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Surveillance summary

COVID-19 Australia: Epidemiology Report 66
Reporting period ending 25 September 2022

(OVID-19 Epidemiology and Surveillance Team

Summary

Four-week reporting period (29 August - 25 September 2022)

As of report 62 onward, the case data provided in this report includes both confirmed and probable
cases reported to the National Notifiable Diseases Surveillance System (NNDSS), unless otherwise
specified. Case definitions for confirmed and probable cases are in accordance with the coronavi-
rus disease 2019 (COVID-19) Series of National Guidelines for Public Health Units (SONG).

At the time of extraction, probable cases were not yet available from Tasmania; and were incom-
plete from Victoria since 29 July 2022 and the Northern Territory since 8 September 2022. At
the time of extraction, Queensland was only reporting cases where testing was conducted in
a clinical setting; probable cases with self-administered testing were not reported to NNDSS.

Trends - Nationally, weekly case numbers have decreased since the week ending 24 July 2022. In
the reporting period 29 August - 25 September 2022, there were 67,160 confirmed and 102,883
probable cases of COVID-19 reported in Australia to NNDSS. In the latter fortnight (12-25
September 2022) of the reporting period, 67,341 confirmed and probable cases were notified (an
average of 4,810 cases per day), compared to 102,702 in the previous fortnight (7,336 cases per
day); together, these mark the lowest case numbers observed in a reporting period during 2022.

Age group - In the reporting period 29 August — 25 September 2022, the highest case rate was
observed among adults aged 90 years and over, whilst the lowest rate was among children aged
0 to 17 years. Case rates decreased continuously across all age groups throughout the reporting
period. For the entire Omicron wave to date (15 December 2021 - 25 September 2022), the
highest case rate has been in adults aged 18 to 29 years.

Aboriginal and Torres Strait Islander persons - In the reporting period 29 August - 25
September 2022, there were 8,262 new cases notified in Aboriginal and Torres Strait Islander
people. In the current Omicron wave (15 December 2021 - 25 September 2022) there have been
293,788 cases of COVID-19 notified in Aboriginal and Torres Strait Islander people, represent-
ing 3.4% (293,788/8,649,979) of all COVID-19 cases in the Omicron wave to date.

Severity — The overall crude case fatality rate in the current BA.5 wave is 0.20%, which is
higher than the rates observed during the BA.1 (0.14%) and BA.2 (0.10%) waves, and notably
less than that observed during the Delta (0.70%) wave. In the current reporting period, there
was one notified case of paediatric inflammatory multisystem syndrome temporally associated
with SARS-CoV-2 (PIMS-TS).
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Virology - For samples collected in the four-week period 29 August — 25 September 2022, all
6,617 were assigned against Omicron or recombinants consisting of two Omicron lineages, with
BA.5 constituting 80.4% of sequences collected in the reporting period and available for analy-
sis in AusTrakka. Of the Omicron sequences in AusTrakka to date, 28.65% are BA.1; 44.8% are
BA.2; 0.001% are BA.3; 4.1% are BA.4 and 22.4% are BA.5.

International situation - According to the World Health Organization (WHO), cumulative
global COVID-19 cases stood at over 612 million COVID-19 cases and approximately 6.5 mil-
lion deaths reported globally, as of 25 September 2022. For the South East Asian and Western
Pacific regions combined, there were 6,377,117 newly-confirmed cases and 13,362 deaths in the
four-week period to 25 September 2022. Compared to the previous four-week reporting period,
new cases and new deaths decreased in both the Western Pacific and South East Asia regions.
In total, since the start of the pandemic, over 149 million cases and over one million deaths have

been reported in the two regions.

Keywords: SARS-CoV-2; novel coronavirus; 2019-nCoV; coronavirus disease 2019; COVID-19; acute

respiratory disease; epidemiology; Australia

This reporting period covers the four-week
period of 29 August - 25 September 2022.
Within this period, data for each week is com-
pared. The previous reporting period was the
preceding four weeks (1-28 August 2022)."' The
focus of this report is on the epidemiological
situation in Australia since the beginning of the
current Omicron wave. For the purposes of this
report, 15 December 2021 is used as a proxy
for the beginning of this wave. This date was
chosen as, from this date onward, the majority
of sequenced strains from cases were Omicron.
Readers are encouraged to consult prior reports
in this series for information on the epidemiol-
ogy of coronavirus disease 2019 (COVID-19)
in Australia.

