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Abstract

Background: As of March 2020, governments throughout the world implemented business
closures, work from home policies, and school closures due to exponential increase of corona-
virus disease 2019 (COVID-19) cases, leaving only essential workers being able to work on site.
For most of the children and adolescent school closures during the first lockdown had signifi-
cant physical and psychosocial consequences. Here, we describe a comprehensive Return to
School program based on a behavior safety protocol combined with the use of saliva-based
reverse transcriptase-polymerase chain reaction (RT-PCR) pooled screening technique to keep
schools opened.
Methods:The program had 2 phases: before school (safety and preparation protocols) and once
at school (disease control program: saliva-based RT-PCR pooled screening protocol and contact
tracing). Pooling: Aliquots of saliva from 24 individuals were pooled and 1 RT-PCR test was
performed. If positive, the initial 24-pool was then retested (12 pools of 2). Individual RT-PCR
tests from saliva samples from positive pools of 2 were performed to get an individual diagnosis.
Results: From August 31 until December 20, 2020 (16-wk period) a total of 3 pools, and sub-
sequent 3 individual diagnosis of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-
2) disease were reported (2 teachers and 1 staff).
Conclusion: Until COVID-19 vaccine can be administered broadly to all-age children, saliva-
based RT-PCR pooling testing is the missing piece we were searching for to keep schools
opened.

As of March 2020, governments throughout the world implemented business closures, work
from home policies, and school closures due to rapid increasing rates of coronavirus disease
2019 (COVID-19) cases, leaving only essential workers being able to work on site.1 For most
of the children and adolescents, school closures during the lockdown not only severely disrupted
their education, but also had significant physical (aberrant dietary and sleeping habits, hunger
from missing free school meals in deprived areas), psychological (monotony, distress impa-
tience, annoyance, neuropsychiatric manifestation), and psychosocial (domestic violence, child
abuse) consequences.2,3 In addition, the school lockdown was associated with a significant
increase in poverty, as the school closure prevented many parents from attending work due
to daytime caring responsibilities.4

Parents, pediatricians, psychologists, social workers, hospital authorities, government, and
nongovernmental organizations have an important role in mitigating the psychosocial ill-effects
of COVID-19 on children and adolescents. The development of innovative tactics that include
affordable testing models to achieve acceptable risk levels is imperative to keep schools opened
in the “new norm” era of COVID-19.5

The reopening of schools has significantly increased the student’s risk for contracting severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2). High levels of SARS-CoV-2 shedding
in the upper respiratory tract can lead to aerosol transmission of SARS-CoV-2, highlighting the
risk that schools/universities take as students gather in close locations during several hours per
day.6,7 Moreover, up to 40% to 45% of people infected with SARS-CoV-2 may never be symp-
tomatic and, therefore, not detected by clinical screening.8 However, viral spread from people
without symptoms may account for more than 50% of transmission events in COVID-19 out-
breaks.9 Therefore, the only way to reopen schools is to develop strategies to rapidly detect
asymptomatic infected individuals and trace and isolate suspected COVID-19 cases and their
contacts.10,11 Principals are now faced with a plethora of ad hoc available testing options that
takes into account their specific needs with regard to incidence of the disease in their states, and
the unique characteristics of their schools/colleges.12–14

To date, the gold standard test to diagnose SARs-CoV-2 infection is the real-time reverse
transcriptase-polymerase chain reaction (RT-PCR).15 The initial sample collection method
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involved the use of a nasopharyngeal (NP) swab, that causes
patient discomfort and requires medical supervision. Recently,
NP swabs has been substituted by saliva collection, which does
not require specialized consumables, causes less patient discom-
fort, and can be self-collected (no medical supervision required),
reducing the risk of transmission and decreasing the cost.16–27

