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Surveillance summary

COVID-19 Australia: Epidemiology Report 36
Reporting period ending 28 February 2021

(COVID-19 National Incident Room Surveillance Team

Summary

Two-week reporting period:

Trends - The number of COVID-19 cases reported in Australia remains low. The daily aver-
age number of cases for this reporting period was five, the same as the previous fortnight.
There were 64 cases of COVID-19 and no deaths this fortnight, bringing the cumulative

case count to 28,937 with 909 deaths.

Local cases — There were four locally-acquired cases reported in Australia this fortnight,
all linked to a cluster of cases in hotel quarantine in Victoria. This is a decrease on the

previous fortnight.

Overseas cases — There were 56 overseas-acquired cases this reporting period. Of these,
more than half (35/56) were from New South Wales, with the remainder dispersed across

all jurisdictions.

Testing — Testing rates increased slightly by 3% compared to the previous fortnight. The

cumulative positivity rate remains low at 0.2%.

Vaccinations - Australia began its COVID-19 vaccination program during this reporting
period. As at 28 February, 33,702 Australians had received one dose of the Pfizer vaccine.

Four-week reporting period:

Virology - Nationally, SARS-CoV-2 strains from 58% of COVID-19 cases have been
sequenced during the pandemic. During the first two months of 2021, there has been an
increase in the number of cases infected with SARS-CoV-2 variants of concern (VOC) in
Australia. AusTrakka is actively monitoring and reporting on these variants, including:
B.1.1.7 (a.k.a. VOC-202012/01 or 201/501Y.V1); B.1.351 (a.k.a. VOC-202012/02 or 20H/501Y.

V2); and P.1 (a.k.a. VOC-202101/02 or 20J/501Y.V3).

Severity - For all cases since the beginning of the pandemic, 14% have been admitted to
hospital. According to sentinel surveillance data, 19% of hospitalised patients were admit-
ted to the intensive care unit. Australia’s case fatality rate has remained stable at 3.1%, with

no COVID-19 related deaths occurring in the past four weeks.

health.gov.au/cdi Commun Dis Intell (2018) 2021;45 (https://doi.org/10.33321/cdi.2021.45.14) Epub 12/03/2021
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Hospital occupancy - The average daily number of COVID-19 cases in hospital across
Australia for the reporting period was 12, a decrease compared to the daily average from
the previous reporting period of 32.

Public health measures - During the current reporting period, there were short-term
higher level restriction periods in Western Australia and Victoria in response to cases
found to be infected with SARS-CoV-2 variants of concern.

International situation - Cumulative global COVID-19 cases and deaths now exceed
113 million and 2.5 million respectively. A number of countries continued to report high
numbers of cases and deaths, with some reporting over 500,000 new cases and 10,000
COVID-19 deaths in the past four weeks.

This reporting period covers the last two weeks (15-28 February 2021). The previous reporting period
is the preceding two weeks (1-14 February 2021). As Australia continues to experience low numbers
of COVID-19 cases, this report has transitioned to a brief update on case numbers each fortnight and
a more detailed analysis every four weeks. Acute respiratory illness, severity, clusters and outbreaks,
public health response measures, virology and the international situation are reported in detail on a
four-weekly basis and are included in this report. The reporting period for these topics covers 1-28
February 2021. For comparability, the previous reporting period is the preceding four weeks (4-31
January 2021).

Keywords: SARS-CoV-2; novel coronavirus; 2019-nCoV; coronavirus disease 2019; COVID-19; acute
respiratory disease; epidemiology; Australia
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In focus:
Genomics surveillance and virology

Communicable Disease Genomics Network,
AusTrakka and jurisdictional sequencing
laboratories

Genomic surveillance of SARS-CoV-2 is a
significant component of Australia’s response
to COVID-19 and is established as part of the
national approach to surveillance. This is being
facilitated by the recently-endorsed National
Microbial Genomics Implementation Plan,!
operationalised through the Communicable
Diseases Genomics Network (CDGN), an
expert reference panel of the national Public
Health Laboratory Network (PHLN) and
linked to the Communicable Diseases Network
Australia (CDNA).

A key feature of this genomic surveillance is
AusTrakka,” a national platform for real-time
analysis of integrated pathogen genomic data for
public health across Australia. The AusTrakka
platform provides a central, secure and private
online location to share, store, analyse and
view aggregated national and jurisdictional
data. Public health laboratories in every state
and territory have been routinely uploading
their SARS-CoV-2 sequences to AusTrakka and
GISAID (the global initiative on sharing avian
influenza data), allowing for efficient national

and international information sharing and rapid
identification of multi-jurisdictional outbreaks
and ongoing national genomic surveillance of
cases and variants of concern (VOC).

This section aims to assist with the under-
standing of public health genomics relating to
COVID-19 and variants of concern in Australia
by detailing:

o how representative the current Australian
SARS-CoV-2 sequences are;

o the genetic lineages (see Technical Supple-
ment)® of SARS-CoV-2 in Australia; and

o the public health impacts of pathogen se-
quencing on the COVID-19 response.

The information presented here was provided
by the National Analysis Team of AusTrakka
and from jurisdictional pathogen sequenc-
ing laboratories to summarise the genomic
epidemiology of SARS-CoV-2 in Australia.
Numbers are subject to change retrospectively
and sequences are not able to be obtained from
all samples for a range of reasons. Samples with
low viral loads, such as those collected from
cases late in their disease episode (common in
returned travellers), are less likely to be success-
tully sequenced (see Technical Supplement for
more information).?

