) el
(Important) 0.75) Moderate ®
. i The mean time to MD 3.17 higher
Time to clinical Outpatient clinical recovery - (0.24 higher to ) 317 o0
recovery utpatien Outpatient with 6.1 higher) (1 study) b
(Important) COVID-19 was 0 Low b
The mean duration of ~ MD 1.43 higher
Duration of Inoatient hospitalization - (0.96 lower to i 24 OO
hospitalization P I{gpatien(t] with COVID- 3.82 higher) (1 study) Low b..d
was
] 12 per 1,000 RR 0.63 1034 Y1)
Serious Adverse Outpatient 20 per 1,000 (51032) (012645 )to (3 studies) Moderate b ¢
Events
(Important) , 53 per 1,000 RR 0.69 338 =Y 11
Inpatient 76 per 1,000 (2310 122) (013;5% )to (2 studies) Moderate b ¢

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison

group and the relative effect of the intervention (and its 95% ClI).
Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

a. no event
b. low event numbers or small sample size

¢. wide confidential interval

d. 95% AIE|F7H0] 23 7H0.75-1.25) 0t ZEH
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B Z39°9# (GRADE Summary of Findings Table): Bamlanivimab + Etesevimab

Anticipated absolute effects’ (95% Cl)

Risk with
Risk with placebo  Bamlanivimab +
Etesevimab
Mon?i!\t))llsat # Outpatient 6 per 1,000 I EET L0 RR0.13 1804 GBGBOO
i ' 0to7) (0.01to 1.09) (2 studies)

(Critical) ( Low a.¢
Mechanical 1 per 1,000 OO
ventilation : (0 to 16) RR0.17 769 DD

Outpatient 4 per 1,000 0.01104.12) (1 study) s

(Critical)

Clinical recovery
Outpatient 744 per 1,000 81710'7’? ;’,::0 o :5th1>'$92 . ' iffd | O
(Important) (707 to 938) R y Low &
Hospitalization or O
hospital visit . 8 per 1,000 RR 0.15 1037 ODOD
Outpatient 56 per 1,000 (31022) (0.06 10 0.39) (2 studies) e
(Important) oderae
Admission to ICU
Outpatient 16 per 1,000 2 g)et'o1 107?0 o oRthﬁz) ' Zﬁ?dy) ®OO
(Important) : : Low ac
Serious adverse 00
events . 8 per 1,000 RR1.23 3129 OD
Outpatient 7 per 1,000 (410 20) (0.53 t0 2.86) (4 studies)
(Important) Low &b

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% ClI).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the
estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. low event numbers

b. wide confidential interval

. 95% ME[FZH0] FE7H0.75-1.25) 0t AA
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B Z39°# (GRADE Summary of Findings Table): Casirivimab + Imdevimab

Anticipated absolute effects*
(95% ClI)

Risk with SOC Risk with mAb

1 per 1,000 RR 0.43
. Outpatient 2 per 1,000 (0106) (0.07to R ©e00
Mortality at 28 2.56) (1 study) Low ¢
days
(Critical) _ 196 per 1,000  RR0.94 9785 DODD
Inpatient 208 per 1,000 (181 to 210) (01.%71;0 (1 study) High
1 per 1,000 RR 0.21
) Outpatient 4 per 1,000 (0to 5) (0.04 to 1343?1 @@OO
Mechanical 1.06) (1 study) Low a.c
ventilation
(Critical) , 100 per 1,000  RR1.01 9785 OODD
Inpatient 99 per 1,000 (89to 112) (01-.91(21;0 (1 study) High
Hospitalization 13 per 1,000 RR 0.30
or hospital visit Outpatient 44 per 1,000 (910 20) 020 14§ﬁzy) @IG_?EE@
(Important) 0.45) 9
. . 698 per 1,000  RR1.01 6785 DODD
Discharge Inpatient 691 per 1,000 (685 to 719) (01.%3;0 (1 study) High
. 3 per 1,000 RR 0.56
Adml'%%o” o Outpatient 5 per 1,000 (1108) (02110 (142% ) LELS)
1.55) y Moderate«
14per1,000  RR0.34 5531 ODDD
Outpatient 40 per 1,000 0.24 10 .
Serious Adverse (101019) ( 0.48) (1 study) High
Events
Important 0 per 1,000 RR 15.33
(Imp ) Inpatient 0 per 1,000 (0to0) (0.88 to 9785 (1 study) @@OO
268.37) Low be