The effectiveness of this approach has been confirmed through val-
idation studies.28 However, individual, diagnostic testing strategies,
applied to all the population, are too expensive. For this reason,
pooling strategies, initially with NP swabs and later on with saliva
samples, have been developed to screen large populations to detect
asymptomatic infected individuals.27,28 Pool testing can identify
and isolate asymptomatic carriers, thus enhancing the health
and safety of those attending school/work. A recent study by
Watkins et al., suggested the use of large screening pools when
the case prevalence rate is <3% and smaller pools when incidence
is >3%.28

Here, we describe a comprehensive Return to School program
based on a behavior safety protocol combined with the use of pool-
ing of saliva samples as screening technique, conducted between
August and December 2020 in a K-12 independent school in
New York. The model included pre-entry student education and
training, as well as symptom and exposure tracking. Once at
school, a screening program, based on weekly RT-PCR on pools
of saliva samples of all students and faculty/staff was used to iden-
tify the infected, albeit asymptomatic, individuals.

Methods

Study Design

The “Safe Return to School Program”was tested at Hackley School
located in Tarrytown, Westchester County, New York. As of
December 24, 2020, the percentage of individuals who tested pos-
itive in this county was 5.7%.29 In addition, the global number of
confirmed cases and death was 65,137 and 1628, respectively.30

Hackley School

Students
Hackley School is a K-12 independent school with 840 students
coming from over 100 zip codes throughout the tristate area sur-
rounding New York City. The school is located on a 285-acre cam-
pus, and has a small 5-d boarding population.

Educational Options
During 2020, Hackley School offered 3 different models to deliver
its educational mission: (a) in-person - students attend classes
being taught in-person and on campus; (b) hybrid - some students
attend classes taught in-person using video conferencing, while
others are present in the classroom; (c) distance learning - 100%
use of technology platforms to advance the curriculum (this option
would only be used if/when the school is forced to close, either due
to state mandate or an outbreak on campus).

Safe Return to School Program

Before Going to School
1. Safety Program: It includes detailed information regarding
Policies and Procedures (Annex 1) with regard to: protective per-
sonal equipment, physical distancing, hygiene and cleaning, visitor
policy, travel to/from school, boarding program, upgrading of air
systems (to improve air filtration) in the buildings, hand hygiene

(touchless hand sanitary stations), transparent barriers (physical
barriers in classrooms and offices, helping provide an extra layer
of protection in high traffic areas and spaces where 6-feet of social
distancing may be challenging), as well as signage regarding physi-
cal distancing, hand washing, masks, modified food service, trans-
portation guidelines, and other important measures posted around
campus, providing individuals a visual reminder of the precautions
required. Finally, families were required to acknowledge/sign a
community pledge relating to risk behaviors for COVID-19 trans-
mission (Annex 2).

2. Informational Program: To educate and train students/fac-
ulty/staff/families about the disease during pre-entry and post-
entry, the school developed a COVID-19 Frequent Answer and
Questions annex in their webpage (Annex 1) that contains leading
up-to-date, scientific, medical, and consumer relevant information
about SARS-CoV-2 epidemiology, screening and surveillance pro-
tocols, test interpretation, as well as Centers for Disease Control
and Prevention (CDC) and government safety protocols.13,14 In
addition, the school organized 4 reopening zoom calls with families
and employees to answer their questions and to address all their
concerns about the return to school.

3. Preparation Program: It included symptom and disease expo-
sure tracking. Before returning to work, all employees will register
and complete a daily Symptom Tracker and contact tracing survey
(Hackley School Employee and Visitor COVID-19 Health
Screening Questionnaire (Annex 3 and 4) to classify students/fac-
ulty/staff in 3 groups:

This survey classified students/faculty/staff into 2 groups:

1. Those who can attend school: If the student/faculty/staff or vis-
itor has no fever and answered “No” to all questions, the indi-
vidual can enter campus and attend in person or hybrid-model.

2. Those who cannot attend school: If the student/faculty/staff or
visitor had a temperature greater or equal to 100.0°F or if the
individual answered “Yes” to any of the screening questionnaire
questions, they were advised to contact their primary health-
care provider, follow CDC guidelines, and attend distance
learning (on-line) classes.