Table 1: Australian SARS-CoV-2 genome sequences and proportion of positive cases
sequenced,*® 1-28 February 2021 and cumulative to date

Reporting period
1-28 February 2021

Cumulative 23 January 2020 - 28

February 2021

SARS-CoV-2 cases sequenced-

Percentage of positive cases sequenced

16,820

58%

a  Sequencing has been attempted on all suitable available samples (one sample per case). Sequencing of samples from cases identified

in the reporting period may be in process at the time of reporting. Remaining unsequenced samples have been deemed unsuitable for

sequencing (typically because viral loads were too low for sequencing to be successful).

b Cumulative sequence numbers have decreased from the previous report due to data review and cleaning.

¢ Based on individual jurisdictional reports of sequences and case numbers. Calculations of the percentage of cases sequenced based on the

number of sequences available in AusTrakka may not always be up-to-date, since this may include duplicate samples from cases and may

not represent all available sequence data.

health.gov.au/cdi
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How representative are current
Australian SARS-CoV-2 sequences?

Nationally, SARS-CoV-2 strains from 58% of
COVID-19 cases have been sequenced over the
duration of the pandemic, based on jurisdic-
tional reporting (Table 1). Australia’s strategy of
attempting to sequence all cases of COVID-19
has resulted in one of the highest proportion of
cases sequenced across the world. A high pro-
portion of SARS-CoV-2 cases being sequenced
increases the confidence around identifying the
infection source based on viral genomics.

What genetic lineages of SARS-CoV-2 are
being detected in Australia?

The SARS-CoV-2 lineage nomenclature is hier-
archically organised following a phylogenetic
tree structure.* It describes major lineages
with letters of the alphabet (A, B, etc.), and
then sub-lineages using numbers separated by
period symbols (“”). During the past 24-week
period (14 September 2020 - 28 February 2021),
there were 121 genomic lineages represented in
AusTrakka, with changes in lineage composi-
tion over time shown in Figure 1. Over the four
weeks between 1 February and 28 February
2021, the most common lineage was B.1.1.7, a
variant of concern (VOC) further described
below, and mainly associated with overseas
travellers in quarantine and a local outbreak in
Victoria. More information on lineages and var-
iants is available in the Technical Supplement.’

Variants of concern

During the first two months of 2021 there was
an increase in the number of VOC observed in
cases in Australia. AusTrakka actively moni-
tored and reported on three variants: B.1.1.7
(aka VOC-202012/01 or 201/501Y.V1); B.1.351
(aka VOC-202012/02 or 20H/501Y.V2); and P.1
(aka VOC-202101/02 or 20J/501Y.V3). All three
variants display an unusually high number of
mutations,”” including a number of variations
in the genomic region encoding the spike pro-
tein thought to have the potential to increase
transmissibility.*?

40f26 Commun Dis Intell (2018) 2021;45 (https://doi.org/10.33321/cdi.2021.45.14) Epub 12/03/2021

B.1.1.7 (VOC-202012/01)

The B.1.1.7 lineage is characterised by 17
mutations, including spike protein mutations
N501Y and P681H, and a 2 amino acid deletion
of residues 69,70 (IHV68I).” The strain first
emerged in the United Kingdom in September
2020, where it has become dominant and has
displaced other strains. The B.1.1.7 strain has
now been detected in more than 90 countries
worldwide.

B.1.351 (501Y.V2)

The B.1.351 lineage is characterised by nine
characteristic mutations, including spike pro-
tein mutations K417T, E484K and N501Y.° In
addition to potentially increased transmissibil-
ity there is concern that the E484K mutation
may affect antibody-mediated neutralisation of
the virus.'” The B.1.351 strain was first detected
in South Africa in October 2020 and has since
been documented in more than 40 countries,
including becoming the dominant variant in
Zambia.

P.1 (501Y.V3)

The most recently emerging VOC is P.1, a sub-
cluster within lineage B.1.1.28 that is character-
ised by 17 mutations, including the same spike
protein mutations K417T, E484K and N501Y as
B.1.351." The B.1.1.28 lineage was common to
Brazil, but in December 2020 reports emerged
from Brazil's Amazonas region of a surge in
cases associated with the P.1 lineage.® In late
December the P.1 variant was reported in four
COVID-19 cases in Japan detected during air-
port screening and has now been seen in more
than 20 countries. At the time of reporting, there
were no cases with the P.1 lineage in AusTrakka.

health.gov.au/cdi



SARS-CoV-2 viral sequence lineages reported to AusTrakka, Australia, 14 September

2020 to 28 February 2021°

Figure 1
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What are the public health impacts of
SARS-CoV-2 genomic epidemiology?

Notable recent examples of the importance of
SARS-CoV-2 genomics in informing jurisdic-
tional public health responses include:

« Identifying and monitoring VOC through
genomic surveillance in returned travellers,
thus enabling public health teams to imple-
ment precautionary measures to minimise
risk of onwards transmission of these strains;

« Providing information to support the deter-
mination of whether prolonged PCR positive
results are likely due to continued shedding
of the virus, or re-infection;

+ Allowing assessment by public health and
clinical panels of difficult cases within juris-
dictions, related to clinically confusing or un-
certain molecular and serological test results;

o Assisting with quarantine hotel investigation;
o Identifying potential inflight transmission of
non-related cases to support a public health

investigation; and

» Providing evidence on the elimination of
clusters of local transmission.

60f26 Commun Dis Intell (2018) 2021;45 (https://doi.org/10.33321/cdi.2021.45.14) Epub 12/03/2021

Two-week reporting period (15-28
February 2021):

Background and data sources

See the Technical Supplement for information
on coronavirus disease 19 (COVID-19) includ-
ing modes of transmission, common symptoms
and severity.’

