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No One Will be Safe Until 
Our Children are Safe: 

Parent’s Attitude Towards 
COVID-19 Childhood 

Immunization

To the Editors:

Containment of the devastating corona-
virus disease 2019 (COVID-19) pan-

demic could be completed by means of a 
comprehensive, global immunization pro-
gram. The United Nations rightly claims 
that “No one will be safe until everyone is 
safe.” This mainly states that equity between 
all countries, genders, ethnic or religious 
groups is imperative to prevent the ongoing 
spread of infection, as well as for ethical and 
equal justice considerations.1

Currently, high-income countries 
(HICs) are immunizing at a much faster rate 
than low-income countries (LICs). This is 
likely to increase inequity and increase the 
risk of an ongoing pandemic, possibly with 
new viral variants. However, unvaccinated 
adults are not the only possible reservoir for 
severe acute respiratory syndrome coronavi-
rus 2 (SARS-CoV-2) virus. There are almost 
2 billion children younger than 14 years of 
age in the world (https://www.unfpa.org/
data/world-population-dashboard). Chil-
dren are less likely to be infected by SARS-
CoV-2 and infected children generally 
experience milder clinical symptoms when 
compared with adults.2 However, SARS-
CoV-2 can cause severe illness in children,3 
including the multisystem inflammatory 
syndrome (MIS-C), which can be fatal. 
Children do carry the virus and have the 
ability to contribute to the ongoing spread 
in communities.4 In addition, there are indi-
cations that children may suffer from the so 
called long-COVID.

The United Nations claims that “No 
one will be safe until everyone is safe,” rais-
ing the question of childhood COVID-19 
vaccination. It must be argued that if the vac-
cines are shown to be safe for children, they 
should have the right of protection against 
SARS-CoV-2 infection, and it must be recog-
nized that children may become an important 
reservoir for the virus. We believe that when 

global adult and risk group COVID-19 vacci-
nation has been achieved, childhood COVID-
19 immunization should be initiated.

Iceland is a HIC with a very positive 
attitude towards childhood vaccinations5 
and childhood immunization coverage well 
above 90%. To evaluate parental views on 
potential COVID-19 vaccinations in child-
hood, we performed two surveys in Iceland. 
In the first survey we received answers from 
3373 parents of children younger than 16 
years of age where the parents indicated if 
they would accept COVID-19 immuniza-
tion for their children. In a separate study, 
we received answers from 2480 parents of 
children less than four years of age to the 
same question (Fig. 1).

The conclusion from both surveys 
was that parents in Iceland have a very 
positive attitude towards COVID-19 child-
hood immunization (Fig. 1), even for very 
young children, despite the lack of severe 
COVID-19 disease in the Icelandic pediat-
ric population. This is encouraging, espe-
cially as the surveys were done in Febru-
ary and March 2021, before a discussion 
on childhood vaccination was initiated in 
the media.

Our results provide important 
information on parental perspectives on  
COVID-19 immunization that may help pol-
icymakers deciding on further public health 
measures including COVID-19 childhood 
immunization when adequate, adult global 
vaccine coverage has been achieved. With 
the recent FDA approval of at least one vac-
cine for 12- to 15-year-olds, this becomes 
even more relevant. Protecting children as 
well as adults against SARS-CoV-2 may 
enhance the possibility of keeping “every-
one safe.”
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Diagnosing Severe Acute 
Respiratory Syndrome 

Coronavirus 2–Associated 
Encephalomyelitis and 

Radiculitis Requires 
Verification of the Virus

To the Editors:

We read with interest the article by 
Khera et al (1) about an 11-year-

old female who developed acute-onset 
quadruparesis and respiratory insuffi-
ciency shortly after onset of fever but 
without coughing or dyspnea. Neurologic 
abnormalities were attributed to severe 
acute respiratory syndrome coronavirus 
2 (SARS-CoV-2)–associated myelitis and 
radiculitis, as the patient tested positive 
for SARS-CoV-2 antibodies.1 The study is 
appealing but raises concerns.

We do not agree with the diagno-
sis “longitudinal extensive transverse 
myelitis.”1 The patient had at least 3 cer-
ebral lesions which were hyperintense on 
fluid-attenuated inversion recovery and 
diffusion weighted imaging.1 However, 
there is no discussion about the etiology 
of these lesions. To further assess their 
etiology, we need to know the results of 
ADC maps and magnetic resonance angi-
ography and if these lesions represent a 
cytotoxic or a vasogenic edema. Asym-
metric, subcortical, fluid-attenuated inver-
sion recovery hyperintense lesions are 
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typical for acute, disseminated encephalo-
myelitis (ADEM).2 ADEM lesions may be 
hyperintense on diffusion weighted imag-
ing and may even enhance upon contrast 
medium.2 Thus, we suggest diagnosing 
rather ADEM than longitudinal extensive 
transverse myelitis.

