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Executive Summary

Purpose

The purpose of this document is to outline the key components of the Department of Health and Human
Service’s management of coronavirus disease (COVID-19) outbreaks in Victoria, including triggers for
escalation, and current decision-making policies. It includes standardised lists of actions to be taken,
descriptions of how key decisions will be made and by whom and prompts additional actions. It defines
public health and emergency management roles and responsibilities and articulates concise and clear
actions to ensure rapid and effective COVID-19 outbreak management in Victoria.

Context

COVID-19 is an infectious disease caused by a new coronavirus, SARS-CoV-2. COVID-19 was first
identified in December 2019 and is currently causing a global pandemic. The first case of COVID-19 in
Victoria was detected in January 2020. While travel restrictions and rapid public health responses have
largely contained the spread of the virus in Victoria, outbreaks of COVID-19 have occurred and are likely
to continue to occur as physical distancing restrictions are gradually lifted.

Outbreak Management

Rapid and effective outbreak management is critical to ensuring suppression of the COVID-19 pandemic
in Victoria. Even with physical distancing measures, COVID-19 outbreaks will occur in facilities,
workplaces and other settings that need to continue on-site operations with large numbers of individuals
in close contact.

Outbreaks may occur in any setting but are of particular concern when they occur in sensitive settings,
such as healthcare settings or residential aged care facilities. These are considered sensitive because of
one or more factors that contribute to significant scale and severity of illness, including the vulnerability of
those working or residing there; the risk of amplification of transmission due to close, frequent and
multiple contacts; and environmental factors that can contribute to transmission. Other settings of note
relate to critical infrastructure or essential services, with potential for broader impacts on the Victorian
community. This plan sets out how COVID-19 outbreak management will occur in Victoria, including how
all outbreaks will be managed rapidly and effectively.

Key Definitions

Outbreak of COVID-19
In Victoria, an outbreak of COVID-19 is defined as:

e A single confirmed case of COVID-19 in a resident or staff member of a residential care facility,

OR
e Two or more epidemiologically linked cases outside of a household with symptom onset within
14 days.
Page 5 Outbreak Management Plan
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Linked cases

To be considered linked (and therefore constitute an outbreak), cases should be linked in both time and
place. Links may be inter-jurisdictional or international.

e Cases will be considered linked in time if symptom onset dates are within 14 days

o Cases with symptom onsets which are within 28 days of each other should warrant
further investigation but will not be considered an outbreak.

e Cases will be considered linked in place if they have a common geographical link. For example:
o They work or reside in the same building or ward/wing of a facility

o They live in the same household or neighbouring houses or in the same extended family
or are linked by a common activity or location (e.g. school, health centre) in a rural
Aboriginal community

o They are patients or residents who have been cared for by the same staff member

o They are cases in custodial or military settings attended by the same warden or
supervisor

o They reside in the same boarding school

o They are aircraft passengers who were seated in the same row, or within the two rows in
front of or behind another case on a flight of >2 hours duration

o They attended the same event
Transmission within one household does not ordinarily constitute an outbreak.

For secondary and further transmission generations, cases must be identified as a close contact of, or
have an epidemiological link to, a confirmed case linked to the outbreak in order to be included in the
outbreak.

Other immediate control response cases

A single confirmed case of COVID-19 in another sensitive setting, or at a critical infrastructure and
essential service, will require an immediate control response and active involvement of the Department
of Health and Human Services (the department) and the State Control Team. The processes and
procedures for an outbreak as contained in this plan may be applied to that case, as determined by the
DPHC CCOM.

Acronyms and abbreviations

CCOM case, contact and outbreak management

COVID-19 coronavirus disease 2019

IPC infection prevention and control

KPI key performance indicator

MDUPHL Microbiological Diagnostic Unit Public Health Laboratory
PHC public health commander

RACF residential and aged care facilities

SARS-CoV-2 severe acute respiratory syndrome coronavirus 2

SCV Safer Care Victoria

VAHI the Victorian Agency for Health Information

VIDRL Victorian Infectious Diseases Reference Laboratory
Page 6 Outbreak Management Plan
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Confirmed case

For COVID-19, a confirmed case is a person who tests positive to
a validated SARS-CoV-2 nucleic acid test or has the virus identified
by electron microscopy or viral culture

Contact

A person who has been in contact with a confirmed case during
their infectious period. Contacts are typically defined as either
close contacts or casual contacts

Close contact

A person who has had greater than 15 minutes face-to-face
contact (cumulative) or who has shared a closed space for more
than two hours with a confirmed case during their infectious period
without recommended personal protective equipment (PPE)

Contact tracing

The process of identifying people who are close contacts of a case,
and ensuring they are quarantined for the maximum incubation
period (14 days) after last close contact with the case.

COVID-19

Coronavirus disease 2019 (the name of the disease). COVID-19
was initially referred to as “novel coronavirus” (2019-nCoV) and is
sometimes referred to as just “coronavirus”

Critical Infrastructure and
essential services

Defined as per the Infrastructure and Essential Services list held by
Emergency Management Victoria (EMV)

Exposure site

A location or site to which an individual case or outbreak has been
linked through attendance while infectious or during their
acquisition period

Healthcare worker

Healthcare workers are people in close contact with patients or the
patient space. For example, doctors and nurses and cleaners who
enter the patient’s room or cubicle are included as healthcare
workers. Staff who work in non-clinical areas who do not work with
patients or enter patient rooms are not included as healthcare
workers for this purpose.

Infectious period

The period during which an infected person can transmit an
infectious agent to a susceptible person. Also known as the
‘communicable period’. The duration of the infectious period for
COVID-19 is unknown. However, for the purposes of isolation and
contact tracing, cases are considered to be infectious from 48
hours prior to the onset of symptoms, until they meet the criteria for
release from isolation.

Isolation The physical separation of ill people with a communicable disease
(e.g. COVID-19) from those who are healthy.
Outbreak The internationally accepted definition of an outbreak

encompasses the occurrence of more cases of a disease than
expected, or two or more linked cases. Tailored definitions for a
COVID-19 outbreak are provided in this document.

Outbreak control squads

Multi-disciplinary public health teams formed to enable additional
and rapid support at physical outbreak settings to facilitate
outbreak control

Pandemic

Worldwide spread of a new disease

Page 7
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PPE Personal protective equipment. This is clothing or equipment
designed to be worn by someone to protect them from the risk of
illness. For COVID-19, this usually means a mask, eye protection,
gown and gloves.

Quarantine The physical separation of people who are well but who may have
been exposed with a communicable disease (e.g. contacts of a
COVID-19 case) and are potentially infectious to see if they
become ill.

Sensitive setting Settings with a high risk of rapid transmission of COVID-19 and/or
where there are vulnerable people who are at high risk of serious
illness or death and/or high risk of significant impacts and broader
consequences for communities.

SARS-CoV-2 Severe acute respiratory syndrome coronavirus 2 (the virus that
causes COVID-19)

Page 8 Outbreak Management Plan
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Governance

Overview

The Department of Health and Human Services is the Control Agency for the COVID-19 emergency
response. The Chief Health Officer is the statutory officer under the Public Health and Wellbeing Act
2008 for the public health management of the emergency and is responsible for public health outbreak
governance.

The State Controller (Class 2) is responsible for the coordination of agencies in response to
consequences of a COVID-19 outbreak that impact, or have the potential to impact, the broader
community. The State Controller is responsible for ensuring the Joint Intelligence Unit is linked into the
State Control Team to inform broader consequence management strategies.

Roles and Responsibilities in an outbreak

Outbreak Management Team

The Public Health Incident Management Team (PHIMT), led by the Public Health Commander, has
responsibility for the public health management of COVID-19 cases and outbreaks. When an outbreak is
identified, an Outbreak Management Team (OMT) will be constituted under the guidance of the Deputy
Public Health Commander Case, Contact and Outbreak Management (DPHC CCOM). The OMT will
include, at a minimum, the following representatives listed in the next section within and external to the
PHIMT.

Core members of an Outbreak Management Team

Outbreak Lead

Generally a Public Health Physician or Infectious Diseases Physician and reporting to the Deputy Public
Health Commander, Case, Contact and Outbreak Management (DPHC CCOM), the Outbreak Lead will
coordinate the response to the outbreak for the duration of the outbreak. The lead will:

1. Chair Outbreak Management Team meetings.
2. Allocate tasks to other leads in the outbreak.

3. Undertake stakeholder management and engagement as required, including with agencies outside
the department.

4. Escalate information and issues to relevant individuals.

5. For high profile or complex outbreaks, undertake the liaison role with the facility/setting, after
discussion with the Case and Contact management lead.

6. Endorse any significant control measures, including closure, for approval by the DPHC CCOM.

7. Endorse proactive and reactive media lines, for approval by the DPHC CCOM, and ensure
compliance with the exposure site naming policy.

8. Ensure the Outbreak Management Plan is being implemented.

9. Monitor outbreak management key performance indicators (KPIs) and escalate issues early where it
is identified that additional resources may be required.

10. Identify recommendations for and updates to the Outbreak Management Plan following a hot debrief
of the outbreak.

Page 9 Outbreak Management Plan
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Case and Contact Management Lead

Generally an experienced Public Health Officer and reporting to the Outbreak Lead, the Case and
Contact Management Lead will:

1. Ensure comprehensive, documented interviews with confirmed cases (or their next of kin or
healthcare provider where relevant) are conducted to confirm the date and timing of symptom onset
as well as their infectious period.

2. Implement case management to ensure no further risk to the public from infectious cases.
3. Identify contacts and ensure contact management occurs.

4. Identify required public health controls at the relevant setting(s), including closure of parts or all of a
setting where required, and implement controls in consultation with the Outbreak Lead and DPHC
CCOM.

5. Ensure high quality and complete data collection and documentation for cases and contacts is
undertaken.

6. Consolidate information collected by the department with that obtained by the facility or setting.

7. Ensure information management of test results and clinical information of close contacts and
confirmed cases in the Public Health Events Surveillance System (PHESS).

8. Nominate appropriate Public Health Officers to attend site visits with the Outbreak Squad if deemed
necessary.

9. Coordinate liaison with:
e Treating medical practitioners for all confirmed cases;
¢ Nominated outbreak lead at the facility/site/setting to collect and update information;
e Community stakeholders as required (i.e Aboriginal Community Controlled Health Organisation);
e Laboratories.
10. Identify that escalation criteria have been met and implement subsequent actions.

11. Supervise other Public Health Officers assigned to the outbreak response.

Epidemiology Lead

An officer with training in epidemiology, preferably applied epidemiology, and reporting to the Outbreak
Lead, the Epidemiology Lead will:

1. Ensure completeness and accuracy of data capture and management.

2. Analyse descriptive epidemiological data and undertake advanced analyses such as logistic
regressions as required.

3. Provide epidemiological insight to assist with outbreak detection including:
e Modelled transmission networks to flag possible missed connections between cases;
e Other systems to assist with pattern recognition and outbreak detection.
4. Develop visualisation including:
e Construction of epidemiological curves;
e Transmission mapping;
e Timeline mapping.

5. Write and maintain appropriate reports including:

Page 10 Outbreak Management Plan
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e Outbreak summaries;

e Detailed outbreak reports;
e Case summaries;

e Morning briefings; and

e (Genomic reports.

Nominate appropriate epidemiologist and/or information officers to attend site visits with Outbreak
Squad if deemed necessary.

Consider the requirements for and initial proposals for analytical epidemiological studies to the
Outbreak Lead.

Supervise other epidemiologists or data entry staff assigned to the outbreak.

DHHS Agency Commander (Representing the State Controller - Health)

The DHHS Agency Commander, representing the State Controller - Health, will:

1.
2.

Consider the requirement for broader consequence management in relation to the outbreak.

Consider what support or relief (including accommodation) is required to assist in the management
or control of the outbreak.

Work with the Joint Intelligence Lead and Outbreak Lead to provide regular contact with whole of
Victorian Government (WoVG) or relevant agencies.

Consider, in conjunction with the outbreak lead and Joint Intelligence Lead, the requirement for Joint
Outbreak Coordination Group to be activated to manage broader whole of government
consequences (consequences of individual cases, the outbreak or of actions taken as part of
outbreak management, as per Joint Intelligence Unit Operational Arrangements)

Nominate sector, regulator or other WoVG officers to attend site visits with Outbreak Squads if
deemed necessary.

Liaise with department divisional leads (where relevant) to ensure linkage to local supports and
networks.

State Joint Intelligence Lead (State Control Centre representative)

A representative from the Joint Intelligence Unit, the Joint Intelligence Lead will:

1.

Manage the intelligence coordination across whole of government (WoVG) response agencies for
the outbreak.

2. Support the identification of, and make contact with, appropriate contacts and conduits in relevant
organisations, in collaboration with the Outbreak Lead.

3. Collect non-epidemiological intelligence regarding the outbreak or setting — for example regulatory
requirements.

4. Support the OMT and SCT with regular updated intelligence in relation to the outbreak.

5. Consider, in conjunction with the outbreak lead and the DHHS Agency Commander, the requirement
for Joint Outbreak Coordination Group to be activated to manage broader whole of government
consequences (consequences of individual cases, the outbreak or of actions taken as part of
outbreak management, as per Joint Intelligence Unit Operational Arrangements).

Page 11 Outbreak Management Plan
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Communications and media lead

Reporting to the Outbreak Lead, the Communications and Media Lead will:
1. Coordinate all media responses.

2. Create proactive and reactive media lines relating to the outbreak.

3. Create all external or public facing communications relating to the outbreak — for example new fact
sheets or workplace specific materials.

4. Update websites as required pertaining to the outbreak.

5. Ensure all communications are in line with the Communications policies for personal information.

6. Link with the State Control Centre Public Information Unit to support any whole of Victorian
Government messaging, public information and warnings if required.

Outbreak Squad Coordinator

Reporting to the Outbreak Lead, the Outbreak Squad Coordinator is responsible for the coordination and
logistics of any Outbreak Squad deployment of the relevant professionals who are required to undertake
setting(s) visits as part of outbreak management. The Outbreak Squad Coordinator will attend all OMT
meetings whether or not a Squad is deployed.

The Outbreak Squad Coordinator will:
1. Coordinate the logistics required to support the Outbreak Squad.
2. Source appropriate members of the Outbreak Squad in consultation with the OMT.
3. Ensure all members of the Outbreak Squad:
a. are available and have appropriate resourcing/equipment;
b. have appropriate qualifications, training and authorisations to be undertaking field work;

c. are coordinated and able to undertake the relevant inspection, risk assessments, data
collection, interviews, testing and other actions as determined to be necessary by the OMT
at the initial meeting in a timely and efficient manner.

4. Ensure a safe working environment for Outbreak Squad members.

The Outbreak Squad Coordinator will also liaise with other relevant areas of the PHIMT and/or
department to identify the appropriate people or resources required for any site visit such as:

1. Mobile or outreach testing through Health and Wellbeing Division;

2. Infection prevention team for Infection Prevention and Control Consultants;
3. Physical distancing team for occupational physicians;

4. Joint Intelligence lead for external agency requirements.

See Appendix 1 for further description of the remit of the Outbreak Squads.

Health and Wellbeing Division representative

The Health and Wellbeing Division representative will vary depending on the type and setting of the
outbreak. This representative may be from any of the following areas:

- Ageing and Carers Branch — for aged care outbreaks

- Primary and Community Care — for community-based outbreaks which may need mobile testing
or other community health input

Page 12 Outbreak Management Plan
OFFICIAL



DHS.0001.0003.0058

- Commissioning Group — Metro or Regional
- Private Hospitals

The role of the Health and Wellbeing Division representative will also vary depending on the type and
setting of the outbreak but will always include:

1. Determining, in conjunction with the OMT and others in their own division, which health services
need to be notified of the outbreak in order to prepare for possible supportive actions or cases for
admission

Notifying health services as above, using an agreed template

Liaising with health services and testing providers to arrange testing of cases and/or contacts in
an appropriate location and a timely manner

4. Liaising with health services to provide other clinical supports as required for the outbreak — see
Appendix 5 for examples of how health services may be involved in outbreak management

5. Assisting the Case and Contact lead if there are further care needs for cases, for example
hospital in the home or other services.

6. Liaising with other relevant stakeholders (for example Aged Care Quality and Safety
Commission, Commonwealth Department of Health (State Office and Aged Care Policy and
Programs) or Community Health services

Administrative Support Officer

Reporting to the Outbreak Lead, the Administrative Support Officer will:
1. Coordinate OMT meetings, take minutes and document actions arising.
2. Create a central point for outbreak documentation and save all relevant documents there.
3. Support the Outbreak Lead and other OMT members with any other administrative tasks.

Additional roles might include a Laboratory Liaison lead and Environmental or Infection Prevention
Control Lead, and potentially department divisional leads.

Potential additional members of an Outbreak Management Team

Other roles and representatives may be included in the OMT depending on the nature and setting of the
outbreak, at the discretion of the DPHC CCOM. This will include the Aged Care Quality and Safety
Commission, Commonwealth Department of Health (State Office and Aged Care Policy and Programs),
Ageing and Carers Branch (DHHS) for outbreaks in residential aged care; representation from Health
and Wellbeing Division when liaison with health services is required; a pathology lead (e.g. liaison with
testing laboratories) or environmental lead (e.g. coordinating environmental risk assessment); other
departmental stakeholders (e.g. regulators and commissioning groups); and external representatives of
other departments where relevant, such as with an outbreak in a prison setting.

Outbreak Briefings
The following meeting will take place as a regular briefing:
e Daily outbreak briefing with Minister

o Chaired by Minister.

o Meeting involving Deputy PHC CCOM, Public Health Commander, Chief Health Officer
Outbreak Squad Operations and Coordination Director and the Public Health Emergency
Operations and Coordination Deputy Secretary (or the Assistant Deputy Secretary).

o Briefing to discuss new and currently active outbreaks and complex cases or exposure sites
which may create media attention

Page 13 Outbreak Management Plan
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Key elements of the outbreak response

Identifying an outbreak
Early identification and rapid management of outbreaks is critical to interrupt transmission.

The responsibility for recognising an outbreak depends on the setting. In some settings, including many
sensitive settings, prompt recognition of an outbreak is a joint responsibility between a facility and the
department.

In most cases, however, identifying an outbreak is a responsibility of the department. Multiple
mechanisms exist to identify outbreaks, including to identify linked cases, including:

e COVID-19 Clusters spreadsheet on Teams site (COVID-19-Outbreaks-DHHS-GRP).

o Epidemiological insights into data by the Intelligence team (e.g. modelled transmission networks
to flag possible missed connections between cases, other systems to assists with pattern
recognition and outbreak detection)

e Analysis of genomic data by the Microbiological Diagnostic Unit Public Health Laboratory
(MDUPHL) — see Appendix 2 for further detail on genomics

e Case/s notified to CCOM team via investigations.
e Cases identified via communication with contacts.

When cases are identified that clearly meet the definition of an outbreak (a single case in an aged care
facility or two cases in the same workplaces) an OMT will be immediately established in consultation with
CCOM Operations Lead and the DPHC CCOM to determine membership of the OMT. A Problem
Assessment Group will not be required.

Problem Assessment Group (PAG)

A problem assessment group should be convened when any member of the Public Health Incident
Management team identifies any of the following:

e Potentially linked cases that warrant further investigation.

e Asingle case in a sensitive setting (other than an aged care facility) or a critical infrastructure or
essential service.

e A high risk case.

The group should include the DPHC CCOM (or alternative DPHC/PHC who is a public health physician
pending immediate availability), the CCOM Operations lead and the Public Health Intelligence
Operations lead for that day.

The PAG should determine:
e [fan OMT is needed.

¢ Which available officers should be appointed to the OMT based on relevant experience and
seniority determined by the complexity of the initial analysis.

o If there are any additional members of the OMT to the core group listed above required.
¢ Any complexities with the situation that may require additional actions prior to the OMT meeting.

A PAG is not a substitute for an OMT. The PAG’s primary purpose is to identify whether an OMT is
needed and to rapidly ensure that group comes together if needed.

Page 14 Outbreak Management Plan
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An Outbreak Management Team should be formed immediately if the PAG assesses this is
required.

Initial Notification

The decision to form an OMT and the outcomes from the initial investigation and OMT meeting should be
sent from the DPHC CCOM in an email summary to the Public Health Commander, DHHS Agency
Commander, Chief Health Officer, Outbreak Squad Operations and Coordination Director, Deputy
Secretary Public Health Operations and Coordination (or Assistant Deputy Secretary), State Controller-
Health, Secretary’s Office and the Minister’s Office within two hours of the Outbreak Management Team
convening. The summary will include initial actions undertaken.

Initial investigation and response activities are undertaken as part of routine case and contact
management and are likely to be completed or commenced prior to the OMT (table 1). A delay in
completing these activities, however, should not delay convening a PAG or OMT.

Table 1. Initial investigation and response steps prior to/concurrent with OMT

Investigation step Responsible

Cases Case and contact lead
- Complete case interviews
- Confirm infectious periods
- Confirm incubation periods

- Confirm acquisition period

Contacts Case and contact lead
- Identify all contacts

- Identify high risk contacts/vulnerable contacts

Exposure sites (upstream and downstream) Case and contact lead
- Identify all exposure sites for each case Epidemiology lead

- Document/create exposure sites on PHESS

Response step Responsible

Cases Case and contact lead
- Notify cases in writing of their obligations

- Ensure appropriate treatment and isolation is
occurring

- Ensure appropriate education has been
received, including regarding any legal directions
pertaining to isolation requirements

- Ensure appropriate isolation is able to be
undertaken in available accommodation, arrange
alternative accommodation if necessary

Page 15 Outbreak Management Plan
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Contacts Case and contact lead

- Notify close contacts in writing of their
obligations

- Ensure appropriate quarantine is being
undertaken

- Ensure appropriate education has been
received, including regarding any legal directions
pertaining to isolation requirements

- Ensure appropriate quarantine is able to be
undertaken in available accommodation, arrange
alternative accommodation if necessary

Exposure sites Case and contact lead

- Notify exposure sites in writing of their
obligations, provide with relevant cleaning and/or
disinfection information

- Ensure appropriate PPE and other infection
control procedures are being undertaken

Initial notification step Responsible

Internal notification Outbreak Lead

- Ensure a brief summary of key information is
provided to OMT members.

Outbreak Management Team

An Outbreak Management Team (OMT) will be established for each identified outbreak (as per the

outbreak definition) and will coordinate the full outbreak response. Many initial responses will occur
concurrently as part of routine case and contact management processes, however, the OMT should
ensure all of these are documented as part of outbreak reporting processes.

The outcome of the first OMT meeting will be agreed decisions on the initial assessment, control
measures and communications priority tasks to enable a bespoke Outbreak Management Plan for that
outbreak to be drafted. This plan will be updated daily prior to the morning OMT meeting with actions
updated after that meeting. See Appendix 3 for an example template of this plan.

The OMT will meet at least daily while the outbreak is being actively managed.

The DPHC CCOM will brief the DHHS Agency Commander, Public Health Commander, Chief Health
Officer, Deputy Secretary Public Health Operations and Coordination (or Assistant Deputy Secretary),
State Controller-Health, Secretary’s Office, the Minister’s Office and OMT members daily on the
outbreak, providing a daily summary outbreak report. Escalation will occur as per the below escalation
criteria.

An initial outbreak meeting agenda is in Appendix 4.
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Outbreak Squads

Single point source outbreaks at fixed facilities will require at least a single visit from an Outbreak Squad.
Continuing common source settings may require ongoing input.

The number of attendances and composition of the Outbreak Squad will be based on a range of factors

including:

e Level of sensitivity of outbreak setting;

e Capacity of outbreak setting to implement required controls;

e Concerns on the part of the department or evidence over lack of compliance to required measures;

e High case numbers at initial presentation of outbreak, indicating that ongoing transmission has been
taking place for an extended period of time.

An Outbreak Squad Coordinator will attend all OMTs and the OMT will give consideration to the

composition of the squad to be deployed.

The decision on timing and number of site visits to the outbreak setting will be made by the Outbreak

Lead, based on ongoing assessment of the outbreak, and coordinated by the Squad Lead.

The Outbreak Squad will be operational within the OMT with the Squad Lead reporting to the Outbreak
Lead until the outbreak is declared over. Additional information about Outbreak Squads is in Appendix 1.

Daily Activities

The department will maintain active involvement in each outbreak throughout the course of the outbreak.
This includes continuing regular daily activities. The outcomes of these activities determine whether
further actions or investigations are required.

Step Responsible Documentation
Outbreak management team meetings Outbreak Lead Action notes from
meeting recorded in
TRIM
Daily contact with cases and close contacts. | Case and Contact PHESS file note for
. . Management Lead each case and
Clearance from isolation or release from
. . contact.
quarantine when appropriate.
Note: the role of a facility or setting depends
on the type and reliability. This might range
from being asked to provide data, to actually
doing the contact tracing themselves. This
will be determined by the OMT and based
on predetermined criteria.
Daily contact with the facility or setting while | As nominated by OMT — Written evidence of
the outbreak is ‘active’ pending regular visits or not, contact in TRIM file
- Checking that actions being dependgnt on type of facility (e.g. email to facility
and major components of lead)
undertaken | . .
DHHS input (e.g. infection
- Appropriate communications to staff | control, or occupational
etc medicine or case management)
Site visit reports for all Outbreak Squad Outbreak Squad Coordinator Squad report saved
visits on TRIM
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Daily outbreak report updates with review of | Epidemiology Lead Recorded in the
epidemiology curve, hypothesis and other individual outbreak
information (e.g. genomics) management plan

and saved on TRIM

Daily review of support and relief DHHS Agency Commander Recorded in the
requirements, and risk and consequences individual outbreak
management plan
and saved on TRIM

Briefing Public Health Command team, the DPHC CCOM Daily email
Chief Health Officer, DHHS Agency summary, saved on
Commander, State Controller — Health, TRIM.

