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Fortnightly epidemiological report

COVID-19 Australia: Epidemiology Report 25i
Fortnightly reporting period ending 13 September 2020
COVID-19 National Incident Room Surveillance Team
Unless indicated, the source of all data, including notified cases of COVID-19 and associated deaths, is the
National Notifiable Diseases Surveillance System (NNDSS) to 13 September 2020. Due to the dynamic
nature of NNDSS data, data in this report are subject to retrospective revision and may vary from data
reported in published NNDSS reports and reports of notification data by states and territories. Case
numbers for the most recent dates of illness onset may be subject to revision, due to reporting delays.
Confirmed cases in
Australia
Notifications
Deaths
a

Based on diagnosis date.

b

Based on notification date.

Last reporting perioda
17—30 August

This reporting perioda
31 August—13 September

Cumulativeb
As at 13 September 2020

1,948

764

26,753

53

6

674

Summary (31 August—13 September)
• The number of new cases reported nationally this fortnight was 764, a 61% decrease from the previous fortnight (1,948). On average this represented 55 cases diagnosed each day over the reporting period, a decrease from 125 cases per day over the previous reporting period.
• 84% of all cases (640/764) were reported in Victoria, with a smaller number of cases reported
from New South Wales (95), Queensland (22), Western Australia (4) and South Australia (3).
• In Victoria, 97% of cases (621) were locally acquired and were mostly reported from residential
aged care facilities; and 3% of cases (19) were reported as under investigation at the date of extract
this reporting period.
• Excluding Victoria, 124 cases were reported nationally, 32% (40) were overseas acquired; 65% (81)
were locally acquired, predominantly in New South Wales (62); and 2% (3) of cases were under
investigation at this time, all reported in Queensland.
• The continued decrease in new cases observed this fortnight in Victoria is likely associated with
the enhanced public health measures that are currently in place in Victoria. Locally-acquired
cases which were predominantly associated with several interconnected clusters continued to be
reported in New South Wales.
• In Queensland, 82% of cases (18/22) were reported as locally acquired from two clusters associated with immigration centres or correctional facilities.

i

This report addresses indicators listed in the CDNA National Surveillance Plan 2020.
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Figure 1. New and cumulative COVID-19 notifications by diagnosis week ending 13 September
2020,ª Australia
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Illnesses that began within 7 days prior to 13 September 2020 may not yet be reported and interpretation of trends during this period
should be undertaken with caution.

• A total of 6 deaths were reported from cases diagnosed in this reporting period—all from Victoria, all aged 50 years or older, three male and three female.
• Although testing rates have declined gradually over the past month they remain high at 14.5 tests
per 1,000 population per week. The overall positivity rate for the reporting period was 0.13%.
Victoria reported a positivity rate of 0.39% for this reporting period while in all other jurisdictions
the positivity rate was 0.05% or lower.
• For this report, “In focus” is paediatric inflammatory multisystem syndrome temporally associated with SARS-COV-2 (PIMS-TS).
• A review of Australia’s public health response to COVID-19 (as at 13 September 2020) is at Appendix A.
Keywords: SARS-CoV-2; novel coronavirus; 2019-nCoV; coronavirus disease 2019; COVID-19; acute
respiratory disease; epidemiology; Australia
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In focus: Paediatric inflammatory
multisystem syndrome temporally
associated with SARS-CoV-2 (PIMS-TS)
Paediatric inflammatory multisystem syndrome temporally associated with SARS-CoV-2
(PIMS-TS) is an uncommon but serious syndrome in children with exposure to SARSCoV-2.1 This syndrome has been reported in
Europe, the United Kingdom (UK) and the
United States of America (USA, where it is
referred to as multisystem inflammatory syndrome in children, MIS-C). Since first described
in the UK in April 2020, PIMS-TS has been
reported internationally in children from
countries that are experiencing widespread
community-based transmission of SARS-CoV-2
and therefore much higher rates of paediatric
disease. Internationally, approximately 1,000
cases have been reported in the literature, with
case incidence of PIMS-TS noted to increase in
the months after COVID-19 cases peak.2–8
Most children (aged less than 16 years) present
with PIMS-TS two to four weeks after exposure
to SARS-CoV-2.9 Children with asymptomatic
COVID-19, or those who only experience
mild symptoms, may still develop PIMS-TS.
Presentation of PIMS-TS has similarities with
Kawasaki disease (KD) and toxic shock syndrome (TSS). Patients may present with fever,
gastrointestinal symptoms (abdominal pain,
diarrhoea and vomiting), rash, conjunctival
injection and tachycardia.10 Most patients require
hospital management. Myocardial dysfunction requiring admission to an Intensive Care
Unit (ICU) occurs in at least half the patients.
Coronary artery aneurysms occur in about 15
per cent of patients. Extracorporeal membrane
oxygenation (ECMO) has been needed in some
cases. The majority of cases have recovered.
In Australia, enhanced surveillance for PIMS-TS
is undertaken by the Paediatric Active Enhanced
Disease Surveillance (PAEDS) network. The
PAEDS network is a hospital-based active
surveillance system employing prospective
case ascertainment for selected serious childhood diseases of public health importance

health.gov.au/cdi

and adverse events following immunisation to
inform health.11 The case definition established
by PAEDS is based on clinical criteria in combination with laboratory evidence of current or
previous SARS-CoV-2 infection or contact with
a confirmed COVID-19 case;12 and aligns with
the WHO case definition and substantially overlaps with UK and US case definitions.13
Since surveillance commenced on 1 July 2020,
PAEDS has identified two cases of ‘confirmed’
PIMS-TS (both in Victoria) and two cases of
‘possible’ PIMS-TS (one in Victoria and one in
New South Wales). These cases were identified
at PAEDS sentinel hospital sites amongst 308
reported cases of COVID-19 in children to
10 September 2020. Over the same period, 2,260
cases of COVID-19 in children up to the age of
16 years were notified to the National Notifiable
Diseases Surveillance System (NNDSS). This
number of PIMS-TS cases sits within the
expected range based on the emerging international experience of approximately 5-20 cases
per 1,000 of COVID-19 in children and young
adults.3
Of the PIMS-TS cases identified in Australia
to date:
• All four cases were aged over 5 and under
18 years;
• Three (75%) were male;
• No cases reported an underlying medical
condition;
• All four cases identified as non-Indigenous;
• Two of the cases (50%) were admitted
to ICU;
• All cases have shown favourable recovery.
PAEDS has also attempted to retrospectively
identify cases of PIMS-TS back to 1 January 2020
by reviewing all cases of KD and COVID-19 to
determine if clinical criteria for PIMS-TS were
met. KD is also an uncommon disease, which
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predominantly affects children under 5 years of
age. No additional cases prior to the commencement of prospective surveillance were identified.
PAEDS collaborates with national networks to
ensure any cases of PIMS-TS are rapidly detected
and comprehensively investigated.14
Ongoing enhanced surveillance of PIMS-TS is
necessary to strengthen the body of knowledge
for this rare, but clinically significant, complication of SARS-CoV-2 infection. While the
overall risk for any severe COVID-19 outcomes
in children in the Australian context remains
extremely low, understanding who is at greatest
risk of PIMS-TS and how it presents will better
equip clinicians to recognise and diagnose the
syndrome and to provide prompt treatment and
reduce the risk of long term or severe complications.

