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Of those 65 years of age and older who received nirmatrelvir/ritonavir, LTC residents vs those not in 
LTC were no more or less likely to be hospitalized after starting nirmatrelvir/ritonavir treatment (4.0% 
vs. 6.3%, p=0.196) and there was no significant difference in requiring ICU care (0.0% vs. 4.7%, 
p=1.000). There was no significant difference in all-cause death at 30 days post nirmatrelvir/ritonavir 
treatment in LTC residents vs those not in LTC (3.2% vs. 2.1%, p=0.342). 
Therefore, based on the experiences in Nova Scotia, it is possible to safely prescribe 
nirmatrelvir/ritonavir in elderly and frail people, and it is well tolerated in a designated prescriber 
model. Outcomes in elderly nirmatrelvir/ritonavir treated non-LTC individuals are similar to those for 
elderly LTC residents.   
 
Outcome data was assessed in 301 immunocompromised people greater than 65 years old 
and 1,174 non-immunocompromised people greater than 65 years old that met 
nirmatrelvir/ritonavir prescribing criteria. Of those greater than 65 years old, there was no 
significant difference in immunocompromised people and non-immunocompromised people after 
starting nirmatrelvir/ritonavir in hospitalization (6.3% vs. 6.1%, p=0.9196), ICU care (3.2% vs. 5.0%, 
p=0.748), or all cause death (2.6% vs. 2.4%, p=0.813). 
 
And therefore, if one were to consider treating immunocompromised people, it may be reasonable 
until further data are available to consider treating other higher risk older people as well. 
 
Section B: Biologic / immunologic plausibility for why older frail under vaccinated individuals 
may maintain higher risk for progressive infection 
It is well recognized that the immunologic correlate of preventing severe disease is a robust T cell 
response1,2,3 . Data from Dr. Barrett’s lab (pers communication) demonstrate lower functional T cells 
responses to SARS-CoV-2 in older LTC adults, which is exacerbated in frail individuals, suggesting a 
biologic predisposition to more severe disease. Older adults also elicit lower T cell immunity to 
COVID vaccination4. Age-related decline in T cell immunity poses increased risk of severe COVID 
disease, higher risk of hospitalization, intensive care, and death due to COVID-19.  
 
Canadian health care climate consideration: The Canadian health care system in emergency 
departments and acute care settings is in crisis and that is likely to continue into the foreseeable 
future until care of the older person/long term care, human resource and other factors have long term 
fixes. The primary goal at this point is to maintain health and prevent visits to the emergency 
departments and need for hospitalization.  
 
Rationale for our suggestions: There is considerable uncertainty as to whether nirmatrelvir/ritonavir 
prevents hospitalization or death in people greater than 65 years old without immunocompromise 
with other significant health issues, especially in those under vaccinated or greater than 6 months 
from last vaccination. There are, however, pieces of real world data from our province (section A), as 
well as immunologic plausibility data (section B), that suggest at least some of these people may 
benefit from treatment. Data suggest that treatment of frail and older people (section A) can be safely 
done with robust prescribing safety protocols especially now that drug-drug interactions are far better 
described after 2 years of real world experience.  
 
Suggestion for panel consideration:  
1.It would be helpful to articulate that safe treatment of older frail individuals may be possible with 
proper oversight and pharmacist involvement.  
2. It would also be helpful to highlight treatment benefit for comorbid and/or under vaccinated older 
individuals is unclear but until that is clarified, these individuals remain at high risk of poor outcomes, 
and treatment consideration in a stressed system may be reasonable until further data become 
available.  














