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Inquiry into the Victorian Government’s COVID19 Test, Trace and Isolate Regime
This submission is the Victorian Government’s response to the Inquiry into the Victorian Government’s
COVID-19 Test, Trace and Isolate Regime by the Legal and Social Issues Standing Committee of
Parliament.
The submission is structured in accordance with Terms of Reference for the Inquiry and details:
1. The strength of the Victorian Government’s test, trace and isolate regime (TTI) and demonstrates the
continuous improvements in the capacity and fitness for purpose to manage COVID-19.
2. The Victorian Government’s engagement with and support for businesses, the community sector and
multicultural communities in order for contact tracing and testing to be more effective in management
and prevention of COVID-19.
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Part I. An overview: contact tracing and testing
in the Victorian context
The Victorian Government’s test, trace and isolate regime has experienced two significant waves of
COVID-19 transmission.
The first wave of COVID-19 was seeded by people arriving in, or returning to, Melbourne through air and
sea ports, and largely affected smaller households who followed public health advice. As a result, the
transmission chains were short and were able to be traced and contained quickly.
The second wave of COVID-19 was characterised by super spreader events – with the virus passing
rapidly from large households and large workplaces with casualised, highly mobile workforces.
Victoria has experienced much higher rates of community transmission than other Australian
jurisdictions, with higher rates of unknown sources of acquisition.
This year has required extensive and rapid recalibration of the Victorian Government’s capabilities and
responses to:
•

target engagement, communications and interventions (including compliance and enforcement
measures) to high-risk industries, cohorts (including culturally and linguistically diverse communities)
and settings to prevent transmission of COVID-19

•

accelerate redevelopment of information technology (IT) systems for capturing data and automating
processes to support rapid and extensive responses

•

decentralise contact tracing and outbreak management functions

•

use modelling, data and evidence to drive decision-making

•

deploy health services to provide infection prevention and surge workforce for high risk residential
settings, including stepping in to take over management of some facilities (especially in aged care)

•

adopt a more tailored approach to containing workplace outbreaks, with more expectations on
employers to identify and isolate affected staff.

In the absence of a vaccine or fully effective treatment for COVID-19, the success of Victoria’s pandemic
response will depend upon the combination of testing and isolating cases and their contacts and effective
management of outbreaks, along with ongoing engagement with workplaces, the community sector and
Victorians from all walks of life.

Introduction
The Victorian Government’s contact tracing and testing system is the only system in Australia to be truly
tested at scale: it has had to operate under extreme pressure and public scrutiny, unlike any other
Australian jurisdiction.
In late October and early November 2020, Victoria registered numerous consecutive days of zero new
COVID-19 cases – following recording more than 700 new daily cases at the peak of the second wave in
early August.
The move from high to low case numbers is due to a combination of policy settings at a population
level and operational improvements to the Victorian Government’s contact tracing and testing system
(together referred to as TTI system).
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These results were achieved through a suite of coordinated responses informed by the data-driven public
health advice and best practice informed by domestic and international evidence:
•

mandatory mask use

•

physical distancing requirements, and restrictions on social gatherings and in workplaces

•

enhanced and targeted testing, including rapid deployment and population surveillance

•

continuous improvements in the State’s contact tracing system

•

consistent engagement with workplaces and businesses, at-risk communities and health services,
community groups and multicultural communities

•

targeted additional obligations and support for high-risk industries

•

close collaboration between different government departments to coordinate responses to outbreaks.

The TTI system is an important part of the suite of responses to the pandemic. TTI complements
measures such as restrictions and mandating mask use. The responses and improvements in TTI, as
well as engagement with different sectors of the Victorian community, are canvassed throughout this
submission.
Based on independent scientific advice, early in the response to the second wave, the Victorian
Government committed to completing TTI for an individual case and their contacts within 48 hours of the
test being taken. This explicit commitment underpinned key decisions that directed responses.

An overview of the current test, trace and isolate process
This section gives a high-level overview of process, from testing to case and contact clearance, setting
out the broad steps in sequence.

Sample collection
•

A person presents for testing typically because of symptoms, as an identified close contact, or as
part of workplace surveillance testing.

•

Testing sites generally include a requesting doctor, or a tele-health model for symptomatic testing
(see below for testing performance and improvements).

•

Either the Department of Health and Human Services (DHHS) or health services will be listed as
requesters for asymptomatic testing.

•

Following collection, the test sample (deep nasal and oropharyngeal swab) is sent to the laboratory
with a paper request form that provides the individual’s details.

•

This form normally also contains details of the referring medical practitioner who requested the test.

Result reporting
•

The laboratory notifies the referring practitioner and DHHS of the positive result.

•

The referring medical practitioner notifies the person that they are positive.

New case interview
•

DHHS telephones each new case within 24 hours of result notification to the department, to ensure
that the individual is aware of the need to isolate and to conduct a detailed interview to identify close
contacts, any exposure sites, and to assess the individual’s health and welfare, including whether
there is any social or financial support required.
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Current interview process for case

Close contacts identification
•

Close contacts, identified through case interviews and notifications provided by other settings
(including workplaces, health services and schools), are contacted by SMS within 48 hours of case
interview and then contacted daily during their quarantine period to monitor symptoms (noting this
period is likely to be less than 14 days, as the 14-day quarantine period is measured from last
contact with the positive case).

•

In workplaces, employers and self-employed people must notify WorkSafe of a confirmed diagnosis
of COVID-19 in the workplace (failure to do so may result in a penalty).

•

People are instructed to have a test on day 11. A negative test does not negate the need to fulfil the
14-day period from last date of contact with the confirmed case. Where a close contact does not
agree to take the test, their quarantine is extended by a further 10 days meaning that they will remain
in quarantine for a total of 24 days from their last exposure to the positive case. This is to ensure
public health is maintained in the absence of evidence of a negative result.

•

A positive test result means the close contact will become a case and is managed the same as any
other case from that point.

•

From October 2020, close contacts have included secondary close contacts – who are close
contacts of primary close contacts (this is explained in detail below).
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Current process for managing close contacts

Case and Contact Monitoring
•

Positive cases and contacts are contacted each day to check on their health and welfare throughout
their isolation period.

•

Authorised Officers (AO) undertake door-knocking activities as part of the Vestige program.

•

AOs visit the home of cases and close contacts to perform spot checks and provide valuable
information or support to people affected by COVID-19.

Positive Case Closure
•

Positive cases are contacted each day to check on their health and welfare throughout their isolation
period.

•

Cases must be cleared from isolation by an authorised officer or nominated representative of DHHS.

•

The case can be released from isolation if they meet the following criteria: at least 10 days have
passed since the onset of symptoms; and there has been resolution of fever and respiratory
symptoms of the acute illness for the previous 72 hours.

•

The case who is asymptomatic 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.

Contact Clearance
•

Contacts of cases are asked to isolate for 14 days from their last contact with the case.

•

If they become symptomatic and/or test positive for COVID-19 during this time then they become a
case and the provisions described above apply.

•

If they remain well and a test at day 11 is negative, they are cleared by a DHHS representative and
can resume normal activities.
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•

If a case or contact cannot safely isolate at their usual place of residence, the Victorian government
can provide hotel or similar accommodation for them for this period, as well as food and other
supplies as needed.

Linkage and Outbreaks
•

Cases are interviewed to determine if they are linked to existing outbreaks or have created a new
outbreak. In certain sensitive settings, a single case is considered an outbreak.

•

DHHS works with ‘settings’ – a workplace, education setting, or care facility for example – to advise
on close contact identification, quarantine, cleaning, closure and re-opening (see below section on
outbreaks for workplace settings).

Overall, TTI performance is high and exceeds national benchmarks. The graph below sets out Victoria’s
performance from testing to completion of case interviews, and to notification of close contacts. On both
counts, Victoria’s performance is ahead of the national benchmarks.

Victorian testing performance against national benchmarks

Blue indicates testing to notification to positive case; orange indicates testing of positive case to
notification to close contacts.

Governance
As the COVID-19 pandemic has progressed, the nature, structure, size and governance of the response
has changed to meet the changing needs of the Victorian health system and the broader community.
In line with the Emergency Management Manual of Victoria and its various health emergency sub-plans,
DHHS initially (in January 2020) established an internal Incident Management Team (IMT) using the
agreed Australasian Inter-service Incident Management System (AIIMS) operating model. This quickly
escalated to a Department wide Incident Management Team (D-IMT).
In March 2020, it became clear that a whole of Victorian government response was needed, and the
State Control Centre was activated to coordinate this, with the State Control Committee, State
Coordination Committee and State Emergency Management Committee becoming actively involved.
This allowed DHHS to focus exclusively on the public health response actions, which were becoming
significantly more complex, under a Public Health Incident Management Structure (PH-IMT).
The D-IMTs successfully coordinated across departments and regions and used local knowledge.
During these early phases, the line of command for case, contact and outbreak management was always
through experienced Public Health Physicians, reporting ultimately to the Chief Health Officer.
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Once it became clear that the public health response to this pandemic would be a long-term undertaking,
a new Division was established within the DHHS to transition both substantive and surge staff into more
usual employment arrangements. Lines of reporting under this new structure include a range of
managers and directors, many who have been seconded from other government departments.
In April 2020, the Victorian Government established a Crisis Council of Cabinet to:
•

set strategic directions for Victoria's response to the pandemic

•

enable rapid policy and resourcing decisions

•

guide strategic communications

•

link whole of government data to track mobility and compliance, and guide actions

•

enable government oversight of the pandemic response.