Australian cases: descriptive
epidemiology
Transmission trends
Since the first case of COVID-19 was identified in Australia, all states and territories have
experienced COVID-19 cases, with some jurisdictions experiencing higher numbers and more
community-associated transmission. These
differences arise from factors including state
demographics, population size, and patterns of
overseas arrivals.
As at 13 September 2020 there were 26,753
COVID-19 cases, including 674 deaths, reported
nationally with two distinct peaks in March
and July (Figure 2). During this reporting
period, there were 764 cases reported, including
6 deaths. On average, 55 cases were diagnosed
each day over the reporting period, a decrease
from 139 cases per day over the previous
reporting period. The majority of the recentlydiagnosed cases were from Victoria (640; 84%),
followed by New South Wales (95; 12%). A small
number of cases were reported in Queensland
(22), Western Australia (4), and South Australia
(3). No new cases were reported from Tasmania,
the Northern Territory or the Australian Capital
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Territory. Most cases in this period were reported
to reside in major metropolitan areas (Figure 5
and Appendix B, Figure B.2).
While there has been a continued decline in case
numbers from Victoria, there is still a degree of
ongoing community transmission. During this
reporting period locally-acquired cases linked to
interconnected clusters continued to be reported
in New South Wales, and in Queensland clusters
of cases associated with immigration centres or
correctional facilities were identified.

Source of acquisition
For this reporting period, 85% of all cases were
reported as locally acquired. The source of acquisition for 7% (56/764) of these cases could not
be identified, which is lower than the previous
reporting period (14%; 261/1,948). In total, 3%
(22/764) of cases reported this fortnight remain
under investigation and less than 5% (40/764)
were reported as overseas acquired (Table 1).
For this reporting period, 84% (640/764) of
cases have been reported from Victoria with
89% (571/640) of these cases reported as locally
acquired with known source, 8% (50/640) as
locally acquired with unknown source, and 3%
(19/640) as under investigation (though likely
locally acquired). (Table 1). In Victoria the proportion of cases reported as under investigation
at the end of each reporting period continues to
decrease, and the proportion of cases considered
to have an unknown source is also declining
over time.
Excluding Victoria, for all other cases (124)
in this reporting period the majority of cases
(77%; 95/124) were reported by New South
Wales; an increasing proportion were reported
in Queensland (18%; 22/124). Additionally, for
cases outside Victoria: 60% (75/124) are reported
as locally acquired with known source; 5%
(6/124) of cases are reported as locally acquired
with unknown source; 32% (40/124) of cases are
reported as overseas acquired and 2% (3/124) of
cases reported are under investigation (Table 1).
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Figure 2. COVID-19 notifications, Victoria and all other jurisdictions, by week and source of acquisition, as at 13 September 2020
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Figure 3. Heat map showing COVID-19 locally-acquired case notifications by place of residence,
Australia, 31 August to 13 September 2020a,b

a

Source: NNDSS.

b

Note: WA did not have locally acquired cases for the reporting period. This case was a result of interstate travel.

Overseas-acquired cases were reported from
New South Wales (33), Western Australia (4),
South Australia (2) and Queensland (1). The
higher number of cases reported in New South
Wales possibly reflects the number of returned
travellers being managed there. These proportions are similar to the previous reporting
period with the majority of overseas acquired
cases quarantining in New South Wales before
returning to home states or territories.
The national rate of infection in locally-acquired
cases in this reporting period was 2.9 cases per
100,000 population, which is a decrease from the
rate observed in the previous reporting period
(7.6 cases per 100,000 population, Table 2).

this reporting period, the infection rate in all
other jurisdictions was less than 0.8 per 100,000
population.
Cumulatively, the infection rate to date for all
locally-acquired cases is highest in Victoria with
286.4 infections per 100,000 population. While
the last reported case in Tasmania was in the
fortnight ending 16 August, they continue to
have the second highest infection rate with 27.9
infections per 100,000. This was predominantly
associated with the outbreak in North West
Tasmanian hospitals in April 2020.

In this reporting period, the rate of infection
for locally-acquired cases in Victoria decreased
from 27.5 per 100,000 population (last reporting period) to 9.7 per 100,000 population. For
6 of 35
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Table 1. COVID-19 notifications by jurisdiction and source of acquisition, 31 August –
13 September 2020
Source

NSW

Vic

Qld

WA

SA

Tas

NT

ACT

Australia

Overseas

33

0

1

4

2

0

0

0

40

Local—source known

57

571

18

0

0

0

0

0

646

Local—source unknown

5

50

0

0

1

0

0

0

56

Under investigation

0

19

3

0

0

0

0

0

22

Total

95

640

22

4

3

0

0

0

764

Clusters and outbreaks

Testing

Nationally, excluding New South Wales, for the
fortnight ending 13 September 2020, there was
a total of 89 open outbreaks (defined as those
where a new epidemiologically-linked case was
identified in the previous 14 days). Of these, 87
(98%) were reported in Victoria, with 2 open
outbreaks also reported from Queensland.
Outbreaks were reported most frequently from
residential aged care settings (44) followed by
workplaces (18) and hospitals (15). Outbreaks
ranged in size, with the largest outbreak encompassing 247 cases in a residential aged care
facility. Prominent workplace settings included
warehouses, abattoirs/meat packing facilities,
distribution centres and manufacturers.

As at 13 September 2020, a total of 7,016,090 tests
have been conducted in Australia. While rates of
testing remain high, with 14.5 tests conducted
per 1,000 population nationally during the most
recent reporting week, this rate represents a
recent decline from a peak of 19.4 tests per 1,000
population per week at the beginning of August.
The cumulative nationwide proportion of positive tests remains low at less than 0.4% (Table 3).
With the exception of Victoria, the cumulative
testing positivity in individual jurisdictions is
lower than 0.3%.

