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COVID-19 Pandemic and Children: A Review
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The severe respiratory disease COVID-19 (coronavirus disease 2019) was first reported in late December
2019 in Wuhan City, China. Soon thereafter, the World Health Organization (WHO) officially declared it a
pandemic. The adult population is highly affected by severe acute respiratory syndrome coronavirus-2
(SARS-CoV-2); however, infants and children are also not spared. Transmission in the pediatric population
appears to be primarily from COVID-19–positive adults, largely from family contacts through droplets, direct
contacts, and aerosols. There is also evidence of fecal-oral route of transmission. The incubation period
of COVID-19 in children ranges from 2 to 10 days. Most children are asymptomatic. The most common
symptoms amongst symptomatic children are fever and cough. Shortness of breath, sore throat, rhinorrhea,
conjunctivitis, fatigue, and headache are other common symptoms. Diarrhea, vomiting, and abdominal pain
are the common gastrointestinal symptoms that may be present with or without respiratory symptoms. Very
few children are likely to develop severe disease.Supportive care is the mainstay of treatment. Though
data are limited, antiviral therapies such as remdesivir, favipiravir, lopinavir/ritonavir, and other drugs like
hydroxychloroquine/chloroquine have been used for severe COVID-19 cases, with remdesivir showing
the greatest promise. A few children may develop an exaggerated immune response, characterized by
exaggerated cytokine release and manifests with features similar to Kawasaki disease. The syndrome has
been referred to by many names including pediatric inflammatory multisystem syndrome (PIMS) and more
recently, as multisystem inflammatory syndrome in children (MIS-C); this life-threatening condition often
requires a multidisciplinary team effort and use of immunomodulators.
ABBREVIATIONS ACE2, angiotensin-converting enzyme 2; ARDS, acute respiratory distress syndrome; CBC,
complete blood count; CDC, Centers for Disease Control and Prevention; COVID-19, coronavirus disease
2019; CT, computed tomography; EC, effective concentration; FDA, US Food and Drug Administration; HIV,
human immunodeficiency virus; IV, intravenous; IVIG, intravenous immunoglobulin; KD, Kawasaki disease;
MERS, Middle East respiratory syndrome; MIS-C, multisystem inflammatory syndrome in children; NIH,
National Institutes of Health; PCR, polymerase chain reaction; PIMS, pediatric inflammatory multisystem
syndrome; PIM-TS, pediatric multisystem inflammatory syndrome temporally associated with severe
acute respiratory syndrome coronavirus-2; QTc, ECG interval from the QRS complex to the end of the T
wave (corrected); RT-PCR, reverse transcription–polymerase chain reaction; SARS-CoV-2, severe acute
respiratory syndrome coronavirus-2; WHO, World Health Organization
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Editor's Note Reflective of the nature of COVID-19,
data from basic/clinical research and experiential evidence regarding all aspects of this infectious disease in
humans across the entire age spectrum become available multiple times each day. Reports of the newest
advances are often announced via the lay press and
university-directed press releases with great fanfare
though virtually all of these announcements opine prior
to rigorous peer-review underscoring the large amount
of unscientific “hysteria” continuing to surround this
pandemic disease. This review succinctly summarizes
the broad landscape of COVID-19 in pediatrics as of
early August 2020. Our understanding of this disease,
its effects on children and in better defining specific
treatment regimens are very likely better understood
now at the time of your reading this review than when
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it was written. We are reminded by this experience to
continue to stay current, inquisitive, and critical in assessing the available data each time we provide care
for a COVID-19–infected patient. To stay current with
the most up-to-date, scientific-based information we
recommend, at a minimum, the COVID-19 websites for
the United States National Institutes of Health and the
American Academy of Pediatrics.

Introduction
New to our lexicon, coronavirus disease 2019 (COVID-19) is a zoonotic infection caused by a novel coronavirus, severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2).1 As of June 24, 2020, SARS-CoV-2
has spread to more than 200 countries worldwide and
infected over 9 million people. On March 11, 2020, the
www.jppt.org
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World Health Organization (WHO) officially declared
COVID-19 a pandemic disease.2 Current experience
suggests adults are much more prone to SARS-CoV-2
than children.3 Data from China’s Centers for Disease
Control and Prevention have shown that children
aged less than 10 years account for 1% of COVID-19.3
As of June 24, 2020, among the 2,336,615 laboratoryconfirmed cases reported to the United States Centers
for Disease Control and Prevention (CDC), 4.5% were
in children <18 years.4,5
There are many unknowns about this disease, but
ever since the emergence of SARS-CoV-2, several
studies have been published on the epidemiology,
treatment, and management of this disease. Most
studies have targeted the adult population. Because
it is a novel disease, there is neither a vaccine nor a
specific treatment available, with treatment regimens
constantly evolving as clinical experience and clinical
research data become available. In this review, we discuss the epidemiology and management of COVID-19
in children, based upon available data as of June 28,
2020. This date qualification for our review is extremely
important in considering the data we present because
new data regarding this highly contagious infectious
disease become available on a daily basis.

