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ABSTRACT & COMMENTARY

Vitamin D Deficiency  
and COVID-19 Infection
By Seema Gupta, MD, MSPH
Clinical Assistant Professor, Department of Family and Community Health, Joan C. Edwards School of Medicine, 
Marshall University, Huntington, WV

Dr. Gupta reports no financial relationships relevant to this field of study.

SYNOPSIS: Investigators found the relative risk of testing positive for COVID-19 was higher for patients who likely 
are vitamin D deficient.

SOURCE: Meltzer DO, Best TJ, Zhang H, et al. Association of vitamin D status and other clinical characteristics with COVID-19 test 
results. JAMA Netw Open 2020;3:e2019722.

Currently, there is a lack of evidence supporting 
any effective pharmacologic interventions that 
may help prevent COVID-19 infection. How-

ever, several agents are under investigation as potential 
therapeutic targets.1 Of these, vitamin D supplemen-
tation has been identified for its potential.2 Recent 
evidence suggests extra vitamin D can lower the inci-
dence of acute respiratory infection and the severity of 
respiratory tract diseases in children and adults.

Along with maintaining normal levels of phosphorus 
and calcium in the blood, vitamin D is an immune 
system booster. Nevertheless, vitamin D deficiency is 
common, affecting 40% of the U.S. population, with 
higher rates among smokers, obese patients, and those 

with diabetes (three factors that put one at higher risk 
for contracting COVID-19).3 Deficiency also is more 
common among non-Hispanic African Americans and 
Mexican Americans. With winter approaching, more 
Americans will be confined to homes, significantly 
reducing sun exposure and potentially increasing the 
risk for vitamin D deficiency.

Meltzer et al evaluated 489 patients for vitamin 
D deficiency whose 25-hydroxycholecalciferol or 
1,25-dihydroxycholecalciferol level was measured 
within a year before undergoing a test for COVID-19 
from March 3 to April 10, 2020. The average patient 
age was 49 years, 75% were women, and almost 
70% were nonwhite (primarily Black). Controlling for 
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comorbidity and demographic indicators, 
the authors conducted a multivariable 
analysis to evaluate whether vitamin 
D status before a COVID-19 test was 
associated with testing positive.

Researchers found vitamin D-deficient 
patients (< 20 ng/mL) who were not treated 
were almost twice as likely (relative risk, 
1.77; 95% CI, 1.12-2.81; P = 0.02) to 
test positive for COVID-19 vs. those with 
sufficient vitamin D status. The authors 
also found testing positive for COVID-19 
was associated with increasing age up 
to 50 years (relative risk, 1.06; 95% CI, 
1.01-1.09; P = 0.02) and non-white race 
(relative risk, 2.54; 95% CI, 1.26-5.12; P = 
0.009). By considering possible connections 
between vitamin D levels and the risk of 
contracting COVID-19, the results of the 
Meltzer et al study suggest measuring 
vitamin D levels and treating deficiency can 
play a role in safeguarding patients.

n COMMENTARY
The FDA granted an Emergency Use 
Authorization for remdesivir to be used to 
treat severe COVID-19 cases.4 Otherwise, 
no other FDA-approved drugs have shown 
efficacy and safety in trials. Researchers 
are searching for every available method 
to move new treatments to patients as 
quickly as possible. Concurrently, vitamin 
D deficiency remains a serious public health 
issue, with an estimated 1 billion people 
recording low vitamin D levels across all 

ages and ethnicities.5 The Meltzer et al 
study provides an initial assessment of the 
association of vitamin D deficiency with 
substantially higher risk of testing positive 
for COVID-19. Certainly, this should not 
be considered a panacea, since vitamin D 
deficiency could be associated with several 
chronic diseases. We need additional 
randomized clinical trials to further validate 
these findings.  

