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Abstract

Objective: There are some concerns regarding long-term complications of COVID-19 in children. A systematic review and
meta-analysis was performed evaluating the respiratory symptoms and pulmonary function, post-SARS-CoV-2 infection. Meth-
ods: A systematic search was performed in databases up to 30 December 2022 . Studies evaluating respiratory symptoms and
pulmonary function after COVID-19 infection in children were selected. The major outcomes were frequency of respiratory
symptoms and mean of spirometry parameters. Pooled mean with 95% confidence intervals (CIs) was calculated. Results: A
total of 6 articles with 272 patients were included in meta-analysis. Dyspnea and cough were the most common symptoms. The
meta-mean of forced expiratory volume (FEV1) and forced vital capacity (FVC) was 101.72%, 95% CI= (98.72, 104.73) and
101.31 %, 95% CI= (95.44, 107.18) respectively. The meta-mean of FEV1/FVC and Forced expiratory flow at 25 and 75% was
96.16 %, 95% CI= (90.47, 101.85) and 105.05 %, 95% CI= (101.74, 108.36) respectively. The meta-mean of diffusing capacity
for carbon monoxide was 105.30%, 95%CI= (88.12, 122.49). There was no significant difference in spirometry parameters before
and after bronchodilator inhalation. Conclusions: Despite of some clinical respiratory symptoms, meta-results showed no ab-
normality in pulmonary function in follow-up of children with SARS-CoV-2 infection. Disease severity and asthma background

had not confounded this outcome.

Introduction

The coronavirus disease 19 (COVID 19) which spread worldwide during few years ago, caused great challenge
in health, economy, social and environment (1). This mysterious virus represents with very heterogeneous
organ involvements. The most prevalent presentations are fever, cough and anosmia (2). In spite of most early
reports considered mild infection in children, gradually increasing concerns was developed about long-term
complications of disease (3, 4). Early in 2020, there were several reports of a disease mimicking Kawasaki
in children, which present with fever and muco-cutaneous as well as multi-organ involvement. Majority of
patients with this new emerging syndrome, represent with cardiac involvement and require intensive care
unit (ICU) admission (5). After that, many data were released about severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) infection in children with more morbidity and mortality.

Autopsy examination in patients who dead due to COVID 19 has shown different grades of fibro proliferative
procedures and diffuse alveolar injury. Therefore, it seems that COVID 19 survivors might be at risk for
respiratory sequel and persistent impaired pulmonary function tests. According to expected pathophysiology,
restrictive pattern is more probable. Available data has revealed that abnormal diffusing capacity for carbon
monoxide (DLCO), which is relevant with severity of acute illness, is the most prevalent result in pulmonary
function test (PFT) of post-acute patients. While ground grass opacities is most common in high-resolution
computed tomography (HRCT) of them (6, 7). A recent meta-analysis has shown that 77% of infected



patients with SARS-Cov2 had abnormal lung computed tomography (CT) in acute phase (2). Several
studies reported persistent post-COVID 19 respiratory symptoms. In one study, 25-42% of patients reported
moderate to severe dyspnea, 4-8 weeks after hospital discharge (8).

Because of continues growth and development of respiratory system in pediatrics especially during infancy
and early childhood, they are more vulnerable to pulmonary sequel (9).

Pulmonary function test is one of methods, which can evaluate long-term pulmonary sequel in survived
COVID 19 patients. This is safe, objective and more favorable than imaging. This tool is useful in assessment
of degree of airway restriction and obstruction (9).

To the best of our knowledge, there is not any systematic review and meta-analysis regarding long-term
respiratory outcome in pediatric population post-SARS-CoV-2 infection. Since future of pediatric survivors
of COVID 19 is uncertain, we have conducted present systematic review and meta-analysis to summarize
available evidence and define the gapes, which may initiate future studies.