Origin and Evolution of Coronavirus
Coronavirus is an enveloped plus-strand RNA virus
that belongs to the order Nidovirales in the subfamily
Coronavirinae (family Coronaviridae) and is classified
into 4 primary genera: 1) Alphacoronavirus, 2) Betacoronavirus, 3) Gammacoronavirus, and 4) Deltacoronavirus.
The coronaviruses of the α and β genera generally infect
mammals and humans, while the γ and δ genera infect
birds. Coronaviruses are known to circulate in animals
and have been associated with human infections and
diseases. As per available literature, the bat is considered as one of the main reservoirs of the coronavirus.6
Coronaviruses are known for their rapid mutation and
recombination leading to the development of a novel
virus.7 In the recent past this phenomenon has led to
the development of 2 novel coronaviruses that caused
human disease in epidemic proportion: SARS-CoV virus
responsible for the epidemic of severe acute respiratory
syndrome (SARS) in China in 2002 and the MERS-CoV
virus responsible for the epidemic of Middle East respiratory syndrome (MERS) in Saudi Arabia in 2012.
SARS-CoV-2 is a novel coronavirus of the β genus;
morphologically, it is round or oval, with a diameter
of approximately 60 to140 nm with a crown-shaped
appearance under electron microscopy.8 SARS-CoV-2
represents the seventh member of the coronavirus
family that infects humans. The virus is phylogenetically
related to SARS-CoV as well as to several other bat
coronaviruses. Bats appear to be the primary source
of SARS-CoV-2; whether it is transmitted directly from
bats to humans or through some other mechanism (e.g.,
www.jppt.org
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through an intermediate host) is yet unknown.9
Pathogenesis. The pathogenesis of the SARS-CoV-2
infection involves binding to a human cell receptor that
expresses angiotensin-converting enzyme 2 (ACE2), internalization, replication, and the release of new virions
from the infected cell.10,11 The structure of coronaviruses
includes 4 structural proteins: spike (S), membrane (M),
envelope (E), and nucleocapsid (N). The spike protein
binds to ACE2 and results in membrane fusion via
conformational changes in the cell membrane. This process affects target organs (lungs, digestive tract, heart,
blood vessels, and kidneys) where ACE2 expression is
very high and induces local and systemic inflammatory
responses involving the affected organ.12,13
The basis of the lesser severity of SARS CoV-2 infection in children as compared to adults is unknown. This
favorable difference may be due to differences in the
distribution, maturation, and functioning of viral receptors
such as ACE2.14 ACE2 expression has been found to be
much higher in well-differentiated ciliated epithelial cells.
In mice, ACE2 expression is reduced till postnatal day
10, then increases15 until postnatal day 56. In addition,
dysregulation/dysfunction of both adaptive and innate
immune responses and greater incidence of important
comorbidities in adults may also contribute to the more
severe manifestations observed in adults vs children.
Contagion Potential. Transmission capacity is
variable across the globe and depends on multiple
factors. Each patient transmits the infection to an additional 1.5 to 6.68 individuals.16 A characteristic of this
virus, resulting in its high contagiousness, is that the
virus can be transmitted by an individual prior to their
development of symptoms as well as throughout their
course of illness. Most data on communicability are from
studies evaluating viral RNA detection from respiratory
specimens. It is important to note that the detection of
viral RNA does not necessarily indicate the presence
of infectious virus. Thus, prolonged viral RNA detection
following the resolution of illness does not necessarily
indicate infectiousness.
It appears that infected individuals are more likely to
be infectious in the earlier stages of infection. Viral RNA
levels from upper respiratory tract specimens appear to
be in higher concentrations soon after symptom onset
than in later stages of the illness.17–21 Additionally, in a
study of 9 patients with mild COVID-19, SARS-CoV-2
virus was isolated from nasopharyngeal/oropharyngeal
and sputum specimens during the first 8 days of illness,
but not after this interval, despite continued high viral
RNA levels at these sites.19 One modeling study on the
timing of infection suggested that infectiousness started 2.3 days prior to symptom onset, peaked 0.7 days
before symptom onset, and declined within 7 days.20
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tive adults, mainly from the family contacts. In fact, the
first pediatric case was reported in a 10-year-old male
as part of a family screening.22 Fang and Luo,23 in their
study, reported transmission through family members
in 56% of children with COVID-19 infection. As noted
above, both symptomatic patients and asymptomatic
carriers can transmit disease.24–27 It is probable that
as schools and other locations where many children
congregate start to reopen, acquisition patterns will
expand from child to child and child to adult.
As with adults, the main route of infection in children
is from respiratory droplets, direct contact, and aerosol
transmission. The fecal-oral transmission has also been
studied as a potential route of transmission, particularly
in the pediatric population.28 Some literature data suggest gastrointestinal tropism of the SARS-CoV-2 virus.29
Studies have shown that as much as 36% to 53% of
infected patients have stool samples positive for the
SARS-CoV-2 virus.30,31 A few studies on the adult population have even reported a positive stool polymerase
chain reaction (PCR) finding, while at the same time the
respiratory sample was negative in as many as 82% of
patients.29,32 This phenomenon has also been observed
in children. In one study,28 8 of 10 children tested positive by reverse transcription–PCR (RT-PCR) on rectal
swabs after their nasopharyngeal testing had become
negative. Whether the fecal positivity by RT-PCR represents residual viral genomic material or active viral
replication capable of causing infection is at present unclear. However, the isolation of SARS-CoV-2 from fecal
samples of COVID-19 patients and the demonstration
of viral nucleocapsid protein in gastric, duodenal, and
rectal epithelia indicate that the virus actively infects
these gastrointestinal glandular epithelial cells and a
fecal-oral route of transmission is possible.33
Evidence for vertical transmission of the SARS-CoV-2
virus through the placenta is unclear. Published case
series34–36 have found no laboratory evidence of vertical
transmission in women infected in the third trimester of
pregnancy with SARS-CoV-2. Further, viral transmission
through the birth canal is also not clear.37,38 Amniotic
fluid, cord blood, and neonatal throat swab samples
from 6 patients tested negative for SARS-CoV-2 in a
recent study by Chen et al.34 Therefore, so far, it is recommended that obstetric and clinical indications should
direct the mode of delivery.39 Isolating an infant born to
a woman with suspected or confirmed COVID-19 is a
difficult decision to make. The well-documented benefits of keeping the mother with her newborn must be
weighed against the risk of neonatal infection. Evidence
is limited on this topic; therefore, decisions should be
made on a case-by-case basis along with critical discussion with the parents. Until further data are available,
temporary separation should be strongly considered in
higher-risk infants, that is, preterm infants and infants
with medical conditions. For others, coisolation with
respiratory and contact precautions, such as use of
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maternal mask and hand hygiene, could be an option.
Transmission of SARS-CoV-2 through breast milk is
unknown. Chen et al34 reported negative breast milk
samples by RT-PCR from 9 mothers with COVID-19
pneumonia. Most neonatal guidelines do not recommend against breastfeeding for mothers with COVID-19.
However, contact precautions such as the use of maternal masks, appropriate social distancing from other
individuals, severely limiting all contacts, and hand
hygiene (e.g., washing hands with soap and water for
20 seconds before and after touching the baby) must be
followed meticulously during breastfeeding. Communicability of infection amongst children has been tracked
and, as expected, infected children shed virus although,
as noted above, they are frequently asymptomatic or
only mildly symptomatic. Children are likely to be the
primary case in less than 10% of SARS-CoV-2 familial
clusters.40,41 The secondary attack rate ranges between
4% and 7% amongst pediatric contacts.42,43 Even outside
of household settings, SARS CoV-2 transmission by
children seems less.44,45 However, the data from the
studies reported to date should be interpreted with
caution, because these studies have been performed
during lockdowns, strict physical distancing, school
closure, and other measures.42,43
Incubation Period. The best data to date suggest the
incubation period of COVID-19 for adults is 5 to 6 days
(range, 2–14 days),46,47 whereas the incubation period
for children may be shorter, possibly 2 days (range,
2–10 days).48 However a few reports have described
a longer incubation period for children than adults.25,49
Only with further experience will we be able to determine if a true difference exists in the incubation period
between adults and children by age group.
Clinical Presentation. The clinical features of COVID-19 infection in children, like in adults, vary from asymptomatic to critical illness, including acute respiratory
distress syndrome (ARDS) and multiorgan dysfunction.
Children of all ages can be infected with COVID-19, and
there appears to be no age or sex preponderance.50
Current cases suggest that the median age appears
to be 11 years (range, 0–17 years) in the United States
and 7 years (range, 1–18 years) in China.51,52 As based
on one of the reports,53 children can be divided into
5 categories depending upon disease severity: 1) asymptomatic infection (silent infection); 2) acute upper
respiratory tract infection; 3) mild pneumonia; 4) severe
pneumonia; and 5) critical cases.
As noted previously, the disease is more likely to be
mild in children than adults. Between 9% and 15% of
virologically positive children remain asymptomatic and
those that are symptomatic most often exhibit symptoms that are mild to moderate in severity and can be
cared for in the home.54,55
The most common finding amongst symptomatic
children are fever (50%) and cough (38%).54 Shortness
of breath, sore throat, rhinorrhea, conjunctivitis, fatigue,
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and headache are other commonly reported symptoms.
Diarrhea, vomiting, and abdominal pain are common
gastrointestinal symptoms that may be present with or
without respiratory symptoms.56 Loss of smell and taste
sensation are also reported as an additional symptom
in adults. Dermatologic lesions may be seen in up to
20% of patients.57 The common manifestations are
maculopapular, urticarial, and vesicular eruptions and
transient livedo reticularis and pernio (chilblain)–like
acral lesion.
Symptomatic children seem to have more upper
respiratory symptom occurrences, whereas lower respiratory involvement is observed more frequently in
adults.50 Approximately 19% of children infected with the
virus had upper respiratory infections in one study.55 A
retrospective study of 2141 pediatric patients (median
age, 7 years; IQR, 2–13 years) with confirmed COVID-19
disease found mild disease in 43.1%; moderate disease
in 41.0%; severe disease in 2.5%; and critical disease
in 0.6%.50 A recent review involving 2228 children also
reports severe disease in only 6% of infected patients.58
While increasingly the chronologic course of COVID-19 infection in adults is better characterized, similar
data for pediatric patients are extremely limited owing
to the much smaller number of affected, symptomatic
pediatric patients to date, but it would appear near
certain that our understanding of the time course in
children by age will be better defined as experience
expands. In adults, the median time to develop dyspnea and ARDS from symptom onset appears to be 5
and 8 days, respectively.59 Others have reported the
development of ARDS in 20% of COVID-19 cases, with
12% to 24% of patients requiring mechanical ventilation.59–61 In children, a recent review involving 2228
children reported ARDS in only 0.6% of patients. 58
Cardiac arrhythmias, shock, and acute cardiac injury
were reported in 17%, 9%, and 7% of hospitalized adults,
respectively.59 Thromboembolic complications, acute
kidney injury, and secondary bacterial or fungal infection were other complications described.
Mortality in hospitalized adults ranges from 4% to 11%,
while the overall death rate in adults appears to be 2%
to 3%.62 In contrast, only 2 deaths (0.09%) were reported
in the recent review of 2228 children.58 In children, full
recovery is anticipated in the second to third week of
illness but may take up to 6 weeks.63
High-Risk Groups. In adults, the presence of certain
comorbidities like diabetes, hypertension, chronic respiratory disease, chronic kidney disease, pregnancy,
cancer, immunocompromised status, and cardiac disease have all been clearly identified as important risk
factor for poor prognosis.64–66 However, in children, the
data regarding the predictors of poor outcomes are
insufficient. Limited data suggest infants younger than
1 year are likely to have more severe disease. Forty
of 48 children (83%) requiring pediatric intensive care
support had underlying conditions, the most common
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being developmental delay/genetic anomalies (40%),
immune suppression/malignancy (23%), obesity (15%),
with others including diabetes, seizure disorders, and
congenital heart disease.67 The other conditions that
may affect severity appear to be chronic pulmonary
disease (including asthma), chronic kidney disease,
chronic liver diseases, and malnutrition. Patient with
hematologic conditions like sickle cell disease are
particularly prone to develop vaso-occlusive crisis
and acute chest syndrome secondary to COVID-19
pneumonia.68
Laboratory Findings. Routine laboratory investigations are usually non-specific. In adults, CBC is dominated by lymphopenia.69 Limited data in children describe
relatively lower rates of lymphopenia.48 A summary
of studies on 66 children reported normal leukocyte
counts in 69.2%, neutropenia in 6.0%, neutrophilia in
4.6%, and lymphopenia only in 3.0%. Similarly, inflammatory markers like C-reactive protein and procalcitonin
were elevated only in 13.6% and 10.6% of patients.70
An elevated procalcitonin level should point toward
the possibility of a secondary bacterial infection.71 An
elevated marker of inflammation (i.e., elevated C-reactive protein, erythrocyte sedimentation rate, D-dimer,
fibrinogen, ferritin, procalcitonin, interleukin-6) should
point toward more severe disease and/or the possibility of pediatric inflammatory multisystem syndrome
(PIMS)/multisystem inflammatory syndrome in children
(MIS-C) associated with SARS-CoV-2. Further, elevated
blood levels of liver enzymes, D-dimer, lactate dehydrogenase, and a prolonged prothrombin time may be
indicative of more severe disease.72
Radiologic Findings. Chest x-ray findings are usually
non-specific and show bilateral infiltrates but may be
normal in the early phases of the disease.73,74 Although
computed tomography (CT) of the chest should not
be used routinely because of radiation risk, it is more
sensitive. In the early stages of the disease, chest CT
shows peripheral multiple small plaques and interstitial
changes. With disease progression, bilateral multiple
ground-glass opacities and/or infiltrating shadows appear, which may progress to lung consolidation with a
surrounding halo, which is a typical finding in the pediatric patient. Pleural effusion seems to be an uncommon
finding.53 Peripheral distribution of lung lesions with
multilobed involvement is also common.75 The chest
CT findings can be abnormal even in asymptomatic patients and may be useful in an early diagnosis.76,77 On the
other hand, radiologic abnormalities may continue to
persist even after the resolution of clinical symptoms.78
Virologic Tests. Real-time RT-PCR–based testing to
detect SARS-CoV-2 RNA from nose and throat swabs
is the recommended diagnostic method for COVID-19.
RT-PCR can also be used for other samples like bronchoalveolar lavage or endotracheal aspirate. Criteria for
testing vary from country to country, and local guidelines should be followed. The tests are considered to be
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highly specific.79,80 Ideally they are also very sensitive,
although in the real-world sensitivity depends upon
multiple variables including the site and quality of the
specimen obtained, the duration of illness at the time of
testing, and laboratory quality control measures.81,82 In
the pediatric-specific clinical COVID-19 PIMS-TS (PIMS
temporally associated with severe acute respiratory
syndrome coronavirus-2)/MIS-C, the test result may
be negative. Unfortunately, and based upon numerous
variables, the false-negative rates have been reported
to range from 10% to 40%.83,84 Hence when the clinical
suspicion is high, the test may be repeated with patient
management based on clinical judgment.
Antigen Tests. Most available antigen tests probe
for the nucleocapsid (N) or spike (S) proteins of SARSCoV-2 by using enzyme-linked immunosorbent assay.
These test systems can be performed on respiratory
samples and are easy to use and above all less timeconsuming. However, their sensitivity is typically less
than that of nucleic acid amplification tests.85
Serologic Test. Serologic tests detect antibodies
to SARS-CoV-2 primarily in blood directed against the
viral protein (nucleocapsid or spike protein). These
tests are used to determine previous viral exposure for
retrospective diagnosis and epidemiologic purposes.

