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COVID-19

Response Inquiry

The Hon Anthony Albanese MP
Prime Minister

Parliament House

Canberra ACT 2600

Dear Prime Minister
Report — COVID-19 Response Inquiry

On 21 September 2023 you announced an independent inquiry into Australia’s response to the
COVID-19 pandemic with an Inquiry panel consisting of myself as chair, Professor Catherine
Bennett, and Dr Angela Jackson.

On behalf of the Panel, | am pleased to present to you the report of our Inquiry.

Consistent with our terms of reference, we considered health and non-health responses to the
pandemic which were the responsibility of the Commonwealth Government or undertaken
jointly with the states and territories. We examined the roles and responsibilities of
governments in managing pandemic responses, the interaction between tiers of government,
and the overall cohesiveness of the national response.

The report includes nine guiding recommendations and 26 actions for change to enhance
Australia’s preparedness and response systems to manage future public health emergencies.

The panel wishes to thank the large number of people who voluntarily participated in our
Inquiry, providing input and feedback through submissions, interviews, focus groups and
roundtables. This has included individual and community groups, industry and business, unions,
experts across a range of fields, and decision makers and officials from all levels of government.
These engagements were invaluable in giving us insights into the government response and its
impacts and providing a mechanism for testing our thinking.

We would also like to thank the taskforce established within your department that has provided
support in conducting our Inquiry.

Yours sincerely

Robyn Kruk AO

Chair

COVID 19 Response Inquiry Panel
25 October 2024

On behalf of Prof. Catherine Bennett and Dr Angela Jackson
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Preface

Acknowledgement of Country

We acknowledge the Traditional Owners and Custodians of Country throughout Australia on
whose lands we all work, play and live. We acknowledge their continuous connection to lands,
waters, skies, culture and community.

We pay our respects to their Elders past and present and acknowledge the Aboriginal and
Torres Strait Islander people who contributed to the development of this report. We extend
that respect to all Aboriginal and Torres Strait Islander people, who continue to pave the way
for change, leading from a place of strength, resilience and courage.

We recognise Aboriginal and Torres Strait Islander people’s significant contribution to society,
and celebrate the unique place and role they have in shaping a just and fairer Australia. We
thank them for their shared wisdom.

Acknowledgement of lived experience

We acknowledge that COVID-19 touched every person, every organisation and each sector in
different ways. We recognise that for some people in our communities the health, social, and
economic impacts are still being felt.

We respect and value each person’s unique journey, and appreciate the willingness of the many
people who shared their own lived experience with the Inquiry. Hearing these experiences
helped shape our report and recommendations to improve Australia’s preparedness for future
pandemics.

Content warning

This report contains material that may be distressing for some readers. If you need to talk to
someone, support is available.

The following confidential support services are available 24 hours a day, seven days a week to
anyone affected by issues raised while reading this report:

Beyond Blue — www.beyondblue.org.au

e 1300 224 636
e 24-hour counselling service, available via telephone, web chat or email

1800RESPECT — www.1800respect.org.au

e 1800737732
e 24-hour counselling service for sexual assault, family and domestic violence


http://www.beyondblue.org.au/
http://www.1800respect.org.au/

Lifeline Australia — www.lifeline.org.au

e 131114 ortext 0477 13 1114
e 24-hour crisis support service, available via telephone, online and text chat

Suicide Call Back Service — www.suicidecallbackservice.org.au

e 1300 659 467
e 24-hour counselling service for suicide prevention and mental health, available via
telephone, online and by video chat

13YARN — www.13yarn.org.au

e 139276
e 24-hour national support line for Aboriginal and Torres Strait Islander people in crisis

Aboriginal and Torres Strait Islander people should be aware that some information in this
report may have been provided by deceased persons.

A note on language
Technical terms

We have tried not to use jargon and technical terms unless they are well known or help clarify a
point. Where we consider a definition is useful, these are provided at Appendix A: Terminology.
This covers:

e alist of acronyms that are widely used in the report, noting we also spell out most
acronyms on their first use in any chapter

e aglossary of defined technical words that are widely used in the report.

References are also provided throughout the report to direct readers to further evidence and
information on key initiatives discussed.

Priority populations

Throughout this report we refer to ‘priority populations’. We define these as populations who
may be at greater risk in a pandemic. These populations may experience inequitable burden of
disease and disparities in health and economic outcomes." This may stem from inequities in
social determinants of health, including education, employment, socio-economic status and
access to health care and other government services.? People may also experience intersecting
layers of inequality and social disadvantage.? In the context of a pandemic, priority populations
may face increased health risks or disproportionate impacts from pandemic response measures.

The panel acknowledges the significance of language for these groups. We recognise that the
preferred use of language varies between individuals and communities. For the purposes of this
inquiry, we respectfully use the following terms.


http://www.lifeline.org.au/
http://www.suicidecallbackservice.org.au/
http://www.13yarn.org.au/

People with disability: We use the term ‘disability’ in the context of the internationally
recognised social model of disability. This describes disability as a social construct. In
this model, intersecting societal barriers are the obstacles to equal participation, not
individual impairment.* We use person-first language — ‘person/people with disability’ —
in this report. We recognise the diversity of people with disability and that language
preferences vary.

Culturally and linguistically diverse (CALD) communities: People in CALD communities
are born overseas or have a parent born overseas, have migrated to Australia as a
refugee or asylum seeker, may be in Australia temporarily for work, study or long-term
visit and/or speak languages other than English. The panel acknowledges there is
diversity between and within CALD communities in Australia that the term ‘CALD
communities’ cannot fully capture. It notes that some groups prefer alternative terms.
The term 'CALD communities’ is used respectfully in acknowledgment of the thousands
of cultural, religious, language and ethnic identities that exist.”> The terms ‘multicultural
communities’ and ‘migrant communities’ are also used.



Foreword

Pandemics are predicted to occur on average every 20 years — and the likelihood of us seeing
another significant event is growing.® While the type and timing of the next pandemic remains
uncertain, we can be assured that it is likely to occur within our lifetime. And when it does there
is all likelihood that we will be facing concurrent crises, with the ongoing rise in geopolitical
tensions, cybersecurity threats and natural disasters.

This makes it the right time to consider what we have learnt from the COVID-19 pandemic,
especially as we now have more detailed analysis, reflection and feedback on the efficacy of
Australia’s response.

This inquiry aims to use the benefit of hindsight to guide future actions: not to ‘fix’ the actions
taken during the last pandemic, or deride the decisions that were made, but rather to harness
the innovations that helped us and identify ways to maximise the success of our response whilst
ensuring it is proportional to the threat. We recognise that decision-makers were guided by the
expert advice available at the time, and we also consider what additional evidence would help
inform responses in future.

We have built a picture of what Australia can do better next time by gathering information from
people across government, the health sector, community groups and industry who were
involved in Australia’s COVID-19 pandemic response. We have listened to the views of the
Australian public to capture how the pandemic response impacted their lives, and what they
would like to see done differently in a future pandemic.

For most, it was not easy to meet with us and relive their pandemic experiences. Speaking with
us brought back the trauma of the pandemic: the fear of the virus, the exhaustion associated
with seemingly never-ending days; the frustration and anger regarding restrictions on liberty
and not being able to be with loved ones; the moral distress of making unbelievably difficult
decisions that impacted heavily on people’s lives; and the uncertainty of not knowing when and
if things would return to normal.

Nevertheless, very few people turned down our request to meet. Many approached us, despite
having retired or having moved into new roles. All who met with the panel demonstrated a
strong belief in the importance of what needed to be learned by honestly reflecting on the
COVID-19 pandemic so we are in a stronger position to handle what is next.

What we heard was a recognition that Australia was one of the most successful countries in its
pandemic response and yet, like other countries, was not adequately prepared for a pandemic.
There were existing plans, but these were limited. There was no playbook on what actions to
take in a pandemic, no regular testing of systems and processes to make clear who would lead
parts of the response, and no arrangements on sharing resources and data. Critically, there was
also no discussion on who was best placed to communicate information to Australians in a
situation where we did not have all the answers and each community had different
backgrounds, health risks and fears.



Few people we heard from disagreed that preparedness is the key to facing the next pandemic.
Australia needs structured systems which are flexible enough to deal with whatever risks the
next pandemic raises. This includes having playbooks based on lessons learnt that are regularly
stress-tested to identify gaps, that prioritise the most at risk in our community, and that have
the foundations in place to make evidence-based decisions whose effectiveness can be
monitored in real time. The goal is to combine a balanced, proportionate and adaptable
response to the threat with an approach that protects health and the health system and
minimises the risk of harm to Australians and the widening of existing health, social and
economic inequities.

Achieving a successful, efficient pandemic response cannot rely on government alone. No one
layer of government has the power needed to achieve what is required. Instead, governments,
community groups, experts and industry need to work together to bring their knowledge,
capabilities and resources to the table. This work needs to begin prior to the next pandemic,
and should focus on embedding agreements and building the relationships which will be
needed in a crisis.

We cannot be complacent and assume that we are as yet better positioned to deal with the
next health based emergency with many raising concerns that lessons are not being translated
and capability falling in some key areas below the level relied upon during the COVID-19
pandemic.

Many key stakeholders have indicated that the most effective structures established during the
pandemic no longer exist. Many offer key benefits to building better understanding and
ongoing policy within government across areas like manufacturing, supply resilience and
community supports. Key people who lived through the pandemic and learnt the lessons have
moved on and a reticence to engage has re-emerged.

The key partner in preparing our pandemic response is the public. A pandemic response is only
effective if people are prepared to change their behaviour to control the disease and trust
advice even when significant restraints are called for. We have heard that the trust in
governments and science required to do this has waned as a result of the COVID-19 pandemic
and the response. Rebuilding trust and maintaining it must be an immediate and ongoing
priority and key to preparing effective response plans that mitigate the risk of harm and
support broad health objectives.

Overall, we believe that people should be proud of what we achieved during the pandemic.
Despite the relative immaturity of our plans and supporting governance structures, Australia
had lesser health and economic impacts in the pandemic than most other countries around the
world. We achieved this because we had people who worked unbelievably hard and made
difficult decisions, and communities that accepted strict restrictions — all in the country’s best
interests. These people included the public, community organisations, businesses, essential
workers, government officials and a host of volunteers. We hope they see their voices and
experiences reflected in this report, and we trust that the insights provided will be useful for
Australians as they prepare to respond to the next pandemic.
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The Inquiry would not have been possible without the support of community groups, not-for-
profit organisations, industry bodies, Commonwealth, state and territory officials, and the
contributors of the over 2,201 submissions received by the Inquiry. Our special thanks go to the
Secretariat established with the Department of the Prime Minister and Cabinet, led with skill
and focus by Ms Pauline Sullivan, and comprising professionals from across the Australian
Public Service.

- g/w{" o fore

Ms Robyn Kruk AO, Chair Professor Catherine Bennett Dr Angela Jackson
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Priorities for Australia’s preparedness

Minimising harm

Guiding recommendation

Ensure decision-making processes in a pandemic fully account for the broader health,
economic and social impacts of decisions, and the changing level and nature of risk to inform
escalation and de-escalation of the response to minimise harm.

Immediate actions — Do in the next 12-18 months

1.

Address critical gaps in health recovery from the COVID-19 pandemic, including prioritising
greater investment in mental health support for children and young people and a COVID
catch-up strategy in response to a decline in the delivery of key health prevention
measures.

Review the COVID-19 Vaccine Claims Scheme, with a view to informing the future use of
similar indemnity schemes in a national health emergency for a wider profile of vaccines
and treatments.

Conduct post-action reviews of outstanding key COVID-19 response measures to ensure
lessons are captured, including a review of the Biosecurity Act 2015 (Cth) and key economic
measures.

Establish structures to ensure young people and their advocates are genuinely engaged,
and impacts on children are considered in pandemic preparedness activities and responses
to future emergencies. This should include establishing the role of Chief Paediatrician and
including the Chief Paediatrician and National Children’s Commissioner on the Australian
Health Protection Committee.

Medium-term actions — Do prior to the next national health emergency

20. The Australian Government work with the states and territories to improve capability to

shift to remote learning if required in a national health emergency. This should include:

e incorporating competency in developing and delivering remote learning into initial
teacher training and the Australian Professional Standards for Teachers

e investing in the development of a suite of remote learning modules consistent with the
Australian Curriculum, made available to all schools, teachers and students to improve
preparedness for future emergencies that may require school closures.

13



Planning and preparedness

Guiding recommendation

Develop and regularly stress-test preparedness and a national response to a pandemic that
covers the broader health, economic and social response and fully harnesses capability and
resources across governments, academia, industry and the community sector.

Immediate actions — Do in the next 12-18 months

5. Develop updated health emergency planning and response arrangements in conjunction
with states and territories, and key partners, including consideration of escalation and de-
escalation points, real-time review and a focus on post-emergency recovery. This should
include:

e An enhanced National Health Emergency Plan (updated National Health
Emergency Response Arrangements) and updated National Communicable
Disease Plan. These updated plans should align with the Australian Government
Crisis Management Framework.

e Management plans under the National Communicable Disease Plan for priority
populations.

e Modular operational plans for specific sectors, including high-risk settings, which
can be deployed in response to a variety of hazards.

6. Develop legislative and policy frameworks to support responses in a public health
emergency, including for:

e international border management

e identifying essential services and essential workers
e quarantine

¢ the National Medical Stockpile

e an Economic Toolkit.

7. Finalise establishment of the Australian Centre for Disease Control (CDC) and give priority
to the following functions for systemic preparedness to become trusted and authoritative
on risk assessment and communication, and a national repository of communicable
disease data, evidence and advice:

e Build foundations for a national communicable disease data integration system,
enabled for equity and high-priority population identification and data
interrogation, with pre-agreements on data sharing.

e Commence upgrade to a next-generation world-leading public health
surveillance system, incorporating wastewater surveillance and early warning
capability.

14



Work with the Department of Health and Aged Care and jurisdictions on
updated communicable disease plans.

Conduct biennial reviews of Australia’s overall pandemic preparedness in
partnership with the National Emergency Management Agency.

Establish an evidence synthesis and national public communications function.
Build foundations of in-house behavioural insights capability.

Establish structures including technical advisory committees to engage with
academic experts and community partners.

Medium-term actions — Do prior to the next national health emergency

21. Build emergency management and response capability including through:

regular health emergency exercises with all levels of government, interfacing
with community representatives, key sectors and a broad range of departments

regular economic scenario testing, to determine what measures would be best
suited in different forms of economic shocks and keep an Economic Toolkit up
to date

training for a pandemic response.

22. Develop a whole-of-government plan to improve domestic and international supply chain

resilience.

23. Progress development of the Australian Centre for Disease Control in line with its initial

progress review and to include additional functions to map and enhance national

pandemic detection and response capability.

15



Leadership

Guiding recommendation

Ensure the rapid mobilisation of a national governance structure for leaders to collaborate and
support a national response that reflects health, social, economic and equity priorities.

Immediate actions — Do in the next 12-18 months

8.

10.

Establish mechanisms for National Cabinet to receive additional integrated expert advice
for a whole-of-society emergency, including advice on social, human rights, economic and
broader health impacts (including mental health considerations), as well as specific impacts
on priority populations.

Agree and document the responsibilities of the Commonwealth Government, state and
territory governments and key partners in a national health emergency. This should include
escalation (and de-escalation) triggers for National Cabinet’s activation and operating
principles to enhance national coordination and maintain public confidence and trust.

Agree and test a national Australian Government governance structure to support future
health crisis responses, including an appropriate emergency Cabinet Committee and a
‘Secretaries Response Group’ chaired by the Department of the Prime Minister and Cabinet
that brings together the lead Secretaries and heads of relevant operational agencies, to
coordinate the Australian Government response.

Medium-term actions — Do prior to the next national health emergency

24. Maintain regularly tested and reviewed agreements between relevant national and state

agencies on shared responsibilities for human health under the Biosecurity Act 2015 (Cth)
with a focus on facilitating a ‘One Health” approach that considers the intersection between
plant, animal and human biosecurity.

16



Evidence and evaluation

Guiding recommendation

Ensure systems are in place for rapid and transparent evidence collection, synthesis and

evaluation.

Immediate actions — Do in the next 12-18 months

11. Improve data collection, sharing, linkage, and analytic capability to enable an effective,
targeted and proportionate response in a national health emergency, including:

e improvements to timeliness and consistency of data collection and pre-
established data linkage platforms across jurisdictions, including for priority
populations

e expanded capability in Australian Government departments to gather, analyse
and synthesise integrated economic, health and social data to inform decisions

¢ finalising work underway to establish clear guardrails for managing data security
and privacy and enabling routine access to linked and granular health data, and
establishing pre-agreements and processes for the sharing of health, economic,
social and other critical data for a public health emergency.

Medium-term actions — Do prior to the next national health emergency

25. Continue to invest in monitoring and evaluating the long-term impacts of COVID-19,
including for long COVID and vaccination adverse events, mental health, particularly in
children and young people, and educational outcomes.

17



Agility
Guiding recommendation

Build, value and maintain capability, capacity and readiness across people, structures and
systems.

Immediate actions — Do in the next 12-18 months

12. Develop a plan to build, value and maintain emergency management capability within the
Australian Public Service, including planning and management of a surge workforce.

13. Agree nationally consistent reforms to allow health professionals to work to their full
training and experience.

14. Embed flexibility in Australian Government grant and procurement arrangements to
support the rapid delivery of funding and services in a national health emergency,
including to meet urgent community needs and support populations most at risk.

Medium-term actions — Do prior to the next national health emergency

26. Include a focus as part of ongoing systems upgrades on modernising and improving data,
systems and process capabilities to enable more tailored and effective program delivery in
a crisis.

18



Relationships

Guiding recommendation

Maintain formal structures that include a wide range of community and business
representatives, and leverage these in a pandemic response alongside the use of temporary
structures.

Immediate actions — Do in the next 12-18 months

15. Ensure there are appropriate coordination and communication pathways in place with
industry, unions, primary care stakeholders, local government, the community sector,
priority populations and community representatives on issues related to public health
emergencies. Structures should be maintained outside of an emergency, and be used to
provide effective feedback loops on the shaping and delivery of response measures in a
national health emergency.

19



Guiding recommendation

Rebuild and maintain trust between government and the community including by considering
impacts on human rights.

Immediate actions — Do in the next 12-18 months

16. Develop and agree transparency principles for the release of advice that informs decision-
making in a public health emergency.

17. Develop a national strategy to rebuild community trust in vaccines and improve
vaccination rates.

20



Equity
Guiding recommendation

Ensure pandemic support measures include all residents, regardless of visa status, prioritise
cohorts at greater risk, and include them in the design and delivery of targeted supports.

Immediate actions — Do in the next 12-18 months

18. Proactively address populations most at risk and consider existing inequities in access to
services (health and non-health) and other social determinants of health in pandemic
management plans and responses, identifying where additional support or alternative
approaches are required to support an emergency response with consideration for health,
social and economic factors.

21



Communications

Guiding recommendation

Build and maintain coordinated national public health emergency communication mechanisms
to deliver timely, tailored and effective communications, utilising strong regional, local and
community connections.

Immediate actions — Do in the next 12-18 months

19. Develop a communication strategy for use in national health emergencies that ensures
Australians, including those in priority populations, families and industries, have the
information they need to manage their social, work and family lives.

22



Recommendations and actions

The Inquiry has identified nine guiding recommendations and 26 actions, including 19
immediate actions for implementation in the next 12 to 18 months. These are key foundations
for pandemic preparedness and community resilience.

Actions should be implemented with Commonwealth and state and territory governments and
key partners where relevant. National Cabinet should have broad oversight of these actions,
with support from relevant ministerial councils and First Secretaries. This chapter outlines key
principles to guide implementation.

Minimising harm

Ensure decision-making processes in a pandemic fully account for the broader health, economic
and social impacts of decisions, and the changing level and nature of risk to inform escalation
and de-escalation of the response to minimise harm.

Immediate actions — Do in the next 12-18 months

Action 1: Address critical gaps in health recovery from the COVID-19 pandemic, including
prioritising greater investment in mental health support for children and young people and a
COVID catch-up strategy in response to a decline in the delivery of key health prevention
measures.

Timing: in the next 1218 months
Lead: relevant department or entity/s with Health Ministers

Prioritise additional mental health funding and investment in services for children and young
people, to help manage the ongoing mental health impacts of the pandemic on this cohort.

Health Ministers should coordinate a ‘COVID Catch-up’ strategy in response to a decline in the

delivery of elective surgery and cancer screenings, including:

e anational plan to reduce the elective surgery backlog, in consultation with the private
and public hospital sectors

e additional funding and an implementation strategy to re-engage regional, rural and
remote and other high-risk populations in preventive care to help address undiagnosed
cases of cancer, diabetes and other illnesses.

23



Action 2: Review the COVID-19 Vaccine Claims Scheme, with a view to informing the future use
of similar indemnity schemes in a national health emergency for a wider profile of vaccines and
treatments.

Timing: in the next 12-18 months

Lead: relevant department or entity/s

The COVID-19 Vaccine Claims Scheme review should:

e examine barriers to access for the vaccine scheme based on feedback from the public,
users and primary care providers, and links between the scheme and vaccine hesitancy

e consider international research on vaccines claims schemes and their relation to public
health and confidence in vaccination

e include findings of how future processes could be improved.

Action 3: Conduct post-action reviews of outstanding key COVID-19 response measures to
ensure lessons are captured, including a review of the Biosecurity Act 2015 (Cth) and key
economic measures.

Timing: in the next 1218 months
Lead: relevant department or entity/s
Review the human biosecurity provisions of the Biosecurity Act 2015 (Cth), including to:

e examine whether further amendments are needed to ensure it can be deployed
proportionately to the level of risk in human health emergencies

e explore ways to ensure any decisions on extensions of determinations include
consideration of broader advice on the health, economic, educational, social, equity and
human rights impacts

e consider inclusion of provisions for tabling or publishing relevant advice and rationale
for the extension of determinations that implement restrictive measures under the
Biosecurity Act 2015 (Cth).

Review the effectiveness of the remaining key economic support measures deployed during the
pandemic, to draw lessons for the development of the Economic Toolkit.

e The following significant economic measures that have not been subject to a
comprehensive review should be prioritised: Boosting Cash Flow for Employers, the
Coronavirus Supplement, HomeBuilder, the Pandemic Leave Disaster Payment, the
COVID-19 Disaster Payment, and the Early Release of Super.

Review the aged care retention payment program.

24



Action 4: Establish structures to ensure young people and their advocates are genuinely
engaged, and impacts on children are considered in pandemic preparedness activities and
responses to future emergencies.

Timing: in the next 12-18 months
Lead: relevant department or entity/s

This should include:

e Establishing the role of Chief Paediatrician.

e Including the Chief Paediatrician and National Children’s Commissioner on the
Australian Health Protection Committee.

e Ensuring consultation mechanisms facilitate genuine engagement with children and
young people and advocates charged with representing their interests in pandemic
preparedness activities and responses to future emergencies.

Medium-term actions — Do prior to the next national health emergency

Action 20: The Australian Government to work with the states and territories to improve
capability to shift to remote learning if required in a national health emergency.

Led by the Department of Education, this should include:

e incorporating competency in developing and delivering remote learning into initial
teacher training and the Australian Professional Standards for Teachers

e investing in the development of a suite of remote learning modules consistent with the

Australian Curriculum, made available to all schools, teachers and students to improve
preparedness for future emergencies that may require school closures.

25



Planning and preparedness

Develop and regularly stress-test preparedness and a national response to a pandemic that
covers the broader health, economic and social response and fully harnesses capability and
resources across governments, academia, industry and the community sector.

Immediate actions — Do in the next 12-18 months

Action 5: Develop updated health emergency planning and response arrangements in
conjunction with states and territories, and key partners, including consideration of escalation
and de-escalation points, real-time review and a focus on post-emergency recovery.

As part

Timing:

Leads:

of this, develop:

An enhanced National Health Emergency Plan (updated National Health Emergency
Response Arrangements) and updated National Communicable Disease Plan. These
updated plans should align with the Australian Government Crisis Management
Framework

Management plans under the National Communicable Disease Plan for priority
populations

Modular operational plans for specific sectors, including high-risk settings, which can be
deployed in response to a variety of hazards.

in the next 12-18 months

National Health Emergency Plan — Department of Health and Aged Care and the
Minister for Health with input from relevant departments and agencies including the
National Emergency Management Agency and the Australian Centre for Disease
Control (CDQ)

National Communicable Disease Plan — Department of Health and Aged Care with input
from relevant departments and agencies including the CDC, and agreed at the Health
Ministers Meeting

Management plans — Department of Health and Aged Care with input from the CDC,
relevant departments and agencies, and state and territory governments

Modular operational plans — relevant lead department or entity/s, with state and
territory governments

The series of plans should:

have clearly defined scope, ownership and accountability, including a clear legal basis
and defined roles for Commonwealth bodies (including the CDC), states and territories,
and industry partners such as aged care providers
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work in symphony with the Australian Government Crisis Management Framework;
interface with emergency management plans at state and regional levels; and reference
sub-plans including priority population management plans, workforce plans and the
communications strategy

draw on technical expertise and be updated in light of risk assessments, and scientific
and technological developments

embed pre-planned review mechanisms to support the real-time, rapid review of
consequences as they arise, including quick assessments and corrections to emergency
response measures without a protracted inquiry process

incorporate feedback from community, industry and academia into plans and response
measure adjustments

be flexible enough to be used in response to a range of communicable disease or
pandemic scenarios, while covering more likely events (such as an influenza pandemic)

include mitigations to address impacts of the planned response — for example,
compassionate exemptions to public health orders (minimising harm)

consider transition and recovery
include arrangements that support workforce preparedness (such as surge models)
require post-action reviews, including on a whole-of-government basis

include external oversight and complaints handling and embed privacy principles.

Develop management plans for priority populations under the National Communicable Disease
Plan, including:

Aboriginal and Torres Strait Islander people
people with disability

culturally and linguistically diverse communities
older Australians

children and young people

regional, rural and remote communities.

Management plans should:

take into account the unique needs of priority populations and co-design with
communities and experts from the relevant sectors including primary care and relevant
service providers (such as aged care and disability providers) and Public Health
Networks

consider the transition out of pandemic settings and take into account potential risks
for priority populations as protective health measures are reduced
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e establish infrastructure and pre-agreements to support data sharing, and enable rapid
research for real-time pandemic detection, risk assessment, and response evaluation

e utilise the latest data and evidence and regularly test through health emergency
scenario exercises that involve all partners identified in the plan (also see Action 21)

e address recommendations arising from scenario testing in a timely way.

The Management Plan for Aboriginal and Torres Strait Islander people should include co-
designing strategies to mitigate the risk of a virus spreading to remote Aboriginal and Torres
Strait Islander communities, limiting the impact of pandemic response measures on cultural
practices, and ensuring culturally appropriate delivery of vaccination and healthcare services.
This plan should be aligned with the Closing the Gap Priority Reform Areas and make explicit
the central role of the community-controlled sector in responding to a pandemic.

The Management Plan for people with disability should include co-designing strategies for in-
reach vaccination services in residential settings, ensuring continued access to supported
decision-making and oversight of closed settings, ensuring support workers and carers can
access health settings, and expanding virtual and telehealth services. This plan should consider
the interface between the disability and health systems and link to other related agreements
and strategies, including the National Health Reform Agreement.

The Management Plan for culturally and linguistically diverse communities should include co-
designing strategies to ensure culturally appropriate delivery of vaccination and healthcare
services that acknowledge the specific language and cultural barriers different communities
may face. This plan should consider the role of community organisations, leaders and
intermediaries.

The Management Plan for older Australians should account for older Australians both in
residential aged care facilities and their own homes. This should include co-designed strategies
which embed a human rights approach to mitigate isolation and loneliness, prioritisation for
vaccination and other treatments, and surge workforce requirements. Compassionate
exemptions should be made to ensure people at the end of their lives are not denied visitation
by family and friends.

The Management Plan for children and young people should consider the differential health
and indirect impacts children and young people may face and specific interventions that may
be required. The plan should be aligned with the operational plan for early childhood
education and care and schools.

Develop modular operational plans for specific sectors to be deployed in response to a variety
of hazards. Plans should be developed by relevant agencies in conjunction with the states and
territories, and relevant service providers:

e Early childhood education and care and schools — led by Department of Education

e Managing the international border — led by Department of Home Affairs
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Repatriation of Australian citizens — led by Department of Foreign Affairs and Trade,
with the Department of Home Affairs and National Emergency Management Agency

Quarantine — coordinated by Department of the Prime Minister and Cabinet, with the
Department of Home Affairs and Department of Health and Aged Care

Supply chains — led by Department of Industry, Science and Resources
Aged Care — led by Department of Health and Aged Care

Housing — led by Department of Social Services

The Early Childhood Education and Care and Schools plan should:

recognise access to education as an essential service for children and young people and
consider strategies to maintain early childhood education and care (ECEC) attendance
and keep schools open during public health emergencies, where consistent with health
advice

document triggers and criteria for the closure of ECEC and schools where
recommended by health advice, and criteria for reopening

be developed in consultation with states and territories, education providers, peak
bodies, education and public health experts, and children and young people

commit governments to shared principles, triggers and criteria, while allowing flexibility
to respond to local risks and circumstances

recognise that ECEC and school educators are essential workers if health advice
recommends children and young people continue attending ECEC or school, and
should receive priority access to vaccination; PPE and infection, prevention and control
training

include development of a more responsive ECEC emergency funding model that can be
deployed rapidly, respond to different needs, support consistency in children’s access to
services, be predictable for parents and sustainable for providers, and account for a
transition out of emergency settings.

The Managing the International Border plan should:

document and stress-test pre-agreed roles and responsibilities across decision-making
powers (Commonwealth) and implementation powers (states and territories), to ensure
that the interface between the Australian Government agencies (such as the
Department of Foreign Affairs and Trade, the Department of Home Affairs and the
Australian Border Force) and state and territory agencies (such as state police, health
and hotel quarantine providers) is seamless — operationally and legally

recognise the interdependencies between any quarantine arrangements and
international border controls (arrival caps, entry approvals and the movement of
goods), the aviation and maritime sectors, and diplomatic relations.
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The Repatriation plan should:

clearly define how repatriation systems will be scaled up in a future pandemic and pay
due consideration to humanitarian and domestic border intersections

include processes to review the exemption decision-making process and its
underpinning rules during a future public health emergency to ensure exemptions are

timely and equitable, align with the key health objectives they are intended to support,

and seek to better balance health risks with personal circumstances and human rights.

The Quarantine plan should:

draw on recommendations from the 2021 National Review of Quarantine

establish and regularly update best-practice guidance, informing practical
implementation for quarantine facilities (including on infection prevention and control
standards and changing technologies), which is informed by CDC advice.

The Supply Chains plan should:

be developed in consultation with state and territory governments and industry

consider agreed protocols between Commonwealth and state and territory
governments, should state border travel be restricted, to ensure ongoing operation of
critical supply chains

include provision for scenario exercises with industry to simulate responses to supply
chain disruptions.

The Aged Care plan should:

document an agreed escalation response model for a sector-wide crisis
include clearly defined triggers and criteria for escalation and de-escalation

cover the clinical response, surge workforce capacity, infection prevention and control
strategies, personal protective equipment, outbreak management strategies (such as
compassionate quarantine, self-isolation and cohorting)

identify data required to inform the response

consider the interface between aged care and health services.

The Housing plan should:

be aligned with the National Agreement on Social Housing and Homelessness

include development of potential emergency measures in advance of a future
pandemic to ensure access to secure and affordable housing is maintained.
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Action 6: Develop legislative and policy frameworks to support responses in a public health
emergency.

This should include frameworks for:

international border management

identifying essential services and essential workers
quarantine

the National Medical Stockpile

an Economic Toolkit.

Timing: in the next 12-18 months

Leads:

Essential services and essential workers — Department of the Prime Minister and Cabinet
International border management — Department of Home Affairs

National Quarantine Strategy — Department of the Prime Minister and Cabinet with the
Department of Home Affairs and the Department of Health and Aged Care

National Medical Stockpile — Department of Health and Aged Care

Economic Toolkit — Treasury

Essential services and essential workers frameworks should include:

definitions of essential workers and essential services in a national health emergency

mechanisms to support rapid harmonisation between the Australian Government and
state and territory governments where practicable

a set of agreed principles to guide decision-making, with respect to the movement of
essential workers and the continued operation of essential services in a crisis

a commitment to clear and consistent communication of the definitions and how they
will apply

clearly communicated rationale for localised approaches where required

arrangements for priority access to vaccination, PPE, and infection, prevention and
control training in a national health emergency.

The international border management framework should:

formalise a targeted legislative framework to give clear legal power to ‘close the border’
in an emergency that minimises any legal risks.

The National Quarantine Strategy should:

formalise governance arrangements around the activation of quarantine, with a focus
on triggers for de-escalation and recovery
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e clarify the roles and responsibilities of Commonwealth and state and territory
governments, as well as industry bodies, formalising principles for cost-arrangements
and workforce requirements

e identify a full set of quarantine options, including home quarantine, to limit the use of
hotel quarantine and ensure that purpose-built quarantine facilities can be quickly re-
engaged

e be designed closely with the Department of Health and Aged Care, the Department of
Home Affairs and the Australian Centre for Disease Control, and states and territory
agencies with experience operationalising quarantine arrangements during the
pandemic

e account for the complex pathways and many different cohorts which the COVID-19
experience has shown us will be processed through the system

e establish culturally appropriate options for people in remote Aboriginal and Torres
Strait Islander communities to quarantine on country in a national health emergency,
and culturally appropriate options for culturally and linguistically diverse communities.

The National Medical Stockpile plan should:

e address the recommendations from both the 2021 Australian National Audit Office
audit and the 2022 Halton Review on National Medical Stockpile preparedness.

The Economic Toolkit should:

e be developed by Treasury and the Reserve Bank of Australia, in consultation with
relevant departments and the states and territories

e include measures that can be tailored to respond to different forms of economic crisis,
including a public health emergency, with an appropriate gender lens applied.

e cover the division of responsibilities of the Australian Government and state and
territory governments for the development and implementation of economic response
measures

e draw on lessons from reviews of significant aspects of Australia’'s COVID-19 response,
including ensuring all residents, regardless of visa status, are supported during the
response

e be updated over time to reflect research and reviews of economic settings (see Actions
8 and 22)

e consider the mechanisms for the implementation of measures, and whether these could
be enhanced to better support delivery — such as upgrades to existing systems or data-
sharing arrangements

e consider the role of transparency mechanisms in promoting public trust.
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Action 7: Finalise establishment of the Australian Centre for Disease Control (CDC) and give
priority to the following functions for systemic preparedness to become trusted and
authoritative on risk assessment and communication, and a national repository of
communicable disease intelligence capability and advice.

Timing: in the next 12-18 months
Lead: Australian Centre for Disease Control

e Work to finalise the Australian Centre for Disease Control in cooperation with the
Department of Health and Aged Care, state and territory governments and key non-
government organisations. It needs to complement and enhance existing emergency
and health governance architecture.

Build foundations for a national communicable disease data integration system, enabled for
equity and high-priority population identification and data interrogation, with pre-agreements
on data sharing, including:

e Finalising an evidence strategy and key priorities to drive optimal collection, synthesis
and use of data and evidence, address data gaps and develop linkages to public health
workforce capability data. This would include:

o identifying inconsistencies and gaps in shared data with the states and
territories to prioritise for national surveillance data linkage, and upgrading
existing datasets by improving data consistency and enabling data linkage
readiness (see Action 11)

o establishing technical advisory groups that bring together technical expertise as
required to contribute to preparation of pandemic guidelines and rapid
research-gap advice; advise on developments in their fields that should be
incorporated in future pandemic detection and response strategies; assist in
designing and reviewing pandemic exercises; and advise on national technical
capacity and training needs. This can rapidly contribute additional expertise in a
crisis

o finalising work underway to establish clear guardrails for managing privacy and
enabling routine real-time access to linked, granular data.

e Publishing a report on progress against key priorities identified in this data strategy.
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Commence upgrade to a next-generation world-leading public health surveillance system,
including:

commencing establishment of new comprehensive surveillance infrastructure that
incorporates wastewater surveillance to facilitate disease detection and monitoring, risk
assessment, national data sharing, and operating with state and territory systems to
provide national updates on notifiable diseases

developing a plan to improve at-risk cohort data collection and linkages to ensure
cohorts are visible in an emergency and responses can be appropriately tailored

ensuring captured surveillance data meet the analytical needs of public health
responders and support rapid research and real-time evaluation

drafting enhanced surveillance protocols for potential use in pandemic settings,
including for proactive community screening and for the cohort of first cases to monitor
for persistent symptoms resulting from infection

enhancing early warning surveillance capability and related modelling to inform
procurement planning for the National Medical Stockpile (to be undertaken by the
Department of Health and Aged Care)

confirming linkages with New Zealand health authorities and other regional partners,
and agreeing to near real-time data and intelligence sharing with them and other
regional partners.

Work jointly on updated communicable disease plans, including:

working with the Department of Health and Aged Care on finalising the:

o National Health Emergency Plan, aligned to the Australian Government Crisis
Management Framework (see Action 1)

o National Communicable Disease Plan, which would be agreed by the Health
Ministers Meeting (see Action 1)

jointly holding a major pandemic drill with NEMA to assess national, whole-of-
government preparedness, involving the Prime Minister, First Ministers and senior
officials from the Commonwealth, state and territory governments and the Australian
Local Government Association

determining responsibility and accountability for implementing actions arising from
these scenarios, enabling continual updating and quality improvement, with support
from the Department of the Prime Minister and Cabinet and NEMA. These should also
be reported to the Secretaries Board.
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Conduct biennial reviews of Australia’s overall pandemic preparedness in partnership with
NEMA, including:

e summaries of new pandemic exercises held to date

e detailed reporting on local and national incidents with advice on system strengths and
weaknesses

e recommendations for system improvement

e apreliminary view of how many public and private health workers might need to be
deployed in response to different pandemic scenarios, as informed by an assessment of
national capacity

e mapping of national technical public health pandemic response and research capability
to identify skills gaps and coordinate and resource training programs in partnership
with the Department of Health and Aged Care and states and territories

e reporting to the Health Minister and National Cabinet prior to tabling in the Australian
Parliament.

Establish an evidence synthesis and public communications function, including:

e support for both business-as-usual communication activity and crisis communications in
a public health emergency

e working with the Department of Health and Aged Care, NEMA and the Department of
the Prime Minister and Cabinet to develop a national communication strategy for use in
national health emergencies (see Action 19)

e making communication a focus for technical advisory group input, drawing from public
and private channels to provide risk communication data synthesis and behavioural and
social science expertise

e in-house expertise in evidence synthesis and communication.
Build foundations of in-house behavioural insights capability, including:

e mapping existing behavioural insights functions across the Australian Government with
the Behavioural Economics Team of the Australia Government

e working with experts to develop a fully scoped and costed business case for an in-
house behavioural insights capability.

Establish structures including technical advisory committees to engage with academic experts
and community partners, including:

e public reporting on work to support research and intelligence exchange with research
institutes in Australia and abroad, including behavioural research, private scientists, and
peak health industry bodies.
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Medium-term actions — Do prior to the next national health emergency
Action 21: Build emergency management and response capability.
This should include:

e Regular health emergency exercises with all levels of government, interfacing with
community representatives, key sectors and a broad range of departments (led by the
Department of Health and Aged Care), including:

o large-scale exercises that bring in all levels of government, a broad range of
departments/agencies, including the Australian Centre for Disease Control
(CDQ), as well as broader Australian academia, industry and civil society groups

o exercises and stress tests for testing and contact tracing, including the utilisation
of genomic surveillance across jurisdictions and analytic epidemiology capability

o a primary coordination role for the National Emergency Management Agency
(NEMA) and the Department of the Prime Minister and Cabinet to test the
cooperation between the health system and broader emergency management
arrangements, and apply relevant learnings to other crises

o timing balanced against resourcing for other capability-building activities,
including staff training and readiness reviews.

e Regular economic scenario testing to determine what measures would be best suited in
different forms of economic shocks and keep an Economic Toolkit up to date (led by
Treasury), including:

o a primary coordination role for Treasury and inclusion of state and territory
treasuries

o testing a system-wide response, including Treasury, the Reserve Bank of
Australia and key economic and financial regulators at the Australian
Government level

o drawing on the Economic Toolkit to test the suitability of those measures to
respond to different types of economic shocks

o reflecting any learnings from scenario testing exercises in updates to the
Economic Toolkit.

e Training for a pandemic response (led by NEMA), including:

o arrangements to train agency staff in emergency management to better equip
them to surge to contribute to whole-of-government crisis responses

o establishment of training programs to address technical expertise gaps
identified through emergency exercises and add to response capacity at
jurisdictional level when a crisis occurs during an active training period
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o a primary coordination role for the CDC/NEMA with input from technical
advisory committees and states and territories, and embedded within
jurisdictions.

Action 22: Develop a whole-of-government plan to improve domestic and international supply
chain resilience.

This should include:
e consideration for how resilience can be built across all critical supply chains
e arrangements to collect supply chain data to support decision-making

e engagement structures that encourage ongoing and regular communication between
government and industry on the development and implementation of the whole-of-
government plan and emerging supply chain issues.

Action 23: Progress development of the Australian Centre for Disease Control in line with its
initial progress review and to include additional functions to map and enhance national
pandemic detection and response capability.

This should include:

e agreeing standardised case definitions and reporting requirements across jurisdictions

e linking datasets prioritising residential aged care, the National Disability Insurance
Scheme (NDIS), the Australian Bureau of Statistics, the Australian Taxation Office and
the Department of Social Services

e undertaking pandemic response capability mapping and coordinating national training
programs with jurisdictions to address capacity gaps

e acting on recommendations arising from scenario testing and post-incident reviews it
has facilitated following health emergencies and through this Inquiry

e establishing a library of living guidelines for high-risk clinical, residential and
occupational settings and health professions that can be readily adapted for a new
health emergency. This should include nationally agreed testing and tracing principles.
These guidelines should be developed in partnership with:

o the Department of Health and Aged Care, states and territories and relevant
professional bodies

o the NDIS Quality and Safeguards Commission in relation to disability settings

e embedding behavioural insights capability to assess, refine and enhance the
effectiveness of pandemic responses
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drawing on national health workforce trend data to inform advice on pandemic
readiness of the health system. This would include oversight of national surge workforce
capabilities and gaps to be mapped and ready to be operationalised in a future
emergency response

developing dedicated ethical guidelines and processes for national health emergencies
to enable rapid review in a changed risk context and enable real-time crisis-related
research, overseen by the National Health and Medical Research Council.
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Leadership

Ensure the rapid mobilisation of a national governance structure for leaders to collaborate and
support a national response that reflects health, social, economic and equity priorities.

Immediate actions — Do in the next 12-18 months

Action 8: Establish mechanisms for National Cabinet to receive additional integrated expert
advice for a whole-of-society emergency, including advice on social, human rights, economic
and broader health impacts (including mental health considerations), as well as specific impacts
on priority populations.

Timing: in the next 12-18 months
Lead: Department of the Prime Minister and Cabinet

e In parallel with making decisions based on key public health advice, National Cabinet
should consider the differential impacts of a pandemic across the population and
economy. This must include considering and mitigating unintended consequences, and
seek to minimise negative impacts on broader health, mental health, educational,
equity, economic and social outcomes.

e Human rights considerations should be embedded into National Cabinet's decision-
making processes, particularly where measures are intended to significantly restrict
rights and freedoms.

e This might include mechanisms for a national health emergency that allow:

o Health Ministers’ expertise to be utilised as a key source for whole-of-system
health advice for National Cabinet

o Heads of Treasuries to be expanded in a crisis to include the Reserve Bank of
Australia Governor (and other key economic regulators as required) to bring
together national economic expertise to support National Cabinet

o expert advice to be sought from the Australian Human Rights Commissioner
and other commissioners (e.g. National Children’s Commissioner) to support
better understanding of the broader impacts of their decisions on human rights
and priority populations.
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Action 9: Agree and document the responsibilities of the Commonwealth Government, state
and territory government and key partners in a national health emergency. This should include
escalation (and de-escalation) triggers for National Cabinet’s activation and operating principles
to enhance national coordination and maintain public confidence and trust.

Timing: in the next 12-18 months
Lead: Department of the Prime Minister and Cabinet

This should include:

e National Cabinet providing opportunities for more structured engagement and active
consultation with local government to enhance the coordination and communication of
a national response

e agreeing escalation (and de-escalation) triggers for activation and operating principles
to enhance national coordination and maintain public confidence and trust, including in
relation to state border closures

e greater clarification of roles and responsibilities, including around key areas of shared or
intersecting responsibility such as vaccine distribution, health and social care of people
with disability, older Australians and the provision of economic support in a national
health emergency.

Action 10: Agree and test a national Australian Government governance structure to support
future health crisis responses, including an appropriate emergency Cabinet Committee and a
‘Secretaries Response Group’ chaired by the Department of the Prime Minister and Cabinet that
brings together the lead Secretaries and heads of relevant operational agencies, to coordinate
the Australian Government response.

Timing: in the next 1218 months
Lead: Department of the Prime Minister and Cabinet

A purpose-specific governance structure, aligned with the revised Australian Government Crisis
Management Framework, should be rapidly mobilised and tested in future pandemic incidents
requiring a multi-sectoral response.

Plans should be tested to ensure they are ready to be mobilised ahead of a crisis.
The governance structure should include:

e an Emergency Management Cabinet Committee to manage the Australian
Government's response, with appropriate membership and operating principles to
reflect the nature of the risk, the role of statutory decision-makers and the importance
of having the right people, with the right knowledge, at the right table, at the right time

e a'Secretaries Response Group’ with a similar role to the Secretaries Committee on
National Security, to support the Prime Minister and Cabinet to lead the coordination,
development and implementation of the Australian Government response.
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o The Secretaries Response Group should be chaired by the Department of the
Prime Minister and Cabinet and include lead Secretaries and heads of
operational agencies that reflect the specific circumstances of the emergency
and response.

o There should be formal reporting lines between the Secretaries Response Group
and other senior officials’ bodies, including supporting clusters of officials across
relevant departments to progress work and enhance coordination with the
states and territories.

Medium-term actions — Do prior to the next national health emergency

Action 24: Maintain regularly tested and reviewed agreements between relevant national and
state agencies on shared responsibilities for human health under the Biosecurity Act 2015 (Cth)
with a focus on facilitating a ‘One Health” approach that considers the intersection between
plant, animal and human biosecurity.

e Agreements should ensure clarity and agreement on roles and responsibilities between
governments and government agencies under the Biosecurity Act 2075 prior to the next
crisis.
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Evidence and evaluation

Ensure systems are in place for rapid and transparent evidence collection, synthesis and
evaluation.

Immediate actions — Do in the next 12-18 months

Action 11: Improve data collection, sharing, linkage, and analytic capability to enable an

effective, targeted and proportionate response in a national health emergency.

Timing: in the next 12-18 months

Lead: relevant department or entity/s

Improvements to data collection and pre-established data linkage platforms, including:

Delivering actionable insights regarding optimal emergency response design to ensure

emergency responses can be appropriately designed, tailored and adjusted through
real-time evaluation of both intended outcomes and broader impacts.

For priority populations, this should include:

O

Aboriginal and Torres Strait Islander people — enhanced data collection in line
with Indigenous Data Sovereignty and Indigenous Data Governance principles

Children and young people — investment in improved longitudinal data to
monitor educational outcomes and wellbeing

Culturally and linguistically diverse communities — prioritising collection of key
metrics in primary and acute healthcare settings, including country of birth,
language spoken, interpreter requirements, ethnic/cultural background and year
of arrival

People with disability — ongoing investment in and stewardship of the National
Disability Data Asset, including enhanced data transparency such as facilitating
access and analysis by researchers and relevant non-government organisations

People experiencing homelessness and housing insecurity — enhanced data
collection on different types of homelessness and on ages, cultural
backgrounds, hospitalisation and mortality rates of people experiencing
homelessness.

Expanded capability in Australian Government departments to collate and synthesise economic
and health data to inform decision-making, including:

bolstering health departments at all levels of government with public health data
analytic expertise to better inform policy decisions

translating health statistics and information for the wider health community and general
public, helping to build health data literacy particularly in pandemic settings
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leveraging research across academia and research institutions through the Australian
Centre for Disease Control (CDC) technical advisory groups in key methods areas

coordinating and resourcing training programs in partnership with states and territories
and research institutions to address gaps in applied public health analytic and evidence
synthesis expertise identified within and across jurisdictions

planning for how Treasury and the CDC will work together to integrate health and
economic data and analysis.

Finalising work underway to establish clear guardrails for managing data security and privacy
and enabling routine access to linked and granular health data, and establishing pre-
agreements and processes for the sharing of health, economic, social and other critical data for
a public health emergency, including:

ensuring rapid mobilisation of real-time evidence gathering and evaluation

sharing within the Australian Government, between the Commonwealth and states and
territories and with relevant sectors

finalising agreements by the CDC on the sharing of health data between the
Commonwealth and the states and territories (also see Action 7)

prioritising key health data on Aboriginal and Torres Strait Islander people, culturally
and linguistically diverse communities and people with disability

prioritising key health and education data on children and young people

establishing appropriate arrangements for the sharing of data related to the delivery of
economic support measures, as described in the Economic Toolkit. This could
encompass data sharing within the Australian Government, and with the state and
territories.

Medium-term actions — Do prior to the next national health emergency

Action 25: Continue to invest in monitoring and evaluating the long-term impacts of COVID-19,

including long COVID and vaccination adverse events, mental health, particularly in children

and young people, and educational outcomes.

Where evidence from ongoing monitoring and evaluation shows long-term impacts of
the COVID-19 pandemic continue to be seen, governments must ensure policies and
programs in place are tailored to actively address the impacts.

Evidence collected from ongoing monitoring and evaluation should inform plans and
responses to future public health emergencies in order to mitigate similar long-term
impacts.
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Agility

Build, value and maintain capability, capacity and readiness across people, structures and
systems.

Immediate actions — Do in the next 12-18 months

Action 12: Develop a plan to build, value and maintain emergency management capability
within the Australian Public Service, including planning and management of a surge workforce.

Timing: in the next 12-18 months
Lead: relevant department or entity/s

This should:

e prioritise investment in emergency management capability uplift across the public
sector, especially within the Department of Health and the Department of the Prime
Minister and Cabinet, to ensure there is a sufficiently large pool of people who have
knowledge and understanding of crisis management and delivery principles and
approaches

e establish arrangements to ensure agencies are able to appropriately fulfil their
emergency management obligations and agreed roles and responsibilities under the
Australian Government Crisis Management Framework.

e establish arrangements to train agency staff to better equip them to surge to contribute
to whole-of-government crisis responses

e ensure the Secretaries Board maintains a role in stewarding these priority emergency
management capabilities

e be aligned with the work done under Action 21 to improve capability and readiness,
including through exercises and readiness reviews.

Action 13: Agree nationally consistent reforms to allow health professionals to work to their full
training and experience.

Timing: in the next 12-18 months
Lead: relevant department or entity/s

Options outlined in the independent Scope of Practice Review should be prioritised, including
harmonising existing legislation and regulation which govern what services pharmacists can
provide.

In addition, these reforms should include:
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e simplifying and streamlining the legal basis under which Aboriginal and Torres Strait
Islander Health Practitioners are able to administer medications

e supporting nurse-led clinics to work independently and be remunerated equitably for
services provided that are commensurate with those of a GP, such as for vaccination

e streamlining legislative changes made during the pandemic to engage the broadest
possible range of health professionals in ongoing immunisation efforts.

Action 14: Embed flexibility in Australian Government grant and procurement arrangements to
support the rapid delivery of funding and services in a national health emergency, for instance
to meet urgent community needs and support populations most at risk.

Timing: in the next 1218 months
Lead: relevant department or entity/s

This should include:

e funding arrangements for community organisations and industry, and procurement
processes

e funding mechanisms that allow organisations to rapidly develop and deliver solutions
tailored to their communities

e funding to Aboriginal and Torres Strait Islander community service providers and the
community-controlled health sector, culturally and linguistically diverse community
organisations and Disability Representative Organisations during a national health
emergency

e flexible funding to Primary Health Networks to support innovations in primary care
delivery

e guidance and random audits embedded in program delivery.

Medium-term actions — Do prior to the next national health emergency

Action 26: Include a focus as part of ongoing systems upgrades on modernising and improving
data, systems and process capabilities to enable more tailored and effective program delivery
in a crisis.

Consider preparedness for future crisis as part of ongoing investment in key data, system and
process capabilities, including:

e Prioritising the modernisation of Department of Foreign Affairs and Trade repatriation
systems, which must be:

o ready to make better use of existing data capture processes and to assist in
mobilising the core consular structures to be scaled up in a global crisis
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o scalable in a future crisis to ensure those who want to come home can be
regularly communicated with and supported.

Building on the successful use of the Australian Taxation Office’s Single Touch Payroll to
deliver the JobKeeper payment, future IT system upgrades should consider potential
‘'emergency capability’ that could support greater flexibility in program delivery in a
crisis.

Working to address known data gaps, which could enhance the effectiveness of policy
measures, while being cognisant of the burden on the business and community sector.
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Relationships

Maintain formal structures that include a wide range of community and business representatives,
and leverage these in a pandemic response alongside the use of temporary structures.

Immediate actions — Do in the next 12-18 months

Action 15: Ensure there are appropriate coordination and communication pathways in place
with industry, unions, primary care stakeholders, local government, the community sector,
priority populations and community representatives on issues related to public health
emergencies. Structures should be maintained outside of an emergency, and be used to
provide effective feedback loops on the shaping and delivery of response measures in a
national health emergency.

Timing: in the next 1218 months

Lead: relevant department or entity/s

Build and maintain engagement mechanisms outside of an emergency with the
community sector and industry (including businesses and entities across the supply
chain).

Maintain and build on effective structures that were established before or during the

COVID-19 pandemic, including those with priority populations such as Aboriginal and
Torres Strait Islander people, people with disability, culturally and linguistically diverse
communities and older Australians.

Consult these groups on the development and updating of pandemic plans, and ensure
they participate in stress-testing exercises.

Ensure there are clear mechanisms to feed into decision-making processes in an
emergency, and genuinely engage relevant bodies in pandemic preparedness activities
and responses to future emergencies.

Utilise these structures in national health emergencies to provide effective feedback
loops on the delivery of response measures.

As part of this:

make the Culturally and Linguistically Diverse Communities Health Advisory Group, or
similar advisory body, a permanent subcommittee of the Australian Health Protection
Committee

make the Advisory Committee for the COVID 19 Response for People with Disability, or
a similar advisory body, a permanent subcommittee of the Australian Health Protection
Committee. The advisory body should also have clear mechanisms to feed into the
Disability and Health Sector Consultation Committee
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ensure permanent advisory structures for culturally and linguistically diverse
communities and people with disability have roles consistent with the National
Aboriginal and Torres Strait Islander Health Protection subcommittee and the Aged
Care Advisory Group, including reporting to the Australian Health Protection
Committee

engage Primary Health Networks in emergency planning and fund them in a flexible
way to ensure they can leverage community connections.
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Trust

Rebuild and maintain trust between government and the community including by considering
impacts on human rights.

Immediate actions — Do in the next 12-18 months

Action 16: Develop and agree principles for the transparent release of advice that informs
decision-making in a public health emergency.

Timing: in the next 12-18 months
Lead: relevant department or entity/s

e National Cabinet (and other key decision-making bodies) should be more transparent in
disclosing the expert advice that underpins their decisions, and the other multi-sectoral
factors that must necessarily influence policy decisions.

e This should include the rationale for why decisions are being made that result in
significant reduction of freedoms.

e Principles should be developed in partnership with science communication experts to
ensure consideration is given to how evidence and advice can be easily interpreted
given the inherent complexities and nuances.

Action 17: Develop a national strategy to rebuild community trust in vaccines and improve
vaccination rates.

Timing: in the next 1218 months
Lead: relevant department or entity/s with Health Ministers
As part of this:

e Health Ministers should urgently agree a strategy for addressing the broad decline in
COVID-19 vaccination, especially among priority cohorts, with a view to formalising
policy responsibility to improve these vaccination rates by target dates.

e There should be an emphasis on lifting early childhood vaccination rates for other
communicable diseases to pre-pandemic levels.
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Equity

Ensure pandemic support measures include all residents, regardless of visa status, prioritise
cohorts at greater risk, and include them in the design and delivery of targeted supports.

Immediate actions — Do in the next 12-18 months

Action 18: Proactively address populations most at risk and consider existing inequities in access

to services (health and non-health) and other social determinants of health in pandemic
management plans and responses, identifying where additional support or alternative
approaches are required to support an emergency response with consideration for health,
social and economic factors.

Timing: in the next 1218 months
Lead: relevant department or entity/s

e All plans and response measures should have an equity lens applied, including for
health, social, human rights and economic factors (see Action 1).
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Communications

Build and maintain coordinated national public health emergency communication mechanisms to
deliver timely, tailored and effective communications, utilising strong regional, local and
community connections.

Immediate actions — Do in the next 12-18 months

Action 19: Develop a communication strategy for use in national health emergencies that
ensures Australians, including those in priority populations, families and industries, have the
information they need to manage their social, work and family lives.

Timing: in the next 12-18 months

Lead: relevant department or entity/s with the Australian Centre for Disease Control

The strategy should:

create a central public health emergency communications hub that serves as a single
source where the Australian public can find integrated information about the
emergency response around the country

be informed by behavioural science and risk communication expertise

proactively seek to ensure consistency of messaging between levels of government,
providing supporting rationale and evidence for different approaches

leverage existing communication channels through professional bodies, unions, local
government and advocacy groups

meet the diverse needs of communities across Australia, including through co-design

include mechanisms to coordinate and consolidate communications, considering the
timing and frequency of announcements

include a strategy for addressing the harms arising from misinformation and
disinformation, which incorporates:

o information environment and ongoing narrative monitoring to combat
misinformation

o transparent engagement with social media companies

o promotion and coordination of policies to increase the resilience of the
information environment

o partnership between government and trusted organisations, experts, media, and
other influencers to pre-bunk and debunk misinformation

build on the principles of crisis and risk communications and have clear communication
goals, including:
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being timely, transparent, empathetic and consistent, promoting action and
effectively communicating risk to foster trust

being inclusive, addressing inequities in accessing information, and supporting
two-way communication

reflecting an evidence-based approach relevant for the contemporary
information and media environment

embedding ongoing evaluation practices to ensure communication activities are
effective, are appropriate, and are meeting the diverse needs of the Australian
public

e account for the distinct communications preferences and requirements of priority

populations — including:

O

reflecting the key role of community and representative organisations in
communicating with priority populations, including Aboriginal and Torres Strait
Islander community organisations; peak bodies for children, young people and
education providers; culturally and linguistically diverse community
organisations; Disability Representative Organisations; peak bodies for older
Australians; and community service providers

funding community and representative organisations to tailor and disseminate
communications through appropriate channels and trusted voices

providing plain English messaging to community organisations for tailoring in a
timely manner.
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Chapter 1 — The Inquiry

On 21 September 2023 the Prime Minister the Hon Anthony Albanese MP announced the
independent Commonwealth Government COVID-19 Response Inquiry. The panel was asked to
deliver a final report to government by 30 September 2024. Following this, the Department of
the Prime Minister and Cabinet established a taskforce to support our work.

1. Scope

Our terms of reference are at Appendix B: Background on the Inquiry. On 3 November 2023 we
provided further detail on the areas being examined. Recognising their breadth, we have
considered health and non-health responses to the pandemic which were the Commonwealth
Government's sole responsibility or its joint responsibility with the states and territories. Actions
undertaken unilaterally by states and territories were not in scope.

We have considered the roles and responsibilities of all levels of government in managing
pandemic responses, the interaction between these tiers of government, and the overall
cohesiveness of the response. This includes national governance mechanisms such as National
Cabinet and the Australian Health Protection Principal Committee.

2. Our approach

We are not the first to consider Australia’s pandemic preparedness, and we are unlikely to be
the last. It was important to us to conduct an inquiry that was rigorous and grounded in the
experiences of people involved in the pandemic response and those impacted. We drew heavily
on relevant research and previous reviews.

In considering the task before us, seven principles emerged that have guided our Inquiry. We
have worked to embody these principles in inviting and receiving written information, hosting
and attending meetings and forums, and preparing this report to government. They are:

e Draw on evidence. We welcomed published independent research and evidence-based
findings relevant to our terms of reference. We have not duplicated work already
undertaken. Instead, we build upon it by identifying gaps and emerging best practice.
We focus on opportunities to develop a national perspective. Where we have found the
evidence base wanting, we have highlighted these areas for further development and
examination.

e Reflect the diversity of experiences of Australians during the pandemic. We engaged
broadly and openly to ensure lived experiences and perspectives — including from
individuals, community groups, unions, businesses, peak bodies, and experts across a
range of fields — informed this report.

e Be forward-looking and aspirational about how to improve the government'’s response
to any future health emergency. Bringing together stakeholder views, the
recommendations of past reviews and the latest research helped us make
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recommendations about the best possible approach to proportionate and effective
pandemic management.

Focus on what the Commonwealth can change — unilaterally or jointly with the states
and territories. A key driver of Australia’s national response was its status as a federation
of states and self-governing territories. The Inquiry actively engaged with state and
territory and local governments as well as Australian Government agencies in reviewing
the roles and responsibilities of each tier of government. We considered how they
worked together and how decisions were implemented during the pandemic.

Focus on the issues that will have the most significant impact. We identified priority
areas of investigation early in our consultation process and in considering past reviews.
We tested what we heard with sector and community roundtables and refined our
thinking through targeted engagement to focus on the areas of greatest impact.

Propose actionable recommendations, with clear lines of responsibility. We wanted to
ensure the recommendations in this report could be quickly adopted and implemented
by the Australian Government, and have continuously consulted with government
decision-makers and officials. Ultimately they will be responsible for implementing our
recommendations, both now and when the next health emergency occurs.

Confidentiality and non-attribution. We committed to handle information provided by
our stakeholders confidentially and according to the Australian Privacy Principles. We
consulted stakeholders on a ‘'no attribution” basis, which allowed frank and fearless
discussions on a wide range of sensitive topics. Accordingly, except where stakeholders
provided explicit permission, our final report will not attribute views to individuals.

2.1.Your voice

Trust and inclusion were central themes of our Inquiry. We wanted as many people as possible
to be able to share their lived experience of the pandemic. We wanted those people to see
their experience reflected in our report, in their words. This was a challenging task given the
number and uniqueness of experiences. We also wanted to hear from experts and international

counterparts and to learn from and challenge their ideas. With this in mind, we provided

different ways for people to be involved:

Inviting public submissions. We received 2,201 submissions from organisations and
individuals.

Hosting stakeholder consultations. We held more than 250 consultation sessions with
stakeholders from across governments, community groups, industry, business and
unions, and with experts from a range of fields.

Convening focus groups and interviews. A total of 176 participants attended focus
groups and interviews targeted to elicit views and experiences of individuals from
different priority populations.
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e Commissioning a community input survey. The survey received 2,126 individual
responses, reflecting the diversity of Australian society.

e Holding roundtables. We held 27 roundtable discussions with more than 300
participants, including experts — recognising the vital role of experts as trusted sources
of information during the pandemic — and representatives from industry and
community organisations and those with lived experience.

Further information is available at Appendix C: Stakeholder engagement.

2.2.Report structure

The Inquiry has adopted a whole-of-government view in recognition of the wide-ranging
impacts of COVID-19 across portfolios and the community. As a result, our challenge has been
to present a concise and representative account of the considerable evidence available to us.

In the chapter that follows, we provide an overview of the national experience of the COVID-19
pandemic in Australia, both in terms of our preparedness and across the four ‘phases’ — alert;
suppression; vaccine rollout; and transition/recovery, which includes the long-tail impacts — that
we use to frame discussions in the other parts of this report.

The scale of the pandemic response meant that it touched on a wide range of interconnected
policy issues. While each report section is divided into standalone chapters, significant themes
and issues are often discussed in more than one chapter or section.

Preparedness, Governance and Leadership reviews governance arrangements, coordination
and decision-making across all levels of government, and the roles of political leaders and the
Australian Public Service (APS). It considers the importance of trust in any emergency response
and the interplay between health restrictions and fundamental rights and freedoms.

International Border Closures and Quarantine examines the Australian Government's
implementation of international travel restrictions, including travel bans and efforts to bring
overseas Australians home. It considers the impact of border closures on individuals, as well as
on Australia’s health outcomes and economic performance.

Health Response evaluates Australia’s health response during the pandemic, considering the

long-term consequences of COVID-19 for individual health and the broader health system. It

discusses the availability, use and communication of evidence; attempts to suppress the virus;
the rollout of vaccines and treatments; and our future pandemic preparedness.

Equity acknowledges the diversity of experiences and challenges between and within different
population groups. It explores the enablers, challenges and lessons learnt from the COVID-19
pandemic response for:

e Aboriginal and Torres Strait Islander people
e children and young people

e culturally and linguistically diverse communities
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people with disability
people experiencing homelessness or housing insecurity
older Australians

women.

Economic and Industry Response considers the economic impacts of the pandemic and the
pandemic response in Australia, including on households, industry and businesses, the
workforce and supply chains. It evaluates the measures taken to manage the economy, with a
view to informing responses to future public health emergencies. The panel acknowledges the
services of Chris Murphy, Visiting Fellow at the Australian National University, who, based on his
recent research into the macroeconomic effects of the pandemic and Australia’s policy
responses, was engaged to provide an expert peer review of chapters 20 and 21 in this section.
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Chapter 2 — COVID-19 in Australia

The COVID-19 pandemic will be remembered as a period of significant change that altered
every aspect of life in Australia and around the world. As the virus evolved, government
responses, community attitudes and behaviours also changed.’

By 2022 COVID-19 was the third leading cause of death in Australia. However, in 2020 it was
difficult to predict the impact it would have on Australians, or on the health system. Our
understanding of COVID-19 has continued to evolve as new waves and virus variants emerged.

We acknowledge the diversity of experiences during COVID-19. For most Australians, the story
of the pandemic is not one of policy announcements but of time away from loved ones,
changes to work or study, health or financial challenges, and personal tragedies. We are
particularly conscious of the tail of this pandemic — chronic health burden from infection,
vaccination or disruption to health care access, mental health impacts, workforce recovery and
ongoing financial impacts.

This report divides the period between the arrival of COVID-19 in January 2020 and today into
four ‘phases’: alert, suppression, vaccine rollout and transition/recovery. The markers of each
phase, including the changes in the virus, key government initiatives and aspects of the
community experience, are described below.

1. Phases of the pandemic

1.1. Alert phase: January to April 2020

Health experts in China confirmed human-to-human transmission of SARS-CoV-2, the virus that
causes COVID-19, on 20 January 2020.2 On 25 January 2020 the first case of COVID-19 onshore
in Australia was detected. By 22 March 2020, 1,765 confirmed cases, including seven deaths,
had been reported in Australia.

By mid-March the supply of test kits struggled to meet demand and, in some states and
territories, only a subset of people were being tested — returned travellers, contacts of known
cases, and people hospitalised with community-onset pneumonia with no known cause. We will
never know the full extent of spread in the community during this period.

From this point, Australia’s crisis response rapidly escalated. All governments took a
‘precautionary’ approach to prevent COVID-19 entering and spreading in the community,
protecting at-risk populations and preparing the health system. There was global uncertainty
about when or if a vaccine or treatment for COVID-19 would be developed. Governments
introduced wide-ranging public health orders, including a national lockdown from 29 March
2020 to ensure Australia’s health system had the capacity to treat people who would become
seriously ill. This ‘first wave’ lockdown ended when state and territory governments started
progressively easing restrictions after six to eight weeks.
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Travel into and around Australia was restricted, with international borders closed, access to
remote communities limited, and interstate travel restrictions imposed by states that, at the
time, had fewer COVID-19 cases: Tasmania, the Northern Territory, South Australia, Western
Australia and Queensland.

Throughout this period, the Prime Minister, premiers and chief ministers met regularly through
the newly established National Cabinet. Policy responses focused on the short-term public
health implications, but the pandemic soon transformed into a whole-of-society crisis. In
response to the emerging economic crisis, in March 2020, three economic packages were
introduced to provide vital support for households and businesses. These supports included the
JobKeeper Payment, a wage subsidy, and the Coronavirus Supplement — an additional payment
for people receiving income support payments.

The public health restrictions governments imposed made significant changes in all our lives.
Public gatherings were limited, supply chains were stretched and businesses closed. Many
people transitioned to working or studying from home. Others continued attending work in
frontline roles in a much changed environment. This period was marked by uncertainty about
the virus, fear based on devastating reports of COVID-19 experiences overseas, and dire
predictions about the impact on the Australian economy and the health system.

1.2. Suppression phase: May 2020 to January 2021

Figure 1: A timeline of COVID-19 in Australia during the suppression phase’
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In May 2020 Australia moved into an extended period of trying to keep the virus out, curtailing
transmission when border breaches did occur, and keeping case numbers low enough that
optimal care and access to intensive care units (ICUs) and ventilators would be available to all
COVID-19 cases, without minimising impacts on the access to usual healthcare for the general
population. Meanwhile, experts around the world worked to develop and trial vaccines for
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effectiveness in reducing severe disease and death. International evidence was emerging that
COVID-19 was more than a respiratory infection — it affected multiple organs, and in some
cases caused prolonged symptoms.

During this period, pandemic responses and experiences began to diverge across the country.
After national lockdown restrictions were eased from May 2020, some states and local
government areas were able to maintain low case numbers. These places largely returned to
life as normal, though there were still international border restrictions and state border closures
that separated people from loved ones and hindered movement of supplies. In Victoria, by
contrast, the pandemic became more severe. New introductions of the virus into the
community via hotel quarantine led to high case numbers that stretched the health system, and
triggered devastating outbreaks in aged care facilities that resulted in tragic loss of life.
Significant restrictions were reintroduced, including lengthy lockdowns state-wide and, for
greater Melbourne, for much of the second half of 2020. At that time, Melbourne held the
global record for the longest COVID-19 lockdown.

As it became clear that the pandemic would not be short lived, many Australians adapted to
working and studying remotely. Others dealt with significant challenges in juggling the
demands of work and caring responsibilities. School-aged children struggled to adjust to
remote learning and time away from friends and peers. Essential workers in sectors such as
health, aged care and early childhood education and care were overworked and concerned
about risks to their own physical and mental health.

Significant effects beyond the health system became apparent during this period. Many people
were negatively affected by lockdowns and business closures, with significant implications for
their financial security. The financial supports that the government had introduced in the alert
phase continued throughout the suppression phase, even after restrictions were lifted across
much of the country. This allowed a substantial proportion of households and businesses to
build up significant savings. Some of these supports were adjusted as understanding of the
pandemic and its effects and expected duration grew. The government progressively
introduced other support packages for sectors that experienced ongoing disruptions or had not
benefited from the earlier supports — for example, media, tourism, arts, and early childhood
education and care.
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1.3.Vaccine rollout phase: February to November 2021

Figure 2: A timeline of COVID-19 in Australia during the vaccine rollout phase’®
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Australia was slower than some countries to approve vaccines and secure supply, continuing to
rely on the success of the suppression strategies and international border restrictions to
manage the virus in the community until the Australian vaccine rollout began on 22 February

2021. The rollout took a phased approach that prioritised groups considered most at risk of

exposure to the virus or of severe illness or death if infected. Aggressive suppression strategies
in response to local outbreaks had to be maintained until vaccination rates reached a level

where enough Australians were protected from severe disease for the health system to cope

with widespread infection, without affecting access to critical non-COVID related health

services.

The vaccine rollout was slow to start, hampered by logistical challenges, a lack of vaccine

supply, and concerns about rare but serious side effects. However, it picked up pace by mid-
2021 as the eastern states experienced a growing wave of infections caused by the Delta
variant. Mandatory vaccination was introduced in a range of workplaces in the second half of
2021. These included high-risk settings such as health services and residential aged care, and
sectors with high mobility such as aviation, distribution hubs and freight. By November 2021, 80

per cent of the adult population had received two vaccine doses. Children were not prioritised

for vaccine uptake because they were less likely to be infected with the original variants or
develop severe COVID-19.

