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Abstract

Purpose of review The purpose of this review is to summarize what is known about
multisystem inflammatory syndrome in children (MIS-C) associated with COVID-19
infection.
Recent findings The timing of presentation and features of diagnosis are described. Cardiac
involvement is common and is the focus of this review. Arrhythmias, heart block, acute
heart failure, shock, cardiac dysfunction, and coronary dilation have all been reported.
Therapies used to treat children with this hyperinflammation syndrome include supportive
care and agents that modulate the immune system. Therapies commonly described include
intravenous immunoglobulin, steroids, and cytokine-directed agents, particularly tumor
necrosis factor-alpha blockade and interleukin receptor blockade. The threshold for
diagnosing coronary involvement in MIS-C is coronary artery dimensions indexed to body
surface that exceed the normative values (Z score 92). Those hospitalized with MIS-C are
evaluated by electrocardiogram and echocardiogram; outpatient assessment by a cardiol-
ogist is indicated prior to sports clearance.
Summary The prognosis of treated MIS-C patients is good. Future work is needed to
understand the scope of cardiac involvement associated with acute COVID-19 and MIS-C
in children and to define the optimal therapeutic targets for these distinct entities.
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Introduction

Coronavirus disease 2019 (COVID-19), caused by se-
vere acute respiratory syndrome coronavirus 2 (SARS-
CoV 2), was first reported in Wuhan, China, in Decem-
ber 2019, and was declared a global pandemic on
March 11, 2020. One year since the declaration of the
pandemic, it has affected 122.9 million people world-
wide (2.7 million deaths) and 29 million people in the
USA (536,781 death) (https://www.who.int/
emergencies/diseases/novel-coronavirus-2019). The ex-
ponential rise in the number of COVID-19 patients has
overwhelmed the health-care system worldwide and
caused unprecedented effects on public health. Cardio-
vascular complications from COVID-19 in adults have
been reported to inducemyocardial injury, arrhythmias,
acute coronary syndrome, venous thromboembolism,
and pulmonary artery embolus [1–8•]. Infection in pe-
diat r ic and adolescent pat ients presents in

asymptomatic or milder disease compared to adults
[9–13]. However, early in the pandemic, pediatric
health-care providers noted a rise inmultisystem inflam-
matory illness in children with a history of COVID-19
infection or known exposure. The first reports of multi-
system inflammatory syndrome in children (MIS-C) as-
sociated with COVID-19 emerged in May 2020. As of
January 2021, the Center for Disease Control has tracked
over 2600 cases and 33 deaths attributed toMIS-C in the
USA (https://www.cdc.gov/mis-c/index.html). Cardiac
involvement is a common feature of MIS-C associated
with COVID-19 infection and includes acute heart fail-
ure, cardiac dysfunction, abnormal cardiac biomarkers,
and coronary artery abnormalities [14, 15•, 16, 17, 18,
19•]. In this statement, we describe the pathophysiolo-
gy, clinical presentations, and treatment of COVID-19-
associated MIS-C.

Pathophysiology

The SARS-CoV 2 virus is a member of the coronavirus and binds to the
angiotensin-converting enzyme 2 (ACE2) receptor on the surface of the host
cell using the viral S (spike) protein. In early infection, the SARS-CoV2 targets
nasal and bronchial epithelial cells and pneumocytes [20]. After the viral S
protein binds to the ACE2 receptor, the type 2 transmembrane serine protease
(TMPRSS2), present in the host cell, promotes viral uptake by cleaving ACE2
and activating the SARS-CoV2 protein which then mediates coronavirus entry
into the host alveolar epithelial type II cells [20, 21, 22••]. Profound lympho-
penia occurs when SARS-CoV 2 infects and kills T lymphocytes. In later stages of
the infection, viral replication accelerates, and epithelial-endothelial barrier is
compromised. SARS-CoV 2 infection also infects the pulmonary capillary en-
dothelial cells which then accentuates the inflammatory response, triggering an
influx of monocytes and neutrophils [22••]. Pulmonary edema ensues, and
acute respiratory distress syndrome (ARDS) develops. In severe COVID-19
infection, activation of coagulation and consumption of clotting factors occur.
Inflamed pulmonary endothelial cells may result in microthrombi formation
and contribute to the high incidence of deep venous thrombosis, pulmonary
embolism, limb ischemia, ischemic stroke, and myocardial infarction in criti-
cally ill patients [23, 24]. Viral sepsis can develop with dysregulation of the host
immune response to the infection and can contribute to multiorgan failure.

