
 COVID Questions from School Board* 

1. What is the data showing regarding a child’s severity if they get 
COVID?  What is their prognosis?   

 CDC: While children infected with SARS-CoV-2 are less likely to 
develop severe illness compared with adults, children are still at risk 
of developing severe illness and complications from COVID-19. Recent 
COVID-19 hospitalization surveillance data shows that the rate of 
hospitalization among children is low (8.0 per 100,000 population) 
compared with that in adults (164.5 per 100,000 population), but 
hospitalization rates in children are increasing.  While children have 
lower rates of mechanical ventilation and death than adults, 1 in 3 
children hospitalized with COVID-19 in the United States were 
admitted to the intensive care unit, which is the same in adults.  
Current evidence suggests that children with certain underlying 

medical conditions and infants (age <1 year) might be at increased 

risk for severe illness from SARS-CoV-2 infection. Of the children 

who have developed severe illness from COVID-19, most have had 

underlying medical conditions.  There is limited evidence about 

which underlying medical conditions in children might increase the 

risk for severe illness. Current evidence suggests that children with 

medical complexity, with genetic, neurologic, metabolic conditions, or 

with congenital heart disease might be at increased risk for severe 

illness from COVID-19. Similar to adults, children with obesity, 

diabetes, asthma and chronic lung disease, sickle cell disease, or 

immunosuppression might also be at increased risk for severe illness 

from COVID-19. While healthcare providers should maintain a high 

index of suspicion for SARS-CoV-2 infection in these populations and 

monitor the progression of illness closely, it appears that most 

infants and children with certain underlying conditions such as 

cancer who are infected with SARS-CoV-2 do not usually develop 

severe illness.   

Hospitalization rates in the United States are higher among 

Hispanic/Latino children and black, non-Hispanic children and non-

Hispanic black children compared with white children, which may be 

related to the higher rates of obesity and other underlying conditions 
among these populations. 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/evidence-table.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-with-medical-conditions.html


 

2. Is it true that children (not teens) are not necessarily spreading the virus?  

 Up to Date: It is unclear whether children are as susceptible to 
infection by SARS-CoV-2 compared with adults and whether they can 
transmit the virus as effectively as adults. Recent evidence suggests 
that children likely have the same or higher viral loads in their 
nasopharynx compared with adults7 and that children can spread the 
virus effectively in households and camp settings, so they no doubt 
can also spread it at school. The current thinking is that the lower 
rates amongst children during the spring were due to schools and 
daycares being closed.  

 CDC:  Scientific studies suggest that COVID-19 transmission among 
children in schools may be low.  International studies that have 
assessed how readily COVID-19 spreads in schools also reveal low 
rates of transmission when community transmission is low.  Based on 
current data, the rate of infection among younger school children, 
and from students to teachers, has been low, especially if proper 
precautions are followed.  There have also been few reports of 
children being the primary source of COVID-19 transmission among 
family members.  This is consistent with data from both virus and 
antibody testing, suggesting that children are not the primary drivers 
of COVID-19 spread in schools or in the community.[9],[10],[11]  No 
studies are conclusive, but the available evidence provides reason to 
believe that in-person schooling is in the best interest of students, 
particularly in the context of appropriate mitigation measures similar 
to those implemented at essential workplaces. 

 

 

 

 

 

https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/reopening-schools.html#fn9
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/reopening-schools.html#fn10
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/reopening-schools.html#fn11


3. What ages can safely wear masks?   

 CDC:   

Masks should not be worn by: 

 Children younger than 2 years old 
 Anyone who has trouble breathing 
 Anyone who is unconscious, incapacitated, or otherwise unable to remove 

the mask without assistance 
 CDC recognizes that wearing masks may not be possible in every situation 

or for some people. In some situations, wearing a mask may exacerbate a 
physical or mental health condition, lead to a medical emergency, or 
introduce significant safety concerns. Adaptations and alternatives should 
be considered whenever possible to increase the feasibility of wearing a 
mask or to reduce the risk of COVID-19 spreading if it is not possible to wear 
one. 

For example, 

 People who are deaf or hard of hearing—or those who care for or interact 
with a person who is hearing impaired—may be unable to wear masks if 
they rely on lipreading to communicate. In this situation, consider using a 
clear mask. If a clear mask isn’t available, consider whether you can use 
written communication, use closed captioning, or decrease background 
noise to make communication possible while wearing a mask that blocks 
your lips. 

 Some people, such as people with intellectual and developmental 
disabilities, mental health conditions or other sensory sensitivities, may 
have challenges wearing a mask. They should consult with their healthcare 
provider for advice about wearing masks. 

