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COVID-19 Australia: Epidemiology Report 27
Fortnightly reporting period ending 11 October 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 14 compared to an average of 23 cases per day in the 
previous fortnight. There were 192 cases of COVID-19 and 23 deaths this fortnight, bringing the 
cumulative case count to 27,344 and 898 deaths. While the majority of cases in this reporting period 
were from Victoria (60%; 116/192), there continues to be a decrease in cases in this state resulting 
from public health interventions. During this fortnight, 66% (127/192) of all cases were reported 
as locally acquired, with the majority reported from Victoria (108/127). The highest proportion of 
overseas-acquired cases was reported in New South Wales (75%; 38/51), followed by Western Australia 
(22%; 11/51). Although testing rates declined, they remain high overall at 9.2 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 0.05%, with Victoria report-
ing a positivity rate of 0.08% for this reporting period. In all other jurisdictions the positivity rate 
was ≤ 0.06%.

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

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. 
Subsequently, the disease 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 con-
tact with contaminated fomites.2 The median 
incubation period of COVID-19 is 5–6 days, 
ranging from 1–14 days.3,4 The infectious period 
remains uncertain; however, it has recently been 
estimated to be from 48 hours before symp-
toms develop until two weeks from symptom 
onset3,5 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 inter-

vention; however, approximately 20% of cases 
result in more severe outcomes, such as shortness 
of breath and pneumonia, necessitating hos-
pitalisation 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

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 situ-
ation. 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.

Fortnightly epidemiological report
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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 legisla-
tion in all states and territories and is listed on 
the National Notifiable Diseases List under the 
National Health Security Act (2007). Accordingly, 
all jurisdictions reported confirmed and prob-
able 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 13 October 2020 for notifications 
received up to 11 October 2020. Data for COVID-
19 deaths were extracted from daily notifications 
from state and territory health departments to 
the National Incident Room received up to 11 
October 2020.

Acute respiratory illness

We report data from surveillance systems that 
monitor trends in the number of people report-
ing 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 syn-
dromic 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 surveil-
lance systems. These systems capture data on any 
respiratory illness experienced by participants, 
including pathogens such as SARS-CoV-2.

Hospitalisations

To present data on severity of COVID-19, we 
included data on hospitalisations and intensive 
care unit (ICU) admissions provided from 
two sentinel surveillance systems: 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 was modified to 
include surveillance for COVID-19. Participating 
sites collected 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 par-
ticipating 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 were reported daily to 
the National Incident Room by jurisdictions. 
Testing data by demographic breakdown were 
also reported on a weekly basis by jurisdictions.

Denominators

We used 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.
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Figure 1. Weekly trends in respiratory illness amongst FluTracking survey participants (age-
standardised) compared to the average of the previous five years, Australia, 1 March to 11 
October 2020a
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a In previous years, FluTracking was activated during the main Influenza season from May to October. 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.

International

All data reported in the international section were 
extracted from the World Health Organization 
(WHO) Dashboard on 12 October 2020 unless 
otherwise specified.15

Activity

Acute respiratory illness
(FluTracking and Commonwealth Respiratory 
Clinics)

Based on self-reported FluTracking data, fever 
and cough in the community continues to be 
low nationally, four-fold lower than the his-
torical average for this time of year (Figure 1). 
Runny nose and sore throat symptoms in the 
community remained stable across this report-
ing period.

Acute respiratory illness was highest in those 
0–9 and 30–39 years of age, 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 jurisdic-
tion were generally similar to the rates reported 
in the previous fortnight, ranging from 1.0/1,000 
FluTracking participants in Victoria to 4.9/1,000 
participants in Western Australia.

FluTracking data indicate that 48% of those in 
the community with ‘fever and cough’ and 24% 
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 the Northern Territory and highest in New 
South Wales and Victoria. It is important to 
acknowledge that there may be legitimate rea-
sons why people did not get tested, including 
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Figure 2. COVID-19 notified cases by source of acquisition and diagnosis date, Australia, week 
ending 11 October 2020 (Source: NNDSS)
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barriers to accessing testing. Symptoms reported 
to Flutracking were not specific to COVID-19 
and may also be due to chronic diseases.

