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Parental Perspectives on Remote
Learning and School Reopening

We conducted this online survey to assess the parental
perspectives on remote learning, the associated stress, and
school reopening during the COVID-19 pandemic. Of 2694
responses, 2032 (75.4%) parents perceived remote learning to be
stressful for the child and 1902 (70.6%) for the family. The mean
(SD) duration of remote learning was 3.2 (2.1) hours/day and 5.3
(1.0) days/week. Parents from 1637 (61.7%) families reported
headaches and eye strain in children. Starting regular school was
not acceptable to 1946 (72.2%) parents.
Keywords: Covid 19, Education, Online, Pandemic, Stress.

Worldwide more than 1.6 billion children in 191
countries were affected by school closures due to
the ongoing coronavirus disease 19 (COVID-
19) pandemic [1]. Most countries including

India, limited the disruption in education by shifting to remote
learning. With re-opening in full flow, when to reopen the
schools is under increasing focus, we conducted this survey to
assess parental perspectives on remote learning as an acceptable
tool for learning, the stress perceived by them on the child and
the family, and their willingness regarding school reopening.

We designed and disseminated a questionnaire on Google
Forms, to the teacher groups associated with the Indian
Academy of Pediatrics, with a request to share it with the parent
groups. Parents across India, whose children were receiving
remote learning and who agreed to participate were included.
Parents of children with special educational needs were
excluded.  The responses were received between 17-31 July,
2020. Information was obtained about the type of school and
class of the child, remote learning mode, the source used, and
duration of remote learning in hours per day and days per week.
Parental perception of stress due to remote learning was also
collected. Any physical or psychological problem developed
during the period, and their willingness to send children to the
school, if it reopens, were also collected.

Out of the 2694 respondents, 2383 (88.5%) were from
urban areas; 2444 (90.7%) were attending private schools. The
source of remote learning was a mobile phone in 1697 (63%).
An interactive, live video class was attended by 2171 (80.6%)
children. The mean (SD) duration of remote learning was 3.2
(2.1) hours per day and 5.3 (1.0) days per week. The advantages
of remote learning (multiple responses allowed) were listed as:
safe in the pandemic (89.9%), helps to maintain connect with
school (61.6%), not losing out in studies (63.1%), and no need
to travel (38.7%). The disadvantages were listed as: causes
headache and eye strain (61.7%), does not feel like a real class
(60.4%), no physical activity involved (59.5%), hard to

maintain concentration (57.1%), needs home environment
adjustments (40.8%), and an extra financial burden (30.3%).

Remote learning was perceived to be stressful for the child
by 2032 (75.4%) parents while 1902 (70.6%) felt it is stressful
for the family. The problems which children developed: eye
problems (44.8%), irritability and behavioural issues (42.7%),
disturbed sleep (41.8%), headache (34.8%), weight gain
(32.5%), decreased appetite (16.7%), bodyache (13.7%) and
change in bowel habit (12.7%). Overall, 1946 (72.2%) parents
were not ready for school reopening soon.

Similar to a previous survey from US [2] reporting 56% of
parents complaining about the affection of the emotional well-
being of their children and 52% of the family; parents in this
study perceived stress badly. We found the duration of remote
learning was higher than that suggested in the PRAGAYTA
guidelines and could be an important source of stress not only to
the child but also the family (Table I). It may lead to prolonged
screen time, increased demand, and sharing of devices and data
among the family members.

In June, 2020, a survey [4] showed that 86% of parents
believed schools should be opened only; when there would be
no new cases for 21 days, or a vaccine has already been
introduced. The proportion of parents against the reopening of
school may be declining, yet 72% of parents of our study still
don’t want to send their children to school. This suggests that
parents might be getting adjusted to the situation or accepting
the situation as the new normal. It has been indicated that
COVID-19 illness is less severe in children [5], but the effect of
school reopening on children and the community is yet to be
seen practically in our country.

Our study had several limitations. Respondents were
mainly city-dwellers, and educated parents whose children are
studying in private schools offering online remote learning. We
did not collect information on additional private tuition/
coaching classes. Perceptions of older children and adolescents
would have provided a more comprehensive picture but was not
collected.  Despite these, we conclude that majority of parents
were not ready to send their children to school till the risk of
COVID-19 pandemic abates in the country. As most of the
remote learning is being conducted on-screen, newer methods
need to be explored that do not involve prolonged screen hours.
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Table I Remote Learning Duration Frequency in Different
Grades (N=2694)

Grades N Duration Frequency
h/d d/wk

Pre-primary (<6y) 210 1.7 (1.6) 4.7 (1.3)
Primary (Grades I-V) 113 2.7 (2.0) 5.1 (1.1)
Upper primary (Grades VI-VIII) 590 3.6 (1.7) 5.4 (1.0)
Secondary (Grades IX-X) 498 4.1 (2.3) 5.6 (1.0)
Higher secondary (Grades XI-XII) 266 4.3 (2.0) 5.5 (1.0)

All values in mean (SD); Maximum duration as per Pragyata [3]
guidelines (h/d); Pre-primary – 0.5, primary and upper primary – 1-1.5;
secondary and above – 2-3.
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Comparison of Domiciliary and
Hospital-Measured Temperature
Amongst Febrile Infants
Presenting to an Emergency
Department

Childhood fever is one of the commonest reason for medical
consultation in children, being responsible for 15-25% visits in
primary care, and also presentations to the emergency
departments (ED) [1,2], and is known to cause significant
anxiety in parents [3]. Most children undergo evaluation for at
least one febrile illness before their third birthday [4]. Western
studies report good parental awareness about fever [5], but
studies from India [6,7] have shown conflicting results.
Frequently, parents do not document temperature or record it
improperly, leading to undue anxiety and over-crowding of the
ED [6-8]. We studied the correlation of temperatures measured
at home by parents with recordings done at presentation in the
ED among infants with acute illnesses.

