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Sociedad Española de Inmunologı́a Clı́nica,
Alergologı́a y Asma Pediátrica
www.elsevier.es/ai

POINT OF VIEW

SARS-CoV2 coronavirus: so far polite with children.
Debatable immunological and non-immunological
evidence
F. Álvez a,b
a

Vaccines and Pediatric Infections (GENVIP), Infectious Diseases and Vaccines Unit (UNIV), University Clinical Hospital, Santiago
de Compostela, Spain
b
Spanish Society of Pediatric Infectology, Spain
Received 18 May 2020; accepted 22 May 2020
Available online 3 July 2020

KEYWORDS
SARS-CoV2;
COVID-19;
Innate;
Adaptive;
ACE2;
Melatonin

Abstract The reasons for the relative resistance of children to certain infections such as that
caused by coronavirus SARS-CoV2 are not yet fully clear. Deciphering these differences can
provide important information about the pathogenesis of the disease. Regarding the SARS-CoV2
virus, children are at the same risk of infection as the general population of all ages, with the
most serious cases being found in infants. However, it has been reported that the disease is
much less frequent than in adults and that most cases are benign or moderate (even with high
viral loads), provided there are no other risk factors or underlying diseases. It is not clear why
they have lower morbidity and virtually no mortality. A series of findings, relationships and
behavioral patterns between the infectious agent and the child host may account for the lower
incidence and a greatly attenuated clinical presentation of the disease in children.
© 2020 SEICAP. Published by Elsevier España, S.L.U. All rights reserved.

Introduction
It is not just a question of the infectious agent. The reasons
for the relative resistance of children to certain infections
such as that caused by coronavirus SARS-CoV2 (which causes
COVID-19 disease), are still not fully clear. Many infectious
processes in this age group occur differently from what is
seen in adults, and deciphering these differences can provide important information about the pathogenesis of the

disease. Regarding the SARS-CoV2 virus, children are at the
same risk of infection as the general population of all ages,
with the most serious cases being found in infants.1 However,
it has been reported that the disease is much less frequent
than in adults and that most cases are benign or moderate
(even with high viral loads), provided there are no other risk
factors or underlying diseases. The condition may even be
asymptomatic. Of note in this regard is the documentation
of 12 asymptomatic children with mild pneumonias.2---5
However, knowing the evidence on the b̈enignityöf this
infection caused by such a novel virus in the childhood pop-
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ulation should not generate a feeling of complacency or
relaxation towards the disease.6
Recently, the National Health Service and the Paediatric
Intensive Care Society of the United Kingdom have alerted
clinicians about a small number of children admitted with
symptoms of toxic shock syndrome and Kawasaki disease
(KD), and their possible association to COVID-19 (not all
cases being positive).7 Without ruling out a new type of
presentation of COVID-19, such a relationship has not been
definitively confirmed. These are most likely presentations
of KD coinciding in time with the viral pandemic and having
an incidence not higher than in previous years.
It is worth pointing out that toxic shock syndrome is associated to bacterial toxins and has nothing to do with a rare
complication: Kawasaki shock syndrome in the context of
also rare KD. Lastly, several studies have described associations of KD with different viruses that are common in
children.
Are all children well protected from acquiring the infection or only from the risk of becoming ill after being
infected? Children are also infected but it is not clear why
they have lower morbidity and virtually no mortality.
A series of findings, relationships and behavioral patterns
between the infectious agent and the child host may account
for the lower incidence and a greatly attenuated clinical
presentation of the disease in children.