During this phase, real-time evaluations of international vaccine rollouts found that vaccines

were also proving successful in reducing infection risk and onward transmission, but never to a

61



point that would support eradication of the disease. An increasing number of animal reservoirs
for SARS-CoV-2 were found, making it clear that global eradication was not going to be
possible. This meant we could only delay, not prevent, the transition to COVID-19 being
endemic — lockdowns and test, trace and isolate at scale were not sustainable disease control
measures and, along with vaccines, were progressively becoming less effective.

In Australia, some states largely remained free from community transmission throughout the
vaccine rollout, but several experienced rising case numbers following the significant
community spread of the Delta variant from June 2021, initially in New South Wales. Localised
lockdown restrictions were progressively introduced in 3 eastern states, and many schools and
businesses were closed. The rapid spread of the virus extended to areas that had previously
remained free from COVID-19, including some remote Aboriginal and Torres Strait Islander
communities.

During this phase, the government’s approach to economic supports began to change. Both
the JobKeeper Payment and the Coronavirus Supplement ended in March 2021. The Delta wave
and the return of lockdowns in some states meant that new financial support measures were
needed for both households and businesses.

Debate on the best path to easing restrictions began with the release of the National Plan to
Transition Australia’s National COVID-19 Response on 6 August 2021 (the National Plan). The
National Plan involved a four-step transition tied to vaccination rates to shift from a focus on
suppressing transmission to preventing as much as possible severe illness and death as the
virus became endemic in Australia.

The initial plan was based on previous COVID-19 variants circulating at the time of the vaccine
trials. With the arrival of Delta in mid-2021, the modelling that informed the National Plan had
to be redone to account for the increased transmission potential and disease severity of this
new variant. This pushed the adult vaccination target from 70 to 80 per cent. The Delta variant
was more infectious and had a shorter incubation period. Close contacts were more often
infectious before the original case even knew that they themselves were unwell. Even with the
population partially vaccinated, these changes in the virus, together with higher cases numbers,
meant that previously successful ‘test, trace and isolate’ measures began to fail.

Vaccination was still protecting people from severe disease and death and had also been found
to be protective against long COVID. However, evidence from overseas showed that vaccines
had become less effective in preventing infection or transmission with Delta. Those who
remained unvaccinated were excluded from some of the early social and work-related easing of
restrictions. Throughout this period, many people felt uncertain about when they would be able
to return to normal life. Others were fearful about the lifting of restrictions.
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1.4. Transition/recovery phase: November 2021 to present

Figure 3: A timeline of COVID-19 in Australia during the transition/recovery phase"
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By the time the Australian Government announced a ‘transition to living with COVID-19" once
vaccination targets were reached, all Australian states and territories had experienced COVID-19
outbreaks. During this period we saw strong economic recovery, the reopening of state and
international borders, and the easing of restrictions.

Unfortunately Australia’s reopening coincided with the arrival of the even more transmissible
Omicron variant in December 2021. In New South Wales and Victoria, test, trace and isolate’
measures were pulled back because they could not sufficiently control the spread of this new
variant. COVID-19 vaccines continued to protect from more severe disease, but a booster dose
became more important with the initial two-dose course no longer as effective against this new
variant. With the arrival of Omicron, it was even clearer that there could be no choice about
whether we transitioned to COVID-19 as an endemic disease — it was just a question of how
and when we made this transition and how we would cope with the inevitable sharp rise in
infections.

Despite a lower case fatality rate with Omicron infections, especially in a population with high
vaccination coverage, there were many more deaths during the period when we experienced
our first true community-wide exposure and infection. The overall crude case fatality rate from
the start of the Omicron waves until March 2024 was 0.19 per cent, compared with 0.71 per cent
for Delta and a peak case fatality rate of 3.3 per cent in October 2020."” Had Australia not been
successful in suppressing the spread of the virus and preventing community-wide transmission
before Australia reached its target of 80 per cent double dose vaccination status for the eligible
population, and experienced a similar death rate to Canada, we would have seen eight times®
the number of COVID-19 associated deaths.™
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Many Australians returned to a life not too dissimilar from the one they knew before the
pandemic. However, some people felt unsafe as restrictions eased, and others continue to
grapple with the ‘long tail’ of physical and mental health impacts of the virus and the response.
Many people are experiencing vaccine fatigue and there has been a decline in COVID-19
booster and general vaccination uptake, including among priority cohorts who remain more at
risk of severe disease.

The risk of developing long COVID reduced with the latest variants. However, it remains unclear
how many Australians were or are affected. Despite substantial research efforts, there is
continued uncertainty about the best treatments to improve outcomes.

On 20 October 2023 Australia declared that COVID-19 was no longer a Communicable Disease
Incident of National Significance. SARS-CoV-2 variants continue to circulate in our community
today, and COVID-19 is monitored and managed as one of Australia’s notifiable communicable
diseases.
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Overview

Large-scale public health emergencies such as pandemics are one of the world’s most
pervasive risks. As demonstrated by COVID-19, their impacts can be significant and far
reaching. Australia needed to deploy a whole-of-society response led by the highest levels of
government on a scale that covered health, economic and social measures. National leadership
and governance structures, pandemic preparedness and planning, and the community’s level of
trust in government were critical.

Australia’s early pandemic response was characterised by decisive leadership, agile
implementation and public trust that government and fellow citizens would do the right thing.
There was a common sense of purpose, from the Prime Minister and state and territory leaders
through to the health system, industry and the public. However, there are significant lessons to
be learnt for future public health emergencies that require nationally driven responses. We
must act on the lessons learnt from this pandemic so that we are prepared for any future crisis
of this magnitude and show national leadership, particularly given the public’'s confidence in the
response frayed as the pandemic wore on.

Australia has strong emergency management credentials that are now more frequently tested
in the face of extreme weather events and other natural disasters. As the COVID-19 pandemic
was emerging, Australia was just coming out of an extended catastrophic fire season.
Emergency teams were fatigued, but relationships were strong and systems could be
repurposed quickly. Australia was considered well equipped to respond to public health
emergencies — it ranked highly on global rankings of pandemic preparedness and global health
security.” We heard that pandemics had been identified in government and private sector risk
assessments, but there were issues and gaps in these assessments, and no-one planned for an
event as long, complex and severe as the acute phase of COVID-19 or for its lengthy recovery
period.”

Being prepared for a crisis of the magnitude of COVID-19 is a challenge. Health security
capacities were tested by the unprecedented scale, duration and impact of the pandemic.
Australia’s health system, which was under pressure before COVID-19, was placed under further
stress. Medical and protective equipment stockpiles, surveillance systems, testing and tracing,
rapid research and data integration all needed to be significantly improved or expanded in the
midst of crisis to meet the demands of COVID-19.

Chapter 3: Planning and preparedness examines the Australian Government's planning and
preparedness for a pandemic. It evaluates familiarity with and application of pandemic plans
and emphasises the need to plan and build capacity and capability for future crises.

As countries around the world grappled with the severe impacts of COVID-19, the Australian
public looked to the nation’s leaders to work with a unified sense of purpose in the face of
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uncertainty and fear. Strong and decisive political will and action was needed to avoid the
grave consequences seen elsewhere. Leaders made a series of courageous decisions early on to
protect Australian lives. The Prime Minister’s initiative to establish National Cabinet, centralising
decision-making with state and territory leaders, resulted in a forum that had the membership
and authority to rapidly consider and determine a national direction. Australia was recognised
globally as successful in taking these early decisive steps — during the first 18 months of the
pandemic, they resulted in some of the world’s lowest case numbers, and lowest numbers of
hospitalisations and deaths from COVID-19. It also delayed the inevitable arrival of community-
wide transmission until a vaccine could reduce the infection fatality rate and incidence of long
COVID and save the health system from collapse."”

However, over time, the unified direction and national leadership began to deteriorate and
cracks in the system started to emerge. Decisions became less cohesive and coordinated as the
pandemic continued. Differences in levels of local risk and response capacity led to different
responses across the country. Politics also played a role in response stances, with rhetoric and
directions becoming more politicised. There was a lack of public transparency about the
evidence that was used to support decision-making at National Cabinet and by the Australian
Government. There was a view that decision-making was prioritising the immediate health
impacts rather than broader health impacts and economic, social and human rights issues.

Chapter 4: Leading the response examines the leadership required during the national
response to the pandemic. This includes an analysis of decision-making, governance

arrangements and coordination.

The nation’s leaders were making difficult and unprecedented decisions, which were being
implemented rapidly and effectively across almost every department and portfolio agency in
the Australian Public Service. Many key responsibilities are shared with states and territories and
required coordination across governments. Australian Government departments and agencies
demonstrated leadership, agility, unified commitment and capacity to pivot rapidly to support
the Australian Government in designing and delivering the COVID-19 response.”® However,
there are lessons to be learned to ensure the Australian Public Service is ready to respond to
future crises. In particular, the response relied heavily on existing relationships rather than on
clearly defined emergency governance arrangements for protracted multi-sectoral responses
that involve complex interfaces with jurisdictions and non-government stakeholders.

Chapter 6: The Australian Public Service: responding to a multi-sectoral crisis examines how
Australian Government departments and agencies activated structures to coordinate and
implement the pandemic response. Key elements of the response are examined and the
Australian Public Service workforce and service delivery is analysed.

People were required to drastically change their behaviour so that public health measures
designed to protect Australian lives from a deadly virus would be successful. There were
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impacts on freedoms and human rights. There was a need for public trust in the government's
competency to make decisions in their best interest, using evidence from trusted experts and
institutions, and trust that others would also follow the government'’s directions.

Australians’ trust in government, public services, institutions, scientists, health professionals and
each other evolved over the course of the crisis. In 2020 trust rose across the board, including
in government, public institutions, media, non-government organisations and businesses.” This
trust was amplified by the effectiveness of early measures and showed the confidence
Australians had in the collective approach their leaders had taken. As the unity of Australia’s
response dissipated, so too did Australians’ trust. A backlash against stringent measures began,
supercharged by the length of the pandemic, the disproportionate impacts of the virus and
response measures across the community, and the broader social and economic impacts on
people.

Chapter 5: Trust and human rights considers trust in government and the impact the response
had on people’s freedoms and human rights. It identifies the issues that impacted on trust in
government and institutions and which responses were perceived as most detrimental to
individual freedoms and rights throughout the pandemic. It also outlines specific issues
regarding digital technology and privacy in the pandemic.
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Timeline

2006: National Pandemic Influenza Exercise (Exercise Cumpston) is held.
2008: Exercise Sustain 08 is held.

2011: National Health Emergency Response Arrangements are developed.
2014: National Framework for Communicable Disease Control is developed.

September 2016: Emergency Response Plan for Communicable Disease Incidents of
National Significance is developed.

May 2018: Emergency Response Plan for Communicable Disease Incidents of National
Significance: National Arrangements is developed.

2019: Department of Health runs a series of emergency management exercises.
December 2018: National Action Plan for Health Security 2019-2023 is developed.
August 2019: Australian Health Management Plan for Pandemic Influenza is updated.

21 January 2020: ‘'Human coronavirus with pandemic potential’ is added to the
Biosecurity (Listed Human Diseases) Determination 2016.

7 February 2020: Australian Health Sector Emergency Response Plan for Novel
Coronavirus is finalised.

27 February 2020: Australian Health Sector Emergency Response Plan for Novel
Coronavirus (COVID-19 Plan) is activated.

5 March 2020: Prime Minister commissions the National Coordination Mechanism.

13 March 2020: Council of Australian Governments agrees to establish National Cabinet.

13 March 2020: National Cabinet establishes the National Partnership on COVID-19
Response.

17 March 2020: Australian Health Protection Principal Committee is appointed a
subcommittee of National Cabinet.?

18 March 2020: A 'human biosecurity emergency’ period is declared under the
Biosecurity Act 2015 (Cth).

18 March 2020: National Cabinet agrees to measures for indoor gatherings of fewer
than 100 people.

20 March 2020: Non-Australian citizens and non-residents are no longer allowed to
enter Australia.

25 March 2020: National COVID-19 Coordination Commission is established.
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25 March 2020: Australian citizens are banned from leaving Australia, with limited
exemptions.

29 March 2020: Tighter public gathering restrictions are introduced: no more than two
people.

29 March 2020: Hotel quarantine begins.
26 April 2020: The voluntary coronavirus app COVIDSafe is launched.

4 September 2020: National Cabinet agrees to develop a plan to ‘reopen’ Australia by
Christmas.

30 April 2021: The India Travel Pause begins.

28 June 2021: National Cabinet endorses mandatory COVID-19 vaccinations for workers
in residential aged care facilities.

6 August 2021: National Cabinet agrees the National Plan to Transition Australia’s
COVID-19 Response.

17 April 2022: Human Biosecurity Emergency Declaration relating to COVID-19 lapses.

30 September 2022: National Cabinet agrees to end mandatory isolation requirements
for COVID-19.
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Chapter 3 — Planning and preparedness
1. Context

Pandemic threats are inevitable and increasing. COVID-19 was the most impactful pandemic in
100 years. However, we are likely to have less time to prepare for the next one. New viral
outbreaks are occurring at an increasing rate. On average, two new viruses are occurring in
humans per year and are turning into larger outbreaks more often.”’

Many health emergencies are incident based, are short in duration, and can be managed
effectively by the health sector. However, no one agency or level of government can
independently respond to the nation-wide impacts of a pandemic like COVID-19. Before
COVID-19, government and private sector risk assessments had identified pandemics as a
significant risk. However, no-one had prepared sufficiently for the length, complexity and
severity of the acute phase of COVID-19, or its lengthy recovery period. A fundamentally
different approach must be taken to a pandemic of COVID-19's scale. There is a need for
substantial preparation of an integrated suite of plans that can be rapidly mobilised, adjusted to
reflect the specific nature of the disease, and sustained over long periods.

COVID-19 had enormous consequences for the world in terms of lives lost, people’s long-term
health, social cohesion, and financial situation. These justify the required investment,
commensurate with risk, in pandemic prevention and preparation. It has been estimated that
every dollar spent on pandemic prevention saves $20 in pandemic harm.*

At the start of the pandemic, Australian society did not have a good understanding of the
threat posed by a pandemic. Many did not fully understand that it was probably not going to
be possible to prevent all infections or deaths in a pandemic and that hard decisions had to be
made. We continue to see downstream impacts on our people, health, and economy.

Australia has strong emergency management credentials. We have a significant volunteer
workforce, resource sharing, expertise, capability between national and state levels, and
constructive international engagement. However, emergency management structures are now
more frequently tested by extreme weather events and other natural disasters and they remain
reliant on Australia’s strong commitment to the collective good.

As the COVID-19 pandemic was emerging, Australia was responding and recovering from the
2019-20 Black Summer bushfires. Emergency teams were fatigued, but Australia’s crisis plans
and arrangements were well tested. During the alert phase, Australia benefited from being able
to slow incursion and buy time to prepare the health sector and other response systems, gather
information about the new disease threat, and work out what needed to be done to address it.

Strong foundational structures and relationships between health authorities and the broader
emergency management ecosystem will be needed in any national response to a future
protracted, health-driven, whole-of-society crisis with severe economic and social impacts. For
a response to be effective and sustainable, there is a need for far greater coherence and pre-
planning in the development and use of key workforce, data, and supporting systems. Also,
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governance (who does what, and why) should be agreed on ahead of time, communication and
information flows (who needs to know what and when) should be improved, and sophisticated
risk assessment and real-time evaluation should inform escalation and de-escalation points
across the nation.

We continue to see a lack of preparedness for other complex and concurrent crises that
Australia faces.”® To ensure we are prepared for future threats of this kind, our whole-of-society
resilience to these crises must be improved so it is more imaginative, resourced, and flexible.

Preparedness and planning

Preparedness aims to identify and refine the plans, arrangements, resources and capacities that
will be needed to efficiently manage an emergency and effectively move from response to
recovery. Pandemic preparedness aims to reduce the negative impacts of a pandemic by
improving the strength and resilience of systems so as to maximise the effectiveness of
interventions to stop or slow the outbreak, and reduce the population’s vulnerability.
Preparedness activities can include strengthening the resilience of the healthcare system,
establishing early warning systems, building trusted relationships, and reducing inequality.

Planning is a subset of preparedness. Planning establishes arrangements in advance so that
timely, effective, and appropriate responses can be made to a hazardous event or disaster.

2. Response

Governments in Australia have a shared responsibility for responding to public health
emergencies. The Australian Government is primarily responsible for national coordination, can
be engaged by jurisdictions to support their emergency responses, and manages Australia’s
exposure to imported infectious diseases and pandemic risks.?* State and territory governments
are responsible for managing emergencies and operational responses in their respective
jurisdictions. Each level of government has its own health and broader emergency plans and
structures.

At the Australian Government level, responsibility for managing exposure and response to
pandemics is shared across numerous agencies, in differing capacities (see Chapter 6: The
Australian Public Service: responding to a multi-sectoral crisis). At the time of the pandemic,
the Australian Government Department of Health and Aged Care (Department of Health) had a
lead role in planning for, coordinating, and delivering the COVID-19 response. Its activities were
informed by a series of health emergency management plans that covered everything from
high-level governance and coordination arrangements, down to practical specific actions.”®
These plans included:

e the National Health Emergency Response Arrangements — 2011

e two 'hazard agnostic’ communicable disease plans: the Emergency Response Plan for
Communicable Disease Incidents of National Significance — 2016; and the Emergency
Response Plan for Communicable Disease Incidents of National Significance: National
Arrangements (National Communicable Disease Plan) — 2018
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e the Australian Health Sector Emergency Response Plan for Novel Coronavirus (COVID-
19 Plan) — 2020. The COVID-19 plan was heavily based on the Australian Health
Management Plan for Pandemic Influenza (Influenza Plan) (2019) — another disease-
specific operational plan.

Australia did not have a national technical advisory body like the European Centre for Disease
Prevention and Control. Instead, the National Framework for Communicable Disease Control
(2014) was intended to deliver an integrated communicable disease response.® The framework,
developed in partnership with states and territories, included a commitment to work
collaboratively to coordinate public health functions and improve Australia’s ability to respond
to communicable disease outbreaks. In 2015 the Australian Health Protection Principal
Committee recommended three priority areas for implementation from the framework:*’

e surveillance and laboratories
e information systems and research
e leadership and governance.

In 2018 the Department of Health was in the process of creating an implementation plan for the
National Framework for Communicable Disease Control, but this was never published.?®
However, some gaps that were identified in the framework were addressed before COVID-19.
For example, a Centre for Research Excellence in Infectious Disease Emergency Response
Research was established in 2016, and work to integrate specialised genomics started in 2017.%

Leading up to COVID-19, the Department of Health had undertaken a series of exercises and
scenarios to test and build familiarity with its emergency management arrangements. Most of
these exercises were done internally. They included, for example, tests of processes (such as
communications, national medical stockpile, and medical assistance team deployment), and
disease familiarisation exercises.

Generally only one or two of the Department of Health's exercises per year involved state and
territory representatives or other federal agencies (see Appendix D: Master chronology). Most
were focused on non-communicable disease emergencies, such as terrorism threats and
radiological or mass casualty incidents. The most recent pre-COVID-19 external exercise (2019)
was a test of biosecurity arrangements. The focus of that exercise was roles and responsibilities
for cruise ships. Over the same period, the Department of Health participated in several
exercises led by other federal agencies, which focused on incidents with health consequences.®

During COVID-19 the Australian Government rapidly recalibrated existing plans and mobilised
resources to respond. A Communicable Disease Incident of National Significance was declared
early (18 February 2020).2' As a result, the health response and national health coordination
arrangements were fully mobilised (as outlined by the National Health Emergency Response
Arrangements and the health sector-specific communicable disease plan).*?

The Influenza Plan, with operational detail and a ‘menu of actions’, was available and had been
updated mere months before the COVID-19 pandemic.®® However, it was quickly realised it
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would be better to have a plan specific to the new coronavirus to account for its particular
disease characteristics. The early COVID-19 Plan was developed by 7 February 2020, published
on 18 February 2020 and activated on 27 February 2020.3* It was heavily based on the Influenza
Plan. The Influenza Plan and the COVID-19 Plan set out Australia’s approach to communicable
disease emergency management in four phases: prevention, preparedness, response, and
recovery.

Figure 1: 2019 Australian Health Management Plan for Pandemic Influenza — Approach to
managing an influenza pandemic

Prevention

Response Standby

Standdown

Recovery

As part of this Inquiry, we identified four phases of the COVID-19 pandemic (see Chapter 2:
COVID-19 in Australia). The 'standby’ period within this figure corresponds to the earliest part
of our ‘alert’ phase — while governments were preparing to activate plans. Our suppression and
vaccine rollout phases align to the ‘Action’ phase in the figure, and our recovery phase aligns to
stand-down and recovery.

Moves were quickly made to introduce whole-of-government coordination, including the
establishment of National Cabinet as detailed in Chapter 4: Leading the response. The
Australian and state and territory governments decided to trigger a nationally coordinated
response based on their observation of international developments. On 25 February 2020,
before the World Health Organization declared COVID-19 a pandemic, the National
Communicable Disease Plan was activated, allowing for whole-of-government coordination to
respond to health and non-health consequences of the pandemic.*

The Department of the Prime Minister and Cabinet managed the Australian Government Crisis
Management Framework, which designated a lead minister as well as agency responsibilities
and accountabilities during nationally significant crises.>” However, at the time, coordination
responsibilities (particularly for whole-of-government crisis coordination) were unclear.® During
COVID-19 the Department of Home Affairs undertook elements of whole-of-government
coordination to fill this gap. At the time, the Department of Home Affairs had an operational
crisis role in relation to hazards that sat within the portfolio’s responsibilities (such as natural
disasters or terrorism), and maintained all-hazard crisis coordination tools and arrangements
through its Emergency Management Australia Division.* In 2018 the Department of Home



Affairs had also undertaken a pandemic stress test with other federal agencies participating to
test pandemic crisis arrangements and clarify roles.*

In the crisis, other plans were created, including consequence management plans such as the
National Mental Health and Wellbeing Pandemic Response Plan (May 2020). Operational and
management plans for priority populations were also developed, expanding substantially upon
plans for at-risk groups in the pre-existing health plans.*' These included the Management Plan
for Aboriginal and Torres Strait Islander Populations (March 2020), the Management and
Operational Plan for People with Disability (September 2020), and several plans for Aged Care,
including managing COVID-19 outbreaks in residential aged care (March 2020 to September
2022).* There has been some work done since the pandemic to better consider and integrate
the needs of people with disability and their families, carers and representatives in planning
processes (for example, the Emergency Management Targeted Action Plan under Australia’s
Disability Strategy — 2021).*

To enable a whole-of-government national approach, governments, community and businesses
used existing systems or created new systems that would facilitate workforce support and data-
sharing. For example, in 2021 a cross-government data-sharing agreement was established and
the COVID-19 Register was developed as a linked dataset for research use.**

For society to continue to function, parliaments, government bodies, courts, service providers
and businesses all needed to continue to operate. However, their continuing operation rested
on their individual preparedness. There was a large variance in preparedness across
government. For example, the Department of Parliamentary Services was able to activate and
rely heavily upon its pandemic plan to enable Parliament and executive government functions
to continue, including through virtual Cabinet and Senate committee meetings).** The
Department of Foreign Affairs and Trade needed to adapt its crisis management arrangements
to account for its outdated pandemic contingency plan.*® Some economic agencies had
scenario-tested measures following the Global Financial Crisis, but these had not considered
pandemics and measures that may be needed to respond (see the Economic and Industry
Response section). Some other agencies completely abandoned plans they deemed
inappropriate or had no plans to fulfil their roles or support business continuity.*’

3. Impact

Between 2004 and 2017, after a series of reviews and updates, Australia’s health system
preparedness was judged to have evolved from ‘critical but stable’ to ‘a comprehensive system
of capabilities and functions to prepare, detect and respond to health security threats’.*® In
2017, a World Health Organization-led international team of experts evaluated Australia’s
health security core capabilities. The team found Australia had made outstanding progress in
implementing the International Health Regulations and gave it top scores for preparedness and
emergency response operations. To date, 20 recommendations to improve Australia’s health
security identified in this review have been fully completed, and most of the 66 remaining are
actively ongoing.*’
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A combination of good health security capacity, leadership that accepted and responded to the
situation and heeded expert advice, and the willingness and hard work of all Australians meant
Australia could move faster to introduce tough border measures than most other countries.
Although criticised at the time for overreacting, ultimately Australia was recognised globally as
successful in taking these early decisive steps that resulted in some of the world’s lowest
incidences of cases, hospitalisations and deaths from COVID-19 during the first 18 months of
the pandemic.*

Australia’s federated system meant states and territories could pursue different approaches to
respond to the crisis. These approaches were influenced by differing public health system
robustness, capability, capacity and resilience across states and territories. >’ At the national
level there was limited readiness or pressure on some key capabilities such as quarantine
arrangements, surveillance systems, data sharing, rapid research and modelling integration, and
the National Medical Stockpile.>® System readiness, variable familiarity with plans and
emergency management arrangements, gaps in the plans, and the extended nature of the crisis
meant that Australia needed to plan, respond, adapt, and build infrastructure in the midst of
crisis.

Previous assessments of Australia’'s communicable disease management arrangements had
found fragmentation and duplication of efforts across government levels and departments, and
challenges coordinating a complex network of advisory committees, amongst other issues.>

In 2018 the Department of Home Affairs ran a stress test of Australia’s pandemic arrangements.
It noted that, while systems were sufficient for ‘ordinary crises’, a very significant or near-
existential crisis would push them beyond their limits. The responsible minister was not given
this finding until after the COVID-19 pandemic had started.>

We heard that emergency response arrangements for shorter or time-limited crises were
effective and could be sustained for months if needed, but government was not prepared for
the pandemic to go on for years.”

3.1. Existing plans and scenario-testing

The Australian Government had a series of plans in place to respond to a major health
emergency. However, we heard there were issues and gaps in the planning arrangements and
that health plans had become more general over time. We heard the communicable disease
plans had showed far less consideration of health system impacts than they previously had and
did not factor in primary care, (including Primary Health Networks) or priority group-specific
considerations.”® Some noted that while multiple plans existed, they did not intersect well and
there was a lack of planning for other disasters that could occur concurrently with a health
emergency. Therefore, planning was required as the pandemic unfolded.>’

Existing preparedness plans were found to be insufficient during the COVID-19
pandemic, and major system weaknesses were exposed, particularly in the
residential aged-care sector. Regular revision and proactive simulation of
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preparedness plans should be prioritised to address future pandemics. — Royal
Flying Doctor Service of Australia®®

Plans can only be effectively used for rapid response when people are familiar with them and
there are agreed roles and responsibilities, pre-established communication pathways, and well-
practised arrangements. We consistently heard that plans were not nimble, tested or well
known.*® The most recent exercise pre-pandemic (cruise ships) did not lead to clarity as to roles
and responsibilities, mere months later (see Chapter 8: Implementing quarantine).®’ The degree
of familiarity with plans, including the Australian Government Crisis Management Framework as
the capstone national crisis management policy, varied widely.®' Through interviews and
industry roundtables the panel heard relevant agencies, business and community sectors had
low awareness of planning arrangements and the related coordination and communication
pathways.®

The most recent major tests of communicable disease arrangements with multiple levels of
government were Exercise Cumptson in 2006 and Exercise Sustain in 2008.% Both of these were
comprehensive and considered ‘whole of health’ and ‘whole of government’ responses.
Exercise Panda in 2014 also brought together key stakeholders to discuss strategic
arrangements to manage a national response to a pandemic and directly informed the
development of the 2018 National Communicable Disease Plan.®*

Emergency arrangements were tested during disease outbreaks such as the 2009 HIN1
pandemic, Middle East respiratory syndrome coronavirus (MERS) outbreak in 2012, Ebola
epidemic in 2013-2016, and Australian meningococcal cases in 2014-2016. However, these
events were not as impactful, as cross-cutting, or as lengthy as COVID-19 would prove to be.

From 2014, exercises had been run within the Department of Health, but they were
predominantly smaller internal exercises.® Resourcing had progressively been withdrawn,
resulting in a narrower focus.®® This meant that broader relationships across government and
familiarity with the plans had begun to fade. In 2013, a House of Representatives standing
committee recommended the Department of Health undertake a pandemic exercise with other
Commonwealth and state and territory government agencies and with health consumer
representatives.®’ In 2018 the Department of Health ‘noted’ these recommendations but did not
perform a comprehensive exercise as recommended.®®

Outside of the Department of Health, we heard that pandemic preparedness was minimal and
largely perceived as a health responsibility. There was an acknowledgement that departments
would have performed better if there were tried and tested plans in place.”® With the benefit of
hindsight, it is also clear there were gaps in the series of government plans for key measures
relating to:

e managed quarantine

e international and domestic border closures

e economic response

e returning overseas Australians at the scale required by a global crisis
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e health and safety of frontline workers, and impacts of furloughing workers

e priority settings and populations including aged care, disability and culturally and
linguistically diverse communities

e school closures

e consequence management for disruptions to supply chains and essential workers and
services.

Australia entered the pandemic without detailed prior consideration of many of
the elements that were eventually implemented to reduce transmission risk. —
UNSW School of Population Health™

We heard pandemic characteristics are getting harder to predict, so exercises should include a
range of transmissibility and lethality scenarios, including ‘worst-case’ scenarios.”” We heard
these exercises should be made public to build confidence and understanding of the current
risk environment and Australia’s level of preparedness, including a wide range of participants to
reflect the complex ecosystems within which health emergencies operate.”

To ensure the plans are robust and build public confidence, the plans should be
made public and exercised regularly with civil society and industry participants. —
Good Ancestors Policy”

The Australian public did not have good understanding of the growing health risks facing the
nation. There was limited awareness and few preparation activities outside of the health system.
Compared with well-known risk systems like the Australian Fire Danger Rating System and the
National Terrorism Threat Level, health threats were much less prominent.” Australia had
moved away from its previous pandemic phase system and toward a hazard-agnostic
(prevention, preparation, response, recovery) model. It did not implement the Group of Eight's
recommendation on creating a color-coded public health alert system to help the community
see and plan for restrictions during crisis.”

3.2.Confusion around roles and responsibilities

We heard there was substantial confusion about roles and responsibilities across and between
governments. This was particularly the case when there was no clear lead department agreed at
the Australian Government level or where responsibility was shared with states and territories,
or changed during the incident. For example, there were and still are major issues across shared
and disputed areas of responsibility such as quarantine, returning Australians, vaccine rollout,
support for at-risk groups, and supply chains. We heard that where there are joint
responsibilities, there must be joint plans.”® The panel heard about a need for stronger
coordination and collaboration, rather than strict adherence to portfolio responsibilities, to
deliver programs based on Australian’s needs.”’

State and territory submissions and consultation strongly affirmed the need for greater
certainty and clarity on roles and responsibilities and better leveraging of existing processes,
especially in the absence of existing response plans.”® State and territory governments noted
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that while they took on certain roles during the COVID-19 pandemic, it is not clear that those
roles were formally their responsibility or if they would take them on in the same way again.

The Australian Capital Territory noted that ‘clear roles and responsibilities between the
Commonwealth and the states and territories in the management of future pandemics will need
to be defined, taking account of different and legislated roles and responsibilities’, and
Queensland said that ‘all jurisdictions would benefit from clearer delineation of roles and
responsibilities” and ‘greater clarity on expectations ... in delivery of services that are typically

considered a Commonwealth responsibility would provide better outcomes'.”

3.3.Unintended consequences of unplanned and untested policy measures.

During COVID-19, policies and plans were rapidly developed to respond to a quickly moving

crisis and poorly tested. This increased the risk of unintended consequences and showed that
engagement structures and rapid feedback loops are critical to modify responses to mitigate
harm. There are several examples that span the entire COVID-19 timeline outlined across this
report.

For example, during the alert phase (January to April 2020) the Australian Government made
the significant decision to begin implementing international border measures to prevent
COVID-19 from getting into Australia. This was a brave yet challenging decision that had been
discounted in earlier plans and required the rapid development of a complex decision-making
process and systems. Multiple agencies worked tirelessly to deliver a patchwork system, but the
lack of a plan, linked information systems, capacity constraints linked to quarantine and clarity
about roles and responsibilities led to frustration, confusion and stress for returning and
travelling Australians who were trying to navigate the chaos (see Chapter 7: Managing the
international border and Chapter 8: Implementing quarantine).

Before COVID-19 began there were no tailored plans for at-risk groups and considerable
challenges relating to availability and comprehensiveness of key data to assist in determining
risk assessment and responses. As community transmission ramped up and Australia began to
move into the suppression phase (May 2020 to January 2021) governments had to develop
response strategies for different groups on the run, with differing degrees of success (see the
Equity section). Once plans and advisory structures were set up, these were critical to improving
engagement with priority populations and sectors and had a genuine positive impact on policy
development.

Pandemic risk is not uniform across the Australian population, differing by
geography, service access, language, income level and other factors. — The
Australian Partnership for Preparedness Research on Infectious Disease
Emergencies®

Consistent feedback was received about the benefits of key stakeholders providing advice to
the government to assist in shaping response measure in meeting objectives while minimising
unintended consequences and the risks of harm. The panel heard that there was sometimes no
time to co-design and test solutions or leverage expertise and capacity within community and
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business.®" Where this could take place, there were demonstrable gains in the effectiveness of
measures. For example, as set out Chapter 13: Aboriginal and Torres Strait Islander people, the
approach of engaging with the community-controlled health sector was used to great effect.
However, the panel also heard that the speed at which funding was rolled out and a lack of
consultation led to inconsistency in the way businesses and community services could access
support, and inflexible approaches that did not meet the needs of all providers.?? In
roundtables we heard that in several instances, industry offered to assist government with
policy development or delivery of response measures, but their help was rejected.®

The panel heard there was a need for an ongoing rapid review and feedback mechanism for
policy decisions, so that the government could better understand the impacts of its decisions
(effectiveness and cost) and balance other factors with achieving health objectives. However,
mechanisms for collecting evaluation data and for rapid consultation with stakeholders were
sometimes limited and often ad hoc. Some mechanisms were set up during COVID-19 to help
with information flow — for example, the National COVID-19 Coordination Commission, industry
forums led by the Department of Industry, Science and Resources, and the National
Coordination Mechanism provided an avenue to share information and resolve issues.®

We heard it was challenging to build relationships and understanding in government during
the pandemic. This affected its ability to rapidly mobilise expertise. It also hampered the flow of
information back to government from the community and industry, meaning it was difficult to
use that information to shape the ongoing response to the pandemic, give feedback on
unintended consequences of the measures and resolve issues.

We heard that many of the structures and relationships that were built during COVID-19 have
now fallen away. We heard that, if there were a pandemic tomorrow, Australia would be back at
square one.®

3.4. Sustainability and reliance on key people

We heard that when there is no plan in place for a crisis, relationships become key to the
response.®

We were told Australia’s pandemic achievements were largely due to massive efforts of
individuals but that this should not be the case — Australia should be able to rely on clear
structures and processes to bring people together and make decisions. We heard that the
government, and particularly the Department of Health as the national lead, faced
unprecedented demands.®” Key technical expertise and operational expertise is limited and the
department struggled to meet these and concurrent demands from within the government,
industry, unions and the community about what that they needed to do to meet the public
health requirements. This added to the burden on organisations and individuals.®®

People from the Department of Health and the broader health and public service sector were
relied on heavily to perform these functions without relief for years on end. This includes

providing technical advice, delivering public communications and using their relationships to
facilitate national coordination (see Chapter 6: The Australian Public Service: responding to a
multi-sectoral crisis, and the Health Response section). Australia relied on their willingness to
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innovate and invest resources into filling preparedness gaps for the public good. This was
laudable, but it was not sustainable for a health crisis of the scale and length of COVID-19.%°

The unrelenting nature and intrinsic challenges associated with their key roles have left
significant impacts on many staff involved in the pandemic response effort. Many experienced
leaders who were involved in the pandemic response have now moved to new roles or retired.
The significant loss of expertise heightens the need to capture the lessons learnt to inform
future pandemic planning, and we greatly appreciate the input from key people who have
subsequently changed roles.

4. Evaluation
Australia was not prepared for a crisis like COVID-19

Australia was in many respects well prepared coming into the pandemic, with a robust health
system, a healthy population, strong institutional settings and a related series of health
emergency plans in place, including the National Health Emergency Response Arrangements
and the National Communicable Disease Plan. The recently updated operational plan for an
(influenza) pandemic was able to be quickly adapted to inform the COVID-19 Plan at the start
of the crisis.

However, notwithstanding these plans and accepting that every pandemic will require agility in
responding to the specific nature of the pathogen, the panel found that Australia was not
prepared for a pandemic of the severity, complexity or duration of the COVID-19 pandemic.

One of the most common phrases we heard during the Inquiry was ‘building the plane while it
was flying’. Some of the most pivotal decisions in the pandemic were not considered in pre-
existing plans, including the closure of international borders and the JobKeeper scheme. This
highlights just how unprepared we were for a whole-of-society crisis that a pandemic at the
scale of COVID-19 represents.

What this meant in practice was that there was little clarity as to roles and responsibilities —
particularly between the Commonwealth and state and territory governments. While these
issues were often settled by leaders at National Cabinet, this occurred without the benefit of
detailed planning or operational input.

The panel consistently heard that this lack of clarity and disputes regarding access to
information within and between governments caused significant distress, delays and increased
risk of harm in key areas of the pandemic response — quarantine, international and domestic
border closures, supply chains, aged care and school closures. The lack of planning and
guidance was evident in their implementation. They involved complex policy and legislative
arrangements. This complexity, combined with the need for rapid decision-making, meant their
delivery was not as effective as possible, leading to a lack of clarity and national cohesion.

Pandemic planning specifically aims to minimise the risk of harm. When done effectively, it can
reduce the negative impact of a pandemic by improving the strength and resilience of systems.
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Work is needed to ensure we are better prepared in a future crisis, with the plans developed to
better support the response.

In addition to the COVID-19 Plan, the panel notes that a number of plans were developed
during the pandemic to address sector and cohort specific issues and challenges. Some of
these were quickly released and actioned, including plans for Aboriginal and Torres Strait
Islander Australians which leveraged strong existing structures, while other plans took almost
the entire length of the pandemic to put in place.

The delay in implementing plans for people with disability and for culturally and linguistically
diverse communities had significant implications. It contributed to delays in developing
response measures that addressed the circumstances and requirements of these diverse groups
and contributed to poorer outcomes, particularly earlier in the pandemic. Such cohort and
sector specific operational plans are critical (see the Equity section), and our response would
have better met the diverse needs of the population had these been in place before the
pandemic.

Emergency management responses should be better integrated

A whole-of-society crisis must be able to mobilise a whole-of-government and whole-of-nation
response. This requires better integration of emergency management responses.

Many state and territory health emergency responses are fully integrated into the broader
disaster planning structures, which enables them to leverage broader government capability
and supports. However this this did not occur consistently at the national level during COVID-
19. The unrelenting and broad spectrum of demands on the Department of Health resulted in it
becoming overwhelmed, with brutal impacts on staff, and a broader impact on public
confidence.

Where the emergency management response was integrated, it worked well. This was most
evident in the national response to COVID-19 outbreaks in residential aged care facilities in
Victoria through the activation of the Victorian Aged Care Response Centre. The Victorian Aged
Care Response Centre utilised National Emergency Management Agency emergency
management processes to coordinate the response from the Australian Government, state and
territory and local systems.

The panel welcomes the recently announced changes to the Australian Government Crisis
Management Framework. These address important gaps that were identified during the
pandemic, including by increasing accountability for and awareness of crisis planning and
emergency management arrangements:

e enhancing scalability, including for the management of severe to catastrophic crises

o clarifying governance arrangements, such as the important whole-of-government
coordination roles of the National Emergency Management Agency and the
Department of the Prime Minister and Cabinet.
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The aim in future pandemics should be to support the Department of Health and Aged Care to
leverage whole-of-government capability while retaining its lead role in determining the health
response. This includes by supporting specialist training to ensure there is a reserve capability
of people with emergency management skills that departments can draw on to help them plug
into the broader emergency management arrangements.

Regular review and stress-testing is essential

A key learning from the COVID-19 pandemic is that the existence of plans is not sufficient —
these plans must be subject to regular scenario testing, exercises and ongoing risk assessments.

The COVID-19 experience highlighted that there were stronger relationships and governance
structures in place where there had been exposure to and involvement in recent responses to
other emergencies, such as the 2019-20 Black Summer bushfires. This highlights the
importance of exercises — we cannot rely on natural disasters to bring the right people together
and test our readiness for the next pandemic. Alarmingly, the last large-scale pandemic exercise
with states and territories was conducted a decade before COVID-19. This cannot be repeated.

Exercises should be performed on a regular basis and bring in a broad range of participants,
including all levels of government and key players from the health sector, industry, academia,
and civil society as required. Revised health emergency plans must be regularly tested to
ensure preparedness (see Report Summary: Australian Centre for Disease Control).

The scope of existing legal authority to support planned emergency responses and
interventions should also be tested as part of scenario exercises. During the pandemic over 15
pieces of legislation were passed and 727 legislative instruments were made to support
Australia’s pandemic response.®® Incorporating legal preparedness into the broader scenario
exercises will enable gaps in the legal framework to be identified and remedied ahead of a crisis
(such as closure of international borders) and provide an opportunity to practise previously
untested powers (under the Biosecurity Act 2015 (Cth), for example) outside of a crisis. It could
also highlight any conflict that may arise between Commonwealth and state/territory laws
where there are shared responsibilities or different regulatory arrangements (e.g. public health
orders and work health and safety laws and essential workers), enabling these to be practically
worked through ahead of a crisis. Testing of legal preparedness will also enable departments to
maintain their institutional knowledge of how portfolio legislation may be deployed in an
emergency, ensuring this capability is not dependant on specific individuals.

The panel considers there were significant gaps in monitoring and evaluation of our overall
pandemic preparedness ahead of the COVID-19 pandemic, which have not been addressed.
Ahead of our annual high-risk weather season, we assess our overall risk and level of
preparedness, and our nation’s leaders are routinely briefed. The panel sees value in adopting a
similar approach in relation to pandemic preparedness (see Report Summary: Australian Centre
for Disease Control).

We highlight the importance of multi-sectoral and transdisciplinary exercises and plans that
consider a ‘'One Health' view. This is needed to optimise health for people, animals and our
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environment and mitigate converging health threats relating to ‘climate change, biodiversity
collapse, stressed ecosystems, antimicrobial resistance, and ageing and increasingly comorbid
population’.®" We support the Australian Centre for Disease Control and the National
Emergency Management Agency working with the Department of Agriculture, Fisheries and
Forestry, the Department of Climate Change, Energy, the Environment and Water and other
agencies to better consider the linkages between plant, animal and human biosecurity
incidents. This includes strengthening governance arrangements for emerging infectious
diseases using a One Health approach.

A One Health approach to emerging infections must be adopted, with legislative
instruments that support information sharing and collaborative response between
agencies. — Australasian Society for Infectious Diseases™

Over time, potential response options for pandemics will evolve — for instance, as new
technologies emerge. Enhanced and nationally coordinated investments in science and
technology will widen our response options in future crises. The panel supports the
recommendations of the Commonwealth Scientific and Industrial Research Organisation
(CSIRO) report Strengthening Australia’s Pandemic Preparedness, which describes science and
technology-enabled solutions, such as investment in research, vaccine manufacturing,
developing new treatments and tests, and data collection, analysis and sharing.

Investment in capability will enhance preparedness

It is accepted and readily visible that crises are becoming more frequent, intense and
concurrent. Yet we are concerned that pandemic planning and associated resourcing of
important capabilities are at risk of continuing to follow the same historic pattern of neglect
and short-termism.

Overall, the panel is concerned that we are now less prepared to deal with future shocks,
because of the toll COVID-19 has taken on our people, health and economic systems,
institutions, and trust.

Action must be taken to invest in capability now —in our people, systems and structures. We
must build emergency management capability across the public service and more broadly, not
just through exercises but also through training, readiness reviews and stronger governance
and relationships.

The establishment of a permanent Australian Centre for Disease Control would be an
investment in our public health capability and demonstrate a significant commitment to
pandemic preparedness.
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https://www.csiro.au/en/work-with-us/services/consultancy-strategic-advice-services/csiro-futures/health-and-biosecurity/strengthening-australias-pandemic-preparedness

. Learnings

Australia’s preparedness for COVID-19 was a function of the resilience of our society,
functional coordination and governance, and the agility of our people and systems to
pivot as required.

Australia relied heavily on people to adapt the response during COVID-19. This had
high human, social and economic costs, some of which could have been avoided with
better preparedness. These costs are too high to pay again.

Health plans need to be more comprehensive: include primary care and mental health,
better consider the needs of at-risk groups, and outline readiness indicators and
escalation and de-escalation triggers.

Long, severe or complex crises need the response to be adaptable. To enable
adaptability, the government must maximise the use of expertise, plan for evaluation to
inform escalation and de-escalation points for pandemic-specific measures, identify key
information flows, and establish cross-cutting coordination mechanisms and feedback
mechanisms that can effectively identify and deal with consequences of emergency
response measures.

Planning should include real-time evaluation strategies that can be readily mobilised to
assess whether responses are achieving what they are meant to, and to be on the alert
for unintended consequences, and disparities in costs and benefits across the
population.

Crisis management is a shared responsibility — it is not just the domain of one
government or one department. Even where hazards have an assigned lead, all others
have a responsibility to ensure readiness. There should be accountable and collective
ownership of all plans and risks.

There should be clear, well-understood and pre-agreed roles and responsibilities for
leaders and senior officials, at all levels of government. These roles should be clearly
outlined and enshrined in planning documents and include accountable authorities for
exercises.

Gaps in plans led to significant, potentially avoidable consequences. It is almost
impossible to build response measures from scratch during a crisis in a way that
minimises risk and impact on people. The government must ensure it has plans in place
for priority cohorts, and plans to minimise crisis consequences and ensure resources
can be mobilised to respond effectively.

Contemporary plans should be informed by after-action reviews and lessons learnt
analysis, regular whole of health system risk assessments, technology, and disease
threat assessments.

Capacity to respond cannot be built at sufficient speed during a crisis. The government
must ensure its resources, capabilities, services and workforce are ready for use ahead
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of a crisis. Regular audits should assess healthcare system capacity; interoperable data
and surveillance systems; research and modelling integration; and workforce capability
in logistics, emergency management, procurement, public health and risk
communication.

e Exercises can assist identifying and resolving gaps in plans; identifying gaps in resource
readiness, increasing familiarity with roles and responsibilities; and assessing and
maintaining workforce knowledge and ability.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 3: Conduct post-action reviews of outstanding key COVID-19 response measures to
ensure lessons are captured.

Review the human biosecurity provisions of the Biosecurity Act 2015 (Cth), including to:

e examine whether further amendments are needed to ensure it can be deployed
proportionately to the level of risk in human health emergencies

e explore ways to ensure any decisions on extensions of determinations include
consideration of broader advice on the health, economic, educational, social, equity and
human rights impacts

e consider inclusion of provisions for tabling or publishing relevant advice and rationale
for the extension of determinations that implement restrictive measures under the
Biosecurity Act 2015 (Cth).

Action 5: Develop updated health emergency planning and response arrangements in
conjunction with states and territories, and key partners, including consideration of escalation
and de-escalation points, real-time review and a focus on post-emergency recovery.

As part of this, develop:

e An enhanced National Health Emergency Plan (updated National Health Emergency
Response Arrangements) and updated National Communicable Disease Plan. These
updated plans should align with the Australian Government Crisis Management
Framework

e Management plans under the National Communicable Disease Plan for priority
populations

e Modular operational plans for specific sectors, including high-risk settings, which can be
deployed in response to a variety of hazards.

The series of plans should:
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have clearly defined scope, ownership and accountability, including a clear legal basis
and defined roles for Commonwealth bodies (including the CDC), states and territories,
and industry partners such as aged care providers

work in symphony with the Australian Government Crisis Management Framework;
interface with emergency management plans at state and regional levels; and reference
sub-plans including priority population management plans, workforce plans and the
communications strategy

draw on technical expertise and be updated in light of risk assessments, and scientific
and technological developments

embed pre-planned review mechanisms to support the real-time, rapid review of
consequences as they arise, including quick assessments and corrections to emergency
response measures without a protracted inquiry process

incorporate feedback from community, industry and academia into plans and response
measure adjustments

be flexible enough to be used in response to a range of communicable disease or
pandemic scenarios, while covering more likely events (such as an influenza pandemic)

include mitigations to address impacts of the planned response — for example,
compassionate exemptions to public health orders (minimising harm)

consider transition and recovery
include arrangements that support workforce preparedness (such as surge models)
require post-action reviews, including on a whole-of-government basis

include external oversight and complaints handling and embed privacy principles.

Develop management plans for priority populations under the National Communicable Disease
Plan, including:

Aboriginal and Torres Strait Islander people
people with disability

culturally and linguistically diverse communities
older Australians

children and young people

regional, rural and remote communities.

Management plans should:

take into account the unique needs of priority populations and co-design with
communities and experts from the relevant sectors including primary care and relevant
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service providers (such as aged care and disability providers) and Public Health
Networks

e consider the transition out of pandemic settings and take into account potential risks
for priority populations as protective health measures are reduced

e establish infrastructure and pre-agreements to support data sharing, and enable rapid
research for real-time pandemic detection, risk assessment, and response evaluation

o utilise the latest data and evidence and regularly test through health emergency
scenario exercises that involve all partners identified in the plan (also see Action 21)

e address recommendations arising from scenario testing in a timely way.

Action 6: Develop legislative and policy frameworks to support responses in a public health
emergency.

Frameworks should be developed for:
e international border management
e identifying essential services and essential workers
e quarantine
e the National Medical Stockpile
e an Economic Toolkit.

Action 7: Finalise establishment of the Australian Centre for Disease Control (CDC) and give
priority to the following functions for systemic preparedness to become trusted and
authoritative on risk assessment and communication, and a national repository of
communicable disease intelligence capability and advice.

The CDC must:

e build foundations for a national communicable disease data integration system,
enabled for equity and high-priority population identification and data interrogation,
with pre-agreements on data sharing

e commence upgrade to a next-generation world-leading public health surveillance
system, incorporating wastewater surveillance and early warning capability

o work with the Department of Health and Aged Care and jurisdictions on updated
communicable disease plans

e conduct biennial reviews of Australia’s overall pandemic preparedness in partnership
with the National Emergency Management Agency (NEMA)

e establish an evidence synthesis and national public communications function.

e build foundations of in-house behavioural insights capability



establish structures including technical advisory committees to engage with academic
experts and community partners.

Action 12: Develop a plan to build, value and maintain emergency management capability
within the Australian Public Service, including planning and management of a surge workforce.

This should:

prioritise investment in emergency management capability uplift across the public
sector, especially within the Department of Health and the Department of the Prime
Minister and Cabinet, to ensure there is a sufficiently large pool of people who have
knowledge and understanding of crisis management and delivery principles and
approaches

establish arrangements to ensure agencies are able to appropriately fulfil their
emergency management obligations and agreed roles and responsibilities under the
Australian Government Crisis Management Framework.

establish arrangements to train agency staff to better equip them to surge to contribute
to whole-of-government crisis responses

ensure the Secretaries Board maintains a role in stewarding these priority emergency
management capabilities

be aligned with the work done under Action 21 to improve capability and readiness,
including through exercises and readiness reviews.

6.2.Medium-term actions — Do prior to the next national health emergency

Action 21: Build emergency management and response capability including through regular
health emergency exercises with all levels of government, interfacing with community

representatives, key sectors and a broad range of departments.

Led by the Department of Health and Aged Care, this should include:

large-scale exercises that bring in all levels of government, a broad range of
departments/agencies, including the Australian Centre for Disease Control (CDC), as
well as broader Australian academia, industry and civil society groups

exercises and stress tests for testing and contact tracing, including the utilisation of
genomic surveillance across jurisdictions and analytic epidemiology capability

a primary coordination role for the National Emergency Management Agency (NEMA)
and the Department of the Prime Minister and Cabinet to test the cooperation between
the health system and broader emergency management arrangements, and apply
relevant learnings to other crises

timing balanced against resourcing for other capability-building activities, including staff
training and readiness reviews.
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Action 23: Progress development of the Australian Centre for Disease Control in line with its
initial progress review and to include additional functions to map and enhance national
pandemic detection and response capability.

This should include:

e acting on recommendations arising from scenario testing and post-incident reviews it
has facilitated following health emergencies and through this Inquiry

e drawing on national health workforce trend data to inform advice on pandemic
readiness of the health system. This would include oversight of national surge workforce
capabilities and gaps to be mapped and ready to be operationalised in a future
emergency response.
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Chapter 4 — Leading the response
1. Context

Rapid, decisive and unified leadership at the highest level of government was needed for an
effective national response to the COVID-19 pandemic. Australians had witnessed the struggles
that other countries and relatives overseas were having with COVID-19, and were looking to the
nation’s leaders to work with a unity of purpose in the face of uncertainty and fear.*®

The Prime Minister’s early initiative in centralising decision-making with state and territory
leaders, through establishing National Cabinet, formed the foundation for Australia’s COVID-19
response.”

Under the Australian Constitution, the allocation of powers and fiscal resources is spread across
the different levels of government. Certain powers are given exclusively to the Commonwealth,
some are shared between the Commonwealth and the states, and others remain exclusively
with the states. Under section 109 of the Australian Constitution, when a state and territory law
is inconsistent with a Commonwealth law, the Commonwealth law overrides the state and
territory law. While the Australian Constitution gives the Commonwealth power to make laws
for the government of territories, they have been granted self-government through
Commonwealth legislation.” Local government is not mentioned in the Australian Constitution.
However, each state has a local government law that sets out rules for operation of local
councils, many of which provide key community services.
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Figure 2: Constitutional division of powers®®
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make laws on (subject to any inconsistent Commonwealth laws).

Under the Biosecurity Act 2015 (Cth) the Minister for Health and the Commonwealth’s Chief
Medical Officer’” have extensive biosecurity powers. Before COVID-19, these powers were
untested in a pandemic. State and territory Health Ministers and/or Chief Health Officers have
powers under their own public health legislation. These powers also intersect with state and
territory emergency management legislation and operational arrangements.

The pandemic response required the use of national powers, state policy, legislation and
workforces, and collaboration with community, industry and local government.
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2. Response

2.1. Commonwealth—state relations

2.11. National Cabinet

Commonwealth—state relations are conducted by convention — they are not set out in the
Australian Constitution or other legislation. This meant the Prime Minister, with the support of
state and territory leaders, was able to quickly establish National Cabinet and the supporting
governance arrangements.

On 13 March 2020 the Council of Australian Governments agreed to create a smaller,
streamlined ‘National Cabinet’ to ensure a ‘coordinated response across the country to the
many issues that relate to the management of the coronavirus'.®® The new body would allow
First Ministers of the nine jurisdictions to make collective decisions more quickly and share
information on the evolving pandemic.

The first meeting of National Cabinet was held on 13 March 2020.% From 13 March 2020 to 30
September 2022 it met on 73 occasions, sometimes as often as four to five times a week. "%
National Cabinet had several unique features:

e Core attendance was limited to the Prime Minister, First Ministers and their First
Secretaries — that is, there were no political advisors or additional public servants.
However, experts, including public servants, were invited into the room to provide
advice as needed.”’

e The government established it as a Committee of the Commonwealth Cabinet, making
it subject to Cabinet confidentiality.”® This enabled leaders to have frank discussions.'®

e The Prime Minister set agendas, bypassing layers of bureaucracy to quickly bring
together decision-makers and public health and economic experts.”*

e A shared singular focus on protecting people’s lives led to greater information sharing
and overcoming of traditional barriers between the Commonwealth and states and
territories.'

e Secure technology was used to enable virtual meetings — this has had not previously
been contemplated at scale for Commonwealth—state leaders-level meetings.'®
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Figure 3: Prime Minster holds a virtual meeting of National Cabinet’”

National Cabinet made a number of decisions that were critical to the nation’s COVID-19
response. For example, it introduced social gathering restrictions, international arrival and travel
bans, hotel quarantine requirements, COVID-19 vaccination policy endorsement, the national
framework for managing COVID-19 in schools and early childhood education and care, and
plans to transition Australia’s response out of the emergency phase and lift restrictions.'®®

During the pandemic there were no local government representatives in National Cabinet." It
was expected that state and territory decision-makers would consult local government on
specific issues. The Australian Local Government Association was previously a member of the
Council of Australian Governments." As a peak body the Australian Local Government
Association cannot make decisions on behalf of individual local governments.
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Figure 4: Decision-making structures used during Australia's peak pandemic response’”
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2.1.2. Commonwealth—state ministers’ meetings

There were also forums for Commonwealth and state and territory ministers to progress
specific issues, and they reported to National Cabinet. During Australia’s COVID-19 response,
the two most important were the Health Ministers Meeting, comprising Commonwealth, state
and territory Health Ministers; and the Council on Federal Financial Relations, comprising
Commonwealth, state and territory Treasurers."

The Health Ministers Meeting's role was to support decision-making and implement health
policy and programs of national importance. It was a critical forum in managing the health
response, including the vaccine rollout, and often met multiple times a week to work through
critical cross-jurisdictional issues. However, during the pandemic First Ministers decided that the
Australian Health Protection Principal Committee, usually a sub-committee of the Health
Ministers Meeting, would bypass the Health Ministers Meeting and report directly to National
Cabinet." During the pandemic the Health Ministers Meeting met many times but did not
provide direct briefings to National Cabinet. Cabinet-related confidentiality constraints limited
information sharing.

This structure put the Australian Health Protection Principal Committee in the position of being
the main advisory body on all health issues supporting governments in decision-making and
providing operational guidance to National Cabinet.™ It reported to National Cabinet using
both regular briefings from the Chief Medical Officer as Chair of the Australian Health
Protection Principal Committee and written advice." The Australian Health Protection Principal
Committee mainly focused on public health issues, not the broader health system or indirect
health impacts of the pandemic. It was chaired by the Chief Medical Officer and comprised all
state and territory Chief Health Officers. As it was an advisory committee to National Cabinet,
the Australian Health Protection Principal Committee’s advice was treated as Cabinet in
confidence — it was only made public if National Cabinet authorised it."® The Australian Health
Protection Principal Committee did release statements at the time, and some modelling
products that informed Australian Health Protection Principal Committee and National Cabinet
decisions were also released."” Most other Australian Health Protection Principal Committee
advice from 2020 and 2021 is now public under the Freedom of Information Act 1982 (Cth) once
freedom of information and associated review processes are finalised. However, the advice was
not released at the time to contextualise or support National Cabinet decisions.

The Council of Federal Financial Relations reported directly to National Cabinet on matters to
do with financial relations, productivity and regulatory reforms. It was also responsible for
overseeing the Commonwealth—state funding agreements. During COVID-19, the Council of
Federal Financial Relations supported National Cabinet to establish the core National
Partnership on COVID-19 Response,"® under which the Australian Government was able to
rapidly contribute approximately $25 billion in funding to states and territories to support the
Australian health system to respond effectively to COVID-19 (see Chapter 12: Broader health
impacts). Also, the Secretary of Treasury and the Reserve Bank Governor regularly attended
National Cabinet, giving briefings and advice to leaders on the economic impacts of the
pandemic and the types of supports they should consider.™
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2.2.The Commonwealth

2.2.1. Australian Parliament

The Australian Parliament continued to operate throughout the pandemic, supported by the
Department of Parliamentary Services pandemic plan. The plan set out methods for managing
operational risks, and engagement with the Department of the House of Representatives and
the Department of the Senate, so that the critical functions of the Parliament could continue
and parliamentarians could discharge their representative and legislative duties throughout the
pandemic.””® Not all state and territory parliaments were able to continue to operate in this

way.™

Parliamentary sitting periods were severely shortened, and the number of parliamentarians
allowed to attend sittings in person was substantially reduced. Where parliamentarians were
not able to travel, pairing arrangements (that is, if a member on one side of the House is absent
for a vote, a member from the other side must also be absent for that vote) and
videoconferencing were used to allow for remote participation. Electronic voting technology
was developed, but parliamentarians did not vote virtually. It was decided that this technology
would only be commissioned as a contingency option.'?

During the pandemic, Parliament passed approximately 15 Bills per month — mostly significant
emergency legislation to support implementation of the national response, including
appropriation of funds.'”® Some parliamentary committees, such as the Parliamentary Joint
Committee on Human Rights and the Senate Standing Committee for the Scrutiny of Bills,
continued to meet remotely to ensure parliamentary scrutiny could continue. In April 2020
the Senate Select Committee on COVID-19 was established to inquire into the Australian
Government's response to COVID-19. This committee operated through the pandemic,
conducted 56 public hearings and delivered its final report in April 2022.%

2.2.2. High Court and other federal courts

Throughout the pandemic, the High Court and other federal courts, along with state and
territory courts, continued to operate by shifting to remote video connection hearings.'® By 23
March 2020 most court buildings had been closed.”’ All personal appearances, apart from
continuing jury trials, were moved online. New Zealand's courts had a similar arrangement —
‘remote participation’ was used for all hearings except the most serious ones.™® Many other
countries that did not have the pre-existing infrastructure for remote hearings took far longer
to make the switch. For example, in the United States of America the delays in moving to
remote hearings had major consequences for public health and the judiciary (for example,

judges died after contracting COVID-19 and court employees were infected).'”

2.2.3. Federal Cabinet processes

The Prime Minister was supported by Cabinet and its well-established decision-making
structures. The federal Cabinet, and its committees, were adapted and expanded to suit the
circumstances. The Prime Minister and Cabinet made a key decision to reallocate government
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resources so they could deliver the pandemic response — National Partnership Agreements,
JobKeeper Payment, infrastructure, vaccines, telehealth, mental health measures, the National
Medical Stockpile and so on (see relevant chapters throughout the report).”°

The National Security Committee of Cabinet played the role of emergency Cabinet. The
National Security Committee brought together health, economic and security issues related to
the pandemic and met frequently (as often as twice a day) to problem-solve and make
decisions.”' Unlike those of other Cabinet committees, National Security Committee decisions
did not need to be endorsed by the full Cabinet, meaning they could be taken straight to
National Cabinet or announced publicly. The National Security Committee also brought senior
public servants to the same table as ministers to support rapid decision-making.” The core
members of the National Security Committee were the Prime Minister, Deputy Prime Minister,
Treasurer, Minister for Defence and Minister for Home Affairs.”® The Minister for Health
attended all National Security Committee meetings related to health.* The National Security
Committee was supported by the Secretaries Committee on National Security, which was
chaired by the Secretary of the Department of the Prime Minister and Cabinet, met regularly
and mirrored the National Security Committee agenda.

2.2.4. Minister for Health and powers under the Biosecurity Act

The Minister for Health and the Chief Medical Officer roles were crucial during the pandemic
because of their significant legislative powers under the Biosecurity Act 2015 (Cth) as well as
their portfolio responsibilities.

On 21 January 2020, under section 42(1) of the Biosecurity Act 2015 (Cth), the Chief Medical
Officer added 'human coronavirus with pandemic potential’ to the Biosecurity (Listed Human
Diseases) Determination 2016. This allowed preventative biosecurity measures to be put in
place, such as:

e initial designations of hotel quarantine locations as ‘human health response zones'"*®

e introducing face masks for passengers and crew on incoming international flights®’

e requirements for providing evidence of negative COVID-19 tests for passengers on

incoming international flights.™®

On 14 March 2020, after consultation with the Attorney-General, the Minister for Health and the
Chief Medical Officer, the Governor-General appointed the Prime Minister to administer the
Department of Health. This appointment was made out of concern that the Minister for Health
could become incapacitated and a senior minister should be seen to be responsible for the
exercise of the Minister for Health's extraordinary powers under the Biosecurity Act 2015 (Cth).
Throughout 2020 and 2021 the Prime Minister was cross-sworn to a further five portfolios

(Finance; Industry, Science, Energy and Resources; Treasury; and Home Affairs). Some of these
140

139

appointments were stated to be for decision-making related to the pandemic.

Once the Minister for Health was satisfied COVID-19 posed a sufficiently severe and immediate
threat to human health on a scale of national significance and its entry into or spread in
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Australia must be prevented or controlled, he advised the Governor-General to declare a
'human biosecurity emergency’ under section 475 of the Biosecurity Act 2075 (Cth). The
Governor-General made the declaration on 18 March 2020." In line with the Act, the initial
declaration could not be in place for more than a three-month period. However, it could be
extended, and it was extended on eight occasions (for around two years in total). The
declaration remained in force until it lapsed on 17 April 2022 (when the situation no longer met
the requirements of an emergency under the Biosecurity Act 2015)."%

Once the human biosecurity emergency was declared, the Minister for Health was able to
access extensive powers under the Biosecurity Act 2075 (Cth) to put in place measures to
prevent or control the entry or spread of COVID-19 in Australia. The Minister for Health could
exercise these powers unilaterally. However, the Minister for Health’s decisions took into
account health advice from the Australian Health Protection Principal Committee and
consultation with relevant Commonwealth ministers and were considered by the National
Security Committee.'

There were 75 instruments for COVID-19 made under the Biosecurity Act 2015 (Cth)."*
Determinations could be put in place for set periods during the declared emergency period,
but they could also be extended if necessary, as long as the threat continued to meet the
legislative requirements. In these situations, determinations were reviewed every three months.
Examples of measures that were extended multiple times include:

e aban on Australian citizens and permanent residents from travelling outside of
Australia™?

e travel restrictions into certain remote areas to protect remote Aboriginal and Torres
Strait Islander Australians.™®

Other determinations were made for short periods only. For example, the India Travel Pause (a
ban on all people entering Australia who had been in India within 14 days of their flight) was in
place for 14 days in 2021.' The determination that allowed the government to access the
information provided through the COVIDSafe App was in place until it was repealed with the
commencement of the Privacy Amendment (Public Health Contact Information) Act 2020
(Cth)."8

The declarations and determinations made were legally binding and were also exempt from
disallowance by the Parliament."

2.2.5. National COVID-19 Coordination Commission

On 25 March 2020 the Prime Minister established the National COVID-19 Coordination
Commission to coordinate advice on actions to anticipate and mitigate the economic and social
impacts of the pandemic.™®

The National COVID-19 Coordination Commission reported to the Prime Minister and National
Cabinet. National COVID-19 Coordination Commission members®™ were appointed by the
Prime Minister and mainly from the business community, but former union leaders and public
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servants were also included. Members were able to quickly establish important working
relations using their existing relationships, including with the unions.™?

In July 2020 the National COVID-19 Coordination Commission was renamed the National
COVID-19 Commission Advisory Board. The name change reflected a change in the National
COVID-19 Coordination Commission’s focus away from coordination and towards advice on the
long-term business-led economic recovery.™ The board’s membership was expanded™* to
assist in this new role. During the pandemic, 12 people served on either the National COVID-19
Coordination Commission or the National COVID-19 Commission Advisory Board. On 3 May
2021 the Prime Minister disbanded the National COVID-19 Commission Advisory Board.">

The Prime Minister had originally intended that the National Coordination Mechanism
(established on 5 March 2020) and the Treasury’s Coronavirus Business Liaison Unit (established
on 15 March 2020) would report to the National COVID-19 Coordination Commission.'®
However, this did not become an established practice (See Chapter 6: The Australian Public
Service: responding to a multi-sectoral crisis).

3. Impact

3.1. Commonwealth—state relations

3.1.1. National Cabinet

Most agree that, in the alert and early suppression phases of the pandemic, Commonwealth,
state and territory leaders worked well together.™ The panel heard the leadership the Prime
Minister showed in establishing National Cabinet and the tone he set were vital to pandemic
decision-making and governance.”® National Cabinet was considered to be an improvement
on the Council of Australian Governments because it was more action oriented. It also made
intergovernmental relationships stronger and united all members around a common
problem.™ There was a unity of purpose shown in the face of uncertainty — this helped
members to come to decisions quickly and collectively in the national interest and rise above
jurisdictional issues.'

National Cabinet has proven to be a much more effective body for taking
decisions in the national interest than the COAG structure. — Former Prime
Minister, the Hon Scott Morrison MP'’

National Cabinet members all saw the National Cabinet as an important and influential forum in

shaping the high-level directions of the national response.'®?

It resolved problems and provided
a common roadmap for federal, state and territory governments to then implement decisions,
in line with the actual level of risks in the different jurisdictions.’® As a result, the community
had assurance and confidence that politicians were acting in the ‘national interest’ rather than

political or self-interest.'®*

Feedback from roundtables and stakeholders acknowledged the impact on public confidence
of national and state and territory leaders jointly seeking to protect the health and livelihood of
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Australians.™® Regular press conferences, including those following National Cabinet meetings,
conveyed important updates, and many people relied on those updates as a source of trusted
information.’® The panel heard that people respected that the Prime Minister stood up first,
before the state and territory leaders, to keep the public informed despite the changing
circumstances. He took a considered and proportionate approach and tried to be transparent —
for example, about vaccine issues. The Chief Medical Officer would often accompany the Prime
Minister to press conferences. This, combined with the reliance on health advice, built trust and
credibility with the public.'®’

The panel heard that, as Australia shifted into the later stages of the suppression and vaccine
rollout phases, the perceived effectiveness and cohesiveness of National Cabinet began to
wane as the overall levels of risk started to reduce, and situations faced by states and territories
differed.”®® The ‘Team Australia’ spirit started to dissipate as the level of threat diminished,
which many members of National Cabinet indicated was to be expected.

Relationships were visibly and publicly challenged as National Cabinet started to discuss the
vaccine rollout, access to vaccines and personal protective equipment, and the lifting of a range
of significant COVID-19 restrictions. This happened in part because of:

e the different approaches being taken to economic supports
e equity of access to vaccines and the broader vaccine rollout
e the lack of clarity on key roles in aged care and disability

e public commentary on the relative competency and capability of jurisdictions and the
variation in jurisdictional responses

e the imposition and retention of border closures."®

The result was a perceived lack of coordination and consistency in communication from
National Cabinet members, and it became more difficult for National Cabinet to give detailed
information to assist individuals, industry and the broader community to comply with public
health measures (see Chapter 11: Communicating in a crisis).

The states and territories told the panel that there needed to be greater clarity and agreement
about roles and responsibilities, especially in areas of shared responsibility, and that there was a
lack of coordination and appropriate implementation plans, which were not put in place early
enough and were often subject to change."

e [t was noted that ‘while vaccine procurement was appropriately a Commonwealth
responsibility, the roles and responsibilities for distribution, eligibility, and administration
(particularly for priority groups) were not well defined outside traditional state and

territory vaccination roles and responsibilities’."”

e States felt greater leadership and more equitable and transparent arrangements were
needed to improve the way critical goods and services, such as vaccines, were procured
and distributed amongst jurisdictions. They believed vaccines should have been
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distributed in line with the jurisdictional risk level (see Chapter 10: The path to opening
up).

e Despite the lack of a national plan, states and territories agreed to operate, enforce and
meet the costs of quarantine. Each jurisdiction adopted a distinct approach to hotel
quarantine. They felt greater Commonwealth leadership was needed on hotel
quarantine to provide risk-based national guidance and supporting coordination and
funding structures (see Chapter 8: Implementing quarantine).

e The absence of an aged care sector plan and lack of leadership and planning between
the Commonwealth and state and territory governments, healthcare systems and
providers led to an inadequate and uncoordinated response and lack of control and
accountability (see Chapter 18: Older Australians).

We heard that the Prime Minister often called for unity of response and focused on getting
agreement on strategic directions, but he recognised it was not always possible — pragmatism
was needed when the Australian Government did not control the outcomes.” In the early alert
phase of the pandemic, this pragmatic approach was used to agree to national plans that
allowed states and territories to vary their approaches depending on their own risk levels and
local settings. Where there were differences in views, public messaging on specific decisions
usually reflected this — for example, Western Australia did not agree with the domestic border
and international arrival proposals under the Framework for National Reopening of Australia by
Christmas in October 2020."

