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CASE REPORT

Multisystem inflammatory syndrome 
in Indian adolescents associated with SARS-
CoV-2 infection: a case report
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Abstract 

Background:  Adolescents with coronavirus disease 2019 (COVID-19) associated multisystem inflammatory syn-
drome (MIS) can present with shock and myocardial injury and mimic Kawasaki disease.

Case presentation:  We describe 4 previously well adolescents (age 13–14 years), presenting with clinical features 
of MIS in children (MIS-C). All patients had nearly similar clinical presentation. Hematological investigations revealed 
elevated inflammatory markers, anemia, thrombocytopenia, and decreased neutrophil:lymphocyte ratio. All patients 
were negative on real-time polymerase chain reaction against severe acute respiratory syndrome coronavirus 2, but 
had elevated immunoglobulin G titers. Two patients had atypical Kawasaki disease. Three patients had severe disease 
with hypotensive shock and required intensive care with fluids and inotropes. Two patients required non-invasive 
respiratory support for dyspnea and one patient had biventricular dysfunction. All received empiric antibiotics, low-
molecular weight heparin, steroids, and intravenous immunoglobulin. One patient succumbed, while others recov-
ered well.

Conclusions:  MIS-C may be a late presentation in adolescent with COVID-19. Individualized treatment with empiric 
antibiotics, immunomodulation, and thromboprophylaxis can result in significantly better outcome.

Keywords:  Adolescents, COVID-19, Inflammatory markers, Multisystem inflammatory syndrome, SARS-CoV-2, Shock

© The Author(s) 2021. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

Background
The coronavirus disease 2019 (COVID-19) pandemic has 
affected all the countries and age-groups alike. However, 
during initial part of pandemic, COVID-19 affected chil-
dren with milder form of disease and had better clinical 
outcomes than adults [1, 2]. Subsequently, a rising num-
ber of previously well children with severe acute respira-
tory syndrome coronavirus-2 (SARS-CoV-2) induced 
hyperinflammatory states resembling macrophage acti-
vation syndrome or hemophagocytic lymphohistiocyto-
sis, toxic shock syndrome (TSS), and Kawasaki disease 
(KD) were reported [3–5]. The Centers for Disease 

Control and Prevention termed this condition as multi-
system inflammatory syndrome in children (MIS-C) [6].

Here, we describe 4 adolescents with COVID-19-asso-
ciated MIS-C presenting to a tertiary care center in Cen-
tral India between 17 May and 17 June 2021. They had 
distinct clinical features, but similar laboratory and radi-
ological findings. Though, none of them were positive for 
SARS-CoV-2 nucleic acid on real-time polymerase chain 
reaction (RT-PCR), all of them had elevated immuno-
globulin G (IgG) titers against SARS-CoV-2.

Case presentation
Four previously well adolescents, aged 13–14 years, 
including equal number of males and females, presented 
with the disease onset over the past 5–10 days. They had 
a variety of presenting symptoms, of which fever with 
rash were common. Though the rash involved overall 
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abdomen in every patient, entire upper limb and hands 
were additionally affected in patient 1 and 2, respectively 
(Fig.  1). Patients 2 and 4 had conjunctival congestion 
(Fig.  2). None of the patients had comorbidities, except 
patient 2, who was a known case of type 1 diabetes mel-
litus and was receiving Huminsulin. Two months back, 
patient 1 had a history of contact with COVID-19 posi-
tive mother, while other patients had no history of con-
tact with COVID-19 patients. All patients had visited 
private clinics and received antibiotics (azithromycin, 
doxycycline), hydroxychloroquine, and symptomatic 
treatment; however, there was no relief.

At presentation, patients 2 and 3 were stable, while 
patients 1 and 4 were critical due to the presence of 
hypovolemic shock with hypotension and dyspnea. All 
patients, except patient 3, had tachypnea. In all patients, 
electrocardiography suggested sinus tachycardia and 
non-specific findings. Two dimensional echocardiogra-
phy (2D ECHO) was normal in patients 1 and 2, while 
there was mild global hypokinesia with mild tricuspid 
and mitral regurgitation in patient 3, and biventricu-
lar dysfunction (ejection fraction: 54%) with mild peri-
cardial effusion in patient 4. X-ray chest in all patients 

revealed normal lung fields. High-resolution computed 
tomography (HRCT) of chest in patients 1 and 2 was 
unremarkable.