Immune system differences between children
and adults
Data on the immune response to the SARS-CoV2 virus are still
not entirely conclusive, although information on its SARSCoV and MERS-CoV congeners is known and can serve to make
an approximate or potentially comparative assessment.
The respiratory epithelial cells (RECs) form a major
line of defense in the human body against microorganisms
present in inhaled air. This first barrier from the nasopharynx to the alveolar epithelium is a constituent of the innate
immune response (IIR) formed by many different cells:
epithelial cells, alveolar macrophages, and innate lymphoid
and dendritic cells. The most common respiratory viruses
that reach and invade the lungs in children are rhinoviruses
(RVs), respiratory syncytial virus (RSV), influenza, and coronavirus. They share a common RNA genome that plays an
important role in the set of sensors (pattern recognition
receptors) present in the IIR, and which are responsible
for identifying these viruses when they target respiratory
cells. These sensors generate cascades of specific inter- and
intracellular molecular signals that,----with integrity of the
cellular defensive barrier mentioned above,----play a key role
as the first line of defense to ensure the establishment of
antiviral protection in the lungs.8
The first elements encountered by SARS-CoV2 are alveolar macrophages----the most numerous pulmonary leukocytes
in the first years of life----with the contribution of antiviral proteins produced mainly by RECs and neutrophils.9 The
response of these viruses, and in particular of SARS-CoV2, is
to activate mechanisms to evade or suppress the IIR, and
thus be able to open a gate to replicate and cause the
disease. It can be argued that the IIR is more important
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in the first years of life when adaptive processes are less
developed.9 Considering the differences in the IIR between
children and adults, it has been hypothesized that this nonspecific response occurring after the first encounter with the
virus is more robust and active in children.3 In this regard, it
could be asked whether the mentioned response is particularly diligent against SARS-CoV2, for it is already known that
against other viruses such as RSV, this desired protection
does not occur as effectively in infants. Moreover, infants
are characterized by a respiratory tract that is healthier and
less punished by extensive exposure to inhalants, pollution
and other respiratory processes as seen during adulthood.
To achieve this protection, the infected person must be in
an optimum state of health and with an adequate genetic
background (for example, the HLA system which ensures
the immune response with some determined anti-SARS-CoV2
immune locus), favoring specific antiviral immunity. When
this protective response is altered, viral expansion will be
greater, increasing damage to the lung, where there is a
strong expression of angiotensin converting enzyme (ACE2)
receptors. Initial good health is no longer an advantage once
the lung is damaged.10
The IIR is considered to be more delayed and weakened with aging and when viral attack occurs. In an effort
or as a replica update (reset), it reacts with an excessive
and out-of-control inflammatory response, and pulmonary
dysfunction also occurs due to altered O2 exchange, resulting in further damage to both tissue and lung function and
capacity.11,12
In short, the purpose of this first defensive barrier for
early control during the incubation period and the first symptoms of SAR-CoV2 infection is to inhibit viral replication,
promote elimination of the virus, induce tissue repair and
trigger a specific adaptive immune response (AIR).12
This next defensive activity is slower in developing, and
it is not clear whether it is stronger in children than in
adults with regard to the clearance of SARS-CoV2. Studies
of SARS-CoV-infected mice have shown the T lymphocyte
response to be particularly important, particularly that of
helper CD4+ T lymphocytes, which stimulate B lymphocytes
(in charge of humoral antibody response) - all of which are
essential for disease protection and viral clearance. A subpopulation of CD4+ T cells, the regulatory T lymphocytes
(Tregs), are relatively abundant in pediatric tissues, and possibly have a greater suppression capacity than in adults.8
Likewise, CD8+ T cells account for 80% of the inflammatory
cells in the lung interstitium, and play a vital role in eliminating the virus and also in inducing immune damage. The
response of these T lymphocytes to S protein and other
structural proteins of the coronaviruses is persistent and
long-lasting.12---14
In the event of SARS-CoV2 infection, the T lymphocyte