Residents of aged care facilities are at increased
risk of COVID-19 infection due to the environment of communal living facilities and are more
vulnerable to serious complications if they do
become infected. As at 13 September 2020, there
have been 4,132 cases of COVID-19 associated
with 217 residential aged care facilities, with
3,139 recoveries and 599 deaths. 1,997 of these
cases occurred in aged care residents, with
the remaining 2,135 cases occurring in care
staff. The Commonwealth is actively supporting
services with reported incidents and outbreaks
of COVID-19 providing access to personal
protective equipment and additional staffing
resources where required. Advice and guidelines have been provided to aged care services,
including the release of an outbreak management guide.15,16

health.gov.au/cdi

During this reporting period 740,498 tests were
conducted nationally, with a positivity rate of
0.13%. All states except Victoria reported a positivity rate of 0.05% or lower. Victoria reported a
positivity rate of 0.39%, which is a decrease from
the previous reporting period (0.88%). The low
national positivity rate, along with high rates
of testing, suggests an overall low prevalence of
COVID-19 nationally.
For the fortnight ending 11 September 2020,
testing rates declined across age groups that
were less than 60 years of age, but increased in
those that were 60 years and older (Figure 4).
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a

1

1

0

0

0

WA

SA

Tas

NT

ACT
7.6

0

0

0

0.1

0

0.4

27.5

1.1

Rate per 100,000
populationa

724

0

0

0

1

0

21

640

62

Number of cases

2.9

0

0

0

0.1

0

0.4

9.7

0.8

Rate per 100,000
populationa

Reporting period
31 August — 13 September

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

1,926

21

Qld

Australia

1,814

89

Number of cases

Vic

NSW

Jurisdiction

Reporting period
17—30 August

21,510

29

6

149

151

102

299

18,884

1,890

Number of cases

84.8

6.8

2.4

27.9

8.6

3.9

5.9

286.4

23.4

Rate per 100,000
populationa

Cumulative cases

Table 2. Locally-acquired COVID-19 case numbers and rates per 100,000 population by jurisdiction and reporting period, as at 13 September 2020
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Figure 4. SARS-CoV-2 (PCR) testing rates per 1,000 population per week by age group,a,b Australia, 1 May to 11 September 2020
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a
b

163,530

56,036

52,335

8,539

4,850

9,961

Qld

WA

SA

Tas

NT

ACT

0.27

0.00

0.00

0.00

0.02

0.00

0.02

0.88

0.03

3,506

2,337

1,971

1,597

2,987

2,137

3,211

3,920

4,147

Per 100,000
population a,b

740,498

12,247

5,575

7,835

39,880

46,441

133,974

214,684

279,862

N

0.13

0.00

0.00

0.00

0.01

0.01

0.02

0.39

0.05

Positivity (%)

2,920

2,874

2,265

1,466

2,276

1,771

2,631

3,256

3,461

Per 100,000
population a,b

31 August – 13 September

17 August—30 August

Positivity (%)

Tests performed

Tests performed

Data in this table are based on reports of notification by states and territories.
Population data based on Australian Bureau of Statistics (ABS) Estimated Resident Population (ERP) as at 30 December 2019.

889,053

258,467

Vic

Australia

335,335

N

NSW

Jurisdiction

Table 3. Diagnostic tests performed in Australia, by jurisdiction, as at 13 September 2020a

7,016,090

87,216

40,952

95,127

377,283

423,003

1,022,898

2,488,773

2,480,838

N

0.38

0.13

0.08

0.24

0.17

0.11

0.11

0.80

0.17

Positivity (%)

to 13 September

27,669

20,466

16,640

17,794

21,530

16,134

20,086

37,744

30,683

Per 100,000
population a,b

Cumulative tests performed

Figure 5. National COVID-19 notifications by age group and sex, Aboriginal and Torres Strait
Islander persons and Non-Indigenous Australians as at 13 September 2020
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Viral genomics
There are currently 7,311 SARS-CoV-2 genome
sequences available from Australian cases on
the global sequence repository, GISAID.17 These
sequences are dispersed throughout the global
lineages, reflecting multiple concurrent introductions into Australia.18–20 Recent Australian
SARS-CoV-2 sequences from the last month
include 20 collected from New South Wales, 14
from Queensland, and 2 from South Australia.
Most of these sequences from the last month
belong to the B.1.1.25 lineage, reflecting ongoing
local transmission of this lineage. Other lineages
that were detected sporadically e.g. B.1.113, most
likely represent independent introductions from
quarantined travellers returned from overseas
but which are not associated with any community transmission. Additional epidemiological
data would be required to verify this.

Aboriginal and Torres Strait Islander
persons
There have been 145 cases of COVID-19 notified
in Aboriginal and Torres Strait Islander persons.
This represents approximately 0.5% of all confirmed cases. Table 4 compares the remoteness
of cases in Aboriginal and Torres Strait Islander

health.gov.au/cdi

persons with those in the Non-Indigenous population. While approximately 21% of all cases
notified in Aboriginal and Torres Strait Islander
persons (31/145) are reported as acquired overseas, no new cases have been reported as overseas acquired since the end of August. Recent
cases have been reported as locally acquired,
predominantly in Victoria.
The median age of COVID-19 cases in Aboriginal
and Torres Strait Islander persons is 31.5 years
(interquartile range, IQR: 21.0–49.5), which is
younger than for Non-Indigenous cases where
the median age is 37 years (IQR: 25.0–57.0).
By sex, there is a higher proportion of cases in
Aboriginal and Torres Strait Islander females
(58%; 84 cases) than in Non-Indigenous females
(51%; 13,667 cases). The differences observed
in sex for Aboriginal and Torres Strait Islander
people likely reflect the small number of cases
rather than any specific transmission pattern.
Overall, Aboriginal and Torres Strait Islander
males are reporting a slightly higher proportion
of cases in the less than 10 years (12%) and 20
to 29 year (28%) age groups compared to NonIndigenous people (5% and 22% respectively).
This group also reports a lower proportion of
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Table 4. COVID-19 notifications by Aboriginal and Torres Strait Islander status by jurisdiction,
source of acquisition and remoteness classification as at 13 September 2020
Locally-acquired

Aboriginal and
Torres Strait Islandera
Non-Indigenousb
a
b

Major
Cities of
Australia

Inner
Regional
Australia

Outer
Regional
Australia

Remote
/ Very
Remote
Australia

Overseas
acquired

Unknown

Total

88

16

6

3

31

1

145

19,966

923

228

21

5,212

258

26,608

Excludes 1 probable Aboriginal and Torres Strait Islander case.
Includes 29 Non-Indigenous cases classified as overseas residents who were diagnosed in Australia and 229 Non-Indigenous cases with
an unknown remoteness classification.

cases in both the 40–49 (10%) and 50–59 year
(8%) age groups compared to Non-Indigenous
males (13% and 12% respectively) (Figure 5).
Aboriginal and Torres Strait Islander males
report no cases 80 years or older.
Aboriginal and Torres Strait Islander females
are reporting a much higher proportion of cases
in the 10–19 year age group (16%) than is seen
among non-Indigenous females (8%), though
there are only 13 cases that are included in this
age and sex grouping and small changes may
have a large impact on proportions. However,
the proportion in females aged 70 years and over
is much lower than in non-Indigenous females
aged 70 years and over (Figure 7).