Laboratory investigations revealed negative fever pro-
file for malaria, dengue, scrub typhus, and leptospira in 
all the patients. Similarly, urine and blood culture were 
negative, and liver and renal function tests were within 
normal limits. Of 4 patients, 3 had anemia. Among them, 
patient 2 had moderate anemia, and patients 3 and 4 had 
mild anemia. Leukocytosis was present in patients 1 and 
2, with neutrophilia and lymphocytosis observed in every 
patient. All, except patient 2, had thrombocytopenia. 
International normalization ratio was raised in patients 
1 and 2. All patients had negative RT-PCR for SARS-
CoV-2. While the levels of COVID-19 IgG antibody, 
C-reactive protein, D-dimer, lactate dehydrogenase, 
erythrocyte sedimentation rate, and procalcitonin were 
raised. Given the complaint of joint pain and residence of 
patient 1 in an area endemic to sickle cell disease (SCD), 
solubility test was done and this led to an incidental diag-
nosis of AS pattern SCD.

As patients 1 and 4 had critical disease, they were 
managed in medicine intensive care unit (MICU), while 

Fig. 1  Distribution of rash in patients 1–4
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patient 2 and 3 were managed in wards. On day 2, patient 
2 developed hypotensive shock and was shifted to MICU. 
The shock was managed with fluids and inotropes (Intra-
venous Noradrenaline (4–8 mg) infusion in 50 cc Nor-
mal Saline), and dyspnea was managed with 6–8 L O2 
through bag-mask-ventilation, which improved arterial 
blood saturation. Additionally, in all the patients, MIS-C 
was suspected and intravenous immunoglobulin (IVIG, 
2 mg/kg), Intravenous methylprednisolone (40 mg once 
daily), low molecular weight heparin (0.4 cc subcutane-
ously once daily), broad spectrum antibiotics (Intrave-
nous Piperacillin-Tazobactam (4.5 gm thrice daily) in 
patient 1 and Ceftriaxone (1 gm twice daily) in all other 
patients), fluid therapy, and supportive care was initiated.

In patient 1, despite ongoing treatment, hypotension 
did not improved and patient developed cardiorespira-
tory arrest during intubation. Resuscitation was done 
but patient could not be revived back, while other patient 
responded well over next 48–72 h with gradual decrease 
in titers of inflammatory markers. In patient 4, bedside 
2D ECHO suggested improved ventricular function. 
Patients were shifted out of MICU. Steroids were slowly 
tapered off and patients were discharged. The length of 
hospital stay was 2–10 days. Table  1 depicts the demo-
graphic and clinical characteristics with examination 
findings.

Discussion
The presentation and laboratory findings in our patients 
suggest that the occurrence of MIS-C may intensify 
in adolescents towards the later part of SARS-CoV-2 
infection. The patients, in our report, highlight that 
SARS-CoV-2 infection may provoke a severe inflamma-
tory syndrome despite seroconversion, when the virus 
may not be identified in upper respiratory tract [7]. All 
patients had negative RT-PCR and raised IgG titers, sug-
gesting that they, especially patient 1, were asymptomatic 
for many days following the onset of disease. Similar to 
our report, other authors have described RT-PCR nega-
tive and SARS-CoV-2 IgG positive children with MIS-C 
[8, 9]. Based on these findings, we assume that a probable 
delayed mechanism linked to COVID-19 that may pre-
sent as a late secondary hyperinflammatory syndrome.

As per the available literature, gastrointestinal symp-
toms and fever are predominantly reported in patients 
with MIS-C, and our patients had similar present-
ing symptoms [8, 10, 11]. Though these studies and our 
patients, in this report, had features of KD and TSS, only 
a limited number of children with MIS-C have been doc-
umented to satisfy KD diagnostic criteria and none of our 
patients fulfilled all criteria of classic KD. In our report, 
two patients had fever, rash, and conjunctival congestion 
and resembled the presentation of atypical KD. As per 
the available literature, shock, inflammation, and myo-
cardial involvement are observed more frequently among 
patients with KD related to MIS-C than among patients 
with classic KD not related to MIS-C [10–12]. Addition-
ally, this former group of patients have certain present-
ing feature of classic KD, probably because both KD and 
MIS-C are mediated by an unrestrained inflammatory 
response.

