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Statement of Compatibility with Human Rights
Prepared in accordance with Part 3 of the Human Rights (Parliamentary Scrutiny) Act 2011

Biosecurity (Listed Human Diseases) Amendment Determination 2020

This legislative instrument is compatible with the human rights and freedoms recognised or declared
in the international instruments listed in section 3 of the Human Rights (Parliamentary Scrutiny) Act
2011.

Overview of the Legislative Instrument

The Biosecurity (Listed Human Diseases) Amendment Determination 2020 adds ‘human coronavirus
with pandemic potential’ as a listed human disease, and therefore enables the application of a range of
measures under the Biosecurity Act 20135.

Human rights implications

This legislative instrument engages and is consistent with Article 12(1) of the International Covenant
on Economic, Social and Cultural Rights by assisting with the progressive realisation by all
appropriate means of the right of everyone to the enjoyment of the highest attainable standard of
physical and mental health.

This instrument provides the means of protecting public health in Australia through enabling the
application of human biosecurity measures to manage the risk of human coronavirus with pandemic
potential entering Australian territory, or emerging, establishing, or spreading in Australian territory
or a part of Australian territory.

Conclusion

This legislative instrument is compatible with human rights because it promotes the human right to an
adequate standard of living and the highest attainable standard of physical and mental health.

Professor Brendan Murphy
Director of Human Biosecurity
Chief Medical Officer
Department of Health
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Biosecurity (Listed Human Diseases) Amendment
Determination 2020

I, Professor Brendan Murphy, Director of Human Biosecurity, make the following legislative
instrument.

Dated

Professor Brendan Murphy DRAFT ONLY—NOT FOR SIGNATURE
Director of Human Biosecurity
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1 Name

This instrument is the Biosecurity (Listed Human Diseases) Amendment
Determination 2020.

2 Commencement

This instrument commences on the day it is registered.

3 Authority

This instrument is made under subsection 42(1) of the Biosecurity Act 2015.

4 Schedules

Each instrument that is specified in a Schedule to this instrument is amended or
repealed as set out in the applicable items in the Schedule concerned, and any
other item in a Schedule to this instrument has effect according to its terms.

Biosecurity (Listed Human Diseases) Amendment Determination 2020 1
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Communicable Diseases Network Australia Committee Meeting
Jurisdictional Executive Group

Meeting Date: 20 January 2020 Item Number: 2.1
Sponsor: Chair

Speaker: Members

Viral Pneumonia in Wuhan, China

Recommendations
That CDNA Members:

1. Discuss the outbreak of viral pneumonia in Wuhan, China.

Purpose of Paper

To discuss the outbreak of viral pneumonia in Wuhan, China.

Background

Please refer to the attachments to aid the discussion.

Aboriginal and Torres Strait Islander health impact statement

Nil.

Attachments

Attachment A: Event Update 2 — Viral Pneumonia in China

Attachment B: International Travel Patterns from Wuhan, China

Attachment C: Series of National Guidelines — Middle East Respiratory Syndrome
Coronavirus

Attachment D: Case Definition — Middle East Respiratory Syndrome Coronavirus

Attachment E: Laboratory Case Definition — Middle East Respiratory Syndrome
Coronavirus

Attachment F: World Health Organization Technical Documents for Novel Coronavirus
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Contact information

Branch/Jurisdiction/Standing CDNA Secretariat

Committee:

Contact person: CDNA Secretariat

Phone: (02) 6289 1400

Email: CDNA.Secretariat@health.gov.au
Cleared by: Dr Marcelle Noja

Date: 20 January 2020
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e On 16 January, Japan reported a confirmed case of the novel coronavirus in a Chinese national who
had recently returned from Wuhan, China.3

e There have been two reported deaths. One in a case with severe underlying medical conditions, and
the other a case who was 69 years old.?

e There appears to be a common epidemiological link in most cases, where those affected attended (as
vendors, traders or customers) a live seafood market. Media is reporting that the market also sold
birds, bats, other animals and organs from wildlife.*

0 The cases identified in Japan and Thailand claim that they had not visited the Huanan
South China Seafood Market.

0 A member of a small family cluster in China did not visit the Huanan South China
Seafood Market, but is the wife of a market vendor.

e The source of infection remains under investigation.

e Chinese health authorities have implemented monitoring, control and prevention measures including
contact tracing, isolation of cases and public risk communications. The market has been closed since
1 January 2020 and has undergone environmental sanitation and disinfection.*

e There is no evidence of ongoing human to human transmission at this time. Additionally, there has
been no reported transmission to health care workers. 4

e Investigation and laboratory testing in China is ongoing.
e To date, there are no reported cases in Australia.

e Australia has excellent public health laboratory capacity to-test for and identify the novel coronavirus
and strong public health systems in place should a case be identified in Australia.

e The Department of Health, through the National Incident Room, is closely monitoring this situation in
collaboration with the World Health Organisation and the states and territories.

Full detail at Appendix A.

Response Actions

China
National authorities have reported the following response measures:

¢ One hundred and twenty-one close contacts have been identified and are under medical observation;
e Pathogen identification and the tracing of the cause is ongoing;

¢ Wuhan Municipal Health Commission carried out active case finding, and retrospective investigations
have been completed;

e Environmental sanitation and further hygiene investigations are under way.*

Australia
e The National Incident Room is actively monitoring this outbreak.

¢ No specific measures are recommended for travellers to Australia at this time. This is consistent with
the recommendations of the WHO under the IHR. 4

3WHIO Disease Outbreak News Novel Coronavirus — Japan (ex-China) https://www.who.int/csr/don/16-january-2020-novel-coronavirus-japan-ex-china/en/ - accessed 17 January

2020

4 WHO Disease Outbreak News, Pneumonia of unknown cause - China https://www.who.int/csr/don/05-january-2020-pneumonia-of-unkown-cause-
china/en/?fbclid=IwAR3dxY pgmycpud1lsjr4DxYblsDnum1WGanoFf IsyR4PBoQLrC4F1 oww - accessed 10 January 2020
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Thailand
National authorities have reported the following response measures:

Screening of travellers from Wuhan at airports;

Activated enhanced surveillance at public and private hospitals;

Monitoring identified contacts, including 40 high-risk and 142 low-risk contacts.

Risk information accessible to the public including a hotline for people returning from the Wuhan with
related symptoms.2

Full detail at Appendix B.

More comprehensive information is required to understand the current status and epidemiology of the
outbreak, and the clinical picture. Further investigations are also required to confirm the source, modes of
transmission, extent of infection and any effective medical countermeasures.

Chinese authorities have noted, while the virus in question can cause severe illness in some patients, it does
not transmit readily between people.

Australia has excellent public health laboratory capacity to test for and identify viral and bacterial agents and
strong public health systems and border measures to detect and manage ill travellers.

Planned Action

Australian National Focal Point (Health)

e The National Incident Room will continue to review any available information on the outbreak and will
update advice as and when required.

e Assessment to the risk to Australia and Australians is ongoing.

e Information and advice on this outbreak will be published on the Department of Health website
shortly.

Authorised By

Celia Street, FAS Office of Health Protection

Distribution

MO (Health, FA, HA, AWR), AHPPC, CDNA, PHLN, NHEMS, Health (OHP SES, OHP MSAU, OHP EL2,
IADHB, Media), DAWR, DFAT (Humanitarian, Health Policy, CHS), DIO, HA (ABF, EMA, Health Policy),
PM&C

Further Information

This report is issued by the Australian National Focal Point (NFP). The Australian NFP is located in the Office
of Health Protection at the Australian Government Department of Health and its activities are supported 24/7
by the National Incident Room. The Australian NFP is established under the

National Health Security Act 2007.

For more information on the event(s) in this report, contact the NFP at health.ops@health.gov.au or
+61 (2) 6289 3030.
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Appendix A

Appendix A: Epidemiological Situation

Situation

e On 31 December 2019, the WHO China Country Office was informed of cases of pneumonia of
unknown aetiology (unknown cause) detected in Wuhan City, Hubei Province of China. As of 3
January 2020, a total of 44 patients with pneumonia of unknown aetiology have been reported to
WHO by the national authorities in China. Of the 44 cases reported, 11 were severely ill, while the
remaining 33 patients are in stable condition.*

e Chinese national authorities report that all patients were isolated and received treatment in Wuhan
medical institutions.

e China has strong public health capacities and resources to respond and manage respiratory disease
outbreaks."

e Preliminary identification of a novel virus in a short period of time is a notable achievement and
demonstrates China’s increased capacity to manage new outbreaks and share information.

e |n addition to treating the patients in care and isolating new cases as they may be identified, public
health officials remain focused on continued contact tracing, conducting environmental assessments

at the seafood market, and investigations to confirm the identity of the pathogen causing the outbreak.
1

e High volumes of Chinese nationals undertaking international travel during the upcoming Lunar New
Year season has prompted some Asian countries such as Singapore, Hong Kong, South Korea,
Thailand and Taiwan to implement increased border surveillance.®

Background

e Human coronaviruses are common throughout the world.

e Coronaviruses are a large family of viruses with some causing less-severe disease, such as the
common cold, and others more severe disease such as MERS and SARS. Some transmit easily from
person to person, while others do not. According to Chinese authorities, the virus in question can
cause severe illness in some patients and does not transmit readily between people.

e |tis the potential clinical severity of MERS-CoV and SARS-CoV has led to intensified global interest
and the heightened concerns around disease transmission.

5 China's new virus looms over Lunar New Year travel https://asia.nikkei.com/Spotlight/Society/China-s-new-virus-looms-over-Lunar-New-Year-travel - accessed 10 January 2020
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Appendix B: Response Actions

China

e China has a Physical Containment Level 4 Laboratory, based in Wuhan, where laboratory testing is
being undertaken.

Thailand

e Screening travellers from Wuhan city commenced on 3 January 2020 at Suvarnabhumi Airport, Don
Mueang, Phuket and Chiang Mai airports.

e The Ministry of Public Health of Thailand has international-standard diagnosis and medical care, and
is closely coordinating with WHO and related departments for the potential response measures.

Border Measures in Australia

e Australia has well established processes in place for screening of ill travellers arriving at our
international air and sea ports.

¢ No international travellers suspected of having coronavirus have been identified at Australian borders.

¢ No specific measures are recommended for travellers to Australia at this time. This is consistent with
the recommendations of the WHO under the IHR.

e Border agencies have been advised to follow existing processes for screening ill travellers arriving at
Australia’s international air and seaports. This includes identification of ill travellers, isolation and
referral to Human Biosecurity Officers where indicated.

e This novel coronavirus is not an LHD under the Biosecurity Act 2015, however should it become
necessary, a disease can be determined as an LHD very quickly.

Laboratory Testing in Australia

e The preliminary determination of a novel coronavirus assists with disease detection and response.’

e Through the Victoria Infectious Diseases Reference Laboratory, Pathwest (WA), Queensland Health
Forensic and Scientific Services and the Institute for Clinical Pathology and Medical Research (NSW)
there is good capability to test for the novel coronavirus.

Page 5 of 5

FOR OFFICIAL USE ONLY

Page 7 of 87



FOI 26-2777 - Document 16

Article Type: Rapid Communication

Title: Pneumonia of Unknown Etiology in Wuhan, China: Potential for International Spread Via

Commercial Air Travel

Authors: Isaac I. Bogoch,l’z’* Alexander Wattsf’4 Andrea Thomas-Bachli, 34 Carmen Huber,3’4

. 134
Moritz U.G. Klraemer,S’6 Kamran Khan'

Affiliations:

1.

2.

Department of Medicine, University of Toronto, Toronto, Canada

Divisions of General Internal Medicine and Infectious Diseases, University Health
Network, Toronto, Canada

Li Ka Shing Knowledge Institute, St. Michael's Hospital, Toronto, Canada
BlueDot, Toronto, Canada

Department of Zoology, University of Oxford, Oxford, UK

Centre for the Mathematical Modelling of Infectious Diseases, London School of

Hygiene & Tropical Medicine, London, UK

*Correspondence: Isaac I. Bogoch, Divisions of General Internal Medicine and Infectious

Diseases, Toronto General Hospital, 14EN 209, 200 Elizabeth Street, Toronto, ON, Canada M5G

2C4. E-mail: isaac.bogoch@uhn.ca

Keywords: SARS; Air Travel; Coronavirus; Pneumonia; Outbreak; Zoonosis

Word count: 659

Tables: 1

Figures: 0

020z Aenuer G| uo 1sanb Aq gL ¥0/5/8008BBYWII/EE0 L 0 L/10p/AdBISqe-8]01e-80uBApE/W]l/Wwo0 dno-dlwepeoe//:sdiy woi) papeojumoq

Page 8 of 87



FOI 26-2777 - Document 16

Highlight: There is currently an outbreak of a pneumonia of unknown etiology in Wuhan, China.
While there are still several unanswered questions, we evaluate the potential for international

dissemination of this disease via commercial air travel should the outbreak continue.
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On December 30, 2019, a report of a cluster of pneumonia of unknown etiology was published
on ProMED-mail, possibly related to contact with a seafood market in Wuhan, China.' Hospitals
in the region held an emergency symposium, and support from federal agencies is reportedly
helping to determine the source of infection and causative organism. The seafood market has
since been closed, but purportedly sold a variety of live animal species. On January 5, 2019, the
World Health Organization (WHO) published a document outlining their request for more
information from Chinese public health authorities, and detailed 44 patients had “pneumonia of

unknown etiology”, with 121 close contacts under surveillance (www.who.int/csr/don/05-

january-2020-pneumonia-of-unkown-cause-china/en/). The WHO reported that 11 patients were

severely ill, and many affected individuals had contact with the Huanan Seafood market. Some
patients were reported to have fever, dyspnea, and pulmonary infiltrates on chest radiography. At
the time of publication, limited information has been produced directly by Chinese public health
authorities, however media reports documenting interviews with such authorities have stated that
the etiology is not yet identified, that there are now 59 affected patients, and that Severe Acute
Respiratory Syndrome (SARS), the Middle East Respiratory Syndrome (MERS), avian
influenza, and several other common respiratory pathogens have been ruled out

(http://news.hebei.com.cn/system/2020/01/05/100154729.shtml). On January 8, 2019, news

outlets and ProMED-mail reported that genetic sequencing demonstrated a novel coronavirus as
the potential causative organism.” Given the recent history of zoonotic transmission of a
coronavirus emerging from a live-animal market in China in 2002, and the potential for novel
pathogens to rapidly spread globally via commercial air travel,”* we sought to evaluate
international travel patterns from Wuhan, China in order to anticipate patterns of disease

dispersion should this outbreak evolve.
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We evaluated 2018 travel data generated from the International Air Transport Association
(IATA) to quantify passenger volumes originating from the international airport in Wuhan,
China, between January through March, inclusive. IATA data accounts for approximately 90%
of passenger travel itineraries on commercial flights, excluding transportation via unscheduled
charter flights (the remainder is modelled using market intelligence). These data represent direct
origin (Wuhan) to destination trips, and indirect trips that originated in Wuhan, but had
connecting flights to a final destination. We also report Infectious Disease Vulnerability Index
(IDVI) scores for countries receiving significant numbers of travellers from Wuhan.’ The IDVI
score is a validated tool to estimate a country’s capacity to prepare for and manage infectious
disease threats. A score is based on metrics from seven domains; demographic, health care,
public health, disease dynamics, political (domestic), political (international), and

economic. Countries are scored between 0-1, with higher scores representing greater capacity to

respond to outbreaks.’