However, the panel also heard that, as the pandemic continued, the Prime Minister took
different approaches at different times, and it was not always clear whether he was seeking a
nationally consistent one-size-fits-all approach or was comfortable with states implementing
the agreed policies in line with their differences in circumstances."”* This contributed to a
growing perception in the broader community that inconsistent approaches were being
adopted and led to questioning of the validity of supporting evidence." Leaders and officials
did not clearly communicate to the public that states and territories would need to adopt
individual measures depending on their risk levels, although they made various attempts to do
so. Their message was further undermined when it was observed that the states and territories
were managing similar risk settings with different levels of stringency.'”

As the situation evolved, states and territories made more unilateral decisions — for example,
decisions about lockdowns, curfews, school closures, closure of outdoor play equipment and
state border closures.”” We heard from industry and other supply/logistics roundtables that, as
states and territories started to make unilateral decisions, National Cabinet placed less
emphasis and priority on the coordination of the response and supporting communication than
was needed and outlined in their initial mandate.”® As discussed further in Chapter 11:
Communicating in a crisis, communications from leaders after National Cabinet discussions
were not always well coordinated or consistent, and the evidence supporting the decisions was
rarely provided. The Inquiry’s community input survey results, submissions and focus groups
also show that the public perception was that the Commonwealth did not appear to do enough
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to ensure the response to COVID-19 was coordinated and more consistent across the states
and territories."”?

The Inquiry's focus group findings suggest there was a limited understanding of the roles and
responsibilities of different levels of government in responding to the pandemic.”® Most
participants did not distinguish between the Commonwealth and state and territory
government measures. They attributed the loss of unity between leaders and lack of
consistency between states as a failure of Commonwealth leadership.

It didn't feel like the Federal Government did anything ... it was like all the States
were at war, 'we can do what we want, and you can do what you want' ... it was
divisive — Focus group participant, mental health care services user, Melbourne™'’

There was no consistency between states ... it tells me the government is
unorganised ... they all lost a little bit of credibility — Focus group participant from
a CALD background, Brisbane'®

3.1.2. National Cabinet decision-making

The Chief Medical Officer, predominantly in their capacity as Chair of the Australian Health
Protection Principal Committee, was invited to provide briefings at all National Cabinet
meetings. The Commonwealth Secretary of the Treasury and the Governor of the Reserve Bank
of Australia gave regular reports to National Cabinet on the economic situation.’™ National
Cabinet relied on this expert advice and drew upon international experience, and Australian
Government capability and expertise, which was vital in the rapidly changing risk environment.
The primacy placed on public health advice set the tone for the rest of the response.” Direct
economic briefings and moves to provide integrated health and economic data meant National
Cabinet was able to quickly develop an economic response that supported the health
response.”® For example, Single Touch Payroll, JobKeeper and vaccination data were linked
through the Multi-Agency Data Integration Project’®.®” A number of states told the panel that
having access to the Commonwealth experts was very useful, as was the increased
preparedness to share data.'®® For additional details see Chapter 20: Managing the economy.

Although the Chief Medical Officer regularly briefed Health Ministers Meetings before National
Cabinet meetings, the Australian Health Protection Principal Committee did not report to them
as a group, and the Health Ministers Meeting itself was not given the opportunity to brief
National Cabinet."®® We heard that the fact that the Australian Health Protection Principal
Committee reported directly to National Cabinet was a challenge for state Chief Health Officers
because it potentially placed them in conflict with their own state statutory responsibilities. It
also put restrictions on their briefing to their ministers. For example, Chief Health Officers’
briefings to their state/territory Health Ministers were complicated by Cabinet confidentiality
requirements and by differences in the roles, statutory responsibilities and communication
pathways of Chief Health Officers across jurisdictions. This meant First Ministers had different
levels of briefing before National Cabinet meetings.™® With the wisdom of hindsight, leaders
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saw this as having diminished the necessary focus on broader health issues, including capacity,
relationships with private hospitals, elective surgery, mental health and access to health care.”’

The panel heard the Australian Health Protection Principal Committee played an important role
in supporting coordination across jurisdictions, recognising that states and territories would
need to adopt individual measures based on local risks rather than a one-size-fits-all
approach.”” The second wave in the winter of 2020 was the first test of this. Victoria
progressively escalated control measures after two separate incursions of the virus through
hotel quarantine.” New South Wales managed outbreaks locally when the virus crossed the
border.” Recently seeded outbreaks presented a different control challenge from that for an
established multisite outbreak, but that disparity in response set the subsequent tone and
associated dissent on interstate comparisons and public discussion on ‘gold standards'.

There were differing views on whether, in times of crisis, National Cabinet should have
unfettered access to the Australian Health Protection Principal Committee unless there are
similar pathways in place to bring the benefits of broader health impact intelligence:

e To enable rapid decision-making, some thought it appropriate that health advice be
filtered through the Chief Medical Officer, as Chair of the Australian Health Protection
Principal Committee, directly to National Cabinet.”> The political leadership found it

valuable to hear advice directly from public health experts.™®®

e On the other hand, some thought the Australian Health Protection Principal
Committee’s direct reporting to National Cabinet made it difficult to activate existing
coordination and reporting structures that were available through the Health Ministers
Meeting and the Health Chief Executives Forum."’

e There were also concerns that public health advice was given more weight than advice
on other health impacts, such as mental health, health prevention and access to health
services (in the development of public health measures) because the Health Ministers
Meeting did not brief National Cabinet.™®

Both industry and community roundtables and focus groups told the panel that National
Cabinet may have missed important and necessary opportunities to consult on the most
effective way to achieve health objectives in the fastest way possible.”® Public health advice was
extremely important, but National Cabinet often did not give the broader health and non-
health impacts an appropriate level of consideration.?® The roundtables reaffirmed that the
public health and economic responses to a pandemic are linked. It was necessary and
important to prioritise public health outcomes during the early months of the pandemic.
However, as the pandemic progressed, a greater balance should have been struck between
broader health, economic, educational, social and other outcomes, including equity and human
rights.?”' Roundtable participants suggested that the lack of consultation with a broader range
of experts led to decisions that resulted in unnecessary hardship. Also, opportunities to adapt
the response strategy and use targeted mitigations to protect those most affected by the
pandemic were missed.
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The response needs to be more balanced between education, health and
economy, which was not present. There was a panic approach to physical health —
Focus group participant, parent/carer of a school aged child, Melbourne®®

The panel heard that National Cabinet confidentiality requirements created an unintended
disconnect between leaders, bureaucrats and the public and impeded sharing and coordination
of key information, advice and planning.?® At the time, leaders stated that the ‘sharing of
sensitive information and judgements in a forum that provides the ability for confidential
discussions has been of great significance to effective decision making by the States, Territories,
and the Commonwealth in the public interest throughout the course of the COVID-19
pandemic’.2% It was also said that the disclosure of National Cabinet documents or discussions
‘would prevent full and frank discussions’.*®

However, the Inquiry also heard that it was counterproductive to impose such a high level of
confidentiality to the advice that informed decisions, especially given many of those decisions
curtailed rights and freedoms.?°® This lack of transparency came at the cost of public trust.
Many non-government and industry stakeholders strongly advocated for greater
transparency.®’” Focus groups indicated ‘there was erosion of trust, social licence and goodwill
in governments and institutions’ and ‘resentment towards what was lost (i.e. choice,
connections, “freedoms” and autonomy) has led some mainstream audiences to become more
sceptical and critical of government policies and decision-making’®

What | was hearing was not what | was seeing. Everyone had COVID but no one
was dying but Australian government was saying everyone was dying ... there
were a lot of conspiracy theories and | think there was a lot of information that
was not shared by the Australian Government — Focus group participant who
experienced quarantine, aged under 39 years, Australia-wide®®

3.1.3. Local government leadership

The Australian Local Government Association told the panel that local government played a
larger, more active role during the pandemic than ever before. State governments could not
deliver all the support that was needed, so local governments stepped in, particularly for
culturally and linguistically diverse, rural and remote, and border communities.*

The Australian Local Government Association has criticised the lack of local government
representation at National Cabinet given local government had an important role in
implementing many pandemic response measures. In its submission to the Inquiry, the
Australian Local Government Association noted its ‘extensive community networks and
established relationships and experience in supporting communities’ could have been better
leveraged. They are national, covering most communities in Australia with their own networks
to collaborate and share information.?"

Under the current National Cabinet Terms of Reference,?”® the Australian Local Government
Association is now invited to one meeting of National Cabinet a year. However, it attends to
share information and advocate rather than take part in decision-making. The Australian Local
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Government Association has proposed to the panel that local government representation be
extended to all meetings.*”

3.2.The Commonwealth

3.2.1. Australian Parliament

The Australian Parliament’s continued operation during the pandemic was extremely important
— it enabled the Australian public to see that the Australian Parliament was resilient and their
elected representatives were continuing to discharge their duties despite the emergency.?™ The
Australian Parliament’s question time gave senators and members, particularly the opposition,
the opportunity to ask questions of the government. There was also opportunity to do this
through the Senate Select Committee on COVID-19 inquiry.2”

The early phase of the pandemic response was marked by bipartisan support for emergency
measures. On 23 March 2020 the opposition leader said the opposition would act ‘in a
responsible and constructive manner’ by voicing their views to improve the emergency
legislation. He noted that 'this is not a time to prevent measures which, however imperfect, are
necessary to be implemented’.*'® In 2020 the Prime Minister, the Minister for Health and the
Chief Medical Officer regularly briefed the federal opposition. However, we heard that during
2021 these briefings became less frequent.?’

The Senate Select Committee on COVID-19 and the various Senate oversight committees®'®
continued to scrutinise the government'’s response, proposed laws and delegated legislation,
including the non-disallowable instruments made under the Biosecurity Act 2015 (Cth).?"® This
was important because it maintained government accountability for decisions that were being
made and made the pandemic response more transparent for the public. However, during
prolonged crises it is also important to consider the burden that inquiries place upon ongoing
operational responses so that the accountability does not compromise the pandemic response
effort.**® However, operational leaders said there was progressively greater transparency on the
achievement of key program objectives such as the vaccine rollout, and this was important in

maintaining public confidence and trust.?*'

Videoconferencing technology put in place to allow parliamentarians and witnesses to
participate in committee inquiries remotely is now a permanent feature of committee
hearings.???

3.2.2. Federal Cabinet processes

The panel heard that the federal Cabinet and subcommittee structures and processes (including
the National Security Council and the Expenditure Review Committee) adapted well to the
pandemic.??®> There were more meetings of Cabinet and subcommittees than in any year since
the end of the Second World War. In the absence of an emergency Cabinet committee, the
National Security Council was considered to be the right mechanism for decision-making on
COVID-19 issues and largely worked well.?** The Expenditure Review Committee continued to
effectively integrate with the National Security Council for decisions on expenditure.*?
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3.2.3. Minister for Health and powers under the Biosecurity Act

Before the pandemic, there was little public awareness of the Minister for Health’s human
biosecurity emergency powers and what they entailed.?”® The panel heard that, during the
pandemic, the Australian Government's intent was that Biosecurity Act 2015 (Cth) emergency
powers and other similar powers would only be triggered where measures could not be
introduced under state or other Commonwealth laws.??’

It has been suggested to the panel that the Minister for Health could be given a more
graduated set of human biosecurity powers under the Act.?*® Also, it was suggested that new
powers could be created that allow the Commonwealth to introduce measures to respond to a
threat where there is a localised outbreak of a disease (for example, where the disease is
present across state/territory borders or is present within a state or territory but has significant
flow-on effects into another) before the situation escalates to a blanket national emergency-
level response.”? Others have queried whether the powers available to the Minister for Health
could have been appropriately utilised to drive better coordination and minimise harmful
impacts on movement of people and trade.**°

Measures enacted under the Biosecurity Act 2075 (Cth) were restrictive, and their broader
economic, social and mental health and human rights impacts, as well as the disparities in how
these impacts were experienced across communities, were not always meaningfully
considered.?®' The panel heard that in the future governments should consider additional
checks (such as seeking broader health and non-health advice as well as greater parliamentary
scrutiny) to improve transparency, accountability and discipline.** We heard numerous
suggestions on ways to increase transparency and protect human rights. One suggestion was
that the powers be amended to ensure that any emergency determination that applies
restrictive measures be published along with the reasons and accompanied by signed and
published health advice.?** It was also suggested that states and territories adopt a similar
mandate.?** For additional details see Chapter 5: Trust and human rights.

We heard that the determinations made under the Biosecurity Act 2075 (Cth) should not be
made disallowable — the Commonwealth needs a level of certainty so that it can take fast and
urgent action to manage human biosecurity risks and to prevent significant consequences.?*
The then Minister for Health told the Senate Standing Committee for the Scrutiny of Bills during
the pandemic that disallowance was considered unnecessary because determinations were
informed by specialist advice provided by the Australian Health Protection Principal Committee
and the Chief Medical Officer.*® The current Minister for Health and Aged Care has given the
same opinion to the Senate Standing Committee for the Scrutiny of Delegated Legislation.?*’

A number of Federal Court cases sought to challenge the validity of both the Governor-
General’s declaration that a human biosecurity emergency existed, and the Minister for Health's
use of his human biosecurity emergency powers to make determinations on, for example, a
high-risk travel pause and the overseas travel ban.?*® To date, each challenge has failed.
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3.2.4. National COVID-19 Coordination Commission

The panel heard that one of the key strengths of the National COVID-19 Coordination
Commission during the alert phase of the pandemic was its members’ ability to quickly draw on
their existing relationships and goodwill across sectors. For example, they were able to work
with the unions to solve multi-sector problems.*? Their networks and experience were used to
establish valuable advisory working groups on manufacturing and industrial relations to help
support their work.

The panel heard that in theory the National COVID-19 Coordination Commission was a good
idea, but its effectiveness was limited by its continually evolving role, a lack of governance and
transparency, and duplication with other engagement measures.?*® When it was set up, some
believed the body duplicated the National Coordination Mechanism and the Coronavirus
Business Liaison Unit within Treasury (see Chapter 6: The Australian Public Service: responding
to a multi-sectoral crisis), and this caused confusion with business and industry.**

On 3 May 2021 the Prime Minister announced that the National COVID-19 Commission

Advisory Board had concluded its work and was being disbanded?®*

without any review of its
functions and impact during the pandemic. However, it was suggested to the Inquiry that there
may be value in establishing a body similar to the National COVID-19 Coordination Commission
during the initial stages of a future emergency if it is staffed by experienced individuals with
access to senior levels of bureaucracy and government.?*® In any event, there was broad
agreement on the need to have better defined and understood communication pathways that

drew upon the expertise in industry, business and community sectors.

4. Evaluation
The Australian Government's leadership role is pivotal and needs strong governance

The Australian Government demonstrated courageous leadership at the outset of the
pandemic, which was a critical element of Australia’s initial response. The Prime Minister, the
Hon Scott Morrison MP, took on a visible and significant leadership role throughout the
pandemic. The series of decisive and difficult decisions that the Prime Minister, Treasurer,
Minister for Health and other ministers took to promote health and economic outcomes are
discussed throughout this report. They include closing the international borders; formulating
and implementing in a matter of weeks the biggest ever government payment, JobKeeper; and
disbanding the Council of Australian Governments and replacing it with National Cabinet.

The panel strongly endorses the ongoing operations of effective federal Cabinet and
parliamentary processes during the pandemic. This should include ensuring there is an effective
emergency Cabinet committee to manage the Australian Government'’s response at the highest
level. It is important that this committee has the right membership to address all elements of
the response, and an operating style that allows for rapid and decisive responses that enhance
national coordination. As detailed further in Chapter 6: The Australian Public Service:
responding to a multi-sectoral crisis, it is also crucial that the public service has a governance
structure at Secretary level that can be mobilised rapidly to drive the response.
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In a public health emergency, it is essential that well-understood and exercised Australian
Government-led coordination mechanisms can be rapidly adapted. The purpose-built National
COVID-19 Coordination Commission played an important role in enhancing communications
and engagement channels with business, particularly early in the pandemic. However, it lacked
clarity of purpose, had poor governance and was seen by some stakeholders as duplicating
other effective communication pathways (which are outlined in Chapter 6: The Australian Public
Service: responding to a multi-sectoral crisis). Going forward, existing engagement structures
should be leveraged before creating something new.

The ongoing operation of Australia’s Parliament and the courts, as well as electoral processes,
were also important factors in maintaining democratic checks and balances to ensure public
trust during a period when the Australian Government was exercising extraordinary powers
under the Biosecurity Act 2015 (Cth) and engaging in significant fiscal expenditure.

The use of powers under the Biosecurity Act should be reviewed to ensure harm is minimised in
a future pandemic

The panel notes the Health Minster’s powers under the Biosecurity Act 2075 (Cth) were
important in providing authority for elements of the response. However, it was not clear that
the economic, social, human rights and broader health, including mental health, impacts of
these decisions were balanced against the need for significant restrictions. While rapid
decision-making is required in a crisis, particularly in the alert phase, broader impacts should be
considered, particularly in decisions to extend determinations under the Biosecurity Act 2015
(Cth).

Questions have also been raised with the panel about whether it would have been appropriate
for the Minister for Health to exercise his powers under the Biosecurity Act 2015 (Cth) to a
greater extent — in particular, whether in doing so the negative impacts that resulted from
unilateral decisions by jurisdictions could have been mitigated, for instance the decisions to
close state borders. As previously outlined, the panel considers that efforts should be made to
proactively minimise the harm from state border closures. However, in a public emergency,
legal uncertainty and national disunity might be created if the Commonwealth were to override
state legislation, and this was a time when all levels of government needed to be operating
cohesively.

We also heard that there was hesitation on the extent of these powers, which potentially led to
them not being fully utilised and may also have contributed to the decision to swear the Prime
Minister in as Minister for Health — so the powers were shared. This and the subsequent secret
swearing-in of the Prime Minister for four additional ministerial portfolios has been found by
the independent Bell review to have undermined public confidence in government.**

This was the first time these powers were used in a major crisis and no review of their use has
been conducted. The panel considers the Australian Government should undertake a post-
action review of the use of the human biosecurity provisions under the Biosecurity Act 2015
(Cth), in consultation with state and territory governments. As part of the review, consideration
should be given to:
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e whether any changes are needed to better support a future emergency — for example,
lessons learnt during the pandemic and informed by current challenges with avian
influenza

e how the powers interact with other Commonwealth and state and territory legislation

e whether more tiered powers could be introduced to activate measures more
proportionally before reaching national emergency level

e what potential escalation triggers could warrant the use of the full extent of the powers

e ways to ensure any decisions on extensions of determinations include consideration of
broader advice on the health, economic, educational, social, equity and human rights
impacts.

National coordination across all levels of government with clear roles and responsibilities is
crucial

The establishment of a purpose-specific National Cabinet made up of the Prime Minister and
First Ministers showed leadership and agility in quickly transforming Commonwealth—state
relations to respond to the COVID-19 pandemic in a coordinated way. National Cabinet
provided visible, national and united leadership at the highest levels of government and played
a significant role in the success of Australia’s response. The panel heard repeatedly that it
provided a common sense of purpose — of being on Team Australia — and this underpinned the
early decisive response.

We note the importance of National Cabinet's early establishment of the National Partnership
on COVID-19 Response, which gave states and territories rapid access to funding. This
agreement needed to be negotiated at the highest level because only the nation’s leaders had
the necessary authority to finalise it quickly. We also acknowledge that National Cabinet's
commissioning of the National Mental Health and Suicide Prevention Agreement made
Australia the first country to develop a pandemic mental health strategy.?*®

Despite its early success and ongoing role during the pandemic, the panel heard that unity of
National Cabinet waned in the later phases of the pandemic. In part this reflected the reducing
threat levels and prolonged pressure on leaders, but other factors contributed: implementation
pressures associated with the lack of pre-existing planning structures, especially for complex
logistical matters such as state border closures and vaccine rollouts; and perceived
inconsistency in the states’ responses, sometimes reflective of their local risk levels and other
times not.

While it is not realistic to expect the unity that was present during the initial phases of a
pandemic will be maintained, the extent to which more contentious issues are pre-agreed
could aide cohesiveness in a crisis. The panel considers that National Cabinet should work
together in the immediate future to agree and document the roles and responsibilities of the
Australian Government, state and territory government and key partners in a national health
emergency. This should include escalation (and de-escalation) triggers for National Cabinet's
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activation and operating principles to enhance national coordination and maintain public
confidence and trust.

Areas where in protracted health emergencies more clarity is needed on roles and
responsibilities include quarantine management, vaccine procurement and rollouts, and the
operation of the National Medical Stockpile. This would reduce key areas of tension that at
times undermined a national approach during the COVID-19 pandemic.

National Cabinet would also benefit from developing principles to enhance national
coordination and guide any unilateral responses by individual jurisdictions. For example, on
state border closures the panel heard that they undermined the national response and drove
previously unseen divisions between Australians. As noted above, the panel considers the
Australian Government was right at that time not to override state and territory government
responses, but the very negative impacts of border closures on food security, national supply
chains and access to health care are now better understood.

The panel considers that in any future national health emergency National Cabinet should
strengthen and better utilise existing Commonwealth—state governance structures. Ministerial
councils and advisory bodies bring broader system-wide expertise and extensive networks with
key stakeholders and should be tasked to address complex issues in their policy and
operational areas. In a health emergency, National Cabinet should continue to rely on the
Health Ministers Meeting as the primary source of broader health advice, as Health Ministers
are best placed to apply a broader lens to the Australian Health Protection Committee’s advice.
This would provide a whole-of-health approach while retaining the benefits of direct access to
expert public health advice.

This should not just be restricted to health-related issues. The panel considers that, in a whole-
of-society emergency, National Cabinet decision-making would benefit from receiving broader
advice — for example, on social and human rights issues, broader health impacts (including
mental health), economic impacts and responses, and impacts on priority populations. Broader
advice will ensure that response measures minimise harm and build public trust. National
Cabinet should put in place mechanisms now that ensure it can rapidly leverage this advice in
an emergency.

The panel heard varying views on the merits of local government representation on National
Cabinet and acknowledge they were key to the implementation of many National Cabinet
decisions through their community networks, support and service delivery role. The Prime
Minister and other leaders were strongly committed to membership being restricted to the
decision-makers and placed great importance on the trusted relationships between members.
The panel considers that in a future pandemic response there would be value in more
structured engagement and active consultation with local government to enhance the
coordination and communication of a national response.
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The panel has collated the following operating principles based upon lessons learnt:

Operating principles for a successful Commonwealth—state leaders’ forum

Pillar: Leadership

Maintain a unity of purpose throughout the health emergency by avoiding politicised
public bargaining.

Place a strong focus on national consensus but allow for deviation for jurisdictions
based on their local systems, demographics, and circumstances. Where unilateral state
decisions occur, aim to minimise flow-on impacts at the national level or on other
states and territories through pre-agreeing operational settings including for cross-
border movement of essential workers and local communities.

Pillar: Minimising harm

Ensure expert advice is received on the broader health, economic, social and human
rights implications of decisions during a pandemic, including for at-risk cohorts (noting
these might vary according to the nature of the pandemic).

Maintain structured engagement and active consultation with local government to
ensure decision-making is informed by local knowledge and enhances the
coordination and communication of responses.

Pillar: Trust

Build trust through two-way communication and transparency.

Maintain accountability measures including rapid and efficient mid-crisis
reviews/regular reflection points.

Remove barriers to information sharing between jurisdictions and technical advisory
bodies to better support coordination in planning and delivery.

Pillar: Relationships

Agree clear roles and responsibilities between the Commonwealth and states and
territories at the ministerial, policy and operational levels to ensure responses are
coordinated and harmonised.

Pillar: Agility and innovation

Adapt and modify the governance and membership arrangements to enable rapid,
shared decision-making in potentially uncertain situations, including flexibility in how
advice is being received.

Ensure rapid deployment of intergovernmental funding agreements at the earliest
opportunity which accommodates flexibility for dealing with uncertainties.
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Transparency in decision-making is essential for public trust

The panel has heard various views on the need for transparency, but has concluded that
governments should share more of the evidence and advice that informs key decisions, to build
public trust and allow the public to better understand the need for response measures. A
community input survey conducted for the Inquiry shows that the initial high level of adherence
and cooperative response to significant restrictions is unlikely to be repeated in a future public
health emergency.**® Community feedback suggests that since the pandemic some mainstream
audiences have become more sceptical and critical of government decision-making,**’
highlighting the need for greater transparency in a future crisis.

National Cabinet should develop and agree transparency principles for the release of advice
that informs decision-making in a public health emergency. This should include the rationale
for why decisions are being made that result in the reduction of freedoms.

At the Australian Government level, there should be greater transparency on decisions made
under the Biosecurity Act 2015 (Cth). Determinations the Minister for Health makes under the
Act in response to a health emergency are not subject to disallowance, which limits the
Australian Parliament’s ability to scrutinise or overturn decisions. While we support the need for
the Australian Government to be able to make rapid decisions to support the response, we
note that greater transparency in the advice used to make these decisions would increase
public trust in the response.

Many consider this will be particularly important during protracted health emergencies that
involve significant restrictions to individual freedoms. As noted above, the panel considers there
is merit in exploring ways to ensure any decisions on extensions of determinations include
consideration of broader advice on the health, economic, educational, social, equity and human
rights impacts of extensions. We also consider that this advice, and the health advice used to
make decisions, should be published.

Singapore's response

Singapore’'s COVID-19 response was largely successful, and there are lessons we can learn
about how a unified and coherent governance model can assist in crisis decision-making.2*®
Singapore has a centralised administration and political legitimacy. The Government of
Singapore was therefore able to be agile, maintain public trust in government and ensure the
public complied with its policies. During the pandemic, public health decisions were
concentrated among a small number of key government officials who led various national-level
executive groups and taskforces. Singapore'’s agile decision-making and response rested on the
fact that its key decision-making bodies were integrated into a full crisis management
structure.®* All bodies had clearly defined roles and responsibilities, and this ensured that its
whole-of-government framework was operating effectively.>*® These features of Singapore's
response helped its government respond quickly to changes in the virus and the information
available.’
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5. Learnings
Commonwealth—state leaders’ forum

e A national cabinet or similar entity is critical in bringing together national and state and
territory leaders to act in the national interest of all Australians, utilising the strengths of
a federated system to adopt a unified and holistic approach to minimise the protracted
health, safety, economic and social impacts associated with a pandemic.

e Existing forums need to be modified to enable rapid and shared decision-making in
uncertain circumstances.

e The Australian Government should, where necessary, lead efforts to better coordinate
and harmonise the policy and regulatory responses relating to areas that impact safety,
economic security, food security, key supply chains, essential workers and other areas
with shared responsibilities across governments to support a greater consistency
reflective of risks.

e There needs to be greater clarity regarding roles and responsibilities, communication
pathways and the allocation of responsibilities for areas of shared responsibility
between governments.

e Local governments are critical for the implementation of National Cabinet decisions and
help to build and maintain public trust in government and drive the behaviour change
necessary at the local level to implement restrictive measures required to respond
effectively to the pandemic. In future crises, National Cabinet would benefit from having
more structured engagement and active consultation with local government to ensure
decision-making is informed by local knowledge and enhances the coordination and
communication of a national response.

e Given the Minister for Health holds significant personal powers under the Biosecurity Act
2075 (Cth) to make decisions during a health emergency and these powers were
previously untested, it is important to embed the Minister for Health into the
Commonwealth decision-making process, including the development, implementation
and monitoring of decisions.

e Where states and territories intend to make unilateral decisions that could potentially
have significant impacts at a national level during a public health emergency (e.g.
domestic border closures, school closures), specific mitigations should proactively be
considered by National Cabinet to minimise disruptions as a result of those actions. First
Secretaries and senior officials could play a key role.

e Greater agreement at National Cabinet is needed about the escalation triggers that
would warrant the activation of the Minister for Health's full set of statutory powers
under the Biosecurity Act 2015 (Cth) to adopt a coordinated response across all levels of
government that minimises any flow-on impacts from unilateral state and territory
decisions.
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The rapid deployment of Commonwealth funding to states and territories in the early
stages of the pandemic through the National Partnership on COVID-19 Response was
an important initiative and critical to building key responses at the state and territory

level. This approach should be replicated in future health emergencies.

Maintaining democratic processes

The continued operation of parliamentary and other oversight processes throughout
the pandemic is vital given the extraordinary powers that underpin key emergency
decision-making in a pandemic and the profound potential impacts on human rights,
equity and health, economic and social outcomes.

Demonstrating unity of purpose

National Cabinet was most effective in the alert phase of the pandemic when it had a
strong galvanising event and was operating in great fear and uncertainty. There was a
strong reliance on having collaborative, collegiate, and frank discussions in a timely way,
providing equal access to national data and information, and removing of bureaucratic
processes so members could hear directly from experts. This approach was pivotal to
the success of the national response and should be maintained in a future pandemic.

Adopting a more holistic approach in decision-making

The importance of making decisions based on key public health advice in a health
emergency is described as a key pillar of Australia’s response to the pandemic.
However, the scale and likely differential impacts of a pandemic across the population
and economy make it necessary for governments to consider and mitigate unintended
consequences in parallel and seek to minimise negative impacts on broader health,
mental health, educational, equity, economic and social outcomes. Decision-making
should be informed by real-time data on efficacy of measures and impacts.

Building and maintaining trust

Trust and confidence in government decision-making was negatively impacted by a
number factors, including inconsistency in response by different jurisdictions, lack of
clarity or acceptance of evidence supporting key decisions, misinformation and
disinformation, perceived ‘politics’ being played and perceived unfairness of responses.

There was an acknowledged need for greater transparency to assist in building and
maintaining public trust in a protracted health emergency given the response’s high
reliance on people being prepared to change their behaviours and act in the collective
good, while experiencing negative impacts on key relationships and economic security.
This extends to providing greater public access to significant health advice supporting
the emergency declaration and extensions of emergency determinations imposing
significant restrictions on individuals and business and other mandated actions, as well
as the nature of the risk.
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Under the Biosecurity Act 2015 (Cth), in determining whether the Minister for Health
should exercise his emergency powers, his decision-making process was informed by
public health advice and consultation with a core list of ministers, and received
endorsement by the National Security Committee. Depending on how the Minister for
Health intends to respond to the emergency, relevant ministers should be consulted on
any direct economic, social or human rights impacts in order to minimise any
unintended consequences of a decision. The protocol for the Minister for Health's
decision-making should be made public to increase public trust in the considerations
that go into decision-making.

Enhancing sustainability and efficiency

Australia was well served by the retention of Cabinet decision-making processes
throughout the pandemic. Structures need to be pre-determined and able to be rapidly
established in future pandemic emergencies to bring together key health, financial,
legal, regulatory, social and industry decision-makers at ministerial levels. Membership
of key Cabinet and supporting secretary-level committees may need to be reviewed to
better reflect the nature and scale of the health emergency to include health, social
services and other key ministers.

Given the importance of rapid information sharing between governments and key
statutory and technical advisory structures, coordination and consistent communication,
confidentiality rules and other constraints on timely sharing of information may need to
be reviewed based on lessons learnt during the pandemic.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 3: Conduct post-action reviews of outstanding key COVID-19 response measures to
ensure lessons are captured.

Review the human biosecurity provisions of the Biosecurity Act 2015 (Cth), including to:

examine whether further amendments are needed to ensure it can be deployed
proportionately to the level of risk in human health emergencies

explore ways to ensure any decisions on extensions of determinations include
consideration of broader advice on the health, economic, educational, social, equity and
human rights impacts

consider inclusion of provisions for tabling or publishing relevant advice and rationale
for the extension of determinations that implement restrictive measures under the
Biosecurity Act 2015 (Cth).
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Action 5: Develop updated health emergency planning and response arrangements in
conjunction with states and territories, and key partners, including consideration of escalation
and de-escalation points, real-time review and a focus on post-emergency recovery.

The series of plans should:

e have clearly defined scope, ownership and accountability, including a clear legal basis
and defined roles for Commonwealth bodies (including the CDC), states and territories,
and industry partners such as aged care providers

e embed pre-planned review mechanisms to support the real-time, rapid review of
consequences as they arise, including quick assessments and corrections to emergency
response measures without a protracted inquiry process.

Action 8: Establish mechanisms for National Cabinet to receive additional integrated expert
advice for a whole-of-society emergency, including advice on social, human rights, economic
and broader health impacts (including mental health considerations), as well as specific impacts
on priority populations.

In parallel with making decisions based on key public health advice, National Cabinet should
consider the differential impacts of a pandemic across the population and economy. This must
include considering and mitigating unintended consequences, and seek to minimise negative
impacts on broader health, mental health, educational, equity, economic and social outcomes.

Human rights considerations should be embedded into National Cabinet's decision-making
processes, particularly where measures are intended to significantly restrict rights and
freedoms.

This might include mechanisms for a national health emergency that allow:

e Health Ministers’ expertise to be utilised as a key source for whole-of-system health
advice for National Cabinet

e Heads of Treasuries to be expanded in a crisis to include the Reserve Bank of Australia
Governor (and other key economic regulators as required) to bring together national
economic expertise to support National Cabinet.

e expert advice to be sought from the Australian Human Rights Commissioner and other
commissioners (e.g. National Children’s Commissioner) to support better understanding
of the broader impacts of their decisions on human rights and priority populations.
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Action 9: Agree and document the responsibilities of the Commonwealth Government, state
and territory government and key partners in a national health emergency.

This should include escalation (and de-escalation) triggers for National Cabinet’s activation and
operating principles to enhance national coordination and maintain public confidence and
trust, including:

e National Cabinet providing opportunities for more structured engagement and active
consultation with local government to enhance the coordination and communication of
a national response

e agreeing escalation (and de-escalation) triggers for activation and operating principles
to enhance national coordination and maintain public confidence and trust, including in
relation to state border closures

e greater clarification of roles and responsibilities, including around key areas of shared or
intersecting responsibility such as vaccine distribution, health and social care of people
with disability, older Australians and the provision of economic support in a national
health emergency.

Action 10: Agree and test a national Australian Government governance structure to support
future health crisis responses, including an appropriate emergency Cabinet Committee and a
‘Secretaries Response Group’ chaired by the Department of the Prime Minister and Cabinet that
brings together the lead Secretaries and heads of relevant operational agencies, to coordinate
the Australian Government response.

A purpose-specific governance structure, aligned with the revised Australian Government Crisis

Management Framework, should be rapidly mobilised and tested in future pandemic incidents
requiring a multi-sectoral response.

Plans should be tested to ensure they are ready to be mobilised ahead of a crisis.
The governance structure should include:

e an Emergency Management Cabinet Committee to manage the Australian
Government's response, with appropriate membership and operating principles to
reflect the nature of the risk, the role of statutory decision-makers and the importance
of having the right people, with the right knowledge, at the right table, at the right time

e a'Secretaries Response Group’ with a similar role to the Secretaries Committee on
National Security, to support the Prime Minister and Cabinet to lead the coordination,
development and implementation of the Australian Government response.

o The Secretaries Response Group should be chaired by the Department of the
Prime Minister and Cabinet and include lead Secretaries and heads of
operational agencies that reflect the specific circumstances of the emergency
and response.
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o There should be formal reporting lines between the Secretaries Response Group
and other senior officials’ bodies, including supporting clusters of officials across
relevant departments to progress work and enhance coordination with the
states and territories.

Action 16: Develop and agree principles for the transparent release of advice that informs
decision-making in a public health emergency.
National Cabinet (and other key decision-making bodies) should be more transparent in

disclosing the expert advice that underpins their decisions, and the other multi-sectoral factors
that must necessarily influence policy decisions.

e This should include the rationale for why decisions are being made that result in
significant reduction of freedoms.

e Principles should be developed in partnership with science communication experts to
ensure consideration is given to how evidence and advice can be easily interpreted
given the inherent complexities and nuances.

19



Chapter 5 — Trust and human rights
1. Context

During a crisis, trust in government is an essential foundation given the need for people to
potentially drastically change their behaviour to avoid adverse outcomes (in the case of the
COVID-19 pandemic, to protect themselves and the community from severe illness and death
and the potential collapse of the health system and societal functioning.?*> Compared
internationally, Australians enjoy a high level of access to human rights and freedoms.?>* During
the pandemic, however, the significant restrictions that were in place to reduce the risk of the
disease impacted on freedoms and human rights — disproportionately so for some occupations
and population groups.

This chapter identifies the issues that impacted trust in government and institutions and were
perceived as most detrimental to individual freedoms and rights during the pandemic. It also
considers specific issues regarding digital technology and privacy in a pandemic.

Before the COVID-19 pandemic, an Organisation for Economic Co-operation and Development
(OECD) survey indicated that almost half of the Australian population trusted government,
which placed us 10 out of 19 countries.?** Trust in public services was slightly higher (58 per

cent) and trust in the healthcare system was higher still (66.7 per cent).?*®

Studies found that during the pandemic, societies with higher trust recorded lower excess
mortality rates®*® and lower standardised infection rates.’ Early success in combating COVID-
19 increased trust in a government.2*® An increase in trust at the beginning of the pandemic
could increase the success of government containment measures. However, there was a risk
that the containment measures themselves would decrease trust the longer they were in
place.?*

The extraordinary measures implemented in Australia during the pandemic required the
restriction of certain rights (e.g. freedom of movement and freedom of association). Levels of
trust in governments, officials and experts, and the public’s willingness to accept significant
restrictions on their human rights, changed significantly throughout the pandemic. Trust in
government was high in the alert phase of the pandemic, but the longer the pandemic

continued, the more trust decreased from its peak in mid-2020.%%°

Australians were initially willing to forgo their usual high levels of freedom to unite for the
common good. For example, they were willing to comply with strict international border
restrictions and mandated supervised quarantine despite the significant restrictions these
policies placed on individual freedoms. By the second year of the pandemic, restrictions on
personal freedoms were less accepted as Australia’s rate of infection remained low relative to
other countries.

Many of the key data-sharing and digital measures in the pandemic relied on individuals
trusting the safety and privacy protections around the use of their data. Digital technology was
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important during the pandemic to support the government response. Digital solutions were
developed to support contact tracing, and QR code check-in was introduced to enable the
reopening of businesses. The speed of the response exposed gaps in Australia’s outdated
privacy legislation. Privacy issues became apparent in the public sharing of individual case
information and through the use of digital technologies. There was also concern that contact-
tracing data could be shared with police and used to build a case for breach of public health
orders, or other criminal matters. A loss of trust in the security of public health data would have
undermined contact tracing and the early identification and control of outbreaks.

2. Response

2.1. Trust

In the alert and suppression phases of the pandemic, public trust in government increased
dramatically from pre-pandemic levels as governments took swift action to contain the virus
and reduce severe illness and death.?®' The Scanlon Institute’s Mapping Social Cohesion report
found that 85 per cent of respondents believed that the Australian Government was
responding ‘fairly well or ‘very well’ to the pandemic.?*?

Throughout the pandemic, governments collected data to assess the effectiveness of health
and other response measures and assist in devising new measures. The Department of the
Prime Minister and Cabinet’s Behavioural Economics Team undertook a COVID-19 Barometer
Survey over 13 weeks between March and June 2020. The survey aimed to measure people’s
behaviour and attitudes in response to the pandemic, with a particular focus on protective
health behaviour. The results provided a real-time dataset on acceptance of protective health
behaviours and its drivers, and informed modelling by a Doherty Institute led consortium. This
information went to the Prime Minister, National Cabinet, the Department of Health and the
National Health and Medical Research Council and was a key input into policymakers’
understanding of compliance with lockdowns and other directives. Similar surveys were
conducted at state level 2%

The Department of the Prime Minister and Cabinet’s Behavioural Economics Team's survey
found a decline in compliance with protective health behaviours from 9 out of 10 in early April
2020, to 4 out of 10 in late June 2020. For example, the number of respondents reporting that
they always kept 1.5 m from others fell from 6 out of 10 to 4 out of 10. The survey found that
people were more likely to engage in protective behaviours when they perceived a threat from
COVID-19, understood the benefits of protective behaviours, did not face costs in complying,
trusted those advising them to engage in protective behaviours, and saw their peers
complying.?®*

As the response continued into the suppression and vaccine rollout phases, trust steadily
declined, eventually returning to pre-pandemic levels.?®® The reasons for this decline vary across
studies and depend on the individual. However, lower confidence and trust have been
associated with:
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e older age

e lower education levels

e lower health literacy

e being born in Australia

e lower perceived COVID-19 risk in Australia

e not being personally concerned about getting COVID-19

e use of non-government information sources as a top information source (e.g. social
media, news websites)

e chronic health conditions.?®®

As outlined in Chapter 11: Communicating in a crisis, there was significant demand for
information regarding the virus and how to combat it. The mass of information had an
undermining effect on trust, along with the pre-existing shift in the media landscape to non-
traditional sources of information. It was not clear who had relevant expertise to comment on
certain topics. This impacted trust in science, particularly in relation to COVID-19 vaccines.

2.2.Human rights

During the pandemic, Australians experienced significant restrictions on their freedoms and
human right5267.268 At the Commonwealth level, most of these restrictions resulted from
response measures agreed by National Cabinet (particularly during the alert phase) and
enacted through the Biosecurity Act 2015 (Cth). They included restrictions on movement and
association, hotel quarantine and the international border closure.

States and territories were largely responsible for implementing public health measures
following National Cabinet decisions. Through public health orders, directions and legislative
instruments, they imposed state border closures, lockdowns, school closures, and vaccine and
mask mandates. As the pandemic continued, individual states and territories became more
divergent, taking unilateral response measures with varying levels of restrictions.

People interviewed for the Inquiry confirmed that many of these restrictions arose from
government decision-making processes that were not pre-planned, were set up quickly and
initially lacked clarity, transparency and avenues for review or appeal.”® The panel has heard
that human rights were not a primary consideration in decision-making at the National Cabinet
or federal level. Instead public health advice was prioritised in decisions throughout the
response.”’

In Australia, human rights protections come from a diverse range of sources. At the federal
level these include the Australian Constitution (express and implied protections), common law
and statute law, and policy and practice. At the state/territory level each jurisdiction has
different statutes relating to human rights.
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The Australian Human Rights Commission has powers to investigate and conciliate
discrimination and human rights complaints. It played a key role during the pandemic in
investigating complaints about discrimination and human rights breaches. In the 2022-23
October Budget, the Australian Human Rights Commission received $31.8 million of additional
resourcing for its core functions, including $3.6m to fund a temporary staffing increase to help
clear the backlog of complaints, including the COVID-19 related complaints.?”!

The main role of the Parliamentary Joint Committee on Human Rights is to examine Bills, Acts
and legislative instruments for compatibility with human rights. Under the Human Rights
(Parliamentary Scrutiny) Act 2011 (Cth), legislative instruments that are not subject to
disallowance — such as emergency determinations made under the Biosecurity Act 2015 (Cth) —
need not be accompanied by a 'statement of compatibility with human rights’.2’? However,
given the potential human rights impacts of legislative instruments dealing with COVID-19, the
Parliamentary Joint Committee on Human Rights assessed them for compatibility with human
rights and sought additional information from the responsible ministers where limitations to
human rights were put in place.?”? The Parliamentary Joint Committee on Human Rights has no
legislative function to assess legislation or legislative instruments made under state or territory
legislation.

At the state level, three jurisdictions have human rights legislation, all of which list factors that
determine whether a limitation on a right is justified. Some of the additional key features
include:

e Victoria's Charter of Human Rights and Responsibilities Act 2006 requires public
authorities to only act in a way that is compatible with human rights.

e The Australian Capital Territory's Human Rights Act 2004 requires public authorities to
act and make decisions in a way that is compatible with human rights. In making
decisions they must give proper consideration to relevant human rights.

e Queensland’'s Human Rights Act 2079 requires public authorities to act and make
decisions in a way that is compatible with human rights. In making decisions they must
give proper consideration to relevant human rights.

2.3.Privacy

Privacy issues emerged early in the pandemic as public health data were shared at
unprecedented levels and as digital tools to help with the response were quickly developed.
The Privacy Act 1988 (Cth) applies to Australian Government agencies and private sector
organisations with annual turnover of $3 million or more, and regulates how business and
Australian Government agencies must handle people’s personal information.*”* The Privacy Act
1988 provides 13 Australian Privacy Principles, which are the cornerstone of the privacy
protection framework. They govern how organisations collect, use and disclose personal
information; their accountability for these actions; integrity and correction of personal
information; and people’s rights to access their personal information.?” The states and
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territories have privacy legislation that covers how their public sector agencies must handle

personal information.’®

The Australian Government was quick to develop the COVIDSafe smartphone app for contact
tracing. Privacy was a key consideration during the development of the app. The Australian
Information Commissioner was consulted and their recommendations were implemented.?”’
The app was launched on 26 April 2020 and received legislative backing from the Privacy
Amendment (Public Health Contact Information) Act 2020 (Cth), passed on 12 May 2020.27
Within a month there were over 6 million registrations — approximately 25 per cent to 30 per

cent of Australian adults.?”®

From September 2020 onwards all state and territory governments released QR code based
check-in apps. Most mandated the use of their app to support contact tracing.”® State owned
and managed QR check-in apps were not subject to the Privacy Act 1988 but rather to the
state’s privacy laws.?®'

In 2021 the Office of the Australian Information Commissioner collaborated with state and
territory privacy commissioners to develop a set of universal privacy principles to address the
risks relating to information security and privacy.”® These principles supported a nationally
consistent approach to resolving privacy issues, guided best practice for government and
business, and ensured that ‘privacy by design’ would be built into any COVID-19 response to
help maintain public trust.*®

3. Impact
3.1 Trust

3.1.1. Increase in trust during the alert phase of the pandemic

During the alert phase of the pandemic, the general public knew very little about the virus.
People turned to government for information and protection of their health, interests,
livelihoods and families. This was markedly different from expectations of government during
normal times.2®*

Initially the government lived up to people’s expectations. The creation of National Cabinet, the
perceived unity among political leaders, the reliance on health advice and the regular
communication from political leaders alongside health experts signalled to the public that
government was prioritising the protection of its citizens' lives.?®> The government also rapidly
established economic relief and social support programs to address concerns about the
broader economic and social impacts of the pandemic. This unified, timely response that
considered both health and economic security had a direct positive impact on trust. In turn the
increase in trust encouraged people to comply with public health orders, and this made
containment measures more effective.?®® The success of Australia’s response in containing the
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spread of COVID-19 during the alert phase supported the government’s message that it was
doing all it could to keep Australians safe, which reinforced trust.

The Australian Government provided adequate information on the pandemic and
made sure the population were aware of the impacts, and also ... how to respond
and manage the symptoms without panic. Moreover, the financial support given
to the citizens who were impacted was very helpful. — Survey participant’®

The reported increase in trust in government is consistent with numerous studies showing that
trust increases during and after disasters.?® It is common for people to look to authorities to
guide them through a crisis and to put aside partisan matters and band together for a common
cause — the ‘rally around the flag’ effect.?®

Overall, | think the government did a good job at keeping people safe compared
to other countries who didn't take action quick enough or were not as strict. | was
always happy to comply with the restrictions as | knew it was for the greater good.
- Survey participant®®

3.1.2. Growing loss of trust as the pandemic restrictions remained in place

The panel overwhelmingly heard about a decrease in trust as the pandemic wore on.*' This
arose from concerns about the lack of transparency and supporting evidence for decision-
making, the stringency and duration of restrictions and mandated measures, access to vaccines
and inconsistencies in state and territory responses.

Government leaders held daily press conferences, released case and death statistics and some
modelling, and later released statistics on vaccine uptake. However, the perception that
governments were not transparent was a strong theme in what the panel heard.

In the future we need more transparency which means more trust ... they need to
communicate more, for example why we are doing this or stopping this. — Focus
group participant®

Focus group participants said that governments resisted releasing information that may have
contradicted the policies they were pursuing.®” This opinion led to a view that government did
not trust the public to understand or interpret information correctly.*** A lack of transparency
around vaccination prioritisation decisions reduced trust in government, particularly among
people with disability. The panel heard that a lack of transparency also increased the perception
that the government was hiding adverse information.?® This view fuelled the spread of
misinformation and disinformation.

People felt they were unable to criticise or question government decisions and policies. Focus
groups described how fear-based, patronising and heavy-handed communication from political
leaders added to the perception that restrictions were not up for debate.?*® Fear-based
communication coupled with punitive approaches caused some people to turn away from
official and credible sources of information, further eroding their trust in government.
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I'm not a fan of how it was handled, it was very aggressive ... we had no freedom
of choice or bodily autonomy ... | have less trust in government and health
officials now. — Focus group participant®®”

One of the greatest challenges to trust in science was when jurisdictions took different
approaches in similar situations while telling the public they were listening to the science. The
Australian Government encouraged national consistency, but by mid-2020 it had become
increasingly difficult to achieve.?® We heard that criticisms of and comparisons between
different state and territory approaches were not helpful and may have added to the questions
people had about the science itself and the application of science in policymaking (see Chapter

9: Buying time for more detail).?%

Opinions were particularly polarised on mandatory public health measures. Concerns about the
safety, effectiveness and legality of these measures were strongly influenced by social media
sources. The panel heard that mandating restrictions and actions, especially vaccination, had
the biggest negative impact on trust and increased rejection of these measures (see Chapter 10:
The path to opening up for a broader discussion of vaccine mandates). A significant number of
submissions, focus group participants and survey respondents voiced negative opinions about
mandates.*® People reflected that mandating certain behaviours made them feel ‘forced’ and
‘disempowered’ 3"’

I don't think anything should be made mandatory, and having people backed into
a corner takes trust away from the government. Where's the freedom of choice
when our only options were get vaxxed or lose your job? How is that fair? —
Survey participant’®

Focus groups revealed that many people had strong negative feelings about vaccine mandates
and that these feelings had a strong correlation to mistrust in government and medical
science.*®® In a community input survey conducted for the Inquiry in 2024, 21 per cent of
respondents said they would not get a vaccine offered by the government in a future public
health emergency, and 17 per cent said they might or might not.3** This is consistent with what
we heard from our roundtable, where people raised concerns that erosion of trust coupled with
loss of agency in vaccine choices in a pandemic can reduce uptake of non-mandated

vaccines.>®

The panel heard different views on the causes of decreased trust. The range of views highlights
how complex it is to define, and therefore improve, trust in government. We heard how
individual negative experiences undermined people’s trust in government.>*® People who were
stranded overseas, not permitted to see dying loved ones, frustrated by changing restrictions
and unable to access supports expressed their resentment towards and distrust of
government.*%’

COVID has completely changed my views on the medical field and profession ...
my trust is at rock bottom, gone completely. — Focus group participant®®
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Don't lie. Most people have good intuition. Unfortunately, you lied so much during
this event. Most will never ever trust you. — Survey participant’®

People’s perceptions of the handling of the pandemic have changed over time. In a survey
conducted in 2024, 54 per cent of survey respondents said the government'’s response at the
time was appropriate, compared with 80 per cent of survey respondents during the peak of the
pandemic in 2020 and 2021.3" In 2024, 29 per cent of survey respondents said the Australian
Government had overreacted to the situation and were more likely to rate its performance
poorly compared to survey respondents during the peak of the pandemic.®*" This change
reflects the feelings of some that, with hindsight, pandemic measures did not align with the
threat level and were kept in place for too long. It also shows a potential decrease in people’s
likelihood to follow significant restrictions in future public health emergencies.

The panel heard multiple strategies to increase trust before and during the next public health
emergency. The most common suggestion was to provide greater transparency. Many people
told us that publicly releasing the evidence, advice and data that were relied on for decision-
making was a non-negotiable strategy for the next pandemic.*"* Greater transparency was also
linked with more open and frank communication with the public on government decision-
making processes.®” We heard that the government needs to be prepared to admit to the
public that decisions cannot solely be based on health advice, that it may not have all the
information, or that restrictions may change as information changes.*" Collecting and sharing
real-time effectiveness data beyond case counts is critical to justifying decisions to introduce,

continue or intensify response measures, and their duration.*”

The panel heard that open dialogue and robust public debate improves policies and will be
essential to maintaining trust in government during the next pandemic.®™® Government must
establish partnerships with community groups to ensure people feel heard and valued and see
their views reflected in policies*"” The panel heard that community input is particularly
important for structurally disadvantaged and marginalised groups whose experience differs

from that of the general community.*®

Survey respondents were asked specifically what factors would increase adherence with
significant restrictions in a future public health emergency. Responses highlighted the
importance of communicating requirements in a clear and easy to understand manner, and
providing explicit justifications for why significant restrictions are in place.>”

3.1.3. Impact of the enforcement approach on trust and future compliance

Both the level of restrictions imposed and the approach used by states and territories to
enforce these restrictions impacted trust. This is likely to affect future levels of compliance with
public health orders, and community trust in police. The panel heard that governments need to
consider how to manage compliance with significant restrictions more consistently across
different locations and groups, particularly the use of the police and the Australian Defence
Force, to ensure any future compliance approach is reasonable and proportionate to the public
health risks. *2°
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States and territories were largely responsible for implementing many of the restrictive
measures and determining how they would drive compliance and enforce restrictions. The
Australian Government offered states and territories the assistance of the Australian Defence
Force, which was accepted by some jurisdictions during various phases of the pandemic.

During the suppression phase, state and territory public health directions and orders began to
vary across jurisdictions. Local variation did not always align with overt differences in outbreak
control challenges or risks. Restrictions sometimes changed frequently, becoming more
complex and difficult for the community to understand.

Jurisdictions also took differing approaches to compliance. Some states used enforcement (e.g.,
New South Wales and Victoria — see Melbourne tower lockdowns). Others chose a more
health-driven, educational approach. For example, we heard that the Australian Capital
Territory chose to balance the risk of spreading COVID-19 with the protection of human rights
and displayed better engagement overall.**' Evidence suggests that relying on an enforcement
approach does not necessarily provide the intended outcome and can have negative impacts.
For example, we heard that it eroded trust in the police and health authorities, had a
disproportionate impact on specific populations, reduced the likelihood of future compliant
behaviour, and in some circumstances led to violence — such as the violent anti-lockdown

protest in Melbourne and violent threats against local councils.???

The panel heard that New South Wales relied on a policing response as the New South Wales
Police Force alone had the requisite legislative powers and responsibilities to enforce
compliance with public health orders.** The New South Wales Government acknowledged the
need to balance the social and cultural wellbeing of the public against the requirement for
policing actions, but the panel heard they did not always find the correct balance. ** We heard
that the use of on-the-spot fines for non-compliance of public health orders was viewed as
largely chaotic, unfair and discriminatory.**> COVID-19 related fines were higher than fines for
existing criminal offences and were disproportionately issued to specific population groups:

e Aboriginal and Torres Strait Islander people

e people who were most likely to be outside their home, such as people experiencing
homelessness and children with socio-economic challenges or unsafe home
environments

e people whose main language was not English, because public health orders were only
published in English for a considerable period during lockdown 3%

Rapid changes to public health orders also made it almost impossible for the police to maintain
a current understanding of the measures in place and issue infringement notices appropriately.
For example, the New South Wales Government withdrew over 33,000 COVID-19 fines
following a New South Wales Supreme Court decision in November 2022 that found that fines
must clearly specify the offence committed in order to be valid.*” New South Wales residents
had 21 days to claim a refund of invalid COVID-19 fines.*?®
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The impact of restrictions and enforcement measures was borne out in individual submissions
and in the Inquiry’s focus groups. People told us that, since the COVID-19 pandemic, there
continues to be resentment about what they lost (e.g. choice, connections, freedoms and
autonomy).** Focus groups suggested a need to rebuild the social fabric of society as this will
be critical to effective management in future public health emergencies.®*’ They also suggested
that in a public health emergency the government needs to use positive methods to encourage
adherence, goodwill, openness to information and trust, rather than the ‘stick-based’ approach
taken in some jurisdictions that were perceived as ‘punitive’ and ‘forceful’ 33

3.2.Human rights

The panel heard acknowledgement that there were legitimate reasons for governments to
impose restrictive measures. However, the panel heard these restrictions had to meet the
requirements of legality, necessity and proportionality, and be non-discriminatory.®*
Restrictions that continued to meet these requirements were not considered to impact on
human rights.
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We heard that it was critical to strike a balance between competing rights such as the right to
health and the right to freedom of movement and association.>** However, how the public
perceived this balance depended on the phase of the pandemic and the level of trust people
had in the government's response. According to focus groups, the public were initially tolerant
of restrictive measures but their tolerance decreased as the country shifted into the suppression
and vaccination rollout phases.>*' People felt that restrictive measures were not appropriate for
the long term and were too heavy-handed and controlling.**® There was a perception that
authorities lacked compassion and refused to make exceptions based on need and
circumstance.** For example:

e as some restrictions were for long periods of time, they came with a significant human
cost. We heard that this was increasingly perceived as disproportionate to the risk,

especially in relation to cohorts such as children and young people®*

e significant concerns were raised about vaccine mandates and people’s freedom to
make their own medical choices — whether to take a COVID-19 vaccination — and the
consequences of choosing not to

e public health restrictions left older Australians, particularly those in residential aged care
facilities and palliative care, socially isolated with very limited access to their families and
communities.>* In this case, there needed to be more consideration of individual choice
when balancing the competing rights of spending time with family or remaining more
isolated to reduce exposure risk.

In addition to the public’s concerns, the Australian Human Rights Commission highlighted
concerns about the lack of transparency in explaining the continued justification for some
restrictive measures.>*® The former President of the Australian Human Rights Commission
identified that the usual checks and balances were not in place to ensure the appropriate
transparency and accountability in decision-making, and that Australians had been potentially
subjected to unnecessary restrictions of their rights and freedoms.*/

The panel heard that having a national human rights framework or a national Human Rights
Act would ensure that the government accounts for the necessary human rights considerations
in its decision-making. The panel heard from some stakeholders that it could also provide a
clear set of enforceable human rights standards that offer an avenue for people to challenge
potential breaches of their rights.**® At a state level, the Victorian, Australian Capital Territory
and Queensland governments were required to comply with their human rights legislation. For
example, we heard from the Australian Capital Territory government that human rights were
always a key consideration in its decision-making processes.>* In particular, the Chief Health
Officer would regularly speak with the Australian Capital Territory Human Rights
Commissioner.®*® We heard that in Victoria, consultation on human rights was mandatory.*’

However, we heard that even in jurisdictions with human rights legislation there can still be
issues given there is no Commonwealth-level Human Rights Act, particularly where
responsibilities are shared between the Commonwealth and the states and territories.>** The
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panel heard from constitutional lawyers and human rights leaders that the federal government
and National Cabinet need to further embed human rights into decision-making processes,
especially when decisions with a strong potential impact on human rights are being made in a
rapidly changing and uncertain environment. **3 They considered this would strengthen the
quality of decisions and improve accountability. Roundtable participants identified the
importance of developing policy measures within existing frameworks that already have human
rights protections built in.** For example, JobKeeper was an important support but was
managed outside the existing social security system, so there was a lack of clarity about the
protections available and rights of appeal *>®

The panel heard that there were limited community engagement channels for human rights
concerns to be fed into decision-making. Real-time input would help governments to better
understand potential human rights impacts on different communities and how best to balance
any competing rights. This would also support more open and frank communication with the
public on decision-making processes, and help all levels of government to explain why
decisions are made and what circumstances could lead to a change in decision or the end of an
intervention.®>®

3.2.1. Disproportionate impacts of restrictions on specific populations

The panel heard that the impacts of restrictive measures were felt disproportionately across
various populations — such as children and young people, culturally and linguistically diverse
communities, people with disability, people experiencing homelessness and Aboriginal and
Torres Strait Islander people — and by occupation and geographic location. The cause of this
was governments not adequately considering the specific characteristics and needs of these
populations in their decision-making processes. We heard that it often reflected lack of
understanding, knowledge and direct input from peak bodies and population-specific non-
government organisations and communities (see the Equity section). We heard that:

e for Australians in residential aged care, restrictions imposed during the pandemic had a
significant and disproportionate impact. This included restrictions on access to broader
health care and visits from family members. We heard that the restrictions made
residents feel like 'second class citizens’ without agency in the final years of their lives.**
More on this is covered in Chapter 18: Older Australians

e for people with disability, there were particular concerns about restrictions on visits to
closed indoor settings, including the homes of people with disability. For example,
denying family and carers access to these settings during lockdowns increased the risk
of human rights breaches through forced isolation and reduced basic care. We also
heard that people with disability felt that their right to equitable healthcare access was
undermined during the pandemic. More on this is covered in Chapter 16: People with
disability

e children’s rights were deprioritised to support the public health response. This had
significant long-term impacts that outweighed the risk to children and the wider
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community. The key decision-making forums had no representative for the rights of
children. More on this can be found in Chapter 14: Children and young people

e Australian citizens' rights were restricted as a result of the international travel
restrictions and the India Travel Pause. Some Australians were left stranded overseas for
extended periods of time, encroaching on their rights as citizens. More on this can be
found in the Chapter 7: Managing the international border

e for regional, rural and remote communities, measures imposed in metropolitan areas
were not always appropriate. It was also difficult, particularly in more remote areas, to
find locally relevant information about risk and pandemic response measures from the
government 3>

Rights of people in detention

Correctional facilities and places of detention were hotspots for COVID-19 outbreaks and
carried additional risks due to the close living environment, security requirements and inflexible
infrastructure, and the physical and mental health vulnerabilities of detainees.>* Detainee
populations also have a higher prevalence of health conditions associated with greater risk of
severe COVID-19 disease.**® While people in correctional facilities and places of detention have
limits placed on their movement and activities in ‘'normal’ times, during the pandemic they
faced greater infection risk than the general public because of the congregated living
arrangements, and even stricter restrictions impacting their human rights.

We heard that at least one prison initiated an immediate lockdown and restricted people to
their cells for 23 hours a day if there was a COVID-19 outbreak.*®' The prison was ‘in a state of
panic’, which heightened everyone’s stress levels. Detainees were only able to speak to a social
worker for approximately 10 minutes to identify suicide risk.*®? There was increased separation
and isolation within correctional facilities, and less access to programs, education, family and
legal visits. Incoming prisoners, including children and young people, were forced to
quarantine.*®® Aboriginal and Torres Strait Islander people who were incarcerated were
prevented from attending critical cultural practices, such as Sorry Business, and there were
fewer transfer requests approved for those wanting to move to a prison closer to their
community and country (see Chapter 13: Aboriginal and Torres Strait Islander people for
more).3%*

The panel heard that if human rights considerations had been prioritised and fed into regular
reviews of decision-making, it would have helped minimise the unintended negative and
inequitable consequences of some measures for at-risk populations.*®® For example, it was
suggested that a human rights informed approach to the vaccine rollout could have led to
better organisation and prioritisation.**®

Certain business sectors were also disproportionately impacted by restrictions. Measures were
progressively introduced to support some sectors (e.g. child care, arts and tourism) but were
not always equally beneficial to all businesses within sectors.?*” See Chapter 24: Supporting
industry for further details. We are still seeing legal challenges to the proportionality of
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interventions play out in courts across the country. For example, the Supreme Court of Victoria
has recommended a class action representing over 100,000 businesses claiming
disproportionate impacts during lockdowns to proceed to mediation in November 2024 3
Only after all cases are resolved will the true cost burden for taxpayers be revealed, and the
lessons for future pandemics be fully understood.

3.2.2. Human rights complaints mechanisms and parliamentary scrutiny

The panel heard that during the pandemic people raising significant issues with government
about how their rights and freedoms were being impacted by government decisions frequently
did not receive a timely response on how their concerns would be addressed.>* This was true
across jurisdictions regardless of the tools for human rights protection at state level.

During the pandemic, the Australian Human Rights Commission received 3,070 complaints
related to COVID-19 (in addition to 14,310 enquiries).*”® These consisted of complaints under
the Disability Discrimination Act 1992 (Cth) (mostly relating to mask-wearing requirements and
vaccinations, and complaints alleging breaches of human rights, particularly in relation to
international travel restrictions).>”" This was the single issue that had the most impact on
complaint numbers in the Australian Human Rights Commission'’s history.*"

People who made complaints relating to international travel restrictions had no way to seek
formal review of exemption decisions. This left Australians with no access to remedies when
they were stranded overseas during the pandemic. This was particularly felt by those applying
for ‘compassionate and compelling’ travel exemptions, the category that had the lowest
approval rates for both inward and outward travel *”® Timeliness of exemptions that were
granted was also a concern. There was limited response or action from the Australian
Government on the concerns being raised — including for people seeking to be reunited with

374 (

dying relatives or in need of critical medical support back home.”™ (See Chapter 7: Managing

the international border.)

The Senate Standing Committee for the Scrutiny of Delegated Legislation reported on the need
for greater scrutiny of the declarations, determinations and orders made under Commonwealth
Acts to respond to the pandemic. Of the 249 legislative instruments made during the
pandemic, approximately 20 per cent were exempt from disallowance by the parliament and
scrutiny by the committee, including all determinations made under the Biosecurity Act 2015
(Cth). These instruments covered measures such as travel bans on Australian citizens and the
declaration and extension of the human biosecurity emergency period.*”

To improve the future effectiveness of complaints and scrutiny mechanisms, the New South
Wales Ombudsman has proposed integrating external oversight and complaint handling into
crisis response planning by:

e identifying and briefing independent oversight bodies

e designating a single oversight body to handle complaints
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e granting this designated body the role of monitoring the internal complaint-handling
processes of the agencies involved in the crisis response. >°

A number of Federal Court cases sought to challenge the validity of human biosecurity
emergency powers to make emergency determinations made under the Biosecurity Act 2015
(Cth). These included cases relating to the India Travel Pause and the overseas travel ban.*”’
Each case was unsuccessful. The Fair Work Commission also heard cases arising from the
pandemic response — for example, challenges to the reasonableness of private sector vaccine
mandates under the Work Health and Safety Act 2011 (Cth).2"®

3.2.3. Privacy issues and the use of digital technology

The panel heard that during a public health emergency, Australians are willing to accept privacy
trade-offs as long as there are sufficient protections, including oversight and expiration
dates.*”® The COVID-19 pandemic dramatically increased the use of myGov, the Australian
Government's main digital services platform.*® In 2017 there were 11.7 million myGov accounts;
in 2023 there were over 25 million.*®' Through myGov almost 20 million Australians
downloaded their digital COVID-19 vaccination certificate and 4.6 million downloaded their
international COVID-19 vaccination certificate.?® Two other main types of digital technologies
were widely used during the pandemic: the Commonwealth’s COVIDSafe app, and the state
owned and managed QR code check-in apps. Both had potential privacy implications.

The panel heard that the government did consider key privacy issues when developing
COVIDSafe. The main criticism of COVIDSafe was that it was ultimately not successful. Public
health officials had limited need for it, as there were existing contact-tracing processes and
relatively low community transmission.*® The app cost over $7.7 million and in New South
Wales only detected 17 (<0.1 per cent) additional close contacts who were not identified by

conventional contact tracing.®*

While it [the COVIDSafe app] was well developed for consumer usability, it was perceived
as burdensome for public health staff who undertook contract tracing. The app generated
a large volume of data creating additional workloads. Public criticism of the app included
fears of government tracking personal information. Despite taking privacy considerations
seriously, management of this public perception could have been stronger to alleviate
these concerns — Department of Health and Aged Care®®

From individual submissions, we heard views that the COVIDSafe app ‘wasted an outrageous
amount of taxpayers’ money’, and was useless as the states replaced it with their own apps,
referring to the apps that allowed QR code check-ins at venues.*®

Initially privacy and cybersecurity experts warned that the lack of due diligence in vetting
registration platforms used for these apps left the system — and the ‘gold standard’ personal
data it managed — vulnerable to exploitation.?® These concerns undermined trust and quickly
led state governments to develop their own QR code apps.*® The rapid uptake of these apps
allowed businesses to reopen while complying with public health orders, particularly when
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there were different rules based on vaccination status, and enabled greater individual freedom
and movement than might have otherwise been tolerated by health departments. We heard
that the QR codes were easy to use and straightforward.*®® However there were people who
had older mobile phones that could not scan QR codes or download apps, or had no access to
an internet connection or a mobile phone **°

We heard about the inconsistency in Australia’s privacy laws, and different requirements for
data collection and privacy considerations across jurisdictions. State owned and managed QR
check-in apps were not subject to the Commonwealth Privacy Act 1988 but rather to the privacy
laws in their specific jurisdiction.>*' Small businesses with an annual turnover of less than $3
million are also not generally covered by the Privacy Act 1988. This meant that small businesses
collecting personal information for contact-tracing purposes were not covered by the
Australian Privacy Principles.** The Australian Government has agreed in principle to remove
this exemption in response to the 2022 Privacy Act Review Report.**® Interviewees and the
Office of the Australian Information Commissioner submission emphasised the need for
cohesive federal and state privacy laws and regulators.*** We heard from an interviewee that
Australia needs legislation to ensure that individual data are not passed on to police or
insurance companies, and that the perception that this could occur reduced trust in
government technologies.>”

Concerns were raised about contact-tracing data from state-based apps being made available
to police and enforcement authorities. Police in Queensland, Western Australia and Victoria
acknowledged that they tried to access data from these apps as part of their investigations, and
that police could access these data using a warrant.>® This is closely tied to trust in data
security, and could have undermined contact tracing if people had stopped sharing full
information on and about their movements.

In March 2020 the Australian Bureau of Statistics introduced a range of COVID-19 related
products as the pandemic increased the demand for more up-to-date and specific data on the
impacts of the pandemic.**” The Australian Bureau of Statistics continuously reviewed the new
range of products to ensure they met Australia’s data needs and protected the privacy,

confidentiality and security of the information collected.*®

The panel heard significant concerns about the handling of personal information that could
potentially lead to easy identification of individuals. When this did occur, these people became
pariahs and were condemned in the media.**® Leaders and those in the surge workforce who
had not been trained in communicating and handling personal information were suddenly
required to do so. This raised concerns about the adequacy of privacy protection mechanisms
to mitigate this risk.
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4. Evaluation
Trust is critical to any pandemic response and must be rebuilt and maintained

To deliver an effective response to a health emergency, the government must have and
maintain the trust of the public, including through clear communications and mechanisms to
assess the ongoing efficacy of measures and minimise unintended consequences. The relative
success of Australia’s response to the pandemic was highly reliant on individuals and
communities trusting and adhering to the advice of governments and experts to make
significant changes to their behaviours and lifestyle in the interests of the collective good. The
pre-existing level of trust in governments and institutions at the onset of the pandemic was a
key foundation for the overall effectiveness of the response and our low transmission and
morality rates. Government cannot rely on people willingly adhering to similar public health

restrictions in a future public health emergency.*®

There is broad agreement on aspects of the response that diminished trust and eroded public
confidence. Notably these were lack of transparency, fairness, compassion and proportionality.
National planning for future pandemics must be based on proactively rebuilding trust and
resilience with populations, communities and settings that were most negatively impacted by
the pandemic and related measures. This is particularly important as the recent increase of
Australia’s national terrorism threat level from ‘possible’ to ‘probable’ has been linked to the
growth of anti-authority beliefs and the erosion of trust in institutions.

The Inquiry consistently heard that lack of transparency significantly undermined trust.
Feedback from operational leaders, interviews, surveys and roundtables confirmed the need for
greater transparency to build and maintain trust. This particularly applies to the evidence
underpinning decisions on the use of restrictive measures. The risks and rationale behind
decision-making must be made transparent. Communications need to be tailored for different
audiences and involve greater engagement with experts, spokespeople and community voices
(see Chapter 11: Communicating in a crisis).

Planning must include strategies to proactively manage the risk of misinformation and
disinformation. It should start by using the existing expertise at the national level to support the
work of the Australian Centre for Disease Control and emergency management agencies in
developing communication strategies and tools. Pandemic plans need to reflect what we have
learned about compliance and enforcement from the COVID-19 response — notably the
disproportionate and inequitable impacts on particular demographic groups.

The panel supports the government’s ongoing active engagement with priority populations
and at-risk groups to build and maintain trusted relationships and key foundations for
pandemic preparedness. This task involves rebuilding trust and establishing ongoing feedback
mechanisms to shape proportionate response measures.

The panel affirms the need to increase the use of behavioural insights in shaping pandemic-
related response measures, monitoring effects and minimising unintended consequences. We
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heard that sentiment and other targeted surveys and integrated modelling were important
tools used to forecast, shape, adapt and evaluate health responses.

