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Memorandum: 

To:  CNRUFC Committee 

From:  Club Coaching Coordinator 

Re:  Proposed phased return to rugby-related activity 

Date:  08 Jun 2020 

Version Control: 

Version Author Date Comments 

1.0 DRAFT Evans 29 May 2020 First Draft: Discussed with Chair 

1.1 DRAFT Evans 03 Jun 2020 Updated: Review by H&S and Minis Chair  

1.2 DRAFT Evans 03 Jun 2020 Updated: Input from S Mahoney (virologist) 

1.3 DRAFT Evans 05 Jun 2020 Issued to committee for comment 

Final Evans 08 Jun 2020 Updated: Input from Committee Meeting 

References:  

 Title Dates Link 

1 Coronavirus (COVID-19): 

guidance on the phased return 

of sport and recreation 

Published 13 May 

2020 updated 25 

May 2020 

https://www.gov.uk/government/publications/coro

navirus-covid-19-guidance-on-phased-return-of-

sport-and-recreation  

2 RFU Step 1 Guide to reopening 13 May 2020 https://www.englandrugby.com/dxdam/97/978d83

8c-aa54-4406-bace-

3d3a5c762908/Step%201%20Return%20to%20Play

%20140520.pdf  

3 RFU Safe Training  Not stated https://www.englandrugby.com/news/article/impa

ct-of-current-government-guidance-on-rugby-clubs  

4 RFU Return to rugby activity 

map 

VERSION 1 

04/06/20 

https://www.englandrugby.com/dxdam/4e/4ea1c5

df-660c-4770-b6e3-

df599b2f78a8/Return%20to%20Rugby%20release%

20-%20V1.pdf  

 

1. Scope: This document is designed to consider how Chipping Norton RUFC (‘CNRUFC’, ‘the club’) 

can continue to meet the needs of the community it serves by allowing and encouraging people 

to enjoy participating in safe shared outdoor physical activity in the context of COVID-19. This 

document does not address the management of risk within indoor facilities.  

 

2. Current situation: The current situation is that government restrictions prohibit contact sports 

and restrict outdoor meetings to 6 people.  The club should not breach such restrictions.   

However, the club should now consider how it should minimise risk to health from COVID-19 

when government restrictions ease and club activities can recommence.  A planned and 

progressive return to play is important to ease players back to contact rugby over a period of 

time to reduce injury risk when competitive full-contact play returns, and to keep players 

engaged with a sport that offers them many benefits.   

 

3. Participation at the club remains on a voluntary basis: We must recognise and respect that due 

to COVID-19 not all volunteers will be able to or wish to continue to be part of delivering activity, 

not all players will wish to participate, and that not all parents will wish their children to 

participate.  It is likely that the number and size of training groups will be reduced, and this in 

itself will reduce transmission risk. 
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4. Motivation to resume providing activities for those that wish to participate: In a time of social 

restrictions and (for many) great stress, providing safe group physical activity offers many 

benefits: The evidence linking physical activity with enhanced mental health and wellbeing is 

well described. Physical activity has been shown to have a strong and positive influence on 

mental wellbeing and some mental illnesses. Participation in regular physical activity can 

increase self-esteem and reduce stress and anxiety. Physical activity can help play a role in 

preventing mental health problems and improve the quality of life of those experiencing them.  

In children , physical activity can increase self-esteem and reduce depression and anxiety … [and] 

physical activity performed in an outdoor space can improve cognitive performance, self-esteem 

and reduce anxiety and symptoms related to attention deficit disorder 1.  

 

5. The base risk of becoming infected with COVID-19 has several elements:  

a. The risk of coming in to contact with an infected person; 

b. The average risk of becoming infected from an infected person; and, 

c. Modifiers to the risk resulting from relevant factors (principally age of infector/infected, 

location [in/outdoor], period of exposure, and interaction with the environment)). 

 

6. The number of people with COVID-19 (not in care homes or hospital) is estimated by the Office 

for National Statistics 0.10% of the population, or 1 in 1,000 (05 Jun 2020):The chances of 

coming into close proximity with an asymptomatic sufferer during an individual training session 

at the Club are limited. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

7. On an average basis, the chance of infection or transmission are limited from an interaction 

with an infected person: The base risk of being infected by contact with an infected person is 

estimated as 12.8%. Extending the physical distance maintained reduces infection risk.  

