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Abbreviation Description

1 min STST 1 minute sitto-stand test

6MWT 6 minutewalking test

Ag Antigen

ALT Alanine amineransferase

ANA Antinuclear antibodies

Anti-TG Anti-transglutaminase

ASLO Antistreptolysin antibodies

AST Aspartate amino transferase

Ax temp Axillary temperature

BMI Body mass index

BP Blood pressure

CK Creatine kinase

CMV Cytomegalovirus

CRP Greactiveprotein

COovIBEL9 Coronavirus Disease 2019

CT Computed tomography

CYMHS Child and youth mental health service
EBV EpsteinrBarr Virus

ECG Electrocardiogram

EEG Electroencephalogram

ESR Erythrocyte sedimentation rate

FACIFF Functional Assessment of Chronic lliness TheFaiigue
FBC Full Blood Count

FLACC Face, Legs, Activity, Cry, Consolability scale
HR Heart rate

HC Hospital Care

JIA Juvenile Idiopathic Arthritis

LABA Longlasting betaagonists

LDH Lactate dehydrogenase

MRI Magnetic resonance imaging

mMRC modified Medical Research Council

NRS Numerical Rating Scale

NT-proBNP N-terminal cerebral natriuretic propeptide
02 sat Oxygen saturation

ORL Oto-rhino-laryngology

PedsQL PediatricQuality of Life Inventory

PC Primary Care

PFAPA Periodic Fever, Aphthous Stomatitis, Pharyngitis, Adenitis
PIMSTS Paediatric inflammatory multisystem syndrome temporally associated with GC8/ID
POTS Orthostatic postural tachycardia

PPI ProtonPump Inhibitors

PSVT Paroxysmal supraventricular tachycardia
QL Quality of life

RF Rheumatoid factor

RR Respiratory rate

SARE 02 Severe Acute Respiratory Syndrome Coronavirus 2
SDQ Strengths and Difficulties Questionnaire
SLE Systemic lupus erythematosus

TSH ThyroidStimulatingHormone

WHO World Health Organization

Xray

Radiography




1. Introduction

In February 2020, the World Health Organization (WHO) declare@AREoV2 viruspandemic
since then casebave continued to increasdn Cataloniathe total number of casem Juy 2021 is
more than650.000 accordingo datafrom the Generalitat de Catalunya), around 10.000 cases are

between 0 and 19 yeardd.

The severity of acute disease is highly variable, from asymptomatic or mild to severe cases, which
require life support measures due to respiratory deterioration and associatechargaplications,

endingsometimes in death

After the acute phase of the diseaske most serioupatients with orga involvements are expected

to present symptoms derived from the spec#iequelaeandtheir hospital stay.

After the firstmonths of the pandemidt wasfound that adult patients wh a mild or moderate acute
phase may not have a full recovery, presenting persistent and often disabling symptoms. The most
common symptoms reported are fatigudyspnoea headache, chest pain, muscle or joint pain and

gastrointestinalissues

In September 2020, who recognizes the existence ofteng effects after SARSo\,2 infection.(2)
It is from this momenthat research studies and publicatiohave been promoted, in ordd¢o know
and understand the epidemiological, clinical and pathggiblogical characteristics of this new

disease

It isestimated that between 120% of adult patients do not have a full recovery after the acute phase
of infection Howevermore studies are needed to know the prevalence and actual impalttnof

COVID

As forlong COVID in childrethere is very little informationThe UK Office faKational Statisticy(3)
estimates that 9.8% of children ageel2 and 13% of children aged-18 have symptoms 5 weeks
after infection. The study also shows that 7.dghildren aged 21 and 8.2% of children aged-18

still have symptoms 12 weeks after infection.

There are currently feypublished studies ipaediatricpatientswith long COVID

The first study, published in November 2020 in Sweden (4) presents a series of 5 cases of children

between 9 and 15 years ol@he symptoms imll of them persisbeyond 68 months,they arevery
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similar to thosedescribed in adults anthey leadto a sigificant change irtheir quality of life. None

of them had been able to return to school ftilihe.

An ltalian study (5) presented 12@ediatricpatients between the ages of 6 and 16, more than half

with some symptoms at 4 months of acute infection and848 with impairment of their daily life.

An Australian group (6) shows folleup between 3 and 6 months of 151 patients after SARS2
infection. They conclude that 8% have symptoms beyond the first 3 weeks of infection, but that all of

them recover completely before 8 weeks. Patients have amameeage of 3 years-Qyears).

The UK's paediatric patients support group, Long Covid iadgresented a prepublicatistudy ()
with a sample of 510 affected children. The average age is 10 years and the average duration of
symptoms is 8 months. ®n4% had been hospitalized and only 10% had been able to return to pre

infection levels of physical activity.

Another mediatric study from Russia (8) concludes that 24% of children <18 years hospitalized for
COVIEL9 have persistensymptomsat 8 monhs, the associated risk factors are age between 6 and

18 years and history of allergy (asthma, rhinitis, eczema, food allergy).

A prepublishedEnglish pediatric study(9), with data collection through an app, shows that 4.4%
(77/1734) have persistersymptomsat 4 weeks and 1.8% (25/1379) at 8 weeks. Patients hith
COViIlare adolescents (126 years old), 13% have a history of asthma.

Finally, a Swiss study (10)shé&een prepublished, which compares children agedl® years
seropositive (n=109) and seronegative (h=1246), and concludes that 4% versus 2% had symptoms

beyond 12 weeks.

Despite theprogresswe are stillat avery early stage of knowledge of thdgsease Many questions
still remain to be solvedvhat isthe real incidence, risk factors, pathophysiology, markeiagnosis

and followup, prognosisprogressiorand treatment.

We are facing a new disease often incapacitating, with loss of quélifg @nd the need to radapt

the activities of daily life to those who suffer from it.

This guideline is aimed at both primary and hospital cihere is a great lack of knowledge of long

COVID by health professionals, teachers andstigety. It is necessary to make an early diagnosis in
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order to offer adequate support, treatment and monitoring. Primary care paediatricians, with a

comprehensive knowledge and vision of children and adolescents and their families, must coordinate

therapeutic strategies with different professionals to improve the quality of life of patients.

In paediatricage groups, this attention is especially necessary since our children and young people are

in a stage of life of physical, cognitive and emotional dgwalent.

The recommendations described below will be subject to changes and updates according to the data

provided by the scientific evidence.

1.1 Definition and description of the illness

Currently there is no universally accepted definition theggiresents this new entity or a unique term
to describe it. Depending on which source is consulted, it is called long COVID @cytest
COVIDThe latter term generally refers to the tissue sequelae of severe acute GaRSdisease and

does not represat the bulk of paediatric patients.

Long COVID is defined by TERMCAT aslitiieal situation that occurs in some patients who have
suffered a mild or moderate infection by SAB®/2 in which, after the acute phase, it does not return
to basalhealth. It has been agreed to encode this disease in1G@s B94.8, which corresponds to
G{SdzStIS 2F 20KSNJ aLISOATASR AyFSOlAz2dza I yR
entity.

In order to unify concepts, criteria and managemew, define the paediatric patient with long COVID
as a patientunder 18 years of age diagnosed with COMI® (with or without microbiological
confirmation) who, at 12 weeks of infection, continues to present symptoms, without recovering

his previous state dbhealth (9).