This cross-sectional study was conducted from April, 2018
to January, 2019 at the pediatric ED of a public hospital in
northern India, after taking clearance from the Institutional
Ethics Committee. Febrile children aged 3 month to 2 year, with

fever of at least 4 days were considered for enrollment. A febrile
child was defined as one with history of fever e”38ÚC recorded
at least once at home in previous 24 hours. Those suffering for
fever for >7 days, children with any underlying heart disease,
and children with any diagnosed immunodeficiency disorder or
conditions predisposing to recurrent infections (like type 1
diabetes, vesico-ureteric reflux) were excluded. Consecutive
children were enrolled on one pre-decided day every week.

After taking written informed consent, enrolled children
were evaluated clinically and initial management provided.
Subsequently, based on history, and clinical and laboratory
information, they were treated as inpatient or outpatient.  For all
enrolled children, demographic details, contact information and
details of education and income of parents were collected.
History was taken regarding highest temperature recorded at
home and any associated symptoms, treatment taken if any
before presentation, relevant history of co-morbidities,
immunization and feeding history. Anthropometric measurements
were taken for all included children as per standard guidelines, and
Z-scores were calculated using Anthrocalc application.

All the data were recorded in a structured pre-tested form.
Rectal temperature was taken at presentation for all enrolled
children, The various diagnoses were made and management
carried out according to the departmental protocols guided by
standard management guidelines [9,10]. Mean (SD) or median
(IQR) were calculated for the baseline characteristics. Pearson
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correlation coefficient was calculated for temperature
documented at home and in the ED. Comparisons were done
between children with fever documented in ED, and those
without fever documented in ED.

Out of overall study population of 150 children with history
of fever of 4-7 days in respective age group attending ED, only
108 (68.3% boys) had documented fever at home. The median
(IQR) age of the study population was 12 (3-20) months. The
median Z scores for all anthropometric variables (weight,
length and head circumference) were greater than –3. Majority
(88%) of children belonged to the lower middle (III) and upper
lower (IV) socioeconomic classes, and majority of mothers
(62%) had at least secondary school education (Table I). Along
with fever, the most common presenting complaint was
respiratory problems.

Of the children for whom fever was documented at home,
nearly half (46.3%) did not have fever at presentation in the ED.
Mean (SD) temperatures documented at home and ED were
[38.8 (0.16)°C vs 39 (0.7)°C; P=0.03]. Among those who were
febrile in ED, the correlation coefficient (r) of fever
documented at home and in ED was 0.3 (95% CI, 0 to 0.6),
suggesting a weak correlation of axillary fever documented by
parents at home and that of rectal temperature documented in
ED (Fig. I).

For five children, rectal temperature could not be
documented in view of their critical condition at presentation to
ED, and axillary temperature was documented in them so as not
to hinder required resuscitative measures. Of the illiterate
mothers, 42% did not document the fever as compared to 205 of
those with a secondary school education (P=0.02). There was

no increased risk of having a severe infection if temperature is
documented at ED versus if fever is not documented at
presentation [OR (95% CI): 0.96 (0.32-2.85); P=0.94].

In our study majority of parents measured temperature at
home by axillary or oral thermometry, There was a weak
correlation between axillary/ oral temperature measured at home
and rectal temperature documented at ED. Findings in our study
are in agreement with the internet-based survey done by de Bont,
et al. [5] in Netherlands, which showed 71.5% parents document
fever if their child is ill, although majority documented rectal
temperature. None of the parents in our study documented rectal
temperature, as home measurement of rectal temperature by
parents is uncommon in Indian settings. Other studies from
hospitals in various regions in India report conflicting results on
proportion measuring temperature of febrile children at home
(14.5-71%) [6,7]. These differences may be based on regional
socio-cultural factors. The finding of association of temperature
documentation at home with higher educational level of mother is
in agreement with previous reports [8].

The small sample size in our study may be a limiting factor for
applying results of this study to general population. Most of the
children had already received antipyretics before presenting to
ED, and may have been exposed to varying environmental
temperatures while travelling to hospital; thus explaining the poor
correlation between temperature documented at home and in ED.
Additional analysis could have been done for temperature
correlations in different disease groups, but the numbers for
individual diseases were less for valid comparisons. Further
studies may need to study the relationship of domiciliary
temperature measurements and fever at presentation, as triage and
evaluation of pediatric patients in crowded EDs is frequently
dependent on the presence/absence of fever.
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Table I. Baseline Characteristics of the Study Population
(N=108)

Characteristics No. (%)

Weight, Z-score# -2.05 (4.62)
Height, Z-score# -1.525 (2.57)
HC, Z-score# -1.66 (1.64)
Immunization statusa

Partially immunized 9 (8.3)
Fully immunized 78 (72.2)
Socioeconomic statusb

Upper middle class 13 (12)
Lower middle class 51 (47.2)
Upper lower class 42 (38.8)
Lower class 2 (1.9)
Maternal education
Illiterate 24 (22.2)
Primary school 17 (15.7)
Secondary school 56 (51.9)
Graduate 11 (10.1)

HC: Head circumference; bModified Kuppuswamy socioeconomic
status scale for year 2018. aImmunization details not known.

Fig.1 Correlation between fever documented at home and in ED
(r=0.3).
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