Maintaining distance at >1m results in a transmission risk estimated (with moderate certainty) at 

2.6% “A physical distance of more than 1 m probably results in a large reduction in virus 

infection; for every 1 m further away in distancing, the relative effect might increase 2·02 times.” 

2 Implying a transmission risk reduced to ~1.3% if 2m or greater is maintained.   

 
1 https://www.fsem.ac.uk/position_statement/the-role-of-physical-activity-and-sport-in-mental-health/  
2 https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(20)31142-9.pdf  
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8. The persons most likely to infect other persons are those >39 years old: Current evidence 

indicates that the people most likely to infect other persons are those >39 years old.  Our player 

cohort (95% <40 years old) is less likely to infect others. For people <15 years old this is even 

more so. 
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9. Modifiers to the base risk of infection : Excluding use of the clubhouse and changing rooms 

(which are outside the scope of this memorandum), the likelihood of being infected with COVID-

19 during rugby-related activities is reduced by: 

a. Activities being outdoors, which reduces transmission risk due to airflow.  One study found 

that “The odds that a primary case transmitted COVID-19 in a closed environment was 18.7 

times greater compared to an open-air environment”3  In a separate study of 1,245 cases 

that occurred across China from January 4 to February 11, only two cases were traced to 

contact with an infected person out of doors4; 

b. The period of exposure being limited (relative to cohabiting, work or school).  “You are most 

likely to catch the SARS-CoV-2 virus by spending a long time near an infected person in an 

enclosed space. Researchers in Guangzhou, China, examined how the virus was transmitted 

between 347 people with confirmed infections and the people they had contact with. They 

found that the risk of the infection being passed on at home or by repeated contact with the 

same person was approximately 10 times greater than the risk of passing it on in a hospital 

and 100 times greater than doing so on public transport”5; and, 

c. The limited physical engagement with the surroundings, “SARS-CoV-2 spread tends to be 

higher in communal areas where there are higher numbers of people passing through, or in 

areas where there is more physical engagement with the surroundings, for example door 

handles, desks and computer keyboards”6. 

The transmission risk from (relatively) brief (~90 minute), outdoor activities involving a limited 

number of people, with limited physical engagement with surroundings is likely minimal.  

However, it should be considered that there is evidence that the risk of transmission may be 

higher when people are more physically active7 due to a greater density of exhaled droplets 

(although this evidence related to a study of transmission in indoor exercise classes).   

 

10. Risk specific to youth players (77% of registered players): The Children’s Commissioner 

summarised8 the then current view (13 May 2020) of the Royal College of Paediatrics and Child 

Health9 as follows: 

 “Children may be less likely than adults to get infected with Covid-19 

 The effect of Covid-19 is generally milder in children than in adults 

 The role children play in spreading Covid-19 is not clear, but so far appears to be limited 

compared to adults 

 

11. Summary:  The risk of infection with COVID-19 during an outdoor training period with a 

limited number of persons is limited, and likely to be more limited given the age profile of our 

players.   

 
3 https://www.medrxiv.org/content/10.1101/2020.02.28.20029272v2  
4 https://www.medrxiv.org/content/10.1101/2020.04.04.20053058v1  
5 https://www.medrxiv.org/content/10.1101/2020.03.24.20042606v1  
6 https://www.newscientist.com/article/mg24632843-300-at-work-school-and-seeing-friends-how-to-lower-

your-coronavirus-risk/  
7 https://wwwnc.cdc.gov/eid/article/26/8/20-0633_article  
8 https://www.childrenscommissioner.gov.uk/wp-content/uploads/2020/05/cco-we-dont-need-no-

education.pdf  
9 https://www.rcpch.ac.uk/key-topics/covid-19  
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12. Player profile and impact on risk of adverse outcomes if infected: 204 (77%) of CNRUFC 

registered players are youths and 91 (23%) are adult, and all but 14 (5%) are <39 years old (only 

1 is >60).  In the UK, ~95% of COVID related deaths occur in those aged 60+.  In the UK, ~0.5% of 

COVID related deaths occur in those aged 5-39 years.  COVID-19 (should it be acquired) poses an 

extremely limited risk to the health of the demographic from which >95% our players are drawn.   

