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Questions 

and 

Answers      
 

Pediatric Providers Webinar   Last update: 8-6-20 
  

Questions Asked August 5, 2020 
“COVID-19 and Schools – kids, teachers, and family considerations” presentation by  

Adam Hersh, MD, Primary Children’s Hospital Infectious Disease and Eddie Stenehjem, MD,  

Senior Medical Director Antibiotic Stewardship, Office of Patient Experience and Division of Infectious Diseases 

 

1. What is the current understanding of how COVID is impacting kids/adolescents medically?   

Adam: When considering three domains—probability/susceptibility, clinical illness, and transmission—

children may be less susceptible than adults, they rarely become severely ill, and they less efficiently 

transfer infection.  Despite all that, it has been shown that children can contribute to spread and certainly 

can experience severe illness in some cases. 

 

2. Should my community open schools?  What do we know from other countries or communities?  What 

is the evidence? 

Eddie: We should first focus on the community prevalence of COVID, if there are high rates or they 

continue going up, then opening schools will be risky. Local epidemiology should be part of the decision. 

In addition, you must consider how well your community is doing abiding by social distancing measures 

and mask use.  This will be directly related to your community prevalence of disease.  Israel is an example 

of a country (with 8 million population) that controlled the illness, got down to 100 cases per day then 

decided to open their schools. Due to the heat, however, kids stopped wearing their masks and schools 

decreased ventilation and they saw a resurgence of COVID, not only in schools, but also in the 

communities the schools served. Having safety measures in place is essential. Norway and Sweden 

opened their schools with strict measures in place along with low prevalence and they are doing well. 

 

Adam: Agree that community epidemiology is important along with local safety measures and school 

mitigation strategies.  Some data points that may be used to guide school policies include trends in the 

average daily number of new cases per 100,000 population and in percentage of tests that are positive.   

 

3. Is the positivity rate cumulative and does the rate include procedure screening? 

Adam:  For these sorts of policy decisions we want to focus on recent trends rather than cumulative 

trends.  This may include daily rates or rolling weekly averages. 

 

4. As a medical provider I am frequently asked by parents, “Should I send my child to in-person school?  I 

have work… or we have a grandparent in our home… or my child didn’t learn very well online only… or 

I am pregnant now… What should I do?” 

Eddie: A family decision should consider the health risks of the children and other members of the family.  

If members of the family are considered high risk, sending children back to school could lead to bad 
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outcomes if transmission occurs from child to parent.  As providers we can help families walk through the 

benefits versus risk discussion.  (See the shared decision-making handout for families.) 

 

Adam: Consider masking in the home and being vigilant about keeping appropriate distance if there are 

elderly or other high risk individuals living in the home. 

 

5. What are the most important core mitigation strategies for schools?  For the community at large? 

Eddie: Masking is the number one core mitigation strategy. Others, which we should promote include: 

• smaller class sizes 

• cohorting so students remain in small groups during the day and no exposure to larger groups 

• ventilation in the school (open windows and ensure good ventilation system) 

• regular cleaning in schools 

• hand hygiene 

 

Adam: At the start of every day, it is important to complete daily symptom checks for each student to 

ensure children are feeling well.  Also would re-emphasize: masking everyone in the school, physical 

distancing and hand-washing. 

 

6. What about requests for mask exemptions? 

Adam: Legitimate exemptions should be very rare. We have seen that kids, even the youngest school 

aged children, are learning to wear a mask effectively.  This is helped by positive reinforcement and 

modeling from older children and adults.   

 

7. How do we risk stratify symptoms in children and adolescents?  We know kids get 6-8 URIs a year 

typically.  When do I hold them out of school?  When can they return?  When do I recommend testing 

them for COVID? 

Adam: This will be a real challenge and masks, distance and all the other strategies discussed will help 

mitigate exposure and transmission. We are continuing to learn about which common symptoms are 

more and less associated with a higher and lower likelihood of COVID-19.  Higher risk symptoms include 

fever, cough, myalgias, shortness of breath, and loss of smell/taste. Kids should probably be tested if they 

are experiencing these symptoms, particularly two or more, and they need to be kept out of school. A 

runny nose or congestion alone is less likely associated with COVID and testing can often be deferred.  

However, kids should still not go to school until symptoms resolve or are substantially improved. 

 

Eddie: We are in the process of developing recommendations for clinicians on testing for both influenza 

and SARS COV 2. We certainly do not want to miss cases of influenza where oseltamivir should have been 

prescribed.  We are also working with the lab on determining the availability of a flu/covid test that can 

be done point-of-care.  Most importantly, children who are sick should not go to school.   

 

8. What guidance have we received from the state? 

Adam: The State Health Department released a helpful document for thinking about day-to-day 

operations in the school environment, school exclusions etc. Some of this could change at any time.  The 

key points in the current guidance include: 

• If a member of a classroom tests positive, then classmates enter a modified quarantine for a 14-

day period. The students are permitted to go school but, when at home, they are to be 

quarantined and closely monitored for any new symptoms.  There may be some exceptions to 
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the quarantine for individual students based on specific classroom circumstances where the risk 

of exposure is determined to be extremely low. 

• If a member of a student’s household tests positive, the student must quarantine for 14 days and 

is not permitted to attend school.   

• There are specific thresholds for the number of positives in a class or entire school that would be 

used to guide closure.  

• Emphasizing again this is current guidance and it is subject to change or adaptation as we learn 

more. 