Half of the patients had normal respiratory status, while 
remaining half had dyspnea at presentation. However, 
chest radiography and HRCT chest were unremarkable. 
Both patients received non-invasive respiratory support 
and improved. Other studies have reported children with 
COVID-19, without MIS-C, who required MICU admis-
sion for respiratory distress [13, 14]. In a case report, of 
the two children with SARS-CoV-2 associated MIS-C, 
one developed dyspnea, but had normal chest radiogra-
phy. The child responded well to non-invasive ventilation 
[9]. This finding highlights that patients with MIS-C can 
present with respiratory distress and still have normal 
lung fields.

MIS-C is related to shock and myocardial injury. Three 
of our patients had hypotensive shock. Additionally, one 
patient had heart failure with preserved ejection fraction. 
They were managed with fluids and inotropes, and the 
blood pressure normalized gradually. A study described 
8 children with hyperinflammatory shock resembling KD 

Fig. 2  Conjunctival congestion in patients 2 and 4
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or TSS. All had myocardial injury, with myocardial dys-
function, for which all received inotropic support and 
recovered well [8]. Another study reported 35 patients 
with cardiogenic shock or acute left ventricular dysfunc-
tion associated with multisystem inflammatory state. 
More than three quarter of them required inotropic sup-
port and improved [11]. In patients with MIS-C associ-
ated myocardial injury, with or without shock, cardiac 
Troponin is used as a marker [10, 12]. The patients, in 

this report, had hypovolemic shock and estimation of 
Troponin I could have led to false positive results, so it 
was not performed to assess myocardial injury.

Inflammatory markers were elevated in our patients, 
and published studies involving adults with severe 
COVID-19 suggest that immunomodulatory drugs 
have a role in improving the outcome. Increased lev-
els of inflammatory markers are also described in 
other studies reporting children with MIS-C [8, 10, 

Table 1  Demographic and clinical characteristics and findings on investigations

SpO2 on RA oxygen saturation on room air, RT-PCR real-time polymerase chain reaction, Ab Antibody Hb hemoglobin, ESR erythrocyte sedimentation rate, LDH lactate 
dehydrogenase, INR international normalization ratio, Fever profile malaria, dengue, scrub typhus, and leptospira, WNL within normal limits, HRCT Chest high-resolution 
computed tomography of chest, ND not done, ECG electrocardiography, 2D ECHO two-dimensional echocardiography, ↑ increased, ↓ decreased, N normal, ND not 
done

Clinical characteristics Patient 1 Patient 2 Patient 3 Patient 4

Age, years 13 14 14 14

Sex Male Male Female Female

History of contact Present Absent Absent Absent

Comorbidities No Type 1 DM No No

Time to presentation, days 5 6 10 7

Disease severity Severe Mild Mild Severe

Body temperature, oF 102.3 (↑) 101.3 (↑) 100.4 (↑) 101.7 (↑)

Respiratory rate, per min 32 (↑) 30 (↑) 22 (N) 28 (↑)

Heart rate, per min 130 (↑) 110 (↑) 108 (↑) 118 (↑)

Blood pressure, mmHg 80/60 (↓) 100/60 (N) 90/60 (N) 70/40 (↓)

SpO2 on RA, % 85 (↓) 95 (N) 99 (N) 83 (↓)

COVID-19 RT-PCR Negative Negative Negative Negative

COVID-19 IgG Titer, U/ml 250 (↑) 131 (↑) 88 (↑) 72 (↑)

Hb levels, gm/dl 12.4 (N) 9.9 (↓) 10 (↓) 10.7 (↓)

Leucocyte count, cells/μl 15700 (↑) 16300 (↑) 1700 (N) 5400 (N)

Platelets, cells/μl 95000 (↓) 151000 (N) 71000 (↓) 97000 (↓)

Neutrophils, cells/μl 20.8 (↑) 80 (↑) 56 (↑) 83 (↑)

