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Role of children in transmission of SARS-CoV-2
1. SAGE endorsed the Children’s Task and Finish Group paper ‘Update on Children,
Schools and Transmission’.
2. SAGE has previously considered evidence on the role of children and young people in
transmission of SARS-CoV-2 across different age groups and settings (see SAGE 62, 63
and 64).
3. As previously advised, the opening and closing of schools will have an impact on R and
wider community transmission, and infection rates in children and young people;
however the evidence on the size of these impacts is mixed. Policymakers will need to
consider the balance of risks and harms including the potential direct health risks to
children and staff from COVID-19; the wider impact of schools reopening on community
transmission; and the direct risks to student mental health, wellbeing, development,
educational attainment and health outcomes from school closures.
4. Evidence continues to suggest that children and younger people (<18 years) are much
less susceptible to severe clinical disease than adults (high confidence). There is some
evidence from contact tracing studies that pre-school and primary aged children are less
susceptible to infection than adults (low-medium confidence) however the evidence is
more mixed for secondary aged children.
5. ONS infection survey and REACT-1 data show continued increases in the prevalence of
infection in those aged 2-24 between September and October, with earlier increases and
higher prevalence in those in school year 7 to age 24 (high confidence).
6. Epidemiological data and modelling show that there were signals of increasing
transmission, and epidemic growth, in the wider population before the reopening of
schools (medium confidence). The increases in infection levels among children and
particularly young adults occurred at about the same time as the opening of schools
(medium-high confidence).
7. Data shows the inflection point for the rise in hospital admissions was before schools
opened in England and Scotland, but less clear in Wales. Hospital admissions lag
community transmission, so any change in wider community transmission driven by
schools would be seen in this data a few weeks after the return of students.
8. International comparators also suggest that there is no consistent pattern between the
reopening of schools and increases in case numbers (medium confidence). Initial
increases in overall reported case numbers across European countries began weeks
before schools reopened. However, in some countries including Denmark and the
Netherlands, cases appear to have accelerated after schools reopened, including in
younger age groups. SAGE noted that case data do not capture the levels of infection as
fully as population representative data (e.g. ONS and REACT), particularly for
asymptomatic or pauci-symptomatic cases.
9. While education is a major part of children and young people’s lives, transmission to
children and young people can occur in household, community and educational settings
(high confidence). The infection risk from behaviours and contacts within schools from
the wider ‘end to end’ behaviours and contacts associated with school attendance but
not occurring in schools is difficult to distinguish. For children this includes journeys to
and from school, and other activities and gatherings, but there may also be impacts on
adult contacts e.g. through return to work or behaviour changes. There is no current
direct evidence that transmission within schools plays a significant contributory role in
driving increased rates of infection among children, but neither is there direct evidence to
suggest otherwise (low confidence).
10. Evidence suggests that mixing outside the home continued to occur during school
closures. Following schools reopening in September, the reported number of contacts for

children aged 5-17 in England increased overall and in schools (medium-high
confidence). Overall reported contacts at this time occurred primarily within schools, but
also in the home and community (low confidence).
11. The role of schools in community transmission cannot be easily considered in isolation
from wider measures. School closures tend to be accompanied by other restrictions (e.g.
mixing beyond school, cancellation of sporting activities) and increased pressure on
households (e.g. parents working from home, financial pressures). Changes in NPI’s
over the next month may provide further evidence and it will be important to collect data
on this.
12. As the prevalence of infection in children aged 12-16 increased between September and
October, ONS analysis suggests that children aged 12-16 played a significantly higher
role in introducing infection into households (medium confidence). The difference is less
marked for younger children (medium confidence). The relative rate of external exposure
(i.e. bringing infection into the household) for children aged 2-16 was found to be higher
than for adults. For those aged 12-16 there was a marked increase in the period after
schools opened.
13. SAGE has previously advised that there are significant educational, developmental and
mental health harms from schools being closed, particularly for younger children, and
vulnerable children where learning at home is likely to reinforce inequalities (high
confidence) (see SAGE 46 and 62).
14. School closures have an impact on the physical and mental health of children. Evidence
suggests that the mental health of adolescents is particularly affected (high confidence).
Cognitive, social, and emotional developmental outcomes are also at risk (medium
confidence) as is physical health (low confidence).
15. Considering risks to teachers and school staff, ONS data from 2nd September to 16th
October show no difference between the positivity rates of pre-school, primary and
secondary school teachers and staff, relative to other worker groups of a similar age
(medium confidence). This is the same when including household members of such
groups.
16. Schools are heterogeneous settings, with differences in class sizes, rules, structures,
environmental conditions and ventilation rates. Mitigations such as ventilation are
important in all school settings. Differences in the school environment and the mitigations
in place will influence the potential for transmission in schools. The age of children, and
the feasibility of effectively implementing infection controls will influence the balance of
risks and benefits and should be clearly considered in policy.
Action: Ian Diamond to lead a working group to assess data on transmission in children
and schools; SAGE to consider new evidence in 3-4 weeks.
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