Activity

COVID-19 trends
(NNDSS and jurisdictional reporting to NIR)

As at 28 February 2021, there were 28,937
COVID-19 cases including 909 deaths reported
nationally, with two distinct peaks in March
and July (Figure 2). In this reporting period,
there were 64 cases and no deaths reported. On
average, five cases were notified each day over
this reporting period, similar to the previous
reporting period. The largest number of cases
diagnosed this fortnight was from New South
Wales with more than half of all cases (58%;
37/64), followed by Queensland (16%; 10/64)
(Table 2).

Source of acquisition
(NNDSS)

In this reporting period, 88% (56/64) of cases
were acquired overseas. There were four locally-
acquired cases in Victoria, a decrease from 17
locally-acquired cases in the previous fortnight.
At the end of this reporting period, there were
four cases reported as under investigation
(Table 2).

Cumulatively, the infection rate to date for all
locally-acquired cases was highest in Victoria
with 294.4 infections per 100,000 population
(Table 3). The rate of infection in Tasmania
remained at 27.9 infections per 100,000 popula-
tion, largely as a result of an outbreak in North
West Tasmanian hospitals in April 2020, which
represented half of all their cases. Nationally,
it has been 44 days since there was a locally-
acquired case of unknown source (Table 4).

health.gov.au/cdi



Figure 2: COVID-19 notified cases by source of acquisition and diagnosis date, Australia, week

ending 28 February 2021*
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Table 2: COVID-19 notifications by jurisdiction and source of acquisition, Australia,
15-28 February 2021

28 Feb 21 7]

Overseas 35 1 8 3 7 0 2 0 56
Local — source known 0 4 0 0 0 0 0 0 4
Local — source unknown 0 0 0 0 0 0 0 0 0
Local — interstate 0 0 0 0 0 0 0 0 0
Under investigation 2 0 2 0 0 0 0 0 4
Total 37 5 10 3 7 0 2 (1] 64

a  Overseas-acquired infections from New South Wales and Queensland were classified as under investigation at the time of reporting.

health.gov.au/cdi
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Table 3: Locally-acquired COVID-19 case numbers and rates per 100,000 population by
jurisdiction and reporting period, Australia, 28 February 2021

Reporting period Reporting period Cumulative cases
1-14 February 2021 15-28 February 2021 23 January 2020 - 28 February 2021

Jurisdiction
Number of cases Number of cases Number of cases Rat:ozel:llz)i(;,:oo

NSW 0 0 2,176 26.9
Vic. 17 4 19,410 294.4
Qld 0 0 302 59
WA 0 0 9 3.8
SA 0 0 185 10.6
Tas. 0 0 149 279
NT 0 0 4 1.6
ACT 0 0 29 6.8
Australia 17 4 22,354 88.2

In this reporting period, the largest number
of overseas-acquired cases was reported in
New South Wales (63%; 35/56), followed by
Queensland (14%; 8/56).

In this reporting period, the largest numbers
of overseas-acquired cases with reported coun-
tries of acquisition were from India (13%; 7/56)
followed by the United States of America (11%;
6/56). The number of cases by country is influ-
enced by travel patterns of returning Australians
as well as by the prevalence of COVID-19 in the
country the person is arriving from.

Demographic features
(NNDSS)

In this reporting period, the largest number
of cases occurred in those aged 30 to 39 years
(25/64 cases). For all notifications to date, the
highest rate of infection was in those aged 90
and over with a rate of 386.8 per 100,000 popu-
lation (Appendix A, Table A.1). Children under
10 years old had the lowest rate of infection (47.7
cases per 100,000 population), despite compara-
ble testing rates in this age group.

Cumulatively, the male-to-female rate ratio of
cases was approximately 1:1 in most age groups.
Notification rates were higher among females
than among males in the 20-29 years age group
and those aged > 80 years old, and higher among

80f26 Commun Dis Intell (2018) 2021;45 (https://doi.org/10.33321/cdi.2021.45.14) Epub 12/03/2021

males than among females in the 70-79 years
age group (Figure 3). The largest difference in
cumulative rates was in the 90 years and over
age group, where the cumulative rate among
males was 335.2 cases per 100,000 population
and among females 412.6 cases per 100,000
population (Appendix A, Table A.1).

Since the beginning of the epidemic in Australia,
the median age of all cases was 37 years (inter-
quartile range, IQR: 25-56) which has not
changed since the beginning of August. Prior
to 1 June 2020, COVID-19 cases were slightly
older, with a median age of 46 years (IQR:
29-62), associated with a high proportion of
cases having a recent travel history or acquisi-
tion on a cruise ship. In cases reported after 1
June 2020, the median age was 34 years (IQR:
23-53) reflecting transmission in the commu-
nity and across a range of settings, especially in
Victoria. The median age of cases in this report-
ing period was 35 years (IQR: 30-43).

health.gov.au/cdi



Table 4: Days since last locally-acquired COVID-19 case (source known and source unknown),
by jurisdiction, reported by notification received date, 28 February 2021°

Locally acquired — source unknown Locally acquired — source known

Date of last case Days since last case Date of last case LAV cs;r;:e last
44 23

Jurisdiction

NSW 15 January 2021 5 February 2021

Vic. 5 January 2021 54 25 February 2021 3
Qld 26 August 2020 186 12 January 2021 47
WA 12 April 2020 322 1 February 2021 27
SA 15 April 2020 319 29 November 2020 91
Tas. 11 August 2020 201 6 May 2020 298
NT® NA NA 4 April 2020 330
ACT 28 March 2020 337 9 July 2020 234

a  Apparent mismatches between case numbers per reporting fortnight in Table 3 and dates of most recent cases in Table 4 can arise
through the use of onset dates for Table 3 versus notification received dates in Table 4.

b The Northern Territory has not reported any locally-acquired cases with an unknown source of infection.