Table 1 outlines the top 20 destination cities with passengers arriving from Wuhan; Bangkok,
Hong Kong, Tokyo, and Taipei received the largest volumes with 41 080, 23 707, 20 001, and 17
645 arrivals between January and March, respectively. The IDVT for these leading destinations
all exceed 0.65. Sydney and Victoria, Australia, and Dubai, UAE are the only three cities in the
top 20 destinations that are outside of Asia. Bali, Indonesia has the lowest IDVI score (0.563) in

the top 20 destination cities.
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At the time of publication, much is still unknown about this etiology of this respiratory
syndrome. Enhanced surveillance at airports has been enacted in several Asian cities. There are
now reports of respiratory illnesses in travellers from Wuhan under investigation in Singapore,
Hong Kong, and Seoul, however to date these illnesses are not confirmed to be related to the
Wuhan outbreak. Public health agencies around the world are reminding frontline healthcare
providers to be vigilant for potential imported cases, however this may be complicated in the
northern hemisphere by high levels of influenza-like illnesses at this time of year. To our
knowledge, no advisories against travel to Wuhan have been issued. Fortunately, most countries
receiving the largest volumes of passengers from Wuhan, China appear to have high IDVI

scores, corresponding to relatively strong public health and healthcare capacity.

Seventeen years after the global SARS epidemic, the current outbreak in Wuhan, China serves as
a reminder of how rapidly novel pathogens can appear and spread with potentially serious global
consequences. Although it is unclear what the current burden of disease is or the potential for
human-to-human transmission, major Asian hubs are the most probable sites of exportation

should this epidemic continue, and public health officials are already on alert in those locations.

Author contributions:
IIB, KK, AW conceived the idea
AW, ATB, CH conducted data analysis

IIB, KK, AW, ATB, MK interpreted data and contributed to writing
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Table 1: Top 20 passenger destination cities from Wuhan, China, January to March, 2018, and

corresponding Infectious Disease Vulnerability Index (IDVI) of destination countries

Document 16

DESTINATIO POPULATIO DESTINATIO DESTINATIO IDVI DIRECT TOTAL
N CITY N* (IN N PROVINCE N COUNTRY VOLUME** VOLUME**
MILLIONS) * *
BANGKOK 8.28 Bangkok Thailand 0.711 38,457 41,080
Metropolis
HONG KONG | 7.39 Hong Kong Hong Kong 0.664* 23,608 23,707
Special (SAR) *
Administrative
Region (SAR)
TOKYO 9.27 Tokyo Japan 0.926 18,581 20,001
TAIPEI 2.62 Taipei Taiwan 0.710 15,086 17,645
PHUKET 0.39 Phuket Thailand 0.711 14,097 16,656
SEOUL 9.78 Seoul Korea (South) 0.879 11,771 13,727
SINGAPORE | 5.61 Singapore Singapore 0.878 8,599 13,123
KOTA 0.25 Sabah Malaysia 0.761 12,340 12,661
KINABALU
MACAU 0.62 Macau Special ~ Macao (SAR) 0.664* 10,918 10,932
Administrative %
Region (SAR)
DENPASAR 0.79 Bali Indonesia 0.563 7,759 9,065
BALI
SYDNEY 5.23 New South Australia 0.913 5,093 8,431
Wales
DUBAI 3.14 Dubay United Arab 0.765 6,389 7,389
Emirates
KUALA 1.81 WP Kuala Malaysia 0.761 2,393 6,822
LUMPUR Lumpur
KAOHSIUNG | 2.77 Kaohsiung City = Taiwan 0.710 6,373 6,617
OSAKA 2.69 Osaka Japan 0.926 3,062 5,745
KRABI 0.46 Krabi Thailand 0.711 5,012 5,718
MELBOURN 4.94 Victoria Australia 0913 0 5,648
E
SURAT 0.13 Surat Thani Thailand 0.711 5,044 5,624
THANI
CHIANG MAI | 0.13 Chiang Mai Thailand 0.711 4,354 5,293
PENANG 1.77 Pulau Pinang Malaysia 0.761 4,436 5,059

*2018 estimates (United Nations)
**IDVI value estimated for China
***JATA data between January through March, 2018, inclusive
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Middle East Respiratory Syndrome Coronavirus

(MERS-CoV)
CDNA NATIONAL GUIDELINES FOR PUBLIC HEALTH
UNITS
Revision history
Version | Date Revised by Changes
1.0 15 Oct | Developed by MERS- | Original
2014 CoV SoNG working
group
1.1 24 July | MERS-CoV SoNG Presenting sypmptoms; contact
2015 Working Group management and case definitions

updated to address revised evidence
following outbreak in Republic of South
Korea. Further minor update approved
by AHPPC Chair 7 September 2015 to
include WHO recommendations on the
testing of asymptomatic close contacts
in the context of a hospital outbreak.

The Series of National Guidelines (‘the Guidelines”) have been developed by the
Communicable Diseases Network Australia (CDNA) and noted by the Australian
Health Protection Principal Committee (AHPPC). Their purpose is to provide nationally
consistent guidance to public health units (PHUs) in responding to a notifiable
disease event.

These guidelines capture the knowledge of experienced professionals, and provide
guidance on best practice based upon the best available evidence at the time of
completion.

Readers should not rely solely on the information contained within these guidelines.
Guideline information is not intended to be a substitute for advice from other
relevant sources including, but not limited to, the advice from a health professional.
Clinical judgement and discretion may be required in the interpretation and
application of these guidelines.

The membership of the CDNA and the AHPPC, and the Commonwealth of Australia
as represented by the Department of Health (‘the Commonwealth’), do not warrant
or represent that the information contained in the Guidelines is accurate, current or
complete. The CDNA, the AHPPC and the Commonwealth do not accept any legal
liability or responsibility for any loss, damages, costs or expenses incurred by the use
of, or reliance on, or interpretation of, the information contained in the guidelines.

Endorsed by CDNA: 24 July 2015
Noted by AHPPC: 14 August 2015
Released by Health: 7 September 2015

1
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Middle East Respiratory Syndrome Coronavirus
(MERS-CoV)
CDNA NATIONAL GUIDELINES FOR PUBLIC HEALTH
UNITS

1. Summary

Public health priority
Urgent.

Advice should be sought, where applicable, from the relevant state or territory
central communicable diseases agency on the process for reporting of suspected,
probable and confirmed MERS-CoV cases. MERS-CoV infection is a nationally
notifiable disease.

Case management

Isolate suspected, probable and confirmed cases in a single room with negative
pressure air-handling and an ensuite bathroom (if available) and use standard and
transmission-based precautions (contact and airborne).

Contact management

Close contacts of probable and confirmed cases are subject to some work and travel
restrictions and should be actively monitored for development of fever and
respiratory symptoms in the 14 days following the last contact, while casual contacts
are subject to self-monitoring only.

2. The disease

Infectious agents
The Middle East respiratory syndrome coronavirus (MERS-CoV).

Coronaviruses are a large and diverse family of viruses that include viruses that are
known to cause illness in humans (including the common cold) and animals.

Reservoir

It is likely that the virus has come from an animal source. MERS-CoV has been
detected in camels in several Middle East countries with human cases of MERS-CoV
infection. Additionally, serological evidence of camel exposure to MERS-CoV or a
closely related virus has been found in camels over a wide area of northern Africa
and the Middle East. It is suspected, but not confirmed, that infected camels may be
the source of the virus for some human cases. There are also limited reports of
MERS-CoV being detected in bats.

More information is needed to identify the possible role that camels, bats, and other
animals may play in the transmission of MERS-CoV. MERS-CoV is genetically distinct
from SARS-CoV, and appears to behave differently, being less transmissible but with
a higher mortality rate. However, the full spectrum of iliness remains unclear.

Mode of transmission
The mode or modes of transmission of MERS-CoV are not fully known.

2
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There have been some cases with a strong history of exposure to camels or camel
products (e.g. milk), including at least one cluster where the camels also tested
positive. However, there have been many sporadic cases with no history of prior
exposure to camels or other animals.

There have been multiple clusters of cases in which human-to-human transmission
has occurred. These clusters have been observed in health-care facilities, among
family members and between co-workers. However, the mechanism by which
transmission occurred in these instances, whether respiratory (e.g. coughing,
sneezing) or direct physical contact with the patient or via fomites after
contamination of the environment by the patient, is unknown.

Infection control recommendations for managing suspected, probable and confirmed
cases are consistent with those recommended for SARS-CoV and pandemic influenza.
As further information becomes available, these recommendations will be re-
evaluated and updated as needed.

Incubation period
From 2 to 14 days; most commonly 5 days.

Infectious period

The duration of infectivity for MERS-CoV infection is unknown. Standard precautions
should be applied throughout any admission; additional isolation precautions should
be continued until at least 24 hours after the resolution of symptoms.

Given that little information is currently available on viral shedding and the potential
for transmission of MERS-CoV, testing to detect the virus may be necessary to inform
decision-making on infectiousness. Patient information (e.g. age, immune status and
medication) should also be considered.

Clinical presentation and outcome

Clinical presentation ranges from asymptomatic to severe pneumonia with acute
respiratory distress syndrome and multi-organ failure. Nearly all symptomatic
patients have presented with fever. Respiratory symptoms are common and
gastrointestinal symptoms are less commonly reported.

Typically, the disease starts with fever and cough. Other common symptoms are
myalgia and chills. Sore throat, arthralgia, dyspnoea, nausea, vomiting and diarrhoea
are less commonly present. In the 2015 South Korean outbreak pneumonia was
present in a minarity of patients at initial presentation, but it is unclear whether early
testing of contacts with, at the time, milder clinical manifestations of MERS-CoV
infection may have influenced the reported spectrum of illness.

Patients who develop pneumonia or pneumonitis often require mechanical ventilation
and other organ support. The case fatality rate for confirmed cases is estimated at
30-40 percent, but this may decrease when the spectrum of disease is better
understood, as suggested by lower case fatality observed in the South Korean
outbreak.

Persons at increased risk of disease

The age distribution of reported cases is skewed heavily to the middle-aged and
elderly. Cases who are elderly, immunocompromised or with co-morbidities have an
increased case fatality rate[1].

3
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Disease occurrence and public health significance
As of June 2015 there have been no confirmed MERS-CoV cases reported in
Australia.

Countries that have reported cases in the Middle East include Iran, Jordan, Kuwait,
Lebanon, Oman, Qatar, Saudi Arabia (KSA), United Arab Emirates (UAE) and Yemen,
with Saudi Arabia and UAE being most affected.

Persons who acquired MERS-CoV in Middle Eastern countries have exported the
infection to many other countries, which has resulted in health facility outbreaks in
France, the United Kingdom, and most notably South Korea. For a full list of
countries where MERS-CoV cases have been detected see the World Health
Organization (WHOQ) coronavirus infection website [1].

WHO expects that additional cases of MERS-CoV infection will be reported from the
Middle East, and that it is likely that cases will continue to be exported to other
countries by tourists, travellers, guest workers or pilgrims who might acquire
infection following exposure to human cases (possibly in a health care setting), or
possibly from camels or other unknown animal sources (for example, while visiting
farms or markets).

Until more is understood about the mode of transmission and risk factors for
infection, it is expected that sporadic cases will continue to occur, with potential for
limited transmission within households and healthcare settings.

3. Routine prevention activities

It is recommended that people with significant medical conditions such as diabetes,
renal disease and chronic lung disease who are intending to travel to the Middle East
— including those undertaking the Hajj or Umrah - consult a doctor prior to travel.

People travelling in countries affected by MERS-CoV should maintain good hygiene
practices, avoid contact with animals, especially camels, and refrain from consuming
unpasteurised milk or undercooked meat.

Travellers to the Middle East and travel organisations should be advised of general
travel health precautions which will lower the risk of infection in general, including
respiratory viruses and traveller’'s diarrhoea. Specific emphasis should be placed on:

e hand hygiene and respiratory hygiene
¢ adhering to good food-safety practices,
e maintaining good personal hygiene.

Travel advice for Australians is available at the Australian Department of Health
MERS-CoV web page [2]. Travellers should check if there are any travel restrictions
in place prior to travel.

4. Surveillance objectives

e To rapidly identify, isolate and treat cases, and prevent transmission to their
contacts

¢ To identify and provide information to contacts and ensure that they are
isolated rapidly should symptoms occur

4
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e To describe the epidemiology of MERS-CoV infection in Australia, including
identifying risk factors for transmission.

5. Data management

Probable and confirmed cases of MERS-CoV infection should be entered onto the
notifiable diseases database within one working day of notification/report. Data for
suspected cases should be maintained according to jurisdictional protocols.

6. Communications

Where applicable, public health units should immediately notify the central
state/territory communicable diseases agency of suspected, probable and confirmed
cases once notifications/reports are received. Provide the case’s age, sex, place of
residence, indigenous status, date of onset, travel history, laboratory results, clinical
status, likely place of acquisition, and follow-up action taken.

State/territory communicable disease agencies should immediately notify probable
and confirmed MERS-CoV cases to the National Incident Room.

7. Case definition

The criteria for a suspected case of MERS-CoV are to be used to direct testing and
initial infection control and public health actions. Suspected cases will ultimately be
reclassified as either having a diagnosis of MERS-CoV excluded, or meeting the
criteria for a probable or confirmed case. The criteria for probable and confirmed
cases of MERS-CoV define those cases that are to be reported to the National
Notifiable Diseases Surveillance System.

Suspected case®

Knowledge and understanding of MERS-CoV infection continues to expand. The
following criteria are based on case series reported from recent outbreaks and
represent combinations of symptoms and epidemiological criteria in which MERS-CoV
testing is strongly recommended.

Atypical presentations occur, and clinical and public health judgement should also be
used to determine the need for testing in patients who do not meet the criteria
below.

Testing and initial infection control and public health actions for MERS-CoV should be
undertaken for persons with:

A. Fever AND pneumonia or pneumonitis or acute respiratory distress syndrome
(ARDS) AND

o history of travel from or residence in affected countries in the Middle
East® within 14 days before symptom onset, OR

' Check for updates on the Australian Department of Health MERS-CoV website
(http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-mers-cov.htm).

5
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o contact® (within the incubation period of 14 days) with a symptomatic
traveller who developed fever and acute respiratory illness of
unknown aetiology within 14 days after travelling from affected
countries in the Middle East, OR

o contact (within the incubation period of 14 days) with a symptomatic
traveller who developed fever and acute respiratory illness of
unknown aetiology within 14 days after travelling from a region with a
known MERS-CoV outbreak at that time*,

OR

B. Fever AND symptoms of respiratory illness (e.g., cough, shortness of breath)
AND

o being in a healthcare facility (as a patient, worker, or visitor) in a
country or territory in which recent healthcare-associated cases of
MERS have been identified* within 14 days before symptom onset, OR

o being in contact with camels or raw camel products within affected
countries in the Middle East within 14 days before symptom onset.