During the fortnight, there were 30,352 assess-
ments at Commonwealth Respiratory Clinics with 
> 95% tested for SARS-CoV-2. The positivity of 
SARS-CoV-2 tests in these Clinics was 0.02% for 
this reporting period, which is consistent with 
previous reporting periods.

In patients experiencing influenza-like illness in 
the last fortnight 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 
the reporting fortnight was 2.5 times that observed 
in all other participants based on FluTracking 
data, which is consistent with trends observed in 
previous weeks.

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 symp-
toms reported in COVID-19 cases were cough, 
sore throat, tiredness, runny nose, and fever.

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

As at 11 October 2020, there were 27,344 COVID-
19 cases including 898 deaths reported nation-
ally, with two distinct peaks in March and July 
(Figure 2). In the current reporting period, there 
were 192 cases and 23 deaths reported. On aver-
age, 14 cases were notified each day over this 
reporting period, a decrease from the average 
of 23 cases reported per day over the previous 
reporting period. The majority of cases diagnosed 
this fortnight were from Victoria (60%; 116/192), 
followed by New South Wales (30%; 58/192).
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Table 1. COVID-19 notifications by jurisdiction and source of acquisition, Australia, 
28 September–11 October 2020

Source NSW Vic Qld WA SA Tas NT ACT Australia

Overseas 38 0 2 11 0 0 0 0 51

Local — source known 13 98 0 0 0 0 0 0 111

Local — source unknown 6 10 0 0 0 0 0 0 16

Under investigation 1 8 1 0 4 0 0 0 14

Total 58 116 3 11 4 0 0 0 192

Table 2. Locally-acquired COVID-19 case numbers and rates per 100,000 population by 
jurisdiction and reporting period, Australia, 11 October 2020

Jurisdiction

Reporting period 
28 September – 11 October Cumulative cases

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

population

NSW 20 0.2 1,921 23.8

Vic 116 1.8 19,308 292.8

Qld 1 0 301 5.9

WA 0 0 98 3.7

SA 4 0.2 155 8.8

Tas 0 0 149 27.9

NT 0 0 6 2.4

ACT 0 0 29 6.8

Australia 141 0.6 21,967 86.6

Table 3. COVID-19 notifications by Aboriginal and Torres Strait Islander status by jurisdiction, 
source of acquisition and remoteness classification, Australia, 11 October 2020

Locally-acquired

Interstate 
acquired

Overseas 
acquired Unknowna TotalMajor 

Cities of 
Australia

Inner 
Regional 
Australia

Outer 
Regional 
Australia

Remote 
/ Very 

Remote 
Australia

Aboriginal and 
Torres Strait 
Islanderb

88 15 6 1 4 31 1 146

Non-
Indigenous 20,291 903 220 20 154 5,355 221 27,229

a Includes 29 Non-Indigenous cases classified as overseas residents who were diagnosed in Australia, 221 Non-Indigenous cases and one 

Aboriginal and Torres Strait Islander case with an unknown remoteness classification.

b Excludes 1 probable Aboriginal and Torres Strait Islander case.
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Figure 3. Cumulative COVID-19 cases, by age group and sex, Australia, 23 January 2020 
to 11 October 2020

0

100

200

300

400

Below 10 10 to 19 20 to 29 30 to 39 40 to 49 50 to 59 60 to 69 70 to 79 80 to 89 90 and Over

Age groups (years)

Ca
se

s p
er

 1
00

,0
00

 p
op

ul
at

io
n

Female Male

Figure 4. 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 
11 October 2020
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A small number of cases were reported in 
Western Australia (11), South Australia (4) and 
Queensland (3). No new cases were reported 
in Tasmania, the Northern Territory or the 
Australian Capital Territory.