Pediatric Inflammatory Multisystem
Syndrome Temporally Associated With
SARS-CoV-2
Riphagen et al86 reported a cluster of 8 previously
healthy children from South East London with hyperinflammatory shock, a syndrome exhibiting features similar to atypical Kawasaki disease (KD). These children
did not have any significant respiratory issues. Most of
the children tested negative for SARS-CoV-2 but had
exposure to SARS-CoV-2 subjects.87 Similar presentations were reported from other areas as well.88–92
The syndrome has been referred to as pediatric
inflammatory multisystem syndrome temporally associated with SARS-CoV-2 (PIMS-TS). As noted above, this
syndrome is referred to as MIS-C in current National
Institutes of Health (NIH) management guideline recommendations. This is a rare complication of COVID-19 in
children. In contrast to typical KD, which affects infants
and young children, PIMS-TS seems to also affect the
previously healthy older children and adolescents.
PIMS-TS seems to be triggered by an abnormal immune response after the acute infection has passed (as
highlighted by the fact that many children have positive serology findings but negative PCR test results for
SARS-CoV2), leading to exaggerated cytokine release.
The exact mechanism(s) of this exaggerated immune
response and why it develops in a small number of
children at present, is very poorly understood.
These children typically present with persistent fever,
gastrointestinal symptoms (abdominal pain, vomiting,
diarrhea), a skin rash, conjunctivitis, mucositis, swollen
578
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hands, and/or feet. Some patients develop vasodilatory
shock requiring volume resuscitation and vasopressors,
all occurring usually within 3 to 5 days of onset of fever.
Most of these children will meet the standard criteria
for the diagnosis of KD.
Laboratory findings in these children are characterized by lymphocytopenia, thrombocytopenia, mild
anemia, and elevated inflammatory markers (e.g.,
C-reactive protein, erythrocyte sedimentation rate, Ddimer, fibrinogen, ferritin, procalcitonin–interleukin-6,
and elevated cardiac markers [troponin, brain natriuretic
peptide, or N-terminal prohormone of brain natriuretic
peptide]). Markers of inflammation usually correlate
with the severity of the diseases.91 Echocardiography
typically demonstrates a coronary artery abnormality, including dilation or aneurysm, depressed Left Ventricular
function, and/or pericardial effusion. The diagnosis typically relies on CDC or WHO case definition criteria.88–93
A multidisciplinary team involving specialists in pediatric infectious disease, rheumatology, cardiology,
and critical care should ideally all be involved in the
management of these patients. Management involves
supportive care, management of shock with volume expansion and vasopressors, dobutamine, and milrinone
for left ventricular dysfunction, antibiotics for suspected
or confirmed concurrent bacterial infection, and other
critical care support. The role of antiviral therapy like
remdesivir is not clear given most pediatric patients are
PCR negative for SARS-CoV-2. In children who meet
the criteria for KD, treatment should be consistent with
standard KD therapy, IVIG and aspirin. Glucocorticoids
may be used in patients having persistent symptoms
after IVIG. Other drugs that could be considered include tocilizumab and anakinra, which are used in the
management of other cytokine release syndromes,94
although no controlled data supporting their use for
this syndrome are currently available.