Demographics of cases
Historically, cases of COVID-19 have been
reported in all age groups. In this reporting
period, the largest number of cases has again
occurred in those aged 20–29 years (184 cases),
with the highest rate of infection for this period
again occurring in the 90 years and older age
group (19.3 per 100,000 population). This is a
decrease from the previous reporting period
where a rate of 52.4 cases per 100,000 population was reported for this age group. The pattern
observed in cases per 100,000 population by sex
for this reporting period (Figure 6) is representative of the rate observed cumulatively (Figure 7).
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For all notifications to date, the highest rate of
infection remains in those aged 90 years and
over with a rate of 377.4 per 100,000 population
(Appendix B, Table B.1). Children aged 0–9 years
continue to have the lowest rate of infection (41.4
cases per 100,000 population), with testing rates
comparable to other age groups.
In this reporting period, school-aged children
(defined as those aged 5 to 17 years) accounted
for 12% of all cases, which is a higher proportion
than they comprise in both the previous reporting period (11%) and cumulatively (8%). People
aged 80 years and over represent a similar proportion of the cases reported in this reporting
period and the previous reporting period at
12%. This is higher than this age group represents in cumulative cases (8%), reflecting the
ongoing transmission through aged care facilities. Higher rates among females were observed
among those in the 20 to 59 years age groups
and aged 80 years and over, with a far higher
rate in females 90 or over (21.7 infections per
100,000 population, compared to 14.6 infections
per 100,000 population in males).
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Figure 6. New COVID-19 case notifications, cases, by age group and sex, 30 August to
13 September 2020, Australia
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Figure 7. Cumulative COVID-19 cases, by age group and sex, as at 13 September 2020, Australia
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Cumulatively, all cases show a median age of
37 years (IQR: 25 to 57) which has not changed
since the beginning of August. Prior to 1 June
2020, the population diagnosed was slightly
older, with a median age of 46 years (IQR: 29 to
62) and was associated with a high proportion
of cases having a recent travel history or acquisition on a cruise ship. In cases reported after
1 June 2020, the median age is 35 years (IQR: 23
to 54) reflecting wider transmission in the community and across a range of demographics and
settings, especially in Victoria. The median age
of cases in this reporting fortnight is 34 years
(IQR: 23 to 57).

tions at their own pace depending on the local
public health and epidemiological situation
(Table 5).
During the current reporting period, Victoria
has announced a ‘roadmap to reopening’ and
commenced easing restrictions with metropolitan Melbourne moving to step 1 and regional
Victoria moving to step 2.22 Comparatively,
Queensland implemented restrictions on household gatherings in response to clusters of cases.23
A review of Australia’s public health response to
date is at Appendix A.

Cumulatively, the male to female per capita rate
is close to 1:1 across different age groups, except
in the 20–29 years age group and those aged 80
years and over where there is a higher per capita
rate among females (Figure 7). The largest difference between the two categories is seen in the
90 years and over age group where males report
a cumulative rate of 326.4 cases per 100,000
population and females report a higher rate of
402.8 cases per 100,000 population (Appendix
B, Table B.1).

Acute respiratory illness surveillance
Over this two-week reporting period, 49,110
assessments were recorded for patients with
acute respiratory illness who consented to share
information, of whom 47,510 (96.7%) were tested
for SARS-CoV-2, 25 of which were positive
(numbers were correct as at 15 September 2020).

Public health response measures
Since COVID-19 first emerged internationally, Australia has implemented public health
measures informed by the disease’s epidemiology (Figure 8). On 8 May, the Australian
Government announced a three-step framework for easing COVID-19 restrictions.
Building on this framework, on 4 September, the
Australian Government announced a plan to
develop a ‘Roadmap for Recovery’ to reopen by
Christmas.21 States and territories ease restric-
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Table 5. State and territory changes to COVID-19 restrictions, from 31 August to
13 September 2020
Jurisdiction

Summary of changes to COVID-19 restrictions

New South Wales

No changes to restrictions during this reporting period.24

Victoria

From 13 September, Metropolitan Melbourne moved to step 1 easing of restrictions:25
• Limited in-person visits for individuals in single households
• Two people can meet outdoors for two hours
• Professional respite care for people with complex needs
• From 13 September, Regional Victoria moved to step 2 easing of restrictions:25
• Up to 5 people from two households permitted to gather outdoors
• Limited in-person visits for individuals in single households
• Childcare open and schools undertake a staged return
• Retail open with density restrictions

Queensland

From 2 September the following restrictions were implemented:23
• Cap of 30 people in a households including visitors
• Cap of 30 people in a public gathering
• Listed Government Areas have a cap of 10 people in households and public
gatherings

Western Australia

No further easing of restrictions during this reporting period.26

South Australia

From 5 September the following restrictions were eased:27
• Up to 150 people permitted at weddings and funerals
• Consumption of food and alcohol permitted at bars

Tasmania

No further easing of restrictions has occurred during this reporting period.28

Australian Capital Territory

No further easing of restrictions has occurred during this reporting period.29

Northern Territory

No further easing of restrictions has occurred during this reporting period. 30

health.gov.au/cdi
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15 March 2020
All overseas arrivals
required to selfquarantine for 14 days
and cruise ship arrivals
banned.

16 March 2020
Non-essential static
gatherings of >500 people
banned.

18 March 2020
Restrictions on indoor
gatherings.

20 March 2020
• Travel ban on foreign nationals
entering Australia.
• Restriction of travel to remote
communities.

21 March 2020
Select states and territories close
borders to non-essential travel.

NT

Tas

1 July 2020
Victoria implements
lockdowns on
‘hotspot’ suburbs

8 July 2020
• NSW/VIC border closes
• Stage 3 lockdown of
Melbourne and Mitchell Shire

ACT

Date of illness onset

8 May 2020
Government announces
three-step plan to ease
COVID-19 restrictions.
Implementation to vary in
states and territories.

27 April 2020
Start of easing
restrictions in
select states and
territories.

29 March 2020
Public gatherings limited
to two persons.

28 March 2020
All people entering Australia
required to undertake a mandatory
14-day quarantine at designated
facilities (e.g. hotels) in their port of
arrival.