Privacy must be at the forefront of design and evaluation of the use of technology

The ethical use and protection of people’s data are essential in any future public health
emergency response. Governments must ensure that people do not have their data used in
unethical or unauthorised ways and are not identified in ways that could expose them to public
shame. At the same time, there must be robust consideration of balancing privacy implications
against the value of using technology, and the need for real-time rapid research based on
these data sources to identify people at risk and unintended response impacts. Actions to
enable the use of technology must be rooted in legislation and guided by the principles set out
by the Office of the Australian Information Commissioner.

When considering the use of contact-tracing apps, governments need to focus on not only
user-based concerns (including uptake and privacy) but also how the data collected interact
with public health data systems and operations. A study using situational mapping to enable a
more nuanced understanding of contact-tracing apps and how they interface with digital
epidemiology, based on consultation with 21 international experts, highlights the complexity of
the information systems these apps sit within.**' Such technology cannot be developed on the
fly in a pandemic; it must be a focus in pandemic planning. As part of preparing for a future
pandemic, governments need to determine if and when such investments might be appropriate
and to lay the groundwork to ensure they meet stakeholder needs while protecting individual
privacy and trust. Digital solutions should be developed in consultation with experts,
community leaders and the public to ensure safety, uptake and effectiveness.

The panel affirms the importance of early action by the national government to proactively
confirm privacy protections in legislation, given the growing reliance on digital technologies
and the criticality of maintaining public trust regarding the use and security of personal data in
a pandemic. Experience during the pandemic highlighted other areas relating to data security
that warrant further consideration as cybersecurity risks increase. The panel welcomes the work
recently announced by the government to develop a ‘Trust Exchange’ digital ID scheme to let
people verify their identity and credentials based on information already held in their MyGov

accounts.*%?

The panel notes that in October 2020 the Attorney-General’s Department began a review of
the Privacy Act 1988. The report of the review was published on 16 February 2023. Its proposals
were aimed at strengthening the protection of personal information and the control individuals
have over their information. The government agreed to 38 proposals, agreed in principle to 68
and noted 10.“® As technology evolves and will be increasingly important in future public
health emergency responses, the proposed reforms are important to ensure robust privacy
protections are in place.

Recommendations arising from an overview of data use in the pandemic conducted in North
America are equally applicable in Australia. They address concerns about the potential harms of
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criminalising illnesses as a result of healthcare systems sharing COVID-19 data with police
agencies, especially the risk that this will undermine the quality of information people provide
to health departments.*®* The recommended approach to address the issue also involves
healthcare first responders. The recommendations are:

1. Treat COVID-19 data as sensitive health information or public health surveillance data,
and thus subject to similar restrictions on disclosures to law enforcement.

2. Implement segmented COVID-19 data interoperability with first responder agencies.
3. Designate a panel to review applications from police for COVID-19 data.
4. Decline to share COVID-19 data with police.

5. Decline to build COVID-19 data infrastructures that are interoperable with law
enforcement.

6. Advocate for policies to limit COVID-19 data sharing with police.
7. Report improper data sharing.

Embedding human rights into decision-making on restrictive measures minimises harmful
impacts

During the pandemic, restrictions on people’s rights were put in place to drastically change
behaviour in order to prevent the spread of COVID-19 and to protect the health system so it
could maintain key operability. The majority of the public understood the necessity for these
restrictions and demonstrated a willingness to adhere to them, particularly during the alert
phase. However, as the vaccine rollout progressed, the public increasingly wanted a clearer
view of the reasoning behind decisions to prolong measures despite the perceived risk
decreasing.

Governments could legitimately restrict certain human rights in implementing their response to
COVID-19. However, the evidence suggests that some restrictions were poorly justified in extent
and/or duration, disproportionate to the risk and inconsistently applied across the country, and
that specific groups were disproportionately impacted. These groups included children, older
Australians (especially in aged care facilities), Aboriginal and Torres Strait Islander people,
culturally and linguistically diverse communities, and people with disabilities. A future pandemic
response needs to ensure that the human rights of at-risk groups are central to decision-
making. The panel supports the prioritisation of a rights-based approach to the proposed Aged
Care Act, including a statement of rights of people in the aged care system. This may help to
ensure that the rights of older Australians are taken into consideration in future emergencies.

The panel heard and agrees that National Cabinet, the Australian Government and the
Australian Health Protection Committee need to embed human rights considerations into their
decision-making processes. While we acknowledge the need for rapid action in a crisis, human
rights should be considered, particularly where measures are intended to significantly restrict
the rights and freedoms of individuals and communities. The panel also agrees with
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Recommendation 3 of the Joint Committee of Public Accounts and Audit's Report 494: Inquiry
into the Department of Foreign Affairs and Trade’s crisis management arrangements that crisis
planning should incorporate human rights considerations and outline measures to ensure that
any crisis response limiting or restricting human rights is necessary, reasonable and
proportionate.*® Giving more weight to the impacts on people’s rights in future decision-
making will help to ensure measures are proportionate and minimise the unintended negative
and inequitable consequences of public health restrictions. National Cabinet should consider
seeking advice from experts such as the Australian Human Rights Commissioner and the
National Children’s Commissioner where appropriate to better understand the broader human
rights impacts of their decisions.

At the Commonwealth level, most restrictive measures were adopted through emergency
determinations made under the Biosecurity Act 2015 (Cth). Such determinations are not
disallowable in the Senate; however, we consider there would be benefit if they were
accompanied by an explicit human rights assessment. This would enable the Parliamentary
Joint Committee on Human Rights to more effectively retain its practice of assessing
emergency determinations to ensure their compatibility with human rights. As noted in Chapter
4: Leading the response, we also consider that the advice used to make determinations under
the Biosecurity Act 2075 (Cth) should be published.

According to the Australian Human Rights Commission, its scrutiny role in examining human
rights compliance was significantly limited due to many decisions on restrictive measures being
implemented at a state level. This meant that the Australian Human Rights Commission was not
in a position to assess whether these measures complied with Australia’s human rights
obligations.

In the absence of a national human rights framework, incorporating human rights
considerations into decision-making on and implementation of restrictive measures should be a
priority in a public health emergency. To achieve this, the panel supports the work underway by
the Australian Human Rights Commission to develop a human rights emergency response
framework that will put rights and freedoms at the heart of responses to all future emergencies

and disasters in Australia.*®®

5. Learnings

e Trust and communication: Australia’s relatively high level of public trust in government
had a significant impact on the success of our response to the pandemic, as it meant
people were prepared to adhere to public health measures.” In a future pandemic it is
important that the government maintain trust by communicating openly, consistently
and in ways that meet the needs of all groups.

e Transparency: It is important for government to ensure the timely release of data,
information on decision-making considerations, use of experts/expert advice, and
results of surveys to test community sentiment.
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Digital technology: Any digital technologies developed as part of pandemic responses
must be fit for purpose and address privacy concerns.

Human rights: During any future health emergency, human rights must be considered,
and appropriately balanced between the right to be protected from disease exposure,
and the impacts of public health interventions.

Government responses need to consider the diversity of needs and experiences of
different cohorts when making policy decisions in a pandemic, including through
establishing and maintaining community engagement channels to provide real-time
input into decision-making. Embedding human rights considerations into government
decision-making processes will minimise the impact on individuals’ rights in future
pandemics, help inform how best to balance any competing rights, and support a more
balanced assessment of risk.

There is a need for ongoing oversight of pandemic-related measures across
governments in a future public health emergency. Emergency determinations made
under the Biosecurity Act 2015 (Cth) should be accompanied by explicit human rights
assessments.

How the Commonwealth implements Australia’s human rights obligations in legislation
and decision-making needs to be examined to ensure they are fit for purpose if and
when there is a future health emergency (e.g. considered as part of a new National
Human Rights Framework or Act). The lack of a national human rights framework and
the inconsistency between jurisdictions in how they apply their human rights obligations
complicates the protection of people’s human rights in a crisis.

There was limited real-time evaluation of public health measures and policy decisions to
determine if they worked as intended, to refine them as the risk environment changed
in order to minimise adverse outcomes, and to monitor and manage any unintended
consequences. Real-time evaluation of interventions should monitor for infringements
on human rights. Our crisis response planning should integrate external oversight and
complaint handling.

The risks of exposure to disease on one hand, and the many costs associated with
compromises to social liberty on the other, need to be balanced at the population level
to achieve disease control. However, within defined settings with more severe and
enduring restrictions in place, such as residential aged care, efforts should be made to
enable individual choice on that balance — spending time with family aligned with wider
community rules, or remaining more isolated to reduce exposure risk.
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6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 5: Develop updated health emergency planning and response arrangements in
conjunction with states and territories, and key partners, including consideration of escalation
and de-escalation points, real-time review and a focus on post-emergency recovery.

The series of plans should:
e include external oversight and complaints handling and embed privacy principles.

Action 7: Finalise establishment of the Australian Centre for Disease Control (CDC) and give
priority to the following functions for systemic preparedness to become trusted and
authoritative on risk assessment and communication, and a national repository of
communicable disease intelligence capability and advice.

The CDC must:
e Establish an evidence synthesis and public communications function, including:

o support for both business-as-usual communication activity and crisis
communications in a public health emergency

o making communication a focus for technical advisory group input, drawing from
public and private channels to provide risk communication data synthesis and
behavioural and social science expertise

o in-house expertise in evidence synthesis and communication.
e Build foundations of in-house behavioural insights capability, including:

o mapping existing behavioural insights functions across the Australian
Government with the Behavioural Economics Team of the Australia Government

o working with experts to develop a fully scoped and costed business case for an
in-house behavioural insights capability.

Action 8: Establish mechanisms for National Cabinet to receive additional integrated expert
advice for a whole-of-society emergency, including advice on social, human rights, economic
and broader health impacts (including mental health considerations), as well as specific impacts
on priority populations.

e In parallel with making decisions based on key public health advice, National Cabinet
should consider the differential impacts of a pandemic across the population and
economy. This must include considering and mitigating unintended consequences, and
seek to minimise negative impacts on broader health, mental health, educational,
equity, economic and social outcomes.
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Human rights considerations should be embedded into National Cabinet’s decision-
making processes, particularly where measures are intended to significantly restrict
rights and freedoms.

This might include mechanisms for a national health emergency that allow expert
advice to be sought from the Australian Human Rights Commissioner and other
commissioners (e.g. National Children's Commissioner) to support better understanding
of the broader impacts of their decisions on human rights and priority populations.

Action 16: Develop and agree principles for the transparent release of advice that informs
decision-making in a public health emergency.

National Cabinet (and other key decision-making bodies) should be more transparent in
disclosing the expert advice that underpins their decisions, and the other multi-sectoral
factors that must necessarily influence policy decisions.

This should include the rationale for why decisions are being made that result in
significant reduction of freedoms.

Action 17: Develop a national strategy to rebuild community trust in vaccines and improve
vaccination rates.

As part of this:

Health Ministers should urgently agree a strategy for addressing the broad decline in
COVID-19 vaccination, especially among priority cohorts, with a view to formalising
policy responsibility to improve these vaccination rates by target dates.

There should be an emphasis on lifting early childhood vaccination rates for other
communicable diseases to pre-pandemic levels.

Action 19: Develop a communication strategy for use in national health emergencies that
ensures Australians, including those in priority populations, families and industries, have the
information they need to manage their social, work and family lives.

This should include a strategy for addressing the harms arising from misinformation and
disinformation, which incorporates:

information environment and ongoing narrative monitoring to combat misinformation
transparent engagement with social media companies

promotion and coordination of policies to increase the resilience of the information
environment

partnership between government and trusted organisations, experts, media, and other
influencers to pre-bunk and debunk misinformation.

142



143



Chapter 6 — The Australian Public Service:
responding to a multi-sectoral crisis

1. Context

The COVID-19 response required almost every department and agency in the Australian Public
Service to activate supporting structures during different phases of the pandemic. Australian
Government departments and agencies demonstrated leadership, agility, unified commitment
and capacity to pivot rapidly to support the design and delivery of the response.*”’

At the outset of COVID-19 in March 2020, key parts of the Australian Public Service had been
operating in an emergency context for months, having spent the summer of 2019-2020
responding to the extreme bushfires across Australia.**® This meant important relationships had
already been established and there were some systems in place that could quickly pivot to the
pandemic response. However, it also meant that people in key roles who had already spent
months working intensely had to shift focus to the COVID-19 response, with no opportunity for
respite.

The pandemic required a major shift in priorities and service delivery models across the
national government, which continued to evolve as the response progressed. It led to a major
shift in working arrangements for the public service, with workers across the Australian Public
Service quickly starting to work from home. Departments adjusted their priorities and risk
tolerances to meet the changing needs of the government. Many substantially altered their
internal structures, ways of working, and coordination and communication pathways with each
other and external stakeholders. They did all this while continuing their essential business-as-
usual functions.

In future we will need a greater level of national coordination to better plan, deliver and
transition from pandemic crisis management incidents.

2. Response

Appendix E: Key actions delivered by the Australian Public Service relating to COVID-19 outlines
the roles and responsibilities of policy and operational departments and agencies during
COVID-19.

2.1. Leadership and coordination across the Australian Public Service

In recent times, national public health emergencies have been contained and largely managed
by state and territory departments and specific Australian Government departments and
agencies such as the Department of Health and Aged Care; Department of Agriculture,
Fisheries and Forestry; and National Emergency Management Agency.** In March 2020, as
noted in Chapter 4: Leading the response, the Australian Government made the early decision
that the pandemic warranted a more centralised and coordinated response, led from the
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highest levels of governments, to fully access multi-sectoral supports proportional to the likely
health, economic and social impacts.*"

Many departments had coordination and leadership responsibilities in supporting the
government’s response, as detailed in Appendix E. As the Prime Minister led the response, the
Department of the Prime Minister and Cabinet had significant responsibilities in supporting the
Prime Minister, federal Cabinet processes and National Cabinet meetings. It also led related
coordination across the Australian Public Service and with states and territories through existing
and purpose-built groups such as the Secretaries Board, the COVID-19 Deputies Group, and
First Secretaries and First Deputies Groups (which convened Secretary and Deputy Secretary
level officials from First Ministers’ departments).*"

The Secretaries Board, established under the Public Service Act 1999 (Cth), has responsibility for

the stewardship and strategic priorities of the Australian Public Service.*

It develops and
implements improvement strategies, and models leadership behaviours. *"® During the
pandemic, the Secretaries Board met regularly to share information. Its membership expanded
to temporarily include the heads of the Australian Taxation Office, Services Australia and the
Digital Transformation Agency. It established cross-sectoral subcommittees to address key
challenges to the Australian Public Service response, including workplace health and safety,

deployments, surge workforce and flexible working arrangements.*™

The COVID-19 Deputies Group was established in the alert phase of the pandemic. It supported
the coordination of the response and the operationalisation of government and National
Cabinet decisions. It comprised Deputy Secretaries from the Department of the Prime Minister
and Cabinet (Chair); the Department of Health; the Treasury; the Department of Home Affairs;
the Australian Border Force; the Department of Foreign Affairs and Trade; the Department of
Infrastructure, Regional Development and Communication; and the Department of
Employment, Skills and Education.*”

Treasury and the Department of Finance played key leadership roles in developing and
delivering the economic response and ensuring the government’s budget processes continued.
Treasury led the design of important COVID-19 economic measures to support the response.
These included JobKeeper, the Homebuilder program, and the early release of superannuation
(measures that are discussed in more detail in Chapter 20: Managing the economy and Chapter
21: Supporting households and businesses).*'® The Department of Finance expanded its role in
government-wide prioritisation and reporting processes to support financial decision-making,
including for the Budget and Mid-Year Economic and Fiscal Outlooks. It delivered major
services and capital works, such as the rapid design and delivery of the Commonwealth’s
purpose-built quarantine facilities.*” The Department of Finance also supported agencies by
enabling flexibility in the Commonwealth Procurement Framework and established a
procurement hub (jointly with the Department of Defence) to provide real-time expertise to
agencies.*®

The Department of Home Affairs, primarily through Emergency Management Australia (now the
National Emergency Management Agency), supported crisis management and pandemic

145



planning. This role included designing, coordinating and facilitating non-health responses by
establishing and convening the National Coordination Mechanism. The Department of Home
Affairs also helped to manage significant international components of the response, working
with the Australian Border Force; the Department of Infrastructure, Transport, Regional
Development and Communications; the Department of Health and the Department of Foreign
Affairs and Trade. These shared responsibilities included managing the international border,
deployments of an Australian Medical Assistance Team (AUSMAT) and providing assistance to
Australians overseas.*"”

2.2 Health responsibilities, coordination and engagement

The Department of Health (now Department of Health and Aged Care) was the main
coordination point and advisory body for the national health response. It implemented a wide
range of measures to increase the capacity of the primary health sector (e.g. telehealth),
address mental health issues, and support priority populations and the aged care sector.**°

In January 2020 the National Incident Room (now National Incident Centre) was set up to lead
the early health response. Its role was to connect all levels of government and international
partners.**'

In February 2020 the Department of Health published the Australian Health Sector Emergency
Response Plan for Novel Coronavirus (the COVID-19 Plan) and activated the Emergency
Response Plan for Communicable Disease Incidents of National Significance: National

Arrangements (National Communicable Disease Plan).**?

The department’s responsibilities include setting national policies, contributing funding for
public hospitals, and funding and regulating the aged care system and other targeted primary
care health programs. During COVID-19 it had to quickly take on new and expanded
responsibilities. These included scaling up the National Medical Stockpile; procuring and
distributing essential medical supplies including vaccines, ventilators, personal protective
equipment, COVID-19 tests and treatments; and managing the National COVID-19 Vaccine
Program. Under the National Partnership on COVID-19 Response, the Australian Government
contributed funding to ensure the viability and increased capacity of private hospitals.** The
National Incident Centre was expanded to meet the demand of the COVID-19 response,
consisting of 200 officers at its peak drawn from the Department Health, the Department of the
Prime Minister and Cabinet, the Department of Foreign Affairs and Trade, and the Australian
Border Force***

The Department of Health also supported older Australians and aged care providers. It
provided funding packages and grants, on-site vaccinations, guidance on infection prevention
and control and visits to aged care homes, daily monitoring and case management, regular on-
site polymerase chain reaction (PCR) testing, surge workforce, rapid antigen tests, personal
protective equipment and oral antiviral treatments, and regular communication with the aged
care sector on outbreak preparedness and management. This was in addition to providing
assistance with backfilling the aged care workforce at scale. The Department of Health also
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established the Victorian Aged Care Response Centre, which was Australian Government led
with support from the Victorian Government. 42>

More detail on the health and aged care responses is in Chapter 9: Buying time, Chapter 10:
The path to opening up, Chapter 12: Broader health impacts and Chapter 18: Older Australians.

The Department of Health provided support for Aboriginal and Torres Strait Islander people
which included engaging and partnering with Aboriginal and Torres Strait Islander
organisations to ensure support was community led and culturally appropriate. Vaccinations,
provision of rapid antigen tests and personal protective equipment, COVID-19 testing
(including at the point of care) and case management were implemented by or in partnership
with national or local Aboriginal and Torres Strait Islander organisations.*® More detailed
information is in Chapter 13: Aboriginal and Torres Strait Islander people.

2.2.1. Coordination and engagement

A range of purpose-built and existing expert advisory bodies supported the health response.
The Department of Health provided support to these advisory bodies including through
secretariat support, and the drafting of briefings, public statements, guidelines and related
communications materials.

The Australian Health Protection Principal Committee, which included the Chief Medical Officer
and Chief Health Officers from all jurisdictions, was the main advisory body to National Cabinet
on public health issues, which resulted in an increased workload for the Australian Health
Protection Principal Committee and the staff supporting it (discussed in more detail in Chapter
4: Leading the response).**’ The Australian Health Protection Principal Committee was
supported by advice from its subcommittees, including the Communicable Diseases Network
Australia, the Public Health Laboratory Network and the National Health Emergency
Management Standing Committee.*?®

Several expert bodies collaborated to support and advise the Australian Government on
COVID-19 vaccines and treatments. The Australian Technical Advisory Group on Immunisation
advised on immunisation and prioritisation of cohorts. The Science and Industry Technical
Advisory Group was established to advise on the purchase and manufacture of COVID-19
vaccines and treatments.*?° The Therapeutic Goods Administration, as the medicines regulator,
evaluated, assessed and monitored COVID-19 vaccines, treatments and testing kits.**° Further
details are in Chapter 10: The path to opening up.

The Department of Health progressively set up a range of bodies to provide expert advice
about the specific needs of potentially at-risk populations (see the Equity section for further
details):

e The Aboriginal and Torres Strait Islander Advisory Group on COVID-19 was established
in March 2020 to provide clinical expertise to inform health decisions for Aboriginal and
Torres Strait Islander people and communities. It advised National Cabinet via the
Australian Health Protection Principal Committee. The Department of Health and the
National Aboriginal Community Controlled Health Organisation drew on existing
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trusted relationships to co-convene the group. It was the primary mechanism used by
the department to consult and coordinate across governments, the Aboriginal
community-controlled health sector and public health experts. In October 2022 it was
made permanent and became the National Aboriginal and Torres Strait Islander Health
Protection Sub-committee of the Australian Health Protection Principal Committee. *'

The Advisory Committee for the Health Emergency Response to COVID-19 for People
with Disability was convened in April 2020 to advise the Chief Medical Officer on the
needs and experiences of people with disability. “** The group is currently only in place
until 31 December 2024.

The Aged Care Advisory Group was established on 21 August 2020 as a time-limited
group to support the Australian Government’s ongoing response to COVID-19 in aged
care. On 1 October 2020, on recommendation from the Royal Commission into Aged
Care Quality and Safety, the Aged Care Advisory Group was made a permanent
advisory group under the auspices of the Australian Health Protection Principal
Committee to advise on matters relevant to health protection in the aged care sector.***

The Culturally and Linguistically Diverse Communities COVID-19 Health Advisory Group
was established in December 2020 to advise on the COVID-19 experiences of
multicultural communities.*** The group is currently only in place until 31 December
2024.

The department also led consultation and engagement with regional, rural and remote

communities including:

the Primary Health Care COVID-19 Response Committee (including representatives of
the Rural Health Commissioner and the National Rural Health Alliance)***

the Minister for Regional Health’s Rural Health Stakeholder Roundtable**

the Office of the National Rural Health Commissioner’s National Rural General Practice
Respiratory Clinics Leaders Network*’

the National COVID-19 Health and Research Advisory Committee (including
representation from all states and territories and from rural and remote Australia).**®

2.3.Australian Public Service workforce and service delivery

COVID-19 had a significant immediate and longer term impact on the Australian Public Service
workforce. On 26 March 2020 the Prime Minister issued a direction under the Public Service Act
7999 (Cth) that required agency heads to identify:

functions critical to the continued delivery of services to the public or the operation of
the Australian Public Service

staff capable of undertaking critical work for other Australian Public Service agencies,
state or territory government agencies or community organisations.***
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This meant that Australian Public Service leaders de-prioritised or paused non-essential work in
order to redeploy staff to urgent priorities. For example, the Department of Health redeployed
staff to focus on priorities, particularly the operation of the National Incident Centre.**° The
Chief Operating Officers Committee, a subcommittee of the Secretaries Board that was newly
established in February 2020, helped to manage the Australian Public Service response.**'

The Australian Public Service Commission led all COVID-related workforce matters to support
Australian Public Service business continuity.** The Australian Public Service Commission set up
two cross-agency taskforces: one to provide consolidated guidance on workforce measures to
Australian Public Service agencies and staff; the other to facilitate the redeployment of
Australian Public Service employees. Their roles included providing advice on public health
measures, leave arrangements, remote and flexible working arrangements, travel and
vaccinations.**

The Australian Public Service Commission established a temporary workforce to respond to the
rise in demand for critical government services.*** During the alert phase of the pandemic, the
government relied heavily on redeployment of the Australian Public Service workforce to
agencies experiencing the greatest surge in workload. By August 2020, out of the roughly
150,000 Australian Public Service employees, approximately 1.5 per cent had been redeployed
to other agencies on a temporary basis, the majority to Services Australia.*** Services Australia
also added staff through other mechanisms, including labour hire, service delivery partners and
direct engagement.**® Overall, more than 13,000 staff joined Services Australia between March
and September 202044

The surge workforce allowed Services Australia to scale up services to meet the significant
increase in demand for essential government support payments such as JobSeeker, the
Coronavirus Supplement and the COVID-19 Disaster Payment.** For instance, between January
and May 2020, JobSeeker recipients more than doubled from 790,710 to 1,623,505.** In one
55-day period, Services Australia processed 1.3 million JobSeeker claims, a volume normally
processed in 2.5 years.**° To support implementation of COVID-19 response measures, Services
Australia accelerated delivery of government services via digital channels. This included
providing easy access to vaccination certificates through the Australian Immunisation
Register.””! The agency also delivered payments on behalf of other levels of government
through its Payment Utility platform, including of COVID-19 support payments on behalf of the
Australian Capital Territory and Victoria.**?

The Australian Taxation Office also pivoted its workforce and employed new staff to deliver key
economic measures, including the JobKeeper Payment, Boosting Cash Flow for Employers, and
Early Release of Superannuation.*** By 22 June 2020 over 10,000 employees had been
redeployed within the Australian Taxation Office and over 750 more were prepared to provide
additional surge capacity.** Between April and May 2020 the Australian Taxation Office also
employed over 1,500 casuals to assist with COVID-19 economic measures and the tax time
workload — roughly two to three times the normal tax time recruitment.*>
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In April 2021 the Secretaries Board established a permanent Australian Public Service Surge
Reserve, which allows Australian Public Service employees to register their interest to move
temporarily at short notice to another agency to deliver critically needed services. The Surge
Reserve has since been used to respond to severe weather events, including flooding in 2021
and 2022.4°

2.4. Engagement with business and community sectors

Coordination and engagement with the business and community sectors was essential to
supporting an effective national response. Many departments used existing forums or
established new engagement mechanisms to draw on sectoral expertise and support
coordination with states and territories, industry and the community on specific elements of the
COVID-19 response (as discussed in the relevant chapters).

In addition to the establishment of the National COVID-19 Coordination Commission (see
Chapter 4: Leading the response for details), the National Coordination Mechanism and the
Treasury's Coronavirus Business Liaison Unit provided real-time input from business and
industry into the pandemic response.

The National Coordination Mechanism was established on 5 March 2020 as a consultative,
operational forum led by the Department of Home Affairs (through Emergency Management
Australia). Its role was to coordinate and facilitate nationally consistent approaches to non-
health planning and operational responses to COVID-19, by bringing together the
Commonwealth, state and territory governments, non-government organisations and industry
to identify and solve common problems.**” From 6 March 2020 to 15 November 2022, the
National Coordination Mechanism operated in 23 different sectors. These included food and
grocery, managing international arrivals, emergency management, rapid antigen test supply,
supply chains, remote and regional communities, essential goods prioritisation, aged care,
freight and planning.**®

Emergency Management Australia, through the National Coordination Mechanism, also created
the Supply Chain Taskforce to coordinate and problem solve any supply chain matters.**° The
Supply Chain Taskforce initially reported to the Minister for Home Affairs and to the Treasurer.

The Coronavirus Business Liaison Unit was established by Treasury on 15 March 2020. Originally
led by a former Secretary, it met daily with peak business groups. It brought together senior
officials and business leaders, providing an avenue for two-way communication on systemic
issues relating to COVID-19.%° The Coronavirus Business Liaison Unit provided a forum where
the government could explain its frequently changing policies, receive feedback and brief on
key issues and developments quickly and effectively.*’ Reflecting its usefulness, it has been
retained by Treasury as a business-as-usual function (as the Stakeholder Liaison Branch).*®?

Departments also engaged with a range of community-based peak bodies, advocacy groups,
providers and organisations. They did this both informally and through formal coordination
mechanisms. These are highlighted throughout the report, particularly in the Equity section.
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One of the most important community services sector-led bodies set up as part of the
pandemic response was the National Coordination Group. Established in April 2020, the
National Coordination Group provided advice to the Minister for Social Services to inform
decisions on how emergency relief, food relief and financial counselling could help people in
need who were impacted by COVID-19, and on associated funding requirements. The group
comprised Department of Social Services officers and senior representatives from the
emergency relief, food relief and financial counselling and volunteering sectors. The National
Coordination Group was in place until 30 June 202446

3. Impact

3.1. Leadership and coordination across the Australian Public Service

When the scale and the potential duration of the pandemic became clear, significant efforts
were made to enhance coordination across the Australian Government and with other
jurisdictions and sectoral stakeholders. The Inquiry heard from stakeholders that coordination
efforts were more effective where there were existing relationships and structures to rapidly
bring agencies and stakeholders together to better anticipate or solve problems.*** We heard
that in the absence of a visible and understood governance structure, there was uncertainty
regarding roles and responsibilities — especially about identifying the lead agencies on supply-
related issues and the intersection of health and disability responsibilities.*®> Feedback from
industry and community stakeholders and from the states and territories noted that
communication across and between governments largely depended on existing contacts and
knowing who to talk to, rather than being driven by any known and agreed governance
structure.*®

We heard that the Secretaries Board was central to coordination and decision-making on
Australian Public Service workforce and related enterprise risks. While it had an important
information-sharing function its remit does not include a focus on policy design and
implementation, and it therefore did not play an active role in planning and management of
the pandemic response. We heard it was not an appropriate forum to quickly resolve critical
policy or operational issues.*®’

The COVID-19 Deputies Group and Commonwealth-State First Deputies Group were
consistently mentioned as playing influential roles in sharing information across the Australian
Public Service and with states and territories and in supporting National Cabinet and the First
Secretaries Group.*®® We heard that Ministerial councils and supporting chief executive groups
were progressively better used to improve coordination and engagement between the national
government and jurisdictions in areas such as transport and health.**°

The panel heard that the Department of the Prime Minister and Cabinet had played a strong
role in chairing many of these groups and Cabinet and National Cabinet processes but had
lacked the necessary operational experience, structures and capability for crisis coordination of
the scale and duration being experienced. In the face of these gaps, existing mechanisms were
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adapted and the response relied heavily on key people and existing relationships at senior
levels across governments to undertake coordination activities.*

Treasury led the design and coordination of the economic response across all key government
policy and regulatory entities.*”" In particular, the collaboration between Treasury and the
Australian Taxation Office was crucial to the successful implementation of JobKeeper.*”> We
heard that an innovative partnership with the Doherty Institute allowed Treasury to provide
integrated health and economic advice to government, and was pivotal in informing the
National Plan to Transition Australia’s National COVID-19 Response.*”® However, we also heard
there was a bias towards tasking Treasury with additional roles that perhaps sat better with
other departments. This was perceived as reflecting leaders’ trust and capability bias towards
Treasury and particularly applying to industry policy.*’* There may be future opportunities to
further enhance coordination of the broader economic response between governments
through existing structures such as Heads of Treasuries meetings (see Chapter 20: Managing
the economy).*”

The Department of Finance adapted quickly to the increased demand for support and budget
advice to Cabinet, the Expenditure Review Committee and the National Security Committee. It
facilitated amendments to the Financial Framework (Supplementary Powers) Regulations 1997
(Cth) to give legislative authority to spending activities across the Commonwealth. In the
absence of other options, the Department of Finance took on broader leadership including
delivering the Commonwealth’s quarantine facilities. The Department of Finance also provided
dedicated assistance to the Department of Health on vaccine procurement strategies and
implementation.*”® The Department of Finance set up a procurement hub to assist agencies
having difficulty with procurements, providing general advice and guidance on the flexibility
within the procurement framework for streamlined procurement processes.*’” However, we
heard that, given the significant amount of procurement occurring across the public service,
there were missed opportunities. The Department of Finance could in future more actively
assist with streamlining procurement processes to minimise barriers to the pandemic response,
facilitate more flexible funding arrangements and provide more help with the complex
procurement arrangements such as required for new vaccines.*’”® We note that the need for
flexibility in funding arrangements should also extend to grants to ensure funding can be
quickly provided to community organisations to meet immediate needs (see Chapter 13:
Aboriginal and Torres Strait Islander people).

The Department of Home Affairs, including through Emergency Management Australia, often
took a leadership and coordination role in areas where the pandemic response lacked direction
or where multiple policy areas overlapped — for example, the establishment of the National
Coordination Mechanism to engage with industry on non-health issues. The Department of
Home Affairs also did important work on scenario planning and ongoing risk assessment,
positioning it to anticipate and respond rapidly when challenges arose.*’”® At the same time, the
panel heard the connection between these initiatives and broader government responses was
unclear to external stakeholders and within government, in the absence of an agreed

governance framework.“®
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3.2.Health responsibilities, coordination and engagement

The Department of Health had extensive policy, regulatory and operational roles key to the
national pandemic response. All 20 agencies, eight statutory office holders and five regulators
in the Health and Aged Care portfolio worked with the department to collectively deliver the
government’s health response. The portfolio faced sustained and protracted demands as it
worked closely with its state and territory counterparts, with which it shares responsibility for
the broader health system.*®! The Health Ministers Meeting and the Health Chief Executives
Forum played key roles in bringing together Commonwealth and state and territory ministers
and heads of department to drive the national response.*?

We heard there were no pre-existing structures to bring together key decision-makers from
across the Australian Government and rapidly integrate intelligence from the operational
response into the policy process. This also made it difficult to efficiently and effectively take a
more holistic view of public health decision-making and balance broader health, social,
educational and other civil society impacts.*® The critical alignment of the health response and
the economic response was highly reliant on strong bilateral relations between the Department
of Health and the Treasury, and the Department of Health and other Australian government
and jurisdictional departments and agencies.***

Public health expertise was in high demand and focused on managing the response. This
capability was challenged in responding to the volume of requests for additional advice from
political leaders, governments and other stakeholders and in conducting related
communication activities. The Department of Health is primarily a policy agency, so the
operational demands put on it rapidly expanded beyond its capacity and reach.*® This was
notably the case in relation to aged care, primary care expansion, access to medical supplies
and the vaccine rollout. For instance, between 2020 and 2022 the department significantly
expanded the number of staff working on aged care. Staff numbers increased between 18 per
cent and 32 per cent to provide 24/7 primary support to residential aged care homes. In future,
the Australian Centre for Disease Control will provide an important additional communication
pathway and source of advice to industry and the community on public health measures.

During the pandemic, a number of health expert bodies were thrust into the public domain for
the first time. The panel heard that key health advisory and regulatory bodies were largely
effective in their delivery of advice to the Australian Government. The Therapeutic Goods
Administration was widely praised by stakeholders for its efficiency and for having effective
processes in place to deal with the surge in work.

However, the panel heard there was widespread public confusion around the roles and
responsibilities of the Australian Health Protection Principal Committee, the Australian Technical
Advisory Group on Immunisation and the Therapeutic Goods Administration, as there was
perceived crossover in their remits, and uncertainty whether they were advisory or decision-
making bodies. We heard about unintended consequences of Cabinet confidentiality provisions
due to the Australian Health Protection Principal Committee providing advice to National
Cabinet that constrained necessary coordination between expert committees and their ability to
assist in communication to the public. The speed at which new evidence emerged, and the
complexity of the evidence, also led to challenges in evidence synthesis and communication in

153



the advice provided through expert bodies. The panel heard that confusion and suspicion arose
where governments were not transparent about health advice or did not provide a clear
enough explanation of the evidence that informed the advice.*®

The panel also heard that many members of key health advisory and regulatory bodies worked
brutal hours in addition to their clinical, public health and/or other roles. It was agreed that
backup surge capacity of skilled experts should be planned for to provide respite and in
recognition of their other roles.*’

The impacts of the key advisory groups are detailed in Chapter 13: Aboriginal and Torres Strait
Islander people, Chapter 15: Culturally and linguistically diverse communities, Chapter 16:
People with disability and Chapter 18: Older Australians.

3.3.Australian Public Service workforce and service delivery

The Inquiry heard that the Chief Operating Officers Committee was vital in supporting business
continuity in the Australian Public Service and had a strong relationship with the Australian
Public Service Commission. It provided clear direction and advice that increased consistency
across departments and facilitated knowledge sharing on workplace health and wellbeing,
safety and flexible working practices.*®® The Chief Operating Officers Committee’s working
groups were uniformly considered to be highly useful for sharing insights and expertise and
keeping track of work across agencies.*®

Redeployments proved vital to delivering government priorities and highlighted a number of
issues that need to be anticipated in future planning. These include complications with varying
wages and conditions between agencies and a lack of understanding of the needs of service
delivery agencies compared to policy agencies.*® Surge staff reported mixed experiences.
There were some mismatches of expectations and there was uncertainty about roles, including
whether redeployment was voluntary, whether there were opportunities to select the work area,
the nature of the work and the skill mix required.*' A survey of the Australian Public Service
surge workforce conducted by the Australian Public Service Commission in September 2020
found that 64 per cent would volunteer again for a temporary assignment to support critical
government functions.*** The panel heard of the important role that the Australian Public
Service Commission and the Secretaries Board can take to identify, train and maintain a surge
capacity at the national level (not as an adjunct to activities of the states and territories) as an
enduring priority.**

Strong relationships across the Australian Public Service, particularly at Senior Executive Service
level, were integral to its success in quickly responding to change, and this experience
reinforced the importance of working as ‘one Australian Public Service' *** However, the length
and scale of the pandemic and its proximity to recent significant flood and fire emergencies
raised issues about the sustainability of the response and the significant loss of human capital
post pandemic. This was compounded by heavy reliance on a relatively small number of senior
staff, raising significant concerns about the need to proactively consider sustainability in future
protracted emergencies.*® Australian Public Service employment data shows that the
separation rate for Senior Executive Service Band 3 (Deputy Secretary level) officers was 17.5 per
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cent in 2022, compared to 5.9 per cent in 2019.4° The 2023 Australian Public Service Employee
Census found that 33 per cent of public servants felt burned out.*” Our engagement suggests
that those in frontline agencies, such as the Department of Health and Services Australia, were
most impacted because they felt they were unable to take leave, even in the pandemic’s quieter
periods, due to the importance of continuity.**® We also heard staff working in the National
Incident Centre were required to be at work and on call every day during the emergency phase
of the pandemic response.*”

Increasing the redeployment of senior staff and providing appropriate rostering and rotations
in a crisis could increase sector-wide emergency management capacity and reduce pressure on
key personnel>® Leaders in central and key line agencies also carried significant workloads.
Some Secretaries made arrangements that allowed them to delegate functions to Deputy
Secretaries and other leaders. Formalising this arrangement in a pairing model for key senior
staff could assist in future crises. At the peak of the pandemic, rostering arrangements were put
in place in some areas to maintain staff resilience and wellbeing.>®' Staff worked long hours and
experienced burnout and mental fatigue.®® Some staff in public-facing roles reported feeling
unsupported at times, and some had felt physically unsafe due to death threats and
demonstrations outside their place of work, and required police intervention and protection.>®

Like organisations across the globe, the Australian Public Service moved to remote working in
2020. Before the pandemic, 22 per cent of employees indicated that they worked away from
the office some of the time.*** At the highest recorded point in 2020, 56 per cent of all
Australian Public Service employees were working from home. This number increased to 69 per
cent when Services Australia (which required the majority of its employees to attend usual
workplaces for operational reasons) was excluded.”® Flexible working practices are now a
common feature across the economy, and the proportion of Australian Public Service
employees accessing flexible working arrangements has remained consistent since 2022.°% The
2023 Australian Public Service Employee Census results suggested that 57 per cent of
employees worked away from the office or from home at least some of the time.*®” In March
2023 the Secretaries Board endorsed a service-wide, principles-based approach to embedding
flexible work in the Australian Public Service. These principles were developed through
extensive consultation with Australian Public Service agencies and research into best-practice
approaches.® As part of the service-wide bargaining process in 2023, agreement was reached
to include a common clause on workplace flexibility in all Australian Public Service enterprise

agreements.”®

3.4. Engagement with business and community sectors

The National Coordination Mechanism was widely acknowledged to have filled an important
gap in providing rapid feedback to decision-makers on the pandemic response. Similarly,
engagement and advisory structures in the health and broader social care spheres were
reported to have become progressively more effective in shaping and coordinating the national
response. However, the Inquiry heard concerns that clear feedback loops were not always in
place across key industry and community sectors to link policy and operational mechanisms so
that emerging issues could be raised with decision-makers for solution.”™ This was
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compounded by the absence of more formal engagement structures.®” Clearly articulated and
formal linkages would have ensured prompt consideration of gaps, reforms and investments
required to mitigate or treat unintended consequences.

We heard that the National Coordination Mechanism gave the private and not-for-profit
sectors a valuable avenue for direct feedback to government on operational issues in the
absence of agreed communication pathways.”"” But we also heard that the National
Coordination Mechanism was not used as well as it could have been and that it initially
duplicated some roles with the Coronavirus Business Liaison Unit.>"
raised with the panel, such as the need for greater initial clarity on the National Coordination

A number of gaps were

Mechanism's role, governance structure and reporting arrangements.”™* We heard that the
National Coordination Mechanism often assumed authority on issues after being tasked by the
Prime Minister, the Treasurer or the COVID-19 Deputies Group, and it also brought matters to
National Cabinet through a range of pathways such as via the Australian Health Protection
Principal Committee or National Security Committee processes.”™ The National Coordination
Mechanism would have benefited from an agreed formal feedback loop into policy
mechanisms to rapidly raise and resolve operational issues.>"

The Coronavirus Business Liaison Unit was seen as a valuable central coordination point on
issues across government, particularly during the first weeks of its establishment in March
2020.°" It gave Treasury valuable real-time insights from business on what they were
experiencing, forecasting and feeling, which provided useful context for government decision-
making.>"® The Coronavirus Business Liaison Unit also gave business an important mechanism
for bringing proposals to government.”™ We heard that the establishment of the National
COVID-19 Coordination Commission in parallel to the Coronavirus Business Liaison Unit created
confusion and duplication of effort and was perceived by industry as a lack of communication
within government (see Chapter 4: Leading the response for further details on the National
COVID-19 Coordination Commission).>?

The panel heard the national government did not appear to understand the role of community
services providers and failed to use their expertise in service delivery. Providers told us that
trying to build understanding within government while in crisis mode was very difficult.
Concerns were raised whether the membership of the existing groups was sufficiently broad.
They proposed that departments should look at the community services sector as a critical
partner in providing services to the community in an emergency and as an effective advisory
group. Having the right people in the room is essential to an emergency response.*®'
Stakeholders noted that this includes investing in community services to maintain their viability
and sustainability and to ensure that systems and processes are adequate.*?? During the
pandemic the National Coordination Group met weekly to discuss issues for the community
services sector such as demand for emergency relief and where it needed to go. We heard that
this had enabled progress for community service providers but that the delay in setting up the
National Coordination Group meant that it had to play catch-up.*?
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4. Evaluation
Pandemic preparedness requires sector-wide leadership

A strong unity of purpose, existing trusted relationships and an agile strategy enabled the
Australian Public Service to progressively support a whole-of government response to COVID-
19. We acknowledge the significant efforts across all levels of the Australian Public Service in
policy and operational roles — both those directly involved in the response and those
maintaining key functions including Parliament, courts, and health and social supports. The
impacts on the workforce were profound and there has been a significant turnover of
personnel post pandemic. We acknowledge their achievements and thank them for their
contribution to enhancing Australia’s future pandemic preparedness through their involvement
in this Inquiry process.

A health crisis of the magnitude and duration of COVID-19 requires a whole-of-government
response. The Australian Public Service showed great agility. We heard many examples of new
measures and systems being rapidly mobilised, such as the provision of economic supports to
families and business. However, leaders acknowledged that the sector was largely unprepared
for an incident of this scale and duration. A lack of preparedness in the public service is no
longer acceptable to its political leaders or to the community.

As set out in Chapter 3: Planning and preparedness, the panel considers that we need to
update our health emergency plans and ensure we have a ‘playbook’ of responses and actions.
These must build in sufficient flexibility so responses can be rapidly tailored to the specific
circumstances. The Australian Public Service is central to supporting this work. The panel notes
and strongly supports work underway to embed greater alignment of the health emergency
response to the broader emergency response framework, including through the Australian
Government Crisis Management Framework. The updated Australian Government Crisis
Management Framework provides greater clarity regarding the roles of specific ministers and
key agencies.”**

Clarity of governance arrangements is vital for national coordination

While relationships were the foundation of the Australian Public Service’s COVID-19 response,
with the wisdom of hindsight, leaders acknowledged the need for a coherent and visible crisis
governance structure that provides clarity on roles and responsibilities and mobilises whole-of-
government capabilities. The panel welcomes the recent work to clarify the roles of the Prime
Minister and key ministers and to enhance the coordination role of the Department of the
Prime Minister and Cabinet through the Australian Government Crisis Management Framework.

The Secretaries Board plays an important part in the stewardship of the Australian Public
Service both during a crisis and more generally. We strongly support the work underway
through the Secretaries Board and its support structures to build relationships and
connectedness at senior levels, build and maintain a surge workforce capacity, and develop and
value emergency management capabilities. The Board's stewardship responsibilities can also
extend to overseeing and providing support to broader pandemic and related emergency
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management preparedness. Building on the action in Chapter 3: Planning and preparedness
regarding biannual reviews of preparedness, the panel considers that Australian Public Service
preparedness would be enhanced by the Australian Centre for Disease Control and the
National Emergency Management Agency providing regular preparedness updates to the
Secretaries Board.

The panel considers that a purpose-built governance structure would offer significant benefit in
supporting national leadership and coordination in a future health crisis. This would bring
together key secretaries and senior leaders in a designated Secretaries Response Group —
analogous to the Secretaries Committee on National Security —to support the Prime Minister
and Cabinet to lead the coordination, development and implementation of the Australian
Government response. This group’s membership would reflect the specific circumstances of the
emergency and response. The inclusion of lead service delivery agencies would be critical to the
group's success. It would report to a Cabinet committee that has emergency management
responsibilities and authority to make rapid decisions and whose membership reflects the
multi-sectoral nature of the response required (see Chapter 4: Leading the response).

Given its proximity to the Prime Minister, Cabinet processes and existing Commonwealth—state
relationships, the Department of the Prime Minister and Cabinet is best placed to chair the
Secretaries Response Group and have accountability for coordinating and oversighting the
response across the national government. This aligns with changes to the Australian
Government Crisis Management Framework and more clearly defines the Department of the
Prime Minister and Cabinet's formal role as the coordination lead in incidents requiring multi-
sectoral responses. In chairing this group, the Department of the Prime Minister and Cabinet
should draw on the crisis management systems, policy and operational capabilities from across
the Australian Public Service to support a successful response effort. Formal reporting lines
should be put in place between the Secretaries Response Group and other senior official
bodies. This process should include identifying areas that require dedicated and specific
attention and establishing supporting clusters of officials across departments and agencies to
progress this work.

The Department of the Prime Minister and Cabinet's role should include ‘watching the field" to
ensure that resources can be rapidly deployed to meet demand and minimise the risk of key
agencies being overwhelmed. Agencies would clearly retain responsibility for carrying out their
roles but understand that they might be required to actively assist broader government efforts
when required. Such a structure would enable operational feedback to be rapidly shared and
integrated with the key policy agencies, strengthen the monitoring and adaptability of the
response, and mitigate the risk of unintended consequences (as experienced in supply chains
during the COVID-19 pandemic).

As chair of the Secretaries Response Group, and chair of the inter-jurisdictional First Secretaries
Group, the Department of the Prime Minister and Cabinet would be a key link with the states
and territories in developing, coordinating and implementing National Cabinet decisions. This
would strengthen national leadership and coordination. This structure would also ensure a
holistic approach to engagement with relevant sectors outside government, and the ability to
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leverage non-government capability and expertise to contribute to the response. It would also
promote a more holistic consideration of broader health, economic, social, equity and human

rights impacts in Cabinet decision-making and oversight processes.

Figure 1: Proposed future governance structure for public health emergency
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The Australian Public Service should build links with stakeholders and focus on the groups most
at risk from the outset

It is crucial that the Australian Public Service engage effectively with stakeholders and the
community in the design and delivery of the response. We heard that during COVID-19 there
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were areas where engagement was strong and other areas where more could have been done.
The panel was pleased to hear that key engagement mechanisms such at the National
Coordination Mechanism and the Coronavirus Business Liaison Unit have been embedded in
business-as-usual arrangements. These whole-of-government engagement mechanisms were
vital, but industry-specific responses were also needed to address the individual needs and
challenges of different sectors. The panel is concerned that some important relationships built
during the COVID-19 pandemic have already fallen away. The panel considers that the
Australian Public Service should ensure there are appropriate coordination and communication
pathways in place with industry, unions, primary care stakeholders, local government, priority
populations and community representatives on issues related to public health emergencies.
Structures should be maintained outside of an emergency, and be used to provide effective
feedback loops on the shaping and delivery of response measures in in a public health
emergency.

In particular, lessons learnt from the COVID-19 experience confirm the need to identify and
consider the groups that are most at risk from the outset — this is essential to minimise harm
and ensure equity. The COVID-19 pandemic demonstrated that while everyone will experience
some negative effects, certain groups of people will experience a disproportionate level of risks
and impacts. The Equity section details how existing inequities were amplified by the pandemic
and the response.

In any future crisis, early engagement and responses for groups most at risk should be
prioritised. Ahead of the next crisis, key advisory mechanisms should be made permanent and
embedded into planning and decision-making structures. We note that the Australian Health
Protection Committee has now embedded the Aged Care Advisory Group and the National
Aboriginal and Torres Strait Islander Health Protection subcommittees into its permanent
structure. Similar action is warranted for advisory groups such as the Culturally and
Linguistically Diverse Communities COVID-19 Health Advisory Group and the Advisory
Committee for the Health Emergency Response to COVID-19 for People with Disability. We also
note the value of aligning responses around existing structures and national commitments to
support at-risk groups, such as Closing the Gap and the National Plan to End Violence against
Women and Children 2022-2032.>%

Governments rely on the community services sector to provide critical services and support to
some of the most disadvantaged people in our communities. More formalised engagement
channels between this sector and the public service will foster stronger relationships and enable
their expertise and knowledge to be more effectively leveraged to support future responses. It
would also support effective communication at the community level.

Crisis planning should embed review cycles and build strong feedback loops

Experience during the pandemic confirmed the need for greater access to real-time data and
rapid and ongoing feedback on the efficacy of response measures. The Australian Centre for
Disease Control can play a key role in accessing and synthesising emerging evidence,
coordinating real-time research efforts, and monitoring surveillance and other data collection at
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the national level to ensure responses are and remain proportionate to risk. Regular review
cycles need to be embedded into emergency planning and decision-making on pandemic
response measures. Reports from these rolling reviews will provide Cabinet with ongoing
assessments of the effectiveness of responses and strategies to mitigate unintended
consequences. The Coronavirus Business Liaison Unit and the National Coordination
Mechanism demonstrated the benefits of strong feedback loops with clearly understood
communication and reporting pathways in designing and adapting pandemic measures.

The importance of real-time evaluation cannot be underestimated. The panel noted that where
reviews had been undertaken during the pandemic, such as the reviews of JobKeeper, aged
care, hotel quarantine and contact tracing, they were influential in modifying the response. It is
concerning that relatively few post-action reviews were completed. Where these had occurred,
such as in the Reserve Bank of Australia, the Department of Home Affairs and the Department
of Foreign Affairs and Trade, work is underway to implement changes. Given the scale of
resources deployed, the panel recommends that the government make a commitment to
undertake post-action reviews of all major pandemic programs. As noted in Chapter 4: Leading
the response, we also recommend undertaking a post-action review of the human biosecurity
provisions under the Biosecurity Act 2015 (Cth), as this was the first time they had been activated
for a pandemic.

Australian National Audit Office — revised approach to audits during COVID-19

The Australian National Audit Office created a specific COVID-19 multi-year audit strategy in
response to the changed risk environment during the pandemic. This strategy was designed to
‘respond to the interests and priorities of the Parliament of Australia; provide a balanced
program of activity that is informed by risk; and promote accountability and transparency of,
and improvements to, public administration’.>?® The strategy was flexible so that it could evolve
with the rapid implementation of government policies and initiatives while addressing the
changing pandemic situation and how this impacted on Australians and the economy.

The COVID-19 audit strategy was delivered in three key phases, with five audits completed in
Phase 1 (2020-21), seven in Phase 2 (2021-23) and three additional potential audit topics in
Phase 3.°?” We heard that the ‘performance bar’ for these Australian National Audit Office
audits was dropped during the pandemic to account for the speed at which policies were
implemented during emergency circumstances. The Australian National Audit Office’s strategy
reflected the agility and innovation needed during a crisis. It helped to keep the Australian
Government accountable and maintain public trust in decision-makers.

This approach demonstrated agility in adjusting existing processes to quickly deliver rapid
reviews and should be repeated in future public health emergencies. It could also provide a
model for broader rapid review mechanisms in a crisis.

The Australian Public Service must build, value and maintain key capabilities

The panel acknowledges the importance of the Australian Public Service building, valuing and
maintaining key emergency management and surge capabilities. Sustainability and wellbeing
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are as important for the Australian Public Service as they are for first response agencies within
state governments.

The establishment of the Australian Public Service Surge Reserve in April 2021 was a key
foundational step in increasing emergency management expertise and capability across the
Australian Public Service.>® This has been demonstrated by its use in subsequent multiple
flooding events in Australia. The panel welcomes the work underway, driven jointly by the
Australian Public Service Commission and the National Emergency Management Agency, to
strengthen emergency management and related capabilities. The Australian Public Service must
continue to invest in the capability of its people to ensure departments can quickly draw on a
large pool of officers in future crises. The Secretaries Board should retain an enduring
leadership role in managing these priority capabilities in the Australian Public Service.

There is a need for Australian Public Service workforce plans for future multi-sectoral incidents.
The panel supports the findings of the Australian National Audit Office’s 2020 report
Management of the Australian Public Service's workforce response to COVID-19°%° with respect
to the governance oversight of the Australian Public Service workforce by the Australian Public
Service Commission, Chief Operating Officers Committee and Australian Public Service
leadership. We suggest that whole-of-government crisis management frameworks be updated
to include Australian Public Service workforce matters, including surge arrangements.

In major crises, there will be limits to the Australian Public Service's ability to fill large-scale gaps
while continuing business-as-usual work. Workforce planning should recognise that external
capability needs to be quickly incorporated. Planners must proactively consider employee
health, safety and wellbeing, and include employee rotations and other standard measures to
provide support and respite for key leaders and frontline staff during protracted incidents. In
preparation for and during protracted crises, redundancy must be built into the formal system
to ensure both an effective response and the wellbeing of the Australian Public Service
workforce.

5. Learnings

e Many of the most significant national achievements during the pandemic response
were highly reliant on key individuals and existing trusted relationships. This is not
sustainable or efficient in protracted or concurrent emergencies. There is a need for
more structured governance arrangements and agreed communication pathways.

e Governance structures need to be pre-agreed and able to be rapidly established or
scaled up in pandemic emergencies to bring together key public sector decision-makers
to support a multi-sectoral response and drive national coordination.

e Greater alignment of health emergencies with the broader Australian Government Crisis
Management Framework enables the health response to more readily access and
leverage additional capability and expertise. Escalation triggers for a whole-of-
government response need to be clearly defined and understood within government
and the broader health ecosystem.
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e The National Coordination Mechanism played an important role in national
coordination. Its operating model may be utilised in partnership with health leaders to
support broader health responses.

e Clear engagement mechanisms with business and community groups need to be in
place ahead of any crisis to ensure they can be quickly mobilised.

e Stronger real-time feedback loops need to be developed between operational and
policy agencies to enhance coherence and coordination within and between
government, industries and community partners.

e Crisis workforce plans and surge arrangements for the Australian Public Service need to
be in place for future multi-sectoral incidents. Workforce planning needs to include
building an emergency management capability within the Australian Public Service.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 10: Agree and test a national Australian Government governance structure to support
future health crisis responses, including an appropriate emergency Cabinet Committee and a
‘Secretaries Response Group’ chaired by the Department of the Prime Minister and Cabinet that
brings together the lead Secretaries and heads of relevant operational agencies, to coordinate
the Australian Government response.

A purpose-specific governance structure, aligned with the revised Australian Government Crisis
Management Framework, should be rapidly mobilised and tested in future pandemic incidents
requiring a multi-sectoral response.

Plans should be tested to ensure they are ready to be mobilised ahead of a crisis.
The governance structure should include:

e A ’Secretaries Response Group’ with a similar role to the Secretaries Committee on
National Security, to support the Prime Minister and Cabinet to lead the coordination,
development and implementation of the Australian Government response.

o The Secretaries Response Group should be chaired by the Department of the
Prime Minister and Cabinet and include lead Secretaries and heads of
operational agencies that reflect the specific circumstances of the emergency
and response.

o There should be formal reporting lines between the Secretaries Response Group
and other senior officials’ bodies, including supporting clusters of officials across
relevant departments to progress work and enhance coordination with the
states and territories.
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Action 12: Develop a plan to build, value and maintain emergency management capability
within the Australian Public Service, including planning and management of a surge workforce.

This should:

e prioritise investment in emergency management capability uplift across the public
sector, especially within the Department of Health and the Department of the Prime
Minister and Cabinet, to ensure there is a sufficiently large pool of people who have
knowledge and understanding of crisis management and delivery principles and
approaches

e establish arrangements to ensure agencies are able to appropriately fulfil their
emergency management obligations and agreed roles and responsibilities under the
Australian Government Crisis Management Framework.

e establish arrangements to train agency staff to better equip them to surge to contribute
to whole-of-government crisis responses

e ensure the Secretaries Board maintains a role in stewarding these priority emergency
management capabilities

e Dbe aligned with the work done under Action 21 to improve capability and readiness,
including through exercises and readiness reviews.

Action 14: Embed flexibility in Australian Government grant and procurement arrangements to
support the rapid delivery of funding and services in a national health emergency, for instance
to meet urgent community needs and support populations most at risk.

This should include:

e funding arrangements for community organisations and industry, and procurement
processes

e funding mechanisms that allow organisations to rapidly develop and deliver solutions
tailored to their communities

e guidance and random audits embedded in program delivery.
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Action 15: Ensure there are appropriate coordination and communication pathways in place

with industry, unions, primary care stakeholders, local government, the community sector,

priority populations and community representatives on issues related to public health

emergencies. Structures should be maintained outside of an emergency, and be used to

provide effective feedback loops on the shaping and delivery of response measures in a

national health emergency.

Build and maintain engagement mechanisms outside of an emergency with the
community sector and industry (including businesses and entities across the supply
chain).

Maintain and build on effective structures that were established before or during the

COVID-19 pandemic, including those with priority populations such as Aboriginal and
Torres Strait Islander people, people with disability, culturally and linguistically diverse
communities and older Australians.

Consult these groups on the development and updating of pandemic plans, and ensure
they participate in stress-testing exercises.

Ensure there are clear mechanisms to feed into decision-making processes in an
emergency, and genuinely engage relevant bodies in pandemic preparedness activities
and responses to future emergencies.

Utilise these structures in national health emergencies to provide effective feedback
loops on the delivery of response measures.

6.2.Medium-term actions — Do prior to the next national health emergency

Action 21: Build emergency management and response capability including through training for
a pandemic response.

Led by the National Emergency Management Agency, this should include:

arrangements to train agency staff in emergency management to better equip them to
surge to contribute to whole-of-government crisis responses

establishment of training programs to address technical expertise gaps identified
through emergency exercises and add to response capacity at jurisdictional level when
a crisis occurs during an active training period

a primary coordination role for the CDC/NEMA with input from technical advisory
committees and states and territories, and embedded within jurisdictions.
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Action 24: Maintain regularly tested and reviewed agreements between relevant national and
state agencies on shared responsibilities for human health under the Biosecurity Act 2015 (Cth)
with a focus on facilitating a ‘One Health” approach that considers the intersection between
plant, animal and human biosecurity.

e Agreements should ensure clarity and agreement on roles and responsibilities between
governments and government agencies under the Biosecurity Act 2015 prior to the next
crisis.

Action 26: Include a focus as part of ongoing systems upgrades on modernising and improving
data, systems and process capabilities to enable more tailored and effective program delivery
in a crisis.

e Consider preparedness for future crisis as part of ongoing investment in key data,
system and process capabilities.
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International
Border Closures
and Quarantine



Overview

In the early stages of the pandemic, there was extreme uncertainty about how the SARS-CoV-2
virus spread, how our health system would withstand high numbers of COVID-19 patients, and
whether and when a vaccine would become available. The Australian Government acted quickly
and decisively to close Australia’s borders and to quarantine returning travellers. This has been
referred to by many as the most important decision Australia made during the pandemic
response. It was also a massive and unprecedented decision that had not been in any way
planned for. The Australian Government's pandemic preparedness planning had not
anticipated or suggested the restriction of international travel or mandatory quarantine as
viable options.>*

The early decisions to progressively close our international borders and require returning
travellers to quarantine played a key part in Australia’s strategy to delay the onset of
community-wide transmission and then slow the spread of the virus. The impacts were
significant. Families and friends were separated for long periods of time, businesses closed,
Australians had their ability to travel freely in and out of the country curtailed for significant
periods, international students had to decide whether to remain in Australia for an extended
period to complete their degree or risk not being able to return from a home visit, and
migration flows were heavily disrupted.

Between January and March 2020 the Australian Government progressively introduced
restrictions that banned entry to Australia, initially from certain virus-impacted countries, then
for all travellers except Australian citizens, permanent residents and their immediate families,
diplomats, celebrities and certain other exceptions.

Initially Australian citizens and permanent residents returning from China were required to self-
isolate at home for 14 days upon arrival. However, as COVID-19 cases sharply increased
through March 2020 there was heightened concern about the risk that the hospital system
could be overwhelmed.

With no system in place to monitor whether arrivals were complying with home quarantine
requirements, on 27 March 2020, National Cabinet agreed to a new system of mandatory
supervised quarantine. State and territory authorities accepted operational responsibility for
quarantine. Within 72 hours of the announcement, they implemented quarantine arrangements
using converted hotels. In the absence of centralised coordination and operational guidance,
each state and territory adopted a distinct approach to hotel quarantine. The arrangements
they put in place at the end of March generally remained until 1 November 2021. A notable
exception was Victoria, where recommendations from three reviews led to substantial

improvements.*'
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Closing the border was never expected to guarantee that Australia could remain COVID-19 free,
even with mandatory quarantine in place. There were still many people crossing the border,
and the nature of the virus — including people being infectious before having symptoms —
meant that mandatory quarantine was unlikely to be bulletproof. However, the implementation
of both international travel restrictions and mandatory managed quarantine for returned
travellers effectively reduced the seeding of COVID-19 variants into Australia. This made it
possible for health departments to contain outbreaks from the initially infrequent quarantine
breaches that occurred. Unfortunately, the effectiveness of mandatory quarantine was partly
undermined by national inconsistencies in the implementation of managed quarantine. This led
to viral escape events through infected workers or residents being discharged while infectious,
seeding community transmission. Even so, studies have concluded that the early border closure
likely reduced the number of COVID-19 cases and deaths by up to 86 per cent, modelled
against a scenario where the international border remained open.>**

The first chapter of this section examines the Australian Government’s implementation of
international travel restrictions, including international travel bans, repatriation efforts, and the
impact of the border closures on Australia’s health and economic responses and on Australian
residents.

The second chapter examines the implementation of managed quarantine, the interplay
between the Australian and state and territory governments, and the impacts of hotel
quarantine on occupants and workers. It also explores how governments attempted to improve
the system following numerous breaches.
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Timeline

1 February 2020: Australian citizens and permanent residents returning from China must
self-isolate for 14 days.>*

1 February 2020: foreign nationals who were in mainland China were banned from
entering Australia for 14 days

3 February 2020: 241 Australians evacuated from Wuhan arrive on Christmas Island.>*

13 February 2020: Australian Government extends entry ban for foreign nationals who
had been in China.

15 March 2020: Everyone entering Australia is required to self-isolate for 14 days.”®
Customs Act 1907 (Cth) is used to ban cruise ships from entering Australia.
18 March 2020: A human biosecurity emergency is declared by the Governor-General.>*

Cruise ship ban is formalised through a Biosecurity Act 2015 (Cth) determination.>®’
19 March 2020: Passengers disembark from the Ruby Princess.>*®

20 March 2020: Australia’s international borders closed to all non-citizens and non-

residents.”*

25 March 2020: Overseas travel ban enforced for Australian citizens and permanent
residents.”*

10 July 2020: National Cabinet announces the implementation of international
passenger arrival caps.>*' Prime Minister announces a national review of hotel
quarantine. Move towards a user-pays model for hotel quarantine is announced.

16 October 2020: Australia—New Zealand one-way quarantine-free travel zone
commences.

20 October 2020: Howard Springs formalised as Australia’s first Centre for National
Resilience.>*

23 October 2020: Three-step framework agreed for national reopening. The National
Review of Hotel Quarantine final report recommendations accepted.

5 March 2021: Howard Springs quarantine capacity increased to 2,000 individuals a
fortnight.

30 April 2021: 14-day ‘India Travel Pause’ begins.
June 2021: Prime Minister agrees to establish a quarantine facility in Melbourne,

23 July 2021: National Cabinet commissions a second review of quarantine
arrangements.
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1 October 2021: Seven days home quarantine for vaccinated Australians; 14 days
managed quarantine for non-vaccinated people.**

1 November 2021: Quarantine abolished for vaccinated Australians.>*
1 December 2021: Australia’s borders open to fully vaccinated holders of eligible visas
21 February 2022: Australia’s borders open to fully vaccinated visa holders.>*®

6 July 2022: Australia’s borders open for all eligible visa holders regardless of
vaccination status.”

545
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Chapter 7 — Managing the international border
1. Context

In the early stages of the pandemic, the Australian Government moved quickly to progressively
close our international borders, first to specific countries and then to the rest of the world. The
international border closures aimed to keep the levels of the virus low to reduce risks to the
population and help ensure the health system was not overwhelmed. The government
implemented full border closures with very little notice. The sudden closures and their extended
duration necessitated a government-wide effort to support citizens overseas and develop
systems to repatriate them at scale. Considerable efforts were also made to assist foreign
nationals to return home, including those needing to transit through Australia. This had not
previously been contemplated or planned for and stretched existing systems and emergency
capacity. The difficulty of establishing and managing international travel restrictions was
compounded by the fact that decision-making powers on international border closures were
held by the Commonwealth, but the implementation powers were held by the states and
territories.

The international border closure also had compounding impacts on Australia’s economy and
workforce due to the impact on migration, the reduction in visitors from overseas, and the
disruption to supply chains. Certain sectors of the economy were more exposed to these
impacts, including the travel and tourism industry and the education sector (see Chapter 24:
Supporting industry). There was also a cascading effect on skilled workforce capacity, including
on the health workforce.

A note on terminology

In this report, we use the terms ‘international border closure’ and ‘closing the international
border’ to refer to the international travel restrictions implemented by the Australian
Government between February 2020 and July 2022. Though subject to considerable restrictions,
Australia’s international border never fully closed. Low levels of travel continued throughout the
pandemic through inward and outward travel exemptions. Whilst Australian citizens and
permanent residents were prohibited from leaving Australia, with limited exceptions, Australian
citizens, permanent residents and their families were always exempt from inwards travel
restrictions (except for a two-week period in May 2021 known as the India Travel Pause). The
difficulties Australian citizens and permanent residents faced returning to Australia arose
because of limited/expensive flights, flight caps and limitations on quarantine places. This
report uses the terms ‘international border closure’ and ‘closing the border’ because this is how
international travel restrictions were understood by the public, and how they were referenced
by the Prime Minister and other leaders when announcing decisions regarding the international
border.
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2. Response

2.1. International travel bans

Restrictions on entry to Australia were implemented in stages. From 1 February 2020 the
Australian Government implemented a 14-day ban on foreign nationals entering Australia from
China and required Australian citizens, permanent residents and their immediate families to
self-isolate for 14 days. This decision was based on Australian Health Protection Principal
Committee advice.>*® During February and early March 2020, additional travel bans applied to
arrivals from Iran, South Korea and Italy in response to the high levels of COVID-19 transmission
in those countries.

From mid-March 2020, the Australian Government introduced four broad international travel

restrictions, which remained in place until November 2021 (~20 months).>*

e Cruise ship requirement: On 15 March 2020, after multiple COVID-19 outbreaks on
international cruise ships, the Australian Government used the Customs Act 1907 (Cth) to
ban international cruise ships with more than 100 passenger berths from entering
Australian ports. The Minister for Health formalised this ban through a human
biosecurity emergency determination under the Biosecurity Act 2015 (Cth) on 18 March
2020, based on the advice from the Chief Medical Officer about the risk of transmission
on cruise ships and the risk of widespread transmission from passengers arriving on
shore.>*

e Mandatory quarantine: From 15 March 2020 all international travellers, including
Australians, arriving in Australia were required to self-isolate for 14 days.>' On 27 March
2020 the Australian Government announced that as of 28 March 2020 all incoming
travellers were required to undertake a 14-day supervised quarantine period in a
designated facility at their port of entry. (See Chapter 8: Implementing quarantine.)

e Inward travel restrictions: On 20 March 2020 the Australian Government closed its
international border to all non-citizens and non-residents from 9 pm.>** This decision
was based on data showing that around 80 per cent of known COVID-19 cases in
Australia were imported.>>® A range of exemptions were put in place, including for
immediate family of Australian citizens and permanent residents, which were expanded
over time.

e Outward travel restrictions: On 25 March 2020 the Australian Government banned
Australian citizens and permanent residents travelling overseas, unless they had an
exemption, through an emergency determination under the Biosecurity Act 20715
(Cth).>>* The Prime Minister announced that this decision was to ‘help avoid travellers
returning to Australia with coronavirus and the risks of spreading coronavirus to other

countries’.>>

The decisions to restrict both inward and outward international travel were made by the
Australian Government, primarily based on Australian Health Protection Principal Committee
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advice. The government and later National Cabinet frequently agreed to international travel
restrictions on the same day that they received Australian Health Protection Principal
Committee advice, and the decisions took effect soon after.>® In providing its advice, the
Australian Health Protection Principal Committee considered the readiness of our public health
capability to manage community spread and protect the hospital system so that it could cope
with the numbers (based on early projections) of patients requiring hospitalisation.

The scale and complexity of the pandemic required the largest ever consular response Australia
has undertaken.”> Managing the implications of international border closures also required a
significant coordinated effort across Australian Government agencies and with state and
territory government health authorities. This included:

enforcing travel restrictions at the border through physical checks of travel documents
and exemptions, and managing online systems for granting discretionary exemptions —
Department of Home Affairs and Australian Border Force

supporting Australians overseas, facilitating repatriation flights, liaising with airlines to
advise of the need for additional commercial flights, and negotiating seats for
Australians on flights organised by a foreign government or non-government entity —
Department of Foreign Affairs and Trade (with support from Services Australia)

supporting National Security Committee and National Cabinet discussions, coordinating
a national response across departments and governments, and negotiating passenger
arrival caps with states and territories based on quarantine capacity and flight
operations to maximise the number of returning Australians — Department of the Prime
Minister and Cabinet (with support from state central/health agencies)

regulating international airline timetable approvals (capping international passenger
arrivals) — Department of Infrastructure, Transport, Regional Development,
Communications and the Arts

assisting states and territories with airport border control activities — Australian Defence
Force

cooperating with states and territories, the Australian Border Force, the Australian
Defence Force and airport operators to administer border controls — Australian Federal
Police

screening, collection and testing for passengers and aircrew returning to Australia;
operating and staffing mandatory hotel quarantine; issuing quarantine notices; and
managing intersections with interstate border closures and testing requirements — state
and territory governments.

174



Figure 1: The journey from overseas to home in Australia
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2.1.1. International cruise ship bans

The 15 March 2020 decision by the Australian Government to ban international cruise ships
from entering Australian ports made it an offence under subsection 58(1) of the Customs Act
71907 (Cth) to bring an international passenger cruise ship into any of Australia’s ports unless
permission had been granted by the Australian Border Force under subsection 58(2). This
decision was initially made for 30 days.