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% ClI).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from
the estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. low event numbers
b. wide confidential interval

c.95% ME[F7H0| RZH7H0.75-1.25)0t ZH
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B Z39°FF (GRADE Summary of Findings Table): Etesevimab

Anticipated absolute effects*
(95% ClI)

Risk with SOC Risk with mAb

Mortality at 28 Inpatient 0 per 1,000 RR 2.97
days 0 per 1,000 (010 0) e o ) o0
(Critical) 72.03) y Very low ab.c.d

i Inpatient 40 per 1,000 RR 3.96
P'SChr?rg‘t* 10 per 1,000 (5 to0 355) 050 o ) eeC0
(Important) 34.80) y Very low ¢

; The mean duration of MD 1 lower
hODSur.?QII(.)r;?(f)n Inoatient hospitalization - (2.05 lower to B 197 @@OO
pitalizall patl Inpatient with COVID- 0.05 higher) (1 study) Very low 5.4
(Important) 19 was 0

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% Cl).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from
the estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. unclear risk of bias in randomization
b. low event numbers

¢. wide confidential interval

d.95% AZ|F7H0| F27H0.75-1.25)0 AE
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B Z39°FF (GRADE Summary of Findings Table): Regdanvimab

Anticipated absolute effects’ (95% Cl)

Risk with
Risk with placebo  Bamlanivimab +
Etesevimab
Mortality at 28 0 per 1,000
days Outpatient 0 per 1,000 (0to 0) not estimable R 2?117d ) GBGBOO
(Critical) v Low 2
Mechanical 0 per 1,000 OO
ventilation ; (0t00) RR 1.54 307 oD
Outpatient 0 per 1,000 (006103758 (1 study) oo
(Critical)
Clinical recovery 914 per 1,000
Outpatient 952 per 1,000 (866 to 971) 0 QRFtO.j,%Z 1 3?7d oee0)
(Important) (0:91101.02) (1 study) Moderae b
Hospitalization or 44 per 1,000 00
hospital visit , (18 to 108) RR 0.51 307 DD
Outpatient 87 per 1,000 (0.21t0 1.25) (1 study) Lo
(Important)
Admission to ICU 0 per 1,000
Outpatient 0 per 1,000 (010 0) not estimable R 2Er)u7d ) @@OO
(Important) ¥ Low &b
Serious adverse 0 per 1,000
events Outpatient 0 per 1,000 (0to0) not estimable 325 @@OO
(1 study) Low &b
(Important)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% ClI).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the
estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. no event, small sample size
b. low event numbers

¢. wide confidential interval

d. 95% AE|F7t0] 2 12H0.75-1.25) 1 A A
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B Z33°FH (GRADE Summary of Findings Table): Sotrovimab

Anticipated absolute effects”
(95% ClI)

Risk with SOC Risk with mAb

1 per 1,000 RR 0.20
. Outpatient 4 per 1,000 (0to 16) 0.01to 110t531 00
Mortality at 28 4.16) (1 study) Low ab.c
days
Critical 77 per 1,000 RR 1.05
( ) Inpatient 73 per 1,000 (37 to 159) (0.51to ’ 3?0d 00
2.18) study) Low a.b.¢
1 per 1,000 RR 0.08
. Outpatient 11 per 1,000 (0to 15) (0.00 to 1105(71 @@OO
Mechanical 1.36) (1 study) Low ab.c
ventilation
Critical 11 per 1,000 RR 0.65
( ) Inpatient 17 per 1,000 (2 to 65) (01110 1 3?0(1 @@OO
3.86) (1 study) Low 2.
Hospitalization 11 per 1,000 RR0.20
or hospital visit Outpatient 57 per 1,000 (51027) 0ot o ) 000
(Important) 0.48) Y Moderate 2
Clinical recovery . 882per1,000  RR1.04 360 DODD
(Important) Inpatient 848 per 1,000 (806 to 959) (01..£253)to (1 study) High
Discharge . 790 per 1,000 RR 0.99 360 Yo
(Important) Inpatient 796 per 1,000 (71010 878) (01'.81%;0 (1 study) Moderate
Admission to 1 per 1,000 RR 0.05
ICU Outpatient 19 per 1,000 (0to 15) (0.00to (115()“51(71 ) 800
(Important) 0.81) Y Moderate 2
Serious Adverse 21 per 1,000 RR 0.34 1057 EY-YO)
Events Outpatient 60 per 1,000 (11 to 41) (0.18 to (1 study) Moderate 2
(Important) 0.68)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% ClI).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from
the estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. low event numbers
b. wide confidential interval