WA

SA

Vic

NSW

13 September 2020
Victoria commenced
easing of restrictions
against the ‘roadmap to
reopening’

2 August 2020
• Stage 4 restrictions for
metropolitan Melbourne
• Stage 3 restrictions for
regional Victoria

Qld

Figure 8. COVID-19 notifications in Australia by week of diagnosis and jurisdiction to 13 September 2020 with timing of key public health measures

Number of new cases

16 of 35

health.gov.au/cdi

International situation
All data reported below was extracted from the
WHO Dashboard on 14 September 2020 unless
otherwise specified.31
On 13 September 2020, more than 216 countries, regions and areas had reported 28,640,529
COVID-19 cases and 917,404 deaths to the
World Health Organization (WHO) representing a 15.1% increase in global cases and a
9.3% increase in deaths in the past fortnight.31
Globally, the number of new cases has been
relatively stable since late July, noting variability
by region.
In this reporting period, the regions reporting
the largest proportions of new cases were the
Americas (42%, a decrease from 49%) and South
East Asia (35%, an increase from 29%), indicating that South East Asia’s burden of global cases
is sharply increasing. The South East Asia Region
has experienced an increase of 32% in fortnightly reported cases. A proportional increase
in reported deaths may occur in the coming
weeks with the degree of impact dependent on
the demographic affected and health care access
and capacity.
The Americas continue to be the epicentre of the
global pandemic representing approximately
51% of cumulative cases and 56% of cumulative
deaths. Cases in the South East Asia Region
now represent 19% of the cumulative global
burden of cases and 10% of deaths, surpassing
the cumulative caseload in Europe where cases
represent 17% and deaths 25% of the respective
global totals. The global case fatality rate (CFR)
is approximately 3.2% and is decreasing as case
identification improves. The global cumulative
per capita rates are 372.9 cases and 11.9 deaths
per 100,000 population.

Western Pacific Region
The cumulative number of cases in the region
stands at 546,552 (1.9% of cases globally) including 11,886 deaths (1.3% globally). In this reporting period, 58,981 new cases were reported.

health.gov.au/cdi

This represents a 24% decrease in fortnightly
reported cases and comprises 1.6% of the global
total number of new cases in this reporting
period. The region reports a cumulative rate of
28.8 cases per 100,000 people (compared to 372.9
cases per 100,000 globally) and a mortality rate
of 0.6 deaths per 100,000 population (compared
to 11.9 deaths per 100,000 globally).
The highest numbers of overall cases in the
region have been observed in the Philippines
and Japan (Figure 9). In this reporting period,
the highest number of new cases has also been
observed in the Philippines, representing 75.8%
of new regional cases. In the previous reporting
period, Cambodia, Fiji, New Caledonia and Lao
People’s Democratic Republic reported no new
cases. In this reporting period, all countries in
the region reported at least one new case, with
Guam and French Polynesia experiencing large
increases (111% and 41% respectively) in the
number of new cases (538 and 552 respectively).
In New Zealand, the ‘Auckland August Cluster’
is the only remaining locally-acquired cluster,
accounting for most of New Zealand’s 68 new
cases in the past fortnight. By 13 September
2020, the cluster was linked to a total of 178
cases.32 Auckland returned to Alert Level 2
on 30 August 2020, joining the rest of New
Zealand and will remain in place until at least
23 September 2020.33
In Papua New Guinea, as at 13 September 2020,
there have been 511 cases and 6 deaths. While
the majority of cases have been reported in the
National Capital District, followed by Western
Province where most cases are linked to a large
local cluster at a mining site, the country also
reported new cases of COVID-19 in East Sepik
and West New Britain.34 WHO reports that
testing in the country remains ‘critically low’
making it difficult to understand the extent of
transmission. Of provinces with sporadic cases,
most report that cases have had a travel history
from Port Moresby, or contact with a positive
case from Port Moresby, potentially indicating
wider transmission.34
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Figure 9. Number of COVID-19 cases (logarithmic scale) by selected country and days since
passing 100 cases, to 13 September 2020
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South East Asia Region
In this reporting period, the South East Asia
region has seen a large increase in new case
numbers. Cumulatively the region has reported
approximately 5.38 million cases (19% of the
global total) and 92,391 deaths (10% of the
global total), with 1.30 million new cases in this
reporting period (a 32% increase to the number
reported in the previous reporting period).
Regionally, the per capita burden of disease is
increasing, with the cumulative case rate now at
269.4 cases (72% of the global rate) and 4.6 deaths
(38% of the global rate) per 100,000 population
in this reporting period.
New cases in the South East Asia region remain
largely concentrated in India where 1.21 million new cases were notified in this reporting
period, comprising 93% of new cases reported
regionally in this period (Figure 9). The Republic
of the Union of Myanmar has reported a sharp
increase in case numbers with 2,047 of its
cumulative case total of 2,796 reported in this
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reporting period (more than double the number reported in the previous reporting period)
(Figure 9). The majority of cases are locally
transmitted in the Yangon region, leading to a
lockdown in the area on 9 September 2020 and a
widespread government response of community
testing and extension of preventative measures
until 30 September 2020.35
In this reporting period, Nepal has experienced
a sharp increase of 15,780 confirmed cases representing a 42% increase of cumulative cases in
the previous fortnight. On 9 September 2020,
the government announced a loosening of the
lockdown while maintaining some restrictions
for the Kathmandu Valley where the majority of cases are reported. Indonesia reported a
fortnightly case increase of 27% in this reporting period, and although largely concentrated
in Jakarta, COVID-19 has spread to all 34
provinces. Stay-at-home restrictions and business closure measures have been put in place on
14 September 2020 and will remain until further
notice.36
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Data considerations
Data were extracted from the NNDSS on
15 September 2020 for notifications received up
to 13 September. Due to the dynamic nature of
the NNDSS, numbers presented in this report
are subject to revision and may vary from numbers previously reported and from case notifications released by states and territories.

Definitions
“Cluster” in relation to COVID-19 refers to two
or more cases (who do not reside in the same
household) that are epidemiologically related in
time, place or person where a common source
(such as an event or within a community) of
infection is suspected but not yet established.
“COVID-19” is the disease caused by a novel
coronavirus that emerged in China in late 2019.
‘CO’ stands for corona-, ‘V’ stands for virus, ‘ID’
stands for infectious disease, and ‘-19’ refers to
the year that this disease was first reported.
“COVID-19 associated death” is defined for
surveillance purposes as a death in a probable
or confirmed COVID-19 case, unless there is
a clear alternative cause of death that cannot
be related to COVID-19 (e.g. trauma).37 There
should be no period of complete recovery from
COVID-19 between illness and death. Where a
Coroner’s report is available, these findings are
to be observed.
“Date of illness onset” is derived from data collected by the NNDSS and represents the diagnosis date, or reported true onset of disease date.
If unknown, the earliest of specimen collection
date, notification date or notification receive
date is used.
“Notification received date” is reported in the
NNDSS and represents the date the case is first
notified on the NNDSS. As notification can only
occur after testing is completed and information
processed, counts for a defined period will vary
according to the date type used.