10 

 
10https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deat

hsregisteredweeklyinenglandandwalesprovisional/weekending15may2020  
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13. Risks specific to youth players (77% of registered players): On average, under-15s face the 

lowest coronavirus fatality risk of any age group.  Professor Sir David Spiegelhalter at the 

University of Cambridge has estimated that the risk to children of catching and then dying from 

coronavirus is one in 5.3 million. Up to 100 children in the UK have been treated for the 

inflammatory condition associated condition with COVID-19 (with a small number needing 

intensive treatment) suggesting the chance of a child developing the inflammatory syndrome 

associated with COVID-19 is, on average, around one in 127,000.11  See also Appendices 2 and 3. 

 

14. It is important to understand that these are statements about what seems to happen on 

average; they are not guarantees about what will happen in every single case. There are a small 

number of children who have experienced severe symptoms just as there are adults who have 

mild symptoms. There have also been cases – tragically – of children falling severely ill (including 

with a related Paediatric Multisystem Inflammatory Syndrome ) or even dying from Covid-19. The 

conclusion is not that these events cannot happen, but that they are rare: the mortality rate 

among children is currently estimated to be 0.01% (1 in 10,000 cases), which is similar to the rate 

for ‘normal’ flu.” 

 

 

 

  

 
11 https://www.channel4.com/news/factcheck/factcheck-what-are-the-coronavirus-risks-to-children  
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15. Risk modifiers to outcomes of infection: Pre-existing conditions (‘comorbidities’), specifically 

heart disease, pulmonary disease, and diabetes may result in a significantly increased risk of the 

most adverse outcomes for COVID-19 sufferers.   Where there is a known comorbidity it would 

sensible for CNRUFC to discourage any person from any social interaction within the club. 

 

 

12 

 

 

16. In addition, 285 of our 295 players are males and deaths of males due to COVID-19 exceed those 

of females.  However, all our players are below the age of 70, and in England and Wales males 

below the age of 70 with no pre-existing conditions make up circa 12% of COVID-19 deaths in 

that age cohort i.e. 88% of deaths in that age cohort had comorbidities.   

 

17. Summary: As of 01 May 2020, ~38% of COVID-19 related deaths were of residents of nursing 

homes (including residents who died in hospital).   Less than 5% of COVID-19 related deaths 

came from the age demographic of our total player cohort, and if you modify for the >80% in 

which there was a comorbidity, then it may be less than 1%.  Less than 0.5% of COVID-19 related 

deaths came from the age demographic of 95% of our player cohort (<40 years old), and if you 

modify for the >80% in which there was a comorbidity, then it may be less than 0.1%.   For 

juniors <15 years old (the majority of players),  risk of death is less than one in 5 million.  In the 

absence of comorbidities, the risk to our players from COVID-19, should they become infected, is 

extremely limited. 

 
12 Deaths involving COVID-19, England and Wales: deaths occurring in March 2020 Number of deaths 

registered each month in England and Wales, including deaths involving the coronavirus (COVID-19), by age, 

sex and region. 16 Apr 2020 
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18. Assessment of overall risk: We cannot eliminate risk overall or for COVID-19 specifically. 

However, based on publicly available data, in the absence of a comorbidity, the risk on average 

to CNRUFC players of dying or becoming seriously ill as a result of  COVID-19 would appear to 

be extremely limited (whether they are infected at CNRUFC or elsewhere) – less than the 

chances of them being killed or seriously injured in a Road Traffic Accident13. However, while 

many people <60 years old will be asymptomatic or have mild symptoms, it should be stressed 

that a material minority will feel quite unwell for several days even if they are not hospitalised.  