The following sections will outline key developments and improvements that demonstrate:
•

the capacity and fitness for purpose of Victoria’s contact tracing and testing system, and

•

the continuous engagement with businesses of all sizes, the State’s multicultural communities and
the community sector more broadly.
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•

Exposure days – i.e. days that active cases have been in the community prior to isolating – was 1.8
when last measured on 30 October 2020.

As of 13 November, a total of 3,375,716 test results have been received, and daily testing rates remain
high (i.e. ranging between 15,000 to 20,000).
The next section will step through a suite of improvements relating to Victoria’s testing regime and
contact tracing system and the Victorian Government’s engagement with businesses and community
groups – including multicultural groups.

Timeline of improvements

Testing performance improvements and widespread access in
metropolitan Melbourne and regional Victoria through mobile sites
Testing is the first point at which many individuals engage with Victoria’s testing regime and contact
tracing system.
Testing efficiency has increased markedly in recent months, which has resulted in quicker test
turnarounds. This has enabled faster isolation of cases and close contacts, while minimising the negative
impacts of unnecessary periods of isolation.
Testing is being undertaken in line with the Victorian Case and Contact Management guidelines and
DHHS is being promptly notified of positive cases occurring. From time to time, testing ‘blitzes’ may
occur to determine cases in high-risk areas. A comprehensive testing strategy has been developed to
guide testing frequency and site locations across Victoria.
Testing numbers peaked at over 30,000 tests per day during the peak of the second wave and have
stayed relatively high as the number of cases has decreased to zero with an increase observed in late
October as schools reopened and children and parents experiencing symptoms were tested.
See below for more information on the reforms to pathology underway to maintain and increase our
COVID-19 testing capacity with a 24-hour test turnaround time.
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Improvements in test turnaround times in the previous months
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Pathology – expanding capacity and reducing turnaround times
To deliver a TTI time of less than 48 hours, a key element of the COVID-19 response is to ensure that
turnaround times for COVID-19 tests are 24 hours or less, even when the pathology system is under
stress. Therefore, the performance of the pathology sector as a whole is critical. DHHS has undertaken
short, medium term and sector wide reform to ensure that turnaround times are kept to a minimum.
In the short term, to keep turnaround times to a minimum, robust processes to manage surges in testing
demand have been implemented. DHHS is:
•

working with each laboratory individually to develop surge plans and ensure that, in the event that
demand for testing will impact on turnaround times for tests, testing load can be diverted to other
laboratories where there is available capacity. This includes redirecting loads between public and
private laboratories
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•

formalising protocols and processes so that DHHS can quickly re-direct testing volumes to
laboratories with available capacity

•

providing detailed performance data and feedback to laboratories so that they know how they are
performing relative to their peers and can identify areas for improvement.

DHHS is also working on identifying areas for improvement in pre-laboratory logistical and transport
arrangements between testing sites and laboratories and will be undertaking analysis to identify the most
effective improvement projects with private and public laboratories that will enhance pre-analytical
turnaround times. This may include projects that increase courier frequency and timing on critical routes,
together with initiatives to reduce the batching of specimens at testing sites prior to release to couriers.

Securing private provider testing capacity and turnaround times
In the medium term DHHS is negotiating with private pathology providers to commit to maintaining
sufficient capacity and fast turnaround times, in return for a state guarantee of minimum testing volumes.

Expanding public pathology testing capacity and reducing turnaround times
DHHS is working with public health services and equipment providers to fast-track equipment purchases
and recruitment processes, recognising the risk that the deteriorating pandemic situation in Europe and
the United States could have on demand for pathology equipment and supplies worldwide.
Under agreement with suppliers, five new high-throughput machines are on-track to be fully operational
by February 2021, and purchase orders for seven additional analysers by December 2020 are in
progress. Sovereign risks from the deteriorating international situation are being mitigated by spreading
purchasing across multiple suppliers and countries (including Australian suppliers), and tasking Victoria’s
Trade Commissioners in Europe and the USA to engage and actively manage relationships with
suppliers.

The Testing System
Victoria has an extensive network of around 200 testing sites across regional and metropolitan Victoria,
including fixed, drive-through, walk-though, roving, mobile and pop-up COVID-19 testing sites. This is an
increase of over 80 sites since May 2020. Increased access to testing and associated communications
(see Part IV Engagement) encourages testing participation particularly among communities that may not
be frequent users of public health systems. There are now well-established programs to make testing
more responsive, accessible and available, such as Rapid Response Testing Team, Roving Testing
squads and Call-to-Test program.
There has also been a shift towards more proactive and widespread testing in response to outbreaks and
even single cases in high-risk settings and high incidence geographies. As case numbers have declined
there has also been a shift towards targeted and responsive testing.

Rapid Response Testing Teams and Roving Testing Squads
In August 2020, DHHS established Rapid Response Testing Teams (RRTT) to support management,
respond to COVID-19 risks, and undertake surveillance testing of high-risk industries.
RRTTs are quick to deploy and are highly mobile meaning they can set up on-site and undertake a range
of testing to assist with public health actions, such as surveillance and outbreak management.
The establishment of the Rapid Response Testing Teams has significantly enhanced the ability of DHHS
to deploy mobile and flexible testing capacity across the state, often within 24 hours. RRTTs are being
deployed in response to a range of both time critical and proactive testing needs. For example, RRTTs
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set up 3 of the 4 pop-ups in Casey and Dandenong, and they are also currently doing proactive onsite
testing in major workplaces such as PACCAR trucks.
Similar to RRTTs, Roving Testing Squads are smaller community health provider operated squads that
specifically work with Rapid Response Community Engagement Teams and proactively engage with
local priority communities on the ground.
These tailored teams build confidence and trust in priority communities through engagement and
education with LGA communities, and work in tandem to support contact tracing and facilitate effective
isolation in the event of an outbreak.

Rapid Community Engagement Teams
The more recent approaches to outbreak management have demonstrated the significant impact that a
rapid mobilisation of community engagement can have on community buy-in, confidence and the testing
rate.
Rapid Community Engagement Teams (RCETs) were established across metropolitan Melbourne and
regional Victoria to provide enhanced capability and surge capacity for rapid community engagement.
These RCETs will be aligned with the Rapid Response Testing Teams and the bi-cultural worker
initiatives. In regional Victoria this also means alignment with the relevant regional public health unit.
Incident management teams will coordinate between regional and suburban public health units, RRTTs
and RCETs.

Call-to-Test (at home)
Established in August 2020 the Call-to-Test service is for people who have coronavirus (COVID-19)
symptoms and cannot leave home due to injury, mobility or other eligible reasons.
The Call-to-Test service offers in home testing and is available to:
•

people with an injury, chronic health issue, or frailty affecting mobility

•

people with moderate to severe physical or psychosocial disability

•

people with moderate to severe mental health or behavioural issues not otherwise classified as a
psychosocial disability

•

carers for a person with moderate to severe disability.

Since its inception the Call-to-Test program has tested just under 2000 individuals, 68 of whom were in
regional Victoria.

Surveillance testing approach
Symptomatic testing, and rapid testing of close and casual contacts, is the most important type of testing
and the most effective way to find new cases. Workplace surveillance testing is particularly important in
high-risk industries (examples of high-risk industries provided below).
Recent guidance issued by the European Centre for Disease Control (ECDC) (COVID-19 testing
strategies and objectives, 15 September 2020) states that testing strategies should be flexible and
rapidly adaptable to change, depending on the local epidemiology, transmission and available resources.
The ECDC recommends that healthcare and social settings require intensive testing where there is
community transmission, and that periodic and comprehensive testing of staff is recommended to
prevent further transmission.
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Testing rates may increase as restrictions are lifted and more people experience COVID-like symptoms
due to increased prevalence of upper respiratory tract infections once people start moving about more.
While ensuring that the pathology system is able to meet daily demand associated with symptomatic and
outbreak related testing in an absolute priority, DHHS has established an asymptomatic surveillance
testing program across key industries such as aged care, health services and food supply. The
surveillance testing program will support the range of strategies being put in place to make these
workplaces safe, and to help build confidence in key sectors.
Health services will implement surveillance testing in line with current testing programs available for staff,
such as testing responses for outbreaks.
The Commonwealth announced in July 2020 that five COVID-19 testing teams would be deployed to test
staff and residents of residential aged care homes. Participation in the program was voluntary for
facilities and staff, and uptake has been around 50% of providers.
Regular surveillance testing of aged care workers could also contribute to prevention of, or earlier
detection and control of, outbreaks in aged care residential settings.
Other priority industries for surveillance testing of staff are those industries involved in food
manufacturing and supply, meat processing, supermarket distribution and refrigerated logistics.