Lymphocytes, cells/μl 9.16 (↑) 16 (↑) 38 (↑) 11.3 (↑)

C-reactive protein, mg/L 110 (↑) 107.9 (↑) 84.1 (↑) 123 (↑)

ESR, mm/hr 54 (↑) 60 (↑) 47 (↑) 56 (↑)

Procalcitonin, ng/ml 0.10 (↑) 0.16 (↑) 0.08 (N) 0.12 (↑)

LDH, IU/l 352 (↑) 888 (↑) 628 (↑) 560 (↑)

D dimer, μg/l 4060 (↑) 9640 (↑) 2633 (↑) 1300 (↑)

INR 1.44 (↑) 1.21 (↑) 1.1 (N) 1.12 (N)

Fever profile Negative Negative Negative Negative

Blood culture Negative Negative Negative Negative

Urine culture Negative Negative Negative Negative

Liver function test WNL WNL WNL WNL

Renal function test WNL WNL WNL WNL

X-ray chest WNL WNL WNL WNL

HRCT chest WNL WNL ND ND

ECG Sinus Tachycardia Sinus Tachycardia Sinus Tachycardia Sinus Tachycardia

2D ECHO WNL WNL Mild global hypokinesia Biventricular dysfunc-
tion, mild pericardial 
effusion

Hospital stay, days 2 10 7 10
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11]. RECOVERY trial concluded that the use of dexa-
methasone in adults with severe COVID-19 requiring 
hospitalization, supplemental oxygen, or mechanical 
ventilation, results in reduced 28 days mortality [15]. 
Additionally, due to immunomodulatory property and 
better tolerability profile, human IVIG has been used 
as a treatment option in severe cases, and patients with 
MIS-C have been managed successfully with it [8, 10, 
11]. We used both methylprednisolone and IVIG in our 
patients, and our experience was encouraging.

In adults with hyperinflammation due to severe 
COVID-19, coagulation disorders and thrombosis are 
noticed probably as a result of endothelial damage [16]. 
Elevated levels of D-dimer, a marker of disseminated 
intravascular coagulation, is associated with higher risk 
of mortality [16, 17]. Use of thromboprophylaxis has 
led to reduced risk of mortality in adults with severe 
COVID-19 [18]. Based on these findings and pres-
ence of high levels of D-dimer in children with MIS-C, 
anticoagulants have been tried in some of these chil-
dren and no adverse effects are reported, although the 
advantage of anticoagulants in this age group remains 
controversial [10]. Our patients had elevated levels 
of D-dimer. Except patient with incidental diagnosis 
of SCD, all other patients received LMWH with no 
adverse effects, and none had thrombosis.

Conclusions
Findings of our series suggest that COVID-19 can trig-
ger hyperinflammatory state resulting in shock and 
pulmonary involvement, in some of the patients. All 
patients had raised inflammatory markers with biven-
tricular dysfunction in one of the patient. The patients 
presented with distinct clinical features, with some 
mimicking atypical KD, the underlying mechanism for 
which still remain unclear. The physicians should be 
suspicious of MIS-C in adolescents presenting with 
fever, rash, and gastrointestinal symptoms. Personal-
ized treatment including hemodynamic and respiratory 
support together with empirical antibiotics, fluids, ino-
tropes, thromboprophylaxis, and immunomodulatory 
therapy was provided. Notwithstanding the require-
ment of MICU admission, the overall prognosis was 
good.

Abbreviations
2D ECHO: Two-dimensional echocardiography; COVID-19: Coronavirus disease 
2019; HRCT​: High-resolution computed tomography; IgG: Immunoglobulin 
G; KD: Kawasaki disease; MICU: Medicine intensive care unit; MIS: Multisys-
tem inflammatory syndrome; MIS-C: Multisystem inflammatory syndrome in 
children; RT-PCR: Real-time polymerase chain reaction; SARS-CoV-2: Severe 
acute respiratory syndrome coronavirus-2; SCD: Sickle cell disease; TSS: Toxic 
shock syndrome.

Acknowledgements
The authors would like to thank Dr. Vikas S. Sharma (MD), Principal Consultant, 
Maverick

MedicorumTM (India), for medical writing assistance in the preparation of 
this article.

