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Pediatric illness has -- mercifully -- played a small role in the COVID-19 pandemic so far, but 
perhaps as a consequence, scholarship regarding COVID-19 in children remains sparse. We reviewed the 
current literature to create this basic guide, acknowledging that most data is current only up to the end of 
March due to the standard delay of the publication cycle.  

Epidemiology: who is at risk? Because there are no published long-term surveillance studies of COVID-
19 in children, it is difficult to conclude which children are more susceptible to the illness or to severe 

manifestations, but there are a few things we can say with some 
confidence. First, the vast majority of case series demonstrate within-
household spread, and typically adult family members are infected 
before children. Second, infants seem to be at higher risk for severe 
disease than older children based on rates of hospitalization, though 
this may be biased by a lower threshold for admitting infants. And 
third, there is so far no evidence of vertical (mother-to-child) 
transmission until after birth, when an infant would be exposed to their 
caregiver’s respiratory droplets; prenatal and intrapartum infection does 
not seem to be a feature of the disease. Aside from these findings, many 
questions remain, including: 

• While pediatric cases make up 1-5% of various national epidemics, does this represent true lower
rates of infection, or lower rates of testing due to more mild illness?

• How are children with cardiopulmonary disease affected? Are they prone to complications like adults
with similar comorbidities? So far, there is no evidence for similar patterns in children. Of note,
asthma does not seem to confer an increased risk of severe disease in adults.

• Does immunosuppression matter? So far the evidence does not show a significant impact on disease
course (aside from adult patients with known malignancies), but theoretically immunocompromised
patients could be at higher risk.

Clinical features: when should we suspect COVID-19? By now 
the clinical presentation of COVID-19 in adults is well known. It 
differs only slightly in children: data so far suggests that in addition 
to cough (present among 48-52% of positive children in the two 
largest case series in China), fever is common but not universal (40-
42% above 37.5C). Other viral symptoms may accompany infection, 
including pharyngitis (pharyngeal erythema was seen in 46% in one 
large series), nasal congestion or rhinorrhea, myalgias, and fatigue. 
Of note, GI symptoms are also common, perhaps more common 
among children than adults; abdominal pain, nausea, vomiting, or 
diarrhea were reported by 5-10% of patients in various studies. 

Complications: what can go wrong? In general, children fare well despite COVID-19 infection. The 
proportion of children with COVID-19 requiring hospitalization hovers around 5%, which, while difficult 
to interpret because so many cases are likely undiagnosed, is far below the hospitalization rates for adults 
in similar settings. Most importantly, severe disease in children is very rare. By the end of March (the 
most recently available academic literature for this review), there were only 2 clearly documented 

Clinical features of 171 children with COVID-
19 at Wuhan Children’s Hospital 
Cough 48.5% 
Pharyngeal erythema 46.2% 
Fever ( >37.5 C) 41.5% 
Diarrhea 8.8% 
Fatigue 7.6% 
Rhinorrhea 7.6% 
Nasal congestion 5.3% 
Vomiting 6.4% 
Tachypnea on admission 28.7% 
Tachycardia on admission 42.1% 
O2 sat <92% while admitted 2.3% 
Source: Lu X et al. SARS-CoV-2 Infection in 
Children. NEJM. 2020;382(17):1663‐1665. 
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pediatric deaths in the literature, both in China. Very little is known about one patient, a 14-year-old, 
while the other was an infant with a concomitant intussusception. Mainstream news reports since then 
have suggested other pediatric deaths, but the number seems to be fewer than 10 in the United States, and 
the contribution of COVID-19 to these deaths remains somewhat unclear. 
 Severe cases in adults are marked by acute respiratory distress syndrome (ARDS) and very rapid 
respiratory decline. They can be complicated by other features of a massive inflammatory response, 
including shock, thrombus formation and pulmonary emboli, and cardiac collapse due to arrhythmia, 
myocarditis, or ischemia. Very few of these complications have been seen in children. One case report 
described a patient with shock and respiratory distress requiring intubation, but this patient recovered.  
 For general pediatricians, this data implies that the return precautions we give parents are the 
same for COVID-19 as they would be for any flu-like illness. Parents should be on the lookout for 
respiratory distress, dehydration, and altered mental status, and should bring their children to the 
emergency room immediately if they observe these signs.  
 
Diagnosis: whom should we test? Poor testing availability during the early months of the pandemic has 
clouded our understanding of the disease and its epidemiology, but the picture is now clearing thanks to 
widespread testing availability. In Los Angeles County, all residents can now receive a test from the 
Department of Public Health after registering online.  

 Testing is still prioritized for high risk groups, such as healthcare workers and people in 
congregate living facilities. Children who live in group homes, dormitories, or correctional facilities 
should be included. Otherwise, the County recommends “considering” testing for patients with 
symptoms. Given the impact a positive test might have on a family’s isolation behavior, especially as our 
communities start to re-open, we would suggest that pediatricians strongly consider testing any patient 
with otherwise unexplained viral symptoms. While known household contacts with COVID-19 strongly 
suggest the virus is present in a symptomatic child, the lack of known contacts does not rule it out.  
 Outside of the hospital setting, other diagnostics seem to be of little use unless ruling out other 
pathologies. Chest X-rays and CT scans are unlikely to change management unless a clinician is 
concerned about, for example, a bacterial superinfection. Laboratory studies are often very abnormal in 
adults, but this seems to be less common in children. Only 3% of children in one study had the 
lymphopenia common in adults, and inflammatory markers are less commonly deranged (about 10% of 
patients in one series had an elevated C-reactive protein and procalcitonin). Given the poor negative and 
positive predictive value of the antibody tests currently available, they are unlikely to be useful in making 
management decisions. 
 
Treatment: what are the options? Despite frequent news coverage of possible therapies, treatment for 
COVID-19 remains primarily supportive. The evidence for targeted therapeutics is scant for adults and 
almost non-existent for children. A consensus statement among North American pediatric infectious 
disease experts recommends the antiviral medication remdesivir only for severely ill patients and ideally 
only in the context of a clinical trial. They also suggest only using chloroquine when remdesivir is not 
available, and avoiding other therapies, as the evidence seems to point towards greater risk than reward. 
Steroids should be avoided, unless treating a concomitant asthma exacerbation. In short, there is no 
support for targeted therapy for outpatients; community pediatricians can feel confident that supportive 
care is the standard of care.  
 
Prevention: how can families keep children safe? Community pediatricians should be ready to answer 
questions regarding isolation guidelines for symptomatic or exposed children. In general, patients with 
any active symptoms should remain as isolated as possible, at least until COVID-19 testing is negative 
(and in many cases, even after that). Close household contacts of confirmed cases should remain isolated 
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for a quarantine period as well. Specific recommendations on the length of isolation and quarantine 
periods are evolving, and pediatricians should check the most recent guidelines from local public health 
authorities, including LACDPH, with CDC guidelines serving as a supplement. 

Finally, as we have all been observing over the past two months, the impact of this particular 
pandemic on children is likely to be heaviest on their mental health and emotional well-being, and 
pediatricians should consider increasing their screening for depression and child abuse during these 
extraordinary times. 
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