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PROFESSOR SIR CHRISTOPHER WHITTY

PROFESSOR SIR CHRISTOPHER JOHN MACRAE WHITTY will say as follows:

1. Role and responsibilities of the Chief Medical Officer in relation to children

1.1. lam the current Chief Medical Officer ("CMO") for England. This is the ninth witness

statement that | have submitted to the UK COVID-19 Inquiry ("the Inquiry") and is

made in response to a Rule 9 request dated 11 February 2025. Some of the requests

within the Rule 9 fall outside my direct knowledge. In certain instances, other

individuals or bodies will be better placed to assist the Inquiry with its work than I am.

Where feel this to be the case, insofar as | am able, | have indicated accordingly.

1.2. | would like to draw the Inquiry's attention to the Technical report on the COVID-19
pandemic in the UK ('the Technical Report') written by the CMOs, Deputy Chief
Medical Officers ("DCMOs"), the Government Chief Scientific Adviser ("GCSA'),

National Medical Director of NHS England and many distinguished scientists,

especially Chapter 8.1: NPIs in education settings.
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1.3.

1.4.

1.5.

1.6.

1.7.

As CMO for England act as the principal medical adviser to the UK Government and
the professional head of Directors of Public Health in local government. The CMO's
role is to provide medical advice to government covering people of all ages. The
advice to reduce COVID transmission was applicable and beneficial to all of society
- noting it was practically more challenging for some children, including younger
children.

As noted in previous witness statements, throughout history CMOs have had different

areas of expertise - my area of specialist expertise is in infectious diseases and

epidemiology, including in children. Where appropriate, it is normal practice for other

medical or scientific experts with specialist knowledge to provide advice to ministers

or to the CMO.

All public health professionals moniter and advise on measures to improve child

health. This includes non-communicable diseases including reducing childhood

obesity or preventing the uptake of smoking. It also includes preventative measures
in infectious diseases which cause harm to children such as increasing childhood

vaccinations. On occasion the UK CMOs may provide specific official advice relating

to children, for example, prior to COVID-19 some official UK CMOs' advice, signed in

England by my predecessor Professor Dame Sally Davies, specifically covered child

health including the 2019 physical activity guidelines and advice to parents on

children's screen time use.

It is important to recognise that many infectious diseases, including those which

cause epidemics and pandemics, are particularly dangerous to children, and

especially young children, compared to young adults. This is for example true for

influenza including pandemic influenza.

In relation to COVID-19, experts across the world, including in the Office to the Chief
Medical Officer ("OCMO"), closely monitored the data emerging from China and

elsewhere to assess if there were any direct severity signals in relation to children

and pregnant women. Since the start of the pandemic, older age has been the

strongest risk factor for COVID-19 hospital admission and mortality, with older adults

at high risk and children and young people at relatively low risk of severe outcomes,

although bad clinical outcomes did still occur in a minority of children.
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1.8. As I will detail later in this statement, education is of great importance to child

development. | was, along with other public health colleagues, therefore consistently

keen to minimise education disruption whenever possible. Education was a factor in

the UK CMOs' recommendation to vaccinate children as previously detailed within

Module 4. See [CUMW9/001 INQ000474401] at pages 36 to 51. On 23 August 2020,
the UK CMOs and DCMOs also issued a consensus statement on the current

evidence of risks and benefits to health from schools and childcare settings
reopening, to support their reopening and increase attendance.

1.9. The principal sources of information and advice which were available to me

throughout the pandemic in relation to COVID-19 and children included:

e The New and Emerging Respiratory Virus Threats Advisory Group ("NERVTAG")

which included paediatricians such as Professor Callum Sample.
e SAGE which considered domestic and international research.
e The Joint Biosecurity Centre once established, monitored transmission rates by

age group.

e The Royal Coilege of Paediatrics and Child Health.

e The World Health Organization.

1.10. OCMO worked with Public Health England ("PHE"'), NHS England and the

Department for Education ("DfE"). The Scientific Advisory Group for Emergencies
("SAGE"), which | co-chaired, established a Children's Task and Finish Group ("TFC")

to help with scientific analysis; | was not on the TFC.

1.11. The TFC comprised experts from diverse fields, including epidemiology, virology, and

child health. Members were selected based on their expertise relevant to children's

health and the pandemic. The group operated under the broader framework of SAGE,
ensuring that its findings and recommendations were integrated into the

government's response to COVID-19.

2. Initial understanding about children and COVID-19

2.1. An important point to make is that thanks to the dedication and bravery of staff

working in schools in the face of initial uncertainty about the risks, schools stayed
open to care for the children of key workers and vulnerable children. | would like to
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2.2.

2.3.

2.4.

2.5.

pay tribute to the school staff who did this especially during the early period when

relatively little was known about the potential risk to teachers and other school staff.

When | refer to school closures in this statement, it is caveated with this fact. Schools
did not close completely but remained open for the children of key workers needed

for the response, and for other vulnerable children, as defined at paragraph 3.39

below.

| have been asked to comment on the central view within SAGE, that school closures
constituted one of the less effective single measures to reduce transmission, see the

published minutes of the SAGE meeting of 16 March 2020 at paragraph 17

[CJMW9/002 INQ000052569]. | am asked to explain the background to this view and

whether, and if so why and when, this central view changed.

It is important to lay out some principles to help situate this question. It is an obvious

point that school is very important to children, and school closures should only be

undertaken when the potential benefits of doing so justify it. Examples where this is

a reasonable step to consider include: where there is a heightened risk from an

infection to the health of children; where there is a heightened risk to adults (including

school staff, parents and those who children live with) from children acquiring

infection at school; where the spread of infection between children is a significant part

of the force of transmission in an epidemic which is dangerous at a population level.

During the early stages of the pandemic, it became clear that age was the dominant

factor in serious illness, hospitalisation and mortality. Due to the lack of testing

capacity and surveillance, it was however unclear how much transmission occurred

in and between children - whether they were asymptomatic, suffered much milder

symptoms, or had a lower susceptibility to infection, or if they transmitted to others.

For example, a note of a call between me, Sir Professor Jonathan Van-Tam and the

Chief Health Scientist from Singapore Ministry of Health on 7 February 2020 reflecis

the uncertainty [CJMW9/003 INQ000047705]. We discussed that if children were not

infected with COVID then closing schools would have no impact.

During a call between DCMOs Professor Jonathan Van-Tam and Professor Jenny
Harries and the Department for Health and Social Care ("DHSC") on 11 February
2020 [CUMW9/004 INQ000606835], the issue of school closures was discussed as
follows:
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2.6.

2.7.

2.8.

2.9.

"Issue of SC [school closures] discussed - at the moment given the profile of
cases we have seen with 1-2% of affected are children means school closure
may not be an effective option as part of measures fo try and slow or contain.

JVT - head of CDC China says still v low proportion but is growing. Until we

have serology test and understand how many children have been infected we

can't say whether children have been affected and have transmitted to adults.

Could be that children are driving but having clinically unrecognisable disease
at a low level. No definitive answer yet. Could be that schoo! closures will be far
less effective but can't quite call that yet."

There are substantial negative impacts to school closures which will be addressed
later in this statement. As the SAGE minutes on 16 March 2020 note:

"school closures could increase risks of transmission at smaller gatherings and
for more vulnerable groups as well as impacting on key workers including NHS
Staff.

There was caution about closing schools based on little data and the potential that it

could drive transmission at home - possibly to more vulnerable groups, for example

if elderly grandparents had to provide support as parents were working.

It was my view throughout, and that of OCMO, that school closures should be avoided

wherever possible, given the importance of education for children. Where school

closures could not be avoided, it was my view that closures should be for as short a

duration as was safe for children and wider society.

In the early stages of any pandemic, parents, teachers, school staff and children will

have considerable concerns, including about the risks to children from acquiring an

unknown infection at school, and the risks of introducing an infection from school to

households with vulnerable adults or children. This was true also in COVID-19. This
is unrelated to, and additional to, any issues of modelling of the impact of school

closures on the epidemic as a whole. Maintaining normal school activity in the first

wave until it was possible to be reasonably clear on the risk to children, and of

effective mitigations to protect children, school staff and households, was always
going to be challenging even as the modelling implied no impact of school closure on

the epidemic wave. Whilst we now know these risks to children and school staffwere
relatively modest (not zero), that was not clear at the start of the pandemic.
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On 16 March 2020 the Prime Minister announced:

i) People should avoid pubs, clubs, theatres and other such social venues
ii) isolation for 14 days for those with COVID-19 symptoms

ii) stop non-essential contact and unnecessary travel

iii) working from home where possible

2.10.

iv) shielding for those with serious health conditions

This initial set of closures did not include schools, in part because of their importance.