Figure 3: Cumulative COVID-19 cases, by age group and sex, Australia, 23 January 2020 to 28
February 2021

Female

Cases per 100,000 population

Age groups (years)
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Aboriginal and Torres Strait Islander persons
(NNDSS)

There have been 150 confirmed cases of COVID-
19 notified in Aboriginal and Torres Strait
Islander people since the beginning of the epi-
demic. One new overseas-acquired Aboriginal
and Torres Strait Islander case was notified in
the reporting period. Overall, Aboriginal and
Torres Strait Islander people represent approxi-
mately 0.5% (150/28,937) of all confirmed cases.
Table 5 compares the remoteness of cases in
Aboriginal and Torres Strait Islander people
with those in the non-Indigenous population.

The median age of COVID-19 cases in
Aboriginal and Torres Strait Islander people
was 31 years old (IQR: 21-50), which was
younger than for non-Indigenous cases where
the median age was 37 years old (IQR: 25-56).

The notification rate across all age groups
was higher in non-Indigenous people than in
Aboriginal and Torres Strait Islander people
(Figure 4). The age-standardised Aboriginal
and Torres Strait Islander:non-Indigenous
notification rate ratio was 0.2, indicating that
the Aboriginal and Torres Strait Islander popu-
lation had a significantly lower COVID-19 case
rate than the non-Indigenous population after
accounting for differences in age structure.
Amongst Aboriginal and Torres Strait Islander
cases, the highest notification rate was in those
aged 70-79 years (36.0 cases per 100,000 popu-
lation), followed by the 60-69 years age group
(34.4 cases per 100,000 population). Similar
to non-Indigenous cases, children aged 0-9
years had the lowest notification rate among
Aboriginal and Torres Strait Islander cases (6.9
cases per 100,000 population).

Figure 4: National COVID-19 notification rate per 100,000 population by age group, Aboriginal
and Torres Strait Islander people and non-Indigenous people, Australia, 23 January 2020 - 28

February 2021
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Table 5: COVID-19 notifications by Aboriginal and Torres Strait Islander status by jurisdiction,
source of acquisition and remoteness classification, Australia, 23 January 2020 - 28 February 2021

Locally acquired

Outer
Regional
Australia

Interstate | Overseas
acquired | acquired

Remote/
Very Remote
Australia

Major
Cities of
Australia

Inner Regional
Australia

Aboriginal and
Torres Strait 921 16 6 1 1 34 1 150
Islander

non-Indigenous 20,751 928 223 16 59 6,571 239 28,787

a Includes 26 non-Indigenous cases classified as overseas residents who were diagnosed in Australia.

Table 6: Diagnostic tests performed, by jurisdiction, Australia, 28 February 2021

Cumulative tests performed
to 28 February

Tests performed
1-14 February 2021

Tests performed
15-28 February

Positivity | Per 1,000 Positivity| Per 1,000 Positivity | Per 1,000
(%) population® (%) population® (%) population®

NSW 164,862 216,960 5,011,674 619.8
Vic. 236,997 0.01 359 266,306 0.00 40.4 4,960,442 0.41 752.3
Qld 90,81 0.01 17.8 97,967 0.01 19.2 1,953,278 0.07 383.6
WA 101,015 0.01 385 39,793 0.01 15.2 862,767 0M 3291
SA 69,911 0.01 39.9 59,799 0.01 341 1,091,410 0.06 622.8
Tas. 6,313 0.00 1.8 8,384 0.00 15.7 173,783 0.13 325.1
NT 9,818 0.05 39.9 12,854 0.02 52.2 124,444 0.08 505.7
ACT 7,404 0.00 174 8,495 0.00 19.9 171,667 0.07 402.8
Australia 687,131 0.01 2741 710,558  0.01 28.0 14,349,465 0.20 565.9

a  Population data based on Australian Bureau of Statistics (ABS) Estimated Resident Population (ERP) as at 30 December 2019

Testing
(State and territory reporting)

As at 28 February 2021, a cumulative total of
14,349,465 tests were conducted in Australia.
The cumulative nationwide proportion of posi-
tive tests remained low at 0.2% (Table 6). With
the exception of Victoria, the cumulative testing
positivity in individual jurisdictions was < 0.2%.

During this reporting period, 710,558 tests were
conducted nationally, with a positivity rate of
0.01%. This represented a 3% increase in tests
conducted compared to the previous two-week
reporting period; this increase was consistent
across all jurisdictions except Western Australia
and South Australia. The decrease in testing

health.gov.au/cdi
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rates in Western Australia this reporting period
coincides with easing of public health meas-
ures in the state. Jurisdictional testing rates
are driven by both current case numbers and
numbers of people experiencing symptoms. All
states reported a positivity rate of < 0.1% in this
reporting period. The low national positivity
rate, along with high rates of testing, indicates a
low prevalence of COVID-19 nationally.

For the two-week period ending 28 February
2021, testing rates decreased among all age
groups after an increase in the first two weeks of
February (Figure 5). Testing rates among chil-
dren and young adults aged 0-19 years tended
to be lower than those of other age groups,
except in recent months, likely due to the return
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of students to school. Testing rates were high-
est in major cities and urban areas of Australia;
lower testing rates, with little variation between
classification areas, were seen across regional
and remote areas across Australia.

Vaccinations
(Department of Health)

Australia’s vaccination program began this
reporting period. At 28 February, 33,702
Australians had been vaccinated with a first
dose of Pfizer vaccine, including 10,071 aged
care and disability residents."?

Four-week reporting period (1-28
February 2021)

Acute respiratory illness
(FluTracking and Commonwealth Respiratory Clinics)

Based on self-reported FluTracking data,”
prevalence of fever and cough in the commu-
nity remained low at less than 0.7% (Figure 6).
Runny nose and sore throat symptoms in the
community remained stable during this report-
ing period and the prevalence in the community
remained at less than 1%.

