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ABSTRACT 

Background 

The UK was severely affected by the COVID-19 pandemic. Over the course of 

three years, the disease claimed the lives of over 220,000 people in the UK. To 

try to control the spread of COVID-19, the UK Government implemented a 

range of compulsory and recommended non-pharmaceutical interventions to 

reduce disease transmission. Between 23 March and 1 June 2020, the 

guidance that was in place was commonly referred to as “lockdown” or “stay-at-

home” guidance, because of the stringent restrictions. For example: non-

essential shops were closed, people who could had to work from home, only 

leave the home to shop as infrequently as possible, and to not meet anyone 

from another household. If people were to go outside of their home, they were 

advised to keep two meters away from people from other households. One 

particularly controversial intervention was the closure of schools. However, 

schools were not fully closed. They were kept open for children who had a 

parent that was critical to the COVID-19 response and for children who were 

vulnerable. Schools closing placed a particular strain on families, as parents 

were required to home-school their children and there were common concerns 

about children’s education and about the well-being of children and parents as a 

result of the restrictions.  

Non-pharmaceutical interventions are not only used for pandemic-related 

interventions. There are also everyday non-pharmaceutical interventions that 

are used to reduce disease transmission, one of which is a schools’ sickness 

policy. It is a legal requirement for schools to have a policy that guides parents, 

children, and school staff about the procedure to follow if a child is too ill to 

attend school or becomes ill at school. It is important that this guidance is 

adhered to, as children can be particularly susceptible to many diseases and 

are often in close contact with many other children. Nonetheless, it is common 

for children to attend school whilst they are unwell and “presenteeism,” 
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specifically “school-based presenteeism,” has been used to describe this 

behaviour. Understanding school-based presenteeism is important to prevent 

the spread of disease and outbreaks within schools. School-based 

presenteeism is relatively understudied. However, previous research suggests 

that the reasons and risk factors for presenteeism are related to perceptions 

about an illness, attitudes about presenteeism, the financial consequences of 

staying at home when ill and organisational pressures. Exploration of the 

connection between presenteeism and perceptions about illness may also be 

important in relation to adherence to COVID-19 guidance. For about two years 

during the pandemic, the public were required to self-isolate immediately and 

seek a COVID-19 test via NHS Test and Trace if they identified any of the 

Government’s listed symptoms of COVID-19.  

In this thesis, I investigated the factors that affect (a) the well-being of parents 

and children during a pandemic and (b) adherence to measures intended to 

mitigate the spread of disease between families, both in school and during 

school closures. These aims were investigated under broad objectives, relating 

to the factors associated with; children attending school whilst unwell; 

adherence to public health guidance in families; the well-being of children and 

parents and children’s education during a pandemic; and adherence to NHS 

Test and Trace guidance in families.  

Methods 

A combination of quantitative and qualitative study designs were used to 

investigate the thesis’ aims. Study A was a systematic review that was 

conducted on the 11 July 2022, which included 18 studies concerning factors 

associated with school-based presenteeism. Study B consisted of one-to-one 

interviews (n = 5) and two focus groups (n = 5 and n = 7) with a total of 17 

parents, that took place between 26 February and 24 March 2020 and asked 

about parents’ attitudes about presenteeism. Study C was a qualitative study 

using telephone interviews with parents (n = 30) between 16 and 21 April 2020, 

which explored families’ experiences of lockdown and about their adherence to 

the COVID-19 guidance. Study D was a cross-sectional survey (n = 2,010) of a 
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sample of parents in England (8 and 11 June 2020), which assessed the factors 

associated with children’s school attendance, families’ well-being and children’s 

non-adherent physical interactions while schools were closed to most children. 

Study E was a qualitative study with parents (n = 18) interviews were conducted 

between 30 November and 11 December 2020, which asked about families’ 

experiences of using and attitudes about NHS Test and Trace. Study F was a 

cross-sectional survey (n = 941) with UK parents that was conducted between 

19 November and 18 December 2021. This final study investigated the risk 

factors associated with children who continued to socialise and engage in 

activities when they had signs and symptoms of an infectious disease.  

Results 

I found that in June 2020, 26% of children and 19% of parents included in my 

study reported low well-being. Several factors affected the well-being of parents 

and children. Primarily, responses to the COVID-19 guidance, such as the 

reduced in-person interactions with non-household members, home-schooling, 

and concerns about loved ones becoming seriously ill adversely affected family 

well-being. Moreover, I found that children who had educational difficulties, 

families with limited resources or a psychological or physical health problems 

before the pandemic were particularly at risk of low well-being. In contrast, I 

found that family well-being could be protected by physical exercise, social 

support, and positive motivations.  

I found that 15% of children had non-household family interactions in June 

2020, in contravention of Government guidance and that, when schools had re-

opened, 33% of children attended school, engaged in other activities, or 

socialised with others when they had symptoms of an infectious disease that 

should have led them to remain at home. Across multiple studies, I found 

several risk factors linked with families’ adherence to public health guidance in 

general, which included national COVID-19 guidance and schools’ sickness 

policies. These factors included perceptions about the illness; communications 

about the guidance; and contextual factors, such as financial resources, 
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organisation pressures, social networks, low well-being in children and parents 

and having special educational needs.   

Conclusions  

Overall, I found surprisingly high numbers of families who reported low well-

being and who were non-adherent to the guidance that was in place to prevent 

disease transmission. I found that adherence was associated with themes about 

the clarity of the guidance, perceptions about COVID-19, a family’s motivation 

and attitudes about adherence and other environmental factors that may 

prevent or encourage adherence. These themes are also relevant to adherence 

to polices that are used to prevent disease outbreaks in schools outside of a 

pandemic. Notably, children with special educational needs, families that had 

fewer resources and parents or children with health problems were at an 

increased risk of (a) having low family well-being and (b) non-adherence to 

health guidance. Families that engaged in physical activity, stayed connected 

with family and friends and had positive motivations were better able to cope 

with the pandemic. Policymakers need to consider these factors when 

designing and implementing public health guidance to protect families’ well-

being and improve adherence to local and national health guidance.  
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COVID-19 IMPACT STATEMENT 

This thesis was written during a fast-moving pandemic when policies were 

changing repeatedly. To combat this, studies were designed and conducted 

rapidly and in succession. All wording about policies was correct at the time of 

writing. In addition, some studies were instigated following discussion with 

members of relevant Government groups (e.g., the behavioural science 

subgroup of the UK’s Scientific Advisory Group for Emergencies).  

This thesis was originally designed to understand the transmission of infectious 

disease within schools. However, once COVID-19 started to emerge and UK 

schools were closed, I altered the area of investigation to explore this issue 

during a pandemic and included studies to assess the effects of COVID-19 

measures on parents’ and children’s well-being. The study in Chapter 2 was 

directly impacted by COVID-19 as I could not complete the data collection, 

which resulted in a small sample size. I had also planned to investigate the role 

of teachers and other school staff who may have affected the decisions about 

children’s school attendance whilst they were unwell. However, I only had the 

capacity to explore parents’ perspectives about children’s school attendance 

and experiences during a pandemic within this thesis.   
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1 CHAPTER 1: INTRODUCTION  

1.1 The emergence of an infectious disease 

On 30 January 2020, the World Health Organization (WHO) declared “a public 

health emergency of international concern over the global outbreak of [a] novel 

coronavirus.” By 11 February, they had named the disease and the world was 

introduced to COVID-19 (World Health Organization, 2020a, 2020b).  

The first UK death of a confirmed COVID-19 case came a month later (5 March 

2020) (HM Government, 2020b). At the time of writing, three years later, it had 

claimed the lives of over 220,000 people in the UK (HM Government, 2020b, 

2022e). 

During the first two months of the COVID-19 pandemic, advice to the British 

public consisted largely of recommendations to wash their hands. But by mid-

March, the threat of COVID-19 to the UK public increased. The Government’s 

response to the emergency suddenly changed, from “we are not – repeat not – 

closing schools” (HM Government, 2020m) on 12 March to an announcement 

five days later that “after schools shut their gates from Friday afternoon, they 

will remain closed for most pupils” (HM Government, 2020k). On 23 March 

2020, as announced, schools closed across the UK, although they stayed open 

for vulnerable children and children of keyworkers (HM Government, 2020a). 

That same day the UK Prime Minister (at the time Boris Johnson) announced 

that non-essential shops were to close, people had to work from home if they 

were able, to shop as infrequently as possible, and to not meet anyone from 

another household. The terms “lockdown” and “stay-at-home” guidance entered 

our vocabularies as shorthand to describe these restrictions. After easing 

restrictions on 11 May 2020 (e.g., people who could not work from home were 

encouraged to go into work and there were no restrictions on the amount 

people could exercise outside) two further periods of lockdown were to occur in 

England within the following year (HM Government, 2020o, 2020s, 2021p). As 
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well as the lockdown guidance, the public were still encouraged to wash their 

hands more frequently (and for 20 seconds) and also to keep two meters away 

from people from other households. Various measures, such as mask-wearing 

were in effect inside and outside of lockdown periods throughout the year until 

all measures were lifted in July 2021. However, following the emergence of a 

COVID-19 variant of concern (Omicron), some lockdown restrictions were 

reinstated in late November 2021, such as working from home and a 

requirement to only shop for essentials (HM Government, 2021j).  

Between May 2020 and March 2022, the public were also encouraged to 

engage with NHS Test and Trace (NHSTT), a UK Government system launched 

to help identify individuals with COVID-19 and people they may have come into 

contact with and to provide them with advice to self-isolate (HM Government, 

2021m). Self-isolation was mandated by law and required individuals with 

COVID-19 (cases) to remain at home and not leave their home for any reason, 

except for a COVID-19 test and a very limited number of other reasons, such as 

for a medical emergency or to escape an abusive partner. For most of this 

period, close contacts of cases were also required to self-isolate, which 

included everyone in a case’s household. Individuals who had symptoms of 

COVID-19 (defined by the Government as a new continuous cough, a high 

temperature, or a loss or change to the sense of taste or smell) were asked to 

seek a test via NHSTT and self-isolate until they had received a negative test 

result, or their self-isolation period was complete.  

Cross-sectional surveys conducted during the early stages of the pandemic 

suggested that full adherence to the lockdown guidance and self-isolation 

guidance was low, with 75% and 42.5% of people non-adherent to this 

guidance, respectively (Smith, Amlȏt, et al., 2020; Smith et al., 2021). People 

with dependent children were just as likely to adhere to the lockdown guidance 

compared to people without dependent children in the household. However, 

parents were more at risk of non-adherence than people without dependent 

children in terms of the self-isolation guidance (Smith et al., 2021). In a five-

month longitudinal study that investigated whether individuals were “following 
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[COVID-19] recommendations from authorities” people with a child in the home 

had lower levels of adherence to the lockdown guidance, particularly in the 

summer months compared to people without children in the household (Wright 

& Fancourt, 2021). Adherence is often influenced by people’s perceptions about 

their vulnerability to disease, such as their perceived risk of catching the 

disease and of becoming (seriously) unwell (Brooks, Smith, et al., 2020; 

Kasting, Head, Hartsock, Sturm, & Zimet, 2020; Smith, Amlȏt, et al., 2020; 

Webster et al., 2020). In addition, some of the discrepancies between studies 

could be due to how adherence was measured and when the studies were 

conducted. It has been suggested that adherence is not a simple binary 

concept; there are always degrees of adherence. Denford et al. (2021) 

suggested that individuals make risk-adapted decisions based on their 

perception of the risk of transmission. Their qualitative study identified three 

patterns of adherence to England’s COVID-19 guidance, (a) caution-motivated 

super-adherence, (b) risk-adapted partial-adherence, and (c) necessity-driven 

partial-adherence. A similar nuanced understanding of adherence was also 

found among people who were “shielding” due to COVID-19 and their 

household members (Lasseter et al., 2022).  

The need to adhere to lockdown guidance posed substantial and unique 

challenges to the well-being of families throughout the COVID-19 pandemic. 

Children were educated at home for over six months in total, disrupting three 

academic school years, and were deprived of many normal social and family 

interactions during this time. The effects on children’s health, education and 

social learning are not yet fully understood, although worries about a “scarring 

effect” have been expressed (Richardson, Clarke, Broom, Tallis, & Duncan, 

2021; Sonuga‐Barke & Fearon, 2021). Furthermore, parents were required to 

adjust to their children being at home, take on a more prominent role in their 

children’s education and ensure that their household adhered to the COVID-19 

guidance, and the impacts of these changes need to be explored. In England, 

all COVID-19 restrictions mandated by law were removed on 24 February 2022, 

which at the time of writing, reflects a year without any legal restrictions (HM 
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Government, 2022j). Instead, the public are advised to “live with COVID-19” and 

manage symptoms of COVID-19 like they would other respiratory infections 

(HM Government, 2022h). Therefore, parents and children will need to continue 

to manage COVID-19 and other infectious illnesses, at school, home and during 

school closures to protect their health and children’s education. 

1.2 Theoretical background  

Behaviour theories can be used to guide how we may expect families to 

respond to COVID-19 and other infectious illnesses. However, there are many 

different behaviour theories. For instance, one scoping review identified 82 

different, relevant theories across social science (Davis, Campbell, Hildon, 

Hobbs, & Michie, 2015). A systematic review conducted by The National 

Institute for Health and Care Excellence (NICE) suggests that there are several 

general approaches that can be used to try and explain, predict, and change 

people’s health behaviours. NICE’s guidance is mostly directed by four theories 

commonly used in health research: the Health Belief Model; the Theory of 

Reasoned Action; the Theory of Planned Behaviour; and the Trans-Theoretical 

Model (National Institute for Health and Care Excellence, 2007). The guidance 

is relatively old, using research up until April 2006, although it is still in place 

and all four of the proposed models are still common as reported in the more 

recent (2015) scoping review described above (Davis et al., 2015). Still, studies 

should not be guided by how common the approach is rather by how 

appropriate the model is to the research question: the following paragraphs 

discuss these four theories of behaviour suggested by NICE and other concepts 

that were used to guide this thesis.     

The Health Belief Model was designed to explain people’s acceptance and 

compliance with medical treatment (Becker, 1974) and is commonly used to 

increase people’s uptake of health services, including vaccinations and 

compliance with medical treatment (National Institute for Health and Care 

Excellence, 2007). Thus, this model seems appropriate to aid our 

understanding of family’s adherence to public health guidance in relation to 
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COVID-19. The model has gone through a few adaptations and the components 

are described in Figure 1.1. In brief, the main components are about a person’s 

perceived susceptibility, severity, and threat relating to the given health issue, 

compared with the perceived benefits and barriers about changing their 

behaviour to adhere to health guidance. In the original model self-efficacy was 

described under the barriers and benefits section, although was added later to 

the model as its own component (Rosenstock, Strecher, & Becker, 1988; 

Strecher, DeVellis, Becker, & Rosenstock, 1986). Of the four models described 

by NICE, the Health Belief Model is the only one that includes demographic and 

socioeconomic variables. In previous school closures, parents’ employment 

status, concerns about lost income and challenges with arranging childcare 

were found to be associated with children leaving the home (Brooks, Smith, et 

al., 2020), showing the need to consider these variables when investigating 

adherence. The component about ‘perceived threat’ is also unique compared to 

the other models and may be important when investigating health behaviour to 

understand whether each family member’s perception about susceptibility and 

severity of illness is appropriate to their actual susceptibility and severity of 

illness during the pandemic.  
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Figure 1.1 The Health Belief Model, which has been copied from the NICE guidelines 
(National Institute for Health and Care Excellence, 2007) that was formed using the 
components suggested in Becker (1974) and until Rosenstock, Strecher, and Becker 
(1994). 

The Health Belief Model has been criticized for having weak predictive power, 

this limitation was suggested to be due to the components not being clearly 

defined and the relationships between the components not being established 

(Abraham & Sheeran, 2015; National Institute for Health and Care Excellence, 

2007). To combat these limitations, it has been recommended that the model is 

best suited to derive information, which can be used to prompt intervention 

designs rather than to explain behaviour change (Champion & Skinner, 2008; 

National Institute for Health and Care Excellence, 2007). In addition, when 

using the model for information gathering, the loose component definitions are a 

benefit as the model is more adaptable than if the definitions were restricted, 

which has been shown to improve health intervention design (Champion & 

Skinner, 2008). As such, this model will be used to gain information about 

family’s health behaviours about COVID-19 and how demographic factors may 

impact their behaviour, which can be used to inform health guidance and 

potential interventions.  
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The Theory of Planned Behaviour was an extension of the Theory of Reasoned 

Action (Ajzen, 2011), as shown in Figure 1.2. Therefore, these two models are 

being discussed together. These models have been used to understand a wide 

range of behaviours, such as environmental sustainability (Han, 2021) and 

information sharing on social network sites (Lin & Wang, 2020). The Theory of 

Reasoned action by Ajzen and Fishbein (1973) suggests a person’s intention to 

perform or to not perform a behaviour is explained by their positive or negative 

‘attitude’ toward the behaviour and ‘social norm’ or pressure to carry out the 

behaviour (Figure 1.2).  

 

Figure 1.2 The Theory of Planned Behaviour (TPB) and the Theory of Reasoned Action 
(TRA), which has been copied from the NICE guidelines (National Institute for Health and 
Care Excellence, 2007), which was formed after Godin (1993). 

The model relies on the assumption that intentions lead to behaviour, 

something which the Theory of Planned Behaviour (Ajzen, 1985) tries to rectify 

by the addition of the components about ‘control.’ The model describes the 

relationship between intentions and behaviour, and the factors that may or may 

not lead to actual behaviour change by considering a person’s control (and self-

efficacy) over the behaviour under consideration; it also explains behaviour by a 

goal directed behaviour approach. As discussed, adherence to health guidance 

appears more complex (Denford et al., 2021), which may limit the use of this 

model for this investigation. 
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The fourth model recommended by NICE is the Trans-Theoretical Model 

(Prochaska & DiClemente, 1983), which describes six stages of behaviour 

change: pre-contemplation, contemplation, preparation, action, maintenance, 

and termination (Figure 1.3).  

 

Figure 1.3 The Trans-Theoretical Model of health behaviour change copied from the NICE 
guidelines (National Institute for Health and Care Excellence, 2007) adapted after (Burbank 
& Riebe, 2001). 

This model is used to explain factors leading up to a new behaviour becoming 

established, the termination stage, which the authors suggest occurs after five 

or more years of carrying out the behaviour. As this thesis is investigating 

adherence to health guidance that has been implemented quickly, the long 

nature of this model appears ill suited to this investigation.    

The Health Belief Model (Becker, 1974), Reasoned Action Theory (Ajzen, 1980) 

and Planned Behaviour Theory (Ajzen, 1985) largely explain health behaviour 
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as a conscious process that involves a combination of components or factors 

that lead to the behaviour. The specific decision-making element, such as the 

process that is involved in how a person decides what action to take or to not 

take is less considered. That is not to say that unconscious or routine 

behaviours and or decisions are not considered. For example, Ajzen (1985) 

suggested that some actions are performed almost automatically, like driving to 

work, although clarified that as you need conscious thought to make the ‘plan’ 

about driving to work, the goal driving the behaviour should be the focus. 

Similarly, Becker (1974) focuses on the perceptions and beliefs that are 

“presumed necessary for [a person’s] compliance,” highlighting the conscious 

thought that is involved when individuals consider behaviour change. Therefore, 

a theory about decision-making may be useful to consider along with these 

theories of behaviour to bridge this gap.  

The Recognition-Primed Decision Model by Klein (1993) was introduced to 

understand quick decision making in complex situations and where the effects 

on lives may be high, which seems transferable to parents’ making decisions 

about their or their families health behaviours. The model’s key concepts are 

that decisions are performed based on two factors: features of the task and the 

person’s knowledge and experience of the task. There are three models that 

evolve according to the complexity of the decision: (1) for ‘simple’ decisions; (2) 

for ‘developing a course of action;’ and (3) for ‘complex’ decisions (Figure 1.4). 

For decisions relating to a child’s health, simple decisions might include the 

decision to cover a small cut with a plaster, whereas this situation may become 

more complex if the parent has concerns that the cut may be infected, and they 

need to decide if a plaster is still appropriate or if other action(s) may need to be 

taken. The first component in all three models relates to a person’s experience 

of the situation, where the Health Belief Model or another behaviour theory can 

be used to explain their attitudes and perceptions about the situation, which can 

be extended to include the later components about recognition and evaluating 

the situation to explore how the decision was made i.e., delving into the link 

between intentions and behaviours.    



CHAPTER 1: INTRODUCTION 

34 

 

 

Figure 1.4 The Recognition-Primed Decision Model (Klein, 1993).  

Designing interventions like the guidance that was introduced by the UK 

Government to try to protect the public’s health during the COVID-19 pandemic 

is complex, especially as the guidance needed to reach a whole nation quickly, 

and to adapt to a rapidly changing situation. Thus, an extensive framework is 

required that draws on a variety of different components (e.g., physical, and 

psychological components) that have been shown to facilitate behaviour change 

to fully explore family’s adherence to the COVID-19 guidance. The COM-B 

Model (Capability, Opportunity and Motivation to Behaviour change) and the 

Theoretical Domains Theory (TDF) were designed by identifying common 

factors within multiple behaviour change theories and define these into 

‘constructs’ within their corresponding ‘domain’ (Cane, O’Connor, & Michie, 

2012; Michie, Atkins, & West, 2014). There are 14 domains that cover a wide 

range of factors, such as knowledge, skills and social / professional role and 

identity and these domains can be evaluated against a person’s capability, 

opportunity, and motivation to change behaviour. 

A further consideration is that the theories that have been discussed are in 

general, individualist. If a model includes a social element, it is often referred to 
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in terms of how other people may influence the behaviour of the individual or 

situation that is being observed. As such, it is important to highlight the meaning 

of parents and children being in a family and how that may impact behaviour. 

Prime, Wade, and Browne (2020) uses the term ‘whole-family process’ to 

describe how influential family relationships and beliefs are on individuals within 

a family. Prime et al’s (2020) research touches on Bowen (1966, 1993) who 

discusses family system theory, which focuses on a family’s problematic 

behaviours and suggests that if unchecked, these problematic behaviours may 

continue to escalate. However, Prime et al. (2020) expand on this theory to 

include protective factors and how families may build their resilience. The 

importance of identifying protective factors has become an established field of 

psychology in the last half century and is still growing (Alex Linley, Joseph, 

Harrington, & Wood, 2006). 

1.3 Thesis overview 

This thesis follows the journey of the COVID-19 pandemic and assesses how 

families across England responded to, and were affected by, the restrictions 

that were put in place to reduce the spread of COVID-19. Understanding this 

may help public health agencies and others to communicate better with and 

support families in a future pandemic. It may also suggest routes to reduce 

transmission of infectious illnesses between families in less extreme contexts.  

The thesis is separated into four parts, presented in Table 1.1 and Figure 1.5. 

Part 1 was planned before news of the pandemic emerged and discusses 

attempts to reduce the spread of infectious disease in schools before the first 

lockdown occurred, but as COVID-19 cases started to emerge across the 

country. Part 2 focuses on the first lockdown and how children and parents 

coped with the lockdown guidance, managed home-schooling, and adhered to 

the public health guidance. Part 3 explores the fears and difficulties families 

faced about returning to school once schools re-opened. Part 4 investigates the 

period when children were back at school, and how families mitigated the 

spread of COVID-19 and other illnesses, including through their adherence to 

NHSTT and school sickness policies. 
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Table 1.1 An overview of this thesis; the research aims, study method, and the COVID-19 guidance that corresponds to 
each chapter.  

Chapter: title; research question Study method Relevant COVID-19 guidance  

CHAPTER 1: Introduction; to 
understand the factors that affect (a) 
the well-being of parents and children 
during a pandemic and (b) 
adherence to measures intended to 
mitigate the spread of disease 
between families, both in school and 
during school closures. 

Not applicable. • First “lockdown” or “stay-at-home guidance” between 23 March 2020 to 10 
May 2020: Schools closed across the UK, although they stayed open for 
vulnerable children and children of keyworkers. Non-essential shops were also 
closed, and people had to work from home if they were able, to shop as 
infrequently as possible, and to not meet anyone from another household.  

• 11 May 2020 to 13 October 2020: Guidance started to ease in a phased 
approach, shops started to re-open, more children were allowed back to 
school and physical distancing rules were relaxed. Facemasks became 
mandatory when in closed public spaces, such as on transport and in shops. 

• 14 October 2020 to 4 January 2021: Each region of England was assigned to 
a “tier,” which depended on COVID-19 cases and each tier had specific 
COVID-19 restrictions (1 = Medium alert, 2 = High alert, 3 = Very high alert).  

• 5 November to 2 December 2020: A second lockdown was in place for every 
region in England. 

• 21 December 2020: Tier 4 was added to the tier system, the highest level of 
alert, where stay-at-home guidance was in place. 

• 6 January 2021 to 28 March 2021: A third lockdown. Children were allowed 
back to school from 8 March and physical distancing restrictions were eased 
until all restrictions were lifted on 19 July 2021.  

• 24 February 2022: All legal restrictions were once again removed. 
 

• NHS Test and Trace was in place between May 2020 and April 2022: 
Individuals with a new continuous cough, a high temperature, or a loss or 
change to their sense of taste or smell* were required to seek a COVID-19 test 
and self-isolate for a period of time, if they had COVID-19. For most of this 
time, close contacts of confirmed COVID-19 cases were also required to self-
isolate.    

CHAPTER 2: Understanding school-
based presenteeism in children: a 
systematic review; identify the 
reasons for and risk factors 
associated with children attending 
school despite being unwell. 

Study A: A systematic 
search of five databases 
(11 July 2022) using words 
associated with school 
(e.g., school and childcare) 
and presenteeism (e.g., 
presenteeism and sick 
leave).  

18 studies were included in 
the review. The review 
included studies from the 
UK and 10 other countries.  
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• *COVID-19 symptoms: Individuals with a new continuous cough and a high 
temperature were advised to self-isolate from 12 March 2020, a loss of or 
change to their sense of taste or smell was added to the Government’s list of 
COVID-19 symptoms on 18 May 2020. 

PART 1: AS A PANDEMIC EMERGES 

CHAPTER 3: Understanding school-
based presenteeism in children: A 
qualitative study using interviews and 
focus groups with parents; to develop 
a better understanding of parents’ 
perceptions about presenteeism at 
the beginning of a pandemic. 

Study B: Data were 
collected between 26 
February to 24 March 2020.  

Qualitative in-person and 
telephone interviews and 
focus groups with parents 
(n = 17); living in London 
and the South East. 

Teachers (n = 4) were also 
interviewed, although the 
results are not reported due 
to a low quantity of data. 

• 28 February 2020: Chief Medical Officer, Professor Chris Whitty made a 
statement about a new case of COVID-19, which was transmitted in the UK.  

• 4 March 2020: A public health campaign was announced, which focused on 
handwashing to try to prevent the spread of COVID-19. 

• 13 March 2020: People with either a new continuous cough or a high 
temperature were asked to stay at home for at least 7 days. People aged over 
70 years and those who had a serious medical condition were advised to not 
go on cruises and international school trips. 

• 16 March 2020: UK Government started to do daily briefings about COVID-19. 
Government advises the UK public to work from home and avoid pubs and 
restaurants. The self-isolation period is extended to 14 days.   

• 18 March 2020: UK Government announced that schools were to close from 
the 23 March 2020, which coincided with the UK’s first lockdown due to 
COVID-19.  

   PART 2: ENGLAND’S FIRST NATIONAL LOCKDOWN DUE TO COVID-19 

CHAPTER 4: Evaluating the factors 
affecting families’ adherence to the 
COVID-19 guidance: a qualitative 
study; using the COM-B model and 
TDF to classify the barriers and 
facilitators impacting families’ ability 
to adhere to the guidance in 
England’s first national lockdown. 

Study C: Data were 
collected between 16 and 
21 April 2020. 

One-to-one qualitative 
interviews with parents of 
children aged 18 and under 
(n = 30); living in England. 

23 March to 10 May 2020: “Lockdown” or “stay-at-home” guidance 

• People had to work from home unless they were keyworkers. 

• People were not allowed to meet in-person with anyone from another 
household. 

• People were required to stay at-least 2-meters (3 steps) away from anyone 
from another household. 

• People were only allowed to leave the home for limited purposes:  
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CHAPTER 5: A qualitative study 
about how families coped with 
managing their well-being, children’s 
physical activity and education ; how 
families managed (a) family well-
being, (b) children’s physical activity, 
and (c) education during the school 
closures in England, and how these 
factors affected how families coped 
with the COVID-19 lockdown. 

Study C: Data were 
collected between 16 and 
21 April 2020. 

One-to-one qualitative 
interviews with parents of 
children aged 18 and under 
(n = 30); living in England. 

- shop for basic necessities (e.g., food and medicine) and as infrequently as 
possible. 

- one form of exercise a day (e.g., a run, walk, or cycle), alone or with 
members of the same household. 

- any medical need, to provide care or to help a vulnerable person. 
- travel to and from work. 

• All non-essential shops were closed, such as restaurants, museums and 
clothes shops. 

• Schools were closed on 23 March 2020 but were kept open to children of 
keyworkers and vulnerable children. Schools opened to everyone in 
September 2020. 

CHAPTER 6: Children’s interactions 
with non-household family members 
and child well-being: A cross-
sectional survey; risk factors for 
children having (a) close contact with 
family members from outside their 
household and (b) a low well-being 
during the first COVID-19 lockdown 
in the UK.  

Study D: Data were 
collected between 8 and 11 
June 2020. 

A cross-sectional survey 
with parents in England (n 
= 2,010); living in England. 

• 10 May 2020: Lockdown restrictions had eased, but people were still 
encouraged to stay-at-home as much as possible and to limit in-person 
interactions. Physical distancing restrictions remained in place throughout 
society, and while up to six non-household members could meet, this had to 
be outside and at a two-meter distance.  

• Some non-essential shops opened on 1 June, and all other shops opened on 
15 June. 

  PART 3: FEARS ABOUT RETURING TO SCHOOL AFTER THE FIRST LOCKDOWN  

CHAPTER 7: Parents’ willingness to 
send children back to school: a 
cross-sectional survey; factors 
associated with a parents’ willingness 
to send their child to school during 
the COVID-19 pandemic in: parents 
of children in reception, year one, or 
year six; families where at least one 
parent was a keyworker; and parents 

Study D: Data were 
collected between 8 and 11 
June 2020. 

A cross-sectional survey 
with parents in England (n 
= 2,010). 

• 23 March 2020: Schools closed to most children and were only open to 
children of keyworkers and vulnerable children. 

• 10 May 2020: Lockdown restrictions had eased, but people were still 
encouraged to stay-at-home as much as possible and to limit in-person 
interactions. 

• 1 June 2020: Children in specific school years (reception, year one, and year 
six) were eligible to attend school, along with children of keyworkers and 
vulnerable children.  
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of school aged children who did not 
fall into these groups. 

• Some non-essential shops opened on 1 June, and all other shops opened on 
15 June. 

CHAPTER 8: Parental perceptions of 
COVID-19 related hygiene measures 
within schools and adherence to 
physical distancing guidance; to 
identify whether school COVID-19 
protection measures (or 
communications about them) need to 
be improved. 

Study D: Data were 
collected between 8 and 11 
June 2020. 

A cross-sectional survey 
with parents in England (n 
= 2,010). 

• 10 May 2020: Lockdown restrictions had eased, but people were still 
encouraged to stay-at-home as much as possible and to limit in-person 
interactions. 

• 1 June 2020: Children in specific school years (reception, year one, and year 
six) were eligible to attend school, along with children of keyworkers and 
vulnerable children.  

• Schools were required to implement various COVID-19 protection measures, 
such as frequent hand cleaning; children mixing in groups of 15 or fewer; 
maintaining physical distancing where possible; minimising parent contact at 
the school gates; and limit using public transport. 

CHAPTER 9: Parental worries about 
sending children back to school; to 
identify the worries that parents had 
about sending their children to school 
whilst they were closed to most 
children. 

Study C: Data were 
collected between 16 and 
21 April 2020. 

One-to-one qualitative 
interviews with parents of 
children aged 18 and under 
(n = 30); living in England. 

• The lockdown guidance listed above was in place.  

• All non-essential shops were closed, such as restaurants, museums, and 
clothes shops. 

• Schools had been closed since 23 March 2020, although were kept open to 
children of keyworkers and vulnerable children.  

• Schools opened to everyone in September 2020 and school attendance was 
mandatory.  

PART 4: RETURING TO SCHOOL 

CHAPTER 10: What influences 
whether parents recognise COVID-
19 symptoms, request a test and 
self-isolate: a qualitative study; to 
understand factors associated with 
COVID-19 symptom identification 
and the reasons why parents do or 
do not request a COVID-19 test 
when their child is symptomatic. We 

Study E: Data were 
collected between 30 
November and 11 
December 2020. 

One-to-one qualitative 
interviews with parents of 
school-aged children (n = 
18); living in England.  

• People with symptoms of COVID-19 (a new continuous cough, a high 
temperature, or a loss or change to the sense of taste or smell) were asked to 
seek a test via NHS Test and Trace and self-isolate until they had received a 
negative test result, or their self-isolation period was complete.  

• Anyone who tested positive for COVID-19 had to self-isolate for 10 days and 
their contacts for 14 days (which reduced to 10 days from 14 December 2020). 

• People in self-isolation had to stay at home and were not permitted to leave 
the home, except for a COVID-19 test and a very limited number of other 
reasons.  
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also explored the reasons for non-
adherence to self-isolation guidance.   

• 5 November to 2 December 2020: 4-week national lockdown, such as non-
essential shops, pubs and restaurants were closed (except for takeaways). 
However, schools stayed open.  

CHAPTER 11: Why do children 
attend school and socialise when 
they have symptoms of an infectious 
illness? A cross-sectional survey; we 
investigated the proportion of 
children who had recently 
experienced symptoms that should 
require them to remain at home and 
engaged in risky behaviours (e.g., 
attended school, clubs, or other 
activities or who socialised with 
people outside their household). 

Study F: Data were 
collected between 19 
November and 18 
December 2021. 

A cross-sectional survey of 
parents with children aged 
between four and 17 years 
(n = 941) who lived in the 
UK.  

• Schools opened to everyone from September 2020 but closed again between 
4 January and 8 March 2021. 

• People with symptoms of COVID-19 were encouraged to seek a COVID-19 
test via NHS Test and Trace, and positive cases had to self-isolate.  

• 16 August 2021: Contacts who were under 18 years or who had received two 
COVID-19 vaccinations did not have to self-isolate. This rule was removed on 
30 November to 14 December 2021, and contacts of suspected or confirmed 
omicron cases had to self-isolate, regardless of vaccination status or age.  

• Parents and children were also required to adhere to the school’s exclusion 
guidance about other illnesses.  
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Figure 1.5 A flow diagram to 
show how the included 
studies unfolded over time 
and to show the Chapters 
that drew on the same 
samples.
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Throughout this work, I have focused (but not exclusively) on England rather 

than the UK, partly because COVID-19 guidance differed between the four 

nations of the UK and partly because the work which informed this thesis was 

developed in partnership with Public Health England (now reformed as the UK 

Health Security Agency) (HM Government, 2021v).  

Before I turn to the studies, however, I should set the scene properly: what are 

infectious diseases, how do they affect children, and how can we prevent their 

spread? 

1.4 The challenge of infectious diseases in children 

1.4.1 The causes of infection in children 

Infectious diseases are often described as communicable diseases, which 

means a disease that spreads from one person or animal to another. A person 

may develop an infectious disease after becoming infected by a micro-

organism. Micro-organisms are everywhere and commonly do not cause 

infections (and can even be beneficial). However, some micro-organisms 

(“pathogens”) cause disease. Once a pathogen has entered a person’s body, it 

will begin replicating, and they may start to experience symptoms. Symptoms of 

disease may develop as a direct result of the pathogen damaging cells within 

the body and also from the body’s immune response to the infection. Diseases 

are usually categorised by the specific signs or symptoms of the illness. 

However, people can be infected with a pathogen and not display any signs or 

symptoms (asymptomatic infection).  

There are several types of pathogens; viruses, bacteria, fungi, and protoctists 

are common causes of infection in children in England. COVID-19, influenza, 

the common cold (caused by rhinovirus), and norovirus are examples of viral 

infections common in education settings (HM Government, 2021k, 2022f). Most 

of the time, the treatment for viral infections requires waiting until the immune 

system clears the infection. However, prescription antiviral drugs may also help 
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treat viral infections, and analgesic medicine may be taken to manage 

symptoms, such as a headache and temperature (National Health Service, 

2022; UK Health Security Agency, 2021).  

Bacteria are single-celled micro-organisms and can be found in soil, water and 

our bodies. When bacteria enter the body, they can cause an infection, such as 

bacterial food poisoning, often caused by E.coli or salmonella, tuberculosis and 

pertussis (whooping cough) (Public Health England, 2018). Bacterial infections 

are most often treated with antibiotics. There are concerns that antibiotics are 

overused, causing some bacteria to develop resistance to them. As a result, 

antibiotic resistance is becoming a public health threat (Centers for Disease 

Control and Prevention, 2021a).  

Fungal infections arise from a group of organisms that can include yeasts and 

moulds found throughout the environment, such as in the soil, and moist areas 

like bathrooms and our bodies. Ringworm and athlete’s foot are examples of 

fungal infections common in children (Public Health England, 2018). Fungal 

infections can be treated with anti-fungal medications, with the type of 

medication depending on the type of fungal infection. 

Protoctists typically consist of a single cell, and some are parasitic, which 

means they live on or inside our body and use the body’s nutrients for survival. 

Some examples of parasitic infections that are common in children include 

tapeworm and head lice. There are specific drugs available to treat parasitic 

infections and, like bacterial and fungal infections, the type of antiparasitic 

medication prescribed will depend on the parasite causing the infection. Further 

information about illnesses common in children are presented in Appendix A.  

1.4.2 Identifying an infection 

Infectious diseases can cause many different symptoms, such as a rash, 

fatigue, vomiting and temperature; some symptoms can be mild and others life-

threatening. As described, some infections can cause specific symptoms that 

make the infection easily identifiable, and therefore a diagnosis is based on the 
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symptoms presented in the individual. For example, a bullseye rash is indicative 

of Lyme disease, and nothing else. In other instances, it can be difficult to 

determine what type of pathogen is causing the infection because different 

infections can cause similar symptoms. For example, many of the symptoms of 

COVID-19 are similar to symptoms of influenza and the common cold (Centers 

for Disease Control and Prevention, 2021b, 2022). In addition, the same 

infection can result in a variation in symptoms and symptom severity for each 

individual. For instance, research suggests that between 40% and 50% of 

people with COVID-19 are asymptomatic (Al-Qahtani et al., 2021; Oran & 

Topol, 2020), whereas for others, symptoms are so severe they result in death 

(Office for National Statistics, 2022a). Studies have also reported that 

symptoms of COVID-19 are not limited to the three symptoms suggested by the 

Government and also differ between children and adults (King's College London 

and ZOE, 2020). When it is unclear what is causing the infection, bodily 

samples such as blood, urine, stool, nasal or throat swabs may be taken and 

examined to determine the pathogen causing the infection.  

1.4.3 Infection transmission between children 

Within schools and public environments, most infections spread by (a) a 

pathogen entering the body (usually by a person touching their face, nose or 

mouth) after they had touched another person or item (which includes 

pathogens found in the environment) with the infection, (b) airborne 

transmission whereby after a person with the infection coughs or sneezes the 

infection is dispersed through the air and the droplets infect another person, (c) 

direct contact with bodily fluids (e.g., blood, nasal secretions and saliva) 

between a person with the infection and another person. Children are 

particularly susceptible to infections because their immune systems are 

immature, they are often in close contact with other children, they have no or 

incomplete vaccinations and they have a poor understanding of hygiene 

practices (Cleary, Slaughter, & Heathcock, 2003; HM Government, 2021h). 

Furthermore, children play outside in the soil and often share toys and 

equipment, spreading infections (Donaldson, Harris, Vivancos, & O'Brien, 
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2020). Diseases common in schools can also spread (in an infectious period) 

before the child shows any symptoms. Children with chickenpox are infectious 

to others one to two days before the symptom (rash) appears. Therefore, 

chickenpox can spread rapidly within schools before parents, children and staff 

are aware. For all these reasons, schools and pre-schools are common sites for 

the transmission of infections. 

1.4.4 Impact on children 

Due to the high rate of transmission of infectious diseases among children, 

outbreaks of infectious illnesses within educational settings are common. 

Donaldson et al. (2020) found that 1841 schools in England experienced at 

least one infectious disease outbreak across two academic school years (2016-

2018) and 232 schools reported more than one outbreak; the outbreaks ranged 

from between two and 300 cases with a mean of 10 cases. There is an 

increased risk for outbreaks in England’s primary schools (children aged four to 

11 years) compared to secondary schools (children aged 11 to 18 years old) 

(Donaldson et al., 2020). Gastroenteritis was the most common cause of the 

reported outbreaks (47%), followed by rash (44%) and influenza (6%). The high 

number of outbreaks in schools can severely impact children’s health, the 

symptoms of these infections and others common in children are not pleasant 

and can cause death. In England and Wales, between 2013 and 2015 there 

were 5088 childhood deaths (children aged 28 days to 15 years old) and about 

one in five of these deaths was related to an infectious illness (n=951) 

(Ferreras-Antolín, Oligbu, Okike, & Ladhani, 2020). Of the 951 infection-related 

deaths (and where the reason for the child death was reported), 43% (374/876) 

were due to a respiratory tract infection (RTI) and 63% (599/951) were due to a 

pathogen. Of the infection-related deaths due to a pathogen, 63% (378/599) 

were a bacterial infection, 34% (205/599) were a viral infection and 2.5% 

(15/599) were a fungal infection. In addition, the study compared their findings 

with childhood deaths between 2003 and 2005 and found similar results, which 

suggests a steady trend of infection-related childhood deaths. When COVID-19 

first emerged, there was little understanding of the health impacts of COVID-19 
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on people, including children. Early on, there were concerns that due to 

children’s vulnerability to influenza that children would also be at a higher risk of 

severe illness from COVID-19 compared to healthy adults (SPI-M-O, 2020). 

However, within a few months research indicated that children had a lower risk 

of severe illness compared to adults and people with heath conditions (Boast, 

Munro, & Goldstein, 2020). But children were not unharmed, and three years 

on, nearly 150 children had died in England and Wales due to COVID-19 (Office 

for National Statistics, 2023); there is no guarantee that a future pandemic will 

follow the same pattern.   

Managing the symptoms of illness can also have adverse effects on children. A 

USA study reported that 75% of school absences were due to infectious illness, 

and influenza accounted for half of the infections (McLean, Peterson, King, 

Meece, & Belongia, 2017). School absence has, in turn, been associated with: 

low social skills, reading skills, and school grades; children being more likely to 

fail school, be unemployed and have poor health outcomes; and increased 

mortality and lower life expectancy (Allison et al., 2019). Children lost about 575 

million school days between March 2020 and the summer of 2020 due to school 

closures, and as a result, children are at least two months behind in their 

education (Children's Commissioner, 2020b; Department for Education, 2018; 

HM Government, 2021r). Pupils eligible for free school meals (families on low 

incomes) are on average an additional month behind children whose families 

are on higher incomes. The disproportionate effects of schools closing on 

children is exacerbated by child bereavement, poverty, and low well-being 

(Gupta & Jawanda, 2020; Holt & Murray, 2021; Lee, 2020; Samji et al., 2021; 

Viner et al., 2022).  

1.4.5 Preventing Infection in Children 

1.4.5.1 Vaccines 

Vaccines reduce the risk of infection by helping a person build immunity to the 

disease they have been vaccinated against. Vaccines are not mandated by law 
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in the UK (aside from specific, occupational, cases) because vaccines are 

considered optional medical care (Ministry of Ethics, 2014; National Health 

Service, 2001). However, COVID-19 brought mandatory vaccinations into public 

discussion when the Government advised that people who worked or 

volunteered in care homes had to take a COVID-19 vaccination, or they would 

not be allowed to work. Although this rule was revoked, mandatory vaccinations 

for other diseases could become commonplace in the future (HM Government, 

2021g, 2022d; Lee & Jackson, 2021).  

Childhood vaccinations are essential to prevent the transmission of infections 

and can eliminate some diseases like with poliomyelitis (polio) (Centers for 

Disease Control and Prevention, 2021c). In the UK, during the 1950s, 

epidemics could result in up to 8,000 cases of polio, but since 1984 there have 

been no natural cases of polio in the UK due to the vaccine (Oxford Vaccine 

Group, 2018). However, recently the Government urged parents to ensure their 

children’s polio vaccines were up to date, due to traces of polio being found in a 

London sewage system (HM Government, 2022i). As of 2019, the UK 

Government has aimed to eliminate measles and rubella (HM Government, 

2019a; UK Health Security Agency, 2019). Rubella has had elimination status 

since 2015 (data from 2021 and onwards has not been released) (HM 

Government, 2022l). For measles, elimination status was achieved in 2016 and 

2017, but due to low vaccination uptake, it has since re-emerged (HM 

Government, 2022l). To ensure children are protected against polio and other 

preventable diseases, such as tetanus, whooping cough, rotavirus and 

measles, free vaccines are offered to children as young as eight weeks old (HM 

Government, 2020c). The WHO recommends that to control or eliminate 

disease, at least 95% of children need to be immunised nationally against the 

disease. The UK supports this target; however, for the 13 vaccines available, on 

average, only 91% immunisation coverage was reached in England 2020/2021, 

which decreased in 2021/2022 (NHS Digital, 2022). It is likely that the COVID-

19 guidance had some impact on vaccination uptake (HM Government, 2021d). 

However, the perception that vaccination will cause adverse effects is a 
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common barrier to children taking up recommended vaccines (Brown et al., 

2010; Kessels et al., 2012; Smith, Amlôt, Weinman, Yiend, & Rubin, 2017). 

Vaccine production is also considered a lengthy and complex process and, 

therefore, it can take a long time for an individual to be vaccinated against a 

disease from when it is first identified (Fauci, Touchette, & Folkers, 2005). Thus, 

while the UK was the first country to administer (outside of clinical trials) a 

COVID-19 vaccine, this process still took a year (HM Government, 2021w). In 

addition, the vaccine required a considerable amount of resources to develop 

and to distribute (HM Government, 2020i).  

1.4.5.2 Non-pharmaceutical interventions  

Non-pharmaceutical interventions (NPIs) prevent an infected person from 

passing the infection onto someone else and can be implemented quickly. In 

the UK, the Government has extensive powers under the 1984 Public Health 

(Control of Disease) Act to enforce measures to protect the public in an 

emergency, including closing shops, restaurants and schools, prohibiting 

gatherings and limiting activities of the public. During the COVID-19 pandemic, 

a specific act of parliament (the Coronavirus Act 2020) was used to implement 

and extend these powers (HM Government, 2023b; Institute for Government, 

2012). However, NPIs are not just pandemic-related interventions. For example, 

it is a legal requirement for schools in England to have a health and safety 

policy which must include a sickness policy that describes the procedure the 

school will follow if a child becomes ill at school and what a parent should do if a 

child is too ill to attend school (HM Government, 2020ac). Closing schools 

during severe local outbreaks and preventing ill or potentially infectious children 

from attending school and interacting with other children are all examples of 

everyday NPIs that reduce disease transmission. 

To prevent children from attending school when they are ill, and being out of 

school unnecessarily, the Government provides the exclusion period for specific 

infections to guide parents and school staff (Appendix A; (HM Government, 

2021h)). For example, children are advised to attend school with athlete’s foot 
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and conjunctivitis. For chickenpox, children should not be in school until “five 

days from onset of rash and all the blisters have crusted over,” and with mumps 

“five days after onset of swelling.”  

1.5 Parents’ role 

1.5.1 Parental responsibility 

In the UK, all parents have a “parental responsibility” to their child, which are 

legal rights and responsibilities they need to adhere to as a parent (HM 

Government, n.d-c). These include: providing a home for the child; protecting 

and maintaining the child; disciplining the child; choosing and providing the 

child’s education; and agreeing to the child’s medical treatment. Therefore, 

parents play a vital role in managing their children’s health and education; 

parents commonly decide whether to have their children vaccinated and when 

they should stay off school because they are unwell. 

Most children in England start school full-time in the September after their fourth 

birthday and leave school at 16 years old, but they must stay in full-time 

education (e.g., college) or start an apprenticeship until they are 18 years old 

(HM Government, 2020w, 2020y). Parents can also place their children in 

childcare (e.g., nursery and pre-school) from birth until they start school, but it is 

common for pre-schools only to accept babies from around three months old. 

To protect children from harm, it is illegal for parents to leave their children 

alone if it places them at risk (HM Government, n.d-b). There are no age 

requirements about when children can be left alone. However, the guidance 

suggests that children under 12 years old should not be left alone for an 

extended period and children under 16 years old should not be left overnight. 

Babies, toddlers, and very young children should never be left alone. Therefore, 

when children are too ill to attend school (for simplicity, in this thesis I use 

“school” to refer to all childcare facilities unless specified), their parent or 

another responsible adult will often need to stay at home with them.  
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In the UK, 84% of parents are employed, which can make staying at home a 

challenge as these parents may also need to take time off work to care for and 

supervise their unwell children, however, only 56% of working parents can 

generally take whole days off work flexibly for childcare purposes (Office for 

National Statistics, 2019a). This lack of flexibility with childcare may explain the 

attitude of some parents towards sending their children to school whilst they are 

ill. Most parents can provide numerous anecdotal accounts of other parents 

who send their children to school when they should not and, if pushed, will 

admit to occasionally being in a grey area about this themselves. One survey 

found that one in six parents would send their child to school even if they were 

currently experiencing diarrhoea or vomiting, (something which is against 

Government advice) (BUPA, 2010). In this way, gastroenteritis outbreaks in 

schools can become widespread (Thomson, Henderson, & Smith-Palmer, 

2019).  

Previous research suggests that parents and schools commonly interpret 

sickness policies differently (Copeland, Duggan, & Shope, 2005). This finding is 

unsurprising; sickness policies can often be ambiguous, including the 

Government’s school exclusion guidance (Appendix A; (HM Government, 

2021h)). For example, children with influenza are advised to stay out of school 

“until recovered.” How a parent is to judge whether their child is recovered is left 

up to them. Although the guidance on diarrhoea and vomiting is more precise, 

which suggests “48 hours after diarrhoea and vomiting have stopped,” both 

rules rely on subjective perspectives. Inaccuracy in interpreting a policy can 

increase the risk of disease transmission within schools. Furthermore, the 

number of diseases that are prevalent in schools, which are commonly 

managed differently, makes it difficult for parents to identify symptoms of illness 

in their children and simultaneously weigh the perceived severity of the 

symptoms, the impact on others if they were to attend school (e.g., ability of 

staff to care for the child and the risk of transmission) and the social and 

educational impact of their children not attending school (Czumbel et al., 2018).  
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The ability of parents to identify symptoms of illness in their children became a 

vital issue during the pandemic and was crucial for NHSTT to be effective in 

controlling COVID-19. The decision for parents with unwell children was not 

whether their children should go to school or not, but whether they were allowed 

to leave the home without risk of breaking the law. Before England went into 

lockdown, one of the first NPIs that was introduced was the request for anyone 

with “coronavirus symptoms, however mild – either a new continuous cough or 

a high temperature – then you should stay at home for at least 7 days to protect 

others and help slow the spread of the disease”(HM Government, 2020m). The 

length of the self-isolation period and the legal guidance changed throughout 

the pandemic, and “a loss or change to the sense of taste or smell” was 

included as a Government symptom of COVID-19 after this initial request. 

However, for the next two years, the central feature of NHSTT stayed the same 

and parents were expected to keep themselves and their children at home if 

they experienced any of the Government’s listed symptoms of COVID-19. In 

addition, for most of this time, when one individual in a household had these 

symptoms, the whole household also had to self-isolate. Therefore, parents had 

to identify these symptoms within their family and ensure that the whole 

household adhered to the self-isolation guidance. With the introduction of 

NHSTT the public were also encouraged to seek a COVID-19 test, and by law, 

they had to self-isolate with a positive result (HM Government, 2022k). There 

were concerns that people would avoid testing out of worry that they would 

receive a positive result and have to self-isolate. Therefore, to encourage 

adherence to self-isolation the Government introduced the Test and Trace 

support payment, where some individuals who had to self-isolate were eligible 

for £500 (HM Government, 2022c). Initially, parents who had to stay at home to 

care for their children who legally had to self-isolate were not eligible for this 

payment because the parents themselves did not have confirmed COVID-19 

(HM Government, 2021f). The challenges parents faced in attempting to adhere 

to the rules were simply not considered.  
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The pandemic also brought to light the need to prevent transmission of 

infectious diseases by reducing interactions regardless of the severity of 

symptoms, such if they are mild or when symptoms have stopped (e.g., waiting 

48 hours after experiencing vomiting and diarrhoea). The risk of severe illness 

to children from COVID-19 was low, but that was not always true for the people 

children came into contact with. Older adults are often grandparents and are 

commonly an at-risk group for serious illness from most infectious diseases due 

to their age and a high prevalence of comorbid health conditions. Throughout 

the pandemic people aged over 70 years old were considered to have an 

increased risk of death due to COVID-19. As a result, the elderly were often 

expected to “shield.” Shielding was a more stringent form of stay-at-home 

advice, requiring almost no contact with the outside world for extended periods 

of time, but is ineffective if grandchildren bring infection with them on visits or if 

they live in a multigenerational household (North East Lincolnshire Council, n.d; 

Ryan, 2020).  

The need to protect the elderly and vulnerable from infections transmitted by 

children is not new. The Government advises that children should get the 

influenza vaccine not only to protect themselves but also to reduce transmission 

from children to adults (HM Government, 2021q). The ethics of this has been a 

point of debate (2019). Be that as it may, when children are unwell parents 

need to consider that even if the illness is mild for the child, it may be severe for 

others. This adds an immediate additional dilemma for working parents; if 

children cannot go to school, are their grandparents a suitable choice for 

alternative childcare, which is often the case (Statham, 2011).   

1.5.2 Impact on parents 

In the short term, looking after a child at home is often somewhere between a 

pleasure and a nuisance for parents. However, as days turn into weeks or 

months, the challenges grow. There is evidence that parents during the 

pandemic suffered particularly badly in terms of their mental health. Research 

has found that with each Government announcement of school closures the 
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Mumsnet (online discussion forum) “swearomeater” (a measure of all the swear 

words used on the site) increased and nine in ten parents concluded that 

working while looking after young children was “impossible” (2021). The study 

also suggests that parents struggled with higher levels of anxiety, loneliness, 

stress (including financial) and symptoms of depression, whereas parents in the 

UK were at no greater risk of mental-health issues before the pandemic. 

Supporting parents to mitigate any adverse effects on their psychological well-

being is not only important for them, but also for their children. Parents who are 

distressed use harsher parenting styles which, over a long period, can produce 

negative behaviours and adverse mental health issues in their children (Neppl, 

Senia, & Donnellan, 2016; Solantaus, Leinonen, & Punamäki, 2004).  

Furthermore, home-schooling, making appropriate decisions about their 

children’s symptoms of illness, such as about school attendance and leaving 

the home if they are unwell, managing their own mental health whilst caring for 

their children are not the only challenges parents faced in the pandemic. They 

also needed to ensure their children adhere to all the other, ever changing, 

guidance from the Government – hand washing, mask wearing, physical 

distancing from others, leaving the home to exercise only once a day, only 

shopping for essentials, and all the rest. In previous disease outbreaks, 

children’s adherence to public health guidance has been low (Webster et al., 

2020).  

1.6 Aims  

This thesis aims to understand the factors that affect (a) the well-being of 

parents and children during a pandemic and (b) adherence to measures 

intended to mitigate the spread of disease between families, both in school and 

during school closures. 

My broad objectives are to identify: 

1. Factors associated with children attending school whilst unwell.  

2. Factors associated with adherence to public health guidance in families.  
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3. Factors that affect the psychological well-being of children and parents 

during a pandemic. 

4. Factors that affect children’s physical well-being and education during a 

pandemic. 

5. Factors associated with adherence to NHS Test and Trace in families. 
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2 CHAPTER 2: UNDERSTANDING SCHOOL-BASED 

PRESENTEEISM IN CHILDREN: A SYSTEMATIC 

REVIEW 

Adapted from the article entitled “Risk factors for school-based presenteeism in children: A 

systematic review” (Woodland, Brooks, Webster, Amlôt, & Rubin, 2023).  

2.1 Introduction 

Presenteeism commonly describes someone who is present at work despite 

being unwell, and has been described as the counterpart to absenteeism 

(Aronsson, 2000). Although one of the first studies to review presenteeism 

identified eight different definitions (Johns, 2010). In this chapter we are 

interested in presenteeism among school children, which we have defined as “a 

child attending school for any period, whilst unwell” (school-based 

presenteeism). Workplace presenteeism has more societal costs than 

absenteeism (Kigozi, Jowett, Lewis, Barton, & Coast, 2017). A study in Japan 

estimated that presenteeism cost the economy $27 billon (Yoshimoto, Oka, 

Fujii, Nagata, & Matsudaira, 2020). Long-term presenteeism has also been 

shown to increase the risk of physical and mental health problems (Kinman, 

2019; Skagen & Collins, 2016). Research about the effects of school-based 

presenteeism on children’s health and education is limited.   

In the UK, the COVID-19 pandemic brought presenteeism into the foreground 

as attending school or work whilst experiencing a cough, temperature or loss of 

(or a change in) taste or smell was strongly discouraged (HM Government, 

2022m). Other infectious diseases, such as influenza and gastrointestinal 

diseases, are prevalent within the UK population (HM Government, 2021e, 

2022f), and therefore, requests for people to stay at home whilst they are unwell 

is not new (HM Government, 2022h). Despite this, 88% of people working in UK 

colleges and universities reported working whilst sick “some” of the time 
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(Kinman & Wray, 2018), while 70% of UK parents have admitted to sending 

their children to school “often” or “occasionally” when they were ill, and 17% of 

children had been sent to school with vomiting, 18% with diarrhoea and 25% 

with a high temperature (Essity, 2019). This is in contravention of official 

guidance (Appendix A; (HM Government, 2021h)). 

There is a growing volume of research about factors associated with 

presenteeism in the workplace (Johns, 2010; Lohaus & Habermann, 2019). 

Factors associated with presenteeism in children have been less well explored. 

Outbreaks of infectious illnesses within educational settings are common, 

particularly in England's primary schools (Donaldson et al., 2020), which can 

lead to increased rates of hospital attendance among children (Au-Yeung et al., 

2020), impacting children’s health and education. One study in Peru, among 

university students also found a significant association between presenteeism 

and reduced academic performance, which had a greater effect size than the 

impact of absenteeism on academic performance (Chafloque Céspedes et al., 

2018). For students who reported presenteeism, most found it difficult to 

concentrate in class (96%) and reported being tired (87%), distracted (82%) and 

studying slower (77%).  

Several factors may play a role in exacerbating school-based presenteeism. 

Under the law, children in the UK cannot be left alone if it places them at risk 

(HM Government, n.d-b). Therefore, employed parents may need to take time 

off work to supervise their children when they do not attend school. The risk 

factors for presenteeism connected to employment may also be relevant, via 

parental behaviour, to school-based presenteeism. Previous research suggests 

that these risk factors are: type of occupation; worries and or concerns about 

employment (e.g., lack of work cover, increased colleagues' workload, and 

might miss vital information), pay and job loss as a result of not attending work; 

and social norms within the organisation (Daniels et al., 2021; Fiorini, Griffiths, 

& Houdmont, 2018; Webster et al., 2019). Non-employment risk factors may 
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also be relevant, including factors relating to attitudes towards schooling and 

towards infectious illness, and policies within schools. 

In this study, we conducted a systematic review to identify the reasons for and 

risk factors associated with children attending school despite being unwell. 

Throughout, we are neutral as to whether it is or is not appropriate for children 

to attend school with any given set of symptoms. Instead, we address the 

narrower question of what affects adherence to such policies. 

2.2 Method 

The protocol is registered on PROSPERO (ID CRD42020167344).  

We reported data using Preferred Reporting Items for Systematic reviews and 

Meta-Analyses (Page et al., 2021).  

2.2.1 Search Strategy 

LW and GJR tested various search strategies to balance the number of search 

results and the relevance of article topics. LW, RKB, RA and GJR developed 

the search strategy. We used terms and words associated with school (e.g., 

school, childcare, and nursery) and presenteeism (e.g., presenteeism, sick 

leave, and unauthorised absence). We used the Boolean operators AND, OR 

and wildcards (e.g., *) to expand or narrow the search. The search strategy was 

modified to meet the requirements of each database (Appendix B, p.387).   

2.2.2 Searches 

We searched: Medline (1946 to 20 January 2020), APA PsycInfo (1806 to 21 

January 2020), Child Development and adolescence development (all years to 

22 January 2020), APA PsycArticles (1894 to 24 January 2020), and Web of 

Science (1956 to 24 January 2020). These databases were chosen to cover 

social and health sciences and children (Flynn et al., 2020). We repeated these 

searches on 11 July 2022, for articles published in 2020 and onwards.  
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2.2.3 Review Process 

LW combined the electronic searches from each database into Endnote (The 

EndNote Team, 2013), and removed the duplicates. The titles and abstracts 

were screened for mentions of presenteeism within schools. A full-text review 

was conducted if the content of the study was not clear from the abstract. 

Potentially relevant studies were then screened against the inclusion criteria. 

The reference lists of articles that met our inclusion criteria were searched for 

any additional potential studies.  

2.2.4 Selection criteria 

Studies that met the criteria outlined below were eligible for inclusion in the 

review: 

Population: Children under 19 years old enrolled in school. "School" includes 

pre-schools (e.g., nurseries and other types of day-cares).  

Exposure: Intentions and actual presenteeism behaviour in relation to school. 

"School-based presenteeism" was defined as a child attending school for any 

period whilst unwell, and our definition of “unwell” included chronic and acute 

illness.  

Outcome: Data reporting the reasons for, or factors associated with, 

presenteeism by children, parents or school staff. 

Conditions: Studies were excluded that considered minor chronic illness (e.g., 

hay fever) and where schools actively promoted school attendance for children 

with a given chronic illness.  

Study design: There were no limitations on the study design. Articles needed to 

be peer-reviewed and those that did not report on original data were excluded. 

Other limiters: Only studies published in English were included as this is the 

language spoken by the reviewers. 



CHAPTER 2: UNDERSTANDING SCHOOL-BASED PRESENTEEISM IN CHILDREN: A 

SYSTEMATIC REVIEW 

59 

 

2.2.5 Data extraction 

LW extracted data from the included studies using a data extraction table 

designed for this systematic review. Data were also extracted from a subset 

(50%) of the included papers by a second author (SKB). The data extracted 

included: citation, country of study, study design, sample characteristics (age 

and gender of parents and children), type of school, illness, and reasons for, or 

factors associated with presenteeism (Appendix B, p.389).  

2.2.6 Quality assessment 

LW assessed each study using the Mixed Methods Appraisal Tool (MMAT) 

(Pluye & Hong, 2014). Each study was examined against five criteria for each 

type of study design included in the paper and scored “yes,” “no,” or “cannot 

tell” depending on whether the study met the criteria. For example, qualitative 

studies were assessed against the following criteria: (1) whether their approach 

was appropriate to answer the research question; (2) whether the data 

collection methods were adequate to address the research question; (3) 

whether the findings were adequately derived from the data; (4) whether the 

interpretation of the results was sufficiently substantiated by data; (5) whether 

there was coherence between qualitative data sources, collection, analysis and 

interpretation. SKB quality assessed 50% of the included papers - only a sub-

sample was double-assessed due to consensus in assessment between 

authors (Appendix B, p.406).   

2.2.7 Data synthesis and analysis 

The findings are presented as a narrative synthesis. We chose this method 

because of the expected heterogeneity in study designs and outcomes. The 

studies are synthesised according to the reasons and factors associated with 

presenteeism and are grouped into themes by related topics. The effect 

measure(s) that relate to our study aims will be described for each study, such 
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as odds ratio (OR) and frequencies (%) for quantitative results and a description 

of the study themes for qualitative results.  

2.3 Results 

2.3.1 Search results 

Figure 2.1 displays the 2020 search that produced 26,498 records from the 

databases and eight from searching reference lists. After screening, 17 studies 

were eligible for inclusion.  

 

Figure 2.1 PRISMA flow diagram for search one of two conducted in 2020 displaying the 
screening process and reason for study exclusion (Page et al., 2021). 

Figure 2.2 displays the 2022 search that produced 4,283 records from the 

databases and two from searching reference lists. After screening, 18 studies 

were included in the review.  
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Figure 2.2 PRISMA flow diagram for search two of two conducted in 2022 displaying the 
screening process and the reasons for study exclusion (Page et al., 2021). 

2.3.2 Study characteristics 

Most studies were conducted in the UK (39%, n = 7) (Carroll et al., 2018; Carroll 

et al., 2016; Prout, 1986, 1988; Rooshenas, Wood, Brookes-Howell, Evans, & 

Butler, 2014; Thomson et al., 2019) followed by USA (28%, n = 5) (Copeland et 

al., 2005; Copeland, Harris, Wang, & Cheng, 2006; Friedman, Lee, Kleinman, & 

Finkelstein, 2003; Landis, Earp, & Sharp, 1988; Levy, Murphy, Kamp, Langer, & 

van Tilburg, 2021) and Canada (11%, n =2) (Polyzoi, Babb, & Babb, 2003; 

Skull, Ford-Jones, Kulin, Einarson, & Wang, 2000). Three countries had one 

study only: Australia (King & Leask, 2018), Norway (Johansen, 2015), and 

Switzerland (Sticher, Bielicki, & Berger, 2018). Two studies (11%) had 

participants drawn from the same several countries (Belgium, Estonia, Finland, 

Italy, and Latvia) (Johansen, 2018, 2019). 

A variety of study designs were used, including quantitative (61%, n = 11) 

(cross-sectional survey (Copeland et al., 2005; Copeland et al., 2006; Friedman 

et al., 2003; Johansen, 2015, 2018; Landis et al., 1988; Levy et al., 2021; Skull 
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et al., 2000; Sticher et al., 2018), discrete choice experiment (Carroll et al., 

2018), repeated measures (Johansen, 2019)); qualitative (22%, n = 4) 

(interviews (Carroll et al., 2016; King & Leask, 2018), ethnography (Prout, 1986, 

1988)); and mixed-methods (17%, n =3) (Polyzoi et al., 2003; Rooshenas et al., 

2014; Thomson et al., 2019). 

Parents and school staff were the participants in 39% of the studies (n = 7) 

(Copeland et al., 2005; Copeland et al., 2006; Friedman et al., 2003; Landis et 

al., 1988; Polyzoi et al., 2003; Rooshenas et al., 2014; Thomson et al., 2019), 

followed by studies that investigated parents (28%, n = 5) (Carroll et al., 2018; 

Carroll et al., 2016; King & Leask, 2018; Levy et al., 2021; Prout, 1988), children 

(17%, n = 3) (Johansen, 2015, 2018, 2019) and school staff (17%, n = 3) (Prout, 

1986; Skull et al., 2000; Sticher et al., 2018) individually. 

 Presenteeism was reported in five different school settings: formal pre-school 

(for children five years and under) (56%, n = 10) (Carroll et al., 2018; Carroll et 

al., 2016; Copeland et al., 2005; Copeland et al., 2006; Friedman et al., 2003; 

King & Leask, 2018; Landis et al., 1988; Skull et al., 2000; Sticher et al., 2018; 

Thomson et al., 2019); formal and informal pre-school (11%, n = 2) (Polyzoi et 

al., 2003; Rooshenas et al., 2014); primary school (children aged five to 11 

years) (11%, n = 2) (Prout, 1986, 1988); secondary school (children aged 11 to 

19 years) (17%, n = 3) (Johansen, 2015, 2018, 2019); and a non-specified 

school setting in which children were aged between eight and 15 years (5%, n 

=1) (Levy et al., 2021). 

Half of the included studies reported presenteeism in children with a non-

specified illness, such as children who were “marginally unwell,” “too sick for 

school” and “ill” (50%, n = 9) (Carroll et al., 2018; Johansen, 2015, 2018, 2019; 

King & Leask, 2018; Polyzoi et al., 2003; Prout, 1986, 1988; Sticher et al., 

2018). The other studies reported presenteeism in children with specific 

diseases or symptoms (50%, n = 9), which were: RTIs (Carroll et al., 2016; 

Friedman et al., 2003; Skull et al., 2000); gastrointestinal infection (Salmonella) 
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(Thomson et al., 2019); infectious illnesses (Rooshenas et al., 2014); stomach 

ache or abdominal pain (Levy et al., 2021) and several signs and symptoms of 

illness (Copeland et al., 2005; Copeland et al., 2006; Landis et al., 1988), such 

as one study which reported eight different symptoms (a new runny nose, new 

cough, unusually cranky, ear pain, sore throat, skin rash, diarrhoea and 

conjunctivitis) and four different temperature ranges. The narrative results report 

the terminology that is used in the included studies, although “unwell” has been 

used throughout when the study describes a non-descript illness or signs and 

symptoms of illness for clarity. 

2.3.3 Quality assessment 

Of the eleven quantitative studies, the overall study quality was low: only four 

studies recruited participants from more than one location (Johansen, 2015, 

2018, 2019; Levy et al., 2021); few studies used a standard validated measure 

(Levy et al., 2021) or validated the internal consistency of the measures used in 

the study (Friedman et al., 2003; Johansen, 2018). Other methodological 

criteria were often not reported: it was unclear which variables were used in one 

study (Skull et al., 2000); how missing data were managed in three studies 

(Johansen, 2015, 2019; Levy et al., 2021); and how the variables were 

analysed in two (Skull et al., 2000; Sticher et al., 2018).  

All four qualitative studies had an approach appropriate to answer the research 

question, but the data collection and analysis were often described 

inadequately, which reduced the overall quality of the studies. No studies used 

a recruitment strategy adequate to address the research question, and two 

studies reported on a select group of participants from one location (e.g., a city) 

(Carroll et al., 2016; King & Leask, 2018). In the two ethnographic studies, the 

reason for choosing the case subjects was not described (Prout, 1986, 1988). 

All studies used quotes to support the themes identified, although the process 

that was used to interpret the data into themes was poor. However, one study 
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reported that a second author reviewed a sub-section of the findings to validate 

the themes that were identified (Carroll et al., 2016).   

Of the three studies using mixed-methods, one was of low quality (Polyzoi et al., 

2003) and the other two high (Rooshenas et al., 2014; Thomson et al., 2019). 

The study of low quality did not clearly justify the reasons for using a mixed-

method; describe how the data had been collected; describe the analysis 

process; include participant characteristics; or integrate the findings from the 

qualitative and quantitative data (Polyzoi et al., 2003). One high quality study 

met the quality assessment in the five criteria in the qualitative and quantitative 

components of the study (Rooshenas et al., 2014). The second high quality 

study met all the criteria, except quotes were not used to support the qualitative 

findings.     

2.3.4 Reasons and risks for school presenteeism  

The main effects and characteristics of the included studies are shown in 

Appendix B, p.389. Studies reported the reasons for, or factors associated with 

presenteeism by reporting previous experience of and intentions for 

presenteeism. In the five studies that reported presenteeism prevalence: 69% of 

children reported at least one episode of presenteeism (Johansen, 2015, 2019; 

Thomson et al., 2019) (50%, 77.5%, 79.5%, respectively), 48% of children 

reported two or more episodes of presenteeism (Johansen, 2018), and 43% of 

parents reported they would send their marginally unwell child to school (Carroll 

et al., 2018).  

There were five themes in the results: perceptions about the illness / signs and 

symptom(s); children’s characteristics; children’s and parents’ motivations and 

attitudes towards school; organisational factors; and the school sickness policy. 

Each theme included at least one quantitative and one qualitative study. The 

five themes, illustrated with aspects that heighten or reduce the risk of 

presenteeism are presented in Table 2.1.  
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Table 2.1 Five themes that impact school-based presenteeism and the 
risk and mitigation factors linked to the theme. 

Themes that impact school-based presenteeism  

Factors that increase risk of 
presenteeism 

 Factors that decrease risk of 
presenteeism 

- Conflicting symptom perceptions 
between relevant individuals* 

- Symptoms attributed to alternative 
causes 

Perceptions about 
the illness / signs 
and symptom(s) 

- Identifiable and measurable 
(e.g., a temperature) 

- Severe or contagious 
 

- High school absence 
 

Children’s 
characteristics 

- Country of education 
- Relevant individuals* believe 

children’s claims of illness 

- Children with high motivations 
(e.g., interest and enjoyment) 

toward school 
- Children that were worried about 

lost education 
- Children in transition periods 

Children’s and 
parents’ 

motivations and 
attitudes towards 

school 

- Parents that perceive 
presenteeism as unacceptable 

- Lack of childcare 
- Parents had employment worries 
- School staff that feel pressured to 

keep unwell children in school 
- Lack of medical knowledge 
among relevant individuals* 

Organisational 
factors (including 

the school and 
parents’ 

employers) 

- Parents' employers support 
them when children were unwell  
- Parents perceive school staff 

manage unwell children 
appropriately 

- Parents were concerned about 
their unwell children 

- Policies that penalise schools 
for ineffectively managing unwell 

children  

- Policies that are vague about 
inclusion and exclusion criteria 

- Policies that accept children who 
are taking medication for the illness 
(prescription and non-prescription) 

School sickness 
policy 

- Policies that mitigate the 
financial consequences 

associated with children staying 
at home when unwell 

- Policies that adequately reflect 
day-to-day practices 

* Relevant individuals include parents, children, or school staff 

2.3.4.1 Perceptions about the illness / signs and symptom(s) 

Four studies reported that children with a high temperature were at lower risk of 

presenteeism compared to children with other symptoms of illness (Copeland et 

al., 2005; Copeland et al., 2006; Landis et al., 1988; Sticher et al., 2018). 

Participants more often reported symptoms that related to temperature (e.g., 

“mild febrile illness” and “fever”) as a reason to exclude children from school 

compared to the other symptoms listed (Copeland et al., 2006; Sticher et al., 
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2018). Specifically, nearly all parents (94%) believed that school staff ought to 

exclude a child with a temperature above 101℉ (38.3℃) and 99% of school 

staff indicated they would exclude a child with this temperature (Copeland et al., 

2005) or 102℉ (38.89℃) (parents = 93% and school staff = 97%) (Landis et al., 

1988). When studies compared exclusion rates using different illness scenarios, 

the intended rate of exclusion increased when a high temperature was included 

in the scenario for parents and school staff (Copeland et al., 2006; Landis et al., 

1988).  

Five studies suggested that children with diarrhoea were at lower risk of 

presenteeism compared to children with RTIs and RTI-like-symptoms 

(excluding a high temperature) (Carroll et al., 2016; Copeland et al., 2005; 

Copeland et al., 2006; Friedman et al., 2003; Skull et al., 2000). One study 

found that parents and school staff were more adherent to sickness guidelines 

about diarrhoea compared to RTIs (Copeland et al., 2006). Parents appeared to 

be of the opinion that they would not send children to school with diarrhoea but 

were less certain about what to do when children had coughs and colds (Carroll 

et al., 2016). In one study parents and school staff reported higher rates of 

school exclusion for children with “more than three loose stools” (diarrhoea) 

compared to “wheezing” and “uncontrolled coughing” (Copeland et al., 2005). 

Regarding RTIs but not diarrhoea, fewer than 35% of parents and school staff 

reported that children with an RTI and one of three additional symptoms (clear 

runny nose, green runny nose, and cough without difficulty breathing) should be 

excluded from school (Friedman et al., 2003). However, one study found that 

over half of school staff would exclude a child when they had an RTI and ear 

pain (64%) or green or yellow nasal discharge (56%) (Skull et al., 2000).  

Three studies reported about conjunctivitis and in each study, there were 

instances (e.g., reported by parents or school staff) where conjunctivitis was 

reported more frequently as a reason to exclude children from school than 

diarrhoea (Copeland et al., 2006; Landis et al., 1988; Sticher et al., 2018). Two 

studies reported about vomiting, and in both studies, vomiting was reported 
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more often than diarrhoea, as a reason for exclusion (Copeland et al., 2005; 

Sticher et al., 2018). Two studies identified that parents and school staff 

frequently reported signs about children being less active and requiring more 

care than usual as a reason to exclude them from school (Copeland et al., 

2005; Skull et al., 2000). Children who were “persistently crying” (Copeland et 

al., 2005), displayed “unusual behaviour,” “cough with phlegm” (Skull et al., 

2000), “skin rash” and “ear pain” (Landis et al., 1988) were less frequently 

reported as a reason to exclude children from school compared to other 

symptoms.  

Perceptions about illness contagiousness and severity appeared to impact the 

risk of presenteeism. Six studies linked presenteeism with whether the illness 

was perceived as “contagious” (Carroll et al., 2016; King & Leask, 2018; Polyzoi 

et al., 2003; Rooshenas et al., 2014; Skull et al., 2000; Sticher et al., 2018). One 

study suggested that although parents reported they would not send their 

children to school whilst they were contagious, parents also described 

intentions about presenteeism that contradicted this statement and did not 

seem to understand the meaning of contagious (Carroll et al., 2016). Similarly, 

school staff in one study reported that they would exclude children when they 

had an illness that they perceived to be contagious, but they were unsure when 

the illness was contagious and suggested non-infectious causes for symptoms 

(e.g., teething) (Sticher et al., 2018). There appeared to be little consistency 

between participants as to the signs and symptoms that indicated a contagious 

illness, although when the symptoms were perceived as contagious the risk of 

presenteeism reduced (King & Leask, 2018; Polyzoi et al., 2003; Rooshenas et 

al., 2014; Skull et al., 2000; Sticher et al., 2018).  

Five studies suggested that the risk of presenteeism was reduced when the 

symptoms were perceived as “severe” (Carroll et al., 2016; Copeland et al., 

2006; Prout, 1986; Sticher et al., 2018; Thomson et al., 2019). One qualitative 

study suggested that there were “grey areas,” and parents reported sending 

their children to school when they appeared to be unwell because the 
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symptoms were not severe enough; parents perceived the illness was severe 

when the symptoms impacted children’s temperament / general demeanour and 

as low severity when there was only one (unspecific) symptom of illness (Carroll 

et al., 2016). Another qualitative study reported that school staff would only 

consider sending unwell children home from school when they had sat quietly 

for between 15 and 30 minutes and were still reporting they were unwell or 

when the symptoms were “dramatic, threatening and visible” (Prout, 1986). 

2.3.4.2 Children’s characteristics 

Five studies explored the association between children's characteristics and 

presenteeism (Johansen, 2015, 2019; Levy et al., 2021; Prout, 1986, 1988). 

Their findings were mixed. In two studies that investigated the same 

characteristics, a higher risk of presenteeism was found in one of the studies for 

children that were: girls compared to boys (Johansen, 2015); immigrants 

compared to natives (Johansen, 2019); and taking a vocational course (a 

course that leads to a craft) compared to general studies (Johansen, 2015). 

However, the alternative study found no significant differences between gender 

(Johansen, 2019), residency status (Johansen, 2015) and course type 

(Johansen, 2019). But both studies found that children with high levels of school 

absences were at higher risk for presenteeism than children with low school 

absences (Johansen, 2015, 2019). In addition, one of the studies found children 

from Latvia, Estonia, and Italy were at higher risk (in order of highest to lowest 

increase in risk) compared to children from Finland (Johansen, 2019).  

One study reported that most parents and school staff believed school staff had 

good judgment and were consistent about which children needed to be 

excluded and which did not, suggesting that children’s characteristics had low 

importance (Copeland et al., 2005). One qualitative study identified that some 

children were more likely to be believed about their illness by school staff 

compared to other children (Prout, 1986). A second publication reporting about 

the same children, although describing the mothers’ experiences, suggested 
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that parents not believing their children’s claims of illness was also a risk factor 

for presenteeism (Prout, 1988). The study suggests that when children claim 

they are unwell, mothers first consider whether the claim is “real” or “feigned,” 

and if considered real, the mother then decides whether the claim is due to 

them being unwell or an emotional problem or upset; only when the parent 

accepts that the symptoms are “real” and due to illness will action be taken, 

such as treatment and keeping the child home from school (Prout, 1988). One 

study found that children with no siblings were less likely to miss school 

compared to children with siblings when they had a stomach ache or abdominal 

pain (Levy et al., 2021). The study suggested that parents with one child often 

discount, criticise, or ignore their child's pain complaints (Levy et al., 2021). 

Maternal responses to children’s illness behaviours differed between the two 

groups, although there were no statistically significant differences. 

2.3.4.3 Children’s and parents’ motivations and attitudes towards school 

Four studies suggested that children's motivation toward school affects the risk 

of presenteeism (Johansen, 2015, 2018, 2019; Prout, 1988). Children were at 

higher risk of presenteeism when they had high motivations about school (e.g., 

when they were interested in school and liked schoolwork) (Johansen, 2015, 

2018, 2019) and worried that they might miss important information if they did 

not attend school (Johansen, 2018). Parents of children in their last year of 

primary school reported themes that encouraged presenteeism, one of which 

about “emotional upset and training in stoicism” suggested that children need to 

learn to “cope” with illness because it will be difficult to “get away with” feigning 

illness at secondary school (Prout, 1988). In addition, children that were in their 

final year of school were more likely to engage in presenteeism compared to 

children in the previous school year (Johansen, 2019). Similarly, children in their 

last years of school commonly reported the reason for presenteeism was that 

absence from school would impact their career prospects (Johansen, 2018).  
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One study suggested that parents had an “unwritten rule” that presenteeism 

was unacceptable, and parents were frustrated when they suspected their 

children had caught an illness at school because other parents had not abided 

by the rule (Carroll et al., 2016). However, in the same study, parents also 

acknowledged that parents generally tried to make the best decisions, and that 

other parents who had sent children to school whilst unwell had the same 

pressures and dilemmas that they had (Carroll et al., 2016). 