Wastewater Surveillance
Testing of wastewater can show if SARS-CoV-2 – the virus that causes COVID-19 – is present in a local
community.
Victoria has joined other Australian states and territories and New Zealand in collaborative research that
will help detect COVID-19 viral fragments in wastewater systems and use testing results with other
health data as part of our response. Development of the program is part of a national collaboration
“Collaboration of Sewage Surveillance for SARS CoV-2".
Currently Victoria's program includes sampling from more than 40 regional wastewater treatment plants
(WWTPs) serving a variety of small, medium and larger communities ranging from 800 to around
100,000 in the largest regional centres.
In metropolitan Melbourne and adjacent areas there are a number of wastewater treatments plants
serving less than 60,000 persons which are included in the program. However, the two largest WWTPs
serve populations in excess of 1.6 million persons.
After the end of the Victorian second wave, it is now possible to initiate wastewater surveillance in the
Melbourne metropolitan area for the purpose of the early detection and the program is working on
defining sub-catchments with around 100,000 and feasibility to deploy additional upstream sampling.
Samples of wastewater are collected from treatment plants and in the network, both in metropolitan and
regional locations. These samples are analysed for fragments of COVID-19.
If fragments of COVID-19 are detected in the wastewater of an area where there have not been recent
positive cases, local communities can be more vigilant, increase clinical testing, and help health
authorities to target public health advice to minimise transmission.
DHHS reports all WWTP wastewater sample results publicly on the DHHS website,
https://www.dhhs.vic.gov.au/wastewater-monitoring-covid-19.
If the positive detection is consistent with known recent clinical cases diagnosed with COVID-19 in that
catchment no further public health action is taken. However, if it is not consistent it is defined as an
unexpected detection, the CHO and Wastewater Steering Committee are informed along with other key
stakeholders and four actions are typically taken as authorised by the CHO:
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•
•
•
•

Communication to the public about the result and the need for vigilance and accessing testing
services if symptomatic
Increased availability of testing services in that community or communities
Increased frequency of wastewater surveillance including consideration of further upstream sampling
at targeted facilities
Further laboratory analysis of the positive wastewater sample with sequencing at an independent
laboratory.

Alternate testing methods
COVID-19 testing around the world, including Victoria, is almost exclusively reliant on Polymerase Chain
Reaction (PCR) testing, where the sample is collected from swabbing the throat and deep within the
nose.
While PCR testing is the ‘gold standard’ for diagnosing COVID-19, it relies heavily on clinical resources
to collect the sample, requires sophisticated laboratory equipment and can take up to 24 hours to
produce a result. The nasal swab is also often reported as being an uncomfortable experience and may
discourage people from coming forward for testing, especially for surveillance testing.
DHHS is seeking to explore the feasibility and utility of diversifying into emerging testing technologies to
support surveillance testing.
In partnership with the Peter Doherty Institute three technologies are being piloted with consideration for
broader roll out late in 2020:
•

saliva testing – allows for application of PCR technologies to saliva samples collected with
specialised swabs

•

antigen testing – near point-of-care swab that when combined with chemicals can return a result in
10-20 minutes

•

rapid molecular testing – simplified process that avoids the heating and cooling cycles necessary for
standard PCR.

Saliva, antigen and rapid molecular technologies are undergoing in-laboratory and clinical validation,
before moving to in-field trials in late November and December. If these technologies demonstrate strong
performance and the supply chain remains sufficient, they will be rolled out at scale in December and
January.

Digital Testing – (‘Test Tracker’)
Timely and accurate data underpins decision-making in the Victorian Government’s COVID-19 response.
The COVID-19 Testing, Data Collection and Tracking (‘Test Tracker’) is real time digital tracking of the
COVID-19 test from swab to result notification. The technology uses QR codes and enables people to
self-register their test, or for testing staff to register on a person’s behalf.
Test Tracker aims to address the following objectives:
•

each is recorded digitally and receives a unique identifier

•

information provided at point-of-test includes key data needed if the result is positive

•

the movement of the test sample can be traced in real time through until result

• test result available within 24 hours.
After being piloted in September and October 2020, it is now being used at an increasing range of testing
sites (such as pop-up, drive-through and door-to-door) to record patient data, issue laboratory
eRequests, and enable tracking of tests to the pathology labs. ‘
The eRequest functionality enables tests initiated in Test Tracker to be sent directly into pathology lab
systems. This has removed reliance on paper pathology slips and manual data entry and reduced data
issues arising from poor hand-writing and incomplete fields. Electronic reporting of laboratory results into
DHHS’ existing data system (more discussed below) has also been implemented for most laboratories.
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Test Tracker has processed over 80,000 tests with around 2,800 tests being processed each day and
will continue to be rolled out over the coming months, further improving the quality of testing data.

Interviewing cases and close contacts
In line with national benchmarks, Victoria conducts interviews with positive cases within 24 hours of
notification of a positive test result. As at 16 October 2020, the average time from testing to notification to
positive case (completion of case interview) was 28 hours and 10 minutes, and between mid-August and
the end of October 2020 the Victorian Government conducted over 64% of new positive case interviews
within four hours of notification of a positive test result.
Interviews with positive cases and close contacts are conducted by DHHS’s Case, Contact and Outbreak
Management team, with the aim to:
•

inform the individual about isolation requirements and provide support in relation to isolation

•

establish whether the case reports having had any recent symptoms consistent with COVID-19
preceding or since the positive test

•

identify close contacts and secondary close contacts (see below for contact definitions), inform them
about requirements and provide support in relation to quarantine.

DHHS’s ability to rapidly isolate and quarantine cases and close contacts has improved significantly
through a range of ongoing developments such as the implementation of a surge workforce of public
health staff, data-centric decision-making, technological improvements and community engagement (all
discussed below).
The following table shows improvements in this performance.

Date From

Date to

Percent of cases
contacted
within 24 hours

Percent of cases
interviewed within 24
hours

15-Aug

21-Aug

100%

75.44%

22-Aug

28-Aug

100%

74.81%

29-Aug

4-Sep

100%

88.49%

5-Sep

11-Sep

100%

95.36%

12-Sep

18-Sep

100%

98.82%

19-Sep

25-Sep

100%

100%

26-Sep

2-Oct

100%

98.65%

3-Oct

9-Oct

100%

100%

10-Oct

16-Oct

100%

100%

17-Oct

23-Oct

100%

100%

24-Oct

30-Oct

100%

100%

31-Oct

6-Nov

N/A

N/A

7-Nov

13-Nov

N/A

N/A

Comprehensive isolation and quarantine management
A key to Victoria’s success in bringing down the numbers in the second wave was its nuanced approach
to case and close contact management.
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Close contacts
There are two groups of close contacts: primary close contacts and secondary close contacts.
A primary close contact is someone who has had face-to-face contact for more than 15 minutes
(cumulative over one week) or who has spent over two hours over the course of a week in an indoor or
enclosed space with someone who has COVID-19 and is infectious when the contact occurred. Or been
exposed to a setting or exposure site where there is a higher risk of spread in that setting.
A secondary close contact is defined as a person who has had face-to-face contact for more than 15
minutes (cumulative over one week) with someone who is a primary close contact; or shared a closed
space with a primary close contact for more than two hours (cumulative over 1 week). Both exposures
will have occurred at least 48 hours after the primary close contact was exposed to the case.
Primary contacts are required to quarantine for at least 14 days after their last exposure to the positive
case or high-risk setting.
Secondary close contacts are required to quarantine for up to 14 days after the last exposure of the
primary contact to the confirmed case or until the primary close contact tests negative and is symptom
free at least 48 hours after their last contact with the secondary close contact.
An approach of comprehensive self-quarantining of primary close contacts and secondary close contacts
directly addresses the risk of increased community transmission associated with any easing of
restrictions and increased movements among Victorians. This approach has been particularly successful
in managing and containing recent outbreaks, such as the Chadstone outbreak (see below for discussion
on outbreaks).
The decision to trace and isolate secondary contacts improved the government’s ability to control
outbreaks in more challenging settings when case numbers were lower – before that the tools were not
there to stop spread within households and therefore entering into new workplace settings.
Almost 100,000 close contacts have been identified related to confirmed cases of COVID-19 since the
start of the year. Over 5,000 of these have gone on to become cases themselves.
The following table shows consistently high performance in the notification of close contacts within 48
hours of DHHS notification.
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Date From