Source of acquisition
(NNDSS)

In this reporting period, 66% (127/192) of all 
cases were reported as locally acquired. The 
source of acquisition for 13% (16/127) of these 
cases could not be identified, which is higher 
than the previous reporting period (5%; 17/264). 
In total, 7% (14/192) of cases reported this 
fortnight were under investigation at the time 
of reporting and 27% (51/192) were reported as 
overseas acquired (Table 1).

In the current reporting period, the majority of 
overseas-acquired cases were reported in New 
South Wales (75%; 38/51), followed by Western 
Australia (22%; 11/51). A further 15 cases in 
Western Australia were acquired at sea among 
freight ship workers. The higher number of 
overseas-acquired cases reported in New South 
Wales reflects the number of returned travellers 
managed there. Victoria had the highest pro-
portion of locally-acquired cases with known 
source (88%; 98/111) and locally-acquired cases 
with unknown source (63%; 10/16).

Nationally, there were 0.6 locally-acquired cases 
per 100,000 population in this reporting period, 
compared to 1.0 per 100,000 population in the 
previous period (Table  2). The rate of locally-
acquired cases in Victoria decreased to 1.8 per 
100,000 population, from 3.9 per 100,000 popu-
lation in the previous period.

Cumulatively, the infection rate to date for all 
locally-acquired cases was highest in Victoria 
with 292.8 infections per 100,000 population. 
The rate of infection in Tasmania was 27.9 
infections per 100,000 population, largely as a 
result of an outbreak in North West Tasmanian 
hospitals in April 2020. Tasmania reported 
their most recent case in the fortnight ending 
16 August 2020. That case was associated with 
interstate travel.

Demographic features
(NNDSS)

In this reporting period, the largest number of 
cases occurred in those aged 20–29 years (39 
cases). For all notifications to date, the highest 
rate of infection was in those aged ≥ 90 years 
old with a rate of 387.3 per 100,000 population 
(Appendix A, Table A.1). Children aged 0–9 
years old had the lowest rate of infection (43.0 
cases per 100,000 population), despite compara-
ble testing rates to other age groups.

Cumulatively, the male to female rate ratio was 
approximately 1:1 in most age groups, except in 
the 20–29 years age group and those aged ≥ 80 
years old where rates were higher among females 
(Figure 3). The largest difference in cumulative 
rates was in the ≥ 90 years age group, where the 
cumulative rate among males was 335.2 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: 25–57) 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 35 years (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 fort-
night was 32 years (IQR: 19–46).

Aboriginal and Torres Strait Islander persons
(NNDSS)

There have been 146 cases of COVID-19 notified 
in Aboriginal and Torres Strait Islander persons 
since the beginning of the epidemic. This repre-
sents approximately 0.5% of all confirmed cases. 
There were no cases among Aboriginal and 
Torres Strait Islander persons in the past four 
weeks. Table 3 compares the remoteness of cases 
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Table 4. State and territory changes to COVID-19 restrictions, Australia, 28 September to 
11 October 2020

Jurisdiction Summary of changes to COVID-19 restrictions

New South Wales From 2 October, boarding school students permitted to cross the NSW-Victorian border and 
travel restrictions for Lord Howe Island lifted.21

Victoria No further easing of restrictions during this reporting period.22

Queensland

From 1 October the following restrictions were eased:23

• Stage 4 of the Queensland Roadmap came into effect
• Queensland border zone no longer exists, New South Wales border zone extended
• Up to 1000 people permitted at outdoor events
• Density restrictions reduced to two square metres for outdoor venues
• Up to 75% seating capacity at outdoor stadiums and amphitheatres

Western Australia No further easing of restrictions during this reporting period.24

South Australia
From 3 October 2020, minor easing of restrictions to permit dancing at events and standing 
consumption of food outdoors.25

From 8 October 2020, the Cross Border Community buffer with Victoria extended to 70km.25