From report 46 onward, and unless otherwise
specified, tabulated data and data within
the text, except those relating to severity, are
extracted from the National Notifiable Diseases
Surveillance System (NNDSS) based on ‘noti-
fication received date’ rather than ‘diagnosis
date’ (see the Technical Supplement for defini-
tions).” As a case’s diagnosis date can be several
days prior to the date of its notification, there is
potential for newly-notified cases to be excluded
from the case count in the current reporting
period when reporting by ‘diagnosis date’.
Using ‘notification received date’ ensures that

20f20 Commun Dis Intell (2018) 2022;46 (https://doi.org/10.33321/cdi.2022.46.73) Epub 25/10/2022

the case count for the reporting period better
reflects the number of newly-notified cases.
From report 64 onward, all figures, apart from
those relating to severity, are also based on
‘notification received date’ to better reflect the
current reported trends in local transmission
and to match data within the text. All tables and
figures related to severity data extracted from
NNDSS are based on ‘diagnosis date’ to better
capture the true onset of severe illness and to
enable a more accurate understanding of infec-
tion risk and disease severity.

From report 59 onward, cases are no longer
separated into ‘locally acquired’ or ‘overseas
acquired’. This change in reporting practice has
been applied due to high levels of community
transmission within Australia and limited
follow-up of cases to determine sources of
infection. Accordingly, from report 59 onward,
all case numbers should be interpreted as the
aggregate of all places of acquisition.

As of report 62 onward, the case data provided
includes both confirmed cases and probable
cases reported to the NNDSS. In accordance
with the COVID-19 series of national guide-
lines (SONG), a confirmed case requires labo-
ratory definitive evidence which includes the
detection of severe acute respiratory syndrome
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coronavirus 2 (SARS-CoV-2) by nucleic ampli-
fication acid testing (including by polymerase
chain reaction), by cell culture or by serocon-
version or a four-fold or greater increase in
SARS-CoV-2 antibodies of any immunoglobu-
lin subclass in the absence of vaccination. In
accordance with the COVID-19 SoNG, a
probable case requires laboratory suggestive
evidence, which is the detection of SARS-CoV-2
by rapid antigen testing. For the purposes of
this report, only probable cases from 5 January
2022 are included.

Due to the dynamic nature of data in the
NNDSS, numbers may be subject to revi-
sion and may vary from numbers previously
reported and from case notifications released
by states and territories.

Background and data sources

See the Technical Supplement for general infor-
mation on COVID-19 including modes of trans-
mission, common symptoms, and severity.

Activity

COVID-19 trends
(NNDSS and jurisdictional reporting to the National
Incident Centre)

Cumulatively, from the beginning of the pan-
demic to 25 September 2022, jurisdictions
within Australia have reported 10,216,959
COVID-19 cases to the National Incident
Centre (Table 1). In the same time period, there

were 4,831,104 confirmed and 4,053,753 prob-
able cases of COVID-19 reported to NNDSS
nationally. The difference in these case num-
bers arises because probable cases are not yet
systematically reported by all jurisdictions to
NNDSS. The analyses in this report include
both confirmed and probable cases reported to
the NNDSS, unless otherwise specified.

In the four-week period 29 August -
25 September 2022, there were 67,160 confirmed
and 102,883 probable cases of COVID-19
reported in Australia to NNDSS. In the most
recent reporting fortnight, a total of 67,341
confirmed and probable cases were notified
(an average of 4,810 cases per day), compared
to 102,702 in the previous fortnight (7,336 cases
per day); together, these mark the lowest case
numbers observed in a reporting period during
2022. In the week ending 25 September 2022,
case rates were highest in Western Australia at
217 per 100,000 population per week, followed
by South Australia (172 per 100,000 population
per week).

Since the emergence of the Omicron variant in
Australia, there have so far been three distinct
waves of transmission, defined by the predomi-
nant Omicron subvariant circulating. The first
wave, driven by the BA.1 subvariant, occurred
from mid-December 2021 to February 2022,
with a peak in cases observed in early January
2022. From March 2022, the BA.2 subvariant
was the predominant strain; in this second
Omicron wave, there was a primary peakin early
April and a secondary peak in late May 2022.

Table 1: Confirmed and probable COVID-19 cases by jurisdiction, 1 January 2020 -

25 September 2022*°
Australia | NSW NT Qid SA Tas. Vic. WA
(total)
Cases—PCReonfirmed 4848996 121505 19357 21359 637428 45973 Se67 151037 479,446
Cases—RATprobable 5367963 83,894 1576316 75858 1001266 309350 192,530 1456362 672,387

Cases - total 10,216,959 205,399 3,499,890 97,217 1,638,694 767,323 249,204 2,607,399 1,151,833

a  Source:jurisdictional reporting to the National Incident Centre.

b ACT: Australian Capital Territory; NSW: New South Wales; NT: Northern Territory; Qld: Queensland; SA: South Australia; Tas.: Tasmania;
Vic.: Victoria; WA: Western Australia.
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Table 2: Confirmed and probable COVID-19 cases by jurisdiction and date of notification,
Australia, 15 December 2021 - 25 September 2022%°