 

19. It would be reasonable to assume the primary COVID-19 related outcome risk as a result of 

activity at CNRUFC is to the volunteers and families of players (due to the players transmitting 

the disease to someone older, or who has a comorbidity, or both) rather than to the players 

themselves.  Regardless of the risk to players in terms of outcome, we should act to reduce the 

likelihood of occurrence of the risk i.e. the risk of transmission. 

 

20. Focus of managing transmission risk: “Close contact” is defined as “being within 2 metres for 

more than 10-15mins where the person is asymptomatic”.  This should drive our response to risk.   

The primary variable to be managed is therefore proximity in terms of: 

a. The number of persons that are in close contact (<2m) during an activity session; 

b. The amount of time spent in very close contact (for instance briefly during a non-contact 

game versus extended in a scrum or maul); and, 

c. The nature of the contact between individuals (say a ‘touch’ versus a tackle, running past 

versus a scrum). 

 

  

 
13https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/442236

/child-casualties-2013-data.pdf  
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Proposed response to risk:  

21. Comply with RFU guidance: See References 2 and 3 

 

22. Engage an appropriate team to oversee the clubs response: It should include: 

a. Clinical representative (if available) 

b. Health & Safety representative 

c. Player representative  

d. Facilities representative 

e. Coaching representative  

 

23. Tie communication to ‘Rugby Values’: The reason we are asking this of our players is to 

minimize the risk of transmission to the loved ones of our team-mates.  This is all about 

Teamwork, Discipline and Respect.  No one wants these restrictions - we are doing it for the 

people our team-mates care about - this is for the wider rugby community.  

 

24. Avoid exposure to persons with elevated risk:  Persons in the following groups should not 

attend the club: 

a. People advised to isolate at home under the UK’s ‘track-and-trace”  scheme; 

b. People with any possible symptoms of COVID-19;  

c. People who cohabit with people with any symptoms of COVID-19; and, 

d. People who have been exposed to people with any symptoms of COVID-19 in the last 14 

days. 

Recommendation 1: We should communicate the above to everybody associated with the club, 

with a statement that:  

 It is really important to be mindful that we need to develop strategies to live with Covid-19, 

certainly in the medium-term; 

 Social distancing will reduce the spread of the disease, which will enable play to get back to 

normal more quickly; 

 Persons with relevant comorbidities, and specifically those that have been asked to shield 

have a personal responsibility to protect themselves, and to risk assess for themselves and 

family members the benefits of them, or their partners or children coming to the club: 

 The club is not liable with respect to participants or other persons contracting COVID-19  / 

SARS-CoV2 if they choose to attend site; and,  

 Social distancing measures will be put in place in the indoor areas when they reopen. 
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25. Avoid risk to non-participants: Spectators may not be as healthy as players; and/or may be 

more likely to have known comorbidities; and/or be older and so potentially more at risk.  With 

the exception of child-safeguarding (which remains of the highest importance) there is (sadly) no 

need for spectators, so their presence creates unnecessary and entirely avoidable risk for the 

players but most importantly for spectators themselves and their contacts.   

 

Recommendation 2: In the initial phase, spectators should only be allowed for persons under the 

age of 18 (one spectator per child, ideally the parent or legal guardian).  Spectators should not 

move between age-groups.  If a spectator is seen to cough during activity, they should be 

requested to leave site unless there is a known non-COVID-19 reason. 

The risk to persons of catching COVID-19 at the club if a 2-metre distance is adhered to, is very 

small.  In particular, the risk of catching COVID-19 on the touchline is very slim indeed given they 

will be outdoors. The primary risk to all persons is in the indoor areas. 

Recommendation 3: For each activity session, each training group, should have one or more 

volunteers assigned to:  

a. Ensure spectators stay >2m from the touchline14; and 

b. Ensure spectators stay >2m away from persons with whom they do not cohabit. 

 

26. Reduce transmission risk for players and volunteers: One of the main challenges in dealing with 

COVID-19 is the risk of transmission by sufferers prior to them being aware that they have 

COVID-19.  As a result, we need to do three things: 

a. Minimise unnecessary cross-over of people before, during and after activities; 

b. Identify potential sufferers and ask them to remove themselves from site until they are well; 

and 

c. Minimise transmission risk during activity. 

