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Advisory: Ministerial Advisory Committee (MAC) on COVID-19 

 

Subgroup members: Moherndran Archary (Chair), Shabir Madhi, Sithembiso Velaphi, Natalie 

Mayet, Vijay Reddy, Nic Spaull, Nandi Siegfried, Lesley Bamford (National Department of 

Health), Granville Whittle (Department of Basic Education) 

 

 

 

 

 

1. Context and Rationale informing the advisory: 

Key Question: What are the potential risks and benefits of children returning to school during 

the COVID-19 pandemic? 

 

Evidence:  

The COVID-19 pandemic has had a profound impact on South Africa, including on the lives 

of children. The nation-wide lockdown period and subsequent school closures were necessary 

to slow the rate of new infections while preparing society and the healthcare system during the 

early phase of the epidemic in South Africa. Based on the current understanding, the COVID-

19 epidemic will continue for at least the next 1-2 years and therefore maintaining school 

closures until the end of the epidemic is unrealistic and detrimental to children. In the current 

phase of the epidemic, it is the unanimous view of this advisory group that children need to 

return to school, and early childhood development (ECD) centres responsibly as quickly as 

Key Recommendations: 

 As children return to school and early childhood development (ECD) centres, they 

should do so in a responsible manner as soon as possible, provided there are 

reasonable protocols that provide a risk-mitigated environment for children and 

staff. 

 

 Creation of a risk-mitigated teaching environment by the use of social/physical 

distancing, hand hygiene, masks/face shields and cleaning protocols. 

 

 Implementation of safety protocols for the re-opening of schools should be 

monitored for compliance. 

 

 Establishment of a standard operating procedure on how to deal with situations 

where students or staff are infected with SARS-CoV-2. 

 

 Establishment of regular communication, especially to prepare for the discovery 

of cases of COVID-19 in schools, between all concerned parties. 

 
 
 
 
 
 

Getting Children Back to School Safely 
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possible, provided there are reasonable safeguards and protocols for children, educators and 

other staff. The rationale informing this advisory are: (1) The high collateral costs attached to 

the ongoing school closures and the effect on short and long term educational outcomes 

especially those living in poverty (2) the majority of children with COVID-19 display no or 

mild symptoms and current experience indicates that children are at very low risk of severe 

illness or death from COVID-19, (3) there is limited data on the transmission of COVID-19 by 

children and (4) many parents need to go back to work to sustain their families and are therefore 

unable to provide homeschooling. 

 

Children and COVID-19 

COVID-19 does not affect children in the same way that it affects adults. In South Africa, 

according to the NICD children aged 0-19 years account for 7,7% of the total cases while 

children comprise almost 40% of the population. The current incidence risk in South Africa for 

those aged 0-19 ranges from 2.9 - 5.7 per 100,000 persons, compared to 17 per 100,000 

persons, when all ages are considered (NICD, 2020: p.4). The majority of the children are 

asymptomatic or have very mild symptoms and rarely need hospitalisation. [1] These 

observations are similar to those observed in other countries. Reports from China indicate that 

children less than 18 years account for only 1-2% of total COVID-19 infections while in the 

United States, 0,02% of COVID-19 deaths were among children aged 0-14 years. [2] While 

there are some concerning reports of Kawasaki disease and other atypical presentations in 

children that may be related to COVID-19, it should be noted that these remain exceedingly 

rare. [3] 

 

Transmission of COVID-19 by children 

In the literature, there is growing but limited epidemiological evidence to suggest that children 

are not the main source of infections. [4] Similarly, population-based seroprevalence studies 

have found lower rates of infection in children compared to adults. [5,6] Data from an 

Australian school outbreak indicates that transmission in the school environment was very low 

[7], whereas a modelling study from China indicated that school closures in combination with 

other distancing measures might reduce peak incidence by 40% to 60%. [8] An ongoing 

systematic review will aim to collate new data emerges from countries which select to return 

to school and should be used as a resource to guide implementation. [9].  Several studies have 

demonstrated prolonged viral shedding in children and found no difference in viral load across 

the different age categories and would suggest that children may be as likely to transmit the 

infection. [10-13] The current evidence base remains unclear, and it would, therefore, be 
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prudent to implement strategies to limit the risks of transmission and monitor schools and their 

linked communities closely as they reopen. 