Nevertheless, many Americans are vitamin 
D deficient, and diagnosing, treating, and 
correcting the condition is important. Fur-
ther, this approach may add another arrow 
in the quiver of safe and cost-effective inter-
ventions to fight the pandemic globally.  n
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ABSTRACT & COMMENTARY

Dexamethasone for COVID-19  
Inpatients Requiring Oxygen
By Stan Deresinski, MD, FACP, FIDSA
Clinical Professor of Medicine, Stanford University

Dr. Deresinski reports no financial relationships relevant to this field of study.

SYNOPSIS: Dexamethasone administration is associated with reduced 28-day mortality in oxygen-requiring 
COVID-19 patients, including those receiving mechanical ventilation.

SOURCE: Horby P, Lim WS, Emberson JR, et al. Dexamethasone in hospitalized patients with Covid-19 — 
Preliminary report. N Engl J Med 2020; Jul 17. doi: 10.1056/NEJMoa2021436. [Online ahead of print].

As part of the RECOVERY trial,  
 designed to test multiple potential 

treatments for patients with COVID-19, 
the investigators randomized 2,104 patients 

to receive dexamethasone for up to 10 
days in a dose of 6 mg per day, and 4,321 
patients to receive usual care. Initially, 
hospitalized adults (including pregnant 

mailto:customerservice@reliasmedia.com
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and breastfeeding patients) with proven or suspected 
COVID-19 were eligible. The age limit eventually was 
eliminated. The mean age of patients was 66.1 years, 
and (strangely) only 36% were female. Fifty-six percent 
had a significant comorbidity: One-fourth each had 
diabetes mellitus or heart disease, and one-fifth had 
chronic lung disease. Sixteen percent were receiving 
mechanical ventilation or extracorporeal membrane 
oxygenation (ECMO) at the time of randomization, 
while 60% were receiving oxygen without invasive 
ventilation, and 24% received neither. 

Dexamethasone was given for a median of seven days; 
8% of usual care patients also received dexamethasone, 
and one-fourth of patients in each arm received 
azithromycin. Only a few patients received remdesivir. 
At 28 days, 482 of the 2,104 dexamethasone recipients 
and 1,110 of the 4,321 usual care patients had died 
(rate ratio, 0.83; 95% CI, 0.75-0.93; P < 0.001). 

Among those patients receiving mechanical ventilation, 
95 of 324 dexamethasone recipients and 283 of 2,604 
usual care patients died by 28 days (rate ratio = 0.64; 
95% CI, 0.51-0.81). Among those who received 
oxygen without invasive ventilation, 298 of 1,279 
dexamethasone recipients and 682 of 2,604 usual 
care recipients died (rate ratio = 0.82; 95% CI, 0.72-
0.94). In contrast, there was no significant difference in 
outcomes among patients who had not required oxygen 
therapy at randomization.

n COMMENTARY
Before the announcement of the results of this study, 
the use of corticosteroids in patients with COVID-19 
was discouraged, based on prior negative experiences 

with their use as adjunctive therapy of infections 
because of influenza virus, SARS-CoV, and the Middle 
East respiratory syndrome (MERS) virus. Immediately 
upon receiving these results, official organizations, 
such as the World Health Organization, the National 
Institutes of Health, and the Infectious Diseases Society 
of America (IDSA), reversed their positions, including a 
recommendation for dexamethasone use in COVID-19 
in their guidelines. Congruent with the study results, 
the recommendation is limited to patients who 
require oxygen therapy at any level of care. It is not 
recommended for patients not requiring such therapy.

Thus, the IDSA recommends glucocorticoid therapy 
for hospitalized patients with severe COVID-19, with 
severe disease indicated by an SpO2 ≤ 94% on room 
air and/or a requirement for supplemental oxygen, 
mechanical ventilation, or ECMO.1 IDSA further states 
that dexamethasone 6 mg intravenously or orally be 
administered until discharge for a maximum of 10 
days. If dexamethasone is unavailable, alternative 
glucocorticoids can be used in equivalent doses. A total 
daily dose of 32 mg of methylprednisolone or 40 mg of 
prednisone may be given. 