c.95% ME[F7H0| REZH7H0.75-1.25)0t HH
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B Z39°# (GRADE Summary of Findings Table): Tixagevimab + Cilgavimab

Anticipated absolute effects’ (95% Cl)

Risk with
Risk with placebo  Bamlanivimab +
Etesevimab
Mortality at 28 13 per 1,000
. RR 1.00 903 e OO
days Outpatient 13 per 1,000 (4 to 41)

(Critical) (0.32t0 3.07) (1 study) Low 2.c
Hospitalization or 41 per 1,000 o
hospital visit : (240 71) RR 0.43 834 o YarTe)

Outpatient 95 per 1,000 (0.25100.75) (1 study) |v|
oderate @
(Important)
Admission to ICU 7 per 1,000
Outpatient 26 per 1,000 (2t0 26) 0 OR: to.gzg 1 834(1 S0
(Important) (0.08100.99) (1 study) Moderate 2
Serious adverse 73 per 1,000 O
events , (4810 110) RR 0.61 903 DDD
Outpatient 120 per 1,000 (0.40 10 0.92) (1 study) .
oderate @
(Important)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% ClI).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the
estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. low event numbers

b. wide confidential interval

c.95% AE[F7H0| BEZH7H0.75-1.25)0 ZH
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B Z3Q°%H (GRADE Summary of Findings Table): Bebtelovimab

Anticipated absolute effects’ (95% Cl)

Risk with
Risk with placebo  Bamlanivimab +
Etesevimab
COVID-19 16 per 1,000
Hospitalization (2t0 112)
and All Cause Outpatient 16 per 1,000 0 $5Rt:).3216) (12R5§T) @GLB?)O
Mortality Through e o
Day 29
COVID-19 related . 0 per 1,000 . 253 ®000
death Outpatient 0 per 1,000 (0to0) not estimable (1RCT) Lowss
) - The mean time to MD 2 lower
Time to cinical Outpatient clinical recovery (3.41 lower to 0.59 - 21 ee00
recovery was 0 ) (1RCT) Lowe
Serious adverse . 0 per 1,000 . 253 1100
events Outpatient 0 per 1,000 (010 0) not estimable (1RCT) Lowas

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% Cl).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the
estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. small sample size and only one study
b. wide confidential interval

. no event
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B Z7Q°FH (GRADE Summary of Findings Table): Bebtelovimab + Bamlanivimab +

Etesevimab

Anticipated absolute effects’ (95% Cl)

Risk with
Risk with placebo  Bamlanivimab +
Etesevimab
COVID-19 24 per 1,000
Hospitalization (4 to 139)
and All Cause Outpatient 16 per 1,000 0 2R:tc1).85190) “ iffd ) 69@970
Mortality Through s y Lows
Day 29
COVID-19 related , 0 per 1,000 _ 255 21 ]0l0)
death Outpatient 0 per 1,000 (0to0) not estimable (1 study) Lowet:
. - The mean time to MD 1 lower
Time to ciinical Outpatient clinical recovery (2.41 lower to 0.41 - 252 e®00
recovery was 0 higher) (1 study) Lowe
Serious adverse , 0 per 1,000 RR 3.02 255 1:10]@)
events Outpatient 0 per 1,000 (0t 0) (012107353 (1 study) Lowe.