Methods :
Literature Search strategy and Study selection

Relevant databases including Medline, Web of sciences, Embase and Scopus were searched comprehensively
to assess literature up to 30 December 2022 in English language. The search terms were including “COVID-
19 or corona virus 2019” or “SARS-CoV-2” AND (“pulmonary function” OR “pulmonary diseases” OR “lung
problem”) AND ”children” and ”pediatrics”. They were used separately or/and in combinations to obtain
the eligible documents. The references of eligible articles were searched manually to find additional relevant
papers. This study was conducted in adherence to the Preferred Reporting Items for Systematic Reviews and
Meta-Analysis (PRISMA) statement (10). The current study was based on published articles. Therefore,
consent form was not needed. Two researchers (EB and NM) independently reviewed titles and abstracts of
all studies to identify relevant articles. Articles were including according to following criteria: (1) English
language, longitudinal or cross-sectional studies evaluating the pulmonary function and clinical symptoms of
children after COVID 19 infection (2) spirometry parameters have been measured (3) the study population
were pediatrics. Case reports, case series, letter to editors, unpublished reports, duplications and laboratory
studies were excluded. In duplicate articles, the recent and more informative one was included. Included
articles were assessed using Newcastle-Ottawa Quality Assessment Scale (NOS) for cohort and cross-sectional
studies (11) if a study obtained five stars it was considered as good quality.

Data extraction

Two independent researchers (EB and NM) extracted data from eligible studies. A data collection sheet was
used for data extraction. A third author (SGh) judged disagreement between EB and NM. Data from each
study were including: author’s name, year of publication, county of study, study design, number of studied
patients, age range of children, interval between COVID 19 and pulmonary function assessment, mean+
standard deviation (SD) of spirometry parameters and frequency of respiratory symptoms.

Statistical analysis

The meta-mean with 95% confidence interval (CI) was calculated based on the mean and SD of spirometry
parameters. If a study only reported the median, range and/or inter-quartile range (IQR); mean and SD
were estimated, according to Hozo et al (12). The Cochran Q statistic and inconsistency index (I?) were
used to assess the heterogeneity among studies. If 12 was more than 50%, and p value was lesser than 0.05,
heterogeneity was considered significant. The random effect model was used in significant heterogeneity,
whereas the fixed effect model was applied for non-significant heterogeneity. To assess the stability of
the results, sequential omitting of individual studies in the meta-analysis was performed using sensitivity
analysis. Subgroups were analyzed based on disease severity. Probable confounders were verified using meta
regression. The standardized mean difference (SMD) was calculated in studies, which measured spirometry
parameters twice. Publication bias was assessed using Egger’s linear regression test. Agreement between



authors in data selection and extraction was assessed using Cohen’s kappa statistic. Statistical analysis was
performed using Comprehensive Meta-Analysis (CMA) computer program (Biostat, Englewood, NJ). A p
value less than 0.05 was considered as statistically significant.

Results:
Literature search

A diagram of study selection is presented in figure 1. In primary search, 5834 papers were obtained evaluating
the respiratory function and symptoms subsequent to COVID-19 in children. During screening process, some
studies were excluded because they were review article or case series. Some studies were excluded because
they studied adults, or evaluated respiratory function and symptoms during COVID-19 infection. Some
studies were excluded because of duplication. Finally, seven articles including 345 patients were enrolled
in the present review (13-18). Eligible studies were including 5 cross sectionals (13, 14, 16, 17, 19) and
2 longitudinal studies (15, 18). In one study the z score of spirometry parameters were reported. It only
included in systematic review (16). Details of eligible studies are presented in table 1. Cohen’s kappa statistic
for interrater agreement in data selection and extraction was 0.98, p value<0.0001.

Systematic review of respiratory symptoms and spirometry parameters

Seven studies from Italy, Turkey, Germany and USA evaluated the clinical symptoms and respiratory func-
tions in children post COVID-19 infection. Sample size ranged from 16 to 82 participants. The age of
patients was varying from 7 to 15 years. Respiratory function was evaluated at least 6 weeks after infection.
The most common clinical symptoms were cough, dyspnea, exercise intolerance and fatigue. In two studies
no respiratory symptoms were reported (14, 19). Regarding spirometry parameters, four studies reported
that COVID-19 did not affect respiratory functions (13-16) and three studies reported that it could affect
pulmonary function (17-19). In four studies patients with a history of asthma were excluded (13, 14, 17, 19).
In two studies spirometry parameters were measured before and after bronchodilator inhalation (13, 18). In
five studies all types of COVID-19 were included (15, 17-19) and in two studies only mild or asymptomatic
patients were enrolled (13, 14). Among 7 eligible studies, one study reported the z score of spirometry
parameters (16). So it not included to meta-analysis.