2.3.4.4 Organisational factors (including the school and parents’ 

employers) 

Three studies suggested that reasons for presenteeism included parents being 

unable to take time off work and find alternative childcare (Skull et al., 2000; 

Sticher et al., 2018; Thomson et al., 2019). A fourth study suggested that 

presenteeism would increase if the school had a quiet room for unwell children 

(Carroll et al., 2018). In connection, there was a higher risk of presenteeism 

when employed parents felt a responsibility to go to work, and were concerned 

about the burden and increased workload of colleges and that colleagues would 

perceive them negatively if they took time off work to care for children who were 

too unwell for school (Carroll et al., 2016). One study found parents and school 

staff frequently reported that employers supported parents' need to care for their 

unwell child and only 17% of parents felt that how school staff handled unwell 

children, negatively affected their job success (Copeland et al., 2005). One 

study reported that parents would not be able to concentrate at work because 

they would be too worried about their unwell children if they sent them to school 

and therefore, they would take time off work to care for them at home (Polyzoi 

et al., 2003).  

Three studies about school staff reported concerns about having unwell children 

in school, which facilitated their decision to exclude unwell children. School staff 

reported that unwell children increased the staff's workload, and they did not 

have the space and resources to care for unwell children (Polyzoi et al., 2003; 



CHAPTER 2: UNDERSTANDING SCHOOL-BASED PRESENTEEISM IN CHILDREN: A 

SYSTEMATIC REVIEW 

71 

 

Skull et al., 2000; Sticher et al., 2018). School staff were also concerned about 

the schools’ liability and a lack of legislation and funding if they cared for unwell 

children at school (Polyzoi et al., 2003). However, two of the studies reported 

that staff had kept unwell children in school because of pressure from parents 

(Polyzoi et al., 2003; Skull et al., 2000). One study suggested that presenteeism 

occurred because parents did not communicate when children had symptoms of 

illness when they dropped them off at school (Sticher et al., 2018). The same 

study also identified that a lack of medical knowledge and conflicting information 

from medical sources was a barrier to school staff making an informed decision 

about exclusion (Sticher et al., 2018). One study found that parents were 

influenced by school staff’s recommendations on how to manage children's 

illnesses (Rooshenas et al., 2014). 

2.3.4.5 School sickness policy 

One study found that 18% of formal pre-schools and 41% of informal pre-

schools did not mention specific infections and criteria for exclusion and 

readmittance in their sickness policies (Rooshenas et al., 2014). The study also 

reported that parents and school staff believed the sickness policies were an 

accurate reflection of their day-to-day practices (Rooshenas et al., 2014). One 

study found that parents suggested the sickness policies were vague, 

particularly for RTI symptoms compared to gastrointestinal illnesses and the 

clear timescales for how long children need to be excluded from school with 

illnesses, resulted in presenteeism (Carroll et al., 2016). In another study, 

parents (31%) and school staff (51%) did not perceive that sickness policies 

were too vague and that school staff followed the written exclusion guidelines 

closely (parents = 78% and school staff = 86%) (Copeland et al., 2005).  

One study found that nearly double the amount of parents would send unwell 

children to school if the sickness policy allowed children to take paracetamol 

(Carroll et al., 2018), and parents also believed that they could send a child 

back to school whilst unwell if they had taken antibiotics (Rooshenas et al., 
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2014). Two studies found that school staff would also keep children at school if 

the child had a prescription (antibiotics) for the child's illness (Skull et al., 2000) 

and used drugs that reduced a high temperature (Sticher et al., 2018). 

Four studies identified factors relating to the financial consequences of not 

sending a child to school, such as lost fees (e.g., lack of reimbursement for 

paying pre-school fees upfront), lost wages (Carroll et al., 2016; Polyzoi et al., 

2003) and fear of job loss after taking time off work to care for unwell children 

(Polyzoi et al., 2003). Intentions about presenteeism were reduced if parents 

had the option to swap unused pre-school sessions or receive reimbursement 

for unused sessions (Carroll et al., 2018).  

2.4 Discussion  

School-based presenteeism, whereby children attend school despite being 

unwell, is a complex process, with decisions involving the children but also, 

primarily, their parents and school staff. The findings from our review suggest 

three stages in the presenteeism decision process: (1) parents must decide 

whether the child is unwell (and acknowledge illness); (2) factors external to the 

illness are considered (children’s characteristics, attitudes and motivations, 

organisational factors, and school sickness policy); and (3) a decision about 

whether the child attends school / is sent home from school is made. 

When children are unwell, whether at home or school, the illness needs to be 

acknowledged before a decision about school attendance can be made. The 

symptoms present appear to impact whether relevant individuals (e.g., children, 

parents, or school staff) acknowledge the illness. Without illness 

acknowledgement, the risk of presenteeism is increased. Children with 

temperatures, or symptoms that are perceived as severe and contagious, were 

consistently more likely to be kept out of school, either because parents do not 

send them to school or because school staff exclude them from school. In 

contrast, symptoms that are considered less severe or not contagious result in 
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less clear action. This finding aligns with previous research about workplace 

presenteeism which suggests symptoms perceived as mild increase the risk of 

presenteeism (Daniels et al., 2021; Webster et al., 2019). The link between 

concern about a child’s illness when a temperature is present is unsurprising. 

Research routinely suggests that parents are concerned about a high 

temperature (Kai, 1996b; Purssell, 2009; Sahm et al., 2016; Walsh & Edwards, 

2006). While this is largely appropriate, a runny nose, nasal congestion, and 

cough, which were considered less severe, are symptoms commonly caused by 

RTIs (Jacobs, Lamson, St. George, & Walsh, 2013; Pappas, Hendley, Hayden, 

& Winther, 2008), and have previously been used as indicators that a child 

should remain at home, particularly during the COVID-19 pandemic. In addition, 

research identified in our review has highlighted that parents can have a poor 

understanding of “contagious.” It is important to be clear with parents and 

schools about what signs and symptoms of illness children can and cannot 

attend school with.  

Children’s characteristics also influence both the recognition of illness and the 

subsequent decision-making process. One of the highest motivations for 

presenteeism was that high absence might negatively affect grades, while 

children who already had high levels of absence from school were at higher risk 

of presenteeism than those with low school absences. There is a difficult 

balance to make here. Poor school attendance affects children’s educational 

attainment, social development, employment, and mental and physical health 

outcomes (Aucejo & Romano, 2016; Hancock, Lawrence, Shepherd, Mitrou, & 

Zubrick, 2017; John et al., 2022). As such, programmes and procedures are in 

place to encourage school attendance. For instance, some schools promote 

school attendance by rewarding individual children and school classes for good 

attendance and fining parents for child absences (Department for Education, 

2022). On the other hand, although the research about presenteeism among 

children is limited, presenteeism may adversely impact children’s health and 

education (Au-Yeung et al., 2020; Chafloque Céspedes et al., 2018) as well as 
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contributing to the spread of infection. More research is needed to explore the 

full extent of the health and educational effects of presenteeism among children. 

However, to reduce presenteeism, schools may need to send clearer messages 

that stipulate that school absence due to illness is appropriate and expected. 

The relationship between gender and presenteeism was inconclusive. The 

mixed findings about gender that we identified mirror the findings about gender 

and workplace presenteeism (Daniels et al., 2021; Johns, 2010; Lohaus & 

Roser, 2019; Webster et al., 2019). When significant gender differences were 

found studies commonly report female employees to be at higher risk of 

presenteeism compared to male employees (Daniels et al., 2021; Webster et 

al., 2019), which aligns with our findings. Of the two studies that reported about 

gender, one study found females were at higher risk of presenteeism, the other 

showed no significant differences. A previous study about university students 

also indicated that presenteeism occurred more frequently in female students 

(Chafloque Céspedes et al., 2018). Thus, it could be argued that females are at 

higher risk of presenteeism although we suggest nuances in the “role” of gender 

may explain the apparent differences between studies. For example, 

motivations for presenteeism may differ by gender, with girls more motivated by 

extrinsic factors (e.g., attendance pressure and to get good grades) whereas 

boys are motivated by intrinsic reasons (e.g., well-being at school) (Johansen, 

2018). School staff also appeared to believe girls less often than boys when 

students claimed they were unwell, while parents appeared to perceive 

sickness in boys and girls differently (Prout, 1986, 1988). Similar findings have 

been found in a study about children with chronic illnesses (Szentes, Kökönyei, 

Békési, Bokrétás, & Török, 2018). In a previous UK survey, the number of 

reported presenteeism episodes appeared to differ between parent gender 

(Essity, 2019). When parents were asked to report how often they had sent their 

children to school whilst ill, “often” was reported by 13% of female parents 

compared to 31% of male parents. Similarly, “often” was reported by 14% of 

female parents compared to 38% of male parents when asked about sending 
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their children to school with a contagious infection. This needs further 

investigation; we are unsure if these findings reflect a difference in perception of 

illness, attitudes towards school attendance, or how mothers and fathers 

respond to questionnaires. 

With respect to children’s and parents’ attitudes and motivations, we found that 

children who had more interest in school were at increased risk of 

presenteeism, which mirrors findings about workplace presenteeism (Daniels et 

al., 2021; Webster et al., 2019). We also found that motivations and risk of 

presenteeism appeared to alter depending on school year. The risk of 

presenteeism increased during important school years, such as those with 

exams and in transitional school years, something that may help explain why, 

during the COVID-19 pandemic in England, children in important “transition 

years” were more likely to attend school soon after experiencing COVID-19 like 

symptoms compared to other children (Chapter 7; (Woodland et al., 2021)).  

In terms of organisational factors, a prominent risk factor for presenteeism was 

the lack of availability to alternative childcare when children were unwell. A 

previous study found that a main reason for parents to disagree with 

unexpected school closures related to difficulties in finding alternative childcare 

and the knock-on financial impacts if parents needed to take time off work 

(Brooks, Smith, et al., 2020). In this review, organisations that supported 

parents to take time off work appeared to reduce the risk of presenteeism. 

These findings align with the findings from research about workplace 

presenteeism (Daniels et al., 2021; Webster et al., 2019).  

By law, schools in the UK have to provide a space to treat sick or injured pupils 

(HM Government, n.d-a) and safeguard children’s mental and physical 

development (Department for Education, 2021). School staff’s concerns about 

being unable to care for unwell children adequately was a reason to send them 

home when unwell. Similarly, one study suggested that irrespective of 

organisational pressures, parental worry about their unwell children would 
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prevent them from attending work as they would want to care for their child, in 

line with research on full-time working mothers that found that “being there” for 

their children was a primary concern (Edgley, 2021). These views emphasise 

that parents and school staff have the same goals, to protect the health and 

well-being of children. But we observed a barrier on both sides; school staff 

commonly perceived parents were dishonest when children were unwell, and 

parents felt unable to be honest, although they usually were. This barrier has 

been identified before, particularly in the connection between using medicines 

to speed up children’s illnesses and to mask symptoms of illness (Finnikin & 

Jolly, 2016; Friedman et al., 2003; Friedman, Lee, Kleinman, & Finkelstein, 

2004; M'Ikanatha, Gasink, Kunselman, Warren, & Lautenbach, 2010). 

Promoting that schools are responsible, aim to maintain children’s good health 

and that they understand parents may have organisational pressures upon 

them, may enhance the dialogue between parents and school staff. As a result, 

discussions about school attendance will be more informed and appropriate 

decisions about school attendance may increase. 

School sickness polices were also found to affect presenteeism. Vague policies 

seem to be particularly unhelpful. In the UK, the Government provides guidance 

about when children should not attend school because of illness, which includes 

specific childhood diseases such as chicken pox and symptoms such as 

diarrhoea and vomiting (HM Government, 2021h). However, there are still 

vague sections. For example, children with influenza are recommended to stay 

out of school “until recovered.” Schools are also at liberty to create their own 

guidance. Implementation of sickness policies can therefore leave scope for 

misinterpretation or misapplication. Parents and school staff commonly agreed 

on which signs and symptoms of illness children should not attend school with. 

However, parents and school staff showed higher rates of adherence to 

decisions about school attendance for some illnesses compared to others. The 

findings suggest that adherence increases when parents and school staff are 

“sure” about what action to take. This mirrors studies that have shown that 
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uncertainty and confusion about health information increased the risk of non-

adherence to health behaviours (Kriegbaum & Lau, 2018; Suppiah, Tan, Cheng, 

Tang, & Malhotra, 2020; Van Netten, Seng, Lazzarini, Warnock, & Ploderer, 

2019). More explicit guidelines are likely to increase adherence to sickness 

policies. 

2.4.1 Quality of included studies 

The majority of studies included in this review were of low quality due to studies' 

sampling methodology, targeted populations, and insufficient analysis 

descriptions. These omissions suggest that the study findings are specific to the 

study population rather than broader populations. Moreover, 50% of the studies 

were from two countries, UK and USA, which compounds this limitation. 

However, these limitations have a minimal bearing on the reliability of the 

results. In the quantitative studies, most had appropriately measured and 

reported the outcome, accounted for confounders, and used statistical analysis 

appropriate to the research question. In qualitative studies, the interpretation of 

the results was sufficient and supported by the data.  

2.4.2 Quality of this review 

This review highlights that there are many gaps in the literature about 

presenteeism. First, most of the findings were primarily self-reports from female 

parents; a small number of responses from male parents and children were 

included in the review. Second, our review outcomes may have been impacted 

if we had discussed our findings by children’s age rather than by studies’ 

response type (parents, children, or school staff). Third, previous research 

about workplace presenteeism suggested other factors not identified in the 

school literature, such as self-perceptions about health and control over life, 

may impact the risk of presenteeism. Fourth, the variety of illnesses that are 

explored is limited; reviewing different illnesses could affect the review findings. 

Fifth, perceptions about symptoms, illnesses and policies may have changed 

due to the COVID-19 pandemic; therefore, studies that investigate 
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presenteeism post-pandemic are needed to corroborate the review’s findings. 

Sixth, studies of interventions to change presenteeism are entirely absent in the 

literature. Finally, how the included studies measured presenteeism varied; our 

definition described being in school whilst unwell for “any period,” which may 

have affected our findings. Future research needs to investigate a standard 

measure and definition of school-based presenteeism so that research about 

presenteeism, including potential interventions are reliable.  

2.4.3 Conclusion 

Eighteen studies were analysed to identify the reasons and risks for school-

based presenteeism. These suggest that presenteeism stems in part from a 

failure by parents and school staff to identify and acknowledge children’s 

illnesses and to accept children’s claims of illness. Other factors that relate to 

the children’s characteristics, motivations and attitudes towards school, 

organisational factors (including the school and parents’ employers), and school 

sickness policies also impact the risk of presenteeism. To reduce presenteeism, 

parents, school staff and children need education about the impacts of 

attending school whilst unwell, clear guidance about the signs and symptoms of 

illness and organisational support.    
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3 CHAPTER 3: UNDERSTANDING SCHOOL-BASED 

PRESENTEEISM IN CHILDREN: A QUALITATIVE 

STUDY USING INTERVIEWS AND FOCUS GROUPS 

WITH PARENTS 

3.1 Introduction 

In Chapter 2, I showed that whether or not children attend school when they are 

unwell is not a simple decision and is affected by several factors including: 

perceptions about the illness (e.g., whether they are severely unwell); children’s 

characteristics (e.g., whether they have a high rate of school absences); 

children and parents’ motivations and attitudes (e.g., whether the child enjoys 

school); organisational factors (e.g., whether alternative childcare is needed and 

is available); and school sickness policies (e.g., whether the policy is clear). As 

a result, children may attend school when they are unwell (school-based 

presenteeism), which may adversely impact children’s health (Au-Yeung et al., 

2020) and education (Chafloque Céspedes et al., 2018). 

In February 2020, the UK Government advised individuals to self-isolate for 14 

days if they had returned from specific locations in Italy that had a high number 

of COVID-19 cases (HM Government, 2020ae). There were media reports 

about children who had returned from Italy and were sent home from school 

and about schools that had closed due to COVID-19 (BBC News, 2020a). The 

emergence of COVID-19 presented a unique situation that allowed for 

presenteeism to be investigated, during a period in which disease outbreaks in 

schools and schools closures were discussed heavily in the media (BBC News, 

2020b; Campbell & Siddique, 2020; Richardson & Sellgren, 2020).  

The factors driving presenteeism in children appear to be a function of parents 

having to navigate their parental responsibilities (HM Government, n.d-c), work 

responsibilities, and their knowledge and understanding of the schools’ sickness 
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policy, all while attempting to understand the symptoms, transmissibility and 

severity of illnesses in their children (Chapter 2; (Smith, Weinman, Yiend, & 

Rubin, 2020)). However, it is still unclear how these factors interlink in practice, 

including the impacts of the observed “barriers” between parents and teachers 

that were suggested in Chapter 2. Furthermore, understanding of common 

health terms and guidance differed between parents, such as the meaning of 

being “too unwell” for school and the appropriateness of using medications to 

encourage school attendance. So that parents can adhere to school sickness 

polices they need to have, as much as possible, the same understanding of the 

health terms used (e.g., knowledge, perception, and interpretation) within the 

policy.  

In this study, I used a scenario that described a child who is unwell, and that 

asked parents whether or not the child should attend school to develop a better 

understanding of parents’ perceptions about presenteeism at the beginning of a 

pandemic. I used the same study to explore specific understandings about 

health terms and expressions that are commonly used in school 

communications and policies, with the aim to create a standard definition of 

common health terms, which can be used in school sickness polices.   

3.2  Method 

3.2.1 Design 

I conducted a series of qualitative in-person focus groups and one-to-one 

telephone interviews.  

3.2.2 Participants 

To be eligible, parents had to be over 18 years of age and the primary care 

giver to a child in school in England.  

The study was advertised on internet forums (e.g., Facebook, Twitter and 

Mumsnet) and via email to King’s College London students and staff between 
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January and March 2020. Thirty-four parents completed an online survey to 

register their interest in participating in the study. I screened the eligibility of 

these parents, and all eligible parents were contacted and invited to interview. 

Interviews and focus groups were arranged with 17 parents. The study was 

paused in March 2020 and did not restart due to the COVID-19 pandemic 

before interviews with the remaining eligible parents (n = 17) could be arranged.   

3.2.3 Interviews and focus groups 

A semi-structured interview / discussion guide with three sections was used. 

The guide was informed by existing research about presenteeism. I had 

reviewed and read in full the papers (n = 18) that were included in the first 

search of the systematic review about school-based presenteeism (Chapter 2). I 

had not yet completed the analysis reported in Chapter 2, although I had 

documented the initial themes, conflicts, and omissions that were clear within 

the data that I had collected and from the surrounding literature about 

workplace presenteeism as a base to design the discussion guide Four parents 

of pre-school and school-aged children reviewed the guide and study materials 

to ensure the questions were straightforward to understand and answer. I 

amended the questions as appropriate based on their feedback.  

I followed up on the parent responses to topics that related to the study’s aims 

in the interviews and focus groups by probing for further information. In the 

focus groups, parents were also encouraged to ask and respond to questions 

from each other. I directed the discussion back to the topics of interest when 

focus group discussions veered off on tangents.    

The first section of the guide asked broad questions about experiences of being 

a parent (Appendix C, p.409). To facilitate this, parents were asked, “what 

comes to mind” when presented with pictures of a happy and sad, black and 

white emoji face (Appendix C, p412). In the second section, parents were 

provided with vignettes of Jo(e), a child of deliberately unspecified gender and 

age who is presenting with flu-like symptoms (Appendix C, p412). The 
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symptoms described were Jo(e) had not eaten, feels hot and has a sore throat 

(materials 1), which was altered to Jo(e) feels hot and has a cough in response 

to COVID-19 (materials 2). Parents were asked to describe what they thought 

was wrong with Jo(e), and if Jo(e) should go to school. A second vignette was 

presented, which asked parents to “think about their own child” rather than Jo(e) 

and whether they would make the same decision. In the final section of the 

guide, parents were asked questions about their knowledge and beliefs about 

common health terms and expressions (“antibiotics,” “paracetamol,” 

“vaccinations,” “flu-like symptoms,” “unwell” and “well”). Parents were also 

asked where they went for information to learn about illnesses and to suggest a 

procedure or strategy that may help prevent children from attending school 

whilst ill. The questions referred to a “new illness spreading in schools called 

X2020” (materials 1), which was altered to specify COVID-19 (materials 2).  

3.2.4 Procedure  

Parents who took part in a telephone interview were emailed copies of the 

interview materials on the day of their interview and were directed to the 

materials which they viewed on their computers. Copies of the materials were 

given to parents in the in-person interviews. I also read out the research 

materials to parents in the interviews and focus groups. 

I conducted all the interviews and moderated the focus groups. Focus group 1 

took place on 26 February 2020 (n = 7), with interview materials 1. The COVID-

19 specific, materials 2, were used in all other interviews: focus group 2 on 3 

March 2020 (n = 5) and the interviews (n = 5) between 18 and 24 March 2020. 

This coincided with the UK Government announcement on 18 March that 

schools were to close from 23 March 2020 (HM Government, 2020k).  

Focus groups and interviews were audio recorded and transcribed verbatim by 

an external transcription company. Interviews lasted for approximately 90 

minutes and the focus groups approximately 120 minutes. All parents were paid 

£40 for taking part.  
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3.2.5 Data analysis  

Data are reported using the consolidated criteria for reporting qualitative 

research (COREQ), which is a qualitative checklist for reporting interviews and 

focus groups (Tong, Sainsbury, & Craig, 2007).  

Data were analysed using Nvivo version 12 software (QSR International, 1999). 

A thematic analysis using the six-phase approach recommended by Braun and 

Clarke (2006) was used. I first read all transcripts. The transcripts were read for 

a second time, and data were grouped into four sub-topics, three of which 

corresponded to the three sections in the discussion guide. A fourth sub-topic 

was created to group the responses that directly related to COVID-19. First, 

each sub-topic was coded. Second, codes were recoded across sub-topics. 

Third, codes were labelled into themes. Codes included in sub-topics and 

themes were discussed with my supervisors (GJR and RA).  

3.2.6 Sample Size 

I originally intended to collect data from at least 40 parents, resulting from one-

to-one interviews (n = 16) and focus groups (n = 4). However, data collection 

was halted due to the COVID-19 pandemic. Therefore, the sample size is 

smaller than planned. 

3.2.7 Ethics  

All parents received information sheets. Informed consent was provided 

electronically before the interviews. The research was approved by the 

Psychiatry, Nursing and Midwifery Research Ethics Subcommittee at King’s 

College London (ref MRSP-19/20-14696). 
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3.3 Results 

3.3.1 Participants  

Three female and two male parents participated in one-to-one interviews (P1 to 

P5). Focus group 1 (FG1) included seven parents, six were female and one was 

male. Focus group 2 (FG2) included five mothers, one of whom was also a 

teacher. Further parent characteristics are shown in Table 3.1. 

Table 3.1 Parent (n = 17) and children characteristics. 

Characteristics  Frequency (%)  

Gender of parent 
Female 14 (82%) 

Male 3 (185) 

Ethnicity of parent 

White  9 (53%) 
Black, African, Caribbean, or Black British 4 (23%) 
Mixed or Multiple ethnic groups 2 (12%) 
Asian or Asian British   2 (12%) 

Marital status of parent 
Married / Cohabiting 12 (71%) 

Single / Separated 5 (29%) 

Work status of parent* 

Full-time (Working over 30 hours a week) 5 (29%) 
Part-time (working 8-29 hours a week) 5 (29%) 
Home-maker 4 (23%) 
Student 2 (12%) 
Looking for work 1 (6%) 

Income of parent* 

Under £30,000  6 (35%) 

£30,000 - £50,000 5 (29%) 
Over £50,000  6 (35%) 

Level of education of parent 
 ≤ A-level or equivalent 2 (12%) 

 ≥ Degree or equivalent  15 (88%) 

Living region 
Greater London 15 (88%) 
South East  2 (12%) 

Education settings of children  

Nursery 4 (19%) 

Primary 12 (57%) 
Secondary 5 (24%) 

*Percentages do not total 100 due to rounding errors. 

3.3.2 Knowledge and beliefs about health terms and expressions  

Parents appeared to have similar perceptions about the health terms and 

expressions that we asked about (Table 3.2). However, parent responses about 

“paracetamol” were more consistent than other responses, commonly reporting 

that paracetamol was pain medication that they had used.    
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Table 3.2 Parents were asked about their knowledge and beliefs about 
specific health terms and expressions. Not every parent was asked about 
the six health terms that are listed.  

Health term / 
expression 

Parents' knowledge and beliefs about health terms with supporting 
quotes 

Antibiotics Parents commonly reported that antibiotics were used to “fight” bacterial 
infections and were a “quick fix” to make someone better when they were 
unwell.  

Some parents reported apprehension about using antibiotics and suggested 
they would try to “avoid” using them and would want to know if the illness 
would “go away on its own without antibiotics.” However, parents would use 
them “if they need it.” Some apprehension about using antibiotics was 
related to concerns about antibiotic resistance. 

Flu-like 
symptoms 

Parents commonly reported a temperature and / or cough were flu-like 
symptoms, although terms about signs being severe were common, such 
as a “bad cough and cold symptoms” and “it is more than a cold, and feeling 
really lousy, and it can knock you out.” 

Some parents noted that flu-like symptoms were similar to various illnesses, 
such as “all I know is that people say you really know if you’ve had the flu 
and you feel rotten. But I would say some of them are similar to the 
coronavirus, I would imagine.” (P2) 

Paracetamol Parents had the common belief that paracetamol was used for pain relief, 
such as for headaches.  

Unwell Parents commonly reported that being unwell was about “feeling not 
yourself” and that it was “personal” and “everyone is different.”  Some 
specific signs and symptoms were reported, although not consistently.       

Vaccinations Parents commonly supported the use of vaccinations and suggested they 
were “necessary” to “prevent diseases” and worked by “giving them a small 
dose of the thing, in order to build up immunity.” However, one parent 
reported that “it would actually depend what vaccination it is.” Another 
parent acknowledged that their lack of concerns about vaccinations could 
be due to a lack of side effects: “luckily, we have never had any side effects 
from any of the vaccines that she’s had. So, generally, I don’t have 
concerns, no.” (P1) 

Well Being well was commonly reported as feeling the same as before you were 
unwell, such as “feel like your normal self” and “just general, good, feeling 
jolly.”  

It was common for parents to report that they would not necessarily wait 
until they or their children were well before going back to school or work, 
such as “I would wait until I was not too sick to go in, as opposed to wait 
until I have got zero symptoms after I had been sick. I probably would make 
the same kind of judgement as to whether I would go into work on the first 
day.” (P3) 



CHAPTER 3: UNDERSTANDING SCHOOL-BASED PRESENTEEISM IN CHILDREN: A 

QUALITATIVE STUDY USING INTERVIEWS AND FOCUS GROUPS WITH PARENTS 

87 

 

3.3.3 A scenario about Jo(e): what is wrong with Jo(e), and should they 

go to school? 

When the scenario was presented to parents, they commonly reported that 

Jo(e) may have “possible flu.” However, one parent also reported that it was 

“maybe seasonal or maybe he has eaten something that may be a viral bug” 

and COVID-19 was suggested in one interview. There was little consensus 

about whether or not Jo(e) should attend school.  

Speaker 2: “I put stay home.” 

Unclear speaker: “Stay home.” 

Speaker 4: “Send him in.”  

Speaker 1: “Yes, send him in.” (FG2) 

Parents reported several factors that they would consider whilst making the 

decision about Jo(e) and if it was their child. Two themes were identified. 

Theme 1: Signs and symptoms of illness and the impacts of environmental 

factors and Theme 2: Parent and teacher dialogue: schools management of 

unwell children and implementing schools’ sickness policies. In discussing 

these issues, parents also often raised concerns relating to COVID-19 (Theme 

3). A summary of the descriptions and supporting quotes for these themes are 

reported in Table 3.3, while more detailed accounts are reported in the text 

below. 
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Table 3.3 Parents responses to the scenario about whether Jo(e) and 
their own children should attend school and the themes that impacted 
parents’ decision.   

Theme Description Supporting quote 

Theme 1: 
Signs and 
symptoms of 
illness and 
the impacts of 
environmental 
factors 

Whether children attended school or 
not whilst they were unwell depended 
on a combination of factors: the signs 
and symptoms of illness; severity of 
illness; whether or not the child 
wanted to go to school, and whether 
childcare was available. There were 
also some secondary considerations: 
if an illness was going around the 
school, the child’s attendance record, 
and to build children’s immunity. 

“If there was a change in behaviour, 
a significant change in behaviour, 
and also if some simple medicines 
wouldn’t help him calm the symptoms 
down. [And the persistency] or if it 
was particularly bad. And then if, for 
example, my partner didn’t have a 
particularly busy day or if I was 
working from home. I probably would 
be more inclined to try and get him to 
school first and make sure that I was 
either available or free, so that if he 
needed collection I could do it.” (P3) 

Theme 2: 
Parent and 
teacher 
dialogue: 
implementing 
the schools’ 
sickness 
policy and 
managing 
unwell 
children  

Parents knowledge and understanding 
of school sickness policies facilitated 
adherence to keeping children out of 
school when they were unwell. Most 
parents learned the school sickness 
policy via discussions between 
parents and schools when their 
children were unwell and school 
communications. Parents lack of trust 
in how well schools managed children 
when they were unwell prevented 
parents from discussing their 
children’s health with schools. 
However, parents commonly trusted 
that schools would contact them if 
children were unwell at school. 

“Their actual policy policies, funnily 
enough, I haven’t asked them that. 
It’s just, I have asked them general 
questions like, “Okay, so if they have 
got…” or if I say, “They’ve got 
diarrhoea or vomiting,” they will say, 
“Okay, 48 hours then. Until it is out of 
their system and everything.” So, I 
am like, “Okay.” So that’s just, sort of, 
stuck with me from when they were 
babies.” (P5) 

Theme 3: The 
emergence of 
COVID-19: 
what were 
parents’ 
concerns and 
information 
needs? 

Parents had similar concerns about 
COVID-19 as they did about other 
childhood illnesses. Parents 
commonly wanted to know: (a) the 
symptoms of COVID-19, (b) who was 
vulnerable to serious illness and (c) 
what actions they and their children 
needed to take. 

“It would be different if it was a 
confirmed case of coronavirus for 
someone that he had been in close 
contact with. And in fact I think if that 
had been the case the school 
probably would be doing something 
about the whole school or the whole 
class. I wouldn’t be making my own 
decision on that. It would be a policy 
that the school was running. If I was 
making my own decision, I might 
think about how much contact he is 
likely to have. But I think at the end of 
the day, with what I know about it, I 
probably would wait and see whether 
he developed any symptoms before 
doing anything about it.”  (P3) 
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3.3.4 Theme 1: Signs and symptoms of illness and the impacts of 

environmental factors 

Parents reported various signs and symptoms that they thought indicated that 

children were unwell, such as “changes in behaviour,” “what is right for your 

child, what is normal, what is not normal” and a “warning sign, that is unusual.” 

They also reported some common symptoms: temperature, cough, loss of 

appetite, vomiting, diarrhoea, rash, tiredness and lethargy. Parents tended to 

report a combination of these signs and symptoms that they perceived were 

important.  

Speaker 1: “I was going to say that temperature and appetite are my 

ones and I think all kids are different, aren’t they? Some kids, if 

they’ve got a cough or a cold it really affects them and they’re 

useless, whereas others, it doesn’t really- I think I would actually- like 

my second born he’s more prone to coughs and colds and chest 

infections than the others…So with him, I probably would be quicker 

to keep him off…Whereas my daughter, she rarely gets something 

like a cold or a cough but what she would get is fever. So I think as 

you get to know them better…”(FG2) 

However, the signs and symptoms of illness were not the only factors that were 

important to parents when they were making the decision about whether 

children should attend school. First, the signs and symptoms of illness needed 

to be perceived as severe before parents would consider not sending their 

children to school; “my son has to be practically dying before he has a day off 

school. Get up, off you go.” A thermometer was commonly used to assess 

severity, comparing when children were a “little bit hot” and when “it’s a 

temperature,” and further action needs to be taken. Specific symptoms were 

also considered severe, such as vomiting and diarrhoea, due to being 

“indicators of something worse.”  

Parents commonly reported that they would give children pain medication when 

they presented with signs and symptoms of illness, and once taken, if the 
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symptoms of illness reduced in severity, parents commonly reported they would 

send them to school.   

“I would prefer to keep him for a while, give him paracetamol. If he or 

she gets some relief and we have enough to send him school. 

Probably I would prefer to send.” (P4) 

Characteristics about the child also impacted severity, such as the health status 

of the child (e.g., “seeing how hot it is, because one of my sons, if he reaches to 

a certain temperature, he might have convulsions”) and the order of birth of the 

child. There was a common belief that parents viewed the signs and symptoms 

of illness less severely when they were observed in their second born child 

compared to their first.   

Speaker 4: She’s like Teflon. I know that I’m a bit more hardened, so 

I definitely was really sensitive to A*** getting ill because he was my 

first child and I was like, “Aargh,” but I’m definitely a bit more 

hardened with B***. I’m like, “Oh no, you’re fine.” (FG2) 

In addition, severe illness was linked to signs and symptoms that had “been 

going on for a while,” and if parents believed the illness was “infectious” or 

“contagious” commonly resulted in children being kept at home. 

Speaker 4: “There is also the issue that if you yourself think your child 

has something which is contagious, like flu or chickenpox or 

something like that, you are not really going to be thinking, "Oh, I will 

send them to school anyway", and then unwittingly you infect the rest 

of the class, the rest of the school, and everybody comes down with 

measles or whatever.” (FG1) 

Chickenpox was commonly linked to being contagious and “obviously if you 

thought it was chickenpox, then definitely keep them off,” although there was 

confusion about when children were contagious when they had chickenpox, 

which had an impact on when parents thought they should or should not be in 

school.  
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Speaker 3: “Am I right or am I wrong in thinking that the most 
infectious time for chickenpox is before the spots come out?  

Speaker 2: Yes. Yes, yes. 

Speaker 6: No, and while they are still- 

Speaker 4: No, during [the spots]* 

Speaker 6: To be fair, before they… 

Speaker 3: Before they… 

Unknown speaker: Scab over.” (FG1) 

[word]* = unclear audio due to overtalking; presumed word has been used. 

COVID-19 was also considered and appeared to provide “more concern” and 

warrant being off school for symptoms that may not have been important 

before. However, this issue became redundant when the Government 

announced that schools had closed. 

“And it might change my behaviour. I still don’t think I would 

necessarily take him out of school unless he started showing 

symptoms. But again I would be keener on checking on how hot he 

was, which is not something I would normally do, or paying attention 

to coughs and what have you a little bit more keenly.” (P3) 

Within the decision process, another key factor was whether or not the child 

wanted to go to school. When children were unwell, parents would ask 

questions about how they felt to explore the signs and symptoms of illness, 

including assessing severity. In these discussions, it was common for parents to 

ask whether their children wanted to go to school, and their opinion would be 

considered.  

Speaker 4: “I also talk to my children, so I’ll say to them, “Do you 

want to go to school?” That’s a big indicator as well because they 

might feel a little poorly or they might be coughing but they’re like, 

“No, I want to go, I’m fine.” I do take that into account or if they say, 

“No, I really don’t want to go.” I take that into account but less so than 

if they say they want to go.” (FG2) 
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Parents would also investigate if children were being honest about their illness, 

although parents appeared to presume “they’re pretty honest.” Parents 

commonly linked children’s honesty with children who were not “sick often” and 

when they said that they wanted to go to school. Parents reported that they also 

asked questions to “kind of unravel” whether other factors may have impacted 

how children were feeling, such as “is a friendship thing maybe going on.” 

However, parents reported the challenges with talking to children about their 

illness when they were less able to communicate how they were feeling (e.g., 

“my son is also on the autism spectrum, so I also have to approach it slightly 

differently, he can find it difficult to talk about feelings”). 

Another major influence in the decision process was whether childcare was 

available if children were unable to go to school.  

Speaker 5: “I think that is a big factor, as a parent, and only a parent 

can understand maybe that you would need to get on with other 

things as well. You need to have that decision of how worse things 

are but you need to be considering so many things. And you might be 

wrong sometimes and you might regret later as well sometimes, like, 

“Oh I shouldn’t have sent him.” Sometimes you just have to because 

you need that little time to do something else.” (FG2) 

Parents commonly reported that they had to consider if they were able to take 

the day off work, which included consideration of financial issues (e.g., lost 

wages and paying for alternative childcare) and organisational pressures (e.g., 

“so I think the childcare situation and what is going on at work and whatever has 

got a massive role to play for me”).  

Speaker 1: “On the last day with my daughter, like, yesterday she 

was better but it was day 5, and so we got our babysitter to look after 

for the day and then we were saying we’ve ended up paying for 

childcare for the day and a babysitter on an hourly rate for a working 

day. It cost us a fortune but we were like we’ve got no other choice at 

this point because we maxed out our different avenues of things. I 
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think chickenpox is a real- particularly for working parents, or if you’ve 

got younger children at home, they’re off for 5 days.” (FG2) 

Parents had some secondary motivations that impacted whether children 

attended school when they were unwell. First, parents appeared to be “looking 

out” or were more aware of signs and symptoms of illness in their children when 

they believed an “illness is going round the school.” Second, parents considered 

their children’s school attendance record, although parents commonly reported 

that when children were unwell, they had no choice and had to keep them out of 

school. Last, some parents were more inclined to send their children to school 

to build their immunity to common illnesses.  

“Kids have coughs and colds, and it needs to go around. Most people 

get over it, especially kids, I feel, they bounce back from things. They 

need to be subjected to it, they need to have it in their system and get 

it out. And we all need these viruses, don’t we, kind of? Unless they 

were throwing up or they had a really bad temperature, I would send 

them to school. You have to.” (P1) 

3.3.5 Theme 2: Parent and teacher dialogue: implementing the schools’ 

sickness policy and managing unwell children   

Parents were better able to adhere to schools’ sickness policies when they were 

clear, and schools were “strict” and consistent in applying the sickness policy.    

“If they're throwing up, you definitely keep them off school. Any 

sickness whatsoever, any vomiting. The school are quite strict on a 

48-hour policy, keeping them off.” (P1) 

Some parents reported feelings of “almost relief” and “makes it easier” when 

children present with symptoms that correspond with the guidance (e.g., 

“vomiting, diarrhoea, they say 48 hours, 2 days to let it clear”) because “the 

decision [about school attendance] is out of your hands.”  
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It was common for parents to have not read the school sickness policy 

document. Most suggested they “wouldn't read it up front” and would search for 

the policy when it was needed. Instead, ad hoc discussions between parents 

and schools when children were unwell appeared to be a common method to 

disseminate the schools’ sickness policy.  

Speaker 3: “Also, we just send them into school. Sick once, and then 

you will be told- Well, you will soon quickly be up to speed with what 

the schools’ policy is on illness, sickness and…” (FG1) 

Parents reported they would often contact the school to “check,” or “ask the 

schools’ opinion” about whether their child should or should not attend school 

when they were unwell at home. It was also common for parents to inform the 

school when they had decided to send their child to school, although they were 

unwell. It was particularly common for parents to inform the school when 

children had been given pain relief medication. 

“Yes. I think as long as you are straight with them and say, “Look, 

they had a temperature this morning, I gave them paracetamol, she 

or he is fine now, I’ve brought them in, let me know if you need me to 

pick them up.” (P1) 

Communications from the school were also important for parents to adhere to 

school sickness policies. Parents commonly reported the benefits of regular 

communications from the school about sickness policies, which includes 

general health information (e.g., eligibility for vaccinations) and the actions that 

parents should take when their children present with specific signs and 

symptoms of illness. Parents found communications that informed them when 

an illness was “going round” the school particularly beneficial.  

“They would let everyone know that there had been some case, that 

they were off school or in school or returned to school or whatever. 

And “Here are the symptoms. Here is what you do about it. Here is 

what you do. Tell us. Keep your kid out of school for so many hours.” 
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They would reiterate all the things about the policy and also 

symptoms and treatment.” (P3) 

However, these types of communications were often ad hoc, which parents 

reported they commonly missed. If they were informed via regular 

communications (e.g., weekly newsletters) the information was often received 

too late. To combat missed communications, parents suggested schools should 

use a range of communication methods, combining long-term and regular 

communications, such as newsletters, emails and posters and also short-term 

emergency communications, such as emails, notices on the door, text 

messages and in-person communications (e.g., when children are dropped off 

and picked up from school). Still, to start the dialogue between parents and 

schools to increase adherence to sickness policies and allow schools to identify 

and manage potential disease outbreaks, parents need to feel comfortable 

disclosing information about their children’s illnesses to schools.  

“There is quite a good environment of informing the school when 

children have clear, diagnosable things like that, and then the school 

keeping all the parents informed. So they have created an 

environment, the school, where you are happy to tell them if your kid 

has got something like that. Like, “I have kept him off with a vomiting 

bug, vomiting and diarrhoea bug.” They are happy to hear that and let 

other people know about it. So there is that kind of 

atmosphere/community in the school.” (P3) 

When parents perceived that schools inadequately managed children when 

they were unwell, they appeared less inclined to engage in discussion with 

schools about their children’s health. For example, one parent reported they did 

not “trust” the school as a result of having asked for advice and receiving “mixed 

messages,” leading them to feel that the school “don’t know” how to manage 

illness appropriately. Parents also reported a lack of trust when schools 

mismanaged an illness, such as over or under-reacting when their children were 

unwell at school. In addition, some parents felt their school judged them for 

being a “bad parent” when their children were unwell, which resulted in parents 
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trying to avoid engaging in conversations with the school. Furthermore, parents 

reported occasions when parents had contacted the school to inform them that 

their children were not attending school because they were unwell. The school 

had asked them to bring them into to school to discuss whether the child could 

attend school, and some parents felt that this was “condescending.”  

Parents also had a common underlying perception that schools were “dictated” 

to by attendance rates, which was why illnesses “go round and round the 

school.” Parents listed various reward systems that schools had implemented to 

increase school attendance rates and instances when they or their children had 

been penalised for not being in school, including due to illness. However, some 

parents suggested it is a “tricky” situation, as schools receive pressure from the 

Government to ensure they have high attendance rates.  

Speaker 4: “Yes, after it has happened, and it is half the parents are 
now infected and their kids are- "Oh, don't send your children to 

school." Okay, thank you. 

Speaker 5: But they very rarely say, "Don't send your children to 
school."  

Speaker 2: No, they can't say that, can they?  

Speaker 4: No, because it contradicts their own policies.  

Speaker 5: But it is not particularly the school. It is- 

Speaker 2: Yes, Government… 

Speaker 5: Policy.”  (FG1) 

Alternatively, some parents reported that when parents and schools disagreed 

or discussed their children’s ill health there was a “relationship” between the 

parent and school where “I am the mum, so I know what’s best,” which 

appeared to improve parents’ trust in schools’ to appropriately manage children 

when they were unwell.  

Overall, parents appeared to believe schools would call them if their children 

were unwell at school. When parents were unsure whether to keep unwell 
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children at home or send them to school, this perception was a common reason 

for parents to err on the side of sending them in.   

Speaker 1: “It used to sometimes be like with your kids whereas 

you’re like, “I think alright, are they alright? I’ll take them in anyway 

and hopefully they’re alright.” You sort of cross your fingers. 

Speaker 2: Do you have that phrase in your house, if you’re that 

poorly, they’ll send you home. 

Speaker 1: Yes.” (GF2) 

3.3.6 Theme 3: The emergence of COVID-19: what were parents’ 

concerns and information needs?  

Factors that were identified in Theme 1 about signs and symptoms of illness 

and Theme 2 about illness communications were reflected in parents’ concerns 

about COVID-19. Parents commonly wanted to know: (a) the symptoms of 

COVID-19; (b) who was vulnerable to serious illness; and (c) what actions they 

and their children needed to take.  

When parents were asked if they had researched COVID-19, it was common for 

them to respond that they had to know what were the “symptoms.”  

“Not thoroughly, I’ve looked up the main symptoms. Because I think 

the thing is, there is so much media talk about it, which is quite right, 

but sometimes the very important things, which are the key things, 

which are ‘what are the symptoms?’ get lost, and it becomes 

background.” (P2) 

Parents reported challenges with understanding the symptoms of COVID-19 

and suggested that they were “symptoms of everything that everybody has all 

winter” and “like a common cold.” In addition, one parent reported their “son 

was coughing a little bit, but I didn’t think it was coronavirus or anything but his 

asthma,” indicating challenges with attributing symptoms of COVID-19, such as 

a cough to COVID-19. Some parents also reported that the symptom 

descriptions were “vague” and suggested that “context” was needed due to 
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identifying symptoms was subjective and some people may be unable to 

understand the communications.  

[about a ‘persistent cough’] “…because we all interpret things slightly 

differently. To me, in my mind, I am thinking persistent, on and off 

throughout the day. But actually, persistent can also mean across a 

few days. So, all those things are not- Everyone’s intellect is not the 

same, not everyone’s perception is the same. We’ve got people who 

don’t speak English as their first language. So, again, the 

Government have to be really responsible about how they are 

breaking it down – “What we mean when we say persistent cough 

is…” and explain it.” (P2) 

Parents also wanted information about who was at risk of serious illness with 

COVID-19. It was commonly understood that older adults and people with 

underlying health issues were at higher risk of serious illness than the general 

population. However, parents felt uninformed about specific details, which 

worried parents when they or their children had health issues. Alternatively, 

parents’ concerns appeared to be alleviated by the common perception that 

children were at low risk of serious illness.  

Speaker 4: “I was going to say, I am concerned about it and 

obviously it’s alarming but at the same time the information has been 

that children and adults, if they have contracted it, they’ve recovered 

from it. So, my thought process always goes back to the fact that if 

we were to get it, it’s not like the end of the world. They’ve probably 

most likely recovered from it.” (FG2) 

As with other childhood illnesses, communications from the school about 

COVID-19 influenced how much trust parents had in schools to take appropriate 

action about COVID-19. One parent reported they were “surprised” about the 

limited information they had received from their school compared to the 

information other parents had received. Similarly, good communication from the 

school built parents' confidence that they were taking appropriate action. 
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“Because the school has been quite good at publishing what its 

protocols are, what it will do in the event of which scenario. Also as 

the advice has changed over time, as to how widespread it is and 

what have you, they have also changed their advice…So they have 

been pretty good about informing us of what is going on and about 

what they are planning and what either the local authority or the local 

health authority is telling them. So there is a high level of confidence 

that they are doing the right thing and what they should be.” (P3) 

Similarly, as one parent noted, “if we weren’t being fed information and it wasn’t 

easily accessible, I guess I might worry about it a bit more.”   

Parents commonly reported that the communications they received from the 

school were forwarded Government documents. Some parents noticed that it 

was “nicer” when it was “personalised” by the school, or they wanted the 

information personalised by the school.   

Parents were also concerned about other parents being unaware of COVID-19, 

“if English wasn’t their first language and they don’t listen to the news or they’re 

just not interested in the news, some people aren’t, how much information will 

they have about it.” However, some parents were not worried about COVID-19 

and felt that it was “just in the media and you need to get it in proportion. I’ve 

only just recently found out that people die of flu every day, and that kind of puts 

it all into perspective.”  

There was also confusion about the guidance, particularly the self-isolation 

guidance and not knowing when their child should be kept off school (“what do 

you do if you think your child shouldn't go to school because they might have 

been exposed to that?”). Another parent suggested it was “hard because” the 

“vast majority of people who self-isolated haven’t got it” and suggested, “those 

two things are not clearly separated in people’s heads and that’s causing a lot 

of extra panic.”  
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The wording used in public health messages, such as being “advised against” 

travelling and the “suggestion” of self-isolation, also reduced parents 

understanding of what they should do. Because the guidance is only a 

suggestion, what support is in place for those who “decide” to self-isolate, “how 

do you go to your local Sainsbury’s to buy your food? What happens to your 

children?” Financial concerns were also raised about self-isolating, “there is a 

petition going around, to say, if we have to self-isolate, we shouldn’t be out-of-

pocket… Which is fair enough” and “with regards to our children. When we stay 

at home to look after our children, who pays? What happens to that?...Do you 

say you are sick, so you get your sick leave?”  

Furthermore, parents appeared frustrated about the change in communications, 

particularly relating to whether schools would or would not close. However, 

some understood that the unclear communications were because “they don’t 

know.” In addition, some communications appeared consistent, which was the 

reminder to wash hands, and “in a way this is kind of good, that this thing has 

come up again, another virus, because they are just driving it home to them 

again, ‘you’ve got to wash your hands.’”   

3.4 Discussion 

This study supports previous research about school-based presenteeism. It 

shows that the signs and symptoms of illness in children often determine 

whether children attend school when they are unwell. This study also adds to 

the current literature: it identifies barriers and facilitators to building a good 

relationship between parents and schools, which is key to increase adherence 

to school sickness policies; and when unknown illnesses, such as COVID-19, 

are circulating, parents need information about the signs and symptoms of the 

disease, with direct and personalised guidance from schools. 

My findings mirror previous research that suggests presenteeism is reduced 

when children are perceived to have: a temperature (Copeland et al., 2006; 

Landis et al., 1988), chickenpox (Polyzoi et al., 2003), severe symptoms 
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(Copeland et al., 2006; Sticher et al., 2018; Webster et al., 2019), a contagious 

illness (King & Leask, 2018; Sticher et al., 2018); and when the schools' 

sickness policy is clear (Rooshenas et al., 2014; Skull et al., 2000). 

Furthermore, I found no consensus about whether or not the child in the 

scenario, Jo(e), should attend school, even though parents were presented with 

the same signs and symptoms of illness. As such, this study raises a question 

about how clear a school sickness policy can be; it may always be a challenge 

to remove subjectivity when interpreting and implementing the policy. 

Nevertheless, I found that when the signs of illness aligned with the schools’ 

sickness policy, consideration to environmental factors reduced and parents 

tended to be more adherent.  

One example to reduce subjectivity when sickness polices are interpretated 

could be to use terms within the policy that allow for, but specify, children’s 

differences. Parents believed that children and parents respond differently to 

signs and symptoms of illness depending on the child. I found that children’s 

health status may impact how parents respond to their children when they are 

unwell, which has been found in previous research (Deavin, Greasley, & Dixon, 

2018; S. Kirk & Hinton, 2019; Rani & Thomas, 2019). At the same time, parents 

reported that they perceived illness in their second child less severely than their 

first, and that perceived severity reduced in line with the number of children they 

had. A previous study suggested the opposite was true and that parents with 

one child minimise their children’s pain complaints compared to parents of 

multiple children (Chapter 2; (Levy et al., 2021)). In practice however, these 

reported differences were not statistically significant (Chapter 2; (Levy et al., 

2021)). More research is needed to explore how parents interpret signs of 

illness in their children. Still, this may explain why parents and school staff 

commonly reported “unusual” symptoms or “change in behaviour” as a sign of 

illness, which also mirrors findings from Chapter 2, because they were taking 

into account children’s differences. School sickness policies that include 

references to these terms as a sign of illness and state that children with 

chronic health problems may need further advice may increase adherence. 
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I aimed to create a standardised list of defined health terms to be used in school 

sickness policies to reduce the risk of variation between how school sickness 

polices are implemented and interpreted. However, I found that parents only 

understood “paracetamol” consistently within the terms I investigated. Other 

themes developed, although I could not draw any conclusions due to the small 

data set. I suggest that using standardised health terms and definitions could 

reduce presenteeism and they may also be beneficial for other contexts, such 

as in primary care settings. Future research should investigate this and include 

other terms, such as contagious, infectious and severity, as these terms were 

commonly reported about and parents understanding of these terms varied.   

Contrary to previous research, this study shows that parents tend to believe 

children when they are unwell rather than believing that children commonly 

feign illness (Chapter 2; (Prout, 1986, 1988)). In addition, the importance of the 

child's decision about whether they want to go to school was factored into the 

parents' decision, which has not previously been reported. Still, children 

feigning illness was a concern to some parents. For example, if children 

reported that they did not want to go to school, parents were more inclined to 

send them in. A previous study reported instances of children who were 

successful in feigning illness (Prout, 1988). Children had learned techniques 

that would keep them out of school, such as reporting realistic symptoms. It 

would be beneficial for future research to investigate if children claim they want 

to go to school with the knowledge that this may keep them out of school.  

Chapter 2 suggested that parents and school staff cannot have an open and 

honest conversation about children's illnesses due to opposing motivations. On 

the one hand, I found that parents suggested schools were motivated by school 

attendance rates. Parents also appeared to distrust schools when they had 

mismanaged unwell children, which has been shown to impact parents' 

decisions about attending the accident and emergency department because of 

the perception of a “better service” or positive previous experiences than a 

general practitioner (Ertmann, Reventlow, & Söderström, 2011; Keizer Beache 
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& Guell, 2016). On the other hand, parents erred on the side of sending children 

to school when they were uncertain of what to do due to believing schools 

would make safe decisions. There is the risk that this perception may be 

reduced by a lack of school nurses or medically trained staff, which was a 

concern to parents and corresponds to concerns by the Royal College of 

Nursing (Nursing., 2018). 

I found that schools could help foster a good relationship with parents by (a) 

disseminating regular and accurate information in various communication 

methods; (b) personalising communications when sharing information from 

other sources; and (c) acknowledging and validating parents' opinions when 

discussing children who are unwell and without appearing to pass judgement. 

These recommendations are similar to those which have been found to improve 

the patient-doctor relationship, resulting in better patient management (Ertmann 

et al., 2011; Kai, 1996a; Ward, 2018).  

Regarding Theme 3’s findings, caution must be taken due to the rapidly 

changing guidance at the time of data collection, with each interview taking 

place in the context of new information about the rapidly developing pandemic 

and the official response to it. That being said, the emergence of COVID-19 

strengthened this study's findings about presenteeism, as some factors 

identified in Themes 1 and 2 were reflected in Theme 3. First, parents wanted to 

know the signs and symptoms of COVID-19, the impacts of catching the 

disease and what they needed to do, similar to the information they wanted 

about other childhood illnesses. Second, a trend started to appear where 

COVID-19 became prominent in the discussions, and parents linked the 

symptoms of Jo(e) with COVID-19, which mirrors the finding that parents are 

more inclined to attribute an illness to their child when the disease is circulating 

in the school. Third, the inconsistent and vague COVID-19 guidance mirrored 

parents’ perceptions of school sickness policies and was a barrier to adhering. 

To combat this, parents appeared to prefer that the COVID-19 guidance would 

change from “advice” to mandate. Parents suggested this alleviated the 
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challenge of trying to work out the best course of action, which also mirrors the 

reasons parents had for supporting school sickness policies.  

These three factors further highlight the need for a good parent-school 

relationship; parents need to be able to turn to schools in times of need. 

Previous research suggests that when people are uncertain, they seek credible 

information and an authoritative account of how to understand and resolve the 

problem (Cairney & Wellstead, 2021). Similarly, parents seek medical attention 

from professionals to reduce the burden of having the sole responsibility of 

managing their children’s illnesses (Butun, Linden, Lynn, & McGaughey, 2018). 

By having a good relationship, schools can be the main source of information 

for parents when uncertain, whether it is managing daily illnesses and issues, or 

dealing with an emergency or crisis (Schildkraut & Nickerson, 2020; Tipler, 

Tarrant, Johnston, & Tuffin, 2017).       

3.4.1 Limitations 

Caution needs to be taken with the study’s findings due to the small sample 

size. Most participants were female (n=14, 82%), and all were from London and 

the South East, which limits the generalisability of the study's findings. However, 

it is likely that mothers may make more decisions about school attendance as 

they tend to take on a higher proportion of the parental responsibility compared 

to fathers (Sevilla et al., 2020). Similarly, the COVID-19 pandemic brought value 

to this study. It provided findings to help create school sickness policies and 

manage future pandemics and outbreaks. However, it may have provided less 

support to presenteeism research in everyday situations, and it would be useful 

to repeat this study outside of the context of a pandemic. Ideally, other views 

would also be investigated, including those of children and teachers. I started to 

interview teachers, although only four were interviewed before the study was 

paused – given the low quantity of data from this group I have not reported their 

perceptions in this thesis. Last, the scenario was designed using Jo(e), 

providing a gender-neutral scenario, although parents commonly used male 
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pronouns when discussing Jo(e), which may have had an impact on our 

findings.  

3.4.2 Conclusion 

The risk of school-based presenteeism depends on a combination of factors: 

the signs and symptoms of illness; severity of illness; whether or not the child 

wants to go to school, and whether childcare is available. Furthermore, parents' 

lack of trust in how well schools managed children when they were unwell 

prevented parents from discussing their children's health with schools. A good 

relationship between parents and school staff should be encouraged to facilitate 

adherence to school sickness policies and other guidance. The COVID-19 

pandemic emphasised what information parents require about childhood illness, 

(a) the symptoms of illness, (b) who is vulnerable to severe illness, and (c) 

what, if any, actions they and their children need to take to mitigate their 

concerns. These three pieces of information should be prominent in schools' 

guidance and communications.  
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4 CHAPTER 4: EVALUATING THE FACTORS 

AFFECTING FAMILIES’ ADHERENCE TO THE 

COVID-19 GUIDANCE: A QUALITATIVE STUDY 

Adapted from the article entitled “A qualitative study evaluating the factors affecting families’ 

adherence to the first COVID-19 lockdown in England using the COM-B model and TDF” 

(Woodland, Hodson, et al., 2022b). 

4.1 Introduction 

During the early stages of the COVID-19 pandemic, a set of stringent NPIs were 

introduced in England to reduce COVID-19 transmission (Centers for Disease 

Control and Prevention, 2020; European Centre for Disease Prevention and 

Control, 2021; World Health Organization, 2021). NPIs have been shown to 

control disease outbreaks (Andrews & Bauch, 2016; Peak, Childs, Grad, & 

Buckee, 2017; World Health Organization, 2006), and evidence supports their 

use for COVID-19 (Bo et al., 2021; Hunter, Colón-González, Brainard, & 

Rushton, 2021; Wieland, 2020). 

An NPI commonly sits in one of three categories: personal NPIs, such as 

covering your mouth when coughing, staying at home when symptomatic, and 

washing hands with soap and water; community NPIs, such as physical 

distancing in workplaces, schools, and at social events; and environmental 

NPIs, such as cleaning surfaces. Of note, the language of NPIs is changing, 

and some organisations, such as WHO, have started to use “Public health and 

social measures” (PHSMs) in place of NPI (World Health Organization, n.d). 

NPI terminology is still in use and was common throughout the pandemic; 

therefore, we are using NPI. 

In England, the UK government initially promoted “Catch it. Bin it. Kill it,” a 

campaign introduced in 2013, to reduce infections by adopting good hygiene 

practices (HM Government, 2013) and suggested NPIs such as working from 
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home where possible and limiting social activity (i.e., physical distancing 

interventions) as optional measures to reduce the spread of COVID-19 (HM 

Government, 2020d, 2020v). On 23 March 2020, a national “lockdown” was 

announced, mandating several measures through law, including closing schools 

to the general population and non-essential shops and requiring members of 

the public to stay at home (with exceptions for essential shopping, work, and 

exercise) (HM Government, 2020r, 2020ad). The public were also strongly 

encouraged to remain physically distanced when outside (“you have to stay two 

meters apart,” HM Government (HM Government, 2020q)) and to continue good 

hygiene practices (HM Government, 2020p, 2020af). During this time, schools 

were kept open to allow specific children to attend on a voluntary basis, such as 

children of keyworkers (children whose parents were working in roles critical to 

the COVID-19 response) and vulnerable children, such as those with a health 

care plan (HM Government, 2020a). 

When implementing an NPI strategy, the social and economic consequences of 

the NPI must be considered. In relation to COVID-19, closing schools to 

implement physical distancing is a prime example of an NPI with a high social 

and economic cost (Hoffman & Miller, 2020). Uncertainties include the social, 

health, and educational impacts on children from closing schools (Heavey, 

Casey, Kelly, Kelly, & McDarby, 2020; Viner, Mytton, et al., 2021), transmission 

rates of COVID-19 between children and staff (Donohue & Miller, 2020), and 

the health consequences of having COVID-19 (Barbarossa & Fuhrmann, 2021; 

Esposito & Principi, 2020; Glass, Glass, Beyeler, & Min, 2006; Ladhani et al., 

2020). Adherence to such measures also determines how effective an NPI 

strategy is in reducing infection (Brooks, Smith, et al., 2020; Jackson, Mangtani, 

Hawker, Olowokure, & Vynnycky, 2014). Modelling studies suggested that for 

school closures to be effective, children need to reduce their social contacts and 

not continue to socialise with others outside of school (Denford et al., 2021). A 

study that simulated influenza found 341 symptomatic cases throughout the 

epidemic when adherence to “stay-at-home” was 90%; however, this increased 

to 1551 symptomatic cases when adherence was 50%; in this circumstance, the 
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epidemic lasted twice as long (Jackson et al., 2014). Our review of 19 studies 

reporting on actual school closures during emergencies found children 

sometimes continued to socialise outside the home (Brooks, Smith, et al., 

2020). Children were often looked after by non-household members, continued 

to engage in various recreational and social activities, including meeting friends, 

using public transport, and visiting restaurants, and young children attended 

supermarkets with their parents (Brooks, Smith, et al., 2020). In the UK, most of 

these opportunities to socialise were restricted during the first lockdown.  

One UK study from July 2020 found that children socialising outside the home 

increased when parents perceived the risk of COVID-19 as low and that the 

policy of allowing children of keyworkers to attend school reduced parents’ 

perception of risk (Denford et al., 2021). Children socialising with others also 

increased when a parent worried about their child’s mental health (Denford et 

al., 2021). Another study reported adherence to guidance was less likely for a 

parent who was unemployed due to COVID-19, living in an apartment, and if 

there were a keyworker in the household (Yoshida-Montezuma et al., 2021). 

This study also found a greater adherence to the guidance was observed for 

children compared to their parents. 

Adopting NPIs often requires people to make changes to their everyday 

behaviour. Therefore, frameworks of behaviour change are used to categorise 

factors that might influence adherence. One such framework used commonly in 

health contexts is the COM-B model (Elrouby & Tully, 2017). COM-B model 

suggests that for any behaviour change to occur there must be a change in one 

or more of the following behaviour components: (1) capability (psychological 

and physical), (2) opportunity (social and physical), and (3) motivation (reflective 

and automatic) (Michie, van Stralen, & West, 2011; Michie & West, 2021). It is 

essential that the intervention not only produces behaviour change but that the 

change in behaviour is adherent and mitigates unintentional non-adherent 

behaviours (Armitage, Keyworth, Leather, Byrne-Davis, & Epton, 2021; HM 

Government, 2021i). The Theoretical Domains Framework (TDF) is often used 
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in combination with COM-B (Cane et al., 2012; Michie et al., 2014). The TDF 

allows for the identification of the influences on a person’s capability, 

opportunity, and motivation and has 14 theoretical domains, although reported 

as 15 as skills is split into two) that interlink with the COM-B components 

(Alexander, Brijnath, & Mazza, 2014; Cassidy et al., 2018; Ojo, Bailey, Hewson, 

& Chater, 2019): (1) capability — skills (physical), knowledge, skills (cognitive 

and interpersonal), memory, attention and decision processes, and behavioural 

regulation; (2) opportunity — environmental context and resources and social 

influences; and (3) motivation — social/ professional role and identity, beliefs 

about capabilities, optimism, intentions, goals, reinforcement and emotions 

(Atkins et al., 2017) (Figure 4.1). 

 

Figure 4.1 Map of Theoretical Domains Framework (TDF) to source behaviour on COM-B 
model (Chater et al., 2022). 

Understanding a family’s ability to change behaviour according to different NPIs 

is critical, particularly during school closures. Authorities need to incorporate 

this into their NPI strategy when controlling for COVID-19 and future disease 

outbreaks. It is common practice to target one behaviour when using COM-B 

and TDF (Michie et al., 2011). However, specific NPIs in the COVID-19 

guidance were heavily interlinked. For instance, if the focus was whether 
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parents and children were adherent to keeping 2 meters away from people 

outside their household, we suspected that it would be likely that this would be 

discussed in tandem with or influenced by another piece of the guidance, 

whether they stayed at home.  As such, we targeted behaviours that were 

highly publicised by the UK Government and that were relatively separate from 

other elements of the COVID-19 guidance. 

In this study, we used the COM-B model and TDF to evaluate the influences 

impacting families’ ability to adhere to the guidance in England’s first national 

lockdown implemented to control COVID-19. 

4.2 Materials and Methods 

4.2.1 Design  

We conducted one-to-one qualitative interviews with parents of children aged 

18 and under.  

4.2.2 Participants 

To be eligible, parents needed to be at least 18 years of age, living in England, 

and the primary caregiver to at least one child (18 years and under) who, from 

23 March 2020, was not attending school because of the national lockdown. We 

excluded children who attended schools that provided accommodation 

(boarding schools).  

We subcontracted participant recruitment to a specialist qualitative market 

research service, Angelfish Fieldwork (Angelfish Fieldwork, 2021). The study 

was advertised through the recruitment company’s social media channels and 

emailed to their existing opt-in online audience. Advertisement lasted from 7 

April until 21 April, and 539 people applied. Screening of potential participants 

took place daily, and 47 potential participants were screened for eligibility via 

telephone. We used purposive sampling to ensure a diverse sample, selecting 

parents according to gender, ethnicity, marital status, employment status, 
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income, level of education, living region, keyworker status, the number of 

children in the household, and children’s age. 

In total, 32 parents were invited to interview. On the day of their interview, one 

parent cancelled, and the recruitment company cancelled one interview 

because electronic consent had not been received, resulting in a total sample of 

30 parents.    

4.2.3 Interview Outline  

The interview guide was designed to explore children’s adherence to multiple 

NPIs during school closures, the background was developed from the factors 

that our previous work suggested may impact adherence to unexpected school 

closures  (Brooks, Smith, et al., 2020). We took a somewhat different approach 

to our interview guide than is common when using COM-B and TDF; it is 

recommended that the discussion guide should cover questions that relate to 

each TDF domain (and for each target behaviour) (Michie et al., 2011). 

However, not only would this lead to a lengthy interview due to the unusual 

practice of investigating more than one target behaviour, but this work was also 

part of a wider study that covered other aspects of the COVID-19 pandemic 

(e.g., home-schooling and well-being that is reported about in Chapter’s 5 and 

9). Therefore, we were limited by the number of questions that we could ask. 

We directly asked parents about the NPIs that we were interested in rather than 

about their adherence to the COVID-19 guidance in general. In terms of the 

‘knowledge’ domain were mindful that directly asking participants may impact 

their knowledge of the guidance and influence parent responses. However, on 

balance it seemed appropriate to the aims of the study to ensure that these 

behaviours and parents' perceptions and attitudes towards them were 

discussed, rather than uncovering whether parents had knowledge of the 

specific behaviours before they were asked about them in the interview. 
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Four parents of children who usually attend school reviewed our initial interview 

guide. Based on their feedback, we amended questions, clarifying those which 

appeared to be challenging to answer.  

At the start of the interview, parents were informed there were no incorrect 

answers and were encouraged to discuss their own experiences of COVID-19. 

First, we asked parents to “tell me a bit about your child(ren),” prompting details 

about changes in their social activities and interactions since the school 

closures. Second, we asked questions about the family’s behaviour inside and 

outside the home and their ability to follow the current COVID-19 guidance. 

Third, we asked questions about the parents’ view of the current COVID-19 

guidance. Following public involvement from parents suggesting some of our 

questions were too broad, we adjusted some questions to ensure we asked 

direct questions in each topic area we explored. The full guide is included in 

Appendix D, p.414.   

4.2.4 Procedure  

Parents received information sheets detailing the aims and objectives of the 

interviews. Informed consent was provided electronically and again verbally 

during screening. Two female researchers with qualitative interview experience 

in health research (LW and AH) conducted the interviews via telephone. We 

interviewed the 30 parents in quick succession before starting any analysis due 

to concerns that the NPI guidance would change and to ensure we would reach 

data saturation (Dworkin, 2012). Interviews lasted a mean of 75 minutes (range: 

36 – 98 minutes) and took place between 16 and 21 April 2020. All interviews 

were audio-recorded and transcribed verbatim by an external transcription 

company. Parents were reimbursed for their time with a £40 e-gift card.  

4.2.5 Reporting  

We have reported data following the standards for reporting qualitative 

research: a synthesis of recommendations (O’Brien, Harris, Beckman, Reed, & 
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Cook, 2014) and the consolidated criteria for reporting qualitative research 

(COREQ) (Tong et al., 2007).  

We asked parents about other aspects of the lockdown to gain further insight 

into a family’s experience of the COVID-19 pandemic. Another topic that we 

explored was how families managed COVID-19-like symptoms. We asked 

questions such as “has your child/ren had coronavirus or coronavirus 

symptoms,” and “would you find it difficult to cope if they did have to self-

isolate.” We have reported our findings on this topic elsewhere (Hodson, 

Woodland, Smith, & Rubin, 2021).  

4.2.6 Analysis 

Analysis was conducted using Nvivo version 12 software (QSR International, 

1999). We evaluated five NPIs that were advised (HM Government, 2020af) 

and two legally enforced NPIs, introduced in England’s first national lockdown 

(HM Government, 2020r), shown in Table 4.1.  
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Table 4.1 Non-pharmaceutical interventions (NPIs) evaluated. 

NPI 
reference 
number 

Descriptor used in 
the results 

NPI description in the Government guidance  

1* Stay-at-home or 
leave the home for 
limited purposes 

You should only leave the home for limited purposes:  

• shopping for basic necessities (e.g., food and 
medicine), as infrequently as possible 

• one form of exercise a day (e.g., a run, walk, or cycle) 
– alone or with members of your household 

• any medical need, to provide care or to help a 
vulnerable person 

• travelling to and from work, but only where this is 
absolutely necessary and cannot be done from home 

2* Meeting others You should not meet friends and family members that do 
not live in your home  

3** Physical distance You should try to stay at least 2 meters (3 steps) away 
from anyone you do not live with  

4** Handwashing Washing hands more often – with soap and water for at 
least 20 seconds or use hand sanitiser when soap and 
water is not available  

5** Avoid touching the 
face 

Avoid touching your eyes, nose, and mouth with 
unwashed hands  

6** Covering a cough Cover your cough or sneeze with a tissue, then throw the 
tissue in a bin and wash your hands  

7** Cleaning the home Clean and disinfect frequently touched objects and 
surfaces in the home  

* Legally enforced in England’s first national lockdown. 
** Advised to the public in England’s first national lockdown. 

Using a positivist epistemological position to analyse the data, LW first grouped 

all parent responses referring to the seven NPIs of interest. Responses 

describing influences likely to change behaviour were coded and assigned 

“initial” code names. These initial codes were substantially revised three times, 

reducing from 289, to 211, to 80 codes, by grouping similar code names. LW 

deductively linked each code name that was relevant to one of the 14 

theoretical domains in the TDF (see Figure 4.1). The theoretical domains with at 

least one linked code name were then mapped onto the COM-B components. 

Using an inductive approach, we generated the factors influencing behaviour 

drawn from the initial code names within each included TDF domain. RKW, RA 

and GJR reviewed the coding at each analysis stage. Any disagreements were 

discussed as a group until all authors agreed.  
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4.3 Results 

4.3.1 Participants 

Thirty parents with a mean age of 39 (standard deviation = 9; range: 24 to 64 

years) were included in the study. Parents were mostly female (n = 20), white (n 

= 20), married or co-habiting (n = 21), working over 30 hours a week (n = 20), 

educated to degree level or above (n = 18), and a non-keyworker (n = 25). All 

parents had at least one child who was not attending school because of the 

pandemic, although six children were not in school before the closures and 

were the younger sibling of another relevant child (total children n = 70). The 

children’s ages ranged from two weeks to 18 years, with a mean age of eight 

(mode: 10 years, n = 8). Further parent and children’s characteristics are 

presented in Table 4.2. 
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Table 4.2 Parent (n = 30) and children’s (n = 70) characteristics. 

Characteristic  Frequency  

Gender of parent 
Female 20 (67%) 

Male 10 (33%) 

Ethnicity of parent 

White  20 (67%) 
Black, African, Caribbean, or Black British 5 (16.5%) 
Mixed or Multiple ethnic groups 3 (10%) 
Asian or Asian British   2 (6.5%) 

Marital status of parent 
Married / Cohabiting 21 (70%) 

Single / Separated 9 (30%) 

Work status of parent 

Full-time (Working over 30 hours a week) 20 (67%) 
Part-time (working 8-29 hours a week) 5 (16.5%) 
Home-maker 3 (10%) 
Student 1 (3%) 
Maternity Leave 1 (3%) 

Household income 

Under £30,000  12 (40%) 

£30,000 - £50,000 8 (27%) 
Over £50,000  10 (33%) 

Level of education of 
parent 

 ≤ A-level or equivalent 12 (40%) 

 ≥ Degree or equivalent  18 (60%) 

Living region of parent 

Yorkshire and the Humber 5 (16.5%) 

East of England 4 (13%) 
Greater London 4 (13%) 
South West 4 (13%) 
West Midlands 4 (13%) 
North West 3 (10%) 
South East  3 (10%) 
East Midlands 2 6.5%) 
North East 1 (3%) 

Keyworker status of the 
parent 

No 25 (83.5%) 

Yes 5 (16.5%) 

Number of children in the 
household 

1 9 (30%) 

2 12 (40%) 
3 3 (10%) 
4 and over 6 (20%) 

Age of children (years) 

0 - 4 23 (33%) 

5 - 8 13 (18.5%) 
9 - 12 17 (24%) 
13 - 16 14 (20%) 
17- 18 3 (4%) 

Usual education setting of 
children 

No childcare 6 (8.5%) 

Nursery 6 (8.5%) 
Pre-school 5 (7%) 
Primary 33 (47%) 
Secondary 16 (23%) 
Sixth form/College 4 (6%) 

*Percentages do not total 100 due to rounding errors 
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4.3.2 Factors affecting adherence 

“Guidance” is an overarching term used throughout the results to collectively 

refer to the seven NPIs drawn from the Government guidance (see Table 4.1), 

unless specified. We found that 40 factors influenced families’ adherence to the 

guidance (these are formatted in bold in the narrative results and presented in 

Table 4.3). All six components of the COM-B model and 11 theoretical domains 

from the TDF were relevant to the 40 factors that influenced behaviour change. 

A list of all 40 factors, each with supporting evidence, is included in Appendix D, 

p.418. 

  



CHAPTER 4: EVALUATING THE FACTORS AFFECTING FAMILIES’ ADHERENCE TO THE 

COVID-19 GUIDANCE: A QUALITATIVE STUDY 

119 

 

Table 4.3 Factors (n = 40) that influenced a family’s adherence to the seven 
non-pharmaceutical interventions (NPIs*) implemented in England to 

control COVID-19 (✕ Adherence to the NPI was not influenced by the 

domain, ✓ Adherence to the NPI was influenced by the domain).   

COM-B component  Corresponding 
Theoretical 
Domain 

Factors that influenced adherence to the 
lockdown guidance (NPI 1-7, see Table 4.1) 

 1 2 3 4 5 6 7 

C
a
p
a

b
ili

ty
 

Physical  Skills (Physical)  Building on skills families 
already had in place 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Psychological Knowledge Delivering clear guidance ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Delivering guidance by a 
source the parent and 
child trusts   

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Parents are a second-
hand source of 
information 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Skills (Cognitive 
and 
interpersonal)  

Reminding family 
members to change their 
behaviours 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Behavioural 
regulation 

Behaviour change 
becomes a habit 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Changing shopping habits ✓ ✕ ✕ ✕ ✕ ✕ ✕ 

Avoiding highly populated 
areas 

✕ ✕ ✓ ✕ ✕ ✕ ✕ 

O
p
p
o
rt

u
n

it
y
 

Physical  Environmental 
context and 
resources 

Places being closed ✓ ✕ ✓ ✕ ✕ ✕ ✕ 

Nice weather ✓ ✕ ✓ ✕ ✕ ✕ ✕ 

Visual changes in the 
environment 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Meeting people in the 
street 

✕ ✓ ✓ ✕ ✕ ✕ ✕ 

Home location ✓ ✕ ✓ ✕ ✕ ✕ ✕ 

Having a garden ✓ ✕ ✕ ✕ ✕ ✕ ✕ 

Access to (non)physical 
barriers 

✕ ✕ ✓ ✕ ✓ ✕ ✕ 

Technology  ✓ ✓ ✕ ✕ ✕ ✕ ✕ 

Low financial resources ✓ ✓ ✕ ✕ ✕ ✕ ✕ 

Lack of childcare ✓ ✓ ✕ ✕ ✕ ✕ ✕ 

Organisations adapting ✓ ✕ ✓ ✓ ✕ ✕ ✓** 

Social  Social 
influences 

Social norms ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Social approval from 
others 

✓ ✓ ✓ ✓ ✕ ✓ ✓ 

Group conformity of 
behaviours  

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Authority relations ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Work power relations ✓ ✕ ✓ ✓ ✕ ✓ ✕ 

Significant life events ✓ ✓ ✓ ✕ ✕ ✕ ✕ 

Social network nearby ✓ ✓ ✓ ✕ ✕ ✕ ✕ 

Searching for social 
interaction 

✕ ✓ ✓ ✕ ✕ ✕ ✕ 
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Volunteering ✓ ✓ ✓ ✕ ✕ ✕ ✕ 

When shopping for family, 
friends, and neighbours 

✓ ✓ ✓ ✕ ✕ ✕ ✕ 
M

o
ti
v
a

ti
o

n
 

Reflective  Beliefs about 
capabilities 

Self-efficacy ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Self-confidence ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Lack of control ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Optimism Family’s circumstances  ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Everyone needs to work 
together 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Beliefs about 
consequences 

Health consequences ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Uncertainty of the health 
implications 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Perceptions changed over 
time 

✓ ✓ ✓ ✕ ✕ ✕ ✕ 

Goals‡ Shared goal ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Automatic Reinforcement Legally enforced ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Parental discipline ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

*NPI evaluated: 1 = stay at home, 2 = meeting others, 3 = physical distance, 4 = handwashing, 5     
= avoid touching the face, 6 = covering a cough, 7 = cleaning the home 
** Indirect link to NPI 7, describes workplaces cleaning surfaces in the office (includes providing 
facilities) rather than the home   
‡ This domain has been changed following feedback from an examiner, leading to a small 
discrepency with the published paper. 

4.3.3 COM-B component: Physical capability 

4.3.3.1 Theoretical domain: Physical skills 

There appeared to be no physical difficulty in changing behaviour to adhere to 

the guidance. Parents indicated the family were building on skills they 

already had in place, and reported using those skills “more,” “regularly,” and 

with vigilance. This was particularly true with handwashing (NPI 4) and cleaning 

the home (NPI 7). For example, parents reported cleaning the home more than 

usual and cleaning items that they would not usually (e.g., touchpoints in the 

home such as doors) but did not find this physically challenging.  

Similarly, parents and children had the physical ability to stay-at-home (NPI 1), 

not meet others (NPI 2) and maintain physical distance (NPI 3) using skills they 

use in everyday life.  

“Yeah, we’re telling them, ‘Move to the side’. Well, I guess it’s no 

different to how it normally is when you’re out walking because 

they’re quite, not wild but they run everywhere, and we’re very 
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ordered, aren’t we, as adults and we like to stay on the left and all 

that kind of stuff, where they just run everywhere all the time. So, 

quite often I spend a lot of time saying, ‘Just move over there’, or, ‘Let 

this person past’, or, ‘Step to the side’. So, that’s still very similar.” 

(P17) 

4.3.4 COM-B component: Psychological capability  

4.3.4.1 Theoretical domain: Knowledge  

Knowledge of the guidance was gained mainly through the media, social 

interaction, and schools. Delivering clear guidance increased a family’s 

capability to understand what they needed to do to change behaviour. Parents 

consistently referred to the “stay-at-home” message (NPI 1) as “clear” and 

routinely reported it as the NPI they were most adhering to. Aside from staying 

at home, most parents reported changing their behaviours to adhere to: not 

meeting others (NPI 2), maintain physical distance (NPI 3), washing hands 

regularly (NPI 4) and cleaning the home (NPI 7). Avoiding touching the face 

(NPI 5) and covering coughs (NPI 6) were less reported as behaviour changes 

adopted by families. Therefore, families appeared to be well informed of the 

guidance and their behaviour change resulted in adherent behaviours. 

While parents knew they were allowed to leave the home for limited purposes, 

including exercising outside once a day (NPI 1), many preferred to stay entirely 

at home. 

“My littlun, he has been good up until now, but I think, you know, it’s 

starting to show a little bit now and I was going to say to my husband. 

‘I think I’m going to have to just take him a good walk or out on his 

scooter or something like that’. But as I say, I’ve been trying to avoid 

it really at the moment. So, that’s as much as we’ve been doing 

really.” (P16) 

Furthermore, most parents indicated a maximum amount of time they would 

exercise outside the home, usually ranging between 30 and 60 minutes. Some 
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parents mentioned restricting the number of household members who could 

exercise outside the home at one time and where they were allowed to exercise 

due to their interpretation of the guidance. Although these behaviour changes 

were adherent these differences suggest this NPI was less clear.  

“…there were a lot of people there [park] but it was safe, we weren’t 

in contact with anybody else, we were able to social distance, but I 

just felt that the Government guidance was that they didn’t want 

people to go to the park, so that’s why we started going round the 

neighbourhood.” (P02) 

Adherence to an NPI was more likely if it was perceived as effective. For 

example, participants largely understood how handwashing (NPI 4) would 

prevent the spread of COVID-19.  

[Parent describes the “pepper experiment,” which uses pepper to 

show how soap and water remove germs] “So, that’s the pepper 

experiment. Please feel free to pass it on! But that’s about them 

understanding, ‘Well why am I washing my hands?’ ‘Because the 

soap helps keep the bad germs away.’ So, she knows that, and we 

did that experiment, so she got to actively do that. And we’ve also 

said, when she’s been outside, she needs to wash her hands and 

that’s just for keeping clean.” (P24) 

Occasionally, perceptions about the high efficacy of certain actions led some 

participants to query the logic of adhering in the medium to long-term.  