 Younger children (e.g., preschool or early elementary aged) may be unable 
to wear a mask properly, particularly for an extended period of time. 
Wearing of masks may be prioritized at times when it is difficult to maintain 
a distance of 6 feet from others (e.g., during carpool drop off or pick up, or 
when standing in line at school). Ensuring proper mask size and fit and 
providing children with frequent reminders and education on the 
importance and proper wear of masks may help address these issues. 



 People should not wear masks while engaged in activities that may cause 
the mask to become wet, like when swimming at the beach or pool. A wet 
mask may make it difficult to breathe. For activities like swimming, it is 
particularly important to maintain physical distance from others when in 
the water. 

 People who are engaged in high intensity activities, like running, may not be 
able to wear a mask if it causes difficulty breathing. If unable to wear a 
mask, consider conducting the activity in a location with greater ventilation 
and air exchange (for instance, outdoors versus indoors) and where it is 
possible to maintain physical distance from others. 

 People who work in a setting where masks may increase the risk of heat-
related illness or cause safety concerns due to introduction of a hazard (for 
instance, straps getting caught in machinery) may consult with an 
occupational safety and health professional to determine the appropriate 
mask for their setting. Outdoor workers may prioritize use of masks when in 
close contact with other people, like during group travel or shift meetings, 
and remove masks when social distancing is possible. Find more information 
here and below. 

Masks are a critical preventive measure and are most essential in times when 
social distancing is difficult. If masks cannot be used, make sure to take other 
measures to reduce the risk of COVID-19 spread, including social distancing, 
frequent hand washing, and cleaning and disinfecting frequently touched surfaces. 

 

4. In your medical opinion, to safely open schools, what level of positivity is 
better? 

 Unfortunately, there is no national criteria for a safe level of 
positivity.  Though the CDC recommends school opening when the 
levels of positivity are low, it does not define what “low” means.  In 
California, the state has specified that counties must be off 
the County Monitoring List for at least 14 days before opening for 
in-person instruction. Among the criteria to get off the list are fewer 
than 100 cases per 100,000 people and a test positivity rate below 8 
percent.  Honestly, I have no idea what a safe level is and would 

https://www.cdc.gov/coronavirus/2019-ncov/community/parks-rec/public-beaches.html
https://www.cdc.gov/niosh/topics/heatstress/
https://www.cdc.gov/niosh/topics/heatstress/
https://www.cdc.gov/coronavirus/2019-ncov/community/organizations/meat-poultry-processing-workers-employers.html
https://www.cdc.gov/coronavirus/2019-ncov/community/organizations/meat-poultry-processing-workers-employers.html
https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/COVID-19/COVID19CountyDataTable.aspx


recommend that an epidemiologist from the Health Department 
would be in a better position than I to make this recommendation.  

5. Based on current data, do you believe it is safe for us to be in brick and 
mortar schools?  Yes, if safety precautions such as mask-wearing, good 
hand washing, strict attendance rules (for example, no symptoms of illness), 
and other measures recommended by the CDC are followed….with a plan to 
close down if cases ramp up.  

 

6. At what point do you think it might be safe to lift some of our restrictions – 
the use of playground equipment, allowing volunteers back into the 
buildings, etc.?  I would think we would want to be in school for 2-4 weeks 
before lifting restrictions…and then maybe lift a little at a time.  

7. COVID seems to be most risky for those who are older or have “underlying 
health conditions”.  Of the patients that have had the most complications 
with COVID or have passed away, what are the common underlying health 
conditions?   

 CDC: There is limited evidence about which underlying medical 

conditions in children might increase the risk for severe illness. 

piCurrent evidence suggests that children with medical complexity, 

with genetic, neurologic, metabolic conditions, or with congenital 

heart disease might be at increased risk for severe illness from 

COVID-19. Similar to adults, children with obesity, diabetes, asthma 

and chronic lung disease, sickle cell disease, or immunosuppression 

might also be at increased risk for severe illness from COVID-19. 

While healthcare providers should maintain a high index of suspicion 

for SARS-CoV-2 infection in these populations and monitor the 

progression of illness closely, it appears that most infants and 

children with certain underlying conditions such as cancer who are 

infected with SARS-CoV-2 do not usually develop severe illness.   

Hospitalization rates in the United States are higher among 

Hispanic/Latino children and black, non-Hispanic children and non-

Hispanic black children compared with white children, which may be 

related to the higher rates of obesity and other underlying conditions 
among these populations. 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/evidence-table.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-with-medical-conditions.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-with-medical-conditions.html


Consideration here should also include risk to teachers, and to family 
members of students and teachers.  