In this reporting period, acute respiratory ill-
ness was highest in those aged under 10 years
old, based on both self-reported FluTracking
data and presentations to Commonwealth
Respiratory Clinics. Females reported res-
piratory illness more frequently than males.

Figure 5: SARS-CoV-2 polymerase chain reaction (PCR) testing rates per 1,000 population per
week by age group, Australia, 1 May 2020 - 26 February 2021*°

—- 0-19 years

30

20 1

10

Testing rate (per 1000 population)

20-59 years —®- 60+ years

01 May 1
08 May -
15 May 1
22 May 1
29 May 1
05Jun 4
12 Jun
19 Jun
07 Aug 1
14 Aug -
21 Aug 1
28 Aug 1
04 Sep 1

11Sep A

uuuuu
= S 5 5 S5 2 0 £ &

06 Nov -
13 Nov 1
20 Nov 1
27 Nov -
04 Dec -
11 Dec 4
18 Dec A
25 Do

01

08

15

22

29

Week ending

a  Data provided by jurisdictions to the NIR weekly.

b Thejurisdictions reporting each week (i.e. the denominator population) may vary.
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Figure 6: Weekly trends in respiratory illness amongst FluTracking survey participants (age-
standardised) compared to the average of the previous five years, Australia, 1 March 2020 - 28

a
February 2021
3.5 4
———2020-2021, fever & cough
2015-2019 average, fever & cough
3.0 4
2020-2021, runny nose & sore throat
2.5 4
<
s 2.0 4
wv
wv
]
£
=
8
© 1.5 A
=
(=%
wv
Q
-4
1.0 A
/\ SN
0.5 +
0.0 e T S B B LA B S e e L S e LA e e o e L B B B e TR I e e e e e B
LLLLLLLLL > > >>>Cc CcCc 55 5SS Mwwwwoooaots oD 2> > > >0000Cccc Cc Cc 0000
T 0 0 0089902000308 POS55523323233535335350000LLLL00D0D0DD0DVIVIITRTEEEOODD
2222295952332 32723 204003 III3999999292=2=2220000 0 20 0 hdu gy
= 2 $=2222223204% B e S s S S
ggﬂmggﬁﬂm83ZErQOHNNO*‘HNg%‘;Em%SQQROHHNSgﬂmmgﬂgmoHﬁwmgig'?g

Week ending

In years prior to 2020, FluTracking was activated during the main Influenza season from May to October. A historical average beyond

the week ending 11 October is therefore not available. In 2020, FluTracking commenced 10 weeks early to capture data for COVID-19.

Data on runny nose and sore throat were only collected systematically after 29 March 2020, therefore a historical average for this

symptom profile is unavailable.

Rates of fever and cough by jurisdiction ranged
from 2.1/1,000 FluTracking participants in
Western Australia to 6.4/1,000 participants in
the Australian Capital Territory.

FluTracking data indicated that 54.7% of those
in the community with ‘“fever and cough’ and
20.7% of those with ‘runny nose and sore throat’
were tested for SARS-CoV-2. This represented
a slight decrease in testing among those with
‘fever and cough’ since the previous report-
ing period and a decrease in testing among
those self-reporting ‘sore throat and runny
nose’. Testing rates varied by jurisdiction and
symptom. For fever and cough, rates were low-
est in Western Australia and highest in South
Australia. For runny nose and sore throat, rates
were lowest in Western Australia and highest

health.gov.au/cdi
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in Victoria. It is important to acknowledge that
there may be legitimate reasons why people did
not get tested, including barriers to accessing
testing. Symptoms reported to Flutracking were
not specific to COVID-19 and may also be due
to chronic diseases.

During this reporting period, there were 38,818
assessments at Commonwealth Respiratory
Clinics with 96% tested for SARS-CoV-2. The
positivity rate for SARS-CoV-2 at these clinics
was < 0.1% for this reporting period.

In patients experiencing influenza-like illness in
this reporting period who were tested through
the Australian Sentinel Practice Research
Network (ASPREN) and Victorian Sentinel
Practice Influenza Network (VicSPIN) general

13 0f 26



practitioner (GP) sentinel surveillance systems,
the most frequent respiratory viruses detected
were respiratory syncytial virus (RSV) and
rhinoviruses.

Based on FluTracking data, the rate of self-
reported fever and cough among Aboriginal
and Torres Strait Islander peoples was higher
than that observed in all other participants this
reporting period. The rate for health care worker
participants reporting these symptoms during
this period was similar to that observed for all
other participants based on FluTracking data.

Based on all presentations to Commonwealth
Respiratory Clinics to date, the principal symp-
toms reported in COVID-19 cases were cough,
sore throat, tiredness, runny nose, and fever.

Severity
(NNDSS, FluCAN)

Based on NNDSS data, there have been 27,780
COVID-19 cases with hospitalisation status
known to date. Of these cases, 14% were hos-
pitalised. It should be noted that it cannot be
discerned from these data what proportion of
those hospitalised were done so for isolation
rather than clinical reasons. Since 16 March
2020, FluCAN has recorded 481 COVID-19
cases hospitalised in sentinel sites,'* of which 93
(19%) were admitted to an intensive care unit
(ICU).