2.11. By the time of the SAGE meeting on 18 March 2020, the SAGE consensus view was
that the UK was 2 to 4 weeks behind the epidemic curve of Italy, and that without

further and significant mitigation, London could reach COVID-19 related intensive

care capacity by early April. See the minutes of the SAGE meeting of 18 March 2020,
paragraphs 9-13 [CJMW9/005 INQ000075778].

2 12. During the 18 March meeting, SAGE considered the Scientific Pandemic Influenza

Group on Modelling ("SPI-M-O") consensus view on the impact of school closures on

COVID-19 [CUMW9/006 INQ000253871] which stated as follows:

"8. It is the consensus view of SPI-M-O that, accounting for the policies
announced on 16th March, and in the absence of school closures, NHS critical

care capacity is likely or highly likely to be breached in the short to medium term.

The reproduction number is expected to be in the region of 1 but we do not know

whether it will be higher or lower than that. The high degree of uncertainty is a

result of not knowing how contact rates will change from 17th March, as well as
the lack of clarity on current case numbers and the role of children in

transmission.

9. It is almost certain that school closures will notmake the epidemic worse, and
that they would reduce both the epidemic peak and expected number of cases.
Our best assessment is that they would reduce the reproduction number by
between 10% and 20%. We do not know how likely it is that this will change the

reproduction number from being above 1 to below 7."
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2.13. On 18 March SAGE advised "that available evidence now supports implementing

school closures on a national level as soon as practicable to prevent NHS intensive

care capacity being exceedea". [CIMW9/005 INQ000075773].

3. Initial decision-making about children

Lead-up to school closures

Work undertaken between January 2020 and mid-March 2020

3.1. As outlined in section 2 above, in the early stages of the pandemic OCMO were aware

that a low proportion of confirmed COVID-19 symptomatic cases were being reported

amongst children, but we did not know if this was due to a reduced risk of infection

or due to children having milder, or clinically undetectable infections.

3.2. Systematic reviews of existing literature on the effects of school closure or alternative

school social distancing practices in coronavirus epidemics were conducted, such as
a systematic review undertaken by Professor Russell Viner, previous President of the
Royal College of Paediatrics and Child Health and then based at University College
London, which | received on 8 March 2020 [CJMW9/007 INQ000606840;
CJMW9/008 INQ000606841].

3.3. SPI-M-O produced a statement on the impact of possible interventions to delay the

spread of a UK outbreak of 2019-nCov dated 3 February 2020 [CJMW9/009
INQ000051882], which states as follows on impact of mass closure of schools:

"The impact that would be seen against 2019-nCoV is highly uncertain. It would

be most effective if children have a large impact on transmission, but it is not

known at present whether this is the case for 2019-nCoV. The impact ofmass
school closures would be greater if there is significant levels of asymptomatic
transmission among children. Ifmass school closures were effective with 2019-

nCoV, their timing would be important. To delay a UK epidemic, they would be

most useful early on in order to reduce community transmission. To reduce the

overall attack rate, or lower the peak attack rate, they are normallymost effective

just before the local peak of the epidemic and when timed around school
holidays. In theory, mass school closures could increase the overall attack rate
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3.4.

3.5.

3.6.

if done at the wrong time. Mass school closures have a large cost in terms of
parental absenteeism as well as foregone education. If schools are closed it will

be important to discourage the gathering of children into school-like childcare

settings e.g. mass childcare provision by employers. If infections are more

severe in older people, then there could be negative consequences if school
closures result in grandparents caring for children.

During this period, SAGE commissioned several papers from SPI-M-O to consider
the impact of mass school closures, such as 'SPI-M-O: Consensus view on the

impact of mass school closures on 2019 Novel Coronavirus (2019-nCoV)' dated 10

February 2020 [CJUMW9/010 INQ000237390], which stated as follows:

"Because of the higher reproduction number [of COVID-19 as compared to the

2009 influenza pandemic], if school closures have an impact, it would be more

likely that it could reduce incidence at the peak of an epidemic rather than to

reduce the cumulative number ofpeople infected."

See also, the paper entitled, 'SPI-M-O: Consensus view on the impact of mass school
closures', dated 19 February 2020 [CJMW9/011 INQ000237502], which stated that

the impact of school closures was expected io be smaller than during the 2009
influenza pandemic, for the following reasons:

"The average time between symptom onset in primary and secondary cases
(known as the serial interval) is longer than for influenza. As a result, schools
would have to be closed for longer to have the same effect.

The reproduction number in Wuhan in the early stage of the outbreak is higher
than in 2009.

In 2009, some adulfs had pre-existing immunity, so a higher proportion of
transmission took place within schools.

17 February 2020 - OCMO reviewed PHE's guidance to educational settings about

COVID 19 [CJMW9/012 INQ000047787; CJMW9/013 INQ000047783]. This
contained public health guidance about how to help stop the spread of viruses in

educational settings.
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Communication of advice from SAGE

3.7. Actions and minutes from SAGE meetings were disseminated to relevant

departments by the SAGE secretariat. The GCSA and | were usually both present at

major No.10/Cabinet Office decision-making meetings and provided joint scientific

advice based on SAGE outputs.

3.8. School closures are a consideration in pandemic planning, including the UK Influenza

Pandemic Preparedness Strategy 2011 [CJMW9/014 INQ000022708] and the 2009
response to the H1N1 pandemic. | consider that it was made sufficiently clear to

Ministers, in February 2020, that there was a prospect that schools might have to

close in order to reduce transmission [CUMW9/015 INQ000061512; CJMW9/016
INQ000106109]. Whilst everyone hoped that this might be avoidable, it was clear it

was a possibility if we could not reduce the rate of transmission without this measure.

Work to understand the impact that closure of schools might have on children

3.9. All public health and clinical professionals know the positive impacts that education

has on children. Closing schools comes with profoundly negative impacts, especially
to the most deprived and vulnerable in our society. | raised this in SAGE from

February 2020, and it was not a controversial point [as referred to by Professor Neil

Ferguson in his Module 2 oral evidence: CJMW39/017 PHT000000034 Module 2 Day
11 transcript at (51) page 204, lines 2-14]. The question was about balance of risks

and harms.

3.10. Between January and mid-March 2020 the Independent Scientific Pandemic Insights

Group on Behaviours ("SPI-B") undertook the following work to understand what

impact the closure of schools might have on children. SPI-B provides independent,

expert, social and behavioural science advice to SAGE.

3.11. SPI-B's paper on 'Potential impact of behavioural and social interventions on an

epidemic of Covid-19 in the UK' was considered by SAGE on 3 March 2020
[CJMW9/018 INQ000087416] and stated as foliows at table 2:

"Those in lower socio-economic groups may be most impacted by disruption

from school closure, e.g. more reliant on free school meals or unable fo

rearrange work to provide childcare. Allowing school premises to remain open
9
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to provide some community services, while sending most children home, may
mitigate this."

3.12. In compiling this paper, SPI-B referenced a review in the Lancet entitled 'The
psychological impact ofquarantine and how to reduce it: rapid review of the evidence'

[CJMW9/019 INQ000196902].

3.13. SPI-B further stated as follows in their paper 'SPI-B insights on combined behavioural

and sociai interventions' considered at SAGE on 5 March 2020 [CJMW9/020
INQ000109111]:

"1.SPI-B have a consensus view that school closures will be highly disruptive

and likely to present an unequal burden to different sections of society. Our
understanding of reports from Japan is that there is growing discontent around

the policy. Isolation of entire households also poses a substantial, and unequal,

burden on those affected.

2. Given this, the combination of interventions most likely to be socially
acceptable involves isolation of symptomatic cases and isolation of at-risk
members of the public. These are also the most closely targeted, and therefore

obviously legitimate, strategies.

3. Following this, social distancing and prevention ofpublic gathering measures
are the next 'easiest' to add to the mix.

[...]

10. School closure and isolation of symptomatic cases, will present difficulties
for some symptomatic people in terms of their ability to adhere to isolation. For
single parents, adherence may become impossible. For poorer families, loss of
income and increased household bills (heating, electricity, food delivery etc), will
occur concurrently with loss of social services provided through schools (free

school meals, after school clubs etc). For families more able to cope financially,

isolation will still be more difficult as children spend longer in the home."

10

INQ0005880460010



3.14. | would expect that the Department for Education ("DfE") would have undertaken

further work to understand the impact that school closures might have on children,

however | cannot recall this work and was not involved in n it.

3.15. | spoke publicly about the social disruption that closing schools would bring during

media interviews for examples on 'Today' on Radio 4 on 4 March 2020 [CJMW9/021
INQ000606839]:

"Q: Children aren't affected badly by this are they?