 

 

8. How are Brevard’s numbers (cases/hospitalizations/deaths) being affected 
by long-term care facilities?  If we subtracted those higher risk situations, 
how do our numbers look in the general population?   

According to Florida DOH data as of 8/31/20:  357 of 7,212, or 
about 5% of Brevard’s positive cases have been either residents 
or staff at a long-term care facility.  If Brevard has a population 
of 601,942, there are about 1,200 cases per 100,000 
population.  Without long term care related cases, that would 
be 1,140/100k population.    

9. What trends should we be evaluating to get the best picture of the level of 
illness/risk in our community? Positivity rate, positives per 100K, hospital 
admissions, death, etc.  I would think positives per 100k and also pediatric 
positivity trends after school starts back.  

10. What indicators would you suggest we should analyze going forward to 
determine it is unsafe to keep schools open? (Based on community metrics 
or individual school metrics?) I would think you would want to watch both 
community metrics and individual school metrics.  If one school is having a 
large outbreak, for example, you might want to see where safety measures 
there could be improved.  It would also be good to track which schools have 
the least illness and look into what they may be doing that reduces spread 
of infection.   In fact, you may not need to carefully watch COVID cases in 
the school at all; if you just follow absenteeism from any illness, then you 
will know how you are doing with control measure.  The same measures 
that prevent spread of COVID also prevent the spread of other infections, so 
if control measure are working, absenteeism this year should be lower than 
ever.  

11. Which metrics or data-based deliverables should we be looking at to make 
a determination to close schools?  If not already developed, please support 



the district in the development of data-based deliverables or a metrics.  
Other than attention to the DOH COVID data/statistics, I would think you 
would want to have Brevard County Health Department help you keep track 
of positive rates at individual schools….they are the recipients of + results 
reported, and the source for the monitoring  of all that data.   At least they 
should be able to alert the School Board if there is an increase in cases 
related to a particular school…or zip code, I would think 

12.  How much faith do you have in the data being provided by the state? Are 
there anomalies or changes in reporting that we should be aware of that 
may impact the reliability of the data?   I think the State is doing the best 
they can to accurately report the data.  I would not be privy to any 
anomalies.   From what I’ve read, and from the other states’ data I’ve 
looked at, Florida has one of the best reporting dashboards around.  

13.  Have you reviewed our flow charts for response to confirmed or 
presumptive cases and do you have any concerns with them? Would you 
suggest any changes? I have reviewed the flow charts; they are very 
detailed and well-thought out.   

At the bottom of the flow chart it says that rapid COVID testing will not be 
permitted.  I would recommend changing that to: only molecular/PCR 
testing for COVID will be accepted.   The molecular tests are the ones that 
have been shown to be more reliable and the ones deemed by the CDC to 
not require a confirmatory test.   Some of these tests are relatively rapid, so 
to just say that rapid tests are not accepted, I think, is a problem.   I do 
agree that antigen tests, at least currently, are not reliable and require a 
back-up test. 

14.   At what point would it be advisable to close schools?  I would think that, if 
pediatric cases rise sharply…or if teachers and staff are getting infected 
frequently, a school should close for a couple weeks and re-evaluate.  

15.   At what point, and at what numbers, would it take to stop social 
distancing and wearing masks?  I think we need to use this school year to 
help our children make hand-washing, mask wearing, and social distancing 
a sort of new-normal.  Then, perhaps re-evaluate  for the 2021-2022 school 
year.  We have no idea at this point how “flu season” is going to go.  March, 
for example, is often the busiest month in our pediatric practice (though it 



wasn’t this year due to lock down).  No one really knows what numbers are 
safe to go back to normal.   There is a risk that, if we let up our guard too 
soon, we will have a spike in illness.  I would think this is a high risk through 
the winter, as Coronaviruses typically circulate more in the winter, anyway.   
We have a whole system now in Brevard county for requiring EKGs before 
sports, though the chances of EKG finding a student at risk for sudden death 
is very low…..COVID 19 right now is a much higher risk; we should do all we 
can to prevent sickness and death amongst Brevard’s students, teachers, 
staff and their families.      

 
*Red ink indicates the thoughts of Mary Ulrich, MD, FAAP, who does not claim to 
be an epidemiologist nor a COVID-19 expert. 
 
*Blue ink: these comments were taken directly from CDC.gov 
 
*Green ink:  these comments were taken from UpToDate, a database for 
physicians 
 

 
 
 

 


