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1. Introduction

Australia’s response to the COVID-19 pandemic is internationally and domestically considered to be
strong, largely well-coordinated and having saved lives.

The Australian Government's (the Government) immediate response to stopping transmission of the
virus was focused on active and early suppression. The strategy featured restrictions on
international travel, domestic test and trace and quarantine interventions. Decisions were made
quickly, and COVID-19 response measures were implemented rapidly to manage what was a fast
moving and uncertain health crisis.

The initial response was multi-faceted. It focused on ensuring access to essential health services for
its citizens both in Australia and the eventual repatriation for citizens who were overseas. The initial
response also involved the planning and establishment of infrastructure to manage the increased
pressure the health system was likely to face. The response was continually updated to remain fit
for purpose based on emerging global evidence.

The response shifted when the pandemic evolved and vaccines became available, ensuring
widespread vaccination whilst monitoring health system capacity to manage outbreaks and
protecting those most at risk.

Australia’s health response was supported by an integrated suite of social, economic and education
programs such as Jobkeeper, JobSeeker, Pandemic Leave Disaster payments and supports to
facilitate remote learning. These programs contributed significantly to the health response’s
success.

In addition to the Government response to COVID-19, Commonwealth-State relations became
crucial, with the National Cabinet playing a key role in coordination efforts. The pandemic required
unprecedented collaboration between jurisdictions and the Commonwealth to ensure health
services across the country were able to be mobilised during the pandemic.

A key priority for the Government and the Department of Health and Aged Care (the Department) is
to ensure that Australia can respond to any future pandemics. There have been many learnings
throughout COVID-19 that have led to new policies and programs of work that increase Australia’'s
preparedness for any future pandemics. Many of these are already underway in the Department
and across Government.

The Government has established the interim Australian Centre for Disease Control (CDC) to
continue to prepare for public health emergencies through:

¢ multi-jurisdictional training exercises,
¢ improving the national public health surveillance system, and
¢ building capability in One Health and health security.

The Australian CDC will further leverage the lessons from COVID-19 and be fundamental to
Australia’s capacity to deal with future pandemics. It will boost national communication, co-
ordination, and collaboration across jurisdictions, as well as build emergency response capacity,
strengthen prevention, detection and monitoring of communicable disease.

The nexus between public health, social and economic system capabilities will be key for the
Australian CDC. Future pandemic response mechanisms must again be seen as broader than a
health response. Further consideration is needed on what capabilities are developed, including
onshore and sovereign manufacturing, and emergency response provision of key health and aged
care supports.

Nevertheless, to ensure we are well positioned for any future pandemic it has been important to
examine both what went well and look for opportunities for improvement.






19 Vaccine Taskforce. This represented an 18% and 32% increase in headcount across these two
years.

The Outbreak Response and Aged Care COVID-19 Vaccine branches in the Aged Care Service
Delivery Division are examples of new branches established to manage the threats to vulnerable
population groups. The Department’s role in supporting residential aged care homes (RACHSs)
required a workforce available 24 hours a day, 7 days a week across Australia. At its peak in March
2022, the Department had a surge workforce of 1,006 people.

2.2. Portfolio Agencies and Statutory Office Holders

The Health and Aged Care portfolio has 20 agencies, eight statutory office holders and five
regulators. These authorities work alongside the Department to collectively deliver the
Government’s health policies and programs. The roles of the Agencies were varied and
strengthened Government’s ability to respond quickly and appropriately to the multitude of
challenges that were faced each day of the pandemic.

For example, the Aged Care Quality and Safety Commission (ACQSC), the national regulator of
aged care services, played a central role in protecting the lives of older Australians in RACHs.
ACQSC did this by providing COVID-19 related resources. This included information for providers,
monitoring services and compliance with infection control arrangements. In addition, ACQSC
developed clinical advice on vaccination and the appropriate use of antiviral medications specific for
aged care settings. ACQSC also provided targeted education and monitoring to support higher risk
residential services during outbreaks.

The Australian Digital Health Agency, in partnership with the Department, accelerated the adoption
of digital products and information services including electronic prescriptions. Australia achieved
significant growth in consumers and clinicians viewing test results and vaccination information in the
My Health Record application and website.

The Australian Institute of Health and Welfare (AIHW) leveraged existing State and Territory
relationships to:

* monitor, report and provide advice in ‘real time’ on the impact of outbreaks,
+ restrictions on health system capacity, and
+ mental health service use.

The National Blood Authority assisted through developing rapid access to blood products to treat
thrombosis with thrombocytopenia, when this emerged as a rare side effect of COVID-19
vaccination. This reduced the incidence of death and severe morbidity.

Other portfolio agencies adjusted their role to add value to the Australian health response. For
example, the Australian Industrial Chemicals Introduction Scheme worked with the sector to pivot
their role. This allowed distillers who would normally only produce alcohol products for consumption
to redirect their efforts into formulating these alcohol products for non-therapeutic hand sanitisers.

More information on the Health Portfolio response is available in Attachment 1.

2.3. Other relevant agencies

It was important for the Department to formally and informally partner with other Government and
jurisdictional agencies. This ensured the COVID-19 health response aligned with the broader
COVID-19 response.

In early 2020 the Department provided advice to numerous agencies and sectors to support them to
respond to the pandemic. As well as across the APS, this included advice related to airlines,
supermarkets and other essential retailers, schools and universities, and public transport services.