A: ... the social disruption of schoo! closures is significant so we would only go
down this route if it was beneficial and at the last point so it minimises
disruption.

International monitoring

3.16. |have been asked to describe what monitoring was taking place as to the steps being

taken in other countries, either to close schools or to keep schools open. | had

extensive international engagement during this period and have outlined that

previously to the Inquiry. | received regular updates about the measures being taken

and studies undertaken in countries including the United States, Germany, France,
Italy and China. Furthermore, updates were given in regular meetings and briefings,

including at SAGE and SPI-M-O. | have provided examples of the same below.

e Two American studies dated 25 January 2020, entitled "Modelling targeted

layered containment of an influenza pandemic in the United States" and "Public

health interventions and epidemic intensity during the 1918 influenza pandemic"

respectively, considered the impact of various NPIs, including school closure, on
the reduction of infectious contacts between persons and mitigation of the impact

of the next influenza pandemic [CJMW9/022 INQ000536548; CJMW9/023
INQ000228601].

e Within the briefing on school closures discussion for SPI-M-O, dated 10 February
2020, a US study was cited, which demonstrated that the truncation of school

days reduced the risk of influenza infection in primary school-age children

[CJMW9/024 INQ000606834].
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e An email from Elio Riboli, a Director at St Mary's Campus, Imperial College
London, detailing the effect of the measures being taken in Italy in relation to

school closures. Dated 23 March 2020, the email reports on a downward trend

of the rate of the increase of the epidemic in Lombardy areas first affected by the

epidemic, 10 days after the implementation of stringent measures. The report

concludes that the measures, one of which was school closures, 'may start to

have a measurable effect on the rate of progression of the epidemic'

[CUMW9/025 INQ000606845].
e An email from myself to the GCSA dated 21 May 2020, which contains a

summary of the decisions being taken in Germany, stating, 'German primary and

secondary schools gradually reopening with strict hygiene and social distancing

measures in place' [CJMW9/026 INQ000606848; CJMW9/027 INQ000606847].

Communication with CMOs of the Devolved Administrations and flow of information from other

States

3.17. Between January 2020 and March 2020, | and the CMOs of the UK devolved

administrations ("DAs") maintained contact through regular meetings of the UK
CMOs. The flow of information between the English OCMO and the OCMOs in

Scotland, Wales and Northern Ireland was continuous. We all recognised the critical

importance of consistent and clear messaging on non-pharmaceutical interventions
("NPls") and societal measures, including school closures, at that time. We also fed

back on the overall picture on NPIs in SAGE meetings during that period. At such

meetings, school closures were discussed as one of many options in a cohesive,
society-level response to the virus. This collaborative and multilateral method of

working continued throughout the pandemic.

3.18. | was aware of the announcement that schools would close in the Republic of Ireland

on 12 March 2020, but did not correspond directly with officials in the Republic of

Ireland in relation to this decision. Information from the CMO the Republic of Ireland
to UK CMOs, including me, tended to flow via the Northern Ireland CMO.

3.19. The Inquiry has asked whether there was a flow of information available from other

states regarding school closures; Foreign and Commonwealth Office (subsequently
Foreign, Commonwealth and Development Office) diplomatic telegrams were

regularly circulated across Government which included detail on, for instance,
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reproduction numbers in other states [CJMW9/027 INQ000606847], and a running

list of NPls introduced in other states was also kept [CJMW9/028 INQ000606851].
There was a general flow of clinical information shared in a spirit of collaboration, in

which school closures may have been discussed.

The announcement of 18 March 2020 that schools would close

3.20. School improves health, learning, socialisation and opportunities throughout the life

course including employment. Closure of schools causes significant social disruption
and would only be advised if there was a strong epidemiological rationale to justify

closure. As stated within Chapter 8 of the "Technical report on the COVID-19
pandemic in the UK' [CJMW9/029} INQ000101642 }], "it was initially hoped that it would

be possible to achieve a reproduction number (R) below 1 without school closures".

The basis for this initial view was as follows:

3.21. Inthe early stages of the pandemic, we had very limited information about the impact

of COVID-19 on children and the involvement of children in the transmission of

COVID-19. Early signals from China "were indicative of a mild clinical phenotype of
COVID-19 in children and young people, with higher levels of less symptomatic
infection" [CJMW9/029! INQ000101642 j].

3.22. Whilst pandemic flu models, utilised to inform early advice during COVID-19,
considered schools as key settings for transmission [CJMW9/014 INQ000022708]

there was significant debate over whether closure of schools would be necessary, in

addition to other NPls. For example, see SPI-M-O's 'Statement on the impact of

possible interventions to delay the spread of a UK outbreak of 2019-nCov' dated 3

February 2020, as referenced at paragraph 3.6 above [CJIMW9/009 INQ000051882].

3.23. However, whilst it was initially hoped that school closures would not be necessary,
SAGE advised on 18 March 2020 that "available evidence now supports

implementing school closures on a national level" alongside other NPIls announced

by the Prime Minister on 16 March 2020. This was because modelling by SPI-M-O
implied that, due to the speed of the initial wave of COVID-19 "in the absence of
school closures, NHS critical care capacity is likely or highly likely to be breached in

the short to medium term".
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3.24. Advice from SAGE was communicated to the UK Government as it evolved, UK
Government was kept updated as modelling developed. Advice that was required for

Cabinet, Cabinet sub-committees, Cabinet Office or cross-Government decisions
was informed by SAGE, which in turn was informed by SAGE subcommittees such

as SPI-M-O, NERVTAG, and SPI-B. It is important to note that the advice of the

subcommittees was, in turn, informed by a very major national and international

scientific effort. The GCSA and ! were usually both present at major No.10/Cabinet
Office decision-making meetings and provided joint scientific advice based on SAGE
outputs.

The position on school closures in the days immediately prior to 18 March 2020

3.25. Minutes from SAGE meetings demonstrate how the picture concerning schools
changed in the days immediately prior to 18 March 2020, and how the position shifted

so that the closure of schools came to be regarded as necessary. For example, the

minutes of the ninth SAGE meeting of 20 February 2020 state as follows

[CUMW9/031 INQ000052106]):

"Measures to limit spread

7. Before consideration of measures to reduce spread is undertaken, it is
essential to understand the ability of surveillance methods to pick up evidence
of an epidemic (and how those methods might be improved), understand when

evidence will become available, and - from that surveillance - the likely

trajectory of an epidemic.

8. It is also essential to understand the objectives behind seeking to manage the

epidemiological curve (e.g. flattening the peak, spreading the duration, avoiding
winter), informed by key challenges the NHS is seeking to mitigate.

9. Once there is clarity on those issues, SAGE should review all potential

methods to limit spread (schools, travel, large gatherings, home working etc.),

including their likely relative effectiveness. "
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3.26. Atthe11° SAGE meeting on 27 February 2020, SAGE reviewed a table summarising

the impacts of NPls, including school closures. This table stated as follows

[CUMW9/032 INQ000087326]:

"Assumptions: Schools completely close nationally and children do not gather
in other group settings. Children play an important role in transmission.

Potential effectiveness in containing an outbreak: Unlikely to contain an

outbreak on its own.

Potential effectiveness in delaying an outbreak: No more than 3 weeks
delay to peak and possibly much less.

Potential effectiveness in reducing thepeak ofan outbreak: If children have
a similar role in transmission as to flu, around 10%-30% reduction in peak
incidence could be achievable for a closure duration of over 8 weeks, when

enacted early. Would be greater (~30% reduction) if universities were closed
foo."

3.27. The minutes from the 13" SAGE meeting on 5 March 2020 note as follows

[CUMW9/033 INQ000052349]:

"Summary

1. There are currently no scientific grounds to move away from containment

efforts in the UK.

2. There is epidemiological and modelling data to support implementation -

within 1-2 weeks - of individual home isolation (symptomatic individuals to stay
at home for 14 days) and whole family isolation (fellow household members of
symptomatic individuals to stay at home for 14 days after last family member
becomes unwell) to delay Covid-19 spread, modify the epidemic peak and
reduce mortality rates.

3. In addition, there is scientific data to support implementation - roughly 2

weeks later- of social isolation (cocooning) for those over 65 or with underlying
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medical conditions to delay spread, modify the epidemic peak and reduce

mortality rates.

[...]

Behavioural and social interventions

15. SAGE agreed that school closures would have smaller effects on the

epidemic curve than other options".

3.28. By the time of the SAGE meeting on 13 March 2020, the situation had developed as
follows [CJMW9/034 INQ000061 523]:

"1. Owing to a 5-7 day lag in data provision for modelling, SAGE now believes
there are more cases in the UK than SAGE previously expected at this point,

and we may therefore be further ahead on the epidemic curve, but the UK
remains on broadly the same epidemic trajectory and time to peak.