Management
Fortunately, the data to date suggest few children
are likely to develop severe disease although as noted
above, the incidence and severity in children may
change dramatically as children increasingly engage
in school and other group activities. At present clinical
management is guided by the severity of the disease
and the presence of comorbidities. As COVID-19 is a
new disease, the current evidence to guide treatment
is sparse.95,96 The understanding of the management
of patients with hematologic diseases like blood cancers and of transplant recipients during the COVID-19
pandemic is even more limited.97,98 The results of ongoing clinical trials and experiential databases hopefully
will provide evidence-based guidelines.99 Clearly this
fast-moving dynamic process underscores our need
to closely monitor the rapidly evolving database with
a sense of healthy cynicism in our continued critical
assessment of all newly published communications,
www.jppt.org
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recognizing that much of the data may be reported/
published before critical peer review.
Most cases involving children of all ages are mild and
can be managed symptomatically (e.g., acetaminophen
for fever). All patients should be monitored for clinical deterioration (e.g., difficulty breathing, chest pain,
cyanosis, difficulty arousing, confusion, poor feeding,
decreased urine out). Those children with underlying
medical conditions and definitely those few who present with severe and life-threatening COVID-19 require
hospital admission. Supportive care is the mainstay of
treatment in these patients. Supportive care includes
the provision of respiratory support (e.g., supplemental
oxygen, non-invasive and invasive ventilation), fluid and
electrolyte management, adequate nutrition, prevention of complications such as secondary infection, and
in more severe cases, extracorporeal membrane oxygenation. Renal replacement therapy may be needed
in the setting of acute kidney injury, difficult to manage/
life-threatening electrolyte imbalance, fluid overload,
and acidosis. In children receiving immunosuppression therapy, the risk and benefit of reducing immune
suppression must be considered.100
Antiviral Therapy. The following antiviral therapies
have been studied for their clinical efficacy and safety
in COVID-19. It is important to recognize that the data
addressing the use of any of the drugs discussed
below are extremely limited to date, derived under
conditions of variable control (i.e., clinical observation,
case reports/series, retrospective analysis), and are
continuingly evolving. Clinicians are strongly encouraged to access the increasing data/clinical experiences
with these and other therapies from reputable, trusted
resources such as the websites/guideline recommendations from the NIH, CDC, FDA, and WHO.
Remdesivir. Remdesivir is a prodrug nucleotide analog that inhibits RNA-dependent RNA polymerase and
has been found to have in vitro activity against SARSCoV-2.101 The drug appears to be well tolerated and
has received emergency authorization by the FDA for
emergency use in both children and adults with severe
COVID-19 disease.102 It should be avoided in liver injury
(Alanine transaminase >5 times upper limit of normal)
and when the estimated glomerular filtration rate is
<30 mL/min/1.73 m2. The current dose in pediatrics is
5 mg/kg (maximum dose 200 mg) IV loading dose on
day 1, followed by 2.5 mg/kg (maximum dose 100 mg)
IV every 24 hours for 5 to 10 days.103
Data from a randomized control trial have suggested
some benefit from the drug in adults. Remdesivir resulted in a faster recovery time and a trend toward lower
14-day mortality in a large multinational trial, including
1059 adult patients.104 However, another trial involving
237 adult patients did not find any significant clinical
benefit,105 underscoring the continued non-specific,
cursory nature of the evolving data/experience.
Favipiravir. Favipiravir is a guanine analog that
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inhibits RNA polymerase, approved for the treatment
of patients with influenza virus infection in Japan.106
A non-randomized study in adults described better
therapeutic responses in COVID-19 (improvement in
chest imaging, 91.43% vs 62.22%) and viral clearance
(median 4 days; IQR, 2.5–9 days vs 11 days; IQR, 8–13
days) in patients treated with favipiravir plus Interferon
alpha by aerosol inhalation vs lopinavir and ritonavir.107
The role, if any, these drugs may have for the treatment
of COVID-19 requires additional critical study before
any recommendations can be offered.
Hydroxychloroquine/Chloroquine. Both chloroquine
and hydroxychloroquine, used for the treatment of malaria and certain autoimmune disorders like systemic
lupus erythematosus and rheumatoid arthritis, have
been reported to inhibit SARS-CoV-2.108 Chloroquine
increases endosomal pH, which prevents virus/cell fusion. It also interferes with the glycosylation of cellular
receptors of SARS-CoV-2. Wang et al101 demonstrated
the in vitro effectiveness of chloroquine in reducing
viral replication, with an EC90 of 6.90 μM, which may
be achievable in target tissues like lungs with standard
doses. In combination with azithromycin, these drugs
have been described as having good efficiency for viral
clearance.109,110 Large clinical trials are underway to assess the clinical use of these drugs.99 Preliminary data
suggest that these drugs did not appear to have clinical
benefits in hospitalized patients.111 Most importantly,
concerns regarding the safety of these drugs, particularly QTc prolongation and arrhythmias, have arisen.112
Reflective of the tenuous nature of our pre-publication/
publication system pertaining to COVID-19, and in particular as it pertains to chloroquine-based therapy, is
the recent retractions of one paper in the New England
Journal of Medicine113 and one paper in the Lancet.114
Thus, based on the most recent adult experience, the
use of hydroxychloroquine/chloroquine should be discouraged, outside of a sanctioned, controlled clinical
trial in the management of COVID-19 patients.
Lopinavir/Ritonavir. These protease inhibitors are
used in the management of HIV infection and possess
in vitro activity against SARS-CoV-2. Nevertheless, and
despite the initial preliminary promise, the drug combination appears to offer no benefit beyond standard
care for treating these patients. Other drugs that have
also been tried in the management are interferon-beta
and interferon-alpha and ribavirin.115–118
Convalescent Plasma. Convalescent plasma contains antibodies in the plasma of patients recovering
from viral infection and might suppress viremia.119 It is
generally well tolerated but may be associated with
transfusion-related reactions. A randomized control
trial in patients with severe or life-threatening COVID-19
given convalescent plasma therapy did not result in a
statistically significant improvement in time to clinical
improvement within 28 days.120,121 Despite these disappointing overall results, a subset of patients who had
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severe but not life-threatening disease did show benefit
from this therapy.122 The time to clinical improvement
was shorter by 4.94 days (95% CI, −9.33 to −0.54 days)
in patients with severe disease receiving convalescent
plasma as compared to controls. However, in patients
with life-threatening diseases there were no significant
differences. A large multicenter, multinational controlled
comparative trial of the value, if any, of donated convalescent plasma infusion in the treatment of COVID-19
patients representing a spectrum of the disease is
ongoing.
Immunomodulators and Adjunctive Therapy. The
role of glucocorticoid steroids in the treatment of COVID-19–infected patients is receiving increased attention, although their exact role and for which patients
is uncertain. The use of steroid has been reported to
increase mortality and secondary infection rates and
impair clearance of SARS-CoV-2.123 In contrast, the preliminary report of Randomized Evaluation of COVID-19
Therapy (RECOVERY) trial, a large well-designed, controlled multicenter clinical trial involving a large number
of adult patients, shows a reduction in 28-day mortality
in patients with severe COVID-19 infection receiving
respiratory support (supplemental oxygen support
and/or mechanical ventilation) who were treated with
dexamethasone, as compared to controls.124
A pilot study has described some benefit in hospitalized adult patients with severe COVID-19 by blocking
interleukin-6 pathway by tocilizumab where the drug
seems to be particularly helpful in patients with cytokine
release syndrome. Other immunomodulatory therapies
that are being evaluated in patients with cytokine release syndrome associated with COVID-19 are anakinra,
ibrutinib, barcitinib, eculizumab, and monoclonal antibodies against SARS CoV-2.125–130. Clearly more data
from randomized controlled clinical trials are needed,
describing the value if any of these agents, as well as
the regimen(s) for the treatment of these patients across
the disease spectrum, before any recommendations
can be offered.
Antibiotics and antifungal agents should be used
when a bacterial or fungal infection is suspected/confirmed. Continued use of these anti-infective agents
should be guided by clinical and laboratory assessments with the goal of limiting the duration, if at all,
their use. The role of dietary and vitamin supplements
such as vitamin A, vitamin C, vitamin D, and zinc in the
management of COVID-19 remains controversial and
until more data become available should be avoided in
the absence of any documented deficiency.131

and vaccine developers to support the development
of vaccines against COVID-19.132 At least 16 candidate
vaccines are currently in the pipeline.133 The vaccines
developed by Moderna and the collaboration of the
University of Oxford with AstraZeneca (and others)
have entered phase III trials and if demonstrated both
safe and effective are expected to be available for use
in early 2021.134
Based upon our current experience and given the
relative benign nature of COVID-19 disease in children,
the use of the vaccine when it is available in healthy
children will remain questionable, requiring considerable personal and clinical consideration. The role of a
vaccine in children with important comorbidities may
initially be more straightforward.