Reporting period Current Omicron wave

29 August — 11 September 2022 12-25 September 2022 15 December 2021 - 25 September 2022

Jurisdiction

Confirmed
Probable
Confirmed
Probable
Confirmed
Probable

. o @ M wm mm e o A
o (i;'.?sl/i) é@iiz/ﬁ) o454 (110%2) (;;11/1) 2,283 1(?2582/3)2 1(23%2;3)6 3,231,298
" w9 wew P wew  oon ™ o ey A
s oo me P Gw wmen 2® mm om0
7 won sow T wwe mm 2 mm mw T
fas- (10‘:)2.3%) (0.8%) 42 (102(53%) (o.?)%) 269 (150605;2) (0.(())%) 56542
WA (2?33@) (;?fgl/Z) 1,518 (;3'(.)95;)) (589.11;)) 1,366 Xé’ ;023 ?;3190% 1150,367
Australia (iﬁ;) (?9‘;80/1) 102,702 é;?jiz) (‘2% 67,341 4(2361;56 4(3239;33 8,649,979

a  Source: NNDSS extract from 27 September 2022 for notifications from 15 December 2021 to 25 September 2022.

b ACT: Australian Capital Territory; NSW: New South Wales; NT: Northern Territory; Qld: Queensland; SA: South Australia; Tas.: Tasmania;
Vic.: Victoria; WA: Western Australia.

¢ Atthe time of extraction, probable cases were not yet available from Tasmania; and were incomplete from Victoria since 29 July 2022
and the Northern Territory since 8 September 2022. At the time of extraction, Queensland was only reporting cases where testing was

conducted in a clinical setting; probable cases with self-administered testing were not reported to NNDSS.

In early July 2022, BA.5 (including sub-lineages) =~ Case numbers since January 2022 are an under-
became the predominant subvariant detectedin ~ estimate, as probable cases are not yet system-
Australia, driving a third wave of transmission  atically reported from all jurisdictions.

which peaked in the week ending 24 July 2022.

Since then, cases have continued to decrease and,

throughout this reporting period, have become

the lowest observed since December 2021.
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Figure 1: Confirmed and probable weekly COVID-19 notified cases by notification date,
Australia, 29 November 2021 - 25 September 2022*
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a  Source: NNDSS extract from 27 September 2022 for notifications from 29 November 2021 to 25 September 2022. At the time of extrac-
tion, probable cases were not yet available from Tasmania; and were incomplete from Victoria since 29 July 2022 and the Northern
Territory since 8 September 2022. At the time of extraction, Queensland was only reporting cases where testing was conducted in a

clinical setting; probable cases with self-administered testing were not reported to NNDSS.

Demographic features
(NNDSS)

In the reporting period 29 August -
25 September 2022, the highest case rate was
observed among adults aged 90 years and over,
whilst the lowest rate was among children aged
0 to 17 years (Appendix A, Table A.1). Case
rates declined across all age groups during
the reporting period. (Figure 2). For the entire
Omicron wave to date (15 December 2021 - 25
September 2022), the highest case rate has been
in adults aged 18 to 29 years. For this age group,
the weekly notification rate peaked in the
week ending 9 January 2022 at 5,605 cases per
100,000 population (not depicted). Cases rates
have been comparable across all paediatric age
groups since late August 2022, with rates con-
tinuing to decline throughout this reporting
period (Figure 2).
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Figure 2: Confirmed and probable COVID-19 case rates for (a) all ages and (b) children, by age
group by notification week, Australia, 27 February - 25 September 2022
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a  Source: NNDSS extract from 27 September 2022 for notifications from 21 February to 25 September 2022. At the time of extraction,

probable cases were not yet available from Tasmania; and were incomplete from Victoria since 29 July 2022 and the Northern Territory

since 8 September 2022. At the time of extraction, Queensland was only reporting cases where testing was conducted in a clinical

setting; probable cases with self-administered testing were not reported to NNDSS.

Aboriginal and Torres Strait Islander persons
(NNDSS)

Overall, since the start of the pandemic,
Indigenous status is unknown for approxi-
mately 13% of COVID-19 cases. Therefore,
the number of cases classified as Aboriginal
and Torres Strait Islander people is likely an
under-representation. During the reporting

60f20
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period, there were 8,262 new COVID-19 cases
notified in Aboriginal and Torres Strait Islander
people (Table 3). In the current Omicron wave
(15 December 2021 - 25 September 2022) there
have been 293,788 cases of COVID-19 notified
in Aboriginal and Torres Strait Islander people,
representing 3.4% (293,788/8,649,979) of all
COVID-19 cases in the Omicron wave to date.

health.gov.au/cdi



Table 3: Confirmed and probable cases of COVID-19 among Aboriginal and Torres Strait
Islander peoples by jurisdiction and date of notification, Australia, 15 December 2021 -
25 September 20222