Meta-analysis of spirometry parameters

The spirometry parameters were reported in seven articles (13-18). In Knoke study the z score of parameters
were reported (16). So, it does not include to meta-analysis. In two studies, spirometry parameters were
reported pre- and post-bronchodilator inhalation (13, 18). In five studies, spirometry parameters were
reported without bronchodilator inhalation (14-17, 19). The FEV1, FVC and FEV1/FVC were reported in
345 patients. According to random effect modeling in meta-analysis, the mean of FEV1 was 101.72%, 95%
CI= (98.72, 104.73), I?=81.7. Forest plot is shown in figure2.

The pooled mean of FVC was 101.31 %, 95% CI= (95.44, 107.18), I?°=93.38. Forest plot is shown in figure3.
The pooled mean of FEV1/FVC was 96.16 %, 95% CI= (90.47, 101.85), [2~96.86. Forest plot is shown in
figure 4. The pooled mean of FEF25-75 was reported in four studies (14, 15, 18, 19). The pooled mean of
FEF25-75 was 105.05 %, 95% CI= (101.74, 108.36), [2=26.93. Forest plot is shown in figure5. The mean of
DLCO was reported in four studies (13, 15, 17, 18). The pooled mean of DLCO was 105.30 %, 95% CI=
(88.12, 122.49), 12=98.10. Forest plot is shown in figure 6. In two studies, FEV1, FVC and FEV1/FVC
were reported before and after bronchodilator inhalation (13, 18). Meta- analysis confirmed that there was
no significant difference in spirometry parameters before and after bronchodilator inhalation. The SMD for
FEV1 was -0.21, 95% CI= (-0.65, 0.23), p value= 0.35, 12=38.3. The SMD for FVC1 was -0.07, 95% CI=
(-0.35, 0.21), p value= 0.14, I?>=zero. The SMD for FEV1/FVC was -0.29, 95% CI= (-0.58, 0.01), p value=
0.07, I?= zero.

Heterogeneity analysis

Subgroup analysis according to severity of disease and sensitivity analysis were carried out evaluating the



possible source of heterogeneity. In two studies (13, 14) patients with asymptomatic COVID-19 were studied
and in four studies all types of disease (asymptomatic and symptomatic) were studied (15, 17-19). According
to meta-analysis the pooled mean of FEV1 in asymptomatic subgroup was 98.59%, 95%CI= (96.96, 100.23),
I2=zero. The pooled mean of FEV1 in symptomatic subgroup was 103.91%, 95%CI= (101.08, 106.74),
12=53.27. The pooled mean of FVC in asymptomatic subgroup was 95.17%, 95%CI= (92.80, 97.54), I2=zero.
The pooled mean of FVC in symptomatic subgroup was 104.62%, 95%CI= (98.00, 111.24), 12=91.17. The
pooled mean of FEV1/FVC in asymptomatic subgroup was 98.28, 95%CI= (86.25, 110.31), I?*=zero. The
pooled mean of FEV1/FVC in symptomatic subgroup was 94.99%, CI= (88.19, 101.79), 1?=95.65.

Meta regression showed neither disease severity nor asthma comorbidity had a significant effect on pooled
mean of FEV1 (p value= 0.35 and 0.21 respectively) and FVC (p value= 0.80 and 0.51 respectively). In
sensitivity analysis, the effect of each study on the pooled mean was assessed. There was no major deviation
from pooled mean by omitting studies in FEV1, FVC FEV1/FVC, FEF25-75 and DLCO outcomes, indicating
the stability and robustness of the results (Data not shown).

Publication bias

Egger’s regression asymmetry test was used to explore the probable publication bias for FEV1, FVC and
DLCO parameters. The Egger’s test result provided no significant bias across the included studies (p value=
0.39, 0.69 and 0.53 respectively).

