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Children in the Eye of the Pandemic Storm—Lessons From New York City
Jason G. Newland, MD, MEd; Kristina A. Bryant, MD

On December 31, 2019, no one knew how the world was about
to change forever. In Wuhan, China, health care officials alerted
the World Health Organization (WHO) of a severe respiratory
illness. On March 11, 2020, WHO announced that the severe
acute respiratory syndrome
coronavirus 2 (SARS-CoV-2)
Related article
virus was causing the coronavirus disease 2019 (COVID-19) pandemic. Initial clinical
from China and Italy revealed that children were not severely
affected. Chinese children younger than 1 year potentially
had more severe infection, and as many as 15% were
asymptomatic.1
Worldwide, children comprise 1% to 6% of all positive
cases.2,3 The initial data from the US suggests only 1.7% of positive cases are children, but the number of asymptomatic infections in children is unknown.4 The lack of testing capacity
early in the pandemic resulted in limited testing of both mildly
ill and asymptomatic children, likely resulting in an underreporting of cases.
To date, New York City, New York, has been the most
affected US city, with more than 190 408 cases and 15 888
confirmed deaths as of May 17, 2020. 5 While Seattle,
Washington, and cities in California were the first to experience the COVID-19 pandemic, New York City was among the
first US cities with many infected children who required hospitalization. In this issue of JAMA Pediatrics in a study by Zachariah et al6 of 50 children and adolescents with COVID-19 hospitalized at a New York City hospital, many key points are
illustrated about children hospitalized with COVID-19. First,
while previous reports suggested only approximately 50% of
infected children had fever, in this study, 80% of hospitalized children had fever. Respiratory symptoms (eg, cough, congestion, shortness of breath, and sore throat) were the next
most common finding. A recent case series from Washington,
DC, describing hospitalized and nonhospitalized children found
fever to be present in 66% of children, but only 48% presented with fever and respiratory symptoms.7 Second, comorbidities are common in hospitalized children. In this cohort,
61% of the patients had a comorbidity and in the group with
severe disease, 89% had a comorbidity. In a report of children
across the US and Canada admitted to intensive care units, 83%
had a comorbidity.8 Obesity has emerged as an important comorbidity in adults and children. In the article by Zachariah
and colleagues,6 obesity occurred in 60% of the children characterized as having severe disease. Third, viral coinfections only
occurred in 8% of patients and included respiratory syncytial
virus, adenovirus, rhinovirus/enterovirus, and human metapneumovirus. In Washington DC, 6% had a coinfection. While
in New York City routine respiratory viral testing was not
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performed on all patients because of shortages of supplies, the
lower rate also observed in Washington, DC, suggests that coinfection in children may be less than originally reported.
Transmission dynamics between children and adults are
not well understood. A study from China demonstrated that
children were much less likely than adults to become infected when an adult family member was ill with COVID-19.9
In this study, all but 1 child contracted the virus from the community and 52% of the children had a known household contact w ith an adult w ith symptoms compatible w ith
COVID-19. This study does not report on whether any of these
children became infected from another child. The transmissibility of the virus between children has enormous implications on whether summer camps, youth sports, and school
should resume. Recent commentaries from the United Kingdom and Italy argue that children should return to school because of the lack of severe illness in children, the potential that
children do not spread the virus efficiently, and the negative
effect on children’s lives without education.10,11
While the findings of the study by Zachariah et al6 add to
what we know about the clinical manifestations acute
SARS-CoV-2 infections cause in children and may inform some
public policy decisions, they do not tell the whole story. In late
April 2020, investigators in London, England, described 8 previously healthy children who were hospitalized with a severe
inflammatory syndrome; all had positive serologic test results for SARS-CoV-2, suggesting recent or past infection.12
On May 4, 2020, public health officials in New York City issued a public health alert describing 15 children with a multisystem inflammatory syndrome potentially associated with
COVID-19, the signs and symptoms resembling those of other
pediatric inflammatory conditions, including Kawasaki disease, toxic shock syndrome, or bacterial sepsis.13 A recent US
Centers for Disease Control and Prevention health alert notes
that cases of multisystem inflammatory syndrome in children associated with COVID-2019 have continued to rise, with
more than 100 cases reported in New York State alone.14
Although multisystem inflammatory syndrome in children is
likely to be rare, the potential for postinfectious sequelae must
be factored into the discussion on the burden of SARS-CoV-2
infection in children.
Studies such as this one emphasize that certain groups of
children may be disproportionally affected. In this study, 50%
were Hispanic. In the article by Riphagen et al,12 75% of the patients were of Afro-Caribbean descent. As the COVID-19 pandemic has spread and created adversity for many people
physically, emotionally, and economically, the groups most affected have been those of color. In New York City, ageadjusted rates of fatal COVID-19 cases have been highest in
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African American individuals (92.3/100 000) compared with
Hispanic/Latino (74.3) and white individuals (45.2).15 While
some publications report race/ethnicity as a risk factor for
COVID-19 and severe disease, care must be taken not to suggest or infer inherent biological susceptibility in certain groups.
A person’s race/ethnicity, while statistically a risk factor, is a
result of the meaning that being in one of these minority groups
has inscribed on their individual lives. Are racial disparities in
health outcomes associated with COVID-19 associated with access to health care? Economic resources that allow one to selfisolate or practice social distancing? Reflective of trust in
messaging from public health authorities? As health care professionals, we cannot continue to simply label someone’s race/
ethnicity as a risk factor without acknowledging the underlying factors that have put individuals at this risk.
Pediatricians are eager for information about COVID-19 in
children, especially those who have seen relatively few cases
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vaccines.16 Are outbreaks of vaccine-preventable diseases on
the horizon? That could be the next important chapter of the
evolving COVID-19 story.
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