There are two clinical stages of the disease: the acute phase and
hyperinflammatory phase (cytokine storm). The acute phase occurs when
SARS-CoV2 enters lung alveolar epithelial cell type II through the host ACE2
receptor which results in a pro-inflammatory response mediated by activa-
tion of lung macrophages [25–27]. Patients are frequently asymptomatic
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initially and then develop ARDS as virus continue to replicate. The
hyperinflammatory phase occurs when body tissue damage is mediated by
host’s innate immunity by producing cytokine storm that resemble macro-
phage activation syndrome [28, 29]. Patients with cytokine storm can
damage cardiomyocytes and present with multisystem inflammatory syn-
drome. Initially reported in children as MIS-C, it is now recognized to occur
in adults (MIS-A) [30]. MIS-A is identified using a similar case definition
and excluding adults with severe respiratory illness to distinguish these
cases from adults with severe COVID-19. In adults, arrhythmias, elevated
cardiac biomarkers, and right or left ventricular dysfunction are most de-
scribed. However, cardiac endotheliitis and multisystem vasculitis were
found at autopsy of a 31-year-old female with MIS-A after COVID-19
[31]. This latter description of small artery inflammation is a common
feature of MIS-C. The cardiovascular complications in children include
arrhythmias, conduction abnormalities, elevated troponin and natriuretic
peptides, cardiac dysfunction including acute heart failure and shock, peri-
cardial effusion, and coronary artery dilation, with some overlapping clin-
ical features similar to Kawasaki disease (KD) [13, 15•, 16, 32]. While most
cases of MIS-C present 3–4 weeks after initial COVID-19 infection, there is
one well-defined case of MIS-C with coronary involvement reported to date
which occurred 16 weeks after the onset of COVID-19 [33].

Clinical presentation

MIS-C is a syndrome that results from an abnormal immune response to the
SARS-CoV 2 virus with some similarities to KD, macrophage activation
syndrome, or cytokine storm. MIS-C has been diagnosed 2–16 weeks after
the COVID-19 infection, but the typical time course is 3–4 weeks after acute
COVID-19 illness [34, 35•, 36•]. Table 1 compares the MIS-C case defini-
tions and the diagnostic criteria for complete and incomplete KD. A recent
systemic review of MIS-C in 440 patients showed that median age of
patients ranged from 7.3 to 10 years where 59% of all patients were male
[17]. Thirteen to 69% of the patients were tested positive for SARS-CoV 2
PCR and for serology from 75 to 100% [17]. Patients had high prevalence of
gastrointestinal (87%), dermatologic/mucocutaneous (73%), and cardio-
vascular (71%) symptoms [17]. MIS-C affects older children and adoles-
cents, whereas KD affects infants and young children. Black and Hispanic
children appear to be disproportionally affected in MIS-C, whereas Asians
have a higher incidence in Kawasaki disease [17]. Gastrointestinal symp-
toms are very common in MIS-C with myocardial dysfunction and shock
occurring more commonly in MIS-C patients compared to KD patients.
Inflammatory markers such as c-reactive protein, ferritin, and D-dimer are
more elevated in MIS-C patients than KD. Lymphocyte counts and platelet
counts are lower in MIS-C patients compared to KD. Cardiac manifestation
of MIS-C include ventricular dysfunction, myocarditis, and/or coronary
artery dilation/aneurysms [15•, 16, 35•, 36•, 37, 38, 39]. There have also
been similarities of MIS-C to the myocarditis-like syndrome in adults with
hyperinflammation that occurs weeks after the acute CVOID-19 infection
[40].
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Table 1. Diagnostic criterion for MIS-C and Kawasaki disease

CDC MIS-C WHO MIS-C Complete KD Incomplete KD
Age G21 years 0–19 years Usually 2–5 years of

age
G 18 years

Fever ≥38.0°C for ≥24 h or
subjective fever

Fever ≥3 days Fever ≥5 days Fever ≥5 days or
infants with fever
≥7 days

AND AND AND

Evidence of inflammation ≥1 laboratory
evidence of
inflammation:
elevated CRP, ESR,
fibrinogen,
procalcitonin,
d-dimer, ferritin,
LDH, IL-6,
neutrophils,
lymphopenia,
hypoalbuminemia