 

The South African context 

It is important to note that the COVID-19 virus is not the only threat facing children and adults 

in South Africa. Early estimates of the indirect effects of the COVID-19 pandemic on maternal 

and child mortality in low-income and middle-income countries suggest large increases in non-

COVID related illness and deaths. [14] The negative impact on health screening, vaccination 

and health-seeking behaviour is likely to have negative consequences, especially for children 

and those in vulnerable groups. [15,16] In addition, many children in South Africa rely on 

school feeding schemes to provide adequate nutrition. 

 

Given that most South African households do not have access to technology to enable proper 

learning during the lockdown, for at least 80% of learners, there is no curricular learning 

without the reopening of schools. Access to computers and the internet in South African homes 

is very low. The General Household Survey of 2018 shows that only 22% of households have 

a computer in them (StatsSA 2019, p. 63) and only 10% of respondents have an internet 

connection in their home (StatsSA 2019, p. 57). [17] While it is true that 90%+ of South African 

households report access to a mobile phone, only 60% report access to the internet via their 

mobile phone. Sharing of mobile phones and the high cost of data are additional concerns, 

although there are now some free educational sites (Duncan-Williams 2020). Given the 

practical impossibility of continuing with meaningful learning from home for at least the 

poorest 80% of learners, the relative safe reopening of schools should be a priority. 12 

 

Recommendation: Children need to return to school, and early childhood development (ECD) 

centres in a responsible manner as soon as possible provided there are reasonable safeguards 

and protocols to ensure the relative safety of children and staff. 

 

2. Monitoring and Evaluation:  

Key question: What is the optimal strategy to monitor readiness, implementation and impact 

of reopening of schools. 

 

                                                      
1 As of 9 May2020, the US CDC reports that there were 54,861 deaths from COVID-19. Among the age group 0-14, there 

were 12 deaths (0,02%) from COVID-19. By contrast, over the same period for children aged 0-14 there were 111 deaths 

from pneumonia and 89 deaths from influenza and the percentage is 0,02%, not 0,007%. 
2 https://theconversation.com/impact-of-school-closures-on-education-outcomes-in-south-africa-136889 

https://theconversation.com/impact-of-school-closures-on-education-outcomes-in-south-africa-136889
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General principles:  

Based on public health principles, we recommend that an interministerial task team between 

the Department of Basic Education (DBE) and the Department of Health (DoH) be established 

to continuously monitor and evaluate the reopening of schools to inform decision-making. 

Ideally, this team should include a wide range of expertise and affected parties.  

 

 Evaluation of readiness to reopen schools - Checklists need to be developed of the 

measures and requirements and sent to all schools to follow and complete in preparation 

of opening schools. 

 Continuous evaluation of the implementation and impact of schools opening. 

 

We recommend a targeted approach with close monitoring of a representative sample of 

schools across the country. This would include regular conduct of epidemiological surveys to 

evaluate the feasibility of implementation of mitigation measures, and educational outcomes, 

as well as educator, parent and student knowledge, attitudes and practices.  

 

3. Standard operating procedures for the management of students and staff with 

COVID-19 

Key question: What is the optimal strategy to manage students and/or staff with COVID-19 

following the reopening of schools. 

 

General principles:  

The number of COVID-19 infections in the community is expected to increase in the coming 

months based on current models. It is therefore inevitable that students and staff will come in 

contact with an individual infected with COVID-19, and some will screen or test positive for 

COVID-19. Facilities to isolate students who have flu-like symptoms that adheres to physical 

distancing practices and prevents stigmatisation should be available in all schools. These can 

be included in the school Emergency Operations Plan (EOP)3. 

 

Effective, efficient and timeous communication with the school community outlining the 

circumstances related to the situation without compromising confidentiality and the planned 

                                                      
3 Where a school does not have an EOP, schools should be assisted by the relevant department to create and operationalise an 

EOP which must iclude COVID-19 standard operating procedures. 