Of note, the study reviewed here does not address 
adverse events. In particular, there is no mention of the 
potential for superinfections caused by corticosteroid 
administration.  n
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ABSTRACT & COMMENTARY

Repeat SARS-CoV-2 Infection
By Stan Deresinski, MD, FACP, FIDSA
Clinical Professor of Medicine, Stanford University

Dr. Deresinski reports no financial relationships relevant to this field of study.

SYNOPSIS: Whole genome sequencing confirmed that repeat infection with SARS-CoV-2 is possible, something that is consequential  
for vaccine use and public health.

SOURCE: To KK, Hung IF, Ip JD, et al. COVID-19 re-infection by a phylogenetically distinct SARS-coronavirus-2 strain confirmed by whole 
genome sequencing. Clin Infect Dis 2020; Aug. 25. doi:10.1093/cid/ciaa1275. [Online ahead of print].

A previously healthy 33-year-old male resident of  
 Hong Kong developed fever, a sore throat, and 

a productive cough. SARS-CoV-2 nucleic acid was 
detected by PCR on a swab of his posterior oropharynx 
on March 26, 2020. He was hospitalized on March 29, 
by which time he was asymptomatic. He was discharged 
on April 14 after two negative PCR tests on samples 

obtained 24 hours apart. A screening swab obtained 
from his posterior oropharynx at the Hong Kong 
airport on Aug. 15 upon his return from a trip to Spain 
and the United Kingdom was once again PCR positive. 
Although asymptomatic, he was hospitalized again, with 
repeat PCR positive and a cycle threshold (Ct) of 26.69. 
Although his CRP was slightly elevated, he remained 

https://bit.ly/2GqFhF1
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asymptomatic throughout his inpatient stay, during 
which the Ct gradually rose, indicating decreasing 
amounts of RNA. He received no antiviral therapy.

Serum anti-SARS-CoV-2 nucleoprotein IgG antibody 
was undetectable in samples obtained 10 days after 
the onset of symptoms during his first episode, as 
were serial specimens during his second hospitaliza-
tion. However, antibody was detected five days after 
hospital discharge. Whole genome sequencing (WGS), 
performed on the clinical specimens obtained during the 
first and second episodes, revealed they belonged to dif-
ferent clades/lineages. Differences included a 58 amino 
acid truncation in the first specimen. The two differed 
by an additional 23 nucleotides, with 13 changes being 
non-synonymous and resulting in amino acid changes. 
Analysis using a basic local alignment search tool found 
that the first viral genome was most closely related to 
strains that had been collected previously in the United 
States and England, while the second was most related 
to strains collected in England and Switzerland in July 
and August.

n COMMENTARY
Although repeat COVID-19 infection has been 
suspected based on the recurrence of positive PCR tests 
after negativity had been documented, demonstration 
of a distinct virus in the second specimen has not 
been reported. Previous “second” cases have not been 
associated with symptoms, and the viruses from each 
episode have not been genetically compared. 

The report reviewed here has been widely accepted 
as evidence of a second SARS-CoV-2 infection, albeit 
asymptomatic, and the WGS provides strong evidence 
in this regard. This observation is said to be consistent 
with reports of waning antibody titers over just months 
after infection and to raise concern that, as with 
seasonal coronaviruses, immunity is not persistent 
— something that also raises concern regarding the 
effectiveness of vaccines in this disease. I might add one 
other possibility in this instance: The episode 1 virus 
tested was not recovered from this patient but was the 
result of a specimen mix-up. Episode 1 was not, in fact, 
the result of SARS-CoV-2 infection.  n

ABSTRACT & COMMENTARY

Nuts and Heart Health
By Ellen Feldman, MD
Altru Health System, Grand Forks, ND

Dr. Feldman reports no financial relationships relevant to this field of study.