“So, say I stay in the house for fourteen days and my parents stay in 

the house for fourteen days, surely we should be able to see each 

other … so I think those are the kind of things that would be like … if I 

know that I’ve self-isolated for fourteen days, and they know they’ve 

self-isolated for fourteen days, we should be able to … and I know 

that … I don’t know.” (P01) 
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However, delivering the guidance by a source the parent and child trusts 

could mitigate this effect, particularly among those with low perceived 

knowledge. 

“Well listen, it’s, as I said to you earlier, it’s all about safety and if 

that’s what the Government say, they know what they’re doing, 

they’re professionals in lots and lots of different things. It’s like me 

going to the doctor with a common cold or whatever, and then her 

just saying to me, ‘Just stay indoors, go to bed and take hot drinks.’ 

She’s the doctor, she knows what’s she’s telling you. I ain’t a doctor. I 

mean she comes to me [***] I know about that – that’s what my job is 

– but I’m a great believer you listen to people’s experience and 

education and study, and they’ll know about that.” (P28) 

[***] text removed to preserve anonymity.  

Parents’ knowledge of the guidance was important in how their children 

changed their behaviour to adhere to the guidance. Parents were often a 

second-hand source of information, informing and clarifying misinformation 

for their children. Parents would routinely query their children’s behaviour and 

were often the child’s only source of information about the guidance.  

4.3.4.2 Theoretical domain: Cognitive and interpersonal skills 

Parents reported having no issues in understanding the guidance and repeating 

it to their children when needed. Notably, the “stay-at-home” message was 

emphasised as simple. Parents mentioned children from as young as three 

years understanding they needed to stay-at-home (NPI 1), were unable to meet 

others (NPI 2), and to maintain physical distance (NPI 3). 

Parents reported needing to remind their children to change their behaviour 

when they did not adhere appropriately, but children also reminded their 

parents. Therefore, families with the cognitive ability required to remind their 
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family members to change behaviours are likely to have high levels of 

adherence.  

“Been alright so far, but obviously before we go out, I’m always 

reminding her about keeping her distance and stuff. And she’s 

understanding it now, but I think she’s struggling a little bit.” (P10) 

However, low levels of cognitive ability were sufficient to understand the 

guidance and make the necessary behaviour changes. In particular, hygiene 

practices (NPI 4 and 6) appeared to require a low level of cognitive ability to 

understand, and even young pre-school children reminded their parents to 

follow those NPIs. Parents commonly reported that their children were taught 

how to wash their hands and cover coughs in school before the guidance and 

considered it standard practice.   

“And then whenever I walk home, she tells me, ‘Daddy, we need to 

wash our hands, need to wash our hands, need to keep coronavirus 

away.’ And I’m like ‘OK’, so any time we go out now, we come in, she 

just goes straight, she go straight to the bathroom, and wash the 

hands and then dry the hands as well. So, since the nursery already 

laid the foundation so it’s easier for me to build on it.” (P03) 

4.3.4.3 Theoretical domain: Behavioural regulation 

Parents used techniques to facilitate the behaviour change becoming a habit, 

to increase adherence. For example, parents would use routine to increase 

handwashing behaviours, suggesting their children should always wash their 

hands after activities (e.g., before and after meals and entering the home). In 

contrast, parents were less likely to consider avoiding touching the face (NPI 5) 

to become a habit.  

Families reported actively changing shopping habits in order to facilitate 

limiting leaving the home (NPI 1), and were now being mindful of food waste, 
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planning meals, using deliveries from local amenities (e.g., milkman, butchers, 

and corner shops), and shopping for friends and family to achieve this.  

“I’m trying to be strategic about just buying milk and bread from my 

local shop and trying to order things in batches, you know, like OK, 

so we need fruit and veg this week, or we need meat this week. But 

no, it’s not been easy.” (P06) 

Furthermore, families were combining shopping trips with outdoor exercise and 

work journeys to limit the number of times they left the house in a day. In line 

with this, parents were also actively avoiding areas perceived to be highly 

populated, and times when places (e.g., parks and shops) were busy, to 

maintain physical distance from others (NPI 3).   

4.3.5 COM-B component: Physical opportunity 

4.3.5.1 Theoretical domain: Environmental context and resources 

The Government restrictions at the time resulting in places being closed 

encouraged families to stay-at-home (NPI 1), increasing adherence. The visual 

changes in the environment – for example, streets feeling like a “ghost town” 

or like “another planet” were a physical indicator of the pandemic, emphasising 

the unusual environment and reducing the time families spent outside (NPI 1), 

facilitating adherent behaviour change. The signs in shops, parks, and the 

street showing the guidance were reminders to families about the behaviours 

they should be doing, aiding appropriate behaviour change. Parents reported 

that the “nice weather” increased their activity outside (NPI 1) and therefore 

also reduced the ability to physically distance (NPI 3), although activity outside 

was still lower and ability to physical distance was increased than if places were 

open.  

Whilst staying at home reduced the likelihood of meeting other people, meeting 

people in the street was still common, and led to face-to-face interactions. 

Although these chance meetings were often reported as physically distanced 
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(NP3). The perception that the environment made physical distancing easier 

resulted in non-adherence, where some would more frequently leave the home 

(NPI 1).  

“Yes, I must admit, we often go out more than once a day, only 

because, as I say, it’s very rural… we’re able to do that because you 

actually can walk and not see a soul.” (P29) 

Parents commonly connected their home location with their ability to maintain 

physical distance from others (NPI 3), where rural areas were associated with 

fewer people and wide-open spaces. In contrast, those living in cities and 

suburbs did not have parks locally and often reported walking the streets for 

their daily exercise. Because of the limited options available to exercise, the 

streets appeared busy with locals also exercising. Having a garden was 

considered a huge resource to families, and parents often reported utilising it to 

reduce leaving the home (NPI 1), regardless of the either rural or urban local 

area. Fences and walls within the home were a physical barrier to mitigate 

close contact with people outside the home (NPI 3). When physical barriers 

were not accessible, parents would set boundaries using objects in the 

environment.   

“I think literally just saying, ‘You have to stand here’ and if we’re on a 

path or something, ‘Don’t cross the path’. He’s quite good really – if 

you set him a boundary, he won’t really pass that.” (P09) 

Parents also requested their children to keep their hands in their pockets to 

prevent touching items potentially contaminated with COVID-19. As a result of 

this behaviour change, an increase in adherence to avoiding touching the face 

(NPI 5) would likely occur.  

It was apparent that technology facilitated adherence. Families increased their 

activity on social media, gaming, and phone to regularly contact friends and 

family, mitigating wanting to meet others in person (NPI 2). Access to online 

exercise activities, online religious services, contacting friends, neighbours, and 
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family members to organise shopping for each other and home shopping 

deliveries reduced the number of times individuals left the home (NPI 1).  

In contrast, families with low financial resources reported increased reasons 

for leaving home. This included leaving the house to collect food packages and 

school food vouchers and print schoolwork. Parents also reported that other 

people (e.g., friends or family) made more shopping trips to buy shopping for 

parents who could not afford their shopping. 

 “The school have been putting together a food parcel every week, so 

we have to go down to the school to pick that up and then bring that 

home.” (P26) 

One parent reported not changing their behaviour to avoid others (NPI 2) 

because they had no option but to share a car with someone outside the 

household so that they could get to work. This was due to not owning their own 

car nor having access to alternative transport.  

Nearly all parents regularly bought cleaning products (NPI 7), including hand 

sanitiser and hand wash (NPI 4).  

A lack of childcare within the home also posed problems for some. It was 

infrequent, but parents reported using friends, family, and neighbours for 

childcare while they were food shopping and exercising. In addition, children 

who were too young to be at home alone had increased activity outside the 

home (NPI 1), shopping with their parents or waiting outside the shops.      

Organisations adapting, such as shops restricting the number of people 

allowed at one time and creating a one-way system in the shop, facilitated 

parents’ ability to change behaviours to adhere to maintaining physical distance 

(NPI 3). When these were not in place, or there was mixed messaging in shops, 

individuals found this more difficult.  

“…they had about two or three workers all stood together stocking 

up, not doing the two metres apart, and the aisles are really small in 
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that shop, so everyone’s just next to each other and you can’t do the 

social distancing in the shops, which is really hard. Even if you’re 

trying to...” (P09)  

As well as this, some shops restricted the number of items bought per 

customer; some larger families were unable to purchase all their essential items 

in one shop and meant they made more shopping trips (NP1).  

The environment offered by workplaces caused similar issues. Parents had 

limited control over the ability to adhere to maintaining physical distance (NPI 

3); some workplaces asked employees to use self-contained rooms and 

separated tables, although others had no or inadequate measures. However, 

most parents reported they could work from home (NPI 1) or change their hours 

to use more convenient transport modes, helping them distance themselves 

from others (NPI 3).  

4.3.6 COM-B component: Social opportunity 

4.3.6.1 Theoretical domain: Social influences 

Influences from friends, family and societal norms were an important factor in 

how a family changed behaviours. This was particularly true for adhering to 

maintaining physical distance (NPI 3), which goes against general social 

norms and instincts. Parents reported feeling “rude” and were “apprehensive of 

people” and their reactions when maintaining physical distance. Culturally it 

would be appropriate to step aside to let someone pass or to avoid colliding. 

However, to actively cross the street or pass, leaving a broad, two-meter gap, 

could be considered anti-social.   

“And everybody’s trying to avoid everybody else but also try and be 

polite, and it’s odd.” (P24) 

Some parents witnessed altercations between others about appropriate 

physical distancing highlighting the difficulty.  
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In the same way, receiving social approval from others reassured parents 

they were behaving appropriately and continued to do so because of this; 

examples of approval included a smile or head nod from others. However, a 

visual approval gesture was not always required; seeing someone else’s 

behaviour can also provide social approval for a behaviour. For example, one 

parent cleaned their door with disinfectant and felt reassured to continue this 

behaviour after witnessing a neighbour cleaning their front door in the same 

manner. 

Furthermore, parents appeared to change their behaviours to those they 

perceived others would consider as socially desirable over behaviours they felt 

were appropriate to the NPI. For example, one parent felt unable to take their 

children shopping because they felt they would “probably be questioned,” 

although they perceived taking their child shopping as adherent. Another parent 

rewashed their hands after someone else entered the bathroom because the 

other person would think they had “not done it properly.” Parents also seemed 

aware of the potential influence from others, worrying that their children seeing 

others spending prolonged periods outside made their children question why 

they should limit their time outdoors (NPI 1).   

Parents also received social approval through verbal communications, 

particularly from others they already knew. Parents would discuss with friends 

and family appropriate behaviour changes relating to adhering to the guidance 

in everyday conversations, which resulted in group conformity of behaviours. 

Family and friends could influence behaviour change from adherent to non-

adherent and vice versa. However, conflict and disagreements still occurred 

despite apparent social influences, and in these circumstances behaviour 

change did not occur. Common disagreements were related to when it was 

appropriate to leave the home (NPI 1), and deciding which items were 

“essential” to leave home to buy.    

In principle, behaviour predominately changed because of authority relations. 

When we asked the reason for changing behaviour, parents often stated 
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because they “were told to,” and this was especially true when told to by the 

Government. The perceived power of the authority figure needed to reflect the 

perceived level of behaviour required for change, i.e., the larger the change, the 

higher the authority. Parents would cite the Government when requesting their 

children to change behaviour and actively decided their children should watch 

the guidance announced to increase their ability to influence behaviour change 

in their children.  

“…they’re both aware who Boris Johnson is, that’s the prime minister, 

that’s the man that runs our country, and he is saying you need to 

stay at home … he’s an authority figure in their eyes” and he’s the 

one that’s said this is what you can and can’t do, and they’re 

complying because it’s not me that’s told them! <Laughs>” (P26) 

Parents reflected on work power-relations, and the feeling of being unable to 

disagree with work recommendations which impeded their ability to adhere such 

as attendance in work (NPI 1) and safety measures at work were not always 

adequate for them to adhere to maintaining physical distance (NPI 3). Parents 

expressed feelings of “relief” when workplaces put acceptable adjustments in 

place without requesting them.  

Families needing to continue to celebrate significant life events such as 

birthdays, funerals, and religious holidays increased the likelihood of non-

adherence to the NPIs to stay-at-home, not meet others, and maintain physical 

distance (NPI 1, 2, and 3). The cancelling of in-person events or moving them 

online was common. However, parents still reported meeting others to share 

gifts, and leaving the home to buy items associated with the event (e.g., a 

birthday cake) rather than attending a celebration – except for a funeral which 

“was meant to be limited to ten people, but you can’t really stop people coming 

to an open cemetery.” 

Overall, having a social network nearby increased the chance of non-

adherence to NPI 1, 2, and 3. Friends and family would commonly “knock-on” 
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casually when shopping and exercising and call on each other when they 

needed social support. 

Some parents and children were searching for social interaction and craving 

in-person interaction as a result of restrictions. As such, participants offered 

examples of talking to strangers whilst out and about, and their neighbours 

during the “Clap for Carers” event (a round of applause for keyworkers that 

occurred on the doorstep, once a week), risking non-adherence to NPI 1, 2 and 

3. Volunteering and shopping for family, friends, and neighbours also 

increased these opportunities for in-person interaction. However, when carrying 

out these behaviours, parents commonly described trying to keep two meters 

apart.  

4.3.7 COM-B component: Reflective motivation  

4.3.7.1 Theoretical domain: Beliefs about capabilities  

Largely, parents preferred to stay-at-home (NPI 1) because it was an easy 

instruction to follow: this related to the lack of control over other people’s 

actions. This in turn increased their belief in their own self-efficacy (the ability 

to change their own behaviour) and self-confidence (doing everything they can 

to adhere) in them having complete control to stay-at-home guidance. 

“… it’s the thing that I can control the easiest… you can’t guarantee 

that people are gonna stay two metres away from you. You can’t 

guarantee that anyone else is gonna adhere to the guidelines. But 

these are the things I can control.” (P13) 

4.3.7.2 Theoretical domain: Optimism 

Parents would commonly reflect optimism in their family’s circumstances, 

often describing themselves as “lucky” to have the resources needed to cope. 

Typically, two mantras were identified. First, parents suggested everyone 
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needs to work together and change their behaviours, such as they avoided 

using resources that other people may need (e.g., shopping delivery slots).  

“… this is something that we all need to work together. If I don’t self-

isolate myself and I don’t support the government and I don’t support 

the NHS, and I don’t support the guidelines, then it won’t happen.” 

(P14) 

4.3.7.3 Theoretical domain: Beliefs about consequences  

Beliefs about the consequences of not changing behaviour related primarily to 

health consequences (i.e., the risk of COVID-19 and becoming seriously ill) 

and were consistently reported as reasons for behaviour change. As such, the 

uncertainty of the health implications of not changing behaviour motivated 

individuals to adhere. However, these beliefs about health consequences were 

not static, and perceptions changed over time, reflecting perceptions about 

the length of time the guidance was in place and the severity of the health 

effects increased.  

“When this first kicked off, I was quite lenient … But as time gets on, 

it’s been going on, I’ve said, I sat him down and said, ‘Look, we really 

need to be aware of this and we really need to be serious about this 

and look what’s happening.” (P28) 

4.3.7.4 Theoretical domain: Goal‡ 

A shared goal, such as lockdown lifting and reducing the spread of COVID-19, 

enhanced families’ motivation to maintain behaviour change. 

4.3.8 COM-B component: Automatic motivation 

4.3.8.1 Theoretical domain: Reinforcement  

Of the seven NPIs evaluated two (NPI 1 and 2) were legally enforced and 

parents appeared motivated to change behaviours as with other laws. However, 

this was only reported sporadically as a reason for behaviour change. 
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Furthermore, parents did not appear to separate the legally enforced NPIs from 

those that were not when they reported their reasons for changing their 

behaviour. Children were described as following the guidance due to parental 

discipline. 

“In my opinion it has to be done. So therefore, I’m going to drill that 

into the children.” (P05) 

These domains have some reflective elements. However, the emphasise is that 

parents and children viewed the guidance and parents’ discipline in enforcing 

the guidance as automatic; these motivations were not actively thought about or 

considered but had been learned from previous experience of discipline and 

law. 

4.4 Discussion 

Individuals changing their behaviour to reduce virus transmission is key to 

controlling a pandemic. Influencing children to change their behaviour can be 

difficult, particularly in households with multiple children with different abilities. 

Therefore, it can be challenging for families to adhere to behavioural 

recommendations. We used the COM-B model and TDF to classify factors that 

influenced adherence among families to seven NPIs used to reduce the spread 

of COVID-19. We identified 40 factors that influenced a family to change their 

behaviour, and these will be discussed against the main elements of the COM-

B model (capability, opportunity, and motivation). 

4.4.1 Capability 

Families appeared capable of adhering to the guidance when they knew the 

guidance and found what was required of them clear and simple to follow. In 

addition, families had the physical skills required to adhere. Indeed, parents 

reported that even young children could adhere, indicating that the guidance 

required low cognitive, personal, and physical ability to adhere.  
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Whilst one Canadian study suggested that children had greater adherence to 

stay-at-home guidance than their parents, we did not observe this and found 

that families appeared to adopt the same behaviour changes within the 

household (Yoshida-Montezuma et al., 2021). We found families were actively 

changing their routines to adopt behaviours that they perceived would most 

improve their family’s adherence to guidance; this included changing shopping 

habits to ensure they were visiting shops as “infrequently as possible” and were 

implementing new habits to facilitate fewer shopping trips (e.g., planning meals 

to reduce food waste). A change in shopping habits has been observed in other 

countries because of COVID-19 guidance (Jribi, Ben Ismail, Doggui, & Debbabi, 

2020; Principato, Secondi, Cicatiello, & Mattia, 2020). Encouraging routines and 

new habits of adherent behaviours appears to increase a family’s adherence 

and could be actively encouraged in future lockdowns. 

However, the guidance also resulted in behaviour changes that worried some 

parents. Some parents reported actively encouraging their children to leave 

home, where permitted within the rules, out of concern for them. These parents 

reported their children were not leaving home enough, or at all, because they 

were too worried or anxious about COVID-19. A systematic review of 

psychosocial consequences of COVID-19 suggested that isolation at home in 

children can increase anxiety symptoms and individuals with anxiety disorders 

tended to be preoccupied with excessive handwashing (Stavridou et al., 2020). 

Similarly, some parents justified their behaviour changes by clarifying that the 

changes they had made were not to an extreme or obsessive level. We suggest 

parents who justified a behaviour in this way were concerned that the behaviour 

was, or would be, perceived as inappropriate. Guidance encouraging people not 

to “over-adhere” may be important in future lockdowns.  

4.4.2 Opportunity 

Issues around opportunity largely influenced the physical distancing NPIs 

(staying at home, not meeting anyone outside the household, and maintaining 

physical distance from others) that we classified. Unsurprisingly, removing the 
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physical and social opportunities for non-adherence (e.g., non-essential shop 

closures) increased their family’s adherence. Family adherence to the stay-at-

home NPI reduced the opportunity to engage in non-adherent behaviours 

generally (e.g., they were less likely to meet others in the street, and children 

exercising in the garden could maintain physical distance from others because 

of fencing around the home). In contrast, spending more time outside the home 

increased the opportunity for non-adherence. 

Considering physical opportunity, factors that were connected to reduced 

resources (e.g., lack of childcare and low financial resources) commonly made 

it difficult for families to adhere. Previous research suggested that young 

children went grocery shopping with their parents when schools were closed 

(Brooks, Smith, et al., 2020). We also found this to be true, but generally only 

for parents without available childcare in the home (e.g., single parents and 

young children with no older siblings). In contrast, some parents reported an 

increase in childcare resources because of schools being closed and working 

from home; partners who may have been at work or older siblings that would 

usually be at school were available to look after younger children. When 

children did leave the home, we found that children mainly only left home for 

exercise and no more than once a day, suggesting that they were adherent to 

stay-at-home guidance. “Adherence” to the stay-at-home NPI we classified was 

difficult due to the numerous caveats allowing families to spend time outside 

(e.g., exercise and essential shopping), while the “work from home” requirement 

for many people increased parental ability to supervise their children and 

facilitate adherence.  

Results indicate that parents who had a lower household income left home 

more often for the essential reasons of collecting food vouchers or schoolwork 

resources, compared to families with more financial resources. Families on 

lower incomes are also more likely to walk to the shops suggesting they may 

need to make more shopping trips than someone with access to transport 

because they are limited in the number of items they can carry on each 
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shopping trip (Jiao, Moudon, & Drewnowski, 2011). In addition, families on low 

incomes had more difficulty maintaining physical distance from others when 

outside. Parents who reported living in urban areas perceived local areas as 

highly populated and walked the streets for exercise because of a lack of local 

parks. Research suggests children in low-income families are more likely to live 

in urban rather than rural areas, which have a higher population density and 

fewer green spaces (HM Government, 2019b, 2020h; Office for National 

Statistics, 2019b). A study in USA suggested that income inequality was 

associated with more cases and deaths due to COVID-19 (Tan, Hinman, Abdel 

Magid, Nelson, & Odden, 2021). The imbalance we found between family 

resources could partly explain the increased mortality seen in deprived areas of 

England due to COVID-19 (Office for National Statistics, 2020b).  

For families from higher income households, an increase in resources facilitated 

adherence. First, access to a garden was consistently mentioned as a resource 

families used to stay at home and minimised the need to leave home for 

exercise. Furthermore, families reported additional benefits from having a 

garden as they could adhere to the guidance and socialise with their 

neighbours. Access to green spaces has been suggested to support mental 

health during the COVID-19 pandemic (Aerts, Vanlessem, Honnay, & 

Wytsmanstraat, 2021).  

Second, access to technology allowed parents and children to socialise yet 

maintain physical distance from others. Previous research found that parental 

worries about their child’s mental health increased the likelihood of meeting 

people from other households (Denford et al., 2021). However, this was not 

observed and the increased access to technology could explain this difference. 

Social opportunity influenced a family’s adherence in several different NPIs. 

This corresponds with existing findings; a review of psychological factors 

underlying adherence to COVID-19 regulations suggested that individuals can 

become key actors and leaders in increasing adherence to COVID-19 guidance, 

by promoting adherent behaviour within their close social circle (e.g., friends 
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and family) (Bellato, 2020). We found that parents regularly discussed how 

guidance was being adhered to within their social circle. As a result, group 

norms were formed, which they and their household followed. But these norms 

could reflect adherent or non-adherent behaviour. In addition to this, we also 

found that strangers could influence families to continue adherent behaviours.  

The use of authority and power figures to promote adherence to NPIs was 

found to be effective for families. Parents commonly referred to “the 

Government,” “The Prime Minister,” and “Boris Johnson” as reasons for why 

their family were adhering. However, we should highlight that we observed a 

difference between family’s reasons for adhering because the Government told 

them to and because they trusted the experts (referring to public health 

officials). In support of this difference, a UK survey from April 2020 found only 

42% of the public trusted the information provided by the UK Prime Minister, 

compared to nearly double (84-89%) for subject experts or practitioners 

(Moxham-Hall & Strang, 2020). Therefore, we suggest that behaviour change 

due to the Government does not necessarily require trust, although trust does 

appear to increase adherence.  

4.4.3 Motivation 

A family’s belief about the health consequences of non-adherence was an 

apparent influence on their behaviour change. Our study explored adherence to 

guidance relating to a prolonged and widespread lockdown, simultaneously 

affecting many parts of society (Office for National Statistics, 2021a). In 

addition, the Government and media regularly reported the COVID-19 cases 

and death rates throughout the pandemic, which likely reinforced the negative 

health consequences of catching COVID-19 (BBC News, 2021; HM 

Government, 2022e). These factors may explain the strong influence of beliefs 

about health consequences that we observed in parents.  

Similarly, we found that adherence tended to increase over time; parents 

suggested that the longer the pandemic lasted, the more serious the situation. 
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However, our study was conducted in April 2020, relatively soon after the first 

lockdown was announced, and therefore we cannot suggest how this 

association may have been affected by continuing restrictions. 

A previous study suggested that schools staying open for vulnerable children 

reduced parents’ perception of their susceptibility to COVID-19, leading to non-

adherence (Denford et al., 2021). However, we did not observe this relationship; 

parents did not report that schools being open to some children had influenced 

their behaviour. We found that the guidance parents perceived to be effective 

increased their adherence. In support of our findings, a UK longitudinal study 

found those who perceived NPIs to be effective were more likely to adhere to 

social distancing and hand hygiene NPIs for COVID-19 (Smith et al., 2022c). 

Furthermore, a cross-sectional survey in the USA found people who had a 

higher perceived threat of COVID-19 infection were significantly more likely to 

perceive NPIs as effective and had a high commitment to altruism, supporting 

the factors we found relating to optimism increasing adherence (Kasting et al., 

2020). Research is growing in this area, and further support for the importance 

of self-efficacy in adherence to COVID-19 guidance has been shown in 

numerous quantitative studies (Beeckman et al., 2020; Chong et al., 2020; 

Derksen, Keller, & Lippke, 2020; Roma et al., 2020). Jørgensen, Bor, and 

Petersen (2021) conducted a study across eight countries, including the UK, 

and found self-efficacy was more motivational than threat appraisal. It also 

found that Governmental trust had surprisingly little motivational power, which 

supports the finding that trust was different from authority in motivating family’s 

adherence.    

At the time of our interviews, the Government had introduced legal 

consequences (fixed penalty fines) for non-adherence to specific COVID-19 

guidance. Between the start of the lockdown and shortly after the interview 

period (March to May 2020), over 15,000 fines were issued across England 

(National Police Chiefs' Council, 2020). Families rarely reported the law as a 

motivating factor to adhere. We assume parents felt it was unlikely that police 



CHAPTER 4: EVALUATING THE FACTORS AFFECTING FAMILIES’ ADHERENCE TO THE 

COVID-19 GUIDANCE: A QUALITATIVE STUDY 

139 

 

would enforce penalties for non-adherence. Parents often reported that the 

guidance could be stricter and supported other countries with tighter 

restrictions, including arresting people for non-adherence. Fines were increased 

in August 2020 although media coverage reflecting the system’s inadequacy 

(e.g., the low number of fines that had been paid and police were inconsistent in 

enforcing the rules) was unlikely to improve parents’ motivation (HM 

Government, 2020t; Kirk, 2021; Sky News, 2021). The infrastructure needs to 

be viable for this strategy to be effective. Promoting voluntary adherence via 

altruistic motivations rather than force may be a more productive route 

(Ebrahimi, Hoffart, & Johnson, 2021; Martela, Hankonen, Ryan, & 

Vansteenkiste, 2021).   

4.4.4 Limitations 

First, the possibility of selection bias may limit our findings. Parents who opted 

to participate in the study may be particularly motivated to participate in studies 

about COVID-19. These parents could be more informed of COVID-19 

guidance and more adherent to the guidance. Second, we interviewed more 

parents who were educated to degree level and above (60%, n=18), were in 

some form of work (83%, n=25, in full-time or part-time) and white (67%, n=20). 

Therefore, further research is needed in minority groups. Third, as well as 

children of keyworkers, children with educational, health and social needs (i.e., 

children with a health care plan) were permitted to attend school throughout the 

pandemic. We only interviewed parents of children who were not attending 

school because of COVID-19, and parents views may differ for parents whose 

child attended school during this period. Fourth, masks were not mandatory or 

advised during the interview period and evaluating an NPI about mask-wearing 

may alter the results.  

4.4.5 Implications  

Families appeared to have the ability to adhere to the guidance implemented 

during the UK’s first lockdown. A combination of personal NPIs known to 
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families and additional restrictive measures appeared to be useful to ensure 

that families could adhere to the guidance. However, it is unlikely that 

adherence to social distancing and hygiene measures would be as high if 

community NPIs were not in place, including closing non-essential shops and 

requiring parents to work from home. Social influences were prominent, and 

critical authority figures must deliver the information and consistently adhere to 

ensure public adherence. Parents encourage their child’s adherence, and 

authorities need to support children who lack parents or close social influences 

encouraging adherent behaviour. Furthermore, families with less financial and 

environmental resources require assistance to prevent health disparities 

between poorer and wealthier groups.   

4.4.6 Conclusions 

This study furthers research into factors affecting adherence to guidance aimed 

at controlling a disease outbreak. Families may already be adhering to guidance 

in everyday life. Where adhering to guidance necessitates a change in 

behaviour, a family’s ability to adhere requires a combination of factors; at a 

minimum the (1) capability, (2) opportunity, or (3) motivation to adopt the 

behaviour. Policymakers can use the factors we found to improve adherence to 

NPIs, such as ensuring guidance requires low physical and cognitive ability to 

understand and encouraging optimism and confidence in the capabilities of the 

individual. When implementing guidance, consideration is needed about 

influences that may increase adherent behaviour, particularly social and 

environmental factors, including families in low-income brackets. 
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5 CHAPTER 5: A QUALITATIVE STUDY ABOUT HOW 

FAMILIES COPED WITH MANAGING THEIR WELL-

BEING, CHILDREN’S PHYSICAL ACTIVITY AND 

EDUCATION  

Adapted from the article entitled "A qualitative study about how families coped with managing 

their well-being, children’s physical activity and education during the COVID-19 school closures 

in England (Woodland, Hodson, et al., 2022a). 

5.1 Introduction 

In England, schools and childcare facilities closed to most children on 23 March 

2020 to reduce the spread of COVID-19 with no indication of when they would 

re-open (HM Government, 2020k). However, schools were kept open for 

vulnerable children (e.g. children who had special educational needs, formally 

recognised in a “health care plan”) and children of keyworkers (roles critical to 

the COVID-19 response) (HM Government, 2020a). Further measures were 

also implemented to minimise peoples’ interactions with others and to reduce 

COVID-19 transmission. Non-essential shops were closed, people were asked 

to work from home if they were able, and everyone was instructed not to 

socialise with anyone from outside their household (HM Government, 2020q, 

2020r). The public were asked to leave home as infrequently as possible, only 

for essential items, and to keep two meters away from people from other 

households. People could leave home to exercise, although no more than once 

a day, and they had to stay in their local area. "Lockdown" was a term 

commonly used to describe these restrictions. “Furlough” (a system whereby 

the Government paid organisations 80% of their employees’ salaries for hours 

not worked) was introduced to support those who were unable to work due to 

the restrictions (HM Government, 2020g, 2021a).  
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Under these rules families in England entered a unique situation where they 

were required to stay within their homes, as much as possible and educate their 

children at home for an extended period of time. Fear, uncertainties and 

changes in routine as a result of COVID-19 are likely to have had adverse 

impacts on children’s health (Imran, Zeshan, & Pervaiz, 2020). To cope during 

this time, families would have had to adapt to the unique situation to be able to 

manage home-schooling and the lockdown guidance. Individuals who were 

unable to adapt to the change in situation risked distress. A narrative review 

describes the factors that may affect families mental well-being during the 

pandemic suggest that long-term distress affects relationships within the family, 

places strain on marital, parent-child and sibling relationships and can create a 

hostile home environment (Prime et al., 2020). Such family conflict is also 

associated with mental health problems in children (Wille, Bettge, & Ravens-

Sieberer, 2008) that can follow into adulthood (Stewart-Brown, Fletcher, & 

Wadsworth, 2005). 

As well as potential mental health impacts, the pandemic resulted in the largest 

disruption to children’s schooling since the second world war (Children's 

Commissioner, 2020b). Schools provide children with education and access to 

health services (e.g., school nurses, specialist therapy services), a safe 

environment, nutritious food (children in low-income households can access 

free school meals), and interpersonal, social, and occupational opportunities. As 

well as access to equipment, space, and time for physical activity. Children are 

advised to engage in moderate to vigorous intensity physical activity for at least 

60 minutes a day (Public Health England, 2020). Physical activity is key to 

maintaining children’s mental and physical health (Ahn & Fedewa, 2011; 

Archer, 2014; Viner et al., 2022). Loss of access to the benefits schooling brings 

resulted in widespread concern about the adverse mental and physical effects 

of the school closures on children (Van Lancker & Parolin, 2020; Viner et al., 

2022). The school closures are also likely to have reduced children’s access to 

their support networks. Social support from peers and teachers increases 
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children’s school satisfaction, which is a key facilitator in children’s cognitive 

and emotional development (Liu, Mei, Tian, & Huebner, 2016). These risks to 

children’s health and education are likely to have been increased for children 

who were already vulnerable. A UK study found that children from ethnic 

minority backgrounds, who had special educational needs and on free school 

meals were more likely to have emotional and peer relationship problems 

(Deighton et al., 2019). Children were also more at risk of mental health 

problems when their parent had a mental health problem, low social economic 

status, was single, or had low social support (Wille et al., 2008). Low social 

economic status has also been associated with poorer education outcomes 

(Hartas, 2011; Richardson, Mittelmeier, & Rienties, 2020; Stumm et al., 2020) 

and physical health (Marmot, 2018; Peralta, Mihrshahi, Bellew, Reece, & Hardy, 

2019; Poulain et al., 2019). For these reasons, campaigns to re-open schools 

were common across England, although they did not re-open until the start of a 

new school year, six months after they had closed (Children's Commissioner, 

2020a; The British Psychological Society, 2020; Viner, Bonell, et al., 2021).  

While schools were closed, home-schooling was primarily conducted via remote 

learning, which should have included a combination of recorded or live direct 

teaching time, time for pupils to complete activities independently and physical 

activity (HM Government, 2021u). The Government recommended that teaching 

time, at a minimum was: three hours for Key stage 1 (five to seven-year-olds), 

four hours for Key stage 2 (seven to 11-year-olds) and five hours for Key stage 

3 and 4 (11 to 16-year-olds) (HM Government, 2020f). This would mean that 

children would receive the same amount of teaching via remote learning in a 

day that they would have received if they were in school. Still, children needed 

the resources that they would have had at school to continue their education at 

home, such as learning resources (e.g., textbooks), supervision, and guidance 

with their schoolwork (Winthrop, 2020). For these minimum requirements to be 

met when their children were home-schooled during the school closures, 

parents had to take on a more prominent role in their children’s education 
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(including physical education) and fulfil some of the responsibilities of teachers 

(e.g., engaging children with schoolwork). By understanding how families coped 

during this time, such as the techniques they used to adapt and reduce the 

strain on the family system, the difficulties they faced, and how experiences 

differed due to family characteristics (e.g., age and number of children in the 

household), policymakers can identify what systems could be implemented in 

future to ease families’ difficulties if schools need to be closed unexpectedly and 

for a long period of time. Therefore, in a future pandemic or severe disease 

outbreak when schools may unexpectedly close (Brooks, Smith, et al., 2020) 

authorities can better support families and mitigate the long-term health and 

educational impacts on children. 

Research now suggests that the impact of the school closures and lockdown 

measures had profound impacts on children's mental and physical health and 

education and affected family life. However, little is known about families' lived 

experiences of coping with these challenges, particularly at the start of the 

pandemic, when uncertainty was high. In this study, we investigated how 

families managed (a) family well-being, (b) children’s physical activity, and (c) 

education during the school closures in England, and how these factors affected 

family coping at the start of the COVID-19 lockdown. 

5.2 Materials and Methods 

5.2.1 Design  

We conducted one-to-one qualitative interviews with parents of children aged 

18 and under (school-aged children). 

5.2.2 Participants 

To be eligible parents were required to be over 18 years of age, live in England, 

and have parental responsibility for at least one child (18 years and under) who 

was not attending school due to COVID-19.  
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We subcontracted participant recruitment to a specialist qualitative, market 

research service, Angelfish Fieldwork (Angelfish Fieldwork, 2021). 

Advertisement started 7 April 2020 until 21 April 2020 and 539 potential 

participants applied to participate in the study and were screened for eligibility. 

Forty-seven potential participants were screened via telephone and if 

successful the parent was invited to interview the next day. Parents who met 

the screening criteria were prioritised for interview according to pre-determined 

demographic quotas. Quotas were based on gender, ethnicity, marital status, 

employment status, income, level of education, living region, keyworker status, 

the number of children in the household, and children’s age to ensure a diverse 

sample.  

We interviewed 30 parents, a sample size determined using the framework 

proposed by Fugard and Potts (2015) to provide a high likelihood of identifying 

the most prevalent themes and reach data saturation. Eligible parents were 

confirmed for interview in quick succession to mitigate the risk of Government 

guidance changing before we had reached data saturation. Two participants 

that were invited for interview were not interviewed because written consent had 

not been provided or because they cancelled their appointment: they were 

replaced with other volunteers.  

5.2.3 Interview Outline  

We used a semi-structured interview guide to explore how families coped with 

the school closures. The interview guide was drafted by LW and based on 

concepts derived from existing literature about the topic of interest and the 

expertise from all co-authors. Four parents, known to the authors, who had 

children in school or childcare before the school closures reviewed our initial 

interview guide. We amended questions, clarifying those that appeared 

challenging to answer based on their feedback.  

At the start of the interview, parents were reminded that they could withdraw at 

any time, encouraged to describe their individual experience, and asked to 
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share any information about the topic that they felt was relevant. Parents were 

asked a series of questions about daily life, such as to describe their children’s 

hobbies and how the family was spending their time since schools had closed. 

Parents were also asked how much time they had spent engaged in physical 

activity and home-schooling. The interviewer followed up on parents’ responses 

to these questions to gain further information about these topics. Parents were 

also asked if there was “any aspect of your children’s life that may have 

benefitted [them] from the current situation” and what they had “found to be the 

most challenging about the school closures.”   

The full guide is included in Appendix D, p 414. 

5.2.4 Procedure  

Parents received information sheets detailing the aims and objectives of the 

interviews. Two female researchers with qualitative interview experience (LW 

and AH) conducted the interviews via telephone. Interviews lasted a mean of 75 

minutes (range: 36 – 98 minutes) and took place between 16 and 21 April 2020. 

All interviews were audio-recorded and transcribed verbatim by a transcription 

company. Parents were reimbursed for their time with a £40 e-gift card.  

The research was approved by the Psychiatry, Nursing and Midwifery Research 

Ethics Subcommittee at King’s College London (MRSP-19/20-18349).  

Participants provided written consent before the interview and verbal consent at 

the start of the interview. Consent was provided for nine statements, for 

example confirming that they had read and understood the information sheet, 

knew that they could withdraw from the study at any time, and agreeing to the 

interview being audio recorded and shared with an external transcription 

company.  
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5.2.5 Reporting  

We have reported data following the standards for reporting qualitative 

research: a synthesis of recommendations (O’Brien et al., 2014) and the 

consolidated criteria for reporting qualitative research (COREQ) (Tong et al., 

2007).  

As part of a wider study about families’ experiences during the COVID-19 

pandemic, parents were also asked questions about their understanding and 

management of COVID-19-like symptoms (Hodson et al., 2021) and adherence 

to the COVID-19 guidance (Woodland, Hodson, et al., 2022b), and the findings 

from these responses are reported elsewhere.  

5.2.6 Analysis 

Analysis was conducted using Nvivo version 12 software (QSR International, 

1999). LW analysed the data using thematic analysis, the six-phase approach 

recommended by Braun and Clarke (2006). An inductive approach was used 

from a positivist epistemological position. Once all the interviews were complete 

LW listened to all the audio recordings and checked them against the 

transcripts. All transcripts were read for a second time, and notes were taken 

about key ideas. Transcripts were read in full for the third time, and data were 

inductively grouped into initial topics drawn from the notetaking phase. These 

initial topic groups were not distinct, and data could be assigned to multiple 

groups. Data within the topic groups were coded into initial codes, which were 

reviewed and re-coded three times. During each stage of re-coding, data not 

relevant to the study aims were removed from the analysis, and with the aim 

that the data would be coded exclusively to one topic group. Themes and sub-

themes were defined after the re-coding phase was complete. Feedback from 

peer review resulted in a change in how the themes were structured. Not all 

authors were involved in every discussion although at least one other author 

was involved in creating the initial topic groups and reviewed the coding at each 
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stage of the process. We resolved disagreements through discussion until an 

agreement was reached between all authors.  

5.3 Results 

5.3.1 Participants 

Thirty parents who were mostly female (67%, n=20) with a mean age of 39 

(standard deviation = 9; range: 24 to 64 years) were included in the study. Most 

parents were married/cohabiting (70%, n=21) and had two or more children 

(70%, n=21). Further parent and children’s characteristics are presented in 

Table 5.1. All parents had at least one child who was not attending school 

because of the pandemic, although six were not in school before the closures 

and were the younger sibling of another relevant child (total children n = 70). 

The children's ages ranged from two weeks to 18 years, with a mean age of 

eight (mode: 10 years, n = 8). 
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Table 5.1 Parent (n = 30) and children (n = 70) characteristics. 

Characteristic  Frequency (%)  

Gender of parent 
Female 20 (67%) 

Male 10 (33%) 

Ethnicity of parent 

White  20 (67%) 
Black, African, Caribbean, or Black British 5 (16.5%) 
Mixed or Multiple ethnic groups 3 (10%) 
Asian or Asian British   2 (6.5%) 

Marital status of parent  
Married / Cohabiting 21 (70%) 

Single / Separated 9 (30%) 

Work status of parent 

Full-time (Working over 30 hours a week) 20 (67%) 
Part-time (working 8-29 hours a week) 5 (16.5%) 
Home-maker 3 (10%) 
Student 1 (3%) 
Maternity Leave 1 (3%) 

Household income 

Under £30,000  12 (40%) 

£30,000 - £50,000 8 (27%) 
Over £50,000  10 (33%) 

Level of education of parent 
 ≤ A-level or equivalent 12 (40%) 

 ≥ Degree or equivalent  18 (60%) 

Living region of parent* 

Yorkshire and the Humber 5 (16.5%) 

East of England 4 (13%) 
Greater London 4 (13%) 
South West 4 (13%) 
West Midlands 4 (13%) 
North West 3 (10%) 
South East  3 (10%) 
East Midlands 2 6.5%) 
North East 1 (3%) 

Keyworker status of the 
parent 

No 25 (83.5%) 

Yes 5 (16.5%) 

Number of children in the 
household 

1 9 (30%) 

2 12 (40%) 
3 3 (10%) 

4 and over 6 (20%) 

Age of children (years)* 

0 - 4 23 (33%) 

5 - 8 13 (18.5%) 
9 - 12 17 (24%) 
13 - 16 14 (20%) 
17- 18 3 (4%) 

Usual education setting of 
children 

No childcare 6 (8.5%) 

Nursery 6 (8.5%) 
Pre-school 5 (7%) 
Primary 33 (47%) 
Secondary 16 (23%) 
Sixth form/College 4 (6%) 

*Percentages do not total 100 due to rounding errors. 
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We identified three themes and eight sub-themes relating to how families coped 

with the COVID-19 lockdown: (1) families’ dynamics, circumstances, and 

resources; (1.1) home-schooling; (1.2) available resources and social support to 

home-school; (1.3) time spent on education; (1.4) parents’ employment status 

and family characteristics; (2) changes in entertainment activities and physical 

movement; (2.1) reduced social interactions and choice of entertainment 

activities; (2.2) physical activity; (3) worries about the COVID-19 pandemic; 

(3.1) media and information; (3.2) worries about health.  

5.3.2 Theme 1: Families’ dynamics, circumstances, and resources 

A summary of the factors described in Theme 1 are presented in Table 5.2. 
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Table 5.2 The factors that affected how families coped with the COVID-19 
school closures and lockdown measures in relation to Theme 1: Families' 
dynamics, circumstances, and resources. 

Theme 1: Families’ dynamics, circumstances, and resources 

Theme 1.1: Home-schooling 

• Parents were “not teachers,” and they felt unable to adequately teach their children. 

• Parents had three key feelings of “mum or parent guilt:” (1) children had not learned enough 
(2) what they had taught their children was not right and (3) they were a bad parent. 

• Home-schooling was a constant “battle” between parents and children. To mitigate this, 
parents appeared to adopt a child-led approach to ensure their children did “some work.” 

• Parents appreciated the autonomy they had to be able to educate their children about topics 
they wanted when home-schooling.  

• Parents appeared to place a particular value in teaching their children skills that made them 
“self-efficient,” such as, cooking and managing money, which were skills parents felt were not 
taught in schools. 
 

Theme 1.2: Available resources and social support to home-school. 

• Parents were “reliant on technology,” and home-schooling was commonly impeded by having 
inadequate resources to home-school.  

• Support with home-schooling from partners and older siblings facilitated home-schooling.  

• Children needed support from their school teachers to mitigate gaps in their education due to 
topics parents were unable to teach. 

• Children with special educational needs were particularly disadvantaged; they did not have 
access to the “tailor-made” resources that they had when they were in school.    
 

Theme 1.3: Time spent on education. 

• Parents preferred to home-school their children in the mornings and for no more than four 
hours a day.  

• Parents struggled to keep their children engaged with schoolwork and used various methods 
such as incentives to motivate them to complete their schoolwork. 

• Schools that monitored children’s work facilitated their education. However, these systems 
also put pressure on parents and children to complete an amount of work that they felt was 
unattainable.  

• Children who were “self-motivated” and enjoyed the subjects that they were learning were 
home-schooling themselves and required less guidance from their parents and school. 

• Children who were revising for exams appeared to be less motivated to continue their 
education than children in formal lessons.  
 

Theme 1.4: Parents’ employment status and family characteristics. 

• Parents working from home found it “challenging” to work and care for their children.  

• Parents working but not from home struggled with not being available to support their children 
during the lockdown.  

• Organisations that “looked after” their employees were key to helping parents cope with the 
difficulty of working during lockdown.  

• Financial or job insecurity was a common burden on parents. 

• Parents with only children appeared worried about how their children were coping and 
developing without having any social interactions with other children. 

•  Parents reported the main benefit of lockdown was that siblings and families had “bonded.” 
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5.3.2.1 Theme 1.1: Home-schooling 

Parents reported numerous frustrations and difficulties with home-schooling. 

Parents commonly reported that it was challenging to home-school whilst 

managing their other responsibilities. Parents were worried about times they 

had prioritised other essential tasks over home-schooling and how this would 

impact their children. In addition, parents who had to home-school several 

children with different abilities, needs and schoolwork, reported increased 

difficulties.  

“The age differences between my four, I mean that it’s really difficult 

to get … to be able to … it’s like I need four of me, to teach them. 

Because it’s really hard to keep them … it feels a bit like spinning 

plates. Like, you go to one, ‘How’re you doing with this?’ The other 

one calls you, so you’re back over there, but at the same time you’re 

still trying to help that one, and it’s just kind of ‘Oh, dear Lord, this is 

too much,’ <laughs> ‘this is really hard ...’” (P08) 

Parents felt they did not have the adequate skills to teach their children and 

commonly claimed “I’m not a teacher,” which they worried could be to the 

detriment of their children. 

“I’ll be honest, I’ve got a masters degree in business. But that’s all 

I’ve got… So, what we’re doing is writing names and stuff like that. I 

can do that bit. That bit’s fine. Jigsaws and recognising letters and 

numbers is fine. I can do that bit. But then, when it comes to like, ‘Oh 

H**, can you help me with my science test,’ ‘Oh, bloody hell, I don’t 

even think I learnt this bit!’” (P15) 

Parents had three key worries about home-schooling, which appeared to create 

feelings of guilt: (1) children had not learned enough, (2) what they had taught 

their children was not right, and (3) they were a bad parent; 
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(1) children had not learned enough: 

“I worry … I mean in some ways I’m quite lucky. S***’s only five, so 

the amount of schooling he’s gonna miss, he’ll be able to pick up 

quite quickly, but you do think what are they missing, am I doing a 

good enough job? When he goes back to school, are they gonna 

think we haven’t bothered to do anything? I suppose it’s how are you 

gonna be judged by the job that you’ve done looking after them?” 

(P12) 

(2) what they had taught their children was not right: 

“I haven’t got a clue what I’m doing and I wouldn’t know where to look 

to get ideas of resources to … it has definitely … plays my mind and 

that’s to be honest I’m thinking about [inaudible word] going forwards 

is, we might need to be making a bit more of a conscious effort in 

terms of that side of things. I know she’s getting out of bed and 

getting her exercise every day and that’s happening. But 

academically, I’m a little bit worried in terms of how we’re doing with 

it. And I’m not sure if we’re doing it right.” (P20) 

(3) they were a bad parent: 

“‘I’m a bad mum,’ that’s what I just kept saying to my friends, ‘I’m a 

bad mum.’ I don’t want to do schoolwork with him, because I was 

waking up with this anxiety, because I know at some point he’s gonna 

cry… So, I’m just … trying to do what I can, but I do not feel he’s 

nowhere near as ready for high school. And that’s my worry, ‘cause 

he’s due to start high school in September and my worry is that, ‘My 

Mum has messed me up!’ <Laughs>” (P11) 

Parents commonly reported home-schooling was the most challenging aspect 

of being in lockdown. Parents reported there were often frustrations on both 

sides, i.e., from parents and children, which arose when they were home-

schooling, and that home-schooling regularly resulted in arguments. Some 

parents reported it was a “battle” each time they tried to initiate home-schooling; 
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children felt they did not need to do any schoolwork because they were not in 

school, and parents were unable to “try and get them to understand the 

importance” of home-schooling. Parents were concerned about the negative 

impacts on their relationship with their children due to the “battle” they had 

experienced. To mitigate the adverse effects on the parent-child relationship, 

parents suggested that the arguments due to home-schooling were not “worth 

it” and would not “force” home-schooling.  

“I don’t want to force her to do stuff at the expense of our relationship, 

whilst we’re also all stuck together in … it’s one thing to do that when 

she has time away from me and she’s got other alternatives of people 

to go to. But, when I’m her only source of entertainment during the 

day and her only support network, I don’t want her to be in a position 

where she doesn’t want to come and talk to me about other stuff, 

because she’s mad at me for making her do schoolwork.” (P24) 

Parents commonly used a “child-led” approach when teaching to mitigate 

arguments occurring and to get their children to do “some work.” For example, 

“we’re trying at the moment just to make it fun and to drip feed a bit here and 

there when he’s interested. I guess being led by him and when he’s ready,” and 

“the fact that she’s doing something she wants to do at a time she wants to do 

it.” A similar child-led approach was observed when parents reported they had a 

“relaxed approach,” not a “strict schedule,” and were “flexible” with home-

schooling. In addition, to help families cope with home-schooling, parents were 

trying “not to pressure” themselves when children were not engaged in 

schoolwork and suggested children “have enough to worry about.”  

“I think we’ve been quite relaxed with the whole teaching situation. 

I’ve more focussed on the things that they enjoy doing. I’m not a 

qualified teacher, hands up to every qualified teacher out there, I 

don’t know how they deal with 30 children in a classroom at once, 

because trying to wrangle two of them <laughs> is not always easy! 

So, I have much respect for all the teachers out there because I think 

they do a fantastic job. But… there are days where we’ve done no 
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learning at all because they’ve both woke up on the wrong side of 

bed and the moment you put a workbook in front of them their like, 

‘Erm … no.’”  (P26) 

However, some parents felt important topics were absent from the curriculum 

and found the autonomy to be able to teach their children these topics 

beneficial.  

“So, we’re using this time as well, to learn a few lessons. I have also 

been using this time, to step away from things outside of curriculums. 

So, I’ve been downloading activity booklets from the internet on Black 

history, icons such as Harriet Tubman, Marcus Garvey. I have been 

speaking to him about his history and learning about the Maroons, 

which we are descendants of. So, I’m just trying to educate him with 

things that are missed in the curriculum, but I think are equally as 

important to him as him knowing who Oliver Cromwell is and 

<laughs> your Churchills.” (P11) 

Similarly, parents reported the benefits of “non-syllabus” and “non-curriculum” 

learning, such as learning from the environment rather than textbooks.  

“School is very syllabus-driven, but we’re trying to use things around 

us to learn, as well. For example… we’ve discovered that it [fox] has 

its den underneath their [neighbours] shed, and then probably three 

days ago, we’ve seen that it’s got six cubs. So, we’ve got this sort of 

nature case study on our doorstep. So, we’ve set them off to learn 

about foxes...” (P27) 

In addition, parents reported the importance of teaching children “home-skills” 

(e.g., cooking and cleaning), and “life-skills” (e.g., managing money, “well-being 

and personal development”), skills that parents felt made children “self-

sufficient” and that were not taught adequately in schools.   

“Your child needs to be at home, relaxed, be their self, confident in 

who they are, and their ability. They don’t need to learn 100 different 

pages of science or maths. Just do simple life skills with them. Teach 
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them how to do the bed, teach them how to clean the floor, teach 

them how to bake a cake, or something like that, that you as a parent 

you feel happy doing. That’s the skills that they’ll need and all the 

other skills, yes, the education, the curriculum requirements, they can 

do that at school.” (P22) 

Furthermore, parents appeared to reflect on how much housework they did and 

that they may not have identified the need for their children to learn these “self-

sufficient skills” and observed the benefits of them learning these skills without 

the school closures.  

“I think so. I think she’s become more confident in the kitchen … 

d’you know what I’m going to make her sound so stupid, but she 

wanted to make Super Noodles the other day and she put the hot 

water in and I was like ‘Did you turn the stove on? Is there actually 

gas underneath it?’ you know. ‘Yeah, so you need to turn the stove 

on.’ ‘Oh yeah! … cutting the vegetables after you’ve taken the plastic 

off, or just little things like that. It’s just like ‘Hold on a minute, you 

don’t know how to do these simple things?’ and they’re just things 

that I think that I just took for granted that she would know how to do 

but why would she know? If she’s never had to do it.” (P01) 

5.3.2.2 Theme 1.2: Available resources and social support to home-

school  

Parents reported that inadequate resources made home-schooling difficult. In 

particular, parents felt “reliant on technology” because children commonly 

needed regular access to a computer, which affected the amount they could 

home-school. Schoolwork was commonly accessed via school platforms and 

apps, and lessons were moved online. Furthermore, parents working from 

home also needed regular access to a computer for their work. Parents 

commonly reported that they had not worked from home before or sporadically, 

such as when their children were off school due to illness, so most parents 

reported they did not have an office at home. Some employers pre-empted the 
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lockdown and supplied office equipment which helped reduce the technology 

burden on families. However, parents commonly reported financial concerns 

about buying new equipment or could not buy what was needed to adequately 

home-school. Regardless of families’ financial capacity, unstable internet 

connections and school websites crashing due to high demand were common 

barriers to home-schooling.  

‘I’m a bit annoyed,’ because nobody checked to see who actually had 

any form of internet access at home and if they could access Google 

Classroom. Because I don’t have … my iPad doesn’t work with 

Google Classroom because it’s that old. My school … my work laptop 

doesn’t work with Google Classroom because it is blocked to Google 

Drive. So, we’re having to use the phone app.” (P11) 

Teachers were trying to support families who had resource difficulties. However, 

most of the solutions resulted in other challenges. 

“And things like, I mean we don’t have a printer, so everything is just 

a million printouts. And so, I emailed the school and said, ‘Is there a 

way around this?’ And they said, ‘Just write the answers down’. Well, 

that’s fine but a lot of H***’s fractions this morning was shading in the 

shapes. So, I’m sitting there, every day I’ve literally just been writing 

the worksheets out, which is not ideal.” (P19) 

Families that had the resources to home-school also used technology as a 

learning tool to enhance their children’s education, such as searching for 

information or watching educational programmes (e.g., “I’m trying to get him to 

watch YouTube videos on how do you work out the area of a triangle”). In 

contrast, some parents would discourage their children from using technology to 

help them with their schoolwork, suggesting they could not access the internet 

in class or for exams.  

Parents often reported that they had bought new equipment to reduce the 

difficulties they had experienced from sharing equipment within the home. In 
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addition, parents reported issues with equipment to home-school was a 

common source of arguments between siblings. 

“In terms of the house, we have Wi-Fi, but in their bedrooms, 

certainly A*** and B***, so my eldest and middle one, they’re slightly 

further away from where the hub is. So, when it comes to working on 

the laptop in their rooms, the connection’s very sketchy, so they have 

to then come into one of the communal spaces, to do those bits of 

the work. And then that leads to fights over whose turn it is on the 

laptop <laughs>.” (P27) 

Arguments were also common when families did not have the space to work, 

such as separate rooms for siblings and parents to work without distractions 

from their children.  

Social support appeared to facilitate home-schooling. Parents with partners and 

older children who supported them with home-schooling alleviated the pressure 

on parents to teach. Parents suggested older siblings were especially useful in 

aiding their younger siblings’ education because they had recently learned most 

of the topics and were creative when they taught.    

“Yeah, and then the other thing I’ve been doing as well is getting the 

two older ones also to work with my four-year-old as well, because 

they so enjoy that, it’s nice for them to have an older brother or sister 

working with them, and it adds a bit of variation from either mum or 

dad doing it. And sometimes I feel as well that they can put things 

across in quite a fun way that I might not necessarily be able to. So, 

yeah, kind of using them as teachers as well for each other.” (P18) 

Resources and support from the school were also vital, such as providing 

schoolwork and information about when the schools would re-open. Due to 

schools suddenly closing, teachers had to rapidly adapt and disseminate their 

lessons for online learning, and some schools were better than others at doing 
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this. Some parents felt they had no guidance on how to educate their children, 

such as the topics appropriate to their children’s age and ability.  

“… or a guideline of what we should be doing or stuff like that, d’you 

know what I mean? Or … but, there’s really just … we’re kind of just 

fumbling about in the dark …” (P13) 

Furthermore, children who had extra support in school because of their 

individual needs appeared particularly disadvantaged in the support they 

received from schools. The additional support ceased, and schoolwork was not 

“tailor-made” to children’s unique needs.   

“Yes, he was going out, a lot of also his and where he’s behind is to 

do with his speech, and he was going out twice a week with a 

teaching assistant, like a communications group, and she was doing 

work with him, with other children who were also behind on their 

speech. And obviously he’s not getting any of that support, so yeah, 

obviously that is going to then make him behind, because 

unfortunately we can’t access that with being at home.” (P18) 

The school closures also highlighted that schools are not solely used for 

educational purposes but also as a source of psychological support. Parents 

appeared to appreciate when schools kept in regular contact with them and 

when their children could contact the school. For example, a parent suggested 

that if their child was “upset” and “don’t want to talk to us…they’ve got 

somebody, their teachers,” which reassured parents. However, some parents 

felt there were “no actual support put in place,” had sent “token email[s],” and 

“deep down…there’s nothing you [school] can do if I said, ‘Oh, it’s a really bad 

day.’” 

5.3.2.3 Theme 1.3:  Time spent on education 

The amount of education that was carried out within the home ranged between 

families, but parents commonly reported fewer than four hours a day. The 

mornings appeared to be the preferred time families allocated to home-
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schooling. For example, “if they can get two or three hours done in the morning, 

well then, I think that’s quite good” and “focus for a couple of hours in the 

morning with learning is better than nothing.” For children who needed more 

care and attention from their parents, usually pre-school age, the distinction 

between teaching their children and supervising them appeared less clear. 

Therefore, parents found it challenging to report the amount of teaching done.  

Most parents reported difficulties with keeping their child’s concentration on 

educational activities for what they felt was an acceptable amount of time. 

Parents suggested that it was difficult to keep their children working for 

prolonged periods without the structure of the school day.   

“But as a primary aged child, their attention isn’t quite there yet, so he 

did the piece of work, or answered some questions and then, ‘All 

right, that’s done, I’ve finished! But actually, there was more for the 

task that he needed to do, but he wouldn’t hear any more. So, things 

like that, ‘cause then it’s very difficult to bring him back onto the task, 

because in his mind, he’s now completed it. Whereas in a classroom 

environment, it’s, ‘Actually no, there’s still another 20 minutes of this 

class going on, so you’ll carry on and do this!’ But without that 

structure of a school day in terms of almost like the end of the lesson 

and the bell goes.” (P27) 

Parents used incentives to encourage their children to complete their 

schoolwork, such as parents would reward their children once they had spent a 

specific amount of time on their schoolwork or had completed a certain amount. 

Children were commonly rewarded with an allowance of time that they could 

spend on non-educational activities (e.g., they could watch a film or play 

computer games).  

In addition, parents in employment (excluding furlough) felt they could not 

monitor their child’s schooling and spend time helping them with their 

schoolwork compared to if they did not have to work, which concerned parents.  
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“…there’s an immense amount of guilt involved in us still, or me 

specifically working fulltime and trying to look after him, and pay him 

enough attention and there’s also, you get a lot of … on social feeds 

or on newspapers and things, of amazing things you can do in the 

lockdown, or don’t waste your time and do this and that … and 

there’s a frustration that if you are still working and you haven’t been 

furloughed or you haven’t been … means that you can’t, that you’re 

missing out on some of the opportunities that other people are getting 

from it.” (P12) 

The schools that monitored children’s schoolwork were reported as a benefit 

because they reassured parents that there was some oversight in their child’s 

education and motivated the child. 

“…not threat, but we always used to have to do his homework in the 

evening because his teacher would mark it the next day, so there 

was a reason why it had to be done. Whereas mummy says so 

doesn’t always swing it with him.” (P12) 

Furthermore, children who could contact their teachers appeared more engaged 

with home-schooling, and a lack of support from their teachers was a barrier to 

home-schooling. The feedback from teachers’ comments and from schoolwork 

that had been marked was vital in facilitating children’s education.  

“But I suppose, a little bit more involvement from the marking side of 

things, would probably help the parents, I think. Even if it’s sort of to 

then, start the week with, ‘OK, all the work you did last week has 

come back from the teachers and this is some of the stuff they’ve 

said,’ I suppose it helps to frame the following week’s work, or the 

work that they’re doing. ‘cause otherwise it’s just a bit of a black hole 

for the children. They do it and there’s never any feedback to that, 

other than what we’re doing with them. But again, we don’t know if 

what we’re doing is right, so we just go, ‘Yeah, that looks good!’” 

(P27) 
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When children were unable to contact their teachers, they left items blank or 

unable to progress when they did not “understand” their work. Without any 

resolution to these issues, children became demoralised, and these feelings 

increased as the number of outstanding issues increased. Parents who were 

able to provide feedback on their children’s schoolwork somewhat mitigated the 

lack of support from teachers.  

However, schools with systems that monitored children’s work and progress 

also had some drawbacks. Some school monitoring systems were private, i.e., 

only a student and their parents and teachers could view the pupil’s schoolwork. 

But some systems were public, and everyone in the school or school year could 

view everyone else’s work, which provided mixed reviews from parents. These 

open monitoring systems appeared to encourage children to complete their 

schoolwork and provide a support network that families found beneficial.  

“And they also had to sort of like show you how to make a wand and 

all this sort of stuff. So that was quite nice. They both did that. And 

then what you do is you scan it and you upload it to the website, and 

the teachers … oh, you email it to them and then the teachers put it 

up on the website, so that all the work is seen. So they can see… the 

most helpful thing I think, is that they can see that other children are 

being made to do it as well <laughs>.” (P08) 

However, the openness emphasised the amount of schoolwork or activities that 

other families had done for some parents, which made them feel inadequate. 

Similarly, schools that suggested numerous tasks and activities (publicly or 

privately) also had mixed reviews from parents. Some parents found this 

beneficial and suggested that the numerous tasks helped keep children 

entertained whilst continuing their education. However, some parents felt 

pressured to complete all the activities listed, resulting in parents and children 

worrying about any incomplete tasks.  

“So, for example the document that we have access to on a weekly 

basis is basically a gridded A4 sheet that gives you suggested 
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activities from Monday to Friday and Monday might say mathematics, 

cover this, Tuesdays might say outdoor learning, Wednesday might 

be reading, writing but there’ll be some various suggested things 

within that… They’re all great suggestions and we could come up 

with hundreds ourselves, but it’s the way that they’re almost 

described, you inevitably feel pressured to cover them because you 

want to do the best for your child… you’re automatically putting 

yourself into a box and setting yourself up to fail because there aren’t 

enough hours in the day, even though we’re at home for 90% of the 

day.” (P25) 

Feeling supported and not pressured by their school mitigated some of the 

difficulties families had with home-schooling; school monitoring systems that 

provided entertainment, educational activities, and feedback on schoolwork 

helped keep children engaged.  

Children’s personal characteristics were also an essential factor that impacted 

the amount of home-schooling, irrespective of parent and teacher input. Some 

parents reported their children were “self-motivated,” and parents were less 

concerned about being unable to monitor or assist them with their schoolwork. 

Alternatively, some children needed more “push” and direction in their 

schoolwork. In addition, the amount of schoolwork that schools expected 

differed, which parents found difficult to manage between siblings; children 

appeared to feel resentful when they had more schoolwork than their siblings.   

“Do you know what I mean? It’s like, ‘Hang on a minute, how come 

I’ve got 15 pieces of homework today and C***’s lying in bed playing 

Animal Crossing?’” (P06) 

Furthermore, the subject matter and children’s interest in a subject appeared to 

influence children’s motivation. Children interested in a topic would stay focused 

and engaged for extended periods than topics of less interest. In these 

instances, parents felt reassured that they could leave their children without 

monitoring their schoolwork. However, some parents were concerned that their 
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children spent less time or ignored subjects they found less interesting and 

therefore, parents still had to motivate their children to engage with these topics. 

Keeping motivated appeared particularly difficult for children who were revising 

for exams than children in standard lessons or education. Families struggled to 

navigate and keep children focused on revision when there were uncertainties 

about exams being held. Parents were uncertain if exams would be cancelled 

and, if so, how children’s schoolwork would be graded. Children felt they were 

revising unnecessarily and were frustrated by the “waste” of time they had spent 

on revision but that they had to continue to revise, which left children feeling 

“deflated.” 

“My son, who’s 15, was due to sit his GCSEs this summer, so that’s 

been a little bit of a bombshell, to be honest, for him. Yeah, so I was 

particularly interested in contributing from that perspective as well, 

because it’s really, really had a massive impact. It’s had a massive 

impact on all of us, but I think for him particularly, he feels like the 

rug’s been pulled from under his feet.”  (P06) 

Schools appeared to take different approaches to manage the uncertainty 

surrounding exams. Some schools informed children of their “final grade” if 

teachers graded their work. In these instances, some children were pleased 

with their expected grades, and parents suggested this reduced the amount 

they revised. These parents worried their children would be less prepared if the 

reported grades were not “final” because the grading system changed, or 

exams were to happen as usual.  

“Yeah, I’m not too worried about it. The only thing is, if they back-

pedal and then they go, ‘Oh, actually, this is gonna lift in three weeks 

and actually, you could sit your exams.’ And I don’t know if that’s a 

potenti … I don’t know how likely that is, but because it’s not crystal 

clear, ‘Here’s your grades,’ ‘Here’s your certificates,’ I’m a bit 

worried.”  (P15) 
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Alternatively, some schools confirmed that exams would not happen and 

children’s grades, which helped families manage the uncertainty about exams. 

However, this was difficult for children who felt they could have done better in 

exams and did not have the opportunity to show their full potential.  

“…P*** is more happy because he’s been told that he’ll get his 

literature result will get based on his mock and predicted grades, so 

he’s expected more than he thinks that he would have done in the 

exam. R*** is a bit upset because, being profoundly deaf and that, 

obviously having learning disabilities, she thinks she could have done 

better in the exams than her mock exam, so … mixed feelings 

basically.” (P14) 

5.3.2.4 Theme 1.4: Parents’ employment status and family 

characteristics  

Parents in employment appeared to have different stressors than parents who 

were unemployed or on furlough.  

“… I just feel that when you’re trying to do work or you’re trying to do 

things that it’s a little bit more harder, and I seem to have less 

patience because I’m trying to do stuff, than when the days where I’m 

not. I’m just like, ‘You know what? I’m just leaving everything today 

and I’m just gonna play,’ they’re the best, least stressful days.” (P02) 

Parents reported it was “challenging” and “really stressful” to concentrate on 

their work and look after their children when they were working from home. To 

combat this, parents commonly adjusted their working hours to work around 

their parental responsibilities. Parents reported they had formally changed their 

contractual hours, i.e., a change in work hours and pattern that parent and 

employer agreed upon. However, parents also changed their work hours 

without this formal agreement. Instead, parents worked informal hours when 

they had “some time to concentrate,” such as when their children were asleep 

or engaged in an activity that did not require (or required minimal) parental 
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supervision. As a result, parents often worked in the evenings, but they found it 

hard to concentrate because they were tired, such as, “after a day with a child, 

my brain’s fried.” The amount of parental supervision that children needed 

appeared to impact the amount parents changed their work hours; some 

parents reported they could mostly work uninterrupted. Therefore, they did not 

alter their work hours. Still, these parents had to stop working several times in a 

day when their children were “arguing,” “hungry,” or wanted help with something 

which demanded their parents’ attention. Parents reported they had to 

constantly switch between being a parent to an employee, parent to a teacher, 

and teacher to an employee throughout the day, which was tiring, and tasks 

took longer than usual.   

“But obviously because I’m doing my work and I’m running reports 

and working with high level of data, if he’s stuck, I have to break off to 

then help him. So, then it’s hard for me to get back into mine. So, my 

work kind of took a bit of a delay as well.” (P11) 

Parents who were employed but did not work from home also changed their 

work hours, although this was commonly due to ensuring children had 

appropriate supervision at home whilst they were working. In these instances, 

parents commonly felt less able to support their children during the school 

closures, which they found difficult.   

“I couldn’t continue to work in the evenings, it’s not something that 

suits me as a person, it doesn’t suit my lifestyle as a person. I miss 

putting my children to bed at night. That is the biggest thing I’ve 

missed is the Monday to Friday, while I’m at work, I miss putting my 

kids to bed. But it’s a small sacrifice on a temporary basis to be able 

to keep them safe and also do my job, which is important because 

my job keeps other people safe.” (P26) 

Parents’ employers impacted how parents coped with working and caring for 

their children. Parents who felt “looked after” and supported by their employers 

eased parents’ burden, such as, “[working] was giving me a bit of anxiety but 
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work were quite supportive.” Organisations that quickly implemented 

procedures that adhered to the lockdown guidance (e.g., moving employees 

onto furlough and working from home) helped parents cope with the lockdown. 

Alternatively, organisations that were not “forthcoming with the Government 

advice” was a source of stress, especially for parents who had to 

“unnecessarily” work in the office and reported feeling “scared,” “annoyed,” and 

“anxious.” Furthermore, how the Government advice was implemented within 

organisations had caused “contention” between employees with children and 

those without. Parents experienced anger from non-parents who felt unfairly 

treated by organisations that prioritised parents in certain situations, such as 

organisations that prioritised furlough for employees with children.  

The pressure on parents who were employed during the school closures was 

highlighted by parents who moved from working to furlough and parents who 

had taken annual leave. These parents reported “relief” and felt the 

“psychological pressure has been lifted” when they no longer had to work.  

“And in the last week I took a few days off work, and I was kind of in 

two minds about it, [interviewers name], because you’re like, I really 

don’t want to use my annual leave to just sit in the living room, but I’ll 

be honest in that it’s been really stressful trying to be productive at 

work, keep an eye on all the kids’ schoolwork and trying to keep them 

in a routine and make sure everyone gets fresh air and make sure 

that we can find toilet rolls and you know, I’ve kind of just got to a 

point where I thought, ‘This is just actually too much.’ For the past 

week I’ve had some time off and it’s been lovely.” (P06) 

However, parents who were unemployed or had employment insecurity had 

stressors. Parents commonly reported the household income had decreased 

and struggled to make up for the loss in income, which was a source of worry. 

“My wife’s a teacher and this year she’s been doing supply teaching, 

which has been fantastic and a really good opportunity for her, but at 

the same time, as soon as they closed the schools, J*** didn’t have 
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any work. Because unlike other teachers, who will be going in and 

however they’re balancing the workload with the keyworkers’ 

children. But as a supply teacher, they’re covering teachers that are 

off sick. And also, this year, I’ve been taking a bit of a career-break, 

so I haven’t been working. Suddenly we were faced with zero 

income.” (P27) 

Some parents reported financial difficulty because of nursery fees; some had to 

continue to pay the fees (and be in credit) otherwise their child would lose their 

nursery place when nurseries re-opened. Some parents reported that the 

nursery would not stop their payments or refund unused hours. However, not all 

parents reported financial worries, and some parents felt financially better off 

than before the school closures due to fewer expenses.  

Parents reported that they had struggled to buy certain foods or had bought 

more expensive items because their usual cheaper brands were unavailable. 

Although this caused some parents “anxiety” and “worry,” they reported they 

could adjust their shopping with alternative items. However, parents with 

children who needed nappies, baby food, and milk formula reported increased 

worry because they could not find suitable alternatives to these items.   

Parents with one child seemed to worry about their child’s development, 

loneliness, and boredom. In contrast, parents with multiple children appeared 

less concerned with these issues but commonly reported difficulties managing 

arguments between siblings. However, parents reported the “forced” interaction 

between siblings had some benefits and suggested their children had “got on 

better,” building “stronger relationships,” “friendlier towards each other,” and had 

“bonded.”  

“Yes, I guess … them sort of dedicating time to play with each other. I 

think that’s a nice thing. They wouldn’t normally do that if they knew 

they only had a certain amount of time. They’d probably pick playing 

on the PlayStation or on the iPad over playing with each other. But 

now they’re finally getting a bit bored with those things. So, it’s like 
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‘Oh, let’s actually play a real game, where we use our imaginations 

and play as friends.’ So, I’d like that to continue. I don’t know if it will 

once, they actually start seeing their actual friends again. You know, I 

mean … they have nice relationships as siblings, but it’s nice seeing 

them actually make proper friendships with each other as well. So 

that’s a nice thing, yeah.” (P08) 

Similarly, large families or families with limited space reported “being 

underneath each other all day 24/7 is not ideal” and arguing more because they 

were “in each other’s space a lot.”  

In addition, parents struggled without the “break” and “lack of rest” because of 

caring for their “children 24/7” and suggested it was “exhausting.”  

“Yeah, the nine-year-old and the 10-year-old have definitely had 

some real hormonal meltdowns about different things. I think as well, 

because you’re all clubbed together, normally you have a bit of a 

break, I feel myself as an adult, I could just do with having a break for 

five minutes in a silent room, and I think that they feel the same. 

Normally you’re going to school, or you’re going to work and have a 

bit of a break from each other…” (P18) 

Individual roles and responsibilities appeared to change within families to adapt 

to the new ways of working together, such as “I used to come home around six 

o’clock and obviously the kids at school, now basically she’s [partner] literally 

divided all the [house] work.” Similarly, traditional gendered roles changed, “I 

feel like those roles have probably levelled in terms of percentage of time and 

percentage of overall responsibility” and “I didn’t realise how much me wife did, 

before she started this four ‘til eight shift, with the kids and cooking tea and 

everything else.” 

Furthermore, parents felt strained from “putting on a brave face” and trying to 

hide their worries from their children and trying to keep “upbeat” and “positive” 

for them.  
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“<Pause> I … I’m trying. I had a bad day last weekend and I tried to 

not let C*** see it. And you know, I had a little bit of a cry, and he 

says, ‘Mum, are you OK?’ And I says, ‘Oh, my hay fever, it’s getting 

in the way.’ And he was happy with that. But the fact is, I was so low. 

I was … it hit me, and I could not stop crying. I couldn’t get out of 

bed, I had to force myself to feed him. Then I burnt the dinner and I 

thought, ‘Aaargh!’ You know, so everything was just bad.” (P11) 

5.3.3 Theme 2: Changes in entertainment activities and physical 

movement 

A summary of the factors described in Theme 2 are present in Table 5.3. 
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Table 5.3 The factors that affected how families coped with the COVID-19 
school closures and lockdown measures in relation to Theme 2: Changes 
in entertainment activities and physical movement. 

Theme 2: Changes in entertainment activities and physical movement 

Theme 2.1: Reduced social interactions and choice of entertainment activities. 

• Parents commonly felt their children were coping well with lockdown and “adapting to the new 
situation.” 

• Some positive behaviour changes were identified, such as children were “less tired” and had 
“less anxiety.” 

• Due to school clubs and activities being restricted, parents felt there was more time during the 
day, and they were less “rushed” in the evenings, which resulted in a “relaxed” home 
environment. 

• Families were able to spend more time together, which led to “understanding” each other 
better.   

• Still, there were a range of adverse behaviour changes, such as children being “more 
anxious,” “clingy” and “lashing out.” 

• Families struggled with the closures of non-essential shops and entertainment organisations 
and being limited to “in-house” activities. 

• Struggles with coping with the lockdown increased when special events were cancelled, and 
life milestones were missed. 

• Parents struggled to keep their children entertained due to limitations on the activities they 
could engage in, including socialising with friends and non-household family members. 

• Socialising in person, via technology, and continuing online activities helped families cope. 

 
Theme 2.2: Physical activity 

• Parents encouraged their children to exercise, suggesting it helped their children to “burn off 
energy” and maintain good moods and behaviours. 

• Some children were exercising more than they would if they were in school and others less, 
which concerned parents. 

• Parents would try to keep their children active by inventing new ways to keep them engaged 
with activities that result in physical movement.  

• Physical movement was facilitated by technology, such as after school clubs and exercise 
classes that had moved online. 

• Parents struggled to motivate themselves to stay active but were motivated to do so to 
encourage their children to keep active and maintain their family’s well-being. 
 

 
5.3.3.1 Theme 2.1: Reduced social interactions and choice of 

entertainment activities 

Most parents were surprised about how well their children were coping with 

adhering to the lockdown guidance, and suggested their children were 

“resilient,” “accepting,” “taking it in their stride,” and “adapting to the new 

situation.” Parents also reported some positive behaviour changes that they had 

observed in their children, such as they were “less tired,” “more interested in 
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other things,” “more relaxed,” had “less anxiety,” and “more settled and sleeping 

better.”  

“I really felt like I was gonna struggle with his behaviour and it was 

gonna be really hard work, but I feel like he’s kind of, he’s been great 

with it. His behaviour’s so much better, I don’t know if it’s because 

he’s getting, he’s got the whole attention of both of us and he’s with 

us and he just feels more secure, attachment is securer. But he’s 

been … obviously the odd time where we have to talk to him, but he 

has, he’s been really good.” (P02) 

Furthermore, parents commonly reported that the days were less “rushed” and 

“busy” than before the school closures. Families commonly reported that a 

week-day evening included lots of essential and mundane tasks, and then it 

was bedtime, such as helping with their children’s homework, travelling home 

from work, picking up and or dropping off children at an after-school club or 

activity, making and eating dinner, and tidying up the dinner plates and house. 

Whereas parents felt that as well as spending more time together as a family 

which they enjoyed, their children were also more “chilled” and “relaxed” and 

without “school pressures,” the atmosphere in the home was “nicer.” In addition, 

parents reported changes that they had made due to the guidance that parents 

wanted to continue, such as for children to help them with the housework, 

taking regular family walks, “spending the time to answer his questions instead 

of dismissing it,” playing games as a family, being less wasteful with food, “less 

of my being on my phone… and more time spent with them,” and “more 

hygienic.” 

An apparent positive to the lockdown was that families could spend “more time 

together” and “quality time,” which helped families cope with the lockdown. 

Families were having “diverse conversations,” “sitting down together,” 

“connecting as a family,” watching TV and playing together more than they 

usually would. This time together resulted in parents perceiving their family to 

“understand” each other better.  
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“Yeah, funny, I was talking to … my mum was watching us, we were 

talking to her via this portal thing the other day, and she made the 

comment, and she just sort of said it off the cuff, but it’s actually really 

stuck with me. She said, ‘You’ve really got to know each other!’ And I 

just thought that was really cute! <Laughs> And I kind of understand 

what she means. I feel like I’ve learnt more about him by being with 

him more.” (P07) 

However, parents reported staying at home was difficult and “tricky” for families 

and suggested they were going “stir crazy.” In addition, parents reported a 

range of adverse behaviour changes in their children: “she’s starting to get a 

little bit loud, a little bit silly;” change in the amount of sleep (increase and 

decreased in the length of time, and increase in interrupted sleep);  “just fed up 

and she doesn’t seem to be playing as much;” “moaning;” “frustrated;” “become 

a lot quieter;” “short-tempered;” “more anxious;” “more babyish;” “can’t be 

bothered” attitude; more clingy; more angry; an “attitude” (e.g., answering back); 

“more hyper;” “lashing out;” “more tantrums;” “stroppy;” “more irritable;” “not 

listening;” “more grumpy;” and “more tears and upset over minor things.” 

Furthermore, it was particularly “confusing” for children who did not understand 

why they were unable to do the things that they usually could. Some children 

thought their parents were punishing them because they had been “bad,” rather 

than they could not do certain activities because of the guidance, which was 

“challenging.” 

Parents commonly reported that their family missed school, clubs, other non-

essential places that were closed (e.g., museums, libraries, and theme parks) 

and the freedom to “pop to the shops” when they wanted. In particular, families 

felt “gutted” when special events that had been planned before the lockdown 

were cancelled, such as family holidays, birthday parties and bar mitzvahs.   

“I booked seven months ago, back in October. Now I couldn’t go 

basically. So, it’s affected obviously everyone, not just socially but 
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mentally, physically and emotionally… Because my kids were looking 

forward to this holiday, since October.” (P14) 

Furthermore, children in their final school year had the added difficulty of feeling 

they had missed key milestones. 

“…she had a summer play that she was going to be doing, and 

bowling, other fun activities that they had planned after SATs, and 

none of that now is going to be taking place. And obviously there’s 

friends at the primary school that aren’t going to be going to the same 

secondary school as her... I’m just trying to calm her down really as 

much as possible. I do hope, for her and for the other children, that 

they do go back a little bit before the summer holidays so that they 

can do some of those last memory bits that they wanted to do, the 

signing of the shirts and a bowling trip and the fun things that you do 

to mark finishing primary school.” (P18) 

The limited entertainment options that families could do outside the home 

increased the activities they did within the home (“in-house activities”), such as 

arts and crafts, baking and reading. However, parents found it challenging to 

suggest new and interesting in-house activities; children had started to lose 

interest in these activities that were once new and exciting. 

“We’ve probably done more activities in the last three weeks than 

probably what we’ve done in the past year, spread out over time.” 

(P02) 

Parents reported that this was why some children struggled to get out of bed in 

the morning and suggested that there was “nothing really that fun to do.” 

