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Fortnightly reporting period ending 8 November 2020 
COVID-19 National Incident Room Surveillance Team 
Summary 
Nationally, there was a continuing downward trend in notifications of COVID-19. The daily average number of cases for this reporting period was nine, compared to an average of 14 cases per day in the previous fortnight. There were 123 cases of COVID-19 and two deaths this fortnight, bringing the cumulative case count to 27,743 and 904 deaths. New South Wales reported the highest proportion of cases this fortnight (56%; 69/123), the majority of which were overseas acquired (54). Locally-acquired cases accounted for 15% (18/123) of all cases reported this fortnight. Victoria has seen a continuing decline of cases: at the end of this reporting period, 10 days had passed since the last locally-acquired case was reported in this jurisdiction. Testing rates increased during the reporting period and remain high overall at 11.0 tests per week per 1,000 persons. There was variability in the testing rate by jurisdiction, with testing rates depending on the epidemic context. The overall positivity rate for the reporting period was 0.03%, with the Northern Territory reporting a positivity rate of 0.12% for this reporting period. In all other jurisdictions the positivity rate was ≤ 0.06%. 
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Introduction 
Coronavirus disease 19 (COVID-19), caused by the novel severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), was first identified in humans in Wuhan, China, in December 2019. The disease subsequently spread rapidly, leading to a global pandemic.1 The predominant modes of transmission for COVID-19 are through direct or close contact with an infected person via respiratory droplets, or indirectly via contact with contaminated fomites.2 The median incubation period of COVID-19 is 5–6 days, ranging from 1 to 14 days.3,4 The infectious period remains uncertain; however, it has recently been estimated to be from 48 hours before symptoms develop until two weeks after symptom onset.3,5 The predominant symptoms reported in COVID-19 cases are cough, sore throat, fatigue, runny nose and fever.6 The majority of cases recover from the disease without clinical intervention; however, approximately 20% of global cases result in more severe outcomes, such as shortness of breath and pneumonia, necessitating hospitalisation and the requirement of additional oxygen or ventilation.7,8 Severe or fatal outcomes are generally more common among elderly cases or those with comorbid conditions.8 A visual depiction of the severity spectrum of COVID-19, and of the data sources that we use in this report to measure aspects of severity, is provided in Figure 1. 
The epidemiology of COVID-19 in Australia has continued to evolve since cases were first detected in the country in late January 2020. This report provides an overview of the Australian COVID-19 epidemic, and compiles data from a variety of sources to describe cases and clusters, testing patterns, disease severity, public health response measures and the international situation. The report addresses indicators listed in the Australian National Disease Surveillance Plan for COVID-19,4 which describes a national approach for disease surveillance for COVID-19 and its causative agent, SARS-CoV-2. The sources of surveillance data used in this report relate to different parts of the severity spectrum of COVID-19 (Figure 1).
Figure 1: Severity spectrum of COVID-19 cases and data sources used to measure severity in Australia
[image: A diagram depicting the ‘severity pyramid’ of COVID-19 cases (community; GP attendance; general hospital admission; ICU admission; and mortality) and the range of data sources (FluTracking; Commonwealth GP respiratory clinics; FluCAN; SPRINT-SARI; and NNDSS) used to measure severity in Australia.]
Data sources 
Notifications to health departments 
The majority of data presented in this report were derived from the National Notifiable Diseases Surveillance System (NNDSS). COVID-19 is a notifiable disease under public health legislation in all states and territories and is listed on the National Notifiable Diseases List under the National Health Security Act (2007). Accordingly, all jurisdictions report confirmed and probable cases of COVID-19 through the NNDSS. The national case definition for surveillance is available in the COVID-19 Series of National Guidelines.9 Due to the dynamic nature of the NNDSS, numbers presented in this report may be subject to revision and may vary from numbers previously reported and from case notifications released by states and territories. Case numbers for the most recent dates of illness onset may be subject to revision, due to reporting delays. Data for the current report were extracted from the NNDSS on 10 November 2020 for notifications received up to 8 November 2020. Data for COVID-19 deaths notified in this reporting period were extracted from daily notifications from state and territory health departments to the National Incident Room (NIR), received up to 8 November 2020. 
Acute respiratory illness 
We report data from surveillance systems that monitor trends in the number of people reporting symptoms of mild respiratory illnesses in the community and in primary care settings. These systems gathered information from across Australia and include the online FluTracking syndromic surveillance system,10 the Commonwealth General Practice (GP) Respiratory Clinics, and the Australian Sentinel Practice Research Network (ASPREN) and Victorian Sentinel Practice Influenza Network (VicSPIN) GP sentinel surveillance systems. These systems capture data on any respiratory illness experienced by participants, including pathogens such as SARS-CoV-2. 