LJI



1.2. Pathophysiology

The pathophysiological mechanisms that cause long COVID are still unknown. Research studies in this
field are needed in order to find therapeutic options. Currently, the hypotheses that have been
proposed are aviral persistence or an immune system disorder with a deficient or excessive

inflammatory response (10).

1.3. Clinial manifestations

The clinical spectrum that can be seen with long COVID is very broad, due to the large number of

symptoms described and the differences in severity and impact on patients' lives.

It should be noted that any situation that entails a change in the bastd ef a person in a sustained
way over time and with an uncertain prognosis, can have an emotional impact. An adequate

assessment and accompaniment are necessary.

The different published studies show more than 200 symptoms, and they are similarly ddsrib

children, adolescents and adults (5). Below are the most prevalent.

Group Symptoms

Systemic Asthenia, fatigue, fever, postxettional malaise, weakness

Difficulty concentrating attention deficit, memoryloss
Neurological Paraesthesigheadache, vertigo, sleep disorders
Anosmia, ageusia

Respiratory Cough, dyspoea

Cardiovascular Chest pain, palpitations, tachycardimw blood pressurg pre-
syncope and syncope

Musculoskeletal Myalgias, arthralgia

Psychiatric Anxiety, depression

Gastrointestinal Hyporexia, diarrbea, vomiting, abdominglain, dysphagia
Mucocutaneous Urticaria,rash, pernio,mouth ulcers

ORL Odynophagiadysphoniatinnitus




2. Anamnesis

It is necessary to perform a detailed anamnesis in the management of these patiskitsg about
current symptomatology, the date of onset and intensity, as well as the personal and family history of

the patient.

2.1. Acute phase of SARV2 virus infedion

It is important to define how acuteSARE0V2 infection was, as well as its duration and

microbiological confirmation.

Ask for:
0 Dat ofsymptomsonset
0 Date and method of microbiological confirmation
0 Symptomatology and duration
0 Need for hospitalization
- Date ofadmissioranddischarge
- Treatment received
- Need for oxygen therapy
- Complications during admission
0 Total days of confinement at home, whether contact wsthtial circle and schobbs been able

to be keptvirtually, and whether physical activityas been kept while being abme

2.2.Present illnesgpersistent symptom$

Try to describe in detail all the possible symptoms that the patient presents or may have presented in
the time after the acute symptomatology of the infection. Ask also if they occur continuously,

fluctuating or inflares

It will be necessary to colleat each of the symptoms the frequency, duration, intensity, triggers
aggravating factorand the impact on quality of life. In this way, the need iforestigationsand

treatment can be assessed.
Measuring the intensity or severity of symptoms
Tomeasure the intensity or severity of some symptoms, it is recommended to use the following scales:

0 Pain (FLACC, WoBgker or numerical, seénnex 1)
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0 Anosmia (numerical, sefnnex 2)
0 Fatigue (FACIH, seeAnnex 3)
0 Dyspmea (MMRC, se@nnex 4)

2.3. Everydayife
It will be necessary to record and take into account the mood and capacity for activities of daily living

that the patient presents.

It will be important to note:

0 Inability to carry out basic daily activities normaléd(, showering, combing, eating, walking,
going up/downstairs..)

0 Mood: worry, sadnessnguish..for not being able to perform the usual activities

0 Schoolingaskif the patient has been able to continue with the usual schooling or has observed
any impedimat, how hdshe tries to resolve it (the patient, the family and the school ...), if in
general héshe has loweredthe school performane and compare it to how it wawior to the
infection

0 Social life: evaluate ie/she triesto continue the relationshipvith friends / family, in person or
through social networks....

0 Family situation: with whorhe/shelives, situations of stress/anxiety within the last months/year,

loss of a family member/acquaintance...

Measuring the impact of symptoms on quality tife

To measure the overall impact of the disease on quality of life, it is recommended to use the PedsQL
guestionnaire (see Annex 5, 6, 7).

Psychopathologcreening

For specific screening psychopathologythe Strengths and Difficulties questionnaire (SR&) be
used (seédnnex 8, 9).

2.4. Background

Personal background

0 Aspects of basal psychomotor development

(@]

Aspects related to learning / schooling (préection situation)

10



0 Sleep habit e
0 Eating habit

0 Depositional habit

6 Usual physical activity

6 Familydynamics ane@nvironment

6 Vaccination schedule

Medical history

0 Previous diseases

0 Known allergies (eczema, asthma, allergic rhinitis, food or drug allergy)
06 Previous hospital admissions

0 Surgicalnterventions

0 Followup by specialists

6 Regular medications

Family history
0 Family members with a history of SAB&V2 infection (mild involvement, hospitalization, death)

Family members witftong COVID

O¢

History of autoimmune diseases, fibromyalgia, chrdaiigue

O¢

6 History of other diseases (caodiasculasrespiratory,mental health pathology...)

w

. Physical exam

It will be necessary to perform thorough physical examination, witkiital signsbeing takenand a
complete exanof body systemsbeing done both at the first visit and in subsequent controls, to

evaluate the appearance of new conditions.

(@]

Vital signsaxillary temperatureO2 satration, blood pressureheart rate respiratory rate

Weight and height

(@]

(@]

Physical exa:

- Skin and mucous membranes
- Cardiopulmonary auscultation
- Abdominal examination

- Osteoarticular evaluation

- ORLexamif there are symptoms

11



- Neurological examinatio
Assessment of functional ogxercise capacity

Functional o exercise capacity can be assessddminute sitto-standtest (seeAnnex 10).

Musclestrength assessment
The strength of the upper and lower extremities can be measured with the manual ntestthaat

follows theMedical Research Coungiladingscale(MRCseeAnnex11).

Evaluation of the presence arthostatic hypotensionor orthostatic tachycardia

Thepresence of orthostatic hypotension orthostaticposturaltachycardia can be assessed by doing
the activestandtest (seeAnnex12).

4. Investigations

The diagnosis ofong COVIDs a diagnosis of exclusion, so it is essential to make an adequate

differential diagnosis to rule out otheliseasegseeAnnex 13).

At the first visit, after considering that we are dealing with a patient with probliig COVInd

depending orthe symptomatology, it is recommended to request the following diagnostic tests:

Blood tests:full blood count, ESRCRRP ferritin, vitamin B12, folic acid, TSH, proteins, albumin,

[@]3

glucose, renal profile (creatinineslectrolyteg, lipid profile, liver pofile (AST, ALT), vitamin

D250H, LDH, CK (compare with previglosdtests ifthey were taken in the pakt
In somecasesthe following can also be requestedortisol (if fatigue or cognitive dysfunction),
ANA andRF(if arthralgias, persistent fever or mucocutaneous manifestations)inir (if chest

pain or dyspoea), troponin T and NproBNP (if fatigue, chest pain or dysga)

ECG

(@]

(@]

Chest Xay if respiratorysymptoms(cough, chest pain, dyspea), fatigue or persistent fever

(@]

Lung abdominal, joint ultrasound if necessary

(@]

Spirometry ifrespiratory symptomsgcough, chest pain, dyspea) or fatigue

Theinvestigationglerived from each symptom are not mandatory, they depend on the individualized

medicalassessment.