15 December

Jurisdiction 29 August -4 5-11 September | 12-18 September | 19-25 September 2021-25
September 2022 2022 2022 2022 September 2022
(Omicron wave)
Australian Capital Territory 18 17 21 15 3,605
New South Wales 1,409 1173 1,065 949 119,263
Northern Territory® 148 95 32 n 23,395
Queensland® 386 284 226 130 39,274
South Australia 110 n 105 76 20,984
Tasmania® 9 6 2 3 1,892
Victoria® 303 27 184 130 31,350
Western Australia 244 186 226 3N 54,025
Total 2,627 2,149 1,861 1,625 293,788

a  Source: NNDSS extract from 27 September 2022 for notifications from 15 December 2021 to 25 September 2022.
b Atthe time of extraction, probable cases were not yet available from Tasmania; and were incomplete from Victoria since 29 July 2022
and the Northern Territory since 8 September 2022. At the time of extraction, Queensland was only reporting cases where testing was

conducted in a clinical setting; probable cases with self-administered testing were not reported to NNDSS.

Table 4: COVID-19 cases among Aboriginal and Torres Strait Islander people by area of
remoteness, Australia, 15 December 2021 - 25 September 2022°

Jurisdiction®< Major city Inner regional Outer regional

ACT 3,534 30 10 1
NSW 63,958 38,621 13,287 2,747
NTe 56 17 7324 15,591
Qlde 9,985 6,056 16,535 6,637
SA 11,243 2,246 4,465 2,929
Tas.t 17 1,295 557 13
Vic.e 17,888 10,065 3,350 13
WA 28,031 3,858 6,687 14,901
Australia 134,712 62,188 52,215 42,832

a  Source: NNDSS extract from 27 September 2022 for notifications from 15 December 2021 to 25 September 2022. Excludes cases with
an overseas place of residence, and where place of residence is unknown.

b ACT: Australian Capital Territory; NSW: New South Wales; NT: Northern Territory; Qld: Queensland; SA: South Australia; Tas.: Tasmania;
Vic.: Victoria; WA: Western Australia.

¢ Cases are classified based on jurisdiction of notification not jurisdiction of residence. Some cases are notified to a different jurisdiction
to their location of residence.

d  ‘Remote’here also includes areas classified as ‘very remote’

e Atthe time of extraction, probable cases were not yet available from Tasmania; and were incomplete from Victoria since 29 July 2022
and the Northern Territory since 8 September 2022. At the time of extraction, Queensland was only reporting cases where testing was

conducted in a clinical setting; probable cases with self-administered testing were not reported to NNDSS.
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Table 5: Confirmed and probable COVID-19 cases in Aboriginal and Torres Strait
Islander people by age and highest level of illness severity, Australia, 1 January 2020 to
25 September 2022

15 December 2021
- 25 September 2022
(Omicron wave)

0 . .. ICUor
52 1 52

Age group
(years)

16 June 2021
- 14 December 2021
(Delta wave)

0 . .. ICUor
8 0 8

1 January 2020
- 25 September 2022
(Pandemic to date)

0 . .. | ICUor
60 1 60

0-17 16.0 2.5 18.5
18-59 22 76 285 68.3 85 n 89 213 307 87 375 89.9
60+ n8 165 256 453.6 28 15 35 62.0 148 180 293 519.2
All 391 242 593 74.3 121 26 132 16.5 515 268 728 91.2

a 'ICUand‘died’ are not mutually exclusive categories; ‘died’ can include cases who died with or without prior admission to ICU.

Therefore, the number of cases admitted to ICU or having died will not equal the sum of cases in ICU or died.

b  Rate per 100,000 population for the given time period.

Of the COVID-19 cases notified in Aboriginal
and Torres Strait Islander people from 15
December 2021 to date, and where location of
residence was known, 54% (157,235/291,947)
lived in a regional or remote area (Table 4). The
majority of cases reported in outer regional and
remote areas since the start of the Omicron wave
were diagnosed using RATs, at 62% and 71%,
respectively. It should be noted that the reliance
on RATs for diagnosing COVID-19 is greater
in regional and remote areas than in major cit-
ies, resulting in a larger under-representation
of cases in regional and remote areas than in
major cities, due to the incomplete capture of
probable cases in NNDSS.

Nationally, there have been 268 COVID-19 asso-
ciated deaths reported in Aboriginal and Torres
Strait Islander people from the start of the pan-
demic to 25 September 2022. This comprises 89
from New South Wales, 80 from Queensland, 37
from the Northern Territory, 31 from Western
Australia, 19 from South Australia, 10 from
Victoria and two from the Australian Capital
Territory. An additional 515 Aboriginal and
Torres Strait Islander cases have been admitted
to intensive care units (ICU) nationally. During
the Omicron wave to date, the overall notifica-
tion rate, to NNDSS, of severe cases (measured
as those who were admitted to ICU or died) in

80f20 Commun Dis Intell (2018) 2022;46 (https://doi.org/10.33321/cdi.2022.46.73) Epub 25/10/2022

Aboriginal and Torres Strait Islander people
was 74.3 per 100,000 population, compared to
16.5 per 100,000 population during the Delta
wave (Table 5). The higher rates of severe illness
during the Omicron wave may be attributed to
the significantly higher levels of disease trans-
mission in the community during the Omicron
wave, rather than the Omicron variant inher-
ently causing more severe illness compared
to the Delta variant. Note that ICU status in
NNDSS is likely incomplete.