Date to

Percent of known
contacts notified within
48 hours

15-Aug

21-Aug

99.26%

22-Aug

28-Aug

98.81%

29-Aug

4-Sep

99.28%

5-Sep

11-Sep

98.22%

12-Sep

18-Sep

99.46%

19-Sep

25-Sep

99.05%

26-Sep

2-Oct

99.40%

3-Oct

9-Oct

99.65%

10-Oct

16-Oct

100%

17-Oct

23-Oct

99.44%

24-Oct

30-Oct

98.87%

31-Oct

6-Nov

100%

7-Nov

13-Nov

N/A

Case management and monitoring
Daily symptom check-ins are conducted via SMS and/or phone call for cases and close contacts, as well
as door knock visits to the homes of positive cases and close contacts (first within 24 hours, then every
3-4 days of the isolation period).
Generally, if a case has been symptom free for 72 hours at or after day 10 of isolation, and has
undertaken a clearance interview, they are released from isolation, with authorisation from DHHS. Some
cases may require other measures to clear them.
Mandatory testing at Day 11 or an extension of quarantine for 10 days for primary close contacts was
introduced on 10 October 2020. Since the introduction of mandatory testing, only 9 primary close
contacts out of 482 have refused a Day 11 test and had their quarantine extended.
The Client Service Coordination (CSC) function has been established as part of the Victorian
Government’s commitment to continuous improvement in COVID-19 case management, contact tracing,
and outbreak management.
Through the CSC function, each case and their household have a dedicated individual/team point of
contact to ensure effective coordination and communication.
This function integrates the multi-disciplinary, and often multi-agency response, and guide clients through
the contact tracing, isolation and clearance journey.
The coordinator helps clients understand what they can expect, who might contact them, and what
support is available to them. In addition to improving the client experience, CSC provides early
performance, compliance or engagement warning indicators to DHHS’ case, contact and outbreak
management team to improve the speed and effectiveness in preventing and responding to an outbreak.

Page 20

Submission to the Legal and Social Issues Committee

21

LC LSIC Inquiry into the Victorian Government’s
COVID‐19 Contact Tracing System and Testing Regime
Submission 23

The following table displays the number of SMS messages sent to cases and contacts, which are an
important tool for monitoring, in addition to the methods outlined below.

Monitoring and welfare checks
A critical feature of Victoria’s management in the second wave was building its capacity to conduct inperson visits to ensure cases and contacts were properly isolating and quarantining.
The Victorian Government’s compliance and enforcement activities are underpinned by taking an
educative approach in the first instance. As such, these check-ins not only serve to confirm compliance,
but also provide additional support and engagement between individuals and the Victorian Government.
AOs from DHHS support individuals and businesses to help them comply with the Chief Health Officer’s
Directions.

Vestige
A unique part of the support process for cases and close contacts is Vestige — a program that supports
community engagement through door knock visits as part of the COVID-19 response.
Vestige was established on 22 July 2020 as in-person contact with confirmed cases of COVID-19,
particularly when contact tracers were not able to reach cases over the phone.
Vestige’s introduction improved isolation rates among cases and was quickly expanded to include inperson door knock visits to close contacts. As of November 2020, over 40,000 door knock visits have
occurred.
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Vestige not only provides for better management of appropriate case isolation and contact quarantining,
but also provides an opportunity to raise awareness of and increase access to government services (e.g.
referral to domestic violence services if required).

Operation COVID Accommodation
Operation COVID Accommodation is led by the Department of Justice and Community Safety (DJCS),
with AOs supporting the program from DHHS.
The Operation includes accommodation for community members and eligible frontline workers that are
COVID positive or close contacts and cannot isolate or quarantine safely at home.
Emergency Accommodation supports community members who are COVID-positive or close contacts
and are not able to safely self-isolate or quarantine at home and includes specialist COVID-19 Isolation
Recovery Facilities for people with more complex needs.
Entry into the program is based on an assessment by the Integrated Intake Assessment and Triage
Service within DJCS, delivered in partnership with DHHS. The Triage Service assesses community
members’ needs and identifies appropriate support services to enable them to safely self-isolate or
quarantine - either at home or in emergency accommodation.
Frontline Worker Accommodation provides accommodation for eligible frontline workers who have been
exposed to COVID-19 or have tested positive and cannot safely self-isolate at home, or where they
require accommodation for compassionate reasons (e.g. because they live with an at-risk person).

A flexible, dynamic and skilled workforce
In January an Incident Management Team was established to respond to the emerging threat of COVID19 cases within Australia.
As COVID-19 case numbers began to increase in February and the response demands grew, DHHS
started to activate surge workforce strategies, including the mobilisation of staff from across DHHS, as
well as obtaining support from other departments and public sector agencies where required.
This workforce approach was deemed critical to ensuring that the COVID-19 response was resourced to
adequately identify, respond to and contain any further outbreaks.
Staff were recruited across intelligence and data modelling; case management, contact tracing, and
outbreak management; policy and strategy support; as well as community engagement and testing
services. This broad workforce pool enabled a flexible response that was able to scale up and down as
demand for resources increased or decreased.
The COVID-19 surge response is supported by existing departmental staff, in addition to staff across
other areas including the Victorian Public Sector, local government, the health sector, medical, nursing
and allied health students, Australian Public Sector and agency staff.
There were 255 people (excluding external contractors) working in the Case, Contact and Outbreak
Management (CCOM) function within DHHS on 1 May 2020.
Overall, as of 4 November 2020, there are over 2,400 staff working within the COVID-19 Public Health
response, of whom over 1,085 employees within CCOM.
The workforce dedicated to the COVID-19 response will continue to practice flexibility as resource
requirements. The Victorian Government has also established arrangements across other government
agencies, external providers and health specialists to surge the workforce in the event of future waves of
COVID-19 transmission.
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A localised model of testing and contact tracing – local public health
networks
Over recent months the Victorian government has continued to make significant improvements to contact
tracing capacity and testing capability through engagement with local communities and public health
networks that draw upon the resources and expertise of local knowledge.
This deeper engagement with local populations has resulted in the Victorian Government’s establishment
of a network of local public health units (LPHUs) in regional Victoria and metropolitan Melbourne.
The six regional LPHUs were set up between July and September 2020 in Geelong, Ballarat, Bendigo,
Shepparton, Albury-Wodonga, and Traralgon. These LPHUs provide a tailored local response to
everything from contact tracing, to outbreak management
Following on the successes of the regional LPHUs, a further six metropolitan LPHUs were stood up in
September and October 2020 and have been established in alignment with the three health service
clusters – located in western, south-eastern, and north-eastern Victoria.
Identification and assessment of LPHU location options has been conducted by DHHS with consideration
of the following criteria:
•

proximity to community – the location improves the proximity of public health unit functions to the
population of metropolitan Melbourne

•

organisational capability – the lead organisation is equipped with sufficient technical expertise,
workforce resources and infrastructure to achieve local public health unit objectives

•

system and strategic alignment – the location and lead organisation selection are consistent with
system governance structures and strategic objectives

•

efficiency of operation – the location of the LPHU adds to the efficiency of operating the LPHU
network

•

stakeholder acceptance – the location and lead organisation are acceptable to community and health
service partners.

This localised model of public health delivery has been stress-tested with high-profile outbreaks,
including the outbreak that involved the regional towns of Colac, Kilmore and Shepparton.

Dealing with outbreaks locally
An understanding of the local environment and people enhances outbreak management practices. The
regional public health units have played a major role in the effective containment of the spread of the
virus in regional settings. Key outbreaks management by the LPHUs include Kilmore, Shepparton and
Colac.
The Kilmore outbreak was managed by local teams that managed to track and isolate five cases across
three households between 13 to 23 October – quarantining over 30 close contacts in the process.
The Shepparton outbreak, managed by local teams, and which shared an index case who travelled from
Melbourne to Kilmore, identified and quarantined at least 233 primary close contacts and more than 200
secondary close contacts.
Barwon Health LPHU led the response for the Colac Abattoir outbreak in which 88 cases were linked to
Australian Lamb Colac, including 68 cases in staff, 17 household contacts, two social contacts and one
visitor to the site. The final case related to this outbreak completed home isolation in September 2020.
The Victorian Government anticipates that LPHUs will play an increasingly important role in managing
local outbreaks as restrictions ease and Victorians move more freely throughout the State.
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LPHUs deliver contact tracing closer to relevant communities and provide a surge workforce ready and
able to manage any increase in infections. Meanwhile, these LPHUs will play a pivotal role in prevention
strategies and in delivering longer-term public health functions (e.g. prevention and preparedness for
local communities and businesses).

Continuous technological improvements
Following the first wave of the COVID-19 pandemic, the Victorian Government embarked upon end-toend enhancements to the technologies that underpin efficient and effective contact tracing.
These enhancements, including the testing improvements above, included:
•

A suite of improvements to the DHHS’ existing data system: the Public Health Event Surveillance
System (PHESS)

•

The development of the digital Case and Contact Management Portal

•

Customer Relationship Manager (Salesforce) platform

•

Digital visitor registration.

Many of these enhancements were initiated and developed during the peak of Victoria’s second wave, as
the Victorian Government recognised the urgent need to develop a fully digital, TTI system which could
automate key steps of the process and ensure more accurate collection, processing and reporting of
data.