Deputy Secretary Public Health Operations
and Coordination (or Assistant Deputy
Secretary), the Secretary’s Office and the
Minister’s Office

Targeted exposure site/sector/stakeholder As determined by OMT Formal written
communications and responses - Outbreak Squad commurucahon (e.0.
by email). Saved on
- Joint intelligence Unit TRIM.

- Case and Contact
Management

- Communications and
Media

Points of Escalation

Escalation is the process of involving higher levels of governance for two reasons: first to share
information to enable awareness (which might prompt a different course of action but may not
necessarily), or second to move the management of a particular risk to a higher level of governance, due
to the complexity / risk / consequences and accountability for the decision.

Tier 1

In the following situations there should be information escalated to the DPHC CCOM, the Public Health
Commander, Chief Health Officer, DHHS Agency Commander, State Controller — Health, Deputy
Secretary Public Health Operations and Coordination (or Assistant Deputy Secretary), the Secretary’s
Office and the Minister’s Office:

e A death associated with an outbreak.
e An outbreak that is likely to attract significant media attention.

e Where there are potential or actual impacts with broader consequences for communities.
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In the following situations there should be information escalated to the DPHC CCOM and then the Public
Health Commander (who will determine if it requires further immediate escalation):

A confirmed case in a sensitive setting
A significant increase in the number of cases in any one day.

A case linked to an outbreak that exposes a secondary site (potentially generating a second
outbreak location).

An outbreak involving individuals or organisations where there is evidence of non-compliance
with DHHS legal directions.

An outbreak where there are two or more generations of cases (outside of household
transmission) after the first case was identified and notified to DHHS, i.e. initial evidence of
potentially non-effective control measures.

Where there are concerns regarding preparedness activities as requested by DHHS or other
regulators.

Where there are potential or actual impacts with broader consequences for communities.

Where the above information relates to an existing outbreak, it will be included in the relevant daily
outbreak summary provided to key stakeholders.

Closure of an outbreak

An outbreak is declared over (no longer active) after two full incubation periods (28 days) since the day
the last case is effectively isolated.

Step Responsible Documentation
Determining that the outbreak meets DPHC CCOM Recorded in the
above criteria for being declared over Outbreak Management
Plan
Closure of outbreak on PHESS Epidemiology Lead Recorded on PHESS
Finalise Outbreak Report Epidemiology Lead Final Outbreak Report
saved on TRIM
Evaluation/discussion Determined by DPHC CCOM. | Evaluation documented
Every outbreak should have a and saved on TRIM.
final debrief meeting
documented, including a rapid
evaluation of the work of the
OMT and any on-site work by
the Outbreak Squad.
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Outbreaks in Sensitive Settings

Sensitive Settings

Sensitive settings are defined as settings where there is a high risk of rapid transmission of COVID-19
and/or where there are vulnerable people who are at high risk of serious illness or death. Put another
way, a sensitive setting is a setting where factors come together that cause high attack rates amongst
people at the setting, and potentially increased morbidity and mortality from COVID-19 if there is
transmission.

Early detection and rapid management of suspected or confirmed cases in these settings is critical to
limit the spread of the virus and reduce the potential for severe iliness or death.

The following are considered sensitive settings:
¢ Residential and Aged Care Facilities (RACF)
e Healthcare and mental health settings
e Prison/Justice settings (correctional facilities, detention centres)
e Aboriginal rural and remote communities
e Accommodation with shared facilities
e Defence force operational settings
e Boarding schools and other group residential settings
e Schools
e Childcare centres
¢ Remote industrial sites with accommodation (e.g. mine sites)

e Certain high-risk work sites where workers are unable to undertake physical distancing or where
outbreaks have been identified in the past:

o Meat processing or other manufacturing plants
o Restaurants/industrial kitchens

o Workplaces with highly casualised workforces (who may be less likely to report
symptoms)

e Settings with high-risk potential or actual impacts and broader consequences for communities,
where physical distancing cannot be undertaken, and in critical infrastructure and essential
services workplaces, including:

o Banking and finance (banks, insurance, payroll, accounting)

o Communications (telecommunications and data centres)

o Energy (power generation, fuel supply and transmission)

o Food and grocery logistics (processing, manufacturing and supply)
o Government (frontline and critical services)

o Transport (airports, transport maintenance and operations)

o Water (supply and disposal facilities)

o Emergency services (police, fire, ambulance)
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See Reference materials for further guidance on sensitive settings

Outbreak Briefings and Reports

Summary of outbreak briefings, plans and reports
¢ Initial notification of an Outbreak

o Email sent by DPHC CCOM to Public Health Commander, Chief Health Officer, DHHS
Agency Commander, State Controller-Health, Outbreak Squad Operations and Coordination
Director, Public Health Emergency Operations and Coordination Deputy Secretary (or
Assistant Deputy Secretary), the Secretary’s Office and the Minister’s Office.

e Daily COVID-19 Intelligence Morning Briefing

o Email sent by PH Intelligence to Public Health Command and CCOM/Intelligence Leads,
DHHS Agency Commander and State Controller-Health, Outbreak Squad Operations and
Coordination Director, Public Health Emergency Operations and Coordination Deputy
Secretary (or Assistant Deputy Secretary) in the mornings

o Includes summary statistics and background on currently active outbreaks.
¢ Individual Outbreak Management Plan

o This plan will be created after the first OMT meeting and will be updated daily prior to each
OMT meeting with actions added immediately after the meeting.

e Daily Outbreak email summary — bullet points for each active outbreak

o Sent by DPHC CCOM to Public Health Commander, Chief Health Officer, DHHS Agency
Commander, State Controller-Health, Outbreak Squad Operations and Coordination
Director, Public Health Emergency Operations and Coordination Deputy Secretary (or
Assistant Deputy Secretary), the Secretary’s Office and the Minister’s Office.

e Outbreak Report — finalised upon closure of the outbreak
o The outbreak report will be a finalised version of the Individual Outbreak Management Plan.

o Sent by DPHC CCOM to Public Health Commander, Chief Health Officer, DHHS Agency
Commander and State Controller-Health, Outbreak Squad Operations and Coordination
Director and Public Health Emergency Operations and Coordination Deputy Secretary (or
Assistant Deputy Secretary) within 2 weeks of outbreak closing

Business rules for distribution of outbreak reports and data requests

Additional requests for outbreak reporting products (or more detailed outputs, e.g. underlying line lists)
may occur over the course of the pandemic. For each request, the relevant data custodian will determine
the appropriateness of response and will need to seek approval for provision of information from the
DPHC CCOM on a case-by-case basis.

Requests for support or additional Joint Intelligence Unit products should be forwarded to the State

sccvic.stratintel@scc.vic.gov.au.
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Evaluation

Key Performance Indicators (KPIs)

Following the decision to establish an Outbreak Management Team:

Within 2 hours

Outbreak Management Team convened, and first meeting occurred [responsibility of designated
Outbreak Lead].

Construct a working case definition.
Determine logistics for site visit.
Determine external stakeholders who require to be notified.

Provide initial notification to the Public Health Commander, the Chief Health Officer, DHHS
Agency Commander, State Controller — Health, Deputy Secretary Public Health Operations and
Coordination (or Assistant Deputy Secretary), the Secretary’s Office and the Minister’s Office
[responsibility of DPHC CCOM]

Within 12 hours— 50 Lonsdale St

Make contact with the setting and commence a risk assessment.

Initial notified case interviews and exposure sites entered into PHESS.
Determine support or relief requirements.

Commence contact tracing of identified contacts.

First draft of Outbreak Management Plan completed.

Within 24 hours —50 Lonsdale St and site visit requirements

Page 22

Form an Outbreak Squad.
Determine if any other agency personnel are required to attend the site.
Attend the site.

Complete a risk assessment to determine whether a closure of the facility / workplace / setting is
required or not (if relevant) and provide this information to the OMT lead, Public Health
Commander, DHHS Agency Commander, Deputy Public Health Commander Case Contact and
Outbreak Management, Outbreak Squad Operations and Coordination Director.

Request a list of close contacts and all attendees within risk period in writing from manager /
relevant contact person if not already completed.

Advise of need and associated requirements for closure in writing (if Deputy Public Health
Commander, Case Contact and Outbreak Management determines this is required).

Advise on immediate environmental controls including in writing if closure is not warranted
Ensure cleaning and disinfection requirements have been completed.

Send formal letter to setting manager indicating presence of an outbreak and stating
plan/recommendations of the department.

Escalate request for details of all attendees or close contacts in period of risk if not yet received.

Determine which contacts require testing to be undertaken as part of outbreak investigation or
upstream contact tracing and arrange for testing to be undertaken
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Within 48 hours — on site actions

e Within the OMT:

(0]

(0]

Review closure decision (if not closed: reconsideration of closure made).

Aim to have contacted all close contacts / attendees identified within 48 hours of receipt
of initial list, including provision of quarantine/test advice in writing.

Initial literature review on specific controls for that setting tasked to Intelligence if new
setting.

Formal report established by Intelligence and specific KPIs established for the outbreak
(1-2 based on specific things that work in that setting from literature).

Aim to have all identified contacts who require testing to be confirmed as having had
samples taken

¢ In relation to onsite:

(¢]

Ensure definitive environmental cleaning and disinfection review commenced (IPC lead)
or controls expectation provided in writing.

Site specific plan created as part of outbreak management to determine reopen
requirements, return to work/school/facility testing requirements for staff/attendees

Initial plan (above) agreed by and communicated to both site management and OMT
members for consistent messaging and management

Closure of the outbreak

e Final outbreak report completed.

e Debrief documented.

e Lessons learnt incorporated into outbreak management plan.
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Reference Documents/Guidelines

Internal /
Document Link to Document

External

Outbreak specific documentation

COVID-19 Outbreak management plan (this document) External

COVID-19 Outbreak management protocol Internal

COVID-19 Outbreak management guidelines for residential care facilities External

COVID-19 Outbreak management guidelines for sensitive settings External

COVID-19 Outbreak management standard operating procedure Internal

COVID-19 PHESS - Cluster Quick Entry Guide Internal Link

COVID-19 Outbreak action plan template Internal

COVID-19 Intelligence Team Outbreak Plan Internal

COVID-19 Public Naming Policy Internal

Supporting documentation

Case Questionnaire COVID-19 (Novel Coronavirus) Internal Link

Case and Contact Management Guidelines Internal

COVID-19 Guidelines for Health Services and General Practitioners External

Healthcare worker PPE guidance External Link

Managing upset, angry, confused or challenging callers Internal Link

New Cases Standard Operating Procedures Internal

New Contact Cases Standard Operating Procedures Internal

PHESS Summary Notes Internal

Screening of visitors for COVID-19 - Advice for sensitive settings External Link

State Emergency Relief Plan for COVID-19 External
Factsheets

Factsheet Audience  SharePoint Link

Confirmed Case External Link

Suspected Case External Link

Close Contact External Link

Telephone Interpreter Service External Link

System Requirements

1. PHESS

2. TRIM/EDRM

3. DHHS Intranet

4. Microsoft Teams/SharePoint
5. PureCloud Telephony
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Appendix 1 — Outbreak Control Squads

Public Health Outbreak Control Squads

Role and focus

A Public Health Outbreak Control Squad function (squads) has been established in DHHS to ensure
the rapid deployment of public health outbreak control squads to sites of COVID-19 outbreaks.

Squads will facilitate rapid testing, infection prevention and control, isolation of close contacts and
support and relief to ensure effective containment of public health risks. The squads will deliver a
dedicated focus to ensuring testing, contact tracing and deep cleaning is carried out as soon as a
potential outbreak is identified. That includes delivering rapid mobile testing at outbreak sites.

The squads provide rapid response mobile expertise of infection prevention and control specialists,
nurses, environmental hygienists and others as required to respond to the circumstances of the
outbreak.

In addition to the outbreak control squads, the public health team will increase infection prevention
and control activities in relation to COVID-19, including a workforce of infection control outreach
nurses employed to focus on both infection prevention and control preparedness in high risk settings.

The squads will work within each OMT.

Pre-deployment briefing

A pre-deployment briefing must take place that provides a situation update on cases and contacts,
and information on the setting to date. Roles and responsibilities are expected to be as follows but
must be confirmed before deployment:

Roles and responsibilities

A squad may be deployed involving as few as two persons, and potentially a wider number of the
roles below.

Squad member Roles and responsibilities
Outbreak Squad coordinator Management of the squad
Logistics

Health and Safety

Case and contact management | Interview cases and identified close contacts

Contact management

Intelligence Data collection and analysis to inform to inform outbreak
characterisation and ascertain transmission dynamics

Infection control outreach Review infection control plans and procedures in place

nurse On the ground inspection of facility adherence to infection control

guidance

Review of PPE use and staff donning/doffing procedures if
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relevant

Make recommendations for improved infection control, e.g.
physical barriers and cohorting

Environmental Health Officer

Advise on site set up, systems, environmental cleaning

Emergency Management
Officer

Assess support and relief needs

Links to Local services, support and trusted networks

Mobile testing unit

Testing of facility staff/residents if appropriate

Informing the outbreak setting of squad deployment

The Outbreak Squad Coordinator will contact the identified outbreak setting manager/liaison and
inform them of the planned deployment of the outbreak control squad to their location. An explanation
should be given outlining the reason for the activation and deployment, the legislative environment
that supports these activities, an explanation of what the squad intends to do on site, and what the
objective is of the visit. Their full cooperation, support and assistance should be sought.

Documentation

The following should be documented by the Outbreak Squad Coordinator and provided to the
Outbreak Management Team to form a section of the outbreak report:

Rationale and decision to stand up outbreak control squad;

Composition of squad including presence of authorised officer (AO);

Date(s) squad deployed to outbreak site;
Form for site assessment — site report
e Case and contact management

¢ Physical distancing

e Infection control processes

e Environmental measures including cleaning

e Data collection

Recommendations from site visit

OHS requirements for site visits, including travel arrangements
Records management processes
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e Genomic data requests

e Genomic reports

Information delineated from genomic investigation will be shared with the department for integration
with epidemiological data and use in public health control of COVID-19 under the Public Health and
Wellbeing Act 2008. Further dissemination, reporting or publication of genomic or epidemiological
data will only be performed in collaboration with the department. No data to come from genomic
investigation under this project will be shared with external parties without the written permission of
the department. The department retains the right to veto publication of genomic information obtained
through this project.
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template

Purpose

[Insert general purpose and statement relating to use of the report in OMT meetings]

Governance

Outbreak Management team

DHS.0001.0003.0074

Functional
role

Name:

Mobile No:

Email:

Outbreak Lead

Case and
Contact Lead

Epidemiology
Lead

Joint
Intelligence
Lead

Communicatio
ns and Media
Lead

Outbreak
Squad
Coordinator

DHHS Agency
Commander

Administrative
Support
Officer

Outbreak Management Team meeting dates

Situation

[Insert overview of the situation]
Epidemiological and clinical investigation

COVID-19 in Victoria

[Insert background epidemiology]

Epicurve

[Insert epidemiology curve. Include at least one incubation period before first confirmed/suspected

outbreak case]

[Consider inserting timeline for each case — example for a legionella outbreak is included here]
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Figure X [EXAMPLE]: Onset date and incubation period for confirmed and probable cases.
Melbourne CBD legionellosis outbreak, as at 5pm 15 May 2017.

Week date (Sun-5at)

12/03/2017 19/03/2017 26/03/2017 2/04/2017 9,/04/2017 16/04/2017 23/04/2017
0 ) )
1
2
= 3
X
£ 4
H
g o
w
d s
7
8 +
. Incubation period 4 Onset date Disinfection A1 .Western CBD exposure

Case definitions

Current department case definition
[Include current departmental general case definitions for confirmed cases and testing criteria]

Outbreak case definitions

Confirmed case — outbreak

[Agree a confirmed case definition for the outbreak that incorporates person, place and time]

Suspected case — outbreak

[Agree a suspected case definition for the outbreak that incorporates person, place and time]

Person under investigation — outbreak

[Agree a description of a person under investigation for the outbreak that incorporates person, place
and time]

Rejected case

[Insert relevant criteria based on epidemiological, clinical and/or laboratory evidence]

Case follow-up

[Describe case follow-up procedures for both business hours and after hours follow-up

Case finding

[Describe active case finding activities]
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Case summary

Total confirmed cases
Sex distribution

| Age (median, range)
Date of first notification
Date of first symptom onset
Total hospitalisations
Current hospitalisations
Total ICU admissions
Current ICU admissions
Deaths

Line list

[Include a line list of each case — can be an attachment if necessary]

Environmental investigation

[Include details of any relevant environmental investigations — eg activities at a given setting, abattoir]

Hypothesis

[Develop a hypothesis for the outbreak that can be tested using epidemiological analysis if necessary]

Control measures

[Describe any control measures taken]

Stakeholder mapping
[List identified stakeholders]

Risk communication

Key events

[Include information on internal communication, including briefings and communication with the
Minister’s Officer. Detail when media releases and press conference are released/take place]

Escalation point Date of escalation

Deputy Public Health Commander CCOM
Public Health Commander

State Controller-Health

Chief Health Officer

Minister’s Office

Communication with exposed settings

[Add dates and details of any communication with workplace/health facility/aged care facility/school
etc.]
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Chief Health Officer Alert

[Link to CHO alert if developed and issued]

Key messages — health professionals

[Develop and record key messages]

Key messages — general public

Develop and record key messages]
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Outbreak Management Team meeting actions list

Action

Due date

Responsible person

Timeline of outbreak

Date

Action
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Appendix 4 — Initial Outbreak Management

Team Agenda

Step

Responsible

Welcome and introductions

Outbreak Lead

Overall situation report,

- confirmation of cases and current epidemiological
information

- proposed case definition for the outbreak in time,
person, place

Epidemiology Lead

Case and contact management actions to date

Case & Contact Management Lead

Risk assessment to determine:
- Further information required regarding cases?
o Expedite genomics if required
- Further information required regarding contacts?
o Broaden or change definition?

- Further information required regarding exposure
site/s?

o Site maps

o Rosters

o Sampling

o Plans and procedures

o Infection control/hygiene/social
distancing plans

o Critical/essential service
o Workplace demographics

- Whether site visit is necessary at one or more
sites by an outbreak squad?

All — a decision about the composition
of the Outbreak Squad.

Hypothesis for transmission

All — guided by Epidemiology Lead

Control measures
- Isolation of cases
- Quarantining of close contacts
- Environmental measures in place
- Setting closure considered

- Active case finding strategy discussed (including
screening)
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- Sector specific responses

Support and Relief requirements DHHS Agency Commander
Identification of relevant stakeholders and agencies to Outbreak Lead supported by Joint
contact/seek details for Intelligence Lead and other members

- Government — internal and external
- Industry

- Regulators

- Unions

- Media

- Exposure sites

Risk communication Epidemiology Lead

- Agree reporting requirements, including outbreak | Communications and Media Lead
reports, TRIM file etc

- Media and communications plan and immediate
requirements. (including briefing the facility if
decision made to name in the media)

- Ensure that representatives from relevant
areas brief up to their Ministers as
appropriate

Actions and agreed timelines Outbreak Lead
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Appendix 5 — Health Services and Outbreaks

Health Services potential roles in outbreaks

¢ Mobile testing and referral of COVID suspected and positive individuals

¢ On-site testing and referral of suspected or confirmed cases and contacts (in particular where
large scale testing is required as part of outbreak investigations or upstream contact-tracing)

¢ Provision of specialist clinicians (ID consultants and nurses) to support outbreak control squad
e Community support including:
— Links and referrals to health and community services; and
— Long term follow-up of COVID positive individuals, including health and psychosocial support
e Communications support for affected communities and organisations — for example
— Cultural liaison or support workers
— Interpreting services
e Support contact tracing where required by DHHS (potentially within emergency health command)

e Provision of clinical decision making and specialist support as required for the COVID and non-
COVID clinical needs of residents in residential aged care or other residential facilities.

¢ Mental health and psychosocial support for those impacted by protracted quarantine requirements

« Provision of clinical advice to sites impacted by outbreaks, such as schools, business, residential
facilities.
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Background

Coronavirus disease 2019 (COVID-19) was first identified in Wuhan City, Hubei Province, China in
December 2019. Updated epidemiological information is available from the World Health Organization
(WHO) and other sources. Current information on COVID-19 is summarised in a section at the end of
this guideline entitled ‘The disease’.

These guidelines and a range of other resources for health services and general practitioners can be
found at the department’s Coronavirus disease (COVID-19) website
<https://www.dhhs.vic.gov.au/novelcoronavirus>.

A hotline is available for the general public who have questions or concerns — 1800 675 398.

Public health response objectives

This situation has evolved rapidly since the start of this year with new clinical and epidemiological
information. Following the declaration of a State of Emergency in Victoria on Monday 16 March and
subsequent Directions, the Department of Health and Human Services’ (the department) public health
response has now transitioned from the Initial Containment stage (which encompassed an inclusive
approach to identifying cases and a precautionary approach to the management of cases and contacts),
to the Targeted Action stage, with implementation of physical distancing measures and shutdowns of
non-essential services to slow disease transmission, prioritisation of diagnostic testing to critical risk
groups, and adoption of sustainable strategies and models of care.

The overall objectives of the public health response are to:

1.  Reduce the morbidity and mortality associated with COVID-19 infection through an organised
response that focuses on containment of infection.

2. Rapidly identify, isolate and treat cases, to reduce transmission to contacts, including health care,
household and community contacts.

3. Characterise the clinical and epidemiological features of cases in order to adjust required control
measures in a proportionate manner.

4. Minimise risk of transmission in healthcare and residential aged care environments, including
minimising transmission to healthcare and residential aged care workers.

5. Respond rapidly to contain outbreaks through enhanced outbreak response activities.
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Checklist for general practitioners

The following actions should be undertaken when a patient presents to a general practice or community
health service who may be a case of COVID-19:

1.
2.
3.

10.

11.

Provide a single-use surgical mask for the patient to put on.
Isolate the patient in a single room with the door closed.

Any person entering the room should don droplet and contact precautions personal protective
equipment (single-use surgical mask, eye protection, gown and gloves).

Conduct a medical assessment, and focus on:

a) the date of onset of illness and especially whether there are symptoms or signs of pneumonia

b) contact with confirmed cases of COVID-19

c) precise travel history and occupation

d) history of contact with sick travellers or other people or overseas health care facilities

e) work or residence in an at-risk setting for transmission

f)  residence in a geographically localised area with elevated risk of community transmission, as
defined by the department.

Determine:

(a) Does the patient need testing for COVID-19? Refer to Who should be tested for COVID-19

(b) Does the patient require further assessment in an emergency department? Where there is
suspicion of pneumonia or the patient is quite unwell, a suspected case of COVID-19 should be
tested and managed in hospital.

(c) If further assessment is required, how will the patient be transferred?

The department no longer needs to be notified about suspected cases (only confirmed
cases).

If the patient is not tested — advise them to stay at home until their acute symptoms (including
fever) have resolved and they feel well.

If a suspected case of COVID-19 is unwell enough to require ambulance transfer to hospital, call
Triple Zero (000) in the normal manner but advise that the patient may have suspected COVID-19
infection. Ambulance transfers do not need to be approved by the department. Where there is no
clinical need for ambulance transfer, alternative means of transport should be used including private
car driven by the case or an existing close contact (not bus, taxi or Uber).

Remember to provide a surgical face mask for the patient and driver if being transferred to an
emergency department by any means.

If a patient is tested in the community by a general practitioner, the general practitioner should
undertake testing as indicated in this guide. Ensure arrangements are in place for contacting the
patient with the test result — this is the responsibility of the general practitioner.

Adyvise a suspected case they must self-isolate at home, and provide a factsheet for suspected
cases from the department’'s COVID-19 website.

Undertake cleaning and disinfection of the room as detailed in the COVID-19 infection prevention
and control guidelines available on the department’s website <https://www.dhhs.vic.gov.au/health-
services-and-general-practitioners-coronavirus-disease-covid-19>.

When the test result is available:

a) |If the test is negative for COVID-19 provide the negative result from the laboratory to the
patient and manage any other cause of illness you have assessed as requiring treatment.
Symptomatic patients should stay home until their acute symptoms have resolved and they feel
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well. Consider advising the patient in the normal manner that admission to hospital and further
testing may be required if they deteriorate.

b) If the test is positive for COVID-19, call the department on 1300 651 160 to confirm that the
department is aware of the result and agree on next steps for management of the patient.

Checklist for health services

The following actions should be undertaken when a patient presents to an emergency department or
urgent care centre who may be a suspected case of COVID-19:

1. Staff at triage points should wear personal protective equipment for droplet and contact precautions
(single-use surgical mask, eye protection, gown and gloves).