pattern that predominates in the first few years of life could
be considered more effective in rejecting the virus. It is still
premature to know how long this antibody response will last,
with long-term serological studies being needed to monitor
the immune status of the patients. Evidence from other particularly virulent coronaviruses (SARS-CoV, MERS-CoV) shows
that defensive immunity can last up to three years, and that
reinfection with the same strain is highly unlikely during the
next winter season.15
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Age differences in distribution, maturation
and function of SARS-CoV2 receptors
The SARS-CoV2 coronavirus, as was previously verified with
SARS-CoV and MERS-CoV, initiates the attack due to its
interrelationship and affinity with the renin-angiotensin
system (RAS) (Fig. 1), through a key enzyme in this
system----ACE2----which in addition to its known physiological
contribution has been shown to be the receptor for these
viruses and to facilitate access to the target cells that will
become their reservoir. The virus, by means of the spicules
on its surface (with the S-protein) as a key, invades the
cells expressing ACE2 and the serine protease TMPRSS2 to
replicate and reproduce. This interaction is a powerful conditioning factor of the virulence of the virus.16
The expression of ACE2 is very high on the apical surface
of well-differentiated epithelial cells lining the airways, and
especially in the alveoli of the lung----precisely the main target of the virus and where it causes the greatest damage.
Strong expression has also been demonstrated in the mouth
and tongue, indicating that the oral cavity is a potential
route of infection.17 Furthermore, this enzyme also plays an
important role in the immune response, especially in inflammation, and is involved in the defensive mechanisms of the
lung----protecting it from severe injury induced by respiratory
viruses.11,18
Following cell damage induced by the virus, the
expression of messenger RNA (mRNA) (responsible for transporting genetic information) and the enzymatic activity
of ACE2, in an intimately related pattern, are significantly reduced.16,19,20 This reduction partly explains the poor
ability to slow down the inflammatory response, as a consequence of advancing age.
The expression of ACE2 does not seem to play an essentially harmful role in the body, especially in children, rather
quite the opposite. On the one hand, under normal conditions, ACE2 is involved in the RAS cascade through activation
of the Mas receptor, and the function of this ACE2/Mas pathway is crucial due to its beneficial effects: vasodilatation,
with anti-fibrotic, anti-proliferative and anti-inflammatory
actions, thereby counteracting the actions of the ACEangiotensin II-At1R axis (Fig. 1). However, as previously
mentioned, it is the lock which the virus skillfully recognizes
and uses to penetrate and damage the alveolar epithelial
cells. Since the virus first needs to attach and gain access to
the cell before it can replicate, the state of cell differentiation with surface location of ACE2 can have a strong impact
upon the disease.19 Considering this state of cell differentiation in childhood and that the distribution of ACE2 receptors
is uneven in different organs and populations, are there differences in the extent and function of ACE2 in the alveolar
tissue of children and adults? Some studies report that the
number and function of ACE receptors is not as robust in children as it is in adults.3 However, definitive information is not
available, as it is very difficult to obtain lower airway samples from healthy children. The existing data are therefore
based on studies in murine or other animal models. Studies
in mice have shown that ECA2 protein expression increases
with age, and that mRNA/ECA2 activity is not only regulated
during development but is also impacted by aging.19,21 In
extrarenal tissues such as the lung, mRNA/ECA2 expression
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is low during pregnancy, increases in the perinatal period
and peaks in adulthood.22 An analysis of thousands of lung
tissue samples from patients of different ages with a variety of lung tumor processes investigated the determinants
of ACE2 expression from the cancer transcriptome data. The
activity and amount of ACE2, not affected by carcinogenesis, was found to increase from 40 years of age, with peak
expression between 60---80 years of age.21
Ideally, by demonstrating a more precise number and distribution of epithelial cells expressing ACE2 in cohorts such
as age, it could be determined whether the pediatric population is potentially less susceptible.