PHESS
The Public Health Event Surveillance System (PHESS) is DHHS’ database for communicable diseases
and is also used by certain other jurisdictions. PHESS is the existing communicable diseases track and
tracing system is the central database being used to manage COVID-19. At this start of the pandemic,
PHESS was managing an unprecedented volume of data, which affected system performance and
reporting timeliness.
Throughout the response PHESS has been improved to enable the management of large volumes of
new cases and contacts and significant work has been completed to stabilise and support PHESS so it
can manage very large volumes of new cases and close contacts.
The stability, useability and operational performance of PHESS has been dramatically improved by:
•

Upgrading the software and migrating the system to the DHHS Microsoft Azure platform

•

Application monitoring and improvements to configuration settings

•

Implementing a separate (tactical) database for negative test results

•

Implementing secure remote access.

Case and Contact Management Portal
The Case and Contact Management Portal system provides real time PHESS integration and fully digital
functionality for internal and external contact tracing teams to interview positive cases and collect close
contact information.
Digitisation of the tracing process has improved data quality by removing the paper-based form and by
building validations and mandatory fields into the interview process. The system supports hi-security
integration with the COVIDSafe app.
The system automatically categorises and allocates cases to contact tracing teams based on
configurable business rules (e.g. Postcode, Aged Care resident, Healthcare worker).The system has
over 800 users, comprising staff from DHHS, outsourced call centre providers (e.g. HealthDirect, Stellar
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Asia and Helloworld) and all local public health units. Over 3,000 cases have been processed using the
system.

Digital notifications
To deal with the huge volume of cases and contacts, the Victorian Government introduced digital
notifications to provide clear, relevant information in an expedient manner.
From March 2020 onwards, these digital notifications (SMS messages) have been sent out to cases and
close contacts using the Whispir SMS messaging service. The responses from the SMS are imported
into PHESS, thereby reducing the need for manual data entry and saving time.

Rapid Tracer – Customer relationship management (CRM)
A CRM was built to, in addition to the above improvements, accelerate the contact tracing process
across testing, positive case interview, identification of close and secondary contacts and their isolation
or quarantine.
This acceleration is afforded by automation of almost all steps from the moment a positive case is
notified, including case allocation, case alert, contact notification, isolation/quarantine messaging etc.
The CRM has also been configured to allow self-entry of information by a case ahead of interview. The
selection of Salesforce as the vendor of the CRM also allows future alignment and sharing with Western
Australia and South Australia.
It will cover the whole program of contact tracing – from positive result coming in, the interviews, followup phone calls and coordination of Operation Vestige to the clearance of cases and contacts to be
managed all within the one system.
An important feature of the CRM is the ability to provide simultaneous users contact tracing across
DHHS’ CCOM team and local public health units. This will help synchronise all local public health units
and central DHHS teams to monitor and rapidly contain future transmissions of COVID-19.

Digital methods to record attendance for contact tracing purposes
The Victorian Government is committed to working with businesses and community groups to enable a
COVID safe community and enable the safe operation of the Victorian economy.
A free solution is being developed by the Victorian Government (currently in pilot phase). This digital
registration solution will allow users to check in to venues using QR (quick response) codes and provide
an interface that connects third party check-in apps with the Victorian Government’s contact tracing
systems.
This solution is ensuring that all visitors can easily ‘check in’ to locations that they attend for 15 minutes
or more (e.g. cafes, gyms, cricket clubs), so that their location and time of attendance is recorded, and
those data can subsequently be used for contact tracing, e.g. if it identifies that a COVID-positive case
attends the location.
This Victorian Government investment will provide contact tracers with faster access to data from
existing private providers of apps and QR codes by ensuring that the data collected more easily
integrates with existing contact tracing systems.
All data that are collected must be deleted after 28 days.
In working on these solutions, the Victorian Government is ensuring high standards of data privacy and
security, for example, via the design of the solutions, and the privacy notifications. It is also committed to
delivering digitally inclusive services and is working closely with culturally and linguistically diverse
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communities and other at-risk communities to ensure that the solution is designed and implemented in
an inclusive way, including with multilingual support and promotion.
The Victorian Government also recognises the importance to continue its discussions with other States
and Territories as borders gradually open and as individuals move freely in Australia.

Public health intelligence driving evidence-based decisions and
collaborating with other jurisdictions
Throughout the pandemic, the Victorian Government has placed an emphasis on using data to drive
decision-making. This evidence-informed approach has been a hallmark of Victoria’s interventions,
whether restrictions or system enhancements, and likely underpins results the like of which have not
really been seen in any other similar jurisdiction internationally.
Comprehensive data are collected from each case. This includes information on the timing of infectious
period (i.e. generally considered the two days prior to symptom onset) and the locations a person visited
and thus could have exposed others to the virus.
The data inform a suite of metrics, calculated daily, to allow the Victorian Government to better
understand pandemic progression and ensure targeted responses including enhanced testing and
engagement. Local data are used to develop mathematical models that informs policy and analyses and
forecasts, run weekly, to inform the response.
The Victorian Government has developed innovative analyses that have led to rapid changes in the
response. For example, an analysis of the distance travelled to testing sites found small parts of the state
had high rates of cases but were further than ideal from testing sites. This analysis led to the quick
standing-up of testing sites to address these gaps.
System improvements, including timely and accurate data sharing, coordination of responses and
targeted resourcing ensure the health and human services system can respond effectively to new cases
as well as providing general healthcare and social supports.
The Victorian Government has integrated improved geocoding of locations to enable daily reporting of
cases notified to Public Health that are of relevance elsewhere in DHHS, such as public housing.
Furthermore, DHHS has developed, in conjunction with the Victorian Centre for Data Insights, geocoding
of all locations that a person reports visiting during their infectious period, which are matched against
critical sites across the state to inform the whole-of-government response to COVID-19 and ensure
outbreaks or exposures that could have disproportionate effects on infrastructure are prevented and, if
they occur, responded to immediately.

State Control Team
The State Control Team is responsible for overseeing and advising government enterprise risk
management, coordination of intelligence and reporting on operational responses, and commissioning
and decommissioning operations to respond to specific threats arising from the virus. The State Control
Team has also adapted its operations in response to the pandemic.
For example, the State Control Team has commissioned an outbreak management operation to facilitate
the stand up of incident management teams to respond to outbreaks in specific communities and highrisk industries (e.g. food supply chain and construction).
This approach has enabled for more efficient and effective multi-agency collaboration on emergencies.
This includes a joint intelligence unit, and consolidated reporting on risks and performance of response
functions from each department, and emergency operations.
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DHHS’ executive board also undertakes dedicated risk mitigation planning to determine how the
Victorian Government can build resilience in the health system, public health response and community
to:
•

inform the State Control Team and Crisis Council of Cabinet of future risks and potential mitigations
aimed at framing policy input into future responses to COVID-19 infection in the community

•

ensure further mitigations necessary are built into the public health response now and in the future

•

strengthen DHHS’ ongoing response.

Evidence based routines focused on improvement
DHHS has rigorous routines examining metrics of performance and leverages them to inform operational
adjustments. These routines have involved, for example, regular assessment of performance against the
target of interviewing cases within 24 hours, breaking down the reasons in each instance where the
target is not reached, examining ways to circumvent the problems, implementing operational
adjustments, reviewing progress and making further adjustments.
Performance metric meetings involve a cross-section of people including senior executives; data
analysts; policy and operational personnel.
Furthermore, as part of developing Victoria’s roadmap for reopening, a stepped approach to easing
restrictions, was informed by monitoring of key public health system performance to provide confidence
in the state’s capacity and capability to control infections and respond to any outbreaks. This included
key improvement opportunities and performance targets for:
•

prevention

•

testing

•

containment (i.e. Contact Tracing and Outbreak Management)

•

health response.

Crisis Council of Cabinet considered overall system performance weekly alongside frequent and up to
date public health data and outbreak management reporting. Collectively these reports provided a
strategic and overarching picture of how the TTI system was performing, emerging risks and
improvement action implementation.
A Public Health Response Dashboard was introduced to provide line of sight on current transmission
patterns, assurance of TTI performance, and visibility of any significant escalation of risk for key decision
makers across the response. A public facing version of this dashboard is currently under development.

Interjurisdictional Coordination
Victoria has welcomed the support and collaboration with the Commonwealth in its ongoing work to build
greater capacity and fitness for purpose response to manage COVID-19.
One example of this collaboration with the Commonwealth was its collaboration to respond to rising
numbers in residential aged care facilities in the recent second wave.
The Victorian Aged Care Response Centre (VACRC) was established on 27 July 2020 to coordinate
government and industry responses to outbreaks in aged care facilities and work with aged care
providers to prevent further outbreaks.
VACRC is a partnership between the Commonwealth and Victorian Governments, with assistance from
Emergency Management Australia, Emergency Management Victoria, the Aged Care Quality and Safety
Commission, and the Australian Defence Forces. It is led by the Commonwealth Government which is
the primary funder and regulator of aged care.
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The Commonwealth Government committed to provide 10,098,600 surgical masks and 5,995,550 N95
respirators for Victoria’s public health response from the National Medical Stockpile.
The Commonwealth has also supplied 5,059,000 surgical masks, 356,560 N95 respirators and other
items for Commonwealth-funded aged care services, of which DHHS has facilitated the distribution.
The Victorian Government also looks forward to working through the recommendations of the National
Contact Tracing Review, led by Australia’s Chief Scientist, Dr Alan Finkel AO, and is already progressing
inter-jurisdictional data sharing and collaboration, particularly with further border openings and easing of
restrictions.
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Part III. A system designed to rapidly contain
and control outbreaks
Outbreak management
Over recent months, the Victorian Government has continued to improve the management of outbreaks,
applying lessons learned from managing nearly 800 outbreaks over the second wave.
The following graph displays how cases associated with outbreaks made up of over half the cumulative
number of cases during the second wave.