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison
group and the relative effect of the intervention (and its 95% Cl).

Cl: Confidence interval; MD: Mean difference; RR: Risk ratio

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the
estimate of the effect

Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially
different from the estimate of effect

a. small sample size and only one study
b. wide confidential interval

. no event
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O #1 nedAre

1. 214Z=(GRADE X&)

FAFAR 2A| 9] TAFES R, SEAJE(QH, YY) ¥ FEsto] AAetRor, Az A 1o
WY AT 7|Hksto] F9F EAFES TSI
Zgt
o
429 =2 SHAIX AMX|ES| 2HeE Al
=2H &
Amubarvimab + SE Ol A S
U I PSR S
Romlusevimab A7 |2 T HE
Bamlanivimab e, YA DE oI A e 1P =2
Bamlanivimab + DE oA HE
Qfef HIEHN =2
Etesevimab A=l R IS
DE oA HE
Casirivimab + 22y HIEE S =2
A= R HE
Imdevimab
UH == N/A ==
HISE A
Etesevimab A HE=E 20 A iR IS H=
HIH Y
DE A S
Regdanvimab LI S pSE 22
A=l Y IS
DE A S
Sotrovimab Qlef, YA HIEHN =2
A2l Y IS
Tixagevimab +
Qfef DE A S HIEHN =2
Cilgavimab
Bebtelovimab Qlef DE A HE HIEEN =2
Bebtelovimab +
bamlanivimab Qlef SE oI A HE HIEZN 3S
+etesevimab
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2. 0152 SisH

A55xo 9 SAE YR ¢ I AFE F3l Z=U199 Qlof FAREA= AFTET dE E
+ B U2 S5E BEe ol HYoy A $AE tder o A AFolMe 55 SR A
E2 5= O SlofAe 3t gginh BHE AolA A A8A| 2t 55 Rl o]= <lgt oF
& Y ¥k 2T {2 Zol7t figit

T 2 A9ge 7H B.1.1.529 u|FE o7t A AlAIZ o= {a¥sHHA o] HolFo] tigt &F
2 A ABRAE HdoE A A Sk of Aol 95k bamlanivimab, etesevimab,
casirivimab, imdevimab, regdanvimab & 3352 A5 AASH ZoE FOIFQIT} oo H|g)
tixagevimab, cilgavimab < 7|&HEt} 128 o]4; $8Fs0] AAHA O Fol 1T, sotrovimab & |-
el S5 FASHE A 2= SRIEQITH25).

2022 5¢ AA A AAZ LR BA.2 HolF ofgo] {85l Sle AlA 71E0] A 879 &=
284 A &A|(bamlanivimab, bebtelovimab, casirivimab, cilgavimab, etesevimab, imdevimab,
sotrovimab, tixagevimab) °f s A F3ts o Aol s S/ HEEFA A=A
(bamlanivimab, casirivimab, etesevimab, imdevimab, tixagevimab)+= BA.2 ®o]F old-& F3IA|7]A]
F3H 12y R493Q EHClE 714l BA.2 Avfo|d Tl S 714l fpieHbol2| A0 M= casirivimab ¥}
tixagevimab©l] €5 ZAdE B} Sotrovimab 2 7] 9310 H|5|| BA.2 Ho|Fo|A 3o 2
o d EIHQl A0 FIE oY [452R SAHOlE 7ML Sl BA.2.11, BA4/5 oAM= BA.2 Bt} T
U2 S B9 Cilgavimab = BA.2 WHolo] 444 Bl o 1452R/Q EH0lE 7141 frkeH)

o2 A0fA= BA.2 HolF tjH] thek 2-5H] 715 ool AdAdS HIAaL, BA.4/5 ¥olFol| HisiA= BA.2

oiE] 308 ool AddE EATH20).

SE
Casirivimab/imdevimab®ll @3t b= A&k 715 ARE 5919 HE AJE0] w=W, R10933-
10987-COV-2067 Al&oA Casirivimab/imdevimab & Foj¥2 53319] 27} & 1HL ojoy=d
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o2 X7F golof oh= o tdZAIA BRE BT, o] F 4,000 mgE FHUH 482 257 oMY
FY Hd vEE BeH, o] F F Alo|2oA ofF Yol I FhEE 2HE HALsIATH1).