The Government and the Victorian Government established the Victoria Aged Care Response
Centre (VACRC) later in 2020 to support the outbreaks in RACHSs in Victoria, The VACRC, in
collaboration with the Australian Medical Assistance Team (AUSMAT), brought together agencies,









legislative powers enabling them to implement biosecurity arrangements within their borders that
complement Commonwealth biosecurity arrangements as well as a broad range of other legislated
public health and emergency response powers.

Commonwealth-state relations for the management of public health and emergency responses were
transformed during COVID-19, with the National Cabinet playing a pivotal role in coordinating the
response to both the health and economic crisis.

The pandemic required the Australian and State and Territory Governments to work together more
closely than ever before to ensure the health system was able to respond to the pandemic. The
National Partnership on COVID-19 Response (COVID-19 Partnership) was central to this
collaboration.

The National Partnership on COVID-19 Response

The COVID-19 Partnership commenced in March 2020 and ceased on 31 December 2022. The
COVID-19 Partnership provided States and Territories with immediate financial assistance for
additional costs incurred by state health systems in responding to the COVID-19 pandemic. The

COVID-19 Partnership was the biggest health response measure, accounting for almost a quarter of
COVID-19 Commonwealth health spending ($14.26b).

Under the COVID-19 Partnership, the Commonwealth paid 50% of costs incurred by States and
Territories to diagnose, treat and manage COVID-19 in public hospital settings. The COVID-19
Partnership also covered 100 % of costs associated with aged care prevention, preparedness, and
response activities. This was in recognition that responsibility for aged care is primarily a
Commonwealth responsibility. Under usual public hospital arrangements, as defined by the National
Health Reform Agreement (NHRA), the Commonwealth contributes 45% of the efficient growth of
services.

These arrangements provided flexible Commonwealth support that allowed States and Territories to
adopt local responses that changed over time. Key measures funded under this agreement included
mass vaccination and testing clinics operated by the States and Territories and the private hospital
viability guarantee program. The below table outlines what the COVID-19 Partnership funded,
including how the Commonwealth funded new activities or bolstered Commonwealth/State public
health, hospital and aged care funding.








https://www.aihw.gov.aLi/reports/health-welfare-expenditure/health-svstem-spending-on-the-response-to-covid-19/contents/about




Health Networks (PHNs) and the Living with COVID-19 program to GPs, GP-led Respiratory Clinics
(GPRC) and pharmacies. This supported Australians to receive face-to-face health care including
for COVID-19 vaccination and treatments.

The Department had to manage extreme supply chain disruptions and unprecedented global
demand and competition from other countries throughout 2020 and 2021. The Government and
Department took measures to ensure preparedness, including:

undertaking ‘worst case’ scenario modelling, particularly for procuring ventilators for hospitals,

¢ conducting substantial market intelligence research into global demand and supply chain
volatility to ensure adequate procurement of essential PPE and other equipment (such as
ventilators),

e ensuring adequate supply and low wastage of PPE as a percentage of total procurement
despite the challenges of unreliable supply chains in Australia and overseas, and

o effective pre-deployment of standard packs of PPE to RACHs ahead of subsequent waves of
COVID-19.

This allowed the Department to manage stakeholder expectations and streamline the management
of deployments, while ensuring provision of adequate supplies required by each jurisdiction.

The Department, through the Therapeutic Goods Administration (TGA) ensured the stockpile met
appropriate PPE standards, including undertaking laboratory testing to validate safety and
performance. the Department used the Commonwealth Procurement Rules (CPRs) to facilitate
commerce with legitimate sellers while safeguarding against potential scammers.

States and Territories initially continued to purchase their own PPE and other supplies. However,
the national approach to the NMS soon reduced jurisdictions and Government duplication of effort
and supported stabilising demand through a deflationary effect on PPE price. It strengthened
Australia’s ability to secure an adequate supply of PPE and other equipment, while also ensuring
jurisdictions had access to supply as needed.

Data and stock management are core requirements in health emergency management, particularly
when the NMS is drawn upon for extended periods. For the Department, the significant and
sustained procurement of PPE necessitated an interim solution to support the financial accounting
for NMS COVID-19 products. By mid-2020 the Department had deployed the Finance Inventory
Management Solution system which initially supported year-end reporting for FY 2019-20. This was
progressively enhanced over the following year to become the core inventory management system
for the NMS. From October 2021, the Department commenced use of a more advanced system,
Microsoft Dynamics, which enhanced the NMS’ inventory management capability.

The Department supported DFAT in their international regional health security efforts. This included
deploying a range of NMS supplies as humanitarian aid to countries in our region affected by
COVID-19 including Indonesia, India, Papua New Guinea, Fiji, Vietham, Tonga and the Republic of
the Marshall Islands.

Following the release of the National COVID-19 Health Management Plan in late 2022, the NMS
continued to provide a safety net for essential equipment and treatments. The NMS is an enduring
capability that will continue to play a strategic role in responding to future health emergencies.
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https://www.anao.qov.au/work/performance-audit/planninq-and-qovernance-covid-19-procurements-to-increase-the-national-medical-stockpile
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https://www.health.qov.aU/committees-and-qroups/phln%2523publications

guidance statements over the course of the pandemic. This ensured that as new evidence became
available, best practice testing methodologies and techniques were communicated.

Polymerase chain reaction (PCR) and Rapid Antigen Tests (RATs)

PCR testing played a critical role in identifying COVID-19 cases particularly prior to RATs becoming
readily available to the public. In partnership with State and Territory Governments, mass PCR
testing clinics were established. PCR testing was essential when access to more sensitive testing
was required. Australians were, and still are where applicable, able to access bulk-billed COVID-19
tests under the temporary MBS items developed for COVID-19 pathology.