[...]

19. SAGE further agreed that one purpose of behavioural and social
interventions is to enable the NHS to meet demand and therefore reduce indirect

mortality and morbidity. There is a risk that current proposed measures
(individual and household isolation and social distancing) will not reduce

demand enough: they may need to be coupled with more intensive actions to

enable the NHS to cope, whether regionally or nationally."

3.29. The minutes of the SAGE meeting on 16 March [CUMW9/002 INQ000052569] state
as follows regarding school closures:

"17. While SAGE's view remains that school closures constitutes one of the less
effective single measure to reduce the epidemic peak, it may nevertheless
become necessary to introduce schoo! closures in order to push demand for

critical care below NHS capacity. However school closures could increase the

risks of transmission at smaller gatherings and for more vulnerable groups as
well as impacting on key workers including NHS staff. As such it was agreed
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that further analysis and modelling of potential school closures was required

(demand/supply, and effects on spread).

18. SAGE agreed that its advice on interventions should be based on what the

NHS needs and what modelling of those interventions suggests..."

3.30. SAGE then advised at the meeting of 18 March 2020 that "available evidence now

supports implementing school closures on a national level as soon as practicable to

prevent NHS intensive care capacity being exceeded" [CJMW9/005
INQ000075778}.

Factors which contributed to decision-making in relation to the management of schools

3.31. The primary factor in the decision to close schools, apart from for the children of key

workers and vulnerable children, was the necessity to reduce the transmission rate

to prevent intensive care units being overwhelmed and having a situation comparable

to the Lombardy region in Italy where their health system was almost overwhelmed.

3.32. | have also been asked by the Inquiry whether the Prime Minister's announcement of

16 March 2020, rendered the continuing opening of schools impractical. Others would

be better placed to answer this question but the measures contained within the 16

March announcement were introduced with the hope that we could keep schools
open to all children - unfortunately this was not possible given the speed of the

upswing in cases and the considerable level of uncertainty about whether the other

measures taken would, without school closures, be sufficient to prevent the first wave
peak being sufficiently high the NHS would have been overwhelmed.

Epidemiological factors which contributed to the decision that schools should close to most

children

3.33. | have been asked to set out the epidemiological factors which contributed to the

decision that schools should close to most children. Discussions at SAGE were ied

by modelling carried out by members of SPI-M-O. Whilst | reviewed and discussed
SPI-M-O papers at SAGE meetings, | was not involved in carrying out the modelling.

3.34. The Inquiry has asked what modelling estimated the impact of school closures would

be and the extent to which there was confidence that school closures would
17
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contribute to a reduction in transmission. 'SPI-M-O: Consensus view on the impact

of school closures on Covid-19', dated 17March2020 [CJMW9/006 INQ000253871]
estimated that the impact of school closures would be a reduction in the reproduction

number of COVID-19 "by between 10% and 20%" and stated that "it is almost certain
that schoo! closures will not make the epidemic worse, and that they would reduce

both the epidemic peak and expected number of cases." However, the consensus
view also stated that "We do not know how likely it is that this will change the

reproduction number from being above 1 to below 1." (see para 9 of the consensus
view).

Alternatives fo full school closures

3.35. In addition to full school closures, SAGE also considered the impact of keeping
schools open for particular groups. For example, SAGE minutes from 18 March 2020
state as follows [CJMW9/005 INQ000075778]:

"23. SAGE considered the impact ofkeeping schools open forparticulargroups,

including for children ofNHS workers and vulnerable groups. SAGE considered
that a small (10% to 20%) reduction in compliance rates would have some

impact in the overall effect of school closures, but this would not be significant
enough to offset the measure. The effect of school closures would be

Significantly reduced if there was widespread mixing of children outside of
schools.

3.36. A note from SPI-B on school closures [CJMW9/035 INQ000075405] was also
considered at the SAGE meeting of 18 March 2020. This note included the following

observations on keeping schools open for particular groups:

"SAGE also noted that it would consider alternatives to closure. One alternative

sometimes discussed is a partial 'dismissal,' where-by most children are sent
home from school, but the children of certain key workers (scope to be defined,

but including NHS workers) are allowed to attend as a form of childcare. This

allows NHS workers who might not otherwise be able to attend work, to do so.

* Members of SPI-B have not found a robust academic evidence base
relating to the acceptability or social impact ofdismissal vs closure. We do

not know if the Department for Education might have any evidence. But
18
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based on our discussions, we highlight three issues that might be useful to
consider:

o Itis possible that the public will accept that allowing schools to stay open
to provide childcare for NHS workers is necessary,7 although we would

emphasise our lack of data. We do not know if acceptance would extend

to workers in other sectors. The perceived legitimacy of any measure,

which will be influenced by clear explanation of the need and purpose
for it, will be important.

o The willingness of teachers to support a dismissal system should be

considered. Consultation with teachers is recommended to discuss how
to develop a suitable system for staffing and to identify and address the

concerns that they may have.

o it cannot be assumed that older children of key workers will come into

schools even if they are open to them: they may consider it risky, not

educational or less attractive than alternatives.

Contact with the DfE in the lead up to closure of schools

3.37. | have been asked by the Inquiry to set out the contact | had with the DfE in the lead

up to the decision that schools would close to most children. OCMO attended more

than 25 cross-government meetings with Ministers and senior officials during the

period of 22 January 2020 to 18 March 2020. Six SAGE meetings were held between

3 to 18 March 2020. All SAGE minutes and actions were disseminated across
government by the SAGE secretariat. | also attended coa COBR meeting on 18 March

2020 where the Secretary of State for Education presented a DfE paper on closure

of schoois and set out policy proposals. The GCSA and | were present at this meeting

to provide joint scientific advice on behalf of SAGE [CJMW9/036 INQ000075400; ]

Opinion as to whether the government was adequately warned that schools might close

3.38. | think it was clear to senior decision makers in government that there was a strong

possibility that schools may have to close. It may have happened sooner than was
anticipated given that the epidemiological picture had deteriorated but | believe that
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closure of schools was an option that was discussed in detail for some time in

advance of it actually happening.

Vulnerable Children

3.39.

3.40.

The DfE published guidance on 'Supporting vulnerable children and young people

during COVID - actions for educational providers and other partners' [CJUMW9/037

INQ000075733]. DfE owned this guidance and | was not personally involved in the

drafting, however the advice was reviewed by DCMO Professor Dame Jenny Harries

[CJMW9/038 INQ000151890]. Section one of this guidance set out the definition of

vulnerable children and young people for the purposes of continued school

attendance during COVID school closures as follows:

"Vulnerable children andyoungpeople for the purposes of continued attendance

during the coronavirus (COVID-19) outbreak are those across all year groups
who:

e are assessed as being in need under section 17 of the Children Act 1989,

including children and young people who have a child in need plan, a child

protection plan or who are a looked-after child
e have an education, health and care (EHC) plan and it is determined,

following risk assessment, that their needs can be as safely ormore safely
met in the educational environment

e have been assessed as otherwise vulnerable by educational providers or

local authorities (including children's social care services), and who could

therefore benefit from continued attendance. This might include children

and young people on the edge of receiving support from children's social
care services, adopted children, those at risk of becoming NEET ('not in

employment, education or training'), those living in temporary

accommodation, those who are young carers and others at the provider and
local authority's discretion.

My understanding was that this definition would be applied to identify vulnerable

children and young people for the purposes of continued school attendance during

COVID school closures. As outlined at paragraph 3.35 above, SAGE did consider the
impact of keeping schools open for particular groups, including vulnerable children.

Further modelling was not done in March 2020 on the impact of keeping schools open
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to vulnerable children. The reason for this is set out at paragraph 12 of the 'SPI-M-O:
Consensus view on the impact of school closures on Covid-19° [CJMW9/006
INQ000253871] which stated as follows:

"12. Allowing schools to remain open for a small number ofpupils would capture

most of the benefit of closing them for the whole population. Given the high

levels of uncertainty involved, it would not be meaningful to mode! the size of
this effect.

3.41. The Inquiry has asked what consideration was given to making attendance at school

compulsory for vulnerable children. | do not recall any discussions on this issue and

so cannot comment on this point.

The first national lockdown

3.42. During the early stages of the pandemic, consideration was given to how the first

national lockdown, as announced by the Prime Minister on 23 March 2020, would
impact upon:
e children's health, including their physical and mental health and their wellbeing

and development;
e the safety or well-being of children; and

e the position of children from already disadvantaged groups.