Parents reported, “it’s the same thing every single day,” and “there’s only so 

much of that [playing in the garden], it’s going to wear off after a bit.” Parents 

reported limiting their children’s time on activities to prevent activities from being 

overused and children becoming bored with them. In addition, parents bought 

new toys and other items to keep children entertained throughout the day.  
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“I’ve found myself buying toys and … loads of arts and crafts. So, 

shopping trips are more expensive, but it’s not the food that’s making 

it more expensive.” (P13) 

Parents seemed to reflect on items they had previously refused to buy for their 

children and decided to buy them to increase the number of in-house activities 

available. Parents were less concerned about buying activities solely for 

entertainment when the activity also incorporated a “new skill” that their child 

could learn. Parents commonly reported their children were playing with toys 

and games that had been left unopened for years, highlighting the amount 

children were playing within the home.   

The lack of social interactions with friends and relatives was consistently 

reported as “very difficult,” “most challenging,” and “hard” for both parents and 

children.  

“He’s OK 90% of the time, but he will have his moments where he… 

like the other day he woke up and the first thing he said to me was, ‘I 

miss my friends’ and the whole day he was just… sad, I think is 

probably the best way to describe it.” (P12) 

Some parents suggested they were “overcompensating” with “treats” when their 

children were upset about the activities and social interactions that they were 

missing. Children were worried about the impacts of not being able to socialise 

with their friends, such as how friendship groups will “alter in dynamics,” and 

upset that their “friends aren’t talking” to them as much as other people in the 

same friendship group. Families commonly reported that they would regularly 

interact with their relatives because they would help with childcare. The change 

in routine made the lack of interactions more noticeable and difficult.  

“So that’s been quite a major difference in my wife’s weekly routine, 

and the girls in particular are absolutely missing their nan and 

granddad because they see them at least once a fortnight.” (P25) 
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Parents encouraged children’s use of computers, mobile phones, and other 

electrical equipment that they could use to socialise with their friends. However, 

parents reported that using technology as a means of social support was less 

beneficial for children who needed supervision and were less fluent and relied 

on “play” to socialise.  

“She’s had some Skypes with a few people, and some more than 

once, but it’s really hard, she’ll do the first couple or three minutes 

and then she’s not really that interested any more. She’s spoken to 

them, she’s seen them, done! But if they were here, she’d be playing 

with them and interacting with them a lot more and in a lot different 

way.” (P24) 

Some families socialised in-person, which helped keep children entertained and 

cope with friends and relatives that they missed. However, in-person socialising 

was irregular and mainly consisted of families having conversations at a two-

meter distance, through windows and for short periods. Still, parents reported 

the benefits of these sporadic in-person interactions.  

“Obviously we have a conversation, but they stay just in the doorway, 

or through the window and we stay out on the pavement. One time 

we did that, we did take the kids because then we had our exercise in 

the playing field near them, and it’s just nice for my dad and his wife 

to see the kids. We combined it with our exercise for that day, so that 

was quite nice.” (P27) 

Three other factors appeared to help families, particularly children, cope with 

the lack of social interactions and entertainment activities. First, children 

interested in in-house activities before the lockdown were able to continue with 

their usual activities. Second, parents would encourage activities that the whole 

household could engage in, keeping children’s interest in the activity for an 

extended time, and for everyone to enjoy the activity.   
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“She just dances on her own … she does, what’s it called, TikToks. 

We try to do that as a family. <Laughs> Me and her try to do it 

together. Sort of try and keep her a bit entertained.” (P01) 

Third, after school clubs and activities such as sports and dance clubs, army 

and police cadets were cancelled. However, some of these activities moved 

online, which parents commonly found beneficial, and suggested children could 

engage with their school friends, stay entertained, and appeared less bored.  

“They all, actually the other thing that, to a lesser extent, but they’re 

all members of sports clubs. The boys, both football; my eldest, 

rugby. T*** is football and hockey. And the coaches there … it’s all 

voluntary, so the coaches have been pretty good at sending out video 

clips of some football skills, or whatever that might be. And again, 

challenges in a way, setting the kids the challenge of practicing those 

skills... And then all three of them will do that and do that in the 

garden. And then, we can video the skills and post it back on the 

WhatsApp group for the sports team.” (P27) 

However, some activities could not be transferred online, some activities that 

were supposed to move online had not been organised, and some children 

found online activities less enjoyable. Similarly, parents tried to attend activities 

that had moved online but found it difficult to concentrate on the activity 

because they still had to care for their children. 

“I normally do a restorative yoga class on a Sunday night, and I do 

miss going to that, to be honest. But we’ve got some classes online 

and I’ve been trying to keep up with that if I can. Again, it’s trying to 

do a bit of yoga and you’ve got, otherwise I’ve got S*** running in 

saying he wants something, the dog’s trying to knock me over, so it’s 

not the most relaxing time.” (P16)  



CHAPTER 5: A QUALITATIVE STUDY ABOUT HOW FAMILIES COPED WITH MANAGING 

THEIR WELL-BEING, CHILDREN’S PHYSICAL ACTIVITY AND EDUCATION 

179 

 

5.3.3.2 Theme 2.2: Physical activity  

Most parents reported the importance of exercise and encouraged their children 

to exercise for their physical health and help them cope with lockdown 

guidance. Parents suggested that their children’s mood and behaviour were 

adversely impacted when they did not exercise. In connection, parents 

suggested they wanted their children to exercise to “burn off energy” because it 

helped them maintain good behaviours.  

“Yeah, to be honest, he has been really good most of the time. 

Yesterday he’d kind of got one on him, I think it was difficult Saturday 

with the weather, with it raining because he couldn’t go outside, so 

that kind of altered his mood as well. Because if he’s in the garden, 

it’s just trying to get all the energy off him as well, because normally 

we do a lot of activities as well, and obviously we can’t do any of 

those at the moment and they tend to tire him out and obviously 

having too much energy affects his behaviour as well.” (P16) 

Parents' reports varied about the amount of exercise or time their children spent 

outside compared to when schools were open. Some parents suggested their 

children were outside and exercising more, such as spending most of the day in 

the garden, but some reported they were outside less. These parents were 

concerned about the impacts of their children being less active.   

“Yeah, yeah, so obviously they had PE [physical education] through 

school which I think they do once a week, and then they’ve got an 

after-school sports as well, so they had two sports activities 

connected to school, which have ceased. They both, one attended 

football, yeah, he went to football training twice a week, and then they 

both attended cross fit, which is, yeah, just like physical exercise. And 

then they both attended swimming on a weekly basis. So, yeah, one, 

two, three. So, if you’re reducing it into time, it would be like four and 

a half hours of physical activity per week which is scheduled in 

effectively, that’s not there anymore.” (P17) 
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The importance of a garden was vital for keeping their children active, and 

parents reported: “it is a Godsend,” and they were “really fortunate” and “lucky” 

to have a garden. When families did not have a garden, other outdoor areas 

were vital such as parks and families without access to outdoor spaces reported 

it was challenging to cope with staying inside. However, parents struggled to get 

their children to exercise regularly.   

“And then again just getting out the house, so OK, we need to go to 

Tesco Express and get some bread or milk, we’ll do a long walk or 

bike ride round, just to get out of the house and back in and get that 

exercise, otherwise they would just literally stay in the house all 

day...” (P04) 

Parents would actively seek activities that provided exercise and that were 

similar to activities they did before the lockdown to try to motivate their children 

to keep active.  

“We often turn our lounge into basically a soft-play so we have a 

massive sofa, a big corner sofa, and we take the cushions off and put 

them all over the floor... I mean when we do it, he plays it on and off 

but when he really plays with it he must be 40 minutes, he’s jumping 

over the cushions, jumping over…” (P07) 

Similarly, some parents would seek different walking routes and new games to 

play outside to try to keep their children’s interest in activities that kept them 

active.  

“I’m renovating our garden, so they’ll come and get outside and get 

active and get muddy and stuff with me. They love being outdoors, so 

they love getting engaged in the garden with plants. They’ve got a 

little climbing house which they play in and just like they do indoors 

with roleplay and coming up with games and challenges with each 

other, they’ll just continue that outside as well, which is really nice.” 

(P25) 
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Another method parents used to persuade their children to exercise and to get 

them out of the house was by emphasising other things about the activity that 

they may find interesting rather than focusing on exercise such as walking to 

visit friends and family, food shopping and walking the dog (within the 

guidance).  

Furthermore, online resources helped parents keep their children active, 

including physical clubs and activities that had moved online. Exercising with 

“Joe Wicks” was common throughout families. Joe Wicks was a fitness coach 

who pledged to provide free online fitness classes throughout lockdown every 

day of the school week. However, the technology was not always available and 

practical for children to exercise using online resources.  

 
“We try to do the Joe Wicks ones, but I’m having to use my laptop for 

work and the spare laptop we had was awful at just, we couldn’t see 

it. But yesterday I got my phone and I said, ‘Right, run round laps and 

see how many steps you can get counted up on my phone’ just to try 

and get him doing things. And we’re quite lucky, we’ve got a bouncy 

castle, a little mini one, which we put out in the garden, so get him to 

run and jump on that and things.” (P12) 

Parents reported that they struggled to motivate themselves to exercise, even 

though they knew the benefits. Therefore, they would try to make an extra effort 

to encourage their family to exercise and not stay indoors.   
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5.3.4 Theme 3: Worries about the COVID-19 pandemic 

A summary of the factors described in Theme 3 are present in Table 5.4. 

Table 5.4 The factors that affected how families coped with the COVID-19 
school closures and the lockdown guidance in relation to Theme 3: 
Worries about the COVID-19 pandemic. 

Theme 3: Worries about the COVID-19 pandemic 

Theme 3.1: Media and information  

• Families felt “anxious” and “depressed” when they viewed information about COVID-19, and 
therefore, parents tried to limit the amount of information they viewed about COVID-19. 

• The lockdown felt “sudden” and the lack of key information (e.g., resources to teach their 
children, occupations considered critical to the response and who were eligible for furlough) 
that parents received increased their worries about lockdown.   

 
Theme 3.2: Worries about health 

• Parents and children were burdened by the worry about their friends’ and family’s health. 

• Those perceived as “healthy” mitigated people's worries about their health, but this coping 
strategy was less effective for individuals with health conditions that made them vulnerable to 
COVID-19. The uncertainty about how severe symptoms of COVID-19 could be if they were 
infected was still a common worry.  

• Maintaining their partners and their children’s well-being was important to parents. Well-being 
was commonly considered a priority compared to home-schooling and other factors that may 
adversely affect their family’s mental health.  

•  Families had mantras, which they used to help them cope with the lockdown.  

•  Worries about standard health care not being available exacerbated parents’ health worries. 
 

5.3.4.1 Theme 3.1: Media and information  

Parents were worried about the information their children received about 

COVID-19. Parents found the balance between informing their children about 

COVID-19 to mitigate their worries and keep them safe, whilst the information 

did not “scare” or “worry” them.  

“My four-year-old doesn’t understand anything about it. And like I 

said, with my eldest one, I have tried to shield her away from the 

news and stuff, ‘cause it’s not nice, but then again we have had to tell 

her about social distance, and she needs to know about that, so out 

of ten understanding, she probably understands around six, if that 

makes any sense.” (P10) 
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Furthermore, parents were concerned about the information that their children 

had viewed in the media and learned from their teachers and friends. Some 

parents also reported that they had increased the amount they viewed media 

compared to before the closures to learn about COVID-19, which made them, 

and their children anxious and was “depressing” to watch. Parents felt 

overwhelmed with the amount of content about COVID-19 and thought it was 

“constant.” Parents tried to limit how much time they and their family engaged 

with media about COVID-19 (e.g., only viewed information about COVID-19 at 

specific times or topics). 

The Prime Ministers’ announcement about the school closures and the 

lockdown guidance was “shocking” and “sudden.” Parents commonly believed 

the Government were handling a complex and unprecedented situation, but 

they found the first couple of weeks the hardest due to a lack of guidance and 

support, particularly about home-schooling, financial aid for businesses and 

furlough. 

“I kind of thought, that it was just all a bit rushed. I thought, ‘Oh my 

God, schools are closing, there’s not really been …’ Obviously you 

can’t really say anything, but we did kind of know about coronavirus 

for a long time before they started doing anything about it. So, it was 

a bit bizarre. It was like all of a sudden, the schools … you can take 

your child out of school, or we’re gonna close the schools anyway. 

But then some people can come in and some people can’t come in. 

And it was just all really bizarre.” (P13) 

Furthermore, the lack of information about how long the COVID-19 guidance 

would be in place was a constant source of stress “I don’t know! I’m gutted. I 

honestly don’t know how long it’s gonna last.”  



CHAPTER 5: A QUALITATIVE STUDY ABOUT HOW FAMILIES COPED WITH MANAGING 

THEIR WELL-BEING, CHILDREN’S PHYSICAL ACTIVITY AND EDUCATION 

184 

 

5.3.4.2 Theme 3.2: Worries about health 

Parents and children were worried about loved ones, particularly grandparents, 

because of their vulnerability to COVID-19, and they were upset about not being 

able to socialise with their grandchildren.  

“I was in bed the other day and he [child] said, ‘Coronavirus is killing 

people, isn’t it?’ And I said, ‘It is, yeah, but they tend to be very old or 

very poorly people and we’re doing the best we can to stay safe and 

that’s why we’ve got to stop in’. And he said, ‘It’s going to kill my nan 

and grandad, isn’t it? ’…and that’s really upsetting to deal with…”  

(P16) 

Parents were also worried about spreading COVID-19 to their loved ones.  

“He [partner] is like worried about catching coronavirus or passing it 

on to the kids or me, or me getting it and bringing it back in.” (P04) 

In addition, parents were worried about becoming ill and being unable to 

adequately care for their children, although this was commonly reported as a 

concern in single parents. 

“…that is one thing we have talked about because, deep down, that’s 

a real worry for me because if I was ill, it’s just me and the children, 

that is a real worry.” (P29) 

Parents who perceived they or their family were “healthy,” “rarely ill,” and not 

“sickly,” appeared to alleviate parents’ worries about COVID-19 and equated 

good health with being “hopeful that none of us will get it [COVID-19] quite bad.” 

Parents had a common perception that COVID-19 “doesn’t affect children as 

severely as it does adults,” which they supported by “research” and “science” 

gained via the media. This perception also alleviated parents’ worries about 

their children becoming severely ill with COVID-19. However, these mitigating 

factors were less effective in reducing parents’ worry about their children’s 

health when they had health conditions. Furthermore, parents reported that 
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even though they perceived their children to be healthy, they worried about the 

uncertainty and suggested that their children could react badly and become 

unwell. Parents commonly supported this worry with the information they had 

viewed connected to young children who had died or become seriously ill with 

COVID-19. 

“I don’t know … I mean it all worked very well until the first thirteen-

year-old died and then it was just like ‘Hold on a minute’. I thought 

that it didn’t affect young people, only people with illnesses...” (P01) 

Parents were also concerned about their families’ mental health, and suggested 

their priority was to ensure they were all “happy, healthy and having the positive 

well-being,” rather than worry about home-schooling or other factors that may 

adversely impact them or their family’s mental health.  

“If they work hard, then they can. But at the moment they just need to 

relax, because relaxing will make them feel happy and it will be 

easier for them to get over the shock and do well at school, and be 

academically well, high achievers.” (P22) 

Families commonly had a mantra that helped them cope with worries about 

COVID-19 and the struggle with staying at home such as: trying not to worry 

because there is nothing that parents can do to change the situation; focusing 

on religion (e.g., “leave every other thing to God”); believe there were worse 

situations that they could be in; “we’re all in this together;” trying to find humour 

in the situation; “accept it and get on with it;” focusing on the positives and the 

privileges or fortunes the family have; and focusing on the future.  

Parents’ healthcare experience during the lockdown impacted the family’s 

concerns about health. Some parents found that appointments with their 

general practitioner were more efficient. However, some parents had vital 

appointments cancelled or delayed, which added to parents’ health worries. 

“…we were so excited because it’s taken 1.5 years to come through, 

because obviously the system takes that long because it’s part of the 



CHAPTER 5: A QUALITATIVE STUDY ABOUT HOW FAMILIES COPED WITH MANAGING 

THEIR WELL-BEING, CHILDREN’S PHYSICAL ACTIVITY AND EDUCATION 

186 

 

child development, and then I got a phone call just before, as soon as 

this lockdown started. ‘Sorry, his appointment has been cancelled 

because of the coronavirus…’ And I said to them, ‘When do we 

expect it?’ They said it could take up to six months, it could take even 

longer than that.” (P14) 

Parents who did not have first-hand experience with the healthcare system 

were commonly concerned about standard healthcare being unavailable and 

that they could not visit their child in hospital if they became unwell. Parents 

perceived the healthcare system as overwhelmed, their local hospitals had 

reached capacity and closed, and they were worried about seeking medical 

attention and exposing their family to COVID-19. Parents tried to prevent their 

children from hurting themselves to reduce their anxiety about seeking medical 

attention and burdening the healthcare system and commonly reported that 

they had told their children to be extra careful when they played. However, 

parents would seek medical attention if they needed to because they had “no 

choice.” 

5.4 Discussion 

In this work, we identified three themes and eight sub-themes that affected how 

families coped during England’s school closures and first COVID-19 lockdown 

in relation to family well-being, children’s physical activity and education. It has 

been suggested that the increase in mental health issues observed in families 

following a disaster is due to families not adapting to the change in 

circumstances because of the disaster (Prime et al., 2020). Our findings build 

on this theory and identify the changes families experienced during the 

lockdown and factors that prevented and supported how family coping and 

adaption to the changes that the COVID-19 pandemic created. As such, some 

families had increased challenges due to pre-existing social and economic 

inequalities and factors outside of their control.  
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5.4.1 Family well-being 

School closures and lockdown guidance implemented during the COVID-19 

pandemic was likely to adversely impact a family’s well-being (Imran et al., 

2020; Prime et al., 2020; Wille et al., 2008). The uncertainty and added stress of 

the pandemic risked creating hostile home environments, although families with 

high resilience might have been better able to cope with these challenges 

(Prime et al., 2020). For the most part our findings support this. As expected, 

home-schooling was a primary cause of stress within the home followed by 

worries about family members and friends and managing the lack of social 

interactions and activities. Financial worries were also a main concern although 

only for some families; other families reported they were in a financially better 

position than before the pandemic. Parents also reported that living in close 

proximity with each other and without any respite also exacerbated what might 

have been minor arguments in other circumstances. However, parents also 

reported some positives about the school closures, including spending time with 

family, and reduced school pressures that helped to maintain a calming home 

environment, which was less considered in previous research (Imran et al., 

2020; Prime et al., 2020; Wille et al., 2008).  

However, a common cause of conflicts within the home was home-schooling 

disagreements, which stemmed from parents trying to teach their children. 

Parents commonly reported they did not have the skills to teach their children. 

This included parents who were qualified teachers but were not teaching in 

school due to the closures (e.g., on furlough or working reduced hours). 

Furthermore, we found that working parents reported having less time to 

support their children with home-schooling and their other needs, such as 

emotional support and development, which can adversely impact children’s 

well-being (Shaw, Krause, Chatters, Connell, & Ingersoll-Dayton, 2004). 

Therefore, children who were engaged with home-schooling and were less 

dependent on parent and teacher instruction were more likely to be able to 

adapt to home-schooling, which will protect a family’s well-being. 
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Families commonly struggled with COVID-19 guidance that prevented 

individuals from different households being able to meet in-person, which is in 

line with previous research finding associations between low social support and 

children’s mental health problems (Wille et al., 2008). Technology was used to 

mitigate the lack of social interactions but did not compensate for socialising in-

person. A UK study conducted in the first 100 days of lockdown found that 

parents with school-aged children were at higher risk of loneliness (El-Osta et 

al., 2021). Loneliness has also been found to increase risk for adverse health 

impacts, such as mortality in adults (Rico-Uribe et al., 2018) and depression 

and anxiety in children (Hards et al., 2022; Loades et al., 2020). After this study, 

in early June 2020, the Government relaxed the COVID-19 rules to support 

people living alone, which included single parents who were at risk of feeling 

“lonely and struggling” (HM Government, 2020n). However, there were no such 

rules to mitigate loneliness in children, which is of concern given that the 

adverse mental health effects due to loneliness can impact children for years 

(Loades et al., 2020), this should be considered in future.   

Parents commonly reported that they and their family were worried and upset 

about the health impacts that COVID-19 could have on loved ones. In 

connection, parental worries about their family’s health were also a common 

reason why children eligible to attend school were home-schooled. An 

American study found that children increased telephone contact with their 

grandparents during the COVID-19 pandemic, and the most common reported 

reason was out of worry for their grandparents in the context of COVID-19 

(74%) (McDarby, Ju, & Carpenter, 2021). We suggest that health concerns 

about COVID-19 are exacerbated in families due to the elderly, who are often 

grandparents, being at risk for serious illness with COVID-19. In addition, 

parents' worries about ill health appeared to alleviate when they perceived their 

family as “healthy.” A cross-sectional survey conducted in Canada found that 

those who were employed during COVID-19 and had mental or physical health 

disabilities tended to have more concerns about health and finances, and 
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perceived less organisational support compared to individuals without physical 

or mental health problems (Gignac et al., 2021). Parents also reported feeling 

anxious and depressed by the media coverage about COVID-19. The term 

“doomscrollling” has become a common term used to describe individuals who 

spend an excessive amount of screen time on negative news, and has been 

shown to increase the risk of depression and post-traumatic stress disorder 

(Price et al., 2022). Therefore, we suggest that families who limited their screen 

time about COVID-19 may have facilitated their ability to cope with the 

lockdown and children and parents should be informed of the potential adverse 

consequences of too much screentime. 

It is common for research to centre on the impact of parents’ well-being on the 

family system (Prime et al., 2020; Wille et al., 2008). We found that parents 

reported that their children’s mood impacted the mood of the household, and it 

was common for parents to report that their children’s mood had improved due 

to reduced school pressures, which they commonly reported resulted in a better 

home environment than before the lockdown. Parents also reported some 

positive behaviour changes in their children. Families being able to spend time 

together that led to them understanding each other better was an apparent 

facilitator to coping with the lockdown, supporting research about the 

importance of the parent-child relationship in determining well-being 

(Nomaguchi & Milkie, 2020; ParentingNI, 2018). In addition, feeling connected 

with caregivers has been found to predict child happiness (McArthur, Racine, 

McDonald, Tough, & Madigan, 2021), with good communication between 

parents and children being a protective factor for child mental health (Panchal et 

al., 2021). However, parents’ mood was also important. Parents who felt they 

were unable to enjoy the interactions with their children during lockdown were 

more stressed and less able to cope than other parents, which supports current 

research (Spinelli, Lionetti, Pastore, & Fasolo, 2020). And mirrors our findings 

about working parents who felt burdened by not being able to spend time with 

their children because they were working.   
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Furthermore, the pressure that parents placed on themselves to ensure that 

they were doing right by their children, exemplified in the theme of “parent guilt,” 

was common throughout our findings. Control trials have found feelings of guilt 

to be associated with depression (Ghatavi, Nicolson, Macdonald, Osher, & 

Levitt, 2002; Kendler, Gardner, & Prescott, 1999). In addition, J. H. Wright 

(2001) analysed the work of Maushart (1999), The Mask of Motherhood, which 

describes a common ideology about mothers and the perception that to be a 

“good” mother, you cannot show negative emotions, such as anger, and instead 

mothers hide behind a “mask of motherhood” to try to display to others the 

“perfect” mother rather than their parenting struggles. It could be suggested that 

this ideology may be outdated, particularly with the emergence of websites 

where parents openly discuss the “imperfect” realities of being a parent (Klass & 

Damour, n.d; Pinola, 2021). However, we found that parents were trying to hide 

their emotions and were “putting on a brave face” in front of their children and 

via school platforms. We suggest that feelings of guilt and masking negative 

emotions, if experienced for an extended period, would have had an impact on 

the family system, in line with previous research about parental stress filtering 

into other household members (Prime et al., 2020).   

But, overall, parents commonly reported that their family was coping well with 

the lockdown. This finding mirrors another study that found that 71% of UK 

parents coped with the lockdown (Ibbestson, 2021), indicating that for most, the 

mental health risks may be less severe than expected. However, most of the 

families in the study also felt that they had only been mildly impacted by the 

pandemic. Support might be best targeted to families who are most at risk, such 

as those who had experienced grief, severe financial consequences and had 

pre-existing health conditions that made them vulnerable to COVID-19, or to 

children who were already at risk, such as from poverty, neglect and abuse 

(Suleman et al., 2021).  
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5.4.2 Physical activity 

Children are recommended to engage in 60 minutes of physical activity a day to 

enhance cardio-metabolic health, mental well-being and improve their 

confidence and peer acceptance (Public Health England, 2020). We found that 

parents struggled to motivate themselves and their children to exercise, 

particularly when they had limited access to outside space and were worried 

about COVID-19. However, parents commonly tried to encourage their children 

to exercise and believed exercise helped to maintain good mental health. We 

suggest that this perception has protecting benefits, for both parents and 

children’s physical and mental health. Research has shown that children and 

adults who engaged in physical activity during COVID-19 had improved well-

being (Jacob et al., 2020; Okuyama et al., 2021).  

Families with access to a garden and outdoor space were more active. We 

observed a difference between the amount of exercise within families. Some 

children spent most of their time outside and were active while other families 

engaged in physical activity for less than an hour a day. This tallies with work by 

others, which showed that 21% of children exercised more than usual, 27% the 

same, and 52% less than usual during lockdown (Sport England, 2020). That 

report also cited that a “lack of access to their usual space or place” and 

“concerns about the virus” were key barriers preventing children from 

exercising, which supports our findings. Again, there is an element of health 

inequality apparent in these findings, with lack of access to outdoor space 

during lockdown potentially exacerbating the existing links between childhood 

obesity and poverty (El-Sayed, Scarborough, & Galea, 2012), and mental health 

(Russell-Mayhew, McVey, Bardick, & Ireland, 2012).  

5.4.3 Education 

Children and parent characteristics played an important part in how well the 

family could adapt to home-schooling. Our findings support the concerns that 

were raised in opposition to the school closures (Children's Commissioner, 
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2020a; The British Psychological Society, 2020; Van Lancker & Parolin, 2020; 

Viner, Bonell, et al., 2021). On average, children received about 2-3 hours 

education at home, less than was recommended by Government (HM 

Government, 2020f), although these findings need to be taken with caution. 

Parents struggled to report the amount of time they spent teaching and 

suggested they incorporated education into most activities even when they were 

not “home-schooling.” Parents with children in primary school had to support 

and supervise their children more than parents with older children. This finding 

supports a study in England about home-schooling, which found that 60% of 

learning at Key Stage 1 (five to seven-year-olds) was dependent on parental 

instruction compared to 30% for Key Stage 2 (seven to 11-year-olds) (Office for 

National Statistics, 2021b). This suggests that families with young children 

without parental support may be more at risk of being behind in their education, 

compared to older children, such as teenagers or children with parental support. 

However, mothers and fathers took on an additional three and a half hours of 

childcare and educational responsibilities a day than before the pandemic 

(Sevilla et al., 2020). But, regardless of work status, the time spent on these 

responsibilities disproportionately impacted mothers because they were already 

spending more time on housework and childcare than fathers before the 

pandemic (Sevilla et al., 2020). In addition, some children completed their 

schoolwork with minimal supervision and guidance from their parents or the 

school, whereas for other children, parents struggled to get their children to 

engage with schoolwork. Moreover, children (in primary and secondary school) 

from middle and poorest income households have been reported to have less 

support (e.g., online classes, school work, and private tutor) with their education 

compared to children from higher income households (Blundell, Cribb, McNally, 

Warwick, & Xu, 2021). Motivation is a key element to learning and research 

suggests that optimum learning results from teachers being creative to keep 

children motivated (Wardani et al., 2020). Children may have benefitted from 

parents who opted for a child-led teaching approach to maintain their children’s 
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motivation, which may be particularly beneficial for children who do not engage 

as well in the traditional school system (Buchanan, Hargreaves, & Quick, 2022).  

The Children’s Commission was worried about the disadvantage gap widening 

between children due to the pandemic, and our findings suggest this is likely 

(Children's Commissioner, 2020c). The importance of access to resources in 

how families were able to adapt to home-schooling and cope with the lockdown 

was a theme throughout the study, which supports previous research that 

associates low social economic status with poorer education (Hartas, 2011; 

Richardson et al., 2020; Stumm et al., 2020). Home-schooling was also reliant 

on stable internet connections, which will have larger impacts on families living 

in rural areas (Sellick, 2021). In line with this, other studies have shown that 

families that were financially stable were better able to cope with lockdown 

compared to families that were less financially stable (Easterbrook et al., 2022; 

Stevenson et al., 2022). We also identified that children with special educational 

needs and/or disabilities (SEND) were at increased risk of social and 

educational disadvantages due to their specialist education ceasing during 

lockdown. A Government report released in May 2021 on schools before the 

pandemic showed that SEND children were already receiving a lack of 

education tailored to their specific needs (Ofsted, 2021). The factors that we 

have identified, such as the impact of children’s level of motivation, parents not 

having the skills to teach or being able support their children during home-

schooling could explain the recent reports that suggest children are between 

two and three months behind in their education due to the school closures (HM 

Government, 2021r) and parental belief that their children’s education suffered 

during the pandemic (63%) (Ibbestson, 2021). 

Aside from the challenges we identified with home-schooling, some parents 

appreciated the autonomy they had to teach their children what they wanted, 

which included educational topics and skills to develop them into well-rounded 

people. Many parents believe that some areas are not adequately taught in 

schools, with one recent survey finding that 63% of parents felt that schools 
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badly prepared children for life in general, and 53% of parents reported that the 

national curriculum should change (Ibbestson, 2021). Home schooling allowed 

some parents the opportunity to correct these perceived deficiencies. 

5.4.4 Implications and limitations 

Systems need to be in place to support parents in future school closures to 

mitigate the mental, physical, and educational impacts on children, parents, and 

the family system. In this respect, furlough was a key resource to provide 

financial security to parents who could not work and allow parents to care for 

their children. Similarly, parents who worked in supportive organisations were 

better able to adapt to lockdown. Organisations need to improve their 

emergency planning procedures to implement emergency measures more 

efficiently in the future, particularly for parents who have mental and physical 

health problems. We suggest that future research focuses on designing 

interventions that enhance the benefits of “family time” to minimise parents’ guilt 

and stressors. A second problem was that parents had to educate their children 

without the skills or guidance to home-school. Schools that provided tailored 

support to parents and children were beneficial and, in turn, facilitated children’s 

education and supported parents’ and children's mental health. Third, parents 

appear to be ill-informed about their children’s education. 

This study had limitations. First, parents who opted to participate may have 

been particularly motivated to participate in a study about lockdown, which may 

limit our findings. These parents may have similar beliefs and motivations about 

the lockdown guidance and home-schooling. Second, most parents were 

married or cohabiting (70%, n = 21) and white (67%, n = 20). Therefore, further 

research is needed in relation to lone parent and ethnic minority households. 

Third, the interviews were conducted at the start of the school closures and 

lockdown measures. Things may have been different later on in the pandemic. 

However, it is important to see how families coped with the initial disruption and 

in a time of considerable uncertainty, to be able to better prepare for any future 
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sudden school closures. Still, it would be beneficial to investigate the study’s 

findings in a follow-up study to identify the longer-term impacts of the school 

closures and lockdown guidance.  

5.4.5 Conclusion 

It is clear that schools being closed, and the lockdown guidance impacted 

families, due to home-schooling and parents having to care for their children 

whilst they had other responsibilities and burdens such as financial and work 

commitments. However, families appeared to adapt to the difficult situation. 

Having more resources, including equipment to home-school and adequate 

time and skills to facilitate home-schooling mitigated the mental health burden 

on families. In addition, children who could educate themselves and were not 

reliant on their parents for support were better able to cope with home-

schooling. Parents and children who were connected to their family members 

and engaged in physical activity were better able to protect their well-being. 
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6 CHAPTER 6: CHILDREN’S INTERACTIONS WITH 

NON-HOUSEHOLD FAMILY MEMBERS AND CHILD 

WELL-BEING: A CROSS-SECTIONAL SURVEY 

Adapted from the article entitled “Parent-reported child’s close contact with non-household 

family members and their well-being during the COVID-19 pandemic: a cross-sectional survey.” 

(Woodland, Smith, et al., 2023).  

6.1 Introduction 

On 23 March 2020, England went into “lockdown,” with the public required to 

stay at home to slow the spread of COVID-19 (HM Government, 2020r). The 

public were only allowed to leave home for a limited number of reasons, which 

included for medical attention, to buy necessities (as infrequently as possible), 

for exercise (once a day) and to work if absolutely necessary and were unable 

to work from home. Physical distancing guidelines were implemented: people 

from different households were not allowed to meet and individuals were asked 

to stay two meters away from people not in their household. Non-essential 

shops were closed, and schools were closed to most children. Children could 

attend school if they were on a “health care plan” due to a specific medical or 

social need or if their parent(s) were employed in jobs that were essential to the 

COVID-19 response (“keyworkers”), such as doctors, teachers, and 

supermarket employees (HM Government, 2020a). After two months of 

lockdown guidance, the restrictions started to ease (see Box One).  

On 11 May it was announced that people who could not work from home were able to return 
to work, the restrictions on spending time outside were lifted, and individuals were allowed to 
arrange meetings with one person from another household as long as this happened outside 
and a two meters distance was maintained (HM Government, 2020o). 

From 1 June 2020, the rules relaxed further: six people from different households were able 
to meet outside (though still at a two meter distance) and more children were eligible to 
attend school, children in reception (four to five years), year one (five to six years) and year 
six (10 to 11 years) (HM Government, 2020l). 

Box 1 The restrictions that had been eased since the COVID-19 lockdown started, on 23 
March 2020. 
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While all of the restrictions caused strain within society, the closure of schools 

was particularly problematic and had adverse impacts on children (Viner et al., 

2022). Determining, at the height of a crisis, whether the epidemiological 

benefits of school closures in terms of reducing disease transmission will 

exceed the psychological, physical, educational, and social costs is a daunting 

challenge for those who must make this decision. One question that must be 

factored into decision making is “where do children go when their school is 

shut?” In an ideal world (from an epidemiological perspective), parents would be 

able to ensure that children are placed under appropriate alternative supervision 

and remain apart from each other: continued mixing between children and other 

households would defeat the purpose of school closures. A systematic review of 

unplanned school closures prior to the COVID-19 pandemic found a 65% 

reduction in the mean total number of contacts for each student whilst schools 

were closed (Brooks, Smith, et al., 2020). However, all 19 studies included in 

the review reported that children continued to meet with people from other 

households to some extent. A common reason for meeting others related to 

childcare. For example, one study in the review found that children in 

households where special childcare arrangements were needed during the 

closure were significantly more likely to leave home than children who were 

more independent and able to take care of themselves (Mizumoto, Yamamoto, 

& Nishiura, 2013). Parental concerns about the school closure also commonly 

reflected the difficulties that they would face in trying to arrange childcare as 

well as concerns about lost education (Brooks, Smith, et al., 2020).  

In the context of the COVID-19 pandemic, issues around childcare while 

schools were closed were of particular concern because of a worry that 

grandparents might be called on to look after children in some families, putting 

older adults at increased risk of infection (HM Government, 2020ab). It was not 

just policy makers who worried about this, many children were themselves 

worried about their grandparents’ vulnerability to COVID-19 (Sarkadi, Sahlin 
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Torp, Pérez-Aronsson, & Warner, 2021) and of the risk that they themselves 

might infect their grandparents (Idoiaga, Berasategi, Eiguren, & Picaza, 2020). 

The extent to which these worries were borne out remains unclear.  

Of course, while keeping children separate from each other and away from their 

grandparents might reduce disease transmission, it does present other risks. 

For example, a reduction in physical activity levels as a result of staying at 

home can affect physical and mental well-being (Viner et al., 2022). While 

parents were advised to ensure their children engaged in physical activity 

during the initial lockdown, the extent to which this occurred, and the impact of 

that initial period of isolation and inactivity is uncertain. Some parents and 

children may also have been very cautious about the risks associated with 

COVID-19, engaging in additional protective behaviours that were not explicitly 

recommended by the Government and which may have exerted an additional 

toll on well-being (Denford et al., 2021; Lasseter et al., 2022).  

In this study we investigated the risk factors associated with parents reporting 

children having (1) close contact with family members from outside their 

household and (2) low well-being during the first COVID-19 lockdown in the UK. 

We specifically explored whether close contact with non-household family 

members and low child well-being were associated with: parents’ age, gender, 

and employment characteristics, children’s age, gender and special educational 

needs status, and household’s vulnerability to, perceptions about and 

behaviours in relation to COVID-19.   

6.2 Materials and Methods 

6.2.1 Design 

We commissioned a market research company, BMG Research, to administer a 

cross-sectional survey between 8 and 11 June 2020 (BMG Research, n.d). Data 

collection occurred after lockdown restrictions had begun to be eased. At this 

stage in the pandemic, schools had re-opened to children in reception (four to 
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five years), year one (five to six years) and year six (10 to 11 years). However, 

physical distancing restrictions remained in place throughout society, and while 

up to six non-household members could meet, this had to be outside and at a 

two-meter distance. 

We have previously published data from this survey relating to parental 

perceptions of the hygiene procedures within schools (Chapter 8; (Smith, 

Woodland, Amlôt, Rubin, & Rubin, 2020)) and investigating why some parents 

did not send their eligible children back to school (Chapter 7; (Woodland et al., 

2021)). 

6.2.2 Participants 

Parents (n = 2,447) were recruited from BMG Research’s panel. To achieve a 

sample that was broadly representative of the population, BMG Research 

monitored region, child age, child gender, parent/guardian age, and 

parent/guardian gender. Parents were eligible for the study if they were aged 18 

years or over, lived in England, and were a parent or guardian to a school-aged 

child (4-18 years old) who usually lived with them. One hundred and eighty-

three participants were screened out for non-eligibility, 226 participants dropped 

out after starting the survey and 28 completed but were removed for reasons 

related to quality control, such as completing the survey quickly or for “straight-

lining” (selecting the same option for every question) suggesting inattention to 

the questions. Two thousand and ten parents remained.  

Children’s characteristics (gender, key stage, and type of school attended) were 

within five percentage points of the national population against the known 

distribution for school children in England (HM Government, 2020aa). 

Parents were paid in points equivalent to £0.60.  

The research was approved by the Psychiatry, Nursing and Midwifery Research 

Ethics Subcommittee at King’s College London (LRS-19/20-18787). 
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6.2.3 Study Materials 

The survey is available in Appendix E, p.429.  

All parents answered questions referring to their child who had the most recent 

birthday. In rare cases where children shared a birthday, we asked the parent to 

select one child.  

6.2.3.1 Parent and child personal characteristics 

We asked parents to report their gender, age, region, household income, 

employment status, and if employed, whether they were working from home, 

level of education, marital status, ethnicity, and keyworker status. We asked 

parents to report the child’s gender, age, school year, and whether the child had 

special educational needs. 

We also asked whether anyone within the household was aged over 70 years 

old or had a health condition that made them vulnerable to COVID-19 and 

whether they had access to outside space.   

6.2.3.2 Child’s physical interactions with non-household members 

We asked parents to choose from a list of seven options about people who the 

child had come into close contact with in the past 24 hours (“someone [child] 

lives with;” “friends or other children who [child] does not live with”; “a babysitter, 

nanny or childminder;” “family member aged under 70 who [child] does not live 

with;” “family member aged over 70 who [child] does not live with;” “other 

children, not already reported above”; and “other adults, not already reported 

above”). We made clear in the question that “by close contact we mean closer 

than two meters, for 15 minutes or more.” Parents were asked to report all the 

options that applied.  

6.2.3.3 Child’s well-being 

We asked parents to report the child’s well-being using two subscales from the 

Revised Child Anxiety and Depression Scale (RCADS): the generalised anxiety 



CHAPTER 6: CHILDREN’S INTERACTIONS WITH NON-HOUSEHOLD FAMILY MEMBERS 

AND CHILD WELL-BEING: A CROSS-SECTIONAL SURVEY 

201 

 

disorder (GAD) sub-scale and the major depressive disorder (MDD) sub-scale 

(Chorpita, Yim, Moffitt, Umemoto, & Francis, 2000). The GAD sub-scale asks 

parents to respond to six statements about their child (e.g., “my child worries 

about things”; and “my child worries that something awful will happen to 

someone in the family”). The MDD sub-scale asks parents to respond to 10 

statements about their child (e.g., “my child feels sad or empty”; “nothing is 

much fun for my child”; and “my child has trouble sleeping”). Parents can 

respond “never,” “sometimes,” “often,” and “always.” 

6.2.3.4 Parents’ well-being 

We asked parents to report their well-being using the Patient-Health 

Questionnaire-4 (PHQ-4) (Kroenke, Spitzer, Williams, & Lowe, 2009), which 

asks “over the last two weeks, how often have you been bothered by the 

following problems:” “feeling nervous, anxious or on the edge;” “not being able 

to stop or control worrying;” “little interest or pleasure in doing things;” and 

“feeling down, depressed, or hopeless.” Parents can respond “not at all,” 

“several days,” “more than half the days,” and “nearly every day.” 

6.2.3.5 Child’s activities outside the home 

We asked parents how many times the child had left the home in the past seven 

days: “to go to the shops for groceries, toiletries, or medicines;” “to go to the 

shops for other items;” “for exercise;” “for a medical need (e.g., an outpatient 

appointment);” “to go to school;” “to provide help to someone else;” “to meet 

friends;” to meet family members who they did not live with; and “for another 

reason.” 

6.2.3.6 Statements about lockdown 

We included 16 statements about lockdown, which included questions about 

COVID-19 (e.g., “if [child] goes out, she/he is likely to catch coronavirus”), 

schooling (e.g., “[child] is keeping up with his/her schoolwork”) and home 

environment (e.g., “in the past 7 days, [child] has been bored”). Parents 
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responded to each statement using a five-point Likert-scale from “strongly 

agree” to “strongly disagree,” or “not applicable.” 

6.2.3.7 Behaviours that parents and children had followed 

We asked parents to report the behaviours that they or their children had 

followed in the past 7 days because of the risk of COVID-19 (e.g., “washed your 

hands thoroughly and regularly,” “stayed 2m (3 steps) away from people you do 

not live with when outside your home,” “washed your clothes when you have 

returned home and “washed [child]’s clothes when she/he has returned home”). 

Parents could respond “yes” or “no” to each statement. Out of the 11 

statements that we asked about, two were recommended and nine were not 

recommended by UK Government at the time of the study. 

6.2.4 Patient and public involvement 

A school trustee contributed to the development of the survey materials and co-

authored this paper. The survey questions were reviewed by five parents of 

school children who also piloted the survey before publication. The feedback we 

received resulted in minor changes to the wording of some survey questions for 

clarity.   

6.2.5 Analysis: recoding variables 

6.2.5.1 Outcome one: children’s physical interactions with non-

household family members 

We created a binary variable to indicate whether the child had close contact 

with a family member from outside their household, defined as a “non-

household interaction.” This included children reported as having had close 

contact (closer than two meters, for 15 minutes or more) with either “a family 

member aged under 70 who [child] does not live with” or “a family member aged 

over 70 who [child] does not live with.”  
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6.2.5.2 Outcome two: children with a low well-being 

We created a binary variable to indicate well-being in the child. The variable 

was recoded using SPSS syntax supplied by the RCADS authors, which 

assigns a value against each answer from 0 (“never”) to 3 (“always”) on the 

GAD and MDD RCADS sub-scales and creates a total score for each sub-scale 

(Chorpita et al., 2000). The total score is turned into a t-score, normalising the 

RCADS scores within the population, by child’s age and gender. A t-score of 65 

(approximately in the top 7% of un-referred young people of the same age) on 

either the GAD or MDD sub-scale was our well-being cut off. “Lower well-being” 

represents a child with a medium or severe risk of clinical mental illness and 

“higher well-being” represents a child with low risk of clinical mental illness.    

6.2.5.3 Predictor variables 

We recoded household income, employment status, parent education level, 

marital status, and ethnicity into binary variables. We recoded parent age, 

keyworker status, and access to outside space into categorical variables, as 

shown in the results tables.  

We recoded child school year into Key Stages as used in the English education 

system (Reception = ages 4 to 5; Key Stage 1 = ages 5 to 7; Key Stage 2 = 

ages 7 to 11; Key Stage 3 = ages 11 to 14; Key Stage 4 = ages 14 to 16; Years 

12 and 13 = ages 16 to 18).  

We created a binary variable to indicate low well-being in the parent. We 

assigned a value against each answer from 0 (“not at all”) to 3 (“nearly every 

day”) on the PHQ-4. We used a cut off score of 5 or above to indicate low well-

being in the parent, indicating moderate or severe risk of clinical anxiety or 

depression.  

We created two binary variables to indicate whether the child, and someone in 

the household (other than the child) had a health condition that might make 

them particularly vulnerable to COVID-19. The responses “yourself [participant]” 
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and “anyone else you live with” were combined into one variable to indicate that 

the child lived with someone vulnerable to COVID-19.  

We created a continuous variable to indicate the COVID-19 behaviours that 

parents and their child had followed by combining all 11 responses to the 

statements about what the parent or child had done in the past seven days 

because of the risk of COVID-19.   

Items about lockdown and the child’s activities outside the home were used as 

continuous variables.  

For all variables, we coded the responses “don’t know”, “not applicable”, “prefer 

not to say” and “prefer to self-describe” as missing data.  

6.2.5.4 Analysis 

We ran a series of binary logistic regressions using SPSS (IBM Corp, 2019, 

2021) investigating the univariable associations between our two outcomes and 

each of our predictor variables. We ran a second set of binary logistic 

regressions controlling for child and parent characteristics (parent gender, age, 

region, household income, employment status, education level, marital status, 

ethnicity, and the child’s gender and school year). 

We applied a Bonferroni correction to our results (p ≤ .001) due to running many 

analyses. Only associations that met this level are discussed narratively in the 

results section.  

6.3 Results 

6.3.1 Risk factors associated with children’s non-household family 

interactions 

Of the 2010 parent responses, 15% (95% CI 14% to 17%, n = 309) of children 

had had close contact with a family member that they did not live with in the 

past 24 hours. This included 9% (n = 189) who had interactions with a family 
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member aged under 70 years and 6% (n = 120) who had interactions with a 

family member aged 70 years or older, which includes n = 45 who had 

interactions with a non-household family member under and over 70 years of 

age. The parent and child characteristics associated with children who had non-

household family interactions are shown in Table 6.1. Children were more likely 

to have non-household family interactions when their parent had low well-being. 

Children were also more likely to have had non-household family interactions 

when they had special educational needs, had a lower well-being, were 

vulnerable to COVID-19, and lived with someone who was over 70 years of 

age. 
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Table 6.1 Binary logistic regression comparing parent and child characteristics and associations with children’s non-
household family interactions (n = 309).  

Characteristic Level Child’s not had 
family 
interactions, n, (%) 

Child’s had family 
interactions, n, (%) 

Odds Ratio (95% CI) P-value Adjusted odds ratio 
(95% CI) † 

P-value 

Gender Male  797 (86) 134 (14) 0.88 (0.69 to 1.12) 0.30 0.97 (0.74 to 1.27) 0.80 
 Female 894 (84) 171 (16) Reference  Reference  

Age 18-35 years 305 (77) 89 (23) 2.13** (1.54 to 2.95) <0.001 1.28* (1.25 to 2.65) 0.002  
 36-45 years 738 (85) 130 (15) 1.29 (0.97 to 1.72) 0.09 1.17 (0.85 to 1.62) 0.34 
 46 years ≥ 658 (88) 90 (12) Reference  Reference  

Region East Midlands 129 (85) 22 (15) 0.73 (0.43 to 1.24) 0.25 0.69 (0.40 to 1.21) 0.19 
 East of England 186 (85) 33 (15) 0.76 (0.48 to 1.21) 0.25 0.77 (0.47 to 1.26) 0.30 
 North East 104 (88) 14 (12) 0.58 (0.31 to 1.08) 0.08 0.55 (0.28 to 1.06) 0.07 
 North West 232 (85) 41 (15) 0.76 (0.50 to 1.17) 0.21 0.83 (0.52 to 1.32) 0.43 
 South East 283 (84) 52 (16) 0.79 (0.53 to 1.18) 0.25 0.84 (0.55 to 1.28) 0.43 
 South West 143 (88) 20 (12) 0.60 (0.35 to 1.03) 0.07 0.61 (0.35 to 1.08) 0.09 
 West Midlands 183 (87) 28 (13) 0.66 (0.41 to 1.07) 0.09 0.63 (0.37 to 1.05) 0.08 
 Yorkshire & the Humber 161 (83) 34 (17) 0.91 (0.58 to 1.44) 0.69 0.88 (0.54 to 1.44) 0.61 
 London 280 (81) 65 (19) Reference  Reference  

Household income ≤ £34,999  660 (82) 144 (18) 1.34* (1.05 to 1.72) 0.02 1.44* (1.08 to 1.92) 0.01 

 £35,000 ≥ 958 (86) 156 (14) Reference  Reference  

Employment 
status1 

Working 1412 (84) 265 (16) 1.21 (0.86 to 1.72) 0.27 1.12 (0.77 to 1.63) 0.57 

Not working 278 (87) 43 (13) Reference  Reference  

Parent working 
from home2 

Yes 774 (82) 166 (18) 1.53* (1.15 to 2.05) 0.004 ^^^ ^^^ 

No 551 (88) 77 (12) Reference  Reference  

Education level ≤ A-level  740 (87) 115 (13) 0.77* (0.60 to 0.98) 0.04 0.70* (0.53 to 0.93) 0.01 

Degree ≥ 947 (83) 192 (17) Reference  Reference  

Marital status Living alone 262 (80) 65 (20) 1.46* (1.08 to 1.98) 0.01 1.36 (0.98 to 1.90) 0.07 

Married/cohabiting 1439 (86) 244 (14) Reference  Reference  

Ethnicity White  1483 (85) 270 (15) 0.97 (0.67 to 1.41) 0.88 1.25 (0.83 to 1.87) 0.28 
 BAME 203 (84) 38 (16) Reference  Reference  
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Keyworker status Both parents  167 (86) 28 (14) 1.18 (0.76 to 1.84) 0.47 1.18 (0.74 to 1.90) 0.49 

One parent  686 (81) 161 (19) 1.65** (1.28 to 2.14) <0.001 1.53* (1.16 to 2.02) 0.002 

No  837 (88) 119 (12) Reference  Reference  

Child gender Boy 891 (84) 172 (16) 1.14 (0.89 to 1.46) 0.29 1.14 (0.88 to 1.48) 1.14 

Girl 810 (86) 137 (14) Reference  Reference  

School year Early Years 85 (84) 16 (16) 1.53 (0.73 to 3.18) 0.26 1.22 (0.55 to 2.71) 0.63 
 Key Stage 1 279 (78) 77 (22) 2.24* (1.28 to 3.94) 0.01 2.11* (1.13 to 3.94) 0.02 
 Key Stage 2 576 (85) 99 (15) 1.40 (0.81 to 2.41) 0.23 1.28 (0.70 to 2.33) 0.42 
 Key Stage 3 334 (85) 61 (15) 1.48 (0.84 to 2.63) 0.18 1.53 (0.83 to 2.83) 0.17 
 Key Stage 4 289 (88) 39 (12) 1.10 (0.60 to 2.01) 0.77 1.21 (0.64 to 2.30) 0.56 
 Years 12 & 13 138 (89) 17 (11) Reference  Reference  

Child had special 
educational needs 

Yes 118 (73) 43 (27) 2.16** (1.49 to 3.14) <0.001 2.19** (1.47 to 3.27) <0.001 

No 1568 (86) 264 (14) Reference  Reference  

Child with lower 
well-being 

Yes 384 (74) 135 (26) 2.66** (2.07 to 3.42) <0.001 2.65** (2.03 to 3.46) <0.001 

No 1317 (88) 174 (12)  Reference  Reference  

Parent with lower 
well-being 

Yes 295 (75) 96 (25) 2.15** (1.64 to 2.82) <0.001 1.94** (1.45 to 2.58) <0.001 

No 1406 (87) 213 (13) Reference  Reference  

Child vulnerable to 
COVID-19 

Yes 111 (71) 46 (29) 2.50** (1.73 to 3.61) <0.001 2.17** (1.45 to 3.25) <0.001 

No 1566 (86) 260 (14) Reference  Reference  

Household 
vulnerable to 
COVID-19 

Yes 429 (84) 81 (16) 1.16 (0.87 to 1.54) 0.32 1.17 (0.87 to 1.59) 0.30 

No 1127 (86) 184 (14) Reference  Reference  

Someone over 70 
years 

Yes 59 (68) 28 (32) 2.77** (1.74 to 4.42) <0.001 2.56** (1.55 to 4.24) <0.001 

No 1642 (85) 281 (15) Reference  Reference  

COVID-19 
behaviours 
followed by child or 
parent 

Continuous (0 = followed 
no behaviours, 11 = 
followed all behaviours) 

N=1701, 
M=5.51, 
SD=3.06 

N=309, 
M=6.11, 
SD=3.27 

1.06* (1.02 to 1.11) 0.002 1.04 (0.99 to 1.08) 0.10 

Access to outside 
space3 

Garden 1524 (85) 260 (15) 0.73 (0.40 to 1.38) 0.33 0.88 (0.44 to 1.75) 0.71 

Other3  121 (77) 36 (23) 1.28 (0.63 to 2.60) 0.49 1.25 (0.58 to 2.73) 0.71 

No 56 (81) 13 (19) Reference  Reference  

* p ≤ .05 and formatted bold.  
** p ≤ .001 and formatted bold.  
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Some results are rounded to 3 rather than 2 decimal places to distinguish between p ≤ .05 and p ≤ .001. 
† Adjusting for parent gender, age, region, household income, employment status, education level, marital status, ethnicity, and the child’s gender and 
school year.  
^^^ Not included variable highly correlated with employment variable.  
1 Working includes students and volunteers. 
2 Question only offered to parents who reported working in a paid job (full-time, part-time, and self-employed) and not to parents who reported being a 
student, on furlough and a volunteer.   
3 Parents that reported no access to a garden but had access to other outdoor spaces such as patio, terrace, and balcony.
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Table 6.2 shows the associations between children who had non-household 

family interactions and the predictor variables relating to parent perceptions 

about lockdown. Non-household family interaction was associated with parents’ 

agreement that their child had extra support at school before the closures, were 

upset about not seeing other family members that they did not live with, and that 

the parent had found it hard to keep up with work or other important 

commitments.  

The behaviours that families followed because of the risk of COVID-19 are 

presented in Table 18.1 (see Appendix E, p. 443).
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Table 6.2 Binary logistic regression comparing statements about lockdown and associations with children’s 
non-household family interactions. Family interaction is defined by a child’s close contact with a family 
member outside the household (n = 309). 

Statement  
 

Level Child’s not had 
family 
interactions, n, (%) 

Child’s had family 
interactions, n, (%) 

Odds ratio 
(95%, CI) 

P-
value 

Adjusted 
odds ratio 
(95%, CI) † 

P-
value 

If child goes out, she/he is 
likely to catch coronavirus 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1672, 
M=3.27, 
SD=1.03 

N=309, 
M=3.08, 
SD=1.18 

0.85* (0.75 to 
0.95) 

0.004 0.89 (0.79 to 
1.01) 

0.07 

If child goes out, she/he is 
likely to bring coronavirus 
back into our home 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1672, 
M=3.23, 
SD=1.07 

N=309, 
M=3.05, 
SD=1.16 

0.86* (0.77 to 
0.96) 

0.01 0.91 (0.81 to 
1.03) 

0.13 

Child is keeping up with 
his/her schoolwork 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1672, 
M=2.12, 
SD=1.08 

N=309, 
M=2.30, 
SD=1.15 

1.16* (1.04 to 
1.29) 

0.01 1.14* (1.02 
to 1.27) 

0.03 

I feel confident helping child 
with her/his schoolwork 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1672, 
M=2.23, 
SD=1.03 

N=305, 
M=2.30, 
SD=1.07 

1.06 (0.94 to 
1.19) 

0.32 1.08 (0.96 to 
1.23) 

0.20 

I feel supported by child’s 
school 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1681, 
M=2.32, 
SD=1.07 

N=306, 
M=2.32, 
SD=1.07 

1.00 (0.89 to 
1.12) 

0.96 0.99 (0.68 to 
1.12) 

0.87 

I have access to all the 
resources that child needs to 
do her/his schoolwork 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1678, 
M=2.15, 
SD=1.02 

N=307, 
M=2.21, 
SD=1.03 

1.05 (0.94 to 
1.18) 

0.38 1.09 (0.96 to 
1.23) 

0.18 

During lockdown, child has 
learned about important 
things she/he wouldn’t 
normally learn at school 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1691, 
M=2.40, 
SD=1.00 

N=308, 
M=2.38, 
SD=1.05 

0.98 (0.87 to 
1.11) 

0.74 1.03 (0.30 to 
1.17) 

0.69 

In the past 7 days, child has 
been bored 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1694, 
M=2.54, 
SD=1.20 

N=309, 
M=2.30, 
SD=1.16 

0.84** (0.75 to 
0.93) 

0.001 0.85* (0.76 
to 0.95) 

0.004 

In the past 7 days, my 
household has had a regular 
structure to the day 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1692, 
M=2.31, 
SD=1.02 

N=309, 
M=2.43, 
SD=1.12 

1.12 (1.00 to 
1.26) 

0.05 1.09 (0.96 to 
1.23) 

0.18 
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In the past 7 days, child has 
kept in touch with her/his 
friends 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1691, 
M=2.25, 
SD=1.14 

N=307, 
M=2.26, 
SD=1.12 

1.00 (0.90 to 
1.12) 

0.96 0.95 (0.84 to 
1.07) 

0.36 

Child is worried about 
coronavirus 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1690, 
M=2.72, 
SD=1.12 

N=306, 
M=2.70, 
SD=1.23 

0.98 (0.88 to 
1.09) 

0.72 0.99 (0.88 to 
1.10) 

0.82 

In the past 7 days, child has 
felt upset about not seeing 
other family members who do 
not live with us 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1684, 
M=2.97, 
SD=1.24 

N=308, 
M=2.65, 
SD=1.25 

0.81** (0.73 to 
0.89) 

<0.001 0.84** (0.75 
to 0.93) 

0.001 

In the past 7 days, I have 
found it hard to keep up with 
work or other important 
commitments 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1626, 
M=3.22, 
SD=1.21 

N=299, 
M=2.79, 
SD=1.21 

0.75** (0.67 to 
0.83) 

<0.001 0.78** (0.70 
to 0.87) 

<0.00
1 

In the past 7 days, people in 
my household have been 
getting along well 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1691, 
M=2.08, 
SD=0.95 

N=309, 
M=2.19, 
SD=1.01 

1.13 (1.00 to 
1.28) 

0.05 1.07 (0.94 to 
1.22) 

0.28 

I am worried about the 
financial impact of lockdown 
measures 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1685, 
M=2.51, 
SD=1.21 

N=304, 
M=2.40, 
SD=1.16 

0.92 (0.83 to 
1.02) 

0.13 0.93 (0.83 to 
1.03) 

0.18 

Before the school closures, 
child had extra support at 
school 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1528, 
M=3.59, 
SD=1.36 

N=285, 
M=3.16, 
SD=1.48 

0.80** (0.73 to 
0.88) 

<0.001 0.82** (0.74 
to 0.90) 

<0.00
1 

* p ≤ .05 and formatted bold.  
** p ≤ .001 and formatted bold. 
Some results are rounded to 3 rather than 2 decimal places to distinguish between p ≤ .05 and p ≤ .001.  
† Adjusting for parent gender, age, region, household income, employment status, education level, marital status, ethnicity, and the child’s 
gender and school year.  
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6.3.2 Risk factors associated with children’s lower well-being 

Of the 2010 parent responses, 26% (95% CI 24% to 28%, n = 519) reported 

that their child had a low well-being. The parent and child characteristics 

associated with child low well-being are shown in Table 6.3. Children were more 

likely to have a lower well-being when the parent was aged between 18 and 35 

years old, when one of their parents were a keyworker and when the parent had 

lower well-being. Children were also more likely to have a lower well-being 

when they had special educational needs, were vulnerable to COVID-19, lived 

with someone else who was also vulnerable to COVID-19 and lived with 

someone that was over 70 years old. Children were more likely to have a lower 

well-being if their household followed multiple precautionary behaviours 

because of the risk of COVID-19. All lockdown statements bar two were 

associated with lower well-being (Table 6.4).
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Table 6.3 Binary logistic regression comparing parent and child characteristics and associations with 
children’s lower well-being (n = 519). 

Characteristic  Level Child higher 
well-being, 
n, (%) 

Child lower 
well-being, 
n, (%) 

Odds Ratio (95% CI) P-value Adjusted odds ratio 
(95% CI) † 

P-value 

Gender Male  702 (75) 229 (25) 0.91 (0.74 to 1.11) 0.36 0.92 (0.74 to 1.15) 0.46 
 Female 784 (74) 281 (26) Reference  Reference  

Age 18-35 years 263 (67) 131 (33) 1.67** (1.27 to 2.19) <0.001 1.92** (1.40 to 2.64) <0.001 
 36-45 years 652 (75) 216 (25) 1.11 (0.88 to 1.40) 0.38 1.25 (0.96 to 1.62) 0.09 
 46 years ≥ 576 (77) 172 (23) Reference  Reference  

Region East Midlands 101 (67) 50 (33) 1.27 (0.84 to 1.91) 0.26 1.21 (0.78 to 1.88) 0.39 
 East of England 163 (74) 56 (26) 0.88 (0.60 to 1.29) 0.51 0.93 (0.61 to 1.39) 0.71 
 North East 92 (78) 26 (22) 0.72 (0.44 to 1.18) 0.20 0.77 (0.46 to 1.30) 0.33 
 North West 208 (76) 65 (24) 0.80 (0.56 to 1.15) 0.23  0.90 (0.61 to 1.33) 0.61 
 South East 248 (74) 87 (26) 0.90 (0.64 to 1.26) 0.53 0.90 (0.62 to 1.29) 0.56 
 South West 118 (72) 45 (28) 0.98 (0.64 to 1.48) 0.91 1.04 (0.67 to 1.63) 0.85 
 West Midlands 161 (76) 50 (24) 0.79 (0.54 to 1.18) 0.25 0.75 (0.49 to 1.15) 0.19 
 Yorkshire & the 

Humber 
152 (78) 43 (22) 0.72 (0.48 to 1.09) 0.12 0.71 (0.46 to 1.11) 0.13 

 London 248 (72) 97 (28) Reference  Reference  

Household income ≤ £34,999  583 (73) 221 (27) 1.12 (0.91 to 1.37) 0.29 1.08 (0.85 to 1.37) 0.54 

 £35,000 ≥ 832 (75) 282 (25) Reference  Reference  

Employment status1 Working 1240 (74) 437 (26) 1.12 (0.85 to 1.48) 0.44 1.12 (0.82 to 1.52) 0.48 

Not working 244 (76) 77 (24) Reference  Reference  

Parent working from 
home2 

Yes 682 (73) 258 (27) 1.16 (0.92 to 1.47) 0.20 ^^^ ^^^ 

No 474 (75) 154 (25) Reference  Reference  

Education level ≤ A-level  642 (75) 213 (25) 0.92 (0.75 to 1.12) 0.39 0.92 (0.74 to 1.16) 0.50 

Degree ≥ 836 (73) 303 (27) Reference  Reference  

Marital status Living alone 234 (72) 93 (28) 1.17 (0.90 to 1.53) 0.24 1.15 (0.87 to 1.53) 0.33 

Married/cohabiting 1257 (75) 426 (25) Reference  Reference  

Ethnicity White  1304 (74) 449 (26) 0.93 (0.69 to 1.26) 0.65 1.06 (0.76 to 1.48) 0.73 
 BAME 176 (73) 65 (27) Reference  Reference  

Keyworker status Both parents  134 (69) 61 (31) 1.70* (1.21 to 2.39) 0.002 1.71* (1.18 to 2.46) 0.004 
One parent  593 (70) 254 (30) 1.60** (1.29 to 1.98) <0.001 1.51** (1.20 to 1.90) <0.001 
No  754 (79) 202 (21) Reference  Reference  
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Child gender Boy 771 (73) 292 (27) 1.20 (0.98 to 1.47) 0.07 1.22 (0.98 to 1.50) 0.07 
 Girl 720 (76) 227 (24) Reference  Reference  

School year Early Years 77 (76) 24 (24) 0.99 (0.55 to 1.79) 0.98 0.71 (0.38 to 1.32) 0.28 
 Key Stage 1 263 (74) 93 (26) 1.13 (0.73 to 1.75) 0.59 0.80 (0.50 to 1.29) 0.37 
 Key Stage 2 517 (7) 158 (23) 0.97 (0.65 to 1.47) 0.90 0.71 (0.46 to 1.10) 0.13 
 Key Stage 3 286 (72) 109 (28) 1.22 (0.79 to 1.87) 0.37 1.03 (0.66 to 1.61) 1.61 
 Key Stage 4 230 (70) 98 (30) 1.36 (0.88 to 2.11) 0.17 1.15 (0.73 to 1.80) 0.55 
 Years 12 & 13 118 (76) 37 (24) Reference  Reference  

Child has special 
educational needs 

Yes 71 (44) 90 (56) 4.24** (3.05 to 5.89) <0.001 4.13** (2.90 to 5.87) <0.001 

No 1410 (770 422 (23) Reference  Reference  

Parent low well-
being 

Yes 159 (41) 232 (59) 6.77** (5.33 to 8.60) <0.001 7.26** (5.62 to 9.38) <0.001 

No 1332 (82) 287 (18) Reference  Reference  

Child vulnerable to 
COVID-19 

Yes 77 (49) 80 (51) 3.34** (2.40 to 4.65) <0.001 3.06** (2.15 to 4.36) <0.001 

No 1393 (76) 433 (24) Reference  Reference  

Household 
vulnerable to 
COVID-19 

Yes 329 (65) 181 (35) 2.01** (1.60 to 2.51) <0.001 2.08** (1.64 to 2.64) <0.001 

No 1029 (78) 282 (22) Reference  Reference  

Someone over 70 
years 

Yes 46 (53) 41 (47) 2.69** (1.75 to 4.16) <0.001 2.41** (1.51 to 3.83) <0.001 

No 1445 (75) 478 (25) Reference  Reference  

COVID-19 
behaviours followed 
by child and parent 

Continuous (0 = 
followed no 
behaviours, 11 = 
followed all) 

N=1491, 
M=5.35, 
SD=3.02 

N=519, 
M=6.32, 
SD=3.22 

1.11** (1.07 to 1.14) <0.001 1.11** (1.07 to 1.15) <0.001 

Access to outside 
space3 

Garden 1333 (75) 451 (25) 0.89 (0.52 to 1.53) 0.67 1.10 (0.60 to 2.03) 0.76 

Other3  108 (69) 49 (31) 1.19 (0.64 to 2.23) 0.58 1.36 (0.68 to 2.73) 0.38 

No 50 (72) 19 (28) Reference  Reference  

* p ≤ .05 and formatted bold. ** p ≤ .001 and formatted bold.  
Some results are rounded to 3 rather than 2 decimal places to distinguish between p ≤ .05 and p ≤ .001. 
† Adjusting for parent gender, age, region, household income, employment status, education level, marital status, ethnicity, and the child’s 
gender and school year.  
^^^ Not included variable highly correlated with employment variable.  
1 Working includes students and volunteers. 2 Question only offered to parents who reported working in a paid job (full-time, part-time, and 
self-employed) and not to parents who reported being a student, on furlough and a volunteer. 3 Parents that reported no access to a 
garden but had access to other outdoor spaces such as patio, terrace, and balcony. 
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Table 6.4 Binary logistic regression comparing statements about lockdown and associations with children’s 
lower well-being (n = 519). 

Statement  Level Child higher well-
being, n, (%) 

Child lower well-
being, n, (%) 

Odds ratio 
(95%, CI) 

P-
value 

Adjusted 
odds ratio 
(95%, CI) † 

P-
value 

If child goes out, she/he is 
likely to catch coronavirus 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1473, 

M=3.37, 

SD=1.02 

N=515, 
M=2.87, 
SD=1.06 

0.63** (0.57 
to 0.70) 

<0.001 0.63** (0.57 to 
0.70) 

<0.001 

If child goes out, she/he is 
likely to bring coronavirus 
back into our home 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1465, 
M=3.33, 
SD=1.04 

N=515, 
M=2.82 
SD=1.11 

0.63** (0.58 
to 0.70) 

<0.001 0.63** (0.57 to 
0.70) 

<0.001 

Child is keeping up with 
his/her schoolwork 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1470, 
M=2.03, 
SD=1.01 

N=508, 
M=2.48, 
SD=1.24 

1.43** (1.31 
to 1.57) 

<0.001 1.46** (1.33 to 
1.60) 

<0.001 

I feel confident helping 
child with her/his 
schoolwork 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1469, 
M=2.16, 
SD=0.98 

N=508, 
M=2.48, 
SD=1.13 

1.34** (1.22 
to 1.48) 

<0.001 1.34** (1.21 to 
1.48) 

<0.001 

I feel supported by child’s 
school 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1475, 
M=2.25, 
SD=1.03 

N=512, 
M=2.52 
SD=1.15 

1.26** (1.15 
to 1.38) 

<0.001 1.24** (1.12 to 
1.37) 

<0.001 

I have access to all the 
resources that child needs 
to do her/his schoolwork 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1473, 
M=2.09, 
SD=0.97 

N=512, 
M=2.37, 
SD=1.14 

1.30** (1.18 
to 1.43) 

<0.001 1.31** (1.18 to 
1.44) 

<0.001 

During lockdown, child has 
learned about important 
things she/he wouldn’t 
normally learn at school 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1481, 
M=2.37, 
SD=0.98 

N=518, 
M=2.49, 
SD=1.08 

1.12* (1.01 
to 1.24) 

0.02 1.13* (1.02 to 
1.25) 

0.02 

In the past 7 days, child 
has been bored 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1486, 
M=2.63, 
SD=1.20 

N=517, 
M=2.14, 
SD=1.11 

0.68** (0.62 
to 0.75) 

<0.001 0.68** (0.61 to 
0.75) 

<0.001 

In the past 7 days, my 
household has had a 
regular structure to the day 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1484, 
M=2.27, 
SD=0.99 

N=517, 
M=2.50, 
SD=1.14 

1.23** (1.12 
to 1.36) 

<0.001 1.23** (1.11 to 
1.36) 

<0.001 

In the past 7 days, child 
has kept in touch with 
her/his friends 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1483, 
M=2.21, 
SD=1.12 

N=515, 
M=2.39, 
SD=1.19 

1.15* (1.05 
to 1.25) 

0.01 1.67 (0.89 to 
3.15) 

0.11 
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Child is worried about 
coronavirus 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1481, 
M=2.88, 
SD=1.12 

N=515, 
M=2.27, 
SD=1.08 

0.60** (0.54 
to 0.66) 

<0.001 0.59** (0.53 to 
0.65) 

<0.001 

In the past 7 days, child 
has felt upset about not 
seeing other family 
members who do not live 
with us 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1475, 
M=3.09, 
SD=1.24 

N=517, 
M=2.45, 
SD=1.15 

0.64** (0.59 
to 0.70) 

<0.001 0.63** (0.57 to 
0.69) 

<0.001 

In the past 7 days, I have 
found it hard to keep up 
with work or other 
important commitments 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1429, 
M=3.37, 
SD=1.19 

N=496, 
M=2.55, 
SD=1.15 

0.56** (0.51 
to 0.61) 

<0.001 0.55** (0.49 to 
0.60) 

<0.001 

In the past 7 days, people 
in my household have been 
getting along well 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1484, 
M=2.00, 
SD=0.93 

N=516, 
M=2.37, 
SD=0.97 

1.47** (1.33 
to 1.63) 

<0.001 1.46** (1.31 to 
1.63) 

<0.001 

I am worried about the 
financial impact of 
lockdown measures 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1475, 
M=2.58, 
SD=1.23 

N=514, 
M=2.24, 
SD=1.10 

0.78** (0.71 
to 0.85) 

<0.001 0.77** (0.70 to 
0.85) 

<0.001 

Before the school closures, 
child had extra support at 
school 

5-point Likert-scale 
(1=strongly agree, 
5=strongly disagree) 

N=1326, 
M=3.72, 
SD=1.32 

N=487, 
M=2.98, 
SD=1.42 

0.68** (0.63 
to 0.74) 

<0.001 0.69** (0.63 to 
0.75) 

<0.001 

* p ≤ .05 and formatted bold.  
** p ≤ .001 and formatted bold.  
Some results are rounded to 3 rather than 2 decimal places to distinguish between p ≤ .05 and p ≤ .001. 
† Adjusting for parent gender, age, region, household income, employment status, education level, marital status, ethnicity, and the child’s 
gender and school year.  
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6.3.2.1 Associations between well-being and leaving home 

A child was more likely to have a lower well-being if they left home for shopping, 

to provide help to someone else, to meet family, for medical treatment or for 

another reason (Table 6.5). Lower well-being was also associated with not 

leaving home for exercise. 

Table 6.5 Binary logistic regression comparing reasons for children 
leaving the home by children with low well-being (n = 519). 

Number of times that 
the child had left the 
home, for each 
reason, on a 
continuous scale 
starting at 0 

Child 
higher well-
being, n, 
(%) 

Child lower 
well-being, 
n, (%) 

Odds ratio 
(95%, CI) 

P-
value 

Adjusted 
odds ratio 
(95%, CI) † 

P-
value 

To go to the shops for 
groceries, toiletries, or 
medicines  

N=1491, 

M=0.53, 

SD=1.03 

N=519, 
M=0.83, 
SD=1.24 

1.25** (1.15 
to 1.36) 

<0.001 1.24** (1.13 
to 1.35) 

<0.001 

To go to the shops for 
other items  

N=1491, 
M=0.38, 
SD=0.91 

N=519, 
M=0.68, 
SD=1.13 

1.32** (1.20 
to 1.45) 

<0.001 1.31** (1.19 
to 1.45) 

<0.001 

To provide help to 
someone else 
 

N=1491, 
M=0.15, 
SD=0.71 

N=519, 
M=0.42, 
SD=0.99 

1.44** (1.27 
to 1.64) 

<0.001 1.37** (1.21 
to 1.56) 

<0.001 

To meet friends  
 

N=1491, 
M=0.44, 
SD=1.51 

N=519, 
M=0.64, 
SD=1.20 

1.14** (1.06 
to 1.24) 

<0.001 1.14* (1.05 
to 1.24) 

0.002 

To meet family 
members who don’t live 
with you 

N=1491, 
M=0.42, 
SD=0.88 

N=519, 
M=0.59, 
SD=0.95 

1.22** (1.10 
to 1.35) 

<0.001 1.19** (1.07 
to 1.33) 

0.001 

For a medical need 
(e.g., an outpatient 
appointment) 

N=1497, 
M=0.04, 
SD=0.25 

N=519, 
M=0.24, 
SD=0.60 

3.75** (2.75 
to 5.11) 

<0.001 3.70** (2.64 
to 5.18) 

<0.001 

To go to school 
 

N=1491, 
M=0.62, 
SD=1.48 

N=519, 
M=0.77, 
SD=1.51 

1.07 (1.00 
to 1.14) 

0.05 1.06 (0.99 to 
1.13) 

0.12 

For exercise 
 

N=1491, 
M=3.27, 
SD=2.99 

N=519, 
M=2.64, 
SD=2.53 

0.92** (0.89 
to 0.96) 

<0.001 0.93** (0.89 
to 0.97) 

<0.001 

For another reason  
 

N=1491, 
M=0.15, 
SD=0.76 

N=519, 
M=0.33, 
SD=0.97 

1.25** (1.12 
to 1.40) 

<0.001 1.22** (1.08 
to 1.37) 

0.001 

* p ≤ .05 and formatted bold.  
** p ≤ .001 and formatted bold. 
Some results are rounded to 3 rather than 2 decimal places to distinguish between p ≤ .05 and 
p ≤ .001. 
† Adjusting for parent gender, age, region, household income, employment status, education 
level, marital status, ethnicity, and the child’s gender and school year. 
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6.4 Discussion 

During the COVID-19 pandemic, interventions were implemented to reduce 

physical interactions, including school closures and limits to physical contact 

between members of different households. We explored the impact of these 

measures to identify the risk factors for children having (1) close contact with 

family members from outside their household and (2) a low well-being.  

6.4.1 Physical interactions with non-household family members 

Our finding that 15% of children had physical interactions with non-household 

family members when schools were closed is concerning, as this would have 

increased the risk of disease transmission. This is particularly problematic for 

the 6% who had interactions with a non-household family member aged 70 

years or over, who would be particularly at risk from COVID-19.  

We found several variables associated with non-household contact that seem to 

point towards a high risk of such interactions among families that require 

childcare. This included, for example, when one parent was a keyworker and 

when parents reported they had been unable to keep up with work or other 

important commitments. At the time of the survey parents were able to go back 

to work and some children were eligible to attend school. However, this cross-

sectional survey also found that most of the children eligible to attend school 

were not attending (Chapter 7; (Woodland et al., 2021)), and many will have 

needed alternative childcare.  

We found that the risk for non-household family interactions was relatively equal 

across all children’s ages, which contrasts with previous research (Brooks, 

Smith, et al., 2020). We suspect that the restrictions in place at the time of our 

survey explains this result. A longitudinal German study found that during 

COVID-19, the activities that children engaged in differed between ages 

(Paulsen et al., 2022). However, these age differences disappeared when the 

guidance was more restrictive. That study also found that children commonly 
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met elderly relatives (and friends) throughout the one-year study period, which 

supports our findings.  

There appeared to be a cluster of predictive variables that indicated that 

children with worse psychological well-being were more likely to meet up with 

non-household family members. Variables in this group included children or 

their parent having a low well-being and when children being worried about non-

household family members. We interpret these findings as the physical 

interactions may have been used to try to improve children’s well-being (Morina, 

Kip, Hoppen, Priebe, & Meyer, 2021), although as we are unable to determine 

causality; it could be that children’s well-being reduced because of meeting their 

non-household family members. 

Children who had extra support before the school closures and had special 

educational needs were also more likely to have non-household family 

interactions. This suggests that worries about education also increased risk of 

non-household interactions, which aligns with previous research (Brooks, Smith, 

et al., 2020).  

Our results were less clear in terms of the perceived risk of COVID-19 and the 

impact on children’s non-household family interactions. We did not find any 

associations between children’s non-household family interactions and the 

lockdown statements that related to COVID-19. Whereas a systematic review 

suggested that risk of disease increased adherence (Brooks, Smith, et al., 

2020). In addition, children who were vulnerable to COVID-19 and lived with 

someone over 70 years old were more likely to have non-household family 

interactions. These findings are concerning, suggesting a higher risk of 

contagion in these more vulnerable groups.  

6.4.2 Children with a low well-being  

Over a quarter (26%) of children reported on in our study had a low well-being 

that places them at risk for a clinical mental illness. A study in Switzerland 
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conducted while schools were closed due to the COVID-19 pandemic found 

children’s well-being and family functioning had reduced compared to before the 

pandemic, and the psychological impacts were greater for children at risk for 

neurodevelopmental impairments (Ehrler et al., 2021). Children with special 

educational needs had four times higher odds of having a lower well-being 

compared to children without special educational needs. A modelling study 

supports this finding (Essex et al., 2006). In addition, a large survey (n = 28, 

160) suggests that children with special education needs are at risk for 

emotional, conduct, attention and peer relationship problems (Deighton et al., 

2019). Therefore, the risk of adverse mental health problems could be 

exacerbated in children with special educational needs due to being at 

increased risk of challenging behaviour during lockdown. Parents who struggle 

to manage their children’s behaviour are prone to using adverse parenting 

styles and are at increased risk of family conflict and parental distress (Prime et 

al., 2020; Spinelli et al., 2020; Wille et al., 2008). That said, “special educational 

needs” covers a wide range of health and educational needs and research is 

needed to unpack what makes these children most at risk of poor well-being; 

increased risk could result from educational worries and a lack of academic 

support for these children (Ehrler et al., 2021). 

We also observed risk factors for low well-being that relate to the home 

environment: parents who reported that their child had lower well-being also 

tended to report that they were bored or upset about not seeing family 

members, and that people in the household had not been getting along, or there 

was no structure to the day. Parents were also more likely to be worried about 

the financial impact of lockdown or unable to keep up with work and other 

commitments. Similar risk factors were identified in a study conducted during 

the COVID-19 pandemic that found individuals with poor sleep quality, 

increased distress due to financial circumstances, dependents, and or who 

were not adjusting to lockdown were more likely to experience depression 

(Varma, Junge, Meaklim, & Jackson, 2021). In addition, there is research 
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showing the relationship between parent low well-being and child poor mental 

health outcomes (Davis, Sawyer, Lo, Priest, & Wake, 2010; Viner et al., 2022; 

Wille et al., 2008). We found that children were at seven times higher odds of 

lower well-being when the parent had low well-being. Our findings indicate that 

not only is parental well-being associated with child well-being but there also 

appears to be a link between parental distress due to home circumstances, 

such as financial worries.  

Factors related to vulnerability to COVID-19 were also associated with children 

having a lower well-being. Survey data has shown that risk factors for poor well-

being in children include being worried about a grandparents’ vulnerability to 

COVID-19, infecting their grandparents (Idoiaga, Berasategi, Eiguren, et al., 

2020; Sarkadi et al., 2021) and being vulnerable to COVID-19 themselves 

(Saurabh & Ranjan, 2020; Tunçgenç et al., 2022). Children were also more 

likely to have a lower well-being if one of their parents was a keyworker. 

Keyworkers commonly interacted with many people daily, which increased their 

risk of COVID-19 (Environmental Modelling Group (EMG) Transmission Group, 

2021). Families that adopted more protective behaviours because of the risk of 

COVID-19 were also more likely to have a child with lower well-being; it is 

possible that increased levels of protective behaviours reflected a higher 

general sense of worry about the pandemic within the household.  