 

9. Thoughts about schools requiring a pediatrician’s note for a child to return to school? 

Adam: I am not personally aware of schools with any new requirements for a return to school note 

regarding unspecified illness such as a mild URI. There is clear guidance for return to school policies for 

students who test positive or who have close contacts outside of home.  

 

Eddie: We are seeing some discrepancies between school districts and not seeing universal policies. For 

the children with known COVID 19, we will follow CDC guidance on when they can return safely (10 days 

since the positive test, afebrile x 24 hours, and improved symptoms). We are encouraging people not to 

re-test. The challenge will be kids who have URIs who don’t get tested. They should not return to school 

until symptoms are resolved. 

 

(Note: A policy statement from Colorado Children’s suggests 3 days without fever with improved 

symptoms AND 10 days from onset of symptoms.) 

 

10. How small should a student cohort be? 

Eddie: In my opinion, 10-25 kids. 

 

11. What about extra-curricular activities such as sports, clubs, band, music…? 

Adam: This will vary by individual school and district policies.  Activities that require close contact, heavy 

breathing, singing, and shouting will likely be higher risk.  

 

Additional chat box questions: 

12. Any thoughts about bussing? 

Adam: The same mitigation strategies that apply for classrooms are importing on school buses including 

using face coverings, keeping as much distance as possible, washing hands, increased ventilation, etc.  

When possible, alternative forms of transportation should be considered. This in turn can help reduce 

crowding on buses. 

 

13. What measure should be in place to minimize interaction between parents when they drop off and 

pick up children? 

Answer:  Use consistent masking and the principles of physical distancing if possible staying 6 feet apart.   

 

14. How long do you isolate contacts to a case? It seems like if we do two weeks, as recommended by the 

CDC, some kids won’t go to school much during the year if they have multiple contacts who test 

positive. 

Eddi:  At the moment, the state guidance allows return to school if the contact was in school.  If the 

contact was in the household, students must quarantine for 14 days.  All of this does have the potential 
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to impact school attendance.  This is why it is important to reiterate just how important it is to reduce 

transmission in our communities – outside of the school environment – in order to allow students to 

attend school in person as much as possible.   

 

15. What do you mean by “modifying” ventilation? 

Eddie:  Opening windows, opening doors, fans, and increasing ventilation cycles can all be used to 

increase ventilation in classrooms.  

 

16. We now hear that surface contact spread is very poor compared to what we previously thought. What 

do we know? 

Adam: Most transmission occurs via the respiratory route and transmission via fomites on surfaces is less 

common. However, keeping hands and surfaces clean can still have an impact.   

 

17. How do we access the “parent and schools” guidance document? Can we share it on social media? Is 

there a strategy for getting these handouts to parents before school starts? 

Answer:  Here is a link to the document: https://intermountainhealthcare.org/ckr-

ext/Dcmnt?ncid=529828061 (copy and paste this into the URL in your browser). And yes, please share on 

social media. We are working on ways to get the information out and ask everyone to circulate it freely. 

 

18. Why are the isolation times different on the handout than anything we use for adults? The document 

states: “If your child has a confirmed case of COVID-19, they will have to stay home and isolate from 

others for at least 14 days.”  Should this be 10 days, symptoms improved, and fever free without 

medication for at least a day? 

Adam: Yes this should say 10 days.   

 

19. Our school district is allowing face shields instead of masks for younger children, such as kindergarten 

when wearing masks may be more difficult. Is wearing face shields in this scenario as effective as 

wearing a mask for these young children? 

Eddie: There is VERY LITTLE data on face shields. 

 

Adam: We know masks are effective in reducing transmission, so for right now they are the community 

standard.  It would be great to have more data on the effectiveness of face shields in the school 

environment because for some children they may have advantages.   

 

20. We do see masks flaring atopic dermatitis, sometimes severely. What is the recommendation for 

them? 

Adam: This can certainly be a challenge.  Students with this problem will need to try different materials 

and do all the other things that help control atopic dermatitis.   

 

21. What about saliva COVID tests? Parents are much more open to that than swabbing their children. 

Eddie: Saliva testing is being evaluated by the Central Lab. More to come on this. Right now, it is not 

ready for widespread use. Same with self-collected swabs...hopefully, this will become an option. 

 

22. What if schools start requiring kids tested for COVID in order to return to school. Will we have testing 

capability to handle this? 

Adam: We currently do not have the testing capacity for regular testing of asymptomatic students.   

https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=529828061
https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=529828061
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23. Any special considerations for healthcare workers with school-aged children? I worry that many of our 

kids will bring COVID home to us, which will have a significant impact on our workforce numbers. 

Eddie:  Agreed, it is certainly a concern. Just like children should not go to school when sick, adults should 

not go to work when ill.  This is the new standard and we need to hold ourselves accountable.   

 

24. Several of our large school districts in the yellow phase don’t seem to have a plan in place for managing 

exposure during lunch. How do we advocate for better lunch plans? 

Answer: Colorado Children’s Hospital has really useful documents for COVID and schools.  Here is a link: 

https://www.childrenscolorado.org/about/news/2020/august-2020/school-guide-in-person-learning/ 

(You may need to copy and paste the URL.)  There is a link to a document on reopening schools at the site 

that discusses lunch plans. 

 

25. What about building up kids’ immune systems? What happens when we take off the masks? Are we 

going to see huge increases in all types of illnesses? 

Eddie:  No, not likely. Decreasing exposure to all respiratory viruses (via masks) this fall/winter is much 

more important.  

  

https://www.childrenscolorado.org/about/news/2020/august-2020/school-guide-in-person-learning/