Immunity to other coronaviruses and
cross-immunity with SARS-CoV2
Common human coronaviruses (CovH), not SARS or MERS,
have been detected in respiratory secretions of a significant
percentage of healthy children during the winter months.
One feature to note is that in children over four years of age,
the infection rates were relatively consistent, when it is well
known that the pathogens that cause respiratory infections
are less prominent above that age.23,24 Like other respiratory viruses, CovH can infect people of all ages, and the
infection only generates relative immunity----although the
type of specific protection has not been completely defined.
The usual co-circulation of CovH types and co-infection in
people suggests that protection is unlikely to be of high
cross-reactivity, and also that the greater incidence of SARSCoV2 infection in adults points to poor cross-immunity with
previous CovH infections.24 However, serological studies
evaluating the immune response to respiratory infections
including CovH have shown steadily increasing seroprevalence of antibodies to CovH in both children and young
adults, as well as cross-reactivity, such as between antibodies to the previous SARS-CoV and CovH.25,26
The extent to which this antibody response may mean
cross-immunity to SARS-CoV2 remains unclear.

Blocking SARS-Cov2 in the context of viral
co-infections
The respiratory system constitutes a reservoir for a group of
microorganisms----both commensal and pathogenic. Children
are especially prone to many viral infections, with a high
burden of respiratory viruses in the upper respiratory tract
(URT) mostly (approximately 90%) in infants and toddlers,
and with a prominent participation of respiratory syncytial
virus (RSV) and rhinoviruses (RVs).27
In addition to these two well-known viruses, molecular
techniques have allowed more viruses to be identified in
the URT coexisting in the same period----although this does
not imply that there will be a greater tendency towards
more serious processes. According to the available data, the
number of viruses involved and the related symptoms are
variable and not always similar----this being a peculiar aspect
in the pediatric population. In a recent series of adults hospitalized with COVID-19 in Germany, no viral co-infection
was demonstrated in any patient.28
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In relation to CovH, four are endemic in many populations
and have been involved in upper and lower respiratory tract
infections in healthy children, as commented above. Current studies preceding the present pandemic showed that
children carrying CovH in their respiratory tract become
co-infected in up to two thirds of all cases.23
Under these conditions of co-infection, there is some evidence of synergistic and antagonistic interactions among the
coexisting viruses that can play a key role in acute respiratory infection. An example is RSV growth blocked by the
activity of the influenza A virus. Studies on the dynamics
of these viral respiratory co-infections have observed that
if a given virus initiates colonization and infection in the
nasopharynx first, it is able to block or reduce the growth
of a second arriving invader. That is, the level of viral load
(fastest growing virus) determines which virus will be dominant. In particular, the presence of RVs recognized as the
fastest growing is able to reduce the growth of the remaining viruses during a state of co-infection.29,30 The clinical
course in co-infection scenarios will be determined by specific combinations of the virus involved. If the amount of
more than one virus in the URT of children is usually higher
in winter and early spring (RVs and RSV being the most frequent), the question that arises is whether in the current
pandemic the activity and virulence of SARS-CoV2 virus is
blocked or somehow reduced by other viruses already often
present in the URT of this age group.
It is possible that such repeated and continuous viral
exposure also sustains and keeps the immune system active

when it needs to respond to SARS-CoV2 infection, added to
the fact that enzyme ECA2 is more immature in this age
group.5

Melatonin secretion is highest in children and
young adults
Melatonin is a hormone involved in a wide range of cellular, neurophysiological and neuroendocrine processes. It
does not exert a specific direct antiviral effect but indirectly
possesses anti-inflammatory and anti-oxidative action, thus
improving the immune response.31 All these effects afford
potential mitigation of COVID-19 disease. This is a benefit to
be considered not only preventively but also as an adjuvant
to treatment when the disease is already established.
Respiratory viruses such as CovH and, as was demonstrated with SARS-CoV1 in its day (the molecular biology
of SARS-CoV2 is still not completely documented) in its
attack upon the lung, trigger oxidative stress and activation of the NLRP3 inflammasome (multiprotein complex
of the innate immune system), activating a cytokine
avalanche----specifically IL-1␤ and IL-18 - which will play a
critical role.
Melatonin has been shown to inhibit coronavirus-induced
cell death; exert an antioxidative and inhibitory effect
upon the cytokine complex; and also prevent secondary pulmonary fibrosis.32---34
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It is noteworthy that nocturnal melatonin blood levels are
much higher in children aged 1−3 years and under 15 years
compared to adults, with a significant drop after age 70.
There is a definite negative relationship between age and
melatonin secretion between the ages of 20 and 90 years.34
In fact, children typically exhibit significantly greater secretion and activity of melatonin than their grandparents, an
age group characterized by more frequent and more severe
COVID-19 disease.