In January 2022, RATs were embedded as a diagnostic test in Australia’s testing regime following a
joint statement by the PHLN and the Communicable Diseases Network Australia (CDNA), and
support by the AHPPC. The TGA assessed over 100 RAT kits to ensure safe and effective kits
were available to Australians.

The Government, in partnership with States and Territories, provided free testing clinics with access
to PCR testing and free RATs for those who needed them under public health orders.

Up to 31 December 2023 the Government has funded:
e 77.9 million COVID-19 PCR tests:

o 39.6 million MBS funded COVID-19 PCR tests, and

o Around 43 million COVID-19 PCR tests under the COVID-19 Partnership
¢ Around 169 million COVID-19 RATSs distributed to eligible sectors from the NMS.

COVID-19 testing for those most at risk of severe disease

The Government maintained a commitment to ensuring those most at risk of severe disease or
illness had access to COVID-19 testing. The Department developed targeted PCR testing programs
for vulnerable groups, including:

e Prioritised PCR testing for RACHs,
¢ Point of care testing for remote First Nations communities, and

¢ In-reach testing services to support those unable to attend a testing facility, as well as in RACHs
or supported independent living disability settings (SIL) where outbreaks were a higher risk.

Further, RATs were directly provided to RACHs, ACCHOs, GPRCs, SIL disability care and RFDS to
enable additional and easy access to screening in those settings.

The COVID-19 Remote Point of Care Testing

The National Aboriginal Community Controlled Health Organisation (NACCHO) and the Department
identified early the need early to take action to reduce transmission and the possible outbreak of
COVID-19 in First Nations communities. The COVID-19 Remote Point of Care Testing (POCT)
program and use of RATs managed the detection of COVID-19 in First Nations communities. The
POCT program was and remains highly successful. An independent review of the POCT program
estimated that the Program prevented up to 122,000 infections and avoided between $337 million
and $1.8 billion in healthcare costs®.

Pathology in-reach testing in residential aged care

8 hitps /veww health gov. au/sites/defaultfiles/2023-05/evaluation-of-covid-19-point-of-care-testing-in-remote-and-first-nations-
cormnmunities O.pdf
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https://www.healt









https://www.tga.gov.au/



https://federalfinancialrelations.gov.au/agreements/provision-covid-19-quarantine-arrangements-northern-territorv-centre-national-




media channels surged in popularity with Australians and people from other countries. Key
messages were disseminated widely and quickly, shaping community behavior.

As the pandemic progressed, this approach was complemented by the development of multi-
channel, integrated approaches to communicating consistently and regularly with specific parts of
the community. This included older people, aged care providers, recipients and residents, those
living with disability, First Nations peoples, those from diverse cultural communities and relevant
support bodies.

A Department key priority was making information available and accessible. For example, closed
captioning and Auslan interpreters were used during updates and media briefings. Tailored
communication products and channels were developed in collaboration with stakeholders, and
partnerships were established with community leaders to support them with messaging for their
community.

The Department also managed the COVID-19 communication strategy. The strategy had 30
advertising phases and delivered an integrated and ongoing communication mix of owned, paid and
stakeholder channels to maximise engagement with public health behaviors. Advertising was
adapted and/or translated to ensure relevance to and accessibility by First Nations and culturally
diverse communities.

Weekly meetings with State and Territory Government counterparts linked strategies with state and
territory communication activity. The Department was also a key contributor to weekly meetings of
communication teams from across the Commonwealth. This enabled key messaging to be provided
to agencies to share with their sectors and stakeholders, linkages to be made between
communication strategies and content, and emerging issues to be identified and addressed quickly.
Most advertising encouraged people to access the health.gov.au website, which was positioned as
the ‘source of truth’. As Government messaging began to expand beyond health issues,
Australia.gov.au was introduced as a single gateway to information about the pandemic and
response measures. Health alert pages and resources have attracted over 160 million page views
since the pandemic started.

In close collaboration with jurisdictions, the Department published daily national COVID-19 cases
along with other key indicators to complement the communications strategy and provide the public
access to COVID-19 related data. As the pandemic progressed, the cadence of this reporting was
adapted, eventually tapering from daily to weekly to the how-monthly reports.

Initial communications focus

The messages supporting the early phases of the COVID-19 communication program in 2020
focused on increasing awareness of the importance of physical distancing, good hygiene, support
for vulnerable groups, and COVID-19 testing information for Australians returning from overseas
and at international borders.

With the arrival of COVID-19 vaccines in early 2021, communication priorities shifted to promote the
availability and importance of vaccines and how to access them. To support the Department’s
vaccine communication program, the first phase of the COVID-19 vaccination advertising campaign
provided Australians with information on the vaccine safety, testing and TGA approval process.
Later phases focused on promoting eligibility cohorts for each phase of the rollout.

Ongoing communications response

As RATs became available in late 2021, communication focused on changes to testing
requirements. Messaging promoted the availability of free RAT and PCR tests at testing facilities for
people who were a close contact, had symptoms, or were instructed to test by a health authority.
The Department maintained regular communication with the aged care sector on the importance of
RAT test surveillance screening for all staff, workers and visitors.

In July 2022, the Department began promoting the availability of COVID-19 oral treatments to
eligible cohorts, including specific targeting of the aged care sector. This effort was supported by
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advertising with messaging focused on eligibility, prescription requirements to access the
medication, and how the treatment can be taken at home.

All phases of the advertising program were rigorously concept tested and ongoing public sentiment
tracking informed future phases of the campaign. This monitoring demonstrated the shifts in
community attitudes and behaviors that were achieved over the course of the pandemic.