 

27. Minimise cross-over of people to reduce possible exposure: It would appear sensible to spread 

activity at the club which involves large numbers of people in terms of time and space.  Typically, 

this will mostly relate to the minis and juniors, where they may be up to 300 people on the site 

(although it expected this will be much reduced due to the circumstances).   

 

Recommendation 4: Once the 6-person limit is reduced, for minis and juniors, potentially 

multiple year-groups may be combined for non-contact activities to achieve viable (>10) but not 

excessive (<20) participant numbers in ‘age groups’.  Such age groups will (initially) have use of 

one full pitch (or equivalent size training area) versus half a pitch previously.  This restricts the 

club to 5  age groups undertaking activity simultaneously.  There should not be mixing between 

age groups before or after activities. 

 

Recommendation 5: Minis and juniors age groups will have a phased start-time (say 10 minutes 

difference)  to minimise congestion in the car parks and allow for more playing space but without 

dissuading parents who have more than one child attending).  All persons should move 

immediately to where they will train and remain there until they leave. 

 

Recommendation 6: All training groups (i.e. including adults) should arrive in the clothing they 

will train in and depart in the same clothes. 

 
14 2 metres is used throughout, but may be varied by government or RFU advice.  See 

https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(20)31142-9.pdf for rationale 
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28. Identify and exclude potential sufferers to break the chain of transmission: In an optimal 

situation we would screen all persons before they enter the site.  Given the risks associated with 

creating a queue of cars on the fast road outside the club, this may create a greater chance of 

adverse outcomes (due to a Road Traffic Accident) than accepting the risk from COVID-19, not 

least as sufferers may be asymptomatic and the ‘gold standard’ test (PCR) takes many hours and 

we do not have access to such testing capability.   

 

Recommendation 7: Parents are asked not to bring children with any symptoms including 

temperature.  Players should be told not attend if they have relevant symptoms. We will NOT 

take the temperature of players before activity because: 

 Children, in particular, may be asymptomatic;  

 Taking a temperature will involve someone breaching social distancing; and, 

 If a player has a temperature of >38 degrees, they will be unlikely to feel like participating in 

rugby-related activities. 

 

 
 

Recommendation 8: Prior to the commencement of activity all participants will be asked if they 

have any symptoms of infection or knowingly been exposed to someone that has, and if so they 

will be asked to leave site and not return until the end of the appropriate quarantine period.  The 

use of formal written declarations has been considered but is probably unworkable and the 

process of obtaining them, coupled with the use of paper and pen may increase risk of 

transmission.  
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29. Minimise transmission risk during activity: 

 

Recommendation 9: The need for persons to assist an injured player should be minimised by 

delaying any activities with planned contact until the lockdown period is nearly complete. 

 

Recommendation 10: Volunteers, including those coaching and refereeing, should be advised to 

maintain the appropriate social distance and to wear a mask and where gloves if they must get 

closer than 2m (such as when assisting an injured player).  Ordinarily an injured player should 

only be attended by the First Aider and a member of the same household. If there is no First Aider 

there is no training.  First Aiders should be provided a single use disposable mask and disposable 

gloves and must wear them if attending to an injured player. 

 

Recommendation 11: Reduce the amount of equipment used in training that players will touch.  

Prior to the commencement of activity, and immediately after, all equipment (and specifically all 

balls) that participants may touch / may have touched must be sanitised using a sanitiser with 

appropriate anti-viral properties. 

 

Recommendation 12: Prior to the commencement of activity, and immediately after the end of 

activity, all players and volunteers (including coaches and First Aiders) must apply hand sanitizer 

with appropriate anti-viral properties15 in front of the coaching staff. 

 

Recommendation 13: All players will be advised to avoid touching their face during activity.  If a 

player is seen to cough during activity, they will be asked to retire immediately.   

 

 

Recommendation 14: There will be a phased return to full contact rugby (as appropriate for the 

year-group).  Refer to Appendix 1.  We may jump between phases or even revert (in the case of a 

‘second-peak’), based on government and RFU advice.     