Effect of pneumococcal vaccines upon the
incidence of viral respiratory infections
Of course, the pneumococcal vaccine does not provide any
protection against coronaviruses. Children over 12 months of
age have theoretically completed pneumococcal vaccination
and have a robust anti-pneumococcal antibody response.
Previous studies on the benefits of vaccination with heptavalent and nine-valent conjugate vaccines have shown a
significant reduction in both children and adults not only
of invasive pneumococcal disease but also of influenza
episodes and admissions due to viral pneumonia compared
to pre-vaccination years.35---37 Furthermore, lower influenza
morbidity has been reported during a 2−3 year period in people over 60 years of age who have been vaccinated with the
pneumococcal polysaccharide vaccine.38
The most recent direct beneficiaries of the pneumococcal vaccine besides children are people over 65 years of age.
During this pandemic, given the high mortality rate in individuals over age 65, and in order to investigate any possible
indirect effects of the vaccine such as those reported for
influenza virus, it could be important to know the proportion
of individuals that died due to COVID-19 in this age group and
who were vaccinated against pneumococcus with conjugate
and polysaccharide vaccine administered five years prior to
death.

Style and type of living
The range and type of activities in children is generally
relatively minor, with a more attenuated exposure to the
virus, considering the main routes and risks of transmission common in adults. Children are usually infected through
contact with their adult family members, with more limited
exchanges than is usual for adults, and the majority----being
asymptomatic or presenting only very mild symptoms----are
not tested for the presence of the virus. One of the characteristics of an RNA virus such as SARS-CoV2, is its tendency
to make mistakes in replication and mutation. This allows
it to survive without being well recognized by the immune
system, and also results in attenuation of its virulence.3
Assuming that children as secondary cases become
infected in second, third or even fourth order after the
initial case, would their clinical manifestations be more
attenuated?
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Children are more spared by SARS-CoV19 but
are being stigmatized as carriers and
disseminators of the infection
To better appreciate potential infectivity in patients
infected by SARS-CoV2 with mild disease (as usually happens in children), in general the concentrations of RNA and
viral replication are higher in the first seven days when the
viral load is greater and more active.28 After the first few
days of symptoms, the viral load drops uniformly and infectivity is also significantly reduced, and the virus might not
be isolated from respiratory samples after one week from
symptoms onset.39 So what is the chance of transmission of
active virus from the respiratory tract of the child? Some
data indicate that the positivity time of the polymerase
chain reaction (PCR) test is longer than in adults.3 In mild
processes (such as in children), after the first 7---8 days the
detection of viral RNA in the URT does not necessarily imply
the presence of an infecting virus, as this depends on the
threshold level of the viral load under which infectivity
(virus isolation) is less likely. In this regard, a study in adult
patients has shown that the virus was not detected in throat
and sputum samples containing <106 copies/mL.28 Ideally,
but impractical and chimerical as a widespread test, the
determination of viral load would be an interesting resource
to have an indirect but more concrete estimate of infectivity
in the current circumstances.
Concerning the importance of the pediatric population as
a transmitter, children infected with symptoms or asymptomatic, as well as adults, can potentially spread the
infection. One concern, considering the significance which
the disease can have, is that elderly people may become
infected. As in the case of influenza, there is a high possibility of spread from children to grandparents, but with
the difference that the latter are protected by a vaccine in the case of influenza. The role which children play
in spreading the infection is unclear, but there are obviously no children in nursing homes for the elderly. So far,
most reported children with infection have been part of a
household outbreak, living with symptomatic or very subtly infected adults (almost all sick with symptoms before
the children were infected)----suggesting that children are
not an important reservoir.40 In the current situation with
day-care centers and schools closed, it is very unlikely that
children will become index cases in households. The true
hazard of the asymptomatic child as a transmitter to its environment is probably being overestimated. Among over two
thousand children diagnosed in China, 13% of those virologically confirmed had asymptomatic infection1 ----a rate that
obviously minimizes the true number of asymptomatic infections, since many of them are not tested.
Although theoretically they can be as infectious as adults,
asymptomatic children do not spread the virus by coughing,
and generate a smaller volume of expired air than adults. In
contrast, however, they have a lot of physical activity and
closer social interaction. It is therefore prudent to remain
cautious.
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Conclusions
The reasons for the relative resistance of children to some
infections remain unclear. In relation to the very benevolent behavior of the SARS-CoV2 virus, several reasons have
been proposed that are not free from argumentation and
controversy, and which demand more studies, more time,
and a greater notion of the magnitude and biology of
this virus. The immunological interrelationship between the
virus and its pediatric host has not been well recognized yet.
The SARS-CoV2 virus discovered that children are not the
f̈ishing groundsẗo cast their nets, since the chances of abundant fishing----ACE2----are unfavorable. Probably, and given
the extraordinary research in progress, in the time remaining until publication of this paper, light will have been shed
on the questions now raised. In these months of pandemic,
the observation that the incidence and severity are much
lower in children does not necessarily mean that they are
less susceptible to infection. The number of infected and
sick children may increase in future, and with some concerns especially in children with special needs or underlying
illnesses. The relevance of the childhood population in relation to the spread of infection is uncertain and no more
accentuated than in adults.