Once at School

A combination of the Safety (previously described) and a Disease
Control Program took place.

1. Disease Control Program: It included the saliva-based RT-
PCR pooled testing protocol and contact tracing. Before the stu-
dents/faculty/staff participation in the screening protocol, they
all had to signed an informed consent (Annex 5). This form gave
Hackley School permission to test the student’s samples and release
the results to the school. All students, whether participating in in-
person instruction or hybrid learning instruction to start the year
had to complete this form. Participation in pool testing was
required for students to be on campus for any in-person classes
or activities:

a. Sample Collection
At the beginning of every month, every student received 4 indi-

vidual collecting kits that contained: saliva collection tube; saliva
straw; alcohol wipe, tube bag, and instructions for collecting the
sample (Figure 1). The first collection took place on campus under
the supervision of trained medical professionals and subsequent
samples were collected at home and then checked in on campus.
Sample check-in involved a no-contact technique (scanning regis-
tration card and sample only). The school ensured that samples
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and individuals were correctly matched. This information was not
shared with any third parties.

b. Schedule for Sample Collection
Hackley school performed a weekly routine of testing of all stu-

dents, employees, part-time coaches (while in-season). Every
Friday, students provided a saliva sample during 1 of the following
time windows: 7:30-10:30 AM and 4:00-5:00 PM on Thursdays for
the second-shift janitorial crew. To help keep the flow of people on
campusmoremanageable, the students were requested to bring the
saliva samples in 1-h windows for each level (lower, middle, upper
school, and overflow). Samples from the lower school (K-5) were
collected in their homeroom by 2 nurses. Based on the end-of-week
testing schedule, individuals tested received the results by Monday
morning, before going to school, as to whether they can return to
campus.

c. Saliva-Based RT-PCR Pooling Testing
c1. Pooling Sample Process
Figure 2 summarizes the pooling sample process. Each saliva

sample was assigned a barcode; therefore, no personal information
was shared with the lab conducting the pooling tests as they only
receive barcoded samples. Saliva samples from 24 individuals were
pooled in 1 test to reduce the number of tests, and an RT-PCR was
performed.31,32 If 1 person within a pool of 24 saliva samples
(POOL TEST) tested positive, the entire pool was flagged as pos-
itive and subsequent testing (RETEST, 12 pools of 2) was
enacted to discern which individual(s) within the pool was/were
the case/s. When a pool of 2 tests positive, the 2 individuals
in that pool were contacted for consent to do an individual diag-
nostic PCR saliva-based test (REFLEX TEST).31,32 This test
was performed with the existing saliva sample. Results were

(a)

(b)

(c)

(d)

(e)

Figure 1. Individual sample collection kit.

Figure 2. Saliva-based RT-PCR pooling test: Flow chart.
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provided within a couple of hours from the consent. For those
couple of hours, the individuals were asked to isolate. Table 1
summarizes the differences between screening and diagnostic
COVID-19 tests as well as the accuracy of individual versus
pooling COVID-19 tests.

c2. Laboratory Testing Platform
Every saliva collection tube was assigned a barcode (de-iden-

tified sample). No personal health information (PHI) was
shared with the laboratory conducting the tests as they received
barcoded samples (Mirimus Inc., Brooklyn, NY). The school
ensured that RT-PCR tests from de-identified saliva samples
and individuals were correctly matched using a third-party pro-
vider. After collection, all samples were shipped to the testing
laboratory and arrived the same day. The saliva samples were
used for COVID-19 testing only, and only approved school
administrators were allowed access to all pool results. When a
definitive diagnostic test was required a distinct Health
Insurance Portability and Accountability Act (HIPAA) compli-
ant system (Meenta Inc, Boston, MA) was used. The Meenta
platform provided the physician’s order, and the results were
available to individuals and to the school.33 The physician
who placed the order attempted 3 calls to the phone number that
was provided to explain the diagnostic test results and answer
any questions. If the individual preferred not to be tested for
diagnosis with the laboratory, the students were asked to
arrange for a PCR test through their primary care physician.