2. Triage high risk patients to a separate isolated waiting area away from low risk patients, staff and
general public.

3. Provide a single-use surgical mask for the patient to put on.
4. Isolate the patient in a single room with the door closed.

5. Any person entering the room should don droplet and contact precautions personal protective
equipment (single-use surgical mask, eye protection, gown and gloves).

6. Conduct a medical assessment, and focus on:
(a) the date of onset of iliness and especially whether there are symptoms or signs of pneumonia
(b) contact with confirmed cases of COVID-19
(c) precise travel history and occupation
(d) history of contact with sick travellers or other people or overseas health care facilities
(e) work or residence in an at-risk setting for transmission
(f) residence in a geographically localised area with elevated risk of community transmission, as
defined by the department.

7. Determine whether the patient fits the current criteria for testing. Refer to Who should be tested for
COVID-19

8. If admission is not required and the patient can return to the community:

a) for patients that do not fit the current criteria for testing for COVID-19 — advise the patient to
stay at home until their acute symptoms (including fever) have resolved and they feel well.

b) for patients that fit the current criteria for testing - the notifying clinician should advise the
patient to self-isolate at home (if not already) and minimise contact with other people. Provide
a factsheet for suspected cases from the department’s coronavirus disease (COVID-19) website
<https://www.dhhs.vic.gov.au/novel-coronavirus-suspected-case-what-you-need-know>

c) consider advising the patient in the normal manner that admission to hospital and further testing
may be required if they deteriorate

d) ensure arrangements are in place for the patient to be contacted with the test result — this
is the responsibility of the testing clinician and health service.

9. If admission is required:
a) maintain infection control precautions and actively consider taking multiple samples for testing
including from lower respiratory tract specimens.

10. When the test result is available:
a) if the test is positive for COVID-19, provide the result to the patient. The health service
infectious diseases lead, or senior clinician should call the department on 1300 651 160 to
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confirm that the department is aware of the result and to provide any additional clinical
information.

if the test is negative for COVID-19, provide the negative result to the patient and manage any
other cause of illness you have assessed as requiring treatment.

consider advising the patient in the normal manner that admission to hospital and further testing
may be required if they deteriorate and no other cause is found.
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Who should be tested for COVID-197

People without symptoms should not be tested except in special circumstances as directed by
the department such as:

e as part of an outbreak investigation/response (active case finding)

e as part of department-led enhanced surveillance (to investigate how widespread COVID-19 is in
certain groups in the community).

¢ All close contacts and returned international travelers prior to the end of quarantine as directed by the
department.

Patients who meet the following clinical criteria should be tested:
Fever OR chills in the absence of an alternative diagnosis that explains the clinical presentation*
OR

Acute respiratory infection (e.g. cough, sore throat, shortness of breath, runny nose, anosmia or loss of
smell or loss of taste)

Additional testing note: testing is also recommended for people with new onset of other clinical
symptoms consistent with COVID-19** AND who are close contacts of a confirmed case of COVID-19;
who have returned from overseas in the past 14 days; or who are healthcare or aged care workers

*Clinical discretion applies including consideration of the potential for co-infection (e.g. concurrent
infection with SARS-CoV-2 and influenza)
**headache, myalgia, stuffy nose, nausea, vomiting, diarrhoea

Confirmed case:

A person who tests positive to a validated SARS-CoV-2 nucleic acid test;

OR

has the virus isolated in cell culture, with PCR confirmation using a validated method;
OR

undergoes a seroconversion to or has a significant rise in SARS-CoV-2 neutralising or IgG antibody level
(i.e. four-fold or greater rise in titre).

Probable case:

A person who has detection of SARS-CoV-2 neutralising or IgG antibody AND has had a compatible
clinical illness AND meets on or more of the epidemiological criteria outlined in the additional testing note
above.

Only confirmed and probable cases need to be notified to the department. Notify the department
of confirmed cases as soon as practicable by calling 1300 651 160, 24 hours a day.

General comments:
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e All patients being tested for COVID-19 should home isolate until test results are available. All
patients should attend an emergency department if clinical deterioration occurs.

Serological testing

Serology tests detect the presence of antibodies (IgA/IgM/IgG) produced against the SARS-CoV-2 virus,
the cause of COVID-19 infection. Once an individual is infected with the SARS-CoV-2 virus, a detectable
(IgG) antibody response usually takes between 7 and 21 days to develop (Figure 1). The timing, strength
and duration of the response vary between individuals.

Figure 1: The antibody response to a SARS-CoV-2 (COVID-19) infection over time. Reproduced with the
permission of the Royal College of Pathologists of Australasia.
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Currently, based on the limited sensitivity of the available serology tests in early COVID-19 infection,
serology does not have a role in the acute diagnosis of COVID-19 cases. Reverse Transcriptase
Polymerase Chain Reaction (RT-PCR) done on respiratory samples is the best approach to diagnosis of
acute cases (see below). In addition, the very low prevalence of COVID-19 disease within the community
makes an accurate distinction between true positive serology tests and false positive tests very
challenging with the serology tests currently available. However, in limited circumstances, serology may
have a role to supplement RT-PCR testing in confirmation of recent exposure to COVID-19 infection as
per the current case definition.

Further, it is recognised that serology has a potential role in supporting public health measures such as
contact tracing, outbreak management and case finding (e.g. identifying the missing link in cluster

analysis), and population surveillance testing (e.g. assessing the seroprevalence of COVID-19 infection,
and assist in providing an estimate of the extent of undiagnosed COVID-19 infection in the community).

Decisions concerning the collection of samples for serology should be made in response to clinical and
public health imperatives, and in consultation with the Department of Health and Human Services. If
serological testing is deemed indicated or requested serum can be collected from people with
positive RT-PCR respiratory samples for assessment of COVID-19 serology. If a sample is collected
early in the disease course and returns a negative result, then a repeat serum sample should be
collected 14 or more days after onset of iliness and marked as ‘convalescent sera’ for paired
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analysis. If no acute sample was collected, sera collected 14 or more days after symptom onset may
also be tested. For contacts of a confirmed case, paired sera collected 4 weeks apart could be useful.
These samples should be forwarded to the Victorian Infectious Diseases Reference Laboratory
(VIDRL) for storage and confirmatory testing. Note that the current Australian case definition
requires an antibody rise between paired sera to define a COVID-19 case, and deems
demonstration of SARS-CoV-2 antibody in a single sample to be only a probable case.

Additional studies are needed to determine a correlate of protection (i.e. which antibodies, and what
levels of these antibodies correlate with protective immunity).

Deaths

If there is a suspicion that a deceased person may have had undiagnosed COVID-19, including on
request of paramedics or other first responders, an oropharyngeal and deep nasal swab for COVID-19
PCR testing should be taken, with the consent of the family.

In a community setting, swabs should be performed by the medical practitioner certifying death. The
testing medical practitioner should ensure that the results are given to the family, funeral director and any
relevant first responders — if negative, this will enable less restrictive funeral practices. Positive test
results must also be notified to the department on 1300 651 160, 24 hours a day, to ensure contact
tracing occurs

Definition of close contact

For the purposes of testing, the department advises a precautionary understanding of close contact. In
keeping with definitions of close contact developed in other jurisdictions, close contact means greater
than 15 minutes face-to-face, cumulative, or the sharing of a closed space for more than two hours, with
a confirmed case during their infectious period without recommended personal protective equipment
(PPE). Recommended PPE includes droplet and contact precautions.

Contact needs to have occurred during the period of 48 hours prior to onset of symptoms in the
confirmed case until the confirmed case is no longer considered infectious to be deemed close contact.

Examples of close contact include:

¢ living in the same household or household-like setting (for example, a boarding school or hostel)

e direct contact with the body fluids or laboratory specimens of a confirmed case without recommended
PPE (droplet and contact precautions)

e a person who spent two hours or longer in the same room (such as a GP clinic or ED waiting room, a
school classroom; an aged care facility)

e a person in the same hospital room when an aerosol generating procedure (AGP) is undertaken on
the case, without recommended PPE for an AGP (airborne and contact precautions)

¢ Aircraft passengers who were seated in the same row as the case, or in the two rows in front or two
rows behind a confirmed COVID-19 case.

e For aircraft crew exposed to a confirmed case, a case-by-case risk assessment should be conducted
by the airline to identify which crew member(s) should be managed as close contacts. This will
include:

- Proximity of crew to confirmed case

- Duration of exposure to confirmed case

- Size of the compartment in which the crew member and confirmed case interacted

- Precautions taken, including PPE worn, when in close proximity to the confirmed case

- If an aircraft crew member is the COVID-19 case, contact tracing efforts should concentrate on
passengers seated in the area where the crew member was working during the flight and all of the
other members of the crew.
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¢ Close contacts on cruise ships can be difficult to identify, and a case-by-case risk assessment should
be conducted to identify which passengers and crew should be managed as close contacts.

e Face-to-face contact for more than 15 minutes with the case in any other setting not listed above.

Healthcare workers (HCWs) and other contacts who have taken recommended infection control
precautions, including the use of recommended PPE (droplet and contact precautions for the purposes
of this contact definition), while caring for a suspected or confirmed case of COVID-19 are not
considered to be close contacts.

If the case (source) is a healthcare worker and has worn a mask while infectious, a health service may
consider additional factors in determining who should be considered a close contacts. For example, if
two staff members interact (a case and a contact) and both are wearing a mask, this contact may not
necessarily constitute close contact. Additional factors that should be considered in this assessment
include the presence of symptoms in the case, the duration of contact and the distance between the
case and contact.
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Triaging and managing high risk patients on
arrival to hospital

A patient is considered high-risk for COVID-19 if:

e presenting with acute respiratory tract infection

e presenting with fever without another immediately apparent cause (e.g. UTI or cellulitis)
¢ they have travelled overseas and have onset of symptoms within 14 days of return

e they have been in close contact with a confirmed coronavirus (COVID-19) case with onset of
symptoms within 14 days

e they are a confirmed coronavirus (COVID-19) case (this includes healthcare workers who are known
confirmed cases and are attending for clearance testing to determine when they can return to work).

Patient transfer and destination health service
The following is advice on where patients should be managed:

e patients should be assessed and managed by the health service they present to

e transport of patients to other facilities should be avoided unless medically necessary

e ambulance transfer should be reserved for cases where there is clinical need; alternative means of
transport should be used for other cases including a private car driven by the case or an existing
close contact (not bus, taxi or Uber).

e suspected or confirmed cases in the community who require assessment or admission at a hospital
should be seen and assessed at the nearest emergency department

Arrival to hospital and triage

Upon arrival to the emergency department, patients assessed as high-risk should be triaged to a
separate isolated section of the waiting area, away from the general public and provided with a surgical
mask. Assessment centres can support the management of high-risk patients if they are in place at the
health service. All staff at triage points and assessment centres should be wearing PPE required for
suspected or confirmed cases of coronavirus (COVID-19).

Ambulance triage

Patients assessed as high-risk and arriving by ambulance should be triaged to an isolated section of the
waiting area away from the general public and be provided with a surgical mask as appropriate. For
patients who cannot go to the waiting area (for example, stretcher, ongoing clinical care), they should
remain in the ambulance vehicle until their triage and cubicle allocation is completed. Once allocated, the
patient should move directly from the ambulance to the cubicle, and not stop in the corridors.

Emergency department admissions

A dedicated floor plan should be established that clearly designates areas assigned for high-risk patients
within the emergency department. If able, rostering of staff to these areas to support the separation and
resourceful use of PPEs should be considered. For staff working directly in the area of suspected or
confirmed cases of coronavirus (COVID-19), PPE should be worn accordingly. Designated areas for
donning and removing PPE should be in place.
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Patient transfers

Should high-risk patients need to be moved outside of the initial isolation section, they should be
transferred using a route that minimises contact with the general hospital population including clinicians
(for example, dedicated lift service, external path). Staff involved in patient transfer should wear PPE
required for suspected or confirmed cases of coronavirus (COVID-19). Physical distancing rules apply
during all stages of the transfer.

Case management

Assessment and management of patients for COVID-19 testing
A checklist above indicates key actions for the assessment of patients for testing.

Victorian health services and general practitioners are only required to notify the department of
confirmed cases.

The medical assessment of the patient should focus on the following:

e the date of onset of iliness and especially whether there are symptoms or signs of pneumonia.
contact with confirmed cases of COVID-19

precise travel history and occupation

history of contact with sick travellers or other people or overseas healthcare facilities

e work or residence in an at-risk setting for transmission.

People who were symptomatic at the time of testing for COVID-19 and are awaiting results of testing
should be isolated until COVID-19 is excluded. If their test is negative, they should continue to self-
isolate until the acute symptoms have resolved and they feel well.

People who were asymptomatic at the time of testing for COVID-19 and are awaiting results of tests are
not required to self-isolate unless they develop symptoms OR are advised otherwise by the department.

People who are tested for COVID-19 during a period of quarantine and who receive a negative result
must continue to quarantine until they have completed the required period of quarantine as directed by
the department.

People meeting testing criteria who are not tested for COVID-19 or any other infectious disease should
self-isolate until the acute symptoms have resolved and they feel well.

Further information is available for healthcare services managing healthcare workers with
suspected or confirmed COVID-19 in the section Healthcare services — management of healthcare
workers with suspected or confirmed COVID-19.

Exclusion of COVID-19

For patients with fever or respiratory tract infection who are not hospitalised, a single negative
oropharyngeal and deep nasal swab (plus sputum if possible) is sufficient to exclude COVID-19 infection.

Repeat testing (especially of lower respiratory tract specimens) in clinically compatible cases should be
performed if initial results are negative and there remains a high index of suspicion of infection. In unwell
patients, consideration should also be given to a respiratory virus panel test, especially if the first COVID-
19 test is negative.

Clearance testing of all close contacts is recommended at Day 11 of quarantine, as directed by the
department.
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There is no strong evidence to support a required time interval between exclusion swabs or the need for
multiple practitioners performing the swab. Health services should apply discretion and consider the
need for this on a case by case basis.

A patient who developed symptoms while in self-quarantine, for example because of recent overseas
travel or contact with a confirmed case, who has then tested negative for COVID-19 should continue
their quarantine period but be considered for a second test if they deteriorate and require hospitalisation.

Outbreak definition

The department’s current definition of an outbreak of COVID-19 for the purposes of outbreak
management is:

¢ A single confirmed case of COVID-19 in a resident, staff member or frequent attendee of residential
and aged care facilities (RACF), OR

e Two or more epidemiologically linked cases outside of a household with symptom onset within 14
days.

Note: Transmission within one household does not constitute an outbreak but will become part of an
outbreak response if linked to a high priority setting. Also, in some circumstances, the department may
identify other settings that are sensitive and where a single confirmed case will trigger an outbreak
response. Relevant parties will be informed if this occurs.

Determining whether a person is a frequent or infrequent visitor may be based on frequency of visits,
time spent in the setting, and number of contacts within the setting.

PCR positive tests in asymptomatic or pre-symptomatic persons

The department may undertake enhanced testing of asymptomatic people in the community (that is, not
in an outbreak setting). This may identify asymptomatic or pre-symptomatic PCR positive cases. The
following steps should be taken:

e Isolate the case while investigations are underway

o Confirm the interpretation of the test in close liaison with the laboratory.

¢ Undertake a thorough investigation of the past 4-6 weeks to determine if the individual has recently
had clinically compatible symptoms.

e If historical symptoms are identified, then for the purposes of contact tracing, the duration of
infectivity is regarded as commencing 48 hours prior to symptom onset.

¢ If no historical symptoms are identified, then for the purposes of contact tracing, the case is
considered to have been infectious for 48 hours from the initial positive test.

e Follow the case prospectively for 10 days from the initial test, where feasible, to determine if
symptoms develop. If symptoms develop, the case is considered to have been pre-symptomatic and
the case and contacts should be managed according to the time of symptom onset.

Note: any test that is reported by a lab as having detected SARS-CoV-2 on PCR will be treated as a
positive, regardless of repeat testing of the sample at a separate lab or further swabs. Clinicians are
requested NOT to suggest to patients that a test may be a false positive unless this has been directed by
the lab. Such information compromises public health action.

Clinical management of confirmed cases
This is at the discretion of the treating team and at the present time is supportive care only.

Admission to hospital should occur when medically necessary or when directed by the department in
order to reduce the risk of transmission or facilitate testing for clearance, such as if the case resides in a
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communal environment. Emerging information suggests COVID-19 may be associated with a delayed
deterioration in clinical status in some cases.

Interim clinical guidelines for the management of patients with COVID-19 have been released by the
following peak professional bodies:

e The Australasian Society for Infectious Diseases (ASID)

e The Australian and New Zealand Intensive Care Society (ANZICS)

Further advice on clinical management is available from:

e WHO
e National COVID-19 Clinical Evidence Taskforce: <https://covid19evidence.net.au/>

e Cochrane Library: Coronavirus (COVID-19): <https://www.cochranelibrary.com/covid-19>

Persons not requiring hospitalisation who have confirmed COVID-19 can be managed at home. The
United States Centers for Disease Control and Prevention (USCDC) has developed principles for such
home care management at_htips://www.cdc.gov/coronavirus/COVID-19/guidance-home-care.html.

Education

Cases should be educated about the nature of the illness, importance of isolation and infection control
measures that prevent the transmission of COVID-19. A fact sheet for confirmed cases is available on
the department’s website. Household contacts should be given the close contacts fact sheet.

Criteria for inpatient discharge
A confirmed case may be discharged from hospital if the following criteria are met:

e asenior member of the treating team (or appropriate consulting team) has determined the patient is
clinically improved and well enough to be managed in the community, and

e appropriate infection control measures can be implemented in the community or household setting to
ensure risk to other household members can be managed, and

¢ the department is notified about the pending discharge

Consideration should be given for the requirement to be PCR negative on at least two consecutive
respiratory specimens collected at least 24 hours apart and at least 7 days after symptom onset, prior to
patients going into an at-risk setting. This can be discussed with the department on a case-by-case
basis if required.

A confirmed case in the home must remain in isolation until criteria for release from isolation are met.

Release from isolation of a confirmed case

The following information details the circumstances under which confirmed and probable cases can be
released from isolation. Cases can be released from isolation if they meet the appropriate criteria in
either point 1, 2, or 3 — whichever is applicable. Significantly immunocompromised cases can be
released from isolation if they meet the appropriate criteria in point 1, 2, or 3 and the additional criterion
in point 4.

Healthcare workers and workers in aged care facilities who meet the above criteria can be released from
isolation and do not require further testing to return to work or an at-risk setting.

1. Confirmed cases who are asymptomatic.

The case can be released from isolation if at least 10 days have passed since the first respiratory
specimen positive for SARS-CoV-2 by PCR was taken and no symptoms have developed during this
period.
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2. Confirmed or probable cases with mild iliness who did not require hospitalisation.
The case can be released from isolation if they meet all of the following criteria:
e atleast 10 days have passed since the onset of symptoms; and

e there has been resolution of all symptoms of the acute illness for the previous 72 hours'-23

3. Confirmed or probable cases with more severe illness who have been in hospital.
a. Confirmed and probable cases clinically ready for hospital discharge.

If the case is ready clinically for hospital discharge then they can be discharged to isolation at home or
another facility.

The case can be released from home isolation if they meet all of the following criteria:
e atleast 10 days have passed since hospital discharge; and

e there has been resolution of all symptoms of the acute illness for the previous 72 hours'-23

b. Confirmed and probable cases who will be remaining in hospital.
A case that remains in hospital can be released from isolation if they meet all the following criteria:
e atleast 10 days have passed since the onset of symptoms; and
e there has been resolution of all symptoms of the acute illness for the previous 72 hours'23; and

¢ the case has had two consecutive respiratory specimens negative for SARS-CoV-2 by PCR
taken at least 24 hours apart at least 7 days from symptom onset.

4. Significantly immunocompromised persons.

In addition to meeting the appropriate criteria described in points 1, 2, or 3 above, persons who are
significantly immunocompromised and are identified as confirmed or probable cases must meet a higher
standard requiring additional assessment. They can be released from isolation when they meet the
following additional criterion:

e PCR negative* on at least two consecutive respiratory specimens collected at least 24 hours
apart at least 7 days after symptom onset®.

Notes:

Some people may have pre-existing illnesses with chronic respiratory signs or symptoms, such as
chronic cough. For these people, the treating medical practitioner should make an assessment as to
whether the signs and symptoms of COVID-19 have resolved.

2|f individuals have a persistent post-viral cough with negative test results, they are eligible for release
from isolation. If individuals with a persistent post-viral cough are persistently PCR positive, they can be
managed as per note 4 below.

3If a case who meets these criteria is additionally swabbed and tests positive, then the case can still be
released from isolation based on current evidence from the literature and Australian public health
experience that indicates these people are unlikely to be infectious.

4In lieu of PCR negative test results, results with high cycle threshold (Ct) values may also be used to
inform release from isolation for significantly immunocompromised persons, after discussion between the
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treating medical practitioner, the testing laboratory and public health. Viral culture, where available, may
also be considered.

5If the patient has a productive cough due to a pre-existing respiratory iliness or other ongoing lower
respiratory tract disease, then the sputum or other lower respiratory tract specimens must be PCR
negative for SARS-CoV-2. Otherwise upper respiratory tract specimens (deep nasal and oropharyngeal
swabs) must be PCR negative.

Routine PCR testing post-release from isolation is not recommended unless the person re-develops
clinical features consistent with COVID-19. If there is recrudescence of symptoms, the person should be
tested for SARS-CoV-2 and other relevant medical conditions and managed accordingly.

If a case is identified retrospectively through serology, clinical and public health judgement should be
used in determining case management and whether or not a case requires isolation. If the case had a
clinically compatible iliness some time ago, it may not be necessary to isolate. If isolation is required, the
case can be released from isolation when the appropriate criteria (above) is met.

Based on a review of current evidence, persons who fulfil the appropriate criteria above are not
considered to be infectious. Cases returning to a high risk setting can be released from isolation based
on the clinical criteria above and do not need to meet a higher standard or undergo additional
assessment before going into any high-risk settings. This includes persons returning to work in a health
care setting, living in a residential age care setting, or who regularly attend healthcare settings for any
other reason. Note that for patients who are being transferred to another ward or hospital, they should
remain in isolation with transmission-based precautions and appropriate PPE until the above criteria
(point 3) is met.

People who have recovered from COVID-19 and have been released from isolation based on the criteria
above do not require COVID-19 testing if they are hospitalised for a non-COVID-19 related condition.

Persons who have been released from isolation should adhere to hygiene and physical distancing
measures, as the extent of acquired immunity is unknown. If a recently recovered COVID-19 case
becomes a close contact of a confirmed or probable case, they do not need to self-quarantine again.
However, the recovered case should not attend high-risk settings (refer to Outbreak investigation and
management in high-risk settings for examples of settings) until 14 days after the last unprotected
contact with the confirmed case and should self-monitor for symptoms clinically consistent with COVID-
19. If symptoms reappear, they should immediately self-isolate and be retested for SARS-CoV-2. If the
recently recovered case is a household contact of a currently isolated case, particular care should be
taken with regards to consistent hand hygiene. If the recently recovered case needs medical attention,
they should follow the processes outlined in Medical care for quarantined individuals. As further evidence
becomes available on the duration of immunity, these recommendations may be amended.

Faecal sampling is not recommended as a standard test, however, it may be done for patients with
gastrointestinal symptoms. For cases who do have faecal samples tested, and remain persistently PCR
positive in these samples after all the release from isolation criteria (above) are met, further or extended
precautions and exclusions should be implemented on a case-by-case basis:

¢ All cases with diarrhoea should be advised not to prepare food for others until 48 hours after
symptoms have resolved.

e Cases who are employed in a role where there is an increased risk of onward transmission (e.g.
healthcare workers, restaurant workers and food handlers), should be excluded from work until 48
hours after any symptoms of diarrhoea have resolved.

e Cases with ongoing diarrhoea or faecal incontinence who may have limited capacity to maintain
standards of personal hygiene should be isolated until 48 hours after the resolution of these
symptoms.
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Patients do not require repeat testing until they are PCR negative in faecal samples. It is recommended
that people who remain persistently PCR positive in faecal samples use soap and water for hand
hygiene. If this is unavailable, alcohol hand gel should be used. Education emphasising the importance
of proper hand hygiene should be provided to all cases upon release from isolation.

The department will determine when a confirmed case no longer requires to be isolated in their own
home. Persons who have been released from isolation should still adhere to hygiene and physical
distancing measures, as the extent of acquired immunity is unknown.

Checklist of key actions for the department for confirmed cases

¢ Confirm the diagnosis with testing laboratory.

e Contact the treating team/GP to confirm that the confirmed case is isolated and agree the
management of the patient.

e Contact the confirmed case +/- parent/guardian (for cases under 18 years) to collect relevant social,
clinical and epidemiological information.

¢ Identify close contacts and recommend immediate quarantining of any close contacts.

¢ Identify any potential exposure sites and assess whether any further action is required.

¢ Undertake all public health response activities including risk communication and sharing of relevant
resources.

Checklist of key actions for the clinical team for confirmed cases

e If a patient is in the community at the time of diagnosis and if clinically necessary, the department will
organise with the nearest appropriate health service to admit the patient, in order for care to be
provided in hospital or via Hospital in the Home.

e For patients who do not require admission to hospital or Hospital in the Home, clinical teams only
need to provide patients with the initial feedback of their results, information and counselling and
usual advice to seek medical attention if their condition deteriorates. Clinical teams do not need to
routinely contact cases unless clinically appropriate.