References
1. Dong Y, Mo X, Hu Y, Qi X, Jiang F, Shilo T, et al. Epidemiology of COVID-19 among children in china. Pediatrics.
2020;145(6):e20200702.
2. Castagnoli R, Votto M, Licari A, Brambilla LL, Bruno
R, Perlini S, et al. Severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) infection in children and
adolescents: a systematic review. JAMA Pediatr. 2020,
http://dx.doi.org/10.1001/jamapediatrics.2020.1467.
Published online April 22.
3. Su L, Ma X, Yu H, Zhang Z, Bian P, Hang Y, et al. The different
clinical characteristics of corona virus disease cases between
children and their families in China --- the character of children
with COVID-19. Emerg Microbes Infect. 2020;9:707---13.
4. Coronavirus Disease 2019 in Children-United States, February
12-Apryl 2, 2020. MMWR Morb Mortal Wkly Rep. 2020;69:422---6,
http://dx.doi.org/10.15585/mmwr.mm6914e4external icon.
5. Ludvigsson JF. Systematic review of COVID-19 in children shows
milder cases and a better prognosis than adults. Acta Paediatr.
2020;00:1---8.
6. Pathak EB, Salemi JL, Sobers N, Menard J, Hambleton IR. COVID19 in Children in the United States: Intensive care admissions,
estimated total infected, and projected numbers of severe
pediatric cases in 2020. J Public Health Manag Pract. 2020;(Apr),
http://dx.doi.org/10.1097/PHH.0000000000001190
[Epub
ahead of print].
7. Guidance: Paediatric multisystem inflammatory syndrome
temporally associated with COVID-19. https://drive.google.
com/file/d/1ipwi9eASQGlliiQipfoaqMaSyyKPHshD/view?usp=
sharing.
8. Kikkert MJ. Innate immune evasion by human respiratory RNA
Viruses. J Innate Immun. 2020;12:4---20.
9. Lambert L, Culley FJ. Innate Immunity to Respiratory
Infection in Early Life. Front Immunol. 2017;8:1570,
http://dx.doi.org/10.3389/fimmu.2017.01570.
10. Shi Y, Wang Y, Shao Ch, Juang J, Gang J, Huang X, et al. COVID19 infection: the perspectives on immune responses. Cell Death
Differ. 2020;382:1---4.