OR

C. Fever OR acute symptoms compatible with MERS-CoV AND onset within 14
days after contact with a probable or confirmed MERS-CoV case while the
case was ill.

OR

D. Testing and initial infection control and public health actions for MERS-CoV
should also be considered, in consultation with the public health unit, where
there is a cluster of patients with severe acute respiratory illness of unknown
aetiology following routine microbiological investigation, particularly where
the cluster includes health care workers.

% Affected countries in the Middle East include Iran, Jordan, Kuwait, Lebanon, Oman, Qatar,
Saudi Arabia (KSA), United Arab Emirates (UAE) and Yemen

® See section 11: Definition of contact

* See the World Health Organization (WHO) coronavirus infection website [1] for list of
countries currently experiencing a MERS outbreak

Probable case
e A person with an acute respiratory infection with clinical, radiological, or
histopathological evidence of pulmonary parenchymal disease (e.g.
pneumonia or pneumonitis or Acute Respiratory Distress Syndrome (ARDS));
AND
No possibility of laboratory confirmation for MERS-CoV because the
patient or samples are not available for testing; AND
Close contact with a laboratory-confirmed case (see the Contact
Management section below for guidance on identifying close contacts).

6
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Confirmed case
e A confirmed case requires laboratory definitive evidence of infection with
MERS-CoV.

Laboratory definitive evidence
e Detection of MERS coronavirus by polymerase chain reaction (PCR) in a
public health reference laboratory using the testing algorithm described in
Appendix 3 and summarised below.

Notes:
D Transiting through an international airport (<24 hours stay, remaining within
the airport) in the Middle East is not considered to be risk factor for infection.
(2) Laboratory definitive evidence. To consider a case as laboratory-confirmed,
one of the following conditions must be met:
o A positive PCR result for at least two different specific targets on the
MERS-CoV genome.
o One positive PCR result for a specific target on the MERS-CoV genome
and an additional different PCR product sequenced, confirming
identity to known sequences of MERS-CoV.

See the Laboratory testing section and Appendix 3 for additional MERS-CoV
laboratory testing information.

8. Laboratory testing

Patients to be considered for MERS-CoV testing are described under the suspected
case definition (above). Where applicable, consult with your state/territory
communicable diseases agency to seek advice on which laboratories can provide
MERS-CoV testing; appropriate specimen type, collection and transport; and also to
facilitate contact management if indicated.

Transmission-based contact and airborne precautions must be used when collecting
respiratory specimens [3]. These include:

e Contact precautions, including close attention to hand hygiene

e Airborne transmission precautions, including routine use of a P2
mask/respirator, disposable gown, gloves, and eye protection

e Collection in a room with negative pressure air-handling where available.

Routine tests for acute pneumonia/pneumonitis should be performed where
indicated, including bacterial cultures, acute and convalescent serology, urinary
antigen testing and tests for respiratory viruses, according to local protocols.

Serology, if available, may be useful in cases where MERS-CoV is strongly suspected
but non-confirmed with PCR but requires paired acute and convalescent sera — seek
expert clinical microbiology advice. Serology is also useful to estimate secondary
infection rates in asymptomatic cases following exposure to MERS-CoV.

See Appendix 3 for additional MERS-CoV laboratory testing information.

7
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9. Case management

Response times

On the same day as notification of a suspected, probable or confirmed case, begin
follow up investigation and, where applicable, notify your central state or territory
communicable diseases agency.

Response procedure

Case investigation

The response to a notification will normally be carried out in collaboration with the
clinicians managing the case, and be guided by the MERS-CoV public health unit
checklist (Appendix 2) and the MERS-CoV Investigation Form (Appendix 4).

Regardless of who does the follow-up, PHU staff should ensure that action
has been taken to:
e Confirm the onset date and symptoms of the illness
e Confirm results of relevant pathology tests, or recommend that tests be done
e Seek the treating doctor's permission to contact the case or relevant care-
giver
e Determine if the diagnosis has been discussed with the case or relevant care-
giver before beginning the interview
Review case and contact management
e Ensure appropriate infection control guidelines are followed in caring for the
case
e Identify the likely source of infection.

Note: If interviews with suspected cases are conducted face-to-face, the person
conducting the interview must have a thorough understanding of infection control
practices and be competent in using appropriate PPE.

Wherever possible, cases should be managed in hospital. If clinically indicated, cases
may be managed at home only if it can be ensured that the case and household
contacts are counselled about risk and that appropriate infection control measures
are in place.

Case treatment
In the absence of pathogen-specific interventions, patient management largely
depends on supportive treatment, and vigilance for and treatment of complications.

Further advice on clinical management is available from WHO [4].

Education

Provide MERS-CoV Fact Sheets (Appendix 1) to cases and their close contacts.
Ensure that they are aware of the signs and symptoms of MERS-CoV, the
requirements of isolation, contact details of the PHU and the infection control
practices that can prevent the transmission of MERS-CoV.

Isolation and restriction

Cases must be isolated in an appropriate health facility, unless alternative
arrangements are recommended on expert advice. Healthcare workers and others
who come into contact with suspected, probable and confirmed cases must be
protected according to recommended infection control guidelines. Visitors should be
restricted to close family members.

8
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A risk assessment should be undertaken for suspected cases who initially test
negative for MERS-CoV. If there is no alternative diagnosis and a high index of
suspicion remains that such cases may have MERS-CoV infection, consider continued
isolation and use of the recommended infection control precautions, pending further
testing (see Laboratory testing section and Appendix 3) and re-assessment.

Given the severity of reported infections, the evidence of limited person-to-person
transmission, and gaps in knowledge of transmission pathways, the
recommendations on isolation and PPE for management of suspected, probable and
confirmed cases take a deliberately cautious approach.

Infection control measures should be those applicable to control the transmission of
pathogens that can be spread by the airborne route. These measures are detailed in
the [nterim infection prevention and control aavice for acute care hospitals relating
to suspected Middle Eastern respiratory syndrome coronavirus (MERS-CoV)
Infections, (http://www.health.gov.au/mers-coronavirus) [3].

In summary, transmission-based precautions for suspected, probable and confirmed
cases should include:

e Placement of cases in a negative pressure room with an ensuite bathroom, if
available, or in a single room from which the air does not circulate to other
areas

e Airborne transmission precautions, including routine use of a P2 respirator (or
N95 mask), long sleeved disposable gown, gloves, and eye protection when
entering a patient care area

e Contact precautions, including close attention to hand hygiene

o If transfer of the confirmed or probable case outside the negative pressure
room is necessary, ask the patient to wear a single use “surgical” face mask
while they are being transferred and to follow respiratory hygiene and cough
etiquette.

Active case finding

Contacts (see Contact management section) should be identified and advised to
immediately seek medical advice should they develop symptoms. Contacts or
caregivers should be advised to inform the public health agency if they develop
symptoms.

10. Environmental evaluation

Where local transmission of MERS-CoV is thought possible, a thorough review of
contributing environmental factors should be done. This should include a review of
infection control procedures, and opportunities for exposure to respiratory or faecal

contamination.

If a case has had occupational exposure to animals it may be appropriate to consult
with animal health authorities.

11. Contact management

As there remain gaps in the understanding of infectivity of MERS-CoV cases and
transmission modes the definition of contacts is based on observations of people

9
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infected in large outbreaks, particularly the outbreak in South Korea. The definition
of contacts and recommended control measures are subject to review as more
information on MERS-CoV becomes available.

Identification of contacts

All persons categorised as a contact (see definitions of “close contacts” and “casual
contacts” following) of probable and confirmed cases should be followed-up, and
monitored for the development of symptoms for 14 days after the last exposure to
the case (i.e. the maximum incubation period).

Contacts of suspected cases should also be considered for contact management if
there is likely to be a delay in confirming or excluding MERS CoV infection in the
suspected case, such as delayed testing.

Close Contact definition

A close contact is defined as requiring greater than 15 minutes face-to-face contact
with a symptomatic probable or confirmed case in any setting, or the sharing of a
closed space with a symptomatic probable or confirmed case for a prolonged period
(e.g. more than 2 hours).

Hence, close contacts may include:

¢ A healthcare worker or family member providing direct patient care to, or
who were within close vicinity of an aerosol generating procedure performed
on, or a laboratory worker who performed tests on specimens from, a
confirmed or probable case, without recommended infection control
precautions, including not using full personal protective equipment (PPE).

e OR, a healthcare worker, patient or visitor who shared the same closed
space for a prolonged time (e.g. more than 2 hours), and without
recommended infection control precautions, including not using full personal
protective equipment (PPE).

e OR, people who resided in the same household or household-like setting (e.g.
dormitory room in a boarding school).

Contact tracing by public health units should prioritise identifying close contacts
particularly healthcare workers, and other close contacts who may be at higher risk
of severe disease, including the elderly and those with significant co-morbidities.

e (Casual contact definition

e Casual contact is defined as any person having less than 15 minutes face-to-
face contact with a symptomatic probable or confirmed case in any setting, or
sharing a closed space with a symptomatic probable or confirmed case for
less than 2 hours. This will include healthcare workers, other patients, or
visitors who were in the same closed healthcare space as a case, but for
shorter periods than those required for a close contact. Other closed settings
might include schools or offices.

Note that healthcare workers and other contacts who have taken recommended
infection control precautions, including the use of full PPE, while caring for a
symptomatic probable or confirmed MERS-CoV case are not considered to be close
contacts. However, these people should be advised to self-monitor and if they
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develop symptoms consistent with MERS-CoV infection they should isolate
themselves and notify their public health unit or staff health unit so they can be
tested and managed as a suspected MERS-CoV case (see recommendations below
under Management of symptomatic contacts).

Other casual contacts may include:

e Extended family groups e.g. in an Aboriginal community.

e Aircraft passengers who were seated in the same row as the case, or in the
two rows in front or two rows behind a symptomatic probable or confirmed
MERS-CoV case. It is noted that to date no instances of transmission on
airlines have been identified. Contact tracing of people who may have had
close contact on long bus or train trips should also be attempted where
possible, using similar seating/proximity criteria.

e All crew-members on an aircraft who worked in the same cabin area as a
symptomatic probable or confirmed case of MERS-CoV. If a crew member is
the symptomatic MERS-CoV case, contact tracing efforts should concentrate
on passengers seated in the area where the crew member was working
during the flight and all of the other members of the crew.

Where resources permit, more active contact tracing may be extended to other
persons who have had casual contact (as defined above), particularly in school,
office, or other closed settings. In these circumstances, the size of the room/space
and degree of separation of the case from others should be considered in identifying
contacts.

Contact assessment

All persons identified as having had contact with a symptomatic probable or
confirmed case should be assessed to see if they should be classified as a close or
casual contact and have demographic and epidemiological data collected.
Information on contacts should be managed according to jurisdictional requirements.

Identification and assessment of the contacts of suspected cases may be deferred

pending the results of initial laboratory testing. However, contact tracing should be
considered if MERS-CoV infection remains high on the list of differential diagnoses,
even if initial laboratory results are negative or are pending.

Contact testing

Routine laboratory screening for MERS-CoV infection is not recommended for
asymptomatic contacts. One exception is in the setting of a hospital outbreak, where
WHO recommends RT-PCR testing of nose/throat swabs of asymptomatic close
contacts be considered, if feasible. RT-PCR-positive asymptomatic close contacts in
this setting should be isolated, monitored closely for symptoms and only released
from isolation following two negative RT-PCR tests separated by 24 hours.?

Serological testing of contacts may be useful if available, in order to help determine
the secondary infection-attack rate and the proportion of infections that are
asymptomatic. Contacts who agree to be tested should be advised that serological

2 WHO recommends that if feasible, and in the context of a hospital outbreak, all close
contacts of a confirmed case of MERS should be tested for the presence of the virus. See:
http://apps.who.int/iris/bitstream/10665/180973/1/WHO MERS IPC 15.2 eng.pdf?ua=1 .
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testing will not be done immediately and is not being conducted for contact
management purposes.

Consent should be sought from household and healthcare worker close contacts for
the collection of the following samples:

e A baseline serum sample, ideally within 7 days of exposure, to be stored and
tested in parallel with a convalescent sample.

e A convalescent serum sample at least 21 days after the baseline sample was
collected. If more than 21 days have passed since the last exposure, only a
single serum sample is required.

The collection of nasopharyngeal (NP) swabs from asymptomatic contacts for MERS-
CoV PCR is not recommended. There is little information available currently to
reliably inform the timing of testing or the interpretation of negative test results in
this setting.

Serial PCR testing of NP swabs from asymptomatic close contacts to detect MERS-
CoV viral shedding may be conducted as part of ethics-approved research studies.

Prophylaxis
No specific chemoprophylaxis is available for contacts.

Education

Contacts should be counselled about their risk and the symptoms of MERS-CoV and
provided with a MERS-CoV Fact Sheet (Appendix 1). They should be advised to self-
isolate if they develop symptoms, and to immediately notify their public health unit

and, if appropriate, their facility infection control unit (i.e. for healthcare workers).

Quarantine and restriction

Close contacts

Home quarantine of asymptomatic close contacts is not routinely recommended, but
people identified as close contacts are advised to monitor their health for 14 days
after the last possible contact with a symptomatic probable or confirmed MERS-CoV
case.

Public health units should conduct active daily monitoring of close contacts for
symptoms for 14 days after the last possible contact with a symptomatic probable or
confirmed MERS-CoV case.

Close contacts should also be advised to immediately telephone the public health unit
to arrange medical assessment if they develop symptoms such as fever, respiratory
symptoms (including coughing and shortness of breath), headache, muscle pain or
diarrhoea.

Less frequent active follow-up together with passive surveillance may be necessary if
there are large numbers of close contacts to monitor.

Close contacts should also be advised to not travel internationally for 14 days after
the last close contact with a probable or confirmed case of MERS-CoV, and any travel
within Australia during this period should be subject to discussion with public health
authorities.
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Close contacts should be excluded from schools and sensitive occupations or settings
such as health care, aged care, or child care during the 14 days after last
unprotected contact with a case.

Casual contacts

Casual contacts should monitor their health for 14 days and report any symptoms
immediately to the local public health unit. There are no restrictions on movements;
however casual contacts should be advised to contact the public health unit if they
develop symptoms.

Healthcare worker close contacts

Healthcare worker close contacts (i.e. persons exposed while unprotected, as
described in the Contact definition section) should not undertake work in a
healthcare setting for 14 days following the last possible contact with the case. Home
quarantine is not routinely recommended during this period if these individuals
remain asymptomatic, but some restrictions may be recommended based on a risk
assessment of the particular circumstances.

Depending on arrangements in the jurisdiction, public health units may assist
infection control units of health facilities to identify and monitor healthcare worker
close contacts.

It is recognised that clinical work restrictions on healthcare worker close contacts
may place strain on individuals and on health services. This underlines the
importance of ensuring healthcare workers implement appropriate infection control
precautions when assessing and managing suspected, probable and confirmed
MERS-CoV cases.

These recommendations are based on reports from large health facility-based MERS-
CoV outbreaks in the Middle East and South Korea which have involved nosocomial
transmission of MERS-CoV to both patients and healthcare workers. CDNA will
continue to monitor the emerging evidence around MERS-CoV transmission risks in
healthcare settings and revise these recommendations as needed.