Discussion

After widespread distribution of COVID 19 in pediatric patients, one of the most important issues was long-
lasting complications in our next generation. Current evidences have mentioned increased risk of diabetes
mellitus type I and severe diabetes ketoacidosis in children infected by SARS-CoV-2 (20). Autoimmune
disorders might be more expected in coming years due to impact of COVID 19 on immune system (21).
One of the most prevalent symptoms in children infected by SARS-CoV-2 is respiratory manifestation (22).
There are increasing evidences of pulmonary sequel especially in adult population after infection (23). To the
best of our knowledge present study is the first systematic review and meta-analysis evaluating the impact
of COVID 19 on respiratory system of younger generation in long-term. In six eligible studies, 272 pediatric
patients (143 females and 129 males) were evaluated with the mean age of 12.68 years. The mean of recovery
time after SARS-CoV-2 infection was 3.94 months.

Infection generally was mild and most of patients had no or only mild symptoms. All spirometry parameters
were in normal range. Two studies were evaluated post bronchodilator parameters. Their results showed
no reversible obstructive changes in airways of children with history of COVID 19. Fortunately, all studies
reported FEF 25-75%. It is one of the most sensitive measures of obstructive diseases in peripheral airways
(24-27). The meta-mean of FEF25-75% was 105.05%, which was in normal range. According to our meta-
results, no obstructive disease in studied population was detected.

One of the most expected involved areas in respiratory system during COVID 19 is alveolar epithelial cells
(28, 29). It seems that peripheral airways with an internal diameter less than 2 millimeters are more prone
to impair after SARS-CoV-2 infection. While these parts of respiratory system represent 90% of total lung
capacity but only have role in less than 20% of airflow (30, 31). So, simple spirometry which measuring FEV1
and FVC hardly might detect early stages of pulmonary involvement after COVID 19. Measuring diffusion
capacity is more sensitive in detection of pulmonary diseases especially in early stages (32). Unfortunately,
only 177 out of 238 participants had DLCO values. However, according to meta-results the mean of DLCO
was within normal range (108.97 %, 95%CI: (86.15, 131.79)). A meta-analysis in adults was evaluated
pulmonary function post-COVID 19 infection. Results showed decreased DLCO in nearly 40% of survivors
(33, 34). Decreased DLCO might be an early indicator of interstitial lung diseases even before change in
lung volumes (35, 36). Chronic interstitial pneumonia and diffuse alveolar hemorrhage are demonstrated in
few studies, which have reported histological finding in autopsy (37-39). Patients with SARS-CoV-2 may
had pulmonary fibrosis, which is considered as defined sequel of barotrauma. All of these pathologies can
impair carbon monoxide diffusion capacity (40). In present study, one explanation for normal DLCO may



be none-severe infection in most of studied children. We have tried to evaluate impact of disease severity in
spirometry parameters. However, there were not significant difference between the result in symptomatic and
asymptomatic patients. Future studies with longer period of follow-up and evaluating patients with more
severe respiratory presentation are needed. We had also heterogeneity in atopy and asthma background of
our included studies. However, according to meta-regression chronic pulmonary disease (such as asthma)
had not a significant effect on pooled mean of major outcomes.

Less severity of respiratory system involvement in children infected by SARS-CoV-2 comparing with adult,
might be possible explanation for different outcome between them (3). In addition, preexisting diseases in
adults like chronic respiratory diseases, cardiac diseases and diabetes mellitus may induce impairment in
pulmonary function. On the other hand, children during infancy and preschool age usually have more severe
course during infection (41, 42). Because majority of our included participants were teenage, more studies
which can evaluate pulmonary sequel in infants and young toddlers, should be designed. In addition, different
variants of SARS-CoV-2 like Delta or Omicron had resulted to different presentation and probably different
outcomes. Therefore, studies, which determine type of variants, may be useful. It is possible that pulmonary
sequel of survived children is so tiny and routine pulmonary function test cannot detect abnormalities. It
is useful to design exercise-challenging studies in survived children after COVID 19 to detect subtle or mild
changes in pulmonary function.

Conclusion:

Although more evidences are needed, our review showed no abnormality in pulmonary function test in
follow-up of children with a SARS-CoV-2 infection history. Disease severity and asthma background had
not confounded this outcome.