Hospitalisations 
To report on COVID-19 disease severity, we draw on hospitalisations and intensive care unit (ICU) admissions data provided from two sentinel surveillance systems: the Influenza Complications Alert Network (FluCAN)11 and the Short Period Incidence Study of Severe Acute Respiratory Infection Study (SPRINT-SARI).12 FluCAN is a real-time hospital sentinel surveillance system for acute respiratory disease requiring hospitalisation. Established to monitor for seasonal influenza, FluCAN has been modified to include surveillance for COVID-19. Participating sites collect detailed clinical and laboratory information from all hospitalised patients with a confirmed diagnosis of COVID-19. SPRINT-SARI is a sentinel system that collects detailed data on the characteristics and outcomes of and interventions for patients admitted to ICUs or High Dependency Units with COVID-19 at participating sites across Australia. Data on severity is presented in the report each month, rather than on a fortnightly basis. 
Viral genomics 
The Global Initiative on Sharing All Influenza Data (GISAID) is an international virus sequence database that provides open access to SARS-CoV-2 genomic data.13 Phylogenetic analyses are publicly available through the Nextstrain platform, which uses virus sequence data from GISAID to track the global evolution and spread of SARS-CoV-2.14 
Testing data 
Aggregated testing data are reported daily to the NIR by jurisdictions. Testing data by demographic breakdown are also reported on a weekly basis by jurisdictions. 
Denominators 
We use population data from the Australian Bureau of Statistics (ABS) Estimated Resident Population (as at 30 December 2019) to estimate rates of infection by jurisdiction, age group, sex and Indigenous status. 
International 
All data reported in the international section have been extracted from the World Health Organization (WHO) Dashboard on 8 November 2020 unless otherwise specified.15 


Figure 2: Weekly trends in respiratory illness amongst FluTracking survey participants (age-standardised) compared to the average of the previous five years, Australia, 1 March to 8 November 2020a
[image: A line graph comparing weekly fever and cough notifications, as an age-standardised percentage of FluTracking survey participants, since 1 March 2020 with the averaged notifications each week for the years 2015–2019. Fever and cough notifications for much of March this year were around 1.5% but from April through to 8 November have consistently remained below 0.5%. While in previous years, FluTracking notifications have only been reported from May onwards, it is evident from the trend of notifications for this year than they are well below the average for the previous five years, for which the reporting rate is typically between 1.5% and 2.5% across the weeks from the start of May into early October, peaking in August. This year’s runny nose and sore throat notifications (for which there are no FluTracking data from earlier years) show a similar weekly trend to the fever and cough notifications for this year.]
a	In previous years, FluTracking was activated during the main Influenza season from May to October. A historical average beyond the week ending 11 October is therefore not available. In 2020, FluTracking commenced 10 weeks early to capture data for COVID-19. Data on runny nose and sore throat were only collected systematically after 29 March 2020, therefore a historical average for this symptom profile is unavailable.
Activity 
Acute respiratory illness 
(FluTracking / Commonwealth Respiratory Clinics) 
Based on self-reported FluTracking data, fever and cough in the community is three times lower than the historical average ending at 11 October each year (Figure 2). Runny nose and sore throat symptoms in the community increased across this reporting period, however the prevalence in the community remains at less than 1%. 
In this reporting period, acute respiratory illness was highest in those aged 0–9 and 30–39 years old, based on both self-reported FluTracking data and presentations to Commonwealth Respiratory Clinics. Females reported respiratory illness more frequently than males. Rates of fever and cough by jurisdiction were generally similar to the rates reported in the previous fortnight, ranging from 2.3/1,000 FluTracking participants in Victoria to 4.9/1,000 participants in Western Australia. 
FluTracking data indicate that 50% of those in the community with ‘fever and cough’ and 22% of those with ‘runny nose and sore throat’ were tested for SARS-CoV-2. Testing rates varied by jurisdiction, being lowest in Western Australia and highest in Victoria, New South Wales and Tasmania. It is important to acknowledge that there may be legitimate reasons why people did not get tested, including barriers to accessing testing. Symptoms reported to Flutracking are not specific to COVID-19 and may also be due to chronic diseases. 
During this reporting period, there were 34,835 assessments at Commonwealth Respiratory Clinics with > 95% tested for SARS-CoV-2. There were no positive SARS-CoV-2 test results in these Clinics for this reporting period. 
In patients experiencing influenza-like illness in this reporting period and tested through the ASPREN and VicSPIN GP sentinel surveillance systems, the most frequent respiratory viruses detected were rhinoviruses. 
The rate of self-reported fever and cough among Aboriginal and Torres Strait Islander peoples over this reporting period was similar to that observed in all other participants based on FluTracking data. 
Rates of respiratory illness in health care worker populations were similar to those observed in the wider community, based on FluTracking data. 
Based on all presentations to Commonwealth Respiratory Clinics to date, the principal symptoms reported in COVID-19 cases were cough, sore throat, tiredness, runny nose, and fever.
Figure 3: COVID-19 notified cases by source of acquisition and diagnosis date, Australia, week ending 08 November 2020 (Source: NNDSS)
[image: A bar chart of new case notifications in Australia, by week of illness diagnosis and source of acquisition. There is an evident peak in notifications in the week ending 22 March 2020, with a majority of cases during this time overseas acquired. In contrast, almost all cases from 1 June to 11 October (and peaking in the weeks ending 26 July and 2 August) have been reported as locally acquired, with overseas-acquired cases once again dominant only in the latest fortnightly reporting period.]
Transmission trends of confirmed COVID-19 
(NNDSS and jurisdictional reporting to NIR) 
As at 8 November 2020, there were 27,743 COVID-19 cases including 904 deaths reported nationally, with two distinct peaks in March and July (Figure 3). In this reporting period, there were 123 cases. Two deaths were notified by jurisdictional health departments to the NIR in this reporting period. On average, nine cases were notified each day over this reporting period, a decrease from the average of fourteen cases reported per day over the previous reporting period. The largest number of cases diagnosed this fortnight was from New South Wales (56%; 69/123), followed by South Australia (18%; 22/123) and Western Australia (10%; 12/123). Small numbers of cases were reported in Queensland (9), Northern Territory (7), and Victoria (4). No new cases were reported in Tasmania and the Australian Capital Territory. 
Source of acquisition 
(NNDSS) 
In this reporting period, the majority of cases were reported as overseas acquired (80%; 99/123). Locally-acquired cases accounted for 15% (18/123) of cases, and the contact was not identified for 11% (2/18) of these cases, which is lower than the previous reporting period (32%; 65/201). In total, 5% (6/123) of cases reported this fortnight were under investigation at the time of reporting (Table 1).
Table 1: COVID-19 notifications by jurisdiction and source of acquisition, Australia, 26 October – 8 November 2020
	Source
	NSW
	Vic.
	Qld
	WA
	SA
	Tas.
	NT
	ACT
	Australia