¢ Notify the department on 1300 651 160 as soon as possible (within 24 hours) if a patient becomes
critically unwell, in the case of intensive care admission, or death.

e Commence list of all HCWs and visitors who enter the case’s room. (If the case is at home and being
visited by Hospital in the Home only a list of HCWs required.)

Advise HCWs who provide care for the case (even with appropriate use of PPE) to self-monitor for
symptoms of COVID-19 for 14 days after their last contact with the case.

Signage and triage of people presenting to health and other services

Diagnosis and management of COVID-19 must be undertaken by medical practitioners in accordance
with the current guidelines from the Victorian Department of Health and Human Services. This will occur
primarily in general practice and hospitals.

However, to reduce risks to service providers and detect people with COVID-19 risk factors, rapid pre-
assessment is indicated by a broader range of service providers prior to the provision of a service. This
pre-assessment may include enquiring about recent travel history and relevant symptoms. Only health-
care services who manage unwell patients (such as general practice, hospitals and ambulance services)
are expected to assess for symptoms.

For examples of posters that can be used, see the department’s website
<https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-covid-19>
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Contact management

The department will conduct contact tracing for confirmed cases in the community and will seek
assistance from a health service in relation to any contact tracing required for health service staff.

Close contacts

Self-quarantine
The following groups are now required to self-quarantine:

e Close contacts of confirmed cases until 14 days after last close contact with the confirmed case.

¢ As of midnight, 28 March 2020, all travellers arriving into Melbourne from overseas will be
quarantined for two weeks in hotel rooms and other accommodation facilities after submitting an
Isolation Declaration Card. Interstate travellers can return to their home states after fulfilling the
mandatory quarantine requirements.

Self-quarantine means remaining at home except in cases of medical emergency. This means a person
recommended to self-quarantine:

e must not visit public settings or mass gatherings.
e must not use public transport.
e must not attend settings like health services, residential aged care facilities or educational settings.

This requirement for people who are in quarantine not to attend health services, includes a requirement
that they do not attend a family member who is a confirmed case in a Victorian health service.

If a recently recovered COVID-19 case becomes a close contact of a confirmed or probable case, they
do not need to self-quarantine again.

Health services and GPs are not required to provide a certificate of medical clearance to those who have
completed the required 14 days self-quarantine.

Close contacts should not travel within Australia or internationally within the 14 days after last contact
with the infectious case.

Testing

All close contacts and international returned travelers will be tested prior to the end of their quarantine
period (generally at day 11). A negative test result will be required prior to the department issuing
clearance for a person to exit quarantine.

Identification of potential source (‘upstream’) contacts
A close contact may also be tested as part of potential source or ‘upstream’ contact tracing.

Where a confirmed case has no identified source of infection, potential source contact tracing of the ‘first
reported case’ (or in an outbreak, index case) should be undertaken. The aim is to identify potential
unrecognized chains of transmission, and may be particularly useful to identify the source of introduction
of disease in a setting where there is potential for rapid transmission (see section ‘Priority groups for
testing’). In such settings, potential source contact tracing whould be done for the ‘first reported case’ or
index case.
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Potential source contacts:

e are people who had close contact with the case during the time the case is likely to have acquired
the infection

e may be both close contacts and potential source contacts

e close contact will have occurred between 24 hours and 14 days (usually 5-7 days) before symptom
onset in the first reported case

¢ may be unidentified cases, so should be:

screened for possible symptoms

have their temperature measured

undergo PCR testing for SARS-CoV-2 infections

Considered for serological testing if well, and a validated serological assay is available

o if they test positive by PCR, clinical and public health judgement should be used to determine if they
are currently infectious

o if deemed to be infectious, should be managed as any other confirmed case, including rapid contact
tracing

e should be assessed as to whether they are likely to be:
- the primary case who infected the first reported case (index case in an outbreak)
- a secondary case infected by the first reported case
- a separate transmission chain.

Symptomatic close contacts

The approach to a symptomatic close contact requires an assessment by a treating clinician. The next
steps depend on whether a treating clinician has identified the patient as having a non-infectious cause,
a likely non-respiratory infectious cause, or an acute respiratory illness.

For a symptomatic close contact during the 14-day quarantine period, the department will:

¢ Advise the close contact to attend a suitable general practice, emergency department or coronavirus
assessment centre for evaluation with a single-use face mask on and to identify themselves
immediately on arrival.

Where a close contact has an illness during the 14-day period of quarantine after the step above, the
treating clinician will:

e use a single room and appropriate PPE as for a suspected case

o test for COVID-19 and manage the person as a suspected case.

o If the test is positive, the person will be managed as a confirmed case. Notify the department.

Where the iliness is diagnosed as acute respiratory illness:

o if testing for COVID-19 is negative and the treating clinician has diagnosed an acute respiratory
illness or an iliness that is highly compatible with COVID-19, the close contact may then require a
subsequent test at a short period thereafter.

e if the second PCR test is also negative, another test may be conducted on day 14 of the quarantine
period.

o they will still need to be monitored for 14 days after their last contact with a confirmed or probable
COVID-19 case.

Where the illness is diagnosed as likely to be some other form of infection or is not an infection:
o If testing for COVID-19 is negative and the treating clinician has diagnosed some other infection or a

non-infectious cause, then the treating team should consider, in conjunction with an infectious
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disease specialist, whether testing of relevant specimens such as urine and faeces for COVID-19
might be of value or whether evidence is now clear for an alternative cause, including legionellosis.

e The close contact can be advised to continue to self-quarantine until a full 14 days have expired from
date of last close contact with confirmed case.

Checklist of key actions for the department for close contacts
For all close contacts the department will:

¢ Advise self-quarantine including restriction on travel until 14 days from the last contact with confirmed
case.

¢ Counsel close contacts about risk and awareness of potential symptoms.
e Provide a close contact fact sheet

¢ Make regular contact with the close contact to monitor for any symptoms, either through SMS, email
or telephone call.

o If after 14 days of quarantine (from the last contact with a confirmed case), the contact remains
asymptomatic, the individual is cleared and may cease quarantine.

e If a school or employer requests confirmation from the department that the quarantine period has
been met, the department will provide evidence with the consent of the individual.

Healthcare workers

HCWs and other contacts who have taken recommended infection control precautions, including the use
of recommended PPE, while caring for a confirmed case of COVID-19 are not considered to be close
contacts. However, they should be advised to self-monitor and if they develop symptoms consistent with
COVID-19 infection they should isolate themselves. See also Infection prevention and control.

Any healthcare workers who is unwell with a compatible illness should not attend work and should seek
appropriate medical care. All healthcare workers with fever or symptoms of acute respiratory infection
should be tested for COVID-19, as per the testing criteria.

Hospital workers currently must not enter or remain at a hospital in Victoria if:

¢ the person has been diagnosed with COVID-19, and has not yet met the criteria for discharge from
isolation OR

e if the person has travelled/arrived in Australia from any country in the past 14 days OR
¢ has had known contact with a person who is a confirmed COVID 19 case in the previous 14 days OR
e has a fever or symptoms of acute respiratory infection.

The current Directions and accompanying frequently asked questions can be viewed on the
department’s website at <https://www.dhhs.vic.gov.au/coronavirus>

Further criteria apply to healthcare workers who become confirmed cases before they can return to work
in healthcare settings (see section

Infection prevention and control

Consult the COVID-19 infection prevention and control guidelines available on the department’s website
<https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-covid-19>

This guidance covers issues including:
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e healthcare and non-healthcare sector

e standard, transmission, contact and airborne precautions
e personal protective equipment (PPE)

e environmental and equipment management

e care of the deceased.

Laboratory testing for COVID-19

A number of Victorian laboratories are undertaking testing for COVID-19 in Victorian patients. There is
significant pressure on supply of swabs and reagent kits for COVID-19 testing as well as laboratory
capacity.

e Use the current testing criteria to guide patient investigation
¢ Use only one swab when testing, unless testing for other respiratory viruses is indicated (for

example, multiplex PCR) and your local testing laboratory is unable to undertake this on the same
specimen. Contact your laboratory to clarify if an additional specimen needs to be collected.

Testing advice for clinicians in an outbreak setting

When any symptomatic patient presents for testing, all clinicians must ask if that patient has had
previous exposure to a known COVID-19 case within the past 14 days. If the patient confirms there has
been an exposure of that kind, and the outbreak definition is met (see Outbreak definition section), the
test sample is to be treated as an ‘outbreak sample’

Sample labelling — prioritisation

On request slips:

¢ Provide clinical details

e copy results to the patient’s treating physician

¢ include the patient's mobile number so that they can be contacted quickly.

To ensure all outbreak samples and other urgent priority samples are prioritised for testing in laboratories
please follow these instructions:

1. The outside of the sample bag/s must be clearly labelled with a red sticker and marked for
URGENT PRIORITY sample

2. The pathology slip must be clearly labelled with a red sticker and marked as URGENT PRIORITY
sample with the PRIORITY GROUP 1, 2 or 3. For example, Priority 1 - OUTBREAK to clearly
identify the reason why the sample is urgent. See below for list of priority groups.

3. The sample should be clearly labelled with the patients name and date of birth and marked as P1,
P2 or P3 to indicate the priority groups as below.

4. Samples should then be forwarded on for laboratory testing using normal processes.

This will ensure that certain samples are prioritised for testing in laboratories and results returned within
a 24 to 48-hour turnaround time. Labelling becomes particularly important for laboratories in time of high-
volume testing workloads.
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Samples from outbreaks will be processed at the Victorian Infectious Diseases Reference Laboratory
(VIDRL) at the Doherty Institute. Outbreak samples may be sent to your usual pathology provider who
will forward it on to VIDRL.

If an outbreak occurs within a healthcare setting which has capacity for on-site COVID-19 testing,
then the testing can be conducted at these laboratories with appropriate liaison with VIDRL as required.

Priority groups for testing

Current as of 19 May 2020.

The following samples are considered URGENT PRIORITY samples and are listed in priority order:
Priority 1 (P1) OUTBREAK
¢ including CLOSE CONTACT(s) OF CONFIRMED CASE

e people located in QUARANTINE HOTEL(s)

¢ SYMPTOMATIC resident or staff member of a known RACF OUTBREAK
Priority 2 (P2)
e SYMPTOMATIC HEALTH CARE WORKERS including AGED CARE WORKERS

e SYMPTOMATIC aged care residents and hospital patients.

Priority 3 (P3) OTHER ‘AT-RISK SETTINGS’

o for SYMPTOMATIC people identified to be from other ‘at-risk’ settings as determined by the referring
clinician.

Clinicians may determine other ‘AT-RISK’ SETTINGS to be:

e Prison/Justice settings (correctional facilities, detention centres)
e Aboriginal rural and remote communities

e Accommodation with shared facilities

e Defence force operational settings

e Boarding schools

e Other group residential settings (eg. disability)

e Schools

e Childcare centres

¢ Remote industrial sites with accommodation (e.g. mine sites)

e Certain high-risk work sites where workers are unable to undertake physical distancing or where
outbreaks have been identified in the past:

- Meat processing or other manufacturing plants

- Restaurants/industrial kitchens

- Workplaces with highly casualised workforces (who may be less likely to report symptoms)
- Critical infrastructure dependent workplaces — such as electricity worker

Specimens for testing

Guidance from the Public Health laboratory Network on laboratory testing for SARS-CoV-2 can be found
at <https://www1.health.gov.au/internet/main/publishing.nsf/content/Publications-13>

For initial diagnostic testing for COVID-19, the department recommends collection of the following
samples:
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1. upper respiratory tract specimens.
2. lower respiratory tract specimens (if possible).

3. serum, where possible (to be stored for later analysis at VIDRL).

Respiratory specimens

Collection of upper respiratory specimens is recommended for all patients — these would be
oropharyngeal and deep nasal to optimise the chances of virus detection. In addition, lower respiratory
specimens (sputum, if possible) are recommended for patients with a productive cough. For PPE
recommendations, see .Coronavirus disease 2019 (COVID-19) infection prevention and control
quideline, available on the department’s website.

If the patient has severe symptoms suggestive of pneumonia, for example, fever and breathing difficulty,
or frequent, severe or productive coughing episodes then airborne and contact precautions should be
observed. This means that a P2 respirator must be used instead of a single-use surgical mask.

Patients with symptoms suggestive of pneumonia should be managed in hospital, and sample collection
conducted in a negative pressure room, if available. If referral to hospital for specimen collection is not
possible, specimens should be collected in a single room. The door should be closed during specimen
collection and the room left vacant for at least 30 minutes afterwards (cleaning can be performed during
this time by a person wearing PPE for airborne and contact precautions).

Serum and other specimens
See section on serology testing (above)

The department is continuously reviewing whether there is a requirement for other specimens such as
stool or urine to be sent to VIDRL. At the current time this is not routinely recommended in cases of
respiratory iliness. A stool specimen may be recommended by the department to provide additional
reassurance before a confirmed case is released from isolation.

Specimen collection and transport

Preparation for specimen collection

e Obtain the following equipment:

- Personal protective equipment (PPE). For PPE recommendations, see Coronavirus disease 2019
(COVID-19) Infection Prevention and Control guidelines on the department’s website.

- A single swab for oropharynx and deep nasal sampling (one swab per patient only — unless your
laboratory requires a second swab for other respiratory virus testing).

Sampling both the oropharynx and deep nose is recommended to optimise the chances of virus
detection; both sites should be sampled with a single swab

e Use a swab with a synthetic tip (e.g. Dacron® or Rayon; flocked preferred) and aluminium or plastic
shaft. Do not use calcium alginate swabs or swabs with wooden shafts, as they may contain
substances that inactivate some viruses and inhibit PCR testing

e Swabs should be placed in transport medium, which may be viral transport medium (VTM) or Liquid
Amies

o Label tube appropriately (patient’s ID number, specimen type and swab date). Request slips should
include clinical details identifying high-risk patients and healthcare workers.
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Specimen collection process

Upper respiratory tract

Collection of upper respiratory specimens (that is, deep nasal and oropharyngeal samples) can be
performed using droplet and contact precautions.

26

Perform hand hygiene before donning gown, gloves, eye protection and single-use surgical mask.
See How to put on and take off your PPE poster on the department’s website
<https://www.dhhs.vic.gov.au/how-put-and-take-your-ppe>.

Stand slightly to one side of the patient to reduce exposure to respiratory secretions should the
patient cough or sneeze.

Swab the oropharynx (throat) first: swab tonsillar beds and the back of the throat, avoiding the tongue
(see figure 1).

Using the same swab, sample the deep nasal area (see figure 2):

- using a pencil grip and while gently rotating the swab, insert the tip 2—3 cm (or until resistance is
met), into the nostril, parallel to the palate, to absorb mucoid secretion.

- rotate the swab several times against the nasal wall.

- withdraw the swab and repeat the process in the other nostril. To conserve swabs the same swab
that has been used to sample the oropharynx should be utilised for nasal sampling

Place the swab(s) back into the accompanying transport medium. Avoid repeated freezing and

thawing of specimens.

At the completion of the specimen collection process, remove all PPE and perform hand hygiene after
removing gloves and when all PPE has been removed. See How to take off your PPE poster on the
department’s website <https://www.dhhs.vic.gov.au/how-put-and-take-your-ppe>.

Clean room after sample collection -droplet and contact precautions PPE must be worn when
cleaning the room. See the COVID-19 infection prevention and control guidelines available on the
department’s website <https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-
coronavirus-disease-covid-19> for further information. Note that, for droplet and contact precautions,
the room does not need to be left empty after sample collection.

Figure 1: Swabbing the oropharynx
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Figure 2: Swabbing the deep nose

Self-collected nasal and oropharyngeal swab

These are interim recommendations and may be subject to change as more information becomes
available and the epidemiology of the pandemic changes.

Self-collected nasal and throat swabs, taken under supervision and direct observation of a trained
healthcare worker (HCW), may be a viable option in the current COVID-19 outbreak in limited
circumstances.

The Department of Health and Human Services refers laboratories and collection services to the new
advice of the Therapeutic Goods Administration that the ‘use of self-collected samples for SARS-CoV-2
requires validation by the laboratory as an in-house VD (if the test kit being used isn't validated by the
manufacturer for use with these specimen types).” https://www.tga.gov.au/legal-supply-covid-19-test-kits
(date accessed 2/6/2020).

Therefore, a validated self-collected swab for SARS-CoV-2 testing should only be used provided
the following conditions are met:

o If self-collection of swabs is used, it should only be done under the supervision and direct
observation of a trained HCW to maximise control and quality assurance of the whole collection
process. Clear instructions are to be provided to the patient.

e The request form should identify that the specimen has been self-collected.

e If a person does not choose self-collection or does not feel comfortable about their ability to self-
collect, sampling should be performed by a trained HCW using PPE.

e A self-collected, combined deep nasal (deep from both nostrils) and oropharyngeal specimen is
collected using a single swab. The swab is then sent for polymerase chain reaction (PCR)
testing for the acute diagnosis of SARS-CoV-2 infection, in an accredited laboratory.

Note:

e Decisions concerning self-collection should be made in response to clinical and public health
imperatives with Public Health advice.

e Self-collected swabs are not appropriate for patients with severe symptoms or in hospital
settings (i.e. emergency departments and wards). In these situations, collection of a specimen
should be performed by a trained HCW using appropriate PPE.

e Self-collected swabs are also not appropriate in home environments and are not supported.

e Self-collection should only be offered to people over 18 years of age who are considered to have
the capability to perform the test correctly and safely.
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e Swabbing of infants and children should only be conducted by a trained HCW, not a parent or
carer.

Guiding documents on the use of self-collected swabs can be found at:

Public Health Laboratory Network — PHLN guidance on laboratory testing for SARS-CoV-2
https://www1.health.gov.au/internet/main/publishing.nsf/Content/Publications-13

Communicable Diseases Network Australia — COVID-19 SoNG
https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-novel-coronavirus.htm

Lower Respiratory tract

If possible, obtain lower respiratory tract specimens as they are likely to contain the highest virus loads,
based on experience with SARS and MERS coronaviruses

e Sputum — have the patient rinse the mouth with water and then expectorate deep cough sputum
directly into a sterile, leak-proof, screw-cap sputum collection cup or sterile dry container. Refrigerate
specimen at 2-8°C. If sending to Victorian Infectious Diseases Reference Laboratory (VIDRL), send
on an ice pack.

¢ Bronchoalveolar lavage, tracheal aspirate — collect 2-3 mL into a sterile, leak-proof, screw-cap
sputum collection cup or sterile dry container. Refrigerate specimen at 2-8°C - if sending to VIDRL,
use ice pack.

Blood
Blood (serum) for storage for serology at a later date:
e Children and adults: Collect 1 tube (5-10mL) of whole blood in a serum separator tube.

¢ Infant: A minimum of 1ml of whole blood is needed for testing paediatric patients. If possible, collect
1mL in a serum separator tube.

There are no special requirements for transport of samples. They can be transported as routine
diagnostic samples for testing (that is, Biological substance, Category B).

Referral of positive samples

All positive samples are to be labelled as “POSITIVE SAMPLE FOR STORAGE” and couriered to the
Victorian Infectious Diseases Reference Laboratory (VIDRL) for ongoing storage and genomics.

Handling of specimens within diagnostic laboratories

All diagnostic laboratories should follow appropriate biosafety practices, and testing on clinical
specimens, including for other respiratory viruses, should only be performed by adequately trained
scientific staff.

Current advice from the WHO is that respiratory samples for molecular testing should be handled at
Biosafety Level 2 (BSL2), with the USCDC recommending that the following procedures involving
manipulation of potentially infected specimens are performed at BSL2 within a class Il biosafety cabinet:

¢ aliquoting and/or diluting specimens

¢ inoculating bacterial or mycological culture media

¢ performing diagnostic tests that do not involve propagation of viral agents in vitro or in vivo
¢ nucleic acid extraction procedures involving potentially infected specimens

e preparation and chemical- or heat-fixing of smears for microscopic analysis.

28



DHS.5000.0106.5719

Indeterminate test results

Indeterminate test results have been reported from a number of Victorian laboratories. These are usually
samples that have had one gene detected in the assay but not both genes.

Indeterminate results may be referred to VIDRL for further testing, although these samples should be
considered as positive. Confirmatory testing may not be possible as the sample may already be low
titre and degradation due to processing may mean that VIDRL’s PCR may not be sufficiently sensitive to
offset loss of titre in the sample.

Cases with indeterminant results should be managed as confirmed cases. If the treating clinician feels
that the pre-test probability for COVID-19 is low, another sample may be collected for further testing. If
the second sample tests negative, the department will discuss the case with the treating doctor and the
testing laboratory to determine whether the case should continue to be managed as a confirmed case.
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Healthcare services — management of
healthcare workers with suspected or
confirmed COVID-19

Summary

This guidance outlines the roles and responsibilities of healthcare services in the event of a suspected or
confirmed case or suspected or confirmed outbreak of COVID-19 among staff (and/or patients). It is
primarily intended for use by hospitals but could be applied to other healthcare settings where
appropriate.

For the purposes of this guide, healthcare workers are defined as people in contact with patients or the
patient space. For example, doctors and nurses and cleaners who enter the patient’s room or cubicle
and frontline administrative staff would be included as healthcare workers. Staff who work in non-clinical
areas and who do not enter patient rooms are not included as healthcare workers for this purpose.

An outbreak is defined as two or more epidemiologically linked cases of COVID-19 with symptom onset
within 14 days. To be considered linked (and therefore constitute an outbreak), cases must be linked in
both time (symptom onset dates within 14 days) and place (a common geographical link, such as staff
who work in the same ward, patients who are cared for by the same staff member). However, even a
single confirmed case of COVID-19 in a sensitive setting such as a healthcare service requires
immediate control measures and the active involvement (resources permitting) of the Department of
Health and Human Services (the department).

Roles and responsibilities

Directions

The current State of Emergency in Victoria provides the Chief Health Officer with additional powers to
issue directions to help contain the spread of COVID-19 and keep Victorians safe. Hospital Visitor
Directions that restrict entry into hospitals to minimise the risk of spreading COVID-19 among hospital
patients and staff are currently in place. Please see the department’s website for the latest details.

Role of Department of Health and Human Services (the department)
The department will assist with:

e Performing a situation assessment and confirming the presence of an outbreak (if relevant).
¢ Notifying the employer if a staff member attended work while potentially infectious.

e Providing advice on measures to prevent further transmission in the workplace.

e Providing other specialist public health advice on other topics as needed.

e Conducting interviews with confirmed cases (or their next of kin or healthcare provider where
relevant) and contact tracing in parallel with and supported by the healthcare service’s investigation.

e Providing the healthcare service with a “Case and contact data spreadsheet template” to assist them
in collecting information about patients and staff who have been in close contact with a case.

¢ Consolidating information collected by the department with that obtained by the healthcare service.

¢ Information management of test results and clinical information of close contacts and confirmed
cases in the Public Health Events Surveillance System (PHESS).

e Making daily contact with cases (through SMS, email or telephone call) until they are judged to meet
release from isolation / return-to-work criteria
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Making regular contact with close contact(s) of the case (through SMS, email or telephone call) to
monitor for symptoms and advise on the need for testing, if relevant.

Determining when healthcare workers should be tested for return-to-work clearance in consultation
with the patient and their treating doctor. Testing should be arranged by the healthcare worker’'s
employer, the healthcare or aged care worker’s treating doctor, or at a coronavirus assessment
centre if testing by the treating doctor is not feasible. The patient should inform the department of
where they intend to be tested.

Follow-up of clearance testing results and determining when the return-to-work criteria have been
met

Provision of a letter (via email) to cases once they are judged to meet the return-to-work criteria that
the healthcare worker can provide to their employer.

Monitoring outbreaks.

Role of healthcare service

In the event of a confirmed case or confirmed outbreak involving a staff member or patient, the
healthcare service is responsible for the following:

Notifying the department immediately on 1300 651 160 (including after hours).

Nominating a staff member (usually the infection prevention and control lead) to be the point of
contact with the department.

In the event of a confirmed case or confirmed outbreak in a healthcare service (including among staff
members), it is the expectation that the healthcare service will perform a rapid assessment of risk in
the workplace and commence contact tracing functions where possible. Healthcare services should
also implement immediate infection prevention and control measures (as per the section on Control
of exposure risks to staff and patients).

Assess practices are aligned to policies and procedures in order to identify potential breaches and
shortfalls.

In the event that a healthcare worker has worked while infectious, it is the expectation that
healthcare services in which they worked perform thorough contact tracing of all patients, staff and
visitors who have been in close contact with the case during their infectious period. The healthcare
service should also inform these people that they have been in close contact with a case and provide
them with the necessary advice and information. While the healthcare service will need to identify all
close contacts, the department can assist with contacting them.

Providing the department with the information obtained from their risk assessment and contact
tracing.

Maintaining an up-to-date case and contact list and sending this to the department at agreed times
(e.g. every second day, depending on the situation). Use the “Case and contact data spreadsheet
template” provided by the department.

Notifying the department on 1300 651 160 as soon as possible (within 24 hours) if a confirmed case
becomes critically unwell, requires intensive care admission or dies, or in the event of additional
suspected or confirmed cases.