Limitation:

There are some limitations regarding present study: A) in spite of an attempt for a comprehensive search,
it maybe that some eligible articles were missed. B) Eligible studies were observational and they were
threatened with bias in different levels. It may affect the meta-results.

Conflict of interest

There is no conflict of interest.

Data availability statement

The data that support the findings of this study are openly available at the web space (as original articles)
Contributors’ Statement

Dr Bakhtiari and Dr Moazzen designed the data collection instruments, collected data, carried out the initial
analyses, and reviewed and revised the manuscript.

Dr Ghahremani and Dr Moazzen conceptualized and designed the study, coordinated and supervised data,
drafted the initial manuscript, and reviewed and revised the manuscript.

All authors approved the final manuscript as submitted and agree to be accountable for all aspects of the
work.

References

1. Chakraborty I, Maity P. COVID-19 outbreak: Migration, effects on society, global environment and
prevention. Science of the Total Environment. 2020;728:138882.

2. Mair M, Singhavi H, Pai A, Singhavi J, Gandhi P, Conboy P, et al. A meta-analysis of 67 studies with
presenting symptoms and laboratory tests of COVID-19 patients. The Laryngoscope. 2021;131(6):1254-65.

3. Jurado Hernandez JL, Alvarez Orozco IF. COVID-19 in children: respiratory involvement and some
differences with the adults. Frontiers in Pediatrics. 2021;9:622240.



4. Ludvigsson JF. Case report and systematic review suggest that children may experience similar long-term
effects to adults after clinical COVID-19. Acta Paediatrica. 2021;110(3):914-21.

5. Baradaran A, Malek A, Moazzen N, Shaye ZA. COVID-19 associated multisystem inflammatory syndrome:
a systematic review and meta-analysis. Iranian Journal of Allergy, Asthma and Immunology. 2020;19(6):570-
88.

6. Adeloye D, Elneima O, Daines L, Poinasamy K, Quint JK, Walker S, et al. The long-term sequelae of
COVID-19: an international consensus on research priorities for patients with pre-existing and new-onset
airways disease. The Lancet Respiratory Medicine. 2021;9(12):1467-78.

7. Huang C, Huang L, Wang Y, Li X, Ren L, Gu X, et al. 6-month consequences of COVID-19 in patients
discharged from hospital: a cohort study. The Lancet. 2021;397(10270):220-32.

8. Huang L, Li X, Gu X, Zhang H, Ren L, Guo L, et al. Health outcomes in people 2 years after surviving
hospitalisation with COVID-19: a longitudinal cohort study. The Lancet Respiratory Medicine. 2022.

9. Adkinson Jr NF, Bochner BS, Burks AW, Busse WW, Holgate ST, Lemanske RF, et al. Middleton’s
allergy E-Book: Principles and practice: Elsevier Health Sciences; 2013.

10. Moher D, Shamseer L, Clarke M, Ghersi D, Liberati A, Petticrew M, et al. Preferred reporting
items for systematic review and meta-analysis protocols (PRISMA-P) 2015 statement. Systematic reviews.
2015;4(1):1-9.

11. Margulis AV, Pladevall M, Riera-Guardia N, Varas-Lorenzo C, Hazell L, Berkman ND, et al. Qual-
ity assessment of observational studies in a drug-safety systematic review, comparison of two tools: the
Newcastle-Ottawa scale and the RTI item bank. Clinical epidemiology. 2014;6:359.

12. Hozo SP, Djulbegovic B, Hozo I. Estimating the mean and variance from the median, range, and the
size of a sample. BMC medical research methodology. 2005;5(1):1-10.

13. Bottino I, Patria MF, Milani GP, Agostoni C, Marchisio P, Lelii M, et al. Can asymptomatic or non-
severe SARS-CoV-2 infection cause medium-term pulmonary sequelae in children? Frontiers in pediatrics.
2021;9:621019.

14. Di Chiara C, Carraro S, Zanconato S, Cozzani S, Baraldi E, Giaquinto C, et al. Preliminary Evidence
on Pulmonary Function after Asymptomatic and Mild COVID-19 in Children. Children. 2022;9(7):952.