	Overseas
	54
	0
	9
	11
	18
	0
	7
	0
	99

	Local — source known
	13
	3
	0
	0
	0
	0
	0
	0
	16

	Local — source unknown
	1
	1
	0
	0
	0
	0
	0
	0
	2

	Under investigation
	1
	0
	0
	1
	4
	0
	0
	0
	6

	Total
	69
	4
	9
	12
	22
	0
	7
	0
	123



In this reporting period, the largest number of overseas-acquired cases was reported in New South Wales (55%; 54/99), followed by South Australia (18%; 18/99). The higher number of overseas-acquired cases reported in New South Wales and South Australia reflects the number of returned travellers managed there. New South Wales had the highest proportion of locally-acquired cases with a known source of infection (81%; 13/16). Locally-acquired cases with unknown source were from New South Wales (1) and Victoria (1). 
Cumulatively, the infection rate to date for all locally-acquired cases was highest in Victoria with 293.6 infections per 100,000 population (Table 2). The rate of infection in Tasmania was 28.4 infections per 100,000 population, largely as a result of an outbreak in North West Tasmanian hospitals in April 2020, which represented half of all the state’s cases.


Table 2: Locally-acquired COVID-19 case numbers and rates per 100,000 population by jurisdiction and reporting period, Australia, 8 November 2020
	Jurisdiction
	Reporting period
	Reporting period
	Cumulative cases

	
	12 Oct—25 Oct
	26 Oct—8 Nov
	

	
	Number of cases
	Number of cases
	Number of cases
	Rates per 100,000 population

	NSW
	26
	15
	1,979
	24.5

	Vic
	39
	4
	19,360
	293.6

	Qld
	0
	0
	303
	5.9

	WA
	0
	1
	103
	3.9

	SA
	0
	4
	155
	8.8

	Tas
	0
	0
	152
	28.4

	NT
	0
	0
	6
	2.4

	ACT
	0
	0
	26
	6.1

	Australia
	65
	24
	22,084
	87.1



Nationally, in the last two days of this reporting period, there were no locally-acquired cases reported. The Australian Capital Territory has the longest period of time (225 days) since a case of unknown source. New South Wales reported the most recent case of a locally-acquired case of unknown source on 5 November 2020. At the time of reporting, there had been 10 days since the last locally-acquired case reported in Victoria (Table 3). 
Demographic features 
(NNDSS) 
In this reporting period, the largest number of cases occurred in those aged 30–39 years (34 cases). For all notifications to date, the highest rate of infection was in those aged ≥ 90 years old with a rate of 386.8 per 100,000 population (Appendix A, Table A.1). Children aged 0–9 years old had the lowest rate of infection (44.6 cases per 100,000 population), despite comparable testing rates to other age groups. 
Cumulatively, the male-to-female rate ratio of cases was approximately 1:1 in most age groups. Notification rates were highest among females in the 20–29 years age group and those aged ≥ 80 years old, and highest among males in the 70–79 years age group (Figure 4). The largest difference in cumulative rates was in the ≥ 90 years age group, where the cumulative rate among males was 333.7 cases per 100,000 population and among females 413.3 cases per 100,000 population (Appendix A, Table A.1). 
Since the beginning of the epidemic in Australia, the median age of all cases was 37 years old (interquartile range, IQR: 25–56) which has not changed since the beginning of August. Prior to 1 June 2020, COVID-19 cases were slightly older with a median age of 46 years old (IQR: 29–62), 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 was 34 years old (IQR: 23–53) reflecting transmission in the community and across a range of settings, especially in Victoria. The median age of cases in this reporting fortnight was 33 years old (IQR: 21–45). 