Management of symptomatic contacts

If fever, respiratory symptoms, or other symptoms consistent with MERS-CoV
infection develop within the first 14 days following the last contact, the individual
should be immediately isolated and managed as per the current recommendations
for suspected MERS-CoV cases, with urgent testing for MERS-CoV infection
undertaken in an environment which minimises the risk of exposure to others.

Il contacts who are being evaluated for MERS-CoV infection can be appropriately
isolated and managed at home, unless their condition is severe enough to require
hospitalisation.

Symptomatic contacts who test negative for MERS-CoV by PCR will still need to be
monitored for 14 days after their last contact with a probable or confirmed MERS-
CoV case and may require re-testing. There have been a number of reports of MERS-
CoV cases who initially tested negative for MERS-CoV by PCR.
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12. Special situations

Outbreaks in healthcare facilities

If one or more probable or confirmed MERS-CoV cases are identified in a healthcare
facility, an outbreak management team should be convened, including a senior
facility manager, an infection control practitioner and appropriate clinical staff, in
consultation with PHU staff as required. Control measures may include:

e active case finding, assessment and care

¢ isolation and/or cohorting

e work restriction for healthcare workers who have had close contact (i.e.
unprotected exposure) with a confirmed or probable case

e distribution of fact sheets and other information

e epidemiological studies to determine risks for infection.

Outbreaks in residential care facilities or other residential institutions (e.g.
prisons or boarding schools)

There have been few if any reports of MERS-CoV outbreaks in institutions other than
in healthcare facilities, and transmission within households appears to be uncommon.
Nevertheless, it is assumed that fellow residents in an institution will be at greater
risk of infection if there has been a confirmed case living at the institution while
infectious.

If one or more probable or confirmed MERS-CoV cases are identified in a residential

care facility or institution, an outbreak management team should be convened, in
consultation with PHU staff.

13. References and additional sources of information
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Additional resources:
WHO FAQs on MERS-CoV: (http://www.who.int/csr/disease/coronavirus_infections/fag/en/)

WHO MERS-CoV summary and literature updates:
(http://www.who.int/csr/disease/coronavirus_infections/archive_updates/en/)

WHO Update on MERS-CoV transmission from animals to humans, and interim recommendations
for at-risk groups (13 June 2014):
(http://www.who.int/csr/disease/coronavirus_infections/MERS_CoV_RA_20140613.pdf)

WHO updated travel advice on MERS-CoV for Pilgrimages (3 June 2014):
(http://www.who.int/ith/updates/20140603/en/)

US CDC Middle East respiratory syndrome website:
(http://www.cdc.gov/coronavirus/mers/index.html)

ECDC Coronavirus website (http://ecdc.europa.eu/en/healthtopics/coronavirus-
infections/Pages/index.aspx)

Public Health England Middle East respiratory syndrome coronavirus website:
(http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/MERSCoV/)

14. Appendices

Appendix 1. MERS-CoV Factsheet

Appendix 2. MERS-CoV PHU checklist

Appendix 3. MERS-CoV laboratory testing information
Appendix 4. MERS-CoV case investigation form

15. Jurisdiction specific issues

Links to Australian state and territory public health legislation, and the Commonwealth Quarantine
Act and amendments are available at:
http://www.health.gov.au/internet/main/publishing.nsf/Content/cda-state-legislation-links.htm
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Appendix 1: Middle East Respiratory Syndrome (MERS) Factsheet

What is Middle East Respiratory Syndrome (MERS)?

Middle East Respiratory Syndrome (MERS) is a viral illness caused by a novel coronavirus, Middle
East respiratory Syndrome Coronavirus (MERS-CoV) that was first identified in Saudi Arabia in
2012. Coronaviruses are a large family of viruses that cause diseases ranging from the common
cold to Severe Acute Respiratory Syndrome (SARS).

All recognised cases of MERS-CoV infection (people who have the disease) have to date lived in or
travelled to countries in the Middle East, or have had close contact, such as caring for or living
with, people who acquired the infection in the Middle East. However, there is no evidence of
sustained spread of the disease within the community.

There is a risk of MERS-CoV in the following Middle Eastern countries:

¢ Jordan, Kuwait, Oman, Qatar, Saudi Arabia, the United Arab Emirates (UAE), Yemen,
Lebanon and Iran.

People who caught the infection in the Middle East have travelled to a number of countries outside
the Middle East and subsequently developed the disease. There have been no cases identified in
Australia to date.

It is a very serious disease, and about 30% of people with MERS-CoV infection have died from the
infection or related complications.

What are the symptoms?

¢ Most confirmed cases have had a rapid onset of serious respiratory illness, with fever,
cough, and shortness of breath, leading to pneumonia.

e A variety of other symptoms have been reported in some cases, including muscle pain,
diarrhoea, vomiting and nausea.

¢ An increasing number of infections are being identified in people with only mild symptoms
or no symptoms (asymptomatic) who were tested because they were close contacts of
seriously-ill cases.

How is it spread?

It is not yet understood exactly how people are becoming infected. In some cases there appears
to have been spread from an infected person to another person in close contact. This has been
seen among family members, and other patients and health care workers in hospitals caring for
people with MERS-CoV infection. However, the virus does not seem to spread easily from person-
to-person.

The original source of the virus is likely to be animals and MERS-CoV has been found in camels in
some Middle Eastern countries where cases are occurring. Similar viruses have also been reported
in bats. However, contact with camels and other animals does not appear to explain most of the
human cases that are occurring. More information is needed to determine the roles that camels,
bats and other animals may play in the spread of MERS-CoV.

Who is at risk?

People who are living in or travelling to affected areas of the Middle East or who have had contact
with other cases may be at risk of catching the disease. People with underlying illnesses that make
them more vulnerable to respiratory disease, including those with diabetes, chronic lung disease,
pre-existing kidney disease, or those who have suppressed immune systems, may be at a higher
risk.
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How is it prevented?

There is no vaccine to prevent MERS-CoV infection. People who are travelling to affected countries
should practice normal hygiene measures. Wash your hands often, and use a hand sanitiser if
soap and water is not available.

It is currently recommended to minimise contact with animals in affected countries. When visiting
a farm good hygiene measures should be practised, such as regular hand washing before and
after touching animals, avoiding contact with sick animals, and following good food hygiene
practices, including avoiding drinking raw milk, camel urine or eating food that may be
contaminated with animal products unless the food is properly washed, peeled, or cooked.

People at high risk of severe disease due to MERS-CoV should consider taking additional
precautions while travelling in the Middle East, such as avoiding visiting farms or market
environments where camels are present.

What should 1 do if I become unwell after travel in the Middle East?

If you become ill or feel unwell while travelling in the Middle East, you should not wait until you
arrive back in Australia to seek medical assistance. Instead you should see a doctor or go to the
local emergency department.

If you have returned from travel to the Middle East within the last fourteen days and develop a
fever, cough and other symptoms, you should see your doctor or go to the emergency department
to work out why you are ill. It is important that you mention your symptoms and which countries
you have visited in the Middle East when you first arrive at the medical practice or hospital
emergency department.

You may be asked or required to wear a mask and be separated from others to prevent further
spread of infection.

How is it diagnosed?

MERS-CoV is diagnosed by finding genetic material from the virus in respiratory samples such as
swabs from the back of the throat and fluid from the lungs. Testing for MERS-CoV is done in public
health laboratories.

How is it treated?
There is currently no specific treatment for people who are sick with MERS, but general supportive
medical care can be life-saving.

What is the public health response?
The World Health Organization (WHO) is working with affected countries to minimise the risk of
spread and find out more about the disease.

There have been no confirmed cases in Australia, but special procedures to prevent the spread of
MERS-CoV would be put in place in the event of any suspected or confirmed cases. These would
include:

e Asking the sick person to wear a surgical mask

e Health-care workers seeing patients and laboratory staff handling specimens would follow
special safety guidelines, including wearing protective equipment.

e Doctors and laboratories would inform state/ territory health departments of suspected
cases.

e Public Health authorities would follow up any case to identify their contacts so as to help
prevent spread of the disease. Close contacts of people diagnosed or suspected of having
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MERS-CoV infection would be given information about the risk of infection, and would be
tested for the disease if necessary.

Public health unit staff will investigate all cases to find out how the infection occurred, identify
other people at risk of infection, implement control measures and provide other advice.

Further information

¢ World Health Organization (WHO) MERS-CoV updates
(www.who.int/csr/disease/coronavirus infections/en/)

e Australian Department of Health — MERS coronavirus website
(http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-mers-cov.htm)

e Centers for Disease Control and Prevention (USA) (http://www.cdc.gov/coronavirus/mers/)

e Australian Department of Foreign Affairs and Trade provides information for travellers on
the Smartraveller website (www.smartraveller.gov.au/)
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Appendix 2: PHU MERS-CoV checklist

Using the MERS-CoV Investigation form, contact the patient’s doctor to:

e Confirm the onset date and symptoms of the iliness

¢ Confirm results of relevant pathology tests, or recommend that tests be done

e Find out if the case or relevant care-giver has been told what the diagnosis is before
beginning the interview

e Seek the doctor's permission to contact the case or relevant care-giver

e Review case management including infection control measures being used in caring for the
case

Interview the case or care-giver to complete exposure and contact history and other
details
e Complete the exposure history and other sections of the MERS-CoV Investigation Form.
¢ Identify close contacts according to the contact definition.

Follow-up patient’s contacts to:

e Assess risk of MERS-CoV transmission and classify as close or casual contacts

e Determine current symptoms, if any, and advise on active daily monitoring of symptoms by
public health unit (close contacts) or passive surveillance (casual contacts)

e Explain symptoms and need to immediately report any new symptoms

e Explain to healthcare, aged care, and childcare worker close contacts the need for work
restrictions during the potential incubation period after exposure

e Explain to school student close contacts (or their carers) the need for exclusion during the
potential incubation period after exposure

e Provide a MERS-CoV Disease Factsheet

¢ Arrange serological testing if available and appropriate.

Notify central jurisdictional communicable disease control agency

Central communicable disease control agency to notify Commonwealth Department of
Health, Office of Health Protection

Consider need for media release and designate a media spokesperson.
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Appendix 3: MERS-CoV Laboratory testing information
Samples suitable for testing

Respiratory samples - Upper respiratory tract

1. Nasopharyngeal swab and/or oropharyngeal swab

e nasopharyngeal: insert a swab into each nostril parallel to the palate, leave the swab in
place for a few seconds to absorb secretions

e oropharyngeal: swab the tonsilar beds, avoiding the tongue

e place swabs back into the accompanying transport media

2. Nasal wash/aspirates

e collect 2-3 mL into a sterile, leak-proof, screw-top dry sterile container

Respiratory samples — Lower respiratory tract

1. Bronchoalveolar lavage, tracheal aspirate, pleural fluid

e collect 2-3 mL into a sterile, leak-proof, screw-top sputum collection cup or dry sterile
container

2. Sputum

e patient should rinse his/her mouth with water before collection
e expectorate deep cough sputum directly into a sterile, leak-proof, screw-top dry sterile
container

There is now increasing evidence that lower respiratory tract specimens contain the highest viral
loads, therefore, lower respiratory tract specimens should be collected where possible. Repeat
testing (especially of lower respiratory tract specimens) in compatible cases should be performed if
initial results are negative.

Serology

Serum should be collected during the acute phase of the illness (preferably within the first 7 days
of symptom onset), stored, and tested in parallel with a convalescent serum collected 3 or more
weeks after acute sample collection. If no acute sample was collected, a single serum sample
collected 14 or more days after symptom onset may be tested.

Immunofluorescence and neutralization serology tests are used. Similar to NAT, a two stage
approach using a screening followed by a confirmatory test can be employed. For screening
purposes, an enzyme-immunosorbent assay (ELISA) against recombinant N protein can be used,
followed by confirmatory testing using a whole virus indirect fluorescent antibody (IFA) test or
microneutralization. Given that all serological tests developed so far have only been validated
against a small number of convalescent sera from MERS-CoV cases, positive serological test results
in the absence of nucleic acid testing (NAT) or sequencing are considered probable cases only.

Stool
2 — 5 grams of stool (formed or liquid) is collected in a sterile, leak-proof, screw-top dry sterile
container.
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Handling of specimens in the laboratory

Laboratory staff should handle specimens under PC2 conditions in accordance with AS/NZS
2243.3:2010 Safety in Laboratories Part 3: Microbiological Safety and Containment. Specimens
should be transported in accordance with current regulatory requirements.

MERS-CoV testing
NAT using reverse-transcriptase polymerase chain reaction (RT-PCR) is the method of choice for
detection of MERS-CoV. Currently, four targets are used for testing:-

upstream region of the E protein (UpE) gene
open reading frames (ORF) 1a (ORFla)

ORF1b

MERS-CoV specific nucleocapsid (N) protein gene

An algorithm using a screening assay, followed by confirmatory testing is recommended. For
screening purposes, assays targeting the upE gene are appropriate. Confirmatory testing can be
performed using an assay targeting the ORFla (comparable sensitivity to upE gene), ORF1b
(which is less sensitive than ORF1a or upE) or N gene. It is recommended that positive screening
tests be reported to communicable diseases agencies whilst awaiting confirmatory testing.

Where available, RdRp gene (for the broad detection of 3-coronavirus clade C) and/or N gene
sequencing may also be considered for MERS-CoV confirmation. As the primers for the RdRp
sequencing assay is highly conserved, it is not recommended that this assay be used alone for
MERS-CoV confirmation, as false positive results may occur from cross-reactions with other 3-
coronaviruses. Further information about laboratory testing is available at:

e Institute of Virology, Bonn (http://www.virology-bonn.de/index.php?id=40)

e The US Food and Drug Administration
(http://www.fda.gov/downloads/MedicalDevices/Safety/EmergencySituations/UCM355572.p
df).

Testing algorithms may also need to be revised pending further information about the virus, and
the number of specimens received in the laboratory for testing.

Viral culture is generally not performed for routine diagnosis, and should only be attempted in
laboratories with appropriate experience and containment facilities. MERS-CoV replication has been
previously observed on Vero and LLC-MK2 cells within 5 days of inoculation
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Appendix 4: MERS-CoV Case Investigation Form

Note: This is an example form incorporating most of the fields contained in the NetEpi (database) form that has been
prepared for national reporting. Central disease control agencies in individual jurisdictions should be consulted regarding
their specific data collection requirements.