Severity
(NNDSS, FluCAN)

Given the delay between illness onset and
severe illness, and so as to provide a more accu-
rate assessment of severity, cases with an onset
in the last two weeks have been excluded from
analyses on the weekly rate of cases with severe
illness (defined as cases admitted to ICU or
died) and on the proportion of cases admitted
to ICU or died.

In the Omicron wave, the notification rate of
cases with severe illness peaked in the week
ending 16 January 2022, at approximately 4.5
severe cases per 100,000 population per week
(Figure 3). Coinciding with overall case trends,
there was an increase in severe cases during

health.gov.au/cdi



Figure 3: COVID-19 cases, deaths and ICU admissions, Australia, by date of onset, Australia,

31 May 2021 to 25 September 2022*°
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Source: NNDSS extract from 27 September 2022 for notifications to 25 September 2022. At the time of extraction, probable cases were

not yet available from Tasmania; and were incomplete from Victoria since 29 July 2022 and the Northern Territory since 8 September

2022. At the time of extraction, Queensland was only reporting cases where testing was conducted in a clinical setting; probable cases

with self-administered testing were not reported to NNDSS.

b The shaded bars at the right represent the most recent two reporting weeks and should be interpreted with caution, as cases with an

illness onset in these weeks may not have yet developed severe disease.

the BA.5 wave from late June 2022, with a
peak occurring during the week ending 24 July
2022. The incidence of severe cases continued
to decline throughout the reporting period.
Rates of severe cases continue to be greater in
older age groups; in the BA.5 wave, those aged
80 years and over experienced a notable peak
in severe rates during the week ending 24 July
2022, while this trend was not observed in the
other age groups (Figure 4).

Hospitalisation and ICU admissions

Between 15 December 2021 and 25 September
2022, there were 8,888 hospital admissions with
confirmed COVID-19 reported at Influenza
Complications Alert Network (FluCAN) sen-
tinel sites, including 6% (548/8,888) admitted
directly to ICU. In the current reporting period
to 25 September 2022, there were 141 admis-
sions with COVID-19 reported, including 2%
(3/141) who were admitted directly to ICU.

Since 15 December 2021, for patients admit-
ted to FluCAN sentinel sites with confirmed

health.gov.au/cdi

COVID-19, the median length of stay was 3 days
(interquartile range, IQR: 1-7); mean (standard
deviation, SD) = 5.7 days (12.3). This is lower
than the median length of stay observed during
the Delta wave, which was 6 days (IQR: 3-10);
mean (SD) = 7.8 days (9.3).

PIMS-TS
(PAEDS)

Since the start of the pandemic to 25 September
2022, there have been 154 cases of paedi-
atric inflammatory multisystem syndrome
temporally associated with SARS-CoV-2
(PIMS-TS) reported to Paediatric Active
Enhanced Disease Surveillance (PAEDS),
including 119 cases reported in 2022 and one
in the current reporting period (Figure 5). The
majority of PIMS-TS cases to date have occurred
in those aged 5 to < 12 years (52%; 80/154), fol-
lowed by those aged 6 months to < 5 years (27%;
42/154). To date, there have been no PIMS-TS
associated deaths.
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Figure 4: Age-specific rates of COVID-19 cases admitted to ICU or died, by date of diagnosis,
Australia, 31 May 2021 to 11 September 2022°

50 < 0tol7 - 18t039 —* 40to69 = 70to79 — 80plus

Cases per 100,000 population

Calculated onset date (week ending)

a  Source: NNDSS extract from 27 September 2022 for notifications to 25 September 2022. Includes cases with an illness onset from 31
May 2021 to 11 September 2022; cases with an illness onset in the last two weeks (12-25 September 2022) were excluded to account

for the delay between onset and development of severe illness.