The caller should specify that they need to speak to the Case and Contact Sector Lead.

Facilitate testing of their healthcare worker for return-to-work clearance, where possible.

Provide psychological support to the healthcare worker if required.

Engage with and share findings of internal review of confirmed cases with Safer Care Victoria

Role of the treating doctor / doctor who has requested COVID-19 testing

It is the responsibility of the testing doctor (and the testing laboratory) to notify the department of any
confirmed case of COVID-19 on 1300 651 160.

Coronavirus disease (COVID-19): Guideline for health services and GPs — 10 July 2020 — V23 Page 31



DHS.5000.0106.5722

e ltis the responsibility of the treating doctor to inform the case of their test result and advise them of
the appropriate actions they must take (i.e. isolation, and if appropriate, the need for medical
treatment).

¢ Clearance testing should be arranged by the healthcare worker’s employer, the healthcare worker’s
treating doctor, or at a coronavirus assessment centre if testing by the treating doctor is not feasible.

Role of Safer Care Victoria

Safer Care Victoria is responsible for the oversight of quality and safety in Victorian health services. This
includes a role in supporting and assisting health services to review clinical incidents.

In the event of a confirmed case or confirmed outbreak involving a staff member or patient, Safer Care
Victoria has a responsibility for:

e providing guidance and support to health services regarding review processes and where required
participation in conducting reviews for a confirmed case or outbreak.

¢ to share findings for the purpose of learning with the health sector and the Department of Health and
Human Services.

e to update any relevant Safer Care Victoria guidance based on findings and recommendations of
review.

Safer Care Victoria can be contacted by phone on 1300 650 172 or email at info@safercare.vic.gov.au.

Healthcare service staff responsible for managing a case or an outbreak

A single confirmed case (either a staff member or patient) in a sensitive setting such as healthcare
requires the active involvement of the department. Where there is an infection prevention and control
(IPC) unit or an infectious diseases department, they should be involved as soon as possible. Ideally, a
member of staff from the IPC team should be designated the outbreak lead as a point of contact
between the healthcare service and the department. The outbreak lead should:

e Coordinate contact tracing, particularly in staff and patients of the healthcare service.
e Keep a case list of confirmed cases, suspected cases and deaths, and a close contacts list.

e They should update the department regularly (timeframe to be agreed between the department and
the IPC lead) and email the updated case list through where necessary.

e The department must be notified immediately on 1300 651 160 (including after hours) if:

- an outbreak is suspected
- anew confirmed case of COVID-19 is identified
- adeath due to confirmed or suspected COVID-19 occurs.

Contact the Case and Contact Sector Lead on 1300 651 160.

Responsibilities of the healthcare service as an employer

Employers (including healthcare services) have a duty to provide and maintain, so far as is reasonably
practicable, a working environment that is safe and without risks to health. This includes a responsibility
to:

¢ identify whether there is a risk to health of employees from exposure to COVID-19 at their workplace

e implement appropriate measures to reduce or eliminate risk (for example, by implementing social
distancing initiatives, providing adequate facilities or products to allow employees to maintain good
hand hygiene, and providing appropriate personal protective equipment and training on how to use it)
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o facilitating testing of employees who meeting current testing criteria for COVID-19

e ensure employees understand when to stay away from the workplace and advise them of the
requirement to self-quarantine for 14 days following return from overseas travel or contact with a
confirmed case of COVID-19.

When should a healthcare worker be tested?

All healthcare workers who meet the criteria for testing as described on the department’s health services
and general practitioners COVID-19 webpage <https://www.dhhs.vic.gov.au/health-services-and-
general-practitioners-coronavirus-disease-covid-19> should be tested.

If testing healthcare workers, doctors are reminded to clearly mark pathology slips with ‘Urgent - HCW’
(healthcare worker) to ensure the swabs can be easily identified for priority testing, and to include the
healthcare worker’s mobile number so they can be promptly contacted.

Healthcare workers should NOT be their own testing or treating doctor.

Immediate management of a suspected or confirmed case

Any symptomatic healthcare worker who meets the testing criteria for COVID-19 should be advised to
isolate immediately and testing for COVID-19 should be facilitated. While they are awaiting test results
they should remain in isolation until they have been notified of the test result and the appropriate course
of action is subsequently determined. The following steps should be taken by the healthcare service:

o Ensure that the staff member is currently self-isolating.

e If the staff member is not currently in self-isolation, they must remove themselves from the workplace
immediately with the least possible risk of transmission to others. This may include the following:

- if possible, they should wear a single-use surgical mask

- they should avoid public transport and return home immediately without detour

- if possible, they should take a private car

- if they are not driving, they should sit in the rear seat

- they should minimise contact with any other persons and should practise strict physical distancing.

e Ensure that the staff member has had testing arranged.

e Ensure they have the appropriate information. Inform them that they must remain in isolation until
they have been notified of the test result and they must not attend work during this time.

e Consider whether the member of staff shares a house with other healthcare workers or older or
vulnerable people. In these circumstances it may be preferable for the case to isolate in another
location to reduce the risk of transmission. They may be eligible for free accommodation provided by
the department. Contact covid19.hcwaccom@dhhs.vic.gov.au.

¢ If the healthcare worker was tested for COVID-19 within your institution and returns a positive result,

ensure that the doctor requesting the test has notified the department of the confirmed case
(notifications should be directed to 1300 651 160).

¢ Instruct any healthcare worker diagnosed with COVID-19 to remain in self-isolation until cleared by
the department and encourage them to seek urgent medical attention if they become very unwell.

Further information for individuals diagnosed with COVID-19 and close contacts can be found here:
https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-covid-19

Rapid workplace risk assessment and contact tracing

A rapid assessment of the workplace risk should be performed as soon as is practicable following
identification of a confirmed case in a staff member. Nominate a dedicated member of staff to manage
staff COVID-19 cases and to serve as a point of contact between the department and the healthcare
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service. The point of contact in the department will be an appointed member of the Case and Contact
Management Team.

For a full list of actions and processes which should be undertaken in the event of a confirmed case in a
staff member, please see the checklist below.

Immediate actions

e Perform a rapid workplace risk assessment and contact tracing (see below).

e Ensure you provide the department with the completed “Case and contact data spreadsheet
template” as soon as possible.

¢ Notify and quarantine any close contacts from the hospital — including staff, clients, patients and
visitors. Provide close contacts with a copy of the “Factsheet — close contact” available under
“Factsheets for patients” on the department’s website (see: https://www.dhhs.vic.gov.au/health-
services-and-general-practitioners-coronavirus-disease-covid-19). Triage them for symptoms and test
for COVID-19 if indicated. For guidance on whether testing is indicated, please refer to the ‘Cases
and contact management guidelines for health services and general practitioners’ available here:
https://www.dhhs.vic.gov.au/coronavirus-disease-2019-covid-19-guideline-health-services-and-
general-practitioners

Ongoing actions

e Maintain an outbreak case list using the “Case and contact data spreadsheet template”.

e Provide the department with regular updates; - how frequently this will be required depends on the
level of risk and size of the outbreak.

e Consider enhanced surveillance for symptoms of COVID-19 within the workplace and among
patients other than the identified contacts.

¢ Notify the department of any COVID-related deaths as soon as possible, including after hours.

e Ensure that confirmed cases who are healthcare workers do not return to work until the department
has determined that they meet the current return-to-work criteria for healthcare workers.

Ensure that close contacts who are healthcare workers do not return to work until the department has

determined that their quarantine period has ended.

Case interview and contact tracing

Infectious period and close contacts

The department will conduct a comprehensive case interview with all confirmed cases to confirm the
date and timing of symptom onset as well as their infectious period. This does not preclude the health
services from doing their own interview and urgently instituting appropriate isolation of close contacts.

e Cases are considered infectious from 48 hours prior to symptom onset until they meet the criteria for
release from isolation or return to work.

The health service should compile a list of people who the case has been in close contact with while
infectious using the “Case and contact data spreadsheet template”.

e A close contact is defined as a person who has spent, cumulatively over the course of a week, at
least 15 minutes face-to-face OR at least 2 hours in the same closed space as the confirmed case
during their infectious period without wearing appropriate PPE.

¢ A review of medical records/charts may be helpful to determine what staff/patients are possible
contacts.
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e Consideration should be given as to whether a potential close contact is immunocompromised and
may be more likely to become infected with shorter periods of exposure.

Ensure all sections of the spreadsheet are completed including accurate and up to date contact
information for all close contacts.

If you have identified multiple confirmed cases within your institution, ensure each confirmed case has a
separate form/tab completed.

Source of infection

Consider whether the staff member’s infection may have been acquired within your health service (via
another patient or staff member) or via an external exposure event.

e Ask whether the healthcare worker has had contact with anyone with apparent or reported fever or
acute respiratory symptoms in the 14 days prior to their symptom onset (i.e. potential source of
infection).

e Consider whether the staff member engaged in any recent aerosol generating procedures (AGPs)
that may have increased their exposure risk.

e Consider whether the staff member may have had a breach of personal protective equipment (PPE)
which may have led to an exposure.

e Document any recent travel (international or domestic) and consider whether the staff member had
been in close contact with any confirmed cases prior to diagnosis.

- Determine whether the staff member was in quarantine at the time of symptom onset.
- Document date from which staff member has been in isolation/quarantine.

- Document attendance at any other sensitive settings during the staff member’s infectious period
(from 48 hours prior to onset of symptoms until appropriately isolated) including: other healthcare
services, clinics, education or learning centres, residential and aged care facilities, correctional
facilities or attendance at patients’ homes for home visits.

Workplace risk assessment
As part of the risk assessment, the following should be taken into consideration:

e Whether the case was infectious while at the workplace.
e Whether cleaning and disinfection of certain areas are required.

Whether closure of certain areas is required to facilitate cleaning and allow for the investigation to be
completed.

Whether there are at risk/vulnerable patients for which enhanced surveillance for symptoms and
possibly enhanced use of PPE could be considered (e.g. immunocompromised patients).

Control of exposure risks to staff and patients
The following actions should be taken immediately to reduce the risk of exposure to staff and patients:

e Ensure staff are adhering to current guidelines relating to the use of PPE in healthcare settings and
that appropriate PPE is accessible. https://www.dhhs.vic.gov.au/coronavirus-covid-19-healthcare-
workers-ppe-guidance-0

e Arrange for thorough cleaning and disinfection of areas which may pose an infection risk.

e Remove healthcare worker/staff close contacts from the workplace and advise them to quarantine for
14 days from last close contact with the case.

¢ If any close contact develops symptoms of COVID-19 while in quarantine, they should be tested.
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e Place any patients identified as close contacts into quarantine (for 14 days from last close contact
with the case) and ensure that droplet and contact precautions (or airborne and contact precautions
for AGPs) are followed when caring for these patients.

¢ Ensure staff are provided with information and support during this process. Access to services and

additional fact sheets can be found here: https://www.dhhs.vic.gov.au/health-services-and-general-
practitioners-coronavirus-disease-covid-19
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Checklist for healthcare service when there is a confirmed case in a
staff member

This process should be managed by the IPC lead, who can delegate the following activities to members
of the outbreak management team with the support of local staff.

Checklist )

Detection and confirmation of case(s)

Support staff with fever or acute respiratory infection to self-isolate. Facilitate testing for
symptomatic staff where possible. Confirm diagnosis.

Determine the symptom onset date and determine whether the staff member attended work
during the infectious period.

Management of case(s)

Ensure that the staff member is currently self-isolating and reiterate that they should not return
to work until the department has determined that they meet the return-to-work criteria.

Ensure the staff member knows where to seek psychological support as well as medical advice
if they become more unwell.

Facilitate clearance testing for the staff member where possible.

Contact tracing

Enter the staff member’s details in the “Case and contact data spreadsheet template”.

If you have identified multiple confirmed cases within your institution, ensure each confirmed
case has a separate form/tab completed. Ensure accurate contact details for each person you
record in the spreadsheet.

Immediately compile a list of all staff (paid and unpaid) who may be contacts of the staff
member. Check rosters, sign-in sheets and other records as necessary. Liaise with staff
member’s manager and medical workforce.

Immediately compile a list of all patients who may be contacts of the staff member. Check
ward lists, admissions, discharges and transfers for the relevant ward / department.

Immediately compile a list of all visitors who may have been exposed to the staff member.
Check visitor sign-in sheets and other records.

Review medical records to determine if the staff member documented contact with patients.

From the above lists, identify potential close contacts from the available evidence (see
definition of close contact above).
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Discuss with the staff member (case) to confirm the type and duration of contact they had with
the above contacts and identify any further people who qualify as close contacts of the case.

Record all information in the case and contact spreadsheet and provide this to a case and
contact officer (CCO) at the department.

Quarantine contacts and isolate cases

For all close contacts of the confirmed case identified within the healthcare setting (staff
members, patients or visitors):

¢ Notify them that they have been identified as a contact of a confirmed case and inform
them of the next steps required (please note that an employer cannot disclose
confidential information about the confirmed case, and should only notify close
contacts that they have been identified as a close contact with a confirmed case).

¢ Distribute close contact information as provided by the department, including
information on psychological support.

For staff members and visitors, additionally:

e Ensure they are excluded from work and are self-quarantining for 14 days after last
contact with the case

e Encourage them to seek testing if they develop symptoms and further medical advice
if they become more unwell.

For patients, additionally:

¢ Implement droplet and contact precautions, including if patient is readmitted during
quarantine/ isolation period

e Advise isolation at home if already discharged

¢ Facilitate testing if they develop symptoms

Keep a record of each close contact and when they were informed of their potential exposure.

Implement infection control measures

Quarantine patients who are close contacts of the case (cohort patients if necessary).

Consider temporary closures (e.g. rooms, wards) to facilitate investigation of the positive case
and allow terminal cleaning. This decision can be made in consultation with the department

Implement droplet and contact precautions (e.g. masks, gloves, gowns, eye protection) for all
patients identified as a case or close contact of a case.

Provide PPE outside rooms / wards / facility.

Display sign outside rooms / wards.
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Reinforce standard precautions (hand hygiene, cough etiquette) throughout facility.

Increase frequency of environmental cleaning (minimum twice daily where there are confirmed
cases in patients).

Monitor/update

Arrange for daily symptom check and observations for inpatients who are close contacts.
Arrange prompt testing for those who develop symptoms of COVID-19 whilst in quarantine as a
close contact.

Ensure the IPC lead is informed of all positive results as soon as possible.

The IPC lead must update the department (via the designated contact) on an agreed basis
(daily, every second day, etc.) or when there is a significant issue (e.g. a cluster, a death).

Update the case list with both positive and negative test results.

Notify

Contact the department on 1300 651 160, when there is an outbreak or a COVID-related death
(24 hours, 7 days a week).

Email case and contact spreadsheet to publichealth.operations@dhhs.vic.gov.au

Keep patients, staff and families informed.

Restrict

Restrict movement of staff between areas of facility.

Avoid patient transfers if possible.

Restrict visitors where practical and in compliance with most recent direction on hospital
visitors (if applicable).

Consider cohorting of staff (during shift work).

Do not allow HCWs to return to work until they have met the DHHS HCW clearance criteria.

Declare and review

Declare the outbreak over when there have been no new cases for a defined period of time (in
consultation with the department).

Review and evaluate case and outbreak management — amend outbreak management plan if
needed.
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Governance

International response

The WHO declared COVID-19 a Public Health Emergency of International Concern (PHEIC) under the
International Health Regulations 2005 and on 30 January 2020. A pandemic has now been declared.

A State of Emergency was declared in Victoria on 16 March 2020.

Public Health Incident Management Team

The Department of Health and Human Services (the department, DHHS) has formed a Public Health
Incident Management Team, led by a Public Health Commander, to coordinate the public health and
sector response. A Class 2 Emergency, or public health emergency, was declared on 1 February 2020.

The Infection Clinical Network of Safer Care Victoria will be a network that is requested to provide
comment and advice to the department, alongside national committees including the Communicable
Diseases Network Australia (CDNA).

Communications and media

The department will coordinate communications and media in relation to suspected and confirmed cases
of COVID-19. In some instances, the department may — in collaboration with a Victorian health service —
request a service to provide media responses in relation to one of more cases associated with that
service. A health service should contact the department’s Media Unit with any queries.

Role of Ambulance Victoria

Where clinically appropriate, Ambulance Victoria can be used to transport any suspected cases of
COVID-19 from a port of entry or unwell suspected cases from general practice or other settings to an
emergency department. Triple 000 should be called in the normal manner but advise that the patient may
have suspected COVID-19 infection.

Prevention

From midnight, 28 March 2020, all travellers arriving into Melbourne from overseas will be quarantined
for two weeks in hotel rooms and other accommodation facilities

e Follow physical distancing advice

¢ Follow advice on influenza vaccination.

e Ensure adherence to good hand and respiratory hygiene practices.
e Adhere to good food safety practices.

e Consider avoiding live animal markets.

At the present time, travel within Australia is not recommended, and a ban on overseas travel is currently
in place. Check for overseas travel advice or restrictions at Smartraveller
<https://www.smartraveller.gov.au>.

Advice on physical distancing and other transmission reduction measures is available on the
department’s website <https://www.dhhs.vic.gov.au/coronavirus-covid-19-transmission-reduction-
measures>.
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Risk management at ports of entry

Infection with COVID-19 was designated a Listed Human Disease (LHD) under the Biosecurity Act 2015
on 21 January 2020.

As of 18™ March, the Australian Government advises all Australians not to travel overseas to any country
at this time.

Currently all passengers from every arriving international aircraft are health screened. The department’s
healthcare workers are also conducting health checks on passengers from any international flight if
required by the biosecurity officer. Single-use facemasks are provided to arriving passengers who have
been identified as unwell. As of midnight, 28 March 2020, all travellers arriving into Melbourne from
overseas will be quarantined for two weeks in hotel rooms and other accommodation facilities after
submitting an Isolation Declaration Card. Interstate travellers can return to their home states after
fulfilling the mandatory quarantine requirements.
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The disease

Infectious agent

Severe Acute Respiratory Syndrome coronavirus 2 (SARS-CoV-2) has been confirmed as the causative
agent. Coronaviruses are a large and diverse family of viruses that include viruses that are known to
cause illness of variable severity in humans, including the common cold, severe acute respiratory
syndrome (SARS-CoV), and Middle East Respiratory Syndrome (MERS-CoV). They are also found in
animals such as camels and bats.

First termed 2019 novel coronavirus (2019-nCoV), the virus was officially named Severe Acute
Respiratory Syndrome coronavirus 2 (SARS-CoV-2) 11 February 2020. The disease it causes is now
called coronavirus disease 2019 (COVID-19).

Reservoir

It is highly likely that the virus has come from an animal source. Genomic analysis suggests that bats
appear to be the reservoir of SARS-CoV-2 but the intermediate host has not yet been identified.

Mode of transmission
Human-to-human transmission of SARS-CoV-2 is via droplets and fomites from an infected person.

There is some evidence that COVID-19 infection may lead to intestinal infection and virus can be present
in the faeces of infected persons. Additionally, airborne transmission of COVID-19 may occur during
aerosol-generating procedures. Despite this, current evidence does not support faecal-oral or airborne
spread as major drivers in transmission; however, aerosol-generating procedures should be undertaken
with appropriate precautions (refer to Aerosol-generating procedures).

Estimates for the basic reproductive number (R0) of SARS-CoV-2 range from 2—4, with RO for confined
settings, e.g. cruise ships, at the higher end of this range. Estimates of the effective reproductive number
(Reff) vary from between settings and at different time points are dependent on a range of factors,
including, public health interventions such as isolation, quarantine and physical distancing to limit close
contact between people.

Incubation period

The median incubation period is estimated to be 5 to 6 days, with a range of 1 to 14 days.

Infectious period

Evidence on the duration of infectivity for COVID-19 infection is evolving. Epidemiological data suggests
that the majority of transmission occurs from symptomatic cases, however there is evidence of pre-
symptomatic and possibly asymptomatic transmission. Viral loads appear to be highest at the time of
symptom onset and decreased quickly within 7 days. As a precautionary approach, cases are
considered to be infectious from 48 hours prior to onset of symptoms until they meet the criteria for
release from isolation. Infection control precautions should be applied throughout any admission and
until the department has declared the confirmed case to be released from isolation.

Given that little information is currently available on viral shedding and the potential for transmission of
COVID-19, testing to detect the virus may be necessary to inform decision-making on infectiousness.
Patient information (for example age, immune status and medication) should also be considered. Criteria
for release from isolation are described in this guideline.
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Clinical presentation

For 80% of cases, COVID-19 presents as a mild illness. Common signs of COVID-19 infection include
respiratory symptoms, fever, cough, shortness of breath and breathing difficulties. Other symptoms
include sore throat, coryzal symptoms, headache, fatigue, myalgia, anosmia, dysgeusia, chills and
vomiting.

In more severe cases, it appears that infection can cause pneumonia, severe acute respiratory
syndrome and multi-organ failure (including renal failure). Severe and fatal outcomes occur more
frequently in the elderly and individuals with comorbid conditions. Some individuals remain
asymptomatic. In summary, the clinical spectrum varies from mild cases, through to severe acute
respiratory infection (SARI) cases.

For confirmed cases reported globally, the case fatality rate is approximately 6%; however, this is likely
an overestimate for the Australian health setting. The true case fatality rate for COVID-19 is difficult to
estimate due to variable case ascertainment, especially in regards to mild cases, and the impact of
health systems on patient outcomes. Mortality of cases is, to a significant extent, determined by
individual risk factors and healthcare quality and access. Based on surveillance data notified in Australia
as of 04 June 2020, the crude national case fatality rate is 1.4% (102 deaths/7,229 confirmed cases).

Information resources

The department places resources for health professionals on the department’s coronavirus (COVID-19)
website <https://www.dhhs.vic.gov.au/coronavirus>.

It is important that health professionals consult this website frequently, as case definitions and content of
this guideline change regularly during the response to this outbreak.

Keeping informed of emergencies affecting the health sector and critical public health issues impacting
your work is made easier if you:

e Subscribe now to information including Chief Health Officer updates and emergency advice from the
Department of Health and Human Services.

e Follow the Chief Health Officer on Twitter

e Subscribe to the COVID-19 stakeholder newsletter
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Background

Coronavirus disease 2019 (COVID-19) was first identified in Wuhan City, Hubei Province, China in
December 2019. Updated epidemiological information is available from the World Health Organization
(WHO) and other sources. Current information on COVID-19 is summarised in a section at the end of
this guideline entitled ‘The disease’.

These guidelines and a range of other resources for health services and general practitioners can be

<https://www.dhhs.vic.gov.au/novelcoronavirus>.

A hotline is available for the general public who have questions or concerns — 1800 675 398.

Public health response objectives

This situation is evolving rapidly with new clinical and epidemiological information. Following the
declaration of a State of Emergency in Victoria on Monday 16" March and subsequent Directions, the
Department of Health and Human Services’ (the department) public health response has now
transitioned from the Initial Containment stage (which encompassed an inclusive approach to identifying
cases and a precautionary approach to the management of cases and contacts), to the Targeted Action
stage, with implementation of physical distancing measures and shutdowns of non-essential services to
slow disease transmission, prioritisation of diagnostic testing to critical risk groups, and adoption of
sustainable strategies and models of care.

The overall objectives of the public health response are to:

1.  Reduce the morbidity and mortality associated with COVID-19 infection through an organised
response that focuses on containment of infection.

2. Rapidly identify, isolate and treat cases, to reduce transmission to contacts, including health care,
household and community contacts.

3. Characterise the clinical and epidemiological features of cases in order to adjust required control
measures in a proportionate manner.

4. Minimise risk of transmission in healthcare and residential aged care environments, including
minimising transmission to healthcare and residential aged care workers.
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Checklist for general practitioners

The following actions should be undertaken when a patient presents to a general practice or community
health service who may be a case of COVID-19:

1. Provide a single-use surgical mask for the patient to put on.
2. lIsolate the patient in a single room with the door closed.

3. Any person entering the room should don droplet and contact precautions personal protective
equipment (single-use surgical mask, eye protection, gown and gloves).

4. Conduct a medical assessment, and focus on:
a) the date of onset of illness and especially whether there are symptoms or signs of pneumonia
b) contact with confirmed cases of COVID-19
c) precise travel history and occupation
d) history of contact with sick travellers or other people or overseas health care facilities
e) work or residence in a moderate or high risk setting for transmission
f)  residence in a geographically localised area with elevated risk of community transmission, as
defined by the department.

5. Determine:
(a) Does the patient need testing for COVID-19? Refer to Who should be tested for COVID-19
(b) Does the patient require further assessment in an emergency department? Where there is
suspicion of pneumonia or the patient is quite unwell, a suspected case of COVID-19 should be
tested and managed in hospital.
(c) If further assessment is required, how will the patient be transferred?

The department no longer needs to be notified about suspected cases (only confirmed
cases).

If the patient is not tested — advise them to stay at home until their symptoms have resolved, 72
hours have elapsed since the last fever and they feel well.

6. If a suspected case of COVID-19 is unwell enough to require ambulance transfer to hospital, call
Triple Zero (000) in the normal manner but advise that the patient may have suspected COVID-19
infection. Ambulance transfers do not need to be approved by the department. Where there is no
clinical need for ambulance transfer, alternative means of transport should be used including private
car driven by the case or an existing close contact (not bus, taxi or Uber).