Maintaining engagement

The Department used in house medical and healthcare expertise, to support over 90 press
conferences, 200 media interviews and countless Facebook live updates (E.g. the Top 3 at 3) and
webinars. Key departmental spokespeople included the CMO, Deputy CMOs, leadership of the TGA
and the Chief Nursing and Midwifery Officer. The Department responded to over 4,000 media
inquiries and 150,000 COVID related emails and received over 50,000 calls from vaccine clinics,
GPs and pharmacies.

Since January 2020, the Department published over 19,000 COVID-19 related posts on social
media channels (Facebook, X, LinkedIn, Instagram and YouTube). This resulted in more than

1.6 billion impressions and over 49.5 million direct interactions. The Department’s social media pre-
pandemic audience grew from 159,223 followers to over 1 million followers during, and since, the
COVID-19 pandemic.

The Department translated key health and vaccine information in 63 languages and established a
priority line to support interpreter requirements for appointment bookings. The Department procured
multicultural public relations strategists (Cultural Perspectives) and engaged with multicultural peak
bodies to tailor resources and drive grassroots improvements in vaccination uptake.

The Department partnered with social media and community organisations to produce engaging,
educational videos featuring people with profile and well-known brands. Partnerships included
Australian music group Teeny Tiny Stevies, podcasts like Happy Families, the V8 supercars and the
ACT Brumbies.

The Department attended more than 300 events to promote COVID-19 messaging. There were
more than 9,300 shopping centre information kiosks helping more than 34,000 Australians with
COVID-19 enquiries and vaccinations. To improve local communication efforts, population insights
have been shared with jurisdictions since October 2021.

Ensuring access to information

The Department launched the “Vaccination update” newsletter for citizens as COVID-19
vaccinations became available in Australia. At its peak, the newsletter was sent to more than 37,000
subscribers weekly, sharing crucial advice relating to COVID-19 vaccines, oral antiviral treatments
and protective behaviors. The newsletter has been leveraged to share information on other topics
including winter preparedness and influenza campaign messaging.

The Aboriginal and Torres Strait Islander Advisory Group on COVID-19 and its Communications
Working Group were established to provide cultural insights and recommendations. First Nations
communication products were developed and delivered to First Nations communities, including via:

¢ web pages dedicated to First Nations people — the COVID-19 vaccine web page and a COVID-
19 information web page,

¢ audio and video materials translated in up to 15 Indigenous languages,

¢ partnerships with Indigenous community leaders to communicate vaccine information, tackle
hesitancy and dispel misinformation,

¢ case study and spokespeople videos, videos featuring GP and health care workers, social
media content and radio scripts, and
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e 4.3 — Aged care supports

e 4.4 — Screening and preventative health measure access
Please refer to the relevant section for:

¢ 3.1 — National Medical Stockpile including PPE provision
e 3.2 -COVID-19 testing and pathology

e 3.4 and 3.5 - COVID-19 vaccine and treatment rollouts

¢ 5.1 and 5.2 — Travel restrictions and requirements, outbreak response and international
surveillance

¢ 5.3 —International partner engagement on COVID-19 vaccine and treatments

4.1. Health care supports

The COVID-19 pandemic accelerated health reforms that may not have been achievable without the
collective efforts of various governments, stakeholders and community groups. The pandemic also
highlighted the need for flexible and scalable models of care, particularly within primary care.

The Government invested in a range of health and care supports to reduce the spread of COVID-19
and improve the resilience and performance of the health system. Many of these measures have
improved health care access across Australia including access to virtual and other healthcare
channels not previously available.

The primary healthcare system, largely the responsibility of the Commonwealth, continues to play
an essential role in the COVID-19 response. This includes assessing, testing and managing
infectious respiratory disease patients, administering COVID-19 vaccinations and prescribing
COVID-19 treatments. Primary care services continue to provide care for COVID-19 patients,
including escalation to hospitals, managing patients after discharge from hospital, providing front
line mental health services, and supporting patients with Long COVID symptoms.

Some of the supports introduced in response to the pandemic have become embedded elements of
the health system, such as expanded MBS telehealth items and electronic prescribing. Other
enduring features include the national triage services through Healthdirect, better infection
prevention and control (in primary and aged care) and the increased capability of PHNs to
coordinate care in the community. Other elements, which provided temporary additional health
system capacity to support the emergency response, were progressively scaled back over time.

Medicare Benefits Schedule and Pharmaceutical Benefits Scheme amendments

During the pandemic, the Government introduced a wide range of additional services under the
MBS and PBS to support healthcare provision via virtual/digital channels. These adjustments were
aimed at reducing the risk of community transmission of COVID-19 and provide protection for both
patients and healthcare providers. These changes ensured patients had access to essential health
services, and relieved pressure on hospitals by enabling healthcare providers to manage COVID-
positive people in the community. This also supported GPs, allied health providers and specialists to
continue providing essential health care services during periods where patient or provider
movement was restricted by lock downs.

MBS Telehealth

From March 2020 to 31 December 2023, 169.3 million services have been provided to more than
20 million patients. Over the same period, more than 100,000 health professionals have provided
MBS telehealth services and $8.4 billion in benefits have been paid.

Many amendments were made to the MBS to support access to health services and mitigate the
risk of COVID-19 transmission. The rapid deployment of MBS telehealth measures aligned with the
‘Australian Health Sector Emergency Response Plan for Novel Coronavirus’.
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The rapid expansion of telehealth services (which included video and phone consultations) was
staged according to the health needs of the community. It was also informed by regular consultation
with stakeholders including experts, patients, and the latest available research. Implementation of
targeted items for smoking cessation, mental health, and blood borne virus and sexual reproductive
health occurred alongside general telehealth items. Support for admitting health professionals to
consult with their patients in hospital via telehealth also occurred.