health.gov.au/cdi

“Outbreak” in relation to COVID-19 refers
to two or more cases (who do not reside in the
same household) among a specific group of people and/or over a specific period of time where
illness is associated with a common source (such
as an event or within a community). Some states
and territories may report a single case associated with a residential aged care facility as an
outbreak.
“SARS-CoV-2” is the virus that causes the disease COVID-19. It is a betacoronavirus genetically related to the 2003 Severe acute respiratory
syndrome coronavirus (SARS-CoV).
“This reporting period” refers to the period covered by this report, i.e. 31 August – 13 September
2020.
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Appendix A: A review of Australia’s
public health response to COVID-19
Introduction
In early January 2020, Australia received reports
of a cluster of cases of a novel coronavirus
detected in Wuhan, Hubei Province, China.
Between 17 January and 20 January, 136 new
cases were identified in patients with previously
unexplained pneumonia, bringing the total
number to 204 confirmed cases. This significant
increase, combined with limited evidence of
human-to-human transmission, resulted in the
activation of the National Incident Room (NIR).
Australia’s public health response to COVID19 has been guided by the expertise of the
Communicable Diseases Network Australia
(CDNA), the Public Health Laboratory Network
(PHLN), the Infection Control Expert Group
(ICEG) and the Australian Health Protection
Principal Committee (AHPPC).

Implementation of initial public health
measures
Throughout late January and February, Australia
monitored the evolving international situation
and aimed to prevent importation of cases
into Australia. From 29 January, close contacts
of confirmed cases and travellers from Hubei
Province China were required to quarantine in
their homes for 14 days. Targeted international
border measures were progressively expanded as
the virus spread to new regions including mainland China, Iran, Italy and South Korea (Table
A.1). Repatriated Australians from outbreak
epicentres, including Wuhan and the Diamond
Princess cruise ship (Japan), were required to
undertake a 14-day stay in a designated quarantine facility.

Without implementing broad public health
measures, a significant proportion of the population would contract the virus, leading to the
healthcare system being overwhelmed and many
deaths. On 27 February, the Prime Minister
declared the COVID-19 outbreak a national
pandemic, and on 12 March the World Health
Organization declared a global pandemic.
On the advice of CDNA and AHPPC, throughout
March and April 2020, Australia implemented a
series of public health measures in response to
the COVID-19 pandemic. These measures were
broadly aimed at reducing the introduction and
transmission of COVID-19 in the community;
protecting vulnerable population groups including older Australians and Aboriginal and Torres
Strait Islander communities; and building and
safeguarding Australia’s health system capacity.
Key public health related measures are shown in
Figure 8 and a complete list is provided in Table
A.1. Broadly, these measures included:
• International border restrictions
• Domestic border restrictions by most states
and territories
• Public health measures (eg. testing, contact
tracing and quarantine/isolation)
• Individual measures (eg. personal hygiene
and physical distancing)
• Community-level physical distancing measures (eg. restricting mass gatherings)
• Health system capacity measures (eg. increasing PPE supplies, training critical care
staff, and securing pathology resources to test
for COVID-19)

Despite these efforts to prevent importation,
during March 2020, transmission of COVID-19
progressively increased in Australia, culminating in a spike of several hundred cases reported
each week (Figure 1). Modelling indicated that
Australia was on the verge of an epidemic.
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Listed human disease
Enhanced border screening
Targeted border measures
◦ Restrictions on travellers (air) from affected regions in China
◦ Restrictions extended to travellers (air) from South Korea, Iran, Italy and China
◦ Restrictions to cruise ship arrivals
◦ Closure of external borders to foreign nationals
Requirement to self-isolate (quarantine) for 14 days on return from overseas travel
Mandated quarantine in designated facilities for 14 days on return from overseas travel
Routine testing of individuals in designated quarantine facilities during the 14 day quarantine

Intensive testing and isolation of suspected and confirmed cases
Regular review and refinement of testing criteria to broaden as necessary and feasible
Contact tracing and quarantine of close contacts
Public messaging to self-quarantine and seek early medical care if experiencing respiratory symptoms (supported by HealthDirect, Symptom Checker, Telehealth, Respiratory clinics)
Protection of the vulnerable – restrictions on visitors to aged care facilities and rural and remote communities (as per the Biosecurity Determination and Jurisdictional Directions)
Stay-at-home policies aimed at people who are at high-risk of severe disease
Stay-at-home policies for general public unless leaving to go to work, get supplies, medical care, or exercise
Enhanced testing of community members to detect underlying transmission (e.g. ‘testing blitz’)
COVIDSafe app launched to support contact tracing

Hand hygiene
Respiratory hygiene and cough etiquette
1.5m social/physical distancing rule

•
•
•
•
•
•
•

Restrictions on gathering size (500 persons outside and 100 persons inside)
Restrictions on indoor gathering density (1 person per 4 square metres)
Restrictions on gathering size (10 persons outside and inside)
Restrictions on and closure of non-essential businesses, premises and places
Some schools pupil free or closed to varying degrees
Restrictions on gathering size (2 persons outside unless household group)
Restrictions on visitors to RACF and hospitals

Community-level social/physical distancing measures

•
•
•

Individual measures

•
•
•
•
•
•
•
•
•

Public health measures

•
•
•

•
•
•

International border measures

Action category

Table A.1. COVID-19 actions taken to date in Australia, 13 September 2020

26 of 35

Commun Dis Intell (2018) 2020;44 (https://doi.org/10.33321/cdi.2020.44.77) Epub 23/09/2020

health.gov.au/cdi

Closure of some domestic borders to non-residents and returning residents requiring 14 days quarantine
Hard closure of some domestic borders
Lockdowns of geographically localised areas with elevated risk of community transmission

•
•
•
•
•
•

Secure surge and continued supply of equipment and consumables, including laboratory and PPE supplies
Support COVID clinics, primary care and respiratory clinics
Build public health capacity for surveillance and contact tracing, including laboratory capacity
Build hospital and ICU bed capacity including staff training and redirecting hospital flow
Secure additional ventilators, ICU equipment and consumables
Elective surgery restrictions (to conserve PPE and contribute to increase ICU)

Health system capacity measures

•
•
•

Domestic travel restrictions

Action category

Impact of initial measures
Modelling has shown that by early April the
effective reproduction number (Reff ) was less than
one in all states and territories across Australia.
Restrictions on international traveller arrivals,
and imposing mandatory quarantine periods
followed by enforced hotel quarantine, were
critical to reducing importation of additional
cases into Australia. Physical distancing and
public health measures effectively minimised
the limited local transmission already occurring. The combination of measures employed
proved highly successful in suppressing growth
of COVID-19 cases and ensuring sufficient
health system capacity to manage the pandemic
(Figure 6). By mid-April, Australia reported
fewer than 30 new cases nationally each day,
with the majority of these cases being acquired
overseas and detected in hotel quarantine.