Authors’ contributions
RDB analyzed and interpreted the patient data and revised the final manu-
script. NMC analyzed and interpreted the patient data and supervised the 
patient during hospital admission. BS participated in interpretation of the 
interventional data of the patient. SB was a major contributor in writing the 
manuscript. All authors read and approved the final manuscript.

Funding
Authors received no funding for this study.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Oral and written informed consents were obtained from the patients or from 
their parents.

Competing interests
The authors declare that they have no competing interests.

Received: 21 September 2021   Accepted: 15 November 2021

References
	1.	 Hong H, Wang Y, Chung HT, Chen CJ (2020) Clinical characteristics of 

novel coronavirus disease 2019 (COVID-19) in newborns, infants and chil-
dren. Pediatr Neonatol. 61(2):131–132. https://​doi.​org/​10.​1016/j.​pedneo.​
2020.​03.​001

	2.	 Zhu L, Wang J, Huang R et al (2020) Clinical characteristics of a case series 
of children with coronavirus disease 2019. Pediatr Pulmonol. 55(6):1430–
1432. https://​doi.​org/​10.​1002/​ppul.​24767

	3.	 Bautista-Rodriguez C, Sanchez-de-Toledo J, Clark BC, Herberg J, Bajolle 
F, Randanne PC et al (2021) Multisystem inflammatory syndrome in 
children: an international survey. Pediatrics. 147(2):e2020024554. https://​
doi.​org/​10.​1542/​peds.​2020-​024554

	4.	 Cattalini M, Della Paolera S, Zunica F, Bracaglia C, Giangreco M, Verdoni L 
et al (2021) Rheumatology Study Group of the Italian Pediatric Society. 
Defining Kawasaki disease and pediatric inflammatory multisystem 
syndrome-temporally associated to SARS-CoV-2 infection during 
SARS-CoV-2 epidemic in Italy: results from a national, multicenter 
survey. Pediatr Rheumatol Online J. 19(1):29. https://​doi.​org/​10.​1186/​
s12969-​021-​00511-7

	5.	 Haslak F, Barut K, Durak C, Aliyeva A, Yildiz M, Guliyeva V et al (2021) 
Clinical features and outcomes of 76 patients with COVID-19-related 
multi-system inflammatory syndrome in children. Clin Rheumatol. 1–12. 
https://​doi.​org/​10.​1007/​s10067-​021-​05780-x

	6.	 Bhat CS, Gupta L, Balasubramanian S, Singh S, Ramanan AV (2020) Hyper-
inflammatory syndrome in children associated with COVID-19: need 
for awareness. Indian Pediatr 57(10):929–935. https://​doi.​org/​10.​1007/​
s13312-​020-​1997-1

	7.	 Long QX, Liu BZ, Deng HJ, Wu GC, Deng K, Chen YK et al (2020) Antibody 
responses to SARS-CoV-2 in patients with COVID-19. Nat Med. 26(6):845–
848. https://​doi.​org/​10.​1038/​s41591-​020-​0897-1

	8.	 Riphagen S, Gomez X, Gonzalez-Martinez C, Wilkinson N, Theocharis P 
(2020) Hyperinflammatory shock in children during COVID-19 pandemic. 
Lancet. 395(10237):1607–1608. https://​doi.​org/​10.​1016/​S0140-​6736(20)​
31094-1

https://doi.org/10.1016/j.pedneo.2020.03.001
https://doi.org/10.1016/j.pedneo.2020.03.001
https://doi.org/10.1002/ppul.24767
https://doi.org/10.1542/peds.2020-024554
https://doi.org/10.1542/peds.2020-024554
https://doi.org/10.1186/s12969-021-00511-7
https://doi.org/10.1186/s12969-021-00511-7
https://doi.org/10.1007/s10067-021-05780-x
https://doi.org/10.1007/s13312-020-1997-1
https://doi.org/10.1007/s13312-020-1997-1
https://doi.org/10.1038/s41591-020-0897-1
https://doi.org/10.1016/S0140-6736(20)31094-1
https://doi.org/10.1016/S0140-6736(20)31094-1


Page 6 of 6Bhiwgade et al. The Egyptian Journal of Internal Medicine           (2021) 33:51 