SYNOPSIS: Investigators studied changes in quantity of nut consumption and relative risk of cardiovascular disease, finding significantly 
lower risk when nut consumption increases by > 0.5 servings daily.

SOURCE: Liu X, Guasch-Ferré M, Drouin-Chartier JP, et al. Changes in nut consumption and subsequent cardiovascular disease risk 
among U.S. men and women: 3 large prospective cohort studies. J Am Heart Assoc 2020:9.e013877.

“The doctor of the future will give no medicine, but will instruct his patient in the care of the human frame, in diet, and in the cause and 
prevention of disease.” — Thomas Edison, 1903

Welcome to “the future.” Although Thomas Edi-
son’s remarks do not fully represent the state of 

medical practice today, our current emphasis on disease 
prevention and increased understanding of the central 
role of diet in such efforts reverberate with the second 
half of his prediction.1

According to nationally representative data collected 
between 1999 and 2015, diets in the United States are 
trending healthier.2 The Healthy Eating Index, an objec-
tive measure reflecting a nutritious diet, ticked upward 
from 55.7 to 57. 7 during this time, in large part because 
of decreased consumption of sugar-sweetened bever-
ages and trans fatty acids, as well an increased intake of 
whole grains, nuts, and seeds.3 

Previous studies have documented a link between the 
consumption of nuts and a decrease in both the risk 

of cardiovascular disease (CVD) and coronary heart 
disease (CHD) mortality.4 Liu et al attempted to broaden 
our knowledge of this relationship by studying changes 
in nut consumption over time and whether the specific 
type of nut is significant. 

Respondents came from three large-scale U.S. prospec-
tive studies: 34,103 men from the Health Profession-
als Follow-up Study (HPFS),5 77,815 women from 
the Nurses Health Study (NHS), and 80,737 women 
from the Nurses Health Study 2 (NHS 2).6 These are 
long-term studies, with the HPFS beginning in 1986, 
the NHS in 1976, and the NHS 2 in 1989. As part of 
these studies, questionnaires were sent every two to four 
years to collect information about health conditions, 
medications, lifestyle, and diet. The food frequency 
questionnaires, sent every four years, began in 1986 for 
the HPFS and a little later for the NHS 1 and 2 — in 
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1991. Questions about specific nuts — walnuts, other 
tree nuts, and peanuts (despite peanuts being legumes, 
they are treated as nuts in the study) — were added in 
the late 1990s.5,6

For each four-year period, Liu et al analyzed changes in 
total nut consumption of specific types of nuts and then 
compared them with the risk of developing CVD, CHD, 
or stroke in the following four-year period. This contin-
ued over 26 years for participants in the HPFS and NHS 
and for 22 years for NHS 2. The follow-up periods 
ended between January 2012 and June 2013.

Defining one serving of nuts as one ounce (or 28 grams), 
five categories of nut-eating habits over each four-year 
period were identified. Categories ranged from “minimal 
change” from the previous four-year block to increase 
or decrease of 0.01-0.49 servings/day, respectively, and 
increase or decrease of 0.5 servings/day, respectively. 

Excluded from the study were survey participants who 
reported CVD, cancer, diabetes, or who did not report 
body mass index during the baseline collection period 
(first four years.) Data were progressively adjusted for 
multiple factors, culminating in “model four,” which 
adjusted for variables including age, sex, race, family 
history of CVD, number of teeth, initial and any change 
in alcohol intake, initial and any change in the Healthy 
Eating Index score, and activity level.

Independent of initial nut consumption, an increase in 
nut consumption over four years of > 0.5 daily servings 
(where one serving = 28 grams) compared to individuals 
who did not change intake of nuts was associated with 
lowered risk of CVD (relative risk [RR], 0.86; 95% CI, 
0.78-0.94; P trend < 0.0001), lowered risk of CHD (RR, 
0.88; 95% CI, 0.78-1.00; P trend = 0.01), and lowered 
risk of stroke (RR, 0.82; 95% CI, 0.71-0.96; P trend = 
0.0004).