Vaccine

Ethical Approval and Informed Consent Given the nature
of this paper, institution board/ethics committee review was
not required.

The WHO is actively involved with numerous agencies to monitor the progress of vaccine discovery and
development. The Coalition for Epidemic Preparedness
Innovations is working with global health authorities
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Conclusions
SARS-CoV-2 is mainly spread by the respiratory route.
The available data suggest that infected children are
usually asymptomatic or develop only mild symptoms
that can be managed symptomatically, usually at home.
Nevertheless, there is a risk of more severe disease
in high-risk children (immunocompromised children,
long-term steroid use, nephrotic syndrome, etc.). The
treatment of severe disease is essentially supportive.
Few children mount an exaggerated immune response
to the virus, leading to PIMS. The treatment of this rare
syndrome involves the use of immunomodulators along
with supportive care.
The treatment regimens for use in children continue
to be guided by the experience gleaned from previous
coronavirus diseases like SARS and MERS, and the
continuously evolving experience in adults with SARS
CoV-2 infection. Evidence-based diagnostic and treatment guidelines for use in children still await dedicated
pediatric studies.
ARTICLE INFORMATION
Affiliations Department of Nephrology (VR), AIIMS, Raipur,
India; Department of Community and Family Medicine (AG,
RP), AIIMS, Raipur, India; Department of Internal Medicine
(KKS), Saint Vincent Hospital, Worcester, MA
Correspondence Kamal Kant Sahu, MD;
drkksahu85@gmail.com
Disclosure The authors declare no conflicts or financial interest in any product or service mentioned in the manuscript,
including grants, equipment, medications, employment, gifts,
and honoraria

Accepted August 15, 2020

www.jppt.org

Rathore, V et al

Copyright Pediatric Pharmacy Association. All rights reserved.
For permissions, email: mhelms@pediatricpharmacy.org

REFERENCES
1.
2.

3.

4.

5.
6.

7.

8.
9.
10.

11.

12.
13.

14.
15.
16.

Sahu KK, Mishra AK, Lal A. Trajectory of the COVID-19
pandemic: chasing a moving target. Ann Transl Med.
2020;8(11):694. doi:10.21037/atm-20-2793
World Health Organization. Coronavirus disease (COVID-2019) situation reports. 2020. Accessed June 24,
2020. https://www.who.int/emergencies/diseases/novelcoronavirus-2019/situation-reports
Wu Z, McGoogan JM. Characteristics of and important
lessons from the coronavirus disease 2019 (COVID-19)
outbreak in China: summary of a report of 72 314 cases
from the Chinese Center for Disease Control and Prevention. JAMA. 2020;323(13):1239–1242.
US Centers for Disease Control and Prevention. Cases
in theU.S. Atlanta, GA . Accessed June 20, 2020. https://
www.cdc.gov/coronavirus/2019-ncov/cases-updates/
cases-in-us.html
Sahu KK, Kumar R. Current perspective on pandemic of
COVID-19 in the United States. J Family Med Prim Care.
2020;9(4):1784–1791.
Sahu KK, Mishra AK, Lal A. Comprehensive update on
current outbreak of novel coronavirus infection (2019nCoV). Ann Transl Med. 2020;8(6):393. doi:10.21037/
atm.2020.02.92
Zimmermann P, Curtis N. Coronavirus infections in
children including COVID-19: an overview of the epidemiology, clinical features, diagnosis, treatment and
prevention options in children. Pediatr Infect Dis J.
2020;39(5):355–368.
Zhu N, Zhang D, Wang W, et al. A Novel coronavirus from
patients with pneumonia in China, 2019. New Engl J Med.
2020;382(8):727–733.
Perlman S. Another decade, another coronavirus. New
Engl J Med. 2020;382(8):760–762.
Mishra AK, Sahu KK, George AA, et al. Cerebrovascular
events in COVID-19 patients. Monaldi Arch Chest Dis.
2020;90(2):10.4081/monaldi.2020.1341. doi:10.4081/
monaldi.2020.1341
Mishra AK, Lal A, Sahu KK, et al. Cardiovascular factors predicting poor outcome in COVID-19 patients.
Cardiovasc Pathol. 2020;49:107246. doi:10.1016/j.carpath.2020.107246
Abaturov AE, Agafonova EA, Krivusha EL, et al. Pathogenesis of COVID-19. Childs Health. 2020;15(2):133–144.
Sahu KK, Mishra AK, Lal A. COVID-2019: update on epidemiology, disease spread and management. Monaldi
Arch Chest Dis. 2020;90(1):10.4081/monaldi.2020.1292.
doi:10.4081/monaldi.2020.1292
Lee PI, Hu YL, Chen PY, et al. Are children less susceptible
to COVID-19? J Microbiol Immunol Infect. 2020;53(3):371–
372.
Yuki K, Fujiogi M, Koutsogiannaki S. COVID-19 pathophysiology: areview. Clin Immunol. 2020;215:108427.
doi:10.1016/j.clim.2020.108427
Liu Y, Gayle AA, Wilder-Smith A, et al. The reproductive
number of COVID-19 is higher compared to SARS coronavirus. J Travel Med. 2020;27(2):taaa021. doi:10.1093/
jtm/taaa021

www.jppt.org

COVID-19 Pandemic and Children

17.
18.

19.
20.
21.

22.

23.

25.
26.
27.

28.
29.

30.

31.
32.
33.
34.

Zou L, Ruan F, Huang M, et al. SARS-CoV-2 viral load in
upper respiratory specimens of infected patients. New
Engl J Med. 2020;382(12):1177–1179.
To KK, Tsang OT, Leung WS, et al. Temporal profiles of
viral load in posterior oropharyngeal saliva samples and
serum antibody responses during infection by SARSCoV-2: an observational cohort study. Lancet Infect Dis.
2020;20(5):565–574.
Wölfel R, Corman VM, Guggemos W, et al. Virological
assessment of hospitalized patients with COVID-2019.
Nature. 2020;581(7809):465–469.
He X, Lau EHY, Wu P, et al. Temporal dynamics in viral
shedding and transmissibility of COVID-19. Nat Med.
2020;26(5):672–675.
Kujawski STC, Wong KK, Collins JP, et al; COVID-19 Investigation Team. Clinical and virologic characteristics of the
first 12 patients with coronavirus disease 2019 (COVID-19)
in the United States. Nat Med. 2020;26(6):861–868.
Chan JF-W, Yuan S, Kok K-H, et al. A familial cluster of
pneumonia associated with the 2019 novel coronavirus
indicating person-to-person transmission: a study of a
family cluster. Lancet. 2020;395(10223):514–523.
Fang F, Luo XP. Facing the pandemic of 2019 novel
coronavirus infections: the pediatric perspectives.
Zhonghua Er Ke Za Zhi [in Chinese]. 2020;58:E001.
doi: 10.3760/cma.j.issn.0578-1310.2020.0001 24.
Liu Y-C, Liao C-H, Chang C-F, et al. A locally transmitted
case of SARS-CoV-2 infection in Taiwan. N Engl J Med.
2020;382(11):1070–1072.
Bai Y, Yao L, Wei T, et al. Presumed asymptomatic carrier
transmission of COVID-19. JAMA. 2020;323(14):1406–
1407.
Rothe C, Schunk M, Sothmann P, et al. Transmission of
2019-nCoV infection from an asymptomatic contact in
Germany. N Engl J Med. 2020;382(10):970–971.
Yu P, Zhu J, Zhang Z, et al. A familial cluster of infection
associated with the 2019 novel coronavirus indicating
possible person-to-person transmission during the incubation period. J Infect Dis. 2020;221(11):1757–1761.
Xu Y, Li X, Zhu B, et al. Characteristics of pediatric SARSCoV-2 infection and potential evidence for persistent
fecal viral shedding. Nat Med. 2020;26(4):502–505.
Cheung KS, Hung IF, Chan PP, et al. Gastrointestinal manifestations of SARS-CoV-2 infection and virus load in fecal
samples from the Hong Kong cohort: systematic review
and Meta-analysis. Gastroenterology. 2020;159(1):81–95.
Chen N, Zhou M, Dong X, et al. Epidemiological and clinical characteristics of 99 cases of 2019 novel coronavirus
pneumonia in Wuhan, China: a descriptive study. Lancet.
2020;395(10223):507–513.
Zhang J, Wang S, Xue Y. Fecal specimen diagnosis 2019
novel coronavirus-infected pneumonia. J Med Virol.
2020;92(6):680–682.
Ling Y, Xu SB, Lin YX, et al. Persistence and clearance of
viral RNA in 2019 novel coronavirus disease rehabilitation
patients. Chin Med J (Engl). 2020;133(9):1039–1043.
Xiao F, Tang M, Zheng X, et al. Evidence for gastrointestinal infection of SARS-CoV-2. Gastroenterology.
2020;158(6):1831–1833.
Chen H, Guo J, Wang C, et al. Clinical characteristics and
intrauterine vertical transmission potential of COVID-19
infection in nine pregnant women: a retrospective review
of medical records. Lancet. 2020;395(10226):809–815.