12



Full blood count Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
ESR, CRP Yes Yes Yes Yes Yes Yes Yes
ferritin Yes Yes Yes Yes Yes Yes Yes Yes
Vit B12 folic acid Yes Yes Yes Yes

TSH Yes Yes Yes Yes Yes Yes
Proteins, albumin Yes Yes Yes Yes
Glucose Yes Yes Yes Yes
Renal (creatinine, Na, K Yes Yes Yes Yes Yes
Liver(AST, ALT) Yes Yes Yes Yes
Vit D250H Yes Yes

LDH Yes Yes Yes
CK Yes Yes

Cortisol 8h Yes Yes

IgA antiTG Yes Yes Yes
Immunoglobulins Yes Yes Yes Yes Yes
Lipase Yes

D-dimer Yes Yes

Troponin T, NproBNP Yes Yes Yes

Serologes Yes Yes Yes Yes
ANARF Yes Yes Yes Yes
ASLO Yes

Abdominal ultrasound Yes Yes
Stool culture Yes Yes
Stool parasitesest Yes

StoolH. pyloriAgtest Yes

Calprotectin Yes Yes
Digestive endoscopy Yes

Urine sedimentculture Yes Yes
Edocardiography Yes Yes Yes Yes Yes Yes
Spirometry Yes Yes Yes Yes

ECG Yes Yes Yes Yes Yes

Chestx-ray Yes Yes Yes Yes Yes
Lung ultrasound Yes Yes Yes

Joint ultrasound Yes

Fundoscopy Yes

Tuberculin test Yes Yes
BR HR Yes Yes Yes Yes Yes Yes

02 saturation Yes Yes Yes

13



5. Treatment

Healthcare professionals must understand that this new situation can radically change the lives

of patients and families and that at present there is no curatigatment or a clear prognosis.

Therefore, it is essential to give validity to what patients explain, empathize with uncertainty

and offer all available tools to try to recover the previous state of health.

Since the cause dbng COVIlhas not yet beerestablished, treatment will be based on

symptoms.

Pharmacological and ngosharmacological measures will be taken, addressing both physical and

emotional health.

The recommendations given to patients should be aimed at understanding the situation
(explaning that the recovery process can be long and improvements can be slow with relapses),
minimizing possible triggers (stress, lack of rest or hours of sleep, physical or mental activity
greater than tolerated) and continue physical or cognitive activipgpessively adapting to the

current situation.

The patient will be offered tools for the control, management,-&kelbwledge and monitoring

of their symptoms (sednnex 4, 15, 16).

6 Symptomdiary (look for triggers) and sleep pattern log
6 Fatigue controhdvice

6 Sleep recommendations

6 Physical and respiratory exercise

6 Cognitive exercise

6 Dietary recommendations

6 Smelltraining (if anosmia)
Themain objectiveis to recoveras soonas possiblethe schoolactivity that | the patient had

beforewith the leastschoolabsence

6. Referralcriteria

It is essential a global vision and accompaniment of the patient from primary care.

14
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Referral to the emergency department

The presence of warning signs requiring urgent attention shoulassessed:

O« O« O« O« O« O« O« O« O« Ox¢ Ox¢ Ox¢ O«

(@]

Suspected sepsis, Kawasaki disease or HIMS
Headache with abnormal neurological exam and/or smnsndocranial hypertension
Focal neurologic signs

Worsening of respiratory diess withO2 saturatior 92%
Suspected rhabdomyolysis

Fever and joint swelling

Oral intolerance

Dehydration

Acute abdomen

Heart failure, paroxysmal supraventricular tachycardia
Kidney or liver failure

Severe anaemiédb<7 g/dl)

Anaphylaxis

Suicideattempt

Referral to speciasts or long COVIminits

If necessary, the patient will beeferred to specialists ol.ong COVIDnits according to the

possibilities of the territory and theeferral centre.

The referral will be considered if the patient presewith Long COVIBymptomsafter 8 weeks

(individualizedepending on the cageof the onset of symptomsafter having made an initial

evaluation with firstline investigationsrecommendations and symptosdiary in the previous

weeks.

Rehabilitation

T
0

0

Moderate or severdatigueaccordingo FACIJF scale
Exercise intolerance

Moderate or severe dysmea on the mMRC scafexx H 0

Child and Youth Mental Health Servid€YMHS)

~

(0]

Depression

0 Anxiety

15
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0 Selfharm
0 Eating disorder
0 Conversive disorder
0 Insomnia refractory to sleep hygiene measures

School PsychopedagogicauidanceTeam
0 Alteration of concentration

Low academic performance compared to previous state

O«

Low tolerance tamental exertion

O«

It is necessary to inforrthe teacher of the studen{model of letter in Annex 18) abotihe
situation in whiclthe child or adolescernis at that moment, so thathe appropriate evaluations
canbe carried out by thePsychopedagogic@uidanceTeanischool, as well as the pedagogical
adaptations and appropriate interventions depending on the degree of cognitive impairment

and theclinical cours€érecommendation®\nnex D).

Pulmonology/Allergy

6 Dysprmea of anyintensity

0 Persistent cough aftdirst line investigations

6 Abnormal chest Xay

0 If spirometryis neededand it is not possible to perform it in primary care
6 Spiromety alteration

6 After an episode of anaphylaxis (allergy)

Gastroenterology
6 Abdominal pain 2 episodes/month and moderatsevere intensity that do not resolve
with analgesia

0 Suspected inflammatory bowel disease

6 Dysphagia
Cardiology
6 ECG alterations
6 Chest pain with exercise
6 Palpitationspre-syncopeor syncope

16



Neurology
0 Headache B episodes/month and moderatgevere intensitywith no responseto

analgesia

0 Persistent acute vertigo (>1 week), suspected central vertigo (progressive onset,
horizontal or vertical nystagmusgeurological symptoms), migraine, epilepsy

0 Paraesthesiavith muscle weakness and/or sphincter involvement

Infectious diseases
o ' EAfELINE ¢O xoTdpd/ F2NI Y2 aBology&fteryirstine 6 $S1a 6.

tests

Rheumatology
0 Muscle or joint pain with functionalisabilityor daily need for analgesia after fifgte
tests
1 Joint swelling or suspicion @frthritis andor elevation of acute phasereactantsor
analyticalalterations that suggest an autoimmune disedg@dNA>1/160RFpositive,

cytopenia, ASLO positiyelevationof CKR

O«

Suspicion of an autoinflammatory disease

Dermatology

0 Urticaria> 6 weeks

0 Alopeciaareata
ORL
0 Anosmia that does not improve after 3 monthssofelltraining
0 Persistent acute vertigo (>1 week), suspected peripheral vertigo (rapid onset, horizontal
nystagmus, inhibited with gaze fixation, positive Romberg) with hearing loss, vestibular
neuronitis, ifantile benign and positional paroxysmal vertigo, cholesteatoma
0 Tinnitus constantly presentinilateral or asymmetriayith hearingloss or vertigo
0 Dysphonia and dysphagia
7. Followup

Followup visits can be alternated virtually or by telephone with famdace visits at 1, 2, 3

months of infection and then every 3 months (more frequent depending ortlih&al course

It is recommended to follow ufhe patientuntil after 6months without symptoms.
17
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Annex 1. Pain assessment scales

In the following scales the pain will be evaluated as follows: rAdghaints, moderate 4 points,

severe 810 points.