Aboriginal and Torres Strait Islander persons 
(NNDSS) 
There have been 147 confirmed cases of COVID-19 notified in Aboriginal and Torres Strait Islander persons since the beginning of the epidemic. This represents approximately 0.5% of all confirmed cases. There were no cases among Aboriginal and Torres Strait Islander persons in the past eight weeks. Table 4 compares the remoteness of cases in Aboriginal and Torres Strait Islander persons with those in the Non-Indigenous population. No new overseas-acquired cases have been reported among Aboriginal and Torres Strait Islander persons since the end of August. 
The median age of COVID-19 cases in Aboriginal and Torres Strait Islander persons was 31 years old (IQR: 21–49), which was younger than for Non-Indigenous cases where the median age was 37 years old (IQR: 25–57). 
The notification rate across all age groups was higher in Non-Indigenous persons than in Aboriginal and Torres Strait Islander persons (Figure 5). The age-standardised Aboriginal and Torres Strait Islander:Non-Indigenous notification rate ratio was 0.2, indicating that the Aboriginal and Torres Strait Islander population had a lower COVID-19 case rate than the Non-Indigenous population after accounting for differences in age structure. Amongst Aboriginal and Torres Strait Islander cases, the highest notification rate was in those aged 70–79 years (36.0 cases per 100,000 population), followed by the 60–69 years age group (34.4 cases per 100,000 population). Similar to Non-Indigenous cases, children aged 0–9 years had the lowest notification rate among Aboriginal and Torres Strait Islander cases (6.9 cases per 100,000 population).
Table 3: Days since last locally-acquired COVID-19 case (source known and source unknown), by jurisdiction, reported by notification received date, 8 November 2020
	Jurisdiction
	Locally acquired — source unknown
	Locally acquired — source known

	
	Date of last case
	Days since last case
	Date of last case
	Days since last case

	NSW
	5/11/2020
	3
	6/11/2020
	2

	Vic.
	29/10/2020
	10
	29/10/2020
	10

	Qld
	26/08/2020
	74
	15/09/2020
	54

	WA
	12/04/2020
	210
	2/06/2020
	159

	SA
	15/04/2020
	207
	22/08/2020
	78

	Tas.
	11/08/2020
	89
	1/09/2020
	68

	NTa
	N/A
	N/A
	4/04/2020
	218

	ACT
	28/03/2020
	225
	9/07/2020
	122


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


Figure 4: Cumulative COVID-19 cases, by age group and sex, Australia, 23 January 2020 to 8 November 2020
[image: A bar chart showing the cumulative rates per 100,000 population of confirmed COVID-19 cases as at 8 November by 10-year age group and sex. Cumulatively, since the outbreak’s onset, the highest notification rates have been in the 90 and over age group, followed by the 20 to 29 and 80 to 89 age groups. In all three of these age groups, females have a higher rate than males. In the 70 to 79 years age group, males have a higher rate than females. Across other age groups, cumulative notification rates show little dependence on sex.]


Table 4: COVID-19 notifications by Aboriginal and Torres Strait Islander status by jurisdiction, source of acquisition and remoteness classification, Australia, 8 November 2020
	
	Locally-acquired
	Interstate acquired
	Overseas acquired
	Unknowna
	Total

	
	Major Cities of Australia
	Inner Regional Australia
	Outer Regional Australia
	Remote / Very Remote Australia
	
	
	
	