3.43. As stated within Chapter 8 of the technical report, during the COVID pandemic 'the

fundamental aims were to simultaneously reduce transmission as far as possible,
both within educational settings and in the wider community, and also to continue to

deliver education and support for the millions of children and young people' affected
by the pandemic. These aims were of course in tension, and there was a need to

Strike a balance between no interventions on the one hand, which risked widespread
transmission and resulting impacts on provision of education and health, and on the

other hand intensive interventions that could impact education delivery and in turn

social development and life chances for many children' [CJMW9/029
INQ000101642 ].

3.44. Wider public health and educational impacts on children were often hard to measure
and required wider technical advice beyond the remit of SAGE or the CMOs, during
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3.45.

the later stages of the pandemic and beyond. However, | was keenly aware, during
the early stages of the pandemic, of the potential impacts of the first lockdown on the

public health and safety of children. This is reflected in the following minutes from

SAGE and my comments in emails during March 2020:

During the 13° SAGE meeting which took place on 5 March 2020, the 'SPI-B insights

on combined behavioural and social interventions' paper was discussed, which noted

as follows [CJMW9/020 INQ000109111]:

"SPI-B have a consensus view that school closures will be highly disruptive and
likely to present an unequal burden to different sections of society... Isolation of
entire households also poses a substantial, and unequal, burden on those

affected...

"20. Full household isolation will have a disproportionate impact on poorer

families, reducing family income, increasing costs (heating, electricity, food

delivery) at the same time as preventing access fo free school meals and other

social services provided via schools...

21. Given the link between poverty and mental health and between quarantine

andmental health, thought also needs to be given to the additionalmental health

burden likely to accrue during two weeks of home isolation. Across the board,

remote mental health services will be required for some people in isolation.

Specific, additional points on school closure
26. The importance of school during a crisis should not be overlooked. This

includes:
e Acting as a source of emotional support for children

e Providing education (eg. On hand hygiene) which is conveyed back to

families
e Provision of social service (eg. Free school meals, monitoring wellbeing)
e Acting as a point of leadership and communication within communities"
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3.46. See also the following extract taken from an email | sent to Sir Chris Wormald, then

Permanent Secretary at DHSC on 15 March 2020 where | discussed the timing of

closure of schools in relation to other NPls [CJMW9/039 INQ000606843]

"The current core package is self isolation (now), home isolation and shielding
(all within 2 weeks). We definitely need to do that under any scenario. Plus
people and workplaces doing what the can (eg where remote working possible).
We clearly need to get that package agreed and initiated pronto.

SD [social distancing] is basically closing all pubs, Restaurants etc and any
social gathering not work related. Plus people doing what they can. This one is
the one we need people to get ready to do quite fast. It could be relaxed if things
look not to be going out of control.

Schools (+/- colleges) are probably possible to keep til last ifyou want to protect

work and NHS workforce, and as it is least dangerous to children is a reasonable
policy from a health point of view. School closure at the emergency brake end.

! don't think there is a need to do things on schools before Easter break. We can
review return.

Monitoring and assessment of the impact of the closure of schools and the first national

lockdown upon children

3.47. Monitoring of the scientific evidence on the impact of the first national lockdown and

the closure of schools was carried out by SAGE, in the following areas:
a. the safety of children;

the physical and mental health and wellbeing of children;

the attainment and development of children;

b

c

d. the impact of increased use of the internet by children;
e. the impact of the first national lockdown and closure of schools on vulnerable

children or children living in poverty;

f. whether the first national lockdown and closure of schools had a differential

impact on children from different ethnic groups; and

g. the attendance levels of vulnerable children at school.

3.48. It is important to note SAGE is a scientific advisory group, not an operational body,

and as such its monitoring was limited to keeping abreast of scientific evidence. The
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DfE and other relevant bodies were involved in operational monitoring. SAGE
reviewed these areas through the commissioning of papers and discussion of

scientific findings and studies at SAGE meetings. Inevitably scientific studies lag

operational monitoring in a fast-moving situation such as the early months of the

pandemic. The outcome and conclusions of such work were actioned and factored

into advice provided by SAGE and ultimately influenced SAGE advice on length and

timing of school closures and national lockdown provisions, as detailed at paragraphs
3.49 to 3.56 below. Relevant monitoring and assessment of the scientific evidence
are detailed as follows:

3.49. The TFC paper on 'Risks associated with the reopening of education settings in
September' [CJUMW9/040 INQ000224417] was considered at the 46" meeting of

SAGE on 9 July 2020 and stated as follows:

"The relatively low risk to students' health of returning to school are presented
in detail in Section 2. There is high confidence that the severity of COVID-199 is
lower in children than adults, and moderate confidence that children are less
susceptible to infection.

In contrast, and covered further in previous SAGE/SP!-B advice, the harms to

student mental health and development of keeping educational settings closed
are well established. This evidence suggests that children isolated or

quarantined during pandemic diseases are more likely to develop acute stress
disorder, attachment disorder and grief.

Educational outcomes are seriously at risk, especially for disadvantaged pupils,

and school closures can also impact emotional attachment, with a failure fo

positively support psychological wellbeing likely to have longer term negative

implications for child development. Months away from school could mean that

emerging learning problems are missed by teachers and educational
psychologists.

Evidence also suggests that the impacts of school closures are likely to differ

across age and social groups, with more vulnerable children, in particular, being
likely to be affected fhe most. Failure to positively support psychological
wellbeing are likely to have longer term negative implications for child
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development. We also know that school attachment and belonging are linked to

later educational attainment.

3.50. The above TFC paper referenced a paper by SPI-M-O, with input from NERVTAG
and SPI-B, titled 'SAGE Subgroup: The role of children in transmission', dated 16

April 2020. [CJMW9/041 INQ000074924]. Annex A of this SAGE subgroup paper is

titled 'The Wider Impacts of School Closures on Children'. This research note

identified the gaps in evidence and proposed ways to address these gaps in respect
of the wider impacts of current and possible school interventions in children. This note

focussed on the following areas:
a) The variability of impacts (age, stage, vulnerability);
b) Impacts on education;

c) Impacts on the social and emotional development of children;

d) Impacts on teachers, parents and caregivers; and
e) The practicalities of closure and reopening

3.51. At the 65'° SAGE meeting on 4 November 2020, SAGE considered the following

papers on the wider effects of national lockdown and school closures on child health

and development:

i) 'TFC: Update on children, schools and transmission' [CJMW9/042
INQ000074948] which noted as follows:

"SAGE has advised previously that the opening and closing of schools is likely

to have an impact on transmission and R, and that policymakers will need to

consider the balance of risks and harms: including the potential direct health

risks to children and staff from COVID19 and the wider impact ofschool opening
on community transmission; and the direct risks to student mental heaith,

wellbeing, development, educational attainment and health outcomes from

school closure.

There is clear evidence of the negative educational impact of missing school,

particularly for younger children and disadvantaged students (high confidence).

As noted in the accompanying SPI B paper and previous advice from SAGE,
educational oufcomes are seriously at risk as a result of school closures,
particularly for disadvantaged pupils. Vulnerable children are most likely to be

affected, with risk of harm and abuse higher due to isolation and financial stress.
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Even a relatively short period of missed school could have consequences for

skill growth, particularly foryounger children, given that investments in children's

learning tend to be complementary over time. A period of learning at home is
likely to reinforce inequalities between children. Extended periods away from

school could mean that emerging learning problems are missed by
educationalpsychologists. Additionally, an importantminority of students do not

have access to devices and the internet.

There is evidence that the pandemic has negatively impacted the mental health

of children and young people, particularly for adolescents (high confidence).

Recent ONS/NHSD work found a significant increase in children aged 5-16

identified as having a probable mental disorder, to one in six in 2020 from one

in nine in 2017[10]. Children and young people with a probable mental disorder

were more likely to say that lockdown had made their life worse (54.1% of 11-

16 year olds; and 59% of 17-22 year olds) than those unlikely to have a mental

disorder (39.2% and 37.3% respectively). There is evidence that school closures
cause impairment to the physical and mental health of children (high

confidence). Cognitive, social and emotional developmental outcomes are also
at risk (medium confidence). "

ii) The accompanying SPI-B and DfE paper 'COVID-19: Benefits of remaining in

education - evidence and considerations' [CUMW9/043 INQ000074949] which
concluded as follows:

"Overall conclusions

1. School closures put educational outcomes at risk, especially for

disadvantaged students (High Confidence). Existing inequalities (High

Confidence) and attainment gaps (Low/Medium Confidence) are already being
exacerbated. Opportunities for early identification of emerging learning
problems are also missed during school closures (High Confidence).

2. School closures cause impairment to 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).
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3. School closures have a particularly adverse impact on vulnerable children

due to reduced access to essential services (High Confidence). Other lockdown-

related stressors for children and parents, such as economic uncertainty, are

also likely to be exacerbated (Medium Confidence).