c3. Contact Tracing: If the diagnostic test results confirmed
the student was positive, the results were reported through a
secure, HIPAA compliant reporting platform. The student/fac-
ulty/staff began self-isolation and received a call from an
appointed contact tracer. Individuals who tested positive had
to quarantine or isolate, depending on the presence or absence
of symptoms, until meeting clinical clearance criteria in accor-
dance with CDC guidelines and being clinically cleared by a
qualified provider.34

Results

Students, Faculty, and Staff Demographics

A total of 840 K to 12 students (n= 205 from kindergarten to grade
4; n= 240 from grades 5 to 8; n= 395 from grades 9 to 12), 123
teachers, 31 administrators, and 49 staff (n= 203 total employees)
are currently participating in program. The ratio of student/faculty

is 7:1, 39% students are of color, with a 16 average class size. With
regard to faculty, 36% are full time faculty in school housing, and
16% are faculty of color.

A total of 30 students participated in the 5-d Boarding Program.

Duration of the Safe Return to School

The Safe Return to School program was initiated August 28. The
data contained in this report covered until December 2020 (16th
week period).

Saliva-Based RT-PCR Pooling Tests: Results

A total of 43 pools of 24 individuals were run weekly, for a total of
516 pools so far (during the first week and the 16th week-period of
screening, respectively). Of those, 3 pools of 24 individuals turned
with a positive result and a re-test in 12 pools of 2 took place. Of
those, 3 pools of 2 turned out to be positive. Globally, a total of 6
individual diagnostic tests were performed.

Positive, Individual Diagnostic Results

Once the individual diagnosis was performed, 3 positive indi-
viduals were reported. The first 2 cases corresponded to 2 teach-
ers, before school initiation, who were quarantined and their
contacts identified. The third positive took place the 11th week,
limited to a nonteaching employee who was identified an iso-
lated. A small cohort of other nonteaching employees was quar-
antined. None of this forced school closure or led to quarantine
students or teachers.

Discussion

There is an obvious interest in keeping schools, universities and
other educational facilities opened for physical attendance by
students. As previous studies conducted during the first wave
of the pandemic have shown, the impact on the children, ado-
lescents and college students, with regard to intellectual, physi-
cal, psychological and psychosocial intellectual development,
has been enormous.2,3 Not only on the kids, but also on the
parents who, in many cases, have witnessed the inability to keep
their jobs due to the need to implement daycare activities with
their children during the lockdown.4

However, it is necessary to do it safely. Recommended safety
measurements like social distancing, masking and washing hands

Table 1. Types of COVID-19 tests

Type of test Characteristics

Screening Test It is intended to identify infected individuals prior to development of symptoms or those infected individuals without signs or
symptoms who may be contagious, so that measures can be taken to prevent those individuals from infecting others. It looks for
occurrence at the individual level even if there is no individual reason to suspect infection such as a known exposure.

Diagnostic test It is intended to diagnose an infection in patients suspected of COVID-19 by their healthcare provider such as in symptomatic
individuals, individuals who have had a recent exposure, individuals who are in a high-risk group such as healthcare providers with
known exposure, or testing to determine resolution of infection. Diagnostic tests may also be appropriate in areas of high community
spread, at the discretion of the ordering healthcare provider.

Accuracy:

Pooling test Sensitivity: Pool sizes of 5, 10, and 20 lead to detection sensitivities of 92.59% (95% CI: 88.89, 95.56), 88.89% (95% CI: 80.00, 91.85),
and 85.19% (95% CI: 75.56, 91.11) of samples relative to that of unpooled samples28.
Specificity: The test detects three different unique viral RNA templates. For a positive result, at least two RNA templates must be
detected. The protocols used substantially decrease false positives created by detecting dead viral particles32.