More positively, children who had a higher well-being were more likely to have 

parents who had confidence in home-schooling and the perception that children 

were keeping up with their schooling. A systematic review has shown that 

parental self-efficacy can improve children’s well-being (Albanese, Russo, & 

Geller, 2019). It is possible that this explains our results perhaps by reducing 

tension within the home about schoolwork. We did not find any associations 

with parental education, income, or employment status in contrast to previous 

research (Reiss, 2013), although we did note that younger parents were more 

likely to report low well-being for their children than older parents. Younger 

adults in general experienced higher levels of stress and anxiety during the 
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pandemic (Varma et al., 2021) because of more challenging working and living 

conditions, something which might account for our findings.   

Exercise was also a protective factor; children were more likely to have a higher 

well-being the more times they had left the home to exercise. This finding aligns 

with quantitative research that shows the benefits of exercise on physical and 

mental health (Ahn & Fedewa, 2011; Benzing et al., 2022; Biddle, Ciaccioni, 

Thomas, & Vergeer, 2019; Eddolls et al., 2018; Varma et al., 2021). We were 

surprised that access to outside space had no associations with either of our 

outcomes, although having access to outside space does not necessarily mean 

children use the space. To counterbalance the increased stress on families as a 

result of the pandemic, exercise should be promoted as a way to maintain well-

being and parents should be taught how to increase their self-efficacy in 

managing difficult situations. 

6.4.3 Limitations  

We used purposive sampling to meet pre-determined quotas for parent and 

children characteristics to broadly represent parents and children in England. 

The use of quota rather than random sampling means that it is not possible to 

quantify the nature of any bias in the prevalence estimates that we have made. 

However, we have no reason to believe that the associations between the 

different variables that we measured would be affected by any theoretical bias 

(Kohler, 2019). The RCADS is designed for children aged between eight and 18 

although parents reported on children from four years old (Ebesutani et al., 

2011). However, we suggest this has minimal impact on our findings, RCADS 

has been found to be a reliable and valid measure in children as young as three 

years old (Ebesutani, Tottenham, & Chorpita, 2015).  

6.4.4 Conclusions 

During the COVID-19 pandemic we found that although children reduced their 

physical interactions, 15% had non-adherent physical contact with non-
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household family members. The reasons for these interactions were largely 

related to a need for childcare, although factors relating to COVID-19, children’s 

well-being and education were also important. Children who had special 

educational needs or had a parent with low well-being were most at risk for 

having a lower well-being themselves. Exercise and parent self-efficacy with 

home-schooling may help maintain children’s mental and physical health. 
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7 CHAPTER 7: PARENTS’ WILLINGNESS TO SEND 

CHILDREN BACK TO SCHOOL: A CROSS 

SECTIONAL SURVEY 

Adapted from the article entitled “Why did some parents not send their children back to school 

following school closures during the COVID-19 pandemic: a cross-sectional survey” (Woodland 

et al., 2021). 

7.1 Introduction 

On 23rd March 2020, a nationwide closure of schools took place across England 

in response to COVID-19. Schools were kept open for vulnerable children and 

children of keyworkers (HM Government, 2020k). From 1st June 2020 children 

in reception (four to five years old), year one (five to six years old) and year six 

(10 to 11 years old) also became eligible to attend school, on a voluntary basis 

(HM Government, 2020j). 

The benefits of closing schools to reduce transmission of COVID-19, and how 

to balance this against the significant social and economic consequences of a 

school closure, have been widely debated (Children's Commissioner, 2020a; 

Viner et al., 2020). Regardless of this debate, it is clear that many parents have 

felt far from comfortable with their children attending school, even where it has 

been actively encouraged (Royal College of Paediatrics and Child Health, 

2020). 

In England, the Coronavirus Act 2020 prevents parents from being penalised for 

not sending their children to school (HM Government, 2020x) but from 

September 2020 a child’s attendance will be mandatory in the large majority of 

cases (HM Government, 2020z). Parents will be at risk of fines if their child 

misses school (HM Government, n.d-d). 

Re-opening schools, while avoiding having to take legal action against parents, 

might be facilitated if parents were made to feel more comfortable about 
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sending their children to school. A systematic review of school closures has 

previously suggested several factors that may be relevant to this (Brooks, 

Smith, et al., 2020). These include the perceived risk of infection (Basurto-

Dávila et al., 2013; Effler et al., 2010), concern about the impact of a closure on 

a child’s education (Basurto-Dávila et al., 2013; Van Gemert et al., 2018), and 

parental concerns about their child’s mental health (Lee, 2020). Understanding 

what the key issues are that determine a parents’ willingness to send their 

children back to school and ensuring that communications address these issues 

should help parents feel more comfortable with schools re-opening and help 

schools and local councils avoid having to use financial sanctions to improve 

attendance.    

This study used the data reported about in Chapter 6, although here we 

investigated factors associated with a parents’ willingness to send their child to 

school during the COVID-19 pandemic in a nationally representative sample of 

parents living in England. Because the pressures on them may be different, and 

the ability to send children to school at the time of data collection was different, 

we separately investigated these factors in: parents of children in reception, 

year one, or year six; families where at least one parent was a keyworker; and 

parents of school aged children who did not fall into these groups. 

7.2 Method 

7.2.1 Design 

We commissioned a market research company, BMG Research, to administer a 

cross-sectional survey between 8 and 11 June 2020 (BMG Research, n.d). Data 

collection took place one week after schools in England opened their doors 

again to all children in reception, year one, and year six.  
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7.2.2 Participants 

The participants are described in Chapter 6 (p.199). In brief, participants (n = 

2,447) were recruited. Participants were eligible for the study if they were aged 

eighteen years or over, lived in England, and were a parent or guardian to a 

school-aged child (4-18 years old) who usually lived with them. 

7.2.3 Study materials 

The survey is available in Appendix E, p.429. 

7.2.3.1 Selection of a child to answer questions about 

Our survey was split into two sections.  

The first section asked parents of children who were eligible to go to school, if 

they had attended school in the past week. Parents who had a child in 

reception, year one, or year six were asked to select one child pseudorandomly 

to report on (the child with the most recent birthday). In cases where children 

shared a birthday, we asked the parent to select one child. If parents did not 

have a child in these year groups, but they or their spouse were a keyworker, 

we also asked them to select one child to think about, using the same 

pseudorandom process.  

The second section considered whether parents would want their child 

(selected using the same pseudorandom process) to attend school next week if 

this became possible.  

7.2.3.2 Personal characteristics 

We asked parents to report their gender, age, region, household income, 

employment status, marital status, ethnicity and level of education. We also 

asked whether anyone within the household was aged over 70 years and had a 

health condition that made them vulnerable to coronavirus.  
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We asked parents to report the child’s gender, age, school year, school type 

(fee-paying or state-funded) and whether the child had special educational 

needs (SEN). 

7.2.3.3 School attendance last week 

For parents who had a child eligible for school we asked how many times the 

child had attended school in the past seven days. Depending on the response 

we presented parents with: 10 reasons for why they were sending the child to 

school (for example, “it is compulsory for my child to attend”); 12 reasons for 

why they were only sending the child to school part-time (for example “I am 

using it as childcare and I only need them in part-time”); or 16 reasons for why 

their child was not attending school (for example, “someone in my household is 

clinically vulnerable to coronavirus”). We asked parents to “tick any [statement] 

that applies”. Parents also had the option to write-in text for “other reason.”  

7.2.3.4 Willingness to send child to school next week 

We presented all parents with nine statements about schools re-opening 

including “if it were possible, I would want to send [name of child] to school next 

week.”  We also presented 16 statements about lockdown (for example: “[name 

of child] is keeping up with her / his schoolwork). We asked parents to respond 

to each on a five-point Likert-type scale from “strongly agree” to “strongly 

disagree.”  

7.2.3.5 COVID-19 symptoms 

We asked all parents to report if the selected child had experienced any 

symptoms “in the past seven days” from a list of 10 symptoms. We also asked if 

they or a household member (other than the child) had experienced symptoms 

“in the past 14 days” from the same symptom list. We asked parents whether 

they thought their child had had COVID-19.   
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7.2.3.6 Well-being 

We asked parents to report their child’s well-being using two subscales from the 

Revised Child Anxiety Disorder Scale (RCADS): the generalised anxiety 

disorder (GAD) subscale and the major depressive disorder (MDD) subscale 

(Chorpita et al., 2000).  

7.2.3.7 Ethics  

The research was approved by the Psychiatry, Nursing and Midwifery Research 

Ethics Subcommittee at King’s College London (LRS—19/20-18787). 

7.2.4 Patient and public involvement 

A school trustee contributed to the development of the survey materials and co-

authored this paper.   

7.2.5 Analysis 

7.2.5.1 Re-coding variables 

School attendance was defined as a child who attended school for at least one 

day, in the past seven days. Willingness to send a child to school next week, 

was defined as a parent who reported “strongly agree” or “tend to agree” to this 

item.  

Variables were coded as displayed in the results. We recoded all statement 

answers into binary variables by grouping “strongly agree” and “tend to agree,” 

versus “neither agree nor disagree,” “tend to disagree” and “strongly disagree.”  

We created two binary variables to indicate whether the child, and someone in 

the household (other than the child) had a health condition that might make 

them particularly vulnerable to COVID-19.   

We created two binary variables to indicate presence of COVID-19 symptoms in 

the child, and someone else in the household. We defined presence of COVID-
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19 symptoms as experiencing a “new, continuous cough,” “high temperature / 

fever,” “loss of sense of smell (fully or partial),” or “loss of taste.” We coded a 

binary variable for the parents’ perception of whether the child had had COVID-

19 by grouping together “they have definitely had it or definitely have it now” 

and “they have probably had it or probably have it now.” 

We created a binary variable to indicate low well-being in the child. We 

assigned a value against each answer from 0 (“never”) to 3 (“always”) on the 

GAD and MDD RCADS subscales and created a total score for each subscale. 

We then turned each total score into a t-score, a method used to normalise 

RCADS scores within the population, by child’s age and gender (Chorpita, 

2020; Chorpita et al., 2000). We used the same process for reception to year 

three as for year four. We used a t-score cut off of 65 or above on either GAD or 

MDD subscales to indicate low well-being.  

For all variables, we coded the responses “don’t know,” “not applicable,” “prefer 

not to say” and “prefer to self-describe” as missing data.  

7.2.5.2 Analysis 

We ran a series of binary logistic regressions using IBM SPSS v 26.0 (IBM 

Corp, 2019), investigating the univariable associations between each of our 

predictor variables and sending the child to school or wanting to send the child 

to school. We ran a second set of binary logistic regressions controlling for 

personal characteristics (parent gender, age, living region, household income, 

employment status, level of education, marital status, ethnicity, and the child’s 

age, school type and year).  

We analysed frequencies for the reasons given for sending the child to school 

for a full week (five days), sending the child to school part-time (less than five 

days), and for not sending the child to school.  

For ease of interpretation, we used unweighted data in our analysis.  
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We applied a Bonferroni correction to our results (p ≤ .001) due to a large 

number of analyses (children in school years n = 29, children of keyworkers n = 

31, children non-eligible for school n = 53). Results meeting this criterion are 

marked by a double asterisk (**) in the tables.  

7.2.6 Sample size calculation 

During analysis, we identified some logical inconsistencies suggesting that 16 

parents may have accidentally completed the wrong section of the survey – we 

removed these parents from the analyses. Our final sample (n = 1,994) was 

powered to give a confidence interval of approximately plus or minus 2% for 

each prevalence estimate. The three subsamples (children in eligible school 

years, n = 803; keyworkers, n = 570; children not eligible for school, n = 621) 

reported in this paper all had a margin of error of plus or minus 5% at the 95% 

confidence level.  

7.3 Results 

7.3.1 Willingness to send eligible children to school  

Eight hundred and three parents had children in reception, year one, or year six 

and 570 parents reported they and or their spouse were a keyworker, and that 

they did not have a child in eligible school years. Nearly half (46%, 95% CI, 

43% to 50%, n = 370/803) of children in eligible school years had attended 

school and only 13% (95% CI, 10% to 15%, n = 72/570) of children of 

keyworkers had attended school, most children had not (54%, 95% CI, 50% to 

57%, n = 432/803 for children in school years and 87%, 95% CI, 85% to 90%, n 

= 497/570 for children of keyworkers). One parent in each group did not know if 

their child had attended school. The most common reported reasons for 

children not to attend school were thinking it was too risky for the child and that 

the school was not open Table 7.1.  
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Table 7.1 Parent reasons for children eligible for school, who had not 
attended school in the past week. 

Reason Children in 
school years (n 
= 432, %) 

Children of 
keyworkers 
(n = 497, %) 

I think it is too risky for my child to attend school at the moment 223 (52%) 109 (22%) 

The school is not open 140 (32%) 259 (52%) 

I have another child who can’t go to school 67 (15·5%) 24 (5%) 

Being at school will be stressful for my child 59 (14%) 23 (5%) 

I think they will get a better education at home than at school at 
the moment 

57 (13%) 25 (5%) 

The school has asked my child not to attend 51 (12%) 117 (23.5%) 

Someone in my household is clinically vulnerable to coronavirus 45 (10%) 24 (5%) 

My child doesn’t want to go 44 (10%) 29 (6%) 

There’s no point, schools will shut again soon anyway 37 (9%) 13 (3%) 

My child’s friends will not be at school 28 (6·5%) 19 (4%) 

Other reason  28 (6·5%) 65 (13%) 

I think friends, family or other parents will judge me if I send my 
child to school 

12 (3%) 4 (1%)  

I can’t arrange transport to get them to school 6 (1%) 10 (2%) 

Someone else at the school developed coronavirus symptoms 
(cough or fever, or change in sense of taste or smell) 

6 (1%) 4 (1%) 

My child developed symptoms of a different illness 3 (1%) 1 (0%) 

They have developed coronavirus symptoms (cough or fever, or 
change in sense of taste or smell) 

2 (0·5%) 2 (0%) 

Someone else in the family developed coronavirus symptoms 
(cough or fever, or change in sense of taste or smell) 

0 (0%) 3 (1%) 

Table 7.2 shows the reasons for parents to send their child to school. The most 

common reported reasons were the child’s education would benefit and the 

parent needing to work. Of the parents whose children had attended school 

part-time reported that their children were only allowed to attend part-time 

(Table 7.3).  
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Table 7.2 Parent reasons for children eligible for school, who had 
attended school at least one day in the past week. 

Reason Children in school 
years (n = 370, %) 

Children of 
keyworkers (n = 72, %) 

My child’s education will benefit from being at 
school 

208 (56%) 30 (42%) 

My child wants to go to school 200 (54%) 35 (49%) 

My child will benefit from seeing their friends 187 (50·5%) 27 (37·5%) 

I need to work 120 (32%) 40 (56%) 

I don’t believe my child will be at risk at school 96 (26%) 17 (24%) 

Having my child at home is a strain 57 (15%) 10 (14%) 

It is compulsory for my child to attend 50 (13.5%) 9 (12.5%) 

It reduces costs at home 48 (13%) 7 (10%) 

I think friends, family or other parents will judge me 
if I don’t send my child to school 

43 (12%) 11 (15%) 

I have non-work commitments I need to meet 21 (6%) 4 (6%) 

Other 9 (2%) 3 (4%) 

Table 7.3 Parent reasons for children eligible for school, who attended 
school part-time. 

Reason Children in school 
years (n = 204, %) 

Children of keyworkers 
(n = 39, %) 

The school only offers for them to be in part-time 80 (39%) 16 (41%) 

It is less risky for them to be in part-time 40 (20%) 7 (18%) 

I am only sending them in on days where the lessons 
are important 

28 (14%) 8 (20·5%) 

Other reason  27 (13%) 3 (8%) 

I am using it as childcare and I only need them in part 
time 

24 (12%) 6 (15%) 

I am only sending them in on days when I can 
arrange transport 

23 (11%) 4 (10%) 

Someone else at the school developed coronavirus 
symptoms (cough or fever, or change in sense of 
taste or smell) 

14 (7%) 1 (3%) 

I started sending them in, but have now changed my 
mind 

13 (6%) 2 (5%) 

They have developed coronavirus symptoms (cough 
or fever, or change in sense of taste or smell) 

13 (6%) 1 (3%) 

Someone else in the family developed coronavirus 
symptoms (cough or fever, or change in sense of 
taste or smell) 

12 (6%) 0 (0%) 

I am only sending them in on days when their friends 
are in 

11 (5%) 6 (15%) 

My child developed symptoms of a different illness 9 (4%) 0 (0%) 

They only live with me part time 6 (3%) 1 (3%) 
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Parent characteristics for children in eligible school years and for children of 

keyworkers are shown in Table 7.4. Parents of children in eligible school years 

were more likely to send their child to school if they were educated to degree 

level or above, working and of white ethnicity, or living in London compared to 

the North East, North West, and Yorkshire and the Humber. Children of 

keyworkers were more likely to attend school when their parents were aged 45 

and under and who were working.  

Child attendance was more likely for children in eligible school years when in a 

fee-paying school and if they had a health condition that made them vulnerable 

to COVID-19. For both groups’ attendance was more likely for children who had 

special educational needs, reported low well-being, parents thought that their 

child had had COVID-19 and when a person over 70 was living in the 

household. There was also a significant association in both groups between a 

child being more likely to attend school and the child having experienced 

COVID-19 symptoms in the past 7 days, or another person in the household 

having experienced COVID-19 symptoms in the past 14 days.   
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Table 7.4 Parent characteristics for children in eligible school years (n = 803) and children of keyworkers (n = 570), by 
school attendance. 

  Children in eligible school years Children of keyworkers 

Characteristic  Level Did not 
attend 
school, n (%) 

Attended 
school, n 
(%)  

Odds ratio 
(95% CI) 

Adjusted 
odds ratio 
(95% CI) † 

Did not 
attend 
school, n 
(%) 

Attended 
school, n 
(%)  

Odds ratio 
(95% CI) 

Adjusted 
odds ratio 
(95% CI) † 

Gender Male  201 (52) 187 (48) 1·22 (0·92 to 
1·61) 

1·04 (0·75 to 
1·43) 

227 (85) 39 (15) 1·53 (0·92 to 
2·55) 

1·61 (0·91 to 
2·85) 

Female 230 (57) 177 (43) Reference Reference 268 (90) 30 (10) Reference Reference 

Age 18-35 years 129 (49) 136 (51) 1·37 (0·92 to 
2·03) 

1·23 (0·79 to 
1·92) 

54 (77) 16 (23) 3·16* (1·56 to 
6·37) 

2·95* (1·23 to 
7·08) 

36-45 years 212 (56) 164 (44) 1·01 (0·70 to 
1·46) 

0·98 (0·65 to 
1·48) 

198 (86) 33 (14) 1·76* (1·01 to 
3·12) 

2·14* (1·12 to 
4·09) 

46 years ≥ 91 (56·5) 70 (43·5) Reference Reference 245 (91) 23 (9) Reference Reference 

Region East Midlands 33 (60) 22 (40) 0·50* (0·27 to 
0·93) 

0·59 (0·31 to 
1·14) 

45 (85) 8 (15) 0·85 (0·32 to 
2·22) 

1·23 (0·40 to 
3·75) 

East of England 38 (48) 41 (52) 0·81 (0·48 to 
1·38) 

0·92 (0·52 to 
1·64) 

54 (82) 12 (18) 1·06 (0·45 to 
2·52) 

1·38 (0·50 to 
3·81) 

North East 33 (67) 16 (33) 0·36* (0·19 to 
0·71) 

0·38* (0·81 to 
0·78) 

32 (89) 4 (11) 0·60 (0·18 to 
1·98) 

0·93 (0·25 to 
3·46) 

North West 68 (65) 36 (35) 0·40** (0·24 to 
0·66) 

0·39* (0·23 to 
0·68) 

80 (93) 6 (7) 0·36* (0·13 to 
0·99) 

0·61 (0·19 to 
1·89) 

South East 70 (51) 66 (49) 0·71 (0·45 to 
1·11) 

0·92 (0·56 to 
1·52) 

82 (89) 10 (11) 0·58 (0·24 to 
1·94) 

0·81 (0·29 to 
2·29) 

South West 24 (46) 28 (54) 0·88 (0·47 to 
1·63) 

1·16 (0·58 to 
2·31) 

42 (87·5) 6 (12·5) 0·68 (0·42 to 
1·94) 

1·18 (0·37 to 
3·82) 

West Midlands 39 (56) 30 (44) 0·58 (0·33 to 
1·01) 

0·63 (0·34 to 
1·18) 

48 (89) 6 (11) 0·60 (0·21 to 
1·68) 

0·84 (0·27 to 
2·60) 

Yorkshire & the 
Humber 

52 (62) 31 (37) 0·45* (0·26 to 
0·76) 

0·52* (0·29 to 
0·93) 

52 (88) 7 (12) 0·64 (0·24 to 
1·73) 

0·80 (0·27 to 
2·41) 

London 75 (43) 100 (57) Reference Reference 62 (83) 13 (17) Reference Reference 
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Household 
income 

≤ £34,999  164 (54) 142 (46  1·00 (0·75 to 
1·33) 

1·34 (0·95 to 
1·90) 

185 (89) 23 (11) 0·75 (0·44 to 
1·28) 

0·96 (0·51 to 
1·81) 

 £35,000 ≥ 254 (54) 220 (46) Reference Reference 285 (86) 47 (14) Reference Reference 

Employment 
status1 

Working 362 (52) 337 (48) 1·95* (1·25 to 
3·05) 

1·94* (1·16 to 
3·24) 

435 (86) 70 (14) 9·33* (1·27 to 
68·47) 

8·64* (1·13 to 
65·96) 

Not working 67 (68) 32 (32) Reference Reference 58 (98) 1 (2) Reference Reference 

Education level ≤ A-level  179 (63) 105 (37) 0·56** (0·41 to 
0·75) 

0·59* (0·42 to 
0·84) 

227 (88) 31 (12) 0·91 (0·55 to 
1·51) 

1·27 (0·71 to 
2·26) 

Degree ≥ 248 (49) 261 (51) Reference Reference 267 (87) 40 (13) Reference Reference 

Marital status Living alone 49 (48) 54 (52) 1·34 (0·88 to 
2·02) 

1·30 (0·82 to 
2·06) 

75 (88) 10 (12) 0·91 (0·45 to 
1·85) 

0·92 (0·41 to 
2·03) 

Married/cohabiti
ng 

383 (55) 316 (45) Reference Reference 422 (87) 62 (13) Reference Reference 

Ethnicity White  355 (53) 316 (47) 1·23 (0·84 to 
1·12) 

1·66* (1·07 to 
2·58) 

450 (87) 65 (13) 1·04 (0·42 to 
2·53) 

1·47 (0·53 to 
4·13) 

BAME 72 (58) 52 (42) Reference Reference 43 (88) 12 (22) Reference Reference 

Child gender Boy 230 (51·5) 217 (48·5) 1·25 (0·94 to 
1·65) 

1·15 (0·85 to 
1·56) 

244 (87) 36 (13) 1·04 (0·63 to 
1·70) 

0·96 (0·56 to 
1·66) 

Girl 202 (57) 153 (43) Reference Reference 253 (87·5) 36 (12·5) Reference Reference 

School year Early Years 77 (59) 53 (41) 0·74 (0·50 to 
1·10) 

0·79 (0·51 to 
1·23) 

*** *** *** *** 

Key Stage 1 157 (54) 132 (46) 0·90 (0·66 to 
1·22) 

0·88 (0·63 to 
1·24) 

30 (86) 5 (14) 2·10 (0·57 to 
7·81) 

1·52 (0·37 to 
6·30) 

Key Stage 2 198 (52) 185 (48) Reference Reference 120 (86) 20 (15) 2·10 (0·75 to 
5·86) 

1·45 (0·47 to 
4·44) 

Key Stage 3 *** *** *** *** 152 (87) 23 (13) 1·91 (0·69 to 
5·24) 

1·58 (0·55 to 
4·55) 

Key Stage 4 *** *** *** *** 132 (87) 19 (13) 1·81 (0·65 to 
5·08) 

1·44 (0·49 to 
4·24) 

Years 12 & 13 *** *** *** *** 63 (93) 5 (7) Reference Reference 

School type Fee-paying 35 (33) 71 (67) 2·68** (1·74 to 
4·13) 

2·50** (1·56 to 
4·00) 

30 (77) 9 (23) 2·20* (1·00 to 
4·85) 

2·04 (0·82 to 
5·07) 

State-funded 395 (57) 299 (43) Reference Reference 462 (88) 63 (12) Reference Reference 

Child has SEN Yes 22 (31) 48 (69) 2·78** (1·64 to 
4·70) 

2·30* (1·27 to 
4·17) 

28 (61) 18 (39) 5·74** (2·97 to 
11·08) 

7·92** (3·59 to 
17·46) 

No 406 (56) 319 (44) Reference Reference 464 (90) 52 (10) Reference Reference 



CHAPTER 7: PARENTS’ WILLINGNESS TO SEND CHILDREN BACK TO SCHOOL: A CROSS SECTIONAL SURVEY 

237 

 

Low child well-
being 

Yes 92 (42) 124 (57) 1·86** (1·36 to 
2·55) 

1·47* (1·04 to 
2·07) 

127 (82) 28 (18) 1·85* (1·11 to 
3·10) 

1·78* (1·00 to 
3·21) 

No 340 (58) 246 (42) Reference Reference 370 (89) 44 (11) Reference Reference 

Child vulnerable 
to COVID-19 

Yes 28 (39) 44 (61) 2·00* (1·21 to 
3·28) 

1·76* (1·00 to 
3·10) 

33 (82·5) 7 (17·5) 1·49 (0·63 to 
3·50) 

0·93 (0·33 to 
2·63) 

No 401 (56) 316 (44) Reference Reference 455 (87·5) 65 (12·5) Reference Reference 

Household 
vulnerable to 
COVID-19 

Yes 115 (60) 78 (40) 0·78 (0·56 to 
1·08) 

0·74 (0·51 to 
1·06) 

134 (88) 18 (12) 0·90 (0·50 to 
1·60) 

0·56 (0·44 to 
1·67) 

No 295 (53) 258 (47) Reference Reference 314 (87) 47 (13) Reference Reference 

Child with 
COVID-19 
symptoms 

Yes 15 (24) 47 (76) 5·05** (2·22 to 
7·36) 

3·02* (1·49 to 
6·15) 

11 (58) 8 (42) 5·52** (2·14 to 
14·24) 

5·25* (1·58 to 
17·41) 

No 417 (56) 323 (44) Reference Reference 486 (88) 64 (12) Reference Reference 

Household with 
COVID-19 
symptoms 

Yes 9 (17) 43 (83) 6·18** (2·97 to 
12·86) 

6·04** (2·62 to 
13·91) 

13 (65) 7 (35) 4·00* (1·54 to 
10·42) 

4·11* (1·26 to 
13·44) 

No 423 (56) 327 (43) Reference Reference 484 (88) 65 (12) Reference Reference 

Child has had or 
currently has 
COVID-19  

Yes 36 (24) 112 (76) 4·78** (3·18 to 
7·17) 

4·03** (2·57 to 
6·30) 

40 (67) 20 (33) 4·40** (2·40 to 
8·08) 

5·20** (2·48 to 
10·93) 

No 396 (61) 258 (37) Reference Reference 457 (90) 52 (10) Reference Reference 

Someone over 
70 years 

Yes 11 (26) 32 (74) 3·62** (1·80 to 
7·30) 

3·19* (1·45 to 
7·05) 

8 (57) 6 (43) 5·56* (1·87 to 
16·52) 

3·49* (0·98 to 
12·46) 

No 421 (55·5) 338 (44·5) Reference Reference 489 (88) 66 (12) Reference Reference 

* p ≤ .05 and formatted bold.  
** p ≤ .001 and formatted bold.  
*** data not applicable for the sample. 
† Adjusting for parent gender, age, region, household income, employment status, education level, marital status, parent ethnicity, and the child’s gender, 
school year and school-type. 
1 Working includes students and volunteers.  
Decimal places have been used for rounding errors.   
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7.3.2 Willingness to send non-eligible children to school next week 

Of the remaining 621 parents, only 38% (95% CI, 34% to 42% n = 230/610) 

wanted to send their child to school, most did not (62%, 95% CI, 58% to 66% n 

= 380/610). Eleven parent responses were recorded as “not applicable” and 

therefore coded as missing data. The parent characteristics are shown in Table 

7.5. Parents who were male, educated at degree level, had children in Key 

Stage 2 and who thought their child had already had COVID-19 were more 

likely to want to send their child to school. This was also true if the child had 

been bored, and if the parent had found it hard to keep up with work or other 

important commitments (Table 7.6). There was a strong association between 

feeling comfortable in sending the child to school next week and wanting to 

send the child to school. Parents were less likely to want to send their child to 

school if they felt: there was still too much COVID-19 around for schools to be 

able to re-open safely; child was worried about coronavirus; that when schools 

fully re-open, some parents will send their children to school even if they have 

symptoms of coronavirus; children would not wash their hands properly at 

school; schools will not be able to provide good quality education at the 

moment; and schools will not be an enjoyable place for the child to be at the 

moment. 
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Table 7.5 Characteristics for parents when they or their spouse are not a keyworker and do not have a child in 
reception, year one and year six (n = 621), by want to send to school next week. 

Characteristic Level Do not want to send 
to school, n (%) 

Want to send to 
school, n (%)  

Odds ratio (95% CI) Adjusted odds ratio 
(95% CI) † 

Gender Male 147 (56) 116 (44) 1·61* (1·15 to 2·24) 1·47* (1·00 to 2·17) 
Female 232 (67) 114 (33) Reference Reference 

Age 
 

18-35 years 41 (74·5) 14 (25·5) 0·54 (0·28 to 1·03) 0·73 (0·35 to 1·54) 
36-45 years 151 (61) 97 (39) 1·02 (0·72 to 1·43) 1·10 (0·73 to 1·66) 
46 years ≥ 188 (61) 119 (39) Reference Reference 

Region East Midlands 27 (63) 16 (37) 0·70 (0·33 to 1·46) 0·77 (0·33 to 1·77) 
East of England 41 (58) 30 (42) 0·86 (0·46 to 1·61) 0·90 (0·45 to 1·82) 
North East 21 (68) 10 (32) 0·56 (0·24 to 1·32) 0·60 (0·23 to 1·57) 
North West 54 (67·5) 26 (32·5) 0·56 (0·30 to 1·06) 0·74 (0·37 to 1·48) 
South East 68 (66) 35 (34) 0·60 (0·34 to 1·08) 0·65 (0·34 to 1·24) 
South West 37 (62) 23 (38) 0·73 (0·37 to 1·42) 0·83 (0·40 to 1·75) 
West Midlands 54 (65) 29 (35) 0·63 (0·34 to 1·16) 0·61 (0·30 to 1·21) 
Yorkshire & the 
Humber 

30 (60) 20 (40) 0·78 (0·39 to 1·58) 1·25 (0·57 to 2·77) 

London 48 (54) 41 (46) Reference Reference 

Household income  ≤ £34,999  188 (68) 90 (32) 0·61* (0·43 to 0·86) 0·89 (0·59 to 1·33) 
£35,000 ≥ 163 (56) 128 (44) Reference Reference 

Employment status1 Working 271 (60) 183 (40) 1·57* (1·06 to 2·32) 1·50 (0·94 to 2·39) 
Not working 107 (70) 46 (30) Reference Reference 

Education level  ≤ A-level  204 (68) 95 (32) 0·61* (0·44 to 0·85) 0·62* (0·42 to 0·91) 
Degree ≥  175 (57) 133 (43) Reference Reference 

Marital status Living alone 96 (70) 41 (30) 0·64* (0·43 to 0·97) 0·69 (0·43 to 1·09) 
Married/cohabiting 284 (60) 189 (40) Reference Reference 

Ethnicity White 334 (62) 208 (38) 1·37 (0·79 to 2·39) 1·72 (0·90 to 3·29) 
BAME  44 (69) 20 (31) Reference Reference 

Child gender Boy 195 (61) 195 (39) 1·15 (0·83 to 1·60) 1·25 (0·87 to 1·79) 
Girl 185 (64) 104 (36) Reference Reference 

Child school year Key Stage 1 36 (69) 16 (31) 0·91 (0·43 to 1·91) 1·14 (0·50 to 2·62) 
Key Stage 2 72 (52) 67 (48) 1·90* (1·07 to 3·35) 2·77* (1·44 to 5·35) 
Key Stage 3 123 (67) 60 (33) 0·99 (0·57 to 1·73) 1·23 (0·66 to 2·28) 
Key Stage 4 94 (61) 60 (39) 1·30 (0·74 to 2·28) 1·60 (0·86 to 2·96) 
Years 12 & 13 55 (67) 27 (33) Reference Reference 
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Child school type Fee-paying 27 (64) 15 (36) 0·90 (0·47 to 1·72) 1·07 (0·50 to 2·30) 
State-funded 347 (62) 215 (38) Reference Reference 

Child has SEN Yes 28 (72) 11 (28) 0·63 (0·31 to 1·28) 0·55 (0·24 to 1·26) 
No 349 (61) 219 (39) Reference Reference 

Low child well-being  Yes 94 (64) 53 (36) 0·91 (0·62 to 1·34) 0·83 (0·54 to 1·27) 
No 286 (62) 177 (38) Reference Reference 

Child vulnerable to 
COVID-19 

Yes 29 (71) 12 (29) 0·66 (0·33 to 1·32) 0·56 (0·26 to 1·23) 
No 347 (61·5) 217 (38·5) Reference Reference 

Household 
vulnerable to 
COVID-19 

Yes 106 (69) 48 (31) 0·64* (0·43 to 0·95) 0·75 (0·49 to 1·16) 
No 222 (58) 158 (42) Reference Reference 

Child has had or 
currently has 
COVID-19 

Yes 6 (40) 24 (60) 2·65* (1·38 to 5·10) 2·82* (1·35 to 5·91) 
No 364 (64) 206 (36) Reference Reference 

Someone over 70 
years 

Yes 22 (73) 8 (27) 0·57 (0·26 to 1·34) 0·58 (0·23 to 1·46) 
No 358 (62) 358 (38) Reference Reference 

* p ≤ .05 and formatted bold.  
† Adjusting for parent gender, age, region, household income, employment status, education level, marital status, parent ethnicity, and the 
child’s gender, school year and school-type. 
1 Working includes students and volunteers.  
Decimal places have been used for rounding errors.   
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Table 7.6 Parent perceptions for children not eligible for school, by want to send to school. 

Statement Level Do not want to send 
to school (n, %) 

Want to send 
to school (n, %) 

Odds ratio (95%, CI) Adjusted odds ratio 
(95%, CI) † 

If child goes out, she/he is likely to 
catch coronavirus 

Agree 56 (66%) 29 (34%) 0·82 (0·51 to 1·32) 0·81 (0·47 to 1·42) 

Disagree 316 (61%) 200 (39%) Reference Reference 

If child goes out, she/he is likely to bring 
coronavirus back into our home 

Agree 58 (60%) 38 (40%) 1·07 ( 0·69 to 1·67) 1·14 (0·68 to 1·90) 

Disagree 312 (62%) 191 (38%) Reference Reference 

Child is keeping up with his/her 
schoolwork 

Agree 269 (63%) 161 (37%) 0·98 (0·68 to 1·42) 0·88 (0·58 to 1·32) 

Disagree 103 (62%) 63 (38% ) Reference Reference 

I feel confident helping child with her/his 
schoolwork 

Agree 234 (59%) 164 (41%) 1·56* (1·09 to 2·2·4) 1·28 (0·86 to 1·90) 

Disagree 138 (69%) 62 (31%) Reference Reference 

I feel supported by child's school Agree 221 (61%) 143 (39%) 1·15 (0·82 to 1·60) 1·22 (0·84 to 1·77) 

Disagree 154 (64%) 87 (36%) Reference Reference 

I have access to all the resources that 
child needs to do her/his schoolwork 

Agree 260 (60%) 172 (40%) 1·40 (0·96 to 2·04) 1·33 (0·87 to 2·02) 

Disagree 112 (68%) 53 (32%) Reference Reference 

During lockdown, child has learned 
about important things she/he wouldn't 
normally learn at school 

Agree 194 (61%) 124 (39%) 1·10 (0·79 to 1·53) 1·05 (0·73 to 1·51) 

Disagree 183 (63%) 106 (37%) Reference Reference 

In the past 7 days, child has been 
bored 

Agree 214 (56·5%) 165 (43·5%) 1·97** (1·39 to 2·80) 2·05** (1·38 to 3·05) 

Disagree 166 (72%) 65 (28%) Reference Reference 

In the past 7 days, my household has 
had a regular structure to the day 

Agree 249 (61%) 229 (39%) 1·16 (0·82 to 1·65) 0·97 (0·66 to 1·43) 

Disagree 130 (65%) 71 (35%) Reference Reference 

In the past 7 days, child has kept in 
touch with her/his friends 

Agree 275 (61%) 179 (39%) 1·30 (0·89 to 1·91) 1·22 (0·79 to 1·92) 

Disagree 102 (67%) 51 (33%) Reference Reference 

Child is worried about coronavirus Agree 179 (67%) 87 (33%) 0·67* (0·48 to 0·94) 0·69* (0·47 to 0·99) 

Disagree 198 (58%) 143 (42%) Reference Reference 

In the past 7 days, child has felt upset 
about not seeing other family members 
who do not live with us 

Agree 138 (59%) 96 (41%) 1·29 (0·92 to 1·81) 1·41 (0·97 to 2·07) 

Disagree 239 (65%) 129 (35%) Reference Reference 

In the past 7 days, I have found it hard 
to keep up with work or other important 
commitments 

Agree 76 (51%) 73 (49%) 1·77* (1·21 to 2·58) 1·85* (1·19 to 2·88) 

Disagree 276 (65%) 150 (35%) Reference Reference 

In the past 7 days, people in my 
household have been getting along well 

Agree 301 (63·5%) 173 (36·5%) 0·81 (0·54 to 1·19) 0·80 (0·52 to 1·25) 

Disagree 58% (77) 55 (42%) Reference Reference 

I am worried about the financial impact 
of lockdown measures 

Agree 202 (59%) 141 (41%) 1·37 (0·98 to 1·92) 1·28 (0·88 to 1·85) 
Disagree 173 (66%) 88 (34%) Reference Reference 
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Before the school closures, child had 
extra support at school 

Agree 72 (58%) 53 (42%) 1·29 (0·86 to 1·94) 1·26 (0·80 to 1·98) 

Disagree 261 (64%) 149 (36%) Reference Reference 

If it were possible, I would feel 
comfortable sending child to school 
next week 

Agree 46 (19%) 194 (89%) 38·89** (24·29 to 
62·28) 

41·92** (24·52 to 
71·67) 

Disagree 332 (90%) 36 (10%) Reference Reference 

There is still too much coronavirus 
around for schools to be able to reopen 
safely 

Agree 290 (80%) 74 (20%) 0·15** (0·10 to 0·21) 0·14** (0·09 to 0·21) 

Disagree 90 (37%) 156 (63%) Reference Reference 

When child's school fully reopens, 
some parents will send their children to 
school, even if they have symptoms of 
coronavirus 

Agree 191 (67%) 93 (33%) 0·66* (0·47 to 0·92) 0·59* (0·51 to 0·85) 

Disagree 185 (57·5%) 137 (42·5%) Reference Reference 

It is impossible for children to maintain 
'social distancing' at school 

Agree 307 (64%) 175 (36%) 0·75 (0·50 to 1·11) 0·71 (0·46 to 1·10) 

Disagree 72 (57%) 55 (45%) Reference Reference 

Children will not wash their hands 
properly at school 

Agree 239 (67%) 120 (33%) 0·63* (0·45 to 0·88) 0·58* (0·40 to 0·84) 

Disagree 138 (56%) 110 (44%) Reference Reference 

Staff will not wash their hands properly 
at school 

Agree 56 (56%) 44 (44%) 1·35 (0·88 to 2·09) 1·45 (0·88 to 2·38) 

Disagree 320 (63%) 186 (37%) Reference Reference 

Schools will not be able to provide good 
quality education at the moment 

Agree 169 (66·5%) 85 (33·5%) 0·73 (0·52 to 1·02) 0·65* (0·45 to 0·95) 

Disagree 208 (59%) 144 (41%) Reference Reference 

School will not be an enjoyable place 
for child to be at the moment 

Agree 237 (76·5%) 73 (23·5%) 0·28** (0·20 to 0·40) 0·28** (0·19 to 0·40) 

Disagree 142 (48%) 155 (52%) Reference Reference 

* p ≤ .05 and formatted bold.  
** p ≤ .001 and formatted bold.  
† Adjusting for parent gender, age, region, household income, employment status, education level, marital status, parent ethnicity, and the 
child’s gender, school year and school-type. 
Decimal places have been used for rounding errors.  
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7.4 Discussion 

Most children eligible to attend school, either because of their school year group 

or because one parent was a keyworker, were not attending school. Among 

those parents whose children were not eligible to attend, most did not want to 

send their children to school. Worryingly, we observed patterns that seem likely 

to entrench existing educational inequalities still further, with children in state-

funded schools, from households where parents have lower education 

achievements, non-white ethnic minority households and households in the 

North of England being least likely to attend. 

Our results suggest that several broad areas of concern dictate parental 

willingness to return their children to school. First, perceptions of risk are 

crucial. The response “it is too risky” featured highly in parental reasons for not 

sending children to school, while parents were also less likely to want to send 

the child to school if they felt there “was too much coronavirus around for 

schools to open safely.” Factors that might increase or decrease risk 

contributed to attitudes, including worries that children in school would not wash 

their hands properly, that other parents will send sick children to school, or that 

their child has had COVID-19. We suggest the latter result could be linked to 

parental perceptions that the child is immune to further infection (Smith, 

Mottershaw, et al., 2020). Unexpectedly, children were more likely to attend 

school when they had a health condition that made them vulnerable to COVID-

19 and when a person over 70 years old was living in the household. We 

speculate that this may be because these circumstances affect the parents’ 

ability to look after the child at home.    

Conversely low well-being in the child was associated with them being more 

likely to attend school. This finding may reflect the parental desire to improve 

their child’s well-being which may have been impacted by the school closure 

(Idoiaga, Berasategi, Dosil, & Eiguren, 2020). This was also apparent in the 
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endorsement of some statements including that the child wants to go to school 

and will benefit from seeing their friends. It also corresponds with our finding 

that a child was more likely to attend school if they were bored at home. In 

contrast, parents were less likely to want to send their child to school when they 

felt that schools would not be enjoyable, and the child was worried about 

coronavirus. As expected (Brooks, Smith, et al., 2020), concerns about 

education also featured highly as a reason for attendance, while perceptions 

that schools could not provide good quality education or that some lessons 

were not as important were cited as reasons for absence or partial attendance.  

Despite most children of keyworkers not attending school, needing to work was 

the most commonly reported reason for school attendance, suggesting that 

work commitments were the main driver for this group. Similarly, the school not 

being open and the school asking the child not to attend were the most 

commonly reported reasons for the child not being in school. This was 

unexpected, given that school attendance data shows that 92% of schools were 

open (HM Government, 2022a). It is possible there is some nuance at play here 

which explains the apparent contradiction, with schools that were “open” either 

not communicating with or being inaccessible to parents. The relatively low 

ranking for other reasons may reflect the increased pressure to attend work felt 

by this group (Greenberg, Docherty, Gnanapragasam, & Wessely, 2020; Imai, 

2020). 

One troubling finding was that children who had symptoms of COVID-19 in the 

past seven days, or whose household members had these symptoms in the 

past 14 days were significantly more likely to have gone to school. We cannot 

know if the child attended school whilst having symptoms or when symptoms 

were present in the household (against self-isolating guidance) (HM 

Government, 2020u), although amongst adults adherence to self-isolation 

guidelines is known to be poor (Smith, Amlȏt, et al., 2020). However, given that 

school closure is specifically designed to reduce the transmission of respiratory 

infections in general, it is also possible that this reflects the re-emergence of 
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transmission of upper respiratory tract infections in general, or COVID-19 

specifically, within the school environment (Panovska-Griffiths et al., 2020). It 

may also reflect increased anxiety or awareness among parents around 

COVID-19 symptoms, resulting in higher symptom detection and reporting. 

When schools re-open, education authorities may need to be prepared for 

increased reports of coughs and fevers which may burden NHS Test and Trace 

(HM Government, 2021m). 

7.4.1 Limitations  

Several limitations should be borne in mind for this study. First, we ran many 

analyses raising the possibility of Type 1 errors. While we have provided 

Bonferroni corrections in the tables for readers who wish to correct for this, this 

correction in turn may be overly conservative. Second, we used purposive 

sampling to broadly represent parents and children in England. Online polls can 

be unrepresentative, and lead to response, and self-reporting bias (Epstein, 

2006). However, in line with the reasoning presented elsewhere relating to the 

use of non-probability samples in the social sciences (Kohler, 2019), we 

assume that the associations within our data do generalise to the wider 

population. Fourth, the cross-sectional nature of this study limits our ability to 

draw casual findings. Fifth, the RCADS subscale was used to indicate low well-

being but is currently not validated for children under eight years (Ebesutani et 

al., 2011). 

7.4.2 Conclusion 

Helping parents to feel comfortable in sending their children to school will 

require policy makers and school leaders to communicate about the adequacy 

of their policies to: (a) ensure that the risk to children in school is minimised; (b) 

ensure that the educational potential within schools is maximised; and (c) 

ensure that the benefits of school for the psychological well-being of children 

are prioritised. Failure to do this may exacerbate education inequalities.   
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8 CHAPTER 8: PARENTAL PERCEPTIONS OF COVID-

19 RELATED HYGIENE MEASURES WITHIN 

SCHOOLS AND ADHERENCE TO PHYSICAL 

DISTANCING GUIDANCE 

Adapted from the article entitled “A cross-sectional survey of parental perceptions of COVID-19 

related hygiene measures within schools and adherence to social distancing journeys to and 

from school” (Smith, Woodland, et al., 2020). Smith and Woodland contributed equally to this 

work and share joint first authorship, authors are listed alphabetically.  

8.1 Introduction 

The COVID-19 pandemic has led to schools closing across the world, with 

substantial psychological and educational costs (Lee, 2020). Re-opening 

schools when safe to do so is a priority. In England, schools were kept open to 

children of keyworkers. Children in reception (aged four to five years), year one 

(five to six years) and year six (10 to 11 years) were encouraged to return to 

school from 1 June 2020. Return was voluntary for both groups, and the 

Government required schools to put measures in place to reduce the likelihood 

of disease transmission (HM Government, 2020e). These included: frequent 

hand cleaning; children mixing in groups of 15 or fewer; maintaining physical 

distancing where possible; minimising parent contact at the school gates; and 

limit using public transport. Additional steps were also recommended by some 

schools, including advising parents to wash children’s clothes daily and asking 

children to have their temperature taken daily. Protective measures are 

important both to reduce infection rates and also to give parents confidence that 

it is safe for their children to return. If parents report that infection control 

measures are not in place, this should be taken as a warning that hygiene 

practices need to be improved, that communication with parents needs to be 

improved, or both. Therefore, this study aims to identify whether school COVID-

19 protection measures (or communication about them) need to be improved.  
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8.2 Method 

We conducted a cross-sectional survey. Data were collected from 8 to 10 June, 

one week after schools opened to children in reception, year one and year six.  

The study materials are presented in Appendix E (p.429).  

For information about participants, patient public involvement and ethical 

procedure see Chapter 6 (p.198).  

In brief, BMG Research (BMG Research, n.d) recruited 2,447 potential 

participants using active sampling from its existing panel to conduct an on-line 

poll to investigate parental perception of the measures being implemented in 

schools and the number of physical contacts parents had while taking children 

to and from school. 437 participants were excluded (dropouts, non-eligibility, 

and quality-control).  

The sample fell within five percentage points of the known distribution of school 

children in England by child gender, school year and school they attended (fee 

paying or state-funded) (HM Government, 2020aa). 

8.3 Results 

2,010 parents completed the survey in full (16 responses were coded as 

missing data because of sample grouping inconsistencies): 621 did not have a 

child eligible for school; 803 had children in reception, year one or year six 

(“eligible year groups”); 570 parents reported that they or their spouse was a 

keyworker and that they did not have a child in an eligible year group. Of 

children in eligible year groups only 370 (46%) had attended school for at least 

one day in the past week and 432 (54%) had not (n = 1 “don’t know”). Of 

children of keyworker parents only 72 (13%) had attended school and 497 

(87%) had not (n = 1 “don’t know”). The experiences and perceptions of parents 

whose child had attended school are presented in Table 8.1. 
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Table 8.1 Experience and perceptions of parents (n = 442/1,371) in 
England whose child had attended school in the past week (data 
collection: 8 to 10 June 2020) 

Statement Survey item wording (parents were 
asked to “tick any that apply”) 

Number (%) 
of parents of 
children in 
reception, 
year one and 
year six 
responding 
“yes” to item 
(N=370) 

Number (%) of 
keyworker 
parents of 
children in 
other year 
groups 
responding 
“yes” to item 

(N=72)a 

Thinking about 
the facilities or 
procedures at 
your child’s 
school. Which of 
the following, if 
any, are actually 
happening as 
far as you are 
aware? 

There are hand washing facilities or 
hand gel dispensers at the entrance to 
the school that are working 

178 (48%) 36 (50%) 

There are hand washing facilities or 
hand gel dispensers at the entrance to 
the classrooms that are working 

197 (53%) 36 (50%) 

Children’s hand washing or hand gel 
use is being monitored at school 

211 (57%) 37 (51%) 

My child’s class size is now 15 or 
fewer  

228 (62%) 43 (60%) 

The school has used markings or 
barriers to help children keep their 
distance from each other 

191 (52%) 38 (53%) 

Children are having their temperature 
checked on the way in 

106 (29%) 19 (26%) 

In this question 
we are 
interested in 
things that 
happened on 
the most recent 
day that your 
child went to 
school. Please 
remember that 
this survey is 
anonymous – 
please be 
honest in your 
answers. 

Either on the way to or from school, or 
at the school gates, I [had physical 
contact with someone that I don’t live 
with OR was within 1 metre of 
someone I don’t live with for 1 minute 
or longer OR I was between 1 and 2 
metres of someone that I don’t live with 
for 15 minutes or longer]b 

145 (39%) 22 (31%) 

My child used public transport to get to 
or from school 

44 (12%) 7 (10%) 

My child shared a lift in a car with 
another family to get to or from school 

42 (11%) 5 (7%) 

I gave a lift in a car to a child from 
another family to get them to or from 
school 

41 (11%) 9 (12.5%) 

My child [washed their hands OR had 
a shower or bath] as soon as they got 
home from schoolb 

258 (70%) 50 (69%) 

I washed my child’s clothes after they 
got home from school 

169 (46%) 26 (36%) 

aKeyworker parents with children in reception, year one or year six are excluded from this 
group. 
bData from multiple items have been combined for presentation. 
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8.4 Discussion 

Parents reported suboptimal levels of almost every hygiene practice that we 

asked about, including limited handwashing facilities on the way into schools or 

classrooms, class sizes that breached the recommended limit of 15, and not 

maintaining physical distance from other people during the school run.  

Given the urgent need for information, our data are based on a non-probability 

sample generated according to market research best practice and therefore 

care is required in interpretation because of likely selection bias (Kohler, 2019).  

Nonetheless, the results are troubling. If school attendance is to increase, then 

parents must have confidence that good hygiene practices are in place. Urgent 

action is required to provide this by schools assuring parents of the hygiene 

measures that have been implemented and reiterating the social distancing 

guidance. 
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9 CHAPTER 9: PARENTAL WORRIES ABOUT 

SENDING CHILDREN BACK TO SCHOOL: A 

QUALITATIVE STUDY  

9.1 Introduction 

In Chapter 7 (Woodland et al., 2021), I showed that most children who were 

eligible to attend school did not attend during the early stages of COVID-19, and 

that common reasons for this were related to a perception that schools were 

unsafe. These findings were also apparent in Chapter 8. To some extent, 

perceptions of poor hygiene in schools is nothing new. Even before the 

pandemic, hygiene facilities in schools were felt to be inadequate, with one UK 

study reporting that 23% of primary school children felt school toilet facilities 

were “quite bad” or “really horrible,” and the availability of soap and toilet paper 

was poor (Essity, 2018). It could be suggested that perceptions about schools 

being (un)safe may have impacted parents’ decisions about school attendance, 

although other factors may also have been relevant.  

I suspect that concerns about schools being safe and whether children were to 

attend during COVID-19 link to parental risk perceptions about COVID-19. The 

Health Belief Model suggests that adherence to health behaviours is related to 

perceptions about: (a) susceptibility to the illness; (b) severity of the illness; (c) 

benefits (e.g., belief in efficacy of the medical care) and costs (e.g., cost of 

treatment, extent of the behaviour changes, complexity, duration and side 

effects) (Becker, 1974). As such, parents’ perceptions about the costs and 

benefits to children attending school may be impacted by perceptions about 

children’s susceptibility to COVID-19 and severity of illness if they caught 

COVID-19. This model mirrors the findings of a 2019 study about parents’ risk 

perceptions of an infectious disease outbreak in a primary school in Italy and 

how important risk communications are in managing outbreaks (Gentili et al., 

2020). In the study parents were asked about the perceived risk of tuberculosis 
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when they first became aware of the outbreak (T1) and after the implementation 

of a communication intervention (T2). It was found that parents were most 

concerned that the outbreak had happened at school (45%), about high case 

numbers (44%), about the child catching tuberculosis (36%) and about the type 

of disease (29%). The study also found that perceived risk about tuberculosis 

was reduced at T2 when parents had received communications that were “open 

and available.” Given the importance of encouraging children back to school, to 

minimise the social, educational and health harms associated with school 

absence, understanding the range of concerns that parents had at this point in 

the pandemic was important, so that communications could be used to facilitate 

parents understanding of the risks about COVID-19. This would allow for better 

communication that schools were safe to be open and facilitating school 

attendance.  

In this study, I investigated whether parents had any worries about sending their 

children to school whilst they were closed to most children during the COVID-19 

pandemic.  

9.2 Method 

The same parents, interview outline, procedure, and reporting as in Chapter 4 

and 5 were used (p.111, 145, respectively).  

In brief, data were collected between 16 and 21 April 2020, about one month 

after schools had closed and were only open to children who were vulnerable or 

had a keyworker parent. We used a subcontractor to recruit the participants 

(Angelfish Fieldwork, 2021). Parents were selected for interview according to 

their gender, ethnicity, marital status, employment status, income, level of 

education, living region, keyworker status, the number of children in the 

household, and children’s age to ensure a diverse sample. 30 parents were 

interviewed.  
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Parents were asked questions about their perceptions about children returning 

to school, including “do you have any worries about sending your children back 

to school?” The discussion guide can be found in Appendix D (p.414). 

The analysis was a sub-section of the analysis conducted in Chapter 5 (p.145), 

when topic groups were formed during analysis. The codes that related to 

concerns about sending children back to school were separated out, although I 

used the same analytic procedure as Chapter 5; data were coded into initial 

codes, which were reviewed and re-coded three times. Themes and sub-

themes were defined after the re-coding phase was complete. 

9.3 Results 

The participant characteristics are presented in Table 4.2 (p.117). 

I identified four themes: (1) schools being safe to open; (2) perceptions about 

COVID-19 protective measures; (3) adjusting and re-integrating children back to 

school; and (4) stated reasons for children not attending school. Themes are 

described below with supporting quotes. However, the following quote provides 

an overview of parents' worries about children returning to school and how the 

four themes interlink. 

“Yeah, well there always a little bit of worry of, 'Are we going back too 

soon?' The government's always getting pressure to end this by lots 

of people, so do they cave into the pressure and send us back too 

soon and possibility reignite a second wave of it? We probably will 

send A*** back whenever they say it's safe to, but I know me and my 

wife will probably have to sit down and weigh up well, if it's still in her 

maternity leave, should we still keep A*** off, because we have 

someone at home? Or, do we trust guidance and go with it. 'cause, 

our eldest got chickenpox through nursery. And nursery, I feel has a 

job to look after all their kids, so if they see a child with chickenpox, 

then that child should be sent home. But in my daughter's case, there 

was a child who was still contagious, still at nursery. And the nursery, 



CHAPTER 9: PARENTAL WORRIES ABOUT SENDING CHILDREN BACK TO SCHOOL: A 

QUALITATIVE STUDY 

254 

 

I think they had about five or six kids off, over the next two weeks. 

So, I'm not sure if I fully trust schools, pre-schools, to, if they see a 

child exhibiting any of the conditions, whether … how well they would 

be able to perceive them and then, how confident they would be to 

contact parents to send that child home. So yeah, I would be lying if I 

said I was 100 per cent confident if I said as soon as the lockdown 

ends, that I would be fully happy sending my child back. I think 

there'll still be a bit of unease and a bit of apprehension about 

sending her back. (P20). 

9.3.1 Theme 1: Schools being safe to open 

Parents commonly reported that they would send their children back to school, 

as long as it was safe to do so. Parents who expanded on what “safe” meant to 

them appeared uncertain, and responses varied between parents. Parents 

reported safety in terms of: the number of COVID-19 cases; whether cases had 

reduced; when cases were “stable, rather than jumping the gun;” when other 

COVID-19 measures were also removed, or became less restrictive; assurance 

from other people that schools were safe, such as from the school (e.g., 

teachers) and “the experts.” However, there was the common assumption that 

there would always be some risk when children returned to school.  

“I don’t expect any guarantees that they can say, ‘This is 100% the 

safe time to reopen’. I think it’s just going to have to be, we can only 

go by what data we’ve got, what statistics we’ve got, the likelihood, 

you know, it’s going to be one of those things where the Government, 

the schools are going to have to make a judgement and, as parents, 

we’re going to have to trust in the information that they’re using to 

make that judgement. I don’t expect any cast iron guarantees from 

anyone because they can’t give them.” (P06). 

The primary concern that parents had with schools being unsafe related to 

worries about children becoming seriously ill with COVID-19 or giving COVID-

19 to other people. Some parents felt concerned that the Government might feel 
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“pressured” to re-open schools before they were safe. In addition, many parents 

queried how schools would manage children who had COVID-19 as there was 

not a clear policy and it was a challenge to manage the “unknown.” 

“Yes. I do have my worries, just because … I just don’t know. It’s the 

unknown. The fear of the unknown, is what is behind my worry. 

Because we don’t where we’re gonna be. So, if they say, ‘Right, the 

kids can go back in June,’ we’ve only just come out of social 

distancing. Let’s mingle a bit with each other, before we take the kids 

back to … send the kids back to school. Because you don’t know if 

that child … because that child might have been with somebody who 

didn’t know that they have it. And then they take that … that child 

goes back to school and then you know … This is the House That 

Jack Built kind of situation. So, that is my biggest worry, just because 

I know that children can carry bugs. I got swine flu from my daughter, 

who showed barely any symptoms.” (P11) 

These concerns often led to parents weighing up their circumstances and 

whether they had the option to keep their children at home, which was often 

related to having available childcare. However, parents had the common 

perception that they would “deal with [their worries because] kids will have to go 

back to school,” eventually. Similarly, parents appeared to expect COVID-19 

cases would rise, although schools needed to “go back to normal,” and 

suggested that sending children back to school was the only way to do that. 

Therefore, parents needed to manage their worries and trust that schools (and 

Government) would monitor the COVID-19 cases and appropriately manage the 

situation.  

Overall, parents wanted their children back in school. However, parents would 

commonly caveat that view and report that they would prefer the lockdown to be 

extended and keep schools closed to ensure schools were safe when they 

eventually opened. Still, there were parents who were not worried about 
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sending their children back to school, which was emphasised by one parent 

who, when I asked, exclaimed “God, no!” 

9.3.2 Theme 2: Perceptions about COVID-19 protective measures 

When parents were asked about what COVID-19 protection measures they 

wanted in schools, parents felt that COVID-19 measures would be ineffective. 

Parents suggested that the current physical distancing restrictions (e.g., keep at 

a two-meter distance and small class numbers) would be impractical to 

implement when schools were open in full; and especially for children who had 

to use public transport to get to school. In addition, the same reflections were 

made about how schools managed COVID-19 preventative measures in the 

weeks before the schools closed. 

“My experience of how they managed it at the end of the term before 

they broke up, I just think our primary school will struggle to 

implement any of that.” (P19) 

Parents were also concerned that hygiene facilities and practices were 

inadequate. For example, because of the high number of children at school, 

schools would be less able to monitor and enforce good hand hygiene practices 

than when children are at home. Some parents associated the adequacy of 

hygiene practices in schools before the closures with their level of worry about 

children being safe in school when they open.  

“I do know that before the school lockdown, C***’s reception class 

was very, very particular about hand washing and things, even before 

there was anything about coronavirus. So they were very good at it 

there, I wasn’t too worried.” (P08) 

Alternatively, 

“The one thing that worried me, [interviewers name], was how the 

kids said, ‘Regularly in the toilets at school mum there’s no toilet roll 

and no soap’. So, I was like, ‘Oh shit, really?’ <Laughs> So, on a 
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health ground I’m like, OK, I might have to pack them with extra hand 

sanitiser and toilet roll <laughs>.” (P06) 

Parents felt that some children were better than others at adhering to measures, 

such as physical distancing and regular handwashing. Alternatively, parents 

appeared more confident that schools and other parents would keep children 

out of school when they were unwell, such as “parents whose kids have some 

form of [COVID-19] symptoms, they will obviously avoid sending them in 

anyway” and “anybody showing signs of the virus, doing the isolation at home,” 

although this was still a concern due to the challenges of identifying symptoms 

of COVID-19. 

9.3.3 Theme 3: Adjusting and re-integrating children back into school   

Parents commonly thought children would have mixed feelings about returning 

to school, with feelings of excitement about being in school and being able to 

see their friends, although they might miss the “freedom” of being at home. But 

ultimately parents were concerned that children might not want to go back to 

school, and they would struggle to manage the transition. Parents suggested 

that children might “play up” and would find socialising with other children a 

challenge. These concerns were exacerbated among parents with children who 

found school a challenge before the closures. For these parents the school 

closures were a “set back” and any progress that they had made to support 

their children to attend school before the school closures had been lost. 

Some parents offered that children should be re-integrated into the school 

setting. For example, using a “staggered” or “phased” approach wherein not all 

children were back at the same time or children attend school on a part-time 

basis. However, parents appeared to trust that when schools re-opened, they 

would adjust for children having been out of school, such as being more 

accepting of behaviour changes, and might provide a re-integration strategy, 

which reassured parents about children returning. Parents reported trying to 

maintain children’s “connections” to school to facilitate the transition between 
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school and home-schooling, and home-schooling and back to school. 

Alternatively, some parents felt that a transition or adjustment period was not 

necessary, and children would “settle in” once they start school, and “like 

anything, once you get into it, it'll be fine, I'm sure.”  

Regardless of parents’ perceptions about how well they felt their children would 

adjust to being back at school, if schools were to open in a staggered approach, 

then the children who are the first to attend should be the “students who really 

need it.” As such, parents consistently reported children who were having 

exams, particularly GCSEs (children in years 10 and 11) and children who were 

in the last year of primary school and starting secondary school in the following 

academic year to be prioritised as eligible for school.  

“Part of me would just really like them just to all go back, to be 

honest, but I can understand maybe that’s maybe more for exam 

years, where they need to get children up to a particular standard or 

level before they move up to the next.” (P08) 

9.3.4 Theme 4: Reasons for children not attending school   

There were some parents who had taken their children out of school before the 

schools officially closed (commonly the week before) and the reasons for this 

were related to school safety and risk of COVID-19: some parents suggested 

that their employers had encouraged or forced them to work from home due to 

COVID-19, which resulted in (1) some parents feeling that if it was not safe 

enough for them to go to work, then their children should not be in school; and 

(2) as those parents were working from home, they were better able to care for 

their children if they did not want them to go to school; some parents observed 

other schools that had closed; and some parents had children with a health 

condition.  

“It just seems like the most ridiculous situation where I was like, well, 

if it’s dangerous enough for me not to be in work because I work in a 

university and we have student contact all the time, why is it safe 
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enough for my child to be in school, especially when he’s asthmatic.” 

(P06) 

Furthermore, issues were raised among parents who had children eligible to 

attend school because they or their partner were a keyworker, or their children 

were considered vulnerable that resulted in their children not attending school. 

Two parents reported that their school had closed because not enough children 

were attending, and the alternative schools were not suitable: one parent had a 

child in nursery and felt that settling into a new environment was too disruptive; 

and for the other parent the nearest school that could accommodate the health 

needs of their child was too long a commute (an hour away). 

Another parent preferred to keep their child at home if they could, although they 

also felt that there was confusion early on about whether it was acceptable to 

send children to school if there was a parent who could care for them. Instead, 

they organised their work shifts to accommodate childcare needs.  

“Initially the fact that they were keeping them open for keyworkers 

was … it was a real reassurance for someone like me who knew I 

couldn’t just not go to work, but upon reflection and sitting and 

thinking about it, and actually [unclear word] how many children of 

the keyworkers there were in the school… I know that there are 

people out there that don’t have a choice, they don’t have other 

people to leave their children with, they don’t have the option to 

change their hours, so that has to be enough. But for me personally it 

wasn’t enough, which is why I went through the rigmarole of changing 

my hours and missing out on time with my children because in the 

short term that was best for them.” (P26) 

Similarly, another parent with a child who had special educational needs did not 

want to take the place of a child who would “really need” it, as they could also 

care for them at home. These parents consistently reported that the reason for 

keeping them at home was because it “wasn’t worth the risk” and feeling that 

home was the safest place for their children.  
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9.4 Discussion 

During the COVID-19 pandemic, schools in England were closed to most 

children. As a result, parents were concerned about sending their children back 

to school when they re-opened. Parents were simultaneously worried about the 

risk of COVID-19 and that the COVID-19 protection measures in schools would 

be inadequate.  

This study shows a paradox: parents reported they wanted schools to be safe 

before they opened, but they could not describe what a safe school was. On the 

surface, this makes identifying parents' worries about sending children to school 

and quelling those worries a challenge. However, there were common beliefs, 

that appeared to fit with the Health Belief Model (Becker, 1974) and if managed 

appropriately, could encourage children’s school attendance when required.  

Parents had acknowledged that children would attend school whilst there was 

still the risk of COVID-19, although safety was often related to COVID-19 case 

numbers, such as the number of cases and whether the case numbers had 

reduced. I suggest this finding is linked to the susceptibility element of the 

Health Belief Model (Becker, 1974). Parents appear to be weighing up how 

susceptible they perceived their children were to catching COVID-19. When 

perceptions about susceptibility are high, school attendance is likely to 

decrease. A link between a reduction in school attendance rates and an 

increase in COVID-19 cases in the local area was also found in a UK 

Government review conducted after schools had re-opened (Leahy, Newton, & 

Khan, 2021). Another factor related to perceptions about susceptibility 

according to the Health Belief Model is measuring the individuals’ subjective 

feelings of vulnerability to other diseases, which would suggest that children 

who had a health condition that may make them susceptibility to COVID-19 

would be less likely to attend school. However, I found this not to be the case 

(Chapter 7; (Woodland et al., 2021)). 
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Despite this, parents who had children eligible for school commonly reported 

that the reason they kept them out of school was because “it wasn’t worth the 

risk,” which mirrors findings in Chapter 7 (e.g., “it is too risky for my child to 

attend school” (Woodland et al., 2021)). Therefore, I suggest that these parents 

overriding concerns were about severity, not susceptibility: in other words, how 

unwell parents perceived their children “could” be, if they were to catch COVID-

19, regardless of health status. This links into our findings that parents were 

motivated to adhere to COVID-19 guidance because of the uncertainty of health 

implications (Chapter 4; (Woodland, Hodson, et al., 2022b)). Moreover, parents 

who perceived their children to be “healthy” mitigated their worries about 

COVID-19, although this was in conflict with their concerns about the 

uncertainty about how severe the symptoms would be if their child did have 

COVID-19 (Chapter 5; (Woodland, Hodson, et al., 2022a)).  

Nevertheless, children attended school, and attendance rates increased when 

school attendance became mandatory (HM Government, 2022a), which I 

suggest links into the final element of the Health Belief Model, cost and benefits 

(Becker, 1974). When school attendance was mandatory, parents could be 

fined for children’s non-attendance at school (HM Government, n.d-d). The 

costs associated with children not attending school increased. The costs to 

children’s education may also increase the longer they are not attending school, 

which was also a concern to many parents (Chapter 7; (Brooks, Smith, et al., 

2020; Woodland et al., 2021)). In addition, parents had some expectations that 

interlinked with school safety, such as how effective the COVID-19 protective 

measures were in school. This links into perceptions about self-efficacy (cost or 

benefit) of treatments predicting adherence to treatments (Becker, 1974) and 

COVID-19 guidance (Chapter 4; (Woodland, Hodson, et al., 2022b)). Parents 

perceptions about the hygiene facilities and children’s ability to adhere to good 

hygiene practices were associated with worries about sending their children 

back to school.  
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Irrespective of school safety, parents were concerned about re-integrating 

children back into school after being home-schooled for an extended period. In 

May 2020, the same concerns were raised in a report by the Children’s 

Commissioner for England (Longfield, 2020). That report was particularly 

concerned about disadvantaged children being disproportionately affected by 

the pandemic. To mitigate this risk the report made six recommendations to 

support children’s return to school. Schools needed to have effective protective 

measures and communicate this to parents to encourage school attendance. 

Communications needed to be targeted so that parents’ knowledge of COVID-

19 is personalised and appropriate to children’s health and educational needs 

(Gentili et al., 2020). Those findings align with this study.  

9.4.1 Conclusion 

Parents were worried about how safe schools were when they re-opened. 

These worries were lower in parents who trusted that schools would put in place 

adequate protective measures, would not open unless it was safe, and would 

support children in returning to school. Parents had to weigh up these fears and 

make an individual decision about school attendance. Schools should focus on 

these areas and support parents in making an appropriate decision about 

school attendance. 
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10 CHAPTER 10: WHAT INFLUENCES WHETHER 

PARENTS RECOGNISE COVID-19 SYMPTOMS, 

REQUEST A TEST AND SELF-ISOLATE: A 

QUALITATIVE STUDY  

Adapted from the article entitled “What influences whether parents recognise COVID-19 

symptoms, request a test and self-isolate: a qualitative study” (Woodland, Mowbray, et al., 

2022). 

10.1 Introduction  

NHS Test and Trace (NHSTT) was launched across England in May 2020, to 

help identify, contain and control the spread of COVID-19 (HM Government, 

2021c). NHSTT advisers got in touch with anyone who tested positive for 

COVID-19 (cases) and notified the people they had had recent interactions with 

(contacts). By law, cases had to self-isolate for 10 days and contacts for 14 

days, which also reduced to 10 days, from 14 December 2020 (HM 

Government, 2021m). The guidance about who had to self-isolate and for how 

long changed several times. For example, in August 2021, contacts only had to 

self-isolate if they were unvaccinated (HM Government, 2021t) and in 

December 2021, self-isolation reduced to seven days for cases (HM 

Government, 2021s). People in self-isolation were to stay at home and were not 

permitted to leave the home for any reason, except for a COVID-19 test and a 

very limited number of other reasons (e.g., a medical emergency). 

The success of NHSTT relied on members of the public requesting a test as 

soon as they experienced one of the “main” symptoms of COVID-19 as listed by 

the Government, which includes the National Health Service (NHS). At the time 

of this study, the main symptoms emphasised to the public in England were a 

high temperature, a new, continuous cough, and a loss or change to your sense 

of smell or taste. People who experienced these symptoms were to self-isolate, 
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unless they received a negative result from a polymerase chain reaction (PCR) 

test. Everyone in the household of a case was considered a contact and 

therefore would also have had to self-isolate. A large UK study conducted 

between March 2020 and January 2021 found that only 51.5% of participants 

could identify the main symptoms of COVID-19, and only 42.5% of people fully 

adhered to guidance around self-isolation (Smith et al., 2021). Having a 

dependent child in the household was strongly associated with non-adherence 

(Smith et al., 2021). The most common reason for not requesting a test when 

symptomatic was assuming that COVID-19 was not the cause of the symptoms. 

In the April 2020 interviews discussed in Chapters 4, 5 and 9, we found that 

parents commonly considered other, more mundane causes for their child’s 

symptoms, rather than COVID-19 as a potential cause (Hodson et al., 2021). 

Parents were more likely to seek a non-COVID-19 interpretation if their child 

had a cough than if they had a fever or experienced unusual or unexpected 

symptoms. However, parents may have also been anxious about their child 

catching COVID-19 (Shevlin et al., 2020), possibly increasing their attention to 

and the likelihood of recognising symptoms of COVID-19 in their children 

(Smith, Weinman, et al., 2020). Chapter 3 suggests that an increase in attention 

to COVID-19 symptoms may also be likely as some parents reported taking that 

they would take more notice of symptoms of COVID-19 than before COVID-19 

started to emerge. Moreover, this is similar to the finding that parents would pay 

more attention to an illness when it was “going round the school” (Chapter 3).   

From September 2020, schools were required to implement “bubbles” – distinct 

groups of pupils, which could be the size of a class or year group. The bubbles 

mitigated children mixing with numerous children, limiting the number of 

contacts needing to self-isolate when a case was identified. Between August 

and October 2020, hundreds of school outbreaks occurred and a period of 

nationwide school closures happened in the winter of 2020-21 (Aiano et al., 

2021). The school closures implemented to control COVID-19 severely affected 

children with negative impacts on their education and mental and physical 
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health (Masonbrink & Hurley, 2020; Woodland et al., 2021). Parents, therefore, 

faced the competing demands of minimising further disruption to their children’s 

education and health while needing to ensure that their children self-isolated 

when appropriate to reduce the spread of infection. These difficulties highlight 

the importance of identifying areas within the NHSTT process to increase 

parents’ engagement. 

In this study, we investigated perceptions and experiences relating to the use of 

NHSTT among parents of school-aged children (four to 18 years) primarily to 

understand factors associated with COVID-19 symptom identification and the 

reasons why parents do or do not request a test when their child is 

symptomatic. We also explored the reasons for non-adherence to self-isolation 

among parents and their school-aged children when someone in their 

household is symptomatic.   

10.2 Method 

10.2.1 Design 

We conducted one-to-one qualitative interviews with parents of school-aged 

children.  

10.2.2 Participants 

We used a specialist market research service, Angelfish Fieldwork (Angelfish 

Fieldwork, 2021), to recruit parents from their online opt-in research panel. The 

study was advertised alongside another study we were simultaneously running 

(Mowbray, Woodland, Smith, Amlôt, & Rubin, 2021) between 24 November and 

3 December 2020, and 1,447 potential participants expressed interest in both 

and were screened for eligibility. Three hundred and fifty-seven potential 

participants were ineligible, and 771 were eligible for the other study (Mowbray 

et al., 2021), where potential participants included the general population and 

university students.  
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For the current study, 319 potential participants met the eligibility criteria of 

being over 18 years, a parent to at least one school-aged child (four to 18 

years) and living in England. The recruitment company purposively selected a 

range of eligible parents for interview based on their age, gender, living region, 

ethnicity, marital status, whether someone in the household had experienced 

COVID-19-like symptoms in the last seven days and child’s age, to ensure a 

diverse sample.  

10.2.3 Interview  

We used a semi-structured interview guide incorporating open-ended questions 

asking parents to describe their perceptions and experiences of the topic. We 

used some of the themes identified in Chapter 2, such as symptom severity and 

attribution, which were shown to impact presenteeism to guide some of the 

questions about COVID-19 symptoms.  We asked parents: to describe the 

common cold, influenza and COVID-19 symptoms and any recent experience 

relating to those symptoms; how they would behave if they or their child(ren) 

had symptoms thought to be caused by COVID-19 and whether their behaviour 

would differ depending on who in the household was symptomatic; what factors 

might prompt or deter them from getting a test; how they would get a test; and 

whether and how they would self-isolate. Parents were also asked about their 

perceptions and concerns about testing. The complete interview outline is 

provided in Appendix F, p.444. 

10.2.4 Procedure 

Parents referred to us by the recruitment agency were given an information 

sheet and asked to provide informed consent, following which an appointment 

was made for a telephone or online interview. Consent was also taken verbally 

before each interview. Two female researchers (LW and FM) conducted the 

interviews, both of whom had previous qualitative research experience.  

Interviews took place between 30 November to 11 December 2020, were audio-
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recorded and had a mean length of 44 minutes. Parents were paid a £40 e-gift 

card for their time. 

10.2.5 Data analysis 

Interviews were transcribed verbatim by an external transcription company. LW 

analysed the data using thematic analysis, using Nvivo version 12 (QSR 

International, 1999). Key statements were grouped by topic aligning with the 

interview guide. Themes were extracted by topic by LW using the six-phase 

approach recommended by Braun and Clarke (2006). Themes were reviewed 

by authors at each phase of the process. We resolved disagreements through 

discussion until an agreement was reached between all authors. An inductive 

approach was used from a positivist epistemological position. Consolidated 

criteria for reporting qualitative research (COREQ) were followed (Tong et al., 

2007).   

10.2.6 Sample size 

Dependent on the number of eligible parents available for interview within the 

interview period, we aimed to interview between 14 and 20 parents. The target 

sample size was agreed using Fugard and Potts (2015) framework to provide a 

high likelihood of identifying the most prevalent themes and reach data 

saturation.  

10.2.7 Ethics 

The research was approved by the Psychiatry, Nursing and Midwifery Research 

Ethics Subcommittee at King’s College London (LRS-20/21-21336:COVID-19).  

10.3 Results  

10.3.1 Participants  

Eighteen parents were included in the study. Parents came from all regions of 

England, were evenly split by parent gender, and had a mean age of 49 years. 
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All parents had at least one school-aged child (four to 18 years), but because of 

multiple children living within a household, children’s ages ranged from one to 

22 years (total children, n = 38, mean age 13 years). Further characteristics are 

presented in Table 10.1.  

Table 10.1 Parent (n = 18) and children (n = 38) characteristics. 

Characteristics Frequency (%) 

Parent gender 
Female 9 (50%) 
Male 9 (50%) 

Parent age 

35-40 3 (17%) 
41-45 2 (11%) 
46-50 6 (33%) 
51-55 4 (22%) 
56-60 3 (17%) 

Region of England 

West Midlands 4 (22%) 
North West 4 (22%) 
London 2 (11%) 
South East 2 (11%) 
East Midlands 2 (11%) 
Yorkshire and the Humber 2 (11%) 
East of England  1 (6%) 
South West 1 (6%) 

Ethnicity of parent* 

White British 10 (56%) 
Pakistani 3 (17%) 
Black British 2 (11%) 
Indian 2 (11%) 
British Indian 1 (6%) 

Parent employment status  

Full-time employee 13 (72%) 
Homemaker  2 (11%) 
Self-employed  2 (11%) 
Semi-retired  1 (6%) 

Experienced COVID-19-like 
symptoms in the last seven days 

Parents 6 (33%) 
Children  2 (4%) 

Number of children in the 
household* 

1 4 (22%) 
2 10 (56%) 
3 3 (17%) 
4 0 (0%) 
5 1 (6%) 

Age of children  

1-5 4 (11%) 
6-10 11 (29%) 
11-15 15 (39%) 
16-20 7 (18%) 
21-25 1 (3%) 

*Percentages do not total 100 due to rounding errors. 
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10.3.2 Theme 1: Factors affecting parents seeking a symptomatic COVID-

19 test 

The supporting quotes for Theme 1 are shown in Table 10.2. 

Table 10.2 Supporting quotes for Theme 1: Factors affecting parents 
seeking a symptomatic COVID-19 test. 

Theme Description Supporting Quote 

Theme 1.1: 
Recognition 
of COVID-
19  

The main symptoms of 
COVID-19 are a high 
temperature, a new, 
continuous cough, or a 
loss or change to your 
sense of smell or taste. 

“I know that the key symptoms are a continuous 
cough and then high temperature and the loss of 
taste and smell.” (P10) 

 The other symptoms of 
COVID-19 are lethargy, 
tiredness, headaches, 
and breathing 
difficulties. 

“I was starting to get a little bit worried because 
obviously one of the main symptoms is that you 
have a high fever. Then there’s the whole tiredness 
of thing could be related to a loss of breath because 
you’re not feeling your fullest in terms of being able 
to stay awake and you’re losing the ability to just be 
your normal self in terms of being able to breathe 
properly.” (P06) 

 Limit symptoms of 
COVID-19 to the three 
“main” symptoms to 
prevent parents over-
testing and mitigate 
anxiety about 
recognising COVID-19. 

“Other people that I’ve spoken to that had it, also 
got sickness. You know what, if you start putting 
every single symptom down, then people are just 
going to go testing themselves all the time - there 
has to be main ones, doesn’t there? But, for me, it 
didn’t seem to be the three typical ones, other than, 
obviously, taste and smell.” (P11) 

 Parents use the media 
as a source of 
information about the 
symptoms of COVID-19.   

“It was an article I think on Sky News and they were 
interviewing somebody that had had it. This was 
when it was first identified as a symptom and the 
lady in question said something that was really 
interesting. She said, ‘I realised I’d lost my taste 
when I was brushing my teeth and couldn’t taste the 
toothpaste.’ So based upon that, that was an 
incredibly good description of how it was. So in 
other words, you have lost your taste, you cannot 
taste anything, or can’t discriminate between things 
because something like a mint toothpaste is a very 
strong taste and if you can’t taste that, it’s bad. That 
actually brought it home to me.” (P09) 

 Parents trust that they 
will be able to recognise 
COVID-19 symptoms in 
their children.  