Tasmania No further easing of restrictions during this reporting period.26

Australian Capital 
Territory

From 9 October the following restrictions were eased:27

• Up to 200 permitted at all gatherings
• Up to 50% capacity permitted in cinemas, large indoor seating (up to 1000) and stadiums
• Workplaces may commence returning to work

Northern Territory No further easing of restrictions during this reporting period.28

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 
(IQR: 21–48), which was younger than for Non-
Indigenous cases where the median age was 37 
years (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 4). The age-standardised notification 
rate ratio was 0.2, indicating that the Aboriginal 
and Torres Strait Islander population generally 

had a lower COVID-19 case rate than the Non-
Indigenous population after accounting for dif-
ferences 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 for Aboriginal and Torres Strait 
Islander cases (6.4 cases per 100,000 population).
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Figure 6. SARS-CoV-2 polymerase chain reaction (PCR) testing rates per 1,000 population per 
week by age group, Australia, 1 May to 9 October 2020 a,b

5

10

15

20

25

01
-M

ay

08
-M

ay

15
-M

ay

22
-M

ay

29
-M

ay

05
-Ju

n

12
-Ju

n

19
-Ju

n

26
-Ju

n

03
-Ju

l

10
-Ju

l

17
-Ju

l

24
-Ju

l

31
-Ju

l

07
-A

ug

14
-A

ug

21
-A

ug

28
-A

ug

04
-S

ep

11
-Se

18
-S

ep

25
-S

ep

02
-O

ct

09
-O

ct

Week ending (2020)

Te
st

in
g 

ra
te

 (p
er

 1
00

0 
po

pu
la

tio
n)

0-19 years
20-39 years
40-59 years
60-79 years
80+ years

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.

Clusters and outbreaks
(State and territory reporting)

Nationally, for the fortnight ending 11 October 
2020, there was a total of 24 open outbreaks 
where a new epidemiologically-linked case was 
identified in the previous 14 days. Of these, 19 
(79%) were reported in Victoria, three (13%) 
in New South Wales, one (4%) in Queensland 
and one (4%) in Western Australia. Outbreaks 
were reported most frequently from residential 
aged care settings (9), followed by hospitals 
(4), workplaces (4) and healthcare facilities (2). 
Outbreaks varied in size, with the largest out-
break encompassing 260 cases in a residential 
aged care facility.

As at 11 October 2020, there have been 4,280 
cases of COVID-19 associated with 218 residen-
tial aged care facilities, with 3,577 recoveries and 
677 deaths. 2,050 of these cases occurred in aged 

care residents, with the remaining 2,230 cases 
occurring in care staff.  The Commonwealth 
has actively supported 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.16,17

Virology 
(GISAID)

At the time of this report, there were 11,887 
SARS-CoV-2 genome sequences available from 
Australian cases on the global sequence reposi-
tory, GISAID.13 These sequences were dispersed 
throughout the global lineages, reflecting multi-
ple concurrent introductions into Australia.1,18,19 
Recent Australian SARS-CoV-2 sequences 
from the last month include 127 collected from 
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Victoria and 11 from New South Wales. Most 
of these sequences from the last month belong 
to the B.1.1.25 lineage, reflecting ongoing local 
transmission of this lineage.

Public health response measures

Since COVID-19 first emerged internation-
ally, Australia has implemented public health 
measures informed by the disease’s epidemi-
ology (Figure 5). On 8 May, the Australian 
Government announced a three-step frame-
work 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.20 States and territories ease restric-
tions at their own pace depending on the local 
public health and epidemiological situation 
(Table 4). During the current reporting period, 
New South Wales, Queensland, South Australia 
and the Australian Capital Territory continued 
to ease restrictions.

Testing
(State and territory reporting)

As at 11 October 2020, a total of 8,008,111 tests 
have been conducted in Australia. The cumu-
lative nationwide proportion of positive tests 
remains low at < 0.4% (Table 5). With the excep-
tion of Victoria, the cumulative testing positivity 
in individual jurisdictions is < 0.25%.