Refinements were made to a range of telehealth services as COVID-19 impacts and use of
telehealth items were observed. Consideration was given to quality of care, and how telehealth can
support equivalent outcomes to in-person care, given common clinical requirements for telehealth
and face-to-face services.

Telehealth evolved over time, with most of the telehealth items introduced now becoming a
permanent feature of the health landscape. This included increased access to a broader range of
telehealth compared to before the COVID-19 response, particularly for GPs, specialists, nurse
practitioners and allied health professionals.

Telehealth measures specific to the COVID-19 response have also evolved over time. Current
temporary telehealth measures include:

- long telephone consultations for eligible patients’ assessments for suitability of COVID-19
oral antiviral medicines.

- Patients with a recently confirmed COVID-19 diagnosis or suspected infection requiring
confirmation via PCR pathology tests can access MBS telehealth services from any
available GP.

These measures will cease 30 June 2024.

Lessons from the COVID-19 response have informed the MBS’ response capability for future
natural disasters. Legislated provisions now enable increased access to MBS GP telehealth
services in affected regions, as identified by States and Territories.

On 1 March 2023, the MBS Review Advisory Committee (MRAC) formally commenced a post-
implementation review of telehealth arrangements. The scope of the post-implementation review of
telehealth included:

¢ Permanent and temporary MBS funded telehealth services.

¢ The MBS Review Taskforce’s Telehealth Principles, which were published in 2020 and have
informed policy to date.

¢ The appropriateness of current settings for video and telephone consultations to ensure the right
balance of access, quality, and safety.

The review has been informed by targeted and public consultation as well as engagement with
health experts, peak organisations, researchers, and consumers who have provided evidence and
advice. Interim advice from MRAC was provided to the Government in late 2023, and final
recommendations will be provided by 31 March 2024. The Government will consider MRAC's final
advice and recommendations in due course.

Other MBS changes

From 8 November 2021 to 31 December 2022, a temporary MBS item was available to support
medical practitioners providing clinically relevant face-to-face treatment to COVID-19 positive
patients.

The Government also made available temporary MBS items to improve multidisciplinary care
access, to support residents of aged care homes deconditioning due to COVID restrictions and
inactivity. These items included up to an additional 5 physical therapy sessions and up to 2
additional exercise physiology group services per calendar year.

E-prescribing
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E-prescribing was originally part of the 2018/19 Budget. The intent was that by 2022 all prescribers
and pharmacists would have access to electronic prescribing and dispensing. The COVID-19
pandemic saw this measure brought forward for implementation in May 2020. This expedited roll-
out, alongside a growth in pharmacy delivery services, enabled patients to access medications
without being limited by lockdowns, COVID-19 infection, or location. It also reduced the risk of
infection among health professionals by limiting exposure to COVID-19 positive patients.

From March 2020 to 31 December 2023 over 191 million electronic prescriptions (e-scripts) were
issued, by more than 78,000 prescribers (GPs and nurse practitioners). E-prescribing has become a
permanent feature of the Australian health system with over 98% of pharmacies across Australia
now able to dispense medication to patients via e-prescriptions.

General Practice-led Respiratory Clinics (GPRCs)

GPRCs were established early in the pandemic to conserve PPE and divert people with mild to
moderate respiratory symptoms from other general practices and public hospitals, particularly
emergency departments.

The initial purpose of GPRCs was to assess patients with respiratory symptoms and carry out PCR
tests to confirm diagnoses. Although not part of the original objectives, disease surveillance became
an important component of the program. GPRC scalable capacity was an important part of
Australia’s response, successfully reducing the burden on key parts of the primary care
infrastructure.

From January 2022, GPRCs began providing treatment services to COVID-19 positive patients
through face-to-face and telehealth consultations, including the prescription of anti-viral
medications.

At the peak, there were 150 GPRCs nationally providing primary care services to individuals,
including those ineligible for Medicare, at no cost to the patient. Gap analysis and needs
assessments determined the site locations. Equitable access to relevant care during COVID 19 was
the key criterion. During the program, which ran from March 2020 to February 2023, GPRCs
collectively delivered more than:

¢ 3.5 million consultations for patients presenting with respiratory illness,

¢ 3 million tests for COVID-19,

e 2.3 million COVID-19 vaccine doses, and

¢ 80 thousand COVID-19 positive consultations.

GPRCs serviced people from 2,540 postcodes nationally, covering 99.8% of the population.

General Practice-led Respiratory Clinic Panel

The GPRC Panel includes 111 existing accredited general practices with suitable infrastructure,
infection prevention controls and workforce. It will be held in reserve to respond at short notice to a
future respiratory health emergency, if necessary.

In non-emergency times, participating practices provide their usual services through standard MBS
items.
Primary Health Networks

PHNs were established in 2015 to improve the efficiency and effectiveness of health services.
During the pandemic, PHNs initially assisted in PPE distribution to primary care providers. More
than 34.5 million units of PPE were provided via PHNs.

The role of PHNs evolved throughout the pandemic, with PHNs bringing together their local
knowledge and ability to bridge elements of the health care system provided by the Commonwealth
and state and territory governments. The PHNs developed regional community pathways for
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established to encourage continuity of care and follow-ups for patients receiving the COVID-19
vaccine.