There were three hospital admissions for con-
firmed COVID-19 cases in participating sites
since the last severity report (COVID-19 epide-
miology report 34: data to 31 January 2021)."°

Length of hospital stay

Length of hospital stay for patients with con-
firmed COVID-19 increases with advancing
age category (Table 7). Length of stay in ICU
for survivors can be found in a previous severity
report (data to 22 November 2020).'¢

Characteristics of those with severe
COVID-19 disease

The median age of cases who were hospitalised
in sentinel sites since 16 March 2020 (57 years;
IQR: 38-73) and admitted to ICU (59 years;
IQR: 46-68) was higher than for cases overall
(37 years; IQR: 25-56). The ratio of males to
females (1.2:1) remained stable for hospital-
ised cases, with slightly higher numbers of
admissions for males. Of those hospitalised in
sentinel sites (n = 481),'° six (1.2%) were iden-
tified as Aboriginal and Torres Strait Islander
people (1 unknown and 8 missing data; > 98%
completeness). Comorbidity and other risk fac-
tor analysis can be found in a previous severity
report (data to 25 October 2020).”7 Risk factor
data have not been updated in the present
report, as hospital cohorts have changed little
in the intervening months.

Table 7: Hospital length of stay for confirmed COVID-19 cases discharged alive from sentinel
sites Australia between 16 March 2020 and 28 February 2021*

Hospital length of stay?

Age group (years)
i | oo |

<18 42 2.0(1.0-7.0) 5.3(6.9

18-39 82 5.0(2.0-10.0) 7.0(7.0)

40-59 m 8.0 (4.0-14.0) 10.8(15.9)

60-79 9 10.0 (6.0-15.0) 12.0(10.9)

>80 45 12.0(8.0-16.0) 12.6(7.3)

Total 379 8.0(3.0-13.0) 9.9(1.5)

a  Source: FIuCAN. Includes patients with a discharge outcome and discharge date.
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Table 8: Number of fatalities and CFR for all cases and for hospitalised cases, by age group and
sex, Australia, 23 January 2020 - 28 February 2021

All cases®
n (CFR)

Hospitalisation®
n (CFR)

Total 440 (3.1) 469 (3.2) 909 (3.1)
<50 5(0.) 0(0.0) 5(0.0)
50-64 19(0.8) 10(0.4) 29(0.6)
6579 119(8.8) 63 (5.0) 182(7.0)
80+ 297(41.1) 396(29.8) 693 (33.7)

a  Source: NNDSS. (Total cases = 28,937).

27(11.8) 21(10.6) 48 (11.2)
0(0.0) 0(0.0) (0.0)
1(1.9) 3(7.9) 4(4.4)

1(21.2) 2(6.5) 13(15.7)

15 (46.9) 16 (36.4) 31(40.8)

b Source: FIuCAN. Includes 21 sentinel hospitals. (Total cases with a discharge outcome = 428).

COVID-19 deaths

Overall, the crude case fatality rate (CFR)
remains stable at 3.1% (Table 8), with no cases
reported as having died since the previous sever-
ity report (data to 31 January 2021)."” The high-
est CFR was in males over the age of 80 years,
particularly those admitted to hospital. For
hospitalised cases, the total number who have
died in hospital remains unchanged since the
last severity report (data to 31 January 2021)."°
The CFR rate amongst those admitted to ICU
was last reported in issue 30 (13.2%; data to 22
November 2020).1

Hospital occupancy

The average daily number of COVID-19 cases
in hospital during the past four weeks across
the country was 12; this was a decrease on the
previous reporting period’s daily average of 34
(4-31 January 2021). Hospitalised cases were
distributed across six jurisdictions with no
confirmed hospitalised cases reported in the
past four weeks in Tasmania or the Australian
Capital Territory (Figure 7). It should be noted
that current local hospitalisation policies for
cases in hotel quarantine differ across jurisdic-
tions. In some states and territories, cases who
test positive in hotel quarantine may be rou-
tinely transferred to hospital for isolation rather
than clinical care. Intensive care occupancy due

health.gov.au/cdi

to COVID-19 reached a daily maximum of one
individual during the reporting period; this
occurred in Victoria.

Clusters and outbreaks
(State and territory reporting)

For the month ending 28 February 2021, there
were five new outbreaks"! associated with 45
cases reported to COVID-Net. Outbreaks were
reported in Victoria (4) and Western Australia
(1) and occurred in association with managed
quarantine facilities (4) and a food premises
(1). At the end of the reporting period, there
were two open but related outbreaks, both of
which were in Victoria. One of these was associ-
ated with a managed quarantine facility with
24 cases, which included cases from another
outbreak associated with a food premises with
11 cases.

i New outbreaks as reported to COVID-Net in the reporting
period, some outbreaks are reported retrospectively.

ii  Cases may be counted more than once if they are associated
with multiple clusters.

ii  Open outbreaks are defined as those where a new
epidemiologically-linked case was identified in the previous
14 days. Note the period of surveillance for clusters reporting

differs from this reporting period.
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Figure 7: Number of daily hospitalised confirmed cases of COVID-19 cases, by jurisdiction (1-28
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@ Source: Daily report from jurisdictional health departments.

Figure 8: Number of outbreaks and cases by setting, Australia, 28 February 2021
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Nationally, since the beginning of the epidemic,
there have been 867 outbreaks associated with
14,133 cases; 2,067 hospitalisations; and 802
deaths." Consistent with the national epidemic,
the first peak in outbreaks occurred in mid-
March. This was followed by a rapid increase
in outbreaks which began in early July, cor-
responding with community transmission in
Victoria.

The median number of cases in each outbreak
was six (range 2-331). Forty percent (345/867)
of outbreaks had 6-24 cases, and almost a third
(32%, 279/867) had only 3-5 cases. The number
of cases associated with outbreaks was consist-
ent across the two peaks in mid-March and
July. The largest single jurisdictional outbreak
occurred in in a residential aged care facility
and was associated with 301 cases.