The government then introduced a second measure, the 18 March 2020 Biosecurity
Determination, which stated that an international cruise ship could not enter a port in Australia
without permission from the Comptroller-General of Customs (the Australian Border Force
Commissioner). Permission could only be provided if the ship was in distress or emergency
circumstances existed, or if it had been at sea before the 15 March ban was declared (i.e. had
departed a port outside Australian territory before the end of 15 March 2020 and was bound
directly for a port in Australian territory). In the weeks that followed, a targeted Australian
Border Force effort saw the departure of the 32 internationally flagged cruise ships and their
20,000 or so crew from Australian waters; the last vessel departed on 28 April 2020.>*
International passengers were allowed to complete their onward travel, domestic or
international, but were required to self-isolate until travelling to the airport for their return
home.>*°

On the morning of 19 March 2020, passengers who were later discovered to be infectious
disembarked from the cruise ship Ruby Princess. A New South Wales Government Special
Commission of Inquiry closely examined how this happened. The inquiry, which reported to the
New South Wales Government on 14 August 2020, found that the human biosecurity
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arrangements in place did not operate as intended, there was poor communication between
responsible agencies, policies were ignored and all parties involved did not have a clear
understanding of their role in a pandemic emergency.>®’

2.2.Repatriating and supporting Australian citizens travelling overseas

A key part of the government's response was supporting Australians who were overseas but
wanting to return home, and determining exemption rules for Australians seeking to travel in
and out of Australia for compassionate and other reasons such as business.

In March 2020 the Department of Foreign Affairs and Trade estimated there were around
879,000 Australians living or travelling overseas.”®® Between 1 April 2020 and 31 March 2021,
154,321 Australian citizens and 47,938 permanent residents returned to Australia. ** Many had
help from the Department of Foreign Affairs and Trade through consular support, financial
support, and coordination and communication.

e The Australian Government facilitated 150 commercial flights from 22 October 2020 to
24 February 2022, costing it $60.4 million.>** The Department of Foreign Affairs and
Trade also enabled flights chartered for targeted evacuation operations (assisted
departures) (e.g. flights from Wuhan).

e The Department of Foreign Affairs and Trade’s Smartraveller program provided advice
to Australians overseas. The Department of Foreign Affairs and Trade used its website,
social media channels and a paid advertising campaign to provide information.

e The Department of Foreign Affairs and Trade developed an online portal, the Traveller
Registration System, on the Smartraveller website. The Traveller Registration System was
supported by the COVID-19 Crisis Citizen Information system, which recorded individual
registrant details and supported the Department of Foreign Affairs and Trade'’s
monitoring and reporting on the status of returning Australians. Services Australia called
those who had registered with the Department of Foreign Affairs and Trade to discuss
their vulnerability status.”®®

e On 2 September 2020 the Australian Government announced the Special Overseas
Financial Assistance (Hardship) Program to help vulnerable Australians secure flights
and return to Australia, including by covering the costs of people’s airfares home. The
Department of Foreign Affairs and Trade received just over 10,000 Hardship Program
applications and approved about half.**® This program operated until the end of March
2022 and provided $44.54 million in funding to overseas Australians. It was set up with
the guidance of Services Australia to ensure it was effective.”®’

There were two main limiting factors for the Australian Government in bringing home such a
large number of Australians from overseas: the state and territory hotel quarantine capacity,
and limited operations of international airlines.

From July 2020 National Cabinet agreed to passenger arrival caps (a limit on how many people
could fly from overseas into a state or territory on any given day) each week for each state and
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territory based on the hotel quarantine capacity, operational workforce and flight data from
each jurisdiction.*®® State and territory governments provided daily advice on quarantine
capacity and forecasts to the Department of the Prime Minister and Cabinet to inform the
weekly cap; and the Department of Infrastructure, Transport, Regional Development,
Communications and the Arts helped to implement the caps through its regulation of
international flight timetables and engagement with airports and airlines. As Sydney and
Melbourne are the busiest international airports in Australia, New South Wales and Victoria
received the most international arrivals. New South Wales quarantined 50 per cent of all
international arrivals into Australia in the first (alert) phase of the pandemic.”®

3. Impact

3.1.Impact of international border closure on COVID-19 cases and deaths

The panel consistently heard that the early decision to close the international border enabled a
strong initial response to the pandemic. We heard from a stakeholder it was the single most
important decision made by the Australian Government during the crisis.>”

Australia is closing its borders to all non-citizens and non-residents ... Our number one
priority is to slow the spread of coronavirus to save lives. Our government has taken this
unprecedented step because around 80 per cent of coronavirus cases in Australia are
people who caught the virus overseas before entering Australia, or people who have had
a direct contact with someone who has returned from overseas. — Prime Minister Scott
Morrison, 19 March 2020°"

During the alert phase, little was known about the virus, its impact and how infections could be
effectively treated and transmission controlled. During this time, testing of incoming passengers
confirmed that international arrivals were bringing COVID-19 into Australia. The initial border
closure significantly limited the number of new cases of the virus entering Australia, which
helped reduce the spread of the virus into the Australian community. This meant outbreaks
were limited in the first wave and controllable through lockdowns implemented across the
country in March 2020. Case numbers peaked at over 400 a day in mid to late March 2020, but
rapidly decreased to below 20 new cases a day on average by the start of May 2020.°" All
SARS-CoV-2 variants of the virus circulating in the first wave were successfully eliminated in all
jurisdictions. Most states and territories returned to zero case detections for an extended
period. Victoria experienced a second wave comprising newly imported variants.>”
International travel restrictions remained in place throughout 2020 as case numbers rose
through various localised outbreaks after quarantine breaches, and for most of 2021 until
vaccinations were rolled out in Australia.>™

Participants in Inquiry focus groups said that the international border closure was important
and appropriate, particularly in the early stages.

I agreed with the international border closures ... Australia is lucky it's a single island,
good to protect ... | was very scared of COVID and | think the government should have
closed the border more quickly to protect [people]. — Focus group participant, online®”

177



Health research reinforces what the panel has heard. Studies have found that the early border
closure reduced the number of cases and deaths from COVID-19 by up to 86 per cent when
modelled against a scenario where the international border remained open.>’® Australia would
have had between 15 and 46 times the number of deaths if it had experienced the same
COVID-related death rates as comparable countries like Canada and Sweden.>”’

We heard from the Australian Government that there were legal risks associated with enforcing
the international border closure because of fragmented policy settings and limited legislative
authority. This was not addressed in the course of the pandemic and is likely to pose legal risks
should border closures be necessary in a future public health emergency.*”®

States and territories have described a lack of clear and agreed roles and responsibilities and
information pathways between the Australian Government and state and territory governments
at the international border. They have called for clearer emergency arrangements and
governance to be agreed, regularly stress-tested and updated to reflect changing and
concurrent risks before the next public health emergency.”” State officials noted that it could
take up to five days to receive passenger data.”® States and territories strongly reaffirmed the
need for a shared database in a future public health emergency. They noted that this was a key
role the Australian Centre for Disease Control could play. This shared database would assist
with national-level issues such as timely contact tracing, by connecting all jurisdictions with
international flight data.*®'

The transition phase began with the reopening of the international border from November
2021. It unfortunately coincided with the emergence of the Omicron BA.1 variant. The
combination of the easing of international travel restrictions and the higher transmissibility of
the new variant led to the total recorded incidence of COVID-19 in Australia rising to 231,000
cases per million by 30 April 2022, compared to around 1,000 cases per million in June 2021.>%
This brought Australia into alignment with other high-income countries, which had averaged
241,000 cases per million since the start of the pandemic.>®® However, the COVID-19 related
hospitalisations and death rates were much lower during the Omicron wave than during earlier
waves. The case fatality rate of COVID-19 related deaths fell from a peak of 3.3 per cent in
October 2020 to 0.1 per cent in April 2022.°%* This was a marked increase from the first two
years of the pandemic, during which international travel restrictions were in place, when
Australia’s average cases per million were far below the averages of other high-income
countries.® The benefit of delaying Australia’s community-wide transition until after
vaccination is clear from the fact that fewer lives were lost to COVID-19.

3.2.Impact of international border closure on overseas Australians

At the start of the pandemic, the Department of Foreign Affairs and Trade estimated there were
around 879,000 Australians abroad.”® Approximately 30 per cent of the population were born
outside Australia, and millions of Australians have relatives living overseas.”®” Outward travel
restrictions imposed large personal costs for these Australians, including extended separation
from children, parents and partners.
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High levels of distress and anger were expressed about the difficulties for Australian citizens
visiting families or trying to return home. Some described this as a societal failing. Limited
information on the location of Australian citizens compounded the difficulty of the
government's repatriation efforts.>® Agencies in their own post-action reviews identified areas
to improve communications with and about the different categories of Australians overseas —
those who did not want to return, those who did want to return, and those who were acutely
stranded. %

There were Australians needing urgent assistance in almost every foreign country. This required
the largest and most complex consular exercise Australia has ever undertaken. The Inquiry
heard that the pre-existing consular supports, while well tested in less complex emergencies
contained within individual countries and regions, were not built for, or at a scale to respond to,
an extended global emergency. This included the responsibilities for the health and safety of
consular staff. We heard that significant redeployments of staff were required from other key
consular work and that staff experienced extended separations from their families.>*

The Australian Government worked hard to support vulnerable overseas Australians. However,
the Inquiry heard strong feedback about the adequacy, compassion, fairness and timeliness of
the communications and supports.®' There was a reported lack of transparency regarding the
criteria used to determine people’s level of 'vulnerability’ and therefore prioritisation of
support.>** Submissions to the Inquiry said that this support fell short of meeting expectations
and what they saw as the government's duty of care towards them.** Individual submissions
highlighted a delay in receiving support and a perceived inequity of access to support.
Submissions expressed the feeling that support for overseas Australians was not accessible for
all>** Some said that access to return flights home was ‘a lottery’ with no transparent
framework for prioritisation of some people over others.>®

The Australian Government almost ruined me financially, and to be fair, cost me
anywhere upwards of $60,000 to look after myself due to being left overseas, and
further travel restrictions imposed on me by the Australian government ... Don't
cap Australians from re-entering Australia. Assist, don't create stranded
Australians ... — Submission 942°°

Overseas Australians described a lack of compassionate communication from the Australian
Government regarding flight availability and criticised the cost of commercial flights to Australia
as prohibitive. They also noted financial hardship and distress. Concerns were raised that the
term ‘returning travellers’ used to describe Australian citizens and permanent residents trying to
return home was almost derogatory.

Having registered on SmartTraveller, and each relevant Australian country
consulate that | was in, | continued to solely get home somehow. The consulates
never had telephone or email response support available other than automated
non-updated information that they were doing what they could. — Submission
942597
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Inquiry focus group participants generally supported international border closures but most felt
that the implementation of these closures could be improved to make the measures more
effective and reduce the negative impacts.>®® Participants also reported a perception that
closures were inconsistent, confusing and unfair for some.**® Many felt that repatriating citizens
should be a key priority for the Australian Government when implementing border closures and
that the process for returning citizens during the pandemic was ineffective.*®> We heard from
one stakeholder that the Australian passport’'s worth was tested and devalued during the
implementation of country-specific restrictions.®”’

I registered for repatriation and was not helped at all; there was no system in
place to progress, it became a lottery. Australians that had left after the pandemic
started or who had not lived in Australia for 10 years+ got flights before me. —
Submission 217°%

3.3.Decision-making on travel exemptions

The Australian Government established a range of automatic and discretionary exemptions to
allow for inward and outward travel in specific circumstances.®®® Those automatically exempt
from the inwards travel restrictions did not have to request an individual exemption but had to
provide evidence. Groups with exemptions included Australian citizens and permanent
residents and their immediate family members, people transiting Australia for 72 hours or less,
and commercial maritime crew.®® All others had to specifically apply for exemptions. The
Department of Home Affairs encouraged applicants who were not satisfied with the outcome of
their travel exemption requests to reapply with additional information. This policy was in place
throughout the pandemic as there was no avenue for independent review or appeal of
exemption decisions.

The Australian Government allowed the Australian Border Force Commissioner and delegated
officers in the Department of Home Affairs, including the Australian Border Force, to grant
discretionary inward and outward travel exemptions.®® Between March 2020 and June 2021,
only around 30 per cent of all discretionary inward travel exemptions (around 50,000), and
approximately 65 per cent of discretionary outward travel exemptions (around 170,000) were
approved.®® In both inward and outward exemptions, ‘compassionate and compelling’
exemption categories had the lowest approval rate: 11.8 per cent for inward, and 46.1 per cent
for outward.®”” By contrast, 75.9 per cent of critical industries and business and 95.2 per cent of
national interest discretionary outward exemptions were approved. °® This appears to align
with what we heard about the lack of fairness and compassion some people felt regarding the
exemption process.

Watching the procession of celebrities, sportspeople, seasonal workers, and
wealthy business people enter the country, when so many were still stranded, only
reinforced the fact that Australian citizenship or permanent residency meant
absolutely nothing anymore. — Submission 779°%
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Between March 2020 and July 2020 there was no service standard for how quickly travel
exemption applications would be processed. From July 2020 a seven-day service standard was
established for the finalisation of inward travel exemptions.®™ Between August 2020 and May
2021 more than 80 per cent of inward travel exemption requests were finalised within seven
days.®" The number of complaints the Department of Home Affairs received on the timeliness
of exemption requests significantly decreased from its peak in July 2020, coinciding with the
new service standard. However, the policy to recommend that people reapply, without
feedback, when they were not satisfied with the decision was not seen as a sufficient review
process.®> Concerns were also raised regarding the lack of transparency about the reasons why
some exemptions were approved and others were not.®” The Australian National Audit Office
found that complaints focused on extensive wait times (in some cases up to four weeks); not
receiving a response to a request; website upload limits restricting the provision of evidence;

and inability to determine the status of an open exemption request.®™

The Australian National Audit Office reviewed the travel exemption process in December
2021.5" It found that applicants did not receive sufficient feedback about refused travel
exemption requests and that there was not an adequate review mechanism for these
decisions.®'®

Many people faced similar difficulties attempting to leave Australia for legitimate reasons. The
outward travel exemption process has also been criticised as lacking in compassion and
humanity, as well as encroaching on people’s human rights — specifically those relating to
liberty of movement and family reunification.®”” Distressingly, the Inquiry received submissions
from multiple Australians who were denied outward travel exemptions to see dying family
members or attend family members’ funerals.

My belief was that given some people were moving around globally for relatively
superficial reasons, having a terminally ill direct relative who was on death’s door,
would qualify me for compassionate travel. Clearly not ... to have my application
rejected, despite my circumstances, and for this rejection to be delivered in such a
manner had a mental, emotional and physical impact on me that | cannot
articulate in words — an impact that | am still grappling and struggling with on a
daily basis. Please do not underestimate the ramifications of this decision and
how it was managed. — Submission 18°'

Some people emphasised that leaving Australia was a right that should be protected in a future
public health emergency.

| understand the reason was to a) reduce the demand on consular services abroad
at a time of increased demand and reduced ability to provide those services, and
b) reduce the pipeline of those who would then seek to return back into an
already stretched quarantine program. However, once a state takes upon itself the
power to grant the abllity to exit as a privilege and not a right, it has ceased to be
a genuine liberal democracy. — Submission 1126°”
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The panel heard that international travel restrictions had a disproportionate impact on culturally
and linguistically diverse people in Australia who were isolated from family in their home
country. This is of particular importance as 27.6 per cent of Australians are born overseas and
48.2 per cent have a parent born overseas.®® Some culturally and linguistically diverse families
were separated. We heard about people in Australia being unable to help members of their
family who were trapped overseas — including some who were unwell and needed to return to
Australia for treatment — despite being Australian citizens or permanent residents. An example
of the difficulties faced by culturally and linguistically diverse people whose families were
stranded overseas is captured in the case study below. Further impacts on culturally and
linguistically diverse communities are explored in Chapter 15: Culturally and linguistically diverse
communities.

Struggles of family separation

Kamal* and his family are from India and have lived in Australia for nine years. In the months
prior to COVID-19, Kamal and his wife flew back home to Delhi for family support for their
newborn child. In January 2020, Kamal needed to return to Sydney to begin work, leaving his
wife and newborn behind. However, soon after his departure, international borders closed
abruptly, separating Kamal from his family. Despite Kamal being an Australian citizen, his family
could not return from Delhi and he was unclear about why they couldn’t return when those
from other countries could. He assumed this was due to negative stereotypes about India.
Isolated and concerned for both his young family and his mother, who was alone following his
father’s passing, Kamal grappled with anxiety, mounting debts and the responsibility of sending
money back home. The inability to fulfil cultural rites, especially when two family members
succumbed to the virus in India, added to his stress. Kamal could ‘only pray for the health’ of
his family and was separated from them for six months.®”'

3.4. Impact of international border closure on human rights

It is well established under international human rights law that many human rights and
freedoms can be legitimately restricted as part of an emergency response.®* However,
restrictions on human rights must always be justified, reasonable, necessary and proportionate,
and should only continue for as long as this is the case.®® In fact, the United Nations Human
Rights Committee in General Comment No. 27 (Freedom of Movement) have stated that ‘there
are few, if any, circumstance in which deprivation of the right to enter one’s own country could
be reasonable’®** Internationally recognised human rights include the right to leave a country
and the right to enter your own country. Both rights were at risk of being limited as a result of
international border restrictions and other COVID-19 related measures affecting international

travel 6%

Human rights advocates acknowledged the effectiveness of the international border closures
from an Australian public health perspective and the need for rapid action. At the same time,
they raised questions about the adequacy and equity of the decision-making systems and the
impact the restrictions had on the human rights of individuals and families. These concerns
were echoed by other organisations such as Amnesty International Australia, which stated that
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everyone has a right to return to their own country.®*® Broader human rights implications are
discussed in Chapter 5: Trust and human rights.




3.5.Impact of international border closure on business

The international border closures had significant economic impacts, due to the reduction in net
overseas migration, the cessation of international tourism, and the flow-on consequences for
trade and supply chains.

In June 2021 Griffith University calculated that the international border closure was costing
$36.5 million a day in lost expenditure solely due to the decrease in international tourists and
international students.®*® The reduction in international students not only represented a loss of
substantial income for universities but also highlighted the significant contribution to the
economy international students make as part of the pipeline for the skilled workforce.®*” The
impact of the international border closure on certain sectors of the economy, including higher
education, is explored further in Chapter 24: Supporting industry.

The panel heard that a coordinated approach to international border closures would have
improved the ability of travel and tourism businesses to plan and operate during the
pandemic.®*® We heard that this coordination must extend to the reopening timeframes and
easing of public health measures to help businesses service the resulting surge in demand.®*
The panel also heard strong calls to increase transparency in decision-making, allowing access
to industry and the public to see the evidence behind decisions that would have profound and

long-term impacts.®*

There was a 95 per cent decrease in international and domestic passenger flights between
January and April 2020, which significantly disrupted the operation of the aviation industry,
export and trade, as well as critical supply chains. Submissions to the Inquiry highlight the
impacts of international arrival caps on Australia’s five major airports, revealing the increased
operating costs associated with turning around international services with exceedingly small
numbers of passengers.®*'

Organisations highlighted the lack of communication and coordination between the Australian
Government and the travel and transport industries. Some claimed to have heard about the
changes to border restrictions and arrival caps and the reopening through the media rather
than from the government itself.*** The sudden changes gave them little opportunity to
develop strategies to source, retrain and on-board staff and otherwise kick-start operations,
which led to further disruptions or delays.

Australia’s economy relies on international supply chains for a range of critical products. These
include medical items vital to the pandemic response, and everyday household items. Aviation
and maritime transport are critical components of Australia’s domestic and international supply
chains, and the impact on the industry had compounding effects across the economy.®*
Maritime industry representatives told the Inquiry that stranded seafarers and shipowners were
inadequately supported, including in relation to their health care, during international border
closures, and that this affected international supply chains. Cruise line industry representatives
told the Inquiry that seafarers were stuck on ships for many months and that this could have
been avoided with more open dialogue and collaboration between the Australian Government,
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health authorities and the cruise industry.®** This is discussed further in Chapter 22: Supply
chains and Chapter 24: Supporting industry.

3.6.Impact of border closures on migration

The restriction of international travel had a marked impact on overseas migration and
consequently on Australia’s population and workforce. For the first time since World War I,
Australia experienced a net loss of migrants, with a net outflow of more than 85,000 people in
the 2020-21 financial year.®* The Australian Government continued to grant permanent places
in its migration and humanitarian programs, but the 2020-21 migration program was focused
on granting the majority of places to people already in Australia.®*® This meant the government
did not add significantly to the cohort of citizens and visa holders wanting to travel or work in

Australia, which would have increased pressure on arrivals caps and quarantine capacity.®’

While the policy of granting permanent places to people already in Australia aided Australia’s
public health response to COVID-19, reduced inflows through permanent and temporary visa
programs (as a result of a lack of visa grants and travel restrictions) had a substantial impact on
specific sector workforces. Many of these workforces were critical to the pandemic response
and economic recovery. The drop in migration also added to significant skill shortages both
during and in the aftermath of the pandemic.

e The health, aged care, and disability workforces increasingly rely on overseas-trained
migrants to supplement their labour supply. The closure of the international border
limited this supply of overseas workers when they were needed most. This issue is
discussed further in Chapter 18: Older Australians and Chapter 20: Managing the
economy

e The agriculture industry relies on working holiday makers and workers coming to
Australia under the Pacific Australia Labour Mobility scheme. It therefore faced a
workforce shortage as a result of the international border closure. This issue is discussed
further in Chapter 24: Supporting industry.

e Temporary migrants were excluded from economic supports such as JobSeeker and
JobKeeper, which may have contributed to temporary migrants choosing to leave
Australia. This issue is discussed further in Chapter 20: Managing the economy.

e The exclusion of temporary migrants from economic supports had a critical impact on
industries such as the travel and tourism industries. Many workers in this sector depend
on temporary international visas to work, so the reduction of temporary migrants
entering Australia, and the exodus of temporary migrants leaving Australia, had a
critical impact on these industries. This issue is discussed further in Chapter 20:
Managing the economy.

e One of the largest cohorts of visa holders affected by international travel restrictions
were international students. The closing of the international border coincided with the
beginning of Semester 12020, and international students already in Australia were
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encouraged to return home along with other temporary visa holders. This issue is
discussed further in Chapter 20: Managing the economy.

With the easing of international travel restrictions in November 2021, migration into Australia
rebounded significantly. Net overseas migration reached 536,547 people in the 202223
financial year, the largest increase since records began.®*® One of the largest contributors to this
rebound has been the rapid increase in international students, with 370,000 student visas being
granted to people outside Australia in 2022-23, 48 per cent above the pre-pandemic peak of
249,000 over the year to April 2019.5%

However, the 2023 Population Statement attributed much of this rebound to a catch-up of the
low migration experienced during the international border closure. Net overseas migration is
still expected to be 185,000 lower over the period of 2019-20 to 2022-23 than was forecast in
the Australian Government's 2019-20 Mid-Year Economic Forecast.®>® The 2024-25 Budget
noted: ‘Net Overseas Migration is forecast to approximately halve from 528,000 in 2022-23 to
260,000 in 2024-25 and return to pre-pandemic levels of 235,000 from 2026-27 and
beyond."®"!

4. Evaluation
Planning to support implementation was lacking

The early decision to close the international border demonstrated courage, leadership and
agility by Australia’s elected leaders and key officials. It protected Australia from a significantly
higher COVID case burden and death rate. The decision was based on the best available health
advice and concurrently drew on emerging evidence, international experience, government
capability and academic expertise, which was vital given the rapidly changing risk environment.
Leaders acknowledged that the decision was a very difficult one given its impacts on
Australians. It signalled to the Australian public that governments were unified in taking a
precautionary risk-informed approach to protect the health of their citizens and residents.

Given its importance to the success of Australia’s pandemic response, it is therefore somewhat
surprising that the decision to close borders was made without a recent precedent, plan or
playbook, without scenario testing and without appropriate and agreed systems in place in key
national policy and operational agencies, state/territory agencies or key industry sectors.®**
Existing pandemic plans had not contemplated such a decision, with governments expected to
be reluctant to embark on such a far-reaching mitigation strategy given its potential impacts on
people and trade.

Preparedness across national agencies and key sectoral partners varied. It was more focused on
business continuity planning than on responding to a pandemic of this scale and duration. The
Inquiry heard that in the absence of ‘grilled and drilled plans’ to guide action and clarify
expectations and accountabilities, implementation of international travel restrictions was made
up on the run and it felt like we had to build the plane while flying.®® This approach carried
greater risk, had the potential for confusion and inefficient use, and absorbed a lot of much-
needed capability.
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The lack of planning and agreed operating frameworks meant significant agility was required.
The success of the international border closure is a testament to the many people across and
between government, industry and industrial bodies who used a common sense of purpose
and trusted relationships to make it work to the best extent practicable. The merits of new
forums such as the National Coordination Mechanism were acknowledged to have improved
coordination. The COVID-19 Deputies Group facilitated rapid information exchange between
governments, government agencies and industry to operationalise restrictions. The panel
heard, however, a consistent view that the lack of planning and preparedness must not be
replicated, given the changing risk environments and the scale of the consequences.

The panel heard from the travel and tourism and aviation industries that a more coordinated
approach to international border closures could have minimised the impacts on the public and
trade and helped travel and tourism businesses to plan and operate during the pandemic.®*
We heard that coordination and information sharing must extend to the reopening timeframes
and easing of public health measures, so that businesses can prepare for the resulting surge in
demand.®>® We also heard strong calls to increase transparency in decision-making, giving the
public and industry more access to the evidence behind decisions that would have profound
and long-term impacts.®® The panel supports these suggestions as key components of future
pandemic planning.

The inquiry heard that timely sharing of information and key operational data is a potential
means of minimising transmission risks, increasing flexibility and potentially reducing the
duration of restrictive measures. The panel agrees with state and territory health departments
that a national database should be established by the Australian Centre for Disease Control to
ensure critical incoming passenger information is available to all jurisdictions in a future public
health emergency to assist with national-level surveillance and contact tracing.

The panel acknowledges that many system improvements made during the pandemic better
reflect an end-to-end approach that focuses on the passenger journey. There was rapid
improvement of systems to enable national and state and territory agencies to manage
passenger movements. This included the deployment of the Australian Border Force's
Advanced Passenger Processing system, which was eventually adapted to create an electronic
form of the Australia Travel Declaration, enabling the electronic collection of critical health
information on vaccination status and international travel history.

Pandemic-related plans must be regularly updated to reflect technology changes. In a future
pandemic, artificial intelligence (Al) may assist international travel restriction processes such as
assessing exemptions. We may also have more effective end-to-end quarantine systems that
allow more people to cross the international border without compromising disease control. The
system as it stood did experience breaches, indicating that during the COVID-19 pandemic it
probably could not have been less stringent and still achieved the same outcomes. The future
challenge is to build more compassion and flexibility into decision-making while maintaining
effective international border restrictions in a pandemic.
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The nature of the pathogens responsible for future pandemics and their timing and origin will
determine the likely relative merits of international travel restrictions in disease control. The
pandemic experience highlights the importance of foresight planning and the consideration
and stress-testing of various scenarios to ensure that we are not again ‘caught flat-footed’ and
are better prepared to deal with the full range of potential risks and mitigation strategies.

As we learned in this pandemic, the success of international travel restrictions is closely tied to
the ability to rapidly make and successfully implement the decision to close the border. New
systems and programs, such as the online Traveller Registration System and the Special
Overseas Financial Assistance (Hardship) Program, were developed at scale to assist in
supporting and repatriating Australian citizens. These initiatives helped to mitigate some of the
harm of the border closures on impacted individuals.

Need for a plan for implementation of international border restrictions

Feedback to the panel highlighted the need for clearer and more coherent legislative authority
and decision-making processes to support international border management in any future
public health emergency. The panel supports this view and the opportunity this provides to
ensure that more coordinated emergency powers and structures are available if they need to
be deployed.

Priority also needs to be given to the development of modular plans with states, territories,
local governments and key industry partners for border closures and quarantine, as well as
other issues outlined in Chapter 3: Planning and preparedness. This plan should be informed by
the operational and policy learnings of the pandemic, including the human impacts. It should:

e clarify agreed roles and responsibilities and communication flows across and between
governments and key industry partners

e outline supporting decision-making systems that are built on a strong legislative basis
and respect equity, human rights principles and compassion

e be frequently reviewed and updated to reflect technological and other changes

e include provisions for regular scenario testing to ensure that unforeseen impacts can be
mitigated.

Importance of learning from unintended consequences and hardwiring preparedness

The Australian Government attempted to support Australians overseas; however, there was a
mismatch of expectations and the level of support that could be provided. This was limited by
the lack of scalability of consular support services to a global crisis, the quarantine capacity of
each state and territory, the availability of flights, and the consequent use of caps on
international passenger arrivals. This meant many Australians were left overseas for months
longer than they anticipated, which caused substantial financial and emotional distress for
some, as well as exposing them to increased health risk in countries impacted more severely by
the pandemic. This is particularly important given the multicultural profile of the Australian
population and the many family, personal and business connections abroad.
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Australia’s economy relies heavily on overseas supply chains. Our economy, trade, international
workforce, and specific industries all suffered consequences from the international travel
restrictions and extended border closures. The disruption to migration, and its impact on the
economy given Australia’s reliance on migration to supplement skills shortages and boost
productivity, highlights the importance of learning from the unintended consequences of the
border closure.

The Australian Government needs systems to manage an international crisis of this scale in the
future. While acknowledging privacy considerations, Australians provide considerable data to
officials about their movements and personal circumstances. Systems must be ready to make
better use of existing data capture processes and to assist in mobilising the core consular
structures to be scaled up in a global crisis, minimising wherever practicable the impacts on
other essential areas of the Australian Government. The government must plan for the types of
support packages which could be provided to Australians overseas, and consider access and
equity in doing so.

We note that during and since the COVID-19 pandemic, the Department of Foreign Affairs and
Trade has uplifted its domestic and international crisis preparedness work and response
capability in Australia’s international network to effectively respond to developing crises
overseas. The Department of Foreign Affairs and Trade has also recently updated the
International Crisis Management Framework, which promotes effective crisis management,
accountability and transparency.

The panel acknowledges the effectiveness of the International Crisis Management Framework
but recommends the Department of Foreign Affairs and Trade develop a specific modular plan
and maintain resources and capability to support returning overseas Australians in a global-
scale crisis to ensure the lessons learnt from the COVID-19 pandemic are addressed.

International travel restrictions were in place for much longer than leaders anticipated when
they were originally implemented during the alert phase of the pandemic. To minimise the
harms from border closures on human rights and social and economic outcomes, ongoing
review of the relative risks from incursions of COVID-19 was warranted, as was regular public
communication on these issues. There was no evidence or public communication regarding
such a systematic assessment by the Australian Government. It is possible that the border
remained closed longer than justified. Certainly the lack of perceived evidence to support the
continuation of border closures escalated industry and public concerns.
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. Learnings

Closure of Australia’s international border is a tool that, appropriately deployed during
a pandemic, can provide the Australian population with a time-limited means of
protection in a pandemic.

Border closures must be deployed quickly if they are to be effective, even for an island
nation. A decision to close the borders needs to be reviewed to assess whether ongoing
impacts are warranted as evidence emerges about the threat posed in a pandemic.

Effective deployment is also highly reliant on rapid, well-planned, stress-tested and
highly coordinated supporting response structures that are continually subject to review
and adapted to mitigate unintended harms. These supporting response structures must
incorporate lessons learnt from a global-scale crisis, particularly given Australians are
travelling at record levels and to destinations which are increasingly dispersed, and
globally we are seeing heightened geopolitical tensions and more frequent and severe
climate-induced disasters.

There needs to be clarity about the purpose of the closure, and transparency about the
supporting evidence and the preconditions for reinstating closures and reopening.
Coordinated communication and transition strategies need to be planned with key
partners.

Given the significant impacts on human rights, economic and social outcomes, the
closure of Australia’s international borders and border reopening measures should be
built on evidence, risks and values and be reviewed regularly to consider the broader
health, social, economic and human rights issues, especially in a protracted health
emergency.

Pandemic plans need to contemplate a range of feasible scenarios regarding
international travel restrictions. These pandemic plans should not rule out potential
measures (such as international border closures) so that planning takes place to better
anticipate and support flexible operational and policy responses. They must also include
feasible mitigation measures to ensure proportional responses that reflect changes in
the evidence base regarding transmission and disease risks, and balance consideration
of broader health, economic, social and fundamental human rights considerations (see
Chapter 3: Planning and preparedness).

There should be joint planning with key partners to build strong relationships and
foundations to manage emergency response measures.

It is important that there is clarity and agreement on roles and responsibilities between
governments and government agencies in the event of a public health emergency, and
recognition of the interdependencies between quarantine arrangements and
international border controls (arrival caps, entry approvals and supply chains), aviation
and maritime sectors, and diplomatic relations.
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Pandemic plans need to consider the importance of Australia’s migration program and
provide related exemptions for specific sector workforces.

There is a need for legislative clarity to underpin key potential elements of future
pandemic response measures, including international travel restrictions and associated
exemptions, with effective checks and balances on their implementation.

It is important to build greater compassion and humanity into decision-making
processes on supports and exemptions — in addition to fairness and transparency. A
humanitarian approach should be taken in determining exemptions, appeals handling
and the length of the travel restrictions.

Appropriate record management systems must be established and maintained to
record accurate and reliable data on registered Australians, including those identified as
vulnerable, to ensure access to up-to-date information on Australians overseas in future
public health emergencies.

It is important to establish and maintain effective channels to communicate real-time
data and policy changes, to enable the continued movement of freight/maritime and
airline workers and manage the economic and supply chain upheaval.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 5: Develop updated health emergency planning and response arrangements in

conjunction with states and territories, and key partners, including consideration of escalation

and de-escalation points, real-time review and a focus on post-emergency recovery.

As part of this, develop:

Modular operational plans for specific sectors, including high-risk settings, which can be
deployed in response to a variety of hazards.

The Managing the International Border plan should:

document and stress-test pre-agreed roles and responsibilities across decision-making
powers (Commonwealth) and implementation powers (states and territories), to ensure
that the interface between the Australian Government agencies (such as the
Department of Foreign Affairs and Trade, the Department of Home Affairs and the
Australian Border Force) and state and territory agencies (such as state police, health
and hotel quarantine providers) is seamless — operationally and legally

recognise the interdependencies between any quarantine arrangements and
international border controls (arrival caps, entry approvals and the movement of
goods), the aviation and maritime sectors, and diplomatic relations.

191



The Repatriation plan should:

e clearly define how repatriation systems will be scaled up in a future pandemic and pay
due consideration to humanitarian and domestic border intersections

e include processes to review the exemption decision-making process and its
underpinning rules during a future public health emergency to ensure exemptions are
timely and equitable, align with the key health objectives they are intended to support,
and seek to better balance health risks with personal circumstances and human rights.

Action 6: Develop legislative and policy frameworks to support responses in a public health
emergency, including for international border management.

The international border management framework should:

e formalise a targeted legislative framework to give clear legal power to ‘close the border’
in an emergency that minimises any legal risks.

6.2.Medium-term actions — Do prior to the next national health emergency

Action 24: Maintain regularly tested and reviewed agreements between relevant national and
state agencies on shared responsibilities for human health under the Biosecurity Act 2015 (Cth)
with a focus on facilitating a ‘One Health” approach that considers the intersection between
plant, animal and human biosecurity.

e Agreements should ensure clarity and agreement on roles and responsibilities between
governments and government agencies under the Biosecurity Act 2075 prior to the next
crisis.

Action 26: Include a focus as part of ongoing systems upgrades on modernising and improving
data, systems and process capabilities to enable more tailored and effective program delivery

in a crisis.

Consider preparedness for future crisis as part of ongoing investment in key data, system and
process capabilities, including:

e Prioritising the modernisation of Department of Foreign Affairs and Trade repatriation
systems, which must be:

o ready to make better use of existing data capture processes and to assist in
mobilising the core consular structures to be scaled up in a global crisis

o scalable in a future crisis to ensure those who want to come home can be
regularly communicated with and supported.
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Chapter 8 — Implementing quarantine
1. Context

Australia was unprepared for a pandemic-related quarantine experience.®” Quarantine had not
been anticipated as a preferred measure and there was no planning and guidance available to
implement quarantine arrangements in the safest possible manner informed by evidence and
good practice.®*® Hotel quarantine had been specifically identified in influenza pandemic
planning documents as a ‘problematic’ arrangement.®?

The goal of the quarantine system was to minimise covert introductions of the virus into
Australia and the community transmission of the virus that would follow, causing significant
deaths and overburdened health systems as witnessed internationally.®®® The level of scientific
understanding of the virus at the time and immediate challenges experienced in processing
returning travellers were important contextual considerations when implementing quarantine.
Factors considered in setting up the system included:®®’

e anunderstanding that a COVID-19 infection lasted 14-days on average, and that people
could be infectious before they showed symptoms®®

e asharp increase in domestic COVID-19 cases (moving from 12 confirmed cases on 1
February 2020 to 4,003 by late March 2020), driven in part by the unrestricted
movement of passengers from the Ruby Princess cruise ship — more than 900 COVID-19
cases have been estimated to be linked to Australians from the ship®®?

e concern that arrivals might not be complying with home quarantine requirements®®*

e concern that rising international case numbers would increase the risk of incoming
passengers having the virus, and the risk that the Australian hospital system could be
overwhelmed if infections climbed to the same level in Australia.®®

2. Response

Australia’s quarantine arrangements began with the Australian Government's 29 January 2020
announcement that Australians on assisted departure from Wuhan China were required to
undergo 14 days of mandatory quarantine on Christmas Island, based on then-current medical
advice and to prioritise public health in Australia.®® From 20 March 2020 and for the next 20
months the Australian Government closed the border to non-citizens.

At this time, the impact of COVID-19 on health systems was reported as the ‘single most
important concern’ of health experts, and the main transmission route of the virus in Australia
was from returned overseas travellers.®®” On 27 March 2020 National Cabinet agreed that by 29
March all travellers arriving in Australia would be required to undertake mandatory managed
quarantine at designated facilities such as a hotel for 14 days. On 1 November 2021 mandatory
quarantine was removed for Australian international arrivals who had received two doses of a
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COVID-19 vaccine, but remained in place until the end of the first quarter of 2022 for
unvaccinated arrivals.

The Australian Constitution gives the Commonwealth Parliament power to authorise quarantine
for the purpose of managing risks to the Australian community. States and territories also have
authority to enact quarantine requirements under their respective laws. The decision to use
hotels for quarantine was based on the advice of the Chief Medical Officer. Quarantine
arrangements began within 72 hours of the measure’s announcement. Each state and territory
adopted a distinct approach to mandatory managed quarantine consistent with their differing
administrative, clinical governance, policing and health arrangements and their geography %%

Despite the lack of a national plan or coordinating entity, it was agreed that the states and
territories would operate, enforce and meet the costs of quarantine, with support from the
Australian Border Force and Australian Defence Force where necessary.®®® From March to July
2020, the cost of quarantine was borne by the states and territories. All states and territories
moved to a user-pays model for hotel quarantine, with support from National Cabinet, on 10
July 2020.°" According to ABC reporting from March 2024, at least $70 million was owed to
state governments in outstanding fees at that time.®”"

Quarantine arrangements also evolved to support domestic travellers as states and territories
closed their internal borders, starting with Tasmania. Tasmania closed its border from 20 March
2020 and mandated that all non-essential travellers entering Tasmania had to quarantine for 14
days.®”? The states and territories adopted different models to accommodate domestic
travellers. Some used existing hotel programs while others developed other options, including
allowing home quarantine and self-isolation. These state and territory models were also used to
manage COVID-19 positive cases and close contacts during local outbreaks. Some people had
to quarantine at a hotel if they could not do so safely at home, to minimise transmission risk.

The Howard Springs facility in the Northern Territory was the first mainland quarantine site. Its
use as a designated mass quarantine facility was agreed in October 2020, although it had
already been in use in this capacity sporadically since February 2020.°”* At Howard Springs,
each room had a door opening to a shared open-air walkway, and a veranda. However, most
states and territories used designated quarantine hotels and/or apartment accommodation
where each person (or group of people) was isolated to a room opening to a common indoor
corridor. Australian residents on low incomes who quarantined in Howard Springs were eligible
for a 50 per cent quarantine fee reduction and were offered a payment plan over multiple
years. Some Howard Springs quarantine fees have been written off as they were deemed
uneconomical to recover, and at least $3.4 million was still owed to the Australian Government

as at September 202457

Over the period when mandatory quarantine was in place, various reviews were commissioned
by National Cabinet, states and territories. Figure 1 provides a timeline of these reviews.®”

194



Figure 1: Timeline of reviews of mandatory quarantine®®
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In total, these reviews made 282 recommendations to improve Australia’s various quarantine
arrangements.®’’ Broadly the recommendations were targeted at improving quarantine models
(e.g. non-hotel quarantine), governance systems, the experience of particular quarantine
cohorts, and infection prevention and control standards and ventilation.®”®

As greater numbers of Australian travellers sought to return home from overseas, and as states
introduced domestic border quarantine requirements, there was increasing pressure on
quarantine capacity, particularly for New South Wales and Victoria as the major ports of
international entry.

Evolving multiple strains of the virus arose alongside breaches of hotel quarantine in every
state. Some of these breaches had devastating consequences. Victoria's second wave of COVID
cases (July to November 2020) was attributed to breaches in two Victorian hotel quarantine
facilities.®”

Figure 2 shows the timeline, nature and location of viral escape events through 2020 and
2021580
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Figure 2: Viral escape events, January 2020 to September 2021%
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* The Northern Territory (NT) had no recorded transmission events and received repatriation flights of varying volumes, Tasmania (TAS) did not receive
international returning travellers.

To help control the spread of COVID-19 and develop a robust quarantine system, from mid-
2021 the Australian Government agreed with the Victorian, Western Australian and Queensland
governments to coordinate the construction of three purpose-built Centres for National
Resilience, costing the Australian Government $1.37 billion.?®? The first stage of completion (250
beds) was achieved in December 2021 for the Melbourne site, May 2022 for the Perth site, and
July 2022 for the Brisbane site. Contract completion was achieved in March 2022 for the
Melbourne site and October 2022 for the Perth and Brisbane sites. When completed, the
Melbourne site provided 1,000 beds, the Perth site 500 beds, and the Brisbane site 500 beds. To
date, only the Victorian site has been used for quarantine purposes.

In response to the reduced risk from COVID-19 in a highly vaccinated population, and in line
with Australia’s National Plan to Transition Australia’s National COVID-19 Response, New South
Wales trialled in-home quarantine for international arrivals in October 2021 to remove the
quarantine capacity cap on returning Australians. This quickly became the preferred method of
mandatory quarantine for all Australians.®®® This trial used a location-based app which had been
used in South Australia during its August 2021 trial of home quarantine for interstate arrivals.
The app allowed health and police services to do home quarantine check-ins, using geolocation
and facial recognition technology.®®* This signalled a shift from managed to modified
quarantine using homes or rental accommodation instead of hotels and designated facilities.
This shift was supported by Australian Health Protection Principal Committee advice and was
consistent with key learnings and recommendations from contemporary reviews endorsing
home quarantine, including Jane Halton’s October 2021 National Review of Quarantine.®®
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3. Impact

3.1. Operation and logistics of quarantine

From the end of January 2020 to January 2022, international travellers arriving in Australia were
required to quarantine. Before March 2020 the Commonwealth was responsible for the
management of quarantine, and contracted the Northern Territory Government to operate the
Howard Springs facility. After March 2020 the states and territories agreed to manage
quarantine in their jurisdictions, and operated quarantine facilities through different
government departments, led by either police or health agencies. In the Commonwealth,
quarantine management was split across several agencies, including the Department of Foreign
Affairs and Trade, the Australian Border Force, the Department of Home Affairs, the
Department of Health, and the Department of the Prime Minister and Cabinet. The Department
of Health managed the bilateral arrangement with the Northern Territory Government to fund
the cost of quarantining repatriated Australians at Howard Springs, and the Department of
Finance oversaw the construction of increased quarantine capacity.

The rapid decision to implement managed quarantine meant that complex logistics had to be
put in place within 72 hours.®® The panel heard that hotels were used for quarantine because
they were largely vacant, could be got ready quickly, and could accommodate large numbers
of returned travellers close to international points of entry.687 However, there was little
consideration about an appropriate workforce, and minimal time for planning and
consideration of risk.%® Lack of central planning and guidance was consistently reported as
complicating the day-to-day operation of quarantine, and a lack of coordination meant that
learnings were not shared between the states and territories.®®

Submissions to the Inquiry from accommodation providers note that they had to quickly
upgrade or retrofit air conditioning and filtration systems to mitigate transmission. This was at
significant unbudgeted expense. They also reported that housing mandatorily constrained
travellers brought reputational damage to accommodation providers.®®

While providing much-needed income to hotels that participated, it did not come
without cost, with damage to hotel property and reputation, and the need to deal
with customers who were frustrated and trapped by the requirement to
quarantine. — Accommodation Australia®”’

The reliance of the Australian Government on the states and territories to provide an
operational workforce for quarantine had consequences for the broader response. States
diverted health, police and other key personnel to manage hotel quarantine facilities at a time
when these workforces were already stretched thin.*®? Critical resources were diverted from
other aspects of the health response, and workforces had to be scaled back at times to
implement other preventive measures like lockdowns.®*® This workforce was supplemented by
Australian Defence Force and Australian Federal Police personnel, but we heard that this was
not a comprehensive or sustainable solution.®®* Employment of inexperienced security guards
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and other casual workers put the health of those people, and the integrity of the infection
control measures, at risk.®

Legal advice about the constitutionality of quarantine suggests that it is a shared power
between the Commonwealth and the states and territories. There are divergent views on how
this should work in practice. States and territories have called for clarity on roles and
responsibilities for future quarantine arrangements, especially around workforce, support
systems and communication protocols.®

There was not enough capacity to accommodate all Australians who wanted to return home
from overseas. The use of hotel quarantine for travellers across domestic borders further
reduced available capacity.*”” Many travellers had to quarantine twice to get back to their home
states, in accordance with international and domestic border restrictions. This compounded the
financial and personal burden of returning to Australia and the demands on the workforce.

To alleviate pressure on the states, National Cabinet agreed to establish flight caps based on
hotel quarantine capacity, operational workforce and flight data in each jurisdiction.®®®
Determining this capacity required collaboration between the states and territories, which was
not easy without a centralised hub for quarantine data.*® For more detail on flight caps see
Chapter 7: Managing the international border.

3.2.Efficacy of quarantine and system improvement

The decision to implement mandatory 14-day quarantine at the borders has been described as
critical to curbing the spread of COVID-19 in Australia in the early stages of the pandemic,
including by the Australian Health Protection Principal Committee.”®

The Inquiry consistently heard of poor quarantine data integration between the states and
territories.””" Without this national dataset, it is challenging to empirically evaluate the
effectiveness of hotel quarantine. Independent research into the efficacy of the system
identified 27 escape events in 2020 and 2021, 24 of them starting in hotels.”* Infection
prevention and control breaches were identified in seven of these events; 20 had no
transmission route identified or were inconclusive.””

Variability in infection prevention and control protocols undermined the overall stability of the
hotel quarantine system. The 2021 Halton review found that transmission of COVID-19 was
minimised in sites where infection prevention and control standards were followed, such as at
Howard Springs and ‘Special Health Accommodation Hotels’ run by NSW Health.”%*
Independent researchers told the Inquiry that there was no mechanism for common, agreed
infection prevention and control standards to be applied by government and private staff
throughout the quarantine process (Australian Border Force, transport, police, Australian
Defence Force, health professionals and officials, hotel staff and private security guards).”®

For example, the decision to make quarantine mandatory for airline crews required separate
hotels and dedicated transport for a shorter quarantine turnaround of 24 to 72 hours. Some
crew experienced full-time quarantine outside of work for the duration of 2020 and 2021.%
Some states and territories adopted differing transport policies for drivers regarding surgical
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masks or N95 masks and fit-testing. The differences between states in personal protective
equipment and other infection prevention and control policies relating to vehicle cleaning and
vaccine mandates were highlighted after two quarantine drivers transporting airline crew
became infected in South Australia.””” State officials told the Inquiry they want clearly defined
clinical infection prevention and control guidance for future quarantine programs.’®®

We heard that there was no comprehensive cleaning advice tailored to the Victorian hotel
quarantine program until 16 June 2020.” Independent research into hotel quarantine indicates
that throughout 2021:

e transmission events were prevalent in environments with poor ventilation’"
o resident to worker transmission was the most common viral escape pathway.”"

Pre-existing pandemic plans did not consider quarantine in any detail, much less the complex
pathways of entry into a managed quarantine system, or the needs of diverse groups who
would quarantine, including pregnant travellers, maritime workers, humanitarian evacuees,
diplomats and frontline workers.”*

Dedicated quarantine facilities for essential workers (such as what occurred in
Queensland through the hard work of Maritime Safety Qld and the department of
Health) should have been set up close to key ports. — Maritime Industry Australia
/_td 713

Figure 3 presents a whole-of-system journey map for Australian quarantine, which highlights
issues and complexities that emerged during the maturing of national quarantine
arrangements.”™
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Figure 3: Australian quarantine journey map’”
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In response to ongoing reviews implemented by National Cabinet and the jurisdictions, some
states and territories, such as Victoria, formalised government responses to the review reports
and noted progress against recommended actions.”® The Commonwealth expanded its overall
quarantine capacity through the Howard Springs facility and later the Centres for National
Resilience in response to these reviews.”"” However, there is currently no holistic, whole-of-
system way to analyse how the full set of quarantine-related recommendations have been
implemented.”®

On the whole, review and revision of quarantine arrangements throughout the pandemic
resulted in improvements. The state and territory governments reviewed and updated their
quarantine arrangements informed by evolving Australian Health Protection Principal
Committee advice. From 26 February 2020 to 23 May 2022, the Australian Health Protection
Principal Committee made a total of 18 public consensus statements on the use and
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management of quarantine arrangements.”” These updates identified areas of emerging best
practice, such as around mental health considerations, infection prevention and control
standards, routine COVID-19 screening of workers, and guidance on accommodating different
cohorts.”® Quarantine arrangements in the Australian Capital Territory, for example, developed
a strong emphasis on the physical and mental wellbeing of returning travellers. The Australian
Capital Territory’s Ragusa facility, established in September 2021, also provided larger
accommodation for families to isolate together.”'

Designs for the new Centres for National Resilience were signed off by the Chief Health Officer
(or equivalent) in every state to ensure that the ventilation and waste management systems
were fit for purpose.’®* Consideration was also given to infection prevention and control,
including how staff would deliver food and change linen.”? In the pandemic environment there
was little consideration of designing the buildings with future or alternative uses in mind.
Ensuring that infection risks were managed to very high standards and constructing the Centres
for National Resilience within tight timeframes was expensive. The average cost per bed across
the three sites was approximately $685,000.”** Construction started in July 2021 on the Victorian
centre, and the first beds were ready by December 2021. Overall, a 1,000-bed facility was
completed in just nine months; this was accomplished by 1,200 workers working in shifts,
operating under floodlights when needed to ensure 24-hour construction, seven days a
week.’®

The report of the second National Cabinet-commissioned National Review of Quarantine was
delivered on 12 October 2021. Its recommendations aimed to strengthen Australia’s future use
of quarantine measures. The most high profile of the recommendations explained the clear
need for a National Quarantine Strategy to create a risk-based framework that allows for
national unity and coordination. To date, these recommendations have not been
implemented.’?®

3.3.Acknowledging the differing needs of people in quarantine

Independent research and stakeholders identified that a lack of consistent quarantine
approaches, including for specific types of travellers, created confusion and brought logistical
and risk management challenges.”?’ Participants in an Inquiry focus group said they were

confused about:’?®

e where to find up-to-date, consistent and clear information — including about the range
of travel routes that would result in the hotel quarantine requirements

e procedures for sourcing and securing hotel quarantine accommodation and for making
complaints about negative experiences and hotel quarantine providers

e whether they could request and confirm different room arrangements, food and
appliance options to meet individual needs and circumstances when in quarantine (e.g.
familial and cultural requirements).

Individual accounts and independent reports have pointed out that quarantine arrangements
lacked flexibility and compassion.’®® The failure of early quarantine planning and preparedness
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to account for cultural differences led to discrimination and workplace tensions.”® For example,
we heard one case of a bearded Sikh chef working alone in a kitchen in a hotel quarantine site
who could not shave for cultural reasons. The beard obstructed his mask and he could not
properly fit it to his face. For that reason, he was stood down from his job.”'

Focus groups, public submissions and research highlighted issues with hotel quarantine
arrangements not meeting individual needs and circumstances. Issues included:

e the lack of accommodation that supported health and wellbeing needs — many noted
that facilities did not offer natural light or access to fresh air’*?

e the challenges of being locked in a room with others 24/7 or in complete isolation, and
the added anxiety of having security guards stationed outside the room”?

e limited suitability of facilities for families with younger children, with small, tight rooms
and little access to outdoor space’*

e the importance of having direct and timely access to health services and other supports

e apronounced feeling of social disconnection and reduced mental health. Many
reported heightened anxiety, frustration and stress made worse by the facility’s
conditions’

e the absence or insufficiency of culturally or cohort appropriate food (e.g. for children)’®

o the fact that these issues were intensified for vulnerable cohorts, such as people with
disability or existing neurological conditions.”’

Mental health was low, | was feeling distressed, isolated and alone [during hotel
quarantine], at one point you lose track of time ... | looked at the balcony and
thought should | jump? — Focus group participant’®

Challenging hotel quarantine experiences

Katie was in America at the start of the pandemic due to her husband'’s work. However, her
father became very unwell, so she and her family decided to move back to Sydney. Travelling
back was easy, but on arrival her family was required to go into hotel quarantine. The extended
time in a closed, cramped hotel room with no opening windows and two toddlers (one with a
disability) and her husband was mentally, emotionally, relationally and physically exhausting for
Katie. She had to entertain two ‘overstimulated’ toddlers during the day without proper sleep as
her husband had to work online during the night. She was also scared and worried that she
might not get to see her father as his health was deteriorating. The experience was
overwhelming for her and she is still angry about the entire situation, particularly when she
recalls the conditions she and her family had to live through for two weeks, as well as the
‘unfriendly’ and ‘abrupt’ way the staff at the hotel treated her and her family.”

Nonetheless, many people told us they understood quarantine to be a valuable and
appropriate public health measure.” Early Australian Health Protection Principal Committee
guidance and National Cabinet statements on the use of quarantine provided clarity on the
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rationale for quarantine, citing the worsening global situation and epidemiological evidence
linking local outbreaks to returning travellers.”"

To be honest, hotel quarantine was a good way to stop people travelling without
a good reason ... | was glad the government brought it in. — Focus group
participant’#

However, support for mandatory quarantine waned rapidly as Australians witnessed the greater
travel freedom being experienced internationally at a time when Australia’s restrictions had no
clear end date. Submissions to the Inquiry and focus group participants said there was
confusion about the evidence base for quarantine and why it remained in place well into 2021,
even for those who had been double vaccinated.”

I'm not a fan of how it [quarantine] was handled, it was very aggressive ... we had
no freedom of choice or autonomy ... | have less trust in government and health
officials now. — Focus group member who experienced quarantine’

The requirement to pay for hotel quarantine was described as unfair.”* The significant cost of
hotel quarantine had a disproportionate impact on poorer Australians, who had to balance the
need to travel and be with loved ones with the unanticipated financial impacts of doing so.”*

The Inquiry heard from many people who said home-based quarantine measures would have
been better and simpler.”* This preference is supported by findings from Commonwealth and
state and territory reviews of quarantine, and by evolving best-practice advice from the
Australian Health Protection Principal Committee.”*®

4. Evaluation

The national quarantine program was a rapid, pragmatic decision designed to protect
Australian citizens

In deciding to rapidly implement a national quarantine program, National Cabinet
demonstrated leadership and unified commitment to protect the health of Australians. There
was a willingness to share responsibility between jurisdictions, and a strong commitment by
numerous agencies across governments to work quickly with industry partners to make
necessary arrangements. Despite a lack of clarity in roles and responsibilities, there was
unprecedented national collaboration and agility to reprioritise available resources and make
the program work, with extraordinary contributions by the national workforce. The Inquiry
acknowledges the extraordinary efforts of all involved.

Existing pandemic plans downplayed the usefulness or likely public acceptance of quarantine as
a public health measure and did not consider the range of people who would go through the
system. There was consequently no agreed structure between the Australian Government and
the states to fund or implement a national quarantine program, and no established processes
to ensure a standardised and risk-based approach. This increased the operational and health
risks associated with the rollout of a national program at the scale and within the timeframes
required. The rapidity of the decision left states and territories to use their own resources in the
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absence of standing mechanisms for harmonised approaches at the national level. The panel
acknowledges that the use of hotels was a pragmatic decision also made by other countries —
including Singapore, Taiwan and New Zealand — to use available facilities and to effectively
minimise community transmission.

National guidance and coordination is critical for a robust response

Given the lack of planning for mandatory quarantine, there was no national guidance or
supporting coordination structure. These would normally be managed through health ministers
and health chief executives for health-related decisions with a national impact. During the initial
stages this led to considerable variability between the state and territory quarantine programs.

The most critical variability was in risk management and infection prevention and control
standards. Public health capability is not uniform across jurisdictions. Valuable lessons learned
in one jurisdiction were not nationally disseminated. This also hindered the real-time collection
and sharing of key data relating to transmission pathways in Australia. This in turn limited the
ability of governments to evolve the response and reassess risk based on real-time evidence.

The use of hotels for quarantine was a creative yet high-risk approach that needed dedicated
resourcing and centralised leadership, coordination and advice. Hotels are not designed to
safely house large populations to reduce the risk of viral transmission. Their effective use
needed to be informed by effective risk management measures, including infection prevention
and control practices that would account for the movement of different people through
quarantine settings.”® The number of different groups who used hotel quarantine also
highlights the need for tailored and specific pre-planning in this space. The panel confirms the
need for the Australian Centre for Disease Control to play a key role in the future development
of national guidelines to better support the coordinated implementation of national response
measures. We suggest that Figure 2 in this chapter, which outlines the various cohorts and
quarantine options used for them, would be an important input for future scenario testing led
by the Australian Centre for Disease Control to further refine best practice for managed
quarantine and other quarantine measures that may be contemplated in future pandemics.

The importance of centralised national guidance and coordination was made clear to National
Cabinet through the Halton review of quarantine in 2021. We agree with Halton's conclusion
that a risk-based National Quarantine Strategy is a critical foundation for pandemic
preparedness and that in its absence there is a clear and ongoing risk of suboptimal and
variable quarantine responses. Despite being recommended and agreed three years ago, there
is still no National Quarantine Strategy or agreed entity at the national level to progress
outstanding policy and operational components. We agree with the March 2023 Joint
Committee of Public Accounts and Audit inquiry into the Department of Foreign Affairs and
Trade's crisis management arrangements, which independently recommended a government
response to the Halton review.”® The importance of a quarantine strategy has not diminished,
and any future use of a national or localised quarantine program is at significant risk until one is
finalised. We heard from a stakeholder that without a clear plan with clear lines of authority and
with the right expertise in place, the same suboptimal and variable quarantine responses will
happen again.”’
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The panel heard that states and territories are likely to have greater hesitation in accepting the
political, operational and financial risks associated with a future pandemic unless there is pre-
agreement on key outstanding matters on quarantine management. Finalisation of a National
Quarantine Strategy is a high-priority cross-cutting objective which requires the attention and
agreement of First Ministers. It will benefit from close collaboration between Commonwealth
agencies — including the Department of Home Affairs, the Department of Health and Aged
Care, the Department of the Prime Minister and Cabinet, and the Australian Centre for Disease
Control — and the states and territories. This will help to harness expertise and direct experience
with national quarantine programs and to ensure that the proposed recommendations can be
implemented. We consider that the First Secretaries Group, supported by the convening power
and Commonwealth—state relationships of the Department of the Prime Minister and Cabinet,
would be the appropriate forum to progress this work and allow for policy integration across
jurisdictions and portfolios.

Clarity is needed on quarantine funding arrangements

Payment for quarantine was controversial from the perspective of travellers and remains an
unresolved matter for future pandemics. States and territories bear the residual burden of costs
associated with implementing quarantine arrangements. Introducing a user-pays model part-
way through the pandemic was an attempt to recoup some of the costs and manage
budgetary impacts. Agreement between the Commonwealth and the states and territories on
funding responsibility for future use of quarantine will be needed as part of the National
Quarantine Strategy.

The challenges of the hotel quarantine experience for residents and quarantine workers were
compounded by the user-pays model. This model was inequitable and had a disproportionate
impact on lower income Australians and, for some, prevented them from visiting loved ones
who were in poor or terminal health. State governments are still pursuing unpaid debts, years
after the quarantine period ended. It is noted that the Australian Government made provisions
for low-income travellers. This highlights the need to explore options to better share and
reduce the financial burden of hotel quarantine, particularly for people facing financial
hardship.”?

Measures should be reviewed and refined based on real-time evidence and assessment of risk

Evidence from the Australian Health Protection Principal Committee and from Commonwealth
and state and territory initiated reviews informed decision-making relating to ongoing health
risks and quarantine arrangements. The state and territory systems of continuous improvement
informed their understanding of the broader health-related impacts associated with quarantine
infection prevention and workforce risk management processes. This was important given the
variability of accommodation, some of which lacked access to sunlight, fresh air, or
opportunities for exercise. Mental health considerations were increasingly acknowledged to be
important. Jurisdictions including New South Wales, the Australian Capital Territory and Victoria
responded by modifying their standards for appropriate quarantine accommodation. Still,
reports from individuals who experienced quarantine indicated that they dreaded the
guarantine process more than the virus itself.
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The initial decision to implement a national quarantine program was informed by health advice
and was largely accepted by the public as necessary. However, its protracted use as a key
intervention in the face of less restrictive approaches adopted by other countries, like the
United Kingdom, undermined public trust and confidence in the measure. People doubted
whether extensions to the quarantine arrangements were supported by sufficient rationale or
evidence. Feedback to the panel suggests that many Australians do not believe that
governments were as flexible in their use of quarantine over time as they were in establishing it
—that is, rigid arrangements stayed in place for longer than the evidence suggested was
effective. We share this view and agree with the public health officials who noted we went too
hard for too long in maintaining quarantine and other restrictive measures.

The assumption that Australians returning from home would not adequately quarantine,
without good evidence to support this, meant that quarantine for all international arrivals was
based on the premise that citizens could not be trusted. This no doubt reinforced the feelings
of oppression voiced by people in quarantine, and the general community push-back on what
was seen as overreach by authorities. With the wisdom of hindsight, if home quarantine
compliance was adequate for managing local outbreaks throughout the pandemic —and
random checking by police did indicate that most were compliant in the second wave in
Victoria — then hotel quarantine could have been freed up for symptomatic returnees or other
arrivals who had no home to go to or who had vulnerable people at home they did not want to
expose to risk of infection. Enhanced and earlier access to real-time data on the efficacy of
home quarantine arrangements may have permitted more Australians to return by relieving in
large part the capacity demand each international flight put on hotel quarantine. It would also
have alleviated the sense of inequality, as people noted that some celebrities and sports
identities were able to negotiate home quarantine.

Evidence-gathering on infection prevention and control at the borders for the entire passenger
pathway from plane through quarantine should have been implemented at the outset as part
of the ongoing evaluation to fine-tune the system design. This would have helped to safeguard
residents, workers and the wider community through process checks on infection prevention
and control measures, and to rapidly evolve the system if needed by determining how current
arrangements and practices might adapt to changes to the variants that were circulating. This
should extend into home quarantine options. In future there are likely to be even more
technological options to support types of monitoring that are effective for assessing quarantine
compliance but not intrusive. As it was, governments did not know when to switch these
systems off — ‘'we went too hard for too long'.

The panel supports the findings of the 2020 Halton review that better informed selection of
preferred accommodation facilities and alternative quarantine arrangements, such as shorter
quarantine periods, should have been implemented sooner using a risk-based approach.””* The
review findings affirm the panel’s view of the importance of the Australian Centre for Disease
Control being authorised to expedite real-time key data sharing arrangements at the national
level, as this would have enabled a more rapid de-escalation of quarantining. This evidence was
not available during the pandemic.
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In the course of the Inquiry, we requested quarantine-related data from several Australian
Government departments that played a role in implementing quarantine. There was no single
department with ownership or oversight of these data. While some went out of their way to
provide a coordinated response, the data were incomplete. This fragmentation is indicative of
what we heard was occurring during the pandemic. An Australian Centre for Disease Control
with a whole-of-system remit for collating, analysing and disseminating real-time data and
advice could have provided the data hub that is required to implement national quarantine
arrangements, as well as the evidence to guide an effective and proportionate quarantine
response over time.

The government has learned important lessons on capability and capacity for future quarantine
responses

In establishing the Centres for National Resilience, the Commonwealth and participating state
and territory governments applied key learnings from the hotel quarantine program. These
facilities were designed with the latest medical advice around infection prevention and control
standards, ventilation and personal protective equipment usage, and considered broader
implications for mental health. Their rapid and effective design is an unambiguous success story
for government and provides key foundations for pandemic preparedness.

Unfortunately the decision to construct these centres happened too late to meaningfully
contribute to the COVID-19 national quarantine program. While their ongoing maintenance
and usage will be an important supplement to any future quarantine arrangements and
broader resilience efforts, they are not a complete solution. Centres for National Resilience have
a total capacity of up to 4,000 beds. Australian Border Force data show that 330,807 returning
travellers had been processed through our systems of managed quarantine by 26 August
2021.”* The Centres for National Resilience will need to be managed alongside other
infrastructure and capability to properly implement any future national quarantine and
resilience programs.

Unless these facilities are used in ways that can also enable their operation as training facilities
for a surge quarantine workforce, we risk these sites becoming dormant and impossible to scale
up for quarantine service in a timely way. One of the key limiting considerations for quarantine
facilities is access to an appropriately trained workforce.

Australia cannot implement quarantine in the same way again

Experience during the pandemic highlighted the inherent complexity and the human and
economic costs of mandatory quarantine programs. These need to be weighed up in future
decision-making. There needs to be pre-agreement on the circumstances that might justify
quarantine, linked to the decision on international border closure. Neither can work without the
other. An open border would overwhelm any quarantine system, and large numbers in isolation
has flow-on effects on the economy and social functioning. Conversely, closed boarders
without a quarantine system will be far less effective at keeping the virus out, especially for
diseases that have long incubation periods and if people can be infectious without symptoms,
making airport screening an ineffective barrier.
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Experience also demonstrated that inherent risks and inefficiencies are magnified in the
absence of appropriate planning and preparedness and stress-testing. Many risks cannot be
mitigated without ongoing joint planning between governments and key partners. An effective
national response to a pandemic requires flexibility to deal with differing health circumstances
and clarity about roles and responsibilities — supported by a dedicated federal entity such as
the Australian Centre for Disease Control with the authority and responsibility for providing
national guidance on evidence-based quarantine systems for any such future response.

A unified approach engaging all jurisdictions and industry and community partners was pivotal
in Australia’s overall good results in managing the pandemic. Resolution of outstanding policy
and operational matters relating to quarantine management is imperative. We note the
reported reluctance of states and territories to again accept responsibility in these areas
without this occurring. This is expected to be a key focus of the National Quarantine Strategy.
The strategy must include consideration of alternative models of home-based and other
quarantine arrangements, which were the clear preference for the majority of people. It is
essential that new technologies, including those with geolocation and facial recognition
features, be harnessed for monitoring isolation compliance in home-based models.

The National Quarantine Strategy must be underpinned by an operational plan that supports
the broader national pandemic plans. It must document agreed escalation response triggers for
a national crisis. It must also set out a de-escalation pathway to a monitoring and surveillance
phase.

The government’s commitment to and early establishment of the Australian Centre for Disease
Control provides a significant opportunity to address key challenges relating to quarantine-
based responses. We believe that the early development of national guidance to underpin the
National Quarantine Strategy and inform practical implementation, in partnership with states
and territories, is an urgent priority of the Australian Centre for Disease Control.

5. Learnings

e Successful utilisation of national quarantine based approaches is highly dependent on
extensive planning and practised and agreed roles and responsibilities between
governments. While acknowledging the need for flexibility in managing future
pandemics, key outstanding matters between the national and state governments need
to be addressed through the finalisation of a national pandemic plan. While the
Commonwealth and states and territories banded together to implement quarantine
arrangements in record time, their ongoing use desperately needed national ownership
and a central coordination mechanism.

e Standardised national frameworks and real-time evidence were needed to guide
decision-making for the use, modification and cessation of quarantine. This should have
encompassed when, where and for how long someone should quarantine for, as well as
best-practice implementation such as for infection prevention and control standards
and workforce training.
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Protracted quarantine arrangements cannot be designed on the run. They require
dedicated infrastructure, extensive scenario testing, established roles and
responsibilities between Commonwealth and state governments, and national
coordination.

Greater clarity and supporting communications are needed around the circumstances
for reopening and easing quarantine arrangements, with these being regularly updated
and communicated to reflect changing circumstances.

Data sharing and standardisation between all levels of government, with the support of
the Australian Centre for Disease Control, including the travel sector, is critical to
managing a national quarantine program and supporting testing and tracing regimes.

Quarantine facilities can be successfully repurposed to assist the emergency response
for other events like natural disasters. However, there must be clear guidance on how
they can be quickly re-engaged to support future quarantine arrangements, and how a
quarantine workforce could be trained within these facilities to ensure that the infection
control benefits of the investment in these purpose-built facilities are realised.

Quarantine arrangements should consider the specific needs of the different cohorts
who will experience them. This is particularly important if home quarantine is deemed
too risky and quarantine is for more than a few days, and plans should be made in
consultation with community representatives so there are protocols in place ahead of
the next pandemic.

Introducing individual costs for the quarantine program was seen as unfair and lacking
compassion and had disproportionate impacts on lower income Australians.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 5: Develop updated health emergency planning and response arrangements in
conjunction with states and territories, and key partners, including consideration of escalation
and de-escalation points, real-time review and a focus on post-emergency recovery.

As part of this, develop:

Modular operational plans for specific sectors, including high-risk settings, which can be
deployed in response to a variety of hazards.

The Quarantine plan should:

draw on recommendations from the 2021 National Review of Quarantine

establish and regularly update best-practice guidance, informing practical
implementation for quarantine facilities (including on infection prevention and control
standards and changing technologies), which is informed by CDC advice.
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Action 6: Develop legislative and policy frameworks to support responses in a public health
emergency, including for quarantine.

The National Quarantine Strategy should:

e formalise governance arrangements around the activation of quarantine, with a focus
on triggers for de-escalation and recovery

e clarify the roles and responsibilities of Commonwealth and state and territory
governments, as well as industry bodies, formalising principles for cost-arrangements
and workforce requirements

e identify a full set of quarantine options, including home quarantine, to limit the use of
hotel quarantine and ensure that purpose-built quarantine facilities can be quickly re-
engaged

e be designed closely with the Department of Health and Aged Care, the Department of
Home Affairs and the Australian Centre for Disease Control, and states and territory
agencies with experience operationalising quarantine arrangements during the
pandemic

e account for the complex pathways and many different cohorts which the COVID-19
experience has shown us will be processed through the system

e establish culturally appropriate options for people in remote Aboriginal and Torres
Strait Islander communities to quarantine on country in a national health emergency,
and culturally appropriate options for culturally and linguistically diverse communities.
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Overview

When Australia’s first case of COVID-19 was confirmed on 25 January 2020, only 1,320 other
cases had been reported in a handful of East Asian countries.”> By the time Australia’s
Governor-General declared a human biosecurity emergency for COVID-19 on 18 March 2020,
191,127 were reported to be infected worldwide.”® By the end of 2021, this figure would be 278
million — with over five million deaths attributed to COVID-19.”>’

The health response to any pandemic is complex, but especially when the planning and
preparations in place were skewed towards the expectation that the next true global outbreak
with a high mortality threat would be an influenza pandemic. At the turn of the century, we
were also generally considered overdue for an influenza pandemic. In 2009 the ‘swine flu’
(HIN1) pandemic spread rapidly from Mexico to over 200 countries and overseas territories or
communities, including Australia.”® Between 105,000 and 395,000 people are thought to have
died — considerably fewer than in the 1968 H3N2 pandemic when between one million and four
million were thought to have died.””® The 2009 virus was a new strain of HIN1 — the variant
responsible for the 1918 Great Flu pandemic and the 1977 Russian flu outbreak.”®

Once the dust settled, the focus turned to pandemic preparedness. There was little public
discussion about what we had learned about our state of readiness, let alone how we might
respond in a future pandemic if a different pathogen were responsible. Unlike influenza where
we have successful seasonal and pandemic vaccines that can be tweaked, for COVID-19,
vaccine development had to start from scratch.