General practices needed to be accredited under the Royal Australian College of General
Practitioners (RACGP) Standards and follow the National Vaccine Storage Guidelines to be eligible
participants. This provided assurance that selected practices had cold chain management
processes in place and effective procedures to maintain the shelf life and potency of the COVID-19
vaccines. General practices could claim $10 per eligible patient that received both first dose and
second dose of a COVID-19 vaccine at the same practice.

A total of 8,217 practice payments were made to general practices under this program.

Later in 2021, the COVID-19 In-reach Vaccination Incentive was introduced to support general
practices undertake in-reach COVID-19 vaccination services for aged care and disability support
workers in their workplace. Once the minimum threshold for workers had been met, it was
expanded to allow payments for in-reach services to residents in aged care homes or disability
residential facilities.

General practices could claim $1,000 for a minimum of 50 COVID-19 assessment services through
an in-reach vaccination clinic, with additional payments of $20 per service to a worker or resident
thereafter. A total of 74 practice payments were made to general practices who undertook in-reach
vaccination services.

Strengthening Medicare — General Practice Grants Program

The Government provided funding from April 2023 for the Strengthening Medicare — General
Practice Grants Program. General Practices and eligible ACCHOs can access the program to
expand patient access and improve their services across Australia.

The program provides a one-off grant (between $25,000 to $50,000 based on practice size and
accreditation status) to each general practice and eligible ACCHO to make investments in
innovation, training, equipment, and minor capital works in one or more of three investments
streams:

¢ enhance digital health capability,

¢ upgrade infection prevention and control arrangements to increase capacity to treat COVID-19
positive and other respiratory patients in a general practice setting, and

e maintain and/or achieve accreditation.
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Other Health Supports

Palliative care: caring@home COVID-19 supplement packs

To assist people within home palliative care, the Department commissioned the development of a
COVID-19 Supplement Pack as an adjunct to the standard palliative care caring@home pack. The
supplement pack reduced the reliance on the telehealth and palliative care clinical workforces and
alleviated the pressure of equipment shortages during the height of the COVID-19 outbreak. The
supplement pack contained clinical equipment and provided and information and educational video
illustrating how to use the clinical equipment. Over 10,000 caring@home supplement packs were
provided across Australia.

Hearing Services Program (HSP)

The HSP supports hearing services for almost one million eligible Australians. During COVID-19,
fewer people were able to attend appointments, temporary providers closed and there was general
reduced service availability for an immediate period.

A range of HSP program services can be delivered by teleaudiology (telehealth). In 2020, the
Government funded development of national teleaudiology guidelines to support best practice
delivery of teleaudiology services.

The Department adapted HSP processes, temporarily removing some documentation requirements
in response to barriers presented by COVID-19 public health restrictions. This allowed client
consent and agreement for services to be given electronically or verbally over the phone. Post-
pandemic, the program continues to allow electronic or verbal client consent for some program
services.

Program data showed these measures were effective in ensuring access to hearing services. By
April 2020, the rate of new clients accessing the program had fallen by 80%, and service delivery
levels fell by approximately 20% between March to June 2020.By July 2020, new client rates and
service delivery had returned to pre-pandemic levels.

With the temporary removal of the requirement for written client agreement for maintenance from
March 2020 through to 30 June 2021, there was a $34 million increase to device maintenance
expenditure. With the reintroduction of client agreement to maintenance, maintenance related
expenditure has reduced to pre-pandemic levels.

There was also an increase in the reported number and claims for replacement devices. Providers
advised that there were increased rates of lost devices due to challenges with mask wearing. Since
the reintroduction of evidence requirements and reduced COVID-19 prevalence, replacements rates
have commenced returning to pre-pandemic levels.

Consumer protections

To protect Australian consumers, the Government implemented several determinations made by the
Health Minister throughout the pandemic to prevent price gouging and exportation of critical sanitary
and medical products, essential goods, and RATSs.

Disruptions to the health system

Following a decision by the National Cabinet restrictions were applied to selected elective surgeries
from 26 March 2020. This decision was made to preserve PPE stocks in Australia and ensure there
were adequate staff and beds in case Australia experienced a surge in COVID-19 related
hospitalisations.

Under these restrictions, only Category 1 and exceptional Category 2 procedures could be
undertaken. These restrictions were eased (but not fully lifted) from 29 April 2020, allowing all
Category 2 and some important Category 3 procedures to be performed. Suspensions then
occurred on a jurisdiction-by-jurisdiction basis to create additional hospital capacity and ensure
those who needed acute COVID-19 hospital care were able to receive it.
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Elective surgery restrictions had a significant impact on the private sector, which ordinarily make up
over half of all elective surgeries.

Private Hospital Viability Guarantee

To ensure private hospital beds and the private hospital workforce were available to supplement
public hospitals during COVID-19 outbreaks, the Government provided financial assistance through
COVID-19 Partnership. This also ensured the viability of the private hospital sector and the ability to
resume normal operations at the end of the COVID-19 pandemic. The Government’s contribution
covered the gap between each private hospital’'s minimum viability costs and any revenue received
by that private hospital. This resulted in a cost to the Government of $1.5 billion over the period that
it was in place, from 3 April 2020 to 30 September 2022.

Private hospitals were successfully used during the Victorian COVID-19 wave in late 2020, with
more than 500 patients accommodated in response to outbreaks in RACHS. In other jurisdictions
there was less success with this approach. Some private hospitals considered that they did not
have the right capability to care for this cohort. It was also observed that often private hospital staff
were already working across the public hospital or aged care sectors.