Sotrovimab©] thgt YA+ AldQ0 COMET-ICE Al¥9A Sotrovimabs Fo2ke 43099 A7AF & 73

B(17%)3 oF A} 438% 5 85T (19%)0llA4 ol dHke-S Bt 3/4539) o4 #H8-2 Sotrovimab

9] 2%(7/430) 22 k2] 6%(27/438)HTt WF2 Aoz HUEUL FF9 o] Sotrovimab o

A= gl9lom, YektoA= 1% mTH1/438) 0.2 HIE|QTH16). Sotrovimab?l F£o Ao tist v
A%l COMET-TAIL Al@olM= AW AP &5 AP Foldt + & E5FoAN 55 € 3/453< ol

HES-2 1% mgto 2 BRRIEQIEH27).

ogk

Bebtelovimaboll Tt ¥/ A1 BLAZE4 Aol A =5 85h= oluhEe] Hlg2 7|&2 HEE
A AmA B Aol Hare ol whgat -FARSHAH. Bebtelovimab T &k 2-2 Bebtelovimab +
Bamlanivimab + Etesevimab B3} A 87 5 S5 Z2UH9=Z AgE AUT AL = 9.7% (37/380),
IR EARIA = 14.7% (48/320) 1L, HF2E BF5EY ol ¥e2 HIth $5 Z2UIOE
NFE ANAT FANA= 179 SAIA AZRE o] ¥hgo] HIE Y, I+ SR HES
Z AR 1915 5oto] 2.1%(7/326) SAROIA 423t ol whgo] HlE IeH24).

Tixagevimab/cilgavimab ©f tgt A4 AldA gt 7 o]4k9] o4} §hEo] Tixagevimab/cilgavimab

oA 35.3% (1221/3461), H19ollA 34.2% (593/1736) WSO H tFE F55E 24 Hlrh
o] & 7P &3 AL FoF £ ¥hgo|%om, Tixagevimab/cilgavimab ol 2.4%(82/3461), 1okl

A 2.1%(36/17360) 278 B, $F5 oW T2 44 3.7% = F & ol Zo|7h iiH.

3. 7tx|et MSE
FA7IAl L2219 SR A 7A|S] e - AgtEe] e Ar afE S AA E ==t

20219 28 5% S AFOIRE/IAA(HFA)eIA Regdanvimab (7|24 )] 94 3439] 23 Algs

ol
iy

02 60A oldolAY 714 AP, 1B, AW 9 Y 23] A9 52 7R I9¥E BS

l

I

P4 9 184] oMY F53 BAS YO 2AR 5L WO, 20219 99 179 TIFE 4% 2
HE $5% 9] ARAR 44 B8 o7kE uskoy Fuel LAY 90jag Holgd i A9
SR o] AR 27 F8ks0] TAE 0 BIS0|05), 20224 28 182 Hrlzuel T AT B
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l

2 Faslgon, 71z AL BEF ARAL Depo] vlolelaz SE B 9olE 28 28U
ofgh Aol el 20224 29 242 APV TELHO AR o)A BESHHCS). o)A Fihel

A Regdanvimab (F7]2U5)9] 7kx|9F ASEE e A 02 wHr

4. RFHEIE 23

ARt FAIEAR] A A 8AlE 2400 SR E (93} oF 3027H) 2HA glom, d7|uae] S
T Gkl ke o 0nttiolw, GSKANY] Al AEAE 22209(¥st oF 27999,
Tixagevimab/cilgavimab 2 1400 @2 (Y3} F 1837H) o2 &#A 91O Bebtelovimab ©f thst 4
S5t 7ML EEA YA G AR HolFo] 28T AR AEE ARl A AmAY HIE b