≥1 laboratory
evidence of
inflammation:
elevated CRP,
ESR, or
procalcitonin

Inflammation is
present with
elevated CRP and
ESR

More than one marker
of inflammation:
elevated CRP or
ESR AND 3 or more
of the following:
anemia and
thrombocytosis
after the 7th day of
fever,
hypoalbuminemia,
leukocytosis,
transaminitis,
sterile pyuria

AND AND AND

Multisystem involvement ≥2 organ systems
involved: cardiac,
renal, pulmonary,
hematologic,
gastrointestinal,
dermatologic, or
neurologic

≥2 of the
following:
mucocutaneous
inflammation
(rash, bilateral,
non-purulent
conjunctivitis,
or oral, hands,
or feet edema
and redness);
hypotension or
shock; cardiac
involvement;
coagulopathy
(abnormal PT,
PTT, or elevated
d-dimer); or
acute
gastrointestinal
illness
(diarrhea,
emesis, or pain)

≥4 of 5 of the
following:
inflamed lips,
strawberry
tongue, or
oral/pharyngeal
mucosa; bilateral,
non-purulent
conjunctivitis;
edema and
redness of the
hands and feet;
and/or cervical
lymphadenopathy
of ≥1.5 cm

Cardiac abnormalities
indicative of
involvement

Abnormal
biomarkers:
elevated troponin
and/or BNP or
NT-pro-BNP ECG

Same as CDC MIS-C Cardiac involvement
defined as Z score
of LAD or RCA
≥2.5; coronary
artery aneurysm;

Same as complete KD;
abnormal
echocardiogram is
diagnostic of
incomplete KD
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Treatment
MIS-C treatment

There are notable differences between the threshold for treatment in children
with MIS-C and KD. In MIS-C, the diagnostic criterion of fever is defined by the
Centers for Disease Control as ≥38.0 °C for ≥24 h, whereas the diagnostic

Table 1. (Continued)

CDC MIS-C WHO MIS-C Complete KD Incomplete KD
changes:
conduction block,
ST segment
elevation,
myocardial
ischemia, low
voltage)
Echocardiographic
findings: Z score of
≥2 in any of the
proximal coronary
arteries Ventricular
dysfunction (right,
left, or both),
Mitral
regurgitation,
pericardial
effusion

or ≥3 features of
decreased LV
function, mitral
regurgitation,
pericardial
effusion, or LAD or
RCA Z scores 2–2.5

even in the
absence of
multiple laboratory
findings

AND AND AND AND

Additional required
features

Positive for
SARS-CoV-2
infection by
RT-PCR, serology,
or antigen test or
exposure within 4
weeks to a
suspected or
confirmed
COVID-19 case

Positive for
SARS-CoV-2
infection by
RT-PCR,
serology, or
antigen test or
likely exposure
to COVID-19
case

No alternative
etiology or
diagnosis

No alternative
etiology or
diagnosis

AND AND

No alternative
etiology or
diagnosis

No alternative
etiology or
diagnosis

BNP brain natriuretic peptide, CDC center for disease control, CRP c-reactive protein, ECG electrocardiogram, ESR erythrocyte sedimentation rate,
IL-6 interleukin 6, KD Kawasaki disease, LAD left anterior descending artery, LDH lactate dehydrogenase, LV left ventricle, MIS-C multisystem
inflammatory syndrome in children, NT-pro-BNP N-terminal pro-hormone brain natriuretic peptide, PT prothrombin time, PTT partial thrombo-
plastin time, RCA right coronary artery, WHO World Health Organization
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criterion of fever in KD is defined by at least 5 days of high fever (usually
≥38.5–40 °C) [41]. Both require other signs and symptoms of inflamma-
tion, vasculitis, and the absence of other etiologies to explain the illness.
The different laboratory features between MIS-C and KD are described
above. In both KD and MIS-C, the first-line treatment is intravenous im-
munoglobulin (IVIG) [14–16, 35•, 36•, 38, 42–44]. In all reviews and case
series of reported MIS-C, 70–80% of patients received IVIG, and the major-
ity improved and had recovery of cardiac function [15•, 16, 35•, 36•, 38,
42–44]. Patients presenting with poor ventricular function may need to
have IVIG in divided doses in order to tolerate the fluid load [15•]. Addi-
tionally, children who present in vasodilatory or distributive shock often
receive multiple fluid boluses and require diuresis after stabilization to treat
the ensuant volume overload. In a recent review of 953 MIS-C patients,
inotropic support maybe needed in up to 73.3% of patient with hypoten-
sion or ventricular dysfunction [45••].