15. Leftin Dobkin SC, Collaco JM, McGrath-Morrow SA. Protracted respiratory findings in children post-
SARS-CoV-2 infection. Pediatric pulmonology. 2021;56(12):3682-7.

16. Knoke L, Schlegtendal A, Maier C, Eitner L, Lucke T, Brinkmann F. Pulmonary Function and Long-Term
Respiratory Symptoms in Children and Adolescents After COVID-19. Frontiers in Pediatrics. 2022;10.

17. Ozturk GK, Beken B, Dogan S, Akar HH. Pulmonary function tests in the follow-up of children with
COVID-19. European Journal of Pediatrics. 2022:1-9.

18. Palacios S, Krivchenia K, Eisner M, Young B, Ramilo O, Mejias A, et al. Long-term pulmonary sequelae
in adolescents post-SARS-CoV-2 infection. Pediatric Pulmonology. 2022.

19. Ipek S, Gungor S, Gullu UU, Kizildag B, Ozkars MY, Yurttutan S, et al. Evaluation of Pulmonary
Functions after Discharge in Pediatric Patients with COVID-19: A Prospective Study. The Medical Bulletin
of Sisli Etfal Hospital.

20. Rahmati M, Keshvari M, Mirnasuri S, Yon DK, Lee SW, Il Shin J, et al. The global impact of COVID-19
pandemic on the incidence of pediatric new-onset type 1 diabetes and ketoacidosis: A systematic review and
meta-analysis. Journal of medical virology. 2022.

21. Anaya J-M, Herrdn M, Beltrdn S, Rojas M. Is post-COVID syndrome an autoimmune disease? Expert
Review of Clinical Immunology. 2022(just-accepted).



22. Mansourian M, Ghandi Y, Habibi D, Mehrabi S. COVID-19 infection in children: A systematic review
and meta-analysis of clinical features and laboratory findings. Archives de Pédiatrie. 2021;28(3):242-8.

23. Boutou AK, Georgopoulou A, Pitsiou G, Stanopoulos I, Kontakiotis T, Kioumis I. Changes in the
respiratory function of COVID-19 survivors during follow-up: A novel respiratory disorder on the rise?
International Journal of Clinical Practice. 2021;75(10):e14301.

24. Ciprandi G, Cirillo I, Klersy C, Marseglia GL, Vizzaccaro A, Pallestrini E, et al. Role of FEF25-75
as an early marker of bronchial impairment in patients with seasonal allergic rhinitis. American journal of
rhinology. 2006;20(6):641-7.

25. Patterson GM, Wilson S, Whang JL, Harvey J, Agacki K, Patel H, et al. Physiologic definitions of
obliterative bronchiolitis in heart-lung and double lung transplantation: a comparison of the forced expiratory
flow between 25% and 75% of the forced vital capacity and forced expiratory volume in one second. The
Journal of heart and lung transplantation: the official publication of the International Society for Heart
Transplantation. 1996;15(2):175-81.

26. Malerba M, Radaeli A, Olivini A, Damiani G, Ragnoli B, Sorbello V, et al. Association of FEF25-
75% impairment with bronchial hyperresponsiveness and airway inflammation in subjects with asthma-like
symptoms. Respiration. 2016;91(3):206-14.

27. Bird Y, Staines-Orozco H. Pulmonary effects of active smoking and secondhand smoke exposure among
adolescent students in Juarez, Mexico. International journal of chronic obstructive pulmonary disease.
2016;11:1459.

28. Li X, Ma X. Acute respiratory failure in COVID-19: is it “typical” ARDS? Critical care. 2020;24(1):1-5.

29. Moazzen N, Imani B, Aelami MH, Haghi NSM, Kianifar HR, Khoushkhui M, et al. How to boost our
immune system against coronavirus infection? Archives of Bone and Joint Surgery. 2020;8(Suppl 1):220.

30. Hildebrandt J, Rahn A, Kessler A, Speth F, Fischer D-C, Ballmann M. Lung clearance index and diffu-
sion capacity for CO to detect early functional pulmonary impairment in children with rheumatic diseases.
Pediatric Rheumatology. 2021;19(1):1-5.