Before the pandemic arrived on Australian shores, stories of health systems overseas buckling
under pressure started to spread, and we saw images of intensive care units overwhelmed by
COVID-19 patients in countries such as Italy and the United States.”®' Australia’s leaders moved
quickly to assess the risk to the Australia’s health system and implement strategies to ensure
community transmission of the virus could be kept to levels that would not compromise heath
care for pandemic-related patients and in usual service demands. Measures now synonymous
with Australia’s response to the pandemic — closed borders, lockdowns, physical distancing,
isolation requirements, mask mandates, hand hygiene and others — emerged from this goal of
aggressive suppression. The aim was to limit the spread of the virus within Australia until our
health systems were reinforced and/or vaccines and treatments were available.

International comparisons today show Australia suffered fewer excess deaths per capita than
most other countries, including Sweden, France and the United States.”® The Australian
Government acted rapidly to close international borders. The national effort to prevent most
Australians from being infected at a rate that would have compromised critical care if needed,
and the health of all Australians if the health system became overwhelmed, paid off in ways few
Australians can fully understand. By holding back widespread community transmission until the
vast majority of the adult population had some immunity through vaccination, far fewer
Australians experienced severe COVID-19 than would have otherwise been the case. As a result,
thousands fewer Australians died from COVID-19, or from other causes through suboptimal
care, than would otherwise have been the case. However, there is also a view that restrictive
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measures were kept in place for too long, and the broader individual, social and economic
impacts came to outweigh the COVID-19 public health benefit.

The pathway to Australia’s reopening was paved by what came to be known as the ‘vaccine
rollout’. Led by the Australian Government, this was an exercise in health logistics undertaken
on a scale never before attempted. Over 20 million Australians were vaccinated against COVID-
19 by November 2021.7 This effort was made possible by countless thousands of health
professionals working around the clock to keep the community safe and protected against
severe COVID-19.

There were successes in our public health response, but there were also lessons we must learn
ahead of a future public health emergency. The rollout, notably referred to in 2021 as the
‘strollout’, mostly side-stepped longstanding state and territory expertise in vaccine delivery
and also excluded some health professions from efforts to vaccinate the nation.”®* These
decisions added to the slow pace of vaccination and extended the time before the nation was
ready to reopen. Also, there was a failure to adequately plan for vaccinating priority
populations, including people living in residential disability and aged care settings.

Vaccine mandates were particularly controversial. The mandates were associated with point-in-
time upticks in vaccination and were justified in critical care settings, but they helped drive
vaccine scepticism and hesitancy when used more generally and contributed to frontline
workforce shortfalls in areas that could least afford this at the time of opening up. These issues
persist to this day, with troubling declines in vaccination for COVID-19 and other diseases
across multiple population groups, including children missing out on routine childhood
vaccinations.

In line with National Cabinet's National Plan to Transition Australia’s National COVID-19
Response, from late 2021, the states and territories began rolling back restrictions put in place
over 18 months earlier, citing high rates of vaccination. Most Australians were ready to move on
and return to some form of normality with the national reopening. However, we still had the
transition to community-wide transmission of the virus ahead of us. This also coincided with the
arrival of the highly transmissible Omicron wave. Infection fatality rates were considerably lower
for Omicron infections, and further reduced by acquired immunity, but Australia still
experienced its highest mortality counts in 2022 because of the sheer number of infections —
almost 90 per cent of those who died due to COVID-19 were people 70 years and older.”®

Unfortunately, this was just the latest challenge our frontline workers faced during a pandemic
that repeatedly pushed our health system to the limit. COVID-19 exposed existing fractures in
the health system. Health workers were overworked and health providers understaffed before
the pandemic. Public health workers had to pivot to work on COVID-19, often with extended
work hours and no leave. They had to train up an inexperienced surge workforce. There were
additional demands on hospitals and primary care systems battling longstanding service
backlogs. Demands on our mental health system had long outpaced supply and now services
faced an influx of new patients.
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The pandemic caused non-COVID healthcare delays through deliberate disruptions to elective
procedures and also through health workforce impacts and patients’ fear of being exposed to
the virus if they attended screening, or clinical or pathology services. Australia is now sicker
overall and has more tired and anguished health workers trying to deal with this displaced
healthcare backlog, and with the lasting health impacts of COVID-19 infections that some
experienced. Impact on the health workforce, delays in care, rising costs and a greater health
burden are legacy issues inextricably bound up with the pandemic itself. There is a risk the
health system will further deteriorate and Australia will have fewer resources to draw upon to
respond to the next health emergency than it had in 2019.

This section examines the Australian Government’s management of the pandemic from the
health perspective. It looks at public health measures introduced to manage the virus, and the
unintended consequences of those measures. Chapter 9: Buying time examines Australia’s
attempts to keep the virus out of the community and aggressively stem spread in the
community, and summarises lessons for the future use of non-pharmaceutical interventions.
State borders are considered here, as these were tightly linked to non-pharmaceutical
intervention strategies, and contributed to the risks to national cohesion, perceived and real.

Chapter 10: The path to opening up reflects on the development, regulation and use of COVID-
19 vaccines, treatments and their related policies. It includes an examination of the place of
mandates, the management of vaccine adverse events, the balancing of risks and benefits in a
pandemic, and how the logistics of mass vaccination efforts might be better organised and
planned for in the future. It also explores the management of ongoing waves and chronic
impacts of the virus, including long COVID.

Chapter 11: Communicating in a crisis examines the effectiveness and public experience of
government COVID-19 communication efforts. It explores the fundamental role that
communication played in conveying information about the risks associated with COVID-19,
explaining what authorities were doing, and advising on what Australians could do to protect
themselves and others. We also consider the interdependent relationship between
communications and trust, the impacts of misinformation on the response and social cohesion,
and the role of trusted messengers like community helpers and experts.

Chapter 12: Broader health impacts considers key examples of broader health consequences
and impacts on the health system itself and how it fared during the pandemic. The chapter
focuses on aspects that could directly impact future pandemic preparedness. We also
incorporate mental health impacts here as this needs to be considered as a potential direct
impact from both infection and disease control measures. The pandemic and associated
uncertainty and fear triggered new mental health events and exacerbated existing conditions.”®®
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Timeline

e 1 January 2020: National Incident Room begins to monitor a pneumonia cluster in
Wuhan, China.

e 19 January 2020: Australian Government begins communication on the 'novel
coronavirus'.

e 23 January 2020: Australia’s Prime Minister makes his first public comments on the
'novel coronavirus'.

e 25 January 2020: Australian Government confirms our first case of SARS-CoV-2
infection.

e 11 February 2020: World Health Organization names the disease arising from SARS-
CoV-2 infection as COVID-19.

e 20 February 2020: Australian Government announces the requirement for 14-day self-
isolation for all close contacts of known cases.

e 11 March 2020: Australian Government announces a $2.4 billion health package in
response to COVID-19.

e 12 March 2020: Australian Health Protection Principal Committee releases a statement
recommending 14 days of self-isolation for healthcare workers if they are a close
contact of a confirmed case.

e 13 March 2020: Council of Australian Governments announces the National Partnership
Agreement on COVID-19 Response.

e 26 March 2020: National Cabinet agrees to temporarily suspend all non-urgent elective
surgeries.

e 29 March 2020: National Cabinet agrees to a nationwide lockdown.

e 29 March 2020 - States and territories implement social distancing measures, including
lockdown, specific to their regions.

e 30 March 2020: Australian Government announces the expansion of Medicare-
subsidised telehealth.

e 7 January 2021: Australia’'s COVID-19 vaccine national rollout strategy is released.

e 8 January 2021 — National Cabinet agrees mandatory use of face masks on flights and in
airports.

e 22 February 2021: Australia’s vaccine rollout begins.
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23 March 2021 Therapeutic Goods Administration approves the first batches of
Australian-made AstraZeneca vaccine.

28 June 2021: National Cabinet endorses mandatory COVID-19 vaccinations for
residential aged care workers.

6 August 2021: National Cabinet agrees to and releases the National Plan to Transition
Australia’s National COVID-19 Response.

1 October 2021: Australian Health Protection Principal Committee recommends
mandatory vaccinations for all workers in healthcare settings.

5 November 2021: Over 80 per cent of Australians over 16 years of aged are double
vaccinated.

8 November 2021: Australian Government begins the vaccine booster program.
13 December 2021: COVID-19 Vaccination Claims Scheme opens.

30 December 2021: National Cabinet agrees to a standardised isolation period of 7 days
regardless of vaccination status.

20 January 2022: Australian Health Protection Principal Committee proposes the use of
rapid antigen tests (RATS).

12 May 2022: First Australian-made COVID-19 mRNA vaccine is given to a clinical trial
patient.

31 August 2022: National Cabinet agrees to reduce isolation of cases from 7 to 5 days.

30 September 2022: National Cabinet agrees to end mandatory isolation of cases from
14 October.

20 October 2023: Australian Chief Medical Officer declares COVID-19 is no longer a
Communicable Disease Incident of National Significance.
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Chapter 9 — Buying time
1. Context

In the first two months of the COVID-19 pandemic in Australia, Commonwealth and state
governments introduced a series of measures to protect against community transmission of a
novel coronavirus in a population that had no existing immunity. Governments acted swiftly in
an emerging information environment to introduce precautionary measures to suppress
transmission until the health system and disease implications could be better understood.

These decisions were made in the context of an international environment of rapidly growing
case numbers and rising mortality rates. Countries such as Italy and South Korea were reporting
cases in their thousands, and China reported more than 79,000 by 1 March 2020.”%” Devastating
news of overburdened health systems overseas, including in Italy and New York, quickly
followed.”®® Statistical modelling was undertaken using overseas case and hospital data to
estimate how the Australian health systems would cope with similar levels of community
infection (see Figure 1 and Figure 2).”*° The finding was that, given the virus's combined
transmissibility and disease severity, a significant reduction in population mobility could limit
the number of cases with severe disease to levels where cases could access intensive care unit
beds.”

Figure 1: Modelling parameters "

Scenario 1: no Scenario 2: Scenario 3: Scenario 4:
mitigation quarantine and quarantine, quarantine,
isolation isolation and isolation and
social distancing  social distancing
(25%) (33%)
Infection rate 89.1% 67.5% 37.7% 11.6%
Hospitalisation 5.4% 4% 2.2% 0.8%
rate
Proportion who 15% 30% 80% 100%
can access ICU
beds
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Figure 2: Modelling COVID-19 scenarios’?
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The initial approach taken in Australia aligned with the ‘precautionary principle’. Under this
principle, the pandemic situation is assessed, evidence is collected and tailored measures are
implemented to manage case numbers. The precautionary principle allows action to be taken
before there is robust evidence regarding risk or the effectiveness of specific interventions.””
However, the onus on decision-makers is to evaluate the situation in real time and generate
and synthesise the data needed to move to a more evidence-based approach and refine their
response as more becomes known about the situation. Australia’s approach became known as
'flattening the curve’ — slowing the infection rate — so that, even if infections could only be
delayed and not avoided, case numbers would be contained to levels where those who were
sick could receive optimal care. It also bought some time for therapeutic approaches to be
developed and for possible vaccines to be investigated.

The initial focus on ‘aggressive suppression’ of community transmission of the virus recognised
that closing the international borders could not guarantee the virus could be kept out of the
community, even with quarantine in place. However, by mid-2020, when Victoria experienced
their second outbreak following breaches at two quarantine hotels, the response escalated to
zero tolerance. Some other jurisdictions followed suit when local outbreaks occurred.

It soon became clear that no control measures, including COVID-19 vaccines, could eliminate a
virus that continually evolved new variants and the multiple animal reservoirs that could
continue to seed the virus back into the human population made long-term global eradication
impossible. Australian policies focused instead on aggressive suppression to pace the impact
on the health system and preventing as much serious illness and death as possible as Australia
prepared to make the inevitable transition to community-wide transmission.””
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2. Response

The features of Australia’s early pandemic response demonstrate a precautionary approach,
outlined below. At a state and territory level, measures were implemented to varying degrees
based on local pandemic conditions, whether the virus was circulating in the community and
the level of risk of infection in the community.

2.1.Testing, tracing and isolation

Diagnostic tests for COVID-19 were developed in Australia ‘within days’ of the announcement
on 11 January 2020 of the sequence of SARS-CoV-2.""> On 11 February 2020 the ‘"Human
coronavirus with pandemic potential’ had been added temporarily to the National Notifiable
Disease Surveillance List.”

This meant that, by the time the first case of COVID-19 was identified in Australia (25 January
2020), Australian laboratories had developed testing processes for the virus and the Australian
and state and territory governments had activated contact-tracing processes.””

Self-quarantine measures were in place from 29 January 2020, initially for people who had been
in contact with a confirmed case (note that people on assisted departure from Wuhan and
Hubei Province in China were required to quarantine on Christmas Island or in Howard Springs:
see Chapter 8: Implementing quarantine).””® At ports of entry, incoming passengers were given
information on symptoms and signs of infection, and instructions on how and when to self-
quarantine.””

National Cabinet agreed to a mandatory self-quarantine requirement for all international
arrivals starting on 15 March 2020, enforced under state and territory law.”® The Australian
Health Protection Principal Committee supported this measure, describing it ‘as the most
important public health measure in relation to case importation”.”®' From 28 March 2020 all
incoming passengers entered managed quarantine (see Chapter 8: Implementing
quarantine).”® The Australian Health Protection Principal Committee initially described this as a

‘highly precautionary approach’, noting the data were ‘limited and preliminary’.”®®

On 18 February 2020 the Australian Government published the Australian Health Sector
Emergency Response Plan for COVID-19. The plan informed the approach to minimising
disease spread while information about the virus was gathered.”®* At this time it was unclear if
and when a vaccine would be developed. On 11 February 2020 the Director-General of the
World Health Organization said the development of vaccines and therapeutics would take time
and it could be 18 months before the first vaccines would be ready.”®

On 21 March 2020 the Australian Health Protection Principal Committee provided further
isolation guidance for people with confirmed cases of COVID-19, noting people could be
released from isolation 10 days after hospital discharge or after symptoms started, as long as
they had not had symptoms of acute illness for 72 hours.”®® The National Guidelines for Public
Health Units were updated on 23 August 2020 extending the isolation period for cases with
severe illness to at least 14 days from onset of symptoms.”®’
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On 26 March 2020, the Biosecurity Determination 2020 was signed by the Minister for Health,
restricting travel into remote communities within the Northern Territory, Western Australia,
Queensland and South Australia to reduce the risk of spread of COVID-19 into remote
communities.”® The determination was repealed on 10 July 2020. State governments could
continue emergency response to stop travel if required.”® (See also Chapter 13: Aboriginal and
Torres Strait Islander people).

In this early phase of the pandemic, Australia was able to track the virus domestically because it
had ‘one of the most comprehensive testing regimes in the world".” Importantly, the initial
widespread testing allowed for case surveillance and genomic sequencing of the virus. To
support this, the Australian Government ensured there was no charge for testing for all people
in Australia, regardless of Medicare status.”'

The Public Health Laboratory Network, a standing committee of the Australian Health
Protection Principal Committee and the leading network of public health laboratories, released
laboratory testing guidelines from March 2020.7%% In February 2021 it released the National
Testing Framework, which provided guidance on community testing but stipulated states and
territories could apply the framework to fit local circumstances.”® The framework gave
information on how to identify priority groups for targeted testing in Australia, including by
epidemiological zone. Later, in December 2021 and March 2022, it was revised to include
additional guidance to keep up with the evolution of the evidence, and of the virus, including
information on enablers and barriers to testing.

Polymerase chain reaction (PCR) tests were the most commonly used tests from early 2020 until
January 2022, when rapid antigen tests (RATs) were introduced for community use. PCR tests
were funded under the National Partnership on COVID-19 Response (between the Australian
Government and the states and territories) and the Medicare Benefits Schedule.””* Remote
point-of-care PCR tests were also available from May 2020, ensuring real-time surveillance in
remote communities.”*?

PCR tests were the reference-standard tests used due to their high accuracy in detecting the
SARS-CoV-2 virus in respiratory tract samples.”®® As Australia responded to increasing case
numbers in late 2021, laboratory-based PCR testing capacity became overwhelmed in several
jurisdictions.”” In this epidemiological context, guidance recommended these tests be reserved
for testing of high-priority cases (for example, those at risk of severe disease).”®

The Therapeutic Goods Administration (TGA) approved a number of RATs for supply in
Australia from 1 November 2021.7° RATs were introduced into Australia’s testing regime in
January 2022, following a joint statement by the Public Health Laboratory Network and the
Communicable Diseases Network Australia.*® The TGA played a key role as Australia’s
regulatory body for assessing therapeutic goods including COVID-19 vaccines, treatments and
medical devices including in-vitro diagnostic devices (e.g. PCR assays and RATs). The approval
of RATs came later in Australia than other industrialised nations in order to test the
effectiveness of these devices and ensure instructions for their use in the community setting

were understandable.®’
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Many Australians were able to access RATs for free under numerous Australian and state and
territory government initiatives.®” The COVID-19 Rapid Test Concessional Access Program
provided up to 20 free RATs from pharmacies for eligible concession card holders.®” RATs were
also provided by the Australian Government to residential aged care facilities, Aboriginal
Community Controlled Health Organisations, supported independent living disability care, GP-
led respiratory clinics and the Royal Flying Doctor Service to enable additional and easy access
to screening in those settings.®**

Up to 31 December 2023 the Australian Government had funded 77.9 million COVID-19 PCR
tests and around 169 million COVID-19 RATs.2%

Contact tracing — when well-resourced and operating optimally — uses surveillance data for
COVID-19 positive cases to identify and quarantine their close contacts to minimise the risk of
onward transmission, should they develop the disease. Surveillance and contact-tracing data
provide insight into the types and settings of exposures that lead to infections, enable mapping
of infection rates across the community, and provide evidence regarding symptom and disease
severity. Together, these data are used in designing and implementing disease control policies.
Contact tracing was the responsibility of state and territory governments.®® However, in April
2020 the Australian Government launched the COVIDSafe app to assist with manual state and
territory tracing efforts.®”” The app was found to be ineffective.®®® Further discussion of its use
and limitations is provided in Chapter 5: Trust and Human Rights.

In late 2020 National Cabinet commissioned and later endorsed a review of Australia’s COVID-
19 contact-tracing and outbreak management systems.®”

The Communicable Diseases Network Australia introduced a national definition of a close
contact for use by Public Health Units on 24 January 2020, with updates made via its Series of
National Guidelines throughout the pandemic, including advice on isolation periods.®" Each
state and territory also had their own definition of ‘close contact’ under state legislation for the
purposes of contact tracing from early in the pandemic. ®" Different jurisdictions had different
ways of implementing contact tracing and different self-quarantine periods for close contacts.

National Cabinet reduced mandatory isolation to seven days after last exposure on 30
December 2021, following advice from the Australian Health Protection Principal Committee.®"
Mandatory isolation remained in place until 30 September 2022, when National Cabinet
unanimously agreed to end the measure.® This decision was based on advice provided at the
request of the Prime Minister from the Australian Government Chief Medical Officer, rather
than a consensus statement from the Australian Health Protection Principal Committee.®™

SARS-CoV-2 genome sequencing supported the response to the pandemic, assisting with the
surveillance, tracking and tracing of cases. From 1 October 2020, the Australian Health
Protection Principal Committee endorsed the use of AusTrakka to serve as Australia’s national
genomics surveillance and analysis platform for SARS-CoV-2.8" AusTrakka provided a central,
secure, and private online location for public health laboratories to share, store, analyse, and
view aggregated national genomic data.®™® The Department of Health funded the operation of
the platform from 2 June 2021.8”
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Due to the broader circulation of COVID-19 in the community in late 2021, Australia’s
sequencing laboratories moved from a comprehensive sequencing strategy (attempt to
sequence every case) to a targeted surveillance approach, focused on surveillance and
detection of variants or mutations of concern.®™ This led to the publication of the
Communicable Diseases Genomics Network Sampling Strategy for SARS-CoV-2 Genomic
Surveillance.®” The strategy aimed to ensure the data collected was representative of the
available confirmed cases, had the ability to identify new SARS-CoV-2 virus variant
introductions, and provided reliable findings that impacted public health action.®?°

2.2.Infection prevention and control measures

From as early as March 2020, to help reduce the spread of COVID-19, the Australian public was
encouraged to maintain good infection prevention and control by using measures such as

hand hygiene practices and cough etiquette ®'

On 28 January 2020 the Chief Medical Officer encouraged general practitioners coming into
contact with international travellers to use personal protective equipment (PPE).%2 On 29
January 2020 the Australian Government released one million masks from the National Medical
Stockpile, encouraging general practitioners and their ‘patients with the relevant travel history
or symptoms’ to wear face masks.?* As greater numbers of returning travellers tested positive
on arrival, and further outbreaks occurred within Australia, the advice was extended to include
people who provided close personal support to priority populations, including those working in
Aboriginal Community Controlled Health Services, the disability sector, and aged care
workers 2 The Australian Government supported infection prevention and control education
for health and aged care workers from 2020, including development of online infection
prevention and control training modules.®®

Surgical face masks, as we know, provide an additional physical barrier to prevent
the spread of COVID-19 to older Australians receiving aged care. As we continue
to reinforce, masks must be used in addition to the other measures of physical
distancing and hygiene, cough and sneeze etiquette. — Deputy Chief Medical
Officer, 16 July 2020%°°

Initial advice from the Australian Government in 2020 noted there was no benefit in the general
public wearing masks.#*” However, this advice progressively changed as new research showed
masks could reduce the risk of an infected person transmitting the virus to others.??® Different
types of masks were recommended at different stages of the pandemic depending on
availability and the emerging evidence on relative effectiveness. Effectiveness is a measure that
combines the efficacy of the mask under ideal laboratory conditions, and how masks are used
in everyday practice. It was the wearing of masks by the general public that made evaluating
the relative effectiveness of masks very difficult to assess, and led to inconsistent findings from
community-based trials. The masks used in Australia included reusable cloth face masks, single-
use surgical masks and respirators (such as a P2 or N95), which the Australian Commission for
Safety and Quality in Health Care had recommended for healthcare workers before the
pandemic.8?
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Mask mandates for the general public were first adopted by state and territory governments.
Victoria implemented the first mask mandate on 22 July 2020.8° States and territories adopted
individual approaches with varying rules on both the mandatory and recommended or
voluntary use of masks — rules and exemptions were set out in state and territory public health
orders. The only public mask mandates introduced at a national level were in January 2021,
when National Cabinet agreed to mandatory mask wearing for passengers and crew on all
flights and in all airport terminals in Australia based on Australian Health Protection Principal
Committee recommendations.®' This decision aligned with the release of World Health
Organization guidance on mask use that showed the effectiveness of masks against COVID-
19.8% The national air travel mask mandate continued until 9 September 2022.83

2.3.Restrictions on public gatherings, social distancing and lockdowns

Throughout March 2020, following advice from the Australian Health Protection Principal
Committee, National Cabinet agreed various restrictions on public gatherings and
implementation of social distancing requirements, actioned under state and territory public
health orders. For example, orders limited non-essential indoor gatherings of more than 100
people and introduced social distancing — keeping 1.5 metre distances between people. This
resulted in the cancellation of ANZAC Day ceremonies and events a few weeks later.®*
Every Australian government is focused on slowing the spread of coronavirus to
save lives ... Every Australian has a part to play in slowing the spread of
coronavirus ... All leaders reiterated the importance of Australians strictly adhering
to social distancing and self isolation requirements, in particular for those who are
unwell and for returned travellers. Not adhering to self isolation requirements
when you are unwell puts the lives of your fellow Australians at risk. — Prime
Minister Scott Morrison, 20 March 2020°%

By 22 March 2020, 1,765 confirmed cases, including seven deaths, had been reported in
Australia.®*® National Cabinet announced widespread restrictions on social gatherings. As a
result, venues such as restaurants, pubs, religious gatherings, school assemblies, and gyms and
indoor sporting venues were closed.®’ These were known as Stage 1 restrictions.

Over the next week, these restrictions were progressively scaled up, culminating in Australia’s
first and only nationwide lockdown on 29 March 2020.88 This lockdown included strong ‘stay at
home’ orders and closure of non-essential businesses, in addition to the existing restrictions. It
came at a time when some states and territories brought forward school holidays or switched
to remote learning to keep school-aged children at home.® This aligned with National Cabinet
advice of 27 March 2020. The 27 March advice acknowledged that ‘the medical advice remains
that it is safe for children to go to school’, but it encouraged ‘only children of workers for whom
no suitable care arrangements are available at home’ to attend school (see Chapter 14: Children
and young people). 2 Also, during this period all people entering Australia from overseas were
required to go into managed quarantine.®' Impacts of this are explored in Chapter 7:
Managing the international border and Chapter 8: Implementing quarantine.
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The Prime Minister emphasised the need for people to comply with social distancing measures
and advised that ‘we will be living with this virus for at least six months’.2** The Australian
Health Protection Principal Committee (AHPPC) also recognised that state and territory Chief
Health Officers, or equivalent, could implement local responses. This recognised that a one-
size-fits-all national approach was not going to work at an operational level given variability in
the distribution of outbreaks and the local health system's capability to respond.®*

AHPPC notes that there is no ‘formula’ to guide such decisions. Rather the local
assessment has to be made on the current evidence and the knowledge that
there is a lag time of at least 7-14 days before the real impact of additional
measures will be seen on case incidence, and longer for critical care
requirements and mortality. — AHPPC statement, 30 March 2020%*

The nationwide lockdown lasted until May 2020. On 8 May National Cabinet approved the ‘3
Step Framework for a COVIDSafe Australia’ for the easing of restrictions.®*

Lockdowns and social distancing measures continued to be applied on a state-by-state basis
throughout the pandemic, even after the vaccine rollout had begun (see Figure 3). This
included lockdowns of varying stringency and duration, with some implemented across an
entire state, while others were localised, targeting particular postcodes.

Easing of all restrictions, including social distancing, was outlined in the National Plan to
Transition Australia’s National COVID-19 Response agreed by National Cabinet on 6 August
2021.8% The plan set out four steps to move from pre-vaccination settings that focused on
suppression of community transmission, to post-vaccination settings, prioritising preventing
severe illness and death. It was informed by modelling from the Doherty Institute consortium,
which forecast the vaccination thresholds needed for transitioning between phases alongside
different levels of public health measures.®*’

COVID-19 'hotspots’ were declared by the Australian Chief Medical Officer from 18 December
2020 for the purpose of the provision of Commonwealth support, such as PPE from the
National Medical Stockpile or assistance with contact tracing.2*® These hotspots were also tied
to people’s ability to access some forms of economic support, such as the temporary COVID-19
Disaster Payment.®*® Economic support is explored in Chapter 20: Managing the economy.

The initial definition of a hotspot was determined in September 2020 and revised in 2021, to
reflect areas where a more transmissible variant was identified in a community, combined with
consideration of factors such as epidemiology, demography and mobility data.®*° Hotspots
were de-listed by the Chief Medical Officer once there was evidence of decreasing community
transmission and other criteria were met. In line with the National Plan to Transition Australia’s
National COVID-19 Response, in 2021, hotspot declarations ceased when the jurisdiction had
reached an 80 per cent double-dose vaccination rate in persons aged 16 years and over.®”'
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Figure 3: Timeline of COVID-19 lockdowns in Australia®?
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3. Impact

3.1.Test, trace and isolate

3.1.1. Testing

From January 2020 testing for and tracing of COVID-19 was available in Australia, and was
available to the general public from March 2020. Health departments were able to collect
essential data to identify cases, track their close contacts and monitor the spread of the virus in
the community. These data also gave governments essential intelligence they could use to
evaluate the overall effectiveness of the public health response and population-level risk of
COVID-19 transmission.

In the absence of a vaccine or effective treatment for COVID-19, an important
means to bring about a return to normal economic and community activity (s
rapid testing, contact tracing, isolation and outbreak management. — National
Contact Tracing Review”

From March 2020 the Public Health Laboratory Network, Communicable Diseases Network
Australia and Australian Health Protection Principal Committee published and updated national
testing guidance documents regarding who and when to test.®>* However, approaches to
mandatory COVID-19 testing between jurisdictions varied, and this undermined a cohesive
national approach. We heard this was particularly the case where tests were required as a
prerequisite to cross interstate borders ®>®
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We were told we needed to produce a negative test to travel interstate, they made
a big deal of it and said the police were checking at the borders, but they weren't
... it was very frustrating, | had to wait in line for three hours to get tested, but
others didn't have to ... it was so inconsistent. — Focus group participant, person
from a culturally and linguistically diverse background, Brisbane®®

PCR tests were considered the gold standard of COVID-19 testing, but it took time for people
to receive the results of their tests. For some results there were 24- to 72-hour delays.®” Wait
times were longer at peak times and in rural and remote areas, increasing the risk of disease
spread if people were not as strict about their self-quarantine whilst waiting.%*® Testing capacity
and capability of states also added to delays. Australia’s pathology sector was more able to
adapt to the challenges of the pandemic given funding support through the Medicare Benefits
Schedule and the National Partnership on COVID-19 Response.?*® The establishment of drive-
through testing clinics from early March 2020 was one of these adaptations. Drive-through
testing was a low-contact approach that reduced the risk of disease transmission.®®

Older Australians and people with disability told the panel they had particular challenges
accessing testing services if they did not have a carer to take them to a testing site or had to
queue up outside for hours to get a PCR test.®®’

The proportion of PCR tests that returned a positive result was monitored throughout the
pandemic because it was a general indicator of the background infection rates in the
community. On 12 May 2020 the World Health Organization recommended that the percent
positive should remain below 5 per cent for at least two weeks of comprehensive surveillance
and testing before governments considered reopening.®®

Testing requirements had started to reduce in the Delta wave when case numbers peaked. They
were further curtailed with the lifting of restrictions in the eastern states, where the virus was
circulating and infection rates were expected to rapidly rise. Despite these preparations, the
arrival of the highly transmissible Omicron variant in December 2021 saw an enormous spike in
Australians requiring testing for COVID-19. It coincided with Australia’s peak holiday period, and
many states and territories still had testing requirements in place to allow travel to their state.®®
This spike in the volume of cases and the shorter incubation period made laboratory testing
and contact tracing unfeasible, signalling the end of thorough ‘test and trace’.

RATs were approved for use in high-risk settings such as aged care from late 2021.5%* In
recognition of the increasing community transmission and pressure on the laboratory sector, in
January 2022 the Australian Health Protection Principal Committee recommended that the
community use RATs as an alternative diagnostic and screening test.®® However, the
international shortage in supply of RATs meant their introduction in this peak period did not
assist the laboratory sector as much as anticipated, leaving laboratories that were performing
PCR tests overwhelmed with the increased demand.?®® The RAT shortage was not aided by
issues in procurement, where states and territories were competing with the Australian
Government for supply.®’
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This delay to the introduction of self-testing has been described as slow and problematic, and
as such did not aid the testing bottleneck that occurred over the Omicron wave.®®®

We heard from one stakeholder that the delay in approval was in part to ensure RATs were
effective and instructions were clear. % However, they told us it was also driven by a fear of
losing comprehensive testing data and the ability to conduct epidemiological analyses.®” The
use of RATs placed responsibility for testing and reporting positive results in the hands of the
public, so it decreased the reliability and completeness of testing results, and did not capture
the number of tests performed and the overall positivity rate 2"

Later in the pandemic RAT supply improved. This, combined with the relative low cost,
convenience and speed of results, led to their becoming the dominant testing method in
Australia.?” For low income earners, including people on income support payments, the cost of
RATs was prohibitive from the start. The introduction of free RATSs for concession card holders
was welcomed.®” Even so, the Australian Institute of Health and Welfare estimates Australians
spent a total of $596.9 million on purchasing RATs in 2021-22 alone.®™*

The Inquiry heard that remote point-of-care testing (explored in Chapter 13: Aboriginal and
Torres Strait Islander people), mobile testing in areas with potential outbreaks, and wastewater
testing provided important evidence to support efforts to curb the spread of the virus.2”
COVID-19 detection in wastewater allowed public officials to target public health messaging
(especially in communities where the virus was newly detected or was increasing in volume)
and helped identify infection rates regardless of symptoms or testing uptake, and detect new
variants on aircrafts.®®

In the first two years of the pandemic, Australia relied on PCR tests for its surveillance of the
virus, and PCR use was mostly unrestricted. Other countries went further. The United Kingdom,
for example, randomly sampled the population regardless of symptom status as part of its
monitoring of the virus in the community. The data gathered assisted the UK government to
make more reliable estimates of infection rates across the community, and in relation to self-
reported measures such as mask wearing and vaccination status.®’’ The panel heard that the
Australian approach over-relied on self-presentation for PCR testing or RAT self-testing for its
COVID-19 surveillance, and that use of random sampling to measure underlying infection rates
would be of great benefit in future.’®

Collection of positive test data was useful to support decision-making at all levels of
government.®” It also meant that daily COVID-19 case numbers could be reported to the
Australian public (see Chapter 11: Communicating in a crisis). Testing was most useful at the
start of the pandemic to identify and monitor outbreaks, help suppress transmission and
respond to local outbreaks.®* Close contacts could be identified and quarantined, often before
they could become infectious, to limit onward transmission. However, the effectiveness of
testing waned over time as the virus became more prevalent in the community and the
incubation period shortened.®' With the arrival of the Delta wave in mid-2021, more close
contacts were already infectious before they knew they had been exposed to an infectious
person and could be quarantined.®®
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3.1.2. Tracing

COVID-19 tracing was done in parallel with nationwide testing efforts and was integral to
Australia’s suppression strategy. It helped identify priority populations where transmission rates
were higher because of things like occupation, location and nature and level of social mixing.
Like testing, tracing efforts varied in consistency across waves and across jurisdictions.

There were positive stories of engagement between all levels of government in this area. For
example, the Department of Health funded and coordinated epidemiologists to be seconded to
state and territory health departments to help analyse contact-tracing data, quality and
transmission.®® However, we also heard stories where there was not enough engagement.
People with expertise wanted to help but found a closed door — there was no way they could
use their training and experience to help.®*

Some groups noted difficulties with the states’ varied approaches to contact tracing.®® For
example, the definition of ‘close contact’ changed at different stages across the pandemic.®%

The Australian Government launched the COVIDSafe app on 26 April 2020. The app was
developed to help state and territory health officials with manual contact tracing and contribute
to an automated contact tracing system that was faster and more effective and efficient.®*” The
app had almost eight million registered users, but evaluations found that it created a heavier
workload for contact tracers and public health staff, with no notable benefit.%® Also, there were
public fears about the privacy of information being tracked through the app. Many were
concerned that law enforcement might be able to access tracing data. We heard these
sentiments clearly expressed in public consultation.®® Broader concerns around data privacy
during a health emergency are discussed in Chapter 5: Trust and human rights.

Genome sequencing of the virus was predominantly organised at jurisdiction level. This allowed
for targeted public health control measures and outbreak identification.?*° Stakeholders
expressed support for AusTrakka, which helped achieve national surveillance of SARS-CoV-2
and demonstrated the benefit of national genomic surveillance.®' We also heard from some
stakeholders there remains a need for a long-term strategy for advancing viral genomic
surveillance and consolidated guidelines to inform interoperability in a pandemic.?* The panel
heard there remains room for strengthened connectivity between different laboratory

information systems, particularly between the public and private pathology sectors.®

Several contact tracing reviews have been conducted, including by the Victorian and Western
Australian governments.894 The National Contact Tracing Review, released in November 2020,
made 22 overarching recommendations, but the status of their implementation remains
unclear.®* Not all recommendations remained relevant as systems improved, or as operations
changed as Australia moved into different phases of the pandemic. However, a number of the
recommendations should be implemented because they will be important during and ahead of
a future health emergency. For example, public consultations have identified as critical to
Australia’s future health emergency capability the need to ensure sufficient surge workforce
capacity in the public health sector, the importance of undertaking regular contact-tracing
stress tests, and the development of an interjurisdictional data exchange pilot that would
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support a level of interoperable data.?® The data-sharing recommendation in particular was
independently supported by August 2021 advice from the National COVID-19 Health and
Research Advisory Committee on the need for integrated data systems.®’

3.1.3. Isolation

Along with testing and tracing, isolation measures helped to reduce transmission of COVID-19
and limited the risk of unknown contacts, who can be harder to trace.®”® Australian research
found the combination of testing, tracing and isolating, along with quarantining of close
contacts, was critical in supporting the national suppression strategy before the Omicron
variant emerged in November 2021.8%°

However, we heard that measures requiring individuals to isolate were in place for too long,
and evidence supporting prolonged isolation after symptoms had cleared, or lengthy
quarantine for those who never went on to develop an infection, was not clearly communicated
to the Australian public.**®

The need for individuals identified as close contacts to self-isolate also had a negative impact
on the operations and financial viability of some businesses.?”' Impacts on businesses are
explored in Chapter 20: Managing the economy. Also, we heard isolation policies had
inequitable impacts, particularly for those living in poor or overcrowded housing.®® These
impacts are explored in Chapter 17: Homelessness and housing insecurity and Chapter 14:
Aboriginal and Torres Strait Islander people. Isolation measures are further explored below, in
section 3.3 Population-level non-pharmaceutical interventions.

3.2.Infection prevention and control

During the first six months of the pandemic, infection prevention and control practices —
including hand hygiene, cough etiquette and use of PPE, including masks — were introduced in
stages across Australia. PPE use in particular was first introduced in high-risk settings and later
in the community in a bid to help reduce the spread of COVID-19.°*® In healthcare settings
there was pre-existing experience with effective infection prevention and control use. However,
that was not always the case in other high-risk settings — for example, residential disability and
aged care — and rarely so in the community.?** PPE shortages also impacted the effectiveness of
infection prevention and control practices, creating challenges for Australia’s pandemic
response. Supply shortages are further discussed in Chapter 12: Broader health impacts and
Chapter 22: Supply chains.

Participants in an Inquiry roundtable spoke of the innate challenges in delivering the level of
infection prevention and control required in a pandemic in a wide range of environments,
including those that are primarily designed as residences rather than clinical settings.®®
Evidence-based best-practice approaches should be designed to work in all settings.®® The
guidance available to support infection prevention and control varied in quantity and across
jurisdictions.®”’
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The panel overwhelmingly heard that, especially in the early days of the pandemic, workers in
the care and support sector, as well as those in other high-risk settings such as hotel
quarantine, received limited training or advice on how to correctly use PPE.*® This increased
the risk of exposure for the user, those they cared for, their close contacts and the wider
community.

We heard in focus groups that members of the general public supported the promotion of
hygiene behaviours.”® Up to 96 per cent of Australians who responded to a national survey by
the Doherty Institute in April 2020 said they were applying personal hygiene measures to
protect themselves and others from COVID-19 infection.”™ At that time, in April 2020, people
had a high level of awareness of the risk and consequences of COVID-19 infection.”"
this level of support changed over time as adherence to mask mandates diminished,
particularly when the benefit of some requirements became less clear (for example, wearing

However,

masks at all times, including outdoors, when not in the company of others). As discussed in
Chapter 5: Trust and human rights, a barometer study by the Department of the Prime Minister
and Cabinet's Behavioural Economics Team of the Australian Government between March and
June 2020 found there was a general decline in compliance with protective behaviours.®"

Encouragement of mask use during the pandemic changed with increased transmissibility of
the succession of variants, greater understanding of how COVID-19 was transmitted, and
emerging evidence from studies on mask use undertaken during 2020 and 2021.°® However,
the evidence on the effectiveness of mask wearing in community settings was and still is
variable. A Cochrane review published in January 2023 did not find evidence that masks were
effective, and this was criticised when it was misinterpreted as evidence that they do not
work.”™ The argument was that they do work; people just don't wear them properly. This
highlights the importance of trialling interventions in the real world to test whether they work in
practice, not just in theory.

The World Health Organization’s 1 December 2020 recommendation on the use of masks was
based on new, but limited, evidence of the effectiveness of masks in community settings.””

On 8 January 2021, based on recommendations by the Australian Health Protection Principal
Committee, National Cabinet agreed on the mandatory use of masks on all flights and in
airports.”™ This aligned with the recommendations on masks from the World Health
Organization. Research indicates the risk of COVID-19 transmission is lower on a plane
compared with other indoor spaces due to a combination of mask wearing, improved air
ventilation and filtration.””

A 2022 international systematic review found that, while the use of masks, especially particulate
filter respirators, had been shown to be effective against infection in healthcare settings, there
was ‘a substantial lack of evidence on the comparative effectiveness of mask types in
community settings’.?"® Other studies on masks from 2015 and 2020 suggested that masks had
varying levels of effectiveness in the community partly because of improper use, re-use and low
mask quality (in cloth-based and some surgical masks).”"
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Mask wearing had varying levels of effectiveness for children. Victorian data showed that
children aged eight to 11, who were required to wear masks under state orders, had higher
infection rates than those aged five to seven, who were not required to wear masks and had
previously had the same infection rates. The older children wearing masks also had higher
recent vaccination uptake, so would be expected to have had lower infection rates than the
younger cohort during this term.??

3.2.1. Mask mandates

We heard that, when states and territories began to introduce community-wide mask mandates
progressively from mid-2020, there was a lack of clarity, consistency and evidence around when
to wear one and why; what type to wear; and how to don, wear and remove face masks
safely.””' The implementation of mandates also varied across states throughout the
pandemic.??? This caused confusion and started to erode public trust.

There were many examples of inconsistencies in policies between jurisdictions
which hindered the public health response. When different advice and policies
were in place, such as mask mandates and venue capacity limits, the public
messaging was undermined. — Australian Medical Association®”

Notably, the Australian Health Protection Principal Committee did not give public guidance on
the role of face masks to protect individuals and the community from COVID-19 until 15
November 2021.%* That was 10 months after National Cabinet agreed on the mandatory
wearing of masks on domestic flights.®*

Participants in Inquiry focus groups said that their decision to wear a mask or not depended on
accessibility — where people could not access free masks, they were less likely to wear one.®*
The Australian Institute of Health and Welfare estimated individuals spent $223.7 million on PPE
and respirators between 2019-20 and 2021-22.%" The Inquiry’s focus groups heard mask
mandates did not account for those with asthma or breathing difficulties, or with a sensory
disability who relied on lip reading or smell. A few participants reported feeling ‘stressed’,
‘concerned’ and ‘panicked’ at being ‘abused’ or ‘yelled at’ by strangers for not wearing their
masks for these reasons.”

We heard of challenges in finding the correct mask size; and ear pain and skin irritation from
extended and frequent mask wearing.®*® Many Australians experienced these challenges, but
they affected those working in the care and support sector, who were required to wear them
for extended periods, the most.”*°

When mask mandates were first introduced, there were not enough of the recommended N95
masks available even for healthcare and other frontline workers.?*! In healthcare settings, masks
are tested to fit properly so they have the most benefit. This testing was standard practice in
some countries but not in Australia.®** Stakeholders across a range of sectors identified
difficulties in accessing appropriate PPE, particularly at the start of the pandemic.®** This
experience is further covered in Chapter 12: Broader health impacts, Chapter 18: Older
Australians, and Chapter 16: People with disability.
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3.3.Population-level non-pharmaceutical interventions

Non-pharmaceutical interventions imposed at population level were also important in limiting
COVID-19 transmission. Interventions such as restrictions on public gatherings, banning of
certain activities, social distancing in public places, closing of certain venues and lockdowns
were introduced intermittently from early 2020 to supplement the international border closure,
and isolation, quarantine and contact tracing measures.”*

The introduction of non-pharmaceutical interventions meant that, even with the virus being
able to breach border controls, throughout 2020 Australia maintained lower reported rates of
COVID-19 cases and deaths compared with other countries — for example, the United Kingdom,
United States and Sweden, which did not implement the same types and levels of public health
measures.”®> Up to the end of 2020, Australia had 29,118 total COVID-19 cases reported, a test
positivity rate below 5 per cent and fewer deaths overall (from all causes) than expected for
that year.%*

Some told us that, for the first few months of the pandemic, the Australian Health Protection
Principal Committee and National Cabinet clearly explained the purpose of isolation, lockdowns
and social distancing measures, and there was a broad understanding that decisions changed
because of new and changing evidence.”’ All jurisdictions were aligned in this aggressive
suppression approach, and the relative consensus among National Cabinet and Australian
Health Protection Principal Committee members was reflected in clear public communications.
This was not the case further into the pandemic, when jurisdictional differences in approaches
and communications started to become apparent (see also Chapter 4: Leading the response
and Chapter 11: Communicating in a crisis).

Decisions made in the alert and suppression pandemic phases were supported by early
evidence such as theoretical modelling released by the Doherty Institute on 7 April 2020. The
modelling showed how non-pharmaceutical interventions such as quarantine, isolation and
social distancing could work to slow the rate of transmission.?*® On 26 June 2020 the Australian
Health Protection Principal Committee also released evidence on the benefits of physical
distancing and person density restrictions and continued to support the policy decisions that
the Australian Government and National Cabinet were making.”**

However, as the pandemic wore on, it became less clear what evidence was being used to
support the continued use of these measures. We heard in Inquiry focus groups that, while
general support for social distancing measures remained, there was no clear guidance on the
application of social distancing in different settings, such as schools, and a limited
understanding of the rationale for specific parameters, such as attendance limits for
gatherings.®* We heard this was seen particularly from the Delta wave in 2021, when

consistency of messaging went out the window, adding to public confusion and uncertainty.**'

We heard leaders did not clearly explain the evidence that supported ongoing enforcement of
measures such as prolonged isolation or lockdowns as the pandemic response progressed and
vaccinations became available, particularly when in place for extended periods of time, such as
in Melbourne.®*
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We heard from one stakeholder that Australia generally took an approach to non-
pharmaceutical interventions where there were blanket measures, where everyone was subject
to them unless they had an exemption.?”® They said this was better than the approach taken by
countries such as New Zealand, where measures targeted high-risk groups or occupations
rather than the entire population.®** In some settings, both approaches were utilised — for
example some outdoor ball games were permitted in Victoria during the second lockdown,
whilst others were not, with no clear logic behind these decisions.®* These approaches were
based on behavioural assumptions and we heard from some that behavioural science was
underutilised and under-researched in the Australian pandemic context.?*

We heard research capability and expertise outside government was not fully leveraged to
complete real-time evaluation of these measures or the general impacts of COVID-19.4" We
heard that research and modelling were being undertaken in the private sector, but there was
not always a clear pathway for researchers to feed this into policy decision-making.®*®

Health and economic modelling were integrated to inform Australia’s transition away from
reliance on non-pharmaceutical interventions under the National Plan to Transition Australia’s
National COVID-19 Response; however, this did not occur until late in the pandemic.**® This is
further discussed in Chapter 20: Managing the economy.

The delay in the creation of a national exit pathway, along with the severity, uncertainty and
longevity of measures, affected the mental health and wellbeing of many Australians — this was
especially so for older Australians, younger people, people with disability and people with
existing mental ill-health.*° The panel also heard that people from culturally and linguistically
diverse and Aboriginal and Torres Strait Islander communities were affected by the disruption
of cultural practices and norms.®' Notably, the National COVID-19 Health and Research
Advisory Committee advised the Australian Government about the mental health impacts of
quarantine and self-isolation in May 2020.>? However, it is unclear whether these impacts were
appropriately considered as the pandemic wore on. This is further explored in Chapter 12:
Broader health impacts and the Equity section. Human rights impacts are explored in Chapter 5:
Trust and human rights.

While public health responses including lockdowns, border closures, and strict
visitation regulations in health were important, especially at the outset of the
pandemic, there have been and continue to be many detrimental mental health
and social impacts that continue to be acutely felt by many people, particularly
those from vulnerable communities. — Australian Nursing and Midwifery
Federation®

During the pandemic the stringency, length and frequency of lockdowns around Australia had
broader social and economic impacts as well as indirect health impacts. Support from
government in the form of financial supplements such as JobKeeper and the Coronavirus
Supplement supported compliance early in the pandemic, enabled people to stay home and
helped limit disease transmission.”* The role of economic measures in supporting public health
measures is further discussed in Chapter 20: Managing the economy.
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Some stakeholders told the panel that the level of resilience of a jurisdiction’s health system
had a bearing on state leaders’ decision-making on lockdown measures. Where a state leader
was nervous about the capacity of their public health system to manage COVID-19, lockdowns
and hard border closures were more likely to be implemented.?>> However, as mentioned
previously, this was not clearly communicated to the general public.

We heard that lockdowns have lost credibility with the Australian public.®® This is particularly
the case in Victoria. The city of Melbourne was kept in lockdown for 112 days in the second
wave in 2020." The final 30 days of that lockdown had either single-digit case numbers or
zero cases reported, and most were contacts of known cases in quarantine.®® This is one of the
few examples globally of an extended COVID-19 outbreak where the virus was eliminated
through the application of non-pharmaceutical interventions. For more than half of the latter
part of that wave, most cases were directly linked to aged care facility outbreaks.” The rest of
the population were kept in lockdown to reduce the risk of outbreaks spreading back into the

community via workers or their household contacts.”®

Use of statewide lockdowns where there had been no recent cases outside a capital city, rather
than localised lockdowns, contributed to the loss of credibility. Advice to the Chief Medical
Officer from the National COVID-19 Health and Research Advisory Committee on 30 July 2021
synthesised the benefits of localised short-term lockdowns to manage COVID-19 outbreaks.”'
South Australia successfully used a short, sharp lockdown to contain transmission after a person
crossed into the state who was unknowingly infectious with the Delta variant, preventing a large
outbreak (which was contained within a few chains of transmission, compared with New South

Wales and Victoria, which never succeeded in getting back to zero cases).”®

In deciding the national path to opening, National Cabinet agreed on 2 July 2021 that
lockdowns were only to be used as ‘a last resort’.?®* However, shortly after, stringent lockdowns
were introduced in Victoria (and they were already in place in New South Wales), and they
remained until vaccine targets were met and Australia began to open up.®** All other
jurisdictions apart from Tasmania also relied on lockdowns of varying length to control
transmission in this period.

We heard that, in future, Australians will only have an appetite for short, sharp lockdowns, if any
at all, and there would probably be decreased public compliance.”®> Some emphasised the
need for established parameters for measures such as lockdowns, including de-escalation
pathways.®® The Inquiry conducted a nationally representative survey that found the top
factors that would help respondents comply with future public health measures were a clear
reason for restrictions and a belief they were justified.”’
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Desensitisation due to lengthy lockdowns®

Frederico* lives in a local government area (LGA) in Sydney that was “in constant lockdown”. He
was “lucky” because he managed to work from home, but his partner lost his job. They
managed to make ends meet, especially with his partner qualifying to receive the JobSeeker
payment for which they were very grateful. They felt “psychologically trapped” as the
restrictions were very stringent. He felt that people around his area eventually broke the rules
because the restrictions kept going for so long (he thought it was for around a year) and
became desensitised to threats of fines. He felt that people living in the LGA were unfairly
portrayed as being "bad people”, were constantly chastised for breaking the rules by politicians
and the media and that there was little understanding shown to “vulnerable people who
needed to work”. While he supported the need for local targeted lockdowns to control disease
spread, he felt that when it turned into a “never ending lockdown”, the effectiveness of the
measure weakened.

3.3.1. Built environments

An important element of resilience and preparedness is the ability to easily modify indoor
environments to manage disease transmission risk, especially in high-risk settings including
hospitals, aged care, congregate living facilities, or where people have extended indoor
exposure to people from outside their home, including educational settings and workplaces. In
aged care residential facilities, designs that enable segments of the resident community and
staff to be cohorted can allow infection prevention and control and levels of risk tolerance to be
managed without employing blanket restrictions over the entire facility.

Appropriate ventilation and air management is another non-pharmaceutical intervention that
needs further attention to determine its contribution to resilience against airborne disease
pandemics, especially in high-risk settings such as aged care. There are efforts currently
underway to determine the safety, feasibility and effectiveness of interventions to improve air
quality, such as ultraviolet light and air filtering, to reduce the transmission of viruses.*®® The
importance of ventilation in reducing the risk of transmission of the virus was a feature of
several submissions and discussions.””® Some stakeholders advocated for the creation of an
Indoor Air Quality Taskforce that could give guidance on potential reforms to work health and
safety regulations.””"

Research commissioned by the Office of the Chief Scientist indicates that the science on
ventilation as a control to help stop the spread of COVID-19 is still emerging. The systematic
review suggested that, before infection control benefits can be used to stipulate codes, further
research is needed to assess the viability of viruses moving through ventilation systems and the
translation to impact on infection risk and health outcomes.?’

We heard one randomised control trial conducted in New South Wales in 2023 found
placement of an air purifier with a HEPA filter in residential aged care was not associated with a
statistically significant reduction in risk of respiratory tract infections, but also could not rule an
association out based on their data.””® This area of research is complex and requires further
investigation to properly evaluate clinical effectiveness against the opportunity costs of not
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investing in other infection control measures that have already been shown to be clinically
beneficial and cost-effective *™*







4. Evaluation

Australia showed agility in taking a precautionary approach and mobilising an early national
response

Australia’s geography gave us a natural advantage in delaying the arrival of COVID-19 in our
community, and the policies brought in to buy time ahead of the introduction of vaccination or
treatment undoubtedly saved many lives. The questions we must ask are of the proportionality
of the response, and whether we collected sufficient data to inform, evaluate and de-escalate
measures with minimum collateral damage, had the appropriate mitigations to minimise harm
when unavoidable, and considered the preservation of the dignity of individuals.

Australia’s response was arguably at its most coordinated and effective in the earliest stages of
the pandemic. Had Australia not closed the international borders and imposed a national
lockdown as quickly as we did, community spread would have overwhelmed most public health
departments, which had yet to gear up to respond, and we would have been in the same
situation as other countries around the world, with community-wide transmission from the
outset. Non-pharmaceutical interventions held the ground until the vaccine rollout could be
completed.

The quick action from research and pathology sectors to develop tests for COVID-19 also
enabled early surveillance of the virus in Australia. Testing was critical in managing a virus
where people could be infectious even before they developed symptoms. All levels of
government are commended for ensuring COVID-19 tests remained free to the public through
the acute emergency phase; and for supporting innovations such as genomics and wastewater
testing in our disease surveillance infrastructure, which enabled effective tracking of the virus.

The panel also commends innovations in mobile and remote point-of-care testing. These
measures played a critical role in mitigating the risk of potential outbreaks by providing rapid
test results, particularly in rural and remote communities. They enabled a quick release of
positive as well as negative results, enabling individuals to isolate only as long as necessary.

Varying approaches across jurisdictions and settings undermined trust in public health
measures

It was necessary for states and territories to tailor responses based on the level of disease and
risk in their communities. However, as the pandemic wore on, varying approaches across
jurisdictions and over time caused confusion and likely reduced adherence to public health
measures.

Self-quarantine rules for contacts of cases identified in contact tracing varied between
jurisdictions, as did mandatory COVID-19 testing, particularly as a prerequisite to interstate
travel. Travel prerequisites also placed unnecessary stress on the public health system,
particularly during periods of high COVID-19 transmissibility. Worryingly they also had the
potential to increase the risk of disease spreading across borders, as well people who were
getting a test to travel (including those who had been shielding themselves from exposure in
the lead-up to travel) were exposed to symptomatic individuals also waiting to test at that same
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testing site. Nationally agreed testing, tracing and isolating principles, including identification of
what determines an appropriate level of testing under pandemic conditions, need to be in
place before the next pandemic to optimise the use of testing, increase national consistency,
and manage the burden on pathology services.

Mask mandates were also applied inconsistently. The reason behind their enforcement was not
clearly communicated to the community, particularly when people were requested to wear
masks outside at all times. The UK population-based REACT-1 studies found lower infection
rates among those who reported wearing masks, but we also heard that in public
communications there was a lack of clarity and evidence on their efficacy, and this affected
adherence.*®® This was also true as jurisdictions transitioned away from public health orders if
changes in exposure risk, or risk from infection, were not clearly communicated.

Another critical gap in Australia’s pandemic response was the lack of consistent national
guidance on the appropriate use of infection prevention and control in both health and
community settings — in particular, guidance on the use of PPE. In quarantine settings, the
absence of appropriate training for staff on the use of infection prevention and control was a
significant vulnerability. Also, in healthcare settings, the absence of nationally consistent
guidelines limited the capacity for workforce mobility and the ability to redeploy staff in a
crisis.'® Pre-prepared living guidelines that can be rapidly adapted for a particular infectious
disease, and infection prevention and control training in high-risk settings, form the first line of
defence against disease transmission.

Perceived effectiveness of public health measures was undermined by a lack of clear and
consistent communication

Changing evidence is a challenge for policymakers and the public. The evidence for many
interventions, such as social distancing and lockdowns, was not developed at the beginning of
the pandemic. Knowledge about the virus evolved as time went on. The characteristics of the
virus itself also changed as successive variants emerged with different levels of infectiousness
and immune escape properties, and these were studied in detail, documented and factored
into the response. This level of evaluation was not seen for non-pharmaceutical interventions.

As Australia moved into aggressive suppression in the wait for a vaccine, there was no
communication of non-pharmaceutical intervention evaluations in the Australian context, and
only limited evidence updates on their use in the community overseas. Also, there were no
adjustments to control measures to suggest systematic evaluation was occurring behind the
scenes. Effectiveness was inferred from overall reported case numbers, but this is a very limited
approach to evaluation and did not reveal which particular non-pharmaceutical interventions
were effective and whether the stringency settings were right. The lack of real-time
measurement of unintended impacts, including on health, mental health, education and
economic security, meant these could not be considered by decision-makers, and therefore
there was no ongoing monitoring of proportionality of responses.

While other countries became more nuanced in their response, some Australian jurisdictions
tended to escalate and broaden measures over time. Interventions such as lockdowns must
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only be used as a last resort, not as a frontline disease control measure. Clear national guidance
is needed on when such restrictive measures are indicated, and triggers for escalation and de-
escalation. It became clear that factors including concerns over health department capacity and
capability were behind some decisions on harsh measures, but this was not communicated to
the public, undermining trust in the information that was being shared by government. It is
understandable to not want to add to public anxiety by announcing weaknesses in the public
health response, but it does not pay to underestimate the media’s and the public’s ability to see
through 'smoke and mirrors'.

Some have said that some rules (curfew and 5 km limits being the most controversial) were
implemented so that adherence to other social isolation measures could be policed.™
However, these measures were packaged together with other public health measures, leading
to doubts about the validity of all measures being proposed when evidence could not be
procured to defend measures when questioned.

Assumptions were also made about human behaviour and social needs that were neither
evidence-based nor evaluated in real time. For example, it was thought that people would find
it easier to remember to put a mask on as soon as they left their house rather than remember
to carry it with them and put it on when entering a public indoor space, and this was what led
to a rule on wearing masks outside. Real-time evaluation that goes beyond case counts and
population-level data modelling is essential to guide non-pharmaceutical interventions used in
pandemics to ensure they are used effectively without introducing extra burden and
inconvenience that may not alter infection risk but may reduce overall adherence. Behavioural
science must have a more prominent advisory role in future pandemics.

It also became hard to understand how interventions could be evidence based when they
differed across state borders where pandemic conditions were similar. Public trust is vital during
a pandemic, and misinformation can quickly fill the void where there is limited sharing of

evidence'™ (see also Chapter 5: Trust and human rights).

A more complete picture of the dynamics of the virus could have been achieved using a more
targeted approach to gathering epidemiological data in the community, akin to the REACT-1
surveys in the United Kingdom.™™ This would generate more detailed insights into predictors of
infection, asymptomatic carriage, disease severity, disease persistence, and death, as well as
testing and non-pharmaceutical intervention adherence. Such approaches would generate
more reliable parameters for statistical modelling, and provide the essential real-time data for
evaluating interventions, and monitoring for unintended adverse events.

The use of genomics to assist in outbreak investigations was a great advance, although at times
where the relatedness of cases was of great public interest to help understand the dynamics
driving an extended lockdown, for example, genomic information was either not reported or
not helpful. We also did not hear of its use in monitoring trends beyond the successions of
variants in the community. Genomics has the potential to assist in determining whether new
variants are more likely to cause severe disease — for example, if found to be over-represented
in people in hospital compared with the general community. This was the first time genomics
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have been used at scale, and we are only scratching the surface of how they might contribute
to future pandemic responses. It is important that advisory structures integrate this technical
expertise to maintain and extend this capability.

Australia’s response to the pandemic would have been better supported with a stronger, more
established evidence base, equipped with near real-time national surveillance data and data
linkage to generate intelligence for evidence-based policy decisions and ongoing evaluation of
measures. To achieve this, research and surveillance infrastructure, as well as data linkage
capability, must also be strengthened for actionable insights into broader health, social and
economic impacts of public health measures. The Australian Centre for Disease Control has a
critical role to play in consolidating and coordinating the multiple threads of research,
modelling and data analytics and evidence synthesis needed in a pandemic (see COVID-19
Response Inquiry Report Summary — Australian Centre for Disease Control).

As we saw in COVID-19, jurisdictions had different experiences of the virus, and a state with no
virus circulating will be looking to others that do to learn what works and what does not. With
good quality enhanced surveillance data in a pandemic, models can take what is being learned
in real time from one state and apply this to the transmission potential profile of another so
that they can understand how an outbreak could play out in their community.

There were significant evidence limitations during the pandemic that must be addressed ahead
of a future public health emergency. Relying largely on international evidence to inform our
policy decisions is not good enough. There was also insufficient leveraging and coordination of
the wider research community across Australia.

Public trust would have been improved if there had been greater interpretation and public
communication of evidence that supported decision-making. Transparent advice and a trusted
and respected source of information for both health practitioners and the wider public would
have been of great value.

More broadly there is a role for the Australian Centre for Disease Control to play in increasing
Australia’s health data literacy. It is important to help media, industry and the general public to
understand the sometimes tenuous relationship between testing and case counts, or what
hospital counts actually mean. This is particularly relevant in a pandemic because changes in
testing practices can lead to changes in case reporting that can be misleading. For example,
providing RATs to families played an important role in building confidence to send kids back to
school, but it meant school children were testing more systematically and infection detection
rates went up, including mild infections that would otherwise go undetected. This can create
the illusion that infection rates are rising when it is really the detection rate that is changing.

Non-pharmaceutical interventions came with individual and system-level impacts

Although non-pharmaceutical interventions helped suppress community transmission, they also
carried notable social, economic and personal costs. The extended duration of many measures
and uncertainty about end dates further exacerbated the negative impacts. This was true at the
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individual level, and also at system level where employers and business owners were left
guessing when significant restrictions might ease.

The delay in the procurement and implementation of RATs also carried system-level impacts by
slowing the easing of testing burden on a strained pathology sector. The Australian
Government must prioritise the evaluation and approval of self-tests as soon as practicable in a
future health emergency.

Public health interventions were not always equitable in design, and their impacts were
invariably inequitable. Efforts were made to support access to testing for all Australians,
particularly for people with disability and older Australians, but there were often too few tests
to meet their needs for self-testing and screening visitors and carers. People found it difficult to
access general health care and support services that had a negative test threshold for entry.
Once the free test allowance was used, basic services could become inaccessible if paying for
additional tests was unaffordable. Measures such as mask wearing also had inequitable impacts
because of the economic costs, the ability to hear and be heard, and other disruptions to social
interaction. These impacts undermine the adherence to measures, highlighting the need to
ensure such measures are implemented sparingly.

Isolation and quarantine arrangements, social isolation requirements, lockdowns, border
closures and other public health measures affected the mental health and wellbeing of all
Australians, but they had disproportionate effects on some priority populations and on the
viability of businesses. For many, such as children and people with existing mental health issues,
it is very likely these impacts will be felt for some time. It is clear these impacts were not
appropriately considered given these measures continued to be applied once the risk—benefit
balance had shifted and proportionality was harder to argue. This must not be repeated in a
future health emergency.

Noting the challenges non-pharmaceutical interventions pose to individuals and communities —
especially the more stringent measures such as lockdowns — it is critical that active
consideration is given to whether the interventions are proportionate or remain so. They must
be recognised and protected as a finite resource to be preserved for times of greatest need.

In the course of this Inquiry, we sought out data and analyses that would tell the story of who
was at greatest risk of infection and, of these, who most often ended up in hospital or died, and
how this varied across the priority populations and across the phases of the pandemic — that is,
if there were barriers to access to health information, health care, vaccines and antivirals, or
other forms of preventable disadvantage in particular population segments in the pandemic
response that we could learn from. Detailed data and analyses were not available by population
segment, which shows how much work is yet to be done to build essential data linkage and
real-time evidence synthesis capability.

A common response to the question of overall effectiveness of the measures discussed in this
chapter, and the proportionality of pandemic policy, is to say Australia’s COVID-19 outcomes
(cases, hospitalisations and deaths) were not that bad and therefore did not warrant such
stringent approaches. However, Australia only experienced these outcomes because these
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measures were in place. When determining whether interventions were proportionate at the
time, we should not add the modified outcomes into the risk equation; rather we need to
balance them against the outcomes that we would have experienced without those
interventions in place. Retrospective modelling to show what we avoided is limited, and has
mainly focused on vaccine effectiveness. Modelling exercises using Australian data would help
Australians appreciate how their efforts, and the overall response, paid off. We lost too many
lives, but we also saved thousands, and this needs to be understood as we reflect on how we
did.

The precautionary principle sat behind the rapid decisions to close the international border and
enter lockdown. By not waiting on evidence, Australia kept the option open to follow a path of
suppression and avoid community-wide transmission until people could be vaccinated and the
health system could cope. However, we became locked in to this way of operating. The
precautionary principle should not be applied for extended periods of time. While initially
beneficial, prolonged use of an approach that is light on evidence, and does not fully evaluate
interventions to ensure they are proportionate, has significant impact on their longevity as
effective disease controls, and on trust in government. By staying under the cover of the
precautionary principle rather than meeting evidence obligations, governments risk
exacerbating the uneven distribution of benefit and harm across different population groups.

5. Learnings

e Australia was largely successful in holding the virus at the border for the better part of
two years.

e The transition to community-wide transmission was delayed in Australia and was a
different experience for us as a low-infection, highly vaccinated country, compared to
the countries we were relying heavily on for epidemiological evidence. Country-specific
data is critical to ensure relevance to our circumstances.

e The stronger our own surveillance, data linkage and dedicated real-time evaluation is,
the better Australia can navigate the various phases of a pandemic.

e Early introduction of non-pharmaceutical interventions at the start of a pandemic can
help curb disease spread and protect Australia’s health system. However, what we still
do not know is whether we had the stringency, scope and duration of these
interventions right, and whether the same disease control outcomes could have been
achieved with fewer negative consequences.

e Stringent non-pharmaceutical interventions, especially lockdowns and school closures,
must be recognised and preserved as a finite resource for only the most judicious use.
There was uncertainty about when to switch off, or step down, non-pharmaceutical
interventions. Decision trees need to balance purpose, effectiveness, equity and
proportionality.
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Given the significant and varied direct and indirect impacts of public health measures,
the use of these measures must be built on evidence and constantly evaluated,
especially in a protracted health emergency.

There is a need for improved and consistent real-time data sharing between the
Australian, state and territory health agencies, and analysis and synthesis of these data
to ensure evidence-based policy decisions can be are made.

There is a hunger for health data in a public health emergency but the Australian public
is naive on its complexities. A trusted and respected source of truth on the evidence
underpinning public health measures is needed to ensure clear communication to
government, healthcare professionals, the media and the general public.

Testing and tracing regimes play an integral role in managing closed borders and in
suppression strategies, but will not be feasible or effective in all situations.

National cohesion in approaches employed, including consistency of testing and tracing
protocols, rules and capability will improve the systematised collection and sharing of
timely, comparable data.

Infection prevention and control can be an effective tool to manage virus spread;
however, clear guidance must be provided to ensure all Australians can access
information on how to appropriately enact it.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 7: Finalise establishment of the Australian Centre for Disease Control (CDC) and give
priority to the following functions for systemic preparedness to become trusted and

authoritative on risk assessment and communication, and a national repository of

communicable disease intelligence capability and advice.

The CDC must:

Build foundations for a national communicable disease data integration system,
enabled for equity and high-priority population identification and data interrogation,
with pre-agreements on data sharing, including:

o Finalising an evidence strategy and key priorities to drive optimal collection,
synthesis and use of data and evidence, address data gaps and develop linkages
to public health workforce capability data. This would include:

» identifying inconsistencies and gaps in shared data with the states and
territories to prioritise for national surveillance data linkage, and
upgrading existing datasets by improving data consistency and enabling
data linkage readiness (see Action 11)
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» establishing technical advisory groups that bring together technical
expertise as required to contribute to preparation of pandemic
guidelines and rapid research-gap advice; advise on developments in
their fields that should be incorporated in future pandemic detection
and response strategies; assist in designing and reviewing pandemic
exercises; and advise on national technical capacity and training needs.
This can rapidly contribute additional expertise in a crisis

= finalising work underway to establish clear guardrails for managing
privacy and enabling routine real-time access to linked, granular data.

Publishing a report on progress against key priorities identified in this data
strategy.

e Commence upgrade to a next-generation world-leading public health surveillance
system, including:

@)

commencing establishment of new comprehensive surveillance infrastructure
that incorporates wastewater surveillance to facilitate disease detection and
monitoring, risk assessment, national data sharing, and operating with state and
territory systems to provide national updates on notifiable diseases

developing a plan to improve at-risk cohort data collection and linkages to
ensure cohorts are visible in an emergency and responses can be appropriately
tailored

ensuring captured surveillance data meet the analytical needs of public health
responders and support rapid research and real-time evaluation

drafting enhanced surveillance protocols for potential use in pandemic settings,
including for proactive community screening and for the cohort of first cases to
monitor for persistent symptoms resulting from infection

enhancing early warning surveillance capability and related modelling to inform
procurement planning for the National Medical Stockpile (to be undertaken by
the Department of Health and Aged Care)

confirming linkages with New Zealand health authorities and other regional
partners, and agreeing to near real-time data and intelligence sharing with them
and other regional partners.

e Establish an evidence synthesis and public communications function, including:

O

support for both business-as-usual communication activity and crisis
communications in a public health emergency

working with the Department of Health and Aged Care, NEMA and the
Department of the Prime Minister and Cabinet to develop a national
communication strategy for use in national health emergencies (see Action 19)
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o making communication a focus for technical advisory group input, drawing from
public and private channels to provide risk communication data synthesis and
behavioural and social science expertise

o in-house expertise in evidence synthesis and communication.
e Build foundations of in-house behavioural insights capability, including:

o mapping existing behavioural insights functions across the Australian
Government with the Behavioural Economics Team of the Australia Government

o working with experts to develop a fully scoped and costed business case for an
in-house behavioural insights capability.

e Establish structures including technical advisory committees to engage with academic
experts and community partners, including:

o public reporting on work to support research and intelligence exchange with
research institutes in Australia and abroad, including behavioural research,
private scientists, and peak health industry bodies.

Action 11: Improve data collection, sharing, linkage, and analytic capability to enable an
effective, targeted and proportionate response in a national health emergency.

This should include:
e Improvements to data collection and pre-established data linkage platforms, including:

o delivering actionable insights regarding optimal emergency response design to
ensure emergency responses can be appropriately designed, tailored and
adjusted through real-time evaluation of both intended outcomes and broader
impacts.

e Expanded capability in Australian Government departments to collate and synthesise
economic and health data to inform decision-making, including:

o bolstering health departments at all levels of government with public health
data analytic expertise to better inform policy decisions

o translating health statistics and information for the wider health community and
general public, helping to build health data literacy particularly in pandemic
settings

o leveraging research across academia and research institutions through
Australian Centre for Disease Control (CDC) technical advisory groups in key
methods areas

o coordinating and resourcing training programs in partnership with states and
territories and research institutions to address gaps in applied public health
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analytic and evidence synthesis expertise identified within and across
jurisdictions

o planning for how Treasury and the CDC will work together to integrate health
and economic data and analysis.