J Pediatr Pharmacol Ther 2020 Vol. 25 No. 7 581

COVID-19 Pandemic and Children

35. Zhu H, Wang L, Fang C, et al. Clinical analysis of 10
neonates born to mothers with 2019-nCoV pneumonia.
Transl Pediatr. 2020;9(1):51–60.
36. Paules CI, Marston HD, Fauci AS. Coronavirus infections—more than just the common cold. JAMA.
2020;323(8):707–708.
37. Sahu KK, Mishra AK, Lal A. A twin challenge to handle:
COVID-19 with pregnancy [published online ahead of
print April 5, 2020]. J Med Virol. doi:10.1002/jmv.25784
38. Sahu KK, Mishra AK, Lal A. Re: From the frontlines of
COVID-19—how prepared are we as obstetricians:
commentary. BJOG. 2020;127(8):1041. doi:10.1111/14710528.16257
39. American College of Obstetricians and Gynecologists
[ACOG] Clinical Guidelines for practices advisory for
management of patients with confirmed coronavirus
diseases. Accessed June 27, 2020. https://www.acog.
org/clinical/clinical-guidance/practice-advisory/articles/2020/03/novel-coronavirus-2019
40. Zhu Y, Bloxham CJ, Hulme KD, et al. Children are
unlikely to have been the primary source of household SARS-CoV-2 infections. Preprint.Posted online
March 30. SSRN Journal 2020;20044826. doi:10.11
01/2020.03.26.20044826
41. Posfay-Barbe C, Wagner N, GautheyM, et al. COVID-19 in
children and the dynamics of infection in families. Pediatrics. 2020;146(2):e20201576. doi:10.1542/peds.20201576
42. Li W, Zhang B, Lu J, et al. The characteristics of household transmission of COVID-19 [published online ahead
of print April 17, 2020]. Clin Infect Dis. doi:10.1093/cid/
ciaa450
43. Bi Q, Wu Y, Mei S, et al. Epidemiology and transmission of
COVID-19 in 391 cases and 1286 of their close contacts
in Shenzhen, China: a retrospective cohort study. Lancet
Infect Dis. 2020;20(8):911–919.
44. National Centre for Immunisation Research and Surveillance. Report: COVID-19 in schools: the experience in
NSW [Internet]. Cited May 29, 2020. Accessed July 19,
2020. http://ncirs.org.au/covid-19-in-schools
45. Munro APS, Faust SN. Children are not COVID-19 super
spreaders: time to go back to school. Arch Dis Child.
2020;105(7):618–619.
46. Wu JT, Leung K, Leung GM. Nowcasting and forecasting the potential domestic and international spread of
the 2019-nCoV outbreak originating in Wuhan, China: a
modelling study. Lancet. 2020;395(10225):689–697.
47. Jiang X, Rayner S, Luo M. Does SARS-CoV-2 has a longer
incubation period than SARS and MERS? J Med Virol.
2020;92(5):476–478.
48. Ludvigsson JF. Systematic review of COVID-19 in children
shows milder cases and a better prognosis than adults.
Acta Paediatr. 2020;109(6):1088–1095.
49. She J, Liu L, Liu W. COVID-19 epidemic: disease characteristics in children. J Med Virol. 2020;92(7):747–754.
50. Dong Y, Mo X, Hu Y, et al. Epidemiological characteristics of 2143 pediatric patients with 2019 coronavirus
disease in China. Pediatrics. 2020;145(6):e20200702.
doi: 10.1542/peds.2020-0702 32179660 51. C D C
COVID-19 Response Team. Coronavirus disease 2019
in children—United States, February 12-April 2, 2020.
MMWR Morb Mortal Wkly Rep. 2020;69:422–426.

582

J Pediatr Pharmacol Ther 2020 Vol. 25 No. 7

Rathore, V et al

52. Dong Y, Mo X, Hu Y, et al. Epidemiology of COVID-19 among
children in China. Pediatrics. 2020;145(6):e20200702.
doi:10.1542/peds.2020-0702
53. Shen K, Yang Y, Wang T, et al. Diagnosis, treatment,
and prevention of 2019 novel coronavirus infection in
children: experts’ consensus statement. World J Pediatr.
2020;16(3):223–231.
54. Wang XF, Yuan J, Zheng YJ, et al. Retracted: Clinical
and epidemiological characteristics of 34 children
with 2019 novel coronavirus infection in Shenzhen.
Zhonghua Er Ke Za Zhi. 2020;58:E008. doi: 10.3760/
cma.j.issn.0578-1310.2020.0008
55. Lu X, Zhang L, Du H, et al. SARS-CoV-2 infection in children. N Engl J Med. 2020;382(17):1663–1665.
56. Tian Y, Rong L, Nian W, et al. Gastrointestinal features
in COVID-19 and the possibility of faecal transmission.
Aliment Pharmacol Ther. 2020;51(9):843–851.
57. de Masson A, Bouaziz JD, Sulimovic L, et al. Chilblains
are a common cutaneous finding during the COVID-19
pandemic: a retrospective nationwide study from France.
Arch Acad Emerg Med. 2020;83(2):667–670.
58. Panahi L, Amiri M, Pouy S. Clinical characteristics of COVID-19 infection in newborns and pediatrics: a systematic
review. Arch Acad Emerg Med. 2020;8(1):e50.
59. Wang D, Hu B, Hu C, et al. Clinical characteristics of
138 hospitalized patients with 2019 novel coronavirus–infected pneumonia in Wuhan, China. JAMA.
2020;323(11):1061–1069.
60. Richardson S, Hirsch JS, Narasimhan M, et al. Presenting characteristics, comorbidities, and outcomes among
5700 patients hospitalized with COVID-19 in the New
York City area. JAMA. 2020;323(20):2052–2059.
61. Petrilli CM, Jones SA, Yang J, et al. Factors associated
with hospital admission and critical illness among 5279
people with coronavirus disease 2019 in New York
City: prospective cohort study. BMJ. 2020;369:m1966.
doi:10.1136/bmj.m1966
62. Singhal T. A review of coronavirus disease-2019 (COVID-19). Indian J Pediatr. 2020;87(4):281–286.
63. World Health Organization. Director-General’s opening remarks at the media briefing on COVID-19. Accessed August 10, 2020. https://www.who.int/docs/
default-source/coronaviruse/transcripts/who-audioemergencies-coronavirus-press-conference-11may2020.
pdf?sfvrsn=4f78bd0_0
64. Sahu KK, Jindal V, Siddiqui AD. Managing COVID-19 in
patients with cancer: a double blow for oncologists. JCO
Oncol Pract. 2020;16(5):223–225.
65. Jindal V, Sahu KK, Gaikazian S, et al. Cancer treatment
during COVID-19 pandemic. Med Oncol. 2020;37(7):58.
doi:10.1007/s12032-020-01382-w
66. Sahu KK, Lal A, Mishra AK. COVID-2019 and pregnancy:
a plea for transparent reporting of all cases. Acta Obstet
Gynecol Scand. 2020;99(7):951. doi:10.1111/aogs.13850
67. Shekerdemian LS, Mahmood NR, Wolfe KK, et al. Characteristics and outcomes of children with coronavirus
disease 2019 (COVID-19) infection admitted to US and
Canadian pediatric intensive care units [published online
ahead of print May 11, 2020]. JAMA Pediatr. doi:10.1001/
jamapediatrics.2020.1948