FLACC scalehildren from 1 month to 3 years old and roallaborating children)

Behaviour 0 1 2
Face No particular expression or smile Occasional grimace or frown, Frequent to constant quivering
withdrawn, disinterested chin, clenched jow
Legs Narmal position or relaxed Uneasy, restless, tense Kicking or legs drawn up
Activity Lying quietly, normal position, Squirming, shifting, back and Arched, rigid or jerking
moves easily forth, tense
Cry No cry (awake or asleep) Moans or whimpers; occasional Crying steadily, screams, sobs,
complaint frequent complaints
Consolability Content, relaxed Reassured by touching, hugging Difficult to console or comfort

or being talked to, distractible

Wong Baker scal€3-7 years)

Wong-Baker FACES™ Pain Rating Scale

NN —_— —_ - LA

O o0 0 N -
~ e (58] ) —~ ° W%

u Noa?’ —— e X [\
No Hurts Hurts Little Hurts Hurts Hurts
Hurt Little Bit More Even More Whole Lot Worst

21983 Wong-Baker FACES ™ Foundation. Used with permission.

Numericalratingscaled % y &SI NA U

0 l 1 3 4 5 6 1 8 9 10

No pain Worst
possible pain
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Annex 2. Anosmia assessment scale (numerical)
It will be evaluated as follows: mild3.points, moderate 4 points,

serious 810 points.

10

Total loss
of smell
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Annex 3. Fatigue Assessment Scale (FAGQIT

It will be evaluated with the FACIT fatigue scale (version 4) as follows: absent fatichie 45
points, mild 3344 points, moderate 2B0 points, severe-20 points.

Thescalecan be found athttps://www.facit.org/measures/pedsFACIFF
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Annex 4. Medical Research Council (MMRC) modified dgeprscale

It is classified from O to 4: 0 = absent dyspa, 1 = mild, 2 = moderate, 3 = severe, 4 = very

severe.

HOW MUCH DO YOU FEEL BREATHLESS?

A

3 | stop for breath 4 | am breathless when
dressing or playing at home

before I reach 100 m
or after a few minutes and | have to stop to rest

on level ground

| get breathless On level ground | walk

| only get breathless

slower than people of the

when walking fast or
same age or | have to stop

with intense exercise
walking up a slight hill

to rest

Adapted from modified Medical Research Council (mMRC) dyspnoea scale
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Annex 5.Quality of Life Questionnaire (PedsQL): score

It measures the quality of life in the last 4 weeks. It can be completed by both parents and
children and adolescents. There is a questionnaire for children from 2 to 7 years old and another
from the age of 8Duration: less than 4 minutes.

Global Health = Total Health

It isevaluated bythe following scales:
- Physical health
- Psychosocial functioning: emotional state, social activities and school activities

The answers score from 0 to 4, 0 = neveralnfost never, 2 = sometimes, 3 = often, 4 = almost
always. They are transformed on a scale from 0 to 100: 0 =1187’5;2 = 50;3 = 25 and 4 = 0.

If they do not answer more than 50% the scores of that scale are not counted.

The points of the scaleD00are added and divided by the number of items answered.

Global health = Physical health + Psychosocial functioningtdadlivided by all the items
answered. For example: if you have answered the 23 items: Physical health maximum score 800
+ Psychosodidunctioning maximum score 1500: total 2300 divided by 23= Global health 100

http://pedsgl.org/index.html

Welfare

The gquestionnaire ends with a few questions about weihg and health in general. The
Welfare score has no correction, the maximum would be 24. Finally, the "Overall" indicator also
scores normal from O (Poor health) to 4 (Excellent health).
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P R Name and surname:
PedsQL Questionnaire
Date
Never (0) | Almost never | Sometimes Often (3) | Almost always (4) | Total | Number of | Total score
100 (1) (2) 25 0 items
75 50 answered
Physical Health
Emotional state
Social Activity
School Activity
Psychosocial Score= Total number | Total Total=
functioning of items score
(Emotional+Social+School)
GLOBAL Health Score= Total number | Total
(Physical+Psychosocial) of items score

Well-being

What is your health like?

24



Annex 6. Quality of life questionnaire (Pedsfih children from 2 to 7 yearsld

Questionnaires can be obtained attp://pedsqgl.org/index.html
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Annex 7. Quality of life questionnaire (PedsQL) from thge of 8years old

Questionnaires can be obtained dittp://pedsqgl.org/index.html
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Annex 8. Psychopathology screening questionnaifDQ)score

The Strengths and Difficulties questionnag@ questionnaire of 28ems thatcomprise5 scales
of amalysis emotional symptons, conduct problems, hyperactivity or inattention, peer
relationshipsproblemand prosocialbehaviair.

https://www.sdqinfo.org/a0.html

Eachitem scoresaccordingo three categoriesof answers 0=not true, 1 =somewhat true 2=
certainly true Eachscalescorebetween 0 and 10Thehigherthe score of thescale the more
likelyisto suffer froma mental health problem, excepfor the prosocial scale. The sum thie
first four scalegexceptfor the prosociakcale)generateghe total difficulties scoréTDS), which
value is between 0 and40 points from having noproblemsto the maximum of problems
possible.
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Annex9. Psychopathology screening questionnai(8DQ) in children from 4 to 17 yeaotd

Questionnaire can be obtained dittps://www.sdqginfo.org/a0.html
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Annex10. Assessment of functional oexerg;;,';::apacity: 1 minute sitto-stand test
It consists of sitting and getting up from the chair without puttthg hands askingthe patient
to crossthe hands on the chest), as many times as possible for 1 minute with the patient
connected to the saturator.
Before performing the test, theatient will be informed of what it consists of and will be told
that he/she can stop at the time he deems necessary/she must indicate the reason).
It should not be done in a place not supervised by health personnel if the baseline saturation is
less han 96%.
1. The minute is timed
2. The number of repetitions performed is counted

3. 02 saturation is observed for 1 minute after exercise and lmatgf waitto observe recovery

from baseline parameters

If O2 saiturationdecreases4% of the basalalueconsiderit as adesaturdion with exertion
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Annex11. Medical Research Council (MR@anual muscldaesting

It evaluates the strength of the upper and lowexttremities;the normal value would be a 5.

Absence of contraction

Contraction without movement

Active movement but not against gravity

Active movement against gravity

Active movement against gravity and partial resistanc

gl | W| N| | O

Active movement against full resistance
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Annex 2. ActiveStandTest
To assess whether there is autonomic nervous system dysfunctiomrtitbstatichypotension

or orthostatic postural tachycardia (POTS).