Table 6: Deaths associated with COVID-19 by reporting period, Australia, 1 January 2020 -
25 September 2022*°

15 December 1 ;a(\)r;:a_ry
29 August -4 12-18 19-25 2021 -
.o 5-11 September 25 September
Jurisdiction®© September 2022 September September 25 September 2022
2022 2022 2022 2022 .
(Omicron wave) (Eapdshicte
date)
ACT 2(1.0%) 0(0.0%) 0(0.0%) 0(0.0%) 112 (0.9%) 138 (1.0%)
NSW 79 (38.9%) 76 (44.4%) 33(34.0%) 28 (47.5%) 4,557 (38.3%) 5,257 (37.1%)
NT¢ 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 70 (0.6%) 71(0.5%)
Qld¢ 34(16.7%) 17(9.9%) 8(8.2%) 0(0.0%) 2,200 (18.5%) 2,207 (15.6%)
SA 3(1.5%) 4(2.3%) 9(9.3%) 1(1.7%) 930 (7.8%) 934 (6.6%)
Tas.4 0(0.0%) 1(0.6%) 0(0.0%) 0(0.0%) 38(0.3%) 64 (0.5%)
Vic.! 74 (36.5%) 65 (38.0%) 44 (45.4%) 29 (49.2%) 3,358 (28.2%) 4,853 (34.2%)
WA 1 (5.4%) 8 (4.7%) 3(3.1%) 1(1.7%) 647 (5.4%) 647 (4.6%)
Total 203 (100.0%) 171 (100.0%) 97 (100.0%) 59 (100.0%) 11,912 (100.0%) 14,171 (100.0%)

a  Source: NNDSS, extract from 27 September 2022 for deaths to 25 September 2022.

b  Deaths are categorised into time periods using date of death. Deaths with a missing date of death are classified using date of illness
onset.

¢ ACT: Australian Capital Territory; NSW: New South Wales; NT: Northern Territory; Qld: Queensland; SA: South Australia; Tas.: Tasmania;
Vic.: Victoria; WA: Western Australia.

d  Atthe time of extraction, probable cases were not yet available from Tasmania; and were incomplete from Victoria since 29 July 2022
and the Northern Territory since 8 September 2022. At the time of extraction, Queensland was only reporting cases where testing was

conducted in a clinical setting; probable cases with self-administered testing were not reported to NNDSS.
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Figure 5: PIMS-TS cases reported to PAEDS, by sample month and level of care required,
Australia, 1 June 2020 - 25 September 2022
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Table 7: COVID-19 associated case fatality rates, among cases notified to NNDSS, by age group
and date of onset, 1 January 2020 to 11 September 2022*°

BA.5 BA.2 BA.1 Omicron Delta Pandemic
15 June - 11 1 March - 14 15 December 15 December 16 June - 14 1 January 2020
September2022 |  June 2022 2021 =28 2021 =11 December 2021 | ~ 11 September
February 2022 | September 2022 2022
0-4 <0.05% <0.05% <0.05% <0.05% 0.00% <0.05%
5-1 0.00% 0.00% <0.05% <0.05% <0.05% <0.05%
12-15 <0.05% 0.00% <0.05% <0.05% <0.05% <0.05%
16-17 0.00% <0.05% 0.00% <0.05% 0.00% <0.05%
18-29 <0.05% <0.05% <0.05% <0.05% <0.05% <0.05%
30-39 <0.05% <0.05% <0.05% <0.05% 0.06% <0.05%
40-49 <0.05% <0.05% <0.05% <0.05% 0.19% <0.05%
50-59 <0.05% <0.05% 0.05% <0.05% 0.66% 0.05%
60-69 0.13% 0.11% 0.25% 0.15% 1.94% 0.19%
70-79 0.64% 0.47% 1.18% 0.67% 6.21% 0.81%
80-89 2.38% 2.11% 5.10% 2.76% 14.92% 3.21%
90+ 6.26% 5.94% 10.93% 6.93% 27.92% 1.77%
Unknown 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Total 0.20% 0.10% 0.14% 0.14% 0.70% 0.16%

a  Source: NNDSS, extract from 27 September 2022 for deaths to 25 September 2022. At the time of extraction, probable cases were not
yet available from Tasmania; and were incomplete from Victoria since 29 July 2022 and the Northern Territory since 8 September 2022.
At the time of extraction, Queensland was only reporting cases where testing was conducted in a clinical setting; probable cases with
self-administered testing were not reported to NNDSS.

b  To account for the lag between iliness onset and the development of severe iliness, cases with an onset date in the last two weeks have

been excluded from calculations of the case fatality rate.
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COVID-19 deaths

There were 530 COVID-19-associated deaths
among COVID-19 cases notified during the
reporting period (29 August — 25 September
2022). This brings the total number of COVID-
19-associated deaths reported in NNDSS to
14,171 (Table 6). The overall crude case fatality
rate in the current BA.5 wave is 0.20%, which is
higher than the rate observed during the BA.1
(0.14%) and BA.2 (0.10%) waves, and notably
less than observed during the Delta (0.70%)
wave (Table 6).

Genomic surveillance and virology
(Communicable Disease Genomics Network,
AusTrakka and jurisdictional sequencing
laboratories)

Nationally, 2.92% of COVID-19 cases have been
sequenced since the start of the pandemic in
January 2020, based on jurisdictional report-
ing of confirmed cases (Table 8). Case numbers
and sequencing proportion are based on PCR
results only, as rapid antigen tests do not allow
for sequencing. The very large case numbers
reported nationally across 2022 to date have
required jurisdictional laboratories to move
towards sequencing for surveillance purposes
during this time, resulting in a drop in the over-
all sequencing proportion. However, overall
output of number of cases sequenced remains
similar to, or higher than, previous periods
(Figure 6).