5 

approach is essential to foster engagement and authentic fact-sharing. The most appropriate 

media for communication (e.g. SMS, email) will be school-specific, but wherever possible 

paper letters should be a last resort as this may pose a risk. 

 

We recommend that standard operating procedures be established to manage students and staff 

who become infected with COVID-19 (one such example is provided in Appendix 1). 

 

In particular, it is essential to clearly define the roles and responsibilities for key players, for 

example School Governing Bodies, parents and students. 

 

Risk assessment is needed to understand the context and challenges for schools in different 

quintiles and adjust policies accordingly. For example, caregivers may not be available to 

collect ill children immediately, and this needs to be factored into the planning for managing 

the specific situation according to local circumstances. Schools should also be given specific 

guidance on the steps they should follow when there are COVID-19 infections in the school 

and a local health clinic or designated school healthcare provider identified in advance who 

can advise and assist the school. Guidance should include when and how classes and schools 

should be closed and for how long, with clear guidelines on when classes and schools should 

return and what the communication and testing protocols are surrounding class/school closures.  

 

 

4. Categories of Students/Staff requiring special attention: 

The individual risk of severe COVID-19 and the estimated rates of community transmission 

should guide these recommendations.  

 

 Students 

Key Question: What are the co-morbid conditions in children and adolescents with COVID-19 

that predispose to severe diseases and death. 

 

Evidence: 

While children and adolescents generally have a milder form of COVID-19 [18], data on co-

mobidities that increase the risk of severe COVID-19 should be re-evaluated frequently. For 

reasons yet to be identified, children account for a small proportion of all COVID-19 infections, 

with even less requiring hospitalisation. [19] The number of children with severe COVID-19 

or death reported in the literature is limited due to the relative infrequency. Although children 
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above 5yrs account for most COVID-19 paediatric infections, they were less likely to require 

hospitalisation or ICU admission. In a systematic review, children with underlying comobidity 

only account for 20% of hospitalised children (compared to 2/3 in adults) and their outcomes 

were similar to previously healthy children. [20] However, in a case services from North 

American paediatric ICUs [21], almost all children with COVID-19 had comorbidities – the 

most common being complex genetic conditions with abnormal neurology/assisted ventilation 

which are conditions not present in typical school-going children. While the co-morbid 

conditions seen in children and adolescents with severe COVID-19 diseases are different 

compared with those seen in adults, Strategies to meet children’s educational needs while 

protecting high-risk students through cocooning should be prioritised by limiting the duration 

and impact of restrictions aimed at cocooning high-risk students. In addition, efforts should be 

made to prevent stigmatisation and discrimination of affected students. 

 

Recommendation: 

High-risk students include: 

o Chronic severe respiratory tract diseases (Inherited/genetic conditions, e.g. 

Cystic Fibrosis, Acquired, e.g. Chronic lung diseases). [22] Well and 

moderately controlled Asthma and Allergic rhinitis in children are NOT 

considered risk factors based on the current literature. [23] 

o Congenital Cardiac disease [22] (pre-corrective surgery) 

o Severe immunodeficiency (Inherited, e.g. Severe combined 

immunodeficiency diseases, Acquired, e.g. HIV infection with a low CD4 

count, Malignancy, Immunosuppressive drugs) 

o Severe Neurodevelopmental disability  

o 3rd Trimester Pregnancy  

 

 Staff (Educators and support staff) 

Staff at high-risk of severe COVID-19 should be allowed to work at school in a manner that 

limits contact with students and other staff during the workday or if possible work from home. 