Children with MIS-C can develop coronary artery dilation, similar to KD,
and may require adjunctive therapies such as infliximab, glucocorticoids, or
anakinra [41, 44, 46, 47]. Treatment has been given in MIS-C for coronary
involvement with a Z score of ≥2 in any of the proximal coronary arteries. This
treatment threshold is slightly lower than the standard KD guidelines wherein
adjunctive treatment is generally indicated with a coronary artery Z score ≥2.5
[41]. Like KD, MIS-C is considered to be refractory to IVIG if fever persists ≥36 h
after completion of the immunoglobulin infusion or if there is progression of
the coronary artery dilation. In these cases, infliximab has become an important
adjunct in the treatment of MIS-C. Abdel-Haq et al reported that 92% (12/13)
of their MIS-C patients required infliximab treatment after these children failed
IVIG [48]. Glucocorticoids can be considered for patients with macrophage
activation syndrome or cytokine release syndrome [44]. In a systemic review of
783 cases of MIS-C, 44% of the patients received intravenous steroids [49••]. A
recent retrospective study by Ouldali et al. demonstrated that treatment with
combined IVIG andmethylprednisolone versus IVIG alone was associated with
more favorable fever course [50•]. Anakinra is an alternative to glucocorticoids
if the patient is refractory to glucocorticoids [44].

Children with MIS-C are prone to hypercoagulation and may have an
indication for anti-thrombotic therapy. Those with coronary artery aneurysms
are at increased risk formyocardial infarctions.MIS-C patients whomeet criteria
for complete or incomplete KD should receive low-dose antiplatelet therapy
and anticoagulation depending on the degree of coronary artery dilation [41].
Systemic anticoagulation may be considered in MIS-C patients with poor LV
function [15•, 44]. In children at risk for venous thromboembolism or pulmo-
nary embolus due to hypercoagulability, the initiation of therapy to prevent
thromboembolismmay be considered [44]. In all situations, the risk for bleed-
ing versus clottingmust be carefully weighed throughout the acute presentation
when thrombocytopenia is present in varying degrees.

Prognosis

The prognosis of COVID-19 infection is good in general pediatric patients.
However, children with congenital heart disease and poor ventricular function
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are at higher risk for severe disease than the general pediatric population [51,
52]. This is similar to reports in adults with acute COVID-19 where underlying
cardiovascular disease is associated with worse outcome [53•, 54]. In the case of
MIS-C, it is unclear if children with heart disease or a predisposition for heart
disease (i.e., those with an underlying genetic abnormality that increases their
risk for cardiomyopathy) are at greater risk for cardiac involvement. Despite
severe illness in MIS-C population, the mortality is reported to be around 1.5–
1.9% [45••, 49••].

An important area of concern is the risk of sports participation after MIS-C.
Acute myocarditis involvement in MIS-C patients should include exercise re-
striction for 3 to 6months similar to other viral myocarditis [55]. Children with
MIS-C should have an electrocardiogram and an echocardiogram at diagnosis
and cardiology follow-up after hospital discharge before any recommendations
about sports participation can bemade. Exercise stress testingmay be helpful in
documenting the safety of return to play after MIS-C.