Independent of initial nut consumption, a decrease in 
nut consumption over four years of < 0.5 daily servings 
(where one serving = 28 grams) compared to individuals 
who did not change their intake of nuts was associated 
with higher risk of CVD (RR, 1.14; 95% CI, 0.99-1.32; 
P trend < 0.0001), higher risk of CHD (RR, 1.06;  
P trend = 0.01), and higher risk of stroke (RR, 1.28;  
P trend = 0.0004).

Risk stratified for type of nut, increasing intake of tree 
nuts, walnuts, and peanuts, per 0.5 serving/day, was 
associated with a decreased risk of CVD (RR, 0.91; 
95% CI, 0.88-0.96). Increasing intake of tree nuts and 
peanuts, per 0.5 serving/day, was associated with a 
decreased risk of CHD (RR, 0.90; 95% CI, 0.83-0.98). 
Increasing intake of walnuts, per 0.5 serving/day, was as-
sociated with a decreased risk of stroke (RR, 0.80; 95% 
CI, 0.67-0.95).

Risk for habitually high nut consumers > 0.5 servings/
day when compared with nonconsumers: Lower risk 
for CVD (RR, 0.75; 95% CI, 0.67-0.84), lower risk for 
CHD (RR, 0.80; 95% CI, 0.69-0.93), and lower risk for 
stroke (RR, 0.68; 95% CI, 0.57-0.82).

In further analysis, Liu et al reported that additional 
lowering of CVD, CHD, and stroke risk is noted among 
a group of participants reporting simultaneous increase 
in nut consumption and decrease in intake of red meat.

n COMMENTARY
Liu et al presented 26 years of follow-up data from three 
long-term, prospective studies. The results add strength 
to growing evidence that consuming nuts is healthy, and 
most likely cardioprotective. This study carries clear 
clinical relevance. The results suggest increasing nut con-
sumption, even after years of less intake, still can lead to 
significant health benefits. 

Although the association with decreased risk of CVD 
was stronger for consistent high-volume nut consumers, 
there still was a significant association with reduced risk 
in participants who reported recent such dietary chang-
es. Also, when nuts replace less healthy dietary com-
ponents (such as red meat), additional health benefits 
accrue. More studies should bring extra clarity to this 
aspect of dietary change. Unsaturated fatty acids, fiber, 
phytochemicals, antioxidants, and vitamins are among 
the components of nuts; all of these most likely contrib-
ute to a role in disease prevention. Other studies have 
shown decreased cholesterol and triglycerides associated 
with daily nut intake. Although nuts are relatively high 
in calories, previous work from Liu et al demonstrated a 
reduced risk of obesity over time associated with higher 
nut intake.7

Liu et al noted that previous studies of nut consump-
tion and CVD and/or CHD have consistently shown 
an inverse association, but the same does not apply for 
studies of stroke risk and nut consumption. These latter 
studies have produced inconsistent results. Liu et al not-
ed walnuts appear to be more strongly associated with 
lowering risk of stroke in this work than all tree nuts. 
They wondered if this is because, in part, of a suspected 
association of walnuts with blood-pressure lowering. 
This is an area “ripe” for future investigation.

One strength of this Liu et al study lies in the long 
follow-up period; another strength resides in the number 
of respondents. The dedication of the staff and partici-
pants in the HPFS and NHS 1 and 2 have resulted in 
invaluable contributions to our knowledge about health 
habits, prevention, and disease progression. However, 
one of the downsides of these efforts is respondent 
homogeneity. The members of the HPFS and NHS are 
health professionals, tend to be of European ancestry 
(although this is changing with the NHS 3), and tend to 
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be healthier than the population at large.5,6 These factors 
make it difficult to confidently generalize the results 
from these studies.