1. The patient is placdgling in supine positioor sitting for at least 5 minutes
2. Blood pressure and heart rate are measured
3. The patient is then placed in standing position

4. After 1 minute and 3 minutes of standing, blood pressure and heararateneasured

The diagnosis obrthostatic hypotension is considered when there is a symptomatic or
Fa28YLI2YFGAO RNRBLI Ay aeéaitaz2tA0 o0ft22R LINBaadiNB x

The diagnosis afrthostatic postural tachycardiaROTSjsconsidered when there is a sustained

increase in heart rate of more tha40 beats per minute (usually in these cases there is no

decrease in blood pressure).
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Annex 13. Differential diagnosis of specific symptoms

Differential diagnosis PC investigations | Referralcriteria

Manifestations

Assessment
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HC investigations

Treatment

failure
Wilson's disease
Adjustmentdisorder

Rehabilitation
-SchooPsychopedagogical
Guidance Team

CYMHS

-Depression, anxiety, self
harm, eating disorder,
conversivalisorder,
insomnia refractory to sleep
hygiene

Fatigue O2satHR BP Anaemia FBCESRCRP Emergency Troponin T, NT Physical and mental activity
- Physical and/or mental fatigue with| Start/end date Coeliac disease Ferritin, Vit B12, -respiratory, cardiac, renal o proBNP - Know the limits of physical and mental
moderate or small effortse(g., Frequency Hypothyroidism folicacid liver failure Echocardiography | activity to avoid worsening
showering), the patient stops Duration Adrenal insufficiency IgA antiTG -Severe anaemiéHb<7 g/dl) | Spirometry - Learn to balance rest anaktivity
because "the body does not respond Intensity Renalfailure Immunoglobulins | Cardiology Skin pick test, total | - Set a goal for the patient (go to school eve
- It takes a long time to recover (> 24 -FACITF Liver failure Vit D250H, TSH | -Abnormal cardiaphysical and specific IgE, day) and increase the number and intensity
hours) and norrestful sleep -1 min STST Heart failure Cortisol 8h exam allergen provocation| of activities gradually until reaching the goal
- Substantial decrease in school, Aggravating Respiratory failure Proteins, albumin | -It associates tachycardia, test set
social and personal activities factors Other infectionsEBY Glucose palpitations, syncope, chest| Other serologies: Sleep hygiene
- Gets worse after physical or menta| QLimpact CMV, HHV6, HIV, Liver profile pain with exercise HHV6, HIV,
overwork Parvovirus B1®Borrelia | Renal profile -Abnormal ECG Parvovirus B19,
Myopathies Seroloy EBVY -Known heartdisease Borrelia
CMV Pulmonology/Allergy
CK -It associates dyspea
ECG -Abnormal chestk-ray
ChestX-ray -Known lung disease
Rehabilitation
-Moderate or severe fatigue
according to FACIH
-If exercise intolerance
Cognitive dysfunction and emotional Start/end date Braintumour or abscess| FBCESRCRP Emergency Brain MRICT Avoid multitasking€.g.,studying and
involvement Frequency Tuberculousneningitis | Ferritin -Sgns of endocranial EEG listening to music), focus on a single task
-Difficulty inconcentration attention, | Duration Epilepsy Vit B12, foliacid hypertension Lumbar puncture Sleep hygiene
shortterm memory Aggravating Autoimmune TSH -Suicide attempt Copper, Relaxation techniques
-Clear decrease in academic factors encephalitis Glucose Neurology ceruloplasmin
performance PedsQL HypdHyperthyroidism | Renal profile -Abnormal neurological Polsomnograhy
-Changes in mood, depression, SDQ Anaemia Liver profile physical exam
anxiety, sleep disorders Kidney, liver or adrenal | Cortisol 8h -Quspected epilepsy
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Referral criteria

Treatment

Headache

BP

Start/end date
Frequency

Duration

Intensity

-NRS

Aggravating factors
QLimpact

Differential diagnosis
Tension headache
Migraine

Sinusitis

High blood pressure
Endocranial hypertension

| PC investigations
Fundoscopy

Emergency

-Abnormal neurological
physical exam

-Sgns of endocranial
hypertension

Neurology

-2-3 episodes/month
moderatesevere intensity
-Doesnot resolve with
analgesia
-Severeepisodeswith intense
vomiting

HC investigations
Brain MRICT

Analgesia as soon as the pain appears
Sleep hygiene
Relaxation techniques

Anosmia/ageusia| Start/end date Rhinosinusitis ORL Nasal endoscopy Smelltraining
Duration Nasal polyps -It does not improve after 3 Olfactomety/taste test -Snell differentscentslike lemon, rose, cloves,
Intensity Braintumours months ofsmelltraining Brain MRI eucalyptus, remembering how they smelled
-NRS Neurology -Do it for 15 seconds each, 2 times a day for at
QLimpact -If accompanied by least 3 months
neurological clinic
Joint pain Start/end date JIA ANA,RF HLAB27 Emergency Joint ultrasound Analgesia (ibuprofen)
Frequency SLE ASLO, LDH -Fever and joint swelling
Duration Rheumatic fever FBCESRCRP Rheumatology
Intensity Leukaemia Seroloy Parvovirus | -Pain with functionaldisability
-NRS Viral or bacterial infection | B19,EBY CMVM. or daily need for analgesia

Aggravating factors
QLimpact

pneumoniae

-Quspcion ofautoimmune
arthritis (ANA>1/160RFor
ASLO positive)
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Manifestations Assessment Differential diagnosis PC investigations Referral criteria HCinvestigations Treatment
Muscle pain Start/end date Viral myositis Respiratory viruses | Emergency EMG Analgesia
Frequency Dermatonyositis Ag test -Quspected rhabdomyolysis
Duration Hypothyroidism CK, ANA Rheumatology
Intensity Adrenal insufficiency TSH -Pain with functionaldisabilityor daily
-NRS Cortisol 8h need for analgesia
Aggravating factors
QLimpact
Chest pain 02 safHR BP Musculoskeletal Chestxray Emergency Troponin T, NproBNP Analgesia
-Nonspecific, poorly located, not | Start/end date Respiratory Lung ultrasound -Sgns of heart or respiratory failure Echocardiographycardiac
related to exercise Frequency -Asthma ECG Cardiology MRI
Duration -Pneumoniapleural D-dimer -Abnormal cardiaphysical exam Cardiac stress test
Intensity effusion -It associates tachycardia, palpitations, | Spirometry
-NRS -Pneumothorax syncope, pain with exercise ChestCT
Aggravating factors -Pulmonary -Abnormal ECG Skin pick test, total and
QLimpact thromboembolism -Known heart disease specific IgEallergen
Gastrointestinal Pulmonology/Allergy provocationtest
-Gastroesophageal reflux -It associates dyspea
Cardiovascular -Abnormal chesk-ray
-Myocarditis -Known lung disease
-Pericarditis
Pg/chogenic
Dysproea 02 safHR BP Respiratory failure Chestxray Emergency 6 MWT Inhaled
-Feeling ohot being able to Start/end date -Asthma Lung ultrasound -Sgns of heart or respiratory failure Sirometry corticosteroids +
breathewell enough Frequency -Pneumonia, pleural ECG Pulmonology/Allergy ChestCT LABA
-It usually appears during an Duration effusion D-dimer -Persistent dyspoea of any severity CT pulmonary angiography| Breathing exercises
aerobic exertion with an increase | Intensity -Pneumothorax FBCferritin Rehabilitation SPECIUNg scintigraphy
in respiratory rate -mMRC -Pulmonary -Moderate or severe dysmeao Y a w/ | V/QIlung scintigraphy
-1 min STST thromboembolism Flexible lbonchoscopy
Aggravatingactors -Heart failure Blood gas analysis
QLimpact -Myocarditis Skin pick test, total and
-Pericarditis specific IgEallergen
Anaemia provocationtest
Dysproea with exercise Troponin T, NproBNP
-Exercisenduced asthma Echocardiographycardiac
-Inducible aryngeal MRI
obstruction Cardiac stress test
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Manifestations Assessment Differential diagnosis PC investigations