7. Remember to provide a surgical face mask for the patient and driver if being transferred to an
emergency department by any means.

8. If a patient is tested in the community by a general practitioner, the general practitioner should
undertake testing as indicated in this guide. Ensure arrangements are in place for contacting the
patient with the test result — this is the responsibility of the general practitioner.

9. Advise a suspected case they must self-isolate at home, and provide a factsheet for suspected

10. Undertake cleaning and disinfection of the room as detailed in this guide.

11. When the test result is available:

a) If the test is negative for COVID-19 provide the negative result from the laboratory to the
patient and manage any other cause of iliness you have assessed as requiring treatment.
Consider advising the patient in the normal manner that admission to hospital and further
testing may be required if they deteriorate.
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b) If the test is positive for COVID-19, call the department on 1300 651 160 to confirm that the
department is aware of the result and agree on next steps for management of the patient.

Checklist for health services

The following actions should be undertaken when a patient presents to an emergency department or
urgent care centre who may be a suspected case of COVID-19:

1.

10.

Staff at triage points should wear personal protective equipment for droplet and contact precautions
(single-use surgical mask, eye protection, gown and gloves).

Triage high risk patients to a separate isolated waiting area away from low risk patients, staff and
general public.

Provide a single-use surgical mask for the patient to put on.
Isolate the patient in a single room with the door closed.

Any person entering the room should don droplet and contact precautions personal protective
equipment (single-use surgical mask, eye protection, gown and gloves).

Conduct a medical assessment, and focus on:

(a) the date of onset of iliness and especially whether there are symptoms or signs of pneumonia

(b) contact with confirmed cases of COVID-19

(c) precise travel history and occupation

(d) history of contact with sick travellers or other people or overseas health care facilities

(e) work or residence in a moderate or high risk setting for transmission

(f) residence in a geographically localised area with elevated risk of community transmission, as
defined by the department.

Determine whether the patient fits the current criteria for testing. Refer to Who should be tested for
CoVID-19

If admission is not required and the patient can return to the community:

a) for patients that do not fit the current criteria for testing for COVID-19 — advise the patient to
stay at home until their symptoms have resolved and they feel well. Those with fever should
stay at home until at least 72 hours (3 days) after the last fever.

b) for patients that fit the current criteria for testing - the notifying clinician should advise the
patient to self-isolate at home (if not already) and minimise contact with other people. Provide
<https://www.dhhs.vic.gov.au/information-health-services-and-general-practitioners-novel-
coronavirus>

c) consider advising the patient in the normal manner that admission to hospital and further testing
may be required if they deteriorate

d) ensure arrangements are in place for the patient to be contacted with the test result — this
is the responsibility of the testing clinician and health service.

If admission is required:
a) maintain infection control precautions and actively consider taking multiple samples for testing
including from lower respiratory tract specimens.

When the test result is available:
a) if the test is positive for COVID-19, provide the result to the patient. The health service
infectious diseases lead, or senior clinician should call the department on 1300 651 160 to
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confirm that the department is aware of the result and to provide any additional clinical
information.

b) if the test is negative for COVID-19, provide the negative result to the patient and manage any
other cause of illness you have assessed as requiring treatment.

c) consider advising the patient in the normal manner that admission to hospital and further testing
may be required if they deteriorate and no other cause is found.
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Who should be tested for COVID-197

People without symptoms should not be tested except in special circumstances such as
recovered cases wishing to return to work in a healthcare facility or aged care facility or where
requested by the department as part of outbreak management or enhanced surveillance.

Patients who meet the following clinical criteria should be tested:
Fever OR chills in the absence of an alternative diagnosis that explains the clinical presentation*
OR

Acute respiratory infection (e.g. cough, sore throat, shortness of breath, runny nose or anosmia)

Note: In addition, testing is recommended for people with new onset of other clinical symptoms
consistent with COVID-19** AND who are close contacts of a confirmed case of COVID-19; who have
returned from overseas in the past 14 days; or who are healthcare or aged care workers

*Clinical discretion applies including consideration of the potential for co-infection (e.g. concurrent
infection with SARS-CoV-2 and influenza)
**headache, myalgia, stuffy nose, nausea, vomiting, diarrhoea

Confirmed case:
A person who tests positive to a validated SARS-CoV-2 nucleic acid test or has the virus identified by
electron microscopy or viral culture.

Only confirmed cases need to be notified to the department. Notify the department of confirmed
cases as soon as practicable by calling 1300 651 160, 24 hours a day.

General comments:

e All patients being tested for COVID-19 should home isolate until test results are available. All
patients should attend an emergency department if clinical deterioration occurs.
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Definition of close contact

For the purposes of testing, the department advises a precautionary understanding of close contact. In
keeping with definitions of close contact developed in other jurisdictions, close contact means greater
than 15 minutes face-to-face, cumulative, or the sharing of a closed space for more than two hours, with
a confirmed case without recommended personal protective equipment (PPE). Recommended PPE
includes droplet and contact precautions.

Contact needs to have occurred during the period of 48 hours prior to onset of symptoms in the
confirmed case until the confirmed case is no longer considered infectious to be deemed close contact.

Examples of close contact include:

¢ living in the same household or household-like setting (for example, a boarding school or hostel)

o direct contact with the body fluids or laboratory specimens of a confirmed case without recommended
PPE (droplet and contact precautions)

¢ a person who spent two hours or longer in the same room (such as a GP clinic or ED waiting room, a
school classroom; an aged care facility)

e a person in the same hospital room when an aerosol generating procedure (AGP) is undertaken on
the case, without recommended PPE for an AGP (airborne and contact precautions)

e Aircraft passengers who were seated in the same row as the case, or in the two rows in front or two
rows behind a confirmed COVID-19 case.

o For aircraft crew exposed to a confirmed case, a case-by-case risk assessment should be conducted
by the airline to identify which crew member(s) should be managed as close contacts. This will
include:

— Proximity of crew to confirmed case

— Duration of exposure to confirmed case

— Size of the compartment in which the crew member and confirmed case interacted

— Precautions taken, including PPE worn, when in close proximity to the confirmed case

— If an aircraft crew member is the COVID-19 case, contact tracing efforts should concentrate on
passengers seated in the area where the crew member was working during the flight and all of the
other members of the crew.

¢ Close contacts on cruise ships can be difficult to identify, and a case-by-case risk assessment should
be conducted to identify which passengers and crew should be managed as close contacts.

e Face-to-face contact for more than 15 minutes with the case in any other setting not listed above.
Healthcare workers (HCWSs) and other contacts who have taken recommended infection control
precautions, including the use of recommended PPE (droplet and contact precautions for the purposes of

this contact definition), while caring for a suspected or confirmed case of COVID-19 are not considered
to be close contacts.
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Triaging and managing high risk patients on
arrival to hospital

A patient is considered high-risk for COVID-19 if:

e presenting with acute respiratory tract infection

e presenting with fever (=38 degrees), without another immediately apparent cause (e.g. UTI or
cellulitis)

¢ they have travelled overseas and have onset of symptoms within 14 days of return

¢ they have been in close contact with a confirmed coronavirus (COVID-19) case with onset of
symptoms within 14 days

o they are a confirmed coronavirus (COVID-19) case (this includes healthcare workers who are known
confirmed cases and are attending for clearance testing to determine when they can return to work).

Patient transfer and destination health service
The following is advice on where patients should be managed:

e patients should be assessed and managed by the health service they present to

e transport of patients to other facilities should be avoided unless medically necessary

e ambulance transfer should be reserved for cases where there is clinical need; alternative means of
transport should be used for other cases including a private car driven by the case or an existing
close contact (not bus, taxi or Uber).

e suspected or confirmed cases in the community who require assessment or admission at a hospital
should be seen and assessed at the nearest emergency department

Arrival to hospital and triage

Upon arrival to the emergency department, patients assessed as high-risk should be triaged to a
separate isolated section of the waiting area, away from the general public and provided with a surgical
mask. Assessment centres can support the management of high-risk patients if they are in place at the
health service. All staff at triage points and assessment centres should be wearing PPE required for
suspected or confirmed cases of coronavirus (COVID-19).

Ambulance triage

Patients assessed as high-risk and arriving by ambulance should be triaged to an isolated section of the
waiting area away from the general public and be provided with a surgical mask as appropriate. For
patients who cannot go to the waiting area (for example, stretcher, ongoing clinical care), they should
remain in the ambulance vehicle until their triage and cubicle allocation is completed. Once allocated, the
patient should move directly from the ambulance to the cubicle, and not stop in the corridors.

Emergency department admissions

A dedicated floor plan should be established that clearly designates areas assigned for high-risk patients
within the emergency department. If able, rostering of staff to these areas to support the separation and
resourceful use of PPEs should be considered. For staff working directly in the area of suspected or
confirmed cases of coronavirus (COVID-19), PPE should be worn accordingly. Designated areas for
donning and removing PPE should be in place.
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Patient transfers

Should high-risk patients need to be moved outside of the initial isolation section, they should be
transferred using a route that minimises contact with the general hospital population including clinicians
(for example, dedicated lift service, external path). Staff involved in patient transfer should wear PPE
required for suspected or confirmed cases of coronavirus (COVID-19). Physical distancing rules apply
during all stages of the transfer.

Case management

Assessment and management of patients for COVID-19 testing
A checklist above indicates key actions for the assessment of patients for testing.

Victorian health services and general practitioners are only required to notify the department of
confirmed cases.

The medical assessment of the patient should focus on the following:

e the date of onset of iliness and especially whether there are symptoms or signs of pneumonia.
e contact with confirmed cases of COVID-19

e precise travel history and occupation

e history of contact with sick travellers or other people or overseas health care facilities.

e work or residence in a high risk setting for transmission.

People awaiting results of tests for COVID-19 should be isolated until COVID-19 is excluded.

People meeting testing criteria who are not tested for COVID-19 or any other infectious disease should
self-isolate until the acute symptoms have resolved and it has been 72 hours since the last fever.
Further information is available for healthcare services managing healthcare workers with
suspected or confirmed COVID-19 in the “Interim guide for healthcare services managing

Exclusion of COVID-19

For patients with fever or respiratory tract infection who are not hospitalised, a single negative
nasopharyngeal/oropharyngeal swab (plus sputum if possible) is sufficient to exclude COVID-19
infection.

Repeat testing (especially of lower respiratory tract specimens) in clinically compatible cases should be
performed if initial results are negative and there remains a high index of suspicion of infection.

There is no strong evidence to support a required time interval between exclusion swabs or the need for
multiple practitioners performing the swab. Health services should apply discretion and consider the
need for this on a case by case basis.

A patient who developed symptoms while in self-quarantine, for example because of recent overseas
travel or contact with a confirmed case, who has then tested negative for COVID-19 should continue their
quarantine period but be considered for a second test if they deteriorate and require hospitalisation.
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Clinical management of confirmed cases
This is at the discretion of the treating team and at the present time is supportive care only.

Admission to hospital should occur when medically necessary or when directed by the department in
order to reduce the risk of transmission or facilitate testing for clearance, such as if the case resides in a
communal environment. Emerging information suggests COVID-19 may be associated with a delayed
deterioration in clinical status in some cases.

Interim clinical guidelines for the management of patients with COVID-19 have been released by the
following peak professional bodies:

e The Australasian Society for Infectious Diseases (ASID)

e The Australian and New Zealand Intensive Care Society (ANZICS)

Persons not requiring hospitalisation who have confirmed COVID-19 can be managed at home. The
United States Centers for Disease Control and Prevention (USCDC) has developed principles for such

Criteria for inpatient discharge
A confirmed case may be discharged if the following criteria are met:

e a senior member of the treating team (or appropriate consulting team) has determined the patient is
clinically improved and well enough to be managed in the community, and

e appropriate infection control measures can be implemented in the community or household setting to
ensure risk to other household members can be managed, and

e the department is notified about the pending discharge

If a patient is returning to a high-risk setting, consideration should be given for the requirement to be
PCR negative on at least two consecutive respiratory specimens collected at least 24 hours apart at least
7 days after symptom onset, prior to going into the higher risk setting. This can be discussed with the
department on a case-by-case basis if required.

A confirmed case in the home must remain in isolation until criteria for release from isolation are met.

Release from isolation of a confirmed case

The department will determine when a confirmed case no longer requires to be isolated in their own
home.

Release from isolation will be actively considered when all of the following criteria are met:

e the person has been afebrile for the previous 72 hours, and

o atleast ten days have elapsed after the onset of the acute iliness, and

e there has been a noted improvement in symptoms, and

e arisk assessment has been conducted by the department and deemed no further criteria are needed

In the event that a confirmed case meets the above criteria during an inpatient hospital stay, the
department will consult with the patient’s treating clinician (and if applicable the infectious diseases or
infection prevention and control team) to determine whether release from isolation is appropriate. For
patients with severe disease, requiring hospital admission, consideration will be given to the need for
testing prior to release from isolation or a longer period of isolation.
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Healthcare workers and workers in aged care facilities who meet the above criteria can be released from
isolation. However, these individuals must meet the following additional criteria before they can return to
work.

Return-to-work criteria for health care workers and workers in aged
care facilities who are confirmed cases

Healthcare workers and workers in aged care facilities (HCWs) must meet the following additional criteria
before they can return to work in a healthcare setting or aged care facility:

¢ PCR negative on at least two consecutive respiratory specimens collected at least 24 hours apart
after the acute illness has resolved.

Testing for return-to-work clearance can commence once the acute illness has resolved, provided this is
at least 7 days after the onset of iliness. Testing should be arranged by the healthcare worker’s
employer, the healthcare or aged care worker’s treating doctor, or at a coronavirus assessment centre if
testing by the treating doctor is not feasible. The patient should inform the department of where they
intend to be tested. The department will follow up test results and provide a letter indicating that the
patient can return to work once the return-to-work criteria are met.

In the event that a healthcare worker or aged care worker returns a positive PCR result on either of their
first two consecutive clearance tests (performed at least 24 hours apart), wait 3 days before performing
another “round” of two tests, at least 24 hours apart. If a positive PCR result is returned in this “second
round” of testing, a third round of testing should be undertaken after a further 5-7 days. In the event that
respiratory specimens remain persistently PCR positive, a decision on suitability to return to work should
be deferred until 21 days post symptom onset. At this time, a decision should be made on a case-by-
case basis after consultation between the person’s treating doctor, the testing laboratory and the
department.

The following criteria should be considered in this discussion:

e the person has met the criteria for release from isolation, AND
e the person’s symptoms have completely resolved, AND
¢ atleast 21 days have passed since onset of the acute iliness, AND

e consideration should be given to mitigating circumstances such as the characteristics of the
patients/residents which the person would care for at work (e.g. elderly or immunocompromised
patients/residents) and whether the healthcare worker is immunosuppressed. In certain high-risk
settings (such as oncology wards), it may be appropriate for the HCW not to return to this setting until
they have returned two negative swabs at least 24 hours apart. The timing of repeat swabs should be
discussed with the treating doctor and the department.

The following procedures should be followed when performing return-to-work clearance testing:

¢ all HCWs should seek medical care from a medical practitioner. They should not be their own testing
or treating clinician.

¢ all HCWs presenting for testing must wear a single use face mask and comply with infection control
standards applicable to a confirmed case of COVID-19 until the department determines that release
from isolation criteria are met

e specimens should be collected using droplet and contact precautions

¢ pathology requests must be clearly labelled with the following content under ‘clinical information’ —
‘URGENT: HCW CLEARANCE TESTING, please notify result to DHHS’ and results should be
copied to the department’s COVID-19 Response team and the HCW’s treating physician

¢ HCWs attending for return-to-work testing should be triaged as priority patients for testing.
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The department will follow up the results of return-to-work testing and will contact healthcare and aged
care workers regarding next steps. Once the return-to-work criteria are met, the department will provide
healthcare and aged care workers with a letter confirming that they can return to work.

Checklist of key actions for the department for confirmed cases

e Confirm the diagnosis with testing laboratory.

¢ Contact the treating team/GP to confirm that the confirmed case is isolated and agree the
management of the patient.

e Contact the confirmed case +/- parent/guardian (for cases under 18 years) to collect relevant social,
clinical and epidemiological information.

¢ |dentify close contacts and recommend immediate quarantining of any close contacts.

¢ Identify any potential exposure sites and assess whether any further action is required.

¢ Undertake all public health response activities including risk communication and sharing of relevant
resources.

Checklist of key actions for the clinical team for confirmed cases

e If a patient is in the community at the time of diagnosis and if clinically necessary, the department will
organise with the nearest appropriate health service to admit the patient, in order for care to be
provided in hospital or via Hospital in the Home.

e For patients who do not require admission to hospital or Hospital in the Home, clinical teams only
need to provide patients with the initial feedback of their results, information and counselling and
usual advice to seek medical attention if their condition deteriorates. Clinical teams do not need to
routinely contact cases unless clinically appropriate.

¢ Notify the department on 1300 651 160 as soon as possible (within 24 hours) if a patient becomes
critically unwell, in the case of intensive care admission, or death.

e Commence list of all HCWs and visitors who enter the case’s room. (If the case is at home and being
visited by Hospital in the Home only a list of HCWs required.)

e Advise HCWs who provide care for the case (even with appropriate use of PPE) to self-monitor for
symptoms of COVID-19 for 14 days after their last contact with the case.

Signage and triage of people presenting to health and other services

Diagnosis and management of COVID-19 must be undertaken by medical practitioners in accordance
with the current guidelines from the Victorian Department of Health and Human Services. This will occur
primarily in general practice and hospitals.

However, to reduce risks to service providers and detect people with COVID-19 risk factors, rapid pre-
assessment is indicated by a broader range of service providers prior to the provision of a service. This
pre-assessment may include enquiring about recent travel history and relevant symptoms. Only health-
care services who manage unwell patients (such as general practice, hospitals and ambulance services)
are expected to assess for symptoms.

<https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-covid-19>
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Contact management

The department will conduct contact tracing for confirmed cases in the community and will seek
assistance from a health service in relation to any contact tracing required for health service staff.

Close contacts

Self-quarantine
The following groups are now required to self-quarantine:

e close contacts of confirmed cases until 14 days after last close contact with the confirmed case.

o As of midnight, 28 March 2020, all travellers arriving into Melbourne from overseas will be
quarantined for two weeks in hotel rooms and other accommodation facilities after submitting an
Isolation Declaration Card. Interstate travellers can return to their home states after fulfilling the
mandatory quarantine requirements.

Self-quarantine means remaining at home except in cases of medical emergency. This means a person
recommended to self-quarantine:

e must not visit public settings or mass gatherings.
e must not use public transport.
¢ must not attend settings like health services, residential aged care facilities or educational settings.

This requirement for people who are in quarantine not to attend health services, includes a requirement
that they do not attend a family member who is a confirmed case in a Victorian health service.

Health services and GPs are not required to provide a certificate of medical clearance to those who have
completed the required 14 days self-quarantine.

Close contacts should not travel within Australia or internationally within the 14 days after last contact
with the infectious case.

Symptomatic close contacts

Testing for COVID-19 is not indicated unless symptoms develop.

The approach to a symptomatic close contact requires an assessment by a treating clinician. The next
steps depend on whether a treating clinician has identified the patient as having a non-infectious cause,
a likely non-respiratory infectious cause, or an acute respiratory illness.
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For a symptomatic close contact during the 14-day quarantine period, the department will:

e Advise the close contact to attend a suitable general practice, emergency department or coronavirus
assessment centre for evaluation with a single-use face mask on and to identify themselves
immediately on arrival.

Where a close contact has an iliness during the 14-day period of quarantine after the step above, the
treating clinician will:

e use a single room and appropriate PPE as for a suspected case
¢ test for COVID-19 and manage the person as a suspected case.
o If the test is positive, the person will be managed as a confirmed case. Notify the department.

Where the illness is diagnosed as acute respiratory iliness:

¢ If testing for COVID-19 is negative and the treating clinician has diagnosed an acute respiratory
illness or an iliness that is highly compatible with COVID-19, the close contact may then require a
subsequent test at a short period thereafter.

Where the iliness is diagnosed as likely to be some other form of infection or is not an infection:

¢ If testing for COVID-19 is negative and the treating clinician has diagnosed some other infection or a
non-infectious cause, then the treating team should consider, in conjunction with an infectious
disease specialist, whether testing of relevant specimens such as urine and faeces for COVID-19
might be of value or whether evidence is now clear for an alternative cause, including legionellosis.

e The close contact can be advised to continue to self-quarantine until a full 14 days have expired from
date of last close contact with confirmed case.

Checklist of key actions for the department for close contacts
For all close contacts the department will:

e Advise self-quarantine including restriction on travel until 14 days from the last contact with confirmed
case.

e Counsel close contacts about risk and awareness of potential symptoms.

e Provide a close contact fact sheet

e Make regular contact with the close contact to monitor for any symptoms, either through SMS, email
or telephone call.

o If after 14 days of quarantine (from the last contact with a confirmed case), the contact remains
asymptomatic, the individual is cleared and may cease quarantine.

o If a school or employer requests confirmation from the department that the quarantine period has
been met, the department will provide evidence with the consent of the individual.

Healthcare workers

HCWs and other contacts who have taken recommended infection control precautions, including the use
of recommended PPE, while caring for a confirmed case of COVID-19 are not considered to be close
contacts. However, they should be advised to self-monitor and if they develop symptoms consistent with
COVID-19 infection they should isolate themselves. See also Infection prevention and control.

Any healthcare workers who is unwell with a compatible illness should not attend work and should seek
appropriate medical care. All healthcare workers with fever or symptoms of acute respiratory infection
should be tested for COVID-19, as per the testing criteria.

Hospital workers currently must not enter or remain at a hospital in Victoria if:
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e the person has been diagnosed with COVID-19, and has not yet met the criteria for discharge from
isolation OR

o if the person has travelled/arrived in Australia from any country in the past 14 days OR
¢ has had known contact with a person who is a confirmed COVID 19 case in the previous 14 days OR

has a fever or symptoms of acute respiratory infection.

The current Directions and accompanying frequently asked questions can be viewed on the department’s

Infection prevention and control

Background

Infection prevention and control recommendations are based on the Communicable Diseases Network
Australia Series of National Guidelines — Coronavirus Disease 2019 (COVID-19) guideline, and WHO

and-control-during-health-care-when-novel-coronavirus-(ncov)-infection-is-suspected>.

Nationally consistent advice regarding the management of COVID-19 suspected and confirmed cases
has evolved as further information regarding the specific risks of transmission associated with this
infection have become known. As it becomes available, this advice has been incorporated into this
guideline.

To reduce transmission of COVID-19, there are now general restrictions on who can visit or work at a
Victorian hospital and how long visits can last. Screening procedures to prevent unwell visitors entering

<https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-covid-19>.

Healthcare workers

Healthcare workers are required to self-quarantine for 14 days after overseas travel and self-quarantine
for 14 days after close contact of a confirmed case of COVID-19 (see Healthcare workers in Contact
management section). If a healthcare worker is identified as a confirmed case of COVID-19, they must
not return to work until they are advised by the department that they meet return to work criteria (see

Healthcare workers should only attend work if they are well. Prior to going to work each day, healthcare
workers should consider whether or not they feel unwell and should take their own temperature.

Those working in a Victorian public health services are required to report to their manager if they have
the following symptoms prior to starting work or at any time while at work:

e temperature higher than 37.5 degrees Celsius

e symptoms of acute respiratory infection, such as shortness of breath, cough, sore throat or nasal
congestion.

Some health services may require you to be screened (temperature and/or symptom check) on site prior
to starting work.
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Looking after yourself when wearing PPE

It is important that healthcare workers look after themselves during this time of increased use of PPE.
Upon removal of PPE, healthcare workers should remember to hydrate themselves, practice hand
hygiene and avoid touching their faces. Regular application of hand cream should be considered.
Healthcare workers who are sensitive to latex should ensure that they wear non-latex gloves.

Using mobile phones in healthcare settings
People touch their phones as frequently as their faces. Mobile phones may be dirty, so please:

e ensure mobile phones are cleaned regularly with disinfectant wipes
e ensure hands are cleaned before and after using mobile phone
¢ do not answer mobile phones when you are wearing PPE

e consider placing your mobile phone in a clear sealed bag at the commencement of each shift and
discarding the bag prior to going home as an additional precaution.

Physical distancing measures in healthcare settings

Physical distancing is to be practiced within clinics and wards, between staff and patients, and between
staff and staff. This includes:

e waiting room chairs separated by at least 1.5 metres
e direct interactions between staff conducted at a distance

o staff and patients to remain at least 1.5 metres apart with the exception of clinical examinations and
procedures

¢ hospital cafeterias may only provide takeaways.

Transmission-based precautions

For the purposes of PPE, healthcare workers are people in close contact with patients or the patient
space. For example, doctors and nurses and cleaners who enter the patient’s room or cubicle are
included as healthcare workers. Staff who work in non-clinical areas who do not enter patient rooms are
not included as healthcare workers for this purpose.

Patient placement

The following patient placement options should be used in the following order, according to facility
resources:

1. Single room with en suite facilities, negative pressure air handling, with or without a dedicated
anteroom

2. Single room with en suite facilities without negative pressure air handling
3. Single room without en suite facilities and without negative pressure air handling
4. Cohorted room

A dedicated toilet / commode should be used where possible, ensuring lid is closed when flushed to
reduce any risk of aerosolization.