505
11. Lee P-I, Hu Y-L, Chen P-Y, Huang Y-C, Hsueh P-R. Are children less susceptible to COVID19? J Microb Immunol Infect.
2020;(Feb), http://dx.doi.org/10.1016/j.jmii.2020.02.011).
12. Li G, Fan Y, Fan I, Lai Y, Han T, Li Z, et al. Coronavirus infections
and immune responses. J Med Virol. 2020;92:424---32.
13. Zhao J, Zhao J, Perlman ST. Cell Responses are required for
protection from clinical disease and for virus clearance in severe
acute respiratory syndrome coronavirus-Infected mice. J Virol.
2010;84:9318---25.
14. Chen J, Lau YF, Lamirande EW, Paddock ChD, Bartlett JH, Zaki
SR, et al. Cellular immune responses to severe acute respiratory syndrome coronavirus (SARS-CoV) infection in senescent
BALB/c mice: CD4+ T cells are important in control of SARS-CoV
infection. J Virol. 2010;84:1289---301.
15. Coronavirus disease 2019 (COVID-19) pandemic: increased
transmission in the EU/EEA and the UK --- seventh update, 23
April 2020. Stockholm: ECDC; 2020.
16. Vaduganathan M, Vardeny O, Michel T, Mcmurray J, Pfeffer
M, Solomon SD, et al. Renin---angiotensin---aldosterone system inhibitors in patients with Covid-19. New Engl J Med.
2020;(March), http://dx.doi.org/10.1056/NEJMsr2005760.
17. Xu H, Zhong L, Deng J, Pen J, Dan H, Zen X, et al.
High expression of ACE2 receptor of 2019-nCoV on the
epithelial cells of oral mucosa. Int J Oral Sci. 2020;12:8,
http://dx.doi.org/10.1038/s41368-020-0074-x.
18. Zou Z, Yan Y, Shu Y, Gao R, Sun Y, Li X, et al.
Angiotensin-converting enzyme 2 protects from lethal avian
influenza A H5N1 infections. Nat Commun. 2014;5:3594,
http://dx.doi.org/10.1038/ncomms4594.
19. Jia H. Pulmonary angiotensin-converting enzyme 2 (ace2) and
inflammatory lung disease. Shock. 2016;46:239---48.
20. Zhang H, Penninger JM, Li Y, Zhong N, Slutsky AS. Angiotensinconverting enzyme 2 (ACE2) as a SARS-CoV-2 receptor:
molecular mechanisms and potential therapeutic target. Intensive Care Med. 2020;46:586---90.
21. Chen Y, Shan K, Qian W. Asians and other races express
similar levels of and share the same genetic polymorphisms of the SARS-CoV-2 cell-entry receptor. Preprints.
2020, http://dx.doi.org/10.20944/preprints202002.0258.v1,
2020020258.
22. Song R, Preston G, Yosypiv IV. Ontogeny of angiotensinconverting enzyme 2. Pediatr Res. 2012;71:13---922.
23. Heimdal I, Moe N, Kokstad S, Christensen A, Skanke LA, NordbØ
SA, et al. Human coronavirus in hospitalized children with respiratory tract infections: a 9-year population-based study from
Norway. J Infect Dis. 2019;219:1198---206.
24. Monto AS, DeJonge P, Callear AP, Bazzi LA, Capriola S, Malosh RE, et al. Coronavirus occurrence and transmission over 8
years in the HIVE cohort of households in Michigan. J Infect Dis.
2020;(Apr), http://dx.doi.org/10.1093/infdis/jiaa161 [e-pub].
25. Chan CM, Tse H, Wong SS, Woo PC, Lau SK, Chen L, et al. Examination of seroprevalence of coronavirus HKU1 infection with S
protein-based ELISA and neutralization assay against viral spike
pseudotyped virus. J Clin Virol. 2009;45:54---60.
26. Che XY, Qiu LW, Liao ZY, Wen K, Pan XY, et al. Antigenic
cross-reactivity between severe acute respiratory syndromeassociated coronavirus and human coronaviruses 229E and
OC43. J Infect Dis. 2005;191:2033---7.
27. Green RJ, Annamalay A, Le Souëf P. Viral-bacterial interactions
in childhood respiratory tract infections. Viral Infections in Children, volume 1. Switzerland: Springer International Publishing;
2017. p. 193---214.
28. Wölfel R, Corman VM, Guggemos WS, Seilmaier W,
Zange S, Muller MA, et al. Virological assessment of
hospitalized patients with COVID-2019. Nature. 2020,
http://dx.doi.org/10.1038/s41586-020-2196-x. Advance online
publication.