1 Interview Was the person interviewed? [ Yes [ No [ Not applicable

- If Yes, date of interview: / / (dd/mm/yyyy)

- If No, specify reason not interviewed (and if someone else was interviewed):

2 Case status 71 Confirmed (1 Probable [1Suspected [1Excluded
Notification date: / /
Received date: / /
Notifier:
3 Patient contact _Family name:
details Given names:

Residential address:

Phone number (home):
Phone number (work):
Phone number (mobile):

4 Address type "} Household I Aged-care facility [ Educational Institution 1 Assisted
7 Military Barracks [ Prison 1 Other 7 Unknown
If Other, please specify:
5 Gender [ Male [ Female [ Unknown
6 Date of birth ~Date of birth: [ (dd/mmiyyyy)
7 Country of Country of birth:
birth If not born in Australia, date of first arrival in Australia: / / (dd/mm/yyyy)
Note: if only year known, enter 01/01/[year]
8 Indigenous o Aboriginal origin
Status

o Torres Strait Islander origin

o Both Aboriginal and Torres Strait Islander origin

o Not Aboriginal and Torres Strait Islander origin

o Not Stated / Unknown

9 Onset date of Did the person have symptoms? [ Yes [J No [] Unknown
first symptoms

- If Yes, onset date: / / (dd/mm/yyyy)
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- Duration of symptoms: (days)

10 Symptoms and  Acute respiratory distress syndrome 0 Yes [0 No [ Unknown

clinical notes Arthralgia 7 Yes [ No [1 Unknown

Conjunctivitis 0 Yes [ No [ Unknown
Cough 7 Yes [ No [0 Unknown
Diarrhoea 1 Yes [ No [ Unknown
Fatigue 7 Yes [ No [0 Unknown
Fever 7 Yes [ No [ Unknown
- Highest temperature: (OCeIsius)
- Fever onset date: / (dd/mm/yyyy)
- Feverish by self-report? 7 Yes = 7 No [ Unknown
Chills or rigors 7 Yes [ No [ Unknown
Headache [l ' Yes [J No [1 Unknown
Malaise 7 Yes [J No [ Unknown
Myalgia 0 Yes [ No [1 Unknown
Nausea 1 Yes [J No [1 Unknown
Pneumonia [0 Yes [1 No [ Unknown
Pneumonitis 1 Yes [J No [ Unknown
Rhinorrhoea [ ' Yes [1 No [1 Unknown
Shortness of breath 0 Yes [ No [ Unknown
Sore throat 1 Yes [ No [ Unknown
Vomiting 7 Yes [ No [0 Unknown
Other symptoms 7 Yes [ No [ Unknown
- If Yes, specify symptoms:
Clinical notes:

11 Hospitalisation ~ Was the person hospitalised? [/ Yes [1 No [1 Unknown

22?8}{: At - Name of hospital:

- Hospital phone number:
- Date admitted: / (dd/mm/yyyy)
- Date discharged: / (dd/mm/yyyy)
Admitted to ICU/HDU? 7 Yes [ No [ Unknown
- Number of days in ICU/HDU: (days)
Oxygen therapy required? 7 Yes [ No [ Unknown
Intubation required? [J Yes [ No [ Unknown
Mechanical ventilation required? [J Yes [ No [ Unknown
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Hospital medical record/chart number:

12

Admitting
doctor details

Is admitting doctor same as treating doctor? [ Yes [ No [ Unknown

- If Yes, enter details in the Treating Doctor section below.
- If No, record Admitting Doctor’s name:
- Phone number / pager

13

Outcome of
illness

What was the outcome of the case? 0 Alive [ Died

- If Died, date of death: / /
- Cause of death due to MERS-CoV infection?
- If death due to other cause, specify:

(dd/mm/yyyy)
0 Yes [ No [ Unknown

14

Occupation
(during period
of interest)

During the period of interest, did the person work in any of the following high risk
occupations (settings)?

[ Healthcare

7 Assisted Living

71 No high risk occupation

[0 Aged-care facility 7 Educational facility
00 Military institution [0 Correctional facility
[0 Other 7 Unknown

- If Other, specify:

- If No high risk occupation — Skip to next question

Date last attended this work: / / (dd/mm/yyyy)

Was the infection acquired in the workplace? 0 Yes [ No [1 Unknown

Description of occupation:

Employer/facility name

Employer/facility street address

Employer/facility suburb/ town

Employer/facility state

Employer/facility postcode

Employer/facility phone number

Employer/facility fax number

Contact name

Contact email address

15

Contact with a
known or
possible case
(during period
of interest)

Did the case have contact with a known or possible MERS-CoV case?
[l Yes [ No [1 Unknown

- If Yes, specify:

Date of last contact: / / (dd/mm/yyyy)

16

Treating
Doctor details

Enter the Treating Doctor’s details.

Name:

Practice name (if any):

Street address:

Suburb / town: State: Postcode:

Phone number: Fax number:

Email address:
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Case’s medical record/chart number:

17 Pre-existing Cardiac disease (not simple hypertension) 0 Yes [ No [ Unknown
conditions and  Chronic lung disease 0 Yes [ No O Unknown
medical history  pighetes 7 Yes [ No [ Unknown

Haemoglobinopathy [1 Yes [] No [J] Unknown
Immunosuppressive condition 7 Yes [ No [ Unknown
Liver disease 1 Yes [J No [1 Unknown
Metabolic disease 7 Yes [ No [0 Unknown
Neurological disorder 0 Yes [ No [1 Unknown
Obesity 7 Yes [ No [ Unknown
Renal disease 1 Yes [ No [1 Unknown

- If Yes, are they on dialysis? 0 Yes [1 No [ Unknown
Other medical condition? 7 Yes [ No [0 Unknown

- If Yes, specify:

Is the person currently pregnant or was she pregnant during the illness?

7 Yes [J No [ Unknown
If Yes, number of weeks gestation at onset of symptoms: (weeks)

- Pre-existing medications and conditions notes:
Are they a current smoker? 7 Yes [ No [ Unknown
If Yes, number of pack years: (pack/yrs.)

- Do they drink alcohol? 7 Yes [ No [0 Unknown
If Yes, average number of standard drinks per week: (SD/week)

18 Travel in the During the period of interest, did the case travel to the Middle East? *
Middle East 1 Yes [J No [1 Unknown
and contact
with other Note: Transiting through an international airport (<24 hours stay, remaining within
cases the Airport) in the Middle East is not considered to be risk factor for infection.
* Check the If NO = Proceed directly to Question 22: Human Exposures
current case Did they participate in any Pilgrimages or festivals whilst in the Middle East during
definition fora  the 14 days prior to onset? (e.g. the Hajj or Umrah)
list of affected 7 Yes [ No [ Unknown
countries. - If Yes, give details of what, when and where:

19 Locations During the period of interest, did they visit any of the following venues
visited during o locations in the Middle East*?
g’;ﬁg’:t'on ' Hospital "1 Other health facility

) . O Farm [0 Swamp marsh
(during period _ . .
of interest) [ Zoolpetting zoo [0 Camping
O Abattoir [J Hunting
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O Animal market [ Stockyards
0 River/lake 00 Agricultural show
20 Animal Consider any contact with live or dead animals that they have had including
exposures visiting places where animals are kept, even if they didn't have direct contact with
(during period  them.
of interest) Did they have contact with camels? 1 Yes [1 No [1 Unknown
- If Yes, specify:
Did they have contact with domestic (including household pets)
or wild animals? 1 Yes [ No [1 Unknown
- If Yes, were any of these animals sick or dead? [ Yes [J No [! Unknown
o If Yes, specify:
Were they aware of any other animal/excreta
(e.g. bats, rodents, stray cats/dog, foxes, reptiles, etc.) 11 Yes [0 No  [J
Unknown
- If Yes, specify:
Did they visit a market selling live animals? [ Yes [ No [ Unknown
- If Yes, specify:
Did they visit any other venue at which live animals were present (e.g. farm, race
course, zoo or falconry events)? 1 Yes [ No [ Unknown
- If Yes, specify:
21 Food During the period of interest, where did they normally get their food?
exposures (Specify kinds of food and locations)

(during period
of interest)

Did they get their food from any other locations, or did they eat any new types of
food? 7 Yes [ No [ Unknown

- If Yes, describe:

Have they eaten any foods or drunk any beverages that they think could have
been unsafe or caused them to become ill? (1 Yes [ No [ Unknown

- If Yes, describe:

Did they eat any of the following:

Camel meat, camel milk or camel urine? [l Yes [] No [] Unknown
Raw fruits or vegetables? [] Yes [] No [J Unknown

Uncooked meat or eggs [] Yes [] No [J Unknown

Raw/unpasteurised milk or milk products? [l Yes L[] No L[] Unknown

Dried fruits or nuts [l Yes [J No [ Unknown
Did they slaughter an animal or handle raw meat (e.g. in preparation for a meal or
religious offering)? 00 Yes [ No [ Unknown

- If Yes, describe:

Did they take any traditional medicines or use any home remedies?
7 Yes [J No [ Unknown
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- If Yes, give details:

22 Human During the period of interest, did they have contact with anyone who might have
exposures had a contagious illness while they were still sick? [1 Yes [ No [ Unknown
Contact with - If Yes, give details:
people who
mzrgélrligg rc|)r]:g Have they had contact with persons who are in close contact with animals
interest because of their work? [1 Yes [1 No [1 Unknown

- If Yes, give details:
Note: not
restricted to
Middle East Have they had contact with a person who had a respiratory
contacts illness/diarrhoea/vomiting? 7 Yes [0 No [ Unknown
- If Yes, give details:
Did they visit or care for any sick person? [ Yes [ No [ Unknown
- If Yes, give details:
- If Yes, did they have any contact with the sick person's bodily fluids, such as
urine, blood, sputum or faeces? 0 Yes [ No [ Unknown
o If Yes, give details:
23 He;lrzhcarcta I Did the case present to hospital? 7 Yes [ No [ Unknown
Epe s egtsaptli:n - If Yes, date of presentation to hospital: / / (dd/mm/yyyy)
- Was the hospital presentation for MERS related symptoms?
These v N 7 K
questions 0 Yes [ No [ Unknown
should be o If No, give details of what, when and where:
answered
about
healthcare and - — — - " . -
hospital Did the case visit any other healthcare facilities during the period of interest?
presentation in 7 Yes O No [ Unknown
the 14 days
prior to onset - If Yes, give date of presentation: / [ (dd/mm/yyyy)
Includes
Australianand “\yas the healthcare visit for MERS-CoV symptoms?
overseas _
presentations 7 Yes [ No [ Unknown
- If No, give details of what, when and where:
24 gase Found [J Clinical Presentation
y

[ Contact tracing/epidemiological investigation
[ Screening

0 Clinical and epidemiology

[ Other: Specify:
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NEW SURVEILLANCE CASE DEFINITION

The following new case definition has been devel-
oped by the Case Definitions Working Group and
endorsed by the Communicable Diseases Network
Australia. The implementation date is 1 July 2016.

Middle East Respiratory Syndrome
Coronavirus (MERS-CoV)

Reporting
Confirmed and probable cases should be notified
Confirmed case

A confirmed case requires laboratory definitive
evidence

Laboratory definitive evidence

Detection of MERS-CoV coronavirus by poly-
merase chain reaction (PCR) in a public health
reference laboratory using the testing algorithm
described in the national guideline (SoNG) and

summarised below.!
Probable case

A probable case requires clinical evidence AND
epidemiological evidence

CDI Vol 40  No 2 2016

Clinical evidence

An acute respiratory infection with clinical, radio-
logical, or histopathological evidence of pulmonary
parenchymal disease (e.g. pneumonia or pneumo-
nitis or acute respiratory distress syndrome).

AND

No possibility of laboratory confirmation for
MERS-CoV because the patient or samples are not
available for testing.

Epidemiological evidence

Close contact with a laboratory-confirmed case

1. To consider a case as laboratory-confirmed, one of the
following conditions must be met:

A positive PCR result for at least two different specific
targets on the MERS-CoV genome.

One positive PCR result for a specific target on the
MERS-CoV genome and an additional different PCR
product sequenced, confirming identity to known
sequences of MERS-CoV.

E289
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Health has a new website. Visit our new website

(https://www.health.gov.au/?
utm_source=health.gov.au&utm medium=callout&utm content=header&utm campaign=digital transformation )

Middle East Respiratory Syndrome coronavirus
(MERS-CoV) Laboratory Case Definition (LCD)

The Public Health Laboratory Network have developed a standard case definition
for the diagnosis of diseases which are notifiable in Australia. This page contains the
laboratory case definition for MERS-CoV.

#9 Page last updated: 28 November 2014

Version:
Authorisation: PHLN
Consensus Date:

1 PHLN Summary Laboratory Definition

1.1 Condition:

Middle East Respiratory Syndrome coronavirus (MERS-CoV)

1.1.1 WHO laboratory-confirmed criteria

A positive PCR result for at least two different specific targets on the MERS-CoV genome

OR

One positive PCR result for a specific target on the MERS-CoV genome and an additional different PCR
product sequenced, confirming relateness to known sequences of MERS-CoV.

A case with a positive PCR result for a single specific target without further testing, but with a history of
potential exposure and consistent clinical signs, is considered a probable case.

At present, positive serology (MERS-CoV-specific antibodies) results in the absence of PCR testing or
sequencing are considered probable cases of MERS-CoV infection if they meet the clinical case definition.
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2 The disease

2.1 Infectious agent

Coronaviruses are a large and diverse family of viruses that include viruses that are known to cause illness
in humans and animals. Four human coronaviruses (hCoV) are known causes of respiratory infections of
mild to moderate severity. These include the betacoronaviruses hCoV-OC43 and hCoV-HKU1, and the
alphacoronaviruses hCoV-229E and hCoV-NL63. Severe acute respiratory syndrome coronavirus (SARS-
CoV) and MERS-CoV are betacoronaviruses that can cause severe respiratory infection. MERS-CoV is
genetically distinct from SARS-CoV.

2.2 Reservoir

It is likely that the MERS-CoV has come from an animal source. MERS-CoV has been found in camels in
Qatar and a bat in Saudi Arabia. Sera from camels in a few other countries (but not Australia) have also
tested positive for antibodies to MERS-CoV, indicating they were previously infected with MERS-CoV or a
closely related virus. However, it is not known if camels are the source of the virus for human infections.
More information is needed to identify the possible role that camels, bats, and other animals may play in
MERS-CoV transmission.

2.3 Mode of transmission

The mode or modes of transmission of MERS-CoV are not fully known.

There have been some cases with a strong history of exposure to camels, including at least one cluster
where the camels also tested seropositive, but there have been many sporadic cases with no history of prior
exposure to camels or other animals. Analysis of genetic sequence data suggests multiple independent
introductions into human populations, rather than from a single zoonotic event.

Although there have been multiple clusters of cases in which human-to-human transmission has occurred,
sustained human-to-human transmission has not been observed. Clusters of human-to-human transmission
have been observed in healthcare facilities, among family members and between co-workers. However, the
mechanism by which transmission occurred in all of these cases, whether respiratory (e.g. coughing,
sneezing) or direct physical contact with the patient or contamination of the environment by the patient, is
unknown.

Infection control recommendations for managing suspect, probable and confirmed cases are consistent with
those recommended for SARS-CoV. As information becomes available, these recommendations will be re-
evaluated and updated as needed.

2.4 Incubation period 4 top of page

From 2 to 14 days, with a median of ~5 days.

2.5 Infectious period

The duration of infectivity following MERS-CoV infection is unknown. Standard precautions should always be
applied; additional isolation precautions should be used during the duration of symptomatic iliness and
continued for at least 24 hours after the resolution of symptoms.
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Given that little information is currently available on viral shedding and the potential for transmission of
MERS-CoV, testing for viral shedding should assist the decision making when readily available. Individual
patient factors (e.g. age, immune status, other co-morbidities) should also be considered in situations where
there is concern that a patient may be shedding the virus for prolonged periods.