www.jppt.org

Rathore, V et al

68. Sahu KK, Siddiqui AD, Cerny J. Managing sickle cell
patients with COVID-19 infection: the need to pool our
collective experience. Br J Haematol. 2020;190(2):e86–
e89.
69. Sahu KK, Siddiqui AD. From hematologistʼs desk: the
effect of COVID-19 on the blood system. Am J Hematol.
2020;95(8):E213–E215.
70. Henry BM, Lippi G, Plebani M. Laboratory abnormalities in
children with novel coronavirus disease 2019. Clin Chem
Lab Med. 2020;58(7):1135–1138.
71. Balasubramanian S, Rao NM, Goenka A, et al. Coronavirus
disease 2019 (COVID-19) in children: what we know so far
and what we do not. Indian Pediatr. 2020;57(5):435–442.
72. Streng A, Hartmann K, Armann J, et al. COVID-19 in
hospitalized children and adolescents [in German] [published online ahead of print April 21, 2020]. Monatsschr
Kinderheilkd. doi:10.1007/s00112-020-00919-7
73. Lal A, Mishra AK, Sahu KK. CT chest findings in coronavirus disease-19 (COVID-19). J Formos Med Assoc.
2020;119(5):1000–1001.
74. Sahu KK, Lal A, Mishra AK. An update on CT chest findings in coronavirus disease-19 (COVID-19). Heart Lung.
2020;S0147-9563(20):30094–30097.
75. Xia W, Shao J, Guo Y, et al. Clinical and CT features in pediatric patients with COVID-19 infection: different points
from adults. Pediatr Pulmonol. 2020;55(5):1169–1174.
76. Hu Z, Song C, Xu C, et al. Clinical characteristics of 24
asymptomatic infections with COVID-19 screened among
close contacts in Nanjing, China. Sci China Life Sci.
2020;63(5):706–711.
77. Wang Y, Liu Y, Liu L, et al. Clinical outcomes in 55 patients
with severe acute respiratory syndrome coronavirus 2
who were asymptomatic at hospital admission in Shenzhen, China. J Infec Dis. 2020;221(11):1770–1774.
78. Han X, Cao Y, Jiang N, et al. Novel coronavirus disease
2019 (COVID-19) pneumonia progression course in 17
discharged patients: comparison of clinical and thinsection computed tomography features during recovery.
Clin Infect Dis. 2020;71(15):723–731.
79. Nalla AK, Casto AM, Huang M-LW, et al. Comparative
performance of SARS-CoV-2 detection assays using
seven different primer-probe sets and one assay kit.
J Clin Microbiol. 2020;58(6):e00557-20. doi: 10.1128/
JCM.00557-20
80. Lieberman JA, Pepper G, Naccache SN, et al. Comparison of commercially available and laboratory-developed
assays for in vitro detection of SARS-CoV-2 in clinical
laboratories. J Clin Microbiol. 2020;58(8):e00821-20.
doi: 10.1128/JCM.00821-20
81. Wang W, Xu Y, Gao R, et al. Detection of SARSCoV-2 in different types of clinical specimens. JAMA.
2020;323(18):1843–1844.
82. Kucirka LM, Lauer SA, Laeyendecker O, et al. Variation in
false-negative rate of reverse transcriptase polymerase
chain reaction-based SARS-CoV-2 tests by time since
exposure [published online ahead of print May 13, 2020].
Ann Intern Med. doi:10.7326/M20-1495
83. Ai T, Yang Z, Hou H, et al. Correlation of chest CT and
RT-PCR testing for coronavirus disease 2019 (COVID-19) in China: a report of 1014 cases. Radiology.
2020;296(2):E32–E40.

www.jppt.org

COVID-19 Pandemic and Children

84. Yang Y, Yang M, Shen C, et al. Evaluating the accuracy
of different respiratory specimens in the laboratory diagnosis and monitoring the viral shedding of 2019-nCoV
infections. Posted online Month day, year. MedRxiv.
2020:11:20021493. doi: 10.1101/2020.02.11.20021493
85. Weissleder R, Lee H, Ko J, Pittet MJ. COVID-19 diagnostics in context. Sci Transl Med. 2020;12(546):eabc1931.
doi:10.1126/scitranslmed.abc1931
86. Riphagen S, Gomez X, Gonzalez-Martinez C, et al.
Hyperinflammatory shock in children during COVID-19
pandemic. Lancet. 2020;395(10237):1607–1608.
87. Saguil A, Fargo MV, Grogan SP. Diagnosis and management of Kawasaki disease. Am Fam Physician.
2015;91(6):365–371.
88. Health Alert Network (HAN): Multisystem inflammatory
syndrome in children (MIS-C) associated with coronavirus disease 2019. Accessed May 15, 2020. https://
emergency.cdc.gov/han/2020/han0 0432.asp
89. Licciardi F, Pruccoli G, Denina M, et al. SARS-CoV2-induced Kawasaki-like hyperinflammatory syndrome:
a novel COVID phenotype in children. Pediatrics.
2020;146(2):e20201711. doi:10.1542/peds.2020-1711
90. Verdoni L, Mazza A, Gervasoni A, et al. An outbreak of
severe Kawasaki-like disease at the Italian epicentre of
the SARS-CoV-2 epidemic: an observational cohort study.
Lancet. 2020;395(10239):1771–1778.
91. Whittaker E, Bamford A, Kenny J, et al. Clinical characteristics of 58 children with a pediatric inflammatory
multisystem syndrome temporally associated with SARSCoV-2 [published online ahead of print June 8, 2020].
JAMA. doi:10.1001/jama.2020.10369
92. Cheung EW, Zachariah P, Gorelik M, et al. Multisystem
inflammatory syndrome related to COVID-19 in previously healthy children and adolescents in New York City
[published online ahead of print June 8, 2020]. JAMA.
doi:10.1001/jama.2020.10374
93. World Health Organization. Multisystem inflammatory
syndrome in children and adolescents with COVID-19:
scientific brief. Accessed May 15, 2020. WHO/2019nCoV/Sci_Brief/Multisystem_Syndrome_Children/2020.1
94. Hennon TR, Penque MD, Abdul-Aziz R, et al. COVID-19
associated multisystem inflammatory syndrome in children (MIS-C) guidelines: a Western New York approach.
Prog Pediatr Cardiol. 2020;57:101232. doi: 10.1016/j.
ppedcard.2020.101232
95. Sahu KK, Lal A, Mishra AK. Latest updates on COVID-2019: a changing paradigm shift. J Med Virol.
2020;92(6):533–535.
96. Sahu KK, Kumar R. Preventive and treatment strategies
of COVID-19: from community to clinical trials. J Family
Med Prim Care. 2020;9(5):2149–2157.
97. Sahu KK, Cerny J. Managing patients with hematological
malignancies during COVID-19 pandemic. Expert Rev
Hematol. 2020:1–7. doi: 10.1080/17474086.2020.1787147
98. Sahu KK, Jindal V, Siddiqui AD, et al. Facing COVID-19
in the hematopoietic cell transplant setting: a new challenge for transplantation physicians. Blood Cells Mol Dis.
2020;83:102439. doi:10.1016/j.bcmd.2020.102439
99. Farrugia G, Plutowski RW. Innovation lessons from the
COVID-19 pandemic. Mayo Clin Proc. 2020;95(8):1574–
1577.