31. Macklem PT. The physiology of small airways. American journal of respiratory and critical care medicine.
1998;157(5):5181-S3.

32. Macintyre N, Crapo R, Viegi G, Johnson D, Van der Grinten C, Brusasco V, et al. Standardisation
of the single-breath determination of carbon monoxide uptake in the lung. European Respiratory Journal.
2005;26(4):720-35.

33. Torres-Castro R, Vasconcello-Castillo L, Alsina-Restoy X, Solis-Navarro L, Burgos F, Puppo H, et
al. Respiratory function in patients post-infection by COVID-19: a systematic review and meta-analysis.
Pulmonology. 2021;27(4):328-37.

34. Mo X, Jian W, Su Z, Chen M, Peng H, Peng P, et al. Abnormal pulmonary function in COVID-19
patients at time of hospital discharge. European Respiratory Journal. 2020;55(6).

35. Oliveira R, Ribeiro R, Melo L, Grima B, Oliveira S, Alves J. Connective tissue disease-associated
interstitial lung disease. Pulmonology. 2020.

36. Krauss E, El-Guelai M, Pons-Kuehnemann J, Dartsch RC, Tello S, Korfei M, et al. Clinical and
functional characteristics of patients with unclassifiable interstitial lung disease (uILD): long-term follow-up
data from European IPF Registry (eurIPFreg). Journal of clinical medicine. 2020;9(8):2499.

37. Zhang H, Zhou P, Wei Y, Yue H, Wang Y, Hu M, et al. Histopathologic changes and SARS-CoV-2
immunostaining in the lung of a patient with COVID-19. Annals of internal medicine. 2020;172(9):629-32.



38. Pernazza A, Mancini M, Rullo E, Bassi M, De Giacomo T, Rocca CD, et al. Early histologic findings of
pulmonary SARS-CoV-2 infection detected in a surgical specimen. Virchows Archiv. 2020;477(5):743-8.

39. Calabrese F, Pezzuto F, Fortarezza F, Hofman P, Kern I, Panizo A, et al. Pulmonary pathology and
COVID-19: lessons from autopsy. The experience of European Pulmonary Pathologists. Virchows archiv.
2020;477(3):359-72.

40. Chippa V, Aleem A, Anjum F. Post acute coronavirus (COVID-19) syndrome. 2021.

41. Taheri L, Gheiasi SF, Taher M, Basirinezhad MH, Shaikh ZA, Dehghan Nayeri N. Clinical features of
COVID-19 in newborns, infants, and children: a systematic review and meta-analysis. Comprehensive Child
and Adolescent Nursing. 2022;45(2):137-55.

42. Cui X, Zhao Z, Zhang T, Guo W, Guo W, Zheng J, et al. A systematic review and meta-analysis of
children with coronavirus disease 2019 (COVID-19). Journal of medical virology. 2021;93(2):1057-69.

Figure 1. Diagram of study selection

Figure 2. Pooled mean of FEV1 in included studies
Figure 3. Pooled mean of FVC in included studies
Figure 4. Pooled mean of FEV1/FVC in included studies
Figure5. Pooled mean of FEF25-75 in included studies
Figure6. Pooled mean of DLCO in included studies

Tablel. Characteristics of eligible studies included in meta-analysis.
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T T T - T 1
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chiara 2022 104.980 (100.222, 109.738) »
dobkin 2021 100.000 (91.629, 108.371) |
palacios 2022 108.000 (104.080, 111.920) ——
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Overall (1*2=26.93 % , P=0.250) 105.055 (101.747, 108.364) —_—— T T ————
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Studies Estimate (95% C.I.)
Bottino 2021 120.660 (106.377, 134.943)
Ozturk 2022 89.650 (86.935, 92.365) —J—
Paracios 2022 118.000 (114.320, 121.680) : —m—
Dobkin 2021 95.000 (88.813, 101.187) —a— i

Overall (1"2=98.1 % , P< 0.001) 105.309 (88.124, 122.495) ——————————r = —

2 100 110 120 130

Hosted file

table (1).docx available at https://authorea.com/users/358357/articles/618015-pulmonary-
function-in-children-post-sars-cov-2-infection-a-systematic-review-and-meta-analysis
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