Finalising work underway to establish clear guardrails for managing data security and
privacy and enabling routine access to linked and granular health data, and establishing
pre-agreements and processes for the sharing of health, economic, social and other
critical data for a public health emergency, including:

o ensuring rapid mobilisation of real-time evidence gathering and evaluation

o sharing within the Australian Government, between the Commonwealth and
states and territories and with relevant sectors

o finalising agreements by the CDC on the sharing of health data between the
Commonwealth and the states and territories (also see Action 7)

o prioritising key health data on Aboriginal and Torres Strait Islander people,
culturally and linguistically diverse communities, people with disability and
children and young people.

Action 16: Develop and agree principles for the transparent release of advice that informs

decision-making in a public health emergency.

National Cabinet (and other key decision-making bodies) should be more transparent in
disclosing the expert advice that underpins their decisions, and the other multi-sectoral
factors that must necessarily influence policy decisions.

This should include the rationale for why decisions are being made that result in
significant reduction of freedoms.

Principles should be developed in partnership with science communication experts to
ensure consideration is given to how evidence and advice can be easily interpreted
given the inherent complexities and nuances.

Action 19: Develop a communication strategy for use in national health emergencies that

ensures Australians, including those in priority populations, families and industries, have the

information they need to manage their social, work and family lives.

The strategy should:

be informed by behavioural science and risk communication expertise.

6.2.Medium-term actions — Do prior to the next national health emergency

Action 21: Build emergency management and response capability including through regular

health emergency exercises with all levels of government, interfacing with community

representatives, key sectors and a broad range of departments.
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Lead by the Department of Health and Aged Care, this should include:

e exercises and stress tests for testing and contact tracing, including the utilisation of
genomic surveillance across jurisdictions and analytic epidemiology capability.

Action 23: Progress development of the Australian Centre for Disease Control in line with its
initial progress review and to include additional functions to map and enhance national
pandemic detection and response capability.

This should include:
e agreeing standardised case definitions and reporting requirements across jurisdictions

e linking datasets prioritising residential aged care, the National Disability Insurance
Scheme (NDIS), the Australian Bureau of Statistics, the Australian Taxation Office and
the Department of Social Services

e undertaking pandemic response capability mapping and coordinating national training
programs with jurisdictions to address capacity gaps

e acting on recommendations arising from scenario testing and post-incident reviews it
has facilitated following health emergencies and through this Inquiry

e establishing a library of living guidelines for high-risk clinical, residential and
occupational settings and health professions that can be readily adapted for a new
health emergency. This should include nationally agreed testing and tracing principles.
These guidelines should be developed in partnership with:

o the Department of Health and Aged Care, states and territories and relevant
professional bodies

o the NDIS Quality and Safeguards Commission in relation to disability settings

e embedding behavioural insights capability to assess, refine and enhance the
effectiveness of pandemic responses

e drawing on national health workforce trend data to inform advice on pandemic
readiness of the health system. This would include oversight of national surge workforce
capabilities and gaps to be mapped and ready to be operationalised in a future
emergency response

e developing dedicated ethical guidelines and processes for national health emergencies
to enable rapid review in a changed risk context and enable real-time crisis-related
research, overseen by the National Health and Medical Research Council.
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Chapter 10 — The path to opening up
1. Context

In Australia, in late January 2020, SARS-CoV-2 was first isolated at the Victorian Infectious
Diseases Reference Laboratory (VIDRL) at the Peter Doherty Institute for Infection and
Immunity, the first laboratory outside of China to do so. VIDRL shared the isolated virus with
other Australian laboratories, the World Health Organization and other countries, to enable the

development, validation and verification of diagnostic tests and vaccines for COVID-19.0%

The Australian Government's mid-2021 pathway out of the pandemic, the National Plan to
Transition Australia’s National COVID-19 Response, focused on maximising vaccine coverage
before reopening the economy and Australia’s borders.’ The government aimed to
progressively reduce significant restrictions as vaccine and treatment options became available.

Access to vaccines was phased, prioritising those most at risk of infection and those most
vulnerable if infected. Government policy encouraged people to vaccinate by using equitable
measures such as subsidised access to vaccines and treatments and punitive measures such as
vaccine mandates. In some jurisdictions, this included a staged reopening of non-essential
venues. During the vaccine rollout phase of the pandemic, it was not as easy to control
transmission using the test, trace, isolate and quarantine and non-pharmaceutical interventions
measures of the initial phases. New ‘variants of concern’ emerged that were more transmissible
and had shorter incubation periods, meaning contacts of a case were more likely to be already
infectious themselves before the original case was reported.” Also, the measures we had used
were no longer as effective — fatigue for public health rules led to lower levels of adherence.
Despite this, the total number of COVID-19 infections before and during the vaccine rollout
remained low by international standards.™”’

By the second half of 2021, when vaccines progressively became available to all Australians,
millions of Australians had endured a year or more of restricted personal liberties and limited
social contact. The initial hope was that the new vaccines and treatments could deliver the silver
bullet, defeat the virus and return life to normal. However, this did not happen. The virus
continued to evolve, and it was quickly discovered that immunity, whether vaccine-induced or
from infection, diminished after a few months."™® Also, by 2020, longer term symptoms were
being reported in more severe COVID-19 cases. It became clear that COVID-19 may have both
an acute and chronic disease profile with differing health, diagnosis, treatment and
management challenges.

2. Response

2.1. Development and procurement of vaccines

On 12 January 2020 China published the genetic sequence of the COVID-19 virus."% This
enabled biotech organisations and pharmaceutical companies to develop vaccines using
existing technology. At the outset, it was uncertain whether a vaccine against severe disease
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and death from COVID-19 could be produced and, if it could, how long the manufacture and

approval process would take.

1010

Figure 1: Functions and advisory committees supporting the regulation, procurement, distribution

and supply of COVID-19 vaccines in Australia
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A variety of vaccine candidates were developed throughout 2020. Most required two spaced
doses for the primary course. By mid-2020, several candidates entered clinical trials for
effectiveness against severe COVID-19 infection.’” Countries started to enter Advanced
Purchasing Agreements (APAs) with major vaccine manufacturers. From August 2020 Australia
began negotiating APAs with several manufacturers, including AstraZeneca, Pfizer and
Moderna, committing to a ‘diverse global portfolio of investments'.™ Figure 1 shows the
functions and advisory committees that supported the Australian Government to regulate,
procure, distribute and supply COVID-19 vaccines to the eligible Australian public.

Two of the vaccines explored for purchase under the COVID-19 Vaccine and Treatment
Strategy — the University of Queensland vaccine and AstraZeneca — had the potential to be
manufactured in Australia.’® Phase 1 clinical trials of the University of Queensland vaccine in
October 2020 produced false positive test results for human immunodeficiency virus (HIV)
(because its technology used parts of an HIV protein, not because there was any risk of HIV to
the recipient).’”" Therefore, the University of Queensland vaccine did not proceed, under advice
from the Science and Industry Technical Advisory Group.™® AstraZeneca went on to be
manufactured domestically.”®"

Informed by the newly established Science and Industry Technical Advisory Group and under
the general guidance of the COVID-19 Vaccine and Treatment Strategy, Australia signed
multiple APAs with five vaccine manufacturers from September 2020 to May 2021.""® Australia
signed APAs several months later than comparator countries — Australia had relied on public
health measures to suppress community transmission while other countries with major
outbreaks secured earlier vaccine supply. For example, in July 2020, the United States, the
United Kingdom and Japan all signed APAs with vaccine manufacturer Pfizer for 100 million, 20
million and 120 million doses of COVID-19 vaccines respectively.”™ Australia committed to 10
million doses in November 2020.°2° In March 2021 the then Prime Minister and the then
Secretary of the Department of Health, Professor Brendan Murphy, publicly defended the

slower arrival of vaccines into Australia by saying the vaccine rollout was not a race."®'

During this time, Australia’s favoured vaccines were in different stages of clinical trials. In late
November 2020 the AstraZeneca vaccine was in phase 3 trials and showing 90 per cent efficacy
in preventing COVID-19 disease after one dose.'”” The Novavax vaccine was in phase 2 and 3
trials and was known to prevent infection in rhesus monkeys, and Pfizer had announced its
vaccine was 95 per cent effective against COVID-19 illness after phase 3 trials."*® At this time,

there were more than 212 vaccine candidates being trialled globally.'®*

Between early 2021 and early 2022 the Therapeutic Goods Administration (TGA) evaluated real-
time data of trial outcomes when assessing provisional applications for the vaccines from
AstraZeneca, Pfizer, Moderna and Novavax.'%?> The average evaluation time for provisional
approval of COVID-19 vaccines was 55 days (the legislated time frame is 255 working days). The
TGA achieved this in part by working closely with international regulators in places where the
vaccines had been given emergency authorisations and were already being delivered to the
wider community. This allowed Australia to also benefit from international real-world evidence
of the safety and quality of the vaccines.'®® Figure 1 also shows the regulatory role of the TGA
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and the functions used to rapidly approve and extensively monitor the safety, quality and
efficacy of COVID-19 vaccines in the pandemic.

Vaccine manufacturers had shortened the time required to determine vaccine effectiveness by
conducting larger trials than usual in populations where the virus was circulating at high rates.
They were able to rapidly accumulate infection outcome data in both vaccine and control trial
arms and encourage high levels of participation in trials, which also allowed less common
vaccine reactions to be detected. The Australian Technical Advisory Group on Immunisation
(ATAGI) continually updated their advice to government on prioritisation of groups that were
most at risk from COVID-19 infection and made recommendations around use of specific

vaccines.'%’

Ancestral strains were the dominant COVID-19 variants during the development of the first
vaccines. Alpha and subsequent other variants of concern were already circulating globally
while phase 3 trials were underway. However, when most Australians were vaccinated, the
dominant variants were Delta and then Omicron. While COVID-19 vaccines were approved for
preventing serious disease and death due to COVID-19 illness, researchers and manufacturers
found that vaccines were less effective in protecting against infection as the virus evolved, and
there was less effect in reducing onwards transmission.'®® However, it should also be noted
that overall transmission decreases when infection rates are lowered in vaccinated individuals,
whether or not breakthrough infections are contagious.'™*

2.2.The vaccine rollout

On 28 December 2020 the then Minister for Health, the Hon Greg Hunt MP, announced that
the government aimed to fully vaccinate the population against COVID-19 by the end of
October 2021.1°%° The vaccine was to be free, universal and entirely voluntary. This
announcement signalled what would be known as the 'vaccine rollout’ in Australia. The United

States had begun their vaccination efforts two weeks earlier, on 14 December 2020.'

In November 2020 the government began to plan the rollout with the states and territories.®?

A series of jurisdictional agreements to implement the vaccine rollout were negotiated and
finalised by February 2021.

Australia’s COVID-19 vaccine national rollout strategy was published on 7 January 2021.2 It set
out guiding principles, including a three-phase approach starting with priority populations in
line with ATAGI's advice of November 2020 (Figure 2)."** This phased approach was needed
because the supply of vaccines would not meet community demand. Groups most at risk of
exposure, hospitalisation and death were prioritised for vaccination.'®® Figure 2 outlines the
initial Department of Health phased approach and the estimated population for each phase,
noting aged care residents were subsequently prioritised for vaccination over people with
disability.'™® Appearing before the Disability Royal Commission on 17 May 2021 the then
Associate Secretary of the Department of Health, Caroline Edwards, noted 'l did not make a
decision to deprioritise disability, | made a decision to save the people most at risk of disease
and death’."*’
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Figure 2: Estimated population size of eligible groups by vaccine rollout phases'®®

Phase 1a Quarantine and border workers I 70

Frontline healthcare workers I 100
Aged care and disability care staff . 318

Aged care and disability care residents I 190
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Critical and high risk workers I 196

Phase 2a Adults aged 60 to 69 ||| | | Il 2550
Adults aged 50 to 59 ||| I 3020
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Other critical and high risk workers . 453

Phase 2b Balance of adult poputation |G © 643

| | | |
Phase 3 People aged younger than 18 _ 5670

0 2,000 4,000 6,000
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The vaccine rollout commenced on 22 February 2021, supported by the rollout strategy.'™*

Early planning for the rollout focused on the near term, with less detail provided for longer
term implementation through to October 2021. Vaccine usage modelling and delivery
schedules for the rollout occurred throughout mid-2021.194
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More than 20 million Australians were estimated to need vaccination in a short space of time,
so a broad number of distribution channels were needed.”®' Under the National Immunisation
Program, the Australian Government buys vaccines while the states and territories deliver
vaccines to the people. This time it was different. The Australian Government led the purchase
and delivery of the COVID-19 vaccine. We heard the decision to take a different approach was
driven by the need to vaccinate the population quickly and at a scale never before attempted,
and the National Immunisation Program was not able to take on the mass vaccination
approach needed."®? Some stakeholders said it was a political decision — the Commonwealth
wanted to be seen as leading on the issue."**

The rollout was delivered largely through primary care.”** There was a heavy focus on general
practice as the point of immunisation, in addition to state-run mass vaccination clinics.
Aboriginal Community Controlled Health Services delivered vaccines to many Aboriginal and
Torres Strait Islander people. Private providers played an important role in administering the
vaccine, with Aspen Medical, HealthCare Australia and Sonic HealthCare providing staff to
Commonwealth vaccination hubs and in-reach services.™ The Royal Flying Doctor Service was
engaged under contract to distribute vaccines to selected rural and remote areas.'™* Figure 3
shows the administration channels used in the rollout and identifies the level of government
responsible. The Inquiry sought data from the Department of Health and Aged Care outlining
the number of vaccines delivered via each of these channels; however, they were not able to
provide this information by the given deadline.

Figure 3: Vaccine administration channels

Date of commencement

Administration channel ~ Responsible government

Commonwealth Australian February 2021

Vaccination Clinics

In-reach Australian February 2021

Hospital hubs State and territory February 2021

General practice Australian March 2021

Aboriginal Controlled Australian March 2021

Community Health

Organisations

Mass vaccination hubs State and territory April 2021

Community hubs State and territory SA: April 2021
VIC: April 2021
WA: April 2021

NSW: May 2021
ACT: June 2021
QLD: June 2021
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Administration channel ~ Responsible government Date of commencement

Royal Flying Doctor Australian May 2021
Service
Community pharmacies = Australian August 2021

There were around 13,500 sites where people could be vaccinated at some time throughout the
pandemic.”’ Logistics were complicated for mRNA vaccines because they required stringent
cold-chain storage infrastructure and had to be distributed in small, multi-dose vials. Also, there
was a shortage of low dead space syringes, designed to minimise wastage of fluid."™® To
support this network to store and administer COVID-19 vaccines, in January 2021 the
Department of Health partnered with the Australian College of Nursing to develop and deliver
training modules for all vaccine administration providers. These training programs ran from
February 2021 to 30 September 2023, enrolling 219,000 people nationally.®*

The rollout had a slow start. Several compounding factors contributed to this. For example,
initially there was a heavily reliance on one vaccine, AstraZeneca, which comprised 80 per cent
of allocated doses to sites over the first 12 weeks of the rollout.’”° Australia had pre-purchased
substantially more AstraZeneca vaccine than other options and had also ensured that it could
be domestically manufactured, so there was almost three times more AstraZeneca on hand
than Pfizer."®>! After international reports of very rare, serious side-effects from the AstraZeneca
vaccine appeared in March 2021, the rollout was recalibrated towards favouring the mRNA
vaccines (Pfizer and later Moderna) for younger adults."* Concerns over the use of
AstraZeneca for those aged under 40 were voiced publicly by Queensland’s Chief Health
Officer in June 2020."°% There was limited supply of alternative vaccines available at this
time.'®* This was the first of seven eligibility changes made to the vaccines between 22 April
and 11 August 2021.1°>

Throughout this period and for the rest of the vaccine rollout, the Australian Government was
responsible for transporting COVID-19 vaccines to the states for local storage and
administration. Distribution had to be managed in a way that tried to match local demand and
to minimise wastage, such as with unopened vials expiring on the shelf. Existing distribution
arrangements had to be supplemented through March and April 2021, particularly to assist in-

reach delivery to residential aged care.'™®

As the vaccine rollout matured and issues emerged delivering into critical areas like aged care
facilities, the Australian Government called on the logistical expertise of the Department of
Defence to support the Department of Health. Operation COVID Shield commenced on 8 June
2021.%7 The Prime Minister directed Lt General John Frewen to take ‘direct operational control
across numerous government departments for the direction of the national (COVID)
vaccination program','®®

| think that very direct Command and Control structure that has proved to be so
effective in the past will add a further dimension and assistance as we step up in
this next phase. — Prime Minister Scott Morrison, 4 June 2021'%>°
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The Operation COVID Shield National COVID Vaccine Campaign Plan, released on 3 August
2021, was a key milestone.™® It established the first set of publicly communicated goals, targets
and milestones for the rollout. It also instigated regular public reporting of vaccination progress
against these targets.

At the same time, the Australian, state and territory governments instituted reforms to expand
the number of health professionals who could administer COVID-19 vaccines — for example,
allied health workers, Aboriginal Health Practitioners, pharmacists, practising nurses and other
professions could administer vaccines through 2021 and 2022.™" Primary Health Networks
assisted with local-level actions targeting hard-to-reach communities.® From late 2021 the
Australian Government instituted the Vaccine Administration Partners Program to assist with

COVID-19 vaccination in employment and community settings.”®®

The rollout became markedly more effective over time. In April 2021, 600,000 Australians were
vaccinated with two doses."®* By 2 November 2021 Australia had reached its stated goal of 80
per cent of the adult population double vaccinated."®® There were several key factors that
contributed to this improvement:

e The Commonwealth and states and territories linked data systems to identify areas of
poor vaccine coverage. This helped them to better direct outreach programs and divert
existing vaccine stock, which was limited until later in 2021.

e Vaccine supply and distribution pressures eased in mid-2021.

e Vaccination delivery points increased from around 4,000 in March 2021 to over 10,000
by November 2021 as supply of COVID vaccines increased from approximately five
million in April 2021 to almost 90 million in December 2021.1%%

Informed by the issues seen with COVID-19 vaccine access and supply, in March 2022 the
Australian Government and US biotech company Moderna reached a 10-year agreement to
build an mMRNA vaccine facility in Victoria."®” The new facility is expected to manufacture up to
100 million vaccine doses a year in Australia from 2024.

2.3.Vaccine mandates

National Cabinet agreed to national COVID-19 safe workplace principles in April 2020."%® Safe
Work Australia was given responsibility for being the national information hub for these
principles.’® From April 2020 Safe Work Australia published guidance to aged care, health and
later other employers, highlighting their responsibility to minimise the risks of COVID-19 in the
workplace as far as is reasonably practicable.™ This included implementing vaccination
mandates where relevant.’”

In June 2021 Australia became one of the first countries to mandate COVID-19 vaccination —
National Cabinet endorsed the introduction of mandatory COVID-19 vaccinations for workers in
residential aged care facilities, with limited exceptions, effective 17 September 20212

The publicly stated rationale for this policy was emerging evidence showing the effectiveness of
COVID-19 vaccines in reducing transmission and protecting against severe illness and death;
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and the consequences of infection in this high-risk population.™” There was also evidence on
the need to protect workers in high-risk settings and for interventions to increase vaccine
uptake among these workers."’*

On 9 July 2021 National Cabinet agreed to advice from the Australian Health Protection
Principal Committee that COVID-19 vaccination should be encouraged for all disability support
workers and should be mandated for residential disability support workers by 31 October 2021
following the Australian Health Protection Principal Committee’s consideration of the evidence
on risk in a range of disability settings.'””> National Cabinet also agreed to the Australian Health
Protection Principal Committee’s advice that vaccination in sectors with high mobility, such as
aviation, resources and freight, should be encouraged.

On 6 August 2021 National Cabinet announced it had received a briefing from the Solicitor-
General on the use of vaccinations in the workplace.™”® National Cabinet noted businesses’
legal obligation to keep their workplaces safe by minimising exposure to COVID-19 and that,
where there was no state or territory public health order, decisions to require COVID-19
vaccinations for employees were a matter for individual businesses, taking into account their

circumstances and obligations under safety, anti-discrimination and privacy laws.™”’

On 1 October 2021 National Cabinet noted the Australian Health Protection Principal
Committee’s recommendation of mandatory vaccinations for all workers in healthcare
settings.’””® On 10 November 2021, after further consideration of the evidence, the Australian
Health Protection Principal Committee extended their advice for disability workers, and
recommended mandatory vaccination of disability workers who were providing intensive
supports to National Disability Insurance Scheme (NDIS) participants as well as for in-home and

community aged care workers."”

As part of jurisdictional efforts under the national plan, from September 2021 state and territory
governments implemented their own vaccine mandates.’® Over time, vaccine mandates
expanded to include booster doses. The mandates were enacted through public health orders
and under the direction of their Chief Health Officers (or similar officials).

State-level vaccine mandates were applied to more workplaces than had been initially agreed
by National Cabinet. Other affected workplaces included construction, education and
correctional and detention facilities."® This led to the creation of temporary vaccine economies,
where employment across many critical sectors was tied to immunisation, and different levels of
general restrictions applied according to vaccination status. There were also unintended
complications from these ‘'shadow mandates’ where, in Victoria for example, unvaccinated

teenagers could not go to a café with their vaccinated parents.'®?

The vaccine mandates that resulted from Australian Health Protection Principal Committee
advice and National Cabinet decisions were designed to reduce the risk of serious illness,
hospitalisation and fatality in high-risk groups, and to protect critical workforces. They would
also help ensure the nation'’s health system could manage COVID-19 and other infectious
diseases once significant restrictions were lifted, as part of the National Plan to Transition
Australia’s National COVID-19 Response.'*®®
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2.4. Indemnity

On 13 December 2021 the Australian Government established the COVID-19 Vaccine Claims
Scheme for those who suffered moderate to significant harm following the administration of a
COVID-19 vaccine."®* The scheme provided financial support and was intended to bolster
public confidence in the vaccination program.

The Australian Government acknowledged that, while serious adverse reactions to COVID-19
vaccines were rare, there should be a safety net to support those affected.’® This was the first
vaccine claims scheme introduced in Australia.

To be eligible for compensation, a claimant must have suffered an eligible clinical condition and
received hospital treatment for it. The threshold for accessing the scheme was suffering at least
$1,000 in losses, such as through out-of-pocket medical costs or lost wages. All claimants had

to supply a medical report from a doctor linking their condition to the vaccination.'*®

The government gave COVID-19 vaccine manufacturers an indemnity covering certain liabilities

that could result from the use of their vaccine.'%®’

2.5.COVID-19 treatments

From early 2020 potential COVID-19 treatment candidates began to appear.'®® The TGA
assessed the safety and efficacy of chloroquine and hydroxychloroquine and found they had no
clinical benefit. Noting a rise in 'off-label” use and risks of adverse events, the TGA limited the
prescription of these medicines on 24 March 2020."° Similar restrictions were placed on
ivermectin in August 2021.1%°

Australia signed APAs with multiple treatment manufacturers. The first treatment for COVID-19,
Veklury®, was granted provisional approval by the TGA on 10 July 2020."°" By the third quarter
of 2021, the TGA had granted provisional approval for the first monoclonal antibody treatment.
These treatments, such as Xevudy®, target the SARS-CoV-2 spike protein."™ Monoclonal
antibody treatments were particularly important for the immunocompromised, who would not
respond as well to vaccination and therefore were more vulnerable to infection.

In 2022 the Australian Government listed two oral antiviral treatments on the Pharmaceutical
Benefits Scheme (PBS): Lageviro® on 1 March and Paxlovid® on 1 May." These treatments
were used to help fight the coronavirus infection, reducing risk of hospitalisation and death.™%*
As at 31 December 2023 over 1.2 million PBS prescriptions for these treatments had been
dispensed.'™ From February 2022 to 30 April 2024, the National Medical Stockpile deployed a
total of 1,073,908 COVID-19 treatments (including Veklury®, Sotrovimab, Ronapreve,
Paxlovid®, Lagevrio® and Evusheld® to state and territory governments, residential aged care
homes, Aboriginal Community Controlled Health Services, the Royal Flying Doctor Service and

the Department of Foreign Affairs and Trade.'*®

Antivirals were successfully trialled in people at risk of serious illness, but evidence is still
emerging about the effectiveness of these treatments for those with milder illness and in
protecting against long COVID."™ For those with complex underlying conditions, there were
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also significant contraindications. In response, the Commonwealth subsidised longer telehealth
consultations so that doctors could properly assess a patient’s underlying conditions before
prescribing.'%®

As the Australian Government'’s portfolio of vaccines and treatments matured throughout 2021
and 2022, the Minister for Health and Aged Care commissioned an independent review of
COVID-19 Vaccine and Treatment Purchasing and Procurement.™® The review was finalised on
28 February 2023." |t made eight recommendations to government to improve ongoing
supply and security of COVID-19 vaccines and treatments. All recommendations were accepted
by government."’

2.6.Reopening Australia

On 6 August 2021 National Cabinet agreed to the National Plan to Transition Australia’s
National COVID-19 Response."® The plan set out a phased approach to reopening the
economy, easing significant restrictions and returning life to normal which would begin in
earnest once Australia hit 80 per cent vaccination among eligible people."%

modelling from the Doherty Institute and the Treasury.

It was informed by

When Australia reached 80 per cent vaccination of eligible people in late 2021, the transition
out of significant restrictive public health measures began. Guided by the National Plan to
Transition Australia’s National COVID-19 Response, the jurisdictions took their own pathways
towards easing into community-wide transmission, guided by local vaccination coverage and
assessments of the strength of their respective health systems. New South Wales was the first
to reopen, from 11 October 2021, with the other states and territories following suit over the
following months."%*

To increase the capacity of the health system to respond to reopening, in November 2021 the
Australian Government announced $32 billion in additional Commonwealth and state and
territory health funding."® This funding focused on extending COVID-19 specific measures,
including for General Practitioner Respiratory Clinics, private hospital guarantees and aged care
in-reach programs. Media announcements from leading health officials, including the Chief
Medical Officer, reinforced the strength of state and territory health systems to support the
national reopening and cited the protective factor of high levels of vaccination within the
Australian population."®

Australia’s reopening coincided with the Omicron wave in Australia. This was the most
transmissible wave of the virus so far, but it was less virulent, with fewer cases requiring
hospitalisation."®” As much of Australia was now fully vaccinated with an initial course of
vaccine, focus turned to promotion of booster shots to protect against ongoing severe
disease."®®

In this environment, Australia’s understanding of ‘living with COVID-19" evolved to include
managing ongoing waves and chronic impacts of the virus, including long COVID.
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Long COVID

During the pandemic a collection of post-viral conditions, commonly known as long COVID (or
post-acute sequelae of COVID-19 (PASC)) began to emerge. Lingering impacts of diseases like
COVID-19 are common, and infectious disease experts have been reporting on post-viral
infections for more than a century, from as early as the 1918 influenza pandemic.™® However,
our systems were not prepared to capture data early to track the rise of long COVID and have
the evidence at hand to prepare an effective response.

What is long COVID?

Long COVID was identified in early 2020, when it was recognised that some people may
experience a wide range of presentations and symptoms for several months after the acute
phase of COVID-19."" Australia accepted the World Health Organization definition of ‘post-
COVID-19 condition’ (long COVID) as the continuation or development of new COVID-19
symptoms three months after initial infection, with these symptoms lasting for at least two
months, that are not explained by an alternative diagnosis.™"

Long COVID patient presentation can vary greatly, with more than 200 symptoms recognised in
literature (none which are unique to long COVID)."™ As in other chronic conditions, symptoms
can be episodic and may fluctuate and/or relapse over time, making diagnosis, management
and assessment of prevalence more challenging.

More robust research is required to understand the true prevalence of long COVID in Australia.
This is particularly important given Australia’s experience of long COVID may be different to
that experienced internationally, due to factors that are unique to our context. Most of
Australia’'s SARS-CoV-2 infections were of the Omicron variant and occurred in a highly
vaccinated population, with many individuals having received a primary COVID-19 vaccination
course (two doses) and some a booster dose, prior to initial infection. This contrasts with the
experience internationally, where significant waves of Alpha and Delta variant infection
occurred prior to widespread vaccine and booster availability.

In 2022, the Australian Institute for Health and Welfare estimated that five to 10 per cent of
COVID-19 cases may develop long COVID.™ However, these estimates are based on limited
data capturing self-reported symptoms, including one recent Australian cohort study
conducted on people infected between January and May 2020 (before there was vaccination
available) finding around five per cent of individuals who had an acute COVID-19 infection still
had symptoms three months following infection.™ Prevalence estimates from Victoria range
from 0.17 per cent to 4.4 per cent in adults, and are lower among vaccinated adults who were
infected with the Omicron variant (0.09 per cent for non-hospitalised and 1.9 per cent for
hospitalised adults)."

It is clear from studies in Australia and overseas that both vaccination against COVID-19 and

infection with the Omicron variant (compared to earlier variants) is associated with a reduced
risk of long COVID."® This indicates that Australia’s COVID-19 strategy, which focused on the
national vaccination rollout and availability of antiviral treatments, played an important role in
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In June 2024, the Australian Government provided $14.5 million in funding to 12 projects to
improve our understanding of the impacts of long COVID."™ These independent research
projects have a primary care focus and include a living evidence review of international clinical
trials, identification of patient and clinician treatment priorities, and development of clinical trial
protocols." Continued investment into long COVID builds on existing knowledge, improves
clinical care and guidance, and enables ongoing research in priority areas such as
understanding disease mechanisms and pathways for diagnosis and effective treatment of long
COVID.

3. Impact

3.1. Procurement and regulation of vaccines and treatments

Australia’s procurement of vaccines was initially delayed and limited. It meant that where other
nations had a demand-side problem, Australia had a supply-side problem over various stages
of the rollout.™ The panel heard from some stakeholders that pharmaceutical companies were
able to supply the volume of vaccines that government requested, but it was also noted that
other countries were advantaged by having liability schemes and protections in place that
supported the end-to-end vaccine development process."* However, some suggested
associated delays allowed Australia to gather more overseas data to assess vaccine
effectiveness and safety."* One stakeholder noted other countries were more flexible and

moved faster than Australia to secure vaccines."**

These procurement delays ultimately affected the timing of the vaccine rollout and prolonged
restrictive public health measures that had by then been in place for over a year. This meant
our staged reopening occurred months later than it otherwise could have, with a direct
economic cost estimated at $31 billion."* There were also unforeseen health consequences to
this timing, because it meant we transitioned to 'living with COVID-19" as the Omicron variants
became prevalent in the community. This led to our highest ever number of case numbers and
deaths from COVID-19, particularly among vulnerable populations and groups less likely or as
yet unable to be vaccinated.®

The panel heard praise for the Science and Industry Technical Advisory Group's role as a
logical, evidence-based, professional and cohesive group that provided government expert
advice on the selection of vaccines."™ It advised that Australia take a portfolio approach, and
the Australian Government acted swiftly on this advice.

In line with key findings from Professor Jane Halton's 2022 review of COVID-19 vaccine and
treatment procurement, stakeholders commended Australia’s portfolio approach to vaccines
for giving Australians flexibility in choice of vaccine as more supply was secured."® Some
stakeholders noted that countries need redundancies in their vaccine strategies when dealing
with a novel virus and that broad-based engagement with manufacturers and a purposeful
portfolio approach to vaccines is more effective than a focus on local technology and
manufacturing."® One stakeholder noted the Commonwealth went after multiple vaccine

candidates, which was of benefit when there were later issues with the AstraZeneca vaccine."™
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The portfolio approach allowed us to be less reliant on the use of AstraZeneca once
complications emerged. However, some have suggested that this was an over-reaction to the
actual risk posed by the vaccine. Fuelled by high-profile criticism, including from senior
Queensland Government figures, this significantly undermined public confidence in the safety
of vaccines."™" Independent Australian research conducted in July and August 2021 found an
overwhelming preference for Pfizer compared to AstraZeneca. ™ It is likely recommendations
from ATAGI during this period also contributed to this preference. ™ At this time, Australia also
did not have adequate reserves of Pfizer onshore, meaning the vaccine rollout suffered further

intermittent shortages in supply."™*

Stakeholders also commended the government for innovations in vaccines and treatment
regulation.”™ The panel heard the TGA met the challenges of the pandemic, balancing speed
of assessment with clinical rigour."™® Unlike counterparts in Europe and America, the TGA did
not exercise Emergency Use Authorisations for COVID-19 vaccines (which authorise the use of
unapproved medical products to be used in an emergency to treat life-threatening illnesses)
but provided provisional approval pathways to COVID-19 vaccine candidates.

The benefit of early vaccine availability outweighed the risk of waiting for additional data,
although we worked from more robust clinical observations than those countries utilising
emergency authorisation."” Manufacturers described this pathway as flexible and collaborative,
as it enabled them to provide rolling submissions and supply the necessary minimum standard
of data (on outcomes of clinical trials and vaccines’ performance in different countries) as it
became available. This meant the TGA could fast-track assessments without compromising the
usual stringent data requirements and analytic processes that underpin approvals."*® The more
serious adverse events identified globally after the vaccine rollout began were too rare to be
detected, even in large-scale trials."™ Figure 4 compares the conventional pathway to register
vaccines outside of a pandemic and during the pandemic."®
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Figure 4: Conventional and pandemic vaccine development pathways"®'
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However, many individual submissions to the Inquiry were highly sceptical of the efficacy of the
TGA process in assessing the safety of the vaccines."® Some stakeholders and members of
public are divided as to the efficacy and safety of Australia’s assessment process for COVID-19
vaccines and treatments."®?

Products released under 'Provisional Approval’ cannot be considered fully
evaluated. ... it is premature to declare such drugs ‘safe and effective’, and the use
of these agents needs to be constantly under review in light of emerging safety
data to reassess the risk versus any perceived benefit. — Submission 717""%

The divided opinions on the thoroughness of the vaccine review process and the safety of
vaccines approved under this process remain, reflected in and reinforced by ongoing
campaigns in social media. Vaccine adverse event data are difficult to interpret in the context of
a pandemic, especially where new vaccine technologies are used, both of which contribute to
an elevated level of anxiety in the community. High rates of reporting of vaccine reactions
continue to be promoted as indicators of vaccine failure, even though these are mainly short
term self-resolving reactions, and we have no comparable vaccine rollout data to compare
with.""®® Fear of the vaccines kept just under five per cent of the eligible adult population from
being vaccinated, and for some this cost them their employment if in an occupation where
vaccine mandates were in place. Others who were reluctant to have the vaccine but who
complied with mandates were vaccinated under duress and this can also increase the severity
of vaccine reactions, acting to confirm their fears." It is not unreasonable to expect some
people to choose not to be vaccinated, and this needs to be accommodated in vaccine and
disease control policies. What was unusual in COVID-19 was aiming for a global adult vaccine
rollout in a short period of time, and the proportion of the population who fluctuated in their
vaccine intent, leading to unprecedented public discussion and information-seeking on
vaccines. Misinformation on vaccines was rife, and would also have played a role (see Chapter
11: Communicating in a crisis).

Australia’s lack of onshore manufacturing capability for vaccines other than AstraZeneca left us
reliant on international providers and supply chains when issues with this treatment emerged.
Supply chain impacts are explored in Chapter 22: Supply chains. In 2022 Moderna finalised a
10-year partnership with the Australian and Victorian governments to build a domestic mRNA
manufacturing facility, due to be completed by late 2024."" Sovereign manufacturing
capability can provide greater security of supply in a crisis, but it is not a silver bullet.
Manufacturers will still need to honour international supply commitments that keep local
production facilities viable between pandemics, and vaccine and treatment production is
complex and reliant on international supply of inputs."® It is also difficult to know if the mRNA

platform will be the most effective against future pandemic pathogens."®

We heard from one stakeholder that vaccine indemnities were critical to Australia securing
contracts with vaccine suppliers, providing vaccine manufacturers certain liabilities that could
result from the use of their vaccine."” In their absence, there would have been significant
delays in securing commitments to supply or refusal from manufacturers to supply vaccines in
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Australia. Indemnities are a common element of agreements with vaccine manufacturers
internationally."”

3.2.The vaccine rollout

3.2.1. Logistics and planning

The Australian Government invested over $18 billion in vaccine and COVID-19 treatment supply
during the pandemic and delivered the first mass population-level national vaccination rollout
in Australian history."? It was not without its challenges.

We heard from some stakeholders that the government’s decision to work outside of
established immunisation networks was a political one."”® Many stakeholders said that in a
future emergency it would be better to use the National Immunisation Program."”* Cold-
storage requirements were also a logistical challenge, which some states were not able to meet.
However, we heard the vaccine rollout did not always recognise, or plan for, jurisdictional
differences in geography, demographics and capability; or adequately use local networks."” For
example, Tasmania has a highly dispersed population and delivery of vaccines through primary
care was not the best method of distribution."”® The vaccine rollout was most successful when it
was operationalised regionally and grounded in local knowledge, relationships and tailored

responses.’’”’

The panel heard that some health professions are experiencing post-pandemic moral distress —
for example, because they felt they were underutilised in the vaccine rollout."”® This includes
nurses and nurse practitioners operating independently who ordinarily deliver in-reach
vaccination and other services for priority groups."”

[restrictions on COVID-19 vaccine administration] impeded patient access to
vaccination services solely provided by Nurse Practitioners ... This constraint
included the inability to conduct home visits or provide services in the wider
community, such as to patient residences or aged care facilities. — Australian

College of Nurse Practitioners'™

As at September 2024, nurses, particularly nurse practitioners, are able to administer vaccines
under the National Immunisation Program but cannot be directly renumerated for
administering COVID-19 vaccines."™' Also, they need to be supervised by a GP when they do
administer the vaccine. This has impacted the financial viability of some nurse-led clinics."®

Pharmacists were able to administer COVID-19 vaccines from August 2021 (while pharmacists in
America were vaccinating people from December 2020)."® As at July 2024, pharmacists had
administered 16.6 per cent of all vaccines since the beginning of the Australian rollout and were
administering around 40 per cent of all COVID vaccines each week."®*

... the leveraging of allied health professionals, such as Community Pharmacists,
could have enhanced the efficiency of the response. — WentWest (Western Sydney
Primary Health Network)""®
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While it took time, stakeholders praised the collaborative efforts of government, union groups,
industry bodies and regulatory agencies that enabled changes to the scope of practice of
health practitioners — including Aboriginal Health Practitioners and allied health workers — to
ensure they could deliver vaccines during the pandemic."® These changes improved patient
access to care and alleviated service delivery bottlenecks in primary care settings."®’ These
issues are discussed further in Chapter 12: Broader health impacts. Figure 5 shows the
cumulative administration of vaccines through to the end of November 2021.M¢

Figure 5: Cumulative vaccine doses administered as at 29 November 2021""
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Vaccine Clinic Finder

The Vaccine Clinic Finder was an online booking tool which operated from 2021 to 2023. It was
an initiative of the Department of Health and was managed by Healthdirect Australia.

Millions of Australians used the Vaccine Clinic Finder to book a COVID-19 vaccine appointment.
At its peak, the Vaccine Clinic Finder listed more than 9,600 sites across Australia where people
could be vaccinated. The tool was made available in 16 languages. The listings were regularly
updated to include features such as whether individual sites were wheelchair accessible or
offered low-sensory environments, and whether walk-in appointments were available."*

Primary Health Networks gave the Australian Government a link to communities and facilitated
interfaces between primary care and hard-to-reach communities, including aged care, culturally
and linguistically diverse communities, Aboriginal and Torres Strait Islander people, people
experiencing homelessness and rural communities.”™' The success of Primary Health Networks
varied by geography, with rural Primary Health Networks that cover disparately populated
communities needing the most support."® Some stakeholders noted that a lot of Primary
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Health Network success depended on relationships and knowing local organisations.”* While
these were critical, formal relationships would have been better."*

We heard positive comments on the supporting role played by private organisations, including
Aspen Medical and HealthCare Australia, in assisting with the vaccine rollout and providing in-
reach services."™ However we also heard private providers were not always well connected with
services or the community, and there would have been benefit in allowing these providers to
deliver other immunisations, such as influenza."® Stakeholders were unequivocal in their praise
for the Royal Flying Doctor Service, which helped to deliver vaccines in rural and remote areas,
and highlighted their trusted, longstanding relationships in these communities as being critical
to their success."™’ Royal Flying Doctor Service expertise was critical for engaging these
communities, noting the absence of a dedicated vaccine rollout plan to do so. However,
domestic border closures impacted the timely movement of the Royal Flying Doctor Service

workforce in border regions and caused delays in their provision of care."®

Role of Royal Flying Doctor Service in rural communities

During our Inquiry, we heard a striking example that shows the importance of trust in
community outreach. A nurse from the Royal Flying Doctor Service was working in a new
community in the Northern Territory, speaking to residents at a local event. During the event, a
man approached her and asked a number of questions about COVID-19 vaccines. The next day
he returned with a whole football team, all ready to be vaccinated. The man was the local
football coach and had been asking questions of the nurse on their behalf, gathering
information and building a trusted relationship."*

In its planning, the Australian Government determined the volume of vaccines to be delivered
to states and territories based on perceived need given current outbreak context. This
approach was understandable, but it led to tension between the Australian Government and
some state and territory counterparts.”?® Attendees at an Inquiry roundtable said that
modelling could be better used for more nuanced vaccine rollout planning under limited
supply conditions.™”’

3.2.2. Prioritisation

Because Australia’s vaccine supply was limited, a phased approach to the vaccine rollout was
needed.”?* ATAGI identified priority groups that were most at risk of COVID-19, using several
risk factors — for example, those who had a higher risk of severe illness and death; those who
had an increased risk of exposure and transmission to others; and those working in critical
services.”® The panel heard this advice was accurate, but evidence has shown that future
prioritisation advice could consider the risk profile of a broader population base — for example,
people living in lower socio-economic areas with high levels of communal living were hit badly
in the Delta wave before they were fully vaccinated.”%*

Overall communication and transparency about prioritisation decisions was inadequate and
caused confusion across all priority groups the Inquiry heard from. Attendees at one Inquiry
roundtable told us there is an ongoing need for vaccination prioritisation for those who work
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alongside people at high risk of severe COVID-19, including disability support workers and
social care workers, as well as family and informal carers.'%

Rollout plans for aged care, Aboriginal and Torres Strait Islander people and culturally and
linguistically diverse communities were not finalised until February 2021 — more than a month
after the rollout started.”?® A plan for people with disability was never published. The rollout to
people with disability was slow, particularly in the initial phase. The panel heard that people
with disability felt ignored, deprioritised and abandoned, and that government underestimated
the complexity of delivering vaccines to people with disability in a range of settings.”®” Further
detail on the experience of the vaccination rollout for people with disability is in Chapter 16:
People with disability.

Vaccination rates of some priority populations consistently lagged behind the general
population for the entire vaccine rollout. For example, by 21 November 2021, 81 per cent of
those with low English language proficiency had received at least one dose of vaccine
compared with 91 per cent of the general population aged 12 and over."**® Only 72 per cent of
the eligible Aboriginal and Torres Strait Islander population was double vaccinated by 31
December 2021 (at the start of the Omicron wave) compared with 97 per cent of the non-
Indigenous population — despite Aboriginal and Torres Strait Islander people being prioritised
in phases 1b and 2a."*

Unfortunately, these lower rates of vaccination may have resulted in more severe disease
among some populations as Australia transitioned to living with the virus from December 2021
to June 2022."" During the Delta wave, between 16 June and 14 December 2021, Aboriginal
and Torres Strait Islander people were 1.2 times more likely, than the general population to be
admitted to an intensive care unit with COVID-19."" These rates increased to 2.2 times more
likely in the first wave of the Omicron, from 15 December 2021 to 28 February 2022. Culturally
and linguistically diverse people were also more likely to be admitted to intensive care in the
first wave of Omicron compared to the general population. This included people born overseas
(1.9 times higher), those with low English proficiency (3.2 times higher) and those who speak a
language other than English (2.5 times higher).'*"?

We have heard there was a range of barriers to vaccination that contributed to lower vaccine
uptake among priority groups.”?” These issues are explored further for each group in the Equity
section. However, they can largely be characterised by a failure to understand and plan for the
complexity of rolling out vaccines to priority groups with diverse circumstances and needs and

by a lack of tailored communication, which contributed to lower trust and vaccine hesitancy.”®"

They labelled us as high risk, so we had to be guinea pigs to test it ... | felt

discriminated against. — First Nations focus group participant, Cairns'”

3.2.3. Vaccine information and communication

ATAGI came under significant pressure during the pandemic. In the face of a quickly evolving
virus it was constantly getting new intelligence about the safety of the vaccines, and this drove
ongoing changes to eligibility. The fast pace of change and the complexity of the information
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being communicated challenged many different stakeholders. We heard from one stakeholder
that the ATAGI advice was hard to operationalise at times due to the specificity of some
identified priority groups.”?'

ATAGI also traditionally focused on vaccine distribution based on individual risk from
disease.”"” In this pandemic that included risk of exposure (frontline workers) as well as risk of
serious disease from infection (the elderly or immunocompromised). However, prioritising
vaccination rates at population level can also be an effective disease control measure. Hotspots
where outbreaks repeatedly seed and where the virus spreads most quickly indicate the groups
we should also prioritise for vaccine access. This not only protects the groups who are most
likely to bear the brunt of the next wave, but also reduces the accelerator effect these groups
play in epidemic dynamics, and so also reduces the risk to surrounding communities.”" ATAGI
advice needs to extend early on in a pandemic into population-level disease control strategies.

Additionally, one stakeholder told us ATAGI had a conservative frame of reference when
considering the benefits and harms of vaccines.”” For example, in the case of AstraZeneca,
ATAGI's advice was based on balancing risk from infection calculated for low community
transmission rates, as they were at the time, against the risk of adverse reactions to the vaccine,
which were extremely rare but significant reactions that could be fatal.’??° The risk comparison
would look very different when there were high levels of infection across the community. The
rise in numbers with severe illness and deaths due to COVID-19 would have cast the very low
risks from vaccine in a different light, meaning the benefits of vaccines vastly outweighed the
harms, and this could have led to earlier decisions to reopen access to AstraZeneca for younger
adults, allowing more of the population to be vaccinated and protected earlier in the Delta

wave given constraints on accessing other vaccine options.'#'

Several stakeholders also raised issues around the timing of the release of vaccine eligibility
advice, especially for changes to eligibility for the AstraZeneca vaccine, as well as the delivery of
booster doses."”?* The panel heard the timing did not allow for coordinated public messaging
with the states and territories.'> We heard there was a lack of credible and reliable information
around vaccines and supply available to private providers.””** At an Inquiry roundtable, GPs said
they felt they were often the last to know of changes, and this undermined their relationships
with patients.'”®> The panel heard of the efforts being made on the ground to manage this
complex communication environment, including from the Primary Health Networks. One
stakeholder reflected that there would be new guidance every single day to share with their
professional network.'**® GPs were sending information on vaccine stock to each other through
a WhatsApp chat.?’ They felt in no way prepared to participate in the emergency response.

As eligibility for COVID-19 vaccines was refined over time, public criticism arose around booster
shots not being made widely available to children.'**® Some parents were confused and anxious
about why the booster doses were available for children in the United States but not in
Australia.

Some of the communication challenges at this time appear to have contributed to recent
increases in vaccine hesitancy in Australia. Focus groups conducted by the Inquiry found
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increased vaccine hesitancy across all groups driven by information gaps (especially for
culturally and linguistically diverse communities), misconceptions about number of required
doses and potential risks, contradictory information about vaccines, and the removal of the
AstraZeneca vaccine from circulation.®?® Gaps in communications tailored to priority
populations also contributed to lower uptake and trust in the vaccine. Further discussion on the
Commonwealth’s COVID-era communication strategies are discussed in Chapter 11:
Communicating in a crisis. Communication strategies for priority populations are discussed in
the Equity section.

We didn't have any translations ... sometimes there's no word in my language for
English words so | had to use Google translate ... especially about vaccination and
medical terminology. — International student focus group participant, Western

Australia™*

Other government attempts to streamline information on vaccines for the general population
were well handled. Forums and webinars led by the Department of Health were praised.'?'
These channels provided peak bodies, academics, health practitioners and advocates with
timely and factual information, allowing them to ask questions of key decision-makers such as
ATAGI members, and assisted in countering misinformation.

3.2.4. COVID Shield

The vaccine rollout did improve over time. Most stakeholders commended the operational
support the Department of Health received from the Department of Defence under Operation
COVID Shield.”* Some stakeholders suggested that Operation COVID Shield was more for
show, to offset negative media coverage on the perceived slowness of the rollout."** The panel
heard the command and control structure provided by Operation COVID Shield brought a
greater level of policy coordination, greater precision in data capture, and more streamlined
engagement with private providers."”** It also brought a direct line of communication to the

Prime Minister.'?®

Under COVID Shield, the public was given data on the consistent progress being made against
key metrics. This was essential to improving confidence in the rollout over time.#*® The focus
groups and public survey conducted by the Inquiry highlight that Australians are more
receptive to public health messaging and preventive measures when the evidence and rationale
are clearly and honestly explained.”*” We heard that several criteria helped to facilitate these

achievements;'>*®

e making the early determination that communications and public sentiment were critical
to the success of the vaccine rollout

e building public and stakeholder engagement on a platform of accountability and
transparency

e establishing dedicated assessment cells to focus on vaccine supply, demand and uptake
analytics

272



e working to streamline fragmented data-reporting systems which were initially all
different for incident reporting, testing and vaccination booking

e relying on well-established and trusted expertise, such as with the Royal Flying Doctor
Service, to ensure vaccine delivery to rural and remote areas.

3.2.5. Vaccine mandates

Australia’s success in immunising more than 90 per cent of the eligible population by the end
of 2021 was characterised by a number of policies designed to encourage uptake, including
vaccine mandates linked to occupation. Vaccine mandates are not new. They were around in
1853 when the British Government made smallpox vaccination compulsory for children.'” They
were also business as usual for healthcare workers in critical settings such as aged and disability
care in the lead-up to the pandemic.'*

When National Cabinet decided to mandate vaccination against COVID-19 for workers in
residential aged care and disability facilities, there was concern about the practical, ethical, legal
and human rights implications."*' However, this was a targeted mandate designed to protect
people living and working in the most high-risk settings at a time when only 10 per cent of staff
were fully vaccinated. Most Australians agreed with this approach at the time.'*** Once vaccine
mandates were used in a less occupation-targeted way, such as through the introduction of
vaccine passports in Victoria and New South Wales, public opinion dropped.'*

The mandates did not universally drive vaccination adherence, particularly among Aboriginal
and Torres Strait Islander Australians. Research indicates that mandates appear to have reduced
the motivation of some people to be vaccinated for COVID-19 and other communicable
diseases and led to ongoing reluctance to vaccinate.** This may lead to negative health
impacts.

There has been much public debate around whether the restriction of individual liberty
underpinning vaccine mandates was justified by the public health outcomes they helped to
achieve. One former state leader defended the use of vaccine mandates as a public health
measure, asserting that they helped ensure high levels of immunisation and allowed the state
to be prepared for when the virus did emerge.”®* In contrast, former New South Wales Premier
Dominic Perrottet said in his valedictory speech to the New South Wales Parliament on 6
August 2024 that the strict enforcement of vaccine mandates was wrong.

Health officials and governments were acting with the right intentions to stop the
spread, but if the impact of vaccines on transmission was limited at best, as it is
now mostly accepted, the law should have left more room for respect of freedom.
Vaccines saved lives but, ultimately, mandates were wrong. People’s personal
choices should not have cost them their jobs. — The Hon Dominic Perrottet™#

Securing vaccines and making them accessible and affordable for Australians was publicly
understood as a proactive, necessary and a positive initiative. However, broad opposition to
vaccine mandates is one of the clearest findings from focus groups and surveys conducted by
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the Inquiry.**” Mandates were described as a heavy-handed and controlling response which
lacked scientific justification.'*® People could not understand why vaccines were being
mandated for people who were at low risk of being exposed to or of having severe COVID-
19.1249

My mum is from the Czech Republic ... she came here to escape the communists
and had the same feeling she had back then ... I'm not against the vaccine but
there needs to be a choice. — Focus group participant with a disability,

Parramatta’®°

Public advice was at times inconsistent with advice received by and from medical practitioners,
causing confusion and promoting scepticism. It also resulted in often low levels of
understanding of medical and public health advice among individuals. The changing science
compounded confusion, as more evidence emerged around vaccine effectiveness against
infection for new variants, on extremely rare side-effects becoming apparent, and on the
protection the vaccine provided against the risk of passing the virus on to others if infected.

As part of state and territory pathways to reopen their economies, the general public had to
demonstrate proof of vaccination or exemption status to access a range of services, including
air travel, pubs and recreation facilities.'”™" These measures were intended to address
community transmission in the adjustment to living with COVID-19 phase, but they further
antagonised vaccine-hesitant members of the public and those concerned about infringement

of personal liberty.'®>

People felt their right to choose was taken away. These feelings were pronounced within
groups that had been previously disesmpowered by government decisions — for example,
Aboriginal and Torres Strait Islander people and people who have been in prison.'** The
introduction of vaccine mandates occurred concurrently with increases in vaccination rates
among the general population but caused some people to choose not to be vaccinated.'**

| wasn't worried about the vaccine itself ... the mandate was an issue, different
people have different reasons to not take it. — Focus group participant,
international student, Western Australia™®

The panel is mindful of challenges to vaccine mandates that have recently made their way
through state court systems — for example, in Queensland, which found their use for police
officers was unlawful.'**® The courts are best placed to litigate the legalities of the way vaccine
mandates were implemented during the pandemic. Our analysis speaks only to contemporary
medical justifications and their subsequent social impacts.

Impact of vaccine mandates'®’

Charlie was in jail during part of the COVID-19 pandemic and was concerned about getting the
vaccine. He had heard about the potential side-effects and was sceptical about the amount of
research that had been done to prove its safety, given the short period over which it was
developed. However, he reported that, if he did not get it, he would have been placed in a
more isolated, higher security area with other prisoners he considered to be more dangerous,
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potentially putting his life at risk. As such, he felt that he was threatened into getting the
vaccine.

After being released from jail, he spoke to his other friends about the vaccine. Charlie and his
friends were young men and lived in Darwin, where they felt that the risk from COVID-19 was
low and the risk of getting the vaccine seemed unknown and potentially high. His friends
reported also feeling ‘forced’ into being vaccinated, as not being vaccinated would have meant
that they would be unable to work and financially support themselves.

They wondered why there was such a strong push for them to be vaccinated. Charlie became
increasingly concerned about the government’s motives for ‘pushing vaccinations’ and became
substantially less trusting of government decision-making, not only in relation to COVID-19 but
also more broadly.

Australian Government actions taken after the pandemic, including the withdrawal of the
AstraZeneca vaccine from circulation, have confirmed these views."*® The Inquiry heard that
vaccine hesitancy is linked to a growing distrust in government and medical science and a
reduction in social licence to implement such policies if required in future.”®*® Figure 6 shows
overall declining vaccine intention for COVID-19 vaccines between April 2020 and July and
August 2021.

Figure 6: Intention to receive a COVID-19 vaccine, 2020-2021%%°
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Vaccine mandates had a mixed impact on the broader health system. There was a high level of
compliance in the health sector, and vaccine mandates were a factor in addressing community
transmission and minimising risk of the health system being overwhelmed.'*' However, there
were some critical workers, including nurses, who left the profession because of the
mandates.'?®?

I resigned because | could not follow Ahpra’'s mandated compliance with the
narrative that the Covid vaccine is necessary, safe and effective ... Ahpra needs to
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be bought under a federal law so it cannot force health professionals to practice
unsafely. Health practitioners should never be silenced nor coerced to perform any
procedure by a governing requlatory body. — Submission 1353'%%

Individual submissions to the Inquiry underscore the impacts that vaccine mandates had on
other workers. We heard many stories of how teachers, tradespeople, disability and aged care
workers and others were fired from their jobs for objecting to being vaccinated against COVID-
19, including on health, moral or religious grounds.'*** The ongoing requirement to remain up
to date with booster doses meant that some who had adverse reactions to the initial
vaccination and were reluctant to receive a further dose have been fired.”?®> We also heard that
there was a lack of national discussion and approach on the use and implementation of vaccine
mandates.'#®®

3.3.Data, vaccine effectiveness and safety

3.3.1. Data and vaccine effectiveness

The Department of Health and Aged Care told the Inquiry it used data integration as a key tool
to help understand the progress of the vaccine rollout as well as changes in the virus as it
evolved. This included establishing track and trace capability for COVID-19 vaccines; weekly
linking of data from the Australian Immunisation Record, Medicare Benefits Schedule and
Pharmaceutical Benefits Scheme into the Person Linked Integrated Data Asset; rapid linkage of
population-level data by creating a national single COVID-19 database, the COVID-19 Register;
and establishment of strong data-sharing relationships with jurisdictions, other departments

and providers, enabling the timely integration of data.'®’

These data innovations helped drive research to understand the effectiveness of the vaccine.
For example, in October 2022 the Department of Health and Aged Care commissioned
research from the National Centre for Immunisation Research and Surveillance focused on
approximately 3.8 million people aged 65 years and over — almost the entire Australian
population in that age group, including those in residential aged care. It found that, in the first
half of 2022, COVID-19 vaccination and boosters were effective in protecting against death
from COVID-19 by up to 93 per cent compared with those who were unvaccinated. Vaccine
effectiveness wanes over time, but the effectiveness of boosters remained above 50 per cent six
months after receipt.'”®®

Independent research shows that unvaccinated individuals aged 50 and over had 11.2 times
greater mortality rate than those who were fully vaccinated with two doses and received a
booster dose.”™ It is estimated that the vaccine rollout saved 21,250 lives in New South Wales
alone. Without the vaccine rollout, six times as many people in New South Wales would have
died.””® Delaying most primary infections until after mass vaccination meant we had far fewer
deaths than countries that took a different approach, like Canada and Denmark."*"' By 30
December 2021, when 80 per cent of eligible Australians had received two doses of COVID-19
vaccine, Australia had nine COVID-19 deaths per 100,000 population, while Canada had 77 and
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Denmark had 55.%"? This equates to eight times the number of COVID-19 associated deaths if
the Canadian death rate were applied to the Australian population.

3.3.2. COVID-19 Vaccine Claims Scheme and vaccine safety

The COVID-19 Vaccine Claims Scheme came into effect at the end of the vaccine rollout.”” As
at 31 March 2024, 4,282 claims have been lodged with 3,522 claims finalised — of which only
324 were paid out.”’* The Inquiry received many submissions that voiced concern over a lack
of transparency, fairness and accessibility of the scheme process, with some submitting
upwards of 1,000 pages of paperwork and waiting hundreds of days for responses.'*”> Many
applicants felt they were rejected due to unfair technicalities, where the list of adverse events
covered under the scheme was narrow and inflexible.””® Independent research from the
University of New South Wales reinforces these findings, describing the scheme as a case study
in administrative burden which was designed to limit government responsibility and financial
exposure.’’’

... We are confident in stating that fewer than 1% of Australians harmed by these

vaccines have been compensated — i.e. more than 99% have been abandoned by

their government. — COVERSE™"®

Up-to-date safety reporting from the TGA highlights that adverse events are rare."””® The

reporting rate of adverse events from COVID-19 vaccines to 29 October 2023 was two per 1,000
doses.”?®® One recent study, using population data on 46 million adults in the United Kingdom —
nearly the whole adult population of England — found the incidence of heart attacks and strokes

was lower after COVID-19 vaccination than before or without vaccination.'?®’

Submissions, focus groups and surveys presented to the Inquiry showed a broad and
deepening scepticism about the safety of COVID-19 and other vaccines. However, a nationally
representative survey conducted by the Inquiry found that most respondents (59 per cent)
viewed the safety and efficacy of the vaccine as important, but almost half (43 per cent) rated
the federal government’s communications on vaccine safety and efficacy as poor.'® Many
respondents self-reported reactions or had heard firsthand accounts of health episodes people
associated with adverse side-effects from vaccines at rates much higher than those of
documented vaccine-related medical episodes or the rare reactions seen in large controlled
clinical studies.'® Statistics from a survey conducted by the National Centre for Immunisation
Research and Surveillance show 43.7 per cent of participants in their AusVaxSafety report had
at least one adverse event, but only 0.9 per cent reported visiting a GP or emergency
department.'®*

[There was] ongoing vilification of alternative opinions about the safety and
efficacy of the Covid-19 vaccines and government responses to the pandemic.
Only the official government narrative on these matters seemed to be allowed to
be vented. GPs were being threatened by Ahpra to be deregistered if they would
speak a different opinion. This is a dangerous development as it severely
diminishes the trust | can have in my own GP. — Submission 948%
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Other Australians grew sceptical of COVID-19 vaccines after becoming repeatedly sick with the
virus even after booster doses (while adults who were not vaccinated reported only having mild
symptoms with COVID). Others were anxious about the newness of the vaccines and the
rapidity with which they were produced. Sceptical groups perceived this as suggesting a lack of
testing and clinical rigour.”?® One stakeholder told the Inquiry this view demonstrates a lack of
understanding of and trust in science that needs to be addressed.™®” More exploration of this
topic is provided in Chapter 5: Trust and human rights.
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Using personal anecdotal evidence of vaccine effectiveness'#®®

When COVID-19 vaccinations became available, Mikey* trusted the advice of his support
coordinator, his doctor and his family and got three COVID-19 vaccines plus the booster
vaccine. Mikey thought that the vaccines would help to prevent him from getting COVID-19.
However, he became unwell with the virus four times after getting vaccinated. This led him to
become highly sceptical about whether the vaccines actually worked. He reported that he had
seen ‘conspiracy theories’ about the vaccines being harmful. He didn't believe these, but he did
feel that vaccines were not as effective as they had been made out to be by government and
the media. In hindsight, he felt that the vaccine rollout had been rushed and that it was unfair
to 'take away the choice of a person’ when it had not protected him from COVID-19 in the end.

The Inquiry heard many personal stories from the pandemic, including on the use of COVID-19
vaccines. Some of these were profoundly tragic. These may not stand out against whole of
population safety figures, but we are thankful for the time and bravery of those who came
forward to share their stories of injury following vaccination. It also highlighted the trauma and
uncertainty many families went through when an awful incident was thought to be the result of
a vaccine but could not be proved or firmly demonstrated as such.

3.4. Declining rates of vaccination

Public health experts and priority cohort representatives were aligned in expressing concern
around post-pandemic declining vaccination rates, particularly among at-risk populations, for
both COVID-19 and other serious illnesses.?®° Recent reports indicate that, in some areas in
Queensland, for example, only around 80 per cent of children are vaccinated against polio.'*
Figure 7 demonstrates how stark the COVID-19 vaccination decline has been among older
Australians.®®' Doses administered in 2021 largely represents the two-dose primary course of
COVID-19 vaccination, and some third doses, with the booster program commencing

November 2021."%? From 2022, doses administered were primarily boosters.

Figure 7: Vaccination doses administered to 65 years and older between 2021 and 2024"*

10
9,193,741
9
% 8
c
o]
= 7
£ 6,113,979
o 6
(]
3
S 5
c
S 4
© 2,942,092
2
= 2 1,271,592
1 -
0
2021 2022 2023 2024

279



Figure 8 demonstrates the declining overall trajectory of COVID-19 vaccinations in Australia

since February 2021.1%

Figure 8: Vaccine doses administered (LHS) and the number of COVID-19 deaths (RHS) between

February 2021 and June 2024
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Vaccination rates are generally lowest in non-English-speaking communities and areas where
there are high levels of socio-economic disadvantage. As at November 2023, people in high-
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risk groups (people aged 65 or older or with two or more conditions that are high risk for
COVID) who are not proficient in English are 60 per cent less likely to be vaccinated for
COVID.”?®® Those living in very remote areas are 35 per cent less likely to be vaccinated for
COVID.”?%® Unfortunately, early data from the Australian Bureau of Statistics shows people born
overseas were almost three times as likely to have died from COVID-19. People born in the
Middle East were 10 times more likely to have died with COVID-19 (see Chapter 15: Culturally
and linguistically diverse communities)."’

At the winter peak of 2023, 2.5 million people aged 65 and over were not up to date with their
COVID-19 vaccination.™® This trend is not unique to COVID-19 — there are pronounced declines
in vaccination rates for many other diseases. Less than half of people in their 70s were
vaccinated for shingles; and one in five were vaccinated for pneumococcal disease.'*® Many of
these groups have worse overall health outcomes to start with.*® Poorer access to vaccines
compounds the risk of severe illness among those who need improved access most. These
issues are compounded by a lack of accountable government targets for the adult vaccine

population and poor reporting on vaccine disparities.”’

3.5.Treatments

COVID-19 antiviral treatments were an important part of Australia’s response to the COVID-19
pandemic, especially to support the immunocompromised and those for whom vaccination was
not medically recommended. Independent research on the use of COVID-19 antivirals in
Victoria provides promising data for their effective use for vaccinated individuals aged 70 and
over.®® Treatment with Paxlovid® was associated with a 73 per cent reduction in the risk of
death. Treatment with Lagevrio® was associated with a 55 per cent reduction in the risk of
death. Cases treated within one day of diagnoses had a 61 per cent reduction in the risk of
death, while those treated within four or more days only had a 33 per cent reduction in the risk
of death.”® These findings were at odds with clinical trial data and there was some debate
about effectiveness in people at different levels of disease risk. However, recent results from the
PANORAMIC trial also found benefit from Lagevrio® in a vaccinated population where people
treated for acute COVID-19 experienced fewer and less severe COVID-19 symptoms, accessed
health care less often, and took less time off work compared with those not given the
treatment.®* The differences were small though, and large numbers would need to be treated
to see the benefit.

While antiviral usage was important, we heard there was a lack of transparency about what
treatments were being held in the National Medical Stockpile and who they were being
distributed t0."% This meant pharmaceutical companies did not know whether their products
were being appropriately distributed and prescribed, and this impacted ongoing reviews of
their effectiveness and safety. We also heard there was a lack of data linkage between the
states and territories and the Australian Government to understand who was accessing

antivirals.”%

Pharmacists noted that the high demand for non-approved COVID-19 treatments, such as
ivermectin and hydroxychloroquine, risked supply disruptions for people who are prescribed
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these drugs, and demand should have been better managed by regulators.®® Another health
expert told the panel only a very small number of Australians are prescribed ivermectin (which
is used to treat tropical diseases such as scabies).”® Supply for those users could have been
protected by other means rather than restricting off-label use of ivermectin for COVID-19, an
action that may have only served to further fuel conspiracy theories.*® While it was shown to
have no clinical effect against COVID-19, it was also a safe drug and restricting access fuelled
distrust of government.

Unfortunately, many Australians are struggling to get access to antivirals after getting sick with
COVID-19.%" Those living in rural areas were 37 per cent less likely to get access than those
living in cities, and Indigenous Australians were nearly 25 per cent less likely to get them
despite being nearly 70 per cent more likely to die from COVID-19.7" The difference within
cities is stark, with those aged over 70 in Sydney's affluent Eastern suburbs being nearly twice

as likely to receive access as those living in some Western suburbs.”"

3.6.Reopening Australia

The reopening of Australia coincided with the first and second Omicron waves of December
2021 to July 2022, leading to the highest number of COVID-19 cases and deaths during the
pandemic. The largest number of COVID-19 associated deaths peaked in January (1,828) and
July (1,759) of 2022.%" Each of these spikes exceeded the total number of deaths recorded
during the Delta wave (1,396), and the total number of deaths during Omicron was almost four

times higher than that recorded across the two years of the pandemic.*™

The highest number of deaths during this period occurred in New South Wales and Victoria.
New South Wales went from having six deaths during the pandemic’s second wave between
June and November 2020 to 3,009 during Omicron in 2022."" Those aged 70 and over during
Omicron (up to September 2022) accounted for almost 90 per cent of total deaths.”" Some of
highest numbers of COVID-19 associated deaths during Omicron were among those born in

the Middle East, southern and eastern Europe and north-west Europe.®"”

Representatives of older Australians and people with disability in particular told the Inquiry of
the fear they experienced at the sudden transition to opening up. They said they felt public
health measures, including isolation and mask wearing, which had helped to keep them safe,
were dismantled too quickly. Some said working from home and online education options also

ceased and they stopped attending because campuses were not accessible or safe for them.”*®

While the use of restrictive non-pharmaceutical interventions went on for too long and was
undermined by a lack of clearly communicated scientific evidence, we heard that the pathway
to reopening happened too suddenly.”™ Australia’s rolling back of significant restrictions
occurred at a time when a particularly transmissible strain of the virus was circulating. Key
stakeholders were clear that greater care should have been taken to protect vulnerable
populations, especially older Australians, Aboriginal and Torres Strait Islander people and
people with disability, once the economy reopened.”*°
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4. Evaluation
Planning and preparedness helps enable a swift pandemic response

To develop, approve and roll out COVID-19 vaccines and treatments swiftly, governments,
industry, the health and care sector, the community and experts had to work closely,
innovatively and at a speed and scale not attempted before. Outcomes were smoothest where
an existing process was in place and used.

Provisional approval by the TGA was in place before the pandemic for assessing vaccines and
treatments and this ensured the agency could work at pace while maintaining clinical rigour.”?'
Its assessment was aided by the early adoption of vaccines overseas, as it could evaluate
international data on their safety and efficacy. This was only possible because Australia was
trailing behind in its rollout; however, having this process in place did enable consistent and
close collaboration between regulators and manufacturers, ensuring critical lines of
communication remained ongoing.

The Australian and state and territory governments worked with private providers and industry
to hit an 80 per cent vaccination rate against COVID-19 by November 2021. The significance of
this achievement, as an unprecedented logistical exercise and a case of rapidly protecting the
health of Australians, cannot be overstated. Had this not been done, tens of thousands more
Australians would have become critically ill or died of the virus and a potentially overwhelming
burden would have been placed on our primary care and hospital systems.* This was very
close to the target and date set at the outset of the vaccine rollout, but it was not a smooth
road.

To achieve this outcome, the Australian Government had established a different way of rolling
out the COVID-19 vaccine, and setting up a new network took time. The existing infrastructure
within the National Immunisation Program could have been better leveraged in collaboration
with the states and territories. Similarly, the speed and efficiency of the national vaccination
effort would have been assisted by having processes in place to ensure the widest range of
health professionals could assist in the effort from day one, including ensuring equitable
remuneration across providers. The successful role the Royal Flying Doctor Service played in
vaccinating rural and regional communities underlines the importance of utilising ongoing,
trusted relationships when providing life-saving care during an emergency.

Early decision-making for the vaccine rollout underestimated the delivery and size of the
exercise. Too great a logistical burden was placed on the Department of Health at a time when
their capability was already under pressure managing other critical aspects of the health
response.*? Preparing for similar mass immunisation efforts should include detailed pre-
planning with states and territories and consider delivery approaches that leverage existing
distribution structures, and include in-reach services to the aged care and disability sectors.
Data collection and monitoring structures are now improved with the establishment of the
whole-of-life immunisation register, the Australian Immunisation Register, but need to be
nimble in a pandemic to monitor variation in uptake across the community in real time during
an accelerated rollout. We heard many positive accounts of how Operation COVID Shield
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improved data capture, public reporting and decision-making, but there are difficulties involved
in changing operational roles and responsibilities mid-stream.

Centralised planning capabilities are not prevalent across the Australian Public Service. Where
Defence or the National Emergency Management Agency is engaged to help, it is best done in
a planning and advisory capacity in the first instance. Their experience in contingency planning
is invaluable, especially when provided to agencies that do not specialise in operational
capability. The most significant value they can add during a massive logistical effort like the
vaccine rollout is during this early stage, ensuring challenges and solutions are properly
captured.

Unfortunately, there was lack of planning to provide for the safety of vulnerable populations
once Australia hit high rates of vaccination and reopened. While the National Plan to Transition
Australia’s National COVID-19 Response identified measures that would be rolled back with
reopening, it did not identify how vulnerable populations would be protected in the inevitable
increase in viral transmission. The increase in COVID-19 case numbers and deaths, particularly
among older Australians, and the fear that some people felt during the fast transition to
opening up, highlights the need for clear de-escalation pathways that are informed by ongoing
monitoring and risk assessment.