Future

COVID-19 infection is an evolving disease, and information changes as we
learnmore about the acute and chronic cardiac effects in children. There is more
to learn about the cardiac involvement seen in acute illness and inMIS-C. It has
yet to be determined if children with underlying heart disease or a predisposi-
tion for cardiac disease are at greater risk for cardiac sequelae. This includes
children with congenital heart disease, cardiomyopathy, and those with a
genetic risk for cardiomyopathy. Moreover, new SARS-CoV-2 variants may
evoke different immune responses that impact the development and manifes-
tations of MIS-C. Certainly, understanding the mechanism of MIS-C and the
therapeutic interventions with the greatest benefit and lowest side effect profile
will takemulti-center collaborations and basic research focused on the immune
response to SARS-CoV-2. The current goal of vaccine development and admin-
istration is to reduce morbidity and mortality from the virus, but studies are
needed for each vaccine to determine the efficacy of preventing infection
altogether, the duration of protection, and the immune response to repeated
vaccinations. Future research is needed to study the long-term outcomes of
children after acute COVID-19 and MIS-C.

References and Recommended Reading
Papers of particular interest, published recently, have been
highlighted as:
• Of importance
•• Of major importance

1. Ranard LS, Fried JA, Abdalla M, Anstey DE, Givens RC,
Kumaraiah D, et al. Approach to acute cardiovascular
complications in COVID-19 infection. Circ Heart Fail.
2020;13(7):e007220.

2. Shi S, Qin M, Shen B, Cai Y, Liu T, Yang F, et al.
Association of cardiac injury with mortality in hospi-
talized patients with COVID-19 in Wuhan. JAMA
Cardiol: China; 2020.

Management of Multisystem Inflammatory Syndrome in Children Associated with COVID-19 Infection Jone and Everitt 125



3. Shi S, Qin M, Cai Y, Liu T, Shen B, Yang F, et al.
Characteristics and clinical significance of myocardial
injury in patients with severe coronavirus disease 2019.
Eur Heart J. 2020;41(22):2070–9.

4. Nishiga M, Wang DW, Han Y, Lewis DB, Wu JC.
COVID-19 and cardiovascular disease: from basic
mechanisms to clinical perspectives. Nat Rev Cardiol.
2020;17(9):543–58.

5. Long B, Brady WJ, Koyfman A, Gottlieb M. Cardiovas-
cular complications in COVID-19. Am J Emerg Med.
2020;38(7):1504–7.

6. Kochav SM, Coromilas E, Nalbandian A, Ranard LS,
Gupta A, Chung MK, et al. Cardiac arrhythmias in
COVID-19 infection. Circ Arrhythm Electrophysiol.
2020;13(6):e008719.

7. Szekely Y, Lichter Y, Taieb P, Banai A, Hochstadt A,
Merdler I, et al. Spectrum of cardiac manifestations in
COVID-19: a systematic echocardiographic study. Cir-
culation. 2020;142(4):342–53.

8.• MiroO, Llorens P, Jimenez S, Pinera P, Burillo-Putze G,
Martin A, et al. Frequency of five cardiovascular/
hemostatic entities as primary manifestations of SARS-
CoV-2 infection: results of the UMC-19-S2. Int J
Cardiol. 2021.

This is a good summary review of the cardiovascular com-
plications of SARS-CoV-2 infection.
9. Dong Y, Mo X, Hu Y, Qi X, Jiang F, Jiang Z, et al.

Epidemiology of COVID-19 among children in China.
Pediatrics. 2020;145(6).

10. Kim L, Whitaker M, O'Halloran A, Kambhampati A,
Chai SJ, Reingold A, et al. Hospitalization rates and
characteristics of children aged G18 years hospitalized
with laboratory-confirmed COVID-19 - COVID-NET,
14 States, March 1-July 25, 2020. MMWRMorb Mortal
Wkly Rep. 2020;69(32):1081–8.

11. Garg S, Kim L, Whitaker M, O'Halloran A, Cummings
C, Holstein R, et al. Hospitalization rates and charac-
teristics of patients hospitalized with laboratory-
confirmed coronavirus disease 2019 - COVID-NET, 14
States, March 1-30, 2020. MMWR Morb Mortal Wkly
Rep. 2020;69(15):458–64.

12. Hoang A, Chorath K, Moreira A, Evans M, Burmeister-
Morton F, Burmeister F, et al. COVID-19 in 7780 pe-
diatric patients: a systematic review. EClinicalMedicine.
2020;24:100433.

13. Shekerdemian LS, Mahmood NR, Wolfe KK, Riggs BJ,
Ross CE, McKiernan CA, et al. Characteristics and out-
comes of children with coronavirus disease 2019
(COVID-19) infection admitted to US and Canadian
pediatric intensive care units. JAMA Pediatr. 2020.