4. Extended periods of remote learning can lead to poorer educational
outcomes, although some sources suggest that in the short-term adverse
outcomes may be limited (Low Confidence).

Sources of information that provided insight into children's health and wellbeing

3.52. Many different sources of information provided insight into children's health and

wellbeing during the pandemic. The following papers and research studies were

considered by SAGE subgroups and ultimately their findings were factored into

SAGE's scientific advice.

3.53. References listed in Annex A of 'SAGE Subgroup: The role of children in
transmission', dated 16 April 2020 [CJMW9/041 INQ000074924]:

e Brooks et al (2020) The impact of unplanned school closure on children's social
contact: Rapid evidence review

e Morgan etal (2019) Socio-Economic Inequalities in Adolescent Summer
e Holiday Experiences, and Mental Wellbeing on Return to School: Analysis of the

School Health Research Network/Health Behaviour in School-Aged Children

Survey in Wales
e Viner et al. (2020) School closure and management practices during coronavirus

outbreaks including COVID-19: a rapid systematic review
e Wong et al. (2019) Feeling connected: The roles of student-teacher relationships

and sense of school belonging on future orientation

3.54. References listed in 'TFC: Update on children, schools and transmission' 4 November

paper [CJMW9/042 INQ000074948]:

e TFC: Risks associated with the reopening of education settings in September
[CJMW9/040 INQ000224417]
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3.55.

e TFC: Comments on sequencing of social distancing measures (schools) 20 May

2020 [CUMW9/044 INQ000194026]
e The British Medical Journal: Clinical characteristics of children and young people

admitted to hospital with Covid-19 in United Kingdom: prospective multicentre

bservational cohort study [CJMW9/045
e Royal Society, The DELVE Initiative: Balancing the risks of pupils returning to

schools [CJMW9/046 INQ000147905]
e Office for National Statistics: Mental health of Children and Young People in the

Pandemic [CJMW9/047 INQ000606854]
e SPI-B and DfE: COVID-19: Benefits of remaining in education - evidence and

considerations, 4 November 2020 [CJMW9/043 INQ000074949]

References listed in 'COVID-19: Benefits of remaining in education - evidence and
considerations', 4 November 2020 [CUMW9/043 INQ000074949}:

e DELVE. Balancing the Risks of Pupils Returning to Schools. July 2020
e CEPEO. Briefing Note: School Absences and Pupil Achievement. April 2020.
e Df. The link between absence and attainment at KS2 and KS4 2013 and 2014

academic year. March 2016.
e NFER. The challenges facing schools and pupils in September 2020. September

2020.
e NHS Digital. Mental Health of Children and Young People in England: Wave 1

follow up to the 2017 survey. October 2020.
e Levita L. Initial research findings on the impact of COVID-19 on the well-being of

young people aged 13 to 24 in the UK: COVID-19 Psychological Research
Consortium (C19PRC). 2020.

e Kooth. Week 14: How Covid-19 is Affecting the Mental Health of Young People

in the BAME Community. June 2020.
e Odd, D., Sleap, V., Appleby, L., et al. Child Suicide Rates during the COVID-

19 Pandemic in England: Real-time Surveillance. England: Healthcare Quality

Improvement Partnership (HQUIP). 2020.
e Kooth. Week 14: How Covid-19 is Affecting the Mental Health of Children and

Young People. June 2020.
e Morgan et al. Socio-Economic Inequalities in Adolescent Summer Holiday

Experiences, and Mental Wellbeing on Return to School. 2019.
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The Sleep Council. New Survey Reveals COVID-19's Impact on Kids' Bedtimes
and Time on Devices. May 2020.

Becker S.P. and Gregory A.M. Editorial Perspective: Perils and Promise for Child

and Adolescent Sleep and Associated Psychopathology during the COVID-

19 Pandemic. May 2020.

Unesco. Adverse consequences of school closures. 2020.

Loades ME, Chatburn E, Higson-Sweeney N, et al. Rapid Systematic Review:
The Impact of Social Isolation and Loneliness on the Mental Health of Children

and Adolescents in the Context of COVID-19. July 2020.

Duncan, G. et al. School Readiness and Later Achievement. Developmental

Psychology, Vol. 43/6, pp. 1428-1446. 2006.

Pascal, C. et al. Covid-19 Impacts: Early Years - Sutton Trust. 4th ed. 2020.

Wong et al. Feeling connected: The roles of student-teacher relationships and

sense of school belonging on future orientation. 2019.

Taylor et al. Effect of COVID-19 lockdown on child protection medical

assessments: a retrospective observational study in Birmingham, UK.

September 2020.

NSPCC Learning. Isolated and Struggling: Social isolation and the risk of child

maltreatment, in lockdown and beyond. June 2020.

Bhopal S, Buckland A, McCone R, et al. Who has been missed? Dramatic

decrease in numbers of children seen for child protection assessments during

the pandemic. Arch Dis Child. 2020

NSPCC. Calls about domestic abuse highest on record following lockdown

increase. 2020.

DfE. Vulnerable Children and Young People Survey. Summary of returns Waves
1 to 10. October 2020.

Institute for Fiscal Studies. Learning during the lockdown: real-time data on

children's experiences during home learning. May 2020.8

Children's Commissioner. Childhood in the time of Covid. September 2020.

Children's Commissioner. No way out. August 2020.

Education Policy Institute. Preventing the disadvantage gap from increasing

during and after the Covid-19 pandemic. May 2020

Unesco. COVID-19 school closures: Why girls are more at risk. April 2020.

Parnham JC, Laverty AA, Majeed A, et al. Half of children entitled to free school

meals do not have access to the scheme during the COVID-19 lockdown in

the UK. medRxiv 2020.
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e Pearcey S, Shum A, Waite P, et al. Report 04: Changes in children and young

people's emotional and behavioural difficulties through lockdown. Oxford:

CoSPACE study. 2020.
e Fitzpatrick, B. R., Berends, M., Ferrare, J. J. & Waddington, R. J. Virtual illusion:

Comparing student achievement and teacher and classroom characteristics in

online and brick-and-mortar charter schools. Educ. Res. 49, 161-175. 2020.
e Beaglehole, B., Bell, C., Frampton, C. & Moor, S. The impact of the Canterbury

earthquakes on successful school leaving for adolescents. Aust. New Zeal. J.
Public Heal. 41, 70-73. 2016.

3.56. For further sources of information on children's health and wellbeing please see
references at Chapter 8: 1 of the technical report CJMW9/029: INQ000101642 j]

Age profile of and risk to parents, family members, teachers and other school staff.

3.57. The impact of infection of parents, teachers and other school staff was a relevant

consideration. At the 38" SAGE meeting on 21 May 2020, SAGE noted as follows

[CUMW9/048 INQ000075783]:

"16. SAGE noted the relatively young age profile ofparents and teachers, which
means that a lower level of risk in general (though some individuals within those

groups may be higher risk for other reasons). "

3.58. By this stage of the pandemic, age had proven to be a factor for COVID-19 severe
outcomes, and later research confirmed that those of a lower age were at lower risk

from COVID-19 [CUMW9/049 INQ000606858]. Therefore, it was generally accepted
that there was a lower risk of severe COVID-19 outcomes for teachers and parents

having regard to their age.

3.59. The Office for National Statistics ("ONS") stated in January 2021: "For both sexes,
rates of death involving COVID-19 for this group [teaching and education

professionals] were statistically significantly lower than the rate of death involving
COVID-19 among those of the same age and sex, with 18.4 deaths per 100,000
males (66 deaths) and 9.8 deaths per 100,000 females (73 deaths), compared with

31.4 and 16.8 deaths per 100,000 in the population among males and females
respectively." [CJMW9/050 INQ0001 19040]
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3.60. Over time, evidence was collated which showed that although teachers may have

been at increased risk of transmission, the risk of poor outcomes, including

hospitalisation and mortality, were not significantly different from the general
population [for example, CJMW9/051 INQ000203198].

3.61. Although SAGE noted on 21 May 2020 that "Further work is needed to understand

the proportion of children living with grandparents who are more likely to be in higher-

risk age groups" [CJMW9/048 INQ000075783], | was not personally involved in this

further work and so am unable to comment on this point.

The decision to reopen schools

3.62. There were widespread discussions normally coordinated by the COVID Taskforce
on reopening schools as safely and quickly as feasible. Cabinet Office and No10 will

likely be best placed to provide the minutes. At the 46" SAGE meeting on 9 July
2020, SAGE gave the following advice which informed the Government's approach

to the reopening of schools [CUMW9/052 INQ000075460]:

"Schools

20. SAGE endorsed the paper on 'Risks associated with the reopening of
education settings in September', subject to minor amendments, and
recommended that the findings are considered carefully as DfE develops its

policies.