There have been 767 outbreaks and 10,712 cases that are linked to any outbreak (at 13 November
2020).
Rapidly responding to COVID-19 outbreaks, particularly in high-risk settings such as abattoirs, aged care
homes or high-density housing, is essential to reducing transmission of the virus.
Even with physical distancing and other measures, COVID-19 outbreaks may continue to occur,
especially in settings where individuals are unavoidably in close contact.
In Victoria, an outbreak of COVID-19 is defined as:
•

two or more epidemiologically linked confirmed cases of COVID-19 outside of a household with
symptom onset within 14 days, or

•

a single confirmed case of COVID-19 in a resident, staff member or frequent attendee of a high-risk
setting.

All settings with an identified outbreak are required to undergo deep cleaning and disinfection
procedures. Most sites will close temporarily to allow for deep cleaning.
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Within two hours of an outbreak being confirmed, clear communication and advice is provided to cases
and close contacts. Stakeholder engagement is critical to the success of outbreak management and
eventual recovery.
The management of an outbreak responds to the type of setting, the number of cases, the areas that
have been exposed in a setting and vulnerability of people who may have been exposed. An outbreak is
declared to be over (no longer active), after two full incubation periods (28 days) since the last case is
cleared of infection.
The primary method for management of an outbreak is through the establishment of an Outbreak
Management Team (OMT), as opposed to the case, contact interview and management process outlined
above in Part II.
An OMT is a multi-agency public health-focused group that is led by DHHS with accountability residing
with the Deputy Public Health Commander - Case, Contact and Outbreak Management (DPHC CCOM).
The team may include representatives from the Department of Justice and Community Safety, the
Department of Premier and Cabinet, the State Control Centre and other specialist stakeholder agencies
as required (e.g. the Department of Education and Training, WorkSafe, Victorian Aged Care Response
Centre, local government, community services providers, or facility managers).
The OMT coordinates relevant agencies and functions to help ensure appropriate resourcing as well as
facilitate access to relevant supports. The OMT model has provided a rapid way to contain outbreaks
and reduce additional spread of COVID-19.

Operation Outbreak Management
In September 2020, Operation Outbreak Management commenced to rapidly respond to the spread of
COVID-19 in communities and sensitive settings such as sensitive care facilities, schools, and
workplaces.
The Operation’s goal is to deliver a multi-agency coordinated response, under strong public health
leadership, that rapidly detects, manages and recovers outbreaks of COVID-19 in order to prevent wider
community spread.
As Victoria transitions to life in COVID-19 normal, the focus of outbreak management will shift from one
of containment to that of prevention. The stages of outbreak management response are:
•

Test (Early identification and Prevention)

•

Trace (Contact tracing and initial assessment)

•

Contain (Rapid Response and Outbreak Management)

•

Recovery (Outbreak Closure).

The following diagram shows the process map and responsible agencies that coordinate this response.

The Victorian Government will continue to collaborate across agencies to refine its outbreak response to
ensure outbreaks are properly and rapidly contained, whilst minimising the impact on workplaces,
exposure sites and the community.
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Teams dedicated to engaging with and managing particular outbreak
settings
In recognition of the nuances between different outbreak settings, DHHS’ Case Contact and Outbreak
Management (CCOM) function has established five public health outbreak teams dedicated to outbreak
and complex case management. This has created specialised teams that can better understand the
complexities of each type of setting to more rapidly and effectively contain outbreaks and reopen safely.
Outbreak teams have been allocated as follows:
•

Team 1: Aged care

•

Team 2: Education, Victoria Police and Correctional Settings

•

Team 3: Priority communities (which includes working with Aboriginal and multicultural groups)

•

Team 4: Health services and disability

•

Team 5: Workplaces.

These teams are focused on specific sensitive settings and are led by experienced Public Health,
Occupational Health or Infectious Diseases Physicians.
Industry experts and stakeholders are embedded in teams to expedite provision of public health advice
to outbreak settings as well as facilitate rapid stakeholder engagement and response. This includes
embedding physicians in areas closer to the outbreak settings, which allows the Victorian Government to
leverage existing relationships and knowhow of local communities.

Outbreak example: Kilmore
The response to the outbreak at Kilmore offers a case study in mobilising improved regional clinical and
health support:
•

The Kilmore outbreak was first identified on Saturday 3 October 2020. A total of six positive cases
were linked to this outbreak which originated when an infectious person dined in a café in Kilmore,
infecting 2 staff and 2 customers of the café.

•

Goulburn Valley Health provided clinical and health support to the community and commenced
contact tracing on 5 October 2020.

•

Kilmore and District Hospital increased testing capacity at the hospital and a pop-up testing side was
established on 6 October 2020 and remained in place until the 14 October 2020.

•

A community public information team was established on 9 October 2020 with members from DHHS,
Mitchell Shore, Goulburn Valley Health, Murray Public Health Network and Kilmore Health to provide
appropriate message and support to the community.

•

Goulburn Valley Health established a contact tracing hotline. Goulburn Valley Health was supported
by Ballarat, Bendigo, Barwon and Albury Wodonga Health Services to complete contact tracing and
call-backs.

•

The Kilmore incident management team was stood down on 14 October 2020.

Outbreak example: Shepparton
The Shepparton outbreak provides a case study in improved communication with culturally and
linguistically diverse communities, with regional health providers:
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•

The Shepparton outbreak was first identified on 13 October 2020, A total of three positive cases
were identified as part of this outbreak all were linked to a business visited by an infection person
who also visited a café in Kilmore.

•

An incident management team was established on 13 October 2020.

•

Goulburn Valley Health provided health support and contact tracing. All positive cases and several
hundred close contacts and secondary contacts were quarantined or isolated

•

Testing was available at Kyabram and District Health Service, Goulburn Valley Health Respiratory
Clinic and Rumbalara. Additional testings side were established to provide increased testing
capacity.

•

From 3 October 2020 to 2 November 2020 more than 6,100 people were tested.

•

A community public information team was established which included the Shepparton Ethnic
Council. In addition, there was an extensive community engagement campaign including the
mobilization two community information vans which provided information and guidance to CALD
communities. These activities engaged community leaders and travelled to locations where the
community could easily access advice.

•

The incident management team was stood down on 26 October 2020.

Outbreak example: Northern metropolitan Melbourne
The response to the outbreak in northern metropolitan Melbourne provides a case study of a complex
outbreak:
•

The northern metropolitan Melbourne outbreak was first identified on 13 October 2020, A total of 42
positive cases were identified affecting 12 households in two clusters across the geographic area.

•

An incident management team was established on 14 October 2020.The outbreak identified
exposure sites across numerous activities including schools, public housing, early learning centres,
aged care, meat processing and food processing.

•

A community engagement working group was established on 21 October which included vital work
with the Somali Australian community leaders and community groups, Islamic Council of Australia,
multicultural and interfaith leaders.

•

The Department of Jobs, Precincts and Regions (DJPR) ran a business awareness program to
ensure key messages were provided into workplaces across northern suburbs.

•

The incident management team was stood down on 2 November and the community engagement
working group last met on 6 November 2020.
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Part IV. Continued engagement and
communication with all sectors of Victoria
Throughout the pandemic, the Victorian Government has placed a priority on transparency through
multiple channels including daily press conferences and sharing of epidemiological information which
informs decision-making.
The emphasis on education and engagement with all facets of the Victorian community, and the trust and
confidence instilled in Victoria’s TTI system. This will continue to play an integral role in the State’s
preparedness and readiness to manage the COVID-19 pandemic.

Priority of transparent and consistent communication
Contact tracing data is published on the DHHS website showing the average across the previous seven
days. It is the most accurate data available to DHHS at the time of publication.
The data includes:
•

the proportion of cases where a person who tested positive was contacted within 24 hours

•

the proportion of people with COVID-19 who were interviewed as part of contact tracing within 24
hours of DHHS being notified of their positive result

•

the proportion of people who were notified that they are close contacts of a positive case within 48
hours of DHHS being notified of the positive result.