	Aboriginal and
Torres Strait Islanderb
	89
	15
	6
	1
	4
	31
	1
	147

	Non-Indigenous
	20,417
	916
	224
	21
	149
	5,628
	241
	27,596


a	Includes 28 Non-Indigenous cases classified as overseas residents who were diagnosed in Australia; and 213 Non-Indigenous cases and 1 Aboriginal and Torres Strait Islander case with an unknown remoteness classification.
b	Excludes 1 probable Aboriginal and Torres Strait Islander case.
COVID-19 deaths 
(NNDSS) 
To date, 904 COVID-19 deaths have been recorded in the NNDSS (as per the SoNG definition),9 reflecting an overall crude case fatality rate (CFR) of 3.3%. Deaths were recorded for those aged between 27 and 106 years old, with a median age of 86 years (IQR: 80–91); and the distribution between males and females was roughly equal (1:1.07). Of those recorded in the NNDSS as having died, valid ‘date died’ information was available for 93% (842/904) of cases. The time to death was calculated as the difference between date died and the diagnosis date. For almost four-fifths of those who died from COVID-19, time to death was 19 days or less, with 40% of deaths occurring 10–19 days after diagnosis (40%; 339/842) and a similar proportion of deaths within 9 days from diagnosis (39%; 325/842). 
When analysing the differences between the two peaks in the epidemic curve, the periods were defined relative to 1 June 2020. In the first time period (‘peak 1’), prior to 1 June, the mean time to death for males was 14.2 days, which decreased slightly to 13.8 in the second period (‘peak 2’) (Figure 6). For females, the mean time to death in the second period increased slightly to 13.8 days from 12.7 days the first period.
Amongst those who died, the age at diagnosis has shown changes between time periods, and slight differences between sexes (Figure 7). In the first time period, females who died were older and had a mean age of 81.2 years, while males were 78.1 years. In the second period, females were older with a mean age of 87.5 years compared to males at 83.1 years. 
In the first time period, 36% (37/104) of deaths were in those who acquired their infection overseas. In contrast, no deaths were reported amongst overseas-acquired cases in the second time period. This trend is consistent with the broader epidemic trends observed during each peak.
Clusters and outbreaks 
(State and territory reporting) 
For the fortnight ending 8 November 2020, there was a total of six outbreaks associated with 45 cases. Of these, three were in Victoria (50%; 3/6) and three in New South Wales (50%; 3/6). Outbreaks were reported in the following settings: residential aged care facility (1), health care clinic (1), childcare (1), indoor recreational centre (1), primary-secondary school (1), and a community cluster (1). 
Nationally, since the beginning of the epidemic, there have been 825 outbreaks associated with 13,187 cases, 2,007 hospitalisations, and 799 deaths. Consistent with the national epidemic case trend, the first peak in outbreaks occurred in mid-March (Figure 8). This was followed by a rapid increase in outbreaks beginning in early July, corresponding with community transmission in Victoria. 
The median number of cases in each outbreak was 6 (range 2–331). The largest number of outbreaks (39%, 321/824) had 6 to 24 cases, and a third of outbreaks (32%, 264/824) had only 3 to 5 cases (Figure 9). The largest single jurisdictional outbreak occurred in a residential aged care facility and was associated with 260 cases. 
Residents of aged care facilities are at increased risk of COVID-19 infection due to the communal living environment and are more vulnerable to serious complications if they become infected. As at 8 November 2020, there have been 4,293 cases of COVID-19 associated with 218 residential aged care facilities, with 3,608 who recovered and 685 who died. Of these, 2,049 cases occurred in aged care residents, with the remaining 2,244 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.18,19 
Figure 5: National COVID-19 notification rate per 100,000 population by age group, Aboriginal and Torres Strait Islander persons and Non-Indigenous persons, Australia, 23 January 2020 to 8 November 2020
[image: A bar chart showing the notification rate of confirmed COVID-19 cases by 10-year age group and Aboriginal and Torres Strait Islander status. Notification rates per 100,000 population are consistently higher among Non-Indigenous persons than among Aboriginal and Torres Strait Islander persons, regardless of age group. Among Aboriginal and Torres Strait Islander persons, rates are highest among those in the 70 to 79 age group, followed by the 60 to 69 age group; among Non-Indigenous persons, rates are highest in the 90 and over age group, followed by the 20 to 29 age group.]


Figure 6. Days from diagnosis to death of COVID-19 cases, by sex and epidemic peak
[image: A box plot showing the range, mean, and upper and lower quartile values for days elapsed, among non-survivors, between diagnosis and death during the Peak 1 (cases notified prior to 1 June 2020) and Peak 2 (cases notified on or after 1 June 2020) periods. For both Peak 1 and Peak 2, mean time to death was greater for females than for males; and for both males and females, mean time to death increased slightly from Peak 1 to Peak 2.]
Figure 7. Age at diagnosis of COVID-19 deaths, by sex and epidemic peak
[image: A box plot showing the range, mean, and upper and lower quartile values for age at diagnosis among non-survivors, during the Peak 1 (cases notified prior to 1 June 2020) and Peak 2 (cases notified on or after 1 June 2020) periods. For both Peak 1 and Peak 2, mean age at diagnosis was greater for female than for male non-survivors; and for both male and female non-survivors, mean age at diagnosis increased slightly from Peak 1 to Peak 2.]
Figure 8: Number of outbreaks throughout the course of the pandemic, Australia, 8 November 2020
[image: A bar chart showing the number of open COVID-19 outbreaks by specimen collection date. The trend followed is broadly similar to that seen in cases reported each week, with two distinct peaks in March and July 2020. In the weeks ending 16 and 23 March 2020, approximately 40 open outbreaks were reported in each week, and in the week of 13 July 2020 approximately 110 open outbreaks were reported.]
Figure 9: Number of outbreaks by size, Australia, 8 November 2020
[image: A bar chart showing the cumulative numbers of outbreaks reported in Australia as a function of outbreak size, for the outbreak size ranges of 2 cases, 3 to 5 cases, 6 to 24 cases, 25 to 49 cases, 50 to 74 cases, 75 to 99 cases, and 100 cases or larger. The most frequent outbreak sizes seen are 6 to 24 cases, then 3 to 5 cases, which together comprise more than two-thirds of outbreaks seen in Australia.]
Table 5. State and territory changes to COVID-19 restrictions, Australia, 26 October to 8 November 2020
	Jurisdiction
	Summary of changes to COVID-19 restrictions

	New South Wales
	No further easing of restrictions during this reporting period.23