Referral criteria HC investigations | Treatment

Cough Start/end date Sinusitis ChestX-ray Emergency Spirometry Inhaled corticosteroids-+
Frequency Asthma Lung ultrasound -Sgns of heart or respiratory | ChestCT LABA
Duration Foreign body aspiration Tuberculin test failure Hexible
Aggravating factors B. pertussis, Mpneumoniae PCRB. pertussis Pulmonology/Allergy bronchoscopy
QLimpact infection SerologyM. -Persistent cough after doing| Sputum culture
Tuberculosis pneumoniae first line testing Skin pick test,
Gastroesophageal reflux FBCESRCRP -Known pneumopathy total and specific
Heart failure Immunoglobulins IgE allergen
Psychogenic cough provocation test
Palpitations Activestandtest Extrasystoles ECG Emergency Holter 24h
-BP and HR supine and | Tachycardia TSH -Sgns of heart failurePS\I Echocardiography
standing -PSVT FBCferritin Cardiology
Start/end date -POTS -Abnormal cardiaphysical
Frequency -Hyperthyroidism exam
Duration -Anaemia -It associates chest pain,
Aggravating factors -Fever, drugs, exercise, stress syncope
QLimpact -ECG anormaPOTS
-Known heart disease
Dizziness Activestandtest Vertigo ECG Emergency Echocardiography | Adequate water and salt
-Autonomic nervous system - BP and HR supine and | Anaemia FBCferritin -Sgns of heart failure Tilt test intake
dysfunction with orthostatic standing Hyperthyroidism Renal profile -Severe anaemigHb<7 g/dl) Gradual daily physical
hypotension, vasovagal syncopq Start/end date Vit D250H, TSH Cardiology exercise (setting goals,g.,
and orthostatic postural Frequency -Abnormal cardiaphysical going back to school)
tachycardia syndrome (POTS) | Duration exam Sleep hygiene

Aggravating factors
QLimpact

-It associates chest pain,
syncope

-ECG anormal, POTS
-Known heart disease
Neurology

-Persistent central or acute
vertigo>1 week

ORL

-Persistent acute vertigo>1
week, hearing loss
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Manifestations Assessment Differential diagnosis PC investigations
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Referral criteria

HC investigations Treatment

Perniosis

Recurrentral ulcers
-Minor idiopathicrecurrent
aphthous stomatitis
-Anaemia

-Neutropenia

-PFAPA

-Coeliac disease
-Herpetic stomatitis
-Behcet's disease
Alopecia

-Tinea capitis

-Alopecia areata
-Traumatic alopecia
-Iron deficiencyanaemia

Fungal culture

-Urticaria>6 weeks
-Alopecia areata

Gastrointestinal Weight,BMI Gastroenteritis FBCESRCRP Emergency Calprotectin Analgesia
-Anorexia Start/end date Intestinal parasites Ferritin, Vit B12, foliacid -Oral intolerance Urine Calcreatinine index| Probiotics
-Nausea/vomiting Frequency Inflammatory bowel disease IgA antiTG -Sgns of dehydration Digestive endoscopy PPI
-Diarrhoea Duration Coeliac disease Immunoglobulins -Acute abdomen MR enterography, Lactosefree diet
-Abdominal Intensity Pancreatitis Vit D250H, TSH -Suspcion of PIMSTS abdominalCT Dietary
pain/bloating - numbervomiting or Appendicitis Proteins, albumin Gastroenterology recommendations

diarrhoea/day Mesenteric adenitis Glucose -Suspicion oinflammatory

-mucus/blood in &eces | Urinary tract infection Liver profile, lipase bowel disease

-NRS fopain H. pyloriinfection Renal profile -2-3 episodes/month of

Aggravating factors Lactose/fructose intolerance Urine sedimengnd culture moderatesevere abdominal

QLimpact Irritable bowel syndrome Abdominalultrasound pain that does not resolve with

Hypercalciuria Stool culture analgesia
PIMSTS Stool parasites test
StoolH. pyloriAg test

Mucocutaneous Start/end date Exanthems FBCESRCRP Emergency PCRherpes simplex virus| Antihistamine
manifestations Frequency -Otherviruses EBV Parvovirus ferritin -Anaphylaxis, suspected sepsi| Skin pick test, total and | Topical
-Rashes Duration B19,HIV. M. pneumoniae Vit B12, foliacid Kawasaki or PIMBS specific IgEallergen corticosteroid
-Dermographism Aggravating factors -Drugs IgA antiTG Allergy provocationtest Analgesia
-Perniclike QLimpact -Food Immunoglobulins -Food allergy Zinc
-Oral sores, gksodynia -Kawasaki disease, PIMS TSH, ANRF -After an episode of
-Trichodynia, telogen -Dermatitis artefacta Serologes EBVM. pneumoniae, | anaphylaxis
effluvium, alopecia -Systemic JIA, SLE Parvoviru8819,HIV Dermatology
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Fever

Start/end date
Frequency
Duration
Maximumtemp
Aggravating
factors
QLimpact

Prolonged fever

Adenovirus infection
Infectious mononucleosis
Urinary tract infection
Tuberculosis

Pelvic discitis/osteomyelitis
Endocarditis

Sinusitis

Mastoiditis

Abdominal abscess
Salmonellanfection

Malaria
Visceraléishmaniasis

Cther infections: B. henselae, M.
pneumoniae Parvovirus BLHIV,
ToxoplasmaBrucellaBorrelia,
Rickettsia

Malignancy

-Leulaemia, lymphoma
-Neuroblastoma
Autoimmune diseases

-JIA

-SLE

Hyperthyroidism
Inflammatory bowel disease
Kawasaki disease, PIMS

Recurrentfever

-Selflimiting sequential infections
-PFAPA

-Cyclic neutropenia
-Autoinflammatory diseases

PC investigations

Respiratory viruses Ag

test

EBV, CMVserology
Urinesedimentand
culture

Tuberculin test
ChestXray
FBCESRCRP

Liver andenalprofile
Ferritin

LDH, ANARF TSH
Vitamin D250H
Immunoglobulins
Stool culture
Abdominalultrasound

Referral criteria

Emergency

-Suspicion ofepsis, Kawasaki, PIMS
TS

Infectiousdiseases

Axtempko T dp o/ F2NJ
weeks without having foundetiology
after firstline tests

Rheumatology

-Suspicion oéutoinflammatory
disease

HC investigations Treatment

Other serologiesB. henselae, M.
pneumoniae Parvovirus BLHIV,
ToxoplasmaBrucella, BorreliaRckettsia
Blood cultures

Peripheral bloodsmear
Calprotectin

Echocardiography

Bone MRbr bone scintigraphy
Mastoid/sinusesCT
Chest/abdomen CT

Brain MRI/CT

Digestive adoscopy

Lymph node biopsy

Bone marrow aspirate

PETCT

Antipyretic
drugs
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Annex14.Symptomdiary First andlastname: Date:
Mo | Tu Th | Fr | Sa | Su | Mo Tu | W | Th | Fr | Sa | Su | Mo Tu | W | Th | Fr | Sa | Su | Mo Tu Th | Fr | Sa | Su

Have | had fever?