Sample daily case number dashboard

A list of high-risk locations is published on the DHHS website, which requests that if people have visited
any of those sites within 14 days of the list being published that they watch for COVID-19 symptoms. If
symptoms occur, immediate testing should occur.
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High-risk locations website excerpt

Advantages of providing transparent and easy to access data are manifold and include:
•

instils trust in Victoria’s TTI system and its ability to manage the COVID-19 pandemic

•

informs the public of exposure sites and encourages testing, even with lower case numbers

•

provides consistent reminders to the public that the State is required to live in a COVID-normal way
of living until there is a vaccine.

Engagement with education settings
DHHS has also worked closely with sensitive settings such as schools and early childhood services,
through close collaboration and protocols established with the Department of Education and Training
(DET) and other key stakeholders.
In these instances, dedicated teams across both departments work closely with senior personnel
including affected principals/service directors to help facilitate rapid closure, contact tracing and cleaning
where a setting was found to have been exposed to a positive case, and to ensure clear and regular
communication to children/students, staff and the school/community regarding the current situation and
required actions in relation to testing and self-isolation.
Key activities to engage and assist the education sector include:
•

each Principal/Early Childhood Service was provided a case manager to support them through the
end-to-end process

•

every school/early childhood or tertiary education case was monitored in a daily governance meeting
with key stakeholders, to track all education settings in the process from closure to re-open

•

regular communications and updates to the school/ setting and for their use in engaging their
community
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•

all settings were provided written clearance to reopen, following a review of cleaning certificates and
confirmation that there were no further new cases associated with the setting, and there were no
further public heath actions required.

The dedicated focus and collaborative approach between DHHS and DET in conjunction with other
DHHS system improvements reduced the contact tracing times for schools to 48 hours from case
positive. The process improvements meant that deep cleans at schools were undertaken within one day
of the notification of a positive case, down from three days. Schools are now only closed for one to two
days on average. Principals are better supported to communicate public health actions and confidently
provide reassurance to their school communities.
The Northern Melbourne Metro Outbreak included hundreds of primary and secondary close contacts.
Schools and early childhood services provided a ‘second line of defence’ by monitoring the return of
students/children who were required to quarantine, ensuring they had clearance from DHHS before
returning to the school/service. Community engagement with schools and early childhood services linked
to this outbreak was well executed. There was widespread messaging and communications from multiple
stakeholders to encourage testing within the local school communities and the broader LGA. Achieving
consistent messaging being disseminated by all groups was essential in engaging this community.
The Victorian Government will continue working closely with the education sector to ensure the effects of
outbreaks and closures minimise the disruption to student outcomes and the school community more
broadly.

Engagement with priority communities
The Victorian Government places a focus on communicating and engaging with priority communities as
they are often at higher risk due to one or a combination of the following features:
•

low socio-economic status and low English or health literacy

•

people born outside of Australia account for 50% of all cases, even though they make up 30% of the
population. 29% of cases speak a language other than English at home

•

live or congregate in high density (at times with three to four adults in one dwelling), overcrowded
dwellings or settings, or

•

work in casualised, mobile, or high-risk industries.

Providing information for Victoria’s multicultural communities about how to stay safe has been a
significant focus of the Government’s extensive public health advertising campaign. For instance,
advertising has been translated and appears across multicultural print, radio and social media, and the
Victorian Government hosted a series of roundtables with community leaders from multicultural
communities.
The roundtables are an opportunity for communities to get a detailed update on the virus, discuss their
experience of the pandemic, explain what support their community needs and discuss the important role
community leaders have in helping slow the spread of the virus. At these events, the Minister for
Multicultural Affairs provided an opening address and the Chief Health Officer (or nominee) provided a
COVID-19 update. There is also an opportunity for community questions and answers.
Events have been held with Chinese, Vietnamese, Burmese, Afghani, South Sudanese, Somali and
Indian communities, with plans to continue these engagements with additional communities.
DHHS has translated materials into 57 languages, with audio and video content created in partnership
with local communities, local government and not-for-profit community groups. Videos featuring 20
community leaders were recorded in more than 20 languages, providing information about how to stay
safe and get tested. These were distributed via community and other networks, including social media.
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Community distribution of stakeholder packs including links to resources were produced and are readily
shared by community leaders, organisations and services. The distribution list includes over 600
contacts.
The Victorian Government also delivered targeted messaging to communities celebrating Orthodox
Easter, Ramadan, Eid and other celebrations. There is also a targeted campaign to support the health
and wellbeing of Aboriginal Victorians during the COVID-19 pandemic.
The dedicated Priority Communities team within Case, Contact and Outbreak Management of DHHS has
also been established to support culturally appropriate engagement with Aboriginal and Torres Strait
Islander, temporary visa holders, refugee, asylum seeker, and culturally and linguistically diverse
populations.
The Priority Communities team has utilised a household management model to ensure integration of
management of individuals who are cases and close contacts – providing clear messaging and
communication of what is required. The household management model has assisted to coordinate,
streamline, and minimise the points of contacts across DHHS, welfare, support and relief services, and
external organisations to promote continuity of care and rapport avoiding contact fatigue and
disengagement of families. The team have also worked to ensure communication, including public health
directives and messages, are clear, concise, and delivered in the most culturally appropriate language,
mode, and methodology.
The increased and targeted engagement with these community groups has contributed to the improved
results, such as those relating to testing, tracing and containing outbreaks canvassed above.
In response, the Victorian Government strengthened:
•

partnerships with Local Public Health Units and local community health organisations to assist in on
the ground testing, tracing, and household engagement

•

partnerships with Local Government, local schools, local community leaders, faith groups and youth
networks to assist with translated materials, delivery of public health messaging, and leveraging the
ability to connect with families

•

pop up testing sites and substantial targeted promotion of testing locations

•

multiple large community meetings attended by the Chief Health Officer and Commander of Testing
and Community Engagement

•

activation of the community through trusted leaders.

Operation Benessere
The Victorian Government is investing over $155 million so that across the state, community health
providers, in partnership with DHHS and other local agencies, can support operators and residents in
high-risk residential settings in their communities to be COVID safe and ready to respond rapidly if
residents are exposed to COVID-19.
The funding includes 21,000 individual dwellings in public housing and other high-risk accommodation
settings. On-site visits have taken place in all high-risk non-government Supported Residential Services
(SRS) with ongoing support to ensure they are COVID safe, and more site visits to come over the next
few months across community housing blocks, rooming houses and caravan parks with longer term
residents who share facilities.
By early November 2020, the Victorian Government have conducted 122 visits to SRS, 90 visits to
rooming houses and 26 visits to caravan parks.
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Current programs across public housing, including Flemington and North
Melbourne towers
A community designed and participatory approach has ensured that key public health messages are
heard and actioned and government is also able to be more responsive to the diverse needs of
residents.
As Victoria transitions out from the acute emergency response the focus is on prevention and
preparedness so the Victorian Government can rapidly respond in the event of another outbreak or
diagnosis of a positive case(s).
A key feature of the service model includes a preventative health concierge function that monitors the
health and wellbeing of residents moving in and out of the accommodation.
The health concierge workers are predominantly bi-lingual residents of public housing, with strong and
diverse networks within their communities with the ability to ‘push’ messaging rapidly, support contact
tracing and play an important role in making sure the services are provided in a culturally appropriate
way. Health concierges operate across public housing high rise towers, and in the event of an outbreak,
can be rapidly implemented at the outbreak site.
There are 34 health concierge staff across public housing estates in Western Victoria and there are 41
health concierge staff across public housing estates in Northern Victoria.
Government has commissioned a range of health supports including on site testing and will continue to
evolve the health concierge model across North Melbourne and Flemington, as well as the 48 other
public housing high rise towers.
As at 11 November 2020, there were zero active cases reported in public housing high rise and low-rise
estates.
The Victorian Government’s ability to find and contain COVID-19 will be strengthened by how effectively
it can reduce transmission in priority communities. As such, it will continue to:
•

strengthen collaborative working between divisions within DHHS

•

work collaboratively with and leverage the additional capacity that will be offered through LPHUs

•

implement a case management approach to provide a wrap-around response

•

implement Rapid Response Community Engagement Teams to proactively and reactively engage
with priority populations on the ground. In addition to building confidence and trust in priority
communities through proactive engagement and education, the Rapid Response Community
Engagement Teams will work alongside Rapid Response Testing Teams, support contact tracing
and facilitate effective isolation in the event of an outbreak

•

work collaboratively across government agencies to establish Local Partnerships across the six local
government areas that have the most multicultural communities and have experienced the highest
COVID-19 impacts.