Categories of staff considered at high-risk can be adapted from existing guidances (see MAC 

advisory on co-morbidities in Health Care Workers). 
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High-risk comorbidities related to increased risk from COVID-19 are defined by the following 

groups: 

o Cardiovascular diseases 

o Moderate/severe hypertension§ 4 

o Ischaemic or thrombotic stroke 

o Chronic cardiac failure or other serious cardiovascular diseases 

o Respiratory diseases 

o Moderate to severe¶5 asthma 

o Chronic obstructive pulmonary disease 

o Other severe chronic lung pathology – cystic fibrosis, bronchiectasis, etc 

o Chronic Kidney Disease with an eGFR <45 

o 3rd-trimester pregnancy*6 

o Immunosuppression 

o Sub-optimally controlled type II Diabetes Mellitus**7 

o Cancer – under active treatment including chemotherapy and radiotherapy 

o HIV – Advanced immunosuppression including ART-naïve persons and CD4 

count <200 cells/mm3 

o Drug-induced – chronic corticosteroid use >20mg prednisone/day or equivalent, 

methotrexate, biologicals, etc. 

o Transplant recipient 

 

Preventing or reducing transmission of coronavirus in schools 

Key Question: What are the evidence-based interventions to prevent transmission of COVID-

19 in a school environment. 

 

Evidence: 

There is limited data on the effectiveness of risk mitigation interventions tp prevent the spread 

of COVID-19 in schools. However, infection prevention control and occupational health best 

                                                      
4 §Moderate hypertension defined as systolic BP 160-179mmHg and/or diastolic BP 100-109 mmHg. Severe hypertension is 

defined as systolic BP ≥180 mmHg and/or diastolic BP ≥110 mmHg. 
5 ¶Asthma which requires treatment with high dose inhaled corticosteroids plus a second controller (and/or systemic 

corticosteroids) to prevent it from becoming ‘uncontrolled’ or which remains ‘uncontrolled’ despite this therapy. 
6 *While most studies have not shown pregnant women to be at particularly high risk of severe COVID-19, we are utilising 

the precautionary principle in the 3rd trimester based on prolonged febrile states being detrimental to the pregnancy and 

reduced lung volumes increasing the likelihood of severe COVID-19 from a ‘second hit’. This advisory will be reviewed 

once local data on outcomes is available. 
7 **We recognise that individualising HBA1c for each person with DM is the goal of optimal management. Sub-optimally 

controlled DM is defined here as HBA1c ≥7.5%. 
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practices can be used to design appropriate strategies. The three main areas of interventions 

are: 

 

 

 

 

5. Travelling to and from School 

 Transport: 

Schools providing transport for students should adhere to relevant transport regulations. 

(guidelines for public transport during the COVID-19 pandemic can be found at: 

https://www.cmsa.co.za/view_news_item.aspx?NewsID=149). 

 

Caregivers to select and monitor appropriate travel arrangements. Some general principles: 

 Walking: Maintain social distancing and use of face masks/coverings. Encourage 

members of the same household or grade to walk together while maintaining group 

sizes to less than five. 

 Public transport including private vehicles transporting groups of children: Adequate 

ventilation, sanitisation and reduced capacity are to be adhered to by in public transport 

conveyances (bus, train, taxi), children to sanitise hands before and after transport. 

 Private transport: Adhere to relevant transport regulations.  

 

 Communal waiting areas: 

o Promote social distancing for all students and staff when arriving and leaving 

school. 

o Provide clear demarcations (with tape or barriers) for staggered queuing 

allowing at least 1,5 m space between individuals queuing for bus or taxi. 

https://www.cmsa.co.za/view_news_item.aspx?NewsID=149
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o Arrange drop-off and collection times to be staggered for different grades to 

allow for less crowding during queuing. 

 

6. Hand-Hygiene 

It is important to note that the primary precaution to be taken at schools is frequent 

handwashing. While other interventions such as mask-wearing are essential, the main route of 

transmission is via people’s hands. Schools should promote handwashing with soap and water 

for 20 seconds after going to the toilet, before eating and after playing. Hand sanitisation with 

alcohol-based hand rubs (ABHR) for all students and staff should be used in-between hand 

washing to keep the transmission from touch surfaces low. Schools should be made aware that 

there is currently no evidence to suggest that ABHR is ‘better’ than washing hands for 20 

seconds with soap and water. These are equivalent prevention measures and are applied to 

different types of activity. When schools go back, they should spend a considerable amount of 

time explaining to children how, why and how often they must wash their hands. 