14. Riphagen S, Gomez X, Gonzalez-Martinez C, Wilkin-
son N, Theocharis P. Hyperinflammatory shock in
children during COVID-19 pandemic. Lancet.
2020;395(10237):1607–8.

15.• Belhadjer Z, Meot M, Bajolle F, Khraiche D, Legendre A,
Abakka S, et al. Acute heart failure in multisystem in-
flammatory syndrome in children (MIS-C) in the con-
text of global SARS-CoV-2 pandemic. Circulation.
2020.

This is a nice review of the acute heart failure in MIS-C
patients.
16. Verdoni L,Mazza A,Gervasoni A,Martelli L, RuggeriM,

Ciuffreda M, et al. An outbreak of severe Kawasaki-like
disease at the Italian epicentre of the SARS-CoV-2 epi-
demic: an observational cohort study. Lancet. 2020.

17. Abrams JY, Godfred-Cato SE, Oster ME, Chow EJ,
Koumans EH, Bryant B, et al. Multisystem inflamma-
tory syndrome in children (MIS-C) associated with
SARS-CoV-2: a systematic review. J Pediatr. 2020.

18. Godfred-Cato S, Bryant B, Leung J, Oster ME, Conklin
L, Abrams J, et al. COVID-19-associated multisystem
inflammatory syndrome in children - United States,
March-July 2020. MMWR Morb Mortal Wkly Rep.
2020;69(32):1074–80.

19.• Sperotto F, Friedman KG, Son MBF, VanderPluym CJ,
Newburger JW, Dionne A. Cardiac manifestations in
SARS-CoV-2-associated multisystem inflammatory
syndrome in children: a comprehensive review and
proposed clinical approach. Eur J Pediatr.
2021;180(2):307–2.

A proposed clinical pathway to evaluate MIS-C patients after
discharge.
20. Hoffmann M, Kleine-Weber H, Schroeder S, Kruger N,

Herrler T, Erichsen S, et al. SARS-CoV-2 cell entry de-
pends on ACE2 and TMPRSS2 and is blocked by a
clinically proven protease inhibitor. Cell.
2020;181(2):271–80 e8.

21. Sungnak W, Huang N, Becavin C, Berg M, Queen R,
Litvinukova M, et al. SARS-CoV-2 entry factors are
highly expressed in nasal epithelial cells together with
innate immune genes. Nat Med. 2020;26(5):681–7.

22.•• Wiersinga WJ, Rhodes A, Cheng AC, Peacock SJ, Pres-
cott HC. Pathophysiology, transmission, diagnosis,
and treatment of coronavirus disease 2019 (COVID-
19): a review. JAMA. 2020.

This study rewviews the pathophysiology of COVID 19.
23. Klok FA, Kruip M, van der Meer NJM, Arbous MS,

Gommers D, Kant KM, et al. Confirmation of the high
cumulative incidence of thrombotic complications in
critically ill ICU patients with COVID-19: an updated
analysis. Thromb Res. 2020;191:148–50.

24. Klok FA, Kruip M, van der Meer NJM, Arbous MS,
Gommers D, Kant KM, et al. Incidence of thrombotic
complications in critically ill ICU patients with
COVID-19. Thromb Res. 2020;191:145–7.

25. Gwyer Findlay E, Hussell T. Macrophage-mediated in-
flammation and disease: a focus on the lung. Mediat
Inflamm. 2012;2012:140937.

26. Zou X, Chen K, Zou J, Han P, Hao J, Han Z. Single-cell
RNA-seq data analysis on the receptor ACE2 expression
reveals the potential risk of different human organs
vulnerable to 2019-nCoV infection. Front Med.
2020;14(2):185–92.

27. Mossel EC, Wang J, Jeffers S, Edeen KE, Wang S,
Cosgrove GP, et al. SARS-CoV replicates in primary
human alveolar type II cell cultures but not in type I-
like cells. Virology. 2008;372(1):127–35.

126 Cardiology/CT Surgery (K Gist, Section Editor)



28. Mehta P, Cron RQ, Hartwell J, Manson JJ, Tattersall RS.
Silencing the cytokine storm: the use of intravenous
anakinra in haemophagocytic lymphohistiocytosis or
macrophage activation syndrome. Lancet Rheumatol.
2020.