Engagement with industry and businesses
A key to Victoria’s success in outbreak prevention has also been its deep engagement with workplaces,
hospitals and sensitive settings.
Throughout the pandemic, the Victorian Government has exercised emergency powers under the Public
and Wellbeing Act 2008 (Vic) for the Chief Health Officer to issue directions to improve the safety of
Victorians across a range of settings, including workplaces.
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These directions have enabled the Victorian Government to ensure settings have the best chance to
reopen safely as restrictions ease.
The Victorian Government acknowledges the important roles workplaces play in reducing the chances of
infection and community transmission, particularly as more Victorians return to work. In particular, the
following responses have been introduced to assist workplaces:
•

workplace obligations ensure that plans and processes are in place to manage risks and respond to
outbreaks

•

the Business Victoria hotline provides information on restrictions and support to help workplaces plan
and respond to COVID-19

•

proactive outbound calls are made to Victorian businesses by Business Victoria hotline staff and
using artificial intelligence to increase awareness of COVIDSafe requirements

•

employees, customers and priority cohorts are protected through surveillance testing
and COVIDSafe plans (see below)

•

a multi-agency body coordinates workplace obligation from initial engagement through to compliance
and enforcement by WorkSafe

•

the Surveillance Testing Program aims to test 25% of staff for COVID-19 in a high-risk workplace
each week, leading to most of the high-risk industry workforce being tested over the course of a
month.

Engagement for prevention and preparedness for businesses and communities
COVIDSafe plans: approach
To proactively support business workplaces and communities with their outbreak prevention and
readiness, there is a significant whole-of government effort: the implementation of COVIDSafe Plans.
COVIDSafe Plans set out employer obligations and include at a minimum:
•

actions taken by the employer to reduce the risk of introduction and spread of COVID-19 in the work
premises

•

the process in place to maintain records of everyone who comes to the work premises

•

the appropriate level of Personal Protective Equipment (PPE) to be worn at the work premises

•

the processes the employer has put in place to respond to a suspected or confirmed cases at the
work premises

•

acknowledgement that the employer understands its responsibilities and obligations.

At this stage, COVIDSafe Plans apply to all workplaces in Victoria that have people working on or
customers attending any premises must have a COVIDSafe Plan in place.
Workplaces that do not have staff working onsite, for example, do not require a COVIDSafe Plan.
DJPR works closely with industry and employee organisations and has produced tailored materials to
support COVIDSafe practices.

Since Stage 4 restrictions were announced on 3 August 2020, 207 industry roundtables and
engagement sessions have been held (as at 9 November 2020), resulting in 319 published
FAQs, 21 Industry Specific Guidance Notes and eight COVIDSafe Plan Guidance materials. This
engagement has been complemented by social media campaigns and proactive phone calls to raise
awareness and understanding of COVIDSafe requirements.
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Further, Victoria also has a tailored approach to high-risk businesses in relation to COVIDSafe plans and
has engaged closely with these sectors on implementation: High-risk COVIDSafe Plans support high-risk
industries to operate safely, maintain a COVIDSafe workplace and prepare for suspected or confirmed
cases, using similar criteria set out above but with higher standards of PPE, more regular updating
requirements, and the allocation of a COVID Marshal.
COVID Marshal
The COVID Marshal is a new and important role, aimed at ensuring workplaces are COVIDSafe at all
times. COVID Marshals are individuals who are assigned to apply COVID Directions and restrictions in
identified businesses and operations.
COVID Marshals are mandatory for:
•

abattoirs, meat processing facilities, poultry processing facilities and seafood processing facilities
located anywhere in Victoria

•

supermarket distribution centres and chilled distribution facilities for perishable food located in
metropolitan Melbourne

•

gyms and personal training facilities in Victoria where the facility is a cardio or strength training
facility or includes a cardio or strength training facility and is open for members of the public aged 19
and over

•

casinos and electronic gaming facilities.

COVID Marshals are recommended for supermarkets and chilled distribution facilities located in regional
Victoria as well as other high-risk industries:
•

distribution centres

•

warehousing

•

manufacturing facilities

•

wholesale facilities

•

horticulture operations using seasonal workers for seasonal horticultural work

•

care facilities.

They are recommended, but are not compulsory, for businesses in other high-risk industries, including:
•

general or pharmaceutical warehousing

•

wholesale trade

•

manufacturing

•

construction

•

seasonal horticulture.

The employer holds ultimate responsibility for ensuring that the obligations in the COVIDSafe Plan or
High Risk COVIDSafe Plan are met and that the employer complies with the Chief Health Officer’s
Directions.
Meanwhile, hospital and sensitive settings are subject to the following preventative measures:
•

risk assessments

•

COVIDSafe Plans
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•

common response frameworks and surveillance testing will improve outcomes for aged care,
schools, disability care, residential care and other sensitive settings.

In the first week of surveillance testing in-residential aged care, almost 3,000 workers were tested.
COVIDSafe plans actions and activity
As at 10 November 2020, there are no active outbreaks in businesses. The engagement, education and
implementation of COVIDSafe plans (see Part IV Engagement for further discussion) and directions has
reduced the number of outbreaks in high-risk industries and the impact of an outbreak when it does
occur.
Education has been provided for both employers and employees regarding safe practices in the
workplace. This included numerous online briefings with public health staff talking through the key risks
for each industry, as well as checklists and eight major meat and poultry processing plants undertook
virtual workplace reviews with outbreaks staff.
DJPR has led over 120 engagement seminars with various sectors including seasonal agriculture
employers regarding the risks to the workforce throughout September and October.
DHHS also engaged with settlement and migration services occurred in early November in partnership
with DJPR to conduct educative seminars. This promoted the opportunity for seasonal agricultural work
and outlined the requirements for testing prior to cohorts leaving Melbourne and health advice was
provided to ensure that workers understand the measures they can take to minimise the risks.
The educative seminars had more than 100 attendees.
Additional engagement will continue over summer with settlement and migrant services, among other
sectors (such as agricultural sector), with continuing support for these groups to assist with legal
compliance requirements.
Expert provision of advice on infection prevention and control
Recognising that preventing the spread of COVID-19 is a joint effort between individuals, businesses and
Government, DHHS also supports some organisations through specialised advice on Infection
Prevention and Control Nurses (IPCON).
IPCON provides support to organisations on a range of topics including hand hygiene, social distancing,
personal protective equipment (PPE), cleaning techniques (e.g. for frequently touched surfaces, or in the
event of an outbreak), ventilation, securing management structures and how to manage a workplace if
someone becomes symptomatic.
IPCON undertakes pro-active visits to premises, using a risk-based planning approach, to assist with
infection prevention and control.
The Victorian Government intends to continually engage with industry and businesses, particularly as
restrictions ease and more Victorians return to work.

Looking forward – COVID Normal
There is every hope that Victoria will meet the thresholds in the roadmap for reopening and progress to
COVID Normal. In COVID Normal:
•

There will be less restrictions on Victorians’ work, social activities and movement

•

While there is a low risk of community transmission of COVID-19, without a vaccine, Australia’s
international borders remain closed
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•

The Victorian Government focuses on preventing transmission demonstrate through COVID Safe
behaviours which are developed through consistent community engagement

•

The Victorian Government rapidly responds to new and unexpected cases and outbreaks and
maintain system capacity to scale up operations if cases increase.

The improvements to the TTI system, and actions outlined in this submission, mean that, during the last
steps of the roadmap for reopening and in COVID Normal, Victoria’s TTI system is well placed so that:
•

Testing uptake is sufficient for ongoing monitoring

•

If Victoria does have cases, or suspected cases, they are rapidly isolated and quarantined

•

Infection is prevented and controlled, and outbreaks are managed

•

Public health intelligence contributes to decision making at all levels

•

Victorians are supported to practise COVIDSafe behaviours.

During the pandemic, Victoria’s TTI system has improved significantly, and the improvements canvassed
in this submission are summarised in the following:
Focus on case investigation and contact notification
•

Drawing upon a workforce from varied sources (e.g. nursing, allied health, call centres) health for
case investigation and contact notification

•

Sending automated text messages before notification

•

Operation Vestige doorknocking by AO/ADF

•

Focus on contacting each case and close contact regularly with a dedicated Client Service Function

•

Testing improvements, e.g. "Call-to Test" for immobile people and priority communities.

Improving efficiency of notifications and process
•

Rebuilding the TTI database

•

Separating positive from negative results to allow more rapid uploading to the database

•

Various digital improvements, e.g. electronic upload portal for notifications

•

Laboratory notification hotline

•

Implementing a measurement protocol on each case interview, to demonstrate the case interviews
within 24 hour metric

•

Focus efforts on ensuring measurement and reporting clarity.

Focus on high risk settings and populations
•

Rapid response "outbreak squads" for high risk workplaces

•

Co-ordinated VACRC and interjurisdictional health service involvement to support residential aged
care facilities

•

Operation Benessere for public housing and other sensitive residential settings

•

Greater accessibility for testing for priority communities

•

Development on public health units to service local populations

•

Formation of the Multicultural community taskforce (with senior representatives across government
and external participants) to focus on the COVID challenges facing communities.
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•

Establishing a specialist multicultural and Aboriginal team within CCOM

•

Establishing a specialist education cell within CCOM (including secondments from Department of
Education and Training)

•

Legal obligation on workplaces and employees – e.g. COVIDSafe plans, duty to inform positive
cases, COVID Marshals.

The Victorian Government will continue to improve on these and additional areas, as this approach
provides a strong public health legacy to support and provide confidence to all Victorians through the
remainder of the pandemic and into the future.

Page 42

Submission to the Legal and Social Issues Committee

43