“For me, I would recognise the main symptoms - 
obviously, L* is only one, so he couldn’t tell me - he 
can’t talk. He couldn’t tell me, so I’d be looking for a 
cough, in a baby who is one - and a high 
temperature. I wouldn’t know if he’s lost his taste 
and smell; I just wouldn’t know. They were the two 
things that I was looking for. Again, sickness bug 
wouldn’t even register. Obviously, G*, he’s 11; he’d 
be able to tell me if he lost his taste and smell - but 
I’d be looking for the main symptoms.” (P11) 
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Theme 1.2: 
Factors 
impacting 
COVID-19 
attribution 

Combination of three 
factors relating to the 
symptom(s); 

“It was the temperature and the cough that 
presented in my daughter and six in the morning 
when she woke up with a temperature, and I 
thought well I better get a test, I better not let this 
go, I’m trying to think, yeah it was, it was the end of 
September because I think she’d only been back to 
school a couple of weeks, but yeah, it was 
basically, she’s got two out of the three symptoms 
so I better get her tested.” (P04) 

(a) The symptom(s) 
present 

(b) The number of 
symptoms 

(c) The length of time 
symptoms are present 

 Parents use contextual 
information to eliminate 
common cold and 
influenza as the cause. 

“One of the things you do, well, that they say is that 
you don't necessarily get a cold with Covid. 
Therefore, they've had, so if they'd had a sniffle, 
well, that's obviously not Covid. 'There's some, 
whatever is, Lemsip on the side. Have of one of 
those and hopefully tomorrow you'll be feeling 
better.” (P16) 

 Specific circumstances 
increase parents’ 
attributing symptoms to 
COVID-19. 

“If they displayed symptoms, or if I felt that their 
cough wasn’t just a cold cough. It would be my 
judgement, but they had other symptoms with it as 
well, and they’d been in touch with someone else 
who has tested positive. I don’t want to waste 
anyone’s time. As a mum, you know a cold is a 
cold. We’re not paranoid. If I found out that one of 
their friends has had it and then they displayed cold 
like symptoms that could be Covid, they might not 
have the whole range, then I would arrange tests.” 
(P08) 

 Parents consider their 
children’s personality 
before requesting a test. 

“What I would say is difficult is we have a son who 
suffers regularly from coughs, so that can be - when 
he starts coughing, you start to think is it a 
symptom, and then his cough disappears again... 
It’s a case of some acknowledgement if it’s his 
normal cough.” (P18) 

 Parents seek a second 
opinion in a medical 
professional after 
recognising symptoms. 

“I think doctors first because I’d probably panic, 
especially if it was the kids, so I think it would be 
doctors first, and obviously contact them. 
Depending on if it was over the weekend and 
obviously, I knew that they couldn’t necessarily be 
contacted, then I would just go to gov.uk or just go 
online and search for it there and yes, take it from 
there really, so doctors or online to get some 
advice.” (P03) 

10.3.2.1 Theme 1.1: Recognition of COVID-19 

The main NHS listed symptoms, a high temperature, a new, continuous cough, 

or a loss or change to your sense of smell or taste, were often reported to be 

the “main,” “typical,” and “key” symptoms of COVD-19. However, the interviewer 

commonly needed to prompt parents before all three symptoms were reported.  
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Parents also mentioned other symptoms, particularly lethargy, tiredness, 

headaches, and breathing difficulties. Linked to this was the perception that 

COVID-19 has “lots of different symptoms” because it “affects people 

differently.” Similarly, one parent suggested the presentation of COVID-19 

symptoms in children was “very wide and varied.” In response to this issue, 

some parents supported the Government limiting the case definition of COVID-

19 to three “main” symptoms to prevent parents needing to request a test “all 

the time” and mitigating anxiety about recognising COVID-19 in their children, 

triggered by “every single thing [the media] mention.”     

Parents reported monitoring their children for signs of illness, ensuring they are 

eating healthy and sleeping well more than they usually would and regularly 

asking them if they were experiencing any main symptoms of COVID-19. In 

addition, parents presumed that schools would also be “looking for” those 

symptoms and would send children home if they developed symptoms at 

school. Parents were mainly trusting their children to inform them when they 

were unwell, which was linked to the confidence they had in understanding their 

children’s ability to describe symptoms of illness and recognise and report 

symptoms of COVID-19.  

“Yes, and my children can both… My three-year-old can talk properly 

and everything, so she could tell me if there was something wrong, 

and she probably would, so I’m not particularly concerned.” (P015) 

Parents were less confident in their ability to monitor a loss or change to sense 

of smell or taste, given that there was no observable indicator for them to use 

when looking for it in their children. Therefore, some parents felt they would have 

to rely on their child to recognise and report that symptom.  

Parents used the media as a prominent source of information about the 

symptoms of COVID-19. In addition, parents frequently seemed to base their 

understanding of the symptoms of COVID-19 on their own, their children’s, 

friends’, and families’ experiences of COVID-19. 
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“Temperature, a persistent cough, smell, loss of taste or smell, and 

then I actually know somebody’s who’s had it, and they were just 

saying a really bad head and fatigue.” (P17) 

10.3.2.2 Theme 1.2: Factors impacting attribution of symptoms to COVID-

19 

A combination of three factors relating to symptom(s) appeared to make it more 

likely that they would be attributed to COVID-19: presence of the main COVID-

19 symptoms, a greater number of symptoms, and longer duration of 

symptoms. Parents reported intending to seek a test for the main symptoms 

described by the NHS; this was particularly true for a loss or change to your 

sense of smell or taste. Parents perceived a loss or change to your sense of 

smell or taste as “very specific” to COVID-19. Those who had experienced the 

symptom suggested it was “unusual” and “something I have never 

experienced,” indicating the cause of the symptom as COVID-19. Parents were 

also more intent to seek a test if more symptoms were present.  

“I think that the symptoms you get for Covid are set. If you tick, I think 

more than three or four I think, then, I would definitely get the test 

done.” (P01) 

Parents were also more inclined to seek a test with increasing duration of 

symptoms. Usually, this occurred because parents initially adopted a “wait and 

see” approach to symptoms. 

“we left it [a cough] a bit of time to see if it was just one of those 

things. Then obviously, it wasn’t going away, so we, just did the right 

thing [got a test].” (P16) 

Parents struggled to distinguish between influenza or common cold symptoms 

and COVID-19 but suggested that symptoms of COVID-19 last longer. 

Symptoms that were seen as “just a cold” rather than COVID-19 generally 

included runny nose, sniffles, and sneezing, although these symptoms did not 
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necessarily deter a parent from intending to seek a test. Parents would also try to 

use contextual information to eliminate common cold and influenza as the cause 

before requesting a test. For example, symptoms that were still apparent after 

medication for common colds or influenza had been taken were more likely to be 

attributed to COVID-19, as were symptoms in somebody who had already 

received an influenza vaccination. Some parents reported they were more 

cautious because of being in a pandemic and suggested COVID-19 could have 

caused the symptoms. This doubt led some parents to perceive that it was “better 

to be safe than sorry,” and therefore, they would seek a test.  

Specific circumstances could also increase the likelihood of symptoms being 

attributed to COVID-19 because “it can’t be a coincidence,” particularly after 

potential exposure. Such events included: (1) someone in the household having 

been in physical contact with someone who tested positive for COVID-19, (2) 

someone in the household having not fully adhered to COVID-19 guidance, and 

(3) multiple people in the household having symptoms (similar or different), within 

a close period.   

Some parents described a need to consider their children’s personality before 

requesting a test. Parents were less likely to request a test for a child when the 

parent perceived them to be prone to “exaggerate” and “imagine” symptoms of 

illness.  

“Yes, but unfortunately my son’s got autism. He was imagining, how 

could I put it? He was imagining he had things wrong with him. Of 

course, because I had it [COVID-19], he thought he’s got it, but I 

knew he didn’t.” (P05) 

Parents were more likely to seek a test for a child they perceived to be rarely ill. 

Existing conditions that required parents to distinguish between chronic and new 

symptoms made decision making difficult.     

Attributing symptoms in children to COVID-19 was often a “judgment call.” 

Second opinions were sometimes sought, sometimes from a medical 
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professional, before requesting a test. The advice received was a strong indicator 

of whether parents would seek a test, such as one parent who did not seek a test 

for his son after calling the NHS-111 helpline in September 2020. 

“Well, it was just mentioned that the, what you need to do is self-

isolate. There was nothing mentioned about testing. On the hindsight, 

perhaps I should have said something along the lines of, ‘I thought 

we had tests now as well,’ but I didn’t, so well, we didn’t, we don’t 

know, but I’m pretty convinced he had it because it was a very, very 

bad cough.” (P16) 

10.3.3 Theme 2: Parents’ perceptions and experiences of COVID-19 testing 

The supporting quotes for Theme 2 are shown in Table 10.3. 

Table 10.3 Supporting quotes for Theme 2: Parents’ perceptions and 
experience of COVID-19 testing.  

Theme Description Supporting Quote 

Theme 
2.1: 
Eligibility 
for testing  

Anyone displaying one of 
the three NHS listed 
symptoms are eligible for 
a COVID-19 test.  

“Anybody who’s displaying one of those three 
typical symptoms.” (P11) 

Other eligibility 
situations, including 
specific groups of 
people, in mandatory 
situations and to check 
they did not have 
COVID-19.   

“I think mainly elderly and people with chronic 
diseases.” (P01) 

“It’s healthcare workers, it’s people that work at 
school, it’s people in care homes.” (P09) 

Theme 
2.2: 
Concerns 
about 
testing 

No concerns about 
testing; trusting the 
Government is 
necessary.  

“No, I don’t think so. I did see on the - when you put 
all your details in - there is a data privacy 
statement: how they handle your data. People, if 
they want to, can read - I didn’t - but people, if they 
wanted to, could. I suppose there is an element of 
trust with the government, so it didn’t give me 
cause for concern: I saw that they followed all the 
guidelines and there was additional information, 
should you want to read it.” (P11) 

 Concerns relating to the 
accuracy of the results. 

“The only concern is that if you’re doing it yourself 
as to how accurate it is if you don’t do it properly.” 
(P18) 

 Concerns about testing 
logistics. 

“I would probably prefer to do a home test because, 
like I say, I think for me it would be a risk if I was to 
visit a test centre because there would be other 
people there who potentially have other symptoms 
and I could be exposed to them if I don’t have 
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Covid, and then… Yes, I’m just putting myself in a 
vulnerable position, I think if I go to a test centre.” 
(P10) 

Theme 
2.3: 
Information 
needed 
about 
testing  

Parents could find any 
information they needed 
by searching the internet. 

“No, I think again it goes back to one of the other 
things that was said there. Me personally, I’m quite 
comfortable about the testing, so no. If I don’t know 
something I’ll go and look it up on the government 
website, that is fairly comprehensive, or NHS UK or 
gov UK or wherever it happens to be. So I’m 
confident at the moment if there was any gaps and I 
absolutely had the burning desire to know 
something, I’m fairly sure that with a bit of digging I 
could probably find it out.” (P09) 

Theme 
2.4: 
Difficulties 
whilst 
waiting for 
test results 

Waiting for test results 
appeared to be a 
stressful experience, 
worries over health and 
uncertainties surrounding 
the waiting period. 

“Again, how it affected them [children] - it depends. 
If it affected me and I ended up in hospital, they 
would have anxiety over it. You worry, don’t you? 
It’s possibly death… The first time I had it done I 
was really anxious. I was really worried. You can’t 
get it off your mind. I kept thinking, God, have I got 
it? I thought what’s going to happen now?” (P01) 

 Parents opposed 
whether to inform their 
children if they take a 
COVID-19 test. 

“I suppose you wouldn’t want them to worry, so 
maybe I wouldn’t. You wouldn’t tell immediate - I 
don’t know, actually. Maybe I wouldn’t tell 
immediate family because you wouldn’t want to put 
that worry on them in the sense that this could 
develop into something serious…There’s all this 
worry that you wouldn’t want to put on both of your 
children in the sense that it’s your children, they’ll 
have seen other parents that might have sadly 
passed away, and now starting to think, oh hang 
on, that could happen to my parents.’ It’s just a lot 
of worry and concern, that I probably wouldn’t put 
on.” (P06) 

 Reduce their anxieties by 
focusing on the altruistic 
nature of testing as a 
way to protect others. 

“Then, obviously, there’s anybody that my children 
have been in contact with who are vulnerable, who 
have low immunity, whatever, asthma perhaps, I’d 
be concerned for them… I would inform everybody 
I’d been in contact with and I’d be informing the 
schools as well from a children point of view and 
speak to my husband. It’s informing people and 
workwise, I’m working from home, so that doesn’t 
make a difference.” (P10) 

10.3.3.1 Theme 2.1: Eligibility for testing  

Parents routinely reported that anyone displaying a main NHS symptom of 

COVID-19 was eligible for a COVID-19 test. However, parents also commonly 

reported other situations that made someone eligible or ineligible for testing, 

including referring to the elderly and people with “underlying health conditions” 

as eligible and young children as ineligible (“children below a certain age 
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wouldn’t,” “all…except maybe babies”). Parents also suggested circumstances 

when testing is mandatory, such as a job requirement and before an operation. 

Furthermore, parents indicated they may seek a test to check they did not have 

COVID-19 before meeting others and after being exposed to someone with 

COVID-19.   

“Even if I would have thought there was going to be instances where 

you may, let’s say, want to go and visit somebody in a care home, 

and you have a test maybe to check you’re all right to visit, because, 

obviously, the problem with Covid is that you may have symptoms, 

you may have Covid, but you don’t have symptoms.” (P16) 

10.3.3.2 Theme 2.2: Concerns about testing 

Parents commonly indicated they had “no concerns” about COVID-19 testing for 

themselves or their family. Indeed, their responses reflected strong support for 

testing such as “yes, fine, absolutely brilliant” and “definitely.”  

Parents referred to “trusting” the Government, felt that providing personal 

information during the testing process was necessary and that the data 

collected would be treated professionally. Rare concerns included questions 

over how the Government might use DNA on the swabs later (something the 

parent acknowledged might be a “conspiracy theory”) and “alarm bells” about 

the swabs having “something on them” that produces a positive result.   

Some parents were unsure about the test results' accuracy and felt that self-

administering the test decreased accuracy. The potential need for parents to 

test their children and the swabbing being “uncomfortable” exacerbated parents’ 

concerns regarding administering the test.  

A third area that raised some concerns was testing logistics. For some, unease 

was felt at breaking self-isolation and potentially spreading the virus when 

needing to return home test kits in the post, especially for single parents who 

had no option but to take their children with them. However, there was also the 
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worry of “actually catching it” at testing sites and putting the family in a 

“vulnerable position” by being there. There were also concerns about the 

availability of test appointments, access to a test site and the length of time 

before receiving test results.  

10.3.3.3 Theme 2.3: Information needed about testing  

Parents generally assumed they could find any information they needed by 

searching the internet. Parents who had been to testing sites mentioned 

appreciating the individual advice they received from talking to someone who 

worked there. Using a reliable source was vital to parents, with several 

commenting they were only using information from the NHS, Gov.UK websites, 

NHS-111 telephone helpline, and, to a lesser extent, the BBC. Even parents 

who indicated a lack of trust in the Government’s response to COVID-19 would 

use those sources for information. Parents also turned to friends, family and 

general practitioners for information about testing and some were concerned 

about their children accessing information from unreliable sources.  

“I think I always have done; always have done. I think particularly just 

reliability. I know speaking to my girls, it’s lived by TikTok, I think now. 

I think they wouldn’t necessarily look to the same websites and media 

as I do, which is very worrying.” (P12) 

10.3.3.4 Theme 2.4: Difficulties whilst waiting for test results   

Parents with experience of testing were often pleasantly surprised with the short 

length of time in which they received their test results, within up to 48 hours. 

The testing period appeared to be a stressful experience, mainly whilst waiting 

for test results, with stress increasing the longer parents waited for the results. 

A key stressor related to worrying about the potential health implications caused 

by COVID-19. Uncertainties about when the test result would be received 

caused difficulties for parents in making plans, such as whether they needed to 

order food deliveries, cancel social activities, organise taking time off work and 

keeping their child off school.    
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Parents appeared to reduce their anxieties about waiting for test results by 

focusing on the altruistic nature of testing as a way to protect others. This made 

it easier to inform other people that someone in the home was awaiting a test 

result. Thoughts about stigma towards COVID-19 were occasionally raised, 

sometimes to dismiss it (“it’s not like going back to the mid – 80’s when AIDS 

was starting to come out”) but sometimes because “people’s reactions have 

been very odd.” This included reports of children being bullied. As one parent 

noted, “COVID has definitely made people feel ostracised just from the mere 

mention of it, let alone having it.” Parents held differing opinions on whether to 

inform their children if the parent had taken a COVID-19 test. For some, parents 

would avoid disclosing it to the family unless they needed to, feeling anxious 

about worrying them. Others thought they would be unable or would not want to 

hide it. Therefore, they would inform their children, answer questions their 

children may have honestly, and provide reassurance.   
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10.3.4 Theme 3: Adhering to the guidance 

The supporting quotes for Theme 3 are shown in Table 10.4. 

Table 10.4 Supporting quotes for Theme 3: Adhering to the guidance on 
testing. 

Theme Description Supporting Quote 

Theme 3.1: 
Factors 
impacting 
adhering to 
taking a 
COVID-19 test 
and self-
isolating 

The impact on family 
and employers from 
isolating. 

“I’m not sure. If anything, it makes me want to 
definitely double check that they do have a 
temperature before I even suggest that we get 
tested because we have to wait for the test results. I 
couldn’t go into work for two days until I got my test 
results back when I had my test, so that was not 
particularly great. It meant that I couldn’t drop my 
kids off at school. My husband had to leave for work 
late because he had to do that because I wasn’t 
allowed to leave the house. Yes, I definitely would 
double check that there’s definitely something 
wrong with them before I think about making it 
official and getting tested and telling playgroup or 
nursery.” (P15) 

 Parents requesting 
tests and self-
isolating 
inappropriately. 

“I think the main thing would be having the 
symptoms, but I think if other people in my 
household have caught the virus, then I’d probably 
think, well, it’s probably worth me doing the test, 
just to be sure that I don’t have it. Sometimes you 
might not have, I think it might be possible they 
don’t show any symptoms, but you could still catch 
the virus. I think that’s possible.” (P06) 

 Family circumstances 
and resources. 

“Because we haven’t been out, we haven’t gone 
anywhere else, we didn’t do any interactions with 
anybody, it’s very difficult but, when we told people, 
we got a lot of help. We are very lucky. We’ve got 
an amazing support system in our life. We’ve got 
friends. We’ve got families. Obviously, people 
wanted to help us out; ‘We'll bring some food for 
you guys.' “(P02) 

 Preparing for self-
isolating. 

“We just didn’t leave the house apart from going to 
the post box and I’ve been quite flabbergasted at 
the amount of people who have similar scenarios 
and then sort of had to cry for help and ask people 
to go get them a few days' worth of groceries, and 
I’m not judging people but at the same token I was 
aware that this could happen at any moment in 
time, more in actual fact during the winter time we 
had snow up here in the North of England were we 
got cut off for a few days, I've had flu before so I've 
always got lots of soup, things in the freezer, its 
kind of an eventuality so I didn’t even have to ask 
somebody to go shopping for me, I just said right 
were on lockdown until the test comes back so we 
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had  five or six days in the house were we just 
stayed at home.” (P04) 

 Bombarded with calls 
from the NHSTT 
advisers. 

“Great, but my feedback to you would be, it was a 
bit too much. When someone's not that well and 
you're phoning every day, sometimes you're getting 
your phone call two or three times a day. Then, next 
day, another two calls. Then, another call. You're 
saying the similar thing, by the way.” (P02) 

 Accessibility of tests 
was a pivotal 
resource to getting 
tested. 

“It was a bit harder to get an appointment. I had to 
keep checking every hour or so for about… I 
probably had to check about 18 times before they 
came up with a space. They kept on recommending 
that I go to London to do it, which is two hours 
away. Then finally we found… We got a space near 
us.” (P15) 

Theme 3.2: 
Frustration 
towards non-
adherence 

Dangerous to be 
spreading the virus. 

“That's dangerous, absolutely. I think it's just not fair 
on that person and it's not fair on all the other 
people, right? You're just literally spreading the 
virus, because it's very contagious. For that reason, 
if you test positive, simple, it's not complicated, just 
lock yourself in for 14 days. That's it.” (P02) 

 Anger was apparent 
towards celebrities, 
and public figures. 

“Yes, and I don't think it helps when you have 
celebrities who should know better, who go and 
flaunt the rules. That that certainly doesn't help and 
yes. I think that's probably one of the worst things 
that's come out of this, is that there's certain 
individuals within the world of celebrity who think 
they can do what they like.” (P16) 

10.3.4.1 Theme 3.1: Factors impacting adherence to taking a COVID-19 

test and self-isolating  

A main symptom of COVID-19 was commonly reported as a reason for 

requesting a test, while waiting for results and receiving a positive result were 

commonly a reason for self-isolating. Considering the impact of isolating on 

family and employers before requesting a test was also a factor. The impact of 

self-isolation was especially pertinent for parents who had to isolate multiple 

times because of their children.  

“Yes, because, I mean, a couple of times I’ve had to have time off 

work because someone in my daughter’s class got tested positive 

and then again, when I had to do a test. About four months ago I had 

to take time off work, so I’m starting to feel a bit guilty and bad for my 

employer, so I’m definitely starting to think about it [getting a test] a 

lot more.” (P15) 
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Seven parents were particularly concerned for their child’s education and 

missing more school after the school closures, exacerbated by children 

frequently needing to isolate themselves due to being a contact and reporting 

their children were “in and out” of school.  

“It would impact them [children] more. I’d be concerned about my 

children more. For the children, they’d have to stay at home from 

school and more missed school time, potentially becoming ill.” (P10) 

However, worries about the impacts of self-isolation were often surpassed by 

parents intending to get a test for their children when needed, suggesting 

“health comes first.”  

The personal responsibility to protect themselves, others and to be safe led to 

some parents reporting they may request a test before leaving self-isolation and 

after being in contact with someone who tested positive, both of which are not 

recommended. Another parent intended to self-isolate without taking a test, to 

be “cautious” after being in contact with someone with COVID-19 rather than 

putting others at risk by going to a testing site. Guidance at the time suggested 

trying to isolate the infectious person from others within the household. Parents 

found this difficult with younger children who still need looking after. Others 

would not separate people within the household, presuming everyone in the 

home would have COVID-19.  

Family circumstances and resources impacted the ability to adhere to self-

isolation. For example, some parents indicated self-isolating would have no 

impact on them, suggesting the experience was no different or similar to the 

Government restrictions in force at the time. For others, receiving support, such 

as someone going shopping for them was an essential resource required for full 

adherence to self-isolation. Receiving social support was complex for families 

who routinely supported others with shopping and therefore needed to organise 

their shopping and those they supported. Parents needed flexibility from their 
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employers, such as working from home and changing working hours whilst self-

isolating. 

Some parents prepared for self-isolation by keeping the house stocked with 

food, medication and booking regular food deliveries because of the 

unpredictability of when they may need to isolate. For parents who did not 

report being prepared, food shopping was a common reason for breaking 

isolation. Parents appeared more relaxed with continuing errands they deemed 

essential, such as dropping the children off at school and food shopping whilst 

waiting for test results. 

“The time between being ill and waiting for that test result to come 

back, I did go out and about. I did limit it, because I was thinking, I’m 

waiting for a test result - but there were some certain things that I had 

to do and, unfortunately, as a mum, you still need to go to the shops 

and you still need to do things. As soon as I got that positive result, I 

didn’t leave the house for ten days; and then the rest of the family 

had to self-isolate for 14 days.” (P11) 

Parents felt “bombarded” with calls from the NHSTT advisers after receiving a 

positive result, which led to some feeling they wanted to lie and not list all their 

contacts to end the conversations knowing they had already provided this 

information. People who felt unwell found answering (numerous) calls 

particularly difficult. Trust in the system was reduced for parents who were not 

contacted by NHSTT when they expected to be, reducing their future 

engagement with NHSTT.  

Accessibility of tests was a pivotal facilitator to getting tested. Testing sites 

being near and slots available encouraged testing. This was illustrated by one 

parent who “didn’t have the energy” to drive to a testing site but found it 

“fantastic” that they could use a postal test.  
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10.3.4.2 Theme 3.2: Frustration towards non-adherence 

Parents felt frustration towards people who did not adhere to COVID-19 rules. 

Parents suggested those who did not self-isolate and get a test when 

appropriate were “selfish” because it was “dangerous” to be spreading the virus. 

Parents would consider reporting people to the police, “having a word,” and 

distancing themselves from someone they perceived as non-adherent.  

Anger was apparent towards celebrities and public figures for non-adherence, 

such as a parent mentioning their children were “refusing to listen” to the music 

of a music artist in protest. Adherence was reported as not being “policed,” 

resulting in feeling the test and trace system was “useless” and “pointless.”   

10.4 Discussion 

Parents face unique challenges in the context of test, trace and isolate, having 

to identify symptoms of COVID-19 in themselves and their child, knowing when 

to request a test, and potentially placing the entire household into self-isolation 

as soon as symptoms present. Our study identified three themes and eight sub-

themes (summarised in Table 10.5) that help to explain why some parents do 

not fully adhere to COVID-19 testing and self-isolation.  
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Table 10.5 Summary of the findings (three themes and eight sub-themes)  

Theme 1: Factors affecting 
parents seeking a 
symptomatic COVID-19 
test 

 Theme 2: Parents’ 
perceptions and 
experiences of COVID-19 
testing 

 Theme 3: Adhering to 
the guidance 

1.1: Recognition of 
COVID-19  
– Parents trust they will be 
able to recognise COVID-
19 in their children.  
– Parents identify COVID-
19 by specific symptoms, 
which is often learned via 
the media and from 
personal experience. 
 
1.2: Factors impacting 
COVID-19 attribution 
– Attribution depends on 
the symptom(s) present, 
the number of symptoms 
and the length the 
symptoms are present. 
– Parents try to eliminate 
alternative causes before 
attributing the symptoms to 
COVID-19 and specific 
circumstances can increase 
parents attributing the 
symptom(s) to COVID-19.  
 

 2.1: Eligibility for testing 
– Parents perception of 
eligibility included anyone 
with symptoms of COVID-
19 and specific groups of 
people.  
 
2.2: Concerns about 
testing 
– Parents reported they 
needed to trust the 
Government.  
– Some concerns about the 
accuracy of test results and 
testing logistics were 
raised. 
 
2.3: Information needed 
about testing 
– Information about testing 
was found by searching the 
internet. 
 
2.4: Difficulties whilst 
waiting for test results  
– Waiting for test results 
was found to be a stressful 
experience and anxieties 
could be alleviated by 
focusing on the altruistic 
nature of testing. 

 3.1: Factors impacting 
adhering to taking a 
COVID-19 test and 
self-isolating 
– Accessibility of tests, 
family circumstances, 
resources, and the 
impact on family and 
employers were 
considered before 
engaging with testing 
and self-isolating.  
 
3.2: Frustration 
towards non-
adherence 
– Parents perception 
that it was dangerous to 
spread COVID-19 and 
their anger towards 
others for non-
adherence, increased 
adherence. 

Most parents were able to recall some of the main symptoms of COVID-19, 

indicated by NHS guidance as requiring a test, but often only listed all three 

main symptoms after prompting, which has been found in current research 

(Smith et al., 2021). Parents also mentioned other symptoms (e.g., lethargy, 

tiredness, headaches, and breathing difficulties) that they would use as an 

indicator of COVID-19. Symptoms parents identified as indicators of COVID-19 

did not differ between themselves and their children. However, parents reported 

increased monitoring of signs of illness in their children. 
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There have been calls for guidance about the symptoms of COVID-19 to be 

broadened (Crozier, Dunning, Rajan, Semple, & Buchan, 2021). Our findings 

suggest that many parents are already adopting a relatively loose “lay case 

definition.” In line with other research, we found that thinking that COVID-19 

potentially caused their child’s symptoms was key to parents seeking a test, but 

that many parents started with an assumption that symptoms were probably 

due to influenza or a common cold (Hodson et al., 2021). Broadening the 

guidance may reduce the need for parents to differentiate between the cause of 

symptoms and encourage more parents to seek a test for ambiguous 

symptoms.  

On the other hand, broadening the guidance may have some adverse effects. 

First, we found some parents approved of limiting the symptoms to three 

specific symptoms because they were concerned about constantly testing 

themselves and their children, and reduced their anxiety that any symptom 

might be caused by COVID-19. Second, parents often needed prompting before 

recalling three symptoms. Increasing the number still further may result in 

greater confusion.    

Our results were also in line with our previous findings that unusual symptoms 

were more of a concern to parents than cough and that parents were more 

likely to seek a test when multiple symptoms were experienced, and if 

symptoms persisted (Hodson et al., 2021). A loss or change to your sense of 

smell or taste notably appeared to elicit parents seeking a test, with parents 

highlighting the symptom as uncommon. 

Furthermore, parents were more likely to attribute symptoms to COVID-19 

following events that could have potentially exposed the symptomatic person to 

COVID-19. Salience was placed on the symptoms when they occurred within a 

period that they associated with the exposure event. If parents are to be 

supported in navigating the testing process, ensuring that they understand the 
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incubation period and also the difficulty of identifying an exposure event may be 

useful.  

Our findings indicate that parents are still unsure about who is eligible for 

testing. Before NHSTT was launched widely to the public on May 28 2020, the 

UK Government prioritised testing for people in high-risk settings (Adam, 

Deborah, & Caroline, 2020). As testing capacity increased, the list of eligible 

people for testing increased. Changes have continued, particularly with the 

launch of lateral flow tests in the UK for asymptomatic testing. Clarifying 

eligibility is likely to still be important.   

Parents were largely supportive of getting the family tested and self-isolating 

when needed. A longitudinal survey found that only 42.5% of people fully 

adhered to self-isolation, with adherence being lower in parents (Smith et al., 

2021). Our findings found family resources were a prominent factor determining 

the ability to adhere to self-isolation. A minority of parents tried to keep their 

home stocked with essentials, but the unpredictability of the situation made this 

an unreliable solution. Some parents appeared to adopt a partial approach to 

adherence by continuing essential errands whilst waiting for test results, 

something which might generate additional secondary cases (Smith, Woodland, 

et al., 2020). Parents suggested they would speak to their friends and family 

about behaviours they felt were non-adherent to self-isolation, indicating 

adherence is considered a social norm (Neville, Templeton, Smith, & Louis, 

2021). Nevertheless, testing was impacted by stigma. Parents’ perceptions of 

how others would react prevented them from informing others and some from 

getting a test, supporting research that found people were less likely to seek a 

COVID-19 test if they anticipated feeling stigmatised (Earnshaw et al., 2020).  

Parents worried about the impact of self-isolating on their job and their 

children’s education, reducing intended adherence, especially for households 

with multiple self-isolating experiences. Multiple bouts of self-isolation may 

reduce parental intention to seek a test because worry about the cumulative 
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impacts of self-isolation on their job and on their children’s education may 

increase at each period of self-isolation.   

10.4.1 Implications 

In terms of implications, our findings suggest several steps could be taken to 

encourage symptomatic testing and improve adherence to self-isolation among 

parents and their children. First, misunderstandings existed regarding testing, 

particularly as to the eligibility and the symptoms of COVID-19 needed for 

parents to request a test. Regardless of the case definition of the COVID-19 

symptoms used, our findings reinforce the importance of clarity for the public 

around what symptoms to watch for. Colleagues in communication teams or 

who engage with the media should cease using the vague word “symptoms” 

and replace it with a description of the exact symptoms that people should 

watch for. Messages should also highlight the need to test for the symptoms, 

even if mild, and not to make assumptions about the cause before deciding 

whether to take a test. From March 2021 children and their household members 

were eligible to take two lateral flow tests (LFT) a week. Advising parents that if 

in any doubt, they could use an LFT is likely to result in greater uptake than 

requiring them to request a PCR home test kit or attend a testing site. However, 

whether the improvements in uptake outweigh the lower sensitivity of lateral 

flow tests compared to PCRs is unknown, and a PCR test will still be needed 

after a positive LFT. There is some suggestion that a confirmatory PCR is 

unnecessary given evidence that LFT tests are more accurate than first thought, 

therefore this may not be a requirement in the near future (Roxby, 2021) . 

Second, the official online sources (e.g., Government and the NHS websites) 

were the primary source of information for parents; accurate information from 

trusted sources must appear as a top result in search engines. Using clear 

branding in communications and distributing them through various social 

platforms, media channels, organisations, and schools will facilitate information 

distribution to parents and their children. Third, parents felt anxious whilst 

waiting for test results, and this was also a period where parents were more 
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likely to be non-adherent. Ensuring a rapid turnaround time for test results is 

essential to reduce non-adherence and negative impacts on wellbeing.  Fourth, 

parents who are prepared for, and supported in, self-isolation are more likely to 

be able to adhere. Pro-active support from Government and their sector 

agencies is essential. Fifth, investigating a process with a high public profile, 

which underwent a series of rapid changes (e.g., increasing the capacity to 

carry out tests from 2,000 per day to 790,000 nine months later (HM 

Government, 2021l)) was challenging during the interviews. We needed to 

incorporate how a parents’ experience of using NHSTT might have differed 

depending on when they engaged with the testing process. The functions of 

NHSTT will continue until at least March 2022 (when it will be reviewed) and it 

would be beneficial for a further investigation into NHSTT now that the process 

has been in place for a longer period of time (HM Government, 2021b). 

10.4.2 Limitations  

One limitation of our study is the possibility of selection bias. Parents who are 

motivated to participate in studies about the pandemic may have a particular 

view that they want to express, be particularly well-informed, or be particularly 

motivated to want to help scientists bring it to an end. Therefore, it is possible 

that interviewing disinterested parents would have revealed other themes. A 

second limitation is the potential for social desirability bias, again limiting the 

themes that we identified. However, the results included some parents reporting 

their non-adherence, suggesting we could elicit non socially desirable 

responses (Bergen & Labonté, 2020). Third, not all parents had experienced 

symptoms in themselves or their children, requiring them to report on intentions 

rather than behaviours. Fourth, parents were all required to be proficient in 

English, and therefore the results may not be generalisable to other 

populations.   
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10.4.3 Conclusion  

This study furthers research into the factors that promote or inhibit COVID-19 

symptom identification, requesting a COVID-19 test and self-isolation. Parents 

appeared to be well informed in using NHSTT and we did not identify any clear 

gaps in communications between parents and the NHS. However, to promote 

engagement with test, trace, and isolate systems, trusted sources need to 

reflect key information in communications, such as reiterating the symptoms of 

COVID-19 and keeping messaging consistent. Information should emphasise 

that a test should be sought as soon as possible after a symptom of COVID-19 

has been identified, regardless of the suspected cause. Non-adherence to self-

isolating whilst waiting for test results appears somewhat socially acceptable. 

Highlighting that it is vital to self-isolate during this period may reduce 

transmission. Parents still face difficulties balancing disruptions to education 

and their job and preventing the onward transmission of infection. Providing 

families with access to resources they need, such as deliveries of groceries and 

necessary medicines, may facilitate self-isolation, particularly for families who 

have had multiple experiences of self-isolation.    
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11 CHAPTER 11: WHY DO CHILDREN ATTEND 

SCHOOL AND SOCIALISE WHEN THEY HAVE 

SYMPTOMS OF AN INFECTIOUS ILLNESS? A 

CROSS-SECTIONAL SURVEY 

Adapted from the article entitled “Why do children attend school, engage in other activities, or 

socialise when they have symptoms of an infectious illness? A cross-sectional survey.” 
(Woodland, et al., in-press).  

11.1 Introduction 

In order to reduce the spread of infectious illness within schools, children who 

have specific symptoms, including fever, diarrhoea and vomiting, are commonly 

advised to remain at home (HM Government, 2021h; National Health Service, 

2021). While this has been the case for many years, this message was made 

more urgent by the COVID-19 pandemic. In the UK, throughout most of 2020 

and until 2022, anyone with a new continuous cough, a high temperature, or a 

loss or change to their sense of taste or smell were asked not to attend school 

or work nor to interact with people outside their household, unless they had a 

negative COVID-19 PCR test result (HM Government, 2020r, 2022k). This 

message is also important for other symptoms of infectious illnesses. For 

instance, in February 2022, cases of norovirus were 48% higher than expected 

in educational settings (HM Government, 2022g), resulting in a warning to the 

public about the health threat (HM Government, 2022g). Children are 

particularly susceptible to infections because their immune systems are 

immature, they are often in close contact with other children, and they have a 

poor understanding of hygiene practices (Cleary et al., 2003; HM Government, 

2021h). Preventing ill children from mixing with others is essential in mitigating 

the spread of infection (Joseph, Noah, White, & Hoskins, 1990; Thomson et al., 

2019). The UK Government has issued guidance on how long a child should not 

attend school for when they show symptoms of an infectious illness (Appendix 

A; (HM Government, 2021h)).  
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A systematic review suggested that a large proportion of symptomatic children 

may engage in school-based presenteeism (Chapter 2; (Woodland, Brooks, et 

al., 2023)). One survey of 3,040 secondary school pupils in Norway reported 

that 58% had attended school in the past year despite feeling so ill that they 

should have stayed at home (Johansen, 2015). One in six British parents 

reported that they would send their child to school even if they were currently 

experiencing diarrhoea or vomiting (BUPA, 2010). A systematic review has 

suggested that people are more likely to attend school or work with symptoms 

of an infectious illness if they: are unsure of the sickness guidelines; are worried 

about disciplinary action; are unable to find alternative child care; are concerned 

about their workload; feel they have missed too much work; perceive a culture 

of presenteeism in the organisation; and perceive their illness to be mild or non-

infectious (Chapter 2; (Webster et al., 2019; Woodland, Brooks, et al., 2023)).  

In this study, we used a cross-sectional national survey to identify a sample of 

children (via their parents) who had recently experienced symptoms that should 

require them to remain at home. We investigated the proportion of those 

children who engaged in risky behaviours (e.g., attended school, clubs, or other 

activities or who socialised with people outside their household). We also 

investigated a range of possible parent and child-level risk factors for engaging 

in these activities. 

11.2 Methods 

11.2.1 Design 

As part of a wider piece of work, we commissioned Ipsos MORI (Ipsos MORI, 

n.d) to conduct a national cross-sectional online survey of 5,000 participants. 

Data were collected between 19 November and 18 December 2021.  

11.2.2 Participants 

Parents aged between 18 and 75, and who lived in the UK were eligible for the 

survey. We used non-probability sampling with quotas set on age interlocked by 
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gender, government office region, working status and social grade. One percent 

of participants were removed due to Ipsos MORI’s quality control procedures. 

The survey company perform automated quality checks, such as country geo-IP 

validation and removing duplicate email identifications. Further checks were 

made on the final data set, and data that indicated inconsistencies, such as 

straight-lining, when the participant selects the same response throughout the 

survey, and incomplete surveys were removed. Parents were recruited from a 

pre-existing pool of potential respondents who had already expressed an 

interest in receiving market research surveys. Parents were also recruited by 

advertising via platforms such as socials, online gaming sites and news outlets. 

Parents were paid between €1 and €1.50 for completing the survey.  

Four thousand nine hundred and sixty-two participants completed the survey, of 

whom 941 indicated that they had a child aged between four and 17 years. Of 

these, 251 reported that their child had experienced symptom(s) that required 

them to stay at home.  

11.2.3 Study materials 

The wording of the survey items that relate to this study is available in Appendix 

G, p.447. 

11.2.3.1 Participant characteristics 

We asked parents to report their gender, age, postcode (to derive region), 

household income, employment status, ethnicity, and level of education. A non-

response option was available for each of these characteristic questions (“prefer 

not to say,” “prefer not to answer,” and for gender only parents could also 

respond “in another way”). Due to space limitations in the survey, we did not 

collect child characteristic data. 

11.2.3.2 Identification of children with symptoms of illness  

Parents were asked to consider their four (or fewer) youngest children aged 

between four and 17 years and to report for each child any symptoms they had 
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experienced since the start of the school year (September 2021). We restricted 

the number of children parents could report on to four to allow most parents to 

report the symptoms for all of their children whilst limiting the length of the 

survey. In Scotland, the academic year started in August 2021, therefore, 

parents in Scotland were asked about their child’s symptoms since “about the 

start of the school year (September 2021).” If a child had experienced multiple 

bouts of illness during that period, we asked parents to report the one set of 

symptoms they perceived as most severe. Parents were asked to report all 

symptoms that applied to their child from a list of 14 symptoms of infectious 

illnesses and ailments common in children (HM Government, 2021h).  

11.2.3.3 Children who engaged in activities whilst symptomatic   

Parents who had at least one symptomatic child were asked to consider the 

child who most recently exhibited symptoms and to report whether, when they 

had symptoms, they engaged in any of the following activities (excluding 

online): going to school; going to a club or lesson outside of school; visiting 

someone from another household; having someone from another household 

visit them; having someone from another household visit the household in 

general. Parents were asked to “tick any [activity] that applied,” or they could 

respond “none of these” or “prefer not to say.”  

We also asked parents whether their child had taken a COVID-19 test (lateral 

flow (LFT) test or a PCR test) while symptomatic, and if so, the result of the test.  

11.2.3.4 Parent attitudes about their child and perceptions about illness  

We asked parents 13 statements about their attitudes concerning their child 

(e.g., my child has missed too much school since September this year) and 

about common perceptions about illness (e.g., other children with common 

illnesses (e.g., a cold) go to school). We asked parents to respond to each 

statement on a five-point Likert scale from “strongly agree” to “strongly 

disagree;” they could also respond “don’t know” or “prefer not to say.” 
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11.2.4 Ethics 

The research was approved by the Faculty of Social Sciences and Law, 

University of Bristol (approval code 116976 and 8273). 

11.2.5 Analysis 

We created binary and multinominal variables for parent characteristics (as 

presented in Table 11.1).  

We recoded symptoms that necessitated the child to “stay-at-home” according 

to Government guidance as being: a new, continuous cough or a loss or change 

to their sense of taste or smell in the absence of a negative PCR result; a high 

temperature; vomiting; and diarrhoea. We restricted our analyses to parents of 

a child who had exhibited one or more of these stay-at-home symptoms. For 

parents who had more than one child that met this criteria, we asked them to 

think about the child that most recently exhibited these symptoms.  

We created a single binary variable indicating whether the child had attended at 

least one activity outside the home (except to get a PCR or LFT COVID-19 

test), which included any interaction (inside or outside the home) with someone 

from another household (“risky behaviour”). Children who had stayed at home 

(except to get a PCR or LFT COVID-19 test) and had not interacted with 

someone from another household were categorised as not engaging in risky 

behaviour.  

For all variables, we coded the responses “in another way,” “prefer not to 

say/answer,” and “don’t know” as missing data.  

We ran separate binary logistic regressions to test univariable associations 

between children engaging in risky behaviour and: parents’ characteristic 

variables, attitudes about their child and perceptions about illness (as 

continuous variables). We ran a second set of binary logistic regressions 

adjusting for parent gender, age, region, income, employment status, and 

education level. 
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11.2.5.1 Sensitivity analysis 

We re-ran analyses investigating associations with school attendance only 

(excluding all other out-of-home activities). These analyses were to identify 

differences in associations between parents of children who engaged in any 

risky behaviour compared to children who only went to school.   

11.3 Results 

Parents (n = 941) reported on symptom(s) for 1,533 children aged four to 17 

years. Forty-eight percent of parents (n = 454, 95% CI 45% to 51%) reported 

that at least one of their children had experienced at least one symptom and 

27% (n = 251, 95% CI 24% to 30%) reported that at least one child had 

experienced at least one stay-at-home symptom. Of the 251 children who had 

at least one stay-at-home symptom, 33% (n = 84, 95% CI 28% to 39%) had 

engaged in risky behaviour. 

Table 11.1 presents the association between our predictor variables and 

whether children engaged in risky behaviour. Risky behaviour was associated 

with parent age, with the odds of a child engaging in risky behaviour being 2.9 

times higher if the parent was aged 18-35, and 2.4 times higher if the parent 

was aged 36-45 compared to parents aged 46 or over.  

Risky behaviour was associated with parents’ agreement with the following 

statements: their children made their own decisions about when to go to school; 

children should go to school if they take medication; and if children have a mild 

symptom of illness, they should go to school. 

11.3.1 Sensitivity analysis 

When re-running the analyses to look at associations with school attendance 

only, 227 parents were included. We found school attendance was not 

associated with parent age, but was associated with parents agreeing that their 

child did not want to take time off school. No other differences in associations 
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were found between school attendance and risky behaviour and our predictor 

variables.  



CHAPTER 11: WHY DO CHILDREN ATTEND SCHOOL AND SOCIALISE WHEN THEY HAVE SYMPTOMS OF AN INFECTIOUS 

ILLNESS? A CROSS-SECTIONAL SURVEY 

298 

 

Table 11.1 Associations between parent characteristics and attitudes, and whether their child (four to 17 
years, with at least one stay-at-home symptom) engaged in risky behaviour (n = 251).  

Parent characteristics and 
attitudes about sending 
children to school whilst 
symptomatic  

Level Children did 
not engage in 
risky 
behaviour (%) 

Children 
engaged in 
risky 
behaviour (%) 

Odds ratio (95% CI) P-
value 

Adjusted odds 
ratio (95% CI) † 

P-
Value 

Parent gender Male  73 (64) 41 (36) 1.23 (0.73 to 2.08) 0.44 1.36 (0.76 to 2.44) 0.30 
Female 94 (69) 43 (31) Reference  Reference  

Parent age 18-35 years 53 (62) 33 (38) 2.49* (1.18 to 5.26) 0.02 2.90* (1.30 to 
6.44) 

0.01 

36-45 years 62 (62) 38 (38) 2.45* (1.18 to 5.09) 0.02 2.43* (1.12 to 
5.28) 

0.03 

46 years ≥ 52 (80) 13 (20) Reference  Reference  

Parent living region North of England 46 (70) 20 (30) 0.80 (0.39 to 1.63) 0.54 1.04 (0.49 to 2.22) 0.92 
Midlands England 42 (65) 23 (35) 1.01 (0.50 to 2.03) 0.98 1.03 (0.49 to 2.19) 0.93 
Wales, Scotland, 
Northern Ireland 

31 (76) 15 (33) 0.89 (0.41 to 1.95) 0.78 1.15 (0.50 to 2.63) 0.75 

South of England 48 (65) 26 (35) Reference  Reference  

Parent household income ≤ £34,999  68 (67) 34 (33) 0.95 (0.55 to 1.63) 0.84 1.04 (0.55 to 1.95) 0.91 
 £35,000 ≥ 87 (65) 46 (35) Reference  Reference  

Parent employment status § Working 131 (66) 69 (35) 1.26 (0.65 to 2.47) 0.49 1.25 (0.56 to 2.77) 0.59 
Not working 36 (71) 15 (29) Reference  Reference  

Parent education level ≤ A-level  88 (69) 40 (31) 0.82 (0.48 to 1.38) 0.45 0.92 (0.51 to 1.64) 0.77 
Degree ≥ 79 (64) 44 (36) Reference  Reference  

My child has missed too much 
school since September this 
year ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=166, 
M=3.11, 
SD=1.48 

N= 83, 
M=3.17, 
SD=1.54 

1.02 (0.86 to 1.22) 0.79 1.03 (0.85 to 1.26) 0.74 

My child is behind at school ‡ 5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=167, 
M=3.65, 
SD=1.35 

N=84, 
M=3.21, 
SD=1.57 

0.81* (0.67 to 0.97) 0.02 0.84 (0.69 to 1.02) 0.08 

My child often says they have 
symptoms of illnesses when 
they do not ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N= 167, 
M=3.89, 
SD=1.25 

N=84, 
M=3.54, 
SD=1.49 

0.83* (0.68 to 0.99) 0.05 0.84 (0.67 to 1.05) 0.12 
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Often no-one is available to 
look after my child if they 
cannot go to school ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=166, 
M=3.46, 
SD=1.44 

N= 84, 
M=3.11, 
SD=1.55 

0.85 (0.71 to 1.02) 0.07 0.88 (0.72 to 1.07) 0.20 

My child does not want to take 
time off school ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N= 162, 
M=2.43, 
SD=1.17 

N=83, 
M=2.11, 
SD=1.14 

0.78* (0.61 to 0.99) 0.04 0.82 (0.63 to 1.05) 0.12 

My child makes their own 
decisions about when they go 
to school ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=166, 
M=4.25, 
SD=0.98 

N=83, 
M=3.60, 
SD=1.50 

0.65** (0.52 to 0.81) <0.001 0.65** (0.50 to 
0.83) 

<0.001 

My child should go to school if 
they have taken medication 
(e.g., Calpol, paracetamol) ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=164, 
M=3.04, 
SD=1.30 

N=81, 
M=2.25, 
SD=1.20 

0.60** (0.48 to 0.76) <0.001 0.57** (0.44 to 
0.75) 

<0.001 

If children have common 
illnesses (e.g., a cold), they 
should go to school ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=166, 
M=2.30, 
SD=1.09 

N=83, 
M=2.13, 
SD=1.03 

0.86 (0.66 to 1.11) 0.24 0.83 (0.63 to 1.09) 0.19 

Children build up their 
immunity by mixing with 
children who have common 
illnesses (e.g., a cold) ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=164, 
M=1.93, 
SD=0.88 

N=84, 
M=1.90, 
SD=1.03 

0.97 (0.73 to 1.29) 0.86 0.92 (0.67 to 1.26) 0.61 

Other children with common 
illnesses (e.g., a cold) go to 
school‡  

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=162, 
M=1.88, 
SD=0.79 

N=83, 
M=1.84, 
SD=0.99 

0.96 (0.70 to 1.30) 0.77 0.91 (0.65 to 1.27) 0.58 

If children have mild symptoms 
of an illness, they should go to 
school ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=162, 
M=1.88, 
SD=0.79 

N=80, 
M=2.46, 
SD=1.00 

0.77* (0.59 to 0.99) 0.04 0.75* (0.56 to 
0.99) 

0.05 

Going to school is important 
for my child’s mental health ‡   

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=164, 
M=1.45, 
SD=0.67 

N=83, 
M=1.66, 
SD=0.93 

1.41* (1.01 to 1.97) 0.04 1.43 (0.99 to 2.06) 0.06 
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When my child says they are 
too ill to attend school, I let 
them stay at home ‡ 

5-point Likert-
scale (1=strongly 
agree, 5=strongly 
disagree) 

N=161, 
M=2.58, 
SD=0.67 

N=84, 
M=2.56, 
SD=1.15 

0.98 (0.77 to 1.25) 0.87 0.96 (0.74 to 1.25) 0.78 

*p ≤ .05 and formatted bold **p ≤ .001 and formatted bold. 
† Odds ratio adjusted by parent gender, age, living region, household income, employment status, and education level. 

‡ The exact wording used in the survey §Working includes students and volunteers.   
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11.4 Discussion 

We found that 33% of children engaged in risky behaviour, such as attending 

school or clubs or socialising with others when experiencing symptoms where it 

is advised to stay at home. These findings align with previous reports 

suggesting that school-based presenteeism is common (Chapter 2; (BUPA, 

2010; Johansen, 2015)). We also found that risky behaviour was more likely for 

children with younger parents and for specific parental attitudes about 

symptoms of illness and their children’s behaviour. This is concerning because 

children who attend school and socialise whilst unwell risk spreading their 

illness to others, increasing the likelihood that other children will need to take 

time off school and miss out on extra-curricular and social activities, and putting 

vulnerable people that they come into contact with at risk.  

We found that children were significantly more likely to engage in risky 

behaviours when their parents believed that children should go to school when 

their symptoms were mild. This finding mirrors Chapter 2 (Woodland, Brooks, et 

al., 2023) and Webster et al. (2019), who found people were more likely to 

attend school or work with an infectious illness when they perceived their 

symptoms to be mild. We also found that children were more likely to engage in 

risky behaviours if a parent felt that attendance at school was appropriate if 

analgesic medication had been taken. These findings suggest that a key 

consideration is whether the child will cope with school, rather than whether 

they might spread illness to others. These findings align with previous research 

that suggested families were less likely to self-isolate with symptoms that may 

indicate COVID-19 when parents, (a) perceived the symptoms to be mild, (b) 

were unsure of the cause of symptoms and (c) perceived a reduced severity of 

symptoms after taking analgesic medication (Chapter 10; (Woodland, Mowbray, 

et al., 2022)). A greater focus on the importance of decreasing social mixing 

when symptomatic may help reduce the incidence and spread of infectious 

disease outbreaks in schools and to others in the community.  
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Children were significantly more likely to engage in risky behaviour where their 

parent reported that the child was responsible for making their own decisions 

about when they go to school. Educating children, particularly teenagers who 

may have a greater say over their attendance, about the need to remain at 

home when ill may be an important part of any future strategy to reduce 

presenteeism. But this finding may need to be taken with caution; the data were 

collected in the autumn term when schools re-opened following national school 

closures due to the pandemic. Reports show that children were keen to get 

back to school at this time, which may have impacted this result (Children's 

Commissioner, 2020b). Still, educating parents on these issues is also 

important. We found that parents who were aged 45 years or younger were 

significantly more likely to have a child that engaged in risky behaviour. We can 

presume that these parents have younger children, and therefore we expect 

parents to have more control over their child’s activities compared to older 

children. While younger parents may rely on more support from outside the 

household with childcare; in contrast to previous findings, we did not find a 

significant association between children who engaged in risky behaviour and 

whether parents had someone available to look after their child if they could not 

go to school (Webster et al., 2019). 

We were surprised that we did not find a significant association between 

children who engaged in risky behaviour and parents who felt their child had 

missed too much school and were behind in school. This was also replicated in 

our sensitivity analyses, that focused on children who had attended school and 

excluded all other types of risky behaviour. In Webster et al. (2019) people who 

had missed too much work and were concerned about their workload were 

more likely to attend work with an infectious illness. Moreover, in Chapter 2 high 

motivations about school and high school absence were found to increase the 

risk of school-based presenteeism; and in Chapter 7 concerns about education 

encouraged school attendance, which suggests that educational factors might 

be associated with risky behaviour. We cannot be sure why our results contrast 

with previous research, but this could be due to the differences between parents 
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not attending work (e.g., financial implications) and children not attending 

school (e.g., educational impacts) and pandemic-related reasons (e.g., 

increased access to online schooling and activities). That being said, the 

adjusted odd ratio is 0.84 (95% confidence interval 0.69 to 1.02), which follows 

a trend that we expected, it could be that a significant association was not found 

due to a small sample size. 

11.4.1 Limitations 

First, the data were drawn from a non-probability sample. Whether the sample 

was behaviourally and psychologically representative of the wider population of 

parents in the UK is unknown (Epstein, 2006), although we have no reason to 

suspect that the associations within the data cannot be generalised (Kohler, 

2019). Second, our parents were mainly of white ethnicity (91%, n = 224/246, n 

= 5 were missing data) and we were unable to include ethnicity in our analysis 

due to small case numbers. Third, we did not include child characteristics in our 

analysis due to survey space limitations, the systematic review in Chapter 2 

indicated that children in transition years are at increased risk of school-based 

presenteeism. Fourth, our data collection occurred during a pandemic, with a 

substantial focus on the importance of remaining home when potentially 

infectious and after an extended period of home-schooling. How rates and 

predictors of school-based presenteeism will change as we emerge from the 

pandemic is unknown. 

11.4.2 Conclusion 

One-third of children with symptoms that indicated an infectious illness engaged 

in activities outside the home, including going to school or socialising with 

others. This behaviour goes against UK Government advice that is in place to 

prevent the spread of disease. We found that younger parents, children who 

made their own decisions about school attendance, children who had taken 

analgesic medication and having mild symptoms were risk factors for engaging 

in risky behaviour. Parents and teenagers need guidance to help them make 
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informed decisions about school attendance whilst unwell to reduce school 

presenteeism.  
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12 CHAPTER 12: GENERAL DISCUSSION 

Infectious illnesses can have long-lasting psychological, physical, and 

educational impacts on children and can affect parent well-being. Keeping 

children out of school when they are ill is a common non-pharmaceutical 

intervention (NPI) used to prevent the transmission of infectious diseases within 

schools. Other, more restrictive, NPIs can also be used, along with preventative 

measures such as vaccinations, if available, to control the spread of infectious 

diseases. In England, the COVID-19 pandemic resulted in repeated school 

closures and a range of legally-enforced restrictions over the course of two 

years. This thesis aimed to explore the factors that affect (a) the well-being of 

parents and children during a pandemic, and (b) adherence to measures 

intended to mitigate the spread of disease between families, both in school and 

during school closures. I will discuss my findings in relation to my five broader 

aims and discuss the implications for public health and future research.  

12.1 Objective 1: Factors associated with children attending 

school whilst unwell  

My findings suggest that school-based presenteeism is a complex process 

involving children, parents, and school staff, factors associated with the illness 

(e.g., whether they appear too ill for school) and factors external to the illness 

that contribute to the decision about whether or not a child should attend school. 

I suggest that the risk of presenteeism may be reduced by focusing on 

presenteeism as a “decision” about school attendance and designing 

interventions that help parents and children to make appropriate decisions. 

In a systematic review of the reasons and risk factors associated with school-

based presenteeism (Chapter 2), we found that children attend school whilst 

unwell due to factors that could be categorised into five themes:  

• perceptions about the illness / signs and symptom(s);  

• children’s characteristics (e.g., children with high school absence);  
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• children’s and parents’ motivations and attitudes towards school;  

• organisational factors (including the school and parents’ employers);  

• the school’s sickness policy.  

These themes align with two systematic reviews about presenteeism in the 

workplace (Daniels et al., 2021; Webster et al., 2019). I suggest that the 

complexity of the factors that contribute to decisions about school attendance 

may explain why previous research found that one in six parents would send 

their child to school even if they were currently experiencing diarrhoea or 

vomiting (BUPA, 2010) and 69% of children reported at least one episode of 

school-based presenteeism (Chapter 2).  

I conducted a follow-up qualitative study with parents in England to better 

understand this process. My findings mirrored that of our systematic review. 

Decisions about school attendance when children were unwell were based on 

several factors: the signs and symptoms of illness; environmental factors 

(external to the illness); schools management of unwell children; and 

implementation of a school’s sickness policy. At the time of the study, COVID-

19 was emerging, and similar factors were also raised about COVID-19. These 

connections are described further under objectives 2 and 5.  

It could be argued that presenteeism may be less of a concern since the 

pandemic. However, my research found that presenteeism is still a widespread 

issue. Once schools re-opened after the school closures due to COVID-19, I 

found that one-third (33%) of children engaged in activities and socialised with 

others when they had symptoms of illness that required them to stay at home 

(Chapter 11). This directly contradicted the Government advice that applied at 

the time (HM Government, 2021h, 2022k; National Health Service, 2021). This 

non-adherent behaviour was more likely in younger than older parents (45 

years and under), and parents’ who felt that their children could make their own 

decisions about school attendance, that pain relief medication allowed children 

to attend school and that attendance with mild symptoms was acceptable. 

These risk factors seem not to have changed from before to after the COVID-19 

related school closures. 
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My findings suggest that there are several factors that affect the risk of 

presenteeism, such as parents’ characteristics (e.g., ability to care for children 

when they are unwell) and knowledge and understanding about the school’s 

sickness policy and whether the child wants to go to school. However, it seems 

that first and foremost, when children show signs and symptoms of illness, or 

when someone else (e.g., the parent or school staff member) perceives them to 

be unwell, the degree to which children are perceived as unwell (e.g., the 

number, type, and severity of symptoms) is considered. My findings suggest 

that previous experiences appear to influence parents’ decisions at this stage. 

For example, it was common for parents to repeat their previous decisions 

about school attendance when they recognised the signs and symptoms of 

illness from an earlier experience and the actions that they took in response to 

that illness were deemed appropriate. In addition, when the symptom(s) severity 

is perceived to be extremely high or low, the decision about school attendance 

appears clear. Children who present with symptoms that are perceived to be 

severe will usually be kept out of school. When the symptoms are perceived to 

be low in severity (e.g., the child claims they are unwell, although there are no 

visible signs and symptoms of illness), the symptoms are likely to be 

disregarded. Thus, no further decisions or actions in response to the illness will 

occur. Whereas decisions about school attendance are less clear when 

perceptions about symptom severity is in the middle or less extreme, i.e., when 

the symptoms are perceived to be mild. In these instances, parents seek more 

information, and more weight is given to environmental and contextual factors 

(influencing factors) affecting the decision outcome.  

One model that may help explain parents’ decisions about presenteeism is the 

recognition-primed decision model. This model suggests that decision-making 

starts with evaluating previous experiences of a similar situation, then assessing 

the current situation according to four components (plausible goals, relevant 

cues, expectancies, and typical actions). A decision is then made (Klein, 1993). 

In complex decisions, the decision-maker will seek more information before 

assessing the situation.  
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If interventions are developed to build the parent-school relationship, parents 

will be more likely to seek advice from the school about their child’s illness, and 

if schools circulate information, in multiple communications and dissemination 

methods about the signs and symptoms of illness and the actions that they 

should take, parents may be better able to make an informed decision. I 

suggest that good parent-school relationships may therefore reduce 

presenteeism, overall. This will particularly be beneficial because it targets two 

key areas within the decision-making process about school attendance: (1) 

when parents make a decision about school attendance, a decision based on 

previous actions may be unknowingly inaccurate and (2) when the symptoms of 

illness are mild and decisions about school attendance shift from a simple, clear 

decision to a complex decision. Improving communications and dissemination 

methods can help parents prevent repeating inaccurate decisions, and address 

information needs when parents are seeking out or considering additional 

information before deciding about school attendance.  

Another intervention that may provide benefits would be to introduce policies 

aimed at reducing the weight parents give to influencing factors in the decision-

making process, such as access to alternative childcare, and interventions that 

target younger parents or children with high school absence, in exam or 

transitional years who appear to be at increased risk of presenteeism. 

12.2 Objective 2: Factors associated with adherence to public 

health guidance in families 

Previous research suggests that adherence to COVID-19 guidance was low, 

particularly in the summer months for households with children, and that 

parents were more at risk of non-adherence to self-isolation guidance than non-

parents (Smith, Amlȏt, et al., 2020; Smith et al., 2021; Wright & Fancourt, 

2021). We found that families largely had the capability, opportunity, and 

motivation to change their behaviour to adhere to the COVID-19 guidance 

(Chapter 4). Yet there were still many risk factors associated with non-

adherence, one of which was “nice weather,” which may explain the increase in 
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non-adherence during the summer. We also found that 15% of children had 

close contact with non-household family members in the early stages of the 

pandemic (Chapter 6). This was against Government guidance and potentially 

dangerous given that many of these family members were older adults who 

would have been particularly at risk from COVID-19. Some of the risk factors we 

identified as associated with non-adherence to national public health guidance 

mirror those of school sickness policies. Therefore, I suggest that some 

interventions to increase adherence at the local level (e.g., school sickness 

policies) may also be appropriate nationally. 

In my qualitative research, domains that were related to capability and 

specifically to knowledge, appeared to be the primary risk factors for non-

adherence to COVID-19 guidance. For example, families were uncertain about 

the meaning of “infrequent” in relation to how often they could go to the shops 

and what items were considered “necessities.” This aligns with several narrative 

reviews that recommend clear communication is required to increase 

adherence (Houghton et al., 2020; Houts, Doak, Doak, & Loscalzo, 2006; King 

& Hoppe, 2013), something we and other researchers have also observed in 

relation to how parents (mis)understand school sickness polices (Chapter 2 and 

3 (Copeland et al., 2005)). 

We also found that parents were important in communicating the guidance to 

their children, which has previously been found to increase children’s 

adherence to managing health conditions (DiMatteo, 2004; Krejci-Manwaring et 

al., 2007). Ideally, to increase adherence, both (or all) parents should 

communicate to their children the same adherent behaviours that their children 

should follow. A mixed-methods study found that when parents have differing 

views, something mainly found in parents who are separated, this increases the 

risk of non-adherence to COVID-19 guidance (Goldberg, Allen, & Smith, 2021). 

Therefore, the capability to adhere primarily relies on effective communications 

from the Government to parents and from parents to their children; parents who 

cannot communicate the guidance or who disagree with each other about 

adherence, increase the risk of family non-adherence.  
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Regarding our findings about having the opportunity to adhere impacting 

adherence to the COVID-19 guidance, we found that adherence was linked 

mainly to the opportunity for non-adherence being restricted (e.g., closing shops 

and entertainment places). Similarly, others have found that adherence to 

COVID-19 guidance reduced when restrictions were eased (Smith et al., 2022a, 

2022b; Wright & Fancourt, 2021). Other key risks, that also mirror those found 

elsewhere in the literature, were:  

• low financial resources (Bengle et al., 2010; Daley, Myint, Gray, & 

Deane, 2012; Konstantinou et al., 2020);  

• organisation constraints / employment and personal commitment 

pressures (Lugtenberg et al., 2016; Mills et al., 2006);  

• social conformity and networks (Murtagh, Dixey, & Rudolf, 2006; 

Sparkman, Howe, & Walton, 2021);  

• significant life events, such as celebrating birthdays and attending 

funerals (Rezaei, Valiee, Tahan, Ebtekar, & Ghanei Gheshlagh, 2019; 

Sun et al., 2020);  

• parents or children who had a low well-being (Pollak, Dayan, Shoham, & 

Berger, 2020; Sav et al., 2015);  

• children who had special educational needs / worries about educational 

impacts (Brooks, Smith, et al., 2020; Taddeo, Egedy, & Frappier, 2008);  

• lack of parent involvement in implementing the guidance (Konijnendijk, 

Boere-Boonekamp, Haasnoot-Smallegange, & Need, 2014; Wu et al., 

2022).  

When creating and implementing public health guidance, the barriers linked with 

these risk factors and the opportunities for non-adherence should be 

considered. In addition, some of the risk factors we found in relation to the 

COVID-19 guidance are similar to the contextual factors that influence parents’ 

decisions about school attendance, such as organisational pressures. I suggest 

that when designing interventions or polices to prevent presenteeism, the risk 

factors about the opportunities for non-adhere to schools’ sickness policies 

should also be considered. 
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Our findings suggest that a range of automatic and reflective motivations 

affected adherence behaviour in families. However, adherence to the guidance 

appeared to be primarily motivated by families’ belief in the health 

consequences if they did not adhere. These findings align with the health belief 

model, particularly the component concerning “perceived threat,” which the 

authors suggest is needed for behaviour change (Abraham & Sheeran, 2015). 

The model suggests that a combination of factors (perceived benefits vs 

barriers, perceived threat, self-efficacy, and cues to action) leads people to 

engage in health-promoting behaviours. This has also been found in other 

research, which suggests that families are more likely to adhere to the guidance 

if the perceived threat of COVID-19 infection and risk of serious illness is high 

(Brooks, Smith, et al., 2020; Kasting et al., 2020; Webster et al., 2020).  

That being said, in contradiction to the Health Belief Model, my findings about a 

child’s vulnerability to COVID-19 and adherence to the guidance were less 

clear. According to the model, people with high perceived threat, such as 

children who are vulnerable to COVID-19, should be more likely to adhere than 

less vulnerable children. However, children with a health condition that made 

them vulnerable to COVID-19 were more likely to have non-adherent physical 

interactions with non-household family members than children who were not 

vulnerable to COVID-19 (Chapter 6). I also found that children with a health 

condition were more likely to attend school whilst they were closed to most 

children, which was unexpected (Chapter 7). Similar findings have been found 

in other research about adherence to COVID-19 guidance: a UK study found no 

difference between risk of intentional non-adherence to COVID-19 guidance in 

people who did and did not have a health condition that made them vulnerable 

to COVID-19 or with perceived susceptibility to contracting COVID-19 (Hills & 

Eraso, 2021); and a German longitudinal study in children found that the 

presence or absence of a chronic disease had no influence on social 

interactions during COVID-19 (Paulsen et al., 2022). Perhaps, to understand 

the conflicting evidence about vulnerability and adherence, attention needs to 

be given to the other elements of the health belief model, and include 
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motivations and emotions, which have also been found to be important when 

making decisions about health (Ferrer & Mendes, 2018), to identify the potential 

influencing factors that are competing with the expected high level of adherence 

in this group.   

The importance of including different types of adherence, such as those 

identified by Denford et al. (2021) may also be needed – adherence is not 

necessarily binary, and understanding in more detail how people respond to 

guidance may help identify which risk factors relate to which behaviours. For 

example, per the Health Belief Model it was unexpected that parents’ 

perceptions about children’s susceptibility to COVID-19 (how likely children 

were to catch COVID-19 or bring COVID-19 back into the home) and how 

worried children were about COVID-19 were not associated with whether or not 

children had physical interactions with non-household family members (Chapter 

6). However, children were more likely to have non-adherent physical 

interactions with non-household family members when they had kept up with 

their schoolwork, had been upset about not seeing non-household family 

members and their parent had been unable to keep up with work or other 

commitments (Chapter 6). Although, as described in the chapter’s discussion, 

these latter findings were not unexpected. Instead, the contrast shows that in a 

pandemic, factors external to perceptions about the disease are also important 

in predicting adherence and need to be considered. I suggest that future 

research about adherence should include people’s motivations, as well as 

behaviours; separating people who are non-adherent into different categories, 

such as people who are motivated to adhere but are unable, motivated to 

adhere although non-adherent to varying degrees and people who have no 

intention to adhere. By understanding these nuances, a targeted approach 

could be used, such as adapting guidance and introducing support that may 

increase adherence for the people that want to adhere. 
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12.3 Objective 3: Factors that affect the psychological well-

being of parents and children during a pandemic 

COVID-19 created a unique situation whereby all schools were closed across 

England to control the pandemic. This resulted in all families with school-aged 

children adapting their usual way of life to cope with the school closures, 

pandemic, and the COVID-19 guidance. For all these reasons, it was expected 

that a family’s psychological well-being would be adversely affected by COVID-

19 (Imran et al., 2020; Prime et al., 2020; Wille et al., 2008). I found that parents 

and children had several pandemic-related concerns and undergo many 

challenges (Chapter 5); and one-quarter (26%) of children and one-fifth (19%) 

of parents included in my studies reported low well-being (Chapter 6). However, 

for the most part, families appeared to be able to cope during the school 

closures, which could be explained by the protective factors that I found: 

physical exercise, social support, and positive motivations (Chapter 4, 5 and 6).  

The factors that impacted family well-being during the COVID-19 pandemic fell 

into two categories: (1) responses to the COVID-19 guidance, such as reduced 

physical interactions with friends and family, being confined to the home for 

extended periods and limited entertainment activities and (2) responses directly 

to COVID-19, such as concerns about loved ones becoming seriously ill and the 

need to manage the risk of disease in a situation that was unknown and 

uncertain. These two categories are interlinked. For instance, individuals who 

had to adhere to more stringent measures than the general population (“shield”) 

due to their risk of being seriously ill with COVID-19 reported poorer mental 

health (35%) than before the pandemic (Office for National Statistics, 2020a) 

and were at higher risk of diagnosed depression and or anxiety during the 

pandemic than the general population (Hodgson et al., 2021).  

Families that had pre-existing vulnerabilities were at increased risk of poorer 

psychological outcomes. There are likely to be multiple explanations for this 

association. For example, a scarring effect from the pandemic has been widely 

discussed in which “lockdown policies impact on wider social inequalities, the 
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effects of which on child and adolescent mental health may be propagated 

through increased family stress, reduced family resources, education-linked 

inequalities, and exposure to ongoing maltreatment, domestic violence or family 

break-up” (Sonuga‐Barke & Fearon, 2021). I found three vulnerabilities to be 

particularly notable because of the apparent impacts on well-being throughout 

my thesis: (a) children who had educational difficulties, which includes children 

who could not complete their schoolwork and those with recognised educational 

needs; (b) families with limited resources, such as financial, social and time; 

and (c) children and parents who had a psychological or physical health 

problem before the pandemic. These findings mirror other research about poor 

well-being in children with special educational needs, low financial resources 

and pre-existing mental health problems (HM Government, 2022b). I had 

expected that children from non-white ethnic backgrounds would also be at 

higher risk of low well-being because of racial and educational inequalities 

(Children's Commissioner, 2020c; HM Government, 2022b; Jones & Mamluk, 

2020), although I did not find this. However, I did find that children from non-

white ethnic backgrounds may be more at risk of long-term educational impacts 

than children from white backgrounds, in that they were less likely to attend 

school than white children when allowed during the pandemic (Chapter 7).   

In contrast, I found that physical exercise, social support, and positive 

motivations appeared to protect psychological well-being. It would be beneficial 

for future research to design interventions that encourage these behaviours. 

Notably we did not find a link between well-being and access to outside space, 

but rather between regular physical exercise and higher well-being (Chapter 6). 

However, my findings suggest that some parents still struggled to engage their 

children in physical activity (Chapter 5), which aligns with research that shows 

only 45% of children engaged in the Government’s recommended (60 minutes) 

amount of physical exercise a day between 2019 and 2020, which itself was a 

significant decrease from the previous year (HM Government, 2021o). The 

report also identified that children from white backgrounds are more likely to be 

physically active (47%) compared to those identified as Black (36%) or other 



CHAPTER 12: GENERAL DISCUSSION 

315 

 

(39%) (HM Government, 2021o). Children from ethnic minority backgrounds 

reported spending less time outside with nature during the pandemic than white 

children (HM Government, 2021n). This suggests that during the pandemic, 

children from non-white backgrounds were less protected by the physical and 

psychological health benefits that physical exercise provides. It would be 

advantageous to design interventions that target children from non-white 

backgrounds to help protect their well-being. 

Technology appeared to be a valuable tool for families to engage in physical 

exercise. However, technology (via gaming) may not have the same benefits as 

actual physical exercise (Russell & Newton, 2008) and technology has been 

linked with unhealthy eating and exercise habits (Hinojo-Lucena, Aznar-Díaz, 

Cáceres-Reche, Trujillo-Torres, & Romero-Rodríguez, 2019; Morris & Katzman, 

2003). Support in research about using technology as a means to decrease 

physical inactivity is growing (Dobbie et al., 2021; Lai, Young, Bickel, Motl, & 

Rimmer, 2017; Woessner et al., 2021); it is vital that the psychological health 

effects are not overlooked and instead, are incorporated into a study’s design.     

Social support has been established to protect psychological well-being in 

stressful situations (Chu, Saucier, & Hafner, 2010; Hellfeldt, López-Romero, & 

Andershed, 2019; Kaniasty & Norris, 1993; Norris & Kaniasty, 1996). Therefore, 

it was suggested that the restrictions that placed limits on people’s physical 

interactions would also restrict social support and impact well-being (Brooks, 

Webster, et al., 2020; N. Davis, 2020; Holt-Lunstad, 2020; Long et al., 2022). 

My findings appeared to confirm both theories. Families commonly reported that 

being unable to meet friends and non-household family members in person was 

the most challenging aspect of COVID-19. On the other hand, families that were 

restricted to their homes appeared to increase their connection with their 

household and non-household social networks. This aligns with research that 

suggests that, to gain the health benefits of a social interaction, feeling 

“connected” to someone else is what is important, rather than the physical 

interaction (McArthur et al., 2021; Nomaguchi & Milkie, 2020).  



CHAPTER 12: GENERAL DISCUSSION 

316 

 

In addition, if a family needed to self-isolate, perceived and received social 

support from someone who could assist them alleviated some of their worries 

about coping during the pandemic. As such, households that lived in 

communities that implemented programmes to assist self-isolating households 

may have fared better than household that did not have access to this support 

(Stansfiled, Mapplethorpe, & South, 2020).  

The use of technology appeared to facilitate families to maintain social 

connection with others. Although, yet again caution needs to be taken with the 

use of technology, as the overuse of the internet for purposes such as 

information searching, using social media, and entertainment has been found in 

cross-sectional surveys to produce adverse effects on both adult’s and 

children’s well-being (Drouin, McDaniel, Pater, & Toscos, 2020; George, 

Russell, Piontak, & Odgers, 2018; Hollis, Livingstone, & Sonuga‐Barke, 2020; 

Mitchell, Lebow, Uribe, Grathouse, & Shoger, 2011).  

Families that used positive motivations to manage COVID-19 appeared to be 

better able to cope and protect their well-being during COVID-19. The link 

between positive motivations and good well-being is unsurprising, as these 

motivations are akin to “gratitude science,” and other areas of positive 

psychology, such as self-efficacy and confidence, that are shown to improve 

and maintain a healthy well-being (Kanekar & Sharma, 2020; Nguyen & 

Gordon, 2020; Rash, Matsuba, & Prkachin, 2011; Sansone & Sansone, 2010; 

Wood, Froh, & Geraghty, 2010). Some of the positive motivations that we found 

to protect a family’s well-being were: 

• families that believed in their capability to adhere, such as feeling in 

control (Chapter 4), self-efficacy about being able to change behaviour 

(Chapter 4) and about parents’ ability to home-school (Chapter 6), and 

having self-confidence (Chapter 4); 

• families that had optimism, in their circumstances and attitudes (e.g., 

“we’re all in this together” (Chapter 5), and need to work together 

(Chapter 4) and have a shared goal (Chapter 4)); 
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• families that believed they were healthy / at low risk of being severely 

unwell with COVID-19 (Chapter 5).  

My findings about positive motivations support a systematic review that we 

conducted before the March 2020 COVID-19 guidance was implemented, 

where we suggested that the psychological effects of quarantine, may be 

reduced for people who quarantine because of altruistic motivations (Brooks, 

Webster, et al., 2020). The Government’s common use of terms such as 

“protecting,” “protect our NHS and save lives” (HM Government, 2020r) and 

“protect yourself and others” (HM Government, 2021x) within the COVID-19 

guidance may have elicited altruistic motivations within the public. I suggest that 

positive motivations should be encouraged to increase adherence, and that 

interventions are also designed with positive motivations at the centre in future 

health outbreaks to protect the well-being of families and the wider public. 

12.4  Objective 4: Factors that affect children’s physical well-

being and education during a pandemic 

Regarding my findings about physical activity, it was common for parents to 

report that they had access to some form of outside or inside space to exercise 

during COVID-19 (Chapter 5) and 89% of parents reported having a garden 

(Chapter 6). A garden appeared to be a vital resource that families routinely 

appreciated and that facilitated their children to exercise and to spend time 

outside. However, it was common for parents to report that they and their 

children were unmotivated to engage in physical exercise (Chapter 5). The 

amount of time that children spent exercising varied; some parents reported that 

their children were exercising more often, and some parents reported that their 

children were exercising less often than if they were in school (Chapter 5).  

A UK report about housing inequalities and well-being has found that children in 

low-income households were more likely to live in an overcrowded home 

(Maguire, 2021). The report also found that 12% of people did not have access 

to a garden, which was higher among people from ethnic minorities, casual 

workers, the unemployed and older adults. I found that 8% of families only had 
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access to a patio, terrace, or other similar spaces and 3% had no access to 

outside space (Chapter 6). I did not investigate family income and the potential 

associations between the amount and type of resources (e.g., space and 

exercise equipment) that families had to exercise. However, children who lived 

in low-income households had fewer resources to engage in physical activity 

whilst schools were closed. These children should be prioritised in interventions 

that provide them with more access to and resources to engage with physical 

activity. 

Parents who were home-schooling commonly reported that they found it a 

challenge to motivate their children and to keep children concentrated on their 

schoolwork. Parents also reported that their children were spending less time 

on their education than they would if they were in school, which has been found 

in other research (Blundell et al., 2021; Leahy et al., 2021). 

Of the children who were eligible to attend school during COVID-19, most were 

not attending (Chapter 7). This result was somewhat surprising due to the 

social, health and educational benefits that school brings, which were the 

reasons that some researchers opposed the school closures (Van Lancker & 

Parolin, 2020; Viner et al., 2022). On the other hand, it was expected that 

parents would be worried about sending their children to school due to the risk 

of COVID-19 (Chapter 9; (Brooks, Smith, et al., 2020; Kroshus, Hawrilenko, 

Tandon, & Christakis, 2020)). Our findings mirrored both of these arguments: 

we found that the reasons parents had for sending their children to school were 

because of the health and educational benefits that schools provide and 

reasons for children not to attend school were about schools being too risky 

(Chapter 7).  

Our findings also showed that among parents who were keyworkers, needing to 

work was a main reason for their children to attend school and the school being 

closed was the main reported reason that their children did not attend. These 

findings may suggest that employment, rather than COVID-19 risk factors, were 

more important to this group. Yet, if this was the case, I might have expected 

that more children of keyworkers would have attended school than other eligible 
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children. This was not true, children of keyworkers had 13% attendance and 

other eligible children had 46% attendance. This suggests that other factors 

contribute to parents’ decisions about school attendance, such as parent and 

child characteristics, which I have discussed under objective 1, 2 and 3.  

We found that fathers and parents with children aged 11 years and under were 

more likely to want to send their children to school, although these differences 

were not identified in the children eligible for school and children who did and 

did not attend school. One reason that parents may have wanted to send 

children aged 11 years and under back to school could be because younger 

children require more parental supervision than older children (Office for 

National Statistics, 2021b). As to why fathers are more likely to want to send 

their children to school than mothers is less clear. It could be that fathers are 

less used to spending prolonged periods of time supervising their children. 

However, as mothers also found it a challenge to spend more time with their 

children, and review about mothers and fathers during the pandemic suggested 

that it was mothers who took on more caring and home-schooling 

responsibilities than fathers during COVID-19 (Sevilla et al., 2020); I suggest 

the reason for this finding could be explained by the gender differences that are 

found between parenting styles, practices (Yaffe, 2020) and attitudes (Forbes, 

Lamar, Speciale, & Donovan, 2022). Future research should investigate 

techniques that may help fathers and parents with younger children to support 

them in taking on caring responsibilities during prolonged periods.   

It was worrying that school attendance was less likely for children who were 

already in groups that made them vulnerable to educational inequalities: 

parents educated to A-level or below, not working, of non-white ethnicity, in a 

state-funded school, or living in the North East, North West, and Yorkshire and 

the Humber regions compared to London (Chapter 7; (Blundell et al., 2021)). 