Adjustment of restrictions
The suppression strategy implemented by the
Australian Government is intended to enable
a degree of balance in the trade-off between
adequately controlling virus transmission,
and minimising economic and social disruption. Following Australia’s success in suppressing COVID-19, on 8 May the Australian
Government announced the National Cabinet’s
three-step framework for easing restrictions
under the Pandemic Health Intelligence Plan.38
Under the three-step framework, it was planned
that restrictions would progressively ease over a
period of three months to allow time to assess
the impact of adjusting measures.39
During March 2020, most states and territories
in Australia implemented domestic border
controls. By May 2020, this created a dichotomy
wherein some states and territories achieved
a state of no community transmission, whilst
other states continued a ‘suppression’ strategy
with some community transmission. As a result
of this dichotomy, under the three-step framework, states and territories adjusted restrictions
at their own pace depending on the local public
health and epidemiological situation.

health.gov.au/cdi

Broadly, measures that were adjusted across
most states and territories included:
• Some public health measures (e.g. stay at
home orders for the general public)
• Most community level physical distancing
measures (macro-distancing) (e.g. restrictions on gathering size in households and
public places, restrictions on visiting Residential Aged Care Facilities (RACF) and
hospitals)
• Some health system capacity measures (e.g.
restrictions on elective surgeries)
• Some relaxation of domestic border closures
By June or July 2020, most states and territories
moved through the three-step framework and
substantially eased restrictions. However, there
was significant variability in the approaches
adopted by states and territories (Table A.2).
Some states including Western Australia and
the Northern Territory have eased restrictions
beyond the three-step framework without experiencing a resurgence of cases. Conversely, a
resurgence of cases in Victoria, and later clusters
in New South Wales and Queensland, has led to
re-implementation of restrictions in response to
the evolving situation (Figure 8 and Table A.2).

A resurgence of cases
From mid to late June until the end of this reporting period, there has been a resurgence of cases
reported in Australia. This ‘second wave’ was
primarily attributed to locally-acquired cases in
Victoria, with some limited instances reported
in New South Wales and Queensland. Unlike
the ‘first wave’ in March where most cases were
associated with returned international travellers, this resurgence has primarily been associated with local clusters and outbreaks, leading to
community transmission in Victoria with a high
proportion of cases having no known epidemiological link. As a result of this community-level
transmission, the public health response prioritised case detection with high testing rates,
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Commenced step 1 easing of restrictions on 15 May
Commenced step 2 easing of restrictions on 1 June
Commenced step 3 easing of restrictions on 1 July
From 8 July the New South Wales/Victoria border closed
Between 14 and 24 July re-implemented some step 2 restrictions

Commenced step 1 easing of restrictions on 12 May
Commenced step 2 easing of restrictions on 1 June
Reduced easing of restrictions on 22 June due to increased transmission
From 1 July implemented lockdowns in jurisdictional declared hotspot suburbs
From 8 July implemented stage 3 lockdowns for metropolitan Melbourne and Mitchell Shire
From 2 August implemented stage 4 lockdowns for metropolitan Melbourne and stage 3 lockdowns for regional Victoria and mandated the use of facemasks
From 13 September commenced step 1 easing of restrictions in metropolitan Melbourne and step 2 easing of restrictions in regional Victoria, against Victoria’s ‘roadmap to reopening’

Commenced step 1 easing of restrictions on 8 May
Commenced step 2 easing of restrictions on 1 June
Commenced step 3 easing of restrictions on 3 July
From 10 July domestic borders reopened (except to Victoria and people from jurisdictional declared hotspots)
From 5 August domestic border closed to New South Wales
From 2 September re-implemented some restrictions on gatherings

•
•
•
•

Commenced step 1 easing of restrictions on 27 April
Commenced step 2 easing of restrictions on 18 May
Commenced step 3 easing of restrictions on 5 June
Eased restrictions beyond the 3-step framework on 27 June

Western Australia26

•
•
•
•
•
•

Queensland42

•
•
•
•
•
•
•

Victoria41

•
•
•
•
•

New South Wales24

Jurisdiction

Table A.2. State and territory progress easing COVID-19 restrictions against National Cabinet’s three-step framework, 13 September 2020
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Commenced step 1 easing of restrictions on 11 May
Commenced step 2 easing of restrictions on 1 June
Commenced step 3 easing of restrictions on 29 June
From 19 July border reopened to people from NT, Qld, WA and Tas
Between 5 and 14 August re-implemented restrictions on gatherings
From 28 August, commenced re-easing of restrictions to step 3

Commenced step 1 easing of restrictions on 18 May
Commenced step 2 easing of restrictions on 5 June
Commenced step 3 easing of restrictions on 26 June

Commenced step 1 easing of restrictions on 8 May
Commenced step 2 easing of restrictions on 29 May
Commenced step 3 easing of restrictions on 10 August

•
•
•
•

Commenced step 1 easing of restrictions on 1 May
Commenced step 2 easing of restrictions on 15 May
Commenced step 3 easing of restrictions on 5 June
From 17 July domestic borders reopened (except to people from jurisdictional declared hotspots)