21. SAGE agreed that there was a low risk to children's health from Covid-19
but significant harms from schools being closed, and that it was therefore

strongly in the interests of children for schools to be open.

22. Decisions on opening schools in the autumn also need to consider the health

of adults, including teachers and the wider community.

23. Emerging evidence suggests that outbreaks in schools are extensions of
community outbreaks and comprise small numbers, rather than indicating that

schools are high-risk settings. Spread from children to adults appears to be low.
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24. Applying and releasing measures in a way which can be explained to the

public logically helps to maintain support and adherence. Given the health and
educational benefits of opening schools - and the health and other risks of not
doing so - there is strong case for prioritising opening schools over other

establishments. Clarity of messaging will be important to building the trust of
parents and teachers.

25. it is important to ensure that there will be enough 'room' in terms of the
epidemic to open schools in September.

26. The surveillance study in schools is underway and will need to be expanded
(and modified) by September.

27. Education policies should consider impacts on and challenges associated
with public transport.

Consensus statement from UK CMOs on schools and childcare reopening

3.63. On 23 August 2020, | , along with the CMOs and DCMOs of the DAs issued the

consensus statement on schools and childcare reopening [CJMW9/053
INQ000070464]. The background to the making of this consensus statement was
that, as per SAGE's advice of 9 July 2020 [CJMW9/052 INQ000075460], SAGE
agreed that there was a low risk to children's health from COVID-19, but significant

harms caused by the closure of schools. The consensus statement was intended to

provide accurate information, as then known, and through that some reassurance to

teachers and parents - encouraging students to go back to school.

3.64. This was a document aimed at providing a short and accessible but balanced

summary of the evidence to, and therefore reassuring, pupils, parents and school

staff, that the decision to reopen schools was a reasonable one founded on careful

consideration of risks and benefits. As such | quote it in full below, and then amplify

some of the key points. It is important to note that around this time there were many

who were arguing that schools should remain closed; for example, at the end of May

2020 'Independent SAGE' (a self-appointed body of scientists which was not the

government's SAGE but had a wide media following) put out information implying

schools should remain shut [CJMW9/054 INQ000606849]. This report by
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Independent Sage was widely quoted in the press and particularly in school networks
to imply schools should remain closed [CJMW9/055 INQ000606850].

3.65. The consensus statement on schools and childcare reopening stated as follows:

"This is a consensus statement from the Chief Medical Officers and Deputy
ChiefMedical 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 ofevidence 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 pre-existing health conditions.
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We are confident that there is clear evidence ofa 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 ofover 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 ofdaily contacts, and directional controls to reduce face-to-face contact
remain key elements ofmaintaining 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
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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 familymembers 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 schoo! staff
and other social networks. This will help reduce the risk of school outbreaks.

Impact of opening schools on wider transmission (R)
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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 schoo/s 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,

ormeeting at the schoo/ gates, on public transport or in shared private vehicles,
via after schoo! 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 dit 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.

From:

e Prof Chris Whitty, ChiefMedical Officer, England

e Dr Michael McBride, ChiefMedical Officer, Northern lreiand
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e Dr Gregor Smith, ChiefMedical Officer, Scotland

e Dr Frank Atherton, ChiefMedical Officer, Wales

e DrLourda Geoghegan, Deputy ChiefMedical Officer, Northern Ireland

e Dr Nicola Steedman, Deputy ChiefMedical Officer, Scotland

e Prof Jonathan Van Tam, Deputy ChiefMedical Officer, England

e Dr Jenny Harries, Deputy ChiefMedical Officer, England

e Prof Chris Jones, Deputy ChiefMedical Officer, Wales

e Dr Naresh Chada, Deputy ChiefMedical Officer, Northern Ireland

e Dr Aidan Fowler, Deputy ChiefMedical Officer, England

e ProfMarion Bain, Deputy ChiefMedical Officer, Scotland"

3.66. The following points, shown below in bold, were set out within the CMO consensus
statement. The Inquiry has asked me to confirm whether confidence was developed
in each point, or whether confidence levels remained the same, up until the 28 June
2022:

a) There was confidence in the extensive evidence that there was an
exceptionally small risk of children of primary or secondary school age
dying from COVID-19.

Confidence in a) remained high. "For wave 1, 651 (0.94%) of 69,516 hospitalised
patients of all ages were under 19 years; of these there were 8 deaths. Including

wave 2, 1,618 (1.08%) of 149,738 hospitalised patients of all ages were under 19

years, of these there were 11 deaths': see page 12 of TFC Group Update to 17

December 2020 paper on children, schools and transmission ("TFC update")

[CUMW9/056 INQ000073882].
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b) There was confidence that there was ciear 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.

There continued to be strong evidence and high confidence that children and younger
people (<19 years) are much less susceptible to severe clinical disease from COVID-

19. See page 12 of TFC update [CUMW9/056 INQ000073882].

c) There was confidence that there was 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.

Confidence in c) remained high. Children with COVID-19 largely experience
asymptomatic or mild disease. See page 22 of TFC update [CJMW9/056
INQ000073882]. There were exceptions to this discussed in the technical report but

broadly this remained the case.

d) There was 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).

Confidence in d) remained moderately high. See page 2 of TFC update: "A range of
analyses suggest that children's susceptibility to infection appears less than adults

(high confidence) [CJMW9/056 INQ000073882].

e) The evidence that older children and teenagers were at lower risk of
catching COVID-19 was mixed. They were either less likely to catch COVID-

19 than adults or had the same risk as adults.

Confidence in e) remained at medium. See page 2 of TFC update: "There is some

evidence that there are differences in susceptibility to infection between older and
younger children; with evidence from contact tracing studies suggesting that pre-

school and primary aged children are less susceptible to infection than adults, and
more mixed evidence for secondary aged and older children, who may have higher
levels of susceptibility to infection (medium confidence) [CJMW9/056
INQ000073882].
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f) Transmission of COVID-19 to children in schools did occur. On current
evidence it was probably not a common route of transmission. It may be
lower in primary age children than secondary age children.

Confidence in f) remained at medium. See TFC update at page 6 [CUMW9/056
INQ000073882]: "As discussed in SAGE 65 and 73 there is evidence from contact
tracing studies that preschool and primary aged children are less susceptible to

infection than adults (medium confidence). The evidence ismore mixed for secondary
aged and older children, who may have higher levels of susceptibility to infection.

Analysis of ONS data on household transmission risk to 2nd Dec 2020 also indicates

that children aged 16 or under are less susceptible to infection from others in their

household than those 17 or over (medium confidence).

g) Control measures such as hand and surface hygiene, cohorting to reduce
number of daily contacts, and directional controls to reduce face to face
contact, remained key elements of maintaining COVID-19 secure school
environments and minimising risk.

Confidence in g) remained high. See page 7 of TFC update: "Mitigations such as
ventilation, social distancing and handwashing (and others) are important in all school
settings to reduce transmission through aerosols, close-range interactions and via
surfaces" [CJMW9/056 INQ000073882].

h) The great majority of children and young people who had been asked to

shield had been advised they did not need to do so again, and that they
should return to school.

Advice at h) remained consistent. Children and young people who were originally

shielding had been identified on a precautionary basis. As evidence on the effects of

COVID-19 on children developed, the vast majority of children previously shielding

were advised they could return to school. However, a small number of children

continued to receive individual advice about any ongoing need to avoid infection.

i) The overall consensus was that compared to adults, children might have a

lower risk of catching COVID-19 (lowest in younger children), definitely had
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
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teenagers would come to long term harm from COVID-19 due solely to
attending school. This had to be set against a certainty of long term harm

to many children and young people from not attending school.

Confidence in i) remained high. See TFC update paper at pages 2 to 3 [CUMW9/056
INQ000073882].

j) That data from the UK (ONS) suggested teachers were not at increased risk
of dying from COVID-19 compared to the general working age population.
ONS data identified teaching as a lower risk profession (no profession was
zero risk). International data supported this.

Confidence in j) remained consistent. See TFC update paper at page 11: "ONS
analysis indicates that rates ofdeath involving COVID-19 registered between 9 March

and 28 December among working age (20-64 years) men and women who worked

as teaching and educational professionals (18.4/9.8 per 100,000 formalesfemales)
were Statistically significantly lower than the rates of death involving COVID-19
among those of the same age and sex in the wider population (31.4/16.8 per
100,000)" [CJMW9/056 INQ000073882].

k) Transmission of COVID-19 to staff members in school did occur, and data
from UK and international studies suggested it may largely have been staff
to staff (like other workplaces) rather than pupil to staff.