State-funded pupils on low incomes are, on average, an additional month 

behind children whose families are on higher incomes (HM Government, 

2021r). In addition, a recent systematic review and meta-analysis about learning 

during the pandemic, in 15 countries, including the UK, found that learning 
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deficits were particularly large among children from low socio-economic 

backgrounds (Betthäuser, Bach-Mortensen, & Engzell, 2023). We did not find 

any associations between school attendance and income, although we did find 

that low financial resources impeded home-schooling. Factors that related to a 

lack of resources, such as equipment, space, and parental time to supervise 

children’s schoolwork, were common barriers to home-schooling (Chapter 5).  

12.5 Objective 5: Factors associated with adherence to NHS 

Test and Trace in families 

The factors that we found were linked with families’ adherence to NHSTT 

related to: (a) families being able to recognise the signs and symptoms of 

COVID-19 and attribute them to COVID-19; (b) the adequacy of the 

communications about NHSTT (and COVID-19); and (c) whether or not the 

family supported NHSTT and had the resources to adhere to NHSTT (Chapter 

10). 

The NHSTT process being lengthy, and having several different stages, made it 

a challenge for families to adhere to NHSTT. To “fully” adhere, someone with at 

least one of the three Government listed symptoms of COVID-19 needed to 

immediately self-isolate, seek and take a COVID-19 test, and continue to self-

isolate until they had completed the recommended self-isolation period or 

receive a negative COVID-19 test result. A couple of reviews have suggested 

that complex medication regimes are associated with non-adherence 

(Hamrahian, 2020; Hugtenburg, Vervloet, Van Dijk, Timmers, & Elders, 2013; 

Wimmer et al., 2017). At each stage of the NHSTT process, it is likely that the 

risk of a family’s non-adherence would increase. Families also had to navigate 

the school's guidance about managing COVID-19, such as “bubbles” (Ofsted, 

2020), and the changing guidance about who was required to self-isolate and 

for how long increased the complexity of the process. Systems that are 

implemented to try to reduce the risk of a disease spreading need to be kept as 

simple as possible to increase adherence.   
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A key barrier to parents’ adherence to NHSTT was that parents found it a 

challenge to identify symptoms of COVID-19 and to attribute these symptoms to 

COVID-19. I found that parents' challenges with symptom identification and 

attribution were similar to those described in Chapters 2 and 3 about risk factors 

associated with school-based presenteeism. First, the severity of the symptoms 

was a key indicator of whether parents sought a COVID-19 test. When the 

symptoms were perceived as severe, parents would often seek a COVID-19 

test. When symptoms were perceived as mild, parents would wait for the 

symptoms to increase in severity before they would self-isolate and seek a 

COVID-19 test, against the Government’s guidance (HM Government, 2022k). 

Second, parents would often try to identify the cause of the signs and symptoms 

of illness before seeking a COVID-19 test rather than once they had identified 

one of the symptoms of COVID-19 as being present. Parents found it a 

challenge to identify the cause of the symptoms, suggesting that the symptoms 

of COVID-19 were similar to that of a common cold or influenza (Centers for 

Disease Control and Prevention, 2021b, 2022). The similarity of the symptoms 

that these illnesses share is shown within Government guidance, as symptoms 

of “influenza-like illness” include a fever and a cough (Appendix A; (HM 

Government, 2021h; Office for National Statistics, 2022b)). To manage this 

ambiguity, parents would use contextual information, as they would when 

considering whether their children were too ill for school, to decide if they should 

seek a COVID-19 test. Respiratory illnesses are routine in UK schools, which 

suggests that challenges with attributing signs and symptoms of illness to a 

specific respiratory illness is going to be an ongoing problem in relation to 

presenteeism (Ferreras-Antolín et al., 2020; HM Government, 2023a). 

Moreover, it is also likely to be relevant in future pandemics, particularly if the 

public must attribute symptoms to a given interpretation if they are to correctly 

adhere to official guidance.  

Inadequate communications about NHSTT and information about COVID-19 

were also barriers to parents adhering to NHSTT. Parents struggled to 

accurately recall the three Government listed symptoms of COVID-19 and who 
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was eligible for a COVID-19 test – the basis of NHSTT. I suggest that it was a 

challenge to keep the messaging about NHSTT consistent as the process 

developed during the pandemic. However, previous research has shown that 

consistent messaging increased adherence to COVID-19 guidance (Bekalu, 

Dhawan, McCloud, Pinnamaneni, & Viswanath, 2021; Benham et al., 2021) and 

the lack of consistent messaging was a barrier to families’ adherence to 

NHSTT. More consideration about consistent messaging needs to be given in a 

future pandemic.  

Parents commonly used the internet to search for information about NHSTT and 

COVID-19 as and when they needed it and not before, which mirrors parents 

searching for a school’s sickness policy when their children become unwell. To 

increase adherence to public health guidance, families should have knowledge 

of, or at least know where to find, the guidance and any other relevant 

information before they need it. I suggest this might reduce the risk of them 

receiving mis- and dis-information when searching for information during an 

illness episode, which was associated with non-adherence to COVID-19 

guidelines (Hameleers, Van Der Meer, & Brosius, 2020; Roozenbeek et al., 

2020). In addition, as with adherence to school’s sickness policies, being 

proactive and building relationships between parents, children and authority 

figures before the need arises may mitigate this risk as parents and children are 

more likely to seek information directly from the appropriate source. That being 

said, it was common for parents to cite Gov.UK and NHS websites as a source 

for information, which was beneficial. However, these websites often have a 

publishing review process that makes them slower to publish material, unlike 

social media platforms, which were a main source of inaccurate COVID-19 

information (Kouzy et al., 2020). Organisations should create a social media 

strategy to prevent mis- and dis-information from being shared, particularly on 

these platforms, to facilitate adherence to health guidance (Tasnim, Hossain, & 

Mazumder, 2020).   

I found that families had a combination of motivating factors, including trust in 

who was delivering the communications, for them to adhere to the COVID-19 
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guidance. It is common within the literature that trust in the guidance source is a 

key component to increasing adherence to the guidance (Lowe, Harmon, 

Kholina, Parker, & Graham, 2022; Schumpe et al., 2022; Varghese et al., 2021). 

Still, I suggest that trust was not the only motivating factor, nor was it 

necessarily a driving factor behind a family’s adherence. I found that a 

combination of motivations, were important in adherence: self-efficacy in being 

able to adhere; perceived efficacy of the NHSTT process; perceptions that 

NHSTT was necessary, and that they would manage information about patients 

appropriately; power relations; and beliefs about adverse consequences if 

people were non-adherent. Trust alone cannot motivate people to adhere to the 

guidance that is being delivered.  

Moreover, I found that it was common for families to change their behaviour to 

adhere to NHSTT, if they supported NHSTT and had the resources to be able to 

adhere to NHSTT. This finding can be explained by applying the COM-B model; 

even if families had the capability, such as the skills to adhere and knowledge of 

the guidance, they would be unable to adhere if they did not have the 

opportunity, such as access to COVID-19 tests and food to self-isolate, or the 

motivation to adhere (Michie et al., 2014). My findings suggest that overall, 

families were motivated to adhere and commonly reported that it was 

“dangerous” not to adhere. Still, parents were more likely to adhere to NHSTT 

the more certain they were that they or their children had COVID-19, which may 

have been due to certainty from contextual factors, or a positive COVID-19 test 

result. In addition, parents commonly reported that a main reason for them to 

seek a COVID-19 test was for certainty about whether they or their children had 

COVID-19. This aligns with an element of the Health Belief Model in relation to 

susceptibility, which found that parents’ degree of certainty about their children’s 

health problems predicted adherence to their children’s medical treatments 

(Becker, 1974). This was further evident in parents who reported that they 

would break-self isolation whilst waiting for their COVID-19 test result, although 

if they had received a positive test result, they would not. This reflects the 

challenges that families had with taking action under conditions of uncertainty. 
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As such, adherence could be increased by ensuring that test results are 

received as quickly as possible.  

12.6 Reflexivity  

To facilitate the interpretation of the findings in this thesis, it is useful to reflect 

on my own position as a researcher and the methodological approach that I 

took to the investigation. I regularly reflected on my epistemological position, 

which evolved during my thesis and has critical realism elements. But I took a 

positivist approach, as stated in the qualitative chapters. My experience as a 

researcher and my knowledge of this topic grew during the PhD, which 

influenced the study's designs. In later studies I gained more confidence about 

the questions that we wanted to explore, and more confidence to deviate from 

the discussion guide if the conversation turned to topics that may have been 

relevant to other topics of this thesis. I became curious about feminist theory 

and a mother's role in society and the impact of gender on symptom reporting 

and identification overtime, although I had neither the data nor the scope to 

explore in depth. Still, my position and experience as a researcher may have 

evolved, but my fundamental outlook did not change. I take scientific meaning 

from observable evidence, that be it from quantitative and qualitative data (it 

can be common for positivists to favour quantitative and large sample data 

(Artino, Konge, & Park, 2020). However, a mixed-method design was required 

to fully explore the research aims by using qualitative methods to investigate 

themes in an unfamiliar topic, and quantitative methods to quantify these 

themes and identify any associations that may be found between aspects of my 

participants’ experiences.  

Quotes have been used to support the findings, which were analysed by taking 

meaning from the words that were spoken, while considering the context. A 

statement may reflect a different meaning, such as anger, or humour by the 

tone of the parent, and this was included in the reporting. I appraised the 

context and the interview environment within the findings. During each interview 

I would take notes of topics or ideas that I felt needed exploring, either within 

that interview or to incorporate into later interviews or studies. I would also 
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reflect on the interview environment, such as whether the parent seemed 

distracted, rushed, engaged or disinterest, and these perceptions were included 

in the analysis. I acknowledged that in most of the interviews the parents were 

at home with their children, which may have impacted how freely they were able 

to talk about their children and home environment. But this seemed to have a 

minor impact, if at all, as it was common for parents to state that their children 

could not overhear them. In fact, it often supported the picture that parents were 

trying to communicate, such as when parents were interrupted by their children 

and parents would also ask their children questions to clarify issues that they 

were uncertain about before responding. These instances were not made 

explicit in the results sections, although this all fed into the analysis and how the 

data were interpreted; study specific methodological approaches and 

implications were discussed in the chapters. 

An assumption of positivism is that objectivity is a given and while there is wide 

debate about whether researchers can be truly objective (Bird, 2020; Hegelund, 

2005) I took the approach of regularly reflecting on my own biases and how 

they may have impacted this thesis, such as having an influence on the 

questions that were asked and how the findings were interpreted, and in the 

qualitative studies in particular, parents’ responses. In relation to my 

characteristics for example, I am a white British female, and I was conscious 

that a study about parents may be skewed towards female participants and the 

study mostly being conducted in England (one study was UK) it was to be 

expected that I would have a high proportion of white Britons. However, 

England is a multicultural society, and I did not want these characteristics to 

overshadow others. I actively tried to allow space for characteristics that were in 

the minority, such as fathers, other ethnicities, cultures and a range of social 

economic statuses to be present within this thesis, which included highlighting 

when these characteristics were not included or disproportionately represented 

within the research. I would also often disclose to the parents’ that I interviewed 

that I did not have any children, mostly for two reasons: (1) I found that being 

open about this facilitated building rapport and (2) to reiterate that they were the 
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experts about being a parent and I wanted to hear their experiences. Thus, I 

would incorporate subjectivity into the research. 

12.7 Limitations  

Throughout my thesis, I have reported the limitations of each study in the 

relevant chapter. However, there are some overarching limitations that I will 

discuss.  

First, this thesis investigated families’ experiences at different stages of a 

pandemic, and although this was a strength, it also meant that information was 

needed rapidly, gathered in an often-changing situation and the findings were a 

snapshot of the stage that I investigated. I tried to keep the study variables and 

outcomes consistent so that they could be compared at different stages of the 

pandemic, although this may have restricted the findings. In addition, there were 

areas of investigation that I would have explored, given more time, as it was not 

until a thorough analysis of the data had been completed that other issues were 

identified. For instance, in studies about school attendance and home-

schooling, I focused on children who were not eligible to attend school or were 

eligible but were not attending school. Once all the studies had been conducted, 

I started to analyse the data and I felt that the thesis findings might have been 

more comprehensive, if I had separated children who were not attending school 

because of their special educational needs and children of keyworkers. The 

findings may also have been restricted by the fact that I did not include eligibility 

for free-school meals as an indicator of low-income families rather than 

household income as a binary measure.  

Second, my findings were based on one pandemic and therefore they may not 

be generalisable in the future or in non-pandemic situations. That being said, 

the studies that were conducted during the pandemic linked with studies pre- 

and post-pandemic and provide insights concerning adherence to public health 

messaging, which will be needed now and in the future. 
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Third, the majority of parents were from white populations, which I have 

mentioned in the chapter’s limitations. Still, in terms of this thesis, the limitations 

are more notable in the quantitative studies than the qualitative studies. To 

meet the study’s aims I often had to use sub-samples in the quantitative studies 

and therefore, variables that commonly had small sample sizes, such as the 

BAME variable and some regions of England, were reduced further. Small 

sample sizes can reduce the chance of detecting small effects (Button et al., 

2013). In terms of ethnicity, specifically, I had to remove ethnicity from the 

analysis in one study (Chapter 11) because the BAME variable did not meet the 

required number of cell counts (“rule of thumb” about sample sizes) (Van 

Voorhis & Morgan, 2007), which may have limited my thesis findings.  

Fourth, my findings were drawn from self-reported data. Self-reported data can 

be affected by social desirability bias; parents may report what they find socially 

desirable rather than what they believe or what they did (Mills & Kroner, 2005). 

The risk of social desirability bias may be increased in my findings about 

adherence, as non-adherence was illegal in many situations at the time, and my 

findings suggest that it was common for parents to perceive non-adherence as 

socially unacceptable. Social desirability bias is increased in studies involving 

direct interaction between the participant and researcher, which suggests that 

my qualitative studies may be at a particular risk of this type of bias (Kuncel & 

Tellegen, 2009). Similarly, I commonly used Likert scales, ranging from strongly 

agree to strongly disagree, and this method has been criticised for being 

ambiguous, given that interpretation of participant responses can vary and 

participants tend to respond towards the middle of the scale (Chyung, Roberts, 

Swanson, & Hankinson, 2017; Kuncel & Tellegen, 2009) 

Fifth, my findings could be impacted by introspection (Boring, 1953; Radford, 

1974). My findings were based on parents reporting about their and their 

children’s health and behaviours rather than from observation studies. As such, 

parents can only report on that which they have self-knowledge of and often 

cannot reliably report about thoughts or behaviours among family members.  
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Last, my thesis lacks intervention studies. I have suggested future research 

throughout, but I did not have the scope to test whether any of the interventions 

I have suggested would work in practice. These recommendations are made 

using my thesis findings and other research. Interventions can sometimes do 

more harm than good when tested – testing the ideas in this body of work is 

therefore essential. COM-B can be used to develop such future interventions by 

mapping to intervention strategies, such as school sickness guidance to 

encourage behaviour change. 

12.8 Conclusion  

This thesis is unique in that it provides insight into the experiences of families in 

England with school-aged children during different stages of a pandemic: as 

COVID-19 started to emerge; while schools were closed to most children and 

families were restricted to their homes; and when schools re-opened to all 

children. I explored how this period affected families’ well-being and how to 

mitigate the spread of disease between families, with the aim of trying to 

prevent families from being affected by similar health threats now and in the 

future. My research found that during COVID-19, children and parents found it a 

challenge to be restricted to their home, to home-school, to not physically 

interact with non-household family members and friends, and to manage 

worries about them and their loved ones becoming ill with COVID-19. Family 

well-being was further impacted by a reduction in physical activity that may 

have helped to protect their well-being. It was apparent that factors relating to 

physical and psychological health and education were all connected, as such a 

vulnerability in one element had a knock-on effect on family well-being and 

children’s health and education outcomes. Moreover, families with 

psychological and physical health conditions before the pandemic, or low 

financial, and educational resources were at risk of being disproportionately 

affected by COVID-19. But I found that although families found the pandemic a 

challenge, many were essentially able to cope. Many families benefited from the 

forced confinement that led families to connect, cherished the time that they 
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spent together, and found that children were able to learn skills and topics that 

they may not have learned in schools. I suggest that families were better able to 

cope when they had regular physical exercise, social connection with family 

members, and friends and positive motivations.  

To mitigate the spread of disease, children, parents and school staff need to 

adhere to the guidance that is implemented to prevent the spread of disease; 

whether that is a school sickness policy to ensure that children do not attend 

school when they are unwell, or a national policy that has been implemented to 

try to control a pandemic. I found that the factors associated with adherence 

were underlined with the same themes: (a) the guidance, such as how it is 

communicated and who by; (b) signs and symptoms of the illness (perceptions, 

identification and attribution); (c) parents’ and children’s motivations; and (d) 

factors that influence (a), (b) or (c), such as environmental factors, and 

children’s or parents’ characteristics. Understanding these factors will help 

guide future research and assist policymakers to implement interventions that 

improve adherence to public health guidance. This will help protect families’ 

well-being, children’s social and educational learning, and the wider public from 

future health threats.   
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14 APPENDIX A: INFECTIONS COMMON IN UK CHILDREN 

Table 14.1 Infections common in UK children, including the symptoms, management, and school exclusion period for each illness, 
adapted from Government school exclusion guidelines.  

Infection and description Symptoms Exclusion Period Management  

Athlete’s Foot - is a skin infection 
caused by a fungus which can also 
cause ringworm. 
 
It is generally spread by prolonged 
direct or indirect contact with skin 
lesions on infected people or 
contaminated floors, shower stalls 
and other articles used by infected 
people. 

The person will have scaling or 
cracking of the skin, especially 
between the toes, or blisters 
containing fluid; it can be very itchy. 

Exclusion is not required. Advise the case to visit 
their GP for advice and 
treatment. 

Coughs and common colds* - are 
caused by viruses and easily 
spread to other people. The case is 
infectious until all the symptoms 
have gone. This usually takes 1 to 2 
weeks. 

Cold symptoms come on gradually 
and can include:  
a blocked or runny nose, a sore 
throat, headache, muscle aches, 
coughs, sneezing, a raised 
temperature, pressure in your ears 
and face, loss of taste and smell.  
 
The symptoms are the same in 
adults and children. Sometimes 
symptoms last longer in children.  

Exclusion is not required for 
children with a minor cough or 
common cold. But if they have a 
fever, keep them off school until the 
fever goes. 

Encourage your child to throw 
away any used tissues and to 
wash their hands regularly.  

You can often treat a cold 
without seeing a GP. 
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Chicken pox (shingles) - is highly 
infectious and is spread by 
respiratory secretions or by direct 
contact with fluid from blisters. 
Shingles is spread by direct contact 
with fluid from blisters. It cannot 
produce shingles in another person, 
but the virus can spread to those 
who never had chickenpox from 
fluid in the blisters of a case.   
 
Cases of chickenpox are generally 
infectious from 2 days before the 
rash appears to 5 days after the 
onset of rash. 

 

Chickenpox has a sudden onset 
with fever, runny nose, cough and a 
generalised rash. The rash starts 
with blisters which then scab over. 
Several ‘crops’ of blisters occur so 
that at any one time there will be 
scabs in various stages of 
development. 

The rash tends to be more 
noticeable on the trunk than on 
exposed parts of the body and may 
also appear inside the mouth and 
on the scalp. Some infections can 
be mild or without symptoms. 

Shingles presents as a blistering 
rash in the area supplied by the 
affected nerve. Usually only one 
side of the body is affected and 
there is severe pain in the affected 
area. Most people recover fully 
without developing serious 
complications. There is often altered 
sensation before the rash appears, 
accompanied by ‘flu-like’ symptoms. 

At least 5 days from the onset of 
rash and until all blisters have 
crusted over 

 

Send the child home and 
advise parents to consult 
their GP. 

 

Cold Sores – are caused by a virus 
called herpes simplex and usually 
appear on lips and around nostrils 
but can spread more widely over 
the face.  

First signs are tingling, burning or 
itching in the area where it is going 
to appear. This phase may last for 
as little as 24 hours. There is 
reddening and swelling of the 
infected area resulting in a fluid 

Exclusion is not required. Advise the case (and their 
carers) to avoid spread by not 
touching the cold sore or 
breaking or picking the blisters. 
Avoid kissing people, 
especially children when they 
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It is estimated that 50 to 90% of the 
population are carriers of the virus 
but they do not all suffer from cold 
sores. It is usually a mild self-
limiting disease. Most people who 
already suffer from cold sores will 
have been infected very early in life. 
The virus is spread by direct 
contact. 
The virus can be reactivated by 
various trigger factors such as 
stress or sunlight. 

filled blister, or sometimes a group 
of them, which can be very painful 
and uncomfortable. They break 
down to form ulcers, which weep 
and crack. They then dry up and 
crust over. 
 

have a blister and not to share 
things like cups, towels and 
facecloths. 
 
 
 
 
 
 
 

 

Conjunctivitis - is an inflammation 
of the outer lining of the eye and it 
can be caused by bacteria or 
viruses or due to an allergy. 

Spread is by direct or indirect 
contact with discharge from the 
eyes.  
 
 

The eye(s) becomes reddened and 
swollen and there may be a sticky 
yellow or green discharge. Eyes 
usually feel itchy and ‘gritty’.  

Exclusion is not required. Advise parents to seek advice. 
Topical ointment can be 
obtained from the doctor or 
pharmacy to treat the infection. 

Prompt treatment and good 
hand washing helps to prevent 
spread especially after contact 
with infectious secretions. 

Contact your local Health 
Protection Team if an outbreak 
or cluster occurs. 

Respiratory infections including 
coronavirus (COVID-19) –  
 
COVID-19 is an infectious disease 
caused by the SARS-CoV-2 virus. 
The virus can spread from an 
infected person’s mouth or nose in 

The main symptoms are: 
a high temperature (this means you 
feel hot to touch on your chest or 
back), a new, continuous cough 
(coughing a lot for more than an 
hour, or 3 or more coughing 
episodes in 24 hours, if you usually 

Children and young people should 
not attend if they have a high 
temperature and are unwell 
Children and young people who 
have a positive test result for 
COVID-19 should not attend the 

Most people infected with the 
virus will experience mild to 
moderate respiratory illness 
and recover without requiring 
special treatment. People with 
mild symptoms who are 
otherwise healthy should 
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small liquid particles when they 
cough, sneeze, speak, sing or 
breathe. These particles range from 
larger respiratory droplets to smaller 
aerosols. On average it takes 5–6 
days from when someone is 
infected with the virus for symptoms 
to show, however it can take up to 
14 days. 

have a cough, it may be worse than 
usual), a loss or change to your 
sense of smell or taste (you cannot 
smell or taste anything, or things 
smll or taste different to normal). 

setting for 3 days after the day of 
the test  

manage their symptoms at 
home. 

Children with mild symptoms 
such as runny nose, and 
headache who are otherwise 
well can continue to attend 
school.  

Diarrhoea and vomiting 
(Gastroenteritis) - diarrhoea has 
numerous causes but diarrhoea 
caused by an infection in the gut 
can be easily passed to others. 
 
These infections are spread when 
organisms enter the gut by the 
mouth or when contaminated hands 
or objects are put in the mouth or 
after eating contaminated food or 
drinks. Also, infection can be spread 
to contacts when the affected 
person vomits. This is because 
aerosols can spread the organism 
directly to others and contaminate 
the environment. A person will be 
infectious while symptoms remain. 

Diarrhoea is defined as 3 or more 
liquid or semi-liquid stools in a 24 
hour period. 

Staff and students can return 48 
hours after diarrhoea and vomiting 
have stopped. 

If medication is prescribed, ensure 
that the full course is completed and 
there is no further diarrhoea or 
vomiting for 48 hours after the 
course is completed. 

If a particular cause of the diarrhoea 
and vomiting is identified there may 
be additional exclusion advice for 
example E. coli STEC and hep A 

Encourage staff and children to 
practice good hand hygiene at 
all times. 

Notify your local Health 
Protection Team if there are 
more cases than normally 
expected. 

 

Diphtheria - is an acute infectious 
disease of humans that affects the 
upper respiratory tract and 
occasionally the skin, caused by the 
action of diphtheria toxin produced 
by toxigenic Corynebacterium 

Symptoms usually start 2 to 5 days 
after becoming infected. 
 
Symptoms of diphtheria include: 
a thick grey-white coating that may 
cover the back of your throat, nose 

Exclusion is essential.  Preventable by vaccination. 
Family contacts must be 
excluded until cleared to return 
by local HPT. 
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diphtheriae or by Corynebacterium 
ulcerans. 
 
In countries with poor hygiene, 
infection of the skin (cutaneous 
diphtheria) is more common. 
 

and tongue, a high temperature 
(fever), sore throat, swollen glands 
in your neck, difficulty breathing and 
swallowing. 
 
If it's cutaneous diphtheria, it can 
cause: 
pus-filled blisters on your legs, feet 
and hands, large ulcers surrounded 
by red, sore-looking skin. 
 

The main treatments are: 
antibiotics to kill the diphtheria 
bacteria, medicines that stop 
the effects of the harmful 
substances (toxins) produced 
by the bacteria. 
Treatment usually lasts 2 to 3 
weeks. Any skin ulcers usually 
heal within 2 to 3 months, but 
may leave a scar. 
People who have been in close 
contact with someone who has 
diphtheria may also need to 
take antibiotics, or may be 
given a dose of the diphtheria 
vaccination. 

Glandular Fever - is caused by the 
Epstein-Barr virus.  
 
The infection spreads by direct 
contact with saliva and by indirect 
contact with hands or contaminated 
objects from cases.  
 
In children, the disease is generally 
mild and difficult to recognise. The 
incubation period is 4 to 6 weeks 
but the infectious period is not 
accurately known. 

Duration of the illness is from 1 to 
several weeks or months. 

Symptoms present as severe 
tiredness, aching muscles and sore 
throat, fever, swollen glands and 
occasionally jaundice (yellowing of 
the skin and eyes).  

 

Exclusion is not required. Promote hand hygiene to 
reduce the risk of spread and 
ensure that used tissues are 
disposed of or washed straight 
away. 

There is no specific treatment 
only symptom management. 
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Hand, foot and mouth disease - is 
a common viral illness in childhood. 
It is generally a mild illness caused 
by an enterovirus. In very rare 
instances it can be more severe. 
 
Hand foot and mouth infection is 
most contagious in the first 7 days 
but the virus can stay in the body for 
a few weeks. Spread is by direct 
contact with the secretions of the 
infected person (including faeces) 
and by coughing and sneezing. The 
virus can still be present in the 
faeces and saliva (spit) for a few 
weeks. 

The child usually develops a fever, 
reduced appetite and generally 
feeling unwell. One or two days 
after these symptoms a rash will 
develop with blisters on their 
cheeks, hands and feet. Not all 
cases have symptoms. The 
incubation period is 3 to 5 days. 

Exclusion is not required. 
 
Contact your local HPT if a large 
number of children are affected. 
Exclusion may be considered in 
some instances. 

You cannot take antibiotics or 
medicines to cure hand, foot 
and mouth disease. It usually 
gets better on its own in 7 to 10 
days. 
To help the symptoms: 
drink fluids to prevent 
dehydration – avoid acidic 
drinks, such as fruit juice, eat 
soft foods like yoghurt – avoid 
hot and spicy foods, take 
paracetamol or ibuprofen to 
help ease a sore mouth or 
throat 
 

Head lice - are tiny insects that live 
only on humans, feeding on blood. 
Eggs are grey or brown and about 
the size of a pinhead; are glued to 
the hair, close to the scalp and 
hatch in 7 to 10 days. Empty 
eggshells (nits) are white and shiny 
and are found further along the hair 
shaft as they grow out. 
 
Head lice are spread by direct 
head-to-head contact. . They cannot 
jump, fly or swim. 

When newly infected, cases have 
no symptoms. Itching and 
scratching on the scalp occurs 2 to 
3 weeks after infection. There is no 
incubation period. 

 

Exclusion is not required. Treatment is only needed if live 
lice are seen. Dimeticone, a 
silicone oil (like Hedrin) or 
malathion, an insecticide are 
recommended treatments. 
Alternatively, lice can be 
physically removed by combing 
through hair that has been 
lubricated with a conditioner 
using a fine-toothed detector 
comb. 
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Hepatitis A - is a viral infection 
affecting the liver. The severity of 
the disease varies from a mild 
illness lasting 1 to 2 weeks to a 
severely disabling disease lasting 
several months. Children under 5 
years may not have any symptoms. 
 
Hepatitis A is spread from person to 
person through the faecal-oral 
route, most commonly when food 
and hands are contaminated.  

Symptoms include abdominal pain, 
loss of appetite, nausea, fever and 
tiredness, followed by jaundice 
(yellowing of the skin and eyes), 
dark urine and pale faeces. 
Symptoms are usually much milder 
or not noticed in younger children 
and jaundice is not common in 
children under 5 years. 

The illness in children usually lasts 
1 to 2 weeks but be longer and 
more severe in adults. 

Exclude until 7 days after onset of 
jaundice (or 7 days after symptom 
onset if no jaundice). 
 
There is no need to exclude well, 
older children with good hygiene 
who will have been much more 
infectious prior to diagnosis. 

Take care to wash hand before 
handling food and after going 
to the toilet. 

Clean kitchen and toilet areas 
regularly. 

Household contacts of cases 
will be offered a hepatitis A 
vaccine if they are not immune. 

Hepatitis B - infection is not a 
common viral infection in young 
children.  
 
Spread is by contact with infected 
blood and body fluids entering the 
bloodstream through broken skin or 
the mucous membranes, for 
example through a bite which 
breaks the skin or if the skin is 
pierced by an object which has 
been in contact with someone else’s 
body fluids. 

The incubation period varies 
between 4 to 160 days. Symptoms 
can vary and include general 
tiredness, nausea and vomiting, 
loss of appetite, fever, dark urine 
and older children and adults may 
develop jaundice (a yellowing of the 
eyes and skin). 

Acute cases of hepatitis B will be 
too ill to attend school and their 
doctors will advise when they can 
return.  
 
Do not exclude chronic cases of 
hepatitis B or restrict their activities. 
Similarly, do not exclude staff with 
chronic hepatitis B infection.  

All blood and body fluids 
should be considered 
potentially infectious and spills 
should be cleared wearing 
protective clothing and using a 
spills kit. 

Always complete the accident 
book with details of injuries or 
adverse events. Contact your 
local health protection team for 
more advice if required. 

Hepatitis C - is not a common 
infection in children. 
 
HCV is present in blood and other 
body fluids and tissues and is 
spread in the same way as hepatitis 
B virus. Hepatitis C, like Hepatitis B, 

Hepatitis C virus (HCV) is a blood 
borne virus affecting the liver. 
Symptoms of hepatitis C infection 
can often be vague and include loss 
of appetite, fatigue, nausea and 
abdominal pain. Jaundice (yellowing 
of the skin and eyes) occurs less 

Exclusion is not required. All blood and body fluids 
should be considered 
potentially infectious and spills 
should be cleared wearing 
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cannot be spread through casual 
contact. 
 
Up to 80% of those infected may be 
carriers of the virus and can pass it 
on to others. 

commonly than in hepatitis B 
infection.  

protective clothing and using a 
spills kit. 

Always complete the accident 
book with details of injuries or 
adverse events. Contact your 
local health protection team for 
more advice if required.  

Impetigo - is an infectious bacterial 
skin disease and may be a primary 
infection or a complication of an 
existing skin condition such as 
eczema, scabies or insect bites. 
Impetigo is common in children, 
particularly during warm weather. 
 
Spread is by direct contact with 
discharges from the scabs of an 
infected person. The bacteria 
invade skin through minor abrasions 
and then spread to other sites by 
scratching. Infection is spread 
mainly on hands, but indirect spread 
via toys, clothing, equipment and 
the environment may occur. The 
incubation period is between 4 to 10 
days. 

The infection can develop anywhere 
on the body but lesions tend to 
occur on the face, flexures and 
limbs not covered by clothing. 

Until lesions are crusted or healed, 
or 48 hours after starting antibiotic 
treatment. 

Promote hand hygiene to 
reduce the risk of spread. 

Towels and facecloths or 
eating utensils should not be 
shared by pupils. 

Ensure that toys and play 
equipment are thoroughly 
cleaned. 

 

Influenza (flu) or influenza-like-
illness - is caused by a virus, 
usually influenza A or B. The illness 
is very infectious and easily spreads 
in crowded populations and in 
enclosed spaces.  

Influenza is a respiratory illness and 
commonly has a sudden onset. 
Symptoms include headache, fever, 
cough, sore throat, aching muscles 
and joints and tiredness. Cases are 

Until recovered.  Encourage those in risk groups 
to have the influenza vaccine. 

Ask children to cover their 
noses and mouths with a tissue 
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By breathing in droplets coughed 
out into the air by infected people or 
by the droplets landing on mucous 
membranes. Transmission may also 
occur by direct or indirect contact 
with respiratory secretions for 
example via soiled tissues, 
surfaces. Incubation period is 
between 1 to 3 days. 

infectious 1 day before to 3 to 5 
days after symptoms appear. 

when coughing or sneezing 
and discard tissues after use. 

Ensure regular hand washing 
with soap and water, especially 
after coughing or sneezing. 

Measles - is a highly infectious viral 
infection. The mumps, measles-
rubella (MMR) immunisation 
campaign carried out in the UK 
1994 resulted in a dramatic 
reduction in cases of measles.  
 
The virus is transmitted through 
airborne droplet spread, and direct 
contact with nasal or throat 
secretions. 

Symptoms include a runny nose; 
cough; conjunctivitis (sticky eye); 
high fever and small white spots 
(Koplik spots) inside the cheeks. 
Around day 3 of the illness, a rash 
of flat red or brown blotches appear, 
beginning on the face and 
spreading over the body. The 
incubation period is between 7 to 18 
days. 

4 days from onset of rash and well 
enough.  

Encourage all children over the 
age of 1 to have MMR 
immunisations as per the 
national schedule. 

Staff should be up to date with 
their MMR vaccinations. 

Meningococcal meningitis and 
meningitis septicaemia - bacteria 
Neisseria meningitidis is 
responsible for meningococcal 
meningitis and meningococcal 
septicaemia (known collectively as 
‘meningococcal infection’). 
Meningococcal infection is a rare 
but serious disease and is fatal in 
around 1 in 10 people with the 
illness. About 15% of those that 

Symptoms include fever, severe 
headache, photophobia, 
drowsiness, non-blanching rash. 
Not all the symptoms will be present 
and cases can have symptoms of 
meningitis and septicaemia. 

Until recovered.  
 
 

Seek medical advice 
immediately if meningitis is 
suspected. 

Inform HPT and school health 
advisor of a case of 
meningococcal disease in your 
school. 
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recover have long-term 
complications. 

Spread is from person to person 
through respiratory droplets and 
direct contact with nose and throat 
secretions. About 10% of us carry 
the bacteria harmlessly in our nose 
and throat without and only a very 
small proportion of people develop 
meningitis or septicaemia if they 
come into contact with it. Close and 
prolonged contact is needed to pass 
the bacteria to others (such as 
contacts in a household setting or 
intimate kissing).  

The case is considered non-
infectious 24 hours after taking 
appropriate antibiotic treatment to 
clear the bacteria from their nose 
and throat. 

Inform the HPT if 2 cases of 
meningococcal disease occur 
in the school within 4 weeks. 

 

Meningitis due to other bacteria -   
is less common but more serious 
than viral meningitis and needs 
urgent antibiotic treatment. In some 
cases, bacterial meningitis can lead 
to septicaemia (blood poisoning).  

Common signs and symptoms of 
meningitis and septicaemia include 
fever, severe headache, 
photophobia, neck stiffness, non-
blanching rash, vomiting, 
drowsiness. 

Bacterial meningitis incubation is 
between 2 and 10 days. 

No exclusion is needed. 

Meningitis is a notifiable disease. 

 

The routine childhood 
immunisation schedule 
provides protection against 
some meningitis and pupils 
should be encouraged to be up 
to date with their vaccinations. 
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Meningitis (viral) - The symptoms 
of meningitis (inflammation of the 
linings surrounding the brain) can 
be caused by a number of different 
viruses. 
 
How the disease is spread will 
depend on the virus causing the 
illness. Transmission may be 
through droplet spread or direct 
contact with nose and throat 
discharges or faeces of infected 
individuals. 

Symptoms include headache, fever, 
gastrointestinal or upper respiratory 
tract involvement and in some 
cases a rash. Active illness seldom 
lasts more than 10 days. 

No exclusion is needed. 

Meningitis is a notifiable disease. 

 

There is no effective 
medication the treatment of 
viral meningitis but symptoms 
are usually much milder. 

Recommend a consultation 
with the GP. 

Seek advice from Health 
Protection Team if more than 
one case occurs. 

Meticillin resistant 
Staphylococcus aureus (MRSA) - 
is a bacteria that has developed 
resistance to methicillin (a type of 
penicillin) and some other 
antibiotics that are used to treat 
infections. 
 
Staphylococcus aureus is 
commonly found on the skin and in 
the nostrils of about 25 to 30% of 
the population. Spread is mainly by 
direct contact with contaminated 
hands and objects.  

Most people do not even realise 
they are carrying it because it does 
not harm them and they have no 
symptoms, or only experience minor 
problems such as skin infections or 
boils. It can occasionally cause 
serious infection. 

No exclusion is required. Staff should ensure good 
infection control principles are 
in place, in particular good 
hand washing, to reduce the 
risk of transmission. 

All infected wounds should be 
covered. 

 

Mumps – is a viral infection and 
highly infectious and can be spread 
by droplets from the nose and throat 
and by saliva. 

The first symptoms of mumps are 
usually a raised temperature and 
general malaise. Following this 
there is stiffness or pain in the jaws 
or neck. Then the glands in the 
cheeks and under the jaw swell up 

5 days after onset of swelling.  Encourage staff and children to 
practice good hygiene at all 
times. 
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and cause pain. The swelling can 
be one sided or affect both sides. 
Mumps is usually fairly mild in 
young children, but can cause 
swelling of the testicles and rarely, 
infertility in males over the age of 
puberty. 

Advise the parents to see 
their GP. 

Encourage parents to have 
their children immunised 
against mumps. 

Ringworm – also known as tinea, is 
a fungal infection of the skin, hair or 
nails. It is caused by various types 
of fungi and infections are named 
after the parts of the body that are 
affected, namely face, groin, foot, 
hand, scalp, beard area and nail.  
 
Ringworm is spread by direct skin to 
skin contact with an infected person 
or animal and with athlete’s foot, by 
indirect contact with contaminated 
surfaces. Scalp ringworm in children 
is becoming more common in the 
UK, particularly in urban areas. Until 
recently this was usually spread 
from infected animals but now 
spread between humans within 
families and in schools is more 
common. 

The main symptom of ringworm is a 
rash. It may look red, silver or 
darker than surrounding skin, 
depending on skin tone. The rash 
may be scaly, dry, swollen or itchy.* 

Not usually required.  Scalp ringworm needs to be 
treated with oral anti-fungal 
agents. An anti-fungal cream is 
used to treat ringworm of the 
skin and feet. 

Rubella (German measles) – is a 
viral infection. The infection is mild 
but can cause congenital rubella 
syndrome. Spread is by the 
respiratory route. 

The symptoms of rubella are mild. 
Usually the rash is the first 
indication, although there may be 
mild catarrh, headache or vomiting 
at the start. 

5 days from onset of rash. Promote 2 MMR vaccinations 
for all pupils. 
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 The rash takes the form of small 
pink spots all over the body. There 
may be a slight fever and some 
tenderness in the neck, armpits or 
groin and there may be joint pains. 
The rash lasts for only 1or 2 days, 
and the spots remain distinct, unlike 
measles. 

Scabies - is a skin infection caused 
by tiny mites that burrow in the skin. 
The pregnant female mite burrows 
into the top layer of the skin and 
lays about 2 to 3 eggs per day 
before dying after 4 to 5 weeks. The 
burrows may be several centimetres 
long but they are very close to the 
surface of the skin. The eggs hatch 
after 3 to 4 days into larvae which 
move to hair follicles where they 
develop into adults. 
 
Spread is most commonly by direct 
contact with the affected skin. 

The appearance of the rash varies 
but tiny pimples and nodules are 
characteristic. Secondary infection 
can occur if the rash has been 
scratched. The scabies mites are 
attracted to folded skin such as the 
webs of the fingers. Burrows may 
also be seen on the wrists, palms 
elbows, genitalia and buttocks. 

Occasionally if there is impaired 
immunity or altered skin sensation, 
large numbers of mites occur and 
the skin thickens and becomes very 
scaly. 

Can return after first treatment.  It is important that the second 
treatment is not missed and 
this should be carried out 1 
week after the first treatment. 

All household contacts and any 
other very close contacts 
should have 1 treatment at the 
same time as the second 
treatment of the case. 

Scarlet Fever - a wide variety of 
bacteria and viruses can cause 
tonsillitis and other throat infections. 
Most are caused by viruses but 
streptococci bacteria account for 25 
to 30% of cases. Certain strains of 
streptococcus bacteria produce a 
toxin which causes scarlet fever in 
susceptible people. 
 

There is acute inflammation 
extending over the pharynx or 
tonsils. The tonsils may be deep red 
in colour and partially covered with 
a thick yellowish exudate. The 
illness symptoms vary but in severe 
cases there may be high fever, 

Exclude until 24 hours after starting 
antibiotic treatment. 
 
If no antibiotics have been 
administered the person will be 
infectious for 2 to 3 weeks.  

Ensure that particular attention 
is paid to hand washing at all 
times. 

Advise parents to take the child 
to their GP. 
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Spread is by the respiratory route 
through inhaling or ingesting 
respiratory droplets or by direct 
contact with nose and throat 
discharges especially during 
sneezing and coughing. 

difficulty in swallowing and tender 
enlarged lymph nodes. 

A rash develops on the first day of 
fever, it is red, generalised, pinhead 
in size and gives the skin a 
sandpaper-like texture and the 
tongue has a strawberry-like 
appearance. The fever lasts 24 to 
48 hours. Scarlet fever is now 
usually a mild illness but is rarely 
complicated by ear infections, 
rheumatic fever which affects the 
heart, and kidney problems. 

Inform the HPT if there is an 
outbreak. 

 

Slapped cheek syndrome, 
Parvovirus B19, Fifth’s Disease - 
Spread is by the respiratory route 
and a person is infectious 3 to 5 
days before the appearance of the 
rash.  

The illness may only consist of a 
mild feverish illness which escapes 
notice but in others a rash appears 
after a few days. The rose-red rash 
makes the cheeks appear bright 
red, hence the name ‘slapped 
cheek syndrome’. The rash may 
spread to the rest of the body but 
unlike many other rashes it only 
rarely involves the palms and soles. 

The child begins to feel better as 
the rash appears. The rash usually 
peaks after a week and then fades. 
The rash is unusual in that for some 
months afterwards, a warm bath, 
sunlight, heat or fever will trigger a 

No exclusion needed (once rash 
has developed).  

Advise a visit to the GP. 

Most children recover and 
need no specific treatment. In 
adults the virus may cause 
acute arthritis. 

Request that parents inform 
the school of a diagnosis of 
fifth disease. 
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recurrence of the bright red cheeks 
and the rash itself.  

Threadworm - is an intestinal 
infection and is very common 
childhood infection. 
 
Re-infection is common and 
infectious eggs are also spread to 
others directly on fingers or 
indirectly on bedding, clothing and 
environmental dust. 

Adult worms live in the small 
intestine. Mature female worms 
migrate through the anus and lay 
thousands of eggs on the perianal 
skin causing itching, particularly at 
night. Infective embryos develop 
within 5 to 6 hours and these are 
transferred to the mouth on fingers 
as a result of scratching. Larvae 
emerge from the eggs in the small 
intestine and develop into adult 
worms. 

No exclusion needed. Encourage high standards of 
basic hygiene. 

Recommend a consultation 
with the GP or pharmacist. 

 

Tonsilitis – is an infection of the 
tonsils at the back of the throat. 

Tonsillitis can feel like a bad cold or 
flu. The tonsils at the back of your 
throat will be red and swollen. 
The main symptoms in children and 
adults are: 
a sore throat, problems swallowing 
a high temperature of 38C or above, 
coughing, a headache, feeling sick 
earache, feeling tired. 
 
Sometimes the symptoms can be 
more severe and include: 
swollen, painful glands in your neck 
(feels like a lump on the side of your 
neck), white pus-filled spots on your 
tonsils, bad breath. 
 

No exclusion needed. Tonsillitis usually gets better on 
its own after a few days. 
To help treat the symptoms: 
get plenty of rest, drink cool 
drinks to soothe the throat, 
take paracetamol or ibuprofen 
(do not give aspirin to children 
under 16). 
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Tuberculosis (TB) - is a bacterial 
infection that can infect any part of 
the body, including the lungs. It can 
affect people of all ages, classes 
and ethnic background. 
 
Some (but not all) people who 
develop TB of the lung 
(pulmonary TB) are infectious to 
others. Spread happens when these 
infectious cases pass TB in their 
sputum to someone else by 
inhalation. This happens if the 
person had a lot of close contact 
with the case (especially if the case 
has been coughing). The incubation 
period is 4 to 12 weeks. 

People with TB might have all or 
some of the following symptoms; 
cough, loss of appetite, loss of 
weight, fever, sweating particularly 
at night, breathlessness and pains 
in the chest. TB in a part of the body 
other than the lungs may produce a 
lump or swelling which can be 
painful. 

Until at least 2 weeks after the start 
of effective antibiotic treatment (if 
pulmonary TB. 
 
Exclusion not required for non-
pulmonary or latent TB infection. 
 
Always consult your 
local HPT before disseminating 
information to staff, parents and 
carers. 

Inform and discuss with the 
Health Protection 
Team, TB nurses or school 
health advisor before taking 
any action. 

Warts and verrucae – are small 
lumps on the skin that most people 
have at some point in their life. They 
usually go away on their own but 
may take months or even years.   

Warts do not cause you any harm, 
but some people find them itchy, 
painful or embarrassing. Verrucas 
are more likely to be painful – like 
standing on a needle. 

No exclusion needed. You can treat warts if they 
bother you, keep coming back 
or are painful. 
You can buy creams, plasters 
and sprays from pharmacies to 
treat warts and verrucas. 
These treatments can take up 
to 3 months to complete, may 
irritate your skin and do not 
always work. You should not 
use these treatments on your 
face. 
Your pharmacist can give you 
advice about the best 
treatment for you. 
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Whooping Cough (pertussis) - is a 
bacterial chest infection caused by 
Bordetella pertussis. 
 
Whooping cough spreads by direct 
contact with airborne particles of 
discharges from the nose and 
throat. 

The early stages of whooping 
cough, which may last a week or so, 
can be very like a heavy cold with a 
temperature and persistent cough. 
The cough becomes worse and 
usually, the characteristic ‘whoop’ 
develops. Coughing spasms are 
frequently worse at night and may 
be associated with vomiting. The 
whole illness may last several 
months. 

2 days from starting antibiotic 
treatment, or 21 days from onset of 
symptoms if no antibiotics 

The disease is usually more 
serious in children of pre-
school age. Antibiotics rarely 
affect the course of the illness 
but may reduce the period the 
child is infectious. 

The national immunisation 
schedule recommends that 
women 16 to 32 weeks 
pregnant should be immunised 
to maximise the likelihood that 
the baby will be protected from 
birth.  

This table has been adapted using information from Health Protection in Schools and other Childcare Facilities guidance (last update date 1 April 2022) 
(HM Government, 2021h) and nhs.uk 
*Is my child too ill for school? (National Health Service, 2021)
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15 APPENDIX B: SUPPORTING INFORMATION FOR 

STUDY A   

15.1   Search strategy  

Medline 

1. Exp Nurseries/ or nurser*.mp. 
2. School*.mp. 
3. *school/ 
4. Exp child, preschool/ or exp child care/ or exp child day care centers/ or childcare.mp. 
5. 1 or 2 or 3 or 4 
6. Absenteeism.mp. or exp absenteeism/ 
7. Exp sick leave/ or presenteeism.mp. or exp presenteeism/ 
8. “sick leave”.mp. or exp sick leave/ 
9. Presenteeism.mp. or exp presenteeism/ 
10. Attendance.mp. 
11. “school absence”.mp. 
12. “authorised absence” .mp. 
13. “authorized absence” .mp. 
14. “unauthorised absence” .mp. 
15. “unauthorized absence” .mp. 
16. “nursery absence” .mp. 
17. 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 
18. 5 and 17 

PsychInfo 
1. Exp Nurseries/ or nurser*.mp. 
2. School*.mp. 
3. *school/ 
4. Exp child, preschool/ or exp child care/ or exp child day care centers/ or childcare.mp. 
5. 1 or 2 or 3 or 4 
6. Absenteeism.mp. or exp absenteeism/ 
7. Exp sick leave/ or presenteeism.mp. or exp presenteeism/ 
8. “sick leave”.mp. or exp sick leave/ 
9. Presenteeism.mp. or exp presenteeism/ 
10. Attendance.mp. 
11. “school absence”.mp. 
12. “authorised absence” .mp. 
13. “authorized absence” .mp. 
14. “unauthorised absence” .mp. 
15. “unauthorized absence” .mp. 
16. “nursery absence” .mp. 
17. 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 
18. 5 and 17 

Psyc Articles 
1. nurser*.mp. 
2. School*.mp. 
3. Pre-school .mp. 
4. Child* .mp. 
5. Secondary school.mp. 
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6. Primary school.mp. 
7. 1 or 2 or 3 or 4 or 5 or 6 
8. presenteeism.mp.  
9. absenteeism.mp. 
10. “sick leave”.mp. 
11. “authorised absence” .mp. 
12. “authorized absence” .mp. 
13. “unauthorised absence” .mp. 
14. “unauthorized absence” .mp. 
15. “nursery absence” .mp. 
16. 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 
17. 7 and 16 

Child Development and adolescence development 

S1 TX nurser* OR TX school* OR TX preschool OR TX child* 

S2 TX (absenteeism or attendance) OR TX presenteeism OR TX (sick leave or sickness 
absence) OR TX (school absenteeism or school absence) OR TX authorized absence OR TX 
unauthorized absence or TX nursery absence 

S3 S1 AND S2 

Web of Science 

# 1 TS= (nurser* or school* or *school or child*) 

# 2 TS= (absenteeism or presenteeism or "sick leave" or "school attendance" or "school 
absence" or "authorized absence" or "unauthorized absence" or "nursery absence") 

# 3 #2 AND #1
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15.2   Table of results about the reasons and risk factors associated with school-based presenteeism 

Table 15.1 Data extraction table of the studies included in the systematic review (n = 18) about the reasons or risk factors associated with 
school-based presenteeism. 

Citation Country Study 
design 
(how 
school 
presenteei
sm was 
reported)  

Sample 
characteristic
s (sample 
size; mean 
age and/or 
range; % 
female, % 
male) 

Type of 
school 
setting 
(children 
characteristic
s) 

Illness Outcome(s) (reason or risk factors for school 
presenteeism) 

Carroll et 
al., 2018 
 

UK Discrete 
choice 
experiment 
(intentions 
about 
school 
presenteeis
m in a 
given 
scenario) 

Parents (n = 
122; 18-45 
years; 96% 
female, 4% 
male) 
 
 

Formal pre-
school 
(children under 
four years; 
mean (range) 
age of 
child(ren) by 
number of 
children in 
household, 2.7 
years; gender 
not reported)  

A scenario describes a 
“marginally unwell” child. 
The child has a runny 
nose, slight cough, and 
high temperature, and no 
sickness or diarrhoea.  
Paracetamol/ibuprofen 
are given to the child to 
manage the temperature.  

The probability of sending a marginally unwell 
child to pre-school was 43%. 
  
Attributes that impacted a parents’ decision to 
send children to pre-school when unwell:  
1) ability to swap session, number of sessions per 
year (0 = 40%; 5 = 45%; 10 = 45%; 20 = 41%) 
2) quiet room (no quiet room = 36%; quiet room = 
53%) 
3) Paracetamol guidelines (paracetamol not 
allowed = 25%; paracetamol allowed = 62%) 
4) fee reimbursement, number of sessions per 
year (0 = 49%; 5 = 44%; 10 = 39%; 20 = 40%) 

Carroll et 
al., 2016 

UK Semi-
structured 
interviews 
(previous 
decisions 

Parents (n = 
31; mean = 34 
years; range = 
26-47 years; 

Formal pre-
school 
(children aged 
between nine 
months and 

Sending children to pre-
school with respiratory 
tract infections (RTIs) 

Themes identified that impacted parents’ decision 
to send children to pre-school: 
 
1) Lay perceptions of RTIs (decisions about 
gastrointestinal symptoms appeared much easier 
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and 
intentions 
about 
school 
presenteeis
m) 

97% female, 
3% male) 
 
 

four years; 
mean 2.5 
years; gender 
not reported) 

to make than decisions about respiratory 
symptoms; parents more likely to send children to 
school with RTIs, due to: belief that colds are 
highly prevalent, caught from anywhere and not 
preventable; adults with colds still expected to 
attend work; individual can still carry out normal 
activities with a cold; a cold cannot be treated so 
should not affect daily life) 
2) Other parents' decisions (participants 
recognised that other parents would face the 
same difficulties as them re: decisions about 
exclusion and so tried not to judge others whilst 
another parent said they would be annoyed if their 
child caught something from another child who 
should have been kept home) 
3) Nursery sickness/exclusion policies (policies 
reported to be vaguer when it comes to 
respiratory symptoms/conditions than 
gastrointestinal; confusion about some of the 
policies and what conditions/symptoms would be 
subject to regulation or control; parents reported a 
sense that respiratory illnesses are not of concern 
to nurseries)  
4) Practical considerations and pressures to send 
children to nursery (work issues; financial 
penalties; availability of alternative care) 
5) Potential nursery policy changes (discount in 
fees for absences, or being able to take other 
sessions on different days instead, would make 
people happier to keep their kids home) 
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Copeland 
et al., 
2005 

USA Cross-
sectional 
survey 
(intentions 
about 
school 
presenteeis
m for a 
specific 
symptom of 
illness)  

Parents (n = 
142; age not 
reported; 91% 
female, male 
not reported) 
 
School staff (n 
= 36; 49% 
female, male 
not reported) 
 
 

Formal pre-
school (ages 
unclear, 
alludes to 
children under 
5 years old; 
gender not 
reported). 

Sending children to pre-
school using a list of 12 
common symptoms that 
require exclusion (9) or 
that do not warrant 
exclusion (3) derived from 
the American Academy of 
Paediatrics (AAP)/ the 
American Public Health 
Association (APHA) 
guidelines. 

Knowledge about exclusion processes (mean +/- 
standard deviation): 
Parents = 64.1 +/- 13.1 
Pre-school staff = 63.4 +/- 12.8 
 
Symptoms that require exclusion from pre-school 
and the percentage of participants that indicated 
exclusion: 
1) signs of illness that prevent participation in 
normal activity (parents = 74%; pre-school staff = 
72%) 
2) an illness that requires greater care than pre-
school staff can provide (parents = 95%; pre-
school staff = 94%) 
3) oral temp ≥ 101℉ (parents = 94%; pre-school 
staff = 99%) 
4) axillary temp ≥ 100℉ (parents = 82%; pre-
school staff = 85%) 
5) uncontrolled coughing (parents = 72%; pre-
school staff = 65%) 
6) persistent crying (parents = 50%; pre-school 
staff = 37%) 
7) Wheezing (parents = 68%; pre-school staff = 
75%) 
8) more than 3 loose stools in 24 hours (parents = 
76%; pre-school staff = 89%) 
9) two or more vomiting episodes in 24 hours 
(parents = 88%; pre-school staff = 93%) 
 
Symptoms that participants (%) would exclude 
from pre-school that do not require exclusion: 
1) new rash without fever or behaviour change 
(parents = 66%; pre-school staff = 69%) 
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2) thick green or yellow discharge from nose for 5 
days (parents = 78%; pre-school staff = 84%) 
3) redness of eyes and watery eye discharge 
(parents = 88%; pre-school staff 91%) 
 
Beliefs about exclusion: 
1) Sick children need more care and attention 
than CCPs can give (parents = 85; pre-school 
staff = 92) 
2) Sick children spread disease to other children 
(parents = 91; pre-school staff = 96) 
3) Sick children spread disease to pre-school staff 
(parents = 86; pre-school staff = 97) 
4) Sick children need to be at home to recover 
faster (parents = 72; pre-school staff = 87) 
5) Sick children need to be at home for their own 
comfort (parents = 80; pre-school staff = 87) 
6) Pre-schools may be held legally responsible if 
something bad happens to a sick child (parents 
60; pre-school staff = 70) 
7) Pre-schools do not have enough knowledge to 
care for mildly ill children (parents 27; pre-school 
staff = 59) 
 
Other statements: 
1) Pre-school staff use good judgement regarding 
which children need to be excluded (parents = 
68%: pre-school staff = 87%) 
2) Pre-school staff follow the written exclusion 
guidelines closely (parents = 78%; pre-school staff 
= 86%) 
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3) Pre-school staff are consistent about which sick 
kids need to be excluded and which do not 
(parents = 68%; pre-school staff = 85%) 
4) Current day care policies are too vague 
(parents = 31%; pre-school staff = 51%) 
5) In general, employers support the need for 
parents to care for their sick child at home 
(parents = 76%; pre-school staff = 60%) 
6) The way the day-care handles ill children 
negatively affects parents’ (my) job success or 
career advancement (parents = 17%; pre-school 
staff = 28%) 

Copeland 
et al., 
2006 

USA Cross-
sectional 
survey 
(intentions 
about 
school 
presenteeis
m for a 
given 
scenario) 

Parents (n = 
223; age not 
reported; 92% 
female, male 
not reported) 
 
School staff (n 
= 192; age and 
gender not 
reported; 98% 
female, male 
not reported) 
 

Formal pre-
school 
(children aged 
under five 
years; gender 
not reported). 

Vignettes describing six 
common childcare illness:  
upper respiratory infection 
(runny nose, dry cough 
and temperature); 
conjunctivitis (red eyes, 
eye drainage and 
temperature); 
gastroenteritis (vomiting, 
two loose stools, 
temperature); mild febrile 
illness (temperature, 
sleepy and unwilling to 
play with toys); tinea 
capitis (circular area on 
scalp, little red bumps and 
flakes); atopic dermatitis 
(red bumpy rash over 
thighs and back of the 
hands, dry skin).  

Parents (61%) and pre-school staff (60%) had 
similar rates of adherence to pre-school exclusion 
guidelines.  
 
Percentage that participants were adherent to the 
exclusion guidelines for each illness:  
1) upper respiratory infection (parents = 63%; pre-
school staff = 62%)  
2) conjunctivitis (parents = 67%; pre-school staff = 
75%) 
3) gastroenteritis (parents = 69%; pre-school staff 
= 69%) 
4) mild febrile illness (parents =74; pre-school 
staff = 69) 
5) tinea capitis (parents = 37%; pre-school staff = 
21%) 
6) atopic dermatitis (parents = 60%; pre-school 
staff = 66%) 
 
Factors that impacted adherence: 
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1) temperature presented (no temperature; ˂ 
100℉; ˃ 101.5℉) impacted adherence. 
Adherence varied by participant type and illness.  
2) symptom severity (less-severe; more-severe 
symptoms) impacted adherence. Adherence 
varied by participant type and illness. 

Friedman 
et al., 
2003 

USA Cross-
sectional 
survey 
(intentions 
about 
school 
presenteeis
m for a 
given 
scenario)  

Parents (n = 
211; age not 
reported; 96% 
female, male 
not reported) 
 
School staff (n 
= 85; age and 
gender not 
reported) 

Formal pre-
school 
(children aged 
between six 
and 48 
months) 

Upper respiratory 
infections and three 
specific symptoms (clear 
runny nose, green runny 
nose and cough without 
difficulty breathing) 
without a high 
temperature.  

Symptoms that indicated exclusion from pre-
school: 
 
1) clear runny nose (parents = 5%; pre-school 
staff = 0%) 
2) green runny nose (parents = 35%; pre-school 
staff = 28%) 
3) cough without difficulty breathing (parents = 
15%; pre-school staff 35%) 
 
(Some %s are approximate as they are not stated 
in the text and are inferred from a graph so may 
not be exact) 

Johansen
, 2015 

Norway Cross-
sectional 
survey 
(previous 
school 
presenteeis
m) 

Children lower 
secondary 
school (LSS) 
(n = 1841; 
range = 15-16 
years; female 
not reported, 
52% male) 
  
Children upper 
secondary 
school (USS) 
(n = 1148, 
range = 17-18 

Secondary 
school  

Non-specified illness 
(participants were asked 
how many times, if any, in 
the last school year, they 
had attended school 
“despite feeling so ill that 
they should have taken 
sick leave”) 

Reported school presenteeism (%) per episode by 
children’s age: 
0 episodes (LSS = 25%; USS = 20%) 
1-3 episodes (LSS = 51%; USS = 47%) 
≥ 4 episodes (LSS = 24%; USS = 33%) 
 
Factors that had a significant (p < 0.01 or p < 
0.05*) impact on ≥ 4 episodes of school 
presenteeism (adjusted odd ratio, 95% CI): 
1) female compared to male: LSS = 1.45 (1.17 to 
1.95); USS = 1.45 (1.10 to 1.91) 
2) high school absence compared to no/low 
school absence: LSS = 1.66 (1.25 to 2.19); USS = 
1.96 (1.47 to 2.60) 



APPENDIX B: SUPPORTING INFORMATION FOR STUDY A 

395 

 

years; female 
not reported; 
50% male) 

3) school motivation (scale: 1 = high motivation, 5 
= low motivation): LSS = 0.80 (0.69 to 0.92) 
4) vocational studies compared to general studies: 
USS = 1.36* (1.00 to 1.85) 

Johansen
, 2018 

Belgium; 
Estonia; 
Finland; 
Italy; 
Latvia 

Cross-
sectional 
survey 
(previous 
school 
presenteeis
m) 

Children (n = 
2417; mean 
16.9 years; 
range = 16-19 
years; 49% 
female, male 
not reported) 

Secondary 
school 

Non-specified illness 
(participants response to 
“during the last school 
year, did you go to school 
despite feeling so ill that 
you should have stayed 
home sick?”).  

Two or more episodes of school presenteeism in 
the previous school year was reported in 48% of 
children.  
 
Identified two types of motivations for engaging in 
school presenteeism 
1) intrinsic motivations (IM) = well-being at school 
and engaged in school presenteeism because it 
was personally rewarding 
2) extrinsic motivations (EM) = attendance 
pressure and engaged in school presenteeism 
because of external rewards 
 
Motivations for school presenteeism (IM or EM, 
%): 
1) crucial materials/syllabus is explained at school 
(EM, 68%) 
2) high school absence might negatively affect 
grades (EM, 67%) 
3) school attendance requirements (EM, 50%) 
4) maintain social network (IM, 41%) 
5) do not want to burden classmates (not included 
in results, 40%) 
6) high school absence might negatively affect 
chances to get a job/apprenticeship (EM, 40%) 
7) great interest in what is learned at school (IM, 
40%) 
8) enjoy going to school (IM, 26%) 
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9) pride depends on not being sick from school 
(IM, 22%) 
10) school is beneficial to health (IM, 20%) 
11) other reasons (not included in the results, 
14%) 
 
Factors that had a significant (p < 0.01) higher 
score on intrinsic motivation for presenteeism 
(unstandardised coefficients, 95% CI): 
1) females compared males: -0.09 (-0.16 to 0.02)  
2) vocational compared to academic/technical: 
0.23 (0.15 to 0.31) 
3) immigrants compared to non-immigrant: 0.20 
(0.09 to 0.31) 
4) highly educated parents compared to low 
educated parents: -0.10 (-0.17 to 0.04) 
 
Factors that had a significant (p < 0.01) higher 
score on extrinsic motivation for presenteeism 
(unstandardised coefficients, 95% CI): 
1) females compared to males: 0.09 (0.04 to 0.14) 
2) high school absence compared to no/low 
school absence: 0.10 (0.04 to 0.16) 

Johansen
, 2019 

Belgium; 
Estonia; 
Finland; 
Italy; 
Latvia 

Repeated 
measures 
survey 
(previous 
school 
presenteeis
m) 

Children time 
1, year 2016 
(T1) (n = 7008; 
range 16-19 
years; gender 
not reported) 
 
Children time 2 
year, 2017 
(T2) (n = 5002; 

Secondary 
school 

Non-specified illness 
(participants were asked 
how many times, if any, in 
the last school year, they 
had attended school 
“despite feeling so ill that 
they should have taken 
sick leave”) 

Reported school presenteeism (%) of children per 
episode by time: 
0 episodes (T1 = 21%; T2 = 20%) 
1-4 episodes (T1 = 63%; T2 = 65%) 
≥ 5 episodes (T1 16%; T2 = 15%) 
 
Factors that had a significant (p < 0.01 or p < 
0.05*) impact on high school presenteeism which 
was considered ≥ five episodes (adjusted odd 
ratio, 95% CI): 
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range 16-19 
years; gender 
not reported) 

1) age, youngest to oldest: T1 = 1.09* (1.02 to 
1.19); T2 = 1.12* (1.02 to 1.23) 
2) immigrant compared to native: T2 = 1.33* (1.01 
to 1.76) 
3) high school sickness absence compared to 
no/low school sickness absence: T1 = 1.86 (1.61 
to 2.14); T2 = 2.12 (1.77 to 2.55) 
4) school motivation (scale: 1 = low motivation, 5 
= high motivation): T1 = 1.16 (1.07 to 1.26); T2 = 
1.18 (1.05 to 1.33) 
5) Estonia compared to Finland: T1 = 2.19 (1.69 
to 2.85); T2 = 1.53 (1.14 to 2.06) 
6) Italy compared to Finland: T1 = 1.58 (1.25 to 
2.02); T2 = 1.59 (1.17 to 2.56) 
7) Latvia compared to Finland: T1 = 3.45 (2.79 to 
4.27); T2 = 2.65 (2.01 to 3.50) 

King & 
Leask, 
2018 

Australia Semi-
structured 
interviews 
(previous 
decisions 
and 
intentions 
about 
school 
presenteeis
m) 

Parents (n = 
42; exact ages 
not reported, 
lowest age 
was “under 21” 
and oldest age 
was 40-50 
years; female 
98%, 2% 
male) 
 

Formal pre-
school 
(children under 
five years; 
gender not 
reported)  

Infectious illness and 
disease prevention 
(participants were asked 
when they think their child 
was “too sick” to attend 
childcare) 

Themes that impacted when parents perceived 
children too ill to attend pre-school: 
 
1) 'Vitamin dirt' - natural agents and health (need 
for positive germ exposure to build immune 
system) 
2) Contagion (views on disease transmission; 
gastrointestinal symptoms seen as more serious 
than colds or influenza) 
3) Preventive health behaviours (separating child 
from others was done when parents believed their 
child was contagious; unspoken social contract 
where they believed other parents would 
reciprocate) 
4) Interaction of beliefs with childcare attendance 
decisions (judgement to exclude or not was based 
on parental instinct; none mentioned official 
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childcare guidelines; some mention of difficulties 
for working parents)  

Landis et 
al., 1988 

USA Cross-
sectional 
survey 
(intentions 
about 
school 
presenteeis
m for 
specific 
symptoms) 

Parents (n = 
134; median 
age = 32 
years; 100% 
female, males 
not included in 
the study) 
 
School staff (n 
= 302; median 
age = 28 
years; 99% 
female, males 
not reported)   
 
 

Formal pre-
school 
(children aged 
between two 
and five years) 

Common childhood 
infections (participants 
were asked when a child 
should be excluded from 
childcare when presented 
with eight symptoms, a 
new runny nose, new 
cough, unusually cranky, 
ear pain, sore throat, skin 
rash, diarrhoea and 
conjunctivitis and four 
different temperature 
ranges that often occur 
with infections)  

Factors that impacted when participants would 
request “immediate pickup” from pre-school due 
to illness (%): 
 
1) child has a high temperature:  
i) 99℉-99.9℉ (parents = 3%; SS = 11%)  

ii)100℉-100.9℉ (parents = 26%; SS = 41%) 

iii)101℉-101.9℉ (parents = 71%; SS = 74%) 
iv) ≥ 102℉ (parents = 93%; SS = 97%) 
 
2) specific symptoms when child does not have a 
fever: 
i) conjunctivitis (parents = 46%; pre-school staff = 
64%) 
ii) diarrhoea (parents = 27%; pre-school staff = 
61%) 
iii) skin rash (parents = 21%; pre-school staff = 
22%) 
iv) ear pain (parents = 12%; pre-school staff = 
18%) 
v) sore throat (parents = 8%; pre-school staff = 
18%) 
vi) unusually cranky (parents = 2%; pre-school 
staff = 3%) 
vii) new cough (parents = 1%; pre-school staff = 
2%) 
viii) runny nose (parents = 1%; pre-school staff = 
1%) 
 
3) specific symptoms when child has a 
temperature of 101℉-101.9℉: 
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i) conjunctivitis (parents = 57%; pre-school staff = 
79%) 
ii) diarrhoea (parents = 57%; pre-school staff = 
77%) 
iii) skin rash (parents = 45%; pre-school staff = 
61%) 
iv) ear pain (parents = 52%; pre-school staff = 
66%) 
v) sore throat (parents = 45%; pre-school staff = 
65%) 
vi) unusually cranky (parents = 32%; pre-school 
staff = 44%) 
vii) new cough (parents = 28%; pre-school staff = 
45%) 
viii) runny nose (parents = 27%; pre-school staff = 
44%) 

Levy et 
al., 2021 

USA Cross-
sectional 
survey 
(previous 
school 
presenteeis
m) 

Parents (n = 
227; 135 were 
mothers of 
only children 
and 92 had 
multiple 
children; mean 
age 44.35 for 
mothers of 
only children 
and 42.55 for 
mothers of 
multiple 
children; 100% 
female, males 
not included) 

School not 
specified 
(Children aged 
between eight 
and fifteen 
years; mean = 
12.03 years; 
female not 
reported, 
48.8% male) 

Only children compared to 
children with siblings with 
stomach-ache or 
abdominal pain in the past 
three months (participants 
were asked about their 
response to their child’s 
symptoms) 

Parents were scored on how much they 
encouraged (protectiveness score) and criticised 
(minimisation score) child illness behaviour.  
Protectiveness = parents of only children scored 
(mean) lower on the protectiveness scale 
compared to parents of children with siblings (1.71 
versus 1.78, p = 0.420) 
 
Minimisation = parents of only children scored 
higher on the minimisation scale compared to 
parents of children with siblings (1.13 versus 0.98, 
p = 0.055) 
 
1) Only children were less likely to miss school 
compared to children with siblings (19.0% versus 
33.2%, p < 0.01) due to stomach-ache or 
abdominal pain.  
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Polyzoi et 
al., 2003* 

Canada Mixed 
methods: 
cross-
sectional 
survey and 
interviews 
(previous 
experience 
and 
intentions 
about 
school 
presenteeis
m) 

Parents (n = 
742; age and 
gender not 
reported) 
 
School staff (n 
= 328; age and 
gender not 
reported) 
 

Formal and 
informal pre-
school 
(children 
characteristics 
were not 
reported) 

Caring for “mildly ill” 
children (e.g., cold, 
influenza, ear infections, 
chicken pox and 
conjunctivitis) among 
working parents. 

Challenges that working parents face when their 
children are too ill for pre-school: 
1) costs associated with staying home to care for 
their ill child 
2) fear of job loss 
3) worry about the well-being of their child, if they 
go to work 
 
Concerns to pre-school staff about providing care 
for mildly ill children: 
1) parental pressure to accommodate ill children,  
2) risk of cross-infection from ill children 
3) increased caregiver workload and lack of space 
and resources 
4) Liability and lack of legislation and funding to 
support the care of ill children. 

Prout, 
1986 

UK Ethnograph
y case-
study 
(previous 
experience 
and 
intentions 
about 
school 
presenteeis
m) 

One primary 
school class in 
year 4 (n = 35, 
children; n = 1 
teacher; 
presumably 
between 10 
and 11 years 
old, mean child 
ages = 11 
years; “almost 
equally divided 
by boys and 
girls”) 

Primary school  Excluding children from 
primary school when they 
“claim they are sick” 
(observations about the 
children and school staff 
perspective).  

Every case of school sickness absence in a five-
month period was assessed (using observation, 
interviews, health diaries, and school documents).  
 
Theme of indulgent mothers and wet children 
were identified regarding observations from 
teachers and school staff in response to ill 
children:  
1) Most mothers were thought of by school staff 
as too ready to keep their children off school; 
theme of 'maternal over-anxiety' - especially in 
working class mothers. 
2) School staff suggested children's illnesses 
could be caused and prolonged by mothers' 
anxiety. 
3) children’s claims about illness were often 
rebuffed, particularly if they were perceived as wet 
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by school staff; unless the child was dramatic and 
threatening and symptoms were visible. 
4) Children had to make at least 3 approaches to 
their teacher to claim sickness; they were first told 
to simply 'wait and see what happens'. Boys were 
more likely to be believed as 'they don't moan 
about things'. Older boys more likely to be 
believed than younger boys; seen as 'sensible'. 
5) a child’s perceived wetness by school staff was 
based on the children’s age (young children were 
more wet than older ones) and gender (girls were 
more wet than boys).  
6) Child's demeanour could have an impact - e.g., 
one girl was not believed to be ill because she 
was 'giggling'. 
7) Children seen as 'well until proven ill'. It was 
expected that most would try to feign illness at 
some point. 

Prout, 
1988 

UK Ethnograph
y case-
study 
(previous 
experience 
and 
intentions 
about 
school 
presenteeis
m) 

One primary 
school class (n 
= 35, children; 
n = 1 teacher; 
presumably 
between 10 
and 11 years 
old, mean child 
ages = 11 
years; “almost 
equally divided 
by boys and 
girls”) 

Primary school Mothers’ decision to keep 
children “off school sick” 
(observations about the 
mother’s perspective).  

Every case of school sickness absence in a five-
month period was assessed (using observation, 
interviews, health diaries, and school documents).  
 
Themes that were identified from observations 
and interviews with mothers about school 
presenteeism: 
1) Illness and the detection of feigning (parents’ 
main assumption was that children were feign 
symptoms of illness and first stage was to decide 
if their children could be believed; parents suggest 
they could tell illness in their children but not other 
children; the visibility of symptoms indicated 
illness)  
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2) emotional upset and training in stoicism 
(parents tried to identify weather the illness was 
due to an emotional disturbance; parents 
suggested that children were too ready to “give in” 
to feelings of unwell and they would encourage 
their children to be “strong” and “snap out of it”) 
3) childhood career and the meaning of sickness 
(the transition from primary school to secondary 
school was considered moving from childhood to 
adulthood and parents and school staff, which 
increased the options about encouraging stoical 
attitudes) 
4) child illness as deviance (child illness relates to 
parental competence, having “normal healthy 
children” suggested a good mother and the 
admission of too many symptoms impacts that 
perception  
5) schools, mothers and sickness absence 
(parents have a parental responsibility to ensure 
their children attend school; parents felt they may 
be perceived as incompetent or neglectful if their 
children were perceived as “sickly” by school staff) 
6) the child as social actor: a reprise (children 
were denied any formal power in the decision 
making process; children reported successful 
instances of feigning illness by manipulating signs 
and symptoms of illness that were both realistic 
but not too threatening) 

Rooshen 
et al., 
2014 

UK Mixed 
methods: 
cross-
sectional 
survey, and 

Parents, 
interview only 
(n = 29; mean 
36 years; 

Formal and 
informal pre-
school 
(children aged 
five and under) 

Children who had been 
excluded from pre-school 
due to an infectious 
illness (e.g., whooping 
cough, parasitic 

Reasons for school presenteeism (theme 
identified and %, when reported): 
1) policy content did not mention specific 
infections and criteria for exclusion and/or 
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interviews 
(previous 
experience 
and 
intentions 
about 
school 
presenteeis
m) 

range 23-46 
years) 
 
Formal school 
staff (n = 77, 
survey; n = 15, 
interviews; age 
and gender not 
reported) 
 
Informal 
school staff (n 
= 140 survey; 
n = 9, 
interviews; age 
and gender not 
reported) 

infections, and scarlet 
fever). 

readmittance (18% formal school; 41% = informal 
school)  
2) parents and school staff indicated that written 
policies were an accurate reflection of their data-
to-day practices 
3) School staff’s verbal advice to parents 
impacted parents’ response to children’s illness.  
4) type of symptoms impacted parents’ and school 
staff’s response to children’s illness  
5) parents’ experiences of exclusion and/or 
readmittance (parents reported seeking antibiotic 
treatment solely to prevent exclusion/or expediting 
their child’s readmittance to pre-school) 

Skull et 
al., 2000 

Canada Cross-
sectional 
survey 
(previous 
experience
s and 
intentions 
about 
school 
presenteeis
m) 

School staff (n 
= 36; age and 
gender not 
reported)  
 

Formal pre-
school 
(children in 
diapers (i.e., 
nappies), age 
not reported)  

Upper respiratory 
infections (URI) 
(participants were asked 
reasons for exclusion in 
most recent case, and 
seven symptoms, ear 
pain, green or yellow 
nasal discharge, cough 
with phlegm, unusual 
behaviour, sore throat, 
runny nose and dry 
cough). 

Most (69%) pre-schools had a written policy about 
managing children with URIs. 
 
Factors that school staff reported would usually or 
always result in exclusion for diapered children 
with URIs: 
 
1) Symptoms:  
i) ear pain (64%) 
ii) green or yellow nasal discharge (56%) 
iii) cough with phlegm (44%) 
iv) unusual behaviour (42%) 
v) sore throat (31%) 
vi) runny nose (19%) 
vii) dry cough (14%) 
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2) if the child was unable to participate in activities 
(92%) 
3) to prevent the spread of infection (67%) 
4) insufficient staff to provide adequate care 
(61%) 
 
Factors that SSs reported had prevented them 
from excluding diapered children with URIs: 
1) child had a prescription for antibiotics (69%) 
2) parents did not want their child excluded (64%) 
3) parent could not stay home from work (14%) 

Sticher et 
al., 2018 

Switzerla
nd 

Cross-
sectional 
survey 
(previous 
experience
s about 
school 
presenteeis
m) 

School staff (n 
= 249, 
managing a 
total of 6,424 
children; age 
and gender not 
reported) 

Formal pre-
school 
(children aged 
five years and 
under) 

Ill children (participants 
were asked how they 
make the decision to 
exclude a child who is “ill” 
and how they manage 
parents who do not 
accept the decision to 
exclude). 

Most (85%) schools had a standard policy for 
managing ill children. 
 
Exclusion criteria reported by school staff – 
medical and social circumstances (%): 
 
1) illness perceived as contagious (52.2%) 
2) illness severity (45.3%) 
3) institutional limits (8.4%) 
4) interference with other children’s needs (3.2%) 
 
Exclusion criteria reported by school staff – 
symptoms and signs (%): 
1) fever (87.4%) 
2) conjunctivitis (29.3%) 
3) vomiting (19.7%) 
4) diarrhoea (18.0%) 
5) other symptoms (abnormal breathing and rash) 
(9.6%) 
 
Ambiguities in school staff’s decision making 
about excluding ill children from pre-school: 
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1) drugs that prevent fever (23.0%)  
2) whether certain symptoms were related to 
teething (5.2%) 
3) difficulties or insufficient communication with 
parents (13.6%) 
4) lack of medical knowledge (12.6%) 
5) parents are unable to find alternative care 
(5.2%) 

Thomson 
et al., 
2019 

UK Mixed 
methods: 
epidemiolo
gical data 
and 
interviews 
(previous 
experience 
of school 
presenteeis
m) 

Children 
(mean = 35 
months; range 
18 to 58 
months; 
gender not 
reported) 
 
Pre-school 
with 92 
children and 
19 staff 
members, n = 
14 children, 
and n = 1 adult 
(family 
member) with 
confirmed 
Salmonella 
 

Formal pre-
school 
(children aged 
five years and 
under) 

Salmonella infection 
confirmed via stool 
samples and 
gastrointestinal infection 
symptoms (GI) (nausea, 
vomiting, diarrhoea, 
and/or abdominal pain). 

School presenteeism (attended pre-school either 
with GI or within 48 hours following recovery of 
GI) was reported in 50% (n = 7) of confirmed child 
cases. 
 
Factors impacting school presenteeism and 
Salmonella outbreak: 
 
1) symptom severity - minority of confirmed child 
cases (n = 5, 35.7%) were excluded by day-care 
staff after identifying loose stools. Parents did not 
report GI to pre-school staff because the 
symptoms were not severe enough – although 
they were aware of the ongoing Salmonella 
outbreak 
2) alternative childcare - parents commonly 
reported the motivating factor for sending children 
to pre-school whilst unwell was because of 
difficulty in finding alternative childcare and / or 
unable to take leave from employment.  

* Data was originally discussed in an earlier report, but a full-text was not available. 
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15.3 Quality assessment 

 

Table 15.2 Quality assessment for the school-based presenteeism systematic review 

Citation Are there 
clear 
research 
question? 

Do the 
collected data 
allow to 
address the 
research 
question? 

Qualitative 

Is the qualitative 
approach 
appropriate to 
answer the 
research 
question? 

Are the qualitative 
data collection 
methods adequate 
to address the 
research question? 

Are the findings 
adequately 
derived from the 
data? 

Is the 
interpretation of 
results 
sufficiently 
substantiated by 
data?   

Is there coherence 
between qualitative 
data sources, 
collection, analysis 
and interpretation? 

(Carroll et al., 
2016) 

Yes Yes Yes No Yes Yes Yes 

(King & Leask, 
2018) 

Yes Yes Yes Yes Yes Yes Yes 

(Polyzoi et al., 
2003)* 

Yes Can’t tell Yes Can’t tell No Yes Yes 

(Prout, 1986) Yes Yes Yes No Can’t tell Yes Yes 

(Prout, 1988) Yes Yes Yes Can’t tell Yes Yes Yes 

(Rooshenas et 
al., 2014) 

Yes Yes Yes Yes Yes Yes Yes 

(Thomson et al., 
2019) 

Yes Yes Yes Yes Yes No Yes 

Citation Are there 
clear 
research 
question? 