The patient presented with quad-
ruparesis with lower limb predominance.1 
However, myelitis extended only between 
D7 and D10, which does not explain upper 
limb muscle weakness. Thus, we should 
know the results of nerve conduction stud-
ies of the upper limbs including results of 
F-wave studies. Assuming that upper limb 
weakness was due to radiculitis of cervical 
nerve roots and in the light of the diagno-
sis “motor axonal polyradiculopathy,” we 
can expect increased F-wave latencies, nor-
mal nerve conduction velocity and reduced 
compound muscle action potentials of the 
radial, ulnar and median nerves. An argu-
ment against radiculitis, however, is that 

tendon reflexes on the upper limbs were 
preserved. Did cervical nerve roots enhance 
on cervical magnetic resonance imaging as 
did lumbar nerve roots? Arguments against 
the central nervous system lesion as cause 
of upper limb weakness are that the lesions 
were unilateral and in the postcentral areas. 
The discrepancy between the location of the 
central nervous system lesions and absence 
of sensory disturbances requires clarifica-
tion.

It is unclear if respiratory insuffi-
ciency was muscular (ie, because of affection 
of the respiratory muscles in GBS), because 
of myelitis or because of pneumonia from 
the virus. Thus, we should know the results 
of thoracic computed tomography scans to 
confirm or rule out coronavirus disease 2019 
pneumonia respectively acute respiratory 
distress syndrome. It would be interesting 
to know if nerve conduction studies of the 
phrenic nerve were carried out and if neu-
ropathy had also affected this nerve.

Missing in Table 11 are reference limits 
for cerebrospinal fluid protein, why it cannot 
be assessed if cerebrospinal fluid protein was 
elevated, which is crucial for diagnosing GBS 
according to the Brighton criteria.

We should know how many days 
after onset of fever the patient tested posi-
tive for SARS-CoV-2 antibodies (become 
positive 1–3 weeks after onset). If the 
interval was >3 weeks, it is unlikely that 
SARS-CoV-2 was responsible for the neu-
rologic compromise. In this case, the patient 
had experienced the viral infection already 

before onset of fever, suggesting that SARS-
CoV-2 was not causative for ADEM with 
polyradiculitis, an association which has 
been previously reported.3 We should know 
if dural arteriovenous fistula was excluded.4

Overall, this interesting study has 
several limitations which challenge the 
results and their interpretation.
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FIGURE 1.  Results of questionnaires sent to parents on the attitude towards COVID-19 childhood immunization. Group A:  
3373 parents answered an online survey conducted by the University of Iceland. Participation rate 43.2%. Questions: How 
likely or unlikely is it that you will accept COVID-19 vaccination when offered to you? If COVID-19 vaccination will be offered 
to your child/children (born 2006 or later), how likely or unlikely is it that you will accept the vaccination for your child/
children? Answers: 1: Definitely not; 2: Very unlikely; 3; Rather unlikely; 4: Neither likely nor unlikely; 5: Likely; 6: Very likely; 
7: Definitely. Group B: 2480 parents of children less than four years of age answered an online survey conducted by the 
Children's Hospital Iceland. Participation rate 61%. Questions: When COVID-19 vaccine will be available for you, will you 
accept it? When COVID-19 vaccine will be available for you, will you accept it for your child? Answers: 1: No; 4: Undecided/
don't want to answer; 7: Yes. No parents declined participation in neither study. COVID-19, coronavirus disease 2019.

ISSN: 0891-3668/21/4010-e389
DOI: 10.1097/INF.0000000000003234

Copyright © 2021 Wolters Kluwer Health, Inc. All 
rights reserved.

The authors have no funding or conflicts of interest 
to disclose.

Availability of Data: All data are available.
Ethical Approval: The research has been given 

ethical approval.
J.F. contributed to concept, writing literature search, 

and discussion. F.S. contributed to literature 
search, and discussion.

Address for Correspondence: Josef Finsterer, MD, 
PhD, Klinik Landstrasse, Messerli Institute, 
Vienna, Austria. E-mail: fifigs1@yahoo.de.

mailto:fipaps@yahoo.de