Individual test Sensitivity28: 100%
Specificity28: 100%
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are effective in decreasing viral spread. In addition, screening for
symptoms and contact with positive individuals prevent students
with high probability of infection from attending school.
Despite, it is well-known that up to half of infected persons
remain asymptomatic while still spreading the virus.8 In a recent
screening study conducted among cancer patients in a hospital
in NYC, the prevalence of viral detection was 4.23 % (95 % CI
2.05-7.65) (unpublished data). These asymptomatic cases can
only be detected by diagnostic RT-PCR viral testing. While
RT-PCR for SARS-Cov2 remains the goal standard, individual
diagnostic testing at frequent intervals in large groups is not fea-
sible due to the high cost associated. Rapid antigen test is a rea-
sonable alternative to RT-PCR in terms of cost, albeit its low
sensitivity compared with RT-PCR prevents its use for initial
COVID-19 diagnosis.35 Another option that could be consid-
ered is the use of RT-PCR based pooling strategies.

Here, we provide our experience with saliva-based, RT-PCR
pooled screening strategy for school setting. The results show
that this approach allowed the identification and isolation of
infected students and maintained the school safely operational.
As shown in 2 recent reports, children should not be considered
super-spreaders of the disease, but, rather, also observed in
other surveillance studies conducted in other schools (unpub-
lished data), similar or even lower spreaders, as shown in the
present study, compared with adults.36,37 As stated by Levison
et al., the safest way to open schools fully, and more importantly,
to keep them open, is to reduce or eliminate community trans-
mission while ramping up testing and surveillance.38 The
present study shows the feasibility of conducting test screening
studies on children attending schools to detect, in a very rapid
manner, those asymptomatic cases that are invisible to the
symptom screening, mostly used in these settings. The saliva-
based pooled testing strategy has been shown to be feasible
(saliva samples required, sample collection process easy to
implement) and affordable (the cost of the pooling testing is
6 times lower compared with individual diagnostic tests).
More importantly, the use of the pooling technique decreases
the demand needs as: (1) no swabs are needed to collect the sam-
ples; (2) only 1 RT-PCR test is run for every 24 samples in the
pool, with the subsequent savings in reagents and materials.

Another important point to highlight is the good response of
the parents to the community pledge relating to risk behaviors
for COVID-19 transmission. This corroborates the fact that, to
prevent the spread of the virus the establishment of strict, but easy
to follow, safety protocol, that includes the 3 most important ways
to prevent disease transmission (wearing mask, keep social dis-
tancing and wash hands), is the best way to ameliorate the spread
of the disease until the percentage of people fully vaccinated
increases—it is currently 56% including all U.S. regions.39–42

Conclusions

The data presented here are strongly suggestive of the ability to
safely, effectively, and affordably keep schools open with the use
of good infectious prevention behaviors, public health screening
tools, and a saliva-based RT-PCR pooling testing strategy. It can
be concluded that, until the COVID-19 vaccine can be adminis-
tered broadly to all-age children (currently available only for those
≥12 y of age43), saliva-based RT-PCR pooling testing is the missing
piece we were searching for to keep schools opened.44

Supplementary material. To view supplementary material for this article,
please visit https://doi.org/10.1017/dmp.2021.337

References

1. Larochelle MR. Is it safe for me to go to work? Risk stratification for work-
ers during the Covid-19 pandemic. N Engl J Med. 2020;30;383(5):e28.

2. Van LanckerW, Parolin Z.COVID-19, school closures, and child poverty:
a social crisis in the making. Lancet Public Health. 2020;5:E243-E244.

3. Lee J. Mental health effects of school closures during COVID-19. Lancet.
2020;4:421.

4. Ghosh R, DubeyMJ, Chatterjee S, et al. Impact of COVID-19 on children:
special focus on the psychosocial aspect.Minerva Pediatr. 2020;72:226-235.