	9.	 Licciardi F, Pruccoli G, Denina M, Parodi E, Taglietto M, Rosati S et al (2020) 
SARS-CoV-2–induced Kawasaki-like hyperinflammatory syndrome: a 
novel COVID Phenotype in children. Pediatrics. 146(2):e20201711. https://​
doi.​org/​10.​1542/​peds.​2020-​1711

	10.	 Feldstein LR, Rose EB, Horwitz SM et al (2020) Multisystem inflammatory 
syndrome in U.S. children and adolescents. N Engl J Med. 383(4):334–346. 
https://​doi.​org/​10.​1056/​NEJMo​a2021​680

	11.	 Belhadjer Z, Meot M, Bajolle F, Khraiche D, Legendre A, Abakka S et al 
(2020) Acute heart failure in multisystem inflammatory syndrome in chil-
dren (MIS-C) in the context of global SARS-CoV-2 pandemic. Circulation. 
142(5):429–436. https://​doi.​org/​10.​1161/​CIRCU​LATIO​NAHA.​120.​048360

	12.	 Whittaker E, Bamford A, Kenny J et al (2020) Clinical characteristics of 58 
children with a pediatric inflammatory multisystem syndrome temporally 
associated with SARS-CoV-2. JAMA. 324(3):259–269. https://​doi.​org/​10.​
1001/​jama.​2020.​10369

	13.	 Sun D, Li H, Lu XX et al (2020) Clinical features of severe pediatric patients 
with coronavirus disease 2019 in Wuhan: a single center’s observa-
tional study. World J Pediatr. 16(3):251–259. https://​doi.​org/​10.​1007/​
s12519-​020-​00354-4

	14.	 Shekerdemian LS, Mahmood NR, Wolfe KK et al (2020) Characteristics and 
outcomes of children with coronavirus disease 2019 (COVID-19) infection 
admitted to US and Canadian pediatric intensive care units. JAMA Pediatr. 
174(9):1–6. https://​doi.​org/​10.​1001/​jamap​ediat​rics.​2020.​1948

	15.	 The RECOVERY Collaborative Group (2021) Dexamethasone in hospital-
ized patients with Covid-19. N Engl J Med 384:693–704. https://​doi.​org/​
10.​1056/​NEJMo​a2021​436

	16.	 Klok FA, Kruip M, van der Meer NJM et al (2020) Incidence of thrombotic 
complications in critically ill ICU patients with COVID-19. Thromb Res. 
191:145–147. https://​doi.​org/​10.​1016/j.​throm​res.​2020.​04.​013

	17.	 Tang N, Li D, Wang X, Sun Z (2020) Abnormal coagulation parameters 
are associated with poor prognosis in patients with novel coronavirus 
pneumonia. J Thromb Haemost. 18(4):844–847. https://​doi.​org/​10.​1111/​
jth.​14768

	18.	 Tang N, Bai H, Chen X, Gong J, Li D, Sun Z (2020) Anticoagulant treatment 
is associated with decreased mortality in severe coronavirus disease 2019 
patients with coagulopathy. J Thromb Haemost. 18(5):1094–1099. https://​
doi.​org/​10.​1111/​jth.​14817

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1542/peds.2020-1711
https://doi.org/10.1542/peds.2020-1711
https://doi.org/10.1056/NEJMoa2021680
https://doi.org/10.1161/CIRCULATIONAHA.120.048360
https://doi.org/10.1001/jama.2020.10369
https://doi.org/10.1001/jama.2020.10369
https://doi.org/10.1007/s12519-020-00354-4
https://doi.org/10.1007/s12519-020-00354-4
https://doi.org/10.1001/jamapediatrics.2020.1948
https://doi.org/10.1056/NEJMoa2021436
https://doi.org/10.1056/NEJMoa2021436
https://doi.org/10.1016/j.thromres.2020.04.013
https://doi.org/10.1111/jth.14768
https://doi.org/10.1111/jth.14768
https://doi.org/10.1111/jth.14817
https://doi.org/10.1111/jth.14817

	Multisystem inflammatory syndrome in Indian adolescents associated with SARS-CoV-2 infection: a case report
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Background
	Case presentation
	Discussion
	Conclusions
	Acknowledgements
	References