2.6 Clinical presentation and outcome

Clinical presentation ranges from asymptomatic to severe pneumonia with acute respiratory distress
syndrome and multi-organ failure. Nearly all symptomatic patients have presented with respiratory symptoms
and one third of patients have had gastrointestinal symptoms.

Typically, the disease starts with fever and cough, chills, sore throat, myalgia and arthralgia, followed by
dyspnoea, and rapidly progresses to pneumonia, often requiring mechanical ventilation and other organ
support.

The case fatality rate for confirmed cases is ~30% but this may decrease as mild or asymptomatic cases are
identified during contact tracing of known cases.

2.7 Persons at increased risk of disease

Cases who are elderly, immunocompromised or with co-morbidities have an increased mortality rate.

2.8 Disease occurrence and public health significance

There have been no confirmed MERS-CoV cases reported in Australia to date. MERS-CoV is also not a
national notifiable disease at present, but is notifiable in some States such as Western Australia.

As of 17th July 2014, 834 laboratory-confirmed cases of human infection with MERS-CoV have been
reported to WHO, including at least 288 related deaths. MERS-CoV updates can be found at the WHO
website(http://www.who.int/csr/disease/coronavirus infections/en/).

At the time of writing, the affected countries in the Middle East include Iran, Jordan, Kuwait, Lebanon, Oman,
Qatar, Saudi Arabia (KSA), United Arab Emirates (UAE) and Yemen; in Africa: Algeria, Egypt and Tunisia; in
Europe: France, Germany, Greece, Italy, the Netherlands and the United Kingdom; in Asia: Malaysia and
Philippines; and in North America: the United States of America (USA).

WHO expects that additional cases of MERS-CoV infection will be reported from the Middle East, and that it
is likely that cases will continue to be exported to other countries by tourists, travellers, guest workers or
pilgrims who might acquire infection following exposure to an animal (for example, while visiting farms or
markets) or human source (possibly in a health care setting). Until more is understood about mode of
transmission and risk factors for infection, cases resulting from zoonotic transmission are likely to continue to
occur, and may seed limited community transmission within household and possibly significant hospital-
associated outbreaks.

3 Clinical case definitions

3.1 Confirmed case

+ A confirmed case requires laboratory definitive evidence of infection with MERS-CoV

3.2 Probable case
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+ A person with an acute respiratory infection with clinical, radiological, or
histopathological evidence of pulmonary parenchymal disease (e.g. pneumonia or Acute
Respiratory Distress Syndrome (ARDS)); AND

+ Either no possibility of laboratory confirmation for MERS-CoV because the patient or samples are
not available for testing; or results of laboratory testing awaited AND

+ Close contact with a laboratory-confirmed case (see the Contact Management section below for
guidance on identifying close contacts).

Notes:

» Transiting through an international airport (<24 hours stay, remaining within the airport) in the
Middle East is not considered to be risk factor for infection.

» Countries in the Middle East and immediate surrounding areas may be defined as:

« Babhrain, Iraq, Iran, Israel, Jordan, Kuwait, Lebanon, Oman, Palestinian territories, Qatar, Saudi
Arabia, Syria, the United Arab Emirates (UAE), and Yemen.

» Laboratory definitive evidence: to consider a case as laboratory-confirmed, one of the following

conditions must be met: (WHO MERS-CoV testing algorithm)

* A positive MERS-CoV PCR result (note that WHO currently recommend PCR for at least two
different specific targets on the MERS-CoV genome, or alternatively one positive PCR result for a
specific target on the MERS-CoV genome and an additional different PCR product sequenced,
confirming relatedness to known sequences of MERS-CoV. While this is endorsed as good
practice for Australia to provide confirmation of initial cases it is not considered practical as an
ongoing routine diagnostic approach.

3.3 Suspect case/Patient under investigation

MERS-CoV testing should be considered for:

+ Individuals with pneumonia or pneumonitis and history of travel to, or residence in, the Middle
East, in the 14 days before iliness onset; OR

+ Individuals with pneumonia or pneumonitis and history of contact with those mentioned above in
the 14 days before illness onset.

+ Healthcare workers with pneumonia or pneumonitis, who have been caring for patients with
severe acute respiratory infections, particularly patients requiring intensive care, without regard to
place of residence or history of travel, where another cause has not been confirmed.

Note: Also consider in laboratory workers who have handled clinical specimens from confirmed MERS-CoV
cases without adequate infection control precautions.

Refer to the CDNA surveillance case definitions website(http://www.health.gov.au/casedefinitions) for

updated case definitions.
4 Laboratory testing

4.1 Testing guidelines

Patients to be considered for MERS-CoV testing are described under the Suspect case/Patient under
investigation case definition (above).
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Transmission-based contact and airborne precautions must be used when collecting respiratory specimens.
These are described in NHMRC: Australian Guidelines for the Prevention and Control of Infection in
Healthcare — 2010 (particularly section B2.4), and include:

+ Contact precautions, including close attention to hand hygiene

 Airborne transmission precautions, including routine use of a P2 respirator, disposable gown,
gloves, and eye protection when entering a patient care area

* A requirement for negative pressure air-handling

» Place clearly labeled specimens for transport in a biohazard specimen bag (leak-proof specimen
bags that have a separate sealable pocket for the specimen) with a clearly written request form

+ Deliver all specimens by hand, do not use pneumatic-tube specimen transport systems

» Notify the receiving laboratory as soon as possible that a specimen is being transported.

See Appendix 1 for requirements for specimen handling and transport to the laboratory.

4.2 Samples suitable for testing 4 top of page

4.2.1 Respiratory samples

Upper respiratory tract samples
Nasopharyngeal swab and/or oropharyngeal swab

» nasopharyngeal: insert a swab into each nostril parallel to the palate, leave the swab in place for
a few seconds to absorb secretions

» oropharyngeal: swab the tonsilar beds, avoiding the tongue

+ place swabs back into the accompanying transport media

Nasal wash/aspirates

+ collect 2-3 mL into a sterile, leak-proof, screw-top dry sterile container

Lower respiratory tract samples
Bronchoalveolar lavage, tracheal aspirate, pleural fluid

* collect 2-3 mL into a sterile, leak-proof, screw-top sputum collection cup or dry sterile container

Sputum

+ patient should rinse his/her mouth with water before collection

» expectorate deep cough sputum directly into a sterile, leak-proof, screw-top dry sterile container

There is now increasing evidence that lower respiratory tract specimens such as contain the highest viral
loads, therefore, lower respiratory tract specimens should be collected where possible. Repeat testing
(especially of lower respiratory tract specimens) in compatible cases should be performed if initial results are
negative.

4.2.2 Serology
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Serum should be collected during the acute phase of the iliness (preferably within the first 7 of symptom
onset), stored, and tested in parallel with a convalescent serum collected 3 or more weeks after acute
sample collection.

If no acute sample was collected, a single serum sample collected 14 or more days after symptom onset
may be tested.

At the time of writing, limited indirect fluorescent antobody (IFA) serology is available but only specificity can
be established without access to significant numbers of positive sera. Only a single MERS-CoV positive
sample has been available for validation purposes thus far. Hence serology should be used sparingly as an
adjunct to detection of virus in acute cases. Serology may be useful in cases where MERS-CoV is strongly
suspected but non-confirmed with nucleic acid testing (NAT). Collection of paired acute and convalescent
sera is recommended. Positive serological test results in the absence of NAT or sequencing are considered
probable cases only.

In some other countries neutralization serology tests are used for confirmation purposes. Similar to NAT, a
two stage approach using a screening followed by a confirmatory test can be employed. In the absence of
positive sera with which to establish, calibrate and control such an assay this approach is not possible in
Australia. For screening purposes, an enzyme-immunosorbent assay (ELISA) against recombinant N protein
can be used.

4.2.3 Stool

2 — 5 grams of stool (formed or liquid) is collected in a sterile, leak-proof, screw-top dry sterile container.

4.3 Testing of other pathogens

Routine tests for acute pneumonia/pneumonitis should be performed where indicated, including bacterial
cultures, acute and convalescent serology, urinary antigen testing and tests for influenza and other
respiratory viruses.

4.4 Handling of specimens in the laboratory

Laboratory staff should handle specimens under PC2 and PC3 conditions in accordance with AS/NZS
2243.3:2010 Safety in Laboratories Part 3: Microbiological Safety and Containment. Specimens should be
transported in accordance with current regulatory requirements (see Appendix 1 and 2).

4.5 MERS-CoV testing

NAT using reverse-transcriptase polymerase chain reaction (RT-PCR) is the method of

A top of page

choice for detection of MERS-CoV. Currently, four targets may be used for testing:-

» upstream region of the E protein (upE) gene
+ open reading frame (ORF) 1a (ORF1a)
ORF1b

MERS-CoV specific nucleocapsid (N) protein gene
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An algorithm using a screening assay, followed by confirmatory testing is recommended for certainty of
diagnosis of the initial cases. For screening purposes, assays targeting the upE gene are appropriate.
Confirmatory testing can be performed using an assay targeting the ORF1a (comparable sensitivity to upE
gene), ORF1b (which is less sensitive than ORF1a or upE) or N gene. It is recommended that positive
screening tests be reported to communicable diseases agencies whilst awaiting confirmatory testing.

Where available, RdRp gene (for the broad detection of b-coronavirus clade C) and/or N gene sequencing
may also be considered for MERS-CoV confirmation. As the primers for the RdRp sequencing assay are
highly conserved, it is not recommended that this assay be used alone for MERS-CoV confirmation, as false
positive results may occur from cross-reactions with other b-coronaviruses. Further information about
laboratory testing is available at (http://www.virology-bonn.de/index.php?id=40) and
(http://www.fda.gov/downloads/MedicalDevices/Safety/EmergencySituations/UCM355572.pdf). Testing
algorithms may also need to be revised pending further information about the virus, and the number of
specimens received in the laboratory for testing.

Viral culture is generally not performed for routine diagnosis, and should only be attempted in laboratories
with appropriate experience and containment facilities. MERS-CoV replication has been previously observed
on Vero and LLC-MK2 cells within 5 days of inoculation.

4.6 Quality assurance

In 2013, the RCPA Quality Assurance Programs conducted two novel coronavirus (MERS-CoV) surveys
under the RCPAQAP Biocsecurity module. As clinical samples, live or inactivated virus, were not available
for testing, each survey contained three simulated specimens generated using recombinant plasmids.

The first survey contained varying concentrations of MERS-CoV E, RdRp, N, ORF1a and ORF1b RNA
transcripts, whilst the second survey included MERS-CoV and hCoV-NL63 RNA transcripts. Seven
laboratories participated in the survey, using in-house developed NAT and commercial assays. In survey 1,
6 of 7 laboratories were able to detect MERS-CoV. In survey 2, 6 of 7 laboratories were able to detect
MERS-CoV, but 4 of 6 laboratories (one laboratory using a commercial assay was not able to detect MERS-
CoV or hCoV-NL63) falsely detected MERS-CoV in samples containing hCoV-NL63 transcripts.

Although both surveys were conducted using RNA transcripts generated using recombinant plasmids, they
highlighted that cross-reactivity and/or cross-contamination during NAT may be an issue for laboratories
testing MERS-CoV.

Appendix 1. Suitable specimens and transport requirements (modified from WHO Laboratory testing
for Middle East Respiratory Syndrome Coronavirus [available at:
(http://who.int/csr/disease/coronavirus_infections/MERS_Lab_recos_16_Sept_2013.pdf?ua=1)])

Dangerous
Speci ) Transport Transport to ds shiopi
ecimen type oods shippin
P P medium laboratory g PRIng
category
Sputum No 4°C (if a delay in Biological
testing of > 48 hours, substance,
consider freezing and Category B

shipping with dry ice)
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Bronchoalveolar lavage

Tracheal aspirate

Nasopharyngeal aspirate

Combined nasopharyngeal/oropharyngeal
swabs

Tissue from biopsy or autopsy including
lung

Serum for serological testing

No

No

No

Viral
transport
media

Viral
transport
media

No

40C (if a delay in
testing of > 48 hours,
consider freezing and
shipping with dry ice)

40C (if a delay in
testing of > 48 hours,
consider freezing and
shipping with dry ice)

40C (if a delay in
testing of > 48 hours,
consider freezing and
shipping with dry ice)

40C (if a delay in
testing of > 48 hours,
consider freezing and
shipping with dry ice)

40C (if a delay in
testing of > 48 hours,
consider freezing and
shipping with dry ice)

49C or frozen and
shipped on dry ice
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Biological
substance,
Category B

Biological
substance,
Category B

Biological
substance,
Category B

Biological
substance,
Category B

Biological
substance,
Category B

Biological
substance,
Category B

Category B packaging preparation includes: manufacturer’s instructions followed, good quality packaging,

primary receptacles sealed and leakproof, primary receptacle closures secured with secondary means

(optional), multiple fragile primaries wrapped individually, sufficient absorbent inside each secondary,

secondary packaging properly sealed and leakproof, primary or secondary receptacle 95 kPa pressure

compliant, itemized list of contents between secondary and outer packaging, rigid outer packaging, at least

one surface of outer packaging is 100 mm x 100 mm

Figure 1. Packing and labelling of Category B infectious substance
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Appendix 2. Guidelines for laboratory staff working with MERS-CoV (modified from CDC Interim
laboratory biosafety quidelines for handling and processing specimens associated with Middle East
Respiratory Syndrome Coronavirus —version 2

(http://www.cdc.gov/coronavirus/mers/guidelines-lab-biosafety.html)

Activities involving manipulation of potentially infected specimens should be performed in a PC2 facility in a
Class 2 biosafety cabinet using PC2 work practice:

+ aliquoting and/or diluting specimens

+ performing diagnostic tests that do not involve propogation of viral agents in vitro or in vivo

* nucleic acid extraction procedures involving potentially infected specimens

Activities that must be performed in a PC3 facility using PC3 work practices:

+ MERS-CoV propagation in cell culture

« initial characterization of viral agents recovered in cultures of MERS-CoV specimens
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6. Reporting of cases and test results

Laboratories should follow national reporting
requirements, but in general, suspected cases
should be reported to relevant public health
authorities as soon as the laboratory receives a
specimen, even before any testing is performed. All
test results, whether positive or negative, should
likewise be immediately reported to national
authorities. If the infection becomes widespread,
laboratories should notify public health authorities
immediately of each new confirmed case or
positive screening test if there will be a delay in
confirmatory testing. Laboratories should also
periodically report the number of negative test
results to public health.

States Parties to the IHR are reminded of their
obligations to share with WHO relevant public
health information for events for which they
notified WHO, using the decision instrument in
Annex 1 of the IHR (2005) (18).