5. CDC. Operating schools during COVID-19: CDC’s considerations.
Accessed November 27, 2021. https://www.cdc.gov/coronavirus/2019-ncov/
community/schools-childcare/schools.html

6. Somsen GA, van Rijn C, Kooij S, et al. Small droplet aerosols in poorly
ventilated spaces and SARS-CoV-2 transmission. Lancet Respir Med.
2020;8(7):658-659. doi: 10.1016/S2213-2600(20)30245-9

7. Zhang R, Li Y, Zhang AL, et al. Identifying airborne transmission as the
dominant route for the spread of COVID-19. Proc Natl Acad Sci U S A.
2020;117(26);14857-14863.

8. Centers for Disease Control and Prevention, Division of Viral Diseases,
National Center for Immunization and Respiratory Diseases. Scientific
Brief: SARS-CoV-2 and potential airborne transmission. Updated October
5, 2020. Accessed October 8, 2020. https://www.cdc.gov/coronavirus/2019-
ncov/more/scientific-brief-sars-cov-2.html

9. Moghadas SM, Fitzpatrick MC, Sah P, et al. The implications of silent
transmission for the control of COVID-19 outbreaks. Proc Natl Acad Sci
U S A. 2020;117(30):17513-17515.

10. Arons MM, Hatfield KM, Reddy SC, et al. Presymptomatic SARS-CoV-2
infections and transmission in a skilled nursing facility. N Engl J Med.
2020;382(22):2081-2090.

11. Oran DP. Prevalence of asymptomatic SARS-CoV-2 infection: a narrative
review. Ann Intern Med. 2020;173(5):362-367.

12. CDC. Indicators for dynamic school decision-making. https://www.cdc.
gov/coronavirus/2019-ncov/community/schools-childcare/operation-strat
egy.html

13. CDC. Toolkit for K-12 schools. Accessed November 27, 2021. https://www.
cdc.gov/coronavirus/2019-ncov/communication/toolkits/schools.html

14. Sheikh A, Sheikh A, Sheik Z, et al. Reopening schools after the COVID-19
lockdown. J Glob Health. 2020;10(1):010376.

15. CDC. Test for current infection. Accessed November 27, 2021. https://
www.cdc.gov/coronavirus/2019-ncov/testing/diagnostic-testing.html

16. Williams E, Bond K, Zhang B, et al. Saliva as a non-invasive specimen for
detection of SARS-CoV-2. J Clin Microbiol. 2020;58(8):e00776-20.

17. Kojima N, Turner F, Slepnev V, et al. Self-collected oral fluid and nasal
swabs demonstrate comparable sensitivity to clinician collected nasopha-
ryngeal swabs for Covid-19 detection. Accessed November 27, 2021.
https://www.medrxiv.org/content/10.1101/2020.04.11.20062372v1

18. Azzi L, Carcano G, Gianfagna F, et al. Saliva is a reliable tool to detect
SARS-CoV-2. J Infect. 2020;81:e45-e50.

19. Pasomsub E, Watcharananan SP, Boonyawat K, et al. Saliva sample
as a non-invasive specimen for the diagnosis of coronavirus disease
2019: a cross-sectional study. Clin Microbiol Infect. 2020;27(2):
285.e1-285.e4.

20. Chen JHK, Yip CCY, Poon RWS, et al. Evaluating the use of posterior
oropharyngeal saliva in a point of- care assay for the detection of SARS-
CoV-2. Emerg Microbes Infect. 2020:9:1356-1359.

21. Wang KK, Tsang OTY, LeungWS. Temporal profiles of viral load in pos-
terior oropharyngeal saliva samples and serum antibody responses during
infection by SARS-CoV-2: an observational cohort study. Lancet Infect Dis.
2020;20:565-574.

22. WangKK, TsangOTY, Yip CCY, et al.Consistent detection of 2019 novel
coronavirus in saliva. Clin Infect Dis. 2020;71(15):841-843.