 

Perform hand hygiene with ABHR at minimum at: 

 Start and end of the school day 

 On entry to a new classroom 

 Before breaks 

 Before leaving for home 

Hand washing should be carried out: 

 After going to the toilet 

 Before eating at breaktime 

 After playing outside  

 

Provision of facilities to enable handwashing or hand sanitisation points at easily accessible 

sites throughout the school. 

 

Handwashing facilities should be available in toilets and outside eating areas / Hand 

sanitisation with ABHR holders should to be available at entrances to classrooms and any 

gathering venues. 

 

Movement of students between classrooms should be minimised. It is recommended that 

teachers should move around the school rather than children. 
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7. Personal protective equipment 

 Non-medical cloth face masks 

Students and staff should wear clean, comfortable cloth masks appropriately and follow advice 

on how to put on and take off the masks. 

(see http://www.health.gov.za/index.php/component/phocadownload/category/631) 

 

Students and staff should be trained on how to wear a cloth mask appropriately, only to touch 

the ear-strings, not the mask itself, and how to clean it. 

 

 Face shields 

Routine use of face shields is not recommended for use by students. The use of face shields 

should be considered for learners with hearing impairment and young learners unable to wear 

cloth face masks. 

 

Face shields are optional for staff when using a cloth face mask is impractical, e.g. while 

lecturing or when very close contact is required. 

 

 Gloves 

The routine use of gloves by students and staff is not recommended except the use of gloves 

by cleaners as per existing policies.  

 

8. School Screening 

Evidence from a review and study from the SARS outbreak in Singapore found that school 

temperature monitoring did not contribute to control of infection transmission. [24] We, 

therefore, do not recommend the use of routine thermal scanning for screening. 

 

Creating a risk-mitigating environment is the responsibility of schools and caregivers who are 

in partnership in taking care of and keeping our children relatively safe.  

 

The following is therefore recommended for screening before arrival at school:   

1. Parents to do a ‘physical check-in’ on their children daily before school to assess for 

any symptoms of any illness – do not send a child to school if ill with any symptoms 

(not only those linked to COVID-19). 

http://www.health.gov.za/index.php/component/phocadownload/category/631


11 

2. Staff to do a ‘physical check-in’ on themselves daily before school to assess for any 

symptoms of any illness – do not attend school if ill with any symptoms. 

3. If a child, parent, staff or their close contact is diagnosed with COVID-19, to alert the 

school and relevant authorities to allow for contact tracing. 

 

The schools to: 

1. Actively encourage at-home screening. Send short and easy to understand information 

(preferably electronically but if this is not possible via a pamphlet) flyers/circulars to 

parents with information on COVID-19, including a checklist of symptoms and 

information to destigmatise those infected with COVID-19. 

2. To actively encourage disclosure by families and staff with COVID-19 illness to school 

authorities to permit contact tracing, without fear of stigma or discrimination. 

3. While not all school communities have universal access to mobile phones, for those 

that do, consider the use of symptom screening apps to deliver via cellular phone 

technology to all learners and staff daily where this is feasible. 

 

Should students or staff become ill while at school, to follow protocols for isolation as outlined. 

 

9. School cleaning 

Maintaining a clean and hygienic school environment should be a shared responsibility of the 

students, staff and DBE/School management. 

 

Personal space (Desks/chairs/equipment) – should be cleaned by the student (if age 

appropriate) or staff at the beginning and the end of the day. The desk should be wiped over 

with water and detergent and allowed to dry. Wipe over with 70% alcohol during the day. If 

space is shared, the student must clean the desk before leaving, and the next student should 

also clean before starting classes. 

Keyboards should have a plastic cover that can be wiped over with 70% alcohol between each 

pupil. 

 Training to be provided to staff and approriately aged students on how to do this effectively. 

 

Frequently used areas (Door handles/Railings/Tuck-shops/Toilets, especially metal surfaces 

and hard surfaces) – Cleaning of these areas are the responsibility of the school management 

and should be cleaned at least two times a day. This should be at the end of the school day and 

at least once during the school day. 
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The use of environmental spraying/ fumigating of the environment/ spray tunnels have not 

been demonstrated to impact transmission of COVID-19 and are not recommended. Spray 

tunnels that use chlorine-based disinfectants have been shown to cause respiratory, and skin 

problems and eye irritation, therefore, should be avoided entirely, particularly in children. (see 

MAC advisory on the use of spray tunnels). 