Aol Tt AES witho] WeT Ao Pz,

5. CI2 =7} AMTIZX|Ete] A1 H|w
2022 49 229] Aelo]E" WHO living guideline oA= @A $2 AE7} oy $Z0 & olgkg

7Hso] & A2 Sorrovimab FolE XARE AN YO F|IE BA2 WolFolA Faks

U= FHEAY Zlo|EERldiMe e 834 ey vl AEes IH AR 9 7Ieel @9

3= == Aoz APH Aol =S ARSw IFUY9 A4 T2 Fhlo|HAA

Obo
>
o
o,
[o

(Nirmatelvir/ritonavir, Remdesivir)2] £7} %S 7209t Bebtelovimab 175mgs 124 o]l
A F48 A 79 olyo] Fofsk= AZ EXsk Stk Qu|FE WHolF(B.1.1.529)7F SISl H @ A%

& 7915te] Bamlanivimab /etesevimab, Casirivimab/imdevimab, Sotrovimab §oj&= Hiskal UA] &

o= A ZholEeRlolA = Yee Q5HA] Fou F5 Heo® APF A0l =2 BFEEY
FEU19 SApollA {3 S 94| HolFol Al /o] S Aol 34 T 7Y ool SEEFA
ABAE Fofsle AL 2ARE FusHA Ut} Bebtelovimab 2 QU322 3MHEQ1 BA.2 of tish A
A 9 Aed W50l fAEE AR BFoY o|dY] BEEFA ARAEY 9 I i € 5%
dlole] el uQJAT SAE0IA HIL FlolE7} gloBE Al Az tide] obd RS04 Fof
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Jo] #i7} H.

= 7ho|=RlolA e AES 85K Ry S5 Feor IPE Aol 2 455y IZ=HI9
SR sotrovimab TS HaLSEL ACH(31), FAE BHEA B2 A FAIA 124 oY A4
@ @ AQIA  Casirivimab/imdevimab  EA  Foi7b Zhssitfal  Ailskal  glow,  mhek
Casirivimab/imdevimab A F7} 7F53kA] o2 %-¢- RECOVERY trial & &3l Sotrovimab 94
Aol Fofshs e ABdhE & vkl AlAdskal ek duiolA A% COVID-19 $4k9] -9 38A)
F4 A=A Sotrovimab F{E #irska ok (AWA 334 °FA] © Nirmatrelvir/ritonavir, FHA 53
A FHAH2)32).

OF 7po|EERIoM = FA Aba A &7F BASHA] ko 55 FRU9R ojgtd YHIRE 7 A=
19 #Al olHEA A 22 HE ofFet AEgle] HAASHAR] FHdA S EA 5 ol
Sotrovimab Fo{dk= 71 27AFE AISKL Qo Qu|IE BA2 2 ZRlo] HAY 4= A 4
& OE ABAZE AU m3A e BY dAAEA T & o QU A A 4 JES

O
a0
3] ok A9} WAl Mzl Aiglo] Wdzio] HskEl A9)NN WA Aa Xwt WaskA ot 55

il

FEU9R ol RUAE 7R 124] ol 40kg o] Lof/FadolA S T 59 o]

N

Sotrovimab& Foiol= A& AE7F e

fu
i
Rl
ol,

Qo 9] S A 79 olHlold 5 Z=H9
= ojgd YIRS 7 A BT SR 3 A B FSE0IN AET EAOIA A B4l HA &
=& 7% Casirivimab/imdevimab Fofst= Ze 2AF=2 Aty ot 344 T 79 oW 5
F2HI92 ol HAME M 124 o3 AT 40kg oMU AoF H Aad AF FAA

Casirivimab/imdevimab Fojsl= AL ARV} o] Fdoz FVSHY Yth Bamlanivimab 22

) Ak A7l WAoot 2F F50% NN kAol 2 SR 1) ol 71 A
Tixagevimab/cilgavimab & ZARZE skl gloH, FARE 7HA WAl 0]ZgSA; Qo= ||
Aba A2E ot YA ot 1ot Tkt A1 QIARE 7L Qs WA S RSN ZEY 19 F

A 248 5 o2 Tixagevimab/cilgavimab Folol= S HAE7F EoJ&2 Fstal Qo E3F ACTIV-

3-TICO A7+ AFE HFo2(34) Z2H 19 WS HEET AUs § Z2H19 344 24 129 olUi=



ol

AR AA 57} Qs 714 8] ABE Sk YA S 3ERjol|A Tixagevimab/cilgavimab Fol&
ZAFZ Asta glom, RIS 717l WAl njHEA}; Qo A Ak X=E Skl = AFolU o

TE A dAE ML e "WYAS ERECIM ERY 19 S E4 129 oz

Tixagevimab/cilgavimab oot A2 AE7F o2 Halskal rt 714 2] A&7 59 F24 19 4
Qo= AES S84 59U 2 T2 A Al 0|99 Fof= HalskA] g=th35).