29. Mehta P, McAuley DF, Brown M, Sanchez E, Tattersall
RS, Manson JJ, et al. COVID-19: consider cytokine
storm syndromes and immunosuppression. Lancet.
2020;395(10229):1033–4.

30. Morris SB, Schwartz NG, Patel P, Abbo L, Beauchamps
L, Balan S, et al. Case series of multisystem inflamma-
tory syndrome in adults associated with SARS-CoV-2
infection - United Kingdom and United States, March-
August 2020. MMWR Morb Mortal Wkly Rep.
2020;69(40):1450–6.

31. Fox SE, Lameira FS, Rinker EB, Vander Heide RS. Car-
diac endotheliitis and multisystem inflammatory syn-
drome after COVID-19. Ann Intern Med.
2020;173(12):1025–7.

32. Dionne A, Mah DY, Son MBF, Lee PY, Henderson L,
Baker AL, et al. Atrioventricular block in children with
multisystem inflammatory syndrome. Pediatrics.
2020; 146(5).

33. Cirks BT, Rowe SJ, Jiang SY, Brooks RM, Mulreany MP,
Hoffner W, et al. 16 Weeks later: expanding the risk
period for MIS-C. J Pediatric Infect Dis Soc. 2021.

34. Martinez OM, Bridges ND, Goldmuntz E, Pascual V.
The immune roadmap for understandingmulti-system
inflammatory syndrome in children: opportunities
and challenges. Nat Med. 2020;26(12):1819–24.

35.• • Dufort EM, Koumans EH, Chow EJ, Rosenthal EM,
Muse A, Rowlands J, et al. Multisystem inflammatory
syndrome in children in New York State. N Engl J Med.
2020;383(4):347-58

This study evaluates the clinical characteristics of MIS-C
patients.
36.• Feldstein LR, Rose EB, Horwitz SM, Collins JP,

Newhams MM, Son MBF, et al. Multisystem inflam-
matory syndrome in U.S. children and adolescents. N
Engl J Med. 2020;383(4):334–4.

This is a larger study to evaluate MIS-C patients and the
treatments.
37. Davies P, Evans C, Kanthimathinathan HK, Lillie J,

Brierley J, Waters G, et al. Intensive care admissions of
children with paediatric inflammatory multisystem
syndrome temporally associated with SARS-CoV-2
(PIMS-TS) in the UK: a multicentre observational
study. Lancet Child Adolesc Health. 2020.

38. Whittaker E, Bamford A, Kenny J, KaforouM, Jones CE,
Shah P, et al. Clinical characteristics of 58 childrenwith
a pediatric inflammatory multisystem syndrome tem-
porally associated with SARS-CoV-2. JAMA. 2020.

39. Belot A, Antona D, Renolleau S, Javouhey E, Hentgen
V, Angoulvant F, et al. SARS-CoV-2-related paediatric
inflammatory multisystem syndrome, an epidemio-
logical study, France, 1 March to 17 May 2020. Euro
Surveill. 2020;25 (22).

40. Most ZM, Hendren N, Drazner MH, Perl TM. The
striking similarities of multisystem inflammatory

syndrome in children and amyocarditis-like syndrome
in adults: overlapping manifestations of COVID-19.
Circulation. 2020.

41. McCrindle BW, Rowley AH, Newburger JW, Burns JC,
Bolger AF, Gewitz M, et al. Diagnosis, treatment, and
long-term management of Kawasaki disease: a scien-
tific statement for health professionals from the
American Heart Association. Circulation.
2017;135(17):e927–e99.

42. Cheung EW, Zachariah P, Gorelik M, Boneparth A,
Kernie SG, Orange JS, et al. Multisystem inflammatory
syndrome related to COVID-19 in previously healthy
children and adolescents in New York City. JAMA.
2020.

43. Toubiana J, Poirault C, Corsia A, Bajolle F, Fourgeaud J,
Angoulvant F, et al. Kawasaki-like multisystem in-
flammatory syndrome in children during the covid-19
pandemic in Paris. France: prospective observational
study BMJ. 2020;369:m2094.