	Victoria
	From 8 November the same restrictions apply to regional Victoria and metropolitan Melbourne:24
· Travel permitted between regional Victoria and metropolitan Melbourne
· Holidays including camping permitted
· Up to two visitors permitted in private residences each day
· Outdoor gatherings of up to 10 permitted
· Cafes, pubs and restaurants permitted up to 70 outdoors or 40 indoors
· Indoor exercise and gyms up to 10 permitted (20 for non-contact sport for under-18s
· Indoor pools up to 20 permitted
· Outdoor religious gatherings of up to 50 permitted
· Indoor religious gatherings of up to 10 permitted
· Funerals permitted up to 50 outdoors or up to 20 indoors
· Community venues up to 20 permitted (10 per space)
· Real estate and auctions up to 10 permitted
· Indoor entertainment venues (e.g. cinemas) up to 20 permitted

	Queensland
	From 3 November, visitors and returned travellers from New South Wales (except those from jurisdictionally declared hotspots) may enter Queensland.25

	Western Australia
	No further easing of restrictions during this reporting period.26

	South Australia
	From 4 November, border restrictions for cross-border communities (within 70km) eased.27

	Tasmania
	From 6 November, border restrictions for travellers from New South Wales eased.28

	Australian Capital Territory
	No further easing of restrictions during this reporting period.29

	Northern Territory
	No further easing of restrictions during this reporting period.30


Virology 
(GISAID) 
At the time of this report, there were 13,985 SARS-CoV-2 genome sequences available from Australian cases on the global sequence repository, GISAID.13 These sequences were dispersed throughout the global lineages, reflecting multiple concurrent introductions into Australia.1,20,21 Recent Australian SARS-CoV-2 sequences from the last month include 39 collected from Western Australia, 15 from South Australia and 8 from New South Wales. In the past month there has been 11 different sequences, reflecting the recent shift from locally-acquired to overseas acquired cases in Australia. 
Public health response measures 
Since COVID-19 first emerged internationally, Australia has implemented public health measures informed by the disease’s epidemiology (Figure 10). On 8 May, the Australian Government announced a three-step framework for easing COVID-19 restrictions. Building on this framework, on 23 October, National Cabinet announced in-principle agreement to a ‘National Framework for Reopening’ to a COVID Normal Australia by Christmas 2020, wherever it is safe to do so.22 States and territories have decision making authority in relation to public health measures and have eased restrictions at their own pace, depending on the local public health and epidemiological situation (Table 5).22 
Testing 
(State and territory reporting) 
As at 8 November 2020, a cumulative total of 9,097,814 tests were conducted in Australia. The cumulative nationwide proportion of positive tests remained low at 0.3% (Table 6). With the exception of Victoria, the cumulative testing positivity in individual jurisdictions was < 0.2%. 
During this reporting period, 561,972 tests were conducted nationally, with a positivity rate of 0.03%. This represented a 6% increase in fortnightly testing numbers compared to the last reporting period. Testing rates increased to 11.0 tests per 1,000 population per week during this reporting period, a rate nonetheless lower than the peak of 19.4 tests per 1,000 population per week in early August. Jurisdictional testing rates are driven by both current case numbers and numbers of people experiencing symptoms.
All states except the Northern Territory reported a positivity rate of < 0.05% in this reporting period. The Northern Territory reported a positivity rate of 0.12%, which is an increase from the previous reporting period (0.00%), reflecting an increased number of overseas-acquired cases associated with repatriation flights. Victoria reported a positivity rate of < 0.01%, which is a decrease from the previous reporting period (0.03%). The low national positivity rate, along with high rates of testing, indicates a low prevalence of COVID-19 nationally. 
For the fortnight ending 6 November 2020, testing rates declined for those aged 60 years old and above and rose among children aged 0–19 years old (Figure 11). Testing rates among children aged 0–19 years have doubled since early October. Testing rates were lowest in those aged 60 years old and above. 
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Figure 10: COVID-19 notifications in Australia by week of diagnosis and jurisdiction to 8 November 2020, with timing of key public health measures
[image: A bar chart showing COVID-19 notifications by week of diagnosis and jurisdiction, for cases reported to NNDSS. Notifications for the cases shown have diagnosis weeks ending from 19 January 2020 to 8 November2020. The chart also highlights the timing of key public health measures such as quarantine and self-isolation advice and restrictions on gatherings and travel.]

Table 6: Diagnostic tests performed, by jurisdiction, Australia, 8 November 2020 
	Jurisdiction
	Tests performed 12 October – 25 October
	Tests performed 26 October – 8 November
	Cumulative tests performed to 25 October

	
	n
	Positivity (%)
	Per 100,000 populationa
	n
	Positivity (%)
	Per 100,000 populationa
	n
	Positivity (%)
	Per 100,000 populationa

	NSW
	175,229
	0.06
	2,167.21
	180,561
	0.04
	2,233.15
	3,167,317
	0.14
	39,172.94

	Vic
	211,791
	0.03
	3,211.93
	246,825
	<0.01
	3,743.24
	3,299,302
	0.62
	50,035.79