Detection of a possible human case of emerging
pathogen causing severe acute respiratory disease
should immediately be notified to local,
subnational and national public health authorities.
This will allow these authorities to make immediate
decisions about launching the investigation and the
extent of response measures. Detection of such a
case should be used to trigger notification of
traditional and non-traditional health providers,
hospitals and outpatient. Facilities, and community
leaders in the area where the case patients lived or
travelled, as part of active case-finding efforts. In
line with the International Health Regulations
(IHR) (2005), the national health authority must
notify WHO within 24 hours of all events that may
constitute a public health emergency of
international concern according to defined criteria.
The IHR decision instrument should be used to
determine whether an event is to be notified to
WHO. Further guidance on the use of the IHR
decision instrument, including examples of its
application, is available. The national animal health
authority must notify OIE of certain animal
diseases detected on its territory. OIE focal points
should be contacted for further details.
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v@" World Health
&3/ Organization

WHO recommendations to reduce risk of
transmission of emerging pathogens from
animals to humans in live animal markets

On 31 December 2019, WHO was informed of cases of pneumonia of unknown etiology
(unknown cause) detected in Wuhan City, Hubei Province of China. A novel coronavirus (2019-
nCoV) was identified as the causative virus by Chinese authorities on 7 January.

Investigations are ongoing to evaluate the source of the outbreak, mode(s) of transmission and
the extent of infection. Available evidence on the 2019-nCoV virus and previous experience with
other coronavirus (MERS-CoV and SARS-CoV) and other respiratory viruses (e.g., avian
influenza) suggest that there may be zoonotic transmission associated with the 2019-nCoV.

In light of available evidence and past experience, WHO makes the following general
recommendations:

* As a general precaution, anyone visiting live animal markets, wet markets or animal product
markets, should practice general hygiene measures, including regular hand washing with soap and
potable water after touching animals and animal products, avoiding touching eyes, nose or mouth
with hands, and avoiding contact with sick animals or spoiled animal products. Any contact with
other animals possibly living in the market (e.g., stray cats and dogs, rodents, birds, bats) should
be strictly avoided. Attention should also be taken to avoid contact with potentially contaminated
animal waste or fluids on the soil or structures of shops and market facilities

* The consumption of raw or undercooked animal products should be avoided. Raw meat, milk or
animal organs should be handled with care, to avoid cross-contamination with uncooked foods, as
per good food safety practices.

Recommendations for at-risk groups

* Until more is understood about the 2019-nCoV, people with underlying medical conditions are
considered at higher risk of severe disease. Therefore, individuals with these underlying medical
conditions should avoid contact with live animal markets, stray animals and wild animals, should
not eat animal raw meat. Such recommendations should also be disseminated to travellers and
tourists with underlying medical conditions.
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* Slaughterhouse workers, veterinarians in charge of animal and food inspection in markets, market
workers, and those handling live animals and animal products should practice good personal
hygiene, including frequent hand washing after touching animals and animal products. They
should consider wearing protective gowns, gloves, masks while professionally handling animals
and fresh animal products. Equipment and working stations should be disinfected frequently, at
least once a day. Protective clothing should be removed after work and washed daily. Workers
should avoid exposing family members to soiled work clothing, shoes, or other items that may
have come into contact with potentially contaminated material. It is therefore recommended that
protective clothes and items remain at the workplace for daily washing.

* Based on available information, it is not known if the 2019-nCoV has any impact on the health of
animals and no particular event has been reported in any species. As a general recommendation,
sick animals should never be slaughtered for consumption; dead animals should be safely buried
or destroyed and contact with their body fluids should be avoided without protective clothes.
Veterinarians should maintain a high level of vigilance and report any unusual event detected in
any animal species present in the markets to veterinary authorities.

Related Link

coronavirus topic page

Page 84 of 87
https://www.who.int/heal th-topi cs/coronavirus/wha-recommendati ons-to-reduce-risk-of-transmi...  20/01/2020






FOI 26-2777 - Document 16

Risk Communication and community engagement readiness and initial response for novel coronaviruses (nCoV): Interim guidance

RCCE readiness checklist for countries preparing for a possible outbreak

Goals

D000 0

Prepare to communicate with unknown information and uncertainty

Assess national and subnational communication capacity (persons and resources)
Identify the main actors, and form partnerships

Plan for activation and implementation of RCCE plan

Train emergency RCCE staff and potential surge staff on plans and procedures

Action steps

Risk Communication Systems

a

a
a

a
a

Ensure that highest levels of government agree to include RCCE in preparedness and response activities and is ready to
release information to protect the public’s health rapidly, transparently and accessibly

Review existing RCCE plan and consider adjustments for a respiratory outbreak

Agree on procedures for timely release of information such as clearance procedures for messages and information
products — keep clearance chains short

Prepare a budget for communication (including scale-up)

Set up a RCCE team and define roles and responsibilities

Internal and partner coordination

a

a

Q

Identify partners to include other agencies, organizations, community planners, health care workers, etc., with their
contact information (in the case of this outbreak consider Ministry of Agriculture, Travel and Tourism, hospital systems,
etc.) — should an outbreak occur, these partners should be activated into a multi-sectoral RCCE response team

Assess the communication capacity of all relevant partners — identify typical target audiences and channels of
communication used by partners

Plan and agree on communication roles and responsibilities through standard operating procedures (SOPs) (e.g. which
agency speaks first on which issue, what specific topics and audiences will be best addressed through which
agency/partner, how will messaging be aligned)

Public communication

a

o000

Review the roster of spokespeople at all levels, listing their expertise in anticipated public health threats, and, if
necessary, train them

Produce and pre-test message templates

Identify key media; create and update a list of journalists, and foster media relations

Identify media and other communication channels and influencers and assess their potential reach for potential target
audiences — use channels and influencers trusted, preferred and regularly used by target audiences

Communication engagement with affected communities

a
a

Q

Establish methods for understanding the concerns, attitudes and beliefs of key audiences

Identify target audiences, and gather information on their knowledge and behaviours (e.g. who they trust, how they are
likely to receive information, their daily habits, their concerns, etc.)

Identify existing community influencers (e.g. community leaders, religious leaders, health workers, traditional healers,
etc.) and networks (e.g. women’s groups, community health volunteers, unions, social mobilizers for polio, malaria,
HIV) that can be repurposed for community engagement

Addressing uncertainty, perceptions and misinformation management

U Prepare to begin communicating before the full picture is known by ensuring leaders agree to communicate with

U Establish a system for monitoring and, if necessary, responding to rumours, misinformation and frequently asked
questions
Capacity building

U Consider training needed for RCCE responders on what is known and unknown about novel coronavirus, current plans

and procedures as well as sub-national preparation for RCCE response
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Risk Communication and community engagement readiness and initial response for novel coronaviruses (nCoV): Interim guidance

RCCE initial response checklist for countries where one or more cases have been identified

Goals

Adapt and apply action steps from readiness checklist above if not already completed

Establish, build and/or maintain trust with population through regular two way communication and engagement that
regularly addresses misunderstanding, misinformation, rumours and frequently asked questions

Encourage people to adopt protective behaviours

Manage expectations and communicate uncertainties

Coordinate and encourage collaboration among response partners

Assess initial risk perception of affected and at risk populations

Provide information and guidance

o000 OO

Action steps

Risk Communication Systems

Adapt existing RCCE plan to the response, and activate the RCCE response team and plan

Identify and activate spokespeople for the emergency

Draw up timelines for communication activities and products

Monitor RCCE response by identifying processes that delay information release and create confusion among affected
populations

000D

Internal and partner coordination

U Activate SOPs for RCCE coordination with other response agencies and partners

U Link national, regional and local RCCE operations

U Assign responsibilities for internal (to each response agency) and external (to the public) communication
U Coordinate message preparation, consistency and dissemination

Public communication

U Announce the health threat early and often and update after a risk assessment and an analysis of risk perception

U Provide information as soon as it is received, even if it is not complete and openly explain the degree to which
information is uncertain (manage uncertainty), provide the public regular channels to get updated information (e.g.
hotlines, website, etc.)

U Use trusted and effective communication channels that target audiences regularly use

U Identify and activate trusted influencers for the audiences

Communication engagement with affected communities

U Conduct a rapid risk perception analysis based on existing formal and informal information

U Segment the audiences for the communication response (e.g. affected people, health care workers, political leaders,
donors, etc.)

U Translate materials into relevant languages and adapt to literacy levels

Addressing uncertainty, perceptions and misinformation management
U Communicate what is known and what is not known - explain degree to which uncertainty still exists
U Activate rumour monitoring, verification and response mechanisms

U Monitor mass and social media, hotlines, health care worker feedback from patients and community concerns and
continually apply feedback into adapted RCCE strategy

Capacity building

U  Plan regular updated guidance to all RCCE responders
U Train surge staff
U Consider training leaders, responders and spokespeople on RCCE guidance as needed

© World Health Organization 2020. All rights reserved.

This is a draft. The content of this document is not final, and the text may be subject to revisions before publication. The
document may not be reviewed, abstracted, quoted, reproduced, transmitted, distributed, translated or adapted, in part or in
whole, in any form or by any means without the permission of the World Health Organization.

Page 87 of 87



FOI 26-2777 - Document 17

CDNA Extra Ordinary Teleconference Summary Notes
20 January 2020

2. Strategic Discussion
The discussion opened with members being advised that the Centers for Disease Control and
Prevention (CDC) had issued an update stating that the United States had implemented border
control measures in response to the novel coronavirus outbreak in Wuhan, China.

Members noted that there have been three cases of novel coronavirus diagnosed outside of Wuhan,
with no epidemiological links to the seafood market from which it originated.

Dr Bennett asked what the Commonwealth has done in response to the outbreak. Ms Owens
advised members that an Incident Management Team has been stood up in the Office of Health
Protection.

Jurisdictional Update

Jurisdiction Update

NSW Dr Selvey advised members of the following:

e Sydney has three direct flights to Wuhan.

e Two suspected cases reported, both cleared of novel coronavirus.

e Initial advice was provided to GPs and clinics, to aid in diagnosis.

e Looking closely at the Middle East Respiratory Syndrome (MERS) and
Severe Acute Respiratory Syndrome (SARS) Series of National
Guidelines (SoNGs) for guidance.

VIC Dr Van Diemen advised members of the following:

e Chief Health Officer (CHO) alert was issued last week.

e No suspected cases reported as yet.

SA Dr Flood advised members of the following:

e  Public health alert has been issued.

e One potential case that turned out to be influenza.

TAS ATF advised members of the following:

e Tasmania has contacted clinicians and laboratories with information
following the prior extra ordinary meeting.

e Some community concern, but not much response this week.

WA Dr Huppatz advised members of the following:

e WA issued an alert two weeks ago.

e Currently having discussions with labs about testing.

e No suspected cases.

NT Dr Krause advised members of the following:

e NT have issued an alert after the last extra ordinary meeting.

e Shared knowledge from the Commonwealth situation reports,
particularly with laboratories and infection control people in

hospitals.
e No suspected cases.
QLD Dr Bennett advised members of the following:

e |ssued alert last week.
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Received notification of two suspected cases on 10 January 2020.
Both cases had been to Wuhan, though one case had had no contact
with the seafood market. Both presented with flu-like illness.

One case was detected coming through Singapore with a fever, but
nothing more was done except for advising the case to seek medical
attention if they got worse. Samples went to the Victorian Infectious
Disease Reference Laboratory (VIDRL), but came back negative. All
further samples came back negative, including for more common
viruses.

Second case tested positive for influenza.

VIDRL / PHLN

Dr Catton advised members of the following:

NSW, VIC and QLD have testing capacity for coronavirus.

Every second night a teleconference is convened by the World Health
Organization (WHO) to share information regarding laboratory
aspects. Nothing has come out of these meetings that is not on
ProMED. These teleconferences are scheduled to continue.

China released the virus sequence last week, which has enabled the
team to map cases against that sequence. A broad coronavirus assay
will pick up the Wuhan virus.

Currently using SARS as a provisional positive control.

Primers have been made available on the WHO website, which
should pick up anything.

Dr Catton has worked on a draft laboratory guideline, outlining what
samples should be taken and what procedures should be conducted
in the labs. The Public Health Laboratory Network (PHLN) have
reviewed, and the advice seems consistent with CDC advice.

Dr Catton agreed to circulate draft laboratory guidelines to all CDNA
JEG members, noting that this is not an official PHLN document.

SA enquired whether Dr Catton’s document is consistent with WHO.
Dr Catton advised that he hasn’t seen the WHO guidelines, but he is
happy to take this on notice and check.

Commonwealth

Ms Owens advised members of the following:

An Incident Management Team has been stood up, and the National
Incident Room will be activated shortly.

The lack of information from WHO has been noted; most of what is
being reported in the media hasn’t been confirmed by WHO.

Risk assessment has commenced, and will be finished soon.

The Commonwealth is working with VIDRL and have confirmed that
we can test for the Wuhan virus in Australia.

Increased media over the weekend and today (20 January 2020),
which was likely triggered by the CDC announcement that they will
do screening at three main airports. The Commonwealth has
answered this media, and the Chief Medical Officer (CMO) put out a
statement on 19 January 2020 addressing this.

Currently looking at potential border measures. Have spoken to the
Department of Agriculture about what'’s feasible.

Currently looking at collecting more information about flights coming
into Australia that have originated in Wuhan.

The Australian Health Protection Principal Committee (AHPPC) are
holding a meeting this afternoon (20 January 2020).
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Dr Newton advised members of the following:

As at 19 January 2020, media are reporting:

e 198 cases of novel coronavirus and three deaths.

e Since 17 January 2020, approximately 136 new cases have been
identified in patients with previously unexplained pneumonia.

e Of these new cases, all are adults aged 25-89 years. Approximately
50% are male (78) and 75 female.

e Of the 198 confirmed cases, 28 have recovered or been discharged,
126 have mild illness, 35 are listed as severe and nine are in critical
condition.

e There are 817 close contacts being monitored.

e Four cases have been reported outside of Wuhan, China. Two in
Thailand, one in Japan and one in Shenzhen, China. All cases reported
travelled to Wuhan, China.

Clinical presentation/symptoms
e Symptoms reported include: fever, difficulty breathing, non-specific
upper respiratory tract infection symptoms such as cough and sore
throat and chest radiographs showing bilateral pneumonic
infiltrations.

Transmission
e WHO is reporting evidence of limited human-to-human transmission,
given some cases have reported no exposure to the Huanan seafood
wholesale market.
e There is no clear evidence of sustained transmission and there is not
enough information to fully assess the extent of transmission.

Case Definition and SONG

Members agreed to formalise a case definition and SoNG, similar to MERS, and to form a working
group to progress this work as quickly as possible. Dr Tobin advised that NSW have commenced
work on modifying the MERS SoNG for the novel coronavirus, noting that key points to discuss are
timing, inclusion of fever, testing for other respiratory viruses and the management of patients. Dr
Tobin advised that he was happy to share this work with CDNA JEG members. Drs Tobin, Van
Diemen, Bennett and Catton advised that they would be happy to take part in this working group,
with SATE(©) s4TF , the Commonwealth Technical Writer for SONGs, to take the lead.

Listed Human Disease (LHD)

Members discussed the need to make the novel coronavirus a Listed Human Disease (LHD).
Ms Owens advised that the Commonwealth currently rely on the travelling with illness checklist, but
this would only be effective if the novel coronavirus was made an LHD.

::;E(C)’ advised members that the current checklist is geared towards MERS and avian flu, as the

guestions are surrounding contact with camels, birds and poultry. The only way the checklist can be
updated to include more relevant questions to the novel coronavirus, is if it was made an LHD.