Have | had cough? (yes/no)

Have | felt fatigued/exhausted?

Have ffelt that | cannot get enough
air in, my chest feels tigh¢

Have | had headaché?

Have | had chest pairt?

Have | noticed palpitations/that the
heart is going faster? (yes/no)

Have ffelt dizzy? (yes/no)

Have | had muscle paif?

Have | had vomiting? gmber)

Have | had diarbea? umber)

Have | had tummy pairf?

Have | been able to go to
school/institute?

Have | been able to do sports/leisurg
activities? (yes/no)

Have | slept/rested well? (yes/no)

Have | felt sattliscouraged? (yes/no),

Have | had a hard time concentratin|
(reading a book, following a movie)7
(yes/no)

Have | forgotten what | was going to
do, basic things of the day? (yes/no),

1. If fever, indicate in the box maximum temperature of the day
2.
3.
when doing activities of the ddike dressing or showering)
4,
5.
Other symptoms can be added in the blank left boxes.

Mark fatigue according tmtensity (1 = nae, 2 = a little, 3 some 4 = a lot, 5 ®xtreme)
Mark breathlessessaccording tantensity (0 =none, 1 =out of airwhen climbing stairs or walking fast, &t of airwhen walking on plain, 3 eut of airwhen walking <100m and | have to stop, dut of air

Mark pain according totensity (on a scale from 0 to 10, O =m& 10 = unbearable)
Mark school attendance based on time I've gode=(haven't gone all day, 1 = I've been half aaldgss, 2 = I've gone all day)
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Annex15. Sleep pattern record First andlastname: Date:
Fillit in each morning when you get up and do it for at leb&taysin a row (includes weekend)
Mo Tu w Th Fr Sa Su Mo Tu Th Fr Sa Su

Went to bed at (hour)

Fell asleep athour)

Wokeup at (hour)

Slept in total fumberof hours

I woke up duringthe night
(number oftimes)

Reason to wake uguring the
sleep(noise,heat...)

Have you taken a nap? (yes/n

Napduration (minutes)
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Annex 16. Recommendations for patients witbng COVID

Fatigue control

Maybe there are days wheyou notice fatigue that doesn't allow you to get out of bed, your
muscledeel heavyand you can't move. You may notice tledter walking a little bit you have to
stop or that anything that was simple now you can't do it, you have to leave it halfway.

Sametimes these activities are physical (walking, doingidavork, talking...) and sometimes
mental (reading a book, concentrating arlessonwatching a series or listening to music...)

There are other moments that you find yourself better, y@ncourage yourself to do things and
then or the next day you get worse again and so cyclically.

Plan

Prioritize - e
THESKEYS  Rest N ¥

Listen to yourself A A

Exercise =

PLAN AND PRIORITMBat should you do today? What is a priority of all this? Are there things
you can do another day? Organize your physical activity (walkidging up the room,
exercising...), mental activity (reading, being on your computer, listening to music.apawd all
think about when you will rest.

o8
Morning oY
Afternoon gt % ‘k 5
Evening &,

RESBurely there will be times of the day when you will have to rest. It is best to get to rest when
you still have a little energy and that's why it's important to plan and listen to yourself.

Anticipate that state of maximum fatigue to charge the battenmore easily.

LISTENVhen you are doing any activity you should try not to do the maximum effort that then
leaves you unable to do anything else. That's why this scale is useful:

7‘ BORG SCALE rote of perceived exertion "

Nothing

Very Easy

Easy

Comfortable
Somewhat Difficult
Difficult
Hard

Very Hard

Extremely Hard

Blo|ow|v|lo|u|s|w|n|=

Maximal/Exhaustion

000

Put it in a visible place and it will hetip regulate yourself. The ideal is to be betweed and
when the activity starts to be heavy (because gt breathlessyour head hurts, your legs get
tired, it getsdifficult to pay attention ...) you should stop.
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GradualphysicaEXERCISigapted to yous essentiafor recovery. Surely you will not be able to
do what you did, but activating yourself, stopping being at rest all day, will gradually allow you to
endure more and more.

Sleep recommendations

Place:

The bed should be a place used diolysleeping

0
0 Suitable environment: ventilated, silent, with low light and pleasant temperature

Schedule and time:

0 Get up and go to sleep every day, at the same time, maintaining a fixed and regular sleep
schedule, adapted to the age and needs of each perso
0 Avoid more than an hour of variation between school days and holidays

Previous activities:

Limit the use of television, computer and maobile phone in the room at night

Avoid paying attention to worriesyatchingaction or scary movies @rgue

Avoid significant physical exertion before going to sleep

Dine at least an hour before bedtime, avoiding excess fluids, try not to go to sleep on an
empty or too full stomach

Avoid the consumption of stimulants amther substances that affect sleep: chocolate,
sugar, cola, tobacco, alcohol or caffeine

O¢ O¢ O¢ O«

O«

Daytime habits:

Promote exercise practice on a regular basis

Spend some time outdoors every day

Limit sleep during the day outside of recommended hours

Establish regular naps during the day and appropriate in duration and schedule, according
to individual needs and age. Avoid long naps, especially near bedtime

Q¢ O¢ O¢« O«

Psychological state:

0 Building self-confidenceto face daily challenges increases the ability fadl asleep
autonomously

0 Promote a calm and communicative farmefyvironment

0 Establish positive associations with sleep so that the child sleeps autonomously and
without the help of the parents

0 Talk during the day about possible concerns around sleepgaggon small aids that can
facilitate to sleep autonomoudy (dim light, reassuring thoughts, guided sleep with a
"mindfulness” approach, breathing techniques and imagination)

0 Trying hardto get to sleep andooking frequently whatime it is cansometimes make

things worse It is preferable to focus on body rest as a goal and occupy the mind with
calm thoughts
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Physical and respiratory exercise

Walk every day, in contact with nature including any green space (parks, gardens, mountain).
PROPOSAL OF EXERCISES AND GENERAL RECOMMENDATIONS FOR CHILDREN AND
ADOLESCENTS WITH SYMPTOMS OF MILD FUNCTIONAL INVOLVEMENT SECONBARY TO
COVID

SPORTS ACTIVITIES

It is recommended to return to the usual sports activity progressiusigially 1 day a week of
training and when it is tolerated to move to perform 2 days a week. Subsequently restart
competitions/matches.

AEROBIC TRAINING

Perform global aerobic exercises:53times a week starting with 15 minutes and gradually
increasing until 45 effective minutes. Examples: walking or cycling.