Another relative weakness of this study was that all 
consumption data were self-reported, thus subject to 
recollection errors. Other researchers may want to track 
diet in a more sophisticated manner. Real-time informa-
tion about diet can add specifics of how the nuts are pre-
pared (raw, roasted, etc.). Additional information about 
serving size can assist in providing information about 
any plateau of health benefits in respect to quantity. All 
these areas could add to the goal of providing detailed 
clinical advice regarding this intervention.

Even with limitations, this study strengthens evidence for 
the health benefits of nuts. Notably, peanuts (a relatively 
affordable nut) were included among the choices and 
showed an association with health benefits. When work-
ing with patients on prevention, promoting the pivotal 

role of at least 0.5 servings daily of nuts (or 0.5 ounces) 
in a healthy diet and wellness plan is backed by solid 
medical evidence.  n
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PHARMACOLOGY UPDATE

Pralsetinib Capsules (Gavreto)
By William Elliott, MD, FACP, and James Chan, PharmD, PhD
Dr. Elliott is Assistant Clinical Professor of Medicine, University of California, San Francisco.
Dr. Chan is Associate Clinical Professor, School of Pharmacy, University of California, San Francisco.

Drs. Elliott and Chan report no financial relationships relevant to this field of study.

The FDA has approved the second highly selective 
and potent kinase inhibitor for a specific form of 

non-small cell lung cancer (NSCLC). Pralsetinib is a 
kinase inhibitor of wild-type rearranged during trans-
fection (RET) and oncogenic RET fusions and muta-
tions.1 The agency granted the drug priority review and 
breakthrough therapy designation. The FDA based its 
designations on the overall response rate and duration 
of response data from a Phase I/II study. Continued ap-
proval may be contingent on demonstration of clinical 
benefit. Pralsetinib is distributed as Gavreto.

INDICATIONS
Pralsetinib should be prescribed to treat adults with 
metastatic RET, fusion-positive NSCLC.1 There is an 
FDA-approved test to detect RET mutation.

DOSAGE
The recommended dose is 400 mg (4 × 100 mg capsules) 
once daily on an empty stomach.1 The patient should 
not consume food at least two hours before or at least 
one hour after taking pralsetinib. Continue prescribing 
the drug until the patient records unacceptable toxicity 
levels or the disease progresses. Modify or reduce the 
dose if there are adverse reactions (e.g., pneumonitis, hy-
pertension, hepatotoxicity, hemorrhagic events) and for 

concomitant use with P-glycoprotein and strong CYP3A 
inhibitors or inducers.1 Pralsetinib is available as 100 mg 
capsules.

POTENTIAL ADVANTAGES
Pralsetinib showed response (i.e., tumor shrinkage) in 
both previously treated and treatment-naïve patients as 
well as those with central nervous system metastasis.1 
In contrast to selpercatinib, pralsetinib does not carry a 
warning for QT interval prolongation. 

POTENTIAL DISADVANTAGES
Pralsetinib can cause severe, life-threatening, and fatal 
interstitial lung disease/pneumonitis, with a frequency of 
10% overall (2.7% with grade 3-4; 0.5% fatal).1 Other 
serious adverse events can include hypertension (14% 
grade 3), increase in AST/ALT (5-6% grade 3 or 4), 
hemorrhagic events (2.5% grade ≥ 3), and potential for 
embryo-fetal toxicity. It also can impair wound healing 
because of inhibition of the vascular endothelial growth 
factor signaling pathway.1 Dose interruption caused 
by adverse reactions occurred in 60% of patients, dose 
reduction in 36%, and permanent discontinuation in 
15%.1 The most frequently reported adverse reactions 
(> 30%) were fatigue, constipation, musculoskeletal 
pain, and laboratory abnormalities (higher AST, ALT, 
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creatinine, alkaline phosphate levels; lower hemoglobin, 
lymphocytes, neutrophils levels.)1 Unlike selpercatinib, 
pralsetinib is not approved for RET mutant medullary 
thyroid or RET fusion-positive thyroid cancer. 