The largest number of outbreaks occurred in
workplace/industry settings (191/867, 22%
outbreaks; 1587/14,133, 11% cases), followed by
educational facilities (123/867, 14% outbreaks;
1195/14,133, 8% cases), aged care facilities
(115/867, 13% outbreaks; 5289/14,113, 37%
cases), and hospitals (83/867, 10% outbreaks;
1327/14,133, 9% cases) (Figure 8). Despite hav-
ing a low percentage of outbreaks (34/867, 4%),
food industry settings resulted in a substantial
amount of cases (1129/14,133, 8%).

Public health response measures

Since COVID-19 first emerged internationally,
Australia has implemented public health meas-
ures informed by epidemiological features of
the disease (Figure 9). States and territories have
decision making authority in relation to public
health measures and have implemented or eased
restrictions at their own pace, depending on the
local public health and epidemiological situa-
tion (Table 9), and in line with the ‘Framework
for National Reopening’.'® Nationally, there have

iv. Changes in the past 30 days reflects new and reconciled
numbers due to data cleaning.
v Forallisting of definitions of outbreak settings, please refer to

Appendix A of the Technical Supplement.?

health.gov.au/cdi
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been a range of new public health measures in
response to cases infected with SARS-CoV-2
variants of concern. These include the introduc-
tion of pre-flight testing for travellers entering
Australia and requirements to wear face masks
when flying domestically or internationally.
During the current reporting period, there
were short-term higher level restriction periods
in Western Australia (as previously reported)
and Victoria in response to cases found to be
infected with SARS-CoV-2 variants of concern.
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Table 9. State and territory changes to COVID-19 restrictions, Australia, 1 February to 28
February 2021

Jurisdiction Summary of changes to COVID-19 restrictions

From 12 February, New South Wales eased restrictions for Greater Sydney:"
Density restrictions have reduced to 1 person per 2 square meters at all indoor venues, excluding gyms,
Face masks are no longer mandatory in all indoor settings (required on public transport).
From 12 February, New South Wales implemented retrospective quarantine requirements for those entering from Victoria.
New South Wales From 17 February, New South Wales lifted quarantine requirements for those entering from Victoria.
From 26 February, New South Wales eased restrictions for Greater Sydney:?
Cap of 50 visitors per day in private households,
At weddings, 30 people are allowed to dance at a time,
Cap of 50 people in gym classes, subject to 4 square meter rule.

From 11:59pm 12 February, the entirety of Victoria entered a five day period of higher level restrictions in response to cases of variant
B.1.1.7. Individuals were required to stay home unless:*
Shopping for necessary goods and services,
Care and caregiving,
Exercise with up to one other person or member of household or an intimate partner,
Attending permitted work.
The following higher level restrictions were also imposed:
Travel further than 5 km from an individual’s home is prohibited (some exceptions apply),
Face masks mandatory outside of home premises.
Victoria From 11:59pm 17 February, Victoria eased the following restrictions:*
« Able toleave home for any reason,
Face masks remain mandatory indoors (including workplaces) and outside when physical distancing is not possible,
Cap of 5 visitors per day in private households,
Gatherings of up to 20 people permitted outdoors in public places,
Schools have been re-opened,
Seated entertainment venues can operate with a patron cap of 50% of seating capacity up to a maximum of 300 patrons (density
restrictions apply in foyers, bars and bathrooms of venues),
No cap on the number of attendees at wedding, funerals and religious gatherings (density restrictions apply),
Exercise and recreation facilities can re-open (density restrictions apply).

From 13 February, Queensland closed the border to Victoria and implemented retrospective quarantine requirements.

Queensland From 27 February, Queensland opened the border to Victoria.

From 6:00pm 5 February, Perth metropolitan area and the Peel and South West regions higher level restrictions period concluded.
South West regions returned to restrictions prior to this period. Perth metropolitan area and Peel region entered into post-restriction
transition measures:*
Face masks mandatory in any setting outside of private households (exception is vigorous exercise whilst outside),
Private gatherings of up to 20 people are permitted,
Hospitality, retail and wedding venues must abide by density restrictions up to a cap of 150 attendees,
Western Australia « Restaurants, pubs and bars can only operate with seated services,
Schools have been re-opened (students are exempt from mask mandate while on school premises).
From 12 February, Western Australia closed the border to Victoria.”
From 14 February, Western Australia lifted further restrictions:
Venues must comply with density restrictions,
Wearing a face mask is no longer mandatory (exceptions apply).
From 20 February, Western Australia opened the border to Victoria (Self-quarantine and testing requirements still apply).2

From 13 February, South Australia closed the border to Victoria and implemented retrospective quarantine requirements.)?
From 17 February, South Australia opened the border to Victoria (Travel from Greater Melbourne is still prohibited).

From 26 February, South Australia eased the following restrictions:?

« Venues not exceeding capacity of 200 patrons can allow dancing and drinking,

« Venues with capacity between 200-1000 patrons can allow dancing (cap of 50 patrons on the dance floor at a time),

+ South Australia opened the border to Greater Melbourne.

South Australia

18 0f 26 Commun Dis Intell (2018) 2021;45 (https://doi.org/10.33321/cdi.2021.45.14) Epub 12/03/2021 health.gov.au/cdi



Jurisdiction Summary of changes to COVID-19 restrictions

From 5 February, Tasmania opened the border to Western Australia (mandatory 14 day quarantine remains in place for the Perth and
Peel regions).”
From 8 February, Tasmania removed remaining quarantine requirements for Perth and Peel regions.
From 11 February, Tasmania eased the following restrictions:?
Entertainment venues can apply for an increase in patron numbers.
From 12 February, Tasmania declared Victoria as ‘high risk’ and closed the border to non-residents, with returning Tasmanian residents
required to follow quarantine directions.”
From 20 February, Tasmania opened their border to Victoria and reduced quarantine requirements.

