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U nderstanding and responding to the impact of SARS-
CoV-2 infections on children is a high priority as the 
fourth wave of the COVID-19 pandemic sweeps across 

Canada. Although highly effective vaccines are available to pre-
vent infections in people 12 years of age and older, none are yet 
approved for use in younger children, the timelines to approval 
remain uncertain and uptake is unpredictable. In this context, a 
related study using data1 from the Canadian Paediatric Surveil-
lance Program (CPSP) provides information on the frequency 
and characteristics of children admitted to hospital with COVID-
19, a key indicator of the pediatric burden of disease. However, 
public policy must integrate other considerations including the 
impact of new SARS-CoV-2 variants (e.g., delta variant), inci-
dence of multisystem inflammatory syndrome in children 
(MIS-C) and post-COVID conditions, and availability and uptake 
of COVID-19 vaccines.

The related study1 clearly shows that children were rela-
tively spared during the first 2  waves of the pandemic. Drouin 
and colleagues note that 308  cases of children admitted to 
hospital with SARS-CoV-2 infections were reported to the Public 
Health Agency of Canada by Dec.  31, 2020. Through the CPSP 
reporting system, the authors analyzed records for 264 children 
who were admitted to hospital with acute SARS-CoV-2 infection 
for which detailed chart review information was submitted. Of 
these cases, just 150 (57%) were categorized as admitted to 
hospital because of COVID-19. This low number reflects the 
mild nature of SARS-CoV-2 infection in children and that public 
health measures effectively prevented widespread disease in 
children.

An analysis of data from electronic health records per-
formed in September 2020, which included more than 
135 000  people in the United States who were younger than 
25  years of age, reported that 7% of those infected with 
SARS-CoV-2 were admitted to hospital, with 28% being 
admitted to an intensive care unit (ICU).2 Although the 
related study1 does not describe the proportion of children 

with SARS-CoV-2 infection who required hospital admission, 
the authors do report that among those children who were 
admitted to hospital with COVID-19, 21% were admitted to an 
ICU and 6% required mechanical ventilation. According to the 
latest Canadian data (as of Aug. 29, 2021), the overall propor-
tion of children with SARS-CoV-2 infection who required hos-
pital admission is low (0.5%); however, 11% required ICU 
admission.3 These relative proportions of children in hospital 
with severe disease are concerning. When compared with 
other pediatric respiratory illnesses, these proportions of 
admitted children requiring ICU care exceed those reported 
for children with bronchiolitis,4 and seasonal and pandemic 
H1N1 influenza.5

The cases reported in the related study1 occurred before 
emergence of the SARS-CoV-2 delta variant. This new variant 
requires that we reconsider risk. The delta variant is more 
transmissible than previous strains, and emerging evidence 
describes higher morbidity at all ages, including in children. A 
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Key points
•	 Few children were admitted to hospital in Canada because 

of COVID-19 during the early waves of the pandemic; 
however, severe illness was common among chidren 
admitted to hospital.

•	 Delayed ramifications from SARS-CoV-2 infections (e.g., 
multisystem inflammatory syndrome and post-COVID 
conditions) may have a greater impact on the health of 
children than acute illness, and the burden of these should be 
considered and studied, particularly in the context of the 
delta variant.

•	 Because children under 12 years of age are not yet able to 
receive COVID-19 vaccines in Canada, it is important to ensure 
vaccination of all those who are eligible and to maintain other 
mitigation measures, such as masking and improved ventilation, 
to protect children as a new school year begins. 
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cohort study that included all patients (30% were younger 
than 20  yr of age) with COVID-19 in England in the spring of 
2021 reported that those with infections caused by the delta 
variant were more than twice as likely to be admitted to hos-
pital than those with alpha variant infections, particularly 
those who were unvaccinated.6 This raises concerns about 
the impact the delta variant may have in isolation, or when 
combined with other respiratory illnesses, on children during 
the fall–winter of 2021–2022.

SARS-CoV-2 infection may also lead to the postinfectious 
complication MIS-C. The incidence of MIS-C is estimated to be 
316/1 000 000 SARS-CoV-2 infections (1/3165 children with 
SARS-CoV-2 infection).7 Children with MIS-C are usually very ill, 
with nearly 75% requiring ICU admission and 2% dying.8 It 
remains unknown whether the current wave, driven by the 
delta variant, insufficient levels of vaccination in the overall 
population with no vaccination of children under 12 years and 
reduced public health measures, will lead to a surge of cases of 
MIS-C. However, past waves have shown recurrently that MIS-C 
peaks 4–6 weeks after surges in SARS-CoV-2 infections, thus a 
similar increase in cases should be anticipated to follow the 
rise in pediatric cases during the fourth wave of the pandemic 
in Canada. 

The constellation of post-COVID conditions must also be 
considered. Although well characterized in adults who have 
had severe acute COVID-19, lasting effects are increasingly 
reported in people after mild SARS-CoV-2 infections. The 
prevalence of post-COVID conditions appears lower in chil-
dren than in adults, although definitive studies are lacking, 
but there is a consistent trend toward a greater proportion 
of children with SARS-CoV-2 infection, relative to control 
(children with negative test results), reporting ongoing 
symptoms several months after infection.9,10 Nonetheless, 
evidence that post-COVID conditions do occur in children 
is mounting, and they must be considered when quantify-
ing the burden of SARS-CoV-2 infection in children.

Taken together, these concerns highlight the importance 
of ongoing efforts to mitigate SARS-CoV-2 infections in chil-
dren. Canada is at a crucial point in time in the COVID-19 pan-
demic, the fourth wave is rapidly gaining momentum and a 
new school year is starting. Most children will be attending 
school in person and, because children under 12 years of age 
are not yet eligible for vaccination, they are a particularly vul-
nerable group. It is imperative that school shutdowns be 
avoided to avert their impact on children’s mental health and 
their academic progress. At present, however, there is con
siderable variation in preventive measures being taken within 
schools and other settings where children gather across 
Canada. Airborne spread of SARS-CoV-2 is a particular con-
cern in school settings, as locations with inadequate ventila-
tion, where a person who is infected may be present for an 
extended time period, can lead to the accumulation of a suffi-
cient quantity of airborne particles to permit the transmis-
sion of infection. A paucity of robust data to support use of 
masks was available in the early months of the pandemic, but 
now there is evidence that mask wearing in the community 

effectively reduces the spread of SARS-CoV-2 and, to a lesser 
extent, protects the wearer.11 Although wearing masks may be 
uncomfortable, they do not substantially impact children’s 
ability to infer and respond to emotions,12 and they represent 
an important safety measure that should be implemented to 
protect children.

Although, as shown by the authors of the related study,1 
the consequences of acute COVID-19 in children were limited 
in the early phases of the pandemic, the direct and indirect 
impacts of SARS-CoV-2 infections in children must be con
sidered when determining public health policies. These delib-
erations must integrate the short- and long-term impacts that 
public policy may have on the physical, mental and social 
well-being of children. While the light is visible at the end of 
the tunnel, children in Canada must continue to be protected 
as they may be the last ones to get there.
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