Northern Territory30

•
•
•

Australian Capital Territory44

•
•
•

Tasmania28

•
•
•
•
•
•

South Australia43

Jurisdiction

isolation and management; contact tracing and
quarantining of close contacts; and preventing
spread to rural and remote regions.
In early July, Victoria implemented targeted
lockdowns in suburbs with high levels of community transmission, before ordering metropolitan Melbourne into ‘stage 3’ restrictions (Figure
8). In addition, the border between New South
Wales and Victoria closed to prevent exportation of cases into other states and territories.
Throughout July, the epidemiological and public
health situation continued to escalate, resulting
in a higher peak in daily case notifications than
in the ‘first wave’. Victoria progressively scaled
up restrictions and on 2 August implemented
‘stage 4’ restrictions for metropolitan Melbourne
and ‘stage 3’ restrictions for regional Victoria,
and mandated the use of facemasks throughout
Victoria (Figure 8).
As the outbreak evolved, states and territories
across Australia reassessed plans to further ease
restrictions. Surrounding jurisdictions including New South Wales, South Australia and
Queensland tightened domestic border closures
and re-implemented some restrictions on gatherings as a preventive measure. Consequently,
the resurgence was largely contained to Victoria.
A national surge response has supported
Victorian public health capacity. This included
the establishment of the Victorian Aged Care
Response Centre (VACRC) and national support
for contact tracing efforts. Throughout August
and September, case numbers in Victoria have
progressively declined. On 13 September,
Victoria commenced easing of restrictions
against their ‘roadmap to reopening’,22 with
metropolitan Melbourne entering ‘step 1’ and
regional Victoria entering ‘step 2’. These steps
do not align with the National Cabinet’s broader
three-step framework, and will allow a slower
reopening with the last step anticipated in
November.
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Adapting to an evolving situation
Modelling shows that as restrictions have eased
across states and territories, the state-wide
local transmission potential has increased.40 As
transmission potential increases, there is greater
potential for the virus to establish and maintain
community transmission. Consequently, it has
been important for states and territories that
have significantly eased restrictions to continue
to prioritise preventing importation and maintaining micro-distancing behaviours (eg. physical distancing of 1.5 metres).
As part of the three-step framework, states and
territories that implemented domestic border
restrictions in March had planned to ease these
restrictions in July. Due to the evolving situation
in Victoria, although domestic border restrictions were eased in July, most states and territories maintained restrictions for those travelling
from, or who have recently been in, Victoria.
These measures are intended to prevent importation of locally acquired cases, which in states
and territories with a high transmission potential, could lead to rapid propagation of growth.
National Cabinet have recently reviewed
the three-step framework. Building on this
framework, seven of eight jurisdictions have
agreed in-principle to develop a ‘Roadmap for
Recovery’ for adjusting restrictions throughout
the remainder of 2020.21

Conclusion
The national public health response must be
scalable and flexible. There is the potential for
the virus to rapidly spread, and for COVID-19
case numbers to escalate once seeded. States
and territories must respond quickly when cases
emerge to avoid rapid propagation of growth.
Australia must continue to balance controlling
the disease against the significant societal, economic and other health impacts of restrictions.
A delicate balance exists on a local and national
scale to ensure the best outcome for Australia
and its people.
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a

46

78

55

29

27

20

21

21

10

10—19

20—29

30—39

40—49

50—59

60—69

70—79

80—89

90 +

29

33

18

21

41

52

62

106

42

27

Female

Cases

39

54

39

41

68

81

117

184

88

53

Total

14.6

5.9

2.4

1.6

1.8

1.8

3.0

4.2

2.9

1.6

Male

21.7

7.2

2.0

1.6

2.6

3.1

3.3

5.9

2.8

1.7

Female

19.3

6.6

2.2

1.6

2.2

2.5

3.2

5.0

2.9

1.7

Total

Rate per 100,000 population

Cases and rates for persons include 83 cases identified as gender X or unknown gender.
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Male

0—9

Age Group

This reporting period
31 August—13 September 2020

224

480

828

1,136

1,521

1,701

2,322

2,881

1,157

695

Male

538

760

736

1,172

1,647

1,695

2,282

3,172

1,095

622

Female

Cases

763

1,240

1,564

2,310

3,177

3,425

4,620

6,078

2,252

1,318

Total

326.4

134.3

95.2

89.3

100.9

105.1

127.7

155.1

73.7

42.5

402.8

164.8

79.8

87.3

104.7

102.3

123.0

176.1

73.7

40.1

Female

377.4

151.5

87.3

88.4

103.1

104.6

125.7

166.1

73.7

41.4

Total

Rate per 100,000 population
Male

Cumulative

Table B.1. COVID-19 case notifications and rates per 100,000 populationa, by age group and sex, 13 September 2020, Australia
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This figure shows the variation in combinations of symptoms observed in reported cases (n = 12,636) for the five most frequently observed symptoms (cough, fever, headache, sore throat, runny nose). The
horizontal bars on the left show the frequency of symptom occurrence in any combination with other symptoms. The circles and lines indicate particular combinations of symptoms observed in individual
patients. The vertical green bars indicate the frequency of occurrence of the corresponding combination of symptoms.
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Figure B.1. Variation in combinations of COVID-19 symptoms in confirmed cases as at 13 September 2020, Australiaa

Frequency of
combinations
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Figure B.2. Heat maps showing COVID-19 locally-acquired case notifications by place of
residence, Australia, 31 August to 13 September 2020
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Appendix C: Frequently asked questions
Q: Can I request access to the COVID-19 data
behind your CDI fortnightly reports?
A: National notification data on COVID-19 confirmed cases is collated in the National Notifiable
Disease Surveillance System (NNDSS) based on
notifications made to state and territory health
authorities under the provisions of their relevant
public health legislation.
Normally, requests for the release of data from
the NNDSS requires agreement from states
and territories via the Communicable Diseases
Network Australia, and, depending on the sensitivity of the data sought and proposed, ethics
approval may also be required.
Due to the COVID-19 response, unfortunately,
specific requests for NNDSS data have been put
on hold. We are currently looking into options
to be able to respond to data requests in the near
future.
We will continue to publish regular summaries
and analyses of the NNDSS dataset and recommend the following resources be referred to in
the meantime:
• NNDSS summary tables: http://www9.
health.gov.au/cda/source/cda-index.cfm
• Daily case summary of cases: https://www.
health.gov.au/news/health-alerts/novelcoronavirus-2019-ncov-health-alert/coronavirus-covid-19-current-situation-and-casenumbers
• Communicable Diseases Intelligence COVID-19 epidemiology report: https://www1.
health.gov.au/internet/main/publishing.nsf/
Content/novel_coronavirus_2019_ncov_
weekly_epidemiology_reports_australia_2020.htm

Q: Can I request access to data at post-code
level of confirmed cases?
A: Data at this level cannot be released without
ethics approval and permission would need to
be sought from all states and territories via the
Communicable Diseases Network Australia. As
noted above, specific requests for NNDSS data
are currently on hold.
Where current or recent reported case numbers are high enough to justify it, a GIS/mapping analysis of cases will be included in the
Communicable Diseases Intelligence COVID-19
epidemiology report. In order to protect privacy
of confirmed cases, data in this map will be presented at SA3 level.
Q: Where can I find more detailed data on
COVID-19 cases?
A: We are currently looking into ways to provide more in-depth epidemiological analyses
of COVID-19 cases, with regard to transmission and severity, including hospitalisation.
These analyses will continue to be built upon in
future iterations of the Communicable Diseases
Intelligence report.
Q: Where do I find the COVID-19 background information which was included as
Appendix A in previous fortnightly epidemiology reports?
A: This information was most recently
published in Epidemiology Report 24 (https://
doi.org/10.33321/cdi.2020.44.75.) Additional
information can be found in the CDNA Series
of National Guidelines (SoNG) for COVID-19.
(https://www1.health.gov.au/internet/main/
publishing.nsf/Content/cdna-song-novelcoronavirus.htm)

• State and territory public health websites.
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