COMMENTS
The efficacy of pralsetinib was evaluated in an open-label, 
nonrandomized clinical trial that included subjects with 
RET fusion-positive metastatic NSCLC.1 The subjects 
were enrolled into two cohorts: those who had progressed 
on platinum-based chemotherapy and those who were 
treatment-naïve. Subjects with asymptomatic central 
nervous system metastasis (including those with stable 
or decreasing steroid use within two weeks before study 
entry) were enrolled. The primary efficacy outcomes were 
overall response rate (ORR) and duration of response 
(DOR). These tumor-centric criteria (i.e., improved, 
stabilized, or worse) were based on imaging (e.g., CT, 
MRI) and assessed by a blinded, independent, central 
review. In the treatment-experienced cohort (n = 87), 
ORR was 57% (52% partial response). Eighty percent 
had DOR ≥ 6 months. For the treatment-naïve cohort 
(n = 27), ORR was 70% (11% complete response, 
59% partial response). Fifty-eight percent had DOR ≥ 6 
months.

CLINICAL IMPLICATIONS
RET is a transmembrane receptor protein-tyrosine kinase 
(proto-oncogene) required for normal tissue development 
and maturation. The RET rearrangement (i.e., 
chromosomal rearrangement/mutation) gene has been 
associated with 1-2% of NSCLC, particularly in patients 
who never smoked (or in those who smoked lightly 
and developed lung adenocarcinoma) and patients who 
are younger.2-5 Currently, the National Comprehensive 
Cancer Network guidelines (Version 8.2020) lists both 
selpercatinib and pralsetinib as “preferred” therapy when 
RET rearrangement is detected before first-line systemic 
therapy or after completion of first-line systemic therapy 
(if discovered during therapy). Pralsetinib may offer an 
advantage to patients at risk of QTc prolongation. The 
cost for a 30-day supply of pralsetinib is $19,243 vs. 
$20,600 for selpercatinib.  n
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1.  Regarding the study looking at nut 
consumption and cardiovascular disease 
(CVD):
a. This randomized, controlled trial showed 
solid evidence of health benefits of > 0.5 
daily servings (or 0.5 ounces) of nuts, except 
for peanuts — these did not appear to be 
associated with any health benefits.
b. This randomized, controlled trial showed 
that > 0.5 daily servings (or 0.5 ounces) of 
tree nuts, peanuts, and walnuts all were 
significantly associated with a decreased risk 
of CVD in women; results were less conclusive 
in men.
c. This prospective study showed, when 
compared to individuals who did not change 
nut consumption, that an increase of > 0.5 
servings (or 0.5 ounces) of tree nuts, walnuts, 
or peanuts was significantly associated with 
a decreased risk of CVD, whereas a decrease 
of > 0.5 daily servings of tree nuts, walnuts, 
or peanuts was associated with a significant 
increased risk of CVD.
d. This prospective study showed that > 0.5 
daily servings (or 0.5 ounces) of tree nuts, 
peanuts, and walnuts all were significantly 
associated with a decreased risk of CVD in 
men; results were less conclusive in women.

2.  Based on the results of the study by Meltzer et 
al, which is true for patients who are vitamin 
D deficient and were untreated?
a. They were almost twice as likely to test 
positive for COVID-19.
b. All races were affected equally.
c. The severity risk tended to decrease with 
age.
d. They were almost twice as likely to test 
positive for seasonal influenza.

3.  Which COVID-19 patients did not benefit 
from dexamethasone?
a. Patients requiring mechanical ventilation
b. Patients requiring ventilatory support and 
supplemental oxygen
c. Patients requiring supplemental oxygen but 
not invasive ventilatory support
d. Patients not requiring supplemental oxygen
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