Supplementary Data 1. Further review for patients with neurologic sequelae
A 15-year-old previously healthy male patient was admitted to the pediatric intensive care unit (PICU) for decreased consciousness with generalized tonic-clonic seizure. He was intubated for eight days due to status epilepticus. The initial white blood cell (WBC) count was normal with no shift in the differential count and C-reactive protein was also negative. Lumbar puncture revealed pleocytosis with 160 WBC/(L and dominant lymphocyte (81%). The protein level in cerebrospinal fluid (CSF) was 192.4 mg/dL (normal range, 20–40 mg/dL) and the glucose level was within the normal range. Etiologic studies from CSF were all negative, including gram stain and culture, acid-fast bacilli smear and culture, bacterial 16S ribosomal RNA polymerase chain reaction (PCR) and targeted sequencing, PCR for the respiratory virus, enterovirus, JC virus, human herpes simplex virus–1, 2, human herpes–6 virus, varicella-zoster virus, and Toxoplasma. Japanese B encephalitis immunoglobulin G (IgG) and Orientia tsutsugamushi IgG were also negative. However, OC43 was detected on the nasopharynx, and the cyclic threshold value was very low at 2.67. Brain magnetic resonance imaging (MRI) was performed at admission and showed high signal intensity in the bilateral insular cortex on fluid-attenuated inversion recovery (FLAIR)/diffusion-weighted image, suggestive of an artifact or gyral swelling and leptomeningeal enhancement (Fig. 2A-D). An electroencephalogram (EEG) revealed slow waves in both frontal areas without epileptic discharges. The patient was diagnosed with encephalitis and treated with ASMs, empiric antibiotics and antiviral agents, intravenous (IV) immunoglobulin, and dexamethasone. Antibiotics and antiviral agents were discontinued after the negative results. He was discharged after 44 days of hospitalization with ASMs. He has no additional seizures after discharge, and the ASM were gradually tapered over a year. 

An 8-year-old boy with juvenile myelomonocytic leukemia who developed chronic lung graft versus host disease (GVHD) after allogeneic hematopoietic cell transplantation (HCT) complained of dyspnea. Two months before the admission, bronchiolitis obliterans and multiple subpleural bleb-like lesions without pneumothorax were observed on chest computed tomography at routine medical follow-up after HCT. He developed a right pneumothorax one month later, and chest tube insertion was performed at the outside hospital. He was referred to Samsung Medical Center for recurrent pneumothorax. At that time, there was no record of respiratory virus PCR at the outside hospital, but OC43 was confirmed by PCR from nasopharyngeal swab on admission. He developed a generalized tonic seizure with dyspnoea and CO2 retention one month prior, and the seizure was controlled without ASMs. However, the seizure recurred after admission. EEG revealed epileptic discharge at the left temporal area. Brain MRI showed an increased signal at bilateral frontal, medial occipital, hippocampus, medial temporal, insula, and gyrus on FLAIR, suggesting an artifact or ictal swelling (Fig. 2B and C). He started ASMs and was discharged with the ASMs. After a 3-month follow-up with ASMs, he died four months later at an outside hospital according to death records because of chronic complications with GVHD after HCT. 
An 8-year-old previously healthy girl was admitted to PICU to monitor her altered mentality. She developed complex partial seizure and loss of consciousness without provoking factors. EEG revealed spikes and sharp waves at the left temporal region and continuous slow in left hemisphere. Brain MRI showed swelling and high-signal intensity of left insula and frontal cortex, related to postictal change (Fig. 2E and G). She was discharged on hospital day (HD) 4 with ASMs, with the plan to work up for suspicious autoimmune encephalitis. However, she was re-admitted the next day due to a seizure with a fever. CSF study revealed no abnormal findings, including gram stain/culture, HSV-1, HSV-2 HHV-6, and enterovirus PCR. Autoimmune encephalitis was suspected without evidence for infectious etiology except for OC43 from the nasopharyngeal swab. She was started on high-dose IV methylprednisolone with ASMs and discharged at HD 10 without additional seizures. After discharge, the autoimmune antibody test results were reported all as negative, and her final diagnosis was encephalitis and epilepsy with coronavirus infection. At the one-year follow-up, she was continuing ASMs to control the seizure. 