Do the 
collected data 
allow to 
address the 
research 
question? 

Quantitative non-randomised 

Are the 
participants 
representative of 
the target 
population? 

Are measurements 
appropriate 
regarding both the 
outcome and 
intervention (or 
exposure)? 

Are there 
complete 
outcome data? 

Are the 
confounders 
accounted for in 
the design and 
analysis? 

During the study 
period, is the 
intervention 
administered (or 
exposure occurred) 
as intended? 
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(Carroll et al., 
2018) 

Yes Yes No No Yes No Yes 

(Copeland et al., 
2005) 

Yes Yes Yes No No Yes Yes 

(Johansen, 
2018) 

Yes Yes Yes Yes Yes Yes Yes 

(Johansen, 
2019) 

Yes Yes Yes Yes Can’t tell Yes Yes 

(Landis et al., 
1988) 

Yes Yes Yes Yes Can’t tell Yes Yes 

(Levy et al., 
2021) 

Yes Yes Can’t tell Can’t tell Yes No Yes 

Citation Are there 
clear 
research 
question? 

Do the 
collected data 
allow to 
address the 
research 
question? 

Quantitative descriptive 

Is the sampling 
strategy relevant 
to address the 
research 
question? 

Is the sample 
representative of 
the target 
population? 

Are the 
measurements 
appropriate? 

Is the risk of 
nonresponse 
bias low? 

Is the statistical 
analysis appropriate 
to answer the 
research question? 

(Copeland et al., 
2006) 

Yes Yes Yes No No Yes Yes 

(Friedman et al., 
2003) 

Yes Yes Yes No Yes Yes Yes 

(Johansen, 
2015) 

Yes Yes Yes No Can’t tell Yes Yes 

(Polyzoi et al., 
2003)* 

Yes Yes Can’t tell Can’t tell Can’t tell Can’t tell Can’t tell 

(Skull et al., 
2000) 

Yes Yes Yes No Can’t tell Yes Can’t tell 

(Sticher et al., 
2018) 

Yes Yes Yes No No No Yes 

(Thomson et al., 
2019) 

Yes Yes Yes Yes Yes Can’t tell Yes 
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(Rooshenas et 
al., 2014) 

Yes Yes Yes Yes Yes Yes Yes 

Citation Are there 
clear 
research 
question? 

Do the 
collected data 
allow to 
address the 
research 
question? 

Mixed-methods 

Is there an 
adequate 
rationale for 
using a mixed 
methods design 
to address the 
research 
question? 

Are the different 
components of the 
study effectively 
integrated to 
answer the 
research question? 

Are the outputs of 
the integration of 
qualitative and 
quantitative 
components 
adequately 
interpreted? 

Are divergences 
and 
inconsistencies 
between 
quantitative and 
qualitative 
results 
adequately 
addressed? 

Do the different 
components of the 
study adhere to the 
quality criteria of 
each tradition of the 
methods involved? 

(Polyzoi et al., 
2003)* 

Yes Yes Yes Yes No No No 

(Thomson et al., 
2019) 

Yes Yes Yes Yes Yes Yes Yes 

(Rooshenas et 
al., 2014) 

Yes Yes Yes Yes Yes Yes Yes 
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16 APPENDIX C: SUPPORTING INFORMATION FOR 

STUDY B 

16.1   Discussion Guide  

Broad Objectives 

1. To learn what it is like being a parent. 

2. To identify what guidance provided to parents. 

3. To understand the highs and lows of being a parent. 

Illness Specific 

1. To understand the process a parent takes when their child is ill. 

2. To identify knowledge gaps that parents have regarding childhood illness. 

3. To learn the difficulties faced by parents when a child is ill. 

Practical  

1. To determine where parents turn for information regarding childhood illness. 

2. To identify what information parents, find advantageous and disadvantageous.  

3. To find solutions to the difficulties faced by parents when a child is ill at school. 

Broad Objectives (20 mins) 

  

• Welcome, thank you, objectives, and refreshments. 

• Information sheet, right to withdraw, tape recorder (TURN ON) will be confidential, but it 

is for accuracy, including the materials that we use. 

• I will ask some questions, but I am more interested in what you have to say, your 

interactions with each other and to explore your ideas, so please discuss with each 

other I will have limited input. 

• Ground rules for example – want to hear everybody’s views and not be over shadowed, 

treat with respect, listen to each other, mobile phones.  

• So, we can learn a bit about each other. Can you say name, if you know anybody else 

in the group and what you had for breakfast. 

• Can you tell me a bit about being a parent and what guidance have you been given – 

basically how do you know what you’re doing? -  talk to each other, did you have the 

same experiences or different?  

• Thinking about being a parent can you let me know what comes to mind when I show 

you this picture HAPPY FACE 

• And this picture SAD FACE 
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 Illness Specific (50 mins) 

• HANDOUT vignette 1.  

• Can you tell me about what you wrote down? 

• What made you take those steps? 

• What do you think is wrong with Jo(e)? 

• Do you think Jo(e) should go to school? 

• HANDOUT vignette 2 

• Can you tell me a bit what you have wrote? 

• Does someone want to explain a recent experience that might be similar? 

• In the scenario, would you have made a different choice if the child displayed different 

symptoms? 

• Is their illness that you are concerned with? More worry? 

• Are their certain things you look out for? 

• When do you think they should return? 

• Is this the same for all children? 

• BREAK 

• Thinking about your own health do you have similar worries or thoughts?  

• Do you think about getting ill yourself or getting another child ill?  

• What are your thoughts behind going to work or class ill?  

• Have you ever provided advice to a parent, friend, or teacher regarding illness? 

• Do you feel you know enough about what to do in these situations? Or have the right 

information? 

• WORD LISTS What comes to mind / feel about vaccinations, antibiotics, unwell, 

paracetamol (painkiller), flu like symptoms, (until well) 

• Is there a sickness policy for school / work? What do you think is the purpose? 

• So back to the faces again but now can you think about the last time your child was ill.  

SAD FACE 

• And this picture HAPPY FACE 

• What makes these decisions difficult, what are you thinking? 

Practical (1) (20 mins) – this section was presented in FG1 and was replaced by “practical (2)” 

in FG2 and all one-to-one interviews 

• If I said to you ‘there is a new illness spreading in schools called X2020’ where would 

you go to find out more? 

• What is the information that you are looking to for / hoping to find?  

• What are your concerns? 
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• Has this happened? What information did you find useful and what not so much? 

• Any illness related campaigns that you can think of? Why this one? 

• I Wish… thinking of everything we have discussed today, feel free to also include 

thoughts on your own health. 

• Imagine there were no barriers, and you could have the perfect guide or procedure to 

help in the difficult situations that we have discussed. 

•  What would that look like? The obscure the better so don’t be afraid to think of 

something wild. 

• What would help you make an appropriate decision? 

• Is there anything that would benefit yourself and others? 

• Why did you choose that? What are your difficulties? 

• Anything to add or clarify.  

Thank you, really valuable information. TURN OFF RECORDER 

Practical (2) (20 mins) 

• Has anybody researched COVID-19? Where did you go for information and what were 

you looking for? 

• Have you found this information useful and what not so much? 

• What about other infectious illnesses? 

• Any illness related campaigns that you can think of? Why this one? 

• I Wish… thinking of everything we have discussed today, feel free to also include 

thoughts on your own health. 

• Imagine there were no barriers, and you could have the perfect guide / procedure / 

strategy to help in the difficult situations that we have discussed to stop children 

attending school when they are ill 

•  What would that look like? The obscure the better so don’t be afraid to think of 

something wild. 

• What would help you make an appropriate decision? 

• Is there anything that would benefit yourself and others? 

• Why did you choose that? What are your difficulties? 

• Anything to add or clarify.  

Thank you, valuable information. TURN OFF RECORDER 
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16.1.1   Faces  

 

 

Figure 16.1 Happy face (not to scale) 

 

 

16.1.2   Vignettes  

Vignette 1 (1) – this vignette was presented in FG1 and was replaced by vignette 1 (2) in FG2 

and all one-to-one interviews. 

“It’s a normal Tuesday morning and Jo(e) has woken up for school feeling sick. Jo(e) did not 

really eat dinner last night, feels hot and has a sore throat. Jo(e)’s caregiver needs to decide 

what to do about sending Jo(e) to school.  

What do you think they’re thinking about as they make their decision?” 

Figure 16.2 Sad face (not to scale) 
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Vignette 1 (2) 

“It’s a normal Tuesday morning and Jo(e) feels hot and has a cough. Jo(e)’s caregiver needs to 

decide what to do about sending Joe(e) to school.  

What do you think they’re thinking about as they make their decision?”  

Vignette 2  

“OK, can I now make it a bit more personal? What if we said it wasn’t Jo(e), but it was your own 

child. Realistically, does that alter anything?   

What would you actually do?” 
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17 APPENDIX D: SUPPORTING INFORMATION FOR 

STUDY C 

17.1   Interview guide 

 

Broad Objectives (15 mins) 

 

1. To gain insight into the home environment of the children 

● (TURN ON RECORDER) Hello, is this xxx? My name is xxx, thank you for agreeing to take 

part in this interview where we will be discussing how parents and children are coping with 

the school closures because of the coronavirus pandemic.  

● This interview is being recorded this is to help keep the accuracy of what is discussed but I 

will remind you that what you say will be anonymised in our reporting and kept confidential  

● You also have the right to withdraw from this interview.  

● The purpose of this interview is for me to understand your experiences and therefore please 

don’t be concerned with the right or wrong answer but for you to provide details on your 

individual experience. Please also share any information that you feel may be relevant to 

the topic, but I may not have asked.  

● Are there any questions that you have about the information sheet? Or before we start?  

● OK, thank you before we start can I clarify an item on the screener, you mentioned xxx 

although xxx 

☐  So, you have a xxx year old and xxx, is that correct? Would you mind telling me a bit about 

your children? And what do they like doing? (IF PAUSE) What are their hobbies? OR what was 

the last film you all watched together? 

☐  Would you be able describe your children’s activities on a usual weekday and weekend 

before the schools closed? 

☐  And what does a weekday and weekend look like now? 

☐  Does it seem different to how they would spend the school summer holidays?  

☐ You mentioned in the screener that you had the option for your children to continue to attend 

school as you are a keyworker. Are you able to explain what was important to you in deciding to 

keep your children at home? 

 

Guidance (50 mins) 

1. To understand how the government advice is being followed 

2. To learn children’s interactions outside the home  
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3. Identify the challenges, benefits and coping in the current situation 

☐  Thank you for letting me know a bit about your family. We are now going to move onto the 

next section of the interview about managing during the school closures.  

☐  Have you been able to stay at home? How have you found it? Only go outside for food, 

health reasons or work (but only if you cannot work from home) 

➔ Where have you gone? How often? 

➔ Were your children with you? 

☐  Would you say your children have been able to social distance when outside? 2 meters (6ft) 

away from other people 

☐  How have your children’s social interactions changed? 

☐  Have you been able to keep your children from interacting with other people? 

➔ How have you managed this? Have there been any challenges? 

➔ (IF NO) Can you tell me who they have been interacting with and what they have been 

doing?  

➔ How often and how long? 

☐  Are you aware of what a vulnerable person may be? Aged 70 or older, or under 70 with an 

underlying health condition  

☐  Have your children been in contact with any vulnerable people?  

☐  How have your children been preventing the spread of coronavirus inside and outside your 

home? 

☐  How do you feel about your children being educated at home? 

☐  How much education are your children receiving?  

☐  Are you able to monitor their work? 

☐  Have your children been exercising?  

☐  Can you tell me what your children have found to be the most challenging about the school 

closures?  

➔ How have your children been adapting to those challenges? 

☐  Have you noticed any changes in your children’s mood or behaviour?  

☐  Can you think of any aspect of your children’s life that may have benefited from the current 

situation? 

☐  Have your children been able to stick to the guidance on hand hygiene? 20 sec, soap, get 

home, cover mouth and nose with tissue or sleeve when cough or sneeze, used tissues in the 

bin and wash hands afterwards  

☐  How much do you feel your children understand about coronavirus? 

☐  Has your child /ren had coronavirus or coronavirus symptoms? Either a High temperature or 

new, continuous cough  
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(IF NO) Would you find it difficult to cope if they did have to self-isolate? Or you? Would you be 

able to get the essentials that you need? 

☐  Can you describe what happened? 

☐  During that time, what were your main concerns? 

☐  Does your child / ren have any existing mental or physical disabilities?  

→ Do you think their needs are being met? 

☐  Have you considered taking your children to get medical attention…(GP or hospital)? What 

happened? Did you take them? How would you feel if there was an accident and you had to 

take them? 

☐  Thinking about the social distancing changes or hygiene behaviours that we have discussed, 

what were the main reasons for making those changes? 

☐  Have you changed the media content you view surrounding coronavirus? When and which? 

☐  Other than what we have already discussed, is there a preventative measure that you would 

like make but you feel you are unable to? 

 

Attitudes (25mins) 

 

1. To understand the attitudes to the lock-down and school closures 

2. To recognise future changes in behaviour  

☐  Thank you for your responses to those questions. This is the last section of the interview 

which is a few questions on your views of the school closures.  

☐  Can you think back to when you found out that schools were being closed, what were your 

initial thoughts on hearing the announcement?  

☐  Do you still think those things? 

☐  What do you feel about the lockdown measures that are currently in place? 

☐  How long do you think the lockdown will last? 

       → do you feel you will be able to last that long? 

☐  Has this experience changed the way you think about your children being ill? 

☐  Are there any changes in behaviour that your children have started to do since the lockdown, 

that you will try to continue to do once it has finished? 

☐  What are your thoughts on a partial school re-opening?... For example, specific children are 

allowed in school for specific days of the week or times of day.  

☐  Do you have any worries about sending your children back to school? 

☐  Do you feel your children are experiencing a lot of difficultly with the schools being closed  

       → Are you able to suggest why that might be?  
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Debrief  

 

☐  That brings us to the end of the interview. Is there anything that you would like to add or 

clarify?  

☐  How did you find the interview? 

☐  Well thank you for your time, I have learnt a lot of valuable information especially in regard to 

xxx Angelfish will be in contact to organise your thank you incentive.  

● Enjoy the rest of your day 

 

TURN OFF RECORDER
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17.2   Table of results about families’ adherence to the COVID-19 guidance (Chapter 4) 

Table 17.1 Factors (n = 40) that influenced behaviour change and supporting evidence. 

COM-
B 

Theoretical 
Domain 

Factors influencing behaviour change 
(relevant NPI) 

Supporting quote 

P
h
y
s
ic

a
l 

C
a
p
a

b
ili

ty
 

Skills 
(Physical) 

Building on skills families already had in 
place: 
The skills required to adhere to the guidance were 
used in daily life. There were no physical 
challenges to families changing their behaviour to 
follow NPI 1-7. (NPI 1-7) 

“I've always had hand-wash in the bathroom, my kids always wash 
their hands after using the toilet, they wash their hands after using 
activities, so hygiene's quite high in our house anyway for things like 
that. So just a little bit more.” (P05) 

P
s
y
c
h
o
lo

g
ic

a
l 
C

a
p
a
b

ili
ty

 

Knowledge Delivering clear guidance: 
The guidance was clear. However, staying at 
home (NPI 1) was notably reported more often as 
being clear and the NPI families were 
predominately changing their behaviours to 
adhere to compared to the other guidance.  
Adherence to NPI 1 did vary between families. 
Families consistently reported exercising outside 
the home was only allowed once a day although 
the allowance of ‘one form of exercise’ varied 
where families were suggesting a specific length 
of time they were allowed to exercise outside. 
(NPI 1-7) 

“I think the government, when they got the messaging around, 'Stay 
at home,' I think that's something they did get very right, very clear. 
And that sense of, 'Stay home and save lives,' certainly for us, has 
sunk in very clearly.” (P27) 

 Delivering the guidance by a source the parent 
and child trusts: 
Behaviour change was more likely when a trusted 
source delivered the guidance. (NPI 1-7) 

“I mean I know a lot of people say, ‘Oh, the government’s getting it 
wrong’ and all this, but who else are we gonna listen to? Absolutely 
nobody knows how to control this or how to help it, so the people that 
are gonna know are the government at the minute, ‘cause they’re 
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doing all the research into it. So why not do what they’re telling you?” 
(P09) 

 Parents are a second-hand source of 
information: 
Parents pass their knowledge of the guidance to 
their children, correct misinformation and ensure 
their children’s behaviour change is appropriate. 
(NPI 1-7) 

“Because he’s so little, we have tried to explain what’s happening, 
we’ve said that there are germs and that we’ve got to keep our 
distance from people, that’s why we can’t see nanny and grandad at 
the minute.” (P07)  

  “Yeah, yeah, it’s on the news every day and they’ve sort of caught a 
bit of the news, they might have put Google on and seen one of the 
headlines, or they might have heard me talking to one of my friends 
on the phone. So, every day I’ve said, ‘Have you got any questions 
today about corona? Have you heard anything that you’re thinking 
about and you want to talk about?’” (P17) 

Skills 
(Cognitive and 
interpersonal)  

Reminding family members to change their 
behaviours: 
Parents and children would remind each other of 
the guidance, mainly reported for maintain 
physical distance (NPI 3) and handwashing (NPI 
4). (NPI 1-7) 

“Yeah. No, well sometimes if they are walking along and there is 
somebody coming up, I do say to them, like, 'Oh, come on, get into 
the side,' or whatever, just to remind them not to go close to them. 
But they are picking up when other p … they obviously know anyway, 
because when other people aren't doing it, they've been picking up 
on that.”(P23) 

Behavioural 
regulation  

Behaviour change becoming a habit: 
Using behaviour regulation to facilitate behaviours 
becoming a habit and increasing adherence to all 
NPIs. (NPI 1-7) 

“It’s just more getting the kids, getting the kids more into that habit, so 
they’re aware of it, they’re aware of the Happy Birthday song and 
stuff. It’s making them more conscious, ‘cause I always think kids are 
always a little bit grimy like, ‘cause sometimes I have to still remind 
them to wash their hands after they’ve been to the toilet, let alone 
coronavirus, so it’s made them more aware of hygiene and how 
stuff’s passed on, which is good.” (P04) 

 

 Changing shopping habits: 
Parents were actively changing their shopping 
behaviours to reduce time spent outside. (NPI 1) 

“I sort of think, like, 'Where was I going before?' So yeah, I think … I 
don't think it's necessary to be always popping to the shops all the 
time. And I think that ... I'm thinking it can make you slightly more 
sensible with your shopping, and make sure that you actually eat the 
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food that you buy, because you don't know when you're gonna get 
the next lot.” (P23) 

 

 Avoiding areas perceived to be highly 
populated: 
Parents were avoiding places perceived to be 
highly populated, that increasing adherence to 
maintaining physical distance (NPI 3). For 
example, avoiding parks known to be popular and 
shops during busy times. (NPI 3) 

“There is a field, next to which, wherever we're going on our scooter, 
bike or walking past and we see a handful of people still in there, 
playing football or badminton. Then there's lots of dog walkers that 
go, probably there as well. So, we tend not to go there too much, 
because our children are too young to be playing ball games really. 
And it's still quite popular in terms of the number of people that go 
there. So, we'll try and go for walks somewhere quieter, just to avoid 
… keep our physical distance from people.” (P20) 

P
h
y
s
ic

a
l 
O

p
p
o
rt

u
n
it
y
 

Environmental 
context and 
resources 

Places being closed: 
Parks and non-essential shops being closed 
increased adherence to stay-at-home (NPI 1) and 
maintain physical distance (NPI 3).  (NPI 1 & 3) 

“But obviously we're not - the kids have found it quite hard with no 
playground and no soft-plays and no swimming pools,  ‘cause 
Charlie, my son, we walked past the park today and he was like, ‘But 
the gates still open, so someone's been in there, and there's no locks 
on it!' ‘cause obviously we can't go into the parks ‘cause they're 
locked. So he's been really good not asking to go all the time, but he 
took a little while to be like, ‘But why can't I go?'” (P09) 

 Visual changes in the environment: 
Signs that displayed the guidance increased 
behaviour change and the unique environment 
increased families to stay-at-home (NPI 1) and 
when outside maintain physical distance (NPI 3). 
(NPI 1-7) 

“So, if she gets this virus, then … you know, so I’ve explained this to 
him, and he does understand. So, when we drove up there to go to 
Sainsbury’s, ‘cause Nana lives near Sainsbury’s, he looked over the 
field where all his friends normally play. And he looked to see if 
anyone was there and he realised that nobody was there. It was 
quiet. So I took him for another drive, when we went out again for 
another shop, later on that week…And I drove up there again and he 
had another look. And I said, ‘Do you believe me now?’ And he said, 
‘Yeah’.” (P11) 

 Nice weather: 
Parents were less likely to stay-at-home (NPI 1) 
when the weather was nice, decreasing 
adherence to NPI 3. (NPI 1 & 3) 

“No, I think that it’s … where we are, the people are moving out of the 
way and a bit conscious of not crossing the road, or staying back. But 
then with weather like this, no matter what time you go walking, it’s 
busy.” (P01) 
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 Meeting people in the street: 
When outside the home adherence was 
decreased for meeting others (NPI 2) and 
maintain physical distance (NPI 3) due to meeting 
non-household members. (NPI 2 & 3) 

“So, there's always something … there's always somewhere different 
we can go. And we might see someone that we know as well, while 
we're out, that we can say, 'Hello,' to, whatever, obviously from a safe 
distance.” (P23) 

 Home location: 
Families who lived in rural locations reported they 
were able to maintain physical distance (NPI 3) 
compared to families in cities and suburbs. This 
perception decreased families’ adherence to stay-
at-home (NPI 1). (NPI 1 & 3)   

“But yeah, I mean OK, we're quite fortunate where we live in that it's 
a town rather than a city and we're literally countryside at the end of 
the road. We can walk to the end of our road and then we can be in 
fields and little villages. So, it's quite easy to plan an hour's circular 
walk, which is quite nice and then often they just want to go up to the 
playing field and hoof the ball about.” (P27) 

  “But where we live is quite popular with families so there are loads of 
kids that are at home, so I can understand it, families are going out 
together, but you're trying to social distance in an area where we 
don't live down a country lane, we don't have fields to walk through or 
woods or whatever, you're walking on pavements in areas where 
there are other people also all doing their walk.” (P06) 

 Having a garden: 
When families had access to a garden, they were 
more likely to adhere to NPI 1. (NPI 1) 

“And obviously they’ve got the garden. I mean they’re running around 
in the garden for a large part of the day anyway. And we are quite 
fortunate in that we have quite a fairly sized garden as well. So, I 
think they’ve got … enough space to keep … the boys certainly.” 
(P08) 

 Physical barriers: 
Garden fences and walls were used as a physical 
barrier, increasing adherence to maintain physical 
distance. Parents created barriers for their 
children when there were not any visible (NPI 3). 
Children were putting their hands in their pockets 
which increased adherence to avoid touching the 
face (NPI 5). (NPI 3 & 5) 

“In the garden yes, so they go out and play in the garden. ‘cause we 
have quite a big back garden anyway and it's all fenced around, so 
it's not connected to the neighbours or anything that way.” (P14) 

 “But R*** … he just wants to go and hug everyone. He’s like a puppy, 
you know … so, explaining to him that he has to stay … he doesn’t 
understand that, he gets quite frustrated and angry. So I now have to 
just make sure that he’s in a sealed room before the front door is 
opened, ‘cause he’ll just gallop out and want to hug people.” (P08) 
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 Technology: 
Using technology to communicate with friends and 
family increased adherence to not meeting others 
(NPI 2) and stay-at-home (NPI 1).  (NPI 1 & 2) 

“Oh, he’s still online all the time. Just that basically none of his friends 
come round to see him and he doesn’t go out because I’m not keen 
to let him to go out.” (P28) 

 “We're getting regular weekly online shop deliveries, which is 
fantastic. We've still got access to all the people that we want to 
speak to, all of our families, we can speak to anyone whenever we 
want, we're in contact with people. We can still get stuff delivered, 
ordered through Amazon, whatever it is.”(P25) 

 Low financial resources: 
Families with low financial resource left the home 
(NPI 1) and met others (NPI 2) more often 
than families with more financial resource. (NPI 1 
& 2) 

“And then when I need something, he pops to the shops for me and 
stuff, because we have no money.” (P30) 

 “I won’t be able to afford to buy a car until at least August. So, I’m 
kind of stuck having to use that car and seeing my grandmother. I 
mean I basically fumigate the car before I get in it. But I’m kind of … I 
don’t really have much choice in that. It’s what I do, I need to have 
that car.” (P08) 

 A lack of childcare: 
Families with limited childcare options were more 
likely to meet others (NPI 2) for help with childcare 
and leave the home more often than families with 
childcare or when children can be left 
unsupervised (NPI 1). (NPI 1 & 2)   

“So for example like today, as naughty as it is, but my sister is a 
single mum so she got paid today and she’s messaged me, well she 
phoned me up and said, ‘I’m going to a supermarket at half-seven, 
can I leave E*** for an hour, whizz round … ‘ ‘cause he’s six, it’s just 
not the done thing, and he’s very boisterous, very active, very 
hyperactive, so she’d take him to a shop but a for a big shop she’s 
like there’s just no way.” (P04) 

 Organisations adapting: 
Families’ adherence was dependant on 
organisations putting in place procedures that 
enabled them to adhere. For example, ensuring 
guidance is in place to ensure parents can 
maintain physical distance (NPI 3) and hygiene 
facilities are accessible (including cleaning 

“Lidl, so I have to go to Lidl. And the aisles aren't wide enough for two 
people to be two metres apart, if you're at one side of the aisle to the 
other.” (P24) 

 “But yeah, it’s been hard. I think also being a large family as well, I’ve 
found the food restrictions very stressful, you know, when you’re only 
allowed three tins of beans, and normally I’d get through eight tins of 
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products) (NPI 4) in shops and workplaces. (NPI 
1, 3, 4 & 7) 

beans a week or two loaves of bread per shop, again,  a loaf of bread 
in this house would last a day.” (P18) 
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Social 
influences 

Social norms: 
Families were more likely to adhere to NPIs that 
followed cultural norms. Maintaining physical 
distance (NPI 3) appeared to produce feelings of 
anti-social behaviour and handwashing was pro-
social behaviour (NPI 4). (NPI 1-7) 

“I'm not sure I will be doing social distancing, but I will continue to 
washing my hands. That is good practice anyway. Without corona, 
there is bacteria. So actually washing hands is really good and one of 
the things that I have taken away from this experience. But obviously 
the social distancing will have to go, I have no use to running away 
from people when I see people <laughs>.” (P03) 

 Social approval from others: 
Continual adherence was more likely when 
parents received social approval from others. (NPI 
1 – 4, 6 & 7) 

“Obviously the handwashing was recommended. I think two weeks 
ago I just suddenly said, ‘Oh, you know what? I think we should do 
some cleaning.’ So we went to the supermarket and bought these 
disinfectants and just started cleaning the handles of the door, 
cleaning the place. It’s just something that popped to my head. It’s 
not something I really talked about. But obviously since I did it – it’s 
quite interesting, I noticed that when I was doing it, when I opened 
the back door in my apartment, I saw the other neighbour, the other 
apartment, doing it…I noticed, and oh my god, look at this person 
doing it, I was like OK, it’s as if we were thinking along the same 
lines. So imagine that now made me thought that ah, I’m sure that 
other people are also doing this as well.” (P03) 

 Group conformity of behaviours:  
Parents regularly discussed the guidance in their 
social circles (e.g., friends and family) and as a 
result group behaviours were formed. Parents 
changed their behaviour (increasing or decreasing 
adherence) to the group behaviour that was 
agreed between social circles. When agreement 
was not made between individuals in a social 
circle, parents did not change their behaviour. 
(NPI 1-7) 

“My wife, to be honest, even my wife when we go for a walk, she 
even insists, she says you shouldn’t do that because you never 
know. ‘cause she’s more strict than I am. But you know .. but that’s 
good in a sense. If you’re someone who … you need somebody to 
sometimes, you know you think it’s OK to go out, let’s do this … she 
says no, full stop. So that’s good.” (P14) 
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 Authority relations: 
Families’ adherence increased when the guidance 
was delivered from someone, they perceived to 
have authority (e.g., Government). (NPI 1-7) 

“They’ve got the Prime Minster in the TV telling us all, ‘This is 
serious. You have to stay in.’ They’re witnessing that from him or 
whoever’s saying it. It’s not just me mum going ‘Oh, you can’t go out 
‘cause something might happen’ and them thinking, ‘Oh god, she’s 
being dramatic.’ They’re watching someone official, on the television, 
broadcasting this. So it’s almost like you’ve got, ‘Help us out here and 
tell them!’ It’s almost that kind of thing. So I think that helps in my … I 
won’t even say in the fight to keep ‘em in, but that just helps it make it 
a bit easier.” (P05) 

 Work power-relations: 
Parents adherence increased or decreased 
depending on their employer’s guidance. (NPI1, 3, 
4 & 6)        

“Yeah, because they’re classed as, they’re not classed as essential 
but they’ve been staying open. But what he’s [partner] asked to do 
now, he’s been doing that the first couple of weeks, he went into work 
Monday, Tuesday, Wednesday and was actually working from there. 
He’d asked if he could work from home and they said it was a bit 
difficult, because he works on machinery and stuff like that. But he 
doesn’t really feel, he’s not a keyworker, they’ve just got the factory 
was still staying open.” (P16) 

  “I feel that staff should be sent home to … if … maybe prioritise, like, 
'Are you a carer for someone that's elderly?' Level two, 'Are you a 
parent of children who live with you?' We do have staff who don't 
have children and I don't wanna be horrible, but I feel that it puts less 
people at risk by going to work, for them. I'm putting family at risk by 
going to work. And if we had the option to not go work from this 
moment, I would certainly take that 'cause … to … it's enhanced 
safety of my own children and my own family.” (P20) 

 Significant life events: 
Families’ adherence decreased for stay-at-home 
(NPI 1), meeting others (NPI 2), and maintaining 
physical distance (NPI 3) due to families 
celebrating significant life events (e.g., birthdays 
and funerals). (NPI 1-3) 

“She can’t do that but she came yesterday to drop off my daughter’s 
cards and money, [birthday] and she had to just throw the cards in 
the house. And she brought her puppy up, so it was like, ‘Well you 
stand over, and the dog can’t get anything, just let me stroke your 
dog’ so … and then she just had to go.” (P05) 
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 Social network nearby: 
Families’ adherence decreased for stay-at-home 
(NPI 1), meeting others (NPI 2), and maintaining 
physical distance (NPI 3) when families had social 
networks living nearby. (NPI 1-3) 

“Lilly I think, obviously she wants to go out. I mean, we went on a 
two-hour walk yesterday, which was a bit naughty. But we had to go 
to drop something off to my Dad’s, who hasn’t been able to get out. 
So … he chats for England, so we were stuck there for ages. So that 
wasn’t really walking <laughs>.” (P08) 

 Searching for social interaction: 
Families appeared to crave in-person interaction, 
decreasing adherence to meeting others (NPI 2) 
and maintain physical distancing (NPI 3).  (NPI 2 
& 3) 

“So, yeah he is aware of why he can’t see his nana and why he can’t 
see his friends. And why, when we do clap for the NHS, we normally 
stand at the door but then last Thursday I said, ‘Oh Asher, I do miss 
people.’ So we walked up to the gate and we could see all the 
neighbours at their gates. And we were waving and … he looks 
forward to that. I think he uses the clapping on a Thursday night as 
his little, ‘Oh, I’m doing something, yay!’” (P11) 

 Volunteering: 
Families’ adherence decreased for stay-at-home 
(NPI 1), meeting others (NPI 2), and maintaining 
physical distance (NPI 3) when families 
volunteered outside their household. (NPI 1-3) 

So, they took all the right precautions and all the things. My parents 
are self-isolating, my parents-in-law are self-isolating, as well. So, 
we're limiting contact, we're doing some … my husband's doing some 
shopping for his dad. My parents live a bit too far away, but we've got 
other people are covering them and they're getting some deliveries 
now as well, although they've struggled with getting delivery slots. 
But they've got people around them who are helping and supporting. 
In the same way, I'm … the lady who I helped out with her 
anniversary, she has got children, but one lives in London and one 
lives up north somewhere. And she said, 'They're feeling bad that 
they can't help out,' and I said, 'Well, I'm helping you, somebody else 
is helping my parents.' That's the way it goes. As long as everybody's 
helping somebody, everybody gets looked after and there's no need 
to feel bad or guilty about any of it, it's just how it is. (P24) 

 Shopping for family, friends, and neighbours: 
Families’ adherence decreased for stay-at-home 
(NPI 1), meeting others (NPI 2), and maintaining 
physical distance (NPI 3) when families shopped 
for people outside their household. (NPI 1-3) 

“No, no, I spoke to my dad and I was like … Well, what I’ve been 
doing with my parents, because they’re older, I’ve been going over 
once every two weeks to do a shop for them as well, so I’ve sort of 
seen them, which is what I’d do anyway, I’d go over once every two 
weeks, so I don’t feel like I’m missing the contact.” (P17) 
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Beliefs about 
capabilities  

Lack of control: 
Adherence was more likely when parents felt in 
control of their adherence. Parents felt more in 
control of adhering to stay-at-home (NPI 1) than 
maintaining physical distance (NPI 3). (NPI  1-7) 

“‘cause children, even at the age of ten, struggle to grasp the concept 
of social distancing and I think there are a lot of people out there who 
out in the main world don’t seem to grasp the concept of social 
distancing. Because we’ve been out and walking along and if we’re 
walking and someone’s approaching us from the opposite direction 
on the path, I’ll make the children stop and stand as far across as we 
can. Some people just don’t get it. They’ll just walk straight up to you 
and you’re like, ‘Just no closer! I don’t know what you’ve got. You 
don’t know that we might not have something.’” (P26) 

 Self-efficacy: 
Parents were more likely to change their 
behaviour when they believed they could adhere 
to the guidance (i.e., when parents had self-
efficacy in their ability to adhere). (NPI 1-7) 

“I don't think so. To be perfectly honest with you, we as a household 
have always ranked cleanliness quite high, the children have always, 
from a young age, learnt how to wash their hands properly. I, 
although I've only been within the NHS for a year as an employee, 
I've grown up in a household where my family are all NHS workers, 
so it was impressed upon me at a young age how to wash my hands 
properly. So that's something I've just automatically passed down to 
my children.” (P26) 

 Self-confidence: 
Parents were more likely to change their 
behaviour when confident the behaviour was 
adherent. (NPI 1-7) 

“But, overall, we've taken the view that you follow the advice and 
that's what we've tried to do.” (P21) 

Optimism Family’s circumstances: 
Adherence increased when families felt optimistic 
about their circumstances (e.g., resources and 
abilities). (NPI 1-7) 

“Yeah, it'll continue. It'll be nightmare, but … people have done 
worse, haven't they? People deal with worse on a daily basis. We've 
got electric, we've got heating, we've got food in the fridge. There's 
not that much to moan about, really.” (P15) 

 Everyone needs to work together: 
Adherence increased when families perceived the 
nation were adhering to the guidance. (NPI 1-7)   

“But yeah, people have decided to take … ‘cause they’ve realised 
now that it’s serious basically, and we need to work together.” (P14) 

Beliefs about 
consequences 

Health consequences: “So, they’re hearing stuff. And as things are getting worse as well, 
there’s people who I know who have been in intensive care or people 
have died. So, they’re overhearing these conversations, so I don’t 
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Adherence increased when families believed 
there would be health consequences resulting 
from non-adherence. (NPI 1-7) 

know whether it’s that that’s making sort of, where they think, actually 
we should take this to the nth degree, sort of thing, ‘We’re staying 
indoors.’” (P06) 

 Uncertainty of the health implications: 
Adherence increased when families were 
uncertain of the health implications resulting from 
non-adherence. (NPI 1-7) 

“I think probably we’re pretty conscientious as a family. I think we 
tend to like to think that we do the right thing, by ourselves and by 
anyone, and we want to protect our own health. We’ve got young 
children and although obviously science has shown that children 
aren’t as susceptible to attracting the virus, or at least getting into 
serious health complications through the virus, I think we just don’t 
want anyone to be put in that position. My wife and I are both 
relatively young and we’re both healthy people, and we look after 
ourselves and for me … I mean in layman’s terms I wouldn’t be … 
kind of scared to be subject to the virus, but then you don’t know how 
you’re gonna react to it. So there is that fear that although you may 
be young and fit and healthy, I don’t know how I would cope with it.” 
(P25) 

 Perceptions changed over time: 
Beliefs about the health consequences resulting 
from non-adherence appeared to change over 
time. (NPI 1-3)     

“Yeah and we didn't know … obviously, it's very serious and it is very 
serious now, with all the people getting ill and sadly passing away. 
But, to start with, I thought, 'Oh, do you know what, this might end up 
being like the swine flu or,' but it's obviously on a far different scale 
now.” (P25) 

 

 

 

Goals A shared goal: 
Adherence increased when families had a goal 
that was shared by others. (NPI 1-7) 

“So the feeling is, especially for ourselves, is that we want to get back 
some form of normality. That’s the view that our neighbours share as 
well. So in order to be able to do that, we need to just carry on doing 
what we’ve been asked to do, which is obviously as little as possible.” 
P25) 

 Reinforcement  Legally enforced: “..you stick with it; you stick with it because it’s, one, it’s a legality, 
legally we have to do it, and I’m a law-abiding citizen.” (P05) 
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Adherence was more likely for families who 
adhered to other laws. (NPI 1-7)  
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 Parental discipline: 
Behaviour change was more likely for children 
who adhered to their parents’ guidance. (NPI 1-7)  

“I would say that's probably fairly similar and we keep them … 
because they're so little, we keep them in check anyway. They're not 
road safe, they're not road savvy, they do have to be hauled back 
even not in lockdown, COVID, situation. So I think the way that we 
deal with that is effectively the same, but if they're not compliant then 
they need to be reminded of how important it is, then we will talk to 
them about it in terms of safety, hygiene and the virus, rather than 
perhaps road safety or just general safety. I think the added … 
driving force for us to reassure them that there's good reasons why 
they have to be safe is because of the virus. It might seem … it's not 
used in a threatening way. I think it's just used in quite a … perhaps a 
bit of a brutal reminder for them, but … the reason why you can't run 
off ahead, the reason why we're asking you to stay to one side and to 
come back, almost … like you would heal a dog <chuckles>…” (P25) 
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18 APPENDIX E: SUPPORTING MATERIALS FOR 

STUDY D 

18.1   The full survey material 

D1. Please type your age on your last birthday: [number] 

___________ 

Screenout if D1 = <18 

Q1. Which country do you live in? [single code] 

a. England 
b. Scotland 
c. Wales 
d. Northern Ireland 
e. Outside of the UK 

Screenout if Q1 = b-e 

Q2. Which region do you live in? [single code] 

a. East Midlands 
b. East of England 
c. London 
d. North East 
e. North West 
f. South East 
g. South West 
h. West Midlands 
i. Yorkshire and the Humber 

Q3. Are you the parent or guardian of a child who usually attends school (that is, before the 

coronavirus outbreak occurred) and who lives with you? [single code] 

a. Yes  
b. No 

Screenout if Q3 = b  

Q4. Which of the following age groups do your children who live with you fall into? Please tick 

any that apply. [multi code] 

a. 0-3 
b. 4-11 
c. 12-18 
d. None of the above [exclusive] 

Screenout if b OR c not selected 

Q5. The Government has categorised some people as “critical workers” or “keyworkers.” For 

example, this includes people working in health and social care, education, key public services, 

transport, food distribution and other jobs. As far as you know, are you, or a spouse/partner, a 

“critical” or “key” worker? Please tick any that apply. [multi code] 

a. Yes, me 
b. Yes, spouse/partner 
c. No [exclusive] 
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d. Don’t know [exclusive] 
IF Q4 = b 

Q6. You stated that you have at least one child aged 4-11 who lives with you. Are any of your 

children who live with you in the following school years? Please tick any that apply. [multi code] 

a. Reception 
b. Year 1 
c. Year 6 
d. I have no children in the school years listed above [exclusive] 

IF 2 or more options are selected at Q6 

Q7. Thinking only about your children in Reception, Year 1 or Year 6, who live with you, which 

child had the most recent birthday? If the most recent birthday was shared by more than one 

child (e.g. twins, or children born on the same day in different years), please answer the 

following questions thinking about one of these children only. [single code] 

a. My child in Reception 
b. My child in Year 1 
c. My child in Year 6 

ONLY SHOW OPTIONS SELECTED AT Q6 

IF Q6 = a-c 

Q8. Can you please tell us how old that child is? [single code] 

a. 4  
b. 5 
c. 6 
d. 7 
e. 8 
f. 9 
g. 10 
h. 11 

IF Q6 = a-c 

Q9. Can you please tell us if that child is a: [single code] 

a. Boy 
b. Girl 

IF Q6 = a-c 

Q10. Can you please tell us the type of school that child usually attends? [single code] 

a. Fee-paying 
b. State-funded school 
c. Don’t know 

IF Q6 = a-c 

Q11A. Thinking about that child, have they attended school at all in the past 7 days? [single 

code] 

a. Yes, on 5 days 
b. Yes, on 1 to 4 days 
c. No 
d. Don’t know 

IF Q11A = a/b 

Q12A. You said that your child has attended school on at least one day in the past week. For 

which reasons did you send your child to school? Please tick any that apply [multi code]:  
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RANDOMISE ORDER OF STATEMENTS, anchor other to bottom 

a) It is compulsory for my child to attend 
b) I need to work 
c) I have non-work commitments I need to meet 
d) My child’s education will benefit from being at school 
e) My child will benefit from seeing their friends 
f) Having my child at home is a strain 
g) I don’t believe my child will be at risk at school 
h) My child wants to go to school 
i) I think friends, family or other parents will judge me if I don’t send my child to school 
j) It reduces costs at home 
k) Other reason [write in]  

IF Q11A = b 

Q13A. You said that your child has not attended school every day in the past week. For which 

reasons are they attending only part-time? Please tick any that apply [multi code]: 

RANDOMISE ORDER OF STATEMENTS, anchor other to bottom 

a) I am using it as childcare and I only need them in part time 
b) It is less risky for them to be in part-time 
c) The school only offers for them to be in part-time 
d) I am only sending them in on days where the lessons are important 
e) I am only sending them in on days when their friends are in 
f) I am only sending them in on days when I can arrange transport 
g) They only live with me part time 
h) I started sending them in, but have now changed my mind 
i) They have developed coronavirus symptoms (cough or fever, or change in sense of 

taste or smell) 
j) My child developed symptoms of a different illness 
k) Someone else in the family developed coronavirus symptoms (cough or fever, or 

change in sense of taste or smell) 
l) Someone else at the school developed coronavirus symptoms (cough or fever, or 

change in sense of taste or smell) 
m) Other reason [write in] 

IF Q11A = c 

Q14A. You said that your child has not attended school in the past week. For which reasons did 

you not send your child to school? Please tick any that apply [multi code]: 

RANDOMISE ORDER OF STATEMENTS, anchor other to bottom 

a) Someone in my household is clinically vulnerable to coronavirus 
b) I think it is too risky for my child to attend school at the moment 
c) The school is not open 
d) The school has asked my child not to attend 
e) My child doesn’t want to go 
f) I think friends, family or other parents will judge me if I send my child to school 
g) I think they will get a better education at home than at school at the moment 
h) Being at school will be stressful for my child 
i) My child’s friends will not be at school 
j) I have another child who can’t go to school 
k) I can’t arrange transport to get them to school 
l) There’s no point, schools will shut again soon anyway 
m) They have developed coronavirus symptoms (cough or fever, or change in sense of 

taste or smell) 
n) My child developed symptoms of a different illness 
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o) Someone else in the family developed coronavirus symptoms (cough or fever, or 
change in sense of taste or smell) 

p) Someone else at the school developed coronavirus symptoms (cough or fever, or 
change in sense of taste or smell) 

q) Other reason [write in] 
IF Q11A = a/b 

Q15A. In this question we are interested in things that happened on the most recent day that 

your child went to school. Please remember that this survey is anonymous – please be honest 

in your answers. Please tick any that apply. [multi code] 

RANDOMISE ORDER OF STATEMENTS, anchor none of these to bottom 

a) Either on the way to or from school, or at the school gates, I had physical contact 
with someone that I don’t live with  

b) Either on the way to or from school, or at the school gates, I was within 1 metre of 
someone that I don’t live with for 1 minute or longer 

c) Either on the way to or from school, or at the school gates, I was between 1 and 2 
metres of someone that I don’t live with for 15 minutes or longer 

d) My child used public transport to get to or from school. 
e) My child shared a lift in a car with another family to get to or from school.  
f) I gave a lift in a car to a child from another family to get them to or from school.  
g) My child washed their hands as soon as they got home from school. 
h) My child had a shower or bath as soon as they got home from school. 
i) I washed my child’s clothes after they got home from school.  
j) None of these [exclusive] 

IF Q11A = a/b 

Q16A. Thinking about the facilities or procedures at your child’s school. Which of the following, 

if any, are actually happening as far as you are aware? 

Please tick all that apply [multi code] 

RANDOMISE ORDER OF STATEMENTS, anchor none of these to bottom 

a) There are hand washing facilities or hand gel dispensers at the entrance to the school 
that are working 

b) There are hand washing facilities or hand gel dispensers at the entrance to the 
classrooms that are working 

c) Children’s hand washing or hand gel use is being monitored at school 
d) My child’s class sizes is now 15 or fewer  
e) Children need to take in their own food and snacks 
f) Children are having their temperature checked on the way in 
g) The school has used markings or barriers to help children keep their distance from each 

other 
h) None of these are happening at my child’s school [exclusive] 

Q17. For the next series of questions, we would like you to think about one of your children who 

usually goes to school (that is, before the coronavirus outbreak occurred). If you have more 

than one child who usually went to school, then please answer about your child with the most 

recent birthday. If the most recent birthday was shared by more than one child (e.g. twins, or 

children born on the same day in different years), please answer the following questions 

thinking about one of these children only. 

Firstly, can you tell us the first name of your child. This is just so we can refer to them 

throughout the survey. You can give a fake name if you would prefer. [open] 

__________________ 

Q18. How old is [CHILD]? [single code] 



APPENDIX E: SUPPORTING MATERIALS FOR STUDY D 

433 

 

a. 4 
b. 5 
c. 6 
d. 7 
e. 8 
f. 9 
g. 10 
h. 11 
i. 12 
j. 13 
k. 14 
l. 15 
m. 16 
n. 17 
o. 18 

 

Q19. What year is [CHILD] in at school [single code] 

a. Reception 
b. Year 1 
c. Year 2 
d. Year 3 
e. Year 4 
f. Year 5 
g. Year 6 
h. Year 7 
i. Year 8  
j. Year 9 
k. Year 10 
l. Year 11 
m. Year 12 
n. Year 13 

Q20. Is [CHILD] a: [single code] 

a. Boy 
b. Girl 

Q21. What type of school does [CHILD] normally attend? [single code] 

a. Fee-paying 
b. State-funded school 
c. Don’t know 

If Q5 = a/b AND [Q4 ≠ b or Q6 = d) 

Q11B. Has [CHILD] attended school at all in the past 7 days? [single code] 

a. Yes, on 5 days 
b. Yes, on 1 to 4 days 
c. No 
d. Don’t know 

IF Q11B = a/b 

Q12B. You said that [CHILD] has attended school on at least one day in the past week. For 

which reasons did you send [CHILD] to school? Please tick any that apply [multi code]:  

RANDOMISE ORDER OF STATEMENTS, anchor other to bottom 

a) It is compulsory for my child to attend 
b) I need to work 



APPENDIX E: SUPPORTING MATERIALS FOR STUDY D 

434 

 

c) I have non-work commitments I need to meet 
d) My child’s education will benefit from being at school 
e) My child will benefit from seeing their friends 
f) Having my child at home is a strain 
g) I don’t believe my child will be at risk at school 
h) My child wants to go to school 
i) I think friends, family or other parents will judge me if I don’t send my child to school 
j) It reduces costs at home 
k) Other reason [write in]  

IF Q11B = b 

Q13B. You said that [CHILD] has not attended school every day in the past week. For which 

reasons is [CHILD] attending only part-time? Please tick any that apply [multi code]: 

RANDOMISE ORDER OF STATEMENTS, anchor other to bottom 

a) I am using it as childcare and I only need them in part time 
b) It is less risky for them to be in part-time 
c) The school only offers for them to be in part-time 
d) I am only sending them in on days where the lessons are important 
e) I am only sending them in on days when their friends are in 
f) I am only sending them in on days when I can arrange transport 
g) They only live with me part time 
h) I started sending them in, but have now changed my mind 
i) They have developed coronavirus symptoms (cough or fever, or change in sense of 

taste or smell) 
j) My child developed symptoms of a different illness 
k) Someone else in the family developed coronavirus symptoms (cough or fever, or 

change in sense of taste or smell) 
l) Someone else at the school developed coronavirus symptoms (cough or fever, or 

change in sense of taste or smell) 
m) Other reason [write in] 

IF Q11B = c 

Q14B. You said that [CHILD] has not attended school in the past week. For which reasons did 

you not send [CHILD] to school? Please tick any that apply [multi code]: 

RANDOMISE ORDER OF STATEMENTS, anchor other to bottom 

a) Someone in my household is clinically vulnerable to coronavirus 
b) I think it is too risky for my child to attend school at the moment 
c) The school is not open 
d) The school has asked my child not to attend 
e) My child doesn’t want to go 
f) I think friends, family or other parents will judge me if I send my child to school 
g) I think they will get a better education at home than at school at the moment 
h) Being at school will be stressful for my child 
i) My child’s friends will not be at school 
j) I have another child who can’t go to school 
k) I can’t arrange transport to get them to school 
l) There’s no point, schools will shut again soon anyway 
m) They have developed coronavirus symptoms (cough or fever, or change in sense of 

taste or smell) 
n) My child developed symptoms of a different illness 
o) Someone else in the family developed coronavirus symptoms (cough or fever, or 

change in sense of taste or smell) 
p) Someone else at the school developed coronavirus symptoms (cough or fever, or 

change in sense of taste or smell) 
q) Other reason [write in] 
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IF Q11B = a/b 

Q15B. In this question we are interested in things that happened on the most recent day that 

[CHILD] went to school. Please remember that this survey is anonymous – please be honest in 

your answers. Please tick any that apply. [multi code] 

RANDOMISE ORDER OF STATEMENTS, anchor none of these to bottom 

a) Either on the way to or from school, or at the school gates, I had physical contact 
with someone that I don’t live with  

b) Either on the way to or from school, or at the school gates, I was within 1 metre of 
someone that I don’t live with for 1 minute or longer 

c) Either on the way to or from school, or at the school gates, I was between 1 and 2 
metres of someone that I don’t live with for 15 minutes or longer 

d) My child used public transport to get to or from school. 
e) My child shared a lift in a car with another family to get to or from school.  
f) I gave a lift in a car to a child from another family to get them to or from school.  
g) My child washed their hands as soon as they got home from school. 
h) My child had a shower or bath as soon as they got home from school. 
i) I washed my child’s clothes after they got home from school.  
j) None of these [exclusive] 

IF Q11B = a/b 

Q16B. Thinking about the facilities or procedures at [CHILD]’s school. Which of the following, if 

any, are actually happening as far as you are aware? Please tick any that apply. [multi code]  

RANDOMISE ORDER OF STATEMENTS, anchor none of these to bottom 

a) There are hand washing facilities or hand gel dispensers at the entrance to the school 
that are working 

b) There are hand washing facilities or hand gel dispensers at the entrance to the 
classrooms that are working 

c) Children’s hand washing or hand gel use is being monitored at school 
d) My child’s class size is now 15 or fewer  
e) Children need to take in their own food and snacks 
f) Children are having their temperature checked on the way in 
g) The school has used markings or barriers to help children keep their distance from each 

other 
h) None of these are happening at [CHILD]’s school [exclusive] 

 
Q22. Does [CHILD] have special educational needs? [singe code] 

- Yes 

- No 

- Don’t know / prefer not to say 

 

Q23. In the past 7 days, how many times, if at all, has [CHILD] left your home for each of the 

following reasons? [multi code] 

a) To go to the shops for groceries, toiletries or medicines  

b) To go to the shops for other items 

c) For exercise 

d) For a medical need (e.g. an outpatient appointment) 

e) To go to school 

f) To provide help to someone else 

g) To meet friends  

h) To meet family members who don’t live with you 

i) For another reason  
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Q24. In the past 7 days, have you done the following, because of the risk from coronavirus: 

SCALE 

- Yes 

- No 

STATEMENTS – RANDOMISE 

a. Washed your hands thoroughly and regularly 

b. Stayed 2m (3 steps) away from people you do not live with when outside your home 

c. Washed your clothes when you have returned home  

d. Washed [CHILD]’s clothes when she/ he has returned home  

e. Used tissues or clothing to touch door handles or other objects when outside 

f. Cleaned or disinfected items you have brought into the home, such as groceries or 

parcels 

g. Left items that you have brought into the home for 24 hours or more before using them, 

to kill any virus on them 

h. Covered your face or used a face mask when out and about 

i. Covered [CHILD’s] face or given her/him a face mask when out and about 

j. Worn protective gloves when out and about 

k. Made [CHILD] wear protective gloves when out and about 

 

Q25. We are interested in how many people [CHILD] has had close contact with in the past 24 

hours. By close contact we mean closer than 2 meters, for fifteen minutes or more. Please 

remember, this survey is anonymous so please be honest.  

In the past 24 hours, how many people in the following categories has [CHILD] had close 

contact with: [multi code] 

a. Someone [CHILD] lives with 
b. Friends or other children who [CHILD] does not live with 
c. A family member aged under 70 who [CHILD] does not live with 
d. A family member aged over 70 who [CHILD] does not live with 
e. A babysitter, nanny or childminder  
f. Other children, not already reported above 
g. Other adults, not already reported above 

Q26. Did [CHILD] attend school in the past 24 hours? [single code] 

a. Yes 
b. No 

RANDOMISE ORDER OF Q27a AND Q27b SHOWN TO EACH RESPONDENT 

 

Q27a. How much, if at all, do you agree or disagree with the following statements: 

STATEMENTS (randomise order): 

a) If [CHILD] goes out, she/he is likely to catch coronavirus  
b) If [CHILD] goes out, she/he is likely to bring coronavirus back into our home 
c) [CHILD] is keeping up with her/his schoolwork 

d) I feel confident helping [CHILD] with her/his schoolwork 

e) I feel supported by [CHILD’s] school 

f) I have access to all the resources that [CHILD] needs to do her/his schoolwork  

g) During lockdown, [CHILD] has learned about important things she/he wouldn’t normally 
learn at school.  

h) In the past 7 days, [CHILD] has been bored  
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SCALE 

- Strongly agree 
- Tend to agree 
- Neither agree nor disagree 
- Tend to disagree 
- Strongly disagree 
- Not applicable 

 
Q27b. How much, if at all, do you agree or disagree with the following statements: 

STATEMENTS (randomise order): 

a) In the past 7 days, my household has had a regular structure to the day  
b) In the past 7 days, [CHILD] has kept in touch with her/his friends  
c) [CHILD] is worried about coronavirus  
d) In the past 7 days, [CHILD] has felt upset about not seeing other family members who 

do not live with us 
e) In the past 7 days, I have found it hard to keep up with work or other important 

commitments  
f) In the past 7 days, people in my household have been getting along well  
g) I am worried about the financial impact of lockdown measures 
h) Before the school closures, [CHILD] had extra support at school 

SCALE 

- Strongly agree 
- Tend to agree 
- Neither agree nor disagree 
- Tend to disagree 
- Strongly disagree 
- Not applicable 

Q28. To what extent, if at all, do you agree or disagree with the following statements? 

RANDOMISE ORDER OF STATEMENTS 

a) If it were possible, I would feel comfortable sending [CHILD] to school next week.  
b) If it were possible, I would want to send [CHILD] to school next week. 
c) There is still too much coronavirus around for schools to be able to reopen safely 
d) When [CHILD’s] school fully reopens, some parents will send their children to school, 

even if they have symptoms of coronavirus 

e) It is impossible for children to maintain ‘social distancing’ at school 
f) Children will not wash their hands properly at school 
g) Staff will not wash their hands properly at school 
h) Schools will not be able to provide good quality education at the moment 
i) School will not be an enjoyable place for [CHILD] to be at the moment 

SCALE 

- Strongly agree 
- Tend to agree 
- Neither agree nor disagree 
- Tend to disagree 
- Strongly disagree 
- Not applicable 

Q29A. Has [CHILD] had any of the following symptoms in the past 7 days? Please tick any that 

apply, no matter where you think the symptoms came from, and even if the symptoms were 

mild. [multi code] 
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RANDOMISE ORDER OF STATEMENTS, anchor “none of these” and “don’t know” to bottom 

• New, continuous cough 

• High temperature / fever  

• Runny nose 

• Diarrhoea 

• Nausea / feeling sick  

• Vomiting 

• Sneezing 

• Loss of appetite 

• Loss of sense of smell (fully or partial) 

• Loss of taste 

• None of these  

• Don’t know  

Q29B. Have you, or anyone else in your household (excluding [CHILD]) had any of the following 

symptoms in the past 14 days? Please tick any that apply, no matter where you think the 

symptoms came from, and even if the symptoms were mild. [multi code] 

RANDOMISE ORDER OF STATEMENTS, anchor “none of these” and “don’t know” to bottom 

• New, continuous cough 

• High temperature / fever  

• Runny nose 

• Diarrhoea 

• Nausea / feeling sick  

• Vomiting 

• Sneezing 

• Loss of appetite 

• Loss of sense of smell (fully or partial) 

• Loss of taste 

• None of these  

• Don’t know  

Q30. Do you know if [CHILD] has had, or currently has, coronavirus? (Please select the option 

that BEST applies) [single code] 

a) They have definitely had it or definitely have it now 

b) They have probably had it or probably have it now 

c) They have probably not had it and probably don’t have it now 

d) They have definitely not had it and definitely don’t have it now 
 

RANDOMISE ORDER OF Q31a AND Q31b SHOWN TO EACH RESPONDENT 

 

Q31a. Please tell us how often each of these things happen to [CHILD]. There are no right or 

wrong answers. 

SCALE 

- Never 

- Sometimes 

- Often  

- Always 
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STATEMENTS 

- My child worries about things 
- My child worries that something awful will happen to someone in the family 
- My child worries that bad things will happen to him/her 
- My child feels sad or empty 
- Nothing is much fun for my child anymore 
- My child has trouble sleeping 
- My child has problems with his/her appetite 
- My child has no energy for things 
  
Q31b. Please tell us how often each of these things happen to [CHILD]. There are no right or 

wrong answers. 

SCALE 

- Never 

- Sometimes 

- Often  

- Always 

 
STATEMENTS 
 
- My child worries that something bad will happen to him/her 
- My child worries about what is going to happen 
- My child thinks about death  
- My child is tired a lot 
- My child cannot think clearly 
- My child feels worthless 
- My child feels like he/she doesn’t want to move 
- My child feels restless 
 

Q32. Thinking about next flu season (September 2020 – March 2021). During this time, you 

may be invited to vaccinate [CHILD] against flu. All primary school, but not secondary school 

children, are eligible for the child flu vaccine. For the following questions, please think about the 

next flu season. 

For each of the following statements, please tell us to what extent, if at all, you agree or 

disagree:  

I want [CHILD] to be vaccinated for flu next year (2020/21) 

- Strongly agree 
- Agree 
- Neither agree nor disagree 
- Disagree 
- Strongly disagree 
- Not applicable, [CHILD] will be in secondary school in next school year (2020/21) 

IF Q32 = a-e 

Q33 I intend [CHILD] to be vaccinated for flu next year (2020/21) 

- Strongly agree 
- Agree 
- Neither agree nor disagree 
- Disagree 
- Strongly disagree 
- Not applicable, [CHILD] will be in secondary school in next school year (2020/21) 
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Thinking now about yourself… 

Q34. Over the last 2 weeks, how often have you been bothered by the following problems? 

SCALE 

- Not at all 
- Several days 
- More than half the days 
- Nearly every day 

STATEMENTS 

- Feeling nervous, anxious or on edge 
- Not being able to stop or control worrying 
- Little interest or pleasure in doing things 
- Feeling down, depressed, or hopeless 

 
And finally, the following questions ask for some more information about you and your 

household. 

 

D2. Which gender do you identify yourself with? [single code] 

- Male 
- Female 
- Prefer to self-describe 
- Prefer not to say 
 

D3.  What is your employment status? [single code] 

a. Full time paid job (31+ hours) 
b. Part time paid job (<31 hours) 
c. Doing paid work on a self-employed basis or within your own business 
d. Employed, but currently furloughed 
e. Student / On a government training programme (Nation Traineeship/Modern 

Apprenticeship) 
f. Out of work (6 months or less) 
g. Out of work (more than 6 months) 
h. Looking after home / Homemaker 
i. Retired 
j. Disabled OR Long-term sick 
k. Unpaid work for a business, community or voluntary organisation 
l. Prefer not to say 

If answer a/b/c to D3 

D4. Are you currently working from home? [single code] 

- Yes 
- No 

D5.  What is the highest level of educational qualification you have received? [single code] 

a. PhD/Doctor 
b. Master’s 
c. Bachelor’s Degree or equivalent (Such as a NVQ level 5) 
d. Higher education (Such as a HND or a NVQ level 4) 
e. A level or equivalent (Such as Scottish Highers or NVQ level 3) 
f. GCSE and below (Such as O level or an RSA Diploma) 
g. Other qualifications (Such as NVQ level 1) 
h. No qualifications 
i. Prefer not to say 
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D6.  Which of the following income brackets best represents your household income, before tax 
deductions for income tax, National Insurance etc? [single code] 

a. Less than £5,000 
b. £5,000-£9,999 
c. £10,000-£14,999 
d. £15,000-£19,999 
e. £20,000-£24,999 
f. £25,000-£29,999 
g. £30,000-£34,999 
h. £35,000-£39,999 
i. £40,000-£44,999 
j. £45,000-£49,999 
k. £50,000-£59,999 
l. £60,000-£69,999 
m. £70,000-£84,999 
n. £85,000-£99,999 
o. More than £100,000 
p. Prefer not to say 

D7.  What is your current marital or civil partnership status? [single code] 

a. Single (i.e. never married and never registered as a same sex civil-partnership) 
b. Co-habiting with partner (but never married or been in a civil partnership) 
c. Civil partnership 
d. Married 
e. Separated, but still legally married / in a civil partnership 
f. Divorced / Civil partnership legally dissolved 
g. Widowed / Surviving partner from a same-sex civil partnership 

D8.  Which of the following categories would best describe your ethnicity? [single code] 

a. English/Welsh/Scottish/Northern Irish/British 
b. Irish 
c. Gypsy or Irish Traveller 
d. Other 
e. White and Black Caribbean 
f. White and Black African 
g. White and Asian 
h. Other 
i. Indian 
j. Pakistani 
k. Bangladeshi 
l. Chinese 
m. Other 
n. Caribbean 
o. African 
p. Other 
q. Arab 
r. Any other (please specify) 
s. Prefer not to say 

D10. How many children in each age group live in your household? [number list] 

- 0-3 
- 4-10 
- 11-15 
- 16-18 

Allow numerical input for each age group 
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D11. Do you live with anyone over the age of 70 years? [single code] 

a. Yes 
b. No 

D12.  Including yourself, how many people live in your household? [single code] 

a. 2 
b. 3 
c. 4 
d. 5 
e. 6 
f. 7 
g. 8 
h. 9 
i. 10 or more 

D9. Do any of the following have a medical condition than might make them particularly 

vulnerable to coronavirus? 

SCALE 

- Yes 
- No 
- Don’t know 

STATEMENTS 

a. Yourself 

b. [CHILD] 

c. Anyone else you live with [show if D12 = b-i] 

D13. [Record number] How many bedrooms does your home have?  

D14. [Multi code] Which of the following do you have access to at your home:  

a) A garden 
b) A patio / terrace 
c) A balcony 
d) Another form of outdoor space 
e) No outdoor space 

Thank you for completing this survey. If you have any concerns about your child’s mental 

health, please click here [link to Young Minds]

https://youngminds.org.uk/
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18.2   Table of results about the behaviours that families followed because of COVID-19 

Table 18.1  Frequencies to show the behaviours that parents or children had followed, in the past 7 days because of the risk of 

coronavirus. The findings are presented by children’s non-household family interactions (n = 309) and lower well-being (n = 519). 

Statements   Statement in 
relation to COVID-
19 guidelines at 
the time 

Total 
participant
s (n=2010, 
%) 

Child’s not 
had family 
interactions 
(n=1701, %) 

Child’s had 
family 
interactions 
(n=309, (%) 

Child higher 
well-being, 
(n=1491, %) 

Child 
lower well-
being, 
(n=519, %) 

Washed your hands thoroughly and regularly Recommended 1895 (94%) 1617 (95) 278 (90) 1435 (96) 460 (89) 

Stayed 2m (3 steps) away from people you do 
not live with when outside your home 

Recommended 1867 (93%) 1599 (94) 268 (87) 1413 (95) 454 (87) 

Cleaned or disinfected items you have brought 
into the home, such as groceries or parcels 

Not recommended 1089 (54%) 908 (53) 181 (59) 779 (52) 310 (60) 

Washed [CHILD]’s clothes when she/ he has 
returned home 

Not recommended  1089 (54%) 829 (49) 176 (57) 688 (46) 317 (61) 

Washed your clothes when you have returned 
home 

Not recommended  959 (48%) 788 (46) 171 (55) 653 (44) 306 (59) 

Used tissues or clothing to touch door handles 
or other objects when outside 

Not recommended 954 (48%) 788 (46) 166 (54) 679 (46) 275 (53) 

Covered your face or used a face mask when 
out and about 

Not recommended 822 (41%) 678 (40) 144 (47) 571 (38) 251 (48) 

Covered [CHILD’s] face or given her/him a 
face mask when out and about 

Not recommended 741 (37%) 600 (35) 141 (46) 500 (34) 241 (46) 

Left items that you have brought into the home 
for 24 hours or more before using them, to kill 
any virus on them 

Not recommended 725 (36%) 607 (36) 118 (38) 493 (33) 232 (45) 

Worn protective gloves when out and about Not recommended 693 (35%) 562 (33) 131 (43) 453 (30) 240 (46) 

Made [CHILD] wear protective gloves when 
out and about 

Not recommended 503 (25%) 390 (23) 113 (37) 308 (21) 195 (38) 
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19 APPENDIX F: SUPPORTING MATERIALS FOR 

STUDY E 

19.1   The discussion guide 

Knowledge, perceptions, experience of symptoms 

Can you tell me a bit about the last time you had a cold or the flu?  

• When was that?  

• Were your symptoms mild or severe or somewhere in between? 

• How did you manage your symptoms?  

Can you tell me about the symptoms of Covid-19? (see what if any symptoms they cover, only 

prompt if they don’t mention them) 

- Fever: tell me about what you consider to be a fever? How do you measure it?  

- Cough: tell me about what you think counts as a cough? How long, how frequent, etc. 

- Loss or change to sense of smell/taste: tell me what this means to you? What kind of 

change?  

- Any other symptoms (e.g. sore throat, sneezing, runny nose, headache): What do these 

mean to you? What would you do about them? 

How confident do you feel in identifying symptoms in yourself/your child? If not confident, what 

might make it easier? 

If you have more than 1 child, do you think you would react to symptoms differently depending 

on which child displayed symptoms?  

How confident do you feel being able to tell the difference between Covid-19 and a cold or other 

illness in yourself/your child? Can you tell me about how you’re making that decision?  

When would you still go out/send your child to school? What made that important to you? 

In what way would how you act on symptoms that you think might be Covid-19 differ from how 

you would act on symptoms that might not be caused by Covid-19 / have acted on symptoms in 

the past? 

How likely do you feel you/your child are to get Covid-19? Can you tell me about why you do or 

do not feel at risk? 

Have you/your child experienced any of these symptoms (fever, cough, loss/change in 

taste/smell) in the last 7 days?  

- If so, can you tell me step by step about the symptom/s and the experience? 

Combination of symptoms or just 1? How severe were symptoms? 

- What if anything did you do about the symptom(s)? Stay off school/work?  

- Did you search for information about the symptom(s)? If no, why not? If yes, what 

information and where did you look? Was it helpful?  
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Knowledge, perceptions, experience of testing 

Who do you think is eligible to get tested for Covid-19? What makes someone eligible?  

When would you ask for a Covid-19 test for yourself/your child?  

- How long after symptoms start? 

- How many symptoms? Just 1? Combination?  

- How severe are the symptoms? 

Have you/your child ever had a Covid-19 test? 

- If yes: 

• Can you tell me a bit about this experience? What led you to getting a test? 

• Did you have any concerns about getting tested? (data privacy, social stigma or 

reaction of friends/family/colleagues, missing work/school, loss of income, 

safety concerns, effectiveness of the test, etc.)? 

• Is there anything that would ever stop you getting a test? Why or why not? 

• Did you/they have any symptoms? If so, what were your/their symptom(s)?  

• When did you seek the test? How long after symptom(s)? 

• How did you get the test? At home, test centre, etc. Could anything make the 

process easier? If you went to a test centre, did you feel safe? 

• What was the test like? Can you tell me about what you had to do?  

• What happened after you finished the test? 

• How did you get your results?  

• How long were you waiting for your results? Did you do anything differently 

while you were waiting for your results to come through? How did you feel 

during this time?  

• Did you feel that people treated you any differently after learning that you’d had 

a test for coronavirus (regardless of the outcome)? 

• If positive, can you tell me about whether you self-isolated and what this was 

like? What made it more difficult? What might make it easier? If did not isolate, 

why not?  

• If positive, did you get in touch with other people to let them know you had 

tested positive? Did / do they treat you any differently?  

• Were you contacted by Test and Trace? If so, can you tell me a bit about this 

experience? 

- If no: 

• Can you tell me about how you would go about getting a Covid-19 test?  

• Where would you go for information? What information would you want/need?  

• Would you want to be tested? If no, why not? What concerns do you have (data 

privacy, social stigma or reaction of friends/family/colleagues, missing 

work/school, loss of income, safety concerns, effectiveness of the test, etc.)? 
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• How would you feel about doing the test (would it hurt/be uncomfortable, 

confident able to do it yourself/for your child)?  

• Would you do anything differently after being tested for coronavirus? 

• Do you think people would treat you differently if you were tested for 

coronavirus? (If positive / If negative) 

• Can you tell me about what you would do if the test came back positive? 

• What impact would a positive result have on you/your child’s life? 

Has anyone you know had a Covid-19 test? What if anything did they tell you about the 

experience?  

What do you think would happen if someone had a positive test result, but did not self-isolate? 

What if anything would encourage you to take a test? 

What information would you want about testing? Where/who do you want the information 

coming from? Why? Anyone you do not want information from? Why? 
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20 APPENDIX G: SUPPORTING MATERIALS FOR 

STUDY F 

20.1   Survey questions 

Standard demographic variables: 

1. What is your date of birth? 
1. YEAR 
2. 1910 1910 
3. ... 
4. 2015 2015 
5. MONTH 
6. January 
7. February 
8. March 
9. April 
10.  May 
11. June 
12. July 
13. August 
14. September 
15. October 
16. November 
17. December 

2. Which of the following describes how you think of yourself? 
1. Male 
2. Female 
3. In another way 
4. Prefer not to answer 

3. Where do you live?  Please note:  This question may be considered personal. We would like 
to remind you that your participation is strictly voluntary and that your responses are used for 
research purposes only. The answers that you provide will be presented in aggregate form and 
none of them will be linked back to you in any way. All data will be collected and processed in 
adherence to the Market Research Society’s Code of Conduct and the General Data Protection 
Regulation (GDPR). 

1. Postcode 
2. Postal Town 
3. Prefer Not to Answer 

4. Where do you live? 
1. North East 
2. North West 
3. Yorkshire and The Humber 
4. West Midlands 
5. East Midlands 
6. East of England 
7. South West 
8. South East 
9. Greater London 
10. Wales 
11. Scotland 
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12. Northern Ireland 

5. How many people are living or staying at your current address?  (Include yourself and any 
other adults or children who are currently living or staying at this address for at least two 
months) 

1. 1 
2. 2 
3. 3 
4. 4 
5. 5 
6. 6 
7. 7 
8. 8 
9. 9 
10. 10 
11. 11 
12. 12+ 

6. How many children under the age of 18 are living in your household? Please reference only 
the children for which you are the parent or legal guardian.  (If there are no children under 18 in 
your household, please type 0) 
7. Please provide us with the following information about the children under the age of 18 in 
your household. Please reference only the children for which you are the parent or legal 
guardian. 

1. Relationship 
2. Parent (biological or adopted) 
3. Legal guardian 
4. Other (e.g. step-child) 
5. Gender 
6. Boy 
7. Girl 
8. Year of birth 
9. Month of birth 

8. What is your highest level of education attained? 
1. Primary school 
2. Secondary school (age under 15 years old) 
3. GNVQ / GSVQ / GCSE/ SCE standard. 
4. NVQ1, NVQ2 
5. NVQ3/ SCE Higher Grade/ Advanced GNVQ/ GCE A/AS or similar. 
6. NVQ4 / HNC / HND / Bachelor's degree or similar. 
7. NVQ5 or post-graduate diploma. 

9. The next question may be considered personal, but it is not mandatory to answer. If you do, 
we assure you that your responses will be kept strictly confidential and used for research 
purposes only.    What is the COMBINED TOTAL ANNUAL INCOME (pre-tax) earned by all 
members of your household?    Please include all your income sources: salaries, scholarships, 
pension and Social Security benefits, dividends from shares, income from rental properties, 
child support and alimony etc. 

1. Under £5,000 
2. £5,000 - £9,999 
3. £10,000 - £14,999 
4. £15,000 - £19,999 
5. £20,000 - £24,999 
6. £25,000 - £34,999 
7. £35,000 - £44,999 
8. £45,000 - £54,999 
9. £55,000 - £99,999 
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10. £100,000 or more 
11. Prefer not to answer 

10. What is your current employment status? 
1. Employed full-time 
2. Employed part-time 
3. Self employed 
4. Unemployed but looking for a job 
5. Unemployed and not looking for a job/Long-term sick or disabled 
6. Full-time parent, homemaker 
7. Retired 
8. Student/Pupil 

11. In which of the below categories does your occupation fall?  If retired or unemployed, please 
indicate the category closest to your previous occupation. 
Responses copied from https://www.ilo.org/public/english/bureau/stat/isco/isco88/ 

12. What is the occupation of the person with the highest income? If retired or unemployed, 
please indicate the category closest to his/her previous occupation. 
Responses copied from https://www.ilo.org/public/english/bureau/stat/isco/isco88/ 

In this survey, some questions will be about health and perceptions about, coronavirus, politics, 
religious beliefs, etc.  A “Prefer not to answer” option will be available for you to select, if the 
case. Ipsos is running the survey and collecting such data in order to understand attitudes 
towards public health measures in the context of the coronavirus pandemic, and trust in their 
efficacy. 
Ipsos has been commissioned by the University of Bristol and King’s College London to carry 
out this research. Information collected through the survey will be made available to the team of 
researchers at the University of Bristol and King’s College London in an anonymised format, 
unless you provide your permission to pass personal data to them. At no point will any 
information that would allow you to be identified be made available to the public. 
Participation is completely voluntary and you may withdraw your consent at any time. Your 
survey answers will be combined with the answers from all other participants and used for social 
research purposes only, and your personal data will be held for no longer than 12 months within 
Ipsos and no longer than April 2023 from researchers at the University of Bristol and King’s 
College London.  
Do you accept the collection of personal information and of health and perceptions about 
coronavirus related data? 

1. Yes, I accept 
2. No, I do not accept 

13. Which of these applies to your home? 
1. Being bought on a mortgage                             
2. Owned outright by household                             
3. Rented from a local authority                              
4. Rented from a housing association/trust             
5. Rented from a private landlord                            
6. Other                                                                   
7. Refused/don’t know   

 
The next question may be considered personal, but it is not mandatory to answer. If you do, we 
assure you that your responses will be kept strictly confidential and used for research purposes 
only. 
14. What is your ethnic group?  
Please select only one  
White  

1. English / Welsh / Scottish / Northern Irish / British 

https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ilo.org%2Fpublic%2Fenglish%2Fbureau%2Fstat%2Fisco%2Fisco88%2F&data=04%7C01%7Clisa.woodland%40kcl.ac.uk%7C755b7c34a6e04964cacd08da16fa40ab%7C8370cf1416f34c16b83c724071654356%7C0%7C0%7C637847561474660619%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=VUB%2FwQwyLqTSXkAHlxBwtEQ84tDF37AC6WEPWhPc4ys%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ilo.org%2Fpublic%2Fenglish%2Fbureau%2Fstat%2Fisco%2Fisco88%2F&data=04%7C01%7Clisa.woodland%40kcl.ac.uk%7C755b7c34a6e04964cacd08da16fa40ab%7C8370cf1416f34c16b83c724071654356%7C0%7C0%7C637847561474660619%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=VUB%2FwQwyLqTSXkAHlxBwtEQ84tDF37AC6WEPWhPc4ys%3D&reserved=0
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2. Irish 
3. Gypsy or Irish Traveller 
4. Any other White background 

 
Mixed / multiple ethnic groups 

5. White and Black Caribbean 
6. White and Black African 
7. White and Asian 
8. Any other Mixed / multiple ethnic background 

 
Asian / Asian British  

9. Indian 
10. Pakistani 
11. Bangladeshi 
12. Chinese 
13. Any other Asian background 

 
Black / African / Caribbean / Black British 

14. African 
15. Caribbean 
16. Any other Black / African / Caribbean background 

 
Other ethnic group 

17. Arab 
18. Any other ethnic group, please write in 
19. Prefer not to answer 

 
Survey questions 

For the next set of questions, we would like you to think about your [number of children] 
youngest children who usually attend school.  
15. Since about [Scotland only] the start of the school year (September 2021), please tick, for 
each child, any new symptoms that they developed for any reason (e.g. a cold, allergic reaction, 
coronavirus, etc.), even if some of the symptoms were mild. If they have developed new 
symptoms more than once during that period (for example if they have had a cold in one week, 
and an allergic reaction a couple of weeks later), please just tell us about the most severe set of 
symptoms that they had (for example, tell us about the cold, or the allergic reaction, whichever 
seemed worse). Please tick any that apply.  

1. New, continuous cough 
2. High temperature / fever  
3. Diarrhoea 
4. Nausea / feeling sick  
5. Vomiting / being sick 
6. Earache 
7. A rash 
8. Loss of sense of smell (fully or partial) 
9. Loss of taste 
10. Sore throat 
11. Headache 
12. Muscle ache 
13. Breathlessness, tight chest, or wheezing 
14. Feeling tired or exhausted 
15. I don’t have any (more) children who usually attend school  
16. None of these  
17. Don’t know  
18. Prefer not to say  
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1. Child 1 (youngest)  
2. Child 2  
3. Child 3 
4. Child (oldest)  
 
16. Please think about your child who most recently developed symptoms. When they had 
symptoms, did they do any of the following?  
Please tick any that apply. Do not count things that they did online.  
 

1. Went to school  
2. Went to a club or lesson outside of school  
3. Visited someone from another household  
4. Someone from another household visited the child 
5. Someone from another household visited our household  
6. Took a lateral flow test (LFT) to see whether they had coronavirus (this is a rapid 

test that gives results in 30 minutes) 
7. Took a polymerase chain reaction (PCR) test to see whether they had coronavirus 

(this is a test that is sent off to a laboratory) 
8. Took both a lateral flow test (LFT, a rapid test that gives results in 30 minutes) and 

a polymerase chain reaction (PCR) test (a test that you send off to the laboratory) 
to see whether they had coronavirus 

9. Took a test to see whether they had coronavirus, but I am not sure what type of test 
it was 

10. None of these  
11. Prefer not to say 

 
17. Please still think about your child who most recently developed symptoms. You said your 
child had taken at least one rapid lateral flow test (LFT).  Were any of the results positive?  
 

1. Yes, this child had one or more rapid lateral flow tests (LFT) and had a positive result 
2. None of the rapid lateral flow tests (LFT) for this child had a positive result 
3. Don’t know  
4. Prefer not to say  

 
18. Please still think about your child who most recently developed symptoms. You said your 
child had taken a polymerase chain reaction (PCR) test to see whether they had coronavirus. 
What was the result?  

1. My child tested positive 
2. My child tested negative 
3. The result was inconclusive 
4. I have not received the results 
5. Don’t know 
6. Prefer not to say  

19. Thinking about the same child who most recently developed symptoms, to what extent, if at 
all, do you agree or disagree with the following statements about this child, as a result of having 
these symptoms? 

1. My child has missed too much school since September this year  
2. My child is behind at school 
3. My child often says they have symptoms of illnesses when they do not 
4. Often no-one is available to look after my child if they cannot go to school 
5. My child does not want to take time off school  
6. My child makes their own decisions about when they go to school 
7. My child should go to school if they have taken medication (e.g., Calpol, paracetamol)  

1. Strongly agree 
2. Tend to agree 
3. Neither agree nor disagree 
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4. Tend to disagree 
5. Strongly disagree 
6. Don’t know  
7. Prefer not to say  

 
20. Now thinking in general, to what extent, if at all, do you agree or disagree with the following 
statements?  

1. If children have common illnesses (e.g., a cold), they should go to school 
2. Children build up their immunity by mixing with children who have common illnesses 

(e.g., a cold) 
3. Other children with common illnesses (e.g. a cold) go to school 
4. If children have mild symptoms of an illness, they should go to school 
5. Going to school is important for my child’s mental health  
6. When my child says they are too ill to attend school, I let them stay at home 

1. Strongly agree 
2. Tend to agree 
3. Neither agree nor disagree 
4. Tend to disagree 
5. Strongly disagree 
6. Don’t know  
7. Prefer not to say  

 