Tasmania

From 1 February, Australian Capital Territory closed the border to non-ACT residents who have travelled to hotspot areas in Western
Australia and implemented retrospective quarantine requirements.*
From 5 February, Australia Capital Territory lifted travel restrictions and quarantine requirements for Western Australia.
From 12 February, Australian Capital Territory closed the border to non-ACT residents who have travelled to Victoria and implemented
quarantine requirements.”"
From 17 February, Australia Capital Territory opened the border to Victoria and lifted quarantine requirements.*
From 20 February, Australia Capital Territory eased the following restrictions:*
Businesses can have 25 patrons in their venue after which density restrictions apply,
Cinemas, theatres and indoor performance venues can operate at 75% capacity,
Outdoor stadiums and ovals can operate at 100% capacity for fixed seating,
Patrons can now stand while eating and drinking in indoor and outdoor venues.

Australian Capital
Territory

From 1 February, Northern Territory opened borders to New South Wales hotspots and lifted quarantine requirements for travellers from
these areas.®
From 4 February, Northern Territory closed borders and implemented quarantine directives to travellers from certain Victorian suburbs
Northern identified as hotspots.
Territory From 5 February, Northern Territory opened borders to travellers from Western Australia.
From 12 February, Northern Territory closed borders to all of Greater Melbourne and Tullamarine as a result of Victoria’s higher level
restrictions.
From 17 February, Northern Territory opened its border to Victoria and lifted quarantine directives.
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Countries and territories in Australia’s
near region

According to the World Health Organization
(WHO), 46 countries and territories in
Australia’s near region (WHO’s South East Asia
(SEARO) and Western Pacific (WPRO) regions)
reported 860,842 newly-confirmed cases and
14,724 deaths in the four-week period 1-28
February 2021, bringing the cumulative cases
in the two regions to 15.1 million and 237,019
cumulative deaths.** In the Western Pacific,
there were 35% fewer new cases while new
deaths increased slightly by 2.7% in the last
four weeks compared to the previous four-week
period. Similarly, cases and deaths in South East
Asia decreased in the four-week period by 18%
and 22% respectively (660,286 new cases and
10,306 new deaths), compared to the preceding
four-week period. India, Indonesia, Bangladesh,
Japan and Malaysia, countries that have previ-
ously reported the highest numbers of new cases

in the region, have reported a decrease in the
numbers of new cases in this reporting period
and a trend of decreasing numbers of deaths.

Countries such as Fiji, the Solomon Islands,
Marshall Islands, and New Caledonia detected
cases mainly among international arrivals
while in quarantine. Since the last report, New
Zealand reported 69 new cases of which 12 were
detected in the community. In response to a
community case of unknown origin confirmed
on 27 February 2021, New Zealand initiated a
seven-day lockdown in Auckland and Level 2
restrictions in the rest of the country. Thirteen
Pacific Island countries reported no new cases
in the past month.

Table 10 outlines the current Transmission
Classification set by WHO for Australia’s
near region. Under the WHO?’s classification,
Australia has a transmission classification of
‘sporadic cases’.

Table 10: Transmission patterns for countries in Australia’s near region, WHO, 28 February 2021°

No cases
Countries/territories/areas with no cases

American Samoa, Cook Islands, Democratic People’s Republic of
Korea, Kiribati, Marshall Islands, Federated States of Micronesia,
Nauru, Niue, Palau, Pitcairn Islands, Samoa, Solomon Islands,
Tokelau, Tonga, Tuvalu and Vanuatu

Sporadic cases
Countries/territories/areas with one or more cases, imported or
locally detected

Australia, Brunei Darussalam, Cambodia, Fiji, French Polynesia, Lao
PDR, New Caledonia, Singapore, Timor-Leste, Wallis and Futuna

Clusters of cases
Countries/territories/areas experiencing cases, clustered in time,
geographic location and/or by common exposures

Bhutan, China, Guam, India, Japan, Malaysia, Maldives, Mongolia,
Myanmar, Nepal, New Zealand, Republic of Korea, Sri Lanka,
Thailand, and Vietnam

Community transmission

Countries /territories/areas experiencing larger outbreaks of local
transmission defined through an assessment of factors including,
but not limited to:

large numbers of cases not linkable to transmission chains

large numbers of cases from sentinel lab surveillance or increasing
positive tests through sentinel samples (routine systematic testing
of respiratory samples from established laboratories) multiple
unrelated clusters in several areas of the country/territory/area.

Bangladesh, Indonesia, Papua New Guinea and Philippines

a Classifications are as indicated in reference 35.
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Globally, reported new cases and deaths
declined in the past four weeks; 38% fewer
new cases and 20% fewer deaths were reported
since 31 January, the end of the last reporting
period. To date, over 113 million COVID-19
cases and 2.5 million deaths have been reported
globally. Two regions continued to report the
largest burden of disease, with the Region of
the Americas accounting for around 44.5% of
all new cases and 47.8% of all newly reported
deaths, and Europe accounting for 34.1% of
all new cases and 34.2% of newly reported
deaths. The highest number of new cases in
the past four weeks was in the United States of
America (2,498,366; 7,527 new cases per 1 mil-
lion population), followed by Brazil (1,337,117;
6,290 new cases per 1 million population),
France (544,857; 8,078 new cases per 1 million
population), the Russian Federation (395,640;
2,743 new cases per 1 million population), and
the United Kingdom (374,431; 5,569 new cases
per 1 million population). The highest number
of deaths from COVID-19 in the last four weeks
was reported in the United States of America
(73,587), followed by Brazil (31,169), Mexico
(27,895), the United Kingdom (17,134) and
Germany (13,100).

An international summary by WHO Region can

be found in the WHO Epidemiological Update
dated 3 March 2021.34%
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