Disaster Medicine and Public Health Preparedness 5

https://doi.org/10.1017/dmp.2021.337 Published online by Cambridge University Press

https://doi.org/10.1017/dmp.2021.337
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/schools.html
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/schools.html
https://doi.org/10.1016/S2213-2600(20)30245-9
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/operation-strategy.html
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/operation-strategy.html
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/operation-strategy.html
https://www.cdc.gov/coronavirus/2019-ncov/communication/toolkits/schools.html
https://www.cdc.gov/coronavirus/2019-ncov/communication/toolkits/schools.html
https://www.cdc.gov/coronavirus/2019-ncov/testing/diagnostic-testing.html
https://www.cdc.gov/coronavirus/2019-ncov/testing/diagnostic-testing.html
https://www.medrxiv.org/content/10.1101/2020.04.11.20062372v1
https://doi.org/10.1017/dmp.2021.337


23. Wong CSY, Tse H, Siu HK, et al. Posterior oropharyngeal saliva for the
detection of SARSCoV- 2. Clin Infect Dis. 2020;71(11):2939-2946. doi: 10.
1093/cid/ciaa797

24. Czumbel LM, Kiss S, Farkas N, et al. Saliva as a candidate for COVID-19
diagnostic testing: a meta-analysis. Accessed November 27, 2021. https://
www.medrxiv.org/content/10.1101/2020.05.26.20112565v1.full.pdf

25. Ott IM, Strine MS, Watkins AE, et al. Simply saliva: stability of SARS-
CoV-2 detection negates the need for expensive collection. medRxiv.
2020. doi: 10.3389/fmed.2020.00465

26. Williams E, Bond K, Zhang B, et al. Saliva as a noninvasive specimen for
detection of SARS-CoV-2. J Clin Microbiol. 2020;58(8):e00776-20.

27. Hogan CA, Sahoo MK, Pinsky BA, et al. Sample pooling as a strategy to
detect community transmission of SARS-CoV-2. JAMA. 2020;323(19):
1967-1969.

28. Watkins AE, Fenichel EP, Weinberger DM, et al. Pooling saliva to
increase SARS-CoV-2 testing capacity. medRxiv. 2020.09.02.20183830;
doi: 10.1101/2020.09.02.20183830

29. New York State. An update for NYS healthcare providers on COVID-19
November 5, 2020. https://coronavirus.health.ny.gov/positive-tests-over-
time-region-and-county

30. Johns Hopkins University. Coronavirus resource center. Johns Hopkins
University. Accessed November 27, 2021. https://coronavirus.jhu.edu/us-
map

31. Vogels CBF, Brackney D,Wang J, et al. SalivaDirect: simple and sensitive
molecular diagnostic test for SARS-CoV-2 surveillance.medRxiv. Accessed
November 27, 2021. https://www.medrxiv.org/content/10.1101/2020.08.
03.20167791v1

32. Mirimus. Back to school. Accessed November 27, 2021. https://www.
mirimus.com

33. Meenta. Any test. Any time. One marketplace. Accessed November 27,
2021. https://meenta.io

34. CDC. What to do if you are sick. Accessed November 27, 2021. https://
www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/steps-when-sick.html

35. Nagura-Ikeda M, Imai K, Tabata S, et al. Clinical evaluation of self-col-
lected saliva by quantitative reverse transcription-PCR (RT-qPCR), direct
RT-qPCR, reverse transcription-loop-mediated isothermal amplification,
and a rapid antigen test to diagnose COVID-19. J Clin Microbiol. 2020;
58:e01438-20.

36. Edmonton Journal. Schools aren’t super-spreaders of COVID-19 among
kids, evidence shows: groundwork. Accessed November 27, 2021. https://
edmontonjournal.com/news/local-news/groundwork/schools-arent-super-
spreaders-of-covid-19-among-kids-evidence-shows-groundwork

37. The Atlantic. Schools aren’t super-spreaders - fears from the summer
appear to have been overblown. Accessed November 27, 2021. https://
www.theatlantic.com/ideas/archive/2020/10/schools-arent-superspreaders/
616669/

