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Table 5. Immunomodulatory treatment in MIS-C*

Guidance statement Level of consensus

Patients "under investigation” for MIS-C without life-threatening manifestations should undergo diagnostic evaluation Moderate
for MIS-C, as well as other possible infections and non-infection-related conditions, before immunomodulatory
treatment is initiated.

Patients “under investigation” for MIS-C with life-threatening manifestations may require immunomodulatory High
treatment for MIS-C before the full diagnostic evaluation can be completed.
After evaluation by specialists with expertise in MIS-C, some patients with mild symptoms may only require close Moderate

monitoring without immunomodulatory treatment. The panel noted uncertainty around the empiric use of IVIG to
prevent CAAs in this setting.

A stepwise progression of immunomodulatory therapies should be used to treat MIS-C with IVIG and/or Moderate to high
glucocorticoids considered as first-tier treatments.
High-dose IVIG (typically 1-2 gm/kg) may be considered for treatment of MIS-C. Cardiac function and fluid status Moderate to high

should be assessed in MIS-C patients with shock before IVIG treatment is provided, and IVIG should be administered
when cardiac function is restored.
Low-to-moderate doses of glucocorticoids may be considered for treatment of MIS-C. High-dose IV pulse Moderate to high
glucocorticoids may be considered to treat patients with life-threatening complications, such as shock, and
specifically, if a patient requires high-dose or multiple inotropes and/or vasopressors.

Anakinra (IV or SC) may be considered for treatment of MIS-C refractory to IVIG and glucocorticoids or in patients with Moderate to high
contraindications to these treatments.
Serial laboratory testing and cardiac assessment should guide the immunomodulatory treatment response and High

tapering. Patients will often require a 2-3-week taper of immunomodulatory medications.
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Short-term and Long-term follow-up

e Long-term outcomes unknown

e Cardiac

e Pulmonary

e Rheumatological/Immunological
 Neurological

e Neuropsychiatric

e ? Renal/Gl

e Metabolic



Post-Hospitalization Follow-up
e Rheumatology
- 2 weeks

- MIS-C discharged home on steroids/Immunomodulators
- repeat inflammatory markers — telehealth visit

e COVID ID Clinic

-4 — 6 weeks

- All hospitalized COVID-19/MIS-C and outpatient referrals
- Repeat inflammatory markers

- ECHO/ EKG/ CXR

- BASC3 questionnaire




Clinic Information

e Visits: 1, 6 months and 12 months
e Clinic 7 —x1/week - Friday

e Contact:
-Cathy Seripin cathy.seripin@childrensal.org
-Swetha Pinninti (spinninti@peds.uab.edu)

-Suresh Boppana (sboppana@peds.uab.edu)



Post- Hospitalization

e Rheumatology — 2 weeks
- repeat inflammatory markers

* ID COVID Clinic

- 4-6 weeks

- Repeat inflammatory markers
- ECHO/ EKG/ CXR

- Cardiology —

- Pulmonary — PFT’s



CV Follow up




Acute COVID-19/MIS-C Evaluation

Repeat echoin 4
weeks, ID/COVID clinic

Asymptomatic or mild
symptoms \

Moderate symptoms /
(not hospitalized)

Severe symptoms ALL ALL patients: EKG, BNP,
(hospitalized) troponln

Echocardiogram

FoIIow-up Testing . .

f Courtesy: Camden Hebson, MD and Yung
Lau, MD; COA Pediatric Cardiology




Echo - Points of Emphasis

* In-patient — ventricular function, coronary size/presence of
aneurysms, pericardial effusion, valve regurgitation

* Follow-up - ventricular function (qualitative and quantitative),
diastolic function, global strain, valve function, pericardial effusion,
coronary assessment




Acute Follow-up CV Testing

e abnormal BNP (>100 ng/mL), troponin (>0.04 ng/mL), and/or EKG = repeat
weekly while inpatient

e |f coronaries dilated on the initial echo (Z > 2.5) = repeat Echo weekly until
discharge and coronaries stable

e Discharge = repeat at 4 week follow up

e ventricular dysfunction = Echoonce a week (or prior to discharge) during
the acute illness, + as clinically indicated, and repeated in 4 wks in ID clinic




Long-term Follow-up CV Testing for
Severe/Hospitalized Patients

 BNP, troponin, and EKG = repeat again at 4 weeks, 6 months, and 1
year (in ID clinic)

e Repeat ECHO - 4 weeks, 6 months, and 1 year (ID clinic)



Data from 1 month follow-up

e Patients seen in clinic to-date:

e ECHO’s performed

* % normal laboratory data

* % normal ECHO’s

e Further follow up