 

10. Social/Physical distancing guidelines (in the classroom) 

Limit entry of non-staff on the school premises, including parents. 

 

Keep registers of all persons who are not school community who enter the school to facilitate 

contact tracing. 

 

Consider staggering classes to reduce the size of the class to maintain the recommended 1.5m 

between students (at a minimum a distance of 1m distance between students can be accepted 

based on the WHO guidance). 

 

Consider the use of large venues (e.g. school halls) or outdoor spaces if feasible for teaching 

in settings where crowded classrooms will not permit adequate physical distancing. 

 

11. Communal activities 

Cancel or postpone any gatherings, e.g. assemblies, or prize-giving. 

Cancel all sporting and cultural events and regular sports or cultural activities. 

Breaktime – maintaining physical distancing through staggered break times and jungle gyms 

and similar sports equipment to be off-limits. 

 

School meals – stagger times/deliver to the classroom/eat in the classroom. 

 

12. Advice to parents 

Parents must be kept informed about the COVID-19 virus and its associated risks. They need 

to establish the learner’s health status before sending the child to school. 

 COVID-19 is not like HIV. Most people (90%+) who are infected by COVID-19 will get 

better.  

 COVID-19 also seems to affect children and adults differently. Children are at lower risk, 

and it is extremely rare for children to die from COVID-19.  
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 If your child has a co-mobidity condition making him/ her vulnerable to COVID-19, 

inform the school. Make arrangements to collect the school work and support your child 

at home. 

 Identify the COVID-19 vulnerable individuals in your home and establish behaviours to 

minimise contact between the learner and the vulnerable other. 

 Each morning, check with your child about the state of his/her health. If your child is 

unwell in any way, keep your child at home and monitor the symptoms. 

 If your child is COVID-19 symptomatic inform the school. If symptoms persist and the 

child is confirmed as COVID-19 positive, again inform the school and provide a list of 

contacts immediately prior to being symptomatic. 

 Contact your local health clinic or NICD hotline for advice on when and where to go for 

a test for COVID-19. 

 Department of Health can assist to provide COVID-19 health information to parents 

about its risks and how to co-exist with the virus. 

 Keep in contact with School Governing Bodies about schools health practices and 

policies and any concerns you may have. 

 

13. Advice to Staff (Educators and support staff)  

Classroom educators are frontline staff and come into direct contact with groups of learners 

and have a higher risk to infect or be infected. General advice should include: 

 

 Those over 60 years of age and/or co-morbidities (as defined above) must negotiate with 

their supervisor for non-frontline work.  

 Inform school management if you have a relevant co-mobidity and establish how your 

work will be re-organised. 

 Every morning evaluate how you are feeling using relevant screening tools. If you feel 

unwell, do not go to school. 

 Be at school at least 30 minutes before learners and go through the health screening 

process. If you display any symptoms, do not go to the classroom. 

 Check that the classroom has been cleaned. 

 Implement hand hygiene on entry and exit of class-rooms. 

 Wear appropriate PPE (masks and/ or face shields) at all times.  

 Remain at the front of the classroom when teaching. Movement around the classroom 

between children should be limited. 
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14. Mental Health/Stigma and Normalising the school Environment  

The COVID-19 virus will be a part of South African life for the next two years. Officials, 

teachers and parents need to normalise life with the virus. Some people will get infected, 

and the vast majority will recover. 

 

Encourage learner leadership to promote health promotion and consider peer-to-peer 

health promotion activities. 

 

Schools should provide a referral for mental health support, when necessary, due to the 

high levels of anxiety circulating within the school community regarding COVID-19. 

 

Acknowledgement: The College of Public Health COVID-19 Evidence-based Task Team 

(https://www.cmsa.co.za/view_news_item.aspx?NewsID=153) for sharing resources and 

reviews. 
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