38. Levison M, Cevik M, Lipsitch M. Reopening primary schools during pan-
demic. N Engl J Med. 383;10:981-985.

39. Lerner AM, Folkers GK, Fauci AS. Preventing the spread of SARS-CoV-2
with masks and other “low-tech” interventions. JAMA. 2020;324(19):1935-
1936. doi: 10.1001/jama.2020.21946

40. Centers for Disease Control and Prevention, Division of Viral Diseases,
National Center for Immunization and Respiratory Diseases. Scientific
brief: SARS-CoV-2 and potential airborne transmission. Accessed
November 27, 2021. https://www.cdc.gov/coronavirus/2019-ncov/more/
scientific-brief-sars-cov-2.html

41. USA Facts. US Coronavirus vaccine tracker. Accessed November 27, 2021.
https://usafacts.org/visualizations/covid-vaccine-tracker-states/

42. Stadnytskyi V, Bax CE, Bax A, et al. The airborne lifetime of small speech
droplets and their potential importance in SARS-CoV-2 transmission. Proc
Natl Acad Sci U S A. 2020;117(22):11875-11877.

43. CDC. Key things to know about COVID-19 vaccines. Accessed November
27, 2021. https://www.cdc.gov/coronavirus/2019-ncov/vaccines/keythings
toknow.html

44. Rafiei Y, MelloMM.Themissing piece— SARS-CoV-2 testing and school
reopening. N Engl J Med. 2020;383(23):e126. doi: 10.1056/NEJMp2028209

6 S Perea et al.

https://doi.org/10.1017/dmp.2021.337 Published online by Cambridge University Press

https://doi.org/10.1093/cid/ciaa797
https://doi.org/10.1093/cid/ciaa797
https://www.medrxiv.org/content/10.1101/2020.05.26.20112565v1.full.pdf
https://www.medrxiv.org/content/10.1101/2020.05.26.20112565v1.full.pdf
https://doi.org/10.3389/fmed.2020.00465
https://doi.org/10.1101/2020.09.02.20183830
https://coronavirus.health.ny.gov/positive-tests-over-time-region-and-county
https://coronavirus.health.ny.gov/positive-tests-over-time-region-and-county
https://coronavirus.jhu.edu/us-map
https://coronavirus.jhu.edu/us-map
https://www.medrxiv.org/content/10.1101/2020.08.03.20167791v1
https://www.medrxiv.org/content/10.1101/2020.08.03.20167791v1
https://www.mirimus.com
https://www.mirimus.com
https://meenta.io
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/steps-when-sick.html
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/steps-when-sick.html
https://edmontonjournal.com/news/local-news/groundwork/schools-arent-super-spreaders-of-covid-19-among-kids-evidence-shows-groundwork
https://edmontonjournal.com/news/local-news/groundwork/schools-arent-super-spreaders-of-covid-19-among-kids-evidence-shows-groundwork
https://edmontonjournal.com/news/local-news/groundwork/schools-arent-super-spreaders-of-covid-19-among-kids-evidence-shows-groundwork
https://www.theatlantic.com/ideas/archive/2020/10/schools-arent-superspreaders/616669/
https://www.theatlantic.com/ideas/archive/2020/10/schools-arent-superspreaders/616669/
https://www.theatlantic.com/ideas/archive/2020/10/schools-arent-superspreaders/616669/
https://doi.org/10.1001/jama.2020.21946
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html
https://usafacts.org/visualizations/covid-vaccine-tracker-states/
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/keythingstoknow.html
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/keythingstoknow.html
https://doi.org/10.1056/NEJMp2028209
https://doi.org/10.1017/dmp.2021.337

	Saliva-Based, COVID-19 RT-PCR Pooled Screening Strategy to Keep Schools Open
	Methods
	Study Design
	Hackley School
	Students
	Educational Options

	Safe Return to School Program
	Before Going to School

	Once at School

	Results
	Students, Faculty, and Staff Demographics
	Duration of the Safe Return to School
	Saliva-Based RT-PCR Pooling Tests: Results
	Positive, Individual Diagnostic Results

	Discussion
	Conclusions
	References