Confidence in k) remained moderate. See p. 2 of [CJMW9/040 INQ000224417]:

"There is some, but limited evidence, that children play a lesser role in

transmission than adults (moderate confidence). There is little direct evidence
of transmission from pupils to teachers.

This suggests that any risk to teachers may be less associated with contact with
students, and more associated with potential contacts with other school staff, or
parents/carers."

1) If teachers, other school staff, parents or wider family caught COVID-19
their risks of severe illness were similar to those of other adults of the same
age, ethnicity and health status.
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Confidence in | !) remained consistent. See TFC update paper at page 11

[CUMW9/056 INQ000073882].

m) Current international evidence suggested transmission of COVID-19 from
children of school age to parents or other adult family members was
relatively rare compared to transmission from adults, but this evidence was
weak.

Confidence in m) remained low. Later research showed that children can transmit

within households as well as in educational settings. See p6 of TFC update

[CUMW9/056 INQ000073882].

n) Teenagers might have been more likely to transmit to adults than younger
children.

Confidence in n) remained moderate. See p3 of [CUMW9/042 INQ000074948]:

"Children can transmit within households as well as in educational settings.

Previous analysis of ONS data discussed at SAGE 65 indicated that children

aged 12-16 were playing a higher role in introducing infection into households
than those 17 or over (i.e. being the index case). An update of this analysis with

data until 2nd Dec 2020 still supports this, however the increased likelihood has
reduced (medium confidence). The difference remains less marked for those

under 12 (medium confidence). « As discussed in SAGE 65 there is some
evidence from contact tracing studies that preschool and primary aged children

are less susceptible to infection than adults (low medium confidence). The
evidence is more mixed for secondary aged children and older children, who

seem to have similar rates to adults.
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o) There was confidence in the evidence that schools were much less
important in the transmission of COVID-19 than for influenza or some other
respiratory infections.

Confidence in 0) remained consistent. See [CJMW9/006 INQ000253871], updated 1

July 2022:

"4. The impact of school closures, as a stand-alone policy, on Covid-19 would

be expected to be smaller than for influenza, because:
* The relative role of children in transmission is likely to be smaller. In influenza

pandemics, adults have some pre-existing immunity, so that a higher
proportion occurs in schools.

* The average time between symptom onset in primary and secondary cases
(known as the serial interval) is longer than for influenza. As a result, schools
would have to be closed for longer to have the same effect.

« The reproduction number is estimated to be in the range 2.0-2.5, which is
higher than influenza in 2009."

3.67. The consensus statement also noted there was evidence to suggest that the

reopening of schools was not usually followed by a surge of COVID-19 in a timescale
that implied schools were the principal reason for the surge, but that insufficient time

had passed to say this with confidence. There were many overlapping factors at play

making it difficult to desegregate Confidence on this point remained moderate. See,
p5 of [CJIMW9/040 INQ000224417] which stated as follows: "In countries where

schools have been open for some time, data suggests that schoo! opening has made

little difference to community transmission'.

Factors which enabled schools to reopen

3.68. The biggest factor which ultimately enabled schools to reopen in June 2020 was that

the overall reproduction number, R, in all four nations of the UK remained below 1 in

the summer of 2020. SPI-M-O's best estimate in their consensus statement of 8 July
2020 was that R was between 0.7 and 0.9 at that time [CJMW9/057 INQ0002523881].

3.69. As R fell below 1, this meant that different sectors within the UK could begin to

reopen. However, R needed to be kept below 1 in order to protect the public and the

capacity of the NHS. Acknowledging the evidence of harm that closure of schools
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was causing to children and young people, SAGE advised on 8 July 2020 that existing

evidence supported a policy that opening of schools should be prioritised by policy

makers, above the opening of other sectors within the UK. See [CJMW9/040
INQ000224417] at p2:

"In terms of the risk of increasing community transmission, schools and
universities should not be considered in isolation from wider measures. Which

sectors fo open or keep ciosed in order to keep R below one is clearly a policy
choice. It should be noted that, given the evidence on the reduced severity of
disease among children, reopening schools carries fewer risks to those who will

attend than settings which have already been opened, that result in more

frequent adult interactions. As policy makers work to strike a balance between

opening up different sectors of the UK, the ready reckoners work will be

important in highlighting the trade-offs that will need to be made. This group

would strongly support the opening of schools being prioritised, maintaining

sufficient latitude in wider transmission to make that possible in September."

3.70. The other factors which enabled schools to reopen are also stated within

[CJMW9/040 INQ000224417] at p2 as follows:

"There is relatively low immediate risk to children's heaith from SARS-CoV-2
(high degree of confidence), with evidence indicating that children/adolescents
have lower susceptibility to SARS-CoV-2 infection (low confidence) and clinical
disease (high confidence) than adults.
* There is some (but limited) evidence that children play a lesser role in

transmission than adults.

In countries where schools have been open for some time, data suggests
that school opening has made little difference to community transmission'.

The role of testing in reopening of schools

3.71. Regarding the role of testing in the reopening of schools, SAGE advised as follows

on 20 May 2020 [CJMW9/044 INQ000194026]:

"it is essential that strong testing and response systems, achieving more than

80% coverage and rapid turn-around in results, are in place. Protocols should
include the specific plans for schools, including criteria for reactive school
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closure. These need to be clearly communicated to parents and carers, children,

and education professionals.

Test, track and tracing of children may be more challenging given privacy and
safeguarding issues for apps (and lower use of smartphones amongst young
children), and difficulty of swabbing young children. There also needs to be

consideration of thresholds for testing children - as transient fever is very
common in young children.

3.72. SAGE emphasised that: "/t will be important to have at-scale surveillance, and local
plans for reactive action, if infections are identified, in place by September to ensure

any outbreaks are quickly identified and deait with" (see p3 of [CJMW9/057
INQ000253881] dated 8 July 2020).

3.73. The minutes of the 46° SAGE meeting which took place on 9 July 2020 state as
follows:

"ACTION from minutes of SAGE 46 on 9th July 2020: PHE to develop protocol

for wide-scale surveillance testing of children ahead of schools re-opening,

based on lessons from Shamez Ladhani-led study" [CJMW9/058
INQ000223828]

The use ofmandatory face coverings

3.74. Between July and September 2020, a series of regulations were made requiring

mandatory face coverings, excluding children under the age of 11.The World Health

Organization ("WHO") released guidance on 21 August 2020 which stated as follows

[CUMW9/059 INQ000070536]:

"According to the limited available evidence, young children may have lower
susceptibility to infection compared to adults, however available data suggests
that this may vary by age among children. Data from seroepidemiology studies

and transmission studies suggest that older children (e.g. teenagers) may play
a more active role in transmission than younger children. The benefits of
wearing masks in children for COVID-19 control should be weighed against
potential harm associated with wearing masks, including feasibility and
discomfort, as well as social and communication concerns. Factors to consider
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also include age groups, sociocultural and contextual considerations and
availability of adult supervision and other resources to prevent transmission. "

3.75. There was strong evidence that face masks would present a developmental risk for

children who were developing linguistic capacity and social emotional awareness.
That evidence suggested that face sight was important for children at all ages, and
especially for children with particular needs. Per the TFC Group note on risks

associated with the reopening of education settings in September 2020 [CJMW9/040
INQ000224417]:

"The risks of affecting damage to general speech and language development is
far greater than any risks of children transmitting. Viewing of faces is essential
for brain development in both younger and older children, and in learning to

speak/phonics, much of which is based on phonemic awareness. This is
particularly important for children from less language-rich environments, or bi-

lingual children, or children from English as an additional language (EAL)
backgrounds. Wearing a facemask could also negatively impact deaforhearing-

impaired children, children with other sensory needs, and children who struggle
with emotional recognition and emotional regulation. Facemasks could also
negatively impact children's ability for play and interaction. "

3.76. WHO advice was that children up to the age of five years should not wear facemasks.
This advice was motivated by a "do no harm" approach: the best interest, health and

well-being of the child should be prioritised. WHO and UNICEF considered that mask

wearing for children under five would affect childhood developmental milestones,

would be affected by compliance challenges and the lack of autonomy to use a mask
properly. 'The rationale included consideration of the fact that by the age of five years,
children usually achieve significant developmental milestones, including the manual

dexterity and fine motor coordination movements needed to appropriately use a mask
with minimal assistance'. [CJMW9/059 INQ000070536].

3.77. Further, the efficacy of face masks for young children, as well as the feasibility and

desirability of their use, was estimated to be low. WHO guidance suggested that

children aged between five and 11 years old were significantly less protected by mask
wearing compared to adults, possibly related to inferior fit of the mask in normal day-

to-day practice. [CJMW39/059 INQ000070536]. Although among older children there

were siill risks that mask wearing would increase face touching and risk substitution,
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