Innovations in data sharing and linkage are critical to maintain going forward

The need for data-informed policy and operations as well as public thirst for data during the
vaccine rollout led to improvements in data capture, sharing and linkages across the Australian
and state and territory governments and industry. This critical work was enabled where there
were interoperable data systems in place or where these linked systems could be swiftly
enabled. The pandemic created the will to make this happen and overcame previously
entrenched barriers to data sharing. Unfortunately, our ability to link immunisation data to local
government area, age and other key demographic characteristics, including being part of a
priority group, has regressed since the pandemic.** Retaining a focus on ongoing data
collection and interoperability is critical; there is merit in these arrangements being pre-agreed
between jurisdictions hardwired into the appropriate plans.

These data innovations eventually generated vital evidence that helped keep Australians safe.
They enabled sharing of data to provide up-to-date, granular but de-identified information on
coverage, effectiveness and safety of vaccines and treatments. For the vaccine rollout, they
enabled data analysis down to the level of a specific town or region, which helped in the
accurate and timely delivery of vaccines. In some cases they provided the necessary evidence to
drive targeted strategies to improve rates of coverage among populations at high risk of
COVID-19. Timely sharing of this data was key to its utility.

Evidence-based approaches were most effective in keeping Australian safe during the
pandemic — for example, linking COVID-19 case numbers and vaccination rates in aged care
helped to prioritise vaccine supply and surge workforce support. But there are many more data
points across Australia’s health system that need to be linked to provide the evidence required
to ensure a more equitable response to a health emergency across Australia. The Australian
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Centre for Disease Control will play a critical role in this space, facilitating a nationally
integrated communicable disease dataset across Australia’s health system.

In contrast to advances made in data collection during the rollout, there was inadequate
preparation to monitor the longer term impacts of COVID-19 even though these conditions are
relatively common. There remain large gaps in our knowledge about long COVID, and about
vaccine effectiveness in preventing long COVID. Identifying control groups early in the
pandemic would have helped to address potential evidence gaps in advance. Established data
linkages would have allowed for early monitoring and analysis of long COVID and supported
the translation of evidence into clear public health messaging.

Clear communication of scientific information is required to maintain public confidence

Much of the available official information about the COVID-19 vaccines and treatments was
complex, subject to rapid change and not always timely or well targeted. This undermined
relationships between government and the health sector and also undermined public
confidence in the safety of the vaccines. Patient access to COVID-19 treatments also suffered.
Greater national coordination and clarity was needed to give frontline workers certainty as to
when treatments could be prescribed and how their patients could access them.

The speed at which new evidence was being received by experts and the desire for new
information meant that communication was delivered at rapid pace, and many members of the
public were for the first time consuming scientific information. It did not help that the public did
not always know who to trust and who had an authoritative voice. It is clear that lack of a
trusted voice affected public trust in vaccines and treatments. This must be addressed as a
priority well ahead of a future public health emergency. The government’s webinars and public
forums were recognised as a success, as they provided critical vaccine information. This
underscores the importance of having clear and consistent lines of communication in an
emergency. These pathways of engagement help to clear away confusion and combat
misinformation. Where there is a void of timely information, scepticism will fill it (see Chapter 11:
Communicating in a crisis).

The COVID-19 Vaccine Claims Scheme was intended to address emerging vaccine hesitancy
and give primary care providers certainty. However, it arrived too late in the pandemic and was
undermined by profoundly negative user experiences around slowness and difficulty of access.
We are mindful of international research that reinforces how establishing fair and accessible
vaccine claims schemes is fundamental to maintaining public health and overall confidence in
vaccination, especially in a pandemic.”?> Noting persistent and rising rates of vaccine scepticism
since the pandemic, we encourage a formal review of the scheme so governments can
understand how similar processes could be streamlined and made more transparent in future.

Lessons must be learnt from the unintended consequences of vaccine mandates

Vaccine mandates are common practice in high-risk settings such as in aged care, but their
justification for use in general population settings eroded trust during the COVID-19 pandemic.
Rapid movements of multiple variants of concern through the community had led to increases
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in population level immunity. This made the difference between the vaccinated and
unvaccinated marginal in terms of risk infection to themselves and others. An evidence-based
pathway was needed for rolling back the use of vaccine mandates as key conditions were met,
especially as they impacted critical industries and workers. Where restrictive measures remain in
place without clear justification, or longer than the original justification suggested, scepticism is
reinforced.

Vaccine mandates have been associated with broader declines in public trust in government
and medical science since the pandemic.?® Mandates were among the least preferred and
understood measures taken during the pandemic.®*" Australians now fear the politicisation of
medical science and are placing their trust in local healthcare providers instead of government
leaders and media.”??®

General vaccine hesitancy and scepticism has increased around the world since the
pandemic.”* The declines are most pronounced among at-risk cohorts who would benefit
most from vaccination.® These trends will lead to a high risk for future health emergencies.
We support recent Commonwealth efforts, working with the National Aboriginal Community
Controlled Heath Organisation, to improve uptake of vaccines among Aboriginal and Torres
Strait Islander people. However, much more work needs to be done to reverse ongoing
declines in vaccination rates across Australia. Any future use of vaccine mandates must be
carefully balanced against their tendency to erode social licence, increase vaccine hesitancy and
work against the goal of improving vaccination for certain groups.

5. Learnings

e The portfolio approach to vaccine procurement was justified given the uncertain
operating environment posed by the pandemic. Early reliance on the AstraZeneca
vaccine (and the subsequent issues with the vaccine) suggests future efforts might
better distribute supply between different brands.

e Australia’s health technology approvals process worked well to ensure rigour and safety
and enable timely access to life-saving COVID-19 vaccines and treatments.

e The risk equation for vaccine safety and efficacy will change during a pandemic,
especially where vaccines are approved through a provisional pathway. This creates a
balance between sharing the most up-to-date information and overwhelming the
public and providers and, if mismanaged, can undermine public trust.

e The vaccine rollout started slowly due to supply constraints and the need to establish
new delivery and storage mechanisms. It improved over time as vaccine stock and sites
increased, outreach programs were established across jurisdictions, and decision-
making and data reporting were improved under Operation COVID Shield.

e The Department of Health was tasked with delivering the vaccine rollout at a time when
its capabilities and workforce were under intense pressure. Its speciality is in policy
design and advice, with logistical expertise sitting with the states and territories.
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Planning capability is more readily provided by emergency management agencies or
the Department of Defence.

The vaccine rollout did not fully leverage Australia’s world-class healthcare workforce or
existing vaccination delivery systems. The breadth of expertise of nurses, pharmacists,
Aboriginal Health Workers and other health workers should be more appropriately
drawn on from the outset of a health crisis to support logistical efforts.

Despite COVID-19 vaccination rates improving for the general population over 2021,
there were particular challenges meeting targets for vaccination among priority cohorts.
This resulted from a lack of pre-planning and tailored outreach programs for these
cohorts.

Vaccine mandates were a controversial tool that accelerated vaccine uptake and helped
achieve the target under the national plan for reopening. However, they contributed to
distrust in government, increased vaccine hesitancy and carried profound social and
economic costs for those who could not or decided not to get vaccinated.

Vaccination rates for many diseases, including COVID-19, have fallen since the
pandemic, with vaccine fatigue and increased anti-vaccine misinformation being key
drivers. An unvaccinated population increases vulnerability to co-occurring outbreaks
that would overrun the healthcare system.

There was no contingency in pandemic planning for surveillance for long-term
sequelae, or measures that should ideally be put in place at the outset to capture cases
and controls to monitor for early indications of longer term disease consequences —
persistent symptomes, altered risk for developing other conditions, or exacerbation of
pre-existing conditions. The standing up of cohorts of first cases and clinical trial
platforms, supported by funding, pre-approved data and ethics protocols, is critical to
developing an evidence base in a crisis.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 2: Review the COVID-19 Vaccine Claims Scheme, with a view to informing the future use
of similar indemnity schemes in a national health emergency for a wider profile of vaccines and
treatments.

The COVID-19 Vaccine Claims Scheme review should:

examine barriers to access for the vaccine scheme based on feedback from the public,
users and primary care providers, and links between the scheme and vaccine hesitancy

consider international research on vaccines claims schemes and their relation to public
health and confidence in vaccination

include findings of how future processes could be improved.
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Action 7: Finalise establishment of the Australian Centre for Disease Control (CDC) and give
priority to the following functions for systemic preparedness to become trusted and
authoritative on risk assessment and communication, and a national repository of
communicable disease intelligence capability and advice.

The CDC must:

e Commence upgrade to a next-generation world-leading public health surveillance
system, including:

O

commencing establishment of new comprehensive surveillance infrastructure
that incorporates wastewater surveillance to facilitate disease detection and
monitoring, risk assessment, national data sharing, and operating with state and
territory systems to provide national updates on notifiable diseases

developing a plan to improve at-risk cohort data collection and linkages to
ensure cohorts are visible in an emergency and responses can be appropriately
tailored

ensuring captured surveillance data meet the analytical needs of public health
responders and support rapid research and real-time evaluation

drafting enhanced surveillance protocols for potential use in pandemic settings,
including for proactive community screening and for the cohort of first cases to
monitor for persistent symptoms resulting from infection

enhancing early warning surveillance capability and related modelling to inform
procurement planning for the National Medical Stockpile (to be undertaken by
the Department of Health and Aged Care)

confirming linkages with New Zealand health authorities and other regional
partners, and agreeing to near real-time data and intelligence sharing with them
and other regional partners.
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Action 9: Agree and document the responsibilities of the Commonwealth Government, state
and territory government and key partners in a national health emergency. This should include
escalation (and de-escalation) triggers for National Cabinet’s activation and operating
principles to enhance national coordination and maintain public confidence and trust.

This should include:

e greater clarification of roles and responsibilities, including around key areas of shared or
intersecting responsibility such as vaccine distribution in a national health emergency.

Action 11: Improve data collection, sharing, linkage, and analytic capability to enable an
effective, targeted and proportionate response in a national health emergency.

This should include:
e Improvements to data collection and pre-established data linkage platforms, including:

o delivering actionable insights regarding optimal emergency response design to
ensure emergency responses can be appropriately designed, tailored and
adjusted through real-time evaluation of both intended outcomes and broader
impacts.

e Expanded capability in Australian Government departments to collate and synthesise
economic and health data to inform decision-making, including:

o translating health statistics and information for the wider health community and
general public, helping to build health data literacy particularly in pandemic
settings

o leveraging research across academia and research institutions through
Australian Centre for Disease Control (CDC) technical advisory groups in key
methods areas.

e Finalising work underway to establish clear guardrails for managing data security and
privacy and enabling routine access to linked and granular health data, and establishing
pre-agreements and processes for the sharing of health, economic, social and other
critical data for a public health emergency, including:

o ensuring rapid mobilisation of real-time evidence gathering and evaluation

o sharing within the Australian Government, between the Commonwealth and
states and territories and with relevant sectors

o finalising agreements by the CDC on the sharing of health data between the
Commonwealth and the states and territories (also see Action 7)

o prioritising key health data on Aboriginal and Torres Strait Islander people,
culturally and linguistically diverse communities, people with disability and
children and young people.
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Action 13: Agree nationally consistent reforms to allow health professionals to work to their full
training and experience.

Options outlined in the independent Scope of Practice Review should be prioritised, including
harmonising existing legislation and regulation which govern what services pharmacists can
provide.

In addition, these reforms should include:

simplifying and streamlining the legal basis under which Aboriginal and Torres Strait
Islander Health Practitioners are able to administer medications

supporting nurse-led clinics to work independently and be remunerated equitably for
services provided that are commensurate with those of a GP, such as for vaccination

streamlining legislative changes made during the pandemic to engage the broadest
possible range of health professionals in ongoing immunisation efforts.

Action 17: Develop a national strategy to rebuild community trust in vaccines and improve
vaccination rates.

As part of this:

Health Ministers should urgently agree a strategy for addressing the broad decline in
COVID-19 vaccination, especially among priority cohorts, with a view to formalising
policy responsibility to improve these vaccination rates by target dates

There should be an emphasis on lifting early childhood vaccination rates for other
communicable diseases to pre-pandemic levels.

Action 19: Develop a communication strategy for use in national health emergencies that
ensures Australians, including those in priority populations, families and industries, have the
information they need to manage their social, work and family lives.

The strategy should:

create a central public health emergency communications hub that serves as a single
source where the Australian public can find integrated information about the
emergency response around the country

be informed by behavioural science and risk communication expertise

proactively seek to ensure consistency of messaging between levels of government,
providing supporting rationale and evidence for different approaches

leverage existing communication channels through professional bodies, unions, local
government and advocacy groups

meet the diverse needs of communities across Australia, including through co-design

include mechanisms to coordinate and consolidate communications, considering the
timing and frequency of announcements
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e include a strategy for addressing the harms arising from misinformation and
disinformation, which incorporates:

o information environment and ongoing narrative monitoring to combat
misinformation

o transparent engagement with social media companies

o promotion and coordination of policies to increase the resilience of the
information environment

o partnership between government and trusted organisations, experts, media, and
other influencers to pre-bunk and debunk misinformation.

6.2.Medium-term actions — Do prior to the next national health emergency

Action 23: Progress development of the Australian Centre for Disease Control in line with its
initial progress review and to include additional functions to map and enhance national
pandemic detection and response capability.

This should include:

e developing dedicated ethical guidelines and processes for national health emergencies
to enable rapid review in a changed risk context and enable real-time crisis-related
research, overseen by the National Health and Medical Research Council.

Action 25: Continue to invest in monitoring and evaluating the long-term impacts of COVID-19,
including long COVID and vaccination adverse events, mental health, particularly in children
and young people, and educational outcomes.

e Where evidence from ongoing monitoring and evaluation shows long-term impacts of
the COVID-19 pandemic continue to be seen, governments must ensure policies and
programs in place are tailored to actively address the impacts

e Evidence collected from ongoing monitoring and evaluation should inform plans and
responses to future public health emergencies in order to mitigate similar long-term
impacts.
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Chapter 11 — Communicating in a crisis
1. Context

During a health emergency, communication helps build confidence and trust in the crisis
response, improves public understanding and engagement, and alleviates fear.”'
Communication also acts as a tool to engage and encourage people to take an active role to
slow the spread of the virus. Most people wanted to stay safe and help others stay safe during
the COVID-19 pandemic. Communication was a crucial part of supporting them to do this.

The ability to communicate information clearly, honestly, empathetically and responsively can
mean the difference between successful mitigation of some of the most harmful aspects of a
pandemic, and an irreversible loss of trust and greater spread of the virus. If communication
fails, everything else government does to manage the pandemic is put at risk.

Effective communication is a two-way process that delivers clear messages via appropriate
platforms, tailored for diverse audiences, affirmed by trusted people, and providing an avenue
to hear from communities.®® Trust is inextricably linked with communication; this includes trust
in the people delivering the message, trust that the policy decisions are evidence based and
balanced and made for the good of the community, trust that the health system is fit for the
task, and trust in governance. The long-term success of the overall emergency response
depends on developing and maintaining trust with the public.

COVID-19 was the first significant global communicable disease challenge in the era of
widespread social media use.”** Before COVID-19, digital technologies and social media
platforms were rapidly changing the way people accessed news and information.”** With
traditional news readership declining, there has been widespread closure of newsrooms and an

increasing number of ‘news deserts’ — locations that have little to no local news coverage.”*

Many Australians spent extended periods under ‘stay at home’ orders, which led to an increase
in use of the internet.”® In this environment it was hard for people to find reliable information
as well as work out what was true or false and what action they needed to take to protect
themselves and others. Over time, Australians began to engage less with COVID-19 news and

sought to minimise stress by avoiding information about the pandemic.'’

As public health crises become more complex and multifaceted, there is greater reliance on
effective communication. Australia’s COVID-19 experience showed that future pandemic
communication must be effective in situations of considerable uncertainty and fear, changing
evidence and evolving pathogen and risk settings. Communication also needs to be able to
manage conflicting messages, conflicting opinions among experts, differing information needs
across diverse communities and industry sectors, changing levels of trust and resilience and a
more active climate of misinformation and disinformation.
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2. Response

Whole-of-government communication arrangements are set out in Australia’s communicable
disease plans, including the February 2020 COVID-19 Plan (see Chapter 3: Planning and
preparedness).”*® Under these arrangements, the Australian Government had responsibility for
developing and coordinating national public communications and communications to the
health sector, the primary care sector and at international borders. State and territory
governments had responsibility for public communications about the situation and approach
within their jurisdiction.

The COVID-19 plan emphasised principles of openness and transparency, accuracy, two-way
communication, use of existing channels, consistent clear messages, timeliness, communication
with vulnerable populations, flexibility and use of a wide range of methods to reach a broad

audience.*?

Australians engaged with communications in various ways that changed over time depending
on:

e individual circumstances and information needs (for example, people who were
medically at risk or were essential workers sought specific information to suit their
needs)

e how credible and trusted they found the source
e availability and accessibility of information provided through official channels.

People had multiple sources of information. Australian Government communications included
messages from leaders and federal departments. Communication activities from departments
ranged from campaigns to information provided from sources including officials, expert
advisory bodies, and partnerships with institutions, the health sector, and community groups
(Figure 1).
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Figure 1: Australian Government COVID-19 communication activities
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e media coverage, which partially drew on information from government sources (63 per
cent of Australians used media as a source for their information about COVID-19)

e government (federal and state and territory) departmental websites, including
Health.gov.au and Australia.gov.au (41 per cent of Australians sought information from
these sources)

e press releases and conferences by the Prime Minister (35 per cent), and First Ministers
(46 per cent)

e conferences from health officials (including the Chief Medical Officer, Chief Nursing and
Midwifery Officer, Therapeutic Goods Administration leadership and deputy Chief
Medical Officers) (42 per cent)

e social media posts from official government sources (21 per cent)

e people also reported engaging with information from their workplaces, schools and
from family, friends, and support workers.?*

2.1.Communication activities in each pandemic phase

The focus of Australian Government communication activities and messaging changed over the
course of the pandemic. This reflected the evolving risk situation and government interventions.
This section provides an overview of the key Australian Government messages in each phase.
While not exhaustive, it illustrates the scope and complexity of communications in a changing
pandemic environment.

2.1.1. Alert phase (January—April 2020)

Reports of the ‘novel coronavirus’, as it was then called, emerged in early 2020. Little was
known about the virus at the time. It was seen as a predominantly ‘overseas’ issue, with media
reports and social media posts discussing rising numbers of international cases. The first
messages from Australian leaders and the Chief Medical Officer began in late January 202
They focused on factual statements about the disease and its possible impacts on Australia.
Messaging emphasised that the Australian Government was following the public health and
medical advice and assuring and commending the public and institutions.”*

0 1342

1343

Once National Cabinet was established in March 2020, it was the primary decision-making
forum for national measures. Decisions of National Cabinet were communicated by the Prime
Minister through press conferences and media releases.*> Major decisions made by National
Cabinet included restrictions on gathering size and other social distancing measures,

international travel restrictions, self-isolation for arrivals, and advice for ‘at-risk’ groups.”*°

To provide context for these decisions, messaging focused on the need to ‘slow the spread’
and ‘flatten the curve’.®*’ The public was advised that measures could stay in place for the

medium term because we would be ‘living with this virus for at least six months’.?*
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Australian Health Protection Principal Committee statements gave updates on the virus and
disease and provided further information on some of their recommendations to government
on issues such as travel restrictions, isolation requirements for returning travellers and testing
for healthcare workers.** Following the establishment of National Cabinet, Australian Health
Protection Principal Committee statements provided further background on health information
and advice to complement National Cabinet’s decision announcements.

The Australian Government Department of Health rolled out the first national communications
health campaign in mid-March 2020.*° The campaign’s focus was on hand hygiene, support

for at-risk groups and COVID-19 testing information for Australians returning from overseas.™'
This was soon followed with information about enhanced social distancing measures and other

protective behaviours (Figure 2).

By March 2020 the first Australian COVID-19 related death was reported and community cases
increased, leading to Australia’s first wide-scale multi-state lockdown. As a result, public health
communications needed to be scaled up substantially to respond to the crisis and address the
level of fear and uncertainty in the community. There was a rapid expansion of communication
channels out of government, an increase in messaging frequency and a staffing surge into
communications areas, particularly into the Department of Health.">

The pandemic quickly escalated into an economic and whole-of-society crisis. Media and
National Cabinet statements expanded to cover economic and social issues, including the

introduction of economic measures to support households and businesses."*?

In April 2020 the Department of Health launched a daily infographic (used across media, social
media and online) on the COVID-19 situation in Australia, including counts of tests, cases,
hospitalisations and deaths.”>* This was just one of many trackers released publicly by
governments and other parties, including academic institutions and media organisations. The
public looked to these sources frequently (and official sources and the media often referenced
them daily) as a way of knowing whether sacrifices being made were ‘flattening the curve’, and
for clues on when measures like lockdowns might end. Jurisdictions and agencies used different
methods to determine and convey COVID-19 data, for example hospitalisations could include
any positive test or only COVID-19 admissions, and the trackers that combined these data were
difficult to compare and interpret.™>*
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Figure 2: Social Distancing and Hygiene (Alert phase) communication samples™®
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2.1.2. Suppression Phase (May 2020 — January 2021)

In this phase, announcements following National Cabinet meetings used the catchphrase ‘Save
lives and save livelihoods'. State and territory government messaging focused on how National
Cabinet decisions would be implemented in their jurisdictions. It also covered other locally
imposed public health measures, including 'stay at home orders’, travel restrictions, work
arrangements, restrictions on aged care facility visiting and internal and international border
closures. Because pandemic response settings were different in each state and territory, there
was different health messaging across the country (see Chapter 9: Buying time).

Attention on state and territory leaders increased as they implemented specific local measures
in response to disease oubreaks around the country. First Ministers and Chief Health Officers
held press conferences up to daily, giving updates on case numbers and changes to health
measures. During the second wave from July 2020, which mostly affected Victoria, the then
Victorian Premier was the most prominent Australian politician in the media, holding COVID-19
press conferences on 120 consecutive days.”’ The journalists covering COVID-19 were more
often political reporters than health reporters.

Australian Government departments were also producing messages for the general public on
the economic and other support measures. The Department of the Prime Minister and Cabinet
engaged regularly with other agencies to build and improve consistency in communications
across the Australian Government and communicated these through Australia.gov.au.

2.1.3. Vaccine rollout phase (February 2021 — November 2021)

On 22 February 2021 the first COVID-19 vaccine dose was given in Australia. This was the start
of the vaccine rollout phase. It lasted until national vaccine coverage of eligible Australians over
16 years reached 80 per cent in November 2021.°® In this phase, the public profiles of the
Australian Technical Advisory Group on Immunisation (ATAGI) and the Therapeutic Goods
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Adminstration (TGA) significantly expanded and their acronymed names came into everyday
use. However, it is unclear how many people fully understood their roles or responsibilities, and
ATAGI spokespeople did not have a strong media presence.

The TGA released regulatory updates on issues such as vaccine approvals and ongoing safety
and adverse event information.”® The mainstream media often picked up on these reports,
especially if they were to do with a death. The general public did not have a good
understanding of vaccine adverse event reporting and causation investigations, and this left
them more vulnerable to misinformation.

ATAGI's publicly available advice included clinical recommendations; advice for vaccine usage,
including on prioritisation and eligibility; and statements and weekly meeting updates.® It also
produced comprehensive clinical advice documents for vaccine providers as well as vaccine
information, safety information and shared decision-making guides for the general public.®" Its
advice was mostly used to inform the Minister for Health and Australian immunisation
providers, but there was significant public attention on and media coverage of their statements
and advice about the COVID-19 vaccine rollout (see Chapter 10: The path to opening up).”®

In this phase the Department of Health developed a specific communications strategy with the
tagline 'Safe, Effective, Free'. Messaging was increasingly informed by surveys and research,
advisory groups, and community and expert stakeholders.”® The early stages of the strategy
focused on vaccine purchasing agreement announcements, the regulatory approval process,
and safety and efficacy of the vaccines.®** In later stages messaging that actively promoted
vaccination was introduced as access widened. The final stage focused on addressing barriers

to vaccination and encouraging people to complete their dosing schedule.

The communication approach shifted in mid-2021 with the establishment of Operation COVID
Shield. COVID Shield communications focused on the 20 per cent of the population who were
uncertain about vaccination and introduced greater transparency on the progress of the
rollout.”®® When Operation COVID Shield began it supported a significant increase of publicly
available information. This included daily COVID-19 vaccine dose number reports, with more
detailed breakdowns by age, sex, jurisdiction, vaccine brand, administration site and eventually

doses delivered to at-risk priority groups.™®’

In January 2021 the Australian Government launched a series of regular COVID-19 vaccine
forums bringing together government officials, scientists and researchers, including experts,
prominent in the media to share information. These forums enabled discussion on the vaccine
rollout and helped ensure information in the public domain was well informed. This included
information regarding vaccine evidence, the rollout, and communcation challenges.® The
forums were jointly hosted by the Department of Health (National Health and Medical Research
Council), ATAGI and the National COVID-19 Health and Research Advisory Committee.
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2.1.4. Recovery phase (November 2021 to present)

In late 2021, as vaccination targets were met and Australia started to shift into the
transition/recovery phase, messaging focused on boosters for eligible groups, rapid antigen
tests (RATs), changing testing requirements and arrangements, and antiviral treatments. The
Department of Health progressively scaled back its daily updates to the current combined
vaccine, treatment and case and outbreak trends report, which give monthly updates on cases;
deaths; hospital, aged care and disability impacts; vaccinations; and treatment information.™®°

The current approach to COVID-19 communications is set out in the National COVID-19 Health
Management Plan for 2023. This plan includes key objectives of ‘Informed community,
informed choices’ and ‘No one left behind'. It aims to increase community education and
engagement (particularly to maximise vaccination, treatment uptake and community
protection) and provide additional supports to those most at risk of severe COVID-19. The plan
outlines that messaging should continue about the COVID-19 vaccine program, treatments and
preventive behaviours and also informs people about ongoing impacts of COVID-19, including
long COVID."?"™

2.2.Tailored and two-way communication

The government'’s approach to communications was to prioritise messages in an accessible,
inclusive way to maximise engagement and reduce the need for tailoring.””" Over time, the
government began to use multi-channel, integrated approaches to communicating with
specific parts of the community and developed written material and other messaging that was
designed or adapted for different populations.””* Further information is available in the Equity
section.

The Department of Health sought to improve communications with priority populations —
including people with disability, Aboriginal and Torres Strait Islander people, culturally and
linguistically diverse communities, and older Australians — after those communities reported
concerns about previous communications.”” Throughout 2020 and into 2021 newly established
advisory groups within the Department of Health set up communications working groups and
advised the department on the development of tailored communications for these groups.””*
As discussed in the Equity section, some of these groups have an ongoing role post-pandemic
and have expanded to advise on health outside of COVID-19.7"

The government also increasingly worked with community organisations and trusted 'voices'. It
created partnerships with community leaders and helpers™’® to tailor resources and drive
grassroots campaigns, provided flexible funding to community organisations, and produced

videos featuring health professionals and carers."’

The government produced key health and vaccine information in 85 languages other than
English,®’® partnered with media organisations to develop video content in language, and
created audio and video materials in up to 15 Indigenous languages.”” Closed captioning and
Auslan interpreters were used during Department of Health updates and media briefings, as

well as at leaders’ press conferences.*®
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Media organisations were important in reaching specific audiences. Community broadcasters
and local news organisations served as a vital information source for people in regional and
remote Australia; Aboriginal and Torres Strait Islander people; culturally and linguistically
diverse and youth communities; and older Australians.”®' SBS provided in-language online
video resources and simultaneous interpretation of media conferences into key languages.’™®
Aboriginal and Torres Strait Islander media teams assisted with translations into Indigenous

languages and delivered content relevant to those communities.®?

Australian government departments were responsible for communication and information
sharing with stakeholders within their areas of responsibility. The Department of Health
distributed messaging through medical colleges and associations, the National Aboriginal
Community Controlled Health Organisation, community and representative organisations, aged
care facilities and private sector health providers. It also distributed information through forums

and released online statements and guidance documents.*®*

The Department of the Prime Minister and Cabinet acted as a central point within the
Australian Government for sharing of information. It shared Department of Health information
with other agencies, and those agencies then shared it with the sectors or industries for which
they held policy or regulatory responsibility.® The National Coordination Mechanism was also
used for information sharing across the Australian Government, states and territories, industry

bodies and the private sector (see Section 4: Preparedness, governance and leadership).”*®

2.3.Information guiding public health communications

Australian and state and territory government departments did surveys, media analyses and
research on information needs and how people were percieving communications on COVID-
19.7%" These were sources of feedback on how Australians were responding and felt about the
crisis. They also provided important feedback on the efficacy of measures. For example, the
Department of the Prime Minister and Cabinet behavioural science team researched
Australians’ behaviours to support government communications and policy design of health

measures, the vaccine rollout and information needs of businesses and industry.'®

In the pre-vaccine phase, the Department of Health set up a large, bespoke survey and social
media monitoring. This informed communications and advertising efforts, assisted the
Australian Health Protection Principal Committee to understand the impacts of and adherence
to COVID-19 measures, and eventually informed the vaccine rollout communications strategy
and logistics.”*

Jurisdictions carried out similar analysis. The New South Wales Department of Customer Service
used its central data analysis and customer insights capability and direct engagement with key
communities to inform decision-making and communications efforts. Throughout the
pandemic it shared the data it collected, including health and economic inputs and information
received directly from priority populations, across the New South Wales Government, providing
feedback on the efficacy of communications and health measures and assisting with adapting
the response. For example, its data helped to shape different types of messaging for different
people in different locations, encouraging them to adhere to public health measures and
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increasing intention to vaccinate. The department collated data from a variety of sources,

including an ongoing COVID-19 sentiment survey.”%

2.4. Addressing misinformation and disinformation

Health has long been an area where misinformation is rife, and it is a target for well-established
and coordinated disinformation campaigns.”" Accordingly, measures to address
misinformation and disinformation were factored into the Australian Government'’s health
communication strategy from the start.”®* The aim was to build community understanding to
inoculate against false and misleading content and to counter false narratives as they occurred.

Australian Government departments increased their social media presence to provide people
with easy access to official information, to help mitigate the risks of information voids. It
promoted its official messaging and responded to comments on social media. For example, the
Department of Health received over 50,000 comments per month at the peak of the
pandemic.”® The department actively addressed misinformation, misconceptions and rumours
using proactive posts and statements and through the ‘Is it true’ page on its website.*

The Australian National Clinical Evidence Taskforce was set up to investigate which treatments
were backed up by evidence and provided advice to clinicians and government. This served as
an authoritative source of information and assisted in countering misinformation and

confusion.”?

The Department of Home Affairs led an interdepartmental committee that shared information
on misinformation, disinformation and violent extremism.”* The department also monitored
social media content for harmful misinformation and disinformation. Where it found this type
of content, it asked social media companies to review it against their terms of service policies.
Between 16 March 2020 and 18 May 2023 the department referred 4,726 social media posts to
social media companies. Social media companies took action on 3,098 of those posts to either

remove them or limit their reach.”%’

During COVID-19 the major social media companies introduced specific terms of service
policies, algorithm changes and third-party fact-checking organisations to limit harmful content

about the pandemic.”%

In December 2019, the Australian Government requested that major digital platforms in
Australia develop a voluntary code of practice to address online disinformation and news
quality concerns.®*® In 2021 the Digital Industry Group released its voluntary Australian Code of
Practice on Disinformation and Misinformation (the DIGI Code). The DIGI Code, which was
updated in December 2022, seeks to reduce the risk of online misinformation causing harm to
Australians. The Australian Communications and Media Authority oversees the operation of the
DIGI Code, though it currently has no formal enforcement powers. There are currently nine
signatories to the DIGI Code: Adobe, Apple, Meta, Google, Legitimate, Microsoft, Redbubble,
TikTok and Twitch, which have committed to some safeguards against online disinformation

and misinformation.4®
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3. Impact

3.1. Early communications needed to build understanding and promote action
People valued the clear information from government during the alert phase

In early 2020, initial uncertainty about what was happening quickly turned into a massive
amount of data, media and commentary." " Once numbers of cases and deaths started to rise
in Australia, people increasingly sought out more information. This demand was met with an
overwhelming volume of information from many sources.

By mid-March 2020, 80 per cent of news was related to COVID-19."% Information of varying
quality spread quickly and widely on social media and digital services. Amongst this noise,
governments competed to provide official information to the public that was clear and
digestable.

As expected in a pandemic situation, information about the virus, the disease, the situation in
Australia and internationally, the effectiveness of measures and how the public were
responding to them was constantly changing. The panel was told that everything changed so
fast, minute by minute and hour by hour.™*® Rapidly changing, uncertain and complicated
circumstances meant it was often challenging to provide clear information. This made
information difficult to absorb and understand."**

Some stakeholders expressed the view that although the information enviroment was
challenging, communication was viewed as successful, particularly in the alert phase."
Australians were told to ‘stay at home’, ‘slow the spread’, and ‘flatten the curve’.*® Health
experts and the media used engaging graphics to explain complex scientific concepts and
describe virus transmissibility so that Australians could understand more about the virus and

how effectively the government’s approaches were driving down case numbers.

Figure 5: Chief Medical Officer demonstrating health measures ‘flattening the curve™”
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The Inquiry’s community input survey found that most people agreed the Australian
Government helped them understand COVID-19 (73 per cent agree)."®® Another report found
people thought the government had explained what they could do (81 per cent agree)."* At
the peak of the pandemic (2020-2021), people agreed government information was easy to
access (77 per cent), was clear and easy to understand (73 per cent), was up to date (73 per
cent) and was provided at the right time (64 per cent); and people thought they were given
enough information on what to do to protect themselves (COVID-safe messages) (65 per
cent).”10

Delays and some confusion were, however, a feature of early communications. There were
some criticisms that messaging from leaders to the public was slow and inconsistent at times.
While the health sector was ramping up to respond, early government communications to the
general public were limited, which meant in many cases they lacked the knowledge required to
understand the upcoming rapidly changing technical information and prepare for what was to

come."

There was some mixed messaging by leaders and in the media, particularly about social
distancing and attendance at major events such as the football and Formula 1. However,
messages progressively became clear, calm and directive. They followed risk communication
principles, emphasising reassurance and acknowledging uncertainty. The most impactful
communications followed a structure of ‘what we know, what we don’t know, and when we'll

know more’."#"

Fear drove some communications, undermining effectiveness as the pandemic wore on

International reports of high death rates and overwhelmed hospitals and morgues led to
intense fear. We heard the Australian Government generally attempted to avoid using fear to
promote compliance.""* However we also heard that some communications used ‘scare tactics’,
blame, or a castigating or aggressive tone."*" For example, some felt that media was focused
on ‘outing’ people who were primary cases in outbreaks; some government messaging was
seen as patronising; and, a New South Wales advertisement featured a woman in a hospital
bed struggling to breathe.''®

There were examples where the government used more empathetic messaging. This includes
the Australian Health Protection Principal Committee statement in February 2020 calling out

racism and xenophobia and highlighting that public health measures were recommended to

contain the virus, not to isolate communities from the support and care they need.""

The Inquiry’s community input survey report and other research outlines that people thought
the government response to the pandemic (and therefore communications on measures) were
appropriate at the time.""® This support remained high up to February 2021 (up to 80 per cent
agreeing) but has declined since. Some people reported negative experience with COVID-19
information, becoming increasingly distrustful and thinking the content was biased towards 'the
government agenda’.*" In some instances, this caused people to seek information from their
social networks and alternative sources online.
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An overload on information contributed to confusion and fatigue

The Inquiry’s focus groups reported that as the pandemic progressed, the general public
became increasingly confused and frustrated by the overwhelming amount of information and
the government's approach to communication."?° We heard that despite efforts from
government some found information relating to the pandemic overly detailed and complex.

The initial success in controlling COVID-19 was followed by a drop in public enthusiasm for
‘controlling the spread’. Success meant that the perceived risks of community spread reduced
with relatively few Australians having direct experience of infection. Pandemic fatigue set in
when it became clear that the pandemic would last some time and there would be a long
period of uncertainty, stress, despair and grief. 2! As the levels of interest, trust and confidence
dropped, the government found it challenging to maintain engagement and motivate people

through communications."*

How communications were perceived was heavily influenced by what was being messaged and
whether people agreed with it, the public's engagement, and their levels of trust in both the
government making the decisions and the person delivering the message.

3.2.Coordination and consistency

The pandemic saw government and public health officials trying to understand,
convey and adjust to the immediate threat of COVID-19 and the evolving
evidence and research. Coordinating and communicating a clear and consistent
message during this crisis was not always successful, with states and territories
often using different sources thereby providing different health advice —
Queensland Nurses and Midwives’ Union.'*

The speed of information made consistency difficult

Evidence and public health orders changed quickly, sometimes daily. While advice was
intended to be responsive to rapidly changing circumstances, information being released so
quickly created confusion."** Advice was sometimes seen as inconsistent and contradictory.

New public health orders would often start from the day of announcement and not always be
accompanied by detailed information to explain what was different and why, and what it meant
for families, workplaces and industry sectors."* In some jurisdictions they started on a Friday
afternoon, making it virtually impossible to make changes to rostering and other working or
family arrangements."*? In particular, people found it difficult to keep up with changing rules
about lockdowns, close contacts and domestic border closures."?” This was particularly true for
businesses that operated across state borders, including aged care and food and grocery
providers.

Different approaches undermined national consistency in communication

Australia’s federated system made nationally consistent and coordinated communication even
more difficult. Frequent and rapidly implemented changes to advice that were simultaneously
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communicated from multiple levels of government added to the already overwhelming
information environment. Communication struggled to keep up with the speed at which things
were changing.

Some of the most confusing information scenarios occurred because there were differing
approaches around the country. Conflicting messaging from the Australian Government and
state and territory governments added to confusion. For example, we heard the different
approaches to schooling between the Australian Government and state and territory
governments caused significant confusion among representative bodies, school boards,
principals, teachers, parents and students.*?® The Australian Government was not able or willing
to explain why approaches diverged. It was often not clear to the public what the objective or
rationale for response measures was and the reasons why there were differing approaches.

Participants in the Inquiry’s survey rated the Australian Government’'s communication
performance most negatively in relation to the reasoning behind different rules and restrictions
in different regions (43 per cent) and state border closures and the reasons behind different

rules for different restrictions across the country (51 per cent)."#

Coordination assisted in bringing consistency

We heard that National Cabinet communications were most effective when there was an
agreed communications strategy with high-level summary points. This type of communication
assisted each state and territory to then tailor localised advice."*° However, this did not always
occur. We heard that, on several occasions after National Cabinet meetings, the Prime Minister
announced decisions that states and territories did not consider were the same as those agreed
at the meeting."?'

Australian Government officials were also hearing outcomes from National Cabinet at the same
time as the public.'*** The Prime Minister's press conferences were rapidly translated into public
material, but there was little opportunity to provide further background and explain the basis
for decisions or how they would be implemented; or to align Australian Government, state and
territory communications. We heard this made coordinated implementation of National
Cabinet decisions challenging.

The timing of announcements was identified by many to be important to strengthen alignment
and consistency between national and state communications, and for messaging to be
supported by expert voices to assist in translation. We heard that although Australia.gov.au was
a central hub of information, communication could have been more coordinated across
Australian Government departments and with other levels of government."** Our research
indicates people wanted a clear, central source of live information that provided straightforward
guidance about what to do and why."** Industry groups told us it was very difficult to get
advice directly from public health officials to assist them to interpret and implement key
measures.
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Mainstream media played an important role

We heard that people were tuning into leaders’ press conferences every day, but the media
had a role to explain all the comments leaders made. Without the media, that ‘'sense-making’
role would have been missing."** Media organisations told us they viewed themselves as
having a key role in identifying what was important, credible and relevant and then helping
their audience make sense of that information.'*** Despite their resources they found it difficult

to grapple with changing information.™*’

We heard that political leaders were more willing to directly brief journalists on complex
information.'**® The Department of Health also expanded its media engagement, holding media
briefings and daily press conferences where spokespeople took questions from journalists and
provided background information."*° Despite this, we heard criticism that government
departments retained 'normal’ risk-averse ways of operating when engaging with media, with
limited transparency and slow responses.'** Differing views may be indicative of the fast-paced
demands of the crisis operating environment. From some departments we heard it was not

always an advantage to rely on media reporting.'*"'

3.3.Trusted sources and science communication

Experts played a critical role in keeping the public informed but a lack of transparency
undermined trust

The most trusted sources of COVID-19 information in Australia were scientists and health
experts (85 per cent), state/territory governments (67 per cent) and the federal government (66
per cent).”* From the outset, leaders emphasised that they were following the advice of
medical experts’."*** However, some believed political leaders ‘hid’ behind experts to justify

tough or unpopular decisions.**

We heard there was a reluctance to acknowledge uncertainty and explain where there were
unknowns when making decisions, particularly from political leaders."** Some experts were
then placed in the firing line when they could not provide sound scientific bases for particular
measures (such as curfews or travel limits)."** However, we also heard that experts thought
there were extraordinary opportunities to better engage the public, particularly to build
understanding and maintain trust in situations where there was uncertainty and reliance on
emerging evidence, or where evidence and decisions were contested.'**’

We heard there were unintended impacts of confidentiality constraints on communication from
experts. Confidentiality limited sharing of advice between national expert technical advisory
groups, which impacted coordination of their public communications.”*® It also meant there
were fewer experts available to explain complex advice through the media or other channels.

People who did not always have the required expertise or contextual knowledge of
government-held data or decision-making stepped into those information voids to provide
commentary."**® We heard that across the pandemic, but particularly during the vaccine rollout
(see 3.4 Vaccination communications impact), there was a large amount of conflicting
information being shared with the public, including different views expressed by people seen as
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health experts. There was a proliferation of ‘armchair experts’, including reputable scientists
who were providing opinions outside their areas of expertise. This confused members of the
public who found it hard to identify which ‘expert’ was qualified to comment.™*°

The panel heard views that there was not enough transparency of data and expert advice that
was informing government decision-making. Specific concerns were raised regarding the
limited transparency of meeting minutes and advice from important advisory groups including
the Australian Health Protection Principal Committee and ATAGI."*' Stakeholders told the
Inquiry that the Australian Health Protection Principal Committee as Australia’s peak health
advisory group was no longer transparent and its advice was not visible.'**? Because generally
only high-level outcomes were shared, there was limited insight into how decisions were made
and how different considerations were weighted to get to the final advice."*?

The panel heard differing views on whether all data should be made publicly available in every
instance because there are risks involved in releasing raw information without analysis or
context."* Transparency is needed for trust, but sometimes it can work against other principles
of good communication, such as accuracy. We heard that transparency, without ensuring
information is understandable and accessible, is problematic and does not improve trust or

promote positive health behaviours.">

3.4. Vaccination communications impact

Communications during the vaccination phase were some of the most criticised, despite
following a communciations strategy that was comprehensively informed by research, advisory

groups, and community and expert stakeholders."*®

Vaccine messaging was affected by the changing risk and trust situation; a breakdown between
Australian and state and territory governments; and increasing levels of misinformation and
disinformation circulating widely on social media and other channels, even before COVID-19
vaccines were available.

Initial communication strategy matched the slow vaccine rollout

Strong calls to action were not initally used. Instead, the approach focused on factual and
reassuring messages on vaccine safety. This approach was informed by consumer research and
was intended to avoid creating demand for a vaccine the government could not (at that stage)
supply quickly."*” Despite some hesitancy, surveys up to April 2021 indicated that the intention
to vaccinate was over 70 per cent and increasing as more information about international
vaccination programs became available, and confidence in the Australian program was

rising.'*®

Changing advice caused confusion and undermined confidence in the vaccines

There was significant attention on communications coming from ATAGI, as the pre-eminent
Australian advisory group on immunisation, and the TGA, as Australia’s medicine regulator. Pre-
existing terms of reference and confidentiality constraints prevented advisory group members
from publicly commenting on their advice outside of published statements. During COVID-19,
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the co-chairs of ATAGI were appointed spokespeople, but they were not present at
annoucements of changes to the rollout in response to their advice. Some thought this was a
problem because nuance in their advice was lost when communicated to the media by
others."*?

One of the most confusing aspects for the public to navigate related to changes to the vaccine
rollout in response to a very rare but serious side-effect of the AstraZeneca COVID-19 vaccine.
ATAGI advice to change eligibility by age was responsive to international evidence, but it had a
profound impact on Australia’s vaccine rollout. On multiple occasions, a rush by government to
announce changes to the rollout in response to ATAGI's advice created communication and
implementation challenges. There were two instances where press conferences by the Prime
Minister and health department officials were held to announce changes, without first

informing vaccine providers."¢

The situation itself was complex. It was difficult for the experts, let alone the public, to balance
the risks of the effects of COVID-19 with side-effects of the vaccine, especially as most of
Australia was yet to experience the full effects of the virus. This was heavily debated publicly by
people with varying degrees of health expertise, and by politicians, leading to further confusion
and distrust.

Organised anti-vaccination groups stepped up their counter-messaging. Complexity was also
worsened by some of the carefully chosen language being used, with subtle differences in
meaning between terms (such as ‘preferential use’, ‘consider’ and ‘recommend’) being lost.

At this time, Australia was in the enviable position of having virtually zero community
transmission. However, it was known that the next wave could occur at any time. That came in
June 2021 with the start of the Delta wave. This highly transmissible and deadlier variant
changed the risk environment and led to another round of changing vaccine recommendations.
This was again complicated by public disagreements, including between governments and with
ATAGI.®' By June 2021 intention to vaccinate had decreased to its lowest level.'®

In response, the Department of Health adjusted its communications. It placed an even stronger
focus on vaccine safety; tailored messaging to people over 50 years who were particularly

affected by the AstraZeneca changes; and addressed barriers to vaccination.'*?

The further reset that came with Operation COVID Shield was associated with an expansion of
data transparency. It was accompanied by the first major campaign directly encouraging
people to be vaccinated. However, there was some criticism at the time that it was an
ineffective call to action that did not create a strong emotional pull. It was also noted as being
alienating for some, especially people from culturally and linguistically diverse communities
coming from countries with a background of conflict."*** While ‘Arm yourself’ was adapted to
'Protect yourself' for culturally and linguistically diverse and Aboriginal and Torres Strait Islander
audiences,*® most would have still been exposed to the original version in mainstream media.
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Figure 3: First phase of the Operation COVID Shield campaign — 'Arm yourself (June 2021).
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By November 2021 the COVID-19 vaccine rollout had met and quickly surpassed its 80 per cent
vaccinated target, which allowed for the easing of restrictions. However, concerns remained
regarding contradictory messages on safety, perceptions of overstated vaccine effectiveness
claims, and less tolerance and understanding of evolving evidence, when compared with earlier
phases of the pandemic.

3.5.Misinformation and disinformation

Misinformation and disinformation, particularly within the context of a deadly health
emergency, are significant issues. Misinformation about COVID-19, the response, vaccines and
treatments was very prevalent, with serious consequences."® By the end of the vaccine rollout
phase, most adult Australians (82 per cent) had come across misinformation about COVID-
19.M¢7 Most of this misinformation imitated or contested scientific and health messages,
particularly in relation to COVID-19 vaccines, where misinformation and disinformation was
spreading even before vaccines were available.

False and misleading content gave rise to harms including a reduced willingness to be
vaccinated or increasing risky behaviour such as using dangerous alternative therapies, or
taking ineffective treatments not backed by science, such as hydroxychloroquine and
ivermectin.'#®

Opportunists and scams also became a problem during COVID-19. The Australian Competition
and Consumer Commission estimates that Australians lost a record $851 million in scams in
2020.1% Between 2020 and 2023 Scamwatch received over 6,415 reports mentioning the
coronavirus, with more than $9.8 million in losses."’® Opportunists capitalised on massive
interest and an environment of fear. As early as March 2020 the TGA was already seeing some
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people take advantage of the pandemic by advertising products that claimed to prevent or
cure COVID-19. A very public case was legal action by the TGA against Pete Evans’ 'subtle
energy revitalisation platform’, resulting in a fine of $25,200 for false advertising."”" While the
product was removed, it had already contributed to the misinformation and misleading
information contributing to public confusion.

There were also increases in online harassment, bullying, and extremist content."’? In Australia,
there were instances of threats directed at health experts, media, officials, and politicians during
lockdowns and the vaccine rollout, and incitement to violence. We heard concern that experts
were silenced by online vitriol and this could affect their willingness to publicly engage in a
future crises.™” There have been warnings that extremist groups have ‘exploited’ anger at
COVID-19 policies to radicalise Australians into believing conspiracy theories and adopting

white supremacist and other radical ideologies."*"*

Social media presented fresh challenges

Social media expands access to information of varying quality and feeds people curated
content, which can reduce the diversity of information people are exposed to."’> However,
social media is not the only place where misinformation exists, and we saw examples of
unsubstantiated claims made in traditional media."*’® Social media and media more generally
could be vectors for misinformation, or useful in addressing it. Some media organisations, for
example, played a vital role in identifying information gaps and proactively addressing
misinformation."’” Social media and online forums also had a positive function in providing
places where experts could rapidly share credible information and research with their peer
networks and the public.

It is difficult to quantify the impact of the government'’s approach to addressing misinformation
and disinformation. Misinformation kept evolving, so the approach to addressing it needed to
adapt. Government did work to stay engaged and responsive to this changing situation. These
efforts ranged from pushing out communications to prevent or fill information gaps, through to
working with community groups and leaders to tailor information to respond to specific

narratives circulating in those communities.'’

Some people viewed the approach taken to refer content to social media platforms for review
against their terms of service as controversial or government censorship. We have heard that
efforts to address misinformation and disinformation should be as transparent as possible, and
informed by the public.

Vaccine adverse event reporting and causation investigations are complicated, and this left the
public confused and more vulnerable to misinformation.'”® People struggled to make sense of
the reporting, as very few had previously looked at these data for other vaccines and most did
not how the system worked, or changes to the system. There were no previous equivalent data
to compare with where new vaccines had been rolled out on this scale, or under the same level
of public scrutiny. Organised anti-vaccination groups took advantage of the confusion, claiming
all adverse reports, particularly deaths, were vaccine-related. In the year of the rollout, Australia
had fewer deaths than in 2020, and many fewer than were expected. "¢
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3.6.Tailored messaging for priority populations
Communication for priority groups were less effective

Communication activities for priority groups were less effective than general communications
campaigns, particularly regarding vaccination."®" We heard that government communications
were often not considered accessible, timely or tailored to the diverse requirements of priority
populations."® This was despite efforts to provide accessible and inclusive information.

We heard there were initial delays in developing appropriately tailored messaging, delivering
messaging using trusted voices and feeding back the community experience of
communications and the measures."®* Several advisory groups were established and consulted
on communications for priority populations. While these advisory groups played a key role, in
some instances they were established too late, with the void already filled through informal

channels, often including international media sources or family and friends overseas.'**

This exposed a lack of planning and knowledge within government on how to effectively
engage and communicate with different parts of Australia's population.'

Lack of tailored communication undermines public health objectives

The Inquiry heard that a lack of tailored communications made it difficult for some groups to
understand and comply with public health directions and increased confusion and anxiety."®
Some groups felt forgotten and left behind in the response. We also heard that the public
officials and experts did not reflect the cross-section of the community."¥’ Information vacuums
led some groups to turn to informal information sources and left space for misinformation to
flourish.'8®

Communications were most successful when they were interpreted and disseminated by
trusted voices and community organisations."® This leveraged their understanding of groups’
needs and preferred information channels and was helped when government also provided
clear advice in plain English that could be translated, tailored and disseminated. The
government also developed unbranded templates (such as social media tiles and newsletters)
that organisations could utilise, and these were also successful."**° Flexible funding from
government enabled tailored communications activities, but we heard some organisations
performed significant amounts of work developing messaging relevant to their communities
and disseminating official information without additional funding."'

Communication needs are ongoing

The panel heard that people still want ongoing communication about COVID-19."% This is
particularly the case for people with disability or other people at greater medical risk from
COVID-19. People told us that they feel abandoned by the abrupt shift in focus away from
COVID-19 and the associated reduction in information."**

Participants expressed confusion and loss of confidence in why COVID-19
information rapidly came to a standstill. They were unsure if the Government was
taking it seriously, and why there were so many rules imposed in hindsight, which
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changed so often and stopped so drastically. - University of Western Australia,
Bilya Marlee School of Indigenous Studies'**

4. Evaluation

Plans need to be coordinated and flexible to address changing circumstances

It's difficult to quantify or characterise the sheer scale and complexity of public
communication requirements from the earliest days of the pandemic to today —
Cochrane Australia and the Centre for Health Communication and
Participation.”

The importance of communication to minimise harm was identified early in the pandemic,
along with the need for agility to adapt to the various phases of the pandemic and associated
changes in knowledge, risk and trust. There were positive aspects to the government’s early
communications approach: messaging was timely and clear, experts were brought in to
strengthen credibility and engagement, and communication approaches were innovative.
However, government communications were slow to adapt over the course of the crisis, did not
explain the health orders and related frequent changes to rules or exemptions, and were not
responsive to community sentiment. We heard that collectively this caused frustrations,
heightened tensions and increased the likelihood of people turning off from government
communications or going to other information sources.

The panel concludes that there were deficiencies and opportunities for improvement in future
national communication strategies. Coordination and information-sharing mechanisms must be
able to provide individuals, businesses and communities clear explanations about ‘what this
means for me and why'. Without this, governments run the risk of diluting the effectiveness of
measures and eroding goodwill. Early engagement with community-based organisations,
community leaders and local government was shown to be key to both shaping and
communicating health measures relevant to the local communities. This applies equally in the
business sector.

As COVID-19 wore on, there was greater questioning of the rationale underpinning the
governments’ response, specifically the duration, severity and broad application of response
measures. Confusion about significant changes in the goals of the national response
contributed to this reduced confidence.

People perceived there were inconsistencies between the national strategy of aggressive
suppression (as agreed by National Cabinet) and the approaches employed by some states
(e.g., COVID-zero). Later, when there was a change in national position toward living with the
virus, communication failed to bring the public along; in fact communication fell away at this
critical time.

When pushed to defend the evidence behind differing measures across jurisdictions, some
governments moved towards catastrophising the situation — talking of the deaths that had to
be prevented, and the damage the virus could do. This polarised government communications
about the level of risk, which were challenging to address.
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Governments must reconsider broader communications planning and implementation for
future pandemic responses to better coordinate with state and territory approaches — they
cannot work in isolation. This is especially important when there are major shifts in pandemic
management or when there are perceived inconsistencies in the approach across jurisdictions.
A major goal of national and state communication should be to proactively identify and
respond to differences in public health measures and explain the rationale.

The panel acknowleges that efforts made by the Department of Health and the Department of
the Prime Minister and Cabinet helped coordinate messaging and sharing of information
through a central portal with links to federal and state and territory information. However, they
were not sufficient to deliver a cohesive and timely national communications approach and did
not meet the expectations of industry and community sectors, and the general public.

The panel considers the frequency and timing of National Cabinet decisions minimised the
opportunity for health officials and sectoral lead agencies to be made aware of and prepare
supporting material. Inconsistent or delayed responses to requests for greater transparency or
more detail relevant to their specific circumstances resulted in increased criticism of
government and impacted trust.

While the government’'s communications capability and capacity improved over time, the broad
effectiveness of the communications varied and, in the absence of post-action reviews, it is
difficult to assess the efficacy of individual strategies and their contribution to health outcomes.
Real-time evaluation needs to be a priority going forward given the very rapid nature of
change in a pandemic.

Vaccine communication weakness

The comunication challenges around vaccines were significant, and the government’s approach
added confusion to what is already a complicated topic. This could have been better managed
with leadership, and a clearer role for ATAGI in the communication of vaccine-associated risks.
ATAGI could have been better supported by communications experts. This may have helped
maintain greater confidence in its changing advice, both with the public and within
government. The consequence of this poor communication was to undermine broader trust in
the vaccine rollout.

There are immediate and longer-term consequences of the challenges surrounding
communication on vaccination. Inconsistency in messaging among governments and experts
impacted the vaccine rollout. Concerns about very rare but serious side-effects also had a
significant impact on slowing the vaccine rollout just when community transmission and
hospitalisations were on the rise. This pandemic legacy of a loss of trust in vaccines within an
active and entrenched vaccine misinformation and disinformation environment is having a
continued effect on Australian vaccination rates, including COVID-19 boosters and non-COVID-
19 vaccines.

Communication strategies do need to take into account the sensitivities of vaccine-related
severe reactions and loss of life, and how to communicate the risk in a balanced way to the
public. This must be taken into account in communication plans, including specific approaches
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that deal with complex health data, their limitations and their meaning — including case counts,
hospitalisations, deaths, excess deaths and vaccine adverse events.

Tailored communications

As highlighted in the Equity section, there was significant need for and benefit in tailoring
communications for priority populations. The government’s initial communications relied
heavily on a universal communication approach. We recognise that starting with broadly
accessible, simple messages has a place, and that tailoring communications for groups and
individuals can take time; however, too often initial messages were not simple, accessible or
meaningful for all audiences.

There were occasions when messaging was unsuitable for some groups. For example, the ‘Arm
yourself’ campaign was confronting for some, particularly people coming from war-torn
backgrounds. The message was modified for some groups, but the original message continued
to roll out in a national campaign, which was visible to all.

Communication for priority groups improved over the course of the pandemic. Advisory groups
were a good example of mechanisms for community-informed design that improve the speed
and relevance of messaging as well as maintain relationships and a two-way flow of
information. These supported the development of innovative and cohort-engaging
communication at the community level. These trusted communication pathways were very
powerful and particularly important as broader trust diminished. In going forward, governments
need to engage early and resource these functions.

Several national and state and territory agencies successfully deployed behavioural science
approaches in tandem with direct feedback from communities. A particular standout to the
panel was the combination of data integration and direct community feedback undertaken by
the New South Wales Government. These systems produce powerful insights but take time,
resourcing and cooperation to build and are key foundations for pandemic preparedness.

Transparency and trust

The high level of adherence to public health measures was an encouraging feature of the
pandemic and requires further examination of the role of communication in achieving it.
Political leaders, health experts, and journalists often worked together in innovative
collaborations to deliver information about the pandemic for Australian audiences. However,
much of this work was not coordinated by government and was based on voluntary efforts. A
key lesson of the pandemic was the importance of testing the traditional emergency
management communication strategies to enhance our preparedness.

However, there were instances where the government actively placed limits on experts and
advisory groups engaging fully with the public. Examples of this included Australian Health
Protection Principal Committee advice being subject to Cabinet confidentiality requirements,
and barriers to ATAGI explaining their advice. At a point when there was significant public
attention on these groups, this only fuelled distrust and allowed commentary by everyone
except the experts best placed to explain. The pandemic highlighted the need to have highly
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nuanced advice and evidence communicated to the public by the people who best understand
it, supported by communication experts.

Misinformation and disinformation

There is work underway to address misinformation and disinformation. During the pandemic
the focus was on proactive communication to counter misinformation, including by establishing
credible sources of information and trying to avoid major information voids. However, there are
a range of other tools and evidence-based approaches that could be more often deployed in a
crisis, such as countering narratives as they occur, and deterrence measures. These need to be
supported by longer-term community resilience building activities that protect against harm to
individuals and wider society.

The panel welcomes initiatives to address misinformation and disinformation through literacy
building, proactive communications, and regulatory approaches. These are important longer-
term initiatives to build societal resilience. The panel considers that if we do not rebuild
confidence in the government’s approach, including through effective communications, the
next pandemic will have vastly different consequences.

5. Learnings

A different approach is essential for communicating in a protracted health emergency
that is jointly supported and relies heavily on maintaining public confidence and trust.

A joint communication approach between levels of government is needed to ensure
national consistency in overarching messaging while maintaining sufficent flexibility to
communicate the rationales behind different approaches by states and territories.

No media or communication approach can fully insulate the public from the impact of
our leaders voicing different views, but there is a need for proactive strategies to
address perceived inconsistencies and for greater transparency about the evidence that
underpins differing approaches.

The strategy should agree on a common approach including using shared terminology,
communicating regularly at predictable times, identifying a lead authoritative source,
having consistently presented information available on a central portal, and using
shared branding and multiple media.

Communities must be embedded in the local emergency governance structures,
decision-making processes, and communications.

Trusted messengers can effectively share guidance in a public health emergency and
connect their communities with people able to explain what it means to them.

Vaccine messaging on safety, efficacy and eligbility works best when presented with
clear risk assessment information that supports individuals in their decisions on vaccine
uptake. Online risk calculators are useful and should be set up as soon as a vaccine is
developed, and updated as risks or evidence change.
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Vaccine communications need to align the targeting and timing of messaging with
vaccine access. A phased approach to rollout should give attention to all cohorts across
the phases, preparing them for when they are eligible. There are risks in leaving
information voids for particular cohorts, and also in messaging encouraging people to
vaccinate now when supply is not available to meet demand.

Coordinated communications are required where states and territories have differing
prioritisation for vaccine access, based on the risks associated with specific populations
and settings.

Effective risk communication is a two-way process, between decision-makers and the
public. While difficult in a fast-moving crisis, it is critically important to receive input and
ongoing feedback from community members, experts and priority populations to
understand their needs and how messages are being received, and refine approaches
accordingly. Behavioural science has an important role to play in a crisis through
optimising the behavioural impact of communications.

Government must actively manage the overwhelming flow of government information
in crises, including the frequency, speed and complexity of changes.

Government must maintain in-house communication capability and build systems for
more efficient sharing of intelligence, resources and expertise across all government
levels and with industry and academia to reflect rapidly changing communication
challenges and the need for more dynamic and bespoke approaches.

Involvement of content experts and communication experts (e.g., in risk communication,
behavioural science, misinformation) should be prioritised when creating evidence-
based risk communication strategies and sharing information about the crisis and
rationale for measures.

Communication strategies need to be shaped around an understanding of current
levels of trust in governments, institutions and experts. This needs to be assessed
throughout an emergency to determine the most effective communication pathways
and messaging.

There is significant merit in utilising key health experts to communicate the underlying
evidence and rationale for key decisions, rather than requiring political leaders to
navigate this complexity. Where possible, underlying public health advice should be
made available to maximise public trust.

Misinformation and disinformation needs to be actively addressed, using a range of
tools and strategies across prevention (including resilience building), reaction (to
counter narratives as they occur) and adaption (recovery and deterrence).

The Department of Health and Aged Care should leverage primary health care networks
and primary care providers to disseminate information, given their trusted status, local
knowledge and extensive community networks.
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e Government must ensure information releases are adequately explained so that
technical complexity, uncertainty in the data, lack of nuance or unclear impacts of other
non-health considerations are not barriers to understanding.

e Technical advisory bodies require specialist communication supports during a national
health emergency.

e Effective approaches are those that are well designed, follow established principles,
incorporate new evidence-based techniques, and are delivered in ways that meet the
needs of the audience.

6. Actions

6.1. Immediate actions — Do in the next 12-18 months

Action 7: Finalise establishment of the Australian Centre for Disease Control (CDC) and give
priority to the following functions for systemic preparedness to become trusted and
authoritative on risk assessment and communication, and a national repository of
communicable disease intelligence capability and advice.

The CDC must:
e Establish an evidence synthesis and public communications function, including:

o support for both business-as-usual communication activity and crisis
communications in a public health emergency

o working with the Department of Health and Aged Care, NEMA and the
Department of the Prime Minister and Cabinet to develop a national
communication strategy for use in national health emergencies (see Action 19)

o making communication a focus for technical advisory group input, drawing from
public and private channels to provide risk communication data synthesis and
behavioural and social science expertise

o in-house expertise in evidence synthesis and communication.

Action 16: Develop and agree principles for the transparent release of advice that informs
decision-making in a public health emergency.

e Principles should be developed in partnership with science communication experts to
ensure consideration is given to how evidence and advice can be easily interpreted
given the inherent complexities and nuances.
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Action 19: Develop a communication strategy for use in national health emergencies that
ensures Australians, including those in priority populations, families and industries, have the
information they need to manage their social, work and family lives.

The strategy should:

e create a central public health emergency communications hub that serves as a single
source where the Australian public can find integrated information about the
emergency response around the country

e be informed by behavioural science and risk communication expertise

e proactively seek to ensure consistency of messaging between levels of government,
providing supporting rationale and evidence for different approaches

e leverage existing communication channels through professional bodies, unions, local
government and advocacy groups

e meet the diverse needs of communities across Australia, including through co-design

e include mechanisms to coordinate and consolidate communications, considering the
timing and frequency of announcements

e include a strategy for addressing the harms arising from misinformation and
disinformation, which incorporates:

o information environment and ongoing narrative monitoring to combat
misinformation

o transparent engagement with social media companies

o promotion and coordination of policies to increase the resilience of the
information environment

o partnership between government and trusted organisations, experts, media, and
other influencers to pre-bunk and debunk misinformation

e build on the principles of crisis and risk communications and have clear communication
goals, including:

o being timely, transparent, empathetic and consistent, promoting action and
effectively communicating risk to foster trust

o being inclusive, addressing inequities in accessing information, and supporting
two-way communication

o reflecting an evidence-based approach relevant for the contemporary
information and media environment
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o embedding ongoing evaluation practices to ensure communication activities are
effective, are appropriate, and are meeting the diverse needs of the Australian
public

account for the distinct communications preferences and requirements of priority
populations — including:

o reflecting the key role of community and representative organisations in
communicating with priority populations, including Aboriginal and Torres Strait
Islander community organisations; peak bodies for children, young people and
education providers; culturally and linguistically diverse community
organisations; Disability Representative Organisations; peak bodies for older
Australians; and community service providers

o funding community and representative organisations to tailor and disseminate
communications through appropriate channels and trusted voices

o providing plain English messaging to community organisations for tailoring in a
timely manner.
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Chapter 12 — Broader health impacts
1. Context

Australia’s passage through the acute emergency response and transition into the tail of the
pandemic was shaped by the underlying capability in public health and the resilience and
broader capacity of the health system. Australia’s healthcare system is one of the best in the
world based on its provision of universal access to high-quality services."**® However,
uncertainty on how the system would cope under the strain of high numbers of people with
severe COVID-19 disease was a key driver of early policy decisions. The pandemic had broader
direct and indirect impacts on health care that would challenge both individuals and the health
system, including in relation to mental health, disruptions to normal care, access to elective
surgery, chronic disease management, and disease screening.

2. Response

In the first quarter of 2020 there were high levels of uncertainty about the virus that causes
COVID-19 and how it might impact our health systems. From March 2020 the Australian
Government, in partnership with the states and territories, began to implement measures to
mitigate the direct and indirect impacts on the health system and progressively increased or
adapted these measures as knowledge and understanding of COVID-19 increased. These
measures are discussed below.

2.1. Financial support to the health system to manage pandemic impacts

On 13 March 2020 Australian Government leaders agreed, through the National Partnership on
COVID-19 Response, they had ‘joint responsibility to act to protect the Australian community by
ensuring that the health system can respond effectively to the outbreak of Novel
Coronavirus'.“?" The National Partnership on COVID-19 Response was the way the Australian
Government rapidly provided financial assistance to the states and territories to assist with
additional costs they incurred in their health systems during the pandemic. In announcing the
National Partnership on COVID-19 Response, leaders noted the 50:50 shared funding deal
would ‘ensure the capacity of the health system to effectively assess, diagnose and treat people
with coronavirus in a way that minimises the spread of the virus in the community and protects

our most vulnerable’.*%®

A key measure introduced under the National Partnership on COVID-19 Response was the
Private Hospital Viability Guarantee. In the face of pauses to elective surgery, the guarantee
ensured the viability of private hospitals in return for private hospital beds and, at times,

workforce to supplement the public hospital COVID-19 response.™*

The National Partnership on COVID-19 Response accounted for almost a quarter of Australian
Government health spending over 2019-2024 ($14.26 billion).”™ It operated alongside the
National Health Reform Agreement, through which public hospital funding is ordinarily
delivered.”
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2.2.Managing impacts on mental health

The Australian Government recognised early on that there was potential for mental health
effects from the pandemic and associated public health measures. On 11 March 2020 it
announced that people in home isolation or quarantine because of COVID-19, as well as some
specified patient groups, could receive Medicare-funded mental health support through

telehealth. ** The support was temporarily expanded on the Medicare Benefits Schedule™% 2%

On 29 March 2020, a day ahead of the Prime Minister's announcement of the first national
lockdown, the Australian Government announced that all Australians were able to receive
mental health support provided through the Medicare Benefits Schedule via telehealth, and it is
now a permanent Medicare Benefits Schedule item.”® This announcement also included
funding for targeted mental health services commissioned by Primary Health Networks,
additional funding to crisis lines, and the creation of the Coronavirus Mental Wellbeing Support
Service, which provided free 24/7 mental health support.”%

On 13 May 2020 the Australian Government appointed a Deputy Chief Medical Officer for
Mental Health within the Department of Health. % Their role was to promote the importance
and interconnectedness of mental health within the broader health system. During the
pandemic, the Deputy Chief Medical Officer for Mental Health attended many Australian Health
Protection Principal Committee meetings and weekly briefings with the Prime Minister.”%

On 15 May 2020 National Cabinet endorsed the National Mental Health and Wellbeing
Pandemic Response Plan and the allocation of $48.1 million in Australian Government
funding.”™ The plan was developed by the National Mental Health Commission and the
Victorian and New South Wales governments and informed by all nine jurisdictions and key
sector stakeholders. It was the primary policy guiding the mental health response to the
pandemic. Improvement of evidence collection on the mental health impacts of COVID-19 was
one of its key priorities. From mid-2020 the Australian Institute for Health and Welfare
coordinated integrated data sharing between the Australian and state and territory

governments on the use of mental health services and from various crisis helplines.”"

In August 2020 the Australian Government enabled people in areas with lockdown restrictions
to access 10 additional individual psychological therapy sessions under the Better Access
initiative.”" Eligibility for the additional sessions was expanded to all Australians from October
2020 until December 2022."" The additional sessions ceased, as planned, on 31 December
2022. An independent evaluation found that the number of new people accessing treatment
decreased when the additional sessions were in place and those who needed support the most
were missing out.”"

The Primary Health Networks played a key role in supporting the establishment of HeadtoHelp
and Head to Health integrated care hubs.”™ Twenty-six hubs were established to provide no-
cost mental health supports in areas experiencing prolonged lockdowns. The first clinics
opened in Victoria in September 2020 (HeadtoHelp).”"™ Clinics later opened in New South
Wales and the Australian Capital Territory (Head to Health pop-up clinics).””" The clinics were to
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cater for a ‘missing middle’ of individuals with mental ill-health considered too severe for GPs

but not severe enough for acute mental health units.™"”

2.3.Managing impacts on access to health care

On 11 March 2020 the Australian Government announced a $2.4 billion health plan to boost the
capacity of the health system to ensure people could access essential care in a way that
reduced the risks of spreading COVID-19.""® Measures under this package included funding for
the National Coronavirus Helpline, the creation of General Practitioner Respiratory Clinics, and
rapid acceleration of the introduction of digital health services such as telehealth and e-
prescribing:

e Between 2002 and 2019 medical practitioners could bill Medicare for the delivery of 130
telehealth services. By 28 May 2020 this had rapidly increased to 281 telehealth

services.”?

e E-prescribing was intended to start in 2022 but was fast-tracked to May 2020. From
March 2020 to 31 December 2023, over 191 million e-prescriptions were issued by more
than 78,000 prescribers.®

The first General Practitioner Respiratory Clinics opened from 21 March 2020. They were
assisted by Primary Health Networks, which identified locations and supported their
operations.™' This was the first time a primary care clinic-based model had been used in
Australia — influenza clinics are usually affiliated with hospitals."** General Practitioner
Respiratory Clinics aimed to direct patients with mild to moderate respiratory iliness away from
GPs and public hospitals and instead to ‘an environment specifically designed to maximise
infection prevention and control in order to protect the general practice workforce and other
patients, and preserve access to regular services'.”* Treatment was provided at no cost,
including for those ineligible for Medicare.”** The General Practitioner Respiratory Clinics
program ran until February 2023. At its peak, there were 150 General Practitioner Respiratory
Clinics across Australia.”*

The National Coronavirus He