Suspected cases of COVID-19 infection may be cohorted together where single rooms are not available.

Maintain a record of all persons entering the patient’s room including all staff and visitors.
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PPE and routine patient care, during the COVID-19 emergency

During the COVID-19 emergency, all healthcare workers in Victorian public health services in high-risk
areas — intensive care units (ICU), emergency departments (ED), Coronavirus (COVID-19) wards, and
acute respiratory assessment clinics — are to wear surgical masks for all patient interactions, unless
the situations below apply.

This is in addition to hand hygiene in accordance with the WHO five moments of hand hygiene. Unless
damp or soiled, a surgical mask may be worn for the duration of a clinic or shift of up to four hours.
Masks must be removed and disposed of for breaks and then replaced.

The risk in birthing suites is unknown, however the use of a surgical face mask and eye protection may
be prudent where there is a risk of splashes from body fluids.

Lung function testing should only be performed if it is deemed clinically essential by a respiratory
physician, and staff performing testing should followed droplet and contact precautions as outlined in the

covid-19>.

For all other areas within Victorian public health services, standard precautions apply.

Caring for suspected and confirmed cases

In line with advice from the WHO and the Communicable Disease Network Australia (CDNA), the
department recommends droplet and contact precautions for HCWs providing routine care of
suspected and confirmed cases of COVID-19 infection, including during initial triaging.

This means that in addition to standard precautions, all individuals, including family members,
visitors and HCWs should apply droplet and contact precautions. This includes use of the following
PPE:

e single-use surgical mask

e eye protection (for example, safety glasses/goggles or face shield. Note that prescription glasses are
not sufficient protection.)

e long-sleeved gown

e gloves (non-sterile).

If the gown is disposable and soiled, take it off and dispose of it with clinical waste. If the gown is
reusable (non-disposable), take it off and have it reprocessed. Posters showing the order of putting on

<https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-covid-19>.

Masks, gloves and gowns are not to be worn outside of patient rooms (for example, between wards,
break room, reception area) and are to be removed before proceeding to care for patients that are not
isolated for COVID-19.

For hand hygiene, use an alcohol-based hand rub with over 60 per cent alcohol if hands are visibly
clean, soap and water when hands are visibly soiled.

Visiting confirmed cases of COVID-19 is discouraged due to the high likelihood of contamination of the
environment of the room of an infectious confirmed case. If a visitor attends a confirmed case in hospital,
the visitor must wear PPE as described above. Staff should educate visitors on appropriate use of PPE,
for example, when and where they should apply PPE. Visitors should be helped to carefully don and doff
PPE by a person experienced in infection prevention and control requirements.
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Airborne and contact precautions

Airborne and contact precautions are:

o P2/N95 respirator (mask) — fit-check with each use

e eye protection (for example, safety glasses/goggles or face shield)
¢ long-sleeved gown

¢ gloves (non-sterile)

Total head covering is not required as part of airborne and contact precautions.

P2/N95 respirators (mask) should be used only when required. Unless used correctly, that is with fit
checking, they are unlikely to protect against airborne pathogen spread. A poorly fitted P2/N95
respirator/mask should not be used, and the procedure either delayed, or performed by a clinician whom
can fit their respirator/mask correctly.

Aerosol generating procedures (AGPs)

Fit checking

Healthcare workers must perform fit checks every time they put on a P2/N95 respirator to ensure a facial
seal is achieved. No clinical activity should be undertaken until a satisfactory fit has been achieved. Fit

checks ensure the respirator is sealed over the bridge of the nose and mouth and that there are no gaps
between the respirator and face. Healthcare workers must be informed about how to perform a fit check.

The procedure for fit checking includes:

e placement of the respirator on the face so the top rests on your nose and the bottom is secured
under your chin

e placement of the top strap or ties over the head and position it high on the back of the head. Pull the
bottom strap over your head and position it around your neck and below your ears.

¢ place fingertips from both hands at the top of the nosepiece. Using two hands, mould the nose area
to the shape of your nose by pushing inward while moving your fingertips down both sides of the
nosepiece.

e checking the negative pressure seal of the respirator by covering the filter with both hands or a non-
permeable substance (for example, plastic bag) and inhaling sharply. If the respirator is not drawn in
towards the face, or air leaks around the face seal, readjust the respirator and repeat process, or
check for defects in the respirator.

Always refer to the manufacturer’s instructions for fit checking of individual brands and types of P2/N95
respirators/masks.
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Healthcare workers who have facial hair (including a 1-2 day stubble) must be aware that an adequate
seal cannot be achieved between the P2/N95 respirator/mask and the wearer’s face. The wearer must
either shave or seek an alternative protection.

When to discard P2/N95 respirators (masks)
P2/N95 respirators (masks) should be:

¢ Discarded and replaced if contaminated with blood or bodily fluids

¢ Replaced if it becomes hard to breathe through or if the mask no longer conforms to the face or loses
its shape

¢ Removed outside of patient care areas (for example, between wards, break room, reception area)
and are to be removed before proceeding to care for patients that are not isolated for COVID-19.

Undertaking diagnostic testing for COVID-19

There is no requirement for airborne precautions when taking a nose and throat swab.

A patient with clinical evidence of pneumonia who requires testing for COVID-19 should be managed in a
hospital setting. Management of patients with pneumonia in the hospital setting will also facilitate lower
respiratory tract specimen collection.

Table 3: When airborne precautions are recommended for specimen collection

Specimen type Airborne precautions required?
Nasopharyngeal swab No
Oropharyngeal swab No
Sputum (not induced) No
Nasal wash/aspirate No
Bronchoalveolar lavage Yes
Induced sputum Yes

Ref: Infection Control Advisory Group — 2019-nCoV, Interim recommendations for the use of PPE during clinical care
of people with possible nCoV infection. CDNA

While patient’s faecal samples may be tested under some circumstances where there is capacity
to do so, faecal sampling is not recommended as a standard test.

Prioritising PPE for health care workers

To ensure that single-use surgical masks are available to protect health workers and for patients
presenting with suspected coronavirus (COVID-19) the following strategies are recommended:

Single-use surgical masks

e Prioritise use to frontline staff (ICU, ED, coronavirus (COVID-19) wards, acute respiratory assessment
clinics, theatre and birthing suites).

e Surgical mask supplies are to be stored in secure areas or supervised by a staff member and not
accessible to patients
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e Unless damp or soiled, a surgical mask may be worn for the duration of a clinic or shift of up to four
hours.

General PPE:

e Substitutions that may be considered include:
— plastic apron instead of a long-sleeved disposable gown where appropriate
— full-face shield instead of a surgical mask for situations that are appropriate.
PPE training should use expired PPE stock only (if available).

Care of critically ill patients in ICU

e Patients who require admission to ICU with severe COVID-19 infection are likely to have a high viral
load, particularly in the lower respiratory tract.

¢ Contact and airborne precautions (as above) are required for patient care and are adequate for most
AGPs. The risk of aerosol transmission is reduced once the patient is intubated with a closed
ventilator circuit. There is a potential, but unknown, risk of transmission from other body fluids such as
diarrhoeal stool or vomitus or inadvertent circuit disconnection.

ICU staff caring for patients with COVID-19 (or any other potentially serious infectious disease)
should be trained in the correct use of PPE, including by an infection control professional.

Case movement and transfers

Where possible, all procedures and investigations should be carried out in the case’s room, with
exception of AGPs which should be performed in a negative pressure room whenever possible, or a
single room with the door closed.

Transfers to other healthcare facilities should be avoided unless it is necessary for medical care. Inter

hospital transfers should use routine providers.

Environmental management

Signage

Clear signage should be visible to alert HCWs of required precautions before entering the room, see

work/healthcare-associated-infection/infection-control-signage>.

Management of equipment

Preferably, all equipment should be either single-use or single-patient-use disposable. Reusable
equipment should be dedicated for the use of the case until the end of their admission. If this is not

below) prior to use on another patient.

Disposable crockery and cutlery may be useful in the patient’'s room to minimise the number of
contaminated items that need to be removed. Otherwise, crockery and cutlery can be reprocessed as per
standard precautions.

Environmental cleaning and disinfection

Required agents for cleaning and disinfection

Cleaning of a patient consultation room or inpatient room should be performed using a neutral detergent.
Disinfection should then be undertaken using a chlorine-based disinfectant (for example, sodium
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hypochlorite) at a minimum strength of 1000ppm, or any hospital-grade, TGA-listed disinfectant with
claims against coronaviruses or norovirus, following manufacturer’s instructions.

A one-step detergent/chlorine-based product may also be used. Ensure manufacturer’s instructions are
followed for dilution and use of products, particularly contact times for disinfection.

Wearing PPE whilst undertaking cleaning and disinfection

Droplet and contact precautions should be used during any cleaning and disinfection of a room where
there has not been an AGP or if more than 30 minutes has elapsed since the AGP was done.

Airborne and contact precautions should be used during any cleaning and disinfection of a room where
there has been an AGP performed within the previous 30 minutes.

Steps for disinfection and cleaning of a patient consultation room or inpatient room

The patient consultation room should be cleaned at least once daily and following any AGPs or other
potential contamination.

There is no need to leave a room to enable the air to clear after a patient has left the room unless there
was an AGP performed. Nose and throat swabs are not considered AGPs unless performed on a patient
who has pneumonia. If an AGP was performed, leave the room to clear for 30 minutes.

The patient consultation room (or inpatient room after discharge of the suspected case) should now be
cleaned and disinfected using the agents listed above. In most cases this will mean a wipe down with a
one-step detergent disinfectant as listed above. There is no requirement to wait before the next patient is
seen. The room is now suitable for consultation for the next patient.

Waste management

Dispose of all waste as clinical waste. Clinical waste may be disposed of in the usual manner.

Linen
Bag linen inside the patient room. Ensure wet linen is double bagged and will not leak.

Reprocess linen as per standard precautions.

Environmental cleaning and disinfection in an outpatient or community setting
(for example, a general practice)

Cleaning and disinfection methods as below:

e Clean surfaces with a neutral detergent and water first.

¢ Disinfect surfaces using either a chlorine-based product at 1000ppm or other disinfectant that makes
claims against coronavirus. Follow the manufacturer’s instructions for dilution and use.

e A one-step detergent/disinfectant product may be used as long as the manufacturer’s instructions are
followed re dilution, use and contact times for disinfection (that is, how long the product must remain
on the surface to ensure disinfection takes place).

Follow the manufacturer’s safety instructions for products used regarding precautions and use of safety
equipment such as gloves or aprons.

All linen should be washed on the hottest setting items can withstand.

Wash crockery and cutlery in a dishwasher on the hottest setting possible.
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Care of the deceased if COVID-19 is suspected or confirmed
Deaths in healthcare settings

Please refer to the guidance “Handling the body of a deceased person with suspected or

deceased.

Any person having contact with the body of a person with suspected or confirmed COVID-19 must
ensure hand hygiene before and after interacting with the body and the environment and wear personal
protective equipment (PPE) appropriate for droplet and contact precautions. This includes a gown,
disposable gloves, a surgical mask and appropriate eye protection.

Additional precautions may be required, for example airborne and contact precautions, if conducting an
autopsy. This will be dependent upon the risk of generation of aerosols.

Deaths in the community

In the event that an unexpected death of a person with suspected or confirmed COVID-19 occurs at
home, family members should be advised that:

e they may view the body but must continue the same precautions as when they were living with
the person. Family members should not touch or kiss the body.

e relevant authorities should not touch the body unless equipped with appropriate PPE upon
arrival at the place of death

e they must leave the room (or vicinity) or maintain a distance greater than 1.5 metres when
handling or transferring the body for transportation

e the area of death must be cleaned and disinfected using standard household bleach. Further
information can be found in the document: Cleaning and disinfecting tips for non-healthcare

>

If there is a suspicion that the deceased may have had undiagnosed COVID-19, or on request of
paramedics or other first responders, the medical practitioner certifying a death in the community should
take a nasopharyngeal AND/OR oropharyngeal swab for PCR testing of the deceased for COVID-19 and
advise first responders and the family of the test results. Positive test results must be notified to the
department on 1300 651 160, 24 hours a day, to allow contact tracing to occur.

Advice for funeral workers

Advice for funeral industry workers may be found in the document “Handling the body of a deceased

https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-covid-19>.
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Laboratory testing for COVID-19

Prioritisation of testing

A number of Victorian laboratories are undertaking testing for COVID-19 in Victorian patients. There is
significant pressure on supply of swabs and reagent kits for COVID-19 testing. It is critical that clinicians
use the current testing criteria to guide patient investigation and use only one swab when testing.
Please provide clinical details on request slips so high-risk patients and healthcare workers, aged care
workers or disability workers can be prioritised where resources allow. Specimens taken from health care
workers should be marked URGENT- Health Care Worker (or in the case of testing for return-to-work
criteria for healthcare and aged care workers, mark with ‘URGENT: HCW CLEARANCE TESTING,
please notify result to DHHS’. Results should be copied to the DHHS COVID-19 Response and the
HCW'’s treating physician.

Specimens for testing

For initial diagnostic testing for COVID-19, DHHS recommends collection of the following samples:
1. upper respiratory tract specimens.

2. lower respiratory tract specimens (if possible).

3. serum, where possible (to be stored for later analysis).

Label each specimen container with the patient’'s ID number (for example, medical record number),
specimen type (for example, serum) and the date the sample was collected.

Respiratory specimens

Collection of upper respiratory (nasopharyngeal AND/OR oropharyngeal swabs), and lower respiratory
(sputum, if possible) is recommended for patients with a productive cough.

1. Upper respiratory tract

a) Nasopharyngeal swab: Insert a swab into nostril parallel to the palate. Leave the swab in
place for a few seconds to absorb secretions. Swab both nostrils (hasopharyngeal areas)
with the same swab.

AND/OR
b) Oropharyngeal swab (that is, a throat swab): Swab the tonsillar beds, avoiding the tongue.

c) To conserve swabs the same swab that has been used to sample the oropharynx should
be utilised for nasopharynx sampling

d) If testing for other respiratory viruses is indicated, contact your testing laboratory to find out
if testing (for example, multiplex PCR) can be undertaken on the same specimen, or if an
additional specimen needs to be collected.

Note. Swab specimens should be collected only on swabs with a synthetic tip (such as polyester,
Dacron® or Rayon, flocked preferred) with aluminium or plastic shafts. Do not use calcium alginate
swabs or swabs with wooden shafts, as they may contain substances that inactivate some viruses
and inhibit PCR testing. For transporting samples, recommended options include viral transport
medium (VTM) containing antifungal and antibiotic supplements, or Liquid Amies medium which is
commonly available. Avoid repeated freezing and thawing of specimens.

2. Lower Respiratory tract (if possible)
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a) Sputum: Have the patient rinse the mouth with water and then expectorate deep cough
sputum directly into a sterile, leak-proof, screw-cap sputum collection cup or sterile dry
container. Refrigerate specimen at 2-8°C. If sending to Victorian Infectious Diseases
Reference Laboratory (VIDRL), send on an ice pack.

b) Bronchoalveolar lavage, tracheal aspirate: Collect 2-3 mL into a sterile, leak-proof, screw-
cap sputum collection cup or sterile dry container. Refrigerate specimen at 2-8°C - if
sending to VIDRL, use ice pack.

Lower respiratory tract specimens are likely to contain the highest virus loads based on experience with
SARS and MERS coronaviruses.

Other specimens:
3. Blood (serum) for storage for serology at a later date:
a) Children and adults: Collect 1 tube (5-10mL) of whole blood in a serum separator tube.

b) Infant: A minimum of 1ml of whole blood is needed for testing paediatric patients. If
possible, collect 1mL in a serum separator tube.

At the current time there is no serological test for COVID-19 and blood when received at VIDRL will be
stored for future testing, when testing is available and if the case is confirmed as COVID-19 infection.

The department is continuously reviewing whether there is a requirement for other specimens such as
stool or urine to be sent to VIDRL. At the current time this is not routinely recommended in cases of
respiratory iliness. A stool specimen may be recommended by the department to provide additional
reassurance before a confirmed case is released from isolation.

Specimen collection and transport

Specimen collection process

For most patients with mild iliness in the community, collection of upper respiratory specimens (that is,
nasopharyngeal or oropharyngeal swabs) is a low risk procedure and can be performed using droplet
and contact precautions.

e Perform hand hygiene before donning gown, gloves, eye protection and single-use surgical
<https://www.dhhs.vic.gov.au/health-services-and-general-practitioners-coronavirus-disease-
covid-19>.

¢ When collecting throat or nasopharyngeal swabs stand slightly to one side of the patient to avoid
exposure to respiratory secretions should the patient cough or sneeze.

e At the completion of the specimen collection process, remove all PPE and perform hand hygiene
after removing gloves and when all PPE has been removed. See How to take off your PPE
poster on the department’s website <https://www.dhhs.vic.gov.au/health-services-and-general-
practitioners-coronavirus-disease-covid-19>.

Note that, for droplet and contact precautions, the room does not need to be left empty after sample
collection. Droplet and contact precautions PPE must be worn when cleaning the room. See

If the patient has severe symptoms suggestive of pneumonia, for example, fever and breathing difficulty,
or frequent, severe or productive coughing episodes then airborne and contact precautions should be
observed. This means that a P2 respirator must be used instead of a single-use surgical mask.
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Patients with symptoms suggestive of pneumonia should be managed in hospital, and sample collection
conducted in a negative pressure room, if available. If referral to hospital for specimen collection is not
possible, specimens should be collected in a single room. The door should be closed during specimen
collection and the room left vacant for at least 30 minutes afterwards (cleaning can be performed during
this time by a person wearing PPE for airborne and contact precautions).

There are no special requirements for transport of samples. They can be transported as routine
diagnostic samples for testing (that is, Biological substance, Category B).

Handling of specimens within diagnostic laboratories

All diagnostic laboratories should follow appropriate biosafety practices, and testing on clinical
specimens, including for other respiratory viruses, should only be performed by adequately trained
scientific staff.

Current advice from the WHO is that respiratory samples for molecular testing should be handled at
Biosafety Level 2 (BSL2), with the USCDC recommending that the following procedures involving
manipulation of potentially infected specimens are performed at BSL2 within a class Il biosafety cabinet:

¢ aliquoting and/or diluting specimens

¢ inoculating bacterial or mycological culture media

¢ performing diagnostic tests that do not involve propagation of viral agents in vitro or in vivo
¢ nucleic acid extraction procedures involving potentially infected specimens

e preparation and chemical- or heat-fixing of smears for microscopic analysis.

Information on testing for coronavirus at VIDRL

VIDRL has moved to utilising Real-Time specific COVID-19 PCR assays as the primary diagnostic tool
for COVID-19 detection.

Real-time COVID-19 PCR assay

e The test takes approximately 2—3 hours to perform.
¢ Results reported as positive or negative for COVID-19, for example, COVID-19 not detected.

The current VIDRL testing algorithm is as follows:

o All suspected cases will be tested by a real-time assay as above.

— This test will be performed twice a day at the current time (morning and afternoon), with results
released through routine pathways.

¢ All negative results will be reported and finalised.

¢ Any positive results will be confirmed by a second specific Real-Time COVID-19 PCR assay targeting
a different RNA sequence.

— This second Real-Time assay will be run for any presumptive positive results, immediately
following completion of the first Real-Time assay.

— Samples positive in both Real-Time assays will thus be reported on the same day as initial testing
and will be telephoned through to the referring pathology service as well as the department.

— Discordant results between the two different Real-Time assays are not anticipated and will be
managed on a case by case basis with further molecular testing (for example, Pan-coronavirus
PCR assay).

e Urgent specimens can be tested outside of these periods in consultation with the department.

e Viral culture will be attempted from any positive sample under high containment, but such testing is
not a diagnostic modality.

e Serum samples will be stored.
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As experience with testing develops this algorithm may change further. VIDRL has the intention to
register the Real-Time assays with NATA in the near future once sufficient data is available.

Indeterminate test results

Indeterminate test results have been reported from a number of Victorian laboratories. These are usually
samples that have had one gene detected in the assay but not both genes.

Indeterminate results may be referred to VIDRL for further testing, although these samples should be
considered as positive. Confirmatory testing may not be possible as the sample may already be low
titre and degradation due to processing may mean that VIDRL’s PCR may not be sufficiently sensitive to
offset loss of titre in the sample.

Cases with indeterminant results should be managed as confirmed cases. If the treating clinician feels
that the pre-test probability for COVID-19 is low, another sample may be collected for further testing. If
the second sample tests negative, the department will discuss the case with the treating doctor and the
testing laboratory to determine whether the case should continue to be managed as a confirmed case.

Governance

International response

The WHO declared COVID-19 a Public Health Emergency of International Concern (PHEIC) under the
International Health Regulations 2005 and on 30 January 2020. A pandemic has now been declared.

A State of Emergency was declared in Victoria on 16 March 2020.

Public Health Incident Management Team

The Department of Health and Human Services (the department, DHHS) has formed a Public Health
Incident Management Team, chaired by a Public Health Commander, to coordinate the public health and
sector response. A Class 2 Emergency, or public health emergency, was declared on 1 February 2020.

The Infection Clinical Network of Safer Care Victoria will be a network that is requested to provide
comment and advice to the department, alongside national committees including the Communicable
Diseases Network Australia (CDNA).

Communications and media

The department will coordinate communications and media in relation to suspected and confirmed cases
of COVID-19. In some instances, the department may — in collaboration with a Victorian health service —
request a service to provide media responses in relation to one of more cases associated with that
service. A health service should contact the department’s Media Unit with any queries.

Role of Ambulance Victoria

Where clinically appropriate, Ambulance Victoria can be used to transport any suspected cases of
COVID-19 from a port of entry or unwell suspected cases from general practice or other settings to an
emergency department. Triple 000 should be called in the normal manner but advise that the patient may
have suspected COVID-19 infection.
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Prevention

e From midnight, 28 March 2020, all travellers arriving into Melbourne from overseas will be
quarantined for two weeks in hotel rooms and other accommodation facilities

¢ Follow physical distancing advice

e Follow advice on influenza vaccination.

e Ensure adherence to good hand and respiratory hygiene practices.

¢ Adhere to good food safety practices.

e Consider avoiding live animal markets.

o At the present time, travel within Australia is not recommended, and a ban on overseas travel is

<https://www.smartraveller.gov.au>.
¢ Advice on physical distancing and other transmission reduction measures is available on the

measures>.
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Risk management at ports of entry

Infection with COVID-19 was designated a Listed Human Disease (LHD) under the Biosecurity Act 2015
on 21 January 2020.

As of 18™ March, the Australian Government advises all Australians not to travel overseas to any country
at this time.

Currently all passengers from every arriving international aircraft are health screened. The department’s
healthcare workers are also conducting health checks on passengers from any international flight if
required by the biosecurity officer. Single-use facemasks are provided to arriving passengers who have
been identified as unwell. As of midnight, 28 March 2020, all travellers arriving into Melbourne from
overseas will be quarantined for two weeks in hotel rooms and other accommodation facilities after
submitting an Isolation Declaration Card. Interstate travellers can return to their home states after
fulfilling the mandatory quarantine requirements.

Page 30 Coronavirus disease (COVID-19): Guideline for health services and GPs — 25 April 2020 — V20



DHS.0001.0060.0064

The disease

Infectious agent

Severe Acute Respiratory Syndrome coronavirus 2 (SARS-CoV-2) has been confirmed as the causative
agent. Coronaviruses are a large and diverse family of viruses that include viruses that are known to
cause illness of variable severity in humans, including the common cold, severe acute respiratory
syndrome (SARS-CoV), and Middle East Respiratory Syndrome (MERS-CoV). They are also found in
animals such as camels and bats.

First termed 2019 novel coronavirus (2019-nCoV), the virus was officially named Severe Acute
Respiratory Syndrome coronavirus 2 (SARS-CoV-2) 11 February 2020. The disease it causes is now
called coronavirus disease 2019 (COVID-19).

Reservoir

The reservoir is essentially unknown, but probably zoonotic, meaning they are likely transmitted between
animals and people; however, an animal reservoir has not yet been identified for COVID-19.

Initial cases were business operators at the Hua Nan Seafood Wholesale Market, which sold live animals
such as poultry, bats, marmots, and wildlife parts. The source of the outbreak is still under investigation
in Wuhan. Preliminary investigations have identified environmental samples positive for COVID-19 in
Hua Nan Seafood Wholesale Market in Wuhan City, however some laboratory-confirmed patients did not
report visiting this market.

Mode of transmission

The mode or modes of transmission of COVID-19 are not yet fully understood, although based on the
nature of other coronavirus infections, transmission is likely through droplet and contact. There were
cases with a strong history of exposure to the Hua Nan Seafood Wholesale Market in Wuhan City, China
where live animals are sold. However, the mechanism by which transmission occurred in these cases,
whether through respiratory secretions after coughing or sneezing, or direct physical contact with the
patient or via fomites after contamination of the environment by the patient, is unknown.

Person to person transmission has now occurred worldwide and the WHO declared a pandemic on 11
March 2020. As a result, droplet and contact precautions are recommended.

Incubation period

The incubation period is not yet known. However, the interim view on the incubation period is that it is 4
to 14 days, based on the nature of previous coronavirus infections.