	Qld
	56,548
	0.01
	1,110.41
	51,446
	0.02
	1,010.23
	1,265,567
	0.09
	24,851.46

	WA
	30,821
	0.21
	1,175.55
	28,308
	0.06
	1,079.70
	501,428
	0.15
	19,125.07

	SA
	36,673
	0.04
	2,092.82
	38,468
	0.06
	2,195.25
	572,618
	0.09
	32,677.60

	Tas
	5,872
	0
	1,098.39
	5,675
	0
	1,061.54
	120,292
	0.19
	22,501.35

	NT
	4,970
	0
	2,019.48
	4,933
	0.12
	2,004.45
	61,249
	0.06
	24,887.55

	ACT
	5,827
	0.02
	1,367.36
	5,756
	0
	1,350.70
	110,041
	0.1
	25,822.19

	Australia
	527,731
	0.05
	2,081.16
	561,972
	0.03
	2,216.19
	9,097,814
	0.3
	35,878.12



Figure 11: SARS-CoV-2 polymerase chain reaction (PCR) testing rates per 1,000 population per week by age group, Australia, 1 May to 6 November 2020a,b
[image: A line graph showing the reported SARS-CoV-2 PCR testing rate per 1,000 population each week by age group. Weekly testing rates for all age groups have risen overall from 1 May to 6 November, though rates of testing have dropped through September and October in all age groups compared to the peak of testing in July or August. The highest rate of testing throughout July to mid-August has been in the 20–59 year age group (with 15 to 25 tests each week per 1,000 population). Testing rates are currently highest in the 20–59 age group, at around 11 tests each week per 1,000 population, and are currently lowest in those aged 60+ years (approximately 9 tests per 1,000 population per week). Testing rates in those aged 0–19 years have continued to rise since early October.]
a	Data provided by jurisdictions to the National Incident Room (NIR) weekly.
b	The jurisdictions reporting each week (i.e. the denominator population) may vary.


Table 7: Transmission patterns for countries in Australia’s near region, 08 November 2020
	Category
	Country

	No cases
Countries/territories/areas with no cases
	Cook Islands, Kiribati, Marshall Islands, Federated States of Micronesia, Nauru, Niue, Palau, Samoa, Tokelau, Tonga, Tuvalu, and Vanuatu.

	Sporadic cases
Countries/territories/areas with one or more cases, imported or locally detected
	Bhutan, Cambodia, Fiji, French Polynesia, Wallis and Futuna, Lao PDR, New Caledonia, Solomon Islands, Timor-Leste.

	Clusters of cases
Countries/territories/areas experiencing cases, clustered in time, geographic location and/or by common exposures
	China, Guam, Japan, Malaysia, Maldives, Myanmar, Nepal, New Zealand, Republic of Korea, Singapore, Sri Lanka, Thailand, Vietnam

	Community transmission
Countries /territories/areas experiencing larger outbreaks of local transmission defined through an assessment of factors including, but not limited to:
· large numbers of cases not linkable to transmission chains
· large numbers of cases from sentinel lab surveillance or increasing positive tests through sentinel samples (routine systematic testing of respiratory samples from established laboratories)
· multiple unrelated clusters in several areas of the country/territory/area.
	Bangladesh, Indonesia, Papua New Guinea, Philippines