During this reporting period 461,888 tests were 
conducted nationally, with a positivity rate of 
0.05%. This represents a 15% decrease in test-
ing numbers compared to the last reporting 
period. Testing rates decreased to 9.2 tests per 
1,000 population per week during this reporting 
period, from a peak of 19.4 tests per 1,000 popu-
lation per week in early August. Jurisdictional 
testing rates are driven by both current case 
numbers and numbers of people experiencing 
symptoms. All states except Victoria reported 
a positivity rate of < 0.06%. Victoria reported a 
positivity rate of 0.08%, which is a decrease from 
the previous reporting period (0.18%). The low 

national positivity rate, along with high rates of 
testing, indicates a low prevalence of COVID-19 
nationally.

For the fortnight ending 9 October 2020, test-
ing rates continued to decline across most age 
groups (Figure 6). Testing rates were lowest in 
those aged 0–19 years old.

International situation 
(World Health Organization)

On 11 October 2020, more than 216 countries, 
regions and areas had reported 37,109,113 
COVID-19 cases, a 13.2% increase in cumulative 
global cases in the past fortnight. Cumulative 
global deaths increased by 7.9% in the past 
fortnight, with deaths reported to WHO pass-
ing one million. Globally, while the rate of new 
cases each fortnight was relatively stable since 
late July, there was considerable variation from 
country to country and across regions.

The largest proportions of new cases globally 
were in the Americas (36%), Europe (28%), 
and South East Asia (27.5%). In the past fort-
night, several countries in Central and Eastern 
Europe experienced sharp increases in cases, 
or experienced a second wave, such as France 
(37.3% increase) and the United Kingdom (37.6% 
increase).

The Americas represent approximately 48% of 
cumulative cases and 55% of cumulative deaths. 
Cases in the South East Asia Region now rep-
resent 21.3% of the cumulative global burden 
of cases and 11.9% of deaths. Europe’s cumula-
tive caseload represents 18.6% and deaths 23% 
of the respective global totals. The global Case 
Fatality Rate (CFR) is approximately 2.9%, 
which has been decreasing as ascertainment of 
cases improves. The global cumulative per capita 
rates are 483.1 cases and 13.9 deaths per 100,000 
population.

Western Pacific Region

There was a total of 651,841 cases (1.8% of the 
global total) in the Western Pacific region, along 
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Figure 7. Number of COVID-19 cases (logarithmic scale) by selected country and days since 
passing 100 cases, 11 October 2020
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with 14,265 deaths (1.3% of the global total). In 
this reporting period, 50,590 new cases were 
reported, representing a decrease in fortnightly 
reported cases. The rate of COVID-19 cases in 
the region was 34.4 cases per 100,000 people and 
the mortality rate was 0.7 deaths per 100,000 
population.

The Philippines has reported the highest num-
ber of cumulative cases in the region reaching 
336,926 cases, followed by China (91,305 cases) 
and Japan (88,912 cases). In this reporting 
period, the Philippines reported 35,670 cases, 
representing 70% of new regional cases. Japan 
reported 7,222 cases, representing 14.2% of new 
regional cases. Malaysia experienced a surge 
of cases, with 4,327 cases in the past fortnight 
representing 8.5% of new regional cases. China 
reported 339 new cases, representing 0.7% of 
new regional cases.

As at 11 October 2020, New Zealand reported 38 
cases in the previous fortnight, all of which were 

linked to overseas travel and were being man-
aged in isolation. New Zealand has returned to 
Alert Level 1 throughout the country.29,30

South East Asia Region

The South East Asia region has continued to 
experience large increases in new case numbers. 
In total, the region reported approximately 7.91 
million cases (21.3% of the global total) and 
126,917 deaths (11.9% of the global total), with 
1.19 million new cases in this reporting period.