Infectious period

Evidence on the duration of infectivity for COVID-19 infection is evolving. Epidemiological data suggests
that the majority of transmission occurs from symptomatic cases, however there is some evidence to
support the occurrence of pre-symptomatic transmission. As a precautionary approach, cases are
considered to be infectious from 48 hours prior to onset of symptoms until they meet the criteria for
release from isolation.. Infection control precautions should be applied throughout any admission and
until the department has declared the confirmed case to be released from isolation.

Given that little information is currently available on viral shedding and the potential for transmission of
COVID-19, testing to detect the virus may be necessary to inform decision-making on infectiousness.
Patient information (for example age, immune status and medication) should also be considered. Criteria
for release from isolation are described in this guideline.
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Clinical presentation

Common signs of infection include respiratory symptoms, fever, cough, shortness of breath and
breathing difficulties. Sore throat, coryzal symptoms, headache and fatigue have been reported.

In more severe cases, it appears that infection can cause pneumonia, severe acute respiratory syndrome
and multi-organ failure (including renal failure). In summary the clinical spectrum varies from mild cases,
through to severe acute respiratory infection (SARI) cases.

lliness is more likely in the middle-aged and elderly.

The case fatality rate is unknown but appears to be lower than for SARS and higher than the common

cold. The case fatality rate may be higher in elderly, people with immune compromise or who have co-
morbidities. The case fatality rate also appears to be higher in countries where the rate of infection has
overwhelmed the ability of the relevant health system to care for unwell patients. Current estimates are
that the case fatality rate may be as high as two to four per cent.

Information resources

<https://www.dhhs.vic.gov.au/novelcoronavirus>.

It is important that health professionals consult this website regularly, as case definitions and content of
this guideline change regularly during the response to this outbreak.
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Epidemiological and clinical investigation
il

Number of confirmed cases
[
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m Symptom onset % Asymptomatic cases (Swab collection date) QLD Case Symptom Onset

Figure 1: Epidemic curve for Rydges on Swanston Outbreak, by date of calculated symptom onset, including QLD case

*for asymptomatic cases symptom onset is estimated as first positive specimen collection date

Outbreak management plan Page 6



DHS.0001.0036.0151

50

o]
O

L.E O % 8]
8 .
5 2 /
; .
: .
00 %% % 0

1112 13 14 15 16 17 /18 15 20 21 22 253 24 25 2627 282930311 2 3 4 5|6 7 8 9 1011 12 13 1415 16 17 18 15 20 21 22 23 24 25

May June
Date of diagnosis

m Staff = External QLD Case (date DHHS were notified)

Figure 2: Epidemic curve for Rydges on Swanston Outbreak, by date of diagnosis, including QLD case
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Figure 3: Onset date and incubation period for confirmed cases, Rydges on Swanston

Note: The timeline cascade will not include the case diagnosed in Queensland

Case definitions

Current COVID-19 case definition (as of 2 June 2020)

A person who tests positive to a validated SARS-CoV-2 nucleic acid test or has the virus identified by
electron microscopy or viral culture.

Outbreak case definitions
Confirmed case:

A person tested positive for COVID-19 with an epidemiological link to the Rydges on Swanston
Outbreak whose symptoms began on or after 11 May 2020.

Note: travellers who are in detention at Rydges on Swanston will be consider as a potential outbreak
case if they have had direct contact with another confirmed outbreak case or if they are linked by
genomic analysis.

Close Contact:

Any person who has had exposure of 15 minutes face to face or two hours in the same enclosed
space to a confirmed outbreak case.
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high likelihood of fomite spread from poor cleaning products being utilised, poor PPE used by security
staff, and a lack of education surrounding cleaning practices. At risk populations include staff
members from the hotel, DHHS staff, nurses, and various other HCWs that were onsite to attend to
the people in hotel detention. Outside of the hotel, there has been onward household transmission to

partners and housemates.
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Risk communication

Key events

[Include information on internal communication, including briefings and communication with the
Minister’s Officer. Detail when media releases and press conference are released/take place]

Escalation point Date of escalation
Deputy Public Health Commander CCOM 17:00, 26 May 2020
Public Health Commander 17:48, 26 May 2020
Chief Health Officer 20:10, 26 May 2020
Minister’s Office 20:10, 26 May 2020

Communication with exposed settings

Initial request for information from the Rydges on the evening of 26 May 2020.

Key messages — general public
Approved media holding lines as of 26 May 2020
Statement

The department has been notified of a COVID-19 case in a staff member at Rydges on Swanston,
Melbourne.

The source of acquisition for this case is under investigation and all potential sources of transmission
will be explored.

All identified close contacts of the staff member have been contacted and placed into quarantine.
Any staff who are classified as close contacts of the case will be tested.

Thorough cleaning of relevant parts of the hotel is being undertaken, alongside other appropriate
public health actions including contact tracing, isolation and quarantine where required.

Background
The hotel is not currently open to the public.
There are some returned overseas travellers observing their quarantine at the hotel.

The cause of the infection is under investigation.
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Full commercial bioclean of common/affected areas conducted by lkon
cleaning — documentation received and filed in TRIM folder

On-site visit by outbreak squad nurses to provide IPC education
Notification of Case 3 by ACL at ~1000h; case interview completed
Emergency accommodation arrangements made for Case 3
Notification of Case 4 by Doctor at ~1200h; case interview completed
Notification of Case 5 by VIDRL at ~1800h; case interview completed
Notification of Case 6 by VIDRL at ~2000h; unable to contact case
Following notification of cases 3 and 4, decisions made that:

¢ Any staff who have worked at Rydges on Swanston since the
11th May (14 days before symptom onset in Case 1 & 2) should
not work elsewhere, unless they have not been on site in the
past 14 days AND have had a negative swab. Information
relayed to relevant agencies (including Swing Shift, YNA,
Unified Security, Alfred Health, Rydges, DHHS)

e Directive to implement at least daily commercial cleaning (using
disinfectant with antiviral activity) with a particular focus on
common areas and high touch surfaces

Following notification of cases 5 and 6 decision made to limit movement
of staff and patients in and out of premises effective immediately:

¢ No new admissions to hotel

¢ Minimising all movement of residents outside their rooms
(except for emergency care)

¢ No movement of staff between hotel sites, including all health
staff, AOs, team leaders, support staff, DJPR team leaders,
security and hotel staff (time frame currently unclear)

Actions from OMT #5:

¢ Atleast once daily cleaning & disinfection of all common areas
and frequently touched surfaces to commence

e Ongoing education and PPE training for staff
e Explore option of embed IPC lead from a health service

e Quarantine staff who attended for 30 min or more between 18
May and midday on 28 May for 14 days since last exposure

e Emergency accommodation for cases 3 & 5
¢ Communications to staff

Late on 3 June, PHU staff became aware that a close contact of the
exposure site worked two shifts at a correctional facility when they were
supposed to be in quarantine. The close contact is asymptomatic and
has received one negative test; a second test is pending. Although the
public health risk is considered low, the correctional facility, Justice
Health and Corrections Victoria have been advised of this situation.
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Outbreak demographic summary

Includes Victorian notified cases only.

Outbreak management plan

N Perc %
Total 17 100
Female 4 23.5
Sex Male 13 76.5
Unknown 0 0
0-9 0 0
10-19 2 11.8
20-29 11 64.7
30-39 2 11.8
40-49 1 5.9
Age group
50-59 1 5.9
60-69 0 0
70-79 0 0
80-89 0 0
90+ 0 0
Indigenous | 0 0
Indigenous Nop- 16 941
status Indigenous
Unknown 1 59
Admitted,
not known 0 0
to be in ICU
Admitted to
ICU 0 0
Home 0 0
isolation
Clinical
Hospital in
status the home 0 0
Deceased 0 0
Well,
isolation 17 100
complete
Not
recorded 0 0
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Cleaning and disinfecting to reduce

COVID-19 transmission

Building and construction sites
4 April 2020

Purpose

The current outbreak of coronavirus (COVID-19) has been declared a pandemic. The Victorian government is
working with health services, agencies and businesses to keep the Victorian community safe.

As more people are diagnosed with coronavirus (COVID-19), practicing good personal hygiene will be critical to
help prevent the spread of this disease. It will also be important to clean and disinfect premises, including non-
healthcare settings, where cases worked or studied.

This guide aims to provide advice on cleaning and disinfecting to reduce the risk of coronavirus (COVID-19)
transmission in building and construction sites. Note that this advice applies to all non-healthcare settings in
Victoria. The principles in this guide apply equally to domestic settings, office buildings, small retail businesses,
social venues and all other non-healthcare settings.

How coronavirus (COVID-19) is transmitted

¢ Coronavirus (COVID-19) spreads through close contact with an infected person and is typically transmitted via
respiratory droplets (produced when an infected person coughs or sneezes). It may also be possible for a
person to acquire the disease by touching a surface or object that has the virus on it and then touching their
own mouth, nose or eyes, but this is not thought to be the main way that the virus is spreading in this pandemic.

¢ Current evidence suggests the virus causing coronavirus (COVID-19) may remain viable on surfaces for many
hours and potentially for some days. The length of time that coronavirus (COVID-19) survives on inanimate
surfaces will vary depending on factors such as the amount of contaminated body fluid (e.g. respiratory
droplets) present, and environmental temperature and humidity. In general, coronaviruses are unlikely to survive
for long once droplets produced by coughing or sneezing dry out.

Cleaning and disinfection

¢ Cleaning means physically removing germs, dirt and organic matter from surfaces. Cleaning alone does not kill
germs, but by reducing the numbers of germs on surfaces, cleaning helps to reduce the risk of spreading
infection.

+ Disinfection means using chemicals to kill germs on surfaces. This process does not necessarily clean dirty
surfaces or remove germs, but by killing germs that remain on surfaces after cleaning, disinfection further
reduces the risk of spreading infection. Cleaning before disinfection is very important as organic matter and dirt
can reduce the ability of disinfectants to kill germs.

¢ Transmission or spread of coronavirus occurs much more commonly through direct contact with respiratory
droplets than through contaminated objects and surfaces. The risk of catching coronavirus when cleaning is
substantially lower than any risk from being face-to-face without appropriate personal protective equipment with
a confirmed case of coronavirus (COVID-19) who may be coughing or sneezing.

Importance of cleaning your hands regularly

e Soap and water should be used for hand hygiene when hands are visibly soiled. Use an alcohol-based hand rub
at other times (for example, when hands have been contaminated from contact with environmental surfaces).

+ Cleaning hands also helps to reduce contamination of surfaces and objects that may be touched by other
people.
* Avoid touching your face, especially their mouth, nose, and eyes when cleaning.
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* Always wash your hands with soap and water or use alcohol-based hand rub before putting on and after
removing gloves used for cleaning.

Cleaning and disinfection

Routine cleaning and disinfection

Workplaces should routinely (at least daily) clean frequently touched surfaces (for example, tabletops, door
handles, light switches, desks, toilets, taps, TV remotes, kitchen surfaces, cupboard handles and other equipment
and materials relevant to construction and building sites). Also, clean surfaces and fittings when visibly soiled and
immediately after any spillage. Where available, a disinfectant may be used following thorough cleaning. See below

What to clean and disinfect and when

Clean and disinfect all areas (for example, offices, bathrooms and common areas) that were used by the suspected
or confirmed case of coronavirus (COVID-19). Close off the affected area before cleaning and disinfection. Open
outside doors and windows to increase air circulation and then commence cleaning and disinfection.

The department will notify employers when a worker has been diagnosed with coronavirus (COVID-19) and has
been infectious while on a building and construction site. The department will advise if cleaning and disinfection is
required. It is the responsibility of employers to apply the principles in this document to conduct relevant cleaning
and disinfection.

How to clean and disinfect

1.  Wear gloves when cleaning and disinfecting. Gloves should be discarded after each clean. If it is necessary to
use reusable gloves, gloves should only be used for coronavirus (COVID-19) related cleaning and disinfection
and should not be used for other purposes. Wash reusable gloves with soap and water after use and leave to
dry. Clean hands immediately after removing gloves.

2. Thoroughly clean surfaces using detergent (soap) and water.

3. Apply disinfectant to surfaces using disposable paper towel or a disposable cloth. If non-disposable cloths are
used, ensure they are laundered and dried before reusing.

4. Ensure surfaces remain wet for the period of time required to kill the virus (contact time) as specified by the
manufacturer. If no time is specified, leave for 10 minutes.

A one-step detergent/disinfectant product may be used as long as the manufacturer’s instructions are followed
regarding dilution, use and contact times for disinfection (that is, how long the product must remain on the surface
to ensure disinfection takes place).

Cleaning and disinfection of items that cannot withstand bleach

Soft furnishings or fabric covered items (for example, fabric covered chairs or car seats) that cannot withstand the
use of bleach or other disinfectants or be washed in a washing machine, should be cleaned with warm water and
detergent to remove any soil or dirt then steam cleaned. Use steam cleaners that release steam under pressure to
ensure appropriate disinfection.

Use of personal protective equipment (PPE) when cleaning

Gloves are recommended when cleaning and disinfecting. Use of eye protection, masks and gowns is not required
when undertaking routine cleaning.

Always follow the manufacturer’s advice regarding use of PPE when using disinfectants.

Environmental cleaning and disinfection for COVID-19: Non-health care settings 2
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For cleaning and disinfection for suspected and confirmed cases, when available, a surgical mask and eye
protection may provide a barrier against inadvertently touching your face with contaminated hands and fingers,
whether gloved or not.

For cleaning and disinfection for suspected and confirmed cases, wear a full-length disposable gown in addition to
the surgical mask, eye protection and gloves if there is visible contamination with respiratory secretions or other
body fluid. Get advice from your work health and safety consultants on correct procedures for wearing PPE.

Choice, preparation and use of disinfectants

e Where possible, use a disinfectant for which the manufacturer claims antiviral activity (meaning it can Kkill
viruses). Chlorine-based (bleach) disinfectants are one product that is commonly used. Other options include
common household disinfectants or alcohol solutions with at least 70% alcohol (for example, methylated spirits).

+ Follow the manufacturer’s instructions for appropriate dilution and use. Table 1 below provides dilution
instructions when using bleach solutions.

Chlorine dilutions calculator

Household bleach comes in a variety of strengths. The concentration of active ingredient — hypochlorous acid —
can be found on the product label.

Table 1. Recipes to achieve a 1000 ppm (0.1%) bleach solution

Original strength of bleach Disinfectant recipe Volume in standard 10L bucket
% Parts per million Parts of bleach | Parts of water

1 10,000 1 9 1000 mL

2 20,000 1 19 500 mL

3 30,000 1 29 333 mL

4 40,000 1 39 250 mL

5 50,000 1 49 200 mL

For other concentrations of chlorine-based sanitisers not listed in the table above, a dilutions calculator can be

control-guidelines/chlorine-dilutions-calculator>.

Management of linen, crockery and cutlery
If items can be laundered, lauder them in accordance with the manufacturer’s instructions using the warmest
setting possible. Dry items completely. Do not shake dirty laundry as this may disperse the virus through the air.

Wash crockery and cutlery in a dishwasher on the highest setting possible. If a dishwasher is not available, hand
wash in hot soapy water.

Reducing the risk of transmission in social contact settings
Social contact settings or environments include (but are not limited to), transport vehicles, shopping centres and
private businesses.

To reduce the risk of spreading coronavirus (COVID-19) in these settings:

¢ Promote cough etiquette and respiratory hygiene.
¢ Routinely clean frequently touched hard surfaces with detergent/disinfectant solution/wipe.

Environmental cleaning and disinfection for COVID-19: Non-health care settings 3
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* Provide adequate alcohol-based hand rub for staff and consumers to use. Alcohol-based hand rub stations
should be available, especially in areas where food is on display and frequent touching of produce occurs.

¢ Train staff on use of alcohol-based hand rub.
« Consider signs to ask shoppers to only touch what they intend to purchase.

—>)
Vehicle air-conditioning should be set to fresh air @ -

Environmental cleaning and disinfection for COVID-19: Non-health care settings
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IMPORTANT - Please note that the content of this fax / this email is for the addressee's use only. It is confidential and may be legally privileged. It
must not be copied or distributed to anyone outside DHHS without the permission of the author. If you are not the intended recipient, any disclosure,
copying or use of this information is prohibited.

If you have received this fax / this email in error, please contact the author whose details appear above.

This email contains confidential information intended only for the person named above and may be subject to
legal privilege. If you are not the intended recipient, any disclosure, copying or use of this information is
prohibited. The Department provides no guarantee that this communication is free of virus or that it has not
been intercepted or interfered with. If you have received this email in error or have any other concerns regarding
its transmission, please notify Postmaster@dhhs.vic.gov.au
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include the day 11 testing date for residents and staff who are close contacts of case 1.
e Results from this testing will guide outbreak closure planning. If no new cases are identified,
it is anticipated that isolation restrictions may be lifted on 11 June 20.
e Qutstanding actions:
e Clearance testing for Case — first return to work clearance test planned for 7 June
e Mass testing of staff/residents planned for 7 June (need to chase results)
o Next OMT meeting: scheduled for Sunday 7 June at 11am (standing invite)

Lynden Aged Care - TRIM folder IIEF/20/1297

e Three confirmed case have been linked to this outbreak in an aged care facility (1 resident
and 2 staff)

e Symptom onset for case 1 was 16 May. The case was admitted to the Epworth Richmond on
17 May following a fall and has subsequently met clearance criteria.

e Cases 2 and 3 (both staff members) are currently undergoing return-to-work clearance
testing — each has had one negative test, and second tests are pending.

e The facility advised that a resident with symptoms of a respiratory illness died on the 11
May. This was considered a suspected case as testing was not performed and the body has
since been cremated. Their family contacts were placed in quarantine but have now all
tested negative.

e As of 20 May, all residents in the same wing as the index case (17), and staff that worked in
that wing from 14 to 17 May (21) are considered close contacts and are being quarantined.
These staff will return to work on 2 June. The department has also identified 7 other close
contacts including 5 family members and 2 healthcare workers.

e To date, all 87 residents and 103 staff have received negative results from initial testing.

e Testing was arranged for a further 7 staff members. Of these staff members, two have
returned positive results. Both were asymptomatic at the time of testing, one case has since
developed symptoms. The department is working closely with the facility to ensure
appropriate measures are being put in place. Including quarantine of all residents.

e PPE training was conducted on 21 May by outbreak squads, IPC site visits occurred 26th,

27th and 28th May.

e Repeat testing for all staff and residents was undertaken on 25th _ 29th May. All results for
residents, permanent staff and contractors are negative.

e Another round of testing for all residents and staff was performed on Friday 5th June.To
date, of 85 residents tested — 84 are negative and one result is pending. Of 61 staff tested —
59 are negative and 2 are pending. Final results from this round will guide outbreak closure
planning. If no new cases are identified, it is anticipated that isolation restrictions will be
lifted on 9 June 20.

e Qutstanding actions:

e Clearance testing for Cases 2 & 3 — each has had one negative test, and second tests
are pending
e Chase remaining results from 5 June testing round
e |f no new cases, stand down/soft closure can occur on 9 June
e Next OMT meeting: scheduled for Sunday 7 June at 11am (standing invite)

Hammond Aged Care - TRIM folder IIEF/20/1296

e There are two confirmed cases in residents of this aged care facility. Case 1 — symptom
onset 17 May; case 2 — asymptomatic (test positive 23 May)

e All staff at the site have undergone an initial round of testing with negative results. A
second round of staff testing has also been performed— one staff member was scheduled to
be tested yesterday; two agency nurse close contacts of case 2 (who were subsequently
identified) were to be tested yesterday, and the remainder have tested negative.

e All but one of the residents have been tested. The resident who has not been tested has
dementia and has consistently refused testing. Both cases live in separate areas of the
facility. The resident who has not been tested lives in a separate area of the facility to both
cases.

e Following an infection control assessment by Alfred Health, case 2 has been moved back
into their residence. There had been concerns regarding her mental health and wellbeing
while isolating in the separate cottage. The department has outlined specific requirements
for case 2 to be safely isolated in the cottage.

e Case 1 has received 2 x negative swabs and is now cleared.

e Case 2 has received 1 x negative swab; results for a second swab (performed 5 June).

e Day 11 testing for close contacts of case 2 (including 5 residents) was performed on 4 June. 3
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residents (all close contacts with dementia) refused testing on 4 June and subsequently on
5 June. These residents had a negative test earlier in their quarantine period. The remaining
2 residents and 16 staff have tested negative. Results are still pending for 4 agency nurses.
1 agency nurse was reclassified as a close contact on 5 June - this staff member was already
in quarantine.
Staffing support is being provided by the Commonwealth
This outbreak is active and under investigation. Projected release date for the second
cottage where case 2 resides is early next week (Monday 8th by dates, but Tuesday gth
easier for facility due to public holiday), if clearance testing for residents and staff is
negative and everyone remains asymptomatic.
Outstanding actions:
e Clearance testing for Case 2 — has had one negative test, results for second test
(performed 5 June) pending
e Chase pending results for remaining agency and permanent staff close contacts (day
11 testing)
e |f no new cases, stand down/soft closure can occur on 9 June
Next OMT meeting: scheduled for Sunday 7 June at 11am (standing invite)
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delete the e-mail and destroy any copies of it.
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Active case finding:

o 132 results come through from VGRL; all are negative so far

o There are 32 persons who have been tested but we are not presently able to identify who they

are, mainly just due to administrative errors

o Some sought testing elsewhere — we are working to get results as quickly as possible
An outbreak control squad is going to Novotel this afternoon; the visit will include planning for and
commencing training for IPC and PPE
We need to provide confirmation of whether restrictions on residents can be lifted
Day 11 re-testing is being offered to all staff prior to coming out of quarantine — letters to affected staff
approved by Simon Crouch

Internal and external communication:

The new hotel is not being named publicly
Channel 7 are aware of the move
Some lines have been prepared and are awaiting approval from Simon
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DHS.5000.0093.8528

Controls:

e An additional visit by Outbreak Squad will be arranged to manage potential risks (storing staff belongings,
access to bathrooms)

o Educational materials will be provided to management (especially security) to disseminate to staff

Next Meeting: Monday 8 June
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DHS.5000.0093.6239

o Goal: to provide reassurance to everyone that staff working at the COVID positive hotel will be able
to work at other hotels
The other COVID positive hotel is the Novotel
o There was a visit bu IPC last weekend; IPC measures were under control
o Another visit took place this week to do additional PPE training
o IPC nurses are happy that the practices in place are appropriate
We will be able to start standing down the outbreak response once all test results are back
o Atthat time we can advise staff that they can move between hotels as needed (including between
hotels with COVID positive and non-positive persons)
We need to ensure that all hotels are vigilant about IPC, and that any symptomatic persons don’t come to
work
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DHS.0001.0036.0206

Epidemiological and clinical investigation

Number of cases

=T T T T T T
28 29 01 03 05 07 09 11 13 15 16 19 21 23 25 27 29 01 03 05 07 09 11 13 15 16 19 21 23 25 27 29 31
May Jun Jul

Date of symptom onset

D Presymptomatic D Symptomatic

Figure 1: Epidemic curve for Stamford Plaza Outbreak by date of symptom onset* as of 17 July 2020

*for asymptomatic cases, calculated symptom onset date is used
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Number of cases
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Figure 2: Epidemic curve for Stamford Plaza Outbreak by date of diagnosis as of 17 July
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Risk communication

Key messages — general public
Media lines for release on 19 June:

“Four new cases have been detected in security contractors at the Stamford Plaza Hotel, which hosts
returned overseas travellers in quarantine. This takes the number of cases in this outbreak to six.

As a result of the exhaustive and detailed contact tracing efforts of the department, a link has been
discovered between the Stamford Plaza cases and a case in what is now known as the Hallam family
outbreak. An adult associated with the Hallam outbreak had previously worked as a security
contractor at the hotel, which was revealed to the department only yesterday.

The investigation into these cases is ongoing and all public health actions are being taken, including
further contact tracing and deep cleaning.

The department has reinforced the need for infection control procedures to be followed at all times to
protect contractors, staff and guests at the hotel.

This was done yesterday when the outbreak control team made another site inspection at the hotel.”
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Case demographics summary

Outbreak management plan

N Perc %
Total 48 100
Female 12 25
Sex Male 36 75
Unknown 0 0
0-9 3 6.2
10-19 2 4.2
20-29 25 52.1
30-39 10 20.8
40-49 2 4.2
Age group
50-59 6 125
60-69 0 0
70-79 0 0
80-89 0 0
90+ 0 0
Indigenous 1 2.1
Indigenous Nor_1- 46 958
status Indigenous
Unknown 1 2.1
Admitted,
not known 0 0
to be in ICU
Admitted to
ICU 0 0
Home 2 42
isolation
Clinical
Hospital in
status the home 0 0
Deceased 0 0
Well,
isolation 42 87.5
complete
Not
recorded 4 83

DHS.0001.0036.0219
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DHS.5000.0090.2016

o Day 11 has passed for many close contacts (even those with later last exposure dates)
o Status of letters and testing needs to be confirmed

Other Issues:

o If new cases are from existing close contacts, we need to confirm what this means for isolation
requirements for other close contacts
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DHS.5000.0036.5096

notify Postmaster@dhhs.vic.gov.au
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