506
29. Shinjoh M, Omoe K, Saito N, Matsuo N, Nerome K. In vitro
growth profiles of respiratory syncytial virus in the presence
of influenza virus. Acta Virol. 2000;44:91---7.
30. Pinky L, Dobrovolny HM. Coinfections of the respiratory tract:
viral competition for resources. PLoS One. 2016;11:e0155589,
http://dx.doi.org/10.1371/journal.pone.0155589.
31. Pohanka M. Impact of melatonin on immunity: a review. Cent
Eur J Med. 2013;8:369---76.
32. Zhang R, Wang X, Ni L, Di X, Ma B, Niu S,
et al. COVID-19: Melatonin as a potential adjuvant
treatment.
Life
Sci.
2020;250:117583,
http://dx.doi.org/10.1016/j.lfs.2020.117583.
33. Zhang Y, Li X, Jamison J, Wang N, Wang M, Yao J, et al. Melatonin alleviates acute lung injury through inhibiting the NLRP3
inflammasome. J Pineal Res. 2016;60:405---14.
34. Shneider A, Kudriavtsev A, Vakhrusheva A. Can melatonin
reduce the severity of COVID-19 pandemic? Int Rev Immunol.
2020, http://dx.doi.org/10.1080/08830185.2020.1756284.
35. Shafinoori S, Ginocchio CC, Greenberg AJ, Yeoman E, Cheddie
M, Rubin LJ, et al. Impact of pneumococcal conjugate vaccine
and the severity of influenza-like illnesses on invasive pneumo-

F. Álvez

36.
37.

38.

39.

40.

coccal infections in children and adults. Pediatr Infect Dis J.
2005;249:10---6.
Madhi SA, Klugman KP. A role for Streptococcus pneumoniae in
virus-associated pneumonia. Nat Med. 2004;10:811---3.
Fathima P, Blyth CC, Lehmann D, Lim FJ, Abdalla T, de Klerk
N, et al. The impact of pneumococcal vaccination on bacterial and viral Pneumonia in western australian children: Record
Linkage Cohort Study of 469589 Births, 1996---2012. Clin Infect
Dis. 2018;66:1075---85.
Blay A, Bessler H, Lahad A, Waitman DA, Djaldetti M. Does
pneumococcal vaccine reduce influenza morbidity in humans?
Vaccine. 2007;25:1071---5.
He X, Lau EHY, Wu P, Deng X, Wang J, Hao X, et al. Temporal
dynamics in viral shedding and transmissibility of COVID-19. Nat
Med. 2020, http://dx.doi.org/10.1038/s41591-020-0869-5.
Zimmermann P, Curtis N. Coronavirus infections in children
including covid-19.: An overview of the epidemiology, clinical
features, diagnosis, treatment and prevention options in children. Pediatr Infect Dis. 2020;39:355---68.