Private hospital capacity was also used to supplement the public hospital system. For example,
transferring surgical cases to a private hospital to allow a nearby public hospital to dedicate
additional capacity for patients with COVID-19.

Pathology Sector Viability

The Government provided funding to private pathology providers to ensure they were able to remain
operating and provide essential testing services. This was also in recognition that major pathology
providers were ineligible for JobKeeper due to their size of their businesses. One of the three major
private pathology providers applied for and received grant funding to provide a revenue guarantee
from April-September 2020 to ensure that essential pathology testing was maintained.

Private health insurers commitment to support sector recovery

Private health insurers committed to not profit from the COVID-19 pandemic given the restrictions
on members’ access to hospital and services and treatments, and subsequent reduction in claims.
The Department, in consultation with the Australian Competition and Consumer Commission, the
Australian Prudential Regulation Authority and the private health insurance sector, developed a
framework to monitor private health insurers against their commitments™

Health insurers provided premium relief and expanded the benefits available to Australians who
hold private health insurance. Some of these initiatives have included:

o deferral of 2020, 2021 and 2022 premium changes,
¢ extending their products to cover all COVID-19 related claims,

+ allowing policy holders to suspend their policy and reactivate it without re-serving waiting
periods,

e waiving premiums for policy holders experiencing financial hardship while honoring benefit
claims, and

e supporting members via rebates, short term premium reductions, extension of benefits, and roll-
over of benefits into the next calendar year.

As of 30 June 20232, insurers had returned 84.7% of estimated permanent claims savings to policy
holders ($3.5 billion). Givebacks by insurers will continue to be announced and made after this date.
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+ developing internal capability and relationships to produce robust research and evidence which
uses complex linked datasets.

Bolstering data capabilities and maintaining investments in data systems will remain a key part of
Australia’s pandemic preparedness. In particular there are opportunities to incorporate national
hospitalisations and case data to provide a quantitative indicator of case severity in addition to
mortality data.

There are further opportunities in relation to national disease surveillance. The National Notifiable
Disease Surveillance System (NINDSS) is the core data system used for national COVID-19
surveillance. The NINDSS coordinates national surveillance of communicable diseases through
daily reports from jurisdictions. The NINDSS is case-based, not person-based, and it is not possible
to link case information to personal information in other health and social datasets to further analyse
at-risk populations.

System deficiencies further reduced the Department’s ability to coordinate national response
activities. Ad-hoc data systems were developed to address these deficiencies however these
interim solutions often result in policies and products being developed based on data sourced from
a range of different systems.

6.3. Workforce

The pandemic exacerbated existing challenges faced by the health and aged care workforce. The
Department worked with other agencies and governments to facilitate movement of health and aged
care workers. This included support for short term exemptions to work restrictions for international
medical and nursing students and introducing additional flexibilities to workforce programs. Despite
these efforts, challenges remained.

Domestic and international travel restrictions and the associated costs with quarantine compounded
challenges in attracting overseas trained workforce, and movement of other essential health and
aged care workforces such as AUSMAT.

As a result, the Visas for GPs Program saw a 30% reduction in the number of Health Workforce
Certificates issued for overseas doctors in 2020-21 compared to 2019-20.

In 2020, changes to the AHPRA sub-register made up to 26,000 practitioners eligible to practice
once again. However, surveys indicated only 8% of these practitioners returned to the workforce.

To provide greater flexibility to health professionals, the locum tenens period was extended from
two weeks to twelve weeks. The extension was a temporary change to support the COVID-19
response, reducing the number of Medicare provider number applications and allowing faster
processing of applications for health professionals.

As discussed in Section 4.4, as part of the Private Hospital Viability Guarantee, the Government
and jurisdictions partnered with the private hospital sector to utilise the 30,000 hospital beds, and
the sector’s 105,000 skilled workforce across 657 private and not-for-profit hospitals.

While the private hospital capacity was useful as part of the Victorian aged care response in 2020, it
quickly became apparent that the workforce serving private hospitals was not a dedicated
workforce. Much of the 105,000 headcount was also engaged in aged care and public hospital
settings, meaning it was not able to be redeployed in the public hospital and aged care sectors.

The vaccination rollout was a substantial effort and required a redistribution of resources and
workforce to ensure the timely and effective delivery of COVID-19 vaccines to Australians. This
redistribution may have impacted capacity in other parts of the health system.

6.4. Aged care future state preparedness and response

Since the delivery of the Royal Commission into Aged Care Quality and Safety Final Report, the
Government has invested more than $30 billion in additional funding into the aged care system.
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The Government’s reform agenda for aged care also aims to ensure that older people in Australia
are prioritised and there are continued improvements in quality, safety and choice. This is being
achieved through a suite of reforms, including:

o Workforce support for upskilling and furloughing of staff,

e support for facilities to address the direct additional costs,

¢ introducing star ratings to make informed choices,

¢ funding a 15% wage rise for more than 250,000 aged care workers,

o face-to-face support in Services Australia service centers, and

¢ expanding the National Aged Care Mandatory Quality Indicator Program.

These reforms complement the continued focus on recovery and maintenance of the aged care
sector’s response capability and preparedness for any future pandemics. The Department continues
to support aged care providers to build their capability and capacity by:

+ providing on-going financial assistance that supports the planning for and management of
outbreaks, including COVID-19 and other infectious diseases,

¢ Supporting continued surge workforce for RACHs impacted by an outbreak and experiencing
staff shortages, and

¢ On-going access to IPC resources and online training material, surveillance and monitoring
activities and research into existing IPC processes.