Dr Flood asked if it was easy to un-list a disease.ng(c)’ advised that while this has not been done
before, in theory, it should be quite simple. Dr Bennett noted that novel influenza viruses of
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pandemic potential are listed as an LHD; it would be good to have the same for novel coronaviruses.

::;E(C)’ commented that this could be possible, but legal advice would have to be sought.

Members agreed to recommend the novel coronavirus be listed as an LHD, and noted that the next
step would be to consult with the CHO’s at the upcoming AHPPC meeting on 20 January 2020.

Communicable Disease Incident of National Significance (CDINS)

Members discussed the need to go through the process of declaring the novel coronavirus a CDINS.
BaTE took members through the triggers for a CDINS. All members agreed to recommend to the
CMO that the novel coronavirus be made a CDINS.

Border Measures

Members discussed border measures that are currently in place. Ms Owens advised members that

the U.S. are currently taking the temperatures of every person returning from Wuhan on a direct
flight.

The Commonwealth has spoken to the Department of Agriculture about issuing a handout to all
passengers on direct flights from Wuhan to Sydney, noting that this would have to be provided in a
variety of languages. To reach those passengers on connecting flights, digital banners will be put in
place, advising that if patients get sick they should consult their GP and inform them of all travel
history. CDNA JEG members were supportive of the current border measures in place, and agreed
that this approach should be provided to AHPPC this afternoon (20 January 2020). It was
recommended that more information should be gathered surrounding the effectiveness of screening
for fever in other countries versus the pick-up rates.

CDNA JEG will consider other border control measures as more information about the current
outbreak becomes available.

Members agreed that another extra ordinary teleconference would likely need to be held again
shortly, to discuss the latest developments of the novel coronavirus outbreak in Wuhan.

Actions

e Dr Catton to circulate draft laboratory guidelines to all CDNA JEG members, once endorsed
by PHLN.

e Dr Tobin to share his work on modifying the MERS SoNG for the novel coronavirus.
e Drs Tobin, Van Diemen, Bennett, 34'% Flood and Catton to nominate members to take
part in the novel coronavirus working group, with S475©: S47F to take the lead.

e Discussions around adding the novel coronavirus as an LHD to be had at AHPPC on
20 January 2020.

o CDNA JEG to recommend making the novel coronavirus a CDINS to the CMO.
e AHPPC to be advised of the current border control approach in Australia.
e CDNA Secretariat to organise a follow up meeting pending discussion with the Chair.
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EXPLANATORY STATEMENT
Biosecurity Act 2015

Biosecurity (Listed Human Diseases) Amendment Determination 2020
Authority

The Biosecurity Act 2015 (the Act) provides the primary legislative means and a regulatory
framework for the Australian Government to manage the risk of pests and diseases from entering
Australian territory and causing harm to animal, plant and human health, the environment and the
economy. The Act manages biosecurity risks — including the risk of listed human diseases — entering
Australian territory, or emerging, establishing or spreading in Australian territory.

Subsection 42(1) of the Act provides that the Director of Human Biosecurity may determine, in
writing, a human disease to be a listed human disease if the disease may be communicable and may
cause significant harm to human health.

Purpose

The purpose of Biosecurity (Listed Human Diseases) Amendment Determination 2020 (the
instrument) is to add human coronavirus with pandemic potential to the list of human diseases in this
instrument. The disease is required to be listed in the instrument to allow human biosecurity measures
under Chapter 2 of the Act to be imposed, thereby allowing Australia to manage and respond to
biosecurity risks to human health caused by that virus.

Background

On 5 January 2020, the World Health Organization (WHO) notified Member States under the
International Health Regulations (2005) (IHR) of an outbreak of pneumonia of unknown cause in
Wuhan city, China. The cause of the outbreak has since been determined as a novel coronavirus.

Under the IHR, the WHO has recommended that health authorities work with travel, transport and
tourism sectors to provide travellers with information to reduce the general risk of acute respiratory
infections, including at points of entry and through conveyance operators.

All powers under Chapter Two of the Act require that the disease be a listed human disease for the
power to apply. These powers include the ability to screen incoming passengers for signs and
symptoms of a listed human disease, the ability to impose Human Biosecurity Control Orders on
those who are suspected or confirmed as having a listed human disease and implementing further risk
mitigation measures.

To enable compliance with the WHO’s recommendations, and to implement additional border
measures under the Act, it is necessary for human coronavirus with pandemic potential to be
determined as a listed human disease. The inclusion of human coronavirus with pandemic potential
enables application of border measures under the Act in order to manage this or other emerging
coronaviruses and their potential for human to human transmission.

Consultation

Subsection 42(2) of the Act requires that before making a determination under section 42, the Director
of Human Biosecurity must consult with the chief health officer (however described) for each State
and Territory and the Director of Biosecurity.

The Director of Human Biosecurity consulted the States and Territories and the Director of
Biosecurity. The Australian Health Protection Principal Committee and the Communicable Diseases
Network Australia, comprising Chief Health Officers and communicable disease experts across state
and territory governments, met via teleconference on 20 January 2020, and endorsed the addition of
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human coronavirus with pandemic potential as a listed human disease.

The Director of Biosecurity, Mr Daryl Quinlivan, was also consulted in regards to the determination
and on 21 January 2020 confirmed his support of the amendment.

The instrument commences on the day it is registered.
The instrument is a legislative instrument for the purposes of the Legislation Act 2003.

A provision by provision description of the instrument is contained in Attachment 1.
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ATTACHMENT 1

Provision by provision description of the Biosecurity (Listed Human Diseases) Amendment
Determination 2020

1. Name
Section 1 provides that the name of the instrument is Biosecurity (Listed Human Diseases)
Amendment Determination 2020.

2. Commencement
Section 2 provides that this legislative instrument commences on the day it is registered.

3. Authority

Section 3 specifies that this instrument is made under subsection 42(1) of the Biosecurity Act
2015.

4. Schedules
Section 4 provides that instruments included in the schedule to this instrument are amended or
repealed as set out in the applicable items in the schedule.

Schedule 1 — Amendments
Item 1 of Schedule 1provides that section 4 of the Biosecurity (Listed Human Diseases)
Determination 2016, which is the list of Listed Human Diseases, is amended to include
‘human coronavirus with pandemic potential’ in that list.
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Statement of Compatibility with Human Rights
Prepared in accordance with Part 3 of the Human Rights (Parliamentary Scrutiny) Act 2011

Biosecurity (Listed Human Diseases) Amendment Determination 2020

This legislative instrument is compatible with the human rights and freedoms recognised or declared
in the international instruments listed in section 3 of the Human Rights (Parliamentary Scrutiny) Act
2011.

Overview of the Legislative Instrument

The Biosecurity (Listed Human Diseases) Amendment Determination 2020 adds ‘human coronavirus
with pandemic potential’ as a listed human disease, and therefore enables the application of a range of
measures under the Biosecurity Act 2015.

Human rights implications

This legislative instrument engages and is consistent with Article 12(1) of the International Covenant
on Economic, Social and Cultural Rights by assisting with the progressive realisation by all
appropriate means of the right of everyone to the enjoyment of the highest attainable standard of
physical and mental health.

This instrument provides the means of protecting public health in Australia through enabling the
application of human biosecurity measures to manage the risk of human coronavirus with pandemic
potential entering Australian territory, or emerging, establishing, or spreading in Australian territory
or a part of Australian territory.

Conclusion

This legislative instrument is compatible with human rights because it promotes the human right to an
adequate standard of living and the highest attainable standard of physical and mental health.

Professor Brendan Murphy
Director of Human Biosecurity
Chief Medical Officer
Department of Health
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S47E(c), s47F

From: Humanbiosecurity

Sent: Tuesday, 21 January 2020 10:18 AM

To: Legislative Instruments; Humanbiosecurity

Cc: S47E(c), s47F

Subject: Biosecurity (Listed Human Diseases) Amendment Determination 2020 for
Registration [SEC=OFFICIAL]

Attachments: Biosecurity (Listed Human Diseases) Amendment Determination 2020 - signed.pdf

Good morning

Please find the attached Biosecurity (Listed Human Diseases) Amendment Determination 2020 executed by the
Director of Human Biosecurity, Professor Brendan Murphy, for registration.

Please contact S#7E(): S47F at SATE(©): s4TF @health.gov.au with any questions.

Kind regards

S47E(c), s47F
Departmental Officer — Border Health Section
Health Emergency Management

Office of Health Protection | Chief Medical Officer Group
Australian Government Department of Health

T: 02 6289 S47E(c), s47F @health.gov.au
Location: Scarborough House 3.230

PO Box 9848, Canberra ACT 2601, Australia

The Department of Health acknowledges the traditional owners of country throughout Australia, and their continuing connection to land,
sea and community. We pay our respects to them and their cultures, and to elders both past and present
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S47E(c), s47F

From: Humanbiosecurity

Sent: Tuesday, 21 January 2020 1:09 PM

To: Legislative Instruments; Humanbiosecurity

Cc: S47E(c), s47F

Subject: RE: Biosecurity (Listed Human Diseases) Amendment Determination 2020 for
Registration [SEC=OFFICIAL]

Attachments: Registration Request Spreadsheet 2020 - Border Input.XLSX; FINAL Biosecurity

(Listed Human Diseases) Amendment Determination 2020.DOCX; FINAL ES - human
coronavirus with pandemic potential january 2020.docx; CMO CLEARED:
Explanatory Statement - Listed Human Disease - Human coronavirus w pandemic
potential [SEC=OFFICIAL]

; S4TE(c)
Hi , S47F

Please find the requested documents attached;
Completed Registration Request Spreadsheet

1. WORD version of the signed instrument

2. Scanned (PDF) version of explanatory statement approved by Professor Brendan Murphy (word version
attached to email verifying CMO cleared)

3. WORD version of explanatory statement approved by Professor Brendan Murphy

Please let me know if you have any questions.

Kind regards

S47E(c), s47F
Departmental Officer — Border Health Section
Health Emergency Management

Office of Health Protection | Chief Medical Officer Group
Australian Government Department of Health

T: 02 6289 S47E(c), s47F @health.gov.au
Location: Scarborough House 3.230

PO Box 9848, Canberra ACT 2601, Australia

The Department of Health acknowledges the traditional owners of country throughout Australia, and their continuing connection to land,
sea and community. We pay our respects to them and their cultures, and to elders both past and present

From: Legislative Instruments
Sent: Tuesday, 21 January 2020 10:53 AM

To: Humanbiosecurity ; Legislative Instruments
Cc: S47E(c), s47F

Subject: RE: Biosecurity (Listed Human Diseases) Amendment Determination 2020 for Registration [SEC=OFFICIAL]

S4TE(c), s47F
Thanks

Can you please complete the attached registration spreadsheet and return it along the following documents:
1. WORD version of the signed instrument
2. Scanned (PDF) version of explanatory statement approved by Professor Brendan Murphy

3. WORD version of explanatory statement approved by Professor Brendan Murphy

Kind regards
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S47E(c),
S47F
Legislative Instruments and Executive Council Liaison Officer

FOI and Legislation Support Section

Legal Advice & Legislation Branch
Legal & Assurance Division
Australian Government Department of Health
T: (02) 6289 SATE(©);
S47F

From: Humanbiosecurity <Humanbiosecurity@health.gov.au>

Sent: Tuesday, 21 January 2020 10:18 AM

To: Legislative Instruments <Legislative.Instruments@health.gov.au>; Humanbiosecurity
<Humanbiosecurity@health.gov.au>

Cc: S47E(C), s4TF @health.gov.au>; SATEESATE @health.gov.au>
Subject: Biosecurity (Listed Human Diseases) Amendment Determination 2020 for Registration [SEC=OFFICIAL]

Good morning

Please find the attached Biosecurity (Listed Human Diseases) Amendment Determination 2020 executed by the
Director of Human Biosecurity, Professor Brendan Murphy, for registration.

Please contact S#7E(): S47F at SATE(©): s4TF @health.gov.au with any questions.
Kind regards

SATE(C), SATF

Departmental Officer — Border Health Section
Health Emergency Management

Office of Health Protection | Chief Medical Officer Group
Australian Government Department of Health

T: 02 6289 S47E(c), s47F @health.gov.au
Location: Scarborough House 3.230

PO Box 9848, Canberra ACT 2601, Australia

The Department of Health acknowledges the traditional owners of country throughout Australia, and their continuing connection to land,
sea and community. We pay our respects to them and their cultures, and to elders both past and present
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OFFICIAL
Date made Name of instrument Series/identifer number (OPTIONAL)
The date signed
or made by the . . Insert identifier or series number, if used.
e.g. National Health (Concession or
rule maker. . . E.g. PB28 of 2012.
entitlement card fee) Determination 2010
Use format:
XX/ XX/ XXXX

Biosecurity (Listed Human Diseases)
21/01/2020 Amendment Determination 2020

OFFICIAL
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OFFICIAL

Commencement

Urgent registration?

Brief description of instrument

When does the instrument
commence.
Use format: xx/xx/xxxx

Date of registration
21/01/2020

It 1s registration Is urgently
required please provide
required date.

Please note OPC requires the
Department to give sufficient
notice for registration after
4PM and a service fee is

navahle.

Describe briefly what the instrument actually does.
This information is required for registration and
appears on the Federal Register of Legislation. Please
use proper punctuation.

( Please keep length 1 to 2 Sentences)

Identifies Listed Human Diseases under the

21/01/2020 Biosecurity Act 2015

OFFICIAL
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Enabling legislation

Enabling provision

Name of instrument(s) that are
affected by this instrument

Name of the Act which
gives the power for the

instrument to be made.

Biosecurity Act 2015

Please list other instruments
that will be affected by this
instrument.

The section of the Act under
which the instrument has been Alternatively, provide the

made.

Section 42(1)

registration numbers (e.g.
F2017C00100 for National
Health (Eligible midwives)
Determination 2010)

NIL

OFFICIAL
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Documents incorporated by Contact/ Invoicing

Phone No
reference? officer

Division

Is the content of any external
documents referred to in the
instrument. E.g. the Hospital
Casemix Protocol (HCP), ISO

Contact officer for Phone number of
invoicing purposes. contact officer.

9001
S47E(c), s47F
S4TE(c),
NIL 02 6289 s47F
OFFICIAL

Division of contact
officer.

Office of Health
Protection
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Biosecurity (Listed Human Diseases) Amendment
Determination 2020

I, Professor Brendan Murphy, Director of Human Biosecurity, make the following legislative
instrument.

Dated

Professor Brendan Murphy
Director of Human Biosecurity
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1 Name

This instrument is the Biosecurity (Listed Human Diseases) Amendment
Determination 2020.

2 Commencement

This instrument commences on the day it is registered.

3 Authority

This instrument is made under subsection 42(1) of the Biosecurity Act 2015.

4 Schedules

Each instrument that is specified in a Schedule to this instrument is amended or
repealed as set out in the applicable items in the Schedule concerned, and any
other item in a Schedule to this instrument has effect according to its terms.

Biosecurity (Listed Human Diseases) Amendment Determination 2020 1
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Schedule 1—Amendments

Biosecurity (Listed Human Diseases) Determination 2016

1 Section 4

After “(g) yellow fever”, add
*“; (h) human coronavirus with pandemic potential”.

2 Biosecurity (Listed Human Diseases) Amendment Determination 2020
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