Start with a Borg scale of 3, until you reach a maximum@f 5

*‘ BORG SCALE rate of perceived exertion "
Nothing
- Very Easy
Easy
Comfortable
Somewhat Difficult
\ o Difficult

Hard

Very Hard

Extremely Hard

20000

’g&‘on\lomawnu

Maximal/Exhaustion

BREATHING EXERCISES
Abdominaldiaphragmaticbreathing

In a sitting position, with your knees bent, place both hands on your abdomen. Catch air deep
through the nose with your mouth closed (when breathing, the abdomen will relax causing your
hands to rise). Place the lips as if whistling and take out theaasipely, slowly and gently (when
expelling theair, the abdominal musculature will become depressed and return to the initial
position).

Repeat the exercise 5 times, with a frequency of 2 times a day. Progresd foréfetitions.
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MUSCLISTRENGTH EXERCISES

Exercises that follow functional movemerase recommendedtraining of large muscle groups
will be performed with exercises coordinated with breathing. Free weights, elastic bands, or the
body weight itself may be used.

Strength exerises are recommended-2 days a week.-3 sets can be performed according to
tolerance of 810 repetitions. With minimum rest of 1 minute between sets. The use of free
weights is recommended from 14 yeanisl.

Examplefor lower extremities: squat

/r
/
or sit and get up from a chair, march
with obstacles, go up and down stairg
(" L

Legs extended and feet resting on the grour
Place thehands shoulderwidth apart on the
ground with the elbows in extensiorBring your

_ chest close to the floor by flexing your elbows a

return to the starting position.

f ' Place lands shoulder width apartleaning on
the wall. Carry the weight of the body towarg
the hands without moving the feet off the
ground. Hold for 3 seconds and return to th
starting position.
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Stretching

At the end of the exercisechedulejt is recommended to perform global stretches.

Hamstringandtricepssurae muscles stretcWith the
back straight, one leg flexed and the other extend
try to bend the hip towards the leg extended. Hold
30 seonds Do 3 to 5 repetitions After that return to
the initial positionand switchsides

Pectoral muscle stretchingtanding in the corner of
wall, putyour arm with a flejon around 90, twist
gently the trunkaway from the armuntil youfeel the
stretch of the pectoral muscle without pairtdold 10
30 seonds Do 3 to 5 repetitions After that return to
the initial positionand switch sides.

Creative Commons®

Authors: Text: Dr. Roser Coll Fernandez and Dr. Ariadna Riera Castell6
Drawings: Dr. Carlos Lopez Castillo

Coqgnitive exercise

Follow the instructions recommended by the educational psychologist or teachers to promote
recovery.

Dietary recommendations

Healthy/balanced diet and adequate fluid intake.

Avoid excessive intake of dairy products, starches, carbonated beverages, industrial pastries and
sorbitol, especially if abdominal pain or diavga.

Smelltraining (if anosmia)

Smell 4scentsevery day 2 times a day for 3 months: rose, eucalyptus, lemon, cloves

6 Choose a smell, smell it for 15 seconds, trying to remember how it smelled before
0 Restfor 10 seconds

6 Smell the next one for 15 seconds

0 Restfor 10 seconds

0 Repeat untiyou complete the 4scents
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Annex 17. Patient/family infographic
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How is it possible that you have not recovered to normal health after weeks
of SARS-CoV-2 virus infection?

You could meet the diagnostic criteria for Long COVID

Common symptoms

Physical and mental fatigue
Shortness of breath

Headache

Chest pain

Palpitations

Joint or muscle pain

Abdominal pain, vomiting, diarrhoea
Loss of smell and taste

Rashes

Sometimes they are intermittent

As it is not yet known why this
occurs, we do not have a specific

treatment

5

Get daily physical and mental activity
without overdoing it and rest when necessary

Ensure a good night rest

Eat a balanced diet
and have an adequate water intake

Your primary care paediatrician will make you an
assessment, offer you support and follow-up
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Annex 18.Long COVIpatient medicalreport for the school

Date:

To the attention of the teaching staff of the educationahtre,

B LTS 110 1= o | AP has. symptoms
consistent with "@ediatriclong COVID This means thaafter being evaluated in thegediatric
consultation, in accordance witthe Recommendations for the clinical management of children
and adolescents wittong COVIDfthe Catalan Society oBBdiatrics, we consider that SARSV

2 virusinfectionhas caused symptoms beyond 12 weeks.

This entity can cause a variability of symptoms such as fatleathlessnessheadache, low
tolerance to physical and mental effort, decreased academic perfoc@aconcentration...)
among others. It is not possible to determine what the total recovery time will be. The fallow

is being carried out in accordance with the aforementioned document. The main objective is that
the student recovers as soon as possithe school activity that he had before with the least

school absence

For this reason, it is requested that the appropriate evaluations be carried out by the school

(Psychopedagogical Guidance Téamd the corresponding professionals in order to catriythe

most appropriate adaptations and psychopedagagjinterventions in this case.

We are at your disposal for any information you need.

Best wishes

Dr.
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Annex 19. Recommendatiorts improve school learning

Children and adolescents wikbng COVIEnay have concentration problems (sustained attention)
that impact their verbal memory and working memory capacity (ability to maintain information
while doing complex tasks), reduced processing speed, and exedifficalties. They may also

have anxiety or mood disorders.

All these symptoms have a great impact on their school learning and it is necessary to adapt the

school rhythm to the neuropsychological deficits presented by the child or adolescent.

Below are some recommendations to assess, however you must follow the instructions of the
psychopedagogue or specific teachers according to the degree of cognitive involvement and the

progressiorof each case.

Recommendationgo improve school learning

- Give the time necessary to finish the tasks

- Avoid adding pressure in reference to time or demand

- Make frequent breaks

- Manage time through flexible and realistic schedules

- Ensure that previously learned information can be remembered before submidtimew one
- Use external aids to enhance learning (notes, drawings, lists, recordings)
- Simplify information

- Provide written instructions

- Avoid performing activities simultaneously

- Choose the least complex version of an activity

- Reduce the volme of homework

Recommendationgluring exams

- Giveextratime duringexams

- Allow books to be used during exams

- Avoid long exams, fragment activities into shorter tasks

- Considetthe option of performing some exams orally
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Annex 20.Checklist for consultation
CHECK LIST
Anamnesis

] Ask about thesymptomsof the acute phase of infection

] Ask about current symptom@ise thelist in the introduction as a guide; asseksation,
frequency, triggers or aggravating factorajmericalrating scale for pain, FAGH for
fatigue, MMRC for dysjpea)

L] Ask about daily life, pass quality of life assessment questionnaire (Peds@siger if
specificpsychopathology screening (SPp®needed

] Askaboutfamily, personal angast medicahistory

Physical examination

L] Perform complete physical examinatiangasure vital signsveight and height

] Evaluate functional cexercisecapacitydepending on the symptom@ min STST)

[ Evaluate muscle strengttepending on the symptom@®IRC scale)

] Bvaluate orthostatic hypotension or orthostatic postural tachycardiépending on the

symptoms(activestandtest)

Investigations

L] Review the differential diagnosis of the specific symptom

] Request additional tests according to clinical suspicion

Treatment

[ Assess whether treatment is needed

Referralcriteria

] Check ithe patientmeets specialized care referral criteria

Follow up

| Give symptom diary and sleep pattern log
| Giverecommendations to the patient
| Give the next followup appointment
In case of doubtand/or suggestionaboutthis guidelineyou can contact:

covidpersistentpediatria@gmail.com
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