Countries and territories in Australia’s near region 
According to WHO, as of 8 November 2020, 46 countries and territories in Australia’s near region (WHO’s South East Asia and Western Pacific regions, respectively SEARO and WPRO) reported 829,421 newly-confirmed cases and 10,564 deaths in this reporting period, bringing the cumulative cases in the two regions to 10.4 million and 165,268 cumulative deaths.31 New cases were largely concentrated in: 
· India (642,943 new cases, 8,507,754 cumulative cases, 7,587 new deaths, 126,121 cumulative deaths) and 
· Indonesia (47,856 new cases, 433,836 cumulative cases, 1,335 new deaths, 14,540 cumulative deaths). 
The countries showing the next highest numbers of cases are: 
· Nepal (35,403 new cases, 191,636 cumulative cases, 245 new deaths, 1,087 cumulative deaths) 
· Philippines (26,142 new cases, 393,961 cumulative cases, 551 new deaths, 7,485 cumulative deaths). 
Countries which have experienced increases in case numbers of over 50% in the past fortnight include Sri Lanka, French Polynesia, Malaysia, Myanmar, Nepal, and Guam, where community transmission continues to remain a challenge. 
Other countries such as Fiji, the Solomon Islands, Singapore, Marshall Islands, Japan and New Zealand are detecting cases mainly among returnees while in quarantine thus preventing further transmission into the community.32,33 (Table 7). 
Vanuatu, Tuvalu, Tonga, Samoa, Palau, Marshall Islands, Kiribati, and the Federated States of Micronesia continue to report no cases since the start of the pandemic. 
Globally, over 6.9 million new cases and 97,570 deaths of COVID-19 have been reported across the six WHO regions in the past reporting fortnight. This is the highest number of reported cases so far in a fortnightly reporting period. To date, over 49.5 million COVID-19 cases and 1.24 million deaths have been reported globally. The European Region is now reporting the highest number of cases and deaths, with over 3.7 million new cases reported in the past reporting fortnight—a 40.3% increase in cumulative cases compared to the previous reporting fortnight—representing 54.2% of all new cases reported worldwide. The European region has reported 43,043 deaths, representing a 16% increase from the previous reporting fortnight and almost half the global deaths in the past fortnight (44.1%). The Region of the Americas reported 1.9 million new cases, an almost 10% increase on the last reporting period, and 34,426 deaths (a 5.2% increase in fortnightly deaths). Increase in the number of fortnightly cases by about 13% was also observed in the Eastern Mediterranean Region. 
While the United States of America remains the country reporting the highest fortnightly case numbers to date, the order of countries reporting the highest number of confirmed cases in the past fortnight have changed, reflecting the increased case numbers concentrated in Europe: the United States of America, France, India, Italy, and the United Kingdom. 
An international summary by WHO Region can be found in the WHO Epidemiology Update dated 10 November 2020.34,35 
Interpretation 
Since the first cases of COVID-19 were identified in Australia, all states and territories have reported cases of COVID-19, with some jurisdictions experiencing higher numbers and more substantial community-associated transmission. These differences arise from factors including differences in demographic features between jurisdictions, population size, and patterns of overseas arrivals. Australia continues to experience low levels of community transmission of COVID-19 in some jurisdictions, despite testing rates remaining stable. 
People aged ≥ 90 years old have the highest cumulative rate. This trend potentially reflects the large number of outbreaks that occurred in aged care settings, which has declined in recent weeks. Other demographic trends remained consistent, with children aged 0–9 years old having the lowest rate of infection, and cases in Aboriginal and Torres Strait Islander persons accounting for fewer than 1% of all confirmed cases and a considerably lower rate of notification than non-Indigenous persons. 
Nationally, there has been an overall downward trend in cases following a secondary peak in late July 2020. The majority of locally-acquired cases in the last fortnight occurred in New South Wales, most of which were associated with controlled localised outbreaks or clusters. Victoria has continued to report declines in case numbers due to interventions and intensive investigations of all cases and outbreaks. At the end of this reporting period, it had been 10 days since the last locally-acquired case was reported in Victoria, representing the impact of successful control measures. The local and national epidemiology of COVID-19 continues to inform the public health response, with a number of jurisdictions further easing restrictions this fortnight as COVID-19 case numbers declined or were sustained at low levels. 
Overseas-acquired cases in quarantine remain the greater proportion of new COVID-19 cases reported in Australia. As a result, Australia has seen an increase in the number of unique SARS-CoV-2 genome sequences this month. This trend is consistent with countries which are at a similar stage of managing the pandemic, such as New Zealand. Ongoing surveillance of the international situation will be vital as Australia continues to manage overseas arrivals. 
As Australian states and territories are at different stages in managing the epidemic of COVID-19, there is significant variation in the public health measures implemented. It is important to note that changes in notifications over time are strongly influenced by a range of factors other than disease incidence. These factors include changes in testing policies; screening programs, including the preferential testing of high-risk populations; and periodic awareness campaigns. 
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—SARS-CoV-2—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. 
“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. 26 October – 8 November 2020. 
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Appendix A: Supplementary figures and tables 
Table A.1: COVID-19 case notifications and rates per 100,000 population, by age group and sex, 8 November 2020, Australia
	Age Group
	This reporting period
	Cumulative

	
	Cases
	Rate per 100,000 population
	Cases
	Rate per 100,000 population

	
	Male
	Female
	People
	Male
	Female
	People
	Male
	Female
	People
	Male
	Female
	People

	0 to 9
	7
	12
	19
	0.4
	0.8
	0.6
	736
	659
	1,395
	45.0
	42.5
	43.8

	10 to 19
	8
	6
	14
	0.5
	0.4
	0.5
	1,198
	1,153
	2,351
	76.3
	77.6
	76.9

	20 to 29
	21
	13
	34
	1.1
	0.7
	0.9
	2,983
	3,254
	6,261
	160.5
	180.7
	171.1

	30 to 39
	19
	14
	33
	1.0
	0.8
	0.9
	2,407
	2,359
	4,781
	132.3
	127.1
	130.1

	40 to 49
	25
	8
	33
	1.5
	0.5
	1.0
	1,766
	1,734
	3,528
	109.1
	104.7
	107.7

	50 to 59
	18
	4
	22
	1.2
	0.3
	0.7
	1,579
	1,682
	3,269
	104.7
	106.9
	106.1

	60 to 69
	8
	5
	13
	0.6
	0.4
	0.5
	1,158
	1,194
	2,354
	91.1
	88.9
	90.0

	70 to 79
	5
	3
	8
	0.6
	0.3
	0.4
	847
	749
	1,596
	97.4
	81.2
	89.1

	80 to 89
	0
	0
	0
	0.0
	0.0
	0.0
	490
	775
	1,265
	137.1
	168.0
	154.5

	90 and over
	0
	0
	0
	0.0
	0.0
	0.0
	229
	552
	782
	333.7
	413.3
	386.8



Appendix B: 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/novel-coronavirus-2019-ncov-health-alert/coronavirus-covid-19-current-situation-and-case-numbers 
· 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 
· State and territory public health websites. 
Q: Can I request access to data at postcode 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-novel-coronavirus.htm).
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