Figure 6: Samples in AusTrakka from 21 March 2022 to 25 September 2022, by lineage and date

of collection®
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Date of collection

a  The current reporting period (29 August to 25 September 2022) is marked by the dashed lines, and variant of concern samples are

coloured red. The size of the circle is proportional to the number of samples in the lineage at each time point.
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Figure 7: Sequences in AusTrakka by Omicron sub-lineage and collection date, 1 August to
25 September 20222
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a  The current reporting period (29 August to 25 September 2022) is marked by the dashed lines. The size of the dots are proportional to

the number of sequences observed in each jurisdiction each day.

Table 8: Australian SARS-CoV-2 genome sequences and proportion of positive cases sequenced,
29 August - 25 September 2022 and cumulative to date

Measure Reporting period Cumulative

29 August -25 September 2022 23 January 2020 - 31 August 2022
SARS-CoV-2 cases sequenced? 6,617 143,684
Percentage of positive cases sequenced®* 8.87% 2.92%

a  Total SARS-CoV-2 case numbers as reported by jurisdictional laboratories based on PCR results only. Cases identified via rapid antigen
testing are reported differently by each jurisdiction and cannot be followed up for sequencing. They are therefore not included in the
sequencing proportions reported here. Sequencing of samples from cases identified in the reporting period may be in process at the
time of reporting. Remaining unsequenced samples may be due to jurisdictional sequencing strategy, or where samples have been
deemed unsuitable for sequencing (typically because viral loads were too low for sequencing to be successful).

b  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.

¢ Updated data for September was not available from Western Australia at time of submission.
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Variants of concern (VOQ)

AusTrakka’® is actively monitoring and report-
ing on one lineage currently designated as a
Variant of Concern (VOC) by international
organisations, including the World Health
Organization (WHO): Omicron (B.1.1.529).
The Omicron variant displays a characteristic
set of mutations, including a number of varia-
tions in the genomic region encoding the spike
protein thought to have the potential to increase
transmissibility and/or immune evasion. The
CDGN VOC working group demoted four pre-
viously designated VOCs (Alpha (B.1.1.7), Beta
(B.1.351), Gamma (P.1) and Delta (B.1.617))
due to the sustained absence of any cases in
Australia, and very limited prevalence globally.
Further information on variants is available in
the Technical Supplement.

All 6,617 sequences from samples collected
within the reporting period were assigned
to Omicron or to recombinants consisting of
two Omicron lineages. BA.5 is currently the
predominant sub-lineage being sequenced,
representing 80.4% of sequences collected in
the reporting period and available for analy-
sis in AusTrakka (Figure 7). Of the Omicron
sequences in AusTrakka to date (n = 91,514),
28.65% are BA.1; 44.8% are BA.2; 0.001% are
BA.3; 4.1% are BA.4 and 22.4% are BA.5. All
sub-sub-lineages have been collapsed into their
respective major sub-lineage.

Testing
(State and territory reporting)

From the commencement of the pandemic to
25 September 2022, over 79 million PCR tests
for SARS-CoV-2 have been conducted nation-
ally. Jurisdictional PCR testing rates are driven
by current case numbers, testing policies and
numbers of people experiencing symptoms.
The number, rates and percent positivity of
RATSs cannot be calculated, as there is currently
no reporting of negative RATS.

During the four-week reporting period (29
August - 25 September 2022), PCR testing rates
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decreased or remained stable across all jurisdic-
tions except Queensland, which saw an increase
in testing rates in the week ending 25 September
2022. Percent positivity decreased across all
jurisdictions over the reporting period, with
the exception of Western Australia where per-
cent positivity increased. In the week ending
25 September 2022, the highest PCR percent
positivity was observed in Western Australia at
15% (Figure 8).

Acute respiratory illness
(FluTracking, ASPREN, and Commonwealth
Respiratory Clinics)

Based on self-reported FluTracking data,* the
prevalence of fever and cough in the community
over this reporting period fluctuated, with an
increasing trend in the first three weeks of the
reporting period, followed by a decrease in the
last week of the reporting period (Figure 9). The
prevalence of runny nose and sore throat symp-
toms remained stable at approximately 1.3%
throughout the reporting period (Figure 10).