 
15 https://www.cdc.gov/coronavirus/2019-ncov/hcp/hand-hygiene.html  
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Appendix 1: Phased return to normal training and play 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
16 

 
16 https://www.englandrugby.com/dxdam/bb/bb42cabc-9918-4663-a22f-16a5decda744/RUGBY%20RESTART%20ROAD%20MAP%20FINAL%202020-01.jpg  
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Phase Trigger Training protocols 

B Government allows 

outdoor contact to 

resume at an 

appropriate level  

Adults: Fitness training, but designed to maintain distance >2m 

All: Rugby relevant training that maintains distances > 2m 

e.g. skills based such as “kick-tennis”, “kick-golf”, “kick-rounders” 

Games that develop generic movement skills but promote players to maintain distance from other players  

e.g. “Grid end-ball” 

Use small ‘pods’ of players that train together (that are at or below the government restriction on gathering, 

currently 617) to reduce x-transmission 

No tackle shields / bags / tubes etc. as they create an unnecessary risk 

C Relaxation of 

government restrictions 

All: As above PLUS 

Rugby relevant training that does not encourage contact but may have players <1m momentarily e.g. passing drills 

Games that develop generic movement skills and that do not encourage physical contact but may have players 

<1m  e.g. “End-ball”, “Frisbee”, “Jailbreak”, “capture the flag”, “hunger games”, “stag stalker”, “gladiators”  

Try to use small ‘pods’ of players that stay together, ideally with the same coach, to reduce x-transmission 

No tackle shields / bags / tubes etc. 

D Relaxation of 

government restrictions 

All: As above PLUS 

Touch rugby 

No tackle shields / bags / tubes etc. 

E Relaxation of 

government and RFU 

restrictions 

All: As above PLUS 

Contact rugby but eliminating high-risk activities: scrums, lineouts, mauls and rucks - allowing  games with tackling 

but where (for instance) there is no contest after tackle and the supporting player is free to pass with turnover 

occurring (say) after a forward pass, interception, dropped ball or number of tackles.  

Tackle shields / bags / tubes many be used, but only one-on-one and must be disinfected after the session. 

F Government and RFU 

state “all clear”. 

Return to normal training and game play 

 

  

 
17 https://www.gov.uk/government/publications/staying-alert-and-safe-social-distancing/staying-alert-and-safe-social-distancing#activity-outside-the-home  
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Appendix 2: Summary from an evidence-based summary of paediatric COVID-19 literature18: 

 

30. “Around the world, children make up a minority of confirmed cases of COVID-19, usually 

contributing to between 1 – 5% of total case numbers. Concerns exist that low case rates reflect 

selective testing of only the most unwell, however data from South Korea and subsequently 

Iceland which have undertaken widespread community testing, have also demonstrated 

significantly lower case numbers in children. This has also been seen in the Italian town of Vo, 

which screening 70% of its population and found 0 children <10 years positive, despite a 2.6% 

positive rate in the general population … Critical illness appears very rare (~1%) …To date, deaths 

remain extremely rare in children from COVID-19. 

 

31. Precise details regarding paediatric transmission cannot be confirmed without widespread sero-

surveillance, however important trends are emerging. Low case numbers in children suggest a 

more limited role than was initially feared. Contact tracing data from Shenzhen in China 

demonstrated an equivalent attack rate in children as adults, however this has been contradicted 

by 4 subsequent studies in Japan, Guangzhou, Wuhan and Shanghai, and cities in close proximity 

to Wuhan. These have all demonstrated a significantly lower attack rate in children.  

 

32. This, coupled with low case numbers would suggest that children are less likely to acquire the 

disease. The role of children in passing the disease to others is unknown, in particular given large 

numbers of asymptomatic cases. Notably, the China/WHO joint commission could not recall 

episodes during contact tracing where transmission occurred from a child to an adult. Studies of 

multiple family clusters have revealed children were unlikely to be the index case, in Guangzhou, 

China, and internationally. A SARS-CoV2 positive child in a cluster in the French alps did not 

transmit to anyone else, despite exposure to over 100 people.” 

 

  

 
18 https://dontforgetthebubbles.com/evidence-summary-paediatric-covid-19-literature/  
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Appendix 3:  
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