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This is a consensus statement from the Chief Medical Officers and
Deputy Chief Medical Officers of England, Scotland, Northern Ireland and
Wales on the current evidence of risks and benefits to health from
schools and childcare settings reopening.
It takes into account UK and international studies, and summaries of the
scientific literature from SAGE, the DELVE Group of the Royal Society,
the Royal College of Paediatrics and Child Health, and data from the
Office for National Statistics.
The current global pandemic means that there are no risk-free options,
but it is important that parents and teachers understand the balance of
risks to achieve the best course of action for their children.

Children
We are confident that multiple sources of evidence show that a lack of
schooling increases inequalities, reduces the life chances of children and
can exacerbate physical and mental health issues. School improves
health, learning, socialisation and opportunities throughout the life
course including employment. It has not been possible to reduce societal
inequalities through the provision of home-based education alone.
School attendance is very important for children and young people.

We are confident in the extensive evidence that there is an exceptionally
small risk of children of primary or secondary school age dying from
COVID-19. The infection fatality rate (proportion of those who are
infected who die) for those aged 5 to 14 is estimated at 14 per million,
lower than for most seasonal flu infections. Every death of a child is a
tragedy but COVID-19 deaths in children and teenagers are fortunately
extremely rare and almost all deaths are in children with significant preexisting health conditions.
We are confident that there is clear evidence of a very low rate of severe
disease in children of primary and secondary school ages compared to
adults, even if they catch COVID-19. The percentage of symptomatic
cases requiring hospitalisation is estimated to be 0.1% for children aged
0 to 9 and 0.3% among those aged 10 to 19, compared to a
hospitalisation rate of over 4% in the UK for the general population.
Most of these children make a rapid recovery.
We are confident that there is clear evidence from many studies that the
great majority of children and teenagers who catch COVID-19 have mild
symptoms or no symptoms at all.
There is reasonable, but not yet conclusive, evidence that primary school
age children have a significantly lower rate of infection than adults (they
are less likely to catch it).
Evidence that older children and teenagers are at lower risk of catching
COVID-19 is mixed. They are either less likely to catch COVID-19 than
adults or have the same risk as adults.
Transmission of COVID-19 to children in schools does occur. On current
evidence it is probably not a common route of transmission. It may be
lower in primary age children than secondary age children.
Control measures such as hand and surface hygiene, cohorting to reduce
number of daily contacts, and directional controls to reduce face-to-face
contact remain key elements of maintaining COVID-19 secure school
environments and minimising risk.
Children and young people who were previously shielding were
identified on a precautionary basis at a stage when we had less data on
the effects of COVID-19 in children than we do now. Based on our better

understanding of COVID-19 the great majority have now been advised
they do not need to do so again, and that they should return to school. A
small number of children under paediatric care (such as recent
transplant or very immunosuppressed children) have been or will be
given individual advice about any ongoing need to avoid infection.
Our overall consensus is that, compared to adults, children may have a
lower risk of catching COVID-19 (lowest in younger children), definitely
have a much lower rate of hospitalisation and severe disease, and an
exceptionally low risk of dying from COVID-19. Very few, if any, children
or teenagers will come to long-term harm from COVID-19 due solely to
attending school. This has to be set against a certainty of long-term harm
to many children and young people from not attending school.

Teachers, other school staff and parents
Data from the UK (Office for National Statistics (ONS)) suggest teachers
are not at increased risk of dying from COVID-19 compared to the
general working-age population. ONS data identifies teaching as a lower
risk profession (no profession is zero risk). International data support
this.
Transmission of COVID-19 to staff members in school does occur, and
data from UK and international studies suggest it may largely be staff to
staff (like other workplaces) rather than pupil to staff. This reinforces
the need to maintain social distancing and good infection control inside
and outside classroom settings, particularly between staff members and
between older children and adults.
If teachers, other school staff, parents or wider family catch COVID-19
their risks of severe illness are similar to those of other adults of the
same age, ethnicity and health status. Younger adults have a much lower
risk of severe COVID-19 than older adults. The greatest risk is to those
over 80 years old.
Current international evidence suggests transmission of COVID-19 from
children of school age to parents or other adult family members is
relatively rare compared to transmission from adults, but this evidence
is weak. Teenagers may be more likely to transmit to adults than
younger children.

Children and young people should be engaged in the process of
establishing COVID-19 secure measures as key participants and
promoters of safe communities to help protect their wider families,
teachers and other school staff and other social networks. This will help
reduce the risk of school outbreaks.

Impact of opening schools on wider
transmission (R)
Because schools connect households it is likely opening schools will put
some upward pressure on transmission more widely and therefore
increase R. We have confidence in the current evidence that schools are
much less important in the transmission of COVID-19 than for influenza
or some other respiratory infections. Other work and social
environments also increase risk and are likely to be more important for
transmission of COVID-19.
The international real-world evidence suggests that reopening of schools
has usually not been followed by a surge of COVID-19 in a timescale that
implies schools are the principal reason for the surge. There has,
however, not been sufficient time to say this with confidence.
On the other hand, a local or national surge in transmission in the
community may lead to an increased risk of school outbreaks occurring.
Opening schools may be as important in linking households indirectly as
through direct transmission in school. For example allowing parents to
go back to work, or meeting at the school gates, on public transport or in
shared private vehicles, via after school social or sport activities or
wrap-around care may be as important as what happens within the
school.
It is possible that opening schools will provide enough upward pressure
on R that it goes above 1 having previously been below it, at least in
some local areas. This will require local action and could mean societal
choices that weigh up the implications of imposing limitations on
different parts of the community and the economy.

Early identification and quickly managing outbreaks of COVID-19 in
schools is essential as part of a local response to COVID-19. Clear advice
for pupils and staff not to attend school with symptoms, and prompt
availability of testing, appropriate isolation advice, and careful public
health surveillance and monitoring of educational establishments are
key to support the safe return to schools.
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