Over the reporting period, FluTracking data
indicated that 26% of participants with ‘fever
and cough’ were tested for SARS-CoV-2 with
a PCR test and 77% were tested using a RAT
(noting that in some instances RATs will be
followed up by a PCR test for the same case).
Of those with runny nose and sore throat, 9%
were tested for SARS-CoV-2 using a PCR test
and 62% were tested using a RAT. In the cur-
rent reporting period, the percent positivity for
fever and cough symptoms decreased by 12%
compared to the previous reporting period
for both PCR and RAT to 23% for both test-
ing methods. For runny nose and sore throat
symptoms, the percent positivity decreased for
both testing methods, at 8% for PCR and 3%
for RAT. Note that participants with one set of
symptoms are not excluded from having the
other. It is important to acknowledge that there
may be legitimate reasons why people did not
get tested, including barriers to accessing test-
ing. Symptoms reported to FluTracking are not
specific to COVID-19 and may also be due to
infections with other respiratory pathogens and
to chronic diseases, such as asthma.

health.gov.au/cdi



Figure 8: SARS-CoV-2 polymerase chain reaction (PCR) testing rates per 1,000 population

and percent positivity by jurisdiction and date of notification, 13 December 2021 -

25 September 2022
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a  Source: testing data provided by jurisdictions to the NIR daily, current to 25 September 2022; case data extracted from NNDSS on 27

September 2022 for cases with a notification date up to 25 September 2022; population data based on Australian Bureau of Statistics

(ABS) Estimated Resident Population (ERP) as at June 2021.
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Figure 9: Weekly trends in fever and cough amongst FluTracking survey participants (age-
standardised) compared to the average of the previous five years, Australia, 1 January 2020

- 25 September 2022°
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a Inyears 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 ten weeks early to capture data for COVID-19.

Figure 10: Weekly trends in runny nose and sore throat symptoms amongst FluTracking survey
participants (age-standardised), Australia, 29 March 2020 - 25 September 2022*
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a 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.
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From 29 August to 25 September 2022, of
presentations to Commonwealth Respiratory
Clinics that were tested for SARS-CoV-2, 4.5%
(2,013/44,319) were found to be positive. The
most commonly reported symptom amongst
presentations that tested positive for COVID-
19 was sore throat (56.5%), followed by cough
(55.6%) and tiredness (43.9%).

Since the start of 2022, of those presenting to
sentinel ASPREN sites with influenza-like ill-
ness who were tested for respiratory viruses,
56% (470/834) tested positive. Among those
positive, the most common virus detected was
influenza A (34%; 161/470), followed by rhino-
virus (25%; 115/470); of those testing positive,
13% (60/470) were positive for SARS-CoV-2.

Countries and territories in Australia’s
near region

According to WHO, countries and territories
in the South East Asian and Western Pacific
regions reported 6,377,117 newly-confirmed

cases and 13,362 deaths in the four-week
period to 25 September 2022. Compared to
the previous four-week reporting period, new
cases and new deaths decreased in both the
Western Pacific and South East Asia regions.’
In total, since the start of the pandemic, over
149 million cases and over one million deaths
have been reported in the two regions.®

Table 9 outlines new cases and deaths in the
four-week period to 25 September 2022 and
cumulative cases and deaths for the pandemic
in selected countries with the highest number
of new cases in the South East Asian region
and the Western Pacific region.

As of 25 September 2022, over 612 million
COVID-19 cases and approximately 6.5 mil-
lion deaths have been reported globally since
the start of the pandemic, with a global case
fatality rate (CFR) of approximately 1.1%.
The two regions reporting the largest burden
of disease over the past four weeks were the
Western Pacific region (43% of total cases) and
the European region (36% of total cases).

Table 9: Cumulative cases and deaths, and new cases and deaths reported in the four-week
period to 25 September 2022 for selected countries in Australia’s near region according

to WHO?

New cases
reported in
thelast4
weeks

Cumulative
cases

Country

South East Asian region

India 44,568,114 159,982
Indonesia 6,422,529 76,225
Thailand 4,678,352 31,940
Bangladesh 2,021,690 10,373
Myanmar 621,402 6,440
Western Pacific region

Japan 21,023,814 2,843,389
Republic of Korea 24,620,128 1,636,310
China 7,404,545 1,091,501
Australia 10,191,312 214,730
Viet Nam 11,471,340 69,743

Changein
new cases
in the last 4

New deaths
reported in
thelast4
weeks

Changein
new deaths
in the last 4

weeks®

Cumulative
deaths
weeks"

-59% 528,510 756 -46%
-45% 158,014 514 +1%
-43% 32,718 496 -41%
7% 29,353 30 -6%
640% 19,455 18 +500%
-49% 44,331 5,561 -11%
-49% 28,213 1,644 +8%
57% 26,132 1,433 +34%
-67% 14,853 1,205 -39%
-89% 43,146 36 +100%

a  Source: World Health Organization Coronavirus (COVID-19) Dashboard, accessed 11 October 2022.

b  Percent change in the number of newly confirmed cases/deaths in the most recent four-week period compared to the four weeks prior.
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health.gov.au/cdi

46 (https://doi.org/10.33321/cdi.2022.46.73) Epub 25/10/2022
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