44. Henderson LA, Canna SW, Friedman KG, Gorelik M,
Lapidus SK, Bassiri H, et al. American College of
Rheumatology Clinical Guidance for pediatric patients
with multisystem inflammatory syndrome in children
(MIS-C) associated with SARS-CoV-2 and
hyperinflammation in COVID-19. Version 1. Arthritis
Rheumatol. 2020.

45.•• Hoste L, Van Paemel R, Haerynck F. Multisystem in-
flammatory syndrome in children related to COVID-
19: a systematic review. Eur J Pediatr. 2021.

A meta-analysis review of all MIS-C patients in Europe.
46. Tremoulet AH, Jain S, Jaggi P, Jimenez-Fernandez S,

Pancheri JM, Sun X, et al. Infliximab for intensification
of primary therapy for Kawasaki disease: a phase 3
randomised, double-blind, placebo-controlled trial.
Lancet. 2014;383(9930):1731–8.

47. Dolinger MT, Person H, Smith R, Jarchin L, Pittman N,
Dubinsky MC, et al. Pediatric Crohn disease and mul-
tisystem inflammatory syndrome in children (MIS-C)
and COVID-19 treated with infliximab. J Pediatr
Gastroenterol Nutr. 2020;71(2):153–5.

48. Abdel-Haq N, Asmar BI, Deza Leon MP, McGrath EJ,
Arora HS, Cashen K, et al. SARS-CoV-2-associated
multisystem inflammatory syndrome in children:
clinical manifestations and the role of infliximab
treatment. Eur J Pediatr. 2021.

49.•• Radia T, Williams N, Agrawal P, Harman K, Weale J,
Cook J, et al. Multi-system inflammatory syndrome in
children & adolescents (MIS-C): a systematic review of
clinical features and presentation. Paediatr Respir Rev.
2020.

This is the largest review of all MIS-C patients and their
clinical consequences of the disease.
50.• Ouldali N, Toubiana J, AntonaD, Javouhey E,Madhi F,

Lorrot M, et al. Association of intravenous immuno-
globulins plus methylprednisolone vs immunoglobu-
lins alone with course of fever in multisystem inflam-
matory syndrome in children. JAMA.
2021;325(9):855–6.

Management of Multisystem Inflammatory Syndrome in Children Associated with COVID-19 Infection Jone and Everitt 127



This study demonstrates that dual therapy in MIS-C patients
was better than single therapy.
51. Wu Z, McGoogan JM. Characteristics of and important

lessons from the coronavirus disease 2019 (COVID-
19) outbreak in China: summary of a report of 72314
cases from the Chinese Center for Disease Control and
Prevention. JAMA. 2020.

52. Tan W, Aboulhosn J. The cardiovascular burden of
coronavirus disease 2019 (COVID-19) with a focus on
congenital heart disease. Int J Cardiol. 2020;309:70–7.

53.• Sanna G, Serrau G, Bassareo PP, Neroni P, Fanos V,
Marcialis MA. Children’s heart and COVID-19: up-to-
date evidence in the form of a systematic review. Eur J
Pediatr. 2020;179(7):1079–8.

This is a review of the cardiovascular complications inMIS-C
patients.
54. Alsaied T, Aboulhosn JA, Cotts TB, Daniels CJ,

Etheridge SP, Feltes TF, et al. Coronavirus disease 2019
(COVID-19) pandemic implications in pediatric and

adult congenital heart disease. J Am Heart Assoc.
2020;9(12):e017224.

55. Maron BJ, Harris KM, Thompson PD, Eichner ER,
Steinberg MH. American Heart Association E, et al.
Eligibility and disqualification recommendations for
competitive athletes with cardiovascular abnormali-
ties: Task Force 14: Sickle Cell Trait: A Scientific State-
ment From the American Heart Association and
American College of Cardiology. Circulation.
2015;132(22):e343–5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional
affiliations.

128 Cardiology/CT Surgery (K Gist, Section Editor)


	Management of Multisystem Inflammatory Syndrome in Children Associated with COVID-19 Infection
	Abstract
	Introduction
	Pathophysiology
	Clinical presentation
	Treatment
	MIS-C treatment

	Prognosis
	Future
	References and Recommended Reading
	Section19