6. 7|Et I2{ArEt

202240 1€ 249 "5 AFd=olA= v U Qu|AE HolF7F 99%0ld AAISHL Q= d-elA
olof] tigt Bamlanivimab/etesevimab, Casirivimab/imdevimab®] &3Fs0] 4t A& 7¢kste o] &+
7 GEEANEA = A e HolFol A E EAREl gl AlftA o R Folsks AR I 5

T Tl -

20221 2 119 vl= AFol=olA s AAA $AISRA Luja2E Holgd His] 3t FAsh= 2

02 21olE Bebtelovimabg %02 A 7H540] B 19T AZ5E T2 BT 12
Al ol B2 40kg o1 4oF FAPLY vl= AlFoekmolA] SRIgE e HAIE Rl 4= Bl 5T =

:

L19 A} (A3 124] oV &2 40kg o 2o EAPoA Y 217 ARE-2 SAIHTH3Y).
2022 49 59 vl= AFOF=olA Sotrovimab Ul W $AIEY Qu|FE9 5t9] AlE ®olql

BA.2 fjsf F3kso] #ad Aor AZAH| G AR S0l Hift a2 SHSHATH3S).

i

20219 12€ b]= AlEQJoFoA F2U19 =& A oM Q¥OF tixagevimab 150mg/cilgavimab
150mg (evusheld) & 715 A& 591 stRloH Qu|A2 519] ¥o]Ql BA.13} BA.1.1 of ths] 84| < A
A} Halso] ZhAashs Aol SRIERF 20224 29 249 €3S tixagevimab 300mg/cilgavimab 300mg
2 ZFoIHH39). Tixagevimab/cilgavimab & @A Z2U419 A& EZ0 tigjx= 715 AR $%0] &
o] AUA gt

20229 24 219 AYH0AA Regdanvimab A|9| F9ks oFe] Al® 2 dA =Wl AISQL 2m|2E
HolFol| tiet Fakso] Hdad ACE ZRIF(25) I Al Tu= FHSH|E Z275ISITH28).

20229 2¢ vl AE2)9F=2 Bebtelovimab o] 94 A7 24 199 o]@Ao F502 HPE

w7} O WASIN QF S A7vt AElo] A D B e Fetael HolErt SEsA|
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Ol

Grort 3yl FE0E WYY NYFE PASI YU E- AYE FAZ HolFY U2 U2
ARAST SR A8 718 /AL Slo] B AR 7 §olX] gk A0 bebtelovimabg ¥ &
RSO T OHAlR Fold 4 Y 713 AS SI7HE Ssksict

A AAMOR Qu)AE 519 A% Wolel BAL, BA2 5ol Sdstu 720 UEE FANRAS &
BRso] FAHI U ARUS FeAte] P 3 Fhe 7RH9 AR AP FF0E AW s
do] =2 BFTE Z2U19 TARLoNA o] HAA|(Nirmatelvir/ritonavir, Remdesivir, Molnupiravir)
Sol7} 7Ksstchal o) A oR At SITH30, 32).

ooyt Al2e F2LH9 Ho] lelelavt &0 wska i 4golN 429 BEE W Az
A7k AEA st ol Holezo] HHAE a7 GeAlel Al S7H4el A4 dolel 43le] Wa

st, BEE PANEAE 548 Z=H9 Bo[ZA(SARS-CoV)oll As] Sol4Ql 2t

ol

=
HE, 5 UEE XA A glo] ) B Holela 9 4R Tedte] AFSHA Besior

o2 Aztect
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