New cases in the region remain largely concen-
trated in India, where 1.06 million new cases 
were reported in the past fortnight, comprising 
89.2% of new cases reported regionally in this 
period (Figure 7). The Republic of the Union 
of Myanmar continued to experience a sharp 
increase in case numbers with 16,073 cases 
reported in the past fortnight, an increase 
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of 160% in cases reported from the previous 
reporting period. This prompted a renewed 
strategy for making testing more widely avail-
able. The majority of cases were locally transmit-
ted in the Yangon region where the government 
has extended restriction of movement until 
31 October 2020.31

Indonesia reported 57,613 new cases in the past 
fortnight, which was similar to the previous fort-
night. Although largely concentrated in Jakarta, 
COVID-19 has spread to all 34 provinces. Stay-
at-home restrictions and business closure meas-
ures were put in place on 14 September 2020 and 
remain until further notice.32

The Australian Government’s recent budget 
announcement, on 6 October 2020, included 
$304.7 million for a COVID-19 Response Package 
— support to the Pacific and Timor-Leste, which 
will deliver critical, temporary, economic sup-
port to address the costs of the pandemic. The 
supplementary funding is for two years and is 
separate from Australia’s $4 billion Partnerships 
for Recovery official development assistance 
program. It also announced $23.2 million to 
fund the COVID-19 Vaccine Access and Health 
Security Program focusing on Pacific island 
countries, Timor-Leste and Southeast Asian 
countries.33,34

Interpretation

Since the first cases of COVID-19 were identi-
fied in Australia, all states and territories have 
reported cases of COVID-19, with some juris-
dictions experiencing higher numbers and more 
substantial community-associated transmission. 
These differences arise from factors including 
state demographics, population size, and pat-
terns of overseas arrivals. Australia continues to 
experience low levels of community transmis-
sion of COVID-19 in some jurisdictions.

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 Victoria, 
most of which were associated with localised 
outbreaks or clusters. Victoria has continued to 

report declines in case numbers due to interven-
tions and intensive investigations of all cases 
and outbreaks. New South Wales has continued 
to report the highest proportion of overseas-
acquired cases, all of which were in quarantine.

This fortnight, there was a shift in the age group 
most affected, with those aged 20–29 years 
having the highest rate of notification; however, 
people aged ≥ 90 years old continue to have the 
highest rate overall. Other demographic trends 
remain largely unchanged, with children aged 
0–9 years old having the lowest rate of infec-
tion, and cases in Aboriginal and Torres Strait 
Islander persons accounting for fewer than 1% 
of all confirmed cases. The local and national 
epidemiology of COVID-19 continues to inform 
the public health measure implemented, with a 
number of jurisdictions easing restrictions this 
fortnight as COVID-19 case number declined or 
were sustained at low levels.

As Australian states and territories are at differ-
ent 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.
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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 dis-
ease, 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 col-
lected by the NNDSS and represents the diagno-
sis 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 peo-
ple 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 associ-
ated with a residential aged care facility as an 
outbreak.

“SARS-CoV-2” is the virus that causes the dis-
ease COVID-19. It is a betacoronavirus geneti-
cally related to the 2003 Severe acute respiratory 
syndrome coronavirus (SARS-CoV).

“This reporting period” refers to the period cov-
ered by this report, i.e. 28 September–11 October 
2020.
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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 con-
firmed 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 sen-
sitivity 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 recom-
mend 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/corona-
virus-covid-19-current-situation-and-case-
numbers

• Communicable Diseases Intelligence COV-
ID-19 epidemiology report: https://www1.
health.gov.au/internet/main/publishing.nsf/
Content/novel_coronavirus_2019_ncov_
weekly_epidemiology_reports_austral-
ia_2020.htm

• State and territory public health websites.

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 num-
bers are high enough to justify it, a GIS/map-
ping 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 pre-
sented at SA3 level.

Q: Where can I find more detailed data on 
COVID-19 cases?

A: We are currently looking into ways to pro-
vide more in-depth epidemiological analyses 
of COVID-19 cases, with regard to transmis-
sion 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 pub-
lished 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-coro-
navirus.htm).
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