6.5. Supporting people from First Nations communities

Early in the pandemic the Government acknowledged that First Nations peoples were likely to be
disproportionately impacted by COVID-19. This led the Department implementing measures to
support First Nations communities that complemented and aligned with the priority reforms of the
National Agreement on Closing the Gap, in close partnership with First Nations stakeholders.

First Nations emergency responses measures were developed through partnership and planning at
the local level. A COVID-19 Advisory Group, jointly chaired by the Department and the NACCHO,
brought together expert medical and First Nations representatives to strengthen First Nations voices
on COVID-19 issues. The Advisory Group formally transitioned in 2023 to the National Aboriginal
Torres Strait Islander Health Protection sub-committee (NATSIHP), a sub-committee of the AHPPC.

ACCHOs were essential in the COVID-19 response. Funding was provided to the ACCHO sector to
implement COVID-19 responses that were bespoke and tailored to the local community. The
Government worked with the sector to provide flexible funding to ensure suitability for local
communities with diverse needs. This ensured fit for purpose communication, support and advice
for First Nations people.

Since 1 January 2023, the Government has been transitioning the COVID-19 response to normal
health service delivery arrangements. The Department is continuing to work in partnership with the
NACCHO, NATSIHP, ACCHOs and communities to implement measures to increase vaccination
uptake and promote community-led, targeted and local COVID-19 responses for First Nations
people.

6.6. People with Disability

People with disability experienced profound challenges throughout the COVID-19 pandemic. These
included difficulties accessing disability supports, health services and information to help them
navigate the health emergency. Some people with disability continue to isolate themselves from the
community to avoid risk of exposing themselves to COVID-19.

Australian data indicates people with disability, as a population, are at higher risk of severe disease
and death due to COVID-19 than the general population. This is likely due in part to the increased
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Prior to 2020, the Department’s communication with people from CALD backgrounds was limited. It
was done by translating existing assets and engaging media outlets such as SBS and large-scale
ethnic press. Lack of specialised skills and limited capacity meant the most populous groups were
targeted more frequently. COVID-19 revealed health system weaknesses, and barriers these
groups faced accessing information and health care.

While translated materials were important to ensure CALD communities had access to information,
79% of Australian CALD populations surveyed in 2023 prefer to receive their health information in
plain English and 84% prefer audio-visual resources. Opportunities for people to have in-language
and culturally safe conversations with people they trust, where they feel confident to ask questions,
are also very effective in helping people overcome barriers to access. Intermediaries (community
leaders/trusted messengers) are gateways to genuine engagement and communication within
CALD communities.

From December 2022, the Department established a dedicated Multicultural Health Section to lead
a coordinated approach and ensure policies and programs across the portfolio consider are
culturally safe and responsive to the needs of multicultural communities in their design and
implementation.

6.8. Communication with diverse groups

Three key groups — the CALD Communities COVID-19 Health Advisory Group, the First Nations
Health Advisory Group, and the Disability Working Group — played essential roles in the
Government’s communication response to COVID-19. They provided pathways to build trust with
diverse communities and their lived experience helped to improve processes, enhancing community
access and understanding of issues.

Their advice has led to lasting improvements.

The ongoing advice and scrutiny provided by these groups has led the Department to reflect on its
engagement with diverse groups and explore ways to improve this capability.
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7. Glossary

ABF Australian Border Force

ABS Australian Bureau of Statistics

ADF Australian Defence Force

ACCHO Aboriginal Community Controlled Health Organisations
AHPPC Australian Health Protection Principal Committee
ANAO Australian National Audit Office

APA Advance Purchase Agreements

AUSMAT Australian Medical Assistance Team

CALD Culturally and Linguistically Diverse

CDNA Communicable Diseases Network Australia

CET National COVID-19 Clinical Evidence Taskforce
CRTCA COVID-19 Rapid Test Concessional Access
CVAS COVID-19 Vaccine Administrative System
Defence Department of Defence

DFAT Department of Foreign Affairs and Trade

DHA Department of Home Affairs

DSS Department of Social Services

EMT Emergency Medical Team

GPRC General Practice-led Respiratory Clinics

HSP Hearing Services Program

IHR International Health Regulations 2005

LwC Living with COVID program

MBS Medicare Benefits Scheme

MRAC MBS Review Advisory Committee

MRFF Medical Research Future Fund

NACCHO National Aboriginal Community Controlled Health Organisation
NATSIHP National Aboriginal Torres Strait Islander Health Protection sub-committee
NBCSP National Bowel Cancer Screening Program
NCSP National Cervical Screening Program

NCCTRC National Critical Care and Trauma Response Centre
NDIA National Disability Insurance Agency

NMS National Medical Stockpile

NINDSS National Notifiable Disease Surveillance System
OCS Operation COVID Shield

OPAN Older Person Advocacy Network

PBAC Pharmaceutical Benefits Advisory Committee
PBS Pharmaceutical Benefits Scheme

PCR Polymerase chain reaction

PHN Primary Health Network

PHLN Public Health Laboratory Network

PIP Practice Incentives Program

PM&C Department of the Prime Minister and Cabinet
POCT COVID-19 Remote Point of Care Testing

RACH Residential Aged care homes

RAT Rapid Antigen Test

rHTA rapid Health Technology Assessment

RACGP Royal Australian College of General Practitioners
SAHQ app South Australian Home Quarantine Application
SIL supported independent living disability settings
SSHMS Suicide and Self-Harm Monitoring System

TGA Therapeutic Goods Administration

TTS thrombosis with thrombocytopenia

UoM University of Melbourne

VACRC Victoria Aged Care Response Centre

WHO World Health Organization