J Pediatr Pharmacol Ther 2020 Vol. 25 No. 7 583

COVID-19 Pandemic and Children

100. Marlais M, Wlodkowski T, Vivarelli M, et al. The severity of
COVID-19 in children on immunosuppressive medication.
Lancet Child Adolesc Health. 2020;4(7):e17–e18.
101. Wang M, Cao R, Zhang L, et al. Remdesivir and chloroquine effectively inhibit the recently emerged novel coronavirus (2019-nCoV) in vitro. Cell Res. 2020;30(3):269–
271.
102. Hinton DM. remdesivir EUA letter of authorization—FDA,
California. 2020. Accessed August 8, 2020. https://www.
fda.gov/media/137564/download
103. Gilead Sciences. Fact sheet for health care providers
emergency use authorization (EUA) of Veklury® (remdesivir). 2020. Accessed August 8, 2020. https://www.fda.
gov/media/137566/download
104. Beigel JH, Tomashek KM, Dodd LE, et al; ACTT-1 Study
Group Members. Remdesivir for the treatment of Covid-19: preliminary report [published online ahead of
print May 22, 2020]. N Engl J Med. doi:10.1056/NEJMoa2007764
105. Wang Y, Zhang D, Du G, et al. Remdesivir in adults with
severe COVID-19: a randomised, double-blind, placebocontrolled, multicentre trial [correction in: Lancet.
2020;395(10238):1694]. Lancet. 2020;395(10236):1569–
1578.
106. De Clercq E. New nucleoside analogues for the treatment of hemorrhagic fever virus infections. Chem Asian
J. 2019;14(22):3962–3968.
107. Cai Q, Yang M, Liu D, et al. Experimental treatment with
Favipiravir for COVID-19: an open-label control study
[published online ahead of print March 18, 2020]. Engineering (Beijing). doi:10.1016/j.eng.2020.03.007
108. Yao X, Ye F, Zhang M, et al. In vitro antiviral activity and
projection of optimized dosing design of hydroxychloroquine for the treatment of severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2). Clin Infect Dis.
2020;71(15):732–739.
109. Gautret P, Lagier J-C, Parola P, et al. Hydroxychloroquine
and azithromycin as a treatment of COVID-19: results of
an open-label non-randomized clinical trial. Int J Antimicrob Agents. 2020;56(1):105949. doi:10.1016/j.ijantimicag.2020.105949
110. Sahu KK, Mishra AK, Lal A, et al. India fights back: COVID-19 pandemic [published online ahead of print April
23, 2020]. Heart Lung. doi:10.1016/j.hrtlng.2020.04.014
111. Horby P, Landray M. No clinical benefit from use of hydroxychloroquine in hospitalised patients with COVID-19.
2020. Accessed August 8, 2020. https://www.recoverytrial.net/news/statement-from-the-chief-investigators-ofthe-randomised-evaluation-of-covid-19-therapy-recovery-trial-on-hydroxychloroquine-5-june-2020-no-clinicalbenefit-from-use-of-hydroxychloroquine-in-hospitalisedpatients-with-covid-19
112. Mishra AK, Sahu KK, Lal A, et al. Patterns of heart injury
in COVID–19 and relation to outcome [published online
ahead of print April 8, 2020]. J Med Virol. doi:10.1002/
jmv.25847
113. Mehra MR, Desai SS, Kuy S, et al. Cardiovascular
disease, drug therapy, and mortality in Covid-19 [retracted in: N Engl J Med. 2020;382:2582. doi: 10.1056/
NEJMc2021225]. N Engl J Med. 2020;382(25):e102.
doi:10.1056/NEJMoa2007621

584

J Pediatr Pharmacol Ther 2020 Vol. 25 No. 7

Rathore, V et al

114. Mehra MR, Ruschitzka F, Patel AN. Retraction—Hydroxychloroquine or chloroquine with or without a macrolide for
treatment of COVID-19: a multinational registry analysis
[retraction of: Mehra MR, Ruschitzka F, Patel AN. In: Lancet.; 2020 May 22:S0140-6736(20)31180-6. doi: 10.1016/
S0140-6736(20)31180-6]. Lancet. 2020;395(10240):1820.
doi:10.1016/S0140-6736(20)31324-6
115. GronebergDA, Poutanen SM, Low DE, et al. Treatment
and vaccines for severe acute respiratory syndrome.
Lancet Infect Dis. 2005;5(3):147–155.
116. Cao B, Wang Y, Wen D, et al. A trial of lopinavir-ritonavir
in adults hospitalized with severe Covid-19. New Engl J
Med. 2020;382(19):1787–1799.
117. Hung IF-N, Lung K-C, Tso EY-K, et al. Triple combination
of interferon beta-1b, lopinavir–ritonavir, and ribavirin in
the treatment of patients admitted to hospital with COVID-19: an open-label, randomised, phase 2 trial. Lancet.
2020;395(10238):1695–704.
118. Chu CM, Cheng VCC, Hung IFN, et al. Role of lopinavir/
ritonavir in the treatment of SARS: initial virological and
clinical findings. Thorax. 2004;59(3):252–256.
119. Sahu KK, Jindal V, Siddiqui AD, et al. Convalescent plasma
therapy: a passive therapy for an aggressive COVID-19
[published online ahead of print May 21, 2020]. J Med
Virol. doi:10.1002/jmv.26047
120. Li L, Zhang W, Hu Y, et al. Effect of convalescent plasma
therapy on time to clinical improvement in patients with
severe and life-threatening COVID-19: a randomized
clinical trial. JAMA. 2020;324(5):1–11.
121. Salazar E, Perez KK, Ashraf M, et al. Treatment of COVID-19 patients with convalescent plasma. Am J Pathol.
2020;190(8):1680–1690.
122. Casadevall A, Joyner MJ, Pirofski LA. A randomized trial of
convalescent plasma for COVID-19—potentially hopeful
signals [published online ahead of print June 3, 2020].
JAMA. doi:10.1001/jama.2020.10218
123. Russell CD, Millar JE, Baillie JK. Clinical evidence does
not support corticosteroid treatment for 2019-nCoV lung
injury. Lancet. 2020;395(10223):473–475.
124. Horby P, Lim WS, Emberson J, et al. Dexamethasone in
hospitalized patients with Covid-19: preliminary report
[published online ahead of print July 17, 2020]. N Engl J
Med. doi:10.1056/NEJMoa2021436
125. Sciascia S, Aprà F, Baffa A, et al. Pilot prospective
open, single-arm multicentre study on off-label use of
tocilizumab in severe patients with COVID-19. Clin Exp
Rheumatol. 2020;38(3):529–532.
126. Cavalli G, De Luca G, Campochiaro C, et al. Interleukin-1 blockade with high-dose anakinra in patients with
COVID-19, acute respiratory distress syndrome, and
hyperinflammation: a retrospective cohort study. Lancet
Rheumatol. 2020;2(6):e325–e331.
127. Treon SP, Castillo JJ, Skarbnik AP, et al. The BTK inhibitor
ibrutinib may protect against pulmonary injury in COVID19-infected patients. Blood. 2020;135(21):1912–1915.
128. Cantini F, Niccoli L, Matarrese D, et al. Baricitinib therapy
in COVID-19: a pilot study on safety and clinical impact.
J Infect. 2020;81(2):318–356.
129. Diurno F, Numis FG, Porta G, et al. Eculizumab treatment
in patients with COVID-19: preliminary results from real
life ASL Napoli 2 Nord experience. Eur Rev Med Pharmacol Sci. 2020;24(7):4040–4047.

www.jppt.org

Rathore, V et al

130. Wang C, Li W, Drabek D, et al. A human monoclonal
antibody blocking SARS-CoV-2 infection. Nat Commun.
2020;11(1):1–6.
131. Adams KK, Baker WL, Sobieraj DM. Myth busters: dietary supplements and COVID-19. Ann Pharmacother.
2020;54(8):820–826.
132. Le TT, Andreadakis Z, Kumar A, et al. The COVID-19
vaccine development landscape. Nat Rev Drug Discov.
2020;19(5):305–306.

www.jppt.org

COVID-19 Pandemic and Children

133. World Health Organization. DRAFT landscape of COVID-19 candidate vaccines. 2020. Accessed June 28,
2020. https://www.who.int/publications/m/item/draftlandscape-of-covid-19-candidate-vaccines
134. Coalition of Epidemic Preparedness [CEPI]. Accessed
June 29, 2020. https://cepi.net/news_cepi/cepi-partnerswith-astrazeneca-to-manufacture-300-million-globallyaccessible-doses-of-covid-19-vaccine/

J Pediatr Pharmacol Ther 2020 Vol. 25 No. 7 585

